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THE GENERAL ADMINISTRATION OF ANESTHETICS.*

BY

J. M. BALDY, M. D.,

Philadelphia, Pa.

Fellows of the American Gynecological Society :

It is with profound regret that I have officially to announce

to you the death during the past year of two of our honorary

fellows, Dr. Robert Barnes, of London, England, and Dr. William

T. Howard, of Baltimore, Maryland ; the former one of the earliest

guests of this society after its organization, the latter a founder-

member and an ever-active participant in your meetings. In

the death of William T. Howard we have lost one of the land-

marks of our society, one of the links of the past—a loss by

which we are all equally grieved.

In this connection it were well to remind you that in the proc-

ess of evolution we are rapidly having our ranks depleted by

the death of our oldest and most tried members. But few of

our founder-members remain with us, and these few are rapidly

advancing in years. No organization can long stand such a

drain and remain pre-eminent in its chosen field without replen-

ishing its ranks with the best of the younger generation. It

would seem that a systematic policy might with advantage be

adopted by you, one which will keep your ranks from being

completely filled so as to always have a place for the man when he

appears, one which will studiously consider primarily an appli-

* The President's Address. Read before the American Gynecological Society

at its thirty-third annual meeting at Philadelphia, May 26, 27, 28, 1908.
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cant's scientific attainments and fully establish these before

allowing his qualities of good fellowship to warp your judgment.

And as a secondary matter might it not be well to avoid a too

great concentration of strength in any one locality? It would

appear that your membership on the Atlantic seaboard is too

largely predominant and that other sections of this great country

should be more fully represented.

In presenting this your presidential address, it would seem

proper to discuss with you general policies, advances and failures

of the past and the duties of the future rather than to devote

the time to a scientific paper. The objects of societies in general,

of this society in particular, are of a mixed character, scientific

and social. The social side brings men together, gives oppor-

tunity for personal contact and estimate of personal worth, and

no better wav exists of discovering an individual's professional

capacity than to become acquainted with his methods of thought,

accuracy of observation and process of reasoning as applied to

those everv-dav affairs with which everyone, scientist or layman,

is equally well acquainted and of which he is equally competent

to judge. In this way, in a large measure, are we able to form a

fairly correct idea of one's professional ability, especially where

the knowledge thus acquired is added to the analysis of his

scientific papers and discussions. In this way are we measurably

able to estimate the worth of -his writings and his professional

opinion. A man's enthusiasm, his seriousness, his belief in

himself and his logical defence of his position, although perhaps

differing from one's own, cannot fail to impress the observer

as to his ability and his honesty: the true worth of a man is

rarelv underestimated by his immediate associates and peers;

here he soon finds his proper level. The social side of an asso-

ciation's meetings has, therefore, more of value than at a super-

ficial glance would appear, and it would seem that rather than

to depart one iota from the high standard of the past as set by

our societv, we should view with pride the efforts expended in

this direction and should continue in the future to develop this

side of our meetings even more, if that were possible, than in the

past.

The scientific side of our meetings has from the organization

of the societv been of a very high standard and the transactions

of this body contain about all that is known or worth knowing

in the gynecologic and obstetric arts. It has been, from time

to time, thie effort of various organizations similar to our own
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so to conduct their meetings as to bring out the best results,

both as to papers and discussions. With this thought in mind,

in 1904, your president, Dr. Reynolds, in his presidential address,

suggested the establishment of fixed discussions with a series of

papers limited as to time, followed by discussions of a similar

character. In consequence of this suggestion you have had a

programme which has occupied the mornings of the first two

days with a symposium of subjects previously selected by your

council. This departure from the past has had its advantages,

but has also had its disadvantages. It has a tendency to develop

short abstract papers as against fuller and more scientific ones.

It occupies the two most important sessions of your meetings;

on the second day it interferes with your presidential address

(which is fixed at a stated time) and your president's address

interferes most materially with the symposium. Xo paper or

series of papers receives the same thoughtful and thorough

consideration in a discussion which is interrupted by a subject

foreign to its import as does one which is continuous. The
symposium feature is a valuable one and should be continued,

but were it not well at this time to recast the lines and modifv

it to the extent of one symposium day (or if two be still con-

sidered desirable) to confine the days to the first and last of the

meeting? If this were done, a session, which is generally a

broken one and one of more or less failure on account of the

departure of members for home on the last day, might be rendered

equally as important as the others and would have the additional

advantage of leaving your second day open exclusively to well-

developed scientific papers and with no interference with vour

presidential address. These thoughts are offered for your con-

sideration and matured judgment and for the action of vour

council.

In looking over the field of our endeavors for the past vear

I find nothing new advanced nor any startling improvements

on the old. After a decade of obstetric and gynecologic activity

unprecedented in any branch of medicine, we seem like wise

men to be resting, retrospecting, and putting our house in perfect

order before proceeding further. Notwithstanding this, the

signs for the future are bright, and when we note on the one

hand the activity of the obstetric world in that great under-

taking, the prevention of blindness at the beginning of life, and

the activity of the gynecologic world in the fight against that

greatest of all scourges of middle life, cancer, we may look with
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complacency upon the criticism which has predicted the end of

our branch of medicine as a specialty. In fact, after having

developed the basic principles of everything known in abdominal

surgery and having made it possible by our pioneer work for the

general surgeon to develop what little good he is responsible for

in visceral surgery, we may even yet develop a field common to

us both, the vast inportance of which has been only too long

neglected by all—anesthesia.

The general administration of anesthetics as performed

today is the shame of modern surger^^ is a disgrace to a learned

profession, and if the full, unvarnished truth concerning it were

known to the laity at large it would be but a short while before

it were interfered with by legislative means—and properly

so. In the traditions of our profession the poor receive as good

service as the rich, so in the matter of anesthetics is this true

only with this difference: in the first instance they both receive

the best that is in us, in the latter they both receive the worst.

Who of you is not familiar with the patient coming for a possible

operation w^hose one dread is the approaching anesthetic—

a

dread born of a past personal experience or the experience of a

friend? Who of you is not familiar with the terrible struggle

for breath so common to the etherizing-room of the past, the con-

gested blackened face, the prolonged anesthesia, the patient only

partlv relaxed, the delay in the operation, the difficulties of

the manipulation after an operation begun, the heartsickness

at a difficult and delicate operation made doubly and trebly

so from the unnecessary chances of sepsis, hemorrhage and

shock, the feeling of a patient lost from no lack of skill of your

own, the slipping of a ligature and a secondary operation or

death, the immediate death on the table from failure of the

heart, drowning due to inspired sputum, the vomiting on the

operating table to the detriment of the operation, the prolonged

after-period of nausea and vomiting to the great suffering and

misery of the patient, the inspiration pneumonias and other

pulmonarv complications, the nephritis and urinary suppressions

all due in great part to faulty anesthesia? How many deaths

at the time of the operation, shortly after operation, or some days

or weeks later are due to the same cause? What relation does

the anesthetic bear to the large group of pulmonary compli-

cations reported from so many different sources, and what is its

relation to the thromboses and embolisms which have in the

past caused so much suffering and disaster? What of the
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fatty degenerations of the liver, heart and kidneys? Who can

tell? This fact is certain, however; more deaths following

operations are due directly and indirectly to the administration

of the anesthetic than the profession in the past has dreamed of.

Wherein lies the fault and where is the remedy? The present

long-established and time-honored custom of having the anes-

thetic administered in hospitals by the resident physicians, in

private homes by any available doctor in the neighborhood is to

be condemned. The man who is able and ready to pay any

amount of money for the services of the most skillful surgeon

available has his life and those of his family unknowingly put

at the mercy of a boy just from his books, with absolutely no

practical knowledge of anesthetics and with less teaching. One
has only to recall his own experience and feelings during the first

few weeks of his apprenticeship at anesthesia to realize how
thoroughly at the mercy of chance was the survival of the patient

and how utterlv helpless he would have been had anything gone

wrong. Is it an exaggeration, then, to call such a condition a

disgrace to the profession of medicine?

W^ho is to blame for this state of affairs? The young men to

whom the anesthetic is relegated? By no means. As a rule

they are a hard-working, well-meaning and enthusiastic body

of men eager for knowledge and faithful to every trust. The

anesthetic is placed in their hand and they do the best they know
how and are in no way to be blamed if although ignorant and

inexperienced they are placed in a position of trust in the opera-

ting-room second in importance only to that of the surgeon.

Are hospital managers at fault? It would seem not. They
accept the customs of the past as they find them, and if the

medical men on whom they depend for instruction in medical

matters are so derelict in their observation, knowledge and duty

as to remain content, who can find fault with the hospital

management? Who, then, is at fault in this most grave matter?

We ourselves, gentlemen, and we alone, members of the medical

profession. We have remained too long bound by the traditions

of the dark ages of surgery; we have so devoted our attention

to the discovery of new operations and to the development of

their technic that we have too long forgotten one of the most

vital points in our operating-rooms. Unless we arise shortly

to the importance of this reform ourselves, an awakened public

opinion will take charge of the matter and legislate us into a

safer position. Fortunately, the reform is in sight. Occa-
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sionally we hear an isolated voice raised against the continuation

of this state of affairs, a protest which is lost in the general

activities of professional life. In a few bright spots we see an

effort made to reform with an isolated hospital here or there

employing a salaried anesthetizer. And herein lies the remedy

—a salaried anesthetizer in each and every hospital in the land

with a salary of sufficient size to attract to the service men of

proper intelligence.

Dollars and cents will be an important item in the success of

this movement, and a sufficient sum to entice a young man of

brains for any great number of years away from a full profes-

sional life with all its rewards will be found difficult to raise.

Fortunately, however, woman offers a solution to the problem.

The qualities of a woman are just those requisite to quiet and

soothe a frightened or timid patient approaching the anesthetic,

and she is the better qualified to devote her whole attention to

her work from the fact of her having no ambition to do surgery

and, therefore, having less incentive to neglect her anesthetic

in order to watch the manipulation of the surgeon. In addition,

is not her very timidity an advantage in that it makes her

realize more fully her responsibilities and keeps her more atten-

tive? And, finally, an amount of salary which will prove attrac-

tive and permanently remunerative to her would be no temp-

tation to a physician who • had the fuller field of professional

remuneration ahead of him should he prove a success. Women
have been tried in this capacity with the greatest success and

the matter is beyond the experimental stage. Many brainy

women fully capable of being trained to this responsible position

have entered the nursing profession, and it is from this source

we may look for a solution of our difficulties. Women are being

tried and are proving most satisfactory as anesthetists, and it

will be a bright day of advance in the technic of the operating-

room when their services are more generally adopted. It is

only those of us who have been so fortunate as to have at our

service a skillful and competent anesthetizer who can fully

appreciate the difference in results, both as to the satisfaction

of doing our work, the celerity and safety of its execution and the

comfort and safety of the patient, both during and after the

operation. It behooves the medical profession to arouse itself

to the importance of this reform before the public fully realizes

the situation and takes the matter into its own hands. And it

is befitting us as a scientific and surgical body to once more take
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the lead and point the way to the surgical world to the one

great reform remaining in the perfection of our technic.

It only remains for me to express to you my gratitude for the

appreciation you have shown of my past interest in our common
association by making me your president. It has been one of

the ambitions of my professional life to hold this honor, the

greatest in your power to bestow and one which will for all

time be worthy the ambition of any man. And it will always

be a matter of intense pride with me to remember the fact that

you haye designed to associate me with the names of such dis-

tinguished men as have presided over your deliberations in the

past—Fordyce Barker, Peaslee, Gaillard Thomas, Sims, Emmett,
Kimball, Albert Smith, Goodell and many others, immortals

of a great and recent past.

2219 DeLanxey Place.

TRANSACTIONS OF THE AMERICAN
GYNECOLOGICAL SOCIETY.

Thirty-third Annual Meeting, held at Philadelphia, Pa., May 26,

27, atid 28, 1908.

The President, Dr. J. Montgomery Baldy, of Philadelphia, in

the Chair.

The Society held its meetings in the Assembly Hall of the

College of Physicians and Surgeons on the first day, and on
the second and third days at the Bellevue-Stratford Hotel.

An Address of Welcome was delivered by Dr. Edward L.

DuER, of Philadelphia, which was responded to by Dr. William
M. Polk, of New York.

symposium on IMMEDIATE VERSUS DEFERRED OPERATION FOR
INTRAABDOMINAL HEMORRHAGE DUE TO TUBAL PREGNANCY.

Dr. Florian Krug, of New York, read the first paper in

the symposium and said, among other things, that whenever
opinions were diametrically opposed to each other on mooted
points in surgery, the truth as well as the best interests of the

patients were not to be found at either extreme, but usually in

the middle.

It could not be conceded that in any case of ectopic gecta-

tion, operation should be deferred for as long a period as it

lately had been recommended by some, nor should the patient

be subjected to a hasty operation in every case, even when the

diagnosis had been established beyond a reasonable doubt.
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The severity of shock was not always proportionate to the

amount of blood lost. Comparatively few patients died from
actual hemorrhage. In most cases, termed "tragic" or "cata-

clysmic," the hemorrhage had been seriously aggravated by
trauma—namely, curettage, too vigorous bimanual palpation, etc.

Some patients would die before surgical aid could reach them;
others would die in spite of it, and some had died because of it

;

surgical interference having taken place too hurriedly without
proper preparations.

IMMEDIATE vs. DEFERRED OPERATION FOR INTRA-
ABDOMINAL HEMORRHAGE DUE TO TUBAL

PREGNANCY.*
BY

J. E. JANVRIN, M.D..

New York City.

The wording of this subject permits a pretty wide field for

discussion. It takes in all varieties of hemorrhage due to tubal

pregnancy^—whether the hemorrhage is very slight, as frequently

occurs in unruptured cases; w^hether it is moderate in amount,

due to partial or slight tears in the tube wall or to a slow^ly but

steadily progressing tubal abortion; or whether it is of large

amount, due to a more extensive laceration of the tube; or to

a rapid tubal abortion accompanied by profuse hemorrhage and

excessive shock.

Since the topic is presumed to be confined to the operative

treatment, it is necessary to have somewhat of an understanding

as to the actual conditions existing in each variety of impending

or actual hemorrhage, and also as to the conditions existing in

each individual case, as far as our ability in diagnosis permits.

I would like, therefore, to speak first of the unruptured variety.

It is generally conceded that practically every case of extra-

uterine pregnancy is at first tubal in character, and it goes with-

out saying that every case of tubal pregnancy during its early

stage is an wnruptured affair.

Provided we can recognize such cases, what should we do

with them?
In vol. xi of the Transactions of this Society, published in 1886

—twenty-two years since—I reported a case of tubal pregnancy

(which I treated wdth galvinism, when seven weeks advanced,

on three successive days) and in which the sudden death of the

patient occurred on the morning of the day following the last

*Read by Title before the American Gynecological Society, May 26-2S, 190S.
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application of galvinism from a severe hemorrhage from a rup-

ture of a small artery on the peritoneal covering of the tube.

There had been, some nine days previously, symptoms of a

slight internal hemorrhage, accompanied by colicky pains and

some shock, and I had diagnosed the case as tubal pregnancy,

and that was the time when I ought to have done laparotomy,

but, going according to our light at that date, I had kept the

patient perfectly quiet in the meantime, and at the end of

the nine days had applied galvanism, deeming it perfectly

safe to do so. The postmortem showed extensive hemorrhage

from a slightly torn artery on the peritoneal surface of the

tubal sac, but no rupture of the sac wall. At that date I was
able to find only two similar recorded cases—the first being

that of Ollivier's (d 'Angers), and mentioned in Parry's work

on Extrauterine Pregnancy, and the second reported by the late

Professor T. Gaillard Thomas in the Transactions of this Society

for 1882. Both cases had succumbed, like my own, simply to

the hemorrhage resulting from a minute hole in the wall of a

small arterv- on the peritoneal surface of the gestation sac

without any tear of the sac wall.

In concluding the report of these three cases, I urged the ab-

solute propriety and necessity of opening the abdominal cavity

"as soon as the diagnosis of tubal pregnancy could be reasonably

made, and the removal of the unruptured tube with its contents."

I have never been able to find that this had ever been recom-

mended before that date, though for some thirty years prior

laparotomy for a free hemorrhage accompanied by shock and

symptoms of impending death had been urged, first by Professor

Kiwisch in 1857 and again by the late Dr. Stephen Rogers, of

New York, in 1867, and in 1880 by Professor Thomas, of Xew
York, and by Mr. Lawson Tait in 1883 when he did the first

laparotomy for a fully ruptured tubal pregnancy.

At the January, 1887, meeting of the Obstetric Section of the

Xew York Academy of Medicine, when the subject of tubal

pregnancy was under discussion I closed my remarks by saying

that "in any case in which from the rational and physical symp-
toms I became convinced that I had to deal with a tubal preg-

nancy, eien before symptoms of a rupture in the peritoneal cover-

ing of the tube occurred, I should most earnestly urge laparot-

omy and perform it if I could obtain the consent of the patient.

Even if mistaken in my diagnosis, I should find something which

ought to be treated surgicallv."
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On April i6, 1888, I read a paper before the Medical Associa-

tion of the County of New York, taking the same ground, and in

September, 1888, I read a second paper before this Society urging

the propriety and giving the " Indications for Primary Laparot-

omy in cases of Unruptured Tubal Pregnancy."

The symptoms given in all of these papers were practically

as follows: the presence of an irregular decidual discharge in

a woman who had missed a period associated with the normal

signs of pregnancy and an enlarging, generally fluctuating and

exquisitely sensitive mass upon one side of the uterus, and attacks

of "colicky" pains, accompanied by more or less shock, usually

quite severe.

I have had several such cases since then and have found

several reported by others, and personally I have never had

occasion to repent operating at once.

Shortly after my remarks made in January, 1887, several

successful cases of the removal of the unruptured tube with

its contained fetus were reported, one by Dr. J. S. Hawley, of

New York, one by Dr. Howard Kelly, one by Dr. Joseph Price,

one by myself. Finally, in the April, 1888, number of the

American Journal of Obstetrics, over a year and a half after

I had first urged laparotomy as soon as a reasonable diagnosis

was made and before any rupture of the sac had taken place,

and I had given all of the receded train of symptoms to recognize

the situation, Mr. Lawson Tait said, " If there be any reasonable

supposition that there was a tubal pregnancy which had not yet

ruptured, I should recommend immediate operation."

This much for the early history of laparotomy for unruptured

tubal pregnancy. I believe that all gynecologists during the

past fifteen years at least have fully indorsed the views set forth

in my papers of 1886, 1887 and 1888, and have operated when-

ever the early diagnosis was reasonably certain.

What are the practical conditions obtaining in a case of rup-

tured tubal pregnancy, or in a rapidly impending tubal abortion ?

The symptoms have been so frequently described during the past

twenty years or more that it is not necessary to dwell upon them
at any great length. In every case we have the history of local

colicky pains, irregular vaginal discharge, cessation of the men-
ses for one month at least and the sudden and well recognized

symptoms of internal abdominal or pelvic hemorrhage accom-

panied by severe shock. The enlargement and exquisite sensitive-

ness of the fallopian tube which was noticeable before rapture of
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the tube or tubal abortion had taken place no longer exists, but

we have in their place all the evidences of extravasated blood

in the pelvic cavity. The situation is so easily recognized by any
surgeon or physician of experience that it is almost impossible

to make a mistake in diagnosis.

Under such circumstances, what is the best course to follow?

Shall it be immediate or shall it be deferred laparotomy? I take

it for granted that we are all agreed that laparotomy is the only

proper treatment.

The number of my own cases, though not as large as those of

some other operators, has been sufficient to convince me that

when once the diagnosis has been made there should be no

delay in opening the abdomen. On two occasions only have I

delayed the operation, and in each of these (although in one

case it was only for six hours and in the other nearly twenty-

four) the patients were in decidedly worse shape than when I

first saw them. One was a case of tubal abortion, the other a

case in which a tear in the wall of the sac about an inch and a

half in extent existed. In each case I was prevented from

operating immediately by the husband's not being willing to

give his consent until even he could see that the patient was
rapidly sinking. Fortunately, they both recovered. The
condition in such cases is the detachment of the fetus and pla-

centa, especially in tubal abortions; and the death of the fetus

quickly follows. From the instant that hemorrhage begins

the mother's life is in most imminent danger, and in a large

percentage of the cases, unless laparotomy is performed at once,

recurrent hemorrhages, more or less severe, take place increasing

the already terrific danger under which the patient is laboring.

Add to this the fact that the fetus and placenta have become
foregin bodies in the mother's abdomen which must be dealt v,'ith

later on under less favorable conditions, and we have before us

a situation demanding, in my judgement, immediate laparotomy.

The only item which could militate against it is this, viz., that

a good gynecological surgeon is not at hand to perform the

operation. Under such circumstances, it may be, and probably

is, proper to wait a few hours until such a surgeon can be found.

No doubt, all of us who have had experience in the treatment

of ruptured tubal pregnancies have met with such instances.

I have had several in localities not far from New York and,

though fortunate enough to have saved the patients, I have

always felt that if the operation could have been done a few
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hours earlier it would have been a decidedly less tax upon the

strength of the patient and upon the nerves of the operator.

In the paper which was read by Dr. Hunter Robb at the meet-

ing of this Society in Washington last May there are reported

twentv cases of deferred operation, ranging from one to twelve

days. In only five of these were evidences of shock noticed

—

an unusually small percentage. Two of the twenty gave evi-

dences of "adherent pelvic structures" when discharged, and

one other died on the tenth day after operation from "volvulus

and intestinal adhesions."

When the laparotomy is done immediately there is practically_

no possibility of "adherent pelvic structures" or "intestinal

adhesions" resulting. The lacerated tubes, together with the

placenta and fetus when found and the blood-clots with a large

part of the fluid blood, are quickly removed, and with a small

amount of manipulation, and we have left nothing behind except

a little fluid blood and possibly a minute fetus which had escaped

into the pelvic cavity before the operation was begun, neither

of which items gave any subsequent trouble, they being taken

care of by the absorptive powers of the peritoneum. A rapid

operation adds very little to the existing shock and that little can

be easily counterbalanced by the intravenous or subcutaneous

use of the saline solution should the conditions demand it.

I fullv believe that a more decided shock and loss of power

for reaction from the operation is sure to follow in cases in which

the operation is deferred, whether it be for twelve hours, a full

day or longer. Such, at least has been my own experience and

observation.

191 Madison Avenue.

Dr. F. F. Simpson, of Pittsburgh, Pa., in the third paper of

the symposium, said that in his judgment there could be no
rule of thumb, no single plan of action which could be wisely

applied to all cases under all conditions.

To indicate at the outset the line of thought his paper embodied
he submitted four general .propositions: (i) Extrauterine preg-

nancv was always a grave affection and operation should usually

be done at the earliest elective period and under elective condi-

tions. (2) It seemed within the range of possibility that by a

readjustment of teaching regarding early symptomatology and
prognosis, the vast majority of the cases might be recognized

and appropriate treatment instituted during the nontragic,

which was the safe stage of the disease. (3) Operation when the

patient was acutely ill was always serious. This was particu-

larly true if the operator be unskilled or the surroundings un-
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favorable. (4) In consideration of the general subject of hemor-
rhage, the writings of many operators and his personal experience

led him to believe that intraabdominal hemorrhage due to ectopic

gestation did not necessarily have as high a mortality as preva-

lent teaching would indicate.

I. There could be no doubt (a) that extrauterine pregnancy
was a grave affection if proper treatment was not promptly
instituted. This was abundantly shown by the unrecognized
and hence improperly treated cases that go to the coroner.

(b) Further, all would admit that immediate operation under
elective conditions was safer than the disease, provided it was
recognized before rupture or abortion or before a severe hemor-
rhage had reduced the patient's margin of strength. Even if the

patient's reserve strength had been materially reduced by hemor-
rhage, she might again become a favorable operative risk by a

short period of appropriate treatment. Another elective period

for operation might thus be reached.

The elective conditions for operation would, in his judgment,
invariably include: (i) A patient with a good margin of reserve

strength. (2) A competent abdominal operator whose experience

with this affection had been both extensive and satisfactory.

(3) Skilled assistants and attendants. (4) Appropriate surround-
ings. (5) Adequate preparation.

So much stress had been laid upon the ghastly picture enacted

by grave hemorrhage that relatively few advanced cases went
unrecognized to-day.

An analysis of 575 cases of ectopic gestation taken indiscrimi-

nately from the literature of the last five years showed some
interesting facts. Of that number, operation was done within

twenty-four hours of rupture 115 times with twenty-six deaths,

or 22.6 per cent, mortality; operation was not done within twenty-
four hours of rupture 461 times, with thirty-one deaths, or 6.7

per cent, mortality.

This striking difference in mortality was due to the fact that

the cases were not parallel, there being a larger percentage of

grave cases where early operation was done; seventy-five pati-

ents were critically ill at the time of operation within twenty-
four hours, with twenty-six deaths, or 34.6 per cent, mortality;

whereas twenty-four patients, equally ill, were not operated upon
within twenty-four hours, with seven deaths, or 29.1 per cent,

mortality. We thus had a difference of 5 per cent, mortality in

favor of deferred operation where the exact plan of treatment
was not definitely stated.

In striking contrast to these results of much of the current

teaching, namely, the immediate operation with no alternative

plan of treatment, he submitted five cases reported by Robb,
live cases reported by Stillwagen, and seventeen cases that came
under his personal care, all subjected to deferred operation

without mortality. In all the clinical picuture was typical.

In all the quantity of blood removed was sufficient to indicate a
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severe hemorrhage—at least, a pint and a half being found in each
instance, and more than a quart in most of them. In seven
cases the rupture occurred within half an inch of the uterus.

In an eighth case he recognized an unruptured interstitial

pregnancy and advised immediate operation. The patient did
not think she was ill enough for that. Four days later, while
at market the rupture occurred. Later the badly damaged
uterus and a three-months fetus were removed.

In this series of cases the treatment was definite and syste-

matic. Operation was purposely deferred and, despite the_

fact that all were desperate cases, not one died either from the~
disease or from subsequent operation. Thus there were seventy-
five grave cases taken from the literature, with 34.6 per cent,

mortality from the disease plus immediate operation, and twenty-
seven grave cases by Robb, Stellwagen and himself without
mortality from the disease plus deferred operation.

In a series of something more than 100 consecutive cases of

extrauterine pregnancy seen in almost all phases of the disease,

the author had not seen one patient bleed to death at the time
of rupture, although two had died from hemorrhage. A seven-
months living fetus was removed from one woman; she bled
to death at the time of operation which was done with great
skill at a time of choice. One other patient, one of his own, died
from hemorrhage plus immediate operation. The death-rate
in this series of more than 100 cases was slightly less than 4
per cent., there being four deaths in the entire series that had
come under his observation.
The author drew the following conclusions:
" I. Extrauterine pregnancy is always to be looked upon

as a serious affection, although not necessarily immediately fatal.
" 2. It usually requires operation. Pending that procedure,

the patient should be handled with extreme care.

"3. Operation, when a patient is acutely ill, is always serious.

This is particularly true if the operator be unskilled or the sur-

roundings unfavorable.
"4. The decision for immediate operation is at times entirely

proper, but it should rest upon a low mortality for such opera-
tions in the individual operator's hands, rather than on an
essentially high mortality the disease has been credited with
having."

Dr. Hiram N. Vineberg, of New York in the fourth paper
of the symposium said that in discussing the subject of the treat-

ment of intraperitoneal hemorrhage from tubal rupture or

abortion we must take into account the amount of blood effused

into the peritoneal cavity in each individual case. This varied
within very wide bounds, depending upon the portion of the
tube which had been ruptured or eroded. In tubal abortion the
quantity of blood poured into the general peritoneal cavity at

times might be very great, equaling in amount that occurring
in the most severe form of tubal rupture. This was not a
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matter of mere theory but of actual observation by different

operators. The raw area of a tube which had ruptured or had
been eroded would go on bleeding for an indefinite time, or the
bleeding might cease for a time, to be renewed again after the
lapse of a variable period. This renewed bleeding might take
place while the patient was at rest in bed, and had been known
to occur even while the patient was asleep. Of course, it was
more likely to occur after some slight exertion or after a bimanual
examination which need not be carried out with any undue
violence. In the vast majority of cases the amount of blood
effused into the abdominal cavity, either from abortion or rup-
ture, was not so great as to be a direct menace to the life of the
patient. Still, with the lesser degrees of intraperitoneal hemor-
rhage, the attendant symptoms might be quite alarming and
might simulate in a marked degree those attendant upon the
more copious effusions. There would apparently be the same
degree of pallor, the patient might go into apparent collapse and
the pulse might become imperceptible. But in these cases re-

action would occur within a comparatively short time. The
acute observer would be able to note in these cases that the
symptoms of collapse were due to the shock attendant upon the
impact of blood upon the peritoneum rather than to acute ane-
mia. Whether w^e operated upon these cases, forming about

95 per cent, of all the cases that came to the operator, shortly

after the hemorrhage had taken place or waited for a day or

two to suit the exigencies of the case or the convenience of the
operator or the service in the hospital, in his opinion, mattered
but little. Theoretically, the results ought to be better if time
were taken for the preparation of the patient. So far as his

own experience had gone, his emergency patients had gotten
well equally as satisfactorily, and often more so, then when they
had been subjected to preparations for a couple of days before

the operation. He thought we had learned from last year's

discussion in this society that the active preparation of the pa-
tient prior to laparotomy, on which many laid such stress, was
a fetich and often did more harm than good. This he did know,
that since giving up the active purgation and preparation of

the patient formerly in vogue in the hospital, patients had suffered

much less from meteorism and other discomforts following ab-
dominal sections. From what he had said thus far it was
evident that there was not much room for a difference of opinion
as to the time of operation in about, roughly speaking, 95
per cent, of the cases, that was if we assumed that all cases of

tubal rupture or abortion ought to be operated upon. Whether
this assumption was a correct one would be discussed later.

It was, then, in the treatment of the remaining 5 per cent, that

the bone of contention was to be met. This percentage was com-
posed of the cases of tubal abortion or rupture in which the

amount of blood effused was so great as to inundate the entire

abdominal cavity, distending it to its greater extent, pushing
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the diaphragm upward to such a degree as to seriously crowd
the heart and lungs and placing the life of the patient in the

greatest jeopardy or killing her outright in from one to twenty-
four hours. These cases the writer had termed "cataclysmic"
from the suddenness of the event and from its overpowering
character. In operating upon them it was like cutting through
the abdominal wall of a corpse, the tissues being practically

bloodless. When the peritoneum was reached it was found
of a very dark color and bulging outward, and when incised

the blood spurted out with considerable force. The patients

were either apathetic and partly or wholly unconscious or were
restless and in great anxiety. The countenance was of a sickly

livid color or deathly white, the mucous membranes of the lips

and eyes were completely blanched and the pulse was very small,

soft and rapid or was totally absent in the vessels at the wrist.

The only case in his experience that died from intraperitoneal

hemorrhage was the one he did not operate upon, not being able

to obtain consent until it was too late, while the other six cases

operated upon immediately made prompt recoveries. He had
only one death in the entire series of eighty-four cases, and
that patient died three weeks after the operation from an
ether pneumonia.

As an argument in support of the assertion that patients

rarely died from hemorrhage in ectopic pregnancy, an analogy
had been drawn between the hemorrhage in gastric ulcer and
intestinal perforation in typhoid. It was stated that death
from hemorrhage in these conditions was extremely rare.

The most recent and reliable statistics, those collected by J. H.
Musser in his paper before thje Congress of American Physicians
last year, showed in this connection that the mortality in acute
large hemorrhage in gastric ulcer was placed by Musser at 2.24

per cent. Osier, quoting the result of 2000 autopsies in typhoid
in Munich, stated that death occurred from hemorrhage of the

bowel in ninety-nine cases, that was in over 20 per cent. It

was the cause of death in eleven cases in fifty-six deaths in

Osier's cases, which was also about 20 per cent. In per-

foration of the intestines in typhoid there was practically no
hemorrhage, and the mortality of this complication was caused
by peritonitis. The analogy, therefore, was not a happy one.

R. Werth, of Kiel, whom no one would accuse of not being
conservative, said in this connection, "Operative gynecology
had affected a genuine triumph in instituting an active treatment
in the life-threatening hemorrhages within the peritoneum
consequent upon tubal rupture, more rarely upon tubal abortion.

Formerly we stood helpless in the face of such a catastrophe, and
at least 80 per cent, of the victims succumbed to it." No one
would deny that the patients rarely died from the first intra-

peritoneal hemorrhage, for the bleeding would generally cease when
the heart's action was greatly depressed, but the eroded vessels

would begin to bleed again as soon as the heart regained some
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Of its DOwer It required but a little extra loss of blood to extin-

'"
HeThr^htTlvnelXgist would be taking a long stride back-

ward In suVry^if he were to adopt '^e m^asj,res of de, ,e^

stLf;;^^ni:^™''4"^ i^rtn^e"/

ecologic'al surgery fa" the techme neces ar f - «-"' rup
^^^

cavity of its blood and blood clots.

IMMEDIATE vs. DEFERRED OPERATION FOR INTRA-

ABDOMINAL HEMORRHAGE DUE TO TUBAL

PREGNANCY.^=
BY

E. E. MONTGOMERY M. D.,

Professor of Gynecolog^^ Jefferson Medical College, Philadelphia.

Charles D. Meigs, writing in 1848, said that he had seen

three cases of tubal pregnancy, all of which died before the thd

month and that he would not expect any case so affec ed to In e

Tver the third month. He did not believe that a tubal gestation

would ever be suspected until it had burst and begun to bleed.

Further "If a woman should experience the signs of pregnanc>

Lh as 'change of the aureole, nausea, pica and - -a^^^^^^^^^

of the breasts, extraordinary sensations withm the pehis, etc

and thereupon', when havmg attained to the rniddle of the second

or to the third month, be seized with horrible pain - the h>po

gastrium and pelvis, turn pale, lose the pulse and ^-nt, I should

Aspect the rupture of a tube-sac of extrauterine pregnancy.

He indicates other conditions, as typhlitic calculi or mtestinal

perforation, which mav cause like symptoms, and proceeds,

'' But in case thev should continue and increase with signs ot con-

cealed hemorrhage as to leave no doubt of imminent death^ I

think the diagnosis could not be other than a ruptured tube-

sac of gestation. Such a diagnosis would not lead to any helptul

*Read before the American Gynecological Society at Philadelphia, May 26-26,
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therapeutic or chirurgical intervention, for noticing is to be done
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.s bold"
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m ch
''"'""'^ "^^"^^ °f ^-^h phenomena with so

"a tr'otomT;:: ^!;°.™' him in the performance of a

fnd boldT
^5"'" pregnancy? There is no such wise

extend all to fhr^'f- "i"''°"'
"""""^ ^^"""^ '- - but toextend al to the rehef vv.thm the narrow boundaries of our Dowerand calmly await and submit to the inevitable end." Tsirsur

tTnu^-A^h
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circumstances, he shouW con-"

doctor is a' er
?° T'' '.' "'''" '""' ""° '"'"'< ""^ ^ -"^ydoctor ,s a , er> smgular phenomenon." Thanks to the development of surgery our horizon is a much brighter one.

^

iza^fon on\"""°
'° ''' deleterious influence of advancing civil-zat.on on women, ectopic gestation occurs with much Greaterrequency than m the time of Meigs, but we no longer reCdas presentmg a hopeless outlook.

^
The limits of this discussipn do not permit me to consider fh„causes and vaneties of ectopic gestation, but I lust confine i

peritoneTcatitt wh"'?' 7^'"" "' '"^ """' "'"- '''^° '"e
.

r.eb£9.r -'n^c^r ^^^^^^^^^^^
-

its wa^t that tTeT'
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£o^:t,x-reixi:^^^^^^^^^^^

akes nlL: r- ""1 '"'° '"^ "'^™^- I" 'his form the elottin.takes place early m the tube and the quantity of blood lost i°s
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4. The fetus and its envelope may be forced through the ab-

dominal end of the tube into the peritoneal cavity—a tubal abor-

tion. This accident is not infrequently associated with very

profuse bleeding.

In the four conditions above described the hemorrhage may be

slight or be verv severe. The most active and threatening hemor-

rhage is m.ost 'likely to be associated with the first and second

divisions.

In the majority of cases of ectopic gestation, the hemorrhage

if untreated would not prove fatal. Yery rarely, in the cases

formerlv supposed to have been cured by the systematic employ-

ment of the galvanic or faradic current, was the fetus alive at

the time of the application, the fetus having already met death

through the rupture of the sac. The symptoms regarded as

diagnostic of ectopic gestation were those incident to rupture,

as diagnosis prior to rupture was not then regarded as possible.

The electrical treatment, consequently, was apphed to the

pelvic collection of blood resulting from the rupture and the cure

consisted in the removal or absorption of the clots. It was doubt

ful whether the absorption under the treatment was any more

expeditious than it would have been had no treatment been em-

ployed. With the shock and diminished arterial tension in-

cident to the rupture of a tubal gestation-sac, the tendency to

the formation of a clot, the probability of the arrest of hemorrhage

is increased. In manv cases, this arrest occurs before a hemor-

rhage of anv severitv has ensued and the patient so rapidly

recovers from the indications of an internal hemorrhage as to

leave the diagnosis in doubt. The amount of hemorrhage

and its consequent danger will depend somewhat upon the

site of the rupture and the existing condition. Rupture of a

considerable-sized vessel, or over the implantation of the pla-

centa mav produce a hemorrhage of such gravity as to lead to

dissolution before anv preparations can be made for an operative

procedure. Bleeding from pinhole perforations of the chorionic

villi mav be so severe as to cause faintness which recurs with

every increase of the vascular tension until the life forces ot the

patient are completelv sapped.

That fatal hemorrhage does occur from ectopic gestation has

been too well demonstrated to admit of denial. The records

of the coroners phvsicians of all our large cities and the experience

of manv phvsicians has abundantly proved this. In such cases,

prompt action will prove the sheet-anchor. It is just as im-



TRANSACTIOXS OF THE

portant that the bleeding tubal vessel should be secured as if a
vessel of equal size upon the surface were the cause of the hemor-

IT'^u"^^
'' ^'"^' ^^^^ ^" '^^"'"^^ hemorrhage may be con-

trolled by pressure, or hemostatics, but such treatment would notDe considered as good surgery.
Under the decreased tension from shock, the bleeding vessels

of the ruptured gestation-sac may become occluded by clot and
urther hemorrhage arrested, but the surgeon has no assurance
that the favorable termination will result in the case under ob-
servation Measures which would ordinarily be emploved forrallymg the patient from profound shock are reprehensible here
as the only hope for the patient outside of operation is with de-creased vascular tension the clotting of blood in the bleeding ori-
fices will become so firm that it will act as an efficient ba'rrier
against further hemorrhage. Intravenous injections of salt
solution, heart stimulants or any measures to improve the cir-
culation are unjustifiable until the bleeding vessel can be secured
as by endangering the displacement of the clot thev increase the
peril of the patient. For a similar reason the patient who hashad a free internal hemorrhage should not be subjected to manip-
ulation for diagnostic purposes. In these cases we must relv

TeJ r, k''17 ^"^ '^' ""'"'^^^ P^>^^^^^^ ^^-^"^' supplemented, if
desired, by blood studies for the diagnosis.

1703 Walnut Street.

IMMEDIATE vs. DEFERRED OPERATION FOR INTRA-ABDOMINAL HEMORRHAGE DUE TO TUB\L
PREGNANCY. ^-

BY
C .C. FREDERICK, B. S., M D.,

Buffalo, N. Y.

The necessity for a decision to be made between immediate and
deferred operation for intraabdominal hemorrhage due to tubalpregnancy IS quite rare, or has been in the writer's experienceowing to the fact that diagnosis of the existence of rupturedtubal pregnancy by the family physician has been made lateseldom withm the first three or four davs after primarv ruptureand oUen as many weeks thereafter. Out of about 125 cases ofruptured tubal pregnancy, the writer has seen in on^- six casesthe hemorrhage immediately follomng rupture large enough

^^*
Read before the American Gynecological Society at Philadelphia, May .6-.S
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to endanger the life of the individual. Three were in extremis

when first seen and were immediately operated upon, meantime

using every possible means of stimulation to tide them over the

operation. Operation was rapidly done, but all died in shock.

Having had such bad results in the first three, the writer in

the fourth case decided to stimulate and wait. She also was m
extremis, almost pulseless, ten hours after rupture. She did not

rally and died three hours after I first saw her. The fifth case

was seen about two hours after rupture; patient's pulse was

countable at 120; both heart sounds quite clear, but the patient

was much shocked. Advised stimulation and normal salt solu-

tion subcutaneously. Patient rallied for a time, but began to

fail in another hour and I, being busy with other work, another

surgeon was called in and at once operated, saving the v/oman's

life. A sixth case operated upon about five hours after rupture,

while sufltering much from shock, made a good recovery.

It therefore appears, from my experience, that only about 5

per cent, of ectopic pregnancies are accompanied by a danger-

ous hemorrhage at time of rupture. In the remaining 95 per-

cent., as the result of shock and lowered vascular tension, to-

gether vdth the small size of the vessels torn, the bleeding is

normally controlled, at least temporarily, by coagulation. Later,

when vascular tension again rises and the patient begins to

move about, the hemorrhage may and generally does recur. The

writer has operated two cases in whom hemorrhages had recurred

at frequent intervals for five or six months respectively, the

patients being about the size of normal pregnancy; the mass

being composed of concentric layers of coagula. On the other

hand, I have seen several patients in whom there was an un-

doubted rupture of a pregnant tube, with hematoma in the

pelvis, in whom hemorrhage did not recur and who were not

operated and made perfect recoveries. The author has operated

upon, at least, four women who had chronic pelvic lesions, fol-

lowing a clear history of unoperated former ruptured tubal

pregnancy, in whom the remains of the ectopic gestation were

found, some of them several years following the accident. All

of these facts go to show that a very small percentage of rup-

tured tubal pregnancies is immediately dangerous to life from

hemorrhage.

But, the question still remains, when we are brought face to

face with a rupture, is this one of the 95 per cent., which will

be self-limited, or is it one of the 5 which will kill the woman.
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The condition is much like acute appendicitis, we never know at
the beginning what is going to happen.

Theoretically, we may consider these cases scientifically, by
making an examination of the hemoglobin index frequently and
determine if the hemorrhage is progressive, at the same time,
having repeated counts made of the red blood-cells to determine
if they are diminishing progressively.

These proceedures are not practicable under the conditions
ordinarily encountered at the time these patients are seen.
Theoretically, we ought to be able to determine accurately if

bleeding is continuing; but, practically, we are not able to do so.
It has always seemed to the writer that bleeding, whenever en-
dangering a patient's life, if it can be controlled, should be con-
trolled. It is a surgical principle from which it is difficult to get
away. It therefore has always appealed to me to be good
prmciple to open the abdomen in these cases as soon as seen,
using all possible known means of stimulation during the opera-
tion; that is, if the patient's condition is one of danger, other-
wise, if the patient does not show profound shock from hemor-
rhage, I should advise waiting till she rallies.

It would seem, considering the results I had following immediate
operation that it was the wrong thing to do. I, however, believe
that they would have died if they had not been operated upon
when I saw them. Undoubtedly, the large proportion of cases
of rupture will do better if allowed to wait till bleeding ceases
spontaneously; but, I feel that there is a small percentage of in-
stances, when the bleeding vessel is so large that spontaneous
control is impossible, where immediate operation is the only
chance to save the patient's life. We therefore are forced to
the conclusion that no definite rule can be laid down for all
cases. Each must be judged of according to the conditions pres-
ent, remembering that there are 95 chances of the hemorrhage
ceasing to about five of its going on to a fatal termination.
But we must not wait in these few cases till there is no vitality

left upon which to depend during operation.
64 RiCHLAXD AXEXUE.

Dr. Egbert H. Grandin, of New York, in the seventh paper
of the symposmm, said that his initial experience with ectopic
gestation was when he saw the late Paul F. Munde treat a number
of subjects by means of electricitv. This was the method then in
vogue in this country. He recalled well one of the instances
when the late T. Gaillard Thomas was the consultant. The sub-
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ject went into deep shock and required his attendance at her bed-

side for over thirty-six hours. She recovered, as, indeed, did all

the others he saw subjected to this treatment. He questioned

now if it could be maintained with a show of exactitude if some
of these cases were instances of ectopic. In all justice to the

observers of those days, he wished to state that abdominal section

was then a rarity for any condition.

Imbued by this teaching, he proceeded to treat instances

after this electrical fashion. In 1892 he saw a case of ectopic

with the late Dr. Little, of Astoria, administered electricity, and
the \%-oman promptly collapsed. She recovered. Such ex-

perience set him thinking, and, after fighting the subject out,

particularly with his honored associate, Dr. Janvrin, he saw a

great light, and from that day to this there had been but one

treatment for that condition at his hands, and this was the

surgical just as soon as the evidence of its existence was fairly

presumptive.
It so happened that the very first opportunity he had to show

his change of heart was on the woman referred to above as having
been electrified by Dr. Little. He sent the woman to the French
Hospital and there performed the first deliberate abdominal
section for ectopic ever made in that institution. He found an

unruptured ectopic on the left and a diseased tube on the right,

the side he had presumptively cured of ectopic by means of

electricity about two and one half years previously. Since that

time he had operated upon or been chief consultant at operations

upon over one hundred instances, not including hematocele

formation. Placing the number seen at one hundred, in order

to secure definite percentage, the only instances which had died,

—two in number—were where expectancy ruled. He had no
record of the number of hematoceles he had seen, but he recol-

lected distinctly two deaths, the women having reached him in

extremis, although the history pointed unerringly to the fact that

abdominal section had offered distinct indication at least ten

days previously.

Now, such being his personal experience, he maintained that

prompt surgery should convert that malignant disease into

one carrying the certitude of recovery, other things, of course,

being equal. He would also maintain that ideal surgery is to

operate before rupture. To go further, he would maintain that

operation should be resorted to on presumptive evidence, it

being his preference to be proved wrong in diagnosis rather

than to sit on the fence waiting for the diagnosis to be made
at the time of rupture. In three instances he had applied this

rule, and while he did not find ectopic he did find diseased tube

and ovary. He further maintained that the only logical, safe

and surgical method of treating these cases was by operation

through the abdomen, the vaginal route being reserv^ed for diag-

nosis and for hematocele formation. In the latter event

—

hematocele—^he maintained that in the absence of suppuration
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in the presence of requisite vitality on the part of the subject
the proper course was to open the abdomen and to exsect the
damaged broad Hgament. He had done this in a semitenement
house with recovery.
He stated that the instances he had seen and which formed

the basis of the above-expressed views had been of all types,
ranging from unruptured instances to those where the abdomen
was full of blood, even up to the ensiform cartilage.

Those who favored delay under such conditions argued some-
what as follows

:

1. It was contended that the subject rarely died as the result
of the first hemorrhage. This was freely granted; but what
means were there of determining that the hemorrhage had ceased.
And how were we to know that a second hemorrhage was not
imminent? Often, and this he had proven in the operating-room,
the first hemorrhage was into the sac or perhaps consisted of
extrusion of a slight amount of blood into the cavity. This
was often sufficient to cause collapse, not so much because of
the amount of blood lost as from the peritoneal irritation. Clini-

cally, primary rupture, or primary abortion, was only a prelude
to secondary hemorrhage. Applying the expectant treatment to
instances of primary rupture, with the therapeutic measures
which were naturally resorted to, blood-pressure was of necessity
raised and thus assisted in causing secondary rupture. Therefore,
from his point of view, operation should be performed as soon
as feasible after symptoms of rupture where one was unable to
reach a diagnosis before rupture.

2. It was contended that, analogically, subjects of hemorrhage
from the stomach or as the result of typhoid perforation or from
uterine fibroids rarely died at once. This was granted, but the
analogy was a weak one, since the surgeons with whose work he
was familiar, in case of typhoid perforation for instance, operated
at once and did not wait for a second perforation. Similarly, he
would act in cases of gastric hemorrhage, and as for fibroids of a
hemorrhagic type everyone agreed that the earlier the operation,
the less the mortality rate, since the interstitial changes in the
heart and kidneys were thus avoided. Repeated hemorrhages in-
to the peritoneal cavity onh'^ rendered the operation more
difficulty and more prolonged, so that, other things being equal,
the longer the wait the lower would be the recovery rate.

3. It was contended that expectancy enabled us to secure
better surroundings, more instruments, more competent assis-
tants. This was the argument of the pure hospital surgeon.
He could not gainsay the comfort derived from having all these
attainments, but those present who had operated in tenements
for this condition would agree with him that however much
such attainments might be desirable, they were not necessary.
He was not afraid of surroundings, provided he could sterilize
the field of operation. Few instruments were requisite : trained
assistants were not necessary. The surgeon, having confidence



AMERICAN GYNECOLOGICAL SOCIETY. 25

in himself and his knowledge, need only get into the abdomen,
tie off the damaged tube, and get out of the abdomen. The
peritoneal cavity would take care of blood clots better than it

would stand repeated insult from over-zealous and unnecessary
manipulation. After the bleeding point had been tied off, so

to speak, then was the time for stimulation. He had thus
operated from choice with the pulse over i6o and had never
regretted it as much as he had wept, metaphorically speaking,

over the subjects brought to him after expectancy had ruled.

His desire was, like a skillful general, to strike the first blow
at the enemy—in this case death—and his own personal results,

observations and thought taught him the value of decision and
action as opposed to wavering and expectancy. In any other
part of the body, in the face of hemorrhage, there was no waiting
for clotting and rallying, trusting to the element of luck that
the hemorrhage might not recur. The same rule, and for weight-
ier reasons, should be applied to the peritoneal cavity.

THE TIME TO OPERATE IN INTRAABDOMINAL HEMOR-
RHAGE DUE TO TUBAL PREGNANCY.*

BY
W. P. MAXTOX, M. D.,

Detroit.

Not many years ago the dictum went forth that all cases of

appendicitis must be operated on as soon as diagnosis was made.

Riper experience and a closer analysis of cases and results have

modified thee views so that today no surgeon of experience

would for a moment think of following so restricted a rule of

practice.

In attempting to answer the question as to the time to operate

in ruptured tubal pregnancy we are confronted by a proposition

somewhat analogous to that which occupied the attention of sur-

geons concerning appendicitis in the earlier days ; the essential dif-

ference being that the former had been recognized and described

during nearly a century and a half, while the latter has been known
for hardly more than two decades. Our knowledge of tubal

pregnancy has been one of slow growth and the evolution of

surgical technic has been more gradual. Lawson Tait, who did

more than any modern operator to direct attention to the

dangers of ectopic gestation, declared that he had "never seen

an intraperitoneal hematocele that was not due to ruptured

tubal pregnancy," but Werth and a host of others have shown

that tubal abortion is a much more frequent cause of the blood

* Read in the Symposium on Immediate or Deferred Operation for Intra-

abdominal Hemorrhage due to Tubal Pregnancy.—American Gynecological

Society, Philadelphia, 5lay 26, 1908.
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escape than rupture of the tube. The conditions given by

Antoine Petit in the latter half of the eighteenth century as

pathognomonic of tubal gestation are no longer considered

worthy of attention, while the classical symptoms laid down
for guidance in the text-books of only a few years ago have had

to be largely overhauled, modified and corrected in present-day

literature. Atypical symptoms of misplaced conception are

at present so frequently registered that, while certain mani-

festations may be taken as of positive evidence, the general and

special expressions of the condition are often so obscure as to

mislead even the most acute. Surgical intervention is not in-

frequently attempted too late, and the operation has to bear the

onus of untoward results, or abdominal section gives the

only means of arriving at a correct diagnosis. All of this goes

to show that our knowledge of the symptomatology of tubal

pregnancy is constantly changing and enlarging. With all the

shifting diagnostic presentations, however, the original advice

as to the method of treatment remains practically unchanged.

It has been repeatedly pointed out that there are five stages of

ruptured ectopic pregnancy in which the physician sees the

patient and decides on the course of treatment to be pursued

:

1. The so-called fulminating cases in which the blood is poured

out from lacerated vessels, the. result of rupture of the tube or

complete expulsion of the ovum from the ostium abdominale.

These cases are associated with the evidences of large blood

loss, preceded or accompanied by more or less severe pain,

pallor, small thready pulse, profound shock and physical collapse.

2. Cases in which repeated attacks of pain are felt in the

lower abdomen, together with faintness, possibly vomiting, and

more or less shock and prostration, but in which the blood loss

at any one time is slight; a condition which has been aptly

described as "tubal drip." Such manifestations are not infre-

quently met with in partial rupture of the tube or partial tubal

abortion.

3. Cases in which rupture of the tube has taken place and a

hematocele has been walled off from the general peritoneal

cavity.

4. Old cases in which the effused blood has been wholly or

partially absorbed, leaving behind the products of conception

surrounded by a more or less distinctly defined exudate.

5. Cases in which the products of conception having escaped

from the tube continue to develop.
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In the first instance it seems to me that there can be no

reasonable question as to the proper method of procedure, the

method recommmended by Goupil more than fifty years ago,

"stop the hemorrhage." In the best interests of the patient,

therefore, the immediate operation is demanded in these cases.

It is well enough to say that, if left alone, the bleeding will

cease of itself, and deferred operation can then be undertaken

under more favorable circumstances. In many instances this

is true, but it is not true in all, and the anatomical arrangements

are not favorable to such desirable termination. Recent ad-

vances in our knowledge of the implantation of the ovum have

thrown much light on this important point. The not infrequent

records of cases in which the unfortunate woman has bled to

death should deter from procrastination in this tragic event.

Those who claim that death rarely takes place under the con-

ditions mentioned should study the cases reported before the

operative treatment of extrauterine pregnancy was inaugurated.

Goupil, from a large experience both before and after death in

this condition, concluded that "all cases of intraperitoneal

hemorrhage arising from extrauterine pregnancy end in death."

Parry gives the mortality under these conditions as about 68

per cent., with probably 53 per cent, due to rupture. Pre-

sumably, the ectopic gestation of today originates in the same
way and follows the same course, or would if let alone, as it did

in 1848. If these observations are considered antiquated and

doubt still exists, reference to current medical literature will

show yearly a sufficient number of fatalities from intraperitoneal

hemorrhage incident to tubal rupture or complete tubal abortion

to convince, it would seem, the most sceptical. In recent years

many more deaths would probably have taken place but for the

prompt and timely intervention of surgery; and the mortality

following operation is steadily decreasing in the hands of the

best operators under improved technic.

Are we justified, then, in assuming the responsibility of advis-

ing expectant treatment in these cases in the face of such threat-

ening grave dangers? I think not.

In the second class of cases, where the amount of blood is

often small but the extravasations are repeated, unless the

patient can be kept under the most careful surveillance, the sooner

operation is undertaken the better. While it cannot be denied

that the surgical procedure may often be deferred with possible

safety to the patient, it is also certain that no one is in position
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to determine when a serious or even fatal hemorrhage may
supervene, so that the sooner the dangerous and offending part

is removed the better for the patient.

To sum up: in determining the course to pursue in the treat-

ment of intraperitoneal hemorrhage due to tubal pregnancy, a

rare judgment fortified by experience is demanded. Whileno.
golden rule will lead the surgeon to success, accumulated ex-

perience demonstrates that where there is free blood in the

peritoneal cavity and hemorrhage going on, the sooner operation

is undertaken the larger are the chances for rescuing the patient.

It is literally true in the management of this calamity that

"The man that wandereth out of the way of understanding shall

remain in the congregation of the dead.."

32 Adams Avenue, ^^EST.

FORTY-OXE CASES OF TUBAL PREGNANCY WITH
TWO DEATHS.*

BY
A. LAPTHORN SMITH, M. D.,

Montreal.

Surgeon-in-Chief of the Samaritan Hospital: Gynecologist to the Western General Hospital
and to the Montreal Dispensary ; Consulting Gynecologist to the Women's Hospital;

Fellow of the American, British and Italian Gynecological Societies.

As a detailed account of each of these forty-one cases would be

too tedious for a short paper and as they have all been reported in

the local medical journals from time to time as they occurred, I

will only take up your time by describing the most striking ones

and especially the two who died. I also wish to mention three other

cases which came within my knowledge, but were not operated

on by me, and so are not included in this series of forty. When
we consider that this condition was described in the eleventh

century, but remained a pathological curiosity until tw^enty-five

years ago, it is simply marvelous to watch the progress made
during the last quarter of a century. To Lawson Tait, of

Birmingham, we owe much for having pointed out that tubal

pregnancy was never a medical, but always a surgical disease.

Although he confessed that it could never be diagnosed before

rupture, many of his disciples have improved upon his teaching,

so that it is a common occurrence now to diagnose or rather

suspect a tubal pregnancy and remove it before that tragic dis-

aster happens. On this continent we owe a good deal to the

*Read before the American Gynecological Society, at Philadelphia, May 26-28,

1908.
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vigorous teaching of one of Taif s pupils, Dr. Joseph Price, of

Philadelphia, Nvhile manv others of us by reporting our cases,

whether successful or not, have influenced the ^vhole body ot

familv doctors to keep the condition constantly in mind, so that

it is the exception for any of them to allow a woman to die with

the condition unsuspected.

I lav great stress on the word "suspected." One ot the great-

est obstacles to the saving of life was the old and to some extent

very proper rule to wait until an exact diagnosis could be made

before doing anvthing. If I am able to report forty-one cases, it is

because I have induced a great many physicians m my neighbor-

hood to abandon this rule and to set the life-saving machmery

in motion the moment thev suspect the condition. The first

wheel in that machinerv is a consultation with an abdominal

surc^eon, who, in turn, should take the. next step, namely to

open the abdomen as soon as he has verified the suspicion. One

of mv two deaths was entirely due to my waiting for a more

certain diagnosis from the third till the ninth month, instead

of making an exploratorv incision when the condition was first

suspected bv a practitioner who had already diagnosed seven or

eight cases, some of them before rupture, and every one of whom

recovered.

Professor Schauta, of Vienna, has recently collected a series ot

statistics covering a period of twenty years, showmg that the

mortalitv has been reduced from 87 per cent, in those cases which

were not operated on to 5-7 per cent, in those which were. My

own mortalitv is exactlv 5 per cent. Fifteen or twenty years ago

practitioners were sometimes met with who were either sceptical

about such a condition ever existing at all or who did not behe^e

in it enough to advise an operation before or even alter rupture.

Such men were a great menace to the life of any of their patients

who might be going about with disaster overhangmg them so i

have taken great pains to induce each one of them to be present

at an operation when a gallon of clots and liquid blood was being

scooped out of the abdomen of a dying woman, as alter once

having seen such a case they become quickly converted and begin

to look out for such a case themselves. To give an instance of

scepticism: about twentv years ago I was called to the wiie ot a

mechanic to attend her in labor at full time. On examination i

felt the child's head through the vagina and the uterus pushed up

ao-ainst the abdominal wall so that it could be clearly outlined b>

bimanual palpation. On telling the family that it was an
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abdominal pregnancy and explaining what that was and asking

for a consultation with an abdominal surgeon, they promptly
dismissed me from the case and put her in charge of a physician

who had the largest practice in the city. He told them he had
never heard of such a thing and that this was an ordinary labor

and would terminate in the ordinary way. She had three days
of severe pain without any baby, and then everything quieted

down and she was told that it was only a phantom tumor she had
had. I followed her up for about three years and then lost sight

of her. Another instance : about ten years ago, a woman in the

east end of Montreal was taken with severe cramps and fainting

after eating heartily of some indigestible food. A neighboring

doctor was called in who pronounced it a case of indigestion, for

which he prescribed an emetic. This brought up what she had
eaten, but instead of improving her condition she became so

much worse that they dismissed that doctor and called in another

of some reputation in medicine. He realized that the condition

was serious, but thought that it was some acute nervous attack,

as the woman was tossing about and crying out that she was
dying. He called in an older man who inquired about preg-

nancy, but as she had not missed a period and on the contrarv

had menstruated twice in the last month and was even then

loosing a little, he dismissed that proposition. His diagnosis was
ulceration of the stomach. By this time the woman was really

dying, and she received the last rites of the church. Then and
only then did they find a doctor who had tubal pregnancy alwavs

in his mind. Dr. Warren, one of my pupils, who was called had
assisted me at half a dozen laparotomies for abdominal hemor-
rhage, and recognizing the condition at once he gave up his

practice for the whole day overcoming the many difficulties and
obstructions which are always thrown in the way of the man who
proposes to do something out of the ordinary. When at last she

reached the operating table she was pulseless, almost unconscious

and hardly required any anesthetic, so that her distended

abdomen was hurriedly washed up and opened. The blood

gushed forth, and each tube and ovary was in turn fished up and
examined without finding the source of the hemorrhage. Then
the uterus was brought up, and there in the left cornu just where
the tube passed through the uterine wall there was a ragged tear

from which even then bright red blood was oozing. Inside of

this tear was a cavity which would have held a gypsy nut, lined

with a velvety, bleeding membrane, which was scraped out
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with the handle of a scalpel, and the bleeding was easily and

quickly stopped by passing three or four running stitches of

strong catgut under it which completely shut oflf the blood-

supply. About five minutes more were spent in scooping out

the blood and clots, about a gallon, no attempt being made to

remove all the blood ; a gallon of hot salt solution was poured in

and the incision closed with through-and-through sutures. By
next day, although as white as wax, she was feeling well and she

made a rapid recovery. She has had several children since.

That I had the courage to operate on this and on two other

women who were brought to the Samaritan Hospital rroribund

I owe to a lesson I learned from Dr. August Martin during one

of my visits to Berlin. I had left some special delivery cards

with my address on them with the janitor of his immense private

hospital in Elsasser Strasse, and one Sunday afternoon I found a

hurry-up call to an operation. There was an apparently dead

woman on the table, no pulse and just barely breathing. Never-

theless, he quickly opened and the accumulated blood spurted

in the air. In a few seconds more he had in his lingers the rup-

tured tube which was feebly spouting blood. He clamped and

tied, took out some clots, poured in some saline and closed. I

saw this woman walking about a few weeks later. The other

case was almost as bad, but also made a good recovery. Since

then there is no case so desperate that I have not been willing

to open. I have mentioned that I have had three cases come to

me that were not operated on by me ; I have described one as the

false labor at full time; now I will speak of another which de-

cided a question for me which was being discussed then, ten

years ago, and is being discussed now, namely, when to operate.

I was called out one frosty morning to one of the suburbs to see a

very sick woman who, on getting up before six to prepare her

husband's breakfast, was taken with cramps and she fell fainting

on the floor. Before I saw her, even while the words were coming

out of the telephone beside my bed, I said to myself that sounds like

a ruptured tubal pregnancy. Nearly an hour later one look at her

confirmed the diagnosis. She was deathly pale and anxious-

looking and spoke in gasps. She thought she was two months

pregnant by the feeling in her breasts, although she had had

some irregular hemorrhages during that time. On examination,

the uterus was found empty and a boggy mass could be felt on

one side. She absolutely refused to go to the hospital so I

decided to operate on her there, but I made the mistake of going
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home to get a few instruments instead of borrowing a knife and
some catgut and a needle from the nearest doctor or druggist.

When I came back in about an hour with a nurse and some in-

struments I found her gone: some friends had been summoned
soon after I left and had called the ambulance of one of the

hospitals without asking her, and when it came she was uncon-

scious again and she could not object. So, although she was
operated on and made a good recovery, she is not included in my
list.

The third case which does not appear in my list was so interest-

ing that I must say a few words about it. She was a woman who
had been married six or seven years without any children, prob-

ably due to a gonorrheal salpingitis soon after her wedding. Her
menstruation had changed from being very regular to coming on

several times a month, and she had been suffering a great deal of

pain in one side. A friend of hers, to whom she told her symp-
toms and who was then attending my office for local treatment,

advised her to accompany her there for an examination that even-

ing. They came, but unfortunately for her, I had just left for

Philadelphia to spend a month wdth Joseph Price. On her return

home about 8 p. m. she proceeded to finish her ironing, but she

never got that far, for on lifting the iron from the stove she was

taken with a sudden pain and fell with a scream to the floor.

The friend who was still with her ran out for the nearest doctor.

He w^as a fine old gentleman, but had never head of tubal preg-

nancy, so he told them she was dying from heart failure and that

nothing could be done. When the husband arrived about nine

he called in another doctor a middle-aged man who had heard of

tubal pregnancy, but did not think of it in this particular case.

But he came nearer to the truth, for he diagnosed internal hemor-

rhage and determined to have a postmortem next day. So she

la}' there slowly bleeding to death until 3 a. m., when she died.

The abdomen was opened at 10 a. m., just twelve hours too late

to save her life, and was found full of blood from a ruptured tube.

Although she came to me I never saw this woman dead or alive,

so she does not appear on my list. But I believe that if I had

been home the tube would have ruptured while I was examining

her in my office and the abdomen would have been opened a

few minutes later and in time to save her.

In justice to both these gentlemen it must be remembered that

this occurred twenty years ago.

Lawson Tait thought and taught that tubal pregnancy could
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the Uterus over to the left; there was tenderness over McBurney's

point and she had considerable vomiting. Immediate operation

was advised and I was asked to operate, which I did next morn-

ing in the presence of some twenty doctors attending the Cana-

dian Medical Association. On opening the abdomen everything

was matted together on the right side. After detachmg the

omentum and several coils of intestine, we came upon a mass

of old blood-clot thus adding a tubal pregnancy to the diagnosis

which was afterwards confirmed by the microscope. With great

difficulty the ovary and tube were separated from the adhesions

and then the appendix was found running into it^ The appendix

was left in its bed, the cecal end being cut off level with the

cecum, according to my usual method of leaving no stump, and

the specimen was shown to our society with an appendix^ hve

inches long still imbeded an inch and a half in the mass. None

of us had diagnosed the tubal pregnancy, but did we make any

mistake in doing the operation ? I think not. At least ten times

I have opened the abdomen for a possible tubal pregnancy and

found instead a twisted ovarian cyst with a hemorrhage o a

quart of blood in it or a pus-tube ; but I was never ashamed of the

mistake because there is no other way to save thirty-eight out of

forty-one cases. The man who never makes a mistake never

makes anything. In every case of pelvic pain let us take a careful

history; let us make a careful examination; let us make an exact

diagnosis if we can, but do not let us sacrifice the woman s life to

our pathological pride. A tubal pregnancy is a mahgnant dis-

ease" its cells have the same power as cancer cells to eat into

blood-vessels and cause fatal hemorrhage. Like cancer it

should be removed as soon as suspected: it is almost criminal in

either case to wait for a certain diagnosis. In one of his recent

papers, Dr. Henry C. Coe, of New York, gave a graphic descrip-

tion of a case of supposed miscarriage which he had been called to

curette in a tall apartment-house in New York. The woman who

believed herself pregnant was taken with what she thought were

miscarriage pains after which she passed some membranes and

blood While Dr. Coe was curetting her, she suddenly went into

collapse. From the window he could see the roof of a great

hospital in the next street. With great intuition he recognized

the mistaken diagnosis and that he had about an hour m which

to save her life. He telephoned for the ambulance; within a

minute it was dashing around the corner and fifteen minutes later

her abdomen was open and the spouting artery tied.
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One of my patients sent to me by Dr. G. T. Ross, of Montreal,
had an escape almost as narrow. She was a Jewish woman, who'
had been suffering for some weeks with pains and fainting spells
which her family physician attributed to some digestive dis-
tu bances connected with pregnancy in which she believed her-
self to be three months advanced. As she grew worse and worse
the family began calling more and more important doctors. The
one before the last to be called was an old surgeon with a world-
wide reputation, but especially favored locally for his diagnostic
acumen. I have often heard him say that there was nolxcuse
for an exploratory incision. But he was not reckoning on tubal
pregnancy for here was a woman bleeding to death from an
obscure abdominal lesion for which this great abdominal surgeon
had no help to offer. The last to be called in when she was
unconscious was this friend of mine who is a well-known nose and
throat specialist. But he had seen several abdomens opened
which were full of blood and he insisted upon the ambulance
being called to take her to the Samaritan Hospital. I was in the
middle of my second laparotomy that morning when she ar-
rived, and I was urged to make haste, as otherwise there would
be no third one. This was done, so that in ten minutes she was
on the table getting a hasty scrub up. Xo anesthetic was needed

;

in fact there was no pulse and just barely a little breathing.'
Only enough liquid and clotted blood was scooped out to enable
us to find the ruptured tube and remove it and she was hastilv
closed with through-and-through sutures. The foot of the bed
was raised and several quarts of half-strength salt solution were
allowed to flow very gradually into the rectum, but she only
became conscious next day. She made a good recoverv and has
had a normal pregnancy since. One of the doctors present was
so impressed with this case that he went out and brought in
another one whom he had been attending for several days for
some obscure pelvic trouble and which proved to be a ruptured
tubal pregnancy which nature was trying to wall off. It would
be in the interest of humanity if those who are doing these life-
saving operations w^ould endeavor to have half a dozen busy
general practitioners present at each one, as I am convinced that
a great many tubal pregnancies die unsuspected. Otherwise,
how can we account for one practitioner meeting with nine cases
and another six, while thirty or forty other practitioners in their
neighborhood have never even suspected one case among them all?
How easy it may sometimes be to diagnose the condition is evi-
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denced bv a case to which I was called by one of my students. After

one of mv lectures on tubal pregnancy this young man came to the

professor's room and asked me if I could come around to his

lodgings in the next street where he said his landlady was ill

in bed with exactly the same symptoms as I had been describing.

On making a bimanual examination I found the empty uterus

pushed to one side by a painful mass on the other side. She

was sure that she was pregnant after ten years of sterility;

I was sure the pregnancy was not in the uterus; therefore, it

must be in the tube. Operation at the Western Hospital next

morning revealed a beautiful tubal pregnancy in a tube sur-

rounded by adhesions due to the gonorrhea of ten years before.

How difficult the diagnosis may sometimes be can be inferred

from the concluding paragraph of Boldt's exhaustive article on the

diagnosis of extrauterine gestation, and he has had an enormous

experience in this line. He says: "While I have endeavored to

outUne the conditions which are likely to help in establishing the

diagnosis of ectopic pregnancy, as a result of my own experience

I freely admit that even the most expert diagnostician cannot be

infallible." I heartily indorse this as well as a paragraph from

Philander Harris' excellent article, "The failure to always dif-

ferentiate tubal pregnancy and salpingitis is of little consequence

for the reason that the operation is undertaken in the interest

of the patient, and while the abdomen is opened the patholog}^

can be removed."

My forty-first case was similar to the one mentioned above by

Coe. Dr. Christie called me to curette a woman two months preg-

nant who took medicine to bring an abortion and who thought

she had succeeded, but that the placenta had remained. Before

curretting I examined her under anesthesia and found a boggy

mass in Douglas' cul-de-sac. Rectal examinations showed the

bowel to be empty. I diagnosed tubal pregnancy, sent her to

the hospital, and operated an hour later finding a quart of clots

and free blood and an ovum as big as a walnut which had eaten

half way through a knuckle of small intestines. Tube and intes-

tine were both bleeding freely. A few stitches stopped the

bleeding from the intestine and both tubes being diseased were

removed. Patient made a good recovery.

The difficultv in diagnosing is greatly increased when an intra-

and extrauterine pregnancy coexists. I had only one such case.

The woman thought herself pregnant, but was suffering from

severe pains in her left side followed by fainting. Dr. Sylvester
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examined her and finding a mass in the pelvis sent her to theSamaritan Hospital as a case of tubal pregnancy for operation.
I felt the mass, but I also felt the uterus two months pregnant so
I was not sure that it was tubal. But I agreed with him that' anoperation was necessary, no matter what it was; for if it was apus-tube and not a tubal gestation, it spelled disaster at or before
delivery. It proved, however, to be a tubal pregnancv as well asa uterine one; the former was removed and she miscarried with
the other one week later. She had a stormv recoverv but isnow well. As a rule, an account of our fatal cases is more inter-
esting and instructive than the successful ones. I had two
deaths; one of them is of no interest except that she was aLaughnawaga squaw and that she was sent to me bv a full
blooded Iroquois Indian doctor, Dr. Patton, a conscientious
physician who never fails to act the moment he suspects some
serious pelvic disease. The woman believed herself pregnant
but the uterus was too small for that, but instead there was a
large mass m the pelvis pushing it to one side. She was verv
anemic and I would have waited had I not been almost sure
that it was a tubal pregnancy. On opening the abdomen Ifound about a quart of old and recent blood which nature had
walled oflF very well with coHs of intestine and omentum The
tube was bleeding slowly, and was removed. She was makin^
a good recovery when an epidemic of grip struck the hospital
which nearly killed the lady superintendent and several of the
patients. There were more than a dozen serious cases, but thev
all recovered except the Indian woman who died on the eleventh
day. Up to that time I had had twenty-nine cases without a
death and I had begun to think that I would never loose one
then I had eight more recoveries before I had another death
of the thirty-eighth case, and this was a most interesting one
I have already mentioned that Dr. Sylvester had some special
aptitude tor finding cases of tubal pregnancv, having sent me
seven or eight cases besides three others which he sent to other
hospitals while I was away in Europe. About two vears ago he
sent me a case which he believed to be a tubal pregnancv Thewoman was forty years of age, married twentv vears, but had
never been pregnant, and had sent for him on account of a pro-
tuse hemorrhage by the vagina. He examined her, decided that
It was an extrauterine, and sent her to the Samaritan. I ex-
amined her very carefully several times and always felt a solid
fibroid uterus in the middle line, but could not feel the ovaries
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and tubes as she was very fat. I advised her to remam for a few

weeks untU she was in better condition for hysterectomy as she

was very anemic, but she went home promising to come back

Then the doctor 'thought her m. She ™P™«d so much m th

next few weeks that she decided not to have any operation and a

Tew weeks later when the doctor examined her he came to 'h

conclusion that both he and I were wrong and that 't ™^^" »'

Inv t>art of the child presenting; the pains were unusually

"vere and he had to keep her relieved with morphin for three

days Then he gave her chloroform and thoroughly explored the

utems which was double its normal size but qu.te empty He

rd :e the next morning and repeated the anest cue and I had

now no doubt that it was an abdommal pregnancy a^d 'hat the

child was still alive. She was removed to the Samantan Hospi-

a a^ aft r a brief preparation the abdomen was opened.

There was no amniotic sac and the child was floating freely m the

lurd which filled the abdominal cavity It was removed and wa

u ^-^nincr r^\ceW But wheti I Started to detacn ine

;°:c"ent:1 hVa::ttach!d to the back of the uterus and broad

Cent and to the abdominal wall and to many c- -f mtes^^ e

there was such a gush of blood that it was evident that she would

be deld on the tfble long before the placenta could be removed

and I sewed this bleeding spot up again. I then attempted to

find and tie the ovarian arteries, but I could not get near them

i the bo,d ligament until first detaching the placenta. So

remembering how in my first ease the peritoneum managed to

akeTare of'the placenta and the child, I thought there was les

danger to the woman if I left the placenta alone. I did not

drafn or leave the incision open, because here was a perfecth

a eTtic fi d with an organ, the placenta, which was no longer

renu red but which was most abundantly t™"*^'' so that

nature could take her own time to absorb it. Although the bab^

snneared oerfectlv healthv, it died suddenly six hours later

: hoTt an':rapparent reason. The "Other appearedJ.o be doing

well exceot that the vomiting was rather troublesome the hrst

ew d^ysT nd when it had stopped she could not be induced o

sTallow Invthing. She was fed with peptonized milk by the

Ictum, but gradually weakened anddied on the ninth da^
.
« ith-
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out any considerable rise of temperature. This woman's deathwas due to my delayed operation in spite of Dr. Sylvester's well-
founded suspicion that it was a tubal pregnancy. The physical
signs were those of a fibroid, but the history was that of a tubal
pregnancy. Some one has said when in doubt operate If I had
followed that rule in this as well as in half a dozen chronic cases
of appendicitis I belieye that there would haye been that many
mot-e people aliye today.

238 Bishop Street.

IMMEDIATE VS. DEFERRED OPERATION FOR INTR\ABDOMINAL HEMORRHAGE DUE TO TUBAL
PREGNANCY.*

BY
H. J. BOLDT, M. D.,

Xew York.

Whether an operation for intraperitoneal hemorrhage from
ectopic pregnancy should be deferred, or be undertaken imme-
diately, must depend on the judgment of the indiyidual phys-
ician, based on his personal experience, and also on a careful
study of the experience of others.

I think that we are agreed that physicians do not assign thesame degree of seriousness to any particular condition in a spe-
cific patient. I shall, then, on this occasion giye my own yiews
based upon personal experience, with a careful consideration of
the subject.

Permit me to premise my remarks with a statement of what
I mean by a primary hemorrhage from ectopic gestation, andwhat by a secondary intraperitoneal hemorrhage.

Let us assume that a tubal pregnancy patient shows no notice-
able symptoms of the faulty impregnation until suddenly an
extensiye tubal rupture occurs, which causes complete collapse
eyidenced by absence of the pulse at the radial arteries, with the
other signs of a sudden and profuse loss of blood. The shock may
be so severe as to cause absolute unconsciousness. This is what
I call a primary hemorrhage.
Assume another patient with ectopic gestation, who has ex-

perienced the symptoms that usually accompany a typical case
of tubal abortion, or of partial tubal rupture, with the symptoms
of an intraperitoneal hemorrhage. She is not in collapse, how-

^llfTLt '^" ™"'"^ °^ '^' ^'"^"^"^ Gynecological Society, Philadelphia
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ever although her pulse may be very small and rapid, and her

appearance that of acute anemia. Her mental faculties are

perfect, or so nearly so that she may give the physician mtelh-

gent answers to his questions. She improves with rest, and after

a day or two her general condition will have improved materially.

Then another attack comes on, which will cause collapse as the

result of the intraperitoneal hemorrhage. The collapse is not,

however, caused by the primary hemorrhage, but by the second-

arv bleeding.
r j n ^

'\n analysis of the cases in which there was profound collapse

from intraperitoneal hemorrhage, but in which nothing m the

historv pointed to previous intraperitoneal bleeding, shows that

by far the greater majority rally from the bleeding sufficiently

to come well out of the shock.

To operate upon a patient in profound collapse from a primary

hemorrhage is. in my opinion, a mistake; because, with proper

treatment, the patient may rally in the course of a few hours.

While it is a fact that some patients do not rally sufficiently for us

to operate upon them in their improved condition, we may be

able to judge of this during the interval from the first sight of

the patient to the time when she is prepared for the operation.

Mv own experience has been that in such patients bleeding is

renewed within a few days, 'or even sooner. In waiting for an

improvement in the condition of the patient, we must remernber

that a betterment of the pulse quality also brings increased blood

pressure and the danger of renewed intraperitoneal hemorrhage.

\n operation should not be deferred in patients with active

symptoms of partial tubal rupture or tubal abortion. The

sooner thev are operated upon the better.

Now to the point I desire to make : If the general condition of

the patient evidences a slight betterment, we should not operate

then but wait until the patient has more fully recuperated, if

this seems likely. The fact that the surgeon, assistants, and

nurses with all the other requirements, are in readiness, is no

excuse for jeopardizing the chances of the patient by operating

too soon- since the added shock of the operation, no matter how

rapidlv or dexterously done, does lessen the chances of a favor-

able outcome. It is more rational to wait for three hours or more,

until the patient's condition has improved so markedly, judging

from the pulse, respiration, condition of the skin, and mental

condition, that a rapid operation can be done with comparative

safety It must be insisted upon, however, that all the reqmre-
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ments for an irnmediale operation remain in readiness so that

Of r^rJ:^-^,::,z:^z;^^^^r s.^pt„„.

arations should be sueh that this'can be don ."
h.n twe^tthirty minutes from the first signs of renewed bleedin" j^isof the utmost importance that the intervention shou d be donem the shortest possible time, not exceeding fifteen minutes in aH

part : bCTh f°r" '"" ^ ''-'' ''^"'^^^ P"' °" the ipp r

Crtt^^iitt? ratUd res^rrd "^n°™'"^
'"''

fusion shouM also be begun at s:ra:"he^"lr?;^aXr theoperating table. Strychnine should not be overcrowded one.njection of twenty-five milligrams suffices, and theTrne „; two

's^z^r'^- °' '' «""'-- ->- ^^ ^-'^ at"™:

o„f?h ™Kf°"" ^^ '°'' '" '"""^'"^ f°"- th-^ ™b'-vo, or in washin.

the bulk of blood out rapidly with the hand, leavincr the restpour into the abdomen a pitcherful of saline s^lutTon learinr tto be absorbed with the blood that has been lef"' irsuchcases no "fancy work." such as implanting the ovarv in the u"erme cornu, is permissible. Rush the work without bun^L"Such procedure should also be employed when imprL eme°n i^eases of primary hemorrhage does not take place
P"''"™' '"

My preference is not to transport such patients to a hospitalbut to operate upon them in their homes, because of the incr'ea eddanger caused by the transportation
increased

ral"r ';:f^,''l --l

P-'P°- the operation if a patient does•1}. Aot all at. If she has really rallied: when she has a

Z '^'
'to' ™fr

'""'"^^"' '" "" ^"-^-=' -'^ ^- a nor!

havet:"mor'° rigTt ll: '' " ^^^™^ ^'^^'^ '^ ''-• ^^^^^ -
Are there cases of intraperitoneal hemorrhage in which ooeration may be deferred, or may be entirelv omitted'

^
I his question can be answered in the affirmative Let usonsider a patient who, from the symptoms and local' findingss the subject of an ectopic gestation. Examination determines'the presence of an hematocele of moderate size. Her genera

P r't-^l '\If- f
""? ^'-"P'"-^ °f P™»--ive abrtion

Hnr u
"''"'^ ''^''^ "ased for one or more davsUnder such circumstances there is no necessity for immediate
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surgical intervention. Such a patient should be placed in an in-

Utution where she may be kept under constant, competent

oCration. Many such cases make an
"™"7"ff^ ^^J/,

without operation. But such pafents should bj^ kept unde

constant supervision, so that they may be operated on mmed.

ately should intraperitoneal bleedmg recur, showmg that the

orocess of abortion has not termmated.
. • u ,„

^ItTs claimed by some that, when bimanual exammat.on shows

J\Z^ enlargement, a complete expulsion of the ovum f^om

the tube can be diagnosed. I consider th,s improbable m most

, stances, because of the risk incurred o" -king an accurate

bimanual palpation. Furthermore, even if the ovum has been

expelkd from the tube, the possibility that bleeding may occur

c^nnofbe excluded, owing to the loosening of thrombi from

btood-vessels in the tube, especially from traumatism in makmg

*'sho:m1;mp";.ms occur at any time that lead us to believe

th!tTntraperironeal bleeding is renewed, we must no longer

det operation, because with a patient in f-°-ble condit^n

the mortaUty from operation is very low, perhaps less than five

per cent.

39 East Sixty-first Street.

Dr. B. F. BaER read a paper on the same subject which will

appear later.

GENERAL DISCUSSION.

T.. ATTriTST Martin of Griefswald. Germany, was asked
Dr. August iUAKiuN, ui

, j 4.q ^^hat should
to open the discussion He said all ^ee agreed as to

be done in the cases of unruptured tubc^l pregnanc> .

w

gSard against undue haste in -terering m such^^^^^^^^^^

out the well-known
'^l^''^^.,^''"^''^^^ ^ whether

rssSif^'bfotbtt/^K^^^^^^^

be transferred to a hospital m order that ^^e
"^^fJ^.^^i^^.

^H\%;;\tiei:crt=iXr^^^^
cases, being guided by the condition of the Pa^'ent etc^

atfmcSg S.Srlirr4ori:nrdd at Brighton,
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he heard Lawson Tait make the statement that "no living man
ruDtuTe" Ti?' "

^f^^"°"'
'' extrautenne pregnancv beTorerupture Three or four men doubted the statement but Tait

88- A '^°\""v;
''^"^ ^"" ^^^•^' b^t I d^-'t believe it ''In188, on September 24, a pupil of the speaker teleo-raohedhim that he thought he had a case of extrauterine pre' naScv andwished him (Dr. Gordon) to come, if necessary, ft a^ moment'snotice Two hours later the speaker received a tele^r^mTo theeffect that rupture had taken place. ' 'Come at once!" Supturehad occurred about twelve hours before he arrived. On openW

Ibout t^r" \' 'r^ ""^^°"^ ^^^^^^ °^ ^^^^^^ blood and a fetuf

coverv TV
'""'^"'^ ^^eeks old. The woman made a good reco^ery This was supposed to be the the first successful case ofextrauterine pregnancy operated an in this countrv It wasatterwards proved, however, that Johnstone, of Danv lie Ken-

lnd^;4d triT^'r.^^P'^"'^^' ^^^^' ^- ^ similar condidon,

speaker harf'^-'^' J?'''
u"''

u
^'' '^^ "^-^^ three cases thespeaker had, one came under his observation three months after

he caTes°"-th'tw"" .T^'^'
^"' -^^^^^^^ ^^^^^ weeks. ^Af^

cases th.; hl^ ?
or three exceptions, he had operated on werecases that had ruptured. He recalled onlv two cases in which hemade a diagnosis before hand, without anv bleedii ^whatever

an recovered. In three he operated through the vagina the

.^rcTott:r"fl:o'ff"'^-'r^r^'
^^^-^^^^ ^-^^^ befor:,^as (here

^v as clotted blood found. He opened through the posterior

So ffr h^h ''VY T '^' '^'^''y' ^"^ the woman recovered

fs I u^e h.' ^. n
^^^th following one of these operations, and,as a ru-e, he would wish to be classed among the conservatives

TolL^seX 'V''
''''''' ^'^" ^P^^^te in a case of ir^medla e

hSrha^e W ''f,
'^'^'^'^ '^^' ^he collapse was due to

acc^mDanin .^fVu
"^ "f ^^''' '''''^ those who classed shockaccompanied with hemorrhage as a different thing and as a plus

On'mtM t"
''"• .""^ ''^"-^'^ ^^°^^ ''--' ^-' to hemorrhage

what w!. t
^^ T^'V''-

^"'^""t of shock due to operation, butMhat ^^as termed shock m these cases meant in his iud-ment

Sr e'!v' C
'' '^'

Ti'^ '"''-''y' '^ -'' surgical oSns!
vears".L} h ff'""^'

°^ ^°'^°"' ^^^^'^ ^^'^ ^t was now twenty

nSr relaw'' T^'"''°"
'"^^ '^"^^ ^° this subject bv a case in J

m?n,-f.c7o J^'^
'''^'^ """^^ ^^^^^ o^ tubal abort'ion without

s?on Thn
°" t ^>-"^Pt°"]s than would appear from the discus-

for^'nJ .
''^° ''''^°^^ ""^"^^ to have had cases to treat be-

so-canS'nX'l T' "f^^^^taken would remember manv cases of

and he r J^'^S^T^^ '''^'''^ "^^^ to go along and get well,

frenuentU t" h'^ .T^^'^f
^^°"^^" ^^^ tubal pregnancv mor^

vic?nitv fhP ;
^^^ '

i''"
^)^y-^'^ ^^ that time. In his immediateS m-eln./'"''^i

profession was now alive to the subject of

the rnfn f .
?'' and cases were repeatedlv operated on now after

appaTentlv 1?
°. ' '

f'''
symptom" where there had beenapparentl> hemorrhage due to tubal pregnancv. While he
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believed in operating, yet ^^ had seen cas
^^^^^ pregnancy

were so slight and obscure, f
^ough^ ^^^^.^ ^^^^^^^

and rupture had occurred it ^v as dihicul
^^^^^^_ ^^

operate. He had ^ad two
^^ ^^

^^^^f^^l ^^^^ ^^^,,hed con-

^i:r .he'^SfaS%ur"en;»"t\ a fetus .n the end o.

it. Another similar case
^T^^

c^^ed
^^^^ attention to a method

In cases of severe hemorrhage he cauea
^^^^^

recently suggested by P/^^f^^'.^^^tt ^through a hypodermic

to obtain from ^he heart of a rabbit t g^^
^^ ^lood from

needle, without
^^SV^'^'^^iiv made and which, when injected

lowing summary ot nis Mewb

^^
'TM:?rcon's;rvatism in the treatment of ectopic pregnancy

is called for in the majority
°J, ^^f^'" ^ncv is certain, opera-

"
2. When the diagnosis of ectopic pre na.

.^ ^^^

tive measures are indicated;
^^V immediate nterference unless

sufftciently imminent ^o war-nt m^^^^^^^^^

. the condition of the Pat^^^t as othenu
^^^^^^ ^^ ^ ^^^^^

"3. Many women not only sum
^.^^^^^ ^^ ^p^^_

- abortion or rupture, but also recoAcr

ation.
^ ^^. r ^^ victims of ectopic preg-

"4. Not more than 5 per cent, ot yie ^cu
• g^iate

five clinics the mortality 1^;^//
per cent.

^^ ^^^ ^^^^^

of ;^;upre\?t"s^^^^^^^
^^ °p'-^^^ ^^^^^^ ^"'

the condition of shock has bee^^V^f^Jiy succumb not from
"6. These patients, when the. die usually

^^^^^^ ^^

loss of blood, but .m.a^^^lyj.^^^.f/^dditional shock of a major

superadd to the origmal shock the addition
^^

operation, with all the exhausting P^^^^^^^^^^^^^
die from shock

^"
7. In support of the view ^hat these pat^e^^^^

^^

and not from loss of blood, -^ ^a.^^^^^^^^^^^
^^'^ ^^^^^

srii:lS^ufg=" -- ^^- --"^ "^

factor of. resistance) do not succumb
^^ ^^^ ^ ^^^^d-

"8. In most of these cases, when ,^e operat
.^ ^^^ ^^^^^_

ino- vessel, no bleeding vessel is found, in so
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opiL""'"""'"-^'
''''''" ^S'"" •'>• 'he manipulations of the

ma:/beTodu?err;i^xt^:,:°„?i,rb7oor.'^%''^"°"''^^^
out wHen the sac fi„a„, escape7tLl'^H^ri'i:t:7eTo^

firs;':L''?hifdT4ei:rortesfatirn°''"=
^^" "-"P'"-^— '"^

sm;[fij^oTe:,fvr''jf^eAt,z?/r7\"'".p^" ^^ ^
onic vim have only a feeble aUaih^^ilt'

'"'' ^"' '"^ ''""''-

uctii^erous, so tar as hemorrhasre IS concerned than fV,^occurring through the cervix
^ ^uncemed, than those

ne;|in;.tUth'eta7,^r;/Jle:!;eS?e^f" '^ -^'-"^

.estSiot%\?r!ra'L^lJ"^Tn?;el!°e"oj';L'''''^^^^<^?'''^-'°P'<=
the tube, and owing to the contmAion '? th. ™'"'"T-

"'^'"^ '"

the vascularity of the tube is HmTted
^""'^^f-e f^^tie

of th?tlbe i'nd'aft^hi' ^'f'^"^
^"'"^'^'='' '° ">*= P°^'"ior wall

or lateral wall of the tub"etr '^ ^""f""^'
"'™"»'^ "'^ ^"'"ior

tains its firm atta h^ifnt to tt^'wan "ofth: tuh^^H^^-'^"' k'"'
^^-

to pressure. ^^^ ^"°^ ^""^ ^s subjected

m;rprrb'able's'L':rpVu':,^d's^rbroS'b:f^'''"^ ''° ^"'''^'

is a mixture^'of iTood' and'l^trexud^;"^-'"^ '"°°'^>- ""^'^

^°"ffSti£ s49"- ™V--" ^^^^^^^^

to caue death are raelvt"'""' }^'
'"'^'l'""^

™"'<' ^e sufficient

for ligatinrthe MeS:'^ v"Ld""
'™' '° "^^ ^^^^^ "^ ^" °P^-«™

as thtir°de?th'ra°te'T;'
'"''" ^P"'^<>"tage of 40 or 50 per cent.

The deferred one ationh
'""""^'^'^ operations during shock.

ofequally'ldPpTrXs ^^ °"^"" '"'^^ ^""''^ '" "- "-ds

operatiofmaTbl ''"^.''0""!?"'= "''"^^ "'^' ™™^<"-"=ay oe the wrong procedure, it is our dutv to hold
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our hand and leave '^^^'""^Jl^ZZ'se ii^danrerouTdmgs.

fession has to a large extent gu en up t
^^^^^^ ^^^

unless the indications fo^,^\\\\^^^';^,%he lives of their patients )

tors have the same consideration tor T:ne
thought that

Dr T WESLEY BovEE, ^f Washington iJ^
' ^hat

women^rarely lost - -uch WoodJ^rom ectop-
P^^^^

c per cent, of them died from hemorrn ^
advisability of

'of^hemorrhage,
^here was no dou^^^^^^^^^ ^t^

^^^^.^^^^ ^^ the

considering every case of ectopic P^eg y operation

7£L was ciebatable whe^^^^^^^^

should be done immediately durin sn
^^^ ^^^^^ ^.^^^d

had disappeared
/^^^ ^^f^^^^^f^ ^ral owed to go unoperated

come under that heading,
^.^^^f

^
'L_,,ent hemorrhage. He

they were likely to die from subseque
^^^ ^^^^^^

refe^rred to a case he saw a short time a o m
^^^^^ ^^^^^^.^^

vas treated in a tentative ^nn^n J^e^e ^^^,,^,e rendered an

of symptoms but wihin en weeks^a^r
^^^ ^^^^^ ^^^ ^ ^,^,,.

operation ^igWy desirable wi
^^^^ed. ^ ,

months fetus, with
"^^P^^^^J'^ad modified to some extent by

From the experience he had had mo
^^

^ pregnancy

his reading, he beheved that m e^ery
^^^^ ^^ ^^^^^ ^^d

the earliest operation that was at an

no case was safe without operation. ^^ ^^ the

"\Tto some of the PO^-ts ment-ned b> Dr R^^
^^.

removal of large ^^^^^f^^ °^,t beh^^^^^ it had a strong basis,

come accustomed to It,

^^^^f^^^f ^td development of ascites

In cases in which there
Ifjf^^^^^ without danger to the

large quantities of flmd_ were
f"^°;^^. ^f .various kinds, m

which there was
''^^'^ll'^\''^^^^^oms io\\ov^mg it- ^ ,

removed without any spee/al s>mptorns
^^^^^ ^^ ^^-

As to the route, he behexed v^e ^^o^
^^ ^^^^ shouldbe

dominal. If the case
---f^J^^'t indication in his mind

correspondingly rapid.
7^h^Yp%.Te4ancv. A point m favor of

for vaginal section in ectopic P/^^-",^^'^^
deferred operation was

earlv operation in these ^-^I'^^^^^^lltL^ various causes

°"^r?^two ounces of bU.d ^;^|;^^^-?^cr^?i^:

s£-rJ^:i?^l^^^"^^
'-'' "

with salt solution. ^. ^ Citv, said that as a

DR. Andrew F. CuRR^ER of ^ew ^o^
conservative m re-

rule, as a person got older ^e became m
^^^^^^^^. ^ ^^^^

gard to surgical procedures, and >^et tne
^.^ ^^.^ ^^^

?hat had not i^sexcep ions and, ^t^em
^^ ^^ ^^^^^^ ^^^

of the rules, and eertainh n man)
^ more radical

S?f ?ho\'e\Chad^:een%;rerin which procrastination had
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rimove the accumula" on of bInoriTh
'''"'^ T "''"'"P' "=^de to

of the character u^der discussion It Zt ™""^'''' "^^'""»
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a competent operator could be obtained. In the absence of a

skilled abdominal surgeon, the waiting policy would save more
lives.

Dr. Joseph Taber Johnson, of Washington, D. C, said that

one was struck with the differences of opinion that had been

expressed by the Fellows as well as with the difficulty of attempt-

ing to decide why so many doctors disagree.

In going over this matter, as he understood it and had been
accustomed to think and read of it during the years of his

professional life, he thought it was pne of the settled questions.

The discussion to-day from his stand-point was likely to do more
harm than good. It did not seem to him that we could rely

on the results of operations on dogs, as mentioned by Dr. Robb,
on the whole. He did not see how one could accept the state-

ments of Dr. Robb as proven, when it was universally admitted

that the diagnosis of unruptured and sometimes of ruptured

tubal pregnancy was so very difficult. As Dr. Gordon had said,

Tait declared it was hardly possible for any living man to diag-

nose an unruptured tubal pregnancy. He heard him make the

same statement, but he thought all were agreed that cases of

unruptured tubal pregnancy, and where the diagnosis was clear,

should be operated on, and it seemed to him the putting off of

those cases in which rupture had already been diagnosed, with

the belief that no more hemorrhage would occur, was a danger-

ous practice and likely to result in more harm than good. He
did not see how men, who occupied the side of Dr. Robb in this

discussion, could be at all sure when they said they had saved

the lives of patients by waiting in cases of ruptured tubal preg-

nancy, that they had an actual ruptured tubal pregnancy when
they had not opened the abdomen to find out. He believed

that a great many women would rather perish in the attempt
to get well under these formidable circumstances than to have

the doctor sit idly by and do nothing, the same as was done years

ago in cases of gunshot injury of the abdomen, when a flaxseed-

meal poultice was applied, the patient given opium, and slid out

of the world as smoothly as possible. It seemed to him to be a

backward step to sit idly by with the idea that the woman was
not going to bleed any more. No one could say when bleeding

was over. If the bleeding were stopped, it would be all right not

to do anything, or if one was sure rupture had taken place in the

folds of the broad ligament and was going to be confined there.

If the hemorrhage could be controlled by compression it would
be well to wait. But one could not tell what would happen in

these cases to a certainty any more than he could determine what
would happen in a case of appendicitis. A woman might bleed

to death from a second hemorrhage. Therefore, provided a

skilled operator could be had and the' surroundings were good,

where such emergency surgery was necessary, the sooner a

ruptured tube was taken out tlie better.

Dr. William Gardner, of Montreal, said he was present at
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the meeting of the British Medical Association, held in 1886,

when Tait made the statement that had been referred to. Prior

to that time he thought he had treated some of these cases

successfully by electricity. But the question of correctness
in diagnosis came up. He was sorry that the name of Tait had
not received more consideration in connection with this subject
because, after all, we were indebted to him for pioneer work in

the treatment of this condition. The speaker was not at all cer-

tain that a correct diagnosis was made in the case in which he
resorted to electricity. At all events, the patient got compara-
tively well. Some years later, however, the woman had to sub-
mit to an operation for the removal of a small lithopedion, prov-
ing the diagnosis of ectopic pregnancy was correct, but not set-

tling the question of rupture. He thought all would admit that
operation must be done in the majority of cases. The question
was, should we wait or operate imm.ediately? He thought
Pfannenstiel had sounded the keynote when he said to operate,

but without precipitation. He thought the decision of the ques-
tion would rest very largely with the knowledge and experience
of the physician. He confessed himself to be on the side of those
who would wait in the case of a very dangerous condition, watch-
ing the patient most carefully before deciding to operate.

Dr. a. Lapthorn Smith, of Montreal, said that when he re-

ceived a copy of the programme it was a shock to him to see

the question raised as to whether to operate or not in these
cases of ectopic pregnancy, particularly those in which rupture
had taken place. There was no doubt in his mind as to the course
to pursue as a woman might bleed to death in an hour or two.
In other words, the woman was on the precipice, and at any
moment rupture might occur. In most of his cases the abdo-
men was full of blood. It was not quite so important to take
out the clots, but one should remember that shock was hemor-
rhage, and if a woman was in shock it was because the heart was
not able to pump blood sufficiently to get her out of that condi-
tion. This was a great chance when the heart was quiet for a
few minutes, to open the abdomen, stop the source of hemorrhage,
fill the cavity with salt solution, and in a few hours she would
have a very fine pulse. He regarded tubal pregnancy as a malig-
nant disease, one that was purelv surgical with nothing but
danger ahead of it, and if one wanted to do his duty in a case
of tubal pregnancy he should operate on the woman as soon as
he could.

Dr. Simpson, in closing the discussion on his part, said he
thought we should make a distinction between the different

operators. Unquestionably, men of wide experience and skill-

ful operators may operate in cases of this affection with a low
mortalit}^ but if the teaching went out that operation was im-
mediately necessary, in order to save life, the number of opera-
tions would not be limited to experts alone. IMany practitioners
would feel that just as a strangulated hernia needed immediate
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Operation, so did ectopic pregnancy, and accordingly they would
operate and many patients would die as a result of such w^ork.

It was questionable in his mind, admitting that 5 per cent, of the
cases would die immediately from hemorrhage, whether the in-

experienced operator should be taught to jeopardize the lives of

the 95 per cent, in order sometimes to save the lives of the 5 per
cent.

\\'ith regard to the question of coroner's cases, it could not
come into consideration. The mere fact that these cases came to

the attention of the coroner indicated that their true condition
was not recognized, and no definite plan of treatment was in-

stituted at anytime during the course of their illness.

As regards the necessity for operating, he felt that almost
every case of ectopic pregnancy was one that at some time in its

existence required operation. He agreed with Dr. Johnson that
it was not wise to leave such debris in the abdominal cavity
indefinitely.

Dr. Krug, in closing the discussion, said he had nothing to
detract and hardly an}'thing to add to his paper as originally

read. He, however, took exception to the expression "cold
storage." While he might have used it in a private conversation,
it was not in his paper. All he could say was that the proof of the
pudding w^as in the eating. His results in former years, when he
adhered to the iron-clad rule of operating on all cases at once,
were fairly good, but not good enough, and since he had indi-

vidualized and in some cases temporized a little more his results

were better, and of 100 cases or thereabouts, in one service at the
Mt. Sinai Hospital, there were only two deaths because of hemor-
rhage or shock.

PERNICIOUS ANEMIA AND PREGNANCY,*
BY

PALMER FIXDLEY, M. D.,

Omaha, Nebr.

Professor of Gynecology, University of Nebraska, Omaha, Nebr.

But one paper has been presented to this society on the sub-

ject of Pernicious Anemia and Pregnancy. In 1891, Dr. Edwin
Davis presented "A Contribution to the Study of Puerperal

Pernicious Anemia." In this paper Americans were listed

among the early writers on the subject. Special credit is given

Channing, of Massachusetts, for his report of seventeen cases,

published in the New England Quarterly Journal of Medicine and
Surgery, No. 2, October, 1842. All of Channing's cases died.

In none of them was the anemia in evidence until days or weeks

following deliver}-.

*Read before the American G>-necological Society, at Philadelphia, May 26-28,
1908.
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Davis reported a case which the author states was delivered

of a living child that showed no evidence of anemia. The
mother passed from a state of threatened pernicious anemia to

that of chlorosis under the influence of arsenic, oxygen and food.

In 1854, Lebert reported three cases of pernicious anemia

complicating pregnancy, calling these cases of puerperal chlorosis.

Griesinger, director of the medical clinic of Zurich, reported

four cases in i860 and called them " Kachektischer Anaemia.''

Two of the four cases died in the puerperium. No blood exami-

nations were made, hence the anemia was not certainly perni-

cious in type.

The most noteworthy contribution on the subject is that of

Gusserow, who, in 1871, reported five cases of high-grade anemua

complicating pregnancy. He regarded all as pernicious in type.

These cases were found in Gusserow's clinic from 1868-70. All

died. Their ages ranged from twenty-four to thirty-six. The
previous health of all was good. Four were multiparae. In

all the anemia was ushered in during gestation and all aborted in

the eighth month of pregnancy. Death followed speedily upon
the emptying of the uterus, one before the deliver}' of the placenta.

The post-mortem findings were uniform. There w^as a high-

grade anemia of all tissues and organs, fatty degeneration of the

viscera, serous effusion in serous cavities. The spleen and lymph
nodes were not enlarged and in none were the white blood-cells

increased in number.

Jaworsky reported a single case of a woman, forty-five years

of age, i2-para, previous health good. From the onset of her

thirteenth pregnancy she complained of increasing weakness.

At the end of the second month she was no longer able to walk.

In the thirty-sixth week of gestation, a miscarriage occurred

and the child died shortly after delivery. Three days later the

mother died.

Sanitor reported a case in the seventh month of gestation that

pursued an unusually rapid course. Two weeks before her

admission to the clinic she believed herself perfectly sound in

health. At the time of admission to the clinic the red cells were

reduced to one-sixth their normal number.

I. Clivio (Parma) reported five cases of pernicious anemia

complicating pregnancy (Am. di ost. e gin., 1901, Aug.). Three

of the pregnancies terminated spontaneously; two were aborted

by bougies. One patient died shortly after aborting, the remain-

ing four recovered. The report of blood examinations in these
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cases is wanting, hence it is not known with certainty that the

anemia was of the pernicious type.

That pregnancy and the puerperium favor the development

of pernicious anemia is recognized by authors in general.

Planchard says that, excluding those cases of pernicious ane-

mia arising in the puerperal woman, the disease is more common
in men.

There is abundant evidence to substantiate the statement that

women are more liable to pernicious anemia during pregnancy

and in the puerperium than at other times.

Ahlfeld wrote in his " Lehrbuch der Geburtshiilfe," 1894, that

he had never as yet seen a case of pernicious anemia complicating

pregnancy.

Wagner finds no place for pernicious anemia as a disease

peculiar to pregnancy.

In the obstetric clinic of Zurich for 1877-98, there were 8515

pregnancies, and of this number nineteen had pernicious anemia.

Following are the statistics of Myer-Ruegg, of Zurich: 1872-

1882—2616 pregnancies— 15 cases (0.573 percent.). 1883-1900
—11,784 pregnancies— 7 cases (0.573 per cent.).

Eichhorst found in sixty-seven cases of secondary' progressive

anemia which were examined post mortem that twenty-nine

had developed subsequent to childbirth.

It is difficult to account for the apparent effect of pregnancy

on the development of pernicious anemia. No satisfactory-

explanation has yet been made.

Klebs believes chronic puerperal infections may be mistaken

for pernicious anemia. It is rare that postpartum hemorrhages

precede the development of a progressive anemia. Prolonged

lactation may and probably does have some influence.

Multipara are more liable than primipara, and particularly so

when one pregnancy has followed quickly upon another. Such

conditions as overwork and malnutrition predispose to the

disease, though it is observed in many of the reported cases that

the mother was apparently in perfect health until in the second

half of the period of gestation, when a rapidly progressing anemia

set in, the pregnancy interrupted prior to full term and death

quickly followed.

The clinical picture as seen in the reports of cases is rather

uniform.

In a large per cent, of the reported cases the anemia has first

made its appearance in the second semester, and of this number
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the majority have been known to have pernicious anemia until

near the end of pregnancy or in the puerperium. The onset

is usually sharp; beginning with digestive disturbances or loss

of blood. As a rule, it has not been possible to fix the time of

onset of the anemia. As far back as the anemia can be traced

the patient complains of constipation or diarrhea, vertigo, dis-

turbed vision, anorexia, general lassitude, palpitation of heart

and ringing in the ears.

We find the mucosae pale, the skin pale and sallow. At the

height of the disease comes apathy, frequently tabetic symptoms
with ataxia in the legs, the reflexes lost, the pulse almost always

small and running from 90 to 120.

Examination of the blood shows red cells lessened, even to

250,000 or less. There are numerous nucleated reds and the

cells are distorted in shape. Macrocytes, microcytes and poiki-

locytes are present. There is no diminution of hemaglobin. The
white cells are not increased in number. The eosinophiles and

neutrophiles are lessened, but the lymphocytes are not decreased

in number.

The fibrin and blood placks are diminished.

The postmortem findings are as follows

:

Anemia of all organs, fatty degeneration of heart muscle,

kidney, liver, stomach, intestine and intima of blood-vessels.

Small hemorrhages in kidney, pancreas, brain, liver, pleura,

pericardium and spinal cord. Lymph nodes not enlarged;

spleen often somewhat enlarged. Bone marrow of color.

According to Planchard an absolute diagnosis is based upon
the following data:

1. Exclusion of other possible causes.

2. Blood examination.

3. Fatal termination.

4. Postmortem findings.

It is not possible to arrive at a diagnosis in the early stages.

Later the blood findings become characteristic.

As to prognosis all fully established cases have terminated

fatally.

That there is a higher mortality in pernicious anemia of

females than in males is suggested by the statistics taken in

Zurich from 1877-98, during which time 79,258 men and 69,012

women died and of this number 200 (0.25 per cent.) men died

of pernicious anemia and 396 (0.57 per cent.) women. In the

medical clinic of Zurich from 1870-78 there were 6337 males
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and 3768 females in the clinic and of this number thirty-three

were men and sixty were women.

Occasional periods of improvement are sometimes noted. In

the majority of cases pregnancy is prematurely interrupted.

Labor usually progresses rapidly with little pain and little loss of

blood. As a rule, the placenta follows quickly. The patient

weakens, the pulse becomes small and rapid, and death often

follows within a few hours. Occasionally life is prolonged for

days, weeks and possibly several months.

In the majority of cases the child dies in utero shortly before

birth. If it lives is shows no signs of the mother's disease.

M. Grafe advises induction of labor. In the early stage it is

not possible to say with certainty that the anemia is pernicious

in type, hence at such time the induction of abortion is not

justified.

It is worthy of note that Osier takes a more hopeful view of

the outcome of pernicious anemia of pregnancy and the puer-

perium, and advises arsenic in large doses.

The following report is given me by Doctor A. D. Dunn, of

Omaha, who was in consultation with me:

REPORT OF CASE.

The patient was referred by Dr. Jones, of Griswold, Iowa, as

a pregnancy combined with suspected pernicious anemia. Her
age was forty-two years. She had been married ten years and
had borne six children. No abortions. No history of excessive

loss of blood or infection as the result of previous pregnancies.

At the time of her admission to the hospital. May 14, 1907, she

was in the thirtieth week of gestation. Early in pregnancy she

began to feel weak. She rapidly grew weaker and paler as the

pregnancy progressed, but pursued her housework until six

weeks before her admission to the hospital. Her appetite was
fair and there were no unusual subjective symptoms other than
that of weakness. Nothing in the family histor}' having a

possible bearing upon the case. Because of the critical condi-

tion of the patient only this meager histor}' was obtainable.

Examination by Dr. Dunn, of Omaha, was as follows:

General Appearance.—Patient is a well-developed woman,
apparently thirty-five to forty years of age. There appears to

be no emaciation. The skin is of a faded, lemon-yellow hue.

There are no petechiae or subcutaneous hemorrhages. Patient

is markedly dyspneic, orthopneic and but little cyanotic.

Pulse rapid, no. Blood-pressure, 143 r.r. (5 cm. band). She
wanders and is slightly delirious.

The heart is a little enlarged, especially to the right of the

sternum. A systolic murmur is to be heard all over the pre-
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cordium; it is soft and blowing in character, and loudest in the
mitral area. There are no accentuations of any of the sounds,
except for some moist rales at the bases of the lungs, there are
no pulmonary findings.

Abdomen.—The liver is somewhat enlarged and tender,
especially in the epigastrium. On deep inspiration the edge can
be felt two to three fingers' depth below the costal arch in the
nipple-Hne; spleen not palpable. There are the findings of

between a seven and an eight months' pregnancy. There are no
fetal heart-sounds. There is slight retromalleolar and tibial

edema. Tenderness over sternum and tibia.

She was admitted to the hospital, May 14, 1907, at 6 p. m.

No fetal heart-sounds were heard and no fetal mov'ements were
detected. At 7 o'clock on the following morning she was
delivered spontaneously and with no pain. While not aware
of the birth, she told the nurse that she had soiled the bed, and
on inspection the nurse found the dead baby and placenta lying
upon the bed. There was very little blood lost. The blood-
pressure an hour after delivery dropped from 143 to 88, when
she became comatose and died at 8.30 a. m.

The postmortem findings were a large amount of lemon-
colored fat in the abdominal wall, the skeletal muscles showed
fatty changes, as did the heart, liver, kidneys and uterus. There
was atrophy of the stomach and intestinal mucosa and the
characteristic bone findings.

Blood Examination of Mother:

Reds, 672,000.
Hemoglobin, 16 Dare 20 Talquist Index 1.2.

Differential nucleated cells.

Polymorpho-nuclear neutrophiles, 60.

Myelocytes, 11.

Eosinophiles, o.

Lymphocytes, 15.

Large mononuclear, i.

Normoblasts, 2.

Magaloblasts, 7,

Mastzellen, 4.

Karyokinetic figures present in reds in considerable numbers.
Polychroma osis and poikilocytosis marked.
Bone marrow shows megaloblastic hematogenesis.
Babe.—A count was made of some fluid blood found in the

right ventricle of the infant about three hours after birth:
Reds, 3,720,000.
Hemoglobin, 1.08 Dare.
Polychromatosis, plus.

Poikilocytosis, plus. Nucleated reds in large numbers.
An occasional megaloblast is to be seen.

There were no characteristic findings of pernicious anemia
in the babe.
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RESUME.

1. Pregnancy and the puerperium exercise a favorable in-

fluence upon the development of pernicious anemia.

2. Women are more liable to pernicious anemia during

pregnancy and the puerperium than at other times.

3. There is no satisfactory' explanation for the effect of

pregnancy upon the development of pernicious anemia. Fre-

quent childbearing, prolonged lactation, overwork and mal-

nutrition are predisposing factors.

4. There is a remarkable uniformit}' in the clinical phenomena

and postmortem findings.

5. The onset of anemia is usually in the latter half of preg-

nancy.

6. The diagnosis is not possible at the onset, but is later

determined by exclusion of other possible forms of anemia, by

blood examination, fatal termination and finally by postmortem

examination.

7. The child usually dies in utero or shortly after birth and

has never been observed to show pernicious anemia.

8. Spontaneous interruption of pregnancy is the rule.

9. In all well-established cases the disease has proved fatal.

DISCUSSION.

Dr. Richard C. Norris, of Philadelphia, said that this af-

fection was very rare. In his experience of 3000 consecutive

deliveries he had seen but one case of pernicious anemia. This

woman entered the hospital a few days before delivery, with only

12 per cent, hemoglobin. She fell into spontaneous delivery,

and a characteristic of her labor was a disposition of the blood to

refuse to clot. She had no hemorrhage, as in the case just re-

ported, but there was considerable oozing from the uterine

cavity which persisted, requiring the intrauterine pack and the

use of adrenalin for the control of the hemorrhage, but she

finally died from this very persistent oozing from the uterine

cavity. The autopsy findings were those brought out in the

paper.

SUGGESTIONS IN TEACHING GYNECOLOGY, WITH THE DEMON-
STRATION OF SPECIAL (mechanical) CHARTS AS AN

AID IN THIS WORK.

Dr. John A. Sampson, of Albany, said that three phases in the

studv of anv of the clinical branches of medicine naturally sug-

gested themselves: First, the study of each disease as a science;

i.e., its etiology; the changes in anatomy in its different stages

and, particularly important, the explanation of its symptomat-
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ology. Second, the classification of symptoms and the study of

the various causes of each symptom and how these causes may be
differentiated. Third, the art or technic of the chnical branch of

medicine, i.e., "history taking," physical examination, diagnosis

and treatment; the importance of clinical experience on the part
of the student in the dispensaries, wards of hospitals, or in private

practice. The conditions caused by each disease, which were
illustrated problems, the student should attempt to solve from
his knowledge of normal anatom^y, normal physiology, etc., in-

stead of memorizing data obtained from lecturers or text-books.

In the solution of these problems, questions were asked, and the
students' answers corrected when necessary, and supplemented
by information which he could not be expected to reason out.

Various means might be employed, such as drawings, models,
actual specimens, removed at operation or at postmortem, using
which-ever means were best adapted to the special subject under
consideration. Mechanical charts were of great value in this

work.

DISCUSSION.

Dr. August Martin, of Griefswald, Germany, said that every
means should be employed to aid in teaching diagnosis. The
development of feeling power was one of the most essential things
for the teacher to impart to medical students. He instructed
his pupils to describe what they felt, and some of them had
curious ideas. Mechanical charts or preparations of models were
great helps. He urged his pupils to make sketches of what they
felt.

Dr. J. Riddle Goffe, of New York, said that the scheme of

gynecology as presented by Dr. Sampson was founded on cor-

rect principles. He regarded two principles as fundamental in

the teaching of gynecology. First, to make students think about
having a quiz rather than a didactic lecture, and to keep con-
stantly before their minds a picture, in order that they may de-

velop the habit of pictorial imagination. This was absolutely
necessary in making a diagnosis of a condition or conditions in

the concealed cavities of the body. One must be able to picture

or map out the entire contents of the pelvic cavity and so culti-

vate the development of that picture as to have a clear mental
picture of the abdominal cavity laid open to the psychical eye,

as though we had the pelvic cavity laid open to the physical
eye. This could be done in two ways : One, as Dr. Sampson had
shown, by movable charts, on manikins, and by the use of the
blackboard. In the avithor's experience nothing had been of

great assistance to him than a blackboard' and a piece of chalk.

One could readily outline the normal conditions in the abdominal
or pelvic cavity, then he could modify them by pathological con-
ditions, if necessary, thus developing the picture before the
student's eye. Touching or feeling was very important, but a
man could touch and keep on touching; if he did not utilize his
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mind at the same time very little good was accomplished.
Tactus ervditus did not reside in a man's fingers, but in his brain,
and this tactus eruditus was aided materially by having a mental
picture of the conditions. The student must make a mental
picture of what he touches and elaborate what the pelvis will be
under normal or abnormal conditions and in this way he became
a skilled diagnostician. This not only applied to the abdominal
cavity, but to other portions of the body. The reason why the
gynecologist was a good diagnostician was because he developed
the pictorial imagination together with the tactus eruditus in his

work. This was the reason why he became a better diagnostician
in this particular field than the general surgeon.

Dr. Frederick H. Maier, of Philadelphia, by invitation, said

he thought they had solved the question of teaching gynecology to

students at the Jefferson Medical College in the last two years to

their great satisfaction. They could not make gynecologists out
of ordinary fourth-year students nor even of post-graduate
students, but they could give them a fair idea of the pelvic organs
and teach them the ordinary points in diagnosis. With the
manikins and charts they had the same trouble. They had
made it a practice for the past few years to give all students in the
last year, after they had practically mastered the sphere of

gynecology, an opportunity, to examine individual cases in

sections of twenty-five or thirty, where operations on patients

were delayed for half an hour, so that during the course of the
year they had an opportunity to examine many cases. These
cases were selected. The different conditions were taught them,
and in this way they got a very adequate idea of diagnosis which
was verified by operation which followed in the second half of the

hour, and the mistakes that were made were subsequently cor-

rected. He did not know of any better m.ethod of teaching
gynecology to students than to have them examine patients in

vivo and then see the operations immediately afterward, see the
mistakes they had made, and see the condition of the parts after

the abdomen had been opened. The patients were anesthetized
when they were being examined.

HOSPITAL GYNECOLOGY.*
BY

ROBERT L. DICKINSON, M.D.,
Gynecologist to Brooklyn Hospital; Obstetrician-in-Chief to Methodist Episcopal Hospital

Consulting Gynecologist to St. Mary's Hospital, Jamaica.

Gynecology exists as a specialty—as a well-defined section of

the surgical art—^because in actual practice the field of the general

surgeon is found to be so large that he rarely has time to develop

to the full, details of pelvic diagnosis and certain matters of

treatment, prophylactic, operative and non-operative; as, for

instance, skill in the study of the bladder and ureters, routine

* Read before the American Gynecological Society, May 27, 1908.
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use of the proctoscope in cases of obscure pelvic pain, and vaginal

attack in lieu of abdominal, wherever it is equally effective.

Other things being equal, he is the best man for a particular set

of disorders who houses in his cortex the greatest number of

expedients and can most deftly develop them at his finger-tips.

But if gynecology is entitled to an individual existence, it will

do ill to attempt an isolated existence—a spinster specialism.

Our particular work located in a hospital of diversified services

must, as compared with a one-line institution, necessarily breed

broader men and women, foster consultations with other depart-

ments, better the surgery of the gynecologist and the gynecology

of the surgeon, and facilitate transfers—must, in other words,

cherish the best interests of the patients and render them less

likely to be considered mere vehicles for their utero-ovarian

organs. Pelvic bigotry and uterolatry are passing, both in

meeting-hall and operating amphitheatre. We shall be, first

and foremost, all-round medical men, then surgical handicrafts-

men and, last of all, experts in one line.

Reason for Separate Service.—In the organization of a hospital,

gynecology should exist as a separate department wherever two

conditions are met with, namely, a sufiicient number of cases of

female pelvic disorder to constitute a service and an individual

equipped with adequate training in general and abdominal

surgery who develops a special aptitude for the relief of the

diseases peculiar to women. If divisions in hospital services are

multiplied beyond a certain point, the services will not be well

attended, for the number of beds allotted to a visiting cannot be

such as to make it worth his while to make nearly daily rounds.

In small hospitals the need is often well met by the appointment

of a consultant who is accorded visiting privileges in his own or in

referred cases; but even in institutions of moderate size it may
happen that a general surgeon is ill-qualified, either from manner
or lack of inclination, to foster and develop such a service.

The question is two-sided, of course. The gynecologist has got

to be handy with an unsuspected gall-bladder or any work as far

up as the diaphragm,, and the general surgeon may not fail to

couple his interval appendectomy with the needed cervix repair

nor forget to underpin the suspended uterus with a pessary for a

first encounter with the wash-tub.

In the interest of women and the institution, the best skill

available should be secured. In the Utopian General every

visiting will hasten to make way for one better qualified and
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every man will recognize his limitations. Our hospital work will

never receive the personal attention to daily details and the

incessant supervision it demands until men are no longer obliged

to subordinate it to earning a living—that is, until they are

salaried, then required to attend a given number of hours a day.

Assignment of Cases.—In a hospital where general and gyne-

cological surgery live in peace side by side, the following regula-

tions have been found to work smoothly. It may be noted that

this hospital has two hundred beds, and is located where prices

are lower than in the borough of Manhattan.

To the gynecological service are to be referred all general

admission cases* of women with disorders of the pelvic organs,

excepting those directly due to existing pregnancy or caused by
delivery or abortion occurring within a fortnight. But "Any
patient with a pelvic disorder referred directly to one of the

surgical visiting staff or to an associate on the surgical staff

shall be credited to his surgical service." Also "Unless in labor,

any pregnant patient with a disorder primarily gynecological

(e.g., ovarian cyst and ectopic gestation) shall be referred to the

gynecological service. A female patient with minor pelvic

ailments requiring operation and major conditions calling for

general surgery shall be assigned to a surgical service. * * *

When in doubt, reference should be to the general service."

Diseases of the bladder in women belong to the gynecological de-

partment. The disposition of rectal surgical affections in women
would be a matter for difference of opinion were it not that such

affections rarely exist unaccompanied by other pelvic disorders.

It is a good thing to have ten-dollar-a-week patients classed as

private. It makes for the self-respect of women of moderate

means, such as school-teachers; it permits members of other

services to send in and operate on such cases, thereby adding to

the income of the hospital; and it works out practically for the

benefit of the surgeon by bringing to him a not inconsiderable

tally of the smaller operation fees.

The Visiting Staff.—-Passing by theories of perfection, let us

consider the actual conditions necessary for reasonable care of

gynecological cases in hospitals. Barring curettings, repairs and

pelvic inflammations, they are found to be considerable opera-

tions. What is the irreducible minimum of rounds to be walked

by the visiting? How many days a week? How many hours a

day or week?

* Free cases or those paying less than $io a week.
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This will depend somewhat on feast or famine and upon the

way operations group themselves; but in general, the visiting

should go complete rounds four or five days a week and the

associate the other days, one or the other making examinations

within a day of admission and on discharge and inspecting charts

and dressings and drains on all patients.

Consultation.—Should there be consultation before every

major gynecological operation? Should there be a consultant

gynecologist, and in what instances should he be called in? Or

will too much delay be entailed thereby? Is a consultant orna-

mental only? Will conference with and examination by a

colleague be more practical and expeditious?

If the visiting is a relatively young man, an active consultant

is desirable, and one not too famous and busy and distant. The

difficulties of adjusting hours with a man much sought after and

the resulting delays are such that the best average consultation is

with some surgical side-partner who can be readily captured and

who will take an interest in the patient and keep it up. Hospital

consultations are so easily obtained and so desirable in the

interests of the patient, of diagnosis and of mutual teaching, and

for their medico-legal safeguards, that they should be more

practised than they are. At present it is often found that they

are consistently evaded, even where the regulations call for them.

Associates.—The position ' of assistant—better labelled as-

sociate—visiting gynecologist calls for much tact. While he

should speak as one having authority, in his chief's absence, he

must not jar the susceptibilities of the honorable the house staff.

As betw^een the associate and house officers, the claim of the

house officer to the right of gaining clinical knowledge by assist-

ing at operations—in which only one besides the operator sees

anything—can be fairly met without detriment to the patient in

this way: The associate should be first assistant at important

private operations and he may be first assistant in difficult and

dangerous free cases. At the beginning of the term of the house

officer as senior on gynecological duty the associate acts as first

assistant, the house officer as second. As soon as this second

assistant shows himself fit to be first assistant, he is to take this

position, and the associate only attends by request, though

notified of every operation. What operations will be given to

the resident will depend entirely on his ability and whether he

proves himself to be endow^ed with surgical sense or not. All

that can be given him without detriment to the patient shoul I 3

;
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given, under supervision, near the end of his term. He has

drudged many months in the hope of reaching this shining goal

and, though we, who know what his practice will bring, may smile

at the small chances of using his experience and at his faulty sense

of proportion, we may not deny him his coveted reward.

The ideal conditions exist only in institutions like that of the

Mayo's where there is team-work. The same staff, made up of

individuals on ample salaries, selected for special fitness for each

particular duty, renders dextrous, automatic, interlocking ser-

vice. The next best personnel is developed by appointing a paid

resident, who remains one or more years and trains changing

crews. The worst method is the usual one, where anesthetist and

assistant get their handicraft training at the cost of the patient,

and a new outfit is broken in partly or wholly every three months.

House-staff Regulations.—Gynecology presents some peculiar

difficulties in the relations between the residents and the hospital

patients. For the benefit of the future private patients of the

house staff all practicable clinical experience must be given to the

residents. In order that intelligent care may be taken of the

patients, particularly in emergency and subsequent to operation,

the interne must know and see as much as possible. But it is not

easy to make house officers comprehend that one great dread in

entering a hospital, on the part of any woman, is the fear of

exposure or questions or examination or, indeed, any profes-

sional contact with new doctors or young doctors ; and also that

insistence on their clinical privileges to an unwise degree will result

in a reputation that will soon cut down any gynecological service.

There are certain peasants and others whose feelings do not take

offence at careful study. This careful study of history, physical

conditions and postoperative behavior may be of great impor-

tance to the recovery of any patient. But with the great majority

one cannot be too particular concerning exposures and publicity.

Wherefore, it is necessary to enforce a regulation usual in the

larger hospitals; namely, that in private cases, except in emer-

gency, .no vaginal examination is to be made by the house staS"

without the sanction of the attending. The same holds true of

the history of private patients, which is a confidential communi-

cation by the patient to her physician and which cannot continue

to be so if spread upon the records. The statement of the

diagnosis on the history blank is bad enough, many women
think.

Gynecological Technic.—For simpler and quicker operations,
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with the fewest hitches, for peace with economy and for better

training of house staff and nurses a certain standardization of

outfit and procedtire is desirable. This is particularly true where

several operators use the same quarters. All ordinary cases

readily group themselves within an average requirement and are

left to this usual schedule, but departures from the average or

standard are readily made to fit the individual case or the indi-

vidual operator. It is the only plan by v/hich the various persons

concerned can be held responsible. The practice of handing

down traditions from one house officer to his successor or from

one operating-room head nurse to another produces man}^ a

hiatus and allows a resident or nurse to interject experimental

variations without sanction. Any system, however, presup-

poses a degree of harmony on the part of the operators and a

measure of flexibility in the plan itself. Mutual concessions are

requisite to secure a certain uniformity. Variations are not

ruled out, but merely reasonably restricted. As an example, if a

canvas of the staff results in agreement on a certain small number
of needles and of sizes, the instrument-room can be required to

keep these always in stock. Again, the omission, after opera-

tion, of some simple detail that should not have needed specify-

ing cannot be excused for not having been ordered. Further, if

one knows the kit for a given operation, it is easy to modify the

list. Here, for example, is 'the detailed schedule for preparation

of patients used by Brooklyn Hospital, of w^hich each of the

house staff and every woman's ward should have its copy.

Here is a reduced outline of a table prepared for curetting. The

nurse has such a sheet of tracing linen for each operation, which

sheet, before sterilizing, she must cover with the instruments, to

see that each is in place, and which teaches her the order in which

they should lie after sterilizing. (See Fig. i, page 73.)

nurses' directions in full.

Preparation for Vaginal Operations.

Operating hour is forenoon.

These directions are general. Modification will be made to

suit special cases, by the Visiting Surgeon or the House Staff.

(A) Food. (B) Bowels. (C) Bath. (D) Local Cleaning.

(E) Quiet.

Food.—Light supper day preceding operation. No food on

the morning of the operation. Give black coffee or clear beef tea
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early. Give water or carbonated waters, hot or cold, freely for

day and evening preceding operation, and, if desired, during

night until within one hour of operation, to fill blood-vessels and

to prevent thirst. Exception: If the operation is to be done in

the afternoon, a light breakfast may be given.

Bouels.—The House Surgeon will give orders.

Geyieral Bath.—A deep tub bath, ten to fifteen minutes, hot as

can be comfortably borne, with scrubbing of abdomen, thighs

and genitals, day preceding operation. Exception: Omit if

patient has had one at home that day, and give in bed if patient

is weak.

Local Cleaning.—Shave; scrub: douche: place protective dress-

ing.

Get Ready.—Scissors; safety razor; douche-bag; nozzle; bottle

of hot water; bottle of warm bichlorid solution, xoVo J
green

soap ; basins
;
gauze ; vulvar pad ; towels and rubber sheet.

See that the razor is sharp; that it is freshly wiped with pure

carbolic acid and then dried with sterile gauze, not boiled ; the

water hot, the douche-bag filled, the bed protected, the lighting

sufficient. Cover the patient carefully to avoid exposure and

chilling. Unless the hair is scanty, clip it moderately short.

Make a profuse lather with hot water to soften hair, shave gently

and thoroughly; clear the cut hair frequently from a safety razor.

Renew the hot water. Begin the cleaning in the folds be-

tween greater and lesser labia, then draw back the prepuce to

look for any white secretion beneath it. Let no sponge that

touches the anal region make any other contact. Gauze suf-

fices. It scrubs sharply, and is to be changed often. The upper

thigh, the buttocks and lower abdomen, are successively scrub-

bed, dried and covered.

For the vaginal douche, see that the solution is warm, and the

glass nozzle newly boiled. For the virgin who has never used

douches the glass catheter or rubber catheter should be used

as a nozzle, in the dorsal posture, with care and with good il-

lumination, to make sure it enters the hymen right. Then hold

the greater labia together in order that the fluid may balloon

everv fold of the vagina, and by its sudden exit flush out all

secretions. One quart suffices. Place pad over vulva. If

bowels move thereafter wash anal region.

Quiet.—The patient is to be put to bed upon entering. Books

and visitors will occupy her mind happily, unless she is exhausted.

Xo hospital tales or gossip.
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Just before starting for operating-room, patient must sit up and
urinate, unless prostrated ; catheter only to be used when ordered.

Exception: In case of emergency operation, the general bath is

to be omitted, unless ordered by the house surgeon, and local

cleaning in certain cases is done on operating-table.

Preparation for Abdominal Operation.

Operating hour is forenoon.

{A) Food. {B) Bowels. (C) Bath. (L>) Cleaning. (E) Quiet.

Food.—Light supper day preceding operation, unless other-

wise ordered by the House Surgeon. No food on the morning of

the operation, but give black coffee or clear beef tea early. Give

water or carbonated waters, hot or cold, freely for day and

evening preceding operation, and, if desired, during night until

within one hour of operation, to fill blood-vessels and to prevent

thirst. Exception: If the operation is to be done in the after-

noon, a light breakfast may be given unless otherwise ordered.

Bowels.—The House Surgeon will give orders.

General Bath.—A deep tub bath, ten to fifteen minutes, hot as

can be comfortably borne, with scrubbing of abdomen, thighs and

genitals, day preceding operation. Exception: Omit if patient

has had one at home that day, and give in bed if patient is weak.

Local Cleaning.—Shave, scrub, douche, protective dressing.

Get Ready.—^Scissors; safety razor; douche-bag; nozzle; bottle

of hot water; bottle of warm bichlorid solution, :foVo; green

soap
;
gauze ; vulvar pad ; abdominal binder ; towels and rubber

sheet.

See that the razor is sharp ; that it is freshly wiped with pure

carbolic acid and then dried with sterile gauze, not boiled; the

water hot, the douche-bag filled, the bed protected, the lighting

sufficient. Cover the patient carefully to avoid exposure and

chilling. Unless the hair is scanty, clip it moderately short.

Make a profuse lather with hot water to soften hair; shave

gently and thoroughly; clear the cut hair frequently from a

safety razor. Renew the hot water. With a profuse lather,

scrub the skin five minutes thoroughly, until reddened. Rinse

well before using bichlorid. Dry vigorously, with friction.

Apply dry sterile gauze dressing. The patient must not be cold

or wet all night.

Quiet.—The patient is to be put to bed on entering. Books

and visitors will occupy her mind happily, unless she is ex-

hausted. No hospital tales or gossip.
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Just before starting for the operating-room, patient must sit up

and urinate, unless prostrated. Catheter only to be used when
ordered.

Exception.—In case of emergency laparotomy, omit general

bath. Omit enema, unless otherwise ordered ; attend to local

shaving and cleaning, if ordered ; in certain cases it will be done

on operating-table.

Relation of Hospital and Dispensary.—Let us harp on the same

string always. The interest of the patient, the patient, the

patient, first, and last and in between. With it dovetails ac-

curately the interest of the institution and of the visiting and of

the house staff. If, at first glance it seems to square least wqth

medical education, yet truly it does so square in any broad and

far-sighted view^ of the matter. Now the best care of a woman is

impossible where out-door and in-door treatment wofully fail to

interlock, as in most institutions. The patient should come

from dispensary to hospital with a provisional diagnosis and any

important facts of the history. After operation she must be

watched most carefully, returning to the dispensary with her

statement of operation and her needs. The form of report to the

hospital on admission may be of hospital size for filing with the

history, say an admission sheet. The form of report to the dis-

pensary may well be of card size if the dispensary records

are card records. In any case intelligent care calls for a

report.

The second way in which interdependence may be worked for

the good of all is to have the dispensary the natural order of

promotion to the hospital. House staff, dispensary, visiting

staff, consulting staff—this is the natural progression. If the

top man in a department of the dispensary is the lowest man in

the same department in the hospital, a properly correlated

system is under way. Also the patient is followed into the

hospital and out again by the same man. To keep the dis-

pensary up to standard and in touch with the hospital, the visit-

ing should stand ready at stated periods to examine certain cases

at the request of the occupant of the dispensary chair.

The gynecological department in the dispensary should be

equipped for the diagnosis of diseases of the bladder and rectum

in woman and be qualified to treat the simpler cases. For

instance, chronic constipation should always be investigated by

the medical man in order to locate mechanical causes, for no

constipation is cured that is merely fitted with a pill.
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Much that has been advocated as to the desirable and practical

solution of proper hospital care of women is prevented by:

1. Assumption by an individual of more work than can be

faithfully or honestly or even cursorily performed by any one

man ; and reception by an institution of more patients than it is

equipped to treat.

2. A multiplicity of hospitals which are too small to be well

outfitted and well manned (where a merger should take place).

3. Defective system. "The American is a splendid organizer,

but he does not know how to make his methods simple," said an

Englishman lately.

HOSPITAL HISTORIES.*
BY

ROBT. L. DICKINSON, M. D.,

Brooklyn.

Gynecologist to Brooklyn Hospital; Obstetrician-in-Chief to Methodist Episcopal Hospital;
Consulting Gynecologist, St. Mary's Hospital, Jamaica.

In recasting the medical and surgical records of Brooklyn

Hospital last year, the forms from a large number of institutions

were gathered. As a result of this study of methods made by the

surgeon Dr. John E. Jennings, and myself, the following con-

clusions are submitted

:

Simplicity and clearness, ease of reference at bedside or in file

or volume, portability and compactness—these practical utilities

should govern the plan. For the routine records of the ordinary

undermanned hospital an irreducible minimum is to be decided on,

a definition of duties drawn up, and then the regulations enforced.

On this foundation may be built, later, any research work for

which there are brains, men, money, and time. But it must be

recognized as such, and there must be eliminated the confusion

now existing between the two objects of hospital histories;

namelv, a record of those facts essential to the care and recovery

of the patient and that entirely praiseworthy and altogether

different matter—a series of scientific observations. Thus,

student and interne should not grow discouraged, and leave,

untrained in sense of proportion and perspective, to drop history-

keeping in private practice, the while our institutional chronicles

vacillate between two extremes—essays and waste paper. It is

to be made clear that one paragraph of synopsis of operation

entered as the patient is rolled out of the operating-room is

* Presented before the American Gynecological Society, May 26, 1908.
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worth pages indicted the second evening after. Convalescences

and dressings and condition on dismissal are also matters not to be

overlooked.

1. Methods and sizes standardized by business usage should be

employed. The card-index, the folder and the vertical file are

the basis of convenience. While card histories are preferable for

private practice because they may be carried to the bedside and

the hospital, in institutions sheet records are better than cards.

Brooklyn Hospital abandoned cards after ten years' use, and we

hear of no hospital that uses them now except in dispensary

work.

2. The page should be of one of the standard sizes; that is, one

for which the market furnishes stock supplies in the way of

filing devices, and not a printer's off-hand suggestion. A con-

venient proportion is letter size, not to exceed 9^X11 inches.

3. Of /rm/etZ/onni- a mmmttm wwmfcer should be allowed. One

color suffices for all services. To dift'erentiate services the color

of the bedside cards, and a seal to correspond pasted on the folder,

classify and identify cases and histories, in conjunction with the

proper entry at the head of the history. As an instance of com-

pactness, the New Haven clinical chart may be instanced. Un-

der the temperature-chart stand the entries of urinalysis and

blood-tests, while on the back w^e make those relatively in-

frequent entries, examination of stomach contents, feces and

sputum. B. i. d. and q. 4. h. temperatures go on one chart by

dividing the longer da}' from its neighbor with a red line, and

thus preserving our record, in sequence, on one page. The final

sheet, ultimately the front sheet of the history, must give at a

glance a summary of all important matters, and yet calls for no

duplicate entries. Those entries that develop late, such as

signatures and the final pathological decision, naturally fall here.

Eight blank forms cover the essential needs of a general

hospital, to wit:

(a) Front, or summary; (6) admission history, with two

special admission blanks (c) and {d)
;

(c) gynecological history

;

{d) obstetric history; (e) operation; (/) continued history;

{g) temperature-chart
; (/?) bedside notes. Where a considerable

number of histories follow one form, as in obstetrics and gyne-

cology, these are printed in full by the hospital, but blanks for

special research are to be paid for by the investigators ; they will

be of standard size and style, and they will constitute part of the

official history, not to be removed from the files.
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4. To use both sides of the paper, and to do away with heavy

cHps and holders, the little manila portfolios (called folders) used

in the vertical file systems to hold letters, hold the history.

Clips or snaps or punched holes have not been found necessary.

The folder is labeled with the name and the seal of the service, not

on the usual free edge, but lengthwise close to and along the back

toward the right corner. When filed, the diagnosis goes on the

left hand corner. The folders lie bunched at the nurse's desk, and

on rounds she carries the light pile from bed to bed, having them

in proper order, and handing each at its needed time. As they

do not hang at the bedhead, the diagnosis and the operation can

be in the history, and the history is confidential (unseen by

patient and friends) and complete. If more than one service is

represented in a long ward, the nurse has at her table the histories

grouped by services (by colored seals). If the histories are to

be kept at the bed, I recommend the only light, surgically-clean

and concealing holder—a fine new aluminum portfolio. It is all

metal, has a spring back that holds one sheet or thirty, is thin,

without projections, and bears no enamel to be chipped.*

5. A patient and his history are never to be separated, in whole

or in part. With the discharge of the patient the history goes to

the ofiice (or record-room) to be kept, in its folder, in vertical

file drawers under service heading. The office (or record clerk)

is responsible. Here the visiting sign, and the historian (or

record clerk) enters the diagnosis on the folder, and files under

"principal disease," according to the official nomenclature.

Here the pathologist makes his late final entry. If the history

does not come down with the patient it knocks around a house

officer's room until he has a fit of finishing; or if only part comes

to the office, some pages may go astray. It is a poor time to

locate a missing sheet or to revive the shadow of the memory of

an appendix after an interne has had his diploma signed and

has disappeared.

Uniformity of nomenclature is essential, whether in indexing

the cases in a little hospital or the causes of death of two hemi-

spheres. I have carried this hospital indexing question to the

highest authorities in this country. The Census Office and the

"Index Medicus" make the same recommendation. Dr. Cressy

Wilbur, head of the Bureau of Vital Statistics of the Census, and

* That for letter size history blanks is 12J x lof inches, and is known as Sieber &
Trussell, St. Louis, No. 675. It costs $1.60 each in hospital lots, whereas the

folders cost part of a cent each.
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the librarian-editors in the Surgeon General's Office say the best

schedule for our purpose is that embodied in the "Nomenclature

of Diseases of the Royal College of Physicians of London,*" which

is very complete and in four languages. It includes full lists of

injuries, operations, tumors, malformations, etc. An inter-

national agreement on nomenclature that will take in, not only the

present twenty-nine countries, but Germany and England as well,

is hoped for, but this cannot be accomplished before 1911 or

1 91 2. The national societies of specialists, the government

departments and the American Public Health Association are

expected to collaborate with the American Medical Association

in framing a schedule to be submitted at an international meeting

planned for Washington in 19 10. To bring the system down to

practical working size Bellevue Hospital in Xew York has pub-

lished a pocket summary entitled "Nomenclature of Diseases and

Conditions for Bellevue and Allied Hospitals." This must be fol-

lowed rigidly in entering diagnoses on histories. It is excellent,

and is now under revision after five years of use.

It is a safe statement to make that the above principles and

methods halve the cost and double the efficiency of clinical

records.

RESPONSIBILITIES CONCERNING HISTORIES.

A working plan is recommended—a one-man responsibility, as

follows

:

(a) History Committee.—A standing committee of one, a

member of the professional staflF, is answerable to the medical

board and to the board of managers or trustees. The commJttee

plans methods, blanks, a surgical syllabus, a medical syllabus and

all necessary regulations, and secures their approval by the boards

named. He puts these regulations into eflFect and into type

down to minute detail, leaving nothing to tradition. He is as-

sisted by a substitute to provide for absence or illness—^say a

junior member of the staff. The details of management and the

ordering of supplies and filing histories are in the hands of a

historian, or history clerk, who should be salaried for this im-

portant drudgery in any but a small hospital, even if the visiting

staff have to divide up the cost. The name index is kept by the

office force, A history from discharge to binding is under lock

and kev or under supervision in a vertical file in the office—in a

place convenient for final entries or signatures.

*\Vyman& Sons, Fetter Lane, E. C. London, 1906, 50 cents.
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{b) Visiting Staff.—However good the method and however

eager the interne, without a certain degree of interest on the part

of the attending, no histories will be of value. To instruct, to

commend good work, in some cases to dictate or make entries, as

of operation details, and to look over and sign—these are es-

sential. In case of failure on the part of any visiting to sign

histories, the fact is reported to the medical board by the com-

mittee. A fixed date is designated for signing, such as the second

and fourth week of each month.

(c) House Staff.—Here again responsibility begins at the top.

The house officer at the head of a staff cannot be allowed to

excuse himself for imperfect work on the part of his history-

taker. He is answerable. It is for the house surgeon to write up

promptly all histories of operations. The heads of the operation

should be entered in the operating-room. No man's memory is

twenty-four hours long. The lever wherewith to lift the plane

of histories is refusal of promotion or postponement of signature

to the hospital diploma where a house officer's histories are de-

fective. One enforcement of such a penalty is handed down as a

tradition. It suffices.

As a sample of history regulations which leave nothing to

tradition or unauthorized alteration—where nothing is taken for

granted—the following is submitted. Adaptation to meet special

needs can be readily made. . The regulations are drawn up to fit

the simplified history advocated above, coupled with the Bellevue

Hospital method of indexing and filing.

REGULATIONS GOVERNING HISTORIES, BROOKLYN HOSPITAL, I908.

I. The Trustees require accurate and reasonably complete his-

tories of all patients received into the institution. The Superin-

tendent of the hospital is the representative of the Board of

Trustees in enforcing this requirement. The super^ ision of these

records and the arrangement of methods and details is placed bv
the Board, upon recommendation by the Professional Staff, in

charge of the Committee on Histories of the Professional Staff

(hereinafter called the Committee). At reasonable intervals the

Committee will confer with the Superintendent of the hospital,

and, on the matter of the nurses' entries, with the Superintend-

ent of the Training School. The Committee, with the aid of

the Historian, gives instruction to the House Staff, sees that

the histories are properly kept up and supervises filing and index-

ing. Requisitions on the office for necessary material for his-
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tories should be signed by the Committee or the Historian.

Without the sanction of the Committee, no alterations in method

are to be made. In the absence of the Committee, the Substitute

will act in his stead.

2. The Resident at the head of each service shall be immediately

responsible for the histories of that service (except for the chart

of the temperature and the bedside notes of the nurses), but he

Hisfory in

folder inward:
color of seal ^ History
dc^ionatC5 service. Sheets,y in all.

Cabinet conlBins KisloriuSiInda

Fig. 2.—Vertical letter-file method' applied to history keeping in hospitals (or

offices). A manila folder carries the various sheets of the history. The color of

the seal denotes the service to which the patient belongs, and corresponds with the

color of the bedside card. The histories are piled, by services, at the nurse's

desk, and delivered to each bed during rounds, or else hung by small clips at the

head of each bed. After the patient's discharge each is filed by principal disease

and serial number thereunder, cross indexing the complications and storing in the

drawers until bound. This is the Brooklyn Hospital history and the Bellevue

Hospital indexing. The labelling is on this unusual location, because, in filing,

the little portfolio is set among others on its open edge, and turns like a big card in a

card catalogue. The contents do not spill out. Any completed history between
discharge of patient and binding is accessible in sixty seconds.

may delegate to one of his subordinates certain duties or entries

after conference with the Committee.

3. Entries are to be made in ink (but sketches or outlines may
be in pencil or crayon). • Each part of a history (excepting tem-

perature-sheet and bedside notes) must be signed by the writer,

but initials will suffice for brief memoranda. Underscoring of

headings or important matters is desirable, such as the titles of

different operations performed on one patient, the chief com-

plaint, hemorrhage, etc. Due attention to the recording of
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"Ward Admission No. Service

/^ -^i^J^^i^ GYNECOLOGICAL
In ch.rKoI (Vaitins) Dr. ([T>

_ ^

Alf 9tl<«k Mirried VPWwMd Color . Nalivil/ Ocfupalion ^. Rclijioo

Admitted

/,££ I9^<:f X
Dijcharscd

/^-c:' .^ ^-" ^
CST ^ S<» buck of cardT.me in K)t^

- intfnth* ^^G dayf —~ houi

Referred by (Dr. Vi<No

Numi fncnd or rslali.

^^^^0*-fc-<^-«g-< <S7S^
sUlive ^7 ,^ P^" ~r Addrfo .nd t-lephone No. 37 ,a^<:fS~'!'-

Principal dl»ea«li-i*<fordmg to otfacial mMnenclalure) ''
.^fTislory Number Recov' Impr

T i

!

Fig. 3.

In case of death or transfer, or previou

Falhrr's name
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conditions and treatment of surgical cases after operation and of

medical cases during their laler course and convalescence is

required of the House Staff; as, for example, consultation and the

result, complications, suppuration on the bedside card, for con-

venience when used later as in index, the family name comes

first, but on the sheets and folders, to bring it close to the upper

^'/6So THE BROOKLYN HOSPITAL

ATTeNOINC.

Uta^nosii antt'UpcralU

Comgltcatioru

7^ _aW^^^

Discharge In F»tti. Signed by Bjcamt^tr- Rerov^fed, trnproved, Vmmproved, Oir^

•^ jO^^'^^^

ll»<ju*tted to Jieporl mi^ <»^ *y^*-^

Pathotogist't Ji*pcrt. isign^a)

..^

mumatt Rttult sand t

]uw«, > . 'i^ - fo*'*^ 1^^^ ^^*^ Ltto-i«^

Hlitory Compute. /u**»iipriTg

Signature of Attending Signature of E^euaen

^ . |m^ »kx^ o4b.

Fig. 5.—Reduced fac-simile of front ])age. This is a summary and contains
final diagnosis and pathological report and signatures.

corner the last name of a patient is to be placed last, thus, "John
Smith;" and "Miss" or "Mrs." before the Christian name of a

female adult.

The provisional diagnosis is to be entered on the admission-

sheet when ascertained, and a complete diagnosis is to be filled in

on the front sheet as soon as it is known. The diagnosis on the



AMERICAN GYNECOLOGICAL SOCIETY.

bedside card will be entered by the house officer who discharges

the patient. In the interest of uniformity and good indexing,

the official titles of diseases, injuries, malformations and tumors
must conform without deviation to the Bellevue Hospital

Nomenclature. To determine the heading under which to place

CTMICOLOOT
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Bedside Card.—The entries on the front of the card as far

down as "Principal Disease" will be filled in by the ofifice or ad-

mitting officer, and the card sent to the ward at the earliest

available opportunity. The diagnosis ("Principal Disease") and

complications will be filled in by the house officer who discharges

the patient, and these will conform with the like entries on the

THE BROOKLYN HOSPITAL

/IHESrHEJlJt Data ^K-o^ /'?^ '/'fname J^-t^JHT "/h^ J"-"^
Begun I

'

"— AJU.. ^rM: Stopped ' i.^ Jt^-M,-, P. M. Operation begun 1 1 ^^—^ tn^ed f 5. ^^"/i,

Duration — hour *-/ o minutes

Nitrous Oxide mlnutJk: Ettier^^Tt'oz : Chloroform
d

Complications and medication during anesthesia

Local : kind. am't.

Or. <^yCLtx-^.

Anesthetist, Dr.
'I c -^ ,0

r. J*tL^ Aoi

OPERATION iTttU. Jor Indmxtngi FuU DncripUon; Signalutf of Operator and Hout* Sui

Ari^-^^^j^

ad^

_e-^i-€-t,-^ ^zi^^,^ >^.r.At^/ *»<_<i_*.<.,^ -^-.O Jrff^.c^ ,

y 6-^ yU^^ -/...^ J^Al. T^hTx^^ •^-Jf-j^OC.
l^f'.^^^J y^QjC yVjilf yU/^-.-^ -^<^y« 7

2>nslnat»; ntbh»r tMblat,Jl_; glass tuba. ; atteking. ^I«c*i. Dat* li*moeat Vo.^ 1^ — p-'^'vO''

Pack; number of plmc*% and

Jlltefin r»qulrlMt rmmtpat. nuintmr.ft«r, maUrlof vTxO'r '''*^' Oaf* »/ A«mooa/ ^^^*«t ^- '

Mar^nM r*t»r9*d for binding and trimming; writm Insldm r»d t

Fig. 7.—Fac-simile of operation-sheet, reduced in size. It covers the anesthesia

blank, and the drainage blank often used.

front sheet. In case of death these entries will be filled in as

soon as practicable by the house officer. In case of death or

transfer the proper entries on the back of the card will be made

by the house officer. On discharge of the patient, card and

history accompany him to the office. The cards will be filed

alphabetically by the Record Clerk in the drawers provided for
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that purpose. The history number will be added by the His-

torian (or Record Clerk) when filing the histories by disease.

Front.—This is to be filled out by members of the House
Staff (or Visiting Staff) when the facts called for are developed,

but does not take its proper position until the history reaches the

TEMPERATURE
r „ THE BROOKLYN HOSPITAL ,,

, O j
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be taken on the lines of the syllabus provided. General surgical

histories shall follow the order of the surgical syllabus. Gyne-

cological admission histories of any service shall be entered on

the special form Gynecology. Obstetric histories shall be taken

on the blanks provided therefor. The history on admission shall

be filled out, in the folder, within twenty-four hours of admission,

THE BROOKLYN HOSPITAL

.._^hrt.J4 5m.ft

1"

-X

1Jt\mah

TV-

^1

'\-^'v

Cl.4 a

fj"

b. b. CnM^ma/

C«tvJ^^7

^1

c.:d

,^

aJ( «'y&/™< Vl- ifc-^u i

:(^

At

^^

Fig. 9.—Bedside notes of nurses, compacted as much as possible.

whenever possible. Outlines whereon injuries or tumors or the

like may be plotted may be pasted on the back of this sheet.

6. In private gynecological and genito-urinary cases in which

the history has been already taken by a member of the Visiting

Staff, only the general items at the top of the history-on-admis-

sion, such as address, age, sex, etc., should be entered, but the

following note shall be made on the record: "Private case;
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history taken by Dr " In other

private cases' the history %vill be taken unless otherwise directed

by the Visiting. A private case, although in charge of a member
of the Visiting Staff connected with a different service, shall be

entered on the history-blank of the service to which the case

properly belongs. Thus, a breast amputation, whoever the

operator, is classed as general surgery, and any private obstetric

patient is classed as of the Obstetric Service and the history is

entered on the appropriate blank.

7. Exceptions.—Surgery of the pelvis and eye, ear, nose or

throat or orthopedic cases which are referred by the surgical

staff of the First and Second Surgical Services should be entered

as general surgery and histories kept accordingly, but the gyne-

cological admission history may be used for female pelvic cases.

co"i?TSSJo
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may be used, with a reference note on the front; but important

final reports, as of sections and autopsy, belong on the front

page. Reports on sputum, stomach contents, feces and bacter-

iological returns will be made on the back of the temperature-

sheet.

ID. Operation.—The folder carrying the history shall ac-

company the patient into the operating-room and return to the

ward or room as soon as possible after the patient's return. The
House Surgeon or Acting House Surgeon shall make entry, or cause

entry to be made (in the operating-room as soon as possible after

each operation or examination) of a synopsis of the operation or

findings, or both together, with the name of the operator and a

memorandum of drains or packs or stitches to be removed, and
shall append his signature. If the most important facts are

THE BROOKLYN HOSPITAL

Age

Occupation—

Diagnosis {proolslonati—

Complications —

Referred by Dr

P CM.

Haee—
Married, Single, Widowed

Attending

-

Resident—

Fig. II.—Heading of admission sheet for medical and surgical cases.

entered, gaps may be left for filling in details later. The record

of anesthesia made by or under supervision of the anesthetist is

to be entered directly on the operation blank soon after the

operation.

11. Continued History.—Here all important matters in the

patient's condition after admission or operation which are not

covered in other blanks shall be summarized always and, where

necessary, related in full. Such items as important changes in

conditions or suppuration must be entered at once, but a synop-

sis of the nurse's bedside notes may be required not oftener than

once a week. The house surgeon and house physician will be

held responsible for a- continued history that gives, in a brief

form, all important events.

12. Care must be exercised that the diagnosis on the front

sheet is full and exact. On dismissal of all except obstetric

patients, the history accompanies the patient to the of^ce, and

is filed in the historv case under service headings or guides until
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signed by the visiting. The pages are then placed in the follow-

ing order: Front; Admission History (or Gynecology); Opera-

tion, if any; Continued History; Temperature-chart; Bedside

Notes. Any missing form must be reported to the Committee or

Historian at once by the office. Any late report from the Pathol-

flDetfiobtst Episcopal llJospital.

OBSTETRIC CASE RECORD
Service of Dra.

In Charge of Dr.

Sent in by

Slsn
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ries are only to be obtained by personal attention of the head of

each service, in case of failure to inspect and sign histories on the

part of a member of the Visiting Staff, the Committee will call the

member's attention to the omission and, on expiration of a

reasonable time, report such omission to the Professional Staff.

14. No history or part of a history nor any part of the index

may be taken from the building except by written order from the

Superintendent or the representative of the Superintendent.

Such order shall be filed in a place indicated by the Superintend-

ent. Access to the histories after completion shall be had only

by the Superintendent's office, the Visiting Staff, the Historian,

the House Staff and the Dispensary Staff, Histories shall be

kept in folders in vertical files in the office until bound.

15. Supplies will be kept in the store-room, but small quanti-

ties will be on hand in the wards or in the rooms of the House
Staff in convenient places designated by the Committee. Spcv^ial

printed forms will be furnished by the hospital whenever a large

number of histories cover the same lim.ited field, as in the obstet-

rical and Gynecological Services, but the cost of special blanks

to collect observations for researches by members of the staff

must be met by the member making such research. Such

histories or portions of histories shall constitute part of the

hospital record, and may not be removed.

16. The index of names will be kept in the office by the office

force except as above specified. An index of operations will be

kept by the Historian, conforming to that in the London Nomen-
clature. On the "Complication sheet" and the "Cross-reference

sheet" the Historian shall record each complication and disease

as the Committee shall direct. The histories will be bound as

they are filed in the order of the Bellevue Nomenclature—that

is, by diseases.

The Committee on Histories of the Professional Staff for the

current year is Dr. Dickinson; Substitute, Dr. Jennings; Histo-

rian, Dr. Pier; Associate Historian, Dr. Moore.

nurses' directions concerning histories.

The outside cover of a history is called a folder. The upright

cardboard bearing label of service is called a guide. Entries

will be made in ink. The last name of a patient is to be written

last, thus "John Smith," and Miss or Mrs. precedes Christian

name.
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The folders containing histories shall be grouped together in a

suitable place in the wards and on the Private Side. Each
folder is to contain, in this order, the following blanks : Tem-
perature Chart; Bedside Notes, in regular sequence, turning over

like pages in a book; Front; History-Admission (or Gynecology)

;

Operation (if any) ; Continued History.

The History blanks are to be assembled in proper sequence

by the nurse in charge on admission of the patient to the v/ard

or room. The admission number is to be entered on the history

by the nurse in charge. The admission slip bearing the admis-

sion number and the patient's name and designating the

service will hang at the patient's bed until the bedside card re-

places it.

The following are the blanks in use. Each is designated by a

name in its left upper corner:

Front.—This is filled out by members of the Attending

Staff or House Staff when any of the facts called for are

developed, but is not put in its position until the patient is

discharged.

History Admission.—The plain History blank is used for all

cases but obstetrical and gynecological, when the special blanks

for such histories are to be substituted ; all entries are made by

the Staff.

Operation.—Anesthetist and House Surgeon make the

entries.

Temperature Chart.—To convert the b. i. d. temp, into a q. 4. h.

temperature write, covering or just below "M" or " E, " the

hour, thus, "4, S, 12, 4,8, 12." This permits unbroken records,

when a change is made from one method to the other. A red

line is drawn after midnight of each day whenever the q. 4. h.

method is employed. One day at a time is usually enough to

fill out. All temperatures are to be b.i.d. unless otherwise or-

dered, excepting that major operations shall have q.4. h. tem-

peratures for four days after operation.

Under the heading " Day in Hospital " designate any part of

a day as the first day. Under the heading " Day of Disease"

designate any part of a day as the first day. " Day after Opera-

tion," designate the day of the operation as first day.

Bedside Notes.—Admission temperature is to be entered. No
lines should be wasted. The bedside notes and the chart of

temperature are the province of the nurse, and entries should

not be made by others.
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Continued History.—For a synopsis of the after-care or for

memoranda by Visiting Staff or House Staff,

The history accompanies the patient to the office on dismissal.

DISCUSSION.

Dr. I. S. Stone, of Washington, read a paper on

CYSTOCEIvE.*

Dr. F. PfannensTiel, of Kiel, Germany, said that in the treat-

ment of prolapse of the uterus and bladder the most important
point was the cystocele. The best way to prevent the recur-
rence of a cystocele was, in his opinion, the vaginal interposition

of the uterus between the bladder and the vagina. Neither
ventrofixation nor any method of shortening the round ligaments
gave good lasting results, because the relaxed pelvic floor could
not hold the bladder in the normal position. On the contrary,
the bladder was pushed downward by a ventral or inguinal fasten-

ing of the uterus so strongly that the best methods of colpor-
rhaphy would not be sufficient to hold it up. With the recur-
rence of the cystocele began the recurrence of the prolapse and
retroflexion. The only measure that could help here was the
interposition of the uterus between the vagina and the bladder,
and that was a vaginal operation consisting in a combination of

very extensive vaginofixation with corresponding anterior and
posterior colporrhaphy and perineoplasty.

For this purpose he laid stress upon a complete separation of

the bladder from the cervix and vagina, not only in the middle,
but also laterally, in order to )De able to push it upward as far as
possible. Furthermore, the uterus should be sewed to the vagina
not at the fundus, but in the upper third of the anterior suiface
of the corpus. The elliptical flap cut out of the anterior vaginal
wall should not be too broad, and the vagina slightly under-
mined on both sides in order to make ample room for the inter-

position of the uterus. While the vagina was sewed up the
cervix was pushed back into the posterior fornix, since if drawn
before the vulva in this step of the operation, later it would not
readily return into its proper position high up. Interrupted
sutures" were employed, and the last one tied was used as a tenac-
ulum. A corresponding colpoperineorrhaphy completed the
operation by providing for the descended uterus a new firm sup-
port. This operation could be performed also on a woman still

within the childbearing age without any danger of causing a
dystocia. Then, however, the following modification had to be
made: it was necessary to interpose the peritoneum of the
bladder as we had been taught by Diihrssefi. The permanent
results of the modified operation were not so entirely satisfactory.

Recurrence was possible, and, therefore, he preferred the method
of fastening the uterus to the wound surface of the undermined
vagina.

*Will appear in a subsequent number of this Journal.
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The subject was further discussed by Drs . J. Riddle Goffe,
of New York; August Martin, of Griefswald, Germany, and
Charles P. Noble, of Philadelphia.

Dr. Hugo Ehrenfest, read a paper entitled

ENDOMETRITIS EXFOLIATIVA.*

SECOND REPORT ON OPERATIONS FOR RELIEF
OF PELVIC DISEASES OF INSANE WOMEN,

INCLUDING 411 PATlENTS.f

A STUDY OF THE CHARACTER OF OPERATIONS APPEARING TO
GIVE THE BEST RESULTS, ALSO THE CHARACTER OF

INSANITY RECEIVING THE GREATEST BENEFIT.
BY

LeROY BROUN, M. D.,

Siorgeon to the Woman's Hospital, Consulting Surgeon Manhattan State Hospital
New York.

"Mere medical and moral treatment does not meet all the

requirements of psychiatrical practice, and therefore we should

leave no stone unturned in endeavoring to treat our cases

individually according to their several needs."

Such are the w^ords of Mabon, the former president of the

New York State Lunacy Commission and now the Medical

Superintendent of the Manhattan State Hospital.

In other words, each patient should be restored to the highest

state of physical health in order that the special treatment

directed to her mental state shall be productive of the greatest

good.

It was in this spirit and with this desire that in 1902 I was

placed in charge of the gynecological operations of the Man-

hattan State Hospital, an asylum having under its care some

2500 women and receiving yearly about 1000 new patients.

All patients on admission are given a systematic physical

examination, including the condition of the abdominal and

pelvic organs, each feature of the examination being carried

out by one trained in the special line.

When pelvic or abdominal pathological conditions are present

such patients are referred to me for the purpose of determining

whether symptoms arise from such, and if so whether an oper-

ation will be of benefit.

The advisability of an operation having been decided on,

the guardians of such patients are communicated with, the con-

dition and physical benefits explained and their approval of the

* Will appear in a subsequent number of this Journal.

t Read at the meeting of the American Gynecological Society, Philadelphia, May
26-28 1908.

L
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Operation considered advisable is asked. When refused, as not

infrequently, nothing is done.

It will be seen that the physical condition and the possible

relief from the resulting physical distress have alone been con-

sidered. The mental condition has not been taken into account

except in instances in which the psychical state precludes the

advisability of any operative procedure. The patient, after

she has recovered from the operation, is transferred from the

hospital ward proper to the one to which she had been previously

assigned ; there the treatment directed to her mental state is

again taken up.

A separate history has been kept of all patients operated on

in order to determine if possible to what extent the relief from

physical symptoms, together with the asylum treatment, has

benefited their mental condition.

Since my connection with the hospital there have been done

by myself and under my supervision 411 abdominal and pelvic

operations.

What benefit, if any, have these operations been from a mental

standpoint? Has the effect been in any way to hasten the

patient's mental recovery? or has their mental condition shown

a more rapid improvement after the operations than before

them? With patients in whom, from the character of their

psychosis, there is no possibility of a mental improvement,

have they been made more contented with their surroundings

and happier units of the colony of which they are a part? These

are the questions that are vital to us and which can only be

answered b}^ a study of the progress of many patients upon

whom operations have been performed for the relief of physical

suffering. A few isolated cases prove nothing. There are too

many associated factors entering into the progress or lack of

progress of a patient mentally deranged to argue from small

numbers. To succeed in offsetting one set of extraneous con-

ditions by others of an opposite character, a collective study of

the results of many operations is necessary; by this means only

can we with reasonable surety feel that we arrive at correct con-

clusions.

In 1905, I presented for your consideration a paper entitled

"Operations for Relief of Pelvis Diseases of Insane Women,"
based on the surgical work performed on these unfortunates

during the two years previous. The conclusions drawn at that

time from a study of the effects of these operations were

:
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1. That in no instance was the mental disturbance of the

patients accentuated by the operations performed.

2. That the physical benefit shown by those operated on was
noticeable in a marked degree in almost 50 per cent, of the cases,

and appreciable in about 40 per cent. As a result of this bodily

improvement they became happier and more contented units

of the colony among which they lived.

The mental recovery of twenty of those included in this pre-

liminary report was unquestionably hastened by the operation

performed upon them. While in most instances there had been

some mental improvement before the operation, yet in all of

the twenty the psychic improvement was striking after the

surgical recovery, and in some instances the improvement

seemed to date from the operation.

At the time of presenting the paper from which the above

conclusions were drawn I did not feel justified in making further

deductions other than that the apparent mental improvement,

as a result of the operations, did not depend on the character of

the operation done, but more upon the relief from the train of

symptoms attendant upon the pathological states for a cure of

which an operation was demanded.

Three years have passed since the preliminary report of this

work. The number of patients included in the present report

is 411, This includes the total number operated on for the last

five years.

Of this number seventy-two patients have been discharged

as recovered.

The mental recovery of thirty-two, or about 44 per cent.,

showed a much more rapid improvement after the operation

than before. Xo patient is included in this number whose

mental progress was not strikingly marked after the operation

in comparison with her progress before the operation was done.

For the purpose of studying the character of surgical work
done on those whose mental recovery was in a large measure

due to the relief given, I have divided the operations into two
classes, abdominal and plastic.

Among the abdominal operations occur twelve recoveries.

Three followed supravaginal hysterectomies for fibromyoma
of the uterus, both adnexa being removed in each instance.

Seven followed suspension of the uterus, in two of which the

adnexa of one side were removed. In one gastroplication was
also done. In two small fibromvoma were also removed. One
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followed removal of an ovarian cyst. One followed Bassini's

operation for inguinal hernia.

Among the plastic operations, twenty recoveries occur,

including operations for endometritis, for lacerated cervix and

perineum and for displaced uteri.

From the above it would not appear that the mental benefit

resulting could be ascribed to any especial class of surgical

procedure. Among the abdominal operations the largest

number of those benefited were patients with adherent displaced

uteri. In none of these were both adnexa removed. In two of

these patients one adnexum was removed.

Among the total number of abdominal sections it was neces-

sary to remove both adenxa in thirty-seven patients. In only

three of these was there any apparent marked mental improve-

ment following the operation. This result is not in accord with

the published results of some operators. These operators appear

to attach considerable importance to diseased ovaries and

their removal, even though slightly cystic, in order to attain the

greatest good with their insane patients, the apparent idea

being that a certain reflex irritation was set up by the presence

of ovaries that were diseased, even to so slight a state as cystic

degeileration.

Such teaching is diametrically opposed to the accepted fact

that the interests of the patient's nervous system are best con-

served by preserving when possible even a part of an ovary,

and certainlv not sacrifice ovaries healthy or cystic. The

monographs of Kelly, Doran, Burckhard, Andrews, Nicholson

and the exhaustive study of Peterson as given in a recent paper,

strongly emphasizes the accepted importance of conserving the

ovaries when possible to do so. The removal of these organs,

when not destroyed by disease, can only result in the develop-

ment of a train of symptoms directly opposed to a favorable

outcome in the treatment of insane women.

Raimann, in 1903, in an excellent article, reports in full

eleven cases in which the hallucinations were referable to the

pelvic organs. These patients were selected from the local

asylums and referred to Professor Schauta's clinic, they were

chiefly cases of hystero-epilepsy, hysteria and delusional insanity.

In all the adnexa were removed, though not necessarily dis-

eased. In only three was there any improvement.

The results of my own work are more in accord with that

reported by Manton, who for a quarter of a century has been
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connected with the East Michigan Hospital and has probably

done more than any one else to educate asylum superintendents

in the importance of relieving the physical distress of those

under their care.

Picque, of Paris, surgeon to the alien hospitals of the depart-

ment of the Seine, also in the reports of his work gives results

in accord with those of my own. The largest number of patients

benefited mentally were among those with whom some form of

plactic operation was done, demanded by bad cervical tears,

pelvic-floor lacerations and protrusions, and, when present,

displaced uteri. Two-thirds, or twenty, of those benefited

belonged to this group. The number of patients needing minor

operations were, however, considerably in the majority of those

on whom abdominal sections were performed.

It is a common occurrence for all of us to see a pleasing physical

and nervous improvement follow a restoration of a badly-torn

cervix and perineum or a return of a uterus to its forward posi-

tion. It is but reasonable that the same relief of symptoms
should follow the same operations on the insane and at times

hasten the beneficial effect of the special treatment addressed

to their mental state, provided the character of insanity is such

as can be classed as recoverable.

CHARACTER OF MENTAL DISTURBANCE MOST BENEFITED.

Of the thirty-two patients whose mental recoveries were

hastened by the operations, twenty-five, or 78 per cent., were

in cases in which the insanity showed the dominating symptom
of depression. In the old classification existing in the hospital

prior to 1904, these were grouped under melancholia, acute and

chronic, involution melancholia and depressive hallucinosis.

In the new classification now adopted the majority of such

conditions are placed under one head, manic-depressive insanity,

and others to the involution period of life. Five of the remain-

der, or 15 per cent., were patients in an excited or exalted

mental state. The remaining two patients were wath a diagnosis

of dementia praecox and paranoic symptoms.

IMPORTANCE OF EARLY OPERATIONS AND TREATMENT.

Fifty-eight per cent, of the number of patients who received

hospital treatment and operations within six months after the

commencement of their insanity were improved or recovered

;

thirty-three per cent, of those receiving treatment and operations
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within a year improved or recovered. These do not include

those in the first class. Twenty-six per cent, of those receiving

treatment and operations after the expiration of a year were im-

proved or recovered.

The number of recoveries taking place among those with whom
treatment was commenced within six months after the com-

mencement of the mental disturbances was five times as great

as among those when treatment was commenced at a later date.

This fact of the importance of early treatment is recognized

by all alienists and is a prominent factor in the prognosis of the

probable recovery of one coming under their care. The outlook

for an amelioration or favorable termination of recoverable

cases is greater when submitted to treatment before the psychosis

becomes a fixed habit. After the expiration of a year the

possibility of bettering the patient by any form of treatment

rapidly diminishes.

Forty-four per cent, of the seventy-two who were discharged

recovered had their improvement hastened by the operations

performed. Why it is that some recover and others with a like

mental disturbance, even under the most advanced treatment,

fail to respond, can only be answered by citing a parallel with

physical diseases. The ability to improve varies with each

individual, whether mental or physical. Tomlinson, of the St.

Peter's Hospital, Minnesota, -aptly expresses this varying

response to the stimulus of treatment in the term "individual

nervous potentiality."

The view at present accepted by most writers on insanity

and by those in charge of large bodies of insane, is that pelvic

and abdominal diseases in women act (by the distress following

such) as coincident or secondary causes in the production of

insanity in women of an already weakened mentality.

Such conditions, however, only act in undermining by a slow,

continued process the general health of the subject, eventually

culminating in the complete break-down of the patient already

predisposed. Again, such diseases can be the cause of a patient

already insane becoming wildly maniacal or deeply depressed.

As an example of such conditions I cite two cases:

Miss D. McL., age thirty-four, single, was admitted to the

hospital May 14, 1903, in a greatly excited state, almost con-

stantly screaming and crying out. She had been insane for

three years, the mental diagnosis being delusional insanity.

When I saw the patient two days following her admission the
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abdomen was tense and distended, little could be made out

except a rigidity of the muscles of the right side. The leukocyte

count was 23,000. An operation was immediately done and an

appendicular abscess was evacuated and drained. All hallu-

cinations disappeared after the operation, and she was discharged

five months later apparently recovered. This patient was

readmitted a year later with hallucinations, though of a milder

character.

Again, Miss C. S., admitted to the hospital December 23, 1902,

with a diagnosis of dementia praecox. The depressive type of

her insanity was very marked. The patient would not answer

when spoken to nor would she speak to any one. When first

seen by myself, two years after admission, she refused to eat,

necessitaing tube feeding. The emaciation was marked. The

pelvic condition was the exudative remains of an old peri-

metritic abscess ineflfectually draining itself through a vaginal

sinus. Cultures gave an almost pure streptococcus.

A panhysterectomy was done. During the surgical recovery

of this patient the rapid change in her mental state was most

pleasing. She not only answered questions intelligently, but

would speak to members of the staff, calling them byname.

From one deeply depressed she became light-hearted and showed

a livelv interest in all her surroundings. She was discharged in

the hopes that she could continue without asylum treatment.

Family differences precipitated an acute exacerbation, neces-

sitating her return to the hospital. A large ventral hernia

resulting from drainage in the first operation was repaired. A
few months later, her mental condition being so m.ild, she was

discharged in a condition to assume some of the duties of life.

She has not returned to the hospital at this writing.

The above cases are examples of septic intoxication coming

on after the establishment of a psychosis and greatly accentu-

ating the mental disturbance. The surgical relief was of

benefit in relieving acute mental exacerbation.

As an example of acute mania following an operation for a

pelvic abscess and resulting in recovery after a cure of the sepsis,

I cite the following: Mrs. R. H., age twenty-two, married,

entered Roosevelt Hospital for a tubo-ovarian abscess. This

was incised and drained by the vagina. Shortly after the oper-

ation the patient became acutely maniacal. Upon admission

to the State Hospital, November 14, 1904, there was an exten-

sive exudation in the pelvis with abscess of the other tube and
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ovary. Under repeated incision and drainage, the exudate
cleared up. The patient was actively maniacal throughout

her surgical treatment. After the pelvic exudate had dis-

appeared she slowly improved and was discharged recovered

May 8, 1905, live months after admission. She has remained
in sound mental condition.

Insanity following operations is fortunately rare
;
yet there

are few of us, with average surgical experience, who have not

had some such occurrence.

In the large majority of cases it is due to a septic intoxication

as in the above instance. The Manhattan State Hospital,

receiving the insane of Xew York City, is the recipient of all

such cases occurring in the general hospitals. They are, for-

tunately, few and in every instance since my connection with the

institution such conditions have followed sepsis. Rohe, in a

communication with all the insane hospitals of the United States

and Canada, states that in the ten years prior to 1903 only

twenty-five patients had been registered as having become
insane following gynecological operations. Martin sates that

no woman, unless of a marked neuropathic state and hereditary

predisposition to insanity, can become insane as a result of an

operation. Picque, whose large experience with the aliens of

Paris entitles him to speak from experience, states that the

large percentage of such conditions follows sepsis and occurs in

alcoholics; when insanity does occur under conditions other

than the above, he states that in his experience it is with those

who are weak-minded and who have an abnormal fear of opera-

tions. The number of cases reported by Thomas, Edwards,

Gray and others of twenty years ago was when surgical asepsis

was not what it is today.

In the light of modern knowledge, insanity following surgical

operations is rare. The character of the operation is not a

factor, such occurrences being as likely to follow a trivial general

surgical procedure as one of a graver nature. The determining

cause is a neuropathic state associated with an hereditary pre-

disposition and an exaggerated fear of the operation.

Among the patients whose recoveries were hastened by oper-

ations the following cases will serve as examples

:

Mrs. T. 'SI., age thirty, married, was admitted to the hospital

November 19, 1902. The mental condition was one of acute

mania. The pelvic examination gave a bad laceration of the

cervix and perineum with an endometritis. The conditions
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were repaired March 5, 1903. Four months prior to the

operation, the patient showed no mental improvement under the

regular hospital treatment. After the operation she made
rapid improvement under the same treatment and was discharged

recovered June 20, 1903, two and a half months after operation.

Mrs. H. L., married, age twenty-one was admitted to the

hospital February 23, 1903, with a history of having been insane

for two days. Her general physical condition was poor. The
mental diagnosis was melancholia acuta. The pelvic condition

was a retroverted adherent uterus with adnexal disease. The
paitent did not respond to the hospital treatment, showing no
mental improvement after five months. August 4, 1903, the

adhesions were severed and an intraabdominal shortening of

the round ligaments was done, also the right ovary and tube

were removed. The patient made a rapid physical and mental

improvement and was discharged September 4, 1903, one month
after operation. It would appear in this instance as if the

depressed state was directly due to the pelvic condition, on

account of the rapid mental restoration and the failure of the

patient to respond before the relief of the pelvic condition.

The following is an example of the benefit of an operation not

gynecological

:

Mrs. H. W., age forty-three, married, was admitted to the

hospital August 24, 1901, with a history of having been insane

for one month. The mental diagnosis was melancholia acuta.

When seen a year after entrance she had a large right inguinal

hernia. Bassini's operation was done November 20, 1902,

fifteen months after admission. During this interval of fifteen

months her hallucinations had been persistent. Four months
after the operation all hallucinations had disappeared and the

patient was discharged recovered.

There are other examples among those whose mental recoverv

was hastened by the operations in which the beneficial efifect of

the surgery was as striking as with these patients above cited

and others in which the improvement was more gradual. A
further narration of these cases will, however, unnecessarily

lengthen this article.

The large percentage of those benefited belonged, as stated,

to the manic-depressive group, a recoverable class susceptible

to the benefit of all forms of physical improvement. It is

possible that all of these patients might have recovered indepen-

dent of the operation ; it is, however, none the less true that their
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recovery was hastened by the operations. We may attribute

this to the moral effect or the physical improvement. The

results, however, remain the same. I personally consider the

physical benefit of the greater influence, and am not inclined to

attach much importance to the moral side. One characteristic

of this group of insanity is their proneness to recurrence after

having recovered from one attack. While alienists state that

this is especially true of this group, it is also true of other forms,

though probably not to such an extent. There has been no

return to the hospital of any of the patients included in this

article other than those mentioned.

A striking feature of pelvic and abdominal conditions among
the insane is the almost uniform denial of any resulting symp-

toms on the part of the patient. When questioned she will in

the majority of instances stoutly deny that there is any thing

wrong or that she has any pain or distress.

As gynecologists, we must depend on our knowledge of such

conditions and not give too much weight to the denials of the

patient.

The presentation of this subject would be incomplete without

a discussion of the character of insanity likely to be benefited

through the indirect agency of surgical measures. As I am not

trained in this line, I can only state the abstract results obtained

as an operator, and as such have laid them before you.

In order to present to you what forms of insanity are most

likely to be benefited I have requested my friend. Dr. Mabon, the

medical superintendent of the Manhattan State Hospital, to

give me an expression of his opinion upon this subject. He has

kindly done so in the following

:

" Replying to your letter of the 20th ultimo, I beg to sav

that the following diagnoses were made in the seventy-two cases*

in which it is thought that recovery was hastened or assisted

by operative treatment

:

Mania acute ..11
Melancholia acute 21

Melancholia chronic 8

Manic-depressive, and allied 7

Mania recurrent i

Puerperal mania i

Delusional mania 2

*Dr. Mabon includes here all cases "recovered" or "improved" by the surg-

ical operation. I have selected only those " recovered " which were thirty-two.
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Alcoholic psychoses 6

Infective exhaustive psychoses 2

Depressive halkicinoses 5

Depressions not differentiated 3

Dementia praecox 3

Primary dementia 2

The terms used above represent the old and the new forms

of classification, the older forms being used on account of patients

having been at the institution before the new forms came into

general use, and all cases designated as "mania" or "melancho-

lia" can be placed in the manic-depressive group, which aggre-

gates fifty-one, or about 70 per cent.

Six cases, or 8 per cent., belong to the alcoholic psychoses,

while it is astonishing to us that only two cases, 2.7 per cent.,

have been drawn from the infective exhaustive group.

The depressive hallucinoses furnished five cases, or about

7 per cent.

You ask in what form of insanity the surgeon may benefit

the patients, I think alienists would consider, in the first place,

that small group of disorders in which operation aims to reach

directly the exciting cause ; namely, the psychoses with operable

brain tumors, traumatic lesions of the skull, acute hallucinosis

with middle-ear or mastoid disease, the deliria in connection with

local infections and perhaps some of the psychoses accompanying
thyroidism.

Owing to the evident complexity of the etiology which exists,

even in the best circumscribed symptomatic groups, it is clear that

in the general estimation of the value of surgical interference, it

must be regarded as a procedure ranking with our other therapeutic

measures which aim to get the patient as quickly as possible into a

condition of bodily comfort and physical vigor.

Manic-depressive insanity is regarded rather as a disorder

arising on a constitutional basis and expressing itself in one or

m,ore attacks liable to be elicited by a great variety of causes, among
which states of physical ill health are very important. In cases

where the stirgeon can relieve the condition which is wearing on the

patient, causing worry, pain or loss of sleep, good results may be

expected to follow, and sometimes recurrence of attacks prevented.

(Italics by writer of paper )

In the alcoholic group, the psychoses often develop in con-

nection with some physical disease, especially infectious dis-

7
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orders, and a special mention has been made by Kraepelin, Mott

and others of infections in the genital tract, particularly in

women, as an important element in causing the outbreak and

continuance of the psychosis.

In the infective exhaustive group good results can be expected

wherever foci of infection can be attacked and removed, or where any

exhausting influence can be checked. (Italics by writer of paper.)

In the large group of dementia praecox, little in the way of

permanent improvement can be expected, as it is here probably

that certain deeply-rooted inherent traits are working with

various mental causes to bring about a gradual disintegration

of the personality.

I have tried in this to be as brief as possible and beg to say

that in the analysis of these cases I have been assisted by Dr.

Hutchinso^ and Dr. George H. Kirby. The views as expressed

represent prettv generally the opinion of alienists."

Dr. Mabon's opinion as an alienist coincides with the facts

brought out in this series of cases, namely, that aside from the

small group of traumatic insanity with which as specialists we

are not likely to be concerned, it is reasonable to expect that a

beneficial mental result will follow surgical operations upon

patients with the manic depression form of insanity, in so far as

the operation improves the physical health of the patient. The

same improvement can also be expected in exhaustive psychosis,

either as the result of hemorrhage or sepsis. We know definitely

that such operations when they do not involve an unnecessary

castration cannot accentuate in any manner the mental state of

the patient.

With this knowledge, how important it at once becomes that

any woman on becoming insane should be given a thorough

physical examination and that all pathological conditions should

be rectified at once in order to restore to her at the earliest

possible moment a full quota of bodily health, that further

treatment can be effective, knowing that the possibility of a

recovery diminishes rapidly in the direct ratio of the length of

time of the existence of the alienation.

If the combined efi'orts of the alienist and the surgeon should

fail, they still have the satisfaction of knowing that the unfor-

tunate patient has been placed in a condition free from bodily

discomfort and that we have given to her the same privilege

granted when needed to the sister who has been more fortunate.

70 West Eighty-second Street.
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DISCUSSION.

Dr. Walter P. Maxtox, of Detroit, MIlIi., said that about
twenty years ago he began this special work. He was one of the

first to take up systematic work among insane women. He
wrote and read a number of papers before asykim superintend-

ents. At first he met with opposition, but gradually, as the

result of a continued agitation, the superintendents of asylums
began to wake up believing there was something in this, and now
there was hardly any institution in the United States which had
not some gynecologist or special member of the staff appointed
for gynecological work. This had been a favorite subject with
the profession, and the general practitioner was always active in

securing results by operative measures. He saw years ago that

insanity was not to be cured by operation per se; that the results

were obtained not from the operation alone, but from the general

treatment of the system, and that the operation was only one
factor in removing the source of irritation which gave a better

chance of effecting a mental cure. Many cases were apparently
cured soon after the operation, but the majority of them sooner

or later had a relapse.

He recalled an interesting case quite recently in the Eastern
Michigan Asylum of a young girl twenty-three years of age, who
had obsessions during her menstral period. She was brought in

to undergo some operation. She had suffered all her life from
dysmenorrhea; there was backward displacement of the uterus,

with an ovarian cyst on the left side. Immediately following the

operation the patient regained her mentality and remained well

for a number of months. Her menstrual periods were free from
pain. She was so well that the authorities though they would let

her go home. The members of her family, who live in the

country, were house cleaning at the time and the girl, feeling

perfectly well, assisted them, overworked herself, with the re-

sult that she returned to the hospital in a worse condition than
when she first entered it. Had this girl been kept in the hospital

for a number of months longer, although she had a bad heredity

and was neurotic, he believed she would have been entirely cured

of her condition. As it was, she was improving rapidly, and
under proper conditions would probably ultimately be cured,

and if she was kept in the proper condition she would remain
cured.

He recalled the instance of a servant girl who became insane as

the result of chronic constipation, or autointoxication. She was
apparently cured; started to go home, was half a mile from the

institution and before she reached the asylum gate she broke

down and had been in the institution ever since. It was found
afterward that she had become constipated again and had not

been relieved.

Dr. Robert L. Dickixsox, of Brooklyn, X. Y., said there was
one phase of the subject that had not been touched on, and that
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was the treatment of bad cases of nymphomania by ovariotomy.

He recalled three cases on which he had operated for this con-

dition, with three cures. The reason for the lack of success in

previous operations was that they had not been radical enough.
Undoubtedly, some fragment of ovarian tissue had been left

behind, and whether the various plexuses had kept up the local

iritation he did not know, but radical operations on these three

cases resulted in three successes. It was now two years since

the operation had been performed on one, five years on the

other, and seven on the other, which went to show that the

previous failures were probably due to lack of thoroughness.

symposium: intrapelvic (subpubic) vs. abdominal method
of dealing with mechanical obstruction to

delivery in cases of confinement.

INTRAPELVIC (SUBPUBIC) vs. ABDOMINAL METHOD
OF DEALING WITH MECHANICAL OBSTRUCTION
TO DELIVERY IN CASES OF CONFINEMENT.*

by
RICHARD C. NORRIS.

Philadelphia, Pa.

The important teaching of the modern results of the surgery

of obstetrics is that of every surgical triumph, namely, an early

elective operation performed by an expert surgeon with proper

environment on a patient with. good resistance. The pregnant

uterus is not an exception to this rule. With this fact in mind, it

seems appropriate at the outset of the discussion before us to

sharply draw anew the indications for the absolute indication of

Cesarian section for mechanically obstructed labor. While it is

true that pelvic measurements alone cannot wholly suffice for

this study, and it is equally true that uterine energy, the shape as

well as the size of the pelvis, the size of the fetal head, the condi-

tion of the cervix and of the pelvic floor, are all factors to be

studied and to influence our judgment, it is also true that, from

the view-point of the absolute indication, no one factor is more
important and none can be ascertained with so great a degree of

scientific accuracy as the direct measurement of the true con-

jugate of the pelvic inlet. The measurement of this diameter

progressively loses its importance in studying the pelves that may
be grouped among the relative indication, but for the absolute

indication is it not time, in view of the modern results of Ce-

sarian section, to formulate a general rule, to which there will be

*Read before the American Gj-necological Society at Philadelphia, May 26-2S,
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few exceptions, that when the conjugata vera is less than 7^ cm.

in the simple flat and 8 cm. in the generally contracted pelvis,

Cesarian section at or before the onset of labor should be the

elective operation? The merits of pubiotomy as an alternative

operation are to be determined by future observation and study.

This, then, is the first proposition I would offer for your

discussion. Can the conjugate vera alone, and shall a measure-

ment of 7^-8 cm. or less, determine the absolute indication for

elective section? Careful study of labor obstructed by pelvic

deformity has brought me to the conviction that only exceptional

circumstances would induce me to employ any other elective

treatment for that degree of pelvic obstruction to labor.

That no other treatment is justifiable implies the necessity for

careful study of patients before the onset of labor.

In order to avoid confusion, we must bear in mind through-

out our discussion to-day, that elective or predetermined treat-

ment of obstructed labor shall constantly be contrasted with

forced or necessary treatment due to unfavorable conditions and

neglected opportunity. At the very outset, then, it is necessary

to emphasize the demand of modern obstetrics that the suc-

cessful management of primiparae and of multiparas with his-

tories of difficult labors requires that they shall, prior to labor,

receive skilled examinations and study. This proposition must
be accepted by the profession as the first step in any advance

that the obstetric leaders can offer. The only reasonable argu-

ment of those who would minimize preliminary study is that of

the so-called "test of labor," which, especially, is to be applied to

the minor degrees of obstruction that include the relative indica-

tion for Cesarian section. Reynold's studies have demonstrated,

as reliably as statistics can determine this question, the progres-

sively increasing mortality of the section after varying degrees of

tested labor. On the other hand, the statistics of spontaneous

labor occurring in the degrees of obstruction now under discus-

sion, gathered from various sources, show an average of 70 per

cent, of unassisted labors and a total infantile mortality of about

1 1 per cent. Statistical arguments are commonly fallacious, but

in this instance they are sufficiently convincing to teach us three

important facts

:

First, that too frequent selection of the section for moderate

obstruction is not justified. Second, that preliminary study is

essential to differentiate, with ever increasing precision, the cases

that may safely be left to nature, or be aided at the appropriate
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time by skilled subpubic assistance. Third, that a test labor,

when permitted, shall be so conducted that this progressive

mortality and morbidity after any operative interference shall

by some means be reduced. My belief is that this mortality,

which is greatest after the late section, is largely due to infra-

pubic sepsis, and its reduction will depend upon a rigid aseptic

management of such labors and upon operative interference

being resorted to before exhaustion of the patient, which usually

can be prevented by early and complete dilatation of the cervix

and vagina in order to shorten the duration of labor and to

conserve the patient's strength and surgical resistance.

The obstetric expert recognizes as equally necessary and dif-

ficult the following study, four weeks before term and at intervals

thereafter, of all primiparae and of multiparae with histories of

difficult labors:

(a) The relative size of the fetal head to the pelvis.

{b) The size and shape of the pelvis, their relation to each

other, and the modified effect of these relations upon the mech-

anism of labor,

(c) The condition of the soft parts comprising the lower birth-

canal as related to the probable duration and traumatism of

labor,

{d) The character of the patient; i.e.y her probable uterine,

nervous and muscular energy. In other words, her personal

equipment for the ordeal of labor.

This field of study is to-day the most important because the

most difficult of all obstetric problems. Here lies opportunity

for the formulation of new and the development of old ideas; for

the constructive ability that can devise new instruments of pre-

cision and for the unprejudiced analysis of the world's work that

we may improve our obstetric judgment as well as our operative

skill.

(a) The Relative Size of the Fetal Head to the Pelvis.—The
methods of determining the relative size of the fetal head to the

pelvis, unfortunately, are le^s accurate during pregnancy than

during labor. At the examination made two to four weeks be-

fore term, the head in many primiparae will be found deep in the

pelvic cavity, showing no relative disproportion, and such cases

require no further study from the view-point of pelvic obstruc-

tion. When the head is freely movable above the pelvic brim its

relative size should be estimated. Perret has devised a special

instrument for measuring directlv through the abdominal wall
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the occipito-frontal diameter and he estimates the biparietal

diameter as 2 cm. less than that measurement. Stone uses an

ordinary pelvimeter and substracts 2 cm. from the occipito-

frontal measurement when it is 11 cm. or less; 2.5 cm. when it

is over 1 1 cm. I must confess that these methods have not

proven sufficiently accurate in my trials of them to gain my
confidence in their results. Pinard's table, made from measure-

ments of a large number of fetal heads, shows the average bipar-

ietal diameter to be 8^ cm. at the thirty-sixth week of gestation,

9 cm. at the fortieth week. This table can conviently be carried

in mind as a standard, but has value only when the duration of

pregnancy is accurately known and the induction of labor is con-

templated. These methods, however, have only a relative value,

and for a final test, most reliance must be placed on Miiller's at-

tempt at manual engagement of the head. To be of any real

service the patient must be anesthetized and while an assistant

forcibly pushes the head against the pelvic inlet, a combined

examination studies the relative size of the head to the pelvis

and estimates the probable degree of disproportion. During this

test it is well to have the patient in the Walcher posture.

(b) The Size and Shape of the Pelvis.—While the patient is an-

esthetized, the thickness of the symphysis and the true conjugate

are measured by means of the Skutch or Hirst pelvimeter. Then
follows a study of the inclination of the pelvic bone (conjugato-

symphyseal angle), of the prominence of the sacral promontory;

of the straightness or exaggerated curve of the sacrum. The pro-

jection and curves of the lateral pelvic walls, the depth of the

pelvis, the character of the cervix and pelvic floor are all noted in

order to be informed of the general shape and size of the pelvis

and of their influence on the mechanism of labor. Even to those

who possess a practical knowledge of pelvic deformity and its

varying effects upon the mechanism of labor, the examination

just referred to will not give results mathematically exact. The

degree of moulding, of adaption and lateral inclination of the

head that result from effective uterine energy are important

factors even more difficult to estimate. As the problem stands

to-day it amounts to prophesy, with its truth or falsity depending,

not upon exact laws, but upon the individual's skill, experience

in this class of work and his resultant judgment. How often

these can go astray, each of us well knows if we judge each other

by our own standards. For example, I cannot agree with Fry
that when the head, after a few hours of labor, cannot be made
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to engage by suprapubic pressure, the patient being chloroformed,

a Cesarian section is always justifiable; nor would I conclude, as

does Reynolds, that section is indicated when a woman with

moderate disproportion has had one stillborn baby following a

difBcult subpubic instrumental labor. I would also take issue

with Williams, who, after a careful study of moderate dispropor-

tion, declares that the induction of premature labor is never

justifiable. These variations in obstetric judgment are referred

to in order to emphasize the importance of a closer study of

the question before us. Returning to the data obtained from the

examination of the anesthetized patient, it is true that only one

factor thus discovered is mathematically exact, and that is the

measured true conjugate. Considered apart from associated

changes in the shape, inclination and general character of the

pelvis, it cannot determine the potential obstruction in any given

case. Considered with these changes, it is our most reliable

guide to the selection of appropriate treatment for individual

cases. The external measurements of the pelvis have, in the

past, been given too great prominence in the text-books as com-

pared with internal examination and measurement. They have

little value to indicate size, but serve a useful purpose to indicate

changes in shape, and thus lead to a closer study of pelvic de-

formity. When found abnormal, they indicate the need of study-

ing the irregularities in the .patient's bony frame that can in-

fluence the direction, shape, depth, size and the curvatures of the

component parts of the true pelvis. Of the variations in shape

that will influence the obstetric capacity of the pelvis and

modify the mechanism of labor, my experience has led me to pay

especial attention to the height of the sacral promontory, the

height of the symphysis, the angle of inclination of the pelvic

inlet, the angle of inclination of the symphysis, and the degree of

curvature of the sacrum. It is unfortunate that all these im-

portant factors have not been reduced to precise calculations

such as are known to the mechanical engineer in his problems of

resistance. Deprive him of his carefully prepared tables and let

him attempt his problems with only his senses of sight and touch

and personal experiences, and his errors would soon disqualify

him. The mechanical problems of obstructed labor must be

more definitely systematized before our conclusions in individual

cases can be scientifically accurate. Until that has been done,

we can only rely on individual judgment with its inherent errors,

(c) Exaviination of the Cervix and Vagina.—The preliminary
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examination of the soft parts of the lower birth-canal, as related

to obstructed labor, attempts to predict the amount of rigidity

and the time and energy required to accomplish dilatation.

Heretofore, I do not doubt that no inconsiderable proportion of

material mortality and morbidity and a share of infantile mor-

tality are directly to be attributed to the prolonged first stage so

characteristic of labor mechanically obstructed. The spent

energy of the patient, the premature rupture of the bag of waters

with prolapse of the funis, the prolonged pressure that lessens the

resistance of the tissues against infection and predisposes the

child to increased risk of intracranial lesions haye not receiyed

sufficient recognition as important factors in so-called test labors.

When the ceryix is hypertrophied, elongated and rigid, as in

elderly primiparae and iii those not sexually actiye, and when

dense cicatrices haye followed a trachelorrhaphy in multiparae

—

when, in a word, a slow and tedious first stage is expected that

will surely exhaust the patient and render her unfit surgically,

modern obstetrics offers abundant means to safely dilate the

cervix and yagina and to escape a large part of that exhaustion

and surgical unfitness.

(d) The Uterine, Muscular, Metabolic and Nervous Character of

the Patient as Related to the Ordeal of Labor.—Close observation of

a patient during her pregnancy to learn how well or poorly she

stands the strains common to all pregnancies is valuable, to esti-

mate her powers of endurance, and her nervous and muscular

equipment for labor. Prediction can often be made that muscu-

lar and nervous energy will be lacking, that the labor will require

assistance, often from the very beginning; and when a labor

mechanically obstructed is in store for such a patient, it may be

taken for granted that the natural forces unaided will be inef-

ficient. To what extent this ill-equipment for labor can de-

termine the choice of treatment is debatable. That it should ex-

clude a prolonged and unassisted test of labor is clear to my mind,

and it is also clear that a definite plan of treatment should be

selected and then carried out with no delay. Such patients are

unfit for prolonged operative procedure, but that they will stand an

abdominal operation better than a well-chosen subpubic operation

is not in keeping with our surgical tenets of the comparative

strain of abdominal and vaginal surgery. The practical bearing

of this study of pregnancy is that the obstetrically ill-equipped

require above all others accurate determination of the degree of

mechanical obstruction, must not be permitted to endure pro-
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longed labor, and whenever the estimated obstruction will per-

mit the choice of subpubic delivery, that route is safer for them,

because surgically it is less a strain and, if the choice has been

wise, it is less dangerous.

The Management of Minor Degrees of Mechanically Obstructed

Labor.-— (a) Elective Cesarian section. Forceps. Version. The

low mortality and morbidity of the elective section for the ab-

solute indication has induced some operators to widely extend the

section for the relative indication, arguing that if safest for the

absolute it will also be safest for relative indication in the large

majority of cases, since it at once eliminates the dangers incident

to the test of labor. If the "test of labor" shall be that com-

monly relied upon in the past, then I am heartily in accord w'ith

that postulate. It is my earnest conviction, however, that

modern obstetrics has something better to offer than a test of

labor to the degree of exhaustion and infection of the patient.

The high mortality of the late section is said to be largely caused

by the length of labor endured. More important than the mere

length of labor is a closer investigation of the fatal cases to de-

termine the frequency and technic of examinations, the degree

of exhaustion induced by a prolonged first stage that can by

newer methods, be avoided, the violence and duration of unsuc-

cessful intrapelvic efforts undertaken without careful study to

assure its. probable success or failure. In short, if such a critical

analysis of many fatal cases be made, I believe the high mortality

rate of late section would be apparent in sepsis and not intrinsi-

cally due to the mere length of labor endured. The field for

Cesarian section for the relative indications contains the border-

line cases (roughly speaking, those nearer to 8 cm. from the

stand-point of the pelvis and a primipara with an estimated

large infant), in which the section, should be undertaken only

after a test of labor has been conducted in the most approved

manner. For this test, at the beginning of labor the patient

should be prepared for both abdominal and subpubic surgery.

If a primipara or highly nervous multipara, she is for a short

period given an anesthetic and prepared for dilatation of the

cervix.

With an aseptic technic, instrumental dilation of the cervix

to the extent of 8 cm., which is free from danger of laceration,

followed at once by the insertion of Pomeroy's bag and its pro-

gressive but relatively slow distention, will so shorten the first

stage of labor and dilate the vagina that the patient, with no
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expense of energy, is almost at once brought to the second stage,

for which stage her energy is most needed. When the cervix is

very rigid and a longer period is required for the bag dilatation,

morphia can be employed to allay suffering and with inconse-

quent delay, since the bag's efficiency is not thereby reduced.

Active contractions usually will at once appear, and after the

spontaneus extrusion of the bag, if the pains continue, labor is

allowed to progress for an hour or two. In the absence of uterine

contractions, or after their occurrence for an hour or two, the

patient is again anesthetized, carefully examined and the further

management having been decided, it is at once undertaken.

This management of the first stage of labor adds to the safety

of a test labor. It shortens its duration, reserves the patient's

strength, preserves the vital resistance of the woman's tissues,

and the complete dilatation materially aids a further and more

accurate study of the relative proportion between head and

pelvis. Under the driving force of the awakened uterine con-

tractions, the mechanism of labor in a flattened pelvis begins, and,

as a result of the lateral inclination of the head, the sagittal

suture, lying in the transverse diameter of the pelvis, gradually

approaches the sacral promontory, and the distance of this

diameter from the promontory is a fair index of the dispropor-

tion. When, less frequently, the posterior parietal bone first

enters the pelvic inlet, the distance between the suture and the

symphysis is the index. When the distance between the sagittal

suture and promontory has been less than 2 cm., I have never

delivered a living child by forceps. In my last sixty high forceps

deliveries for mechanical obstacle there has been no maternal

mortality, with nine infants' deaths—a mortality of 15 per cent.

After the occurrence of strong expulsive pains, the study of the

relation between the promontory and sagittal suture determines

for me the choice or abandonment of axis traction forceps. The

Trendelenburg-Walcher posture should always be used for for-

ceps deliveries until the head has been drawn to the pelvic floor.

Version may sometimes save an infant so placed, especially if the

pelvis is not generally contracted and the conjugate approaches

9 cm., but with statistics showing an average infant mortality

of 20 to 40 per cent., its danger to the child usually warrants the

resort to more modern treatment.

It will be noted that up to this point the patient has not been

permitted to be exhausted by a long and inefficient first stage and

our technic has aimed to prevent infection. The further man-
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agement, when spontaneous delivery is improbable and forceps

has been barred, must be either section or pubiotomy, according

to the operator's personal choice and experience, and the choice

having been made, the selected operation should immediately be

performed.

If forceps has been persisted in and our judgment in its selec-

tion having gone astray, the infant's life is in serious jeopardy, as

shown by heart-sounds or cranial injury, craniotomy is the only

alternative. The mortality of late section and of late pubiotomy

—at least 12 per cent.—is too great to risk the patient's life for a

dead or dying infant. Better extricate the woman from her

dangerous condition by destruction of the child and, acknowledg-

ing our mistaken judgment, retrieve our mistake by securing for

her a living child at her next confinement. The important point

is to be reasonably sure of forceps before attempting extraction.

As in gynecology, the relation between doubt and drainage has

been settled in most men's minds, so here, when in doubt, do not

use the forceps, but proceed at once to the section of abdomen or

pubis.

Pubiotomy and Symphyseotomy.—Recent reports indicate that

pubiotomy is steadily replacing symphyseotomy wherever both

operations have been practised. In America neither operation

has gained many supporters.
,
In Germany, where pubiotomy

has flourished of late, it appears that symphyseotomy has at

least double the mortality rate of pubiotomy. Doderlein (Zen-

tralblatt /. Gyndkologie, No. 24) reported 217 cases of pubiotomy,

with 4 per cent, mortality, all the patients that died from in-

fection having shown fever at the time of operation, and among
the gravely infected cases the mortality was 12^ per cent. Of

the 133 aseptic cases collected by Montgomery (Amer. Jour.

Obst., December, 1906) there was no maternal mortality and

no ill effects upon the patients' subsequent gait or health.

There seems to be a tendency in America to reserve for the

elective Cesarian section the lion's share of aseptic cases and to

relegate pubiotomy to a "last resort" operation, giving it an

alternate place with craniotomy. A study of its literature

shows clearly that as a late operation it is about as dangerous as

the late Cesarian section, and as an early operation it has an

equally low or lower mortality. I\Iy personal experience is

limited to two cases, whose detailed reports are herein given,

the results in both instances being perfect for both mother and

child.
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Case I.—Mrs. E. (Case No. 6018), aet. twenty-six, a multipara,

lost her first child during a difficult forceps extraction. In her

second labor, forceps had been tried unsuccessfully by her at-

tendant. Dr. Lambert Ott, who called me in consultation. An
examination (the hand in utero) determined that the child had

perished and I delivered her by craniotomy that required crush-

ing of the base of the skull.

Her pelvic measurements were as follows: Interspinous 25,

cm.; intercristal, 27 cm.; external conjugate, 16^ cm.; conjugate

vera, 8 cm. After delivery, her weight was ninety-five pounds;

her height was four feet and nine inches. Her third labor at

term occurred at the Preston Retreat where she had been ad-

mitted several days prior thereto. After four hours of active

labor pains, with the bag of waters broken, the head was freely

movable above the pelvic brim, the occiput lying to the left.

A longitudinal incision above and to the inner side of the left

spine of the pubis was made through the sheath of the rectus,

only large enough to admit the tip of the index-finger, which

located the upper border of the pubic bone just inside the pubic

spine. The periosteum was nicked, and the point of the Eo-

derlein needle inserted. A metal catheter placed in the bladder

was forcibly drawn to the opposite side by an assistant and the

index and middle fingers of the left hand were then passed into

the vagina to further push the base of the bladder to one side and

the head upward, and having located the tip of the Doderlein

needle, guided its point as it was made to hug the posterior sur-

face of the pubic bone, and escaping the margin of the obturator

foramen, by a sharp turn of the handle the needle finally swept

under the pubic arch ready to emerge through the soft tissues of

the labium. The left labium was then strongly dragged toward

the median line, and the needle thus was ready to puncture the

skin at a point well removed from injury to the labial veins and

from contamination with lochial discharge. The Gigli wire saw

was drawn into place as the needle was removed. Before begin-

ning sawing, the fingers of the left hand were again placed in the

vagina to secure a correct line along which to sever the bone.

This line passes just within the pubic spine and avoids the margin

of the obturator foramen.

Traction upon the handles of the saw held the latter firmly in

this line until a few strokes of the saw were carefully made to in-

sure accurate section of the bone along this line. When the

bone had been completely severed there was free oozing from the
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Upper opening, probably from the cut bone, but none from the

lower puncture. The bleeding was at once permanently con-

trolled by a small gauze pack placed in the wound and between

the separated ends of the bone. The ends were separated a

finger's breadth as soon as the section of the bone was complete.

The cervix being completely dilated and the vagina relaxed, axis

traction forceps brought the head into the pelvis. Care being

exercised not to put sudden strain on the bladder and vaginal

Case I.

attachments. During the traction the ends of the severed bone

separated three fingers' breadth, two assistants meanwhile mak-
ing counter-pressure upon the trochanters. A living child

weighing seven pounds and fourteen ounces was quickly deliv-

ered. The gauze pack was then removed from the upper in-

cision; there was no bleeding; the two small skin incisions

were closed each with one silkworm-gut stitch, the upper

including the ?p!it fascia of the rectus.

A wide adhesive strip was applied around the pelvis and the



amp:rjcan gynecological society. Ill

patient placed upon a Bradford canvas frame for her comfort

and the convenience of her care during the puerperal period.

The convalescence of mother and child was normal in every

respect, t^e temperature and pulse never rising above the nor-

mal. On the twenty-sixth day an examination failed, much to

my surprise, to find a trace of callus. The incised bone was in

perfect apposition and united, whether by bony or fibrous union

Case II.

I do not know. The patient left the bed on that day, walked

without discomfort and returned to her home on the thirty-first

day.

Case II.—Mrs. G. (Case No. 6258), a primipara, get. twenty-

two. Menstruated April 9-12, 1907. Pelvic measurements:

Interspinous, 26 cm. ; intercristal, 28 cm. ; external conjugate,

i8f cm.; true conjugate, 9 cm. Face presentation, R. M. A.

Labor began January 10, 1908. Feeble pains throughout the
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day. At midnight, cervix size of silver dollar; ineflficient pains,

no engagement, patient beginning to be exhausted. Under
ether, manual dilatation of cervix, followed by attempt to flex

head and apply tentative forceps. Head estimated as of average

size. Impossible to maintain flexion and apply forceps to L. O.

P. Forceps then applied to persistent face presentation. Ten-

tative traction showed grave mechanical obstruction and prob-

able destruction of infant. At 4.15 a. m., pubiotomy (Doder
lein technic) saw applied to left pubic bone as in Case I. No
bleeding from either skin incision. Separation at once admitted

one finger. During traction separation to two and a half fingers.

One silkworm-gut suture in each incision. No drainage. One
stitch in small laceration of perineum. Attempts to apply

forceps to flexed head failed, and face presentation delivered

with forceps. Infant slightly asphyxiated, revived in hot bath.

Weight, five pounds, nine ounces. Convalescence of mother
and infant afrebrile.

The patient left her bed on the twenty-fifth day and walked

without difliculty. Examination at that time found no trace of

callus on the posterior surface of the bone, on the anterior sur-

face there was some thickening that gradually disappeared.

The accompanying X-ray photographs show the results to the

incised bone.

Indications, Advantages and Accidents.—The degree of pelvic

deformity indicating pubiotomy is the same as that ordinarily

given for the relative indication of Cesarian section i.e., a con-

jugata vera to 7 cm. The majority of operations thus far have

been done for cases with contraction between 7 and 8.5 cm.

To replace embryotomy, it has also been recommended and per-

formed in cases of impacted face or brow presentation. It has

been recommended to place the saw ready for section of the bone
as a prophylactic measure when about to extract a difficult

breech presentation or after version. Aubert {Revue medicale

de la Suisse romande, 1906, No. i) believes it w-ill replace the in-

duction of labor for the lesser degrees of pelvic contraction. A
view of the more enthusiastic supporters have even justified its

performance without subsequent retaining dressing in order to

permit of permanent enlargement of the pelvis. A new opera-

tion is always carried to extremes and pubiotomy will doubtless

show the same history in this respect as did symphysiotomy.
The increase in the diameters is given by Van Cauvenberghe
(L'Obstetrique, January, 1905) from experiments on seventeen
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cadavers as follows: A separation of the cut ends of the bone

of 3 cm. increased the conjugata vera i cm.; the transverse, 1.4

cm.; both oblique diameters, 1.3 cm, A separation of 4cm.
is likely to damage the sacroiliac joint. Waldstein {Zentral-

hlatt filr Gyndkologie, xxx, 7) declares the conjugata vera in the

normal pelvis is increased 8 per cent, of its length ; in the

rhachitic pelvis, over 25 per cent. The space gained is about the

same as is gained with symphysiotomy with equal separation of

the bones.

The advantage of pubiotomy lies in the fact that the supports

of the bladder and urethra and the clitoris and structures behind

the symphysis are not only not cut, but also are not so likely to be

lacerated by the bilateral traction caused by the separation

of the bones.

Lacerations of the vagina and unavoidable hematomata have

been the most frequent accidents thus far reported. Under

aseptic conditions these really are not serious and often may be

avoided by a proper technic of operation and by a proper

method of delivery. Bauereissen (Miinchner medizinische

Wochenschrift, Nos. 51, 52, 1905) has demonstrated that the

hemorrhage originates especially from the corpus cavernosum,

the bulbus vestibulse, the vesical plexus, the veins of the urogeni-

tal diaphragm, and possibly the pubic branch of the inferior

epigastric and obturator arteries. This complication of hemor-

rhage or hematoma has led tg the discussion of three methods

of operating—the open, the partially subcutaneous and wholly

subcutaneous methods. With my present light on this question,

I shall again use the partially subcutaneous method, hoping to

avoid hemorrhage, as has so frequently happened; but at the

occurrence of serious bleeding I would not hesitate to change

at once to the open method, cutting down to the bone and con-

trolling the bleeding by ligation. Hemorrhage from the

vulvar veins ought to be avoided, and was in my cases by draw-

ing the vulva firml}^ to the median line, when the lower puncture

is made and holding it there until the bone is cut through.

The other accident, tearing of the vaginal or cervical attach-

ments, ought to be avoided by careful delivery after section of

the bone. Spontaneous delivery, as has been urged by many
operators, and especially in primigravidae, ought not to be

necessary if the soft parts have been prepared by thorough

dilatation, as can be done by the large-size Pomeroy bag which

I have found most efficient, allowing it to remain in place fully

8
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TABLE A.

Hospital Cases: Induction of

History of Previous
Labors.

u
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Labor Before Full Term.

TABLE A.—{Co}itinued.)

O 0)

•9H

li
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Hospital Cases: Induction of Labor

TABLE A.—{Continued.)
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Before Full Term.—Continued.

TABLE A.—{Continued.)

O V

Infant.

Weight.
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Hospital Cases: Induction of Labor

TABLE B.

History of Previous
Labors.

5 ^

Annie G.
No. 1

Elizabeth D.
No. 2

Maria V.
No. 3

Elizabette P.
No. 4

Annie Le.D.
No. s

Matilda A.
No. 6

Louisa H.
No. 7

Agnes deN.
No. 8

Mary H.
No. 9

Mary W.
No. 10

Flat
rachitic

III

VII

II

VII

I

I

I

I

I

First labor, difficult forceps; Flat,
infant stillborn, 2d labor!
at Retreat; admitted 10
days beyond term and in
labor, High forceps. In-
fant died in 48 hrs. from
aspiration pneumonia.

8.S R. O. A. May 17. 1895

L. O. A.

3 miscarriages, 3 forceps. Justo- 9. 75
All babies stillborn

[

minor,

Living 3 J- lb. infant after a Plat 9
3 days, labor and forceps rachitic
delivery ,

3 miscarriages, 2 forceps in- Justo- 10
fant stillborn

L. O. P.

L. O. A.

Feb. 14. 1896

Dec. 26, 1895 Oct. 2. 1896

Oct. 16, 1894

Dec. 29, 1894

L. O. A. April 27, 1906

July 23, 1895

Oct. 8. 189s

Feb. I, 1907
minor

Rachitic 10 L. O. A.Aug. 22, 1906 May 29, 1907

Flat 10 ;R. O. A. April 29, i907lFeb. 4, 1908
rachitic

Justo- 10
minor

Justo-
minor

Justo-
minor

L. O. A. May 25, 1907 March i, 1908

L. O. A. May 12, 1907

L, O. H. July 21, 1907 April 28. 1908

Feb. IS, or 17
1908
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AT OR Later Than Full Term.

TABLE B.—(Continued.)

Infant.

"
Weight.
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distended for two or three hours, if not spontaneously extruded

by the strong pains it usually excites. The cases in which

extensive lacerations of the vagina have been reported have

usually been posterior positions, and this fact should make us

cautious about forcible and rapid anterior rotation. Bauereissen

(loc, cit.) has called attention to the fact that instrumental

delivery increases the danger of tearing the vagina, and that the

laceration of the deep transverse perineal muscles eventuallv

leads to vaginal prolapse. Thi pelvic floor is drawn upward
as the bones separate ; the depth of the vagina is thus shortened

and rotation interfered ^vith. Forcible rotation should be most

cautious and will be least dangerous when the soft parts have

been overdistended and stretched by the preliminary use of the

large Pomeroy bag. ]\Ianual rotation at the brim of a posterior

occiput, converting the latter into an anterior position before

applying forceps is a valuable means of preventing the lacera-

tions that have occurred at the site of the incised bone, when
the rotation is accomplished with the forceps after the head

has entered the pelvic cavity. During traction with the forceps

it is a precaution to have assistants make counter-pressure

upon the trochanters to prevent too wide separation. Sellheim

(Beitrdge zur Gebicrtschiilfe, x, 3) advises against the employ-

ment of the Walcher posture, declaring it, after section of the

pubes, to be not only superfluous, but positively dangerous to

the capsular ligaments. The increase in the conjugate is for the

most part at the expense of the sacroiliac joint, hence the section

should be made on that side through which the biparietal diam-

eter of the head must pass. The breaking of the saw is an accident

that has frequently occurred and warrants having in readiness

more than one saw. The frequent occurrence of hematomata
after the subcutaneous operation calls for most careful asepsis.

The tip of the needle should be held firmly in contact with the

posterior surface of the pubic bone, under the periosteum,

if that is possible, during its passage. By this means the cutting

of blood-vessels with this saw is avoided. Rupture of these

same blood-vessels when the cut ends of the bones separate is an

accident not always to be avoided. Using the finger as a guide

in passing the needle helps to push the bladder aside and pre-

vent its injury.

From this brief discussion of the operation it will be seen that

there are many accidents that can attend pubiotomy, and that

it is an operation to be underaken by those who possess some

I
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surgical skill. In the hands of the average surgeon in private

practice it appears to me as certainly safer than Cesarean section,

and the future may prove that even in the expert's hands and

in a well-equipped clinic its results will make it replace the

elective Cesarean operation for its relative indication.

Induction of Premature Labor.—The recent wTitings of most

American obstetricians follow those of continental Europe in

condemning the induction of premature labor in the treatment

of labor obstructed by pelvic contraction, because of the high

fetal mortality, and I am in hearty accord wit'-' that teaching for

the major degrees of disproportion. For the lesser degrees of

contraction represented in a general way by the pelves with

conjugates between ii and 8 cm., I am convinced that the

skillful induction of labor, never before the eighth month and

at the latest period of pregnancy permissible by the studied

disproportion, not only should not be abandoned, but deserves

a more general application by the profession to the elective

treatment of the lesser degrees of disproportion. The results

of nature's unaided efforts at term—the so-called expectant

treatment—is the one unanswerable argument of those who
maintain the necessity of the test of labor in moderate dispro-

portion. To aid nature by bringing the patient to labor two

to four weeks before term increases her efificiency and is no

detriment to the child.

Kronig (Die Therapie beim engen Becken, Leipzig, 1901)

and Zweifel have studied a large series of obstructed labors in

Leipzig, and with conjugates in fiat pelves between 8.5 and

9.5 cm., assistance was required in 2.7 per cent, of the cases,

and in even the generally contracted pelves (272 cases), with

conjugates between 8.5 and 9.5 cm., no assistance w^as required.

My plea is that it is sound obstetrics to give nature the little

assistance she may need to save the children that without this

aid are frequently lost through errors in obstetric judgment

after version or a difficult forceps extraction at term. Induction

of labor gives that assistance and, if more generally indorsed

by the obstetric leaders, it will more efficiently teach the pro-

fession to study their cases before labor than the doctrine of

early Cesarean section, because the former is within their obstet-

ric judgment and surgical skill, while the latter is not. To
accomplish the best results after the induction of premature

labor, two additional problems are added to the study required

for the elective Cesarean section. These are the determination
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of duration of pregnancy, and the care of the premature infant

after its birth. The interruption of pregnancy must not be

earlier than the degree of disproportion demands, nor at a period

so late that a difficult operative delivery is required which

increases the mortality even of children not excessively

premature.

At first thought, this would seem to increase the burden of

knowledge required of the general practitioner, but on investi-

gation it will appear that these problems are more easily and

safely determined by him and their solution renders less danger-

ous the errors he may make in the more difficult problem of

accurate estimation of relative disproportion between head and

pelvis. Given a conjugate between 8 and lo cm., a head not

unduly large, the patient at the eighth month of pregnancy

and a reliable method for instituting labor, and the problem is

solved. The dangers of infrapubic operations, in cases of pro-

longed pregnancy, are prevented by the induction of labor and

is additional argument for its more general application.

The determination of the exact duration of pregnancy or its

equivalent, the degree of prematurity of the child at the time

selected for terminating the pregnancy, is the only practical

difficulty of this subject. Pinard's tables of average measure-

ments of the bitemporal diameters compared with results

obtained by Stone's or Ferret's methods afford some help.

Miiller's suprapubic pressure should also be used to study the

disproportion. Reliable knowledge of the cessation of men-

struation and of the date of quickening, the probable date of

conception of which sometimes the patient, for some special

reason, believes she has knowledge, give the best criterion for

judging the duration of pregnancy. The possibility of concep-

tion having occurred in the premenstrual and not in the usual

postmenstrual days can be a source of error of as much as two

or three weeks. The date of quickening to some extent checks

this error, but when the probable date of conception is thus in

doubt, if the other factor, the relative size of the head to the

pelvis will permit it, the date selected for inducing labor should

be deferred from ten days to two weeks.

The errors that may be made in selecting the time for inter-

ference is the common objection to inducing labor. When it is

remembered that labor is not to be induced prior to the eighth

month, an error of ten days or two weeks, which is not common
in the predictions we make for the dates of confinement of our
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patients, will not seriously detract from the value of induced

labor for moderate pelvic deformity.

The other objection—the inefficient means at our disposal for

terminating pregnancy—^can only be offered by those who

have little or no experience with inducing labor. The method

I now employ is that referred to above, when discussing the

means to shorten the first stage of labor. The patient is anesthe-

tized if necessary and the cervix is dilated with a two-branched

dilator, aided by the index-finger, to 8 cm., which will not

produce laceration, and the large-size Pomeroy's bag is at once

placed. The cervical compartment is filled with sterile water,

the vaginal compartment is partially distended and the anesthetic

is removed. At intervals of fifteen to thirty minutes the vaginal

compartment is gradually filled until completely distended by a

forceful piston syringe. The bag remains in place until extruded

by the forces of labor which it usually promptly calls into

existence. If not extruded, intermittent tractions are made.

In mv hands it has never failed to terminate the first stage of

labor more promptly than any method heretofore employed.

After several hours of strong pains, the patient being in the

Walcher posture as much of the time as her comfort will permit,

the progress of labor is observed. Operative assistance is de-

ferred for a somewhat longer period than at term because of the

increased risk to the child from forceps or version. After a

fair test of the natural forces, which usually are sufficient, an

operative delivery is undertaken, guided by the conditions that

may be present and by the principles which determine the choice

of procedure in a labor at term.

Analysis of the appended tables shows that of twenty cases

of induced labor in hospital practice and ten cases in private

practice, the conjugates ranging between 8 and lo cm., labor

was induced from two to four weeks before term, depending

upon the estimated disproportion. The primary infantile

mortality in these cases was three stillborn infants, and one

infant's death on the fifth day from aspiration pneumonia.

The death of one of the stillborn infants was due to prolapse of the

umbilical cord—a very rare accident in induced labor. (Less than

I per cent, in my experience). A second stillbirth was due to an

error in calculating the duration of pregnancy, the result of de-

ception on the part of the patient. The third stillbirth followed

a difficult version on a patient presumably four weeks before

term, in whom an error in calculation had also been made. There
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was no maternal mortality and no morbidity. In contrast with

these results, the tables showing the infantile mortality of cases

for which labor was induced at or subsequent to full term are

most instructive. In fourteen such cases, with a range of pelvic

obstruction averaging less than in the former class, there were

eight operative cases, as compared to thirteen operative cases

in the thirty cases. More important, however, is the fact that

there were five infantile deaths in fourteen cases, as compared

to three deaths in thirty cases in which labor was induced before

term—a respective infantile mortality of 39 and 10 per cent.

An additional table of induced labor during the last three years of

private practice for prolongation of pregnancy in primiparae who
had reached or advanced beyond term with the head freely

movable above the pelvic inlet, shows in fourteen cases six

forceps deliveries with no maternal mortality and the loss of

one infant. Thus in fifty-eight cases of induced labor there has

been no maternal morbidity or mortality and the infant mor-

tality has been 14 per cent., the large proportion of which

followed labors induced at or beyond full term. My experi-

ence in these cases of labors induced at or past term, associated

with difficult subpubic operative delivery, was acquired several

years ago. To-day they would be delivered, after the test labor,

by section of the abdomen or pubis. That experience, however,

has taught me that induction two to four weeks before term is a

most useful operation to prevent difficult operative delivery and

high infant mortality at term. When the cases are at term,

induced labor aids natural delivery and increases the safety

of a test labor, but after that aid has failed, forceps or version

must be more and more abandoned for pubiotomy or Cesarean

section. My experience justifies that conclusion. As to the

choice of those operations, I must confess that m)^ training in

abdominal surgery and my knowledge of the modern technic

of the section forces me, like most American obstetricians, to

prefer the abdominal method. Future study and experience

may change this attitude. When a patient escapes the dangers

of peritoneal infection and hemorrhage and recovers from the

Cesarean operation the story is not wholly told. The abdominal

scar, adhesions, fistulae, hernia, subsequent uterine rupture and

the general strain upon the patient, while dependent in large

measure upon the technic of the operator, are not to be entirely

omitted from the comparison between the after-histories of

pubiotomies and Cesarean sections. The enthusiasm for pubi-
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otomy that exists abroad and especially in Germany, and its

reluctant acceptance by America, can only be explained in one

way—either they are dissatisfied with their results of Cesarian

section or we are better abdominal surgeons and are satisfied

with ours. I can scarcely believe that is true, and therefore

conclude that we should give pubiotomy an extensive trial, as

they are now doing.

Obstruction to labor due to anomalous conditions of the cervix

requires but brief discussion. I have recently expressed my
views on "Artificial Dilatation of the Cervix" in American

Medicine (vol. ix. No. 20, May 20, 1905). For relatively slow

dilatation, the use of Voorhee's or Pomeroy's bags, preceded

by partial instrumental dilatation, has supplanted all other

methods in my experience. Measured by the standard of

relatively quick results, by its physiological effacement of the

cervix and by the absence of lacerations associated with the

rapid manual and instrumental methods, it has been wholly

satisfactory. For the group of cases that require relatively

rapid opening of the lower birth-canal, such as obstruction to

the cervix due to cancer, stenosis, myoma or extreme rigidity

and for grave maternal conditions which may be relieved by
prompt emptying of the uterus, Diihrssen's vaginal hysterotomy,

or some modification of it that may be indicated by special

conditions, is infinitely safer, more surgical and more certain

than any other means known to modern obstetrics.

My remarks have been dictated by personal experience and
are offered to introduce these most important topics in obstetrics

for your discussion. What you will have to say will determine

for a large number of American obstetricians the guiding prin-

ciples of their daily work among thousands of women. That

you will be learned and guided by the wisdom of experience

goes without saying. Our session deserves that you be practical

as vv^ell as philosophical and that your discussions shall be brief

and to the point.

Dr. Edward Reynolds, of Boston, read the second paper,
which will appear later in this Journal.

Dr. Egbert H. Grandin, of New York, in the third paper of

the symposium, said that mechanical obstruction to delivery
might be offered, first, by the pelvis, and, second, by tumors in

the lower uterine segment or of the vagina ; third by the present-
ing fetal part, and, fourth, by the cervix of the uterus.

As to mechanical obstruction due to the pelvis, in lesser de-
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grees of contraction induced labor should be the operation of

election. The rule he had laid down for himself was a simple

one: just so long as under suprapubic pressure the presenting

part could be made to accommodate itself to the pelvic brim,

just so long might we refrain from interference. When accom-
modation began to fail, then, after one or another fashion, labor

should be induced, irrespective of the fact that prematurity of

the child was against its survival. This rule for him was an ab-

solute one, unless the parents elected a major operation at term.

Where the case was not seen until the time for the rational in-

duction of premature labor had passed, that is to say, when the

presenting part could not be made to enter the pelvic brim, the

choice lay between forceps, version, and the abdominal Cesarean
section. Here there were a number of factors which controlled

the choice of methods. Ideally, the Cesarean section, before the

onset of labor, or just after, should be elected. Such election,

however, in private practice, was only possible where the con-

sent of the man and the woman was secured. The glamor sur-

rounding the statistical data offered by individual operators

should not blind one to the fact that all w^omen could not con-

trol the services of the expert. The author's rule was, if Cesa-

rean section were declined to calmly await the advent of labor

and, when the proper conditions w^ere present, to perfoim an
elective version. His experience had taught him that when
under the natural efforts the presenting head did not engage, it

was safer for the maternal parts and less dangerous to fetal life to

deliver by the more readily moldable after-coming head than
to drag the before-coming head through by forceps. The version

having been accomplished, where delivery failed, if the fetus was
still alive and the consent of the parents was secured, he found a
field for symphyseotomy, since the alternative was embryotomy.
Even so, basiotripsy of the after-coming head carried less risk of

injury to the woman than perforation of the before-coming head
unengaged at the brim. Hebotomy, in view of the lesions suf-

fered by the woman, and all who had read recent American lit-

erature would agree with him that they were little short of

damnable, he unhesitatingly rejected. Where the presenting

part of the fetus w^as other than the head, considerations offered

which would best be noted under the subdivision relating

to the fetus. Under the present subdivision, neither the

Diihrssen operation nor the vaginal Cesarean section claimed
consideration.

The author then discussed mechanical obstruction due to

tumors in the lower uterine segment or occluding the vagina.

He also spoke of mechanical obstruction due to the fetus.

The author stated his preference for version and his objections

to high forceps. Whenever, under the influence of well-directed

uterine efforts, the head did not engage, he was opposed to ten-

tative forceps traction. Where the conditions for version were
failing, that is to say, the head above the brim, or slightly en-
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gaged and movable and the membranes unruptured, in preference

to forced version he would advise symphysiotomy. In the event
of the pelvis being abnormal, with complicating excess in the

size of the fetal head, when satisfied that the mechanical problem
was such that the head could not enter the brim, the consent of

the parents should be secured and an abdominal Cesarean sec-

tion performed; the child, of course, being viable and alive and
the physical condition of the women not contraindicating. In

these instances, neither the Diihrssen operation nor the vaginal

Cesarean section entered as factors. Where the presentation

was other than the head and the dystocia was simply due to the

malpresentation, the ordinary rules of obstetric procedure ap-

plied. ^^'here, in addition, to the malpresentation, there ex-

isted pelvic contraction, the author's choice of method for

delivery was the abdominal Cesarean section, other things being
equal.

After considering mechanical obstruction depending upon the

cervix, the author desired to establish specifically these general

deductions: First, he was in hearty accord with the modern
tendency of widening the sphere of the elective Cesarean section.

Second, he did not believe that either symphysiotomy or hebot-
omy could ever be made operations of election, and that when
either was demanded, the first should be given the preference.

Thirdly, as he viewed an experience of nearly thirty years, he was
glad that Nature now rarelv caused him to destrov the living

child.

THE IXDICATIOXS FOR CESAREAN SECTION.*
BY

BARTOX COOKE HIRST, M.D.,

Philadelphia, Pa.

It is the intention of this paper to discuss two questions in

the study of indications for Cesarean section ; namely, the reasons

for preferring induction of labor within the last month of gesta-

tion in cases of moderate contraction of the pervis and the fallacy

of the recent statements that Cesarean section is a dangerous

operation if performed after some hours of active labor pains.

To take up all the alternatives in obstructed labor—forceps,

version, symphyseotomy, pubiotomy, induction of labor, vaginal

and abdominal Cesarean section—would occupy more time than

should be allotted to one paper; besides, there is little new to be

said about forceps or version, and as for symphyseotomy and

pubiotomy, after a trial of both I find them very much alike and

equally objectionable. f Pubiotomy, in my judgment, going

* Read before the American Gynecological Society at Philadelphia, May 26-28,

1908.

1 1 have had seven symphseotomies and two pubiotomies.
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the way of symphyseotomy, laparoelytrotomy and all the

other substitutes for Cesarean section, will be little heard of in

the future. The only valid argument in its favor at present is

that it is safer than Cesarean section after a labor of some duration

in which there have been vaginal examinations or intrauterine

manipulations. No one endowed with an ordinary amount of

common sense and experience could prefer it to Cesarean section

if the two operations had the same mortality, in view of the

necessity for numerous assistants, the danger of injury to the

bladder, the likelihood of an awkward hemorrhage in the subcu-

taneous operation, the dubious outlook for the infant which

must traverse the birth-canal, the imperfect union of the pubic

bones and the atrocious inconveniences of the woman's conva-

lescence. No one with experience in both operations, I think,

could prefer pubiotomy to Cesarean section unless he honestly

believed it to be the safer operation. But statistics do not sup-

port this contention and I hope to show that the evolution of

Cesarean section has not ceased ; that the best operative and

aseptic technic enables one to resort to Cesarean section with

impunity in spite of hours of labor pains and even with an in-

fected lower birth canal.

As to the first proposition, that induction of labor within the

last four weeks of gestation is preferable to Cesarean section at

term in cases of moderate contraction of the pelvis, in which a

child of about five pounds in weight with head diameters on the

average i cm. less than normal and with a compressible cranium

can easily pass through the birth-canal or can be safely assisted

through, whereas a full-sized child at term could not pass without

experiencing fatal damage, even the most prejudicial advocates of

Cesarean section or pubiotomy as against induction of labor

will admit that the latter is the safer operation for the mother.

The whole question therefore hinges on the safety of the infant.

The hospital statistics of Germany would make the induction of

premature labor appear little better than craniotomy, and, if

they held good for our part of the world, would condemn the

operation without further discussion. But they do not. Two
years ago I published some statistics of more than 200 induced

labors from one hospital service alone. My total experience has

been a good deal more than double that figure. The result of

this experience leaves me a firm believer in the efficacy of induced

labor. Infants born at any time within the last three or four

weeks have as good a chance of survival as if they were born at

9
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term, provided the nursing and hygienic surroundings are good.

It is futile to lay down fixed rules based upon pelvic size as to the

necessity of inducing labor.

I have seen a woman at term deliver herself spontaneously

through a true conjugate of 6:^ cm., while, as we all know, there

may be insuperable difficulty with a conjugate of 8^ or g cm.

Antepartum oetometry, the relative size of fetal head and

maternal pelvis, the histor}' of previous labors, the size of the

parents, the diet of the mother and her muscular development

must all be taken into account.

The following conclusions are justified from the experience of

those of us who have given this method a trial in scores of cases

over many years. Women with conjugatae verae in the neighbor-

hood of 8 cm. can be delivered safely and easily during the last

month of gestation who at term would require Cesarean section

or pubiotomy, and a number of these women have been subjected

to the major operations in previous labors.

The mortality of the premature infants is little, if any, greater

than that of infants born at term in unobstructed labors.

Finally, it is a significant fact to be noted by the general

physician who might study this discussion for his own guidance,

that the warmest advocates for the induction of premature labor

in cases of moderate contraction of the pelvis are those with the

largest experience in the operation, while its bitterest opponents

are those who have no personal experience with it at all.

The second proposition interests me more; viz., that there

need be no dread of a Cesarean section after hours of labor pains,

if the operative and aseptic technic is good. The importance of

this statement is obvious. If, in doubtful cases, Cesarean section

were always resorted to before labor we all know how many un-

necessary operations would be performed. If a primipara is

given twenty-four hours of labor and a multipara twelve, a safe

limit within which rupture of the uterus need not be feared,

about two-thirds of the women would deliver themselves spon-

taneously, who, if treated according to advice recently given the

profession, would be subjected to an unnecessary major operation.

It has been my rule of practice for a number of years to test a

doubtful case by a sufficiently long labor, and, in addition, often

by a cautious application of the axis traction forceps for twenty

minutes. Moreover, in my service in the University Hospital,

many women are admitted after hours of labor and repeated

examinations outside without aseptic precautions and, never-
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theless, are successfully delivered by Cesarean section, Mv ex-

perience in this Operation amounts to seventy-four cases.* In
the last six years there have been thirty-five operations. The
majority of them have been performed after t^velve to twenty-

four hours of labor. The only death was that of a woman
operated on before labor, f

If the following rules of technic are observed I claim that

Cesarean section is a safer operation than pubiotomy. Cleanse

the vulva and vagina as carefully as though for a major vaginal

operation. Pack the vagina with sterile gauze, cover the ab-

domen with rubber dam; deliver the uterus from the abdominal

cavity; pack ofif the abdominal cavity with gauze packs. After

evacuating the uterus, unite its walls with four interrupted suture

of Pagenstecher thread, finest size; unite the myometrium
with a double tier suture of chromiciz^d gut, and the perime-

trium with a double lace suture of catgut. Return the uterus

to the abdominal cavity after the uterine operation is concluded

and a toilet is made. If this technic is followed, Ceserean section

is a comparatively safe operation at any stage of labor. In

cases, however, of bad infection, such as those with gangrene
of the vulva or sloughing of the vagina, the Parro operation can

be done in the same way outside the abdominal cavity.

182 1 Spruce Street.

The last paper in the symposium was read by Dr. A. Lapthorn
Smith, of Montreal, who said that two years ago he was
opposed to Cesarean section, but his objection was only relative

and not absolute, for as long as the operation had a higher
mortality than the condition it was intended to relieve, he felt

that it should only be resorted to in extreme cases. As soon as

the technic had been so improved that there was almost no death-
rate to it, he became an ardent convert. And now he had found
out that the high death-rate which used to fallow it was not due
so much to the operation as to the delay in performing it. Any
operation would have a high death-rate when performed on in-

fected and dying women. But if Cesarean section was per-

formed early enough and by an expert, it was the safest of all ab-

dominal sections. Indeed, it might be called a benign operation,

because it was free from the lacerations and bruises which were
inevitable in the accouchement force, especially when the Bossi

dilators were employed. These had a high death-rate from

* Since this was written, three more have been performed, making my personal

experience seventy-seven operations, with one death among the last thirty-eight,

and five deaths in all.

tShe was not watched carefully enough by the nurse: on the second night she
turned over on her face and abdomen, bnnging the weight of her body on the

recently sutured uterus which burst open.
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lacerations and infection. With the modern Cesarean section

there was neither of these causes of death. It was surprising
how quickly it could be done; one or two strokes of the knife, and
one was down to the uterus. An incision in the latter an inch
long enabled one to put the two fore-fingers into it and to tear the
incision up and down about six inches. The feet were caught
and the whole ovum, placenta and all were quickly drawn out and
handed to an assistant, who opened the membrane and tied the
cord. All this took very little over a minute. With a good as-

sistant to hold the two broad ligaments, there was very little

bleeding, certainly not more, but rather less than was lost at an
average normal labor. For convenience in sewing, the uterus
could be lifted out and placed on a sterilized towel. The longest
part of the operation was the sewing of the rent in the uterus with
interrupted sutures. Although he employed this method in his

three cases, he believed that a running catgut suture, only taking
in the muscle, would hold the latter together, while another run-
ning suture of fine chromicized catgut would take care of the
peritoneum. The mucuous membrane required no suturing.
B}' this change in method of suturing the uterus the total time
from the first incision to placing the last stitch could be easily
reduced to less than thirty minutes. His cases took about
forty minutes. The most remarkable thing about the Cesarean
section was the well being of the woman afterward as com-
pared with a forceps delivery. His two cases that recovered had
absolutely no rise of temperature which they almost surely
would have had if the child had been dragged through the vulva.
He had long felt that the terms "milk leg" and "milk fever"
should be abolished and called by their true name—puerperal in-

fection or septic absorption through the more or less severe lac-

erations of a normal labor or the very severe ones of a forceps
delivery. The woman who was delivered by Cesarean section
before labor began was not only saved all pain, but was saved all

this danger. His third case was a primipara. She felt so well
the day after the operation that she assurred him, again and
again, that it was a shame to keep her in bed.
With regard to the child, he believed that it was more than

a coincidence that it seemed to have neither pain nor ache
enough to make it cry. The forceps had been and always would
be an immense boon to women with moderate degrees of mechan-
ical obstruction ; but there was another and quite large class of
cases, where the forceps inflicted upon the child severe injuries,

the full extent of which was not yet recognized, being nmch more
important than even the death of the infant.

The time was not far distant when women-, who so nearly die
at every confinement that their family physicians order them to
separate from their husbands and thus break up their homes, may
have such a. safe and painless delivery by Cesarean section that
they would cease to have the awful horror of becoming pregnant,
which was becoming so widespread on this continent.
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The author had previously pointed out that muscles which
were not used underwent atrophy, and that even the bones to

which these muscles were attached grew smaller. In other words
the overeducated, underexercised woman, who thought and
planned what others were to do, but did nothing herself, had a
much more difficult task to drive the child through the smaller
pelvis, with less muscular power to do the driving than her work-
ing sister. He also pointed out that such women married rich

brain schemers and, if there was anything in heredity at all, these

children would have larger heads than normal. If the child's

head continued to increase in size and the pelvis of the mother to

grow smaller and her muscular power weaker, a normal labor

would become almost impossible. Xo substitute for normal
labor could compare with Cesarean section. The pubic opera-
tions all had the defect of causing an incised wound in a place

where it was difficult to keep it aseptic, while they did not do
away with the bruising which usually accompanied a forceps

delivery. After one had taken the risk of hemorrhage in a place

where it was difficult to control, one still had the risk of bruising

and tearing and infecting the soft parts. The cutting of the

pubic bone or cartilage did nothing to make the passage through
the soft parts less difficult. So that in all methods of artificial

delivery at full term other than Cesarean section one had to

reckon with injuries to the soft parts; that is, the cervix, vagina,

perineum and sometimes the bladder. These injuries were
known and recognized to some extent to be the cause of puer-

peral deaths, but their full extent had not yet been admitted.
Many a woman had had her uterus washed out and curetted until

she died, while the real cause was septic infection of tears of the

vagina and perineum. Over and over again the writer had been
called in consultation to see women who had been in furious

labor for twenty-four hours and yet the head was not engaged.
But the woman was exhausted and the situation intolerable to

the patient, the family physician and the friends. Something
had to be done and he did the best he knew in those days namely,
put on the forceps and drag the head through. Often it required

three people to hold the woman on the bed and two to pull on
the instruments. The child was delivered, but generally dead.

In some cases it lived, but with permanent injury to the brain.

Sometimes it was necessary to perforate the head of the living

healthy child—in plain English kill it—for no fault of its own, but
just because its mother's pelvis was too small. To-day such treat-

ment would be unjustifiable in a city or near a city where an ex-

pert could readily be found able and willing to do a Cesarean
section and save both mother and child. Fortunately, these

cases occurred rarely in the country where the woman worked and
walked and married men with normal brains. Up to within the
last year or two it had seemed less shocking to kill the child and
almost kill the mother as long as delivery took place per vias

naturales than to do a benign and gentle operation where skill and
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Speed had taken the place of brute force. But the time had come
the writer thought, when the family physician should shrink from
kilHng the helpless child as well as from making the mother run
an vmnecessary risk of her life and health.

It will depend upon him much more than upon the operator

whether Cesarean section shall have absolutely no death-rate or

not, for both of the lives were concerned according to whether
they had both been seriously injured or not by forceful but futile

attempts at instrumental delivery.

The discussion on this symposium was postponed until after

the delivery of the President's Address. (See page i.)

GENERAL discussion ON INTRAPELVIC (SUBPUBIC) VS. ABDOM-
INAL METHOD OF DEALING WITH MECHANICAL OBSTRUC-

TION TO DELIVERY IN CASES OF CONFINEMENT.

Dr. Edward P. Davis, of Philadelphia, said there was one
point which was of common interest, and which had met with
practically a common treatment. This referred to the examina-
tion of women before labor development. While the speakers

agreed upon the necessity of that one point, still he desired to

utter a word of warning as to the fact that it could not, at the

present state of our knowledge, be accurate, and that we must
not assign too much importance to the results of that examina-
tion. He believed in it fully, but we could not depend absolutely

upon it. There was a large element of chance which could only
be cleared up by the actual test of labor.

Proceeding to the patients, they might be divided into private

patients, married patients in' their own houses, and patients who
came to hospitals. In married persons living in their own houses
a preliminary examination before labor should lead to a con-

sultation with husband and wife, or if the husband was not living,

with the nearest responsible relative. The result of this

consultation should be that the operator should lay before these

persons frankly the dangers to be avoided and should give the

husband and wife or family the results of modern methods, and
especially the results of his personal work, and then say to them,
What value will you place upon the life of the unborn child?

It was not desired to place the mother at unnecessary risk, but it

must be acknowledged that intrapelvic delivery offered greater

risk to the fetus by the induction of labor through successive

days, and that delivery by the elective Cesarean section offered

to the child less risk than any other method. If, then, the

mother was willing to consider the question of elective Cesarean
section, as contrasted with intrapelvic delivery, in view of her

desire for a child, she should have that privilege, and he had been
led to that conclusion from actual experience with private pati-

ents. He had had a woman request the performance of Cesa-

rean section, but had declined the request, and had delivered her
three times successfully bv the induction of labor and the use of
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forceps. He had put the question before the husband and wife

and had on two occasions Cesarean section requested, one after

a consultation with Dr. Hirst and one after a consultation with
another physician, and the family assumed entire responsibility.

In both cases the induction of labor and Cesarean section results

were perfectly satisfactory, there being no mortality and no
morbidity. This, he believed, placed obstetrics upon a fair and
dignified foundation and recognized the right of the husband and
wife.

As to the hospital cases, there was a different situation. It had
been abundantly proven in the hospitals of Germany that if the
mother be asked whether any consideration shall be placed on
the child, she would say no, except in these rare cases where the
woman may be married and had lost children in previous labor

and desired offspring. He did not mean to imply that German
mothers were less loving than American mothers, but any un-
married woman would avoid risk to herself at the expense of the

child. The surgeon must be in some sense the arbiter in the case,

because he cannot suggest Cesarean section or pubiotomy to a
young girl and expect acquiescence. She would demand that
the child be removed from her. Remembering the fact that the

unborn fetus is a potential factor, and may be delivered and
brought to better development, we might allow this woman to go
into the test of actual labor.

He called attention to what seemed a most serious objection to

the skillful and successful methods of artificial dilatation of the
cervax, in that they very often altered the mechanism of labor.

They further did away with the moulding of the featal head to a
considerable extent, and is it not a fact that one of the most
valuable methods and criterion for estimating the possible de-

livery of the child through the pelvis, is the moulding of the fetal

head ? If, .now, it was intended to shorten by artificial dilatation

the labor at the period of moulding, followed by the application

of forceps, should we not have an increased fetal morbidity and
mortality, and should we not have an increased risk to the

mother by reason of the abnormality in the labor? The test of

labor did away with this, and after a fair amount of labor pain
the woman came to a practical demonstration that she could or

could not be instrusted to bring the head of the fetus into the

pelvic cavity whence it could be readily removed. He agreed
with Dr. Hirst in the fact that the mortality from the Cesarean
operation, after the woman had been some time in labor, need not
be high. He had had forty-three Cesarean operations upon
women who had not been subjected to forceps or efforts at ver-

sion, but who had been for some time in labor, and some of these

women had labor induced with the hope of avoiding section.

Of this number of operations there was one maternal death but
no fetal mortality.

So far as the question of induction of labor was concerned, it

undoubtedly lessened the maternal mortality.

I
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Dr. F. Pfannensteil, of Kiel, German}'- confined his remarks
largely to the consideration of contracted pelves, Hebostiotomy
or pubiotomy was not looked upon with the same favor in

America as in Germany. However, he was an advocate of this

operation in certain cases. Cesarean section and the induction

of premature labor had their special indications. One should

differentiate the cases and perform that operation which was in-

dicated in the particular case. Cesarean section and hebosti-

otomy were operations that should be done by specialists and re-

served largely for hospital cases. Generally speaking, Cesarean

section w^as indicated in cases of contracted pelvis.

Dr. Henry D. Fry, of Washington, D. C., said that a large

number of women who entered the hospital in Washington, par-

ticularly colored women, had small pelves. In nearly half of the

white w^omen and in nearly half of the colored women the ex-

ternal measurements were below normal. These measurements
indicated that contracted pelves existed in 49 per cent, of all

colored women, and in 25 per cent, of white women, w^hereas the

measurements which simply indicated contracted pelvis was 20

per cent, in the whites and only 5 in the colored. Fully two-

thirds of these cases were delivered naturally. In a large number
of instances, w^here the external measurements would seem to in-

dicate a diminished pelvic space, the diameter of the conjugate

would be found normal. Nature took care of these women, and
where they had contracted pelves they had small babies, and in

propartion to the decrease in the size of the conjugate the babies

got smaller and smaller. In some 400 examinations, where the

external conjugate measured between 19 and 20 cm. the babies

weighed seven pounds and ten ounces and gradually got smaller

and smaller as the external conjugate diminished, and when the

diameter of the external conjugate was between sixteen and
seventeen cm., the average weight of the babies was six pounds
and four ounces. Fully two-thirds of these women were deliv-

ered spontaneously. At the Columbia hospital, where they had
a number of these cases, until recently high forceps was used a

great deal. The maternal mortality was almost nil. But they

lost, however, one-third of the babies. In the last twenty high-

forceps operations there were seven dead babies. In these cases

they had begun to use now the elective Cesarean section and out

of sixteen babies that were viable fifteen were born alive. The
induction of premature labor was receiving with him personally

less and less attention. This spring he tried it on two cases, with

failure in both.

In regard to symphysiotomy and pubiotomy, a great many
obstetricians did not favor them, believing -there was very little

or no place for them. He could not agree with that position,

because he believed there was a place for both of these operations.

Dr. Charles Jewett, of Brooklyn, N. Y., said the principal ob-

jection to the induction of premature labor was the high mortality

to the child, and there was some mortality to the mother. He did
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not think enough distinction was made between different degrees of

prematurity in cases in which the child could be delivered in the
last two or three weeks when the pelvic contraction was very-

slight. The results to the child by induced labor were better

than by the disjunction of the pelvic ring, and almost as good as

by Cesarean section, and better for the mother. He was in

sympathy with those who partially condemned the pelvic-split-

ting operations. The after-care w'as extremely unsatisfactory;

the degree of traumatism was very great, and the after-condition

of the mother was frequently bad.
With reference to the choice between the two operations,

symphysiotomy and pubiotomy, there was very little advantage
in symphysiotomy over pubiotomy. It was claimed and it was
doubtless true, that the danger of infection was less from cutting
through the bone than from dividing the soft structures, dividing
the end of the pubic disk, but this advantage was counterbal-
anced by the great frequency with which these patients had crural

phlebitis.

Dr. August Martin, of Germany, said he had listened to the
series of papers with great interest, and wished to say that if we
followed the development of these various operations for deliver-

ing children, we would see with Max Sanger that the classical

Cesarean section was limited to a small number of indications.

When Morisani revived symphysiotomy it was energetically de-

fended by French collaborators, by Schauta, Zweifel and others.

The results of symphysiotomy alone were not as satisfactory as

they might be, and then Professor Gigli advocated symphysi-
otomy and pubiotomy. All of these operations were advocated,
according to the indications, to. save living children from per-

foration, but it must be remembered that these operations were
proposed for aseptic cases, whereas in septic cases and in greatly

contracted pelves perforation was practiced. Not long since

Fritz Frank, of Cologne, proposed another kind of abdominal
incision with a view to protecting or saving the peritoneum,
which incision had been modified by Sellheim, who proposed to

make an opening above the symphysis and take off the peritoneum
of the bladder, separating the bladder downward from the cervix
uteri, but incising it in the median line without, in many instances
incising the body of the uterus. If the speaker was able to see

the course of these various operations, he felt that sooner or later

w^e would return to the classical Cesarean operation and direct

attention toward finding out a method of saving the peritoneum.
With regard to symphysiotomy and hebostiotomy, referred to

by Professor Pfannensteil, they were more diflicult and required
great skill on the part of the operator and should not be under-
taken by the average general practitioner in the country.

Dr. Edwin B. Cragin, of New York, spoke a word or two in

favor of the induction of premature labor. He should not know
how to practice obstetrics in New York unless he could avail

himself of the induction of labor in the minor grades of contracted
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pelves. He believed in the test of labor. He did not believe in

doing a Cesarean section until Nature had shown what she could

do with the fetal head, and in cases in which Nature had almost
succeeded without the assistance of the accoucheur, it seemed to

him that at the subsequent labor the induction of premature
labor at two or three weeks ahead of term probably would solve

the problem successfully.

In regard to Cesarean section, after a trial of labor, he was not
quite willing to resort to this operation except where the indica-

tions were positive, without letting Nature show what she could

do. He was averse to using bags in the cervix and in the vagina

;

if he expected to do Cesarean section, he wanted the cervix and
vagina as imtouched as possible. He wanted the vulva thor-

oughly sterilized and kept covered wdth a sterile dressing.

Therefore, he would feel uneasy if he were obliged to do a Cesa-

rean section after he had had an elastic bag in the cervix and
vagina.

As to vaginal Cesarean section, he had done quite a number of

them, and yet the operation impressed him as not being an easy
one. The upper angle of the uterine wound in his experience was
not always an easy one to close. The ease with which one could

do an abdominal Cesarean section, with everything before his

eyes, as contrasted with vaginal Cesarean section, with the up-

per angle of the uterine wound hard to reach, did not speak in his

experience of vaginal Cesarean section as an easy operative pro-

cedure, and he thought it was a mistake for the general practi-

tioner or the nonspecialist to do vaginal Cesarean sections ex-

pecting them to be easy operations.

In regard to pubiotomy and symphysiotomy, he agreed with

Dr. Jewett that the field for them was narrow, and would be-

come narrower and narrower as the years went by.

Dr. Robert A. Murray, of New York, desired to speak, first,

in regard to the teaching of obstetrics. Most of the statistics of

the major operations had been gathered in hospitals. The
majority of patients were not confined in hospitals, but outside of

them. He was glad Dr. Davis brought that point forward.

There was a difference between a private patient and one in a
hospital. The private patient was usually under the care of the

obstetrician before the approach of confinement and kept under
observation so as to determine the condition of toxemia by analy-

ses of the urine, the condition of the pelvis, etc. In the hospital

case this was not done in the majority of instances, and the

obstetrician had the choice of only a few operations. In the

eighth month, or before that, when observation is made of the

urine to determine toxemia, the physician should absolutely

determine whether the head is compressible in the pelvis and
what degree of solidity there was in the suture.

Next, he believed that with skilled assistants and with the

skill which the members of the society possessed. Cesarean sec-

tion was far more preferable to the surgeon than any other
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method of delivery. It was easier than many normal labors.

It meant less care on the part of the surgeon. It meant less

time. He made a plea for version and forceps in the third stage,

as both of them had stood well in the past, and it was a mistake

to advise the general practitioner against not trying them, but
to resort to Cesarean section because it was easier. He did not

think any of the members would want the abdomen of a relative

opened to extract a child if there was any possibility of delivering

it bv the natural passages. There w'as still a large field for the

induction of premature labor. Cesarean section as an operation

wovild hold its own in cases of contracted pelvis, and where the

pelvic bones were absolutely fixed. He did not think that in

such cases pubiotomy, or any operation on the pubis, would be

as effectual as Cesarean section.

Dr. Malcolm McLean, of New York, referred to the great im-

patience of the age. He did not know how it was in Germany,
but in America everything must be done in a hurry. A woman
must have a baby within two hours. She must not go through
the normal changes which are requisite to conduct her through

a normal deliverv. A great number of practitioners were making
mistakes and bringing ill repute upon such operations as had
stood well by scientific men, as, for instance, the use of forceps

and version in proper cases, because of their imperfect training

and imperfectly putting into practice the things that were

taught them in medical schools. Instances were cited of prac-

titioners who did not conform to the principles of obstetrics as

taugh them. The violation of propriety in obstetric operations

was still going on. It would be difficult to convince the speaker

that version should be laid aside, when he had been so successful

with this method. He made a plea for the maintenance of a

normal operation through normal passages, so far as possible.

Dr. Charles M. Green, of Boston, sympathized with what
Dr. McLean had said. He disliked to hear the statement made
that high forceps and version were going out of use simply be-

cause under improved modern methods Cesarean section was
such a safe operation. Those operations had not been over-

looked in the teaching in his own school, and they took a great

deal of pains in teaching the operation of forceps and version and
of teaching the election of these operations and which operation

should be the choice. They took pains in teaching pelvimetry

and in teaching the estimation of the size of the child. There
were three factors concerned in the safe passage of the child

through the pelvis. It was not alone the passenger, nor the

passage, but we had to consider the power that was going to

push the passenger through the passage, and this, of course, was
often impossible to determine. In a woman who had had no
previous obstetric history, w^here there were no data to go by,

they endeavored to determine with reasonable probability

whether the woman could be successfully delivered or deliver

herself through the natural passages, and if it was not thought



i40 TRANSACTIONS OF THE

there was a reasonable chance of this, then the patient was not
touched, and there were many cases in which patients were not
allowed to go into labor at all, but were delivered by the classical

Cesarean section before any labor pains occurred. If, on the
other hand, he had to deal with a border-line case, then he had
not been able to see any reason why such a woman should not be
allowed to have the test of labor for a reasonable time, carefully

abstaining from vaginal examination, and from all possible in-

fection of the patient, and then, if within a reasonable time the
patient was not able to bring the head down, to proceed to the
classical Cesarean section. Speaking for himself and his as-

sociates on the hospital staff, they did not believe in symphysi-
otomy or pubiotomy. They thought they could do better by
delivering these women by means of Cesarean section.

Dr. E. W. Cushing, of Boston, said that in some cases, where
a woman was brought into the hospital presumably infected, the
child alive, and the question arose as to whether a Cesarean sec-

tion should be done or not, much good could be derived from the
intelligent use of vaccines as now prepared. For instance, in his

hospital several months ago a woman was brought in who had
been worked over by five doctors for twelve hours, applying
forceps with rudimentary precautions or none at all, and rather
than lose the child Cesarean section was performed. At the same
time. Dr. Leary took a culture from the cervix uteri. The
woman had a bad chill, with a temperature of 105°. This culture
was bred and found to contain colon bacilli, but no streptococci.

Vaccines were given, shortly after which the temperature declined
and the woman recovered. He believed her recovery was due to

the administration of the vaccines.

He could mention many cases that had come under his ob-
servation where Casarean section was not necessar}^ but where
the children had been finally delivered with forceps and the
temperature of the patients controlled by the use of vaccine, the
women subsequently going on to a good recovery.

Dr. a. Lapthorn Smith, of Montreal, had tried to induce
women with contracted pelves to diet themselves in order to have
small babies, but this failed. After a woman was delivered of a
baby she soon forgot about her troubles. When a woman was in

labor, if such a labor was going to require Cesarean section, she
was in no condition to dictate what should be done nor were the
members of the family in. a position to do so. Most of them
would say, "Doctor we know nothing about it. You must de-
cide." This was the position obstetricians should take. It was
hard enough for the obstetrician himself to decide, with the help
of his confreres, as to the proper course to pursue. If it was borne
in mind that Cesarean section had little or no mortality to the
mother and child, then most women would be inclined to let the
obstetrician perform that operation when he though it was
necessary.

Dr. Grandin, in closing the discussion on his part, said he
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would rather resort to version than to Cesarean section. He
contended that high forceps could never be made the operation
of election, and that where cutting operations were refused by
the parents who had the right under the law of this land to

elect, he preferred version.

Dr. Edward Reynolds, in closing the discussion on his part,

said he believed that the elective Cesarean section was likelv in

the future to occupy a more and more prominent place in obstet-
ric practice. He thought the members were wise in going slowlv.

Of the doubtful cases that came to him for opinion, he had recom-
mended against the induction of labor and for Cesarean section in

about an even proportion of cases. He was far from believing

that there was nothing in the induction of labor. He thought
there were doubtful cases where it was wdse to let pregnancy go
beyond, or perhaps quite to term, with soft fetal heads, which
might become hard, before interfering; but he believed pro-

foundly that whether we were going to do intrapelvic or ab-
dominal operations, the fight for the induction of labor at eight
months or earlier, in cases of marked deformity of the pelvis, was
a losing fight. Early induction of labor in any but the most
doubtful cases was a by-gone.

Dr. Richard C. Xorris, in closing the discussion, said he was
glad to see that when such questions came before the society

the common sense of its members reached a safe and middle
ground. The tendency of the thoughtless and overzealoas ap-
plication of the Cesarean operation by men less expert than the
members made it harmful to the general profession. This dis-

cussion would check that tendency. It had been brought out
clearly that men had not wholly abandoned the older ideas of

obstetrics; that obstetrics was not in danger of losing itself as a
specialty of gynecology, but applying its principles to practice

would add new laurels to the victories already achieved. There
was apparently a general agreement as to the useful field of in-

d xtion of labor in minor grades of pelvic deformity. The limita-

tions of forceps and version were being defined, and the indica-

tions for performing Cesearean section made clear to the general
practitioner. He agreed with Lapthorn Smith that these prob-
lems could not be settled by the patient or by members of the

patient's family. The obstetrician, after reaching his own con-
clusion that such a plan of procedure was the best, should expect
the family to follow^ his advice. If the family disagreed with a

proposed operation, and the physician's judgment fell to the

ground, he was left in the lurch, which was not a comfortable
predicament. Cesarean section was the operation of choice to

the skilled gynecologist, but pubiotomy would have a place. Its

limitations, however, must be defined and learned.

{To he continued.)
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Lectures on General Obstetrics. By Dr. Heinrich Bayer.
Extraordinary Professor at the Kaiser Wilhelm University,

Strassburg, Germany. Strassburg, vSchlesier und Schweik-
hardt, 1908.

Five to six years' practice in a special line seems to be sufficient

nowadays to enable a man to write a text-book. Provided it is

abundantly illustrated, the book will sell. Many readers do
not discriminate whose experience they get. We have to admit
that some of our text-books are mere primers made up for the

memorizing student. How vastly different is the book reviewed
in this abstract! The product of twenty years of painstaking

histological research and large clinical practice, it gives us an
account of all of the original work that Bayer, who is well known
in German literature has done from the time of his interneship

up to the official position he occupies now at the University of

Strassburg. Such a book—the work of a lifetime—is something
unique in our materialistic days.

It is arranged in lectures and, we might say right here, in the

old style of academical lectures, but in such an easy and inter-

esting language that even the men who are not very well versed

in German can read it with ease. The whole work ontains

seven parts, treating the doctrine of evolution, the anato.ny and
physiology of the female generative organs, labor, puerperium
and its therapeutics. The first two chapters appeared some time
ago. The third part (just issued) is a book of 527 pages, with ten

tables and 63 illustrations in the text, and deals with the develop-

ment and anatomy of the female sexual organs.

Bayer says in the preface to his boo): that he did not intend to

write a picture-book, but a scientific book. Everybody will

have to concede to the author that his book is written from a

thoroughly objective point of view. The pictures given in the

text elucidate the comparative anatomy and those on the plates

are worthy objects of comparison for those intending to take up
similar work. They are masterly reproductions of specimens
from the author's collection which have been reduced after

photographing. They are executed in such a perfect way that

one has to use the magnifying glass in order to recognize the

fine details of the structure.

Reading such a book born of thorough knowledge of the

literature and personal research, one cannot help drawing com-
parisons with the product of modern divided work, the so-called

hand-books. Written by one or two dozen authors who strive

to place their own more or less personal views before the pro-

fession, these complete hand-books discuss some matters twice,
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while many imporant facts and questions are not mentioned at

all. How different is Bayer's book—the life-work of one man I

It is planned in such a grand way that one cannot help wonder-
ing whether one man's strength and life is sufficient to complete it.

This personal element in the discussion of a large discipline

renders Bayer's book attractive; in fact, places it high above
all the modern specialistic literature.

The whole work breathes a teleological consideration of the

matter in hand. Bayer, however, does not get lost in the

mysteries of the final causes or original source of life. On the

contrary, the understanding of all anatomical arrangements of

the human body is hereby facilitated. This becomes evident

in the chapter treating the menstruation and ovulation. Al-

though comparative anatomy and evolution are amply con-

sidered, the practising obstetrician is evident everywhere. For
instance, in describing the muscles of the pelvis, the author
justly calls our attention to the purposeful arrangement of the

openings in the bones, the appropriate course of the muscles
filling out these openings during labor proper. It is not dry
anatomy we are reading, but a physiological description of the

anatomical conditions discussed by a learned and observant
obstetrician.

The muscles of the uterus and its blood-supply are described

in a masterly way. In contrast to the commonly accepted view^

of the ligaments as an outgrowth of the uterine muscles, Bayer
believes in an independent ingrowing of the ligaments into the

uterus. Menstruation and ovulation and their connection are

treated beautifully and very clearly. The author explains his

own teleologic conceptions of menstruation, in opposition to

the atavistic doctrine promulgated by Johannes Mueller and
Gebhard, who regarded menstruation merely as a periodical

regeneration of the uterine mucosa. His examinations prove
that the surface epithelium loses its cilia during menstruation.
This, of course, would enable the spermatozoa to enter the uterus.

Bayer, who published several articles about impregnation
and sex formation, is certainly the man to do justice to a question

as difficult as that of the formation of sex. This, as well as the

secondary sexual characters, are treated in a thorough and most
up-to-date manner. That the author never loses an oppor-
tunity to point out the many deficiencies in our knowledge,
must also be highly appreciated. Many a young obstetrician

will thus find a new route for research-work. Those among
us, to use Bayer's words, who regard the uterus mainly as a

part of the human body especially fit for being cauterized,

scraped and extirpated, pass with closed eyes the great miracle

of life which the uterus still forms. For those this book is not
written. They who have any desire for knowledge left will,

while reading it, feel inspired to join the all too small number of

research -workers.

Through the whole book breathes the noble spirit of a scholar
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who devoted his whole Hfe to research into the many problems
we are confronted with in impregnation, pregnancy and labor.

German and foreign literature are fully considered, which makes
Bayer's w^ork a first-class reference-book. g. s.

An Index of Treatment. By various writers. Edited by
Robert Hutchison, M. D., F. R. C. P., Physician to the

London Hospital and Assistant Physician to the Hospital for

Sick Children in Great Ormond Street, and H. StansfiEld
Collier, F. R. C. S., Surgeon to St. Mary's Hospital; Joint

Lecturer in Surgery in St. Mary's Hospital School; Surgeon
to the Hospital for Sick Children in Great Ormond Street.

Revised to conform to American usage by Warren ColEman,
M. D., Professor of Clinical Medicine and Instructor in Thera-
peutics in Cornell University Medical College; Assistant
Visiting Physician to Bellevue Hospital, New York, New York:
William Wood & Co. 1908. 888 pages.

With the exception of one German author, Schmieden, who
has written the chapter on Passive Hyperemia, this book is

written entirely by English authors. That the editors have
spared no pains in the selection of writers is shown in the presence
of such names as Allbut, Bramwell, Gibson, Hunter, Oliver,

Poynton, Saundby, Evistace Smith, etc., in the list of contri-

butors. Inasmuch as the book is intended for practitioners,

detailed descriptions of major operations have been omitted,
while the nonoperative methods of treatment are more fully

elaborated. The more important gvmecological diseases are

discussed, but the therapy of obstetrics has been practically

excluded. The work of the American editor has been confined
almost entirely to the adaptation of English prescriptions to the
United States Pharmacopeia (wherever this is possible) and to

the substitution of the names of American manufacturers, in

certain instances, instead of English. In order to furnish the
American reader knowledge of British pharmacopeial prepara-
tions, an appendix has been added containing brief descriptions

of such preparations.

It is only natural, in a work presenting such a multitude of

data, to except differences of opinion in regard to therapy, but on
the whole, such differences are remarkably few and of not vast
importance. Perhaps the weightiest objection we have, is a
tendency, in certain instances, toward polypharmacy, at the
expense of hygienic and dietetic measures. No objection w^hat-

ever can be raised against any of the g^mecological methods
advised.

A work of this character, in order to attain its fullest value,

must be as complete as possible. This, however, is by no
means the case in regard to the volume before us. Indeed,
the editors fully realize this, and invite suggestions of such
omissions as occur to the reader. Among the more important
omissions that we have noted, we suggest the following: the
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Open method of administering ether; the value of stomach wash-
ing for vomiting after anesthia; vaccination; infant feeding;

operative treatment of exophthalmic goitre ; coccygodinia; rhachi-

tis ; myositis ; carconima of the colon ; osteomalacia ; acute yellow
atrophy; the treatment of Hodgkin's disease by injections of
arsenic; lymphangitis; adiposis dolorosa; tenocynovitis and
synovitis; and gangrene and abscess of the lung.

This book should prove of much value as a ready reference

hand-book to practitioners; and we believe that the inclusion of

the above omissions should enhance the value of the next
edition considerably. E. M.

Principles axd Practice of Hydrotherapy. A Guide to

the Application of Water in Disease for Students and Prac-

titioners of Medicine. By Simox Baruch. M. D., Professor of

Hydrotherapy in Columbia University (College of Physicians
and Surgeons), New York; Medical Director of the Hydriatic
Department of the Riverside Association ; Consulting Physician
to the J. Hood Wright Memorial Hospital, etc. Third
Edition, Revised and Enlarged. 544 pages, with numerous
illustrations. New York : William Wood and Company.
1908.

Since the appearance of the preceding edition of this work,
the importance of the subject of hydrotherapy and the work of

its author have both received recognition through his appoint-
ment to the newly-established chair of hydrotherapy in the

College of Physicians and Surgeons of Columbia University.

Its writer is the recognized leadei in the subject in this country
and his book occupies the same place in American medical
literature. Since the value of hydrotherapy is becoming recog-

nized, the coming generations of medical students will emerge
with this addition to their therapeutic armamentarium. Study
of such a work as that under consideration furnishes the only

means by which those w±o have not had such advantages may
keep abreast of the times. As in the preceding editions, the
volume contains a large number of case reports inserted for the

purpose of illustrating the adaptation of hydriatic procedures
to the individual patient and condition. The most extensive

revision has been in the chapters on tuberculosis and insanity.

H. D.

Diagnosis and Treatment of Pulmonary Tuberculosis.
By Francis M. Pottenger, A. M., M. D., Medical Director of

the Pottenger Sanatorium for Diseases of the Lungs and
Throat, Monrovia, Cal. ; Professor of Clinical Medicine,

University of Southern California. 377 pages. New York.
William Wood and Company. 1908.

A work the size of this volume, devoted entirely to the diagno-
sis and treatment of tuberculosis of the lungs, serves to empha-
size the overwhelming importance of this disease—the greatest

foe of mankind. It opens with a description of the early symp-
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toms and diagnosis, including a discussion of the distinction

between human and bovine bacilli and the resulting infections.

The writer discusses also the possible dangers in the use of

tuberculin and the technic of its administration for diagnostic
purposes. Advanced tuberculosis is next considered. Under
physical signs, particular stress is laid upon various methods
of percussion. Prognosis and prophylaxis are treated briefly.

The greater part of the volume is devoted to treatment. This
is based upon attempts to bring about immunity by endeavor-
ing to restore the natural resisting power of the patient (fresh

air, diet, etc.) or by artificially stimulating the body cells to the
production of more specific protective substances (vaccination,

tuberculin, injections) or by supplying to the organism specific

protective substances which have been produced by vaccinating

some animal (antitoxic sera) ; measures which bring a greater

amount of specific antibodies in contact with the bacilli by
causing an increased local flow of blood or lymph (Bier's hyper-

emia, etc.); remedies which relieve symptoms; those directed

against mixed infection. Each of these classes of treatment
is fully discussed. The author advocates sanatorium treatment
for advanced as well as incipient cases, and describes his own
institution. While acknowledging the value of climate in the

treatment of tuberculosis, he urges the greater necessity of

intelligent guidance of the patient and the importance of financial

independence on the part of a patient who wishes to leave his

home to seek health among strangers. The effects of altitude,

humidity, temperature and sunlight are considered. Tuberculin
is advocated for the treat^nent of complications as well as of

pulmonary involvement. The treatment of symptoms is

rationally presented. Perhaps the most important sentence in

the volume is the statement "that if medical men would expend
but a fraction of the energy in learning to diagnose tuberculosis

early that a few scientists are expending in endeavoring to

discover a 'cure' for it, we would be able to say that the cure

for tuberculosis is already at hand." In an appendix the writer

reprints former publications on state sanatoria, a study of

tuberculous infection, culture products in the treatment of

tuberculosis, and a critical study of tuberculin and allied products
based upon a collective investigation. The volume is worthy
of perusal and of a permanent place on the practitioner's shelf.

H. D.
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Patients frequently ask the oculist why it is that more people

are apparently requiring the aid of glasses now than was the case

thirty or forty years ago. The answer to this question involves

a number of considerations, but the main reason for the greater

use of glasses is that our eyes are now put under a considerably

greater strain by their more extended use for close work. In the

days of our grandfathers there was no such strain put upon the

eyes as is now the custom, where almost everybody reads the

morning and evening papers and where life in cities confines the

vision of inhabitants to a close range. We are using our eyes

for writing and reading to a considerably greater extent now
than before, and hence we are needing to wear glasses not only

earlier than form^erly, but more constantly.

This use of glasses is by no means to be deplored. On the

contrary, they are a benefit to modern life. It is not true, in

my opinion, that the eyes of most people are any weaker or more
near-sighted than the eyes of our ancestors, but our ancestors did

not have such urgent need for perfect sight. This demand for

aid in vision has led the medical profession to give more care-

ful attention to the examination of the e3'e than was necessary

in the former times, and it therefore follows that we as oculists

are finding very many more defective eyes than were found by

the general practitioners in the days when there were no specialists

of the eye.

The hygiene of the eye is particularly important in these days

for school children, not only because they are the hope of the

future, but because the demands of modern civilization ha\'e

increased the course of study in schools, both public and private,

to such an extent that the eyes of children are now used under-
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very perilous conditions. In the old days of the district school-

house the greater part of the instruction was conducted orally,

and there was little or no writing from dictation. Now a great

deal of the instruction is dictated, both for the convenience of

the teacher and for the saving of time, and the child must write

this dictation under some pressure. Also, the multitude of

subjects required in school life puts a considerable amount of

haste in study upon the child in school hours. When in addition

books are brought home, and the next day's lessons are prepared

under artificial light around the table where the light is often

directly glaring into the child's face, there is imposed an ex

cessive strain upon tired eyes with considerable danger of irrita-

tion leading to inflammatory trouble.

We are now sending our children at an early age to the kinder-

garten. This rather fashionable practice is supposed to be the

acme of advance in child culture, but it also has its own great

dangers to the child and particularly to the child's eyesight.

Where a young child of three or four years old is put to stringing

beads or to making pictures out of cardboard by threading colored

worsted through minute holes in the cardboard, the immature

eyes of the child are put upon an altogether unwarrantable strain

of accommodation. Every child whose eyes are normal is born

far-sighted, and for such a child the accommodation, while active

enough at an early age, should not be unduly stimulated in this

way, for the reason that the muscular srtain of accommodation

tends to distort the eyeball into an elongated shape and to cause

such pressure upon the cornea as results in astigmatism. The

eye of a child five years old is in an unformed and plastic state,

and any strain acting upon it has vastly greater effect for harm
than later on in life when the eye has gained its permanent shape.

To send a child to kindergarten when it is restless and hard to

amuse may be a relief to the parents at home, but it is of very

doubtful advantage when the relief is purchased at the price of

permanent ocular injury. . These very young children, if taught

at all in kindergarten and day nurseries, should be occupied and

amused by the use of pictures or charts placed at a considerable

distance from the child, and all near work for any length of time

should be utterly discouraged. This particularly applies to

sewing, which seems to be one of the first things that is taught.

So far as the eyes are concerned close work for a considerable

period should not be commenced until the child is eight or ten

years old, and therefore all kindergarten or primary work
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should be conducted at a range which absolutely prevents strain

on the accommodation.

Systematic study is safe only after the ocular tissues have be-

come well formed, and have passed out of what I have called the

plastic stage of development. The child will, in my estimation,

not lose anything in either knowledge or experience by this

apparent delay in its education. Not only will the eyes of the

child at ten years old be able to bear with safety a greater amount
of work, but the child's brain will be in better condition to assimi-

late knowledge than if such knowledge were forced upon it at an

immature age. A child beginning serious study at ten years old

will at fifteen be not only in better health and have stronger eyes,

but will actually be further advanced in knowledge than if it

had been forced to commence book study at six or seven.

Astigmatism is largely acquired from eye strain in early years.

The normal eye of the new-born child is neither m3^opic nor astig-

matic. An abnormal eye may be at birth either myopic or

astigmatic or both, but the natural refraction of a child's eye

at birth is hypermetropia without astigmatism. It is true that

the great majority of patients consulting an oculist for eyestrain,

have more or less astigmatism, but my firm belief is that this

astigmatism has usually been acquired in the early years of life

from the stress of eyestrain.

Many parents are doing an utterly wrong thing in encouraging

a child to enter competitions in school life and in applauding the

ambitious efforts of the child to outstrip its fellows. It is the

ambitious child who is in more danger of harming its eyes than

the sluggish child, and the child who suffers from subsequent

eye disease is often the child with fairly normal eyes who uses

these eyes to excess, rather than the child with markedly defect-

ive eye-sight. Children are often allowed, in addition to their

school work, to read books at night and to take extra lessons

in music or other accomplishments which add to excessive strain.

The far-sighted child can bear close work less easily than the

child with the defective vision which accompanies myopia,

and it is the astigmatic child who has the severest headaches and
the most asthenopic symptoms. Wherever a child is found to

have constant headaches during and after school work, that child

is surely harming the eyes by its effort at study. The near-

sighted child does not usually suffer from headaches, but ex-

cessive application is quite as harmful in that it is apt to increase

the amount of myopia.
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Numerous school statistics show that the percentages of myopia

and of astigmatism increase from year to year as the child ad-

vances from lower to upper grades. Not only does the percentage

of both myopia and astigmatism increase, but as the higher grades

are entered, the child shows an astigmatism of a higher amount,

and the myopia becomes progressively greater, both of these

showing a constant increase in the damage done to the eye by

the strain of school work. Many statistics have proved these

facts tj h^ true in a marked degree of all schools, not only those

in cities, bat those in suburban towns as well. In the larger

cities and particularly in New York, the reforms instituted

for medical school inspection have led to a recognition of these

dangers to the eyes of children. Superintendent of Schools Max-

well has lately been urging provision to be made for the furnish-

ing of glasses to the children in the New York public schools,

unable to procure them for themselves. There is now an excel-

lent medical school inspection in charge of the Department of

Health, but up to the present there has been little provision

made by the city itself for the correction of eyestrain in school

children. When the medical inspector has discovered in his

examination symptoms of eyestrain, all that he can do at present

is to send a card to the child's parents stating that the child

is probably suffering from refractive error and to advise it to be

taken either to the family physician or to some clinic for the eye.

Many of these cases among the very poor of course never turn

up at any clinic, nor is their refraction corrected by their private

physician. Superintendent Maxwell's idea, so far as it is known
to me, is that the city should make some provision through the

Department of Health and Board of Education for the examina-

tion of the sight of the school children where found defective,

and for the furnishing of the proper glasses in cases too poor to

buy them for themselves.

Undoubtedly many children are backward in their studies from

inability to concentrate their attention on their books because

of visual defects. Such cases will quickly respond to the aid of

correction of refractive error by increased mental concentration

and increased power of acquiring knowledge.

SUMMARY.

I. The increase of late years in the number of children wear-

ing glasses is not due to an increase in the number of w^eak or

diseased eyes so much as it is due to the greater strain upon the
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function of vision necessitated by our more extended use of the

eyes for close work in the complex civilization of the present day.

2. The normal child is born hypermetropic and without

astigmatism. The myopic child is either defective from birth or

has acquired myopia from the stress of eyestrain, usually

through the "turn-stile of astigmatism." Astigmatism is not

congenital, but is practically always acquired in the normal child

during the early years of life by excessive strain upon the muscles

of accommodation.

3. Kindergarten and primary work should be arranged so as

to avoid strain upon the muscles of accommodation of the eye

in the plastic years of childhood. Hence, sewing and all

weaving exercises should be limited in amount, if not absolutely

eliminated.

4. Systematic study should be only begun when the delicate

and soft tissues of the child's eyes have attained sutlicient forma-

tion to resist distortion on moderate use of the accommoda-
tion. This means, in my estimation, that prolonged close work
should not be allowed until the age of ten or over. A child

beginning systematic study at that age will, with suitable care, be

able at sixteen or eighteen to acquire all the knowledge possible

to its more precocious companion, and will have the inestimable

advantages of normal eyes and healthy physique.

5. No young child should be encouraged to compete with its

companions for prizes. Mental and ocular overstrain are the

inevitable results of such educational monstrosities. In the

primary schools especially there should be no grading of the

children.

6. A child incapable of the prolonged use of the eyes at the

proper age should not be classed as culpably lazy. In the

majority of cases there will be found uncorrected refractive error.

7. Inability to concentrate the mental attention, and defi-

cient powers of observation are often caused by bad visual mem-
ory resulting from eyestrain.

8. The symptoms and physical signs of eyestrain in chil-

dren can be easily recognized, and there is no more brilliant success

in medicine than follows the correction in children of refractive

error. Ocular hygiene is all important in preventing educational

overstrain.

616 Madison Avenue.
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RECENT STUDIES ON SCARLET FEVER.*
BY

ANNA W. WILLIAMS, M.D.,

New York City.

Studies on scarlet fever have been carried on intermittently

at the Research Laboratory of the Health Department for the

last five years. Our opportunities for the study of this second

most common acute infectious disease have steadily increased in

the past few years and they are now exceptional. With an im-

mense hospital at our door, full of patients, with an expert hospi-

tal stafif ready to execute our orders, practically the only draw^-

backs in our work are the inability to obtain autopsies when death

occurs during the active stages of the disease, and the fact that,

so far as we know, man is the only animal susceptible to the dis-

ease; and hence we are unable to test our findings on experi-

mental animals. The experiments on monkeys as yet have been

too few for us to draw an}^ conclusions as to the complete non-

susceptibility of these animals.

During the past year we have had in our contagious disease

hospitals a great increase (about 200 per cent.) in the number of

cases of scarlet fever, as the following figures showing the num-

ber of cases in each hospital on the same day of the month for

this year and the previous ypar will indicate:

Willard Parker Hospital, Mar. 31, 1907. 136 cases 1908 425 cases

Kingston Avenue Hospital, Apr. 6, 1907. no cases 1908 208 cases

Riverside Hospital, Apr. 6, 1907. 32 cases 1908 147 cases

Total, 278 '08 780

This increase is thought to be not chiefly the evidence of an

epidemic, but rather it is supposed to be due to the increase in

population, though overcrowding is an important factor in the

spread of the disease.

Eighty-five per cent, of the cases at Kinston Avenue last year

came from certain newly settled over-crowded districts. The

statistics for the other hospitals on this point are not yet com-

plete. Whatever the reason the fact remains that scarlet fever

has been for some time very prevalent, which makes research work

in regard to it more than ever the duty of health departments.

An interesting point in regard to the cases occurring for a year

back, is that the great majority of them have been of the moder-

* Read befo e the Women's Medical Assoc, of N. Y. C, April 15, 1908.
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ately severe type with marked streptococcaemic sequelae, deaths

occurring late and apparently as a result of the secondary lesions.

The total death rate has been about 7 per cent.

Notwithstanding the fact that this disease has been recognized

as an entity since the time of Sydenham (1685) and that there is a

lengthy bibliography in regard to it, we really possess compara-
tively little definite knowledge of it. This is due in great meas-

ure to the lack of careful observations and of minute records.

Ever from a clinical standpoint we are still in doubt in regard

to many points.

In the first place, we do not know definitely the chief site of

the virus, and hence the chief source of infection. By many the

skin has been considered the most dangerous element in carrying

the disease to others, but in no one instance cited in favor of this

view can certain other sources of infection be ruled out. These

other sources which are now considered the chief, if not the only

ones are the exudates from throat, nose and ear. The great

majority of the so-called "return" cases, according to recent

statistics, are thought to be due to infective material contained

in such exudates. In order to be certain of this, the most care-

ful oversight of discharged hospital cases should be carried on for

some time after their return home, since a fresh attack of exuda-

tive inflammation in an apparently cleared up case of recent

scarlet fever is supposed to start up the development of remnants

of quiescent scarlet fever virus.

Our discharged cases are now being kept sight of, as far as

possible, with the idea of solving this problem.

We do not know in the second place how long the virus may
remain infective when separated from the patient. The most

extravagant tales are told of infection from exposed articles after

twenty years rest in a trunk.

We do not know, in the third place, the exact period of in-

cubation in this disease. The majority of authors think that the

first symptoms may show any time from twenty-four hours to

four weeks after exposure, while some recent good observers say

that in all cases recorded as developing under four days, the pos-

sibility of an earlier exposure cannot be ruled out, and that

the mean time of the different observers—twelve to fourteen

days approximately—is probably the time period of incubation

in this disease.

In the fourth place, only one of the many symptoms described

is supposed to be pathognomonic. The rash is not character-
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istic, for we may obtain a perfectly typical scarlet eruption after

inoculation of antitoxic or normal serum.

Desquamation may occur after any erythema; similar throat

symptoms appear in ordinary tonsillitis.

The one symptom said by some to be pathognomonic is the

enlargement of the papillae at the tip and sides of the tongue,

and even this is sometimes so slight that it is difficult to

make out and this has been reported as occurring in other

diseases.

The complex of symptoms is said to be characteristic in the

majority of cases, but still man}?- cases occur on the border line

between measles and scarlet fever and there has been much
discussion over the "Fourth disease of Duke" without arriving

at a positive conclusion.

In the fifth place, very little has been done on the minute

pathology of scarlet fever, partly for the reasons already given,

that death occurs so seldom during the height of the disease and

that is it so difficult to obtain autopsies.

The only constant change found is a hyperplasia of lymphatic

tissue over the whole body.

The only characteristic change reported is the appearance of

the bodies described by Mallory in 1903. Mallory announced

that he had discovered certain bodies, which he thought re-

sembled protozoa, in four scarlet fever autopsies. He examined

the skin of several living cases but did not find them. In his

four cases he found the bodies in three situations, lying in vac-

uoles in the epithelial cells of the epidermis, to a less extent be-

tween these cells, and, free in the lymph channels of the corium

just beneath the epidermis. They were found usually in small

clumps. The bodies are of two types, the granular or reticular,

and the radiate. Mallory gave the name cyclasterion scarla-

tinale to these bodies because of the radiate forms w^hich he

considered the more characteristic. Mallory's work has been

little corroborated up to the present time.

Field in our laboratory examined the skin from twenty living

scarlet fever patients and from ten autopsies, as well as from a

number of controls, atid he came to the conclusion that most, if

not all of the bodies were degenerations of the cytoplasm of the

host cells. He also found none in living skin.

Having discovered one or two small improvements in histologic

technic while working on rabies, we decided to examine another

series of cases, employing the new methods in preparing our speci-
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mens. This series of cases v,"e have just completed. We ex-

amined sections of skins from seventeen living cases, from thirty-

three autopsies and from nine controls.

In twelve of the living cases we found scattered groups of

small reticular bodies in the lymph spaces, and in seven of these

an occasional similar small body within an epithelial cell.

In twenty-seven of the autopsy cases bodies were found, in the

lymph spaces in twenty; in the epithelial cells in fifteen. In the

majority of these quite a good many bodies were found, but they

were practically all of the granular or reticular type. No definite

radiate or starshaped bodies were seen. And as to the specificity

of the other bodies we found in one of our own controls many
bodies apparently identical with those found in the scarlet

fever skins.

This control skin was obtained from an autopsy case from the

New York Infirmary after death from extensive burn. The
section of skin in which the bodies were most frequent was taken

from the margin of the burn. As far as we know the child was

not suffering from scarlet fever at the time of its death. In

this case there were many transition stages from undoubted

cytoplasmic degeneration to the definite reticular bodies, a strong

point in favor of the cytoplasmic nature of all the bodies. The
bodies of this character in the lymph space might come from

the cytoplasm of plasma or wandering cells.

So far then in our study of these bodies, we have found no evi-

dence of their being organisms; neither have we been able to de-

monstrate anything like a tiny organism within the larger bodies,

therefore, we cannot agree with Prowazek in including scarlet

fever in the group of diseases produced by what he calls chlamy-

dozoa. Prowazek's studies were made principally on vaccinia

and trachoma, to the latter of which Dr. Bloom called your at-

tention in her recent paper. He has made no report of studies

in scarlet fever or rabies, and yet he includes both these diseases

in his group. It seems to us that he has generalized from too

few particulars.

Most of our work so far has been on scarlet fever skins, but we
feel now that more promising results may be obtained from a

minute histologic examination of the exudates and of the super-

ficial tissues of mouth and nose, and possibly of the lymphatic

system in general, we are therefore planning work along these

lines for the immediate future.

Very much has been written about the role of the streptococcus
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in this disease, and many still hold that the streptococcus pyo-

genes, or a closely related streptococcus is the real cause.

I have asked Dr. Anthony, who has been doing a good deal of

work on the presence of streptococci in scarlet fever to tell us

about her results and to show us some of her charts illustrating

the irregularity of the hemolizing streptococcus and also to show

some typical blood agar plate growths.

There is no doubt, at least, that the streptococcus plays

an important role in the secondary lesions and sequelae of scarlet

fever, and for this reason, if for no other, antistreptococcic serum

has been recommended in treatment. Moser and his associate

in Vienna, have been the chief advocates of this treatment, and

they claim that in a long series of cases they have gotten striking

results. Dr. Park who visited their clinics in Vienna, last sum-

mer and w'ent over their charts was not as favorably impressed as

they seem to be. In some cases however, the results obtained

from the serum were good. In the comparatively few cases that

we have treated in this way we have not seen any favorable re-

sults. The best we can say, is that it seemed to do no harm.

Recently, under the direction of Dr. Wilson, Superintendent

of the Contagious Disease Hospitals, streptococcus vaccines have

been tried on a certain number of gland and joint cases, with the

idea of influencing favorably the course of these secondary

lesions. The injections have been given in thirty-five gland

cases, in two of which there was marked immediate improvement

with rapid recovery, and in some of the others, there was ap-

parently some improvement. In fifteen joint cases, all seem to

show improvement. In one case of peritonitis with joints which

had an absolutely bad prognosis, after one injection there was

immediate change for the better and the patient quickly became

convalescent. So far, though the cases have been too few to

draw positive conclusions, the results have been encouraging.

N. Y. City Department of Health,
Foot of East Sixteenth Street
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SYMPTOMOLOGY AND DIAGNOSIS OF LOBAR PNEU-
MONIA AND BRONCHOPNEUMONIA IN CHILDREN.*

BY
LE GRAND KERR, M. D.,

Brooklyn, N. Y.

Professor of Diseases of Children in the Brooklyn Postgraduate Medical School. Visiting
Pediatrist to the Methodist Episcopal, The Wilhamsburgh, and The

Swedish Hospitals in Brooklyn, N. Y.

During adult life the signs of pneumonia conform , as a rule,

very closely to well-defined physical laws, and the diagnosis is

therefore usually -not difficult.

To recognize the existence and the frequent occurrence of

pneumonia during infancy and childhood, one must markedly

modify his ideas of the disease as it occurs in the adult. The

physical signs of pneumonia in infancy and childhood differ

materially from the signs in adult life, and even the relative value

of individual signs is not the same during the two ages. A dis-

regard for these facts, or an ignorance of them will readily lead

one into error.

Take one instance—lobar pneumonia. In the adult there are

the three cardinal symptoms of chill, pain and rusty sputum.

In infancy these are usually all absent.

The differentiation between lobar and bronchopneumonia is

of somewhat recent origin, for the older writers considered the

two types together under the name of inflammation of the lung.

The greater facility and skill in auscultation and the application

of the principles of histology have made the differentiation

possible.

Bronchopneumonia is much rhore frequent during the periods

of infancy and old age, and as its occurrence is somewhat less

frequent during the other periods of childhood, many have come

to look upon it as a rarity at any other time than infancy.

Those who make accurate notes of their cases know that this

is not so, but there are many who are, unfortunately, unwilling

or unable to make accurate observations. While the occurrence

of bronchopneumonia after the period of infancy (three years)

is infrequent, the reverse does not hold true that lobar pneumonia

is a disease common only after the period of infancy. An ability

to diagnose the disease accurately and early will reveal the fact

that lobar pneumonia is fairly common even during infancy.

Bacteriology is of little help; children will not expectorate,

and if mucus is swabbed out of the pharynx during the act of

* Read before The Williamsburgh Medical Society, May ii, 1908.
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coughing, even then the penumococcus may be demonstrated

in either type,

LOBAR PNEUMONIA.

This disease, which is an inflammation of the lungs, due in the

majority of instances to the pneumococcus, affects the child at

any age, and may even be congenital, the infection occurring

through the placenta of the mother. The disease always has an

acute course with a sudden onset with high temperature and,

when typical, with a crisis on the sixth to the eighth day. The

occurrence of a crisis, however, is not essential to a diagnosis

of the disease. It is very suggestive at least, and a termination

of the disease by lysis would make one suspicious of pleuritis

as an accompaniment.

Not infrequently there occurs a seeming crisis, which is almost

immediately followed by a rise of temperature, which may per-

sist for a few hours or a few days. There may even be several

of these excursions of the -temperature, and so we have what

might well be called a pseudocrisis. Hepatization may effect

the whole of a lobe of the lung or almost all of it.

There are cases which run a very much shorter course in which

every symptom is modified or is very mild, so that the whole

duration of the disease may not exceed three or four days at most.

One anomalous type, which is not at all uncommon, is that

in which all the symptoms are marked and typical for the first

seventy-two hours or so, and then there occurs a sudden and

complete clearing up of all signs of the disease, the infection not

going beyond the stage of congestion. The onset is uniformly

sudden, and in children over six or seven years of age, it is most

commonly accompanied with chills, as in adults. In younger

children there may be some condition present which approxi-

mates that of the chill, so that we observe frequently a convulsion

or coldness of the extremities and cyanosis, which is most marked

about the lips.

Irrespective of the age, one characteristic of the disease is its

rapid onset with high temperature (103° to io7°F.), and this onset

is not preceded by bronchitis or other diseases essentially, but

is independent of all such conditions. In young children a high

continued fever with little or no remission occurs so infrequently

during the course of any other disease than lobar pneumonia,

that its occurrence alone should make one suspicious of the dis-

ease, and if there is a real dyspnea present or a marked dispro-
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portion between the pulse and temperature, the diagnosis can

be almost certainly made without waiting for marked physical

signs.

Vomiting is a very common occurrence at the onset, and when
the weather is warm diarrhea is usually added. If the child be

old enough to complain intelligently, headache and muscular

pains are fairly constant features at the onset, and upon the

second or third day of the disease pain in the side, which is in-

creased by the act of coughing or of deep inspiration, is com-
plained of. If the child is under the age of five, then the pain in

the side is usually not evident, but instead it is referred to the loin,

to the epigastrium or to any situation to which the intercostal

nerves are distributed. Such pain is generally moderate and
of short duration, but may at times be so intense as to suggest

conditions outside of the chest as the cause. There is one feature

about such pain—that it is never exactly located.

In infancy, if one observed evidences of abdominal pain with

vomiting and high temperature, the possibility of lobar pneu-

monia should at least be thought of, for at this age gastric dis-

turbances are usually not accompanied early by abdominal pain.

It is a safe rule for the diagnosis of the disease, in any event, to

suspect its occurrence whenever there is a rapid rise of tem-

perature associated with markedly increased respirations. And
if a short dry cough is present, and also vomiting, coated tongue,

etc., the diagnosis is strengthened.

While increased respirations occur as a natural consequence of

a rise in the temperature, dependence may be placed upon its

value only as there is a marked increase. It is out of all pro-

portion to the increase in the pulse-rate, which in this disease

may be one or two. The respirations are usually jerky (if pain

is caused by breathing) and are accompanied by a short moan or

a short sighing effect, which is characteristic only if associated

with the other symptoms (as it may be observed in dyspnea

from other causes).

Prostration is generally an early and very noticeable feature

as is evidenced by the child giving up easily and becoming ex-

hausted. The pulse is in the beginning full and frequent, but

soon becomes weak, small and compressible and sometimes very

irregular. Even upon the very first day of the disease the sym-

ptoms are sometimes such that the diagnosis can be made with-

out waiting for definite physical signs.

In considering the value of Weill's sign (that there is a lack of



160 kerr: lobar pneumonia and bronchopneumonia.

expansion in the subclavicular region of the affected side, irre

spective of the situation of the lesion), I have found that it is

present in a very large proportion of the cases at some time, and

is an early sign in a majority of all cases, so that it allows of

an early recognition of the conditions present.

It is usually not until the second or third day of the illness that

cough is present, and then it continues throughout the course

of the disease. It is short, dry and restricted until the time just

before the crisis, and in children who are old enough to expec-

torate, there is usually then an abundant expectoration of brown-

ish-red or yellowish secretion.

After the first rise, which is characteristically abrupt, the

temperature becomes more or less remissive, with daily fluctua-

tions of one to two degrees, until the time of the crisis, when there

is an abrupt fall. The urine is naturally scanty and high-colored,

and may have traces of albumin through it. Cerebral symptoms
may predominate for a time, so that we may observe those which

are suggestive of the typhoid state or those which are more

suggestive of meningitis.

The Physical Examination.—One must not expect to find signs

exactly similar to those in adults. If the peculiarities of the

child's chest are not taken into account, the examination will

prove misleading instead of conclusive. The earliest percussion

signs which we would look for are those which are due to the

acute congestion. In consequence of this condition, less air

gets into the affected area and more is -forced into the healthy

portion of the lungs, so that there is usually over the affected area

a diminished resonance with an exaggerated resonance elsewhere.

This sign, however, is not in any way conclusive. Percussion

may even fail to outline the affected area, either because the

area is limited in its extent, is covered with healthy lung, is deep-

seated, or because a gas-distended stomach or intestine interferes

with the examination.

Usually the first auscultatory signs are a feeble respiratory mur-

mur over the affected part, with rather high pitch, while healthy

portions may show exaggerated sounds. The latter may be

mistaken for bronchial breathing, but it differs in no way from

normal breathing, except in its intensity, and is heard upon
inspiration only.

Bronchial breathing is still higher in pitch, and is heard with

nearly uniform intensity upon expiration as well as inspiration.

When consolidation occurs, percussion exhibits marked dullness
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over the affected area, with exaggerated resonance elsewhere.

Ausculatation shows bronchial breathing and bronchial voice

over the affected area, and this is clearly and sharply defined

Rales may be observed or there may be pleuritic friction sounds

present.

With the advent of resolution all the signs of consolidation

gradually lessen, and as far as percussion is concerned, the most

persistent signs are slight dullness or diminished resonance. The
breathing becomes broncho-vesicular, with the latter element pre-

dominating. Moist rales of all varieties are heard. There

may be persistence of dry friction sounds, or of respiratory mur-

mur, which is more feeble than normal and slightly higher in

pitch (accompanied with slight percussion dullness or diminished

resonance).

The diagnosis is usually not difficult, for the sudden onset with

the characteristically high temperature, disturbed pulse-respira-

tion rate, possible occurrence of cough, expiratory sigh or moan,

and the physical signs are sufficiently marked not to mislead.

The sudden onset with vomiting might lead to the suspicion of

scarlet fever or tonsillitis as the cause. Scarlet fever would be

distinguished by the appearance of the characteristic eruption on

the day succeeding the abrupt onset, or, in those cases in which

there is little or no eruption, the history of exposure and the pres-

ence of sore throat would suggest its possibility, and later, when

the physical signs of pneumonia should appear, the evidence

would be conclusive.

An acute tonsillitis is much harder to differentiate unless there

is a clear history of such attacks occurring previously and the

local signs are marked for it is upon these latter that we depend

for an early diagnosis.

During the first day, in infants, an acute gastroenteritis may
be suspected, for vomiting and diarrhea are common at this

time; but when pneumonia is the cause, the temperature and the

prostration are both out of all proportion to the mildness of the

intestinal condition.

If during the first days of the disease a dull percussion sound is

detected over the inferior lobe of the lung, there may be a question

as to its being due to pleuritic exudate. Moderate exudate may
give dullness, but associated with it there is a weakened vesicular

breathing and not bronchial respiration, as in pneumonia. If

herpes are present on the lips or nose, then pleurisy may be

almost conclusively excluded, as herpes is rare in pleurisy.
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Vocal fremitus, which is so valuable in adults in differentiation,

is of no service in this instance in the child. Dependence must

be placed upon the character of the fever, the course of the dis-

ease, and the physical signs.

In lobar pneumonia the fever is characteristically high (higher

than in most other diseases), while in pleurisy there is not so

sudden an invasion, but the temperature takes considerable time

to climb to any very marked height.

In pneumonia there is usually an end by crisis in a few days;

in pleurisy there is lysis and usually persistence for three or more

weeks. The physical signs in pneumonia correspond to the

affected lobe and appear almost at once over the whole surface,

while in pleurisy dullness appears in the lower portion of the

lung behind and then slowly increases upward before it is de-

tected anteriorly, the upper border anteriorly always being lower

than that posteriorly.

If, even under such examination, the cause of the symptoms re-

mains in doubt, an exploratory puncture may be made.

It is a safe rule, and in fact a very necessary one, to suspect

the lungs whenever there is a rapid rise of temperature with much
increased rate of respiration. This would lead to examination

and re-examination of the chest until the diagnosis of the disease

present was sufficiently clear. And a hasty examination of the

more prominent parts of the child's chest is not sufficient unless

the disease is very typical, for pneumonia in children with obscure

symptoms has a remarkable tendency to locate in the more ob-

scure portions of the chest (as high in the axilla or just beneath

the clavicles).

Occasionally, at the onset of a lobar pneumonia, the physical

signs are not in sufficient evidence to allow of a diagnosis, and

the constitutional symptoms which may be present (vomiting,

possibly convulsions, delirium, stupor, and even opisthotonos)

suggest meningitis. In some of these cases it seems as though the

symptoms were designedly deceiving. The symptoms are so

suggestive of meningitis from the very start that some authors

class this form as a cerebral pneumonia. The cerebral symptoms
are apt to differ to a considerable extent according to the period

of life—infancy or later childhood. In infancy there is a sudden

onset, usually with vomiting and quickly followed by convulsions

and semi-consciousness. If the convulsions are not repeated, the

semi-consciousness is of short duration and the disease then in no

way differs from its usual course ; but if repeated convulsions occur,
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then the child is for days in a stupor. Other cerebral symptoms
then appear under the influence of passive hyperemia of the brain,

so that one may observe rigid neck muscles, dilated pupils, possi-

bly strabismus or temporary facial paresis.

In the form as it attacks older children convulsions are usually

absent and the somnolent and indifferent condition of the child

is more suggestive of the typhoid state than of meningitis. The

tongue may be dry and coated. Delirium is usually present at

night and the urine and feces may be voided involuntarily

Added to this, there is occasionally rigidity of the neck muscles,

a general hyperesthesia and constipation, possibly with sunken

abdomen.

In all such cases the character of the fever is important; that

is, in lobar pneumonia there is a constantly high temperature, so

that in the presence of a morning and an evening temperature of

104°, which has developed suddenly, meningitis would practicalh'

be excluded. Such a sudden development vdth convulsions is

peculiar to but one form of meningitis, the purulent, and there is

usually abundant evidence as to the cause of its development.

In pneumonia, if the convulsions subside even for a few hours,

the mind of the child clears quite rapidly, which is not true of

meningitis. In pneumonia, also, the pulse is not slow and inter-

mittent at first, nor is the respiration somewhat slow and irregu-

lar, as so often occurs in meningitis. Meningitis exhibits a more

profound stupor and a steady increase in the nervous symptoms

for three or four days, while in pneumonia they may be very

marked during the first twenty-four hours, but generally quickly

subside as the pneumonia developes.

A safe guide to the correct diagnosis is this : without paying

too much regard to the variety and severity of the symptoms,

if nervous symptoms are present from the onset and are marked,

meningitis may reasonably be excluded. If they are present at

the onset in a mild form, but show a steady increase in severity,

or if not present at the onset but appearing later and steadily

increasing, then meningitis is to be suspected and not lobar

pneumonia. This reasoning holds true even in the presence of

pneumonia, during the course of which meningitis is not an

unusual complication.

In the form attacking older children, in which the symptoms

at first are those of the typhoid state, the history of an initial

chill would almost positively exclude typhoid fever, and the

early occurrence of the somnolence and typhoid symptoms so
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quickly after the first signs of illness would at least be very sus-

picious of pneumonia and decidedly against a diagnosis of ty-

phoid. At most, one could not possibly remain long in doubt,

for the tardy physicial signs would eventually show themselves.

The diagnosis from bronchopneumonia is considered under that

disease.

BRONCHOPNEUMONIA.

This disease is essentially one of infancy and early childhood.

In a great many of its aspects it is impossible to decide whether

this affection should be classed as a distinct disease or not. It

seems to be a combination of two or more diseases at times.

Clinically, there is a decided element of mixed infection, with

a complexity of symptoms which constantly change as one ele-

mentary lesion or another finds prominence. In its multiplicity

of forms there is one common lesion, however—capillary bron-

chitis.

If all its varied phases were to be considered separately, there

would be created an indefinite number of forms of the disease,

which would be confusing. Capillary bronchitis, while it may
give no evidence of a pneumonic process during life, should be

classed as a form of bronchopneumonia, because while recogni-

tion of such a process (pneumonic) is not detected during life,

it is at autopsy. One of the chief dififerences between this

disease and lobar pneumonia is that the former is invarably

preceded or accompanied by symptoms of catarrh of the small

bronchi.

There are many predisposing causes of the disease, the chief ones

being the age of the child (infancy) and the state of the nutrition

(malnutrition). Naturally, any disordered condition of the

nutrition of a chronic nature is a factor in the etiology, as mar-

asmus, rachitis, syphilis, etc. Other predisposing causes are poor

hygienic surroundings, changeable climate, the cold season, the

aspiration of foreign substances, the infectious diseases, and so

forth. With one or more of these present, it means that the

exciting factor (infectious organisms commonly present in the

nose, mouth or throat) need only be slight. to 'start the process.

Of all the single conditions or diseases which predispose to the

disease, bronchitis leads. As has been stated, the one common
lesion is capillary bronchitis, and the inflammation involves the

whole thickness of the tubular walls and invades the surrounding

tissue. By spreading to the alveoli, Ihere are formed small in-
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flammatory foci, and as the disease advances several of the

formed areas of hepatization may coalesce, forming larger foci.

Now, clinically, such a process gives evidence of itself at first by
symptoms which indicate a capillary bronchitis with fever.

The mode of onset is as varied as most of the features of the

disease, and may be gradual or very sudden; the temperature

may be high or remain only slightly elevated throughout the

whole course of the disease; the cough may also be very hard or

very slight, and so one might go on and enumerate nearly every

symptom. The only certain thing about the disease is its re-

markable uncertainty.

The commonest form of development is that which comes dur-

ing an attack of bronchitis, when it is noticed that all the symp-

toms or most of them are intensified. This intensification is

particularly observed in the temperature, which may exhibit

an elevation to 103° or 106° F. While the temperature is high,

it is subject to considerable fluctuation, and sometimes shows a

daily variation of from four to five degrees Fahrenheit. In rare

instances it may assume a nearly continuous type,

IvOW temperatures are very apt to be the rule in delicate child-

ren, and this is particularly true of infants suffering from maras-

mus. Dyspnea is very real and is an early and constant symp-

tom, being easily induced by the acts of crying, nursing, coughing

or, in fact, any excitement. Associated with the early occurrence

of dyspnea, there is the presence of more or less abundant small

rales, particularly in the lower portion behind.

Cough is a much more constant feature than it is in lobar

pneumonia, and at first it is dry and hacking, but may have

a whistling character, terminating with a short, sharp cry, in-

dicating pain. The persistence of the cough materially disturbs

the little one's rest, adds to the general discomfort and may
excite vomiting. No expectoration is present in the very

young. The respirations are always much increased and, as a

rule, are between fifty and one hundred to the minute, and asso-

ciated with dilation of the nostrils and sinking in of the soft

portions of the chest, as is observed in severe dyspneas.

The Physical Examination.—It is some^\'hat characteristic

of the disease that it exhibits appearances of hepatization first in

the back, but on both sides of the spine, and consonant rales may
be heard there (if the disease is diffuse) for a considerable period

v/ithout any sign of distinct dullness. In fact, for several days

percussion may reveal nothing but hyperresonance. The
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amount of percussion dullness is exceedingly meager in propor-

tion to the extent of the consolidation, and if much dependence

is placed upon is as an indicator it will prove misleading. Fre-

quently it is not obtained until the third or fourth day of the

disease. It cannot be too frequently reiterated or too forcibly

impressed that bronchopneumonia ma}^ exist in a child and run

its full course without the signs of consolidation having been

present at any time during the disease. This is true even of some

of the cases in which the disease runs a protracted course. The

result is that auscultation is of much greater value in the recog-

nition of the condition. There is feeble breathing at first over

the affected area on account of the congestion. With this are

found coarse, sonorous and also fine sibilant rales, which are soon

replaced by the very fine moist rales. These are somewhat

definitely located in the lower lobes posteriorly. The respira-

tory murmur is enfeebled and assumes a higher pitch. Every-

where else in the chest (except lower portion behind) there may
be found coarse rales which have persisted and are due to bron-

chitis of the larger tubes. In many instances these are all the

signs which are obtainable throughout the disease.

The next change is generally that the fine moist rales are heard

over a much enlarged area and are more strictly localized at

some one point, and this is usually over one lower lobe posteriorly

and close to the vertebral' column. At this place the rales are

found to be louder, higher in pitch and apparently more super-

ficial. Over such an area there is bronchovesicular and en-

feebled respiration, and as the consolidation becomes more evi-

dent bronchial breathing becomes more and more pronounced.

The areas of consolidation are not, as a rule, sharply defined,

and are at first small, with an extension until nearly all of one

or both lungs posteriorly give signs of involvement. Bronchial

breathing is pure over the center of the consolidated area, but

there are rales at the edges. Friction sounds are rare. In the

later stages of the disease the evidences of the bronchitis persist

often over the entire chest, but most markedly or entirely behind,

the coarse and finer rales intermingling.

CouA-alescence is indicated by the gradual disappearance of

the signs of consolidation and the persistence of rales of all kinds

and friction sounds perhaps for two or more weeks.

Even with its variable symptoms the diagnosis of broncho-

pneumonia is presumably made if, in an infant, we observe a

high temperature with marked daily flucutations, associated with
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much increased respiration, cough and dyspnea, positive signs

of other disease being absent.

From bronchitis it is distinguished by the more marked inten-

sity of all symptoms, except the cough (which is usually worse

in bronchitis), so that during the course of bronchitis, if there is

an intensification of symptoms, we suspect the development

of bronchopneumonia. Of much importance in the distinction

is the presence of real dyspnea, which is not present in bron-

chitis. Subcrepitant rales, which are heard at the base of the

lung and increased percussion resonance, are indicative of bron-

chopneumonia. If, instead of being diffuse, as they are in bron-

chitis, the rales show a tendency to limitation at certain points,

the diagnosis of bronchopneumonia is probable.

The distinction from lobar pneumonia is usually easy, for

in that disease the inflammation at once occupies the lung tissue

without a preceding bronchitis, and from the very start a whole

or almost a whole of one lobe is affected. It occurs in later child-

hood usually and in previously healthy children. The onset is

with well-defined symptoms, suddenly developed and running

a typical course. Bronchopneumonia is mostly bilateral, and the

favorite stiuation is the lower portions of the lung behind while

lobar pneumonia is unilateral and shows no preference for the

lower part of the chest, affecting the upper portions quite

frequently.

In lobar pneumonia the temperature at once is high, and

with slight oscillations maintains the same level for several days,

ending often with a crisis; but in bronchopneumonia the temp-

erature is not so suddenly developed, nor does it rise to such a

height, and when high remains so only for a few hours, exhibiting

considerable variations daily, which may amount to four or five

degrees Fahrenheit. The termination is by lysis, which lasts

from three to seven days.

When the course of a bronchopneumonia is protracted for

several weeks, the question at once arises whether there is a

tuberculous process present or not. This is especiall}- the case if

there have been the formation of bronchiectasiae and upon exam-

ination, large, consonant rales are observed with cavernous

respiration. To correctly differentiate these two diseases, ad-

vantage must be taken of every possible facility to determine

the family history and every other factor which might prove of

value.

Physical signs are not sufficient for the diagnosis, for in both



168 kerr: lobar pneumonia and bronchopneumonia.

conditions they may be similar ; and in many instances the etiology

seems to be the same. The onset of tuberculosis is usually

gradual; it may have been apparently sudden, but a careful con-

sideration of the history will generally show beyond all doubt

that for weeks before there have been symptoms present which

would indicate a tuberculous infection, but these have been

overlooked at the time.

When the development is sudden (apparently), there is nothing

in the physical examination or in the constitutional symptoms
which will aid in the differentiation, except that at times there

is a loss of flesh which is disproportionate to the severity of the

symptoms. No positive diagnosis is possible until the time of

expected resolution in bronchopneumonia, and then instead of

its occurrence we are sometimes confronted with a persistence

of symptoms which at once suggests the possibility of tuberculosis.

No reliance can be placed upon the character of the temperature.

Examination of the sputum is of little value, for in children under

six or seven, it is almost impossible to obtain the proper material

for an examination. Wasting which is out of proportion to the

severity of the symptoms and the presence of a,marked anemia

are indicative of tuberculosis.

Tuberculosis is usually developed anteriorly at first, and

bronchopneumonia posteriorly. If the condition has developed

insidiously, during the convalescence from one of the acute in-

fectious diseases, it may be bronchopneumonia, but the strong

probability is that it is tubercular. Occurring during the course

of pertussis, it occasionally happens that a bronchopneumonia

wall persist until the pertussis has completely run its course.

Generally speaking, it makes but little difference how irregular

the course, or how persistent the disease present, if a thorough

examination shows beyond all doubt that the child was previously

healthy, that there is no family tuberculous history or probabil-

ity of infection, that the surroundings of the child were good

and that the disease developed under the influence of one or

more of the usual etiologic factors of bronchopneumonia, then

tuberculosis may be excluded as the cause. It is very evident

that there cannot be complete certainty as to the exclusion of

tuberculosis in these protracted cases, because, in the presence

of some tuberculous predisposition it may complicate the origi-

nal disease.

There is always danger of diagnosing bronchopneumonia when
the true condition may be malaria, and this is especially true if
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the malaria has been preceded by a bronchitis or if the onset is

accompanied with congestion of the lungs, as it sometimes is.

It is impossible, under such circumstances, to make a diagnosis

without watching the temperature for sometime. In broncho-

pneumonia there are remissions of the temperature which may
be marked, but there is never an intermittence, as in malaria.

Enlargement of the spleen would favor the diagnosis of malaria

if the enlargement was marked, but not otherwise.

The effect of proper treatment would aid in the distinction of

the two diseases, but the demonstration of the Plasmodium

malariae in the blood would settle all doubt as to the presence of

malarial infection.

Congenital atelectasis would at times offer considerable difff-

culty in its distinction from bronchopneumonia during the first

three months of life (after that it rarely, if ever, gives symptoms).

But atelectasis may be eliminated as the cause if the child has

been well and vigorous from the time of birth and if, at the time

of birth, there was no difficulty experienced in getting the infant

to breathe. In atelectasis the physical signs are absent or doubt-

ful and cyanosis is not proportionate to the lung involvement, but

is excessive.

42 Gates Avexue.

TRANSACTIONS OF THE NEW YORK
ACADEMY OF MEDICINE.

SECTION ON PEDIATRICS.

Meeting of May 14, 1908.

Godfrey R. Pisek, M, D., in the Chair.

AMAUROTIC FAMILY IDIOCY.

Dr. Goldsteix made a report on two such cases:
Case I.—The child was a female, twenty months of age.

There w^as no history of any blood relation in the family. There
was no history of tuberculosis or functional or organic disease or
of syphillis. This was the second child, the first child dying when
eighteen months of age from some unknown condition. This
child was breast fed. She had no infectious diseases. When
five months old she played with her toys and took notice of

things about. Then she did not play with her toys. Her
bowels were constipated and enemas were given. The child

nodded its head with a slow motion. The anterior fontanel
was closed. The ophthalmoscope revealed the characteristic
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milky-blue or white optic disc, with bright cherry-red center, occu-

pying the place of the macula lutea. She sighed deeply. The
lungs, heart and abdomen were negative. The extremities were
spastic, but with gentle pressure this could be overcome. The
reflexes were exaggerated.

Case II.—This child was a male, twelve months old. He was a
first child and the history given was practically the same as in

Case I. There was no history of any infectious disease. He was
practically well up to the age of four months. He played,

cooed and lived as a normal child. The symptoms and findings

were practically the same as in Case I.

Dr. Godfrey R. Pisek saw the case in his clinic and gave
a very unfavorable prognosis. These cases were apt to go from
one man to another. In this case a diagnosis was made by an
examination of the fundus of the eye. Mothers think that the

children do see, and unless great care was taken the condition

might be overlooked.

Dr. Goldstein regretted that the other case he expected to

present had not arrived. This was a very stout child and there

was no atrophy of the optic disc.

HYSTERIA GRAVIS IN A GIRL OF NINE YEARS.

Dr. Sara Welt-Kakels presented Jennie S., nine years old,

born in Russia, and who came to this country about eleven

months ago. She came under observation at the Mt. Sinai Dispen-
sary about the beginning of April of this year. The family

history revealed nothing of importance. The parents were
Russian Jews, both healthy. Two other children were well.

One child died of dysentery. Another child was born prema-
turely at the seventh month and lived two days only. The
previous history revealed the fact that she was born at full

term; that she was at first asphyxiated for a short time. She
was breast fed. She had had measles when eighteen months
old and had also an attack of dysentery that lasted three weeks
some two years ago. Otherwise she had always been healthy.

Her present illness dated back to October, 1907, when she com-
plained of weakness of the legs, dyspnea and palpitation. She
had spells in which the eyes rolled up ; she would shake violently

and scream. She did not lose consciousness and never injured

herself. There was no stupor or drowsiness afterward. The
attacks occurred at first three or four times a week; lately they
had become more frequent. In the last few months she would
not go to school. She complained of frequent headaches, lost

her appetite and was rather constipated. She had been under
the care of various physicians, but her condition continued to

grow worse.

She was a pale but fairly well-nourished child. She weighed
fifty-three pounds. The skin and visible mucous membranes
were pale. The submaxillary, anterior and. posterior cervical

and superficial lymphatic glands were somewhat enlarged. She

i
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made occasional grimaces slightly involving the frontalis and
some muscles of the nose. The pupils were normal. The fun-

dus was normal. There was no change in sensation. There
were no tender areas. The abdominal and epigastric reflexes

were lively- Babinsky's symptom was absent. The thorax
was rather long and narrow and the movements of the thoracic

walls during inspiration were subnormal. Nothing abnormal
was revealed in the physical examination of the chest contents

and abdomen. The changes in the abdominal contour were
curious; during inspiration the abdominal walls were pushed out
like a balloon ; one would be inclined to suspect the presence of

fluid in the abdominal cavity or a growth, but palpation and
percussion showed nothing abnormal. The condition thought
of was a paralysis of the abdominal muscles, but the electric

reaction proved them to be normal, and examination with the

fluoroscope showed normal excursions of the diaphragm. The
phenomenon had quite changed since the child came under
observation; quite often there was associated with a protrusion

of the wall of the abdomen a lateral rotation to the left. The
examination of the urine and blood showed both to be normal.

In regard to the absence of so-called stigmata. Dr. Welt-Kak-
els called attention to an article published by Thomas, of Boston,
on "Hysteria in Children" in which was specifically mentioned
the fact that in nineteen out of twenty-nine cases there were no
disturbances of sensation. The lesser stigmata were frequently

absent in these cases. The symptomatic character of the hys-

teria, especially in young children, the absence of stigmata,

make the diagnosis of hysteria in children difficult, and it might
become necessary to observe the course of the symptoms. A
temporary complete disappearance of the symptoms, or the

variability of the symptoms would be of aid in making a diagno-

sis. The prognosis of hysteria in children was better than it

was in the adult as the cure was always the result of psychical

treatment. Children were more credulous than adults, were
easier to be intimidated and more used to obedience. Two
methods of treatment were recalled. One of intentional neglect

;

by this was suggested the unimportance of the symptoms, and
it was capable of a great many variations from disregard of

complaint to complete isolation of the patient. The second
method was one of surprise, the object being to remove the loss

of control. It showed the child that a thing it had been unable
to do before could be done now. Some objection had been made
to this latter method, as it might result in fright to the child and
might be harmful. Electricity and hydrotherapy have been
used, both probably acting by suggestion.

CASE OF IXFAXTILISM.

Dr. Charles Herrman presented this case to help in the

illustration of the paper to be read by Dr. Schwarz. He had
had the opportunity of observing this case for nearly one year.
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The patient was ten years old. The parents were both healthy.

They had eight children, six living and all, with this one exception,

were normal. The child was breast fed for fourteen months.

She had all her teeth. She began to walk when three years old

and could speak a few words. She had measles when two years

old. When six years old, she weighed twenty-five and one-half

pounds. The most striking thing about this child was that it

was so well proportioned. There was no disproportion be-

tween the head, the extremities and the trunk. The child was
merely a miniature one. At that time there had been no symp-
toms characteristic of cretinism, a condition he at once thought

of. There was nothing characteristic in the skin, no enlarge-

ment of the tongue, no subnormal temperature or umbilical

hernia; there was constipation but it was not marked. On the

strength of its size and retardation and the condition of the head,

the child was placed on thyroid treatment. The child then began

to grow. It measured 8i cm. in August and, at the end of two
months, this measurement had increased 2 cm. the two follow-

ing months it increased two more cm. In December it measured

85 cm., an increase of 4 cm. The treatment was then discon-

tinued for over two years.

In June, 1905, when the child was seven years of age, intelli-

gence was below the normal. The child could add two and two
when seven years and two months old. A radiograph of the

carpal bones showed only two centers of ossification in the wrist.

The patient was again placed under thyroid treatment and then

began to increase in size. In December she had gained 4 cm.

and in April 2 cm. and sh-e then continued to grow constantly.

When eight and a half years old she measured 98 cm. Then she

played and read simple sentences. In June, 1907, she measured

99 cm. The child today was in the fourth class and was able to

add six and five and four.

Dr. Herrman had reported another case of infantilism at

the Harlem Medical Society. This case was a boy sixteen and
one-half years old. At that time he weighed seventy-one pounds
and measured four feet and nine inches. The interesting fea-

ture in this case was the size and weight for a boy sixteen and one-

half years old. He presented none of the signs of puberty, the

genitals were undeveloped, and he was markedly anemic since

birth. He was always pale and short of breath. He had a

systolic murmur which was probably not organic; there was an

accentuation of the pulmonic sound, and a tentative diagnosis

was made of congenitally small arteries. The teeth were carious.

The child had always had good hair.

SOME CEREBRAL CHANGES FOLLOWING SCARLATINA AND
MEASLES.

Dr. Max G. Schlapp reported three cases, two following

measles and one following scarlet fever:

Case I.—This patient was a boy, eight years old. He lived
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in Schenectady amid good surroundings. His appetite and
digestion were good and his bowels were regular. He was a
first child and labor had been hard. The mother had had two
miscarriages and two children since. The miscarriages were
attributed to overwork. The child was bottle fed. There were
no symptoms or signs of syphilis in mother, father or child.

When one year old he had an attack of measles; the attack began
with convulsions. The patient had complained of feeling ill

and had some headache. He developed the typical symptoms
of measles. After the convulsion he went into a state of uncon-
sciousness and delirium, remaining so for five days. After he

came out of his unconscious condition the convulsions continued

for three weeks; they averaged about fifteen a day. When
two years old he had an attack of chickenpox from which he

made a good recovery. He had now and then a convulsive

attack, but they were so infrequent and slight the mother did

not pay much attention to them. He did not complain of head-

ache, vomiting or of any of the symptoms of cranial disturbances.

For the last two years the convulsions have been more frequent

and more severe. During the past two weeks they have been
coming on twice a day. They are typically epileptic, begin in

the hand, and spread to the face and leg. The weakness in the

hand has increased so that it is now partly paralyzed. The hand
is held in a peculiar position. The leg is also weak and the mus-
cles of the face. When he first came to the hospital the convul-

sions were very severe and these were evidences of the motor
areas being involved, particularly of the arm, leg and face. He
thought an operation would relieve the condition and suggested

it. Dr. McCosh operated, exposing the anterior and central

convolution. The cortex was found to be discolored. The
motor areas were hard and firm.

Case II.—This was a boy, sixteen years old, living in the city,

who came to the hospital because of Jacksonian convulsions and
weak mental condition. There was nothing in the family history

of importance. Neither parent was a drinker, and there was no
history of syphilis, tuberculosis, nervous or mental trouble.

The child was born with great difiiculty. He had slight rickets.

When one and a half years old he had an indefinite illness of

three weeks which was diagnosed as measles. He had attacks

of unconsciousness with twitchings of the left side. The left

hand was paralyzed and useless. At the age of two years he

appeared to have recovered completely and to be a normal
child. At the age of two and a half he began to be fretful.

The attacks then began with a sense of depression, twitchings

of the left hand; then the child would fall asleep, and sometimes
he would vomit. These attacks occurred about once in from
two or six weeks and they gradually increased in duration up to

the eighth year. His mental condition became worse. Jack-
sonian epileptic attacks occurred involving the left hand, leg and
face. Because of the severe involvement of the hand, the spastic
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condition and the history of complete paralysis he thought it

advisable to operate. Dr. McCosh operated and they found
hardening in the arm center.

Case III.—A boy, eight years old, was brought to the hospital

in an unconscious condition. This boy had had scarlet fever
\vhen three years old. During the acute attack he had con-
vulsions, and was in an unconscious and delirious condition for

five days. These convulsions continued severely for two weeks,
and then subsided so that the child only had about one convul-
sion in four or six months. The family history was good. There
were three sisters and two brothers. The child was brought to

the hospital March lo and died on March i6, without regaining
consciousness. At the autopsy an unusual condition was found.
Evidently in his convulsive attacks he had fallen, struck his

head and had a hematoma pressing upon the brain.

The chief interest in these three cases centers in the patholog-
ical findings. In the first case there was a gliosis, an increase
in the number of fibers and an accompanying destruction of the
nerve-cells. In the second case there was unquestionably a c^'st,

but with this cyst there was some gliosis. This patient recovered
slightly. An interesting condition was found iin the third

case. One hemisphere was smaller than the other. At the base
of the temporal lobe was found a little nodule. In the second
case there was undoubtedly a destructive lesion, a liquefaction

necrosis, with absorption of the dead tissue and the formation
of a cyst. These cyst walls were surrounded with a lining of

true connective tissue. In the first case there was something in

the way of a lighter lesion', not causing a necrosis of tissue, but
something which acted as an irritant. In the third case, it was
an inflammatory process. To be sure there could have been a
toxic process involving the brain, but he believed these cases
were due to an encephalitis, the result of scarlet fever and meas-
les. The inflammatory process acted as an irritant and gave
rise to the phenomena which followed. There was no question
about there having been a gliosis. Such a condition could not
exist in a normal brain. Therefore, it must have resulted from the
inflammatory process following the measles or scarlet fever.

The same condition resulted from a trauma of the brain; clini-

cally, such cases were known as post-traumatic dementia.
Dr. Sara Welt-Kakels said that three years ago she had the

opportunity of reporting three cases of deranged mental con-
ditions following acute infections diseases.

The first case was a boy, five years old. In the defervescing
stage of scarlet fever he became delirious. He had delusions
of sight which were repeated on the day following. An in-

teresting feature in this case was that there had actually been a
fire in the house, and fire was the subject of his delusion.

The second case was a boy, ten years old, who had a diphtheri-
tic sore throat and was also in the stage of defervescence. In
this case the patient became restless and finally he became
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maniacal. This condition continued for three months, when he

recovered.

The third case was a girl, ten years old, who had gone through
a sHght attack of diphtheria. During her convalescence she

became depressed and melancholic and cried a great deal. She
finally developed an impulse to kill he mother. These symptoms
after a few weeks entirely disappeared, and she made a good re-

covery.

With regard to the etiology in these cases, Dr. Welt-Kakels be-

lived that the infectious agent acted upon the ganglion cells;

the slight irritating influence was sufRcient to produce the men-
tal disturbances. Svstemic psychoses did not always terminate

so favorably: sometimes they ran on to idiocy. They also

might in later life become inmates of insane asylums.

Dr. F. L. Wachexheim said that we could not be too careful

in making a distinction between the cases that had just been re-

ported and cases of encephalitis. These psychoses were asthenic,

the result of some disturbance caused by an infectious agent.

They could be distinguishea by the character of the onset. The
characteristic thing in encephalitis is that the convulsions or

paretic attack might pass on to complete paralysis. The mental
symptoms only appeared gradually. These were two different

conditions and we should be on our guard. The prognosis in

encephalitis was bad.

Dr. Sheffield could not understand how one could call

these convulsive attacks a complication or sequella of measles

of scarlet fever. He had seen such symptoms follow influenza.

He asked Dr. Schlapp why such symptoms should, in his opinion,

result from attacks of measles and scarlet fever and why they

did not tollow other conditions.

Dr. Max G. Schlapp said there was no question but that

these attacks of encephalitis resulted from croupous pneumonia
and other infectious diseases, and they should by no means be

restricted to measles and scarlet fever. Conditions with gliosis

were more commonly met with after measles and scarlet fever,

than after other infectious diseases. That might be because

they were more common in children.

A CASE OF IXFAXTILISM.

Dr. Hermax Schwwrz presented a boy, sixteen years of age,

born in New York of Irish parents. There were no signs of

lues or tuberculosis in the family. The child was a blue baby.

He had no skin eruptions. He had snuffles. The first tooth

appeared when he was one year old. He walked when he was
two years old. It was noticed that he was small when he was
tw-elve years old. He came in the clinic two years ago because

he would not grow. His general condition was fair, he was fairly

well-nourished. The hair grew very slowly, and he needed a

hair-cut once in four or five months. The hair was rather
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brittle. The eyebrows were poorly marked and sparce. Eye-
lashes were normal. The skin was thin, delicate and smooth.
The nose was broad, alae well formed. The mouth was small

and well-shaped. The forehead was wrinkled. The face was
small. The color of the eyes was gray, the pupils were small,

round and reacted to light quickly. The background had not
been examined. The teeth were in good condition and well-

formed. The ears were well shaped. The throat was negative,

the palate not high arched. The thyroid was not palpable. The
larynx was not large. The thymus not percussibly large.

The apex of the heart was not palpable. Sounds were negative.

Lungs were negative. The spleen was just palpable. The
border of the liver was felt two fingers below the free border of

the ribs and was just palpable. The bones showed no enlarge-

ment and no deformities. The measurements gave the follow-

ing: Length, 115 cm. (normal for lifteen-year-old boy, 159 cm.).

Weight, forty-five pounds (normal for fifteen-year-old boy, no
pounds). Cranium to umbilicus 45 cm. ; umbilicus to sole of foot,

69 cm. Tuberosity to cranium in sitting position, 57.3 cm.
One-half length of body, 57.5 cm. The head measurements
were as follows: Crown 50.5 (usual, 55 cm.); occipito-frontal

diameter 15.5 cm.; occipito-mental diameter, 17 cm.; biparietal

diameter, 13.5 cm. The circumference of the chest was 55 cm.
(normal, 76 cm.). The antero-posterior diameter of the chest was
12.6 cm.; the transverse, 16.4 cm. The abdomen at umbilicus
was 53.5 cm. From the acromion process to the tip of middle
finger, 50.5 cm.; from the acromion process to the olecranon,

24 cm. From the anterior superior process to the internal mal-
leolus, 62 cm.

INFANTIUSM AND ALLIED CONDITIONS.

Dr. Herman Schwarz read this paper. He said that his

reason for going into this subject a little more in detail was be-

cause of the rather scant attention given it in most of the text-

books. Infantilism was a retarded development, an under-
development. The individual remained small, embryonal,
infantile or adolescent in body or mind. It was purely an arrest

in development. This arrest might be at the time of embryo-
logical, infantile or adolescent life. Up to the period of arrest the

child was perfectly normal. Infantilism he classified into uni-

versalis and partialis. The latter might be subdivided into

infantilism partialis formalis, as when an organ was infantile in

form but adult in function; viz., ovary -infantile but ovulating
and infantilism partialis topicus, normal as to form but infantile

as to function; viz., no ovulation. Dr. Schwarz then compared
the various parts of the body and discussed their infantile charac-
teristics.

A classification from an etiological stand-point of general or

universal infantilism was as follows:
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(a) Infantilism with myxedema or cretinism.

(b) With Mongolism.
(c) Infantilism due to disturbances in function of the testicles,

thyroid, thymus, adrenals or hypophysis cerebri.

(d) Infantilism dystrophicus, due to

(i) Arterial aplasia (angiospastic infantilism).

(2) Hereditary syphilis.

(3) Primary brain disease.

(4) Alcohol or other poisons in the parent, such as lead.

(5) With early constitutional disease, such as tuberculosis.

(6) Due to poor food and hygienic surroundings.

(7) Trauma.
As to the role the various glands played in the production of

infantilism, opinions differed.

Clinically, infantilism might be divided into two types, the

Lorain and the Brissand. In the Lorain type there was the
stunted growth. The head was relatively small. There were
thin, long and lanky extremities, with a short trunk. They were
weak developed. Their sexual development was small. In
the male the testicle remained small and the penis rudimentary.
Mentally they were at almost the age they represented. In the

Brissand type there was the stunted growth, the large head,
rounded face, prominent abdomen, short legs, irresponsible char-

acter, fat, chunky. The characteristics common to both forms
were stunted growth, lack of development of the genital organs,

absence of the advent of puberty and the accessory sexual char-
acteristics. The following were the differential characteristics

:

In the Lorain type: (i) The individual thin, drawn out. (2)

Head relatively small. (3) Face long and thin. (4) Trunk rela-

tively small. (5) Extremities long.

In the Brissand type: (i) Individuals fat and chunky, the

appearance of the bod}^ was thick, full and rounded. (2) Head
relatively large. (3) Face rounded and puffy. (4) Trunk large

and thick. (5) Extremities small.

Dr. Schwartz then gave some anthropological measurements
which were important in placing the patient as an infant or

an adolescent.

Dr. Sheffield asked about the mental condition of the child

presented by Dr. Schwarz.
Dr. Schwarz replied that it was that of a boy of that same

age. He was in the fifth grade at school. There was absolutely

no sexual instinct.

Dr. L. E. LaFetra said that this was to him an interesting

type of case. Cretinism had long interested him both from a

therapeutic as well as a diagnostic stand-point. He had tried the

methods of treatment that he had found in the literature, but
without success. He referred to an article of Bramwell's that

came out years ago and he thought the treatment recommended
was as good as any perhaps yet offered. It certainly had given
him good results.
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RHEUMATIC AFFECTIONS IN CHILDREN. A CLINICAL STUDY.

Dr. F. L. Wachenheim read this paper. He said that a clinical

review of a fairly large material might serve to illustrate some

matters that became clearer as more and more cases were studied.

In the course of forty-one months he had been able to collect

113 cases of rheumatic diseases out of a total of about 8000

children. The total number of children between the ages of

o and 3 vears was 5200; of these there were four rheumatic cases

(0.08 per cent.). The total number of children between the ages

of four and eight vears was 1,900; of these there were fifty-five

rheumatic cases (2.9 per cent.). The total number of children

between the ages of 9 and 13 years was 900; of these there were

fifty-four rheumatic children (6.0). The distribution of the

various types of rheumatic disease was as follows:

Chorea. Endocarditis. Rheumatism. Total,

m. f. m. f. m. f. rn. f.

Chorea alone 4 5 4 5

Chorea and endo-

carditis 5353 53
Chorea, endocardi-

tis and rheuma-
tism 3434

Chorea and rheuma-
tism o 5

Endocarditis and
rheumatism. 21 27

Rheumatism alone?

Total. 12 17 29 34 40 56 49 64

This table showed that these phases of rheumatic disease were

somewhat commoner in females; also that uncomplicated rheu-

matism was not the rule. Of the ninety-six cases of rheumatism

very few were severe and, as a rule, treatment with the salicylates

was rapidly effective. In the subacute cases, when only one of

the lower extremities was affected, their chief diagnostic difficulty

was the exclusion of articular tuberculosis. The therapeutic

test would clear up many of these cases, but not all. He warned

against making the diagnosis of rheumatism in infancy and early

childhood. Still, he could report two cases of torticollis, aged

respectivelv fourteen and sixteen months, who got well m a few

days on small doses of salicylates. Two of his rheumatic cases

presented purpura, and both were complicated with endocardi-

tis. It was worthy to note that of some half a dozen cases of

erythema multiforme and two of Henoch's purpura, not a single

case suffered from a cardiac lesion. It was evident that purpura

was not necessarily a symptom of true rheumatism. The cardiac

cases ranged from the very acute to the chronic and fully compen-

sated valvular disease.
' Usually the mitral value was alone

3
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affected, sometimes also the aortic. The relatively infrequency
of pericarditis was shown by the observation that only one case

occurred in the entire series. About 60 per cent, of all his

cases presented an unquestioned cardiac lesion; a number, in

addition, has so-called functional murmurs, without demonstrable
hypertrophy or dilatation. Two points seemed to be proved
beyond reasonable doubt. First, that the endocardium was
the seat of election for the rheumatic infecting agent during
early childhood, and that implication of the articular serous

membranes became conspicuous only after the fourth or

fifth year. Second, that the prognosis of valvular disease,

especially of the mitral valve alone, w^as far better then set

down in the books. It was well to be extremely reserved
in regard to the prognosis of cardiac cases under the age of

puberty. Compensation was easily established in young chil-

dren, but also easily upset, and the danger of recurrence and
exacerbations w^as ever before them until the age of fourteen

was reached, when conditions became more stable. Sudden
death was rare in children. He reasserted the interrelation of

chorea, endocarditis and rheumatism. Only one-third of his

twenty-nine cases of chorea failed to show one or the other or

both complications. Tonsillitis was a strikingly frequent com-
plication is his series. While the danger to life was not great,

still I or 2 per cent, succumb either to heart failure from an endo-
or pericarditis or to exhaustion from chorea. The hospital cases

gave a w^orse prognosis than the milder types that visited the

dispensary. With regard to recurrences the prognosis was not
good; many of the cases return wdth relapses, and no doubt
many more turned up subsequently at other dispensaries. In

the majority of the recurrences they found a recrudescence of

the cardiac lesion, but some children were more fortunate in

suffering again and again from mild attacks of rheumatism and
no endocardial involvement. Not until puberty could they
notice any tendency of the cardiac condition to become prac-

tically stationary; they, could not, therefore, ever commit them-
selves to a favorable prognosis before the fifteenth or even
twentieth year; whereas in adults they could often guage their

patient's outlook fairly accurately for ten or even twenty years

ahead. To state it concisely, rheumatism in children was
a most serious affection, the more so the younger the patient.

The prognosis could never be stated as good, often as bad,

still oftener as doubtful with the prospect of permanent
impairment and shortening the expectation of life. In chil-

dren, as in adults, the salicylates were the main resource in

the treatment of rheumatism, but they were not infallible.

The most striking effect of these drugs was the relief of pain,

and severe pain was unusual in early life in rheumatism. He
found the salicylate of sodium the most efficient. Rest in

bed and immobilization were important adjuncts to medication
and should never be omitted. Warmth was also useful and
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should be applied as continuously as possible. In the subacute
and chronic cases, tincture of iodine applied locally was of some
little use. His experience with the oil of wintergreen did not

warrant any enthusiasm. Endocarditis should be treated es-

sentially with rest in bed and the local applications of cold.

Cardiac stimulants should be reserved for contingencies. Much
harm had been done by the indiscriminate administration of digi-

talis, which undoubtedly did not favor the cessation of the inflam-

matory process, and deprived the heart muscle of that rest which
was the prime indication in acute endocarditis. Digitalis

should be reserved for deficient compensation in chronic heart

disease, when an exacerbation could positively be excluded.

Chorea should be treated by absolute rest in bed. The value of

arsenic was becoming more and more doubtful, and its employ-
ment v/as quite empirical.

BRIEF OF CURRENT LITERATURE.

DISEASES OF CHILDREN.

Need of Accuracy in Prescribing Starch in Infant Feeding.^
Maynard Ladd (Arch. Ped., April, 1908) thinks it surprising that

a practical method of prescribing starch in percentages has not
been evolved. As an infant's ability to digest starch is undevel-
oped at birth and increases with age, he would begin with small

percentages and gradually increase, as is done with proteids and
fats. It has been found that the decoction made by using two
and one-third ounces of either barley or oat flour to a quart of

water, cooking for thirty minutes and adding sufficient water to

make one quart, yields about 3.50 per cent, of starch and is as

thick a solution as can conveniently be strained. This 3.50 per
cent, decoction has therefore been adopted as the stock solution

in the milk laboratories. On this basis the amount of this stock
cereal decoction to be added to any mixture of modified milk to

obstain any percentage of starch can be calculated by the

formula :

No. of ounces of cereal decoction =
Starch percentage desired X total ounces of mixture

3-50

By using three ounces of the flour to a quart of water, the stock
solution of cereal gives 4.5 per cent, of starch, and if straining

the solution is dispensed with, higher percentages can be given
than in the above table, the limitations of which can be easily

calculated by the general formula given -above, 4.50 being sub-
stituted for the denominator 3.50. As an ounce of the flour by
measure is practically the same as by weight it may be measured
by the mother with sufficient accuracy with the graduate used
for the milk.

Buttermilk in Infant Feeding.—J. W. England (Month.

I
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Cyclop. Pract. Med,, April, 1908) says that the routine use of

buttermilk is objectionable, because the casein of the milk
has been decalcified and changed into casein lactate curd, which
is not the chemical form of casein normally produced with

human milk, that is, free casein, the formation of which in the

stomach of the infant is absolutely essential for the proper de-

velopment of the chemical functions of
^
the infant stomach.

The introduction of an acid-food into the stomach of a

healthy infant eliminates the necessity for the production of

the acid gastric juice, and more or less gastric atrophy
results; and while this latter condition may be apparently re-

moved by the continued use of the buttermilk, an abnormal
physiological condition will become established. In the treat-

ment of gastric atrophy (where there is a deficient supply of gastric

juice of deficient acidity) the temporary use of buttermilk has

yielded excellent results; but when the infant's digestive system
has become accustomed to buttermilk-feeding, and a change is

made to sweet milk, diarrhea results, showing that an abnormal
physiological condition has been created. The acidity of the

gastric juice of nurslings is usually o.i to 0.2 per cent.; that of

buttermilk, from 0.5 to 0.8 per cent.

Lactacid Milk in Infant Feeding.—Charles Carter (A^. Y. Med.
Jour., April 4, 1608) says that lactacid milk is obtained from
clean, fresh cow's milk, fermented by the lactic bacillus.

The degree of acidity is limited by the time allowed for the ac-

tivity of the bacilli. Buttermilk-feeding and lactacid-milk feed-

ing are absolutely distinct. The former affords an uncertain and
temporary expedient always and, being a spontaneously sour milk,

contains, besides the lactic ferments, generally yeasts which pro-

duce alcohol. In infant feeding, the frequent desideratum of

high proteid percentages may be found not only possible, but also

safe, with lactacid modification of milk. The digestive enzymes
of natural milk are not killed as in the unnatural processes of

sterilization or even in pasteurization, but are augmented by the

bacillus bulgaricus. Lactic acid inhibits intestinal putrefaction.

Lactacid milk is logically indicated in children: (a), in difificult

feeding cases; (b), in fermentative diarrheas; (c), in specific

enteric infections of typhoid or tuberculous bacilli.

Proportions of Fat and Proteins in Cow's Milk.—On account

of the interest in percentage feeding, the study by L. L. Van
Slyke (N. Y. Med. Jour., May 30, 1908) based upon 300 analyses

of the mixed milk of numerous herds, 650 analyses of milk of

fifty separate herds of cows, covering a period of about six

months, and several thousand analyses of milk of individual

cows, representing seven different breeds of cows, covering for

each individual several lactation periods and an aggregate of

about 100 periods of lactation, is of interest. In single milkings

of individual cows, the fat varied from 2.25 to 9.0 per cent.; the

total proteins, from 2. 1 9 to 8.56 per cent. ; the casein, from 1.59 to

4.49 per cent. ; and the albumin, from 0.31 to 5.32 per cent. The
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highest percentages are found in the case of cows far along in

lactation. In the case of individual herds of cows, the fat varied

from 2.90 to 5.50 per cent. ; the total proteins, from 2.31 to 3.71

per cent. ; the casein, from 1.79 to 3.02 per cent. ; and the albumin,

from 0.41 to 0.97 per cent. In the case of milk consisting of a

mixture of the milk of many different herds of cows, the fat

varied from 3.04 to 4.60 per cent.; total proteins, from 2.53 to

3.76 per cent.; casein, from 1.93 to 3.00 per cent.; and albumin

from 0.47 to 0.88 per cent. The following conditions are those of

special prominence in causing variations of percentages of fat

and proteins in milk: (i) Individuality; (2) breed; (3) stage of

lactation; (4) food; (5) season; (6) time and manner of milking,

including fractional milkings, milk from different quarters of

udder, and relative order of milking a quarter of udder. In

Guernsey and Jersey cattle the ratio of fat to proteins is relatively

high; in others relatively lower. Individuals of the same breed

may vary considerably in this respect. The ratio of fat to pro-

teins is very uniform through the lactation period, until about

the ninth month when the total proteins increase quite rapidly in

relation to fat. The ratio of fat to casein is very uniform through-

out the entire period of lactation, there being a slight increase of

casein in relation to fat about the ninth month- Variations in

composition of milk due to manner of milking affect the fat more
or less extensively, but the proteins very little. Albumin in

milk varies quite widel}^ in relation to casein. The ratio varies

(i) with different breeds; (2) with different individuals of the

same breed; (3) with time and manner of milking. The relation

is quite uniform during the .first eight or nine months of lactation,

after which the albumin increases relatively more than the casein.

In the case of herd milk containing 3.00 to 4.50 per cent, of fat,

the following formula for calculating the amount of casein has

been found to give in most cases quite satisfactory results:

(F— 3)Xo.4X2.i =per cent, of casein in milk (F equals num-
ber representing the percentage of fat in milk).

Vegetable Diet and the Lacto-farinaceous Regime.—Clemento
Ferreira. {Arch, de Med. des Enf., May, 1908) says that there are

conditions of the intestine in which it is impossible for the child to

assimmilate milk or albuminoids and in which after the fermen-

tation has been relieved by the water diet it becomes necessary

to substitute some form of nourishment that does not contain

proteids. It has been long thought that infants could not digest

starches, but the author considers it demonstrated that this is an

error. Infants can assimmilate vegetable substances pioperly

prepared and these will be digested without trouble, thus giving

relief to the intestine long enough for it to recover its tone and
digest the ordinary milk foods. These cereal preparations are a

most valuable weapon in our armamentarium in chronic gastro-

enteritis. While milk preparations protract the sufferings of the

little patient these preparations give him rest. In the dyspepsia

of weaning they are most valuable. The hvdrocarbonaceous
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regime acts like a charm. In intolerance of milk or milk dyspep-
sia it is most valuable. There are symptoms of acid intoxication

from the decomposition of the casein, which are relieved by vege-

table substances. Cereals mixed with nitrogenous substances
and put in the oven so as to be artificially digested oppose their

effects to the formation of aromatic principles, indol, skatol,

etc. They form an antiputrid substance, and prevent putre-

faction of casein favoring the production of lactic and succinic

acids. Farinaceous materials are slowly transformed through-
out the intestine and protect the casein from putrefaction.

Removal from and Return to a Milk Diet in Diarrheas of In-

fancy.—Rousseau-Saint-Phillippe {Jour, de Med. de Bordeaux,
May lo, 1908) believes that the last word has not been said on
the subject of infant feeding in gastrointestinal diseases of in-

fants. It is necessary to have not only a milk that is clean and
that is brought in a hygienic manner to the consumer, but one
that still retains all its nourishing qualities. We must remember
that cow's milk is not the natural food of the infant and should
make use of it as a medicine rather than a food. Some infants

cannot tolerate it at all and others, after having gone onto a

water diet and been cured of diarrhea, are unable to begin again

on a diet of cow's milk. At the same time the vegetable or other

foods that have sufficed for a time to keep up nutrition cannot be
given for an indefinite period. The author thinks that we
should now begin the use of milk very gradually, by the tea-

spoonful, like a medicine, slowly increasing the amount taken
until we have again established a tolerance for it. Milk is not

in all cases the perfect, antitoxic, easily assimilable, complete
food that it has been considered. The food of the cows should be
carefulh" watched that a good quality of milk may be produced.
In cases in which milk becomes toxic it should be stopped at

once and the child put on a water diet and some other food.

When the intestinal tract has been cleansed, disinfected and
brought back to a natural condition it will accept voluntarily

the food that was previously toxic provided that it is given

slowly in small doses.

Observations on a new Toxin Found in the Urine and Feces of

Nurslings.—Walter Gellhorn {Munch, med. Woch., April 21, 1908)
records observations on a poison found in the feces and urine of

babies which he has called kenotoxin. It may also be found in

the muscle-fiber of exhausted animals. When animals have been
immunized with kenotoxin they develop in the blood an anti-

kenotoxin. Kenotoxin is widespread in nature. Injected into

mice, it causes languor, stupor, lowered temperature and death.

The author has isolated the substance from the urine of babies

and believes that it arises from imperfect metabolism of al-

buminoids. Twenty-five infants were subjects for urinary anal-

ysis, none of whom had kidney lesions discoverable by this analy-

sis. Eight were well, the rest had gastrointestinal troubles. The
author believes that where kenotoxin exists there are other
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poisons of whose presence this is an indicator. The cause of its

production is not vet ascertained.

Relation of Bacilli of the So-called Dysentery Group to Diar-

rheal Affections of Infants.—J. H. M. Knox {Arch, of Ped., April,

1908) reviews the recent literature of this subject and says that

examination of this literature from the laboratory and the bed-

side, tends to establish certain facts, and explains others which

were before doubtful. It can no longer be questioned that the

true Shiga bacillus does produce in culture media a solu-

ble toxin, and that an antitoxin is produced in the blood of

susceptible animals which is a valuable specific curative agent.

It seems also to be true that there are several other closely-related

strains of the dysentery bacillus which differ culturally but little

from the original type and less from each other, which are almost,

if not quite, as pathogenic for laboratory animals, but which do

not lend themselves to the production of a soluble toxin, and

against which no satisfactory antitoxin has been as yet produced.

Children are susceptible to infection by all three forms, but ex-

perience heretofore has shown that infants are rarely invaded by
the original Shiga variety, and then after definite exposure to the

disease in adults, but that strains of the dysentery bacilli, that

ferment mannite, are much more frequently found in the wide-

spread diarrheal disorders which affect infants in the summer.

It is, of course, recognized that gastrointestinal affections with

diarrhea can be brought on by various indiscretions in diet, by
mechanical and chemical means, and by other bacteria than

dvsentery bacilh, and also that some such disturbance frequently

precedes infection with the dysentery bacillus. It is true also

that the dysentery bacilli may be present in the dejecta of infants

exposed to infection, without setting up any disorder until the

patient's resistance is lowered. The organism probably has no

natural habitat outside the body, and is kept alive by the occa-

sional epidemics and the sporadic cases which occur throughout

the year. The virulence of the infection and the character of the

pathological changes in the intestines vary greatly. The pres-

ence of the pseudomembrane is much less common in children,

perhaps because this lesion is especially produced by the original

Shiga type.

Symptomatology and Etiology of Barlow's Disease.—Esser

{Munch, mcd. Woch., April 28, 1908) believes that one ofthe

principal causes of Barlow's disease is too long sterihzation of

milk at too high a degree of temperature. In a series of children

observed bv him who were fed on sterilized milk from the munici-

pal plant at Bonn several developed scurvy. There were thirteen

treated bv himself and ten treated by other physicians and fed in

the same way. They were from seven to fourteen months of age,

and a few of them had taken some mother's milk at first, but had

later been fed entirely on sterilized milk. Some of the cases

had been diagnosed as rickets, poliomyelitis, etc. There were

loss of appetite, pallor, pain and loss of motion of the legs. In
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four cases the legs were swollen and misshapen; three had blue
gums and hemorrhages in the gums ; in two there had been hemor-
rhage into the orbit and the eyeball was pushed forward, and in

four there was hematuria. The use of the .ic-rays showed bone
changes in the thighs in those in whom there was swelling. A
few had elevation of temperature. Blood-examination showed
the hemoglobin lowered, and red blood-corpuscles diminished in

number. Poikilo mikro- and makrocytes were found, with few
normoblasts. The appearance of basophile cells is regarded by
the author as the beginning of regeneration and a favorable sign

for prognosis. The milk that was used was sterilized for ten
minutes at a high heat. The condition of the children produced
is one of chronic poisoning from the changes in the contents of the
milk. A change of milk brought about a cure in all these cases.

Infantile Pyloric Stenosis.—J. L. Morse and F. T. Murphy
(Bost. Med. and Surg. Jour., April 9, 1908) record the pathological

findings in a case of congenital pyloric stenosis which died at the

age of eight months of general peritonitis of unknown origin, six

and one-half months after a successful posterior gastroenteros-

tomy. A cross section through the middle of the pylorus showed
a very thick wall of perfectly normal, smooth muscle. The in-

crease in thickness was due chiefly to the increase in the inner

layer of circular fibers. The submucosa was normal and was
folded into the lumen. The glands of the mucosa were flattened

and dilated with mucus, where the surfaces were in contact be-

tween the folds. The flattening and distortion of the glands
were best seen in a longitudinal section made through the pylorus

between the stomach and the space from where the circular piece

was removed. This section showed the folded surfaces of the
mucosa in contact. A similar section from the duodenal end
showed normal smooth muscle in the thickened pyloric portion

and normal submucosa. The mucosa showed very marked
cystic dilatation of the glands, which were filled with granular
coagulum. The microscopical findings in the pylorus are sur-

prising, because of absence of degenerative changes in the smooth
muscle, either in the form of atrophy or in connective tissue over-

growth. The closed state of the pylorus was proved by mechani-
cal tests and by the rigidity and thickness of the walls, which are

in striking contrast to the usual post-mortem condition of the

pylorus in infants. The flattening of the mucosa can hardly
be considered as an evidence of permanent closure. The cystic

dilatations of the glands are probably mechanical in origin,

though a few similar cysts have been seen in the mucosa of the

normal pylorus of infants. This case proves that in some in-

stances, at least, the stenosis is not due to spasm, that medical
treatment cannot be of any avail, and that the only hope for re-

lief and life lies in surgical intervention. It also proves that an
infant can live and thrive for many months, although all the food

passes through the gastroenterostomy opening and none through
the pylorus. It suggests that the condition of organic infantile
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pyloric stenosis is a permanent one, that there is no tendency to-

ward a restoration of normal conditions, and that there is little

hope of the pylorus ever resuming its functions. It is not safe to

draw conclusions from these suggestions, however, as it is possible

that with the lapse of time and the growth of the parts, changes
may occur which will result in the restoration of normal conditions

and function.

Cause of Intussusception.—W. L. Wallace {Jour, Med. Assn
,

April II, 1908) reports the case of a three-year old hydrocephalic
boy with spinal curvature who had an attack of obstruction of the
bowels with bloody vomiting. Operation disclosed small enteric

intussusception and complete sausage-shaped intussusception.

He lived about one year and again was seized with the same con-
dition. Early operation showed the blood-vessels of the mesen-
tery blocked and the corresponding segment of bowel badly dis-

tended, with the intestine above pushing into it as if to reinforce

the weak segment by the invagination. The writer says that
there are two theories of the cause of intussusception : spasm and
paralysis. The first theory holds that, for some reason, a local

spasm is set up in the bowel and a violent contraction takes place,

and this point is made the apex of an intussusception by passing
into the intestine below or having the bowel below drawn up
outside. The other theory is that of paralysis. A certain sec-

tion of bowel is paralyzed by interference with its nerve-or
blood-suppl3^ It, therefore, becomes distended and the bowel
above is pushed into it. The author's case is reported as sup-
porting the theory that intussusception is due to paralysis. The
strangulation of the blood-vessels was out of all proportion to the
condition of the bowel and Was evidently the cause and not the
result of the intussusception. The intestine opposite the strangu-
lated mesentery was bulged and the gut above was working into

it. Repeated observations have shown that the middle tube or

layer of the intussusception is edematous and often gangrenous.
This is generall)^ attributed to pressure by the outside layer, but
the inner tube gets even more pressure, and, therefore, the ex-

planation is unsatisfactory. The writer does not think the in-

tussusception is formed without cause and that the middle tube
is then diseased by pressure, but I believe that a portion of the
bowel is damaged by interference with its blood-supply, and
bulges and is about to perforate, and that the intussusception is

the result and is nature's effort to reinforce this weak piece^by
splinting it between healthy layers from above and below. In-

stead of being the cause of the obstruction this invagination sup-
ports the weakened intestine, often allowing a restoration of the
blood-supply, after which nature will reduce -the intussusception.

On the other hand, if the damage is great and adhesions form, and
a reduction is impossible, nature will make an effort to unite the
neck of the. intussusception to the healthy bowel above, so that
there may be no leak when the gangrenous intussusception
sloughs away.
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Hydrocele in Children.—E. D. Telford (Med. Chron., Mav,
1908) says that most surgeons are now agreed as to the advisa-

bility of the operation for hernia about the end of the first year of

life and if this position be accepted for hernia it must logically

follow for hydrocele. It will be found that in many cases a dis-

tinct funnel-shaped process of unclosed peritoneum exists above
the hydrocele. This funnel is a potential hernia and its proper
obliteration is an essential part of the operation.

Diagnosis of Scarlet Fever.—G. A. Crowley {Duhl. Jour. Med.
Sci., April, 1908) has studied 1005 consecutive cases from the
stand-point of diagnosis. He says that during the first stage,

which ends with the disappearance of the rash, the chief signs are

headache, vomiting and sore throat at the outset with rapid pulse,

characteristic eruption and furred tongue. In the second stage,

from the time of disappearance of the eruption to that of desqua-
ma.tion, which sometimes occurs before the rash has faded, the

chief points to be looked for are : (i) The peeled condition of the

tongue, which has not yet had time to renew its epithelium. (2)

The appearance of the fauces which, if invasion has been at all

severe, will still show some degree of injection, (3) Roughness
and dryness of the skin, ^vhich is not infrequently of a dirty,

yellowish coor. (4) The presence of enlarged and injected

papillae on the legs, outer side of thighs and posterior surface of

arms. (5) The existence of enlarged and tender glands at the

angles of the jaw. In the third stage, peeling of the "pinhole"
type, so called because of the appearance of the skin which re-

sembles that of a piece of paper perforated by a pin from the op-

posite side, is such a constant phenomenon and so distinctive

that one is justified in ascribing to the toxin in scarlet fever a

special and selective action on the skin which, in addition to the

more general factor of hyperemia, determines this peculiar form
of desquamation. Further evidence to be sought for at this stage

in suspected cases is the presence of one or more of the com-
moner complications

—

e. g., otorrhea, simple albuminuria, cer-

vical adenitis or acute. nephritis. The writer advises a search for

evidences of desquamation, indicating scarlet fever whenever
called upon to treat one of these conditions. In septic scarlet

fever the serious symptoms are caused by a mixed infection with

staphylococcus pyogenes, etc., at the onset or later. In this

the rash is often hemorrhagic, the glands of the neck are much
swollen and tender and finally suppurate, the tongue and mouth
may be ulcerated, the throat greatly inflammed and ulcerated,

the temperature high and of septic type. Pyemia may follow.

In toxic scarlet fever the fatal issue is due to an overpowering

dose of the scarlet-fever toxin, and the symptoms from the out-

set are those of severe toxemia without secondary infection.

Mode and Duration of Contagion in Scarlatina.—Zilgien {Jour,

de Med. de Paris, May 16, 1908) advocates the view that scarla-

tina is not contagious by means of the cutaneous scales, but

by the expectoration from the throat during the period of
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angina. In cases in which there are adenoids, enlarged tonsils,

suppuration of the middle ear and such complications, he finds

that the contagion exists for a long time after the disease ap-

pears to be entirely well, while in other cases the contagion seems
to pass over w-ith the disappearance of the sore throat, in spite of

the occurrence of the profuse desquamation. The author be-

lieves that the streptococci are preserved in their virulence in the

diseased structures of the throat or middle ear long after con-

valescence is established. To substantiate these veiws he re-

lates the case of an adult who had a severe angina without any-

rash and had a relapse a week or more after quarantine was
raised at the disappearance of the sore throat. He did not com-
municate the disease to any one, in spite of the fact that he peeled

profusely for some weeks. In a school under the author's ob-

servation an epidemic occurred in which one girl seemed to be the

source of contagion to a number of others. No case appeared ex-

cept when the child had been in contact with this girl, and this

went on for two or more months. The author believes that the

necessary prophylactic measures involve careful disinfection of

the throat in all cases and of pencils and other materials that have
approached the patient's mouth, such as towels, handkerchiefs,

etc.

An Unusual Location of the Klebs-Loeffler Bacillus.—Fran-

cesco Cenci (Riv. di Clin. Ped., March, 1908) describes a case of

vulvitis in a child, which had proved obstinate for some time.

There appeared over the swollen vulva a membrane, the examina-
tion of cultures from which showed the presence of the Klebs-

Loefiler bacillus. There then appeared a diphtheritic infection

in the throat of the same child, which recovered under antitoxin.

The mother and a second child both suffered from diphtheria and
the child died.

Serotherapy in Diphtheritic Lesions of the Kidneys.—Alfredo

Villa (Riv. di Clin. Ped., March, 1908) advocates the use of anti-

toxin for the relief of the kidney symptoms following diphtheria,

notably albuminuria. He refers to the opposition that has been
shown by the profession on the ground that the serum has no
effect on the nervous or kidney manifestation of diphtheria. He
gives the histories of the cases of albuminuria treated by himself

with antitoxin with cure. The presence of albumin in the urine

is simply an expression of the severity of the intoxication. The
earlier the injections of antitoxin are given, the less are the

number of cases of albuminuria. The albuminuria in diphtheria

appears relatively early in the disease, the second to the eleventh

day, and is very rebellious to the different forms of treatment.

There are found lesions of the epithelium of- the tubes, especially

the convoluted tubes and ascending limb of Henle's loop. In

cases in which albumin appears in the urine, the author injects

from 1000 to 2000 units of antitoxin, according to the age of the

child, and repeats the injection the following day. He finds that

the treatment accelerates the disappearance of the albumin from
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the urine. It is most efficacious in those cases in which al-

buminuria persists late in the disease. In these the antitoxin is

all counteracted by the poison, and then a fresh explosion of the

disease may occur. Here the renewed injection of antitoxin

prevents the kidney lesions becoming permanent. It gives the

organs the opportunity to recover by removing the newly-
formed poisons, immunity against the toxins lasting only about
three weeks.

Nocturnal Enuresis.—In a paper on the etiology and treatment
of this condition, J. W. Russel {Hospital, May 9, 1908) mentions
a number of cases in which the incontinence was apparently con-

trolled by the administration of about two grains of oxide of

zinc at bedtime or twice or three times a day. While other

cases showed no improvement under this treatment, he considers it

worthy of trial, as other drugs have proven even less successful.

Family Epidemic of Rubeola.—-P. Aubert {Lyon Med., May i,

1908) records an epidemic of rubeola occurring in a family, the

branches of which were widely separated from one another. This

disease is somewhat rare in France. A single case infected five

others, two of which went to different localities in the city,while

three remained in the country. The two who went to the city

infected five others. There were ten cases in all, of whom four

were adults. The disease was characterized by a low fever, ab-

sence of nasal and ocular catarrh and cough, presence of slight

sore throat, and enlargement of the cervical glands. The pro-

dromal period was very short and the incubation from fifteen to

twenty days. The adults sulYered most severely, the children

being slightly affected. The eruption is difficult to differentiate

from that of measles. It is uniformly distributed, of a rose color,

in raised points that are not arranged in crescents and are sep-

arated by clear areas. The chief diagnostic points are slight

fever, short prodromal period and absence of catarrh.

Pathology of Tuberculosis in Children.—John McCrae {Arch.

Ped., April, 1908) says that it is probable that the average

human being can overcome an infection of bovine bacilli

more easily than that of human bacilli; nevertheless, it is certain

that a number of bovine infections occur. There is a type of in-

fection in children which we call "bovine," viz., a slowly-pro-

gressive tuberculosis, tending to much overgrowth and to dry

caseation which affects mainly lymph-nodes anywhere in the

body. To-day we can, at times, isolate from such foci bacilli that

have the distinctive cultural characteristics of the bovine form,

and the bovine grade of virulence toward animals of the labora-

tory. He does not feel prepared to accept that infections are

necessarily bovine, as has been suggested, because he feels sure

that the individual resistance is a greater factor than the bacterial

variation of virulence in producing those cases of apparently

atypical course. So, too, in cases of tuberculosis in children,

where the lymph-nodes seem to be the main seat of disease, we
malign the resisting powers of such a child, the concentration of
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disease in lymph, nodes may be but a mark of the tremendous
fight the lymphoid tissue is making, and perhaps the universally
tuberculous nodes are but another expression for a generalized
miliary tuberculosis, but one that has been countered bv a better
resistance on the part of the child. The widespread miliary con-
dition m.ay be long postponed by this same "tendency to enlarged
glands." The question remains obscure as to how the bacteria
actually pass the surface of the pharynx, bronchus or intestine.

Few believe that a lesion is necessary. Some bacteria may ad-
here to fat droplets and he engulfed by phagocytes ; small colonies
on the surface may exert an eroding action on the mucosa by
their toxins. Possibly the young mononuclears, so numerous
in childhood, may be more avid to take up tubercle bacilli than
are their successors.

The Tuberculin Reaction and its Diagnostic Value in : Infant
Tuberculosis.—Olimpio Cozzolind (Riv. di Clin. Ped., February,
1908) believes that he has established the value of the tuberculin
reaction obtained by injection of Koch's old tuberculin in in-

fants. He has injected forty-seven infants, with twenty-one
positive results, obtaining a febrile reaction which has varied
somewhat in severity and the kind of elevation of temperature
obtained. In most cases there was a quick rise and fall of tem-
perature, but in some the reaction was slower and more enduring.
No bad effects are to be expected if the proper precautions are
made use of. In suitable cases the reaction is to be preferred to
the less reliable ophthalmo-reaction of Calmette.

Channels of Communication of Tuberculosis.—S. Mc. C.
Hamill {Arch. Pcd., April, 1908) discusses a number of recent,
articles on this subject and concludes that it is impossible to gain
any knowledge as to the port of entry either from the location or
the degree of development of the tuberculous lesions. Fetal in-

fection is proven but not common .Infection through the mouth,
tonsils and pharynx is of frequent occurence and may be pro-
duced by inhalation or ingestion. Primary inhalation infection
through the lungs does occur, and infection through the intestinal

tract is definitely proven. The bronchial glands and lungs may
be infected through the intestinal tract as well as through the
lower respiratory tract. The relative significance of the various
modes of infection is very difficult to determine, on the basis of

our present knowledge, since it has been clearly shown that it

matters not from what point the tubercle bacillus is introduced,
it can eventually reach the bronchial glands and lungs without
leaving any evidence of its mode of entrance. It is probable,
however, on account of the greater exposure of these portions of

the body, that infection through the upper respiratory and ali-

mentary tracts is the most common, and next to this, for similar
reason, through the lower respiratory and intestinal tracts. As
to which of the latter two constitutes the more frequent channel,
it would seem that the nature of the exposure should prove a
determining factor. If infection occurs when the bacillus is in-
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troduced with the food or carried to the lips and mouth in kissing,

or by infected hands, nipples, toys, drinking cups, or the various
feeding utensils, it must almost certainly be by the alimentary
tract. If, on the other hand, the bacillus-laden dust or droplets

are inspired, they may be conveyed directly to the lungs and
there produce pulmonary and bronchial gland infections. In
infants and children, exposure to the former group of conditions
is much greater than in adult life, and since we must admit that
the greater portion of inhaled bacilli find lodgment in the upper
air passages, from which point they may be swallowed, and since

infection by the intestinal tract has been absolutely determined
in children, as well as experimentally in animals, we can safely

conclude that intestinal infection in early life is more common
than in later years and that infection by the intestinal tract is more
common in infants and children than infection through the lungs.

Inherited Syphilis a Factor in Etiology of Mental Defects.—
G. E. Shuttleworth {Brit. Jour. Child. Dis., April, 1908) quotes
the reports of 2380 cases in two asylums, in which the histories

were fairly well ascertained, and in which evidence of the existence

of syphilitic taint could not be ascertained in more than 1.7 per
cent, of the patients, and the figures of Tredgold concerning 150
juvenile " aments' ' in metropolitan as^dums, in which he was able

personally to investigate the famih^ histories, and found among
that number only 2.5 per cent, in which syphilitic taint was mani-
fested by characteristic signs, and 3 per cent, in which it was
possible on the ground of ascertained parental infection, though
the children themselves showed no specific physical stigmata.

He thinks, however, that inherited syphilis is a more frequent
factor in the production of mental defect and abnormality in

childhood that can be demonstrated from institution statistics

and agrees with Fournier that many cases of impaired mental
development, such as are met with in children relegated to

special schools, have their origin in an inherited syphilitic taint,

normal brain development having been interfered with by osteitis

causing cranial thickening, by meningeal indurations or by
localized cerebral sclerosis. To discover the existence of syphili-

tic taint a careful scrutiny, not only of parental history, but also

of brothers and sisters, may be necessary.

Juvenile Tabes Dorsalis—Ernest Jones (Brit. Jour. Child.

Dis., April, 1908) says the most probable features distinguishing

the symptoms of juvenile tabes from those of adult seem to be
the early and frequent appearance of urinary incontinence, of

headache and of amblyopia, the comparative rareness of girdle

pains and the late onset of ataxia which is usually little marked.
Of the chief features which distinguish juvenile tabes from other

affections that resemble it, especial stress is to be laid on the

Argyll-Robertson pupil, the loss of the Achilles jerk, followed by
that of the knee-jerk, primary optic atrophy of a characteristic

type, the typical lightning pains, and the presence of lymphocy-
tosis and excess of albumin in the cerebrospinal fluid.
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Sydney Stephenson {Lancet, May i6, 1908) contributes to the

literature of this subject the clinical reports of five cases. In his

opinion, the association in a syphilitic child of bilateral simple

optic atrophy, with loss of knee-jerks, points to a provisional

diagnosis of juvenile tabes dorsalis.

Congenital Syphilis in Infants.—George Carpenter {Brit. Jour.

Child. Dis., Feb., Mar., April, 1908) speaks of the lack of general

recognition of the fact that a child may present, instead of the

classical "snuffles" with anterior nasal discharge, a chronic

snuffles localized in the posterior part of the nasal cavities and
nasopharynx, the discharge passing unnoticed into the stomach.

The local treatment of chronic "snuffles' ' by nasal applications is

most necessary. Infants with blocked nostrils cannot take

sufficient nourishment or properly inflate their lungs, and the

dangers of sepsis from the nose and nasopharynx are by no means
to be ignored. The writer says that the common situation for

craniotabes is behind the parietal eminences, and in 95 per cent,

of the craniotabic cases the parietal bones are attacked. In 60

per cent, the parietal bones are solely involved, and in less than 3

per cent, the occipital bones. Other cranial bones are occasion-

ally involved, but he has never seen the frontal bone alone af-

fected. He has no confidence in the rachitic origin of craniotabes

and always suspects syphilis in such cases. He also considers

Parrot's nodes as a syphilitic manifestation and not one of rickets,

it being allied to the periostitis found in the long bones. He has

looked upon syphilis as a producer of rickets, but says he has no
sound clinical justification for doing so. During the "rickety

age," splenomegaly is common. The author doubts whether
such splenic enlargement is due to rickets. He holds that at this

period there are other agencies besides syphilis and rickets to ac-

count for splenic enlargements, of which we at present have no
knowledge. It is daily brought prominently to our notice that

the spleen is very sensitive and readily responds to a variety of

known infections; thus tuberculosis, typhoid, pneumonia, whoop-
ing-cough and so on will all bring about swelling of that organ,

and there must be other unknown infections with like spleen-

swelling propensities, if only for the reason that the known in-

fections are not sufficient to account for all the cases of spleno-

megaly that arise in infancy and early childhood. No harm can be
done, however, by regarding such splenic enlargements as

syphilitic. What has been said of the spleen in regard to con-

genital syphilis applies equally to the liver. Syphilitic nephritis

in infants is important, especially on account of its remote pos-

sibilities. It maybe either parenchymatous or interstitial. The
author speaks of syphilis as an explanation of some cases of fetal

cardiac disease. Some cases of infantilism he ascribes to double
syphilitic orchitis or in females to syphilitic atrophy of the ovaries.

Among the rather rare diseases of the nervous system in infants

due to syphilis, he mentions meningitis, yellow softening of the

brain, endarteritis, gummata of cranial nerves and hydrocephalus.



THE A.2d:ERIO^]Sr

JOURNAL OF OBSTETRICS

/f-^

AND

DISEASES OF WOMEN AND CHILDREN.

VOL. LVIII. AUGUST, 1908. NO. 2

ORIGINAL COMMUNICATIONS.

A GLA^XE OVER THE DEVELOPMENT OF THE TECHXIC
OF MODERN GYNECOLOGICAL OPERATIONS*.

BY

AUGUST MARIIX, M. D.,

Berlin, Germany.

The honor of being able to address this meeting I appreciate

the more as it has been my sincere desire since this society con-

ferred upon me its honorary membership in 1888. Some forty

years I have been in close contact with my American confreres;

at that time it was my good fortune to meet several of your

most prominent representatives, Marion Sims, Emmet and

Gaillard Thomas. Since those years many more distinguished

Americans have been added to this number. Twenty-one

years have elapsed since my visit at the meeting in Washington

and that I am with you again today means that my greatest wish

of the past years is to be fulfilled.

In this comparatively long period of time gynecology has ex-

perienced an unexpected and magnificent development. One
could well suppose, that along with the entire medical science,

gynecology, too, would be subject to fundamental change.

In view of this, we must gladly confess, that every day discloses

to us new and fascinating prospects. New perspectives loom

up. Participating in the work of research, we feel urged to

further collaboration ; it is a pleasure to live and stand in the

midst of this activity.

Nowhere does this fact become more evident than at our society

*Read at the 33d Annual Meeting of the American Gynecological Society May
26 to 28th, 1908.
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meetings, where, face to face, we give an account of our scientific

doings, and in the most ardent manner take up the results of

the research work of our collaborators. Such thoughts filled

me as I received your call to be present at this meeting. Your
programme includes a number of very interesting contributions

to the questions that are at the front today. I look forward with

enthusiasm toward our transactions and am counting upon

receiving much instruction.

In this connection, while glancing over the development made
along the line of work during the past five decades, I became
especially interested in finding out the various turns gynecological

treatment has taken. Fifty years ago, the work of the gynecolo-

gist was limited to medical and orthopedic applications to the

vulva and vagina and the collum uteri. One was more or less

timid about entering the cavity of the uterus. After Sir James
Simpson and E. Martin had made the discision of the narrowed

OS uteri, an essential step forward was noted, as well as in the

employment of the ecraseur of Chassaignac and the use of the

electric cautery. During this time also, especially after Atlee,

Peaslee, Spencer-Wells, Baker-Brown, Koeberle and Keith had

met with remarkably good results, abdominal neoplasms, being

more exactly recognized, were attacked by laparotomy with more

confidence. It was reserved for Marion Sims, however, as well

as for Gustav Simon and Hegar to lay bare the vault of the

vagina, and inaugurate the plastic work on the collum and the

vagina. Emmet's trachelorrhaphy and the successful fistula oper-

ations of Simon and Bozeman appeared as triumphs at this stage.

Intrauterine treatment was improved by the use of sponge tents

in dilating the cervix and thus opening up the cavit}' of the

uterus. In this way, after continuous efforts, the mucosa could

be reached, curetted and medical treatment applied.

The next step forward was in abdominal surgery. We not

only operated upon true neoplasms as did Koeberle and Keith,

Pean, Hegar and Karl Schroeder, but also upon inflammatory

masses. Lawson Tait, Hegar and I proved at that time the possi-

bility of achieving satisfactory results by abdominal operation

in cases of oophoritis and salpingitis. It was at that period we
learned to our great surprise that many of these supposed in-

flammatory masses were due to the ectopic location and growth

of a fertilized ovum.

In the meantime W. A. Freund had found a way, by means of

a combination of the abdominal and vaginal methods of operation
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to extirpate that most fatal malady, cancer of the uterus. It is

true that in the beginning the results of this method of operation

did not equal what was expected therefrom. Freund's opera-

tion, however, led the way ; later, first at the proposal of his former
pupil, Emil Ries, in the past ten years it has been enlarged so as

to include the pelvic tissues and retroperitoneal glands. This

procedure is considered today the typical carcinoma operation.

Freund's advance gave an impetus to extirpation of the car-

cinomatous uterus by means of the vaginal route. Czerny, Bill-

roth and Schroeder have lead us along this way. A mighty step

forward was taken. By means of the vaginal separation of the

uterus we have learned, in cases of non-malignant disease of the

uterus, not only to extirpate vaginally the adjacent organs, but

also in certain cases to preserve them after the diseased parts

have been removed ; atretic tubes are opened up, partly diseased

ovaries resected and the healthy remainder conserved. This

advance marked the beginning of conservative operations in

gynecology.

A further step was the treatment by operation of deviations

of the uterus which before that time had been given only ortho-

pedic attention. The ideas of Sanger and Olshausen opened up
a wide field of operative activity for uterofixation. It was only

when experience began to prove the late definitive results, that

the Alexander-Adams operation began to be much more widely

used, and pushed the ventral fixation into the background. The
rapidly increasing frequency of laparotomy for this purpose was
somewhat interfered with by Diihrssen and Mackenrodt, when
they showed at the beginning of the last decade of the nineteenth

century that there was a safe vaginal method of exploring the

true pelvis and all of its organs.

It almost seemed for some time that the abdominal operation

should be limited to large tumors in the peritoneal cavity. After

a few years a reaction set in, especially as far as extrauterine

pregnancy was concerned, and then as regards the inflammatory

diseases of the adnexa. This occurred in spite of the advantage

gained by the median vulvo-vaginal incision of Diihrssen, and

especially of the lateral incision of Schuchardt, the cicatrization

of the latter showing better results than the former. Both of

these incisions give a satisfactory exposure of the vaginal pouch

and a free route to the pelvic organs.

It is, no doubt, evident that in the course of the present cen-

tury the enthusiasm for vaginal operation has subsided, so that
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today, even such confident advocates as Mackenrodt have with-

drawn from it and use the abdominal method in the majority of

cases. This glance shows that the operative technic has under-

gone a peculiar undulation. After a short period during which

the vaginal operation was highly favored, laparotomy came into

use until further improvements were made along the line of the

vaginal technic. Again laparotomy took the lead, and by its

victorious advance, the vaginal operation is placed on a most

modest basis today.

We ask, in view of this, what have been the conditions allowing

gynecological operations to develop to such a degree? The way
was prepared by getting a closer insight into pathological anatomy.

This gave a basis for improving the diagnosis. B. S. Schultze,

the Xestor of German gynecologists, did much toward its develop-

ment, and secured for himself a meritorious place along this line

of work. We have learned to differentiate the process before a

tumor distends the abdominal wall, and before the entire true

pelvis is blocked by the diseased organs. Following the counsel

of Karl Ruge, we obtain pieces of the mucosa of the uterus and

build up a diagnosis from its microscopic examinations. In

addition, today biological-chemical methods assist us, so that

by culture and inoculation, by blood-investigation, by a study

of the secretions and excretions, we are able to get far into the

field of diagnosis. We dare not forget, however, that there is

yet wide extension necessary in the methods of investigation.

It is in this very field that there is much work yet called for.

On the other hand, many a question is open ; for example, how far

are genital disorders responsible for those of the urinary

system and the appendix, how far may the views of Hegar and

Freund, as to the significance of infantilism, about which until

today we know so very little, be correct.

We must thankfully acknowledge that our activities would

never have reached such extension if antisepsis had not been

replaced by asepsis. You all have witnessed this development;

we all so thoroughly agree in honoring Holmes and Semmelweiss,

Pasteur, Koch and Lister, that one needs only to mention their

names. The result of their labors is seen everywhere, and its

benefits extend to all departments of medicine. We, as gynecol-

ogists, it must be acknowledged, in our efforts have done a good

deal toward aiding the work along this line. In the course of the

development of our operative technic, we are beginning to see a

rich harvest before us. Sufficient up-to-date material is now at

I
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hand to study not only the primary results of our operations in

large statistical collections, but to state also whether the results

be permanent or not. We cannot deny that this testing of results

brings us many disappointments. In this way many defects

and false conclusions have been pointed out to us, which seriously

invite criticism of our own work and prove it with renewed

energy.

If in such a critical manner we examine our operative technic

of today, laparotomy claims the preference over the vaginal

method, on account of its bringing before us with greater clear-

ness the pathological conditions of the whole peritoneal cavity.

That is certainly to be admitted, even though the vaginal method

as it appears in its development today, and as far as localized

processes go, leaves nothing to be desired in the way of a wide

opening in the pelvic floor to the space below the pelvic brim.

Until not long ago the most powerful claim against an abdomi-

nal operation was raised on account of the great danger to life con-

nected with it as shown by statistics and also on account of the

number of complications following it.

It is without further discussion to be admitted that in reference

to the first of these disadvantages, namely, the high mortality,

essential advance has been made. When we compare our aseptic

measures of today with those previously used, we will at once

notice the vigorous stand assumed today toward septic infection.

The danger of sepsis in laparotomy increased in proportion to the

amount of exposure of the peritoneum to pathogenic organisms

:

it is being universally attempted to shorten the operation as

much as possible. At the same time, the injurious effects of

narcosis are considerably lessened, and care in upholding the

resisting power of the patient shows decided and evident results.

Furthermore, the safe healing of the incision is insured. The

incision, as practised by Pfannenstiel indubitably protects re-

markably against stretching of the incision.

This we freely admit. Experience has taught us, however,

that these scars are not absolutely guarded against serious

stretching. Even with perfect asepsis and primary healing of

the incision, the physiological processes (pregnancy, climacterium)

which belong to the physiology of the female body render these

scars objects of tension. If on account of some accident or some

unknown reason, the healing is not effected per primam, the ques-

tion of cicatricial extension looms up in a more alarming manner.

While it is true that the master operators have long series of per-
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feet healings, even they cannot feel certain that there may not

be some infection of the abdominal incision, and this danger

increases if the operation is upon inflammatory structures. This

is present in all those cases where drainage of the field of opera-

tion is called for. In addition, another complication is to be con-

sidered as a most serious one, endangering the late results even

after ideal primary healing of the incision and after a perfect

primary convalescence. I refer to the terrifying frequency of

adhesions of the intestines and of the omentum to the abdominal

incision as well as to the stump from which the tumor has been

removed. These adhesions and the significance of their conse-

quences have been demonstrated to us by the observation of our

patients for many years. No modification in our methods is at

hand to cause them to disappear with certainty; neither the care-

ful handling of the peritoneum during the operation, nor the so-

called " peritonealizing " of defects, nor the attempts of influenc-

ing the peritoneal layers by bringing oily substances or salt

solution in contact with them, nor the early action of the motus

peristalticus counteract these complications to any satisfactory

extent. They will be a constant source of danger in a laparotomy,

at all events more so than in a vaginal operation. Of course,

the pelvic organs are not in any way insured against the forma-

tion of similar adhesions, but if I may speak from my own
experience, they occur hereby very much less frequently.

The formation of a scar in the pelvis follows with such regular-

ity, that an exception becomes very marked. Continuous ulcera-

tion of such an incision is extremely seldom, even when it is

necessary to drain an infected region. Late complications, such

as hernia, are extremely rare. Also in the vaginal operations,

beyond question, at times, pathological organisms ooze over the

field of the incision ; as a rule, however, encapsulation rapidly

sets in, and the drainage through the vagina is sufficient and
effectual.

Certainly vaginal operations require a special training; I

might say, a more minute operative experience. It is not always

so easy to expose the vault of the vagina and to force our way
to the peritoneum in order to view the pelvic organs. The ad-

vantages gained, however, are a sufficient return for the pains

taken, even more when we consider that after a vaginal operation

the patients quickly get on their feet again, quite as soon as after

a normal birth ; earlier than after the most simple and bloodless

and aseptic laparotomy.
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That the modern method of narcotizing does not necessitate

a difference between the two methods need be only mentioned
here, so that the convalescence from none of these operations

demands a long dorsal posture. The sooner the patients move
about and then leave the bed, the more certainly are avoided the

dangers of a long dorsal posture upon heart and intestines.

That the vaginal method can come in consideration only for

a limited field of gynecological affections is to be acknowledged

;

but no one is entitled to say that tumors of the uterus and ovaries

should be approached only by the vaginal method as long as

they are situated in the true pelvis. I do not know of such a

limitation. The boundary does not depend upon whether the

tumor lies in the pelvis or not ; it depends upon its movability.

Even very small tumors which are firmly adherent should not be

attacked by the vaginal route. On the other hand, much more
voluminous masses can be operated upon vaginally if their perit-

oneal surface is not adherent to neighbouring organs, as their

size can be diminished either by morcellation or puncture. In

some cases, indeed, according to von Ott's method, these adhesions

can be readily exposed to view so that they can be separated ; as

a rule, I consider such adhesions as a counter-indication. To be

sure, even very firm adhesions may escape our diagnosis before

the operation ; nevertheless, a careful taking of the previous

anamnesis often points to a previous peritonitis. We learn by
riper experience to find these adhesions as well by touch as by
their sensitiveness. And if in a vaginal operation we do unex-

pectedly meet with such adhesions, what hinders us from dis-

continuing it and ending with an abdominal section? Only now
and then have I been compelled to do this; there was no injury

to the patient from such a procedure.

Treating the deviations of the uterus by vaginal operation has

resulted in serious disorders in pregnancy and parturition. When
the fixation is made in the lowest part of the corpus, this fully

develops when pregnant and acts normally in parturition as a

large number of instances have proved.

No plan for restoring the normal seems to be free of failure,

but none gives a smaller cicatrix from which disorders may
result. The vaginal route seems to come today more in favor as

following the advice of Kiefer, Gebhard and many others; the

shortening of the round ligaments can be performed with com-

plete safety through a vaginal incision.

An important advantage of vaginal operation is given by the
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frequency of coexisting diseases of the uterus, of the adnexa and

peritoneum and of the vagina and the perineum. This fact has

gained remarkable significance, since not only the uterine dis-

placements, but also the inflammatory diseases of the tubes and

ovaries, and especially the ectopic insertion of the ovum do give

us an indication for operation, I might say almost daily.

This consideration seems particularly indicated for the treat-

ment of retroflexion, combined as it is in the majority of instances

with procidentia of the vagina, cystocele and rectocele, and the

loss of the perineum.

The procedures advocated by Freund, Wertheim, Schauta

and others for extreme prolapse of all the pelvic organs, and

especially to support a prolapsed bladder by means of the uterus

turned upside down and placed under the bladder, furnish a wide

and significant increase to the existing indications for vaginal

operations.

Our views as to the treatment of the inflammatory condition

of the tubes and ovaries have been thoroughly changed within the

last few years, since better knowledge of their etiology and signif-

cance has been obtained. Much more frequently than was

formerly acknowledged, gonococcus infection involves the tubes

and peritoneum. Under proper treatment, healing commonly
takes place and so complete may this be that full functional

activity is regained. We have likewise a better knowledge of

the conditions underlying septic infections and tuberculosis.

Only a minority of these cases offers an indicatio vitalis. Very

frequently we find healed processes of this kind a long time after

the first stages of the disease have passed, when a recent disease

is met with or some recurrence of the old one requires operation.

In such cases we find dried up pus, which proves to be sterile.

Thickenings and adhesion indicate beyond question what serious

processes have gone on sometimes many years before. In the

meantime patients have enjoyed apparently perfect health.

Such cases, aggravated even by repeated serious recrudescences,

heal undoubtedly very frequently and completely without opera-

tion. Such observations compel us to consider most earnestly

as to whether it is right to remove these inflamed organs as long

as there is no immediate danger of life. In fact, very frequently

patients recover without operation in spite of gonorrhea, tuber-

culosis, puerperal fever or septic infections from plastic operations.

Whether it is more advisable to operate during the acute fever-

ish attack "k chaud," abdominally or vaginally is a question
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that has been much discussed. In recent years I prefer the vag-

inal method for operating on such fresh inflammatory cases of

salpingitis, oophoritis as well as para- and perimetritis. I open

by vaginal incision in order to drain through the vaginal vault,

reserving laparotomy for general peritonitis. Such patients not

only recover so far as relief of symptoms is concerned, but I

have in a number of instances observed subsequent pregnancies

and perfectly normal puerperia. The larger number of these

cases come to observation in the stages between the acute attacks.

In such we decide upon operation when general and medical

treatment directed toward resorption have failed. Less vol-

uminous masses without very dense adhesions can be readily

removed by the vaginal route. Large masses and those in which

the question of adhesions cannot be definitly settled by exam-

ination before operation, are to be removed by the abdominal

route.

Varying indications are met with in the course of develop-

ment of tubal pregnancy. Cases in the advanced stage, when

the pregnancy has extended over a period of about three months,

should be treated abdominally. In earlier stages, unruptured

extrauterine pregnancies can be safely attacked vaginally. It

is disputed as to which course to pursue when rupture has oc-

curred. Here we must determine whether a hematosalpinx

(sactosalpinx haemoorhagica) has formed or a hematocele.

I have safely operated upon the former by the vaginal

method when the tumor was larger than a fist and in cases

of the latter also when the blood appeared to be encapsu-

lated. The control of the hemorrhage, the removal of coagula

and sac can be performed bv the vaginal method with com-

plete safety. Basing all operation upon the principle of re-

moving only parts which are proved to be irrecoverably diseased,

in some cases of hematosalpinx the tube can be emptied by longit-

udinal incision and this incision can then be closed. I concede,

however, that under unfavorable circumstances, as lack of suffi-

cient operative routine, and where assistance is unsatisfactory

in the house of the patient, laparotomy allows us to care for the

bleeding tube rather easier and quicker; and this is to be our first

consideration when hemorrhage threatens the life of the patient.

Recently, Schauta has given a wider perspective by operating

upon cancer of the neck of the uterus by means of a very extensive

vaginal operation. He reports splendid primary and permanent

results, based on a large material. The extirpation of the para-
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metrical connective tissue can be safely accomplished in this way.

Schauta does not attempt to remove the retroperitoneal glands.

It is true that by doing so he diverges from the present-day view

of surgeons—removing any gland within reach in cancerous

outgrowth. Schauta depends upon the fact that enlarged retro-

peritoneal glands excised in cancer cases have proved only in a

minority of instances to be cancerous.

I have attempted to give a fair view of the abdominal and the

vaginal route. I fully appreciate the difficult position of the

latter; its dominion is limited. It requires a special routine in

diagnosis and a particular training for operation. I perfectly

know that in this country quite exceptional attention is paid to

the appendix, which you remove far more frequently than we do.

I hope that you wdll consider these remarks based upon

intimate consideration of the subject. In case you resolve

to give to vaginal work once more a fair chance, I dare hope that,

meeting some years later, many of you will agree wdth me in

valuing it higher than is usual today.

IS PUBIOTOMY A JUSTIFIABLE OPERATION?*
AN AFFIRMATIVE ANSWER BASED UPON A PERSONAL EXPERI-

ENCE IN THIRTEEN CASES.

BY

J. WHITRIDGE WILLIAMS, M. D.,

Professor of Obstetrics, Johns Hopkins University, Obstetrician-in-Chief

,

Johns Hopkins Hospital.

At our last meeting, Fry read a paper entitled "Pubiotomy
in America," which was based upon twenty cases, including seven

performed by me, and concluded that the operation had only a

limited sphere of usefulness and should be employed only when
Cesarean section was contraindicated—after failure to deliver

with high forceps or in an exhausted or infected patient. Like-

wise, Berny, after critically studying the twelve cases which had

been reported in France up to the end of 1906, held that pubi-

otomy possessed but few advantages over symphyseotomy, and

that time only could show what its future may be. On the other

hand, the subject was the main theme considered at the German
Gynecological Congress in 1907 and gave rise to a most extended

and interesting discussion, the general consensus of opinion

being that it was a most valuable operation and one destined

* Read before The .\mer'can Gynecological Society, May, 190S.
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to revolutionize the conservative treatment of labor complicated

by coatracted pelvis.

Since February 13, 1906, thirteen pubiotomies have been

performed in my service, and I report my experience in the hope

that it may aid some of us in determining whether the procedure

is a justifiable one. I shall therefore discuss, in the order given,

my own results, the technic of the operation, its various compli-

cations and finally its indications.

My Results.—Upon analyzing the cases, nine of which were

operated upon by me and four by my assistants, it is found that

there were no maternal and three fetal deaths, although, as will

be shown later, only one could fairly be attributed to the opera-

tion. (For full details the reader is referred to the list of cases

at the end of the article.)

The following varieties of deformity were encountered

:

six generally contracted rhachitic, two flat rhachitic, two gener-

ally contracted and three funnel-shaped pelves. In the first

ten pelves the conjugata vera varied from somewhat less than

7 to 8.5 cm., while in the three funnel pelves the transverse

diameter of the outlet measured 7 cm. It should be noted that

in the case histories I have given only the length of the diagonal

conjugate, from which the true conjugate may be estimated by

deducting i^ or 2 cm.

With the exception of Cases \'ll and IX, the operation was

not undertaken until after the patient had been in the second

stage of labor for from two to ten hours, and then only when ad-

vance of the presenting part failed to occur in spite of strong ex-

pulsive pains. In every case the vulva was dilated manually

before beginning the operation, and the saw placed in

position by Doederlein's technic, except in Case I, in which

Gigli's open method was employed. As the operation was not

undertaken prophylactically, but only after it had become

apparent that spontaneous labor could not occur, delivery was

effected immediately after severing the pubic bone, forceps being

employed in ten, and breech extraction in three instances.

In most cases there was a moderate amount of hemorrhage

following section of the bone; but in Case Y, which was associated

with a deep communicating vaginal tear, it was quite profuse, and

vigorous treatment was required to overcome the resulting shock.

Injury to the soft parts occurred less frequently and was less

extensive than many of the reports would lead one to expect,

notwithstanding the fact that nine of the thirteen patients were
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primiparae. Fortunately Case V was the only one in which the

vagina was injured, but in this instance a deep tear, extending up

the left side from the outlet nearly to the cervix, communicated

directly with the pubiotomy wound. This occurred during the

extraction, through an 8 cm. generally contracted rhachitic

pelvis, of a 4050-gram child, which presented by the breech.

In cases XII and XIII slight tears occurred in the vestibule, but

did not involve either the vaginal outlet or the urethra.

Considering the fact that nine of the patients were primiparse,

perineal tears occurred but rarely, being noted in only three

instances. In Cases III and VIII they were of the first degree,

and required respectively but one and two sutures for their repair.

In Case V, to which reference has already been made, the deep

communicating vaginal tear was associated with a perineal lacera-

tion of the second degree. This, however, could scarcely be

attributed to the operation, as it followed the breech extraction

of a large child and might readily have occurred with a normal

pelvis.

The bladder escaped injury in all cases, and at no time was

the urine stained wath blood. Catheterization was required for

some days in cases V, VIII and XII, while in cases XI and XIII

it was necessary upon one or two occasions during the day of

ddivery.

Following the birth of the placenta, wounds of the vagina

or perineum were repaired when present and all healed satisfac-

torily. After closing the upper pubiotomy incision with inter-

rupted catgut sutures and generally introducing a small drain of

iodoform gauze through the labial opening, a broad band of

adhesive plaster was passed around the patient's hips and served

to immobilize the pelvis to some extent. Upon returning the

patient to bed,she\vas placed upon a Bradford frame in order

to facilitate handling, particularly during urination and defeca-

tion. The frame was uncovered for twelve or fifteen inches,

corresponding to the situation of the buttocks, so that upon ele-

vating its lower end the genitalia became readily accessible for

cleansing without seriously disturbing the patient. Except in

the first few cases, no attempt was made to immobilize the patient

who was encouraged to move upon the frame as soon as she felt

so inclined, and accordingly she usually began to lie upon her side

within a few days after the operation.

It must be admitted that the course of the puerperium was

not as smooth as might be desired, as in onlv six cases did the
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temperature remain below loo^, while in the other seven it

varied between that point and 102^. None of the patients

presented signs of serious infection, although Cases IV and A^

were quite sick, the former presenting considerable abdominal

distention for several days, which disappeared as soon as the

bowels moved satisfactorily, while the latter was the patient with

the deep communicating vaginal tear.

On the other hand, most of the patients complained compara-

tively little and were far less troublesome to care for than the

reports of several American writers would indicate. Thus

my head nurse, who is a very intelligent observer, tells me that

the after-care in such cases is somewhat more troublesome than

with Cesarean section, but that the patients give rise to far less

anxiety.

As soon as the woman has overcome the entirely natural feel-

ing that she may burst open upon the slightest exertion, she will

allow herself to be turned upon her side, and within a few days

will move freely on the Bradford frame. Thus one patient in

the absence of the nurse got out of bed on the fourth day without

injury to herself. Ordinarily, somewhere about the tenth or

twelfth day the patients ask to be allowed to sit up, and a few

days later are ready to leave their bed. With the exception

of Case I, who was kept in bed for twenty-nine days as a matter

of precaution, the other w^omen were allowed to get up at periods

varying betw^een the sixteenth and twenty-third days. They

began to walk almost immediately and were discharged in good

condition between the twenty-fifth and thirty-seventh days; it

being found on an average that they got up on the twentieth

and left the hospital on the thirtieth day.

At the time of discharge, locomotion was very satisfactory,

although several patients suffered from a slight limp, which

soon disappeared. Ten of the women were seen later and

reported that they were perfectly well in every respect and were

able to work as hard as before the operation.

The findings at the site of the bone wound were most surpris-

ing. In somewhat more than one-half of the cases more or less

callus was felt upon the anterior surface of the pubic bone, while

in the others no trace of it could be found. On the other hand,

the posterior surface was invariably smooth and no trace of the

section could be discovered upon vaginal examination, except oc-

casionally for a slight notch upon the upper and lower margins of

the bone corresponding to the ends of the incision. That heal-
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ing did not occur by bony union was shown by the fact that in

four cases the cut ends of the bone could be felt to move upon one

another when passive movements w^ere imparted to the thighs.

Except in Case I, no injury was done to the sacro-iliac joints, but

in that instance a somewhat prominent and sensitive swelling

was felt in front of each joint at the time of discharge, so that

the promontory of the sacrum appeared to lie in a depression.

This caused the patient no inconvenience and had disappeared

when she was examined one month later.

In view of the bearing upon the possibility of the occurrence

of spontaneous labors in the future, it was attempted to deter-

mine in each case whether any enlargement of the pelvis had

followed the operation. Careful pelvimetry at the time of dis-

charge failed to reveal any change except in Case II, in which the

distance between the tubera ischii of a funnel-shaped pelvis had

become increased from 7 to 8 cm.

In addition to the elevated temperature and the general dis-

comfort which characterized the first days of the puerperium,

several patients suffered from other complications. Thus there

was more or less edema of the vulva on the side of the operation

in all cases, w^hile in three it was so pronounced as to cause dis-

comfort. In Cases I and IV, a hematoma, the size of a hen's

egg developed in labium majus, but did no particular harm,

although in one instance it led to an induration which had not

disappeared at the time of discharge. In Case VII, three days

after getting up, a slight phlebitis developed in the left leg,

but did not materially interfere with convalescence, as the patient

was discharged on the thirty-seventh day with satisfactory

locomotion. In another patient, Case X, the rise of tempera-

ture to 101.6 was probably due to a stitch infection at the upper

pubiotomy wound, which healed by granulation. As has

already been stated, there was no injury to the bladder, and

prolonged catheterization was necessary in but three cases.

At a first glance it might seem that the loss of three children

(Cases V, IX and X) indicates that the fetal mortality was
excessive, but when the histories are considered in detail it

appears questionable whether any part of it can be fairly attri-

buted to the operation. Thus, in Case V, a large child, 57 cm.

long and weighing 4050 grams, was born asphyxiated after

an easy and rapid breech extraction. Dr. Goldsborough, who
performed the operation, is inclined to attribute its death partly

to the fact that the patient took the anesthesia very badly and
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partly that stress of circumstances made it necessary to intrust

the attempts at resuscitation to a student instead of one

of the regular assistants. In Case IX, the child was readily

delivered after manual dilatation of the cervix in a prolonged dry

labor, interference being indicated by beginning fever on the

part of the mother. The head was markedly moulded but

presented no signs of injury, and had pubiotomy not been per-

formed, it would have been permissible to attribute the death

to prolonged pressure upon the head. Likewise in Case X, the

fatal issue was probably due to the prolonged labor , which lasted

sixty-one hours with a second stage of ten hours. In this in-

stance delivery was readily effected and the head presented no

signs of injury.

Three of the patients have become pregnant since the operation,

and one (Case IV) was delivered spontaneously at her own home
of a seven-pound child, with a biparietai diameter of 8.5 cm.

As the conjugata versa measured 7 cm., it is doubtful whether

the favorable outcome was due to a readily malleable head or to

some permanent enlargement of the pelvis.

Another patient (Case II) has become pregnant twice. The

first pregnancy ended July, 1907, in spontaneous premature

labor at the seventh month. The second is still in progress and

two months from term; while the third patient (Case VII)

is at present three months pregnant.

Technic.—Thus far four methods have been described for

performing the operation, namely, the open method of Gigli

and Van de Velde, the partly subcutaneous method of Doder-

lein, the subcutaneous method of Bumm and the subcutaneous

symphyseotomy described by Zweifel.

The open method, in which the anterior surface of the bone

is exposed by an oblique or vertical incision, appears to present

but a single advantage over symphyseotomy, in that by making

the bone section somewhat eccentrically, the attachments of

the bladder and urethra are less exposed to the possibility of in-

jury. In a series of seventy-seven open pubiotomies collected

by Doderlein in 1907, the maternal mortality W'as 10.4 per cent.,

which is quite as high as that following symphyseotomy and

in marked contrast with the low mortality of subcutaneous pubi-

otomy. Accordingly, this method of operating has been aban-

doned in favor of the several subcutaneous varieties, over which

itpossesses the single advantage of affording direct access to the

bleeding vessels in the rare cases of excessive hemorrhage.
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In Doderlein's method, before passing the curved needle

beneath the bone and through the labium majus, the soft

parts are separated from the posterior surface of the pubic bone

by a finger introduced through a small incision parallel to the

upper margin of the pubic arch and median to the pubic spine.

In this way the bladder is protected from all injury during the

application of the saw, while the small upper incision scarcely

takes away from its subcutaneous character. I have employed

this method in all but my first case, and have been so well

pleased with it that I have not felt tempted to experiment with

the purely subcutaneous technic.

In the latter operation, which was employed almost simulta-

neously in the clinics of Bumm and Leopold and described in the

articles of Stoeckel and Kannegiesser, no skin incision is made,

but a large sharp-pointed needle is introduced through the outer

portion of the labium majus and, under the guidance of a finger in

the vagina, is passed along the posterior surface of the pubic

bone until its upper margin is reached, when by simply depressing

the handle its point is made to emerge just median to the pubic

spine. The Gigli saw is placed in position by withdrawing the

needle, after which the bone is severed entirely subcutaneously.

It is apparent that this method is extremely simple and re-

duces the possibility of infection to a minimum. At the same

time, it is always associated with some danger of perforating the

bladder by the sharp point of the needle, which cannot be

entirely avoided by any of the devices which will be considered

in the section upon the complications of the operation. For

this reason, I have continued to employ Doderlein's technic, and

the majority of speakers at the German Gynecological Congress

in 1907 also advocated its use upon the same grounds.

Zweifel, in 1907, reported twelve cases in w^hich he performed

subcutaneous symphyseotomy by cutting through the cartilage

with a Gigli saw, which had been placed in position by means of

a Doderlein needle introduced through a small vertical incision

in the mid-line of the abdomen just above the symphysis. He
obtained excellent results in all of his cases, and contends that

the operation is superior to pubiotomy in that it facilitates fib-

rous union between the cut ends of the cartilage and thereby

increases the probability of a permanent enlargement of the

pelvis and the occurrence of spontaneous labor in future preg-

nancies.

This operation is undoubtedly greatly superior to the typical
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open symphyseotomy, as is readily appreciated upon comparing

its results with those described by Thies following fifty-three

symphyseotomies performed in the same clinic, with a consider-

able maternal mortality, prolonged convalescence and fre-

quently impaired locomotion. At the same time it is doubtful

whether it presents any advantages over pubiotomy by Doder-

lein's method, as it would seem more likely to be complicated

by injuries to the bladder and urethra. Judgment, however,

should be deferred until a greater number of cases become

available for comparison.

Whatever the technic employed, most of the German authori-

ties, particularly Zweifel, Doderlein and Bumm, strongly advise

against immediate delivery of the child on account of the sup-

posed increase in the danger of deep vaginal and perineal tears.

They advocate placing the patient in bed as soon as the bone

has been severed, after closing the upper wound with sutures

if Doderlein 's method has been employed, and allowing the

labor to proceed spontaneously, and interfere only upon the

appearance of signs of danger to the mother or child.

On the other hand, all of my patients were delivered imme-

diately with very satisfactory results, and I am inclined to attri-

bute the relative infrequency of deep vaginal and perineal tears

to the fact that the vaginal outlet was widely dilated manually

before beginning the operation, as w^ill be described more fully

in the following section. It must be admitted that prompt

delivery is the ideal procedure, provided it can be safely effected.

In this event the patient can be subjected to the test of labor and

pubiotomy performed only when nature has shown herself

unable to overcome the resistance after some hours of strong

second-stage pains. Moreover, if the operation is undertaken

sufficiently early to make it justifiable to wait for spontaneous

delivery, it is apparent that one will be in danger of cutting

through the pubic bone in cases w^hich would have terminated

spontaneously had the operation been deferred until urgently

demanded. For this reason I am opposed to the frequent em-

ployment of the so-called prophylactic pubiotomy, although I

am prepared to admit that it may occasionally be indicated in

cases of prolonged dry labor, as in Cases VII and IX, in which

complete dilatation of the cervix fails to occur for the reason

that it is not exposed to the pressure of the presenting part,

which still remains arrested at the superior strait.

One of the great advantages of subcutaneous pubiotomy over

2
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the open method of symphyseotomy, lies in the difference in the

extent of gaping which occurs between the ends of the bone fol-

lowing its section. In the former the primary separation rarely

exceeds i or 2 cm., while in the latter the cut ends immediately

gape so widely as to expose the sacro-iliac joints to danger of

rupture unless the tendency to separation is counteracted by
having the legs of the patient properly held by assistants.

This is due to the fact that in pubiotomy the ends of the bone are

held together by the overlying tissues and by the attachments of

the larger muscles of the thigh. Consequently, greater gaping

does not occur until the head presses into the pelvis, when the

ends of the bone separate from 3 to 5 or 6 cm. , corresponding to the

degree of disproportion. According to Sellheim, the enlargement

of the pelvis is identical in both operations, but it is necessary

to employ three times as much force to bring about the same

degree of separation in pubiotomy as in symphyseotomy. For

this reason, the extent of gaping is proportionate to the resistance

to be overcome, and consequently injuries to the sacro-iliac joints,

with subsequent impaired locomotion, occur far less frequently

than after symphyseotomy.

The care of the patient during the puerperium, and more

particularly the decision as to whether it is necessary to attempt

to immobilize the pelvis, will depend almost entirely upon the man-

ner in which the healing .of the bone wound is effected. Gigli,

in his first communication upon the subject, believed that firm

bony union occurred, and one of the arguments which he ad-

vanced in favor of pubiotomy was that healing %vould take place

more readily and with less danger of infection in the bone than

in a cartilage wound.

More extended experience, however, has shown that his be-

lief is erroneous and that in many cases, at least, true bony imion

does not occur, the ends of the bone becoming united by dense

fibrous tissue, which may be more or less infiltrated by calcareous

material. Thus, in a considerable proportion of cases, it is

found on examination at the time of discharge that a consider-

able degree of motility exists at the site of section, as can be

demonstrated by passive movement of the thighs or by having

the patient take a few steps during vaginal examination. This

may be the case in spite of the development of a layer of callus of

varying thickness upon the anterior surface of the wound, and

occasionally even though ,r-ray photographs appear to indicate

that firm bonv union had occurred. Moreover, in several in-
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Stances in which the operation has been performed a second time

upon the same patient, the ends of the bone w^ere found to be

some distance apart and united by fibrous tissue. Similar con-

ditions were likewise noted by Oberndorfer, Cristofoletti and

others at autopsies upon women dying a year or more after the

operation. As it has been shown that such a lack of ossification

has no effect upon locomotion, it is apparent that the abnormali-

ties in that regard, which sometimes follow symphyseotomy,

could not be attributed to defective union, but were probably

due to injuries sustained by the sacro-iliac joints.

As soon as it became recognized that lack of bony union did not

interfere with locomotion or with the comfort of the patient,

fibrous union came to be regarded as advantageous, rather than

otherwise ; and accordingly, many patients have been so treated

as to encourage its formation in the hope that the fibrous tissue

may become so softened and lengthened in subsequent pregnan-

cies as to bring about considerable enlargement of the pelvis and

thereby permit spontaneous labor. For this reason, most

German authorities do not attempt to immobilize the pelvis,

but encourage the patient to move about in bed as soon as she

feels so inclined. Consequently, it is not necessary to employ

a specially-constructed bed or hammock or to place the patient

between sand-bags or to adopt any other expedient tending to

hold the ends of the bone in apposition.

Thus far I have employed a twelve-inch adhesive-plaster

bandage in all of my cases; but in view of the fact that others

obtain ec{ually favorable results without it, I shall discontinue

its use in the future. As has already been indicated, we have

found that the use of the Bradford frame greatly facilitates

caring for the patient. It is not employed with any idea of

immobilizing the pelvis, but simply to afford a convenient

method of handling her.

From time to time modifications in the operative technic

have been suggested in the hope that permanent enlargement of

the pelvis might be secured and thus avoid the necessity for

repeated pubiotomy in future pregnancies. For example,

Crede has proposed an osteoplastic operation and Truzzi the

interposition of a piece of calcined or decalcified bone, with the

idea that after bony union had occurred the pelvis might remain

permanently larger. Schickele, on the other hand, devised a

step-like incision of the bone, which he thought would insure the

formation of extensive fibrous union. It is as vet too earlv

I
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to judge of the value of such suggestions, but it nevertheless ap-

pears safe so predict that no modifications will receive general

acceptance which require extensive manipulation and the

abandoning of the subcutaneous principle of operating.

Complications Occurring During the Operation or Puerperium.

Hemorrhage.—^When one considers that the crus of the clitoris

is either severed when the pubic bone is divided, or is torn

through when the ends of the bone gape during the extraction

of the child, a certain amount of hemorrhage must inevi-

tably accompany every pubiotomy. Usually it is slight

in amount and ceases spontaneously, as the lacerated

vessels tend to bleed but little, while in other cases it promptly

yields to compression. Thus, in only one of my series was it suffi-

ciently abundant to cause alarm, and that was in the case asso-

ciated with a deep communicating vaginal tear. Tandler sug-

gested that the crus clitoridis be isolated and divided between

sutures before severing the bone, but experience has shown that

it is unnecessary, especially as it necessitates a large open wound

;

moreover, in the rare instances in which profuse hemorrhage

follows this injury, it can readily be controlled by applying a few

deep stitches through the tissues adjacent to the pubic arch.

In rare instances, however, profuse and even alarming hemor-

rhage may occur. In such cases it is usually due to injuries to

the vesical plexus or to cutting through an aberrant branch of

the internal pudic artery. If due to the former, it can usually

be checked by compression applied both externally and through

the vagina; but if due to the latter, the entire wound must be

laid widely open and the cut ends of the artery seized and ligated.

As far as I am aware, Rosthorn has reported the only case of

fatal hemorrhage following the operation and which could not

be checked by any resource at his command. I am inclined to

believe that most of the serious hemorrhages which occur during

the operation are due to deep communicating vaginal tears rather

than to either of the factors just mentioned, and will therefore

occur less and less frequently as we learn to prevent the occur-

rence of such injurieg.

Injuries to the Soft Parts.—The most serious of these are deep

vaginal tears which communicate with the pubiotomy wound,

thus doing away with every advantage arising from the subcu-

taneous technic. When the mutual relations between the vaginal

walls and the pubic arch are considered, it is apparent that after

the latter is severed only a thin layer of tissue separates the

i
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vagina from the pubiotomy wound, and if the ends of the bone

are widely separated, before the vagina has become sufficient!

v

dilated to accomodate itself to the stretching, deep communica-
ting tears must occur through its wall. For this reason, most
authorities recommend that delivery be allowed to occur spon-

taneously, except in the presence of pressing indications, as

forcible extraction of the child through a rigid, undilated vagina

will almost certainly lead to the production of a tear. Like-

wise, it is usually advised that the operation be practically

restricted to multiparae, and that the tension be relieved bv
deep lateral perineal incisions when immediate delivery be-

comes necessary.

I admit that these precautions were formerly justified, but

at the same time I contend that they may be omitted and
prompt delivery by forceps or extraction rendered as safe as

spontaneous delivery, provided the perineum and vagina have

been thoroughly dilated preliminary to the pubiotomy. For

this purpose, the gloved hand, folded in the shape of a cone and

well lubricated, is slowly passed into the vagina, which is gradu-

ally dilated until it will readily admit the closed fist, and after

that still further dilated by the fingers of both hands placed back

to back. By this means a degree of dilatation is obtained in a

few minutes which is nearly comparable to that effected by the

head of the child, and which secures such relaxation of the vaginal

wall as enables it to accomodate itself without rupture to the

rapid separation of the cut ends of the bone.

That this is the case is shown by the fact that a vaginal tear

occurred in only one of my thirteen cases, notwithstanding the

fact that nine of the women were pregnant for the first time.

The same procedure also minimizes the frequency of perineal

laceration, which occurred in only three of our cases. In two

instances the tear was of the first degree, while in the other,

which occurred in a multipara following the breech extraction of

a large child, it extended down to, but not through the sphincter.

These results, which are eminently satisfactory, could hardly

have been better in normal spontaneous labor or in ordinary low

forceps operations, and clearly demonstrate the prophylactic

value of preliminary manual dilatation of the vaginal outlet,

as well as its superiority over deep perineal incisions.

Injury to the Bladder.—Such lesions usually occur in one of

two ways; either by the inability of the adherent bladder to

follow the gaping pubic bone or by its perforation with the needle.
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Both are much less liable to occur when Doderlein's technic is

employed, as the preliminary separation of the tissues from the

posterior surface of the bone markedly decreases the possibility of

the first-mentioned accident, while the second can only occur

when the needle is introduced subcutaneously. This is clearly

shown by the fact that injuries to the bladder were not observed

in my series nor in the twenty-five cases operated upon by Doder-

lein, while they were quite frequently noted in Bumm's series

of cases. Naturally, they will occur less frequently w^hen

Stoeckel's suggestion is followed of determining the location of

the bladder before the operation by the use of the catheter and

making the section on the side of the pelvis not occupied by it;

but punctured wounds cannot be entirely avoided as long as the

needle is introduced entirely subcutaneously.

In view" of the possibility of this accident, the patient should

be catheterized after the delivery of the child, when the presence

of blood-stained urine should lead to the diagnosis of a bladder

lesion. If it be merel}" a puncture, spontaneous healing will

usually follow if a retention catheter be used ; but when the injury

is more extensive the bladder should be drawn up into the wound
and the injury be repaired by suture.

Hematoma.—In a considerable proportion of the cases re-

ported in the literature, convalescence was complicated by the

development of a hematoma 'in the labium majus on the side of

the operation. Unless the hemostasis has been absolute, hema-

tomata wull certainly occur and give rise not only to a certain

amount of discomfort, but also predispose to infection, occasion-

ally suppurate and materially increase the probability of a phle-

bitis. Unfortunately, they represent one of the unavoidable

complications of the operation and cannot always be avoided.

They were noted in two of my cases, and in one instance under-

went suppuration.

Phlebitis.—Thrombosis of the vessels of the thigh on the side

of the operation is likewise. a not infrequent complication, and

was noted in one of my cases. It is usually due to infection, asso-

ciated with deep communicating vaginal tears, labial hemato-

mata or lesions of the bladder. That it is. probably often due

to unrecognized lesions of the bladder is shown by the fact that

it ceased to occur, in Kroemer's experience, after the introduc-

tion of the routine employment of the retention catheter during

the first part of the puerperium.

Hernia.—In rare instances, as reported by Franz, Hartmann,
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and Mann, hernias may later protrude through the pubiotomy
vvound. This was usually noted in cases which had been com-

plicated by suppurative processes and particularly when an

inguinal hernia already existed. According to Mann, it may be

due to one of several factors : either to a diastasis through the

lower part of the rectus muscle, to the absence of union between

the ends of the pubic bone or to stretching of the tissues uniting

them.

Indications for Operation.—As pubiotomyis undertaken prin-

cipally in the interests of the child, its justifiability will depend

entirely upon the maternal mortality and the rapidity of recovery

following it. Consequently its results will have to be compared

with those following the induction of premature labor, symphy-
seotomy and Cesarean section for the enlarged relative indication.

At the 1907 meeting of the German Gynecological Congress,

Doderlein presented an analysis of 170 pubiotomies reported by
thirty-five writers and performed either by his own technic

or that of Bumm, with a maternal mortality of 4.1 per cent.

In the discussion following his paper, nineteen speakers gave

their experience, aggregating 319 cases with six deaths, a mor-

tality of 1.88 per cent. This difference clearly demonstrates

the improvement in technic resulting from increased personal

experience, as the smallest number of operations reported by
any one speaker was five, while the average was seventeen cases,

and affords a marked contrast to the statistics of Doderlein, in

which are included many isolated cases by individual operators.

Moreover, Gigli, in a personal communication to Montgomery,

stated that he had collected reports from nearly 300 operations

with a mortality of between i and 2 per cent., which practically

became reduced to zero upon deducting the cases which were

already infected when operated upon. Bumm, in the Zentralblatt

fur Gynekologie for May 9, 1908, stated that fifty-two operations

had been performed in his clinic, with a single death from

embolic pneumonia, a mortality of 1.92 per cent.

When it is considered that a considerable proportion of the

cases reported in the literature manifested signs of infection at

the time of operation, which undoubtedly increased the number
of deaths from that cause, a mortality of 2 per cent, should be

considered as highly satisfactory, and should justify the predic-

tion that in the future it will become materially diminished in

the hands of experienced operators in judiciously selected cases.

It must, however, be admitted that even so small a mortality
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as 2 per cent, compares unfavorably with that following the

induction of premature labor, which in competent hands should

not exceed a fraction of i per cent. On the other hand, it should

be remembered that wath pubiotomy 95 per cent, of the children

will be born alive at full term with excellent prospects of further

development, as compared with 75 to 80 per cent, of poorly

developed children following the induction of premature labor,

from which must be further deducted the large number which

will succumb in the succeeding months.

Accordingly, I feel very strongly that pubiotomy will even-

tually practically supersede the employment of the latter opera-

tion in the treatment of moderate degrees of pelvic contraction.

Particularly as the figures just given do not adequately indicate

its full advantages, for the reason that the knowledge that one

possesses in pubiotomy, a satisfactory method of overcoming

the disproportion between the size of the head and the pelvis

will lead to the more extensive adoption of expectant treatment

in such cases, with the result that 75 or 80 per cent, of the labors

will end spontaneously at full term, w^iile pubiotomy would prob-

ably not be required in more than one-fourth of the remaining

20 to 25 per cent. In this event, approximately only 5 or 6

per cent, of the women presenting moderate degrees of pelvic

coutraction would be exposed to the comparatively small dangers

of pubiotomy; while, on the 'other hand, if the induction of pre-

mature labor were the recognized method of treatment, it would

necessarily be employed in a much larger proportion of cases, say

25 to 30 per cent. Consequently, the much more frequent em-

ployment of the latter operation, even w-ith its comparatively

low mortality would probably lead to the death of as many
women in a given series of cases as the less frequent employ-

ment of the more dangerous pubiotomy. Moreover, similar

considerations applied to the child would still further accentuate

the advantages of pubiotomy and place the results following the

induction of labor in an even less favorable light.

Thus, assuming that the figures given above are approximately

correct and that two series of 1000 cases of moderately contracted

pelves were treated by pubiotomy and the induction of labor,

respectively, it would appear that the former operation w-ould

be required in fifty and the latter in 250 women; and that if the

maternal mortality were, respectively, 2 and J per cent., the

number of deaths Would be identical in both series. On the other

hand, admitting that the fetal mortality w^ere 10 and 25 per cent..
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respectively, five children would be lost in the former and sixtv-

two in the latter series. Or, to put the matter more forcibly, a

greater number of children would have been saved had crani-

otomy been performed in all cases in which pubiotomy was in-

dicated.

Naturally, it might be suggested by the advocates of the in-

duction of premature labor that such calculations are not con-

vincing. That they are not purely speculative, hov.ever, is

demonstrated by the figures recently adduced by Burger,

which are based upon an analysis of 49,000 labors occurring in

Schauta's clinic in Vienna. In this series there were 4240 con-

tracted pelves with a fetal mortality of only 2.2 percent, in the

cases in which spontaneous labor occurred; whereas it rose 4.3

per cent, in the cases treated expectantly, including all deaths fol-

lowing craniotomy, pubiotomy and Cesarean section. Results

which cannot be approximated by the most enthusiastic advo-

cate of the induction of labor.

It seems almost unnecessary to compare the results follow-

ing pubiotomy and symphyseotomy. It is generally admitted

that the fetal mortality is identical in both operations, while the

maternal mortality is 2 per cent, in the former as compared with

8 to 12 per cent, in the latter. Moreover, the convalescence is

far less satisfactory and much more prolonged after symphvse-

ctomy, as is conclusively shown by Thies' recent report upon the

fifty-three operations performed in Zweifel's clinic.

Having shown that pubiotomy is superior to the induction of

labor and symphyseotomy, it remains to consider to what extent

it enters into competition with Cesarean section. In the first

place, it must be stated that the former operation is not indicated

when the conjugata vera measures less than 7 cm. Consequently

there can be no competition except in pelves above that limit;

namely, in the so-called "border-line" cases, in which it is gener-

ally impossible to predict the outcome of labor in any given case.

Moreover, it must be admitted that if the decision were based en-

tirely upon the general mortality of the two operations, it would

have to be given in favor of pubiotomy, as an analysis of the re-

ports of the best operators shows that the average mortality in

Cesarean section is in the neighborhood of 5 per cent.

The researches of Reynolds, how^ever, inidcate that this

figure does not altogether represent the true state of affairs,

but that, admitting the competence of the operator and the

excellence of his technic, the results will varv greatlv according to
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the period of labor at which the operation is performed. Thus,

in an analysis of 289 cases, he found that the mortahty was 1.2,

3.8 or 12 per cent., respectively, according as the operation was

performed during the last days of pregnancy, or early or late in

labor. As his results are in accordance with my own experience,

I feel justified in holding that the results of Cesarean section

performed just before or at the very onset of labor are superior to

those of pubiotomy, both as regards the actual mortality and ease

of convalescence of the mother, not to mention the fact that all of

the children are saved, instead of only 95 per cent, as in pubi-

otomy. On the other hand, Cesarean section performed early in

labor has a somewhat greater mortality than pubiotomy; while

if not resorted to until the second stage is well advanced there can

be no comparison between the two operations, as the former

has a mortality of 10 or 12 per cent, and the latter of only 2 per

cent.

Accordingly, if it were possible to predict in a given case that

engagement would not occur, the best interests of both the

mother and child would be served by performing Cesarean sec-

tion at an appointed time a few days before the expected date of

confinement; as by so doing the child would certainly be saved,

w4th a minimal risk and an almost ideal convalescence for the

mother. Unfortunately, in the class of pelves under considera-

tion, such a prediction is never possible in women pregnant for

the first time and only exceptionally in multiparse. Therefore,

in primiparae Cesarean section would not be indicated at the

time of election, unless one were willing to assume the respon-

sibility of operating unnecessarily upon a considerable number
of women \vhen one knew by experience that a large proportion

of them would be delivered spontaneously if subjected to the

test of labor. For this reason, early elective Cesarean section

would be justified only in multiparae in whom the history of

previous labors had clearly indicated that nature was habitually

unable to overcome the disproportion between the size of the

head and the pelvis.

On the other hand, if Cesarean section is not done at the very

onset of labor, I consider that the best interests of the patient

will be served if she be treated expectantly, allowed to go into

the second stage of labor, and then subjected to pubiotomy, if

engagement does not occur after several hours of strong pains,

or in the presence of certain conditions which indicate the neces-

sity for prompt delivery. Under such circumstances, Cesarean
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section is a dangerous operation and, while it may save a few

more children, exposes the mother to a risk five or six times

greater than if pubiotomy had been employed and therefore does

not seem to me to be justifiable.

To my mind, the great advantage of pubiotomy in the treat-

ment of border-line cases of pelvic contraction consists in the

fact that it affords the possibility of subjecting the patient to the

test of labor in suitable cases and then of interfering for the sake

of the child without subjecting the mother to too great danger.

In other words, it enters into competition with high forceps, pro-

phylactic version and craniotomy rather than with Cesarean

section.

I have repeatedly stated that its lowest limit should be placed

at a conjugata vera of 7 cm., but unfortunately its upper limit

cannot be so readily given; and while, generally speaking, the

operation will rarely be indicated when the conjugata vera ex-

ceeds 8.5 cm., it may occasionally become necessary in larger

pelves. Indeed, it may be said that its upper limit cannot be

defined and that it is justified in any case, no matter what the

pelvic measurements may be, in which a prolonged test of labor

demonstrates that the uterine contractions are unable to over-

come the disproportion. For this reason, it may be indicated in

practically normal pelves when the child is unusually large, as

well as in certain cases of brow and mento-posterior presenta-

tions in which version is contraindicated.

In addition to the well known varieties of pelvic deformity,

it may also find a considerable field of usefulness in certain cases

of outlet contraction or funnel pelvis, as has been shown by the

experience of Van de A^elde and myself. In such cases the indi-

cation is afforded not merely by a certain degree of shortening in

the distance between the tubera ischii, but only after a most

careful study of all the measurements concerned, and particularly

of the anterior and posterior sagittal diameters of the outlet to

which I have directed attention in the appropriate chapter of

my text-book.

I desire to emphasize the fact that if good results are to be

obtained, pubiotomy should be regarded as a primary operation,

and should not be resorted to after the failure of high forceps or

version. If delivery be urgently demanded in such cases, I

feel that it is better to perform craniotomy than to subject the

mother to any risk for the sake of a child whose life has already

been compromised. Moreover, I feel that it should not be em-
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ployed in cases of infection, as a large part of the fatal results

recorded in the literature have occurred in that class of cases. At

the same time, it may be permissible when the temperature is

slightly elevated but definite signs of infection are not present,

as in Case IX, but even under such circumstances I believe that

the prognosis is markedly impaired.

Finally, I wish to go on record as stating that I do not consider

that pubiotomy is an operation for the general practitioner;

for, although, it is usually readily performed, it may at any time

lead to serious complications which will tax to the utmost the

resources of even an experienced operator.

Case Histories.—Case I.—McCoy, Obst. No. 2484. Colored

v-para, age twenty-six years. Generally contracted rhachitic

pelvis: 23.5, 24.75,30, 19.5 and 10.5 cm. Pubic arch wide, trans-

verse of outlet 10.5 cm. Has had three spontaneous labors at

term and two macerated children at about the seventh month.
The child lay in L. O. T., and was apparently of large size.

The first stage of labor lasted nineteen hours; and after five

hours of strong second-stage pains, only a small segment of the

head had become engaged. As there was apparently no prob-
ability of the occurrence of spontaneous labor, pubiotomy was
determined upon.

Operation: February 13, 1906. Left-sided pubiotomy by
the open method; forceps applied to the sides of the head. On
making traction, the ends of the bone gaped for 5 cm. and the
child was readily delivered'. There was considerable hemor-
rhage from the pubic wound, which was controlled by com-
pression. No injury to the perineum, vagina or bladder. The
cutaneous w^ound was closed by formalin catgut sutures, several

of which included the periosteum. Drainage of labial wound.
The child was born in good condition, weighed 4055 grams and
presented the following head measurements, 15, 12.5, 10, 9.5 and
8.5 cm.
The puerperium was uneventful, the highest temperature

being 100.7 degrees on the day of delivery. Catheterization was
not necessary. There was considerable swelling of the left

labium majus due to hematoma formation. The patient was
out of bed on the twenty-nineth day, walked on the thirty-first

and was discharged in good condition on the thirty-sixth day.
At that time the wound over the pubis was found to be healed
by first intention' though the left labium majus was still con-
siderably indurated. The outer surface of the pubis presented a
slight depression at the site of the section, while its inner surface
was smooth and no trace of the section could be detected. There
was a painful thickening in front of each sacro-iliac joint, which
was more marked on the right side. This projected i^ cm.
beyond the surface so that the prom.ontory of the sacrum seemed
to lie in a depression. Locomotion was very satisfactory
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although there was definite motility at the pubic wound. Vagi-

nal examination showed : outlet excellent ; cervix slight stellate

tear; uterus forward, movable and well involuted; appendages
negative.

The patient was seen again one month after the operation,

when all trace of the swelling about the sacro-iliac joints had
disappeared except for a slight non-sensative ridge on the left

side.

Case II.—Hupka, Obst. Xo. 2553. White i-gravida, twenty
years old. Generally contracted, funnel-shaped pelvis : 23, 26, 30,

18.25, and 10 cm. Pubic arch very narrow, transverse of outlet

7 cm.
I saw patient in consultation after she had been in labor for

fourteen hours and found the cervix fully dilated and a fair-

sized child presenting at the superior strait in L. S. A. frank

breech. In view of the combination of breech presentation and
funnel pelvis, it was thought best to perform pubiotomy. The
patient was therefore sent to the hospital and the operation

begun one and one-half hours later. During this interval there

had been no descent in spite of strong pains.

Operation, April 13, 1906: preliminary manual dilatation of

vaginal outlet, pubiotomy by Dbderlein's method on the left

side. The anterior foot was brought down and extraction

readily effected, during which the cut ends of the bone gaped

4 cm. There was almost no hemorrhage. The perineum and
vagina Vv'ere not torn. After expressing the placenta, the upper
wound was sutured and an adhesive plaster bandage applied

about the pelvis. The child was born in good condition, weighed
2660 grams and presented the following head measurements:
12.5, II. 5, ID, 9.5 and 7 cm.
The puerperium was uneventful except for slight abdominal

distention on the fourth day. Highest temperature 100.3

degrees. The patient's only complaint was that she was com-
pelled to lie in one position. She sat up on the twenty-fourth
day and was discharged on the twenty-second day, when the

following conditions were noted : outlet excellent ; cervix very
slight transverse tear; uterus forward, movable and well invo-

luted ; appendages normal ; locomotion excellent. Large callus

on anterior but no trace of the wound palpable on posterior

surface of pubis; sacro-iliac joints clear. The pelvic measure-
ments were unchanged except that the transverse of the outlet

had been increased i cm.
Patient returned to the hospital January, 1907, two months

pregnant, and stated that she had had no trouble since her

discharge. Examination showed slight motility at the site

of the operation. This pregnancy ended spontaneously at the

seventh month. She reappeared May 10, 1908, and stated

that she was again between seven and eight months pregnant,
felt perfectly w^ell and arranged to return to the hospital for

deliverv.
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Case III.—Adams, Obst. No. 2501. Colored i-gravida, age
16 years. Generally contracted rhachitic pelvis: 23.25, 22.75,

28, 16.5 and 8.75 cm. Pubic arch wide, transverse of outlet

10 cm.
The child lay in L. O. T. Total duration of labor-thirty-two

and a half hours. As there was no advance after three hours of

strong second-stage pains and the head still at the superior

strait in the posterior parietal position, pubiotomy was deter-

mined upon.
Operation, July 2, 1906: Typical left-sided Doderlein pubiot-

omy, preceded by manual dilatation of the vagina! outlet.

Easy delivery with forceps. Xo note as to extent of gaping.

Slight hemorrhage, no vaginal and a very slight perineal tear,

which required one suture for its repair. The child was born
alive, weighed 2415 grams and presented the following head
measurements: 13.25, 11. 5, 8.5, 8.25 and 7.75 cm. The head
was markedly moulded, presented an extensive caput and a
deep depression where the posterior parietal bone had been
pressed upon the promontory of the sacrum.
The puerperium was uneventful, the highest temperature

being 100.5 degrees on the seventh day. Catheterization not
necessary. She was kept in bed for four weeks and was dis-

charged on the thirty-seventh day. At that time the outlet

was excellent; cervix not torn; uterus retroflexed and adherent,
appendages not felt; locomotion excellent; no sign of callus

upon either anteiior or posterior surface of pubic bone or at

sacro-iliac joints.

The patient returned for inspection, December 19, 1907, and
stated that she had since been operated upon for the displaced

uterus. Examination showed a slight callus on the anterior

surface of the pubic bone, but no trace of the wound posteriorly.

Sacro-iliac joints normal. No subjective symptoms except for

slight cystitis following suspension of uterus.

Case IV.—Stewart, Obst. No. 2763. Colored i-gravida,

nineteen years old. Flat rhachitic pelvis with doublepromon-
tory: 25.75, 26.25, 31.25, 17.5 and 8.5 cm. Pubic arch wide,
transverse of outlet 10.5 cm. Child in R. O. T.

The patient was sent into the hospital from the outpatient
service after having been in labor for fifteen hours, with the
cervix 4 cm. in diameter. Eight hours later the membranes
ruptured and examination, showed the cervix fully dilated, but
the head not engaged. As there was no advance after three

hours of good second-stage pains, pubiotomy was determined
upon.

Operation, October 25, 1906. Typical- left-sided Doderlein
pubiotomy b}' Dr. Goldsborough. Immediately after severing
the pubic bone the head descended to the level of the ischial

spines; easy mid-forceps delivery, during which the ends of the
bone gaped 3 to ,4 cm. There was but slight hemorrhage and
no perineal or vaginal tear. The child was born alive, in good
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condition, weighed 3230 grams and presented the following
measurements: 13.15, 11.25, 9-25, 8.5 and 7.5 cm.
The puerperium was somewhat disturbed. There was marked

abdominal distention on the third day, when the pulse reached
140 and the temperature 102 degrees. The patient was quite

sick until the bowels moved, after which her condition became
satisfactory. There was some edema and a small hematoma of

the left labium majus. At no time was catheterization neces-

sary. She was out of bed on the eighteenth day and was dis-

charged on the twxnty-third day.
On discharge the outlet was excellent; cervix, slight bilateral

tear; uterus retrofiexed, movable and well involuted; appendages
negative. There was considerable callus on the anterior surface

of the pubic bone, but no trace of it posteriorly. Xo motility

on passive movement of thighs. Walks without pain.

January 13, 1908, the patient was delivered spontaneously
at her own home of a child weighing seven pound, which pre-

sented the followiug measurements, 13.5, 11.25, 9-25, 8.5 and
7.5 cm. Puerperium normal and locomotion perfectly satis-

factory.

Case V.—Anderson, Obst. Xo. 2728. Colored i-para, age
twenty-four years. Generally contracted rhachitic pelvis, 22

22.75, 25, 15 and 9.75 cm. Pubic arch wide, transverse of out-

let 10^ cm. Marked false promontory of sacrum. Previous
pregnancy ended at seven months.

Patient did not learn to walk until she was seven years old.

Child presented in L. S. A. frank breech. Slight contractions

for three days, definite pains, however, began 5 p. m., X'ovember
26, 1906, and the membranes ruptured spontaneously at 9 p. m.,

when the cervix was almost fully dilated. As there was no
advance three and a half hours later, pubiotomy was determined
upon.

Operation, Xovember 27, 1906, Dr. Goldsborough : After
manual dilatation of the vaginal outlet, left-sided Doderlein
pubiotomy. Extraction easy and rapid, but the amount of

gaping between the ends of the bones was not noted. As there
was considerable hemorrhage, the placenta was expressed
almost immediately after the delivery of the child. This, how-
ever, did not completely check the bleeding, and on examination
a deep tear was found in the left and anterior portion of the

vagina, extending from the vaginal outlet almost to the cervix.

A finger introduced into the tear came in contact with the cut
ends of the bone, which were about 2 cm. apart. This wound,
as well as a second-degree perineal tear, was closed with inter-

rupted catgut sutures. As there was still considerable hemor-
rhage, an iodoform pack was introduced into the vagina and a
small drain brought out through the labial incision. The patient

presented marked signs of collapse during and just after the
operation, but revived after the injection of saline solution.

The child gasped a number of times, but could not be resusci-
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tated. It was 57 cm. long, weighed 4050 grams and presented
the following head measurements: 13.25, 12.75, 10.5, 10.25 and
9 cm. No definite cause for its death could be ascertained.

Dr. Goldsborough did not consider it due to the operation, as

the extraction had been easy and only required two minutes,
but was inclined to attribute it partly to the fact that the patient

took the anesthesia very badly and partly because the resusci-

tation was intrusted to a student, as the serious condition of the

patient claimed the services of all the assistants.

The puerperium was distinctly abnormal and the patient was
seriously ill for several days, the temperature reaching 102.2

on the seventh day and the pulse varying between 100 to 120.

Catheterization was necessary for several days, and there was
considerable edema of the left side of the vulva, but no definite

hematoma formation. This did not interfere with a satisfactory

recovery, as the patient was out of bed on the twentieth and
was discharged on the twenty-eighth day, when the following

conditions were noted : outlet excellent ; cervix not torn ; a linear

scar on left side of vagina; uterus forward, moveable, well

involuted, appendages not felt. There was a slight callus on the

outer surface, but no trace of the bone wound on the inner surface

of the pubis. Sacro-iliac joints normal, no motility on passive
movement of thighs.

The patient was seen again six months later, when she reported
that she was in excellent condition and had no trouble in walking
or working.
Case VI.—Boston, Obst. No. 2739. Colored i-gravida, age

seventeen years. Generally contracted rhachitic, assimilation

pelvis with six sacral vertebrae. Measurements: 21, 23, 29, 16.5

and 9.5 cm. Pubic arch narrow. The child lay in L. O. A.
Membranes ruptured twenty-four hours after the onset of labor,

when examination showed that the cervix was fully dilated.

Two hours later the head was still at the superior strait, with
marked over-lapping of the bones and a large caput which
reached to the ischial spines.

Operation, December 4, 1906: Preliminary manual dilatation

of vaginal outlet. Left-sided Doderlein pubiotomy. High
forceps were applied to the sides of the head, which was readily

extracted. The bone incision gaped 4 cm. Slight hemorrhage,
no vaginal or perineal tear. The child was born in good con-
dition, weighed 3230 grams and presented the following meas-
urements: 14.5, 1 1.5, 9.5, 9.5 and 8.5 cm. The left parietal

bone was markedly distorted and presented a deep depression
where it had pressed upon the promontory of the sacrum
The puerperium was febrile, though the patient was at no

time seriously sick. The highest temperature was 10 1.5 degrees,

except for a single rise to 102.3 on the seventh day. There was
some edema of the vulva on the third day. No trouble with the
bladder; catheterization not necessary. The patient was out
of bed on the seventeenth dav and was dischargfed on the twentv-
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eighth day, when the following conditions were noted : outlet

excellent; cervix, slight bilateral tear; uterus forward, movable
and well involuted, appendages not felt. Slight callus on
anterior surface of pubic bone, but no trace of section posteriorly.

Sacro-iliac joints normal. Locomotion normal.
The patient reported in April, 1908, that she has been perfectly

well since the operation.

Case VII.—Waters, Obst. No. 2851. Colored i-gravida, six-

teen years old. Generally contracted, rhachitic assimilation
pelvis, with six sacral vertebrae. Measurements: 23.5, 23.5, 26.5,

14.25 and 8.75 cm. Pubic arch wide, transverse of outlet lo^^ cm.
The child lay in L. S. A. and on account of the small size

of the pelvis, it had been determined to perform Cesarean section

at the onset of labor. This was not done as the membranes
ruptured prematurely and within fifteen minutes after the first

pain one foot, and a little later both feet appeared at the vulva.

When I saw the patient two hours later, the cervical canal was
obliterated and the external os two-thirds dilated, with the

breech still at the superior strait. In view of the prolapse of the

feet. Cesarean section seemed contraindicated and pubiotomy
appeared to offer the most conservative method of delivery.

Operation, February 3, 1907: After dilating the vulva
manually and completing the dilatation of the cervix, pubiotomy
was done on the left side by Doderlein's method, and the child

readily extracted, during which the cut ends of the bone gaped
for 6 cm. There was but slight hemorrhage and no vaginal or

perineal tear. The child was born in excellent condition, weighed
3040 grams and presented the following head measurements
13, II, 9.6, 8.75 and 7.5 cm.
The patient was very comfortable during the puerperium, in

spite of the fact that a small hematoma developed in the left

labium majus and catheterization was necessary for ten days.

The highest temperature was 102 on the fourth day. The patient

was out of bed on the sixteenth day and developed a slight

phlebitis in the left leg four days later, which was not accom-
panied by a rise in temperature and did not materially prolong
her stay in the hospital, as she was discharged on the thirty-

seventh day in excellent condition. At that time the following

conditions were noted: outlet excellent; cervix, slight bilateral

tear; uterus forward, movable and well involuted; appendages
normal. Xo callus on either surface of pubic bone, sacro-iliac

joints normal. Definite motility on passive movement of

thighs. Seen May, 1908, three months pregnant.
Case VIII.—Strange, Obst. Xo. 2964. Colored i-gravida,

age eighteen years. Generally contracted rhachitic assimilation

pelvis. ^Measurements: 21.75, 23, 27.75, 16.5 and 9.5 cm.
Pubic arch good and transverse of outlet 10 cm.

Child in R. O. P. The first-stage pains were not severe.

Membranes ruptured spontaneously at the end of forty

hours, when the cervix was found to be fullv dilated and
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the head resting at the superior strait. As there was no advance
after three hours of strong secoud-stage pains, pubiotomy w^as

determined upon.
Operation, by Dr. Goldsborough, April 15, 1907. Typical

left-sided Doderlein pubiotomy, easy high forceps delivery,

during which the bone wound gaped 5 to 6 cm. There was very
little hemorrhage, no injury to the vagina and only a superficial

perineal tear which required two sutures for its repair. The
child w^as born somewhat asphyxiated, but was readily resus-

citated. It weighed 2450 grams and presented the following
measurements: 13.75, 10.25, 9.5, 8.75 and 7.25 cm.
The puerperium was uneventful, the highest temperature

being 100.2. The patient was very comfortable and did not
require catheterization. She w^as out of bed on the eighteenth
day, w^alked on the twenty-third day and was discharged on
the thirtA-fifth day. Examination at that time showed : outlet
excellent; cervix, slight left-sided tear; uterus forward, movable,
well involuted; appendages not felt. Slight callus on anterior,

but none on posterior surface of pubis. Sacro-iliac joints normal,
locomotion excellent, no motility on passive movement of thighs.

Patient not seen since.

Case IX.—Bowie, Obst. No. 3149. Colored i-para, thirty-two
years old; spontaneous delivery of small child five years pre-
viously. Flat rhachitic pelvis; measurements: 25, 26, 30.75,
16 and 10.5 cm. Pubic arch fair, transverse of outlet 9 cm.
Large child in R. O. T.

The patient w^as admitted after having been in labor for

twenty-four hours with the membranes ruptured and the external
OS 3 cm. in diameter with thick margins. Twenty-four hours
later the patient showed signs of exhaustion, with a temperature
of 100.2 degrees. Examination showed that the cervix was 5
cm. in diameter and the uterus tightly contracted over the child.

The head was movable at the superior strait, the posterior
parietal bone presenting and the ear lying just in front of the
promontory. In view of these conditions, prompt delivery
seemed imperative.

Operation, Dr. Storrs, September 10, 1907: After stretching
the vaginal outlet and completing the dilatation of the cervix
by Harris' method, a left-sided Doderlein pubiotomy was done.
The child was delivered after an easy high forceps operation,
during which the ends of the bone gaped for 3 cm. There was
no vaginal or perineal tear. The child gasped several times,
but could not be resuscitated. Unfortunately, its weight was
not noted. The head was markedly moulded, but showed no
definite depression, death being probably due to the prolonged
dry labor.

The puerperium was uneventful, except for marked mental
disturbance, the highest temperature being 101.2 degrees on the
ninth day. In the absence of the nurse, the patient got out of
bed on the fourth day, and after that turned freelv in bed. She



WILLIAMS: IS PUBIOTOMY A JUSTIFIABLE OPERATION? 227

was allowed to walk on the twenty-second day and was dis-

charged on the twenty-fifth day. At that time the condition
of the soft parts was excellent, Locomotion satisfactory and
painless, no callus on either surface of the bone w^ound, sacro-

iliac joints normal, no motility on passive movements of thighs.

Case X.—Walters. Obst. No. 3070. Colored i-gravida,

age seventeen years. Generally contracted, rhachitic, coxalgic

pelvis. Considerable scoliosis, with convexity directed to the
right; numerous cicatrices over right buttock. Measurements,
19, 19.5, 25.5, 16.5 and 9.75 cm. Pubic arch and transverse of

outlet normal. The child lay in L. O. T. The entire labor

lasted sixty-one hours, fifty-two of which belonged to the first

stage. Owing to the fact that several serious cases were going
on simultaneously, both in the in and out-patient services, which
kept the entire staff busy, the patient was not seen until she had
been in the second stage for nearly six hours; the pains, how-
ever, were not severe. At that time examination by the resident

obstetrician showed the cervix fully dilated, the head at the
superior strait, with the posterior parietal bone presenting. It

was not possible to operate upon her for another four hours, but
at that time she was in good condition and the child's heart
apparently normal.

Operation, October 14, 1907: Typical left-sided Doderlein
pubiotomy, easy high forceps, though rotation did not occur
until the perineum was well distended. Xo vaginal or perineal

tear, no hemorrhage. Xo note was made as to extent of separa-
tion of the ends of the pubic bone. In spite of the easy delivery,

the child was born dead and could not be resuscitated. It

weighed 2410 grams and presented the foUow'ing measurements:
I5i i3» 9. 8.5 and 7.5 cm. X^o cause for death discoverable.

The puerperium was uneventful, the highest temperature
being 100.4, except for one occasion on the fifth day, w^hen it

reached 101.6 degrees, which was attributed to a stitch abscess
in the upper wound. Catheterization w^as not necessary. The
patient moved freely in bed at the end of the first week, out of

bed on the twenty-third day and was discharged on the twenty-
ninth day. Examination at that time showed the perineum
excellent; cervix not torn; uterus forward, movable and well

in^•oluted and appendages normal. X'^o callus on either surface
of pubic bone, sacro-iliac joints normal. Locomotion excellent,

no motility on passive movement of thighs.

The patient was demonstrated three months after the opera-
tion when she walked and ran perfectly satisfactory.

Case XL—Slatoff, Obst, Xo. 3175. White i-gravida, age
nineteen years. Funnel-shaped pelvis with following measure-
ments: 26.5, 27.2, 31, 19, diagonal conjugate could not be
measured. Pubic arch narrow^ transverse of outlet 7 cm.,
anterior sagittal 6 cm., posterior sagittal 7 cm. Child lav in

L. O. A.
The entire labor lasted twentv-two and a half hours. Exami-
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nation at the end of twenty hours show^ed the cervix fully dilated,

membranes ruptured, head well below the ischial spines. As
there w^as no advance two and a half hours later, pubiotomy
was determined upon.

Operation, October 25, 1907. Typical left-sided Doderlein

pubiotomy. Forceps readily applied, but strong traction was
necessary in order to bring the child to the vulva. After the

outlet was well distended, the forceps w^ere removed and the

head expressed by Ritgen's maneuver. There was no tear of

the vagina or perineum, and no hemorrhage from the pubiotomy
wound. The child was born alive in good condition, weighed

3275 grams and presented the following head measurements:

13.25, II, 9, 9.25 and 6.75 cm. There was a deep mark over the

forehead from pressure exerted by the tip of the sacrum.

A lead tape outline of the suboccipito-frontal diameter when
applied over a diagram corresponding to the measurements of

the pelvic outlet showed that spontaneous delivery would have
been impossible.

The puerperium was uneventful, the highest temperature
being 100.4 degrees. The patient w^as catheterized but once,

turned spontaneously in bed on the third day, was on

the twentieth day and discharged six days later. At that

time the following note was made: outlet excellent; cervix not

torn; uterus retroflexed and movable; appendages not felt.

Some induration in left labium majus; slight callus on anterior,

but none on posterior surface of pubic bone. Sacro-iliac joints

normal, locomotion excellent, definite motility at bone wound.
The patient was seen three months later, when she stated that

the results of the operation had been perfectly satisfactory, and
that she was able to attend to all of her duties without discom-

fort.

Case XII.—Frazier, Obst. No. 321 1. Colored i-gravida, age

seventeen years. Generally contracted pelvis: 21, 23.5, 26.5,

17.5 and 10 cm. Pubic arch narrow, transverse of outlet 8 cm.
The patient was in the ward nearly one month before labor;

pains commenced at 7.30 p. m., November 23, 1907. Vaginal

examination at 2.50 p. m. the next day showed that the cervix

was 5 to 6 cm. in diameter, the child in R. O. T., with the poste-

rior parietal presenting. When I saw her at 7 p. m., after three

hours of strong second-stage pains, the cervix was completely
dilated, the head movableat the superior strait, with the sagittal

suture just behind the symphysis and the right ear over the

promontory of the sacrum. There was a marked caput. In

view of the persistent posterior parietal presentation, pubiotomy
was determined upon.

Operation, November 24, 1907 : After preliminary dilatation of

the vaginal outlet, the saw was applied by Doderlein 's method
and the left pubic bone severed without great difficulty. Forceps
were applied to the sides of the head, which did not descend in

spite of vigorous traction, the ends of the bone gaping only
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2h cm. On introducing a finger through the upper incision, it

was found that the bone was held together by some of the fibers

of the anterior pubic Hgament, but upon severing them separation
occurred to the extent of 5 cm. and the head was readily brought
to the outlet and finally delivered by Ritgen's maneuver. There
was slight hemorrhage during the operation.

The child was -deeply asphyxiated when born, but was resus-

citated without great difficulty. It weighed 3250 grams and
presented the following measurements: 14, 12.5, 9.5, 9.25 and
8.5 cm.
The perineum or vagina were not torn, but upon inspecting

the external genitalia it was found that a deep tear had occurred
on the left side of the vestibule which extended from the anterior

margin of the vaginal opening to above the clitoris, whose left

crus had been torn through. The urethra was not involved.

A finger introduced into the tear could be brought out through
the upper pubiotomy incision and came in contact with the cut
ends of the pubic bone. The laceration was closed by inter-

rupted catgut sutures except at its apex through which a small
iodoform drain was passed.

The puerperium was uneventful, the highest temperature
reaching 102 degrees on the sixth day. The patient had diffi-

culty in voiding and required catheterization for a number of

days. There was some swelling about the left labium majus and
a fistulous tract persisted for some days at the upper end of the

vestibular wound, which, however, closed spontaneously. The
patient sat up on the twentieth day and was discharged on the

twenty-sixth day.
At that time the pubiotomy wound was found healed by first

intention, there was no induration or swelling of the vulva,
the outlet was excellent, the cervix had a slight stellate tear,

uterus retroflexed, movable and well involuted, appendages not
felt. No trace of the bone wound could be felt on either surface

of the pubis. There was apparently no motility on passive

movement of thighs. Locomotion was excellent and the patient
presented no subjective symptoms.
Case XIII.—Turner, Obst. No. 3337. White ii-gravida,

twenty-five years old, entered hospital in labor, March 11, 1908.
Generally contracted funnel pelvis: 20.5, 26, 29, 18 and 11 cm.
Pubic arch narrow, transverse of outlet 7 cm.; anterior sagittal,

5; posterior sagittal, 6.5, and antero-posterior diameter 9.5
cm. Former labor very difiicult on account of the outlet con-
traction, child died from fractured skull after a most difficult

low forceps operation.

Labor began 5 p. m., March 1 1 ; cervix completely dilated and
membranes ruptured at 6.15 a. m., March 12. At that time
the child lay in L. O. T. with head movable at superior strait.

As engagement had not occurred two hours in spite of strong
pains, it was determined to perform pubiotomy, in view of the
past history.
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Operation, March 12, 1908: Preliminary manual dilatation

of vaginal outlet, Doderlein subcutaneous pubiotomy on left

side. The head was readily brought to the vulva and delivered

without the use of traction rods, the ends of the pubic bone gaping

4^ to 5 cm. There was very little hemorrhage. The perineum
or vagina was not torn, although there was a slight tear in the

vestibule to the left of the urethral opening, which was repaired

by two catgut sutures. The child was born in good condition,

weighed 3820 grams and presented the following measurements:
14.5, II. 5, 9.75, 9 and 8 cm. A lead tape moulding of the sub-
occipito-frontal circumference of the head applied over a diagram
of the pelvic outlet clearly showed that spontaneous labor could
not have been expected.

The puerperium was uneventful, the highest temperature
being 99^ degrees. The patient was catheterized for the first

two days, but suffered very little discomfort. On the fifth day
she turned freely in bed, sat up on the fifteenth day and was out
of bed on the eighteenth day. At discharge on the twenty-fifth

day the pubiotomy wound was found to be well healed ; no callus

on the posterior surface of pubic wound and very little on ante-

rior. No motility on passive movements of thighs; locomotion
normal and without pain. Six weeks later her condition was
most satisfactory in every respect, and she was able to do every-
thing which she had done before the operation.

CONCLUSIONS.

1. In thirteen pubiotomies performed at the Johns Hopkins

Hospital there were no maternal and three fetal deaths, only

one of which was attributable to the operation.

2. All patients were delivered immediately after the operation

by forceps or version. There were no injuries to the bladder,

three perineal, and only one deep communicating vaginal tear,

notwithstanding the fact that nine of the patients were primi-

parae.

3. The relative infrequency of injury to the soft parts is

attributed to the employment of Doderlein's technic, but par-

ticularly to extensive, preliminary, manual dilatation of the

vagina and perineum.

4. The after-treatment is not so onerous as is generally stated

and is greatly facilitated by the use of the Bradford frame.

Immobilization of the pelvis is not necessary. The patients

usually move spontaneously in bed on the third or fourth day,

get up on the twentieth day and are discharged on the thirtieth

day with satisfactory locomotion. Healing generally occurs by
the formation of fibrous tissue, and in at least one-fourth of the

cases there is definite motilitv bet-ween the ends of the bone.
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5. The maternal mortality should be less than 2 per cent., pro-

vided the operation is performed by competent operators upon
uninfected women, who have not been exhausted by previous

attempts at delivery.

6. It is indicated in contracted pelves in which theconjugata

vera does not fall below 7 cm., and after a test of several hours

in the second stage of labor has shown that the disproportion

between the head and the pelvis cannot be overcome, as well as

certain cases of outlet contraction.

7. In multiparas with a history of repeated difficult labors

or in primiparae presenting excessive disproportion, it is inferior

to Cesarean section performed at the end of pregnancy or at the

onset of labor. In other cases it does not enter into competition

with it ; as it is the operation of choice in border-line pelves after

the patient has been subjected to the test of labor, and at that

time is five or six times less dangerous than Cesarean section.

8. It should replace high forceps, prophylactic version, in-

duction of labor and craniotomy upon the living child in unin-

fected women.

9. It should not be employed in infected patients or after

failure to deliver by other means. It should be regarded as a

primary operation, whose dangers are infection, deep tears and

hemorrhage.
1 1 28 Cathedr.\l Street.

THE CHOICE BETWEEN THE INTRAPELVIC AND
ABDOMINAL METHODS OF DELIVERY IN THE

LESSER (NON-ABSOLUTE) DEGREES OF
MECHANICAL OBSTRUCTION.*

BY

EDWARD REYNOLDS, MD.,
Boston.

It must not be forgotten that it is still true that operative

obstetrics covers, and should cover, but a small percentage of

the gross amount of obstetric work, and with the operative

movement which is coming over the speciality it is perhaps not

unwise to emphasize at the beginning of any such discussion as

this that successful normal labor is still, and must always re-

main, the best method of delivery.

In the percentage of cases which are necessarily operative,

Read before the American Gynecological Society at Philadelphia, May 26-28,

1908.
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the choice between the different methods of dehvery which are

possible must depend upon consideration of the relative maternal

and fetal mortalities and morbidities which may be expected of

the different methods under the conditions of the individual case,

and the consideration of this question is our present subject.

The dangers of intrapelvic operating to mother and child are

all of them those which result from hard or rapid pulling. When
the conditions are such that extraction is possible without hard

pulling, the intrapelvic operations under modern conditions and

in skilled hands are minor operations. When such ordinary

indications as inertia uteri, malpositions, prolapsed cord, etc.,

make operative extractions necessary in cases with large pelves

and lax soft parts, as in multiparae who have always had easy

labors, any experienced obstetrician knows that he can extract by
the intrapelvic methods with a minimum of danger so exceed-

ingly small as not to exceed that of ordinary labor to either

mother or child. In these very easy cases the only element in

which the disadvantages of the operative extractions can really

beheld to exceed those of natural labor is in a possibly somewhat
greater risk of the minor lacerations, but in multiparae with

really lax soft parts even this disadvantage is a very small one.

Modern obstetrics applies these extractions fearlessly to condi-

tions which but a few years ago would have been allowed to

drag along unendingly. Unnecessary as it may seem to insist

upon such a point in this presence it is, again, perhaps important

at the present moment that this society should emphasize in its

presentations that for such simple cases any contemplation of

the Cesarean section is out of order.

It is only when operation is indicated for mechanical obstacles,

whether due to the shape and dimensions of the bones or to ab-

normal conditions of the soft parts, and when these obstacles

are of such degree as to involve hard pulling, that the question

as between the intrapelvic and abdominal methods of delivery

is in order. This question may eventually be decided in any case

in favor of one or the other side, but it should certainly be

considered in every such hard case.

As has been already said, both maternal and fetal mortalities

and also morbidities must be given consideration in making the

choice, but the Anglo-Saxon profession will still be disposed to

admit, and indeed to uphold strongly, the long-established Anglo-

Saxon belief that the maternal mortality is the more important

of the two death-rates and should exercise a preponderating in-
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fluence in the choice of methods whenever it can be shown to be

markedly variable as between them. It is only when the

mother is already moribund or when the maternal mortalities

are essentially equal that the choice of methods should depend

upon their relative fetal death-rate. Similarly, mortality is

always more important than morbidity, and it is only when
mortalities are essentially the same that relative morbidities

become important, but in such cases they also may often cast

the deciding vote.

If, then, maternal mortality is to be the first and most impor-

tant consideration in the decision, much must depend upon the

period of labor at which the indication for operation arises, and

this point is so important that it must for the moment take pre-

cedence of the other indications.

Although the maternal mortality of the intra-pelvic methods

increases somewhat with the progress of maternal exhaustion

before operation is undertaken, it increases but slowly, while

that of the abdominal method increases much more rapidly.

If, then, again, maternal mortality is to be the first consideration,

it follows that during the later part of labor the use of the ab-

dominal method should be restricted to the absolute indication,

i.e., to those few cases w^here no intrapelvic operation is possible;

but if, on the other hand, it can be shown that earlier in labor

the maternal mortalities of the two routes are equal or not

greatly different, then at that time the choice of methods in cases

which are necessarily operative should be made or partly made
by consideration of their relative fetal mortalities, and maternal

and fetal morbidities.

These two propositions I believe to be tenable, and it is these

two propositions that I first wish to bring before you by a little

more detailed consideration of the advantages and disadvantages

of the two methods, and more especially of their mortalities,

considered late in labor, in the course of labor and at the be-

ginning of labor.

It would seem at first sight that it should be exceedingly easy

to ascertain statistically the mortalities of the intrapelvic opera-

tions which are so constantly performed. I have been surprised

to find that it is not easy. I have been unable to find any sta-

tistics which are at once authoritative and recent. An analysis

which I made some time ago of results obtained at the Boston

Lying-in Hospital showed seventy-five consecutive high operations

with no deaths, and in my own experience both when connected
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with the staff of that institution and in consultation practice

I can now remember but two deaths operated upon for mechan-
ical indications only. Most authorities content themselves

with stating on this point that the maternal mortality for the

intrapelvic operations is undoubtedly present, but undoubtedly

low. Excluding pathological conditions which have their own
death-rate, and should be considered as separate questions under

their own individual headings—in short, confining the question

to cases of mechanical obstruction or relative mechanical ob-

struction only—it could probably be reduced to the rare acci-

dental mortalities; indeed, where the mother is in fair condition at

the beginning of the operation and in skilled hands from the be-

ginning of her labor, it should probably not rise above i per cent.

Even here it is difficult to make more than an estimate of this

mortality. There are probably compartively few men even in

this room whose personally-conducted high extractions can be

reckoned by the hundreds and they would probably be the first to

admit that a hundred consecutive operations of this kind with

but one death from any cause was a creditable performance.

Under less favorable conditions and in less skilled hands the

maternal mortality of these operations is probably very consider-

ably higher. The most essential point in this connection is,

however, that while the maternal mortality of intrapelvic opera-

tions in moderately neglected labor, i.e., after the appearance

of moderate maternal exhaustion, is undoubtedly higher

than when the operation is done at the time of election, it is

not very greatly higher.

In contrast, the maternal mortality of the late Cesarean section

is very large, rising in accordance with the amount of maternal

exhaustion which is present at the time of operation, from a

mortality of perhaps 5 or 6 per cent, at the time when the signs

of exhaustion are first to be definitely detected, until in long-

neglected labor it would probably be conservatively stated

if placed at 25 per cent.'^

The fetal mortalities of the intrapelvic methods performed late

in labor are undoubtedly very high, while the fetal mortalities

of the late section remain low, but the maternal mortality of

the late section is so great that it will be generally conceded by
the Anglo-Saxon profession that it should never be chosen while

*For more careful consideration of these mortalities consult statistical state-

ment in Transaction of the American Gynecological Society, 1907. Boston Med.
and Surg. Journal, October 31, 1907.
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the extraction of a living child by the intrapelvic methods is in

any way probable. Indeed, if we are to adhere to the time-

honored principle that whenever the interests of the mother and
child are distinctly opposed to each other, the life of the mother
is the more valuable, the classical section in neglected labor should

be excluded from consideration, except in the rare cases in which

the delivery of even a decerebrated child is impossible, or when the

mother is already moribund and the child alive. Most of the lead-

ing authorities now concede this principle, and I wish to be on
record as most emphatically in support of it. In these unfor-

tunate cases the intrapelvic route is always the method of choice

so long as it is possible; when it is impossible the choice between

craniotomy, Frank's recent operation of extraperitoneal section,

perhaps the old-fashioned Porro operation, and perhaps in a

very few cases the otherwise discredited divisions of the pubes,

is still s^cb jtcdice, but is a question into which lack of space for-

bids me to enter here.

The late section, that performed after the advent of definite

exhaustion, is never a method of choice. When, however, in

the absence of the absolute indication the question of the choice

between the abdominal and intrapelvic methods of extraction

is first brought up at the time of election for forceps or version

—

i.e., after the presence of fairly prolonged labor, and before the

advent of actual exhaustion—we are confronted by a different

question. Under these circumstances the maternal mortality

of the intrapelvic operations when performed for mechanical

indications only and under reasonably favorable circumstances

is essentially above i per cent, while, on the other hand, the ma-
ternal mortality of the section performed at this time—the

secondary section—may be fairly summarized as varying with the

circumstances of the individual case between 2 per cent, and 5

per cent.,* though the fetal mortalities of the intrapelvic methods
are undoubtedly considerable while the fetal mortalities of the

section should be nil. Under these conditions, it is probable

that if for any reason the choice rests wholly with the surgeon, he

should revert to the long-established Anglo-Saxon principle that

the mother is more valuable than the child; i.e., that he should,

if he is acting upon his responsibility only, cboose one of the

intrapelvic methods as the safest road for the mother, even if it

involves an increased risk to the child. Upon the other hand,

if after fair and impartial statement to them of the probabilities,

* Loc. cit.
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the parents consent to a slightly increased maternal risk for the

sake of a great increase of safety to the child, it is certainly ra-

tional to believe that the choice is theirs and that the surgeon

should obey their bidding. This question should never, how-

ever, be permitted to arise a second time in the labors of the

same woman; the same mechanical conditions will again be pres-

ent, and after one such experience her subsequent labors should

be dealt with by the far safer primary section.

When for any reason it is apparent at the beginning of labor

that the case must eventually be dealt with t)y some operative

method, the problem is a simple one and easily to be determined

by the relative advantages of the two methods as operations of

choice.

Under these favorable circumstances the maternal mortality

of the intrapelvic methods should not rise above i per cent,

but when performed for mechanical obstacles their fetal mortali-

ties must always be considerable.

The maternal mortality of the primary section has been re-

ported as of no per cent.''= It is certainly very low, but so far as

my knowledge of the literature has enabled me to judge there is

to-day no man living who has performed one hundred consecutive

primary sections, and although I think it would be possible to

make from the literature of the subject more than one collection

of a hundred primary sections done by a number of operators

during a given time, with a death, this could only be done by
careful effort toward this end, and in an unprejudiced search it

is probable that even in this simple and safe operation an acci-

dental death-rate of some sort w^ould always crop up. It may
probably be fairly estimated at about i per cent., or at all events

as essentially similar and equal to that of the intrapelvic methods
under the same favorable circumstances. Its fetal mortality

is, upon the other hand, nil, and its percentage of subsequent

morbidity is much less than that of the intrapelvic operations.

This last statement may bear a moment's examination. Much
has been written about a Hability to painful adhesions, rupture

of the uterus in subsequent labor and hernia in the scar after

Cesarean sections, but I am sure that careful study of extended

reports of cases will show that the liability to these disabilities

is largely a bugbear in the class of sections w^hich w^e are now
considering. Adhesions undoubtedly occur after sections dur-

ing neglected labor or upon infected uteri, but no abdominal

*F. Fromme. Berliner Klin. Wcchenschn, Jan. 27, 190S, No. 4. 45 Jahrg.
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operator of any experience needs to be told that the chance of

troublesome adhesions after simple, rapid, favorable operations

is exceedingly small, almost negligible. Rupture of the uterus

in labors subsequent to the Cesarean section has undoubtedly

occurred, but it is self-evident that if the mechanical conditions

are such that a woman has once been rightfully subjected to a

primary Cesarean section, she should not be allowed to go into

labor at all in subsequent pregnancies, but should be again

treated by the primary section. So, too, in the lax state of the

abdominal wall after Cesarean sections and with modern methods

of suture, hernia of the scar is becoming negligible in clean opera-

tions. Upon the other hand, the extensive lacerations, the dis-

turbances of the urinary functions, the varied mechanical

gynecological lesions which follow the difficult intrapelvic ex-

tractions in no small percentage of cases need no elaboration be-

fore this audience.

For those cases in which it can be known beforehand that de-

livery must eventually be done by some operative method, the

primary Cesarean section is the operation of choice.

Theoretically, it is, then, desirable that all cases which are

eventually to be submitted to the Cesarean section should be

operated upon before labor. Practically, it is impossible to

recognize all such cases in ad\ance, but it may be laid down as a

rule that all cases which can be recognized as such in advance

should be operated upon by the Cesarean section, done at term

in advance of labor or with the first pains, in order to secure the

time of least maternal and fetal mortality and morbidity; and

the most important opportunity for progress now before the

obstetrical world lies in the effort to acquire increased power

to recognize difficult cases in advance of labor.

In point of fact, the amount of power which our present knowl-

edge gives us in this direction has been underrated and over-

shadowed by remembrance of our great weakness on this point

in the past. It involves the study of all the mechanical and vital

indications for the choice between the different methods of opera-

tive delivery as well as between operative delivery and natural

labor; but as soon as one turns his attention definitely to this

matter, a very few years of experience will convince him that

the number of cases in which fairly positive predictions can be

made is larger than he had supposed.

For this purpose multiparae and primiparae must be placed in

different categories. Multiparae with mechanical difficulties
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reach the specialist either because of one or more previous still-

births or because they have themselves sufifered severely in

previous operative deliveries. In such cases, after the obstetri-

cian has subjected the patient to the fullest possible physical

examination, including a diagnosis of the shape of the individual

pelvis, and the measurement of its diameters, and has checked

the information so gained by careful consideration of the history

of previous labors, including not only their duration, but the

character and efficiency of the pains, he should inform himself

of the patient's general physical condition and "staying power"

not only by a general medical physical examination, but by

careful study of her history of past fitness or unfitness for exer-

cise and sustained athletic effort and by the history of her condi-

tion, habits and of the care given her during the preceding preg-

nancies, with her improvement or loss of condition therein. He
should then conduct the hygienic care of her present pregnancy,

and watch her general functional and muscular condition as it

progresses; and should finally estimate the exact mechanical

conditions by a careful pressure examination of the relations

between the individual pelvis and head made at term when there

is no longer hesitation about the possible provocation of labor by
such an examination. When all this has been carefully done, an

experienced man is really in a- position in which he can judge

with considerable accuracy of the labor w^hich is to be expected,

remembering that we are at present limiting ourselves to the

consideration of multiparas with definite mechanical difficulties.

(If the patient is in her second pregnancy, the attendant must

carefully estimate from the history and the present condition of

the soft parts the amount of subtraction from the difficulty

of her previous labor w^hich should be allowed for her primiparity

at that time; but if she has had more than one previous difficult

labor, this source of difficulty is removed.) After all this amount
of preparation, which is, however, no more than should be given

to the study of any important case, there are but few cases in

which a really experienced obstetrician cannot assign the patient

to one of two provisional classes : (a) That in which the degree

of mechanical difficulty, estimated in connection with the charac-

teristics of the patient and the history of the past labors, convinces

him that there is a fair chance of a spontaneous passage of the

brim. If in such cases this fails to occur, there should at least

be every probability of the delivery of a living child by the appli-

cation of the intrapelvic methods, and to such cases properly
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conservative surgeons will still apply the intrapelvic operations

;

or {b) the class in which there is little or no probability of a spon-

taneous passage of the brim and in which the only probable

choice is that between the different methods of operative deliv-

ery. Here there is always a possibility of hard pulling in the

intrapelvic operations, and how hard it may be no one can ever

tell. Here the maternal mortalities of the intrapelvic and pri-

mary abdominal methods are probably equal, the fetal interest

is clearly on the side of the section, and the chances of maternal

morbidity from injury are almost wholly confined to the intra-

pelvic side of the question. Here, then, the decision of the

question will be influenced largely by the mental makeup and

degree of experience of the individual consultant. Some will still

be influenced by tradition to the side of the painful, exhausting,

dubious and always uncertain intrapelvic extractions; more will

to-day decide in favor of the painless, safe and certain primary

Cesarean section, the results of which can be clearly forseen.

In multiparae with mechanical difficulties, who have had pre-

vious unfortunate labors, and from whom the easy cases have

been weeded out by painstaking study, I believe that there will

be in the future but few deUveries other than by the primary

Cesarean section.

In primiparas the absence of the history of past labors makes

the physical examination the more important element; but

every primipara should be subjected to the same careful study

of the vital and constitutional history for use in connection with

the physical examination. In the lesser degrees of mechanical

difficulty, the most obvious clinical division among primiparge

is that founded upon the age of the patient in connection with

the state of her soft parts. Primiparae of advanced age usually

have lingering labors, ownng to the less active condition of their

uterine muscles and the lessened dilatability of their cervices;

yet. in the absence of bony mechanical difficulty the majority

of them are in the end delivered by spontaneous labor, and where

delay is due to the condition of the soft parts alone, it can usually

be overcome better by early artificial dilatation than by any

other method. When, however, such women present, in addi-

tion to their unfavorable uterine muscles and cervices, even mod-

erate bony difficulties, the intrapelvic extractions are usually

extremely hard and are liable to be attended not only by ex-

cessive lacerations, but by frequent loss of the child. In such

cases, i.e., primiparae over thirty-five or thereabouts with rigid
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cervices and even slightly small or ill-shaped pelves, the chance

of spontaneous dehvery is so small and the percentage of fetal

mortality and maternal morbidity in the intrapelvic operations

is so large that with about even maternal mortalities as between

the two methods the primary Cesarean section is the better

operation. It is further to be remembered that in these elderly

primiparae the fetal chances are always of great importance to

the parents from the small likelihood of the mother's bearing

manv more children, and in this respect also the situation is

quite different from that of the primipara of twenty, who, even

though she loses one child, has yet the prospect of a large family

before her. Even in elderly primiparae, it is only in marked neu-

rasthenics of very low muscular and nervous endurance that the

primarv section should be ever considered in the absence of

bony obstacle.

In young, strong and elastic primiparae the question is a dif-

ferent one. Here, with only moderate tightness of bony adapta-

tion between the head and pelvis, the balance of a doubtful

decision should probably always lean toward the intrapelvic

operations, upon the basis that it is in such cases that we are

least able to predict with any safety whatsoever the probable

outcome of labor, and that the woman who has once gone through

a labor, and if necessary an intrapelvic operation, will have in

the future all the advantages of the multipara, both as regards

the condition of her soft parts and also in the acquisition of that

most useful of all guides—a knowledge of what her pelvic obsta-

cle amounts to from actual experience in a previous labor; while

she who is subjected to a primary Cesarean section as a primipara

remains effectively a primipara, with undilated soft parts and

with the same uncertainty about the actual problem in her

second pregnancy.

Primiparae, whether young or old, who have bony obstacle

of such marked degree as to render spontaneous delivery imposs-

ible or essentially improbable, are from their very primiparity

poor suhjects for the intrapelvic operations and fit subjects for

the primary Cesarean.

In summary, the positions which I wish to present to your con-

sideration are: that while the elective Cesarean section at the

beginning of labor has been demonstrated to have, when per-

formed under favorable conditions, no greater maternal mor-

tality than the intrapelvic operations at the time of their elec-

tion and a lesser fetal niortalitv, in combination with, upon the
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whole, lesser morbidities to both patients, the maternal mortality

of the section rises steadily in proportion to the length of labor

endured before its performance, while the maternal mortality

of the intrapelvic methods remains essentially stable until very

late in labor; that it is, therefore, for the interests of the future

of obstetrics that we should use every possible eifort to extend

the limits of our power of recognizing in advance those cases

which are to be necessarily operative.

That while mere routine measurement of the pelvis presents,

even when combined with estimation of the size of fetal head,

a very imperfect means of making such predictions in advance,

careful and, if necessary, repeated estimation both of the shape

and size of the individual pelvis, as well as of the vital and

muscular "staying power" of the patient, considered in connec-

tion with the past history in multiparae, will furnish predictions,

the accuracy of which will be even now surprising to those who
have not given special study to this point, and which may be

rendered greatly more efficient by systematic and general study

in the future.

That such work is not as yet within the powers of the general

practitioner, but should be decided by him only in consultation

with qualified obstetric experts.

That, in the present state of our know^ledge, in multiparae with

mechanical difficulties who have already had unfortunate labors,

the presumption is that such results will be duplicated unless

reason to the contrary can be demonstrated, and that such cases

should, therefore, be subjected to the favorable primary section.

That in elderly primiparae with mechanical difficulties and

liable to the lingering labors characteristic of such cases and in

whom, moreover, the present fetation is of especial value from

the comparative unlikelihood of future pregnancies, the balance

of choice should incline toward the more certainly favorable,

primary. Cesarean section.

That in young primiparae with moderate mechanical difficul-

ties and for whom the prospect of repeated pregnancies is good,

the balance of choice in the first labor should be toward the en-

durance of labor and the performance of the intrapelvic opera-

tions at the time of their election, should they prove to be neces-

sary, upon the understanding that future pregnancies in these

women will be treated upon the basis recommended for such

cases in multiparae.

65 Marlborough Street.
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PRESSURE CONDITIONS WITHIN THE ABDOMEN.*
BY

RICHARD R. SMITH, M.D.,

Grand Rapids, Mich.

(With Illustrations.)

Investigation into the question of pressure conditions within

the abdomen has not been as extensive as the importance of

the subject would seem to demand. To the gynecologist and

obstetrician the theme is, perhaps, one of theoretical rather than

practical interest, and yet it seems quite necessary in considering

many and various pelvic and abdominal conditions that our ideas

in regard to it may be clear. This is perhaps particularly so in

discussing uterine displacements and the mechanism of labor

—

matters we will not enter into here except to suggest a more accu-

rate application of the facts brought out. The obstacles attend-

ing experimental work in this direction are apt to be great and

sometimes apparently insurmountable. Every real advance

in our knowledge of the subject, however, has been made only

in this directway or by means of clinical observation. To be sure,

a concise knowledge of certain laws is necessary to a proper under-

standing, but the conditions are so complex that one is easily

led into error if he depends alone upon his knowledge of physics.

In fact, the application of such laws to one's theories has resulted

in about as many mistakes as purely theoretical speculation.

When, for example, Meyer asserts that so-called negative pres-

sure cannot exist within the abdomen because the abdominal

w^alls are elastic and would meet at once any such difference of

pressure, he did not take into consideration that all the w^alls

are not elastic—a circumstance which materially affects the re-

sults. Much that has been taught has been erroneous. Bar-

rett, in a very recent article, points out a number of such errors

and pleads for more accurate teaching along this line. Among
the grossest of these in the literature of the past may be noted (a)

the so-called retentive power of the abdomen—a theory that at-

mospheric pressure upon the abdominal walls (and perineum)

is a factor in the maintenance of the pelvic organs in a proper

position and (6) that the uterus is held in anteversion because

*Read at the meeting of the American Gynecologic I Society, Philadelphia,

May 26-28, 1908.
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of the inability of two peritonei surfaces (bladder and uterus)

to leave one another. With the advance of gynecology and

obstetrics and the recourse to direct experiment and observation

rather than to theory, our ideas on this subject have also been

bettered. A reference to a few of our latest text-books shows

neither of these factors mentioned as having to do with uterine

support (Bovee, 1906, article by Goffe ; Dudley, 1904; Hirst, 1905;

Kelly, 1906, Kelly-Noble, 1907; Reed, 1901 ; Veit, 1907, article by
Kiistxier). Ashton, 1906, however, speaks of the retentive power

of the abdomen. This teaching seems to have come from Dun-

can (1865), who has been extensively quoted. Many text-books,

even very recent ones, in considering the etiology of displace-

ments of the uterus, speak of intraabdominal pressure much as

though it were the direct downward pressure of a solid body.

Few have attempted to take up the matter in detail. Kiistner

(Veit's Handbuch), however, devotes a short chapter to it.

Even in the literature devoted exclusively to the subject, the term

"abdominal pressure" seems to have led to a definite conception

of an ever-present and universal positive pressure independent

of conscious muscular strain. This use of the term has led to

some rather interesting and energetic controversy. The term is,

perhaps, rather indefinite, but hard to avoid. Certainly in our

text-books it is commonly meant to signify that pressure brought

about by contractions of the muscular walls of the abdomen, and

in this sense, at least, has a legitimate use. We shall use the

term wdthout further apology, hoping that the context will ex-

plain its intended meaning.

My purpose in this paper is to set forth, as briefly and clearly

as possible, the main points of w^hat has already been accom-

plished toward a better understanding of the subject and to plead

for greater accuracy in the application of the facts as they exist.

My own observations are limited to a considerable number of

informal clinical investigations and experiments made during

the past few years.

Let us describe in brief the conditions with which we have

to deal: The abdomen is an air-tight cavity, lined with a

smooth membrane, the peritoneum, and filled with organs covered

in the same way and permitting of great freedom of movement
and change of position. The hollow organs have muscular walls

of their own which produce special pressure conditions not to

be dealt with in detail here. Some of the walls of the cavity are

rigid, some distensible, so that a very considerable change in the



244 smith: pressure conditions within the abdomen.

form and volume of the cavity is readily permitted. The poste-

rior wall is fairly rigid and allows of but little movement and

change in form. Above, is the so-called thoracic abdomen, the

walls of which are noncollapsible, but do permit of considerable

contraction and expansion. Between the abdomen and thorax

is a thin muscular partition, the diaphragm. Beyond the dia-

phragm, the elastic lungs, tending always to draw the diaphragm

upward. Below is the pelvis, bordered on four sides by rigid

walls. Its lower outlet is closed by a strong wall of fascia and

muscle which gives a little under strain. Great change in the

form and position of the abdominal contents is permitted, chiefly

through the expansive anterior wall, composed also of muscle

and fascia. The solid organs, including the uterus in non-

pregnant state, lie protected from injury in the less collap-

sible portions of the abdomen (the pelvis and thoracic abdomen).

Their attachments allow of some considerable, but still rather

limited, change in position. The attachments of the intestines, on

the other hand, permit a much greater range. They commonly

occupy the central portions of the abdomen, but readily retract

into the pelvis or lateral fossae when occasion demands. This is

especially so of the small intestine. The middle portion of the

abdominal cavity, by means of its flexible anterior wall, is capable

of a wide range of capacity. When the alimentary canal is empty

the anterior and posterior walls may be found in thin subjects

lying in close proximity, or they may lie far apart, enlarging the

cavity to take care of the increase of volume due, most commonly,

to filled intestines, the bladder, pregnancy or some pathological

condition. Under such pressure conditions as exist within the

abdomen, there is never, of course, a vacuum. The contents

fill the containing walls completely. The organs lie one upon

another or on the walls with which they come in contact. The

volume of the abdominal contents cannot be very largely varied

by the differences of pressure which exist under ordinary con-

ditions. The solid and .fluid contents are almost absolutely

incompressible;* the gas alone is capable of it. When we

* It might be well to add that straining at stool, lifting, and straining in parturi-

tion cause a sustained positive pressure of high degree, and a consequent forcing

of blood and Ivmph already in large abdominal vessels into the thorax, but a

blocking of anv further entrance of venous blood or of lymph into the abdomen,

thus backing it up in the veins of the lower extremities. A little diminution of

volume would be thus produced. An exception may be found upon the upper

surface of the diaphragm within the pleural cavity where pressure is always di-

minished, owing to the elasticity of the lungs. The diapliiagm forms, of course,

one of the walls of the abdomen.
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consider that this gas is already under an atmospheric pressure

of about ten meters water column and that (according to Boyle's

law) "at a constant temperature, the volume of a given amount
of gas varies inversely to the pressure to which it is subjected,"

we may readily see that even under extreme over-atmospheric

conditions, say of one and one-half or two meters water column,

that the volume would be diminished but a small fraction.

Atmospheric Pressure.—Upon the walls of the abdominal

cavity, as well as upon the body and objects elsewhere, there is

constantly exerted the pressure of the atmosphere equal, say,

to about ten meters water column, or, more familiarily speaking,

sa}", between fourteen and fifteen pounds to the square inch

(reckoned also as 1033 grams per square centimeter). If the

TL,./

abdomen were a vacuum, it v^^ould, of course, be crushed.

However, this is met by an atmospheric pressure equal in degree to

that outside. In an open glass of water the pressure within

and without are the same. The simple act of closing the glass

with a membrane does not disturb the balance, but simply makes

possible certain phenomena by preventing under circumstances

a perfect balance of in and outside pressure. (Fig. i.) In

the abdomen any variations from this normal equilibrium are to

be explained by factors to be enumerated later.* By positive

* We may, of course, artifically vary the external pressure by high altitudes, air

chambers, etc., but for purposes of simplicity we will speak only of ordinary at

mospheric conditions.
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pressure we mean, of course, over-atmospheric pressure and by

negative pressure we mean an under-atmospheric pressure.

FACTORS which RAISE OR LOWER ATMOSPHERIC PRESSURE WITHIN

THE ABDOMEN.

I. If we place a normal woman in a horizontal dorsal position

upon a table and there is no voluntary straining of the muscles,

the pressure just beneath the anterior abdominal wall will be

almost the same as outside—the balance is almost exact (Fig. 2).

I say directly underneath the abdominal wall because in deeper

portions a positive pressure will be indicated, a matter to be dis-

cussed later. That this balance is almost exact can be demon-

strated in a number of ways. First, by experiments on animals.

Fig II

Hermann has passed into the abdominal cavity of dogs and to a

point just beneath the abdominal wall a trocar connected with

a monometer. The same experiment has been carried out also

by Qurin and Kelling. Only the slightest differences of pressure

have been noted; at the most, perhaps, one or two centimeters

water column. The same fact may be demonstrated upon the

operating-table. If our patient, likewise in the horizontal dorsal

position, is relaxed when the abdomen is opened, the viscera

will protrude but little, if at all, and there is no inward rush of

air. Should the former take place, we conclude that she is

straining. It might be argued that these conditions were abnor-

I
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mal, since the subject is under an anesthetic. On a number of

occasions I have repaired, without anesthesia, an abdominal wall

ruptured during the convalescence from operation : the viscera

were easily returned to the abdomen and showed no tendency to

protrude unless the patient were straining. Again, if one exam-

ines, in this same relaxed, dorsal horizontal position, a patient

with a ventral hernia, he will find the sac relaxed. All of these

facts easily disprove any idea of a constant special positive

pressure within the abdomen such as we find argued by Schatz

in his classical monograph upon the subject, published thirty-

five years ago. This same idea has been very prevalent. Schatz

was led to this conclusion by a series of experiments he made
upon himself. He inserted an incompressible canula into the

rectum and connected the same with a monometer. He noted

the higher readings due to upright positions of the body, but

ascribed them to differences of muscular tension and not to hy-

drostatic pressure. It has been shown by Braune and Kelling

that intraabdominal pressure is not increased by the eating of

food, a full bladder or large rectal injections of water. ^^loritz

and Hermann have examined a large number of pregnant women
near full term and have noted no, or only insignificant, differ-

ences of pressure. Kelling, on dogs, has shown that the volume

of the abdominal contents might be increased loo per cent, with-

out any distinct rise. In obese animals it is found that the limit

is reached earlier than in thinner ones. The volume of the

abdominal contents may then be increased by almost any phys-

iological condition with insignificant, if any, rise of pressure.

Once these limits are reached and the walls put upon a stretch,

the pressure rises rapidly. In this connection, the results of

Hamburger are of interest. In the course of a series of experi-

ments on dogs to determine the effect of abdominal pressure on

absorption in that cavity, he found that when such pressure was

raised about 30 cm. water column that absorption was diminished

and the blood pressure rapidly fell. Above 40 cm. w^ c. serious

symptoms or death were produced if not immediately relieved.

In pathological conditions Hermann has found that tumors of

considerable size and moderate amounts of ascites were attended

by no increase in the abdominal pressure. This, of course, varies

in different subjects. Qurin found that ascites causing any

marked increased pressure was attended by dyspnea and other

serious symptoms. In other words, there seems to be a marked

tendencv to maintain the abdominal cavitv at or near a balance
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of atmospheric pressure, and we may presume that the functions

are best maintained in this way.

2. The abdomen has often been compared to a vessel contain-

ing a viscid fluid. If we do not carry it too far, w^e are justified

in the comparison and may note in a series of most important

phenomena the laws which govern fluids. We may bear in mind
the following:

First.—The downward pressure of a liquid is proportionate to

its depth and density (Fig. 3).

<^

++

Ti^f/f. Fis IV

Second.—Fluid pressure at a point of a fluid at rest is of the

same intensity in all directions (Fig. 3).

Third.—Pressure applied to anv area of an inclosed fluid is

transmitted in all directions and without diminution to every

part of the fluid and of the interior of the containing vessel (Figs.

4 and 5).

If we compare the abdomen to a vessel containing a liquid, we
would suppose that if we were to measure the pressure at the

bottom of the cavity we would find it greater than at higher levels

or, to put it in another way, if we measure the pressure in the
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pelvis, in an upright position of the body, we would find it lessened

when we change such position. All experiments made to deter-

mine this point go to show that such is a fact. Exact figures

cannot be obtained in the rectum and bladder, for special con-

ditions prevail, owing to their muscular walls; measurements in

the stomach are still less exact, because of the irritation of the

tube. When sufficiently extensive and when comparative, they

are of value in determining gross results. Hermann, for example,

in experiments made on eleven patients, showed a positive rectal

pressure in the upright position, varying from 16-34 cm. water

column. In eleven others in the knee-chest position, he showed
a negative pressure varying from —2 to — 14 cm. In his experi

ments on dogs, he inserted a canula connected with a monometer
into diff"erent parts of the peritoneal cavitv, varied the position

of the animal and noted the readings. He showed clearly that

higher readings were obtained at lower levels. Such increase is

undoubtedly due to the weight of the superimposed organs.

(As in the graduate. Fig. 3.) These results may be determined
on the human subject in a number of other ways. In the upright

position the bulging of the perineum and lower abdominal wall,

the extrusion of herniae or of a prolapsed uterus may all be used
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as demonstrating the increased pressure at these points. It

disproves the old idea that the abdominal organs are altogether

supported by their ligaments and mesenteries, but does not

by any means definitely demonstrate that all such weight is borne

by the exposed walls. The matter is complex. Measurements

taken from the hollow organs lack the necessary accuracy to deter-

mine the point. The density of the total volume of the abdomi-

nal contents varies with the amount of intestinal gas present,

and we have not as yet figured on a possible supporting influence

from a negative pressure in the thoracic abdomen due to its rigid

walls. The latter point will be shortly discussed.

3. That an under-atmospheric or negative pressure may exist

in the parts uppermost at the time in the abdomen may be de-

monstrated in a number of ways. A simple laboratory experi-

ment will illustrate the idea (Fig. 5). Let us close the small end

«^^^

Trg W

r,^ H

of a funnel with the thumb, fill it with water, close the larger

end with an elastic membrane and reverse it. In the upper por-

tion we have an under-atmospheric pressure due to the weight

of the w^ater column beneath and which is shown by withdrawing

the thumb, when the membrane bulges and the air rushes in.

Another experiment, probably more nearly approximating the

real condition can be rnade by closing either end of a vessel with

elastic membrane (Fig. 7). The contained water sinks, negative

pressure is produced in the upper portion, as can be shown by

the indented membrane. The same thing is shown by the com-

mon experiment of reversing a vessel in an open dish as in Fig. 8.

Hermann, in a series of experiments on animals, has shown that
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in certain positions of the body a pressure may exist in the parts

which are uppermost in the abdominal cavity, provided such part

are rigid enough to resist the pressure of the atmosphere. He
suspended from the shoulders dogs which were anesthetised or

freshly killed and passed into the upper abdomen a canula con-

nected with a monometer. A slight under-atmospheric pressure

was noted. He also placed the dogs horizontally, ventral wall

down, with the weight supported by the thorax and pelvis,

the anterior wall hanging free ; a negative pressure was noted in

the lumbar region. This matter is every day demonstrated in the

human subject (Fig. 9). With the woman in the knee-chest

T^^m.

position, and relaxed, the weight of the viscera carries them to-

ward the diaphragm. The walls of the pelvis are rigid. That a

negative pressure exists within is shown by releasing one of the

muscular sphincters with a speculum. Air rushes in to fill the

rarified space. Again, one may demonstrate the same phenom-
enon on the operating-table. If the patient is placed in the

Trendelenberg position, with muscles relaxed, and the common
subumbilical incision is made, the moment the peritonneum is

incised, the air rushes into the abdomen to fill the space under

less tension.

The question whether in the upright position an under-atmos-
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pheric or negative pressure may exist in the upper abdomen is one

which has not been very clearly demonstrated in the human
subject, and yet everything would point to its probability.

Hermann, in his animal experiments just cited, found such a

condition in eight dogs ranging from— i to— 9 cm. water column.

Mathes argues that since in the pleural cavity we have a negative

pressure varying from — 8 to — 40 cm. water column (ex- or in-

spiration), that on the lower side of the diaphragm a similar

negative pressure obtains when it is at rest or passive. Under

such conditions a balance of pressure, namely, a negative pressure

on either side of the diaphragm, is obtained in the upright posi-

Fig IX

tion, the weight of the abdominal organs opposing the upward

tendency of the diaphragm and maintaining equilibrium. Hasse

in experiments on cadavers, shows that in the upright position,

if the abdomen is opened and air takes the place of the viscera,

that the diaphragm moves distinctly upward.

4. The effect of respiration upon abdominal pressure has been

investigated by a large number of observers with varying results.

We may distinguish two types of breathing—the diaphragmatic

and the costal; ordinarily it is mixed. In the diaphragmatic

t^^pe abdominal pressure is slightly raised by inspiration ; with

the costal, it is slightly lowered. The change in form of the

cavity is considerable, the increase and decrease of pressure but

slight, at least in ordinarv breathing. Mathes, in five women,
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showed, by means of a colpeurynter in the vagina connected with

a manometer, that in the prone position pressure was raised in

inspiration; in the standing, sHghtly decreased. He argues,

therefore, that the costal type prevails in women while standing

and that the diaphragm is passive. In the prone position the

conditions are reversed—the diaphragm is active the ribs more

or less inert. From his measurements we may assume that such

raising and lowering of pressure is in ordinary breathing moder-

ate. Deeper breathing causes greater waves, his investigations

would show also that it is greatest in robust individuals. Mathes

argues, however, that the thoracic abdomen, because of thoracic

negative pressure and consequent tendency of the diaphragm to

move upward, plays a most important part in the support of

the viscera. His argument is a strong one and lacks only actual

demonstration in the human subject. A number of arguments

might be brought to bear against it, I mention it as having a

strong bearing on the subject and because of probable truth con-

tained in it.

5, A most important component—perhaps for practical pur-

poses the most important—is the pressure produced by the

contraction of the abdominal muscles. Coughing, sneezing, de-

fecation, labor and many movements of the body produce within

the abdomen a positive pressure which may reach one, or even

two meters water column. Such is to be added, of course, at

any point in the abdomen to that pressure already existing there.

It is sufficient, even when comparatively mild, to at once wipe

out any negative pressure existing. One has only to cite the

annoyance caused by the straining of the patient in making rectal,

vaginal or bladder examinations in the knee-chest position. It

plays a most important part in a number of bodily functions and

is of prime importance in the mechanism of labor. Acting ac-

cording to the law of hydrostatics already laid down, this pres-

sure is transmitted in all directions and without diminution to

every part of the contents and the interior of the abdomen.

As stated in the beginning, my object in this communication

was to analyze briefly the principles and facts as we know them

in regard to pressure conditions within the abdomen. There are

many important matters still unsettled. It would be desirable,

for instance, if we could know just what proportion of the weight

is borne by the various components which give the different or-

gans support, and pressure conditions are intimately connected

with the question. It is to be hoped that there will be less in-
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discriminate teaching in regard to the effect of pressure upon the

position of the uterus. The teaching, for example, that abdomi-

nal pressure acts only on the posterior wall of the uterus in ante-

version, and only on the anterior wall in retroversion, is open at

least to serious doubt. It must act on all surfaces alike that are

not protected by intervening structures. The pliable bladder

may easily transmit the pressure to such portions of the anterior

uterine wall as lie beneath the peritoneum. What has been ac-

complished for our better understanding of pressure conditions

within the abdomen has come, almost entirely, from painstaking

experiment. The matter is too complex to make any other

course safe, and it is to be expected that further substantial

facts will be gained only in the same way.

RESUME.

1. Atmosphere pressure within and without the abdomen is

almost exactly balanced, any variations at any point being

caused by factors to be enumerated. There is no special uni-

versal positive pressure which has so frequently been assumed.

Physiological increase or decrease of A^olume is attended by insig-

nificant or no changes in pressure—the balance is practically

maintained. A marked increase of volume from pathological

conditions often takes place without disturbing the balance ; this

varies in different subjects.

2. Hydrostatic pressure at any point within the abdomen varies

with the position of the body and the depth of the superimposed

organs.

3. Negative pressure at uppermost points is possible under

certain conditions where the walls of such uppermost points are

rigid. In the upper abdomen in the upright position a negative

pressure may exist which has more or less to do with the support

of the viscera.

4. Respiration causes small waves of pressure.

5. Coughing, sneezing, defecation, labor and many move-
ments of the body cause a very marked increase of intraabdomi-

nal pressure by contraction of the muscles in the abdominal walls.

Such pressure is transmitted in all directions and without dimi-

nution to every part of the contents and interior of the abdomen,

6. The facts as brought out in the paper should be applied to

the problems of gynecology and obstetrics with greater accuracy

than in the past.
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FOREIGN BODIES LEFT IN THE ABDOMINAL
CAVITY AFTER OPERATION.

BY
PALMER FIXDLEY.

Omaha, Nebraska.

In former years, the ahjdominal surgeon was seriously dis-

turbed by well-grounded fears of secondary hemorrhage and

sepsis, but surgery has mastered these problems to a large degree

and they are little feared and seldom experienced. Now it is the

thoughts of the sponge that disturb the night's repose when the

report comes that something has gone wrong with our patient.

As with the shade of Banquo, the subject will not down. No
matter how confident the operator may feel in his safeguards, he

can never rid himself of the feeling of uncertainty as to the pos-

sibility of leaving a sponge or an instrument in the abdominal

cavity.

In reviewing the literature and in talking with surgeons one

is impressed with the great diversity of precautionary measures,

and yet it is doubtful if any are infallible.

It is usually in the difficult cases requiring a great number of

sponges that the accident occurs, and it is in just such cases that

any routine practice may miscarry.

In 1899, Neugebauer collected 108 cases of accidental leaving

of foreign bodies in the abdominal cavity {Zent.f. Gyn., 1904, No.

I
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3, and Monat. f. Geb., vol. xi, Xo. 4). He has since made addi-

tional reports; the last appearing in the Archiv. fur Gyndkologie,

1907, Band Ixxxii. The total number of cases reported by

Neugebauer now number 236. He refers to the unfortunate

consequences in case suit is brought. When the court absolves

the surgeon from legal responsibility, there is yet the sacrifice in

loss of time, loss of practice and moral depression.

Schauta says that every suit brought against a surgeon for the

leaving of a foreign body in the abdomen is equivalent to convic-

tion, because the surgeon is discredited in the eyes of the public.

The following case is in point

:

Dollinger, of Budapest, removed a sarcomatous growth from

the abdominal cavity. Fifty artery clamps were used in the

operation, but these were not counted. The operation was hur-

ried because of the depression of the patient. Patient remained

in the hospital twenty-three weeks. Two years later she became

pregnant and in the second month of her pregnancy an abscess

developed in the scar of the abdominal incision. Shortly after

the birth of the child, v»hich was at full term, a fistula opened in

the scar and in the fistula an artery forceps was found. She was

taken to another hospital where the forceps was removed. Dol-

linger was held responsible in damages. The public press took up

the cry, comic papers made capital of it and pamphlets on the

case were sold at cigar-stands. This went on for a year. The

court decided for the defense. Though acquitted before the law,

the surgeon was convicted in the eyes of the public. Dollinger

afterward stated that the case consumed all his time for thirteen

months, during which time he was so disturbed in mind that he

was wholly unfit to do scientific work. Some of his critical col-

leagues worked to his detriment and the harm done by the public

press was irreparable.

Dollinger asks: "What can we do to protect ourselves against

such blackmail?" In the absence of international jurisdiction,

it is impossible to come to mutual agreement. It is not the ver-

dict that we are so much afraid of as the abuse of press liberty

and sensational reports.

For the purpose of emphasizing the possible occurrence of this

accident in the hands of the most skilled of surgeons, of showing

how the accident may occur, and what the penalty to patient and

surgeon, the following cases are briefly recited. These records

are taken from already reported cases. Some of them have been

given me by my colleagues for the purpose of making this report.

5
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Amann, of Miinchen, proceeded to operate on a case for a

fibroid of the uterus that had been operated on in America eigh-

teen months previously. The fibroid proved to be a pear-shaped

mass on the fundus of the uterus composed of an inflammatory

exudate surrounding a gauze sponge. Recovery followed its

removal.

Van IMarter and Carson reported in the Amer. Jour. Obst.,

1904, two full-term ectopic pregnancies, in one of which a

gauze tampon was expelled through the rectum seventy-five days

after the operation. The gauze measured thirty-six by eighteen

inches. There was no temperature in this case, but the pulse was

rapid and the patient complained of abdominal pains and con-

stipation. After the expulsion of the gauze recovery was rapid.

Eckstein performed a laparotomy for the removal of an ovarian

cyst. A stitch infection appeared on the ninth day. This

cleared up promptly and the patient was apparently well for one

year, at w^hich time she complained of pain at a point one inch

above and to the right of the umbilicus. Three months later a

fistula opened at this point and through the opening a small strip

of gauze was removed. Recovery was speedy. The count of the

sponges was correct, but the lost strip was loose in the folds of a

gauze pad.

Allison, an English surgeon, reported a case in the Lancet of

February 16, 1901, in which a man of forty-nine years had been

operated eight and one-half years previously for an internal in-

carceration. He found a metallic foreign body protruding

through the abdominal wall on the right side and immediately

above Poupart's ligament. It was recognized as an artery clamp.

The man refused an incision and the surgeon removed only the

point of the instrument. Later the patient returned with half

the forceps which found its way out, but at the time of making
the report he was still carrying the remainder of the forceps in his

abdominal cavity.

Gruzdew {Zent. f. Gyn., 1906, No. 46) recorded the case of a

woman of fifty-eight years who presented herself in his clinic with

a foreign metallic body protruding through the abdominal wall.

On vaginal examination, the handle of the instrument was felt in

the cul-de-sac of Douglas and was removed per vaginam. Re-

covery was rapid. The instrument was a clamp 20 cm. in length

and was partially covered with white connective tissue.

Hedlund {Hygiea, 1904, No. 9) removed a Pean forceps from the

abdomen of a patient who had been operated six years before for
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a myomatous uterus. She was apparently well two years after

the original operation. Then followed disturbances of the

stomach for four years. Ilius developed six years after the

initial operation, when Hedlund removed a Pean forceps that had

perforated the small gut and was buried in adhesions. The
patient died in forty-eight hours from uremia. The autopsy

revealed a contracted kidney, but no peritonitis.

Janczenski, after ten years of careful work in abdominal sur-

gery, removed a pyosalpinx and ovarian cyst. It was a difficult

operation because of adhesions. Both vaginal and abdominal

drainage was established. A pad of gauze placed over the vis-

cera while sewing the peritoneal incision was forgotten. Con-

valescence to the fourteenth day w^as normal and the stitches

were removed; the patient left her bed. On the twenty-first day,

the wound opened and the gauze pad which had remained sterile

presented at the opening. After its removal the wound closed

promptly.

Kiister, of Breslau, removed a cystic tumor of the pancreas.

It was a difficult, bloody operation. The basal part of the cyst

was stitched into the abdominal incision. Convalescence was

slow. Six weeks after the operation, a tender spot appeared at

the upper end of the incision. This was incised and a small

forceps removed. Recovery followed, though slowly.

Poten, of Hanover, removed a large adherent ovarian cyst.

Large areas of peritoneum were stripped from the abdominal wall

in the removal of the cyst. Bleeding from the raw surfaces was

controlled by a long strip of gauze; this was forgotten. A stitch

abscess developed and in this abscess the end of the gauze roller

presented. Removal of the gauze was followed by a speedy con-

valescence.

H. P-iese (Archiv. f. klin. Chir., vol. Ixxiii) lost gauze compresses

in two cases out of a total of 900 laparotomies. The first was an

intraperitoneal nephrectomy. For several days there was evi-

derijce of peritoneal involvement, then convalescence progressed

satisfactorly for a month. At the end of this time pain and fecal

vomiting set in and a tumor the size of a man's first was located

to the left of the umbilicus. An incision was made over the

tumor and there was removed a gauze strip one metre long.

Recovery followed.

The second case of Riese was a tubal pregnancy, a ditlicult

operation. Convalescence was uneventful. Three years and

ten months later the patient returned to the hospital complaining
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of abdominal tenderness, constipation and a sensation as of a

foreign body in the abdomen. At the left of the uterus was

found an ovarian cyst and above this was a cyst the size of a

billiard ball, the contents of which was a sterile gauze sponge.

Riese recalled another case where the woman, after an abdom-
inal operation, pulled from her mouth a piece of gauze and

claimed that it had been left in the abdomen by the operator.

vSuit for damages was brought. Riese was called before the

state's attorney for explanation. The impossibility of such an

occurrence was impressed upon the state's attorney and the case

was dropped.

J. Veit reported a case to the Berlin Obstetric Society in which

a vaginal hysterectomy was performed and a rubber tube was

left for drainage. The tube was forgotten and four and one-half

months later was passed by the bowel.

A similar case was also reported by Veit in which a rubber

tube was passed through the bladder and urethra. {Zeitsch. f.

Geb. u. Gyn., Bd. xii).

Winter {Zeitsch. f. Geb. u. Gyn., Bd. li, H. i, 1904, S. 170) re-

moved a myomatous uterus. It was a difficult operation.

There was considerable hemorrhage, and compresses were used to

control the oozing of blood. Three weeks later death occurred

from an embolus emanating from a thrombus in the iliac vein.

Over this vein was a foul-smelling compress.

Waldo, of New York, reported a case in which a strip of iodo-

form gauze remained two years in the abdominal cavity. It was

removed and recovery followed.

Stewart Fergusen {Australian Med. Gaz., Sept., 1906) reported

a case in which an ovariotomy was performed, and ten and one-

half years later a forceps was found in the left iliac fossa which

had caused local pain and bladder disturbances. It had ulcer-

ated into the bowel. The forceps was removed and intestinal

anastomosis performed and recovery followed.

Le Gende {Gaz. des Hasp., May 13, 1906) reported a case in

which a forceps was left in the abdominal cavity during a period

of six years when death occurred. The autopsy revealed the

forceps, which had caused an abscess formation and necrosis of

the bowel.

In the Russian J. of Obst. and Gyn., March-April, 1906, is re-

corded a case in which an artery forceps was left in the abdominal

cavity. Necrosis of the bowel occurred, requiring resection of

the bowel. Recovery.
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Essen-Moeller reported the case of a woman, sixty-six years of

age, from whom a cancerous ovary was removed. An artery

clamp vv^as left on a bleeding vessel, coils of bowel covered it and

it was forgotten. Death followed symptoms of ileus. In the

postmortem examination the forceps were found to have per-

forated the bowel.

Sippel, of Frankfurt, removed a broad ligament tumor. A
gauze compress was used to control the hemorrhage. An ab-

dominal drainage of iodoform gauze was used and removed on

the following day. Six weeks later the forgotten compress was

discharged through the bowel.

Th. Landau operated a case of extrauterine pregnancy {Berlin,

klin. Woch., No. 32, 1906). Six years before, this patient was

operated for an ovarian tumor and eighteen weeks subsequent

to this operation a towel was removed from the abdomen.

W. Stoeckel {Zent. j. Gyn., No. i, S. 1-5, 1907) reported a case

in which a gauze sponge was left in the urinary bladder. The

bladder had been injured accidentally in an abdominal operation

and this sponge had been placed in the wound. Bladder tenes-

mus and turbid urine called for a cystoscopic examination, and in

this manner the gauze was located.

MacLaren, of St. Paul, in writing of "Personal Surgical Er-

rors" (/. A. M. A., vol. xlix. No. 3) reported four cases:

Case I.—Ovariotomy and ventrosuspension. Gauze sponge

left in peritoneal cavity; expelled by the rectum ten days later;

recovery. The sponge occasioned obstinate constipation, pain

and a temperature reaching 101° F., until the sponge was ex-

pelled through the bowel.

Case II.—Hysterectomy. Immediate recovery; later persist-

ent pain and tenderness in pelvis, with formation of tumor in

right loin at end of two years. Abdomen opened and artery

forceps found imbedded in adhesions, omentum and ulcerated

bowel. The point of the forceps lay within the appendix, the

handle in the lumen of the cecum, the middle of the shank trans-

fixed a coil of the ileum. The cecum was opened to remove the

forceps, the adherent coils of bowel were separated and the

openings into the bowel were closed with catgut. Recovery was

perfect.

Case III.—Vaginal section for pelvic suppuration. Gauze strip

left in wound. Strips of iodoform gauze were used to control

hemorrhage from the vaginal walls. Because of secondary

hemorrhage, the case recjuired two subsequent packings. After
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returning home an odorous discharge from the vagina incited

the patient to make a digital examination. Her search was

rewarded by the finding of a strip of iodoform gauze, for which

she was rewarded handsomely by the operator, though admitting

that it was not his fault.

Case IV.—Hysterectomy. Tape sponge left in the abdomen.

The operation was bloody. The count of the sponges and in-

struments was reported correct. At the postmortem examina-

tion on the fourth day, following the operation a tape sponge,

twelve inches square, was found rolled into a ball under the liver.

No other cause of death was discovered.

Macl^aren speaks of having witnessed two postmortem exami-

nations when an interne in a New York hospital, where the leav-

ing of sea sponges caused general suppurative peritonitis. He
observes that in these later days when gauze sponges have re-

placed sea sponges the mortality of these cases is much lessened.

He has knowledge of ten cases where sea sponges were left in the

abdominal cavity, and in nine of this number death ensued from

general suppurative peritonitis; in the tenth case there was a

localized abscess formation.

It is of interest to note the various safeguards adopted by sur-

geons. Colmann recommends that the compresses have a tape

attached to the free end that is long enough to tie to the leg of the

operating-table and after using they are to be dropped to the floor.

Fisher, in the Annals of Surgery, 1908, proposes a linen tape,

three to four feet in length, armed at one end with a needle by

which the compresses are transfixed on the tape. A piece of

lead weighing a half-pound is attached to each pad to prevent the

pads from being lost in the coils of bowel.

Gruzdew, at the completion of the operation, irrigates the

abdominal cavity with sterile normal salt solution and then

passes his hand over all parts of the viscera in search for sponges

and instruments.

Fritsch sews on each compress a long black thread which hangs

out of the wound and over the side of the operating-table.

Kruitchmann marks his sponges in Roman and Arabic num-
erals and in letters as follows: I, II, III, IV; i, 2, 3, 4,; a, b, c, d.

After using, the sponges are placed on the floor by a nurse in the

order as marked.

Mikulicz attached a long thread to each compress and on the

end of the thread he strings a glass ball which hangs over the

side of the operating-table.
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Rossel attaches to each compress a tape 20 cm. long at the end

of which is a sinker weighing three grams.

My own method is as follows:

Three sizes of gauze sponges and compresses are used; a roll

five yards long and four inches wide and six plies in thickness

;

second, a compress one yard long, eight inches wide and three

plies in thickness; third, tufts of gauze so folded as to infold all

edges to prevent loose threads or layers of gauze from rubbing off

on the viscera. To the free ends of the rolls and compresses is

sewed a tape twelve inches in length and to this tape is attached

an artery clamp. From the time the abdomen is opened to its

closure no sponge is handed the operator or assistant without a

sponge holder in the form of a long clamp.

Before sterilizing the rolls, compresses and sponges, they are

counted three times by two nurses, then wrapped in towels and

the number marked with indelible ink on the wrapper.

Before these sponges are removed from their wrappers all loose

sponges about the operating-room are removed. The sponges

and compresses to be used in the operation are then counted by

the clean nurse and the assistant. This count is made separately

to avoid the possibility of error, and the number is then placed on

a slate. If additional sponges are required in the course of the

operation they are to be counted and added to the number on the

slate.

The soiled sponges and compresses are thrown into a receptacle

from which they are taken by the nurse in attendance and ar-

ranged in parallel rows on the floor in order that the count may be

facilitated at the close of the operation. While closing the peri-

toneum, the assistant and clean nurse count the sponges and com-

presses, and if the number corresponds with that on the slate the

wound is closed; if not, search must be made for the missing

sponge. The clamps, forceps and scissors are also counted prior

to the opening of the abdomen and before the incision is closed.

Observance of these rules has twice saved me from the loss of

a sponge in the abdominal cavity. In both these cases the count

showed one sponge missing after the peritoneum was all but

closed. The stitches were removed and the sponge found in the

pelvis. In another instance it did not save me from the grievous

error. In the course of the operation I cut a roller in two and

called the attention of the assistant and nurse to the fact. At the

close of the operation they reported all sponges and compresses

accounted for and the abdomen was closed. Ten davs later I cut



264 findley: foreign bodies left in the abdominal cavity

clown upon a swelling in the left lumbar region and removed a

strip of gauze five feet in length. Convalescence was satisfactory

after the removal of the gauze. It is needless to remark that

thereafter I have cut no more compresses.

The following reports of cases which have been settled in court

will be of interest in showing the temper of the court in these

cases.

Dr. Mary Thorne, of England, was sued for leaving a sponge in

the abdomen. She was fined twenty-five pounds. The defense

claimed that the responsibility rested with the nurse whose duty
it was to keep track of the sponges, claiming it to be the sole duty
of the surgeon to devote her attention to the patient. The jus-

tice recognized the skill of the surgeon, but the question under
consideration had reference to the want of due and reasonable

care and superintendency in the counting of the sponges. The
second question involved was; Was Mrs. Palmer, the nurse, em-
l)loyed by the defendant to act as an assistant in the operation?

Third, Was the nurse guilty of negligence in counting the

sponges? Fourth, Was the counting of the sponges a vital part of

the operation which the defendant undertook to see properly per-

formed? Fifth, Was the nurse under the control of the defendant
during the operation?

The jury answered all these questions in the affirmative. The
damages were assessed at one farthing. The justice returned the

jury and a second judgment was rendered for twenty-five

pounds.

Prof. Pior Foa, of Turin, operated a case for gall-stones. The
wound was left open and packed with gauze. The next day part

of the gauze was removed by the operator and the case was then

placed in charge of the interne. Patient improved, but an un-

favorable prognosis was given. Later he was removed from the

hospital. Soon pain, dyspnea and temperature set in. The
wound closed, leaving two fistulse, through which a strip of

gauze was detected by a second physician. The patient died. At
the postmortem examination two litres of pus were found in the

abdominal cavity, together with a gauze pad 70 x 40 cm. The
report of the pathologist was: "General suppurative peritonitis

and pleurisy due to the presence of gauze left in the abdominal
cavity. Suit followed.

First suit decided that the patient would have died from other

causes than the presence of gauze in the abdomen. The prose-

cution claimed that the records of. the hospital were falsified.

I
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hence a second trial was granted. In the second suit ten experts

testified that the gauze was the exciting cause of the death. The
suit was withdrawn for lack of proof. Pior Foa concludes that

the Italian government should submit such cases to technical men
rather than to quacks, and blames the pathologist for his exami-

nation and report.

The question may arise, How can we prevent litigation in such

cases? Unquestionably, the prophylactic measure of exercising

every possible precaution is of the greatest value. For the oper-

ator to demand a release on the part of the patient before oper-

ating is a confession of weakness and has no practical value.

Kossmann advocates starting a counter suit for libel in the ex-

pectation that the prosecution will retract. Such protection

as is afforded by the -Physician's Defense Company will prove the

greatest service to the surgeon, not so much in defense in court as

in preventing these cases from coming to suit.

Richardson says he has on several occasions found foreign

bodies in the abdomen left there by other surgeons, but in no in-

stance has the occurrence been made known to the detriment of

the operator.

It is to be hoped that all surgeons will be equally charitable,

if for no other reason than that we are all liable to become the

victims of this grievous error.

^602 LiNCOLX Boulevard.

THE EXTERNAL ANTEPARTUM EXAMINATION.
BY

W. W. REED, M. D.,

Boulder, Colo.

Instructor in Obstetrics, University of Colorado.

The facts to be determined by a complete antepartum external

examination are many, some of them of extreme importance, and

all worthy of some attention. Every physician recognizes the

importance of frequent urinary examinations in the latter months

of pregnancy, but not all so fully recognize the value of the ante-

partum examination. Among the important points that may
be determined by the examination are the existence of pregnancy,

the period of gestation, the attitude, presentation, and position

of the fetus, the situation of the placenta, the presence of mul-

tiple pregnancy, the condition of the uterine and abdominal

muscles, the relative size of the fetus and mother, estimation of
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the size and shape of the pelvis by pelvic measurements, etc.

The complete examination is not lengthy, consuming from one-

half to three-quarters of an hour, and need not put the patient

to serious inconvenience. It should be made not later than the

eighth month to be of the widest use.

We are prone, despite the fact of definite knowledge of method

and technic, to take the chances of the case being normal as it

so often is. We too often rely upon the rarity of complications

to protect our patients, rather than upon accurate and painstak-

ing diagnosis.

Without enterning into a systematic discussion of the details

of a complete antepartum examination, I wish to emphasize some

of the points of value in connection with the use of the abdom-
inal examination and to offer as strong a plea as possible, for its

more frequent practice. Although every text-book of obstetrics

devotes considerable space to this subject and every student is

drilled in the technic of abdominal palpation and pelvimetry,

external antepartum examinations are usually not made and

pelvimetry is not practised. It is strange that abdominal palpa-

tion has not been, and is not now, more generally used, as by
it, in nine cases out of ten, it is possible to determine long before

labor has begun, the presentation and position of the fetus in

utero. Surgeons and gynecologists become expert in the diag-

nosis of tumors by abdominal palpation and bimanual manipula-

tion; the internist uses inspection, palpation, percussion and

auscultation in intrathoracic and intraabdominal diagnosis,

with much success, so why should not the obstetrician become
equally expert in determining the position of the fetus in utero

by these same methods? In order to obtain the best results

from the examination it must be made systematically, following

a definite plan of procedure, as is done, for instance, in a physical

examination of the chest.

The patient should occupy the dorsal position upon the side of

the bed or a table, with the abdomen bared and abdominal mus-

cles well relaxed. The ex-aminer stands at the patient's right,

facing her feet during che first part of the examination, but re-

verses his position and faces her head for the last part. While

palpation is the most important part of the abdominal examina-

tion, inspection and auscultation are also used to advantage.

By inspection, one notes the size, contour, and position of the

uterus, and may observe fetal movements. By palpation one

endeavors to detect the movements, and to locate the head, back,
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breech, shoulder, extremities, etc. By auscultation, the position

and greatest intensity of the fetal heart sounds are located.

In carrying out our scheme of examination it is convenient

first, to know the direction of the long diameter of the uterus.

To determine this, the examiner lays his hands along the flanks of

the patient, bringing the uterine ovoid between them. If the

greatest diameter lies parallel with the mother, the uterine ovoid

is longitudinal and the child lies in either head or breech pres-

entation; but if the longest diameter is transverse, then a trans-

verse presentation of the fetus very probably exists.

The next point is to find out what is over the inlet. With

the tips of the first three fingers of each hand placed parallel with

Poupart's ligament, deep pressure is made downward in the direc-

tion of the inlet and at the same time the fingers are approxi-

mated, when it is usually possible to catch the. fetal pole there

and to manipulate it. When the pole is reached the point to

determine is whether or not it is the head or breech. If the head

presents, it will be felt as a hard, round, resisting body of greater

prominence on one side, and as may be later determined, on

the same side as the small parts. In palpating the head, consider-

able care should be taken to note on which side the head is most

prominently felt, and the extent of the prominence. In a well-

flexed head, the frontal eminence is much the more easily reached

and in vertex presentations this eminence is found on the same
side as the extremities. In face presentations the prominence

is greater on the same side as the back. If but little difference

on eiiher side can be noticed, it means a partially extended head

with a possible brow presentation. In occiput-posterior posi-

tions, after engagement has occurred, the results will be negative

so far as distinguishing the prominence is concerned.

Again the degree of ease with which the head is palpated indi-

cates the extent to which descent into the pelvis has occurred.

The head is also, it should be remembered, the only part that de-

scends or can be made by pressure to descend into the pelvis be-

fore labor. The breech always lies above the inlet until labor

begins. If either pole is found to occupy the iliac fossa with a

longer transverse diameter of the uterine ovoid, etc., the presen-

tation is probably a shoulder.

Having determined the part over the inlet, the examiner faces

about, and reverses the position of his hands. With the tips of

the two hands, as before, the- fundus is gently palpated and the

fetal pole occupying ii is differentiated. The breech gives the
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feel of a large irregularly shaped nodular body less movable and

softer than the head. The head gives the characteristics de-

scribed—a hard round body, freely movable, easily palpable

and subject to ballottement. Fetal movements may be felt.

Knowing the part that is over the inlet and the part occupying

the fundus, it is next essential to know on which side the fetal

back lies and where the extremities are. To determine these

points, the examiner places the palmar surface of one hand on

either side of the abdomen and makes firm but gentle pres-

sure, bringing the uterus and contents directly between his

hands. On one side he recognizes a smooth resistant surface

convex from end to end—the fetal back. It should be noted also

whether its direction is anterior, transverse or posterior, thus get-

ting some light upon the variety of the presentation. On the

other side is recognized the cystic portion of the uterus in which

are felt numerous irregularities, the small parts. The general

contour of this side is concave with a deep sulcus.

The finer points of the examination may or may not be worked

out, namely, the location of the anterior shoulder, the differentia-

tion of legs, arms, etc., but this, while desirable, is not essential

to a correct diagnosis of the presentation and position.

It is advisable always before terminating palpation to make
a special point of determining, as nearly as may be, the relative

size of the presenting part t'o the pelvis. Neither the absolute

size of the presenting part, nor the absolute size of the mother'5

pelvis, can yet be determined, but by palpation we can be fairly

certain that no excessive disproportion exists and that we are

not dealing with hydrocephalic or other monster. In de-

termining these points the presenting part should be adjusted

and fitted into the pelvic brim by pressure and manipulation,

as in palpating to discover the part lying over the inlet.

By firm but gentle pressure downward upon the fundus, with

the left hand, and by grasping the presenting part between the

thumb and fingers of the right hand and making pressure, and

at the same time carrying the head downward and backward in

the direction of the axis of the inlet, the presenting head will

be found to fit accurately into the brim, and upon pressure grad-

ually to enter more or less into the inlet without pain or discom-

fort to the patient, if all is well and no disproportion exists. In

cases of marked disproportion the head cannot be fitted into

the inlet, and remains, in spite of all manipulation, unmistakably

above the brim. In very timid or nervous patients, when
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a pelvic contraction or other marked disproportion is suspected,

and this procedure cannot be satisfactorily carried out, it is

certainly of sufficient import to justify giving an anesthetic and

thus thoroughly to ascertain the extent of the disproportion.

Many crude forms and methods of abdominal palpation have

been practised as an eJBFort to determine the position of the fetus

in utero since very remote times, but until comparatively recently

it has not attracted due notice. Crede and Leopold have done

good work in systematizing the external method of examination

and in pointing out its practical value and advantages over the

internal or vaginal examination. There is little doubt that ab-

dominal palpation, when properly executed, constitutes one of

the most important advances in obstetrical diagnosis.

Auscultation, as an integral part of the external examination,

should never be omitted. It ranks next in importance to palpa-

tion and while not of such great value in diagnosis, if taken alone,

it is very satisfactory in confirming the findings of palpation.

By far the most important sound heard is the fetal heart beat,

though the funic souffle and uterine souffle, or so-called placental

souffle, can also be distinguished. The fetal heart sounds can be

heard first at about the sixth month and gradually increase

in intensity. The rate, however, increases but little, varying

from 1 20 to 150 beats per minute. The greatest value in con-

nection with the fetal heart sounds, from a diagnostic standpoint,

is in the location on the woman's abdomen, of the point where

the sounds are heard with the greatest intensity, as this helps to

determine the diagnosis of the presentation and position. For

example, in an L. O. A. position, the point of maximum intensity

is midway between the umbilicus and the left anterior superior

spine, in R. O. A., midway upon this line on the right side. In

R. O. P. the sound is best heard in the woman's right flank, while

in L. O. P. it is heard in the left flank. In breech presentations

it is loudest just above the umbilicus, a little to the left or right

of the median line, depending upon the position of the fetal

sacrum, etc. In other words, the fetal heart sounds are best

transmitted through the convex portion of the body of the fetus

that lies in most intimate contact with the uterine wall, which is

the back in vertex and breech presentations, and the thorax in

face and occiput posterior cases, and hence is best heard at the

points mentioned above. In auscultating for the fetal heart

sounds it is always well, by careful manipulation, to bring the

back or thorax in as intimate contact with the uterine wall under
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the stethoscope as possible, displacing the liquor amnii there, and

thus intensifying the sounds.

The old method of conducting a case of labor entirely by vagi-

nal examination, attempting thereby to determine the position

by the sutures and fontanelles, is to me very unsatisfactory.

Of course, it is not impossible for anyone to mistake the fon-

tanelles or sutures under some conditions; occasionally the face

is not differentiated from a breech by vaginal examination alone.

In difficult labors the caput succedaneum is often so extensive

as to obscure everything and all the diagnostic points become

obliterated.

One of the greatest arguments to my mind in favor of the ab-

dominal examination, and one certainly of great value to the

patient, is that it does away with frequent vaginal examinations

and thus greatly minimizes the danger of infection. We all

fully appreciate that this is a danger in general practice of no

little moment. Notwithstanding our elaborate and painstaking

care in mechanical and chemical cleansing, absolute hand dis-

infection cannot yet be accomplished. By the skillful use of ab-

dominal palpation in a normal case it is possible to conduct the

labor understandirigly with very few, perhaps two, vaginal ex-

aminations. Indeed, Williams says that in his private work he

conducts more than 50 per cent, of his cases by abdominal pal-

pation alone and that vaginal examination is absolutely unneces-

sary to him except in the few cases in which palpation does not

give satisfactory results, or in those presenting some abnorm-

ality, or in which the course of the labor is unduly prolonged.

From my own limited experience in the use of the abdominal ex-

amination, I am fully convinced that it far exceeds the internal

in usefulness and yields much more information of practical im-

portance. I am further convinced that when we give as much
atiention to it as to becoming proficient in physical diagnosis of

the chest, for instance, the infant mortality at birth will be

greatly reduced and much harm that now results from the too

frequent use of forceps regardless of position or possible injury

to the fetal head or maternal soft parts, may be avoided.

We frequently point with pride to the accomplishments of

modern medicine and especially of preventive medicine, but

we must step aside at the humiliating facts of the mortality

statistics of child-birth. Our means of gathering these statis-

tics, it is true, are' very imperfect, the "reports" simply stating

"born dead," "still-born," etc., and not specifying whether the
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death was due to the act of parturition, natural or artificial,

whether it occurred in utero or soon after parturition. Regarding

certain points, however, they arc quite conclusive. It is known
that of every million children born, 72,000 die at or immediately

after birth and are recorded as still-born. In face presentations

the fetal mortaUty runs from 12 to 16 per cent, and in persistent

mento-posterior positions it is practically 100 per cent., brow

12 per cent., breech 25.5 per cent, to 37 per cent., shoulder 50 per

cent, occiput posterior 10 per cent, for child and 3 per cent, for

mother; placenta praevia 66 per cent, for child, 40 per cent, for

mother; puerperal eclampsia 33 per cent, for child, 25 per cent,

for mother, etc.

To what extent this frightful loss of infant life is capable of

reduction, is, of course, a mere matter of surmise. That a better

understanding of the case in hand, as may be had by an early

abdominal examination, might lead to early correction and

better management of the malpositions and malpresentations

and thereby improve the general results, it is fair to presume.

Just as the practice of greater watchfulness and careful prophy-

lactic treatment during pregnancy has greatly reduced the

percentage of cases of puerperal convulsions, so may a better and

an earlier knowledge of possible causes of dystocia bring about a

a great reduction of the percentage of mortality therefrom.

SOME IXTERESTIXG CASES.*
BY

THOM.\S C. SMITH. M.D.,

Washington, D. C.

Some cases met with in the practice of medicine are amusing,

some interesting, some instructive. Those which I shall relate

have impressed me variously and may prove interesting to others.

IXTRAUTERIXE AMPUTATIOX OF THE FOREARM.

In this case, when the child was born it was seen that the fore-

arm from less than an inch below the elbow was missing. The

end of the stump was perfectly smooth. When I informed

the mother of the nature of the deformity she wanted to know
if the fact that she wore a number of bracelets during gestation

had anything to do with the loss of the limb.

Read before the Washington Obstetrical and Gynecological Society, Feb. 2i>

1908.
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uterus bilocularis unicolus.

Having occasion to make a vaginal examination in a young

unmarried woman, the existing condition was of sufficient inter-

est to justify the use of the speculum. The cervix was of nor-

mal size, but in it were two openings, one about three-fourths

of an inch behind the other. I passed a sound into each opening

and the two met about one inch from the orifice. No further

instrumentation was deemed justifiable, but a bimanual exam-

ination indicated a uterus of normal size. The interest in the

case attaches to the unusual relation in position of the two open-

ings, the ordinary situation of the openings being side by side.

The small size of the cervix is also worth noting. In case of

pregnancy supervening the proper procedure at the time of labor

would be to make one track of the two.

PREGNANCY THROUGH A PIN-HOLE HYMEN, WITH UNUSUAL
ATTACHMENTS OF THAT MEMBRANE.

An unmarried colored woman called at my office and told me
she had an enlargement in the abdomen and desired to learn its

nature. She was very tall—six feet—very black and very re-

spectable. I placed my hand on the abdomen and a fetus respon-

ded with a vigorous kick. There was decided contraction of the

uterus at short intervals and that wnth the complaint of pain in-

dicated that the woman was really in labor. Examination re-

vealed a short vagina, the hymen having been pushed up, and

in the center was a very small opening into which my finger

tip w^ould not enter without the use of considerable force which

I did not desire to exert at the time. The woman was in-

formed of her condition. She said that could not be as she had

been unwell regularly. A few hours later I was sent for and found

her having strong pains. There had been no dilatation. I

forced my finger through the small opening referred to and it

entered the cervix into which the head of the fetus was entering.

The hymen was found to be attached to the cervix. I managed
to separate this at one point and then tore my way to the sides of

the cervix where the hymen was quite strongly adherent as it

was to the sides of the vagina. The cervix now rapidly dilated

and in a short time a six-months fetus was extruded. There

was nothing unusual in the after-history of the case.

The point of interest in this case was the unusual adherence

of the hvmen to the cervix uteri and vagina.
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transverse laceration of the cervix uteri during labor.

In the Journal of the American Medical Association for

November lo, 1888, page 665, I reported a case of transverse

laceration of the cervix uteri occurring in the person of a colored

primipara, twenty-three years of age. She had suffered the

escape of the amniotic fluid two days before. On examination

a transverse laceration involving about one-third the circum-

ference of the cervix was found situated posteriorly and to the

left. The os uteri was not at all dilated. The tissue interven-

ing between the two openings was divided with a bistoury and

the labor terminated very soon. A few years ago the following

case occurred:

The patient was a primipara, only sixteen years old. On
being called to the case and making the usual examination it

was found that labor had progressed until the os was dilated

to the size of a silver quarter-dollar. One hour later, the pains

had become quite severe and on introducing my finger the os

had dilated to the size of a silver dollar. Anteriorly and to the

right a laceration was discovered involving more than one-third

of the circumference of the cervix, the position of the vertex being

right occipito-posterior. Being interested in the subject,

I invited a neighboring physician to examine the case. With
some difficulty I divided the parts, as in the former case, and after

administering an anesthetic the labor was terminated by forceps.

It was not deemed proper to make an effort to change the posi-

tion of the head because of the risk of extending the tear to the

body of the uterus. A few months after the delivery an exami-

nation was made and it was almost impossible to locate the

point of laceration where the cervix had been divided by the

knife. Nine days ago I was called to attend this lady in her

second labor which terminated in two hours without any com-

plications.

Attempts to explain the cause of this form of cervical laceration

Have not been satisfactory. Some claim that a severe character

of pains attended by a rigid os in aged primiparae conduces to

the laceration, but both of my patients were young.

COMPLETE INVERSION OF THE UTERUS.

Late at night Dr. Warwick Exans requested me to see a patient

with him. The lady was a primipara and had been in labor all

day. The head was low in the pelvis and had made no progress

6
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during several hours. The os was completely dilated. A small

quantity of chloroform was administered and the child dehvered

without difficulty. Dr. Evans placed his hand over the uterus

to insure contraction, but no pressure was made as the uterus

seemed firm. The doctor was very tired and I relieved him.

On placing mv hand above the pubis I failed to find the usual large

uterine tremor, and on taking hold of the cord I found the pla-

centa at the vulva and ready to be extruded. On making very

slight traction on the placenta it came away with some force.

When I started to lift it away its unusual size caused me to make

an investigation and a complete inversion of the uterus with the

placenta attached was found to be present. Informing Dr. Evans

of the nature of the case and his examination confirming my

statement, I promptlv separated the placenta and in a few

minutes succeeding in replacing the organ. The splendid picture

in WilHams's "Obstetrics" so perfectly portrays the mversion

as it appeared in my case that no further description is

necessarv.

Inversion of the uterus at the time of labor occurs very seldom,

once in about 200,000 cases. This is the only case which has

come under my observation.

While the cause of inversion is usually the resort to violence,

especially on the part of midwives, it m.ust be conceded that

other factors cannot be eliminated. Williams says: "For

the production of the accident two factors are necessary:

marked laxity of the uterine walls, particularly at the placental

site, and a patulous cervical canal. Inversion may occur spon-

taneously as the result of the intraabdominal pressure or from

the mere weight of the intestines, while in other cases it is

attributable to violence resulting from the too vigorous em-

ployment of Crede's maneuver or to traction upon the cord."

Relaxed condition of the uterine walls is not, in my opinion,

a necessarv factor in the production of inversion of the uterus,

but a similar condition of the cervix is. In the case reported

the explanation is that the long-continued dilatation of the cer-

vix by the child's head and the contraction of the uterus needed

only the weight of the placenta attached to the fundus to pro-

duce the inversion. As stated above, there had been no trac-

tion on the cord and no pressure over the fundus.

The propriety of returning the uterus before detaching the

placenta has been questioned, but I can see no good reason to

return the placenta only to take it out again. Surely one can
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remove the attached placenta when the eye assists the hand

with more facihty than when the hand has to act "in the dark."

CALCAREOUS DEPOSITS IN THE PLACENTA.

For several years the frequency of the occurrence of calcareous

matter in the placenta has attracted my attention and I only

mention the subject to learn if others have met with cases more
frequently than in former years. In some of my cases calcareous

plates as large as a silver quarter-dollar have been present, while

in others the particles of lime have been so freely distributed

through the placenta as to convey to the hand such an impression

as would be made by grasping a bag containing small gravel.

I am not aware that any special significance attaches to the

condition. The large number of cases in which the deposits

were present has been interesting to me.
1 133 Twelfth St., N. W.
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OBSTETRICAL DRAWERS.
BY

JENNIE G. DRENNAN, M.D., CM.,
St. Thomas, Ontario.

(With one illustration.)

The cut below represents a pair of obstetrical drawers, cut

in one piece for protecting the abdomen and limbs of the patient

from exposure during delivery. Towels are prone to fall out of

place and sheets are awkward to properly adjust, especially

when the patient is moved as is frequently necessary in difficult

labors. Thev mav be made of heavy muslin, linen or canton

flannel. The drawers are sterilized with the night dress and

stockings. They extend to the ankle and are tied by tapes

on the inner side of the leg. A casing passes around the top

through which a tape is run, which is tied around the waist.

The broad flaps may be pinned or left loose. The whole is

easily removed by untying the tapes.

For valuable assistance in cutting out the pattern I am deeply

indebted to the head nurse of the hospital. Miss Margret ^NIc-

Lellan.

AM.A.SA Wood Hospital.
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TRANSACTIONS OF THE AMERICAN
GYNECOLOGICAL SOCIETY.

{Continued.)

Dr. August Martin, of Greifswald, Germany, read a paper
(by invitation) entitled,

THE DEVELOPMENT OF THE TECHNIC OF GYNECOLOGICAL
OPERATIONS.*

Dr. F. Pfannenstiel, of Kiel, Germany (by invitation)

followed with a paper entitled,

abdominal and vaginal celiotomy; a comparative study
OF the value and EFFECTtvENESS OF BOTH OPERATIONS,

WITH NOTES ON THEIR INDICATIONS AND TECHNIC.

The author stated that both methods, abdominal and vaginal
celiotomy, were so far developed that, from a purely technical

point of view, it was actually possible to carry out all gyneco-
logical operations on intraperitoneal organs in both ways. In the
choice of an operative method, the operator should prefer that
method which offered the best chances both primarily and second-
arily for the life and health of the patient. Abdominal celiotomy
possessed very important advantages. The possibility of mak-
ing the opening in the abdominal wall just as large as we chose
gave us the advantage of the largest possible view over the field

of operation. The operation could be performed with great care.

We could apply with equal surety the principle of conservatism
or of radicalism according to the needs of the case. The operation
could be extended to neighboring organs and also to other organs
situated higher up without any difficulties of approach. It

enabled one to provide the intraperitoneal wound surfaces with
peritoneum in a careful way in order to prevent disturbing ad-

hesions and postoperative ileus. The disadvantages and dangers
of abdominal celiotomy pointed out in former days had lost some
of their importance through the improvement of asepsis and tech-

nic, and to-day we were able with the greatest certainty to

avoid postoperative hernia, as well as to prevent the occurrence
of peritonitis, provided we had to work on an aseptic subject.

Abdominal celiotomy, therefore, was the established method of

treatment for all aseptically pure cases of neoplasms, of extra-

uterine pregnancy, chronic pelvic peritonitis, etc. When the

object of the operation was not aseptic, the vaginal method
* See page 193.
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might be the better, but one should first make sure that the in-

fectious matter was completely removed.
Colpoceliotomy had, generally speaking, the advantage that

the operation was borne better, but this difference was to be seen

only when one had to operate on a nonaseptic organ, as, for in-

stance, a carcinomatous uterus. Vaginal fixation of the uterus or

vaginal ovariotomy was no better than ventro-fixation or ventro-

ovariotomy, both with regard to the mortality and to convales-

cence after the operation. The second so-called advantage of

colpoceliotomy was that usually it left behind no visible scar.

But with our modern technic and careful sewing we could shape

also the abdominal scar very thin and fine. It could even be

rendered almost invisible. Sometimes the vaginal scar was in-

visible, but yet very troublesome and continually painful, not

only the scar in the vaginal fornix, but more especially the scar

through the vagina and the perineum, which followed after diffi-

cult operations requiring a large incision. The author had seen

very ugly scars which were especially irksome to patients in

sitting and walking. On the other hand, colpoceliotomy had the

great disadvantage of the very small opening with all its conse-

quences. At the time when vaginal operations were being worked
out, this small opening caused a great deal of harm, and even

claimed many victims through insufficient control of hemorrhage,
through injury of the bladder, ureters and rectum, and through

mistakes in the asepsis. Now, when the indication for this

operation was more limited, things were better, but the nuisance

of the small opening was always making itself felt anew, especially

since surgeons knew the inner relation between the vermiform
appendix and the inner genitals, and had recognized the need of

enlarging the radical operation for carcinoma. For this reason

the vaginal operation was not suitable for carcinoma of the inner

genitals. We should utilize our experience with the vaginal

extirpation of certain kinds of carcinoma, and we should learn

to select such cases and reserve them for vaginal extirpation

which had a lower primary mortality. There were certain

forms of carcinoma of the portio and corpus which only made
their appearance at a later age, and which were hard, rich in

tissue and poor in cells. In the portio-vaginalis type of car-

cinoma we were especially concerned with that which began at

the external os proper. All those forms which grew slowly and
showed little inclination to infection of the glands could be
handled by the vaginal method. All others, especially all cases

of carcinoma of the cervix, should be dealt with as radically as

possible through the abdomen in the same way as primary car-

cinoma of the vagina.

Of the benign neoplasms of the inner genitals, the myomata,
if they exceeded a certain size, were best dealt with abdominally.
Myomata larger than the size of a child's head were more easily

dealt with abdominally; but with the smaller tumors the author
preferred abdominal celiotomy, if the introitus and the vagina
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were narrow, virginal and inelastic because the incision through
the abdominal wall seemed to the author to permit the removal
of the tumor with less traumatism than the auxiliary paravaginal
incision. There was only one indication which he acknowledged
for vaginal extirpation, and that was the operation in the case

of an infection of a myomatous uterus. In such cases, provided
the vaginal introitus was not too narrow, one should endeavor,
where possible, to remove tumors larger than the size of an in-

fant's head by the vaginal method and by skillful morcellement.
Special practice was needed for this, a special supply of instru-

ments and good assistants.

As to ovarian tumors, one should exclude from the vaginal
operation all solid and malignant tumors, as w^ell as all cases

complicated by adhesions, by intraligamentous location, by
axial rotation and other disturbances. But even the uncompli-
cated cystic tumors were better removed abdominally because
in this way the implantation of particles of the growth in the

abdominal cavity was most surely prevented. The small opening
in the fornix in colpoceliotomy brought with it the consequence
that the tumors could not often be reached without morcelle-

ment, a course which in all epithelial neoplasms should be decid-

edly rejected. On this account vaginal ovariotomy ought to

be generally dropped, in spite of the ease with which it could
often be carried out. The vaginal operation was to be preferred

occasionally in the case of incarceration of a cystic tumor during
labor. This was also true of ovarian abscesses or suppurating
unilocular tumors situated in the pelvis. There the author
recommended the following procedure: First, the kind of bac-
teria contained in the abscesses was determined by careful as-

piration with a fine needle. If the contents turned out to be of

a septic nature a vaginal incision should be made and the heal-

ing of the abscess cavity awaited in order to remove the tumor
abdominally afterward. In the case of harmless bacteria and of

all large and multilocular tumors, one should without hesitation

operate abdominally through a large incision, and with the en-

deavor of removing the tumor intact if possible.

In the case of chronic inflammations, the abdominal route
offered superior advantages when one considered the require-

ment of the conservative treatment. The ovary should be spared
as far as possible. This must be the motto in all chronic inflam-

matory diseases, including tuberculosis of the inner genitals.

The tube and the uterus were much more endangered in all in-

flammatory ailments than the ovary and, therefore, supposing
that an operation is indicated, they need much more the radical

removal. In view of the frequent occurrence of involvement of

the appendix in chronic inflammation, abdominal celiotomy was
expedient.

Chronic pelvic peritonitis should be classed with chronic

inflammation of the genitals, and in so far as this causes continual

complaint on the part of the patient, the abdominal operation
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should be performed. Furthermore, retrodisplacement of the

uterus, which was connected with pelvic peritonitis, belonged to

the domain of abdominal celiotomy, and not to the vaginal ope-
ration.

Extrauterine pregnancy was also best dealt with by abdominal
celiotomy. Only suppurating hematocele should be treated

like a pelvic abscess and operated on vaginally.

As to malpositions of the genitals, the author took the position

that in this case too much operating was generally done. No
correction of the position was indicated in most instances.

The cases in which it was indicated were, as a rule, complicated.
Retroflexions of the uterus never needed correction of position

in the uncomplicated cases. Among the complications he men-
tioned pelvic peritonitis. Here the ventral operation was indi-

cated, consisting in a loosening of the adhesions and including
the necessary operations on the adnexa, followed by ventrofixa-

tion, in order to lift the uterus out of the region of the adhesions.

The other extremely frequent complication of retroflexion was
the total relaxation of the organ and the sinking of the vagina.
Relaxation of the lower uterine segment and atony of the muscle
of the pelvic floor almost always went hand in hand. In this

class of diseases, besides other splanchnoptotic phenomena (mov-
able kidney, sinking of the stomach and transverse colon) there

was also cystocele. No one of these states of relaxation of the

urogenital apparatus could be healed by the abdominal method.
Here the only method which would be successful with regard to

the pelvic organs was a properly executed vaginal fixation of

the uterus, combined with colporrhaphy and perineoplasty.

According to the author's conception and experience, abdomi-
nal celiotomy deserves the preference for the intraperitoneo-gyne-
cological operations, but that a number of indications, rather

sharply defined, remained over for colpoceliotomy.
As the best method for abdominal celiotomy, the author re-

commended his suprasymphyseal transverse incision through
the aponeurosis, which, if rightly employed, could be used satis-

factorily in about nine-tenths of the gynecological abdominal
celiotomies. The incision through the skin could be made, if re-

quired, from one spine of the ilium to the other; the incision

through the aponeurosis could be easily prolonged to the outside

over the lateral edges of the rectus muscles. By doing this

one was enabled to split the oblique muscles along the line of

their fibres. The detachment of the aponeurosis from the

rectus muscle should be effected upward as far as the navel,

downward as far as the symphysis, whereby the pyramidal
muscles remained upon the flap of the aponeurosis. If, then,

the recti muscles and the peritoneum were severed in the

linea alba, there was a very large opening of the abdominal wall,

suitable for the largest operation, rendering it easier to operate

deep down in the pelvis and in its lateral parts. In nearly a

thousand operations the author had never once been obliged to
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add to the transverse incision a longitudinal incision through the
aponeurosis in an upward direction beyond the navel. The sew-
ing of the abdominal wall was carried out in four layers: First,

the peritoneum; second, the rectus muscles; third, the aponeuro-
sis, and fourth, the skin. The sewing of the peritoneum and the
muscles was carried out with a continuous thread of catgut, the
sewing of the skin with interrupted silkworm sutures. The au-
thor attaches great value to the careful arrest of hemorrhage
and to the exact connection and adaptation of the edges of the
wound.

This kind of incision had the great advantage that, even with
a moderate raising of the pelvis, it afforded the bowels greater
protection against the outer world, and thereby prevented a
number of injuries. He had a total mortality of 5.24 per cent.,

and remarked that the operations for carcinoma of the uterus
which so heavily burdened modern statistics, as well as others
carried out on nonaseptic subjects, had also been included.

Convalescence was more rapid; the healing proceeded more
quickly in patients operated upon the transverse incision, es-

pecially since following the example of American operators
and of Kronig's treatment in Germany. He had allowed the

patients to get up and move about in a short time. The healing

of the abdominal wall was by primary intention in 95.4 per cent,

with the transverse incision.

Intimately connected with the healing of the abdominal
wall stood the quality of the scar and the question of abdominal
hernia. The scar was extremely fine, never broad or disfiguring

it disappeared gradually, according to the directions of the fibers

of the skin in the lower abdominal region, sometimes to the point
of complete invisibility. In the total number of cases post-
operative herniae were observed in 0.94 per cent., and he
remarked that these occurred exclusively in the cases of sup-
purating abdominal walls. In those cases in which there was
wound healing by primary intention, a hernia was not once
observed in more than 300 cases investigated.

In the comparatively rare cases in which the author made a
longitudinal incison in the linea alba, in cases of large solid tumors
with complications of such a nature that an operation was ex-
pedient at the navel or in regions situated higher up, he considered
that the best methods, according to his experience, were the
incision according to Lannander and the overlapping suture which
was practised by Dr. Charles P. Noble.

In pelvic abscesses the way through the posterior fornix was
self-evident. In vaginal extirpations the author individualized,

beginning the incision sometimes in front and sometimes behind.
The median bisection of the uterus or else morcellement might
be advisable.

If the radical operation was expedient on account of the sup-
puration of the genitals, it might be desirable to apply clamps
for two days and to employ iodoform gauze drainage. Other-



282 TRANSACTIONS OF THE

wise, if it was not at all possible, the peritoneum and the vaginal
wound must be carefully closed.

DISCUSSION.

These two papers were discussed jointly.

Dr. Charles P. Noble, of Philadelphia, said Pfannenstiel

had presented the subject very much from the American point

of view. The only point in which he would in any way differ

from him was with reference to the question of how to deal with
suppuratiniT ovarian tumors. He (Pfannenstiel) advocated the

incision and drainage of these septic ovarian tumors with the idea

that the wound would heal, and then subsequently the tumor
could be remov'ed. In the author's own experience, in dealing

with suppurating ovarian tumors, he had found very few of them
that would heal. He had tried this m.ethod in a number of cases,

and, as a rule, the drainage of the tumor was not satisfactory, and
so it was necessary to operate with the field still more septic than
in the beginning.

As to the removal of tumors of the size of a fetal head, which
Prof. Pfannenstiel preferred to deal with by the abdominal route,

or even smaller tumors, he heartily concurred with him. The
only class of fibroid tumors in which he personally preferred

the vaginal route was the one emphasized by him, namely, the

septic fibroids, and then in the class of submucous fibroids or

small fibroids, we could do a myomectomy rather than a hysterec-

tomy. For operations on fibroids, even though small, in which
we were going to do hysterectomy, personally he preferred the

abdominal route.

He had the pleasure some two years ago of visiting Prof.

Pfannenstiel's clinic, and of seeing him apply the principles which
he had enunciated to-day, and the Pfannenstiel incision, as he
saw him use it, gave him most admirable control over the field

of operation. It seemed to the speaker that the special ad-
vantage which this incision had over the usual longitudinal in-

cision was that it made a conservative use of the recti muscles.

In the ordinary abdominal incision the tonic contraction of the

muscles of the recti was of no service whatever in maintaining the

wound in position during the process of healing. It was clear

that with the Pfannelstiel incision the recti muscles acted as a
conservative course in holding the wound together, and he
thought this was a distinct advantage which it possessed over
the longitudinal incision.

Dr. Clement Cleveland, of New York, spoke of the Pfannen-
stiel incision, saying that he made use of it to a large extent.

He liked it. He found it of great advantage in many ways.
One could see the pelvic organs; he could get at them more
readily than by a longitudinal incision. IMoreover, one could
get rid of the intestines to a better extent by pushing them
farther out of the wav and be sure that thev were not in the
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field of operation. Again, one could reach the appendix very
much more readily. He had been in the habit of removing the
appendix if he saw any excuse for so doing, or if he had arranged
with the patient beforehand to do so if he saw any reason for it.

In the majority of cases patients desired to have their appen-
dices removed if there was the slightest indication of disease

about them. In fat women especially he disliked the longitu-

dinal incision, and preferred the Pfannenstiel incision, because
it extended close to the pubis; there was usually a large depres-

sion in the fat due to the overlapping of the predominant fat,

and this crease or depression was very difficult to disinfect

and sometimes it might be necessary with a long incision to

extend beyond that point. It was most difficult to protect it

from infection. In fat women he had found that most of his

suppurative cases of the abdominal wall had started from the

lower portion of the incision, and he was in the habit of making
the Pfannenstiel incision in the line directly across from the an-

terior superior spine of the ilium rather lower. He was in the

habit always of using a continuous suture on the peritoneum, and
then bringing the muscles together with interrupted sutures, and
now in all cases he followed the Noble method of overlapping the

fascia, using a mattress suture. He had used to some extent
chromicized catgut, although he preferred Xo. 2, sterilized. By
putting in a suture of silkworm gut, passing through the integu-

ment, fat and fascia, one did not need a longer lasting suture of

chromicized gut. He thought either No. i ordinary catgut or

No. 2 was sufficient.

Dr. I. S. Stone, of Washington, D. C, said that some years
ago the members had discussions of this character, and on one
occassion a distinguished foreigner came to America and intro-

duced his method of performing various vaginal operations.

He met with so much difference of opinion in this country and
saw so many operations performed by some of our best opera-
ators by the abdominal route, that he went home and became
an enthusiast on the abdominal route himself. He did not
know how it might be on this occasion, but it was interest-

ing for the members to go over the field again. He thought
there were certain problems to be worked out in the abdomen
which could never be solved by the vaginal route. Among other
things, he mentioned the various procidentias, prolapses of the
uterus and bladder, which very often have their origin in Glen-
ard's disease, or dropping down of the viscera, not merely
elongation of the ligaments in the pelvis, but beginning very
much higher, and also hernia to fear back of that, as well as enter-
optosis or dropping down of the viscera; it would be impossible
for any man to go through the vagina and successfully treat such
cases. If such problems were to be solved, it was by looking in

the abdomen and studying the causes which lay behind these
conditions. He mentioned two cases, one in which ileus was
caused, and another in which there was acute bowel obstruction
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produced by an appendix which was five inches in length and quite
large, and which could not have been dealt with by the vaginal
route.

Again, there were cases of not only stenosis due to tuberculosis,

to carcinoma, but occasionally of congenital origin which could
never be anticipated until the abdomen was opened. The tuber-
culous cases were of extreme importance. Gynecologists were
apt to find in the abdomen of any woman rather unexpectedly
a tubercular condition of the bowel, the mesentery or omentum.
It would be very annoying to him if he should undertake to do a
vaginal hysterectomy, or any of the operations which had been
mentioned to-day, and find there was ileus, later on carcinoma,
possibly tuberculosis, obstruction or other troubles from the
appendix, or dislocations of the viscera which one ought to treat

directly by extension or by the application of knowledge during
the inspection of the abdomen.
He had tried the Pfannenstiel incision in a number of cases and

believed it was strictly applicable to pelvic work. If we had
some pathological condition above the pelvis, he was not quite

sure that the Pfannenstiel incision would do. There was a good
deal of room for improvement in that regard.

Dr. J. Riddle Goffe, of New York, thought it was extremely
interesting to hear from Professors Pfannenstiel and Martin in

regard to the relative merits of the two routes of attack after

their many years of experience in their country and their ex-

tensive observations of the work of other operators. Personally,

he had been studying the vaginal route as a method of attack

for some years, and for a number of years he adopted it quite

exclusively for the purpose of learning its limitations, so that now
he did not regard its field of application quite as wide as when he
first began. Cases of pelvic abscess, especially attended with

infection, elevation of temperature and high pulse, were always
better attacked through the vagina; also in cases of hematocele,

where w^e had the debris of an ectopic pregnancy, especially if

it had become infected, he did not think there was any question

in the minds of any of the members that such a condition was
better and more safely attacked through the vagina.

When it came to the consideration of the treatment of fibroid

tumors, there was difference of opinion. He had found that

many cases of fibroid tumor could be subjected to attack by the

vaginal route, myomectomy done and the uterus saved. He
was doing this repeatedly, whether the tumor be inside the uterus,

whether it be subperitoneal or intramuscular, and unless the

tumor was larger than .a fetal head it could be generally attacked

with safety and success through the vagina.

What was the advantage of attacking it in that way over

attacking it from above? He knew of none where we had that

simple condition, but if we had a case which was complicated

by many of the relaxed conditions found in the pelvis, as, for

instance, an extensive laceration of the cervix, with endometritis,

J
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perhaps rectocele and cystocele, with fibroid tumors, two or

three small ones perhaps, or one moderately large tumor, the

surgical work must be done through the vagina, and it seemed
to him it was the rational, easy route of attack, everything being
treated at that one sitting and attacking it through the same
route. We did not need to curette the uterus, sew up the cervix,

do an operation for rectocele and cystocele below, and change
the position of the patient and attack the fibroid tumor or tumors
from above. But it could be done through the vagina in a much
simpler way with one incision. Cases of salpingitis, chronic sal-

pingitis, complicating retroversion of the uterus or retroflexion,

with adhesions, many of them being accompanied by other le-

sions, such as laceration of the cervix, with some descensus, rec-

tocele frequently, could be dealt with surgically from below.

Instead of operating through the vagina and repairing the lesions

in sight, then changing the position of the patient and doing a

laparotomy, he saw no reason why all of this work could not be
done through the vagina, and he did not advocate attacking

any chronic condition of the ovaries and tubes, whether accom-
panied by these other conditions or not, through the vagina, and
he found that his results were as satisfactory, if not more so,

than when he attacked them, as he did formerly, through an
abdominal incision.

Dr. Herman J. Boldt, of New York, stated, in referring to

acute tubal inflammations, that only in rare exceptions was it

necessary to operate upon them until the acute stage had passed

off. If a tube was greatly distended with pus, then it stood to

reason that the pus should be evacuated, and the only proper
way to do that was through a vaginal section, and then leave it

for time to determine whether or not subsequent surgical inter-

ference would become necessary.

So far as conservative work through the vagina in cases of

tubal inflammation, with adherent retroflexion of the uterus,

was concerned, personally of late years he had preferred the ab-

dominal route because it seemed easier for him to do such con-

servative work as mi?ht be necessary. In about 75 per cent,

of these cases a catarrhal chronic inflammation of the appendix
was found. This had been proven to him by microscopic

examinations of several hundred of these appendices which had
been removed under these conditions. He had made it a rule

in all these cases, when the appendix was removed, to submit it to

a pathologist, and it was found that in at least 75 per cent, of the

cases of pelvic inflammation the appendix was also aff'ected. In

that class of cases he thought the abdominal operation was to

be preferred. There was no question, however, but what the

vaginal operation had a field, but its limitations should be de-

fined. Fifteen years ago he preferred the vaginal operation, and
thought there were a great many indications for it, but since that

time from year to year these indications had become more and
more limited.
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With regard to shortening the round Hgaments by the vaginal
route, we must bear in mind that in many of these patients,

with movable retroflexion of the uterus, where the ligaments
were drawn out, the thinnest part of the ligament was near the

external part of it. Now, through the vagina, it was not possible

to get the thinnest part of the ligament; the thickest part of it

was drawn out and shortened to hold the uterus in anterior posi-

tion. One should work in the opposite direction. If one de-

cided to shorten the round ligaments for posterior displacement,
then the Alexander operation was the one by preference.

Dr. Robert L. Dickinson, of Brooklyn, N. Y., said that where
the Pfannenstiel incision was used in very fat women, where
there was much contusion of the adipose layer, there was great
risk of suppuration. There was an ugly pocket between this

incision and the top of the symphysis in which pus might collect,

ugly to drain, and hard to diagnose; therefore, he was restricting

transverse incisions to women in whose cases he hoped to get
primary union. Professor Pfannenstiel had reported 95 per
cent, of clean primary unions. The speaker's own results had
averaged 100 per cent, in thin women with fairly good tissues,

but not nearly as good in stout women.
Concerning the matter of vaginal versus abdominal attack, it

was largely a question of personal skill. The man who had done
a good deal of operating from above would continue to operate
on cases that another surgeon would attack by the vagina.
The speaker believed that a mobile ovarian cyst could be

removed through the vagina. Many parovarian cysts could be
simply opened and drained through the vagina, instead of mak-
ing a gap in the broad ligament from above which involved a con-
siderable operation.

Dr. Seth C. Gordon, of Portland, Maine, said he had a certain

use for vaginal operations, but they were almost entirely con-
fined to pus in the tubes. He waited until he was quite sure

pus was present, and then he made an incision, drained the tubes
and let them alone. He did not believe with Dr. Goflfe that one
should handle acute inflammatory tubes much, but they should
be drained and let alone. The idea of making an incision

and of handling these tubes when the patient had a temperature
of 102^ was all wrong. This was the only possible use he had for

vaginal work. He had never employed the Pfannenstiel in-

cision for any purpose whatever. He had no doubt it was valu-

able, but he preferred a simple, perpendicular, longitudinal

incision large enough to accomplish all that he desired, and if

he found there were other conditions coming up that necessitated

enlarging the incision, this could be done. In these days, when
one made an incision large enough to introduce the hand, it was
important to examine the gall-bladder and the appendix, and
if anything needed to be done in either of these conditions, it

could be done through an incision sufficiently long to introduce
the hand.



AMERICAN GYNECOLOGICAL SOCIETY. 2S7

The speaker's method of closing the abdominal incision was
to carry through silkworm gut sutures from within outward
always, never carrying his needle from above downward, but from
within out threading the end separately. In this way he did

not drive any germs through the skin. If the incision was long

he tied about half-way up and started again. He left these silk-

worm-gut sutures in at least two weeks, and he did not object

if they were allowed to remain longer if they did not produce
any inflammatory condition of the skin. This gave ample time

for absolute coaptation of the parts, so that he had not seen a

case of hernia in years and years. He had resorted to vaginal

hysterectomy a few times and did not like it, probably because
he had not the skill to do it as well as his German and French
confreres. However, Jacobs, who came to America and showed
American operators how to do vaginal hysterectomy, after

seeing American surgeons do abdominal hysterectomy, when he
returned became a convert to that operation. Many of us might
go over to France or to Germany and if w^e saw vaginal work
done very frequently and for a long time we might become con-

verts to vaginal hysterectomy, but the speaker was satisfied to

adhere to the abdominal route.

Dr. Howard A. Kelly, of Baltimore, said it appeared to him
the first step in this direction was to handle through the vagina
all those cases in which there were injuries to the pelvic floor

with prolapse of the bladder and intrapelvic lesions, treating

all of these conditions through that one route. The milder

cases of pelvic inflammatory diseases could be handled more
regularly in this way. The more serious, aggravated cases

of pelvic inflammation, where there were masses wedged down
behind both broad ligaments, with the uterus frozen in between
them, so to speak, were puzzling to a man who had not done
much vaginal work. Bisection of the uterus in these serious

cases had not been sufliciently understood as a means of simply-

fying difficult cases, making them safe. He thought we should

do our operations for small fibroid tumors through the lower

route, but hardly adopt that for the larger fibroids.

Dr. C. C. Frederick, of Buffalo, N. Y., said he had been
doing abdominal and vaginal work for a series of years, and
from his own personal stand-point he had crystallized in his

own mind the indications for adopting each route in a certain

class of cases. He did not believe that any operator who con-

fined himself exclusively to one route or the other was doing his

patients or himself justice, because each method had its own
field of usefulness. He agreed with Dr. Goffe that cases of

acute pelvic inflammation seen within twenty-four or forty-

eight hours after the first onset could be successfully treated

by vaginal section and drainage of the pelvic cavity with gauze

stripping out the tubes and relieving them of the local source

of infection, etc. These patients would get well in ten or twelve

days, whereas otherwise they might go on for five or six weeks
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and have pelvic abscesses and suppurating tubes afterward.
This was a curative process in the incipient stage of acute
pelvic peritonitis from tubal infection. He never attacked
chronic inflammatory disease of the tubes and ovaries from above

;

he always went in from below. These were conditions where
conservatism in the process of operation was necessary. One
should strive to save as much of the tube and ovary as he could.

If he went in and found a tube patulous, he left it. If, on the

other hand, he found a tube which contained pus, then he would
take it out. Ordinarily, if he found an abscess in the ovary he
did not hesitate to open it, treat it with carbolic acid, and leave

what ovary there is because the woman might need it in the future.

All large tumors, cysts, etc., he would attack from above, but
small fibroids of the uterus, especially the submucous class,

which produce a great deal of hemorrhage, he frequently re-

moved by opening the fornix, bringing the uterus out into the

vagina, doing a myomectomy, closing the incisions, returning

the uterus and leaving it for future functionation. Small
ovarian cysts should be taken out through the vagina, opened
in front and on the side, opening through the anterior vaginal
fornix, separating the bladder, puncturing the cyst, draining off

the fluid, pulling it out and tying it off. This was an easy opera-
tion, and patients who underwent these vaginal operations were
just as well after as those who had undergone operations for

laceration of the cervix.

Dr. Martin, in closing the discussion, said he had seen

many operations done by the abdominal route for procidentia,

and the results had not been. good.
As to the frequency of involvement of the appendix, when

operating for other intraabdominal pathological conditions,

he had given attention to the appendix ever since he began his

surgical work, more than thirty years ago, and the percentage
of cases in which he found appendicitis associated with disease

of the appendages was very small Appendicitis seemed to be
more frequent in America than in Germany, and he thought the

frequent existence of constipation and other kindred disorders

reported in American statistics were responsible for this fact.

Dr. Thomas S. CullEN, of Baltimore, read a paper entitled

THE CONDITION OF THE MUCOSA IN CASES OF UTERINE MYOMATA.

Dr. Hunter Robb, of Cleveland, Ohio, read a paper entitled

SOME further experimental WORK IN SEVERING THE PELVIC
VESSELS IN BITCHES AND ITS BEARING ON

RUPTURED ECTOPIC PREGNANCY.*

Dr. Richard R. Smith, of Grand Rapids, Mich., followed with
a paper entitled

INTRAABDOMINAL PRESSURE.

t

*This paper will be published in this Journ.a.l.

tSee page 242.
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Dr. Howard A. Kelly, of Baltimore, read a paper on

VERTICAL AND HORIZONTAL AMPUTATION OF THE UTERUS.*

DISCUSSION.

Dr. August Martin, of Greifswald, Germany, said that he
proposed the enucleation of myomata more than twenty years
ago, and in so doing he frequently resected large portions of the

uterus. This encouraged him to do the same in cases of metritic

uteri, and he had performed resection for a long time in a number
of cases.

He had removed in many instances myomata from women
who subsequently became pregnant. In those cases in which
resection was practised there was no danger from parturition

setting in. In fact, it would be wise to order these patients to

pay attention early to pregnancy and they should be under the

supervision of a physician. In his early days in such cases he
curetted with a view to arresting hemorrhage. He recalled one
woman whose uterus he curetted eighteen times, and then did a

hysterectomy, in order to stop a hemorrhage which was dangerous
to the life of the patient.

Dr. F. Pfannenstiel, of Kiel, Germany, in speaking of technic

said he did not know whether in the cases in which he (Dr. Kelly)

made cuneiform section he took out the whole mucous membrane
in the upper parts or not, but probably not. This was an impor-
tant point. He had found either the surgeon must conserve the

uterine canal, so that there could not be atresia or hematometra
as a consequence, or if more tissue was cut out, then it was neces-

sary to take out the corners of the uterus where the tubes entered
the uterus. He had performed this operation mostly on women
who were advanced in age, and the indication was a chronic

metritis. He appreciated this method especially when he had
to do with prolapse of the uterus. He had performed the opera-

tion in this way : He cuts out both corners and leaves only a

small portion of the corpus uteri in the lower part. Sometimes
he left only the whole cervix and both edges of the uterus, so

that he had a small metritic uterus, but large enough to support
the bladder, and he thought this was an important part of Dr.

Kelly's work. He advised the members to follow Dr. Kelly's

proposition.

Dr. Herman J. Boldt, of New York, said that, so far as myo-
matous uteri were concerned, he had found that whenever the

local condition was favorable for such an operation he endeavored
to practise it, and a number of New York men, since the publica-

tion of Zweifel, calling attention to the importance of leaving as

much uterine structure with as much mucosa as possible to pre-

serve menstruation for the future, especially in young women, had
endeavored to do the same. Those who had followed this method
could substantiate everything Dr. Kelly had said in favor of

that method of treatment.

This paper will be published in this JOURX.A.L.
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As to the other class of patients upon whom Dr. Kelly had
operated for chronic inflammatory conditions or firmly fixed

fibroids of the uterus, he had not done the operation and had
never thought of doing it, but since listening to Dr. Kelly's

remarks he would be inclined to try it.

Dr. Gill WyliE, of New York, said there was a certain part

of Dr. Kelly's paper which not only interested him, but which
was new to him. The idea of saving the mucous membrane
above the os internum, with the object of its being useful, was
undoubtedly excellent. He had had a number of women who
had menstruated after the removal of fibroids. He thought
there were many cases of fibroid tumors of the uterus where, in-

stead of removing the tumors, the uterus could be curetted and
other treatment resorted to, particularly where these tumors
were complicated by inflammatory troubles, and the women could
go on and have children afterward. He believed that a good
deal of conservative w^ork in that line could be done.

Dr. Seth C. Gordon, of Portland, Maine, said that chronic

metritis meant chronic inflammation ordinarily. Metritis oc-

curred generally after abortions or after delivery and was in-

fectious. These cases were comparatively rare. But a large

class of cases were found which he characterized as subinvolution

of the uterus or chronic hyperplasia of the uterus, that is,

where the uterus never involuted after labor. These cases

were attended with a thickened mucous membrane which bled

readily, and one could get hemorrhage from that condition.

This was entirely different from chronic metritis. It w^as a lack

of normal physiological involution. In 1884, at the congress held

at Copenhagen, he read a paper in which he outlined a method
for remedying that condition, which was to take out from the cervix

through the vagina on each side a wedge-shaped piece from the

cervix, as large as could be borne, thus leaving a proper canal.

He had performed that operation a great many times in his life,

and had never yet failed to a see very rapid involution of the

uterus, and within three or four months the uterus was found
just where it was wanted. At the same time, he resorted to

very extensive curetting, washing out the uterus thoroughly
with bichlorid solution and applying iodin, or better, carbolic

acid, and in this class of cases he had seen most wonderful results.

These were not cases of chronic metritis which in his experience

was very rare. Chronic metritis would leave a uterus large, but
the ordinary hyperplastic uterus might have been occasioned

by the woman getting up too soon or something of that sort,

not in any sense the result of inflammation, and he thought a

great many men who had adopted this plan for this condition

had noticed that within two or three months the uterus was re-

duced to a normal condition and there would be no more hemor-
rhage afterwards.

Dr. J. Riddle Goffe, of New York, said he could understand
the object of conservative surgery either upon the appendages
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or Uterus which looked toward future childbearing. He could

understand, too, conservative surgery which looked toward
the continuation of ovulation, but he failed to see the great ob-

ject to be accomplished by simply arranging things so that a

woman might have a vaginal discharge each month. In other

words, what was the essential part of menstruation? Was it the

ovulation connected more or less therewith, or was it the dis-

charge that came from the endometrium and the lining membrane
of the tube? For his part, he saw no object to be accomplished
for a healthy woman in having this discharge from the uterus

or from the Fallopian tube. On the other hand, much might
be gained by conserving the ovary or ovaries and conserving

the function of ovulation, but in his experience the majority
of women were glad to get rid of this vaginal discharge every
month.

Dr. a. IvApthorn Smith, of ^lontreal, said that whenever
he thought of doing conservative surgery he recalled the words
of Scripture, "Man is born with trouble." This was his ex-

perience. Should the ovaries and tubes be left? He had done this

for the last few years and, as Dr. Kelly had pointed out, it was
an advantage if a woman had three or four menstrual periods

or what corresponded to them, in that it diminished the troubles

of the premature menopause or artificial menopause. It must be
remembered, however, that in the majority of cases of fibroid

tumors the ovaries and tubes were diseased.

Not long since he visited the ]\Iayos, and after Dr. William

J. ]\Iayo had removed a large fibroid tumor and had found that

the ovaries and tubes were diseased, the ovaries being as large

as hen's eggs, the speaker said to Dr. Mayo, "Are you going to

leave these?" Dr. Mayo replied, "I do only one of two
things—take them out, or leave them alone. I never cut into

them or tamper with them." He was willing to risk leaving

these in this case. Personally, the speaker would have removed
the diseased ovaries and tubes.

Dr. I. S. Stone, of Washington, D. C, said the only thought
he had to leave with regard to the matter of the operation
brought forward by Dr. Kelly w^as one that had come to his mind
very recently in connection with a case upon which he operated
four years ago and did a myomectomy by the abdominal route.

He happened to know that the young woman was contemplating
matrimony. The operation was attended with great difllculty.

His own judgment was not entirely exercised in this case, how-
ever, because the family physician wanted to operate, and the

speaker assisted him. The result of the operation was adhesion
of the transverse colon to the seat of operation whence the myo-
ma was removed. A \^-shaped colon occurred. She had much
trouble, resulting in dyspepsia, with nervous trouble associated

with it. Finally, the tumor grew again, and a second operation
was done by himself, which was very difficult, taking off the en-

tire omentum, jeopardizing the circulation of the transverse
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colon because the mesentery was injured, but, nevertheless
that woman, after much trouble, recovered. But in the mean-
time she had conceived, and he found in that tumor as large as

a child's head hundreds of fibroid centers. There was a little fetus

found also. That woman had married, had conceived, and was
happy as a result of an operation of that character.

Dr. Egbert H. Grandin, of Xew York, asked how horizontal

resection of the uterine body differed from the following technic
which he had been pursuing for sixteen years and which Baer
introduced twenty years ago: Tie off the upper portion of the

broad ligament toward the uterus, leaving the ovaries and ampu-
tating the uterus above the bladder reflection, cupping the cervix,

carrying the slight bladder flap over the cervix, and leaving
the healthy cervix in. This was supravaginal hysterectomy
for fibroids and w^as applicable, in his opinion, w^hether there be
one or sixteen fibroids. If an ovary was sufficiently diseased to

require operation, he would take it out. If a part of an ovary
was conserved, it might have to be taken out later.

Dr. C. C. Frederick, of Buffalo, Xew York, had in fibroid

cases, where he had done myomectomies, practised partial removal
of the body of the uterus, retaining enough of the mucosa and
enough of the uterine tissue to make a fairly good uterus that
functionated afterward.
Although it was a departure from the subject of Dr. Kelly's

paper, he wished to take issue with those gentlemenn who were
so radical on the question of the removal of the uterus in toto

when there were a few small fibroids in the body of the uterus.

For years he had practised myomectomy. He had done prob-
ably two hundred of these operations, and of this number he
had the satisfaction of reporting that there were not more than
ten or a dozen w'omen who had been rendered sterile. The
others had no accident during childbirth or pregnancy follow-

ing myomectomy. He was cognizant of but one woman who
had returned with fibroids in the uterus, and that woman had
an incarcerated fibroid as large as a hen's egg six years after

myomectomy had been performed. He then did a supravaginal
amputation, but only one in the whole list of cases. In his

judgment, myomectomy, if properly done, for young women
during the active menstrual period, was a proper operation
under proper conditions, and he did not believe in so radical

an operation as supravaginal amputation because a woman had
to get rid of the fibroids.

Dr. August ^Iartin desired to add a few words of historical

interest to the discussion. The idea of producing involution
of the hypertrophied uterus, he said, was raised by Dr. Carl
Braun, of Vienna, in the year 1861-62. The speaker advanced
an idea in a paper which he presented before the German Con-
gress of Scientists and Medical Men similar to the one put forth

by Dr. Gordon, namely, to cut out a large piece of the corpus
uteri to reduce the involution of the hypertrophied uterus, but
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at that time this idea was vigorously combated by his German
confreres. After the operation of resection of the uterus preg-

nancy rarely ever occurred.

Dr. Kelly', in closing the discussion, said that all over the

country in medical journal literature and in text-books, the

proper treatment of fibroid tumors of the uterus was considered
to be either enucleation of the tumors, so-called myomectomy, or

amputation at the cervix. After one had done many of these

operations he did not think of leaving a part of the uterine body
with the intention of keeping up the menstrual function.

In reply to Dr. Grandin, the operation he (Dr. Kelly) had
described differed from horizontal amputation at the cervix,

even though one did cut through at the leY'el of the vesical

peritoneum without detaching it. His experience had been
that these women rarely continued to menstruate with any
regularity afterward. In doing that operation no emphasis
was laid on retaining any portion of the uterine mucosa in order
that the woman might continue to menstruate.

Of two or three hundred myomectomies there have been 2

per cent, of return of tumors, and between 12 and 15 per cent,

pregnancies.

VENTROSUSPENSION AN UNS.\FE OPER-ATION FOR POSTERIOR
DISPLACEMENT OF THE UTERUS DURING THE

CHILDBEARING AGE.

Dr. Edwin B. Cragin, of New York, read a paper on this

subject in which he spoke of two varieties of attachment of the

fundus to the abdominal wall:

1. A ventrofixation, in which the fundus is sutured firmly

to the anterior abdominal wall, the sutures passing through peri-

toneum, fascia and muscle in addition to including a portion of

the fundus.
2. A ventrosuspension, as recommended by Kelly, in which

the sutures, aside from including a portion of the posterior wall

of the fundus, pass through only the peritoneum and subperitoneal
tissue of the abdominal wall, the object of this operation being
the formation of a suspensory band or bands which will allow
mobility of the uterus, but not retroversion of it.

The anatomical results of pregnancy in a uterus firmly fixed

to the anterior abdominal wall are fairly uniform.
1. The only part of the uterine body which develops and ex-

pands to accommodate the growing fetus is that behind the point
of suture attachment to the abdominal wall.

2. The part of the uterine wall in front of and below the point
of suture attachment thickens and hypertrophies even to the

extent in some cases of producing a muscular tumor obstructing
the parturient canal.

3. The part of the uterine wall behind the point of suture
attachment may become so thinned during pregnancy as to rup-



294 TRANSACTIONS OF THE

ture during labor. This has been reported in at least six cases
by Von Guerard, Dickinson, Brodhead, Clark and Bowley,
Edebohls and Ingalls.

4. The cervix is thrown upward and backward so that at
full term it may be at the level of, or above the promontory of

the sacrum.
The forms of dystocia which have been most commonly met

with are:

1. A malpresentation of the child, especially a transverse
presentation. This transverse presentation was noted in fifteen

of the twenty-one cases of Cesarean section for this condition
collected by Lynch and occurred in all five of the cases operated
on by the writer and here reported.

2. An ineffectual labor with cervix undilated and high up.
This high position of the cervix is noted in most of the cases
demanding Cesarean section and was present in all of his cases.

3. An obstruction labor, the obstruction being produced by
the thickened anterior uterine wall.

It is freely admitted that many patients upon whom a ventro-
fixation has been performed have passed through pregnancy and
labor without dystocia resulting thereform. Up to three years ago,
it was the author's custom to perform ventrofixation or ventro-
suspension for posterior displacement needing operation and his

records show seventy cases of ventrofixation or ventrosuspension,
mostly the former, in which at least one ovary and tube were
left and hence the possibility of pregnancy preserved, yet so far

as it is known to him no dystocia has occurred in these cases,

perhaps because the fixation sutures did not pass posterior to the
center of the fundus. However, including the five cases reported
in this paper, there are now at least forty cases of Cesarean section
on record which were demanded by a previous ventrofixation of

the uterus. The profession is certainly ready to accept the state-

ment that ventrofixation is an unsafe operation for a posterior

displacement of the uterus during the childbearing age.

The object of this paper is to call attention to the fact that
a ventrosuspension is not a safe operation during the childbear-
ing age for the reason that an intended ventrosuspension may
become a ventrofixation in one or other of the following ways:

1. The area of adhesion between uterine fundus and abdominal
wall may be broader than expected and the resulting band be too
firm to allow uterine mobility.

2. Infection of the abdominal wound may fix the fundus and
anterior uterine wall firmly to the abdominal wall.

3. A ventrosuspension which allows a normal delivery in the
first pregnancy following operation, may subsequently become a
ventrofixation and produce dystocia so marked as positively to

indicate Cesarean section in the second postoperative pregnancy.
In the five cases of Cesarean section necessitated by ventrofixa-

tion, which the writer now desires to place on record, the opera-
tions for the retroversion were all performed by different men and,
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save in the fifth, it is not known whether a suspension or a fixa-

tion was intended.

DISCUSSION.

Dr. J. Whitridge Williams, of Baltimore, said that at a
meeting of the Southern Surgical and Gynecological Association,

held about two years ago, he reported his experience with this

operation, and at that time he did two Cesarean sections, and
had very difficult cases in addition. One of these was a difficult

version and extraction, and the other one ended in mutilation
of the child which was already dead when he saw it. In this

case the woman had an operation performed; she fell into labor;

everything seemed quite satisfactory; the position of the cervix
was not extremely posterior, and after she had been in the

second stage of labor two hours he determined it was time to in-

terfere. The cervix was possibly 5 cm. in diameter, was readily

dilated, and on passing his hand up the cervical canal it went up
four inches and 10 cm., coming in contact with a rigid tissue, sepa-

rating the anterior portion of the uterus in two parts. In front

of the partition lay the feet of the child, and it was impossible

to reach them. Immediately the woman was prepared and a
Cesarean performed. On examining this uterus afterward it

was found, contrary to the general rule, that hypertrophy had
occurred in the anterior as well as the posterior wall of the uterus.

Instead of the hypertrophy leading to a thick, muscular tissue,

it led to a more general hypertrophy, and this hypertrophy had
buckled the anterior uterine wall between the cervix and the

point of incision, doubling on itself and forming sacculation.

It was interesting to note that of these four cases of dystocia,

one was a definite fixation done with catgut sutures. Who
did it he did not know. He did not know who operated on
the second case. But in the other two cases operated on in the

Johns Hopkins Hospital the uterus was suspended according to

the technic of Dr. Kelly and the operations were done either

by Dr. Kelly or by some of his assistants. After this and other
experiences they had practically abandoned ventrosuspension in

Baltimore and had taken up other methods of treating retro-

displacements of the uterus. The speaker did not believe that

ventrosuspension was an operation to be performed with im.-

punity upon women in the childbearing period.

Dr. Richard C. Xorris, of Philadelphia, said that ventro-

suspension had always been a popular operation in his com-
munity. Following Kelly's technic, and shortly thereafter the

modified technic by Dr. Penrose, he had had many opportunities

to deliver women who had been operated on in his community
by that method. The first serious obstruction to labor was a case

reported years ago, the patient having been operated on by Dr.

Xoble, who did an anterior ventrofi.xation. Another case was
operated on by Dr. Montgomery which he had seen within the last
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two or three years in which there was a band of adhesion largely

composed of muscular tissue evidently, but in which pregnancy
* continued without interruption. The woman came to term;
she had a normal presentation, and in consultation he delivered

her with forceps, and after emptying the uterus found beneath
the abdominal wall a band of muscular tissue which extended
from the fundus of the uterus down toward the abdominal scar.

This band was an inch and a half or two inches in diameter.
This had allowed the uterus to continue throughout pregnancy,
did not interfere with its contraction after labor, and it was
interesting from the fact that during the puerperium this mus-
cular band underwent involution, and at a later period could
scarcely be recognized.

He had delivered at The Retreat nineteen or twenty women
following ventrosuspension without interference with pregnancy
or labor. It was his opinion that the profession at large had been
warned against ventrosuspension and had abandoned it as an
operation on women who were likely to become pregnant.

Dr. Edward P. Davis, of Philadelphia, had delivered a num-
ber of women by other methods who had been previously oper-

ated on by this method of treatment. He had seen some compli-
cations arise during pregnancy not only from interference with
the development of the uterus, but also from interference with
the position and function of the intestines during pregnancy.
On one occasion the intestine seemed to have become parti-

ally occluded, and at one time it seemed probable that opera-
tion must be undertaken. He thought the operation had no
field in childbearing women—the operation of fixation certainly

not. The operation of suspension was uncertain or, if not un-
certain, likely to become a fixation, as Cragin had pointed out,

and, at all events, was uncertain and dangerous.
Dr. Henry D. Fry, of Washington, D. C, had had between

thirty and forty cases of labor after ventrosuspension without
any trouble, and he had had occasion to do Cesarean section for

ventrofixation. This patient was operated on by a colleague for

a ventrosuspension and there was some suppuration in the wound.
The uterus had become fixed. This woman was in labor some
time when he saw her with the os pointing posteriorly and a pad
of muscular tissue in front, and he delivered her by Cesarean
section. Now, he believed that a better method of delivering

these women, instead of doing Cesarean section, was to cut the

band loose from the abdominal wall, let the uterus rise in the

abdominal cavity, and then the case would progress normally
and would have a normal labor.

He asked Dr. Cragin whether in any of the five cases reported
he left the uterus attached to the band.

Dr. Cragin replied he had not; he separated the attachments
afterward.

.

Dr. Fry (resuming) said that if this band was not separated
there might be a recurrence of the trouble, and another Cesarean
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section. But he believed that if the uterus was cut loose, and
the parts sewed up to prevent hemorrhage, the uterus would
rise in the abdominal cavity, and the woman could be delivered
normally. If Dr. Williams had done this in his case, it would not
have been necessary to have done a Porro operation. He cer-

tainly believed that, instead of performing Cesarean section in

these cases, the uterus should be liberated, and the women
allowed to have a normal labor at term.

Dr. Gill WyliE, of Xew York, recalled very well when this

operation was first done, and in all discussions he had taken this

ground, that if practitioners were educated in the laws of

physics and mechanics they would not perform that operation
and never would have advocated it. He cited cases to substan-
tiate his contention.

Dr. Seth C. Gordon, of Portland, Maine, said that for eight

years he had doing been what was better known as the Gilliam
operation, an operation devised by his assistant without knowing
anything about Gilliam's operation, that is, carrying the round
ligament up through the rectus muscle on each side and fastening

it there on top of the fascia, taking a pair of forceps and plunging
it down through the rectus muscle, getting hold of the round
ligament, bringing it up within two inches of the peritoneum,
and fastening it there, thus having a suspension without troubling
the top of the uterus. He knew of some cases where delivery

had been accomplished without any trouble, and Dr. Thomp-
son (his assistant) had not heard of any trouble arising from any
case of pregnancy or delivery in any of the cases. There was
no danger of adhesion, so far as he knew, and they had been doing
this operation for eight years, and not a case had come to their

knowledge where there had been any trouble following that

operation.

Dr. a. Lapthorn Smith, of Montreal, said he had done 200
ventrofixations. One woman had a miscarriage. It was not an
operation intended for women who were going to have children.

There were two things to do. In a case of retroversion the uterus

should be fixed, and the tubes, if diseased, should be removed.
The uterus should be fastened firmly to the abdominal wall, as

this would give the best satisfaction.

Dr. Cragin, in closing the discussion, said that the point

brought out by Dr. Williams that there was a folding of the

uterus on itself in many cases was corroborated by his own ex-

perience and that of others. If the ligament was separated in

some cases the uterus would apparently resume its normal shape.

He felt with Dr. Xorris that, in all probability, from ventrosus-
pension there would be little if any dystocia, and he kept this

operation up much longer than otherwise for that reason, but
having met with a few cases where ventrosuspension was in-

tended and ventrofixation resulted, with dystocia, demanding
Cesarean section, he had abandoned it.

In regard to the suggestion of separating the ligament at the
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time of labor, these cases had been in labor for a number of

hours; that it was only after nature had tried to dilate the cer-

vix and to deliver the child the women were brought to the

hospital and were seen by him. It was not good judgment to

open the abdomen, sever the ligament, close the abdomen, and
let the woman go on with labor. It would seem to him that

the fetal mortality would be increased by this procedure. He
admitted the feasibility of it during pregnancy, separating the

ligament, and letting the uterus develop in a normal way, but
as for doing it at labor it did not appeal to him.

Ever since al^andoning ventrosuspension he had been doing the

Gilliam operation, and had had no dystocia from it, and it seemed
to fulfill the indications very nicely. His method of doing it was
through a Pfannenstiel incision, making a transverse incision,

bringing the round ligament up to the recti underneath the fascia

inserting a suture which closed the outer ends of the incision,

including the round ligament, and closing the fascial incision as

was recommended by Pfannenstiel.

Dr. T- Whitridge WilliAxMS, of Baltimore, read a paper
entitled

IS PUBIOTOMY A JUSTIFIABLE OPERATION?*

DISCUSSION.

Dr. Egbert H. Grandin, of New York, said that basing his

judgment on American stati tics, since he could best judge of

the work from that stand-point, he would reject pubiotomy or

hebostiotomy, on account of the morbidity and mortality rates.

After listening to Dr. Williams's paper, he was willing to modify
a previous statement he had made in another discussion to this

effect: he excepted Dr. Williams from that statement, but only
hoped that Dr. Williams would be as fortunate in his future re-

searches. The speaker had said in a paper previously read that

he could not conceive of hebostiotomy or pubiotomy being made
an elective operation any more than in the past he was willing

to admit that symphysiotomy could become an elective opera-

tion. He contended that in the border-line cases, other things

being equal. Cesarean section—to his mind the future operation

as performed in America—would show a less morbidity rate and
a less mortality rate on the side of the women, with as many', if

not more, living children than hebostiotomy ever would. He
was not willing to admit from his stand-point that in the lesser

grades of pelvic contraction the induction of labor was a lost art.

It all depended on how the obstetrician induced labor.

Dr. F. Pfannenstiel, of Kiel, Germany, said the paper of

Dr. Williams had interested him very much and he could con-
firm his conclusions. He had performed twenty-seven hebosti-

otomies without maternal and without fetal mortality. He con-
curred with Dr. Williams as to the indication for the operation,

*Sce original article, page 202.
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namely, a conjugata vera of 7 cm. It all depended upon the

relation between the child and the pelvis. He agreed with him
also that this operation should not be done in infected cases.

He had performed the operation in one infected case, and the

woman had considerable temperature after it, was very ill, but
hnally recovered. This one experience had taught him not

to do the operation again in an infected case.

Concerning the indications for the induction of premature
labor, he agreed with Dr. Williams, and pointed out that pubiot-

omy was not an operation for the general practitioner to perform.

It required an expert to do it. With regard to the induction of

premature labor, he did not think the results were as bad as had
been stated in many papers that had been published from time

to time. He had not had any maternal mortality from the induc-

tion of premature labor in over 150 cases in his practice, but in his

last fifty cases there was a mortality to the children following

this method. If all cases that left the hospital after some weeks
were considered, then he had lost 18 per cent. While we could

content ourselves with doing this operation, there must be a

special indication for it.

Dr. Edward P. Davis, of Philadelphia, said it was interesting

to note that Boone in a series of fifty-two cases did not state

the fetal mortality, although he made the simple statement that

he had done fifty-tw^o operations with no maternal mortality.

As regards the statement that 70 per cent, of labors in moder-
ately contracted pelves would terminate spontaneously, the speak-

er's experience in a series of 1200 cases of contracted pelves of all

sorts was that fully 80 per cent, would terminate in spontaneous
labor, and therefore a larger number of these border-line cases

should have the test of labor.

As regards the mortality of the early Cesarean section, he

thought all of the members were agreed as to that. With
reference to the mortality of Cesarean section after labor had
developed, he thought the essayist had estimated it much too

high. In his own experience, including the cases in which labor

had been induced with the hope of avoiding Cesarean section,

the maternal mortality was 2.3 per cent, and the fetal nil.

Forty-two cases had gone into labor, had forceps or version tried,

some had induced labor, but they had had a fair test of labor for

a number of hours.

Dr. Robert A. Murray, of Xew York, said he had not had
any experience with pubiotomy, but judging from the statistics

he thought it had a field. After doing symphyseotomy for

sometime and elective Cesarean section, he thought if he had
the opportunity he would do pubiotomy, but in the cases that

had come to him in consultation he had never felt he could sub-

ject a patient to that risk. He felt more certain of Cesarean
section after labor had commenced. Where he had waited for

hours for patients to undergo the test of labor, he had not had
occasion to do pubiotomy, but had done Cesarean section in some
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of them, and would not change this method unless the statistics

of pubiotomy were much more favorable than those that had
been given, and the cases very carefully selected with regard to

the size of the pelves.

Dr. Barton Cooke Hirst, of Philadelphia, had not had
the pleasure of hearing Dr. Williams's paper, but from reading a
synopsis he understood the main argument of the paper was in

favor of pubiotomy and condemnatory of the induction of labor.

Personally, his experience led him to feel that pubiotomy would
not retain a permanent place among operative procedures any
more than symphyseotomy had. He predicted that, with some
exceptions, in five years very few obstetricians would be doing
pubiotomy. He thought Dr. Williams's objection to the induc-
tion of labor was largely theoretical, whereas those who had given
it an extensive trial could not help but believe it was a most use-

ful procedure and ought not to be condemned, but employed
more frequently than it had been. This statement was made on
personal experience, including more than 200 cases, and he had
had a great many more cases since. Without any special preju-

dice in favor of one operation over the other, his personal experi-

ence had taught him that the induction of labor was an exceed-
ingly useful, valuable and safe procedure, and with good hygienic
conditions which could be obtained in the best hospitals and
private houses, with good nursing, he did not have any infant

mortality when done within three weeks of gestation, as contrasted
wdth the induction of labor at term.

Dr. Henry D. Fry, of Washington, D. C, mentioned fifteen

cases of pubiotomy without a maternal death, or he might
have had twenty-seven cases without a maternal death, but this

did not tell half the story. It was the morbidity rate. He began
this operation with a great deal of enthusiasm, and said it was
one of the most gratifying operations to do in obstetric surgery.
In fact, so far as the operation itself went, it was ideal. It was-
an easy thing to do. There were certain accidents which might
happen during the operation. In the first place, tearing the
anterior vaginal wall during the extraction of the child's head.
Owing to the fact that the bones are not supported properly,
the stretching of the tissues tore the anterior vaginal wall. One
was liable to rupture the plexus of veins and get hemorrhage.
The speaker would never select pubiotomy in preference to Ce-
sarean section, provided the woman had any chance, and he
would give her that chance if she had been in labor twenty-four
or thirty-six hours. He would rather do it provided forceps
had not been used or any efforts at version made. He would
rather do Cesarean section in such cases, believing that the
mortality would be no higher than that following pubiotomy,
and convalescence would be much better. A complication
which followed these cases was septic phlebitis. In a series

of twenty cases which he collected a year ago, twelve of them
were primary, eight secondary, with four deaths in the second-
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ary cases. If one could not do Cesarean section, then he might
do pubiotomy, but he beheved there was a limited field for it as

a secondary operation.

Dr. Richard C. Xorris, of Philadelphia, said that he was
rather disposed to take a more favorable view of pubiotomy
than most of the gentlemen who had spoken. He had watched
its development with a great deal of interest, and in a paper he
had discussed it along lines similar to those pointed out by Dr.
Williams. He would differ with Dr. Williams in regard to the

attitude taken by him with reference to the induction of labor.

The essayist had started out with a fetal mortality for induced
labor of 30 per cent., whereas in thirty cases reported by the

speaker in his own paper the primary mortality was 10 percent.,

and of that 10 per cent, there were at least four cases, if he had
the matter to do over again, which he would not have subjected

to induced labor, but to pubiotomy.
As to preliminary dilatation, he would differ with Dr. Williams

as to manual methods, preferring the Pomeroy bag method,
as it was an integral and essential part of the operation of pubi-

otomy in primiparous women. In brief, while he was not an
enthusiast beyond a reasonable degree for pubiotomy, he thought
it should receive a more extended trial.

Dr. Williams, in closing the discussion, answered in detail

all of the points brought out by the different speakers.

OFFICERS.
The following ofBcers were elected for the ensuing year:

President, Dr. J. Riddle Goffe, of New York.
First Vice-President, Dr. How.^rd A. Kelly, of Baltimore.
Second Vice-President, Dr. Malcolm McLean, of Xew York.
Treasurer, Dr. J. Wesley Bovee, of Washington, D. C.

Secretary, Dr. Leroy Broltn, of New" York.
Members of the Council: Dr. George Tucker H.\rrison,

of Xew York, and Dr. J. Montgomery Baldy, of Philadelphia.

Xew York was selected as the place for holding the next
annual meeting.

TRANSACTIONS OF THE NEV^'' YORK
ACADEMY OF MEDICINE.

SECTIOX OX OBSTETRICS AXD GYXECOLOGY.

Meeting of March 26, 1908.

William S. Stone, M. D., in the chair.

AX asexual monster. A UNIQUE SPECIMEN.
Dr. Eden \'. Delphey presented what he termed a "micro-

cephalic monocular octodigital octodactyl unirenal asexual
monster," with radiographs of the same. The specimen was
born on January i, 1907, and lived three days and five hours.
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The parents were German, strong and healthy, and there was
nothing in the prenatal history which could be held as a cause
of the malformations. The father was thirty and the mother
eighteen years old. Although the confinement was at full term,
the child was only as large as a six months' fetus. There was
decided oligohydramnios, there not being more than a pint of

liquor amnii. The head was small, measuring 24 cm. in cir-

cumference. The specimen was 37 cm. long and weighed 1,250
grams. The cranial bones were completely ossified. There was
but one eye and the socket of the other contained apparently
only connective tissue, but this would be determined when the
autopsy was completed. The right palpebral fissure measured
17 mm. and the left 14 mm. The nasal processes of the supra-
maxillary bone and the nasal bones w^ere hypertrophied and
separated in the median line. There were but four fingers on
each hand and four toes on each foot. Both hands and feet were
symmetrical. There were no external genitals of any kind.

There were two ovoid elevations, just over the site of the external
ring, which were about the size of an almond. These were
empty cyst sacs, the nature of which had not yet been ascer-

tained, but which he hopes microscopical studies will demon-
strate. The pouch, which somewhat resembled a scrotum, was
entirely a post-mortem change, the loose connective tissue being
distended by intestinal putrefaction and the bacillus serogens

with which it became infected post-mortem. The anus was
patulous and in the anterior margin a dimple showed the location
of the urethra. A partial autopsy disclosed the fact that all

the internal organs were normal except that there Avas but one
kidney and no internal sexual organs whatever. The specimen,
so far as he could discover, was the only "neuter" or asexual
human being ever presented to a scientific body. (A full

description will appear later.)

Dr. Herman J. Boldt presented a number of specimens of

CARCINOMA OF THE VAGINAL PORTION OF THE CERVIX.

The principal reason why this uterus was presented was
because a question of doubt as to the justifiability of having
done an extirpation of the uterus arose in his mind after the
pathologists' report had been received. Clinically, there was
not an iota of doubt in his' opinion as to the breaking down ul-

ceration present on the vaginal portion of the cervix being malig-
nant. The patient, a woman advanced in the forties, had been
having a typical bleeding and putrescent vaginal discharge for

several months. The ulcerated parts broke down very readily
when manipulated upon bimanual examination, and especially
so when a sharp curette was used prior to doing the radical opera-
tion. When he received a report that the ulceration was not
malignant, he was' surprised, and sent the same specimen to a
pathologist of high repute and whose, opinion was accepted as
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unquestionable by all who knew him. That pathologist reported

that the cervix was invaded with nests of epithelial cells of the

squamous variety; in addition there was a decided necrosis of

the endometrium and endocervix, beneath which dense infiltra-

tion with polynucleated leukocytes had occurred.

This again showed that a report from a pathologist was some-
times not reliable if the pathologist did not take the time to

examine carefully.

ADENOCARCINOMA OF THE BODY COMPLICATED WITH SUPPURATIVE
TUBO-OVARIAN INFLAMMATION.

M. L. has had atypical bleeding for several weeks after having
been curetted. An examination of the scrapings showed adeno-
carcinoma. The operation was done by the abdominal route

because of its easier access from that direction, since the annexa
were extensively affected by an inflammatory process. Patient

made an uninterruped recovery, she was out of bed the day
following operation, and likewise every day thereafter.

TWO UTERI REMOVED BECAUSE OF PERSISTENT BLEEDING.

Both patients had had profuse uterine bleeding at times,

and were never free from some loss of blood ; the various kinds

of treatment employed had been ineffectual. In one, the woman
of forty-four years, the scrapings were sent to the laboratory

and an immediate report obtained from frozen sections made.
The report was that the picture was suspicious of malignancy.
Subsequent examination of the specimen disproved this. The
blood-vessel coats of both uteri showed pathological thickening,

otherwise the changes of chronic metroendometritis. The
ovaries in both cases show chronic inflammation.

PLACENTAL POLYPUS.

For three months subsequent to confinement the woman from
whom the specimen was removed had more or less profuse

uterine bleeding. The attachment of the tumor was to the

fundus of the uterine body. The suspicion was that it might
be a deciduoma, but the pathological report from the practi-

tioners, laboratory did not confirm the suspicion. Within two
days after removal of the placental polypus the bleeding

entirely ceased.

The remnant of placenta which was as large as a large hen's

egg must have remained adherent to the interior, while the

larger part of the placenta detached itself.

The patient from whom this second placental polypus was
removed was told that she had carcinoma. She had aborted
four months previously, and since then had been bleeding more
or less profusely.
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TUMOR OF THE ROUND LIGAMENT.

Dr. Herman J. Boldt presented this specimen. F. L. had
for some time an enlargement in the right inguinal region which
was diagnosed by her physician to be a hernia. She was admit-
ted to his service in one of tlie hospitals with which he was
connected for an operation on the pelvic organs, at the same time
she requested to have the swelling in the groin which had
become troublesome attended to. No definite diagnosis was
made.
On cutting down, the small tumor presented itself, which when

followed in its course was continuous with the ligamentum teres.
The cyst wall was composed of fibrous connective tissue, loosely
held together. In the meshes of the connective tissue were
masses of leukocytes. The lining of the cyst was of fibrous
tissue. The vessels were few in number.

TUBAL abortion.

Some questions that were asked him when operating upon the
woman from whom this specimen was removed, induced him to
present it, although there was nothing of unusual interest to be
seen in the specimen. The woman was admitted during the
night, and he was informed that an abortion had taken place
two weeks ago ; that since then she had been continuously bleed-
ing. Her pulse, the house surgeon said, was feeble. He' wished
to know whether she should be curetted. He told him that
from the few words that he said, the condition looked more
like an extrauterine pregnancy, but that she should be kept
quiet, get some stypticin internally, and be w^atched; he would
see her in the morning.
When he saw her in the morning the woman was completely

blanched, entirely pulseless, but in possession of her mental
faculties. He made a rather superficial examination, determin-
ing only that the vaginal portion of the cervix was not succulent,
and that the uterus was not enlarged or softened in consistency,
and that the woman complained of severe pain when the vaginal
portion of the cervix was moved forward. This was a symptom
that he had observed for a number of years, and had learned
to attach some importance to it. He did not know of anvone
who has called attention to it besides himself. The pelvis' was
filled with an indefinite fullness, which made the impression
upon him as being fluid and coagulated blood. The fallopian
tubes could not be palpated. It was ordered that the woman be
immediately prepared for operation. It was useless to wait
for an improvement of the pulse, because instead of improving
since last night the condition had become more critical. No
hematocele had formed, i although from the history it was
likely that intraperitoneal bleeding had begun two weeks ago.
The operation occupied but a few minutes. The abdomen was
filled with blood which gushed out like from a fountain, as soon
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as an exit was made for it. It was evident that the left tube
was the seat of the faulty implantation of the ovum, and it was
removed. In this instance the ovary was removed for the

purpose of studying it histologically.

The readily accessible large blood-clots were removed, and
while closing the abdomen saline solution was poured into it

and left in it for absorption. In addition an intravenous
infusion was made.
The questions that were asked are: Is it ever desirable to

delav operation in extrauterine pregnancy if the pulse is very
poor. Answer: Yes, in exceptional circumstances. Can the

diagnosis between tubal abortion and tubal rupture always be
made? Answer: No, not from the clinical symptoms. Does
an hematocele always form, if tubal abortion occurs? Answer:
No. In this case the symptoms were just as serious as they are

in an extensive tubal rupture, and death would undoubtedly
have taken place from acute anemia had the patient not been
promptly operated upon. Does death ever take place from
intraperitoneal hemorrhage because the operation for the

removal of the gestation products has been delayed? Answer:
Yes. He was aware that some doubt this, but he had seen three

such instances. One, a patient referred by Dr. A. Seibert a
number of years ago. The diagnosis of extrauterine preg-

nancy was made, and the patient was sent to the Post-Graduate
Hospital. He intended to operate on the following morning.
During the night he was sent for because the woman suddenly
went into collapse. By the time that he arrived and had made
arrangement for operation, she was dead. An extensive tubal

rupture had taken place into a preformed hematocele, and
broker^ through into the peritoneal cavity. Confirmed by
autopsy.

Another case seen by him in consultation with Dr. Louis
Peiser, in which the diagnosis was thought to be colic from indi-

gestion or appendicitis, was diagnosed also by him as tubal

pregnancy. Immediate operation was advised, but before the

patient and her husband had come to a conclusion whether to

sanction it, another hemorrhage occurred and the patient died.

A third instance was in his mind, but he did not recall the exact

particulars at this time.

Dr. William S. Stone corroborated what Dr. Boldt had
stated in regard to the patient complaining of pain when the

vaginal portion of the cervix was m^oved forward in these cases

of tubal abortion.

Dr. C. C. SiCHEL reported a case of ectopic interstitial gesta-

tion in which death from hemorrhage followed a rupture. He
believed that death might have been averted had immediate
operation been done.

Dr. Chas. F. Adams reported the case of a woman who was
brought to the operating room with practically no pulse. The
use of saline infusion brought the pulse up and she rallied to a
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very marked extent. He believed she would have died if the
saline infusion had not been given. She had a ruptured right

ectopic and a left hydrosalpinx, both of which he removed.
Dr. Boldt said it was better to begin the infusion when the

patient was first placed on the table, and not to wait until the
completion of the operation.

Dr. Adams said this was what was done in the case he reported.

CARCINOMA OF THE UTERUS COMPLICATED BY PUS TUBES AND
ADHERENT APPENDIX.

Dr. C. C. Sichel presented this specimen. The patient from
whom he removed the specimen was forty years old. The
diagnosis was cancer of the uterus and operation was pan-
hysterectomy and appendectomy. The family history was
negative. She had an attack of what she called inflammation
of the bowels five years ago, and she was sick one month at that
time. The history of her condition was rather indefinite.

She probably had an attack of appendicitis or salpingitis.

Her menses started at the age of fourteen and were regular.

The menopause had not yet been reached. She had been
married six years, had two children but no miscarriages. On
June I, 1907, the patient began to lose weight, and complained
that she did not feel well. About August 30, a week before she
was admitted to the hospital she had a fainting spell, from
which she quickly recovered. Since then she became worse
and worse. She had a vaginal discharge, with odor, since June;
this was more profuse at the time of her menses. There was
no bleeding. The abdomen was distended. There was pain
on pressure in the lower right quadrant. She had a slight um-
bilical hernia. Upon examination the cervix was found to be
enlarged, bleeding readily. There was a foul sm.ell. There
was a whitish, elevated area which felt hard to the finger. The
tissues did not break off easily. The uterus was bound down
with adhesions, but was slightly movable. She was admitted
to the hospital September 8. A specimen from the cervix was
sent to the pathologist who reported back that it was an adeno-
carcinoma. On opening the abdomen the tip of the appendix
was found to be adherent to the right ovary. The appendix
was removed and showed an old catarrhal condition. The tubes
were enormously distended and bound down by adhesions. A
pan-hysterectomy was performed and the abdomen drained.

The patient's condition became critical while on the table and a

saline infusion was given along with strychnine and whiskey
hypodermatically. For several days the patient remained in a
critical condition, but recovered.

RIGHT OVARIAN CYST COMPLICATED BY APPENDICITIS AND DIS-

TENDED GALL-BLADDER.

Dr. C. C. Sichel reported this case. The patient was twenty-
seven years old, a general houseworker, colored and married.



NEW YORK ACADEMY OF MEDICINE, 307

Her previous history was negative. On the afternoon of

September 30, 1907, she was suddenly seized with sharp, stabbing
pain in the abdomen; this pain was accompanied by a severe

chill and fever, lasting about four hours. This condition passed
ofiF, but a second attack occurred on October i, in the morning,
lasting twenty-four hours. On admission to the hospital,

October 2, she complained of pain and tenderness, as in the
previous attack. Her temperature was 99, pulse 100 and respir-

ations 32. There was some rigidity but no tympanites. There
was considerable pain over the right side of abdomen. The
vaginal examination disclosed a small mass on the right side.

A diagnosis was made of a small cystic ovary complicating
appendicitis. An incision was made in the right rectus. A
slightly cystic ovary was found on the right side; this was
removed. The appendix was found to be swollen and con-
gested, with few adhesions, and was removed. The gall-bladder

was found distended and very tense. An incision was made
along the border and parallel to the right ribs over the gall-

bladder. On examining it, considerable of the tension was
overcome, and as no stones were felt he closed the abdomen..
The patient made a complete and rapid recovery. The exam-
ination of the blood prior to operation show^ed a slight leukocy-
tosis and an increased polynuclear count. The patient made
an ureventful recovery and left the hospital on the tenth day.

Dr. Eugene C. Savidge called attention to the fact that in the

report of the first case Dr. Sichel said that the patient began to

lose weight June i, and entered the hospital September i.

This had a direct bearing upon the paper of the evening.

CASE OF inverted APPENDIX, RE-OPERATED, WITH MICRO-
PHOTOGRAPH.

Dr. Henry Dawson Furniss presented this specimen
The patient from whom this appendix was removed was a

woman forty-five years of age. Six years ago she had an
abdominal section when plastic work was done on the tubes and
ovaries and the appendix inverted after the method of Edebohls.
Two years ago he did a cecostomy for mucous colitis in order that

the whole of the large intestine might be irrigated. The oper-

ation was done in the same manner as a Kader's gastrostomy,
the cecum being sutured to the parietal peritoneum, and a
permanent catheter being left in the cecal opening. On Decem-
ber 23, 1907, to close the fistula, he cut down to the cecum,
separated it from the abdominal wall for an inch around the

opening, the edges of which were then freshened. At the lower
angle of the cecal opening was the appendix, projecting three

quarters of an inch into the cecum; this with its base was re-

moved and the cecal fistula closed. The microscopical section of

the appendix showed nothing abnormal other than the inversion.

From without inward was seen the mucous membrane, the sub-
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mucosa, with lymphatic tissue and lymph nodes in places,

circular muscular layer, longitudinal muscular layer, and in the

centre a "core" of fibrous tissue. The blood-vessels are in the

submucosa, but were more numerous and larger in the inner

fibrous "core," representing the serosa and subserosa. It was
claimed that often a portion of the appendix in these cases

sloughs away, leaving a stump of from a quarter-inch to more in

length. Unfortunately, no longitudinal sections were made of

this specimen to determine whether it was a stump or only an
appendix shortened longitudinally.

From the clinical history of the patient, he did not think that

the inversion of the appendix had anything to do with the

mucous colitis, for the colitis w^as present before the appendix
operation and was no more severe afterwards. As the colitis

had almost cleared up at the time the appendix was removed
(second operation), it could not be said that the excision of this

organ had any bearing on her subsequent history.

Dr. John O. Polak had seen a number of cases of colitis

subsequent to the operation of inverting the stump of the

appendix.
Dr. Furniss did not believe there was any relation at all

between the inversion of the stump and the mucous colitis.

Dr. Chas. F. Adams reported a case of amputation of the

cervix under hypnosis. The patient was forty-six years old,

married, and had three children. Her last child was born ten
years ago. The first two confinements were normal and fairly

easy. The third was hard and from that she dated her trouble.

She had headache, referred principally to the occiput, and some
backache. She had profuse leucorrhea. Examination revealed

a stellate tear of the cervix, very deep on the posterior lip, and
extending directly backward, the appearance suggesting malig-
nancy. The cervix was amputed under hypnosis. The patient
felt no pain whatever. Dr. Adams noticed that there was less

relaxation of the parts, and more hemorrhage under hypnosis.

Upon further questioning, Dr. Adams acknowledged that he
had but little faith in hypnosis; at the same time he was sur-

prised that the patient could be under the knife for one hour
and yet experience no pain whatever. In order to test the
sensibility, he thrust a needle into her perineum once or twice,

but she did not flinch. Hypnosis was applied by Dr. Leonard
one-half an hour before operation and during the operation he
stood at the patient's head and mumbled to her, "You feel no
pain; you feel no pain."

Dr. Henry Dawson Furniss two years ago had a patient,

a yoimg, undeveloped girl, with persistent vomiting while awake.
In twenty minutes he was able to put her to sleep by suggestion,
and he kept her asleep twenty-one hours out of twenty-four.
He then taught the members of the family to successfully use
hypnosis. This patient had a cyst of the ovary and Dr. Ede-
bohls. Dr. Polk and others were able to examine her while she
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was under hypnosis without giving her any pain whatever or
causing any spasm. After she was operated upon she developed
a cystitis. Under hypnosis she was cystoscoped, the ureters
were catheterized and without pain. Dr. Furniss had employed
hypnosis in two other patients with success, but he had failed

in others. He said, regarding the hemorrhage in cervix oper-
ations, that he had gotten absolute hemosvasis by the use of

I to 6000 adrenalin solution injected under the mucous membrane
covering the area he intended dissecting, using less than forty
minims.

THE CANCER PROBLEM.

Dr. Eugene Coleman Savidge read this paper. He said

that all would probably agree with the following statements
regarding the condition propularly known as cancer. First:

"It must be confessed that in spite of the time, brains, energy
and money which have been expended during the past few years
in the attempt to solve the problem of cancer in almost all parts
of the civilized world, little or no apparent progress has been
made." (Editorial, Xew York Medical Record, June 29, 1907.)
Second : That researches as to cancer cause based on bacterio-

logical transmission have yielded no result. Therefore, nothing
could be expected from either antiseptic or antitoxin treatment.
Third : That even if the theory of wandering cells from embryo-
nal life were capable of proof, such proof would give us nothing
of value in treatment. We could never penetrate fetal life and
anchor the displaced or wandering cell. Fourth : That though
surgery had done thoroughly clean work, at least in uterine

cases, it had been followed with prompt recurrence and speedy
death. They must necessarily hold that their present resources
were unsatisfactor}', and that their position was one of "hopeful
expectation." Notwithstanding these statements. Dr. Savidge
believed that there were signs of promise important enough to

merit studied consideration. We had an indication of the
cancer cause and a sane hope regarding the successful treatment
of cancer. This indication, which became more conclusive the
more one studied it, lay in the physical variation in the isomeric
quality of the primitive elements entering into the composition
of protoplasm. The hope of successful cure lay in the restora-

tion, or the preservation, of certain ferments the secretion

containing which seemed to be altered, or abolished, long before
the human organism reaches the state of cancer. He doubted
if the cancer problem would ever be solved bv the application
of a juice to a spot, or even the hypodermatic application of a
ferment to the organism. Dr. Savidge then considered in out-
line Pasteur's great work on fermentation and its connection
with cancer. The importance of the ferments of the body,
called here digestive and including the opsonins of the blood,
was becoming clearer to the profession. Thev were elements
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of assimilation and agents of protection. Certain ferments in

the blood make the germ vuhierable to the phagocyte, thereby

assisting these latter to digest specific infections in the blood.

He reported a perfectly well authenticated opsonin cure of

malignant tertiary syphiHs of the most extreme type. A miner,

afflicted with ignored syphilis, untreated until its malignancy

crippled him, was stricken with smallpox. The recovery from

smallpox left him permanently cured of his tertiary syphilis.

The explanation of this then was that the smallpox germ had

killed the great pox germ. The explanation was now simpler.

The stimulation of the opsonins by the acute infection brought a

collateral stimulation of the opsonins of syphilis and this ferm.ent

caused the cure of the man of a disease incurable in him at that

time by drugs. Dr. Savidge said that he had long pondered

over the fact that cancer was locally but an exaggeration of

normal cell tissue as seen by the microscope. As the isomers

might be defined as "the difference between the same thing,"

so cancer might be called an isomer of normal tissue. That they

did know a force that would cure some cancers and cause some
cancers he believed would be denied by no man in the profession.

That was one thing known. A second thing known was the

action of these forces upon the ferments. They also knew that

the sun, the a;-ray and the radium ray both cured and caused

disease, and each acted significantly upon the ferments. Proven

beyond all cavil, however, was the existence of this occult

force which brought both hurt and cure. They knew that it

acted on the ferments; they knew that ferments destroyed one

isomer and allowed the other to remain untouched; they knew
then that it thus acted at least once removed on isomers. They
knew what the force did, pro and con; but they had not yet

succeeded in bridling it so that it would always act pro and
never con. This might be their next success when they had
learned its relation to isomeric integrity. But that one known
force could thus act pro and con presupposed that other forces

might so act. If the asymmetry of the carbon atom caused

one form of the same thing to assume a right rotary quality and
another a left rotary to the polarized light; if one of these

qualities was assimilable under our digestive ferments, was
acted upon by our protective ferments, and the other was not;

if the cell proliferation of cancer was simply an exaggeration of

normal cell proliferation, either of opposite isomeric quality,

hence insusceptible to our ferments ; or of the same quality, and
undisciplined by our ferments because impaired—then, whatever
deflected our protoplasm from one isomer to its opposite, or

impaired the quality of our protective ferments, might be said

to be the cause of cancer, long before its local manifestation.

And whatever deflected this malign isomer to its benign opposite,

or whatever restored the integrity of the failing ferments, long
before the local manifestations, might be said to be the cure of

cancer. If the radial forces—the sun, the x-ray and radium—even
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if not acting directly upon the carbon atom in our protoplasm,
acted repressively on our protective ferments, thereby allowing
the wrong isomer to flourish into exaggerated cell life, then the
radial force might be said to cause such a cancer. If pigment
absorption, hair graying, hemoglobin disappearance, allowed the
radial force to attack the cancer opsonin in the thus uncurtained
blood-cells, then here was a more remote cause of cancer. Con-
versely, if they could shield our protective ferments from the
destructive radial forces and at the same time expose our
noxious elements thereto, the radial forces might be said to cure
such cancers. If a perverted thyroid, withdrawn from its

mysterious guardianship against wrong isomers, left them to

flourish, then perverted thyroid was another cause of cancer.

And, conversely, the restoration of such a thyroid was the cure
for cancer so produced. But whether one item, or all, whatever
restored glandular activity, replaced the disturbed ferment
protection, restored the isomeric integrity, that item, or aggrega-
tion of items, thereby cured the cancer. The incipient cause,

the study of the march of antecedents, the application of the
cures, all lay in the domain of synthetical medicine. The
conception of making an element in a man's blood eat up his

own disease probably pointed to the line of future march. The
following points were offered

:

First.—Who had seen cancer develop in patients that had been
under observation, say a year before the cancer became unmis-
takable?

Second.^^'hsiX. had been the relation observed between the
cancer and the cachexia? What observations had been made
of the various secretions? When did the glands begin to fail?

When did the loss in weight begin? etc.

Third.—This question was presented with an avowal that no
desire existed to discredit surgical methods. Restricting the
question to uterine cases, what was the honest conviction of

those with the experience regarding the quick and possibly
more virulent return of the malignancy after operation? He
said that perhaps those who operated most frequentlv were the
least qualified to say how long life might have lasted without an
operation, as they did not know this side. The excellence of

their equipment in one direction was the measure of their limi-

tation in the other. Yet the strictest estimate was necessary
on this point, for if there was anything in the new trend, surgery
might be the worst thing to do to a cancer. As the potato,
which would grow but one plant as a whole, but subdivided
grew a plant for each eye, so cell segmentation, by sowing
parts each capable of reproducing the whole, might be simply
spreading elsewhere the local manifestations.

Starting with a frank admission that nothing as yet had been
accomplished, still clinging to the best methods of procedure of

surgery, he asked if there was not reason to consider this sequence
with scientific openness of mind. A certain known, but not
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understood, radial force could act upon products containing
the asymmetrical carbon atom to change their isomeric quality

as shown by polarized light. That one force could so act

presupposed other forces might so act. The natural ferments
contained in the secretions of the body, digestive and protective,

"digested" one series of isomers and left the opposite series

untouched. Therefore, the action of this occult "radial"
force, this assailing of isomeric integrity, could change proto-

plasm from digestibihty to indigestibility to the natural fer-

ments, and vice versa.

The local cancer product consisted presumably of changed
isomers allowed to grow instead of being"digested." This was
made all the more probable by the disappearance of the opsonic

ferments in the blood in all such diseases as had been subjected

to controlled observation; and, specifically in cancer, by the

gradual suppression of the enumerated ferments. These fer-

ments, presumably, began to modify long before transition

from the preliminary to the final state called cancer. Therefore,

even if there was no change in isomeric quality, the secretion

suppression would explain the growth of the cancer \veed cells

that effective ferments would have removed. He closed by saying

that if there was no flaw in these significances, the cure for cancer

as well as its prevention lay in the realm of synthetical medicine.

Dr. DelphEy said that when the living body was subjected

to the action of radio-activity either from the " rc-ray " or radium,

the cells whose equilibrium was most unstable were the ones

first and most acted upon. These cells were in the stratum
granalosum of the skin, the endothelia of the blood vessels,

the leukocytes, the cells of the glandular system, the cells of the

nervous system and those of neoplasms. This effect is produced
in three different and distinct stages: stimulation to increased

normal metobolism; stimulation to erratic neoplastic growth;
and over-stimulation to death and disintegration of tissues,

either microscopical of en masse. One reason why the ".r-ray"

has failed in the treatment of deep-seated neoplasms is that

while it might destroy the superficial portion, at the same time,

because the radio-resistance of the tissues weakened the eft'ect of

the rays, the deeper parts were stimulated to increased malev-

olent growth. As radium is inserted directly into the body
of the neoplasm and its action is directly from within outward
toward the circumference, and as it has a selective action upon
the erratic cells, better results may be hoped for and obtained,

provided the dosage can be so adjusted as to destroy the malig-

nant cells and not stimulate the normal to erratic neoplastic

growth.
Dr. Herman J. Boldt said that Dr. Savidge seemed to be

under the impression that cancer was a systemic disease rather

than a local one. If carcinoma was a systemic disease it was
diflicult to understand how these sufferers were to be cured. If

cancer was attacked in the earlv stage surgicallv, a cure might
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be expected in many cases. Cachexia was a preliminary stage

of cancer and he said that he had yet to see a single case of

marked cachexia and the patient operated on successfully.

There was not a single instance on record of the cure of cancer

by operation when cachexia was present because of the neo-

plasm.

TRANSACTIONS OF THE
WASHINGTON OBSTETRICAL AND

GYNECOLOGICAL SOCIETY.

Meeting of February 7, 1908.

The President, I. S. Stoxe, M. D., in the Chair.

Dr. G. Brown Miller reported a case of

PYONEPHROSIS PROBABLY ORIGINATING IN PREGNANCY.

Mrs. A., age forty-eight, a pat'.ent of Dr. Harry Parker, was
referred to me August 9, 1907. She gave the following history:

Twenty-three years ago, two weeks before the birth of her last

child, she began to suffer with pain in the left side and with
fever. She says an abscess which had formed about the ovary
burst into the vagina two hours after the delivery. A purulent
vaginal discharge kept up for two or three years. From time
to time ever since she has had paroxysms of intense pain in the

left side in the region of the kidney. Pus was noted in the urine

first about eight years ago, but the urine has been noticed to be
more cloudy after the attacks of pain. She has not had chills

or fever during attacks, nor has she noticed any connection
between them and the intestines. Any unusual exertion will

bring on an attack. She has been compelled to take morphine
to relieve pain and has acquired the habit, taking about eight

grains a day hypodermically. She now gets up about three

times a night to urinate and has some frequency during the day.
]\lenopause occurred several years ago.

The pelvic examination shows the genitalia atrophic, with no
sign 01 any inflammatory process.

The cystoscopic examination shows the bladder mucosa pale-

looking. There is no reddening, no other sign of inflammation
and no scar or abnormal opening into the bladder. The left

ureteral orifice appears large, pouting and slightly inflamed-
looking, and purulent urine can be seen escaping. August 13.

After bladder irrigation, the left ureter was catheterized, a

large catheter being used, and no obstruction being met with.

In a few minutes there ran from the catheter six ounces of urine
with specific gravity 1006, much pus, heavy trace of albumin
and urea four grains to the ounce.
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The mixed urines contained less pus, seven grains of urea to

the ounce, and had a specific gravity of loio.

. September lo. The right ureter was catheterized after

bladder irrigation. Clear urine escaped in a normal manner
from the catheter. The urine proved normal.

The left kidney was removed October 23, after an attack of

severe pain lasting more than a week. The kidney was about

eight inches long and was markedly dilated. No marked
difficulty was experienced in removing it. About five inches

of the markedly dilated ureter was removed with the kidney.

A small amount of pus in the urine continued for some time,

but there has been no sign pointing to any infection of the

other kidney.

The histological examination showed no evidences of tuber-

culosis.

Dr. Henry D. Fry, reported a case of

OBSTRUCTIVE JAUNDICE, CHOLECYSTITIS, CHOLECYSTOTOMY.

Mrs. D., aged sixty-two years, mother of nine children. Has
had typhoid fever, scarlet fever and pneumonia.

First noticed attacks of pain in side and abdomen about one

year ago. She thought they were due to acute indigestion,

but noticed a reddish color to the urine and suspected that her

liver was at fault. After several attacks she became jaundiced.

November 18, 1907, she had an acute attack and suffered

intenselv for several hours. Became much jaundiced. Had
frequent recurrences of pain about once a week until January 16,

1908.

Dr. Fry saw her at her home near Bethesda, ^Id., January
22, nausea, vomiting and pain; chilly sensations; temperature,

102. Stools and urine characteristic of obstruction of bile. Jaun-
dice intense. Next day temperature reached 103. vShe was
brought to his private hospital, January 24.

Leukocytosis, 28,000; urine, 5 per cent, albumin; no casts;

mitral insufliciency.

Operation, January 25. Abdomen opened and gauze protective

sponges applied. The gall-bladder ruptured at the fundus in

bringing it forward and about 50 c.c. of mucopurulent fluid

escaped. A small stone was removed from the bladder and a

larger one milked from the common duct, and removed by spoon
curette passed through the tear in the gall-bladder, drainage-

tube inserted into the gall-bladder and cigarette gauze drain

inserted.

Patient returned to bed in good condition. Second day, no
fever; third day, highest temperature, 100.6.

Drainage from gall-bladder amounted to 200 c.c. the first

twenty-four hours, and then rapidly diminished. Drainage-

tube came out on twelfth day. Gauze drain removed on
fourth day.
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Bowels moved on the third day from salts; color of evacuation,

yellow. Jaundice cleared up rapidly, and patient made good
convalescence.

Dr. Bovee, in discussing Dr. Miller's case, thought that the

case would have been one for flushing of the pelvis of the kidney

rather than for nephrectomy. In regard to the tying of the

ureter, he considered such a proceedure unnecessary if the ureter

was not a suppurating surface ; for there would be no regurgi-

tation of urine from the bladder to infect the tissues.

Dr. StoxE considered it advisable to ligate the ureter to

prevent infection of the tissues, even when the ureter was not

distinctly suppurating or tubercular.

Dr. Miller said that at the time of removal the kidney had
looked much worse than after its preservation in and contraction

by the alcohol. That on incision of the kidney about six ounces

of purulent urine had escaped, that the patient had had severe

pain for a week and more or less pain for twenty-three years,

that microscopical examination of the kidney had shown that

only about one-fourth of the normal tissue was left. He did

not think that this case was suitable for irrigation of the pelvis

of the kidney, as the ureter had not been the primary seat of the

trouble. A nephrotomy with drain might have helped, but
final nephrectomy would have been necessary. He tied the

ureter to keep it from infecting the tissues until it had become
emptied of the pus that it already contained.

Dr. Miller, in discussing Dr. Fry's specimens, asked if the

gall-bladder had been necrotic, as he had seen similar cases in

which the gall-bladder had been necrotic.

Dr. Thomas asked when the patient had had typhoid.

Dr. Stoxe interpreted the small size of the stone blocking

the cystic duct as showing that the duct itself was not much
dilated and the condition of short duration. That the symptoms
of great pain associated with jaundice was seen also in inflam-

mation of the hepatic duct and similar pain even with ulcer of

the stomach. That the pain was consistent with the presence

of normal ducts.

Dr. Bovee said that complete obstruction of both ducts was
uncommon. He did not believe in cholecystectomy and had never
done the operation; that, so far as he knew, none of his cases had
recurred. That the objection to cholecystectomy was the dif-

ficulty in cases where second operations were needed for trouble

with the remaining ducts. In one case recently, adhesions be-

tween gall-bladder, omentum and intestines had been so mis-

leading that he had mistaken the condition for one of kidney
trouble.

Dr. Carr thought the gall-bladder ought to be saved unless

the indication for its removal was very clear, as in cases of cancer.

Dr. Kelley mentioned a case of empyema of the gall-bladder,

with a clear, white fluid and white stones. A case, also, which,

under medical treatment, had taken, as she said, two barrels
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of olive oil, and yet autopsy showed a stone the size of a pigeon's
egg in the cystic duct.

Dr. Stone asked what treatment would be indicated when the
cystic duct was occluded.

Dr. Carr admitted the indication in Dr. Stone's case for

cholecystectomy.
Dr. Fry, in closing, said that his patient had had typhoid

many years before and that he had not considered it an etiological

factor. The diagnosis here had been made on the violent pains,

with bile in the urine and jaundice in repeated attacks perhaps
once a week associated with fever, rigors and tenderness over the
gall-bladder. That the gall-bladder had been friable, but not
necrotic. That the stone bad been located at the beginning of

the common duct which was sacculated and the stone acted like a

ball-valve. That, therefore, he had considered the condition
one of long duration.

Meeting of February 21, 1908.

The President, 1. S. Stone, M. D., in the Chair.

Dr. George Tully Vaughan presented the specimen from
a case of

cholelithiasis—CHOLECYSTECTOMY.

Mrs. W. F. H., white, aged forty-eight, was admitted to George-
town University Hospital, February 10, 1908. She was a large,

tleshy woman and gave a history of jaundice fifteen or twenty
years ago, which laid her up 'some time. She finally recovered
and has not had jaundice since, but has been troubled with
"indigestion," more or less, ever since. For four or five months
this trouble has increased, the patient having pain in the
epigastrium, right hypochondrium and right side of the chest,

sometimes also in the left hypochondrium; chilliness; pain;
constipation; and for the last four weeks vomiting daily, the
least solid food and sometimes liquid food being followed by
vomiting. No sign of jaundice. On palpation, tenderness
is found on deep pressure in the right hypochondriac region;

also on the left side, but not so marked. Diagnosis: chronic
cholecystitis, probably with the presence of calculi.

February 11. The abdomen was opened by a straight

incision through the right rectus muscle. The gall-bladder was
found almost conjpletely filled by a large stone. The common
duct, the stomach, duodenum and pancreas were examined,
and nothing was found abnormal about them. It was decided
to remove the gall-bladder, as it was evidently the seat of chronic
inllammation, and its retention might lead to recurrence of

inllammation or the formation of painful adhesions. The
common duct was undoubtedly open. So the gall-bladder ^vith

the stone were removed by clamping the cystic duct with
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hemostats, ligating the duct a little beyond the hemostats, cutting

between ligature and hemostats, then dissecting off the gall-

bladder so as to have flaps of peritoneum, which when sewed
together with catgut, covered the exposed liver surface. Ab-
domen closed without drainage. Recovery without trouble,

except for gaseous distention of the bowels during the first three

days after the operation. The stone is quite large, measuring
two inches in length, three and three-fourth inches in circum-

ference, is pear-shaped, of dark brown color, and is covered
with minute crystals which sparkle like diamonds.

Dr. Bovee said the stone, in size, shape and appearance, was
very similar to one that he had secured several years ago from
the wife of a physician by the use of large enemata, with the

patient in the knee-chest position. She had had intestinal

obstruction for four days, the attack coming on suddenly while

she had been in good health. On the day following the passage

of this large gall-stone she was walking about the house. He
had never removed a gall-bladder, nor had he ever lost a patient

in marked suppurative cases of the gall-bladder with the com-
plication of perforation. He had never been obliged to reopen
the abdomen after a gall-bladder operation nor been given the

opportunity, after the lapse of some time, to explore either the

gall-bladder or the peritoneal cavity, and therefore was not in

a position to state that any function of the gall-bladder remained

;

yet by analogy, he believed the function of the gall-bladder not

to be completely ended by suppurative cholecystitis and drainage.

He was inclined to think that a fairly good-size and practically

normal bile reservoir remained.
Dr. Lewis thought that after a gall-bladder had once been

operated on and drained it was just as useless as if it had been
removed.
Dr. Stone had seen intestinal obstruction in three cases due

to stones with a gall-stone nucleus. He did not think that

stones of such great size ever perforated from gall-bladder or

ducts into intestine, but that secondary deposits were made in

the intestine. He believed in doing cholecystectomy in appro-
priate cases though neither that nor drainage of the gall-bladder

would be effective in all cases. In one case of rupture of the

gall-bladder he had done an operation with drainage and some
time later a cholelithotomy for gall-stones, and five years after

that had to do a cholecystectomy. At this last operation the

gall-bladder had been free from all adhesions even those of the

previous operations, but the cystic duct had been completely
occluded. The primary objection to cholecystectomy lies in the

difficulty of treatment in case stones form later in the liver or

other ducts. He had one case in which there had been no gall-

bladder, and yet the hepatic duct was full of stones. In
cholecystectomy the operator should probe both hepatic ducts

and the common duct and be sure that no stones were left behind.

He asked, what would be the i:)ropriety of ligating the cystic duct
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and closing the abdominal incision?' He had had one case in

which he had ligated the cystic duct with twenty-day chromic
catgut and drained the gall-bladder, but after five days bile was
flowing from the drainage-tube, showing that the cystic duct
was already patent.

Dr. Shands had recently seen a case with a stone nearly the
size of the one Dr. Vaughan showed. In his case the liver

extended into the pelvis, the gall-bladder being located at the
usual site of the appendix.

Dr. Vaughan, in closing, said that he did not believe in

cholecystectomy unless absolutely necessary. In this case he
thought that the long duration of the disease made a less ex-
tensive operation the choice, and he expected to do later a
cholecystectomy. He did not know whether or not the gall-

bladder functionated after it had been drained. That gall-

stones were formed in all parts of the liver was well authenticated,
so that he thought it desirable to leave the gall-bladder in situ

when in doubt as to what should be done with it. In one case

he had seen the common duct dilated so that it held a pint of

bile.

Drs. Gill and I. vS. Stone reported a case of

ECTOPIC GESTATION WITH ATYPICAL SYMPTOMS.

Mrs. J., white, had one child and several miscarriages. Her
health has generally been good and she has never had any
serious pelvic or abdominal disease. She missed her usual
period, which was due December 23, 1907. During the month
of January, 1908, she had an irregular, shreddy flow which at

times was profuse, but ^v'ithaut pain until January 22, when she

had a distinct attack of pain in the pelvis and right side of the
abdomen and also in the left shoulder. Her physician (Dr. Gill)

saw her at this time and made a tentative diagnosis of tubal
pregnancy. He found her in a condition bordering upon
collapse, with the usual appearance of hemorrhage and shock.
Her husband reported having seen her faint during this attack,

but she had been revived before her physician arrived. The
patient apparently recovered from this attack and had no
return of pain until January 29, when she was again seized with
severe pain in the pelvis and left shoulder, and her condition
grew alarming to her family. She experienced at least two
distinct attacks of pain which may have been coincident with
tubal rupture. The patient's condition indicated severe hemor-
rhage and a consultation was requested. We saw the patient

together at 5.30 p.m.-, on the 29th, and found her in severe
shock. Her pulse was then 120 per minute and her temperature
normal. The skin was very white, and her pupils nearly normal
or perhaps slightly contracted owing to the influence of morphia
given for pain. Her mental faculties were not disturbed,
however, and she gave a clear account of her illness in response
to our questions. At this time the abdomen was rigid on both
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sides, although rather more so on the right. We had no reason
to suspect gall-bladder disease, although the pain extended
along the entire right side of the abdomen. The presence of

appendicitis was excluded for many good reasons, chief of which
was the character of the pulse and the temperature. Pelvic
examination was rather disappointing in that no distinct mass
could be discovered. Instead of this, we found a soft, indefi-

nite, or boggy something without outline or definition. This
part of the examination was rendered difficult because the
patient was apprehensive and her abdominal muscles refused to

relax sufficiently to permit a careful examination. Dr. Gill

was positive that the shoulder pain was associated with the
rupture of the right Fallopian tube and the resulting hemor-
rhage. His colleague assented to this diagnosis with a mental
reservation regarding the cause of the shoulder pain. This
unusual manifestation of a reflex pain, while not hitherto un-
observed, is in our experience unique. That it was a prominent
symptom there can be no doubt. In character, the pain re-

sembled a muscular location rather than that of a nerve or joint.

There was pain on inspiration and not so much during passive
motion of the arm. The presence of pleurisy was negatived
by auscultation, and finally there was entire relief from all

symptoms of distress about the shoulder when the operation was
concluded.
The patient was promptly sent to the hospital and operation

was done at 9 o'clock that evening. When the anesthetic was
started we found that the patient's pulse had recovered tone,
and the condition of the patient indicated marked improvement,
which still further reinforced our opinion that we were dealing
with a recurring hemorrhage. When the abdomen was opened
we found a large amount of both fluid and coagulated blood,
which confirmed our belief that our patient had been bleeding
at difi'erent times during the previous week. The right Fallopian
tube and ovary were tied off, and after the blood was sponged
away the abdomen was closed in the usual manner without
drainage. Her recovery has been absolutely uneventful.

Dr. Kelley did not think there was any advantage in the
secondary operation, he had always found that his patients
were improved not made worse by the operation. He had
operated on only one case where the patient was still bleeding.
The bad cases with the great loss of blood seemed to him the ones
most in need of immediate operation and since thcv improved
there seemed no urgent need of a delayed operation in the less

serious cases.

Dr. Miller believed in late operations in the necessary'cases.
He thought that 90 per cent, of the cases stopped bleeding of
themselves. He believed in waiting for a positive diagnosis
and in some cases, as for instance, in the country where surgical
aid was not convenient, he believed in keeping the patient quiet
and waiting in hope that the hemorrhage would stop.
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Dr. Stone did not believe that Robb and vSampson, who were

the chief advocates of this secondary operation, referred to the

cases where surgical aid was not available, but to the cases in a

hospital w^ard. Personally, Dr. Stone believed in stopping every

hemorrhage that he diagnosed by the surest means at his com-
mand and not in trusting to bed and opium when ligation of

the bleeding vessel was possible. He had lost two cases of

ectopic pregnancy, one of them bleeding to death before any-

thing could be done. If this case had been operated on earlier,

she probably would have been saved.

Dr. T. C. Smith read the paper of the evening on

SOME CURIOUS CASES.*

Dr. Fry was much interested in Dr. Smith's series of unique
cases. The one which interested him most was the case of

adhesion of the hymen to the cervix, which did not seem explic-

able except as due to extreme vaginal inflammation where both

extremes of the vagina were inflamed and the extremes met.

Dr. Wall had often wondered what had become of the cases

of vulvovaginitis in children, and thought that the case referred

to by Dr. Fry might be such a case. In a child, the shorter

distance between hymen and cervix would have made the

adhesion less remarkable by several inches.

Dr. Abbe said that the case had appealed to him as possibly

the residuum of a transverse septal malformation, which would
account for the adhesions to the. lateral vaginal walls and make
the hymen-cervix inflammatory adhesion only half so far-

fetched. The case of inversion of the uterus had recalled to

him the only case of inversion that he had seen, one where
treatment had been sadly neglected. The patient, a Pole,

had been brought to Mount Sinai Hospital, New York, in a

toxic condition with a sloughing mass protruding from the

vagina. No history of pregnancy or anything else could be

elicited from the patient or her friends. In the examining-room
considerable of the sloughing material was cut away, but as it

seemed to have no definite bounds, and vaginal examination
failed to show anything that was recognizable, the patient was
sent directly to the operating-roomi, given an anesthetic, the

perineum washed off with soap and water (surgical cleansing

was out of the question) and then clamps applied and the mass
pulled down and cut off piece by piece until by and by it was
recognized that a hysterectomy was in progress, and then the

condition was diagnosed as adherent placenta and inversion of

the uterus which had been treated expectantly with consequent
gangrene of placenta and uterus. The woman was sent back
to bed with the expectation that she would die either from her

sapremia or from the peritonitis which seemed her due after

invad ng the peritoneum and doing the hysterectomy without

*See original article, page 271.
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as much precaution as one would ordinarily take for the most
trivial surgical procedure. To the great surprise of every one,

the woman never had a temperature above loo and made a most
uneventful recovery.

Dr. Smith, in closing the discussion, said that the society

being without an essayist for the evening, he had seized one
cornu of the dilemma and presented these odd cases.

Meeting of March 6, 1908. In Celebration of the Twenty-fifth

Year of the Existence of the Society.

The President, I. S. StonE, ^I. D., in the Chair.

Dr. Joseph Taber Johnson made an

ADDRESS OF WELCOME

to the friends of the society and spoke of the history of the

society, its foundation as one of the first special societies in the

District of Columbia, and of its having for one of its aims, in

addition to that manifested in its name, the most desirable

function of the encouragment of brotherly love.

Dr. McMurtry, of Louisville, spoke of the

PROGRESS OF GYNECOLOGY

from the early ovariotomy of ^IcDowell to the modern perfec-

tion of pelvic surgery and emphasized the great danger arising

from this perfection in that youthful practitioners, lured on by
the perfect asepsis and technic of the hospital operating-room
were doing operations without justifiable cause and tending to

bring all surgery into disrepute and to fill the future with
anxieties.

Dr. Kerley, of Xew^ York, spoke of

tuberculosis in children

with special reference to the modes of infection and management.
Of the two usual methods of infection, the respiratory and the

alimentary, the respiratory was common. He had been able

to find a direct source of infection in the majority of the cases

of tuberculosis at the Babies' Hospital, in New York. Patho-
logically, the condition in children was very similar to that in

monkeys, and in the Xew York Zoological gardens the tuber-

culosis mortality among the monkeys had been reduced from
50 per cent, to practically zero, there having been not a single

case of infection with tuberculosis in the Zoo since the cages had
been sterilized and all old cases isolated and new arrivals quaran-
tined if they showed any signs of tuberculosis. This, showed
that in monkeys practically all of the tuberculosis was a respira-

tory infection. He believed that intestinal infection with
tuberculosis was extremely rare. Xorthup considered it possible

in 2 per cent, of the cases in children, while Holt considered none

I
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of the cases intestinal in origin. He thought that the most
effective prevention of tuberculosis could be obtained not merely
by the care of the milk, but by legislation and education against

tuberculosis spitting drastically enforced. In the management
of the cases the best results followed hypernutrition, especially

with nitrogenous foods, and conservation of energy by prohibit-

ing exciting and strenuous plays, and insisting on the children
remaining in bed for a certain number of hours each day.
The meeting adjourned to a banquet at Rancher's which was

followed by many excellent speeches. Among others. Dr.
Norris, of Philadelphia, spoke of the importance of Obstetrics as

the mother of all the departments and specialties of medicine and
how prophylaxis in obstetrics would make gynecology obsolete.

The presidents of many of the sister medical societies responded
to toasts.

Meeting of March 20, 1908.

The President, I. S. Stone;, M. D., in the Chair

Dr. Adams read a paper on

two cases of cerebrospinal meningitis treated with
flexner's serum.*

Dr. Donnally had had no personal experience in this method
of treatment of the disease. The first case reported by Dr.
Adams had been weak in diagnosis, but the fact that serum had
been used previously would. have tended to hide the diagnosis
and yet to confirm it in that the case subsequently got well. In
the second case, the late injection of the serum on the fourth
day would not be so likely to recover. An a priori value of the
serum was seen in the fact that the serum rendered the cerebro-
spinal fluid sterile. The value of the serum had also been seen
in monkeys in which the disease, previously always fatal, had
been cured in all but one of Flexner's series of cases by the use
of the serum. Of other methods of treatment, lumbar puncture
was useful not only for diagnosis, but for the relief of pressure.

He understood that McEwen recommended lumbar puncture
to reduce fluid whenever the skull percussion gave a characteris-

tic tympanitic note. Hot baths also were valuable for their

sedative effect.

Dr. J. D. Morgan believed that he was the first person in the
District of Columbia to use Flexner's serum and that the patient
had recovered. This first case was a white girl on his service at

Garfield Hospital, eighteen years of age, suddenly taken sick

November 20, 1907, admitted to the hospital five days later, and
on the following day lumbar puncture was done and 30 c.c.

of serum injected. In all twelve punctures were made and 180

*See original article, page 354.
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c.c. of serum injected. On January 21, 1908, she was discharged

cured. The second case, a boy, four years of age, entered the

hospital February 19, 1908; received two injections of serum
15 c.c. each and was discharged cured sixteen days later. The
third case was a white girl, six years of age, who entered the hos-

pital March 13, was given 15 c.c. of the serum on the day of ad-

mission and had recovered, though she was still in the hospital.

Dr. Wilkinson had seen seven cases in which the germ had
been identified, including the three reported by Dr. Morgan.
He said that there was always doubt of the diagnosis unless the

germ was found. The injection had been followed by termina-
tion of the disease by crisis and reduction of the leukocytosis.

He thought 30 c.c. of the serum too much to inject at one time.

He thought that a clinical diagnosis with a turbid appearance of

the fluid removed might warrant use of the serum even if the germs
had not been identified by culture.

Dr. E. h. Mason said that in the differential diagnosis of epi-

demic cerebrospinal meningitis from tubercular or some other
forms that the mere cloudiness or presence of leukocytes in the

puncture fluid was evidence sufiicient to permit of the use of the

Flexner serum, though the presence of the specific germs was,
of course, the only positive evidence of the diagnosis.

Dr. Thomas understood that organisms grown from cerebro-

spinal fluid injected back into the same patient subcutaneously
had been followed by a cure in most of the cases. The organisms
thus injected did not cause the disease, though when injected

into the spinal canal they did cause it.

Dr. Sothoron asked if any bad results had followed injection

of the serum into the canal, as had been the case with the diph-
theria antitoxin.

Dr. Cook called attention to the difference in the effect of

autoinoculation and the inoculation with animal serum.
Dr. Morgan said that, in addition to the three cases of pure

cerebrospinal meningitis due to the diplococcus intracellularis,

that he had had one case of mixed infection where, in addition
to the diplococcus, the influenza bacillus had been found. To
this case also he had given Flexner's serum, but the patient
had developed hydrocephalus and died. However, both organ-
isms had disappeared from the spinal fluid after the injection of

the serum.
Dr. Abbe called attention to the fact that lumbar puncture

of itself is a very valuable therapeutic measure, as remarked by
Dr. Donnally, Some five or six years ago, while he was on the
medical service of Mount Sinai Hospital, in New York City,

lumbar puncture had been the main factor of the treatment.
Previous to its use, the mortality from cerebrospinal meningitis
had been high, perhaps 75 per cent., but during the series in which
he knew lumbar puncture to have been used the number of cures
had been perhaps 75 per cent. The diagnosis in these cases
was confirmed by the bacteriologist in most instances.
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Dr. Morgan said that the statement of Dr. Abbe that 75 per

cent, of the cases of cerebrospinal meningitis recovered eight

years ago was most surprising, as he had understood from the

health department that his case was the first one after positive

culture that had recovered in Washington since records had been
kept of these cases.

Dr. Adams considered Dr. Abbe's statement most surprising.

He had recently consulted a number of eminent authorities on the

subject of lumbar puncture, among them Dr. Koplik, the physi-

cian in charge of the children's service at Mount Sinai Hospital,

and they had one and all declared that lumbar puncture as a

therapeutic measure was obsolete, useless and relegated long
since to the past. As to the diagnosis in the first case that he
had reported, he found cases with identical histories quoted by
Flexner and so, as there had been no history of influenza, intestinal

or other lesions, he had considered the case one of the true epi-

demic types, although the germs had not been isolated.

He thought that the danger of dosage was that, as in diphtheria,

at first too small a quantity would be given. He noted the fact

that occasionally dry punctures would be made and said that

these could be explained by the fact that in some cases adhesions,

formed, cutting off the fluid that existed in the upper part of

the canal from the portion that was tapped by the needle.

BRIEF OF CURRENT LITERATURE.

OBSTETRICS.

Nonexistence of Pyelonephritis of Pregnancy—-Bazy (La Bull.

Med., ISlsLV I, 1908) advocates preventive treatment for

ypelonephritis of pregnancy. He believes that pregnancy is not
the cause of the condition which exists before pregnancy occurs,

and that pregnancy is rather favorable to recovery from this

complication. One should rather say pyelonephritis accompany-
ing pregnancy than pyelonephritis of pregnancy. Pregnant
women suflfer from frequent and painful micturition, and the
symptoms are laid to the occurrence of pregnancy, the urine not
being examined until there is fever and hematuria. The pye-
lonephritis is then in an advanced stage of evolution. The
author advocates early examination of the urine and of the con-
dition of the ureters in all pregnant women. When signs of

pyelonephritis are found, the patient should be placed in bed
with diuretic drinks as a preventive and curative of the disease

in the early stage.

Suprarenal Capsules in Nephritis of Pregnancy.—J. L. Chirie

(L'Obsfct., April, 1908) has made a study of the condition of the
suprarenal capsules in pregnancy complicated with nephritis.

The suprarenal capsule is antitoxic and angiotonic in function.

There exists, in all probability, a hypertrophy and h\qDersecretion
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of these glands in pregnancy. In nephritis of pregnancy the

same condition exists. The author examined the glands of

twelve cases of eclampsia—one of retroplacental hemorrhage,
four of albuminuria without convulsions, one of pyelonephritis,

three of broncho-pneumonia, three of puerperal infection and
four of tuberculosis. He has tabulated his results. He finds

hyperplasia in these cases of nephritis. The heart was slightly

hvpertrophied and the arterial tension was elevated, but the

suprarenal hypertrophy was the primary factor. The author
concludes that in eclampsia, retroplacental hemorrhage and
nephritis of pregnancy there is cortical hypertrophy and gen-

erally medullary hypertrophy of the suprarenal capsules. The
cortical reaction is in relation with the antitoxic function of

the gland, and probably also with the angiotonic function, but
the two actions are dissociated. The exact mechanism of the

angiotoxic action of the gland is not fully understood as yet.

The suprarenal hypertrophy was secondary to the kidney lesions

in all these cases.

So-called Eclampsia without Convulsions.—G. Brunet (Gyn.

Rinid., H. 5, 1908), after describing several cases observed by
himself, states his belief that there is a specific affection of preg-

nant women in which there are changes of a parenchymatous
nature in the blood and the kidneys which would naturally pro-

duce convulsions, yet in which these are never present. Kidney
symptoms mav be absent in slight or severe cases of this type, yet

there are brain symptoms ending in death without any convul-
sions. Autopsy will give evidences of kidney and brain changes
similar to those of the fully-declared eclampsia. The author has
seen three cases in which the pathological findings at autopsy
were marked, but which had not showed convulsions before

death. Of these he gives detailed histories. There were hemor-
rhages in kidneys, lungs and liver, parenchymatous degeneration
of the heart, and necroses of liver and kidneys, with multiple

thromboses in the vessels. \'omiting, headache, and excite-

ment were prominent symptoms, and coma came on suddenly
from which recovery never occurred. The poison of the in-

toxication seems to be so severe that the nervous system is com-
pletely crippled and cannot produce any motor symptoms.
Large amounts of albumin and casts are generally present, with
high tension pulse and even anuria. The symptoms are almost
exactly the same as those of nephritis coinciding with pregnancy,
with the absence of eclamptic attacks.

Treatment of Puerperal Eclampsia.—E. Pestalozza {Ann. di

Ostet. e Gin., March, 1908) has made a study of the treatment of

eclampsia, tabulating 100 cases treated at the clinic for obstetrics

and gynecology at Florence. These cases were treated from 1894
to 1905, and were all the cases of eclampsia occurring among
11,313 cases delivered at the hospital. A fact that has been
noted is the increased number of cases of eclampsia in the cold

months. This depends on the reduction of the skin functions due
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to the life indoors and the coverin.i( of the skin with clothing.

Examining the statistics published in former years and comparing
them with these now obtained, the author is of opinion that the
mortality from this disease has somewhat diminished. The
author believes that in the lighter forms of eclampsia the ordi-

nary medical means should be used, such as cathartics, hypoder-
moclysis, morphine and veratrum viride. At the same time
measures should be takento expedite delivery, since convulsions
generally stop as soon as the uterus has been emptied. Violent
measures should not be under taken for this purpose. Cesarean
section cannot be absolutely excluded as an indication, but the
author believes that cases in which it should be used are rare,

and that the following conditions must be present; A very
grave condition of the mother which has resisted all therapeutic
measures; a uterus that is undilated and not likely to become
dilatable in a time that will permit of delivery before the death
of the mother; the fetus living and not menaced by immediate
death.

Antithyroidin Moebius in Osteomalacic.—^Rudolf Hoffmann.
{Zeni. /. Gyn., May 2, 1908) cites the analogy of osteomalacia and
Basedow's disease ; in osteomalacia there is hypersecretion of the
ovary; in Basedow's diseases hypersecretion of the thyroid. In
the former, removal of the ovaries brings about a cure, in the
latter thyroidectomy. Both appear to be diseases of the female
genital organs. Their inlluence on the metabolism of phosphates
is the opposite : extirpation of the ovary lessens the elimination
of phosphates; administration of- ovarian substance increases it.

The secretory power of the ovaries rises and falls with that of the
thyroid. As the hemodynamic power of the ovary lessens, that
of the thyroid takes its place. There is no known case of

osteomalacia in which exoi)hthalnic goitre occurred later, but a
considerable number in which changes in the bones, or complete
osteomalacia, have been followed by Basedow's disease. The
author has had prepared for use in osteomalacia a serum from the
blood of sheep which had been ovariotomized. He believes that
the active principle is the adrenalin-holding power of the serum,
which has been called Moebius' serum. Since, in osteomalacia'
the pupils become contracted, and adrenalin contains antagonis-
tic substances, and since there is an antagonism between the
adrenal capsules and ovaries, and the extirpation of ovaries in-

creases the elimination of phosphates, it seems likely that the
insufficiency of the su])rarenal capsules is of importance in this

disease, and the administration of Moebius' serum should be of

value. At first the serum is given in very small doses. The
patient receives for two days, three times a day, thirty drops of

serum; a day's rest is given, and then this course is repeated.
This is done until 60 c. c. have been taken. Five days' rest

is then allowed before continuing the administration. This
treatment was given in a patient in whom the bone changes had
gone so far that she was unable to walk, but was carried into the
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ward. After one month of treatment, the patient having taken

1 20 c. c. of serum by mouth, she was able to be up all day, to

walk without help, was entirely free from pain and felt perfectly

well.

Lysol Poisoning by Intrauterine Injections.—\V. Piltz {Munch,
med. Woch., May 5, 1908) says that the early statements that

this drug was not poisonous have not been borne out by expe-

rience. Even with very dilute solutions, cases of serious poisoning

have been observed. There have been noted local dermatitis,

eczema and pustulation. Internal poisoning has also been
caused, which seems to depend on the absorption of the drug into

the circulation and the production of an acute nephritis. The
skin eruptions have been extensive beyond the area that was
touched bv the solution, and even have become universal. The
author gives examples of collapse occurring after intrauterine

injections. Phenol has appeared in the urine, and the kidneys

have been colored phenol-brown in fatal cases. The author be-

lieves that it is better to make use of boiled water in intrauterine

injections than to use such dilute solutions of lysol as will be

nonpoisonous, because these weak solutions are not bacterici-

dal. The prognosis of lysol poisoning in newly-delivered women
seems to be bad.

Indications for Pubiotomy.—E. Bumm (Zent. f. Gyn., May 9,

1 908) wishes to add one indication for the performance of pubi-

otomy to those given by other authors. The degree of pelvic con-

traction that requires pubiotomy has been given variously as

7 to 9^ cm. The author cites a case of normal pelvis in which,

on account of the size of the fetal head, delivery by natural means
was impossible. The head would not descend, and after long

waiting the woman was delivered by pubiotomy. The author
believes that in such cases there is a time when waiting has been
carried far enough, and when widening of the pelvis becomes
justifiable. If delivery is not accomplished, the life of the mother
may be sacrificed. Forceps will not improve the condition at all,

since the disproportion between the fetal head and the pelvis

remains the same.
Rupture of the Uterus.—Fournier {Bull, de la Soc. d'Obst. de

Paris, April 16, 1908) describes a case of rupture of the uterus

in the third labor of a woman who had undergone two Cesarean
sections, the rupture occurring in the thinned cicatrix of the

sections, and coming on spontaneously at the beginning of an
induced labor at term. There were extreme shock and internal

hemorrhage, but the patient recovered after vaginal hysterec-

tomy. The author has observed nine cases of uterine rupture

and three autopsies for death in labor in which obstetrical opera-

tions had torn away the cervix or torn the commissure of liie

neck as far as the peritoneum. The cause is always traumatic
when rupture has not occurred spontaneously. The author has

done forty-nine Cesarean sections with three deaths, and two of

the women had been operated on the second time by Cesarean
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section. He advocates preventive hysterectomy in women who
have undergone a second Cesarean section. The treatment of

uterine rupture demands laparotomy as rapidly carried out as

possible. The vaginal route is too slow for such a complication.
Osteoplastic Operation for Widening the Pelvis.—P. Mathes

(Zent. /. Gyn., April i8, 1908) describes a new procedure proposed
by himself for obtaining permanent widening of the pelvis. He
operates in fiat pelves in the interval of pregnancy. He makes
a small opening in the skin on each side of the symphysis paral-

lel with the upper margin and scrapes off the periosteum on each
horizontal ramus with a raspatory, then cuts through the ramus
from within with a wide chisel. The same procedure is gone
through for the inferior ramus and the ligaments are cut through,
so as to leave the center of the symphysis unattached to the
lateral portions. There is now a wedge-shaped portion of bone
free, 6 to 8 cm, wide. By bending and pressing apart the
bones, it is possible to push this section upward and forward so

that it is placed in front of the symphysis, its sloping edges pre-

venting it from being pushed inward again. A thin metal plate
may be placed between the pieces of the bone, or they may be
wired in position. This is removed in two weeks. The antero-
posterior diameter is enlarged and at the same time the pelvis

is widened. The pelvic outlet remains unchanged.
Manual Compression to Prevent Hemorrhage after Labor.—

Lajos Goth (Zent. /. Gyn., April 11, 1908) says that in cases of

inertia the fundus uteri is deeply behind the symphysis and can-
not be easily grasped. He presses with the side of the thumb
and first finger of the right hand behind the symphysis, and with
the other raises the uterus upward toward it. He has made use
of this maneuver in eight cases which he describes. The right

hand presses the uterus against the left, and the movement is

eminently successful in preventing hemorrhage.
Puerperal Tetanus.—Roussiel (Gau de Gyn., April 15, 1908)

gives the bacillus of tetanus as a rare cause of puerperal sepsis.

The case observed by him was one in which the bacillus of

Nicolaier was inoculated upon a placental lesion. It was found
in the uterine tissues accompanied by the staphylococcus.
Inoculated under the skin of a rabbit it caused rapid death, with
symptoms of tetanus. The patient was forty years of age,

and entered the hospital for symptoms of stiffness and spasm of

the jaws. She spoke with difficulty, could not swallow and had
frequent contractions of the pharynx. The back and arms were
affected by the spasmodic symptoms, and the patient could not
lie down. The uterus was swollen, dark in color, congested and
on the posterior wall were placental fragments of a gray color.

Here was the door of entry of the poison. Injections of this

material caused animal tetanus. The bacillus was found in

stained sections, associated with the staphylococcus. There was
a marked hyperleukocytosis. This is present in acute tetanus,
with polynucleosis.



BRIEF OF CURRENT LITERATURE. 329

Puerperal Staphylococcus and Colon Bacillus Infections.—
Marquis {Ann. de Gyn. et d'Obst., April, 1908) has examined the

blood of patients afifected with puerperal infection, with reference

to the occurrence and frequency of infections not caused by the

streptococcus. He especially sought for the staphylococcus and
colon bacillus as a cause of infection. He made examinations
not of the discharge from the uterus, but of the blood of his

patients, with the object of obtaining a pure culture of the in-

fecting germ, and believes that this method of culture and ex
amination will prove of great service in solving the vexed ques-

tion of the cause of puerperal fever. Of infection caused by the

staphylococcus he found four cases. Of these three were cured.

This seems contradictory to the experience of Schwetz, both of

whose patients died. The duration of infection with this germ
is long, and when pure it is not generally fatal. Of in-

fections caused by the colon bacillus the author found three.

This is a very rare condition, as far as published cases indicate.

When there is no mixed infection, this infection is not very grave

and its duration is very long, fever running for several months in

some cases. When metastases have taken place, involving the

brain and meninges, the prognosis becomes bad. When as-

sociated with the streptococcus, the disease is generally fatal.

Sero-diagnosis will furnish valuable diagnostic data in these cases.

Ligature of the Veins the Best Means of Treating Pyemic
Puerperal Thromboses.-—Heinrich von Bardeleben (Berl. klin.

Woch., Feb. 10, 1908) says that opponents of ligature of the veins

in puerperal thrombosis base their arguments on statistics and on
the possibility that the case might have been cured without

operative interference. The number of operative cases is still

too small to give valuable statistics. Examination of the results

of cases not operated on shows very unsatisfactory endings.

Thromboses occur in veins that have been injured, since bacteria

fasten themselves on the walls of the vessels only after the

endothelium has been injured, so great is the natural power of the

coats to withstand infection. When the organisms are very viru-

lent, acute pyemia and rapid death follow. When virulence is

less, there is chronic pyemia or thrombophlebitic sepsis. There
is no better means of combating a thrombophlebitis than by
ligation of the vein and isolation of the focus of infection. Opera-
tion should not be done as soon as a chill occurs. We may be
dealing with a rapid infection, in which case the operation will be
useless. When chills have been repeated and it is possible to

palpate the convoluted veins hardened by the presence of the

thrombus in the ovarian or median iliac veins, it is indicated to

open the abdomen transperitoneally and ligate the hypogastric
and spermatic veins. This will be about three or four days after

the beginning of alarming svmptoms. Much may be lost by
waiting too long. The patients are not so much weakened in an
early operation : metastases and heart failure are not so im-
minent, nor is pulmonary embolism so likely to occur. There
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is no reason for allowing three-quarters to two-thirds of the

victims of thrombosis to die without succor. Two cases operated

on bv the author serve as examples. Both were instances of the

most dangerous form of pyemia after abortion and manual re-

moval of the placenta. One was a case of typical chronic

pyemia, the second of acute pyemia. Both were operated

on late, the chronic one on the fifty-seventh day, the acute on the

eighteenth day after the beginning of chills. Improvement began
as soon as the septic thromboses were walled off from the general

circulation and both patients recovered.

Collargol in the Treatment of Puerperal Infections.—E. Bon-
naire and Cyrille Jeannin {L'Obstet., April, 1908) describe the

effects and method of use of collargeli in puerperal infections.

This drug has been used extensively and with good results in

manv cases in surgery and medicine. It is a blackish, metallic

substance formed of minute grains, neither caustic nor irritant

and soluble in water. Its use is entirely harmless. Its action is

antiseptic, inhibitory against germs and catalytic. It pene-

trates easily into the body and its action is comparatively rapid

and transient. The best method for its use in infections is by
intravenous injection, since thus its action is rapid and painless.

The authors have made use of it in forty-nine cases between the

years of 1903 and 1907. Three of these cases w^ere removed
from the hospital before any estimate of its effect had been made,
and three were cases in which its use was prophylactic only.

Thus we have forty-three cases, with ten deaths; that is a mor-
tality of 76 per cent. Only cases that were in a serious condition

were treated with it. It was used only after all other means had
failed. The reaction manifests itself by a chill and a rise of

temperature, which is followed in favorable cases by a gradual

fall of temperature and a sense of well-being, absence of headache,

insomnia and other distressing symptoms. These cases go on to

a rapid cure. In unfavorable cases the fall of temperature is not

present. When the collargol has been injected zh extremis this

reaction is absent. There is an increase in the number of leuko-

cytes after the injection. Renewed injections are required, one

to three or four in some cases, since the action of the drug passes

away rapidly. It is well to use the collargol in all cases in which
puerperal fever is feared, such as putrefaction of the amniotic

fluid, fever during labor, chills, etc. Intramuscular injections

may be combined with the intravenous ones, being given morn-
ing and night. The technic of the injections is perfectly simple,

the injections being made into the upper arm. The author con-

cludes that this method is efficacious in generalized puerperal in-

fection, and should be used when other means of treatment have
failed. The only method for its use is the intravenous one.

Treatment of Puerperal Infection by the Lactic Acid Bacillus.—
M. A. Brindeau {Bull, dc la Soc. d'Obst. Je Pans, April 16, 1908)
conceived the idea that since the streptococcus does not grow
well in an acid medium and the lactic acid bacillus is not patho-
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genie, the latter might be used as a remedy for puerperal fever.

He has treated three patients with it. He makes use of a bouillon

culture of the lactic acid bacillus, which he mixes with sterilized

milk-sugar. This bouillon is used for vaginal packing, and with
a syringe in the uterus. It is used for vulvo-vaginal wounds also.

No antiseptic injections are used before or after the applications.

The histories of the three cases are given. The vulvo-vaginal

wounds were observed to change their appearance rapidly, and
the temperature was lowered. No bad results were seen, and all

three of the patients recovered. It is an excellent remedy for

the vnilvo-vaginitis of pregnancy. The author advocates further

use of this method until a thorough test of its efficacy has been
made.

Salpoingitis and Abortion.—-M. A. Brindeau (Ann. de la Soc.

d'Obst. de Paris, April i6, 1908) reports three cases of salpingitis

accompanying pregnancy and causing abortion. They show
that salpingitis accompanying pregnancy may give rise to serious

accidents. It easily produces abortion, probably by infection of

the ovum. It may become the cause of an error of diagnosis

which may result fatally. \\'hen the abortion has taken place,

the woman is not through with her troubles. When the uterus is

emptied, this may give rise to a fresh attack of inflammation and
rupture of the pus pocket. This is a very grave complication,

producing septic peritonitis which, like all puerperal peritonitis,

is very fatal. The only possible treatment is hysterectomy done
as rapidly as possible, with vaginal drainage. Recovery is a rare

exception. When the diagnosis halts between a salpingitis and
a hematocele, an exploratory colpotomy should be done.

Maceration of the Fetus in Relation to Legal Medicine.—G.
Pisane (Annali di Osfet. e Gin., March, 1908) has made a study of

fetal conditions after death and maceration have taken place, in

order to ascertain whether there is any reliable criterion that will

show the date of death. He finds that the fetus is very flaccid,

the serous cavities are all full of a limpid hematic fluid, all the
thoracic viscera are soft, full of imbibed fluid, the bones of the
cranium are movable, and there is blood pigment in many organs.

The author believed that this sign would be of diagnostic value.

He made examinations into the pigment contents of the tissues

of sixteen macerated fetuses and gives his conclusions. By
osmotic diff'usion the blood pigments pass out of the vessels into

the tissues after the endothelium has softened. There is a
gradual increase in the amount of pigment in the tissues as time
goes on. These results should be used with great caution in

medico-legal work ; but used in this way, thev are of value in

showing the length of time that the fetus has been dead.
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In Januan' of the current year a systematic beginning was
made in the examination of all children in the families of tuber-

culous patients at the Presbyterian Hospital Tuberculosis Clinic.

Such action appeared desirable as a result of the visits of the

district nurses engaged in the supervision of tuberculous patients

in their tenement homes. In many cases the nurse has referred

patients to the clinic who had not suspected their disease and it

appeared probable that additional cases of tuberculosis would be

found where tuberculosis was already known to exist, the op-

portunity for household infection, especially for children, being

most apparent. This view has been further emphasized by the

opinion recently expressed by Holt (i) that tuberculosis in in-

fants in tuberculous households is far more common than is

generally supposed. In nineteen months he has seen sixty-seven

cases of pulmonary tuberculosis in infants in whom the diagnosis

in over 80 per cent, was made by finding tubercle bacilli in the

sputum. Many of these cases presented no symptoms of the

disease.

The ordinary methods of diagnosis, satisfactory enough usually

in the case of adults, are inadequate when applied to children, the

difficulties being much greater in the latter case in reaching a

positive conclusion. The physical signs of tuberculosis in young
children are ambiguous and often misleading, the temperature

and weight records have not the same value as for adults, it is

frequently difficult or impossible to obtain sputum for examina-

tion, and the injection of tuberculin for diagnostic purposes is

332
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unreliable on account of the less stable temperature of children.

A certain diagnosis can often only be obtained by careful and

long continued observation. It was hoped that in either the

Calmette or Von Pirquet test an ideal, rapid, safe and easily ap-

plied diagnostic method had been obtained.

Since the publication of \"on Pirquet's original communication

before the Berliner Medicinische Gesellschaft on May 15, and

Calmette's paper before the Academie des Sciences, June 17, 1907,

a voluminous literature has arisen regarding the cutaneous and

conjunctival tests. Much of this literature is conflicting as to

their value, and in many reports there is a disregard evinced for

the limitations laid down by Von Pirquet. The positive reaction

he considers to be of little value for adults, 90 per cent, of all of

whom he distinctly states react positively, owing, to latent or

healed foci of tuberculosis which give no clinical symptoms. Be-

tween the ages of eight and fourteen, according to \'on Pirquet,

35 per cent, of all children, sick and well, react. The test is of

greatest value, according to its originator, below the age of two,

A'on Pirquet claims in his original commtmication that the only

cases of tubercuolsis which fail to respond to the test are ad-

vanced cases within a week or ten days of death, acute miliary

tuberculosis, and cases of tuberculous meningitis.

Calmette considers his conjunctival test to be of greater value

than the cutaneous in adults, fewer of whom without symptoms
of tuberculosis react to the former. He also claims for diagnosis

as good results as are obtained from subcutaneous injections of

tuberculin, and that compared with \'on Pirquet's test its results

are as good in children and are more reliable for adults.

These claims have been disputed. Klineberger (2) has pointed

out that a considerable number of first- and second-stage tuber-

culous cases with tubercle bacilli in the sputum failed to react to

the Calmette test.

Reuschel (3) considers the Von Pirquet test not only dis-

tinctly superior to the Calmette, but the most convenient and

most suitable of all the tuberculin tests for purposes of diagnosis

in the first two years of life a positive reaction being almost in-

variably associated with manifest active tuberculosis. After

two years, according to him, the negative reaction is of greater

value than the positive.

E. Peer (4) also considers the \'on Pirquet test to be the more
reliable.

Engel and Bauer (5), however, reported a positive \'on Pir-
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quet reaction in five infants in the first year of life with no cHni-

cal evidences of tuberculosis. One of these which came to au-

topsy also failed to show after the most searching pathological

examination any sign of tuberculosis. The other four when
tested did not react to tuberculin injections.

Sicard and Descomps (6) consider the cutaneous reaction less

certain and reliable than the conjunctival test of Calmette.

Olmer and Terras (7) concur in this opinion. French writers in

general regard the Calmette as superior, the German prefer the

Von Pirquet.

MacLennan (8), Webster and Kilpatrick (8) also report favor-

ably upon the Calmette test. The latter two writers, in an

analysis of 121 cases, state that all definite cases with bacilli in

the sputum reacted positively.

S. Cohn (9) points out that typhoid patients, especially during

convalescence, very frequently exhibit a positive reaction to the

conjunctival test. He also considers that a second test will often

produce a reaction when a negative result was first obtained, that

the eye is sensitized by the first instillation, and that the second

test is of little value in diagnosing tuberculosis.

Smithies and Walker (10) consider the conjunctival test of

undoubted service in the diagnosis of tuberculosis. Out of 185

patients clinically diagnosed as tuberculous, 176 gave positive

reactions. Out of 188 persdns suffering from disease not tuber-

culous and including a fair proportion of apparently normal

individuals, 186 gave negative reactions and only two positive.

Joannovics and Kapsammer (i i) consider the conjunctival and

cutaneous reactions and also the subcutaneous injection of tuber-

culin to be inferior to the method of Bloch, which consists in in-

oculating guinea-pigs with material supposed to be tuberculous.

This he considers to be the best of all the diagnostic tests for

tuberculosis.

Weber (12) also considers the subcutaneous injection in the

skin of the abdomen of guinea-pigs of supposedly tuberculous

material to be the best of all tests for tuberculosis. If the

material is tuberculous, lymph-glands in the neighborhood of the

injection can be felt at the end of ten to fifteen days, and if these

glands are examined the presence of tubercle bacilli within them
can be easily demonstrated.

Austin and Griinbaum (13) tried the Calmette test in eight

cases of typhoid fever, but failed to obtain a positive result in

any. They corroborate the findings of Calmette and French
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investigators who consider the conjunctival test to be reliable and

a useful aid in diagnosis. In twenty-one positive cases they con-

sider twenty were without doubt suffering from tuberculosis.

It was not long after the publication of Calmette's first article

advocating the conjunctival test as a routine and harmless

method of diagnosis before reports began to appear, especially in

Germany, showing that the procedure was not always as devoid

of danger as was claimed.

Wiens and Gunther (14) reported a number of cases of con-

junctivitis of unusual severity, extreme edema of the lids, con-

junctival hemorrhages, phlyctenulae, keratitis and pannus fol-

lowing the Calmette test.

Eppenstein (15) has also reported cases of keratitis.

Webster and Kilpatrick (16) report a case of phlyctenular con-

junctivitis following the Calmette test.

Barbier (17) reports a case of ulcerative keratitis which re-

sulted in a central leucoma and permanent corneal opacities fol-

lowing the conjunctival test.

Renon (18) reported a severe case of interstitial keratitis due to

the instillation of the i per cent, tuberculin solution.

Van Durme and Stocke (19) report live cases of phlyctenular

conjunctivitis following the Calmette test and they do not think

it is prudent to use the solution stronger than one-half of i per

cent, for the eye.

Calmette (20) claims that any possible bad eye effects are to be

avoided by proper technic, strict asepsis and cleanliness. The
conjunctival test he considers (21) is not in itself a source of

danger to the eye, but it should be employed only after a thorough

examination of the patient's eyes has been made. He considers

it safe for diagnosis of disease of the lids and lachrymal ducts,

but not for lesions of the eyeball.

Hansell (22), of Philadelphia, reports a case of double miliary

tuberculosis of the conjunctiva in which the Calmette test failed

to react. He regards it as of little value. In positive cases of

tuberculosis the reaction was present in only 25 per cent.

Last January a supply of precipitated tuberculin in i per cent,

solution as recommended by Calmette was obtained from the

Health Department Laboratories, through the courtesy of Dr.

William H. Park, for use at the Presbyterian Hospital Clinic and

was employed in the following cases

:

Case I.—M. S., a girl, aged twelve. Two brothers have con-
sumption and are under treatment at the clinic. With the ex-
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Fig. I.—A negative \'on Pirquet reaction.

mm
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ception of whooping-cough and measles, was well until four weeks
ago, when she began to cough. Muco-purulent, blood-stained

sputum, some loss of flesh, short of breath on exertion, appetite

and digestion poor; pains in back and chest.

Physical Examination.—May i8, 1907. Pale, poorly nour
ished. Dullness, bronchovesicular breathing over upper lobes.

Temperature, 97; pulse, 98; weight, 78^ pounds.
January 15. Calmette test positive. May 13th. Signs per-

sist. No tubercle bacilli in sputum. \'on Pirquet positive.

Case II.—G. G., aged twelve, girl; mother and father have
both been treated at the clinic for tuberculosis. Gives a history

of cough for an indefinite period ; sputum scanty. She has had_
chilly sensations, fever in the afternoon ; appetite poor, is easily

fatigued.

Physical Examination.—Pale, poorly nourished child. Dull-

ness, increased breathing over both upper lobes. No tubercle

bacilli in sputum; cervical glands enlarged. Temperature, 98.6;

weight, 76f. January 15, Calmette positive.

Case III.—A. G., a boy, aged fourteen. Sister died of con-
sumption, father has chronic cough. Previous history good ex-

cept that he has always been delicate. For five weeks he has had
a cough, worse at night. Purulent sputum; occasionally hemop-
tysis and night-sweats ; fatigue on exertion, loss of flesh ; chilly

sensations, fever afternoons. Pains in chest, appetite and diges-

tion poor. Temperature, 98.8; pulse, 90; respiration, 20; weight,

74*-

Physical Examination.—December 11. 1907. Pale, poorly
nourished. Dullness, harsh breathing, coarse rales over right

upper lobe. February i. Calmette negative. Cough and
physical signs continued for seven weeks and then they began to

clear up, rales first disappearing. On March 2, still some dull-

ness and increased breathing over the right upper lobe. On May
I, he had gained 6\ pounds. Temperature was normal and there

were no morbid pulmonary signs. In this case a positive clinical

diagnosis of tuberculosis was made, which was negatived by the

Calmette reaction, and the subsequent clinical course corrobo-
rated the findings of the conjunctival test.

Case IV.—M. D., a boy, aged five; three sisters have been
treated in the clinic for tuberculosis of the lungs, a maternal
great-aunt and cousin died of consumption. He had always
been a delicate child since an attack of diphtheria at eighteen
months, and has had frequent attacks of bronchitis. He was
brought for examination. \o present symptoms.

Physical Examination.—-January 20. Rather undersized and
poorly nourished. A few small cervical glands are palpable on
left side of neck. Heart and lungs normal. Calmette negative.

Temperature, 99.6; pulse, 104; respiration, 24; weight, 39^
pounds. May 27. Has recently had a severe attack of measles
with complicating bronchopneumonia, but has developed no
signs of tuberculosis. WeiglU, 40^.
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Case V.—E. G., a girl, aged fifteen. Maternal grandmother
and two aunts died of consnniption. Had inilanimation of the

lungs and measles when two years old. For a year and a half she

has been delicate. For six months she has had a cough
;
purulent

sputum, hemoptysis a year ago. Loss of flesh and strength,

chilly sensations, no fever, marked dyspnea, no night-sweats,

pain in the right chest; appetite variable, digestion fair. Has
never menstruated.

Physical Examination.—November i, 1907. Pale and poorly

nourished. The cardiac area is increased downward and to left,

apex beat in sixth space; loud presystolic and systolic murmurs
at the apex. Pulmonary second sound is much accentuated.

Marked dullness, increased breathing and subcrepitant rales over

the right upper and middle lobes. Temperature, 98; pulse, 94;
respiration, 22; weight, 66^ pounds. No tubercle bacilli in

sputum. This was rather a puzzling case resembling others

that we have had at the clinic in children in whom, with marked
cardiac lesions, there existed signs in the upper part of one or

both lungs indicating tuberculosis. December 23. The rales

and dullness over the right upper lobe had in great measure
cleared up. Temperature, 99.2; weight, 68 pounds. By Jan-
uary 6, there was no dullness and the rales had practically dis-

appeared. On January 27, the Calmette test was applied with

positive results. The girl's pulmonary symptoms have since

entirely cleared up and there is no evidence of tuberculosis.

Case VI.—M. L., a girl aged twelve, well nourished. Brought
for examination on account of tuberculosis in the family, the

mother being a patient in the clinic. Cough for several months,
purulent sputa.

Physical Examination.—January 29. Dullness over left apex
anteriorly. Exaggerated breathing and voice at the right apex
behind. Calmette reaction negative.

June 3. Chills, fever. Cervical glands enlarged. Dullness,

increased breathing over left apex, breath-sounds also exag-

gerated over right apex. Temperature, 99.2; weight, jil. Yon
Pirquet positive.

Case VII.—J. M., boy, aged six. His father has tubercu-

losis of the lungs and testicle. Whooping-cough three years ago,

measles in February.
Physical Fixamination.—February 24. Well nourished, healthy-

looking child. Slight dullness below the second rib over left

chest with diminished breathing. Over the right base behind a

few fine crepitant rales. Temperature, 99.4. Calmette reaction

positive. May 22. Has had no cough and has good appetite.

No morbid pulmonary signs, cervical glands somewhat enlarged.

Temperature, 98.6; weight, 39. \'ou Pirquet positive.

Case VIII.—K. K., girl, aged fifteen. Mother under treat-

ment at the clinic for tuberculosis of the lungs. Has had scarlet

fever and diphtheria. Was well until a few days ago, when she

was attacked by a cough, which has been especially severe at
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night. Mucopurulent sputum; no hemoptysis. Appetite and
digestion good. No loss of flesh or strength.

Physical Examination.—April 24. Pale, poorly nourished.
Slight dullness over both apices. Large cervical glands. Tem-
perature, 98; pulse, 90; respiration, 24; weight, 87^. No
tubercle bacilli in sputum. Calmette test positive. May 22.

Slight dullness over right apex. Temperature, 98.6; weight, 88^
pounds. No cough.
Case IX.—B. F., a girl, aged thirteen. ]\Iother and brother

have both been under treatment for tuberculosis of the lungs.

She was treated in the children's department three years ago for

"lung trouble." Has always coughed. Has now purulent
sputum; hemoptysis for the first time yesterday; sputum
streaked. Has occasional night-sweats, dyspnea on exertion;

chilly sensations, fever afternoons. Has lost flesh and strength
and has pain in her left side. Appetite poor, digestion fair.

Physical Examination.—May 15, 1.907. Poorly nourished,
pale, cervical glands enlarged. Dullness, increased breathing
over the right upper lobe. Percussion note high-pitched over
left. Temperature, 99; pulse, 92; respiration, 24; weight, 79; a

week ago, 83. No tubercle bacilli present in the sputum. After
six months, under treatment, signs were slight and doubtful;
still had a temperature of 99.2; weight increased to 950. Cal-

mette test negative. A few weeks later the temperature was
normal. No cough or morbid pulmonary signs.

Case X.—K. H., aged eighteen. Stenographer. Family his-

tory negative. For a year has had a cough, mucopurulent
sputum; occasional hemoptysis and night-sweats. Loss of flesh

and strength, fever in the afternoon. Appetite and digestion

good. Menstruation scanty and irregular.

Physical Examination.—May 24, 1907. Dullness, increased

vocal fremitus, rough breathing over the right upper lobe; cervi-

cal glands enlarged. Weight, 1 10. No tubercle bacilli in

sputum. Under treatment, her condition improved and her signs

became less marked. February i. Calmette reaction was posi-

tive. The patient developed the severest reaction we have seen

in the clinic. For more than a week following she had a conjunc-
tivitis and a profuse mucopurulent discharge, her lids being ad-
herent mornings. March 2, weighed 113. There was dullness,

increased breathing over both apices. Over the right, fremitus
increased. Behind whispering bronchophony. Sputum was
again examined on March 11; no tubercle bacilli.

Case XL—J. T., aged twenty-four. Carpenter. Family history

negative. Typhoid fever, pneumonia seven years ago. For
four months a slight cough; scanty sputum, hemoptysis a month
ago. Occasional night-sweats, marked dyspnea, loss of flesh and
strength. Pain in right chest, appetite and digestion fair.

Physical Examination.—^larch 4. Tall, poorlv nourished, ill

developed. Dullness, increased breathing over the right upper
lobe and left a])ex. Temperature, 98; pulse, 70; respiration, 22;
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weight, 139^. No tubercle bacilli in sputum. Calmette posi-

tive.

An analysis of the Calmette cases, twelve in number, including

Case XXVIII of the Von Pirquet series, shows that of seven

positive reactions, but three were undoubtedly tuberculous.

In three, tuberculosis could be clinically definitely excluded, and

one case was doubtful with the preponderance of evidence in

favor of absence of tuberculous disease.

Of the five cases which reacted negatively, three were clinically

not tuberculous. In two of these cases a definite positive diag-

nosis of tuberculosis had been made. In the subsequent course

of the disease all symptoms cleared up, phA^sical signs disappeared

and the negative findings of the Calmette test were confirmed.

In two cases in which the clinical diagnosis of tuberculosis seemed

well-established the Calmette was negative.

On account of the severity of the reaction in two cases, one of

which resulted in conjunctivitis of considerable intensity, lasting

for more than a week, and the appearance in the literature of

reports of cases of keratitis, ulceration of the cornea, intense

chemosis, pannus and permanent opacities, it was felt that the

Calmette test was not as innocuous, as had been claimed, and

that it was unsuitable to use in the case of strumous and ca-

chectic, poorly nourished children in attendance at a clinic where

they could not be kept under constant observation. The \'on

Pirquet test appeared to be free from these objections, although

somewhat less easily applied. A supply of Koch's old tuberculin

was obtained from the Health. Department which for use was

diluted to make a 25 per cent, solution with sterile normal salt

solution, according to the original Von Pirquet formula.

In each case the arm of the patient was carefully cleansed by
scrubbing with green soap, followed by ether and alcohol. The

skin was abraded over three small areas of not more than one-

fourth inch in extent, separated from each other by a space of an

inch, a different sterile needle being used for each case. A small

drop of the tuberculin solution was rubbed with the needle point

into the two outer abrasions, the inner scarification being used

for a control. The surfaces were permitted to dry and the

whole concluded by the application of a sterile dressing. The
patient was brought to the clinic or visited by the nurse within

fortv-eight hours after the inoculation.

Case I.—R. S., an Italian girl, aged fourteen. Family historv

negative. Except for an attack of measles, has always been well
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until present illness. Has had a cough for seven months, mostly
at night. Purulent sputum. Hemoptysis several months ago.

Considerable loss of tlesh and strength ; occasional night-sweats.
iMarked dyspnea. Chilly sensations, fever afternoons; appetite

and digestion good. Has menstruated but once, last October.
Physical Examination.—April 24. Pale, poorly nourished.

Dullness, bronchial breathing over both upper lobes, below the
clavicle near the sternal end at right apex is an area of flatness,

cavernous voice and breathing. Over the left upper lobe there

are numerous subcrepitant rales. Tubercle bacilli in sputum.
Temperature, 99.6; pulse, 140; respiration, 24. Von Pirquet
positive.

Case II.—M. F., a girl, aged thirteen. Mother a patient at

clinic with tuberculosis of the lungs. Came "for an examination.
No pulmonary or other symptoms.

Physical Examination.—April 29. Enlarged cervical glands.

Chest shows no morbid signs. Von Pirquet negative.

Case III.—J. M., aged eight. Father died of consumption
a year ago. Has tubercular arthritis of the right hip for which he
is wearing a plaster splint applied at the Forty-second Street
Hospital. Had measles and whooping-cough a year and a half

ago, since then cough which has been more severe at night. Xo
sputum. No hemopt^-sis, dyspnea on exertion. Loss of flesh

and strength; appetite and digestion poor; has fever at night.

Physical Examination.—April 29. Poorlv novirished; has en-

larged cervical glands; dullness, bronchial breathing, subscrepi-
tant rales over both upper lobes, more marked over right.

Temperature, 98.6; pulse, 96; respiration, 24; weight, 45^. \'on
Pirquet test positive.

Case IV.—^J.
T., aged eight. For four weeks has had a cough

and mucopurulent sputum.
Physical Examination.—January 27. Pale. Cervical glands

enlarged. Heart and lungs normal. April i. Had measles.
Cough since then. Profuse night-sweats ; has lost flesh ; fever at

night; appetite poor; no positive pulmonary morbid signs.

Cervical glands much enlarged. Temperature, 98 ; weight, 49!^.

Von Pirquet positive. June 5. Moderate dullness, fine rales

over right upper lobe. Temperature 98.4, weight 51^. No
tubercle bacilli in sputum.
Case V.—J. M., a girl, aged seventeen. Mother died of con-

sumption, also two maternal aunts and an uncle, and another
maternal uncle is tuberculous. She has had measles, and seven
years ago typhoid fever. Is under treatment for atrophic rhinitis.

Has had a winter cough for several years. Cough is worse
mornings; sputum is purulent, has several times been streaked
with blood. She has lost flesh and strength ; has profuse night-
sweats, marked dyspnea on exertion, occasional chills, pain in

chest, fever afternoons, appetite poor, digestion good. Amenor-
rhea for two months.

Physical Examination.—May i. Pale, ill nourished, stoop
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shouldered. Dullness over both upper lobes, breathing sounds
rather diminished. Temperature, 99.4; pulse, 100; respiration,

22; weight, 103 jj. No tubercle bacilli in sputum. Von Pirquet

negative. June 5. Signs persist. Temperature, 100; weight,

104!.

Case VI.—G. B., aged thirty-eight. Insurance solicitor.

Family history negative as to tuberculosis. He had "inflamma-
tion of the lungs" when two years old; pneumonia seven years

ago. Was rejected for life insurance four years ago by several

companies. At that time his physician found a low percentage

of sugar in the urine. For three years he has had a slight morning
cough with purulent sputum, and for the past year has failed in

strength and has lost weight. No hemoptysis or night-sweats;

occasional chilly seftsations and fever. Appetite and digestion

good.
Physical Examination.—April 15. Well nourished, not ane-

mic. Slight dullness and increased breathing over the right

apex. Temperature, 98; pulse, 72; respiration, 24; weight,

164. No glucose in urine. No tubercle bacilli in sputum.
Von Pirquet positive. May 18. Signs persist at right apex.

Temperature, 99^; weight, 163^.

Case VII.—W. O., a boy, aged sixteen. Mother died of con-

sumption. He has had measles, scarlet fever and for four years

has had a slight cough. ^Mucopurulent sputum, frequent night-

sweats. Occasional chills, and fever in the afternoon. Ap-
petite and digestion fair.

Physical Examination.—April. 27. He is undersized, pale,

poorly nourished. Dullness,
.
increased breathing and whisper

over both upper lobes. Temperature, 99; pulse, 96; respiration,

22; weight, 68^. May 4. Von Pirquet negative. 5lay 22.

Signs are less marked. Dullness, bronchial breathing persists

over right upper lobe. Temperature, 98.6; weight, 69^.

Case \\l\.—M. K., a baker, aged twenty-seven. No morbid
familv historv. No previous illness. He caught cold one month
ago. Since then a cough, purulent sputum, night-sweats, loss of

flesh, some shortness of breath; no hemoptysis; appetite and
digestion poor.

Physical Examination.—May 4. Fairly well nourished. Per-

cussion note is high-pitched, increased tactile fremitus over the

right upper lobe and left apex. A few clicks on coughing are

heard posteriorly over each upper lobe, more over the left than

right. Temperature, 98.6; pulse, 76; respiration, 22; weight,

155^. No tubercle bacilli in the sputum. \'on Pirquet positive.

Case IX.—W. C, aged thirty-two. Bartender. Excessive

alcohol habit. Family history negative. Had croup when seven

years old. Hemoptysis two years ago. Has otherwise been well

until three months ago, when he began to cough. Purulent
sputum. Dyspnea on exertion ; loss of flesh and strength ; oc-

casional chilis, fever in afternoons; pain in chest; appetite good,

digestion fair. Marked dysphonia.
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Physical Examination.—April 29. Emaciated, hectic, dull-

ness, increased vocal fremitus, bronchial breathing and whisper
over both upper lobes; over right, subcrepitant rales. Tem-
perature, loi

;
pulse, 100; respiration, 22; weight, 114; a few

months ago, 120. Laryngological examination shows infiltration

of arytenoids and interarytenoid commissure. ^lany tubercle

bacilli in sputum. Von Pirquet positive.

Case X.—M. S., a girl, aged sixteen. Father died a year ago
of consumption. She was in good health until four months ago
when she began to cough. Purulent sputum, night-sweats, loss

of flesh and strength, dyspnea, fever afternoons. Xo hemopty-
sis. Appetite poor. Amenorrhea for two months.

Physical Examination.—February 21. Marked dullness, bron-
chial breathing. Increased whisper over right upper lobe; over
left apex there is flatness, diminished breathing, cavernous
whisper, numerous subcrepitant rales. Temperature, 100; pulse,

104; respiration, 24; w^eight, 102. Tubercle bacilli present in

large numbers in sputum. May 6. Temperature, 102.2 ; weight,
ioi\. \'on Pirquet negative. May 25. Signs persist. Tem-
perature.. 101.4; weight, 100^.

Case XL—R. B., a girl, aged twelve. Half-sister has tuber-

culous arthritis of the hip. She w^as in good health until two
months ago, when she began to cough. Had severe paroxysms
of coughing at night; sputum purulent. Hemoptysis for the
first time to-day. Has had night-sweats for a week. vShortness

of breath, loss of flesh and strength, frequent chills and fever at
night. Appetite poor, digestion fair.

Physical Examination.—May 6. Pale and sallow; fairlv well

nourished. Xumerous enlarged cervical glands. Moderate dull-

ness over both apices. Temperature, 98.6 ;
pulse, 86 ; respira-

tion, 20; weight, 93^. Xo tubercle bacilli in sputum. \'on
Pirquet positive.

Case XII.—M. D., a girl, aged twenty. Telephone operator.
Maternal grandmother died of tuberculosis, an uncle died of

tuberculous laryngitis and a maternal aunt has been treated
for tuberculosis of the lungs at the clinic. With the exception
of measles and whooping-cough, has been well until an attack of

lobar pneumonia a month ago, complicated with median otitis

of both ears. Has had cough since her attack of pneumonia;
sputum is purulent. Xo hemoptysis or night-sweats; no fever.

Appetite is poor, but digestion good. Menstruation is regular.

Physical Examination.—May i. Pale, but fairlv well nourished;
slight dullness, perhaps, over the right upper lobe is the only
suspicious sign in chest. Temperature, 98.6; pulse, 76; respira-

tion, 20; weight, 1092 ; ^^"^s 115 recently. Xo tubercle bacilli

in sputum. \'on Pirquet is negative. June 5. Xo pulmonarv
symptoms.
Case XIII.—T. U., girl, aged nineteen. Waitress. A cousin

died of consumption. Father has a chronic cough. She was
treated for cough eight years ago, and four and a half vears ago
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she had ulcers of the leg which were five months in healing.

She has had a slight cough for six months. Purulent sputum, no
hemoptysis; had night-sweats last summer. Slight loss of

flesh, occasional chills, fever in the afternoon. Appetite and
digestion good. Menstruation regular.

Physical Examination.—March 13. Well nourished, somewhat
flushed. Numerous enlarged cervical glands, those at the base
of the right side of the neck being tender and painful. There
are dullness, bronchovesicular breathing, and subcrepitant
rales over both upper lobes, behind ; over the right, the whispered
voice is increased. Temperature, 99. 8; pulse, 90; respiration,

22 ; weight, 133 pounds. Many tubercle bacilli in sputum. May
4. Von Pirquet positive.

Case XIV.—A. P., Italian girl, aged sixteen. Family history

as to tuberculosis negative. She was well until a month ago,

since which time she has had a cough, which is worse mornings.
Purulent sputa, loss of flesh and strength, frequent night-sweats.

Occasional chills, fever afternoons. Dyspnea on exertion; no
hemoptysis. Pain in her left chest; appetite and digestion fair.

Menstruation regular.

Physical Examination.—April 29. Pale, sallow, poorly nour-
ished. Dullness, bronchial breathing and w^hisper ; subcrepitant
rales over upper two-thirds of the entire pulmonary area. Tem-
perature, 99.2; pulse, 106; respiration, 22; weight, 83f. No
tubercle bacilli in the sputum. May 11. \^on Pirquet negative.

Case XV.—N. G., a girl, aged twenty. Sister has been treated

at the clinic for tuberculosis of the lungs. She had diphtheria at

the age of six. Is very nervous. For seven weeks she has had
cough, worse mornings. Purulent sputum, loss of flesh and
strength, chilly sensations, fever in the afternoon. No hemop-
tysis. Pain in the right shoulder ; appetite poor, digestion good.

Menstruation regular.

Physical Examination.—March 27. She is pale, but fairly

well nourished. Slight dullness over the right apex, behind the

breathing and whisper are increased and fine rales are heard.

Temperature, 99. 4; pulse, 100; respiration, 24; weight, 106.

No tubercle bacilli in sputum. ]\Iay ii. Yon Pirquet positive.

June 5. No rales. Moderate dullness, increased breathing over
right apex. Temperature, 99; weight, 105^ pounds. \'ery pale.

Case X\'I.—M. B., a girl, aged seventeen. Mother is under
treatment at the clinic for pulmonary and laryngeal tuberculous.

Had scarlet fever and diphtheria at the age of two and one-half

years. For two months she has had a slight cough. Purulent
sputum, no hemoptysis, profuse night-sweats, loss of flesh and
strength, fever afternoons, appetite and digestion good. Men-
struation regular.

Physical Examination.—May 15. Cervical glands are a little

enlarged. No morbid pulmonary signs. No tubercle bacilli

in sputum. \'on Pirquet positive.

Case X\'II.—J. W., a boy, aged seventeen. Both parents
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died of consumption. Diphtheria six years ago. Has had for

many years enlarged glands in the neck. For two months has
had a slight cough, mucopurulent sputum. One night-sweat
recently. Xo loss of flesh or strength, some dyspnea. Fever
afternoons. Appetite fair, digestion good.

Physical Examination.—May 6. Poorly nourished, pale, under-
sized boy. Dullness, increased breathing, fine rales over the

right upper lobe. Over the left apex percussion note is high-

pitched ; breathing is increased. Temperature, 100.8; pulse,

104: respiration, 22 ; weight, jjf. Numerous enlarged glands on
both sides of neck from the size of a bean to a good-sized nut.

Xo tubercle bacilli in sputum. Von Pirquet positive.

Case XVIII.—S. P., a girl, aged seventeen. Grandfather and
two aunts died of consumption. Measles at the age of four.

Otherwise well until three months ago, when she began to cough.
Sputum purulent. Has had night-sweats for two months;
loss of flesh and strength; fever at night; appetite poor, digestion

fair. Menstruation regular.

Physical Examinaiion.—April 3. Poorlv nourished, pale.

Dullness, increased breathing and whisper over both upper
lobes. Temperature, 98.8; pulse, 88 ; respiration, 20; weight, 96.

Tubercle bacilli present in sputum. May i. Fine rales over
the right apex. Other signs continue same. Temperature,
100.2; May 8. Von Pirquet positive.

Case XIX.—E. A., a girl, aged fourteen. An uncle and an aunt
died of consumption. An uncle is now under treatment for

tuberculosis of the lungs at this clinic. Patient had measles
seven years ago, and "malaria" symptoms for the past year.

She has had a slight cough for six weeks. Mucopurulent sputum.
Loss of fresh and strength ; fever afternoons. Dyspnea on exer-

tion ; frequent chilly feelings. Appetite poor. \'omits frequently
mornings. Has never menstruated.

Physical Examinaiioyi.—March 23. She is fairly nourished,

but undersized. Dullness, increased tactile fremitus, broncho-
vesicular breathing, increased whisper over the right upper
lobe; behind there are coarse rales over the right apex. Tem-
perature, 100.2; pulse, 122; respiration, 24; weight, 74^. Xo
tubercle bacilli in sputum. On April 22, moderate dullness and
increased breathing are detected over the left apex also. Tem-
perature, 99; Weight increased to 77^. \'on Pirquet positive.

Case XX.—J. V., a girl, aged thirteen. Sister is under treat-

ment for tuberculosis of the lungs at the clinic. She comes for

examination. Has no cough or other symptoms.
Physical Examination.—May 8. Patient is rather anemic,

undersized. Has no enlarged glands. Heart and lungs appear
normal. Temperature, 98; weight, 65. Von Pirquet positive.

Case XXI.—W. P., a girl, aged eleven. Mother is being treated
for consumption at the clinic. Has had measles and whooping-
cough during infancy. Has had a cough for three days; no
sputum.
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Physical Examination.—May ii. Poorly nourished, pale.

Dullness over both upper lobes, cervical glands slightly enlarged.

Temperature, 99. 2; weight, 72. A'on Pirquet positive. May
13. Temperature, 99.2. June 3, subcrepitant rales over left

upper lobe behind ; over right breathing is increased behind.
Temperature, 98.6; weight 7o|.

Case XXII.—A. Z., aged eight. Father is being treated for

tuberculosis of the lungs. He was brought for examination.
Physical Examination.—^larch 25. Rather undersized, pale

and slight. Heart and lungs at that time negative. On May
II, cervical glands enlarged. Dullness over both upper lobes.

Temperature, 99 . 8 ; weight, 45. Von Pirquet positive. May 13.

Dullness over both upper lobes. Temperature, 99.6.
Case XXIII. -—^C. B., a girl, aged sixteen. Worker in paper

boxes. Mother has pulmonary and laryngeal tuberculosis, a
sister and brother are suspects. Previous health good and has
no symptoms.

Physical Examination.—May 18. No morbid pulmonary
signs. Temperature, 99.4; pulse, 84: respiration, 22; weight,

99|. Von Pirquet negative.

Case XXIV.—E. W. , a girl, aged sixteen. A sister is under treat-

ment at the clinic for tuberculosis of the lungs. She had pneu-
monia at the age of seven and again at ten. Health good until

the age of twelve, when she was operated on for tuberculous glands
of the neck at the Presbyterian Hospital. She began to cough
in February of this year. Has had mucopurulent sputum, which
has several times been streaked with blood. She has had night-

sweats for the past month ; short of breath on exertion ; has lost

flesh and strength ; fever afternoons ; appetite and digestion poor.

Has had amenorrhea for five months.
Physical Examination.—April 29. Marked dullness over both

lungs anteriorly and posteriorly apex to base; flatness, caver-

nous voice and breathing, showing the presence of large cavities

in the upper lobes of both lungs, numerous moist, sticky rales.

Temperature, 100.4; pulse 120; respiration, 22; weight, 113.

Many tubercle bacilli present in the sputum. May 22. Tem-
perature, 99.6; weight had decreased to 109^. Von Pirquet
positive.

Case XXV.^M. B., aged nineteen. Shop girl. Mother has
had chronic lung trouble. She had scarlet fever when three

years old, also measles. Four weeks ago had adenoids removed.
Has had a slight cough for a year. Mucopurulent sputum, night-

sweats for a month. Dyspnea on exertion; loss of flesh and
strength; chilly sensations; fever afternoons; pain in the right

shoulder; appetite poor, digestion good. Menstruation scanty.

Physical Examination.—March 25. Cervical glands are much
enlarged, especially on the left side of the neck. Dullness, slightly

increased breathing over both upper lobes. Temperature, 100.4;

pulse, 126; respiration, 24; weight, 1 15 ;a year ago, 130. No tuber-

cle bacilli in the sputum. !May 1 1 . Her glands are considerably
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diminished in size and pulmonary signs are less marked. Tem-
perature, 99.2 ; weight, 120. \^on Pirquet is positive. Reaction
extensive, with a well-marked vesicular eruption.

Case XXVI.—M. B., a girl, aged eighteen. Cashier. Xo mor-
bid pulmonary history in family. She had pneumonia, diphtheria
and scarlet fever as a child. Xo cough. Two months ago slipped

and fell injuring her left knee, following which she has had
synovitis and considerable effusion in the joint.

Physical Examination.—May 22. Heart and lungs negative.

The left knee is moderately swollen. Xo heat or redness.

Teuiperature, 98.2; weight, 114^. \"on Pirquet positive. June
I. Knee is much improved.
Case XX\'II.—E. A., a girl, aged eleven. Family history

negative. She had diphtheria when three years old, measles
at five, scarlet fever, whooping-cough and chicken-pox two years
ago. For six weeks she has had a slight cough, purulent sputum,
no night-sweats or hemorrhages, no dyspnea, a little fever in the
afternoon, no loss of flesh; appetite good, digestion fair.

Physical Examination.—May 22. Fairly nourished, a little

flushed ; has enlarged cervical glands, dullness, bronchovesicular
breathing, coarse and creaking rales over the right apex. Tem-
perature, 99.2; pulse, 112; respiration, 24; weight, 66. Xo
tubercle bacilli in sputum. Von Pirquet positive.

Case XXVIII.—J. H., a married woman, aged seventeen.
Family history negative. She was treated in Presbyterian
Hospital two months ago for a dry pleurisy. At that time,

besides her cough, she had occasional hemopytsis. There were
no tubercle bacilli in the sputum, and the conjunctival tubercu-
lin test was negative. She was discharged on March 11. On
May 20, she came to the clinic with a history of cough of four
months' duration. Purulent sputum, some dyspnea on exertion,

loss of flesh and strength, a little fever in the afternoon, pain in

the back and chest.

Physical Examination.—May 20. Pale, but well nourished.
Slight dullness, increased tactile fremitus over right apex, be-

hind the breathing is increased. Temperature, 99.8; pulse, 100;
respiration, 22; weight, 121^. Xo tubercle bacilli in sputum.
Von Pirquet negative. May 22. Temperature, 100.2. June
5. Dullness, increased breathing and whisper over right apex.
Temperature 101.4, weight ii8t- A considerable hemoptysis
to-day. Pain and tenderness in right groin. \'aginal examina-
tion shows to right of uterus a tender, painful, obscurely fluctuant

mass size of a lemon. June 10. Operation for double pyosal-
pinx.

Case XXIX.—A. L., a boy, aged eleven. Mother is under
treatment at the clinic for tuberculosis of the lungs. January
29, he came for examination. Heart and lungs negative.

Enlarged cervical glands. Xo cough or other pulmonary signs.

May 22. \'on Pirquet negative.

Case XXX.—R. S., a girl, aged eighteen. Family history
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negative. Cough, mucopurulent sputum; hemoptysis for two
months. Loss of flesh and strength ; occasional chills, fever after-

noons; dyspnea on exertion; night-sweats, pain in right side;

appetite and digestion poor. Menstruation regular.

Physical Examination.—March 2, 1 908. Fairly well nourished.

Pale. Dullness, fine rales over right apex. Temperature, 98.6;

pulse, 96; weight, 124I. No tubercle bacilli in sputum. Von
Pirquet positive.

Case XXXI.—C. C, a girl, aged fifteen. Father died of pneu-

monia; family history otherwise negative. She had typhoid

fever when nine years old. Was at Raybrook for six months one

vear ago. Has had cough for a year and a half. Purulent

sputum occasionally streaked with blood ; loss of flesh and
strength, marked dyspnea; fever afternoons; frequent chills; pain

in the right chest; appetite good, digestion poor. Amenorrhea
for two months.

Physical Examination.—March 9. Fairly nourished. Numer-
ous enlarged cervical glands. Dullness, increased breathing and
whisper; fine subcrepitant rales over both upper lobes, more
marked over the right. Temperature, 100.4; pulse, 120; respira-

tion, 24; weight, 95^. Tubercle bacilli present in large number
in sputum. May 13. Signs persist. Temperature, 100.6;

weight, 93. Von Pirquet positive, but slight reaction.

Case XXXII.—A. W., a girl, aged twenty. Cigarette maker.
Father said to have died of consumption. Diphtheria at the age

of five. Rheumatism nine months ago. Cough for two months;
purulent sputum. No hemoptysis; loss of flesh and strength.

Pain in the chest; appetite and digestion poor. Menstruation
regular.

Physical Examination.—May 18. Emaciated, chest retracted

below clavicles, especially right. Dullness, increased fremitus,

bronchial breathing and whisper at the left apex. Dullness,

increased whisper over right upper lobe. Temperature, 100.6;

pulse, 92; respiration, 20; weight, 96f. Von Pirquet positive.

Case XXXIII.—F. B., a boy, aged eleven. Mother under
treatment for laryngeal and pulmonary tuberculosis; has had a

cough for an indefinite period.

Physical Examination.—Pale, poorly nourished, left chest is

retracted below the clavicle, slight dullness over both upper
lobes, no rales, cervical glands are enlarged. Temperature, 98.6;

pulse, 90; respiration, 22; weight, 61+. Von Pirquet negative.

Case XXXIV.—L. S., a married woman, aged twenty-eight.

Four uncles and aunts have died of consumption. Has always
been well until one year, ago when she began to cough. Has had
scantv purulent sputum; loss of flesh and strength, marked
dyspnea, no chills, no fever, appetite fair, digestion poor. Four
months pregnant.

Physical Examination.—April 17. Emaciated, pale. Dull-

ness, bronchial breathing, increased whisper over nearly the

whole pulmonary area. Temperature, 98; pulse, 80; respiration,
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20; weight, 124. A few tubercle bacilli present in the sputum.
May 18. Slight hemoptysis for first time. Alay 27. Von Pir-

quet positive, but slight.

Case XXXV.—L. M., a girl, aged nineteen. Cigarette packer.
No tuberculous family history. A year ago had a hemorrhage
from the lungs. Since then cough, purulent sputum, occasionally
feverish, pain in the right chest, no dyspnea or night-sweats.
Appetite good; digestion poor; menstruation regular.

Physical Examination.—Feb. 10. Dullness over both upper
lobes, lower over the right; rales anteriorly and posteriorly, in-

creased tactile fremitus. Temperature, 99.6; pulse 86; respira-

tion, 24; weight, 95. Tubercle bacilli present in the sputum.
May 8. Weight, 91^. May 22. Attacks of hemoptysis coin-

cide, with her menstrual periods. Von Pirquet positive.

Case XXXVI.—J. M., a girl, aged three. Father under
treatment for pulmonary tuberculosis. Measles a year ago.
Has been subject to cough, which for the last week has been
severe : purulent sputum.

Physical Examination.—May 29. Well nourished, no anemia.
Cervical glands somewhat enlarged. Breathing harsh over both
upper lobes. Temperature, 99.4; weight, 31^. Von Pirquet
negative. June i. Cough much better; breathing sounds
normal. Temperature, 99.

Case XXXVII.—M. V., a girl, aged seventeen. Cigarette
maker. Father died of consumption in the Seton Hospital.
She was well until two years ago when she began to cough. Has
never had any expectoration. Xo night-sweats, no loss of flesh,

some dyspnea on exertion. Appetite and digestion fair. Pain
in the left chest. Menstruation regular. She was in the Seton
Hospital two and one-half months. Came out one month ago.

Physical Examination.—March 27. Slight dullness, increased
breathing over the right apex, whisper increased posteriorly.

Temperature 98.8; pulse, 88; respiration 20; weight, no.
May 27. Signs are very slight. Temperature, 98.6; weight,

105. Never has any sputum, unable to examine for tubercle
bacilli. Von Pirquet positive.

Case XXXVIII.—M. S., a girl, aged eighteen. Cashier.
Father has tuberculosis of the lungs and tuberculous arthritis

of the right shoulder. Mother died of consumption. Was
operated on for appendicitis four years ago. Pleurisv and
pneumonia three years ago, since which time she has had a slight

cough at times; no sputum. Dyspnea on exertion; chillv sensa-
ions; loss of flesh and strength; pain at times in right shoulder.
No fever, hemoptysis or night-sweats. Appetite fair and diges-

tion good. Amenorrhea for three months.
Physical Examination.—June 3. Pale, poorlv nourished,

numerous rales over the left upper lobe front and back. Per-
cussion note and breathing little altered. Several cervical

glands enlarged. Temperature, 98.6; pulse, 124; respiration,

22; weight, loi'l. Von Pirquet negative. June 6. Rales had



350 shively: conjunctival and cutaneous tuberculin tests.

disappeared. June lo. Well-marked dullness over right upper
lobe.

Of the Von Pirquet tests, forty-one in number, including Cases

I, VI and VII of the Calmette series, twenty-nine reacted

positively. In twenty a definite clinical diagnosis of tuberculosis

of the lungs was made. Of four doubtful cases, in three the weight

of clinical evidence would incline to a diagnosis of tuberculosis.

In the twelve negative Von Pirquet reactions, in six tuberculosis

of the lungs was definitely present and satisfactorily established

by all the clinical signs and symptoms, in one case tubercle bacilli

being present in the sputum. In five tuberculosis was not present

and one case was doubtful. In four cases both the Calmette and

Von Pirquet tests were tried. In two of these both were posi-

tive, in one both were negative, and in one case they conflicted,

the Calmette being negative, the Von Pirquet positive, the

clinical diagnosis corresponding with the latter.

In the majority of cases here reported the patients have been

under careful observation for a period of several months and,

it is believed, have been studied with sufficient care to estab-

lish or exclude a diagnosis of tuberculosis as far as this is possible

from clinical observation alone. It would seem that in the

employment of these tests there are sources of error which can-

not be satisfactorily explained, and which are frequent enough

to cause little dependence to-be placed upon them in doubtful

cases. If, as Calmette claims, these newer methods are as

certain and reliable as tuberculin injections for diagnostic pur-

poses, it would appear that none of the tuberculin tests is abso-

lutely to be trusted. It is probable that in the majority of older

children and adults the test is one of too great delicacy, unim-

portant, healed and latent foci producing a reaction in an ap-

parently healthy individual as intense as manifest tuberculosis

with active symptoms. It is more difficult to account for the

first and second stage cases, sometimes with bacilli in the sputuin,

which fail to react. A number of these cases at the clinic have

been in fair general condition and cannot be accounted for by

Von Pirquet's exceptions in the last stages of tuberculous disease.

It would perhaps be unwarranted to draw any general conclusions

as to the value of these tests from the number of cases here studied,

but as far as they go, it would appear that both the conjunctival

and cutaneous tests would very frequently be misleading if

depended upon for the diagnosis of doubtful cases of tuberculosis.
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CALMETTE'S OCULO-TUBERCULIN TEST IN ACUTE
AND CHRONIC OTITIS MEDIA AND MASTOIDITIS.

PRELIMINARY REPORT.*
BY

EDMUND PRINCE FOWT^^ER, M. D.,

New York City.

Believing that many cases of chronic suppurative otitis media
owe their chronicity to an underlying tuberculous condition, I

have made use of the oculo-tuberculin test, first proposed bv
Dr. Calmette, to throw, if possible, more light on this subject.

This preliminary report is made on fifty cases of acute and
chronic suppurative otitis media and mastoiditis, in the hope
that others will take up the subject and add to the data I

have and shall have collected.

*Read before the Riverside Practitioners' Society, Mav 12, 1008.
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In these cases I have made use only of a i per cent, aqueous

solution of the alcohol precipitate of tuberculin, prepared es-

pecially for the oculo-tuberculin test by the Department of

Health of the City of New York.

One drop of this solution was instilled into one eye of each

patient in the afternoon, about four o'clock, and the eye in-

spected and compared with its fellow every few hours thereafter,

for one or two days, if the patient was in the hospital. If a dis-

pensary case, the patient reported early on the morning of the

day following, about nine or ten o'clock, and was visited later in

the day if necessary.

In this report I refrain from going into any dissertation

as to my deductions from the results observed, but will simply

submit an itemized account for the perusal of those who are

interested in the subject.

It will be seen by the following statistics that, with two

exceptions, every case of suppurative otitis media of more than

one month's duration gave a positive reaction to the test.

This is most interesting and suggestive as to the etiology,

course and treatment in these cases, and as soon as I have col-

lected sufficient data on these matters, I will report.

Case. Sex. Age.

9-

lo.

n

.

13-

14-

15-

i6.

17-

i8.

19.

M
F.

F.

F.

M
M
M
F.
M
M
F.

F.

F.

M

9 y^^

4 y^-
I yr .

9 yi"s •

9 yrs . .

3 y^- •

4 yrs . .

14 raos

3 yrs..

13 mos

3 yrs..

2 vrs.

3 .vrs

.

7 yrs-

F..
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Case. Sex.

20.

21 .

23-

24.

25-

26.

27.

28.

29.

so-

32.

33-

34-

35-
36.

37-

38-

39-
40.

41-

42.

43-

44-

45-

46.

47-

48.

49-

M
M
M

M
F.

F.

F.
F.

M
F.

F.

F.
F.
F.

M
F.
F.

M
F.

M
M

F.
F.

M
M

Age.

4 raos.

Syrs..

Disease.

O. M.S. Ac.
...do

Dura-
tion.

4 days

.

Years .

7yrs.

5 mos
7yrs..

10 yrs.

syrs..
18 yrs

Acute Mastoid-
itis.

O.M. S. Ac...
O.M. S. C...

4 days

.

Years .

.do 2 yrs

. . .do .do ...

Ac. M. Fac. Few days
poralysis.

j

j

22 yrs.! O.M. S. C. 2 yrs.

31 yrs

9 yrs.

9 yrs.

31 yrs

I yr .

5 yrs-

5 yrs-

7 yrs.

. .do 25 yrs.

. . do 2 yrs . .

O. M. S. Ac. . . iFewdavs
O. M. S. C....J 25 )Ts".

Ac. Mas I

Personal or family histor)'.

Right ear

Refuses to heal after months
of treatment in hospital.

Operation. Has a tuber-

cular hip. Now dis-
j

charging.
|

Healed promptly
Both ears. Father died of

tubercular laryngitis one
year ago

Maternal grandmother died

of tuberculosis. Father
dead.

One aunt has t. b
Operation right ear. Father
and mother died of tu-

j

.berculosis. I

Both ears. Tobacco
worker.

One sister and one aunt
have t. b.

Reac-
tion.

XX
XX

XX
XXX

O. M.S. C. .. Years ..

Ac. Mas
O. M. S. Ac . . . Few davs

4 vrs.. O.M. S. C.

4 mos
4yrs.
6 yrs.

2 yrs.

2 yrs.

13 yrs

2 yrs.

7yrs.

7 yrs..

15 mos

Syrs..

I J yrs.

8yrs..

O. M. S. Ac
O.M.S. C.
O. M. S. Ac

.do

.do

.do

. . .do

O.M.S. C.

. . .do

O.M.S. Ac.

3 weeks.

I week .

4 yrs. .

I week .

I

I day .
.

'

j I week .

3 weeks.

.do

.do

O.M. S. C.

..do .

6 vrs.

Months
Few days

lyr..

Years

A brother and an uncle
,
x

died of t. b. 1

Operation. Scarlatina 3
|

weeks ago.

Radical operation xxx
Operation

!

Right ear. Ran for three
I

days last year.

Both ears. Have run for xxx

two years intermittently.
,

Has a tuberculous ankle,
j

Both ears '

Right ear x

Right ear. Father died t. xx
b. one year ago.

|

Right ear
Right ear. Father's sister

has t. b. I

Ear ran for 1 2 months two xx
or three years ago.

Left ear. No treatment . .

Father died t. b. hemor- xx

rhages at 31. Mother
sickly.

j

Left ear ' xx
Both ears. Measles, just -xx

recovering.

Mother and aunt had t. b. xx
Left. Postscarlatinal. Has

adenoids.

Both ears. Measles and
pertussis. Uncle died

of t. b.
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Summary.

Of the twenty-nine chronic cases, twenty-seven gave posi-

tive reactions, and in fourteen of these there was a positive tu-

bercular family history. The two giving negative results were

infants eighteen months old also with tubercular family history.

Of the fifteen acute cases, four gave positive reactions and

eleven negative. Of those giving positive reactions, one patient

aged twenty-five, returned in one month and was operated for

mastoiditis. Another, aged six, died of tuberculosis one year

ago. A third patient, aged thirteen, had O. M. S. C. for one year

two, years ago.

Of the eleven negative cases, all gave negative family histories.

Of the six acute mastoid cases, two gave positive reactions

and four negative. In one case an aunt had tuberculosis. The
child was two years old when otitis developed. In one case the

father and mother died of tuberculosis, the other had a dis-

charging tuberculous hip.

Of the four cases giving negative results, there was no tuber-

culous history in any case.

57 West Seventy-Sixth Street.

TWO CASES OF EPIDEMIC CEREBROSPINAL MENIN-
GITIS TREATED BY -SPINAL INJECTIONS OF

ANTISERUM.*
BY

SAMUEL S. ADAMS, A.M., M. D.,

Washington, D. C.

The phenomenal reduction of the mortality of epidemic

cerebrospinal meningitis by the injection into the spinal canal

of an antiserum, prepared by Simon Flexner at the Rockefeller

Institute for Medical Research, has prompted me to report two

cases that have recently been treated by me in the Children's

Hospital, District of Columbia. One would not presume to form

a decided opinion from two cases, but would be warranted in

further trials with a remedy that offers some hope of cure in a

malady that has hitherto been regarded as almost always fatal.

An interesting paper by Flexner and Jobling on the Serum
Treatment of Epidemic Cerebrospinal Meningitis is to be found

in the Journal of Experimental Medicine, vol. x. No. i, January,

* Read at the Washington Obstetrical and Gynecological Society, March 20,

190S.
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1 90S. Of forty-seven cases of epidemic cerebrospinal meningitis

treated by Flexner's antiserum, thirty-four recovered and thirteen

died—recovered, jz.-^^ per cent. ; died, 27.6 per cent. Of the thir-

teen fatal cases, four were either of the fulminant type, in which

death occurred within thirty-six hours of the onset, or the patient

was in extremis and died a few hours after the injection of the

antiserum. These authors feel justified in excluding from their

statistics the four cases mentioned, as benefit from the antiserum

couid hardly have been expected. The result then in the forty-

three cases is thirty-four recoveries and nine deaths.

The authors give general instructions for the use of the anti-

serum, but I will not quote at length.

"The antiserum is to be introduced directly into the spinal

canal after the withdrawal of cerebrospinal fluid by means of

lumbar puncture.

"The quantity of serum to be used at a single injection should

not exceed, for the present, 30 c.c. It is desirable, although it

would not appear to be essential, to withdraw from the spinal

canal at least as much fluid as the amount of antiserum to be

injected. The injection should be made slowly and carefully to

avoid the productions of symptoms due to increased pressure.

This precaution should be exercised especially when the quantity

of cerebrospinal fluid withdrawn is less than the amount of an-

tiserum to be injected.

"The injection of the antiserum should be repeated every

twenty-four hours for three or four days or longer. Whether

any advantage will be gained by more frequent or more numerous

injections than here indicated, a wider experience must decide.

As much as 120 c.c. of the antiserum have been injected into the

spinal canal in four days without causing unpleasant symptoms.

"The evidence at hand indicates that the earlier in the course

of the disease the injections are made, the better the results.

Hence, should the film preparation prepared from the first fluid

obtained by spinal puncture show Gram-negative diplococci;

some of which are leukocytes, an injection of the antiserum

should be made immediately and without waiting for the result

of culture tests. Should the diagnosis be left in doubt or the

disease prove later to be of another nature than epidemic menin-

gitis, no harm will have been done by the injection of the

antiserum."

Case I.—G. T. aged three years, colored, was admitted to the

Children's Hospital, District of Columbia, February 15, 1908.
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It was impossible to obtain any knowledge of her antecedents.
Present Illness.—She was in excellent health until February

9, when she vomited, became stupid and refused nourishment;
and has remained in the stupid condition since that date. On the
loth and nth she paid no attention to her surroundings, but oc-

casionally asked for water. Since the nth she has not noticed
anything. When moved she would cry; and has had stiffness of

neck muscles with the head drawn back. vShe has not had any
convulsions. I saw her a few hours after her admission when she
was comatose. Opisthotonos was marked, there was general

hyperesthesia, and an attempt to move the head caused a loud
cry and a general muscular tremor. Kernig's sign was present,

being more marked on the right side.

A physical examination excluded those conditions which
might be the cause of the meningeal symptoms and I concurred
in the diagnosis made by Dr. Abbe (who sent her to the hospital)

of epidemic cerebrospinal meningitis.

At 7.30 p. M. 30 c.c. of clear fluid were withdrawn and 15 c.c.

antiserum injected into the spinal canal. This spinal fluid was
negative.

February 16. As the child's condition was not any better,

lumbar puncture was done, but only 2 c.c. escaped. The resident

physician would not assume the responsibility of injecting

antiserum.
February 17. Very restless during the night and this morning.

Rigidity as marked. Opens eyes when disturbed, but only semi-
conscious. Difficult to give food.

At II A. M. lumbar puncture was done, but no fluid was ob-
tained, although suction was used. I did not inject the antiserum
because the diagnosis was uncertain as to the variety of the

meningitis, and also because of the danger of increasing the in-

tracranial pressure already indicated by widely dilated pupils

and less muscular rigidity. Indeed, tuberculous meningitis now
seemed probable. Two and a half hours later the child gave
evidence of collapse and had to be stimulated with hypodermatic
injections of strychnia.

February 18. Rested better, was quieter than during the pre-

vious night and is brighter this morning. She slept quietly most
of the day, and took twenty-five ounces of liquid food. Leuko-
cytes, 17,000. At 4 p. M. temperature had fallen to 100.6° F.

February 19. Slight improvement noticed. She was in a
stupor most of the day, but occasionally roused and seemed
brighter.

February 20. Talked a little.

February 21. Brighter and does not complain of pain. Opis-

thotonos has disappeared, as well as the general hyperesthesia.

February 22. All the nervous symptoms have disappeared,

asked for a doll, talks freely and begs for food.

From this time her general condition steadily improved and
she was discharged cured March 8, 1908.
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The uncertainty of the pathological diagnosis in this case at

first deterred me from reporting it, although the clinical features

were surely those of some form of meningitis. However, after

reading the reports of the cases published by Flexner and Jobling,

and noting the resemblance of the clinical phenomena in my case

to several of those, I am emboldened to record it as one of epi-

demic cerebrospinal meningitis terminating by crisis after the

administration of antiserum.

Case II.—F. T., age five years, white, was first seen by me on
the morning of February ii, 1908, at the request of Dr. P. S.

Roy. The previous day he had been playing about the yard, and
ate his dinner as usual, although he complained of headache. A
short time after dinner he vomited and at 9 p. m. his mother found
him on the floor in a convulsion; at 11.30 p. m. he had the second

convulsion. Dr. Roy gave him an injection of morphia, which
quieted him for the night. Early on the nth, Dr. Roy made a

diagnosis of epidemic cerebrospinal meningitis. My examina-
tion showed marked stupor, normal pupils, rigidity of cervical

muscles, Kernig's sign and petechiae over the entire body. At
this time the pulse was slow, the temperature (rectal) 101° F.;

he was easily roused, but dazed; asked for the chamber and
passed the normal quantity of urine. He lay down and was
soon asleep.

Another consultation was held at 5 p. m., when his condition was
worse, the stupor being profound. I concurred in the diagnosis,

so we advised his immediate removal to the Children's Hospital,

District of Columbia.
His family history is excellent, he had measles when six

months old, but has been a healthy child since. Stupor is now
marked, but he can be roused by shaking. Small petechial

eruption over body and extremities. Internal strabismus of the

right eye, ptosis of eyelids. Pupils contracted, left more so,

react to light. Conjunctival injection of left eye.

Heart normal; pulse rapid. Respiratory system normal.
Digestive, osseous and glandular systems normal. Nervous
system: stupor; tremor of arms and legs; slight opisthotonos;

hyperesthesia, Kernig's sign present; patella reflex absent.

^Iuscular system: muscles of extremities relaxed, those of neck
contracted. He throws his arms about, but does not move his

head or change his position.

At 8 p. M. I removed 32 c.c. of spinal fluid, which was milky
in appearance, and immediately injected 30 c.c. of antiserum,

which had been kindly given by Dr. Flexner. The fluid with-

drawn showed diplococci intracellularis.

February 12. More restless and cries out frequently. Takes
food by force, owing to difficulty in swallowing. Extremities

frequently become rigid and then relax.

p. M. Xo difliculty in swallowing, seems to be in pain, grits

teeth; pupils more dilated, urine normal.
February 13. Had a fair night. General condition better.
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Petechise fading. Thirty c.c. fluid drawn and 15 c.c. injected.

Diplococci not so numerous and fluid clearer. Later in the day
he showed signs of mental improvement. Leukocytes, 28,200.

February 14, a. m. Improvement; no pain, and shows signs of

consciousness.

Seven p. m. Very restless and in great pain. Only slight move-
ment of left arm; right moves freely. Pupils dilated, but react
promptly. Thirty c.c. fluid removed and 15 c.c. antiserum in-

jected. Diplococci present, but not so numerous.
February 15. Cannot turn owing to rigidity of neck. Opis-

thotonos present. Rash has disappeared. Spasms of facial

muscles. Turned himself. Leukocytes, 26,400.
February 16, a. m. Protrudes tongue when asked to do it.

Convulsion of left arm and leg severe, requiring two injections of

morphia.
p. M. Twenty-two c.c. fluid removed and 15 c.c. antiserum

injected. Diplococci in small numbers found. Leukocytes,
29,800.

February 17, a. m. Tremor not so severe.

p. M. Tremor absent. Improvement general except in left

arm which he has not moved during the day, but moved it at
night.

February 18, a. m. Improved. Slight tremor of left hand and
arm, but none of face.

p. M. Talked for the first time and answered questions intel-

ligently and asked for food. Leukocytes, 42,400. Had eleven
convulsions, followed by continuous twitching. About 3 p. m.
became conscious, smiled and answered questions by shaking his

head.

February 19. Opisthotonos marked, and twitching of muscles
of face. Late in the day asked to be raised to drink his milk.
Used his left hand several times. Said his "whole self hurts."
Answers questions rationally, but at times talks at random.

February 20. Opisthotonos less. ^Moaned and complained of
pain, and was perfectly conscious. Had a chill. At 4.30, 25 c.c.

fluid withdrawn and 15 c.c. antiserum injected. Soon after this

injection he became unconscious and all twitchings ceased. Less
diplococci found. Leukocytes, 59,200.

February 21. During the early part of the day he was very
quiet and apparently unconscious; but later in the day answered
questions.

February 22. Chills and talks rationally. Six c.c. thick,

flaky fluid withdrawn and 15 c.c. antiserum easily injected. A
few diplococci present.

February 23. No change noted, except that he seems weaker.
February 24. Sleeplessness and cries from pain. Latter so

severe that he had morphia twice during the day. Twenty-five
c.c. of thick, cloudy fluid withdrawn and 15 c.c. antiserum in-

jected. Diplococci present. One chill and one convulsion,
^lore conscious.
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February 25. Slept ten hours; had two chills and much
twitching.

February 26. Conscious most of the time and complains of

pain. Continuous twitching of facial muscles. Twenty-five
c.c. of a thick, flaky fluid withdrawn and 15 c.c. antiserum in-

jected. Leukocytes, 57,400. Diplococci present.

February 27. Has grown weaker during the day and at times

was in collapse, but revived after stimulation. No convulsion
and only slight twitching occasionally.

February 28. Partial paralysis of left side; pupils widely

dilated and react only sluggishly to lighted match.
February 29. Slight cyanosis of face and body; paralysis of

left side more marked; pupils very dilated and only slight reac-

tion At 5 p. M. 22 c.c. fluid withdrawn and 15 c.c. antiserum in-

jected. Fluid thick and creamy and contained diplococci.

He died at 6.05 p. m. No necropsy.

An analysis of this case will show that 217 c.c. of cerebrospinal

fluid were drawn from and 150 c.c. of Flexner's antiserum in-

jected into the spinal canal during a period of eighteen days.

The more closely I study the case, the more I am convinced that

the boys' life would have been saved had the 30 c.c. been con-

tinued every day for probably the first week. Indeed, I am now
convinced that there was too much fear of doing him harm by in-

jecting the fluid in too large quantities or too often. One must

be impressed by the rapid and marked benefit of the first in-

jection, which should have encouraged us to repeat that dosage,

and yet it must be confessed that timidity in the use of a remedy

on trial led to small dosage. On one occasion it looked as if the

injection might have been responsible for a convulsion, but as the

boy had had convulsions on the previous day when no injection

was given, and as the one this day occurred nearly two hours

after the injection, it must not be attributed to either the an-

tiserum or the pressure. The boy took at least two quarts of

milk daily, so that his nutrition was maintained throughout the

illness.

These cases were carefully watched, the latter having special

nurses, so that everything was promptly recorded and reported

to the house staff. The greatest interest was manifested in the

cases, and I now acknowledge my indebtedness to the house staff

and the nurses for their assistance.
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TRANSACTIONS OF THE
AMERICAN PEDIATRIC SOCIETY.

Twentieth Annual Meeting held at the Water Gap House, Dela-
ware Water Gap, Pennsylvania, May 25, 26 and 27, 1908.

The President, Charles G. KerlEY M. D., of New York, in the

Chair.

THE SERUM TREATMENT OF EPIDEMIC CEREBROSPINAL MENINGITIS.

Dr. Simon FlExner (by invitation) presented briefly some of
the figures which he had lately collected relating to the treatment
of cerebrospinal meningitis by means of the antimeningococcus
serum.

It was just one year since the serum was first used in this

country; during the course of this year the serum had been used,
but to a less extent, in Great Britain. Therefore, he was obliged
to bring before them statistics based upon less than 400 cases of
epidemic cerebrospinal meningitis which had been diagnosed
bacteriologically and clinically and in which the serum treatment
had been employed. During the course of the year they had
modified somewhat the manner of its application, and had learned
to use it in larger doses and at more frequent intervals. He be-
lieved that the statistics gained during the last three or four
months would compare favorably with those of the first six or
eight months, showing a higher percentage of recoveries than the
first series. A part of the advantage came from a dissemination
of the knowledge that there was such an agent as the serum
which had a beneficial effect in the treatment of the disease.

This had enabled them to employ the serum earlier. Recently
some gentleman had told him that he now saw the cases earlier

and the results of the serum treatment had been correspondingly
better. It was of importance to consider whether or not the
serum was useful early or later in the same or different degrees.
If the serum was active, they did not know how it acted; it be-
longed to a class of bacteriolytic sera. The capacity to neutralize
that the serum posessed was small. The pure antitoxic value of

the serum was possibly not great. On the other hand, there
were evidences at hand to show that the serum exerted a dis-

tinctly injurious effect upon the vitality and viability of

the meningococcic germs present in the cerebrospinal canal.

After the injection of the serum directly into the canal it was
impossible to grow the microorganisms. There was a diminu-
tion in the microorganisms soon after the injection was given;
the chief advantage gained by the injection was from the injury
inflicted upon the microorganisms.
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Dr. Flexner's figures were based upon 322 cases of the disease

treated with the serum here and abroad. There were 247 treated in

this country; of these 68 died and 147 recovered, giving a mortality

of 27 per cent. They made no selection of their cases; this was
a point he wished especially to emphasize. The cases treated

were the late and desperate ones as well as the milder. Those
cases that came under treatment in the third week were un-
favorable; the mortality was higher than if they came under
treatment in the first week. Sometimes the patients underwent
a marvelous change as a result of but one or two injections of the

serum. Most striking results were seen in some of the desperate

cases. In not a few cases the lumbar puncture, with serum in-

jections, entirely changed the character of the disease and the

patients went on to a prompt recovery.

In analyzing these 247 cases according to years, there were
thirteen under the age of one year; of these five died and eight

recovered, a mortality of 37.5 per cent. There were twenty-six

cases between the ages of one and two years, with a mortality of

37.5 per cent. Forty-five were between the ages of two and five

years; these gave a 22 per cent, mortality. There were sixty-

three between the ages of five and ten years, with a 1 1 per cent,

mortality. There were fifty-seven between the ages of ten and
twenty years, with a mortality of 28 per cent. Forty-four were
over the age of twenty years, and gave a mortality of 45 per cent.

Whereas the average case got well gradually, the recovery ex-

tending over a period of days or weeks, he was impressed when he
first analyzed the effects of the serum treatment with the fact

that a certain number of the cases terminated with remarkable
abruptness, and this was what he meant by stating that the

disease terminated by crisis. Perhaps the use of the word
abrupt would be better. He wished to emphasize the fact that

there did occur in this disease what occurred, fortunately, in the

natural course of the disease when treated by other means—

a

sudden and abrupt termination, with entire disappearance of all

the symptoms.
Seventy-five of the cases were collected from Great Britain,

and there the mortality was about 30 per cent. The previous
mortality, without the use of the serum, varied from 75 to 80
per cent.

Dr. Flexner presented charts showing the terminations by
crisis and by lysis. What he presented were merely facts. In a
disease as serious as was cerebrospinal meningitis, no thera-

peutic agent should be adopted as being of great value too soon.

It should first be subjected to the most rigorous tests. Judg-
ment should be withheld until the conclusion was reached that
the agent was in truth a valuable one. The persons to decide
this question were those who observed the disease before and
after injections of the therapeutic agent. The serum influenced

the clinical course of the disease very markedly; but just how it

acted he was unable to state.
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THE DIAGNOSTIC VALUE OF THE CHEMICAL AND BACTERIO-

LOGICAL EXAMINATION OF CEREBROSPINAL FLUID.

Dr. Alfred Hand, Jr., of Philadelphia, said that to-day lum-

bar puncture furnished a means of making an exact diagnosis.

But the fluid obtained by lumbar puncture must always be ex-

amined with great care in order to arrive at a correct interpreta-

tion. Typical cases presented well-marked findings. Thus, if

the fluid from a case of meningitis showed a milky opalescence,

which disappeared as the fibrin net-work formed, leaving a clear

fluid containing a great increase in the normal amount of al-

bumin, and with the presence of sugar but little, if any, below the

normal percentage, the fibrin net-work also being found to con-

tain mononuclear leukocytes and tubercle bacilH, the diagnosis

was clear—a tubercular meningitis. If the fluid was distinctly tur-

bid, with sometimes a shght yellow tint, and polymorphonuclear

leukocvtes are found in abundance, some of them containing in

their protoplasm diplococci, the diagnosis was established of

epidemic cerebrospinal fever. After the fibrin net-work had
formed and been withdrawn, a further study of the fluid would

show a moderate increase in the amount of albumin and a total

absence of sugar. A meningococcic meningitis gave a very

similar fluid, with occasionally greenish-yellow tint, as in strep-

tococcic or staphylococcic meningitis, but the diplococcus in this

form was hardier even, the pus-cells being very abundant in the

fluid. It was important to start the examination as soon as

possible after the fluid had been obtained. The fact that a

tuberculous form was associated with the presence of sugar and
an almost total absence of polymorphonuclear leukocytes, while

the reverse held for other affections, led him to think that there

was some relation between the two. A further report would be

made upon this.

HYDROCEPHALUS OF MENINGOCOCCUS ORIGIN, WITH REMARKS
ON THE SERUM TREATMENT.

Dr. J. H. Mason Knox, Jr., and Dr. Frank J. Sladen, of

Baltimore, presented this paper. In the literature a compara-
tively small number of cases had been reported. Incident to the

onset of hydrocephalus, the character of the symptoms seemed to

become masked and the clinical picture in many cases was not

recognized. In a review of the subject by Joslin some years ago,

he found a case reported in 1805 in which cerebrospinal menin-
gitis was found in an individual, with marked dilatation of the

ventricles. Numerous instances had been reported of hydro-

cephalus following meningitis. Ziemsen, in 1874, published an ex-

tensive description of the complication, and his pathological

description was almost up-to-date. They then referred to some
cases which had been reported in the literature. There were

many cases reported in which mental impairment was noted.
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They called attention to the histories of two cases treated during

the winter and fall.

Case I.—This was a child, five months old, and was seen in con-

sultation. The child was perfectly normal at birth and for two
months after. Then it developed a marked gastroenteritis, the

illness lasting seven weeks before the doctor saw her. She was
then seized with general convulsions, which were followed by
vomiting and fever. After two weeks, these symptoms abated

and the fever lessened. Retraction of the head was noticed.

Inspection showed a child with the typical pressure symptoms
of meningitis, with bulging fontanel with the bones of the skull

separated and sutures gaping. The circumference was 44 cm.

Lumbar puncture removed 100 c. c. of a slightly turbid fluid, in

which a rather small number of organisms were found. There
were present numerous pus-cells. The child did well for a few

days. One week later, a second puncture was done, a similar

amount of fluid being removed, with practically the same result.

Serum was advised but refused by the family. After the second

lumbar puncture improvement followed. One month later the

father asked for a nursery maid because of the great improve-

ment in the child. However, a few weeks later and quite sud-

denly the child died and autopsy was refused.

Case IL—This was a child, aged six months. One of the

children had been taken to the milk dispensary in Baltimore and
was found to be a markedly emaciated child with retracted head,

but the head was evidently hydrocephalic with bulging fontanels.

There was no history for the condition. The child was said to

have had a fall, but there was no history given of any acute illness.

The left side of the head bulged more than the right. The skin

about it was a little redundant. It did not appear to have a

typical hydrocephalus. A tumor with pressure symptoms was
suspected. A lumbar puncture with a dry cut was done. Then
a ventricular puncture was done and 20 c. c. of a slightly turbid

fluid was removed. The pathologist found a large number of

meningococci, both extra and intracellular. He then learned

that four months previous the child would awaken at night and
moan as if in great pain. There were frequent convulsions. For
four days and nights the child cried constantly. The eyes were

crossed. The head began to increase in size five weeks before

admission. The circumference was 46.5 cm. The head was
retracted and the neck was held stiff. A second lumbar puncture
was made, but no fluid obtained. While in the ward the child

improved somewhat. Five intraventricular punctures were
made, and the child withstood the tappings very well. He ran a

slightly irregular temperature from 97° to 101°, respiration ran

from 24 to 40 and pulse from 100 to 150. The child finally col-

lapsed and died. No autopsy was allowed. The symptoms in

the cases varied with the age and history. There was a lessening

of the number of cases of hydrocephalus as a result of the use of

the serum treatment.
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Case III.—They wished to report another case, that of a boy,
fifteen years of age, who had been ill ten days before first being
seen. He was found in the typical posture of meningitis, was
delirious and unconscious. This case was one which one would
believe would prove fatal. It represented the kind of case Dr.

Flexner would show might get well by lysis. Six punctures
were done, and a turbid fluid obtained. Treatment was insti-

tuted with improvement. There was a marked strabismus.

Otitis media developed and a paracentesis was done on both
membranes.
Case IV.—This was a child of seven years, who was seen rather

early in the disease and who received two doses of the serum.
After the first dose there was a marked improvement; after the

second dose, convalescence occurred, and the patient was dis-

charged on the thirty-fifth day of the disease.

With regard to other cases, Dr. Sladen went over them all.

There were thirty-three cases before this year; of these twenty-
one died and twelve recovered, giving a mortality of 64 per cent.

The lowest mortality for one year occurred in 1899 —43 P^^ cent.

In 1906 occurred the highest mortality— 100 per cent. In 1899
they began the use of lumbar puncture. During the last four

and a half months, twenty-one cases had been admitted, and in

all the meningococcus was demonstrated. All of these twenty-
one cases were treated by lumbar puncture and intraspinal in-

jections. Three died and eighteen recovered—a mortality of 14
per cent, and a recovery of 86 per cent. The three cases that

died were all of a very virulent type. Twelve cases were under
twelve years of age, eleven died and one recovered. Of ten cases

seen previous to this year and under twelve years of age, four
died and six recovered—^a mortality of 40 per cent. Most of the

cases were temporarily upset by the injection of the serum.

THE SERUM TREATMENT OF CEREBROSPINAL MENINGITIS, WITH
A REPORT OF CASES.

Dr. Charles Hunter Dun, of Boston, made this report of a
series of forty cases, occurring consecutively, treated by the
Simon Flexner serum. All cases in which the diplococcus was
found, without regard to type, were included. Sixteen occurred
in the Children's Hospital; sixteen in private practice; while
eight occurred in the various other hospitals. The serum was
administered in all cases in the cerebrospinal canal. As soon as

a suspected case was reported lumbar puncture was performed.
If the cerebrospinal fluid was cloudy, the serum was used at

once. If the fluid was clear, no antiserum was given unless a
subsequent test revealed the presence of the diplococci. In
those cases in which a rapid and marked improvement occurred
after the first injection, no further injections were given. In
those cases in which this did not occur, the injections were re-

peated until the nervous and subjective symptoms were com-
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pletely relieved or until four injections were given. In the re-

lapsing cases, further treatment was given. The routine amount
given was 32 cm. 45 cm. being the maximum. Of these forty

cases, nine died and thirty-one recovered—a mortality of 22.5 per
rent. Twenty-nine of the cases were now entirely well. The
significance of these figures pointed to the value of the serum as

objective, and, on the ground that as the mortality of the disease

presented wide variations at times, these cases might present the

milder types occurring in Boston. Clinically, the type of the dis-

ease was not milder than those occurring previously. All types
were included in these cases. There were three fulminating in

type, with one death; six were severe in type, with two deaths;

nineteen cases ordinary type, with one death; six were mild cases,

with no deaths; and six were late cases in the chronic stage, all

unconscious when seen, with five deaths.

Up to 1903, the systematic treatment employed was lumbar
puncture, four or five times; this was the therapeutic measure
largely employed. It was used in all cases at first. In 1906, the

cases were treated with the diphtheria antitoxin, given daily;

this was practically all the treatment given. In 1907, all the

cases were treated with vaccine prepared from the diplococcus.

On November i, they started using the serum. This year there

occurred a tremendous drop in the mortality rate to 19 per cent.

Marked and striking effects were produced as the result of the

serum treatment in individual cases; it apparently modified and
changed the course of the disease. There were three particular

effects produced: first, a fall in the temperature; second, a rapid

improvement in the condition, accompanied by a marked relief

of certain symptoms; third, it cut short the course of the disease.

There was a disappearance of the mental dullness or headache
and other subjective symptoms after the use of the serum, and
this resulted quickly. The rigidity of the neck muscles and
Konig's sign were very persistent. Strange to say, the children

played in the wards with this rigidity of the neck muscles. There
was immediate improvement in eighteen cases; no improvement
in five. The duration of the symptoms was cut short, as a rule.

All the symptoms disappeared at the end of one week in ten out
of the forty cases; at the end of two weeks in seven cases.

Another marked effect was seen in the successive examinations
of the cerebrospinal fluid. Aftei one injection of the serum one
almost invariably saw a smaller number of the organisms and
many more were seen in the cells. After the third injection, it

was rare to see any outside the cells at all. After the fourth in-

jection, no organisms were seen at all. In cases of relapses, they
kept on giving the serum until no organisms appeared in the
fluid. The use of the serum prevented relapses, as a rule.

The result obtained depended upon how early the serum was
used. The mortality with the use of the serum in the first week
was 8 per cent.; after the second week, 77 per cent.; after the
third week all died.
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THE SERUM TREATMENT OF EPIDEMIC CEREBROSPINAL
MENINGITIS.

Dr. F. S. Churchill, of Chicago, reported the histories of

eleven cases, nine of which were meningococcic in type. Of the
eleven cases, four died. One of these four was a girl of sixteen
years and was brought to the hospital on the tenth day of the
disease and practically moribund. A second case was a man of

twenty-five years and was brought in on the fifth day of the dis-

ease. The serum had no effect whatever in this case. What he
had to say he would devote to the seven cases that recovered, il-

lustrating each case by charts. The observations were made upon
the effect of the serum upon the general condition, the tempera-
ture, the leukocyte curve, the spinal fluid as to leukocytes,
bacteria, etc.

Case I.—This was a boy of fourteen years and was seen on the
sixth day of his disease. The first puncture was done on the
sixth day, and without any eff"ect upon the temperature. The
day following, the serum was again given with a decided drop in

the temperature and a cessation of the symptoms by lysis. The
dose given was 2oc.c. The leukocytosis kept up; the count was
at first 15,000, and ran as high as 20,000.
Case II.—This was a boy of sixteen years, who came in on the

second day of his disease with a temperature of 102. When the
puncture was done the temperature was 106.5. No serum was
given. A drop in the temperature followed the puncture, with a
rise later. Then three successive doses of the serum were given,
with a sudden drop and a failure to rise again. The leukocyte
curve had a varied course.

Case III.—This was a girl of nine years, a very severe case.

The puncture was done on the first day of her disease, with a
marked drop in the temperature. The serum was given on the
second and fourth days, 30 c.c. at a dose. The termination of this

case approached what Dr. Flexner has called crisis.

Case I\'.—This was a boy, nine years old, who was admitted
to the Presbyterian Hospital on the twenty-first day of the dis-

ease. This was a rather severe and protracted case. The serum
was given only every other day, 15 c.c. each time. On the
twenty-ninth day, there was a jump in the temperature, the
leukocyte count, and a corresponding increase in the leukocytes
in the cerebrospinal fluid. There was a general increase in the
details of the clinical picture. The boy was then given three
successive doses of the serum and the temperature returned to
the normal. This was a very chronic and persistent case, prob-
ably due to the fact that they did not get hold of the case be-
fore the third week of the disease. The patient made a complete
recovery.

Case V.—This was a woman treated at the County Hospital.
Lumbar puncture was done on the twenty-first day of the dis-

ease. The temperature dropped, but promptly rose again.
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After being in the hospital five days with the temperature con-

stantly up, the serum was given, 30 c.c, and this was accom-
panied by a drop in the temperature without subsequent rise.

There was also a drop in the leukocytic count after the serum
was used.

Case VI.—This patient was a Greek, nineteen years old, a

very severe case. The patient entered the hospital on the first

day, and the serum was administered on the second and fourth

days, respectively, 30 c.c. being the dose. There was a fall in the

temiperature after the first injection and a rise next day. There
was a gradual fall in the leukocyte count to the normal. A
lordosis made the spinal puncture a rather difficult procedure.

Case VII.—This patient was ten years old, and was an ex-

ceedingly severe case. The general clinical picture was that of a

very sick child. Successive doses of the serum were given for

three days, with good results on the temperature. But the pa-

tient was still running a leukocytosis—29,000, then 16,000, up to

25,000 and so on. A careful examination of all parts of the body
revealed nothing to account for this leukocytosis.

Dr. Churchill said that the general impression left upon him
was that a marked improvement followed the use of the injec-

tions of the serum. This improvement not necessarily followed

after the first, but after the second or third dose. There was
particularly a marked improvement in the mental condition. It

was very interesting to see the children with marked retraction

of the head, yet interested in the surroundings, the work and play

of the others in the wards.

As to the character of the fluid, there had been a decided drop
in the number of leukocytes in the fluid at the time of the second,

third or fourth puncture, accompanied by a corresponding drop
in the number of diplococci. This had been constantly noted.

With the exception of two, all the patients recovered without
sequelae. One patient had a mild nephritis when he came in, but
this was not increased any in intensity, and he left the hospital

apparently well. Another case ran a leukocytosis; possibly

there was some mischief whereof they knew nothing.

Dr. Churchill personally believed that, given a case of evi-

dent meningitis, it was obligatory to do a lumbar puncture; if the

fluid removed was cloudy, the serum should be injected at once,

and one could wait for a future investigation to determine what
the type of meningitis was. He emphasized the importance of

repeating the dose day by day until good results were obtained.

OTHER METHODS OF TRE.ATMEXT CO.MPARED TO THE SERUM TREAT-
MENT OF CEREBROSPINAL MENINGITIS, WITH A RESUME

OF CASES OF BOTH .METHODS oF TRE.\TMENT.

Dr. Henry Koplik, of Xew York, said that in considering the

various forms of therapy of cerebrospinal meningitis (meningi-

tis meningococcic) we should not lose sight of the natural course
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of the affection, and in no disease was this more necessary than
in cerebrospinal meningitis. This disease, as Osier had pointed
out, resembled very closely in its behavior pneumonia. It oc-

curred sporadically and in epidemics. He thought that anyone
would admit, if he had passed through many epidemics of cere-

brospinal meningitis, that in the sporadic cases we rarely met
with the severer forms of the disease. It must be admitted,
therefore, that while on the whole, the symptomatology of the

sporadic and epidemic forms of the disease were exactly similar,

the sporadic ran a much milder course than did the epidemic
form of the disease. Lumbar puncture in the sporadic form only
exceptionally revealed a purulent fluid at the onset.

Taking up the sporadic form of meningococcic cerebrospinal
meningitis, he said he had been fortunate enough to have the

records of cases treated since 1899 up to the epidemic years
of 1 904-1 905. He first began the systematic treatment of

cerebrospinal meningitis in 1899: this consisted in a careful

study of the symptoms and lumbar puncture repeated as often

as they found symptoms to warrant it. The cases were punc-
tured two, three, four or five times, as necessity called for.

During 1899-1900, they had eight cases of the meningococcic
type. During 1901-1902-1903, they had thirteen cases, thus
giving twenty-one sporadic cases. Eight died, a total mortality

of 38 per cent. Of these eight cases, six were below one year of

age. Out of twenty-one cases, two infants below one year of

age recovered, and two recovered between the ages of one and
two. In the epidemic of 1 904-1 905, the history of the disease

was a more violent one. Some died a few hours after admission.

The first epidemic year was in 1904. There were thirty-nine

cases and twenty-one deaths, a total mortality of 53 per cent.

Of these twenty-one cases that died, thirteen were below the age
of two years. Deducting these thirteen cases from the total of

thirty-nine, would leave twenty-six cases above the age of two
years, of which nine died, a mortality of 34 per cent.

In 1905, there were thirty-five cases, of which seventeen died.

The total mortality for this year was 48 per cent. Of the seven-
teen deaths, ten were below two years of age.

Thus, in the two epidemics of 1 904-1 905, they had fifty-one

cases above two years of age, with a mortality of 31 per cent; and,
considering the patients below two years of age in the mortality,

the total mortality would be 50 per cent. They had twenty-
three cases in these two years below two years, of which 78 per
cent, died while the remainder were unimproved.
From a study of these two sets of statistics—^one the sporadic

cases of cerebrospinal meningitis, the other of the epidemic form
—in the sporadic cases they had succeeded in saving by simple
lumbar puncture four children below two years of age; while

in the epidemic form they had succeeded in saving none.

Considering cerebrospinal meningitis treated by the serum
therapy, he offered thirteen cases. With the exception of the ap-
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plication of the serum, they were treated identically as the cases

he had just been speaking of. No patient was punctured in

cerebrospinal meningitis unless there were distinct indications for

the puncture. To be punctured a patient must show symptoms
of pressure and indications of cerebrospinal fluid. The serum
was introduced not by a syringe, but by a funnel. The ages of

these thirteen children varied from three and a half months to

eleven years. Three were below one year; three were two years
or younger. Two of those below one year of age died, one which
recovered was ten months of age.

Among those children below one year of age who died, the

youngest three and a half months, had been ill two weeks on ad-
mission, and she was unconscious on admission. This child re-

ceived from loo to 125 c.c. of serum.
Another case which was discharged with hydrocephalus was

above one year of age and cannot he said to have been cured.

Thus, of thirteen cases, ten were discharged cured, two died and
one had hydrocephalus.

DISCUSSION OF CEREBROSPINAL MENINGITIS.

Dr. L. Emmett Holt, of New York, said that statistics had
been collected of 2350 cases in the epidemic of 1904 in New York
and that the mortality of all nonserum treated cases was 75
per cent. The statistics in regard to the cases that recovered
were interesting. Of 350 cases, the duration of which was
known, 50 per cent, lasted five weeks or longer. During the
epidemic years they had treated eighty-three cases and lost

every case under one year of age, no matter what the type of

the disease, frequency of lumbar puncture or any other measures.
There had been so few cases during the past year that he had not
met many. One child of five months got well. Dr. Holt thought
the material reported was encouraging.

Dr. Thomas Morgan Rotch, of Boston, had had a good
opportunity to watch these cases and was very loath to speak
of epidemic cases and sporadic cases. The disease might differ

in type, but not in any essential way. It was ruled by the
organism. They had in their wards tried all sorts of treatment
in various successive years, and had come to the conclusion that
it w^as absolutely safe to give the injections. He thought this was
an important point because it was sometimes said that it was not
right to give them. This was too serious a disease to waste time
in waiting. One already knew what would happen if he waited.
He thought it absurd not to give the injection at once when we
knew it could do no harm. Lumbar puncture certainly did do
good at times, temporarily. It gave benefit by relieving the press-

ure. Drawing off a considerable amount of the fluid lessened the
number of organisms in the blood, but there were still a large

number to get in their damaging work. They had found that
the vaccines raised the opsonic index, although they did not
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seem to be curative in any way. Something might be done
with the vaccines, but not so much as with the serum. There
was no doubt but that we should repeat the dose and at times
give an injection twice in twenty-four hours. In some cases,

where the child was practically dying, immediate relief was
given by the injection of the serum. There was some prejudice

against repeating the dose within a short time and the symptoms
soon returned. It seemed to be the consensus of opinion of this

society that the treatment should be pushed. Dr. Rotch
thought that in this way many of the sequelae might be saved.
The youngest case he had seen was twenty-four hours old and
died on the second day.

Dr. Frank J. Sladen, of Baltimore, said that in twenty-two
cases in Dr. Barker's clinic the effect of the serum treatment had
been about as described by Dr. Churchill and Dr. Dunn. There
was a rapid drop of the temperature within twenty-four hours.

In three fatal cases the temperature did not rise after the first

drop, though in the majority of cases it rose again and required
three or four injections on successive days to bring it down to

normal. There was cessation of pain, disappearance of the
rigidity of the neck, etc. He had also found Konig's sign

most persistent. In regard to the effect upon the blood,
there was a positive increase in polymorphonuclear leukocytes
after one injection. This had also been observed in other types
of meningitis. The typical fluid changed to a turbid one in six

cases of tuberculous meningitis and there was an increase

of polymorphonuclears. He had noted this in cases of influenza

meningitis. In pneumococcic meningitis there was no effect

on the fluid after serum injections. The extracellular organisms
found in the first specimens were intracellular in the subsequent
ones. The bacteria were destroyed, losing their staining char-
acteristics and becoming granular and ill-defined. This had been
substantiated by cultures. There was no growth at all in many
instances after the first injection; in some cases there was a
diminished number of colonies. He had been impressed by
the rapidity of the disappearance of symptoms which justified the
idea of the antitoxic property in the serum. There was also a
loss of staining property and viability, which suggested a bacterio-

lytic property. The cells outside the leukocytes disappeared after

the first injection. Those within the cells stained poorly.

Dr. a. Jacobi, of New York, said that, as he had no active
service he had had no experience with the serum treatment of

this disease and knew only what he had heard and read. The
remark was made that whenever there was a subnormal tempera-
ture there was a fatality, and the question arose as to whether
anything could be done in these cases. We expected a case
of diphtheria with subnormal temperature to die. There were
cases. in which antitoxin was of no use; no matter at what stage
of the disease it was given. In these cases there were complica-
tions, and the question arose as to whether the subnormal tem-
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perature was due to some complication that we did not as yet

understand. Could there not be a treatment beside the serum
treatment which would correct the complication? We knew
that in diphtheria a number of cases that did not respond to

antitoxin did respond to alcohol.

Dr. John Lovett Morse, of Boston, said that his experience
with the serum had not been as great as that of some of the

other speakers, but he had seen a good deal of meningitis in past

years, mostly in babies. Clinical observation was so unreliable

in th's disease that we might be mistaken in assuming that the

results of serum treatment are so good, but we could not be
mistaken in what we saw in the examination of the spinal fluid.

When we found that after giving an injection of serum there

were no organisms outside the cells and a diminished number in

the cells, and on the following day no organisms and no cultures,

we could not doubt the efficiency of the serum. He thought
that lumbar puncture should be done on the suspicion that

the case was one of spinal meningitis. It was our plain duty
to find out, and if we found a turbid fluid it was our duty to give

the serum and not to wait to find the germ. Someone stated that

we should not give the serum unless there were signs of increased

pressure. We administered it when we knew that the pressure

was diminished, but found the meningococcus in the fluid. Why
should we put in the same amount we took out? If there was
increased pressure there was an abnormal amount of fluid. We
gave the serum to kill the organisms, not to reduce pressure.

Suppose one got a dry tap, should the serum not be given? In

one case in his experience, the first tap gave a thick fluid that

would scarcely run through the needle, but this showed the men-
ingococcus. The baby needed the serum. For two days follow-

ing there was a dry tap and still the baby needed serum. He
agreed with Dr. Churchill that a turbid fluid was an indication,

for the use of serum and it should be used at least every day and
sometimes oftener than once a day.

Dr. Roland G. Freeman, of Xew York, said that we should

emphasize the fact that the serum might be of use in the very
late stages in some cases. In three of Dr. Churchill's cases the

serum was of value in a very late stage of the disease and was
followed by prompt reaction.

Dr. W. W. Wilkinson, of Washington, said that they had
treated lo cases at the Garfield Hospital, and of these seven

recovered and three died. He thought one of these cases

should not have died; only 15 c.c. of serum was given. One of

the fatal cases had chronic hydrocephalus when admitted to

the hospital. The third case was very severe and the child was
in a comatose condition when treatment was begun. His mental
condition became better, but he developed intestinal paralysis

and nothing could be done for him. They had had their best

results with one injection of 15 crc. or two of 30 c.c. on successive

days. There were four cases that recovered with one injection
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of 15 c.c. The earliest date at which they had gotten a case was
on the fourth day. There was a cessation of the bad symptoms
after four or five days and the disease lasted about fourteen days
after the first injection. Examinations made showed that
the organisms disappeared rapidly from the fluid after the first

injection and those in the leukocytes diminished. They also

found an increase in the phagocytes. The organisms were
so badly stained that one could hardly distinguish them. One
of the fatal cases was a mixed infection. Three cases had
sequelae. One lost the right eye, one was deaf and one recovered
with impaired mentality.

Dr. Samual S. Adams, of Washington, called attention to the
fact that clinical observations were of great importance. By
the administration of the serum treatment we avoided those
sequelae which were worse than death. The observation of

years showed that both in institutions and in private practice

a certain percentage died and that of the percentage which was
supposed to recover many were left with such sequelae that
it would have been better for them and for the community had
they died. He had had a high mortality with other methods
of treatment as the others had had. Of the recoveries he had a
fair proportion who were deficient in mentality and had other
sequelae of the disease. His experience with the serum had
been very limited. In one case of a child of seven months with
pressure so great as to burst through the fontanel, one injection

of the serum caused a marked improvement within twenty-four
hours. In the case of a boy thirteen years of age, who had
convulsions and opisthotonos and whose symptoms were most
intense, recovery took place and, though the stiffness in the neck
persisted for a couple of weeks, the boy was perfectly conscious
and intelligent. The results of this method of treatment were
encouraging enough to warrant further use of the method; it had
certainly given better results than any other method that had
been tried in the past three decades.

Dr. Charles G. Kerley, of Xew York, thought this the most
interesting session in the history of the society. They had
considered the cure of a disease which hitherto had been regarded
as having no hope so far as medical measures were concerned.
He hoped that the good results would continue and that we would
not have to wake up to find ourselves disappointed in the hope
that we now had of subduing this malady.

Dr. J. H. Masox Kxox, in closing the discussion, said that the
clinical value of the serum had attracted more cases to the
hospital that they had had before. The statistics of Baltimore
showed that there had been more cases than usual though there
had been no epidemic.

Dr. Charles Huxter Duxx was interested in hearing Dr.
Knox say that the serum caused a great deal of pain. He had
had two cases in which the patients complained of severe pain in

the back of the legs and knees. He found that in these cases



AMERICAN PEDIATRIC SOCIETY. 373

he had failed to warm the serum. None of the other cases had
complained and he did not know whether that had anything to do
with the pain or not. He did not wish to be understood as say-

ing that all cases with subnormal temperature died. One
patient who had a subnormal temperature recovered after seven
weeks' illness. He meant to say that all cases that passed over
the period of active fever and symptoms and then went into a
state of unconsciousness with subnormal temperature belonged
to the type of case that was unfavorable. He also found that

so far as their cases were concerned during the past ten years
there was no difference in type in the so-called epidemic years.

Dr. Hexry Koplik did not think one should puncture ex-

cept on indication. We did not wish only to reduce pressure by
puncture, but also to affect the organisms. He had observed
that if one introduced 30 c.c. after having withdrawn that

amount of fluid the following day, the indication of the amount
of fluid in the ventricle was less than the preceding day. If

a child was doing well he considered it superfluous therapy to

puncture again immediately. His results were fully as good
as any reported.

Dr. Simox Flexxer recognized Dr. Koplik's criticism that men-
ingitis was a very variable disease not only in different seasons,

but in different localities. It had been difficult to get statistics

of cases occurring at the same time and in the same place, where
nothing or only lumbar puncture had been done and of those

in which the serum had been systematically used. He had the

largest and best statistics from Belfast because there had been
an epidemic for the year. He could not say whether they had
used the puncture for diagnostic purposes only or not. The
mortality for cases treated outside the fever hospitals had been

80 per cent, when it was only 25 per cent, in the hospitals. The
cases outside were probably not treated so well as those in the

hospitals. Cases outside may have included a greater number of

fulminating cases, but the difference in the mortality was so

great that something else would be required to explain it. There
had been an epidemic in Akron, Ohio, the year after the one in

Xew York. There were two sets of statistics to consider: One
of twelve cases treated with the serum in which there were three

deaths and nine recovies and another in which there Avere nine

cases treated without the serum with eight deaths and one re-

coverv. He did not wish to put himself in the position of mak-
ing out a strong case for the serum, but only to state facts much
as he believed in the serum. The serum belonged to a class of

bacteriological sera in which one was obliged to use the antitoxic

properties of the organism. We knew three antitoxic sera

—

diphtheria, tetanus and dysentery. You could give an animal

anv amount of tetanus toxin you pleased and if you gave the

animal a corresponding amount of the antitoxin the animal would
be saved. The same facts were true of the dysentery serum.

If the toxic and antitoxic sera were multiplied equally you got
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neutralization. This was not true of the meningitis serum. The
organisms were grown and subjected to unfavorable conditions
and underwent autolysis and yielded this extracellular toxin

with which they began immunizing horses. It took many months
to accustom them to a considerable dosage. The living organism
was used in order to secure a bacteriolytic property. When the

serum was tested on animals it was found that it did not proceed
according to the law of multiples as did the diphtheria and dysen-
tery serum. You could protect the guinea-pig by a certain

amount, but a point was reached beyond which multiples did not
help you. In using a subcutaneous injection one must bear in

mind that a great deal depended upon concentration. When the
dilution with blood and lymph was too great, the strength of the

serum was not sufficient to produce favorable results. Dr. Flexner
thought that success was due to the fact that a bacteriolytic,

partially antitoxic substance was brought into contact with the

focus of the disease. If it was given in the circulation you could
not stop the excretion. This fluid was required in a certain state

of concentration and injected directly into the spinal membranes.
This study involved the larger question—that is, that it was an
indication of the value of local application. If some such means
of treating pneumonia could be found it should be tried by all

means. That is to bring a serum of this kind to the focus of the

disease. It was not sufficient to introduce it into the circulation.

This would not neutralize a poison that was already attached
to a viscus. The disease was a local one with general symptoms
and consequently we must endeavor to bring the agent directly

in contact with the focus of .the disease.

{To be continued.)

REVIEWS.

A Manual of Diseases of Infants and Children. By John
RuHRAH, M. D., Clinical Professor of Diseases of Children, Col-

lege of Physicians and Surgeons, Baltimore. Second Revised
Edition. 12 mo volume of 423 pages, fully illustrated. Phila-

delphia and London: W. B. Saunders Company, 1908. Flex-

ible leather, $2.00 net.

In the curriculum of the modern medical school an attempt is

made to give the student a knowledge of each of the several

specialties. This is .a difficult matter because of the extent of

the field to be covered, and because only a small proportion of the

students are able to read rapidly the larger text-books and still

retain a clear working picture of each condition described. An
attempt has been made in recent years to meet this problem by
the preparation of numerous condensations of varied value which
should lessen the labor of the student while aiming to furnish him
with a concise abstract which might be readily grasped. The
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question may naturally be asked whether that which is gained
by this plan compensates for that which is lost. Will not the

student feel that in the necessarily abbreviated paragraphs he
has mastered all that there is to know. Will he not later, in time
of need, turn to his accustomed text-book with its limitations

rather than to some fuller treatise with whose pages he should al-

ready be familiar? In short is not a system which is designed to

help the students of lesser ability liable to do injury to those of

more serious bent, or is this disadvantage counterbalanced by
the fact that while the condensed volume enables all students
to gain a comprehensive view of the field in the short time
allotted to each specialty, the more able individuals among them
will readily enlarge their horizon by supplementary reading.

Whatever the solution of such problems suggested by all con-
densed text-books, Dr. Ruhrah's volume meets the purpose for

which it is expressly designed far better than most others, and
a criticism which keeps his purpose in mind cannot be othe;' than
favorable. The student who has mastered its pages has a good
foundation upon which to build the knowledge derived from the

clinical lectures and practical work of his course. He would be
fitted to pass the usual examinations. The illustrations are in

the main well chosen and should prove helpful in grasping many
of the less common conditions. Certain new features have been
introduced in this the second edition. Among the most import-
ant are the pages upon "The Medical Inspection of School
Children," while the Chapter upon " Pediatric Literature and how
to utilize it" followed, as it is, by a bibliography of recent pedi-

atric monographs contains suggestions which should prove of the

greatest value to ambitious students or recent graduates who
might otherwise waste valuable time or be entirely discouraged in

an attempt to extend their knowledge of particular subjects.

Altogether this revised volume should be accorded the same
favorable reception which was given its predecessor, always
recognizing that in its scope it is intended for the student rather
than the practitioner, although the latter may find in it much of

value for hurried reference.

BRIEF OF CURRENT LITERATURE.

DISE.VSns (»F CIIII.DRHX.

Diagnosis and Treatment of Hydrocephalus.—Ilammerschlag
(Monat. j. Ceb. u. Gyn., April, 190S) says that the prognosis of

hydrocephalus in the unborn child is very bad for the mother,
delivery requiring some sort of operation. Maternal mortality
is 20 per cent., of which 13 per cent, is from rupture of the

uterus and 7 per cent, from infection. The diagnosis of this con-
dition is diflicult, there being no one infallible sign of its presence.

The signs given are these : conformation of the abdomen is peculiar
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but is the same for hydraninion, twins, ascites and hydrocephalus;

absence of ballottenient depends on the size of the head, which
may be hydrocephahc and yet give ballottement with a large

amount of amniotic liquid, feeling like parchment through the

abdominal walls noted only with very thin walls; nonengagement
of the head, common to many conditions. Frequency of heart

action is of no value. P^eeling of widely-open sutures and fon-

tanels is found in some nonhydrocephalic heads, as in one case

described by the author, in which an attempt was made to col-

lap;:.e the skull by perforation of a head that proved to be nor-

mal, ossification being slow. Carrying the entire hand into the

uterus is difficult and dangerous for the mother, rupture being

possible. In aftercoming head the condition will not be suspected

until the body is born. The most important sign is the abnormal
size of the head as felt through the abdominal walls. In some
cases a forceps operation can be done ; in others the covering of

the fontanels can be pierced and the fluid drawn off without in-

juring the child, in others only perforation and crushing will al-

low of delivery.

Epilepsy Caused by Eye-strain.—G. M. Gould (Buff. Med.
Jour., May, 1908) records a case of epilepsy in a child of four years.

During the preceding year, the attacks of grand mal and petit mal
had together ranged between 437 and 969 a month, and this

although the child was stupefied with bromid. The writer dis-

continued these, atropinized the eyes and subsequently fitted

glasses. For one and a half years the child wore spectacles and
received no drugs. During the last six months he had had only

two or three attacks of petit "mal.

Climatic Treatment of Children.—-The first object in applying

diversities of climate, according to F. S. Wachenheim (.V. V.

Med. Jour., April 18, 1908), must be to ascertain that indifferent

temperature which feels neither warm nor cool, and is therefore

most restful. In the normal adult the indifferent temperature

stands at about 75° F. in summer clothing and 65° F. in heavy
winter garments, but is reduced about ten degrees by such mod-
erate exercise as walking. In children the indifferent tempera-

ture ranges higher, only a few degrees toward puberty, five or more
in early childhood, varying considerably according to individual

robustness, rising rather rapidly to near the body temperature

in earliest infancy. Young children stand severe cold badly.

Temperatures above the indifferent point are not to be employed
under anv circumstances. Rain is useful in moderation, es-

pecially if in brief showers to lay the dust. A permanent winter

snow sheet is of great value for the same reason, but the alterna-

tion of frost and thaw, rain and snow of the Eastern States, from
Massachusetts to New Jersey, in ordinary winters is objectionable.

The relative humidity is important in that it checks the evapora-

tion of body moisture and consequent reduction of body tem-

perature in proportion to its own percentage. A low relative

humiditv is extremely valuable in lowering the sensible tempera-
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ture or, what amounts to the same, raising the indifferent tem-
perature. At temperatures below the indifferent point, the rela-

tive humidity has no practical importance, not being physiologi-

cally perceptible. Clinically, the relative humidity at mod-
erately high temperatures is important for such cases as call for

tree transpiration, where we desire to relieve the kidneys by
causing diaphoresis; here a warm and moist climate is indicated

as being the best mild diaphoretic known. Such localities as the
middle Atlantic coast in summer, the south Atlantic coast in

winter, and the southwest California coast at all seasons are sure

to be of value in chronic nephritis or albuminuria. Great alti-

tudes cause a hypertrophy of the red blood-cells in proportion to

the elevation, and, as a necessary consequence, a general stimu-
lation to metabolism; they are, therefore, admirable as a general
tonic in torpid states, but contraindicated in severe organic dis-

ease, where rest is indicated. Elevations below looo feet may
be disregarded; those up to 3000 feet are most generally useful

where a moderate toning up is desired ; the higher levels are onlv
to be resorted to where a course of physical training is distinctlv

called for., as in older children who have become enervated from
excessive warmth or lack of exercise. The anemias of young sub-
jects do best at the moderate elevations of the Eastern moun-
tains, and the same is true of the victims of general malnutrition,
rickets, scrofulosis, and chronic tuberculosis. Greatly debili-

tated children are indeed benefited most by elevations of 5C0
to 1500 feet.

Bums and Scalds in Infants and Children.—It is estimated
that three-fourths of all burns and scalds occur in children. In
their treatment, M. Scale {Med. Rec, May 9, 1908) regard strict

sterility of the wound and everything coming into contact with
it as of prime importance. The wound should be irrigated with
a warm aqueous 1:6 to i : 10 solution of hydrogen peroxid and
then with warm normal saline solution or 3 per cent, boric acid
solution. If the epidermis only is injured the cleansed wound
may be protected with sterile gauze covered with a verv thin oint-

ment of zinc oxid and olive oil with 3 per cent, boric acid added if

necessary. As a general rule, burns and scalds involving the
papillary layer do best when protected by means of rubber tissue

or silver foil, placed in overlapping strips one-half to one inch
wide, thus allowing the escape of discharge from the wound, and
its being immediately taken up the overlying layers of gauze,
which latter in no part comes in contact with the wound surface.

Other things being equal, the more exuberant the granulations tlie

denser the resulting scar. Constitutional treatment is of great
importance. Pain must be relieved by opium in some form, for

pronounced shock, continuous hot recital normal saline colonic
irrigation is of great service.

Treatment of Eczema in Infants and Children by Thyroid
Substance.—Like several other writers who ha\e recentlv made
similar reports concerning limited numbers of cases, J. Eason
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(Scot. Med. and Surg. Jour., May, 1908) has obtained most satis-

factory results in infantile eczema by the administration of

thyroid substance only in five cases. In five others this medica-
tion was supplemented by local treatment with similar results.

Vulvovaginitis in Children.—A. J. Ronginsky (Pediatrics,

May, 1908) does not regard gonorrheal vaginitis as being as preva-
lent in private practice as is generally supposed. He says that in

hospital practice the most common variety of vulvovaginitis that
is met is of specific origin due to direct transmission of the in-

fection from one child to the other. \'ulvovaginitis, although of

specific origin, is not contagious if two or three smears of the
discharge fail to demonstrate the presence of the gonococci.
With proper hygienic care 50 per cent, of all cases of vulvovaginitis
can be prevented.

Scoliosis and Nutrition in Adolescents.—Dr. Hutinel (Ann.
de Med. et Chir. Infant., !March 15, 1908) says that scoliosis is

not a local malady, but is fhe result of trouble of nutrition of

which traces are to be found in various organs as well as in the

spine. It appears most often between the ages of eight and
thirteen years, and most frequently in girls. In boys, though
less frequent, it is more serious. It appears often to be heredi-
tary. The author regards it as a manifestation of rickets

occurring in later life. In these girls the pelvis is large enough
and the legs are well developed, but the upper part of the body
is narrow and bent. The lower part is that of a woman, the
upper that of a child. The arms are thin, the muscles are thin

and easily fatigued. There are circulatory troubles: the face

reddens and pales easily, hands and feet are cold and blue, and
when grasped, damp and disagreeable to the touch. Acne is

frequent as are dyspnea and palpitation. Digestion is poor,
and colitis and constipation are present. Cyclic albuminuria
is present without true kidney lesion, no casts being found.
Uric acid is in excess of urea and phosphates are in excess.

The liver acts poorly. The nervous sy?tem is especially affected.

Headache and incapacity for mental or physical work are marked
conditions. Hyst^eria and neurasthenia with anesthesia or

hyperesthesia are often seen. Visceral ptoses are found, with
inability to stand and walk without fatigue and pain. Heredity,
malassimilation, and insufiicient oxygenation all become causes of

the condition. Treatment .demands rest, economy of the forces,

plenty of sleep, and no fatiguing exercise, friction and massage,
hydrotherapy and fresh air. Nourishing food and glycero-
phosphate of lime and arsenic are valuable remedies.

Constipation in Nursing Infants.—E. Gaujoux (Ann. de Med.
et Chir. Infant., Aj)ril, 1908) classifies constipation in infants
thus: constipation due to obstacles to evacuation; constipation
as a result of modifications of the contour of the intestinal canal;
and constipation due to lack of power in the muscular fibers of

the intestine. Congenital stenosis of the intestine in infants

is very rare. Twisting and spasms are more frequent. Con-
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tracture of the pyloric ring may be present. Constipation by
modification of the ingesta includes the results of diminished

ingesta, increased resorption of liquids, diminution of the

intestinal secretions, and failure in the quality of the ingesta.

Failure of muscular power is generally reflex; there may be
anesthesia of the mucous membrane of the colon, paralysis of

the nerve-centers, or atony of the muscle-fibers.

Anorexia Nervosa in an Infant.—The case recorded by J. P.

C. Griffith {Arch. Ped., May, 1908) is that of a boy who had
ileocolitis at nine months. After recovery from this he seemed
to have an aversion for anything given from a spoon or glass,

but took the breast readily and would eat bread from the hand.

Efforts to wean failed and nursing and feeding with bread were
continued until twenty months old, at which time there were
loss of weight, crying and diarrhea. After four weeks of failure

to make him eat gavage was employed, giving, at first, peptonized
milk with zwieback and bread three times a day. It was
necessary to continue gavage three times a day for about six

months, the food consisting of a glass of peptonized milk and a
raw egg at breakfast and again at supper, with beef juice and a

glass of peptonized milk for dinner. Finally, the child began
to struggle violently against the use of the tube, and to drag
it out after it had been introduced. Renewed efforts at compul-
sory feeding were consequently made, bribes and threats being
employed, and the anorexia was gradually overcome at the age of

about two and a quarter years. He still, at the age of six, had
to be almost forced to eat and if left to himself would take little.

In this case there was no evidence of organic affection of the

gastroenteric tract or other cause to which the anorexia could

be attributed, except that perhaps the giving of medicine at the

age of nine montns awakened a fear of anything which was put
into a spoon.

Removal of the Child from the Breast.—C. B. Reed (Surg.

Gyn. and Obst., May, 1908) has investigated the published state-

ments concerning this subject. He finds it probable that alcohol,

opium, chloroform, ether, thyroid extract, and lead should be
used with extreme care in a nursing woman until their status

is determined; that zinc apparently has no effect, while all the

others investigated, namely, atropine, arsenic, antipyrine,

acetic acid, bismuth, bromide of potassium, balsam of copaiba,

castor oil, copper, chloral, iodine and its compounds, mercury,
phenacetine, quinine, salicylic acid, and senna, pass over in

small quantities, but very rarely to a degree injurious to a
sensitive babe. Hence, it is practically never necessary to

remove the child from the breast on account of drugs admin-
istered to the mother. A logical inference may also be drawn
that, owing to the total absence of transmission, or owing to

the impossibility of satisfactorily measuring the amount trans-

mitted, it is never desirable to attempt to medicate the child

by means of drugs administered to the mother. Nephritis,
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serious and obstinate erosion and fissure of nipple, Paget's
disease, scirrhus, sarcoma or abscess of the breast, together
with local or systemic tuberculosis, syphilis, erysipelas, acute
articular rheumatism, acute pulmonary or pleuritic affections,

and all infectious and contagious diseases, osteomalacia, and all

puerperal infections that are not mild and transitory in character,
as a rule, demand the absolute separation of mother and child.

Treatment of Inguinal Hernia in the New-born.—Broca
{Bull, de la Soc. de I'Internat des Hop. de Paris, April, 1908)
considers that the degree of malformation in the new-born
infant is of importance. The hernia results from the imperfect
obliteration of the vagino-peritoneal sac, w'hich occurs at term.
When an infant is born prematurely, even fifteen hours before
term, there is an imperfect obliteration of the sac and a pre-

disposition to the occurrence of inguinal hernia. Another factor
of much importance is the occurrence of rickets. The large,

flaccid, weak-muscled abdomen of the rachitic child predisposes
him to hernia. Heredity, especially in the father, is an impor-
tant factor. It is rare to find hernia at the moment of birth,

and thus this is not strictly a congenital hernia. It occurs as a
result of cough, such as somes in bronchopneumonia and thus
this disease is to be avoided in premature infants. Another
cause is straining and crying. Attacks of intestinal trouble,

diarrhea and constipation with straining at stool are predisposing
causes, and conversely henia is a cause of them. That a vicious
circle is established. These herniae are frequently of very large
size, and contains parts of the large intestine, especially the
cecum and sigmoid flexure. Cure results from the closure of

the vagino-peritoneal canal, and this may often be produced
in very young infants by the use of a double bandage worn
day and night to retain the contents of the hernia. In older
children this may not be sufficient and operation has to be
preferred, since in them it is not dangerous, w^hile with young
infants it is. In these older children the constant wearing of a
bandage is unbearable and prevents the child from doing many
things that a child wishes to do. In these cases the hernia
grows large and gives more and more pain and disturbance.
The prognosis of hernia in the infant is very variable. It varies
with the age, development and nourishment of the child and
with several other factors. Strangulation occurs easily.

When obstruction occurs a warm bath or a mustard paste
may cause it to be released spontaneously; in others moderate
taxis may be used. Violent and long continued efforts at

reduction should not be made, since they may cause gangrene.
Young children who are nursing should never be separated
from mother or nurse to do an operation, since this may cause
death. Hence they should be operated on at home when
necessary, rather than taken to a hospital that will not admit
the mother also.

Obstacles Presented by the Intestinal Walls and the Liver

I
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to the Passage of Poisons into the System.—E. Terrien {Anfi.

de Med. et Chir. Infant., April, 1908) believes it logical to think
that the liver is the seat of alterations of an anatomical nature in

gastrointestinal troubles, and that to these anatomical lesions

there correspond functional troubles of the hepatic cells. To
measure the power of the cells he has made experiments in

animals. He concludes that the antitoxic power of the liver

in the young animal is equal or superior to that of the adult;
that its power is lessened in gastrointestinal diseases since gly-

cosuria of alimentary nature easily appears in these cases; that
nevertheless the sum of the resistances opposed by the liver and
intestines to the passage of toxins is great.

Kidney Lesions in the Infant.—Speaking of the pathological
aspects of this subject, R. L. Thompson (Arch. Ped., May,
1908) says that marked disturbances of circulation, and slight

or moderate degenerative processes, are exceedingly common
in the infant kidney. These processes, while they give rise to

albumin and casts in many instances, are of a type that is easily

repaired and probably do not influence the permanent integrity

of the kidney. Severe kidney lesions, such as permanently
injure the kidney parenchyma, or lead to death, are rarelv
found in routine autopsies in infants.

J. M. Brady (Arch. Ped., May, 1908) discussing the subject
from a clinical stand-point, says that a diagnosis of nephritis
cannot be based on the presence of casts and albumin in the
urine, as slight degenerative changes may cause them to be
present. On the other hand, pronounced kidney inflammation
may be present with very few clinical symptoms. Edema and
anasarca, when present in the infant, are usually indicative
of conditions other than nephritis. Most cases of nephritis
in the infant are mild, and are secondary to pathological proc-
esses elsewhere. Owing to the milk diet and the marked
reparative powers of the infant kidney, these inflammations
tend to complete recovery when the primary disease is recovered
from. The diagnosis of nephritis of slight extent, which is the
frequent accompaniment of various conditions, cannot be made
intra vitam with certainty, since it cannot be distinguished
chnically from the simple degenerative changes, without inflam-
mation, which are nearly always present in infants suflfering

from either infectious or noninfectious diseases.

Clinical and Experimental Study of the Action of the Anti-
bactericidal Serum of Bandi as a Local Application in Diph-
theria.—M. Picherle and Uno Calcaterra {Rrj. di Clin. Ped.,
April, 1908), after treating with local applications of the serum
of Bandi and its powdered residue sixteen cases that had been
proved by culture to be true diphtheria, give their conclusions.
They treated parallel cases with plain antiseptics and other
cases were left untreated. They found that the clinical course
and macroscopic evolution of the pseudomembrane are not
modified by the serum; the reproduction of the membrane and
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its spread to other parts of the mucous membrane are not
limited by its action, and when sprayed into the larynx or

injected intratracheally it has not any effect in preventing the

spread of membrane to this organ. Paralysis is not prevented.
Modifications of the morphology of the germs is not found to

occur. The bacilli do not disappear any sooner than when
simple antiseptic solutions are use for applications. The appli-

cations cannot be made sufficiently constantly to have any
marked therapeutic effect. The curative effect of the treat-

ment is nil. The use of antitoxin is much to be preferred to that

of Bandi serum.
Laryngeal Diphtheria.—H. G. Langworthy {Iowa Med. Jour.,

May 15, 1908) calls attention to the fact that in over a
fifth of the cases of laryngeal diphtheria no membrane will be
observed in the throat and cultures may be negative. Dyspnea
in very young children characterized by stiffening of the sterno-

cleido-mastoid muscles during inspiration with supraclavicular

and substernal retraction should be treated as diphtheria.

Every case of so-called croup should be considered as diphtheritis

laryngitis unless it can be proven otherwise.

Acute Anterior Poliomyelitis.—L. E. Holt and F. H. Barttell

{Amcr. Jour. Med. Sci., May, 1908) have collated the reports

of thirty-five epidemics of acute poliomyelitis occurring prior

to that of 1907. Concerning the question of the occurrence of

an increased number of sporadic cases in seasons succeeding
epidemics they say that this was found so stated in but one
instance. Location and surroundings seem to have little in-

fluence upon the occurrence of epidemics. It is not possible

from recorded facts, to draw any deduction as to the association

of poliomyelitis with any other disease. As to the communi-
cability of the disease, the writers have collected forty instances,

comprising 96 cases, in which more than one case occurred

in a family or household. Omitting a single case which occurred

after an interval of six weeks, which belongs apparently to a

different category, and a doubtful case, which occurred after an
interval of six to thirteen days, there were thirty-seven in-

stances in which the second case followed the first within ten

days, and thirty-three instances in which the interval was less

than one week, while in thirteen instances the attacks occurred

at about the same time or within twenty-four hours. The
writers conclude that the disease is communicable, although only

to a very slight degree, one of the most striking facts being the

development of the second cases within ten days after possible

exposure.

Analyzing 500 cases of anterior poliomyelitis. Joseph Collins

and T. H. Romeiser (Jour. Amer. Med. Assn., May 30, 1908)
say that the cases observed in the epidemic of 1907 show con-

clusively that the infection which causes the disease finds the

entire central nervous system and its coverings susceptible.

The gray of the anterior horns is merely the most susceptible
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or the most perishable under its influence. The meninges, the

gray matter of the cortex, of the bulb and of the brain stem,

and even the white matter, may all be affected. The intensity

of affection of these parts rarely, however, goes beyond the

stage of irritation. Another thing that may be concluded is

that the prognosis in anterior poliomyelitis is, like that in

other infectious disease, such as pneumonia, typhoid and men-
ingitis, a variable quantity. In some epidemics many cases

recover; in others very few. Formerly it was widely taught

that poliomyelitis never ended in complete recovery. A con-

siderable number of the cases analyzed by the writers have made
a fair recovery.

Recognition of the Spirochaeta Pallida in Congenital Syphilis.—

—C. Greuven {Zent. fur Gyn., May 2, 1908) says that the sero-

diagnosis of latent syphilis is of value, but not so important as

the finding of the spirochaetes in the organs. In many cases the

symptoms clearly point to the diagnosis of syphilis; in others

the diagnosis is difficult and a rapid examination for spirochsetes

is not feasible. The detection of the spirochaetes is possible in

preparations of tissue and puncture fluids from glands or internal

organs. More practical is the examination of stained smears
and sections. In skin and mucous membrane efflorescences

the exudate of blood-serum m.ixed with little partices of tissues

is placed on a cover-glass. The Giemsa stain is one of the best

methods, staining going on for one to two hours in a mixture of

ten drops of distilled water with ten drops of Giemsa solution,

and a few drops of one to one thousand calcium carbonate
solution. Giemsa's quick staining method also gives excellent

results. The spirochaeta pallida appears as bluish-red to violet

colored spirals. For sections the silver staining method is the

best. The sections are fixed in formalin for twenty-four hours,

in alcohol for twenty-four more, washed for half an hour, and
placed in 90 c.c. of a mixture of i^ per cent, silver nitrate solution

and 10 c.c. of pyridin. In this they remain for three or four

hours. They are then reduced in a mixture of 4 per cent,

pyrogallol solution and acetone 10 per cent., with 15 per cent,

pyridin for twelve to twenty-four hours. The spirochaetes

appear deep black on a bright-yellow ground. In congenital

syphilis the best results are obtained by sections of all the

internal organs. Spirochaetes are found in skin sections, pemphi-
gus bullae, liver, lungs, spleen, kidneys, suprarenal capsules,

placenta, brain, spinal cord, nerves, heart, vessels, periosteum,

stomach, intestine, pancreas, ovaries, testicles, cornea, etc.

Aural Manifestations of Inherited Syphilis.—Writing of the

aural manifestations of inherited syphilis. M. Yearsley {Brit.

Journ. Child. Dis., May, 1908) says that catarrhal and suppura-
tive middle-ear inflammations may occur in inherited syphilis, or

the labyrinth may be attacked in two ways. In one group of the

latter cases there is no vertigo. In these the stigmata of in-

herited syphilis are usually well marked. If they are absent, the
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diagnosis must rest upon insidious internal ear deafness coming
on between the ages of eight and twenty-five, all other causes

being excluded. The pathological condition is chiefly a chronic

osteitis, gradually leading to occlusion of the internal auditory

meatus and bony labyrinth. In the second group of cases ver-

tigo is a prominent symptom. The symptoms are best accounted
for by an increase of tension due to exudation. In those forms
that are acute in onset the deafness is due to an immediate de-

struction of the labyrinthine nerve-endings by pressure alone;

in such cases the prognosis is worse than in those which run a sub-

acute or chronic course, in which the symptoms are due rather

to a constantly recurring increase of tension, and to changes in the

exudation itself acting on the labyrinthine nerve-endings. In

the author's thirty-two cases, specific treatment, even when com-
menced as soon as the aural trouble became manifest was without
effect in fifteen. In labyrinthine deafness due to acquired sy-

philis, pilocarpin is a very valuable agent, provided it is employed
early in the condition. It is equally useful, with the same pro-

viso, in inherited syphilis of the labyrinth. When treatment by
pilocarpin or by specific remedies does not have any effect,

Politzer recommends the use of iodid or sulphur baths.

Erysipelas in the New-born.—A. Herrgott (Ann. de Gyn. et

d'Ohst., May, 1908) says that erysipelas in new-born infants is

extremely grave and merits consideration. It generally shows
itself by the presence of peritonitis, the tissues not showing the

usual lesions. The author gives two illustrative cases, both of

which were rapidly fatal. The grave feature in these cases is the

absence of phagocytosis in the new-born. The infection by the

streptococcus is not antagonized by the leukocytes and hence
it goes on to infectious peritonitis. In children over three

months old phagocytosis occurs and the results are quite different.

The lesions that exist in the skin differ materially from those of

the adult. It is the subcutaneous tissues that are especially

involved, and here most of the bacteria are found. The lym-
phatic vessels of the subcutaneous tissues are filled with them and
they are very abundant in the loose cellular tissue which forms
the outside coat of the arteries. Histological lesions are almost
absent, the skin being only slightly edematous. This absence
of reaction renders the disease much more grave. The lym-
phatic ganglia oppose no resistance to the germs. When an
abscess forms the prognosis is much better because this shows
that reaction is taking place. The progress of erysipelas in in-

fants is very insidious. The germ enters by the solution of con-

tinuity at the umbilicus. Redness is not very intense, and the

skin and subcutaneous tissues are indurated. A rapid evolution

goes on to peritonitis and death. Treatment has very little effect.
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The topics assigned me by your secretary, the prevention of

inertia, hemorrhage and lacerations are in some respects anti-

thetical. For the first, the labor must be hastened; to avoid

the second it must be neither too rapid nor too slow; and for the

third the termination of labor must be retarded. Individuals

differ so in strength, endurance and quality of tissue that the

actual duration of the first and second stages of labor has and

should have wide variations. An unduly prolonged labor from

abdominal or uterine inertia may often be expected in patients

who lack muscular tone, who are anemic and in whom there has

been over-distension from twins, hydramnion, or tumors. Dias-

tasis of the recti muscles with a pendulous uterus seriously inter-

feres with the proper direction of the forces of labor and predisposes

to exhaustion and inertia. A history of hemorrhage after

previous labors, the presence of a fibroid or of adhesions following

any abdominal operation, especially hysterorrhaphy, frequently

warn us of inertia and hemorrhage. Of the various drugs to

improve the blood's quality and thus favor its coagulability and

fibrin formation I have had more faith in the organic prepara-

tions of iron than in the calcium salts or in gelatin. The

prophylaxis of hemorrhage may, of course, begin during preg-

nancy, but it is of trifling value compared to the proper and

Read before the Medical Society of the County of New York, April 27, 1908.
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skillful management of the three stages of labor. This, then—the

skillful conduct of the stages of labor—is the kernel of the

topics assigned me, which do not include mechanical obstacles

to labor, such as tumors and pelvic deformity, and which, I

understand, are to be discussed in a practical way and from the

view-point of the practitioner whose environment compels him

to make obstetrics the specialty of his general practice. Al-

though the duration of the first and second stages of labor will

safely have wide variations in different types of women, it has

been my experience that, when the amniotic sac is unruptured,

delay beyond twelve hours in the first stage of labor associated

with nagging, inefficient pains, is best treated by narcotics that

allay irritability and produce sleep. Ten or fifteen grains of

chloral, repeated and reinforced if necessary by a sixth of morphia

hypodermatically, will usually produce a sleep from which the

patient awakens refreshed and with more efficient uterine con-

tractions. I have combined morphia with scopolamine and

with hyoscin, but could not convince myself that such com-

binations were more efficient than a proportionate amount of

morphia. I have little faith in the efficacy of quinin for uterine

inertia, have thought the general stimulant effect of the fluid

extract of kola-nut was sometimes of service, and I never use

ergot during the first or second stages of labor. In multiparas

with two-thirds dilatation thfe membranes may be ruptured. A
slow and tedious first stage is often thus speedily ended. In

primiparae, early rupture either increases the delay or predisposes

to lacerations of the cervix. An edematous cervix nipped

between the head and symphysis should not be forcibly stripped

back over the head. A sterilized glycerin tampon held in con-

tact with the lip of the cervix will often cause this obstruction to

disappear. Following the sleep produced by the narcotic,

further delay in dilatation of the cervix and lower uterine seg-

ment is best treated by artificial dilatation. It is assumed that

over-distention of the bladder has not been permitted and that

abnormal mechanism has been corrected by appropriate measures.

The latter is especially true of occiput posterior positions, arrested

at the brim by incomplete flexion of the head. The various an-

omalies of the cervix—spasm, rigidity, hypertrophy or cicatricial

contraction—may be the underlying factor in a prolonged first

stage. Having recognized one of these, the case must not be left

to nature. If bag dilatation or manual efforts after effacement of

the cervix either fail or are manifestly inappropriate, Diihrssen's
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incisions are indicated. Care should be taken to make these incis-

ions free enough to avoid uncontrollable lacerations when the pre-

senting part passes through the cervix. When the hypertrophy

or contraction is extreme it is safer to separate the bladder to its

peritoneal fold and freely incise the anterior uterine wall as in

vaginal hysterotomy. After weary hours of waiting for efface-

ment and dilatation of the cervix, the patient clamoring for

relief, the temptation to the average practitioner is great to apply

forceps and thus end both doctor's and patient's suffering. It is

my experience that next to a disregard of aseptic technic, the

early application of forceps before complete dilatation is the

general practitioner's greatest obstetric sin of commission. His

sin of omission is his failure to use skillfully a dilating bag. The

discussions and practical application of the methods for opening

the birth canal, secundum artem, are the most important advances

in modern obstetrics, and not the least of these advances are

the improved dilating bags to assist a delayed labor and prevent

in great measure the lacerations that formerly so frequently

resulted from instrumental aid to delivery. ''Meddlesome

midwifery," was an apt term for the pre-aseptic days; "Helpful

midwifery," should now be substituted, but only by those who
can invade the birth-canal with a technic equal to that of the

abdominal surgeon.

To stimulate uterine contractions and hasten dilatation, I

ordinarily use the Voorhees bag. When a forceps operation is

likely to follow, the Pomeroy bag is chosen for primiparae. Its

efficient dilatation of the lower birth-canal surpasses other

means for that purpose; its only drawback being the necessity

for an anesthetic to relieve the pain caused by its introduction

in primiparous women.
When delay occurs in the second stage of labor, the treatment

requires less obstetric judgment, for it may be stated, as a rule,

with few exceptions, that in primiparae four, in multiparae two

hours should be the maximum limit of the second stage of labor.

Having corrected any abnormality in mechanism and the bladder

being empty, when change in posture from the side to the back,

the obstetric puller, abdominal frictions, a hypodermatic injection

of strychnia and obstetric analgesia secured by the intermittent

administration of ether to relieve pain that may be inhibiting

uterine energy, have failed to advance materially the head during

an hour of recurring pains, it is my practice to apply the forceps

and proceed to a slow and deliberate delivery. The patient
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should be as lightly anesthetized as the number of assistants

and the control of the patient will permit. For many years I

have avoided deep anesthesia at the approach of the third stage

of labor, preferring always to conduct the placental delivery

with the patient fully returned to consciousness.

The prevention of hemorrhage is, broadly speaking, the proper

management of the third or placental stage of labor. When
uterine inertia has characterized the labor or when there is a

history of bleeding, a hypodermatic injection of an aseptic

preparation of ergot should be administered just prior to the

.delivery of the infant. Immediately thereafter the sentinel

hand is placed on the fundus, but no attempt is made to deliver

the placenta for fifteen to thirty minutes, so long as there is no

tendency to relaxation and hemorrhage. Nature's mechanism

of controlling hemorrhage will be interfered with if massage or

the Crede expulsion is too early applied. The uterus is resting,

retracted if not contracted, and clots are forming in the sinuses

at those areas of the placenta that have been detached. Ma-

nipulation now predisposes to bleeding by dislodging those clots

and the immediate necessity arising for the Crede expression

its very object is defeated, because portions of the placenta

not yet separated are likely to be prematurely separated and

cause free bleeding. If not separated, these same portions will

be torn across and left in utero to cause hemorrhage later or

become infected. We should always remember that Cred6

devised his method, not to separate, but to expel a separated

placenta. The diagnosis of placental separation is not dijfficult.

The retracted uterus steadily rises during the process, and where

the placenta has been completely separated and occupies the

dilated lower uterine segment, the fundus is six inches above

the symphysis, the uterus is firm, its upper segment has assumed

its natural pear shape and the external length of the cord from

the vulvar opening has increased from two to four inches. The

opposite obtains when there is concealed bleeding from relaxation

of the uterus and partial separation of the placenta. The uterus,

soft and globular, steadily rises to a higher and higher level

and the external portion of the cord is diminished in length as

it is drawn inward and upward by a receding fundus to which

the partially adherent placenta is attached. Having thus

diagnosed complete separation or when partial separation is

accompanied by sharp hemorrhage, then is the time for rapid

Crede expression, followed by light massage of the fundus to
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maintain contraction and retraction. The hooked finger may
be required to dislodge the separated placenta from the lower

uterine segment. Slow, steady traction is made, without twisting,

to extract the membranes, and stringy filaments that break loose,

being difficult to handle with the gloved fingers, are best caught

in a hemostatic forceps and slowly extracted. If hemorrhage

occurs and persists after the too early or unsuccessful resort to the

Crede expression, aseptic ergot is injected into the thigh, the

uterus is at once invaded by the gloved hand to remove clots and

placental masses and to separate completely a partially adherent

placenta. While a hot sterile douche and appliances for the

intrauterine pack are forthcoming, the vaginal hand should

grasp the cervix, occlude it and push it upward to forcibly make
traction on its blood-vessels and the abdominal hand forces the

fundus downward and forward over the symphysis to angulate

the canal and further stretch and occlude the vessels supplying

the uterus with blood. At the same time the ulnar surface

of the abdominal hand may compress the aorta and vena cava

through the abdominal wall. Whether the bleeding results from

back pressure in the veins or comes from the arterial circulation

makes no practical difference. Both trunks will be compressed

by this maneuver. If the hot intrauterine douche fails to at

once stop the bleeding and cause uterine contraction, the uterus

should at once be firmly tamponaded with a large quantity of

sterilized gauze, the tampon reaching from fundus to vulva.

The prevention of bleeding from lacerations of the cervix or

vagina requires little comment. Preliminary dilatation is the

all important prophylaxis. Hemorrhage due to lacerations

will be readily recognized by its early occurrence, within at most

fifteen minutes of the birth of the infant, and by its appearance

when the uterus is empty, contracted, and retracted The cervix,

the anterior vaginal wall, and the vestibule in the region of the

urinary meatus and clitoris should at once be inspected and the

bleeding points clamped until sutures can be applied.

Inversion of the Uterus.—This rare accident is practically

always preventable. Indentation of the uterine wall by too

vigorous manipulation or violent traction on the cord when
the uterus is relaxed, and especially if these two factors are

coincidently operative are the important causes ofthis accident.

When paralysis of some portion of the wall exists, a condition

not to be foretold, these manipulations are especially dangerous.

When partial inversion has been recognized, completion of the
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inversion can be prevented by desisting from all manipulation

of the fundus and the prompt application of an intrauterine pack.

Prevention of Lacerations of the Birth-canal.—The cardinal

principle underlying every means at our command to prevent

lacerations of the birth-canal may be expressed in one word

—

dilatation. Precipitate labor is an extreme type of cases that

are delivered without preliminary dilatation. It is impossible

to prevent these sudden, almost immediate deliveries. They
occur only when the passage offers no resistance and fortunately

little harm results—if some one is at hand to rescue the infant

from the dangers or injuries it may receive from its rapid birth.

For the so-called rapid labors characterized by excessive and

rapid action of the uterine and abdominal muscles, surgical

anesthesia and manual resistance to the progress of the head

until safe dilatation has occurred are the usual means of pre-

venting extensive lacerations.

Rupture of the Uterus.—The prevention of uterine rupture that

occurs during pregnancy from anomalies in the shape or muscu-

lature of that organ, so far as my knowledge goes, is impossible.

It is quite dififerent with rupture during labor, for here correct

diagnosis of obstacles that prevent the entrance into the pelvis

of one or the other pole of the fetal ovoid and early skilled

operative delivery can prevent this dangerous accident. The
neglected cases of obstruction bring us our spontaneous ruptures;

the unskilled operator, especially when he attempts a foolhardy

version, is the cause of the violent ruptures. I take it for

granted that the mechanism of the "contraction ring," with its

adjacent upper contracting and lower dilating uterine segment,

is common knowledge. Version attempted when this ring is

ocularly and palpably at or just below the umbilicus is attended

with such great danger of rupture that no one should attempt it

without great caution and with a surgical environment that

permits a safe abdominal section. A cautious examination

under ether often shows plainly that even the introduction of

the hand is an unwarranted violence. The cases of \'iolent

rupture of the uterus that I have seen have all been due to

contraindicated version, with one exception, and that was due
to the forcible introduction of the hand to deliver a long-delayed

breech presentation.

If decapitation and craniotomy are ever justifiable on a living

child it is in just these cases, since the life of the infant has, by
neglect, been placed in greatest jeopardy, and unless some one
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is at hand skilled in Cesarean section, it is better obstetrics to

sacrifice the child than deliver by version a moribund infant

from a ruptured uterus.

Lacerations of the Cervix are best prevented by securing

naturally or through artificial aid complete dilatation. In

primiparae early breaking of the bag of waters is vicious practice,

and when there has been an early spontaneous rupture, the

rubber bag, gradually distended with water at fifteen minutes' to

half-hour intervals, accomplishes safe dilatation. The partially

dilated cervix should never be forcibly pushed back over the

head. Before forceps delivery or extraction of the after-coming

head the cervix must be completely and slowly dilated, with the

bag, manually or with most cautious use of metallic dilators,

if we hope to avoid extensive lacerations that often involve the

bases of the broad ligaments and upper third of the vagina.

The application of the forceps before complete dilatation and

their dynamic use to complete dilatation is only permissible

to the operator of wide experience who knows the time required

and the dangers incident to this method. Preliminary dilata-

tion of the pelvic floor and vaginal outlet is also the best method
to prevent extensive vaginal lacerations. Manual efforts

cannot be compared to the efficiency of Pomeroy's bag. The
tendency of its vaginal portion to be spontaneously extruded

from the vagina and to drag downward the cervix, can only be

prevented by holding it within the vagina during the distension

of its vaginal compartment.

As the head is traversing the vaginal canal the mechanism
of this stage of labor must be supervised. Rapid extension of

the head should be prevented. The handles of the forceps in

operative cases must not be elevated too far nor too quickly.

The long diameter that offers in face presentation demands
cautious flexion even after the chin has passed well beyond

the sub-pubic arch. Forceps rotation of occiput posterior

postions is popular in New York, but even with McLane's

solid-bladed instrument is adds a distinct danger of vaginal

injuries. The delivery of the persistently posterior occiput

(occiput in the sacral hollow) always is best accomplished with

forceps that firmly grasp the head and do not pivot at their tips,

but compel the head to be overflexed when lifting the occiput

over the perineum to the danger-point of laceration, and compel

the head to be at once extended as the handles are depressed

to sweep the face under the pubic arch until the chin escapes,
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when the distension of the vaginal outlet is at once relieved. For

this maneuver I have found no instrument so efficient as the

old Hodge forceps. I have never convinced myself that episiot-

omy can prevent pelvic floor injuries and consequently never

employ it except to enlarge the vulvar outlet when a sphincter

laceration seems imminent. Suchard's vaginal incision, such

as we use in primiparae preliminary to vaginal Cesarean section

is a more rational preventive treatment of irregular and extensive

pelvic-floor lacerations. The difficulty of determining its necessity

renders it of doubtful practical value in an ordinary primiparous

labor.

In conclusion, let me say that the germ of truth I bring you

—

not new, because truth is always old—isth t if you must and will

practice obstetrics, the parturient patient rightly demands your

undivided attention. For the complications I have discussed,

our latest, perhaps our best obstetric offering, is that means are

now at hand, to be used by any surgically-clean man, to safely

and wisely open the lower-birth canal in the interests of both the

mother and the child.

Twentieth and Hamilton Streets.

THE EVOLUTION OF MODERN MATERNITY TECHNIC*

IlvIvUSTRATED BY RECORDS OF THE NEW ENGLAND HOSPITAL
FOR Women and Children, Boston, from 1862 to 1907.

BY
EMMA L. CALL, M. D.,

Senior Attending Physician of the New England Hospital Maternity.

The Maternity Department of the New England Hospital

was opened July i, 1862.

This history of its work for the forty-five years of its exist-

ence, may be considered, in some measure, that of maternity-

hospital work in Boston, since it is by ten years the senior of

any institution of the kind in the city.

The first report, issued November i, 1863, contains a record

of forty-five births. This number increased quite rapidly, the

report of 1868 showing 141 births.

By the terms of its incorporation, this hospital has always

been attended by women physicians.

In its early years, when a thorough medical education for

Read at a meeting of the New England Hospital Medical Society, February,

J
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women was not attainable in America, it was fortunate in having

for attending physicians, women who had supplemented their

education here, by exceptional opportunities in lying-in hospitals

of Berlin and Paris.

My personal experience in this hospital dates from 1868, when,

in accordance with the custom of medical students at that time,

I became the pupil of the resident physician. Dr. Lucy Sewall,

studying midwifery under her direction, and practicing in the

wards.

At that time there was nothing which could be called technic

in obstetrical work.

Puerperal or childbed fever were the constant dread of all

the physicians of maternity hospitals. At times all the cases

would do well, and then without discoverable cause, fever w^ould

begin and spread among the patients with appalling rapidity

and fatal results.

It was known that the disease was contagious, but the means

by which the contagion was spread were not rightly understood.

The researches of Semmelweiss and others had established the

fact that there was danger to the lying-in woman from contact

with persons who had attended postmortems or dissecting-rooms.

It was also well known that exposure to erysipelas, scarlatina

or diphtheria was very serious for them.

The senior attending physician. Dr. Zakrzewska, in a report

to the directors in 1868, summed up the prevailing knowledge

on the subject as follows:

"It is thought that carelessness and want of thorough clean-

liness is at the bottom of epidemics of puerperal fever. With

the greatest amount of care, and the most perfect hygienic

measures, childbed fever will break out from time to time, pro-

duced by an accumulation of lying-in women. The only pos-

sible remedy is to lessen the size of these hospitals, increasing

their numbers, and placing them in different parts of the city,

so that at times whole wards can be left empty for purification

and thorough cleansing."

In the same report she warns benevolent ladies not to en-

courage poor married women to come to the hospital for confine-

ment, saying that except in cases of absolute destitution, the

humblest home is safer than the best hospital.

The difference between what was meant by thorough cleanli-

ness in a lying-in hospital then and that of the present day is

indeed a wide one. Fresh air, clean beds, and clean floors
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were most carefully looked after, but cleanliness of the

patient and her attendants in the surgical sense, was entirely

uncomprehended.

We always washed our hands after an examination of a woman
in labor, for our own protection, and annointed our fingers

with oil (usually kept in an open dish standing about the room)

for the same reason. No directions were given as to the con-

dition of the hands before an examination. No limit was put to

the number of digital examinations, and as the method of ab-

dominal palpation was very little developed, almost all our

knowledge was necessarily obtained by internal means.

All digital examinations were made under the bed-clothes.

It was considered most indelicate to uncover a woman's genitals

except at the end of the labor, when supporting the perineum.

A student was held to be very awkward, who could not pass a

catheter by touch, without seeing the urethra.

After delivery, the genitals were washed to remove the blood,

and ordinary napkins (which had probably been handily bestowed

under the pillow during the labor) were used for the lochia.

The perineum was only sutured if torn deeply. No attempt

was made to discover vaginal tears, and perhaps it was quite as

well that it was not done, since suturing the parts w4th unclean

fingers would have been more likely to injure than to help them.

Obstetrical operations, even low forceps, were considered very

serious and only undertaken in extreme cases.

Instruments were always carefully scrubbed after using, but

no particular care was taken before use. Boiling was never

heard of, and as most of the instruments of that day had w^ooden

or rubber handles cemented to the steel parts, such treatment

would undoubtedly have proved disastrous.

In inverse proportion to the freedom with which digital

examinations were made during labor was the fear of them after

delivery. Nothing short of extreme necessity was held to

justify any interference with the pelvic organs during the

puerperium. I remember that vaginal douches of calcium

chloride solution or permanganate of potash were occasionally

given when the lochia was very foul.

Intrauterine douches or a speculum examination were practi-

cally never attempted. When we consider under what conditions

such treatment would have been given, it is probable that the

remedy would have proved more dangerous than the disease.

Such in brief, was the manner of conducting obstetrical cases

A
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in the hospital during the first ten years of its existence. In the

summer of 1872 the hospital was removed from the crowded

part of the city to a fine location on high ground in the suburbs.

The maternity cottage was planned with great care, having

small wards and abundant air and sunshine. It consisted of

two floors and it was expected that only one floor would be used

at a time, leaving the other empty for thorough airing.

At the time the new location was considered quite out in the

country, and being only accessible from the city by slow and

infrequent horse cars, there was naturally for several years a

marked decrease in the number of patients. The class of patients

was, how^ever, a much better one, and we have never had any

considerable number of the most undesirable cases, which inevi-

tably gravitate to an institution located in the midst of a dense

population.

To the new hospital came as resident physician, Dr. Susan

Dimock, a graduate of the University of Zurich. Her gradua-

tion thesis on "Puerperal Fever" was an able exposition of the

latest knowledge on the subject. She brought with her the

first clinical thermometers ever used in the hospital, and from

that time daily temperature charts were kept.

The use of the thermometer and keeping of the charts, may be

considered one of the most important steps toward solving the

problem of puerperal infection, since before that there had been

no accurate means of estimating the amount of constitutional

disturbance in such cases.

These thermometers were nearly a foot in length, and were

not self-registering, so that they could only be read in situ, a

feat not easy to accomplish in a poor light. They were used

chiefly in the axilla. The students were for a long time obliged

to rule their own temperature charts, since none could be

bought in Boston.

About this time, carbolic acid began to be suggested as a

disinfectant in midwifery cases, but as the first record I find

of its use in a vaginal douche was four drops to the pint of

water, it could hardly have proved very efiicacious.

In order to trace the evolution of the present-day maternity

technic from its beginning, I have divided the time from 1872

to 1907 into five-year periods and endeavored to follow the

changes of methods by studying the histories of one hundred
cases out of each fifth year. It must be understood, however,

that in speaking of the methods in use in a certain year, such
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methods did not necessarily originate in that year, but only

within the five-year period.

The time between 1872 and 1892 may be considered that of

the evolution of antiseptic midwifery.

The wonderful success of Lister in his antiseptic treatment

of surgical cases, together with the fact that the most eminent

pathologists had become convinced that puerperal fever was not

an entity, but only the manifestation in the puerperal woman
of the conditions long known as surgical fever and hospital

gangrene, were the first steps toward an entire change in the

prevention and treatment of sepsis in obstetric practice.

In the light of these discoveries, the puerperal woman came
to be looked upon as a surgical case, the uterus and the birth-

cana being the open surface of the wound, and the rapid ad-

vances in surgical technic were followed, with some necessary

modifications, by the most advanced teachers of obstetrics.

In the period from 1872 to 1877, I ^^^ very little to indicate

any systematic use of antiseptics. From 1877 to 1884,

however, the development was very rapid, and during this period

every kind of antiseptic had its turn, carbolic acid, salicylic

acid, permanganate, boracic, and lastly bichloride.

vSince the surgical treatment of wounds during this period,

consisted largely in douching then with copious antiseptic

solutions, the aim of obstetrical technic was apparently to

disinfect the lochial discharge by frequent antiseptic douches.

Douches were given before, during and after labor. At one

time in 1882, I find that intrauterine carbolic douches were

apparently the routine treatment at the end of the third stage

of labor. Each patient received at least two antiseptic vaginal

douches daily during the puerperium, while in case of perineal

sutures, these douches were often given every three hours.

For this purpose, it was considered a fine point in antisepsis

that each patient was furnished with her own douche tube,

but at the same time these tubes were kept loose in a drawer

by the patient's bed, with innocent disregard of the colonies of

bacteria which might be reposing there.

At this time, hands were washed and dipped in carbolic

solut ons before and after an examination. There was no

systematic scrubbing of the hands, however, and to a majority

of doctors and nurses, a rapid dip in the disinfectant solution

was supposed in some magical way to rid them from all germs,

a fallacy which has not wholly disappeared at the present time.
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To show how far the use of antiseptics was carried about

this time, I will quote from a paper read by W. Gill Wylie, May
28, 1883. Speaking of his customary routine in private practice,

he says:

"First.—The nurse is to give daily carbolic vaginal douches,

from one to three weeks before labor, if there is any vaginal

discharge.

"Second.—At the time of labor, remove all stuffed furniture,

and spray everything left in the room with carbolic solution by
the means of a steam atomizer. When labor begins, the spray

is to be started in the room, and kept at work during the whole

time of labor. All sheets, towels and napkins used about the

patient to be sprayed. After labor the genitals are to be washed

with carbolic solution and carbolic douches are to be given from

two to four times a day during the puerperium. The napkins

are to be soaked or sprayed with carbolic and changed every

hour or two day and night."

The proof of the success of this method was to be that at no

time should the physician be able to detect the ordinary odor

of the lying-in room. It can hardly fail to occur to one in

reading this, that if any odor except that of carbolic acid were

perceptible in the room after this technic, it must have been a

very strong one.

The same authority advises in case of septic symptoms appear-

ing, that the vagina should be washed out every fifteen or thirty

minutes with a one to forty carbolic solution, keeping this up

for two or three hours, and if that does not bring down the

temperature, proceed to use intrauterine carbolic douches, which

should be given every three hours or oftener.

The only gaseous disinfectant known at this time was sul-

phurous acid, and this was used to fumigate the wards, and the

clothes and persons of physicians or nurses who had been ex-

posed to septic or contagious diseases.

In 18S4, I find the first mention of the regular use of solutions

of bichloride, which was so much more satisfactory in its effect

on bacteria than anything yet discovered, that it was for a

time supposed to be infallible. Bichloride douches, bichloride

solution for the hands of the physicians and nurses, and for the

patient's vulva was the routine employed, and antiseptic pads

dipped in bichloride solution were used during the puerperium.

The use of bichloride in intrauterine and vaginal douches was

more frequent and in stronger solutions than we should dare
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to use at the present day. Thus I fmd records of using several

quarts of a one to three thousand solution intrauterine. Numer-
ous cases of mercurial poisoning, some of them fatal, have

taught physicians caution in the use of this powerful agent.

I should not wish to be understood as minimizing antiseptics

or antisepsis. We all know what a revolution they created in

surgery, and the beneficent effects as a whole in the practice of

midwifery were not less marvelous. They practically banished

puerperal fever as an epidemic, and later I shall show by periods,

how not only the mortality, but the morbidity diminished in the

antiseptic era.

^Meantime, the study of bacteriology was advancing by rapid

strides, and the experiments of Koch and others threw new light

on many problems hitherto unsolved. The idea that a clean

wound would remain clean, and heal by first intention if nothing

from without got into it, and that in the same way a puerperal

woman's genital organs could recuperate without sepsis, if

nothing septic was allowed to come in contact with them, was the

starting-point in the effort to replace antisepsis by asepsis.

From 1892 onward, may be regarded as the period of the

development of aseptic technic in maternity work. Previously,

when septic symptoms developed in the patients in a ward, it was

supposed that the infective bactieria were conveyed from one to

another through the air, but the bacteriological examination

of the hands of doctors and nurses, of dressings, and of the

patient's vulva, showed means of infection far more dangerous

than simple proximity.

I need not take time to enlarge upon the different means by
which sterilization is now carried out. It has been well proven

that nothing but prolonged boiling or baking, or the use of super-

heated steam under pressure can absolutely kill all bacteria.

With a good sterilizer, such as every up-to-date hospital now
possesses, the sterilization of instruments and dressings is a

comparatively easy problem.

Unfortunately, the hands and the patient's vulva can neither

be boiled nor baked. We must depend on thorough scrubbing,

supplemented by antiseptic solutions, in the hope that the latter

will destroy any bacteria which have not been killed by the

former. Finally, the use of sterile rubber gloves for the exam-
iner's hands, have been adopted in many lying-in hospitals, as

in the surgical wards.

With all due deference to our surgical friends, I maintain
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that to conduct a labor aseptically is a much more difficult

problem than to perform an aseptic operation. In surgical work,

after the proper preparation, the patient is etherized and remains

under control until the operation is finished and the wound
aseptically dressed. The operator, too, if once sterile, can re-

main so with comparatively little care. But a woman in

labor is far from being an object easily controlled, while the

duration of the labor may vary from a few hours to days,

during which time the vulva of the patient and the hands of

the examiner must be prepared afresh before each examination.

The axiom that a person, a dressing or an instrument is only

sterile so long as it is not brought in contact with any unsterile

objects, is nowhere more difficult to live up to, than in the lying-in

room.

In a hospital arranged partly for teaching, as the Xew England

Hospital is, the constantly changing procession of doctors,

internes and nurses makes a practically endless chain, and when
we remember that no chain is stronger than its weakest link,

we can see how one little slip on the part of an ignorant or care-

less person may destroy the most careful technic.

In 1892, the New England Maternity was removed to its

present building, which was erected with great care for the

purpose. Even at this date, the idea that maternity wards

could not be continuously occupied without danger, led to the

building of two wings with the idea that they should be alter-

nately used and left empty. When the great increase in the

number of cases made this impossible, there was much anxiety

as to the result, but we have lived to see that with the application

of aseptic principles, a large number of women can be cared for

safely, though only at the price of eternal vigilance.

The present technic of the maternity is briefly as follows:

For hand sterilization a definite time of scrubbing with

brush and green soap and soaking in disinfectants and finally

putting on sterile rubber gloves. This process is repeated at

each examination if the hands have touched any unsterile object.

In keeping the hands sterile while waiting for delivery, we have

found the use of sterile mittens of duck or linen drawn over the

gloves to be very convenient.

We still use, as a rule, permanganate, followed by oxalic and

bichloride for hand disinfection. I think we should all prefer

Harrington's alcohol solution, but the expense of its free use

makes it prohibitive. Where the constant use of bichloride is
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found to be very irritating, we have substituted with great

satisfaction, the "germicidal disks" of mercuric iodid made by
Parke Davis & Co. for the purpose.

The woman is prepared for labor by a bath (shower) and clean

clothing, the hair about the labia is clipped, and the inner sides

of thighs and the external genitals are scrubbed with soap,

bichloride solution, and rinsed off with sterile water, and a sterile

pad adjusted. The cleansing of the genitals is repeated before

every examination. When the end of the labor approaches,

sterile stockings reaching to the hips are drawn on, and a sterile

sheet is placed under the hips and over the abdomen to protect

the doctor's hands from corning in contact with anything unsterile.

No douches are given before, during or after labor, except

on special order. A postpartum vaginal and intrauterine douche

is given after any procedure involving the introduction of the

hands into the uterus or in case of the birth of a macerated

fetus. After labor, the external genitals and vagina are care-

fully inspected, and any lacerations sutured with catgut or silk-

worm gut.

The nurses are expected to rinse off the genitals with sterile

water after every urination, and to wash them at least twice a

day with bichloride solution, and also after every defecation;

this process to be kept up for at least ten days after labor. The
perineum is cleansed and kept as dry as possible with sterile

mops and pledgets, and the nurse is carefully instructed not to

touch the parts with her fingers. Sterile pads are of course worn.

No vaginal examinations are made until the beginning of the

third week in normal cases, but any suspicion of sepsis is in-

vestigated at once, and suitable treatment instituted.

The success of any method is judged by its results, and we
will now turn to them. First as to the mortahty:
From 1862 to 1872, the period of no technic, the death-rate

from sepsis was one in fifty. This frightful record, as we should

now consider it, was better than that of the average lying-in

hospital of that date.

From 1872 to 1882, during the evolution of the antiseptic

treatment, the mortality was one in 212.

From 1882 to 1892 during the full development of antiseptic

treatment, it was one in 612.

From 1892 to 1902, during the evolution of aseptic technic,

it was one in 1050.

There has been nothing like an epidemic of puerperal sepsis
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since 1SS4. During the last ten years from October i, 1897, to

October i, 1907, in a total of 2971 cases there has been recorded

only one death from sepsis, and that was an eclamptic case, so

that the condition of the kidneys probably had quite as much to

do with the fatal result as the infection.

But no one should be satisfied with merely showing a small

death-rate. What influence has the evolution of the present-

day technic shown in the morbidity of the puerperium?

I am not going to waste time in proving that antisepsis and

asepsis have been beneficial, but there are still some people

who doubt whether the extreme care now taken in every detail

of maternity work is needful, or that it pays for the outlay,

both in time and money which it demands. For this purpose

I bring before you a table which I have prepared from our

records beginning with 1872-3, the first year when regular

temperature charts were kept.

]\Iy plan has been to take the records of one hundred cases

each fifth year until 1907, when I have taken the whole number
for the year. These cases have been recorded in regular order,

and without the slightest attempt at selection. From these I

have computed the number where the puerperium was abso-

lutely normal, or if there were any deviation, it was satisfactorily

explained as being nonseptic. I have tabulated the septic cases

in three grades: the first being those of slight and transient

disturbance, the second being more prolonged but not serious in

prognosis, while the third includes the cases of marked systemic

infection. Finally, in the column marked "doubtful" I have

tabulated cases when there has been some departure from the

normal, but I have not been able from the history to decide as

to the question of sepsis.

V„. nlmblr Number „J°l^l,-^
Septic cases.

I ear. r _>,,, i .~ i
non-septic

ot tabulated. ^^^^^ Slight. Moderate. Severe. DoubtfuL

44% 23% 14% 9% 10%
31% 35% 16% 8% 10%

62% 16% 10% 6% 6%

70% 13% 8% 1% 8%
76% 14% 5% 2% 3%
757o 10% 4% 2% 9%
84% 8% 2% 1% 5%
92 + ^r 1.8% 0% 0.2I% 6%
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Since, in 1872-3, there were only ninety-five cases, I took five

cases additional from the next year to make the hundred.

In part of 1882-3, ^or some unknown reason, only the tem-

perature charts of patients having high fever were preserved.

Therefore, I was obliged to supplement by taking the second

fifty cases from 1884.

By examining this chart with its relation to the technic of the

different periods which we have studied, we have some criteria

for judging the effects on puerperal infection. For ten years,

from 1872 to 1882, during which antiseptic treatment was
not fully developed, we find a very high percentage of septic

cases.

Thus, in 1872, only 44 per cent, were normal and ten doubtful,

leaving 46 per cent, showing various degrees of infection. The
year 1877 has a still worse showing, only 31 per cent, being

absolutely normal. This apparently retrograde record, was
probably due to the fact that in 1872 the building was abso-

lutely new, while the effect of five years' maternity work under

unfavorable conditions show in the latter record.

In 1882-4, the use of carbolic as an antiseptic was fully

developed, and the percentage of nonseptic cases rose at once

to 62—double that of 1877.

The year 1S87 shows the result of the full development of

the bichloride technic, with .a nonseptic record of 70 per cent,

and a very marked diminution of the severe cases.

The records of 1892 and 1897 show a slight gain in the number
of nonseptic cases, but the limit of the benefit of antiseptic

technic has apparently been reached, since the last two periods

show practically the same results.

In 1902, however, w^hen the results of aseptic technic began
to be recorded, our nonseptic record rises to 84 per cent, while

almost airthe septic cases are of the lightest grade.

In 1907, the number of births was 483, almost exactly double

that of 1902, and I have here tabulated the results of all the

cases, reducing them to percentages to correspond with the

others. Here the nonseptic cases give the gratifying result

of 92 -f per cent. The only serious case which spoils our other-

wise good record, was the result of an error in technic, dis-

covered too late to avoid its effects.

The question as to whether the use of rubber gloves in obstet-

ric work adds to the security of the woman is still under dis-

cussion, and therefore it seems important to note that the only
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marked difference between the technic of .1902 and that of 1907

is in the use of rubber gloves, so that, to our minds at least,

the question is decided in the affirmative.

I do not wish to claim too much for technic. The class of

cases coming into the hospital has changed very much within

the last twenty years. They are now mostly married women
in fairly comfortable circumstances, while formerly they were

largely of the unmarried class, and every one knows how much
the depression and anxiety which such women undergo increases

their susceptibility to sepsis. Again, the knowledge that

gonorrhea is the cause of a considerable number of disturbances

of the puerperium, has enabled us to separate those cases where

the gonoccocci have been found in the lochia from those of true

puerperal infection. I believe a considerable number of the

"doubtful" cases are due to this cause as well as some of the

earlier cases before the bacteriological distinction was made.

Again, it may be said, that the science of obstetrics has pro-

gressed as w^ell as the technic, and that a portion of the improve-

ment should be ascribed to that. But the most important

advances in scientific midwifery of late years have been due

indirectly to technic. For instance, the realization that every

vaginal examination carried with it the possibility of infection,

was a prominent factor in developing external examination,

which now forms such an important part of our means of exact

diagnosis.

Again, the fact that by asepsis and antiseptics we can do

away with so large a part of the danger of operative interference,

has developed the science of operative midwifery, so that we no

longer hesitate to j>erform operations before the woman is

exhausted by vain efforts to deliver herself.

Thus in the report of 1907 there wxre sixty-eight operations of

various kinds, or about one in seven deliveries, and with the

exception of the one mentioned as due to an error in technic,

all did well. In fact, it sometimes seems to us that our operative

cases make the most satisfactory recoveries.

This paper is not presented with the idea that we con-

sider our results above criticism. On the contrary, we feel that

we ought in the next five years to do better still; but as an

illustration of the improvement which has been brought about

by the evolution of present-day methods in maternity hospitals,

we hope that it may be an encouraging and interesting

studv.
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I am greatly indebted to Dr. Stella M. Taylor; the superin-

tendent of the hospital, for her interest and help in searching the

records, and to Dr. Hannah G. Myrick for assistance in the com-

piling of the statistics.

42 Newbury Street.

THE TREATMENT OF ACUTE GENERAL SEPTIC
PERITONITIS.

BY
JAME.S F. W. ROSS, M. D.,

Toronto, Canada.

Professor of Gynecology, University of Toronto. Chief of Department of Gynecolog:y,

Toronto General Hospital.

The treatment of acute general septic peritonitis must neces-

sarily be medical and surgical; in truth, it should be stated

that the treatment should be surgical and medical; surgical in

its infancy—at its very commencement—and medical after the

case has advanced beyond the reach of surgery, when surgical

interference will tip the scale the wrong way. Surgical inter-

ference should be carried out as soon as the disease can be

diagnosed and, in order that it may be diagnosed early, opiates

should be withheld whenever this is possible. "Surgery early

and opium late," is what I would advise. When the pulse is

very rapid, the extremities cold and livid, the abdomen greatly

distended, the knife should not be used; it will do no good and

may do very much harm. Even the administration of an anes-

thetic will do harm to a patient in such a desperate condition.

The treatment at this time should be medical, and no better

treatment can be adopted than that outlined years ago by

Alonzo Clark before the days of surgical interference. By
means of large doses of opium we prevent absorption of the

toxins and tide the patient over to a rapidly approaching period

of imraunitv or phagocytosis. ]\Iany of them that appear to be

in a hopeless condition will recover. When I have operated on

such patients they have succumbed in a very short time, and I

have long since given up the practice. It is unfortunate, however

that the patients should reach such a condition without having

received the benefit of modern surgical procedures. Operation

should be performed early, it should be performed rapidly, it

should be performed thoroughly, and the chances of any subse-

quent infection should be removed by the complete closure of the

abdominal cavity. I look upon the most important symptom
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indicating the presence of acute general septic peritonitis as

rigidity of the abdominal muscles extending over the whole of

the abdominal cavity. This is a very marked indication, and

can be easily made out by the veriest tyro. A short time since

I was asked if it did not require considerable courage to close an

abdomen after opening it for the relief of acute general septic

peritonitis, and I was forced to acknowledge that it did. In

my practice my first closure was brought about as a consequence

of a discussion that took place with my house surgeon. I had

operated on a young girl who had acute general purulent peri-

tonitis following perforation of a gangrenous appendix. I

drained the pelvis and drained the loins and placed over the

gauze packing and the tubes, moist dressing with rubber dam to

facilitate drainage. For a few hours there was a fair amount
of discharge from each of the three openings, and then all

drainage ceased. The house surgeon asked why drainage was

used under such circumstances when the object for which it

was instituted was not attained. The bowel soon looked dry

over the inflamed area. In the next similar case I closed the

abdomen after evisceration or as much evisceration as occurred

as a consequence of a very thorough flushing of the abdominal

cavity, and the patient made an uninterrupted recovery. I

have carried out this procedure in a number of cases since. The
same procedure has been carried out by the assistant in my
department in the Toronto General Hospital and by several

professional friends, and with entirely satisfactory results.

Neither drainage nor posture have been instituted. In some
cases the wounds healed, in others they broke down either

throughout their whole extent or in part, owing to the virulence

of the infective material. The intestines should be handled as

little as possible, no lymph should be removed, and evisceration

should only be permitted as it is considered better to allow the

intestines to slip out than to attempt to replace them during a

thorough flushing and in order that all pockets may be disturbed

and cleansed. If the patient appears shocked during this proce-

dure, the insertion of two fingers on either side of the cut surface

and the upward lift of the abdominal wall, as if lifting the

patient off the table, by overcoming the rigidity of the muscles,

will almost instantly return the extruded bowels. The flow of

warm saline solution prevents erosion and damage of the endothe-

lial cells and also prevents the abstraction of heat from the

exposed surface. All hidden collections of infected seropus
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must necessarily in this way be removed and the sahne solution

has a sterilizing effect. In the abdomen there are five pools;

one behind the liver, one behind the spleen, one in each loin and
one in the pelvis. When washing, it will be noticed that the

saline solution becomes stained with the pus whenever the

blunt trocar is passed into one of these pools. The water may
appear to run quite clear and then become turgid as soon as

the trocar is placed to the depth of the pelvis, and the same
happens when it passes to the posthepatic or postsplenic or other

pouches. The intestines should not be rubbed wdth sponges,

towels or rubber-gloved fingers, and no attempt should be made
to remove the excess of saline solution after a thorough lavage.

The source of infection should always be hunted for and
closed off either by means of accurately approximating sutures or,

when this is not possible, by means of a protective Mikulicz

gauze packing. It is only under the latter circumstance that any
packing need be used in the abdominal cavity, and this packing

is not intended to act as a drain, but to shut off a dangerous

area—an area of repair of which the operator is doubtful.

At the time of making my report I had thirty-seven deaths

and twenty-five recoveries in all, an apparently appalling

record; but \dien this was further analyzed I found that in the

first series there were twenty-six deaths and four recoveries;

in the last series of thirty cases there were ten deaths and twenty
recoveries. Of the last eleven cases there were nine recoveries;

one of the deaths in this number was a foregone conclusion,

being a case upon which operation should not have been per-

formed, as the man had had hydrochloric acid poured out through

a large perforation of the stomach, irritating his abdominal
viscera for twenty-four hours. Since the date of that article

I have treated the following cases

:

No. 1535, Noble died.

No. 1574, Jones recovered.

No. 1614, Brady recovered.

No. 1624, Bliss recovered.

Dr. Marlowe, the assistant in my department at the Toronto
General Hospital, has operated on eight cases with thorough
lavage and closure with recovery in each case. Taking his

experience with mine would show for the method advocated
five deaths and twenty recoveries in the last twenty-five cases

treated. From what I can hear from others, the results claimed
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for pelvic drainage and Fowler's position have not been obtained

by them.

The striking difference in the results in my former and more

recent practice is due to several factors. First, non-interference

in moribund cases; second, early interference; and, third, im-

proved technic. Until vaccines have been developed with

which the resisting power of the blood can be raised above the

normal and a rapid condition of phagocytosis or immunity

produced, we must continue along the old lines of treatment,

and while this is so we should endeavor to improve them as

much as possible. The treatment should be carried out as

follows: The abdomen should be opened by a free incision,

the site of infective invasion should be found and dealt with, the

abdominal pools should be most thoroughly irrigated, taking

no heed to the escaping intestines unless forced to do so by

signs of shock, when irrigation should be suspended for a time and

the escaping intestines should be returned as indicated above. In

a few minutes the shock will cease and the irrigation can then go

on as before. Normal saline solution should be used for purposes

of irrigation. I have been in the habit of using subcutaneous

saline injections and also irrigation by the rectum, but it is

difficult to say whether this is beneficial or not as the cases

recover and many cases recover without it. I administer

morphin in large doses as soon as the patients are placed back

in bed, and they are kept thoroughly under the influence cf

this drug. The abdomen is closed and no drainage is used.

No special posture is adopted.

As a pupil of Lawson Tait, I was imbued with many of his

ideas, but am now satisfied that his treatment of acute general

septic peritonitis by the administration of purgatives and the

adoption of strenuous measures to obtain the evacuation of the

bowels w'as harmful and not to be recommended. The admin-

istration of purgatives at such a time prevents the very peris-

taltic rest prescribed by nature's efforts and increases the risk

inherent upon the reopening of the original site of infection.

Years ago I ordered the pumping into the rectum of large

enemas, administered enormous doses of nauseating purgatives

to the patient's discomfort and without attaining the desired end.

Exhaustion w^as increased in an effort to remove stubborn

nature's splints. A great deal of energy has been directed

against the so-called intestinal paresis; when it has set in, it is

impossible to move the bowels, and I have come to the con-
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elusion that it is the better practice not to try. In a few days,

the bowels will move without any assistance from the attendant

physician or surgeon, and soon a colliquative diarrhea will take

the place of what was previously an obstinate constipation,

unless the patient succumbs in the meantime. It is much easier

to interfere at an early stage than it was a few years ago.

The public has become educated to the benefit of early operation.

When operation is not carried out with thoroughness, it is

unfortunate to have the patient succumb from what may be

called residual peritonitis from undiscovered pockets. Unless

the surgeon has performed a very thorough operation, this is

liable to occur. Two openings are not required for a thorough

flushing of the abdominal cavity. The intestine should not be

damaged by puncture or incision. The surgeon who can wash
an abdomen thoroughly without permitting any escape from

time to time of coils of intestine, is not living just now. It

requires more handling of intestine during lavage to prevent

the escape of the intestines than when a partial evisceration is

allowed to take place. As the fluid is poured into the abdominal

cavity the intestines float upward and slip out through the

large incision that should be used, and if the solution is warm
and poured out rapidly, but little attention need be paid to

extruded bowels. It is the awkward attempt to slowly replace

them that causes the damage, ^.nd I desire again to refer to an

easy method by which this can be successfully and rapidly

accomplished. The abdominal wall must be lifted upward, and
if lifted upward with sufficient force, the intestines, owing to

the length of the mesentery, must necessarily drop back. I have

demonstrated this fact to house surgeons, anesthetists and
others from time to time to their entire satisfaction.

Ivymph cannot be removed by a stream of water. The separa-

tion of two inflamed intestines from one another will leave each

with its own lymph attached and no attempt should be made
to remove it. One must not consider the condition of the pulse

during operation, as it will become elevated under the stimulas

of the hot saline solution, and it is of very vital importance

that the operation should be thoroughly completed. Washing
with a jug or pitcher is to be deprecated. The tubes used from
douche cans are frequently too small; nothing but a large tube,

a large-sized blunt-pointed large-opened trocar will reach the

peritoneal pools with sufficient rapidity and thoroughness. The
intestines always look angry and red and may appear to be
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almost gangrenous in spots, and yet such cases will do well after

the intestines have been returned and the wound in the abdom-
inal wall completely closed without drainage of any sort.

In Mr. Bond's paper, he says, "If evisceration and complete

washing of the intestinal coils are ever justificable, it must per-

haps be in those a most hopeless cases of streptococcus pyogenes

infection in which the patient dies within a few hours of seiz-

ure from rapid poisoning without reaction or attempt at

phagocytosis."

I cannot see the force of his argument. Such cases must
necessarily be operated on at an early period—that is, before

death; and as all cases of acute general septic peritonitis should

be operated on early, I fail to see how the surgeon is to dis-

criminate between the cases that Mr. Bond says may be eviscer-

ated and washed and those in which he would strongly condemn
such a procedure. I have used the method outlined above, my
assistants have used the same method, many others here and

there have also adopted this method of evisceration and lavage

and closure with gratifying results. We are told that there are

ascending mucus currents in the uterus and Fallopian tubes

rushing onward to such an extent as to carry the dreaded

pneumococcus from the vagina into the peritoneal cavity, and

yet at the same time we are asked to believe that in all these

cases of general inflammation a stab puncture of the cul-de-sac

of Douglas with the insertion of a drainage-tube and an erect

posture will soon overcome the intraabdominal streams. At

another place ^Ir. Bond says, "There is little doubt that in the

majority of cases of moderately virulent infection, such, for

instance, as those arising in connection with a gangrenous or

perforated appendix, the cost of interference is too great. Evis-

ceration is fatal, while free and forcible irrigation is apt not only

to wash away the defending phagocytes, but also to spread the

virulent organisms from the primary focus over the whole area

of membrane already taxed to the uttermost to repel the inva-

sion." I agree with him, but such a case is not one of acute

general septic peritonitis, because the virulent organisms are not

spread over the entire peritoneal surface, and such an example
must, therefore, be thrown out of court in any argument as to

the efficiency and life-saving properties of evisceration and
irrigation in acute general septic peritonitis. Such are cases

of localized septic peritonitis, and I would not dream of carrving

out a general irrigation, with or without evisceration in anv of
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them. The interference with the diaphragmatic zone is another

theoretical bugbear. I always pass a large blunt ovariotomy

trocar behind the liver and behind the spleen without the ill conse-

quences that theoreticall}- should ensue. It is a well-known fact

that any handling in this area, even in a healthy patient, is ac-

companied by a certain amount of shock, not due, however, to any

excessive absorption through the lymphatics of the diaphragm,

but to the irritation produced n the neighborhood of an enormous

nerve-plexus. And why should drainage be instituted? What
more can be accomplished with it than without it? Do drains

drain? When drainage-tubes are placed or gauze packings used,

adhesions soon form and the main peritoneal cavity is shut off.

Little else is accomplished except the possible contamination

of a small quantity of fluid at the end of a very small pouch.

There is a great difference between the pleural cavity and the

peritoneal cavity. In the pleural cavity the movements of the

box of the chest have a tendency to empty it with each full

inspiration, and drainage is easily effected by the removal of a

portion of a rib. In the abdominal cavity matters are different

and, on account of the complex arrangement, it is impossible to

institute thorough drainage. I am satisfied that neither the

pelvic drainage, loin drainage nor posthepatic nor postsplenic

drainage, wath or without Fowler's position or any other position,

will drain the peritoneal cavity. Fluid will collect among the

intestinal coils, and all that we can do as surgeons is to wash
it out, replace it by a somewhat antiseptic, nonirritating sterile

solution in the hope that the poison will be so much diluted

that the phagocytes will be able to deal with it. The phagocytes

are the corporal guards posted at all the outlying stations, and

in the omentum they seem to bunch up at the lymphatic stream-

junctions until the clusters can be discerned with the naked eye.

The omentum plays a most important role; it is the sluice-gate

of the peritoneum, and that it performs a very important func-

tion can be judged from the great changes that take place at a

very early period in the omentum in cases of acute general

septic peritonitis. I am afraid that it would take more than

hot saline rectal injections to divert the upward flow of the

omental lymph stream. That an immunity or phagocytosis

is established and that large quantities of septically infected

fluid become sterile must have been impressed on all operators

of experience in this branch of surgery. It frequently happens

that large collections of fluid are met with in one or other of the
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abdominal pools many years after the patient suffered from a

severe attack of general septic peritonitis. The fluid shows
that the illness was a desperate one and, in fact, operation may
be undertaken as a consequence of the presence of some ill-

defined thickening in the pelvis or loin, and it is not until after

the abdomen has been opened that the riddle is read. These

pools I have met with in cases that I attempted in my ignorance

to drain at the time of the primary operation. When drainage

is instituted, convalescence is impeded, much discomfort to the

patient is produced, subsequent hernise are liable to result, and
there is an added danger of further infection from a multiplicity

of wounds.

The sitting posture has taken such a hold on the profession

that operations are performed with the patient in this posture,

and the patients are then carried back to bed while still in this

position, although before operation the}- have been allowed to

lie, alas, for days with septic fluids flooding all areas. But the

position is supposed to obviate all this and I am afraid that even
poor Fowler died in the position in which he placed so much
confidence. It is said that the enfeebled heart acts better

when the patient is in the erect posture.

The elimination of toxins by the addition of large quantities

of saline solution to the blood has been heralded abroad among
the profession, but I have yet to learn that any research-worker

has demonstrated it as an actual fact. I use the saline solutions,

accepting blindly, like many others, suggestions that fall bv the

wayside, but am not convinced that this subcutaneous and
rectal treatment does what is claimed for it. I do not believe

that there is an increased risk in a case of acute general septic

peritonitis of absorption from any one zone over any other zone.

Zones are all equally bad, and were it not for certain compen-
sating factors the infection of any of the zones would prove fatal.

The mere opening of the abdomen is not sufficient to relieve

the intraabdominal pressure, the abdominal muscles will be as

much on guard as before and the pressure will still continue

unless the intestines are extruded from the cavity.

It became fashionable to condemn opium after operation

because it did so much harm before the surgeon saw the case bv
masking the symptoms and instituting a false security. But
in cases beyond any hope from operation, and in all cases of

acute general septic peritonitis after operation, I use opium in

very large quantities until the respirations are reduced to about
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ten per minute, and until the patient appears to be well narcotized.

Pain is relieved, the pulse-rate is reduced, and I believe that the

most important feature is that absorption is retarded.

Gonorrheal peritonitis seems to differ from other forms. It

is questionable whether interference is advisable or not. Inter-

ference is liable to produce a wide distribution of this virulent

poison and to favor a greater amount of absorption. Adhesions

appear to form more rapidly in cases of gonorrheal infection

than in other forms of peritonitis and here a distended abdomen,

high temperature and rapid pulse do not seem to indicate as

frequently a fatal termination as in the other forms of peritonitis.

Absorption appears to be retarded owing to the rapid formation

of adhesions. In cases of acute general gonorrheal peritonitis

in which the aid of surgery has been invoked, my experience

has not been assuring, while the results in such cases when

treated with rest and opium have been very gratifying.

The patients under my care are allowed to adopt any posture

that suits them, but they are not allowed to sit up.

And now in closing, allow me to say, that I reached the con-

clusions embodied in this imperfect and necessarily short dis-

cussion of an important subject after years of practical experi-

ence, and can conscientiously advise a younger generation of

surgeons in the treatment of acute general septic peritonitis

above all to operate early, to incise amply, to repair carefully,

to wash thoroughly, to manipulate gently, to perform rapidly, to

close completely and then to narcotize deeply. In my opinion all

else will be of secondary importance in the present state of our

knowledge.
487 Sherbourxe Street.

ENDOMETRITIS EXFOLIATIVA—DYSMENORRHEA
MEMBRANACEA.*
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(With four illustrations.)

From the Pathologic Laboratory of St. Louis University.

The recent investigations of Loefquist (i), Theilhaber (2),

Schwab (3), Hartje (4), Schick (5), and especially the various

contributions of Hitschmann and Adler (6,7,8), are speedily

*Read before the American Gynecological Society at Philadelphia, May 26-28,

1908.
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leading to radical changes in the common views concerning the

pathology of endometritis and the histology of menstruation.

Hitschmann and Adler have established the striking fact, that

those well-known histologic pictures, which heretofore have

been regarded as characteristic of either endometritis glandu-

laris or interstitialis, are typically found in the normal and healthy

endometrium during the various stages of the menstrual cycle.

These writers presented their first contribution at the twelfth

meeting of the German Gynecological Society, in Dresden. A
brief abstract of their paper, which shortly afterwards appeared

in the Zentralhlatt fiir Gyndkologie (June 29, 1907), conveyed such

a clear idea of their important findings that the thought at once

suggested itself to me that this new knowledge of the histology

of the menstruating endometrium probably will solve the much
mooted question of the etiology and pathology of dysmenorrhea

membranacea.

My investigations were practically concluded and the sketch

for this paper almost finished when I found Hitschmann and

Adler's latest publication in the February (1908) number of the

Monatsschrijt fiir Geburtshilfe und Gyndkologie, entitled: "Dys-
menorrhea membranacea." I wish to state here that m}^ own
findings and deductions in all essential points confirm their

views; some differences will be pointed out later.

It has been my intention to show in this paper, from the exten-

sive literature on the subject, how we are at present forced to

return to the antiquated conception of an at least partial ex-

foliation of the endometrium during menstruation. This also

has been done in a most convincing manner by Hitschmann and
Adler in this recent paper. It is well known that this theory of

a partial destruction of the uterine mucosa during menstruation

was placed on a sound scientific foundation by the classic work of

Kundrat and Engelmann. Gradually, however, it has been

discredited by the writings of other investigators, especially

by Gebhard. The description of the menstruating endometrium,
as given by Gebhard, today is found in every text-book of gyne-

cology, but beyond any doubt it is faulty in its most important

points.

This paper is based upon the histologic examination of eight

membranes obtained from three patients.

The first membrane is from a patient, married seven vears,

who was sterile. She menstruated very regularlv. Once she

went over time eight days. Her flow started and continued scant-
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ily for five days, then became more profuse for another six days.

She suddenly had crampy pains and on the next day had found

on her napkin a little membrane. A section showed an endo-

metrium of approximately normal thickness, with typical sub-

epithelial hemorrhages and occasional decidual-like cells.

The differential diagnosis between an exfoliated menstruating

endometrium and a very young decidua in this particular case

was of extreme practical importance, because both the patient

and her husband were imusually anxious to have a child and

at that time v/ere seriously thinking of adopting one. Fetal

Fig. I.—The mucosa is divided into a superficial compact and a deeper spongi-

ous laver. While in the superficial layer the glands stand farther apart than in the

normal endometrium; in the deeper layer the glands are dilated and the amount of

interglandular tissue reduced. (Enlargement 50.)

tissue, inspite of very careful search, was not found in an)'^ of the

sections. The opinions of various men who saw the sections

were divided. Some considered it a menstrual membrane, others

and I myself a true, very young decidua. A section was sent to

my friend Dozent J. Pick, of Berlin, who declined to make a

positive diagnosis, but favored the idea of an early abortion.

About a year later this patient became pregnant and since has

given birth to a child. This, in my belief, confirms the diagnosis

of true decidua.

The second membrane was obtained from a woman, also mar-

ried seven vears, who was sterile and verv anxious to have a
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child. It may be stated that this patient was an intimate

friend of the patient mentioned in the preceding history. For

the last five vears her menstruation was rather irregular, often

being delayed from two to four weeks. After such delay the

next menstruation usually would be of the regular type, rather

scanty, lasting three to four da^'s, never accompanied by any

pain. About five months after her marriage she was affected

with what her physician at that time called "abscess of the

womb." I could find no plausible cause for the sterility on

examination, although some difficulty was experienced in passing

Fig. 2.—The superficial layer of the menstruaiing endometrium contains

numerous typical decidua cells which often are grouped around the capillaries.

The surface epithelium is well preserved. (Enlargement 125.)

a Uterine sound through the internal os. Eighteen months later

this patient brought a membrane to my office with the following

history: Of late menstruation had been rather regular. Only

last time she went ten days over the time. She had some crampy
pain, then the fio" / started and a few hours later she found the

little membrane. She had looked for it, being well acquainted

with the experience of her friend.

Althoufrh in this case the clinical picture spoke less in favor

of an abortion than in the first mentioned case, the microscopic

examination of the discharged membrane left no doubt con-

cerning the diagnosis. No fetal elements were found, but the
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membrane showed in all portions a complete transformation of

the stroma cells into typical decidua cells. In the compact layer

the glands had almost disappeared.

The six other membranes were obtained from a woman,

thirty-seven years old, who undoubtedly was suffering from a

dysmenorrhea membranacea, although clinically her case was

not exactly typical.

She was married twenty years and to her knowledge pregnant

twelve times. Four times she carried to full term, the last

seven years ago. Eight pregnancies ended prematurely, the

Fig. 3.—Extravasated red blood-cells and mono- and polynuclear lymphocytes,

together with the decidual reaction of a large number of connective-tissue cells, in

the upper stratum of the menstruating endometrium increase the amount of inter-

glandular tissue. The surface epithelium is well preserved. (Enlargement 125.)

last six years ago in the third month with the expulsion of twins.

She was menstruating very regularly, every four weeks. Her

flow varied greatly in intensity, but she never had the slightest

pain or even discomfort during menstruation. According to her

statement, she realized that she is menstruating only by the fact

that she "felt wet."

Incidentally she informed me at the time of the first consulta-

tion that for the last several years she has observed that a " skin-

like" structure is expelled with the menstrual flow, whenever

she had even only one cohabitation during the preceding month.

This membrane in her belief is an aborted ovum, which passes
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without any pain usually on the second day of menstruation,

accompanied by a little larger amount of blood. It may be

stated here that the immediate cause of her consultation was a

cystitis, undoubtedly due to a gonorrhea, acquired from her

husband about a year ago. The fact that she is passing these

membranes was only accidentally ascertained while taking the

history.

Gynecologic examination yields the following result: Peri-

neum in very good condition. Posterior vaginal wall slightly

relaxed and descended. Cervix large, slightly lacerated, exter-

<y^o
..O • ,*

Fig. 4.—The surface epithelium, which in general is present lo the greatest
extent in all sections of all membranes, at times is detached from he underlying
tissue by a narrow band which consists of red blood-cells, in other places of some
tissue in hyaline degeneration. (Enlargement 150.)

nal OS gaping. Uterine body of normal size, in freelv movable
anteversion. Both uterine appendages apparently normal.

There is no tenderness except on pressure against the trigonum.

The first membrane brought by the patient was examined
for diagnostic purposes. The microscope showed conclusively

that it was not a decidua. The membrane exhibited the picture

of an interstitial endometritis and at that time a diagnosis of

endometritis exfoliativa was made.

For experimental purposes the patient next was instructed to

refrain from cohabitation, which was easily accomplished, be-

cause at that time her husband had taken a position out of town.

3
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Membranes continued to pass and the fact was established be-

yond any possible doubt that the expulsion of these membranes
positively was independent from coition or the possibility of im-

pregnation. These membranes were expelled at almost every

menstruation, and five of them subjected to a careful examina-

tion for the purpose of comparing them with the description

given by Hitschmann and Adler of the normal endometrium

during menstruation.

The findings were practically identical in all membranes and

can be briefly described as follows: The superficial epithelium

is in almost all sections of all membranes preserved to the greatest

extent. As a rule, it is cylindrical, with the nucleus in the middle

of the cell, as is characteristic of the endometrium. In some
sections it is more cuboidal. The subepithelial hematoma in

many sections is visible as a long, narrow band of almost uniform

width which detaches the surface epithelium often for a long

distance. Wherever the epithelium is thus detached, the con-

tours of its cells are indistinct, the epithelium aparently being

in the state of a beginning necrosis. The subepithelial hematoma
is missing in many sections. In the superficial portions of the

endometrium the decidual changes are well marked in many
of the stroma cells. Especially around the greatly enlarged

vessels clusters of these typical- epithelioid cells can be seen.

A zone of protoplasm surrounds the large nucleus, which takes

the stain poorly. The stroma contains a large amount of extra va-

sated erythrocytes and of mononuclear and polynuclear lym-

phocytes. In the superficial portions of these membranes the

glands are narrow, rather straight and stand farther apart from

each other than in the normal non-menstruating endometrium.

Distinctly different is the histologic picture of the deeper por-

tions which, however, are preserved and visible only in some sec-

tions. Here the lumen of the irregularly-shaped, indented

glands is greatly widened. The glands are lying nearer to each

other, the interglandular tissue being distinctly lessened. De-

cidual-like cells are extremely rare in this portion of the mem-
brane. In many sections blood is seen to adhere to the ragged,

uneven edge of the membrane where is has become detached.

If we compare these findings with the description and splendid

illustrations presented by Hitschmann and Adler in their paper

"Structure of the Endometrium in the Mature Woman Es-

pecially During Menstruation" (7), we cannot fail to recognize

that they are practically identical with those representing the
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endometrium just before menstruation. These two writers

have conclusively shown that at that time the increased size of

the glands in the deeper layers of the endometrium produces

that picture which has been considered characteristic of endo-

metritis glandularis hypertrophica. In the more superficial

layers, on the other hand, the amount of interglandular tissue is

greatly increased as the result of both the decidual changes in a

large number of stroma cells and of the extravasation of erythro-

cytes and lymphoc^iies. The glands themselves are compressed

and pushed farther apart. Thus the picture of an endometritis

interstitialis is produced in the more superficial portion of the

endometrium. Or, in other words, the endometrium during

menstruation, like a true decidua, is composed of a compact and

a spongy layer. In all five membranes these two strata are dis-

tinctly differentiated, wherever a portion of the spongy layer,

within which the detachment occurs, was preserved.

Interesting in my case is the extensive preservation of the

surface epithelium in almost all the membranes. Hitschmann

and Adler state that they have never found the surface epithelium

in any of the many membranes examined by them. As stated

above, the epithelium in my sections often was seen detached for

some distance by a long ribbon-like hematoma, and in these

instances the epithelium showed signs of a beginning necrosis.

There is no doubt, that my membranes then represent a somewhat

earlier stage of menstruation. It can be assumed that if the

detachment of the membrane would have occurred possibly

only twenty-four hours later, the epithelium would have been lost.

And this point brings up the last question to be considered, namely,

the cause of the exfoliation and extrusion of these membranes.

The idea that this process is the result of acute or chronic in-

flammation is untenable in the light of the findings of all recent

investigators. An endometritis exfoliativa which leads to the

expulsion of the endometrium during menstruation does not

exist. It has been shown in my case that exactly as in those

of Hitschmann and Adler the dysmenorrheic membrane exhibits

the characteristic picture of the menstruating endometrium.

On the other hand, satisfactory proof has been furnished of late

that during menstruation at least a portion of the uterine mucosa
is exfoliated. We thus seem forced to the conclusion that the

expulsion of the whole endometrium during menstruation is not

a pathologic, but only the exaggeration of a normal physiologic

process. X- ,
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Hitschmann and Adler assert that the underlying cause for a

very extensive or complete exfoliation of the uterine mucosa is

found in the differentiation of the endometrium during men-

struation into a compact and a spongy layer. This explanation

seems acceptable. The formation of the spongy layer certainly

loosens the normal attachment of the mucosa. The term

"exaggeration of the normal, physiologic process" then refers,

first of all, to an unusually marked development of a spongy

stratum during menstruation. This could be the result of struc-

tural variations of the endometrium which still lie within

physiologic limits or may be the expression of an abnormally

strong reaction of the endometrium to the chemic impulse

sent out by the ovaries, according to that interesting theory

evolved by Halban (9) concerning the internal secretion of the

ovaries.

There remains then to be explained the immediate cause of the

detachment. Hitschmann and Adler do it in the following way:

If a small clot of blood or fibrin blocks an even normally wide

internal os and prevents the free escape of the menstrual blood,

the uterus will respond with contractions. The stronger these

contractions are and the better pronounced the differentiation

of the endometrium into these two layers is, the more likely

is the detachment.

In this explanation of Hitschmann and Adler, strong uterine

contractions form the essential factor in the process of exfoliation

and it is obvious that they consider the mechanism of the separa-

tion of the endometrium practically identical with that which

leads to the detachment of the placenta post partum.

This analogy, in my opinion, does not exist. The placenta

becomes detached after the expulsion of the fetus because the

area of its attachment to the uterus suddenly is reduced to a

fraction of its former size. Such a disproportion of surface be-

tween endometrium and uterine wall certainly does not develop

during a contraction of the small menstruating uterus.

Hitschmann and Adler's theory, furthermore, does not seem

applicable to the not uncommon cases in which, like in mine,

the endometrium is exfoliated without any pain. It seems in-

conceivable that strong uterine contractions could occur without

causing the slightest discomfort.

Against this theory finally speaks the disappointing but

common experience that, as a rule, the usual treatment of

dvsmenorrhea membranacea, consisting in wide dilatation of
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the cervix and curettement, leaves the condition practically

unchanged.

In my opinion, the immediate cause of the detachment, like

the already-mentioned underlying cause, is found in the struc-

tural peculiarities of the menstruating endometrium.

In the spongy layer of some of the membranes examined by
me the interglandular septa often are extremely thin; indeed,

here and there the basis of the epithelial lining of one gland

almost directly touches the lining of an adjoining gland. These

thin septa which effect only a loose connection of the endometrium
with the uterine wall, in my belief, under certain conditions may
be extensively destroyed either by excessive compression or by
an interstitial hemorrhage, often probably by both processes.

The compression of the gland ducts in the superficial layer of the

endometrium during menstruation produces a retention of se-

cretion in the cecal ends of the glands. It is this process which

leads to the differentiation of a spongy layer during menstruation.

The greatly distended glands of the deeper layer press against the

interglandular septa, and I assume that an excessive pressure

exerted in this way occasionally, may result in the degeneration

or necrosis of such septa. If during this process blood-vessels

are destroyed, a hemorrhage will occur and obviously the escap-

ing blood will develop into a submucous hematoma by following

the path of least resistence along the spongy stratum. The idea

of a submucous hematoma as the immediate cause of the detach-

ment of a dysmenorrheic membrane is not new, thus Gottschalk

(lo) spoke of a thrombosis of endometrial vessels. Such a theory

finds further support in the histologic findings. In describing mv
sections, I have mentioned the fact that often blood is found

firmly adherent to the fragments of the spongv layer seen in

some of these sections.

If these detached membranes are small or the cervical canal

wide, they probably are carried away with the escaping blood and

pass unnoticed. Only if there is a disproportion between the size

of the membrane and the internal os of the cervical canal, pain-

ful uterine contractions become necessary for its expulsion, and
we then have the typical clinical picture of a dysmenorrhea mem-
branacea.

The deductions which can be drawn from these investigations

may briefly be summarized as follows: Membranes expelled

during menstruation in cases of so called dysmenorrhea membran-
acea show the typical histologic picture of the normal endome-



422 CAMERON: HEART DISEASE AND PREGNANCY.

trium during menstruation. They resemble so closely very young

true decidua that at times a positive differential diagnosis be-

comes impossible. The exfoliation of these membranes is not

the result of an inflammatory process, but is due to an exaggera-

tion of certain normal and physiologic changes in the menstruat-

ing uterine mucosa. At this time the endometrium is divided

into two distinct layers, a compact and a spongy stratum.

This differentiation is the essential factor in the process of ex-

foliation. The actual detachment is probably effected by degen-

erative processes or hemorrhages which destroy the thin inter-

glandular septa of the spongy layer. If the internal os of the

cervical canal is too small to permit the unhindered passage of

the detached membranes, the}^ are expelled by strong and pain-

ful uterine contractions.
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Professor of Obstetrics, McGill University.

The mutual relationship between heart disease and pregnancy

should interest every medical man, whether he is engaged chiefly

in obstetric practice or whether he is devoting himself mainly

to general medicine. The physician should be able to forecast

the probable effects of pregnancy and labor upon those of his

patients who are suffering from heart trouble, while the obstetri-

cian should know how endocarditis and chronic valvular disease

*Read before the Canadian Medical Association, Section of Obstetrics and
Gynecology, Ottawa, June 10, 1908.
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may modify or derange the course of pregnancy, labor and the

puerperium in patients whom he is expected to confine. Un-
fortunately, professional opinion regarding these matters, as a

rule, is rather vague and uncertain, partly because of the per-

sistence of certain venerable traditions and partly because

teachers and text-books have devoted too little attention to the

subject. They have not taught us clearly enough that the

various forms of heart disease affect pregnant women in different

ways and that it is fundamentally important to make an exact

diagnosis before we attempt treatment. We cannot, even

approximately, estimate the risks and dangers run by such

patients or lay out a rational line of treatment for them until we
have made out the condition of the heart and estimated the

degree of compensation present, as well as the probability of its

continuance. It used to be a common belief among the laity

that heart troubles are rare in pregnancy, that such patients

have a certain immunity from pregnancy and that even if they

do become pregnant their cardiac troubles may improve or, at

any rate, will not become worse. Routine examination of

hospital cases shows that heart troubles exist in from i to 2^

per cent., while clinical experience demonstrates that cardio-

paths are not unusually sterile, that they are not especially liable

to abort, and that the majority of them may bear a living child

safely, especially in their first pregnancy; but it is also certain

that each recurring pregnancy aggravates their heart lesion and

increases its dangerousness, and that disastrous results are most

apt to occur in those women who have been weakened by several

pregnancies occurring in rapid succession. Indeed, it is not

uncommon for women to go through one pregnancy or even

several without the existence of a heart lesion having even been

suspected; this is particularly apt to occur in cases of mitral

incompetence with good compensation. A routine examination

of the heart in all pregnant women would not only make such

an oversight impossible, but would also show how frequently

cardiac complications do exist and how a little care will generally

enable us to deliver such patients safely. Although it is un-

doubtedly true that endocarditis and valvular disease are serious

complications of pregnancy, needing constant watchfulness

and care, yet nevertheless it is equally true that the danger has

been very much overrated and that the presence of heart disease

is not a necessary nor even a very frequent indication for the

induction of abortion or premature labor.

L
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Causes and Course.—A cardiac lesion may have existed before

pregnancy began; in such a case it may be said that pregnancy

complicates the heart disease; or the cardiac trouble may have

been latent, and by pregnancy it is developed and made known.

Finally, it may begin during pregnancy or the puerperium, and

then it must be considered a complication of pregnancy. In the

latter case it is the result usually of rheumatism or some other

intercurrent disease, or has been produced by toxemia or septic

infection. But whatever may have been the cause, the heart

lesion is always aggravated by pregnancy, especially after the

fourth or fifth month, while, on the other hand, the course of

pregnancy may be more or less seriously affected by it. There

may be a miscarriage; or, if the patient reaches term, she may
die during or after labor or in the puerperium; or even if she

escapes with her life, she may be left with a crippled heart,

more or less of an invalid for the rest of her days.

It is not hard to understand why pregnancy affects heart

troubles injuriously. In the nonpregnant state, when an attack

of endocarditis leaves a valve contracted or incompetent, the

circulatory balance is restored and maintained by a compen-

satory hypertrophy. But when pregnancy occurs in such a

case, it complicates matters by calling upon the heart for still

more compensation while the conditions are becoming less and

less favorable for such repair with the advance of pregnancy.

Tension is increasing, the nutritive quality of the blood is im-

paired, since it must not only provide material for the growth

of the fetus, but must also carry off the increasing amount of

waste matter eliminated by it. The enlarging uterus and the

increasing intraabdominal pressure crowd up the diaphragm,

displacing the heart, preventing the full expansion of the lungs

and consequently limiting their oxygenating power. It is easy

to understand, therefore, how it becomes increasingly dif-

ficult to establish and maintain compensation as pregnancy

proceeds. It may be urged that some observers deny the

existence of cardiac hypertrophy in normal pregnancy, claiming

that the increase in the area of cardiac dullness is due to upward

displacement of the heart and not to hypertrophy. Other

observers, too, assert, as the result of experiment and actual

measurement, that the lung capacity remains constant in normal

pregnancy. But it is hard to admit the validity of such claims,

when every day we see for ourselves how easily breathlessness

on exertion 1"=; produced and how quick and shallow the respira-
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tion usually is in pregnant women. As the result of clinical obser-

vation, it seems only reasonable to infer that the capacity of the

lungs is decreased and expansion becomes limited directly in

proportion to the growth of the uterine tumor. It is also well

established clinically that in cases of pregnancy complicated

with heart disease, it is rare to find urgent dyspnea in primi-

gravidas, and that when it does occur in multigravidae it begins

usually about the fourth or fifth month and becomes more

distressing as the abdomen enlarges, and that very slight causes

may then produce heart failure.

Prognosis.—As regards their degree of dangerousness, cardiac

lesions in pregnancy are usually arranged in the following order

:

mitral stenosis, aortic insufficiency, mitral insufficiency alone or

complicated with stenosis or some aortic lesion.

Practically, however, such a classification must be accepted

with caution, for it is difficult or impossible to base a prognosis

merely upon the kind of valvular disease present in any given

case. The primiparity or multiparity of the patient, her general

health and nutrition, the condition of the kidneys, the amount

of compensation present and the ease with which it is upset or

restored, the patient's ability to remain quiet in bed free from

exertion or excitement, and the way in which she responds to

treatment—all these things are of more importance in estimat-

ing the probable result than the kind of anatomical lesion

present.

Mitral Stenosis.—Since less blood than usual passes through

the narrowed mitral orifice, such patients, as a rule are poorly

nourished, weak and anemic. In labor, the first stage does not

cause any particular distress; not until the bearing-down pains

of the second stage begin, do symptoms of constitutional dis-

turbance appear. Then, the glottis being closed, the lungs

tense with air, the diaphragm depressed, the uterus and abdomi-

nal muscles in strong and frequently recurring contractions,

an increased amount of blood is driven into the veins and forced

along toward the already engorged right heart. Relief cannot

come from the front, because the narrowed mitral allows but an

insufficient quantity of blood to pass through into the left

ventricle, and the blood is dammed back upon the left auricle

which consequently distends, thus offering still greater resistance

to the unloading of the lungs and engorged right heart. The
symptoms, therefore, are decreased blood-pressure, an irregular,

small, rapid, flickering pulse and cyanosis which tends to increase.

The character of the pulse is explained by the fact that enough
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blood does not enter the left ventricle for it to pump a full

stream, and the cyanosis is explained by the increasing engorge-

ment of the right heart. As the bearing-down efforts continue,

the strain increases, and narcosis or death may occur if the

tension is not relieved. At the close of the second stage, if

free hemorrhage takes place from the uterus, the right heart

may be somewhat relieved ; but whether it is or not, a new danger

must be faced presently. On account of the cessation of the

placental circulation and the contraction of the uterus, a large

quantity of blood is liberated and is forced into the veins. Under

this new strain, the right heart may become so embarrassed that

it may cease to contract and sudden death may occur.

What, then, is the danger of labor in a case of mitral stenosis?

Evidently it lies in overdistension of the right heart brought

on by the frequent bearing-down pains of the second stage, and

later by the blood from the uteroplacental vessels being sud-

denly poured into the engorged veins during the third stage.

A nd what is the remedy? Shortening the second stage, pre-

venting or moderating the bearing-down pains by means of

morphia, chloroform or ether and delivering artificially as

quickly as possible. After the birth of the child, encouraging

free bleeding from the uterus and if that does not relieve the

cyanosis and strengthen the failing, shabby pulse, venesection

(eight to sixteen ounces) will diminish the strain and tide the

patient over the critical point of pressing danger. As bleeding

from the uterus is to be encouraged, not checked, ergot should

not be given and frictions to the fundus should not be used.

After the urgent danger is over, perfect rest should be secured,

by a small hypodermic of morphia if necessary, and the heart

should be stimulated by hypodermic injections of strychnia and

digitalin.

Mitral Insufficiency.—This is the commonest of the heart

complications of pregnancy. In most of the cases there is good

compensation and labor terminates safely, consequently this

form of cardiac lesion is generally considered to be less dangerous

than mitral stenosis or aortic disease. This hopeful view should

not lead us to underestimate the danger, or to be less watchful

and careful in the matter of treatment. When the insufficiency

is great, especially if there is also tricuspid regurgitation, no

form of heart disease is more desperate or has a gloomier outlook.

When a woman with a damaged mitral is subjected to the strain



CAMERON: HEART DISEASE AND PREGNANCY. 427

of rapidly recurring pregnancies, sudden and unexpected break-

down is apt to occur. She may have gone through two or three

pregnancies safely and without any alarming symptoms, but

each time it is becoming harder to get good compensation, until

finally the limit is reached and the crash comes. In mitral

insufiiciency, the hypertrophied left ventricle throws the blood

with great force back against the leaky valve, the left auricle

dilates, the lungs become engorged and cough and hemoptysis

are common symptoms. Unlike mitral stenosis, the symptoms

of mitral insufficiency are not much relieved by the emptying

of the uterus, for the left ventricle goes on pumping back the

blood as before, keeping up the distension of the left auricle along

with the consequent engorgement of the lungs and right heart.

The bearing-down pains of the second stage increase the action

of the left ventricle and intensify the symptoms. Cyanosis,

passive pulmonary congestion, edema, and irregular pulse

of low tension are the prominent features. These patients

convalesce slowly and need careful watching and judicious

treatment for weeks or months. Relief comes only from resting

the heart and building up compensation. The patient may
die in a few days, weeks or months after labor, generally as the

result of some imprudence. The signs of danger during labor

are an irregular, failing pulse, restlessness and dyspnea, along

with increasing cyanosis.

What should be done in such cases? The first stage should be

allowed to go on naturally, meanwhile securing free, watery

movements and steadying the heart with digitalin. When the

second stage begins, morphia, choroform or ether will relax

the muscles, check or moderate the bearing-down pains, allow

the vessels to dilate and the blood-pressure to fall and the strain

on the right heart to moderate. Delivery should be effected

as soon as possible by artificial means, free bleeding from the

uterus should be promoted and hypodermic injections of strych-

nia and digitalin should be given as circumstances require.

During convalescence, careful feeding, tonics and prolonged

rest in bed are necessary. The patient should be warned

against the danger of a future pregnancy.

Mitral stenosis and mitral insufficiency often coexist, and

in such cases the symptoms of stenosis usually predominate,

the prognosis is graver than when either lesion exists alone.

Aortic insufficiency is a comparatively rare complication of

pregnancy. The infrequency of its occurrence is due to the
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fact that the degenerative changes in the aorta and its valves

which are the chief cause of this lesion do not usually occur until

middle life or later when the child-bearing period is almost or

wholly over. The danger is most marked after the fourth or

fifth month when increase in the blood-mass and in blood-

pressure aggravates the regurgitation and disturbs left ventricle

compensation, even although hitherto it has been fairly well

adjusted. The symptoms are edema, dyspnea, restlessness and

insomnia. The second stage is disastrous; the bearing-down

pains increase the blood-pressure, regurgitation becomes worse,

the left ventricle must work harder to empty itself, and finally

the end comes by syncope.

This is the form of heart disease which calls for prompt empty-

ing of the uterus, no matter whether the child is viable or not,

whenever symptoms of distress manifest themselves. Immediate

interference is positively indicated when such symptoms appear

early or persist in spite of rest and treatment.

Aortic stenosis is also rare, and is seldom found without the

mitral valve being more or less involved also. It is remarkable

how often aortic stenosis and mitral stenosis are found to

coexist.

Treatment of Pregnancy Complicated with Heart Disease.—
As soon as the lesion is discovered, treatment should begin.

The patient should be kept under observation and efforts made
to guard and maintain compensation. It is not wise to wait

till a breakdown occurs, for it is much easier to prevent the loss

of compensation than to restore it after it has been lost. Such
patients should be kept from excitement, overexertion and

fatigue; long walks, hill climbing, running up and down stairs,

hot baths, alcoholic drinks, going to theaters and concerts or to

meetings in overcrowded, ill ventilated halls may do serious

damage. Gentle exercise and plenty of fresh air are helpful

when the patient's condition will permit. The bowels should

be kept free, not only for the purpose of relieving the circulation,

but also to lessen the chances of toxemia developing. Upon
the appearance of such symptoms as dyspnea, palpitation, a

feeling of oppression, cough, hemoptysis or edema, the patient

should be put to bed at once and kept absolutely at rest. An
icebag or cold compresses over the heart may give relief when
the pain is severe. Frequent dry cuppings, sinapisms or tur-

pentine stupes are useful when there is lung engorgement with

dyspnea and local pain. A small hypodermic of morphia acts
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like a charm when dyspnea is urgent. Edema with quick,

irregular pulse calls for digitalis.* The prolonged and free use

of strychnia often enables us to tide the patient safely along to

term, or at least to the period of the child's viability.

If the patient is seen early and compensation is good, if it

is the first pregnancy, or if there is no exhaustion from rapid

childbearing, she may be allowed to go on to term, the com-

pensation meanwhile being closely watched. If the patient is

not seen until the heart symptoms are marked, the first endeavor

should be to build up compensation by absolute rest in bed, diet-

ing etc. If that cannot be done, it will be best to induce labor

as soon as the child is viable, in the thirty-fourth or thirty-fifth

week; if possible; not earlier than the thirty-second, nor later

than the thirty-sixth week.

If only moderate compensation exists and the patient is

allowed to go on to term, the chances of failure are increased.

Clinical experience goes to show that better results can be

obtained in moderately severe cases by inducing labor when the

child is small and can be delivered easily, than by allowing the

patient to go on to term with the chances of a large child and a

difficult forceps or version operation.

When the lesion is grave, the patient exhausted and there

is reason to believe that compensation will not be maintained,

it is better to end pregnancy, whether the child is viable or not.

When labor comes on, the first stage should be allowed to

terminate naturally, unless urgent symptoms arise. A free

bowel movement may be obtained and digitalin may be given

freely to steady and strengthen the heart. If this stage is

prolonged, nutrition must be maintained and rest and sleep

secured. When the os is fully dilated, the uterus should be

emptied artificially under light anesthesia of some kind. A
hypodermic of morphia at the beginning of the second stage will

soothe the pains, and then only a few whiff's of chloroform or

ether will be required for the easy and rapid termination of labor.

If the OS is undilated and rapid delivery is necessary, artificial

dilatation of the os or multiple incisions of the cervix should be

employed. After the birth of the child free bleeding from

* It has been shown e.xperimentally that digitalis is an irritant to unstriped

muscle, and may excite uterine action. Consequently it has been urged that digi-

talis should not be given to pregnant women with heart trouble, for fear of

])ringing on abortion, .\ccording to our experience no such complication need be

feared with moderate doses of the drug, and we are in the habit of giving it as

freely as we give strychnin when it is indicated.
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the Uterus should be encouraged. Ergot and frictions of

the uterus do harm by checking the loss of blood which might

relieve the overburdened right heart. If cyanosis persists and
the venous pressure is not relieved, venesection will give the

promptest results. Some recommend nitrite of amyl or nitro

glycerin immediately after delivery when there is great dyspnea
and extreme high tension. I have no experience of these drugs.

It is better to allow the placenta to separate naturally and to

come away without artificial assistance. If the strain of delivery

has not been recovered from, the extra strain consequent upon
the artificial separation and extraction of the placenta may
prove the last straw, and the patient may collapse suddenly

(Case No. 1273).

To obviate the ill effects of the rapid fall of intraabdominal

pressure after the conclusion of the second stage, it has been

recommended to apply a firm binder, or to put a sand bag on

the abdomen immediately after delivery.

The puerperium needs careful management. Strychnia,

digitalin, morphia, laxatives, tonics and careful feeding should be

used as circumstances require.

The child should not be nursed, even in mild cases; the mother

needs all her strength and all the nourishment and rest she can

get to enable her to recover from the effects of pregnancy and

labor. Prolonged rest in bed during the puerperium is impera-

tive until involution is complete and compensation has become
well established. It should not be forgotten that the heart needs

to involute as well as the uterus.

Whether or not it is prudent for a young woman with a

pronounced valvular lesion to marry is a question sometimes

submitted to the physician. In such a case the risks of marriage

are always great, for the occurrence of pregnancy is certain to

aggravate the disease and shorten life. It is best always to

discountenance marriage under such circumstances. Whether
our advice is followed or not, it is our duty to give the warning

and that with no uncertain voice.

Analysis of the Series of Thirteen Hospital Cases.—These

thirteen cases occurred in a total of 1022. Several have not

been included in the list because the heart lesion was moderate,

the compensation good, the delivery spontaneous and normal,

no special symptoms arose and no special treatment was required.

If we include these milder cases, the proportion of pregnant

women with cardiac lesions who were delivered in the Montreal

I
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Maternity would be about 2 per cent. Of these thirteen, there

were

:

I-gravidge, 3

Il-gravidae, 4
Ill-gravidae, 2

Vll-gravidae, 2

IX-gravida, i

XlV-gravida, i

There were:

Under thirty years of age, 8.

Thirty years and over, 5.

The youngest was twenty-one; the oldest, forty.

A'definite history of cardiac lesions previous to this pregnancy 6.

Cardiac lesions arose probably during this pregnancy, 6.

Doubtful, I

Labor at term, 8

Labor shortly before term, 2

Labor premature, 2

Undelivered, i

13

Labor spontaneous, 4
Labor, induced and high forceps, i

Forceps deliveries:

mid, I

low, 3—
4

Version and extraction, 2

Extraction of breech, i

Twins, 2 cases.

Anesthesia and narcosis during labor were used as follows

:

Chloroform alone in 3 cases

Ether alone in i case

Morphia, 2 cases

Morphia and chloroform, i case

Morphia, chloroform and ether, i case

No anesthesia or narcosis, 4 cases

Results.—Mothers

:

Discharged in fair or good condition 11 (i undelivered).

Died, 2.

Children

:

Born alive in 1 1 confinements out of 12, 12 (one case of twins).

Born dead in i confinement out of 12, 2 (twins).

If we exclude the two cases of mvocarditis without valvular
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lesion, the maternal mortality was one out of eleven (9.09

per cent.). In ten cases of valvular disease out of eleven, the

mothers recovered and the children were born alive; in one case

both mother and children (twins) died.

Case No. 859.

—

Mitral stenosis with insufficiency. Good
compensation.

h- K., set. twenty-five, Il-gravida. Admitted, December
17, 1905; confined, December 17; discharged, December 30.

This patient entered the Maternity in labor, at term. From
the first pain to the delivery of placenta, three and one-half hours.

Labor spontaneous and rapid. Pulse after conclusion of third stage

was ninety-six. Puerperium uneventful- discharged in good
condition on the fourteenth day.

Clinical Note by Dr. Finley.—Slight choreic movements of

face, hands and left foot. Cardiac impulse seen and felt near
nipple, three and one-fourth inches from mid-sternal line. Marked
presystolic thrill and strong, rather heaving impulse which ex-

tends up to third rib on left side. Marked diastolic shock at

pulmonary cartilage. Dullness vertically to border of fourth rib;

transversely from mid-sternal line, outward for three inches at

fourth rib.

At apex, first sound replaced by systolic murmur; reduplication

of second sound; systolic murmur transmitted into axilla and
inward to lower end of sternum and upward to pulmonary car-

tilage. It is loud and blowing, best heard at apex.
At apex and just inside, there is an indistinct rumbling presys-

tolic murmur, localized over a small area.

At aortic cartilage both sounds distinct; at pulmonary,
faint systolic murmur and second sound enormously accentuated.

Pulse, low tension, normal volume, slightly collapsing, and
slight capillary pulsation.

In neck is distinct pulsation in internal jugulars, more marked
in left than in right. Liver and spleen not palpable.

Case No. 1405.

—

Mitral stenosis with insufficiency. Good
compensation.

A. B., aet. thirty, Il-gravida. Admitted, January 18, 1907;
confined, January 25; discharged, February 7.

First pregnancy was normal, easy labor, good result for mother
and child. In present pregnancy, general condition has been
good, no dyspnea, can lie down without distress, some edema
of left leg. Skin is pale; pulse small, regular and of fair tension;

no capillary pulsation. Lungs clear; no precordial pain.

Apex beat visible in fifth interspace, five and one-fourth inches
from mid-sternal line, palpable at same point, the impulse being
forcible and fairly well localized. Cardiac dullness at level of

fourth rib, extends transversely from right border of sternum to

five inches to left of mid-sternal line.

At apex, both sounds are blurred ; first sound replaced by loud,

blowing systolic murmur, which is transmitted to axilla. There is

1
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also a rough presystolic murmur, beginning right after second

sound and leading up to the first. At the base, a soft, blowing
systolic and diastolic murmur, heard best over pulmonary
area, but also over aortic, P^ sharp.

Labor at term was rapid. In one and one-half hours after the be-

ginning of labor pains, the os was fully dilated. A hypodermic of

morphia, gr. J, was given and the membranes were ruptured.

The head descended slowly to the perineum, but in spite of

strong pains, it was not expelled. As the pulse was growing
very feeble, a hypodermic of strychnin, gr. -^, was given, low
forceps applied without anesthesia and the head easily delivered.

Placenta separated in ten minutes and was pressed off. Another
hypodermic of strychnin, gr. Jjj, was then given. She was in

good condition and made an uninterrupted recovery. Highest

temperature was 98.8^. Child living and well.

A question might arise as to the significance of the basic dias-

tolic murmur in this case. Such murmurs are so rarely func-

tional that it is quite possible that the aortic orifice was involved

as well as the mitral.

Case No. 2037.

—

Mitral insufficiency. Fair compensation.

C. G., aet twenty-one. I-gravida. Admitted, February 20,

1908; confined, March 18; discharged, April i.

Patient has some edema, and more or less bronchitis at times.

There is a moderate amount of albumin in the urine, with

some casts.

Cardiac dullness did not extend beyond the nipple line.

At the apex, a faint systolic murmur was heard, transmitted

to the axilla. At times this murmur almost disappears; some
days it is heard but faintly, other days very distinctly. At no
time during pregnancy or while in hospital was there loss of com-
pensation.

Labor.—First stage tedious; in second stage pains were regular

and strong and advance was rapid. To moderate the severity

of the pains, a Uttle chloroform was given, to the obstetrical

degree only. Suddenly toward the close of the second stage,

the mask being over her face, she became extremely cyanosed,
her breathing became rapid and shallow and then stopped
altogether. Artificial respiration was begun at once and she

gradually recovered. The placenta separated naturally and came
away in fifty minutes; it was pale, firm and nearly half fibroid.

The puerperium was uneventful. The highest temperature was
101.4°.

This case shows how suddenly dangerous symptoms may
develop in the second stage. Misled by her good condition and
the rapid course of her labor, it was thought that she might
be allowed to deliver herself. Had forceps been applied early

in the second stage, in all probability no difiiculty would have been
experienced. Her recovery was no doubt due mainly to the fact

of her youth and her being a primipara.

Case Xo. 1272.

—

Mitral inmfficiency. Fair compensation.
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S. G., set. twenty-six, I-gravida. Admitted, October 8, 1906;
confined, October 8; discharged, October 25.

There was a history of rheumatism from early childhood, with
frequent attacks of cardiac difficulty, loss of compensation, ede-
ma of legs, palpitation, etc. At the fourth month, she came
under the care of Dr. Gordon, and then was found to have loss of

compensation, with edema of legs, dyspnea, palpitation, hem-
optysis, and signs of pulmonary infarction in the right base
posteriorly. Under rest and treatment, all the symptoms disap-
peared except those of infarction, and she went along to term.
On admission to hospital at the beginning of labor, it was found
that the cardiac dullness extended transversely from the right
sternal border to one-half inch beyond the nipple line, and a loud
blowing systolic murmur was heard at apex, transmitted to

axilla.

Labor pains began at 8 a. m. and were strong all morning: at

4 P.M. the pulse had become rapid and irregular, and as the os
was fully dilated and the head well down, the membranes were
ruptured artifically and forceps applied under light chloroform
anesthesia. She stood the operation w^ell and made a good
recovery. A perineal tear, which was sutured unsuccessfully
after labor, was repaired successfully six months later in hospi-
tal. She had at that time again signs of incompetence and pul-
monary infarction, but she took ether well and made a good
recovery. She is now living in Xew York and seems to be in

good condition. During her stay in hospital on the tAvo occa-
sions it was not found necessary to give her any drug treatment
for her cardiac trouble.

Case No. 1273.

—

Mitral stenosis with insufficiency. Poor
compensation.

R. R., aet. twenty-four, Ill-gravida. Admitted, October 8,

1906; discharged, October 12; readmitted in labor, October 15;
confined October 15, and died.

The patient on admission was poorly nourished, cyanosed,
with dry, glossy skin and difficulty in breathing. The lungs
were clear and there was no cough. Pulse was rapid, small and
compressible; venous pulsation in vessels of neck. There was
no precordial bulging, no visible pulsation. A systolic thrill was
felt over apex, heart enlarged to left, a systolic and presystolic
murmur heard at apex. Systolic murmur was rough and trans-
mitted to axilla. At base, P^ was sharp and accentuated, no
murmur. Abdomen very tense, liver and spleen not palpable;
no ascites.

She said that she had always been strong and well and that
her first pregnancy and labor were normal, that her second
pregnancy was normal up to the end of the third month when
she fell down some steps and aborted. After that she was ill

in bed for a month, with pain over the precordia, a hacking
cough and expectoration. Since then she has been very short of

breath, especially on exertion, and finds it hard to walk upstairs.
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Never had swelling of the legs until two months ago, since which
time there has been marked edema of both legs.

The patient was kept quiet in bed on liquid diet, the urine
was collected and examined, the bowels regulated, and hypo-
dermics were given of strychnia, gr. -^^j, bis in die and digitalin, gr.

j^Q, 4 q. h. She improved markedly and, on October ii. Dr.
Finley made the following clinical note:

Patient has slight orthopnea, but can lie down for a few
minutes. Respiration hurried, thirty-two per minute. Cardiac
impulse rather feeble and diffuse, about four inches from mid-
sternal line ; a distinct fine thrill. The dullness at fourth rib is one
inch to right and three inches to left of mid sternal line. At apex
first sound is sharp and accentuated and preceded by a rough, rum-
bling, presystolic murmur; second sound absent. At base P^
moderately accentuated with reduplication. Pulse 114, rather

small and compressible. There is short cough, but lungs are normal

.

Under rest and treatment, patient began to feel so much better

that she insisted upon going home on October 12, in spite of our
warnings and remonstrances. Three days later (October 15), she

came back again in labor, having walked part of the way from
her home, a distance of about half a mile and mostly uphill.

Her pulse was small and rapid, she was gasping for breath,

severe pains were coming every two minutes, and she was in a

very serious condition. On examination the os was found to be
nearly dilated, and a hand was presenting. A hypodermic of

morph. sulph., gr. |, and one of strychnin, gr. -^-jj, were given.

The membranes were then ruptured and a hand came down, but
almost immediately another bag of membranes presented. When
it, too, was ruptured, another hand appeared. When the oper-

ator tried to pass his hand into the uterus, so much resistance was
offered by the cervix that it was found necessary to give a little

chloroform. When at last the hand was passed into the uterus,

the first child was found to be lying obliquely, and the second
vertically presenting by the head. With some difficulty the

children were, one after the other, turned and delivered, both
being premature and dead. The patient was then in such poor
condition that she had to be stimulated with strychnia and
saline infusions. In half an hour she had rallied fairly well.

The placentae could not be pressed off; so the hand was passed

again into the vagina and one placenta which was completely

detached was carefully removed by traction upon the cord; the

other placenta had to be partially detached and then was easily

delivered by traction upon the cord along with pressure from
above. Almost immediately after the second placenta came
away, the patient turned blue, gave a couple of gasps and died.

The following is the report of the autopsy held at the Royal
Victoria Hospital by Dr. Klotz, pathologist to the ^Maternity

:

Anatomical diagnosis

:

Heart disease and pregnancy.
Chronic sclerotic mitral endocarditis.
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Fibrosis of heart.

Hypertrophy of heart (right side).

Mitral stenosis with incompetence.
Hydrothorax.
Hydropericardium.
Edema of lungs.

Cloudy swelling and fatty degeneration of liver.

Enlarged spleen (cardiac spleen?)

Chronic intersitial nephritis.

Hypertrophy (compensatory) of kidney.

Puerperal state.

Note.—Death was due in this case to the condition of the

mitral valve; its sudden appearance after delivery is likely a
result of the sudden altered relation of the blood quantity to the

vessels (combined, of course, with the extra strain of delivery).

The condition of the kidneys, an extreme grade of chronic
interstitial nephritis with unilateral partial hypertrophy, is in-

teresting.

Case No. 1290.

—

Mitral stenosis with insufficiency. Moderate
compensation.

J. M., set. twenty-six, Il-gravida. Admitted, October 19,

1906; confined, October 19; discharged, October 30.

Patient was admitted in labor, at term, complaining of weak-
ness, headache, dizziness, palpitation and dyspnea. There is a
history of measles in childhood, but none of rheumatism or scar-

latina. The first pregnancy, labor and puerperium seemed to

have been normal. During the following summer she began
to feel weak, short of breath on exertion, and had to rest when
going upstairs. During the following winter she was fairly well,

but when she became pregnant, the weakness increased, and as

pregnancy went on she began to have the headache, palpitation

and dyspnea more marked than before, increasing gradually till

the present time. Always feels worse after eating; palpitation

increases so much that she is afraid to eat and therefore takes
but two meals a day. No precordial pain, no edema of legs.

Present condition.—Face flushed, skin and mucous membranes
rather cyanosed, orthopnea well marked. Lungs clear, no cough
or expectoration. Pulse small, compressible, eighty-eight per
minute; no venous pulsation or capillary pulse.

Heart.—Visible pulsation in second left interspace none visible

at apex. Marked systolic thrill palpable over whole precordia.
Dullness vertically to second rib, transversely at level of fourth
rib, two and one-half inches to right and four inches to left of

mid-sternal line. At apex, first sound sharp, second sound faint.

Loud, rough systolic murmur transmitted to axilla, and a blowing
presystolic murmur, which is also heard at base. At base P^
very loud, sharp and reduplicated; A' normal; A^* clearly heard.

Patient was admitted about 10 a.m. in labor at term; at
I p. M. the bag of membranes appeared at vulva. It was rup-
tured artificially, a few whiffs of chloroform were administered.
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forceps applied and the child easily and quickly delivered. The
pulse then became imperceptible at the wrist; hypodermics
of strychnin, gr. 3^^^, and digitalin, j^-^, were given. The pla-

centa was allowed to separate and ultimately was carefully

pressed off. Patient rallied well and passed a good night. The
next day she had an attack of dyspnea with severe pain over
heart and the pulse became rapid and irregular. She was
given morphia, gr. j, and digitalin, gr. j^q, and a little later strych-

nin, gr. 3^0^, hypodermically. For a week digitalin and strych-
nin were kept up regularly, with an occasional injection of

morphia to relieve dyspnea and precordial pain. At the end of

a week, a few fine crepitant rales were heard over front of chest,

but no dullness. Dr. Finley made the following note:

Pulse 60, regular, slightly diminished tension. Thrill slightly

marked at apex ; impulse strong and jet-like, felt four and one-half
inches from mid-sternal line. Relative cardiac dullness vertically

at third rib, transversely one inch to right and four and one-fourth
inches to left of mid-sternal line at fourth rib. Well marked sys-

tolic and diastolic shock over second left space, best felt two and
one-half inches from mid-sternal line, but also felt in third space.

This impulse is also visible in second space. At apex, first

sound loud and thumping, second sound not heard. A prolonged
rumbling, presystolic murmur transmitted to posterior axillary

line and inward toward lower end of sternum. At base P^
enormously accentuated and also reduplicated. Soft systolic

murmur heard in this region. Lungs clear.

The dullness diminished somewhat, the cyanosis disappeared
and soon she was able to rest comfortably in a semirecumbent
position. Feeling herself so much better, she insisted upon going
home. A few months later she died at home, her heart troubles
having been aggravated by want of care.

Case No. 1444-

—

Mitral stenosis with insufficiency. Poor
compensation.

J. R., aet. 35, Vll-gravida. Admitted, February 9, 1907;
Confined, April 30; discharged. May 15.

Patient has had five living children and one miscarriage;
the oldest child is ten, the youngest three years old. Previous
labors normal. After first labor, she had inflammation of lungs
and ever since has had heart trouble. During the four succeeding
pregnancies, she felt well for the first four months, and then began
to complain of weakness and cough with spitting of blood at times.
She was treated for three weeks in the Royal Victoria Hospital for

mitral endocarditis until compensation was fairly good. She left

on January 6, but compensation was soon lost, and she was read-
mitted on January 20, suffering from severe dyspnea, cough and
frequent hemoptysis. She was transferred to the ^Maternity

on February 9. She was then markedly cyanosed, with visible

pulsation of vessels of neck; there was dry, hacking cough, but
no pain. Respiration not labored, twenty-four per minute;
good expansion equal on both sides. \^ocal fremitus normal. A
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few coarse crepitant rales in the right supra and infraclavicular

fossae, and numerous fine crepitations over both bases. Pulse

1 20, of small volume and fair tension; no capillary pulse. Over
precordia pulsation not visible, but quite palpable and diffuse.

Apex beat palpable in-fifth interspace, four and one-half inches from
mid-sternal line. Over this area a fine systolic thrill is felt. Cardiac

dullness, vertical at upper border of third rib ; transverse from right

border of sternum to four inches to left of mid-sternal line at level

of fourth rib. At apex both sounds blurred, and a rough pre-

systolic murmur transmitted upward to pulmonary area and
axilla. Outside nipple line, both sounds sharp and distinct.

Presystolic murmur lasts though systole. At base P^ is accen-

tuated.

A slight trace of albumin in urine, with some pus cells and
urates.

Patient was kept in bed for upward of six weeks, and then

allowed up for part of the day. Digitalis was given steadily

for a month, then discontinued for a week and given again for

another week; after that, only an occasional dose was required.

Labor.—First stage prolonged. Slight pains only. When
OS was fully dilated, a breech w^as found presenting with mem-
branes intact. On account of the cardiac condition, it was
thought best to deliver without anesthesia. A hypodermic of

morphia, gr. \, w-as given and the membranes ruptured artifi-

cially. A hypodermic of digitalin, gr. y^^, was given and the

child was easily extracted. A second sac was then found pre-

senting; it was ruptured and the second child, also presenting by
the breech, was easily extracted. Both children were alive and
well developed (term). Patient's pulse was not much affected

by the delivery. A hypodermic of strychnin, gr. 3^, was given

as a precautionary measure, and the placenta was pressed off

in ten minutes. During the puerperium, her condition improved
markedly. She was up on the eleventh day and discharged

on the fifteenth. She was seen a year after and was in good
condition. Quite recently she entered the maternity again and
aborted at the seventh month. She v/as discharged in good
condition.

Case No. 1750.

—

Aortic stenosis. Fair compensation.
A. R., aet. 25, Il-gravida. Admitted, August 9, 1907; con-

fined, August 13; discharged, August 29. Slight generally

contracted pelvis. Previous pregnancy, labor and puerperium
normal.
A pale, delicate woman; lungs clear on percussion and auscul-

tation. No visible pulsation over precordia. At apex is felt

a very slight systolic thrill at times, no special shock. Over
base is a very well defined long-drawn systolic thrill, but no special

diastolic shock. Cardiac dullness vertically at second interspace;

transversely one-half inch to right and four and one-fourth inches

to left of mid-sternal line. Percussion note is impaired over manu-
brium. At apex, both sounds audible. First sound accompan-
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ied by soft systolic murmur, which can be heard in axilla and
over entire thorax, but becomes of maximum intensity as the
aortic cartilage is reached; here it is very long in duration, ex-
tending up to second sound and has a distinctly rough, musical
quality. Pulses, equal and synchronous, 72, regular, but small
in volume and low in tension. Vessel wall not sclerosed.

Neither liver nor spleen palpable; no edema of shins; albumin
present, granular casts plentiful.

Pains were strong and severe. Labor was allowed to go on till

onset of second stage, when the membranes were ruptured.
Head was not engaged: a hypodermic of morphia, gr. ^, was
given and repeated. An attempt to apply forceps without
anesthesia failed. Anesthesia was started with chloroform and
soon changed to ether. The head was at the brim in L. O. A.
Another fruitless attempt was made to deliver with forceps, then
version was performed and delivery effected with some difficulty.

The child was deeply asphyxiated, but respiration was finally

established. Patient bore the operation well, the pulse not
changing markedly in character. During the rest of the day the

pulse was irregular and intermittent, ranging from 64 to 72.
The irregularity continued for several days, the lowest rate re-

corded was 56. By the ninth day the range was from 70 to 85.

Patient sat up with a headrest on the twelfth day, in a chair

on the fourteenth, and went home on the seventeenth day. No
special medicinal treatment was required. A few months later

she was seen and was in good condition.

Case No. 3010.

—

Aortic stenosis. Poor compensation.
M. T., aet. VTI-gravida. Admitted March 31, 1908; confined,

April 6; discharged, April 20.

Patient has had five living children and one abortion. Preg-
nancies and labor normal; puerperium normal, except after

first child, when she was ill for several months. She now com-
plains of dyspnea, cyanosis and edema of legs.

Note by Dr. Howard: There is marked visible pulsation in

neck, but no special fullness of superficial veins. Pulsation
seems to be systolic and to originate in the carotids where a defi-

nite systolic thrill can be felt. Lungs clear on percussion and
auscultation. There is fairly forcible impulse over entire pre-

cordia, being marked in second, third, fourth and fifth interspace.

On palpation, a well-marked purring, prolonged systolic thrill

is felt over whole precordia to right as far as the mid-clavicular
line and to left to anterior axillary line, the point of maximum
impulse being in second right interspace, where it is extremely su-

perficial and occupies almost the entire cycle. There is no special

shock. At apex both sounds are heard, although first sound
is almost obliterated by a loud systolic murmur; second sound is

loud and sharp. This systolic murmur can be traced into axilla

and upward into body of the heart. At base P' is loud; over
aortic cartilage the systolic murmur is of extreme intensity^

rather high-pitched and almost sawing in character; it is very
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long-drawn, occupying most of the cycle. It can be heard every-

where over both backs. Pulse is small, sustained and of fair

pressure; the vessel wall cannot be felt.

Labor.—The first stage was slow and tedious, but patient

showed no ill effects. The membranes were ruptured as soon as

the OS was fully dilated, and the head came down well. Low
forceps applied and delivery effected easily. Second stage lasted

ten minutes. No anesthesia. Placenta pressed off in twenty-

five minutes. Puerperium uneventful. Discharged on four-

teenth day.

Case No. 1458.

—

Aortic stenosis with mitral insufficiency.

Poor compensation.

Iv. A., get. thirty-five, IX-gravida. Admitted, February 20,

1907; confined, March 28; discharged, April 10.

Patient has had six living children and two miscarriages.

Oldest child is now fifteen, the youngest six years old ; last mis-

carriage was in 1905 at three months. In previous pregnan-
cies she suffered much from vomiting; labors w^ere normal,

the puerperium also; was alw^ays able to resume household
duties soon afterward. Last menstruation began July i, 1906.

She entered the Royal Victoria Hospital on February 5, 1907,
complaining of swelling of feet, palpitation and a sensation of

smothering and choking. She was transferred to the Maternity
on February 20.

Palpitation and breathlessness were first noticed seven years

ago and lasted five months (three at home, two in the hospital).

A year subsequently she was confined in the Maternity. Since

then she has not been able to do any hard work. Had a severe

attack three years ago and was again confined to bed for five

months (at home). After that attack she w^as able to be about
until last November when she took to bed and has not been up
since, being troubled a good deal with cough and hemoptysis.
The legs were never swollen until this last attack.

She is poorly nourished; the skin and mucous membranes pale,

with a cyanotic tinge. She assumes the orthopneic position;

breathing is quiet: there is distressing cough, with blood-

tinged expectoration ; the lungs are clear.

There is pain over the precordia. Pulse, 100, soft, collapsing,

of small volume and low tension. No capillary or venous pulse.

The vessels are somewhat thickened. Dift'use pulsation is palpable

over precordia Apex beat is palpable in sixth interspace four

and one-half inches from mid-sternal line. A distinct systolic

shock is felt at apex with a fine systolic thrill when patient sits

up. Slight diastolic shock best felt over pulmonary area. A'ertical

dullness at second intercostal space: transverse four and three-

fourth inches to left and one and one-fourthinches to right of mid-
sternal line, at level of fourth rib. At apex, first sound is sharp,

second sound accentuated, with loud, blowing systolic murmur
transmitted to axilla. At base both sounds are accentuated;
pulmonary very sharp. Over both pulmonary and aortic areas is
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heard a rough, systolic murmur, most distinctly over pulmonary.
Over third left costal cartilage there is a soft, blowing systolic

murmur transmitted up and down the sternum. No ascites.

It was decided to induce labor as soon as the child was fairly

viable. A bougie was inserted at 3 p.m. on March 27. Next
morning the pains were strong and regular; at 4 p.m. the os was
fully dilated. The membranes were then ruptured. A few
whiffs of chloroform were given, forceps applied to the head at

the brim and a living child easily extracted. The placenta
separated in six minutes and was easily pressed off. A hypo-
dermic of strychnin, gr. 3^^, was then given. The puerperium
was uneventful and both mother and child were discharged in

fair condition on the fourteenth day. No special treatment was
given for the heart condition, other than rest in bed, careful

dieting and attention to the functions of bowels, kidneys and
skin.

Contrary to advice, she insisted upon going home on the four-

teenth day (April loth). She was admitted to the M. G. Hospital
on April 23, and died there on the twenty-sixth of acute dilata-

tion of the heart.

Case No. 1807.

—

Acute dilatation and hypertrophy of heart

with endocarditis involving both aortic and mitral orifices. Mitral
probably secondary. Poor compensation.

K. D., set. twenty-five, Ill-gravida. Admitted, September 11,

1907; confined, September 12; discharged, September 30.

Patient was married July 4, 1902, and has had two living

children, the elder is now three and one-half and the younger
one year old. Both times pregnancy, labor and puerperium were
normal.

Clinical Note by Dr. Hamilton.—Patient very anemic, no
dyspnea, lies comfortably in bed.

Pulse fairly full. Slightly collapsing. Very faint capillary

pulse in fingers. Right radial fuller than left; carotid pulsa-

tion seen in neck. There is no definite venous overfilling, but
along line of internal jugular veins is seen a diffuse wave;
external jugulars negative.

Heart.—Inspection difficult on account of size of breasts.

Diffuse impulse is felt over precordia. Slight pulsation of ster-

num. Over aortic area, there is a suggestion of a systolic thrill.

No palpable accentuated sound. Marked sensitiveness over
sternum.
Deep percussion is forbidden by pain, but the following is on

record : deep dullness six and three-fourths inches transversely

from a point one and one-fourth inches to right of M. S. L.
At apex, first sound weak, accompanied by a systolic murmur;

second sound somewhat sharp.

Pulmonary Area.—P^ weak, accompanied by a very similar

systolic murmur; P^ accentuated.

Aortic Area.—A^ sharp, very comparable to P^ Systolic
murmur.
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Tricuspid Area.—Systolic murmur, maximum intensity at

second left space. The same murmur heard well at first right

space and at tirst right I. C. C, but not quite so loud here. The
murmur is heard in vessels of both sides of neck; second sound
is also audible here. In left axilla systolic murmur is faintly

audible. On auscultating from left axilla over apex to pul-

monary area this murmur is heard with increasing loudness.

No diastolic murmur is heard, the second sound being clear-cut

and not followed by diastolic murmur.
Diagnosis.—-Acute dilatation and hypertrophy of heart.

Endocarditis involving both aortic and mitral orifices—the

mitral involvement being likely secondary.

Labor began at 4 a.m. and was very rapid. Pains came
on suddenly and forcibly; the membranes soon ruptured (5.15

A.M.), the head descended rapidly and emerged transversely,

occiput to right.; one coil of cord about neck (5.25 a.m.). Pla-

centa detached in ten minutes and came away spontaneously.

On the second day postpartum, patient complained of great

difficulty in breathing. The distress and smothering were re-

lieved by hypodermic of morphia, gr. {, and sleep was secured.

Morphia was continued daily for a week. When discharged
(September 30), she was found to have improved markedly
since admission: the edema and dyspnea have disappeared,
the heart is somewhat smaller in size and the sounds are

clearer.

On December 26, she was admitted to the M. G. Hospital with
chronic interstitial nephritis and was discharged improved in two
weeks.

Case No. 17 19.

—

Myocarditis, acute.

E. P., aet. twenty-four, V-gravida. Admitted, July 21, 1907;
discharged, August 23, undelivered.

Patient is a dressmaker; entered hospital on account of gen-

eral weakness and pain in back and abdomen. She has had four
living children and one miscarriage; the eldest child is now seven;
the youngest nearly two years of age. There is nothing special

in the history of previous pregnancies. There is no history of

rheumatism, chorea or alcoholism and she seems to have been
a very healthy woman. When she came to ^Montreal, about
two months ago, she was in good health, but a month later she

fell downstairs and hurt her back. For a few days she suffered

from distressing frontal headache and from frequent micturi-'

tion (especially at night.) She continued working for a couple
of days after the fall, but fainted twice and had to stop on ac-

count of great general weakness and breathlessness on the least

exertion. When lying in- bed there is no dyspnea and no cyano-
sis. Lungs clear on percussion and auscultation.

Heart.—Rather forcible impulse, especially in nipple-line.

Vessels of neck pulsating. Cardiac impulse not forcible on
palpation, no thrill; point of maximum intensity in fifth left inter-

space 1 1 cm. from mid-sternal line. Cardiac dullness, vertical
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at third rib; transverse 2 cm. to right and 11 cm to Ipft nf
mid-sternal line at level of fourth rib

^^

Apex.-UeaTt-sounds irregular, due to occasional redupli-cation ot second sound. A soft systolic murmur of varvTng^n-

rXr''hr'"^"'' '° ""^"" ^^^^"^ ^°""^ -dible at fpS,

Trtc^^^ia?.—Systolic murmur louder, becoming still louder on

interspace

Base.~F^ accentuated; A^ sounds valvular in qualityTne irregularity due to reduplication of second sound rbestheard at base and is heard everv third to fourth beat

rhythm.
''' '"'''" '" ''°^""'' ^""^ ''"'^°"' ^^^^^"^^^ ^"'^'^^ce and

Patient was kept quiet in bed, a hypodermic of morphia <^rh given 4 q. h. for a few days and an ice bag put over the n?ecordia. When the symptoms were relieved.^ Pil B aud wasgiven and improvement was rapid. She sat up in a chair fo?two hours on August 11, and was discharged in^good condTtionAugust 23 promising to return at the time of confinementHowever two months later, she had to go home to West ?S
'

but was feeling well and quite able to undertake the journey
Case No. 2093.—Mvocarditis chronic
S. McH aet. forty, XlV-gravida. Admitted, March i. iqo8-

March'?: ' " ''' ^^"'"^^"^^' -^^-^h 22; confined and di^d,'

No history could be got of trouble in previous pre-nancie^except that there was an adherent placenta after thelastlabo?'Patient showed some signs of mental disturbance and was ev[:

s^TX.lTh^tot o^'r
''' 'fl'T °^ ^^^^-- Subsequentlysne gave a histor> ol chrome alcoholism and of occasional fainting fits during this pregnancy. As the pains had en kely disanpeared and there were no signs of labor, at her own ur4ntrequest she was allowed to go home on March 16. She resumedon the 22d with pains coming at long intervals TeiZerature normal; pulse 120, irregular in rhvthm, no murmurs

set in 31arch 24, at 7 a.m., but soon disappeared- thev be-

f^neoSlv 'af?:" "rhe'
' ";^' ^^^ "f"^^^"'^

ruptured^pon-

he^r? t2^ V^ .?
maternal pulse was then 118, t'etalheart, 162 The second stage was short, four or five pains in alland a living child was born; no anesthesia was „Lrl ?ff

'

the birth of the child, the mother's condidon eemed 'ood InJthe pulse fell to 96. But the uterus did not contract'wp Z^iconsiderable blood came away. About fifteen mfnutes after

b camf.tl ' 'aVT '^^".^'^^ ^"^^-^^ -"the pi ebecame Aveak. A hypodermic of strychnin, gr. ' was ?ivenbut as there was no response, a hy'podermic of^ 'camphor "l.
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nxv. (camphor, gr. i) was administered and she ralUed a HUle.

Next, a submammary infusion of 600 c.c. normal saline solution

was given and she seemed to get much better. As the placenta

had not come away in three-fourths of an hour and there was still a

little trickle of blood, it was decided to remove the placenta man-
ually. It was found to be closely adherent along the right side

of the uterus and in the right cornu. After the removal of the

placenta another hypodermic of strychnia, gr. t;V, ^vas given, and
as her condition did not improve another hypodermic of cam-
phor oil, tT^v., was administered. The condition, however, grew
rapidly worse. Artificial respiration was tried, but in spite of all

efforts she sank and died at 3.05 p.m.

At the autopsy, the following anatomical diagnosis was made

:

Chronic myocarditis; chronic nephritis; chronic pleuritis;

chronic endometritis; pulmonary edema. The child (full-

term) weighed at birth 3055 grams, but lost weight steadily

and died on the eighth day, weight 2415 grams. It was nursed

for a time by a patient in the ward whose child was thriving

well, and then, when it became weaker, breast milk was pumped
out and fed to it; whey mixture and modified milk were tried, but

it seemed to be unable to digest anything.

605 Dorchester Street, W.

DISEASES AND INJURIES OF THE CERVIX UTERI.*
BY

P. F. CHAMBERS, M.D.

The more spectacular work upon the other structures within

the female pelvis during the last twenty years has so absorbed

the attention of the medical profession that a paper upon the

diseases and injuries of the cervix uteri may appear at first

thought as a step backward or as a glimpse into former gyne-

cologv. At the same time, there is no organ the treatment of

which should more properly come up for discussion before this,

an obstetrical and gynecological society.

Situated as it is, concealed and protected by nature, it is

subjected to more traumatism and infection, and I might also

say more surgically abused than any other structure of the

body.

It is merely a sphincter guarding the uterine cavity. It is

sparsely supplied with lymphatics so that its inflammations

are rarelv transmitted to the surrounding tissues. On the other

hand, it participates in most of the inflammatory troubles of the

bodv bv either direct extension or on account of the acrid

*Read before the New York Obstetrical Society, May 12, 1908.
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discharges over its mucous membrane. Its comparative free-

dom from nerve-supply, while a blessing to the woman during

parturition, is, nevertheless, a cause of its insensibility to injury.

As a consequence, the injury may go undiscovered for years or

until attention is attracted to it by other resulting serious con-

ditions. For similar reasons, infection may lurk dormant in

the mucous follicles for months, only to be awakened by some

subsequent event, such as parturition or traumatism. This

explains a sudden attack of vaginitis or severe endometritis and

salpingitis following parturition months after exposure to a

gonorrhea.

There are rarely, if ever, any acute constitutional symptoms,

such as chills, fever or malaise, associated with cervical inflam-

mations, but they are usually attended with a dull, heavy or

dragging feeling in the pelvis, and with uncomfortable or burning

sensations in the vagina. The general health is somewhat
impaired, but the reflex nervous symptoms are varied and

numerous. Among these may be mentioned backache, head-

ache, a capricious appetite, poor digestion, constipation and

emotional hysteria. All inflammations of the cervical glands

are attended with a secretion varying in character from thin

serum to thick mucus, sometimes streaked with blood. Often

it is profuse in quantity and so tenacious that it can be neither

wiped nor washed away and can be removed only by the curette

or suction syringe.

When the outlet of a cervical gland is occluded, the gland

becomes distended and often protrudes, then forming what
is known as a glandular polypus, but ordinarily the pent-up

secretions distend the glands throughout the interstitial tissue,

producing what is known as cystic degeneration, the mostcommon
and remotely the most dangerous of all inflammatory diseases

of the cervix, owing to their tendency to undergo an epithelio-

matous change.

If the cysts thus formed are few in number, they can readily

be treated by simple puncture and the application of carbolic

acid to their lining. If they are numerous, the entire cervix

should be thoroughly curetted with a sharp curette, or longitudi-

nal incisions should be made down to the bottom of the cysts,

followed by repeated applications of equal parts of carbolic acid

and tincture of iodin, associated with the use of wool tampons
saturated with borosalicylate of glycerin.

Glandular polypi can be easily removed by torsion or excision

r
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with scissors without a local anesthetic. Care should be taken

to see that all bleeding has ceased before the patient is allowed

to leave the table, especially when this operation is performed

elsewhere than in a hospital. I have frequently known severe

hemorrhage to follow the removal of a small polypus—a serious

sequela for both patient and physician.

Frequently, when there is inflammation of the glands with no

stenosis of their ducts or when the discharge from the uterine

cavity is of an ichorous character, there is an exfoliation of the

epithelium of the cervix, producing an ulcerated appearance.

This condition was formerly called ulcer of the cervix. The
surface is not dejiressed by loss of tissue, however, but is really

elevated. The condition is a granular erosion and is properly

treated by attacking the cause rather than the eroded area.

If it is due to a uterine discharge, treat first the endometritis;

treat the cervical glands if they are at fault; remove a pessary

if it offends.

If an iullammation of the cerxix is due to a septic, especially

a gonorrheal infection, an attempt should be made at once to

check its advance and to prevent, if possible, an invasion of the

deep-seated tissues. The canal should be thoroughly cleansed

of all discharge and applications of a 50 per cent, solution of

argyrol should be made daily up to and just through the internal

OS, followed by tampons of borosalicylate of glycerin. These

tampons should be removed six hours later and a vaginal douche

of four quarts of hot. 1-10,000 bichlorid solution given. As
the acute inflammatory symptoms subside, the applications and

douches should be given at longer intervals, but should not be

discontinued until all symptoms have disappeared and smears

show no gonococci.

Cervical hypertrophy may simulate prolapse of the uterus.

Upon bimanual palpation, however, the fundus is found to be, as

a rule, higher than normal, due to its being pushed up by the

large cervix, instead of being in a condition of prolapse.

In amputating a hyjiertrophied cervix care should be exercised

to avoid wounding the bladder, as its wall is often involved. A
sound inserted in the bladder and the finger in the rectum are

necessary guides when performing this operation.

Cervical stenosis, although occasionally a congenital lesion,

is much more frequently a result of a surgical operation or the

application of caustics. The canal may be so contracted as to

form a complete atresia, causing in time a hematoma of men-
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strual blood. The condition is possibly relieved by a bilateral

incision, but sometimes it is very difficult to cure. It may
necessitate a long course of treatment, owing to the tendency

of the cicatricial tissue to contract. Repeated dilatation and

the use of a glass-stem pessary may be necessary.

If the stenosis is of an inflammatory character, the cure of

the inflammation by incision and applications as in the treat-

ment of cystic degeneration will readily relieve the trouble.

I do not think it ever advisable to use gauze packing in the

treatment of any of the diseases of the cervix. The gauze soon

becomes stiff and hard and, instead of assisting, prevents

drainage. The natural position and structure of the canal

permits free drainage. When a necessity exists that the canal

should be kept open, it can be more effectively done by the

glass-stem pessary than by gauze.

The above remarks refer only to the acquired stenoses. A
congenital atresia belongs more properly under the head of

malformations and consequently is not considered in this paper.

Secondary tubercular disease of the cervix is very common,
but a primary involvement is rare, only a few cases being

reported. The question of an operation for this condition

depends, of course, on the extent to which tuberculosis is pres-

ent elsewhere in the body. At times no operation is advisable;

at other times a high amputation of the cervix or a hysterectomy

should be done.

Of the malignant diseases of the cervix, epithelioma, carcinoma

and sarcoma are all of frequent occurrence and m^y attack the

cervix primarily or secondarily. In the case of carcinoma and

sarcoma a hysterectomy alone is advisable—a procedure, the

description of which is not within the scope of this paper. If

the tumor is an epithelioma, fortunately the most common
form, a high amputation of the cervix may be all that is required.

In this case, care should be oljserved that the circular incision

includes a strip of vaginal tissue all around the cervix, and the

dissection should be carried well up to and even slightly above

the internal os. The other words, be careful to remove all of the

cervical tissue. Should there be the slightest question of the

tumor having extended higher up, of course the entire uterus

should be removed, but my experience has been that a high

amputation accomplishes everything that an extirpation could.

If there is a return of the disease, it is much more apt to be in

the vaginal wall than in the remaining portion of the uterus.

5
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Owing to the fear that cystic degeneration of the cervix

—

a condition very common after lacerations of the cervix—may
undergo an epithehomatous change, there is a disposition on

the part of many surgeons to amputate all cases of lacerated

cervix, instead of performing the operation of trachelorrhaphy,

or repair of the cervix. I doubt whether many women ever

bear a child without having a laceration of more or less extent,

and while a score of years ago the pendulum swung too far in

the direction of only repairing the lacerations, I think that,

during the last few years, the trend has been too far in the other

direction.

In many cases where amputations of the cervix are performed,

and often because they are easier to do, the operation of tra-

chelorrhaphy would, in my judgment, have been a much better

surgical performance.

The operation of trachelorrhaphy as perfected and taught

by Emmet restores the cervix to its normal cone shape, the

lining of its canal is inverted and relieved of the former constant

exposure to infection and traumatism, the tendency to cysts

quickly disappears and the muscles of the cervix regain their

tone and are prepared to fulfill their function in the next preg-

nancy. Emmet's operation should be thoroughly performed,

the denudation accurately and carefully made, and the sutures

passed at right angles to the cervical canal and not antero-

posteriorly as is so frequently done.

In closing this paper, I feel that an apology is due for its

fragmentary character, but the subject is so large and the time

for its presentation is so short, that I felt that the few personal

views given would jirove to be the most acceptable to this

society.

49 W. Fifty-seventh St.

GANGRENE OF THE PUERPERAL UTERUS.*
BY

.\. J. RONGINSKY, M.D.,

New York.

Instructor in Diseases of Women, Postgraduate Medical School, Adjunct Gynecologist

Lebanon Hospital.

This condition is very rare, particularly where the gangrenous

process involves the endometrium and muscular coats of the

whole uterus. Standard text-books on obstetrics and g>'necology

* Read before the Eastern Medical Society, Mav 8, igoS.
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make no mention of it, and in the literature very few cases are

reported. The following case is therefore of interest:

Mrs. M. H., forty-four years of age, born in Germany, house-

wife, was admitted to the Lebanon Hospital to the service of

Dr. Ralph Waldo, March 26, 1907, with the following history:

Family History.—Mother died two weeks after confinement,

father alive and well; no history of cancer, tuberculosis or dia-

betes in the family. Four years ago patient underwent an
abdominal operation for prolapse of the uterus, otherwise she

had not suffered from any injury or disease. She began to

menstruate at fourteen, and has always been regular, every four

weeks the flow lasting five days, and being moderate in amount
and painless. Her last regular period occurred on December
20, 1906.

Obstetrical History.—Had one child twenty years ago at full

term ; labor was instrumental. Second child was born at seven
months, eighteen years ago. Patient remained in bed for ten

days after labor. She had three abortions previous to the pres-

ent one, spontaneous in occurrence and not followed by fever.

Present history dates back to two weeks before admission when
patient began to flow. This continued until admission. It

came on spontaneously and was not accompanied by any pain
until the night before, when the patient commenced to have
pain in the back, bearing down in character, which lasted for

several hours. During these two weeks, although the patient
did not take to bed she could not attend to her usual household
duties. She felt as though her womb was falling out. On ad-

mission the fetus was found in the vagina, one hand protruding
through the vulva. It was removed. The placenta was not
expelled at first, but came away after a douche. Both fetus and
placenta were entire, but very foul and gangrenous. Patient
was taken to the operating-room and on examination it was found
that the cervix was fully dilated, the endometrium hanging in foul

black shreds, the uterus enlarged to the size of the third month
of pregnancy. The patient was not curetted. There was a
small red spot on the left side of the crest of the ilium about four
inches from the anterior superior spine ; this spot has enlarged
and others have appeared. Temperature was 98°

,
pulse eighty-

eight, respiration twenty-four.
Physical Examuiation.—Patient lies on her side; is conscious

and rational, well nourished, muscles firm. Skin of face is flushed

but there are spots of vesicles, many of these are confluent.

Pupils are small, equal and react to light and accommodation.
Tongue dry and fissured. Mouth and pharynx are dry and
brown, Uvula is stuck to the liard j^alate. Tonsillar recesses

ver}' distinct, tonsils shrunken. Heart sounds are distinct and
regular, no murmurs heard. The heart is not enlarged. Pulse
full, strong, regular, of moderate tension, vessels not thickened.
Lungs negative. Abdomen distended and shows general rigid-

ity. No masses palpable. Liver and spleen could not be felt.
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Over the lower end of the sacrum there is a large angry red

patch about four inches square, the deepest congestion being in

the center; there are other patches on the buttocks between the

spine and axillary line on the left side; two are over the crest of

the ilium. Numerous fine white elevations can be seen upfm
these red bases, also some dark red and black spots some of

which are flat, others elevated and fluctuating. The borders of

these congested areas are indistinct, no crusts present.

March 27, temperature normal, pulse 120, Vaginal discharge

very offensive. On examination, the cervix appeared like a

dark spongy mass and on exploration of the uterine cavity with

a sound the same spongy condition could be felt. A section for

pathological examination and cultures of the discharges were
taken. Patient commenced to vomit large quantities of fluid.

Blood examination showed hemoglobin 90 per cent., white cells

32,400.
March 28, temperature, 97°; pulse, 100. Patient slept the

greater part of night. Appeared brighter; voided urine involun-

tarily. Vaginal discharge still very offensive and of foul odor.

March 29, condition about the same.
March 30, general condition grew worse. Developed ill-look-

ing sores of lips and mouth, vomiting continued; temperature
103°, pulse 120, respiration 26. Cultures taken from cervix

showed pure growth of gonococci. Blood examination showed
hemoglobin 80 per cent., white cells 15,800. Urine showed traces

of albumin, no casts, a few pus cells, specific gravity 10 17.

March 31, general condition very bad, at times delirious.

Temperature, 98 to 99}°; pidse, 98 to 120. Had no control

of the sphincters.

Pathological Report.—^Cultu-re from cervix on agar-agar broth

and blood serum showed a mixed infection of gonococci, staphy-
lococci and streptococci. Culture from blood on above media
showed no growth, blood smear showed some pallor of red cells;

red cells, otherwise, normal ; white cells increased in number, rela-

tive increase of polynuclears. Dift'erential leukocyte count showed
polynuclears 89 per cent., small lymphocytes 5 per cent,, large

mononuclears and transitional 6 per cent., white cells, 16,800;

hemoglobin, 80 per cent.

Patient's condition grew worse. She did not respond to stimu-

lation. Operative interference was not deemed advisable on
account of profound shock that patient was in. She died April

5, at four A. M. An autopsy was performed the same day and
the pathologist's report of the uterus was as follows: Section

of the uterus of Mrs. H. shows marked desquamation, degeneration

and necrosis of the mucous membrane. There is an infiltration

of round cells between the muscle bundles, with consequent
degeneration and necrosis of muscle-cells, a similar infiltration

between the muscular and nuicous layers of the uterus. The
muscle-fibers also show fragmentation and necrosis. The blood-

vessels are all filled with thrombi. Inflammation about the
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vessels is marked, as shown by degeneration of cells. The glands
of the uterus take part in the same process.

Diagnosis.—Gangrene of uterus involving the mucus and
muscular layers.

The only similar case recently reported is that of Schmidle-
chener of Tauffer's clinic of Buda-Pest, this being the only case
among thousands seen in the course of twenty-three years, and
in that case the cervix and the lower third of the uterus was
only involved, the posterior wall being slightly involved, while
in this patient the whole uterus was involved. As to the etiology,

I believe that the mechanical pressure which took place in the
uterine cavity as it was trying to empty itself during the past two
weeks accompanied by the severe gonorrheal infection which
caused a lesser resistance of the tissues, produced an obliteration

of the peripheral blood-vessels, which in turn caused the moist
gangrene found in this patient.

154 Henry Street.

MOLLUSCUM COXTAGIOSUM OF THE GENITALS
IN HUSBAND AND WIFE AND OF THE FACE

AND NECK IN THEIR INFANT BOY.
BY

J. R. GOODALL B. A., M. D.

McGill University and Royal Victoria Hospital, Montreal.

Mrs. C, aged twenty-three, a Parisian, who had immigrated

into Canada immediately after her marriage, came to me in

March, 1904, to engage me to attend her during her confmment.

She was then about five months pregnant and complained of

frequency of micturition by day, but not by night. I made
a thorough pelvic examination and found her in a perfect state

of health, and the pelvic measurements indicated a roomy,

normal pelvis. The urine also being free from any abnormal

products, I put the condition down to vesical irritability. The
symptoms passed off completely during the late stages of the

pregnancy.

Two months after her first visit, her husband consulted me
about a genital trouble. He stated that about three months
ago he noticed a small wart" on the dorsum of the penis, and
that since then several others had developed, and that he could

not account for the "trouble."

He had been in Canada as chef in a very large hotel, and had

emigrated from France about June, 1902. He crossed to Paris

again to get married and bring his wife with him to Canada. He
had been settled in his new home about three and one-half months
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when the first "wart" appeared. He said the only explanation

of the origin of infection could be found in the fact that he,

when on board ship, crossing to France, frequently had to use

the same towels as were used by other men.

In an endeavor to overcome the disease, he had cauterized the

first one that had appeared with caustic silver, and since then it

had become inflamed, tender, and by friction with his clothing

caused him considerable distress.

Upon examination I found eleven mollusca on the dorsum
of the penis. The largest and the first to appear was on the

free outer surface of the prepuce, about one-half inch behind the

free margin. It was about three-eighths inch in diameter,

its surface black from silver and raised considerably above the

surrounding skin surface. The outer margin was surrounded

by a narrow but distinct zone of inflammation. Upon raising

this crust or indurated surface, a small quantity of pus spurted,

evidently under considerable pressure, and left a cup-shaped cav-

ity with a perfectly smooth base. Morris and Crocker refer to

this spontaneous mode of cure, which in this case was probably

assisted by the action of the silver.

The ten other mollusca lay in two rows down the dorsum of

the penis, as if it might have been a lymphatic extension, which,

of course, is not the recognized method of propagation, though

the regularity of arrangement was, to say the least, suggestive.

These presented the two typical varieties of mollusca: the low

and the polypoidal form.

The low ones which constituted the great majority (seven)

were all of the same general form, though each succeeding one

grew smaller as one approached the root of the penis, showing

distinctly that they were all of unequal age and had arisen one

after another from a common source of infection, namely,

the first one to appear, or that each one as it developed infected

a follicle in its neighborhood and gave rise to a new growth. I

cannot lay too much emphasis upon the symmetry of the growths

in two parellel lines, and the manner in which they so gradually

grew smaller the farther one receded from the prepuce. These

two, especially the latter fact, speaks for a possible slow lym-

jjhatic extension.

The low type, variable in size, rose in a mamma-shaped ele-

vation, with a central unbilication from which the characteristic

white secretion could readily be expressed.

The mollusca were pearly white and the neighboring tissue free
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from inflammation. The acuminate type grew, as a rule, as an

oval mass about the size of a very small pea upon a stem of

variable dimensions.

The umbilication in these, though not so apparent, could

be readily found and it invariably yielded the secretion.

Under cauterization, after expression of contents, the condi-

tion quickly healed. But about two weeks later two very small

mollusca appeared upon the squamous surface of the prepuce.

I immediately warned him against sexual relations, owing

to the contagiousness ; and especially owing to the fact that the

wife was pregnant, which by its congestive influence upon the

vulva would render her more liable to the disease.

This advice he swears he heeded. He brought his wife with

him at his second visit and under a most careful examination

of external and internal genitals not a trace of the disease could

be found.

She was delivered of her child on July 14, 1904. At that

time not a sign of the disease was detectable, and I did not see

the patient again after she had recovered completely from her

confinement until two months later. She then came to con-

sultation, stating that she thought that she had contracted the

same disease that her husband had had. Her nurse had told her

that there was a small pearl-like body on the left labium majus

when she had last seen her, which was on the sixteenth day after

delivery. Of this she had said nothing to me, though I had seen

her sev'eral times after that date.

Upon examination, nineteen mollusca were found over the

genitals. They were confined to the labia majora, outer surface

of minora, perineum and region of the anus. They were chiefly

on the left side. Both varieties were present, and while under

treatment three small ones appeared on the inner side of the left

thigh. They yielded slowly to treatment. At no time, even

under the most careful examination, could any trace of the disease

be found either on the cervix and vagina or on the mucous sur-

faces of the vulva, showing that the bactericidal action of the

genital secretion prevented infection, even though the distal

end of the penis was the part first affected and even though

these surfaces were congested and softened by the pregnancy.

Another reason which may be advanced is the absence of

glands, sebaceous or other, in the vagina, but this argument

does not hold for the inner surfaces of the labia minora and

vestibule.
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Just eleven months later the mother brought her child, which

had developed seven mollusca upon the left side of the neck and

shoulder. These again were typical and of both varieties. They

yielded readily to treatment.

These three cases, apart from being interesting owing to the

extreme rarity of genital molluscum contagiosum, of which

none of the books on genital diseases nor those on skin diseases

make mention, present several features which may throw some

light upon the characters of this rather rare disease.

Undoubtedly the husband first contracted the disease from

some unknown source and through marital relations communi-

cated the disease to his wife, and the most likely means of infec-

tion of the child was, I think, through the contact of the soft de-

licate skin of the child's neck with the left side of the vulva where

the first vulvar molluscum appeared.

It was an L. O. A. delivery and I had had a great deal of trouble

in delivering the shoulders of the robust child, for they had not

rotated, but had "blocked" in the transverse. Doubtless the

mother was infected a long time before her labor, but the disease

did not appear on the vulva until sixteen days after labor and,

if the statements of the husband are reliable, no marital rela-

tions were indulged in after I had advised him.

From this it follows that the period of incubation in the woman
must have been of at least five months' duration, and probably

a great deal longer, and if the child's neck was infected at the

time of labor then the incubation period in its case must have

been eleven months. But as these had been present on the

child's neck for some little while—the mother said about six

weeks—^before she consulted me, we must assume that from the

time of infection to the time of the appearance of the first signs

at least nine and a half months can intervene.

I have already referred to the freedom from infection of vagina

and portions of the vulva moistened with secretion, which fact

is quite in keeping with bacteriological teaching.

Another feature of this case, which has but little bearing upon

the present paper, is that the mother did not develop the dis-

ease about the breasts as is so frequently the case when a child

infected with molluscum nurses or lies against the maternal

mamma.
The patient nursed her child as long as she remained lying

on her back, but as soon as she stood up she could no longer do so.

It would seem that the milk-ducts were completely devoid of any
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sphincter muscle whereby the secretion could be stored up. The

verv copious milk secretion ran from the breasts as rapidly as

it was secreted, leaving the glands quite empty so that the child

was starving owing to the small quantity that it got at each

nursing, and the mother had to change her linen many times a

day, for the quantity that was secreted seemed enormous.

Everv means to store up the secretion failed, except the ex-

pedient of keeping the patient on her back. So artificial feeding

had finally to be used.

HOUR-GLASS CONTRACTION OF THE UTERUS DURING
LABOR.*

BY
ELMER SOTHORON, M. D.,

Washington. D. C.

The subject which I present for your consideration to-night is

one to which every physician, whose duty carries him into the

lying-in room, should give more or less consideration. It is one of

those bug-bears that will, sooner or later, make its appearance

during the management of labor—sometimes very unexpectedly

—

when we will find ourselves ready to grasp or use any means that

will right this very trying condition.

Physicians, as a general rule, have a tendency to lay aside cer-

tain complications of labor, which do not occur daily, for future

consideration. While it is true and, at the same time, fortunate,

that these complications do not arise in every case of labor, yet

we should always have that practical knowledge which will give

us the necessary confidence to deal successfully with them.

The various causes of spasmodic contraction of the uterus, com-

monly called hour-glass contraction, have been given by a num-
ber of writers. The most common ones suggested are irritation

within the uterus, abuse of ergot, abnormal adherence of the

placenta and prolonged use of chloroform or ether. In 1884, this

subject was extensively discussed in British medical journals and

most of the writers expressed a decided opinion that the abuse of

ergot in the second stage of labor was the chief cause.

Also about the same time the Philadelphia Obstetrical Society

devoted much of its time to this subject. Dr. Harlow, its presi-

dent at that time, in introducing the subject remarked that it was

Read before the Washington Obstetrical and Gynecological Society, May 17,

1908.
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a well-established rule in this country that ergot should be given

at end of second stage of labor to hasten delivery of the placenta

and prevent hemorrhage. He asked the question, "Does ergot

hasten or retard the delivery of the placenta?" and claimed that

ergot sometimes overacts and produces irregular contraction of

the uterus, thereby retarding the expulsion of the placenta.

Some have thought that this irregular contraction could take

place only when the placenta was attached to a side of the uterus,

others only when it adhered to the fundus. Budendorf, Aschern,

Pean and other writers have recorded cases where a portion of the

placenta was inserted in the uterine end of the Fallopian tube.

While the location of the placenta, as just mentioned, may act as a

factor in these cases, yet I do believe that the majority of them
are caused by either one of the following two conditions:

First.—An abnormally adherent placenta acting as an obstacle

to contraction over the placental site, while the rest of the organ

assumes its physiological function. The uterus, seeming to recog-

nize the fact that an extra effort is required to throw off the ad-

herent placenta, contracts with unusual vigor. The site of the

placenta, being the weakest part of the uterine wall, contracts with

the least energy and remains in a state of comparative inertia,

and so the placenta becomes encysted.

Second.—The premature rupture of the membranes and the

loss of the entire amount of amniotic fluid, either spontaneously

or gradually, allows the uterus to retract at a certain place, and
conform itself to the surface of the fetus. After the expulsion of

the child, the retracted portion of the uterus being free assumes

its physiological duty, thereby forming this annoying central

stricture. This stricture is either the internal os or the ring of

contraction (Bandl).

I believe clinical evidence will bear me out, when I say that, in

the majority of cases, we will find, after passing this central con-

striction, we have either a partially or a completely adherent

placenta to deal with; or we find a condition entirely opposite

—

a free placenta held within this cavity by a powerful constriction,

the location of which, in this latter class of cases, is nearly always

at the internal os or, properly speaking, the internal os itself. This

condition, in my opinion, is caused by the early escape of the

amniotic fluid—nature's hydraulic dilator—the duty of which we
know to be a forerunner of the presenting part, not only dilating

the internal as well as the external os, but also acting as a liquid

distender, causing uniform contraction of the uterus and, on

i
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mechanical principles, preventing spasmodic contraction. The
mechanism of this condition is easily understood, if we recollect

the strong disposition of the uterus, and especially the internal os

to contract or narrow itself, w^hen the distending cause is removed

and while the placenta remains undelivered.

Artificial irritation by too frequent examinations and awk-

ward appUcation of forceps have been mentioned as a prominent

factor by some writers. The fact that artificial irritation of both

the external and internal os is nearly always produced by the

diflferent methods of inducing premature labor seems to explode

such a theory; since hour-glass contraction rarely occurs in pre-

mature labor, where the early rupture of the membrane is

prevented.

Meddlesome midwifery, has undoubtedly a great deal to do in

bringing about this condition, such as the early rupture of the

amniotic sac, the abuse of ergot and other drugs as mentioned

and the too hasty attempt to deliver the placenta by traction on

the cord, but I do believe sometimes an abnormally adherent

placenta will produce this condition in spite of the physician's

best attention; in fact, he has no way to prevent it, as the con-

traction or stricture is forming while the birth of the child is en-

gaging his attention.

Hour-glass contraction of the uterus may be known by the

fundus reaching abnormally high, by an elastic feel of the

cord and no pains attending, and on palpation the uterus is found

irregularly contracted. The placenta not being in reach of the

finger, the hand is introduced, and the cord is found to pass

through an aperture of greater or less size, and the placenta felt

to lie within the cavity formed by this contraction.

Finding ourselves embarrassed by such a complication, the

treatment should depend upon two conditions:

First.—A partly adherent placenta contained in a cavity whose

walls are poorly contracted, thereby producing hemorrhage.

Second.—A retained non-adherent placenta contained in a

cavity whose walls are firmly contracted and with little or no

hemorrhage.

I believe that the time for the interference of the physician in

the delivery of the placenta in these cases, should be regulated

by the condition of the uterus itself. If we are to deal with the

former class of cases, then we must act quickly; measures must

be adopted to empty this upper cavity, and secure firm con-

traction of the uterus in order to prevent hemorrhage. In the
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latter class, where there is no hemorrhage, I advocate waiting

a reasonable time. In the majority of cases, however, this is in

vain, for time by itself can neither produce the conditions re-

quired, nor command them if they be absent. I have always

objected to making "time" the criterion for action in the lying-in

room and my aversion is by no means abated. A practical

knowledge of the mechanism of labor and certain pathological

conditions, but not the hands of a clock, should be our guide.

In dealing with the complications of labor I am sorry to say that

some physicians still obey a direction but too commonly taught

a few years ago that a certain period of time must elapse before

any attempt be made to deliver an imprisoned placenta, not con-

sidering at all the necessity for immediate action in a certain

class of cases. By following such advice, we may let the proper

moment pass for the successful application of a well directed

force.

In this trying condition, especially in a case with more or less

hemorrhage, it becomes always a matter of necessity to operate,

and this should be undertaken as soon as this situation is ascer-

tained. Antispasmodics and other drugs have been tried with-

out the slightest success. We cannot trust the expulsion of the

imprisoned placenta to nature;,unfortunately, she has been over-

worked or prevented from doing her duty, by being robbed of

force by her prisoner. It is in vain that action of the uterus is

solicited, or that any force, however well directed, is applied to

the cord ; nothing but the introduction of the hand, and that made
to pass the stricture, can relieve the placenta from its confine-

ment. It is to the patient always an operation of severe suffering,

however well conducted, unless the stricture resists very moder-
ately; therefore to add to it, by rudeness or maladroitness, is both

cruel and dangerous. In this operation we should remember that

in introducing our hand into the uterus, we have the expulsive

force of this organ to antagonize; so in order to partly overcome
this force and to relieve our patient of pain, I believe in the

majority of cases the use of chloroform is justifiable. By its use

we avoid resistance on the part of the patient; besides the pas-

sage of the hand through the stricture is certainly made easier,

although Johnstone and others claim that the use of chloroform

exerts no influence whatever on the stricture.

The patient must be placed upon her back, thighs flexed and
the knees well separated, the hand introduced into the vagina

and forwarded agreeably to the direction of the cord, which
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should be taken always as a guide. This will be found passing

through an aperture of uncertain size—sometimes large, some-

times smaller—into which the fingers, one after the other, must

be introduced and its dilation gradually effected, until the whole

hand is enabled to pass the stricture. When the hand has pos-

session of the chamber which contains the placenta, this mass

must be separated carefully, if it be adherent; or if loose, it

must be seized with sufficient firmness to secure its following

the hand when this is withdrawn.

Some little management is required in withdrawing the pla-

ceenta, or rather in seizing it. It must not be grasped by the whole

hand and kept in it while contracting the fingers, or its bulk with

that of the hand will exceed the opening through which it has to

pass. This is not an unusual predicament and has sometimes

been attempted to be overcome by force, to the embarrasment

of the operator and to the serious injury of the patient. During

the introduction of the hand in the uterus, and especially while

contending with the stricture, the uterus must be fixed firmly

with the other hand, it being pressed upon the fundus while pos-

session is taken of the placenta and the hand is withdrawn.

After the placenta is delivered, I have thought it always best to

reenter the uterus to the very fundus, so as to be certain that a

portion of the placenta is not left behind. Firm contraction

should always follow, and if we find, after we have emptied the

uterus, it has failed to do so, we should, by the use of ergot or the

continuous use of compression force the same.

I submit for your consideration the following conclusions:

1. Avoid meddlesome midwifer\', such as early rupture of the

amnionotic sac before it has thoroughly performed its function,

as a dilator or distender.

2. Avoid the use of ergot or other drugs of similar action until

the completion of the third stage of labor.

3. Avoid interference with normal uterine action by the pro-

longed use of chlorform or ether.

4. Avoid the danger of stimulating spasmodic uterine contrac-

tion as well as danger of rupture of the cord by an attempt to

deliver an adherent placenta by traction on the cord.

The result of this latter procedure, I am sorry to say, I have

witnessed twice. It is in vain to attempt the delivery of the

placenta by any traction made upon the cord. By traction on

the cord, the whole of the uterus will sink lower in the pelvis; the

physician imagines that the placenta is descending; he continues
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his traction under this illusion, forgetting that there is a power-
ful resistance at the other end. Thinking that a little more
force will overcome the difficulty, he multiphes it; the cord is

ruptured, and his difficulties are increased. He now becomes
alarmed, the panic spreads to the patient and her family, a con-

sultation is demanded, and another physician robs him of the

reputation he might have acquired by the exercise of a little

discretion.

193 1 I Stbbet. N. W.

TRANSACTIONS OF THE NEW YORK
OBSTETRICAL SOCIETY.

Meeting of May 12, 1908.

The President, Edwin B. Cragin, M. D., in the Chair.

Dr. H. Grad reported

TWO ABDOMIN.-VL SECTIONS FOR PYOSALPINX CLOSED WITHOUT
DRAINAGE.

Case I.—Mrs. B., aged thirty-two, was seen on March 29, 1908.
The attending physician said that patient had been in bed for

seven days with abdominal pain and fever; the temperature
ranging between 99 and 103. . His diagnosis was pelvic peritonitis

and retroversion. For the past three days, patient developed
vomiting and incessant retching, which did not yield to any
therapeutic measures. Bowel movement could be obtained by
enemata, but the vomiting could not be controlled, continuing
even when under the influence of morphine. Patient's con-
dition has grown steadily worse. Facial expression is that of a
septic woman. Pulse, 140; temperature, 104. Extreme ten-

derness at the lower part of abdomen. Bimanual examination
reveals a full pelvis, very tender to the touch. Fundus of uterus
cannot be outlined. It seems to be buried in the general inflam-
matory mass, which extends above the true pelvis. Patient
retches and vomits in a most distressing manner. The following
day at the hospital the leukocytosis was found to be 21,000;
polymorphonuclears eighty-two per cent. An attempt was
made to control the vomiting and retching by gastric lavage.
The patient was propped up in bed and stomach washed with
two quarts of normal salt solution. Before removing the
stomach-tube, half an ounce of epsom salt, in solution, was
allowed to flow into the stomach. No retching and vomiting
followed the lavage for eight hours. During this time patient
had a good sleep. The next day, temperature, 105; pulse, 140-
150. Stimulents given. Bowels moved well. Xo improve-

I
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ment in her septic condition. Temperature and pulse high.

Retching controlled by lavage. Facial expression not en-

couraging.

Under anesthesia, the inllammatory mass proved to be situated

high up. Exploring needle shows free pus, but high up in the

true pelvis. Uterus fixed, immovable. Abdomen opened from
above. Omentum, sigmoid, cecum and intestinal loops adherent
over the pelvis. Abdomen protected by pads. As soon as

intestine was liberated, free pus welled up. Rapid evacuation
of two large pus-tubes. Patient's condition very critical.

Right ovary allowed to remain. Bleeding-point stopped and
abdomen closed without drainage. Patient on the table fifty

minutes. She is in very critical condition. Profound shock.

Stimulant and transfusion given. For twenty-four hours
following operation, patient's condition very critical. Gradual
improvement then began, and on the sixth day her temperature
reached the normal.
From this day on the temperature began to rise and fluctuate.

Inspection of the abdominal wound showed no tenderness.

Pelvic examination negative. A few days later the temperature
having no tendency to subside, the lower angle of abdominal
wound was reopened. Dark, bloody serum escaped, but the

temperature did not subside. \'aginal examination now showed
a slight fullness in the cull-de-sac. Patient's condition septic.

Temperature, 104. Pulse correspondingly high. Under an-

esthesia, an exploring needle introduced behind the uterus
brought out dark, bloody fluid, the same in appearance as that

drained out of the lower angle of the abdominal incision. Cul-

de-sac freely opened. About six ounces of dark blood escaped.
Xo pus was found either in the wound or pelvis. A small gauze
drain introduced. For several days the same dark bloody fluid

drained from the pelvis, the temperature gradually subsiding
with recovery of the patient.

It seems to me had drainage been introduced in Douglas space
in this case nature would have attempted to shut off this foreign

material from the general pelvic cavity and when the infectious

dark, bloody fluid began to accumulate, it could not have found
its way into the pelvis, where subsequently it became so acces-

sible for removal and drainage.

Case II.—Mrs. R. was seen on April 4, 1908. She had been
in bed for about ten days with abdominal pain and backache.
She was treated for appendicitis. Temperature did not range
over 1 01. Pulse, 120. Marked distention of abdomen with
tympanitis. Difliculty experienced in getting bowels to move.
Patient's general condition good. Examination shows a mass
in the pelvis, reaching up to the umbilicus, more to the left of

the median line. After admission to hospital, attention was
directed toward diminishing the abdominal distention with
mild catharsis and enemata. Leukocytosis, 18,000 polymor-
phonuclears eighty per cent. Five days later, the abdomen was
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Opened by a median incision. Universal omental and bowel
adhesions were encountered. A large mass adherent nearly up
to the umbilicus was mapped out, which proved to be a large

pyosalpinx. As soon as the bowel was liberated, free pus welled

up. Patient went into a state of collapse. Rapid enucleation

of both pus-tubes was effected. Abdomen closed without
drainage. The collapsed condition of the patient called for

hasty completion of the operation. Patient placed in Fowler
position, stimulated and transfused. She remained in a critical

condition for about forty-eight hours, then a gradual improve-
ment took place. On the tenth day, the abdominal incision

showed some bulging and tenderness. On reopening the wound
a large quantity of foul smelling serosanguinous fluid drained

out. This drainage became purulent and kept up for about
ten days, when it ceased abruptly, the wound healing by granu-
lation, patient making a good recovery. At no time did the

cul-de-sac show any sign of disturbance. Had posterior drainage
been placed in the case, no benefit could have been derived from
it, as the infected area in the abdomen was above the cul-de-sac.

The posterior drain, under such a condition would have acted

more as a foreign body and complicated the case.

DISCUSSION.

Dr. Ward.—In my practice I almost always use a gauze
drain, wrapped in rubber tissue, through the vagina in cases

which are acute infections. It seems to me it is safer, if you
have an acute infection as shown by the blood-count, at

that time. In the old chronic cases no drainage is necessary.

The main point in cases such as Dr. Grad reports is to

decide whether it is an acute infection at the time of operating
or not; and to act accordingly. Acute infections in the pelvis

I prefer to attack from below rather than from above, if it is

possible to do so, and to make a secondary operation later when
the acute stage has subsided.

Dr. Chambers.—It is absolutely impossible to drain an
abdomen. I have seen a great many cases where an attempt
has been made. The gauze has been put in in different directions.

Many of those cases have died, and on subsequent postmortem
it has been found that the gauze only drained a very limited area
and that there was a great deal of free or serum in the abdominal
cavity. I\Iy pus experience has been that where you put in

gauze, within twelve hours nature shuts off the gauze and the

gauze does not drain; it acts simply as a foreign body. I have
for some time now ceased to drain abdomens, no matter
whether there be free pus or not. I clean out as easily and as

quickly as I can and close the abdomen, and nature takes care
of it a great deal better than you can possibly do. In these
cases of Dr. Grad, I am satisfied that in the one where the
discharge accumulated in the cul-de-sac, if he had put in a
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drain the woman would have died. It would have shut off the

discharge from the cul-de-sac.

Dr. Goffe.—The point, as Dr. Grad has said in his remarks,

is whether or not we should drain the pelvis in cases where we
have large accumulations of pus. Now, I am a great believer

in drainage, and especially in gauze drainage, but I do not drain

through the abdominal incision. In the cases where I operate

through the abdomen and find about such a condition as has been
described, I invariably make an opening in the Douglas's pouch
into the vagina, and pass gauze down from above into the

vagina for drainage. Whether the peculiar gauze that I use

may have a different effect from that which is used by other

operators, I do not know, but my experience has been and my
belief is that this gauze, when placed in the pelvis and carried

down into the vagina, will drain for thirty-six hours, and drain

very efficiently, and instead of its influence being confined to a

very small pocket, I believe that it is a stimulant to the entire

peritoneum of the abdominal cavity. The amount of serum
that is poured out in many of these cases could not possibly

be secreted by any limited space or surface of the peritoneum.

I pack the pelvis quite full of gauze in these cases, until the

intestines are pretty thoroughly lifted up out of it, carrying one
end into the vagina. Now, it is not an unusual thing during the

first thirty-six hours to have the gauze not only saturated with

the serous discharge, but to have the latter carried out on to

the gauze pads that are exterior to the vulva; and where the

cases have been neglected, I have seen it go clear through the

mattress on to the floor. The Fowler position aids materially

in securing favorable results. At the end of thirty-si.x hours
the stimulant is exhausted, and then we have a plastic exudate
that begins to shut off certain areas of the peritoneum; but that

is a good thing at that time; it is protecting against any invasion

from without, and gradually the gauze is removed.
In that first case of Dr. Grad's where there were several

ounces of dirty, bloody accumulation, the latter would have
been drained by the gauze, or it would have been absorbed in

the meshes of the gauze, and as the gauze was gradually drawn
out it would have been removed. That has been my experience.

The gauze is drawn out very gradually from day to day—not

all removed on the second day or the third day—but on the

second day begin to draw it out and pull at it every day,

getting out from three to six inches, according to the resistance

offered or the pain occasioned by the pulling. I never yet have
seen a case where I have used this method that any possible

harm has been done, and my judgment is that, on the contrary,

I have saved a great many cases that otherwise would have been
fatal.

One important feature in connection with gauze drain is

keeping the gauze moist. This is accomplished by boracic acid

douches given two or three times a day. As long as there is

6
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anything to drain, the gauze will carry it off if it is kept moist.
This is true of external drainage as well as of vaginal.

Going hack a little to consideration of the route of attack in

these cases, I thought there was a pretty general agreement in

the profession at the present time that large accumulations of

pus, attended with high temperature, were always evacuated
through the vagina, before any attempt was made to attack
them from above. My ex])erience has led me to adopt that
method, and I have seen reports of work by other men in which
their death-rate has been tremendously reduced. I now have
in mind especially Dr. Noble, of Philadelphia, who reports his

experience in dealing with cases of this character above and
below. He found that while he had a death-rate, in dealing with
them through the abdominal incision, of twenty-five per cent,

when he changed and attacked them through the vagina,
evacuating accumulations of pus, and later attacking them in a
radical operation, he reduced his death rate to between two and
3 per cent. He is only one of many men who have reported
similar experiences.

Dr. Cragin.—Will you be good enough to state the kind of

gauze you use, Dr. Goffe?
Dr. Goffe.—I use an iodoform gauze of ten per cent., that

has been soaking in a bichloride solution, i to 500, for an indefi-

nite period ; when I am about to operate on a case where I think
gauze is required, I remove from the jar the amount I think is

going to be necessary, and put it to soak in a large basin of hot
water. There it soaks throughout the operation, and when I

get ready for it, it is swished around in this basin of hot water
and wrung out as dry as possible. It begins to drain as soon
as it is put in place.

Dr. Murray.—The fault is that we are discussing two kinds
of cases. The two cases that have been narrated are both
acute, and I think if we will separate those from the old chronic
pyosalpinx cases, which we can operate, and close up the abdo-
men, even if there is a little pus, w^e will then see that we
have a different subject altogether to consider. Now, I still

consider, as Dr. Gofl'e has said, that the proper treatment in acute
cases would be to approach from the vagina, although I believe
generally in operating by the abdominal route. I believe that
if that case had a vaginal section made, and the pelvis drained,
the case would have been in better condition for a secondary
operation if it was necessary, and certainly the sepsis would have
been to a great extent relieved, to that the patient would have
got better. Now, in a case where drainage is to be done, I think
it should be done through the vagina, and that the patient
should be in Fowlers position so as to drain. If the doctor
had done that first he would not have had a secondary rise of

temperature. Now, there is another point about the free pus.
There was in neither of these cases free pus; but I believe if

there is free pus in the abdomen, that one of the very best things
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is frequently, as the doctor has described, not to endeavor to

take away the cause of the free pus—a ruptured tube or ruptured
appendix—unless it can be done without handling the intestine

or abrading the peritoneum; but the first thing to do is to make
openings in the abdomen and drain well and in the course of

forty-eight or seventy-two hours the patient is in so much better

condition that you can then operate for the cause and take it

away. I have been impressed time and again when I have seen

ruptured appendices with pus in the abdominal cavity, where
the endeavor to take out the appendix the same as we take out a

pyosalpinx tube would be absolutely fatal. We might as well

let the patient die without that operation, and there would be
no endeavor to save; but by making an incision in the loin and
draining, in the course of three days the temperature subsided

and the case was better, so that an operation could then be done
for the appendix, and it was taken out, and the patient recovered

in a case where I think there is not an operator in this room
would have said there was the slightest chance for that result.

I think we must keep ourselves absolutely accurate in our
statements when we talk about free pus and when we are

considering acute or chronic pyosalpinx. As regards drainage,

I do still believe that drainage does occur through gauze from the

immense amount of discharge. We reduce the congestion of

the peritoneum and certainly we diminish the sepsis in these

patients, as the temperature falls, pain diminishes and they get

well, where otherwise they would not recover.

Dr. Brothers.—The subject of drainage is always a live topic.

I do not know any one subject which has undergone so many
changes within the last fifteen or twenty years as the treatment
of pus in the pelvis, with or without drainage. The first method
that I was taught to follow in these cases was drainage through
the abdominal wound, with the glass tube introduced to the

bottom of the pelvis. That method is still followed by certain

operators whom I saw in Paris, particularly Tufiier, perhaps six

or eight years ago. The work of Clark, of Baltimore, cleared up
the atmosphere in regard to the error of draining all pus cases.

We know, as a result of his investigations, that a little pus of the

chronic or particularly the gonorrheal varieties, may soil the

peritoneal cavity without any danger. As a matter of fact, the

chronic or subacute cases of pus-tubes on which we operate usually

make a better recovery if we do not drain. I think that we all

have seen these speedy recoveries, and I know quite a few that I

have had out of bed within the first week after closing the wound
without drainage. The pendulum, however, is apt to swing
always too much in one direction or the other; and it is wrong to

omit drainage in every case. Personally, I feel that Dr. Chambers
may be wrong when he has discarded drainage altogether in his pus
cases. For instance, as has been pointed out by Dr. Ward to me
in a private talk just now, we meet cases of appendicitis that we
must drain through the abdomen. The vajrinal route of drain-
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age, however, has its indications, and where we have extensive

suppurative processes going on, I do not know of anything better

than the removal of the uterus with the pus tubes in order to

give the freest kind of drainage. Whether it is done through the

vagina or above is a matter for individual opinion. Personally,

I occasionally take out the uterus in connection with pus-tubes,

where the pus-tubes and entire pelvis seem to be intimately in-

volved with the uterus itself in the suppurative process. I be-

lieve that it is wrong to say that you have got to drain every

case; I believe that it is wrong to say that you can get along with-

out draining in every case. I believe that Dr. Murray has hit the

nail on the head. Whether cases are gonorrheal or whether they

are septic, whether they point to the vagina and permit of a

vaginal incision or not under these different circumstances the

individual operator must use his judgment in each individual

case and decide whether he is going to drain, or whether he is not

going to drain; or whether he is going to drain through the lower

portion of the abdominal incision, or whether he is going to drain

through the vagina. As a matter of fact, I wish to summarize
my remarks by saying that the treatment of pus-tubes, after all,

'is a matter of judgment in each individual case.

Dr. Jewett.—My experience agrees with that of Dr. Goffe.

I have had the most satisfactory results in free drainage by the

vagina, which I think is most imperative in acute pus cases. In

chronic pus-tubes, especially where the infection is gonorrheal,

the matter can better be handled by the abdomen. I have
never had reason to regret draining from below. I have some-
times regretted its omission.

Dr. Studdiford.—After placing gauze in the pelvis, I do not

think that adhesions form of necessity. I have in mind one case

with large pus-tubes, in which hysterectomy was performed and
the pelvis packed with gauze, which was drawn out through the

vagina. The woman had a very severe convalescence, but even-
tually recovered. About eight months later she contracted an
acute disease and returned to the hospital, and was in the hospital

some three months, when she died. At the autopsy I was very
much interested as to the condition of the pelvis, in view of the

severe operation that she had had, and was surprised to find that

it was absolutely free from adhesions. The only thing that

could be seen was a white line marking the scar across the broad
ligament. That is probably the history of a great many of these

cases. So I think Dr. Gradwas not justified in saying what he
did about using gause.

Dr. Wells.^The question of drainage in pelvic cases is of

great interest. Personally, I very seldom drain a pelvic pus case.

I never drain them through the abdomen, but do occasionally

drain throughthe vagina if the case is acute and there is free ooz-

ing. As to the cases that Dr. Goffe spoke about, I thought it was
settled long ago that where a patient had a big pelvic abscess,

with a high temperature, we should always open through the
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vagina and drain, and afterward do the more radical operation if

it became necessary. In the cases with pelvic abscesses and a

normal temperature, either the pus has become sterile or the

patient has developed a resistance to the toxins in that particular

pus; in cases like that, if I can leave my pelvic cavity reasonably
clean and reasonably free from disturbed peritoneal surfaces, I do
not drain. As to the formation and persistence of adhesions,

this last week I operated on a case on which three years ago I did

a very severe operation for pus-tubes; the patient was drained
with gauze in the vagina and had a very critical, prolonged,

stormy convalescence. At the patient's earnest request, one
ovary was left in at that time, and because of constant pain
caused by that ovary I was obliged to make a second operation.

Much to my surprise there was not a trace of adhesion anywhere
in the pelvis except about the ovary. Some years ago I operated
on a policeman's wife for an acute puerperal abscess on the right

side of the uterus which had ruptured before operation. The pus
was free in the patient's peritoneal cavity and her condition des-

perate. She was drained with gauze through the abdomen and
vagina. She had a stormy convalescence and hardness for some
months over the lower part of the abdomen. She died three

years later of typhoid. An autopsy was made, and not a trace of

adhesion was found in the cavity. So that it is perfectly certain

that the presence of gauze drain in the cavity does not necessarily

cause permanent adhesions and that adhesions may be ab-

sorbed by natural processes within a limited period of time.

Dr. Goffe.—Temporarily certain areas are cut off by these ad-

hesions; that is, by the plastic exudate that binds the coils of in-

testines together; but in the majority of cases this all clears up
very promptly. When, again, the serous membrane begins to

secrete serum, it digests it and absorbs it and it disappears. I

have come to the conclusion that adhesions remain permanent
only when they have become infected, so that nature goes on and
organizes against resistance; then we have permanent adhesions.

Otherwise, they are always absorbed.
Dr. Grad.—In speaking of free pus in the peritoneal cavity, I

did not mean to convey an impression that there was free pus in

the sense that as soon as the peritoneal cavity was opened pus
flowed out; but I believe that pus had broken through the wall

of the tube, and the adherent omentum kept it from, spreading;

Just as soon as I liberated a loop of intestine free pus flowed.

L
Three days before the operation, case No. i had a marked chill

and rise of temperature, attended with a great deal of pain, prob-
ably the rupture of the tube had occurred at that time. I was
encouraged to close these two cases without drainage, because I

have seen the splendid results in Dr. Chambers' cases. He closes

these cases up, and they do very much better than when drainage
is used. If we can remove the infected tissues and leave a clean

surface, there is nothing to drain. As to have done a vaginal

section first in these two cases, as recommended by Dr. Goffe, and

______



470 TRANSACTIONS Ol' THE

then an abdominal operation, I can only say that the pus could
not be reached from below. An attempt was made, but the pus-

tubes were situated high up, and one could not have evacuated
them without considerable risk to the intestines immediately
surrounding the inflammatory mass. In one case I was able to

get pus through an aspirating needle by the vagina, but I had to

introduce the needle quite a distance before I could get pus. I

made several punctures, and in doing so ran considerable risk.

Finally, I was forced to go from above. Had I been able to

reach the pus from below, I would have evacuated the pus first

and allowed the patient to recuperate before the final abdominal
section.

Dr. p. F. Chambers read a paper on

DISEASES AND INJURIES OF THE CERVIX UTERI.*

DISCUSSION OF DR. CHAMBERS' PAPER.

Dr. Ward.—I would like to speak in regard to the treatment of

cervices that have been originally infected with gonorrhea and pre-

sent the condition of hyperplasia with lacerated or everted lips, and
cystic degeneration of the glands and which pour forth a profuse
cervical leukorrhea, which will not yield to ordinary measures.
Hunner of Johns Hopkins Hospital, not very long ago, brought
forward a treatment of such a condition by the use ot the
Paquelin cautery, making radiating burns on the surface of the
cervical muscosa to destroy the glands. There is practically no
pain by this method and it is available for office treatment. The
cautery is used to make radiating burns about an eighth of an
inch deep extending from the internal os to the external os—two
or three burns at a treatment.' An interval of five or six days is

to elapse before the next treatment. In that way, in the course
of a few treatments, you practically destroy all this secreting

glandular tissue which is productive of this very disagreeable
leucorrhea.

Dr. Stone.—It seems to me that the point Dr. Ward has just

spoken of is one that is worthy of some consideration, and I

should be very glad to know the experience of the men in this

society in regard to the treatment of those conditions, becausejl
am sure that we all appreciate how obstinate this discharge jis

and how hard it is to cure. Recently, I have thought that the
results might be accomplished just as well by the use of the knife;

so that within the past few. months in several instances I have
taken occasion, at the time the patient is under the anesthetic, to

make pretty deep cuts with the knife, radiating all around the
cervix, in much the same way that Dr. Ward has described with
the cautery; and in these cases also I followed this treatment
up for five or six or eight weeks subsequent to the operation,
and I have been greatly satisfied with the results. They have
been very much better than any results that I had previously
obtained by simply scraping the mucous membrane once or

See original article, page 446.
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twice or with the apphcation of carboHc and iodin or any of the
other drugs that have been used for this purpose. It simply,
whatever the cause, destroys these glandular structures. The
cautery is a hard thing to keep in order, and we are oftentimes
without it.

Dr. Ward.—I have employed an electric cautery knife instead
of the Paquelin knife for the same purpose. It is easier to handle in

ordinary cases. This treatment does not cause any violent reac-

tion. The point to be emphasized is that you do not want to do
too much cauterizing at each time and to wait five or six days
until the reaction from the previous treatment has subsided, and
then make two or three more incisions in different parts, and in that
way three or four treatments would practically accomplish the pur-
pose of destroying the secreting glands. It is only suitable in

those cases where there is a marked eversion of the lips, or the
cervix is lacerated pretty well up, so that you can pass the cautery
knife easily beyond the external os. It certainly is, to my mind,
a valuable method of treating those cases where there is a very
profuse, viscid, cervical leucorrhea, which is so common after a

gonorrheal infection of the cervix, and which you can practically

never obliterate by ordinary applications It requires either

something of that kind or amputation of the cervix to cure these

cases.

Dr. West.—There is a point in Dr. Chambers' paper which
I should like to discuss, and that is the treatment of epitheli-

oma of the cervix which is apparently just beginning. The
doctor has advocated high amputation, extending up to the inter-

nal OS, or even higher if the carcinoma has proceeded further. It

seems to me that we have no means of determining, even approxi-
mately, the extent of the growth or the extent of involve-
ment of the uterus. Even the smallest point of carcinoma
may have involved parts much higher or the bases of the broad
ligaments, or have sent little deposits out far afield from the

point of attack. I believe, therefore, that wherever we have a

positive diagnosis—and we should always attempt to make our
diagnosis positive in such cases—we should remove the uterus in

as complete a manner as possible, and I believe that this should
be done by beginning to exsect the vagina with a cautery, dis-

secting up part of the vaginal wall a fair distance—and then
proceeding by the abdomen, unless there is some contrary
indication to that, and removing broad and round ligaments as

much as possible, even to the point of entrance of the latter into

the canals; in other words, clearing out the structures just as well

as possible in every case where you can at all establish that you
have malignant disease of the cervix.

Dr. Jewett.—With reference to treatment in catarrh of the

cervix, most frequently gonorrheal, I have used the method of

Craig with some satisfaction, but with many partial failures. I

have more recently pursued the plan mentioned by Dr. Ward,
which I think was proposed by Cullen—deep cautery lines, four or
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five in number, on each face of the cervical mucosa. I have em-
ployed a common platinum loop or knife heated by the street cur-

rent. The treatment has not been repeated as often as every
five days. The patients have reported a profuse watery dis-

charge lasting for about three weeks. Not until the end of about
that time or a month have I repeated the cautery. The amount
of discharge has been very much abated after a time, and in a
large proportion of cases completely cured. But it seems to me
there is a possible danger in it in gonorrheal infection; I would
like to know the experience of others. In a case now under my
care, a re-infection of endometrium and the tubes occurred after

the cautery, and in still another it seems to have re-kindled an
endometritis.

Dr. Cragin.—How long after the first infection was the first

treatment instituted?

Dr. Jewett.—In the first case it is now five years since the
infection began. At the time the cautery was first applied, the
infection was latent, except for a profuse cervical discharge.
There had been infection of the tubes, and I had opened them both
by vaginal section about two years before the use of the cau-
tery. Except for the cervical discharge, the infection had sub-
sided and the woman apparently was in perfect health. Within a
short time after the cervix was cauterized, there was evidence of
active infection which resulted in a pus collections in the inner
end of one tube. The woman is young, is unwilling to lose any
of her pelvic organs and the pus-tube is being treated by vaginal
drainage.

Dr. Murray.—From observations made, when I had a large
number of these cases under my care in a dispensary, and could fol-

low them, I have learned that where we really determined there was
gonorrheal infection of the endometrium there was almost always
an infection of the tube—a pyosalpinx; that was why a good
many of those cases did not remain permanently cured. I have
in those cases examined carefully a number of times the secretion
from the male in order to see that there was not a reinfection from
a latent gonorrhea, but I have not aiscovered that it was the
cause at all. I have come to regard many cases of reinfection as pro-
ceeding from conditions in the tube which we cannot get at, no
matter what we do to the cervix. I tried the cautery first some
years a^o, after Dr. Byrne had spoken so much about its use
in the treatment of carcinoma and epithelioma of the cervix, and
used it then to destroy the glands, and was satisfied; but I had
much the same experience as Dr. Jewett. Every once in a while
I would light up a case of acute tubal trouble, and twice I had to
operate.

Dr. Waldo.—We have all had infections of the cervical canal
give us much annoyance. A few years ago, I used the electric cau-
tery to destroy single glands in the cervix. I have curetted in a
good many instances, with very little success. The last two
years I have destroyed every cyst that could be found, have
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secured free drainage from the cervical canal, and then, instead of

cleaning the mucus out with pieces of cotton or a syringe, have
made a very thorough application from the internal os out with
peroxid of hydrogen, and continued the application until every
particle of material was removed from the cervical canal,

and have then applied the tincture of iodin. This may seem
very simple, but it is not. In my hands it has been, in quite a
number of cases, successful in curing cervical endometritis. A
number of women have become pregnant after this treatment.

There is another point in the paper that is very interesting to

the entire medical profession, and that is whether we should or

should not perform amputation of the cervix in the early stages

of epithelioma. A number of years ago that was quite a proper
thing to do. Most of us have performed high amputation, and
perhaps have removed a good deal of the adjacent vagina in these

cases. After following this method of treatment pretty generally,

it was abandoned simply because the disease was so apt to return.

I, for one, object to replacing the present method of an extensive

hysterectomy by the older operation of high amputation of the

cervix.

Dr. Mabbott.—Dr. Chambers has referred to the nerve-supply
of the cervix, its lack of sensitiveness to injury, and I would add
also, as I suppose it applies, its lack of sensitiveness to heat or

temperature. As stated in the paper, the vaginal douche is still

in general use for various purposes; but for an interior cervicitis,

so far as its cleansing is concerned, it has never seemed to be any
more valuable than washing the face is for the purpose of cleans-

ing the inside of the nose. Nevertheless, I have my patients use

the vaginal douche, as I find that nearly all who treat these cases

otherwise than by ablation recommend the douche, and that

many come to me, to the New York Hospital, who have used the

douche under my direction, as well as under the direction of

others, and I find that they have done injury to themselves by
using the douche: first, mechanically, by plunging the douche
nozzle directly against the cervix. It is wise, I think, to advise

the patient to put the douche nozzle in more or less towards the

side, carry it up pretty high, and then gently move it about.

Secondly, I find that patients sometimes—in fact, frequently-
come back, and they have a little blister on the cervix; they have
an erosion not exactly at the mouth of the uterus, but on some
other part, usually the anterior lip, that is evidently due to scald-

ing by the water as it escapes from the douche nozzle; and I say
to the patient, "Have you used it too hot?" She says, "I have
used it as hot as I can. I was told to do so." And I say, "I in-

tended to have told you to use it as hot as you can without the

slightest danger of scalding." If a patient is to use a thermome-
ter—a bath theremometer—to determine the heat of the douche, I

think a temperature of no is best. Now, another thing: I find

that it is customary to advise these patients to use a vaginal douche

,

and that there are only a few that seem to realize afterward that
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they have been told how to use the douche. I beHeve the douche
should always be used in a recumbent posture, the patient on her

back, with her shoulders lower than her hips, and there is a

special reason for this, as in this position the vagina holds water.

I believe the principal usefulness of the douche is this: that in

nearly all of these cases there is an associated congestion and
hypertrophy of the cervix, and the effect of a prolonged applica-

tion of hot water on that surface is similar to that of water or

soap suds on a washerwoman's hands. In one or two or three

minutes the parts become congested and full of blood, but in ten

or twelve or fifteen minutes they become wrinkled and shriveled

and the veins are squeezed; the arteries are not compressed; they

bring in just as much blood. But the capillary and venous en-

gorgement are overcome by this squeezing of the entire tissue of

the cervix, promoting a return to a state of normal nutrition in

place of the existing hyperplasia. It is important to tell the

patient not to hang the douche bag too high; it should be hung
only a foot and a half or two feet above the level of the hip so

that the water will run slowly I explain all this to the patient,

and I find that after I have used the illustration of the washer-

woman's hands, the patient ahvays uses the douche slowly, and
always lies on her back to get the drinking effect that we desire

from the hot water as well as the cleansing effect.

Dr. PomEROY.—Most of the discussion this evening has been on
inflammatory conditions of the cervix. I may be pardoned for

making a brief report of a peculiar injury to the cervix that oc-

curred at the Kings County Hospital on Saturday. We have all

seen cases in which the forceps have been applied recklessly and
carelessly to the undilated cervix, and presumably the forceps

have been forced into the lateral fornices and some portion of the

cervix torn away. The injury in the case I refer to might be com-
pared to that except in the respect that it was more excusable.

When I saw the case the child's heart had gone up to 170 and the

patient was in poor condition and the head still in the cavity.

The cervix was nearly obliterated except for the edematous an-

terior lip. I arranged for the interne, who had not had any
great experience with forceps, to deliver with forceps, and he

made the application satisfactorily. I had some difficulty in in-

structing him how to make the axis traction without axis traction

apparatus, and on delivery of the patient I found projecting

from the anterior commissure the edematous anterior lip of the

cervix perforated by a "buttonhole" as large as a half-dollar.

The injurv was obviously a result of incorrect traction and com-
pression of the edematous lip between head and symphysis. It

is hardly necessary for me to explain that amputation of the two
horns of that dilemma was the only way out of the difficulty.

There was no hemorrhage whatever.

Dr. Grad.—In cases of chronic cervical catarrh I have used

a method of treatment that has given good results in those

cases where there was no infection; cases that were simply
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chronic. I have found that gradual dilatation and sounding
has been very effective. Without cauterization, without using

harsh measures, without harsh applications, I could get a cervdx

into a normal condition in very much shorter time than by other
methods. When granulations are present I have used balsam of

Peru and castor oil, a mixture that is used on fresh wounds in

surgical clinics. I have not used the cautery method that has
been described this evening. As regards the traumatic cases, I

was much interested a few weeks ago in seeing a case where I

was called in by the family physician, who said that something
very peculiar was protruding from the vagina. On examining
the protruding piece of tissue, I found that it was eight inches

long, and about an inch broad. I traced it up to the uterus and
found that it was a complete tear of the cervix and only hanging
on to the organ by a very small pedicle. I tied it off because I

was not in a position to do an operation for stitching it in place.

In looking up lacerations of the cervix, I came across some inter-

esting statistical studies: First, as to the seat of the laceration.

It has been found that the lacerations are on the left side in

about 40 per cent.; on the right side in 14 per cent.; on both
sides in 30 per cent, of the cases. It is said that under abso-

lutely normal labor the lacerations will occur in 12 per cent.: in

rapid deliveries in about 22 per cent.; while in tedious labors

they will occur in 30 per cent, of cases. So you see that the

largest number of lacerations appear to occur after a tedious

labor. Now, what is also of interest is that in forceps delivery

the percentage of lacerations is exactly the same as in normal
deliveries. In regard to the after-effects of laceration, the

statistics show that only 17 per cent, of cases remain free from
some disturbance of menstruation; after a laceration of the

cervix severe enough to require an operation, 83 per cent, of

cases have some form of disturbance of the menstruation in

subsequent years. These studies would point to the value of

the operation of repair of the cervix, and even the necessity

of repairing lacerated cervices. I was much interested in

a case of severe laceration of the cervix, that had a symptom
that was of interest to me in this way. This patient complained
of a circumscribed area of pain on the left side of her abdomen,
on what would be the (McIBurney) point on the left side. This
localized pain was very persistent, and it puzzled me for a
good while. After I had examined the patient carefully and had
her under observation, I advised her to allow me to close the cer-

vix. As soon as that cervix was repaired, the pain entirely disap-

peared. I believe that many cases of lacerated cervices produce
reflex symptoms.

Dr. Wells.— I wish to call to the attention of the members
the very good work recently done by Sampson at Johns Hopkins.
His paper was accompanied by some very beautiful plates and
sections of uteri showing cancer of the cervices, and the plates

demonstrate very clearly and conclusively that sometimes what
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would appear to be merely a tiny bit of beginning of carcinoma

on the external os may have a thread of cancer running way up
into the cervix or into the parametria. My experience is the

same. No matter how small the area of carcinoma may appear

to be, your operation must be radical and thorough, for you

cannot tell how extensive it is.

Dr. Currier.—I had intended to be merely a listener this even-

ing, for it has been very pleasant to hear the discussion and

to hsten to Dr. Chambers' narration of the pathology of con-

ditions which we learned so many years ago under our revered

teacher, Dr. Emmet. As I review my own experience, in recent

years, away from the more extensive field of the metropolis, I am
reminded of the statement of Dr. Emmet, that probably the rea-

son why we see fewer of these pelvic lesions nowadays than we did

is because the obstetrical treatment is better; and I must say

that I have seen fewer of these pathological conditions of the cer-

vix during the past ten years than when my practice was ex-

clusively here in the city. It has happened to me, within the

period mentioned, to be in consultation in no inconsiderable

number of serious obstetric cases in which at the time I observe

a laceration—a very marked laceration. In following up these

cases I have been surprised to see the completeness of the heal-

ing process if they receive proper care during the puerperium,

so that the necessity for an operation was done away with.

It occurs to me that perhaps in a good many of these cases, by
milder methods and by careful hygienic precautions, we might

obviate the necessity for the operations which have been so fre-

quent in the past. In regard to the catarrhs of the cervix which

have been spoken of, my experience, in the last few years, has

been that in most cases they would yield to mild treatment,

milder than the actual cautery and cutting procedure. Conse-

quently, my surgical experience in this line during this period has

diminished, and perhaps I am a little inclined to temporize with

cases which years ago I would at once have thought necessary to

operate.

TRANSACTIONS OF THE NEW YORK
ACADEMY OF MEDICINE.

SECTION ON GYNECOLOGY.
Meeting of April 23, 1908.

The President, William S. Stone, in the Chair.

Dr. Charles F. Adams reported

TWO cases of fecal FISTULA, ONE ABDOMINAL, THE OTHER
ILEOVAGINAL. OPERATION. CURE.

Case I.—This patient was referred to him July 23, 1907, by
Dr. F. M. Burke, of Brooklyn, with the following history. She
was forty-six years old, was married at seventeen, had seven
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children, the last fourteen years ago. Her labors were all nor-

mal, but quite hard; no instruments were used. She had no
miscarriages. Her menstruation was regular, every twenty-
eight days, always quite profuse, and lasting seven days. She
had no pain with these periods. The patient was well nourished
and weighed two hundred and sixty pounds. For nearly a year
she had a feeling of bearing down but no pain. There was a
bloody discharge on intercourse for the past six months, and this

was more profuse of late. Her appetite was good and bowels
were regular. She had no loss in weight.

Upon examination, the uterus was found to be high up in the
pelvis and barely reached by the examining finger. The cervix

was completely involved in a cancerous growth and the vaginal
walls partially folded in over the growth. There is a serosan-

guinolent discharge with characteristic odor and the cervix
bleeds freely at the touch of the examining finger.

The patient was told that the growth would probably return if

removed and the operation was a serious one for a person as stout

as she was; nevertheless, she was willing to take the risk and
entered St. Elizabeth's Hospital July 29, 1907.
An incision, 25 cm. in length, was made in the median line, and

the uterus with appendages removed. This was exceedingly
difficult, as a large part of the operation had to be done by the

sense of touch. The incision was closed in layers, plain catgut
for the peritoneum and chromic No. 2 for the fascia and a sub-

cuticular suture of plain catgut for the skin. There was consid-

erable shock following the operation. On the following day the
bowels moved of their own accord and the patient continued to

pass gas freely. For the first four days the pulse rate kept
around 120 and the temperature varied from 100 to 103. On the

fourth day the dressing was removed and a foul seropurulent
discharge was noted coming from the lower part of the wound.
On the following day there was a separation of the incision down
to the fascia with edges all necrotic and smelling very foul. The
next day he found the whole incision had given away and the
intestines and omentum up through the incision to a level of the
skin and held in place only by strips of adhesive plaster over the
dressings. The upper portion was covered by omentum, but the

lower portion showed the peristalsis of the intestine taking place.

The wound had to be dressed very carefully for several days, as he
did not care to loosen all of the adhesive strips at one time until

adhesions had become firmer. In order to clear up the slough, he
made use of the preparation enzymol, which he found to work ad-
mirably in digesting the necrotic tissue. On the sixteenth day,
and just about as the wound was assuming a healthy appearance,
a tiny fecal fistula appeared, no larger than a small probe point
in the most prominent loop of small intestine. He had vain
hopes that this might close of itself, but he was doomed to dis-

appointment. One morning he touched the opening with the

pure stick of nitrate of silver, and the next day he found the
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Opening the size of a goose-quill and the patient flooded with
fecal discharge and the surrounding skin badly excoriated. She
was perfectly willing then to submit herself to another operation
to get relief. Just one month after the first operation, on
August 31, he took her to the operating-room and, after cleaning
up the wound carefully, he was able to get into the abdominal
cavity at the sides of the wound after freeing the peritoneum
from the abdominal wall. He found the intestines bunched up
in a mass in the incision, densely adherent and in separating
them he made two more holes in the intestine which he had to

sew up. The original site of the fistula was soon freed and by
removing a wedge-shaped piece from the free border he was
able to get healthy tissue to unite, without interfering with the
mesenteric attachment.

In closing the intestinal wounds, he used through-and-through
sutures of catgut, interrupted, with knots coming inside the gut
and Lembert suture of catgut over this. The abdominal wound
was then partly closed with catgut, making use also of three
through-and-through sutures of silver wire as tension sutures
and not closing the wound tightly at the lower end, with the
idea of giving drainage.

The patient reacted well after the operation. There was a
slight leakage of fecal matter on the third and fourth days,
but none after that, and the patient returned to her home well,

leaving the hospital on September 28, 1907.
Dr. Adams saw her in his office two weeks ago, and while there

was considerable thickening in the vault of the vagina, yet she
seemed in perfect health.

Case II.—This case of ileovaginal fistula was operated on
August 20, 1906, at St. ]\Iary's Hospital.

The patient was thirty-three years old, mother of one living

child six years old. On October 10, 1905, she had a criminal
abortion performed. She was very ill after this with a very
severe peritonitis, and as the result of this she was confined to her
bed until the following June.

During the course of her acute peritonitis a fecal fistula

developed, due, as he supposed, to abscess formation behind the
uterus, establishing a communication between the small intestine

and the vagina. This point could not be made perfectly clear,

she claiming that it appeared directly after the attempt . at

abortion. There had been a profuse discharge of fluid feces,

requiring at times as many as thirty napkins a day. Her weight
fell from 153 to 94 pounds.

Dr. Adams first saw the patient as she was brought to the
operating-room, and as she was under the anesthetic he was able

to make a thorough examination. It was thought that the
fistula was probably rectovaginal. Examination showed a

fistulous opening in the right vaginal fornix which allowed a

probe to pass for several inches; with the finger in the rectum it

was demonstrated that it did not communicate with that orsran.
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There was some slight thickening to the right of the uterus
around the site of the fistula, but with that exception the uterus
and appendages were apparently normal. An abdominal
section was decided upon and the abdomen opened in the median
line. A loop of intestine was found firmly bound down in the

cul-de-sac, extending from the median line off to the right;

this was freed with some difficulty and found, on being brought
up into the wound, to be the real seat of the fistula.

It was found necessary to resect about 15 cm. of intestine and
the ends were brought together with a Murphy button. The
fistulous opening into the vagina was enlarged and gauze drainage
introduced. The abdominal wound was sewed up in layers.

The patient made an uneventful recovery, the button coming
away on the twelfth day.

Dr. Abram Brothers was much interested in this question
of how often one should operate for the various forms of fistula,

and he confessed that in the last dozen years he had seen fistula

occurring after operation heal spontaneously. His cases uni-

formly healed of their own accord. Some of these fistulas fol-

lowed operation for appendicitis, some after work on the adnexa,
etc. His own results had been favorable where he followed
the policy of waiting. The question, therefore, arose in his

mind, how often was it necessary to operate upon these post-

operative fistulae!"

Dr. Adams said that where the large intestine was involved
one could hardly expect to get good results by other than
operative methods.

Dr. Le Roy Broux reported a case of

PREGXAXCY TOXEMIA. DEAD FETUS. CICATRICIAL CERVIX.
VAGIXAL CESAREAN SECTION.

The following history had been furnished him bv the physician
of the patient. Mrs. H., aged thirty-seven years, married, and
the mother of several children, consulted him on ]\Iarch 22,

stating that she had not menstruated since September 19, and
that she had only felt life on one occasion. An examination
showed the presence of a large fibroid in the fundus of the uterus
associated with pregnancy, with the fetal heart 150. The urine,

contained no albumin. Her temperature was normal. The
mother presented no abnormal symptoms.

Dr. Broun saw the patient March 27 in consultation and
recognized the presence of the fibroid as well as the seven-months
pregnancy. Her scant amniotic fluid brought the fetal parts
in strong relief, simulating the presence of other fibroids. Espe-
cially was this true of the head, pressing firmly in the cul-de-sac.

While he regarded this presentation as the head, and so stated,

yet the possibility of its being a fibroid was admitted. On
account of the fleshy abdomen and the necessity of definitely

determining that the labor or abortion could proceed in a
normal way, anesthesia was advised
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The following day the physician was sent for on account of

vomiting. The condition otherwise was apparently good.
Her pulse was i lo and she passed a good amount of urine. The
patient was not removed to the hospital on account of the
objections of the family. The vomiting continued for two days.
The family yielding to the demands of her physician, she was
brought to the Woman's Hospital on the morning of March 30.

Dr. Broun saw her at once and found her without any radial

pulse. Three ounces of urine, heavy with albumin and casts,

were withdrawn by catheter.

The patient's condition precluded any anesthetic. The
cervix which was hard and sclerotic was dilated suflficiently to

admit a finger; beyond this no progress could be made. A bougie
and bag were introduced. The patient was bled, ten ounces,

and a pint of salt solution was put under each breast every two
hours; also rectal irrigations with hot saline solution was kept
constantly running. Within the next twelve hours she only
passed three drachms of urine. Under this vigorous treatment
for twelve hours, the pulse became perceptible at the wrist.

She was transferred to the operating-room and the uterus was
emptied by the so-called vaginal Cesarean section. The entire

operation consumed only fifteen minutes. The patient passed
within the next six hours five ounces of urine. Salt solution

under the breasts was continued, as were also the rectal irri-

gations. The kidneys after this one effort ceased to act and
and the patient died eighteen hours after the operation.

No autopsy could be obtained. Dr. Broun, however, believed

the condition to have been one of degenerative liver changes
associated with some kidney lesion. He could not otherwise
explain the vomiting which persisted for four days and the

failure of the kidneys to respond, after the emptying of the

uterus, although there was a temporary response within the

first five hours after delivery.

Dr. Broun presented the fetus which had a marked spinal

deformity over the lumbar vertebra.

His object in reporting this case was to accentuate the value

of vaginal Cesarean section in cases requiring a rapid emptying
of the uterus, when the existance of a hard scerotic cervix

rendered manual and instrumental dilatation a dangerous
operation. Accouchment force under the existence of an
unyielding cervix was risky in the extreme, being almost certain

to be attended by deep tears in to the base of the broad liga-

ment, even extending to the lower segment of the uterus, fol-

lowed by a profuse hemorrhage from rupture of large vessels,

which would be controlled with difficulty. Vaginal Cesarean
section, in such cases, was to be preferred. It was safer,

being practically devoid of danger in skilled hands and, with
any one trained in operative surgery, could be performed
in fifteen minutes, as in this case, or in thirty minutes at the

outside.
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Dr. Le Roy Broun also reported a case of

DRAIX.VGE AFTER RUPTURE DURING REMOVAL OF RECENT
OVARIAN ABSCESS. . CULTURE STAPHYLOCOCCUS.

Mrs. S. twenty years old, married, aborted two weeks previous
to entering the hospital. Following the abortion, there had
been a vaginal discharge with tenderness over the lower abdomen.
The local condition was one of a tuboovarian mass on the left.

The left tube and ovary mass were removed, the condition being
one of salpingitis with a small ovarian abscess. In the removal
the abscess was ruptured in separating the adhesions. No
soiling of the intestines resulted, since the field of operation was
well walled off with gauze. On account of the recent occurrence
of the infection, a pelvic gauze drain was introduced, isolating

the site of the operation.

The patient made an ordinary recovery, with t le exception
of a staphylococcic infection of the abdominal wound. A
culture of the abscess contents showed also staphylococci.

Dr. Broun's object in reporting this case was to bring out the

fact that a certain class of cases should be drained. It was well

established that a tuboovarian abscess of long standing was
uniformly sterile. Soiling of the pelvic peritoneum with the

contents of such abscesses did not require drainage. In such
cases drainage was only necessary to stop oozing from a large

raw surface or in order to render certain necrotic areas in the

site of the old abscess extraperitoneal.

In the class of cases in which this patient belonged, in which
there existed an acute tuboovarian trouble, the bacteriological

activity remained for some time after the subsi 'ence of the

acute condition. In the removal of such conditions, the custom
that had given him the best results was to introvluce a drain
whenever the pelvis had been soiled by the abscess contents.

Dr. Auram Brothers said he was interested in the toxemias
of pregnancy and believed, too, that every case of vaginal
Cesarean section should be placed on record. He wished to

report a case of vaginal Cesarean section performed about three

months ago for conditions almost parallel to those presented by
the patient under Dr. Broun's care. The patient was a primi-
para and was seven months pregnant. She was the sister of a
physician. She was known to have albumin in her urine one
week before operation. She was i:)ut in bed, given plenty of milk
and other liquids, and placed under the best dietetic and hygienic
surroundings in order to overcome the condition of toxemia.
With a urinary secretion of forty ounces, she was seized with
her first convulsion; this was soon followed by a second, and at

midnight she had her third convulsion and with absolutelv no
signs of labor coming on. vShe had a rigid cervix and the question
of slow dilatation and emptying the uterus by slow means did not
appeal to him at all. I:Jecause of her condition, he did not feel

justified in removing her to the hospital. He did a vaginal
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Cesarean section that night. The convulsions ceased. About

the third day she developed peritoneal symptoms, although

the peritoneum was not opened. She went on, however, to

complete recovery except for a small vesicovaginal fistula which

he proposed to close in the near future.

Dr. Samuel W. Bandler had done three vaginal Cesarean

sections, and the result in all three cases had been most gratifying,

and without injury to the mothers.

Dr. Arnold Sturmdorf had one sad experience with toxemia

of pregnancy. The patient was a physician, a personal friend

of his, who was anxious to have offspring. She became pregnant

after a slight operation. The urine was examined regularly,

and absolutely nothing was found at any time. At twelve

o'clock he was summoned and found Dr. Dorman doing a post-

mortem Cesarean section, trying to bring a living child into the

world. There was no cardiac lesion. At autopsy there were

found the characteristic changes in the kidneys.

The question of pelvic drainage he did not think had been

sufficiently discussed. There entered the question of the

personal equation. In acute conditions, in the presence of

temperature or infection in an active stage, they then should

drain. But once the acute stage had subsided it made no
difference whether they drained or not so far as the results

were concerned. In subacute and chronic stages of suppu-
ration the pus would seek the path of least resistance, and the

introduction of gauze drainage might block the pus.

Dr. William S. Stone said that in the acute fulminating

cases, whether you emptied the uterus or not, the result would
be the same. Such cases were analogous to cases of putrefaction

from retained gestation products, with chills, rise of tempera-
ture and the patient going on to complete convalescence. Per-

sonally, he always used ether as the anesthetic.

Dr. Hermann J. Boldt reported a case of

unruptured tubal gest.\tion.

Mrs. H., thirty-four years; one child in 1896. Was operated

by me on September 9, 1904, for ruptured tubal gestation, com-
plicated by peritonitis. The ruptured part of the tube was at

that time tied off and the remnant with the ovary left. The
right Fallopian tube was found to be in a condition of catarrhal

inflammation. It was left in situ. Uninterrupted recovery.

The patient remained in excellent health up to the present time.

On March 25, she consulted me with the statement that she

purposed to go to Europe with her husband in a few weeks, but
having missed her period by four days she desired to know
whether she was pregnant. There was no other symptoms for

such belief than the four days over time. Examination showed
the uterus to be a trifle softer and seemingly also a trifle enlarged,

corresponding to about one w^eek or ten days' gestation. To
the right of the uterus a tubal swelling was felt which was
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slightly sensitive to touch. The diagnosis was either an early

intrauterine pregnancy with an acute salpingitis, or a tubal
gestation with the usual accompanying change in the uterus.

There being no etiological factor for a sudden acute inflammation
of the tube, I leaned to the diagnosis of tubal gestation. The
patient was sent home and requested to go to bed for observation.
An examination three days later showed no change, except that

the tubal swelling was a little more sensitive. The woman was
then sent to the hospital for further observation, feeling that a
few days' observation would clear the diagnosis and if it was an
erroneous suspicion on my part nothing was lost. A day later,

the patient began to stain and she happily exclaimed that she
was menstruating and everything was all right. On the after-

noon of April I , the swelling was still more sensitive and a trifle

larger; in addition, there was some pain on moving the vaginal
portion of the cervix forward. On the following morning, I

operated because of the certainty that was felt of the correctness
of the diagnosis despite the fact that the woman had no subjec-

tive symptoms. The adhesions from the previous operation
were very firm and quite diffuse, and after their separation the
tube was readily brought to view, there being no adhesions.
It was exsected from the uterine cornu and the ovary implanted
into the cornu. The remnant of the other tube was then also

exsected and the ovary attached into the cornu. The large

appendix, which was catarrhally inflamed, was also removed.
Dr. Boldt also reported a case of

PROGRESSING TUBAL ABORTION.

In contrast to the first specimen, one of progressing tubal
abortion was shown. The patient, L. F., was operated upon on
the i.sth inst. and had her last child five months before. She
complained of irregular bleeding and severe cramp-like pain in

the lower abdomen. There was also pain in the lower rectum.
Examination showed a mass about three inches in diameter,
somewhat elongated to the left of the uterus. The uterus was
slightly softer than normal in consistency, but not appreciably
enlarged. The mass was apparently tubo-ovarian and was
adherent. The patient was supposed to have oborted and had
been curetted, and the mass was considered to be of inflam-
matory nature.

On opening the abdomen, but little free blood was found
present. The reason for this was shown to be because the
fimbriated end of the tube was occluded by adhesions with the
omentum and intestines surrounding the tube, all of which were
firmly adherent, so that the hematocele was of small size, and the
adhesions caused it to remain unilateral. The ovary being
seriously aff"ected, it was also removed with the impregnated
tube.

Both patients were out of bed within three days after oj)eration
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Dr. a. Reich presented a

FIBROID TUMOR OF THE VAGINA.

Mrs. B., twenty-three years old, married two months, pre-

sented herself on account of dyspareunia. Her first menstrua-
tion appeared at thirteen years. It was painful, of three days'
duration and regular, the amount rather scanty. There was no
discharge between her menstrual periods. She considered
herself perfectly healthy.

On examination, the external genitals appear normal, except
for a bulging of the left labium majus. The skin covering it

is normal and is freely movable. The hymen is ruptured, but the
introitus is obstructed by a tumor on her left side, the vaginal
mucous membrane is bluish in color, but also freely movable.
The finger in the vagina can feel the growth extending almost

four inches and laterally from the urethra to the rectum, taking
in the entire left side of the vagina.

Above and to the right the cervix can be reached with a
small antellexed uterus, which is easily movable and in no way
connected with the growth below.
An incision about two and a half inches long was made through

the vaginal mucous membrane, beginning three-fourths of an
inch below and to the left of the urethra on the inside of the
labium minus; the capsule of the tumor opened, the growth
grasped with a pair of Vosella forceps and shelled out of its bed
with the aid of the handle of the scalpel and the severing of just

a few stronger attachments with the scissors. There was little

bleeding and the large cavity was packed loosely with gauze, the
incision was closed, leaving three-fourth inch open for drainage.

In four days all the packing was removed. The opening in the
vagina remained open for about three weeks—the patient left

the hospital on the tenth day.

The fresh specimen weighed 530 grams. Its length is 13 cm.
the largest diameter 7^ cm. the surface is nodulated. The tumor
has a distinct capsule- and is a typical fibroma.

Dr. Arnold Sturmdorf reported a case of

strangulated "dissecting" hernia, simulating peritubal
suppuration; exsection; recovery.

"Dissecting"—"properitoneal"—or interstitial hernia, as it

is called, is uncommon, especially in the female.

One form, known as the "parainguinal," is presented by the
present case, the hernial canal ran parallel to the inguinal canal
without any anatoniical relation to the inguinal rings proper;
the hernial sac with its strangulated contents being fixed entirely

within the layers of the abdominal parietes.

Macready reports 169 cases of interparietal hernia and
Gobell has collected 280 cases, the illustrations of which may be
found in the American edition of \'on Bergman's Surgery.
As in the present instance, the cases are usually detected when

J
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Strangulation is present, so that it is difllcult to investigate the

exact conditions.

The term interparietal is applied to the cases in which the

sac exists belween the layers of the abdominal wall; that is,

either in the loose connective tissue existing between the peri-

toneum and fascia transversalis or between the internal and
external oblique.

The sac may spread in several directions, sustaining con-
strictions by fascial and muscular bands resulting in lobulation

and producing the bilocularor multilocular forms of this hernia.

They may attain'enormous dimensions, resulting in atrophy of the

abdominal muscles.

Of 115 cases collected by Gobell, iii were in males and four
in females.

The occurrence of these herniae is attributed to a congenital
diverticulum of the peritoneum escaping through abnormal
ostra, resulting from embryologic imperfections in the abdominal
parietes.

Mrs. F. was referred to my service March 22, 1908, by Dr.
M. Rosenthal, with the diagnosis of tumor.
The patient is Russian by birth, thirty-four years of age,

married eight years. Family and previous history negative.

Obstetrical History.—Patient gave normal birth to six children;

had two miscarriages, one at three months and one at ten weeks;
came unknown. Present illness dates one year and is supposed
to have followed a curettement after the last miscarriage.
Symptoms consisted of attacks of pains, with intervals of tender-
ness and fullness of the right side on a transverse line inward
and about one inch from the anterior superior spinous process.

Some constipation. Moderate leukorrhea.
She was treated in Mt. Sinai Hospital and in its out-patient

department for "Womb trouble" up to five days before admis-
sion to my service, when she was suddenly seized with an attack
of pain more severe than any hitherto experienced, which was
accompanied by repeated and uncontrollable vomiting and
constipation.

On admission, the vomiting was marked, not fecal, the pain
severe, the intestinal obstruction complete.
Her general condition was good, abdomen not much dis-

tended; temperature, 100.8; pulse, 120.

One inch to inner side of the right anterior superior iliac spine
an infiltrating, resisting mass seemed to invade the abdominal
parietes, covering an area of about four fingers' breath and
extending downwarri toward the right adnexa, which on vaginal
palpation presented evidences of old infection.

Uterus fairly movable; left adnexa normal. Urine shows in-

creased indican content, while the blood presented a leukocyte
count of 23,400, with a polynuclear per cent, of 94.
The blood-findings, the history of gynecological infection, the

apparent infiltration of the abdominal wall from a process that
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seemed to originate in the right adnexa, suggested an old sup-

puration process, with intestinal obstruction due to adhesions
or inflammatory bands.

Operation, ]\Iarch 23. Incision directly over most prominent
point of the mass. Careful dissection through the infiltrated

muscles down to the transversalis fascia, splitting of which
revealed a hernial sac w4th six inches of gangrenous ilium,

constricted by an abnormal opening in the fascia, the hernia

lying between this facia and the peritoneum. The normal con-

dition of the inguinal rings and canal was easily demonstrable.
Exsection of seven inches of the involved gut with its mesen-
tery, followed by end-to-end anastomosis, resulted in complete
relief or all symptoms and uneventful recovery of the patient.

The instructive data of the case speak for themselves.

Dr. Henry P. De Forest reported a case of

TRUE HERMAPHRODITISM.

The individual. Miss X., was twenty-four years old, born in

Philadelphia, but the family history could not be obtained.

Until a few months before the accompanying photographs were
made, she had been reared as a w^oman, had menstruated
regularly and in both dress and manner of life and appearance
in evening costume was generally regarded as a young woman
of rather prepossessing appearance. There was no growth of

hair upon the face or elsewhere upon the body, save in the pubic
and axillary regions.

At this time she was living in a boarding-house in Philadelphia
where there were a number of boarders, by whom it was never
suspected that there was any question of her true sex. Among
the other guests in this house was a man of fifty and his daughter
of eighteen years of age. The man became enamored of Miss
X and, overcoming her scruples, they lived together as man and
wife in a surreptitious manner. She became pregnant and was
ultimately delivered of a child. The exact duration of ihe

pregnancy cannot now be ascertained.

In the meantime, the daughter of the man became a close

friend of X, and they frequently shared each other's apart-
ments. The masculine side of the patient became apparent,
for X became enamored of the daughter, overcame her scruples

and they, when occasion offered, lived together as man and wife.

The daughter, too, became pregnant and so, in turn, was de-

livered of a child.

The development of the two pregnancies occurring in sup-

posedly virtuous women led to a considerable scandal in the

boarding-house, and the three took their departure as soon as

the facts were actually known.
As shown in a photograph, the upper part of the body was

that a well-developed woman. The hair is long; the contour
of the.face, although somewhat masculine in type, still is smooth
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and suggests a woman rather than a man. The breasts are

large and well-developed.

The lower part of the body, on the other hand, is distinctly

masculine in type. The pelvis and hips are narrow and the
external genitalia are evidently, upon superficial inspection,

those of a man. The penis is well-developed and the testicles are

both present and of large size.

In another photograph it is shown that upon raising the penis

and supporting the two halves of the divided scrotum, the
vagina is exposed.
The exact condition and arrangement of the internal organs of

generation can now only be conjectured; but in view of the fact

that menstruation occurred regularly and that impregnation
took place, there is no doubt that a uterus existed and that one
or both ovaries were present and functionating. It is hoped
that the subsequent history of the individual may in time be
related.

TRANSACTIONS OF THE MEDICAL SOCIETY
OF THE COUNTY OF NEW YORK.

Meeting, of April 27, 1908

The President, J. Riddle GoFFE, 'SI. D., in the Chair.

THE HYGIEXE AXD MAX.\GEMEXT OF PREGXAXCY', IXCLUDIXG
THE EXAMIXATIOX OF THE URIXE.

Dr. Austix Flixt, Jr., read this paper, and said that he would
take up this subject in a general way from the stand-point of the
general practitioner and try to emphasize those points which, in

his experience, were often neglected. In recent years, many im-
portant advances had been made in the management of preg-
nancy which were far-reaching in their results for the welfare of

both the mother and child. It was not too much to say that
most of the complications of labor and the puerperium could be
forestalled and the dangers materially lessened by proper pro-
phylaxis. The first point to impress on physicians generally and
on the patients was the wisdom of assuming charge of the patient
as soon as the diagnosis of pregnancy was made. The manage-
ment of pregnancy Dr. Flint divided into three periods of three
months each.

First Period.—This comprised the time from the beginning of

prenancy until the end of the third month. The ordinary rules

of health should be follov^ed. The changes in the maternal
organism were so manifold and the dividing line between health
and disease was so ill defined, that derangements which in the
nonpregnant condition were unimportant might in the pregnant
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State give rise to patliDlogical eoiulitioiis which seriously affect the
health of the mother aiul child. Under ordinary conditions, the
patient might be allowed to lead her usual life without restriction.

As a rule, a pelvic examination was not necessary during this

period. Slight vomiting that was limited to the morning re-

(piired no treatment beyond some care in the diet and perhaps
ordering some simple tonic. If the vomiting was marked and
persistent, an attempt should be made to discover its origin. A
convenient working rule was to recognize three distinct types:

neurotic, rellex and toxemic. The most frecjucnt and ordinary
type was the neurotic and might be distinguished by the exclusion

of rellex irritation and toxemia. This begins, as a rule, about
the sixth week, and continues until the beginning of the fourth

month. Regulation of diet and removal of the constipation,

with the administration of cerium oxalate, will ordinarily improve
the condition. If vomiting was persistent, a pelvic examina-
tion, as well as an examination of the urine, should always be
made. The rellex tvpe of vomiting was due to some pathological

change of the pelvic organs, a backward displacement of the

uterus being the most common. He believed in the good efTects

of dilatation of the cervix, although it was said that the good
effects were often due to suggestion. In cases of erosion and
laceration of the cervix, local treatment resulted satisfactorily.

Ovarian cysts demanded removal and an early operation should

be advised. The toxemic type was more properly termed per-

nicious vomiting, and this often began as an ordinary neurotic

or hysterical vomiting, the patient becoming toxemic second-
arily. The diagnosis was made by the results of a chemical ex-

amination of a twenty-four hour specimen of urine. In the

toxemia of pregnancy there was a profound disturbance of

metabolism, indicated by a diminution of the total nitrogen and a
relative increase of ammonia nitrogen. Williams has shown that

the "ammonia coefhcient in the first half of pregnancy varies be-

tween 4 and 5 per cent., but in toxemic vomiting it rises to 10, 20
or even 30 per cent. So soon as the diagnosis of toxemic vomit-
ing was made, the uterus should be emptied. Dr. Flint had long

taught that when the vomiting was accompanied by weekly loss

of weight, progressive exhaustion and failure of the usual medicinal
measures, no time should be lost in emptying the uterus. The
change in the nitrogen distribution in the urine was an absolute
indication for early abortion, and the operation should be fol-

lowed by copious enemata of saline solution and little if any food

given by mouth. Gastric lavage sometimes gave great relief.

Second Period —Regular systematic examination of the urine

during this period lie considered the most important part of the

management, and should be done every second week up to the

last month, wlien the interval should be every week. The danger
of the occurrence of eclampsia increased as pregnancy advanced,
and the only way to be forewarned of danger was to insist upon
regular examinations. A full diet might be allowed, interdicting
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only wines and the more indigestible and richly llavored articles

of food. Regular walking exercises were valuable.

Third Period.—This was the time when prophylaxis was pro-

ductive of the best results and the following points should be
considered, (i) Pelvic mensuration. Pelvic examination was
now the routine practice and was the only way that a diagnosis of

pelvic contraction could be made. The importance of this could

only be appreciated when they remembered that contraction oc-

curred in from 12 to 14 per cent, of all cases. (2) Physical ex-

amination. About six weeks before the date of confinement, the

patient should be instructed to remain in bed and a physical

examination should be made, including the pelvic measurements.
In cases where the pelvic measurements are small, six weeks al-

lowed ample time for interference. The size of the uterus, the

quantity of amniotic fluid, and the size of the child's head should

be estimated. In primiparae especially, and in all cases where the

child seemed large, good results followed a restriction of diet.

When real dystocia was feared, the diet might be cut down to the

smallest possible quantity in twenty-four hours. As pregnancy
advanced, the relative size of the head and pelvic brim should be
tested from time to time by trying to push the head down by ex-

ternal pressure, as per Miiller's test. (3) Diet. With the object

of preventing the overgrowth or full development of the child,

and so preventing difticult labor, Dr. Flint said he had unques-
tionably obtained good results by reducing the proteids. He
called attention to the work of Prochownik who applied the

principles of dieting which he had previously used for the reduc-

tion of weight in adults, for the purpose of reducing the weight of

children born at term ; this procedure had been employed as a sub-

stitute for the induction of premature labor in cases of moderate
pelvic contraction, and the results were favorable in all instances.

This diet eliminated as far as possible all fluids and carbohy-
drates, allowing proteids and green vegetables, but these only

in limited amounts. Ten to fourteen ounces of fluid during the

twenty-four hours was the original allowance. This diet Dr.

Flint had never strictly carried out, but had often approximated
in cases where he feared a diflicult delivery. He could speak well

of its value in preventing oversized children, and so far had never
seen any ill effects. (4) Exercise. An abundance of fresh

air and walking exercise was of the greatest value. Begin-
ning with a walk of at least half a mile during the middle period

of pregnancy, the daily walks should be increased to two miles

during the last two months, and this could usually be accom-
plished without fatigue. Nothing would favor jjreliminary soften-

ing of the lower uterine segment and allow the head to sink down
through the pelvic brim as well as these daily walks, (s) Cloth-

ing. During the last third of pregnancy, the patient should be
instructed in regard to proper clothing. An abdominal binder or

corset should be worn so as to hold the uterus up, and hold the
long axis of the child in the axis of the pelvic inlet. An abdomi-
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rial supporter not only contributed materially to the woman's
comfort, but its use was almost necessary during the time of

exercise if they wished to produce a preliminary softening of the
lower uterine segment. In those patients with health below par,

who tire easily, and especially in those with weak pulses, moderate
doses of strychnin, with small doses of quinin, should be given
regularly three times a day for the last six or eight weeks. (6)

Care of the breasts. When no attention was paid to the prepara-
tion of the nipples, nursing was an ordeal which was justly

dreaded by the mother. Beginning about six weeks before the

calculated date of confinement, the nipples should be painted
over with a solution of tannic acid in glycerin every night and, at

the same time, be manipulated and drawn out for a few minutes
at a time. He had not seen premature uterine contractions re-

sult from such a manipulation. The clothing should not press

upon the nipples. Bathing the nipples with some astringent oc-

casionally, such as alcohol or bay rum, was also of value (7)
Examination of the urine. A regular examination of the urine
should always be made, at least once a week for the first six

weeks, in order to be forewarned as much as possible in regard to

the ever-increasing danger of eclampsia. A large number of

cases which were formerly regarded as physiological, really were
pathological; toxemia was now known to be the cause of vomit-
ing in many cases which were formerly regarded as physiological

"vomiting of pregnancy." Dr. Flint then reported a case which
taught a lesson, namely, the necessity of careful urinary examina-
tion, as well as physical examinations in all cases of pregnancy.
Dr. Richard C. Norris, read a paper on

THE MANAGEMENT OF THE STAGES OF LABOR TO PREVENT
MATERNAL DYSTOCIA.*

THE PREVENTION OF MATERNAL INFECTION.

Dr. Edwin B. Cragin said that the subject naturally divided

itself into three periods of time: pregnancy, labor,, the puerper-
ium. The avenues of infection concerned the genital tract, on
the one hand, and the breasts, on the other. Three possibilities

of infection deserved careful consideration: the use of vaginal
douches with unclean nozzles by the patient, marital relations

during the last weeks of pregnancy with husband unclean but not
infected, and marital relations during the last weeks of preg-

nancy with husband infected with gonorrhea. The use of the

antepartum douche by the obstetrician had been abandoned under
ordinary circumstances on the ground that even with a sterile

nozzle there was danger of lowering the protective power of the

vaginal canal and perhaps danger of introducing infection from
nonsterile vulva without to sterile vagina within. Patients

should be instructed not to take vaginal douches during preg-

nancy save on the special order of the obstetrician and with

* See original article, page 385.
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special precautions. If, during the last month of pregnancy,
there was danger in vaginal examinations by the obstetrician

with cleansed and disinfected hands, there certainly was danger
from marital relations with husbands whose habits of clean-

liness of the genital organs were far from scrupulous. From
many a case of infection following labor could the history

be obtained that marital relations were practised even within

the last forty-eight hours preceding labor. This held good
even with noninfected husbands. It held with infinitely greater

force with husbands infected with gonorrhea. If the patient

was found to be infected with gonorrhea during pregnancy,

every efifort should be m.ade to cure the gonorrhea, both for

her sake and the baby's, before the onset of labor, but with

this exception: while the vulva should be kept as clean as pos-

sible during the last month of pregnancy by external cleansing,

the vagina should be kept a closed canal, and if entered by the

sterile fingers of the obstetrician this should be as infrequent as

possible consistent with accurate knowledge of the pelvic and
fetal conditions. The low mortality of carefully conducted
obstetric cases in the tenements showed that with vulva and sur-

rounding parts clean and doctor's fingers and instruments clean,

results might be obtained which compared favorably with the

statistics of their best maternity hospitals. The methods of

chief importance, then, v.^ere: (a) the preparation of the vulva;

{b) the preparation of the doctor. The three essentials to a clean

vulvar field were an empty rectum, a closely-clipped, or shaven
vulva and a vulva well cleansed with a clean soap and water, the

direction of the cleansing being from mons to anus. The use of

sterile rubber gloves was now so universal and their advantages
so well recognized, that the doctor might regard himself cul-

pable if he did not avail himself of this additional safeguard

against infection. Vaginal examination should be made as in-

frequently as was consistent with the knovdedge of the conditions

and progress of the case, and the external manipulation through
the abdomen should be practised until knowledge thus gained
would make frequent vaginal examinations unnecessary. Recog-
nizing the fact that the vagina was usually more sterile than
the vulva, great care should be taken that when making a vaginal

examination, the labia should be separated with the fingers of one
hand so that the introduction of the fingers of the other hand
passes directly into the vagina without carrying infection by con-

tact with the nonsterile vulva to sterile vagina. If meddlesome
midwifery was bad, neglected midwifery was equally bad, and
experience taught that if maternal infection was to be avoided
delivery should also be aided before the strength and tissue re-

sistance of the patient were exhausted. The presence of organic

material, such as portions of placenta, membranes, and blood-
clots within the uterus so favored the development of a sapremia
and perhaps a septicemia that Dr. Cragin said he desired to

emphasize the importance of determining at the time of labor:
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(i) that the placenta and membranes had been completely ex-

pelled; (2) that the uterus remained so contracted that blood-
clots could not accumulate within it. The first object was gained
by waiting a sufficient time for the uterus to regain tone before ex-

pressing the placenta. This period of waiting at the Sloane
Maternity was fixed at twenty minutes from the birth of the child

and during this time the fundus was gently held in the palm of the

nurse or doctor with just manipulation enough to prevent bal-

looning. As soon as the placenta and membranes were expelled

they should be examined carefully to ascertain if they were com-
plete, and if this examination showed the absence of any large

portion of either, he believed that infection was avoided by care-

fully entering the uterus with the sterile-gloved hand and re-

moving the retained portions. Regarding the use of the post-

partum douche, he believed that greater safety lay in its omis-
sion, save for two special indications—checking hemorrhage and
washing away debris that had been loosened by the fingers. In
these cases the greatest care should be observed in having syringe,

nozzle and solution absolutely sterile. To maintain the contrac-
tion of the uterus, there were tw^o measures at command—the ad-

ministration of ergot and the gentle holding of the fundus until

an hour had elapsed since the birth of the child. He believed the

use of ergot had a special value as a supplement to, but not as a
substitute for the holding of the fundus. With regard to the
repair of the lacerated cervix at the time of delivery, he had seen

within the last few^ years several cases of infection that seemed to

be directly traceable to this operation, wdth its increased manip-
ulation in the vagina and with its interference with uterine

drainage resulting from a too great closure of the cervical canal.

It was a good rule to suture a lacerated cervix immediately after

labor only where there was excessive hemorrhage. The need of

carefully sterilizing the catheter was well recognized, but the
ease with which a sterile catheter could wipe off infective material
from the vulva and carry it into the bladder seemed to be often

overlooked in practice, even if it was known in theory. The
only safe way to introduce a catheter in the female was, with
labia separated and meatus w^ell exposed and cleansed, to pass
the catheter directly into the meatus without touching the sur-

rounding parts.

One of the occasional causes of infection in the second week
was a stenosis of the canal of the uterus with retention of lochia

resulting from a flexion of the uterus. While this was more com-
mon with an anteflexion than a retroflexion, still it might occur
with the latter, and this tendency to a posterior displacement of

the uterus should be warned against by having the patient after

the fifth day keep off the back for a considerable period each day,
lying for a time on one side, then prone and then on the other
side. It was also of value, unless otherwise contraindicated, to

favor drainage by having the patient, after the fifth day, use the

commode at least once a day. The prevention of breast infection
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during lactation depended upon the care of the nipples during
pregnancy and the care of the breasts and nipples during the

puerperium. This implied cleanliness and keeping the nipples

free from the crusts which were apt to form as the breasts began
to secrete. The nipples should be bathed night and morning with
a saturated solution of borax in 50 per cent, alcohol. If the

nipples were retracted, easy nursing and ready emptying of the

ducts was favored by having the patient, during the last weeks of

pregnancy, gently draw out the nipples with clean fingers at the

time she bathes with the borax and alcohol solution. The care

of the breasts and nipples during the puerperium implied clean-

liness, support and free drainage. In carrying out these indica-

tions three propositions should be considered, (i) Lack of

cleanliness favored infection, even with sound nipples, and more
so with nipples which were cracked or abraded; (2) overdistended
milk-ducts easily became inflamed and infected, especially if the

nipples were not sound and clean; (3) sagging of the breasts dur-

ing lactation favored overdistension and therefore infection.

The prophylactic treatment consisted in support of the breasts

by a properly fitting binder, massage of the breasts if the ducts
showed a tendency to become overdistended, cleanliness of the

nipples and the baby's mouth, the prevention of cracks and abra-

sions as far as was possible, and the healing of them as soon as

possible if they occurred. In order to prevent abrasions of the

nipple, the baby should not be allowed to remain at the breast

longer than five minutes every four hours and only in the day
time, until the milk was secreted. Between the nursings the

nipple should be covered with a piece of sterile lint smeared with
albolin. For the healing of cracks and abrasions the application

of 8 per cent, nitrate of silver solution, followed for a short time
by the use of a sterile nipple shield had proven valuable in his

hands. If the nipple continued to be tender and nursing pain-
ful, applications of the glycerol of tannin would usually give

relief. If mastitis threatened, the breasts should be emptied,
the bowels emptied, and ice should be applied to the breasts.

THE PREVEXTIOX OF FETAL INFECTION, EYES, MOUTH,
UMBILICUS.

Dr. J. Clifton Edgar read this paper. The prevention of in-

fection by careful cleansing of the mouth immediately after the
delivery of the head was often overlooked. Cleansing of the

infant's mouth at this time was especially called for after de-

layed or tedious labor and in instances of gonococcus vaginitis in

the mother. In the former case, by reason of the prolonged
labor, not only do the vaginal secretions undergo changes, but an
antepartum subaeration of the fetal blood, or asphyxia neona-
torum, caused attempts at respiration on the part of the fetus

within the birth-canal, with a consequent aspiration of maternal
secretions into its mouth and pharynx. Hence the importance
of mouth cleansing. It was his belief that there was no especial
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value in chemical antiseptics for this purpose, but their aim
should be to mechanically remove the foreign substances as thor-

oughly and at the same time as gently as possible. Roughness
and carelessness in this connection only defeated their aims by
causing abrasions of the delicate buccal mucous membrane, and
thus predisposing to subsequent infection. Immediately upon
the delivery of the head and even before the eyelids were cleansed,

the lips and nose were wiped free from mucus and foreign sub-
stances, and then the small finger wrapped with a piece of gauze,
or better clean old linen dipped in a boric acid solution, or plain

water, was passed into the child's mouth and any accumulated
mucus, blood or meconium removed by an outward sweep of the
finger in each cheek.

Each eye-lid of the infant should be carefully cleansed by
means of a piece of old linen and sterile water or boric acid solu-

tion. A separate wipe should be used for each eye, and the lids

gently washed from the nose outward. Ophthalmia neonatorum
produced from 7 to lo per cent, of the existing blindness to-day,

and only recently 'Sir. Simon Snell reported that of 333 inmates
of the Sheffield School for the Blind, 136, or 42.36 per cent., had
been blinded by ophthalmia neonatorum. Among the children

registered in the New York State School for the Blind during the
past four years, 26 per cent, had their blindness assigned to

ophthalmia neonatorum. The midwife was largely responsible

for these amazing figures. The gonococcus was found to be the
cause of the infection in 60 per cent, of the cases. If, at the time
of birth and before the eyes are opened, the lids are carefully and
gently cleansed from within outward with gauze or absorbent
cotton moistened in sterile water, and a separate wipe was used
for each eye, and if subseq'uently in greasing or washing the
child's body, pyogenic germs were not conveyed from the body
to the eyes, ophthalmia neonatorum was reduced to a very small
percentage. If this was supplemented with a drop of a solution

of one of the silver salts dropped on the cornea of each eye, the
vitality of the gonococcus that had escaped the cleansing and
found entrance between the lids was destroyed, and the chances
of the eyes' escaping infection were raised to the highest point.

Which silver salt to use and in what percentage were still de-

batable questions. During the past few years. Dr. Edgar said

he had done much clinical experimentation with the various per-

centages of silver nitrate, argyrol and protargol, and he believed
that much was yet to be learned concerning their use. During
this time he had experimented in institution work and private
practice with seven different silver salt solutions, namely, ni-

trate of silver, 2 per cent., i per cent, and 5 per cent.; protargol, 5
per cent.; argyrol, 10 per cent., 20 per cent, and 25 per cent.

This last solution he was now using at the ^Manhattan Maternity
and the Emergency Hospitals. Dr. Edgar believed that a solu-

tion of nitrate of silver of proper strength and correct application
would guard the baby's eyes from infection.
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The death of infants early in their lives without assignable

cause should always make one suspect infection through the
umbilical vessels, resulting in purulent thrombi of the intra-

abdominal portions of the vessels. The protection of the infant

from umbilical infection demanded the following conditions:

That the cord be handled only with clean hands; that sterile

ligature and scissors be used in the ligation and cutting of the

cord ; that the raw stump be immediately covered with a piece of

sterile gauze and the infant wrapped in a sterile towel, or at least

in a freshly laundered one, until such time as the third stage of

labor was completed, a permanent umbilical dressing could be
applied; that a lubricant, and not a tub bath, be used for the first

cleansing of the child and the removal of the vernix caseosa;

that subsequent cleansing of the infant by sponging, and not
tubbing, until the umbilical wound had healed; that a permanent
aseptic umbilical dressing be applied at birth, which should re-

main if possible undisturbed until the stump of the cord should

separate. As used in the tenement-house service, the umbilical

dressing consisted: (i) of a flannel abdominal binder, thirty

inches long by si.x inches wide, which was intended in the average
case to surround the infant's abdomen two and a half times; (2)

a gauze dressing of four folds of gauze, three inches square, with
the edges turned in and split from one edge to the center; (3)

two small safety pins; (4) two pieces of narrow bobbin tape; (5)

a small gauze wipe for the stump; (6) a pair of blunt-pointed
scissors. Their routine was to tie the cord with as little trauma-
tism as possible, and after the baby had been greased with sterile

lanolin and the vernix caseosa removed as thoroughly as possible

the stump of the umbilical cord was placed in the split gauze
dressing and the latter folded carefully over the stump; the

binder was then applied and held in place by two safety pins.

Unless the binder became soiled, it was left in place until the

fifth day. In a series of 1600 infants in this hospital, including

1000 cases in the East Side tenement houses and 600 in the hos-

pital building, treated by this method, as far as was known there

had not been a single case of umbilical infection. Of these 1600
cases the average time of separation of the umbilical stump was
the sixth day.

Dr. William S. Stoxe believed that the men who devoted
themselves exclusively to the practice of obstetrics could be
counted upon the fingers of the two hands, and probably the

supply equalled the demand ; there did not seem to be any demand
for more. Consultation work in obstetrics was largely emergency
w^ork and was limited to the latter part of labor largely or to

puerperal sepsis. Consultation for the consideration of condi-

tions occurring during labor had a limited demand. Outside of

the occurrence of convulsions it was not considered necessary to

consult one. Dr. Stone said he wished to call attention to one or

two points. While it was recognized that eclampsia was a dan-
gerous condition, yet if the patients died in most instances they

r
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died after all had been done for them that coald be done. But
there were a number of cases constantly occurring in New York
and elsewhere in which a normal woman gave birth to an eight

and a half, or nine or ten pound baby, and dying after a pro-
longed forceps operation, and these were the cases which every
one regretted because they could not see how they were going to

prevent them. Three, four or five years ago Dr. Stone started a
study of the relative size of the fetal head and the pelvis, and he
learned that either by palpation or actual measurement by the

so-called suprapubic pressure method, that he could tell with
great accuracy the relative size of the fetal head and the pelvis.

This method of determining whether or not the head could go
through a given pelvis, whether he spoke of it in public or in

private, was treated with indifference by his colleagues. Since
then he had limited his consideration of the subject to its actual

demonstration upon a few patients. This subject he believed to

be worthy of more consideration; he thoroughly believed that

there was no excuse for a woman to give birth to an eight and a

half, nine or nine and a half pound child, and the child to be born
dead. The determining the relative size of the fetal head and the

pelvis would be of great aid to them.
Dr. Ralph H. Pomeroy, Brooklyn (by invitation), said that

the Pomeroy bags must be used wdth great discretion because of

their great dynamic force; doctors should not be encouraged to

use them indiscriminately; they could not be used without danger
of lacerating the cervix. Dr. Pomeroy said that as long as the

general practitioner expected to do obstetric work, the family
would expect the obstetric work to be done by the general prac-

titioner, and if there was any fault to be found w4th this ar-

rangement, the fault was' not with the family, but with the

family doctor. The general practitioner erred in not considering
his own pocket-book sufficiently and would not call for a con-
sultation early enough to benefit the patient. The more one con-
templated that fact that writers, speakers and teachers in ob-
stetric work were practically, as they grew older, developing into

gynecological surgeons, one therefore realized what a difficult

situation the teachers occupied in this matter. With regard to

expressing the placenta, personally he favored expressing it, not
after one-half an hour's waiting, but with the first possible rea-

sonable contraction one could get, whether the patient was under
an anesthetic or not. Detachment of the placenta occurred, if it

was detachable, with uterine contraction. In every case in

which he had to enter the uterine cavity to extract the placenta
the interference with its expulsion was almost always due to

retraction of the contraction ring, and not to any attachment of

the placenta. One of the meanest hemorrhages met with in con-
sultation was the concealed one, in which there was a relaxed

uterus and an unexpelled placenta.

Dr. George L. Brodhead emphasized the great importance of

the constant observation of these patients, the regulation of the
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diet and the frequent examination of the urine, as well as in-

sisting upon the advantages of exercise up to the very day of con-

finement, if possible. He was sure that many cases of dystocia,

due to large fetus, especially where the pelvis was small, could

have been avoided if the patient had been instructed in regard to

her diet. Dr. Xorris had brought out an interesting point with

regard to copolamin; Dr. Brohead said he had used it many
times, but the results were not encouraging; chloral and mor-
phin gave better results in his hands. No greater advance had
been made in obstetrics than by the use of the dilating bags, and
Dr. Prodhead said he had gotten excellent results in many cases

with the De Ribes bag. The use of the dilating bags had come to

stay and they should be used more often than they were. He
agreed with Dr. Cragin that the more external examinations were

made, and the less frequent the internal, the fewer cases of sepsis.

With regard to the treatment of retained membranes, for the

past twelve years he had not entered the uterus to remove them.

One could not be sure that he was not introducing germs when
the uterus was entered for the removal of small pieces of mem-
brane. He believed that it made no difference whether they

used a i per cent, solution of nitrate of silver, or a 25 per cent,

solution of argyrol; either would give good results in the care of

the baby's eyes.

Dr. Johx O. Pol.\k, of Brooklyn (by invitation), believed

that not sufficient attention was given by the general practi-

tioner to the prevention of fetal mortality, and there was prob-

ably no class of work where the life of the individual, such as the

child's life, was considered with less weight as in obstetric prac-

tice, and this was probably due to two reasons: First, the woman
did not come under observation early enough, and even when the

woman did, the practitioner was careless in determining the

child's growth. Second, there was a prejudicial influence upon
the practitioner's judgment as to the best procedure in the in-

terest of the child. Tardy management was bad. It was well to

recognize early malpositions, especially the occipito-posterior

positions, which were frequently overlooked, and so jeopardized

the lives of the children.

With regard to the repair of lacerated cervices, he wished to

enter a protest against the repair at the time of labor in the gen-

eral practitioner's hands. Dr. Polak never repaired a lacerated

cervix immediately after delivery except in the case of

hemorrhage.
With regard to the nipples, the use of boroglycerid solution

had been a crack-saver for him.
With regard to the use of ergot, he had gone through the period

where he had used it, discarded it, and used it again; he now
used it after labors, because it retracted and contracted the

uterus and so tended to prevent septic absorption.
Dr. W. Gill Wylie believed that a good gynecologist should

be a good obstetrician; these two could not be well separated.
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The most important part of a woman's life was the time when she
had her first baby. Surgical principles should be applied in

obstetric work, the same as after important operations, such as a
hysterectomy.

Dr. a. Ernest Gallant illustrated a method he had used
during the past fifteen years to keep the navel aseptic. The
navel should be treated as a surgical wound was treated. With
the application of the dressing he presented, there should never
occur any jaundice or infection. In 1900, a series of cases were
taken and subjected to experimentation; every other case was
treated with the dressing applied; the others were treated in the

ordinary way. In not one of the cases treated with the dressing

did any jaundice or infection occur.

Dr. J. Milton Mabbot emphasized the importance of always
w^arning the woman to keep her hands away from her vulva dur-
ing the first few days after delivery. He reported the case of a
woman who had been under his care and who said she had ex-

amined herself within twenty-four hours after delivery to learn

how different she was then than before; she developed a pyemia
and died as the result.

He was strongly of the opinion that massage of the breasts in

mastitis was an injurious procedure. It was not indicated ex-

cept to express the milk; it was not any more indicated than was
massage of the parotid gland in mumps.

Dr. Richard C. Norris, of Philadelphia (by invitation), said

that they were consulted in emergency work for conditions that
most often called for the rapid evacuation of the uterus; these
were cases of uneffaced cervix, the lower segment of the uterus
unopened, the cervix elongated, the woman comatose or eclamp-
tic, or in convulsions, etc. ; these were the conditions met with
which required the rapid emptying of the uterus. With regard
to the amount of time consumed in dilating with the Pomeroy
bag, it should be borne in mind that this w^as a slow procedure,
especially in primiparse. After dilating the cervix to about 8 cm.,
he then introduced the Pomeroy bag and in about thirty minutes
the entire birth-canal would be dilated and the child extracted
with forceps without laceration. In the ordinary cases one, two
or three hours may be consumed in this dilatation, if it was to be a
safe procedure.

Dr. Edwin B. Cragin, in closing the discussion, said he wished
to call attention to the fact that he said he advised massage of the
breasts when mastitis threatened. There were many cases in

which the breasts were distended, the ducts not being freely

opened, in which massage would empty the breasts, opening the
ducts so that the discharge would be free.
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Meeting of April 3, 1908.

The President, I. S. Stone, M. D., in the Chair.

Dr. Adams commenting on the minutes of the last meeting,

read a letter from Mount Sinai Hospital, giving the statistics

of cerebrospinal meningitis for the past eight years, with a mor-
tality of about 50 per cent., cases in children under two years

being much more fatal than those in children over two years

of age. He reported a comment from Dr. Koplik saying that

lumbar puncture as a therapeutic measure had not been discarded,

but was perhaps as effective as the more recent serum treatment.

Dr. Abbe called attention to the statistics of the short period

when he saw the cerebrospinal meningitis cases at Mount Sinai,

during which there were six cases all treated practically only by
lumbar puncture, of which five got well and one died. It was
on the impression left by seeing those cases that he had made
his statement at the previous meeting.

Dr. Stone presented a

FIBROID UTERUS COMPLICATED BY PREGNANCY.

The tumor consisted of a large mass of myomata of varying
sizes w^hich he had recently removed from a woman six weeks
pregnant. The uterus was entirely hidden from view by the sur-

rounding nodular masses. The patient was about thirty years

of age and had been married less than six months. She had been
subjected to a conservative myomectomy four years previously,

and declared that she did not know of this tumor when she

married. There was but little doubt about the existence of preg-

nancy when we met her family physician in consultation a short

time prior to the operation, which was done eight days since.

We found a most complicated and difficult problem facing us
when the abdomen was opened, The transverse colon was ad-

herent to the growth and all of the omentum was sacrificed in its

removal. The adnexa were firmly adherent and, as may be
observed, hopelessly diseased. The bladder was not only attached
to the uterus and tumor, but strongly and firmly adherent
over the entire superior and lateral surfaces. As may be seen,

the entire uterus was removed, save a rim of cervical tissue.

The specimen is presented mainly to show the presence of

the fetal membranes and contents, and also to show how
the most decided changes in the uterus itself as well as the
endometrium may not prove a hindrance to impregnation.

Dr. Taber Johnson thought the specimen was interesting

as showing why myomectomy, which a few years ago was



500 TRANSACTIONS OF THE

thought SO valuable, was now considered so rarely of use, in

that it did not avert the final hysterectomy, left behind the
dangers of pregnancy and abortion and made the secondary
hysterectomy more difiicult by increasing the adhesions. He
thought myomectomy rarely justifiable if hysterectomy could be
considered.

Dr. KellEy asked if myomectomy could be classed among the

group of conservative surgical procedures as many of the par-

tial operations that he did not believe in were called. Four
years ago he had done one myomectomy. Since which time
that patient had had four miscarriages and now is begging for a
hysterectomy.

Dr. Carr did not believe in so-called conservative surgery
and no longer left little bits of organs which he had frequently

been obliged to take out later.

Dr. Stone said that at the first operation he had assisted, but
that his judgment had not been asked or followed. He did not
consider that any two men would agree in many cases as to just

how much to remove, but that he was in favor of true conserva-
tive surgery. In this particular instance the woman had after

the first operation gained a husband who was a blessing to her,

but whom she might not have gained if a primary hysterectomy
had been done, there being few men or women who would care

to enter wedlock facing the absolute certainty of sterility.

Moreover, in other cases good results and childbearing have
followed conservative surgery.

Dr. Shands read a paper on

FRACTURES INVOLVING THE ELBOW IN CHILDREN.

Dr. White, in opening the discussion, said that he considered
Dr. Shands' position a distinct advance in that it classified the

condition as one of the fractures of childhood and also in advoca-
ting operation as routine treatment. Frequently, loss of func-

tion of the forearm and deformity followed improper treatment.
He considered operation on these cases attended by great risk

and thought that x-ray examination before for diagnosis and
after operation to determine the result of the operation as very
important. He considered the ischemic paralysis as not bene-
fited by any form of treatment. He thought that we were ap-
proaching the wire age in bone surgery.

Dr. Wellington did not consider operative treatment neces-

sary in the majority of cases, especially if the bone was examined
under the a;-rays and reduction made under an anesthetic. He
wished to emphasize the importance of the acute angle flexion

in maintaining the fragment in position. He considered the

ischemic paralysis as due to the splints rather than the injury.

Dr. Balloch said that Dr. Shands' paper did not show that

operative treatment was the routine in the majority of the early

cases, biit only for the compound fractures or the irreducible

ones. He considered the rc-rays more valuable in showing the
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result of treatment than in diagnosis. He thought that adhe-

sive strapping was more satisfactory' than plaster in maintaining

the acute angle. He said that ischemic paralysis was not due
entirely to the splints, as it occurred in some cases that had
never been treated. That anemia was a great factor in its causa-

tion. That pathological examination of the tissues involved

showed degeneration of the nerve and muscle and, therefore,

the shortening of both bones as recommended by some men was
not beneficial.

Dr. Thomas asked if the presence of the drill in the bone had
any bad effect on the bone marrow and if the repeated adminis-

trations of chloroform had any deleterious effect on the kidneys

and liver.

Dr. Shands, in closing, said that he had seen no bad effects

from either drill or repeated anesthetization. That of the nine-

teen cases reported he had operated on seven and most of those

late, that the plaster as he applied it was loose and split at a

very early date. That in one of the three cases of ischemic paral-

ysis there had been present no radial pulse.

Meeting of April 17, 1908.

The President, I. S. Stone, M. D., in the Chair.

Dr. Stone presented for examination a patient upon whom
he had done a radical Wertheim operation for the removal of

cancer of the uterus three years ago.

The patient had recently returned with recurrence in the

right broad ligament and a right movable kidney.

Dr. Miller made a vaginal examination of the patient and
reported the vagina free from growth, as were also bladder and
the left side of the pelvis. On the right side, there was a mass
the size of an Gigg involving the broad ligament and perhaps
the bladder.

Dr. Sprigg examined the abdomen and reported that the right

kidney was freely movable, its upper pole being easily palpated,

the size of the kidney apparently normal, the surface was smooth.
The stomach was apparently normal, as was also the liver.

Dr. Balloch, on questioning the patient, found that she

passed little urine during the day, but that on lying down the

quantity was much increased. These symptoms, together with the

examination, seemed to him sufficient to make the diagnosis of

hydroneprosis.
Dr. Stone had made the diagnosis of intermittent hydrone-

phrosis due to obstruction of the ureter by recurrence of the can-

cer around the ureter, and that he did not think there were any
recurrences in the upper abdomen.

Dr. Sothoron read a paper on

HOUR-GLASS CONTRACTION OF THE UTERUS DURING LABOR.*

*See original article, page 457.
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Dr. Miller said that contraction of the uterus in hour-
glass shape before the delivery of the child was rare and should
be treated by giving chloroform and delivering the child. Con-
traction in the third stage was more common. He had seen
one case of twin pregnancy in which the second child was not
delivered until twenty-four hours after the first. Six hours
later, the placenta not having been delivered, examination
showed a contraction of the uterus at Bandl's ring, which was
so tight that it had to be dilated under chloroform before the
placenta could be delivered. He had found hour-glass con-
traction of the uterus fairly common after incomplete abortion,
the fundus being contracted and the lower uterine segment
dilated.

Dr. Allen of Baltimore, thought the condition rare. One
of the most common causes was obstruction to the labor,

continued contractions and retraction of the uterine muscle.
The fundus and body of the uterus contained much more
muscle tissue than the cervix, which was mostly fibrous

and elastic tissue. The ring of Bandl was not a fixed point,

but at the margin of the contracting portion of the uterus,

and it ascended as the uterus continued to contract. Event-
ually, it might reach the level of the umbilicus, and at that
point the danger of rupture increased greatly. In some
cases marked retraction continued until the uterus seemed
to fit on the fetus like a cap. The condition of contraction of the
cervix was common, but this was not a true hour-glass contrac-
tion of the uterus. He had seen several cases of fetal retention
due to hour-glass contraction of the uterus, which was followed
by expulsion of the fetus "into the thin lowxr segment of the
uterus and rupture of the uterus. The contracted upper seg-

ment closes on the placenta and then the contraction and the
rupture are recognized.

Dr. Taber Johnson said that he had seen only two cases, and
in both of these there had been a mistake in the diagnosis. In
one there had been a tedious labor with the application of the
forceps which brought down the uterus contracted on the fetus.

The woman had been given ether, and the hand introduced into

the uterus to dilate it. The second case had been diagnosed as

rupture of the uterus because the contraction was so tight that
it felt as though the fetus was separated in part from the main
mass of the uterus. This contraction ring was so tight that even
with the hand in the uterus it seemed as if the hand were going
into another cavity from that in the uterus. He thought that
in general the hour-glass contraction was due to meddling and
stimulation of a zone of uterus below the fundus, especially in

the third stage.

Dr. Stone had seen two cases where the cord had been pulled

off the placenta in attempting to extract it and other cases
due to ergot. He asked if any cases had been seen where recur-

rent hOur-glass contraction had occurred in successive pregnancies
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Meeting of May i, 1908.

The President, I. S. Stone, M. D., in the Chair.

Dr. Grasty read a paper on

REFLEX NEUROSES IX CHILDREN.*

Dr. Lorex Johxsox agreed with Dr. Grasty that one of the

underlying causes of these reflex neuroses was rickets. Another
very common cause was the presence of adenoids. Frequently,
on the removal of these growths, the bad boy of the school

became one of the brightest. All backward children should be
given a thorough physical examination, with special care given
to the naso-pharynx. He did not think that the eruption of

the teeth was a cause of convulsions, but that the tooth-cutting
might upset the general system and cause considerable con-
stitutional disturbance. He drew attention to the existence

in children of neurasthenia due to heredity. In treatment he
emphasized the importance of sleep, and the fallacy of keeping the

child awake in the day so that he would sleep longer at night.

He believed that the inability to sleep at night was due to over-

exhaustion of the nervous system and that the day sleep was
necessary to increase the night's rest; and that sleep whenever
possible was desirable. He laid stress upon out-door life when
it was quiet and not associated with excitement.

Dr. Carr thought that a healthy nervous system was a great
aid in preventing all diseases. The eruption of the teeth or any
prolonged irritation tended to upset the balance of the child's

central nervous system which normally was easily upset. All

sources of continued irritation should be removed.
Dr. Magruder considered congenital syphilis a very impor-

tant factor in the causation of neuroses of children. Phimosis
and adherent clitoris were still as important as they had been
twenty years ago when he had read a paper calling attention to

them and to the many cases of night-terrors that were cured by
removal of adhesions or circumcision.

Dr. Taber Johxsox said the health of the nation was de-
pendent upon the health of the children. One of the most im-
portant factors in the health of the child was the pure air of the
country, not the mere out-door life of the city walk. Nervousness
and peevishness were frequently associated with teething and
relieved by cutting the gums. In two cases of his own there were
positive reflexes of teething, the cough appearing a few days be-
fore the teeth and clearing up as soon as the teeth appeared.

Dr. Morg.\x said that certain cases of choreic manifestations,
associated with a heart murmur, that cleared up with no treat-

ment other than rest in bed and fresh air, were reflexes caused
by the tachicardia. He thought that many cases of stutter-
ing and stammering were reflexes primarily dependent on defi-

cient nutrition and that they improved with the condition of

* See original artical page 536.
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the blood. He believed in reflexes from the teeth and lanced the

gums of some children. He also recognized a reflex ear cough.
Dr. Cook did not believe in dentition as a cause of disease.

The association between dentition and the second summer was
a false one as the second winter caused no such reflex stomach
troubles. The second summer troubles were due to diet, not to

teeth. A priori the eruption of the teeth was not a reasonable
source of trouble. The second teeth erode the first teeth with-

out producing any symptoms similar to those associated with
the cutting of the first set of teeth. A moderate gingivitis does
occur with the cutting of the teeth, but the fact that the tooth
is seen under the gum attracts attention, and to it are ascribed

all the troubles occurring at about that period.

He did not think there was any analogy between the cutting of

the wisdom-teeth and the cutting of the baby-teeth, as the wis-

dom-teeth appeared when the mouth was already full of teeth

and frequently the wisdom-teeth had to come in at an angle or

interfere with other teeth.

Dr. Acker said that he did not think that reflex neuroses
occured in healthy babies, but only in those with unhealthy
parents or bad bringing up.

He cited the instance of one child who vomited repeatedly in the

presence of its father and was cured only when sent away from
its parents. This he considered a reflex vomiting due to the
irritation of the presence of the parent. The central nervous
system was frequently involved in rickets. He thought denti-

tion a cause of disease, but not a predisposing cause. There
w^ere troubles of the second winter due to dentition just as

well as the troubles of the second summer. In winter, there w^ere

bronchitis and pneumonic conditions with fever, but of atypical

course, all symptoms disappearing as soon as the teeth were cut.

In some children there were local spasmodic tics following

grippe which disappeared with increased good health. He
thought Dr. Morgan's cases w^ere not true chorea, but reflex tics

Dr. Cook asked why the eruption of the teeth should cause diar-

rhea in summer and pneumonia in winter.

Dr. Wall agreed with Dr. Cook that the season rather than
the cutting of the teeth was the cause of any serious constitutional

disturbance.

Dr. Thomas thought there were many reflex neuroses due to

absorption from the alimentary canal and other intoxications

Dr. Adams had never seen a case in which he was satisfied

that the eruption of the tooth was the cause of the disease, but
that in every case he had been able to find some other cause
which was more eft'ective than the tooth.

Dr. Taber Johxsox asked whether it was possible to show-

that Dr. Adams' possible cause of the diseases was the true

cause rather than the tooth cutting.

Dr. Grasty believed dentition to be a cause of reflex neuroses
when the child's central nervous system was already below par
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Meeting of May 15, 1908.

The President, I. S. Stoxe, M. D., in the Chair.

Dr. Charles S. White reported a case of

RUPTURE AND COMPLETE INVERSION OF THE UTERUS.

Mrs. K., F. W., twenty-eight years, IV-para.

Previous history obscure and unknown, except that her phy-
sical condition was poor, she being a stout woman who took
the minimum of exercise and the maximum of alcohoHc stimu-
lants compatible with her occupation as a prostitute. I have
no knowledge of an examination made prior to labor.

Pains began on the night of March 27, and by 11.30 a.m. of

the following day, were strong and regular. A diagnosis of

transverse presentation was made after a vaginal examination.
Her temperature at this time was 102; pulse, 120. She was
anesthetized and at 12.30 version was performed and a full-

term child delivered, which to all appearances had been dead a
few days. There was insignificant hemorrhage during this

procedure. The placenta could not be expressed by the Crede
method, and an effort was made to remove it by introducing
the hand into the uterus. Traction upon the placenta completely
inverted the uterus and exposed a linear laceration posteriorly

from the cervix nearly to the fundus, or about eight inches (20
cm.) in length.

It was at this time that I first saw the patient, about 2.30 p.m.

The placenta w-as attached to an inverted uterus, with bandages
compressing the cervix as a tourniquet, she was already anesthe-

tized, and salt solution was being introduced into the vein. The
pulse was soft and between 140 and 150. The external bleeding
was not copious. The placenta was removed at once, the uterus
washed with 1-5000 bichlorid, followed by salt solution. A
long median abdominal incision was made and about 1000 c.c.

of blood removed, partially clotted. An assistant returned the
uterus to its normal position by steady pressure from below,

compressing the uterus at the same time. The laceration was
then dealt with through the abdominal incision. It extended
through all the coats, and the peritoneum, in addition to being
torn, was stripped back one to two inches on either side of the

rent in the muscle. The walls were sewed with two layers of

chromic gut and the abdomen closed with drainage, consuming
in all about twenty minutes. She died shortly after she was
returned to her room.

There is very little doubt but that the rupture occurred coin-

cident with the version, attended with hemorrhage and collapse,

and that the inversion was produced in efforts to remove the

placenta, aided by the rupture and relaxation. I was impressed
with the friability of the abdominal muscles when the sec-

tion was made and believe that the same condition of the mus-
culature of the uterus was present, perhaps superinduced by

IL
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attacks of endonietritis which is ahnost a constant condition

in prostitutes.

A question which gave me most concern was the choice of

operation, vaginal hysterectomy or laparotomy, and I am free

to admit that this doubt still lingers. In the majority of cases

which succumb to rupture of the uterus, peritonitis is the cause
and it was with the object of reducing this element of danger that

the abdominal route was selected. The laceration extended
so far into the cervix that perfect control of hemorrhage might
have required equally as long as a laparotomy, without the addi-

tional advantage of giving the opportunity to remove blood
(probably infected) from the abdominal cavity.

A hasty survey of the literature plainly indicates that rupture
and inversion alone are uncommon, while the combined condi-

tion has not come to my attention. The frequency of either

varies according to the authority, from i in 482 labors to i in 4429.
Many cases of rupture of the uterus have been overlooked, even

in maternity hospitals, as the hemorrhage may be gradual or

entirely intraperitoneal—so-called concealed hemorrhage. The
mortality of rupture alone is variously stated, ranging from 90
per cent, of some years ago to about 50 per cent, at the present

day. Authorities differ radically in methods of treatment,

namely, tamponade by some, suture of the uterus by others and
hysterectomy by the less conservative.

Dr. KellEY did not quite understand whether the cause
of the rupture of the uterus was the manner of the version in

this particular case or whether any version would have produced
the same result in this uterus. He had seen one case with only a
scar for an os, in which death from rupture of the uterus followed

an not unduly prolonged labor. In another case a patient had
been brought to him twenty-four hours after labor with the

intestines protruding though the rent in the anterior uterine

wall. The intestines were already gangrenous. This patient

also had died from the combination of shock of the labor, rup-

ture of the uterus and the subsequent laparotomy for the intestinal

condition.

Dr. Balloch asked what evidences there were of friable

muscles.

Dr. Miller reported a case of rupture of the uterus into

the broad ligament which had not been sewed up, but the woman
got well, and another with intestinal resection that died.

Dr. White said that there had been no gross evidences of

syphilis, but that the abdominal and uterine muscles were ex-

tremely friable.

Dr. Morse read a' paper on

SYPHILIS IN PREGNANCY AND EARLY INFANCY."

Dr. Wall said that with careful technic the treponema pal-

lida had been found in all stages of syphilis and observed pass-

* See original article page 540.
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ing through the placenta to the mother or to the child. He
had observed hollow anterior molar second teeth with cauliflower

conformation of the dentin which was just as characteristic as

the Hutchinson teeth.

Dr. Ad.\ms said that twenty years ago he had presented a case

of syphilis of the placenta in which neither parent presented any
sign of syphilis nor had they since developed any signs though
they had not had any antiluetic treatment. The mother had
not been pregnant since. That child had died at birth from a

short cord wrapped around the neck.

Dr. Cook asked if there was any explanation of the apparently
opposite conditions produced by syphilis, adherent placenta and
abortion.

Dr. Miller asked if there was any proof that the treponema
was present in the spermatic fluid in the cases in which the
mother was supposed not to be infected.

Dr. White said that the organism had been found in the con-
genital cases in lungs and spleen and swarming in the liver.

Dr. Doxxally said that the treponema had been very easily

demonstrated in the primary lesion by excising a portion of the

sore, fixing in lo per cent, formalin, impregnating with i per cent,

silver nitrate in diffuse daylight for three days and then sectioning.

Examining in the fresh state, they could be shown in a smear of

scrapings by transverse illumination.

Dr. \\augh.ax said that since the mode of infection of syphilis

had been clearly demonstrated the disease ought to be amenable
to excision with the adjoining lymph-glands if necessary at early

stages.

Dr. Adams had known one case where the woman had had
syphilitic children, and yet in twelve years had shown no signs

of syphilis.

Dr. Cook said that if it was possible for syphilis to be com-
municated by the spermatozoa the treponema must be extremely
numeruous or have a special affinity for spermatozoa.

Dr. Morse, in closing, said that the adherent placenta was
due to endometritis, and abortion to the death of the fetus, so

that they were not incompatible.

REVIEW.
Diseases of the Breast, With Special Reference to Cancer.
By William L. Rodmax, M. D., LL. D., Professor of Surgery
in the Medico-Chirurgical College of Philadelphia; Professor of

Surger\' in the Woman's Medical College of Pennsylvania;
Surgeon to the Medico-Chirurgical Hospital, the Woman's
College Hospital, The Philadelphia General Hospital, etc. With
69 plates, of which 12 are printed in colors, and 42 other
illustrations. 385 pages. Philadelphia: P. Blakiston's Son
& Co., 1012 Walnut Street. 1908.
A review of this book depends considerably upon the point of
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view from which it is regarded. If one looks upon it merely
as an expression of personal views of a surgeon of long experience,

the book is entirely satisfactor}'. If, however, one regards it as

a monograph upon the subject of breast tumors, available

to the surgeon or investigator as a work of reference, the book is

extremely disappointing. Not that we intend to imply that the

author is not in a position to warrant him in writing a personal
monograph; the author's researches on the subject of breast

tumors are widely known, and are among the best contributions

of American literature upon this subject. It seems to us,

however, that a book of this character would have attained its

highest utility, had the author followed a happy mean between
the two points of view, and had combined a calm, judicious

review of the previous work done, with an elaboration of the

author's ripe experience upon the subject in question. As a

matter of fact, however, we find in the volume before us, except
in the chapter on carcinoma, ver\^ few references to the litera-

ture. Even where names of previous authors have been men-
tioned, the references are not given. On the other hand, the

personal pronoun is everywhere predominant. He even uses this

to affirm or combat many self-evident statements, and truths

which nobody, as far as we are aware, has ever taken the pains

to deny. Thus we find such sentences as these: " I cannot agree

with those who believe that it (carcinoma) is equally common
in the single and married, the sterile and fruitful;" or "In con-

clusion, I would plainly state, that despite the fascinating theories

advanced (speaking of the etiology of carcinoma) and the

information derived from the Study of statistics, I still remain
an agnostic, denying that afiy theory- yet advanced gives entire

satisfaction to anj^ one viewing the subject from a liberal point

of view:" This, incidentally, does not accord with the follow-

ing; "I am of the opinion also, that some mammar}^ sarcomata
owe their origin to misplaced embr^^onal tissue elements, which
assume active growth in adult life." We also find him express-

ing views on subjects concerning which, we venture to say, he has
very little experience. Thus he states: "I am not inclined to

attribute much value to the results obtained by inoculating and
grafting experiments upon animals, as mice, for example."
This opinion, we hold, nobody, in the light of our present know-
ledge, of this promising field of research, has any right to state.

These examples are merely types of many others. The author
also wastes many pages of argumentation along conventional
lines, upon the now universally accepted proposition, that cancer
should be operated upon as early as possible. This would be in

place in a popularizing article in a medical journal, but not in a

book addressed to surgeons.

We do not intend to convey the impression that this book does
not add materially to our knowledge of the subject of breast

tumors. Many parts are indeed of considerable value, especially

that dealing with carcinoma, which, bv the wav, covers more
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than half the volume. In this chapter, the author shows through-

out that his experience has been an extensive one. The develop-

ment of the modern operation for breast cancer is fully outlined,

while the description, both in text and in illustrations, of the

Halsted-Meyer operation, with all the more important modifi-

cations, is given in great detail. The illustrations and plates are

excellent and are a feature of the book. Plate 43, showing
Paget's disease of the nipple, should face page 373 instead of

page 284. On page 48, " Warthen" should be " Warthin."
On the w^hole, we believe that the author has missed a splendid

opportunity to give us a monograph of the first order. E. M.

BRIEF OF CURRENT LITERATURE.

OBSTETRICS.

Development of the Fetus in Women with Large Pelvic Basin.

—Ermanno Signoris {Aiui. di Ostet. e Gin., March, 1908) discusses

the development of the fetus in women with an abnormally large

pelvis, and the complications to which it may lead. His observa-
tions include 254 cases, collected from various clinics during the

past few years. These he has tabulated, and from these exami-
nations he concludes that abortion is frequent in women with
large pelves. These pelves should be distinguished from the
normal-sized ones because face presentations are abnormally fre-

quent and the duration of labor is not shorter than that in normal
pelves. The fetus becomes developed to an abnormal size and
pregnancy lasts longer than in other women. There seems to be
no influence in causing twisting of the cord about the neck of the
fetus. Twin pregnancies are more frequent than among other
women.

Bronchiectasis in the Fetus.—Michel de Kervily {UOhstet.,

April, 1908) describes three fetuses that he has examined during
the past three months, in which there was present bronchiectasis,
incorrectly called cystic degeneration of the lungs. He has found
in medical literature six other cases which he has analyzed. Of
all these cases he gives the histories. In his first two cases he
found no history of syphilitic taint, and no spirochetes were dis-

covered in the numerous sections that were microscopically exam-
ined. In the third case spirochetes were present in large numbers
in the internal organs. In the first fetus examined, a fetus deliv-

ered in the sixth month and dying a few minutes after birth, the
upper and middle lobes of the right lung showed enormous ectasia
of the lobular and intralobular bronchioles, and of the pulmonary
vesicles, and adenomatous tumors consisting of tubes of unequal
caliber, sinuous, ramifying and anastomosing, which were de-
veloped in an abundant connective tissue replacing the pul-
monary vesicles. These tubes were lined with a single layer of

cuboidal epithelium. The author presents also observations of
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bronchiectasis in a fetus in which there was bronchopneumonia.
The author beheves that syphilis does not play a prominent part
in the etiology of such cases. He classifies these cases as pul-

monary bronchiectasis with adenomatous new formations and
bronchiectasis of inflammatory origin.

GYNECOLOGY AND ABDOMINAL SURGERY.

Brown-Sequard Paralysis During Menstruation.—Cases of

Brown-Sequard paralysis are rare and occur usually as a result of

traumatism to the spinal cord. C. D. Camp {Phys. and Surg.,

March, 1908) records a case occurring in a girl of seventeen, non-
traumatic, and attributed b}' him to subarachnoid hemorrhage
taking place during menstruation which, previously regular, ceased
after one day at the time of onset of the paralysis. Why a
hemorrhage into the meninges should occur in a young person
with no evidence of arteriosclerosis is hard to say, but the writer

suggests that the sudden stoppage of menstruation may have
had something to do with it, as it is well known that hemor-
rhage from mucous membrane or even from skin can occur
under such circumstances.

Delayed Menopause.— (C. J. Whalen Chic. Med. Rec, April 15,

1908) reports such a case in a woman who had first menstruated
at the age of fourteen. Until she was sixty-two years old her
menstruation was regular, four-weekly. It then became three-

weekly, and so continued at the time of report when she was
sixty-seven vears of age. The woman claimed never to have been
in bed two days in succession, even at the time of labor, although
she had had thirteen children and two abortions.

Torsion of Appendices Epiploicae.—One of the earliest refer-

ences to the pathological importance of appendices epiploicae and
corpora aliena adiposa, as the}^ are called when detached, ap-

peared in 1 889. With the exception of one other case report , these

were ignored until 1905. Since then a number of articles have
been published. These are abstracted by W. A. Briggs {Amer.

Jour. Med. Sci., June, 1908), who thinks that torsion of appen-
dices epiploicae is more frequent than the paucity of references

in medical literature would imply. This accident usually occurs

in persons more or less obese, during middle life and later.

Intra-abdominal torsion of appendices epiploicae may simulate

appendicitis, hepatic colic, cholecystitis and various other iritra-

abdominal diseases. Torsion of appendices epiploicae in the

hernial sac may cause all the local symptoms of an acute omental
or intestinal, femoral or inguinal hernia. Torsion of appendices
epiploicae may result. in corpora aliena adiposa, in adhesions and
bands, and their consequences. Corpora aliena adiposa may
become infected and cause general peritonitis. In the present

state of our knowledge, anything more than a tentative diagnosis

of torsion of appendices epiploicae would be rarely possible.

Early operation is indicated in all cases.

Surgical Treatment of Cancer of the Uterus.—J. L. Faure
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(Presse Med., May i6, 1908) declares that, contrary to the

generally accepted opinion among physicians, cancer of the
uterus is one of the most curable forms, provided that the sur-

gical treatment is begun early and is carried out in the right way.
He adduces the histories of twelve women operated on by himself

who have now been cured for a period of more than four years.

He believes that we should combat with all our powers the

idea that this formidable disease cannot be cured and should
do all we can to get these cases operated on early, assuring the

patients that the disease is curable. The public should be so

instructed, and thus we shall see patients earlier and get better

results.

Prevention of Embolism after Gynecological Operations.

—

Albert Sippel {Zcni. Gyn., April 11, 1908) takes up the question
of prevention of embolism by making a small incision, which has
been advocated very strongly by some authors. He believes

that a large incision which enables the operator to work without
injuring the veins is much more conducive to the prevention of

embolism, than a small incision in which the operator must
work by feeling. The proportion of embolism after myema re-

movals or castration for myoma is marked, and here the heart

action is bad in many cases. There is a negative pressure, after

operation in the veins of the pelvis, and this allows them to
remain empty and thrombi are easily formed when they slowly
fill. He believes that prophylaxis consists in preventing these

veins from filling immediately after operation. To do this, he
places the patient at first without a pillow, and with the head
very low, the lower part of the bed being elevated. This is

gradually lowered within the first three days. Thrombosis of the
veins is thus prevented.

Ureteral Calculi.—Discussing operative treatment of ureteral

calculi, J. H. Gibbon (Surg. Gyn. and Obst., May, 1908) says that
stones in the upper third may be removed through a lumbar in-

cision, such as is usually employed for the exposure of the kidney,
or through the Israel incision, extending from the tip of the last

rib obliquely downward along the iliac crest. The operation
should be performed retroperitoneally. When the stone is lo-

cated, the question will arise as to whether it shall be pushed up
into the kidney pelvis and there removed or through the kidney
substance. The w^riter believes that a wound in the ureter,

whether sutured or not, will heal more quickly and with less

likelihood of a urinary leak than one in the pelvis. For stones in

the lower two-thirds of the ureter, the combined intra- and extra-

peritoneal route offers advantages over the extraperitoneal, es-

pecially in cases where the abdomen has been opened for another
condition or for exploratory purposes and a stone then found.
One of the chief advantages of the combined method is the ability

to explore thoroughly the entire ureter on the suspected side and
a large part of the ureter on the opposite side. Another ad-
vantage is the fact that it is unnecessary for exploratory purposes
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to separate the ureter from its surroundings to any great extent
and that damage to it through rough handling is much less

likely. The stone can also be much more readily passed up into

a healthy portion of the ureter in the combined than in the simple
extraperitoneal method. The one objection to this method
which can be raised is that of possible infection of the peritoneal
cavity.

Effects of Urban Congestion on Italian Women and Children.

—

Autonio Stella {Med. Rec, May 2, 1908) has recently investigated
the Italian population of New York City, He shows that while
the general death-rate for the city in 1905-06 was 18.35, ^^^
under five years was 51.5, in six of the Italian blocks examined
these figures averaged 23.3 and 79.7, respectively. He says that
the percentage of Italian children suffering from rickets is ex-
ceedingly high (75 to 80 per cent.), in spite of the fact that many
of them (65 per cent.) are breast-fed. Rhachitis is not a mere
deformity of bones, but is the expression of profound pathological
changes occurring in practically all the tissues of the body.
Due allowance being made for the defective composition of the
mother's milk—which, in his opinion, is the principal factor of the
prevalance of the disease, and which in turn reverts on urban con-
gestion that diminishes the stamina of the mothers—overcrowd-
ing and bad housing in general seem to be the primary causative
agent, even above the dietetic factor, which in the case of the
Italians would appear to play only a secondary part. When we
compare the general appearance and resistance of Italian chil-

dren brought up in the healthful environment of the country and
those in the city, more im.portant differences are noted, and if we
compare their average height and weight, we find an advantage
of almost one inch and a half more in height and one pound more
in weight for the children of the rural districts. Malnutrition
and anemia, scrofula, adenoids and poor dentition are, next to

rickets or concomitant with it, the mxost frequent pathological

conditions met with among the children of the New York tene-

ments. That they are the direct result of bad housing, and not
heredity, is proved by the fact that almost all Italian infants are

born strong and healthy, and their w^eight is often above the

average, even when their mothers look pale and sickly and live in

the poorest districts. This fact, besides, seems to be true of all

poor classes. Tuberculosis is most prevalent among the second
generation of Italians, and while the pulmonary manifestations
are seen most frequently above the fifteenth year of age, the sur-

gical form (tuberculosis of the bones, glands and joints) is met
with extraordinary frequency between the ages of five and fif-

teen. Studying the mortality of Italian women, we are confronted
with a peculiar contrast : the official statistics show a small death-
rate, especially in regard to pulmonary tuberculosis, yet we know
that tuberculosis is very prevalent among them. The explana-
tion of this discrepancy lies in the fact that all adult Italians

once affected by a serious disease, and so informed, board the
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first steamer and go back to Italy to die. Tuberculosis of the
adnexa and peritoneum is also seen with great frequency among
them. Their early marriages, frequent pregnancies and long
periods of lactation are contributory factors, when we consider
that the same conditions prevail also in their native land and do
not affect their health in the same degree. Other direct injuries

to the health of the Italian women referable to urban congestion
are: (i) Anemia and chlorosis. (2) Amenorrhea and dysmenor-
rhea, from arrested or defective development of the generative
organs. (3) Retarded menstrual function. The average Italian

girl in New York menstruates after the fourteenth and sometimes
in the fifteenth year of age, while in Sicily the average period is at

eleven or twelve and in the northern provinces at thirteen and
fourteen years. (4) Poor muscular development and loss of

muscular tone due to lack of exercise and ill-ventilated rooms.
One of the most frequent results of this muscular atony is a
general displacement and fall of the abdominal organs (movable
kidney, enteroptosis, etc) with which 85 per cent, of the Italian

women that present themselves for examination at gynecological

clinics are afflicted. (5) Gastric and intestinal disorders (con-

stipation, dyspepsia, etc.), the direct result of the ptosis just

mentioned and of polluted atmosphere in close quarters, with all

the attending symptoms of autointoxication (headache, irri-

tability, emaciation, etc.). (6) Skin diseases, especially scabies,

ringworm, eczema. (7) Specific diseases, including lues and
all venereal diseases. These, in a large measure, are the evils

caused by congestion, and these the physical results of over-

crowding on Italian women and children. The moral effects are

just as great and serious. The homelessness of the tenement and
the absolute absence of privacy of family life make the abode of

the poor one of the greatest perils of modern civilization..

Primary Carcinoma of the Vermiform Appendix.- C. A. Mc-
Williams {Amer. Jour. Med. Sci., June, 1908) presents a study of

ninety cases, three previously unpublished, and appends notes of

fifteen others subsequently found. Speaking of the series of

ninety cases, he says that of seventy-six operated upon for known
reasons, sixty-three (83 per cent.) suffered from appendicitis.

Of those twenty-three (36 per cent.) were operated upon during
or immediately after the first acute attack, while forty (63 per
cent.) had had symptoms of chronic appendicitis. In seventy-
eight cases in which ages are recorded, forty-seven (60 per
cent.) were under thirty, corresponding very closely with the age
incidence of inflammatory appendicitis. In seventy-seven cases

of primary cancer of the appendix in which sex is mentioned,
forty-four (57 per cent.) were females and thirty-three (42 per
cent.) males. Concretions apparently form no role in the etiol-

ogy of primary cancers of the appendix, since in ninety cases the}-

were found only five times (5.5 per cent.). In seventy-one cases

in which the situation of the tumors was recorded, in 59
per cent, the neoplasms were located at or near the tip, and in
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76 per cent, at or distal to the middle. Primary cancers of

the appendix thus develop in the regions where strictures, oblit-

erations of the tip and chronic inflammatory lesions most com-
monly occur. Enlarged lymphatic glands were recorded as

present in eight cases, or 9 per cent. In four of these cases,

microscopic examinations showed that there was no cancer in

them, and in one case such secondary cancerous involvement was
found. Hence, we must infer that these primary cancers of the
appendix are exceedingly slow in involving the lymphatics.
Three cases are not recorded as having had the enlarged glands
examined microscopically. In forty-two cases out of forty-

eight in which it is recorded, no tumors were visible to the naked
eye in fourteen cases, or 33 per cent. In twenty-three cases, or

55 per cent., one or more solid tumors were visible. Cysts were
present in three cases, or 0.7 per cent. Perforations were pre-

sent in two cases. Ulcerations were found in two cases. It is

evident how fallacious it is to argue that because there is no
visible tumor, consequently there is no cancer present. The
frequency of occurrence of primary cancer of the appendix is ap-
proximately shown in the fact that twenty-six such cancers were
found in 6505 appendices, or 0.4 per cent., though it is not stated

in what proportion of these cases microscopic examination of the

appendices was made. In addition, cecal cancers undoubtedly
develop from primary appendical cancers, in which case the
latter lose all their characteristics as the primary lesion and are

overlooked as such. In seventy-one cases it was possible to

make a pathological classification of the neoplasms. Twenty-
two per cent, were columnar-cell cancers, 53 per cent, were
spheroidal-cell, 9 per cent, werie of the transitional type, and

4 per cent, w^ere colloid. The average age in the spheroidal-cell

tumors w^as twenty-three years; in the columnar-cell type,

forty-three years. Of the forty-eight cases there are records re-

garding the microscopic extent of the growths in the appendices
in thirty-one cases. In fifteen cases, or 48 per cent., all the
coats of the appendix were invaded, while in seven cases, or

22 per cent., the meso-appendix, in addition, was involved in the
growth. Thus these neoplasms show^ a tendency progressively

to infiltrate contiguous structures, but without evincing evidences

of producing distant metastases. Probable slow growth evi-

denced by the fact that in all cases mitotic figures are very few.

Of ninety patients with primary cancer of the appendix, secondary
growths were present in six (6.6 per cent.). In seventy-nine

of the patients operated upon, the duration of the reported cures

is given in thirty instances: seven were well five 3-ears or more
after the original operations, thirteen were so three years or

more afterward, while twenty-one showed no signs of recurrence
two years or more after operation. In only one instance, or 1.2

per cent,, is it definitely stated that the growth recurred. These
primary tumors of the appendix should be placed in a distinct

class by themselves, so far as malignancy is concerned, in con-
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tradistinction to malignant neoplasms of the alimentary tract

generally. The mortality in forty-six operations was nil. The
symptoms of appendical cancers are not sufficiently character-

istic to make a diagnosis per se possible without operation. Any
circumscribed tumor in an appendix should arouse suspicions of

cancer, following which the meso-appendix should be widely
excised and enlarged glands removed. It will be necessary to

excise part of the cecum only when the tumor is situated in the

base of the appendix. In every appendectomy the entire meso-
appendix should be removed if possible, and every removed ap-

pendix should be examined microscopically. When operating
in the neighborhood of the appendix for reasons other than ap-

pendicitis, the appendix should be amputated in case it presents

any abnormality, particularly when its tip is clubbed. In ad-
dition to the cancers themselves found in the appendices, in

thirty cases out of forty-eight, or 62 per cent., chronic inflam-

matory lesions were discovered by the microscope. Whether
the chronic changes are primary and the cancers secondary to

these, or vice versa, it seems impossible to decide in the present
state of our knowledge of the subject.

A. O. J. Kelly (Amer. Jour. Med. Set., June, 1908) contributes

the reports of four additional cases of primary carcinoma or

endothelioma of the appendix.
Treatment of Cancer of the Female Genital Organs.—J. L.

P'aure (Ann. de Gyn. st d'Ubst., June, 1908) says that there

is no divergence of opinion as to the treatment of cancers of

the genital organs outside of the uterus. The only treatment
admissible is extirpation as early as possible and widely oustide

the borders of the growth. Cancer of the vulva requires the

removal of the glands in the inguinal region of both sides. For
cancer of the fundus, abdominal hysterectomy is to be preferred

to removal by way of the vagina. It allows of complete removal
without laceration and removal in pieces as must be done by
the vaginal route, a procedure that easily gives rise to sepsis

and favors recurrence. The author believes that a total hyster-

ectomy it to be preferred, although not absolutely demanded.
All that is necessary is to absolutely pass the boundaries of the
growth toward the cavity of the uterus. In these cases the cervix
is generally not involved, and recurrences do not occur in it.

but take place in the broad ligaments and pelvic glands. Cancer
of the vagina is rare. When it occupies the lower two-thirds
it should be removed as are cancers of the vulva, while when it

occupies the upper third it is to be treated like cancer of the cer-

vix. It is very difficult to remove the cervix or upper part of

the vagina by the vaginal route. The small space in which one
has to work does not allow of removing the growth whole, and
the hemorrhage renders it impossible to see where the diseased
tissue ends and the sound begins. The fear must be ever pre-

sent of cutting into the rectum, the bladder or the ureter. To
have room to make a perfect operation the vaginal route must
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be abandoned and the abdomen opened. Here there is room
to work and a possibiHty of seeing what is being done. Cancer
of the cervix is deplorably frequent and its gravity so great that

it taxes all the means of surgery. The gravity of the operation
is in direct proportion to the extent of the growth. Of the

eighteen patients operated on by the author between 1902 and
1905 ten are still living and apparently cured. The author
believes himself justified in thinking the operation curative, not
simply palliative. By the abdominal route the dissection of

the pelvic glands is possible. The only argument against ab-

dominal hysterectomy is its gravity. But we are dealing

with patients who will inevitably die if left alone. What we
must do is that operation which will give the best chance of

recovery Vv'ithout recurrence. The author always ligates the

hypogastrics, since this limits the hemorrhage and allows the

operator to see better the field of operation. He removes the

glands that can be easily felt by the finger. To remove all the

glands is impossible. He prefers not to open the large cellular

spaces, as tnis gives a greater chance for infection.

Typhoid Fever During Pregnancy.—A statistical study of

the cases of typhoid fever in the Johns Hopkins Hospital,

by B. A. Cohoe {Can. Lancet, May, 1908) shows that pregnancy
confers no immunity against typhoid infection. The association

of typhoid fever and pregnancy occurs most commonly toward
the end of the first half of pregnancy, from the third to the

fifth months. Abortion follows in about two-thirds of the cases,

and takes place most frequently during the second and third

febrile weeks. The prognosis for the mother is good, the mor-
tality being not greater than in the nonpregnant typhoid patient.

The production of abortion is not indicated. Infection of the

fetus through placental transmission may occur but it is not the

rule. The treatment is the same as in the nonpregnant. Baths
are well borne.

Blood-pressure in Eclampsia.—G. S. C. Badger's [Bost. Med.
and Surg. Jour., May 7, 1908) conclusions are that the blood-

pressure in eclampsia is high, and of diagnostic and prognostic

importance. In spite of improvement in subjective symptoms
and increase in the quantity of urine, the blood-pressure may
remain high, in which case the prognosis is grave, and labor

ought to be induced. The continuance of high blood-pressure

during the puerperium warrants a grave prognosis as to coin-

piete recovery.

R. C. Davis (Univ. Penn. Med. Bull., May, 1908) says that in

cases of eclampsia under treatment, where a fall in blood-pressure

is noted there is also seen a fall in the amount of albumin. The
most efficient agencies for reducing blood-pressure have been

found to be vapor baths, puncture of the membranes, nitro-

glycerin, and venesection. The most successful factors in the

treatment of eclampsia have been found to be remedies which

lower blood-pressure and agencies which eliminate toxins.
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Toxin of Eclampsia.—In order to determine whether or not
the blood of eclamptic women or that of the eclamptic placenta
contained an active, nonproteid body, which might perhaps be
isolated and recognized to belong to one of the established

pharmacological groups of poisons or to form a representative

of a new group. W. F. Boos {Bost. Med. and Surg. Jour.,
May 7, 1908) has endeavored to obtain proteid-free solutions

from the blood and placentas of eclamptic cases by the applica-

tion of heat with consequent inactivation or precipitation of

serum or tissue juice constituents. To test the activity of his

solutions he employed intravenous injections into rabbits.

Perusal of the histories of his cases shows that the clinical

picture of the case gives no indication of the presence or absence
of such a toxin in the blood and tissues. In some cases the

solution and proteid-free extract obtained from the placenta
were absolutely inactive. Investigation of others would seem
to show that there are certain cases of acute intoxication, due
to a definite nonproteid active principle, which during life

present the clinical picture of eclampsia. Much more experi-

mental work will be necessary to enable us clinically to dis-

tinguish the cases in which the toxin is present, from cases of

"eclampsia" due to other causes, such as epilepsy and uremia.
The solutions obtained do not, as a rule, produce the convulsions
typical of eclampsia. Possibly the toxic substance undergoes
certain modifications of structure or composition during its

isolation vvhich aifect the quality of its action. Perhaps the

toxin is identical with that acting in the class of cases reported
as eclampsia without convulsions. The writer's toxin acts only
when injected intravenously. It seems to be a protoplasmic
poison. It paralyzes the centers of the brain and cord, especially

the respiratory center.

Amylene Hydrate in Eclampsia.—Harle {Munch. Med. Woch.,
May 26, 1908) states that amylene hydrate may be given sub-
cutaneously or by intramuscular injection as well as by rectal

injection. The author has successfully treated a succession of

epileptic cases with this remedy. It results in a quiet sleep

with absence of convulsions. There exists in puerperal eclamp-
sia, as in epilepsy, a marked poisoning of the brain and nervous
system, and the use of narcotics is rational. Amylene hydrate
causes paralysis of sensibility, motility and reflex action, without
poisonous symptoms except when enormous doses are given.

The author has treated five cases, one of which came into his

hands in deepest coma and another with complete amaurosis.
The urine of all of them was scanty and full of albumin. As a

European physician in a Turkish country, he was careful of

the means used. The appearance of a quiet and deep sleep was
welcomed by those around the patient. After the injection of

amylene hydrate another of pilocarpin was given. Labor was com-
pleted during sleep in all five cases, and all five patients recovered.
The albumin disappeared from the urine soon after labor.
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Influence of Pregnancy upon Medical Diseases and Vice
Versa.—In the Goulstonian Lectures. Herbert French {Lancet.

May 2, 9, i6, 1908) touches upon many interesting points in this

broad field. He says that diagnosed early and treated by con-
finement to bed with antipyuric remedies, pyelonephritis usually
tends toward resolution, notwithstanding continuance of the
pregnancy. In the majority of cases of ordinary severity the
pregnancy is not particularly apt to come to an end prematurely.
The children do not show any special liability to die in titero and
the mother is not subject to uremic convulsions at the time of

labor. Medical treatment will usually relieve the patient
within three weeks or a month. The pyuria will often persist

for a month or six weeks after the patient feels quite well, and
relapse is apt to occur before the pregnancy reaches term.
Repeated microscopical examination of the urine is therefore
essential, and medical supervision is required as long as any
pus is present. The patients nearly always get perfectly well

of their pyuria after the child has been born.
It would se^m that pregnancy does not predispose to a

primary attack of appendicitis and that there is no particular
liability for pregnancy to light up fresh appendicular trouble in

cases where the former attack occurred years before and appeared
to resolve completely. Upon the whole, operative measures
should be accelerated rather than postponed in pregnant women,
and operation should be advised on the very ground that the
patient is pregnant, particularly in the later months of preg-
nancy; owing to the vascularity of the parts, pus is even more
likely to occur in these cases than it is in others; the prospect
as regards the child is so poor, in any case that the course followed
should be almost exclusively that which is in the greatest
interests of the mother; and the emptying of the uterus by
spontaneous miscarriage or premature labor is so likely to occur
and with it a rending open of a previously localized inflammation,
with consequent spread to the general peritoneal cavity, that
it is very dangerous to wait.

Of the specific fevers, he says that the course of typhoid is

the same as in other persons, but that in the majority of cases
abortion or premature labor occurs. Before the end of the
third week of the mother's illness the child is much less likely

to have become infected than it is in the fourth or a later week.
If, therefore, the pregnancy has reached the time when the child

is viable, and if for any reason it is much desired that a living

child should be born, it would seem best to bring about delivery
before the mother's illness had reached the end of the third week.
The prognosis of measles is good as regards the mother, but
abortion or premature labor often occurs in the eruptive stage.

In pertussis there is danger of premature emptying of the uterus
in consequence of the extreme and constantly repeated con-
tractions of the diaphragm and abdominal muscles, but other-
wise the prognosis is good, both as regards the mother and the
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child. Scarlet fever in a pregnant woman has a relatively

much graver prognosis than it has in other cases. The com-
plication is least serious when it occurs early in the pregnancy
and when it does not lead to abortion. In pregnant women,
diphtheria often attacks the larynx, and if antitoxin is not given
the mortality is high. The prognosis of small-pox is worse in

pregnancy and is grave for the child. Malarial cachexia has
almost no influence upon pregnancy and its course; in mild
cases of intermittent malaria pregnancy usually continues
normally to term notwithstanding the ordinary attacks of fever

in the mother; in cases where the maternal temperature reaches
104° F. during the attacks abortion takes place in a large pro-

portion of cases; whilst in the bilious remittent type not only

is the pregnancy almost certain to terminate prematurely, but
also the child, even if it has reached a viable age, is nearly always
dead, and the prognosis as regards the mother is distinctly graver
than it would be in a nonpregnant person with the same degree

of malarial illness. Quinine should be given all the more on
account of the conjunction of malaria and pregnancy. The
weakness that is left after the acute phase of influenza is apt to

last even longer in the pregnant woman than it is in other persons,

and therefore even if the pregnancy does not come to an untimely
ending the child is very apt to be born with deficient vitality

and a tendency to die young. If lobar pneumonia occurs early

in pregnancy the prognosis for the mother is little, if any, worse
than in other patients of the same age, while abortion will occur
in one-third of the cases. If the pneumonia develops during
the latter half of pregnancy, the latter will be terminated in

two-thirds of the cases, while half of the mothers die if at or

after the sixth month.
Diabetes mellitus is by no means incompatible with preg-

nancy; cases of moderate severity are not made materially worse
by pregnancy; and there seldom seems to be any reason for

interfering with the pregnancy. Diabetes insipidus may arise

during pregnancy as the result of a severe mental shock at that

time. Should it do so, it seems that it does not go away again
after the child is born. The pregnancy itself runs no abnormal
course, the children may be perfectly healthy, and there is no
marked tendency to hydramnios with its inordinate abdominal
distension, such as occurs in diabetes mellitus.

Intrauterine Fetal Death.—H. Williamson and E. L. Holland
{Jour. Obst. and Gyn. Brit. Emp., ^lay, 1908) contribute to the

literature of this subject the report of a woman who gave birth

to six still-born children in consecutive pregnancies. Neither
the woman nor her husband gave any history or evidence of

syphilitic infection. After the sixth labor the fetal liver and
spleen were examined for spirochaete pallida. This organism
was found in abundance. During the succeeding pregnancy
the woman was treated continuously with mercury and potas-

sium iodide. When the height of the fundus indicated the
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approach of term, labor was induced. Unfortunately the case

proved to be one of twin pregnancy with hydranmios and the
children were premature and survived only a few days.

^
Ex-

amination of the body of one child, however, showed no cause
of death except prematurely and no spirochaetes were dis-

covered. The other child showed bronchopneumonia of both
lungs.

Deep Cervical Incisions for Abnormal Rigidity.—N. R. Mason
{Bost Med. and Surg. Jouni., April 30, 1908) records two suc-

cessful cases of delivery by this method. He claims that where
immediate delivery is demanded in the presence of an undilated
and rigid cervix, multiple deep incisions from the border of the

external os to the uterovaginal junction furnish the most rapid
and safest method of emptying the uterus. There is no danger
of the incisions tearing in cases under full term, or in cases at

full term, where the pelvis is normal and the fetus is of moderate
size. There is no risk of hemorrhage when clamps are em-
ployed before making the incisions. The chance of septic

infection is no greater than after the lacerations occurring at

the time of normal delivery. The scars in the cervix and vaginal
vault cause no trouble in the course of subsequent pregnancies
and labors.

Primary Ovarian Pregnancy.—To substantiate a diagnosis

of ovarian pregnancy, (i) The tube on the affected side must be
intact and have no organic connection with the gestation sac.

(2) The fetal sac must occupy the position of the ovary. (3) It

must be connected with the uterus by the ovarian ligament. (4)
Definite ovarian tissue must be found in the sac wall in several

places. C C. Norris and C. B. Mitchell {Surg. Gyn. and Ohst., May,
1908) record a case in which'all these criteria are fulfilled. They
have found recorded sixteen positive cases of this type, fifteen

probable cases and nine fairly probable.

Fecundity after Double Oophorectomy.—F. K. Green and
S. W. Hunter (Med. Times., May, 190S) say that the presence of

multiple ovaries in an unknown percentage of cases may be
regarded as distinctly proven. Pregnancy occurring from coitus

practised shortly after double oophorectomy may more often

than otherwise be explained by retention within the uterus fo

ova deposited there prior to the operation. The presence of a
supernumerary ovary ha\ing a separate and distinct ovarian
ligament and accompanymg Fallopian tube seems to be an
extremely rare anomaly, although such instances have been
recorded. It is impossible for the operator to be always abso-
lutely positive that he has eliminated every vestige of ovarian
tissue, especially since when oophorectomy is undertaken and
performed it is usually for relief of palpable and demonstrable
existing disease and the normal topography of surrounding
structures has become decidedly altered by reason of the path-
ological process. Spermatozoa deposited within the vagina or

the uterus may retain their vitality and power of motility for
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many days (exact period unknown), and if a delayed ovum
be encountered in the uterus fertilization thereof is not unlikely

regardless of the time when double oophorectomy may have
been performed, or indeed whether the ovaries be absent or pre-

sent.

Intramuscular Injections of Collargol in Puerperalinfection.—
Federico Caldesi [A nn. di Ostet. e. Gm., April, 1908) says that the

modern treatment of puerperal infections is characterized by the

attempt to produce an active leukocytosis, thus reinforcing the

powers of nature to oppose the poison of infection. The sub-

stances used are collargol and nucleinate of soda. The latter

drug has been unsatisfactory and at present collargol is most
used. The latter drug, without being an efficient disinfectant

has the power of antagonizing the development of germs in a
culture. It is nontoxic, produces a marked leukocytosis, and
augments the glycolytic power of the blood. The author has
used it in a certain number of patients by intravenous injections

with success; but this method is sometimes accompanied by bad
effects and is not well tolerated. The best method of use is by
intramuscular injection, which is rapid and not dangerous.
These intramuscular injections are better tolerated by the

patients and no bad effects have been encountered. Ten cases

have been treated in this way of whom nine were cured. All

were cases of severe infection and would have died without this

treatment, as all other measures had failed. The case that died

was brought to the hospital on the sixth day of infection with a

very high temperature. Histories of the ten cases are given.

Six of the cases showed no localization of the infective process,

one had a slight thrombophlebitis of the saphenous vein, and two
were localized in the tube and adjacent tissues.

Pubiotomy at Bumm's Clinic.—P. Kroemer {Berl. klin. Woch.,

June I, 190S) gives the results of the pubiotomy operations that

have been done at Bumm's Clinic in Berlin. He divides the

patients into three groups; the first represents the rachitic flat

pelvis, with a conjugate of 7^ to 8f cm. and the characteristic

pendulous abdomen and waddling gait. The second group
is the generally contracted pelvis. These women are well-

built to all outward appearance, but are small and infantile in

appearance. All the diameters are contracted and the con-
jugata vera varies from 8 to 9^ cm. The third group shows the

combination of the general contraction with a one-sided rachitic

contraction, the most difficult class of pelves to deliver. The
diameters vary from 6t to 9 cm. Two of the patients presented
had a normal labor following the operation, a year or more later,

the labor being easy. The reason of this easy labor lies in the

dilatability of the cicatrix between the bones, which is rarely of true
boney tissue, and sometimes will stretch to two fingers breath in a
following labor. All the patients operated on are able to walk
w^ell and naturally. The operators in this clinic all use the sub-
cutaneous method, and hardlv anv cicatrix is left. The arteries.

I
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corpus cavernosum of the clitoris, bladder and vagina are avoided
by this method, the hemorrhage is not serious, there is no danger
of infection from the vagina, and in general there are no wounds
of the soft parts. If possible labor is allowed to evolute spon-
taneously and in other cases when the delay is dangerous to

mother or child a delivery by forceps is undertaken. The author
includes in his series fifty-three cases with one death. The
dangers of this operation have been discussed generally. Hemor-
rhage is slight by this method. The important lesions are those

of the soft parts, and these are made by the too great pressure and
stretching of the bones by the delivery of the head, not by the

operative procedure itself. Out of twelve spontaneous labors

only three patients had tearing of the soft parts. Perforation of

the bladder occurred three times out of fifty-three operations,

and healed spontaneously. Out of the fifty-one cases that were
delivered artificially seven had serious tearing of the soft parts,

bladder or urethra. The interference was undertaken because of

asphyxia of the child, tearing of the cervix, severe pressure,

threatened infection, etc. The single death was from pul-

monary embolism two weeks after operation. All the patients

had fever. Of the children forty-nine lived after birth, and
three died of pneumonia, having been born alive. These deaths
came about because operation was delayed too long. There is no
danger to the patient from the sawing of the pelvic bones, but
the source of danger is the operative labor when that is needed
afterward. The indication is to allow of birth by the forces of

nature whenever possible.

Secondary Rigidity of the Cervix due to Acute Inflammation in

the Course of Labor.—A. Couyelaire (Ann. deGyn. et d'Obst., June,

1908) tells us that in the course of labor and under exceptional

conditions the borders of the os uteri become thick and rigid so

that they cannot be dilated by the natural means and labor
comes to a standstill. When delivery does take place it is by the

infant's head tearing the cervix, sometimes lineally, sometimes
circularly so that the lower part of the organ comes away at

delivery, or hangs torn in the vagina. There exists a serosan-

guineous infiltration of the connective tissue of the cervix, due to

an intense congestion from pressure. There may be also an in-

filtration with leukocytes. The author believes that this condi-

tion will not occur in a normal cervix, but only in one that is in-

flamed before labor with a resulting secondary rigidity. The
cervix may be the seat of passive edema or it may not. Acute in-

flammation of the cervix occurs at the time of labor and we have a
cervix that is tumefied, indurated and inextensible. With this

condition we have a labor that is slow, with premature rupture of

the membranes, irregular contractions, necessitating many ex-

aminations, and ending in a febrile state with vaginal infection.

Infection of the genital canal is probably the cause of this inflam-

mation of the cervix.
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GYNECOLOGY AND ABDOMINAL SURGERY.

Anatomo-pathological Study of Pararenal Tumors.—E. F.

Pietrabissa {A)ui. diOstet. e. Gin., April, 1908) divides pararenal

tumors into two classes: those that start from the tissue of the

kidney or of the suprarenal capsule or from aberrant germs of

these tissues, and those that develop in the neighborhood of the

kidney, mainly from the fibrous and adipose tissues of the capsule

of the kidney. These tumors are distinguished by the absence of

functional alteration of the kidneys. Most of these tumors come
into the hands of the gynecologist for operation inasmuch as they

generally occupy and invade the pelvis during their growth.

Pararenal growths are comparatively rare and little known. The
author describes a case in which the tumor had been growing for

many years without producing any symptoms except those of

pressure, and until the growth had attained a size greater than

that of a pregnancy at term. The patient complained of con-

stipation, backache and difficulty in walking and standing on ac-

count of the weight of the tumor. When removed it was very ad-

herent and so enveloped the kidney that it was impossible to

separate it, and the kidney had to be removed with it. It was
found to be a fibrolipoma in the center of which there was sarcom-
atous degeneration. These tumors are found usually from the

age of thirty to sixty. They are generally very large, and occur

more frequently in women than in men. They develop slowly,

always growing progressively; produce few symptoms aside from
those of the intestinal canal; are generally found just below the

diaphragm; can be compressed between a hand behind and one in

front of them. The kidney is not affected; they move with the

respiratory excursions, and the uterus, ovaries, liver and spleen

are found intact. The author finds in medical literature thirty-

nine other cases originating from the fibrous capsule of the kidney.

These tumors are essentially benign; only by degeneration do they

become malignant. When removed before they are very large

and adherent the prognosis is good. An exact diagnosis of the

type of tumor is not always possible before operation, but the in-

dication for operation is always present and the kind of tumor is

unimportant.
Corpus Luteum of the Ovary in Woman.—Fernand \'illemin

{La Gynecologic, May, 1908) has made a study of the corpus lu-

teum in animals and in woman that leads him to the conclusion

that this body is a glandular body with a secretion of its own.
It is a transitory body which forms in the ovary of the mammiferae
at the expense of the wall of the Graafian follicle after this has

ruptured. The morphological characteristics and the period

of its existence are such as to cause its resemblance to the

glands with internal secretion. It holds under its dependence
the genital organs of woman and female mamiferae. The rupture
of the follicle occurs ten to tw-elve days before menstruation,
and the period after rupture corresponds to that of the forma-
tion of the corpus luteum. The perfect formation of the cor-
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pus coincides with menstruation. Involution begins in the cor-
pus luteum when menstruation ceases. Suppression or non-
development of the corpus luteum causes suppression of men-
struation. That the corpus introduces into the circulation
a material that is toxic and vaso-dilator is demonstrated by the
result of injections of its extract into the circulation. Its ap-
pearance determines the appearance of puberty, and its ab-
sence prevents menstruation and the occurrence of puberty.
The formation of the corpus luteum is sufficient to account for

all the manifestations of each menstrual period. The menopause
symptoms are due to the disappearance of the corpus luteum.

Diffuse Adenoma of the Cervex Uteri.—H. Hartmann and P.

Lecene {Ann. de Gym et d'Obst., April, 1908) consider the subject
of diffuse adenoma of the cervix uteri in its relation with uterine
cancer, and gives an illustrative case. The evolution of the
disease is exceedingly slow, and it may simulate in many respects
uterine cancer. Hemorrhage begins very early and occurs for
some years before the growth is of any great size. In such a time,
any cancer would have attained larger proportions than these
growths have reached, and would have infiltrated the neighbor-
ing tissues and organs. In adenoma the base of the broad liga-

ments is found supple and not infiltrated. Only the examina-
tion of the removed growth will make a definite diagnosis of the
growth from cancer. A question of importance is the benignity
of the growth, which is indicated by its histological structure. It

certainly differs materially from the malignant growths. The
evolution of other primary growths of cylindrical cells in the cer-

vical cavity is generally rapid and malignant. In the author's
case a careful examination of the removed growth was made.
There were cauliflower vegetations filling the cervix. The
musculo-connective-tissue layer of the cervix was intact, and
the penetration of the growth was stopped abruptly by it.

There was present in the cervical canal an immense ulceration
which was filled with vegetations and the growth had not pene-
trated the tissues of the cervix proper. At the edges of the ul-

ceration the process was abruptly arrested. The isthmus and
body of the uterus and the parametrium were not affected. The
vegetations were made up of a large number of pseudoglandular
cavities, lined with cylindrical epithelium, not ciliated, similar to
the mucous glands of the cervix. These cavities were all in-

cluded by a basement membrane. There was no tendency to
infiltration of the surrounding tissues.

Mixed Tumors of the Uterus.—P. Puech and G. Massabuau,
(Gaz. de Gyn., May 15, 1908) find that true mixed tumors of the
cervix are extremely rare, only about a dozen being found in

medical literature. They appear more frequently as pediculated
tumors, growing like a bunch of grapes in the vaginal cavity.
There are true sarcomas, fibro-sarcomas and degenerated sar-

comas. These tumors are composed of several kinds of tissues,

some of them heterotopic, not growing as a proliferation of any
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of the cellular elements of the organ. They are embryomas.
The author gives the history of a case in which there was an

adeno-myxo-chondro sarcoma of the cervix. The gerater part of

these tumors are formed of fibrous connective tissue, myxoma-
tous, sarcomatous and adipose tissue, with unstriped muscular

tissue and elastic fibers. Other tissues that are unnatural to this

location are cartilage and striped muscle-fibers. The cartilage is

hyahne and is found in patches in the midst of a dense connective

tissue or shows intermediate gradation from myxomatous tissue.

The explanation of the occurrence of such growths is somewhat
difficult. According to some, these are degenerated sarcomata,

the cells of which are endowed with metaplasic properties.

Another hypothesis is that the striped muscle-fibers have been

transformed from unstriped ones, a position that is hardly ten-

able. The most plausible theory seems to be that these cells re-

sult from the presence of embryonal remains of a chondrogenic

or myogenic character. This theory accounts for their position

and the details of their structure. But the most important argu-

ment is that from portions of the uro-genital system may develop

tissues of all these varieties. Clinically, all these tumors appear

under the form of vegetating masses like the hydatidform mole.

This is simply the result of their mode of development in a cavity.

The symptoms are hemorrhage, leukorrheal discharge and pain.

In some cases fragments of the tumor are expelled. The evolu-

tion of the tumors is like that of true malignant tumors. Left

alone, they produce death from cachexia. Operated upon they

recur very rapidly. There may be metastases at a distance.

Treatment consists of early and complete removal of the uterus

entire. Any simpler operation will result in a rapid recurrence

and death.

Elephantiasis Nostras of the Female Genital Organs.— K. Traina

and E. -Marconi {Ann. di Ostet. e (jui., April, 1908) use as a text

for their consideration of the subject of elephantiasis of the female

genital organs the case of a child six years old in whom enlarge-

ment of the genitals began at the age of three years. When seen

by the author she had considerable enlargement of the labia

majora and the mons veneris. The growths were removed and a

careful histological examination made without throwing any
light on the etiology of the growth. There were no changed
lymphatic glands. The bacteriological examination was com-
pletely negative. This affection frequently attacks the labia

majora, clitoris or any of the tissues of the external genital or-

gans. It is generally seen between the ages of twenty and forty,

occasionally in children. Pregnancy appears to aggravate the

condition. It is generally considered to result from syphilis,

blenorrhagia, erysipelatous inflammations, trauma or alterations

of the lymphatic glands of the region. There are no characteris-

tic and specific alterations that distinguish it from other affec-

tions of the parts. Alterations of the vessels and lymphatics
exist in all cases. Any irritative lesion may cause it. The
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author does not admit that syphihs is its invariable cause. In
the author's case there was no trace of syphiHtic infection,

acquired or congenital. An argument against that view is

that it is comparatively rare while syphilis is frequent. The
greatest importance is ascribed by some authors to lesions of the

lymphatic glands of the region. The presence of filaria sanguinis

hominis may be its cause in tropical countries, but in this climate
it is not found. The author discards the theory of lymphatic
or blood-vessel obstruction as its cause. While inflammatory
condition may contribute to it, they can hardly be the determin-
ing causes. Neither can irritations of the genitals be a direct

cause. Trauma may be the original lesion. The author believes

that many factors have to do with the etiology of this condition
and that no one alone is the invariable cause. Its course is es-

sentially chronic and progressive. It produces no disturbances
except by its mechanical position, weight, the ulcerations that

may occur on its surface, and the discharge and odor caused by
them. Its treatment is purely surgical, removal being the only
course that can be pursued

Sigmoidal Factor in Pelvic Diseases.—Many cases giving symp-
toms referred to the uterus and ovaries are really suffering from
affections of the sigmoid and rectum. This is so common in his

opinion, that J. R. Pennington (N. Y. Med. Jour., May 23, 1908)
believes that examination of these organs should precede that

of the genital tract. One of the objects in making a rectal and
sigmoidal examination is to ascertain whether or not the sig-

moid and rectum are emptied and refilled periodically. If the
patient has fibrosis of the rectal valves, chronic hypertrophic or

atrophic proctosigmoiditis, contractions, strictures, kinking, adhe-
sions, or an extra long sigmoid or mesentry or other conditions
interfering with the regular rhythmic loading and unloading of

the sigmoid and rectum, she, in the course of time, is most
likely to have leukorrhea, dysmenorrhea, and other symptoms
pointing to the beginning of a pathological state in her genitalia.

The mere statement of a patient that she is not constipated
because her bowels move once or twice daily is not to be accepted
as conclusive evidence that she has not an overloaded bowel.
If the conditions causing these troubles have advanced to that
stage where they cannot be corrected by simple methods
and general tonic treatment, then laparotomy should be per-

formed; not, however, for the purpose of removing the tubes
and ovaries, but to apply such surgical measures to the offending
sigmoid, as may seem indicated. Incidentally, any requisite

operative work on the uterus, tubes, and ovaries should be done
at the same time.

Rapid Intestinal Anastomosis.—E. W. Andrews (Jour. Amer.
Med. Assn., May 16, 1908) finds in the McGraw ligature the
following advantages: i. Exclusion of mucosa. No hole but
the needle puncture is made in the viscus, hence no clamps are

needed and no leakage can occur. 2. Anemia of the tissue



BRIEF OF CURRENT LITERATURE. 527

divided. No bleeding can occur because of the pressure and
because no cutting is done. 3. Saving of time. The time of the

visceral part of the work ranges from four and one-half to eight

and one-half minutes. To offset these advantages several

serious drawbacks are met. i. It does not create at once an
opening. This limits its use practically to stomach work.
2. It crumples and puckers the bowel and stomach wall so that
the surrounding Lembert stitch becomes irregular and may
narrow the opening. To overcome these disadvantages the

writer has devised this procedure. A forceps having blades

equal to the length of the openings desired in the viscera, these

blades being bodkin pointed, like the McGraw needle, and rather

slender is thrust into the two opposing organs after the prelimi-

nary suture exactly as the McGraw needle is used. When the

handles are closed the blades act as clamps holding the parts

in a straight line. This makes an excellent splint and guide for

placing the anterior part of the suture. The latter is continued
until it meets the starting point, when one loop of the last stitch

is made to surround blades near their point of insertion. After
locking the blades hard enough to crush the walls and hold them
firmly a slender chisel-pointed blade is thrust through two
grooves which form a sort of tunnel in the closed blades. This
cuts a linear opening entirely through the walls of both viscera.

For the sake of greater asepsis and hemostasis followed by a
cautery blade. No large arteries like those in the stomach wall

should be crossed by the line of anastomosis. The line of open-
ing should he between parallel branches. The crushing action

of the forceps and the subsequent use of the heated probe tend
to make the work bloodless, but our main dependence should
be on careful deep suturing. Each vessel should have a continu-
ous loop of linen thread thrown about it as the stitch line crosses

it. In fact the whole suture should be deep and mattress like.

After-treatment of Laparotomies.—Max, Jerusalem {Munch,
med. Woch., May 26, 1908) considers the treatment of the
painful symptoms that often remain after otherwise snc-

cessful laparotomies. He believes them to be due to adhe-
sions of the various organs, especially the intestines. These fre-

quently occur when primary union does not take place and the
wound must be drained. Prophylaxis it believed to consist
in keeping the intestines from remaining quiet, morphin no
longer being used. Diet is full from the first day, oil injections

are given, and subcutaneous injections of physostigmin. High
injections in the knee-elbow position, injections of air, energetic
massage and faradization of the abdomen are given to stretch
the adhesions. The author has made use of the Bier suction
glass in a series of cases with excellent results. On the third
to the fifth day an oval bell-glass is placed over the laparotomy
scar for from fifteen to twenty minutes. The skin becomes
red, and the patient feels a comfortable sensation of warmth,
and after the removal of the suction the pressure feeling is less

1
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After from six to twenty-two sittings the painful symptoms have
all disappeared, and where resistance was felt all is soft and
supple. Obstipation is relieved. The author gives histories of
twelve cases treated in this way. All the patients were very
willing to undergo the treatment and expressed themselves as
satisfied with the results. The relief may be due to hyperemia
or to the mechanical action of the force applied by the vacuum.

ITEM.

The American Association of Obstetricians and Gyne-
cologists will hold its twenty-first annual meeting at the Hotel
Belvedere, Chase and Charles' Streets, Baltimore, Md., Tuesday,
Wednesday and Thursday, September 22, 23 and 24, 1908, under
the presidency of Dr. B- Gustav Zinke, of Cincinnati. Drs. W.
A. B. Sellman, Joseph H. Branham and William S. Smith, of
Baltimore, constitute the committee of arrangements.
The following papers have been offered up to July 25, 1908,

and will be published in this Journal.
1. The president's address: The solving of the problem of

obstetrics, E. Gustav Zinke, Cincinnati.
2. Pubiotomy on the nonpregnant woman; report of a case

operated, John H. Bell, Detroit.

3. The technic of the operation for periappendiceal abscess,
Wilham A. B. Sellman, Baltimore.

4. The comparative merits of abdominal celiotomy and col-

potomy in the treatment of intrapelvic abscess, William S. Smith,
Baltimore.

5. Shock in obstetrical practice, Adam H. Wright, Toronto.
6. Fibroid tumor of the uterus resembling pregnancy, with

exhibition of specimen, Raleigh R. Huggins, Pittsburg.

7. Report of a case of impossible labor from ovarian der-
moid; Cesarean section; recovery. Induction of labor in the
second confinement, Walter P. Manton, Detroit.

8. Ovarian cystomata complicating pregnancy, Charles G.
Cumston, Boston.

9. Experiments upon animals relative to the question of

abdominal supporters after laparotomv, Robert T. Morris, New-
York.

10. A short history of fibroid operations during pregnancy,

J. H. Carstens, Detroit.
11. Subdiaphragmatic abscess, with report of cases, John W.

Keefe, Providence.
12. Specimen of uterus and appendages showing a recent

curet perforation and the result of vaginal section for extrauterine
pregnancy seven years before hysterectomy, Joseph H. Branham.

13. Intraligamentous fibroids, John F. Erdmann, New York.
14. Advanced ectopic gestation with living child, with report

of three cases, X. O. Werder, Pittsburg.
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15. Extrauterine pregnancy, H. E. Hayd, Buffalo.

16. Ectopic gestation, Charles L- Bonifield, Cincinnati.

17. Some old fallacies in retroversion surgery revived, Albert

Goldspohn, Chicago.

18. Treatment of typhoid fever perforation, John D. S. Davis,

Birmingham.
19. Placenta succenturiata, with report of two cases, Edward

T. Abrams, Dollar Bay.
20. Repair rather than removal of the internal generative

organs of women, J. Egerton Cannaday, Wheeling, W. Va.
21. Factors of safety in abdominal operations, based on oper-

ations, George W. Crile, Cleveland.

22. A simple, certain and universally applicable method of

preventing the serious accident of leaving a sponge in the ab-

domen, H. S. Crossen, St. Louis.

23. Acute pancreatitis, with report of case. Louis Frank,
Louisville.

24. Postoperative hiccough, Edward T. Abrams, Dollar Bay.

25. Removal of fibroid tumor from the pregnant uterus,

William J. Gillette, Toledo.

26. Disorders of the female bladder, Ramon Guiteras, New
York.

27. My experience with the Gilliam operation, William H.
Humiston, Cleveland.

28. Typhlitis, John A. Lyons, Chicago.

29. Remarks on myoma of the cervix uteri, with presenta-

tion of specimen, Francis Reder, St. Louis.

30. Arteriosclerosis of the uterus, Charles M. Rees, Charleston.

31. Injuries of the bladder occurring during hernia operations,

Roland E. Skeel, Cleveland.

32. Abscess of Gaertner's canal, with report of a case, Magnus
A. Tate, Cincinnati.

33. Hysteria as the surgeon sees it, Ap. Morgan Vance,
Louisville.

34. History and treatment of uterine fibroids, A. Vander
Veer, Albany.

35. Fallacy of purgation, Edwin Walker, Evansville.

The following-named Fellows have promised papers, the titles

of which have not been supplied as yet: John Young Brown,
St. Louis; Henry Schwarz, St. Louis; Frederick Blume,
Pittsburg; Walter B. Dorsett, St. Louis; Thomas B. Eastman,
Indianapolis; Carlton C. Frederick. Buffalo; H. S. Griffin, Hamil-
ton. Ont.; W. D. Haggard, Nashville; Rufus B. Hall, Cincinnati';

C. S. Hamilton, Columbus; H. W. Longyear, Detroit; L- C.

Morris, Birmingham; John B. Murphy, Chicago; L. S. McMurtry,
Louisville; H. O. Pantzer, Indianapolis; Joseph Price, Philadel-

phia; Charles A. L. Reed, Cincinnati; M. Rosenwdsser, Cleveland;
F. F. Simpson, Pittsburg; Sigmar Stark, Cincinnati; William H.
Wenning, Cincinnati.

I



DEPARTMENT OF PEDIATRICS.

ORIGINAL COMMUNICATIONS.

TREATMENT OF OTITIS MEDIA COMPLICATING
SCARLATINA AND MEASLES.
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New York City.

The prevailing opinion regarding the treatment of otitis,

postscarlatinal, postmorbillus or concomitant with these dis-

eases, would seem to be that it is identical with the treatment

of otitis occurring as a separate entity. Whereas, in a general

way this view is correct, I must dissent from it in many important

particulars. In the first place, we are dealing with a condition

which by long experience we have learned is very apt to be

present during the course or convalescence of scarlatina and

measles, and, therefore, we have been fully warned of its likeli-

hood to supervene and so forearmed for combating its ravages.

In uncomplicated otitis we are seldom permitted to watch

and guard against the onset. Duel (i), in a review of 6000 cases

of acute infectious disease at the Riverside and Willard Parker

Hospitals, found suppurative otitis present in 20 per cent, of the

scarlatina cases, 10 percent, of the diphtheria cases and 5 percent,

of the measles cases. It was more apt to occur in scarlatina

during the second or third week of the disease and mastoiditis

occurred with greater frequency than in measles or diphtheritic

otitis. In the latter the ear disease usually had its onset during

the acute stages.

In cases where any two of these exanthemata coexisted, otitis

occurred in 50 per cent, and the infection was prone to be bi-

lateral and involve the mastoid process. The middle ear is

always more or less implicated in measles and in 8 per cent, fol-

lowed by chronic suppuration. Twelve per cent, of all chronic

middle-ear suppurations and many cases of deaf-mutism are

directly due to scarlet fever (Burkner).

Baader (2) states that in fifty-one cases of scarlatina 25 per

cent, had ear trouble.

530
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Schwartze (3) says that 22 per cent, of all ear diseases are

purulent.

Burkhardt and Merriam (4), in 1000 cases of ear disease,

found between 43 and 55 per cent, the result of scarlatina and in

an epidemic of scarlatina from 22 to 33 per cent, had otitis.

In tabulating 1000 consecutive cases at the Manhattan Eye,

Ear and Throat Hospital, I was startled to find 333 of purulent

otitis media, and of these 133 involved both ears, 95 the left and

105 the right ear alone.

Statistics are usually dry reading, but surely the foregoing can-

not but arouse our attention and our best endeavors to put a

stop to this deplorable state of affairs.

It is usually through neglect that chronic suppurative otitis

supervenes, although there are cases which seem to have a

chronic character from their incipiency. This is especially

noticeable in the tuberculous and weakly. From the debilita-

ting efifects of measles and scarlatina, their complications and
sequelae, a fertile field is presented for the sowing and fertilization

of the bacteria of tuberculosis, the chronic inflammations and

suppurations.

In a study (now under way) of Calmette's oculo-tuberculin

reaction in fifty cases of acute and chronic suppurative otitis

media, I found twenty-nine chronic cases of one or more months'

standing giving, with but two exceptions, a positive reaction to the

test. Both of the negative results were in infants about eighteen

months old. I cannot at this time go into this more deeply, but

I give the data feeling sure that at least it will tend to im-

press us with the necessity of prophylaxis—the ideal treatment

of otitis as of all baneful processes.

Now, what are some of the reasons for such a high percentage

of cases of ear disease in measles and scarlatina? One of the

most potent is pathological adenoid and tonsillar hypertrophy,

which occurs, according to Killian, in 40 per cent, of patients

with ear disease. The New^ York Department of Health has found

that among nearly 200,000 children from five to fifteen years of

age, 60 per cent, were undernourished
; 40 per cent, had bad teeth

;

38 per cent, suffered from enlarged cervical glands; 31 per cent,

had defective vision; 18 per cent, enlarged tonsils; 10 per cent,

postnasal growths.

It stands to reason that this rather understates the true con-

dition of affairs, for these statistics were taken mainly from
among school children, and did not include great numbers, who
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on account of poor health and squahd surroundings were unable

to attend school.

In these tonsil and adenoid cases the mucous membrane of

the nose is usually hypertrophic, so that insult is added to injury

and the poor Eustachian tube does not get much ventilation.

See to it that your children are free from mouth-breathing, and

obstructions in the nose and naso-pharynx which interfere with

the physiological action- of these passages, and if the hypertrophy

of the inferior turbinates does not quickly subside on correcting

the other deformities of the nose and throat, lose no time in ap-

plying adequate treatment. Do this before the little patients

come down w ith scarlet fever and measles, for if you neglect it the

added inflammations accompanying these will with difficulty

be thrown off, and among other complications otitis will probably

supervene.

I believe that some of our children are beginning to suffer of

late from too much opening of the windows on cold, damp nights,

and that this is conducive to hypertrophic rhinitis and the en-

largement of the lymphoid ring of the pharynx and naso-pharynx.

Common sense should prevent our foolishly subjecting children

to needless exposure.

Halzinger (5) suggests that normal osmosis in living cells con-

stitutes a sort of natural immunity, bacteria not finding such

cells suitable for their grow^th, and that when for any reason the

osmotic processes are checked, the germ can then proliferate un-

hindered. Osmotic processes in living tissues can be checked,

temporarily at least by any form of traumatism, dryness of

tissues, obstruction of emunctories or chilling of the parts.

Whether or not this is accepted, in my experience treatment which

tends to maintain or re-establish normal osmosis, tends also to

prevent or cure disease.

Having attended to the foregoing or not, but being on the

lookout for a probable otitis media, what measures should we em-

ploy, and how and why should w^e use them during the course of

the diseases in question?

All treatment which tends to mitigate the primary disease will

tend also in some measure to prevent complications. In measles

the prevention of complications and combating individual symp-

toms, in the vast majority of cases, is the most important part

of the treatment. Attend to it that dust-laden air, smoke, sud-

den changes of temperature, direct draughts and foolish exposure

to cold and damp night air do not occur. Keep the room tem-

I



fowler: treatment of otitis media. 533

perature about 60 to 65° F. and the air moist to prevent the

mucous membranes of the mouth, throat, nose, naso-pharynx

and nearby structures from irritation, and from catching cold

in the incubation and prodromal stages.

Put the patient to bed and keep him there until the desquama-

tion is over, about ten days in measles and four weeks in scarlatina,

as this will be of benefit not only to the sick one, but to possible

contractors of the infection, for it will insure a more rigid quaran-

tine.

Use all the general and special means which, by experience,

you have learned tend to mitigate the disease and its many com-

plications: Milk and light farinaceous foods. Bread, butter,

vegetable soup, etc. Wet packs or tepid sponging to diminish

temperature. Vaselin or such like during desquamation.

Put snugly about the neck a moist compress and cover with

a dry cloth or rubber tissue. In my experience, if this is rein-

forced by properly adjusted elastic webbing, so as to slightly

constrict the superficial venous channels and produce hyper-

emia somewhat after the method of Bier, it is not only of real use

in limiting and curing inflammations of the nose, throat and ear,

but of inducing a sense of quietude and well-being in the patient,

alleviating distressing sore throat or any head pains and sleep-

lessness. Especially care for the toilet of the mouth, throat,

nose and eyes.

Encourage the child to blow the nose frequently and clear it of

secretions, being careful that but one nostril at a time is compressed

and that clean handkerchiefs are used. This failing, and where

the patient is too young to execute the maneuver successfully,

make use of gentle inflation into one nostril, the other remaining

open, by means of the ordinary Politzer bag. If care and dis-

discretion are used in this procedure, it will be found remarkably

eflicient and safe, except in cases where we have reason to believe

there is an incipient inflammation of the ear-channels. Some
recommend its use even under these circumstances. For the

coryza and sneezing use instillations of i to 3 per cent, boro-

vaselin into the nose, but if the catarrh is severe, tampon alter-

nately the nostrils two or three times a day w^th cotton saturated

with I per cent, cocain or with weak adrenalin and, as soon as

the nose is free, use a spray of albolin or other fine, soothing oils.

Two per cent, yellow precipitate ointment is highly recommended
by some. Avoid powders and irritants, such as menthol.

Protect the skin about the nostrils and lips with gl5^cerin, lano-



534 fowler: treatment of otitis media.

lin, etc., to which may be added i to 3 per cent, boric acid. The

nose involvement in scarlatina usually sets in on the third or

fourth day and, besides obstructing breathing and interfering

with the ventilation of the tube, causes dry mouth and sleep-

lessness.

Swabbing or some form of douching are the best means of

cleansing or disinfecting the throat, and the simplest and most

agreeable method is to permit the swallowing at frequent in-

tervals of pure cool water; or lemon water, marshmallow or

sage tea and other demulcent and refreshing beverages. If

indicated, use gargles and draughts of i per cent, potassium

chlorate, and tine, ferri. chlorid, glycerin, etc., i per cent,

hydrogen peroxide.

These simple measures, if carried out intelligently, will not

only combat the dry mouth, fever and sore throat, but will be

of great service in preventing or mitigating numerous other symp-

toms and pathological processes. I believe the frequent swal-

lowing of fluid or semifluid potions is a real aid in cleansing the

tonsils of infectious material, in that with every deglutition, be-

sides the flushing of the throat and cleansing, the tonsils are firmly

gripped between the pharyngeal muscles and the crypts more or

less milked, as it were, of their contents. I believe, also, that the

frequent draughts tend to maintain a more patent Eustachian

tube and hence a normal tympanic cavity. This is due to the

fact that with every deglutition the walls of the tube, which at

rest are in apposition, are drawn apart and, unless unduly ob-

structed, air is permitted to enter. If the act of swallowing

does not accomplish its purpose in this respect, the gentle use

of the Politzer bag, recommended for the purpose of clearing the

nose, will be of service.

In infants, the Eustachian tube is large and has a wide, funnel-

shaped pharyngeal aperture, hence it presents an easy access for

infectious material and likewise an exit for secretions into the

throat; these facts partly account for the lack of earache so

often noted in infants. It furthermore impresses us with the

necessity of attending to nasal, postnasal and pharyngeal catarrhs

in their incipiency.

Studies by numerous investigators indicate that in the great

majority of cases the streptococcus pyogenes inhabits the throat

and tonsils of scarlatina patients in far greater numbers than in

health, that with convalescence they gradually disappear, that

the otitis is caused by the bacteria of suppuration, and not by
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the antecedent disease, and that the degree of systemic infection

largely determines the number of bacteria present.

In five cases of postmorbillus otitis, all occurring in the same

family, pus taken from the depth of the meatus, as well as from

the antrum and mastoid process in three of them which went

on to operation, contained the same staphylococcus. Baer (6)

declares that the purulent otitis at the end of the second week

of illness seems to speak much against the universal view that

measles otitides are caused by the primary exanthem.

In scarlatina, as the signs of general infection are preceded by a

sore throat, the tonsils are probably the primary seat of localiza-

tion and streptococci are regularly found therabouts. From
thence the infection spreads through the lymphatics to regional

nodes, and by direct extension over the mucous membranes of

the nose and naso-pharynx and by way* of the Eustachian tube

to the ear and neighboring structures.

The circulating blood may also become infected and strep-

tococcemia result, as well as inflammations in various parts of

the body. In fatal scarlatina general streptococcus infection

is demonstrable after death in the vast majority of cases.

In scarlet fever, aff'ections of the nose and ears are of prognostic

significance, and the otitis is apt to be proportional to the sever-

ity of the exciting cause—the general disease. If the nose be not

involved, the ear will probably also escape. Hence it is that we
expect a serous nasal discharge and a tubal catarrh or catarrhal

otitis in the milder exanthemata, such as measles, and a change to

purulency only if infection occur from without, as after rupture

of the drum. Whereas, in the severe exanthemata, such as

severe measles and scarlatina, the infection is more virulent,

the nose is occluded with a thick, muco-purulent discharge w'hich

irritates and excoriates the nostrils, and the otitis involves the

deeper tissues, especially in the vault. A cellulitis results, which

runs a course typical of such an inflammation in any part of the

body, and we speedily have necrosis and pus, early disorganiza-

tion of the bony structures and chronicity. The drum sloughs

easily and in three days may be completely destroyed, especially

in otitis occurring before or during the eruption in scarlatina.

The otitis may occur without rhinitis.

With the onset of complications or with a change from a so-

called catarrhal to a suppurative inflammation, we usually note

an abrupt change in the clinical symptoms: prostration and es-

pecially a rise in the temperature occurs. It is, therefore, most

L
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important regularly to take the temperature in measles and scar-

latina not only in their acute stages, but throughout convalescence.

In scarlatina, six weeks is not too long to continue this, as I

believe in children we always get a febrile reaction with an acute

otitis and with a change from a catarrhal to a suppurative

inflammation. Pain is frequently absent or slight and in the

early stages it is impossible to determine whether we are to deal

with a suppurative process or not. We are prone to think the

case will turn out milder than it proves to be.

The diagnosis of otitis must not be left to the patient, as so

often happens, but at every visit we should inspect the drum
membranes and note anj^ beginning inflammation thereon re-

flected. On account of the scarcity of hair in the meatus, the

large size of the canal and the superficial situation of the drum
in children, it is often easier to inspect the latter without a

speculum than with one. On detecting an involvement of the

middle ear, I usually proceed at once to give calomel, gr. one-

tenth, every half-hour, for ten doses; to produce diaphoresis by
hot drinks, Dover's powder or other remedies, and to irrigate the

canal of the ear with hot bichlorid, 1-5000, or boric acid and
normal salt solution at 110° F.

Irrigate every two hours with two quarts of fluid, and by means
of a suction-bell douche, induce thus a combined hyperemia
in the tissues with all that this implies. This suction-irrigation

mitigates or dissipates the earache and in many cases will abort

the attack.

Guard against premature incisions of the drum, but be on
the alert and, with the first positive sign of confined pus in

middle ear or mastoid, incise freely the tympanic membrane.
Also incise in very doubtful case, especially if there has been no
improvement in symptoms in two or three days, or violent pain

for even one night with a rise of temperature to over 100° F., or

when there is slight bulging of the drum membrane with swelhng
and tenderness over mastoid process.

Meningeal symptoms or tumefaction in the posterior supe-

rior wall of the external auditory canal near the drum demand
prompt incision. Almost invariably the first signs of suppurative

inflammations appear in the membrana flaccida, as it is in this lo-

cality that the connective tissue is abundant, and many re-

duplications and recesses abound.
The advantages of incising the drum instead of permitting

it to rupture are many, and of any single procedure this is the
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most important in acute suppurative otitis media. It usually

at once relieves the pain, lowers the temperature and prevents

liability of extensions of the inflammation. It establishes more

efficient drainage and tends to bring about a quicker cure with

less loss of hearing than spontaneous rupture. It permits

of the cleansing and sterilization of the canal, and so guards

against a mixed infection and its accompanying evils. Especiall\

in children, if there is no evacuation by rupture of the drum or

by incision, the pus is very apt to dissect off the tissues lying

along the supero-posterior wall of the meatus and appear behind

the ear as a fluctuating swelling, since the periosteum in this

locality is loosely attached and continuous with Shrapnell's

membrane and the drum is superficially placed. Naturally,

mastoiditis is common in these cases and, in fact, is usually pres-

ent before such a condition is apparent.

If examination of pus from the middle ear shows the presence

of streptococci, do not delay further operative measures if symp-
toms of mastoid involvement appear, for with virulent organisms

delay is fatal if we would avoid further serious complications.

If staphylococci or other less virulent bacteria are found, milder

measures stand a better chance of aborting the impending

inflammations.

Drainage having been established, it behooves us adequatelv to

maintain it, and failure so to do is the cause of the great number
of chronic suppurative cases and losses of hearing. I belie^"e

the best way to accomplish this difficult task is to draw all in-

flammatory material to the surface of the suppurating tissues bv
means of sufficient suction. This brings the purulent matter,

bacteria, toxins and detritus into a position where irrigating

fluids may eradicate them from their hosts. It diminishes ten-

sion, prevents the spread of the infection, washes out the deeper

tissues with blood-serum and brings to the parts a fresh supplv

of blood. If the suction and the irrigation can be combined, I

believe we have a very efficient means of obtaining satisfactorv

and speedy results. This my apparatus accomplishes in a

simple, safe and efficient manner. vSuch a combination also

does away with objections to either method used singlv.

My ideas of the management during the declining or chronic

stages of suppurative otitis are based mainly on the results ob-

tained by use of the suction douche and various aids to its action.

These procedures being similar to those used in the treatment of

uncomplicating otitis media, I will not take them up here.

1^
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CONGENITAL PYLORIC STENOSIS.*
BY

W. CARL SCHOENIJ.AHX, M. D.,

Brooklyn, N Y.

Consulting Pediatrist to Samaritan Hospital; Assistant Visiting Physician to Norwegian
Hospital.

The interest in this subject depends not only on the compara-

tive recency of its recognition and study, but also upon the proba-

bility that frequent errors in diagnosis are due to overlooking

the condition. How many cases of inanition and death ascribed

to other causes are really dependent upon a congenital obstruc-

tion at the pylorus, it is impossible to know. There is no doubt

that in the past many cases have never even been suspected, the

diagnosis being by no means always simple, and the pathological

condition one which, I believe, is too seldom looked for. A
child that has thriven at the breast for a period of live weeks or

more we ordinarily consider as having had a fair start in life and

expect it to do well, yet often the condition we are discussing gives

no evidence of its existence until a month or more has passed.

Congenital pyloric stenosis has been generally recognized only

during the last few years, and although an increasing number of

cases are reported, there is considerable diversity of opinion con-

cerning its pathology and treatment. In the Brooklyn Medical

Journal, May, 1903, Dr. Frank Shaw collated the records of be-

tween thirty and forty cases. Since then the condition has been

more frequently recognized, so that to-day about 175 cases have

been reported.

Males are more often affected than females in the proportion of

about four to one. No explanation has been oflfered for this fact.

* Read before the Norwegian Hospital Alumni .\ssociation.
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More than one child in a family has been a victim of the affliction;

but this is true of all congenital conditions.

A consideration of the varying opinions regarding the advisa-

bility of operating as soon as the diagnosis is established or of

temporizing, leads one to accentuate the fact that there are two
pathologic conditions present, the results of treatment depending

largely upon which of these predominates in the given case.

These factors are

:

1. The hypertrophy; an abnormal muscular development of the

pylorus, particularly of the transverse fibres; this alone being the

congenital condition.

2. The spasm; a tonic contraction of these increased fibres.

The latter factor is, theoretically, due to an irritation of the

hypertrophied tissue, and in a measure explains the delay in the

appearance of symptoms; for until such irritation occurs the

stomach may have sufficient motive power to force the food

through the narrowed orifice. As the quantity taken at a feeding

increases with the child's age, the stomach gradually loses its

reserve force, and at the slightest provocation pyloric spasm oc-

curs and symptoms of motor insufficiency present themselves.

Even at this stage apparent recovery has been noted by careful

observers, the stomach regaining its power and the spasm relax-

ing. Americans claim there can be little doubt that these cases

of recovery have been simple spastic forms of obstruction with no

hypertrophy.

The lesions found in the true cases are fairly uniform. The
pylorus is elongated, much thickened, hard, and as Holt puts it

' projects into the duodenum like a cervix uteri." The feel of the

hypertrophied muscle is like that of a horse-chestnut under the

tissues. The orifice is greatly diminished, sometimes hardly

admitting a probe. Marked thickening of the circular fibres is

the most striking microscopic change.

The symptoms occasionally appear in the first days of life,

but it is far more common for a considerable period of absolute

good health and normal growth to pass, with no digestive dis-

turbance until the appearance of the cardinal symptom—vomit-

ing. At first there is nothing alarming in this, but it soon be-

comes too persistent for any ordinary condition, the infant re-

jecting not only breast-milk, but even plain water. In the ab-

sence of bowel symptoms such vomiting should at least be sug-

gestive of the serious condition under consideration. Vomiting

mav come on immediatelv afte'r nourishment or water is taken, or
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may be delayed for an hour or longer. In some cases all the

liquid taken is rejected, in others only a portion. As stomach

dilatation is a natural consequence of the condition, it may result

that in the later stages the vomiting occurs at longer and longer

intervals, so that at times the stomach empties itself of a large

quantity—^the aggregate of four or five feedings. The vomiting

occurs without effort or exciting circumstance, often while the

infant is sleeping, and the rejected material is simply the milk,

changed according to the time it has been in the stomach. Oc-

casionally there will be some mucus, streaked sometimes with

blood. Bile is not present in the vomitus.

A rapid and progressive loss of weight, with constipation, are

the next most important symptoms, both depending upon the

amount of food which can pass into the bowel from the stomach.

The condition being purely mechanical, there is no fever.

Examination of the infant's abdomen shows a striking promi-

nence of the epigastrium as compared with the retracted abdomen

below. The ingestion of food starts normally a peristaltic wave,

and in the condition we are considering these waves are an

important and fairly constant diagnostic aid. If emaciation is

at all advanced, the peristaltic wave of the dilated stomach can

be seen in an exaggerated effort to overcome the obstruction of-

fered by the closed pylorus. If the light be good, these waves

can be seen to pass from left to right across the epigastrium, dis-

appearing at the edge of the liver. Occasionally the thickened

pylorus is appreciable as a tumor slightly to the right of the

median line; but this is only in about 20 per cent, of the cases.

Prognosis.—A number of foreign authorities claim to have

witnessed spontaneous recovery in a large percentage of these

cases, but our own observers by no means agree with this view,

claiming that owing to the difficulty of exact diagnosis much

misconception has arisen. As a rule, unless relieved by opera-

tion, death follows increasing marasmus, the vomiting persisting

to the end. Boardman Reed says that the deformity is almost

inevitably fatal sooner or later unless surgical intervention is in-

voked. He goes on to remark: "* * * obstinate vomiting in an

otherwise healthy and carefully fed infant should awaken your

suspicion that a congenital stenosis of the pylorus may exist, and

if the vomiting persists for weeks, in spite of treatment, or fre-

quently recurs without ascertainable cause, an exploratory in-

cision may properly be advised. The risk of this is small, and

the pvloric stenosis not operated is inevitably fatal in the end."
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Treatment.—Owing to the evident impossibility of correct

diagnosis until the case has been under observation for some

time, the early treatment must be that of persistent vomiting,

namely, stomach-washing and careful feeding, to avoid irritation

of any kind. As all fluids taken by mouth are rejected, saline

enemata are to be given regularly to furnish fluid to the tissues.

Xutrient enemata cannot be used for any length of time. Stom-

ach-washing should be practised at least once and possibly twice

a day if not too exhausting to the patient. Feeding should be at

regular two- or three-hour intervals in spite of the vomiting,

either with human milk or, if this is unavailable, peptonized

skimmed milk, diluted one part to three. Since the fat does not

reach the intestine to be utilized, and by remaining in the

stomach too long will cause butyric acid fermentation and make
matters worse, skimmed milk is advised.

Operative Interference.—The consideration of the question of

operative interference places us between the horns of a dilemma.

If we wait too long, operation is bound to fail because of lack of

vitality, while when we regard the seriousness of operating, even

under favorable conditions, we are, as conservatives, deterred by
the statement that some of these cases recover without such

measures. According to most writers, only about 25 per cent,

of cases operated upon will recover, though a few can show better

results. Yet operation is always a thread of hope in cases which

do not promptly show improvement under the treatment outlined.

Even after successful operation, an unpromising period must
follow, since the difficulties of feeding become almost monumen-
tal. For months the food must be wholly or partially predi-

gested, inasmuch as the artificial pylorus permits nutriment to

pass undigested into the intestine and enteritis is otherwise sure

to follow.

Pyloroplasty and anterior gastroenterostomy seem to give the

best promise of any of the operative measures. Loreta devised

a procedure which bears his name, opening the stomach and

attempting to divulse the pylorus with forceps thrcr.gh this

opening.

Dr. G. F. Thompson reports a total of eighty-nine cases oper-

ated upon. Pylorectomy was done once, with fatal result;

pyloroplasty, twelve times, with six recoveries; divulsion, seven-

teen times, with eight recoveries; gastroenterostomy, fifty-nine

times, with twenty-nine recoveries. To this number add three

cases I have found, including my own, of gastroenterostomy, two
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of which recovered. This gives us a total of ninty-two operated

cases, with forty-five recoveries, about 54 per cent.—a show-

ing for such an otherwise hopeless condition which must be

applauded.

The details of the case under my care are as follows:

R. N., male, born October 5, 1906. A forceps delivery after

prolonged labor. Weight at birth, eight and one-half pounds.

Absolutely normal in appearance. The mother developed a

septic fever and was unable to nurse the boy, but he did remark-

ably well on top-milk feeding, the bowel movements remaining

normal up to a few days before the first symptoms of obstruction

appeared, when there was slight constipation. On the twenty-

seventh day following his birth the first vomiting occurred, and it

was surmised that some ordinary ailment was the cause. Abso-

lute constipation was a marked condition from this time on.

Food was stopped at once. A teaspoonful of castor oil was

vomited after an hour. Calomel triturates had no influence.

Plain water and lime-water would remain an hour in the stomach

and then be rejected with a little mucus. It was this fact, that

apparently nothing was leaving the stomach by way of the in-

testine, since constipation was pronounced and bowel-washing

negative, which first suggested some form of intestinal obstruc-

tion. On the fourth day after the onset of the vomiting the

diagnosis was established by the loss of weight, the empty in-

testines and the very evident peristaltic waves. No tumor was

evident. The stomach was then washed once or twice a day,

salt-water enemata given three times daily, and every six hours

a nutrient enema of two ounces of peptonized milk with egg

albumin. The bowels would occasionally pass a small spot of

bile-stained mucus, brown or green. Following the regular em-

ployment of stomach-washing, the organ seemed to regain a cer-

tain tolerance. Sometimes as much as three feedings would be

retained—once or twice even four feedings—lending a ray of

hope that some improvement had been made; but eventually all

would be returned in a- quantity seemingly impossible for so

small an infant. For eight days the temporizing methods con-

tinued with a steady though slow loss in weight, so that in con-

sultation with Dr. L. Emmett Holt, operation was determined

upon. On the fourteenth day after the onset of symptoms, with

the patient still in fairly good condition, weighing six and one-

half pounds, when the weight at birth had been eight and one-

half, a gastroenterostomy was done. The pylorus was seen to be
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much thickened and the intestines below flat and empty. The

stomach was dilated to about twice the normal size for the age of

the baby. Following operation, the bowels moved and the

vomiting was less and less persistent, so that some hope of suc-

cess was entertained. Four days later, however, the patient

died, as far as I could determine, from exhaustion.
822 Union Street.

REFLEX NEUROSES IN CHILDREN.*
BY

THOMAS S. D. GRASTY, M. D.,

Washington, D. C.

At birth the weight of the brain to that of the body is nearly

1:8; during the first year, i:6; during the second year, 1:14;

during the third year, i :i8; during the fourteenth year, 1 : 15 to

1:25, and in adults about 1:43. This relatively large size and

the rapid growth and immaturity of the brain and cord during

early life explain much that is peculiar in the nervous diseases

of this period. During childhood, apparently trivial causes are

enough to produce quite profound nervous impressions because

of the instability of the nerve-centers and the greater irritability

of the motor, sensory and vasomotor nerves; these are conditions

which are much increased by all disturbances of nutrition.

Another peculiarity is the serious consequences which often

follow reflex irritation; conditions which in adult life produce

almost no effect may in infancy and childhood be the cause of

most alarming symptoms.

The object of this paper is to call to mind some of the common
nervous conditions in childhood not dependent upon any organic

lesion but upon an irritation acting through the reflexes, some-

times producing violent and distressing symptoms which are

quickly and completely relieved by the removal of the cause.

We are much more likely to meet with nervous phenomena of

diversified types in children than in adults, together with the

most widely differing symptoms—symptoms which, if occurring

in adults would be significant of serious lesions of the nervous

system, may and do arise in children from simple reflex condi-

tions which only simulate and do not represent actual disease.

Children are much more apt to become unconscious, to have

*Read before the Washington Obstetrical and Gynecological Society, May i,



544 grasty: reflex neuroses ix children.

convulsive attacks and to show disturbance of the functions of

important nerve-centers from reflex irritation than are adults.

The whole cerebrospinal system in infancy and childhood is so

impressionable, so excitable, and so hypersensitive to even slight

grades of irritation that diseases of a nervous type dominate

others.

Instability and irritability of the nervous system, both periph-

eral and central, are characteristic of the early periods of de-

velopment, making certain nervous diseases of children peculiar

to them as compared with adults.

A simple heightened temperature or increase in the vascular

pressure in the brain and cord may cause such irritation of the

nerve-centers that the most varied symptoms, such as delirium,

somnolence, twatchings and even convulsions.

In the production of some of these there are several factors,

such as the great irritability of the peripheral nerves, the in-

stability of the nerve-centers—often the result of disturbed nu-

trition—and the lack of inhibitory action of the cortex of the

brain ; the nerve-centers are more easily exhausted then in later

life.

A normal development can only take place in the midst of

peace and quiet with plenty of time for rest and sleep. The
conditions of modern life, especially in cities, are such that these

laws are almost invariably violated, and the results are seen in

the marked and steady increase in nervous diseases among
children. As an etiological factor in all such neuroses of reflex

origin, faulty hygiene, too arduous school duties and poor

nutrition play a most important part, and it is essential for a

healthy development of the nervous system that all stimu-

lants should be avoided, not only tea, coffee and alcohol, but

also undue and unnatural excitement, the effect of which in in-

fancy is almost as serious.

A really normal pharynx in an adult is rare ; an edematous

uvula or hypertrophy of lingual lymphatics may give rise in a

child to an irritative cough, nocturnal enuresis may occur, this

may be explained by the accumulation of carbonic acid gas in the

brain dulling the sensory nerves so much that the irritation or-

dinarily attending accumulated urine is insufficient to give warn-

ing to the sleeper and unconscious relaxation of the sphincter

results; frequent diurnal micturition is similarly due to im-

perfect cerebral nutrition resulting in constant irritation of all

reflex centers. Hysterical dyspnea may be caused by tonsilar
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fragments acting as a foreign body, initiating spasmodic contrac-

tions of the diaphragm.

Tonic and clonic convulsions as well as headaches may be

caused by the toxins, elaborated by the throat fungi. St. Vitus's

dance results—the association of this disease with rheumatism

has often been commented on, both having been often observed

accompanying or following an acute angina. Lymph stasis and

venous stasis at the base of the brain of "mouth breathers"

with impairment of the nutrition of its cortex and membranes is

conducive to epilepsy.

It has been stated before that "who can say that the psy-

choneurotic prodigy Joan of Arc was not obsessed by the mys-

terious whispers of catarrhal drum retraction and not by angels'

voices?" also, "was not Beethoven pursued and hounded to

his death in the horrible silence of total deafness by a single tone

all powerful, overwhelming, on which he built imaginary con-

certos and symphonies?"

Convulsions of peripheral or reflex origin are very common in

infancy and childhood and have so many different causes that

it would be impossible to name them all. Convulsions of this

class may arise from almost any source in children whose ner-

vous systems are so easily irritated that the slightest cause may
produce a nervous explosion. The disease which gives rise most

commonly to reflex convulsions is rickets; rachitic children seem

to be predisposed to spasmodic attacks of all kinds; a general

clonic convulsion in a child with rickets, corresponds to the spas-

modic contraction of the larynx, which also occurs in rickets,

spoken of as laryngospasmus.

The most common cause of reflex convulsions is, of course,

improper food and may arise not only when indigestible articles

of food are given to young children, but may be produced even in

nursing infants by a disturbance of the mammary function. I do

not credit the physiological eruption of teeth as sufficient cause to

produce any marked disturbance. Other causes of eclamptic

attacks are intestinal parasites, foreign bodies in ear and nose,

fright, shock, etc.

Habit chorea or habit spasm is probably the very best example

of a purely reflex neurosis and affords such striking results from

removal of the offending cause. This condition is due to reflex

causes of many kinds—eye-strain, nasal disease, binding or

irritation of some part of the body by clothing, phimosis, seat

worms, deformation in speech mechanism, as tongue-tie, enlarged
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tonsils or adenoids, or anything interfering with the function-

ing of an unstable nervous system ; thus a boy with this predis-

position, upon putting on his first pair of suspenders, may develop

shoulder twitching, or the child with tongue-tie may begin a con-

tortion of the neck induced by the endeavor to speak properly,

or blinking of the eyes may result from an uncorrected astig-

matism.

Overtaxing the central nervous system during the school

year has often been shown to result in an attack of chorea in the

spring (Ewald and Witte, in the Berliner Wochenscrift, Jan., 1908

report a case of acute chorea appearing as a complication of severe

gastrointestinal disease).

There is probably no condition or symptom-complex so

varied that it may not be simulated by some reflex condition

manifesting itself in a child ; hence a complete enumeration of all

neuroses dependent upon a disordered nervous system and an

unstable reflex arc would be impossible. I simply desire to call

attention to them in a general way and to urge a more careful

examination of children presenting themselves for treatment in

order to rectify all sources of peripheral irritation and so rapidly

bring about a cure.

Tetany, night terrors, catalepsy, tremors, gyrospasm, nystag-

mus, laryngismus stredulus, paroxysmal gasping, reflex cough,

cardiac palpitation and enuresis (which in children is a pure neu-

rosis, and not as a rule due to muscular weakness of the sphincter)

all are dependent upon some functional or peripheral irritation.

Reflex disturbances from the genital tract can be traced by
continuity; the greater number of neuroses observed in gyneco-

logical practice are to be assigned rather to degenerative hyster-

ical groups than to typical hysteria. The history of the patient

and the typical minor lesion, coupled with the major complaint,

will settle the diagnosis.

There is also a large class of gastric disorders which must still

be regarded as functional, which are commonly described as

gastric neuroses ; most of these are at present without any discern-

ible anatomical alteration, and their existence seems wholly

dependent upon a strong neurotic taint, such as cardiospasm,

pylorospasm, rumination, bulimia, etc. [In /. .4. M. A. April

18, 1908, Dr. Taylor, of New York, reports in a school-boy a case

of transient heart block due to gastrointestinal toxemia.]

The treatment of this entire class of diseases is simple, the

hygiene of the nervous system in infancy is of utmost importance.
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each child is an individual, each nervous system separate and

distinct, each must be guarded and cared for differently—plenty

of outdoor air, proper food, rest and quiet, sufficient sleep, the

careful avoidance of overwork at school, careful examination of

upper air-passages and removal of tonsils and adenoids, all eye

and ear defects recognized and corrected, examination of stools,

and urine with the removal of any parasites present, care of

phimosis or adherent clitoris, together with tonics, constitute the

treatment, and in no class of diseases do such rapid and perma-

nent results occur as in this ; the use of sedatives is mentioned

only to be condemned.

In that ulterior day (I copy from Dr. Ross Allen Harris, of

California), when men shall no longer in home and mart and

highway think only of acquisition and profit, but of health and

right, when a good name shall be more diligently sought for

than great riches, when the science of medicine shall become

prophylactic instead of symptomatic, then shall the hysteric and

the neurotic receive their meed of thought and care. Then shall

these functional diseases no longer be allowed to develop into or-

ganic lesions, and epilepsy and insanity shall be as rare as variola

and cholera.

1273 N- Hamp. Avexue.

SYPHILIS IN PREGNANCY AND EARLY INFANCY.*
by

A. B. MORSE, AI. D.,

Washington, D. C.

The baneful effects of syphilis in pregnancy have long been

recognized. The syphilitic virus is one of the most active

and persistent causes of abortion and miscarriage. The diffi-

culties in the way of gathering reliable information in matters

so obviously private and delicate make it impossible to obtain

accurate statistics on this most important subject. We can,

however, form some idea of the part which syphilis plays in

abortion by studying the comparatively accurate figures relat-

ing to the existence of syphilis and those which deal with abor-

tion in general, especially the well-known causes of abortion,

foremost among which syphilis stands. It has been estimated

that from 10 to 20 per cent, of the adult male population of large

*Read before the Washington Obstetrical and Gynecological Society, May 15,
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cities is afflicted with s^^hilis. LeNoin and Fournier place it

from 15 to 20 per cent. Manifestly, there is more syphilis in

large towns and cities than in the country. In Europe the

garrison towns show a very large percentage. All the conditions

of life which compel crowding and unsanitary modes of existence

favor the increase of disease. The figures on abortion vary,

but all show the destructive activity of syphilis. Santare, in

485 cases of intrauterine death occurring in the later months of

pregnancy in Pinard's clinic, found the underlying cause to be

syphilis in 42.7 per cent. Fournier, Lassar and others consider

the mortality in utero of syphilitic parents to be from 60 to 90

per cent. Thorrow says one-third of all children born syphilitic

die before they reach the age of six months. The figures for

hereditary syphilis are very high—80 to 90 per cent, of those

treated die and the untreated perish uniformly. The fact that

syphilis is a disease which may be transmitted to the second and

third generations, and that frequently the people so afflicted

are ignorant of any s^-philitic taint, remaining untreated in con-

sequence, probably accounts in large measure for the so-called

"abortion habit" which seems to characterize so many women.
As Williams very truly remarks: "When repeated premature

labor has occurred in the second half of gestation, signs of albu-

minuria or Bright's disease or s}T)hilis will usually he discovered."

The fact now recognized that syphilis produces certain well-

defined changes in the placenta (of which we will speak more

particularly later) and which are distinguishable in part by care-

ful inspection and otherwise by microscopical examination,

makes it possible for the obstetrician to diagnose the existence of

many cases formerly overlooked. Furthermore, as the conse-

quences are of the greatest importance to the mother whether

her offspring survive or not, it is obviously the duty of the phy-

sician to satisfy himself in any case of premature labor or mis-

carriage as to the real source of trouble that he may advise such

treatment as may protect the woman and permit her ultimately

to give birth to healthy children.

Syphilis may be transmitted by either parent. A s^^Dhilitic

mother will infect her offspring as, in turn, the offspring may in-

fect the mother. She may have s^^philis prior to conception or

the disease may be acquired after conception. The disease in

either case will be well marked, but the consequences vary with

her condition. An old, secondary syphilis which has been treated,

even if it exist prior to conception, as a rule, does less harm than
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recently acquired s}'philis. The latter usually sets up such ac-

tive changes in the blood-vessels and tissues of the placenta as to

cause early death of the fetus and abortion. Here it would be

well to state that syphilis of this description existing from

the beginning or early in pregnancy is most destructive to

tissue and the chances of the fetus are very bad. Syphilis acquired

late in pregnancy affords a better chance for the survival of the

child. Though tainted and sooner or later exhibiting signs of

specific disease, the changes in placenta and cord are not suffi-

cient to interfere with its nutrition to a fatal degree. These

children are frequently born so plump and apparently well

nourished that it is hard to believe the evidences of specific

poisoning which develop within a few weeks. At the time

of conception the mother may be free from disease and at no time

exhibit any signs or symptoms of s\TDhilis and yet give birth to

a markedly s}'philitic infant. Here the disease is transmitted

from the father. Infection is supposed to be through the dis-

eased spermatozoa direct to the ovum. This is the theory of Van
Barensprung. The degree of infection, the consequences to the

ovum, will depend largely upon the virulence of the specific

poison as determined by the stage of the disease and whether

treated previously or not. The chances of the early death of a

fetus and resulting abortion are, however, especially great, when
the father, an old s^iihilitic, is the direct infecting agent, as the

characteristic changes in the placenta and cord beginning at the

earliest possible time soon reach a point where further nutrition

and development of the fetus become impossible. That the

mother, previously healthy, becomes infected through her own
diseased ovum is now generally accepted by syphilographers. As
long ago as 1837, the celebrated Dr. CoUes, of Dublin, set forth in

concise form certain observations of his which have been found

true in every particular. This law of Colles is best given in his

own language: "One fact well deserving attention is this:

that a child born of a mother who is without previous venereal

symjDtoms and which shows the disease when a few weeks old

will infect the most healthy nurse, whether she suckle it or

merely handle it and dress it, and yet this child is never known
to infect its own mother, even though she suckle it while it has

venereal ulcers of the lips and tongue." The most reasonable

explanation of this seemingly contradictory condition of an ap-

parently healthy woman bearing a S}'philitic infant is that the

woman is already syphilitic, having been infected by her own
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diseased product. This is the "immunity" formerly attributed

to the mother who, while in reality diseased, presented none of the

outward and visible signs of disease. As Boulangier says, this is

the true and logical explanation of Colles' law. Hyde and Mont-

gomery, however, do not concur in this view and maintain that

s\'philis is transmitted only when the mother is herself diseased.

Another opinion, the reverse of this, is that of Williams, who

considers most cases of s^-philis paternal in origin and transmitted

by the spermatozoa. " In such cases the mother will or will not

contract the disease, according as the father does or does not

present infectious lesions at the time of coitus. Since these are

usually absent, the fetus ordinarily becomes inoculated while the

mother escapes," and on this basis he interprets Colles' law.

The interesting question arises in this connection, when can we

assure our syphilitic patients that their offspring will show no

marks of contamination? Kerley says, "we can never promise

a man or woman who has had s>T5hilis that his or her children

will be free from the disease." The s}'philitic taint may be

transmitted to the third generation. Fournier, whose rank as a

syphilographer is of the highest, reports forty-five marriages

of hereditary syphilitics in which forty-three abortions occurred

in 145 pregnancies, thirty-nine infants being stillborn or dying soon

after birth, or a total of eighty-two dead children, 56 per cent.

The surviving children all showed specific stigmata.

Since the discovery, in 1905, b}' Schaudiner and Hoffman

of the parasite called the spirochete pallida, the presence of

which in many sN-philitic lesions has been demonstrated, we

have for the most part accepted this organism as the active cause

of syphilis. The discovery lacks, however, the positive proof

necessarv for its complete acceptance. If it be what it is claimed,

it will not be difficult to understand the role which it plays in the

transmission of disease. Especially so in the case of the syphili-

tic mother. We know that the tubercle bacillus can and does

pass from the mother to the child by way of the materno-fetal

circulation. The investigations of Warthin and Cowie "have

demonstrated the tubercle bacilli in every stage of its passage by

way of the syncytial layer of the placenta itself and the further

presence of the bacilli in the organs and blood-vessels of the fetus.

Arguing from analogy (and analogy alone), we may assume

the specific organism of syphilis acts in a similar way, as it has

been found in all s\'philitic lesions of the mother and in the

placenta. The proof of its actual transit is lacking. The
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specific changes in the placenta largely depend the source of the

infection, its character as to time, condition, etc., and may be

described as both macroscopical and microscopical. The former

show, first of all, a considerable increase in the size and weight

of the organ. In normal conditions the placenta represents

about one-sixth of the entire weight of the fetus. A syphilitic

placenta is never less than one-fourth or even one-third. It is

large, greasy-looking, pink or pale gray, and the surface more

or less mottled, the result of hemorrhagic infarcts and patches

of fatty degeneration. The so-called placental guramata, form-

erly described and supposed to be pathognomonic, are in reality

not gummata at all, but only areas of fatty degeneration which

^s'ere originally hemorrhagic infarcts. The changes in the cord

appear as a thickening of all the structures with an irregular

development of the blood-vessels. Bissell reports a case in

which the cord three inches from the placenta was hard and

inflexible, and another case in which the deposits in the cord

were so thick as to occlude the vessels. The microscopic findings

in specific placental disease show marked changes, chief of which

are the hypertrophy of the vilH and their extreme fragibilitv.

This change is the result of a cellular infiltration of the tissue and

was first clearly described by Frankel in 1873. The hvper-

trophy of the villi causes a complete alteration in their appear-

ance, which has been described as club-shaped. At the same
tim.e the infiltration and hypertrophy of tissue causes a

marked diminution in the number of blood-vessels. In numerous
instances these have been found practically destroyed. This

alteration in the blood-vessels is, in part, the result of an endar-

teritis, but as Williams says, due largely to round-cell prolifera-

tion. Wallick and Gerarditi found the spirochete pallida in

the scrapings of one syphilitic placenta, as has been done bv
other observers. The death in tifero of the SA^philitic fetus is, in

all probability, caused by the above-described changes which

are of such a character as to destroy the glandular and functional

work of the placenta, the nutrition and development of the fetus

being arrested. The proper blood-supply by way of the cord

is cut off through hypertrophy of tissue, which not only causes

pressure and interference in circulation, but degenerative changes

go on which ultimately alter its character altogether. This

explanation of the persistent death in utero of the syphilitic in-

fant is more reasonable than that which attributes it to the direct

action of the SA'philitic virus, and would seem to explain why
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some unquestionably sj'philitic children are born without mark
and yet develop the disease within a short time. The descrip-

tion of Frankel of changes in the placenta is summed up by him

as follows

:

1. When the disease has been transmitted by the father, the

principal lesion is hypertrophy of the villi.

2. When the mother is infected with syphilis, the placenta is

degenerated and the fetus diseased, the villi are filled with fatty

granules, the vessels are obliterated and their epithelial covering

is thickened or absent.

3. If the mother is infected during the generative act at the

same time as the ovum, the syphilitic foci will often develop in

the maternal placenta.

4. If the mother is syphilitic before conception, or becomes so

shortly after, the placenta is syphilitic in about 50 per cent, of

cases.

5. If the mother is not infected until after the seventh month,

both fetus and placenta wholly escape.

6. Infection during delivery has not been proved.

A syphilitic placenta is apt to set up inflammatory conditions

which cause it to become adherent to the uterine wall. This

sometimes constitutes a serious difficulty after labor, when the

removal frequently sets up a severe hemorrhage.

The stillborn infant is usually macerated. This is, in itself,

nowise different from what is commonly observed in any still-

born fetus, which has remained some time in utero. The skin

peels off, leaving a bleeding and excoriated surface. The liver

is enlarged, likewise the spleen. On microscopical examination,

the liver structure is found to have undergone changes, especially

about the blood-vessels, lobules and acini. The connective tissue

is increased to such an extent as to produce a cirrhotic hypertro-

phy. This condition is also found in the spleen, which by the

increase of connective tissue is several times larger than normal.

The same is true of the pancreas.

The most marked changes in the lungs are those which

constitute the "white pneumonia" of Virchow. The lungs

are large, completely filling the thoracic cavity, pale and

do not float when immersed in water. As this is, however,

true of many stillborn children, nonsyphilitic, it cannot be

considered as pathognomonic of syphilis. The lungs show the

imprint of the ribs; the bronchioles and air-cells are filled

with epithelial cells; in some cases gummata have been observed.
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At other times the lungs are of a deep red color—a great in-

crease in connective tissue being the most marked character-

istic. Similar changes are noted in the kidneys. Ascitic fluid

in the peritoneal cavity marks a chronic peritonitis, and hydro-

cephalus may result from disease of the ventricles of the

brain and inflammation of the meninges. One of the most

significant signs of fetal disease as shown by autopsy is the

osteo-chondritis described by Wenger. This is the uneven,

yellowish line between the shaft and extremity of the long bones.

Normally, this line—Guerin's line—is a narrow, whitish line

from ^ to I mm. in diameter and, as Williams says, marks the

area of preliminary calcication from which the new bone springs.

In syphilis this is converted into a jagged, yellowish line, several

times the thickness of the normal. The lower ends of the femur,

tibia, and radius exhibit these changes best. The living syphi-

litic infant may present such an array of specific signs as to leave

no doubt regarding the diagnosis, or it may at birth appear well

and healthy, later to develop signs which may be unmistakably

syphilitic, or which may at all times be indefinite and obscure.

The symptoms of syphilis are many. A markedly syphilitic in-

fant has the look of a sickly, ill-nourished infant. The skin is

pale, flabby, yellowish or ivory-tinted and may be marked by
an eruption or not. There is usually an absence of subcutaneous

fat and the flabby, ill-nourished skin is very prone to develop

eruptions—usually blebs which break, leaving a raw and bleeding

surface beneath. The skin may be so loose as to hang in loose

folds (Jabowski's sign). The hair thick, coarse and standing out

has been termed by English writers the "syphilitic wig." The
skin of the palms of the hands and soles of the feet are puffy

and ultimately break down in ulcers. Excoriations about the

anus, the angles of the mouth and nose add much to the diseased

aspect of the wretched infant. Snufiles may and probably do

exist. Hemorrhages from the umbilicus, nose, bronchial tubes and

bowels are not unusual and are significant. The liver is enlarged,

also the spleen, and the urine albuminous.

The symptoms of congenital syphilis usually appear from the

second to the fifth week after birth. In cases not well marked
in the beginning, the great restlessness of the infant may be one

of the first things noted. Kelmer says when a breast-fed infant

cries a good deal, is poorly nourished and is extremely restless, look

for hereditary syphilis. Snuffles may exist from birth, and usually

appear sooner or later. They mav be confounded with adenoids
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or a simple coryza, but their persistence points to specific origin.

Chronic hoarseness is another suspicious symptom, which with

the enlarged liver and spleen are, in addition to the eruption,

the symptoms commonly showing themselves in the first weeks

of life. The eruption is usually a dull, coppery red, and may
be general or otherwise. Absence of itching, unlike eczema,

is one of its distinguishing peculiarities. When the eruption

appears on the nates it may be mistaken for the ordinary rash

which is frequently seen in cases of neglect or poor digestion.

The course of the eruption usually is about six weeks to two

months and gradually becomes scaly at the end.

The prognosis in these cases is bad and it may be, all things

considered, more a matter of congratulation than otherwise that

such is the case. A syphilitic child is always handicapped by
physical infirmities. The propagation of a tainted race cannot

be a benefit to humanity in general. Treatment in many cases

arrests the progress of the disease, but once syphilitic, the unfor-

tunate individual is never safe and knows no peace of mind.

The pronounced and determined efforts which nature makes
to put her stamp of disapproval on the syphilitic fetus at the

start and her success may be interpreted as the beneficent opera-

tion of that law which elects none for survival but the fittest.

TRANSACTIONS OF THE
AMERICAN PEDIATRIC SOCIETY.

{Conlinued from August.)

Dr. J. P. Crozer Griffith and Dr. R. L. Lavenson, of Phila-
delphia, presented a communication on

CONGENITAL OBLITERATION OF THE ESOPHAGUS, WITH THE REPORT
OF A CASE.

They claimed that malformations of the esophagus were very
rare, even more rare than they were supposed to be. The first

case was reported in 1607.. Mackenzie reported sixty-three cases
that he had collected of various forms of malformations. Hoppe,
in 1905, had reviewed this subject quite fully. Malformations of

the esophagus might be divided as follows:

1. Complete absence of esophagus. This, of course, was a
very rare condition, only seven cases having so far been reported.

2. Partial or complete doubling of the esophagus. This was
even more rare, only two cases having so far been reported.
They had to add one more to this number.

I
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3. Direct esophageal fistula without other lesion of the esopha-

gus. Seven or eight such cases had been reported.

4. Stenosis. This might be due to several causes, such as (a)

a mucous fold or (b) malformation of the tube. In such a condi-

tion the patient might live for many years. Some cases had been
reported in patients over seventy years of age.

5. Congenital dilatation. This was usually accompanied with

dilatation of the end of the stomach.
6. Obliteration of the esophagus, but without any fistula. A

case of this kind was described in 1670, and about eleven have
been described. In the Archives of Pediatrics two cases were
reported by Phillips. When one spoke of obliteration of the

esophagus, there seemed to be a difference of opinion as to what
this meant. In some cases there was a patulous opening at each
end of the esophagus, with a cord-like structure joining the ex-

tremities. Cases had been described, however, in which no cord-

like structure was found, and it was only through microscopical

examination that one was able to tell whether any traces were
left. Probably no cases of complete absence of this portion of the

esophagus had ever been reported.

7. Partial obliteration of the esophagus with a tracheoesopha-
geal fistula. In Mackenzie's record of sixty-three cases of con-
genital malformation of the esophagus, forty-three were of this

nature. Hoppe had tabulated tifty-nine such cases.

They had collected eleven or twelve such cases from the litera-

ture.

Fistula in the trachea was always near the upper extremity, as

well as the lower fragment. The upper fragment was usually

dilated, while the lower extremity was of normal size, but tapered
gradually as the fistula ran upward. Nearly all the cases opened
into the trachea. There were three cases on record where the

fistual entered a bronchus.
A case of obstruction with fistula into the trachea was re-

ported. This child was nine days old and was admitted to the

hospital of the University of Pennsylvania. There was nothing
of importance in the family history. The child had been unable
to swallow since its birth. Any attempt to give anything was
accompanied by attacks of cyanosis and regurgitations of mucus
from both the mouth and nose. This appeared to be the tpyical

history in these cases. The baby died a few hours after admis-
sion to the hospital, and at autopsy, the usual conditions were
found. The fistula, however, was quite small.

The pathology of this condition was obscure.
Dr. Samuel S. Adams, of Washington, D. C, reported a case of

SPASMODIC STRICTURE OF THE ESOPHAGUS IN AN INFANT.

The infant came under his observation at the age of four
months. It was well nourished. It had been nursed by its

mother to the age of three months, when there was substituted
for the mother's milk a modification of cow's milk. Dr. Adams
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requested the mother to give the child some water; four ounces
of water were given; after the taking of the last ounce there oc-
curred a series of attempts at vomiting; after the eighth or ninth
attempt the water was rejected with a quantity of mucus. Dr.
Adams diagnosed the condition as one of obstruction of the
esophagus,. He learned that the child had swallowed all right
up to the age of three months; after this time, attempts at swal-
lowing became futile and the baby was taken to the hospital. A
surgeon there tried to pass a lavage tube, but failed. He finally

got through a small sound and followed it up with an ordinary
feeding-tube and was able to give four ounces of modified milk.
The child remained in the hospital for some time and gained in
weight; then the parents took the child away. During the fol-

lowing fourteen months Dr. Adams did not see the child, although
he learned that the attacks continued. These attacks occurred
every three or four days and lasted from six to twenty-four hours.

Within the past three weeks the child became very ill and was
taken to the hospital where the physician passed bougies. A
false passage was made. The child developed a pneumonia and
died. On autopsy, signs of a posterior pneumonia were found.
There was also a rupture of a diverticulum. There was an ob-
struction in the esophagus caused by a broken-down tuberculous
gland. Above that was a diverticulum with an opening. The
pathologist was not fully decided whether the rupture was
caused by the surgeon or was necrotic, although he was under the
latter impression.. Below this obstruction were two diverti-

cula, both with very friable walls.

DISCUSSION.

Dr. Augustus Caille, of New York, had under his observa-
tion at present a boy of ten years, the son of a physician, who had
had spasmodic stricture for five years. Examination had re-

vealed the fact that there was no diverticulum. The inability to
swallow was such that the boy was moribund from starvation.
The usual caliber tube was used and he was fed in that way. He
still had to use the tube once or twice a week. This lad had had
hydrocephalus in his infancy and he thought the irritation was of
central origin and very much doubted if the boy would ever get
over it. Regarding the examination of the esophagus by means
of a sound or of the esophagoscope, he wished to sound a warn-
ing. A girl of sixteen, who had some difficulty in swallowing, was
examined with the esophagoscope by an expert specialist. He
ran the instrument into the pleural cavity, in consequence of

which a pneumothorax developed and the girl died within two
days.

Dr. C. B. Putnam, of Boston, reported a case similar to that
reported by Dr. Griffiths. The child was three years old and had
a history of not being able to swallow. Death ensued in the
course of a few days. A condition very similar to that described
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by the reader of the paper was found. The esophagus had a
blind ending, the lower portion opening into the trachea.

Dr. Thomas Morgax Rotch, of Boston, said that this opened
up a differential point in diagnosis, since we had of late much
added information in regard to pyloric stenosis. Stricture of the
esophagus and pyloric stenosis were almost identical, as far as

the rational signs were concerned. The patients would keep
their food down sometimes for a day or forty-eight hours and
then vomit. There was danger in passing a sound, because
there seemed to be a thinning of the wall in the lower part of the

esophagus in this affection. A careful autopsy made in one case

where there was congenital stenosis at the entrance of the

stomach and above that a ballooning of the esophagus from
stretching showed a very thin place in the lower part about i cm.
in diameter which was about to rupture into the trachea. The
least mechanical interference before death would have ruptured
it. In a certain number of these cases nothing could be found by
physical examination, although the Roentgen ray aided much.
At autopsy, the area where the membrane was so thin was rup-
tured, even with the most careful manipulation. This was an
important class of patients. They were so much like cases of

chronic indigestion that the greatest care had to be used before

resorting to any other method to determine whether or not they
were cases of chronic indigestion.

Dr. a. Jacobi, of New York, asked what was the exact site of

the constriction in Dr. Grifliths' case.

Dr. Griffith replied that it was just above the bifurcation.

Dr. Jacobi said that was the position that gave rise to a great

deal of difficulty in the adult. Carcinoma was apt to be located

at that place. He thought the cause must be sought in em-
bryonal conditions. The parts were formed separately and, as a
rule, would find one another, but in this neighborhood there was
always a narrowest part as we found when we attempted to in-

troduce a large sound into the esophagus of a healthy person.

This constriction must be explained by the nature of its em-
bryonal development. These constrictions were found much
more frequently in the rectum, and when you meant to open up
such a rectum for operation you might find these parts improp-
erly developed, so that the trochar ran into the peritoneal cavity.

As to the diverticuli, they might occur because the muscular
layers of the intestinal tract were not uniformly developed. It

was quite common to find defects of these layers. We must ex-

plain diverticuli formed below the constriction in this way. The
muscular layers in these places were incompletely developed.

Certain places imperfectly developed were found throughout the

intestinal tract, and the upper part of the apparatus was no
exception.

Dr. Samuel S. Adams, of Washington, stated that there was no
fluid found in the tissue surrounding the esophagus nor in the

bronchial tubes, yet he thought that pneumonia probably re-
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suited from inhalation of some of the food that the child had been
trying to swallow.

Dr. Alfred Hand, Jr., of Philadelphia, presented the record

of a case showing

DEFECT OF THE VENTRICULAR SEPTUM AND ABSENCE OF THE
PULMONARY ARTERY.

The patient was a boy about three years of age, who was ad-

mitted to the hospital July lo, with the statement that he had
severe attacks of dyspnea. The father and mother, as well as two
other children, were in good health. The personal history was
negative; the child had never had the diseases of childhood. He
learned, however, that the child was born a "blue baby." The
first anginal attack occurred in April, 1907. Up to some time in

July, the patient had one attack daily; then he had two attacks a
day. Nothing in the way of an aura was noticed. The patient

seemed to have some pain with each attack; the mother claimed
that convulsions occurred; but the history did not point to con-

vulsions. The patient cried when the attacks came on, but never
bit the tongue. After each attack he went to sleep. During the

attacks the respirations were rapid and noisy, the breathing being
almost stertorous in type. The heart's action was rapid, but the

sounds were obscured by the noisy lung sounds. The pupils

were semidilated. These attacks lasted about one hour. The
boy appeared to be fairly well developed; the head had a good
shape, and the anterior fontanel was about the size of a five-

cent piece. The child walked normally. The abdomen was not
sunken. The liver reached 2 cm. below the ribs. The spleen

was not palpable. There was no ankle clonus, no Babinski's and
no Konig's sign. On July 11, the dyspnea lasted nearly two
hours; there was marked cyanosis, and the patient was much re-

laxed. The pulse became weak and rapid.. There were no
clonic or tonic movements. There was a brassy cough. There
was a marked dullness over the upper part of the sterum. He
thought of the possibility of an enlarged thymus. One thousand
units of antitoxin were administered without any apparent ef-

fect. From noon to 3.45, the patient had a similar attack. At
5 A.M., there seemed to have been a recession of the dyspnea
and cyanosis. The heart sounds were superficial and close to the
ear, and he thought of the possibility of an enlarged bronchial
gland. Babinski's sign now became positive. Next day, at

12 o'clock, another attack occurred. The breathing was labored,
with groaning, as if the patient was in great pain. It looked like

an attack of angina pectoris, such as occurred in old people.

One-twelfth of a grain of morphin was given, which caused the
patient to rest and sleep. Any subsequent attack was aborted
by morphin. The temperature ranged between 98.8 and 107.4
when death occurred. At autopsy, there was found an enlarged
thymus gland. The heart was carefully examined and found
to weigh 115 grams; it was 9.5 x 7.5 x 3 cm. The pulmonary
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arter>' was absent. There was a defect in the membranous por-

tion of the septum. There was no opening from the right ven-

tricle, except an opening into the left ventricle. The ductus
arteriosus was not to be found in the septum. There were
numerous infarcts in the spleen and in the liver and kidneys.

There was a complete obliteration of the pulmonary arteries

—

a condition which was very rare. The abscence of the heart

murmurs could be explained by this total absence of the pulmonary
artery. The distress complained of must have been due to the

fact that there was more blood than normal in the lungs and less

in the general circulation.

DISCUSSION.

Dr. a. Jacobi, of New York, said that the nutrition of the

lungs was by bronchial arteries coming from the aorta. They
took the place of the pulmonary artery, which was absent or sten-

osed. In such cases life might be prolonged. He had published

a case some ten years ago where the patient lived to be twenty-
nine years of age and then died of very copious pulmonary hemor-
rhage. He did not think these cases were rare or were possible

of diagnosis. There was a late systolic murmur that extended
over all the heart. The two ventricles were alike in that they
remained just as they were at birth.

Dr. W. Reynolds Wilson, of Philadelphia, presented a

SIMPLE METHOD OF CIRCUMCISION IN THE NEW-BORN.

He had been dissatisfied with the older methods and for certain

good reasons: (i) The incompleteness of the removal of the

foreskin in those instances where the latter was adherent to the

glans. (2) In the application of the sutures. These sutures

were placed irregularly and might have to be tightened to the

point of unduly constricting the tissues. As a result edema
ocurred and the sutures began to cut. (3) The length of time
required for the operation.

The adhesion of the mucous membrane lining the glans was
carefully broken by sweeping the point of the unopened scissors

beneath the foreskin. This permitted the introduction of the

scissors beneath the prepuce. The skin and mucous membrane
were divided to the base of the glans. The mucous membrane
was rolled back to the corona and rendered perfectly free. The
scissors were then used to trim off the redundant fold of the skin

and mucous membrane on either side of the incision. This was
done carefully while the field of operation was kept free from
blood. The roll of skin to the distal site of the frenum was like-

wise removed, in order to avoid the edematous flap which was so

often left at this point when enough tissue was not removed.
A tape of gauze, one-half an inch in width, cut so that the edges
are frayed, was now applied, securing a roll of mucous membrane
in position behind the corona, compressing the blood-vessels.

This tape was about ten inches in length and was required in



560 TRANSACTIONS OF THE

order to admit of several unwindings. The end of the glans

should be left uncovered in order that there might be no obstruc-

tion to the meatus.
Dr. S. C. Cotton, of Chicago, believed he had not circumcised

a baby in eight or nine years. Formerly it had been a fad to

circumsize all male babies. He had seen a Jewish rabbi perform
the rite of circumcision twenty-five years ago. He did more cir-

cumcisions than any other rabbi in Chicago and had uniformly
good results. He seized the prepuce with the thumb and finger

and placed over it a little shield made from a silver half-dollar,

with a slit extending two thirds the way through it. A down-
ward sweep with the scalpel was made along this shield, ampu-
tating the prepuce. Then laying the shield aside and taking the

two sides of the cut surface between his fingers and thumbs he
retracted the mucous lining with the ring fingers; in the meantime
he held the integument tightly. Alum water was appHed and a
little tape was wrapped around to hold the reduplicated tissue

in place. This was also wet with alum water and a piece of

gauze applied, which had a hole in the middle, which held the

dressing in place. There were no sutures, and the cases all did

well. He had used the method, but did not recommend it as he
had formerly done.

Dr. W. Reynolds Wilson said, in closing the discussion, that

the operation might be done with the greatest simplicity by using

a pair of surgeon's scissors. He had had an accident which led

him to adopt the scissors. A nurse whom he thought could be
depended upon did not hold the child's legs, and he brought them
up forcibly causing him to sever the femoral artery. Fortu-
nately, the circumcision had been completed. He enlarged the

femoral opening, introduced forceps and caught the proximal
end of the vessel.

Dr. J. Park West, of Bellaire, Ohio, reported a case of

PYELITIS TERMINATING IN SUPPURATIVE NEPHRITIS.

A female child, ten months of age, was taken ill. Her illness

was divided into three periods. The first was represented by a
lobar pneumonia. The second by a pyelitis. The third by a

pyelonephritis.

A positive diagnosis of lobar pneumonia was not made until

two days before the crisis, which took place early on the morning
of the sixth day of her illness. The second period of ten days
began on the evening of the crisis, with a temperature going up to

103, without symptoms on the part of other organs. It was be-

lieved that a pyelitis began as the result of the pneumonia.
There w-as no indication, nor had there been of a vulvovaginitis.

It was only during the last period that it developed. On the

first day of the second period, a highly acid urine containing a
number of small epithelial cells was obtained. On the next day,
the color of the urine was that of milk and water; for the next
eight days, the urin was of clear milk color. The specific
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gravity of three specimens obtained was 1014, 1012 and 1014. It

always contained pus, albumin, an abundance of epithelial cells

of different kinds and blood-cells. On the second day of this

period, the temperature was 104.4, after which it went down
gradually. For three days, there was a marked soreness over the

body and at times over the left kidney. On the third day, swell-

ing of the face, hands and feet appeared. On the sixteenth day
of the sickness of the third period, there appeared suddenly severe

gastrointestinal and uremic symptoms, which continued until her
death, eight days later. Vomiting was very severe and the stools

numbered from four to twelve. Soon after overcoming these

symptoms a vulvovaginitis appeared. The urine remained
milk-like in color, but did not look so clean.

The postmortem showed the pelvis of the kidney to be thin and
rough; on the surface were very small spots of distended capil-

laries. The left kidney weighed eighty grams; the right seventy-
two grams. Dr. W. H. MacCallum made the microscopical
examination. This was a remarkable case of suppurative
nephritis. There were clumps of bacteria scattered throughout
the tissues, but none in the blood-vessels. There were bacilli

larger even than the typhoid bacillus. The tubules were very
generally distended with great quantities of leukocytes and des-

quamated cells. There were no distinct abscesses, but relatively

few of the tubes escaped. The glomeruli were fairly well pre-

served. The remaining tubules showed a most extreme fatty

degeneration of the epithelium. The tubules of the medulla were
fairly well filled with debris of cells and leukocytes. The ab-
sence of the glomeruli changes and the presence of the bacteria in

the tubules and not in the blood-vessels seemed to argue in favor
of an ascending rather than a hematogenous infection.

Dr. Isaac S. Abt, of Chicago, thought it was best to cystoscope
the bladder and to find out something in regard to the bladder
wall and the orifices of the ureters, especially in female children.

The cystoscope often threw light on these cases, especially as to

indications for operation.

Dr. a. Jacobi, of New York, asked if gonococci were found.

Dr. West replied that no examination had been made for

them, as there was no history of former vulvovaginitis.

Dr. Jacobi said that undoubtedly pyelitis and vulvovaginitis

went together. He then asked if the uterus had been examined.
Dr. West said that it had not.

Dr. Jacobi said that it was common to find a vulvovaginitis

after it had existed for weeks and months, and this was probably
because the process at that time was frequently limited to the

uterus. Up to seven or nine years of age, the uterus was not
smooth, but the mucous membrane lay in folds so that the gono-
cocci might easily hide there for weeks or months. This explained
why, when we thought we had cured a case, it suddenly broke out
again. A gonococcic metritis might exist for a long time before
it made its appearance.
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Dr. Charles G. Kerley, of New York, said this paper re-

called to his mind a case that he was asked to make an autopsy.

The child was said to have had malaria, but the autopsy showed
extensive cystitis and multiple nephritic abscesses.

Dr. Hexry Koplik, of New York, read a paper on an

epidemic of

POLIOMYELITIS ANTERIOR ACUTA.

The epidemic of this disease which engaged the attention of the

profession of New York City and vicinity last summer was very

extensive. According to the report of the State Board of Health,

there were over 1200 cases in New York City alone, and the im-

pression prevailed that many cases had not been reported. The
conditions of the atmosphere, of the weather, etc., were not

unusual, and the disease had the characteristic of an ordinary

epidemic. It was widely distributed, particularly in the city

limits, with a few cases appearing in the suburbs. The disease

invaded the fashionable quarters as well as the poorer places.

The condition of the streets was not unusual; they were as clean

as could be expected in a densely populated portion of the city.

The milk and water supply was as good as during previous sum-
mers. So far as external hygienic influences were concerned,

they were neither better nor worse than in previous years. The
local conditions w^ere matters of speculation. The epidemic in

its behavior resembled closely the one seen by Horwitz in Sweden.

It affected children of all ages; there were a few cases among
adults. The characteristics of the disease could not be considered

as clearly defined by poliomyelitis anterior. This disease was
one that was hitherto unknown to many investigators. Many
cases resembled meningitis in certain particulars. Dr. Koplik

described certain classes of cases

:

Class I.—Cerebral cases. A child, in apparent health, would

go into a condition of unconsciousness or go to bed well to awake
with headache and vomiting. Or the child would develop pa-

ralysis of all extremities. The paralysis would be followed by an

increase in the sopor and symptoms referred to the bulb or me-
dulla. There would be difiiculty in respiration, and in swallowing,

with increasing coma and paralysis, ending in the death of the

patient from respiratory failure and paralysis. In some cases

there would be paralysis of the abdominal muscles, the muscles of

the back, and those of all four extremities. They showed defi-

nite signs of bulbar paralysis with diaphragmatic breathing.

Class II.—Neurotic cases. The child would go to bed, to

awaken later with an acute pain in the extremities referred in

many cases to the joints. These patients might cry in the night.

Gradually paralysis of one or more extremities would develop and
with a clear sensorium. There might occur a mild febrile rise

which would gradually subside, the temperature dropping to the

normal. These cases were often mistaken for rheumatism.

After lasting three or four weeks, the pain would subside and
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leave a paralysis of either or both extremities or one upper and
one lower; at times nothing but a facial paralysis would be left

to show that the patient had been completely paralyzed. The
cases that recovered appeared to be merely cases of neuritis.

Class. III.—In this set of cases, corresponding to cases of

acute poliomyelitis anterior, the patient would go to bed perfectly

well and awaken with paralysis of one or two extremities or a
paralysis of a little group of muscles in the forearm, leg, thigh or

face. Many of these cases of poliomyelitis anterior began with
slight disturbances of the stomach, with febrile attacks and sud-
den paralysis.

They had, therefore, three distinct classes of cases—the cerebral,

the neurotic and the classical cases of anterior poliomyelitis.

It was hard to say whether the pathology in all these cases was
the same; it was sufficient, however, to state that all the victims
suffered from the same infectious agent. The cerebral cases
were autopsied and the pathological appearances, gross and mi-
croscopical, were identical with the fatal cases described bv Har-
vey. Nothing was found in many cases but a polyneuclear
cytosis (see Harvey, in Journal of the American Medical Associa-
tion). The term poliomyelitis must be accepted only as a tem-
porary nomenclature. The cerebral form of cases, with paralysis,

was peculiar. If the patients were not unconscious, the senso-
rium was clear; yet the patients would not be able to lift an ex-
tremity or help themselves. They would lie as in a trance and
with a normal temperature.
The neurotic cases were peculiar in not only having pains in the

extremities and joints, especially at nights, but because of the
hyperesthesia. They were perfectly helpless. They could not
even sit up and had to be carried about. Their recovery was
complete, and the conclusion was reached that there was no af-

fection of the cord, but an affection of the nerve-trunks.
What was especially astonishing in the present epidemic was

the rapid atrophy of the muscles in those cases in which the
paralysis remained permanent. Six weeks after the onset of the
disease there occurred the reaction of degeneration. Contractures
rapidly followed atrophy of the muscles. The lower extremities
in particular showed this rapid atrophy.
With regard to recovery, some cases made a complete recovery

from the paralysis. Some cases, even though completely para-
lyzed, could walk, but the upper extremities remained paralyzed.
Some made recoveries with contractures.

At the hospital for deformities there occurred a series of cases
in which the only evidence of the disease was a facial paralysis
and facial atrophy.
At the Hospital for Ruptured and Crippled, of sixty persons

seen by Dr. Gibney, there were some history of either a diarrhea
or constipation.

There was another set of cases in which there was a tonsillar

infection before the onset of the disease. Dr. Koplik thought
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that the nomenclature of this disease must be revised. Here
was a new infectious agent capable of causing paralytic disturb-

ances and even death. One hundred and fifty odd cases came
for constant treatment because they were infected during this

epidemic.
With regard to the treatment, hot baths with massage of the

extremities was of value. The use of electricity seemed in some
cases to aggragate the symptoms, especially when there was
pain along the nerve-trunks. In cases of complete paralysis he

found intramuscular injections of strychnin valuable. Cup-
ping along the spine had been tried. He could not say what par-

ticular method of treatment did good. The principle aimed at

was to keep up the tone of the muscles that were paralyzed and to

wait for the recovery of the patient.

Dr. L. E. LaFetra, of New York, read a paper on the

EARIvY SYMPTOMS OF THE RECENT EPIDEMIC OF POLIOMYELITIS.

The recent epidemic in New York City furnished an opportu-

nity of observing many cases in which the symptoms presented

were not those that occurred in the ordinary conception of the

disease. Of 63 cases 20 were under treatment at the Babies'

Hospital, 13 or more were seen by Dr. Kerley, 30 were seen at the

children's department of the Vanderbilt Clinic. Vomiting oc-

curred in 25 cases; constipation was present in 14 cases; diar-

rhea occurred in 17 cases; cough, tonsillitis and sore throat oc-

curred in 6 cases; fever occurred in 52 cases, but was probably
present in all; the fever lasted from two to three days generally;

restlessness and irritability were common in this epidemic, occur-

ring 37 cases; delirum was present in only 2 cases; convulsions

occurred in but 4 cases; rigidity of the neck appeared in 1 1 cases,

and was exceedingly painful. Babinski's sign was present in 3
cases at the Babies' Hospital; atrophy was present in 10 cases;

stupor was present in 4 cases; headache was noted in but 10 cases;

photophobia was present in 3 cases. Pain and tenderness in the

affected limb were present in 32 cases.

With regard to the character of the paralysis, it was flaccid in

58 cases, spastic in 5. The paralysis came on early. The
muscles of the neck were involved in i case. Opisthotonos oc-

curred in I case for live days, and in another for ten days. There
was a general anesthesia in i case. There was an unilateral paral-

ysis of the abdominal obliques in 2 cases. Lumbar puncture
was done in 14 cases, from' 15 to 70 c.c. of fluid being removed;
the fluid was clear in every instance. In only 2 cases were any
cells found and a few mononuclears. The blood-examinations
were not made often enough to give anything of value.

The diagnosis of this disease in the beginning of an epidemic
was exceedingly difficult, and confusion was to be had especially

when the acute meningitis was attended with pronounced irrita-

tive symptoms.
Careful studies made in Norway and Sweden had thrown much
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light upon this disease, and showed how closely related were dis-

ease of the nerves.

The following classification was offered: (i) Ordinary paraly-

sis. (2) Progressive paralysis (Landry's). (3) Bulbar paraly-

sis. (4) Acute encephalitis. (5) Ataxic form. (6) Polineuritic.

(7) Meningeal form. (8) Abortive form. Wickman proposed the

name Heine Medin disease, and he would classify as above.

DISCUSSION.

Dr. L. Emmett Holt, of Xew York, said that the recent epi-

demic of poliomyelitis was being studied by a committee ap-

pointed by several of the societies, and according to the best in-

formation that the secretary was able to get there were about
3000 cases. If these figures were correct, this had been the

largest epidemic in the United States and probably in the world.

He did not think the disease was limited to New York City,

though it occurred in larger numbers in the city districts. He
had been impressed by the groups of cases occurring together.

Two children of a physician came down with symptoms of the dis-

ease ten days after their return to the city. Both had recovered
completely. A child was admitted at the Babies' Hospital and
seven days later a second child who had been sleeping in the same
bed with this one was taken ill. He cited a number of similar

instances and they were so numerous as to make it seem probable
that the disease was mildly contagious. One striking thing was
the number of cases that recovered completely. He was also

surprised at the number of cases that died, as poliomyelitis was
looked upon as not endangering life. The total mortality was
something like 12 per cent. When the disease occurred in spo-

radic form, it was probably not recognized. The epidemic stopped
with the advent of the month of October, and this had been the

history of the disease everywhere. The history of other epidemics
showed that the disease recurred the next year. They had sent

the fluids from punctures to the Rockefeller Institute to Dr.

Flexner and the results had been negative from every point of

view. Dr. Flexner thought that the findings pointed to an acute
microbic infection of the spinal cord and the results suggested a
toxic degeneration of the cord due to toxins produced elsewhere
in the body. He had seen obstinate constipation in several

cases. Recently he had seen two cases of polioencephalitis that

ran a course very like the usual picture of poliomyelitis. A child

came to the hospital with a history of convulsions followed by
stupor. It soon became evident that the disease was not menin-
gitis. The temperature would rise to 104 and then drop to nor-

mal. These cases recovered completely. In spite of the location

of the disease and its similarity to spinal cases, it was suggested
that we had a disease that was an acute inflammation of the cen-

tral nervous system, which generally localized its effects upon the

anterior horns, but might affect the cerebrum without affecting

the cord.
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Dr. a. Jacobi, of New York, said eight dififerent types of

the disease had been observed. It was a disease of the
whole nervous system, perhaps not of the cord itself. One
common symptom was small hemorrhages. They had been
found not only in the anterior columns of the cord, but in the

posterior and in the brain itself. They produced symptoms ac-

cording to their location. Small hemorrhages did not neces-

sarily give rise to any symptoms whatever, so far as sensation,

motion and intellect were concerned. In cases of concussion of

the brain, there were numerous small hemorrhages, and these

cases recovered without paralysis or disturbances of intellect.

He thought that the disease in a large number of cases was more
an encephalitis than a poliomyelitis. Where poliomyelitis was
predominating there should be intact patella reflex. Where the

cord was affected the reflexes disappeared and atrophy set in

very soon. If we recalled what was known of poliomyelitis and
then remembered that the epidemic of the winter was twenty
times as extensive as the largest that had been observed and the

cases a hundred times as numerous as occurred in many of the

epidemics, we would hesitate a little in demanding the same
symptoms that were formerly observed. As we did not know the

etilogy, we should be satisfied in saying that poliomyelitis was a
disease striking the nervous system as a whole, but more in one
place than in another. Cases of polioencephalitis had a greater

tendency to recover than cases of poliomyelitis?

Dr. Isaac Abt, of Chicago, asked if there had been any autop-
sies on the fatal cases and what the findings were.

Dr. John Lovett Morse, of Boston, said that Dr. Jacobi had
anticipated him in saying that there had been nothing new in the

symptomatology of cases during the past epidemic. He had
analyzed cases of infantile paralysis that he had seen over a con-

siderable period. He had had two cases worth mentioning, one
died from paralysis of the muscles of respiration, in the other

there was paralysis of these muscles, but the child recovered.

The summary of his cases, though covering a period of years,

corresponded well with the cases in this epidemic.

Dr. Charles G. KerlEY, of New York, had seen forty-three

cases in the last epidemic. These cases began to occur late in

August and early in September. They increased in number
until October, when they practically ceased. He had seen more
or less poliomyelitis for twenty years, and he agreed that in the

recent epidemic they had had an entirely new proposition.

Some of the cases it was impossible to differentiate from cerebro-

spinal meningitis. He found the northern boundary of the ter-

ritory of the epidemic was at Maiden. There were only twelve

or fifteen childreen in the school there and four had poliomyelitis.

That seemed to be the apex of a triangle that extended down the

river until it embraced New York. He had had one case which
was peculiarly interesting to him. The child came down with

acute symptoms of fever and vomiting and developed facial



AMERICAN PEDIATRIC SOCIETY. 567

paralysis. This was the only evidence of paralysis and it still

persisted.

Dr. Koplik closed the discussion. In regard to postmortem
findings there were autopsies on two fatal cases at ]\Iount Sinai

Hospital, of which the findings would be published later. In a

general way they corresponded to what had been described here.

There were areas of softening throughout the cortex, areas of

hemorrhage throughout the cord and areas of softening in the

cord. The softening began in the meninges and extended from
there. No other disease that was in progress at the same time
was affected by the presence of poliomyelitis. He related the

case of a child who had come to him in ^larch with symptoms
pointing to some general nervous trouble. The child was tired,

did not care to walk, and when it sat down it did not care to get

up again. The child developed poliomyelitis. The right upper
extremity was paralyzed and the muscle atrophied. The two
nervous diseases existed side by side and the nervous affection

that was perhaps more serious than the poliomyelitis was not
affected by it.

Dr. C. W. Duckixgham, of Boston, reported a case of

APPARENT TUBERCULAR MENINGITIS IN WHICH THE AFTER-HISTORY
MADE IT PROBABLE TH.\T THE DIAGNOSIS WAS A MISTAKEN ONE.

A boy, seventeen months old, had malaise for from one to two
weeks, with cephalic cries. On April lo. Dr. J. W. Redmond was
called because of some shuffling in walking, confined to one foot.

There was no tenderness. In the next four days there were some
vomiting and convulsions. There was no history of tuberculosis

nor of syphilis. Dr. Redmond asked Dr. Duckingham to see the
patient on the 14th. The difficulty in walking had then almost
entirely disappeared. There was strabismus, pupils dilated and
sluggish, the right being more dilated than the left. The knee-
jerks were unequal, the right being the more marked. The
Kernig sign was marked. Babinski's sign was present, but
slight. The head was not retracted. Examination of the eyes
and ears proved negative. A provisional diagnosis of tubercu-
lous meningitis was made. A lumbar puncture was done, the
fluid running at first under considerable pressure, and perhaps
from 10 to 12 c.c. were withdrawn. Because of a slight contami-
nation in the blood in the first c.c, the first portion was thrown
away, and the last saved in a clean test-tube.

The pathological report by Dr. Leary was as follows: The
specimen received from Dr. Redmond consisted of 3^ c.c. of clear,

colorless, watery fluid. This was shaken down in a centrifuge
without obtaining any visible sediment. The lower portions of

the fluid were smeared on slides and stained by Wright's method.
A careful search resulted in the finding of eighty-nine cells, all

but three of which were lymphoid cells. The diagnosis made was
chronic inflammatory, probably tuberculous meningitis.

The pressure-symptoms were very quickly relieved, and in
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about a week the child had recovered its health. He remained

well until May 20, when Dr. Redmond last saw him. This after-

history was compatible with its being one of the comparatively

few cases of cerebrospinal meningitis in which there were pro-

dromal symptoms and in which the cerebrospinal fluid contained

an excess of mononuclear cells.

Dr. John Lovett Morse, Boston, reported

AN UNUSUAL TYPE OF ACUTE NEPHRITIS IN CHILDREN.

He had recently seen a number of cases of acute nephritis in

children in which the characteristics of the urine had been mate-

rially different from those of the ordinary form, the chief difference

being the complete, or almost complete, absence of blood and
blood elements and the presence of a large number of small round
mononuclear cells, often associated with a considerable number
of polymorphonuclear leukcocytes. There can be no doubt that

these cases are acute and not chronic. The course was the same
as in other forms of acute nephritis with the exception that the

duration was usually shorter and the prognosis somewhat better.

Histories were cited to illustrate this type.

In a number of cases there had been a moderate amount of

blood in the beginning which disappeared after a few days, the

urine then taking on the characteristics referred to. In some
cases not only was blood absent, but very few other renal ele-

ments were found, even when the symptoms were marked and
there was a large amount of albumin. They did not differ in

their symptomatology and course from the other forms of acute

nephritis; it might be that on the average the cases were milder

and the duration shorter. • They might eventuate in death or be

accompanied by convulsions or possibly develop into a chronic

type. He was entirely ignorant of the pathology of this condi-

tion, never having had a case autopsied. It seemed probable

that the pathological changes in these cases were somewhat dif-

ferent from those in the cases described by Heubner. Judging
from the absence of blood, there was, in all probability, little

or no change in the glomeruli; and judging from the number of

cells and the large diameter of the casts, the pelvis of the kidney

and the lower tubes were more involved than those higher up.

In all probability, the condition was one of pyelonephritis rather

than the ordinary acute glomerular or interstitial nephritis.

Dr. Henry Koplik, of New York, w^as reminded of Osier's

description of such kidney trouble in cases of typhoid, in which
there were leukocytes and casts in the urine. He had at present

a case in which nephritis probably was the result of gastroenteri-

tis. In these cases of nephritis following gastroenteritis in young
female children there was a question of involvement of ureters

and bladder.

Dr. H. J. Mason Knox, of Baltimore, intended to report a case

which coincided very closely with the description of Dr. Morse's

cases. There was hematuria, a number of leukocytes, a small
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amount of nuclear cells and a number of casts. The case ran a
chronic course and came to autopsy. The kidneys showed the

convoluted tubules undergoing hyaline degeneration. The
nuclei did not stain at all. This belonged to a group of cases in

which the degenerative changes were the most marked feature.

Dr. L. E. LaFetra, of New York, had a case which corres-

ponded quite closely with the first case reported by Dr. Morse.
In this case the leukocytes persisted for a long time after the dis-

appearance of the casts. He was unable to find anything to ac-

count for the origin of the condition. The child was in good
health otherwise and the only thing that called the mother's at-

tention to the trouble was some puihness of the eyelids.

Dr. Isaac A. Abt, Chicago, offered a statistical summary of

answers he had received to

an inquiry into the status of the kindergarten.

1. Of 119 replies from physicians, sixty-six, or 55.46 per cent.,

were, for reasons medical or otherwise, in favor of the kinder-
garten; twenty-five, or 21.00 per cent, were unfavorable; and
twenty-eight, or 23.50 per cent, were indifferent. Unfavorable
answers were given chiefly on medical grounds.

2. Of seventy replies from mothers, there were forty-three, or

61.47 per cent., favorable; eleven were unfavorable, or 15.71 per
cent. Sixteen, or 22.85 P^r cent., were indifferent. Those who
favored the kindergarten assigned good results to the social, the
moral and esthetic effects, while those of a diverse opinion were-
chiefly based on insuf!icient physical care and the danger of con-
tagion.

3. Of forty-three replies from superintendents and principals,

thirty-two, or 74.41 per cent., were favorable; five, or 11.64 P^r
cent., were unfavorable; while six, or 13.95 P^r cent., were indif-

ferent.

4. Of twenty-six replies from kindergartens, twenty-five, or

95.15 per cent., were favorable, while one, or 3.84 per cent., was
indifferent.

5. Of twenty-one replies received from primary teachers,

fourteen, or 66.66 per cent., were favorable; three, or 13.33 P^r
cent., were unfavorable; and four, or 19.03 per cent., were
indifferent.

6. From the stand-point of physicians, forty-two were favorable
and fifteen were unfavorable. Of the replies coming from the
East, seventeen were favorable and six unfavorable; from the
middle West, three were favorable; from the West, two were
favorable; from the North, one was favorable and one not.

7. As to the hygienic conditions of the kindergartens, twelve
kindergartens wrote of the proper and improper conditions that
existed.

8. The average age of pupils of the kindergartens was five years.

9. The percentage of physicians who favored the kindergarten,
both for the rich and the poor, was 47.90.
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10. To the too early entrance to the kindergarten accompanied
by harmful effects, forty-eight physicians, or 40.33 per cent, of the

total, had subscribed their testimony.

11. 46.33 per cent, of physicians believed that there was no
greater susceptibility, and no increase in liability of contagious

diseases and pulmonary affections.

Dr. Abt said that it was in the hope of throwing some light on
the medical aspect of the kindergarten that he had made these

investigations and made his report. This investigation was be-

gun without prejudice either for or against the system, and was
purely in a spirit of inquiry, and with the view of obtaining in-

formation on some of the vital questions that the physicians were
called upon to decide in their daily talk with their patients. The
results obtained he considered to be quite disappointing.
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diseases of children.

Rhabdomyosarcoma of the Prostate.—D. M. Grieg (Brit.

Jour. Child. Dis., May, 1908) records the removal from a child of

four years, by suprapubic cystotomy, of a large irregular, fungat-

ing tumor of the prostate the size of a Tangerine orange, pro-

jecting into the bladder around the internal urethral meatus.

It had caused painful micturition, them retention and dribbling.

Microscopic examination revealed a sarcoma containing em-
bryonal striated muscle cells, a rhabdomyosarcoma. Three
other such cases have been reported.

Congenital Hypertrophic Pyloric Stenosis.—^Edmund Cautley

(Brit. Jour. Child. Dis., May, 1908) holds that there is grave

danger of ascribing to pyloric hyperplasia the symptoms due to

spasm, with or without dilatation of the stomach; that there are

mild degrees of hyperplasia compatible with life and giving rise to

no serious symptoms; that some of these mild cases depend for

their fatal issue on secondary complications which are curable

by diet and lavage; that the majority of the cases tend to gradual

contraction of the circular muscle and a degree of obstruction

which is incompatible with life and only curable by surgical

methods. He protests strongly against delay in adopting sur-

gical measures, as he is convinced that the bulk of the supposed

I
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cures of this affection by medical means are really instances of

simple pyloric spasm. Great care is essential in distinguishing

between spasm and hypertrophy, otherwise many unnecessary
operations will be performed.

Association of Scarlatina and Measles in the Child.—P. Lere-

boullet (Le Prog. Med., June 13, 1908) says that the association

of measles and scarlatina is important because of the gravity of

the prognosis in the child. The author finds that this association

occurs especially in hospitals and at school. Since the incubation
period of scarlatina is short, that disease appears first in cases in

which both have been contracted at the same time. Here the

prognosis is very grave. The author considers scarlatina second-
ary to measles, scarlatina and measles simultaneously, and scar-

latina occurring a little before measles. When scarlatina is

secondary to measles the evolution of each disease is little modi-
fied. The bronchial complications of measles may be rendered
much worse and death ensue. When scarlatina and measles
evolute together, the mixed eruption may present special charac-
teristics rendering diagnosis difficult. Otitis or bronchopneu-
monia may occur, but in general there is little modification of

the symptoms of the two diseases. When scarlatina precedes
measles with a certain interval, the evolution of measles is sen-

sibly modified. A fatal bronchopneumonia may result with
dyspnea and high fever. When scarlatina precedes measles at a
considerable interval, the prognosis is not so grave. Treatment
to disinfect the throat relieves the symptoms before the appearance
of the measles eruption. The gravest form of all is that in which
the appearance of the measles is immediately preceded by the

scarlatina eruption. A virulent culture of the streptococcus

exists in the throat and is complicated by the presence of the

other infection. A disseminated bronchitis is generally the re-

sult. If scarlatina follows measles when the bronchial symp-
toms have passed, the effect is not so bad. The practical con-
clusions are that immediate isolation of the patient from all

other cases is important and disinfection of the throat should be
thoroughly carried out in every doubtful case.

Melena Neonatorum.—Samuel W. Lambert (Med. Rec, ]\Iay

30, 1 90S) reports a case of this condition which seems to cast

important light upon the etiology of the affection. The essential

symptoms were early nosebleed, rapidly increasing pallor and
anemia, febrile action and restlessness, followed by character-
istic bloody vomit and stools and very extensive subcutaneous
ecchymoses, catharsis, calcium lactate and adrenalin were em-
ployed ineffectually. On the fifth day the case seemed hopeless.

The baby's skin was waxen white and the mucous membranes
without color; the nasal bleeding was continuous; the vomited
matter contained food curds, dark blood, and at times bright
clots; the stools were frequent and contained bright red blood;
the subcutaneous hematoma on the scalp increased and ecchy-
motic spots appeared on the legs; the respiration was rapid and
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superficial; the pulse 150 and weak. The right popliteal vein

of the body was sutured to the left radial artery of the child's

father, without anesthetic to either patient, and enough blood

allowed to flow into the baby to change her skin from a pale trans-

parent whiteness to a brilliant red color. She began to cry

lustily and to struggle. The wound in the leg up to this time

had oozed a slight amount of pale watery blood, which did not

clot well. It began to bleed freely and the blood promptly

clotted. The nosebleed stopped instantly. The pulse became
full and strong and slowed down, and the respirations were deep

and full. As soon as the wound was sutured and dressed the

baby was fed an ounce of milk, which she took ravenously and

retained, and immediately went to sleep. Since the ending of

the transfusion there has been no hemorrhage, no vomiting, and

no diarrhea. Convalescence from the operation was uninter-

rupted except for a slight infection of the wound. There was no

evidence of hemolytic action at any time and all the symptoms
of melena ceased at once. The hematoma was absorbed rapidly,

except for a slight discoloration of the upper lid of the right eye.

The stools became of normal character two days after the opera-

tion. The wound healed, and at eight weeks the child appeared

to be a normal child of its age. The latest accepted theories of

melena neonatorum point not to]ulceration or to gross lesions, but

to the capillary blood-vessels as the seat of the bleeding, and the

clinical picture of these cases is undoubtedly very like that of an

infection as the etiological factor. But the course and the remark-

able cure of the case reported would seem to disprove both the in-

fectious theory of its origin and the blood-vessel explanation of

the diapedesis of red cells and disturbed osmosis resulting in the

capillary hemorrhages. The only possible explanation of so

rapid a change must be found in a chemical condition of the

blood. The final conclusion as to the nature of the disease

is that melena neonatorum is a congenital malformation of the

blood of unknown chemical nature. The solution of the problem

of its etiology is to be found in a chemical study of the processes

of osmosis in the capillary vessels, of the chemistry of blood co-

agulation, and along kindred lines.

Analgesics in Pediatric Practice.—Le Grand Kerr (Arch.

Ped., May, 1908) says of external analgesics that counterirritants

must be placed directly over the organ or part when the condi-

tion causing the pain is deep-seated. When a superficial part is

affected and that part is supplied by the anterior branches of a

spinal nerve, the counterirritant must be placed over the posterior

roots of the nerve. Mild counterirritation is useful in infants,

but blisters must be used in older children, and not in them when
the arterial tension is high or the vitality low. Galvanism ^yill

reheve the pain of neuralgia. And in those conditions in which

there is a marked muscular spasm with pain (as in many cases of

wry-neck), the relief afforded is immediate and marked. Gal-

vanism seems to fail in neuralgia of the fifth nerve in which the
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pain is intense at night. But in these cases the iodids afford

marked reUef . Apphcation of heat gives much reHef from pain in

sprains, acute articular rheumatism, torticolhs, pleurisy and colic.

In earache and painful conditions in the throat, its use in the

form of a douche or gargle affords much comfort. The pain
from an adenitis, appendicitis, congestive headache, acute pharyn-
gitis, tonsillitis, and many similar conditions is lessened or en-

tirely relieved by the judicious application of cold. Injection

into the skin itself has the distinct advantage that added to the

local effect of the agent used there is the effect of pressure on the

nerve endings. Acupuncture must be thought of in deep-seated
neuralgias which yield to no other treatment. The injection

of water directly about a superficial nerve will prove analgesic.

Of the agents used for local relief of pain, cocain stands at the

head. Others are ether, chloroform, alcohol, ethyl chlorid,

menthol, phenol and dilute hydrocyanic acid. As for internal

analgesics, when a quick but short action is desired, we use the
general anesthetics and cocain. When a rapid and lasting effect

is demanded, nothing is as prompt and certain as the opiates,

remembering that children take them badly. When, in addition

to pain, there is a marked restlessness, the addition of hyoscin
hydrochlorate in minute dosage will markedly intensity and
prolong the action of the morphin. To obtain any results with
codein proportionately large doses must be used. During the

administration of such doses there frequently has occurred the

sudden appearance of toxic symptoms.
Heroin is very inferior to either morphin or codein, except

in painful coughs. In these it is the equal of morphin and has
the advantage of not arresting the secretions. In safe doses the
chief effect of chloral is to produce sleep. To relieve pain requires

doses of dangerous size. This drug also tends to irritate the gas-

trointestinal tract. Antipyrin and acetanilid are very useful as
analgesics, but not free from danger. They are not as efficacious

when the pain is of the inflammatory type. Phenacetin has a
parallel theraphy, but is far safer. When a weak but prolonged
action is demanded aspirin is chiefly indicated in those cases in

which the salicylates are beneficial. Chloralamid takes several

hours to act, but the analgesic effect is very prolonged, although
weak. When a weak and short action is required the bromids act
well, chiefly when irritability of the nervous system predomi-
nates. Analgesics have a very restricted use in pediatric practice

because so few are not dangerous to use during childhood; but
they have a wide field of usefulness, because children do not bear
pain well; they bear it patiently, but its physical effects are pro-
portionately great. Analgesics during childhood are all more or
less transient in their effect, except in the case of a very few of the
weakest ones; they are all more or less objectionable, because of

the liability to the formation of the drug habit, of the irreparable
damage done to a developing nervous system when their use is

prolonged, of the dangers of overdosage and of the irritant effect
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of most of them. They must be given only when absolutely nec-

essary and when their external and local use would probably fail

to relieve. They must not be given as to obscure the diagnosis.

The cause of pain must be removed whenever possible before the

internal administration of an analgesic. The drug must be
changed from time to time to avoid tolerance and habit. The
dose should be small and frequently repeated instead of an initial

large dose.

Stimulants in Pediatric Practice.—Sara Well-Kakels (Arch.

Ped., May, 1908) says that although many of the diseases of child-

hood run a typical course, the indications are to place the patient

in the most favorable condition and assist the defensive agencies

of the system to overcome the deleterious effect of disease. Re-
covery from disease depends greatly on the relative integrity

of the heart muscle; and the prevention of cardiac impairment,
w^hich threatens the child even more than the adult, is to be ac-

complished not so much by giving cardiac stimulants early at the

outset of the disease as by avoiding drugs which have a depressing

effect on the heart or such as derange the stomach. Alcohol is

one of the best cardiac stimulants and is well tolerated by children.

It is usually required in the precritical stage of lobar pneumonia,
in protracted illness and mainly during defervescence and con-
valescence, when the strength is depressed and the pulse soft and
compressible. It is most beneficial in septic cases with asthenia,

as in diphtheria and septic scarlet fever. XX. the onset of signs

of cardiac weakness in acute fevers, shown by weakened first

sound, accelerated pulse-rate and reduction of arterial tension,

besides alcohol the use of digitalis, strophanthus or strychnin
is indicated. The cumulative effect of digitalis is more apt to

be seen in children than in adults. Tincture of strophanthus sim-

ilar in action to digitalis; it has no cumulative effect and may be
used for a longer time. One of the most useful drugs in com-
bating myocarditis, cardiac irregularity with a moderately soft

and intermittent pulse, is strychnin. Digitalis should be used in

the treatment of chronic cardiac disease only when signs of fail-

ing compensation appear. Long-continued use of this drug in

small doses in these cases is not commendable. In children with
congenital heart lesions with communicating ventricles, digitalis

should be employed only when signs of myasthenia become evi-

dent with constant dyspnea and very small radial pulse. In ex-

treme cases of heart failure full doses of strychnin, caffein, camphor
and whiskey may be given alone or in combination. In a group
of cases of pulmonary inflammation we have to deal with a weak-
ness principally of the right side of the heart. In these relief may
be attempted by giving nitroglycerin. By its effect upon the vaso-

motor nerves the blood-pressure is lessened and peripheral ves-

sels dilated; thus, the overcrowded lesser circulation may be

relieved. These cases also call for oxygen. If circulation cannot
be restored by these measures venesection may give immediate
relief. According to Heubner, children will bear the withdrawal
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of one-tenth of the entire blood, which again forms one-thirteenth

of the body weight, that is, of about one-one hundred and thir-

tieth. Hypodermoclysis is a therapeutic measure of great value
which stimulates the heart and raises arterial pressure.

Reduction of Infantile Mortality.—^W. C. Phillips, Secretary
of the Milk Committee of the New York Association for Improving
the Condition of the Poor (Med. Rec. May 30, 1908), favors for re-

ducing infantile mortality, the establishment on a large scale of

consultations on infant hygiene in New York City, organized
in a simple, inexpensive manner, after the pattern of the Con-
sultations des Nourrissons in France. Their object should be : (

i

)

The education of mothers in the care of babies up to the age of

two years; (2) the encouragement in every way of breast feeding;

(3) the education of mothers in pasteurizing, sterilizing and modi-
fying milk in the homes. Groups of twenty or twenty-five mothers
could be collected and the clinic or consultations held in churches,
settlements, day nurseries, and other similar institutions. In
this work the enthusiasm and unselfish co-operation of physi-

cians is essential. Technical differences of treatment should be
set aside and every effort centered on inculcating recognized
fundamental principles of hygiene. To economize time and effort

two or even more physicians might work together in the same
class, giving, say, one hour of the week, or one hour of every other
week, for a fixed group of infants. Babies should be weighed
weekly in the presence of the group of mothers. The secretary
would keep weights and statistics of the babies. Charts showing
the natural and actual increase in each infant's weight should be
kept and shown to the mother as an incentive to care properly
for her child.

Prophylaxis in Children's Hospitals.—Henry Koplik (Lancet,

May 23, igo8) says that a hospital for children should be so con-
structed that the wards can be cut off from each other, so that
in case of an epidemic in one ward this can remain isolated, al-

lowing the other wards to continue their service. There should
be a well-conducted reception ward where children are detained
for twenty-four hours after admission for close study as to the
throat, eyes, eruptions on the skin, and in female children condi-
tions of the genitals. If a vaginal discharge is present a patient
should not be bathed in the general bath-tub, but be cleansed
in her own bed and the discharge examined bacteriologically.

All throats are examined and if there is the least suspicion of

inflammation a culture should be taken. If an eruption should
exist on the body, the patient is immediately isolated in a separate
room and a special nurse, or a nurse who does not come in contact
with the other children, is put in charge of the case until its nature
is decided. Each bed should be so raised from the floor that the
mattress is at a convenient height for the examination of the
little patient and is away from the dust of the floor. Each bed
is armed with its own thermometer and at the beside there is a
table, one table for two beds, containing two drawers; in each
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drawer each patient should have a large basin, numbered with
the number of the bed, which is to be used for washing the body
and face, and a smaller sized basin about as large as a finger bowel
for washing the buttocks in nurslings. If a child has a vaginal
discharge, the bed is marked with a red ticket or bandage.
The linen of such a bed is marked with the initials " V.D. " (va-

ginal discharge) so that the nurse knows clean linen should not
be used on such a bed. In addition, the female children are all

diapered with cheese-cloth and in the older children there is

underneath the diaper a small gauze sanitary pad. As far as

nurslings are concerned a diaper once used is thrown away.
Female children of an older age should each have a bedpan of

their own, marked with the name and the number of the bed to

avoid transmission of a vaginal discharge. Patients with vaginal
discharge should not have their temperatures taken in the rectum
for two reasons; first, the thermometer is infected; and, second,
a drop of pus on the perineum may easily be introduced into the
rectum by the thermometer and proctitis result. The writer

uses no diapers except of cheese-cloth, destroyed after use, and
permits no tooth or hair brushes, as these are liable to become
mixed. The mouths of nurslings are not washed unless sprue
appears, and then with a swab, not the finger.
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Physiologists have estimated the total quantity of blood in

the human body at about 7.7 per cent, of the body-weight.

Thus, a woman weighing 130 pounds would have a blood con-

tent of about ten pounds.

Now "just what percentage of loss"—to quote from Howell

—

can be borne by the human being has not been determined,

but it is probable that a healthy individual may recover without

serious difficulty from the loss of a quantity of blood amounting

to as much as 3 per cent, of the body- weight." This, in a

woman of 130 pounds, would be a loss of four pounds, or approxi-

mately 1,650 c.c. We question whether so large an amount
or, at any rate, much more blood is found in the average patient

of the above weight as a result of the hemorrhage resulting from

a ruptured ectopic gestation.

During the past nineteen months we have been conducting a

series of experiments on dogs to see if it might not be possible

to throw some light on this phase of the subject from the stand-

point of hemorrhage.

These experiments, so far as we have gone, (thirty-one exper-

*Read before the American Gynecological Society, at Philadelphia, May 26 to

28, 1908.
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iments) seem to show that, in dogs at least, hemorrhage from

large internal vessels ceases before it is sufficient to prove fatal.

No dog succumbed to the hemorrhage following excision of the

ovary, division of the broad ligament with section of the left

uterine vessels, section of the uterine vessels on both sides and

other lesions. In none of these cases did the dog succumb to the

hemorrhage although we probably subjected our animals to as

great a risk of bleeding to death as is incurred by the average

woman suffering from a ruptured tubal pregnancy.

Before taking up in some detail the findings in our experimental

work I would like to briefly recall to your memory the anatomy

of the parts. In the bitch the uterus consists of the body or

corpus audits two long horns or oviducts; in the latter fetal de-

velopment takes place. The oviducts are connected anteriorly

with the very short, slender Fallopian tubes; the outer ends of

the latter lie very near the ovaries, which are situated posterior

and dorsal to the kidneys. Each uterine artery is a branch of

the pudic, the latter being one of the two main divisions of the in-

ternal iliac; they are vessels of considerable size, even as com-

pared with the corresponding arteries in women. The ovarian

vessels, on the other hand, are quite small. (V. Figs, i and 2.)

With these anatomical differences in mind, a resume of the

cases is herewith presented:

The experiments carried out may be divided into the follow-

ing series:

1. Division of the uterine and ovarian vessels.

2. Division of the uterine vessels producing shock. Secondary
operation on dog while in a condition of shock.

3. Division of the uterine vessels and observations on the blood

-

pressure and hemoglobin.

4. Division of the uterine vessels and observation on the pulse,

respiration and hemoglobin with special reference to the time
of the clotting of the blood.

5. Division of the vessels, observations on the pulse, respiration

and hemoglobin before and after bandaging and before and
after applying weights to the lower abdomen.

6. Division of the uterine vessels with the dog in the upright posi-

tion; observations on the pulse, respiration and hemoglobin.

EXPERIMENTS.
Series No. 1. Division of the Uterine and Ovarian Vessels.

In this series we have carried out excision of the ovary, divi-

EXPLANATION OF PLATES.
The diagrams afford a comparison between the uterine artery in the human being and

that in the dog. Fig. I, which shows the artery in the human subject, is a composite pic-
ture of the diagrams in Coming's and Gray's Anatomies. Fig. II, which shows the distribu-
tion of the uterine and ovarian arteries in the dog. was made after injecting the blood-vessels.

It will be seen that in the human being, at the points at which the uterine comes off froin
the anterior branch of the internal iliac, there is a much sharper angle than in the dog.

In order to show the course of the uterine artery in the dog the uterus with the oviducts
was placed over the symphysis pubis.
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sion of the broad ligament with section of the left uterine vessels,

section of the uterine vessels on both sides and other lesions.

In none of these cases did the dog succumb to the hemorrhage.
Dog No. I.—Well nourished. Weight 6.5 kilos.

January 11, 1907. Ether anesthesia. The abdomen was
opened through a median incision 6-7 cm. long. Pelvic organs
apparently normal. The outer end of the right oviduct was cut
through, and the right ovary excised. There was no free bleed-

ing at the site of the injury. The incision was closed in layers.

There was but little variation in the pulse throughout the

operation. Quick recovery from ether and an uneventful con-
valescence.

Dog No. 2.—Well nourished. Weight about 12 kilos.

January 25, 1907. Ether anesthesia. Median incision 4 cm.
long. Pelvic organs apparently normal. The right broad liga-

ment was cut through its entire extent, the uterine vessels being
severed. There was active arterial hemorrhage, the blood
welling up into the abdominal wound. Incision quickly closed

in layers. At the end of the operation the mucous membranes
showed a distinct blanching. Pulse 140, of small size. Dog
conscious thirty minutes after being put to bed. A good deal
of vomiting during first six hours.

January 26. Dog is up and walking about, showing no signs

of pain. This dog escaped from her cage several days later.

She had made a good recovery , so far as we could judge.
Dog Xo. 3.—Good condition. Weight about 10 kilos. "In

heat."

January 30. Ether anesthesia. Median incision 4 cm. long.

Pelvic organs congested. Outer end of left oviduct cut through
and left ovary excised. The left uterine vessels were now cut
across. Free bleeding from the latter and also from the ovarian.
Incision quickly closed in layers. At end of operation pulse of

rather small volume, rate not obtained. Dog conscious soon
afterward.

February 2. Condition good. Dog disposed to rem.ain quiet.

February 6. Dog bright and active, taking her food well.

Dog. No. 4.—Well nourished. Weight about 10 kilos.

February 2. Ether anesthesia. Median incision 4 cm. long.

Pelvic organs normal. The uterine vessels on both sides were
cut across. Very free bleeding. Incision quickly closed in

layers. Pulse rapid, but of fairly good volume. Dog conscious
before leaving the table. Given morphine gr. ^ hypodermically
at once. Thirty minutes later dog was standing and drinking
water greedily.

February 6. Dog suffered apparently but little from opera-
tion. To-day seems bright but is not disposed to move about
much.
February 16. Dog made an uninterrupted recovery.
Dog No. 5.—Feb. 6. In good condition. Weight about 10 kilos.

Normal pelvic organs. The left ovary was excised, and the
uterine vessels on both sides were cut. There was the usual
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free hemorrhage. Immediate closure in layers. Dog conscious

on reaching bed. Pulse not very rapid and of good \olume.
Seen thirty minutes later, dog had changed position, but was
then perfectly quiet.

February 9. Dog had been doing well. Yesterday was eating.

To-day does not appear so bright. Does not object to being moved.
Pulse and temperature normal.
February 16. Rapid improvement since last note. Dog now

active.

Dog No. 6.—This is the same animal used in Experiment No. i

(q.v.).

February 9. Dog had made a complete recovery from first

operation. Ether anesthesia. Abdomen reopened through for-

mer incision. No free fluid or clotted blood found in peritoneal

cavity. A few delicate adhesions about the pelvic structures.

The right oviduct was enlarged and bent upon itself. In the left

oviduct were two fusiform swellings, the one about 1.5 cm. from
the corpus uteri, the size of a pigeon's egg; the other in the outer
half of the oviduct, almost as large as a duck's egg, apparently
filled with clear fluid. The uterus and oviducts were now
removed in toto by one continuous cut of the scissors from side

to side. Bleeding was profuse. Immediate closure in layers.

At end of operation pulse hard to obtain; respirations shallow.

Dog able to open her eyes. Seen fifteen minutes later dog was
standing on all fours, lapping water.

February 16. Dog did not appear to be suffering from opera-
tion. A few hours afterward was walking about in her cage.

No sedative was given. At present seems to be in good condition.

February 25. Dog has apparently made her second complete
recovery. Incision w-ell hea'led.

Dog No. 7.—Same animal as No. 3 (q.v.). The first operation
had been made seventeen days before. The left ovarian and
uterine vessels were cut. Dog has made complete recovery.

Now bright and lively.

February 16. Ether anesthesia. Abdomen reopened through
former incision. No blood found in peritoneal cavity. A few
light omental adhesions. No pulsation could be detected in

the stump of the left uterine artery, nor was there any clot around
it. The right uterine vessels were now cut, and temporary clo-

sure of the abdominal cavity was made by placing clamps on the

edges of the divided peritoneum. At the beginning of the opera-

tion the pulse-rate was 128. The dog was now kept under a light

anesthesia. Fifty minutes after cutting of vessels the pulse

began to show an increased rate, being at this time. 136. A
steady rise continued during the next thirty minutes, at the end
of which time the rate was 156. The clamps were now removed
from the peritoneum, and the blood found in the pelvis was care-

fully removed with gauze sponges. After gentle application with
a gauze sponge at the cut end of the artery cessation of the

bleeding resulted at the end of about ten minutes. Twenty
minutes later a subcutaneous infusion of salt solution (400 c.c.)
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was given. This was nearly all taken up in thirty minutes.

It was given to see if the subsequent rise in the blood-pressure
would bring on a recurrence of hemorrhage from the uterine

artery. Xo such effect was produced at the end of thirty

minutes after the absorption of the saline solution. Gentle
squeezing of the end of the vessel, however, was sufficient to

expel the clot, which had formed, and fresh bleeding began.
The experiment was brought to a close at this point, the uterine

artery ligated, and the incision closed in layers at once. The
pulse-rate at the end of 3^ hours consumed in the observation was
144.

Febiuary 25. Dog has done well from day of operation. Is

now as active as ever. The amount of blood lost during the

experiment was estimated approximately and found to be 240 c.c.

Dog No. 8.—Young bitch. Poorly nourished. Weight about

4 kilos. Mucous membranes pale.

February 25. Median incision 6.5 cm. long. Uterus very
small, the oviducts slender, cord-like structures. Evisceration
of both ovaries, the uterus and oviducts in toto. There was very
free bleeding from all the vessels. Immediate closure in layers.

But slight change in pulse during operation. Fifteen minutes
later dog appeared to be having a hard, shaking chill. Was
conscious, but not able to hold up her head.
February 26. Dog is bright, but moves about very little.

March i. Dog appears to be gaining rapidly. Is now walk-
ing about her cage. Very anemic. Ether anesthesia. Abdo-
men reopened through previous incision. No free blood in

peritoneal cavity. Omentum and intestines adherent in places

to bladder, pelvic wall and rectum; all easily separated. Around
the stump of the uterus a small blood-clot was adherent. No
ether clots present. Forcible manipulations of the stumps of

the uterine vessels produced no active bleeding, only an oozing.

Dog went into sudden collapse. Revived by artificial respiration.

Dog No. 9.—In good condition. W^eight about 4.5 kilos.

February 26. Ether anesthesia. Median incision 6.5 cm.
long. Total evisceration of intra-abdominal genitalia as in

previous animal. Profuse hemorrhage. Immediate closure in

layers. Mucous membranes became greatly blanched. At
close of operation pulse-rate was 180, shortly afterward becoming
almost imperceptible. Soon after reaching bed dog was con-
scious, but made no attempt to move.
March 2, Dog is bright and fairly active. Mucous membranes

quite pale. Ether anesthesia. Abdomen reopened through
previous incision. No fluid or clotted blood present in peri-

toneal cavity. Stump of corpus uteri brought up and found
surrounded by a small clot. No distinct pulsation to be made
out in uterine vessels. Well-marked oozing caused by active

manipulations of pelvic structures, increased by freshening cut
surfaces of previous operation. Closure in layers. Pulse rapid,

but of good volume at end.

Dog. No. 10.—In excellent condition. Weight 17.5 kilos.
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March 15. Ether. Median incision. Uterus very small

for so large an animal (has never been pregnant). Uterine
vessels cut on both sides. Bleeding by no means so free as in

previous cases. Closure in layers. Pulse good at close.

March 18. Dog appears as well as before operation.

Dog No. II.—In fairly good condition. Weight about 6 kilos.

Considerable enlargement of both thyroids.

March 18. Ether. Median incision. Pelvic organs normal.
Uterine vessels of average size. Cut on both sides. Bleeding
very free. Immediate closure. Pulse rapid, but of pretty good
volume.
March 19. Dog to-day is bright and playful. Abdomen re-

opened under ether ; one to three drams of bloody fluid present, and
a small blood-clot on each broad ligament at site of cut ends of

uterine vessel. Removal of clot on right side brought on active

arterial hemorrhage. Genital organs now excised in toto, the

corpus uteri being cut across below level of previous] division of

uterine vessels. There was profuse bleeding, probably two
ounces escaping from abdominal cavity before closure was
made. At the end of operation pulse was rapid and of small size.

Mucous membranes greatly blanched. Dog able to hold up her

head on reaching cage, but making no attempt to rise.

March 20. This morning dog appears to have recovered well

from yesterday's operation. Gets around well. While ether was
being administered again dog ceased breathing, and all measures
for resuscitation failed. About 6 c.c. of fluid and clotted blood
found between bladder and intestines. Intestinal serosa pale.

Dog No. 12.—Young bitch in fairly good condition. Weight
5 kilos.

March 21. Ether. Median incision. Uterus quite small, but
vessels of good size for age of dog. Right uterine vessels cut.

Free arterial hemorrhage. Immediate closure. Pulse of good
volume, not very rapid.

March 22. Dog all right to-day. Ether. Abdomen reopened

;

8-10 c.c. of bloody fluid and blood-clots present. Left uterine

vessels were cut and bled freely.

March 23. Dog seems rather weak to-day, but is able to get

around well. Abdomen reopened. About the same amount of

blood present as found yesterday. Manipulation of uterus and
broad ligaments caused fresh bleeding from uterine vessels.

Dog conscious at close.

March 26. Dog somewhat dull to-day. Incision infected and
gaping. Killed by forced anesthesia. Several cubic centi-

meters of purulent fluid found in pelvis. (Portion of femoral
vein removed for study.)

Dog No. 13.—In good condition. Weight about 9 kilos.

March 25. The abdomen was opened in the median line.

Each oviduct was occupied by four fetal sacs. It was estimated
that the dog was about one-third along with her pregnancy, the

period corresponding to the third month of gestation in the
human being. The blood-vessels in the broad ligament were di-
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lated, the uterine artery measuring 2 mm. in diameter at the

junction of the oviduct and the body of the uterus. The right

uterine vessels were incised at this point, the bleeding was pro-

fuse, and the abdomen was closed while the bleeding was going
on. After the closure of the abdominal incision the femoral
pulse could just be made out. The mucous membranes were
very pale. Fifteen minutes later the dog lay stretched out with
her eyes open and breathing quietly, but the femoral pulse could
not be made out.

March 26. The dog appears dull, but walks around without
any difficulty. Pulse small, 140 to the minute. She was given
a subcutaneous infusion of 200 c.c. of normal saline solution.

March 27. Condition of dog good. Pulse 104, regular and of

fairly good size. Abdomen was reopened and several cubic
centimeters of bloody fluid and clots were found. The proximal
ends of the cut uterine vessels were closed, but good pulsation

was present in the artery. The fetal sacs of the left side were
brought out and opened with longitudinal incisions, which were
further torn apart with forceps. These tears were made from
the dorsal sac inward on the inferior, the superior, the anterior,

and the posterior surfaces of the oviduct respectively. This pro-

cedure was followed by rather free bleeding from one torn sac.

The abdomen was closed. One hour following the operation the

dog was still prostrated—with a pulse 120, but of fairly good
volume.
March 28. Dog in excellent spirits, quite active. Abdomen

reopened under ether narcosis. A small quantity of fluid and
clotted blood present. Good pulsation present in proximal
stump of right uterine artery. Distal portions of the right vessels

severed again and the fetal sac adjacent to the body of the uterus

on this side torn apart. All the left sacs were again cut open in

different places, and the left uterine vessels were severed. There
was the usual free hemorrhage. Dog conscious on reaching bed,

pulse very rapid and small.

April 2. Dog rather dull yesterday and to-day, but gets around
well. Has shown no symptoms of pain. This morning the abdo-
men was reopened for the fourth time within a period of nine

days. Several cubic centimeters of dark bloody fluid were
present. Bladder much distended. Omentum adherent to

fetal sacs. The left uterine vessels were thrombosed in their

severed ends. Definite pulsation in the artery could not be
made out on either side. The uterus, together with the fetal

sacs, was now removed. The bleeding from the freshly cut uter-

ine and ovarian vessels was very free. Abdomen closed. At
the end of the operation the femoral pulse was 140 to 150,

irregular and small. Mucous membranes much blanched. A
tight binder was placed around the abdomen and the dog left

in the Trendelenburg position. Three hours later the condition
was about the same. Three hundred and twenty-five cubic

centimeters of a saline solution given subcutaneously, with slight

improvement of the pulse.
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April 3. Twenty-four hours after the last operation the dog
was found in much better condition, able to be on her feet and
taking nourishment readily. Pulse 120, regular and of fairly

good volume.
Dog No. 14.—Small fox-terrier bitch, pup, black and white,

with yellow face. Weight 10 pounds.
February 10, 1908. 12.00, anesthetic started. Pulse 160.

Two inch median incision made. Right ovary, uterus and ovi-

ducts excised. No ligatures placed. Wall incision closed in

layers. Pulse at end of operation 140. Dog placed in pen.

5.00, Pulse 160. Dog drinking water this afternoon, and when
taken out of pen walks back.

February 11. Dog eating and apparently in good condition,

but remains rather quiet.

February 13. Dog sluggish, eats a little, drinks water, walks
about a little, but seems to want to be quiet.

February 15. Dog ate last night apparently as usual. Found
dead this morning.

Autopsy. Wound looks clean but has not united firmly.

Under the incision there is a mass of clotted bloody fluid matting
the bowels together, and uniting them to abdominal wall. No
firm adhesions found here. There is some free dark bloody
fluid in abdomen. (Smears taken later from this and stained,

showed long coarse square-ended bacilli. Cultures on agar showed
no growth.) The intestines are matted together in semi-solid

blood-clots. The omentum is matted into a mass on the left side.

Intestines clear. Liver, spleen and pancreas appear normal.
Heart and lungs normal. The uterine stump is covered with a

firm blood-clot and a few fine adhesions.

We have recently carried out two experiments to deter-

mine what effect would be produced by cutting the uterine

veins alone. It has been said that the bleeding from a ruptured
ectopic is for the most part venous in character, and will keep up
indefinitely if the vein alone is injured. In neither of our experi-

ments were we able to prove that such is the case, as in each in-

stance as will be seen by consulting the details of the experiments,
the dogs recovered.

The two dogs experimented upon are numbered 30 and 31
respectively, as the experiments were carried out recently, but
they can best be introduced in this series of experiments.

Dog. No. 30.—June 6, 1908. Brindle bull bitch. Weight
17 pounds.

II. 15. Pulse 128.

12.00. Anesthetic started.

12.15. Pulse i8o.- Resp. 80. Hemoglobin 88.

12.17. Abdominal incision made.
12.20. Pulse 160. Resp. 96. Hemoglobin 88.

12.21. Left uterine artery cut and tied. Right uterine veins

cut—the artery being left intact.

12.25. Pulse 168. Resp. 84.

12.30. Pulse 160. Resp. 92.
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12.38. Pulse 180. Resp. 90. Hemoglobin 84.

12.45. Abdomen closed. Morph. sulph. gr. ^ given hypo.

12.55. Hemoglobin 80.

1.00. Pulse 108. Resp. 88.

1.45. Pulse 104. Resp. 44. Hemoglobin 82.

June 7. 2 p. M. Dog active, running about so that bandages
are completely off. Wound left unprotected. Hemoglobin 82.

June 12. Uneventful recovery.

June 23. Perfectly recovered.

Dog. No. 31.—June 16, 1908. Long black-haired bitch.

Weight 16 pounds.
1. 15. Anesthetic started.

1.30. Pulse 180. Resp. 40. Hemoglobin 100.

1.35. Hemoglobin 102.

1.37. Incision made.
1.40. Pulse 132. Resp. 32.

1.46. Right uterine vein cut.

1.50. Pulse 136. Resp. 28.

1.52. Left uterine vein cut. Both arteries left intact and
pulsating.

1.55. Pulse 102. Resp. 20. Hemoglobin 95.

2.03. Abdomen closed.

2.10. Morph. sulph. gr. i hypo.
2.25. Hemoglobin 94.

.35. Pulse 160. Resp. 20. Hemoglobin 94.

June 17. Dog active—eating.

June 23. Uninterrupted recovery.

Resume.—In this series we have sixteen observations.

I would like to call attention to the experiments carried out in

Dogs No. 7 and 13 as they are of rather unusual interest.

In Dog No. 7 after cessation of the bleeding we injected sub-

cutaneously 400 c.c. of normal salt solution. This procedure

seemed to exercise a general beneficial result but brought about

no recurrence of the hemorrhage. This observation would go

toward refuting the view of Fritsch, who says "To give subcu-

taneous saline infusions before the operation is wrong. I

advise them directly after the operation."

Dog No. 13, who was about one-third along with her pregnancy,

was operated upon four times within a period of nine days. At

the first operation the right uterine vessels were incised. At the

second operation (two days after the first) the fetal sacs on the

left side were opened by longitudinal incisions. At the third

operation (day after second operation) the distal portions of the

right uterine vessels were severed again, and the fetal sacs on

the right side were torn open, the left sacs were again cut open in

different places and the left uterine vessels were severed. At the
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fourth operation (five days after the third operation) the uterus

together with the fetal sacs were removed. (No vessels were

tied or clamped at any of the operations). Twenty-four hours

after the last operation the dog was able to be on her feet and

took nourishment readily.

Series No. 2. Division of the Uterine Vessels Producing Shock.
Secondary Operation on Dog while in a Condition of Shock.
Dog Xo. 14.—February 7. Black and white short-haired

bitch, spotted black and white face. Weight 26 pounds.
9.55. Anesthetic started.

10.25. Operation started. Pulse 200. Resp. 88. Three-inch
median incision. Oviducts and uterus very vascular, bladder
distended.

10.45. Right uterine vessels cut. Pulse 204.

10.50. Apex beat of heart cannot be felt.

10.55. Apex beat of heart cannot be felt. Mucous membranes
paling. Resp. 140. Anesthetic stopped.

10.56. Resp. 72; Cheyne-Stokes type.

11.00. Apex beat not palpable. Tongue and m.ucous mem-
branes gray.

11.05. Apex beat not palpable. Tongue and mucous mem-
branes gray. Dog seems to be coming out from anesthetic.

1 1. 10. Dog well out from under anesthetic. Tongue blanched.
Pulse not perceptible.

1 1. 15. Apex beat feeble. Pulse about 140. Color of mucous
membranes better.

11.20. Abdomen opened again. Three ounces of bloody fluid

sponged out. Bladder tapped, emptied and dropped back into

cavity. The oviducts and incised vessel manipulated. The
cut vessels were found oozing, but not markedly.

11.23. Apex beat feeble. Resp. 64; good.
11.24. Apex beat feeble. Resp. 100.

11.25. Pulse taken at left uterine artery, 200 per minute.
11.30. Apex beat feeble. Resp. good. ^Mucous membranes

improving in color.

11.40. Apex beat palpable, but rate cannot be counted.
Resp. 32. Apparently failing. Artificial respirations begun
and continued until 11.55.

11.55. Dead. A fairly good-sized clot was found at point at

which right uterine vessels had been severed.

Resume. In this dog the right uterine vessels were severed

and the abdomen w.as closed while the vessels were bleeding.

After an interval of 35 minutes the dog's pulse was 204, and it

fell to 140 before the abdomen was opened again. On opening

the abdomen the second time we manipulated the abdominal

contents in very much the same manner as would be carried

out in doing an operation for a ruptured ectopic pregnancy.
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The abdomen was then closed. In thirty-five minutes after this

the dog expired, either from the effects of the operation, or of

the anesthetic, or from a combination of these factors. This ex

periment, while only a single observation, is at least suggestive

that the addition of shock to shock—which is precisely what

we bring about when we submit a woman to an immediate oper-

ation for ruptured tubal pregnancy—is very likely to prove fatal.

Series No. 3. Dixision of the Uterine Vessels and Observations

upon the Pulse, Respirations, Blood-pressure and Hemoglobin.

Dog No. 18.—February 28. Brown long-haired bitch pup.

Weight 12 pounds. Before starting anesthetic pulse 132.

11.20. Anesthetic started.

11.40. Pulse 162. Resp. 46
12.00. Pulse 180. Resp. 52. Hemoglobin 120.

Mercury manometer connected with femoral artery. Blood-
pressure 130 mm. of mercury.

12.05. Pulse 182. Resp. 80.

12.06. Abdominal incision made.
12.10. Morph. sulph. gr. h hypo. Uterine vessels on one side

were cut.

12.15. Blood pressure 100 mm. of Hg.
12.20. Pulse 108. Resp. 60. Hemoglobin 98.

12.25. Pulse 124. Resp. 66.

12.30. Pulse 104. Resp. 120.

12.35. Pulse 132. Resp. 180. Hemoglobin no.
12.40. Pulse Resp. 108.

12.45. Pulse 134. Resp. 162. Blood-pressure 90 mm. of Hg.
12.50. Pulse 120. Resp. 168. Hemoglobin 98
12.52. Abdomen reopened and clot removed from cut end of

vessels.

1. 15. Pulse 128. Resp. 168.

1.30. Morph. sulph. gr. h hypo.
1.40. Abdominal wall closed.

3.00. Dog walking around.
February 29. Dog appears to be feeling fairly well to-day.

March 3. Dog no very active. Acts as if she were toxic.

March 4. Died to-day. Abdominal wound gangrenous,
having completely broken down. No free fluid nor blood in

abdominal cavity. Over the cut end of vessels there is a well-

formed clot. Between the uterus and bladder there are a few
fine adhesions. Liver and spleen enlarged and soft. Other
organs apparently normal.

Dog. No. 15. February 12. White bull bitch. Weight 34
pounds. Before operation pulse 180-200. Hemoglobin 127.

11.32. Both uterine and ovarian vessels cut.

11.35. Morph, sulph. gr. i hypo.
11.48. Pulse 180. Resp. 60.

11.55. Pulse 152. Resp. 90 (shallow).

12.00. Hemoglobin 115.
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12. lo. Pulse 140. Resp. 72.

12.15. Pulse 132. Resp. 60. Hemoglobin 115.

12.25. Morph. sulph. ^ gr. hypo. Pulse 132. Resp. 50.

12.30. Abdomen reopened and six ounces of bloody fluid

sponged out.

12.35. Pulse 140.

12.45. Pulse 136. Resp. 30.

1.00. Pulse 120. Resp. 30.

Dog remained dazed and sleepy all afternoon.

February 13. Dog lively. Seems to be feeling well.

February 17. Dressings removed. Incision broken down.
Edges edematous and a bloody serous fluid discharging from
wound. Rbc. 6,956,000. Hemoglobin no.
February 18. Dog lively, eating, feeling well.

February 20. Wound nearly closed. Dog doing very well.

March 2. Before operation pulse 160.

10.20. Anesthetic started.

10.35. Pulse 186. Resp. 28.

10.45. Morph. sulph. gr. ^ hypo.
10.50. Ether discontinued.

11.00. Began opening neck to insert cannula in left carotid

artery. Pulse 198. Resp. 42. Hemoglobin 130.

1 1. 10. Morph. sulph. gr. + hypo. Resp. 28.

1 1.20. Mercury manometer connected with left carotid artery.

Blood pressure 120 mm. of mercury.
11.25. Abdominal incision made.
11.30. Morph. sulph. gr. ^ by hypo.
1 1.32. Right uterine vessels cut on uterine stump.
1 1.34. Abdominal wall closed with hemostatic forceps.

11.37. Pulse 180. Resp. 42. Blood-pressure 120 mm. of Hg.
Hemoglobin 120.

11.45. Pulse 172. Resp. 48.

11.50. Blood-pressure no. Hemoglobin 115.

12.15. Abdomen opened. Pretty well filled with bloody
fluid. A fairly well organized clot found over the cut end of

right uterine vessels. There was no active bleeding until after

pelvic contents had been manipulated, then the blood welled

up out of abdominal incision.

12.25. Closure of abdominal wound begun.
12.30. Morph. sulph. gr. ^ hypo. Pulse 168. Resp. 32.

Blood-pressure no. Hemoglobin 115. Dog remained sleeping

remainder of afternoon. .

March 3. Dog lies quietly this morning.
March 5. Dog feeling well, walking around.
March 15. Dog petfectly recovered.

April 23. Hemoglobin 105 per cent.

Resume. In Dog No. i of this series the blood-pressure had

dropped from 130 mm. of mercury to 100 mm. of mercury within

five minutes after the uterine vessels had been cut, and in 30

minutes more the blood-pressure was 90 mm. of mercury.
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During this period of time the hemoglobin fell in all 22 points

(from 120 to 98).

In another experiment (this dog had been operated upon five

days previously), both ovarian and uterine vessels having been

cut, the hemoglobin fell from 127 to 115 in forty-three minutes.

Five days after the operation the hemoglobin was no. Eleven

days afterward a second operation was carried out similar to that

upon Dog Xo. I of this series. The blood-pressure which was

120 mm. of mercury, one hour after section of the right uterine

vessels, fell to no. The hemoglobin at the beginnng of the

experiment was 130 and fell to 115 an hour after the cutting of

the vessel.

As might be supposed the blood-pressure falls slightly and the

hemoglobin drops as usual immediately after division of the

vessels. As soon, however, as the bleeding ceases the hemoglobin

stops going down and remains stationary for a time, and the

blood-pressure rises.

Series No. 4. Division of the Vessels and Observations of the

Pulse, Respiration and Hemoglobin with Especial Referetice to

the Time of the Clotting of the Blood.

Dog Xo. 16.—February 18. Fox-terrier and bull bitch.

Weight 16 pounds. Before starting anesthetic pulse 156. Res-
pirations not taken. Hemoglobin 130.

9.55. Anesthetic started.

10.05. Pulse 180. Resp. 60.

10.25. Operation started. Pulse 176. Resp. 68.

10.35. Pulse 160. Resp. 60.

10.37. Left uterine vessels cut. Pulse 176. Resp. 52

10.45. Pulse 200 -f. Resp. 56.

10.55. Pulse 240?. Resp. 52.

11.00. Morph. sulph. hypo. gr. h. Hemoglobin no.
11.05. Pulse 176. Resp. 32.

1 1. 15. Pulse 160. Resp. 28. Hemoglobin no.
n.30. Pulse 154. Resp. 24. Hemoglobin no.
Bleeding in pelvis now practically ceased. There are numer-

ous small blood-clots between intestines and bladder and over
cut end of left uterine vessels.

11.45. Pulse 140. Resp. 33. Hemoglobin no.
n.go. Pulse 132. Resp. 32.

n.54. Morph. sulph. gr. h by hypo.
1 1.55. During last fifteen minutes there has been no fresh bleed-

ing. Clots are firmer. Dog is resting quietly. Femoral pulse is

regular and of good volume. Pulse and respiration about the

same as at 11.50. Four ounces of bloody fluid sponged from
abdominal cavity. There is a well-formed clot over the proxi-
mal cut end of uterine vessels. Clot removed and active bleeding
started again (weight of this clot i gram).
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12.50. Dog remained sleeping all afternoon.
February 19. Dog takes liquids, but not very active.

February 20. Dog walking around. Has eaten solid food
to-day.

Hemoglobin to-day 115.

February 27. Dog's condition has gradually improved, al-

though she is considerably emaciated. Bandages removed to-day
leaving open a raw granulating broken down wound.
February 28. Dog was walking around this morning. Found

dead this afternoon.

Autopsy. On opening the abdomen three loops of small
intestines were found adherent to the abdominal wall imme-
diately under the wound. Abdominal wall incision had com-
pletely broken down except the peritoneal layer. Muscle and
skin layers widely retracted. No free fluid in abdominal cavity.

No blood found. A few fine adhesions behind the bladder. Right
uterine vessels seemed normal. Left uterine vessels throm-
bosed, lyiver somewhat swollen. Other organs appear normal.
Dog No. 17.—February 21. Black and white fox and sky

terrier bitch. Weight 21 pounds. Before anesthetic was
started pulse 128.

10.30. Anesthetic started (ether).

1 1. 10. Operation started. Hemoglobin 140.

1 1. 15. Anesthetic stopped. Pulse 160. Resp. 56.

1 1. 16. The uterine vessels on both sides cut, the stumps being
dropped back into abdominal cavity with catgut guides attached
to the broad ligaments.

11.20. Morph. sulph. gr. ^ by hypo. Resp. 48.

11.25. Pulse 196. Resp. 64. Hemoglobin 130.

11.30. Morph. sulph. gr. ^' by hypo.
11.35. Considerable vomiting and straining, then dog became

very quiet.

11.35. Pulse 168. Resp. 150. Hemoglobin 125.

11.45. Pulse 200. Resp. 200.

11.50. Pulse 180. Resp. 180. Hemoglobin 125.

12.00. Resp. 150.

12.05. Pulse 156. Resp. 138.

12.10. Pulse 152. Resp. 104.

12.15. Abdomen reopened. Pulse 154. Resp. 66. No bleed-
ing found. There are large clots on the left side. On drawing
up the uterus and separating the clot on the left side the bleeding
recommences. Same occurs on removing small clot from the
right side.

12.30. Pulse 112. Resp. 56.

12.40. Abdominal wall closed.

4.00. Pulse 140. Dog slept all afternoon.
February 22. Dog active and feeling good. Hemoglobin 125.

Dog made a very rapid recovery. Skin incision healed perfectly,

and this dog was used again April 24 as Dog No. 20.

Resume. In this series we endeavored to trace some con-
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nection between the pulse, respirations and the hemoglobin

values and the formation of the blood-clot, or in other words,

the cessation of the bleeding.

In the first dog of this series, in eight minutes after the left

uterine vessels had been cut the pulse had risen from 200 to 240, and

the respirations were 52. In twenty-three minutes after the

severance of the vessel the hemoglobin had fallen twenty points,

but taken fifteen to thirty minutes later the hemoglobin showed

the same reading. After the hemoglobin ceased going down the

pulse and respirations began to improve, the pulse going to 154

and the respirations to 24. On reopening the abdomen we found

a number of clots lying between the intestines and the bladder

and around the cut ends of the vessels. One clot which weighed

I gram was removed and active bleeding started up again. The
abdomen was again closed. On Feb. 28, ten days after the

operation; she developed a septic peritonitis from the infected

abdominal incision and died.

We have carried out this experiment frequently enough in

dogs to make us feel reasonably certain that from the hemoglobin

readings alone we can tell the time at which the clot has formed

in the vessels. In every instance in which the hemoglobin

ceases to go down and the reading remains stationary (and this

in our experience always occurs) and the abdomen is reopened a

well-formed clot will be found occluding the vessels. I believe

that the hemoglobin readings will be found very useful in cases

of intra-abdominal hemorrhage from a ruptured ectopic preg-

nancy, and that when we see that the hemoglobin remains station-

ary we can feel confident that we are doing the best for the

patient in not operating at once.

The experiments in this group of dogs may be divided into

three distinct portions: (1) In the first the pulse and respira-

tions become very rapid after the division of the uterine vessels,

the pulse becoming in some instances so fast that it is practically

impossible to count it. During this time the hemoglobin will

fall from 10 to 20 points. This portion of the experiment

occupies about 20 minutes. (2) During the next fifteen to

twenty minutes the dog looks as if it would die, but the hemo-

globin remains practically stationary. If the abdominal cavity

is now reopened a well defined blood-clot will be found about the

incised vessels and the pedicle, and the bleeding will have ceased.

(3) During the third fifteen to twenty minutes the pulse and

respiration start to improve again, and the dogs begin to show
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evidences of reacting. As a rule, from then on the recovery is

without incident.

Series No. 5. Division of Vesseh, Observations on the Pulse,

Respirations and Hemoglobin before and after Bandaging and
after Applying Weights to the Lower Abdomen.
Dog. No. 19.—March 13. Small brown short-haired bitch pup.

Weight 8 pounds.
10.45. Pulse 190. Resp. 48. Hemoglobin 85-90 per cent.

10.46. Abdominal incision.

10.50. The uterine vessels on both sides cut.

11.00. Abdomen closed (skin clamps used).

11.05. Pulse 200. Resp. 48. Hemoglobin 90. Tight pres-

sure bandages applied.

1 1. 10. Morph.sulph. Jgr. byhypo. Dog vomited almost imme-
diately.

11.20. Pulse 150. Resp. 20. Hemoglobin 90.

11.35. Pulse 96. Resp. 24.

12.35. Pulse 100. Resp. 12.

3.00. Pulse 108. Resp. 12. Dog drinking water. Pulse
very irregular.

March 14. Dog not so quiet. Pulse 160, irregular.

March 15. Dog quiet. Pulse 156, more regular.

March 21. Dog walking around. Wound appears clean.

Fresh dressings applied.

March 25. Edges on wound not so clear as on the twenty-
first. Fresh dressing.

March 30. Dressing removed. Dog Hcks wound. Wound
looks better.

April 5. Dog emaciated but seems to be doing fairly well.

April 10. Dog emaciated but has considerable abdominal
distention.

April 12. Abdomen markedly distended. vSkin clamps still

in place. Dog not very active. Hemoglobin 90.

Autopsy. Dog killed with ether. Abdominal cavity con-
tains a considerable amount of purulent fluid. Bladder mark-
edly distended. Omentum adherent to abdominal wall along
the old incision which had completely healed. Lymphatics of

intestines white and stand out distinctly. Liver yellow, fatty,

swollen. Spleen soft and swollen. Heart and lungs appear
normal. Smears from abdominal fluid show many pus-cells,

in some of which a few cocci can be found.
Dog No. 20.—March 13. Brown long-haired bitch pup,

white belly. Weight 10 pounds. Pulse before starting anes-
thetic 168.

11.40. Anesthetic started.

11.42. Pulse 168. Resp. 60.

11.48. Abdominal incision made. Hemoglobin 85.

11.50. Pulse 200. Resp. 92.

11.55. The uterine vessels on both sides cut. Pulse 190.

Resp. 80. Hemoglobin 87.
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1 2. GO. ^lorph. sulph. gr. h by hypo. Pulse i88. Resp. 68.

12.05. Pulse 144. Resp. 48. Hemoglobin 80.

12.10. Anesthetic stopped and abdomen closed. Pulse 116.

Resp. 40.

12.26. (Before pressure bandage was applied.) Pulse 198.

Resp. 69.

12.32. (After pressure was applied.) Pulse 220. Resp. 52.

Hemoglobin 85.

3.00. Dog drinking water. Pulse 180. Resp. 24.

March 14. 3.00 p. m. Pulse 128, regular. Dog quiet.

March 15. i p. m. Pulse 140, regular. Dog quiet.

]\Iarch 24. Bandage taken off. Wound clean. Dog active

and feeling good.
April 12. Dog had been active and doing very well until two days

ago when she refused to eat, and on April 11, at 6 p. :.i. she died.

Autopsy. Incision clean and perfectly united. There are a
few adhesions between omentum and abdominal wall along the

old wound. Xo free fluid and no blood in abdominal cavity.

Peritoneal surface smooth and apparently clear. Bladder
small. Uterine stumps free. No adhesions but tissues about
it are somewhat blood-stained. Intestines, spleen, liver, heart,

lungs, etc., appear normal.
Dog No. 21.—March 21. Black and tan short-haired bitch,

tan muzzle, white throat and four white feet. Weight 16 pounds.
10.30. Anesthetic started. Pulse 88, very irregular.

10.45. Pulse 160. Resp. 32. Hemoglobin 125.

11.20. The uterine vessels on both sides cut.

11.25. Pulse 162. Resp. 56.

11.27. Abdomen closed.

11.30. Light pressure bandage applied. Pulse 132-136. Resp.

48. Hemoglobin no.
11.50. Pulse 126. Resp. 40.

11.55. Pulse 128. Resp. 30. labored.

12.00. Pulse 144, irregular.

12.05. Pulse 172, regular in force and rhythm. Resp. 20.

12.20. Pulse 136-156. Resp. 14.

12.23. Morph. sulph. gr. ^ by hypo.
12.30. Pulse 148. More regular and better quality. Resp.

12. Hemoglobin no.
March 22. 5.00 p. m. Dog quiet. Pulse 132.

March 25. Bandage removed. Wound dressed again. In-

cision looks clean. Doing well. Dog feeling fairly well.

April 25. Dog has made an uninterrupted recovery. Is

now well nourished and in very good condition.

Dog No. 22.—^larch 24. Big long-haired black and white
bitch pup. Weight 50 pounds.

10.20. Anesthetic started.

10.30. Pulse 144. Resp. 100.

10.46. Incision made. Hemoglobin 115.

10.50. Hemoglobin 115.

11.06. The uterine vessels on both sides were cut and sutures
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previously placed for closing abdominal walls were tied as soon
as possible; rubber pressure bandage applied.

ii.io. Hemoglobin iio.

1 1. 15. Pulse 104. Resp. 32.

11.20. Pulse 200. Resp. 36.

11.27. Pulse 150-152. Resp. 48
11.35. Pulse 128-132. Resp. 24.

11.55. Pulse 132. Resp. 24.

12.05. Dog whining. Hemoglobin 100.

12.15. Pulse 200 + . Resp. 20.

12.20. Morph. sulph. gr. i by hypo.

March 25. Noon. Pressure bandage removed. Pulse 150
before removing pressure. Pulse 150 after removing pressure.

Hemoglobin 100.

March 26. Dog walking around.

March 30. Dog active. Doing very well.

April 15. Dressing removed. Hemoglobin 100.

April 23. Hemoglobin 95.

Dog No. 23.—April 15. Water spaniel bitch. Weight 25
pounds. Before operation pulse 160.

10.25. Incision made. Hemoglobin 108.

10.40. Left uterine vessels cut.

10.45. Pulse 172. Resp. 48.

10.47. Abdomen closed.

10.48. Hemoglobin 95.

10.50. Rubber pressure bandage applied.

10.55. Pulse 156. Resp. 58.

10.56. Hemoglobin 90.

II. 15. Pulse 114. Resp. 40. Hemoglobin 85. (?)

11.25. Dog vomiting and whining. Pulse 180. Resp. 28.

11.30. Morph. sulph. ^ gr. hypo. Dog whining.

11.35. Pulse 156. Resp. 28.

11.45. Dog perfectly quiet. Pulse 140. Resp. 28.

12.15. Dog perfectly quiet. Pulse 140. Resp. 20. Hemo-
globin 90.

12.30. Dog perfectly quiet. Pulse 154. Resp. 16.

2.10. Pulse 148. Resp. 18.

2.45. Pulse 148. Resp. 24. Hemoglobin 100. (?)

2.55. Dog perfectly quiet.

3.30. Dog perfectly quiet. Hemoglobin 90.

3.40. Dog moving head some. Pulse 140. Resp. 14.

5.00. Dog whining. Pulse 138. Resp. 12. Hemoglobin 90.

Legs swollen, edematous, blue and cold.

5.10. Pressure bandage removed.

5.15. Morph. sulph. gr. ^ by hypo.

5.30. Pulse 140. Resp. 20. Hemoglobin 90 + . Legs warm,
swelling and edema have disappeared. Dog walks, but drags

left leg.

April 16. Dog walks about but seems sluggish.

April 17. About the same as yesterday, eating and bowels

moving.
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April 19. Dog still prefers to be quiet. Bandages removed.
April 25. Dog feeling better.

Dog No. 24.—April 20. Brown short-haired bitch, toes
white-tipped. Weight 13 pounds. Pulse before starting anes-
thetic 164. (Pulse taken through entire experiment, at heart
apex with stethoscope.)

10.40. Anesthetic started.

10.52. Incision made.
10.59. The uterine vessels on both sides cut. Pulse 140.

Resp. 30. Hemoglobin 125.

11.00. Pulse 154. Resp. 80.

1 1.01. Closure finished.

11.02. Hemoglobin 125.

11.04. Abdomen compressed with hands, then two-pound
weight applied until 11.00.

I I.I I. Twelve-pound weight applied to abdomen. Pulse 154.
Resp. 36.

1 1. 12. Dog vomited. Hemoglobin 115.

1 1.20. Pulse good volume and quality.

11.25. Pulse good volume and quality.

11.30. Pulse good volume and quality.

11.31. Twelve-pound weight removed from abdomen.
11.35. Abdomen reopened. Pedicles drawn up. Clot torn

off of cut end of right uterine vessels in drawing up the stump,
leaving a pulsating hemorrhage. A firm clot remained over
cut end of left uterine vessels. This was removed and the
uterine dropped back into abdomen.

11.42. Reclosure of abdomen started. Pulse 116. Resp. 28.

11.47. Pulse 124. Resp. 24.

11.52. Hemoglobin 107.

11.55. Twelve-pound weight again applied to abdomen. Pulse
132. Resp. 16.

11.57. Pulse better volume and quality.

Resp. 24.Pulse 118

Hemoglobin 115.

Pulse 1 16. Resp

16.

Pulse 114. Resp.

I

I

12.05. Pulse 128. Resp. 20. Hemoglobin 105.

12.09. Twelve-pound weight removed.
12.10. Pulse 138. i^esp. 16.

12.15. Morph. sulph. gr. ^ by hypo.
April 21. Dog walking around.
April 23. Dressings removed.
April 25. Doing very well.

Dog. No. 25.—April 21. Black and white long-haired bitch
pup. Weight 12 pounds. (Pulse throughout entire experiment
taken at heart apex with stethoscope.)

Anesthetic started.

Pulse 200 4-. Resp. 120. Hemoglobin 98.

Hemoglobin 98.

Incision made.
The uterine vessels on both sides cut.

Pulse 132. Resp. 96. Hemoglobin 97.
Abdomen closed and four-pound weight applied.
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11.40. Pulse 120. Resp. 62.

11.42. Hemoglobin 88.

11.50. Seven and one-half pounds added. Total 7^ pounds.
Pulse 120. Resp. 62.

11.55. Pulse 100. Resp. 80. Hemoglobin 88.

12.00. Dog struggling some. Pulse 120. Resp. 80.

12.10. Pulse 120. Resp. 92. Hemoglobin 88.

12.16. Weight removed from abdomen and morph. sulph. gr. ^
given by hypo.

12.20. Pulse 120. Resp. 80.

12.35. Pulse 86. Resp. 140. (?)

2.30. Dog quiet. Pulse 88. Resp. 14.

April 22. Dog walking around.
April 25. Dog doing very well.

Dog Xo. 26.—-April 22. Brown long-haired skye terrier bitch

pup. Weight 13^ pounds. Before starting operation pulse

160.

10.20. Anesthetic started. Pulse taken with stethoscope at

heart apex.

10.40. Pulse 218. Resp. 80. Hemoglobin 100.

10.50. Pulse 196. Resp. 112.

10.57. Morph. sulph. gr. \ hypo.
11.00. Incision made.
11.05. Pulse 160. Resp. 100. Hemoglobin 100.

11.09. Distended bladder tapped.

1 1. 15. The uterine vessels on both sides cut. Pulse 152.

Resp. 108.

II. 18. Abdomen closed.

11.20. Pulse 140. Resp. 112. Hemoglobin 100.

1 1.2 1. Three and three-fourths-pound weight placed on abdo-
men.

11.22. Resp. 86.

11.27. Hemoglobin 95.

11.30. Pulse 120. Resp. 80, jerky.

11.35. Pulse 120. Resp. 86. Hemoglobin 95.

11.39. Four and three-fourths pounds added (total 8^ pounds
on abdomen).

11.42. Weight on abdomen increased to 10^ pounds.

11.45. Hemoglobin 95.

11.50. Pulse 100. Resp. 76. Hemoglobin 95.

1 1.5 1. All weights removed.
11.56. Pulse 120. Resp. 80. Hemoglobin 95.

12.00. Pulse 120. Good quality. Resp. 68.

12.08. Ten and one-fourth-pound weight again applied to

abdomen. Pulse good.
12.16. Pulse 132. Resp. 60.

12.21. Pulse 120. Resp. 44.

12.34. Morph. sulph. gr. \ by hypo. Pulse 120. Resp. 44.

All weights removed.
A])ril 23. Dog walking around. Condition good.
April 25. Condition good.
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Dog No. 27.—April 24. This is the dog used as Dog Xo. 9.

Weight 2 1 pounds. (Pulse taken with stethoscope at heart

apex.)

10.25. Anesthetic started.

10.30. Pulse 140. Resp. 48.

10.40. Hemoglobin 100. (?)

10.45. Abdominal incision.

10.49. Top of uterus and lower portion of both oviducts

excised.

10.50. Pulse 132. Resp. 56. Hemoglobin no.
10.52. Abdominal closure finished and 5 pound weight applied.

Pulse 120. Resp. 52.

10.57. Pulse 148. Resp. 44. Hemoglobin 109.

11.03. Pulse 176. Resp. 50. Hemoglobin 103.

1 1. 10. Pulse 176. Resp. 48. Hemoglobin 103.

11.20. Morph. sulph. gr. \ by hypo.

11.25. Four-pound weight added, (total 9 pounds). Pulse

180. Resp. 48.

11.35. Pulse 160. Resp. 36. Hemoglobin 98.

11.40. Pulse 160. Resp. 40. Hemoglobin 103.

11.45. Morph. sulph. gr. \ hypo. Pulse 160. Resp. 36.

11.50. Pulse 176. Resp. 32.

12.00. Pulse 192. Resp. 32.

12.10. Pulse 192. Resp. 36.

12.15. -^11 weights removed. Pulse 168. Resp. 36. Pulse

irregular.

12.20. Pulse 160. Resp. 36.

12.30. Pulse 156. Resp. 36.

6.00. Dog lies quietly looking around.
April 25. Dog walks around barking.

Resume.—I wish to call attention to one or two striking experi-

ments in this series.

Dog. No. 19. Weight of dog, 8 pounds. The pulse immedi-

ately after both uterine arteries and veins had been cut and before

a tight abdominal bandage had been applied, was 200, and the

respirations were 48. Forty-five minutes later the pulse was 96

and the respirations were 24. Four hours and ten minutes after

the cutting of the uterine vessels, the pulse was 108 and the res-

pirations were 12.

In dog Xo. 21, the hemoglobin, which before the cutting of the

vessels was 125, fell to 1 10 in 10 minutes. The bandage was then

applied to the abdomen and the pulse from 162 and the respira-

tions from 56 came down to 126 and 40 respectively in 20 minutes.

Fifty minutes later the pulse varied between 156 and 136, and

the respirations between 14 and 20, the hemoglobin still re-

maining at no. In two similar experiments a rubber tourni-
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quet was applied after cutting the vessels, and the results were

somewhat similar.

In dogs Nos. 17, 18, 20, still more striking results in the pulse,

respiration and hemoglobin were obtained by applying weights

to the lower abdomen and thus bringing the anterior in more

direct apposition with the posterior abdominal wall.

Thus in dog No. 17, which weighed 13 pounds, 12 minutes

after cutting the uterine vessels the pulse was 154, the respira-

tions were 36, and the hemoglobin had fallen 10 points. A 12-

pound weight was applied to the abdomen and in 8 minutes the

pulse had fallen to 118, and the respirations to 24, but the hemo-

globin remained stationary. After 10 minutes the pulse was 116

and the respirations were 24. We now opened the abdomen and

exposed the vessels; they were surrounded by a firm clot. The clot

was removed and the pedicles were dropped back into the abdo-

men. The pulse and respirations rose again, and the hemoglobin

fell to 107-8 'points lower than it was before the fresh hemor-

rhage was started up. The weight was applied again to the ab-

domen and in 2 minutes the pulse had fallen from 132 to 114.

Twelve minutes later the weight was removed again, and im-

mediately the pulse rose to 148.

One other striking experiment in a dog that weighed 12 pounds

in this group showed that in 5 rninutes after putting a 7^-pound

weight on the abdomen, the. pulse had fallen from 120 to 100,

and the hemoglobin from 98 to 88. This and other experiments

with pressure, particularly when it is applied so that the anterior

and posterior abdominal walls are brought more closely to-

gether, would suggest the application of pressure over the lower

abdomen in cases of hemorrhage from a ruptured ectopic preg-

nancy. This might possibly be carrieO out by the use of shot

or sand bags of known weight, as much weight being employed

as the patient could comfortably stand. As our experiments

showed, by using the weight in the way just described the results

were more striking than when the abdomen was simply bandaged.

Series No. 6.—-Division of Uterine Vessels with Dog in the Perpen-
dicular Position; Observations upon Pulse, Respiration and Hemo-
globin.

Dog. No. 28.—April 27. Same dog as used April 15 as dog
No. 16.

Weight 24 pounds. Pulse before starting anesthetic 148.

10.20. Anesthetic started.

10.32. Pulse 148. Resp. 68. Hemoglobin 75.

10.35. Hemoglobin 75.
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10.38. Incision made. On opening peritoneal cavity no fluid

present. A few adhesions between the intestines; posterior

portion of the bladder adherent to the uterus. At this point a
markedly organized blood-clot. The left uterine vessels thor-

oughly thrombosed.
10.52. The uterine vessels on both sides cut.

10.54. Ether anesthesia stopped. ^Morph. sulph. gr. ^ hypo,
given and foot of table elevated 2^ feet.

10.56. Foot of table raised to perpendicular position.

11.00. Pulse 200. Resp. 28. Hemoglobin 65.

11.06. Pulse 180. Resp. 28. Hemoglobin 65.

1 1. 12. Hemoglobin 62.

1 1. 16. Pulse 140. Resp. 24. Hemoglobin 61.

1 1. 18. Hemoglobin 61.

11.25. Pulse 160. Resp. 28. Hemoglobin 62.

11.36. Pulse 160. Resp. 28.

11.45. On reopening the peritoneal cavity a well-marked clot

seen near bladder and incised uterine vessels. No bleeding at

this point. On pulling the tissue and clot forward and separat-

ing them the oozing began from the left uterine vessels. The
pelvic cavity was free from blood. On making pressure on the

upper abdomen bloody fluid came out of incision which had been
prolonged up toward head for 2^ to 3 inches. Clot removed from
left vessels. Right vessels not disturbed. Three minutes after

removing clot from left uterine vessels hemoglobin 55 per cent.

12.30. Table lowered to horizontal position. Pulse 200.

Resp. 44.

12.32. Hemoglobin 54.

6.00. p. M. Dog drinking water.

April 28. Dog found dead this morning. On opening the
abdomen the intestines are found surrounded by clotted blood.

Blood-clots found above and below the liver and throughout
the cavity. No new formed adhesions found. Both uterine
vessels cut ends covered with blood-clots. Intestines, liver,

spleen, heart, lungs, etc., appear normal. Bladder small and
walls rather firm.

Dog. No. 29.—April 28. Same dog as that used for No. 13.

Weight 23^ pounds. Before starting anesthetic pulse 72.

11.40. Pulse 200. Resp. 44.

11.50. Morph. sulph. gr. ^ by hypo. Ether discontinued.

11.52. Pulse 2004-. Resp. 24. Hemoglobin 100.

11.54. Incision made with table in perpendicular position;

head down. Bladder found adherent to broad ligament near site

of formerly incised vessel. Peritoneum, oviducts and body of

uterus pale. Thrombosis in both uterine arteries well organized.
Dog whining.

1 1.58. Both uterine vessels cut. Dog whining less than before
vessels were cut.

12.00. Dog vomited. Straining and whining.
12.07. Morph. sulph. gr. \ by hypo. Hemoglobin 97.
12.10. Morph. sulph. gr. ^ by hypo.
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I2.IO. Blood-clot at seat of incision glazed over and vessel

pulsates through partially clotted blood. Dog struggling

markedly forcing blood and omentum out through the incision.

12.15. Ether given in mask and morph. sulph. gr. \ hypo.
12.30. Closure.

12.50. ]\Iorph. sulph. gr. \ by hypo. Pulse 168. Resp. 20.

Hemoglobin 92.

1.30. Pulse irregular, Pulse 132. Resp. 16.

5.00. Dog awake, looking around.
April 29. Dog active.

May 2. Dressing removed. Wound doing well. Dog active

and playful.

Resume.—In the first dog the pulse had fallen from 200 to 180

ten minutes after the dog had been placed in the upright position,

but the hemoglobin remained stationary. After twenty minutes

the pulse had fallen to 140 and the hemoglobin had also dropped

4 points. In twenty minutes more the pulse had risen to 160,

but the hemoglobin remained practically stationary. The ab-

dominal cavity was reopened and a well-defined clot was seen

covering the incised tissues; the vessel had ceased to bleed.

In the second dog the vessels were cut with the dog in the per-

pendicular position, and the bleeding vessel was observed through

a strong magnifying glass in order to compare the time of clotting

with the hemoglobin readings. The hemoglobin had fallen 3

points seven minutes after incision of the vessels. After 3 min-

utes more the incised tissues had begun to take on a glazed ap-

pearance, and the hemoglobin remained stationary (ten minutes

after the uterine vessels had be^n cut). Three minutes later the

dog began to struggle and to force the abdominal contents

through the incision, and the hemoglobin taken 40 minutes

later showed a fall of 5 points more. One hour and twenty

minutes later the pulse was 132, the respirations were 16 (the

hemoglobin was not taken). In this experiment we would have

to consider the influence that the air would have in helping, to

cause the clotting of the blood, and as a consequence the slight

drop in the hemoglobin index.

COXCLUSIOXS.

From these experiments which now number 31 we feel justi-

fied more and more in believing that the intra-abdominal hemor-

rhage, such as is met with in women suffering from collapse after

the rupture of an ectopic gestation, is not sufficient in itself to

cause a fatal termination in these cases. Death is caused mainlv



robb: ax experimental study ox hemorrhage. 601

by shock which may be increased by various procedures. The

hemorrhage per sc is rarely, if ever, the sole cause of death.

One experiment goes to show that the superadded shock be-

longing to immediate operation is Hkely to be very dangerous.

It will doubtless be maintained by some that our experimental

work has shown nothing more than that the dog can withstand

a greater loss of blood than a woman—a recognized fact. And
yet it seems fair to assume, as will be seen on consulting our pro-

tocols, that in many of our experiments, we made the tests suffi-

ciently severe to more than equalize the factor of resistance to

the loss of blood in the dog as compared with that of the human
being under fairly similar conditions. In other words, taking

into consideration this difference in resistance, by cutting both

uterine arteries and veins and in some instances both ovarian

arteries and veins as well, we subjected our dogs to a risk of

bleeding to death as great as or greater than that incurred by the

average woman suffering from a ruptured tubal pregnancy.

Our experiments further show that the clotting probably occurs

within 15 to 20 minutes after the vessels have been incised, and

that the time of clotting can be known by observing the hemo-

globin index. The subcutaneous injection of normal salt solu-

tion in all probability does not cause a renewal of the hemorrhage.

But manipulation of the tissues by disturbing the clot causes

the bleeding to start up again, and may thus be mistaken for a

continuing hemorrhage.

Our experiments also show that by the use of bandages, but

more particularly by the application of more or less weight to

the lower abdomen, the pulse is rendered slower and of better

quality, and that the hemoglobin is kept up.

It gives me great pleasure to acknowledge the valuable assist-

ance given me in the carrying out of these experiments by my
former assistant Dr. M. B. Bonta, and by my present assistants

Drs. Frank C. Ainley and Fred W. Hall.

702 Rose Buildixg.
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SOME COMMENTS ON DR. REYNOLDS' PAPER.
"THE SUPERIORITY OF PRIMARY OVER .SECONDARY SECTION."

BY
STANLEY P. WARREN, M. D.,

Portland, Maine.

Obstetrician to the Maine General Hospital.

One of the most forcible papers on Obstetrics in recent years

was read by Dr. Reynolds, of Boston, at the 1907 meet ng of the

American Gynecological Soc ety, with the title "The Superiority

of Primary over Secondary Cesarean Sections, and the Feasibility

and Advantages of a Predetermination of the Method of Delivery."

It is a very able presentation of his well-known views in favor

of delivery by an elective abdominal section rather than by a

difficult intrapelvic operation either at term or premature. The

paper is the result of an immense amount of study both of clinical

material and case reports, and written with the elegant style and

clearness for which its distinguished author is noted. Its profes-

sional standard will be seen from a single paragraph : "It may be

objected to most of what I have said in this paper that such a

practise is beyond the powers of the general practitioner. I

would respond," it is undoubtedly so. "This is not the work for

inexperienced men. It must always belong to those who are

really obstetrical experts, and it is for them to bring about the

conditions which permit such work." Taken as a whole, the

position is in line with the recent views of leading obstetricians,

as the main question has been influenced by modern abdominal

surgery, by an improved knowledge of pelvic dynamics,, and by a

better grasp of the mechanism of labor.

The argument is based on a statistical table, prepared from

the literature of the world special to the subject, of all "case

reports of Sanger Cesarean sections done within the last ten years

by operators who had at least five cases." From these reports

" were eliminated all cases in'which section had been performed for

placenta previa, eclampsia, carcinoma or other new-growths,"

and '

' all cases complicated by other operations having a mortality

of their own." The cases finally selected were divided for the

purpose of his study into three classes : "(i) Primary sections:

those performed before the beginning of labor, or with the ad-

vent of the first pains. (2) Secondary sections: those per-

formed after a certain amount of labor had demonstrated its
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probable unsatisfactory character, but before exhaustion had

set in, and before it had become definitely established that the

natural powers would fail to effect the passage of the brim.

(3) Late sections: those perform.ed after definite arrest of the

head at the brim.''

Two hundred and eighty-nine cases by twenty different

operators were retained for analysis. Of these, eighty-two were

operated upon before labor began, with one death, a mortality of

I to 2 per cent.; there were 158 cases operated upon early in labor

with six deaths, a mortality of 3.8 per cent., and there were 49
cases operated upon after arrest of the head or after an unduly

long first stage, with six deaths, a mortality of 12 per cent. From
these results Reynolds argues that "when the section is performed

for purely mechanical indications, its mortality is proportionate

to the amount of labor which has been endured before operation."

Agreeing as I do with the truth of this statement, I wish that the

question of the degree of morbidity might have been included

with that of mortality, since I am sure that the contention might

be strengthened thereby. While of much less importance, yet

there certainly is a relative increase of morbidity, as well as mor-

tality, dependent upon the amount of vaginal examination and

instrumental work done before section is decided. Of the reality

of this I am convinced by personal experience, which though

slight in numerical comparison with that of others, yet has its

value.

Of the five cases of Cesarean section which I have made since

July, 1906, including another which also I should have done except

for peculiar reasons, all but the last were successful for mother

and child. The first and second were elective at the thirty-eighth

week. Neither of these women had any vaginal examination

within a week before operation. The first section was made at the

patient's home in a tenement, and the second at the Maine

General Hospital. There was nothing in the convalescence of

either of these two women difi"erent from that of an ordinary labor,

except the intestinal torpor common after abdominal operations.

The third section was made at a Boston hospital where, during the

night preceding the appointed day of operation, labor began unex-

pectedly. Section was made the following morning, and so far as

I can learn the puerperium w^as uneventful. In the fourth case

labor began at term in the morning. The attending physician,

when called late that afternoon, found the head in the lower strait,

but the pelvic outlet was nearly closed by a bony growth upon the
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right pubic ramus. My examination confirming his own, the

woman was taken to the hospital and I made section at once.

Aside from the usual torpor of the intestines the convalescence

was absolute y uneventful. My fifth patient had a history of five

hard dehveries, the last three ending in the extraction of large

children, all either still-born or living but a few hours. In the

sixth labor at term the physician recognized the pelvic deform ty,

a generally contracted pelvis, and made only a brief trial of for-

ceps. A tentative use of the Tarnier by myself convinced us

both that delivery through the vagina was impossible. She was

taken in an ambulance to the hospital, and I made an immediate

section. Owing to the repeated vaginal examinations and the

forceps slight abrasions of the canal had been made and there

was a mild grade of sepsis during the first week after operation,

the temperature ranging from ioi° to 103°, accompanied with

considerable paresis of the intestines. There was quite an amount

of intestinal toxemia also, due, undoubtedly, to the fecal stagna-

tion which is so common among the lower class of pregnant

women, but the whole disturbance ended after free catharsis.

The sixth patient was a young primipara who weighed two

hundred pounds. Last menstruation, October 25, 1907. Labor

began August 10 and continued intermittently until the 13th.

Natural deUvery being evidently impossible, forceps were tried

and failed. At the hospital, 'examination under ether showed a

narrow, tense vagina, a conjugata vera of three and one-quarter

inches, no engagement, a cephalic presentation in O. R. P. posi-

tion, and the uterus closely contracted upon a large child, with

the cord pulseless. Forceps and version were rejected without

hesitation. Perforation of the head was impossible owing to its

stony hardness, no sutures nor fontanelles being recognizable.

Pubiotomy was considered and rejected, owing to the extreme

size of the child. I then made a classical section, which was

unusually difficult because of the thickness of abdominal fat.

The child was dead in utero,.and weighed, w^hen extracted, eleven

and one-quarter pounds. The patient's temperature was 103°

at the end of the operation, and though it gradually fell to

normal in forty-eight hours, she died on the third day of sepsis

and exhaustion.

So far as such a limited number of cases is valuable, they seem

to corroborate the idea of Reynolds in this paper, that the

rate of mortality, and as I suggest of morbidity also, depends

upon the amount of manipulation of the canal before the section.
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Whatever inference one may draw from my own cases of section

upon this point, it seems to me that his statistics, above referred

to, argue strongly in favor of an elective rather than a compul-

sory section.

A second interesting proposition in his paper is the following:

"Success in predicting the result of natural labor to be expected

in a given case is dependent upon a capacity for estimating in

advance each of the three great factors in labor; i.e., the obstacle

offered by the pelvis, the amount of the maternal muscular power,

and the characteristics of the head." In elaborating the propo-

sition the fact is emphasized, that "the amount of the pelvic

obstacle is too often spoken of as though it were a mere matter

of size obtainable by measurements; in reality the amount of

the pelvic obstacle is much more a question of its shape, or

rather the influence of its shape, upon the diminution of its

size." This statement is certainly true here in Elaine, where

the average size of children, relative to those born else-

where in this country, is decidedly large. Some years ago

I found by referring to my record of deliveries that of five hun-

dred children the average weight of males was eight and three-

quarters pounds and of females, eight and one-quarter pounds.

A second five hundred maintained the same average, and I

think that a third five hundred would do the same, though

I have not as yet classified them. Children weighing nine

and ten pounds at birth are quite frequent in this locality,

and I have records of those weighing up to sixteen pounds,

the two of the latter weight, however, being stillborn because of the

cafficulty in delivering them. I should judge that the greater

proportion of those weighing ten pounds or more required instru-

mental delivery, but still a certain number of our women have

spontaneous delivery of even these large children. I regret

that I cannot speak so confidently of the size of the pelves

of these mothers, but so far as I have records they do not aver-

age larger than the classic measurements. It is evident from

these figures that the pelvis may be of normal dimensions, and

yet in these cases of massive children, or in the so-called "pen-

dulous abdomen" cases, where the inclination of the brim is

almost horizontal, delivery may require some formidable opera-

tion. I have noticed that the unsymmetrical pelvis of those

women who have had tuberculosis of the head of the femur in

childhood, has severa' times required a tremendous effort

with forceps. Other illustrations might be cited of the fact that
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pelvic shape is nearly as important a factor as pelvic size in

determining delivery.

The third proposit on in Reynold's paper, which seems to me
to be noticeable, is that "the character of labor can be predicted

from the character of the pregnancy," and further on the author

says that he has "now become convinced that in well-marked

cases it is a safe guide in practice." The more I study the propo-

sition the less do I understand it, and from personal experience

I am disposed to d sagree with it. It depends largely upon the

latitude intended to be given to the phrase "in well-marked

cases." In certain evident conditions, such as when the pregnant

woman has grave organic disease, like phthisis, va vular disease,

chronic nephritis, grave toxemia, etc., or is evidently of feeble

musculature, a neurasthenic or petted society butterfly, the

character of the given labor may be fairly assumed. But con-

sidering the large class of women for whom gestation is un-

eventful and without professional interest, it seems to me that

such a statement is too sweeping. I have been in the habit

of late years of keeping a professional oversight of my pregnant

women throughout the period, and I am sure that many of those

who have given me the least anxiety up to labor have caused me
the greatest anxiety at labor. Did space permit, I think that I

could bring satisfactory clinical proof of my opinion.

The following recent cases may be instanced: Two young

American women had an absolutely uneventful pregnancy, were

in excellent health throughout it, all functions of the body were

as normal as before conception, and both laid on flesh. Each

had frequent urinalyses. Both were of small stature ; one had a

justominor pelvis, as decided antepartum, while in the other

the pelvis was thought to be ample, because the external diam-

eters were all normal and it was impossible to touch the prom-

ontory by the finger in vaginal examination. If the character

of the labor may be predicted from the character of the preg-

nancy, both of these women should have had a featureless deliv-

ery. As a matter of fact, each had an O. L. P. presentation,

and were delivered by long; hard traction with the Tarnier. The

first woman had a true conjugate of 3^ inches, by careful measure-

ment after delivery while still under ether, and there was a

complete laceration of the perineum, the tear extending more

than an inch up the rectum. The child weighed 8J pounds,

was deeply asphyxiated, and was saved by an hour's steady

work, though it had convulsions during the second day. In
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the second woman the head was arrested at the brim, was rotated

forward by the forceps, and deHvered after more than an hour's

work. This child weighed 8^ pounds, but unfortunately could

not be resuscitated. A third patient is a healthy, hard-working

housewife, of spare, medium figure, whose pregnancies are physio-

logical and usually announced by quickening. All her labors

are at term. With the first child the cervix required manual

dilatation after the end of forty-eight hours of strong pains.

Delivery was effected by myself and assistant after two hours'

work with forceps, accompanied with one of the most extensive

tears of the pelvic floor that it has ever been my lot to cause.

The child weighed eight pounds, and was saved by methodical

persistence for a long time, but had facial and arm paralysis for

several weeks. Her second child I delivered with the Tarnier

after thirty-six hours of pains, weighed eleven pounds, and was

saved. During the third pregnancy she was carefully dieted

according to the plan of Prochovnic with the hope that the child

might be small. Delivery, at term, was by as difficult an ex-

traction with the Tarnier as I ever remember, the child weighed

eleven and one-quarter pounds naked, and could not be revived.

It was a mistake not to have made a section. In none of my
Cesarean sections, referred to above, was there anything in the

subjective conditions of pregnancy to indicate a difficult labor,

each of the women, so far as I know, having no constitutional

disturbance other than perhaps the early nausea and vomiting.

You may say that these cases are exceptional and too few in

number to affect the truth of Reynolds' proposition. I am sure

that my note-book would show many similar clinical histories,

and from personal experience I must dissent, therefore, from his

statement, that the character of the pregnancy is a safe guide to

the character of the labor. I wait for further explanation of

the proposition from the author.

There is general agreement with Reynolds that the third

factor in the result of labor is the size and ossification of the

head. Cephalic measurement in utero is very uncertain, though

the expert ordinarily can make a fair guess at the size of the

body of the fetus by palpation of the uterine ovoid, and by

noting the readiness with which the head can be pushed into the

brim. Various elements, however, may unite in lessening the

value of these manipulations; a nervous patient, rigid parietes,

excessive fat or liquor amnii are some of the factors that inter-

fere with their reliability. I have never been enthusiast "c over
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the Muller method of estimating the size of the head. It is too

painful for the average woman to be worth much as a gauge for

incompetency of the inlet, and with the woman anesthetized

even Williams is careful to guard himself (in his sect:on on

"Methods of Determining the Size of the Head" (Obstetrics,

p. 629) by the words, "in some instances ' ("again, in some

instances, Muller's method of impression may afford material

aid"). In primiparse with lax, thin abdominal parietes it is

possible by palpation of the uterine body to obtain a fairly

trustworthy estimate of the bulk of the fetus, and under such

favorable conditions even the general practitioner can prepare

himself for the problem of successful delivery in doubtful pelves.

In primiparse, the crucial test of a former difficult operative

delivery, a test which is so valuable a diagnostic guide in multi-

parae, is wanting. Under such uncertainties of fetal size and

pelvic capability custom (or if you please, ignorance) has fixed

the routine of forceps and traction for primiparae, where there is a

reasonable chance for disproportion between the passage and

passenger. Under similar conditions there is good authority for

delaying operative interference, until the natural powers, and

perhaps some tentative intrapelvic operation, has shown the

amount of disability. If these result unfavorably then it may

be considered as probable that the pelvis is too small for the

birth of subsequent living children. For Reynolds well says:

"it may certainly be laid down as a safe rule that when an intra-

pelvic operation, necessitated by alteration of the pelvic shape

and diameters, has been so difficult as to yield a still-born child

at the hands of an experienced accoucheur, subsequent intra-

pelvic deliveries in the same woman are sure to be highly danger-

ous to the child, and are likely to be less favorable to the mother

that the primary Cesarean section with its exceedingly low

mortality and absence of subsequent morbidity."

To me the most suggestive thought in the whole of this most

interesting paper hes in its closing paragraphs which I beg to

reproduce in full. "Once we can teach the mass of the- pro-

fession that real success in the management of difficult cases is

only to be attained by foreseeing their difficulty, and that it is

possible for sufficiently experienced men to select these cases

during pregnancy ; once we can teach them that in such cases the

ordinary, reckless, and careless habit of trusting to nature, i.e.,

to blind luck, in labor, and of sending for a specialist only after

the mischief is done, merely leads to ill-health of the mother
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and death to the baby; we shall find all the better class of general

practitioners willing and glad to consult beforehand men who
have special knowledge, and who do not attend normal labor."

"If this proves to be the future of obstetrics it cannot be

doubted that obstetricians who are not at everyone's beck and

call for normal labor, but who find their practice in the manage-

ment of really difficult cases alone will be in a far more enviable

position than that occupied by most obstetrical experts to-day."

I am fully in agreement with Fry of Washington (Manage-

ment of Labor in Minor Degrees of Pelvic Contraction, American

Journal of Medical Sciencs, ^lay, 1908), that deformities of the

pelvis, absolute in fractions of inches or centimeters or relative as

incompetent for large children, are much more frequent than is

ordinarily accepted. It is not to be expected that the general

practitioner will spend much study over fractional differences

in pelvic diameters. The refinements of pelvimetry and facility

in the use of complicated pelvic calibrators are for the expert.

From a fairly extensive acquaintance with the obstetrical work

of the general practitioner I am convinced that most of the

mishaps of delivery are due not so much to simple pelvic insuffi-

ciency as to failure to recognize, before operation, malpositions

of the presentation or that the child is too large for even a normal

pelvis. The conscientious practitioner will remedy either of

these two mistakes by careful study of conditions and environ-

ment; the other man will never rise to the level of Science or

Art, and will always be content with brute force.

159 High Street.

REPORT OF FOURTEEN CASES OF CESAREAN SECTION.
BY

JOHN OSBORN POLAK, M.S.M. D.,

Professor of Obstetrics, Dartmouth Medical College ; Professor of Obstetrics and Gynecology,
Brooklyn Postgraduate Medical School; Adjunct Professor of Obstetrics and

Gynecology, Long Island College Hospital; Obstetrician to
Methodist Episcopal Hosoital, etc.

Modern Cesarean section during the last decade has had a

constantly growing field in obstetric surgery. Perfected tech-

nic and timely intervention have lowered the maternal mor-

tality, and there has been on the part of the profession an

ever-increasing disposition against the sacrificial procedures

on the child; consequently, to-day, with its widened relative

indications, the operation may be put in contrast with some of

the intrapelvic methods of delivery, and elected because of its

advantages to the mother and child.
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Nine of these operations were performed for varying degrees

of contracted pelvis. No case of absolute contraction occurred

in this series; though Case XI presented such a high degree

of kyphotic deformity that the indication was absolute. The
remaining eight belong to that large majority of border-line

cases which tax the experience and skill of the obstetric surgeon.

Three of these operations were for dystocia, resulting from ven-

trofixation of the uterus. The original procedure in each

instance having been a deliberate fixation for descendens uteri.

Two patients were subjected to section for dystocia, consequent

upon the incarceration of a tumor within the pelvic basin which

obstructed the descent of the presenting head, and made delivery

via vagina a mechanical impossibility. In Case II the obstruct-

ing tumor was a cervical myoma, while in Case VI a suppurating

dermoid prevented the head from entering the pelvis.

The results in this series bear out the contentions of Reynolds;

i.e., that primary section is the ideal procedure and is prac-

tically free from danger. That the morbidity, as well as the

mortality, is proportionate to the amount of labor which has

been endured before the operation. The technic employed

differs somewhat from that of the classical section by foreign

operators. The abdominal incision was made an inch to the

right of the median line, taking the umbilicus as its centre point,

and never extending more than three inches below the navel.

When the peritoneum was opened, the intestines were pushed

aside and the uterus lifted up by an assistant and held firmly

against the abdominal wound, but not eventrated through it,

by pressure on the outside of the abdomen, from behind forward.

With the anterior uterine wall thus exposed through the abdom-
inal wound, a longitudinal incision, 5 to 6 inches in length, was

made through the anterior and fundal surface of the thickened

upper segment. An incision in this location secures the best

hemostasis. In Case I the uterine incision was extended low-

enough to reach the bladder attachment, and this, I think, was
due to the high position of the retraction ring, and the excessive

thinning of the lower segment.

In Cases IV and V the firm attachment of the anterior and

fundal face of the uterus to the abdominal wall, following the

fixation operation, necessitated an incision in the posterior sur-

face of the organ. Case XIV which was also one in which a

ventrofixation had been done, presented a uterus divided by a

wide ligamentous band, into a large and excessively thinned



polak: fourteex cases of cesarean section. Gil

compartment, containing the fetal body, placenta and liquor

amnii to the right, and a small inferior compartment containing

the head on the left. The development was like that of a right

uterus unicornis. The incision here was begun just in front of

the right tubal origin, and extended obHquely downward, this

being the only site free of adhesions.

The assistant eventrated the uterus through the abdominal

incision as the child was withdrawn in all of these operations,

except in Case XIV (too extensive adhesions preventing this

step), and moist gauze rolls were so placed as to hold back the

intestines, thus permitting us to work through a short abdominal

incision, minimizing the trauma, the handling of the intestines,

and the danger of subsequent hernia so apt to follow the long

incision.

Only in Case I was a tourniquet used to control the hemor-

rhage. In the last thirteen digital compression of the broad

ligaments was made by the assistant after the uterus was

eventrated. A continuous saline irrigation at 115 degrees was

employed during the suture of the uterus.

The method of uterine suture is worthy of mention; i.e., the

two sides of the uterine incision were held by an assistant,

parallel and everted, and long, straight Keith needles, armed

with No. 2, 20 day chromic gut were passed at half-inch intervals

through both sides at once, including the peritoneum and

muscle, but skipping the mucosa. These were tied from above

downward and buried by a fold of peritoneum, brought over the

line of the incision with a continuous catgut suture. Three

pregnancies have followed in two of these women. The uterine

development and spontaneous delivery after induced labors

have occurred without incident.

A gauze drain was used twice; in both instances it was neces-

sary to tampon the uterus for hemorrhage before the sutures

were tied. An end of the gauze packing was carried through the

cervix into the vagina and withdrawn within twelve hours.

The pelvis was always mopped dry, and the omentum brought

down over the intestines and placed behind the uterus before

the abdomen was closed.

Chloroform-oxygen, given with an open Esmarck mask,

through which the tube from an oxygen tank was run, has

proved the most satisfactory anesthetic. Since using this

combination we have never noticed anesthesia of the fetus, so

frequently met when ether was used. The narcosis was com-
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uienced, just as the final cleansing of the abdomen was begun.

Thirty minims of ergotole was given just as the anesthetic was

started, and a second hypodermic injected when the suture of

the uterus was completed. The smoothness of the convalescence

has borne a direct relation to the time the woman was in labor,

stormy when the patient was operated during the second stage.

Case I.—Mrs. M. G., aged 24, a primipara. Seen in consul-

tation February 19, 1902. Had been in labor twenty hours.

Membranes ruptured, cervix well dilated. Head presenting at

the brim as a brow, unengaged. Dorsum and occiput to the

left and posterior. External measurements: Iliospinal, 10

inches, or 25 cm.; ilio-cristal, 10 inches, or 25 cm.; external con-
jugate, 7 inches, or 18 cm. Condition of woman and child good.
The retraction ring was well marked, five inches above the

pubis. The patient was removed to the Williamsbur^h Hospital,

and prepared for section. Under anesthesia, an attempt was
made to flex and engage the head by tentative traction with
axis-traction forceps while the woman was in the Walcher
position. This attempt failing and the condition of the uterus
contraindicating version, a Cesarean section was made through
a five-inch abdominal incision, the uterus was incised longi-

tudinally, and a ten-pound three-ounce living child delivered.

The uterine wound was closed with interrupted chromicized
catgut sutures, which were buried by a running peritoneal

suture of plain catgut. The abdominal wound was closed in

tiers. The recovery of both mother and child was uneventful.
This patient was subsequently delivered by me, by podalic
version, two years later, of a seven-pound girl.

Case II.—Mrs. S., aged 39, seven children, all difficult labors,

last nine years ago by craniotomy, was seen in consultation
March, 1904. The patient had been in labor for twelve hours.
The membranes were unruptured and the general condition good.
Abdominal examination showed a cephalic presentation, dorsum
to the left, and a fetal heart of 140. On vaginal examination a
large cervical fibroid was found incarcerated in the pelvis, which
completely obstructed the vagina, making it impossible to palpate
the cervix. With the patient under anesthesia and placed in the
knee-chest position, an attempt was made to dislodge the tumor
manually, this failing, a Cesaro-hysterectomy was done, with
recovery to both mother and child.

Case III.—Mrs. H., aged '24, referred to me by the late Dr.
Wm. C. Schmidt. The patient had fallen out of a carriage when
an infant of sixteen months. This fall was followed by disease

of left hip joint with resulting ankylosis. Since then she has been
fairly well and was married one year previous to my seeing her,

having become pregnant in the interim. She presented the
following measurements: Intespinal, 9 inches; intercristal.

9^ inches; right external oblique, 8^ inches; left external oblique,

7+ inches; external conjugate, 6| inches. The pubic arch was
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very narrow, the pelvis generally contracted and obliquely

shaped. Induction at the thirty-second week or elective Cesar-

ean was advised. The patient elected latter. A primary section

was done February, 1904, delivering a living child, with uninter-

rupted recovery to the mother. At the request of the family,

the patient was sterilized by the removal of the tubes.

Case IV.—Mrs. H. C, aged 33, married, two children, both
difficult births. Prolapse of the uterus followed her last ac-

couchement, for the cure of which she was operated by a general

surgeon three years before. The cervix was amputated, the

anterior and vaginal wall repaired and the uterus fixed by three

through-and-through silk-worm-gut sutures, which were left in

place for three weeks. The anatomical result of the operation
was good. She became pregnant in February, 1904, and suffered

constant pain in, and dragging on the abdominal scar from the

fourth month of gestation. She was seen by me in November,
1904. The abdomen was pendulous, the child was lying in a
left scapular anterior position. Two days later she fell into

labor, and I advised her physician to wait for dilatation before

deciding on the mode of delivery. At the end of ten hours of

inefficient pains, the cervix was the size of a silver dollar, but
could only be reached by passing the whole hand into the vagina.

The anterior wall of the uterus from the point of the abdominal
fixation to the anterior lip of the cervix formed a thick shelf,

blocking the pelvis and making it impossible for the head to

descend. Several attempts were made to enter the uterus via

the cervix, but its high posterior position and the unyieldingness
of the anterior shelf made a delivery impossible via this channel.

Cesarean was decided on and done, the abdomen was incised

above and to the right of the umbilicus, and the uterus found
firmly adherent to the old scar throughout its entire length.

The entire distension of the uterus was of the posterior wall,

which was excessively thinned. The uterine incision was made
in the median line, posterior to the fundus, and a living child

extracted. An iodoform gauze pack was necessary to control

the hemorrhage and retract the uterus, an end was run through
cervix. The uterine wound was closed with interrupted sutures,

buried by a Lambert of the peritoneum and the abdomen, in the

usual manner. The recovery was more or less stormy for the

first week.
Case A'.—Mrs. D., aged 35, married one year. Had always

been delicate. Since puberty she had suffered from comen-
strual and intermenstrual pain in back and left side. In

1895, in the Flower Hospital, the left ovary was removed and
the uterus suspended. Extensive wound suppuration fol-

lowed this operation. Since she has been well until mar-
riage, when she became pregnant and developed a mild toxemia
during the early months, evidenced by hyperemesis. She entered
my service at the Methodist Episcopal Hospital, March i,

1907. At this time she was in the thirty sixth week of her
pregnancy. The pelvic measurements were normal, there was
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albumin and a few hyalin casts in the urine. The child was
lying transversely with the head to the left. The uterine wall

appeared particularly thin and failed to contract with any
vigor under stimulation. She was put to bed and placed on a

restricted diet, which treatment improved her kidney condition.

On March 29 she started in labor; the pains were irregular,

and inefficient during the night, and no progress in dilatation was
made. On examination, the vagina was found to be drawn up in

longitudinal folds, and the cervix located 6| inches from the

vulvo-vaginal orifice, pointing backward and upward toward
and on level of the fourth lumbar vertebra. Here again, as in

the former case, the anterior uterine wall, from the point of the

abdominal fixation was markedly thickened, and formed a

distinct shelf across the pelvis. After eighteen hours of labor
with no gain, it was decided to make a Cesarean section, which
was done on the afternoon of March 30, through a 4^ -inch

abdominal incision and a longitudinal incision through the

posterior fundal wall of the uterus, a living child, weighing 6|-

pounds, was delivered. Considerable difficulty was experienced
in getting the uterus to contract and retract, as the posterior

wall remained as a distended flaccid pouch after the sutures
were introduced. Finally, under ergot, manipulation and an
intrauterine tamponade, the end of which was carried through
the cervix into the vagina, the bleeding was controlled. The
mother made an uneventful recovery and left the hospital

with her baby on the twenty-first day.
Case VI.—Mrs. O. H., aged 22, pregnant for the first time,

entered my service at the Methodist Episcopal Hospital, May 11,

1907. Her pregnancy had .been normal, except for almost
constant headaches and marked edema of the feet during the
last few weeks. She had fallen in labor during the afternoon of

May 10. She was attended by a midwife until nearly midnight,
when it was noticed that though the vulva bulged with each pain,

no progress was made. A physician was then sent for who
recognized the existence of a complication, and referred her to

the hospital. On admission, her face, lower abdomen and legs

were markedly edematous. Her pulse was 80 and of high
tension, the pains were good, strong and regular, recurring every
three to four minutes. The fetus was in the right dorsocephalic
position, the fetal heart, 136. The fetal head was well above
the brim and unengaged. Her external measurements were
somewhat larger than the average. On vaginal examination,
a large cystic tumor the size of a fetal head completely obstructed
the true pelvis and pushed the posterior vaginal wall, which
covered it anteriorly, forward and through the vulvo-vaginal
orifice at each pain. The finger could not be pushed past the
tumor. A diagnosis of incarcerated ovarian cyst obstructing
labor was made. The patient was anesthetized and placed in

the knee-chest posture, and an attempt made to displace the
obstruction. This failed, and a Cesarean section was made,
and the patient delivered of a nine-pound male child. The
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uterine wound was sutured in the usual manner. The pelvic

tumor was then freed from its adhesions and deHvered through
the abdominal incision. It proved to be a large suppurating
dermoid of right ovary. This was tied off and removed, and the

abdomen closed with tier sutures. The recovery of both pa-

tients was uneventful. An interesting feature in this case was
the marked edema of the peritoneal coat of the uterus, which
has since been noted many times when section has been made
late in the labor.

Case VII.—Mrs. H., aged 33, has had three children, all dead
born. The first by podalic version, the last by craniotomy.
The patient was very anxious to have a living child. She
entered my service at the Methodist Episcopal Hospital, May
15, 1907, in the thirty-ninth week of her pregnancy. Pelvic

measurements: Iliospinal, 25 cm.; iliocristal, 24 cm.; external

conjugate, 17.25 cm.; conjugate vera (estimated), 9.5 cm.; oc-

cipitofrontal, 12.20 cm.; biparietal, 9.75 cm. (by Stone). In

addition to these evidences of minor contraction and dispro-

portion, the patient was suffering from a rectovaginal fistula,

through which she was soiling the vagina continuously with fecal

products. Elective Cesarean section was done on May 25,

under chloroform-oxygen anesthesia, deli\ering a healthy boy.

The postpartum head measurements confirmed the antepartum
estimate. Time of the operation, seventeen minutes. Mother
and child left the hospital on the twentieth day.

Case VIII.—Mrs. F., aged 24, entered my service at the

Methodist Episcopal Hospital, June 13, 1907. She had been
married three years and had had one child fifteen months before,

dead born (by craniotomy), at which time she sustained extensive

lacerations of the cervix and a complete tear of the pelvic floor,

which were subsequently repaired at a secondary operation.

The patient had been in labor for sixteen hours when she entered

the hospital, and there was no progress. Her measurements
were as follows: Iliospinal, 22 cm.; iliocristal, 25 cm.; external

conjugate, 17.5 cm.; conjugate vera (estimated), 9 cm. By
cephalometry, the occipitofrontal measured 12.25 cm., esti-

mated ; biparietal, 10 cm. The child was lying in the right dorso-

cephalic position, the head unengaged and semiflexed, with its

saggital suture coincident with the transverse diameter at the

brim. The cervix would admit but one finger after sixteen

hours of labor, owing to a cicatricial atresia. The membranes
were unruptured, the fetal heart was strong and counted at 134.

Cesarean section was made, delivering a ten-pound seven-ounce
boy, twenty-two inches long, and having the following head
measurements: Occipitomental, 14.5; occipitofrontal, 12.25;

suboccipito-bregmatic, 1 1 ; biparietal, 11 cm.; bisacromial, 12.5.

The wounds were closed in the usual manner, and the recovery
was uninterrupted. Time of operation, sixteen minutes. The
woman left the hospital with her healthy offspring at the end of

three weeks.

Case IX.—Mrs. C, aged 30, of very small stature, height five
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feet, the husband a very large man. Married two years, one
miscarriage at ten weeks in September, 1905. Her last menstru-
ation was August 17, 1906. The patient was first seen by me
in January, 1907, when she was pregnant about six months.
Her measurements were as follows: Iliospinal, 21 cm.; ilio-

cristal, 24 cm.; external conjugate, 17 cm.; depth of symphysis.
6.5 cm. I explained the dangers and difficulties of a labor

through such a pelvis, and advised elective Cesarean at term,

which advice was accepted. Antepartum examination. May
15, 1907, showed the child to be in a left occipitoposterior

position, the heart of good quality and beating 148 (6 cm. to

the left, and 2 cm. below the umbilicus). The occipitofrontal

by Stone's method, measured 11.5 cm., the head resting on the
pelvic inlet. On May 21, under a chloroform-oxygen anes-

thesia, a section was made, and a nine-pound boy delivered.

At the request of the family both tubes were removed, and the
wounds closed as in the foregoing cases. The antepartum fetal

measurements were confirmed. Mother and child made a good
recovery.

Case X.—Mrs. R., a Russian, aged 20, seen in consultation

June 20, 1907, a primipara. The patient had been in labor for

twenty hours, the membranes had ruptured at the beginning
of labor, the cervix was fully dilated, the position was right

mentoposterior, the head incompletely extended and unengaged.
The conjugate vera (estimated), 7 cm. Fetal heart audible,

and counted at 150. The retraction ring was 5 cm. below the

umbilicus. Patient was removed to the hospital and delivered

by Cesarean. Child asphyxiated, but readily resuscitated by
mouth-to-mouth insufflation. The recovery of the mother was
uneventful after the first three days, during which time she
suffered from tympany. Both patients left the hospital on the
twenty-fourth day.
Case XI.—Mamie G., aged 22, single, a hunchback, but four

feet one inch in height. Kyphosis of the whole dorsal region,

and involving the two upper lumbar vertebrae, entered my
service at the Williamsburgh Hospital, November 25, 1905.
She expected to be confined about the end of the month. Her
measurements were as follows: Iliospinal, 22 cm.; iliocristal.

24 cm.; external conjugate, 16 cm.; depth of symphysis pubis,

9 cm. The abdomen was very pendulous. The child seemed well

c eveloped, and was lying transversely, with its head in the right

iliac fossa. On November .30, a Cesarean was made through
the usual incision, and a seven-pound girl baby delivered. The
convalescence was smooth, and both patients were discharged
at the end of three weeks.
Case XII.—Mrs. B., aged 28, married and a primipara, was

always well as a child. Began to menstruate at 13, menses
recurring irregularly until marriage, flow lasting three days
and painless. Was operated eight years ago for appendicitis.

Her last menstruation was July 7, 1907. The patient entered
my service at the Williamsburgh Hospital, April 18, 1908,
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referred by Dr. R. A. Henderson at full term. Her pregnancy
had been normal until within the past two weeks, when she
began to complain of frontal headache and edema of the feet
and legs. On examination, patient was 4 feet 10 inches in
height, the abdomen was markedly pendulous, the height of
lundus 36 cm., child was lying in a right dorsocephalic position,
the head was unengaged. Her measurements were as follows:
Ihospmal, 8^ or 21 cm.; iliocristal, 9I, or 25 cm.; external con-
jugate, 7 mches, or 17.5 cm.; depth of symphysis, 2^, or 6 cm. A
generally contracted pelvis was diagnosticated. Head measure-
ments were not taken. The patient fell in labor on the evenincr
of April 20, and after twelve hours of hard labor the head was
still unengaged, and found to be unengageable by :\Iueller's
method, applied under anesthesia with the patient in the
Walcher position. A Cesarean was made, and a living male
child delivered, weighing seven pounds eight ounces. One
interesting point in this section was the torsion of the uterus
to the left, the right cornu and tube presenting through the
abdominal incision. The usual longitudinal incision was made
in the uterine fundus and the child extracted by the feet. The
uterine wound was closed with interrupted chromic sutures, and
the abdomen with catgut in the peritoneum, and silk-worm-gut
cross sutures through fascia, muscle and skin. The recovery of
both patients has been uneventful.
Case XIII.—Mrs. S., primipara, 24 years old, admitted to my

service in the Methodist Episcopal Hospital, May 16, 1908
having been in labor for twelve hours, the child was lying in a
left dorsocephalic position, the fundus was 35 cm. above
symphysis, the head unengaged above brim, the fetal heart 144
below and to the left of umbilicus. The cervix was dilated to
admit one finger. Her pelvic measurements were as follows-
Interspinal, 22 cm.; intercristal, 27 cm.; external conjugate,
17 cm. The patient, being a primipara, was allowed a thorough
test of labor. The pains continued for 45 hours, two hours in
the second stage, yet the head remained unengaged. Prepara-
tion was made for an abdominal Cesarean.. Before the abdomen
was incised, a final attempt was made to engage the head by
the method of Mueller; this failing, an abdominal incision was
made to the right of median line, and the uterus exposed,
mcised, and a living child weighing eight pounds and eight ounces
delivered. An anteriorly placed placenta, which was pushed
aside, complicated the delivery. The uterus was somewhat
edematous, and the membranes were adherent and difiicult
to remove. The muscularis was closed by interrupted chromic
gut sutures, No. 2, at half-inch intervals, and buried by a running
suture of fine catgut in the uterine peritoneum. The abdominal
incision was closed by continuous cat-gut sutures for peritoneum,
and interrupted cross silk-worm-gut sutures.
The contention of Reynolds, that the degree of stormy con-

valescence IS proportionate to the duration of labor was demon-
strated by this case, in that there was a hyperpyrexia of 10^
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to 104 for the first five days, associated with a very rapid heart,

otherwise the recovery was uneventful.

Case XIV.—Mrs. A. H., aged 29, entered my service at the

Methodist Episcopal Hospital, June 6, 1908, with the following

history. She was a woman of large build, and was married six

years. She had had one child four and one-half years ago, born

with instruments after forty-two hours of labor, at which time

she sustained extensive lacerations of cervix, vagina and pelvic

floor. This confinement was followed by prolapsus uteri, for

which she was operated two years later. The cervix, anterior

and posterior pelvic w^alls were repaired, and the uterus fixed

to the abdominal wall with two silk-worm-gut sutures, passed

through the fundus and abdominal parietes. Since the opera-

tion she has felt perfectly well, until she became pregnant in

September, 1907. When about three months pregnant she

began to have a dragging pain in the abdominal scar. On May
8, 1908, on antepartum examination, the uterine tumor lay

obliquely in the abdomen, distending it laterally, the head was in

the left iliac fossa, and the dorsum and breech in the right

flank. The uterus was firmly adherent to the old scar for a

distance of 7.5 cm. She was told to enter the hospital on the

date of her expected labor which she did, or if labor should set in

prematurely to go at once to the hospital. Her pains began

on the morning of June 7, 1908, after six hours of labor, the

head was still in the left lower segment, and the thinning of the

right upper segment of the uterus became so apparent and the

division of the organ into two distinct compartments became
so marked with each pain, and no effacement or dilatation

of the cervix having occurred, it was deemed wise to make a

Cesarean, which was done about eight hours after the onset of

labor. With the patient under chloroform-oxygen, the usual

abdominal incision was made and the uterus exposed, and seen

to be fixed by a wide fibrous adhesion 7 cm. long, arising from

the posterior fundal wall and extending to the old abdominal

scar, this adhesion divided the uterus into a large and excessively

thinned-out right compartment, containing the child's body,

placenta and liquor amnii, and a small compartment on the left

containing the fetal head. An oblique incision from the right

cornu was made in the uterus, down the anterior surface of the

larger compartment, the placenta pushed aside, and a nine-

pound living child delivered. The uterine wound was closed in

the usual manner and both tubes excised. The peritoneum
was closed with continuous catgut, and the fascia, muscle and
skin with cross silk-worm-gut sutures. The immediate recovery

from the operation was prompt and satisfactory, but on the

second day the pulse rose and considerable tympany appeared,

this was relieved by enemata. On the fourth day, a well-marked

right-sided pleurisy developed, which cleared up under appro-

priate treatment. This was followed on the eighth day by the

occurrence of an intestinal fistula, in the lower jejunum or upper

ileum, at the site of one of the cross sutures, evidently due to a
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needle puncture, and inclusion of the gut in the suture at the

time of operation. Conditions improved for the next seven
days, the pulse and temperature coming down to 99 and 100,

respectively, when, on the sixteenth day, the patient developed a

diphtheritic condition of tonsils, fauces and soft palate. Cul-

tures showed a mixed infection, and she died of exhaustion and a

hypostatic pneumonia on the twenty-first day. This case

illustrates one of the accidents of abdominal surgery which may
occur with the use of through-and-through or cross sutures,

when used after the peritoneum is closed.
287 Clinton .\vexue.

I

INFARCTION OF RENAL CORTEX IN PREGNANCY.
BY

OSKAR KLOTZ,
Montreal.

(With one illustration.)

Clinical History.—Mrs. J., age 25 years, was admitted to the

Maternity Hospital on August 29, 1907, suflfering from severe

edema of the extremities and vulva. She was a primipara, and

about the middle of August she had consulted Dr. G. A. Berwick.

She was then about seven and a half months pregnant, and gave a

history of being well up to the beginning of August, when she

began to suffer from insomnia. She was very pale. A specimen

of urine when heated became practically solid with albumin.

She was put to bed August 24 and given a liquid diet and free

saline purgation. She did not improve, and on the twenty-

ninth was sent to the hospital. There was now tremendous

edema of the vulva, which, in spite of treatment, seemed to

increase, and on the thirty-first the question of immediate

delivery was considered. Dr. Berwick, in conjunction with Dr.

Chipman, decided that a Cesarean section was the easiest mode
of delivering the patient, as the vaginal route was impossible,

owing to the edema. The operation was performed on the same
day under chloroform anesthesia, and the patient recovered

fairly well from it. On the day of the operation, however, no

urine was passed. She was then catheterized daily, and the

amount of urine varied from 95 c.c. to 355 c.c. per diem. On the

sixth day after the operation, September 5, only 105 c.c. were

passed. At about eleven o'clock on this day the patient had

two convulsions, each of which lasted a few minutes. By
copious bleeding from the arm, the patient was aroused from

her stupor and seemed fairly well. The pulse, however, re-
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mained weak, and there was occasional dyspnea for some days

following. On September ii, patient complained of pain

over the heart.

During her stay in the hospital, patient was given frequent

hot packs, some of which were effectual. At no time did the

temperature exceed 99.6. The patient died on September 13,

1907.

URINE CHART.

24 hours, ending Aug. 29, 150 c.c. urine.

24 hours, ending Aug. 30, 300 c.c.

24 hours, ending Aug. 31, catheterized. No urine.

24 hours, ending Sept. i, 153 c.c. plus.

24 hours, ending Sept. 2, (voided with stools).

24 hours, ending Sept. 3, no c.c. plus.

24 hours, ending Sept. 4, 200 plus anit. voided with stool.

24 hours, ending Sept. 5, 105 c.c. plus.

24 hours, ending Sept. 6, 160 c.c. plus.

24 hours, ending Sept. 7, 95 c.c.

24 hours, ending Sept. 8, 180 c.c.
,

24 hours, ending Sept. 9, 205 c.c. plus.

24 hours, ending Sept. 10, 465 c.c.

24 hours, ending Sept. 11, 200 c.c. plus.

24 hours, ending Sept. 12, 250 c.c.

An autopsy was performed eight hours after death. The
body was that of a large and well-built woman, appearing older

than the stated age. The entire subcutaneous tissue of the body
was edematous, and more particularly was this evident in the

lower extremities and vulva. There was an incision (Cesarean

section) in the median line of the abdomen, which was partly

healed. There were a few stitch-hole abscesses in the skin. In

the thoracic cavity there were a few adhesions of the right pleura

and the right cavity contained about 300 c.c. of clear yellow

fluid without fibrin flakes. The pericardium did not contain

excess fluid, but its surfaces were covered with a thin layer of

granular fibrin, which could be readily removed. The peri-

cardium underneath was somewhat injected. Lung tissue

was heavy and edematous. The valves of the heart were

normal, but there was some dilatation of both ventricles. The
musculature of the heart was very flabby, and the cut surface

appeared cloudy. There were about 600 c.c. of clear fluid in the

abdomen. There were a few old adhesions about the liver.
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Liver tissue appeared edematous. The bladder was small and

contained a little thick urine. The walls of the bladder were

injected and covered with a thin mucopurulent layer, smears

of which showed various organisms. The uterus was fairly

large, but well contracted. Suture line along the fundus of the

organ w^as healthy. The cavity of the uterus was healthy,

and no organisms could be found in the smears made therefrom.

The two kidneys presented the same appearance. Each

organ was large and of the "hogback" variety. The capsule

was thin and peeled off readily without removing any of the

kidney tissue. The surface of the exposed kidney had a remark-

able appearance, being of a golden-yellow color with blotches

Complete infarction of renal cortex. Showing hemorrhagic zone
and necrotic border.

of dark red injected vessels along the borders of the poorly
demarcated lobules (stellate veins). The whole surface of the
kidney presented this appearance, while the cut surface, too,

was much mottled. There was a striking contrast between the
medulla and the outer border of the cortex. The medulla
and the contiguous part of the cortex were about normal in

appearance or a little darker than usual. The outer margin of

the cortex, on the other hand, was of a bright yellow color,

having here and there small punctate hemorrhages scattered
through it. No structure could be made out in this outer
portion of the cortex, which appeared like necrotic tissue.

Between the inner and outer zones of the cortex was a hemor-

L
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rhagic zone distinct from each. This hemorrhagic zone had a

more brownish color than the congested medulla, and small

hemorrhages could be noted in it. These characters of differ-

entiation between the inner and outer zone of the cortex could

be followed about each pyramid, even where the cortex in its

convolutions dipped below the surface. In no part of the

cortex were the Malpighian corpuscles to be seen. The main

renal arteries were healthy and not sclerosed, nor were thrombi

or emboli to be found in them, as far as they could be examined

by the naked eye. All the vessels had a normal appearance

in the medulla. The pelvis of the kidney was a little injected.

Microscopical.—The sections of the kidneys showed a remark-

able appearance. The outer zone of the cortex showed the

tubules and glomeruli lying in their places, but devoid of nuclei.

They appeared here only as the outlines of their former char-

acters. The individual cells had retained their shapes and

were arranged in their proper places in the tubules. The blood-

vessels in these parts were without nuclei, and contained in their

lumina thrombi made up of a fine granular material. These

thrombi contained no inflammatory leukocytes, nor were bac-

teria to be found in them. One was reminded of the appearance

of the thrombi which occur in the capillaries of the liver in the

areas of focal necrosis in typhoid fever and eclampsia. Occa-

sionally small areas of healthy cortex were found immediately

beneath the capsule, with small and healthy blood-vessels in

them. These parts were apparently nourished by vessels dip-

ping in from the capsule. The glomeruli in the necrosed cortex

suflFered with the rest of the tissue. The capillaries in these

glomeruli did not show the granular debris noted in the cortical

arteries, nor was there any evidence that thrombosis had occurred

here. A few of the glomeruli in the necrotic zone were fibrosed.

The deeper portion of the cortex was intact and showed the

glomeruli and tubules with healthy cells. There was, however,

in these areas, evidence of former change. The lumina of the

tubules were enlarged and contained some debris, their epi-

thelial cells were ragged and eroded. A few of the glomeruli

had thickened capsules. Between this inner zone and the necro-

tic layer was an area in which the vessels were congested and in

places small hemorrhages were noted. In this intermediate

zone the interstitial tissue was in places crowded with a leukocytic

infiltration, which at times stretched into the necrotic zone.

The necrotic areas containing leukocvtes showed more advanced
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degeneration of the epithelial ceils, for in these parts the individ-

ual cells could no longer be di^>./nguished, but they were fused

into a homogeneous mass. T' e thrombosed vessels in the

intermediate zone of the cortex -hewed or'v a granular mass of

broken-down cells without leukocytes. In other vessels the

granular plugs were replaced by fibrin masses which had blood

pigment entangled in them. These thrombi, although closely

set upon the vessel wall, showed no site of comniencement Tor

the fibrin deposit. Some of the tubules in the inner zone of the

cortex were calcified. This calcification aflfec'ed mainly the

epithelial cells of the loops of Henle. Only rarelv were leuko-

cytes seen within the tubules. Hyaline casts were jeen in the

straight tubules of the medulla. The arteries of the medulla and

cortex did not present any changes in their walls, and nothing

of the nature of an endarteritis could be found. Xo bacteria

could be demonstrated in the sections.

Liver.—Sections of this organ showed no sign of necroses, but

there was some fatty infiltration in the peripheral zones.

In the literature I have been able to find three similar cases.

The first is reported by Bradford and Lawrence in 1898. The
case was of a woman, aged 36, who came under their notice with

the complaint of inability to micturate since confinement, w^hich

had taken place three days previously. Although there was

almost complete suppression, there had been no convulsions nor

sign of uremia. At her previous confinements the woman had

never had any kidney trouble. There was no evidence of

infection. The suppression lasted for seven days, when the

patient died. At autopsy, there was edema of the lungs and a

complete bilateral infarction of the outer zone of the renal cortex,

as we have described in our own case. The authors noted an

endarteritis of the smaller renal vessels, along with a thrombosis

of the interlobolar arteries. Bradford and Lawrence believe

that the kidney lesion was the result of the diseased arteries.

The second case is reported by Griffith and Harringham in

1906. The case was a woman, a multipara, aged 35. She was

pregnant, and was delivered of a dead child. Immediately

following confinement, suppression of urine and anasarca began.

There was no sepsis. The patient developed uremic symptoms,

with headache, vomiting and delirium. The suppression lasted

ten days until the patient's death. There had been a previous

history of chronic nephritis, which became worse with each

pregnancy. At autopsy, there was edema of the lungs and a
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cortical renal infarction. The authors noted some old fibrosis

of the kidney and also a slight endarteritis. The interlobular

arteries were thrombosed. The endarteritis was of slight degree

and the authors do not consider it a factor in the process of

infarction.

The third case, reported by Jardin, is of a woman of 36 years.

She was a multipara, but no note is made of the renal conditions

at the former pregnancies. A suppression of urine set in after

the delivery of a seven-months fetus. Before the confinement

the patient was very restless, and showed edema of the face

and extremities. The urine at this time contained much
albumin, but there was an ample secretion (thirty-five ounces

in twelve hours). The suppression, beginning after confinement,

continued for five days until the patient's death. At autopsy,

an edema of the lungs was noted, as also an extensive infarction

of the renal cortex. The small vessels in the cortex were throm-

bosed, but there w-as only slight evidence of endarteritis in the

vessels.

There is a striking similarity of these three cases with our

own, differing only in unessential points, w^hich I believe have

no bearing on the lesion in question. All the cases occurred in

pregnant women, ranging in age from 25 to 36. The suppression

of urine began in each case immediately after confinement, and
continued until the death of the patient. One can logically

assume that the cortical infarction began with, or was the cause

of the suppression from its commencement. The suppression

lasted in these cases from five to thirteen days. In some of the

cases uremic symptoms were present, but in the case of Brad-

ford and Lawrence, though the suppression lasted for seven days,

uremic symptoms did not occur. The appearance of the kidneys,

both macroscopically and microscopically, was almost identical

in all the reports, and in all there w^as noted the extensive throm-

bosis of the small renal arteries lying along the inner zone of the

cortex. Septic conditions were not to be found in any of the

kidney specimens examined. In the case of Bradford and

Lawrence an endarteritis of the smaller renal arteries was ob-

served, and considerable stress was laid upon this condition by

the authors.

What is most striking is that a very definite part of a func-

tionating organ should be completely affected by a process

of infarction. It is evident that in these cases the part involved

was not a mere chance selection, but that most probably the
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function of the organ and the relation of the blood-supply to the

secreting apparatus played an important role.

The thrombi in the interlobular arteries are peculiar, and, as I

have stated above, remind one of similar processes found in the

liver. Red cells are not to be made out in the thrombotic masses,

nor are any other cell structures to be noted in them. One is

led to assume that the blood elements, which must have been

present during the process of thrombosis, or have been a part of

it, had undergone destruction of dissolution. That some debris

of the red-blood cells is incorporated in the thrombi is evident

in the staining reaction for iron, which gave positive results.

Although in the case here reported there was evidence of

infection (probably terminal) in the pericardium and in the

bladder, the conditions cannot be co-related with the kidney

lesion. The infective processes were late complications, as the

pericarditis was evident only two days before death, and the

cystitis was noted on the same day. On the other hand, the

kidney symptoms antedated the infective processes eleven days,

and in the kidney specimens no bacteria were to be found.

The simultaneous involvement of both kidneys, and the com-

plete thrombosis of all the arteries of the same diameter and in

exactly the same location, appears to me very significant. In

the case reported every artery of the mid-zone of the cortex was

plugged, while the vessels of all sizes in the medulla, from the

smallest to the main renal trunks, remained free. Likewise,

the capsular arteries were unalfected, and by their blood-supply

small islands of the outer cortex were preserved from death.

From this evidence I cannot agree with Bradford and Lawrence

in the contention that an endarteritis was the causative factor,

for infarction was absent in other parts where an endarteritis

was also present. Under their contention the occurrence of this

extensive infarction: (i) in only females; (2) following preg-

nancy; (3) with complete and bilateral involvement of the

one zone of the cortex, remains unexplained. One would

expect that extensive cortical infarction would be more prevalent,

in both men and women, if an endarteritis were the cause.

Chronic interstitial nephritis of the arteriosclerotic type, with

its manifold arterial lesions does not call forth cortical infarction.

The thrombi in the cortical vessels appeared to have no asso-

ciation with the arterial walls. Inflammation in the arteries

was lacking, and there was no sign of a gradually developing

thrombosis in any one branch and spreading to the other vessels.

4
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From the clinical evidence of rapidly developiiig suppression,

and from the microscopical picture of the granular thrombi,

I believe the thrombosis occurred simultaneously in all the renal

vessels, as a result of certain metabolic changes of secretion in

pregnancy. What these changes are I cannot venture to say.

But, as a result, there has occurred a dissolution of the red-blood

cells in this particular part of the arterial tree, and the debris

—

and possibly the agglutination of these cells, has led to a plug-

ging of the smaller arteries. To be exact, this process is rather

an embolic one, coupled with thrombosis, and is similar to the

agglutinated red-cell thrombosis in the liver. Evidence is

lacking to assert that an increased coagulability of the blood

had been produced in this portion of the arterial system and had

led to a blocking of the cortical arterial stream.

My thanks are due to Dr. G. A. Berwick, for the permission

of reporting this case.

OVARIOTOMY DURING PREGNANCY.*
BY

CHARLES GREENE CUMSTON, M.D.,

Boston, Mass.

During the past ten years I have had occasion to interfere

for ovarian cystomata during pregnancy five times, and it oc-

curred to me that a paper on the subject might not be out of

place at the present time.

The first case was a cyst the size of a fetal head at term and

proved to be a dermoid, which must of necessity have been pre-

sent for a considerable length of time, but had never been dis-

covered until the patient was pregnant for the fourth time.

M. M., thirty-seven years of age, had given birth to three healthy

children, all the labors having been easy, requiring no instru-

mentation. The last child was born three and a half years ago.

When seen in consultation the patient was about nine weeks

pregnant and complained of severe pains in the back and abdo-

men. By examination a right-sided, movable cyst was easily

made out. Laparotomy revealed a dermoid, which contained

hair and fat. Forty-eight hours after the operation labor pains

of a mild character commenced, but were controlled by rectal

enema of chloral and ammonium bromide in large doses. They

* Read at the annual meeting of the American Association of Obstetricians and
Gynecologists, Baltimore, Md., Sept. 22-24, 1908.
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disappeared completely at the end of forty-eight hours, and the

patient went to term, being delivered of an eight-pound girl.

If the symptoms, which cause the patient to consult a

physician, are considered, one will usually find that they consist

of abdominal pain and backache, coming on rather suddenly and

from no evident cause. Most of these patients feel relatively

well until the tumor gives rise to pain. In my second case

the symptoms were so severe that one might almost be led to

suppose that intestinal obstruction was taking place. Mrs. F. W.

,

twenty-nine years of age, had given birth to two healthy children,

the labors being uncomplicated. Six months after the last labor

she aborted for no known cause at about the third month.

After the abortion the menstruation occurred four times, the

last being nine weeks previous to my visit. The patient, who
had always considered herself in excellent health, noticed that

her abdomen was still somewhat increased in size after the

miscarriage. She then commenced to complain of very severe

abdominal pain accompanied by vomiting, chills and a slight

rise in temperature. The patient was carefully watched for a

few da3's, when these rather violent symptoms subsided. Ex-

amination revealed a uterus about the size of a two months'

pregnancy and lying behind it was found a cystic tumor. Opera-

tion was advised and accepted.

The walls of the cyst were somewhat adherent to the parietal

peritoneum and omentum. A dark, reddish-colored fluid was

let out from the cyst, after which the pedicle of the tumor was
examined and found twisted on its axis twice. It was full of

ecchymotic spots. The after-progress of the case was perfectly

satisfactory and at no time was there any evidence of a com-

mencing miscarriage. She was delivered spontaneously at term.

In the following case the patient had been cognizant of a

gradual enlargement of the abdomen for a number of months,

but as there had been no symptoms, no medical advice had been

sought when on account of sudden intraabdominal pain, I

was asked to see the case. The symptoms presented were cer-

tainly peculiar; in a very short time prolapsus had occurred, and

for a fortnight before seeing the patient, there had been consider-

able disturbance in the micturition, to such an extent that, on

account of the retention, the bladder had to be emptied with a

catheter. The pathologic condition found at operation explains

the symptoms.

Mrs. W. H. G., thirty-nine vears of age, had had two
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normal pregnancies, the last seven years ago. The last men-

struation occurred four months ago, at which time a considerable

amount of blood was lost. For the past three weeks the patient

has noticed the development of a prolapsus and for the last

fourteen days has complained of pain in the abdomen and the

sensation of severe pressure when passing urine. Three days

before we saw her a catheter had to be passed on account of

retention. Upon examination the cervix uteri protruded

through the vulva. The corpus uteri was retrofi^xed and lay

in the small pelvis. In direct connection with the organ was

found a tumor, probably of a cystic nature, extending con-

siderably above the umbilicus. Laparotomy revealed a cyst on

the left the size of an adult head which was nowhere adherent.

It had displaced the uterus to such an extent that a torsion of

the organ had resulted in the supravaginal region. The torsion

was about 140°. After the cyst was removed the uterus was

readily straightened and brought into normal position. The

ultimate outcome of the case was satisfactory and an examina-

tion made one week after the operation showed the uterus in its

normal position. The patient went to term and had a normal

labor.

According to Jetter's statistics, there were thirty-one der-

moids out of a total of 105 instances of ovarian tumors occurring

during pregnancy. This would make 19 per cent, of dermoids

when, generally speaking, relationship of dermoids to other

ovarian cystomata is about 4 per cent. Stauda explains this

frequency of dermoids, as found during pregancy compared to

other cystomata, from the fact that their growth is slow and

gives rise to few symptoms, so that the patients do not come

under medical observation, whereas in other more rapidly grow-

ing cysts, they come under treatment much earlier and are oper-

ated on when no preganacy is present. Martin also believes

that dermoids, owing to their pelvic situation, are less likely

to be discovered than the more superficially situated cystomata.

Generally speaking, diagnosis of ovarian growths during

pregnancy can be made with ease, but in one of my cases it

was only a probability, and, as will be seen, this case shows how,

under some circumstances, the diagnosis may be far from easy,

because, in spite of the fact that the pregnancy had reached

nearly the sixth month, it was impossible to palpate the uterus

on account of the very large size of the neoplasm. It is possible

that under narcosis I might have been more successful, but, as
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operation was indicated, it was considered needless to submit

the woman to more than one etherization.

Mrs. H. F. C, thirty-two years of age, married seven years, had

never been pregnant. The menstruation had always been regu-

lar and painless, but has been absent for five months. For

about two years the patient has noticed a gradual increase in the

size of her abdomen, although she has never suffered. Ten days

before coming under observation, she was suddenly taken with

very acute pains in the abdomen and these have steadily in-

creased. The abdomen is enormously enlarged, and when the

patient is in the erect position it sags forward. Percussion

gives a clear note all over the abdomen, excepting in the left

hypochondrium where a tympanitic note can be elicited. A
distinct fluctuation could be made out. The bases of both

lungs were pushed upward. The vaginal mucosa and cervix

are of a dark blue color and extremely lax. The anterior and

posterior vaginal culs-de-sac are prolapsed, and distinct fluctua-

tion can be detected in the posterior cul-de-sac. The uterus and

adnexa cannot be palpated. After incision of the abdominal

walls a sticky fluid made its exit under high pressure, about twelve

to fifteen liters being voided. After this had occurred it was found

that there was no ascites, as we had at first suspected, and that

the walls of the cystic growth were intimately adherent to the

peritoneum. With considerable difliculty the cyst was finally

peeled off, a short pedicle was found with difliculty and ligated.

After the cyst had been freed, a five months' pregnant uterus

came into view. Recovery was uneventful and the patient

was delivered by her physician at term.

The indication for operative interference during pregnancy

is usually due to the severity of the symptoms presented by the

patient. These usually appear rather suddenly and indicate

in many instances that some change has taken place in the

growth. In the last-mentioned case the great dimensions of

the growth in itself, combined with pregnancy, were enough to

cause serious danger to the patient. The difficulty in mictu-

rition and the prolapse in my third case would also have led to

serious complications, even if the uterus had not undergone

torsion. According to Martin, only two instances of cases of

ovarian tumor complicating pregnancy are known in which

hyperemesis was the principal symptom and indicated operative

interference. One of these cases, which was recorded by Atlee,

died in spite of removal of the growth thirty days after the opera-
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tion from exhaustion, while the second patient, who was under

the care of MangiagalH, continued to vomit after ovariotomy

had been done, so that he was obHged to empty the uterus, this

resulting in recovery. Now, while in both of these cases, removal

of the cyst had no influence upon the hyperemesis, I saw in con-

sultation one case occurring in the practice of another surgeon

where vomiting stopped after the interference and pregnancy

continued to term.

In my fifth case I removed the cyst by posterior colpotomy,

and, although much has been said about the dangers connected

with this operation when undertaken during pregnancy, it will

be seen that, at least in this case, no difficulties presented them-

selves. It has been upheld that the vaginal route is more apt

to give rise to interruption of pregnancy than abdominal incision,

because more manipulation is required for the removal of the

growth, and consequently more direct irritation is caused to the

lower uterine segment, but in my case the growth was very

movable, about the size of a large orange and laid directly in

the small pelvis; consequently, it seemed rather more proper to

remove it per vaginam. What we particularly noted was that

excessive bleeding of the vaginal incision did not occur. The

history of the case is briefly as follows:

Mrs. M. W., thirty-four years of age, had been previously

delivered of two healthy children. For the last three years

her menses had been irregular, sometimes occurring every three

weeks, at others every five or six. The last menstruation was

four months ago. For several weeks she has complained of

rather sharp pain in the right side. Upon examination the

uterus was found enlarged, corresponding to a pregnant uterus

between the third and fourth month. Behind it and somewhat

to the left a movable elastic tumor could be detected. Posterior

colpotomv. Upon incision of the vaginal vault no marked

hemorrhage was encountered. Upon opening the abdominal

cavitv a cvstic tumor presented itself directly into the vaginal

wound. Pushing the uterus to the side, the growth was easily

brought down and its pedicle clamped. During this maneuver

the cvst was ruptured, its contents proving that is was a dermoid.

The pedicle was easily ligated and the cyst removed. The

pedicle was reduced into the abdominal cavity and the colpotomy

incision closed; recovery was uneventful, the patient going to

term and being delivered without complications.

As to the frequency of miscarriage occurring after abdominal
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or vaginal operations, I am unable to find any statistics of value,

but, generally speaking, it would seem that, at least in the case

of ovarian cystomata, this unfortunale occurrence is not frequent.

Circulatory disturbances following operation have been accused

as the cause for interruption of pregnancy, and these may
natural!)^ occur whether the cyst is removed by abdominal in-

cision or per vaginam. At the present time I believe it may be

said that ovariotomy during pregnancy is a justifiable procedure

and should always be resorted to when indications present.

It is evident that colpotomy is a simpler operation, and in my
opinion, when the existing conditions are such that it can be

undertaken, it is preferable to abdominal incision.

There is no doubt whatever but that the severity of the

operation, the length of time consumed and so forth, influence

the pregnancy, and another most important factor in the pro-

duction of miscarriage is, to our way of thinking, a cooling of the

abdominal organs and peritoneal cavity during laparotomy.

If we are correct in this supposition, then posterior or anterior

colpotomy should be selected when possible. When the cyst is

small and located in the small pelvis, and if it is movable, re-

moval per vaginam seems proper, because there is less intra-

abdominal manipulation.

Of the complications found during operation, I would call

particular attention to torsion of the pedicle and, whether this

occurs during pregnancy or not, the symptoms to which it gives

rise may simulate acute or chronic intestinal obstruction or

appendicitis. In my second case the violent symptoms presented

by the patient were undoubtedly due to the torsion of the

pedicle. From reported cases, adhesion of the tumor with the

neighboring organs, the omentum or intestine, is not uncommon,
and in one of my cases these united the growth so firmly to the

parietal peritoneum that the tumor ruptured before it was

first noticed. Marked displacement of a pregnant uterus is also

common in these cases and torsion of the organ may occur.

The greatly elongated prolapsed cervix in this case may, in all

probability, be accounted as a result of edema of the cervix,

due to shutting off of the vascular supply and the prompt re-

covery of this symptom after operation would seem to favor this

theory.

Pregnancy complicated by ovarian growths has been consid-

ered rather infrequent when one considers the great frequency

of ovarian tumors. This rarity has been accounted for by the
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fact that women having pathologic changes in the ovaries gener-

ally conceive less readily. Now, although without any doubt

this may be quite correct, that the diseased ovaries are the cause

of sterility, still, as a matter of fact, numerous cases have been re-

corded in which, in spite of advanced degeneration of both glands,

pregnancy nevertheless occurred. The fact that in such cases

conception did take place simply goes to show that a portion of

healthy ovarian tissue is sufficient for the occurrence of normal

ovulation. I have had one case, where, on account of cystic

changes in both ovaries the patient, having been married for a

number of years, had never been pregnant and had been a great

sufferer. I removed one ovary and resected two-thirds of the

other, with the result that a few months after operation,

she became pregnant and was delivered at term of a robust

child.

Personally, I am of the opinion that cystomata complicating

pregnancy is much more frequent than has been generally ad-

mitted because it must be that very many cases where there is

pregnancy compHcated by an ovarian tumor, do not come under

surgical observation for the simple reason that no symptoms

arise. Then, again, we all know that an accidental discovery of

an ovarian tumor during pregnancy, labor or the puerperium is

often made, the case having rur a symptomless course. Further-

more, among patients who are Operated on for ovarian growths

those who have been sterile" are far from representing the ma-

joritv, and I believe that, in going over statistics, one will usually

find that they are multiparous in a large proportion, so that it

mav be assumed correctly that the growth existed during the

patient's last pregnane}'. Reamy, out of 257 cases of ovarian

growths, found that there were 321 pregnancies and 266 normal

labors. Reports from obstetric clinics show beyond doubt that

small ovarian growths frequently remain undiscovered if no

definite symptoms are present causing an examination of the

patient to be made. I would point out what seems to me a

rather astonishing statement, viz., that out of 17,832 labors

taking place in the Obstetrical Clinic of Berlin, only twenty

were complicated with ovarian growths. Dohrn believes that

pregnancy complicated with ovarian tumors may be placed at

4 per cent., while Williams has stated that such growths are

observed relatively less frequently in married than in single

women. This peculiar relationship may possibly be explained

bv the fact that unmarried primiparae are examined much more
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frequently during pregnancy or labor, because they represent the

largest contingent of public obstetrical clinics.

From what has been said, it becomes evident that, even

with the presence of an ovarian tumor, pregnancy, labor and the

puerperium may give rise to no disturbances and a large number

of cases have been reported in which, in spite of certain complica-

tions, the patient has had a normal labor without surgical inter-

ference. In the majority of these cases, it is probable that the

growth was of a benign nature and of slow development, in which

instance it is likely that the tumor was a dermoid. For

all that, it should not be said that the prognosis is good, generally

speaking, although so many favorable ca^es have been reported,

and in every instance where an ovarian tumor is found acciden-

tally during pregnancy, labor or the puerperium, the physician

should realize that he is dealing with a serious condition of affairs

which at any moment may result fatally for the patient. The

interchangeable relationships between ovarian tumors and

pregnancy, labor and the puerperium are very numerous, and

reference will be made to them later on.

Opinions are divided as to the influence of pregnancy on ovar-

ian growths. Undoubtedly, if a patient the possessor of an

ovarian tumor becomes pregnant, the symptoms, if already

present, will become more marked. The theory put forward by

Leopold and Wernich, that ovarian growths complicated by
pregnancy have a tendency to undergo malignant transforma-

tion, is a much-discussed question. If this theory be correct,

then, in reality, one would encounter malignant transformation

in these growths during pregnancy very much more frequently

than is actually the case. In point of fact, not a single instance

recorded by these authors strengthens their theory, because they

could not prove that the neoplasms were not originally

malignant. On the other hand, I believe it is generally

admitted that pregnancy influences the growth of ovarian

neoplasms. The increased blood-supply to the genitalia result-

ing from conception should, theoretically, increase also in the

tumor, which naturally would result in a more rapid growth

;

but other authorities believe that the increase of the vascular

supply existing in the uterus and ovaries is only manifest during

the first three months of pregnancy, as is shown by the devel-

opment of the corpus luteum verum, and that during the

remainder of the pregnancy ovarian activity ceases completely,

and consequently there is no cause for an increased blood-
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supply to these glands. Other competent writers maintain

that the blood-supply to the ovaries is less during pregnancy,

because the premenstrual congestion, which, according to them,

is the principal reason for the growth and development of ovar-

ian tumors, does not take place during pregnancy. Consequently

they maintain that, when ovariotomy is done during pregnancy,

and an increased vascular supply and extravasated blood is

found in these growths, this should not be considered as the

result of an increased arterial supply, but rather the result of

stasis from venous reflux. If these facts be correct, preg-

nancy should have a retarding influence on the growth of

these tumors. A number of investigators have come to the con-

clusion from their own observations that, owing to the enlarge-

ment of the uterus, the resulting limitation of space would hinder

further development of ovarian growths. According to this point

of view, which, in reality, is of no very great importance, after

the uterus becomes empty, an immediate and rapid growth of

the neoplasm would naturally be expected, and Sir Spencer Wells

made the observation that ovarian tumors decreased in size

during pregnancy and after labor again increased in size. Now,
although the theory that ovarian tumors evince a greater

tendency to increase in size after pregnancy has taken place,

cannot be upheld as absolute so far as its correctness is concerned,

it nevertheless remains a fact that the dangers of ovarian tumors

in pregnancy are many.

In the first place, one should take into consideration the dis-

turbances in the blood-supply which arise as a result of the

particular position of the growth, with or without torsion of the

pedicle. Displacements of these tumors can easily be explained

by the gradual pushing up of the abdominal organs and those

contained in the small pelvis by the constantly increasing size

of the pregnant uterus. Lohlein after a careful study has

come to the conclusion that torsion of the pedicle occurs in 8

per cent, of these cases. Aronson found torsion of the pedicle

eight times in seventy-two.ovariotomies performed during preg-

nancy, thus making 12.8 per cent., while Dsirne met with it ten

times in 109 cases ; in other words, 9. i per cent. From these figures

the first conclusion to be drawn is that certain writers have laid

too much stress upon the enlargement and upward growth of

the uterus, and that the influence of pregnancy and the placenta

upon the blood-supply of the ovarian cystomata has been much
overrated. On the other hand, Lohlein does not attribute

i
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much to pregnancy as far as circulatory disturbances from a

twisted pedicle are concerned, but is of the opinion that, during

the postpartum this complication is much more frequent. He
points out that the anatomical conditions after labor are particu-

larly favorable for the occurrence of torsion, because, in the first

place, the pedicle has been greatly stretched on account of the

upward growth of the corpus uteri and to this is added the

sudden decrease in the abdominal contents follow^ing the empty-

ing of the uterus and which leaves behind it relaxed abdominal

walls. All these circumstances naturally allow an ovarian cyst

to become very movable if the latter is not adherent nor of very

large size. If, to this is added a rapid change in the location of

the tumor, then torsion of the pedicle or its rupture may easily

result.

It would seem evident that pregnancy, in which the change

in the position of the abdominal viscera takes place gradually

leads to a constant limitation in the mobility of the various ab-

dominal viscera and the tumor, a condition of affairs not favorable

to the development of torsion. Besides, in most cases, torsion of

the pedicle during pregnancy will occur so gradually if no trauma

is inflicted that oftentimes it does not lead to severe symptoms,

such as are enountered in a torsion suddenly taking place and

giving rise to hemorrhages into the cyst. That intracystic

hemorrhages giving rise to peritoneal symptoms may take

place during the puerperal state without any twisting of the

pedicle is a fact too well known to cause any comment here.

In many of these cases the cause of the symptoms was a rupture

of the pedicle which, perhaps, was overlooked at the time of the

operation.

Under some circumstances torsion of the pedicle, by cutting

off the blood-supply to the growth, may result in atrophy of the

latter, until a blood-supply is again given it through peritoneal

adhesions contracted by the tumor. A decrease in size of ovar-

ian cystomata during pregnancy has been observed by a number
of competent men. Cases in which intracystic hemorrhage has

given rise to alarming symptoms have been reported a number
of times. Suppuration of the cyst during pregnancy is a very

serious complication, and when the growth is small and not easily

detected the diagnosis is a very delicate matter and oftentimes

not made until the abdominal cavity has been opened.

Just as under certain circumstances the occurrence of preg-

nancy may exert an unfavorable influence upon an existing ovar-
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ian tumor, so may the tumor itself influence unfavorably preg-

nancy, labor or the puerperium. The presence of the ovarian

cyst may without any doubt produce premature labor, espec-

ially if, on account of the tumor, a retroflexion of the uterus

results, or on the other hand, if, from the size of the cyst,

development of the uterus is much interfered with. However,

I am under the impression that perhaps too much stress has

been laid to this factor, because in many cases the most peculiar

displacements, of the uterus may occur and still pregnancy

go to term.

I believe that it can be safely admitted that those cases

in which pregnancy goes to term, in spite of the presence of an

ovarian cyst, represent the majority. Frequently, the influence

of the tumor on the pregnancy is merely represented by an in-

crease of the physiological symptoms of pregnancy, a condition

of affairs which causes the patient to consult a physician who
then discovers the growth.

The disturbances during pregnancy may become so severe

owing to the presence of a tumor that they certainly are an indi-

cation for ovariotomy and experience also teaches that the good

results of operative interference in such cases have not been ex-

aggerated, because, very frequently, the distressing symptoms,
which up to that time had failed to be relieved by proper thera-

peutic measures have disappeared at once after the operation.

However, just how much hyperemesis is influenced psychically

by the operation is difficult to ascertain.

Very large ovarian cystomata may become a source of danger,

in that they tend toward the production of dyspnea, albumin-

uria and edema, particularly toward the end of gestation.

Labor, without doubt, can proceed spontaneously without any
difficulty in spite of the presence of an ovarian cyst. This is

made evident from the fact that the tumor is not infrequently

discovered after birth.

While large growths may sometimes cause disturbances in

the uterine contraction or displacement of the uterus, with a

consequent abnormal position of the child and disturbances in

the placenta, small tumors may cause serious interference

during labor when they directly obstruct the birth-canal and

cannot be reduced. In these cases everything depends upon

the possibility of reduction of the growth into the abdominal

cavity. To obtain this result many methods have been advo-

cated which, even under the most difficult circumstances.
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may possibly be crowned by success. If, in such cases, spon-

taneous rupture of the cyst occurs, there is still a certain

amount of danger for the mother. The possibility of strangu-

lation of the tumor during labor certainly should have great

weight when considering the proper treatment to pursue,

and also in those cases where the growth has never given rise

to any symptoms and has only been discovered accidentally

during pregnancy.

The puerperal stage is, generally speaking, the least affected

by the presence of ovarian cystomata as long as torsion of the

pedicle does not occur. Disturbances of involution are cer-

tainly quite possible and have been observed, but they are

generally of slight importance if postpartum hemorrhage arising

directly after labor as the result of insufficient uterine contrac-

tion is not considered here. In order to avoid the unpleasant

accidents resulting from a twisted pedicle during the postpartum,

absolute quiet and a well-applied abdominal binder have been

recommended.

Regarding the diagnosis, it may be said that, differentially,

errors are most likely to occur when a very large cyst exists with

a pregnancy in its early stages, especially when absence of

menstruation is looked upon as a symptom of a commencing
menopause, or disturbances in the menstruation resulting from

ovarian trouble, because palpation of a slightly enlarged uterus

in connection with a large abdominal tumor may be very diffi-

cult or even impossible, especially if the tumor is intimately

adherent to neighboring organs, thus interfering with the

mobility of the uterus. Under these circumstances, the tumor
is diagnosed, but not the pregnancy and a large number of such

cases have been recorded where abdominal section was done for

the ovarian tumor and the pregnant uterus only discovered at

the time of operation. It is quite evident that the number of

such mistakes must be large.

It has also happened that a pregnant uterus has been mis-

taken for an ovarian cyst and has been incised, when the true

condition of affairs w^as discovered. When small cysts exist,

which are closely adherent to the uterus, they may be easily

diagnosed as extrauterine pregnancy. The soft, elastic ovarian

cyst gives to the feel the impression of an impregnated tube,

while the enlargement of the uterus which is always found in

extrauterine gestation is naturally accounted for. The possi-

bility of such an error is particularly probable when an ovarian
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tumor of long standing, causes, by the suppression of the menses,

symptoms of the beginning of pregnancy. Under some circ'um-

stances it is possible in these doubtful cases to come to a correct

diagnosis only after repeated examinations have been made at

intervals of two to three weeks, provided that serious symptoms
do not compel the surgeon to interfere at once before the diag-

nosis is definitely determined.

The necessary gentleness in palpation, when one suspects

a tubal pregnancy, is another cause of difficulty in making a

diagnosis. The introduction of a uterine sound which has been

recommended, but which, in my opinion is absolutely dangerous

and should be proscribed, can at the most be only justified

when intrauterine pregnancy has been excluded with certainty,

a thing not easily done.

If an ovarian cyst is diagnosed during pregnancy treatment is

based upon the decision as to whether the growth should be re-

moved during pregnancy or after labor. Artificial interruption

of pregnancy, which formerly was frequently advised, is at pres-

ent rejected since it is well known that the prognosis of an

operation during pregnancy is hardly more unfavorable than

when this condition does not exist. The question is whether,

according to the present status of operative interferences,

abortion, that is, interruption of pregnancy during that period

in which we can with some certainty expect to deliver a living

child, is still to be seriously' considered. Very recently this has

been advised by Earner. Others advise resorting to this meas-

ure only in those rare cases of hard neoplasms and dermoid cysts

which lie immovable in the small pelvis and would thus seriously

interfere with labor. In such cases where the possibility of the

passage of a full-developed child is considered impossible or at

least very difficult, induction of labor toward the end of preg-

nancy is considered proper by some because of the greater

probability that a living child will be born.

Lohlein, without contradicting the theoretic qualification of

this question in general, considers the indication for premature

labor only in a certain class of cases with complications of

pregnancy, namely, when, aside from the ovarian cyst, severe

symptoms due to other pathologic processes develop and which

are entirely due to gestation, such as the nephritis of pregnancy

complicated with an ovarian cyst. Such a complication of

pregnancy would be an indication for artificial emptying of the

uterus even without the presence of a cyst. Consequently, from
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what has been said, it may be assumed that artificial premature

labor has been abandoned in these cases. The reasons for this

are apparent. In the first place, the prognosis of the fetus is

alwp,ys an uncertain matter, while, on the other hand, the mother

is not relieved of her original trouble, the tumor, by merely

emptying the uterus. The danger from the tumor, which is to be

especially looked for in the postpartum, still remains, and sooner

or later ovariotomy will be absolutely necessary.

Puncture of the cyst, which was so greatly advocated years

ago, is to-day merely a matter of history, although a few writers

have recently advised it for the relief of symptoms. It has

probably been given up at the present time by the majority of

operators, and rightly so, because in the first place, it does not

cure the affection, as the cysts very rapidly refill, and also on

account of the dangers, which are sometimes greater than abdom-
inal incision. Infection of the cyst, which was formerly greatly

feared, can, of course, be avoided by careful asepsis; but, on the

other hand, injury to neighboring abdominal viscera, especially

the gut, can often not be avoided, and therefore abdominal

incision is to be greatly preferred even for diagnostic purposes.

It should always be recalled that after a large cyst has been

evacuated by trocart, hemorrhage, both intraabdominal as

well as intracystic may arise, partly as the result of a direct

injury to the larger vessels, partly as a result of a sudden diminu-

tion of the intraabdominal pressure. Torsion of the pedicle,

due to the greater mobility of the growth after puncture, has also

been observed, while escape of the cystic fluid into the abdominal

cavity carrying along with it particles of the growth, when it has

been a proliferating ovarian cyst, has resulted in the formation

of metastases on the peritoneum. When in conclusion, one

reflects that acute peritonitis may easily follow puncture of a

suppurating cyst, there is reason enough to reject this procedure.

To my way of thinking, the only rational procedure is ovari-

otomy, and the favorable results which have been reported when
this operation has been undertaken during pregnancy have con-

clusively demonstrated that gestation is no contraindication to

the operation. I believe that this statement is generally admitted

by all surgeons of any experience. Out of 266 cases the mor-
tality was only 5.4 per cent, for the mother. As to the interrup-

tion of pregnancy due to the operation I find a percentage of

22.4 per cent. It is evident that a great number of cases,

particularly the unfavorable ones, have never been reported.
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and for this reason I merely submit the above figures for what
they are worth without attributing to them any absolute value,

but they certainly show that, as abdominal operations go, the

prognosis should be considered very favorable, particularly for

the mother and not so bad for the fetus.

If these figures are to be taken into serious consideration,

it is necessary to weigh the question carefully whether in all

cases where an ovarian tumor is found one should operate at once.

The opinion that every ovarian growth found during pregnancy

is an indication for immediate operation is, perhaps, most

universally agreed to by operators. Since it has been pretty

conclusively proven that the cases operated upon during the

first few months of pregnancy usually go to term, it seems evi-

dent that an early operation should be undertaken, as the prog-

nosis for the chlid is far better. If one recalls the causes which

bring about uterine contraction after ovariotomy, it is not

surprising to see that better results are obtained when the opera-

tion is undertaken in the early months of pregnancy. These are

the mechanical irritation caused by the manipulation of the

uterus and its adnexa, and the sudden cooling of the peritoneal

cavity, which relaxes the muscular structure of the uterus, re-

sulting in expulsion of the fetus.

The preparation of the patient for the operation during

the second half of pregnancy may, in itself, stimulate the uterus

sufficiently to cause a miscarriage. Then, again, during the oper-

ation, the uterus towards the end of pregnancy would bulge

into the abdominal incision and has to be manipulated far more

in order to get it out of the way so as to reach the growth. It

may be, too, that the sudden cooling of the peritoneal cavity

may have a different effect upon a much enlarged uterus, espe-

cially when the organ has been manipulated considerably in order

to reach the tumor. The irritation produced from the lowering

of the temperature should not be underrated, as it is well known
that the application of cold to the abdomen is often resorted to

in cases of postpartum hemorrhage in order to cause the uterus

to contract.

It is quite evident that the favorable results obtained during

the first few months of pregnancy are not merely accidental,

and, what is more, under certain conditions, a timely ovariotomy

may even prevent a threatened miscarriage, several instances

of which have been reported.

Advising an operation as soon as possible in cases of ovarian
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tumor during pregnancy, in order to avoid the complications
which may occur during labor, pregnancy or postpartum seems
to me justified. It is unnecessary to discuss the need of opera-
tion in those instances where the growth gives rise to verv trouble-
some symptoms, as well as for those tumors lying in the small
pelvis which may seriously interfere with the progress of labor.
In those cases, however, where the growth has not caused anv
symptoms, and where, in all probability, they need not be feared,
it might be of interest to the child to temporize, provided that
there are no evidences of the growth being mahgnant. Fehling
prefers to temporize in cases of first pregnancy or where the
women have had few children with the hope of obtaining a
viable infant.

However, the difficult point in these cases is to decide what
shall be done when the patient is first seen during the middle of
pregnancy, because it seems a pretty well-settled matter that
when operation is done at this time miscarriage is more frequent.
Therefore, under these circumstances, if no serious svmptoms
are manifest, operation may be deferred as long as possible.
At the end of pregnancy ovariotomy is the least serious,

because the prognosis for the child is good, and even if it is

undertaken during the ninth month and labor follows imme-
diately upon the operation, it is probable that a living child mav
be born, provided that other conditions are favorable. As far
as the mother is concerned, it is evident that by the removal
of the tumor the comphcations resulting from it are removed.

It would appear that there are no special difficulties to be
expected during labor, because many instances have shown that
even during the period of expulsion the abdominal wound is not
disturbed. However, if labor occurs before the patient has
fully recovered from the effects of the anesthetic, one should be
prepared for a rather profuse hemorrhage during expulsion of the
placenta. For this reason it is perhaps preferable to remove
the placenta manually as soon as the child has been extracted.

Bilateral ovariotomy has also been done during pregnancy,
and it would appear that this interference is practicallv no more
serious than when disease exists on one side onlv. Under these
circumstances, however, an eariy operation is more imperativelv
called for, because when bilateral growths exist thev not infre-
quently are of a malignant nature. Premature labor does not
occur, apparently, with any greater frequency in these cases
because the operation does not usually present anv more diffi-

k
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culty than when one ovary is alone the seat of the trouble. It

has been stated that, after bilateral ovariotomy, more serious

hemorrhage occurs during labor and the postpartum on account

of the effect of castration on the uterine mucosa, but I merely

mention this fact and make no comment on it, having had no

personal experience in the matter. I would, however, say that

the relationship, as yet insufficiently understood, between the

ovaries and the non-pregnant uterus in its normal condition, can

also be applied to the pregnant uterus, and since it is generally

admitted that during gestation ovarian activity ceases it may
quite properly be assumed that when, after ovariotomy in-

terruption of pregnancy occurs, this is due to the direct irritant

action of the operation on the uterus.

871 Beacon Street.

VINCENT'S ANGINA DURING PREGNANCY.*

A CASE REPORT WITH BACTERIOLOGICAL STUDIES AND AUTOPSY

FIXDIXGS.f

BY

FRAXKLIX ROYER, M. D.,

Philadelphia, Pa.,

Formerli- Chief Resident Physician, Municipal Hospital.

Vincent's angina is a term used in modern medical nosology

to include a series of lesions of the mucous membrane and skin

about the throat and mouth believed to have a common etiology.

By almost universal consent, the term "Vincent's angina" has

been applied to these lesions because the description used by
him of the spirilliform organisms associated with fusiform bacilli

was so clear and followed so soon after his demonstration, that

the work of Bernheim who demonstrated these organisms several

months earlier, of Bernheim and Pospischill who first described

these organisms in ulcero-membranous stomatitis, and of Plaut

who reported spirilli in five cases of noma have been largely

overlooked by the profession, and the work of Seiffert and others

has only recently been recalled by Weaver and Tunnicliflf.

In the ten years that have elapsed since these organisms were

first found in tissue and smear preparations in ulcero-membranous
sore throat, many case reports have been written and several

review articles on this subject have been published. The most
noteworthy articles from a scientific stand-point are those of

* Paper read before the Philadelphia County Medical Society, October 13, igo8.
fFrom the case records and laboratory records of the Municipal Hospital.
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Herman, of Xew York, and the larger review of Weaver and Tunni-
clifife, of Chicago; the later article including a summary of the
hterature of noma and such gangrenous and ulcerous mucous
membrane and skin lesion as might be grouped under one heading
because of having a common set of organisms constantly associ-
ated in the lesion and believed by many to be the causative agent.
The reason for delay until 1897 and 1898 in finding this asso-

ciation of interesting organisms is that modern culture methods
practically fail to grow this particular group of bacteria. The
investigator has often studied by bacteriologic cultures noma,
gangrenous stomatitis and hospital gangrene with disappointing
and inconstant results.

Careful sta ning of smear preparations made from the site
of this disease using, preferably, a solution of carbol-fuchsin,
methylene blue or one of the azure preparations will show with
great uniformity the spirilliform bodies and the fusiform bacilli
now generally accepted as being the cause of these lesions.
Careful staining of sections of tissue going through this mem-
branous or gangrenous area will show that the spirilliform threads
extend even beyond the lesion and into practically normal
tissue. Cultural methods except, possibly, anaerobic technic,
fail to secure growths of these germs, hence complete proof as
to the cause is lacking. Koch's circuit cannot be fulfilled until
newer methods satisfy his conclusions.

Enough work has been done, however, to justify our accepting
this organism as the probable cause of all membranous, ulcerous
and gangrenous lesions of the mucous membrane and of the skin
in which this group of bacteria is found constantly associated.
We certainly are justified in looking for a broad clinical term

which will include all these lesions, whether they be on skin surface
or mucous membrane and whether they be membranous, ulcerous
or gangrenous. Until such time comes we must be content, in
speaking broadly, to use the term Vincent's angina for the
mucous membrane lesions and noma for the gangrenous skin
lesions showing these organisms.
The fatal illness which we are about to detail began as an exu-

dative or pseudomembranous tonsilitis and remained locahzed
for six days or until labor began. It spread rapidlv as a mem-
branous process and showed sHght ulceration when the mem-
brane was removed on coming under my care. The lesions ex-
tended rapidly and became generally gangrenous and widely
destructive later. The disease did not act like true diphtheria,



644 royer: Vincent's angina during pregnancy.

nor was the pseudomembrane characteristic of diphtheria except

in certain areas. A provisional diagnosis of Vincent's angina

was easily confirmed by studying the smear preparation.

The history is as follows:

Name, H. B. Age, twenty years, unmarried. Admitted from

the service of Dr. John C. Hirst, Maternity Hospital, Tenth and

Fitzwater Streets. She had rheumatism and measles in early

life, talipes varus since birth, both feet being badly involved.

No other history of disease.

Patient admitted to my care in the Municipal Hospital, No-

vember 17, i905,after a premature labor at eight months. Labor

induced because of contracted pelvis. Slight laceration sus-

tained.

History of the Disease.—Illness began November 11, 1905, with

angina in the form of follicular tonsillitis, the condition not

becoming serious until November 16, the day of labor. On ad-

mission the patie t was very greatly prostrated; eyei' and ears

clean ; tongue heavily coated ; breath very foul. A strip of pseudo-

membrane two to three centimeters wide is seen inside each

cheek extending along the buccal mucous membrane from a point

opposite the first molar tooth to the angle of the jaw and across

the mucous membrane in front of the articulation to the anterior

pillar, becoming continuous with the membranous-like material

on the tonsils and uvula. A similar strip of pseudomembrane
is noted on the under surface' of the tongue on each side of the

frenum. This pseudomembrane is pultaceous-looking, friable

and thick, presenting an appearance of having been piled up in

layers. Both tonsils are well covered with an exudate and a

part of each side of the uvula shows involvement. The color

of the pseudomembrane is pearly-white or grayish-white. The
involvement of the uvula and lipper portion of each tonsillooks

clinically like diphtheria, the other areas do not bear this resem-

blance and when the pseudomembrane is removed shows be-

ginning gangrene of the mucous membrane. The nostrils are

apparently not involved. Pulmonary resonance good, apex

beat of heart diffuse, sounds of fair tone. Anterior and posterior

cervical glands are considerably enlarged. There is marked cel-

lulitis of the tissues external to the tonsils and beneath the jaw.

Skin is free from eruption. Patient was given 10,000 units of

diphtheria antitoxin on admission, at 2 a.m.; it was repeated at

11.30 a.m., and again on November 19, 20 and 21.

A total of 50,000 units of antitoxin was given in the Municipal
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Hospital. She had previously been given 3,000 units at the

Maternity Hospital.

Smears and cultures carefully taken November 18 and 19

from the tonsils, from the uvula, from beneath the tongue and

from the buccal mucous membrane showed no Klebs-Loeffler

organisms. On the 19th, cultures taken from the right ton-

sil did show diphtheria organisms; on the 21st, cultures

and smears were negative for diphtheria bacilli; on the 24th,

however, positive diphtheria cultures were obtained from

both the right and left tonsils and from the buccal mucous mem-

brane. The virulence of these organisms was not tested.

The following are additional laboratory notes by Dr. E. Burvill-

Holmes

:

November 18, 1905, smears from the throat, stained, respect-

ively, with Ivoeffler's methylene blue and methylene azure, do not

show Klebs-Loeffler bacilli. Smears from the necrotic area under

the tongue and from the necrotic area of the cheek do not show the

diphtheria organism. Wright's stain reveals innumerable spirilli

and methylene azure and Loeffler's blue the presence of fusiform

bacilli.

BLOOD estimation.

Leukocyte count, 43,000 per cm.

Erythrocytes, 2,476,000 per cm.

Hemoglobin, not estimated

differential count.

Polynuclear neutrophils, 87.9 per cent.

Large lymphocytes, 6.0 per cent.

Small lymphocytes, 6 per cent.

Eosinophiles, 2.6 per cent.

Normoblasts, 4 per cent.

Myelocytes, 4.4 per cent.

Basophiles, .05 per cent.

No poikylocytosis and all red cells stain evenly throughout,

lodophilia reaction slight.

Patient's condition was decidedly worse on the 19th and

marked gangrene was seen on both sides of the inferior surface

of the tongue on the buccal mucous membrane and tonsils and

along the alveoh of both jaws; all teeth loosening rapidly. Chlo-

roform was administered, all the necrotic areas removed with

curet, all teeth were extracted, the thermo-cautery was liberally
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applied at black heat to the gangrenous areas of tongue, cheek
alveoli, tonsil and uvula. After operation, the mouth and
throat were frequently irrigated with potassium permanganate
solution, and stimulants were freely administered. On the
2oth, a severe glossitis was noted. At this time strips of
thick pseudomembrane covered in good part the cauterized
gangrenous areas. Sloughing of tissues extended beyond the
pomts cauterized. The patient at this time was able to take
little nourishment by mouth; so rectal feeding w^as instituted.
On the 22d, the oral condition was slightlv improved, and
some liquids were swallowed; an area of flatness and distant
breath sounds were discovered in the posterior left luncr extend-
mg toward the axilla. The pulmonarv impairment extended,
and by the 24th instant the patient had all signs of a septic
pneumonia developing. From this time until the 28th, the day
of death, the mouth condition remained exceedinglv foul- the
pseudomembrane slowly disappeared, the necrosis lessening
considerably. Her strength, however, gradually decreased- little
nourishment could be administered bv mouth, the rectum
became irritable and she died from the exhaustion of septic
pneumonia on the seventeenth day of illness.

This case is of particular interest in that the condition first
thought to be diphtheria developed during the eighth month of
pregnancy in an institution where no diphtheria was present
The disease should be called malignant membranous angina (Vin-
cent s angina) showing as it did in smear preparations \'incent's
spirillum and a fusiform bacillus and onlv later bv culture diph-
theria-like organisms. It is worthy of note, however, that she was
treated m the diphtheria hospital and the diphtheria germs may
have been contaminations from the hospital atmosphere she was
breathing. Virulent diphtheria organisms were recovered at
autopsy from the lungs.

The following autopsy notes by Dr. E. Burvill-Holmes are
appended as worthy perusal -

The body of a somewhat emaciated female. Rigor mortis
IS present. Very slight cadaveric lividitv. At the bend of the
right elbow IS a bluish discolored area, about 3 cm. by i cm
in the center is a small punctured wound. This is said to be the
site of a blood culture. Both feet present the condition of talipes
^arus. External genitalia, to the exclusion of the perineum
which shows evidence of recent rupture repaired bv sutures are
normal. ' '

I
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The mouth contains considerable brown, foul-smelHng fluid.

When wiped dry, a strip of gangrene is noted on the inferior

buccal membrane near the gingival margin on each side, about

two centimeters wide, extending from a point opposite the first

molar tooth to the anterior pillar of each tonsil. Both tonsils

are gangrenous, as is also the uvula. On the under surface of

the tongue on each side of the frenum is a strip of gangrene tw^o

and a half centimeters wide and about twelve centimeters long.

There is a small quantity of subcutaneous abdominal fat.

Muscles are apparently of good color and texture. Intestines

are in their normal relation and the vermiform appendix is ap-

parently normal. The peritoneum is moist and the peritoneal

cavity contains no free fluid.

The per cardial cavity contains about 5 c.c. of fluid, the peri-

cardium is normal. The heart as it lies in situ appears some-

what enlarged, particularly on the right side, and is normal in color.

On section, the right auricle is found to contain a large chicken-

fat clot. One is also present in the right ventricle and extends

into the pulmonary artery. The cavity of the right auricle is

larger than normal, as is also that of the right ventricle. The
foramen ovale is not patulous. The valves at the pulmonary

orifice and also the tricuspids are apparently normal. On the

anterior cusp of the mitral valves in the middle at the site of the

corpus aurantii is a smooth yellow nodular enlargement. It

feels cartilaginous and looks like an abnormally enlarged corpus

aurantii. The intima of the large vessels are apparently normal.

Coronary arteries are normal. The muscularis is of good color

and firm.

The pleural cavities contain no fluid, and there are no adhesions

between the parietal and visceral pleurae anywhere. The upper

and middle lobes of the right lung collapse when the thorax is

opened, as does also the lower lobe. The former are of pinkish

color, w^hile the latter is of a dark reddish-brown hue. The lung

seems to crepitate everywhere, but the lower lobe has a somewhat
more boggy feel. On section, the upper lobe shows at the apex a

cavity three centimeters by one centimeter, composed of broken-

down softened lung tissue. The material is of a greenish-yellow

Color and has a foul odor. The remainder of this lobe exudes a

large quantity of frothy mucus. The lower lobe is extremely

friable, portions of the organ being readily broken off, and it is

with ease that the finger can be thrust through it. The surface

is distinctly granular and each lobule can be easily identified.
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The entire lobe sinks readily in water. The peribronchial glands

are markedly enlarged. On section, they show no caseation or

other gross change.

The spleen is larger than usual and paler than normal; particu-

larly on section; it being of a pale pink color. It is soft.

The liver is slightly larger than normal. Its surface is smooth

and edges are round and regular; in color it is pale brown. On
section, much blood exudes and the tissues distinctly pale and

somewhat soft.

The pancreas is apparently normal.

The adrenals show nothing abnormal.

The right kidney is smaller than normal, it feels tough, the

capsule strips with some difficulty, some portions of the organ

being pulled away with it. Its surface is rough, granular and

mottled. On section, the cortex is much diminished in size.

It is whitish in color and appears to be fibrous. The pyramids

are not distinctly outlined. The left kidney presents essentially

the same appearance as its fellow.

The stomach and intestines are apparently normal.

The uterus is larger than normal, projecting upward almost

to the pelvic brim. On section, the endometrium is much con-

gested and a good deal of blood exudes. Over the anterior surface

of the endometrium are a large number of hard, blackish, vege-

tative-like growths. These are removed with difficulty, and on

section are distinctly fibrous.

The bladder contains about twenty-five cubic centimeters of

urine; the organ presenting nothing abnormal.

Pathological diagnosis

:

Gangrenous stomatitis, gingivitis, uvulitis and tonsillitis;

edema of the lungs, hypostatic congestion, pulmonary tubercu-

losis with gangrenous area of left lung; lobular pneumonia; dila-

tation of the right heart; cloudy swelling of the liver and spleen;

chronic diffuse nephritis, and endometritis. Smears of the case-

ous material from the apex of the left lung show many bacilli

of tuberculosis.

Further bacteriological notes: Cultures taken at autopsy

from the heart, spleen and liver remained sterile. Cultures

from the right and left lungs showed the Klebs-Loeffler bacillus,

and from the left lung the bacillus pyocyaneus.

Culturally, the organisms secured from the lungs at autopsy

proved to be the Klebs-Loeffler bacilli. Their virulence was

established bv the fatal result in thirtv-three hours of one cubic
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centimeter of twenty-four-hour bouillon culture inoculated sub-

cutaneously into a guinea-pig weighing two hundred and thirty-

eight grams.

I fancy this report is incidental to the hospital surroundings,

and without other proof would be inclined to look upon the labora-

tory finding during life as the diphtheria-like bacillus so often

found in these cases, and so well proven to be other than the

Klebs-Loeffler organism by Dr. Randle C. Rosenberger.

The primary history and bedside notes were written by

Dr. Joseph F. O'Neill, my assistant in charge of the diphtheria

division of the ^Municipal Hospital, and the laboratory notes by

Dr. E- Burvill-Holmes, my first assistant in charge of the labora-

tory division.

A full bibliography of this interesting disease is given with

Weaver and Tunnicliff's article in the Januar\^ number of the

Journal of Infectious Diseases.

35 South Xixeteenth Street.

REPORT OF A CASE OF ICHTHYOSIS FETALIS; PLA-
CENTA AND MEMBRANES INVOLVED.

BY
H. R COSTON, M.D.,

Birmingham, Alabama.

Obstetrician to Hillman Hospital an4 the Rescue Home; Visiting Physician to the

Mercy Home for Children.

(With two illustrations.)

Ichthyosis Fetalis.—Harlequin disease of English writers

—

is an exceedingly rare condition. According to Fischer there

had been only 42 cases reported in literature up to 1895. I have

not had access to the Index ^Nledicus, but through the various

year books I have been enabled to find reference to but two other

cases, and I am not sure that these were not included in the sta-

tistics given by him as both were reported during the year 1895

—one in the Neiv York Medical Record and the other in the

British Medical Journal.

According to Graham' it was described by Avicenna under

the heading of "Abaras nigra." He also credits AA'illan as

having given the first accurate description of the disease.

Gould and Pyle^ enumerate many cases of ichthyosis, but

usually these are cases appearing after birth.

Etiology.^—Concerning the causes of ichthyosis but little is

definitelv known. The weight of authoritv is on the side of he-
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reditary, but certainly in my case such was not true as both hus-

band and wife were each one of eleven brothers and sisters

—

twenty-two children in all—and in none of these had there ever

been any form of skin trouble known. I questioned the parents

of both husband and wife and neither knew or had ever heard of

any kind of skin trouble existing in any member of a large family

connection. Galewshy^ quotes Reyer as having reported cases

running through six generations.

]\lracek4 says it is hereditary. Kerrs says it is always heredi-

tary, while on the other hand Edgar ^ says there is no family pre-

disposition. Shoemaker 7 takes a more middle ground and says it

is strongly hereditary, but there are many cases in which heredi-

tary cannot be traced. Leloir^ classes it with the dermatoneurosis,

P'IG. I.

and Leloir says various clinical observations justify a belief in

its nervous origin and quotes Charcot as looking upon it as a

trophic trouble secondary to peripheral or central nerve lesions.

Xo authority that I have been able to consult attributes it to

any morbid, systemic condition. Shoemaker ^ says the parents

are devoid of any constitutional taint, and Taylor '° also says

it is no indication of a systemic, morbid state of either parent.

It more often attacks the male than the female; my case was a

female.

Time of Development. Rotch " quotes Ballentyne as saying it

may develop as early as the fourth month of gestation. Borland'^

says it probably develops at the close of the third or during the

fourth month.

Prognosis.—D. H. Fox says the unborn child with a severe

form of ichthyosis is usually still-born, and if born living is only

I
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capable of living a short time. However, Cabot '^ relates a case

born at the seventh month which lived to be fifteen months

old. Holt'4 relates a case of congenital ichthyosis in which exfo-

liation occurred every two or three months for the first ten month

of the child's life. More often the child is born with only a

small spot which gradually spreads over the body. Neptune^s

reports a child born with a spot the size of a thumb-nail midway
between the knee and ankle which gradually spread over the

entire body. Cases with only a limited surface involved may
survive but one with a generalized ichthyosis would almost in-

evitably perish in a few days, or weeks at most.

,FiG. 2.

Case.—Mrs. h., aet. 17, first pregnancy, born and reared far

out in the country; always well and accustomed to do such work
as people living on a farm find necessary, milking, cooking,

washing and general housekeeping. She is one of eleven children

by the same parents, all living and healthy. The husband, aet.

2 1 , was reared in the same locality and worked on the farm since

boyhood. He is also one of eleven children and all are living and
in perfect health. Both husband and wife are quite intelligent

and fairly well educated. In each family twins were of frequent

occurrence. These two young people were married December 25,

1907, and immediately removed to this city; both have clean

morals and neither had ever had any serious illness of any kind.

Mrs. ly. began menstruating December 29, it lasting five days.

This was the last menstruation. First fetal movement felt about
May 15. I was called June 19 because of a free, serosan-

guinolent discharge of several days duration but unaccom-
panied with pain. The woman was in perfect health with the

exception of this discharge. The uterus was so fully developed
that I supposed her to be at least seven months pregnant but
upon inquiry obtained the foregoing history. The fundus reached
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well up to the costal margin, especially on the right. Fetal heart
sound audible in left iliac space. Uterine soufle unusually loud
in right hypochondriac sp. ce and also heard very distinctly in

lower left iliac space. I made a tentative diagnosis of twins be-

cause of the great distention of the uterus and because of the
family history; also a diagnosis of possible lateral praevia of one
placenta because of the discharge, and also because of the soufle

heard in the left iliac region. I kept her in bed and used seda-
tives (Elix. Viburn, op. Co. N. F. and Bromides) but on the twenty-
fourth—five days after the first call—she had quite a serious

hemorrhage but no pain. I tamponed very tightly with aseptic

gauze which was left in place thirty hours. As there was no pain
and no evidence of further hemorrhage the tampon was removed
the sixth day from first call. Upon removal no dilatation was
found, but the cervix was obliterated, and eighteen hours later

labor came on and in a few hours was completed without
further incident. The child presented by the breech in right

oblique diameter with sacrum anterior. The membranes ;Were

preserved intact until the breech was passing the vulva when
they ruptured spontaneously, and the delivery was completed
almost instantly. The fetus made feeble attempts to breathe.
As the fetal limbs dropped into my hands I noted the rough
feel and scaly condition. The placenta followed immediately
—indeed, a considerable portion was extruded along with the
head, having been torn off by its advance. Such a quantity
of placental tissue I have never seen at full term, even in case of

twins. It filled an ordinary chamber two-thirds full. This case,

remember, could scarcely have been more than five and one-half
months advanced. I call particular attention to this enormous
mass of placental tissue, which accounted for the abnormal dis-

tention of the uterus and also for the hemorrhage preceding
labor. Upon the surface of the amnion and umbilical cord many
ichthyotic patches were easily found, and the amnion was three
or four times as thick as in the normal state. The pla-

centa measured three and one-half inches in thickness at its

thickest portion and extended from the fundus almost to the
internal os uteri, or from the costal margin to the pelvic brim

—

about ten inches—was exceedingly friable, so that it was diffi-

cult to handle without tearing it. I regret not having weighed
it in its fresh state. The normal placenta averages about one
inch in thickness and weighs about one pound. This one now
weighs one and a half pounds after having been well drained and
many small portions torn off. The photographs give a very
accurate idea of the condition presented b}' the fetus; it is

covered from head to foot—except flexures, the eye-lids, a small
portion of the nose and the ano-genital region—with rough scales

separated by fissures. As Cotton"^ expresses it, it "looked as if

it might have been hide-bound and the uniform development
caused a general breaking up of the epidermis with subsequent
development of crusts." The feet and hands are much thicker

—
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clubbed—than normal, the eyes are not equally developed and,
as may be seen in the figure, the nose shows some deformity.

Hyde'- says: "As a rule, these monsters exhibit marked
cranial defects, ectropion, and grave deformities of the eyes, ears,

mouth and ano-genital region."

The ano-genital region in my specimen is apparently normal
but neither eyes, ears, nose or mouth would be pronounced nor-
mal. The fetus showed considerable rigidity immediately after

its birth, due to the thickened condition of the skin.

The photos show something of the size of the placenta as it

rises behind the child in the picture. The resemblance to the
skin of a fish was so great that the woman's father, who was
present at the birth of this case, immediately questioned her
about having been visiting fish markets or had she "had unsatis-

fied cravings" for fish, etc., thus illustrating the popular belief

of "marking," as well as the propriety of the name of the disease,

ichthyosis—from ichthus—a fish.
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THE CAUSES OF ABORTION.
AX ATTEMPT TO CLASSIFY THEM OX A PHYSIOLOGICAL B.\SIS..

BY
FRED J. TAUSSIG, M. D.,

St. Louis, Mo.

Ix text-books and monographs the causes of abortion are usually

considered in a very unsystematic and illogical way. Some
consider them in the order of their frequency (syphilis, endome-

tritis, trauma). Others divide them into maternal, paternal

and ovular causes. In fact, there is usually a tendency to group

the causes as if abortion were an abnormality in the development
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of the ovum, whereas it is really an abnormality of the pregnant

uterus.

Abortion is but a slight variation of a physiological action of

the uterus. The only difference between it and normal labor is

the fact that it occurs during the first half of pregnancy, whereas

labor sets in at the termination of pregnancy. We should not

confuse the various conditions that cause the death of the fetus

with those that cause abortion. They are separate entities with

a special etiology.

\Vhile in general the causes of abortion are those stimuli or

irritants that stir up premature uterine contractions in the

gravid uterus, we must differentiate between conditions of the

uterus which predispose to such an expulsion of the ovum
(predisposing causes) and conditions which directly excite the

uterus to get rid of its contents (exciting causes).

Of the predisposing causes of abortion we may have

:

1. Increased sensitiveness to nerve stimulation.

a. Temperament.

b. Frequent abortions at rapid intervals.

c. Menstrual period.

2. Greater tendency to placental thrombosis due

—

a. To endometritis

b. To congestion of the uterus, under which head

may be mentioned constipation and coitus.

3. Lessened resistance to expulsion.

a. Cervical tears.

b. Amputation of cervix.

It is necessary to consider thus separately the predisposing

causes of abortion, since the slightest sort of mechanical or other

irritation may in susceptible individuals cause a miscarriage,

whereas in persons not so predisposed they would have had

absolutely no effect. The predisposing causes mentioned in

this classification are undoubtedly a factor in many instances,

but they are of secondary importance to a consideration of the

primary exciting causes.

These are

:

Mechanical irritation.

Thermic irritation.

Toxic irritation.

Nerve irritation.

Death of the fetus.

I



056 TAUSSIG: THE CAUSES OF ABORTION.

Of these five stimuli to uterine contractions, that of fetal death

demands a word of explanation. It is grouped separately, partly

because of its great importance, partly because the manner in

which fetal death sets up uterine contractions is not thoroughly

understood. It seems likely, however, that by partial separation

of the placenta in these cases the ovum becomes, so to speak, a

foreign body in the uterus and the uterine muscle is, therefore,

stimulated to expel it. In this sense we might include death of

the fetus under the head of mechanical irritation applied to the

inside of the uterus.

It will, however, strike the reader that the classification sug-

gested in this article requires the consideration of certain dis-

eases and conditions under several of the five heads already

mentioned. Thus, for instance, cholera of the mother might

act either as a toxic irritant, as a mechanical irritation to the

mucosa of the uterus by the formation of hemorrhagic exu-

dates or by causing the death of the fetus. A further objection

to any classification would also be the fact that in many instances

we know that certain conditions are frequently associated with

abortions, but do not know the manner in which they produce

them. While I willingly grant that what we do not know con-

cerning the causes of abortion is far greater than what we do

know, I believe that a logical, and hence in this case a physio-

logical, classification is the only one that will ever create order

out of the present chaos and put us in the way of finding out the

causes of abortion in general and its cause in any particular case

under consideration. Corollary thereto is, of course, the fact

that the prevention of abortion depends primarily on a correct

understanding and appreciation of the causes.

Let us now try to systematize the exciting causes under their

five main subheads.

MECHANICAL IRRITATION.

This may take the form of

—

a. Transmitted irritation-.

b. Direct irritation.

a. Transmitted mechanical irritation is that in which the uterus

is not directly touched in any way. Thus we may have

1. A blow.

2. A fall.

3. A prolonged jarring, as in horseback riding, dancing

or a railroad journey.
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4. Straining, as in lifting heavy objects or when the bowels

are constipated,

b. Direct irritation may be applied to

—

1. The outside of the uterus.

2. The inside of the uterus.

That applied to the outside may result from traction or pressure

as when there are adhesions to the uterus, where there is a mal-

position crowding it into a corner of the pelvis, or where tumors

of one sort or another impinge upon its growth upward into

the abdominal cavity. Furthermore, outside irritation may be

due to direct manipulation, as in case of a laparotomy for appen-

dicitis, ovarian tumor, etc., or to the almost direct manipulation

employed in a bimanual abdominovaginal examination.

Direct irritation to the inside of the uterus may be due to

stretching ('as in acute hydramnios) ; to direct instrumentation,

as when a sound, bougie, gauze or other foreign object is applied

to its interior; to the irritation of an exudate or hemorrhage into

the endometrium arising, as is not rarely the case in certain infec-

tious fevers; and to intrauterine tumors as in fibroid polyp.

THERMIC IRRIT.ATIO.X.

This may be in the form of extreme heat or extre:re cold,

either of which, as is well known, will stimulate the uterine mus-
cle to contraction. This form of uterine irritation is, however,

not so frequently a cause of abortion. It may be applied to the

entire body or to the uterus alone. As an example of the former

class of cases, we might mention the taking of cold sea baths.

As an illustration of the latter is the hot vaginal douche or the

hot-water bag. We also hear of patients who, after an absence

of menstruation for six weeks, take a hot sitz-bath and thereby

bring on a bleeding which they think is the normal menstruation,

but which not so rarely is really an early abortion.

TOXIC IRRITATION.

This may be of three kinds:

a. Chemical toxins.

b. Bacteria' toxins.

c. Placental toxins.

The chemical toxins maybe certain drugs called emmenagogues
which seem to have a direct influence upon the uterine muse e.

They are primarily ergot and its associated compounds, hydras-

tis, stypticin, etc. The by-products of diabetic metabolism,

6

ft
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the chemical substances circulatinj^ in the blood in chronic lead-

poisoning, and the various conditions productive of a greatly

increased amount of carbonic acid gas or an insufficient oxy-

genization of the blood, all may be classed under this head

of chemical toxic irritation. An illustration of the way in which

an excess of carbonic acid gas in the blood is productive of abor-

tion is given by Thomas. He relates the story of an Arab tribe

who, being pursued by their enemies, were compelled to take

shelter with their wives and children in a subterranean cave.

Here they remained for several weeks nearly suffocating from

lack of fresh air. A very large percentage of the women who
were pregnant at the time aborted during this trying period.

A very high fever is productive of uterine contractions owing

to the accumulation of carbon dioxide gas in the blood. Heart

disease in the stage of incompetency and certain diseases of the

lungs have a similar effect.

Bacterial Toxins.—There can be no question but that many
infectious diseases of the mother, such as small-pox, measles,

etc., stimulate the uterus to contraction, owing, to the toxins

circulating in the blood.

Placental Toxins.—We have now learned to consider chorea,

hyperemesis, eclampsia and acute yellow atrophy as essentially

similar conditions due to placental toxemia. Any one of the

four, but hyperemesis in particular, may give rise to an abortion.

NERVE IRRITATION.

Nerve irritation of the uterus producing abortion may be classed

under two heads

—

psychic and reflex.

P.v}'c/a'c nerve irritation is not an infrequent source of abortion,

but yet does not occur as often as many women believe. Just

as in the case of maternal impressions, the explanation follows

the occurrence of the deformity, so in the case of abortions

mothers are apt to attribute the cause to some external mental

excitement, when in reality the premature expulsion was due

primarily to the death of the fetus. As instances of psychic

nerve irritation can be mentioned fright, mental shock of any

kind, severe pain, as in the extraction of a tooth.

Reflex nerve irritation is in all likelihood transmitted along

the sympathetic system. Although we really know very little

about such reflexes, it would appear from clinical observation

that they do occur. The nursing mother who, despite the fact

that she is nursing her child, has become pregnant is often first
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led to think of such a possibility by the fact that whenever she

nurses her child it starts up uterine contractions and occasionally

a slight bloody discharge. Applications made to the nose

have also been known to cause abortion.

Finally, every gynecologist has learned from experience that

operative measures or even to a certain extent local treatment

applied to the external genitals is attended with such great risk

of causing an abortion that whenever the measures necessary

are rather severe it is deemed advisable to wait with treatment

until after pregnancy is concluded.

DE.\TH OF THE FETUS.

Death of the fetus would seem to be the most frequent cause

of abortion, just as it is the most difficult to avoid. I have sub-

divided this branch into five heads:

a. Congenital inan ifion.

b. Congenital deformities

c. Interference with nutrition.

d. Infections.

e. Hyperpyrexia.

a. Congenital Inanition.—Death of the fetus may be due to

conditions preceding or shortly subsequent to the impregnation

of the ovum. The general physical condition of the father, to-

gether with the effect of wasting diseases, alcoholism or of too

frequent coitus, may result in a lowered vitality of the sperma-

tozoon, so that while impregnation may take place and the

ovum even become imbedded in the uterine mucosa, its life is

soon cut short and an abortion results in the course of time. In

a similar way the ova of the mother may be congenitally so

weak as to interfere with development.

b. Congenital Deformities.—The percentage of monstrosities

in the ova of abortion is very considerable. Of course, the mon-
strosity must be of such a character that it directlv interferes

with the life of the fetus, otherwise development would continue.

The cause of the monstrosity may be either primary in the ovum
or secondarily due to amniotic adhesions. It seems not un-

likely that these adhesions form during the first months of preg-

nancy before the amniotic cavity has become distended with

fluid.

c. Interference with Nutrition.—The nutrition of the embryo
mav be interfered with bv

—
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1. ]\Iaternal,

2. Placental or

3. Umbilical causes.

On the part of the mother, anemia, tuberculosis or similar

condition may so interfere with her own nutrition that that of

of the fetus is necessarily likewise affected and occasionally results

in its death.

The placenta, the most important organ in fetal metabolism

is not rarely the site of infectious and degenerative processes.

These, by the formation of necrotic areas of organized hemato-

mata, or by that peculiar proliferation of the fetal epithelium

known as hydatid mole formation, limits of necessity the surface

area of blood aeration and the absorption of nutritive material

from the mother. Whenever such placental thrombosis or

degeneration involves a greater part of the placenta, death of

the fetus is almost sure to result.

Finally, we have interference with fetal nutrition due to an

obstruction in umbilical circulation. vSuch obstruction may
be in the form either of a true knot or, in younger embryos,

of a twist through several circles of the umbilical cord. Amniotic

adhesions may also cause a constriction of the cord with death

of the fetus.

d. Infectious Diseases of the Fetus.—Infectious diseases of the

fetus are probably the most frequent cause of abortions since

we include under that head ifetal syphilis. The great univer-

sality of this disease together with the frequency with which it is

transmitted to the fetus, thereby producing fetal death and abor-

tion, has led not infrequently to the diagnosis of syphilis merely

by the fact that a woman has thus frequently aborted. Even
where there are no past or present manifestations of the disease,

many believe that antisyphilitic treatment should be tried in cases

of repeated abortion and the results of such treatment would

seem to support the view that syphilis may thus covertly attack

the fetus without in any way affecting the mother.

Other infectious diseases of the fetus are directly transmitted

through the placenta from the mother to the fetus. They are

small-pox, cholera, anthrax, plague, typhoid, erysipelas, scarlet

fever, pneumonia and tuberculosis.

Hyperpyrexia.—It has been mentioned that a high fever may
cause toxic irritation of the uterus by the accumulation of carbon

dioxide gas in the blood. When we realize the fact that the

temperature of the fetus within the uterine cavity has been proven
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to be approximately one degree higher than that of the mother
and likewise take into consideration its lesser vitality, it is not

surprising that a high fever, even for a short period of time, may
result in the death of the fetus.

SU-M.MARY OF CLASSIFIC.\TIOX.

Predisposing Causes:

1. Increased sensitiveness to nerve irritation (temperament,

frequent abortions, menstrual period).

2. Greater tendency to placental thrombosis (inflammation

of endometrium, congestion).

3. Lessened resistance to expulsion (cervical tears or am-
putation).

Exciting Causes:

1. Mechanical Irritation.

a. Transmitted (blow, fall, dancing, railroad journey,

lifting heavy objects, constipation).

b. Direct.

(i) To outside of uterus (adhesions, malposition,

tumors, examination, laparotomy).

(2) To inside of uterus (instruments, hemorrhagic

exudates, hydramnios, tumors).

2. Thermic Irritation.

a. General (sea bath).

b. Local (hot douche, sitz-bath).

3. Toxic Irritation.

a. Chemical toxins (ergot, carbon dioxide, lead-poison-

ing)-

b. Bacterial toxins (maternal small-pox, measles etc.).

c. Placental toxins (hyperemesis, chorea, eclampsia).

4. Nerve Irritation.

a. Psychic (fright, pain, shock).

b. Reflex (external genitals, breast, nose).

5. Death of the Fetus.

a. Congenital inanition (illness of parents, alcoholism,

too frequent coitus).

b. Congenital deformities (primary in ovum, amniotic

adhesions).

c. Interference with nutrition.

(i) Maternal (anemia, tuberculosis).

(2) Placental (mole degeneration, thrombosis).
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(3) Umbilical (twisted cord, true knot, constric

tions).

d. Infectious diseases (syphilis, small-pox, typhoid,

pneumonia, etc.).

e. Hyperpyrexia.

731 Metropolit.\n Building.

CRIMINAL ABORTION.
ITS PREVALENCE, RESULTS AND TREATMENT.*

BY

FRANK H. JACKSON, M. D.,

Houlton, Maine.

In an article entitled "The Scientific and Practical Value of

Hospital Interneship, " in the Journal of the American Medical

Association, for May 2, 1908, by the late Nicholas Senn, the fol-

lowing sentence succinctly shows the high regard entertained by

that famous surgeon for the profession he so greatly honored.

"Of the three learned professions, medicine, law and theology,

medicine is the one that preeminently requires the most careful

preparation for practice, for the physician the moment he enters

upon his life-work has to deal with human life—the most sacred

thing on earth.

"

I have no apology to make for bringing the subject of

criminal abortion to the attention of the members of this

society, as it is one that is worthy of our most earnest thought

and consideration. Since the dawn of the earliest civilization,

its commission has justly been regarded as a crime; but

in spite of both civil and ecclesiastic law, instead of being on the

decrease, this most nefarious crime against society and the state

is on the increase. It has become such a disgrace that the mem-
bers of the county and State societies of Maine owe it not only to

the State, but to themselves, at once to institute a vigorous cam-

paign against the abortionist and drive him out of business. It

will not do for this or any other- organization to pass a few resolu-

tions to put a stop to this outrageous practice and then allow the

matter to drop, but it is our duty to drive out the abortionist as we

are driving out the tubercle bacillus. If we are to retain our own
respect and merit the honor and dignity due our profession, we

must purge our ranks of the men who are daily disgracing it. I

* Read at the Maine Medical Association, Bangor, Maine, June 10 and 11,

1 90S.

I
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purposely do not intend to consider in this paper the midwife who
uses her calHng to cover her true character, the scoundrel who in

the daily press openly or covertly offers to do this work, but the

man who, under the guise of an ethical practitioner, prostitutes

his profession. As a balm to our conscience, we comfort our-

selves with the thought that midwives and renegade physicians

are the ones that are doing the most of this w^ork, but such

a fact does not obtain in the State of Maine, regret it as we may.

To our disgrace the men who are performing most of the

abortions in this State are not outcasts from their profession

;

some of them are members of this State society and its county

branches, and as a shield for their rotteness they are sometimes

seemingly earnest workers in our church and social life; they are

often pointed out as honest, hard-working physicians, yet some
of them will kill a baby in its mother's womb with as much
compassion as the butcher in the abattoir performs his daily

work on the killing-floor. Putting it at a conservative estimate,

I believe that there are performed fifty thousand abortions an-

nually in this State. Fifty thousand murders, yet the perpe-

trators are enjoying their freedom. For the sake of a few paltry

dollars, they will destroy a potential human life, and with a

hellish spirit of nonchalance condemn a woman to the danger of

a horrible death from puerperal sepsis or a life of chronic

invalidism.

According to the great criminologist, Lombroso, abortion in the

United States has become so common that, instead of being re-

garded as a crime, it is a laudable and justifiable means of limiting

the size of families. Such a statement coming from so eminent

an authority causes the student of this vital question to stop and

ask how can such a thing be ? What power is it behind the throne,

in this or any other State, that is preventing the bringing of these

men to justice? We should hang our heads in shame at the

thought that it is practically impossible to convict these men in

our courts when for almost any other crime with half the proof

they would be speedily given a prison sentence. With all

due respect to the judiciary of the State of Maine, I ask why a

man who has destroyed two human beings should receive only

three years in our State prison, while a tramp who stole a few

dollars should get five? No man who has been in practice for

more than a few months but has been asked by some woman
to kill her unborn baby. From some of the talk that one hears it

seems as if the women of to-dav are determined to avoid ma-
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ternity at any cost. Are our girls to be brought up with the idea

that the only thing they should mother is a Teddy bear or a

poodle dog?

In his annual address before the Section on Diseases of Children

at the fifty-eighth annual meeting of the American Medical As-

sociation, Snyder aptly said: "The position assumed by modern

society with reference to the unborn child has been so inviting to

sentimentalists that physicians, as a rule, discuss it reluctantly,

but the possible physical effects on our women and children of the

widespread revolt against maternity is a question that medical

men, no matter how much against their liking, must answer and

consider." Have we become so calloused to the presence of the

abortionist in our midst that we have come to regard him as a

necessary evil? For diplomatic reasons, so called, we have re-

frained from exposing him, until now he believes that he can

carry on his crimes with little fear that he will be obliged to

answer before the bar of justice, or if he is unlucky enough to

have trouble, it can easily be hushed up. How many death cer-

tificates are on file with the registrar of vital statistics in this

State giving sepsis from criminal abortion as the cause of death?

Very few, I can assure you, yet they occur and in no small

number annually. If, as Lyons, of Chicago, says, con:erted

action be taken against these men by the profession at large

the evil might easily be overcome. The most of them are arrant

cowards, and as soon as they realize that men of undoubted

professional reputation and standing are determined that

they should cease plying their nefarious calling they will stop.

I am not unmindful that the appearance of reputable men on the

witness-stand against one charged with this crime would be a

disagreeable task, to say the least, and that one would be ac-

cused of doing it only for a desire to "get even," out of jealousy or

some other ulterior motive, but the fact remains that something

must be done and it is the duty of the profession to do it. Wil-

liam W. Smithies, of the Philadelphia Jurisprudence Society,

advocates the adoption in the statutes of a clause that would be of

immense value in placing these men in their proper category.

"Whosoever shall by any means whatsoever bring about, commit

or attempt to commit an unlawful abortion, or whosoever may
aid or abet in such abortion or the bringing about of such abor-

tion, shall be guilty of a felony." This clause is very easy to

understand and could not be twisted around by the usually as-

tute lawyer that the abortionist has to be defend him and it
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might prevent some of the gentlemen who pose as examples

of great virtue from selling oxytocic remedies at ten dollars a

box.

We are accustomed in this country to the classification of abor-

tion as being the emptying of the uterus up to the end of the

third month, miscarriage up to the end of the twenty-seventh

week and premature labor up to the end of gestation. The Ger-

man writers offer a simpler classification, viz. : abortion up

to the time of viability and premature labor up to the end of ges-

tation. We also have the subdivision into complete and incom-

plete, concealed and missed, also threatened and inevitable.

Such a classification is useless, as the facts that we want to de-

termine in a given case is whether the uterus is empty or whether

it is not. If it is not, we must institute measures to bring about

that end, and here, of course, comes the judgment to be exercised

in every case. As J. Clifton Edgar has shown, the complete

emptying of the uterus before the formation of the placenta is

rare, and this holds true more especially in criminal abortion

where the work is done not only in a slovenly manner that in-

vites sepsis, but the operator relies wholly on the uterus to empty

itself after he has destroyed the attachment of the ovum or killed

the fetus. Concealed abortion means nothing more or less than

incomplete abortion, and it demands the emptying of the uterus

under surgical precautions.

With the study of the pat he logy of criminal abortion we are

justly concerned, for it is varied and important and the life of the

patient is often in the hands of her attendant, and upon his judg-

ment and skill a great deal depends. We are not called to attend

the cases that have gone well, but to the contrary and until it is

evident even to the lay mind that something is radically wrong.

Sepsis following criminal abortion is usually more virulent than the

disease occuring after a normal birth, and this is not hard to under-

stand when we remember that the abortionist does his work in

secret, with little or no aseptic precautions, and as the most of

his victims are anxious to conceal the true state of affairs com-

petent aid is often not summoned until late. The physician who
is called to attend one of these cases is in a predicament that is far

from pleasant, to say the least, for in many cases his patient is an

unmarried woman in good society, and that she is anxious to con-

ceal the true condition of affairs goes without saying. It seems

wise, and it is a plan that we have always followed in such cases

to immediatelv call a colleasrue in consultation, and unless the
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patient is in great danger of death from hemorrhage to do noth-

ing until he arrives. The abortionist in case of trouble that

might be serious for himself would not for a minute hesitate to

blame whomever he could, but fortified by the presence of a col-

league whose reputation is above reproach, we have effective

means for combating the other side. Have your patient tell

your consultant in your presence who did the work and all of the

particulars, and if the patient is in danger of death have a proper

antemortem statement. One might think such precautions un-

necessary, but I know of more than one instance where the abor-

tionist has attempted to put the blame onto the shoulders of

honorable men.

Called to attend the case of abortion that has not progressed in

a manner comforting to either patient or abortionist, we must
determine the condition present. Is the patient septic and, if so,

what is the nature or kind of sepsis that we have to deal with?

What remains in the uterus and how long has it been there?

What was the length of gestation? Personally, we go on the belief

that all cases are septic and treat them accordingly. By this

statement we do not mean that the most energetic treatment is

instituted regardless, but it is safer to regard the woman as in-

fected to a greater or less degree. If the patient is septic, it is

necessary to understand the kind of trouble that we have to deal

with, and a microscopical examination of the blood and dis-

charge is of great value, but if tHe physician is without the means
of conducting such an examination, he must be guided by the

clinical symptoms for a correct interpretation of the condition

present. It is necessary to have an intelligent idea of the patho-

logy because treatment in some forms is contraindicated in

others. Studying briefly for a few minutes the morbid conditions

that may be present, we divide them as follows:

1. Toxemia: (a) Toxins of nonpathogenic bacteria, such as the

putrefactive organisms. Sapremia. (b) Toxins of pathogenic

bacteria.

2. Bacteriemia. True septicemia. Bacteria and their toxins

in the blood.

Sapremia.—This condition is usually found in cases where

the products of gestation have not been completely expelled

or where, on account of the retention of blood-clots, a favorable

nidus for sapremic organisms has occured. The saphrophytes

by their activity in this tissue generate a toxin that is ab-

sorbed and from this absorption we have a train of symptoms.

i



I

JACKSON: CRIMINAL ABORTION. GOT

The clinical symptoms depend upon the amount of toxins that are

absorbed and vary from the mild cases to the so-called fulminat-

ing forms in which death occurs within a few hours. The symp-

toms that are usually present are: a chill, followed by a rise

of temperature and increase in the pulse-rate, both usually in

proportion; headache and vomiting; delirium and nervousness, if

the higher centers are involved; pain in the lower abdomen, es-

pecially over the fundus; the breath foul and the tongue coated;

the uterus enlarged and tender, with a profuse foul-smelling

lochia that may be noticed on entering the house.

Toxemia Caused by Toxins of Pathogenic Bacteria.—This con-

dition is commonly known as surgical fever and, although it is

often complicated by a sapremia, may exist many times as an in-

dependent affection. A streptococcic endometritis may be so

walled off by a granulation zone that only the bacterial products

reach the circulation and this may also obtain in cases of para-

metritic abscess, in local suppurative conditions of the perito-

neum and in some cases of fatal peritonitis. In the latter form the

patient is overwhelmed with the toxins and death results. With

the exceptions furnished by the latter group of cases, those with a

general peritoneal involvement, this form of infection will get well

if properly treated.

Bacteriemia.—Bacteriemia with toxemia is true septicemia and

is characterized by the presence of bacteria and their products in

the blood, certain more or less constant clinical phenomena and

postmortem findings. The streptococcus is usually the exciting

factor, but other organisms may be the cause. In the nonmetas-

tatic cases the postmortem findings will be limited to acute degen-

eration of the parenchyma of the kidneys, liver and heart with a

greater or less enlargement of the spleen. The uterus on exami-

nation will not be found to be greatly enlarged, it will contain

little or no debris, the discharge will be scanty in amount and

with little or no appreciable odor, which fact, unless the physician

is on his guard, is liable to mislead him. There is no granulation

zone and the leukocytes are not sufficient to overcome the bac-

teria or their products. There is a constant stream of bacteria

and their products entering the blood, and thus the way is paved

for malignant endocarditis or metastatic abscesses. The symp-

toms that are usually present are an increase in temperature

and pulse, although in the grave cases the pulse may be high and

the temperature normal or subnormal, pain in the pelvic organs,

disturbed involution, a diminished amount of lochia and the
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symptoms depending upon whether the peritoneum is involved

to a greater or less degree.

Where there is any doubt as to whether the uterus is empty or

not, a careful exploration of that organ is necessary and if any-

thing is present we believe that the best interests of the patient

will be served if we empty it as soon as possible. The so-called

conservative plan is advocated by many, but in our opinion delay

is fraught with danger as hemorrhage and sepsis are liable to

follow.

Although the great danger from criminal abortion is, of course,

sepsis or hemorrhage, the woman who escapes with her life is very

liable to some of the remote dangers which to a great extent are

preventable, and unless due care is taken she is often con-

demned to a life of invalidism. We are obliged to consider the

fact that most of the patients will not remain in bed the proper

length of time, as they are anxious to get up and avert suspicion.

Briefly going over some of the results, we are impressed with the

following: (i) Subinvolution and displacements; (2) septic se-

quelae; (3) diseases of the endometrium; (4) malignant disease;

(5) nervous shock; (6) tendency to subsequent abortions; (7)

sterility.

In considering the treatment of criminal abortion or its results,

ve are at once impressed with the varied conditions that may be

present. If the uterus contains some of the products of gestation

and the patient is not suffering from any of the forms of sepsis,

we should at once clean out that organ. Considerable has been

written lately regarding the use of the sterile finger to perform

this operation and the use of the curette has been condemned by
a great many men. Cases have been reported where the uterus

has been punctured, but that was the fault of the man who was

using it, not of the instrument. I must admit that I have had

far from brilliant results in removing the products of gestation

with my finger and shall continue in the use of the broad dress-

ing forceps, the curette and douches of sterile salt water in the

noninfected cases. If the case has progressed until the placenta

has formed, it is dangerous to use the curette very vigorously

over the placental site, but in our experience there is no instru-

ment that will so completely clean out the uterus as the sharp

curette. In the cases of sapremia the putrid mass must be re-

moved and the cervix thoroughly dilated. This will afford suf-

ficient drainage and your patient will get well in the majority of

cases. Following the emptying of the uterus, its cavity should
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be irrigated with hot sterile salt solution and free action of the

bowels maintained. The use of ergot should not be omitted, as

it materially aids in the involution of the uterus. The patient

should remain in bed until the physician is satisfied of good in-

volution, and thus many of the after-afifects that make a woman
miserable will be avoided. In the cases characterized by the

toxemic and true septic forms of the disease, treatment is still

under discussion. Personally, we have employed no method
that has given such good results as the alcohol injections, as first

advocated by Carossa and brought to the attention of the pro-

fession in this country by 111, of Xew Jersey, and Wetherill, of

Denver. Wetherill compares its use to that of antitoxin in

diphtheria, and it is one that the general man can employ. It

requires no elaborate apparatus and the patient is not exhausted

by an operation that offers but little hope. Xo anesthetic is

given and it is not needed. The patient is brought to the edge

of the bed or table, the legs held by a sheet, and the external

genitals cleansed. The cervix is exposed and caught with a for-

ceps. Its canal is cleansed with 95 per cent, carbolic followed by
alcohol. A cleansing douche of hot saline is given and a broad-

shouldered drainage-tube carried to the fundus. Through this

tube two ounces of a 50 per cent, solution of alcohol is injected

and the patient returned to bed. Every three to four hours or as

needed, the alcohol is injected by the nurse by means of a piston

syringe. The bowels are moved by enemata. Hot saline by
rectum, intravenously or subcutaneously, is indicated, and is of

marked value in diluting the toxin and stimulating the kidneys

and skin. The uterus should not be curetted in these cases, and

the operation is no less than criminal. The man who uses the

curette in every case of septic infection will have a much larger

death-rate than the man who is discriminating in the use of this

instrument. Ergot, strychnin, digitalis or any other indicated

drugs must be used and the patient aided in her fight for life by
every means at our disposal.

If there are pus collections they should be opened, yet the

best results will be obtained by less surgical enthusiasm and a

more correct understanding of the pathology. The many after-

effects are best treated by prevention, and thi ; is largely possible.

In conclusion, I beg to make the plea that the profession of the

State of Maine begin at once an earnest warfare against the abor-

tionist wherever he may be found and remove from the ranks of

a noble profession the Henry Hydes who are posing as Dr. Jekyls.
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Dr. Ralph Waldo Lobenstine presented a specimen of

RUPTURED UTERUS AFTER TWO CESAREAN SECTIONS.

The case which he wished to present was one of complete rup-
ture of the uterus through the scar of a Cesarean section. The
patient, Mrs. B. G., IV-para, was admitted to his service at the
New York Lying-in Hospital on December 10, 1907.

Previous History.—She had been delivered in 1904 by Cesarean
section because of a flat rachitic pelvis, after a labor of thirty-

six hours, with the cervix adrnitting three fingers. A long
abdominal incision was made, extending below the umbilicus.
A longitudinal incision was made in the uterus. The uterine
wound was closed with three layers of suture—the first two of

chromic gut, the last of plain cat gut.

In 1906, a second Cesarean section was performed by him as
the child was much too large to be delivered through the natural
passages. The abdominal incision was shorter and higher than
in the first Cesarean section. The incision was made well up in

the fundal region, but was somewhat longer than they usually
made, as the presentation was a breech with prolapsing feet;

thus necessitating a version from above. The uterine wound
was closed in three layers as in the previous instance, but plain

catgut was used throughout. The scar of the first operation
was not noticed at this time. Recovery was uneventful.

Present History.—The patient was brought to the hospital in a

condition of extreme shock and with a very imperfect history
of her labor. From the latter, however, we decided that the
uterus had ruptured at least eighteen hours prior to admission
after having had labor pains for only about five hours.

On admission, the abdomen was markedly distended. The
fetus could be plainly felt. The entire abdomen was exquisitely
tender. Vaginally, the cervix was found to be soft, 2.5 cm.

I
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long and admitted i + fingers. Xo presenting part could be
felt. The pulse was barely perceptible. The patient looked as

if she would die at any moment. Rapid preparation was made
for an operation; with the beginning of the operation an intra-

venous saline infusion was given. The peritoneal cavity was
opened through an incision lo cm. long, the incision extending
both above and below the navel. The child and placenta were
found free in the peritoneal cavity and were at once removed.
The uterus lay in posterior part of the abdomen and was opened
up vertically from the internal os to fundus along the anterior wall.

The rupture was through one of the Cesarean section wounds,
and was so extensive that the whole uterus was llattened out.

A supravaginal hysterectomy was done, all blood-clots removed,
a gauze drain was passed down through the cervix and a second

one brought out through the lower angle of the abdominal wound.
The wound was closed rapidly in three layers. Dry, sterile

dressings were applied and the patient was further treated for

shock and hemorrhage. The pulse at the end of the operation

had improved under the saline infusion.

The patient did surprisingly well after the operation. She
recovered rapidly, for the first seven days her temperature never
arose to ioo° F., while the pulse ran between 90 and 100, She
was to sit up on the eighth day, but at this time she contracted

a lobar pneumonia of the right side. The process was a severe

one and caused her death eight days later, i.e., the sixteenth

day after operation.

On examination of the specimen, there was an undilated cer-

vix and the uterus opened up from the internal os to fundus,

along one of the Cesarean section scars. To the right of the

rupture was seen the high scar of the other operation. Had
the patient entered the hospital as she had been advised to do,

before or at the beginning of labor, this seeming accident could
have been avoided. Inasmuch as the pelvis was severely con-

tracted and the cervix very rigid from never having been
dilated above 4 cm., the uterus gave away at its weakest point,

which was evidently the lower angle of the Cesarean scar.

Dr. Sidney D. Jacobsox said it was a cause of genuine regret

that Dr. Lobenstein's patient died. He deserves the credit, which
would have been his, had she recovered. It was not his in-

tention to criticise neither does he wish to cast any reflection

on present-day tendencies, but it had seemed to him that in some
cases Cesarian section was performed unnecessarily. There
was an operation which might be said to be a natural compet-
itor of Cesarian section, especially as its immediate and remote
dangers were very much less; he referred to pubiotomy. Its

advantages were that the peritoneal cavity was not opened, it

could be done in cases which were already infected, it was per-

formed in a very much shorter space of time, and left no scar in

the abdomen to predispose to a subsequent hernia and, above all,

there was no scar left in the uterine wall to endanger the patient's
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life in a subsequent pregnancy. Moreover, after pubiotomy,
the pelvis was left permanently enlarged. A few months ago,

he had the privilege of presenting to this section a woman and
her baby, then about five months old. Both were in perfect

health. He delivered this woman of that baby by pubiotomy.
Briefly, the facts were these: The woman, a primipara, about
forty-two years old, was admitted to the service of Professor
Boldt, in the Sydenham Hospital, after fruitless attempts at

delivery had been made at her home. He desired here to thank
Professor Boldt for his kindness in turning the case over to him.
Upon examination the patient, though otherwise healthy, showed
unmistakable signs of a severe attack of rickets in her childhood.
She was apparently at term and the child was living. The patient
appeared to be exhausted from many hours of unproductive
pains. Her pelvis was generally contracted, rachitic type, and
considerably flattened from before backward. The membranes
had ruptured several hours before. The cervix was dilated to

the extent of readily admitting two fingers. It was clear that

the woman was unable to deliver herself. Cesarian section

was not considered indicated because the uterus was, at least

theoretically, infected. Perforation of the living child was
considered unjustifiable. Forceps or version would have been
not only dangerous to the mother, but useless. The only re-

course seemed to be pubiotomy. This was accordingly done
after the subcutaneous method of Doderlein. The pubic bone
was sawn across by the Gigli saw and the forceps used to extract

the child. No sutures w^ere introduced. Hemorrhage w^as pro-

fuse. The wounds and the uterus and vagina were packed with
sterile gauze. The patient was jput to bed between two sand-
bags and her feet were tied' together so that the great toes

faced each other. The patient made a smooth recovery and
nursed her baby regularly. Sixteen days after the operation she

got out of bed. Eighteen days after the operation she left the

hospital and on the twenty-second day, or a little more than three

weeks after the pubiotomy, he saw her on the street pushing the

baby-carriage before her. There have been only about twenty
pubiotomies done in America so far, but he hoped to see this

life-saving operation come into general use and favor.

Dr. Lobenstine agreed that Cesarean section was done too

frequently; in the doubtful cases he believed it wise to wait and
see just what the patient could do for herself. The dangers of

this operation were frequently overlooked. The patient should
be warned that she should enter the hospital some time prior

to the expected full term. She should be warned of the danger
incurred after a Cesarean section.

Dr. Ralph Waldo presented a

DERMOID CYST OF THE RIGHT OVARY IN A CHILD OF XIXE.

A woman, brought the child to his office. During the last

three days she had complained of pain in the abdomen. On
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examination he found a mass situated above and below the

umbilicus. He believed there was an ovarian tumor. The
abdomen was opened and an 8-ounce dermoid removed. The
left ovary was as large as in an adult. The patient made an
uneventful recovery.

Dr. H. Grad reported two cases of

HYPEREMESIS GRAVIDARU.M IN' TWO SUCCESSIVE PREGXAXCIES.

In both cases the clinical picture was so alarming that radical

measures were most urgently called for. One patient was suffer-

ing from a retroverted gravid uterus. This fault was corrected

and the uterus held in place by a pessary and packing, but
without giving the slightest relief. In the light of our present

knowledge only the mildest cases of vomiting of pregnancy can
be considered as physiological, and it is a question if even these

can be so considered. Literature shows that hyperem.esis is

a symptom complex of grave changes in the liver and kidneys,

and that there is a close relation between this condition and
eclampsia, as well as acute atrophy of the liver. The under-

lying condition is one of toxemia. We have learned that there

is marked disturbance of nitrogenous metabolism, the liver

failing to oxidize the proteid derivatives into urea. For
this reason the proteid derivatives, especially amidoacids and
ammonia, are no longer combined, but circulate freely in the

blood in poisonous form and are to some extent excreted

by the kidneys. In these cases of toxemia the urine contains

acetone, diacetic acid, oxibutric acid, ammonia, uric acid,

leucin, tyrosin, indican, sometimes bile pigment, and other

unoxidized proteid radicals, and instead of the sulphate salts,

the unoxidized sulphur compounds are found. Albumin and
casts may be present, but are sometimes absent even in severe

and fata, cases. Only a complete laboratory analysis of the

urine can be of any value as regards the degree of the dis-

turbance of the nitrogenous metabolism in each individual case.

As it was not possible to express in definite term.s what really

constitutes a normal nitrogenous ratio, it was quite impossible

to express numerically what constituted an abnormal nitrogenous
ratio between the nitrogen derived from urea, the nitrogen of

ammonia and that from undetermined sources. In order to

interpret the abnormal nitrogen output it was necessary to

understand the normal. For this reason the writer placed in

bed at the Sloan Maternity two normal pregnant women during
their last month, whose diet was solely milk and water, the

same as that given the toxemia patients, and the nitrogenous
ratios in the twenty-four hours' specimens of these women
were determinined by a professional chemist for each of the
nine days, with the following results. The average for the

two patients for the nine days was urea nitrogen, 83.26 per cent,

ammonia nitrogen, 5.16 per cent., and amidoacid and undeter-
mined nitrogen, 6.43 per cent. It was found that urinary

II
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findings and clinical evidences did not always harmonize'

A patient may have low urea nitrogen and high undetermined

nitrogen and present few or no symptoms, while her sister with

the same nitrogen ratio findings will suffer with persistent vomit-

ing, headache and undermined mental and physical vigor.

While nephritis is more frequently present in the pre-eclamptic

stage stage of toxemia, and always present in eclampsia, it

occurs also in cases of hyperemesis. Cases of persistent vomiting

in the early months of pregnancy may suffer with albuminuria

in the later months of gestation. This may show that the toxe-

mia finally resulted in kidney changes as is shown by signs of

nephritis. Cases of disturbed nitrogen ratio, plus toxemia have

been observed where several weeks later nephritis developed

with the disappearance of the abnormal nitrogen ratio. It has

been observed that under the latter conditions the prognosis

of the case is better than when a nephritis and a disturbed nitro-

gen ratio coexist. The theory that the toxemia of pregnancy

is of the nature of an acid intoxication has been found lack-

ing as far as definite chemical confirmation goes. A clinical

research into the question of oxidation has resulted in learning

that it is not so much a question of true oxidation as of failure

on the part of metabolic processes to remove the so-called amido
group during the conversion of proteids into urea and ammonia.
This failure has been termed "Deficient desamination " by Ewing.

The conception of the disease as a disorder of metabolism removes

much of the point in the long-standing discussion whether the

process is an affection primarily of the liver or of the kidneys and

to what extent an hepatic insufficiency or intestinal intoxication

may be concerned. Changes in the structure and function of the

liver arise early in the disease, since the organ is chiefly concerned

in nitrogenous metabolism. Once altered in structure, there is

good reason to believe that the liver contributes prominently

in a vicious circle of influences which maintain the disorder.

At a later stage, the kidneys are involved by a mechanism that

is little understood. Mot alone the abnormal urinary findings, but

definite pathological lesions in the liver are the bases for estab-

lishing the toxemia of pregnancy as a definite disease. Eclamp-
sia, acute yellow atrophy and pernicious vomiting, all may show
pathological changes in the liver. The writer then cited Ewing's

description of the liver changes in eclampsia. In acute yellow

atrophv, the liver is diminished in size and the microscope

shows in the hepatic lobules, a complete fatty degeneration of

the inner two-thirds, an area of necrosis and disintegrated cells

outside of this, w^hile the periphery of the lobules shows cells

undergoing granular degeneration. In pernicious vomiting,

the same hepatic changes occur in a milder degree. These are

cases of toxemia without marked hepatic changes, but this

does not necessarily argue that the toxemia does not depend upon
disturbance of the liver function. The formation of urea is a

liver function, and if the organ fails to functionate, a disturbance
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of the metabolism must occur. Disturbed function does not
necessarily mean anatomical changes. Herz, in 1898, elaborated

the theory that the liver failed to functionate and to oxidize the

products of digestion because the hepatic cells were functionally

paralyzed. This paralysis is not easily explained. Herz claims
that it can be brought about by tying the ureters. It has also

been claimed that hepatic congestion is a frequent result of

suppressed menses, no matter what the cause of the suppression.

As a result of circulatory disturbance, hepatic enzymes fail to

produce, but no structural changes in the Hver cells need neces-

sarily occur. Under such a condition, the oxidizing capacity of

the liver will be at its lowest point.

The following case was seen for the first time by her attending
physician on October 25, 1907: Mrs. B., aged twenty-six,

married six weeks, had always been in good health. She had
been suffering from nausea and vomiting for three weeks,
and, at the time of consulting her physician, it was impossible

for her to retain any nourishment. She was conlined to bed,

slept little, was constipated and complained bitterly of nausea
and pain in the abdomen, especially the epigastric region. Her
temperature was 98.6 and pulse 1 10. The vomitus was green
in color. The treatment consisted of bismuth subnitrate, gr. x;

cerii oxalate, gr. x; morph. sulph., gr. {, every four hours. On
October 26, vomiting stopped for short intervals, but she

developed a burning sensation in the stomach. The bowels did

not move by enemata. Colonic irrigation was resorted to and
rectal feeding given. On November 16, when was again seen

her condition and symptoms remained about the same. Bimanual
examination showed the cervix long, uterus retroverted
and pregnant about two months. lodin and tampons were
applied for three days without effect. Saline rectal injections

and nutrient enemata were given, and champagne by the mouth.
The patient was very restless. Her pulse was now 130, tem-
perature, 98.6; her tongue was dry, heart and lungs negative,

abdomen tender and exceedingly hyperesthetic. Tne slightest

touch excited distressing retching. Her condition was be-

coming worse and she was delirious at times. Morphine in full

doses gave no relief. The urine showed high specific gravity, was
scant in quantity, but contained no albumin or casts After con-
sultation, the uterus was replaced and held in place by packing.
On November 24, the patient was in a dangerous condition.

Pulse 140, weak, and temperature 99.6. She was etherized and
curetted. \\'hile recovering from the anesthetic she vomited
twice, but from that time her stomach symptoms began to im-
prove. On the third day after the evacuation of the uterus the
patient began to take nourishment and was out of bed in ten
days. Nothing was heard of her until March 27, 1907, when she
again complained of her former symptoms. Treatment was
again instituted as in the former pregnancy, but her condition
grew steadilv worse. She became delirious. The urine showed
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a specific gravity of 1030, no albumin, no sugar,' no casts, urea

14 gr. to the ounce. The blood showed over 4,000,000 red blood-
corpuscles, 11,000 white and 85 per cent, hemoglobin. On
March 30, she was anesthetized and the uterus emptied. She
soon rallied, but when questioncvl showed that she had no recol-

lection of events three days prior to the operation and one day
after.

Dr. Sidney Jacobson said if you took a policeman ofT his beat
and laid him in bed for a couple of days and starved him you
would find acetone and diacetic acid in his urine. Now, if you
made him vomit a few times, his urine would most likely con-
tain also beta-oxy-butyric acid. These substance show that the
patient was starving and living on his ow-n tissues for the want
of other food. As soon as carbohydrates were administered,
these acids disappear from the urine.

Dr. Harold A. Miller, of Pittsburg, Pa., presented a paper on

PLACENTA PREVIA CENTRALIS.

The pendulum in the treatment of this condition had swung
from the ultraconservative to the extreme radical, or from the
period of universally waiting for spontaneous termination of

pregnancy with the survival of the elect to the present day
when the advocates of Cesarean section advised this method as

soon as placenta was diagnosed. The origin of the blood prior

to delivery was from four principal sources: First, the veins
of the placental site ; second , the intervillous spaces of the placenta

;

third, the circular sinus of the placenta; and, fourth, but rarely

from interference with the fetal blood-vessels.

About one and a half years ago, in a discussion, a fellow-

practitioner suggested the possibility of assisting in the control
of the hemorrhage by ligature of the uterine artery through the
vagina. In February, 1907, their first case presented itself.

After careful preparation, tenaculum forceps were applied to the
anterior and posterior lip of the cervix; the cervix was pulled
down into the vagina as far as possible. A retractor held by an
assistant applied to the vaginal wall on the left side of the patient
permitted the uterine artery to be palpated with the index-finger
of the left hand and a catgut ligature thrown around the artery
prior to its division into the anterior and posterior cervical artery.

This procedure was repeated on the right side of the cervix, with
the exception that the uterine artery was palpated with the in-

dex-finger of the right hand and a ligature thrown around with
the left hand. The needle was introduced below the artery and
brought out above in order to avoid the possibility of including the
ureter. After this rapiddilatation was resorted to by the use of the
Bossi dilator. In about twenty minutes the cervical canal was
dilated to 6 cm. A finger was then introduced along the left

wall of the lower uterine segment until a leg was grasped which
was brought down and the child delivered. A cervical tear
which was started by the Bossi dilator was increased by the rapid
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extraction of the fetus. The tear was very deep, extending well

up into the body of the uterus and was with difficulty repaired,

after which the control ligature around the uterine artery was
removed and the patient, he believed, lost but little, if any,

more blood than during a normal labor. Since this he had de-

livered ten cases of placenta previa centralis by this method.
Two had very severe hemorrhages and suffered from such pro-

found shock when he first saw them that death was only a matter
of a few hours. His results in these cases seem to demonstrate
the fact that the cervix did not seriously suffer from the re-

stricted blood-supply and that collateral circulation was estab-

lished to a sufficient extent.

Dr. Miller offered the following summary

:

First.—The operation of vaginal ligation of the uterine artery

and its branches may be considered as a simple operation, devoid
of danger and may be done without anesthesia by anyone who is

familiar with the anatomical and the surgical technic of the parts

involved.

Second.—This operation does not remove or permanently in-

jure any of the essential organs of generation and, therefore,

does not in any manner decrease the possibility of future child-

bearing nor increase the hazard if conception should take place

as proven by the fact that the first case delivered by this method
has since given birth to a full-term healthy child.

Third.—The tying of the uterine artery immediately and abso-

lutely controls all antepartum hemorrhage by cutting off the

bloods-upply to the placenta. The single exception is the rare

hemorrhage during delivery caused by injury to the fetal vessels.

Fourth.—He believed collateral circulation would not be
established until sufficient time had elapsed for them to success-

fully combat a moderately severe degree of anemia before proceed-

ing to deliver.

Fifth.—By removing the necessity of haste it gives time for

thorough preparation of the patient and the aseptic technic of the

operator.

Sixth.— It permits of lesiurely dilating the os either bimanually
or by means of one of the many forms of the instrumental dilators

Seventh.—The fetus may be delivered either by version or the

head may be delivered first by the application of forceps.

Eighth.—The operation will become routine practice of great

value in all bleeding from placenta previa prior to the attempt
to deliver.

Xinth.—The ligation of the uterine artery will absolutely con-

trol postpartum hemorrhage from the placental site, and with
careful attention to the proper method of delivery postpartum
hemorrhage in cases of placenta previa from other sources is rare.

Tenth.— It will, no doubt, slightly increase the fetal mortality

on account of the early shutting off of the placental circulation.

Eleventh.—It so aids in handling cases of placenta previa that

no mortality should occur except from unavoidable sepsis.
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Adexomyoma of the Uterus. By Thomas Stephen Cullex,
Associate Professor of Gynecology at the Johns Hopkins
University; Associate in Gynecology at the Johns Hopkins
Hospital. Illustrated by Hermaxx Becker and August
HoRX. Pp. 270. Philadelphia and London: \V. B. Saunders
Co., 1908. Price, $5.00.

It is not often that one has the pleasure of reading the details

of an original investigation presented in such a complete and
scientific style and with the luxurious setting that is given to

Dr. Robb's work. The Johns Hopkins has in this and previous
books set an example in the production of medical works that
threatens to pauperize the writers of other centers.

In October, 1894, Dr. Cullen found, on examining the walls of

a uniformly enlarged uterus, that the increase in thickness was
due to the presence of a diffuse myomatous tumor and that the
uterine mucosa was at many points flowing into the myomatous
tissue. This condition of adenomyoma had before been recog-

nized as a distinct entity, but was thought to be very rare.

This case was reported in March, 1895. Since then a search of

the pathological material at the Johns Hopkins has enabled Dr.
Cullen to find and examine over ninety adenomata of various
kinds in the uterus, and the detailed reports of these cases make
up the body of the book.

Dr. Cullen has demonstrated that the condition is not rare, but
rather common, occurring in nearly six per cent, of myomata;
that these growths may be found in any portion of the uterus;
that the gland elements are similar to those of the uterine mucosa
and are derived from it or from Miiller's duct; that the disease
is most prevalent between the thirtieth and sixtieth years;

that the clinical diagnosis is relatively easy for the reasons:
(i) That the bleeding is usually confined to the period; (2)
there is usually much pain referred to the uterus at the period;

(3) there is usually no intermenstrual discharcre of any kind;

(4) the uterine mucosa is perfectlv normal and mav be rather
thick.

The book is printed on thick, glazed paper in duotone ink,

which allows the sixty-eight original drawings by Becker and
Horn, which form a prominent feature, to be reproduced in a
way that retains all of their wonderful detail and beauty.

The Natural History of Caxcer, With Especial Reference
to its Causation and' Prevention. By W. RoGER Williams.
Fellow of the Royal College of Surgeons. Octavo. Pp. 519.
Xew York: \Vm. Wood & Co., 1908. Price, S5.00, net.

The distinguished author of this book owes his fame largely to

the work he has done in the study of the various phases of malig-
nant disease. He believes that the studv of cancer has hereto-
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fore been investigated far too exclusively by the pursuit of de-

tails in ultimate analysis, and hardly at all by the synthetic and
comparative methods which have been so profitably employed
in other branches of biological research. He believes that only

by concentration can a higher plane of progress be attained and
the enormous stores of miscellaneous items of knowledge accumu-
lated during the last half-century by dispersive analysis be
profitably utiHzed for cancer research. To this end he has em-
ploved a synthetic method, and in his conclusions would seem to

show that there are modes of life, habits and so on which tend to

prevent almost entirely the incidence of cancer in healthy stocks

and greatly to reduce its ravages even among those hereditarily

predisposed. He everywhere endeavors to elucidate the causa-

tion and prevention of the disease rather than its cure, for which,

in his opinion, reliable indications are lacking.

The work will be read with interest and benefit by all those to

whom the study of the malignant neoplasms is important, and
that is to every physician.

The book is divided into twenty-three chapters which discuss,

successively, the geographical distribution and incidence of

cancer, the increase of cancer and its concomitants ; topographical

distribution; cancer and other tumors in animals and in vegetable

organisms; the genesis of malignant tumors; experimental study
of cancer genesis; cancer in relation to growth in general; the

microbic theory; infiammation, trauma and other extrinsic fac-

tors; the question of the origin of malignant from nonmalignant
tumors; multiple primary cancer and the association of cancer

with other tumors; the inlluence of sex and age; etiological indi-

cations from the study of the life-history of cancer patients;

family history; the initial seats of tumors and their relative fre-

quencv; the morphology of malignant tumors; recurrence;

cachexia; quasi-fnalignant pseudoplasms; infiammation, ulcera-

tion, retrogression and spontaneous cure.

The Principles and Pr.\ctice of Gynecology. For Students
and Practitioners. By E. C. Dudley, A. M., M. D., Ex-
President of the American Gynecological Society; Professor

of Gynecology, Northwestern University Medical School;

Gynecologist to St. Luke's and Wesley Hospitals, Chicago; Ex-
President of the Chicago Gynecological Society, etc. Fifth

Edition, Revised and Enlarged. Pp. 806. With 431 illustra-

tions and 20 full-page plates in colors and monochrome. Lee
& Febiger, Philadelphia and New York, 1908. Price, S5.00,

net.

The fifth edition of this admirable and well-known text-book

needs no introduction. The general plan and scope is the same
as in the previous editions. The changes in gynecology since the

appearance of the fourth edition in 1904 have not been great,

but still have made necessary considerable condensation and
rearrangement so as to accommodate the new material without
materially enlarging the volume. Important changes have been
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made in the chapters on the treatment of salpingitis, ovaritis

and pelvic peritonitis; on the treatment of myomata uteri; on
the treatment of carcinoma uteri, the ignihysterectomy of
Werder being decidedly favored; on the treatment of descent of

the uterus, prominence being given to the broad-ligament
operation, which has recently attracted much attention; and on
the treatment of retroversion and retroflexion. A new chapter
has been added on incontinence of urine in women.

Forty new illustrations and full-page plates in color have been
added. Operative procedures are set forth as they take place,

step by step, in numerous series of drawings. For example,
twenty-two drawings describe the steps of the operations of

myomectomy and hysteromyomectomy, thirty-two explain peri-

neal lacerations and perineorrhaphy.
In an introductory chapter, the author has been led to defend

the fact of the specialty of gynecology. His views are so in line

with what the Journal urges and believes to be true that we are

impelled to quote them somewhat fully. In closing his chapter.

Dr. Dudley says:

"In considering this most recent attitude toward gynecology,
I do not refer to the practitioner who may be so situated that the

most competent experts are not available; necessarily, he may be
compelled, to the best of his ability, not for himself alone, but
in the interest of his patient, to undertake not only gynecology,
but all the other specialties, nor do I deny that a general surgeon
of sufficient versatility may carry on miscellaneous general

surgical work and at the same time, if he will undergo the neces-

sarily long and careful training,, may acquire the special judg-
ment, the special diagnostic and operative technic essential to

proficiency in the practice of a great specialty; but this admission
does not weaken the indictment which I would offer against a

type of general surgeon, whose number increases day by day,
whose relation to this specialty is the outcome of a reasoning all

his own, a reasoning from the plausible premise that 'the gynecol-

ogist, having perfected and simplified his specialty, has found it

too narrow and has expanded' to the specious conclusion that

gynecology is an insignificant branch and that the gynecologist,

therefore, has undertaken general surgery. This logic gives rise

to a sophistry: if the gynecologist is a general surgeon, con-
versely the general surgeon is a gynecologist. As the times
change and we change with them, this type of universal operator,

quick to seize on and turn tohis own account the intimation that

this specialty has passed, with refinem.ent neither of diagnostic

nor operative technic, with no appreciation of his limitations,

hypnotized by an apprenticeship of six weeks in some postgrad-
uate school, or by no apprenticeship at all, emboldened by the

fact that no one has called him to account, would make gynecol-
ogy crude and common, would persuade the public and the pro-

fession that it is a mere caudal appendix to surgery on which no
one fears to tread. Let us for the moment dismiss the general



REVIEWS. 081

discussion of the subject and imagine a private hospital conducted
under certain practical conditions of business management and
promotion, with a year of active practice in capital operations,

most of them belonging to this, forsooth, insignificant branch of

surgery and a mortality of 70 per cent., and then, with this ex-

perience as a background, going on for an additional few weeks
to eleven more consecutive abdominal operations and 100 per cent,

of mortality. This is an extreme but nevertheless historical

example, taken not from the dark ages of surgery, but from our
own times. It would be painful to expose other instances.

"Gynecology has not passed. We are not general surgeons.

We are specialists in the diseases of women, and as our later trans-

actions abundantly show, we are to a rapidly increasing extent
specialists also in the wider field of abdominal surgery, a field in

which the account on the ledger as it stands to-day will show
general surgery indebted to us for a great part of its practical

and scientific progress; the claim is valid, for we were blazing

the trail through this territory when it was an untrodden wilder-

ness, and it is ours by right of discovery; we were giving laws to

govern the conduct of the stranger in this field when it was un-
known and unconquered, and it is ours by right of conquest; we
received from the pioneers, our teachers, some of whom are with
us now, the principles and precepts on which has been built up
this most aggressive dejjartment of surgery, and it is ours by
right of inheritance.

" Marion-Sims was not a general surgeon when he laid down the
laws which to-day govern the surgery of the gall-bladder, when he
foreshadowed the modern treatment of gunshot wounds of the
abdomen and thereby set in motion a tide of general abdominal
surgery of which the ebb flow, particularly in the upper zones of

the abdomen, where we have joined hands with the general
surgeon, is already overdue. Do the traditions which properly
belong to us count for nothing? Shall we retire into the back-
ground? Shall we organize a society of the Cincinnati, enter into

our second childhood, and live on the memories of the past?
Is our work done? Shall we say, 'Troy has been, we have been
Trojans'? If our work is done, why should we not go at once
into voluntary liquidation? Why should a special society hold
another meeting? But so long as in the diseases of women there
are practical and scientific problems to be solved, our work is not
done. Does not the increased strain of modern life, notwith-
standing improved knowledge of sanitation and hvgiene, bring
about exaggerations of pathology which will demand not less

but more of the gynecologist? If we do not respect our own
specialty, who will? Let us consider, for example, the every-day
subject of dysmenorrhea, about which as yet we know but little;

the causes of eclampsia, of which we know less; the purpose of

menstruation, of which we know nothing; the unknown conditions,
which in one case will supply defense against general septic peri-

tonitis and in another apparently similar case will open the wav
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to a rapidly fatal peritoneal infection. Let us reflect that we
have not spoken the last word on the surgical treatment of descent,

retroversion, and other deviations of the pelvic organs; let us

consider whether in the next thirty years we or the general sur-

geons are going to make such improvements in practical gyne-
cology that the hysteropexies, the hysterorrhaphies, the suspen-

sions, the fixations and a number of other procedures may look

to our successors as crude and irrational as the clamp and routine

use of the drainage-tube in ovariotomy look to us at the present

time.

"And now, supplementary to this discussion, may I ofiFer a sug-

gestion? In recent years, abdominal surgery has so far engrossed

the mind of the gynecologist, not to mention that of the general

surgeon, that by comparison the minor plastic work to some ex-

tent has been neglected or given into incompetent hands. It is

perhaps not too much to say that our fathers in their day did

l:)etter plastic surgery than we are doing in ours. Indeed, a re-

vival of interest may be necessary in order to save this part of

gynecology from becoming a lost art. There is now accumulating
a very appreciable number of patients on whom plastic operations,

some of them repeated on the same patient many times over,

have been performed with indifferent or injurious results.

Many such patients need to have the work undone or done over

again. And this class of cases now, therefore, is making an in-

creasing demand on the attention of the competent gynecologist.

It is time, therefore, without losing sight of the claims of capital

surgery, to bestow adequate attention on the homely every-day
problems of minor gynecology."

Hermaphrodismus beim Menschen. Von Franz L. v. Xeuge-
BAUER. Warschau. Werner Klinkhardt, Leipzig. 1908. Pp.

748. Illustrated.

This practical work is of unusual value and should be in every
medical library, because from it the physician can get informa-
tion on any doubtful case of hermaphrodism that may present

itself in his practice.

The development of the embryo is accurately described. Nearly
all important literature relating to embryology is made use of

to place before the reader everything that is so far known on the

subject.

After completing the embryological study, the author describes

the varieties of hermaphrodism, and for practical reasons ac-

cepts for pseudohermaphrodism the classification of Klebs.

Hermaphrodism has been described by Aristotle, Hippocrates
and Galen. The old imperial laws regarding hermaphrodites
are mentioned. As late as 1602, the Parisian Parliament con-

demned a hermaphrodite to death by burning at the stake, be-

cause he had performed the functions of the sex in which he
declined to be classed.

While ancient and medievel literature contained observations
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on hermaphrodism, the scientific study did not begin until the

nineteenth century.

A genuine hermaphrodite is an individual who, while able to

impregnate another, may itself be impregnated or may impreg-
nate itself. Such condition does not exist in human beings.

Even in a functional sense, true hermaphrodism is exceptionally
rare in the human race. Only five cases of true hermaphrodism
are on record. Numerous cases have been reported in literature

but the microscope failed to verify the correctness of such
diagnosis.

An unusually large number of cases is cited, the greatest

number that has ever been published by one author, with obser-

vations, interesting histories and instructive cuts. The publica-
tion does credit to the genial and diligent author.

TrAXSACTIOXS OF THE SoUTHERX SuRGICAL AXD GVXECOLOGICAL
AssociATiox. Volume XX. Edited bv \V. D. Haggard,
M.D. Pp.570.
This volume contains the forty-eight papers and the discussions

which came before the society at its twentieth session held at

New Orleans on December 17, 18 and 19, 1907, many of which
are of very great practical interest and value and which fully

maintain the high standard this association set for itself at its

first meeting twenty years ago.

St.\te Board Questioxs axd Axswers. By Max Goepp, ^I. D.,

Professor of Clinical Medicine at the Philadelphia Polyclinic;

Assistant Visiting Physician to the Philadelphia General
Hospital. Pp. 684. Octavo. Philadelphia and London:
W. B. Saunders Co., 1908. Price, S4.00, net.

This is a compilation of the questions asked by the various
State examining boards during the last four years, and its purpose
is to provide a convenient compend for the use of those who
wish to prepare themselves for State board examinations.
Answers are given in a condensed form, the definitions being
larg:elv taken from standard text-books.

BRIEF OF CURRENT LITERATURE.

obstetrics.

The Suprarenal Capsules in Puerperal Eclampsia and Neph-
ritis of Pregnancy.—On account of the universal presence of

hypertension in puerperal eclampsia and the possible effect

of the suprarenal capsules on the production of hypertension,

J. L. Chirie (Tribune Medicale, June 13, 190S) has made a
careful microscopic examination of the suprarenal capsules in

nephritis of pregnancy. vSeventeen cases of eclampsia were
examined, of which twelve showed retroplacental hemorrhage,
one nephritis, and four died in coma. Fourteen cases of infec-

tion were also examined. The conclusions at which the author



684 BRIEF OF CURRENT LITERATURE.

has arrived are that in these conditions there is a constant
cortical and medullary hyperplasia of the suprarenal capsules.
Medullary hyperplasia occurs before cardiac hypertrophy.
Suprarenal hyperplasia is secondary to the diseased kidney
condition. This hyperplasia bears a special relation to the
antitoxic function of the gland, and may play an important
role in the production of increased arterial tension of eclampsia.
In these cases it is by the intermediary action of the hyper-
function of the gland that a relation of cause and effect is estab-
lished between the difficulties of renal secretion and the modifi-
cations of arterial pressure; clinically, this relation has been
demonstrated.
Symphyseotomy and Hebotomy.—V. Cocq {Bull, de la Soc.

Beige de (Jyn. et d'Obst., vol. xix. No. i, 190S), after giving
the histories of four successful symphyseotomies, compares
this operation with hebotomy, concluding that the latter has not
sufiicient advantage to supplant the former. Symphyseotomy
is an excellent operation when practised with a good technic
and within its proper limits; that is, in pelves with a diameter
of over 7 cm. and at term. In diameters less than this, it

should never be performed. Cesarean section is more attrac-

tive, but it is not always possible to have the necessary
conditions for its successful performance, i. e., a woman uncon-
taminated by frequent examinations and the possibility of

complete asepsis in the surroundings. In general practice it is

often necessary to deliver by operative means when these con-
ditions cannot be attained. In the country it is not always
possible to secure two capable assistants, nor has every general
practitioner the necessary instruments. In these cases section

of the pubis permits him to save the fetus while lessening the
dangers of the mother. Cesarean section is to be preferred
when the necessary conditions are obtainable. Comparing
symphyseotomy with hebotomy as to its special advantages,
the author believes that a sufficiently strong consolidation of

tissues is obtained by svmphyseotomy. As to hebotomv
exposing the patient to less danger from tearing of the soft

parts, these wounds occur when the pelvis is spread apart too
far. This will not happen,. provided the operation is not done
in pelves of less than 7 cm. conjugate. The head has a ten-

dency to push the soft parts before it, hence an aid should
keep them in position as far as possible. Another precaution
is to disengage the head' in the transverse position, for

in the occipito-pubic position the occiput will be supported
only by the soft parts, which will be much stretched. The
perineum may be incised if necessarv. Less hemorrhage is

supposed to occur in hebotomy; but the author finds that when
not done in a woman with varices, the hemorrhage is not greater.

A necessary precaution is to place the finger behind the symphysis
when making the section and to tampon the space with gauze
afterward. In subcutaneous hebotomv there is jrenerallv a
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hematoma, which the author beheves is not a condition to be
Hghtly passed over. He rejects the subcutaneous operation
entirely. As to there being less risk of infection in hebotomy,
the author believes that aseptic precautions render symphy-
seotomy quite as safe. The slightly vascular cartilage is less

likely to be infected than the highly vasc^ilar bone. The author
therefore prefers symphyseotomy.

Cesarean Section and Lumbar Anesthesia.—Oscar Polano
(MiiHcli. mcd. W'och., June 2, 190S) gives an account of three
Cesarean sections done under lumbar anesthesia, with safety
for both mother and child. There was an entire absence of pain
throughout the operation in all three cases. All three patients
suffered from rachitic contraction of the pelvis, and the lumbar
puncture was easily made. The pelvis was slightly elevated
after the injection. There were no disagreeable symptoms,
such as headache or paresis. All three women made a good
convalescence and left the hospital three and a half weeks after

the operation. All dangerous compression of the child's head
and thorax was avoided by this method of delivery. The
children when delivered had a normal red color, the pulse in

the cord was normal, and there was no carbonic-acid poisoning of

the blood in the infant. All of the children were vigorous and
cried loudly when handled. The breathing began naturally
as soon as the cord was cut. In each of these cases the uterus
contracted normally after delivery and remained well con-
tracted with very little loss of blood. By this method of

anesthesia the painlessness is perfect, and the dangers of asphyxia
for the child and of atony of the uterus for the mother are

absent.

Observations on Nursing Women.—S. Jacobius (Arch. j.

Kimicrhcil., Bd. Ixxxiv, H. i and 2), after observations on many
nursing women who had given up nursing their children for

some reason, not always good a one, finds that menstruation
begins in many women soon after the puerperium, and in the
majority of women before six months. The production of

milk does not seem to be materially affected by its presence.
In the clinic for infants at Berlin, where prizes are offered for

the longest nursing of the children, the author has never seen a
case in which it was necessary for the mother to stop nursing
the child on account of the beginning of menstruation. It

was also noted that when a mother has ceased nursing for an
interval even as long as thirty days, it is possible for her to revive
the flow of milk and to again nurse the child. Such a procedure
is not injurious to the child, the secretion seeming not to have
so changed as to do it any harm.

Diet of Nursing Women.— L. Bouchacourt {Jour, de Med.
de Paris, June 20, 190S) states that the diet of the nursing woman
should be most abundant, but its quality is also important.
Vegetables should be the most important part of it, meat being
of less value in producing milk. Of the vegetables that pro-
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duce the milk, lentils, cotton-seed oil cakes, carrots, beets,

chicory, parsley, peas and beans are the most valuable. Cod-
liver oil is also valuable. The author believes that milk and
light beers and ales are galactogogues. He would arrange the

diet thus: bread 400 grams, meats or fish 250 grams, dry vege-

tables 500 grams, fresh vegetables 300 grams, vermicelli and
macaroni 100 grams, sweet fruits and candies 100 grams, butter,

milk and cheese 1500 grams, beer or cider 1000 grams, water
1000 grams.
Severe Bleeding at the Time of Labor.-—Schickele (Miinch.

med. IVoch., May 26, 1908) says that severe bleeding at the
time of labor is generally due to implantation of the placenta
over the os, premature separation of the normally located

placenta or to a placenta marginata. The author believes

that bleeding under the placenta is rather frequent, old clots

being found under it after delivery. He believes that such
clots are common causes of abortion and of maldevelopment
of the ovum. Loosening of the placenta seldom leads to danger-

ous bleeding. In case of severe bleeding it is always a question
how much blood the patient has lost and how much she can
lose and live. Facts that have an important bearing on this

are the general nutrition and build of the patient and the con-

dition of the heart and kidneys. Women who have borne
many children within a short period, especially if they have
had habituall}^ severe bleeding, are less able to stand hemor-
rhages. Cases which have lost much blood before admission
to the hospital have a bad prognosis. The pulse is the great

criterion of the patient's condition, as well as her general con-

dition. Sometimes women who are apparently doing well

have a sudden failure of the pulse. One of the best remedies

is injection of saline solution by the rectum and intravenously.

Cases of bleeding after rupture of the uterus bear hemorrhage
much better than those who have placenta previa.

Early Rising After Labor.—Wilhelm Rosenfeld (Gyn. Rund.,
H. II, 1908) calls attention to the possibility of the position

of the newly delivered woman on her back for nine days being
a cause of retrodeviation. Coe permits his patients to rise

to empty the bladder within three hours after labor. Other
obstetricians allow of special gymnastic movements beginning
three days after labor, consisting of movements of the abdominal
muscles and of the sphincter ani and vulvae morning and evening. •

No bad results have been seen from these movements, and
others have begun to allow the puerperal woman to get up
on the third day for an hour or two, in cases in which there is

no rise of temperature. • This aids in the involution of the

organs, makes the movements of bladder and bowels easier.

The strength of the muscles is better preserved and the appetite

is better. The questions that must be decided in reference to

this procedure are whether embolism will be caused and whether
prolapsus and retrodeviation will be favored. Prolapsus will
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occur only when there has been a previous lesion of the pelvic

floor, either tearing or stretching the fibers. Long lying in bed
will not cause a union of these ruptured muscle-fibres, as they
immediately retract and the ends do not reach one another.

An etiological factor in prolapsus is atrophy of the pelvic floor.

Long rest in bed will increase the weakness of muscles, while

the natural movements will tend to strengthen them. Women
who have been up for some hours each day feel better and
stronger than those that ha\e lain in bed for nine days and are

then obliged to go home and do their own work and care for the

child. In January, 1908, the author began to allow the puerperal
women to sit up for a few hours each day after the third day
and to increase the time each day to the ninth, when the}-

finally got up permanently. These patients had undergone a

perfectly normal labor and had no rise of pulse or temperature.
After the first three days a vaginal examination was made and
it was ascertained that there was no abnormal condition of

the genital organs before the woman was allowed to get up.

These women wore a well-fitting binder all the time. From
January 15 to March 30, 160 women were confined at the Vienna
Lying-in Hospital. (Jl these 102 were able to get up on the

third day. In only one case was there any rise of temperature,
and this was from a beginning mastitis which was reliexed by
Bier treatment. No hemorrhages were observed. At the
end of seven days the uteri were at the level of the symphysis,
and at the ninth day could not be felt. The author considers

these results sufficiently good to justify further trials of this

method. All the women stated that they felt better and stronger
than \vhen tlie\- lay in bed for nine days.

Etiology of Puerperal Retroflexion.—R. Ziegenspeck (Zetit.

J. Gyn., June 6, 1908) finds it stated that retroflexion in the puer-
peral state arises only when there is parametritis or perimetritis.

Chronic atrophic parametritis never occurs in the puerperal
condition, yet it is the most frequent cause of retroflexion, ac-

cording to some authors. The author has examined every puer-

peral woman having parametritis who has come under his ob-

servation, to ascertain whether the condition came on after labor,

and has found that the most pronounced cases occurred after

labor. In large maternity hospitals the occurrence of infection

is prevented by asepsis, but in the homes of the patients this is

not possible. The author makes it a habit to examine every
labor patient from eight to twelve weeks after delivery, even when
no symptoms are complained of, and has rectified many displace-

ments and kept them in position until cured. Retroflexions
have been found in the first as well as in later confinements.
The first confinement predisposes the patient to retroflexion, and
flexions which have existed previously recur after labor. Over-
filling of the bladder is a frequent cause of retroflexion, the full

bladder causing the uterus to be pushed backward. If the patient
lies on her side, it is found that anteflexion is increased. Re-
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tention of urine in the puerperium should be guarded against.

It may result from spasm of the pelvic muscles due to trauma
during labor, from injury of the urethra by the pressure of the

head and from edema of the bladder. These factors are more
frequently present in the first than in later labors. Massage and
pressure do not help these cases, but better results are obtained

by the use of a well-fitting pessary and care in emptying the blad-

der and bowels. The author concludes that retroflexion be-

fore labor is more frequent than had been thought, retroflexion

from parametritis and perimetritis are more frequent than has

been supposed, and the continuous position of the patient on the

back after labor, combined with an overfilled bladder, is a cause

of retroflexion. In the last months of pregnancy, the fetal

head presses down into the pelvis and causes a thinning of the

cervical canal which remains after labor and tends to produce

anteflexion or retroflexion. Manual replacement and massage
are here of value.

GYNECOLOGV .\ND ABDOMINAL SURGERY.

Uretero-vaginal Fistulas Following Abdominal Hysterectomy.

—Carlos Lepoutre {Jour, des Sci. Med. de Lille, June 6, 1908)

savs that vaginal hysterectomy for cancer or fibroma is the prin-

cipal cause of uretero-vaginal fistulae. Abdominal hysterectomy

for removal of a large cancer or a laborious operation done for

adherent salpingitis or for complicated fibromata is also a cause

of this unfortunate condition. Here the ureters are often in-

volved in the growth in such a way that it is almost impossible

to tell their location. The flow of urine from the vagina, although

the symptom that gives the patient the most trouble, is not the

gravest one. The entrance of the ureter into the vagina is far

from an ideal one. There is generafly a tortuous, granulating

tract between these organs that may become contracted and
cause retention of urine in the pelvis of the kidney. The ureter

itself becomes dilated and the walls indurated with a marked
periureteritis. Clinically, there is a diminution in the amount
of urine after some time and an impermeability of the kidney

to methvlene blue. Lumbar pain and nephritic colic are fre-

quent. The diagnosis is based on the symptoms and on ex-

clusion. At first the amount of fluid escaping from the drains

is marked and its odor is urinous. The patient finds herself con-

tinually soiled with urine night and day, sitting or lying down.

At the same time there is normal micturition of the urine

of the other kidney. Examination of the bladder shows that the

urethra is intact. In the vagina there may be seen a small nodule

in the wall from which the urine flows. A tampon placed in the

vagina soon becomes saturated with urine. Using methylene

blue is of value, since this shows the orifice more easily. The
fistulous orifice can rarely be catheterized. Injection of a colored

liquid into the bladder shows that this fluid does not appear in

the vagina, and vesico-vaginal fistula is excluded. Examination
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of the kidneys shows a large hydronephritic kidney and pain
in the lumbar region. Cystoscopic examination determines the

side from which the normal urine flows and ureteral catheteriza-

tion shows the distance of the cut portion from the bladder
which varies from two to five inches. The ureteral orifice on
the cut side is elongated transversely, and no urine flows from
it. It is open and very easily catheterized.

Pyosalpinx Opening into the Bladder.—Muller and Petitjean

{Gaz. des Hop., June i8, 1908) say that salpingitis may rarely

open into the bladder, a condition which does not bring about
the healing of the tube, but exposes the patient to severe incon-

veniences and dangers When a collection of pus arises rapidly

in the pelvis, it is generally the result of a phlegmon of puerperal

origin, and these abscesses are cured definitely in a few months.
Pyosalpinx and dermoid cysts of the ovary which have suppu-
rated are comparatively rare. Opening into the bladder is excep-

tional. At the time of opening there will be a crisis of fever, vio-

lent pain radiating in various directions, vomiting and vesical

tenesmus. Then pus appears in the urine and the pain ceases.

In purely vesical or pyelorenal pus there is an absence of this

violent crisis and a preservation of the normal volume of the

urine. Absence of polyuria indicates a renal lesion. Usually
periods of relief alternate with violent crises of pain when the pus
again empties itself into the bladder. A cure is seldom accom-
plished except by operative procedure. In some cases the general

condition fails and symjjtoms of sepsis supervene or renal abscess

may occur as a result of ascending infection. Diagnosis is

generally difficult. Laparotomy with the extirpation of the

adnexa is the only treatment that promises permanent relief.

The author des:ribes a case observed by himself.

Bleeding in So-called Chronic Metritis.—G. Ahreiner {Arch.

i. ( r) u., Bd. Ixxxv, H. 2) describes chronic metritis as an affection

in which bleeding sometimes, but not always occurs, in which
there is no appearance of a growth or of real inflammation, but
simply an enlargement of the uterus. After reviewing the litera-

ture on this subject, the author concludes that almost all

writers agree that in chronic metritis the walls of the uterus are

thickened, the connective tissue is increased and the walls of

the blood-vessels are sclerosed and thickened. The thickening
of the vessel walls consists of an increase of the elastic fibers.

Aside from this, the changes are seen only in women who have
been pregnant at some time. Some mention the changes in the

blood-vessels as the cause of the bleeding, others the increased

connective tissue and still others a lessening of the muscular
power. Opinion is not by any means agreed on the subject of

the cause of the bleeding. The author has examined the speci-

mens from five cases observed by himself. In none of them was
there any lesion of the mucous membrane. All the uteri were
thickened and enlarged. Small streaks of connective tissue were
to be seen through the muscular tissue. Macroscopically, groups

s



690 BRIEF OF CURRENT LITERATURE.

of enlarged blood-vessels were seen on the serous surface. The
increase in connective tissue was not very marked. All the
elements were increased in amount about equally, but the elas-

tic tissue more than any other. The greatest increase in elastic

fibers was about the vessels, and under the mucosa where the

vessels are few this increase was slight. The greatest increase

was in the middle layer of the wall. Arteries as well as veins were
markedly thickened. The author finds no relation between this

process of thickening and inflammation. The changes in the
vessels form a process of physiological sclerosis. He finds no
cause here for the occurrence of bleeding. The effect of the

vasomotor nerve action on the vessels is lost by the increase of

the elastic elements. The veins are less contractile than she

arteries. Of the uteri examined, three had caused hemorrhage
and two had not. The changes were the same in all five. The
muscular tissue loses its power of compression, and venous hyper-
emia and hemorrhage may result from any sufficient cause.

The cause of the hemorrhage lies outside of the uterus itself. On
this hemorrhage ergot has no effect. The author finds the cause
of the bleeding in constitutional conditions; among which are

anemia and chlorosis, any long-continued illness, such as those

of the lung and their complications, typhoid and gonorrhea. In

some there may be a kind of local hemophilia. Any condi-
tion that increases blood-pressure may be responsible for hemor-
rhage, such as heart and kidney diseases, abdominal plethora and
obesity. Any of these conditions may cause bleeding in a uterus
in which the sclerotic changes have gone sufficiently far. The
causes are then general, not local.

Use of Scopolamin-morphine Narcosis in Gynecology.—H.
Sieber {Zent. f. Gyn., June 13,' 1908) gives the results of the use of

scopolamin-morphine narcosis in eighty-eight cases treated at

the Marburg Hospital. It was used only in patients with sound
hearts and kidneys, and women with unstable nervous systems, in

whom cyanosis and restlessness developed, were not considered
suitable for this form of narcosis. The dose was from three to

nine decigrams of scopolamin hydrobromide and one to two
centigrams of morphine muriate injected subcutaneously. The
first dose was given two hours before operation, the second one
hour later and the third just before operation, not more than nine
decigrams ever being used. When an increase of pulse frequency
occurred, it was most marked on the evening of the operation
and lasted not more than three days at most. There was a slight

rise of temperature in some cases, which disappeared in two days
at latest. When long-continued effect on the pulse was found,
the author believes it was the result of the poisonous effect of the

scopolamin on the heart. The resistance of the patient to in-

fection was lessened and the prognosis less clear on this account.
It is also often impossible to say whether the slight rise of pulse

and temperature is the result of injection or of the drug, or

whether there is a thrombosis, internal hemorrhage or simply poi-
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soning. Absolute analgesia is not possible by this method. A
few cases show hypalgesia. When a sufficient degree of analge-

sia is not obtained, it is necessary to use choroform to complete
the operation. In such cases we have the patient subject to the

effect of four potent poisons—a condition which is not to be desired.

Flushing Intestine through Multiple Openings.—G. H. Monks
(Am. SiDji., June, 190S) records his experiments upon animals

and cadavers and the history of one case in which he flushed

intestine in sections through multiple enterostomy openings.

He advocates this procedure in the most desperate cases in which
the bowels are greatly distended, and in which the patient, over-

whelmed with septic or toxic products, will die unless immediate
relief is afforded. The technic which he recommends is as

follows: jMake a median abdominal incision from the pubes to,

or above, the umbilicus. Pick up a loop of bowel high up in the

wound. Determine by reference to the root of the mesentery
which is really the upper and which the lower end of this loop.

Make an enterotomy wound in the loop. Allow gas and feces to

escape, and insert the tube pointed downward into the gut.

Allow warm salt solution gradually to distend a few of the loops

below this opening. If the patient's condition will allow it, j^ick

up the loop which is apparently the lowest of those distended,

make a second opening, insert a second tube— this one directed

upward—and allow the wash water to run out through the tube
until it becomes clear. Cleanse and sew up the first enterotomy
wound, and return to the abdomen that part of the bowel which
has been washed out. Repeat this procedure as many times,

consistent with safety, as may seem necessary, each time isolating

and cleansing a segment of intestine lower down. If the

patient's condition wlli permit further operating, till the colon
with salt solution from the lowest enterotomy opening, after

inserting a rectal tube to remove any wash water or intestinal

contents which may reach the rectum. Use great gentleness in

all manipulations, and carefully avoid contamination of the
peritoneum. If peritonitis is also present, the i)eritoneal cavity
should be washed out thoroughly, before flushing the intestinal

canal, and also after it.

Perforative Peritonitis.—John B. Murphy (Siiri:,. (iyn. and
Obst., June, 1908) believes the results in the future in cases of

general, diffuse, free peritonitis must be uniformly good. This
estimate involves the assumption that the medical profession
will make early diagnosis, will insist on early intervention, will

limit its surgical procedures to the least possible handling and
trauma consistent with closure of the opening and relief of pus
tension, will limit the duration of anesthesia and the amount of

the anesthetic, will shorten the actual time of operation, will insure,

by drainage, the continued absence of pus tension, will eliminate
the sepsis already in the blood, restore the blood-pressure and
will inhibit absorption by position. The importance of the Fowler
position both pre- and post-operative is underestimated. The

t
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patient should be placed in this position as soon as the diagnosis

is made and kept so until convalescence is well advanced. Proc-

toclysis is most important. The retention of fluid in the colon

depends entirelv upon the method of administration. The syr-

inge should be raised above the buttocks just so far that one

and a half pints will flow into the rectum in 40 to 60 minutes and
should be refilled every two hours. Opium and coal-tar anodynes
were not given in any of the author's reported cases. There
were no deaths from the peritonitis per sc in the series of 5 1 cases.

Primary Carcinoma and Sarcoma of the Vermiform Appendix.

—

R. H. Harte {Am. Surg., June, 1908) has collected 92 cases of

primary carcinoma of the appendix and adds 9 previously un-

reported cases collected by him. He says that primary carci-

noma of the appendix is present in from J of i per cent, to i per

cent, of all cases operated upon for chronic appendicitis. Car-

cinoma of the appendix, especially of the basal or spheroidal-cell

type, is a condition of early life, occurring generally between
the age of 10 and 40. There is little tendency to metastasis.

The disease appears to be slightly more frequent in females than

in males. Acute and chronic inflammations are present and are

responsible for the symptoms demanding operation. The
growth, while localized, gives no pathognomonic symptoms.
The fact that primary carcinoma of the appendix takes its origin

in an inflammatory process forms a very strong argument for the

removal of all appendices which show evidence of any irritation.

ITEM.

Sixteenth InternationaIv Medical Congress.

Contributions to the Congress must be announced to the

Secretary before January, 1909. It is desired by the Committee
that the manuscripts should be in their possession by the 31st of

January, 1909. It should be known that the time for the read-

ing of a paper does not exceed twenty minutes and that manu-
scripts should be clearly written, as the correction of the proofs

is attended to at the othce of the General Secretary. Copies of

the manuscripts will be returned by July 31, 1909. The General

Secretary is Professor Emil Grosz, M. D., the address, Budapest,

VIII., Esterhazy-utcza 7. .Arrangements are in good progress

and the preliminary program contains the names of distinguished

men throughout Europe and this country. Professor Osier writes

that there is much enthusiasm. Arrangements are under way
for an excursion to Constantinople returning by the way of

Greece.

There will be no difficulty about physical accommodations
for the members.

Blank forms of application for membership to the Congress and
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for the presentation of papers can he had of the Chairman of the
Committee.

J. H. MussER, M. D.
1927 Chestnut St., Philadelphia, Pa.

The membership of the committee is as follows:

Chairman, John H. MrssER, m. d., Philadelphia, Pa.
The President, H. L. Blrrell, m. d., Boston, Mass.
The President-Elect, W. M. Gorgas, m. d., U. S. A., Washington,

D. C.

The Surgeon-General of the Army , Robert M. O'Reilly, m. d..

U. S. A., Washington, D. C.

The Sunjeon-Cieneral of the Xaiy, Admir.\l P. T- RiXEY, M. D.,

U. vS. X., Washington, D. C.
'

The Surgeon-Genera/ of the Piihlic Health and Marine Hospital
Serviee, Walter Wvman, m. d.

Drs. F. Forcheimer. Cincinnati, Ohio; George H. Simmons,
Chicago, 111.; Richard Mills Pearce, New York Citv; Reginald
H. Fitz, Boston; R. Matas, New Orleans; William H. Welch,
Baltimore, Md.; F. Fremont Smith, Washington, D. C; John
A. Witherspoon, Nashville, Tenn.; C. H. Frazier. Philadelphia;
E. G. Janeway, Xew York; George M. Kober, Washington, D. C;
Ramon Guiteras, Xew York; Grover W. Wende, Buffalo, X. Y.;
H. A. Kelly, Baltimore; Arthur D. Bevan. Chicago; Charles G.
Stockton, i3uffalo, X. Y.

; J. D. Bryant, Xew York; J. Riddle
GofTe, Xew York; W. K. Fischel, St. Louis, Mo.; John F. Binnie,
Kansas City; G. C. Ruber, Ann Arbor, Mich.; George Dock,
Ann Arbor, Mich.; W. H. Carmalt, Xew Haven. Conn.; Samuel
D. Risley. Philadelphia, Pa.; James E. Xewcomb, Xew York;
James Mc Bride. Los Angeles, Cal.; J. D. Murphv, Chicago;
Westbrook, St. Paul, Minn.; H. Moffatt, San Francisco, Cal.;

James B. Herrick, Chicago, 111.; Charles G. Kerlev, Xew York;
M. H. Richardson, Boston, Mass.; A. Jacobi, Xew York; S. J.
Meitzer, Xew York; Charles A. L. Reed, Cincinnati; Frank
Billings, Chicago; H. Sewall, Colorado; William J. Mayo. Roch-
ester, Minn.; Yictor C. Yaughan, Ann Arbor, Mich.; George
W. Crile, Cincinnati, Ohio; George Ben Johnston, Richmond,
Va.; E. L. Trudeau, Saranac, X. Y.

; James Tyson, Philadelphia,
Pa.; John Monroe, Boston; George Brewer, Xew York; W. W.
Keen, Philadelphia; Hobart A. Hare, Philadelphia, Pa.; Walter
James, Xew York; Charles Kolloch, Charleston, S. C; James F.
Ewing, Xew York; L. T. McMurtrv, Louisville, Kv.; A. A. Yan-
DerVeer, Albanv, X. Y.
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A PRESENTATION OF THE SUBJECT OF ARTIFICIAL
INFANT FEEDING FOR THE GENERAL
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GODFREY R PISEK, M. D.,

Professor of Diseases of Children, University of Vermont; Adjunct Professor of Diseases

of Children, New York Post-Graduate Medical School, New York City.

The year 1908 will always be a memorable one in the annals

of infant feeding, because it witnessed the end of a long contest

concerning the principles on which this subject has supposedly

been based.

The science of infant feeding is comparatively new. It is only

about twenty years ago that it had its inception and, taking into

consideration the meager basic knowledge that was at hand and

the number of theories that have had to be abandoned, the amount

of progress made is really phenomenal.

It needed no argument to cause mother's milk to be taken as

the standard of what an artificial food for infants should be,

and for many years the aim was to make artificial human milk.

All of the early and many of the recent text-books clearly teach

this. It was supposed that the differences between human milk

and the milk of the lower animals were correctly understood; that

these differences were merely ones of percentage composition and

reaction and that it was a comparatively simple and an easy matter

to change cow's milk so that it would have the same composition

and properties as human milk. The teaching was, essentially,

that modifying milk was infant feeding. This idea was quite

generallv accepted for a time, but as it was watched in practice

it became apparent that there was more to successful artificial

infant feeding than reconciling the supposed differences between

human milk and cow's milk. It was also observed that the theory

of modifying milk was not applied in practice and that practically

no one made up food for infants according to the theory of recon-

ciling the supposed differences between human milk and cow's

milk.

694
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It has not been claimed that modification of milk is not a use-

ful procedure, but it has been claimed that the teaching was too

narrow; that human milk was not being made from cow's milk;

that the same scientific principles could oftentimes be applied

in more than one way; that it made no difference how the correct

principle was applied so long as it was applied ; that if one method
failed and another succeeded there must be some reason for it,

and that efforts should be made to ascertain the principle involved

so that intelligent application of it could be made to other cases.

Thus there arose two schools or beliefs concerning artificial infant

feeding, and the discussions over the controverted points have
made a voluminous literature which is bewildering to one who has

not been a close student of the subject.

Now, progress in all the sciences and arts has been made not

so much by theorizing as by systematizing observed facts and
phenomena, and from these working out the laws and rules that

applied to the subject. By observing the actions and properties

of electricity, it has become possible to formulate the laws thai

govern its action under ciiflerent conditions and utilize it for

many practical purposes, although no one yet knows what elec-

tricity is. The same is true of infant feeding. The phvsicians

who have become the most successful feeders and who specialize

in this branch are not those who* have been tied down bv theory,

but the men who could see things for themselves and who were

willing to believe that methods of feeding which produced vigor-

ous, well-developed infants must have a scientific basis, even if

they did not know what it was.

The real progress in infant feeding has been made by these

physicians, and from observations they have made concerning

the nutritional habits of infants the general laws which govern all

successful infant feeding have been worked out. That these

laws are correct is corroborated by the fact that they are almost

identical with the laws of nutrition worked out from experiments

on lower animals where full control could be had and the animals

killed and examined to determine the effect of each method of

feeding.

To-day, the factors involved in the successful feeding ot in-

fants are as well established as the laws governing the manage-
ment of electricity, but few physicians are acquainted with them
because most of the teaching has been based on erroneous theoreti-

cal considerations and not on a system founded on experiment
and clinical experience. The fact that many of the theories have
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been erroneous is now recognized by many of the leading pedi-

atricians, and it may be confidently predicted that from now on

the subject of infant feeding will be not only taught differently,

but it will be more simple and will appeal to the reason ol the

student, general practitioner, and even to the mother and nurse.

It is hardly to be expected that an absolute agreement as to

methods will be reached at once or that all who have held to the

theory of making human milk from cow's milk will give it up, but

the confusing cross-teaching will become a thing of the past.

Infant feeding is not a complicated subject, but it has been

made so by not differentiating between the methods of modifying

milk, which are innumerable and more or less intricate, and the

principles of nutrition and the methods of applying them, which

are few and simple.

To become a successful infant feeder one should have a clear

idea of (i) the general principles of animal nutrition; (2) the pecu-

liarities of digestion in infants and young animals; (3) the food

materials which may be used in feeding infants; (4) the methods

of preparing foods; (5) the indications and contraindications for

different forms of food. With a working conception of these

subjects, any physician may become a good infant feeder with

practice.

GENERAL PRINCIPLES OF ANIMAL NUTRITION.

The living tissues of the human body are composed of cells,

each of which is constructed of proteids, a small amount of

mineral matter and water. Each of these cells requires a small

amount of proteid to make up for the constant loss of substance

that is going on. It also needs a greater or less quantity of fats

and carbohydrates to furnish energy. A small amount of mineral

matter composed of phosphorus, iron and other substances is also

required to make up for any loss there may be of these substances.

It is therefore evident that if the cells are to be kept in normal

condition or in good repair, so to speak, a supply of proteids is

necessary, especially as proteids cannot be made from fats and

carbohydrates. Growth consists in an increase in the number
of cells of which tissues are formed, and as these are composed

princ pally of proteids, if we except water, it is apparent that

infant feeding centers around a supply of proteids. If too little

proteids are supplied, proper tissue formation cannot take place.

In a few words, growing animals particularly need a liberal

supply of proteids and mineral matter for construction purposes,
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a smaller quantity of these substances to make up for loss, and

enough fats and carbohydrates to supply energy and to allow the

stOE^ge of a moderate amount of fat, which is a reserve supply

of heat and energy.

The natural foods of all species of animals contain more or less

proteids, mineral matter, fats and carbohydrates. No matter

how widely the forms of food eaten by different kinds of animals

may differ, they will be found to contain these essential basic

nutritive elements. The problem of nutrition is the same in all

animals as far as the principle goes, but there is a great variety of

methods by which the necessary food elements are obtained and

digested, each species having organs specially adapted for secur-

ing and digesting its natural food. This leads to the considera-

tion of the different forms of food supplied to young animals and

to the processes of digestion in the young of different species.

PECULIARITIKS OF DIGESTIO.N I.\ INFANTS AND YOUNG ANIMALS.

Most young animals at birth are still in the embryonic condi-

tion; that s, they are still dependent upon the mother's body for

nourishment. In fact, in most cases they are as much so as be-

fore birth. The digestive organs are not ready to assume their

permanent functions immed ately after birth, as are the lungs

and kidneys, l)ul undergo a process of growth and development

of function for a considerable time after the young animal is born.

During this period of development the difliculties of infant feed-

ing are encountered. The mother's milk is generally perfectly

suited to the developing digestive apparatus, and if it is not,

regulation of the mother's habits and diet will often make it so.

The question now is, why is mother's milk so perfectly adapted

to the young animal, and why does not food that contains the

same quaritit es of proteids, mineral matter, fats and carbohy-

drates as mother's milk, and which during the latter part of the

second year and ever afterward is digested easily and produces

well-developed tissues, agree with the young during the first

year of life? The answer is that young animals have digestive

organs that are not adapted to such forms of food, although they

can and will develop so as to be capable of digesting them.

While the digestive organs are developing, the mother supplies

a form of food that not only is nutritious, but which readily

changes its form in the stomach to meet altered conditions that

are produced during development. There can be no greater

mistake than to suppose milk to be a food of definite form or to



()98 PISEK: ARTIFICIAL INFANT FEEDING.

think of it as being always the same in its reaction to the diges-

tive processes. Milk is a liquid when we see it, but as soon as it

comes in contact with the digestive secretions, it changes into

solid form. Long before weaning the stomach is at work on

solid food produced by the action of the gastric secretions on the

casein of the milk, but because it is out of sight we are apt to

forget that this is so. The solidity of the food produced from

the casein of milk depends upon a number of factors. When
the stomach is feeble and the gastric process is not established,

the milk forms the most delicate jelly, not much more dense than

thin starch paste; but as the secretion becomes stronger and

more active it causes the milk to assume a denser form,

and when acid is secreted in any amount, the milk becomes

decidedly solid. Not all milks produce the same kind of solid

under the action of the gastric secretions. If they did, the diffi-

culties in artificial infant feeding would be few. As was stated

previously, each species has organs of digestion specially adapted

for its natural food, and as the process or method of digestion

differs w.th the species, it is not surprising that it is found that

the milk of each species has the peculiar property of forming a

solid food suitable for the developing digestive organs to which it

is applied. Nearly all of the methods of modifying cow's milk

that have been proposed have in them some factor connected

with modifying the action of the gastric secretion in forming a

solid food from the milk. This factor is often unconsciously

disguised under the name of changing the reaction of the milk or

reducing the percentage of proteids, decalcifying the milk and in

various other ways. When it is known that all of the processes

have a common purpose and effect on the milk, the practitioner

will not only be able to use them intelligently, but to discriminate

as to which one of the above plans he will use, as oftentimes

better results can be obtained by one method than by another.

FOOD MATERIALS USED IN INFANT FEEDING.

The materials used in preparing food for infants are, in order of

their importance, milk, cereals, sugars, broths made from meat,

and eggs. Milk is absolutely essential for furnishing a more or

less solid food for ' the developing stomach. Sometimes cow's

milk alone will make a suitable food for some infants, but as a

general rule, it must be modified or adapted to the particular

infant. It is of little use to familiarize one's self with a method or

with methods of modifying milk unless the indications for different
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modifications are also learned. Too much stress has been laid

on how to modify milk and too little on why the milk should be

modified.

The cereals are to young plants what milk is to young animals,

and furnish a highly nutritious food for protoplasm. They are

rich in proteids, mineral salts and carbohydrates.

The different forms of sugar furnish a supply of energy only,

and can produce nothing but fatty tissue.

Broths made from meats are of value in sickness when other

forms of food must be discontinued temporarily. They also

serve an extremely useful purpose in flavoring gruels which might

become tiresome if continued for any length of time.

Eggs furnish a temporary food in some forms of sickness and

are useful additions to the diet at the weaning period.

METHODS OF PREPARING FOODS.

Giving infants some form of food that will be retained and

cause gain in weight is not necessarily good infant feeding. The

food must contain enough proteids and mineral matter to repair

waste and produce new tissue, and enough fats and carbohydrates

to supply energy, except, of course, when the infant is sick or

suffering from indigestion, when it may be necessary to give tem-

porarily a one-sided diet. It is therefore of importance to know
approximately how much of each of the essential elements of

nutrition the food contains. The physician is not doing justice

to his little patient if he dismisses him before getting him on a

diet that contains enough of each of the food ingredients to pro-

duce proper growth, and he cannot know that the food is of

proper nutritive value unless he is familiar with its composition.

Again, the suitability of food cannot be judged by its composition

alone, and too much importance should not be attached to analyses

of foods. These analyses show only the possible nutritive value of

the food if the infant can digest and assimilate it. The first con-

sideration, therefore, is whether or not the food is adapted to the

infant's digestion. If it is not, no matter how nutritious the food

may be to older children or to adults, it has little nutritive value

for the infant, and the analysis is misleading. A food, then, must

be selected that the infant can digest. After this has been found,

it must be seen to that it contains sufficient of the different food

elements to enable proper development to take place.

From the foregoing it will be seen that intelligent preparation

of food hinges on a knowledge of what ingredients, composed of



700 pisek: artificial infant feeding.

milk, cereals and sugars, to use to obtain any desired combination

of proteids, mineral matter, fats, carbohydrates and water, or to

know what quantities of these elements the food contains when
it is known what .amounts of milk, cereals and sugars were

employed in making up the food.

Whenever possible, milk bottled at the dairy should be used.

It should be the mixed milk of a herd of cows, and Jersey milk

should be avoided, as it is too rich in fat and varies considerably

in fat content owing to the rapidity with which its cream rises.

For this reason, milk of one bottle may be much richer in fat than

that of another bottle.

Good bottled milk as delivered to families will contain about

4 per cent, fat, 5 per cent, carbohydrates and 3.2 per cent, pro-

teids. After the cream has risen, as it will do within a few hours

after bottling, the top fifteen ounces will contain the same
quantities of carbohydrates and proteids as the original whole

milk and 8 per cent, of fat, while the top nine ounces will contain

the same quantities of carbohydrates and proteids and 1 2 per cent,

of fat. These top milks may be readily removed from the milk

bottles by the one-ounce Chapin dipper devised for this purpose.

These may be had at druggists for a few cents. By taking a

different number of ounces from the top of the bottle, milk con-

taining 5 per cent., 6 per cent., 7 per cent., 10 per cent, or any
other percentage of fat may be obtained. These percentages

are not absolutely accurate, .but answer all practical purposes.

Some writers assume milk to contain t,.^ per cent, of proteid, but

this is a little high for the general run of milk. Nothing but an

analysis of each specimen of milk could insure absolute accuracy,

but this is unnecessary.

In all modifications of cow's milk it is diluted, so by dividing

the composition of the original whole milk or top milk by the

number of times it is diluted, the percentages of the ingredients

in the diluted milk will be found. For instance, if a mixture con-

tains one-fourth of whole milk, top 16 ounces or top nine ounces,

the percentage composition of the mixture will be

:

(a) Whole milk =4% fat, 5% carbohydrates, 3.2% proteids divided by \ = 1%
fat, 1.25% cabohydrates, o.S proteids.

(b) Top 16 oz. = 8% fat, 5% carbohydrates, 3.2% proteids divided by \ = 2%
fat, I 25% carbohydrates, 0.8 "proteids.

(c) Top 9 oz. = 12% fat, 5% carbohydrates, 3.2% proteids divided by } = 3%
fat, 1.25% carbohydrates, o.S j)roteids.

The amount of proteids in the food is regulated by diluting

whole milk or top milk, and the amount of fat by using more or

less from the upper part of the bottle of milk. Infants nearly al-
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ways require about 7 per cent, carbohydrates in their food,

and as whole cow's milk contains less than this quantity, carbohy-

drates in one form or another must be added to the diluted milk.

Thus the whole process of preparing milk or food for infants is

seen to be very simple. Many different methods of calculating

the ingredients of milk mi.xtures have been proposed, but they all

have a common purpose, and the most elastic and simple method

is best.

There have also been devised measuring glasses for putting up

a few fixed modifications of milk intended to be used at certain

ages. In practice these are often found to be unsatisfactory, as

the formulae are inelastic and tend to take the management of the

feeding of the infant out of the physician's hands and lend them-

selves to unjustified attempts at increase in strength of formula

by the mother.

There can now be obtained a graduate for measuring directly

for percentages of proteids and fats of cow's milk, which is known
as the Deming percentage milk modifier, which has rendered un-

necessary calculation of either the quantities necessary to make
up any desired percentage composition or to calculate the per-

centages from quantities that have been used. Its especial

advantage is that proteids can be varied by small fractions, even

as low as .20 per cent, at a time, and any desired percentage of

fat can be obtained with each percentage of proteids, the milk

used being taken from the ordinary quart bottle of milk. This

graduate is to percentages what the ordinary graduate is to ounces

and is used in the same manner. It does not put up stated

formulae and cannot be used without directions from a physician.

It is of little use to the physician who wishes to turn something

over to the mother to use "according to directions," but it will

be found of great help to the physician who wishes to control

his patient and yet save himself the mathematics of milk modi-

fication and writing out directions every time he wishes to make
a change. The writer has tried many of these modifiers with

all classes of patients, and has found that the dispensary mother

can use them as well as the more intelligent parent.

The cereals employed in infant feeding are principally barley,

oats and wheat, and they are used in the form of gruels. Since

their value in infant feeding has become more fully recognized,

they are being used more intelligently, and the tendency is to

prescribe gruels of definite composition instead of the haphazard

gruels of the past. Gruels have been made of pearl barley, pre-



702 pisek: artificial infant feeding.

pared barley flour, oatmeal and rolled oats, but their composi-

tion is uncertain and varies with the length of time they are

cooked.

This has been shown by Chapin, in his article on "Standardiza-

tion of Gruels," and also by Ladd, in a more recent article on the

"Need of Greater Accuracy in Prescribing Starch." For this

reason, the author uses the standardized gruel flour of the Cereo

Company. When these flours are used, it should be recollected

that the gruels contain a higher percentage of proteid than those

made from pearl barley or the ordinary barley preparations.

In making the gruels, the flour should be stirred into the water

instead of making a paste with a little water, because the proteids

form a glutinous mass that dissolves very slowly when water is

poured on the flour.

Such gruels are used in making modified milk and greatly in-

crease the quantity of proteids in the mixture, and thus serve a

useful purpose in furnishing material for tissue building, which

would not be available if the milk was modified with water.

They are also used without milk in gastrointestinal cases.

Many times it is advantageous to dextrinize the gruels, by which

process the starch is liquefied and converted into dextrin and

maltose. This is accomplished by adding to one quart of gruel,

when it is cool enough to be tasted, a teaspoonful of some

preparation of malt diastase, such as cereo, which is made for

this purpose. After the gru-el thins, as it will, there will remain

a flocculent mass consisting of the proteids of the cereal and the

capsules of the starch grains.

Broths.—Mutton, chicken and veal are the broths used. A
pound of lean meat is chopped finely and put into a pint of cold

water. This is slowly cooked down for three hours to half a

pint. It is then strained, cooled and the fat removed. The
broths will be gelatinous when cool.

indications and contraindications for different forms of

FOOD.

When the physician has full control from the beginning;

when the infant must be artificially fed from birth or when it

first becomes necessary to feed artificially, the establishing of a

successful diet is not difficult, and the following feeding scheme
will serve as a guide. Perfectly normal infants differ in their

tolerance of dififerent forms of food and slight changes in the

character of their food often produce remarkable results. For
this reason methods of preparing a variety of foods are given.

i
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TABLE No. II.

Supplementary Modifications of the Food.

Colic and no
curds in the

stools

(a) Add 1-2 tablespoonfuls lime-water to each feeding; cw"

(b) If using plain gruel diluent, dextrinize; or

(c) Add 1-3 grs. citrate of soda to each feeding; or

(d) Use whole milk instead of the top milk to reduce fats, or

pasteurize.

Colic and curds
in the stools

(a) If using waterdiluent, reducequantity of sugar and try gruels.

{b) Add 2-5 grs. bicarbonate of soda to each feeding; or

(c) If gruels disagree, use water diluent.

Vomiting. (a) Examine the feedings—may be souring.

(b) Temporarily dilute the food.

(c) Use whole milk or skim-milk in place of top milks.

(d) Add lime-water or bicarbonate of soda as above.

TABLE No. III.

C.\ses Previously Improperly Fed.

Previous
feeding
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Gruel mixtures are richer in proteids than \vater mixtures, and

should be used whenever they are well borne.

Dextrinized gruels contain no starch and they are preferably

used during the first six months of life. Sometimes an infant

will do better on plain gruel, and occasionally will not tolerate

any kind of gruel. A physician is not justified in dismissing

his patient until he has succeeded in placing it on a diet con-

taining at least 2 per cent., and not higher than 4 per cent., of

fat and i^ per cent, proteids, with 6 per cent, carbohydrates.

The specialist in infant feeding sometimes succeeds simply

because he has paid attention to every detail connected with the

preparation and administration of the food and because he has at

his disposal a greater number of substitute foods, or because he

knows how to modify the milk according to the principles laid

down above in such a manner that they are nutritious, palatable

and still do not produce digestive disturbance. It is for this

reason that we have gone nto considerable detail in this paper

in the preparation of a greater number and variety of foods.

SUMMARY.

(i) All infants require a liberal supply of fats and carbohy-

drates to supply energy and heat and a small supply of proteids

and mineral matter to replace the daily loss. If these are

suppl ed, the infant can get along for considerable periods of

time without showing bad effects, but successful development

and growth cannot take place.

(2) For proper growth, a liberal supply of proteids and mineral

salts in addition to the quantity needed to replace waste, is

absolute y essential, for while gain in weight may result from the

conversion o. fats and carbohydrates of the food into body fat,

growth or the formation of blood and tissue cannot occur unless

there is more proteid and mineral matter in the food than is

needed to replace loss. The development of the infant rests on

the proteid supply.

(3) A portion of the proteids of the food for healthy infants

must be in the form of milk, as this is changed into a semisolid

food in the stomach by the gastric secretions, which is the fore-

runner of solid food.

(4) All infants conform to the general laws of nutrition, and no
infant is a law unto itself except in nonessentials and in its prefer-

ences for different forms of food.

(5) Varying the form in which the food elements are presented

9
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has much to do with success in feeding, and feeding in difficult

cases depends absolutely upon it.

(6) Infants differ to a marked degree in capacity for digesting

and assimi ating food. Some will be able to thrive and grow on

a quantity of food on which other infants will not much more

than hold the r own.

(7) As each element of the food performs a special function in

nutrition, it is important to know approximately the composition

of all feeding mixtures employed, for excess or deficiency of one

or all of the ingredients is attended with harmful results if con-

tinued for any length of time.

(8) The raw materials for making up food for infants under all

conditions consist almost exclusively of cow's milk, milk-sugar,

cane-sugar and the cereals.

(9) The successful infant feeder is the one who can combine

these substances in such a manner as to meet the peculiarities of

each particular infant.

230 E.'^sT Sev'exty-secoxd Street, Xew York City.
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AXGIOXEUROTIC AND SOME OTHER EXAMPLES OF
ESSENTIAL EDEMA IX CHILDREN.-

BY
HERMAN SCHWARZ, M.D.,

Assistant Adjunct Pediatrist to Mt. Sinai Hospital, New York City.

Before entering upon a discussion of the clinical portion of

this paper, it would be wise to state in brief some of the pre-

vailing theories as to the physiologic and pathologic factors

which enter into the formation of both local and general edema.

So much has been written about edema that a consideration of

this in any but the briefest manner would occupy more space

than I am allotted.

The most recent and complete exposition of this part of our

* Read before the Academy of Medicine, Section on Pediatrics, March, 1907.
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subject is the first Harrington lecture on edema, delivered by

Meltzer at the University of Buffalo, in 1903. Cohnheim and

Lichtheim (quoting from Yiehzer) wished to prove that plethora

can lead to subcutaneous edema. They introduced into the

veins of rabbits and dogs large quantities of sodium chloride

solution, at times more than one-half the weight of the animal;

they found that this plethora led to ascites, to edematous swell-

ings of all the glandular organs, but there was no fluid in the pleu-

ral cavity nor edema of the skin. There was a marked flow of

lymph from the thoracic duct, but none from the normal per-

ipheral lymphatics and veins. They found that these large in-

fusions would cause an edema of any part of the body if the part

were previously subjected to an irritation, such as exposure to the

sun, immersion in hot water, application of iodine, etc. Most

of these factors cause a slight superficial inflammation. Cohn-

heim has shown that a change in the permeability of the vessel

wall is one of the most essential factors in the production of in-

flammation. He believes, therefore, that the mild irritation

causes a certain alteration of the capillary walls, which makes

them more permeable. He assumes that the capillaries of the

abdominal viscera are more permeable than those of the skin,

and the plethora, produced by the intravenous salt injection is

sufficient to cause transudation through the visceral capillaries,

but insufficient for the less permeable skin capillaries. Acute

hydremia, according to Conheim and Lichtheim, causes no trans-

udation, for when they substituted a large part of the blood of

an animal by an equal quantity of salt solution, there was no

transudation in any part of the body and no edema. A repetition

of this, however, for a number of days proved instrumental in

producing edema, after tying the femoral vein. Chronic hy-

dremia very likely leads to an increased permeability of the

vessel wall. The retention of sodium chloride in nephritis has

given importance to the theory of the osmotic pressure of the

tissues for the formation of edema. It is possible that in renal

diseases chlorides retained in the tissues attract water in abnor-

mal quantities and thus cause edema. The relation of the

nervous system to edema is also discussed by Meltzer. The
removal of the influence of the vasoconstrictors to a part does

not cause edema, but it certainly helps; ligation of the femoral

vein alone also does not cause edema, but as soon as the sciatic

nerve is cut in addition to ligation, edema occurs. Active vaso-

dilatation has to be assisted by some other potent factor before
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edema is produced. The angio-neurotic edemas are probably

of this type.

When we have an intoxication due to the ingestion of certain

articles of diet well known to produce urticaria, the procedure is

somewhat as follows : Toxic substances from these ingests float-

ing in the blood have been shown by Heidenheim to act as lym-

phogogues. There is an increase in the lymph pressure in the

thoracic duct, and when for some reason vasodilatation of a por

tion of the skin occurs, local edema will result.

Summing up the part which the nervous system plays in the

causation of edema, Meltzer says: "As far as the vasomotor

nerves are concerned, they effect edema by influencing the intra-

capillary pressure and possibly also by influencing the lymph
capillaries."

Fairbanks (4), in an article on "Hereditary Edema," published

in 1904, goes over much the same ground with a fairly complete

literature.

Quincke (5) describes the causation of the various forms of

edema in his usual clear and concise way. He says that the

causation of edema can best be studied by observations upon

local edema. These he divides into three groups:

(a) Congestion due to an obstruction in the venous system,

as in obstruction of the vena cruralis; hydrops mechanicus. In

the capillaries the pressure is raised and transudation increased;

the capacity of the lymph system fails and edema occurs. At
times it also happens when there is direct lymphatic obstruction,

as in extensive extirpation of the inguinal glands.

(b) Due to disturbances, of innervation, as, for instance, in

hemiplegia; hydrop neuroticus; on account of the muscular par-

alysis, there is change in the circulation consisting usually in a

slowing of the blood-current, but an increased permeability of

the capillaries must also be borne in mind, due, no doubt, to dis-

turbances in their nerve supply. In this group may be classed

some of the acute circumscribed edemas and the menstruation

edemas.

(c) Local edema due to some irritating substances, suchas'in-

sect bites, which Quincke calls hydrops toxicus. Although a

certain amount of edema and pain accompany these swellings,

they resemble very closely a true inflammation, but the swelling

is so much in the foreground and it is so transient that it can thus

be differentiated from an inflammatory process.

Quincke then goes on to sav that the same conditions which
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bring on local edema play a great role in the causation of general

edema, which, by the way, is rarely general, but really represents

multiple spots of local edema or very extensive local edemas.

Clinically, the general edemas can be divided into three great

groups—cardiac, renal and cachectic—and perhaps a fourth group

in which cases are placed which cannot safely be put in the above

three. These Quincke calls "Essential edemas," and it is to

them I wish to call your attention. These edemas lead one to

suspect a local change in the tissues. The changes need not be

present in the same degree or in the same portion of the anatomy

in the various diseases in which they occur. In many cases there

need not be actual edema, but a sogginess of the tissues and an

increase in the body weight. In this sense may be placed the

increase in water in the tissues during sleep, demonstrated by

Quincke (6). By the experiments of Magnus (7) it was shown

that if animals were chloroformed or poisoned with arsenic and

chloral and an artificial plethora produced, an edema would

result, thus showing that poisons and, no doubt, bacterial and

other toxins play a role in the production of this form of edema.

Summing up, Quincke says that these local toxic edemas may be

caused by:

(i) Local action of the poison upon the vessel wall or upon the

tissues themselves or upon both.

(2) Action of the poison upon the nerves either central or per-

ipheral, these may be the nerves going to the vessels, vasodilators

and trophic nerves or nerves which supply the tissues themselves

or both.

In the clinical portion of this paper, which is now to follow,

I do not intend to mention all the varieties of essential edema,

but only those which I have had the good fortune to see.

C.\SE I.—The first case which I wish to describe was in a boy
12 years of age. He started with a typical scarlet temperature
rising abruptly on the first day to 104 F. with a general eruption.
Then followed 7 days of an ordinary fairly mild scarlet fever.

During this time the urine was examined only for albumin, and it

was found to be perfectly normal. On the sixth day, the tempera-
ture ranged from 99 to 100; general condition good, heart normal,
no medication. On the twelfth day, there was noticed a slight

puffiness of the eye-lids and some edema of the scrotum. A com-
plete examination of the urine was then made and was entirely

negative, both chemically and microscopically. The edema
increased, and by the eighteenth day it was fairly general. The
face was not markedly involved, but it certainly was edematous.
The extremities and scrotum pitted easily. To cite at some
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detail, I would say, from February lo to i6 he appeared to be a
perfectly normal convalescent scarlet-fever patient. On this day
slight edema of the eye-lids and scrotum was noticed. Urine acid,

1024, no albumin or sugar. Microscopical examination negative.

The albumin tests made were the heat and acetic acid, potass,

ferrocyanide and the picric acid tests.

February 16, 17 and 18, edema increasing and covering the

entire body, the face least of all.

February 20, edema about the same. Heart sounds of good
quality, no enlargement, no murmurs. Pulse 90. Amount of

urine in twenty-four hours, 800 c.c. On caffein sod. benz. gr.

iii every four hours.

February 22, edema getting less, feeling very good, pulse good;
urine negative, 900 c.c. in twenty-four hours. Hemaglobin 70
per cent., slight desquamation.
March i, edema entirely gone. Slight desquamation. Unin-

terrupted recovery followed.

In July, 1904, urine again examined and found negative. I

am sorry to have to add that in January he developed a lobar
pneumonia following severe grippe. During this he passed only
a moderate amount of urine—about 600 c.c. in twenty-four hours

—

and died on the ninth day of cardiac failure. His urine showed al-

bumin and hyaline and granular casts. An autopsy was not
permitted. There was no edema.

Quincke (8), Henoch (9), Senator (10) and Rillet and Barthez

(11), Steiner (12), Filatow (13), Uitten (14) and others have de-

scribed cases of edema following scarlet without the appearance of

albumin and casts in the urine. Many authorities give exposure

to cold as a cause for these edemas. Filatow says that in these

cases there is no albumin in the urine, the skin is not pale, recovery

is rapid and absolute and there is always cardiac weakness. They
occur most frequently after scarlet between the loth and 20th days

and the last 15 days. They are not due to nephritis, but to two

causes: (i) an increased permeability of the vessel wall, probably

due to some poison, and, secondly, to cardiac weakness. There

may be rare cases where there is a latent nephritis, and the patient

goes on to uremia. Litten, on the other hand, denies that these

edemas occur without nephritis, and bases his belief upon a case

observed by him, which-, in spite of the absence of albumin,

showed a severe nephritis at the autopsy.

In our case it was most unfortunate that it was impossible

to get the kidneys in order to see whether there was a nephritis

present at the time of the scarlet and thus the cause of the edema,

or whether the changes in the urine at the time of the pulmonary
infection were due to an acute and not a chronic affection of the

kidney; It seems to me that there might have been some in-
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volvement of the kidney in the first instance and thus causing

their insufficiency when the subsequent infection occurred.

Case II.—-The second case is similar to the preceding one only

in the fact that it occurred in connection with scarlet fever, but not

quite in the same way as the above, and is hardly to be put down
to the same etiological factor. It occurred in a girl, H. H., 19

months old. Breast fed, until fourth month, then bottle fed.

Measles when five months old when another child in the family
had measles. Six weeks previous to the first examination, the child

had a rash which lasted two days. This was limited to the body
and extremities, punctate in character. Temperature ranged from
loi to 102. There was no desquamation. The physician treat-

ing her at this time assured me that there was no albumin in the

urine. Three days later, the glands in the neck were swollen, and
were still enlarged when I saw her. One week after appearance
of the rash, the right ear began to discharge. After this there

was an evening temperature of 102. For this the doctor gave
quinine, thinking it might be malaria. He gave one grain

repeatedly from the eleventh of March, 1906, to the eighteenth,

about twenty grains in all. On the morning of the eighteenth,

the right foot became swollen, then the left became involved. I

saw the child on the afternoon of the eighteenth. Temperature 102,

left hand brawny, infiltrated, reddish hue, evidently tender. The
terminal phalanges not swollen, the plantar and dorsal surfaces

of both feet similarly affected. The mother told me the other
hand was also very much swollen, but had gone down since the

morning. The upper lip was also swollen. In the evening the

left side of the face was swollen. Xo difficulty in swallowing.

Swelling on the left hand extending to the elbow. Heart, lungs,

liver and spleen negative. Urine acid, 1018, no albumin or

sugar, microscopically negative. The next day swellings all gone,

temperature 99. Urticarial spots and itching present. For the

following ten days there was no temperature or added swellings.

Needless to say, the quinine was stopped. The child was seen
again one month later. Urine absolutely negative, no additional

swellings. There is very little doubt as to the diagnosis being
one of giant urticaria, not of angioneurotic edema or nephritis.

It is interesting from the fact that (i) it followed the scarlet

fever so closely and probably the scarlet causing the skin capil-

laries to be less permeable; then on the addition of the toxic

agent in the form of the quinine giving rise to the edema. Con-
cerning the temperature in this case, I might say that in all prob-
ability it was due to the enlarged cervical glands, yet the

quinine as a factor in the causation of temperature, as shown
recently in a case of Goodman's (16), must also be remembered.
Case III.—The third case I wish to bring before you is in the

same group of edemas, but one rarely met with and apt to be
very puzzling. It occurred in a four-weeks-old female, C. McG.,
second child; first child perfectly healthy. Mother has had no
miscarriage. It was a normal easy labor, breast fed; icterus
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neonalorum. Until the twenty-second day, it appeared to be

perfectly healthy, when it had abdominal pain with some dis-

tention. At this time the mother noticed slight redness about
the left leg, and a few days later the vulva began to swell, the

feet then became involved and were red and tender. On the

eighth day, the left arm began to swell. No vomiting or diarrhea,

no cough or dyspnea, some fever present the first few days. On
February 26, 1906, the child was brought to the clinic and showed
the following status: Well nourished, temperature 99, slight ery-

thema over lower part of trunk, more marked on lower extremities,

slight desquamation all over the body with exception of palms
and plantar surfaces of feet. No edema of face, slight bogginess

and edema of upper extremities, especially of the left. Marked
edema of the vulva, edema of the lower extremities, especially

the left. Skin of left leg red and evidently tender. Mother says

both feet were more red and tender a few days previously. This

edema pits easily on pressure. There is a small ulceration on the

peroneal surface of the left leg, the remains, the mother says, of a

bleb. Viscera entirely negative, heart showed no murmurs,
spleen not palpable. Urine catheterized, specimen negative

to albumin and only a few fiat epithelial cells microscopically.

Seen again February 27 and 28 and March i. General condi-

tion excellent and edema gradually disappearing. Urine negative,

hemoglobin, 80 per cent. March 5, edema almost gone, a trace

still present in the vulva. Quantity of urine not measured, but

mother says the child urinates very frequently and wets the diaper

considerably when she does so. Ulcer on leg healing rapidly,

^larch 10, the edema had entirely disappeared, the urine was
negative.

The causation of this edema perplexed me very much, for

there was no marasmic condition present, and the intestinal tract

was normal. Finally I hit upon the fact that the child had been

through an attack of erysipelas, probably starting from the

vulva or anus. She had marked redness and swelling of the skin

with formation of bullae, followed by desquamation. In looking

up this question I found just this condition of general edema fol-

lowing erysipelas described by Henoch (17) and Finkelstein (18).

Both mention the fact that after the erysipelas is in the stage

of defervescence and the redness of the skin has almost faded,

there remains at times over the entire body, or a portion of the

body, a well-marked. edema, and where the doctor has not ob-

served the case from the beginning he may have some trouble in

discovering the cause; the slight erythema still present, the pre-

vious history and the desquamation usually lead one to the cor-

rect diagnosis. Somewhat similar to these cases, and possibly

mistaken for them, are the cases of chronic idiopathic edema
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of the genitals in young infants described by Fridjung (19).

He reports the case of a male child prematurely born at seven

months. At the third week there was noticed a swelling of

the pelvis and scrotum without any inflammatory condition

present. This edema extended about one-half way to umbilicus,

involving especially the mons veneris. At the third month the

condition was still present, the child doing very well, its general

condition excellent. At the fourth month it had almost entirely

disappeared. He describes a second case, also prematurely born

and in a male child. It is only seen in male children and does

not pit on pressure. The children are perfectly well and have no

constitutional disturbance. Zappert describes similar cases, and

explains them in his discussion of Halban's theory as probably

due to some poison which by circulating in the blood of the mother

affects the child. Finkelstein has shown that in idiopathic

edemas of the new-born, streptococci may be found in the skin,

and believes that those may be extremely mild cases of a strep-

tococcus infection not going on to erysipelas. Infection of the

prepuce does not cause these edemas, for in the balanoposititis of

older children edema lasting months does not occur.

Case IV.—The fourth case I will describe very briefly, for it is

a rather common occurrence. I mean edema following malnu-
trition and gastroenteritis in young infants. Yet there are a few
interesting points which make it well worth presenting.

Male infant on the breast three days, then milk one teaspoon-
ful to two ounces of water and given every two hours, the entire

quantity made up at once and a pinch of salt added. This was
given for ten days, then child was given fennel tea and barley
water because the bowels were bad, and this (fennel tea and
barley water) was kept up for three weeks. Three days before

I saw the child, the mother gave it half milk and barley water,
four ounces every two hours, and put a pinch of salt into each
bottle; then the child began to grow edematous—face, lower
extremities and abdominal wall. Urine negative. On proper
milk formula without salt the child soon recovered, edema
disappearing completely.

It is interesting to note the fact that although the child had

been on the outrageous mixtures of fennel tea and barley water

for three weeks, it was only after the ingestion of so much salt

that the edema occurred. Bryant (2) and Meyer (22) have re-

ported cases of idiopathic edema due to excessive salt diet, the

edema disappearing upon restriction of salt.

The fifth case is the most important of all—a case of angioneu-

rotic, or, better, acute circumscribed edema.
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Case V.—I saw this case in Dr. Henry Heiman's clinic at the

Mt. Sinai Dispensary and wish to thank him for his permission
to pubHsh it. When first seen, three years ago, the child,

Pauline D., was eight years old. Family history negative, and
close questioning fails to elicit any hereditary factor. No neuroses,

no migraine, even urticaria unknown.
Past History.—Uneventful, with exception of diphtheria when

6 years old.

Present History.—When 6 years old began to have attacks of

abdominal pain with vomiting, associated with edema of various
parts of the body. These attacks occur at irregular intervals,

but of late have been more frequent. The colic lasts twelve
hours. The edema from twenty-four to seventy-two hours.

Between the attacks no headache, no dyspnea or cardiac pal-

pitation. Appetite good. Constipation.
Physical Examination.—Shows a rather poorly nourished child,

anemic. Special senses and reflexes normal. Teeth and gums
in poor condition. Throat negative. Moderate enlargement
of the lymphatic glands. No dyspnea, no cyanosis.

IvUngs, heart, liver and spleen negative. I observed her for

a month in her home in a down-town tenement. Dr. Koplik was
then kind enough to have her admitted to his wards in the Mt.
Sinai Hospital. She was admitted October 14, 1905, during
which time a number of attacks were observed and numerous
blood examinations made, for which I am indebted to the house
staff. To go more into detail:

October 15, 1904.—Pain and swelling of the left hand, the
patient also complained of abdominal pain. These symptoms
disappeared in 24 hours.

October 15 to 29.—Perfectly normal; oil given repeatedly and
arsenic. White blood-cells 10,200. Temperature, 100 F. On
this day swelling of right foot, pain, and skin has a faint reddish-
purplish hue. Pain is constant, but worse on pressure. The
swelling is not like true edema, for it does not pit on pressure.
Urine is perfectly normal. Pain and swelling gone the next day.
November i.—Pain and swelling of the right upper extremity.

Below the elbow there is a diffuse swelling with a boggy feel, but
not true edema. Temperature 100, urine negative, white blood-
cells 1 1,200.

Polynuclears, 58 per cent.

Large lymphocytes, 13 per cent.

Small lymphocytes, 24 per cent.

Mononuclears, 2 per cent.

Eosinophiles, 2 per cent.

Mast cells, i per cent.

November 2 and 3.—The sw^elling has extended to the hand.
The hand has a reddish hue and is rather stiff. The left hand and
wrist similarly aft'ected. Temperature, 100. Pulse, 100-112.
Urine negative.

November 5.—Edema has disappeared.



SCH\V.\RZ: ESSENTIAL EDEMA IX CHILDREN 715

December, 1 6.—Severe abdominal colic followed by bile-stained

vomiting. Epigastrium very tender. Cheeks slightly swollen.

Normal temperature. Pulse, 124.

December 20.—Abdominal symptoms gone, and seems per-

fectly well.

December 27.—Polynuclears, 60 per cent.

Large lymph., 17 per cent.

Small lymph., 15 per cent.

Eosinophiles, 5 per cent.

Large mono., i per cent.

Basophiles, 2 per cent.

On the afternoon of January 2, 1905, began to complain of

toothache on the left side. Soon after left cheek became swollen

and slightly tender. During the night edema increased and
spread over the neck. The lips were swollen. The child began
to get cyanotic, there was loud crowing inspiration, marked
supra- and infrasternal retraction, face anxious. This lasted for

about one-half hour, during which time the house stafif were getting

ready to do a tracheotomy, but under Magendie's solution, the

urgent symptoms gradually subsided, although the edema of other

parts with dysphagia persisted. Vomited a few times.

Blood examination,—Polynuclears, 72 per cent.

Large lymph., 8 per cent.

Large lymph., 14 per cent.

Basophiles, 5 per cent.

Mononuc. 5 per cent.

Eosinophiles, 4.5 per cent.

On January 6, three days later, there is no difficulty in swal-

lowing or in respiration. Out of bed January 8.

While in the hospital the various intestinal antiseptics and
regular purgation were employed. Since this time I have seen

the girl from time to time. The attacks continue, with abdominal
pain alone or in combination with edema of various parts of the

body. On April 7, while playing, suddenly became dyspneic
and cyanotic and had attacks of edema of the glottis. In spite of

an absolutely milk and vegetable diet, and regular evacuation of

the bowels, these attacks recur. It is true while in the hospital

under better hygienic conditions, the attacks were a little less

frequent, yet I must confess that in my three years of observa-
tion I have not been able to discover the exciting cause.

The urine has been examined before and after and during the

attack and has been absolutely negative with the exception of

large amounts of indican; there was no acetone or diacetic

acid present. During one attack there was quantitative esti-

mation of the chlorides excreted in twenty-four hours. This
was approximately 11 grams, being about normal.
The blood examination shows a considerable improvement

in her general condition. Hemoglobin was 64 per cent., when
first seen. It is now 85 per cent. Red cells, 4,300,000. White
cells, 9200, 11,200 and 13,000. The eosinophiles were always
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increased, especially when just getting over an attack. During
one attack of facial edema, involving the eye-lids, the fundi were
examined and an absence of edema noted and corroborated by
Dr. Roller.

The vomitus during one of the attacks was collected and ex-
amined. Quantity was 200 c.c, alk. reaction and containing con-
siderable coagulable albumin. Quincke and Gross (23) describe
similar findings in a case with vomiting of 800 c.c. of fluid in an
attack lasting twelve hours. During an attack of vomiting we
have tried, but without success to follow Morris' example and
obtain, by means of a stomach-tube, a portion of the gastric

mucosa. He succeeded in doing this, and showed by histological

examination that there was an edema present. The colic and
vomiting is probably due to this local edema. Osier points to the
fact that colic in horses is often due to hemorrhagic edema of the
intestinal wall.

Since Quincke drew general attention to this form of edema,

there have been many cases reported and the literature on this

subject is voluminous. I shall be very brief in a general con-

sideration oi some of the more important features of the disease.

According to Cassirer (25), Quincke was not the first to describe

the disease, but Milton (26), in 1876, described typical cases of

angioneurotic edema under the title of "Giant Urticaria,"

but adds, as I will point out later, that these cases differ distinctly

from the most severe urticaria. Joseph (27) says Stolpertus

described it in 1778 and Erichton in 1801. Cassirer found it most
common about the twenty-fifth year; Collins (28), at the twenty-

seventh year. It is interesting for us to know that of 132 cases,

2 1 per cent, occurred in children under fourteen years. In many
instances there is certainly a hereditary factor, as in Osier's cases,

where the disease appeared in five generations; Talcone's (32)

case, a boy of seven, whose grandfather had it; Schlesinger's (33)

cases, where it occurred in five generations; and Ricochin's (34),

where three generations were affected. The transmission is

very frequently through the male line (Dinkelacher, Quincke,

Osier). Some toxin, generated in the gastrointestinal tract,

certain articles of diet, reflex nervous phenomena, immersion

of the hand in cold water (Starr (39)), exposure to cold and
anxiety are supposed to be exciting causes. Higgins' case is

interesting; the child would get a swelling of right side of face

whenever it ate anything sweet. The injection of diphtheria

antitoxin, may be an exciting cause. Morse (35) mentions a case

in which edema of the uvula and pharynx occurred five days after

injection. Halderman (36) gave a prophylactic dose to a five-
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year-old child; immediately the lips began to swell and edema of

the glottis set in, death in five minutes. Xinfong (37) gave 1500

units to a fifteen-year-old boy; ten minutes later, extremities

pale, cyanosis, swelling of face and vomiting, death followed.

In the well-known case of Prof. Langerhans' child, that died

immediately after a prophylactic dose of antitoxin, an edema
of the uvula was found at autopsy. Whether these accidents

can be explained by supposing the serum to be an exciting cause

of an attack of acute angioneurotic edema or that the symptoms
described fit to a certain extent with the so-called Serum-krank-

heit of Von Pirquet and Schick (38), is yet an open question. I

have frequently asked myself whether I would give serum should

my patient get diphtheria, and have answered it in the negative,

providing the case was not a rapidly progressing one.

There are many cases of acute circumscribed edema, which

have an unknown origin and have to be classed as idiopathic.

The attacks may have a certain degree of regularity; at times

they come on without a moment's notice and at irregular inter-

vals, especially at night. Matas (40) reported a case which came
on regularly in connection with the menstrual period.

The symptoms have been brought out in the typical case de-

scribed. The skin may be perfectly normal, but usually there is

a pinkish-white glassy appearance. The consistency is different

from true edema, for although it may pit upon pressure, there

is no lasting indentation. The parts are elastic. Some of the

cases described by Quincke and Gross showed the skin perfectly

normal, but the swelling involved the subcutaneous tissues, and

even the periosteum and disappeared in twenty-four hours.

The involvement of the upper respiratory passages is interest-

ing and important, especially to the pediatrician and the laryn-

gologist. In the nose it resembles hay fever in the suddenness of

its onset, but there is very little sneezing and no excessive secre-

tion and it can thus be easily differentiated. In the larynx it

constitutes one of the dangers of the disease, the attacks of edema
of the larynx usually come on when asleep, but sudden dyspnea

may occur at any time. Cases are described by Lederman (42),

Chittenden (43), Taylor (44), Ballenger (45), Grifiiths (46), and
Osier. They must be differentiated from erysipelas of the larynx

in which the pain, temperature and constitutional disturbance

give the differential points. In the lungs it may give rise to

attacks of acute edema. Herman Miller (47) cites a case where

a woman had 1 15 attacks in three years, beginning usually during



718 SCHWARZ: ESSENTIAL EDEMA IN CHILDREN.

the menstrual period, lasting from twenty minutes to one and

one-half hours, accompanied with sweating and expectoration

of up to 200 c.c. of frothy sputum. There were also swellings

of the face.

The abdominal symptoms, colic, vomiting and diarrhea have

been gone into before, but it is important that these cases should

not be taken for appendicitis, peritonitis, renal colic, etc.

The kidney may also be involved, cases of paroxysmal hemo-

globinuria (Joseph), when slight traces of albumin and even blood

may be present. Some of the mysterious cases of hematuria may
be in this category. There is probably a dilatation of the vessels

of the kidney with exudation which is excreted through the urine.

This would account for the polyuria and the slight traces of albu-

min present at times (Dinkelacher, Schlesinger, Ricochin).

As to the nervous system, there may be transient aphasia due

to this transient edema (Quincke (50)). Hahn (48) describes a

case of transient aphasia which lasted one week. Koplik (49)

also describes acute edemas during typhoid, but these are very

probably similar to those following scarlet fever; that is, purely

toxic.

We come now to the diagnosis. In the typical cases there is

very little difficulty. It is most difficult and important to differ-

entiate it from giant urticaria. Milton, in his communication

in 1876, says that it is distinct from the most severe forms

of urticaria. With severe fprms of urticaria there is usually,

but not always, some temperature. There are smaller urticarial

wheals present and, what is most important, there is an entire

absence of the abdominal symptoms, such as are seen in acute cir-

cumscribed edema. Correction of errors in diet usually causes the

urticaria to disappear, and if these errors are avoided it does not

reappear. Cassirer thinks the diet has very little, if anything, to

do w^ith the true cases of Quincke's edema. A continuance of

attacks, in spite of all hygienic and dietary measures speaks for

the true condition. Yet there are cases where an exact diagnosis

cannot be made, for there may be a combination of large swellings

and of typical urticaria which have a habit of recurring.

Osier's symptom complex of exudative erythema with vis-

ceral lesions is closely allied to angioneurotic edema. Osier

says that the attacks of colic, vomiting and diarrhea may be

accompanied by various skin lesions, once the features of an

angioneurotic edema, then in the form of an erythema multi-

form, again those of a peliosis rheumatica, but the abdominal
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ymptoms are always present, and the varieties of the skin lesion

lead to the correct diagnosis.

In Basedow's disease we may have transitory edemas, with urti-

caria and marked itching; transitory edemas occur with the light-

ning pains of tabes. Purpura may be associated with transient

edema. Further, we have the peculiar cases of congenital

chronic edema, as described by Milroy (51). The hysterical

edemas first described by Charcot and lately by Hans Curschman

(52) can be differentiated by the marked hysterical history, and,

according to Curschman, by the anesthesia over the edematous

area and its chronicity.

The prognosis in these cases is usually good, the edema of the

larynx being the only cause of death. These patients are ever

threatened with this dire calamity. The abdominal symptoms
are often very severe. Morphine seems to be the only thing that

helps. For the edema of the larynx scarification, and the direct

application of adrenalin to the edematous parts seemed to be of

some service in one attack. Tracheotomy may have to be re-

sorted to. Prophylactic measures are most important, including

avoidance of articles of diet which seem to predispose and, above

all, relief to any existing constipation.
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DISEASES OF CHILDREN.

Necrotic Angina or Perforating Ulcer in Scarlatina.—Felix
Langlais {Jour, de Med. de Paris, June 12, 1908) describes a viru-

lent form of scarlatina in which ulceration and necrosis of some
part of the pharyngeal tissues, especially the pillars of the fauces
or the palate, occurs, the case generally resulting fatally. The
necrotic area appears at the time of the exanthem as a white
patch that cannot be removed with the swab and that leaves a
raw surface when a piece is taken away with the forceps. It

generally begins on the tonsil and spreads to other structures.

The tissue around it is swollen and of a deep-red color. The ulcer

extends deeply into the tissue, and after perforation has occurred
does not increase in size. The patient suffers from difficulty in

swallowing and marked pain. The general condition rapidly
becomes worse, with infected odor of the breath and sanious dis-

charge from the mouth. The submaxillary glands are much
swollen, albumin appears in large amount in the urine and diar-

rhea and dry skin are marked. The vault of the palate mav be
necrosed as may be the lower maxilla, with loss of teeth. The
lips may be ulcerated and the tongue affected in the same way.
Death soon follows intoxication and failure of nutrition. These
cases are exceedingly contagious and should be carefully isolated.

Treatment is of little avail.

Principal Causes of Death in Diphtheria After the Use of Serum.
—Louis Martin (Kli\ Frangaise de Med. et de Chir., No. 1 1, 1908)
has tabulated the causes of mortahty in 853 cases of diphtheria
treated at the Hospital Pasteur from 1900 to 1908. There were
83 deaths, of which 28 occurred within twenty-four hours of their

entrance—that is too soon for the effect of antitoxin to be felt.

This was especially the case in very young children in whom the
diagnosis is very difficult. To avoid these deaths it is necessary
to inject every doubtful case without waiting for the bacteri-

ological diagnosis. Very young infants die in the proportion of

about 20 per cent. They come generally from very dirty, con-
taminated surroundings. Preventive injection should be used in

all cases of young children coming in contact with cases of

diphtheria. Most of the older patients that die succumb later to

toxic accidents that are generally attributed to nervous lesions;

the author believes them to be the result of renal, hepatic and
suprarenal incompetence. To prevent these later deaths it is

necessary to reinject the patient as soon as symptoms of intoxi-

cation appear. Mixed infections are very fatal.
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Urticaria After Second Dose of Diphtheria Antitoxin.—A. W.
Blain Qled. Rec, June 6, 1908) reports seven cases of urticaria

following the use of diphtheria antitoxin. In all these cases the

conditions were virtually the same

—

i.e., the injection of antitoxin

for immunizing purposes, and the second injection for a supposed
diphtheritic infection which later proved to be only a tonsillitis

with exudate, or simply a second immunizing dose. He con-

cludes from his observations that the second immunizing dose

of antitoxin should be given with caution, especially to individ-

uals of the blonde type, regardless of how long previous the first

was administered. Should an individual who has at some pre-

vious time received antitoxin be exposed to diphtheria, it

is better, if the exposed person can be kept under observation,

to delay the administration until symptoms of diphtheria

appear. Diphtheria taken early and properly treated would be
accompanied by as little danger and far less suffering than were
some of the cases cited. In persons in whom an immunizing dose

of antitoxin has been given and who later contract diphtheria, an
attempt should be made to regulate the dosage in comparison
with the severity of the infection, and not to push the serum too

far and thus overneutralize the toxin, possibly producing this

distressing condition.

Bacteriological Study of Perleche.—M. B. Auche (Ann. de Med.
et Chir. Inf., June i, 1908) says that this affection is named from
the sensation of dryness of the lips which is produced, obliging

the child to lick his lips continually. It has also been called

bridon, from the word meaning to bridle, from the stiffness of the

lips that it causes. It begins by an alteration of the epidermis

of the commissures of the lips, which become white, macerated
and slightlv swollen. The Ifesion extends outward onto the lips

from I to 2 cm. It increases in depth, and fissures develop

in the commissures. It does not increase on the mucous
surface of the lips. There may be a diphtheroid stomatitis as-

sociated with it, and rarely impetigo is present. The trouble is

frequently epidemic and is considered to be infectious. Many
examinations of the secretion from the patches have been made.
Various forms of streptococcus have been found and also staphy-

lococcus. The author publishes the histories and examination of

ten cases observed by himself. The observations may be divided

into two groups. The first group consisted of children who com-
municated the disease to each other, the second consisted of iso-

lated cases. In ten cases the staphylococcus was found, in seven

the staphylococcus aureus, in six the staphylococcus albus, once
the colon bacillus and once an undetermined bacillus. That is,

the staphvlococcus was always present, either alone or with some
other organism. This seems, then, to be the primary cause of the

infection. The author believes that several varieties of staphy-

lococcus mav produce the same lesion.

Localized Thermotherapy in Rebellious "Growing Pains."

—

Rocher {Ann. dc Med. ct Chir. Inf., ^l-a.\ i, 1908) says that the
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exact nature of "growing pains" is not yet fixed. According to

some, thev are due to a mild osteomyelitis; to others, they are

rheumatic. When the hyperactivity of puberty comes on, the

congestive phenomena produced, combined with a slight degree of

infection, cause these articular pains. Others believe them due
to an abnormal ossification. No fever is produced. There are

present at the same time juxta-articular pains and an elongation

of the skeleton. In all probability there is a hyperemia of the

medulla of the bones. These pains may be of short duration and
less intensity, or the>- may be so severe as to prevent the patient

from walking and be rebellious to all forms of treatment. The
author has found that great benefit is received by the patient

from applications of dry heat according to Bier's method. The
heat favors the regeneration of the tissue and influences the

nutrition and physiological growth of the bone. The treatment
is easy, rational and has excellent results. It is always grateful

to the patient and relieves the pains very rapidly.

Periodic Vomiting.—J. S. Arkawin (Arch. f. Kinderheil., Bd.
Ixxxiv, H. i^and 2) says that all authors refer cyclic vomiting to

the same etiological factors. Hereditary predisposition plays an
important part; such diseases as gout, obesity, diabetes, calculus,

asthma, migraine, brain and nerve troubles in the parents are

hereditary factors. Kidney diseases are an important element.
Many believe that an increased amount of acetone in the urine

is important. In connection with acetone, some authors have
found an excess of acetic acid. Some authors refer the condition
to the formation of acetone in the system, while others believe

this is to be simply a result of the condition present. The author
gives histories of four cases which he has treated. In all there

was a neuropathic predisposition. In these cases an improve-
ment of the symptoms began as soon as the obstipation was re-

lieved and the bowels had moved freely. The first stool was very
bad smelling, the succeeding ones less offensive, and as thev be-

came better the odor of acetone disappeared from the breath.

The treatment consists in attention to the diet and hygiene,
hydrotherapy, carbonic-acid baths and plenty of fresh air.

Chronic Appendicitis in Children.—J. Comby {Le Bull. Med.
June 10, 1908) says that appendicitis is essentially a chronic
malady in children and is rather frequent. It has lasted for some
time and progressed slowly with a \ague symptomatology when
an acute crisis occurs which causes the diagnosis to be made.
There are three classes of cases : in one the child is well nourished
and has not suffered from indigestion or enteric svmptoms. In
these cases the author believes that there is a hereditary predis-

position, a lymphatic, arthritic disposition. In a second cate-

gory there have been frequent attacks of tonsillitis and rhino-
pharyngeal troubles, adenoids with otitis media, and cervical
adenopathies. Symptoms of appendicitis appear later. A
third set of cases has suffered from gastrointestinal troubles in

early life. Mucomembranous colitis and cyclic vomiting are
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frequent in these cases. Other cases seem to be dependent on
attacks of infectious disease, especially influenza and typhoid.
Any of the infectious diseases of childhood may determine attacks
of appendicitis. Abuses of diet and peculiar tastes in food may
be etiological factors. The disease is rare in nursing infants and
becomes more frequent as the child advances in age. The anat-
omy may include any sort of appendix. The symptoms vary
greatly. In many children there is a peculiar yellow complexion,
combined with lack of appetite, emaciation and dyspepsia.
There are a coated tongue, pains in the abdomen, not especially

located on the right side, vomiting and obstinate constipation.

There are circulatory disturbances and in older children nervous
symptoms. The differential diagnosis must be made from entero-

colitis, cyclic vomiting, hepatic colic, nephritic colic, movable
kidney, salpingitis, oophoritis and dysmenorrhea. The prog-
nosis is very variable. Treatment may generally be medical,
with restricted diet, hygiene, attention to the condition of the
bowels and rest. Many authors consider than an interval opera-
tion is demanded, since the occurrence of an acute attack with its

attendant dangers is always threatening.

Immediate Treatment of Acute Osteomyelitis of Adolescents.—
M. P. Hardouin {Prcssc Med., June 13, 190S) says that the pri-

mary lesion in osteomyelitis is in the medulla, but secondary
foci may be propagated from this and pus collect under the

periosteum. There may be a subperiosteal lesion that is limited

to this situation, a primary abscess which is rare; or there may be
a focus due to propagation from the primary central focus, a
form that is frequent in acute osteomyelitis of the epiphysis. In
the first form simple incision and drainage are sufficient. In the

second, this would be quite insufficient, and would lead to terrible

complications from the development of an intraosseous abscess.

Trephining must be done at all risks. The difficulties can all be
overcome and the dangers are no greater than those of the ab-

scess itself. The diagnosis must be made rapidly and operation

undertaken within forty-eight hours of the inception of the dis-

ease if we are to get the best results. Unfortunately, few such
cases are brought to the physician in time. The symptoms are

an enlargement below the knee-joint, with violent pain, increased

by palpation. Rheumatism, localized in a single joint, is rare and
is less painful. Temperature is very high, and the grave symp-
toms prevent a diagnosis of fracture from being accepted. . A
large incision must be made deeply through muscles and fascia,

down to the surface of the tibia; all pus must be removed and the

trephine applied to remove all affected bone. The wound is then
disinfected and drained. Osteomyelitis in adolescents is an acute
infection having its point of departure in the medulla of the bone,

and the treatment may be summed up in three words : trephining,

rapidly and widely.

Large Curds in infants' Stools.—F. B. Talbot (Bost. Med. and
Surg. Jour., June 11, 1908) concludes, as the result of analyses of

i
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curds in infant's stools, that the large curds are composed of some
proteid (probably casein or one of its derivatives), which on
coagulating entangles the milk fat in its meshes. The amount of

fat in the curds depends on the amount of fat in the milk, and as

this fat increases it replaces the proteid in the curd. The pres-

ence of large curds, which has been taken by some investigators

to indicate an increase of gastric hydrochloric acid, can with as

great probability be interpreted as indicating a lack of this acid.

Infant Feeding.—F. H. Lamb (Arch. Ped., June, 1908) holds

that the most important thing in infant feeding is to know the ex-

act amount of food the child receives in twenty-four hours. The
only way to do this is to calculate energy quotients. He says

that the percentage method is uncertain, complicated and un-

scientific. One should feed amounts, not percentages. Over-
feeding is one of the most common causes of nutritional disturb-

ances in children and is a distinct clinical entity. Fat is the

element in cow's milk to be feared. Fat produces constipation,

proteids never do. The curds in the stools are not proteid, but
calcium soaps, fatty acids or fats. Casein is not difficult to digest,

does not produce digestive disturbances and does not undergo
putrefaction in the intestinal canal. The newborn infant can
digest starch. Dextrins and starches are the most valuable ad-

juncts to milk feeding. The volume of the food should depend
on the weight of the child and never exceed thirty-six to

thirty-eight ounces. The interval between feedings should never

be less than three hours, and after three months four hours.

Thymic Asthma.—The patient of J. Schwinn (Joicr. Amer. Med.
Assn., June 20, 1908) was twenty-three days old when operated

upon for dyspnea, which had been present since birth and was
supposed to be due to parenchymatous goitre, until a radiograph
showed the shadow of an enlarged thymus. When an attempt
was made to draw the latter up through an incision at the upper
border of the sternum, the dyspnea was greatly increased. The
manubrium was then split mesially by a vertical incision and the

fragments separated. Through this opening all the thymus ex-

cept a small portion of the left lobe was removed and the en-

larged left lobe of the thyroid was resected. The thymus showed
simple hypertrophy. Recovery was rapid and uneventful.

The writer says that in such cases the operation should be per-

formed as soon as a diagnosis is made, the radiographic method
being the most reliable of our diagnostic means. A tracheotomy
should be provided for in every case, but avoided, if possible, on
account of the danger of infecting the mediastinum. The upper
chest aperture should be temporarily enlarged by the splitting of

the sternum, if during the operation the dyspnea is increasing at

all; in this way it will be possible to avoid tracheotomy in a num-
ber of cases.

Cerebrospinal Meningitis.—A. Miller and S. A. Barber (Jour.

Amer. Med. Assn., June 13. 190S) report successful results from
the use of Flexner's antiserum in an epidemic of cerebrospinal
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meningitis occurring in Porterville, Cal. In twelve cases the
serum was not used and only one recovered, a mortality of 91.6
per cent. Four were given the serum. Three of these recovered
and the fourth was improving when the supply of serum was
exhausted and death occurred. The writers agree with Flexner
that the serum should be used as early as possible, daily doses
of 30 c.c. being injected into the spinal canal, whether the same
amount of spinal fluid is obtained or not.

Ocular Tuberculin Reaction.—C. P. Clark {Jour. Amer. Med.
yl.5-.yw., June 20, 1908) tabulates his results from the conjunctival
tuberculin test in eighty children, these showing that it presents

additional evidence of tuberculosis when present. From a review
of 2024 reported cases, including twelve giving very severe reac-

tions

—

i.e., chemosis, keratitis or corneal ulcer—he concludes that

if a 0.5 or I per cent, solution is employed, preferably of original

old tuberculin, in individuals free from previously diseased eyes,

there will be little danger. Hypersusceptibility, if natural, can-
not be foretold; acquired hypersusceptibility, by repeated instil-

lation into the eye or subsequent subcutaneous injection of

tuberculin, should be avoided where possible, for it has been the
experience of many that reactions under such circumstances are

very frequently severe. A positive reaction following repeated
instillation into the same eye is not of diagnostic worth, but is

simply an evidence of acquired hypersusceptibility—an addi-

tional reason why second instillations should be abandoned.
Opsonic Index in Infants.—From the examination of the opsonic

indices to the tubercle bacillus, staphylococcus, streptococcus, and
bacillus coli in infants under one year of age. J. H. Wells {Practiiioiier,

May, 1908) concludes that a low opsonic index is not diagnostic in

children under one year old. In infants a low opsonic index is not
inconsistent with health, and the child may be thriving well with a
declining index. Where the opsonic index is low this will rise in

response to the stimulus of an inoculation with a bacterial vaccine.

The healthy breast-fed infant apparently possesses no advantages
over the healthy artificially-fed child. The antibacterial defence in

children cannot depend upon the opsonic content of the serum.

Cleft-Palate Operation.—H. M. Sherman (Surg., Gyn. and Ohst.,

June, 1908) advises operating upon the palate as soon as the child is

old enough to stand the shock of the operation and the loss of a little

blood, and has sufficiently developed tissues to hold sutures and not
too small a mouth, if possible, before the eruption of teeth, and surely

before the child begins to speak. He sutures the mucoperiosteal

flaps with silkworm gut mattress sutures, the uvula with horse hair.

He puts a tape, saturated with an iodized wax, around both flaps

as a relaxing suture, surrounding the flaps at the point where the hard
and soft palates join. The lateral incisions are packed with iodoform
gauze. He operates upon the hare-lip about two months before the

operation on the palate, and, at the time of the hare- lip operation,

cuts the vomer and the palatal process, and breaks the alveolar

process at the proper place to permit the pressing of the projecting
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intermaxillary bone into alignment, so as to make the curve of the

alveolar arch symmetric. After both the hare-lip operation and the

operation on the palate, the child is fed by nasal gavage, giving not

too much, but just enough. The mouth and the nose are cleansed

with salt solution spray after each feeding.

Erythrodermia Desquamativa.—Carl Leiner {Brit. Jour. Child.

Dis., June, 1908) describes a form of dermatitis of which he has

obser\-ed 43 cases, 41 of these being breast-fed children. Of these,

28 were cured and 15 died. The dermatitis, which he names erythro-

dermia desquamativa, is a universal skin disease, Avhich consists of a

slight inflammation of the whole cutis, a desquamation of the epider-

mis and a seborrhea of the scalp. The illness is at its height at the

end of the second or the beginning of the third month of life. The
etiology is not clear. Probably the condition is an autotoxic erv'thema,

which occurs in connection with intestinal troubles. The histological

changes consist especially in a dilatation of the vessels in the papillary

region and a slight augmentation of leukocytes in the same part, and a

slight inflammation and edema of the epidermis, and a parakeratosis.

This dermatitis is to be carefully distinguished from dermititis

exfoliativa by the absence of swelling, maceration and exfoliation of

the epidermis and by its acute course. From the first symptoms
until recovery seven to ten days elapse. The writer advises a warm
bran bath to remove fat and dirty deposits from folds of the skin and
joints. These are then protected with gauze soaked in olive oil and
the face and scalp with a mask of vaseline. A daily cleansing and
redressing follow. When desquamation ceases zinc oxide ointment

dressings are used. In severe cases with intestinal symptoms a

strict diet and calomel are employed. When the results are un-

fa\-orable, breast-feeding is replaced by rice-water with milk or

buttermilk. In the advanced stage of the disease baths are not to be

recommended. In such cases the child is co^•ered with oil or an
indifferent ointment. If the patient is unable to nurse on account of

rhagades and infiltration of the skin of the lips, the spoon or nasal-

feeding must be tried.

Numerical Atrophy due to Biuns in Childhood.—A. Daniel (Presse

Med., June 20, 1908) describes a form of numerical atrophy of the

elements of the body which occurs in children who have been the sub-

jects of even slight bums. This occurs in bums of the superficial as

well as deep variety, and follows the well-known rule that trauma-

tisms or inflammations occurring during childhood cause an arrest of

de\eloprhent. There is no loss of function in these cases, the patients

being able to accomplish all movements as well as with the sound
limb, but the limb is smaller and shorter than the other. The author

gives an example in a patient twenty-two years of age, who was
burned at the age of three years on the face, and in whom there was
facial hemiatrophy. The large bones of the side of the face were

small, with diminution in size of the globe of the eye, of the ear, and
teeth, and less hair on the face. All the tissues are equally affected,

bones, muscles, adipose tissue, skin, etc. The whole limb is affected,

not merely the portion that has been burned. There is no paresis or



728 BRIEF OF CURRENT LITERATURE.

reaction of degeneration in the muscles, nor any exaggerated electrical

excitability. The most plausible and scientific hypothesis to account
for this phenomenon is that the smaller number of elem.ents of each
kind are due to an arrest of development. The practical consider-

ation that arises from these facts is the necessity of using every
possible means, after a burn has healed, of stimulating the tissues by
way of the spinal cord so that this atrophy will not take place.

Infmtile Hypertrophic Stenosis of Pylorus.—F. E. Bunts (Surg.,

Gyn. and Obst., June, 1908) records a successful anterior gastro-

enterostomy for this condition in an infant of four and a half weeks.

He presents a compilation of 114 reported cases with a total mortality

of 53-5 per cent., contributed by the various operative procedures

as follows: divulsion, 27 cases, mortality 51.8 per cent.; gastroenter-

ostomy, 69 cases, mortality 53.6 per cent.; pyloroplasty, 17 cases,

mortality 53 per cent.; pylorectomy, i case, mortality 100 per cent.

The writer says that congenital stenosis and infantile stenosis are of

decidedly different clinical significance. Congenital pyloric stenosis

would in all cases call for \ery early operative interference. Infantile

pyloric stenosis develops after birth and is often amenable to medical
treatment, but in the absence of improvement an early operation

offers an excellent prospect of recovery. There does not seem to be,

as yet, any positive way to distinguish between the congenital and
infantile forms. The earlier the symptoms, the more probable the

congenital form. In selected cases pyloroplasty offers results superior

to those of gastroenterostomy, and should be the operation of choice.

There has been no recent improvement in operative results. The
great determining cause of death in practically all cases is delay, and
until this obstacle is removed by the medical attendant, little or no
improvement on the present statistics can be expected.

CDa^eaital Pyloric Spasm and Hypertrophic Pyloric Stenosis.—
Henry Koplik (Amer. Jour. Med. Sci., July, 1908) calls attention to

the fact that in cases of hypertrophic pyloric stenosis cessation of

vomiting and all distressing symptoms does not constitute a complete
recovery; the infant must also increase in weight and develop in a
normal manner. The writer mentions a case which in early infancy

presented all the symptoms of hypertrophic stenosis of the pylorus

and in which the symptoms persisted until the sixth month of life.

They then ceased. The infant not only did not gain normally in

weight, but developed the most aggravated symptoms of malnutrition.

Operation was advised; but was rejected by the parents. To-day the

child is a rachitic dwarf, aged two years, weighing twenty-one and
three-quarters pounds, with a.height of only 61 cm. This condition,

fortunately extremely rare, is a direct result of lack of nutrition

dependent on the pyloric condition in infancy. Another contingency

which is striking in those cases which have recovered without opera-

tion. That is, in after childhood there remains an indication of pyloric

contracture and spasm, such as gastric pain and then vomiting of the

solid particles after taking solid food.

Normal Arterial Tension in the Child.—E. Gaujoux (Ann. dc Med.
et Chir. Inf., July i, 1908) details his observations of the arterial
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tension in babies. He finds that it is generally low in the ne\v-bom

and increases as the child grows older. Puberty marks the increase

to a medium tension. In certain purely physiological conditions

—

menstruation, digestion, physical and mental effort—the arterial

tension in each individual subject is modified.

Malarial Infection in Children.—M. Giosefii (Riv. di Clin. Ped.,

May, 1908) says that fever and enlargement of the spleen are not so

regular in children as in adults, and hence not of so much diagnostic

value. So many other conditions than malarial infection produce

the same s>Tnptoms that the diagnosis is not easy. At the same
time there seems to be no rational doubt that children are more subject

to malaria than are adults. All children in malarial regions should be

carefully examined and treatment should be given as soon as suspi-

cious symptoms occur. According to some authors, there is such a

thing as congenital malaria, while others believe that these supposed

cases are instances of ver\' early development of the disease.

Epidemic of Cerebrospinal Meningitis.—Piero Abba {Riv. di Clin.

Ped., May, 1908) discusses an epidemic of 13 cases of cerebrospinal

meningitis occurring in Tuscany. His conclusions are that cerebro-

spinal meningitis is not a malady that is easily diffusible by direct

contagion or indirectly. The meningococcus is the true pathogenic

agent of the disease. The pneumococcus may also cause cerebro-

spinal meningitis, but the symptoms are not as characteristic as those

caused by the meningococcus. The symptoms caused by the last

named organism may be differentiated from those caused by other

organisms. The bacteriological and chemical examinations of the

cerebrospinal fluid give important diagnostic data, if not an absolute

criterion of diagnosis.

Treatment of Tubercular Gland Infectionby Sea Climate and Chic ride

of Sodium Baths.—Henri Richardiere (Ann. dc Med. ct Chir. Inj.,

June 15. 1908) advocates a sojourn at the seaside as the treatment

par excellence for tubercular gland enlargements. The means to be

utilized besides air, sunshine, and climate, are sea baths, local appli-

cations of sea-water, etc. There are some cases in which sea baths

are not allowable, and others in which the glands that are enlarged

are not in a position to allow of prolonged application of sea-water by
bathing. Those cases in which there is pulmonarv' involvement are

not suitable for sea bathing. On the other hand, tubercular bronchial

and mediastinal glands are not a contraindication to baths. For

these cases chloride of sodium baths, taken in the room, and appli-

cations of such water by compresses are valuable. They act by
increasing the organic exchange within the body and causing active

nutrition. They increase the elimination of urea and diminish the

total demineraHzation and the production of uric acid. In children

under three years of age, sea baths excite such fear and aversion that

they should not be used, but chloride of sodium baths may be given.

When there is marked atony manifested by anorexia, fatigue, and
anemia they are valuable. It is much easier to measure the time

and localize the applications of baths in the room than in the sea.

The most useful climate for these patients is one such as is found at
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Biarritz, where there is an equable sea air combined with springs

containing chloride of sodium in their waters.

Tuberculin Inoculation by von Pirquet's Method in Childrenunder
One Year of Age.—Morgenroth {Munch. Med. Woch., June 30, 1908)
says that the old method of inoculation with Koch's tuberculin is of

little vaue in the diagnosis of tuberculosis in children under one year
of age, because there are so many other slight causes that may cause
fever. Vaccination by von Pirquet's method is more practical. It

requires no long observation of the child before its use ; it has no bad
after-effects; and fever does not occur after the inoculation. In the

clinic for children at Cologne this test showed 5 per cent, of 200
children under one year to be tuberculous. These children were in

the hospital for all sorts of diseases. In four, at autopsy, cavities

^vere found in the lungs. The inoculations were made with the old

tuberculin of Koch, and had no bad effects. The test should be made
whenever children are found in contact with cases of undoubted
tuberculosis. When this test is positive we may consider it positive

e\-idence of tuberculosis in an infant and, as soon as possible, it

should be removed from contact with the tuberculous patient. In
general, tuberculosis in nursing infants results from inhalation of

bacilli.

Collapse After Injection of Diphtheria Antitoxin.—F.W.Thomas,
{Jour. Amcr. Med. Assn., July 4, 1908) reports a case of sudden
collapse following the injection of 4000 units of diphtheria antitoxin

into the subscapular region of a boy of fifteen. The symptoms de-

scribed strongly suggest those caused by injection of air into a vein.

Cardiac and respirator)^ stimulation and several more injections of

antitoxin, none of them with unusual sequelae, resulted in recovery.

F. L. Taylor (Med. Rec, July 4, 1908) also records an instance of

collapse after injection of 6000 units of grade 6a, Department of

Health antitoxin in an adult. In ten minutes the patient complained
of tingling and numbness in the extremities then in the whole body.
Pallor, cyanosis, frothy sputum, rapid and feeble pulse were succeeded
by coma, involuntary defecation and apparently imminent death.

Artificial respiration and injections of strychnine and atropine led

to recovery, preceded by diffuse erythema and giant urticaria.

Epidemic Infantile Paralysis.—M. Allen Starr (Jour. Amer. Med.
Assn., July 11, 1908) presents a study of the epidemic of about 2000
cases of acute anterior poliomyelitis occurring in Xew York and
vicinity during the summer of 1907, with a mortality of 6 to 7 per
cent. The onset of the disease was uniformly accompanied by a
brisk febrile movement, temperature rising to loi to 103 in the first

twenty-four hours; sometimes by a slight chill; usually by vomiting,

malaise, general sweating, general severe pains in the limbs and in

the back, sometimes attended by some rigidity of the spine and even
retraction of the head, and excessive sweating. Diarrhea frequently
followed on the second day and continued for two or three days.

Delirium was a common accompaniment of the fever on the second
or third day. The febrile movement lasted from five to nine days in

the majority of the cases. It was rarely attended by very high
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temperature, and even in the tatal cases temperatures above 104 were
the exception. On the third or fourth day of the disease the paralysis

was discovered, though it may have developed a little earlier. It

usually appeared suddenly and at its maximum extent from the

beginning. The picture was, in some cases, that of poliomyeUtis of

the ordinary recognized type; in other cases, of poliomyelitis with bul-

bar paralysis; in other cases, of poliomyelitis with polioencephalitis

of Wernicke. In a few cases the children were affected by true infan-

tile hemiplegia. In fatal cases death occurred from respiratorv-

paralysis or heart failure. The acute onset usually subsided in the

course of a week or ten days and a state of improvement was noticed,

beginning at the end of the second to the fourth week. This improve-
ment has continued up to the present time, and, as a rule, such is likely

to go on for two years. In many cases a complete recovery has
ensued. The frequency of abortive cases was unusual as was the

high mortality of about 7 per cent. The writer gives a synopsis of a
bacteriological study from the Rockefeller Institute for Medical
Research and original abstracts of the accounts of 44 epidemics.

From study of those he says that in fatal cases death usually occurs

between the fourth and tenth days, generally through involvement
of the respiratory muscles. The prognosis is always serious while

the disease is advancing or while the paralysis is extending, especially

as it extends upward. If a child sur\-ives the eighth or tenth day,
prognosis for life is favorable. In 25 per cent, of epidemic cases there

is complete recoverv\ In sporadic cases a few muscles usually

remain paralyzed. During the early stage of the disease dry cup-
ping of the back, for a short time only, two or three times a day, may
relieve the congestion. Ice bags applied to the spine may have the

same effect, and sponging with cool water or alcohol may decrease the
fever. Acetanilid, antipyrin or phenacetin, with Dover's powder,
may be given to relieve pain. Five grains of urotropin may be given
every four hours to a child of 8 years during the acute stage. vSome
give salicylate of soda. After the stage of onset is over and the pain
has subsided it is wise so stop medication for two weeks and then
begin the use of strvxhnin, which should be pushed as far as is consis-

tent with safety. The condition of the muscles may be improved by
manipulation, massage and friction with oil or cocoa butter, or allow-

ing the child to play daily or twice a day in a warm bath for half an
hour or more, or by applications of galvanism, both constant and
interrupted. It is especially important from the ver\^ beginning
to prevent the development of deformities by carefully adjusted
braces when the child is out of bed and by properly adjusted pillows

and little sand bags to hold the feet in position when the child is in bed.

Nerve Anastomosis in Infantile Paralysis.—Karl Osterhaus (Med.
Rcc, July II, 1908) describes a ner\'e anastomosis performed on a
child ten years of age nearly four years after an attack of anterior

poliomyelitis, there being slight right talipes equinovarus with the

equinus element the more marked, strongly contracted tendo-achillis,

no response to faradism over the peroneal nerv-e. The peronei
seemed to be the only muscles paralyzed. An incision was made over
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the biceps tendon and the external popliteal nerve was exposed and
partially divided between sutures. A longitudinal incision was also

made in the nerve extending above and below the transverse incision,

thus isolating a small bundle of fibers above and below. A similar

procedure was gone through ^vith on the internal popliteal, the dis-

section being made close to the bifurcation of the sciatic. The central

segment of the internal popliteal was then sutured to the peripheral

segment of the external popliteal with fine carbolized catgut, an end-

to-end anastomosis being made. In the same way the central

stump of the external was sutured to the peripheral stump of the

internal popliteal, making a crossed transplantation. The tibialis

anticus, tendo-achillis, and plantar fascia were divided subcutaneously,

and the whole limb v.^as put up in a plaster cast. Six weeks after

the operation the cast was removed and an ankle brace with inside

upright was substituted. There seemed to be no improvement in the

function of the limb at this time, though the position was better.

From this time on a strict course of electricity, baking, and massage
was persisted in, with the result that at the end of four months the

foot could be slightly abducted and dorsally flexed,sand there was
distinct response to faradic stimulation. Continuation of the treat-

ment enabled the child to walk without the brace and place the foot

squarely on the ground, and abduction and dorsal flexion became quite

forcible.

Goiters of the Young.—C. H. Mayo {Southern Med. Jour., July, 1908)
says that the cretin may have no apparent thyroid, or may have a

very large goiter. Operations upon these tumors are indicated to

remove a nuisance, and at times it becomes necessary to relieve

dyspnea, but operation should not be expected to otherwise improve
the condition of cretinism. If the thyroid is enlarged in these cases

it is usually of the fetal type; po lumen in the cells, no secretion, and
plenty of connective tissue, or, with more cells, less connective tissue,

and cystic degeneration of the whole. Excluding infectious and
malignant growths he divides goiters into simple or colloid goiter or

diffused adenoma, encapsulated adenoma which may undergo partial

or complete cystic degeneration, and exophthalmic goiter. Simple
enlargement of the gland in girls at puberty is a fairly normal con-

dition and indicates that menstruation is becoming established.

It is but rarely that colloid and diffuse adenomatous goiters in the

young become so resistant to treatment, or so annoying to pressure

symptoms that extirpation or resection of a portion of the gland is

necessary, although it may be advisable. At times, however, during

this period, an encapsulated adenoma may develop into a rounded
tumor occupying some part of the gland. Such tumors are best

removed. For the medical treatment of such goiters the writer

prefers some form of iodine internally with intermittant external

irritation over the gland. Exophthalmic goiter in the young is most
serious. It may appear at a very early age, even at the age of five years.

The usual age in which hyperthyroidism develops in the young is

between sixteen and nmeteen years. In such cases some form of

medical treatment should be instituted to improve the condition, but
if ineftectual, surgical treatment should be undertaken.
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Another year and we will celebrate the looth anniversary of

ovariotomy and honor the memory of its father, Kphraim
McDowell. The impulse given to surgery by the invention of

ovariotomy cannot be overestimated. It marks distinctly the

beginning of the formative period of surgery, a period which

closed with the introduction of antisepsis by Lister in 1872 and
brought us to the present practical era of the art of heaHng by
manual operations.

The inventions, discoveries and improvements in medicine

and surgery within the last one hundred years have not only

revolutionized the healing art, but brought it to a state of

completeness never anticipated by the brightest minds and the

deepest thinkers of the past. The student of medical history

marvels at the amount of hard work done and the astonishing,

almost miraculous results obtained within so short a time. He
also marvels why so little was accomplished in the thousands

of years that passed before.

It is not intended to recount or pass in review all the epoch-

making events in medicine, obstetrics and surgery that have
transpired during the last 100 years. You are all familiar with

the achievements of McDowell (1809); of the elder Naegele, who
(18 1 2) gave us the "Euclid of Obstetrics," the mechanism of

labor; of Long, Wells, Morton and Warren, who discovered and

' Delivered at the twenty-first Annual Meeting of the American Association of
Obstetricians and Gynecologists, at Baltimore, September 22-24, 1908.
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applied anesthesia (1842-1846); of Semmelweis (1846), who was

the first to discover antisepsis, and of Pasteur and Koch (1865-

•187 1), who laid the foundation of it, and of Lister, who intro-

duced it into surgery, 1872; of Samuel D. Gross, who wrote the

first book of pathology, 1838; of Virchow, the author of cellular

pathology (1856) ; of Spencer Wells, Keith, the Atlees, Dunlap and

Lawson: Tait, the pioneers of abdominal surgery; of Marion

Sims, the elder Emmett, Thomas and Munde, the pioneers of

gynecology; also of Tyler Smith, J. Y. Simpson and Barnes, of

England; of Spiegelberg, Scanzoni, Schroeder, Saenger, of Ger-

many; of Cazeaux and Tarnier, of France; of Hodge, Fordyce

Barker, Lusk and Parvin, of America, each of whom contributed

to the development of the obstetric art.

The intricacies of embryology, of which little or nothing was

known at the beginning of the last century, have been labori-

ously traced, correctly interpreted and made an almost complete

science by Baer, His. Koelliker, Waldeyer, Schultze, Balfour and

others. The wonderful results obtained from research work in

histology, pathology, physiology and medical chemistry challenge

the admiration of the world.

On occasions like this it is well to pause and consider the

amount of labor expended on the numerous discoveries, number-

less inventions and the valuable improvements made within

recent times and ask ourselves, "What remains to be done?

Have we realized to the fullest extent the advantages that have

accrued to us from the great progress made in medicine and

surgery?"

The invention of new means and methods, the discovery

of new facts and conditions, are rarely followed by their imme-

diate adoption and application in practice. Not infrequently

their introduction and acceptance is preceded by hot and

acrimonious discussion and persistent and strenuous opposition.

All know the violent and vicious war waged against ovariotomy.

The introduction of anesthesia, especially into the practice of

obstetrics, was bitterly opposed for many years. Semmelweis,

though he showed ample proof and demonstrated beyond a

doubt the value of antisepsis, experienced a sad and unmerciful

defeat at the hands of his confreres, and one of the greatest of

discoveries was consigned to oblivion for twenty-five years.

Every new operation of magnitude, more particularly hyster-

ectomy, oophorectomy, salpingectomy, appendectomy, all oper-

ations upon the biliary passages and gastrointestinal tract has
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been generally accepted only after protracted opposition. The
ever-present disposition on the part of the profession to resist the

introduction of new discoveries and inventions into the practice

of medicine and surgery must not be regarded lightly or wholly

condemned. It is the gantlet which every method of treatment

proposed should run. Unfortunately, it often occurs that the

discovery of valuable facts and new means and methods of

treatment based upon them are not appreciated at the time.

Sometimes years pass before the advantages of the proposed

new means and measures are fully recognized. Sometimes

they are doomed to temporary oblivion, only to be rediscovered

or reinvented in the future. The rule is, however, that that

which possesses merit is sooner or later accepted and finally

becomes the property of the profession, and suffering mankind
reaps the benefit.

It would be difficult to overstate the blessings bestowed upon
humanity by the discovery of anesthesia and of antisepsis and

asepis. Their introduction into the practice of medicine and
surgery have wrought vast and beneficial changes in the therapy

of every disease and incidental complications, and have, im-

measurably, increased the usefulness of the physician and sur-

geon. This is true to such an extent that it would seem as

though there was no longer room for further improvement,

especially in the domain of surgery and obstetrics. But to the

careful student of the events of the past and to the discerning

obsen^er of present conditions, new avenues of thought and

action have opened. To him it is clear that, without further

new remedies, improved instruments or extended operations,

beneficial changes in present practices and customs could be

made to the advantage of the afliicted. In no other department

of our profession is this more true than in obstetrics.

SOLVING THE PROBLEM OF OBSTETRICS.

Changes in the practice of midwifery within the last fifty

years have been marked, and the results obtained, especially

since the advent of antisepsis, are by far the most favorable in

the history of obstetrics. But of late one fact has become quite

apparent: like a specter of bitter reproach it stands forth and
may be seen (between lines) in nearly every chapter in our

modern text-books on obstetrics; namely. There has been no

improvement in the fnaternal and fetal mortality and morbidity

of midwifery, except in hospital clinics and in maternities, for

the last iu-enty years' Professor Leopold, in a lecture delivered
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December, 1907, made the following statement: "From 300 to

400 women die annually during confinement in Saxony; in

Prussia, 4339; and 6000 deaths occurred from puerperal causes

in the German Empire in the past year." Leopold is right when

he says: "These figures follow immediately the mortality-rate

of tuberculosis, and the war against such a mortality should be

carried on much more energetically than the war against small-

pox and cholera."

The sole object of obstetrics is, and always has been, to solve

the problem of the ever-recurring conflict between the mother

and the child to be born. Fortunately, a great majority of

births are easy, devoid of difficulty, and help is not needed.

But in the sum total of child-bearing women, we continuously

find labor complications which render a physiological termi-

nation of the act of birth difficult or impossible. In every case

of eclampsia, placenta previa, oblique or transverse presentation,

narrow or contracted pelvis, we witness a conflict unto death

between mother and child. Even to this day, especially in

private practice, the best the obstetrician can do is to try to

save one of the lives thus put in jeopardy. Usually the child

is sacrificed to save the more valuable life of the mother. Not

infrequently both lives are lost in the attempt to save one.

In the preantiseptic period. Cesarean section and symphy-

seotomy were equivalent to a verdict of death for the mother.

Either operation was, therefore, rarely performed, and many,

if not most, of the great obstetricians of the past, up to the last

quarter of the nineteenth century, never performed these

operations.

During the primitive era of midwifery (before the invention

of the forceps), when the child could not be born by the unaided

efforts of nature, the obstetrician had the choice of two definite

operations, namely, version with manual extraction or, when

this course was impossible, embryotomy was his last resort. In

those days, too, the midwife was the recognized attendant upon

the parturient. The physician was called upon only when spon-

taneous termination of labor seemed impossible and, as he

knew but little more of the anatomy and physiology of labor

than the midwife, his function was to deliver the patient at all

hazards by version and extraction or by perforation of the child.

In cases w^here turning was sufficient, the life of the child was,

as a rule, lost; in cases where the disparity between the pelvis

and the child's head was too great, embryotomy was the only
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recourse. Both methods placed the Hfe of the mother in great

danger.

With the invention of the forceps by the ChamberUns (1600-

1747) the formative period of midwifery began; it ended when
Naegele (18 12) published the first full description of the mechan-

ism of labor. The forceps, now much improved, became a blessing

in the thousands of cases in which labor was delayed or was

complicated by uterine atony, prolapsus funis, hemorrhage,

fever, eclampsia and pressure-gangrene of the pelvic soft parts.

The forceps solved the problem of saving mother and child^in

cases of vertex presentation with sufhciently ample pelvis.

Nevertheless, the field of labor complications, which could be

overcome only by sacrificing the child, remained still quite large.

With the advent of the forceps in 1747, the date of their first

publication by Van der Swam and Peter Rathlaw, a rapid

progress in the development of the obstetric art is observed in

England, Holland, France, Denmark and Germany, and with the

correct interpretation of the phenomena of labor came the

demonstration that the most frequent cause of prolonged and

difficult labor was a faulty or pathological construction of the

mother's bony pelvis.

The clinical features of placenta previa and eclampsia were

well understood. Still, the practical therapy of both com-

plications has ever since been the subject of extensive scientific

study and of bitter and sometimes very offensive discussion.

While the problem of obstetrics, so far as these two complications

are concerned, is not yet solved, it is none the less surprising how
many obstetricians of to-day adhere to the teachings of the old

masters in the treatment of these anomalies, ignoring the fact

that the means of assistance have been made more eflScient and

extensive through the introduction of antisepsis and asepsis.

The most popular therapy of narrow pelvis at the present time,

except in some of the maternities and hospital clinics, is the

high application of the long forceps, or version and extraction

of the child, or the induction of artificial labor at a period when
the child is viable, but still small enough to pass through the

bony ring of the pelvis. These operations, as well as Cesarean

section and symphyseotomy, have come to us from the preanti-

septic period. The latter two operations had rarely been

attempted upon the living. This was undoubtedly good practice

then. But the best and most recent authors of the European
continent, especially Pinard, Zweifel, Gigli, Doederlein, Bumm
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and Baisch, claim that in the present aseptic and antiseptic

period the therapy of narrow pelvis should exclude the prophy-

lactic resort to the high forceps, version and artificial premature

labor, because of the high maternal mortality, lo percent., and

the enormous fetal death-rate, 50 per cent.

It is also maintained and cannot be successfully controverted

that this high mortality is the result of early interference in cases

of narrow pelvis, a practice prompted and justified by dread of

protracted labor and fear of childbed fever, which so often

followed in such cases. For the same reason the expectant

method of treatment was, until very recently, discarded entirely.

The high forceps, prophylactic version and perforation were

resorted to early because the obstetrician would take no chances.

Thus nature was given no opportunity to show that spontaneous

labor was possible in many victims of narrow pelvis.

We must all recognize that since the introduction of antisepsis

into midwifery prophylaxis of puerperal fever is established,

and that the treatment of narrow pelvis, rigidity of the soft

parts, prolapsus funis, placenta previa and eclampsia has been

greatly changed. From the moment the fear of puerperal

fever ceased to be the obstetrician's nightmare, the necessity

of dragging the child through a narrow pelvis with the high

forceps, by version and manual extraction at any cost, disap-

peared. Confidence in nature's forces returned and the results

thus far obtained by the expectant method in the management
of labor complicated with narrow pelvis, have proved that many
patients delivered themselves spontaneously who previously

had been delivered with the aid of the high forceps, version,

induction of premature labor, craniotomy, aye, even Cesarean

section. To this extent the problem of obstetrics is brought

nearer solution.

According to Baisch, "the period of compromise operations

records in narrow pelvis about 60 per cent, spontaneous births

(Chrobak, Gusserow); other obstetricians, like Braun, only

35 per cent." If we are made to understand that in the past

from 50 to 60 per cent, of all women with narrow pelves were

delivered by operative interference and that within recent years

Saxinger, Pinard, Zweifel and Doederlein (quoted by Baisch)

have secured 80 per cent, of spontaneous births with the expec-

tant treatment of narrow pelvis, we can realize the extent and

importance of the progress made. But we must also compre-

hend that such results can be obtained only in hospital clinics
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and maternities or in a home where perfect asepsis can be

established and where trained assistants and a competent

obstecrician are in attendance.

It is the opinion of Baisch, Zweifel, Bumm, Doederlein and a

few others that the problem of obstetrics has been solved in an

ideal manner in cases of narrow pelvis, and that there remains

but a small percentage of cases, 6 to 8 per cent., in which the

problem of ending the conflict between mother and child is yet

to be solved. These are the higher grades of justo-minor and

contracted pelves. But even in these cases the mortality of

both mother and child has been greatly reduced by the reestab-

lishment of Cesarean section and symphyseotomy. These two

operations, formerly exceedingly dangerous to the mother, have

produced within the last eighteen years most excellent results

when performed early, by skillful operators, in hospitals and

under strict antiseptic precautions.

The modern method of performing Cesarean section, as for-

mulated by Pinard, Saenger, Zweifel and Hirst, and the sub-

stitution of pubiotomy as devised by Gigli and the subcutaneous

hebosteotomy of Doederlein, have given these operations a degree

of safety never dreamed of before nor generally appreciated

now. Zweifel is credited with 55 Cesarean sections with

the loss of only one mother; Schauta with iii Cesarean sec-

tions and but one maternal death. The latter operated 75

times for relative indications and all mothers lived. Hirst has

had but one maternal death in his last 36 sections and Davis lost

only one of the 43 upon whom he performed abdominal hyster-

otomy. There are, however, certain dangers of Cesarean section

which cannot be eliminated by even the best operators and

under the most favorable environment. The dangers consist

of infection occurring prior to the operation, of the relatively

frequent occurrence of ileus after the operation, the complica-

tions that may arise in subsequent pregnancies from the uterine

scar and from adhesions, fistula and hernia. These elements

of uncertainty leave Cesarean section still within the realm of

hazardous procedures, and in the treatment of narrow pelvis it

is only relatively indicated.

Symphyseotomy within the last twenty years and of late

Gigli's pubiotomy and Doederlein's hebosteotomy,when performed

in a hospital under aseptic conditions, have been followed by

good results. Because of the difficult and laborious after-treat-

ment of symphyseotomy, the occasional occurrence of hemor-
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rhage from, and infection of the wound, and the frequent lack

of firm union of the joint, the operation did not gain much popu-

larity and led to the invention of the open pubiotomy of Gigli, the

partial subcutaneous hebosteotomy of Doederlein and the strictly

subcutaneous hebosteotomy of Bumm. The division of the

bony ring of the pelvis, whether done in the symphysis pubis or

to one side of it, according to the method of Gigli, Doederlein

or Bumm, has apparently a very favorable prognosis. Remark-
able results have been obtained by it in the hands of Pinard,

Zweifel, Kroenig, Bumm and Doederlein who, collectively, re-

cord more than 2000 cases of narrow pelves with a mortality

of o.i per cent, and a fetal mortality of only 6 per cent.

Though symphyseotomy, Gigli's pubiotomy and Doederlein's

hebosteotomy are not regarded with much favor in this country,

and are even discouraged and denounced by some of our best

and foremost obstetricians, it cannot be denied that the results

obtained (especially with Doederlein's subcutaneous heboste-

otomy) by the authors just mentioned, are profoundly impressive

and worthy of our most serious consideration.

There is a striking contrast between the opinions expressed

on this subject at the last German Gynecological Congress at

Dresden, 1907, and the last meeting of the American Gynecologi-

cal Society at Philadelphia, 1908. In Germany, such men as

Doederlein, Zweifel, Kannegiesser, Bumm, Hocheisen, Tandler,

Seeligman, Henkel, Sellheim, Buerger, Reifferscheid, Thiess,

Fritsch, Gauss, Peham, Hammerchlag and other distinguished

writers and operators are enthusiastically in favor of the sub-

cutaneous varieties of disjunction of the pelvis in the treatment

of moderately contracted and narrow pelvis. • Leopold, opposing

hebosteotomy, sought to prove that the same good results can

be obtained with the compromise operations; but Baisch showed
that Leopold made a mistake in his comparisons and that he

erred in the calculation of his statistics. Hofmeier favored

Cesarean section; Kuestner, artificial premature labor; E. Bauer
warns against two great an application of sectio caesarea as well

as hebosteotomy. A. Breau (Paris) thinks that hebosteotomy
is as disagreeable in its consequences as symphyseotomy. As
far as the speaker is able to determine, those who oppose heboste-

otomy have had no personal experience with the operation.

In Italy and France, both symphyseotomy and pubiotomy are

generally accepted. In these two countries and in Germany
the so-called compromise operations—the induction of premature
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labor, prophylactic version, the high forceps and perforation of

the living child—are being gradually eliminated from the

therapy of narrow pelvis. But in England, in the United States

of America and in Canada, the division of the bony ring of the

pelvis, whether in the pubic joint or to one side of it, has found

little favor and few followers. With the exception of a few of

the members, the American Gynecological Society, which dis-

cussed this subject, condemned symphyseotomy and pubiotomy

in unmeasured terms, notwithstanding that Williams, of Balti-

more, performed Doederlein's hebosteotomy thirteen times and

was well pleased with the result : that Norris, of Philadelphia,

and Fry, of Washington, believed there is a place for both

operations, and that DeLee, of Chicago, promised to give

Doederlein's hebosteotomy a trial.* Grandin, Jewett, Cragin

and Murray, of New York, Hirst, of Philadelphia, and Green,

of Boston (the latter of whom spoke for all of his colleagues),

expressed themselves unqualifiedly against symphyseotomy and

pubiotomy under any and all circumstances. They favored

the induction of premature labor and, if they did not perform it,

would, in "border-line cases" gives the patient the benefit of

the test of labor" and, if spontaneous labor appeared impossible,

resort to high forceps, version and extraction and, if necessary,

Cesarean section in preference to symphyseotomy or pubiotomy.

At present, all who spoke adversely to these two operations are

supported in their opinion by a solid bulwark—the medical

profession of this country in general.

There is, however, not the least doubt in my mind that by a

strict prophylaxis against infection, the need of the compromise

operations can be greatly reduced. In the hospital clinics of con-

tinental Europe and in a few instances in this country, these

procedures are disappearing from the management of labor com-

plicated with narrow pelvis. Version and manual extraction are

always more or less brutal; premature artificial labor is never

free from serious danger, and of the high forceps Gusserow long

ago aptly said: "They fit the narrow pelvis like the fist of the

prizefighter upon his opponent's eye." In spite of antiseptic

precautions, the maternal mortality of the high forceps in clean

cases remains 4 per cent.; of prophylactic version, 2 per cent.;

of premature artificial labor, 5 per cent. The fetal mortality of

the high forceps varies from 40 to 50 per cent.
;
prophylactic

*Dr. E. B. Montgomen-, of Quincy, III., performed successfully the first pubi
otomy in this country (1903) for an impacted head in mento-pofterior position.
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version, 25 per cent., and the fetal mortality of premature artifi-

cial labor does not fall below these figures (Krull and Baisch).

J. Kretschmer (Breslau) states that during the years of 1897,

1898, 1899 and 1900, the frequency of operations as well as

the fetal and maternal mortality in cases of narrow pelves was
as follows: Frequency of operations, 60 per cent.; fetal mor-

tality, 22.5 per cent.; maternal mortality, 5 per cent. The fetal

mortality of the high forceps equals 30.8 per cent.; the fetal

mortality of prophylactic version, 33.3 per cent. If, in addition,

we consider the damage done to the mother's soft parts, 40 per

cent, of cervical and 36 per cent, of perineal lacerations (extensive

in character), the dangers of the compromise operations become
more apparent.

The latest treatment of narrow pelvis, as now taught and
practised in some of the clinics of Germany and France is indeed

much more simple, uniform and apparently far less dangerous

to both mother and child. It consists of the expectant method
(spontaneous labor), of hebosteotomy and (in very rare instances)

of Cesarean section. In this country, as already stated. Cesarean

section is performed in preference to pubiotomy (hebosteotomy)

because the latter operation is regarded as dangerous and unsatis-

factory as the symphyseotomy of Galbiatti and Morisani. The
speaker unhesitatingly admits that the after-treatment of hebos-

teotomy demands extra care, but it is not as difficult and labo-

rious as that of symphyseotomy of the past. When we consider

that the division of the pelvis does not implicate the peritoneum

and the uterus, it certainly is a less dangerous procedure than

Cesarean section. Doederlein reports 294 hebosteotomies. In

seventy-seven of them the open method (Gigli's) was followed

and eight mothers died, 10.4 per cent., in the other 217 cases he

pursued his own method and only nine mothers died, 4. i per cent.

Buerger (Vienna) reports 76 per cent, of spontaneous deliveries

out of 4,600 labor cases complicated with narrow pelvis. He per-

formed hebosteotomy twenty-one times with uniformly good re-

sults for the mother and the loss of two children. Reifferscheid

made twenty-seven hebosteotomies with excellent results; one

mother died on the fifth day of embolism. Those who have
performed hebosteotomy most frequently claim that the danger
of hemorrhage and infection is very small, that union of the bone,

as a rule, takes place promptly, and w^hen this does not occur,

ligamentous union follows which is a positive advantage because

it often renders spontaneous labor possible in subsequent pregnan-



ZIXKE: S0L\ING the PROBLf:M OF OBSTETRICS. 743

cies and does not interfere with locomotion, and the after-care

of the patient is not as difficult as is generally believed. Hebos-

teotomy should not be condemned before a thorough prac-

tical trial is made by skilled and experienced men, preferably in

hospitals.

If hebosteotomy proves to be what Doederlein, Zweifel,

Pinard, Kroenig, Bumm, Baisch and others claim for it, then the

difficulty of selecting one of the many compromise operations in

a given case will cease to exist, and the mental torture and

mortification of the obstetrician when, in the absence of success,

the question arises—Was the right thing done?—will belong to the

past. This will, indeed, be a great relief to the obstetrician when
he considers the indefiniteness with which the indications for

the compromise operations have been stated by the writers on

obstetrics, no two of whom agree.

In Doederlein 's clinic, premature labor, the high forceps and

prophylactic version have been discarded and his clinic points

with pride to the wonderful results obtained by themselves and

Zweifel, Pinard and Kroenig with this new treatment of narrow

pelvis. When they do not deliver with the forceps or manual

extraction in breech or transverse presentations, they wait for

spontaneous labor and, in rare instances, when the disproportion

between head and pelvis is not too great, enlarge the bony ring by

performing hebosteotomy, or, if need be, perform Cesarean sec-

tion. They are firm in the belief that the old established treat-

ment of narrow pelvis will become, sooner or later, a thing of

the past, and that it is subcutaneous pubiotomy which "gnaws
destructively at the foundation of the labyrinthian schoolhouse

of indications for the compromise operations." They speak

enthusiastically of the marked change in favor of the new therapy

of narrow pelvis at the last Gynecological Congress at Dresden,

where the magnificent results obtained with Doederlein's heboste-

otomy by all operators created a profound impression.

The new therapy of narrow pelvis as suggested by the above

authors certainly presents food for serious thought and pro-

longed reflection. Not so much, perhaps, for physicians who
practise obstetrics in hospitals as for the ones who persistently

refuse to send labor cases, threatened with complications, to

a maternity.

The high forceps, version and extraction, and the induction of

premature labor have been and are still favored methods of de-

livery in cases of narrow pelvis, and in this country especially,
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this therapy is carried out unhesitatingly in private practice

,
at the patient's home. This accounts for the high maternal and

fetal mortality of labor cases associated with narrow pelvis.

There are many reputable practitioners who, in every possible

way, decry and discourage hospital deliveries, and the majority

of those who do not deny that the parturient could be better taken

care of in a hospital, maintain that it is impossible to make
hospital deliveries a popular custom. It is impossible to form

a correct estimate of the maternal and fetal mortality and mor-

bidity of the treatment of narrow pelvis now in vogue in this

country. Abroad, where the records of cases are more strictly

kept, the maternal mortality fluctuates between 8 and lo per

cent., the fetal mortality between 30 and 40 per cent, under the

old treatment of narrow pelvis.

The results obtained under the new therapy in the thousands

of cases of narrow pelvis treated by Doederlein, Zweifel, Pinard

and Kroenig, and which show a reduction of the maternal mor-

tality to o. I per cent, make a profound, almost startling impres-

sion and cannot pass without heed in this country. The waiting

for spontaneous labor in the treatment of narrow pelvis is already

accepted and practised by many of our obstetricians, but Cesa-

rean section is performed in preference to pubiotomy, and where

this is not done, the high forceps, version and extraction, or

craniotomy even upon the living child, are still popular proce-

dures when the case has gone to the end of term; or premature

labor is resorted to if the case has not advanced that far.

In view of the remarkably good results obtained within recent

years by Doederlein's hebosteotomy and the fact that this opera-

tion is daily growing in favor with the obstetricians abroad be-

ause of its favorable prognosis, it is wrong to reject it solely

upon theoretical grounds or for the reason that symphyseotomy
or Gigli's pubiotomy were unsatisfactory in our experience in the

past. Like Cesarean section, hebosteotomy should be performed,

if possible, only in a hospital and by men well trained in the

work. For the same reasons we must again express the hope

that, before many years, it will be the custom everywhere to

send complicated and difficult labor cases, and the parturient

who has no proper accommodations at home, to maternity

hospitals.

This applies to all cases of prolapsus funis, placenta previa

and eclampsia, the therapy of which has also greatly changed since

the introduction of antisepsis into midwifery. In these cases,
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while the conditions and causes vary in character and origin,

the principles of treatment remain the same. In the one variety

the obstruction lies in the bony pelvis; in the other in the pelvic

soft parts.

The mortality of placenta previa (maternal and, especially,

the fetal) remains high. Because of the dangerous condition

of the mother the fetal mortality is not generally appreciated by

the attendant whose entire attention is occupied with efforts to

save the mother. The combined version of Wright and Braxton

Hicks; the tampon, followed by version and slow extraction of

the child, according to Frey and DeLee; and balloon dilatation

(metreurysis) are the preferred methods of treatment at the

present time. Though antisepsis has reduced the maternal mor-

tality in these cases to 8 per cent, the fetal mortality, according

to the most recent statistics of Zweifel, is enormous, being 70 per

cent. Bossi dilatation has not reduced the mortality of either

mother or child and records a marked increase in extensive lacera-

tions of the cervix and perineum. Cesarean section, when per-

formed early, under rigorous aseptic precautions, has been

successful for both mother and child in quite a number of cases;

but this operation is not indicated in placenta previa except when
complicated with narrow pelvis, rigidity of the soft parts, or by

transverse or complex presentation of the child.

Diihrssen's vaginal Cesarean section will, probably, become the

preferred operation when the implantation of the placenta is

central, or nearly so, and when associated with an unabridged

cervix or rigid os and an ample pelvis. Vaginal hysterotomy,

when more generally known and better understood, will displace

all compromise operations, including metal and balloon dilata-

tion, indeed, all methods of delivery falHng under the head of

accouchment force.

In eclampsia, as in placenta previa, the obstetrician's efforts

to save the mother overshadow all considerations for the child.

While the speaker is convinced that the physician can do more
to avoid this frightful obstetric complication by way of prophy-

laxis during gestation and, medicinally, when the disease first

begins to manifest itself, than by any operative intervention when
convulsions prevail, and that the time has not yet arrived when
one can say with degree of certainty, that this or that operation

will save the mother, he repeats that he is convinced that, if an

operation is to be performed and the indications for Cesarean

section are not sufficiently definite, vaginal hysterotomy is the
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gentlest, quickest and most promising procedure for both mother

and child. All compromise operations, metal and balloon dila-

tation, and Cesarean section, in the presence of an ample pelvis

and child not abnormally developed, cannot be compared for

safety to vaginal hysterotomy in case of eclampsia.

Baisch, who is supported in his opinion by Bumm and Kroenig,

says of Diihrssen's operation: "The rapidity with which the

uterus is opened, the opportunity of observing every phase of

labor, the certainty and precision with which hemorrhage can

be arrested and the wound taken care of, the smooth and easily

recognized and readily accessible incision, are advantages which

elevate vaginal Cesarean section far above balloon and metal

dilatation," and for evident reasons above all compromise opera-

tions and even abdominal Cesarean section.

Everything considered, it would appear that the time has

come when the expectant spontaneous labor, hebosteotomy and,

in very rare instances, Cesarean section will take the place of

craniotomy, induction of premature labor, prophylactic version

and the high forceps in the treatment of narrow or contracted

pelvis. The thousands of cases thus far treated with the new
therapy show that spontaneous labor occurs in about 80 per cent,

with the mother uninjured and the child living; 15 per cent, being

delivered with the aid of hebosteotomy and 5 per cent, by Cesa-

rean section. These magnificent results prove the wisdom
of the expectant treatment of narrow pelvis; and hebosteotomy

and Diihrssens operation, while done in the interest of the child,

are strictly scientific, and practical, as well as gentle operations,

and are of a life-saving character for the mother. Let us hope

that the large number of compromise operations, including balloon

and metal dilatation, will be abandoned for the expectant or spon-

taneous method and the two complete operations with definite

indications

—

hebosteotomy and Cesarean section. Vaginal hyster-

otomy will take the place of accouchment force, the repeated ap-

plication of the tampon and of balloon and metal dilatation.

The compromise procedures should be limited entirely to cases

in which infection has occurred. The presence of sepsis excludes

hebosteotomy and especially Cesarean section from the manage-
ment of cases. The achievements of recent years find no applica-

tion in septic cases and the field of usefulness of hebosteotomy,

vaginal hysterotomy and Cesarean section should be limited

to hospitals entirely if possible.

For years the speaker has ardently and persistently advocated
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that pregnant women, victims of conditions indicative of possibl-

labor complications, or whose homes are ill-suited for parturition
should be taken to a hospital for delivery. Some good has been
accompHshed; but the majority of general practitioners of the
city, as well as of the country, do not look upon the proposal
with favor. Yet the seeds which have been sown would, at an
early date, bear abundant fruit, if teachers of obstetrics would
advocate hospital deliveries and proclaim the fact that this is the
only way in which the mortality and morbidity of midwifery can
be further reduced.

Not so many years ago a hard battle was fought against the
custom of performing abdominal operations in private houses.
The abdominal surgeon who precipitated the fight, was victorious
and, as a direct consequence, abdominal surgery developed to an
extent not expected by even the best and most hopeful operators
in that department of surgery. As then, so now ! The problem
of midwifery will not be solved until sepsis can be avoided in
every case of pregnancy, labor and confinement, and, until all

women pregnant, who are threatened with prolonged and diflicult

labor from any cause, shall be taken to a hospital for the purpose
of confinement.
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from the uterus of greater clinical importance than has generally

been observed. The recital of a case which came under my
care together with two others I have been able to collect will, I

trust, serve to illustrate the value of the subject under discussion.

Case I.—Mrs. K., fifty years of age, mother of five children;

general health had always been good, her appearance being that

of a well-preserved woman of her age. Menstruation was regular

and normal in all respects, but ceased abruptly at forty-five

years of age. One year after entire absence of menstruation

bleeding from the uterus appeared at irregular intervals of three

or four months, lasting three or four days, and at times was quite

free. For three months previous to her first visit to me, hemor-

rhages from the uterus had been very free, coming several times

during the month, and rarely being entirely absent. She had

lost in a few months, and rapidly in flesh and strength, and was

much alarmed over her condition.

Examination of her pelvis was made and the uterus found to be

movable, slightly enlarged, with a bloody discharge from the os,

but without the odor which suggests malignancy. The cervix

was rather hard, and no tumor was found in her pelvis. With

the clinical evidences so marked at her age, a radical operation

was advised, for which her consent was readily given. Examina-

tion found her heart and lungs normal, with the radial pulse soft

and elastic. Examination of the urine was normal. Operation

for hysterectomy was made through the abdomen. When the

uterus was grasped it gave the impression of being unusually

hard, and the torturosity and prominence of the uterine arteries

and their branches at once attracted attention as most uncom-

mon. When an attempt was made to ligate the arteries I found

them so brittle they would not support a ligature, and when an

artery was grasped with hemostatic pliers a segment of the vessel

would come away in the bite of the forceps. Hemorrhage was

enormous and it was with great difficulty that it was only parti-

ally controlled, dependence being largely on firm packing with

strips of gauze. The operation was prolonged, and the patient

left the table anemic to a degree, and in the most profound

shock. Intravenous injections with normal salt solution were

given; and though every possible expedient to bring about reac-

tion was resorted to, she died within two hours from the beginning

of the operation. I regret that this specimen was carelessly

misplaced, and that a microscopical examination was not made.

However, the macroscopic findings were such as to practically
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demonstrate the facts. The uterus was hard, and the blood

vessels gave the impression of segments of a chalky tube held

together by an outer coating of elastic fiber, so extensively in-

filtrated were all the arterial coats with calcareous deposits.

(This case I reported briefly before the S. C. Medical Association

in April, 1907.)

Case II.—A patient of Dr. Robert S. Cathcart, of Charleston,

vS. C, is of interest, and Dr. Cathcart has kindly given me all

the facts connected with the case. Mrs. B., age forty-four,

married at twenty-three years, two children at term; one mis-

carriage of twins at five months; more or less difficult and painful

menstruation, until after the birth of her children, when this

function became normal. She was a large generally well-nourished

woman. In June, 1907, there was a free hemorrhage from the

uterus which lasted a good many days, and could not be controlled

by any ordinary measures. She consulted a physician in a

neighboring town, who gave as his opinion that there was a cancer

of the uterus. This diagnosis was not accepted by the patient's

husband who is a physician. The patient was then taken to

Dr. Howard A. Kelly, of Baltimore, who made a careful study of

her case, and determined that there was no evidence of cancer of

the uterus. She was treated by Dr. Kelly, and returned to her

home, with the advice—should the hemorrhage reappear, to

return to Baltimore prepared to have a radical operation made
for the removal of the uterus.

After treatment in Baltimore, though her general health was

better, bleeding from the uterus continued irregularly, sometimes

at intervals of only seven days, lasting for a couple of days, and

again with periods of complete absence for as long as three

months. In November, there was a free hemorrhage from the

uterus which lasted three weeks. For this a curettement was

done, giving temporary relief. In December bleeding reappeared

,

was free, lasted about a month, and could not be controlled.

This continued with intervals of only a day or two of cessation,

and resisted every known means of treatment for its control

until February 25, 1908, when Dr. Cathcart was called to see

the patient at her home about one hundred miles from Charleston.

He found her anemic and exhausted from loss of blood. He was

able to control the hemorrhage by firmly packing the uterus with

strips of gauze, and advised her removal to an infirmary in

Charleston.

The patient was prepared two days later for operation. At



OBSTETRICIANS AND GYNECOLOGISTS. /ol

the beginning of the operation the uterus was curetted, and a

section taken from the cervix. Both specimens were given for

immediate microscopical examination to a pathologist who^ re-

ported in a few minutes that they were not malignant. Her
abdomen was then opened for hysterectomy. The uterus was

slightly enlarged and firm. The uterine and ovarian arteries

were prominent and tortuous. Hysterectomy was completed

without difficulty, and the patient made an easy recovery.

Sections for microscopical examination of this uterus were

taken by Dr. George McF. Mood. He reported no evidence of

cancer, but fibrous changes in all the arteries. I have neglected

to mention at the beginning of this report that there was no

evidence of a general arteriosclerosis.

Case III.—This closely resembles the one recited above, and

need not be repeated here. It has been placed upon record in a

very complete and interesting" article
—

"Arteriosclerosis of the

Uterus" by Dr. Robert S. Slocum, of Wilmington, N. C. His ar-

ticle appeared in the April, 1908, number of Surgery, Gynecology

and Obstetrics. In the May, 1907, number of the above journal

Dr. T. J. Watkins, of Chicago, exhibited a specimen of arterioscle-

rosis of the uterus before the Chicago Gynecological Society,

and made a brief report of this disease, emphasizing the necessity

for hysterectomy, whether or not malignancy is found, on account

of the great danger of not getting the right specimen, and of the

great probability of the uterus becoming malignant, if it is not

already so. Except in one of the volumes of Operative Gyne-

cology by Dr. Kelly, where arteriosclerosis is given as one of the

causes of hemorrhage, it is not mentioned in any of the text-books

devoted to diseases of women, I have had access to.

For the cause of arteriosclerosis I quote briefly from Dr.

Osier's Practice of Medicine: "Physiological arteriosclerosis

depends in the first place upon the quality of arterial tissue

(vital rubber) the individual has inherited, and secondarily upon
the amount of wear and tear to which he has subjected it. Over-

work of the muscles, by increasing the peripheral resistance and

by raising the blood-pressure is a potent factor."

When we recall the muscular arrangement of the uterus, and

remember the fact that this organ is subjected to the most
radical structural changes during the life of a child-bearing

woman of any organ in her body, oflfering at one time resistance

to the blood-supply, and again relaxation which admits of easy

access of blood, the arteries alternately dilating and contracting,
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and with this process more or less frequently repeated, truly a

condition is obtained, which is most favorable for the develop-

ment of a localized physiologic arteriosclerosis. In a fair

proportion of cases this physiological change degenerates into a

pathological one. The sclerosed arteries become so weak that

they are no longer capable of standing the blood-pressure, and

give away with hemorrhages from the uterus, which may be

sufficient to cause the death of the woman, and certainly to so

deplete her that permanent invalidism is produced. Curette-

ment, in arteriosclerosis of the uterus, except for its immediate

effect (and this is very temporary), increases the liability to

hemorrhage. All preparations of ergot increase the bleeding

by raising the arterial tension of the inelastic vessels.

In a paper by Dr. Frank F. Simpson, of Pittsburg, Pa.,

"Unusual Dilatation of Cornual Bloodvessels," read at the 1905

meeting of this Association in New York, he states that sclerosis

(referring to the uterine arteries) in its several forms is found

varying from a slight nodular infiltation of the intima to complete

obliteration of the vessel. Dr. Simpson has also observed cases

of arteriosclerosis where the uterine vessels were accompanied

by menorrhagia, and metrorrhagia which began between the

ages of 38 and 45 years of age. They grew more and more
pronounced, resisting all medical and minor surgical measures,

finally endangered life, and yielded only to hysterectomy. In

an abstract from Surgery, Gynecology and Obstetrics, Sept.,

1906, vol. ii , by Dr. Kurt Wittek (Sclerotic Changes in the

vessels of the Uterus and the Climacteric Hemorrhage), Cruveillier

and Rokitansky are mentioned as the first to report such cases,

to which Cruveillier gave the name of appoplexis uteri. Klof,

Wincke, Martin and Vail are spoken of as calling attention to the

subject. Scanzoni, in 1859, and later, Cornell, 1889, emphasized

the fact that rigid and brittle vessel-walls with a thickening of

the uterus from sclerotic arteries was a definite cause of hemor-

rhage. In the January, 1907, number of Surgery, Gynecology and

Obstetrics, Dr. Ostrom, of New York, in discussing the propriety

of removing the uterus for nonmalignant diseases, refers to

arteriosclerosis of the uterus as a rare disease, and one but

recently differentiated, that it closely resembles metrorrhagia

myopathica, but differs especially in the hypoplastic changes

in the media and adventitious coats of the vessels, which reduce

their contractile power and favor capillary hemorrhage. He
further states it is impossible to say that the pathology will
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long be confined to the blood-vessels and with this uncertainty,

if the disease cannot be cured by other means of treatment,

curettement, and the like, removal of the uterus is justified.

In conclusion I desire to emphasize the following facts:

First, that a diagnosis of arteriosclerosis of the uterus is

difficult to make, and can only be made where it is possible to

exclude every other cause of hemorrhage from the uterus, and

by microscopical examination of scrapings from the uterus, in

which sclerosed capillaries are found, or finally from sections of

such a uterus after its removal.

Second, arteriosclerosis, as a definite cause of hemorrhage from

the uterus, occurring in women between the ages of 40 and 50

and among those who have borne children, is of greater impor-

tance than has generally been determined.

Third, that in a fair proportion of cases the hemorrhages from

the uterus are in themselves sufficient to endanger the life of a

woman, and can be made to yield only to hysterectomy.

Fourth, that, with the uncertainty of diagnosis even after

examinations of a section from the cervix and scrapings from the

uterus, which show no evidence of malignancy, in women between

the ages of 40 and 50 who have borne children, and suffer with

frequently recurring hemorrhages, hysterectomy is justified.

Sgi WentWORTH Street.

DISCUSSION.

Dr. C. C. Frederick, of Buffalo, Xew York, said this subject
had interested him because it explained some of the cases of

persistent bleeding where there was no great enlargement of the

uterus, no evidence of any fibroid growth, nor any evidence from
the scrapings of any intrauterine or degenerative change indica-

tive of carcinoma or the like. Curettage did not improve these

women. There was more or less oozing at all times, and very
seldom was there any amelioration of the symptoms by anything
that was done. He had seen eight or ten such cases in the last

four or five years. The first of these patients on whom he
performed hysterectomy, eight or ten years ago, had nearly
died from the hemorrhage In this case there were brittle

arteries. It was his custom in hysterectomies, when there was
ample room in the vagina, to do them through the vagina.
He operated on this case through the vagina by clamps.

Since that time he had operated on eight or ten cases for this con-
dition and had enij)loyed the clamp-method through the vagina.
When done through the vagina the operation was easier and
shorter and there was less shock. So far as he could see, nothing
but hysterectomy was suitable for this class of cases.

Dr. Hugo O. Pantzer, of Indianapolis, Indiana, said the
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localized occurrence of sclerosis of the uterine arteries was first

described by Virchow, as quoted in a late edition of Schroeder.
The frequency of this affection was much greater than was

commonly accepted, and there was no doubt that many of these
cases were operative and had been considered by some as in-

dicative of cancer. These cases, however, did not necessarily

lead to a fatal issue.

He recalled the case of a woman who would not submit to oper-
ation, but who, after repeated profuse hemorrhages, got entirely

well.

Regarding the method of procedure, he invariably preferred
the abdominal route. In one instance he tried to clamp one
of the uterine arteries six or seven times before he was able to

control hemorrhage, and on this account he felt a little hesitancy
in using the clamps. He should think in the cases just cited the
clamp would have been invariably followed by hemorrhages.
At any rate, the removal of the clamp afterward would likely

have produced a fresh hemorrhage and a new break.
Dr. Frederick Blume, of Pittsburg, Pa., confirmed what

Dr. Frederick had said with reference to the removal of the
uterus through the vagina. Many years ago arteriosclerosis

of the uterus was not as well understood as it was to-day; hence,
patients at that time went from France to Germany and from
one operator to another, seeking relief. They were curetted by
this and that operator without much benefit. He recalled one
woman whose uterus had been curetted five or six times by
prominent operators in 1880-4 in England. She was operated
on by Schroeder, while he was in Berlin, whose assistant informed
him that they were unable to find any malignant changes.
The uterus was removed, Schroeder doing the Freund operation.
The speaker had operated on three cases in the last two years.

He had had six or eight cases altogether. In every one that
underwent operation he resorted to the vaginal method by
clamps. Such an operation could be done in fifteen minutes.
About two years ago he operated on a woman, forty years of

age, but was unable to find a cancerous condition of the uterus.
He did a double operation, namely, curetted the uterus and
repaired a lacerated cervix. She was in bed about two weeks.
Subsequently there was such a profuse hemorrhage that he was
called and removed the uterus. In some of these cases he did
not remove the uterus, but cauterized the parts.

Dr. John A. Lyons, of Chicago, recalled one case that came
under his observation after the patient had been in the hands
of competent men. At that time arteriosclerosis of the uterus
was not clearly understood. Rather than remove the uterus,
which had been recommended by others, as a last resort he tried

electricity, and obtained an excellent result. The woman was
under observation for a year or more, but there was no recur-
rence of the hemorrhage. This woman had been previously
curetted with benefit. Before resorting to hysterectomy he
thought electricity should be tried.
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Dr. Frederick asked how stronf^ a current should be used and
for how long a period.

Dr. Lyons replied that he had used forty milliamperes, and
for five to ten minutes at a time.

Dr. Frederick asked how long treatment was continued.

Dr. Lyo.ns replied, his recollection was the patient was free

from hemorrhage within a month. lie could not say positively,

however, that the electricity stopped the hemorrhage. The
patient had refused operation, and he thought he would try

electricity, which was followed by the result mentioned.

Dr. Roland E. Skeel, of Cleveland, Ohio, asked on what the

diagnosis of arteriosclerosis of the uterus was based if the uterus

was not removed.
Dr. Lyons replied that he surmised it was a case of arterio-

sclerosis of the uterus, but was not sure.

Dr. Charles Greene Cumston, of Boston, said the subject

of arteriosclerosis of the uterus was very interesting. He asked
Dr. Rees if an autopsy was had on the first case.

Dr. Rees replied that no autopsy was made.
Dr. Cumston (resuming) said that in a discussion before this

Association some years ago the question of uterine hemorrhage
came up, and he, at that time, said we occasionally got it in

chronic Bright's disease. Inasmuch as there was sclerosis of

the kidney, there was no reason why we should not have an
arteriosclerotic condition in the uterus. Accordingly, some
years ago he wrote a paper entitled "Hemorrhagic ^letritis,"

and in it gave the pathological findings, which were chiefly

arteriosclerosis of the small vessels of the uterine parenchyma,
and likewise considerable sclerosis of the uterus. He advised

and practised at that time vaginal hysterectomy, and the mem-
bers of the society before whom it was read thought he was
too radical. Since then he had encountered several other cases

in which the uterus was found somewhat enlarged, movable,
with apparently no lesion in the adnexa, and he operated purely

for uncontrollable hemorrhage if curetment was insulTicient.

A diagnosis of arteriosclerosis of the uterus could be made when,
after a thorough curetment of the uterus, the endometrium
was examined and found normal, as it usually was in these cases,

the lesion being confined to the parenchyma itself. If the

hemorrhage continued after regeneration of the endometrium,
he believed the proper procedure was to perform immediately a
vaginal, and not an abdominal, hysterectomy. He was not
aware of any case that had ever been reported where the lesions

were as marked in the uterine arteries as in the case of Dr.

Rees, but it would seem to him that even then, with the pipe-

stem uterine artery, with a good pair of clamps one could take a
good hold on the broad ligament, and it would be very hard
for the vessel to get away from such a grip.

Dr. Albert Goldspohn, of Chicago, agreed with the essayist

that the diagnosis was not easy; consequently there was danger
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that one might treat some cases under incorrect diagnosis.

Actual cases of arteriosclerosis of the uterus should be treated

by hysterectomy, and nothing else.

He rose, however, not to speak particularly in reference to

the diagnosis, the pathology or treatment, but simply to say
a few words with reference to the technic of hysterectomy.
Such cases as these might be likened to many other uteri that

were useless, and, as a rule, should be removed by the vagina.

Vaginal hysterectomy was going back a little too much. It was
only about five years when the pendulum swung the other way,
when we were trying to do a goodly number of operations for

conservative reconstructive treatment through the vagina.
That was a mistake, but it was also a mistake to attack such
simple cases through the abdomen. Then came the use of clamps.
The ligature was dangerous to meddle with. Some kind of

clamp was needed that was speedy and safe; but to the clamp
there was a very unfortunate feature connected, namel}'; the use
in connection with it of a lot of gauze, which was not an innocent
thing in the peritoneal cavity. As we did not leave such a foreign

body when we invaded the peritoneum from above, so for the

same reason, w^e should avoid using such a foreign body in the

pelvis. It necessitated the agglutination to each other of healthy
knuckles of small intestine which became frequently permanently
anchored in an abnormal region. The studies of the late Dr.

Nicholas Senn, undertaken many years ago, proved that the

small intestine was destined to travel. We might put a liga-

ture on it at one place and in ten days we would find it in an
entirely different part of the abdomen. In a number of such
cases there would be interference with function; there would be
abdominal (vague) pains of which no one knew the origin, and
once in a while ileus might be produced which would terminate
fatally if relief was not given. It had fallen to his lot in

years gone by to have done abdominal section three times for

conditions of this kind to relieve obstruction. In one instance
it had followed vaginal work done by himself, and in two others
the patients had been operated on by other surgeons. This
should be avoided. The peritoneum was a peritoneal sac which
should be united by sutures in all cases of vaginal hysterectomy,
where sepsis or extensive adhesions were not present, where
drainage was not needed. This closure of the peritoneum one
could not well effect if clamps were used which had to be guarded
generally by the introduction of gauze. This difficulty he had
solved by the use of the Downes's electric angiotribe or clamp
(which had been favored by strong men in abdominal surgery
w^here he thought it was of no particular advantage). One
could W'ith it get the clamp effect which had been mentioned,
and yet not have to look after a forceps which would do away
with considerable inconvenience to the patient, and one could,

likewise close the peritoneal cavity.
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HYSTERIA AS THE SURGEON SEES IT.'

BY

AP MORGAN VANCE, M. D..

Louisville, Ky.

It was my good fortune twenty-eight or twenty nine years ago

to spend some time in the Hospital for the Ruptured and Crippled

in New York. In the nature of things, many cases of nervous

disease came there for treatment, and I had a good opportunity

to learn something in this line. Among the neurotics who came
to this immense clinic were many hysterics, and the opportunity

was afiforded me to see and study every variety of the many mani-

festations of this curious disease.

In all institutions of the kind mentioned above a rivalry in

diagnosis exists among the medical staff, and one must be on his

guard constantly or be deceived by some catch case. This

training has been of the greatest value to me in my private prac-

tice, and some of the "biggest hits" I have ever made have been

in correct diagnosis and rapid cure of hysterical cases, and it is to

relate some of these that I write this short paper.

I have been able to find very little of a practical nature in the

literature of the subject. It is only facts, the result of personal

experience with the treatment employed, that I propose to give

in the relation of the following cases. The cure of these people,

whose cases I will relate, was, I think, the result of suggestion,

though something must be done, as a rule, to impress the patient

with the fact that the doctor is "boss" and of all things if one

would succeed he must be sure of his diagnosis. The best method
of impressing the patient is the "white-hot iron," best applied

along the spine, though hot water douching, fly-blistering, good

spanking, sometimes even a good "cussing" will often serve

the purpose. By all means gain the cooperation of the friends.

Hysterics are all tyrants and will slan 1 more waiting on and

attention from those about them than any other class of neuro-

tics. They are absolutely selfish, and oftentimes otlicrwise

perfectly curable cases are never cured because of the foolish

indulgence of the family and friends. I will now relate the cases

illustrating what I mean by the title of this paper.

Case I.—Dan H., aged thirteen years. About fifteen years

» Read at the twenty-first .Annual Meeting of the .American .Association of

Obstetricians and Gynecologists, at Baltimore, September 22-24, 1908.
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ago I was called to New Albany, Indiana, to see this boy, who
from my own knowledge came of a very neurotic family. His

eldest brother was killed in early manhood by accident, having

given distinct evidence of a neurotic temperament, and his next

older brother was the subject of »Saint Vitus's dance. This

neurotic temperament came from his father's side, his mother

being a very phlegmatic woman.
The history obtained was that this boy had been sick for over

a year, and in that time there had been in attendance some eight

or ten physicians; he had been treated for hip-disease, white

swelling of the knee, osteomyelitis of the femur and osteomyelitis

of the tibia. I found the boy dressed in a nightgown with a

string tied around the waist, no other clothing whatever, lying

on his face on the floor reading a book. A glance at the title of

the book showed me that it was decidedly beyond his age. Upon
making an effort to examine his limb he objected strenuously,

and on being asked what was the matter with him he said that

he had "electricity" in his leg. I then examined him by force

and found the left lower extremity swollen out of all proportion,

fully twice the size of its fellow, though the boy weighed about

159 pounds. The circulation seemed to be modified, his limb

was blue, and goosefleshy or mottled in appearance. The foot

was as much swollen as the rest of the limb, the swelling extend-

ing fully up to the buttock.

The whole picture to my mind was that of a neurosis, and I

was at once convinced that this boy was a hysteric. I took the

mother aside and told her my opinion, asked her if she would co-

operate with me in anything I proposed to do, -telling her at the

same time if she would I felt sure the boy could be cured. She

said positively that she would do anything I advised. I then

went back into the room and immediately told the boy that I

was going to cure him. He laughed and said that "Better doc-

tors than you have tried that," and exhibited the vaingloriousness

that these patients in my experience always have, thus further

convincing me of the neurotic nature of the trouble. I then wrote

a prescription and told' the mother she would get with it a large

thickly spread fly-blister, that she was to sponge off the boy's

back between the hips that night, apply the blister and bandage

it on snugly, that in the morning she was to pull it off with a jerk

that a large bleb would follow which she was to rip open with

scissors and apply a greased cloth, and that Dan would be well.

I then remarked that I would be back 48 hours afterward, and if

\
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Dan was not well I would brint( an iron that I used to burn such

people, and that 1 was sure after he was burned he would be

cured.

I returned 48 hours later and the mother met me at the door

with a smile, When I asked how the boy was she replied, "He is

all right, he has been at work in the mill since the day after you

were here, doctor." I asked her if the swelling had disappeared

from the leg and she said, " Ves, entirely."

This boy afterward attended preparatory school, then went to

college, and is now professor of Latin and Greek in one of the

universities of Indiana. Whenever he would mention, after

my first visit, that the "electricity" was coming back in his

leg, his mother would say, "Well, we will send for Doctor Vance

and he will cure it for you again.'' This was always effectual

in bringing about relief from the symptoms.

Case II.—H. H., a boy aged ten years. The history obtained

was that for ten days he had absolutely refused to walk. Upon
thorough examination I could find no real trouble and told the

mother that I thought it was a case of hysteria in the male, and

in the presence of the boy said I would come back the next morn-

ing, that if he was not then up walking about I would burn his

back with a white-hot iron which I used in such cases, and I was

sure that would relieve him. I went back the next day and

found the boy had been up since the afternoon before, that he

was perfectly well, and has remained so ever since.

This illustrates the effect of simple suggestion without any-

thing actively being done at all, and in ordinary cases, not of long

standing, this is usually effectual.

Case III.— Miss L. W., a well-developed girl of sixteen years,

seen in consultation with Dr. Ouchterlony, of Louisville, who
stated that he had a case of aggravated hi]:)-disease which he

wished me to see. I obtained the history that some weeks be-

fore the girl sustained a slight injury by falling from a tree, though

little attention had been paid to it. Later, however, she ap-

parently developed liip-disease in an exaggerated form. When
walking about she would come down on the affected limb almost

to a sitting posture.

On making an examination I could lind none of the signs of any

real joint lesion and was convinced that it was a case of hysteria

following slight injury, and recommended and immediately

applied the actual cautery to her spine. This was about twelve

o'clock in the rlav. That afternoon she was able to walk about
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the halls of the infirmary without limping or showing any evidence

whatever of the hip-disease that had been supposed present, i

Two years later I was again called to see this girl, and on that

occasion she looked as if she was going to give birth to twins

!

Her abdomen was enormously swollen and she was wearing a

"Mother Hubbard." I looked her over and found that she had

simply a tremendous distention of the intestines. I examined

her back and found a tender spot about opposite the tips of the

scapulae. I applied the cautery again that afternoon, the ab-

dominal swelling was absolutely gone within a few hours and she

was able to dress in her usual clothes, including a corset! I

have seen this girl a number of times since within the last ten

years and she has never had any further hysterical manifesta-

tions whatever.

Case IV.—A German girl, twenty-one years of age, seen at the

Saints Mary and Elizabeth Hospital, Louisville. She had a de-

cided lateral curvature and was the subject of hysteroepileptic

seizures. I made the diagnosis of hysterical spinal curvature,

and as a suggestion applied a special corset which held her up
perfectly, and while she was wearing it the curvature was over-

come. One day as I went into the w^ard I found she was having

one of these hysteroepileptic seizures. She was lying on the

bed with only her heels and head touching it—pseudo-opis-

thotonos—and a lot of women around sympathizing with her.

Without any comment I stepped up to the bed, turned her over

and spanked her on the buttocks three or four times. She im-

mediately recovered and has thanked me many times since for

having cured her.

I take it that the anger and shame induced by this procedure

brought about relaxation and took her mind for the time being

ofiF her condition. This girl gave evidence of the selfimportance

that the majority of these patients have; that is, the evident

feeling that she was a curiosity or an interesting subject to the

medical profession, which, as already stated, is a constant element

in the mental part of these conditions.

Case V.—This is a very remarkable example illustrating this

functional mental disease. The patient was a beautiful girl,

twenty-three years. of age, who came from a distant city to visit

a relative in Louisville. At his suggestion she consulted me in

regard to supposed disease of the left knee. The history was

that when thirteen years of age she sustained a slight injury to

her left knee for which her doctor applied a plaster-of-Paris dress-
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ing. This was worn for a few weeks, and at the suggestion of

her physician she had made an apparatus for extension of the

lower Hmb, which reached from above the umbilicus to the foot.

She had worn this for over nine years. She came into my office on

two crutches and appeared to walk with great difficulty, holding

the affected limb in front of her. After considerable trouble,

I succeeded in getting her on the operating-table in a sitting pos-

titre, when she commenced to unbuckle the apparatus. When
it was, with great care, removed by her, I began gently to examine

her. She cried out as if it caused her excruciating pain. Inspec-

tion of the limb showed it to be atrophied to the last degree, look-

ing very much like an infantile paralytic limb. The foot was in

complete equinus and the knee in recurvatum. I then adopted

new tactics and began plying her with questions as rapidly as

I could, succeeding in momentarily getting her mind off her trouble,

during which interval I handled the limb with considerable rough-

ness which elicited no complaint. I made up my mind that

there was nothing the matter with the girl organically and told

her so. She was a very intelligent girl and my conclusion struck

her with such horror that she burst out crying and became very

angry. I told her I was sorry, but such was my belief, and that

if she would allow me to cut off the brace and would follow my
directions I would try to relieve the condition. She was very

angry and continued to sob and taxed me with cruelty, general

heartlessness and the like. It happened that it was about my
luncheon time, and I told her while I was getting my lunch she

could remain and talk the matter over with her friends and I

would be back in the office in a few minutes. In about half an

hour I returned and found her still crying and still angry. I

then reiterated my statement that the whole thing was nervous,

that if she tried she could walk and assured her that her cousin

and myself would prevent her falling or otherwise injuring herself

if she would try. She thought for a moment and then said she

would make the effort. She carefully slipped off the operating-

table, with myself on one side and her cousin on the other, and

walked across the room once or twice.

There was immediately a revulsion of feeling, and then and

there she became convinced that I was right. Whereupon the

mental cure was complete. She allowed me to remove the

brace from the shoe, and I directed her to let this limb hang over

the end of the sofa while lying down and to place a pillow under

the knee while in bed. She went to the countrv and remained a
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month on a visit to her relatives. At the end of that time she

was walking perfectly well on the limb. Shortly thereafter she

returned to her distant home and has been perfectly well ever

since.

Case VI.—Doctor P., aged twenty-five years, who is now a

distinguished specialist in a western city, suffered a slight sprain

of the knee. There was no evidence of any organic injury what-

ever. This case was very similar to the foregoing (No. 5) except

of shorter duration. I simply gave him a good round "cussing;"

he left his crutches with me, walked off and became perfectly

well. This example shows how completely the effect of mind

over matter may become even in one educated in matters medical

and who should know better.

Case; VII.—A sister of charity, aged twenty-five years, had

complete club-foot, talipes equinovarus, due to hysterical con-

tracture. This contracture came on suddenly and was absolutely

resistful to manual force. The treatment in this case was simply

the application of actual cautery to the spine, and the woman
walked perfectly well after the first application. However, it was

repeated, as is often done, to make the impression lasting.

Case VIII.—Miss G., sister of a doctor. This doctor came to

me and asked me to go to a town a hundred miles distant to

see his sister, that she had been confined to her bed for six

months and had worn out the family as well as all the neighbors

nursing her, that she thought she was dying and would not get

out of bed. I told him I would not go to see her, "but if he would

bring her to me I would cure her! Several weeks after he first

consulted me, he again called and asked me to go to the St.

Joseph Infirmary, that his sister was there, having been brought

from her home on a cot.

I went to the infirmary and walked into the ward where I

found a very comely young woman, rosy cheeks and otherwise

looking very well, lying on her back in bed. I remarked, "You
do not look sick to me ;" her reply was, "But, yes, I am ; I cannot

do anything." I then asked her to turn over on her face, and

she replied that she could not do so. Without any further

comment, I took her by the hips and jerked her over on her back,

saying to her, "The devil you can't," and immediately told the

nurse to remove her from the ward where there were too many
old women sympathizers, to take her to a room in the infirmary

and I would burn her back from the nape of the neck down. The

next day when I called she was u]) and able to walk about the halls
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by holding to the wall, muscular weakness from long confine-

ment making this necessary. In three or four days she was walk-

ing about everywhere and has since been well.

Case IX.—Margaret M., fourteen years of age. I saw her

at the St. Joseph Infirmary, in Louisville, with Doctor Clark, of

Lexington, Ky. The history I obtained was that a year pre-

viously, when the child was thirteen years old, her left leg "drew
up." I found on examination that the thigh was flexed upon
the abdomen and the leg upon the thigh, and that with a great

amount of force no impression could be made in the matter of

extending either. When the trouble w^as first noticed the girl

was placed in an infirmary under the care of Dr. Clark, who
endeavored to treat her by isolation. However, this isolation

did not amount to much because her room was constantly filled

with young men and women attaches of the hospital. Her
mother, also a neurotic, would send her all the trashy French

novels she could get and write her forty-page letters full of

nonsense.

When I w-as called into the case I said I would take charge of

it only on condition that her mother kept away from her entirely.

This she failed to do. I worried along for a week, but failed to

gain any control of the patient, as the mother was constantly

writing her long letters and also sending her reading matter of

the character mentioned above. The mother then, upon my
strenuous objection to her continuing near the girl, left her

entirely alone. Under an anesthetic I easily extended the

limb and applied a plaster-of-Paris dressing, which remained

on three days. This was done simply as a matter of suggestion.

I then, while alone with the girl, started to cut the plaster dressing

off. After a section had been made the full length and I w-as

pressing it open in order to remove it, the girl cried, " It is going

to draw up ; it is going to draw up ;

" at which I very sternly said,

at the same time shaking my fist in her face, " If it does draw up,

I will break your d—d little neck." The limb did not draw up,

and the child was cured.

Before returning to her home she confessed to me that every

effort of her mind and soul had been directed toward making
useless everything I did until I gave her that "cussing."

Casp: X.—This was a very interesting case in the person of a

sister of charity. I was called to the Saints Mary and Elizabeth

Hospital to see a woman, thirty-five years of age, who gave the

history of having had her ovaries removed two years previouslv,
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al which time she came near dying from hemorrhage. vShe

made an extremely slow convalescence and had never recovered

sufficiently to get out of bed. I found on examination that she

was completely paralyzed and was totally blind. She had been

examined by two oculists who told her she had a brain tumor

and advised sending for me to see if I could not cut it out!

I recognized the woman as one whom I had seen eight years

previously and treated for hysteria by burning her back. When
I saw her this time she was lying there absolutely paralyzed

and totally blind, being fed by the sisters with a spoon; she could

not move either hands or legs and would let one touch her con-

junctivse without any complaint. I made up my mind it was a

case of hysteria, and in such instances I always like to have a

strong woman around to help me. There was present a "wheel-

horse" who I knew would fill the requirements, and she was

pressed into service. I directed her to get the patient out of

bed every night by force, put her on a commode and run hot

water on her back. I instructed that this water should be as

hot as she could comfortably bear her hands in. The patient

stood this treatment for seven nights, and was cured of blindness,

paralysis and everything else

!

Case XI.— A woman fifty years of age, also a sister of charity.

At the age of twenty-fivd she was seen by Dr. Crow, of

Louisville, on account of some menstrual disorder. He put her

to bed and she had been there practically ever since. During

the first six years she left the room occasionally, but for nineteen

consecutive years she had never been out of bed ! She heard of

case No. lo and, having some of the element of faith, she was

brought on a bed from her home forty miles distant to the St.

Joseph Infirmary, in Louisville, and I was called to attend her.

I found the patient was quite fleshy and very flabby, with no

muscular power. I asked her what was the matter with her,

and she replied that every time she got up something "dropped

down inside of her!" My diagnosis was chronic hysteria. I

told her I would get a "contraption" that would cure her of the

symptom of "something-dropping down inside." This sensation

was always referred to the left side at about the splenic region.

I again pressed into service the "wheel-horse," telling her to

take a piece of brown domestic and pin it tightly around the

patient's upper abdomen and lower chest. I also gave her

hypodermically one-thirtieth grain of strychnine after each meal

telling her it was a most powerful medicine and would make
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her strong! The nurse was directed to stand her on her feet

several times every day and require her to take a few steps each

time, graduallv increasing the distance. At the end of three

weeks she was walking around the infirmary, shortly thereafter

she went out on the streets, and is now in Memphis, Tenn., on a

mission trying to make up the twenty-tive years she lost!

Case XII.—A girl, twelve years of age, was brought to me by

the matron of one of the charity institutions in Louisville on

account of a crippled hand. Upon examination I found this

child's hand in contracture, hyperextended at the wrist and

flexed at the fingers, perfectly rigid. The history was that she

had been peeling potatoes and got it in this way. I straightened

the hand immediately by force and produced the hot iron and

let her see it, then told Miss Miller who brought the child to me
to bring her back again if the hand later became crooked and I

would use the hot iron! I put the heated point near the child's

ear that she might feel it was hot and be duly impressed. vShe

was immediately cured and has remained well since.

This report embraces simply a few of the many cases I have

seen. There is one class of these patients to which I particularly

desire to refer in closing, namely, the so-called phantom tumors.

We see them frequently, usually in girls about sixteen years old,

and the tumors grow instantaneously; at one time the tumor

will be high up in the abdomen, at another low down, simulating

pregnancy. The treatment I usually administer in such cases

is to slap them quickly, and the shock causes the tumor to dis-

appear. It is often poor policy to do much in the way of examin-

ing such patients. We must cure them quickly. The more one

makes over them, the greater difficulty will be experienced in

getting them under your influence.

To repeat, the greatest difficulty which stands in the way of

curing many of these hysterical patients is the sympathizing

relatives and friends. Until they can be gotten out of the way,

little good can usually be accomplished.

921 Fourth .\venue.

DISCUSSION.

Dr. Hkrman E. Havd, of Buffalo, New York, thought the

great difficulty in connection with the treatment of these cases

was the matter of a correct diagnosis. Unfortunately the

pendulum did not swing altogether in favor of the essayist.

Every one had seen patients of this class who had been sadly

neglected, who had been treated for all kinds of so-called hysteri-

cal symptoms, when there was really a pathological condition
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at the bottom of it; not only one pathological condition, but
various pathological conditions, making the case extremely com-
plex, and, therefore, the reason why so many of these neurasthenic,

hysterical and neurotic women were not cured was not because
they had not had good surgery, but because they had not had
enough good surgery. Reflex irritation was capable of producing
any of the symptoms detailed by the essayist. For instance,

there might be eye reflexes, ovarian reflexes, a retroverted uterus,

a chronic appendicitis, a floatin^^ kidney. If these pathological

conditions were not relieved the symptoms would continue. It

was not fair to say that these were simple cases of hysteria.

Many of the cases could be relieved doubtless by such treatment
as the essayist had referred to—namely, a strong personality,

placing these patients under vigorous and sensible hygiene, get-

ting them to be resourceful, making them take advantage of tneir

resources. In that way their nervous systems were improved.
Early in his professional career he had a case of hysterical apho-

nia. It was an exceedingly interesting case, and as he had seen

the work which the essayist had suggested carried on largely in

the Nervous and Paralytic Hospital in London, he was alive to the

situation. The patient was a young girl who had not spoken
above a whisper for many months. She was brought to him after

having been under the care of a very competent practitioner.

He intimated to the mother privately what he was going to do
so that she would be prepared. He ordered a red-hot poker to be
brought to him in the preseijce of the patient and said that he was
going to burn her throat, and just as he pproached the girl

with the red-hot poker she began to speak and never had any
difficulty in the way of hysterical aphonia since.

Such an experience as that was to be contrasted with the one
he had last year of a woman, 23 years of age, who was markedly
neurasthenic. She had been treated previously by a very
competent neurologist for six weeks in a general hospital ; she was
then put in a sanitarium for another six weeks. . In short, the

woman was bed-ridden for several months. Neither of those

practitioners had thought of instituting a vaginal examination.
This was done and the speaker found a marked retroflexion of

the uterus. The woman was taken to the German Deaconess's
Hospital; he operated on her, doing an Alexander operation as

well as dilatation, since which time she had been perfectly well.

He cited this case to show that practitioners might be a little

too much enthused over the idea that these conditions were
pure neuroses, pure functional conditions, when in reality there

was a strong pathological element accompanying them, so that

the longer he practisde medicine and the more carefully he
studied his cases, the fewer cases of functional hysteria he found.

These cases showed a definite pathological basis usually.

The difiiculty attending the diagnosis was so great that one
had to be very careful when he said that this or that was simply
a case of hysteria.

Dr. Charles Greene Cumston, of Boston, said the essayist
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had called attention to a fact with which general surgeons were

familiar—namely, that the lower limb was a part of the body which

was more apt to give rise to hysterical symptoms. He referred to

pseudotubercular lesions of the joints. In several cases he had

found that the quickest way to make them walk, after they had

become convinced that they had hip-joint disease, was merely

to mention in their presence that high amputation was the proper

thing, and in the cases he recalled they were able to walk in a

short time afterward.

Flagellation was excellent treatment in some cases, but this

could not be generally practised.

He related the case of a woman who had not been able to walk

except with the aid of crutches for several months. She had

been seen by a noted orthopedic surgeon who confirmed the

diagnosis of hip-joint disease which was made by the family

phvsician. The patient came under his care. A pelvic exami-

nation was made under ether. She had not been previously

examined under an anesthetic. The hip-joint was found free

from disease. Pelvic examination disclosed a large hydrosal-

pinx on the right side, and after its removal the hip-joint symp-
toms disappeared. Dr. Cumston related other cases.

Dr. John A. Lyons, of Chicago, took issue with Dr. Hayd and
defended the position taken by Dr. Vance. In many of these

cases of hysteria there was no perceptible pathology, and Chris-

tian science would eflfect a cure in many instances. He had cured

many such patients of their ills by suggestion. In two instances

he had to anesthetize the patients to show their friends that the

women were hysterical.

He recalled the case of a man who fell fourteen feet to the ground.

The man was picked up by his friends, taken home, and laid on

the kitchen floor. The speaker was called, and when about to

examine him the man exclaimed, "Don't touch me I Don't

touch me!" He suspected he was seriously injured, but ex-

amination disclosed that there was nothing wrong with the man
and there had not been since. He had not been able to find any
pathology in many of these cases. He urged suggestion or

Christian science in treating them.
Dr. Roland E. vSkeel, of Cleveland, said that not only the

welfare of the medical profession itself but its patients depended
on recognizing the fact that there were two factors to be remem-
bered in many of these cases. While there might be minor

pathology in many instances, this was only recognized by the

patient herself or himself by reason of overexcitable and over-

sensitive nerves. Practitioners forgot that if they undertook

to discover minor pathology they would doubtless find it. As
there was no such a thing as a perfect human body, even if one

hunted for all jjathology and dug it out with knives, scissors

and hemostats, patients would not be cured except in a limited

number of cases. He thought it diflicult to separate cases

oi true hysteria from those which had pathology back of them.

Illustrative cases were cited.
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COMPARATIVE MERITS OF ABDOMINAL CELIOTOMY
AND COLPOTOMY IN THE TREATMENT OF

INTRAPELVIC ABSCESS.'
BY

WILLIAM S. SMITH, M.D.,
Baltimore, Md.

The exigencies and exactions of other lines of effort and the

Hmitations inseparable from service in a comparatively small

general hospital have prevented me from indulging an undisguised

fondness for gynecologic surgery to an extent which otherwise

would have been possible. With this fact uppermost in my
mind, I quickly laid against myself the charge of unpardonable

temerity when I first thought of presenting an address to this

national association of physicians, most of whom have had

far more opportunity and far more extended experience than

it has been my privilege to enjoy. For about ten years, how-

ever, I have labored with such persistence and assiduity as

circumstances would permit and, even in that short period of

time, I should long since have become convinced of my unquali-

fied unfitness for a self-imposed task if I had not been able to

arrive at some useful and practical deductions from personal

experience. iMoreover, in discussing the subject about which

I shall speak, I am sustained by the comforting thought that, no

matter what position I may assume or which side of the argument

I may espouse, I am supported by the opinions and practices

of a long array of distinguished men, the preeminence of whose

skill and the maturity of whose judgment can not be questioned.

I find upon referring to my records that most of my hospital

operations have been performed upon the so-called uterine

appendages, with quite a respectable aggregate number of cases

of pyosalpinx included in that category. The list of topics

given in the transactions of this association seems to indicate

that for several years at least there has been no formal presen-

tation of the subject indicated by the title of my paper. These

considerations and a cheerfully acknowledged desire to assist,

as best I can, in promoting the success of the meeting here in

our city, constitute my reasons for appearing before you at this

time.

I Read at ihe twenty-first Annual Meeting of the American Association of

Obstetricians and Gynecologists, at Baltimore, September 22-24, 1908.
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I feel safe in saying that pelvic infection, in its multiform

manifestations and results, of which pus production is but

one, presents the most common and at the same time the most

difficult problem with which gynecologists have to deal. This

problem is old enough in some respects to have been coincident

with the very birth of surgery, and yet is new enough to interest

and inspire the most enthusiastic devotee of modern surgical art.

The adjacency of the genital tract to the intestines, the physiologi-

cal functions of menstruation and parturition and the enormous

abuses to which the special organs of the female are subjected

furnish such favorable conditions as to make these organs the

most frequent site for the introduction of bacteria. Unques-

tionably, infectious diseases of the female pelvis and especially

of the Fallopian tubes and ovaries, produce more suffering and

more fatalities than all other gynecologic ailments.

I trust the word "intrapelvic" has not been inaptly chosen.

Since the earlier days of Virchow and Sir James Y. Simpson the

term "pelvic abscess" has held a unique and peculiar place in

surgical nomenclature. Though in its literal significance it is

clearly applicable to any pus formation located in the pelvis,

it has by common usage and concurrent action been so long and

so intimately associated with so-called parametritis and pelvic

cellulitis that one hesitates even now to employ it in any other con-

nection. In as recent a publication as the "Diseases of Women,"
by Sutton and Giles, we find that pelvic abscess is described as a

collection of purulent fluid within the folds of the mesometrium.

It is scarcely necessary to say that this reference is not made
in a censorious or derogatory spirit, for our illustrious prede-

cessors had a most rational basis for the nosology which has met
with such universal acceptance. The scanty resources of

diagnosis, the absence of opportunities for direct macroscopic

and microscopic examination of diseased structures, the prevail-

ing methods of obstetiic management and the technic of local

medication and instrumentation amply explain, if they do

not justify, the opinions held and the doctrines promulgated a

few decades ago. Regarding the old-time frec|uency and causation

of parametritis and j)erimetritis a few cjuotations should be of

interest.

In Hart and Harboui's " Manual of Gynecology," published in

1883, we find tlie ffWlowing language : "It is the rare exception

to examine a female pelvis without finding some traces of a

previous cellulitis or peritonitis. The split cervix, so common
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in women who have borne children, is ahnost always associated

with some celluHtis at the base of the broad ligaments." Hein-

rich Fritsch, in his "Diseases of Women," published about the

same time, after referring to the puerperal cases, has this to say

:

"Similar to lesions during labor is the effect of injuries during

minor operations on the cervix, preeminently plastic operations,

or the treatment with laminaria or sponge tents. Severe para-

metritis is repeatedly observed as the sequel of the above-

named manipulations. There is hardly any gynecologist who

has not experienced accidents of this nature. Especially the

treatment with stem pessaries is often followed by disease of the

pelvic connective tissue. I have seen several cases of universal

peritonitis due to the employment of sponge tents, which ended

fatally in five or six days. Such cases have occurred now and

then during nearly all gynecological operations previous to the

use of antisepsis." The last word in this quotation tells the

story, for in recent years the advent of asepsis into surgical and

obstetrical practice has brought about a readjustment and

realignment of the causal factors of pelvic disease, revolutionized

the methods of its treatment and made the older text-books on

the subject of little more than historic interest.

The tremendous impetus which has thus been given to operative

work of all kinds has furnished the richest opportunities for the

study of these diseases, both from a pathologic and a bacteriologic

view-point. By the utilization of these opportunities we are now

able to describe with an approach to accuracy not alone the

various forms and positions assumed by intrapelvic abscess

formations, but also the indirect and exciting agencies which

lead to their production. The recognition, isolation and study

of the tubercle bacillus, the gonococcus, the streptococcus,

the staphylococcus, the colon bacillus and others of less impor-

tance have definitely fixed the responsibiHty for most of the

pathologic conditions in the female pelvis, while the examination

of encapsulated pus in situ has enabled us to say that in the vast

majority of instances it means pyosalpinx, ovarian abscess or

tubo-ovarian abscess, and that in hospital practice at least it is

found with comparative infrequency in the cellular tissue or

parametrium. I say in hospital practice deliberately, for

notwithstanding the incalculable good which has been done in

the prevention of puerperal infection and the infrequency with

which its evidences are seen in the surgical and gynecologic

clinics, it still follows with deplorable regularity in the pathway
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of ignorant and uncleanly mid wives, quasi obstetricians and

professional abortionists. And even those who are most keenly

alive to the importance of clean methods and who consistently

observe an aseptic obstetrical technic are now and then surprised

by its occurrence.

In the earlier years of my practice I have frequently been

called upon to treat abscess formations arising under such cir-

cumstances and I have done so successfully by simple vaginal

incision. Other cases are allowed to go untreated until spon-

taneous rupture occurs in the direction of least resistance and

pregnancy follows upon what seems to have been an absolute

cure, thus afiFording a practical demonstration that true primary

parametric abscess does occur without involvement of the uterine

tubes. Leaving out of consideration numerous instances of this

character in which there is usually a direct invasion of the cellular

tissue, the hospital surgeon is likely to become biased by his

own observations and to place an exaggerated estimate upon

the relative frequency of cases arising by invasion of the Fallopian

tubes. For the same reason, I am inclined to think, the inlluence

of the familiar gonococcus in its relation to suppurative changes

in the pelvis has been somewhat overstated. For instance. Dr.

Prince A. Morrow, of New York, who has shown great interest

in this subject, both in its scientific and sociologic aspects, asserts

that the gonococcal form of infection is responsible for eighty

per cent, of all deaths from the inflammatory diseases peculiar

to women, practically all the pus tubes, more than 75 per cent,

of the suppurative pelvic inflammations and 50 per cent, of all

gynecological operations.

Other conditions in connection with which intrapelvic abscesses

are sometimes found are necrotic or suppurating uterine fibroids,

infected ovarian dermoid cysts, broad ligament hematomata
and appendicitis, where the appendix has been downwardly

displaced and occupies a position in the pelvic cavity. Such

cases are comparatively rare and represent complications of the

main disease with which the operator is chiefly concerned.

They cannot for this reason be looked upon as coming within tlie

proper scope of this address.

The treatment of pelvic supi)uration during the last quarter

of a century has undergone striking and almost kaleidoscopic

changes. Beginning with an ultraconservatism which we of the

present day find it difllcult to condone and which could be

appropriately described by the injunction, "Remove nothing,
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let Nature do it all," we are to-day confronted with an extreme

radicalism which can with equal propriety be expressed by the

opposing maxim: "Remove everything, for Nature can do

nothing." Curiously enough, this radicalism may under certain

conditions be extended to the opposite sex, for Veit, in Germany,

has suggested, as a preventive of recurrence in the gonorrheal

cases, the castration of the offending husband.

Three decades ago we were told, to quote a text-book on the

subject, that "the occurrence of suppuration is indicated by

rigors and should be hastened by hot douches and poultices.

Opening a diagnosticated abscess is to be advised only when
the natural process is hastened thereby or a vital indication is

furnished by sloughing," A little later it was timidly suggested

that "tapping with Matthieu's aspirator is very good and may
be often repeated" and that "w'hen pus is present in large

quantity, the treatment varies according to the part at which it

points." Then came the practice of unhesitatingly incising

and evacuating pelvic abscesses through the vagina, sometimes

with prompt and permanent relief of suffering. This was

followed by the removal of suppurating appendages through

Douglas' culdesac as well as by the abdominal method, the

efKicacy and propriety of w^hich were boldly challenged by

Jacobs, Pean, Segond and others who almost startled the pro-

fession by declaring that the uterus was the underlying enemy,

that it should be removed by vaginal hysterectomy and that

the tubal or ovarian pus sacs need not be disturbed.

Hence, at the present day there is nothing like unanimity of

opinion or uniformity of practice in dealing with this important

problem. Indeed, it is so many-sided and so complex that it

would be preposterous to attempt to establish rigid rules designed

to apply to any special method of surgical attack. In this as

in every other pelvic abnormality requiring operative inter-

vention, each case has features peculiar to itself, all of which are

intelligently weighed in outlining and conducting the proper

surgical procedure. Nevertheless, there are certain general

principles and well-recognized facts which, if consistently and

thoughfully borne in mind, will assist materially in solving the

vexed question.

Among the numerous operations, vaginal and abdominal,

which are now practised for the relief of the condition under

discussion, abdominal celiotomy and colpotomy are, I think,

most easily accomplished by the average surgeon. In selecting
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one or the other of these methods, any rational and logical

conclusion must have for its foundation the clinical features and

physical findings, the peculiarities of the infecting organism,

the structural changes produced by it and by the reactionary

inflammation to which it gives rise, as well as the various impor-

tant complications which are constantly encountered. The

history of a given case will frequently enable one to select the

proper operation.

Reference has already been made to some of the ofTending

bacteria. As a matter of fact, in so far as the ascending infec-

tions are concerned, I think we need consider only the gonococcus

and the streptococcus. The former, as is well known, almost

always travels by direct continuity of mucosal tissue and finds

its way into the tubes by extension from the endometrium.

Streptococcic infection, on the other hand, generally occurs

in consequence of an ill-managed labor or puerperium in con-

nection with an abortion or after unclean instrumentation of

the interior of the uterus. Having gained access to that organ,

the streptococci invade the pelvis through the medium of the

veins and lymphatics and thus reach the parametrium.

The clinical features are also distinctive in most instances.

In gonorrheal cases, the symptoms referrible to the pelvis are

frequently preceded by a urethritis, the very existence of which

is strongly indicative of that disease. The invasion is masked

and insidious and several weeks may elapse before attention is

directed to the pelvis, and even then there is seldom any evidence

of active inflammation. An extremely valuable and character-

istic feature of tubal gonorrhea is the occurrence of repeated

attacks of localized peritonitis, supposably due to the leakage of

purulent material from the abdominal ostium or to the passage

of the infection directly through the tubal walls. When the

streptococcus is at fault, the attack is traceable, as has been said,

to a labor, an abortion or to the local use of instruments. The

progress of the infection is rapid, marked by severe rigors, elevated

temperature and markedly accelerated pulse. Abdominal pain,

distention and tenderness are great. These are the cases also

in which the tendency to general peritonitis or septicemia is

observed.

The jihysical findings in the streptococcic cases are not always

definite or satisfactory, so that the diagnosis of pus formation

may of necessity l)e inferential. If there be an extraperitoneal

abscess, it mav be detected Ijv bimanual examination and usually
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bulges into the vagina at the lateral fornices or before or behind

the cervix. It is often unilateral and is in intimate relationship

with the uterus, differing in this respect from the tubal and

ovarian masses. It is often impossible to elicit fluctuation.

The infiltration of the surrounding structures, however, gives

rise to an almost characteristic dense induration by which

the presence of pus can with an approach to certainty be deter-

mined. Primary parametric pus collections are in the vast

majority of instances comparatively short-lived and, as has been

said, either empty spontaneously or are evacuated by vaginal

section and disappear. They therefore play an unimportant

r61e in the familiar chronic intrapelvic suppurations for which

the adnexa are so frequently removed.

In the gonococcic cases the physical examination is of great

interest and value in determining the choice of a method of

operative attack not alone from what it reveals, but also from

what it so often fails to show. It must be said that the gross

lesions in chronic salpingitis are, in a general way, easily deter-

mined by the ordinary palpatory signs. It is equally true that

it is often if not usually impossible to determine with exactness the

precise nature of these lesions or to differentiate among them.

A slight or moderate enlargement of the tube may be a pyosal-

pinx, a hydrosalpinx, a hematosalpinx or an interstitial salpingi-

tis, and no matter how highly developed the tactile sense or

how refined the diagnostic skill, conclusions in such cases must
be largely supposititious or inferential. The diseased oviduct

is commonly displaced and adherent in the culdesac of Douglas;

it may also be found beside the uterus or fixed to the posterior

aspect of the broad ligament. Only rarely does it lie in front.

The tubal masses are identified by the classical sausage-shaped,

pear-shaped and retort-shaped swellings. When oviduct and
ovary are bound together by adhesions, as they so often are,

they form a tumor irregularly spherical in shape and firm in

consistence. The preoperative findings in many instances are

remarkably deceptive. I am sure it is a common experience

with us all to observe that a tubal or tubo-ovarian mass, which

appears by palpation to be of considerable size, is found upon
enucleation to be surprisingly small. Even in the comparatively

rare cases in which the tube can be isolated and outlined, it is

frequently impossible to elicit fluctuation on account of the

small amount of fluid it contains or the thickness of its walls.

The great frequency of tubal tuberculosis and the tendency
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of that disease toward the formation of pyosalpinx are among the

interesting and important disclosures of recent years. Published

reports of pathologic and bacteriologic studies of tubal abscess

present widely different results, so that even an approximate

estimate of the relative frequency of the tubercular form can-

not be given. It is probably true that next to the gonococcus

and the streptococcus, the tubercle bacillus plays the most

important direct r61e in the etiology of that condition. Accord-

ing to Penrose, it is the infecting organism in i8 per cent, of all

cases of inflammatory disease of the adnexa. Barton Cooke

Hirst found it responsible for 20 per cent, of a series of similar

cases, while Whitridge Williams' estimate was 8 per cent.

Unfortunately, the differentiation of tubercular from other

forms of tubal disease is usually impossible by any method other

than the removal and examination of the affected tissues. Its

existence may be assumed in salpingitis occurring in virgins

and when tubercle bacilli can be demonstrated in the leucorrheal

discharges. The frequent and unsuccessful efforts at cure by

incision and drainage of pus tubes later found to be tubercular

in nature would seem sufficient to invest this aspect of the sub-

ject with great practical importance, and a great advance will

have been made when by some diagnostic refinement the presence

of tubercular salpingitis can be foretold and excision rather than

incision methods practised for its cure.

I shall content myself with the mere mention of the familiar

complications which are directly attributable to nature's reaction

against the invading organism ; namely, the uterine and ovarian

displacements and the adhesions to adjacent structures. Those,

however, which are referrible to the appendix cannot be thus

dismissed. Within recent years the frequent association of

pelvic and ' appendiceal disease has attracted great attention

from gynecologists, many of whom make a routine examination

of the appendix in the course of abdominal operations and

remove that organ when such a procedure seems indicated.

Some go even further and do an appendectomy in every case

not merely for purely prophylactic reasons, but because it is not

always possible to determine by naked-eye appearances whether

the structure is healthy or diseased. The relationship and

pathologic interdependence of appendicitis and adnexal inflam-

mation have not been definitely determined, but the coexistence

of these conditions is so common as to be of great practical mo-

ment. Fowler tells us that Clado's appcndiculo-ovarian ligament
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furnishes a pathway along which bacteria may migrate from the

intestine to the right ovary.

Certain it is that the colon bacillus has been repeatedly

demonstrated in ovarian as well as tubal abscesses. In the

Ame;rican Journal of Obstetrics for July, 1904, Reuben
Peterson published an article giving the results of careful clinical

and microscopic study of 200 cases of pelvic disease with reference

to the condition of the appendix, and announced in his conclu-

sions that nearly 50 per cent, of patients with chronic disease

of the tubes and ovaries show accompanying disease of the

appendix. He says it is the surgeon's duty in the absence of

special contraindications to remove that organ in the course of

every gynecologic abdominal operation. In a histologic exami-
nation of 120 appendices removed as a coincident part of some
other abdominal procedure a normal condition was found by
John G. Clark in only twenty-five. J. Clarence Webster has found
it advisable to do an appendectomy in about 50 per cent, of the

cases in which he has opened the abdomen. During the last

two years it has been my habit to examine the appendix at every

opportunity and to remove it when visibly and palpably diseased,

and I have found this to be the case in about one-third of my cases.

With these affirmative observations, bearing in a general way
upon the desirability of abdominal section in intrapelvic pus
collections on account of rather common and often unsuspected

complications, I am prepared to state more definitely and
specifically the reasons for the conclusions to which I have been
led and the practices which I have followed. In acute primary
parametric abscess the indications are clear and strong for

vaginal incision, and the results are usually prompt and per-

manent, as are the results elsewhere in the body when pus has

arisen and is located in connective tissue. In cases of large

tubal or ovarian abscess of recent origin and within easy reach

of the vaginal finger, colpotomy, as a palliative and temporizing

measure, finds a useful application. In those rare instances

where the general condition of- the patient will not permit pro-

longed, surgical manipulation, there can, of course, be no question

as to the propriety of at. least a preliminary and preparatory

vaginal section. In all the chronic cases, and especially in the

tubal and ovarian pus sacs, I am thoroughly convinced of the

ineffectiveness of colpotomy and almost invariably practise

the more precise, rational and satisfactory method of abdominal
celiotomy, unless there is some special contraindication.
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This method of approach is, in my opinion, distinctly indicated

when the conditions present point to the propriety and practic-

abiUty of conservative surgery, and when the existence of

bilateral pyosalpinx can fairly be assumed and complete exsec-

tion of the tubes stands as the only hope of absolute and per-

manent relief. Conservatism has in recent years been a great

surgical watchword and inestimable advantage has followed its

recognition and adoption as a basic principle. The vaginal

celiotomists have by great patience and perseverance in develop-

ing an awkward and difhcult technic accomplished wonderful

results in that direction. The burden of my remarks, however,

does not contemplate a comparison of the facility and effective-

ness of reparative surgery by the suprapubic and subpubic

methods, great as are the advantages of the former. The

colpotomists—the vaginal sectionists have not been slow in their

appropriation and adaptation of this great argument—they

are doing "conservative" work, they are "preserving" the pelvic

organs and leaving them in sihi.

I submit that such work does not deserve to be called "con-

servatism" in its best and highest sense, and that the leaving of

hopelessly crippled and functionally useless organs cannot be

justified by that contention. Women with double pyosalpinx

do not and cannot become pregnant as a result of any incision

and drainage operation and the diseased oviducts cannot be

restored to physiological usefulness. If the pyosalpinx be

unilateral, as it so often is, how many opportunities are missed

for real constructive surgery upon the less affected side? Herein,

in my humble judgment, lies the great advantage of abdominal

section, afifording as it does opportunities for careful examination

not alone of the numerous complicating conditions to which

reference has been made, but of the less seriously affected side

of the pelvic basin, and offering to the touch, to the eye and to

the surgical skill and judgment unlimited chances for repair,

readjustment and readaptation of displaced and diseased struc-

tures and for the exhibition of sound and real conservatism as

opposed to that which only bears the name. Numerous cases

from my service might be cited in illustration of this proposition

and I should like to refer briefly to a few of them.

Case I.—Mrs. A. was operated upon February 21, 1908, for

pyosalpinx. Right tube and ovary were large and adherent to

rectum and to the side of the uterus and lying in Douglas'

pouch. Left tube and ovary also adherent, but lying more to
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the side of the uterus. Mass on the right side had been treated

on January 20 by vaginal incision and a small amount of pus

escaped. The appendix was found firmly adherent to posterior

layer of broad ligament—much elongated, thickened and

intensely congested. Uterus retroverted and only slightly

movable. Right tube and ovary were entirely removed. J^eft

tube amputated about one inch from the uterine cornu and ovary

stitched to the remaining stump with the hope that pregnancy

might still occur, patient being but twenty-three years old and

without children. Tube was shown to be permeable by a small wire

passed into the cavity of the uterus which had of course been

curetted. Appendix was removed. This case is interesting as

an example of the incompleteness and inefficacy of vaginal

incision in cases of tubal abscess. Relief had not been obtained,

but how much suffering was due to the persistence of pus in the

tube and how much to the position and condition of the appendix

could not of course be estimated.

Case II.—Mrs. M. Operation, March 27, 1908, for pyosalpinx

and tubo-ovarian abscess. History pointed to gonorrheal

infection, pain and invalidism for about three months, beginning

with urethritis and leucorrheal discharge. Pain on both sides,

but chiefly on left side, with menorrhagia, painful defecation and

reflex symptoms. Physical examination showed an elastic mass

about as large as the average orange behind and to the left of

the uterus, easily palpable and with thin walls. On the right

was a hard, irregular, nodular mass close up to the side of uterus,

but no fluctuation could be elicited. Here was a strong temp-

tation to do a posterior vaginal section, but in the hope that

some conservative work could be done on the" less seriously

affected side, I decided to do a celiotomy. The mass on the left

proved to be a tubo-ovarian abscess, which, after separating a

few adhesions, was delivered through the incision as easily as if

it had been a simple demoid cyst. Right oviduct and ovary

were firmly adherent to the side of the uterus and to the rectum.

Tube thickened to the size of my forefinger and contained a small

amount of cohesive, tough and cheesy material. Double sal-

pingo-oophorectomy was done. The findings in this instance

showed the wisdom of the course pursued. The mass on the

left was of course intraperitoneal, and both tube and ovary were

hopelessly diseased. Their removal was easily accomplished

through the abdomen. The right abscess could not be accurately

outlined, no fluctuation was perceptible, and satisfactory vaginal
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incision would have been extremely dilTicuU and elTective drain-

age impossible.

Case III.—Miss H. Operation, April 3, 1908. I had operated

on this patient in July, 1907, for right pyosalpinx. Pain did not

entirely disappear and suffering has recently been great. Opera-

tion to-day showed a surprisingly good condition of the uterus

and the remaining tube and ovary. Uterus was small, freely

movable, and the adnexum apparently healthy, the tube being

small, soft and ])atulous and the ovary smooth, firm and free of

any evidence of inllammation and easily movable in all direc-

tions. Cecum was brought into incision and a congested and

adherent appendix was removed. This should have been done

at the former operation.

Case IV.— Mrs. W. Operation, May 28, 1908. This case

presents a number of interesting features. Patient had lately

been running a temperature of 102 and 103, with great tenderness

and pain, denoting active inflammation. Vaginal examination

disclosed a tubo-ovarian mass within easy reach of the finger.

This was presumably a pus sac and seemed to present favorable

conditions for colpotomy. It was, however, a movable mass and

lay some distance from the uterus, so I decided upon an abdom-

inal section. On opening the abdomen, I found that a suspension

had already been performed and that there was a round cord at

least three inches in length extending from the fundus to the

lower angle of the old incision. It had become useless, as the

uterus was lying in a retroverted position. Right tube and

ovary were adherent, but the adhesions were frail and easily

broken and the mass lifted without trouble toward the incision.

Tubal walls very thick and contained a few drops of pus, ovary

cystic. Left ovary and tube slightly adherent, but otherwise

healthy and were left. Appendix large, club-shaped and con-

gested and was also removed. Old suspension ligament cut off

and new suspension done. This case was clearly not amenable

to cure by colpotomy, although the clinical features and physical

signs suggested that procedure.

Case V.—Mrs. J. Operation, August 3, 190)8. Patient had

suffered for several months from pelvic pain and had recently

run a temperature of 102 with great tenderness upon bimanual

examination. She was urged to wait for the subsidence of acute

symptoms, but insisted upon being operated on at once. An
elastic, Huctuant mass could easily be felt through the posterior

fornix in close relation uilli the uterus. Xo other masses were
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palpable. This was presumably jjus and offered a strong tempta-

tion for posterior colpotomy. Abdominal celiotomy was done,

however, and the conditions found amply justified that pro-

cedure. Adhesions were general throughout the pelvis, and an

ovarian cyst was jammed down behind the uterus and projected

through Douglas' pouch. This cyst was adherent to the rectum,

to the uterus and to a pyosalpinx on the opposite side. The
right tube also contained pus which was above and beyond the

cystic growth, far out of reach of the vaginal finger. The diseased

organs were removed without special difficulty, the adhesions

breaking easily. A vaginal puncture would have emptied the

cyst and left the far more serious tubal pus sacs untouched.

As to the desirability of complete exsection of the tubes for

pyosalpinx but little argument should be necessary in the light

of the clinical and microscopic study of this condition. There

can be but one reason for the retention of the diseased oviduct

—

the possibihty of its being restored to functional activity. That

there is no such possibility has been sufficiently shown by many
observations incident and subsequent to abdominal operations

in cases where spontaneous rupture had taken place or incision

and drainage had been practised, supplemented by careful

pathologic work. The organs are found in such instances to be

represented by a firm, impervious cord or a shriveled, strictured

sac, clearly incapable of affording lodgment to an ovum or of

permitting its transmission to the uterus. But, aside from these

considerations, abundant experience has shown that tubal abscess

is not, in fact, amenable to even practical cure by drainage

methods, and that, to quote a recent authoritative utterance,

"Unlike the ordinary abscess, a pyosalpinx is commonly made
up of several loculi and its lining consists of the inflamed and
distorted mucous membrane. If in some way the pus is dis-

charged or evacuated, in a short time there is a reaccumulation

from the diseased and discharging mucosa which lines the abscess

sac or from a loculus which has not been reached."

The numerous so-called reasons given by the advocates of

vaginal section are for the most part the adaptation of arguments

to an assumption already taken. There are but two of them
which I have been able to take seriously—one based upon the

unquestioned propriety of permitting in young women the func-

tion of menstruation to continue and the other having for its

foundation the slightly increased immediate danger of radical

abdominal surgerv. If it were true that the abdominal celioto-
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mist is in the habit of removing both ovaries and both tubes as a

routine practice, the former contention would be a good one.

But it is not true. On the contrary, there are comparatively

few cases of intrapelvic suppuration in which an ovary or at least

sufficient ovarian tissue to assure the continuance of menstrua-

tion cannot be saved. As to the mortality, I am wiUing to

concede that in any long series of cases the immediate mortality

of abdominal section will exceed that of colpotomy, but the

latter operation is not without its own inherent dangers. Our

colpotomy friends are accustomed to growing voluble and

enthusiastic when they descant upon the "harmlessness" of

their favorite method. Some of them, however, are ingenuous

enough to say, although in implied parenthesis, that "now and

then" a knuckle of intestine may be punctured, a dermoid cyst

incised or a pregnant tube laid bare. These "accidents," it

seems, occur even at the hands of experts and should not militate

against an operation upon which above all things the stamp of

"ease and safety" has been placed.

If we consider the improvements which have been made in

surgical technic, together with the striking results obtained

in pus cases by the Fowler postural treatment and the Murphy
irrigation, the mortality plea loses much of its significance and

force. Recent experience of my own in this connection has been

peculiarly instructive and satisfactory'. In the last one hundred

and ten laparotomies which I have done there has been no

mortality. Of this number, fifty-three were performed for

intrapelvic pus. Drainage was indicated and used in ten

instances and the Fowler-Murphy treatment was twice resorted

to. During the same period of time there have been but ten

colpotomies, and two of these were followed up by the abdominal

operation.

In concluding my remarks, I am pleased to quote from the

statements of a few of the Fellows of this association, whose

excellent judgment and large experience make their opinions

particularly valuable. J. J. Gurney Williams.
—"What ulti-

mately becomes of many cases upon whom vaginal incision has

been practised? Twenty-five per cent, is about the correct

number who return for a subsec|uent abdominal section and

many others go elsewhere to be relieved of their suffering."

Joseph Price.
—

"I have never known a patient to be cured by

vaginal puncture or incision." Herman IC. Hayd.—"The advo-

cates of the vaginal method presuppose a diagnostic ability which

4
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we all know they do not possess. In every case on which I have

operated through the vagina and drained an appreciable amount
of pus a later abdominal section was necessary for the relief of

sufifering and chronic invalidism."

There is another statement on this subject which I am particu-

larly glad to call to my support. Indeed, a paper such as this,

would, for a Baltimorean, be almost inexcusably incomplete

if it did not take cognizance of the opinions and utterances

of one who has done so much for the advancement of gynecolgy,

both in its artistic and scientific aspects, and whose personality

and work have made so marked an impress upon the profession

of this State and city. I shall therefore close by quoting from

"Medical Gynecology," by Howard A. Kelly. In considering

the surgical treatment of pelvic inflammatory disease, he has

this to say: "It is useless to run risks of a continuance of the

trouble from which the patient is sufifering for the sake of

preserving the menstrual function, if she is forty years old or

more. If the patient is single and middle-aged, without any

expectation of marriage, the exercise of conservatism is less

important. If the patient has to labor for her own living, it is

best not to take too many chances of a return of the disease by
leaving any crippled structures. It is dangerous to save tubes

containing purulent or milky fluid. If the patient wants above

all things to be well, then the physician will be less inclined to

take chances with conservatism. As a rule, the results of con-

servatism are disappointing, and the patient ought always to be

forwarned that it may be necessary to repeat the operation or

to make it more radical if the first conservative efifort proves a

failure."

330 North Charles Street.

DISCUSSION,

Dr. Charles L. Bonifield, of Cincinnati, Ohio, agreed for

the most part, with what the essayist had said. Vaginal incision

was of great importance in selected cases. The earlier we could
get at pus behind the uterus and drain it, the less severe would
be the damage to the uterine appendages, and the more hope
there would be of curing these patients without a radical oper-
ation. Unfortunately, even under the most favorable circum-
stances it was the exception rather than the rule to cure by this

simple procedure. On the other hand, it seemed to him that to

attempt to deal with them by the vaginal route if the temper-
ature became normal, if the patient was in a condition to with-
stand a radical operation, was attacking the disease in a very
awkward and inefficient manner. The mortality from operations
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for pus in the pelvis dei)ended very greatly on when the opera-

tion was done. The j^rofession was greatly indebted to Werder
and Simpson for having called attention to that point, although a

great many recognized this principle before they brought it to

the attention of the occasional operator—that it was not safe,

if it could be avoided, to do abdominal section for the removal
of suppurating appendages while the patient was running a

temperature.
The question of conservative surgery of the appendages was

one that always elicited a good deal of discussion. Some years

ago Dr. Frederick read a paper on this subject, or took part in a

discussion before this Association in Chicago, and he (Dr.

Bonitield) at that time said conservatism depended largely in

his practice on the pocket-book of the patient, and Dr. Frederick

remarked that "my poorest patients should have my best

skill as well as my rich ones." I said the rich patient could
afford to go to a hospital frequently, if necessary ; that it was worth
her while to be laid up for the purpose of having two or three

operations, if needed, in order that the menstrual function

might be restored and the w^oman given a chance to become a
mother. On the other hand, the woman who could not employ
a servant, or who had to earn her own living, could not afford

to go to a hospital for a month or two or longer, and in this class

he had almost completely abandoned conservative surgery in

cases of inflammatory disease of the appendages. Conservative
surgery in his experience in these cases was only successful in a

limited number of instances. Conservative surgery as regards
the tubes was very much more frequently a success than that

applied to the ovaries. In those cases in which in years gone by
he had removed part of an ovary or had evacuated cysts and left

an ovary, in a large proportion of them it was found necessary
on their return to reopen the abdomen and he had found the

remnant of ovary only a cyst. His experience in leaving part
of an ovary had been unsatisfactory, and it was the rarest

occasion now that he resorted to that method of treatment.
As to whether the other tube should be removed when one was

diseased, he would not remove any organ when it did not give

evidence of disease, the appendix or anything else, and the

question as to whether the other tube was going to become
diseased dej^ended not so much on the condition as on what was
done to cure the endometritis. If the other tube became diseased

from gonorrheal intlannnation, then the gonorrheal endometritis
was not cured, or the patient had become reinfected.

Dr. Albert Goldspohn, of Chicago, said that vaginal drain-

age was a good procedure as such, and was permissible in acute
conditions, when there was elevation of temperature, and the
like. What conditions were most benefited by such vaginal
drainage was the next question, and there came in the matter
of classification. The patient furnished a good guide—namely,
was the pus located in the pelvic cellular tissue, or inside of the
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tube or ovary, or was it intrapelvic? The foci of pus amenable
to vaginal drainage were those in the pelvic cellular tissue

—

parametritis, and they originated in conditions of pregnancy
and infection during labor, during abortion, or through some vio-

lent instrumental interference. Occasionally women attempted
to induce an abortion themselves and had forced an instru-

ment through the cervix into the broad ligament. Where the

primary focus of inflammation was not intraperitoneal, nor
intratubal, but in the pelvic cellular tissue, or when the focus of

inflammation was in the tube, then it became intrapelvic, and
these patients were not very much benefited by vaginal drainage,

or exceptionally so only. Vaginal drainage came in in cases of

pelvic abscesses in conjunction with labors or miscarriages, and
once in a while, in opening up some case of double pyosalpinx
or ovarian abscess, by means of the finger and forceps one could
empty the pus and explore the interior by the finger introduced
through the posterior culdesac. Drainage here would accom-
plish very much. One great trouble with reference to vaginal

drainage had been that the technic was not right. Incision

was absolutely necessary, and the author was in the habit of

making it with the Paquelin cautery which stopped the hemor-
rhage from the small vessels. A Paquelin cautery incision of

two inches in a transverse direction would give access so as to

be able to introduce the finger to puncture the abscesses and to

empty the pus, then packing, not irrigating. The cavity should
be packed solidly, so that the gauze will act as a foreign body
which was allowed to remain a week to constitute not simply
a drain, but a foreign body to excite the formation of granulation
tissue; then at the end of a week this packing being in there

as a solid mass was walled off by nature's efforts, making a safe

wall against the peritoneal cavity. When this packing was
removed, there was a cavity remaining which did not collapse

at once. Exceptionally it was washed out and the cavity
repacked less solidly, and in that manner one could thoroughly
obliterate eventually pelvic abscesses and once in a while a
pyosalpinx or an ovarian abscess. With him very few cases
required abdominal section later when so treated, and he had been
careful not to do this in cases that did not have such abscesses.

Dr. C. C. Frederick, of Buffalo, in speaking of the relative

merits of the abdominal and vaginal route, recalled the case of a
woman who had been running a temperature of loi to 102 for a
considerable time. The woman was septic and he believed
would have died if he had opened her abdomen and had attempt-
ed to do a radical operation. She had been operated on through
the pelvis six or seven months previously and had received
drainage of the culdesac. She did not improve after this

operation very much, and then a physician opened up the
incision, . introduced a tube, and stuft'ed it with gauze. She
was very little better from this procedure. He slit the incision

wide open so as to be able to introduce two or three fingers

and discovered an ovarian abscess on the left side out of which



0BSTETRICL4XS AND GYNECOLOGISTS. /<50

one or two cups of stinking pus was drained. Good drainage

was established, and finally in a further search he encountered
another abscess which was evidently between some peritoneal

adhesions. The cavity was packed full of gauze c-nd within

72 hours thereafter the temperature droped to normal and the

woman began to convalesce. The vaginal route was indicated

in certain cases, but in most the abdominal route should be

selected in order to do thorough work and completely eradicate

the disease.

Dr. Frederick Blume, of Pittsburg, said, in speaking of

vaginal hysterectomy versus abdominal section, that some eight

years ago he read a paper before this Association, in which he
reported thirty cases that had been operated on by him through
the vagina, with very good results, and said at that time that

vaginal hysterectomy was one of the favorite methods of attack-

ing cases of pelvic peritonitis. Previous to vaginal hysterectomy
having been undertaken, operations were done through the ab-

domen, and the mortality, according to different operators at that

time, varied from ten to twenty-five per cent. If one wanted
to go back over the literature, he would find this a matter of

record. With reference to vaginal hysterectomy, the mortality

was reduced very materially, and a good many cases were oper-

ated on by that method, because he had found it difficult to have
patients with an acute attack feel well in the hospital who had
been kept there for six weeks. About eight years ago, at the

International Congress of Gynecologists and Obstetricians, held

in Europe, one of the Berlin surgeons pointed out that his ex-

perience was that no acute case should be operated on through
the abdomen, although he knew he was encountering opposition

among those present by taking such a stand. Since then,

surgeons had been invariably resorting to vaginal incision and
drainage. The speaker believed in vaginal incision and drainage,

and then, if necessary, an abdominal operation could be done
later.

Dr. Joseph A. H.all, of Cincinnati, referred to pelvic inflam-

mation resulting from tuberculosis. There was no doubt as to

the importance of the leukocyte count. Leukocytosis ran high

in cases of appendicitis, and why should it not run high in tuber-

culosis in the same way? Many pelvic abscesses were the result

of tuberculosis, more than the average practitioner imagined.
A great number of pelvic abscesses were caused by the gono-
coccus. Every one realized that vaginal section and drainage,

so-called, was undertaken for the relief of pus and symptoms,
and where the temperature of the patient was running to 102-

3-4,° there was only one thing to do, and that was to get rid of

the pus as quickly as possible, with as little surgery as possible,

and in a short time open the abdomen and do a more radical

operation.

Dr. Fr.wcis Reder, of St. Louis, Missouri, would like to

hear more said about the sequelae following the vaginal operation.

He cited one case in which there was a mistake in diagnosis.
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The patient was 19 years of age. During the last two weeks the

attending physician informed him that a tumor reaching to the

umbiHcus was plainly palpable.

Although a diagnosis of pregnancy was made, he thought the

patient had a cyst. He opened the abdomen in order to remove
the cyst and found he had to deal with an abscess which was lo-

cated in the right tube. He endeavored to enucleate the abscess,

but this was found impossible on account of the condition of

the patient and he had to have recourse to normal salt solution.

After this he made a vaginal opening and tamponed. The
woman's progress was satisfactory, but at present she had an
ugly sinus. She was up and about, but her condition was any-
thing but promising. He asked when should he again open
the abdomen to relieve the condition that was causing the

suppuration?
Dr. I/OUIS Frank, of Louisville, said there could be no question

as to the advisability of vaginal incision and drainage in acute
pus collections as a temporary expedient. However, his ex-

perience had been that this procedure in some cases was not
highly satisfactory, and that abdominal section had to be
resorted to. He recalled one instance in which there was a pus
collection between the bladder and uterus, where the fever con-
tinued acutely high after vaginal colpotomy.
He called attention to that class of cases, operative in character,

in which there were abscesses, as pointed out by Dr. Goldspohn,
where there might be infection of the tube and broad ligament,
which did not subside after opening the abscesses. He had met
with such cases, as he was sure other members had, which yielded
only to extirpation of the tube and the removal of the broad
ligament. He did not think sufficient stress had been laid on
the point brought out by Dr. Bonifield as to resection of the

entire length of the tube in operations done through the abdomen
where it was desirable to conserve the uterus. Great emphasis
should be laid on this, and failure to do so was responsible for

many of the secondary operations in so-called conservative work.
True conservatism consisted in removing absolutely all of these

diseased structures. Xo one could lay down any hard and
fast rule as to what tissue to conserve, as it was largely a question
of personal experience, and in his own practice, where he had
undertaken or attempted conservatism, he had met with dis-

appointment. He believed with Dr. Bonifield that the truest con-
servatism consisted in removing the disease absolutely. It was
far better to do this than to subject the woman to future danger
by undertaking the possible chance of saving a portion of a tube
or portion of an ovary.

Dr. Joseph H. Branham, of Baltimore, thought pelvic in-

flammation was very much like inflammation in other parts of

the bod}'. The cause of the inflammation was some form of germ,
but practitioners seemed to forget that the degree of virulence of

the infective agent varied so much that it could hardly be esti-

mated; that the infection in one case would be with a germ of
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very slight virulence, and then the same germ under different

circumstances or in different cases showed the very greatest

difference in the amount of virulence. When a patient had in-

flammation of the pelvis, the object of treatment was to cure
her without mutilation. Every one would agree to that. How
were we to get at it? The practitioner was certain that there

was infection of the tube; the patient might have gonorrhea,

and as a result a tender and sore tube or tubes. Such a patient,

if put to bed and given rest and her phagocytes made strong,

might get well afterward. He had seen such patients have chil-

dren afterward. When the case grew worse and the infection

severe, with indications of localized pus in considerable quanti-

ties, he would open the culdesac and put in a drain. This
should be done early. If such patients were treated in this

wise early, they would get well, no matter what the form of in-

fection was, unless the mucous membrane of the tube had been
destroyed. Opening the culdesac and establishing drainage at

an early date was one of the best conservative operations the

gynecologist could do, in his opinion. If the inflammatory
condition had gone on to the stage where the infective agent or

agents in the tubes or in the pelvis had ceased to be virulent,

where the germs in many instances had become sterile, the patient's

condition being a chronic inflammatory one, where adhesions
and other things made operation necessary, then the abdominal
route, with the removal of the diseased organs, was the best

course to adopt. But he thought early drainage in pelvic abscess,

no matter what the cause was, would save a great many tubes

by allowing the pus to escape.

Dr. Smith, in closing the discussion, endorsed in the main the

position taken by the older and more experienced members of

the profession. It was pleasant to have one's opinions backed up
by such distinguished gentlemen.
He was pleased with the position taken by Dr. Bonifield in

regard to the removal of both tubes where only one was diseased.

He had been taught that in gonorrheal cases, or where a woman
had had gonorrheal infection, even though only one tube was
found to contain pus, the other tube should be removed. This
teaching had been promulgated quite extensively, but he had not
been convinced of the importance of removing a healthy tube
in these cases, even though there was gonorrhea. He thought
thorough curettement of the uterus and a careful exsection of

the diseased tube would result in a permanent cure, and that

there was seldom any necessity for taking out a healthy Fallopian

tube, even in gonorrheal cases.

Dr. H. S. Crossp:x, of St. Louis, Missouri, read a paper with
this title.

A SIMPLE, CERTAIN AND I'NIVERSALLY APPLICABLE .METHOD
OF PREVENTING THE SERIOIS ACCIDENT i )F LEAVING A

SPONGE IN THE ABDOMEN.*

Will appear in a subsequent number of this Journal.
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DISCUSSION,

Dr. Herman E. Hayd, of Buffalo, could not see, from what
the essayist had said, the importance of adopting this method of

preventing very serious accidents in the shape of leaving sponges
and foreign bodies in the abdominal cavity after operations.

The older he grew, the more he had endeavored to simplify his

work. He had endeavored to use as few instruments as possible

and as little gauze or sponges as possible, and by this means he
was enabled to do his work with greater despatch and necessarily

with a very much smaller mortality. The method appealed to him
as clumsy, and somewhat dangerous, in that it was necessary to

draw the ten yards of cotton out of the wound and, at the same
time, having the other end dangling on the floor or in the vessel,

touching the operating table or the gown of the operator, and
everything else possibly about the operative field. Furthermore,
the method might be useful in large hospitals, but in smaller

institutions, where the question of expense entered largely into

the running of them, the matter of cost was an important factor.

Dr. JoHxN W. Keefe, of Providence, Rhode Island, mentioned
a method that appeared to him quite simple and which he had
adopted for the last few years, and this was a roll or sheet of rub-
ber similar to what dentists call the rubber dam. This sheet of

rubber w^as about nine inches wide and twelve or fourteen feet

long. It could be sterilized by boiling, and later on, on account of

the powder that sometimes adhered to the rubber, he had it washed
with normal salt solution. One could place it on a sterilized

sheet on the abdomen and gradually introduce it into the ab-
dominal cavity, thus walling off the intestines. He had used
this in gall-bladder surgery and in the surgery of the pelvis.

When a portion of gauze was in contact with the peritoneum for

any length of time, we were certain to get more or less peri-

tonitis as a result of the adhesions that formed, due to the gauze
being in contact with the peritoneum during the operation. As
rubber was absolutely smooth and moist, it would not adhere
to the intestines. He had used this for fully two years, and
had found it very satisfactory. It would not stop hemorrhage,
and if there was bleeding it might be necessar}' to resort to spong-
ing; but when the sponge or sponges were taken out, he left noth-
ing in the abdominal cavity but the roll or sheet of rubber.

Dr. Roland E. Skeel, of Cleveland, Ohio, thought that if

this method could be used in gall-bladder or intestinal work it

would be an advantage..

Dr. Charles L. Bonifield, of Cincinnati, seconded what Dr.
Hayd had said with reference to operations, saying that simplicity
was the price of success, and he thought that the method detailed

by Dr. Crossen was too cumbersome. In abdominal operations
too much attention was paid to one feature while others were
ignored. Few surgeons would be satisfied with having the end
of gauze contaminated with pus, or the contents of an abscess, by
hanging down on the floor, with the other end attached close
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to the incision. If there were no other way by which one could
be reasonably sure of not leaving a sponge in the abdominal cav-
ity, the method of the essayist might be adopted. But there

were other ways which were comparatively safe.

Dr. Francis Reder, of St. Louis, said he saw the essayist

use this method and it rather appealed to him, and he presumed
that if the members present could see Dr. Crossen work with
this method, it would appeal to them more than the inference

they could draw from the reading of the paper. He did not
think a nervous or irritable operator would content himself by
using this method of sponging, as the mere idea of having some-
thing dangling would make him nervous because he would want
to have the operative field clear. This was very essential to do
surgical work successfully. So far as the use of gauze was con-
cerned, it was only to be used for sponging lightly. It was never
to be allowed to remain for any length of time. When the sur-

geon was through sponging the gauze should be withdrawn.
Dr. John A. Lyons, of Chicago, substantiated the remarks

of Dr. Hayd with regard to simplicity, and said in a large hospital

experience he had noticed that simplicity was what surgeons were
striving for. He recalled one case in which a house surgeon left

a piece of gauze in a case of pyosalpinx. The end of the gauze
in some way got under the abdominal wall and was left there.

After the patient had left the hospital a month or so, he was
very much annoyed to find a fistulous opening which would not
close. He put the woman under an anesthetic at home, and re-

moved quite a large-sized piece of gauze, after which the patient
did well. By simplifying methods, using as few sponges as pos-
sible, counting them, and being careful to remove them, we would
not have as much trouble as in the past.

Dr. Walter B. Chase, of Brooklyn, said that "eternal vigi-

lance is the price of liberty," and undoubtedly this rule applied
in surgery as elsewhere. He was sure that it was a practical

question with every surgeon not to miss a sponge, if it could be
possibly avoided, although many men had found it necessary
to reopen the abdomen afterward on account of some foreign
body having been left in it. It had never been his misfortune
to have met with that accident. Whatever method would
accomplish the purpose of guarding against the leaving of foreign
bodies in the abdominal cavity should be adopted. It was
hardly possible to expect all men to persue the method some
other man did. One should be careful of what he was going
to do. He should have some method wherebv the use of addi-
tion and subtraction he could keep track of all sponges used,
and it seemed to him that while the method described might ap-
peal to others, it hardly appealed to him. Dr. Havd had re-

ferred to simplicity, to the use of as few sponges and instruments
as possible, but he thought that if one made it a rule[in abdominal
surgery never to leave inside the abdominal cavitv a foreign
body, such as a sponge, and charged his mind with it when he
began, and had his assistants appreciate that fact, he would not
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likely leave it in the abdomen. He would like to see the method
described carried out, but he thought it was largely a question

of the individual operator, who was perfectly satisfied that he
had not made a mistake.

Dr. Crossen, in closing the discussion, said that the question

of simplicity in surgery was one of the most important surgeons

had to deal with. The number of sponges used in operations

was a much greater departure from simplicity than five strips

of gauze. It was the simplicity of the method on which the

author laid stress. He dealt with only five strips of gauze, and
in many cases with only three, and with these strips all the

sponging was done. There was no running here and there for

sponges or calling for them; everything was within reach. In
well-regulated hospitals, where one could have the assistance

of nurses and trained help, there was very little danger, but a

good deal of abdominal surgery was not done in these ideal

institutions, and the method was simple and practical in such
instances.

First Day, Afternoon Session.

THE MOBILITY OF THE PATIENT AFTER LAPAROTOMY.^
BY

WALTER B. CHASE, M. D.,

Brooklyn, New York City.

Visiting Surgeon Bethany Deaconesses Hospital; Consulting Gynecologist Long Island
College Hospital, Nassau Hospital, and Jamaica Hospital.

Much has been written and more has been said about the

governing principles and the technic of abdominal surgery in

all its bearings; but it is my purpose to speak of one feature of

postoperative laparotomy— that of the mobility of the patient

;

and that will embrace both passive and voluntary exercise. At

the best the patient unavoidably suffers more or less annoyance

and pain succeeding the operation, continuing a longer or shorter

period according to the circumstances of the individual case,

and this fact imposes on the operator an obligation to minimize the

suflFering.

In the early period of abdominal surgery, great attention was

paid to the physical quiet of the patient, and rigid measures

were adopted to ensure immobility, both active and passive, as

essential to the best result. Longer experience has demonstrated

the needlessness and injury of such extreme restriction. Then

and, too often, now no latitude was given to the inclinations

of the patient; but rigid immobility was ruthlessly enforced.

'^ Read at the twenty-first .\nnual Meeting of the American Association of

Obstetricians and Gynecologists, at Baltimore, September 22-24, iQoS.
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After the operation the patient was placed flat on the back,

the hands kept under the blankets, the head lowered to the level

of the body, and the legs were maintained fully extenleJ. Tais

was a refined species of cruelty, needless and injurious, and only

equalled by Treves's deadly tnirst considered as essential to

the hii^hest chances of recovery after abdominal section.

Such directions, and many less arbitrary, should find no

place in the after-management of laparotomies. The supporting

of the head on a pillow is a most gracious relief to the tension

of the recti muscles, and such mobility of the trunk and the ex-

tremities, active or passive, as will tend to the actual comfort

of the patient; particularly the rolling of the patient from

side to side, be it never so little, supported with incompressible

bolsters under the mattress, together with elevation and support

of the knees to relieve abdominal tension, are both reasonable

and salutary, when allowed under proper precautions. Such has

been my practice for years. But now the reaction has gone

dangerously far in the opposite direction, until some surgeons

advocate and practise having the patient sit up the day after the

operation and walk about the room the succeeding day, allow-

ing the patient to leave the hospital at the end of the week.

It is this radical innovation to which I raise a protest; and for

reasons which I believe are rational and logical and in keeping

with the physiologic and pathologic conditions present.

The cardinal prerequisites for the prompt healing of wounds
are perfect coaptation, perfect rest, and freedom from infection;

and whatever tends to interfere with such results deserves un-

qualified condemnation. In intestinal anastomosis, and when
intraabdominal suturing is needful, on structures more or less

pathologic, voluntary movements of patients must be restricted.

The contractility of the recti and transversalis must be diminished

by adhesive plaster or the many-tailed bandage. The muscular

contraction incited by active or passive motion is not lost

or obliterated, but with every degree of mobility of the trunk

the healing process may be disturbed.

In the light of experience every operator knows that whether

from conditions intrinsic to the case, or from anatomical or acci-

dental causes, hernias from imperfect union too often mar the

result of an otherwise satisfactory operation. The time required

for healing of the external structures in abdominal sections, must
be considered. There is authoritative basis for the statement,

that under favorable circumstances the healing of these structures
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by first intention, may be completed in eleven days, but a some-

what longer period is requisite for this process to have acquired

its full measure of resistance to muscular contractions, either

active or passive.

In view of this fact, it seems remarkable that sound judgment

consents to the early mobility of the patient in getting up or out

of bed. If healing is delayed from any cause, then the time in

which mobility, either partial or complete, should be permitted,

would depend on the individual case. Doubtless time will give

us more information in the relation to the frequency of imperfect

scars and in the development of hernias from these causes.

As pertinent to the healing of wounds which involve the peri-

toneum, the experience and result obtained in hernia operations

at the New York Hospital for Ruptured and Crippled is most

instructive, and demonstrates how immobility of the parts by the

application of plaster or other immovable dressings has yielded

results so conservative and satisfactory as to make comment
unnecessary.

In the present status ot this subject there are two distinct and

divergent views, both having distinguished adherents, and both

claiming superior advantages. Without going far in analyzing

these conflicting views, those who favor their patients sitting

up the day after laparotomy and on the morrow to go about the

wards of the hospital, have come forward with the allegation that

long continued rest in a horizontal position tends to the develop-

ment of thrombosis, embolism, or phlebitis.

Boldt makes such a statement which is tentatively endorsed

by Polk, and quotes the Mayos as confirming by their observation

the diminishing percentage of these complications of these patients

getting up within a week from the time of operation. The doctrine

of Reis is well known in this relation. This is the crux of the whole

matter. Does the early getting up of the patient bear a fixed and
determinate relation to these complications? Is it a question of

the mechanism of circulation or of pathologic change which is

responsible for these accidents? If an authoritative answer to

this problem is to be found it must be answered by experience

and by hystologic and pathologic demonstration.

As regards the matter of experience every operator, with little

or much observation, instinctively turns to his individual experi-

ence, the influence of which is one of the most precious guides

to right deduction and without which he would become an autom-

aton. When one observer compares his own with another's
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experience/ some light will shine on the point in dispute and

when the combined experience of many is analyzed more valuable

deductions may be drawn. In appealing to my own experience,

I find I have had but one case of phlebitis following abdominal

section. During a much shorter period I have known some

operators who have had a discouraging percentage of this com-

plication. A pertinent inquiry forces itself on the attention of

every operator, whether these cases of phlebitis are not of

infective origin, and that the supine or upright position of the

patient can be but a contributing factor in the problem. Such

a conclusion appeals to me as probable and altogether logical.

It needs no prophetic vision to trace the causative relation

which exists between phlebitis and thrombosis eventuating in

embolism.

Observers like Noble, Baldy, and others, declare phlebitis

is not due to prolonged horizontal position in bed. An eminent

pathologist has expressed to me his belief that early getting up
after abdominal section enhances the risk of thrombosis and embo-
lism and that the accident of phlebitis is due to infection and not

to blood stasis. The risk of the accidents mentioned are by no

means the only ones to be encountered. Within the year an

operator of standing presented several patients to one of the

largest medical societies in Greater New York as demonstrating

the safety of allowing patients to sit up the day after the operation

and be about the hospital the second or third day. No one

questioned the accuracy of his statement, but he did not suggest

that a committee of the society be asked to examine these several

cases and report on the healing of the abdominal incision, and the

strength of the abdominal wall.

No one doubts the prompt union of the abdominal incision

with the patient out of bed in certain cases, but that such results

warrant the inference, or that routine practice justifies the

rule that it is better for the patient to be out of bed before the

expiration of a week, lacks demonstration. Doubtless both im-

perfect abdominal support and too early mobility of the patient

are frequent exciting or contributing causes for weak abdominal

walls and resulting hernias, which are the opprobria of the

surgical art. In proportion as the abdominal muscles are

quiescent, other things being equal, will healing be facilitated.

Mechanical support of the abdominal wall and freedom from

voluntary mobility of the body are the prime factors which in-

fluence such restoration of the parts. This becomes more appar-
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ent when we consider other influences which defeat union of

the abdominal incision. Apart from voluntary motion, infec-

tion at the time of the operation maybe unknown to the operator,

together with unknowable intrinsic conditions of the structures

which retard or prevent primary union. These may not be-

come apparent until after the lapse of several days, and their in-

jurious influence may be much exaggerated by getting the patient

in an upright position during such period. Long continued

illness apart from ailments for which the operation was neces-

sary, often requires protracted rest in bed.

These rules apply equally to septic cases in which drainage

was had through the abdominal incision. Again, unexpected and

sudden death from grave complications and suits for damages, the

result of assuming the upright position a few days subsequent to

the operation, due, it may be, to causes which, wholly or in part,

were independent of the disease for which the operation was

done, must restrain the conservative operator in pursuing a

course, which has in it so much that is fanciful and so little that

is practicable. When the physical and pathological rules

bearing on these conditions have been properly adjusted, it is

confidently believed a middle ground w411 be found on which

all but extremists can stand. In the majority of patients active

exercise out of bed may be allowed during the third week after

operation; others will make a satisfactory getting up somewhat

earlier, while with others a month must elapse. This is a

matter of judgment in an individual case. One of the mis-

chievous influences, which has grown out of the new dogma, is

reflected in the sentiment of occasional operators who apparently

cherish a belief that they are adding to their reputation by report-

ing that their cases are up and out at the end of a week.

936 Saint Mark's Avenue.

DISCUSSION.

Dr. Albert Goldspohn, of Chicago, could not resist the temp-
tation to remark that the principal motive on the part of men
who advocate the early getting up of patients after operations

was very much the same as that of the grocer when he sold sugar

for less than it cost him in a show window. It was something of

a novelty, something to attract attention. This kind of noto-

riety honest and scientific men had better not seek. Advertising

in that manner or any other should not be indulged in.

As to the impropriety and utter wrong of inducing these

people to get up on the second or third day after laparotomy,

there could hardly be any question, if we considered the princi-

ples of the healing process, either primary or secondary union,
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or if we considered the minute processes that went on with the lig-

ature, whether it be absorbable or nonabsorbable, and that

surgeons operated for things more important even than the

getting of union of an abdominal incision and the absence of

hernia. A patient was not operated for the purpose of making a
show, but there were much more serious things, and if the

whole procedure, the surgical risk, the loss of time, the expense
was rewarded by the greatest amount of good of actual im-
provement in health, then the surgeon must wait, not simply until

there was perfect union and perfect exercise of all muscular
play in the abdominal parieties, not simply because the sutures

were holding things together, or because there had been se-

rous union, but until cicatrization was fairly complete, and that

certainly was not possible in less than ten days. He thought
surgeons had erred in keeping some patients in bed unnecessarily

long. But even if they were, how much were they harmed in

health, extremities and trunk? What injury had come to their

muscular system or osseous frame from lying in bed a few days
longer than was actually needed? What happened to these

patients when they remained in bed with a fractured limb? Did
a long stay in bed take away their strength, their health, or de-

tract in any way from their strength or vitality? He failed to see

it. Extremes in either direction were a mistake, and the ex-

tremes of stimulating and prodding patients to get out of bed so

soon after abdominal operations were advertisements to be
avoided.

Dr. D.aniel H. Craig, of Boston, referred to postoperative
phlebitis and thrombosis, and said that early mobility of a
patient after operation certainly had a relationship to the post-
operative complications of phlebitis and thrombosis, and he
thought early mobility of a patient lessened the liability to those
complications. He had established in his own mind what was
really a fact, that the old dictum that infection was the cause of

postoperative phlebitis and thrombosis was not necessarily

true. It might be true in some cases. For a long time there
was a middle ground in which all the other surgeons' cases were
infectious, while ours were not. He thought some of our cases
were infected, and some of the other fellows' were not.

It appeared to him that to lay down any arbitrary time
for keeping patients in bed after operation was entirely

wrong. If we were going to lay down a rule for the guidance
of tyros in the profession, we had better lay down rules to keep
patients in bed for a long time. If rules were laid down for the
use of competent surgeons, the individual man's judgment in

the individual case must be the rule. It was perfectly safe to
allow some patients to get up early, while it was unsafe to allow
others to do so, and this should be the basis on which the sur-

geon should work. For months he had allowed certain patients
to get out of bed on the third day; others were allowed to get out
of bed a day or two later. He had kept some patients in bed
twenty-one days, but either rule would have been foolish if
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applied to the other patient. It was not possible to lay down
rules. One of the wisest guides, other things being equal, was
the patient's inclination. Given a patient without elevation

of temperature or acceleration of pulse, good healing of the wound,
everything in a satisfactory condition, if that patient felt well

enough and expressed an inclination to rise in bed, other things

being equal, he would let her get up. If she did not suggest it,

he seldom urged it. On the other hand, it was safe to keep her
in bed if it was not for too long.

ECTOPIC GESTATION WITH VIABLE CHILD; WITH
REPORT OF THREE CASES.'

BY
X. O. WERDER,

Pittsburg, Pa.

While ectopic gestation is a comparatively common occurrence,

the fetus rarely survives the first two or three months of its

existence. Rupture of the ovisac usually takes place wdthin the

first two months of gestation, and with it or even before that the

fetal life is terminated. Occasionally, however, through some

fortunate accident, the ovum is not completely detached, at the

time of rupture, from its original site and the placental circula-

tion remains undisturbed. In such instances new attachments

between the ovisac and the structures with which it is brought

into contact are formed, enabling the fetus to survive the catas-

trophe and to continue its growth until it reaches the period of

viability, unless a new or secondary rupture terminates its

existence before that advanced stage of development is reached.

In spite of the most unfavorable conditions in which the ectopic

fetus finds itself placed under such circumstances, cases in

which the viable period has been reached are no longer so ex-

tremely rare as Sittern (" Ergebnisse der in den letzten 20 Jahren

durch Koliotomie bei lebendem Kinde operirten Falle von vor-

geshrittener Extrauterinschwangerschaft," Archiv fiir Gynako-

logie, vol. Ixxxiv., Heft i) has recently been able to collect 145

cases from literature in which a living fetus of viable age has been

delivered by means of operation. This number could be greatly

multiplied were the cases considered in which dead fetuses of ad-

vanced age, either macerated and decomposed or in the form of

lithopedion, have been removed by operative intervention.

Extrauterine pregnancy with a viable fetus is still, however,

of sufficient rarity to command more than passing interest, par-

I Read at the twenty-first annual meeting of the American Association of

Obstetricians and Gynecologists at Baltimore, September 22-24, 1908.
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ticularly as there are many questions, especially in regard to the

treatment, which have by no means been finally settled, and any

case of this character may, therefore, help to contribute to a

more definite knowledge of this freak of nature and its successful

treatment. It is for this reason that I wish to put on record the

three cases which it has been my unusual fortune to see during

my experience and to give the result of their operative treatment.

As the first case was fully reported in the New York Medical

Record, November 24, 1894, ^^id i^^ the Transactions of the

American Association of Obstetricians and Gynecologists, only a

brief review of the most important features will be submitted.

Case I.—Mrs. F. McC, age thirty-five, referred by Dr. Wallace,

of East Brady, was admitted to Mercy Hospital, January 23, 1894,

when the diagnosis of extrauterine pregnancy with living fetus of

six months was made. Operation w^as deferred in the interest

of the fetus until April 4, when she w^as delivered by abdominal

section of a living child. It w^as contained in a sac to which

numerous loops of intestines were adherent and which terminated

between the folds of the broad ligament. The attempted ex-

tirpation of the sac was interrupted by a frightful hemorrhage

from the placenta; while my assistant used sponge pressure over

the placenta, I rapidly clamped the ovarian artery in the left in-

fundibulo-pelvic ligament and with another forceps clamped the

branches of the uterine artery along the left border of the uterus,

which at once controlled the hemorrhage so that the placenta,

which was spread out over the spinal column and the right pos-

terior wall of the pelvis, could now be separated with compara-

tively little loss of blood. It was, however, impossible to extirpate

the sac entirely, as a portion of it was so firmly attached to the

intestines that a complete separation had to be abandoned. The
freed portion of the sac was then excised and the remainder gath-

ered and drawn together, sutured to the parietal peritoneum and

its cavity drained by a strip of iodoform gauze. The abdominal

incision was then closed, excepting at the point of drainage.

The patient made a smooth and interrupted recovery, and has

enjoyed good health ever since. The child, though considerably

deformed, was strong and showed considerable vitality and did

well for two days. On the third day, however, it became very

restless, its breathing became rapid, temperature rose to 104°,

in which condition it continued until its death four days after

delivery. The cause of death was supposed to be pneumonia,
though no autopsy was held.
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Case II.—-Mrs. R. B., age twenty-four, referred by Dr.

Gentry, was admitted to Mercy Hospital on November 30, 1896.

Diagnosis of ectopic gestation at seven and one-half months was
made.

Family history negative. Puberty at fourteen, menstruation

always regular and painless. ^Married four years. She had one

child twenty-one months ago, labor was very easy and convales-

cence normal. No miscarriages. Has never been ill of any
account. Present illness began in April, when she missed her

period, which, however, reappeared May 18. Previous to April,

her menstruation had always been very regular.

In September she was compelled to go to bed with "inflamma-

tion" for four weeks, and at that time she first discovered quick-

ening. Pains have been very severe since September and more or

less constant. On examination the shape of the abdomen was
found to be very peculiar and irregular. It contained a large mass

about the size of six months' pregnancy filling out the right

quadrant more prominently than the left one. Fetal movements
could be distinctly felt by abdominal palpation and fetal parts

could also be palpated, especially the head, of which the anterior

and posterior fontanels were especially well-marked. The fetus

apparently occupied a rather transverse position in the abdominal

cavity. Bimanual examination shows the cervix to be soft and
flabby and with old lacerations. Parts of the fetus can also

be very plainly palpated through the vaginal fornix. The uterus

was slightly enlarged and pushed to the left. The point of separa-

tion between the uterus and gestation sac could be distinctly

felt up to the fundus, excepting at the right cornu. The vagina

had a decidedly purplish hue. Fetal heart sounds are most

distinct below and to the right of the umbilicus. The patient

was thin, anemic-looking, poorly nourished and rather feeble;

pulse 100 and above and very compressible.

Operation, December 14, 1896. The abdomen was opened

freely and the sac exposed It was found adherent all around,

excepting on its anterior surface. The sac was then opened and
the fetus rapidly delivered, scarcely one ounce of amniotic fluid

escaping from the incision. The placenta was situated in the

lower portion of the sac, spread out over a large portion of the

pelvis. Without disturbing it, I at once began separating the sac

to the upper portion of which the intestines were adherent.

Unfortunately, neither the ovarian nor the uterine artery was
accessible, and the plan to secure these vessels, which in the first
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case had proved so signally successful, could not be carried out

at this stage of the operation. We continued, therefore, to free

the sac until the placental site was reached, when a terrific hemor-

rhage interrupted our efforts. Towels and sponges were used to

make pressure upon the placenta, and my assistant also com-

pressed the aorta, while I rapidly finished the extirpation of the

sac and placenta with the adherent uterus. The appendix was

also found adherent to the sac and had to be removed.

As a large quantity of blood had been lost and the operation

was quite tedious, the patient left the table profoundly shocked

and with a pulse of one hundred and eighty. In spite of very

free stimulation during the next two days she succumbed on the

third day after operation. The child's arms and legs were slightly

deformed, similar to the first case but to a less degree, but it

was more poorly developed, small and very feeble and survived

the delivery only a few hours. As this specimen disappeared

in some unaccountable manner before a very careful investi-

gation of it had been made I am unable to give a detailed

description of the sac and placenta.

Case III.—Mrs. T. L. M— -. Thirty years old. Refer-

red by Dr. Burns, of Washington, Pa. Admitted to Mercy

Hospital on September 19, 1907. Diagnosis of ectopic preg-

nancy at about six months. She has had three children, the

youngest four years of age. Last normal menstruation, March
i3> 1907- In April she had a slight show which kept up almost

the entire month and was accompanied with considerable

cramp's at times. May i she had sudden severe pains in

abdomen, which was followed by a slight show lasting only a

few minutes. No show at all in June until she had a "mis-

carriage" about the middle of the month, which was, however,

not accompanied by much hemorrhage. Curettement was

performed on June 22, cleaning out much placental tissue.

Pairs kept up in spite of all though she was able to be up and

around. For the past four weeks she has felt life and feels a

"lump" in the left side. She has not seen any menstrual flow

since June.

On examination made by me on September 4 I found the

abdomen enlarged to about the size of five months, pregnancy

the tumor extending closely up to the umbilicus and more promi-

nent on the left side of the abdomen, which it fills more completely

than the right side. Fetal movements are very distinct.

The uterus is soft and enlarged and posterior to the fetal tumor
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but apparently attached to it by the upper anterior surface of

the fundus. To the left of what seems to be the fundus is

another smaller mass about the size of a goose-egg, soft and

attached to uterus and fetal tumor. The fetal tumor is firm

and solid and pretty well out of the pelvis. Dr. Burns stated

to me subsequently that at the time of curettement not only

placental tissue but also a small fetus was removed from the

uterus, so that there could be no doubt of a uterine pregnancy

complicated by an ectopic.

Operation October 17, 1907. After a free abdominal incision

extensive omental and intestinal adhesions (several loops)

covering the whole upper aspect of the sac, and also anteriorly

and laterally, especially on the right side, were carefully separated.

These adhesions were not firm excepting on the upper surface.

The tumor was now bare and was carefully inspected. The

sac itself was of milk-white appearance, very tense and extended

down to a little below the brim of the pelvis. On the right side

the sac was evidently covered with peritoneum derived from

the broad ligament, containing immense blood-vessels, some

finger-thick, running from the pelvis up the right lateral part

of the sac to its upper portion. As these vessels were thought

to supply the placenta the whole bundle was carefully tied with

a double catgut ligature, by passing a slender hemostatic forceps

between them and the sac, thus drawing the ligature under the

vessels. This mass of vessels was then divided between the

ligatures. The sac was then carefully opened in the middle

upper portion when the back of the fetus was at once exposed,

very little amniotic fluid escaping. The opening was rapidly

enlarged with the fingers, the fetus extracted and the umbilical

cord, after clamping, divided. The head of the fetus occupied

the left lower portion of the sac, while the trunk was in the upper

portion curled up in a semi-circle, the lower extremities and

the arms occupying the cavity of the circle.

The placenta was now found in the lower portion of the sac

quite intact and perfectly dry. The posterior aspect of the sac

was now delivered from its adhesions until it could be safely

removed from the abdominal cavity. It was now found that

the whole sac was attached to the right side of the uterus; the

pedicle consisting evidently, partly at least, of the right adnexa

and broad ligament, the latter being of course very wide, vascular

and thick near its uterine attachment. The pedicle was then

securely clamped by three-clamp forceps, cut and tied in sections

i
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by a number of heavy catgut ligatures. The only bleeding of

any consequence encountered was right in the beginning when
separating omental and ntestinal adhesions from the sac. The
rest of the operation was very much the same as an ordinary

ovariotomy with adhesions. It was easy beyond all expectation.

The abdomen was closed without drainage. The patient stood

the ordeal very well and left the table in good condition. Pier

convalescence was easy and smooth and not marred by the

slightest complication or disturbance. She has been in good

health since.

Report of Dr. Robinson, Pathologist of Mercy Hospital.—Ana-
tomical description: Specimen consists of a fetus, white, female

sex, and of placenta. The former measures 39 cm. in length,

and has lo cm. of the umbilical cord attached to which is clamped

a forceps. The cranial vault is normal. The left ear is folded on

itself, the posterior half covering the anterior half. The left

side of the lower jaw rests on the folded arms and has been

distorted by pressure so that the face is disfigured. At the base

of the second and index finger of the right hand is a reddened

discoloration probably from pressure necrosis. The legs are

folded and show evidence of pressure which has produced

deformities. The right leg lies over the left, the thigh being

flexed on the body, the leg directed downward and to the left

where the ankle meets the middle of the left leg. Here it is

bent around the left leg, the convexity being a little above the

ankle on the lateral outer aspect. This produces a marked
inversion of the foot and when the leg is extended talipes equino-

varus. The opposite leg is more deformed, having adapted

itself to the position of its fellow and being beneath suffered

greater pressure. The portion above the ankle and for half the

distance to the knee bears a depression and the tibialis anticus is

atrophied here. The foot is acutely everted and flexed forming

a talipes calcaneovalgus. At the flexure in the outer right side

is a brownish-black pigmentation. The labia are very prominent,

the labia minora protruding between the labia majora. The
hair of the head is plentiful and the lanugo covers the body,

being especially plentiful over the shoulders.

The placenta measures 15 cm. in diameter having a portion

of umbilcial cord attached. Four cm. from one margin the

amniotic sac is divided equatorially and reflexed. Several promi-

nent blood-vessels and some minor ones are seen coursing

over the fetal surface of the placenta. On the reverse, the tissues
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are deeply congested, irregular and roughened by numerous

delicate fibrillae or broad fibrous tags. Near the latero-central

portion is a prominence of firm, pink substance resembling uterine

musculature. Directly beneath is a ridge of firm flexible nature

seeming to be continuous with the outer surface of the protuber-

ance mentioned and suggesting the broad ligament in its position

and formation. Behind and below the prominence is a semilunar

mass, yellowish-pink in color, suspended like a hammock, appar-

ently the ovary. At the outer and upper end of this mass is an

irregular rope-like, elongated mass ligated at two places with

catgut. At the thickest portion of this mass the more or less

patent ends of dilated blood-vessels are seen. This rope-like

process extends in a long loop diminishing in size until it reaches

the area of what is probably the broad ligament and at this end

shows tortuous blood-vessels beneath the peritoneum.

A flattened, pyriform mass accompanies the specimen having

been discharged from the uterus by the vaginal route the day

following the operation. It is firm, deep red, thickened at the

narrow portion and thin at the large end, with a yellowish-white

membrane within which some yellow flocculent material is seen.

It is evidently a cast of the uterine cavity formed by decidua and

endometrium.

That all these cases began as tubal pregnancy can hardly be

questioned. The time of rupture can be estimated from the

history of every case. In the first case it occurred at about the

end of the second month; in the second case it seems to have

occurred unusually late, about the middle of the fourth month,

and in the third case severe cramps about six weeks after the

last menstrual period would indicate that rupture took place at

that time, though the complication with normal pregnancy and

a subsequent abortion causes the symptoms to be rather mixed

and consequently less definite than in the previous cases. In

none has there been any evidence of a secondary rupture, though

what seems to have been the .primary rupture in the second case

may in reality have been the secondary one, which would account

for its late occurrence. In all these cases the fetus was contained

in a distinct sac, in the last one possibly in its original amniotic

covering. They all contained a scanty amount of amniotic fluid,

not more than a couple of ounces at most and the sac in all these

cases was tightly drawn around the fetus. The placenta, which

in all ectopic cases is considerable larger apparently than in a

normal uterine pregnancy, was spread over a large area. In the
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first two cases it involved even loops of intestines, but fortunately

not very extensively so that its enucleation aside from the hemor-
rhage proved technically difficult only in the second case.

In none of these cases was the diagnosis attended with great

difficulty. In the advanced form of extrauterine the only other

condition with which it might be confounded is normal uterine

pregnancy. Mistakes in diagnosis are therefore less likely to

occur than in the earlier forms of ectopic gestation, though even

the latter cases are not usually difficult to recognize. The pecu-

liar, irregular outline of the tumor, the very easy palpation of

the fetus w-hich seems to be almost directly under the skin of the

abdomen, and the very audible heart-sounds as compared with

uterine pregnancy, are such characteristic features of the ex-

trauterine location of the child that they alone would suffice

to attract our attention. In addition to this In the first two cases

a part of the fetus occupied the lower portion of the pelvis and
was so easily felt by the examining finger in the vagina, that it

appeared that only the mucous membrane of the vaginal fornix

separated it from the vaginal canal. The only difficulty experi-

enced in the examination was the marked tenderness over the

whole uterine tumor, necessitating very gentle manipulations and
making firm pressure impossible without anesthesia. This unsual

sensitiveness may, therefore, also be regarded as an important

factor in the differential diagnosis between uterine and ectopic

gestation. In all cases the uterus was considerable enlarged,

the cervix softened and rather patulous as in uterine pregnancy,

with some of the purplish discoloration of the vagina that is

peculiar to that condition, though less pronounced than in an

ordinary pregnancy. On bimanual examination the lower

two-thirds of the uterus could be felt as quite distinct from the

tumor, particularly with a little traction upon it with a tenacu-

lum forceps hooked into the anterior lip of the cervix. Under
anesthesia the whole fundus uteri could be palpated excepting

at the side where the cornu became blended with the fetal tumor.

While it is, therefore, usually not difficult to recognize extra-

uterine pregnancy when it really exists I have in several instances

been greatly puzzled by cases in which ectopic gestation had
been suspected but which turned out to be a uterine pregnancv.

In these cases there was a very atypical relaxation of a part of

the uterus, that part which contained the fetus, while the other

half was firmly contracted and hard. The uterine walls surround-

ing the fetus seemed to be as thin as tissue-paper so that they
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could not be felt at all, and fetal parts could be palpated as being

immediately under the abdominal skin, just as described in the

ectopic cases, while the contracted portion of the uterus gave

the impression of an unimpregnated womb. If repeated exami-

nations did not clear up the matter, I have in several cases suc-

ceeded in recognizing the true condition by gently introducing

one finger into the relaxed and dilatable cervix, pushing it up to

the internal os where I was able to make out the intact amniotic

sac. As no harm resulted in any of these cases from this maneu-

ver, I can recommend it as a safe, satisfactory, and perfectly

reliable means of establishing the exact diagnosis in such truly

puzzling cases which have in not rare instances remained unrecog-

nized untill the abdomen was opened.

In the first case the operation was postponed until one or two

weeks before the end of term, but on account of the marked

deformity of the well-developed child delivery at an earlier

period was thought more desirable, because by the absorption

of the liquor amnii during the last months and the greater size

of the fetus, compression of the latter by the surrounding struc-

tures would be more liable to cause deformities which an earlier

delivery might prevent. While this supposition proved correct

in the last two children delivered at seven and one-half months,

this advantage was more than counterbalanced by the lack of

development, general weakness and poor nutrition shown in the

last two cases which have demonstrated to me that an ectopic

fetus, which under the most favorable circumstances is at a great

disadvantage compared with a child of uterine pregnancy, has

very little chance of living when delivered prematurely. It is,

therefore, unwise and very dangerous to the child in whose interest

the operation is deferred at all, to deliver it much before the end

of term.

It may be asked, why postpone the operation at all when the

diagnosis of advanced ectopic gestation has been definitely

made in view of the fact that ectopic children have so little

chance of surviving their birth, while on the other hand the

mother is not only kept in anxious suspense for weeks and

months, but is also exposed to some danger from rupture and

other complications?

Admitting that an ectopic child is illy prepared for life, and

that most of them succumb shortly after birth, yet some of them

have reached the adolescent period, one at the last report being

nineteen and one-half years old. Of one hundred and twenty-



OBSTETRICIANS AND GYNECOLOGISTS. 805

two cases collected by Sittern, sixty-three survived the first

month. It seems to me, therefore, that the child has some right

in this condition, provided that the mother's life is not unduly

jeopardized by the delay. The greatest danger to the mother is

undoubtedly from a secondary rupture of the sac. That this,

however, is comparatively rare is shown in Sittern's statistics

who is authority for the statement that among 579 cases in the

second half of ectopic pregnancy, including 179 with viable

child, only in 7.4 per cent, secondary rupture occurred.

The life of the mother is, therefore, particularly when under

careful and close observation as such a patient always should

be, not often very seriously endangered by the delay required to

obtain a living child. Neither is the operative mortality greatly

increased by postponing the operation until viability of the

fetus is reached. I personally at least would favor, therefore,

in justice to the child postponement of delivery to as near the

end of term as the safety and well-being of the mother would

permit.

In all these cases the placenta was removed with the sac,

completely in the last two cases, while in the first a small remnant

of the sac which was very intimately attached to the intestines,

was drawn together, stitched to the abdominal incision and

drained. Xo drainage was used in the last two cases. This

brings us to the very interesting subject of the treatment of the

placenta and sac. Even at the present time there is a great

diversity of opinion as to the best and safest method of dealing

with these important products of ectopic gestation. The

placenta particularly has been the stumbling block in the treat-

ment of this condition, and the principal reason of this has been

the great danger of uncontrollable hemorrhage from these struc-

tures during operation. This fear of fatal bleeding has deterred

the older surgeons from operating on cases of advanced extra-

uterine pregnancy until after the death of the fetus, when the

placental circulation ceases and the danger of hemorrhage is

considerably diminished. Even at the present day this method

finds some advocates, though the number is constantly dimin-

ishing. Very recently (Amer., Jour, of Obst., February,

1906) Charles A. L. Reed advises to wait, if no urgent symp-

toms are present, until two or three months after the fetal death

as by that time the placental blood-vessels are mostly obliterated.

A delay beyond that period he regards as injudicious because

absorption of decomposed products from the fetus might give
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rise to symptoms of intoxication, and advanced destruction of

the soft parts might expose the patient to pains and mechanical

irritation from the loosened bones.

The laudable desire to deliver a viable child has influenced

surgeons, however, especially in recent years to overcome the

difficulties connected with the placenta and sac in various ways.

Some, after delivery of the child, left the placenta and sac undis-

turbed, sewing the latter to the abdominal walls and draining it.

The result has almost invariably been sepsis and secondary

hemorrhage, so that Lusk very properly said of these that "the

fortunate results belong to the domain of miracles and do not

invite to imitation." In view of the fact that a dead fetus

with sac and placenta has often been carried in the abdomen
for years without any very serious accidents, it was tried to

imitate nature by leaving the placenta and sac after the delivery

of the child without draining it, that is closing the abdominal

cavity completely over these structures after operation. The
results, though tried in only a few cases, were not encouraging.

?kIost of the cases became septic subsequently and in spite of

reopening the abdominal cavity, proved fatal.

The only rational treatment, therefore, seems to be the entire

removal of the placenta and sac whenever possible, or at least

the placenta and as much of the sac as can safely be extirpated,

leaving as little foreign material as possible in the abdominal

cavity to invite sepsis and other disturbing elements, during the

patient's convalescence. The cases in which this procedure is not

possible should in my opinion be very rare, provided all necessary

precautions and safeguards against that one great danger in this

operation are made use of—namely, uncontrollable hemorrhage

from the placenta.

The placenta derives its blood-supply mainly from the ovarian

artery and its anastomosing branches of the uterine artery.

If we succeed in controlling these two arteries at the onset of

the operation, immediately after the delivery of the fetus no

excessive hemorrhage need be feared, as was demonstrated very

conclusively in my first case. The most terrific bleeding was

immediately under complete control after clamping the infun-

dibulo-pelvic ligament on one side and the vessels leading from

the uterine cornu on the other. We should endeavor, therefore,

to get at these important vessels as soon as possible with as

little disturbance of the sac and placenta as practical. Unfor-

tunately these arteries are not always easily accessible as I
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learned in my second case. The fetal tumor completely blocked

the pelvis above the uterus, so that the latter could be located

only after extensive dissection and separation of the sac. I

was greatly hampered by the frightful hemorrhage from the

placenta when brought into close contact with the latter. It

is, therefore, not always possible to secure these arteries in time

to prevent hemorrhage and possibly to save the patient, and in

such cases compression of the abdominal aorta is the only means

we possess to control this truly alarming bleeding. This was

resorted to in my second case but unfortunately not until the

patient had lost a large quantity of blood. To anticipate this

accident I should, therefore, in the future, at least in all such

cases where the ovarian and uterine arteries cannot be reached

very promptly, use compression of the aorta as a prophylactic

as soon as the delivery of the fetus is accomplished.

As digital compression is not entirely satisfactory for various

reasons, some other mechanism should be substituted which

efifects compression of a wide section of the aorta, the object

being temporary occlusion of the artery without injury to its

walls or lumen. Surgeons have been experimenting in this line

for the treatment of abdominal aneurysms and Halstead (The

Result of Complete and Incomplete Occlusion of the Abdominal

and Thoracic Aorta by Metal Bands. Journal of the American

Medical Association, December 29, 1906) has devised a metal

band which can be left on the aorta for hours, even days, without

damaging its coats in the least. This he has demonstrated by

numerous experiments on dogs and in a few instances has applied

this method also on the human subject. He, as well as others,

has demonstrated that such compression can be kept up for hours

with safety and without fearing serious complications. There is,

therefore, no reason why it should not be adopted as a means to

control the bleeding and prevent the disastrous hemorrhage so

much dreaded in dealing with the placenta in these cases.

My plan of procedure in advanced ectopic gestation, especially

when the sac fills up the pelvis and when it is impossible to

gain early access to the uterus and the ovarian and uterine

arteries, would be to begin by exposing the abdominal aorta,

encircling it by means of Halstead's metal band or an ordinary

broad clamp whose branches have been protected by rubber

tubing, such as an intestinal clamp. This should, however, not

be tightened until after the delivery of the child, as too early

occlusion of the vessel might jeopardize the life of the fetus by
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prematurely cutting off its blood-supply. The complete extir-

pation of sac and placenta could now be effected without undue

haste and without fear of hemorrhage. Even those cases in

which a part of the placenta has become engrafted upon loops of

intestines should not necessarily decide us against completing

the radical operation, because resection of the damaged intestine

whenever such should be required, could be resorted to, as was

done by McDonald in a similar case.

Having, as I firmly believe, in the prophylactic instrumental

compression of the abdominal aorta a safe and reliable means

to prevent the so much dreaded placental hemorrhage, which

has really been the principal stumbling-block in the surgical

treatment of advanced ectopic gestation, there seems to be no

longer any juster ground than radical operation in this condition,

consisting in the complete extirpation of the gestation sac with

living placenta an operation which, in my opinion, is the only

proper and correct surgical procedure for these cases.

524 Penn Avenue.

SOME EXPERIENCES WITH EXTRAUTERINE PREG-
NANCY AND REPORT OF CASES.^

BY
HERMAN E. HAYD, M.D., M R. C. S. (Eng.).

Buffalo, N. Y.

The importance of this subject, together with its very fre-

quent occurrence and the now universally accepted surgical

treatment of the condition, has prompted me to write this

paper, in which I shall try to deal briefly and practically, with a

few phases of the question and give the conclusions which have

been forced upon me as a result of an experience with seventy-

three cases, in all stages of development, and perhaps with all

possible complications and difficulties. After studying my records,

they may be conveniently grouped into certain distinct and

separate classes.

First.—-Those in which rupture had not taken place.

Second.—Those in which sudden rupture occurred and a

large vessel was opened, or a tubal abortion in which the bleeding

continued freely into the peritoneal cavity, and where there was

no tendency to localization of the hemorrhage or the formation

of a hematocele—the so-called tragic or cataclysmic cases.

Third,—Cases in which rupture, partial or complete, had

' Read at the twenty-firrt Annual Meeting of the American Association of

Obste'ricians and Gynecologists at Baltimore, September 22-24, 1908.
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taken place—including tubal abortion, partial and complete—and

where upon operation a large pelvic hematocele, more or less

completely encysted, existed and where the ovum was so small

that it either escaped observation or it was broken down in the

blood-clots which were in the sac contents. In this group can

also be included those cases where the rupture took place on the

under surface of the tube and the blood escaped into the folds

of the broad ligament, producing a broad ligament hematocele

which, in my experience, is a rare variety and cannot often be

diagnosticated until the abdomen is opened.

Fourth.—A group where rupture took place, but where the

ovum continued to grow, say up to the fourth or fifth month,

either within the peritoneal cavity or between the folds of the

broad ligament, because it was not completely detached at the

time of rupture, or because it made a new placental attachment.

Fifth.—A class where the conception product broke down
more or less completely and formed a pelvic abscess, or where

its contents—pus, bones and debris—were being discharged

either through the vagina, rectum, bladder or abdominal wall

Sixth.—Where the fetus went on developing until it was

viable or to term, and was then delivered by operation; or it

died during labor and was finally removed as a lithopedion or

other degenerated product.

Any form of pregnancy outside of the uterus is termed extra-

uterine, and so far as we are interested, clinically, anatomical

distinctions are of little value; because it matters not whether

the condition be one of tubal abortion or rupture in any part

of the tube or cornu, the symptoms are practically the same
and their relief must usually be brought about by surgical

intervention.

The diagnosis of ectopic pregnancy before rupture takes place

is seldom made because the cases do not come under observation

early enough, and usuall)^ when a specimen is obtained early, it

is because an operation was undertaken for some other condition,

or where a tentative diagnosis was made with merely a suspicion

of tubal pregnancy, because a slightly distended tube, whether

by serum, blood or pus or an aberrant ovum, may give the

same objective and subjective symptomatology. However, any
tense, elastic and painful swelling of the tube, particularly when
the swelling is confined to one side, and with a uterus reasonably

movable, should always make the surgeon suspicious, especially

if the period has been delayed, or if there has been present some
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irregular bleeding from the uterus. Pus in a tube, especially if

slow in development, is usually associated with considerable

exudate, and therefore, more adhesions exist than are generally

present with an early extra-uterine pregnancy. Hydrosalpinx,

in my experience, is comparatively rare, and hematoceles of the

tube are most often the result of a slightly or completely detached

extrauterine ovum, hence we are justified in making this general

statement—that any tense, elastic and painful swelling of the

tube may be, and often is, an early extrauterine fetation, and

should be most carefully watched, as an operation may become

necessary at any moment.

In the examination of these women much care must be exer-

cised, as the sac often ruptures as a result of the manipulations.

This accident occurred to me once in one of my patients, whom
I was examining in my office. She came, complaining of severe

pain in the left side which made walking painful. During the

examination I felt a painful, tense tumor in the left ovarian region,

and while I was performing bimanual palpation, she was sud-

denly seized with an acute cramp-like pain; was nauseated and

became faint. I removed her at once to the German Hospital,

and opened her abdomen, which contained a large amount of free,

red fluid-blood. The left tube had a rough, irregular tear near

the fimbriated end, from which blood was flowing very freely.

The ovum had escaped into the peritoneal cavity. The patient

made a very rapid and excellent recovery.

A second patient, which may be placed in either the first or

second groups, I saw in consultation with Dr. Gibson to whom
I referred the case, and as the history is exceedingly interesting

though a very common one, I shall give it briefly.

Mrs. W., aged twenty-five, married two and one-half years; a

fine, healthy English woman who had always been well and regu-

ular but at the last period flowed rather profusely. She sent for

a neighboring young doctor, who thought she had a miscarriage,

and proceeded at once to curette her, which he did without an

anesthetic. Two days after this so-called curettement I saw her,

and upon vaginal examination, discovered a small globular swell-

ing in the left side, tense and painful. The uterus was tender,

and pain was elicited upon gentle manipulation. I enjoined rest;

applied poultices, and gave a little codeia to relieve the pain. She

had a temperature of ioo°. Upon the following day I saw her

again, and turned the case over to Dr. Gibson, directing him to

pay particular attention to a possible extrauterine fetation. As
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there was still some temperature I felt that a few days should be

taken to eliminate the swollen tube as a result of infection from

the traumatism consequent upon the curettage. Dr. Gibson

reported that the patient was doing well, and that the husband

had requested him to discontinue his visits, as he thought them

unnecessary.

Four weeks after my first visit I was again called to the

patient's house, as she was suffering great pain and had been in

much distress for some days previous. Upon examination it

was at once plainly evident that she Avas suffering from a large

encysted hematocele, the result of a ruptured tubal pregnancy.

I removed her to the German Hospital, and under chloroform,

opened the culdesac and let out over a pint of black blood and

blood-clots of various sizes The cavity was thoroughly irrigated

with salt solution, and a piece of gauze was lightly packed into

the vaginal cut for drainage. She did well for one week, the

temperature remaining normal, and then she began to complain of

a good deal of pain, there being a constant elevation of tempera-

ture of a couple of degrees. On January 12 I opened her abdo-

men and removed a large stinking mass, which was a ruptured

tube with more or less organized broken-down blood-clot. A
gauze drain was placed low in the pelvis. She reacted nicely

and did well, and on the thirteenth day, with normal temperature

and normal pulse and bowels moving freely and good appetite,

I left her in the care of one of my hospital associates, and took a

trip East.

On the seventeenth day trouble was noticed with her bowels,

it being impossible to move them with gentle purgatives and in-

jections, and she was always suffering from cramp-like pains, but

gas was still passing. I returned home February 3 and found her

n a bad condition, crying with pain and much distended by gas,

although a little gas occasionally passed naturally, but always

with great pain. The bowels had not moved in six days, but

there was no vomiting. I placed her at once upon the operating

table, as it was evident a partial obstruction was rapidly becom-

ing a complete one, and under chloroform anesthesia I reopened

the abdominal wound and released a number of adhesions,

separating and uncoiling a bad angle which existed in the pelvic

sigmoid, and quickly closed the abdominal incision. She bore

the operation well, and the bowels moved on the second day;

she continued to do nicely, and made a most satisfactory recovery,

and she is now a fine, strong, handsome young woman.
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If we review this case, we should see that outside of the obstruc-

tion of the bowels, the history is quite common, and my notes

record many cases which were mistaken for a miscarriage

and were curetted by the attendant before the diagnosis of extra-

uterine pregnancy had been made. No doubt the slight tempera-

ture which existed and especially the pain upon examination,

which I observed at my first visit, was increased by the curettage,

but I felt positive that the swelling of the tube was a tubal feta-

tion. However, she got better for a short time, and then no

doubt a slight rupture of the tube took place, or the tropho-

blasts had bored and eaten their way through the tube-wall and
made small openings which permitted slight hemorrhages; these

increased in amount and frequency until a large encysted hema-
tocele resulted.

The second element of interest and of most importance to us,

and what I trust this paper will provoke a good discussion upon,

is what kind of surgery shall be employed and where shall the

attack be made? There is not any question in my mind that

free vaginal incision will cure many of these early cases, but I

believe it is only good practice when the hematocele is recent,

the blood not too strongly organized in the sac, and where there

is no fetal product to be disposed of. If the condition has existed

some time and the blood has become organized into more or less

indissoluble bands, as this case of mine was, it is a better practice

to do a combined operation at the one sitting. First, incise

the culdesac and empty out the sac contents, irrigate thoroughly

and then open the abdomen and remove the whole mass. By
first emptying the sac through the vagina, its walls collapse

more or less; the bowel adhesions are more easily separated and
the dangers of breaking the cyst-wall and soiling the peritoneal

cavity are reduced to a minimum. Vaginal drainage alone, when
the case is not recent, implies a long convalescence, often a long

run of fever, and for weeks a very dangerously sick women, and
often in the end a second operation to remove the unabsorbed

mass with necessarily a high mortality.

In the second group, .or tragic class, as Vineberg in a recent

paper in the Medical Record discusses, are among the most
terrible pictures the surgeon is called upon to care for. The
symptoms are so sudden and terrific that a mistake in diagnosis

should very rarely be made by any medical man with any
experience. Some men have recently advocated a waiting policy,

but I am not persuaded that it is good practice. On the con-
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ary, in my view, an operation should be performed at once,

and salt solution should be slowly and continuously injected into

each breast throughout the whole operation, and to this solution

adrenaline can often advantageously be added. One can never

tell how much blood has been poured into the abdominal cavity,

as pulse, hemaglobin count, or any other recent scientific deduc-

tion gives us practically no assistance. I have operated upon

patients cold and pulseless, and have been surprised to see the

pulse immediately come up as soon as the abdominal cavity was

opened and the intraabdominal pressure relieved by the terrific

gush of blood which came through the incision. The broken

tube must be quickly found, and a clamp forceps applied and

tied off with the greatest dispatch, and the abdomen closed with

a few through-and-through silkworm sutures.

The operating room should be very warm, and, if possible, the

patient should lie on an electrically heated table, or any device

that will keep up the body temperature should be continuously

employed. Strychnia, digitalis and any recognized means of

stimulation are to be used, and the patient is placed in bed,

with the legs elevated. I have never had a patient in this

condition die upon the table, and I cannot belive any have ever

died by reason of the extra shock imposed by a rapid operation,

who would not have died had no operation been performed, and

the sense of well-being and comfort which comes to a surgeon

who operates such a case and gets the women off of the table is,

indeed, very great. To stand by and anxiously look for a favor-

able turn, W'ith all of its uncertainties before an operation is

undertaken, is one of the most harrowing experiences I have

ever subjected myself to; and, therefore, it has been my practice

to operate at once every such case, no matter what condition I

found the woman in, and my percentage of recoveries has been

encouraging.

As a rule, the technical difliculties of such operations are not

great, as adhesions are not usually present, and no amount of

diagnostic skill and acumen can foretell whether an operation

will be difficult, and no tests or signs which are revealed by pulse

and respiration—our usual danger signals—are of much value

here, because they do not signify how much free blood exists

in the peritoneal cavity, nor how much there still remains in the

body blood-vessels; nor how quickly the empty abdominal blood-

vessels will drink up the fluid just so soon as the intraabdominal

pressure and irritation are removed. In other words, the con-

6
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dition of extreme shock which these women are found in is not

alone due to the mere loss of blood into their own belly cavities,

but to the great shock to the sympathetic centers, the result of

its quick and sudden accumulation in the peritoneal cavity, and

every one of us has noticed when operating on these cases, how
quickly the pulse comes up and the respirations improve when the

black peritoneum is opened and the first sudden escape of fluid

takes place. If the above premises and deductions be true, then

it seems to me we must come to an incontrovertible conclusion,

that the waiting or delay policy of treating this class of cases

is not good surgery. However, this, like many other surgical

problems, must be solved by each surgeon according to his own
light and experience, and the conditions confronting him.

The diagnosis of the third and fourth groups, where hematocele

exists and a detached fetus of recognizable size, can usually be

easily established if sufficient time is taken to carefully work

up the history of the case. The existence of a large swelling, the

delayed or absent period, the irregular discharges of blood,

pathognomonic in character, tarry, smeary and sticky, as Boldt

pointed out in a recent paper, with shreds of decidual membrane,

and sometimes even a perfect mould of the uterus, together with

shooting pains in the rectum, and with that peculiar bearing

down and forcing tenesmus seen in these cases, associated with

many of the signs and symptoms of later pregnancy is a familiar

clinical picture. Unfortunately, these cases are hurried to the

operating table simply because a lump or tumor was felt upon

vaginal examination, and a careful study of the symptoms was

not systematically made. If the distended Douglas's pouch be

opened, old blood or blood-clots, or even pus, will freely flow away,

or a digit—or other small bone—can often be pulled out of the

mass, and if through this opening the examining finger be thrust,

often much other valuable information can be obtained. Some-
times in these more advanced pregnancies, as has happened in a

recent case with me, no fluid escaped through the culdesac

incision; it was all absorbed and only the fetal and placental

product remained. I successfully removed from this woman a

four months' fetus which was dead and had partly undergone

intrauterine, or better, intraperitoneal maceration, and yet the

sac contained very little fluid contents.

The treatment of this group of cases I have already detailed,

and I am sure my past five years' experience with the combined

vaginal opening and copious irrigation, and then an imme-
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diate abdominal section, has lessened my previous mortality

ma«^erially.

The fifth group simply presented the symptoms of pus in the

pelvis, or pelvic abscess, and the history of a possible association

with an extrauterine product was often not thought of. The

long and painful illness, with the presence of a large and tender

tumor, and the usual constitutional and local evidences of pus

made an operation imperative. In these cases it is also my
practice to first evacuate the pus, if it can be reached through

Douglas's pouch, irrigate and then proceed at once to remove

the remaining pathology by abdominal section, and drain below

through the vagina with gauze or tube, together with properly

placed gauze drains above, according to the indications of the

case. If there exists above a dirty infected area of considerable

size, I usually place a gauze wick or nest in each iliac fossa,

removing them on the third to the sixth day.

I have never met an extrauterine fetation that has gone on

living to term, nor have I operated upon such a case where a

living baby existed; but I read at our last meeting, in Detroit, a

paper which dealt with the most interesting case of a lithopedion

which I successfully removed from a woman sixty-seven years

of age, and which had existed for thirty-two years. And that

paper, with photographs, was printed in the December number,

1907, of the Amer. Jour, ok Obst., is now preserved in the

Pathological Museum of the Medical Department of the University

of Buffalo.

493 Delaware Aventte.

"ECTOPIC GESTATION. "»

BY
CHARLES LYBRAND BONIFIELD, M.D.,

Cincinnati, O.

Gynecologist to Medical College of Ohio; Gynecologist to Cincinnati, Good Samaritan,
and Christ's Hospitals.

Since 1883, when Tait taught the profession that tubal preg-

nancy was a condition to be dealt with by surgery, it has been

generally believed that every case must be operated on as soon

as the diagnosis is made. This has led many conscientious

practitioners, \\ith little experience in abdominal surgery, to

operate under the most unfavorable circumstances, and while

doubtless many lives have been saved in this way, it is probable

that many more have been sacrificed. For occasional operators,

in fact all operators, are more prone to report their successes

' Read at the twen'y-first -Annua' Meeting of the Amencan -Association of

Obstetricians and Gynecologists at Baltimore, September 22-24, 1908.
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than their failures. A perusal of current medical literature does

not, therefore, give an accurate idea of the true mortality attend-

ing the surgical treatment of this physiological accident.

Recently, F. F. Simpson, of Pittsburg, and Hunter Robb, of

Cleveland, have in two papers each called attention to the fact

that some of these cases can with benefit to themselves wait for

an operation until they have recovered from the shock produced

by the profuse hemorrhage attending it. It seems to me that

both of these gentlemen prove their contention by the cases

they report, but Dr. Simpson, by quoting authorities to prove

that immediate death rarely follows hemorrhage from other

internal organs^lungs, stomach, intestines, etc.—is giving

the impression that fewer patients bleed to death from tubal

pregnancy than really do. And Dr. Robb by his experiments

on dogs which consisted in cutting the ovarian and uterine

artery and leaving them unligated, gives the same impression,

if we accept his experiments as he evidently does. To me the

experiment only proves that dogs do not bleed to death as readily

as human beings, for we all know that his experiments could

not be duplicated on women with the same results.

That some cases do bleed to death from tubal abortion or

rupture is too well known to require extensive argument. One
has only to refer to the literature prior to the eighties to find

numerous well-authenticated cases recorded. Under a year ago I

was summoned less than fifty miles in the country to operate on a

case diagnosticated by the physician as tubal pregnancy, which

had ruptured a few hours previously. I went on the first train

and the physician met me at the depot only to tell me that the

patient was dead. There was no postmortem to prove the

diagnosis, but my experience has taught me, that when a general

practitioner makes a diagnosis of ruptured tubal pregnancy,

it exists, and the doctor's account of the symptoms in this case

left no doubt in my mind as to the accuracy of his diagnosis.

Most of the cases of death from tubal pregnancy which are

investigated by the coroners, are those in which an attempt at

criminal abortion has been made, and as a result an infection has

taken place which was the immediate cause of death. Dr. O. P.

Coe, deputy coroner of Hamilton County, gave me the record of

the following cases which have recently come under his notice.

Case I.—Mrs. M. had thought herself three months pregnant

and an attempt at abortion by dilatation of the cervix had been

made but produced no symptoms. Two weeks later she had
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symptoms of hemorrhage and collapse. .She rallied and at the

end of four days was in good condition. On the fifth day there

was a recurrence of symptoms and she died in about three hours

after their onset. A postmortem showed a ruptured tube and

an abdomen filled with blood.

Case II.—Miss, age 28, was living in a rooming house. She

complained to her neighbors for several days of pain in the

lower abdomen. One morning the landlady heard her pounding

on the wall of her room and went in to find her in collapse. A
physician was summoned who found her pulse 140, temperature

96, respiration 50. He gave her no treatment and in six hours

she was dead. Postmortem showed a large amount of blood in

the abdomen with rupture of left tube.

It may, therefore, be considered as proven that a certain

percentage of cases will bleed to death, unless the surgeon arrests

the hemorrhage. What that percentage is, cannot at the present

time be stated. There are certainly no valid reasons for assum-

ing, that it is so small as to be a negligible quantity. Any man
whose experience has been broad and has not encountered such a

case must be considered fortunate. If it is conceded that a

considerable number of cases can be more safely operated some

hours, days, or weeks after rupture has occurred, than while

they are suffering from the shock due to this accident, but that

some will die from hemorrhage if operation be delayed, then it is

our duty to try to determine what is best for each individual

case and treat it accordingly.

For our purpose cases of tubal pregnancy may be divided into

five classes. First, those in which a slight hemorrhage occurs

at an early period—six to eight weeks—and kills the ovum.

Such an ovum with the blood-clot may be absorbed and the

patient regain her health. I have long believed that a large

number of such cases occur and are never recognized by a

physician. The following case represents this class.

Mrs. H., married, mother of one child four years old. Came
to my office complaining of pain in lower abdomen and rectum

and irregularity in menstruation. A physical examination

disclosed a small sensitive mass behind and to the right of the

uterus, which I diagnosticated as tubal pregnancy and wrote a

letter to her father, who in a physician, urging early operation.

I did not see her for two weeks when she returned for operation.

Examination showed no apparent increase in size of mass,

menstruation was still absent and the uterus enlarged. I
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operated on her at the Good Samaritan Hospital April i6, and

found a rupture of the right tube, with an old firm clot plugging

the opening. There was an intrauterine pregnancy of probably

eight weeks' duration. The tube and ovary were removed and

it was evident that the ovum in the tube had ceased to grow

sometime before. The intrauterine pregnancy was not inter-

rupted and is apparently progressing normally.

In the second class, embracing those in which the rupture

occurs a little later than eight to ten weeks, the hemorrhage is

so profuse as to cause w^ell-marked classic symptoms, but is not

so profuse as to at once menace the life of the patient. In these

cases it is not a matter of very great importance whether the

patient be operated on at once or be allowed to wait a short time.

Few will die in the hands of a skilled man regardless of the course

he chooses to follow. There is no reason for the inexperienced

hastening to open the abdomen, lest his patient bleed to death.

There is always time to secure the assistance of a man skilled in

abdominal surgery. Such a patient can also with safety be trans-

fered a reasonable distance to a hospital, where the surgeon is

accustom to work in order that the operation may be done as

well as he is capable of doing it. Such a patient should be kept

in the recumbent position and no unnecessary examinations of

the pelvic organs made. It is seldom that operation in such a

case should be deferred more than forty-eight hours, for there is

no certainty that the life of the ovum has been destroyed, and

another and severer hemorrhage may occur at any time after the

blood-pressure approximates the normal. The following case

operated on for Dr. Gillespie is a typical representive of a number
of such cases I have seen.

Mrs. H., had for four months before the present illness been

delivered of a six months' macerated child, that being her ninth

pregnancy. I saw her during the third attack of sharp pain

followed by symptoms of shock, which she had had in six days.

The second attack had been so severe that she dropped on the

street while returning from the grocery store. In both attacks

she showed evidence of shock, but her pulse was below 60 and
full. Dr. Gillespie had suspected tubal pregnancy and I con-

firmed his diagnosis, but we could not make a satisfactory

physical examination on account of her being extremely fleshy.

She was sent to the Good Samaritan Hospital for operation

and under an anesthetic the physical signs manifested made us

sure of our diagnosis. The abdomen was opened, a large quan-
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tity of blood was found and an active hemorrhage taking place

from a ruptured tube. The hemorrhage was no doubt set up

afresh by our examination under anesthesia. The tube, ovary

and the fetus estimated at ten weeks were removed and the

patient made a prompt recovery.

To the third class of cases belong those which are in immediate

danger of death from hemorrhage. This class is not numerous,

but it gives rise to practically all the arguments, as to the relative

virtues of immediate and deferred operations. In the light of

our present knowledge, I think it can be said that for the average

operator, the best course to pursue in the treatment of these

cases is to operate at once, if the hemorrhage is in progress when

he sees the case, and to defer operation if it has ceased.

It will be said that no one can tell if it has ceased or not. This

is true sometimes but rarely. In the majority of cases a man
can form as positive an opinion upon this point as he can upon

other conditions, where he must rely upon the history of the case

and the symptoms presented. I quote three cases to illustrate

this point.

Mrs. A. was seen in consultation with Dr. E. O. Smith, about

eight hours after rupture of tubal pregnancy. Her skin and mucous

membranes were blanched, pulse so rapid and thready it could

scarcely be counted, abdomen distended, respiration sighing,

temperature subnormal. Dr. Smith thought her pulse and respi-

ration slightly better than two hours previously. We agreed

that her interests would be best served by delay. After three

weeks had elapsed she was thought to be in condition for oper-

ation, and was removed to the Good Samaritan Hospital, where

Dr. Smith operated on her and she made an excellent recovery.

Case III.—Mrs. was admitted to Christ's Hospital com-

plaining of vesical and rectal symptoms and with a small movable

tumor in the lower abdomen. When I saw her she had been

anesthetized by one of my colleagues for the purpose of exami-

nation. I joined in the examination, but the mobility of the

tumor misled me and I diagnosticated a small solid tumor of the

ovary.

I left the hospital immediately but in a few hours was urged

to hasten back as the patient was said to be dying. When I

reached the bedside her condition was most alarming and all

those present believed she had been kept alive by salt water,

which had been given intravenously. I opened the abdomen

at once and found it filled with blood, a very active hemorrhage
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being still in progress from a tubal abortion. There was no

doubt in the mind of any one present that she would have died

had not surgical aid been so promptly rendered.

i\Irs. S., age 25, married six months, was living with her

husband at a private hotel in Cincinnati. She was under the

care of Dr. Hocker for what seemed to be an abortion. vShe had

passed a membrane with considerable hemorrhage and was

making a satisfactory recovery. Five days after this occur-

rence, one morning about three o'clock, she was seized with

severe pain in the lower abdomen and manifested every evidence

of shock. I saw her about nine o'clock the same morning and

found the lower abdomen filled with fluid, extremities cold,

pulse weak and thready, respiration sighing, temperature sub-

normal. She had had morphia hypodermatically. Dr. Hocker
told me she considered her condition better than an hour or two

previously. I, therefore, after observing her for half an hour

advised that operation be deferred. She was kept perfectly

quiet under the care of a good nurse. In about five days her

condition was sufficiently favorable to justily operating, which

was done at Christ's Hospital, Jtme 25, 1908. The abdomen
was filled with blood. The tube which was ruptured in two places

was removed. She made an excellent recovery.

It will be seen that my judgment was correct in two of these

cases in which I advised delay. They could not have done better

from an immediate operation and it was, and still is, my opinion

that the slightest additional shock produced by the most expedi-

tious operating would have proven fatal in both cases. My
reasons for thinking the hemorrhage had ceased were, the

number of hours that had elapsed since the onset of the symptoms
and the testimony of my consultant in each case that the patient

showed slight improvement. In the other case I had every

reason to believe the hemorrhage still active and the patient

was already in the hospital where operation could be made
without delay. I have had numerous other cases, similar to

these which go to prove my contention, that it is often possible

to determine whether or not the hemorrhage has ceased. I

believe if five or six hours have elapsed since the rupture, and
the patient without the absorption of salt water has not lost

ground in the last hour, it is safe to assume that the hemorrhage
has ceased.

My experience during the last ten years, in which I have done
no family practice, has been in almost every case, when I first
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saw the patient the hemorrhage had ceased. I presume that

this is the experience of every one who sees these cases only as a

consultant, for in the majority of cases by the time the family

physician has responded to his summons, recognized the con-

dition and got his consultant to the house, time enough has

elapsed for the hemorrhage to either cease or destroy the patient.

It is always stated by one or more persons taking part in the

discussion of this object, that there is great danger of another

hemorrhage as soon as the blood-pressure is restored to some-

thing near normal. This is true in cases of slight hemorrhage,

but not in the grave ones. At least it has not been my experi-

ence, nor has it been the experience of Robb or Simpson accord-

ing to the report of their cases nor should apriori reasoning lead

us to expect it, if the patient is properly treated.

The great loss of blood decidedly increases the coagulability of

the blood-stream favoring the formation of a firm clot. It will

be days rather than hours before the blood-pressure approaches

the normal if it be not raised by injudicious stimulation, so

there is little danger of the clot being forced out by the blood-

stream. Such a profuse hemorrhage is usually fatal to the ovum,

so there is not likely to be another rupture. • In case it is decided

to defer operation, the care of the patient is exceedingly impor-

tant. For the first twenty-four hours she should not be allowed

to move, the catheter being used to evacuate the bladder and

morphia enough given to quiet the nervous system and to make
the dorsal position endurable. Stimulants are not necessary

and should for the most part be withheld. Nothing is more
irrational than to give salt water in the vein unless the bleeding-

jDoint has been secured. A limited amount of it may be used in

these cases by rectum or under the skin. In a few hours the

peritoneum will begin to absorb the fluid constitutents of the

blocd. This is the best possible way to supply the system with

that which it most needs.

I know of no other class of patients that recover so rapidly

from the loss of a large quantity of blood. The stomach should

be^ kept empty for several hours, then a limited amount of hot

fluid may be given. Vomiting might prove fatal by disturbing

the clot. Last winter a patient of mine at the Cincinnati Hospi-

tal ruptured a tubal pregnancy by a slight struggle incident to

taking the anesthetic for operation. After forty-eight hours

the stomach can be trusted to take care of a generous amount of

easily digested food. It is not necessarv or desirable for the
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bowels to move for several days, but when they do, they should be

assisted by a gentle laxative. Either straining at stool or the

use of an enema would be dangerous. Most of these cases will

will be ready for operation in from five to fifteen days and opera-

tion should be done as soon as the patient's condition makes her

a good surgical risk.

In the fourth class, there is a living fetus, which has developed

to the sixteenth week or later. About fifteen years ago I oper-

ated on a case at the sixth month in the Good Samaritan Hospital.

The child died in a few minutes and the mother only survived

twenty-four hours. Her death was due to loss of blood occa-

sioned by the separation of the placenta from the intestines and

omentum, to which a large part of it was attached. It is gener-

ally conceded that the life of the child should not be considered

if the diagnosis is made before it is viable.

At Christ's Hospital I operated on ]\Irs. , who was at full-

term and having labor pains. I removed her uterus along with

the gestation sac, which contained a living child. The upper

part of the head protruded from the fimbriated end of the tube

which apparently had not ruptured and which contained all the

rest of the child and. the placenta. The end of the tube made a

constriction around the child's head which was still noticeable

the last time I saw it. I exhibited this mother and child to this

association at the Cincinnati meeting, two years ago. The child

is still living and well. It is about normal in size and possesses a

normal amount of intelligence.

In the fifth class we have to deal with the dead fetus, which has

attained an advanced stage of development. The death of the

fetus renders the operation safer for the mother providing it be

not undertaken until a sufficient time has elapsed for change to

take place in the placenta. I have operated on two such cases,

the first at Christ's Hospital a number of years ago. The patient

was fifty years old and had a large fibroid tumor of the uterus

and a mass on either side. One proved to be a dermoid tumor

of the ovary, the other a sac containing all the bones of a fully

developed fetus. After the patient's recovery, she gave me a good

history of an extrauterine pregnancy, ending in false labor, her

medical attendant having waited several hours to deliver her.

This had occurred seventeen years prior to the time of my opera-

tion.

July 19, 1906, at Christ's Hospital I operated on ]\Irs. F. She

was thirty years old, the mother of one child three years old. In
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August, 1905, she had missed her menstruation and had all the

symptoms of pregnancy. In November, there was some bloody

discharge from the uterus accompanied by severe pain. After

this she noticed enlargement of the abdomen mainly, on the

right side. She felt movements at about the fifth month. These

movements were attended with an unusual amount of pain. The
abdomen remained tender during pregnancy. At the end of

nine months there were severe labor pains which lasted about

twenty-four hours. After this the movements of the child ceased.

The uterus was removed along with a gestation sac containing

a fully developed child. She made a prompt recovery. The
operation in this case, as well as the one in which the child was
living, was greatly facilitated by removing the uterus with the sac.

409 Broadway.

DISCUSSION.

The papers of Drs. Werder, Hayd, and Bonifield were dis-

cussed jointly.

Dr. Albert Goldspohn, of Chicago, did not think it right to
assume that all cases should be operated on at once. Very
many of the cases were not tubal ruptures, but tubal abortions,
the ovum slipping out of a somewhat dilated abdominal end
of the tube. These cases did not usually bleed very long nor
very much, nor did they produce profound shock. The natural
course of these was for the hemorrhage to stop, to form a hema-
toma of limited degree, and there was no danger to life either
immediate or remote. Operation was usually advisable in case
invalidism resulted more or less from the mass of coagulated
blood that would not be entirely absorbed, but would usually
form a coagulated entanglement about the ovary—a condition
which would require operation later. But this comparatively
simple form of the trouble gave symptoms which perhaps would
only call for vaginal section. When it was known that the hemor-
rhage had stopped and the hematoma was accessible, it could
be emptied by the vagina afterward, making the proper inci-

sion for vaginal drainage. That much was certainly true in
regard to these tubal abortions, and the declaration made by the
lamented Saenger before the Medical Congress, in Rome, that so-

called hematoceles were usually and, as a rule, tubal abortions
he thought was pretty nearly right. On the other hand, it was
not safe to assume that all ruptured tubal pregnancies were
going to stop bleeding, for death sometimes ensued. He had
observed two such cases as long as twenty years ago, when
surgery was not advanced and the proposition to operate not so
readily assented to. Death followed rupture and autopsy show-
ed the cause. Death occurred inside of twelve hours in one
case, and in less than twenty-four hours in the other. But the
cases of ordinary tubal rupture which would not stop bleeding
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were few. In some instances the tubal ruptures were so slight

that hemorrhage might stop under rest-treatment; therefore,

in these the proposition to operate at once was out of oder. As
pointed out by Dr. Bonifield, in many cases one could feel his way
and be convinced that hemorrhage had ceased, and then the

patient could wait, be transported to a proper place, and put
into the hands of a competent operator, and such a woman
would probably do better than if a surgeon had opened her ab-

domen as an emergency case.

Dr. C. C. Frederick, of Buffalo, said that a week ago he did

his one hundred and thirty-third operation for ectopic pregnancy.
He took part in a discussion at the American Gynecological
Society, in Philadelphia, in ]\Iay, on a symposium in which Dr.

Robb, of Cleveland, laid down the question of immediate versus

deferred operation for ruptured tubal pregnancy. At that time
the speaker had reported 125 cases of ruptured tubal pregnancy
he had seen. He had observed eight since, and six of the

125 cases were rapidly fatal hemorrhages. The one hundred
and nineteen cases were instances in which rupture had taken
place or there had been tubal abortion, hemorrhage having
ceased, and some had gone along from one to two or three weeks
after rupture, and two had gone, respectively, five or six

months after rupture with constantly recurring hemorrhages.
He had also seen six cases of undoubted tubal rupture or tubal

abortion, with a small amount of hemorrhage. He waited to see

what the result would be, and these six patients got well without
operation. Therefore, these cases showed what Dr. Bonifield and
Dr. Goldspohn had pointed out, namely, there was a certain pro-

portion of cases of tubal abortion where the amount of hemorrhage
was slight, would cease spontaneously and the patient eventually

get well without operation. He had operated on three women,
with an undoubted history of tubal pregnancy who, five or six

years before, had masses in their pelves, and in whom he found
fetal remains two or three months after rupture, these patients

eventually dying and leaving a lithopedion in the pelvis. He
had never seen such a case go to term or approach it. He had
seen two cases that went to five or six months with constantly
recurring hemorrhages, but in both of these the abdomens of the

women were nearly so large as those of women at terra with
succeeding hemorrhages. Both patients recovered. He had
seen six cases that would have terminated fatally, as they were
exsanguinated, if operation had not been done. Three of them
were operated on as soon as seen, and all of them died within
twenty-four hours from the time of rupture. In each case the

abdomen was full of blood. He recalled one case he saw eight

hours after rupture. The woman was very pale and anemic, the

belly full of blood, sighing respiration, pulse 140 to 150, small

and flickering. There was a low hemoglobin index. Patient
had to be given stimulants. This patient was saved by opera-

tion. The next two cases he saw and operated on promptly were
saved. He was convinced that in cases of rapid hemorrhage,
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where the patients did not show any signs of rallying, and
showed symptoms of continued hemorrhage some would die if

left alone while others would get well following operation.

Dr. Henry Schwarz, of St. Louis, called attention to some
points which he thought he might have possibly misunderstood.

From the paper of Dr. Werder, it would appear as though tubal

pregnancy would rarely go to term. While that was doubtless

true, two of his (Werder's) cases were instances of primary
rupture that went, after the rupture, near to term; yet it was a

matter of record that tubal cases went to term as there were
plenty of them on record. The speaker himself operated on a

case February 22, 1896. This woman should have been confined

in December, 1895. Fetal life continued until the middle of

January. He saw the case on the 20th of February, and operated
on Washington's birthday. The sac was removed in its entirety

and then opened, disclosing a mature macerated fetus, above the

average in weight. The sac was examined and found to contain
muscular fibers everywhere, and it was a clear case of tubal preg-

nancy that had gone to term without any evidence of rupture.

Prksident Zinke asked whether there were any adhesions
in the case.

Dr. Schwarz replied that he did not remember. He cut out
the sac completely, and the woman made an uneventful recovery.

Another point on which he differed slightly with Dr. Werder
was this : he could not conceive of any case of tubal pregnancy
which had not ruptured where we had a right to wait a day for

the baby's sake, unless the woman was in a hospital under ob-
servation, where the surgeon could interfere at any moment. In
all other cases one had better stick to the rule that any ectopic

gestation which had not ruptured should be looked upon as a

malignant tumor, and the sooner it was removed, the better.

Of course, when ectopic gestation had ruptured, our attitude
toward those cases would vary.

As regards the control of hemorrhage, in which the essayist

had been so fortunate, he had a case in 1902 of a woman who had
clearly a ruptured tubal pregnancy in the third month. She had
all the signs of pelvic peritonitis following it. She was ill for

several months afterward, and when he saw her she was twenty-
six weeks pregnant. The fetal heart-beat could be clearly

heard in the left hypochondriac region. He operated on her,

an in trying to make an incision in the median line before he
reached the peritoneum there was almost uncontrollable hemor-
rhage. The placenta was flatly implanted in the parietal

peritoneum, the tube gradually rarefied and disappeared, so that
she had a very severe hemorrhage before he could get into the
abdomen. The baby lay in the amniotic membrane, with very
little amniotic fluid, and could be easily extracted, but the time
lost in securing the ovarian and uterine vessels was so great that
when the woman got oH the table she did not live much longer
but died before he left the hospital.

With regard to Dr. Hayd's paper, he (Hayd) in his argument



826 TRANSACTIONS OF THE AMERICAN ASSOCIATION

spoke of cases in which the fetus continued to grow on account
of the new attachment it made. This was a bit of heresy
observed in text-books about ectopic gestation. The great bulk
of cases any one ever saw were instances of either primary tubal

or cases of tubal pregnancy that had ruptured, and where develop-
ment went on because the placenta remained attached to the

tube of its original site. The books informed us and practitioners

maintained that so-called cases of abdominal pregnancy in which
there was no attachment between the ovum and the pelvic

organs, and cases of ovarian pregnancy, might be cases where
early tubal abortion had taken place, and the aborted ovum
had become reattached. Personally, he would refuse to accept
such a proposition, for the reason that the cases were very rare.

Those cases that he knew of showed no history of a previous
rupture. It was more reasonable to think that these were cases

of ectopic gestation that were not tubal, or tubal cases with
primary rupture. These cases should have originally attached
themselves to the site in which they were found.
He likewise differed with Dr. Hayd in his statement that

hematoma of the broad ligament was difficult to diagnosticate.

They were exceedingly rare, it was true, but it would be very
unfortunate if a woman who had a tubal pregnancy should have
it rupture in one of the several spaces into the broad ligament,

unfolding the broad ligament and filling the cellular tissue on
one side, making a tumor which was self-limited. If such a
woman were subjected to a laparotomy it would be because the

diagnosis was difficult. But the diagnosis in reality was easy.

In these cases there was found a bulging tumor situated low
down in the vagina. This was not found in any case of ruptured
tubal pregnancy. In this one was confirmed when he examined
bimanually. There was a tumor very much like a cellulitic

abscess, low down, which could be easily made out. Dr. Schwarz
related a case in point.

Dr. a. B. MieeER, of Syracuse, New York, thought the sub-

ject under discussion should be dealt with from the standpoint
of individual experience, as inflammatory conditions of the pelvis,

and particularly ectopic pregnancy, had been extensively dis-

cussed from year to year, and it appeared the members went
away with no greater conviction as to how to deal with cases of

ectopic pregnancy than when they came. He had operated
on over one hundred cases, with a mortality of three per cent.,

and of these three one was complicated by an umbilical hernia
of long standing which became strangulated; a second was com-
plicated by streptococcic infection in the opposite tube, and a
third was in extremis from hemorrhage.
A point which he desired to make regarding this condition

was that the time to defer operation could not be decided on,

nor could anyone lay down any law for the guidance of the

ordinary man as to when to operate on cases as he came in con-
tact with them. Personally, he had come to look upon this

subject as almost sidewalk surgery, and contended that the sooner
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a surgeon entered the abdominal cavity in a case of ruptured
ectopic pregnancy, the more certain he was of saving hfe. Some
of the patients who had died without operation would doubtless
have been saved if operated on promptly.

Dr. \Valtp:r B. Chase, of Brooklyn, said that evolution was
going on in regard to the subject under discussion. He did

not believe there was a member present who live or eight years

ago would have gone so far as to maintain that it w-as safe to

wait in every case of ectopic pregnancy where hemorrhage was
present. But changes were going on and the experience of Dr.

Frederick was pertinent in this connection. When Dr. Frederick

and others had pointed out that in cases of ruptured ectopic

pregnancy only live or six per cent, perished, he thought those

who had been advocating and practising that the first duty
when a diagnosis of ectopic pregnancy was made in which there

was evidence of hemorrhage, was to operate, would not be in

such haste. On the other hand, one was confronted with the

fact mentioned by Dr. Miller that in certain cases the patients

died, and here was the difficulty in the experience of the speaker,

and he presumed it would be confirmed by many others, namely,
that the first question was an absolutely correct diagnosis. If it

were possible to get statistics which were unprejudiced by
different observers who were competent to make observations
as to the number of cases they had operated on in which rupture
had taken place or not, we would have some further light on the

subject, and it was along that line we were going to get light.

It might take more courage to sit by and see a woman bleed to

death than to operate, but if there were many of these cases that
did not die, we should not be as precipitate in the future as many
of us had been in the past. Every case must be made a rule

unto itself. In most cases he thought one could determine
whether hemorrhage had taken place or not. In those cases
where the attack was sudden, the shock pronounced, one was
justified in undertaking early operation.

Dr. Miles F. Porter, of Fort Wayne, Indiana, said that if a
surgeon were called to see a man or woman with a history that
she had received a stab-wound in the neck and was permitted
to examine it and knew from the symptoms she was bleeding to

death he would do what surgery would call for—namely, tie the
bleeding vessel. And this was the thing to do in cases of ectopic
pregnancy in the presence of hemorrhage. If one could tell

when the hemorrhage had stopped he could wait. But where
was the man that could tell without running the risk of losing

the life of the woman while he was waiting?
Another thing: Why should one want to wait where a tubal

abortion had formed itself into an encysted hematocele? One
had cause enough to open a woman's belly in the pathology
prior to and which was the cause of the abortion. She had a
diseased tube and the abdomen should be opened on that account.
In some of these cases there was ruptured pregnancy in a bicor-

nuate uterus and every one of these patients would die if the
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hemorrhage was not stopped in a hurry. And who could tell

whether there was a bicornuate uterus or not if he had not
examined the woman and if the hemorrhage had stopped? To
sit by to see whether a patient was going to stop bleeding or not
did not seem to him to be either good logic or good surgery;

and to inject into a woman's veins fluid under these circum-
stances was to do worse than to do nothing. No man had any
business to introduce into a woman's or man's veins fluid which
would increase tension while she or he still remained with an
open vessel.

With reference to an absolute diagnosis, the man who waited
for it in abdominal surgery, as well as in many other kinds of

surgery, was going to bury many patients before he reached an
accurate diagnosis. Personally he preferred to be saved rather

than buried on a correct diagnosis. He thought most patients

would prefer the same thing. The only ectopic patient he ever
saw die bled to death while a practitioner sat at the side of the

bed hoping and praying that the patient would recover, both of

them equally good remedial measures he believed.

Dr. Thomas B. Noble, of Indianapolis, Indiana, agreed with
Dr. Porter that we should continue to preach the doctrine of

tying a bleeding vessel if we wished to save the lives of patients.

We should do this for several reasons: (i) it was right; (2) if

one waited he was not doing so to avoid a laparotomy, but with
the belief that he was going to get the woman through without
her having to undergo a difficult surgical procedure. A third

reason was this : a hematoma was formed and changes occurred.

Changes would be observed in the peritoneum. He did not
know of anything which would change the peritoneal coat more
quickly and more completely than the presence of a blood-clot,

and if this were left one would have what occurred in Dr. Hayd's
case—namely, pathological conditions would arise therefrom,

and sequentially a laparotomy for adhesions, and possibly

intestinal obstruction. Personally, he had never yet been able

to tell whether bleeding had stopped in these cases or not. He
had never seen just such a case as had been reported where there

was a little split-pea opening at the horn of the uterus, filling the

abdomen full of blood, and pain nowhere except in the right

nipple. He was a firm believer in the doctrine, and preached
the philosophy, of immediate operation in these cases for the

further reason that if the information went out from this asso-

ciation that these cases were to be treated by procrastination

until the diagnosis wais correctly made, the patient would be
tinkered with by the general practitioner until the specialist

was finally called in to sign the death certificate.

Dr. John A. Lyons, of Chicago, asked if in case of collapse,

exsanguination, pulselessness, almost complete hear failure,

one should operate? Would it not be better to give salt solution,

nitroglycerin, put hot-water bottles around the patient, and
follow this up with strychnine until the patient was gotten in
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such a condition that operation could be undertaken? He
would like to hear what Dr. Bonifield had to say on that point.

Dr. Frederick Blume, of Pittsburg, said there was not a
member present who did not know that a man or woman was
safer when a bleeding vessel was tied. To say that every case

of ruptured ectopic gestation should be operated on at once
was certainly taking an extreme view. The principal point

for discussion in his judgment was to determine which cases

should be operated on and which should be left alone. It was
very essential to individualize. There was no question but that

a great many, if not most, of these patients did well after they

got over the shock. Not long ago a patient was sent to him
for operation and in two or three hours thereafter died. If this

woman had not been operated on, and had received attention

in the way of salt solution and intravenous injections, which
could be done at the house, he thought she might be alive to-day.

One must be governed very largely by the nature of the case

and the condition of the patient.

Dr. Francis Reder, of vSt. I^ouis, said the crucial point con-

cerning the papers read seemed to be about hemorrhage. When-
ever a diagnosis of ectopic gestation was made before shock
had occurred—and this could be determined by the pulse

—

he did not delay operation because he felt it was his duty to

operate. On the other hand, if a patient were in shock, he
would feel that it was his duty to try to arrest the hemorrhage,
and if there were signs of a very feeble pulse he would reenforce

his measures by intravenous injections, and while doing this he
would likewise get his instruments ready for a laparotomy.

Dr. Roland E. Skeel, of Cleveland, Ohio, said a good deal

depended on proper classification of the cases. Cases of ectopic

pregnancy w^ere similar to those of appendicitis as regards

classification, in that some of them needed to be operated on
early, while others were operated on late. Outside of that,

all classifications were usually made after the abdomen was
opened. We could talk about classification and operate on the
basis of it, but we could not make a proper classification in

these cases until the abdomen was open. The man who in

operating spent considerable time in the abdomen in order to

cover over raw surfaces of peritoneum, to fix up the other tube,

to suspend the uterus, to bring the sigmoid down over the raw-

surface, to fix the bladder, to look at the appendix, to investigate

the gall-bladder, to find out the condition of the stomach, etc.,

was not the one usually who operated at once. I lis personal
experience was such that he waited a while. After all, it was
largely a matter of personal experience. In a case of ruptured
ectopic gestation occurring, for instance, in a member of his

own family, he would not want the man who would sit by the
bedside and attempt to classify the case he had to deal with,

but would select the man with his instruments ready to operate
as quick as the Lord would let him.
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Dr. Charles Greene Cumston, of Boston, had seen a number
of "cases of intestinal obstruction in which a history had been
given of previous intraabdominal hemorrhage, not always
from extrauterine pregnancy, but from a perforating duodenal
ulcer. In his early professional career, it happened to him on
one occasion to explore a ruptured extrauterine pregnancy by the

vagina. He cleaned out the clot, and in twelve hours or less he
was again at the hospital taking out the tube through the abdo-
men, because cleaning out the clot from below started the

hemorrhage again.

Dr. Werder (closing) said that inasmuch as there was very
little discussion on his paper, he would simply confine himself

to the remarks made by Dr. Schwarz as to the rarity of cases of

ectopic gestation going to term. Dr. Schwarz evidently had
misunderstood him, for he (Schwarz) had said these cases were
comparatively rare. However, Sitner had collected 570 cases

of advanced ectopic gestation, showing they were not so extremely
rare.

As to whether it was justifiable to keep the mother waiting
in order to try and save the child, he pointed out distinctly

in his paper that it would only be justifiable, where the mother
could be kept under observation and where there were no com-
plications.

Dr. Hayd, in closing, said that those who had spoken in favor
of delay were going to take more chances by waiting than he was
in operating promptly.
So far as the diagnosis of hematoma and hematocele was

concerned—and he used the word hematoma in the sense of

a hemorrhage into the cellular tissue, or between the planes of

muscles, and hematocele a hemorrhage into some cavity—it

was easy to make such a diagnosis of small hematoma of the

broad ligament. If it were a large hematoma filling up the
whole pelvis or culdesac, some difliculty would be encountered
in making the diagnosis.

Dr. BoNiFiELD, in closing, said that when he read his paper
he fully expected to incite some fervid oratory, but unfortunately
fervid oratory did not prove very much, and, as Dr. Miller had
pointed out, he was afraid most of the members would go away
with the same opinions they had when they came, because they
were based more or less on personal experience. Several of the

speakers had said that one could not tell whether hemorrhage
had ceased or not. He admitted they could not if they never
tried. Those who were so cock-sure that the only thing to do
was to operate as soon as they saw the patient would never find

out whether hemorrhage had stopped or not. He insisted that

if a man viewed these cases in a judicial manner, as Dr. Werder
did, in a large percentage of cases he would be able to make a
fairly accurate observation and arrive at a fairly accurate con-
clusion as to whether hemorrhage had ceased or not, and the

members, if they would read the paper carefully w^hen printed,

would find that he had advised waiting in every case, but in one
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case he operated at once. He had operated on a number of

others immediately. He simply quoted typical examples, and
unfortunately had not an accurate history of all his cases.

ACUTE PA.XCREATITIS.'
BY

LOUIS FRANK, M. D.,

Louisville, Ky.
Professor of Abdominal Surgery and Gynecology in the Medical Department of

Kentucky University

The pancreas, notwithstanding the development of a most

highly perfected technic in abdominal work, seems to have been

the last organ in this cavity the diseases of which have come
under the care of the surgeon for treatment; in fact, the problems

in connection with the pancreas, both physiological and patholog-

ical, have yet to be worked out in their completeness. We are

as yet ignorant of the precise physiological functions which the

pancreas performs in the human economy. It is certain that

there is an excretion which has much to do with digestion; it is

equally certain that there is a secretion which, taken into the

blood, has to do with tissue metabolism. That the cells composing

the so-called islands of Eangerhans have to do with this latter

function seems to be assured, but the sum total of disturbed

function resulting from lesions of the pancreas and the effect

therefrom upon the general economy, there being of necessity

manifestations connected with excretion and with secretion,

we do not exactly know. So, also, with regard to the etiological

factors which produce disease of the organ, there is still much to

be learned.

From a study of the text-books upon surgery it would seem

that, aside from injuries and cysts, with occasional carcinomas

in this organ, there are no lesions worthy of surgical note. The
memorable work of Fitz, in 1889, gave an impetus to the investi-

gation of pancreatic diseases which is just now reaching its cul-

mination. The reported lesions were very few until within

the last few years. This fact is emphasized very strikingly by
the work of Boldt in the early eighties, when he was able to

collect only 140 cases of diseases of the pancreas, among which

there were eleven cases of pancreatitis. We find that Korte, in

1898, was able to collect only 144 cases of inflammation of the

pancreas as included in the varieties mentioned by Fitz. Studies

of live pathology in connection with gall-bladder disease, as

exemplified in the work of Robson, Mayo and others, show that

' Read at the twenty-first annual meeting of the American Association of Ob-
stetricians and Gynecologists, at Baltimore, September 22-24, 1908.
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certain affections of the pancreas are far more common than we
have been led to beHeve and have opened a way for the treatment

of a particular class of diabetics which had heretofore been

grouped with the incurables.

With these, however, I am not concerned in this paper, ex-

cept to say that chronic lesions of the pancreas are more amenable

to surgical treatment than are the acute, that they can possibly

be more definitely recognized and that not only can the local

pathology be abated, but the general symptoms, due to disturb-

ance in the secretory function, can be done away with. This

is not difficult to understand if we bear in mind the anatomic

factors concerned in the production of this pathology; in fact,

it is quite reasonably certain that the anatomic relationship of

the secretory ducts of the biliary tract to the head of the

pancreas and to the main pancreatic duct, has largely to do

with, not only the etiology of chronic lesions, but practically

most acute ones. And, conversely, it is asserted by Robson
that this relationship is responsible for some biliary manifesta-

tions. This, my own experience, has been too limited and my
observations too few in this connection, to either affirm or deny.

Its importance, however, is very great, as it means the opening

up of wider fields into which we may soon enter with almost

certainty as to the result to be attained in a given symptom-
complex.

Of acute inflammation Fitz has designated three varieties

—

hemorrhagic, suppurative and gangrenous. That these are pri-

marily true inflammations, microorganismal in origin, I do not

believe. We do have bacterial invasion, but it is exceedingly

rare that primary microorganismal infection is the cause of the

so-called acute inflammations. For this reason we do not have in

other organs an analogy to the so-called pancreatic inflammations.

To me the causative factor seems to lie largely in the retro-

injection theory of Korte, Halstead and Flexner, notwith-

standing the reports of patent diverticula of Vater, the absence

of obstruction and the few isolated cases of acute pancreatitis

in which the duct of Wirsung opens into the bowel at a separate

and distinct point from the common duct. These are among
the problems and phases of pancreatic disease which have yet to

be more completely and thoroughly elucidated. My own ex-

perience has been confined to acute cases and in each case there

could be no question as to the disease being secondary to biliary

pathology.
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Stockton and Williams, in a recent article, place the causes of

acute pancreatitis under six headings:

1. Traumatism.

2. Gall-stones.

3. Infection (which seems to be given high rank by Robsori

and Cammidge in their recent work).

4. Causes inherent in the pancreas itself due to some perverted

action of its ferments.

5. Gastroduodenal catarrh (which thev think operates indirect-

ly)-

6. Arteriosclerosis, embolism and thrombosis.

If we analyze these causes we can, except in the few instances

where there may have been trauma or a duodenal ulcer or arterio-

sclerosis, class the other causes among those of disturbance of per-

verted action of the pancreatic ferments induced in all proba-

bility by some chemical irritant, most likely retroinjected bile.

The other causes are those which may precede an infection in any

other organ and it must be admitted that, in so far as this is true,

the pancreas may partake of lesions and of inflammation the

counterpart of those to which other structures are liable. With

acute infection comes the ferment disturbances and autodigestion

and fat-splitting action peculiar thereto. A careful study of the

literature shows gall-stones as the common accompaniment of

pancreatitis, both acute and chronic. All investigators have

remarked the association of these two conditions, so that there

can be no doubt, I think, of the relationship between them.

Aside from the local pathology in the gland itself, the most

striking changes occur in the subperitoneal fat tissue in the form

of what Easier has described as fat necrosis. Langerhans has

shown that the most essential changes in so-called fat necrosis

are in the cells themselves, and are due to a splitting up of the

fat molecule into fatty acids and its soluble constituent, glycerin.

The latter is absorbed and the acid deposited as needle crystals

in the necrotic cell, which loses its nucleus. These fatty acids

unite with calcium which may be demonstrated by microchemical

reaction within the cell outline.

Just as jaundice is the index of obstruction to the hepatic out-

flow, so does fat necrosis indicate obstruction of the pancreatic

duct. Unfortunately, this fat necrosis cannot be noted until the

abdomen is opened and, frequently, much valuable time has been

lost before this point is reached.

That diagnosis is quite difficult before operation we are aware.
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The symptoms are those of acute septic jjeritonitis of the upper

.abdomen; in fact, I have known one patient operated on for in-

testinal obstruction peritonitis, with ensuing death, the cause,

acute pancreatitis, being recognized only postmortem. Fitz's

rule is worth bearing in mind, that acute pancreatitis is to be

suspected when a previously healthy person or a sufferer from

occasional attacks of indigestion, is suddenly seized with violent

pain in the epigastrium, followed by vomiting and collapse and,

in the course of twenty-four hours, by circumscribed swelling,

tympanitic or resistant, with slight rise in temperature.

In my own cases the acute upper abdomen peritonitis symptom
were highly exaggerated. Pain was the predominant symptom,

though Halstead has reported a case in which the patient was

up walking about before the operation. There is usually a history

of pre-existing digestive disturbance or of colic, or of recognized

cholelithiasis, possibly with slight jaundice. In arriving at a

diagnosis, this preceding history should not be ignored; in fact,

I would deem the history of equal or even more importance

than the mere physical examination of the patient.

The pain is violent, sudden and of a pronounced type. It

has been described as more frightful than of gall-stones; in fact,

absolutely intolerable. It is usually felt primarily in the epigas-

tric region; later over the abdomen generally. Vomiting may
or may not accompany it. If it does, it may become frequent, re-

gurgitant and of feculent odor, but never stercoraceous in

character. Probably it is this odor which has led to the diagno-

sis of intestinal obstruction in some cases, and this error in

diagnosis is more easily understood, as constipation is marked
and may even be absolute. Constipation is a very conspicuous

symptom. Tenderness in the epigastric region begins with the

very onset of the trouble. Collapse is profound. Death may
ensue within an hour or two after the onset of symptoms. Again,

this latter symptom (collapse) may not appear until a day or two

has passed. The shock is not due to hemorrhage, for this, as a

rule, is not great, but is probably brought on by some interference

with the sympathetic and by vasomotor paralysis. Occasionally

there may be no shock at all.

The pulse and temperature are usually increased and there

may be chills preceding the onset. Tympany is present and may
at times be very great. Jaundice may be present at the start;

as a rule, however, it does not come on until a day or two after the

onset of the acute symptoms. In fulminating cases a tumor will
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rarely be detected, though there is marked epigastric resistance

and, if the patient lives two or three days, a swelling will be

noticed and, in suppurative cases, a tumor may be made out.

The stools may show fat or oil droplets. The finding of undigested

muscle fiber is positive evidence of the absence of pancreatic

juice. Melaena is occasionally present but, in acute cases, little

can be ascertained by the study of the stool on account of the

constipation.

My observation, from the three cases I have had opportunity

of seeing, is that they gave no symptoms of value in connection

with urinary analysis, and I was not able to get the so-called

Cammidge reaction which has been described by Robson and

Cammidge as so characteristic of pancreatic disease. Neither

could the presence of sugar be detected in the urine, and I be-

lieve that, in acute cases, the urinary symptoms will rarely be of

any value.

After several days, with the appearance of swelling, jaundice

and other evidences, the diagnosis should not be of such great

difficulty, but at this time the opportunity for beneficial surgical

interference has probably passed.

I would attach the greatest importance to the character and

location of the pain, and the impression it produced upon the

patient in conjunction with the previous history and the absence

of positive symptoms pointing to other disease, as most likely

evidence of the onset of acute pancreatitis, though a positive

diagnosis cannot be made until the abdomen has been opened.

Early operation and drainage offers the greatest hope of relief,

and even with this the outlook in most cases of acute lesions must
still be bad. The pancreatic excretion must be drained and if

this cannot be secured by rapidly clearing out the biliary tract

and draining back through its ducts and the gall-bladder, it

should be effected transperitoneally through the gastrocolic omen-

tum directly from the broken-down pancreas. Any other plan

of treatment is utterly futile and the sublime helplessness thereof

will be shown by a mortality of loo per cent. To be at all effect-

ive, not only must diagnosis be made early, but surgical inter-

ference must be prompt and drainage must be complete. My
own experience is limited to three cases which I will relate.

C.\su I.—Alice H., white, age twenty-five, married, housewife,

mother of four children; admitted to the hospital, April 27, 1907.

Had been in failing health for nearly a year. About six months
previously she had been seized with griping pains in the upper
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abdomen, with some vomiting and constipation. Diagnosis of

gall-stone colic was made, which was relieved by medicinal treat-

ment. Since that time the patient has been able to attend to her

household duties, but has never been entirely well, having gradu-

ally lost flesh.

On April 26, she was suddenly seized with deep-seated violent

and colicky pains in the upper abdomen, soon followed by nausea

and persistent vomiting, constipation, abdominal distention

and meteorism. When admitted to the hospital on the follow-

ing day the above symptoms were all present, with tenderness

and rigidity of the upper abdomen, very slight distention, skin

cold and clammy, beginning jaundice, subnormal temperature,

pulse 90, respiration 36. Urinalysis showed a large quantity of

bile; otherwise normal. Marked leukocytosis. Diagnosis, acute

choledochus obstruction, with cholecystitis and stone was made.

Two high enemata were given with no results. Following a third

one, a black, offensive fluid, containing hard white scybala, was

passed. On April 28, abdominal distention was increased,

vomiting still persistent (brownish, offensive fluid); jaundice

markedly increased, temperature 97, pulse 140, respiration 60.

On the morning of April 29 the patient showed some improvement.

The abdomen was then opened, incision being made in the

right rectus beginning at the rib margin. The first thing noticed

was extensive fat necrosis of omentum, mesentery and sub-

peritoneal fat. The gall-bladder was enormously distended,

enlarged and dark, densely adherent, and on opening it a dark,

tarry bile flowed out. The adhesions were separated and when

the bile tract was freed a necrotic area in the gut involving the

surrounding tissue was noted and there was an escape of serum,

stained and odorus in character from the renal fossa. By this

time the patient was doing so badly that no attempt was made

to go any further. A drainage-tube w^as put into the gall-bladder

and another down to the necrotic area, where a cofferdam drain

was placed and the incision closed. Death occurred within five

hours.

The autopsy revealed those yellow-white patches, denominated

fat necrosis, in the omentum mesentary and subperitoneal

fat. From the gall-bladder some ten cholesterin stones, vary-

ing in size, from a pin to a pea, were removed. The common
duct was large and the diverticulum of Vater dilated. The

liver was diminished in size while the pancreas was more than

twice the normal size and showed evidence of marked inflamma-
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tion with necrotic areas of small size. A hole was found in the

duodenum just below the pylorus where it was in proximity

to the gall-bladder when the latter was distended.

Case II.—Mr. V. B., age forty-nine, presented at my office

in shock, suffering great agony on account of excruciating pain in

the abdomen. He gave a history of several attacks of pain upon

previous occasions, with cramp in stomach. The last of these

attacks occurred about two weeks ago. He has never had

jaundice, but has been a more or less constant sufferer from in-

digestion. About nine o'clock on March 28, 1908, while shopping,

he was seized with intense pain in the epigastric region. He was

given some morphia for the relief of this pain without any effect,

and a little later secured another dose of morphia. I saw him

about twelve o'clock, in shock, extremities cold, nails blue,

pulse thin, thready and very rapid. The epigastric region was

tender to the touch. The pain was described as keen, cutting

and extending to the back. The abdomen w^as flat. There was

no tympany. Liver dullness present; no vomiting, though

great nausea. At first he was thought to have a perforated ulcer

of the stomach. He was sent to the infirmary, put to bed and

closely watched for twenty-four hours. On the 29th, he began to

show some jaundice, with excruciating pain still present in the

epigastric region, some vomiting and beginning distention.

Marked depression and symptoms of shock were still present.

His temperature when sent to the infirmary was io24; pulse 120;

respiration 26. Leukocystosis, 34,600, Urinalysis shows al-

bumin, bile, sp. gr. 1020, otherwise negative. The following

morning his temperature was 96*; pulse 112; respiration 38.

Immediate operation was advised with diagnosis of probable

obstructing stone. At the operation, which was at once pro-

ceeded with, there was found a small stone in the common duct;

no stones in the gall-bladder. The head of the pancreas was

markedly enlarged. The gall-bladder was opened and drained;

the common duct incised and the stone removed. The common
duct was drained by tube and gauze wick and the patient put to

bed in very bad shape. He did very well for a few days, then

his wound began to open, fat necrosis showing in subperitoneal

fat. Pus of a dirty-brownish character presented itself. Death

ensued ten days after the oi)cration, the skin about the incision

being eroded, the wound wide open. No autopsy was permitted.

Whether or not this patient had a dilated diverticulum of

Vater, I do not know. A stone was present in the common duct
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at the point where the duct empties into the duodenum; in fact,

the stone was not within the diverticulum, the common duct

passing through the head of the pancreas, and being of that

type in which the presence of a stone might easily obstruct, by
pressure, the duct of Wirsung and thus occlude it.

Case III was seen June, 1908. He gave a history of digest-

ive disturbance extending over a number of years; had been

a drinker, though in the last year or two he had not used alcohol

to excess. The onset of the disease was sudden and marked by
excruciating pain in the epigastric region. This pain radiated

into the back and into the side. There was marked tenderness

upon pressure, vomiting, profound shock and obstinate constipa-

tion. Diagnosis of gall-stone obstruction had been made by his

physician. His temperature was 102; pulse 130. When I saw
him the abdomen was distended and tender. At the middle line,

about three inches below the sternal tip, was a tumor, symmetri-

cal and extending on either side to approximately the mammary
line. This tumor was hard, tympanitic on percussion, tender

and painful. It formed a distinct prominence, separated from

the margin of the ribs. There was a slight icteric tinge to the

conjunctiva and the urine contained bile.

Immediate operation was advised and carried out with a

median incision, five inches in length, over the tumor. The sub-

peritoneal fat and the omentum were studded with areas of fat

necrosis. There was bloody serum within the abdominal cavity.

The intestinal coils were agglutinated and the stomach adherent,

as also the upper duodenum and omentum. The gall-bladder

was small and contained no stones, but a stone was present in

the common duct, occupying the duodenal portion. The condi-

tion of the patient was so bad on the table that no attempt was
made to remove the stone. The gall-bladder was drained. The
tumor in the epigastric region was opened through the gastrocolic

omentum, and from it some bloody, purulent debris evacuated.

A tube-and-gauze drain wasput into this cavity, which was clearly

in the pancreas, and the incision partly closed. Five days later

the gauze drain was removed, the bowels having begun acting

and the patient taking nourishment. A week after the operation

he had lost twenty pounds in weight, the skin incision and the

skin about it were irritated and the line of union beginning to

separate. From the tube which remained present in the cavity,

aspirated fluid showed the reaction of pancreatic fluid. Belly

soft, pulse 114, temperature ioo°F. The mass in the epigastric
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region had entirely subsided. Two weeks after the operation

this patient died, the wound having opened up throughout its

entire length and the margins of the skin about it being greatly

eroded, probably by the action of the pancreatic juice which

came in contact with it.

The urine, taken the day after the operation, showed the follow-

ing: color, reddish yellow, turbid; sp. gr., 1015; reaction, acid;

bile, a trace; albumin present; hyaline, granular and amyloid

casts; Cammidge reaction negative; no sugar. The stools

showed no fat nor blood nor muscle fiber.

The Atherton.

DISCUSSION.

Dr. Thomas B. Xoble, of Indianapolis, said that acute
pancreatitis, or pancreatitis of any character, as observed
clinically, was further evidence for the necessity of early inter-

vention in gallstone surgery, for the reason that it so frequently
followed some antecedent biliary pathology. He had had
experience in three cases, two of which were hemorrhagic, the

other acute interstitial. All of them were attended with an
antecedent biliary disease.

The first was a large hemorrhagic cyst due to hemorrhagic
pancreatitis. The cyst was evacuated, and the patient died

eight days later of acute mania.
The second case was attended with empyema of the gall-

bladder, with the presence of gall-stones and infection there-

from, presenting the interesting characters of a widespread fat

necrosis. This woman made a good recovery but complained
of the symptoms of the disease given by the essayist. There
was pain, particularly in the epigastrium, with vomiting. The
symptoms lasted for six days following operation.

The third was a large hemorrhagic cyst in a physician. The
condition had been diagnosed as malignant disease, and he had
given himself up to die. This condition continued for three or

four months, and at the time he was seen by the speaker was
extreme. The patient could not tolerate a general anesthetic,

and so under local anesthesia his abdomen was opened, and a

gallon of thick, viscid, tarry fluid removed from the pancreatic

region. The symptoms immediately improved. The patient

did well for a week, when another hemorrhage occurred, and
following this another. These hemorrhages recurred until he
bled to death.

In the managem.ent of these hemorrhagic cases he thought
the incision should be sufliciently large to resort to packing, if

necessary, for the control of a possible secondary hemorrhage
that might occur from the destructive changes that the pan-
creatic juice had upon the bloodvessels.

Dr. Walter C. G. Kikcmner, of St. Louis, was greatly
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interested in the subject, saying it was very much neglected.

Not enough attention had been given to affections of this organ.
From his experience he was convinced that affections of this

organ occurred oftener than they were recognized. The acute
symptoms differed pronouncedly from the chronic, and the

treatment of the chronic condition was therefore entirely differ-

ent from that of the acute.

He had had occasion to see some three or four cases of the

acute form, all of the patients dying in a few days.

One was an acute infection of the pancreas, with suppurative
changes, resulting in fat necrosis. The other was the gangrenous
form, and a third case, which he saw a short time ago, was one
that gave a history of gastric hemorrhage. The patient had had
several of these hemorrhages, not thinking they were serious.

He was taken suddenly sick on the street at two o'clock in the

afternoon, and at about three o'clock, when brought to the

hospital, he was in collapse, and in a few hours died. Autopsy
revealed a perforative duodenal ulcer, the perforation taking
place in the head of the pancreas.

These conditions were of such acute nature and so urgent
that prompt surgical intervention was necessary. The patients
were in a profound state of collapse, and often it was difficult

to explain the condition, the pancreas usually escaping attention.

In all of these cases, as the essayist had pointed out, early opera-
tion should be done even if it was for exploratory purposes.

Dr. Miles F. Porter asked whether hemorrhage occurred
from the gastroduodenal ulcer.

Dr. Kirchner replied that it was the result of the affection

of the pancreas.

Dr. Frank, in closing, said that he had reported one other
case an account of which he did not read. The first case was
diagnosed as one of cholelithiasis, and at the operation no stones
were found in the gall-bladder. Another case was recognized
at once from the condition of fat necrosis as" one of acute pan-
creatitis. Drainage was instituted in the gall-bladder, and also

in the area about the head of the pancreas, but no stones were
found. Patient died two hours after operation. Autopsy
revealed a large erosion in the duodenum which must have
resulted from the pancreatic juice. The common duct was
eroded at the point of juncture with the duodenum. Six small
stones had escaped into this cavity. In each of the other two
cases stones were found. One of these was not diagnosed as

pancreatitis until operation, while the other was diagnosed
before the operation was done, and one stone found, not in the
intraduodenal portion, but back of it a little, the duct passing
through the head of the pancreas. The other case was drained
through the pancreas directly. Only one stone was found.
Two of these cases occurred in men. The other case was diag-

nosed and at the operation a stone was found in the common
duct in the duodenal portion. The common duct was drained
at this point; the gall-bladder also drained, and the pancreas was
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drained between the colon and the stomach, drainage being
established transperitoneal!}' at this point. The man lived two
weeks. The second patient also lived two weeks, the incision

opening wide before his death, and the area about the incision

being very markedly eroded.

First Day, Evening Session.

ABSCESS OF GAERTNER'S CAXAL.'
BY

MAGNUS A. TATE, M. D.,

Cincinnati, O.

An abscess of Gartner's canal is such a rarity that it might

almost be classified as a pathological curiosity.

So few cases have been recorded, the paucity of literature

being so marked, one is strongly tempted to question the diag-

nosis of an abscess of Gartner's canal.

Embryologically Gartner's duct presents many unique stages,

and the tracing of its various steps of development is interesting.

The urogenital system has its beginning in the mesoderm. At

a point in the mesoderm or mesoblast, where it separates into

the splanchnopleura and the somatopleura there is a massing

together of cells forming a ridge, known as the Wolffian ridge.

This Wolffian ridge is seen to extend from just below the heart

to the posterior extremity of the body-cavity. About the

eighteenth day the Wolffian ridge is seen to contain a cavity, in

other words is becomes hollowed out into a tube, when it

becomes known as the Wolffian duct. Just anterior to the upper

part of the \\'olfiian duct there extends a projection into the

celum, in which there are developed two or more tubular cavities

emptying into the upper part of the Wolffian duct, and known
as the pronephric ducts. Around these little ducts glomeruli

form and then they become known as the head kidneys, primary

kidneys or pronephros. So we describe the pronephros as a series

of transitory tubules connected with the celum and emptying

their contents into the Wolflian duct. To the inner side and

behind the Wolffian duct a series of little tubes develop, which

take a transverse direction and communicate at one extremity

with the Wolffian duct.

To these transverse tubules the name of mesonephros or

Wolffian body is applied and they sometimes are designated as

the midkidney. The Wolffian body appears about the eighteenth

day, but does not become hollowed out into the tubes until

' Read at the twenty-first .Annual Meeting of the American AsoOciation of

Ob'"tetricians and Gynecologists at Bahimore, September 22-24, 1908.
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sometime during the fourth week. As the mesonephros develops,

the pronephros begins to disappear. Here and there remnants

of the pronephros remain as little pedunculated sacs, the stalked

hydatid of ]\Iorgagni. It is only fair to state that there are some

embrvologists who say this little cystic vesicle is not developed

as above described, but really comes from the anterior end of the

duct of Miiller.

The Wolffian body develops rapidly during the second month

and is supposed to act as a functionating excretory organ, but its

retrogression is equally rapid, upon development of the meta-

nephros or permanent kidney.

The atrophied remains of these tubules as we all know can be

easily demonstrated by holding up an excised broad ligament

to the light. The upper part of tubules is known by names of

the epoophoron, parovarium and organ of Rosenmiiller, while the

lower or distal part (frequently absent) is called the paroophron

or the yellow body of Waldeyer.

These tubules vary in number and size and enter at right

angles into the Wolffian duct.

This Wolffian duct becomes known as Gartner's canal or duct,

and much discussion has arisen as to its course, extent, per-

meability, termination and what significance its existence por-

tends.

In Routh's summary, we find that Malphigi in 1681 first

called attention to the greater frequency of these embryonic

structures in the lower animals (as the cow) than in man, and

Gartner, in 1822, also investigated along this same line, and the

Wolffian tube or duct called Gartner's duct was named after him.

Bland Sutton, in 1894, published his observations after examining

some seventy cows and found persistent Gartner's ducts.

He says that cysts may arise from Gartner's ducts in the

vagina; if so, they are usually small and contain a slightly watery

mucoid material. Dilatation of the ureter sometimes appears

in this locality and a suburethral abscess may simulate such a

cyst. Dohrn says that kittens have persistent Gartner's ducts

along the vagina. Smith quotes R. Meyer who found Gartner's

duct as follows:

In feti 2 to 3 mo. in 12 cases, 12 times— 100 per cent.

In feti 4 to 6 mo. in 21 cases, 6 times— 28.5 per cent.

In feti 7 to 9 mo. in 67 cases, 11 times— 16.4 per cent.

In the new-born in 18 cases, 3 times— 16.3 per cent.

In uteri of adults in 54 cases, 12 times—22 per cent.
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That Gartner's duct may extend into the anterior lateral

vaginal wall is now generally accepted.

Almost all of the observers who have been able to trace per-

sistent Gartner's ducts as far forward as the urethra, describe

the opening as being just behind and to one side of the urethral

orifice. It is also said to open into Skene's tubes, and to be the

source of some cases of obscure albuminuria.

Shiiller, Fishel, Dohrn and Rieder believe that Gartner's ducts

never persist as far forward as the urethra but to this statement

most authorities disagree Garrigues claims that in 80 per cent.

of adult females these two small tubules open just posterior to

the meatus urinarius. Kocks holds a similar view. Xaegel says

that Gartner's duct extends as far as the vaginal portion of the

cervix. Beizel and Dohrn have found it in the vagina. Acker-

man says he has traced it down to the hymen. Klein has traced

it in the newly born from the parovarium into the uterus down

to the cervix.

Others have traced this duct into the body of uterus where it

took an S-shape through the fornix and extended along the

vagina. Beaudelocque traced the duct parallel to the uterine

cavity to the internal os into which it opened. Also, branches

of Gartner's duct have been found to be given off into the uterine

substance.

Two adult cases have been described by Lawson Tait, and

Milton in which the ducts discharged their contents at the

vestibule just below the urinary meatus. Skene describes a

case in which Gartner's duct emptied into the urethra. In

Routh's summary we find that Gartner's ducts may have diverti-

cula just as the vesiculae seminales are diverticula of the vasa

efferentia. These diverticula are called Max Schiillers glands

and are described as leading directly into Skene's ducts and

Gartner's duct as being continuous behind and parallel to Skene's

ducts.

Gartner's duct if patent may become distended at any part of

its course, constituting a variety of parovarian cyst if the dis-

tention be in the broad ligament, or a vaginal cyst if it be in the

vaginal portion. He (Routh) further calls attention to some

of these cases as affording possible explanations of some obscure

conditions of profuse watery discharge from the vagina not

coming from the uterus or bladder.

I find in literature the following interesting cases which I

briefly report. In the first two reported, one by Routh and



844 TRANSACTIONS OF THE AMERICAN ASSOCIATION

one by Kelly, a collection of pus was found in the lower part of

the duct.

1. Kelly's case. The duct could be traced from close beside

the cervix along the left lateral wall of the uterus to the vesti-

bule on a level with the posterior wall of urethra. An opening

occurred spontaneously, pus was discharged and this was

followed by recovery.

2. Routh's case. The duct distended and contents finally

suppurated. Patient 25, had attacks of bearing-down pains and

coccygodynia. Improved rapidly under treatment for a while

but in a few weeks her sufferings returned.

He lost sight of patient but in two and one-half years she con-

sulted him again for intense pain over right ovarian region and

for a profuse yellow watery discharge which occasionally be-

came horribly offensive. The abdomen was somewhat distended.

Examination revealed the vulva moist from a discharge while the

upper part of vagina was almost dry. Uterus was found to be

movable but pushed over to the left side by a somew^hat elastic

mass on the side of pelvis in the broad ligament.

An elastic ridge was found in the vagina from the base of the

right broad ligament to a spot slightly to the side of the cervix.

A fortnight later the patient complained of a throbbing pelvic

pain and her temperature had risen to 102. The ridge in the

vagina was much larger and contained fluid. Under eth^r the

tumor was distinctly felt in the broad ligament. After an

opening, offensive pus continued to come away for some days.

Later the duct was thoroughly laid open and much pus escaped.

The opening in the broad ligament was enlarged, thoroughly

flushed out but the discharge continued for' five weeks, and

permanent recovery resulted. Along this line, Watt, in 188 1, and

Veit, in 1882, report cases associated with broad ligament and

vaginal cyst.

3. Watt's patient had a vaginal cyst which bulged from the

anterior wall in the position of a urethrocele.

After an incision a probe passed upward could be felt midway
between the umbilicus and the left anterior spine of the ilium.

He considered he had entered the abdominal cavity but it was

probably between the layers of the broad ligament.

4. Veit's case was a cyst the size of a child's head protruded

from the vagina. The cyst was incised and the finger could be

passed up into the broad ligament and even feel the ovary.

5. Milton's case was an Egyptian woman, aged 30, who had a
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constant watery vaginal discharge. Married at 13, became

pregnant, delivered and a healthy child; discharge continued

during the whole pregnancy. Vaginal examination disclosed a

minute orifice admitting a catgut guide on the vesicovaginal

septum, a little to the right of middle line and half an inch poste-

riorly to the vesical extremity of the urethra. From this issued

drop by drop a pellucid fluid, two ounces per diem, specific

gravity 1026, containing much albumin and some chloride of

sodium. A urethral bougie followed the line of the ureter in

the direction of the right kidney. Mr. Milton tucked the end

of the canal into the bladder and closed the vesicovaginal suptum.

Patient left the hospital free from vaginal discharge but with an

albuminuria.

To the number I add the following report. Dr. John Cald-

well asked me to see this case with a history as follows:

Patient 36 years of age, normal weight 135. Married fifteen

years, had never been pregnant, and when further questioned

said she had never been unwell. Had never had any discharge

of a bloody character from the vagina and never had had any

of the other symptoms which often accompany a menstrual

discharge. For some years she has had a number of very peculiar

attacks, never knowing what caused them nor has she ever had

any satisfactory causative explanation. They begin with a

pain in the pelvic region accompanied by rigors, this being

followed by distinct chills, rapid pulse and high temperature.

This condition would last from a few days to a week or two, then

there would be a vaginal discharge of a little pus, which was

always followed by a subsidence of symptoms, and an apparent

recovery would ensue. Patient would then get up, go about

her household duties and be free from another spell from six

months to a year, when she would be attacked by a similar

sickness.

When I saw her, she explained that this was the worst attack

she had ever had. She was somewhat emaciated, only weighing

about 100 pounds, was very feeble, her temperature ranging

from 102 to 104, and pulse 120 to 130. Upon abdominal exami-

nation some tenderness over both right and left lower sides of

pelvis was discovered; vaginal examination was very painful and

the patient said there had been for a few days a slight watery

flow mixed with a little pus. The vagina was very hot and

exquisitely tender so an unsatisfactory examination was made
and on opinion given as to the trouble or causation of the same.

8
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The patient readily consented to go to the Good Samaritan

Hospital. After complete anesthesia, assisted by Dr. Pirrung,

a vaginal examination disclosed a small anteverted uterus but

no tubes or ovaries could be palpated. On the right wall at a

central point between the anterior and posterior vaginal walls

was found a decided thickening, and on tracing it up, it felt like

a ridge of massed tissue which passed up to the side of the cervix

in the vaginal vault. Being still at a loss to account for symp-
toms I opened the posterior culdesac and on a careful palpation

thought I detected a small fluctuant mass in the right broad

ligament, but no ovaries or tubes were present, at least none

could be detected by the examining finger. Packing some
gauze in behind the uterus I then opened up this ridge of vaginal

ligament as far as I could.

I thought best at this time to stop searching and make an

abdominal section later if her condition would allow it, and I

had gained her consent, if no improvement followed this unsatis-

factory vaginal operation. The following day the little gauze

which had been placed in the ridge tissue was bathed in pus

which was constantly being discharged, the temperature sub-

sided and patient made a recovery. For nine months her health

has been excellent; never any pain or tenderness, no vaginal

discharge, has regained her usual weight, in fact is normal

except for the absence of menstrual flow. I present this case

to the association with a diagnosis of an abscess of Gartner's

canal.
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THE PRESENT STATUS OF CESAREAN SECTION

WITH A REPORT OF FIVE CASES.'

BY
CARLTON C. FREDERICK, B. S., M D.,

Buffalo. N. Y.

I WISH herewith to report five cases of Cesarean section hitherto

unreported by me, and at the same time review in a cursory

way something of the present status of Cesarean section. Among
obstetricians of note who have recently put into definite form

the results of the profession's advanced experience in obstetric

surgery are Hirst, Norris, Reynolds, Zinke, Williams, Davis,

Frye and some others. The operation, in all its relations as a

substitute for forceps and version, craniotomy and embryotomy,

symphyseotomy or pubiotomy, cannot be discussed at this time,

as it is too vast a subject.

The general practitioner throughout the land is the accoucheur

preeminent. To him we must look for improvement from year

to year in his aseptic technic, in his early recognition of abnor-

malities, in his improved conduct of the hygiene of the pregnant

woman and in the improved conduct of delivery. Both maternal

and fetal mortality should be lowered and can be. It is the cry-

ing need. Far too many children's lives are sacrificed by failure

to recognize malpositions and failure to correct them early and

by forcible, brutal and unscientific deliveries. Far too many
women and their unborn children die from neglect of attention

to the various to.xemias of pregnane}' in their incipiency. Far too

many women develop puerperal sepsis, and when discovered the

treatment is not modern nor efTective. Every primipara and

every multipara who gives a history of previous difficult labor

should be carefully examined by her attending physician as early

as possible in her pregnancy, with the object of determining all

that can be determined as to her general condition, her nourish-

ment and elimination, her probable conduct in labor and as to

the presence of tumors, deformed or contracted pelvis or any

other mechanical obstructions to delivery.

In this connection we have only to discuss the mechanical ob-

structions. Any practitioner of ex[)erience and observation can,

by a pelvic examination, at once determine the existence of a

' Read at the twenty-first annual meeting of the American .Association of Ob-
stetric'ans and Gynecologists, at Baltimore, September 22-24. 1908.
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deformed or generally contracted pelvis, the presence of exostoses

or other growths obstructing the pelvis. The measurements

which are then made will decide approximately the degree of ob-

struction to delivery. The capacity of the pelvis can be deter-

mined largely by the general "feel" of roominess, whether the

promontory of the sacrum is high, far above the examining

finger; by the generally curved outlines of the pelvic walls and
the ascending rami of the ischium and the descending rami of the

pubic bones; by the deep curve of the sacrum; by the width,

thickness and angle of inclination of the symphysis as well as

the angle of inclination of the pelvic brim.

Xorris says: "... Is it not time, in view of the modern results

of Cesarean section, to formulate a general rule to which there

will be few exceptions, that when the true conjugate is less than

7^ cm. in simple flat, and 8 cm. in generally contracted pelvis.

Cesarean section at or before the onset of labor, should be the

elective operation." He further adds : "The merits of pubiot-

omy as an alternative operation are to be determined by future

observation and study." There can be little doubt that this

statement is a conservative and correct one and one safely to be

used as a standard upon which to formulate our decisions for or

against Cesarean section.

But the pelves which are just a little larger, say 8^ or 9 cm.,

especially when the child's head is proportionately larger and we
do not know it, thus keeping the relative disproportion between

head and pelvis the same, are the ones which prove to be stum-

bling blocks and lead us into all sorts of difficulties. In that

class of cases, when it is not determined absolutely by the pelvic

measurements prior to labor that the only safe delivery shall be

by the elective Cesarean section, and the patient is allowed to go

into her labor, after a long and exhausting effort at delivery,

possibly with repeated attempts at instrumental delivery,

possibly with attempts at version, we are confronted with the

questions, How to deliver? Which way promises most for both

mother and child? Is the child living or possibly so injured that

it probably will not survive? Is the mother so exhausted that

she may or may not survive the ordeal of a Cesarean section?

Or has the labor been conducted in a manner so septic that if she

survives the operation she will later develop sepsis?

The only way to determine the child's condition is by the

strength, regularity and volume of the heart sounds. If it be
thought that the child cannot survive, craniotomv is the best
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alternative. And right here let me say that the time has passed

when any obstetrician can justify himself in doing craniotomy or

embryotomy on any but a dead or dying child. The chances

are that in the larger proportion of cases under ordinary environ-

ment that all aseptic rules have been violated and that the patient

is in a fair way to later septic developments. It has been my
observation that a large proportion of patients which I have seen

in consultation, in whom frequent examinations have been made
and prolonged attempts at delivery have been tried by the attend-

ant and his friends whom he has called in to assist him, have de-

veloped sepsis in some form afterward, not a few having proved

fatal. When the obstetrical attendant is a general practitioner

attending erysipelas and other infective diseases, lancing car-

buncles, boils, abscesses and the like, is it any wonder that his

patients are infected? If we could but impress upon him the

fact that hands infected by contact with virulent discharges

cannot be made clean by scrubbing and that he either should

wear sterile gloves during his obstetrical attendance or while

dealing with infective discharges or better to use gloves in both

instances, much of this infection could be avoided.

I believe that the larger mortality in Cesarean section cases,

after delayed operation, is more due to subpubic infection before

section than to the exhaustion before section. This fact is borne

out by the experiences of several operators who have done sections

frequently after patients have been in labor for over twenty-four

hours under conditions such that the labor has been aseptically

conducted. In the hypothetical case just described, if the child

is decided to be living and liable to live after delivery, we have

to choose between Cesarean section, symphysiotomy or pubiotomy.

Symphysiotomy has been supplanted by pubiotomy as being by
far the safer operation. Williams, of Baltimore, is the most

enthusiastic advocate of pubiotomy, in this class of cases, among
the obstetric teachers of the day. Hirst and others predict that

it will eventually go the way of symphysiotomy, but time and

"future observation and study" only can determine the question.

The mortality for both mother and child in primary elective

Cesarean section is practically nil. When the operation is done

later as a last resort, the mortality of the mother increases, but

that of the child does not. The statistics of pubiotomy would

seem to show in this class of cases a little better chance for the

mother, but not so favorable for the child as Cesarean section.

The principal points to obtain, however, are these : a knowledge
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long enough prior to term to determine the size, shape and capacity

of the pelvis to go to term; then to decide whether to do a pre-

mature delivery at 8 or 8^ months, or to do a Cesarean section, or

to await the "test of labor" under conditions such that the

labor can be conducted aseptically, and if not successful, then to

do a Cesarean section under conditions such that the lives of both

mother and child may be saved.

Premature delivery in contracted pelves at 8 or 8^ months is a

procedure attended with good results, and a child so delivered

stands as good a chance of living as at term. Some writers have

tried to devise means of determining the size of the fetal head

while in utero, but it is problematical if anything like an accurate

estimate can be made under such conditions. The technic

of aseptic abdominal surgery has been brought to a degree of

perfection such that Cesarean section, in competent hands, if

the patient is not already infected and has enough vitality left

to undergo the ordeal, ought to live in a large percentage of in-

stances. Much of the delay and loss of strength of the patient

may be prevented during the dilating stage, if it be tardy, by the

use of various devices for dilating the soft parts, but among which,

it would seem that the Pomeroy bag is the most effective.

CASES OF CESAREAN SECTION.

Case I.—Mrs. G., age thirty-eight, had born-several children

at term; at this labor, at term also. It was discovered on exami-

nation that a mass which proved to be a large carcinoma of the

rectum filled the lower pelvis, preventing delivery. She had been

in labor fifteen hours. The cervix lay above the symphysis,

partially dilated. Cesarean section done at the Buffalo Woman's
Hospital. Male child, living. Both mother and child survived,

the mother dying about one year after from carcinoma.

Case II.—Mrs. S., age thirty-five, in puerperal convulsions,

having had several during the previous twenty-four hours;

cervix hard and undilated. She was taken to the Buffalo Woman's
Hospital and delivered by Cesarean section. The child lived only

a short time, the mother recovered and died three months later

from renal disease which proved to be an interstitial nephritis.

Case III.—Mrs. F., old primipara, in labor about eight hours;

the pelvis found to be obstructed by a fibroid tumor pushed

downward in Douglas' pouch, filling the pelvic cavity. Cesar-

ean section was done at the Buffalo Woman's Hospital. Male

child; both mother and child lived.
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Case IV.—Mrs. P., age thirty-five. Found to have a large

carcinoma of the cervix and upper vaginal wall, such as to pre-

vent normal delivery. Elective Cesarean section was done at

the Buffalo Woman's Hospital, near term; mother and child

living. Mother died eight months later from hemorrhage.

Case V.—Mrs. L., age thirty-two; primipara with a. generally

contracted pdvis; conjugate about 6^ cm. Patient elected at

six months to go to term and have a Cesarean section, desiring a

living child. This w^as done at the Buffalo Woman's Hospital;

child and mother both alive and in good health.

64 Richmond Avenue.

THE DEVELOPMENT OF THE HUMAN OVUM DURING
THE FIRST EIGHT WEEKS OF PREGNANCY.^

AN APPEAL TO TEACHERS OF OBSTETRICS AND TO WRITERS
OF TEXT-BOOKS TO CONFORM IN THEIR DESCRIPTION
OF THE HUMAN OVUM DURING THE EARLY WEEKS
OF PREGNANCY WITH THE FACTS ON RECORD.

BY
HENRY SCHWARZ, M. D.,

St. Louis. Mo.

The descriptions of the impregnated ovum during the first

eight weeks of pregnancy, as found in our leading text-books,

conflict with well-known facts and should be corrected. All

leading American, English and German text-books bring illus-

trations and descriptions of embryos and ova from the second

and third week of pregnancy and they all, without a single

exception, state, that at the end of the first lunar month, that

is at the end of the fourth week of pregnancy, the human ovum
is of the size of a pigeon's egg, and that the embryo at this time

measures from seven to ten millimeters. Besides copying the

well-known illustrations from the works of His, Reichert and

others, each writer of a text-book usually brings an illustration

of one of his own cases; thus Edgar shows an unruptured human
ovum of perhaps the sixth or seventh week, describing it as

from the third week, and Williams brings an illustration of a

beautiful specimen in the anatomical museum of Johns Hopkins

University, also of about six or seven weeks' development,

describing it as a seventeen days' pregnant uterus.

Now all these authors follow the time-honored method of

Hippocrates and divide pregnancy into ten periods of twenty-

' Read at the twenty-first .\nnual Meeting of the .\merican .Association of

Obstetricians and Gynecologists, at Baltimore, September 22-24, 1908.
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eight days or lunar months, and they describe the human ovum
and fetus at the end of each of these ten periods, and they^all

go on record and state : At the end of the fourth week of gesta-

tion, the human ovum is of the size of a pigeon's egg, and the

embryo measures from seven to ten millimeters in length.

All these statements are misleading and confusing to students,

and they are annoying to the teachers of obstetrics. The fact is,

that no human eye has ever seen an impregnated ovum belonging

to the first period of four weeks of a forty weeks' pregnancy.

The youngest human ovum of which there is a reliable record, is

the one described by Peter, of a girl, who should have menstruated

on September 28, 1885, and committed suicide on October first

of that year, because she considered herself pregnant. This

ovum, which has become so well known, was fully embedded and

of the size of a hemp-seed. It belongs to the middle of the fifth

week according to the established way of counting. Another

ovum, a trifle smaller, has lately been described by Leopold, but

unfortunately, there is no record of the date of the last menstru-

ation. Investigators, the world over, have during the last

thirty years been on a continuous lookout for youngest human
ova with the following result: During the first four weeks,

counting from the first day of a last normal menstruation, no

ovum has ever been found in the uterus. If you consider how
searching the investigation has been, and how it has been aided

by millions of curettements and many thousands of hysterec-

tomies, you must come to the conclusion that as long as the

mestrual period is not overdue, the impregnated ovum has not

entered the uterus, and there is no harm in the universal practice

of examining, sounding and treating women, who are not behind

in their menstruation.

On the other hand, just as soon as a woman's menstruation

becomes overdue, the impregnated ovum may be found in the

uterus; the luckiest investigators found ova of the size of a hemp-
seed fully implanted on the third or fourth day after menstru-

ation was due, that is to say, in the middle of the fifth week;

all of us have been looking for these youngest ova, and we
considered ourselves lucky when ten, twelve and more days

after menstruation was due, we were able to secure ova, varying

in size from a small cherry to a pigeon's egg, but all these ova

belong to the second lunar month of pregnancy; the earlier ones

usually to the sixth week. Many of these ova have been turned

over to embryologists, who have studied the degree of develop-

-:.i
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nient of the embryos, and have estimated their age by comparison

with animal embryos. His in 1880 published a description of

sixteen embryos, obtained in this manner; he estimated their

age at from twelve days up, and came to the conclusion that

twelve of the sixteen embryos, so examined by him, resulted

from the impregnation of the ova of the menstruation which had

been missed, and not from the last normal menstruation. From
this publication of His, date the illustrations which we so uni-

versally find copied in our text-books on obstetrics.

The description given in the text-books of ovum and fetus at

the end of the eighth week or the second lunar month, are proven

correct by our daily observations, namely, that the ovum is

about of the size of a hen's egg, and that the fetus measures

about four centimeters in length.

The changes in the description of human ova in our text-books

of obstetrics, which I advocate, apply therefore to the first two

lunar months of a forty weeks' pregnancy only, and should be as

follows: During the first lunar month no impregnated human
ovum has ever been observed, we know, however, that during

this period the uterus is empty; that during the first part of this

period, pregnancy does not exist, and that the part of this period

in which pregnancy exists, is consumed by the migration of the

impregnated ovum through the Fallopian tubes. We have reason

to believe, that, as a rule, the impregnated human ovum reaches

the uterus on the day on which menstruation becomes overdue,

because, in spite of the most vigorous search of an immense
material, carried on through many years by competent investi-

gators, the uterus has always been found empty, as long as

menstruation is not overdue, while, on the otlier hand, the young-

est human ova on record have been found three or four days

after menstruation failed to appear.

At the end of the fourth week of pregnancy, the human ovum
must be small enough to pass through the uterine end of the

Fallopian tubes, and cannot be larger than a millet-seed. During

the second lunar month, the impregnated ovum grows rapidly,

and develops from a body of the size of a millet-seed to that of a

hen's egg. The youngest ova on record date from the third and

fourth day of the second lunar month, they were fully imj^lanted

and of the size of a hemp-seed; at the end of the fifth week the

ovum constitutes a small vesicle, covered with chorionic villi,

and measuring about one centimeter in diameter; at the end of

six weeks the ovum is of the size of a pigeon's egg, and the embryo
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measures from seven to ten millimeters in length; at the end of

the eighth week, the ovum is of the size of a hen's egg, and the

embryo measures about four centimeters in length.

These are the changes which should be made, irrespective

of what the authors opinion may be regarding the relationship

of ovulation and menstruation, and irrespective of his opinion

in the question whether, as a rule, the impregnated ovum be-

longs to the last normal menstruation, or whether it belongs to the

period which has been missed.

These questions were much discussed twenty-five and thirty

years ago, and it seemed then, that the so-called new theory

had won the day. This theory taught that ovulation preceded

menstruation a few days; that, as a rule, impregnation occurred

as soon as the ovum reached the ampulla of the tubes, and that

the impregnated ovum, as a rule, belonged to the menstruation

which failed to appear; that the appearance of the menstrual

flow, in fact, was a sign that a chance for impregnation had been

missed.

The leading text-books of the present day, however, seem to

return to Pfiueger's theory, that ovulation and menstruation are

simultaneous phenomena, and that it is the ovum of the last

bloody menstruation which, as a rule, becomes impregnated.

This appears very strange when we consider that a great deal

of unshaken testimony had been produced in favor of the new
theory, while not one single fact can be brought forward in sup-

port of the theory that the ovum of the last normal menstrual

tlow, is the one which becomes impregnated.

Pfiueger's publications date from the year 1865; he believed

that ovulation and menstruation take place simultaneously, and

considered menstruation the means by which nature prepared

the uterus for the implantation of the ovum. The first protests

against this theory were raised in 187 1 and 1872, but it was
Aveling, who in 1874, in the Obstetrical Journal of Great Britain,

p. 209, gave the first lucid description of the menstrual changes

in the uterine mucosa in support of the new theory. The same
agent, which causes an ovum to mature and a follicle to rupture,

causes likewise a periodical swelling of the uterine mucosa, and
thereby renders it suitable for the implantation of the ovum; if

such implantation takes place, the swelling of the mucosa con-

tinues until the so-called deciduamenstrualis is changed into the

decidua of pregnancy. When impregnation does not occur, or

when an impregnated ovum passes through the uterine cavity
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without beconiiiii; implanted, the mucosa returns to its normal

condition. This swelling off of the mucosa is usually ushered in,

and assisted by the escape of blood. Aveling quite aptly com-

pares these changes in the uterine mucosa, to the formation of a

nest for the reception of the impregnated ovum, and to the throw-

ing off of such a nest, when there is no chance to utilize it.

Aveling's opinion about the changes in the uterine mucous
membrane was soon confirmed especially by the beautiful work

of Leopold in 1877 (Archiv. fiir Gyndcologie, vol. ii,. p. iio),

and when His, in 1880, showed that of the 16 embryos, which

he examined, twelve without doubt originated from ova of the

first suppressed menstruation, the new theory seemed firmly

established.

In 1883, Leopold published {Archiv. fur Gyndcologie, vol. xxi,

part 3) his investigations about ovulation and menstruation,

and came to the conclusion that during the period of congestion

preceding menstruation a corpus luteum is more apt to develop

than at other times, but that follicles may rupture at almost

any time. In 1885 followed the discovery and description of

Peter's ovum, which likewise supports the new theory.

In 1896 {Archiv. fiir Gyndcologie, vol. xlv). Leopold, together

with Mironoff, published further observations made from the

examinations of extirpated ovaries in regard to ovulation and

menstruation. The material was not free from objections, and

the conclusions were different from those reached on the former

occasion. Leopold now claimed that the menstrual flow is

usually, but not always, accompanied by ovulation, and that

ovulation at any other time is a rare occurrence. It seems to be

the influence of this publication which has caused a revival of

Pflueger's theory; however, without good cause. The state-

ment that ovulation invariably takes place during the menstrual

flow, is contradicted by Leopold's own publications of 1883,

and by the frequent cases of conception in the absence of any

menstrual flow. Such cases are frequent in nursing mothers,

they are not rare in girls who cohabit regularly before they have

menstruated for the first time, and they are numerous in cases of

women, who get married a week or so before an expected period,

and who never menstruate again until after the first baby is born.

At any rate, we know that twenty-eight days after the begin-

ning of the last menstruation, the impregnated ovum is almost a

microscopical body and just in the act of entering the uterus,

and we may take our choice, whether we consider this degree of
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development as attained in a few days, or whether we wish to

beHeve, that it has taken three or more weeks to accomphsh it.

Personally, I have always taught the new theory. Fruitful

cohabitation can take place at any time between two periods.

When the spermatozoids have reached the tubes, they are in

such favorable surroundings that they will remain alive and

active from one period to the other; Duehrsen has found them

so in the Fallopian tubes after three weeks; in the domestic hen

they remain active for many months and fructify the descending

eggs; in the female bat, they remain active from the time of

copulation in fall, to the time of ovulation in spring, and in the

queen-bee, they remain active for a number of years. There can,

therefore, be no reasonable doubt of the ability of human sper-

matozoids to remain alive and active from one menstruation to

another, when once in the favorable surroundings of the tubes;

and it is safe to say, the ampullae of the tubes in a woman, who

cohabits regularly, always contains a multitude of spermatozoids,

so that the ovum which leaves the ovary a few days before the

expected menstruation, becomes impregnated at once; and that

during the passage of the impregnated ovum through the tubes,

there is not much change of size, if any.

It is likely that the observations of Spec on the guinea-pig, can

be applied to the human ovum, namely, that the Zona pellucida

protects the ovum during its travel through the tube, and is

stripped off in the uterine cavity when the ovum becomes per-

manently implanted.

440 Newstead Avenue.

SOLVING THE PROBLEM OF OBSTETRICS.

This was the title of the president's address, delivered by Dr.

E. GusTAV ZiNKE, of Cincinnati, Ohio (see page 733).

DISCUSSION.

The papers of Drs. Frederick and Schwarz and the president's

address were discussed jointly.

Dr Rol'^nd E. Skeel, of Cleveland, Ohio, said it was not

generally known that Dr. Stamm, a Fellow of the Association

was the first in this country to do vaginal Cesarean section.

Dr Martin Stamm, of Fremont, Ohio, said that about five

years' ago he read a paper at the Chicago meeting of the Asso-

ciation, in which he reported two cases of vaginal Cesarean

section The first patient was operated on at her home, sixteen

miles from Fremont, as he did not think she could be moved.

She made a good recovery. She was pregnant about seven

months and a half. The baby gave a few gasps and died.
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The second case he saw in the country one evening about eight

o'clock. He did not want to perform the operation there and
thought it possible to wait a few hours, and told the physician

to bring the woman to him and he would operate at sunrise.

Patient was brought in about four o'clock in the morning in

the summertime, and at about five o'clock was delivered. The
baby lived two hours. The mother recovered. It was about
eight months after this operation that she gave birth to a child,

at seven and a half months of gestation.

About two years ago he saw a patient in whose case vaginal

Cesarean section was proposed, but was vigorously opposed by
the family, and the woman died.

Three months ago he had the case of a woman who was preg-

nant seven and a half months. He delivered her in the same
way; the baby lived a day and a half, and died. Six weeks ago
he had a case at term. This woman had six convulsions within
three hours. He operated on her at the hospital; the parts

were edematous, and there was an opening just large enough to

admit one finger. The operation was attended with difficulty

as regards peeling the bladder back, and so he only slightly did
this, then made an intrauterine incision in the cervix, and one
posteriorly, introduced his hand and dilated. In about two
minutes the canal was sutliciently dilated to admit his hand,
and after this he turned and delivered the child. The child

w'as living, and the mother made a good recovery. As the
President, Dr. Zinke, had said, the speaker could only recom-
mend the operation in eclampsia, yet he thought in placenta
previa it would be the operation finally adopted. He would
like to hear Dr. Zinke say something about modern extraperitoneal
Cesarean section or what was known as Sellheim's method.
This was an operation which seemed to offer some prospect for

future consideration.

Dr. Zinke replied that Sellheim had abandaned this procedure
because of the favorable results obtained by hebostiotomy.

Dr. Miles F. Porter, of Fort Wayne, Indiana, did not think
these papers should go without further discussion. If there was
one thing he was thankful for it was that he had never done
craniotomy on a viable fetus. We were in a position to-day to

say that there were better and safer methods of delixering primi-
parae than by even the ordinarily difficult high forceps operation.

It was his privilege on two occasions to make what he called

the elective Cesarean section. One was in a healthy multipara
who had had several previous normal easy labors, but who came
to labor and upon examination was found to carrv a large pelvic

tumor—a cyst. After the removal of the tumor in the ordinary
way, he delivered the woman of a child through the abdomen,
because he felt certain that under the circumstances he could
empty the uterus with less risk to the mother and to the child,

and not only so with regard to risk to life, but morbidity itself,

than to allow the woman after abdominal section to go through
an ordinarv labor.
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The other operation was done in the case of a primipara,

with placenta previa at term. The question of morbidity should

be considered as well as mortality. After considerably more
thought than experience on this question, he was inclined to

believe that abdominal Cesarean section done under favorable

circumstances—and it should be done under favorable cir-

cumstances—would not have a mortality to exceed two per

cent, to the mother. What was the mortality to the child?

He undertook to say that time and experience would prove
that this operation would give the child a better chance for life

than labor in the ordinary way. Therefore, he was very much
inclined to believe that difficult labors in the course of time
would be comparatively few, and that instead these mothers
would be delivered by Cesarean section. Looking at the ques-

tion from all sides as well as he could, without having had very
much experience with vaginal section, he could not understand
the logic or the reason for attacking a placenta previa by vaginal

section in the presence of a viable child. This was where the

placenta was, and this was where hemorrhage vVould take place.

After the delivery of the child one would have the ordinary

traumatism to contend with from the delivery of the child

through the natural tract. These uteri could be attacked safely

through the abdomen, and the rule was that the recoveries were
infinitely less bothersome than those from ordinary labor. These
women were not sick at all, as a matter of fact. We would
have to consider in time the accumulated experience which
alone would determine accurately what the subsequent dangers

of abdominal section were. What was the necessary danger
from subsequent rupture of the uterus? What was the sub-

sequent danger that might take place from the development of a

hernia? What was the danger that might follow from the

development of intestinal obstruction? But taking all of these

things into consideration, he was very much inclined to beheve
now that in the future abdominal Cesarean section in many of

these cases would be the method of delivery adopted by choice

as being a method that give the mother as good a chance as any
other, and a method which gave the child an infinitely better

chance than did any of the other known methods.
Dr. Edward J. Ill, of Newark, N. J., said that this question

under discussion was a large one. So far as he could learn,

neither the President nor Dr. Frederick had spoken of the soft

parts of the mother. They had referred to the immediate
results of operation, but not to the remote. It did not seem to

make any difference what sort of operation one did from below,

every now and then one would injure the woman to such an
extent that she would never be well. He would produce lacer-

ation of the cervix extending into the broad ligament, extending

down to the vagina into the perineum, producing such an atrophy

of the pelvic cellular tissue that the woman would never get

well. He had had a very good chance of seeing a few cases that

had been operated on by prominent men abroad by vaginal

I
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Cesarean section, and in speaking of it he was not attacking

the operation, because he had done it himself. However, he
had seen severe injuries resulting from that operation, but
believed that if the fetus had been delivered by abdominal
section it would have left the woman in good condition, provided
the operator knew how to sew up the abdominal wall properly.

He thought there was still a place for the high forceps oper-

ation. The President had pointed out that these patients should
go to the hospital. This was where they went after everybody
had their hands in the muddle. Such a patient might have
fever, might be exhausted, with the fetus possibly dead. If

Cesarean section were undertaken on such a patient, she would
doubtless die. Here the high forceps operation was still the best

method. If in such a case hebosteotomy was done, the patient

was likely to die from sepsis.

One word with regard to Cesarean section in cases of puerperal
convulsions. He had done Cesarean section twenty-five to

thirty times for puerperal convulsions. They were all primi-
parae. Multiparae would get along without Cesarean section.

Dr. John A. Lyons, of Chicago, was glad to hear what Dr.
Porter and Dr. Ill had said with regard to Cesarean section. It

was difficult to get general practitioners to send cases suitable

for this operation to the hospital. They usually allowed them
to go on, if their pelves were contracted, until they had been in

labor from forty-eight to seventy-two hours; then both mother
and child were likely to be lost if the mother was sent to the
hospital for operation. This discussion was needed, and he
thought it would bring forth good results.

Dr. Frederick, in closing the discussion on his part, said that
in Germany too little consideration was shown to the child. He
thought, too, a great many general practitioners in America
displayed too little consideration for the child. The teaching
among Roman Catholic practitioners to a certain extent counter-
acted this lack of consideration of the child. The child had its

rights, which should be considered, and the mother had her
rights, which should be considered. . He did not believe the
mother should be the sole object of solicitude, but the child

should have its share of solicitude also. Therefore, the operation
which under the largest number of operators proved to be most
successful in saving both mother and child, first as regards
mortality, and next as regards morbidity, was the one that would
eventually be crystallized and depended on. Obstetricians
were in a state of uncertainty; changes were going on. Without
question, this would be sooner or later thoroughly crystallized,

so that practitioners would know where they stood. Before
reaching this point, however, it was necessary to educate general
practitioners who were not obstetricians that they must examine
their patients early in pregnancy or as soon as they were engaged.
They must know what the condition of their patients was.
Under the general practitioner was educated up to a certain
point, there was going to be very little or no improvement^in
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the mortality or morbidity statistics in obstetric practice. This
was one of the most important points for consideration in efforts

to educate the general practitioner. One could talk about
pubiotomy, Cesarean section, symphyseotomy, and all other

otomies from a scientific standpoint, but when it came to absolute

practice, there was the trouble. He had always said in recent

years that a poor woman picked up on the street, who had no
place to lay her head, and was in labor, if taken to a maternity
hospital and delivered there, had a better chance than the rich

woman in a mansion with nurses and obstetric attendants.

Dr. Zinke, in closing the discussion, felt deeply grateful for

the expressions of appreciation regarding his address. He
thought those who would take the trouble of reading the papers

presented this evening after they were published, would have
little doubt as to the logic expressed in them and the conclusions

to which the authors had arrived. We were on a campaign
of education with respect to obstetrics. A great deal had been
done for mankind in every other department except in obstet-

rics, and if only as much were done for the pregnant as for other

people, who sought treatment, he thought these women would
stand a better chance to recover from the effects of their con-

finement than at the present time. There was no question

in his mind that many fathers and mothers often dreaded the

thought of the marriage of their daughters, and after they were
married they were in dread of pregnancy, and when pregnancy
did occur, they feared the hour of confinement. Many of them
avoided it for that reason, and he hoped that the time was not

far distant when the laity, as well as the profession, would realize

the fact that cases of obstetrics should be as closely observed

and as carefully studied as other cases, and that they should be

treated accordingly. If there was any indication of trouble

in an approaching confinement, the patient should be sent to a

place where she could be conducted through it successfully.

September 23, 1908, Second Day.

There was no morning session of the Association held. Instead,

the members repaired to the Johns Hopkins Hospital, where
clinics were given by Drs. J. M. T. Finney, Harvey Gushing,

Howard A. Kelly, and Guy LeRoy Hunner.

Second Day, Afternoon Session.
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INTRALIGAMENTOUS FIBROIDS.^
BY

JOHN F. ERDMAXN, M. D.,

New York.

Professor of Surgery in the New York Post-Graduate Medical School and Hospital;

Surgeon to Govemeur Hospital.

(With Illustrations.)

During the past seven years I have operated upon sixty-one

cases of fibroids, doing forty-eight hysterectomies and thirteen

myomectomies. Of this entire number I have met with five

cases of intraligamentous fibroids, one of which was a case of

multiple fibroids of the uterus, with two discrete ones in the

right broad ligament. The remaining four were true intraliga-

mentous fibroids in the full sense of the word. None of these

intraligamentous masses in any of the five cases had any associa-

tion with the uterus, except one in which the association was

due to an inflammation occurring in the pelvis, and an exudative

or plastic adhesion to the uterus was evident.

In looking up the literature in the spring of 1907, when select-

ing this title for a paper to have been read before this Association

at its meeting in Detroit, I was struck by the fact of the few cases

being cited and by the meager descriptions in the text-books

of the present day. Such a strong impression was made upon

me that I felt that this subject is either an exceptionally rare one

or so common as not to deserve mention. I am now firmly of

the belief that the condition, while not unusually rare, had not

been well written up at that* time, and am more than ever of

such an opinion after reading the excellent paper of James
Vance, of El Paso, Texas, published in the Annals of Surgery

of 1907, p. 854, vol. xlv, No. 6. In the above-mentioned article

Vance says :
" It is only in cases of broad ligament development

alone, associated with a perfectly normal uterus, that the primary

origin is so obvious as to compel the attention of the surgeon.

Such cases are very rare, there occurring only four in the past

eleven years in the American literature."

As stated above, I record in this paper four out of five in which

just such a condition of normal uterus existed with the fibroid,

'Read at the twenty-first annual meeting of the American Association of Ob-
stetricians and Gynecologists, at Baltimore, September 22-24, 1908.
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the fifth being the case of multiple fibroids of the uterus and two

in the ligament. It is also an interesting fact that these tumors

are usually single. The four mentioned above were single

fibromata.

Vance is quite settled in his convictions that these growths

are neither budding offshoots from the uterus nor pedun-

culated subserous ones that have finally separated from the

parent stem, but that they are primary developments in the

broad ligament. "Numerous authorities are cited by Krekels

to show the independent origin of these growths. That fibromyo-

mata are found within the broad ligament as well as in the uterus

is natural, since the same smooth muscle fibers and connective

tissue are found here as in the uterus." (Vance, Annals of

Surgery, vol. xlv, No. 6, p. 863.)

The ages in my five patients were forty-two, forty-eight, forty,

forty-four and forty -nine. All were married except the one forty-

two years of age, and she had been a widow for several years

at the time I was consulted. The sizes varied greatly. In the

one with multiple fibroids of the uterus and two in the broad

ligament, one of the tumors was the size of a filbert, while the

other was as large as a hen's egg. The largest was one of the

left side and in the patient forty-eight years old. It extended

above the umbilicus, and was judged to weigh thirteen to fifteen

pounds. The next in size was also a left-sided one, perfectly

round, of rather soft consistence and as large as the inflated

gas bag of the present-day ether inhaler, weighing ten pounds.

The remaining two were both right-sided, one as large as the

largest grape fruit, the other but slightly smaller.

The histories in regard to growth are illuminating in but two,

and these were the largest ones. 'One observed her growth for

five years, and its growth was so rapid as to lead one to suspect

a cyst of the ovary or an intraligamentous cyst, although I

stated distinctly that I thought it to be a fibroma. But one of

these single growths was nodular, Vance stating that when large

they usually are. In four of these cases the tumors were hard

or of the same consistence as ordinary fibroids. In the large

round one the feeling was of a decidedly soft nature. The
edematous condition spoken of by some authors was not ob-

served in any of my cases, although the largest one, which was
somewhat pear-shaped with the apex down, had perforated the

anterior vaginal wall and was very adherent. Such a condition

of edema may have existed in this case, with a subsequent in-
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flammatory change producing sloughing and perforation of the

vaginal wall, but the patient's history was negative as to any

pelvic inflammation.

Diagnosis.—This condition is usually confused with that of an

intraligamentous cyst, although from my experience in the five

cases cited in this paper, the deflection and elevation of the uterus

in the large tumors is greater than in intraligamentous cysts. I

am satisfied that no positive conclusion between the two can be

formed until the abdomen is opened. The menstrual history

is not one to base any definite conclusion upon. This fact is

also well borne out by Vance, who says, "The unaffected condi-

tion of menstrual function is the most constant symptom re-

marked upon b}' all authors."

Pressure symptoms are absolutely allied to those of intraliga-

mentous cysts and fibroids. The growth is usually slow, this

being in contradistinction to intraligamentous cysts. Immense
elongation of the vagina, with a tumor, not movable to any great

extent, that can be definitely stated as being harder to palpation

than cysts, with the uterus tilted to one side and raised above the

symphysis, is very likely to be an intraligmentous fibroid. Treat-

ment is distinctly operative, and varies with the size and position

of the growth from a myomectomy or enucleation to a hysterec-

tomy. In the case of multiple fibromata I did a myomectomy,
removing six from the uterus and the two from the ligament.

In the remaining cases supravaginal hysterectomy was done. In

the operative treatment two dangers are distinct. First, that

of hemorrhage from the iliac and its branches and, secondly, the

danger of ureteral trauma.

Hemorrhage.—Two of the five cases operated upon were ac-

companied by terrific hemorrhages. The first hemorrhagic case

was in the patient with the large pyramidal tumor, mistaken

throughout by all, even during the operation, for a large myomat-
ous uterus (see history). The cleavage was badly made owing

to a dark day and a very poorly lighted operating room. Vessels

were found in the broad ligament and covering the tumor a half-

inch in diameter with extremely thin walls. In lifting the in-

carcerated tumor from the pelvis numbers of these branches were

torn and bled profusely. Withal, the patient's recovery was
without any incident of unusual note.

The second instance (see Case II) was in the case of recent and

existing inflammation, the patient having a temperature of 102

at the time of the operation. Her hemorrhages were exception-



864 TRANSACTIONS OF THE AMERICAN ASSOCIATION

ally severe, and evidently came from the broad ligament plexus,

deep down in the pelvis and close to the pelvic wall. It was neces-

sary to place very firm packing between the tumor and the pelvis

having an assistant make firm pressure upon the packing, and

then, to save the patient's life, I hurriedly dissected the tumor

up from its posterior attachment. Upon removing the packing,

the spouting vessels were readily seen and clamped.

Ureteral dangers are, in my opinion, only marked in cases com-

plicated by preexisting inflammations in the tumor or broad

ligament or in cases with tubal or ovarian adhesion involvement.

In the previous inflammatory cases, of whatever variety, the

ureter can be so closely matted to the tumor as to be injured by

hurried dissection, as was necessary in Case II. In Case II,

while hurriedly releasing the tumor from its posterior and infer-

ior association, no good cleavage was obtainable, and as a fear-

ful hemorrhage was in progress I began to work hastily, and sud-

denly found a hard infiltrated cord between my fingers and enter-

ing into a portion of the tumor. I took it to be a large vessel

or the ureter. Upon investigation it w^as proved to be the ureter,

which was buried in the adhesions and closely associated with the

tumor. Careful dissection, after the hemorrhage was checked,

released the ureter without damage. In the noninflamed and

nonadherent cases the tumor' usually peels out without danger

to the ureter, this latter structure being separated from the

tumor by a fair amount of intercellular structure. Furthermore,

no anatomical reason exists for ureteral danger in the ordinary

case, except the usual one near the cervix when doing a hysterec-

tomy.

The choice of operation, as stated, lies between myomectomy
and hysterectomy. Myomectomy is the operation of choice

when the tumor enucleation is feasible with readily controlled

hemorrhage or the tumor is small enough not to push the uterus

out of the pelvic cavity and leave a raw space in the broad liga-

ment of such dimensions as to be provocative of malpositions by

lateral or posterior tilting, thereby requiring subsequent opera-

tion. Also, certainly, myomectomy should be the operation of

choice in young adults with child-bearing possibilities.

Hysterectomy.—Where the tumor is large, enucleation will

leave an immense cavity with loss of lateral support in the broad

ligament which is very likely to be productive of retrodisplace-

ments and lateral deflections which will eventually call for second-

ary operations. A further and a very potent reason for hysterec-
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tomy is that of the control of hemorrhage. Age as a factor

lends its weight after forty.

Case I.—Mrs. J., forty-eight, Bridgeport. Referred to me
by Dr. R. J. Lynch. Came under my observation on September

12, 1905, and gave the following history: has had four children,

the first pregnancy occurring at the age of sixteen. She has been

regular in menstruation as to time and quantity, never soiling

more than three napkins daily and this condition continuing

for about three days. Had never noticed anything except a

lump in her sight side, which was movable, about eight years ago.

She said that there had been an appreciable increase in size lately.

Dr. Lynch stated that it had more than doubled in size in the

last three years. She states that it has been impossible for her

to retain her urine for the past two years, as it "continually leaks

away" during the entire time she is walking, and that she must
arise three or four times at night to void urine. Her bowels move
regularly and she suffers some pressure discomfort.

Examination reveals a mass fairly movable, inclining more

to the left than the right, extending above the level of the

umbilicus, and having to the palpating hand the shape, density

and the like of a large fibroid uterus. By vagina a distinctly

confusing palpation picture is presented. A conical mass (see

illustration of Case I), the apex of which is the size of a small

orange, presents in the vagina, encroaching upon the left side

mostly and descending to within an inch and a half of the vulva,

with a tongue-like process that was about two inches long and

an inch and a half wide and covered by a perfectly smooth

membrane. No external os could be felt. Ocular examination

through a speculum presented no evidences of an external os, and

demonstrated that the tongue-like protrusion w^as covered with

what appeared to be true mucous membrane. Operation was

advised and accepted.

She was operated upon on the thirteenth day of September

in an improvised operating-room, poorly lighted and upon an

extremely dark afternoon. A long median incision exposed

a tumor with all the character of a diffuse fibromatous

uterus, covered with veins fully a half to three-quarters of an

inch in diameter. There were no adhesions, but the tumor was

absolutely fixed in its lower half, the apparent mobility found at

the first examination being due to the swing of the upper half of

the tumor upon its lower half. The left round ligament could not

be demonstrated. The left broad ligament was extremely short
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and tense, also containing immensely dilated veins. The ordinary

steps of doing a bilateral clamp hysterectomy were proceeded with,

accompanied by great diflficulty in the left side, the latter due to

the fact that we could not or did not know the exact nature of our

tumor. Had I recognized it as an intraligamentous fibroid, I feel

that the greater difficulties met with could have been obviated.

Repeated tearings of vessels, owing to thin walls, were followed by

terrific hemorrhages until the pelvic portion of the tumor was

reached. After this it was a simple matter, although the growth

had ulcerated into the vagina, to complete the hysterectomy from

left to right and from below^ upward. A careful peritoneal toilet

was made, her appendix removed, and the patient placed in bed

with instructions to give a large salt-solution enema. The patient

recovered.

Examination of the tumor proved interesting. Search was

made for the external os with great care, but none was found.

A transverse section was made three inches up from the apex,

with like result. Another incision three inches higher with like

result. The third section, three inches higher, gave evidences of

a small canal lined with mucous membrane, simulating the vagina.

This was traced up and to the extreme right of the base of the

tumor, and perfectly free from it except by cellular tissue we
found a normal-sized uterus. The tumor measured fourteen

inches in length, eight inches wide at its base and five and a

half inches through at its thickest portion. It was estimated as

weighing between twelve and fifteen pounds.

Case II.—Mrs. L., age forty, mother of several children, men-

strual history negative. Referred to me by Dr. Spanier on Maj'

23, 1907, when I saw her in Brooklyn. At that time she had a

temperature of io2i and a pulse of no. She was unable to

retain her urine, and had been treated by some local physician,

up to the twenty-second of May, for a cystitis (?), being cath-

eterized, without obtaining diagnostic urine. Dr. Spanier, when
called on the twenty-second, made a diagnosis of pelvic abscess

encroaching upon the bladder to such a degree as to be productive

of the frequency of micturition. Upon examination I found a

large mass to the right, extending well above the crest of the

ilium and down into the pelvis, quite painful to the touch, not

mobile, and a bladder absolutely empty. A diagnosis of in-

flamed fibroid was made, with possible pelvic abscess.

On May 23 she was operated upon by me at the Private Hospital

Association. It was seen immediately upon exposing the tumor
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that I had a right intraHgamentous fibroid to deal with, and one

that was held in the pelvis by a newly formed exudate. The
broad ligament was cut just back of the round ligament and a

cleavage readily found in the entire superior aspect, but upon
making blunt dissection with the finger below the pelvic brim a

fearful gush of blood was met with. Packing rapidly with a wet

towel and pulling up on the tumor, while my assistant made
firm pressure upon the packing, I began rapid dissection below,

Case II.

until meeting with a cord -like band, the size of a lead -pencil,

that apparently had entered into the tumor. This I thought

might be a large vessel, but upon observation I found it to be

the ureter. The hemorrhage was checked, and then careful

dissection released the ureter from the mass. At this stage I was
able to raise the tumor sufficiently to clear it from association

with the uterine artery. The uterine artery was clamped and a

supravaginal hysterectomy was done from right to left and from
below upward. There was absolutely no association with

the uterus, except by inflammatory exudate, the uterus, being
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perfectly normal in all macroscopical aspects, and lay well ele-

vated from the pelvis and to the left, the cervix being behind

and above the pubes. The question of drainage was decided in

the negative, although I felt that my judgment in this case

was rather shaky. Some seven or eight days of a fair convales-

cence followed, then a rise in temperature to 104 degrees, preceded

by a chill, with pain in the right side, occurred. This necessi-

tated a vaginal puncture and drainage for a few days, and was

followed by an easy convalescence. The tumor was the size of

a large grape fruit.

Case III.—Mrs. H., forty-four, Carlstadt, N. J. Recom-
mended by Dr. Sittenberg, September 29, 1906. Has had several

children, the last child about five years ago, when she noticed

some enlargement of the abdomen, since which time she observed

that her abdomen was growing rather rapidly. Menstrual

history was absolutely regular until three weeks ago, when she

menstruated a second time within four weeks. Subsequently she

menstruated twice more in three weeks, each of these periods

being of two or three days' duration. There are no rectal or

vesical symptoms. Complains only of a sense of weight in the

left side and of the physicial appearance, now appearing to be

seven months pregnant.

Examination.—Large, moderately fixed, circular tumor.

Uterus can be palpated through the abdominal wall to the right,

high up. Diagnosis is made of a broad ligamentous cyst, or in-

traligamentous fibroid. Operation done a few days later at the

Private Hospital Association. Preliminary examination under

ether, diagnosis in all probability intraligamentous fibroid, al-

though rather soft.

Upon opening the abdomen it was rather a question by palpa-

tion, as the tumor had a decidedly fluctuant feel, between a thick-

walled cyst and a fibroid. Splitting the layers of the broad liga-

ment, a cleavage was found that throughout the enucleation was
productive of no loss of blood nor adhesive obstruction. This

was a typical case for enucleation except for the immense cavity

left, so hysterectomy was decided upon. The uterus with the

tumor was pulled to the right, and a supravaginal hysterectomy

was done from below upward and from left to right (see Fig.

Case HI). The patient was discharged to her home on the

fourteenth day.

Case IV.—Mrs. G., forty-nine years of age, consulted me on

June 5, 1907. Married twice, the second marriage about one year
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before admission. Gave a history of having one son twenty-one

years old. No other Hving children. No menstrual history of

any difficulties, delays or floodings until the past month, when
she skipped. When seen by me she was in her sixth week with-

out menstruating, had some symptoms of pregnancy which could

have been attributed to worry, also some slight painful contrac-

tions in her right side. Vaginal examination showed a movable

mass about the size of a four to six weeks' tubal pregnancy. She

was told that it was possible that a tubal pregnancy existed, al-

though a cystic ovary, etc., might be present. Operation was

advised. She was referred to a leading gynecologist, who not

only confirmed my conclusions, but insisted that for her good

she be operated upon without delay. She readily consented,

and was operated upon the following day.

Upon making a bimanual examination under ether, the mass

before mentioned was easily mapped out and, in addition, a tumor

of the right broad ligament was found. Abdominal section re-

vealed an intraligamentous fibroid of the right side about the

size of a grape fruit, and in the pelvis a cystic ovary the size of

a hen's egg. Hysterectomy was readily done, and the patient

discharged to her country home on the twelfth day.

Case V.—Mrs. C, referred to me by Dr. Alport, of Chicago,

in September, 1 90 1 . A widow, forty-two years of age, the mother

of three children. No other pregnancies. Complains at pres-

ent of a frequent desire to urinate and some pressure sense about

the bladder and rectum. Had worn a pessary "for an antever-

sion" for one week before visiting me. Menstruation regular

and not excessive, but she thinks that the quantity has somewhat
increased for the past twelve months. Has been curetted for

the increase with no benefit.

Examination.—Uterus apparently enlarged. Mass to the

right side in the broad ligament about the size of a hen's egg, hard

as a fibroid. The space between the uterus and the mass was

estimated as that of fully three-quarters of an inch. Uterus freely

movable and nodular. I advised the removal of the growths on

the ground of pressure symptoms. She was seen by an eminent

consultant, who inclined to a sarcoma of the ovary and also

suggested removal. She consented to operation, requesting, if

possible, that the uterus be saved.

Operation revealed a multiple fibroid uterus and two discrete

fibroids of the right broad ligament, one as large as a hen's egg,

and a second about the size of a filbert. Each of these was
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readily enucleated, the hemorrhage being controlled with suture

ligatures. The uterine masses were readily enucleated.

The patient was sent home in her third week. Fig. II repre-

sents a sagittal section with the uterus, and the vagina traced

in the oblique shading of the tumor.

UTERINE FIBROMATA COMPLICATING PREGNANCY.*
BY

WILLIAM J. GILLETTE, M. D.,

Toledo, Ohio.

Though our knowledge of uterine fibroids has during later

years greatly increased and their surgical treatment in uncom-
plicated cases is now about all that can be desired, owing to the

careful, conscientious clinical and pathological work of many
laborers in this field, there yet remain various conditions which

they complicate, the treatment of which is not yet fully worked
out, one of the most important of these being pregnancy. At
present we have no great data by which to be guided as to the

best method of dealing with this complication, though within

recent years reports of cases are more frequently appearing in

the literature.

It is, of course, well understood that a large proportion of women
having fibroids remain sterile. Hofmeier (i)says 25 per cent.,

Olshausen (2) 30 per cent. ; while statistics collected by Noble (3)

would indicate a larger number; and that when pregnancy does

occur in a fibroid uterus, the increased dangers encountered over

those of the normal condition are many; obstruction to labor,

sloughing of the growth and abscess of it, malpositions of fetus,

prolapse of cord, placenta previa, abortion, ectopic gestation,

postpartum hemorrhages, rupture of the uterus due to weakness

of the uterine wall by reason of the presence of the fibroid, inter-

nal hemorrhages, excessive vomiting, intestinal obstruction,

excessive abdominal pain, "threatening symptoms referable to

heart and lungs," dangerous pressure on ureters, and rapid ema-
ciation, present a formidable array, and should invite our most
serious consideration. Of the nineteen cases of pregnancy

reported by Noble (3) in his statistics of fibroids, six, or 30 per

cent., were ectopic, which would indicate the extreme frequency

of this condition in their presence. He says that small subserous

'Read at the twenty-first annual meeting of the American Association of Ob-
stetricians and Gynecologists, at Baltimore, September 22-24, 1908.
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fibroids frequently prevent conception by displacement of the

adnexa.

The location of the growth in the uterine wall, according to

Montgomery (4), determines the possibility of pregnancy, "the

submucous or interstitial variety increasing the disposition to ster-

ility by reason of the accompanying endometritis; while the

growths that do not especially encroach on the uterine cavity,

as the subperitoneal, should not, and usually do not interfere

with conception." That fibroids predispose to abortion seems

to be the opinion of many observers; but the same author says,

"a study of the statistics of pregnancy does not seem to show an

increase of the frequency of such interruption over what is found

to occur in uncomplicated pregnancy." That abortion is, how-

ever, more frequent in the presence of fibroids is borne out by the

observations of others, especially Pinto (5), who found that when
the placenta is so situated that it lies directly upon the fibroid,

its nutrition is so interfered with that it atrophies, w^hen abortion

is likely to occur.

In view of the dangers encountered, a number of progressive

surgeons have within recent years seriously advised and carried

out prophylactic and curative operations in conditions of fibroids

complicating pregnancy, and now a sufiicient number have proved

successful to demonstrate their life-saving value for both mother

and child. Myomectomy in the unimpregnated uterus, in cer-

tain selected cases, has now^ become a well-recognized procedure.

Though not within the scope of this paper to consider, I may say,

in passing, that many have been performed with subsequent

pregnancies; and its success may be estimated by the fact that I

have only been able to find one case reported, and that observed •

by Professor Duhrssen (6), in which trouble had ensued by reason

of the operation. This was a case of rupture of the uterus

through the old scar during labor. I must acknowledge, however,

that I have examined the literature only over the last five years

and that somewhat superficially.

The curative operations employed have been the radical hys-

terectomy and the conservative myomectomy: the latter

done either by way of the vagina or abdomen. This paper

deals alone with the abdominal route. Operations also have

been done for raising and fixing the tumor and uterus outside of

the pelvis and within the abdominal cavity, so that their enlarge-

ment as pregnancy proceeds is not interfered with. The con-

siderations which have led surgeons to operate have been con-
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tinuous pain over the abdomen; severe pressure symptoms on

vital organs produced by the growing uterus and tumor; mani-

fest obstruction to the pelvic outlet sufficient to seriously inter-

fere with the delivery of the child ; evidence that abortion or pre-

mature labor is impending; excessive vomiting; interference

by the tumor with the upward extension of the uterus, inflam-

matory and strangulatory complications; necrotic changes in the

tumor with sepsis due to twisted pedicle, and rupture of the

uterus.

In the absence of some one or more of these indications, inter-

ference by operation would hardly be warranted, for many
cases, even when the tumor has been of large size, have been

delivered without trouble, and the entire process of parturition

normally concluded. The production of abortion in this condi-

tion is generally considered to be accompanied by grave danger

and, aside from ethical reasons, should but rarely be considered

as the low vitality of the growth predisposes to sepsis and its

presence in the wall by interfering with uterine contractions

causes hemorrhage.

When operation is decided upon, it becomes at once a grave

question as to its character, and especially to determine whether

myomectomy or hysterectomy should be done. This often can

only be decided after the abdomen is opened. Myomectomy
must be based upon the location of the tumor in the uterine wall,

its size and the period of pregnancy. It is held by many well

fitted to judge that myomectomy is only permissible prior to the

fifth month, but I note that Mann (7), with complete success, re-

moved a large fibroid at the end of the sixth month. I have

not been able to find anywhere recorded a case of myomectomy
done successfully later than this. With reference to the location.

Dr. Boldt (8) would confine operation to subperitoneal and

pedunculated tumors, and Doran (9) to such as are situated

below the brim of the pelvis; while Bonifield (10) says it should

be limited to those cases in which the fibroids are not numerous
and in which they can be easily eneucleated.

Montgomery (11), at the meeting of the American Medical Asso-

ciation in 1906, reported three cases in which the tumors were

interstitial, and in one "at least two-thirds of the uterine wall

was entered," the cases all going on to term and being de-

livered normally. In one of these the tumor, after enucleation,

measured four by five inches in diameter. Carstens (12) reports

another interstitially situated, successfully removed, which meas-

i
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ured two by five inches in diameter. In fact, a number of cases

are now recorded in which interstitial growths have been re-

moved without interfering at all with the progress of pregnancy

and parturition, as have also multiple tumors. With reference

to size, the largest I have found recorded weighed eight pounds,

reported by Miles F. Porter (13J, of Fort Wayne; in this instance

also the child was carried to term and bom without any trouble.

Whether interstitial or subperitoneal, his report does not say, but

it is safe to assume that it was subperitoneal. Another, reported

by Mischnow (14), was the size of a child's head, pregnancy at

five months, delivery at term being normal.

The following case also illustrates that the removal of an

interstitial growth is not necessarily followed by an interruption

of pregnancy, and that this operation may be of value in dealing

with an otherwise uncontrollable vomiting.

Case I.—Mrs. H., referred to me by Dr. D. E- Haag, of Liberty

Center, O., age thirty-three, the subject of a hip-joint disease, has

menstruated very freely for a number of years. Was admitted to

Robinwood Hospital in Toledo, March 24, 1908, pregnant three

months. Has an interstitial fibroid size of a small orange in

anterior wall of uterus, in lower and middle segment, so located

that it is giving much concern as to its effect upon the progress

and delivery. Vomiting is frequent and uncontrollable, giving

rise to much distress. March 26, 1908, I operated, removing

the tumor by enucleation. It was deeply interstitial. The in-

cision in the uterine wall was carefully sutured in layers with

ordinary catgut. Hemorrhage was not sufficiently profuse to

occasion concern, the sutures controlling it without difficulty.

Recovery was prompt and uneventful, except that on the third

or fourth day uterine contraction began, with some discharge

of blood. The pains were controlled by morphia, and after a

week or so the bloody discharge ceased. The severe vomiting

almost immediately came to an end, though slight nausea con-

tinued. So far as can be determined, the operation has not in

any way interfered with the progress of her pregnancy.

Dr. Mc.Murtry (15), in a paper read before the Southern Surgical

and Gynecological Association, says, "Small tumors in any part of

the uterus very rarely interfere with pregnancy or labor." While

without doubt this proposition is true, yet the importance of these

small growths must not be underestimated. In an instance re-

cently occurring in my own practice, in which I operated on an

eleven months' case of extrauterine gestation, the child pre-
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sumably dying soon after full term, a small fibroid, no larger than

a good-sized hickory nut, was found imbedded upon the uterine

wall, just below the exit of the Fallopian tube and evidently in-

terfering with its lumen and function. I am quite convinced

that its presence constituted the chief etiologic factor of the

trouble. Other small fibroids, none of them larger, were

distributed through the body of the uterus.

A brief report of the case is as follows:

Case II.—Mrs. K., referred to me by Dr. Calvin Chollette, of

Toledo, O., was admitted to Robinwood Hospital, in Toledo,

August 9, 1908. She had had one child thirteen years ago; no
history of pelvic peritonitis; no miscarriages or severe pain

which might indicate a ruptured tube; was quite regular as to

menstruation until ten or eleven months ago, when it ceased

and did not reappear until two weeks prior to operation, when
there was a slight flow. She had first noticed an enlargement of

the abdomen seven months prior to my examination. It now
extends two inches above the umbilicus. It has slowly dimin-

ished in size during the past two months. When she ceased

menstruating she had thought herself pregnant. Eight weeks

prior to admission, she began to have chills lasting for an hour

at a time. Former weight, 165; present weight, 115 pounds.

Pulse 90, temperature varying from normal to 102.

I operated August 11, 1908, removing with some difficulty

the fetus with its inclosing sac. The sac was strongly adherent

to the intestines and pelvic viscera. The uterus was found to

be but little enlarged, though its wall contained a few small

fibroids, the largest of which, the size of a shelled hickory nut,

was enucleated from the right horn of the uterus below the

exit of the Fallopian tube, in which the pregnancy had evidently

occurred.

From time to time cases have been reported in which the ab-

domen has been opened by reason of symptoms produced by the

impaction of a fibroid in the pelvis; and when the uterus and
tumor were lifted into the general cavity, relief from them
followed. Two such cases have occurred in my own practice. In

one a living child was delivered as term without trouble; in the

other, forceps were employed and a dead child delivered, the

mother recovering with difficulty. An examination of the first

case a few months after revealed the fact that her fibroid had
almost entirely disappeared—the only instance of the practical

disappearance of such tumor coming under my own observa-
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tion, though a number have been observed by others and care-

fully noted. Doran (i6) has collected thirteen cases in which

the tumor had disappeared.

The question as to whether fibroids may be removed with

safety during the progress of labor and the uterus conserved,

is one of a good deal of interest. In a case of Porro Cesarean

operation which I performed, after the patient had been in labor

for sixty hours, in which the tumor was as large as a fetal head,

attached to the uterus near the fundus by a pedicle about two

inches in diameter, it seemed to me upon examination of the

specimen afterward, that it alone might have been removed

at the time and the uterus saved. The case was reported in the

Medical Record for July, 1900.

The points I wish to note in this paper are, that in the presence

of a pregnancy,

1. Should operations for the removal of fibroids be limited to

the fifth month, and if not and limited to any time, what should

that time be ?

2. That not only pedunculated and subperitoneal tumors

may be removed, but interstitial as well, without interruption of

pregnancy.

3. That even very small fibroids may be so situated as to

become of lethal significance.

4. That fibroid tumors may practically disappear at this time

or shortly subsequent to it.

5. The possibility of the removal of pedunculated fibroids

during labor, allowing it to progress naturally.
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MYOMA OF THE CERVIX UTERI.^
BY

F. REDER, M.D.,
St. Louis.

Operations for the removal of uterine fibroids, irrespective of

their location, always command the most serious consideration.

Our diagnosis has occasionally led us unexpectedly into the

gravest surgical work, because of an error in not properly deter-

mining the relationship of the tumor mass to the uterus. Then
again, gratifying surprises have illumined the operative field as

the progress of the work showed that in expectation of a severe

task, one of a mild nature has been encountered.

Fibroid tumors of the cervix are very much less frequent than

those of the body of the uterus. The cervical tumors that I have

seen in the practice of my colleagues I can readily recall. In my
own practice I have had but four. The fibroid tumors of the cervix

uteri I refer to were good-sized masses filling the vagina and, un-

like the smaller fibroid tumors, such as a pedunculated fibroid

polypus, simply protruding into the vaginal canal. A tumor
originating in the cervix presents the same characteristics as one

found in the body of the uterus. In the extravaginal cervix the

varieties may be of a submucous, interstitial or subperitoneal

nature, while in the intravaginal portion these tumors obviously

must be either interstitial or submucous.

The tendency of a cervical tumor is to grow downward into

the vagina. Ordinarily it can be differentiated without much
difficulty from an inversion of the uterus, a condition that

sometimes invites diagnostic difficulties. Rarely do these

tumors attain a large size, and this is fortunate, because their

removal by enucleation and traction through the vagina is

the proper procedure. The disturbance of the normal topographi-

' Read at the *wenty-first Annual Meeting of the American .Association of Ob-
stetricians and Gynecologists, at Baltimore, September 22-24, 1908.
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cal relations caused by the growth of such a tumor often makes
it difficult to place its origin. This is the crucial point to be

considered, for upon it will depend a successful removal.

Some tumors^^of the cervix are more favorably situated than

others; enucleation then may be an easy procedure. In two

cases under my care I cannot say that I had the good fortune

of an easy enucleation. It was only after the most trying

work supplemented by the application of a pair of obstetric

Fig. I.—Diagrp.m showing tumor ia situ.

forceps, that it became possible to drag the tumor down suffi-

ciently and relieve its firm upper attachments, which were be-

yond the reach of my finger. The method in the use of the for-

ceps as applied to tumors in the vaginal canal is precisely the

same as in an obstetrical case. The tumor is delivered like the

head of a child and I may say that in these two cases the ex-

traction of a full-grown fetal head would have been a less trying

task than the delivery of these tumors. In both cases the tumor
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mass was as large as a child's head, but its compressibility was very

much less.

The traumatism to the vaginal canal in one of these cases was

of so severe a nature, that I wish to remark about it. After

the removal of the tumor the vaginal canal presented really

an appalling appearance. From the enormous distention that

the vaginal walls suffered (this patient was a virgin), the attach-

ment of the vagina to the descending ramus of the pubis on either

Fig. 2.—Fibroid tumor of cervix uteri.

side had been completely severed, so that practically the whole

posterior and lateral walls of the vagina were floating loosely in

the wound. Restoration was ciifficult; however, I succeeded

in uniting all the torn surfaces with suture, bringing the ap-

pearance of the parts as closely to their normal state as was

possible. This patient made an excellent recovery.

Of the difhculties encountered in the removal of such tumors I

may make mention of the t if^d case. The tumor mass presented

I
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such an unusual hardness that it was extremely difficult to start

the operation. The growth was protruding between the labia

and its size was such that it filled the whole vagina, making it

impossible to peel the capsule away from the tumor. With the

aid of a sharp spoon (Fig. 3) I began to excavate the growth

about its center till I was able to make sufficient room to work

between capsule and tumor. Frequent recourse to this method

of morcellement facilitated its removal, which was accomplished

without accident.

F.'G. 3.—Sharp spoun for exiochleition.

I

The specimen which I beg to present on account of the interest-

ing features attached to it was removed from an unmarried woman
about thirty-two years of age. Seven years ago an attempt was
made to remove this tumor. At that time it was large enough

to fill the greater part of the vagina. Eliminating the gloom it

cast over the life of this young woman and an occasional hemor-

rhage, this growth was the cause of little discomfort to her. The
attempt at removal was abandoned, the surgeon pronouncing

it too hazardous an undertaking. Both ovaries and tubes,

however, were removed under the promise that improvement
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would follow. The promise made for this radical operation was

in part realized. Menstruation promptly ceased, the hemorrhages

were arrested and it w^as thought for a time that the tumor was

contracting.

For five years the life of this woman was a fairly comfortable

one. Then severe backaches set in, urination became difficult

and the vaginal discharges became annoying. For the following

two years a life of increasing discomfort was tolerated, when a

severe rectal distress manifested itself, which caused her to again

sum up sufficient courage to ask for the removal of the growth.

Examination, rendered difficult by the narrowness of the vaginal

introitus, showed the vagina and the whole true pelvic cavity

filled by a large, hard, immovable mass. I was not able to

demonstrate the external os, but by the shape of the tumor I

inferred that it must be behind and above the symphysis.

Bimanual palpation revealed a small rounded body above

the symphysis pubis, which was interpreted to be the fundus

of the uterus. On either side it was impossible for me, per

vaginam, to determine the extent of the attachments of the

tumor. The diagnosis of fibroid tumor, situated in the posterior

portion of the cervix of the uterus and growing down into the

pelvis between the layers of the broad ligament, was made.

If I do not err, tumors growing below the posterior pelvic peri-

toneum are very rare. If was not difficult to recognize the for-

midable position of the growth, neither was the task of its re-

moval underestimated.

Although conditions looked inviting for its removal by enuclea-

tion per vaginam, I was deterred from pursuing that course by

the previous laparotomy, fearing the resulting adhesions that I

expected to meet. During the progress of the operation this

anticipation was strongly realized, and I could not help but feel

a keen sense of appreciation for my colleague's prognostic skill.

The preliminary inspection after the abdominal cavity had been

opened presaged a rather discouraging outlook. Here was the

bladder high up in the abdomen, evidently glad at its escape

from injury, for I came within a hair's breath of cutting into it.

This viscus was a source of much annoyance, it being in the way
almost constantly. There was no room, no place where it could

be tucked safely away.

The obliteration of Douglas' culdesac by the growth caused the

sigmoid flexure to be raised out of its normal bed. It was spread

out flat over the greater portion of the tumor and was closely ad-
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herent to it. The severing of these adhesions was accomplished

with considerable difficulty, and although the ovarian vessels

had been secured at the time of the oophorectomy, the bleeding

was profuse and troublesome. It was at this stage of the opera-

tion that the greatest relief was experienced in not having at-

tempted the removal of the tumor through the vaginal canal.

After having freed the sigmoid and some dense omental adhesions,

I experienced little difficulty in working through the pelvic

peritoneum near the brim of the pelvis, and in this manner freeing

the tumor from the rectum. By keeping close to the mass and

using considerable tractile force during the enucleation, I was

able to overcome to a certain extent the unpleasant sensation

constantly before me of an injury to a ureter. On account of the

wedged-in condition of the tumor mass in the pelvis, the work

was trying.

However, after the technical difficulties had been overcome

and the enucleation had been started and was fairly well under

way, it was accomplished with surprising ease. The tumor

was being released very much in the same manner as a finger

would be withdrawn from a tight-fitting glove. The bladder

attachment offered no obstacle. It was readily separated from

the tumor. This was done by gentle rubbing with a gauze

sponge, out of respect to the ureters. Posteriorly the peritoneal

reflection from the rectum into the tumor necessitated cutting.

The remaining attachment was to the vaginal canal and this

was severed, completely releasing the growth. There was little

bleeding at the bottom of the wound. Peritoneal approximation

as good as conditions would permit with vaginal drainage con-

stituted the closing steps of the operation.

It was interesting to note the pressure atrophy that both

vagina and rectum suffered. The walls of these organs seemed

as thin as tissue-paper. This patient had a stormy convalescence

induced by an infection from the vagina. I was very apprehen-

sive of just such a happening. It was almost impossible to sub-

ject the vaginal canal to a thorough cleansing. This is one

reason, and one that will carry much weight, why tumors grow-

ing into the vaginal canal should be removed through this chan-

nel. Injury to the pelvic cellular tissue or to the peritoneum

can then be avoided and the only traumatism of any consequence

will be the laceration of the vagina and the perineum, and that

often may be considerable.

4629 Cook Avenue.
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DISCUSSION.

The papers of Drs. Erdmann, Gillette and Reder were dis-

cussed jointly.

Dr. Henry Schwarz, of St. Louis, said that fibromata of the

uterus showed themselves in such various aspects that each case

must be considered a law unto itself. He did not believe one
could lay down an iron-clad rule which would be applicable to

every case that might occur. No matter how large one's

experience was, in every case of fibroma of the uterus there was
the feeling that one might encounter something which was
altogether different from anything he had met before. While
he admitted that fibroma originating in the broad ligament
occurred, because now and then one encountered a small fibroma
a great distance from the uterus, and enucleated it, yet he
believed that in Dr. Erdmann's cases the tumors originated as

interstitial fibromas, gradually working their way either toward
one surface or the other. The submucous variety would become
detached and give spontaneous birth to the fibrous polyp. The
subserous variety would become detached and form new connec-
tions in the abdomen, and so while there was a tumor which
worked its way between the broad ligament and in the course

of time became fully detached, when one found tumors of the size

of the ones reported by Dr. Erdmann, it was important to

discuss whether they originally developed in the broad ligament,

or whether they were interstitial fibroids that were developed
along well-known lines.

Dr. Gillette, he thought, should be congratulated on the very
beautiful description of the cases he had reported. The speaker
had often been puzzled in recognizing fibroids when they com-
plicated pregnancy. What he meant was this: it was well-

known that fibroid tumors underwent softening during pregnancy.
They sometimes became so soft that they simulated fluctuation

to a nicety, and to differentiate between a cyst and a solid tumor
was in some cases impossible. To illustrate what he meant,
he would say that in February, 1882, a patient was brought
into the Lying-in Hospital at Heidelberg with a fluctuating

tumor that filled the pelvic cavity. Unsuccessful attempts at

version had been made. The rule of putting the woman in the

knee-elbow position was followed, trying to push the tumor up,

but without success. A trocar was next thrust into the tumor,
withdrawing the fluid, but in the meantime the child had died

and craniotomy was performed. After delivery the case

appeared to be a very simple one. There was a cyst of the

broad ligament. The woman died two weeks after delivery

from exhaustion.
As to action in cases of fibroid tumors complicating pregnancy

he agreed with Dr. Gillette that we could not treat all cases

alike. If the tumor was likely to cause obstruction at the time
of delivery, the woman should be operated on. If the tumor
was of medium size and did not seem likely to cause obstruction
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he thought it was well to let it go because it was remarkable
what large tumors sometimes underwent involution after

delivery. He recalled two such cases in which the tumors were

larger than his fist, which entirely disappeared. He had three

cases the year before last of women, about four months pregnant,

who presented themselves with fibroid tumors. In one of them
the tumor was wedged in below the promontory. It was an
interstitial tumor. He took it out. She made an uneventful

recovery, and was delivered at term. In the second case he

advised the woman to wait, but she had a miscarriage at about
six months, and in the course of involution that tumor dis-

appeared entirely. The third case was that of a woman who
was delivered in Chicago under great difficulties, but came to

St. Louis later and had the tumor removed.
These three cases illustrated very well the point that all of

them should not be treated alike. One should always wait, if

possible, and see what nature would do for them, provided the

tumor or tumors did not seem likely to cause any serious impedi-

ment at the time of delivery.

Dr. Daniel H. Craig, of Boston, said that if there was the

slightest possible doubt as to a fibroid tumor or tumors bringing

about complications at the time of delivery, one should operate

to remove them. He had seen a number of cases at the Woman's
Hospital in Boston in which the fibroid after pregnancy started

on its course of involution, and then by the sudden diminution
of blood-supply was carried beyond the point of allowing gradual

involution to take place and become necrotic. The possibility

of this condition should always be borne in mind.
Dr. Charles L. Bonifield, of Cincinnati, had had some

experience in operating on intraligamentous fibroids of large

size. One case he mentioned last year in discussing this subject,

in which it was complicated with pregnancy, and the uterus as it

enlarged made such firm pressure on the fibroid that it obstructed

the venous flow of blood from the right leg. When he saw the

patient, her leg was swollen to twice its natural size. The cervix

could not be felt, and the only means of knowing whether the

patient was pregnant or not was from the history the woman
gave, and her family physician told him that at an earlier period

he had elicited manifestations of pregnancy.
The point he desired to make was that the best way to operate

on the majority of these cases in his experience was to do supra-

vaginal hysterectomy; commencing on the opposite side of the

uterus, securing the ovarian and uterine arteries on the side

opposite to that from which the tumor sprang first, and then

cutting across as advised by Kelly, securing the uterine artery

on the other side, and the ovarian artery, if possible, before

attempting enucleation; otherwise the hemorrhage was liable

to be profuse.

The subject of fibroids complicating pregnancy was one of

exceeding interest. Last year, in discussing the subject, he
referred to a paper which he read before the Ohio State Medical
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Association two or three years ago, in which he reported seven
or eight such cases. It was usually stated that fibroids prevented
pregnancy. It was a question in his mind whether this was true

or not, unless it was a fibroid that was submucous in character
and produced a good deal of endometritis. It was a well-known
fact that the majority of women who had fibroid tumors were
sterile before they got them. As showing how some of these

patients were capable of becoming pregnant, he related an
experience which he had last summer. The patient was a
maiden lady, 35 years of age, who consulted him and in whose
case he diagnosticated a large fibroid or two fibroids which
extended above the umbilicus. The cervix was pushed high
up under the pubic arch. He advised immediate operation, but
the woman wanted it delayed. After he returned from his

vacation, a few weeks ago, she came to him and said the tumor
was growing very rapidly and giving her great discomfort.
She told him that there was the possibility of her being pregnant
as she had not menstruated for three months. He hardly
thought it possible for her to be pregnant; at any rate, if she was,
it was no contraindication for the operation, for while the upper
tumor extended high in the abdomen, the lower one completely
filled the pelvis. She was sent to the hospital. She was found
to be three months pregnant. The only thing to do in the case
was to make a supravaginal hysterectomy, which was done.

Dr. E. Gustav Zinke, of Cincinnati, related a recent experience
of fibroid tumors complicating pregnancy. About five years
ago he was consulted by a woman who had multiple uterine
fibroids. The tumors were so large that the uppermost one
was on a level with the umbilicus. He advised the removal of

the uterus. The woman declined operation. She was com-
paratively comfortable, and did not complain, except of a sense
of heaviness. She went on, became a widow, having been
married twenty years at the time her husband died. She lived
in single blessedness for two years and married again. About
six weeks after her marriage he was consulted by her, and the
tumor showed distinct enlargement, extending probably an inch
above the umbilicus. She complained of pressure symptoms,
and in examining her a week later he found the tumor had mark-
edly increased in size. By this time she had skipped two
menstrual periods, but being forty-eight years of age, and knowing
sterility was concomitant with the existence of these tumors,
he never thought of the possibility of her being pregnant, and
attributed the absence of menstruation to the appearance of the
menopause. He advised hysterectomy, as the symptoms in-

creased rapidly, and she submitted to operation. She had
eleven fibroid tumors—intramural, submucous, and subperito-
neal, and a three month's fetus in the uterine cavity.

Dr. Gillette, in closing, emphasized the importance of oper-
ating on these tumors.
With reference to the disappearance of the fibroid mentioned

in his paper, he would not attempt to say that it had entirely

I
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disappeared, but so far as he was able to determine, it had. Of
the number of cases of fibroid tumors compUcating pregnancy,
this was the only one in which the tumor seemed to have dimin-
ished materially in size after pregnancy.

Dr. Charles Greene Cumston, of Boston, read a paper en-

titled

OVARIAN CYSTOMA COMPLICATING PREGNANCY.*

DISCUSSION.

Dr. Henry Schwarz, of St. Louis, thought the members were
agreed as to the safety of removal of ovarian tumors during
pregnancy, and that they concurred in the points brought out by
the essayist. Another reason for operating was that ovarian
tumors, if allowed to remain, often gave trouble in the puerperium,
as the pedicle was apt to become twisted and operation then had
to be done immediately.

Dr. Edward J. Ill, of Newark, N. J., emphasized the great

importance of removing every ovarian tumor that complicated
pregnancy. This was a true complication in contradistinction

to what had been said with reference to fibroids. While fibroids

accompanied pregnancy quite frequently, it was only now and
then that they could be considered in the light of a complication.

Dr. E. Gustav Zinke, of Cincinnati, Ohio, had recently had
two cases of pregnancy advanced to the end of the sixth month
complicated with an ovarian tumor. In both instances the

patients not only recovered from the operation, but went on
to term with the child.

Dr. C. C. Frederick, of Buffalo, arose to report some of the

cases he had seen. If he remembered correctly, he had observed
five, although it was hard to recall the exact number. He
operated on all of them, three went to term. One case he re-

membered very vividly from the fact that the woman came to

him with edema of the lower extremities; she had dyspnea,
with inability to lie down at night, and her general condition was
bad. She had some albuminuria. He removed a large ovarian
cyst, and four days thereafter, she aborted of twins.

Dr. Thomas B. Noble, of Indianapolis, Indiana, in speaking
of the removal of an ovarian tumor complicating pregnancy,
said the danger to be feared v/as a sequential abortion. This
abortion he believed to be due to two things. One was the ner-

vous disturbance that attended the administration of the anes-

thetic, the psychic influence, the other the amount of trauma
done to the pedicle. The first factor might be entirely elimi-

nated, and the second very much modified by a correct technic

applied to the stump. In the two cases reported by the president

(Dr. Zinke), it would be recalled that the case in which the

ligature was applied was attended with considerable pain. He
thought this pain was due in the vast majority of these cases

not to constriction of the vessel, or of the nerves so much, as it

*See paper, p. 626.
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was due to traction upon the tissues en masse. He had many
times observed that ligation of tissue en masse had been followed

in other operations by much suffering, whereas simple ligation

of a vessel alone was followed by little or no suffering. In

this connection he reported a case of ovariotomy. A woman pre-

sented herself with a very large adherent ovarian cystoma, her

general condition being such as to preclude the administration

of a general anesthetic. Under Schleich's infiltration anesthesia

the abdomen was freely opened and without pain; the tumor was
dissected from the abdominal viscera to which it was intimately
adherent throughout its entirety, particularly in the biliary region

and in the pelvis low down on the left side. The woman con-
versed with him during the operation, and he was able to ex-

periment with reference to the pain elicited and how elicited.

She complained of pain after the tumor had been evacuated,
dissected, and brought out on to the abdomen, when traction

was made upon the pedicle as a whole. But by dissecting the

ovarian artery and ligating it, then cutting off the mass, he pro-

duced no pain. He had observed this in a number of cases in

which celiotomy had been done under local anesthesia, and had
observed, too, that it was the general traction upon a multiplicity

of nerves that produced pain and not the ligation of single ves-

sels, so that as a suggestion he thought it might be well in this

class of cases to use local anesthesia, puncture the cyst through
a small opening, remove it, ligate, and drop back with but very
little pain, no shock, and possibly with a better prognosis for

the continuation of the pregnancy than would occur were the

ordinary operation done under a general anesthetic. Under
such anesthesia one was necessarily more careful and handled
the viscera less. In this way such an insult to the peritoneal

cavity would not be inflicted as would be done under general

anesthesia.

SUBDIAPHRAGMATIC ABSCESS.

WITH REPORT OF CASES.

'

BY
JOHN W. KEEFE, M. D.,

Providence, R. i.

A SUBDIAPHRAGMATIC abscess is a collection of pus, or pus

and gas, which lies in contact with some portion of the under-

surface of the diaphragm. It is rarely the result of a traumatism,

but is generally due to some previously diseased condition.

Subphrenic abscesses occur oftener than we have been led to

believe. A careful study of the symptoms and signs of the

condition may enable us to save, by surgical interference which

is the only rational treatment, a large proportion of the cases.

I Read at the tvventy-lirst annual meeting of the American Association of

Obstetricians and Gynecologists, at Baltimore, September 22-24, 1908.
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This subject is one in which this Association may do pioneer

work, by the weight of its discussion, calhng to the attention of

the profession at large, the prevalence of these abscesses, the

method of diagnosticating them and the proper method of

surgical attack.

Other terms used synonymously with subphrenic are hypo-

phrenic, suppurative pyopneumothorax subphrenicus, suppura-

tive perihepatitis, perigastric and suprahepatic abscess. The
abscess may be situated on the right or left side and Ues either in

the greater or lesser peritoneal cavity. The falciform ligament

of the liver localizes the abscess, either in the right or left sub-

phrenic region. Subphrenic abscess is usually the result of, or a

complication of some pathological condition found in the abdom-
inal viscera, but it may be due to a severe contusion of the chest.

The most frequent cause is ulcer, with perforation of the stomach
or duodenum. We find extra- and intraperitoneal causes of the

abscess. A perinephritic or retrocecal abscess may spread

upward or an empyema may perforate the diaphragm and pro-

duce a subphrenic abscess. One should bear in mind that a

prolonged case of empyema may have a subphrenic origin; as the

two conditions are frequently associated. It has been shown
that the lymphatics connect the right subphrenic space with

the right pleural cavity.

A diseased appendix is often the forerunner of pus beneath

the diaphragm. We may have a direct extension along the

inner, outer or anterior portion of the ascending colon. The
infectious agents may be carried along by the peristaltic action

of the colon, through the blood current or the lymph channels.

We may have subphrenic abscess due to a diseased appendix,

without suppuration in or about the appendix. General

peritonitis, due to any cause, may result in the formation of a

subphrenic abscess; also suppurating hydatids of the liver or

spleen and perforation of the gall-bladder and bile ducts; or

rupture of an abscess of the liver. Many cases thought to be
abscess of the liver may be perihepatic and a true subdiaphrag-

matic abscess.

Pus from caries of the ribs may burrow into the subdiaphrag-

matic space. A subphrenic abscess may perforate the dia-

phragm and infect the pleural cavity or the pus may enter a

bronchus, where the lung has become adherent to the upper
portion of the diaphragm. The presence of gas, as well as pus,

in the abscess cavity may be due to a communication with some



TRANSACTIONS OF THE AMERICAN ASSOCIATION

of the hollow viscera or to the presence of the bacillus aerogenes

capsulatus. The pus has a very fetid odor. We may say,

generally speaking, that we have a history of some previous

abdominal disturbance. The symptoms of the disease which

causes the abscess, will be the most prominent ones at the onset.

The abscess may develop suddenly or slowly and is frequently

mistaken for a pleuritic effusion. When we have symptoms in

the lower part of the chest following acute or chronic abdominal

disease, we should suspect the presence of a subphrenic abscess.

The general condition of the patient is septic. We have pain

in the epigastric, hypochondriac and lumbar regions, but the

pain may not be only at the site of the trouble as it often extends

to the surrounding parts. It may be sharp and pleuritic in

character, over the lower part of the right or left chest.

A perihepatitis is usually present, in abscess of the right side

and friction rales may be heard over the hepatic region. This

is an early sign of extension upward of an inflammatory process.

The temperature is irregular, remittent and often high. We
may have recurring chills and sweats and there is a leukocytosis

present. Depression of the liver and paralysis of the diaphragm

may occur early, in the intraperitoneal variety, with lack of

movement of the liver during respiration. There may be

present slight or well-marked jaundice. We have dullness on

percussion in the lower part of the chest, and the area of dullness

has been known to extend as high as the second rib and as low

as Poupart's ligament. Should gas be present in the abscess, a

tympanitic note may be elicited above the liver dullness, and

should there also be present a pleuritic effusion, we will have

dullness above the tympany. The upper line of dullness is not

as well defined as in pleuritic effusion. It is highest in front and

lowest behind. Changing the position of the patient does not

affect the area of dullness. The movements of the chest are but

slightly impaired on the affected side.

A very important sign is the fact that the breath sounds may
be heard below the level of dullness, and if deep inspiration be

taken, the line at which the breath sounds and vocal resonance

are heard and at which vocal fremitus is felt is distinctly lowered.

We have exaggerated vesicular breathing above the line of dull-

ness. We may have amporic breathing below the vesicular

murmur, due to the presence of gas.

Cough, expectoration and rapid respiration, with other

symptoms of a chest affection are absent. The heart is not
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displaced, unless there is also present, a pleuritic effusion or a

large abscess on the left side. A radiograph may show the

bulging of the diaphragm upward and may be of value in obscure

cases. We may have a pleuritic effusion also present, which

renders a diagnosis still more difficult in a condition already

obscure. Rigidity of the recti muscles in the epigastric region

is sometimes found. The affected side is sensitive to the touch

along the arch of the ribs and localized edema and bulging may
be present. The prognosis with expectant treatment is grave.

Early surgical intervention offers the only rational treatment.

There were thirteen cases operated upon within three weeks

after the onset of the condition, with a mortality of 15.3 per

cent., while in eight cases, where operation was delayed longer

than three weeks the mortality was 50 per cent.

An opening in the abdomen, in the epigastric region, either

through the right or left rectus muscle, will permit us to form a

correct conception of the abnormal condition present and the

altered position of the \ iscera. This information will help one

to determine the most desirable method of opening and draining

the abscess. The aspirator needle is frequently used to deter-

mine the presence or the location of the pus in subphrenic ab-

scesses, and I believe great harm thereby has been done. While

I would use the needle to aspirate fluid from the pleural cavity,

I am fully convinced that it is not wise to employ it below the

diaphragm. A proper incision will do no harm and may be the

means of accomplishing great good. Pus may be present and the

aspiration give negative results. We may fail to reach the abscess

or the pus may be so thick that it will not enter the needle. There

is a case mentioned by Weir, where the aspirator needle passed

through an abscess containing two quarts of pus, and into the

liver beyond and nothing but blood was withdrawn. These

negative results may delay a needful operation.

The needle may infect a pleural cavity by aspiration of a

subphrenic abscess through the transpleural route during the

withdrawal of the needle as it passes from the abscess through

the diaphragm and across the pleural cavity. The liver may
also become infected by the needle after it has passed through an

abscess and entered the liver. The aspirator needle has been

discarded as an aid in determining the presence of pus in the

pelvis and about the appendix, and yet twenty years ago it was

a common practice. While I know that many surgeons continue

to use the hollow needle to determine the location of pus in sus-
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pected subphrenic and liver abscesses, I am certain that it is

attended with grave danger to the patient. A few years ago

I performed an autopsy twenty-four hours after an exploratory

puncture of the liver had been made with an aspirating needle

by an eminent surgeon and found the abdominal cavity filled

with blood. The bleeding was from a wound in the liver made
by the needle, thus causing the death of the patient.

A careful study of the history with all the symptoms and signs

will enable us to make a correct diagnosis without introducing

the aspirator needle below the diaphragm. These abscesses

have been opened and drained in a variety of ways, namely:

through the anterior abdominal wall, between the scapula and

anterior axillary line, with resection of the ninth and tenth ribs,

the diaphragm having been opened below the reflection of the

pleura, the incision having been made along the side of the as-

pirator needle, which has been left in place; by resection of the

seventh to the tenth ribs in the mammary line, the opening into

the abscess having been made below the diaphragm; by resection

of one or two or the lowest costal cartilages; by opening the pleu-

ral sac and stitching the costal to the diaphragmatic pleura,

previous to opening the abscess by incising the diaphragm; by

incision below the twelfth rib; by a combination of the anterior

abdominal and axillary thoracic incisions ; by incision in the tenth

or eleventh interspace, in the posterior axillary line; by incision

beneath and following the line of the costal arch, the peritoneum

is exposed but not opened, separating the peritoneum from the

diaphragm, beyond the adhesions which surround the abscess

and then opening the abscess.

When there is no pus in the pleural cavity, drainage of a sub-

phrenic abscess, by what is known as the transpleural route, has

never appeared to me to be good surgery. These patients are

already septic and show the effects of a severe illness, hence we

should not add an acute affection of the pleural cavity to the

existing condition. There is no necessity for resection of por-

tions of the ribs in the primary operation, thus adding additional

shock to the patient already in a debilitated condition. Should a

sinus following intercostal incision fail to close, which I believe

will be but rarely seen, we may later resect the ribs at a time

when the patient's health will be greatly improved. These

abscesses should all be drained by incisions below the diaphragm,

but should the case be complicated by the presence of pus in the

pleural cavity, drainage of the same should be effected through

another incision, made in the seventh or eighth interspace.
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Some abscesses may be drained through this incision, while

others should be opened in the postaxillary line, in the tenth or

eleventh interspace. It will be found necessary to drain the

large majority of these abscesses below the costophrenic sinus,

in the axillary Une, through an incision which permits us to see

the structures we are dividing. The liver will frequently be

found adherent to the parietal peritoneum, due to a perihepati-

FlG.

tis. Some of these adhesions may be broken up with the fingers

to enable us to enter the abscess cavity. There is sufficient

room for the introduction of two large drainage-tubes between the

ribs. I have for a number of years drained all my empyema
cases through intercostal incisions, in both children and adults,

with good results and see no valid reason for not employing the

same procedure in cases of subphrenic abscess.
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Case I.—E. F. Appendicitis not recognized; subphrenic abscess;

perforation of diaphragm; eynpyema; abscess drained by median

incision and incision in tenth interspace; death.

Patient was a male, aged forty-six and a German by birth.

He gave a history of having had la grippe, followed by pneu-

monia, twelve years ago and was sick about two months. Three

weeks ago, he was taken with colicky pa,ins in the abdomen A
physician was called who thought, at first, that the condition

suggested acute appendicitis, but later typhoid fever. A few

days later, the patient began to have pains in the right side of

the chest, some dyspnea, slight cough and scanty expectoration.

Another physician, called in consultation, diagnosticated the con-

dition as pleuropneumonia. The patient continued in about the

same condition until a week ago, when it was found that his pneu-

monia was not resolving and that a pleuritic exudate was taking

place. Two days ago, he began to have distress in his stomach

and an epigastric swelling was noticed. He has perspired freely

at ',night but has had no chills. On his admission to the Rhode
Island Hospital, March 15, 1903, the patient was pale and

breathed and spoke with difficulty. Over the right lung, dull-

ness began in front at the level of the fourth inter space and

extended into the right axilla and back. Posteriorly, there was

bronchial breathing, excepting at the base of the lung, where

there was an absence of respiratory and voice sounds. Over the

upper part of the lung there were numerous fine, moist rMes.

There were a few moist rales over the lower part of the left lung,

in the midaxillary line. The heart was normal.

There was no abdominal distention. In the upper part of the

abdomen, on the right side, there was slight rigidity and tender-

ness on pressure. A mass continuous with the liver and extend-

ing one inch below the umbilicus could be felt. The mass

disappeared at the left side beneath the free border of the ribs.

In the epigastrium, there was a distinctly visible mass, which

felt soft and which gave a tympanitic note on percussion. The

patient's temperature was 100.4°, respiration 30 and pulse 130.

His leukocyte count was 14,000. The urine was acid, 1022 sp. gr.,

contained very slight trace of albumin, a few hyaline casts,

leukocytes, calcium oxalate crystals and epithelium.

The following day, March 16, under oxygen-chloroform

anesthesia, a vertical incision was made over the right rectus

muscle, extending from the costal border of the ribs to the

umbilicus. On going through the muscular layer, an abscess
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was opened, which contained a large amount of foul, purulent

fluid, necrotic slough and gas. The cavity was irrigated with

saline solution, washing out what appeared to be a fecal con-

cretion. The cavity extended upward anterior to the perito-

neum, into the right pleural cavity, through an opening in the

front portion of the diaphragm. The lung above was adherent

to the pleura. A probe was inserted eight inches through the

opening in the diaphragm. On the left the abscess passed

beneath the free border of the ribs.

Thoracotomy was done in the axillary line between the sixth

and seventh ribs and some pus and sanguineous fluid evacuated.

A rubber drainage-tube was inserted between the ribs into the

Fig. 2. Case I and Case III.

pleural cavity and iodoform wicks inserted through the abdom-
inal incision in radiating directions. The abdominal incision

was partially closed by layer suture of chromic catgut. The
patient's condition at the end of the operation was fair. On the

day following the operation the patient's dyspnea increased,

until by the evening he was in great distress. His strength

failed and he died on the same night. Autopsy report follows.

Autopsy twelve hours postmortem, March i8, by Dr. Fulton.

Anatomical diagnosis:

Acute ulcerative appendicitis with perforation.

Retroperitoneal abscess extending into right pleural cavity.

Operation wound in abdominal wall and in right thorax.
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Acute bronchopneumonia.

Edema of lungs.

Acute fibrinous pleurisy (right side).

Slight arteriosclerosis.

Fatty degeneration of the kidneys.

Fatty infiltration of the liver.

Body of a well developed and well nourished man. Body
length 159 cm. No edema. Rigor mortis moderate. Slight

lividity in dependent parts of the body. Pupils equal and

moderately dilated. Operation wound, in abdominal wall,

13 cm. in length, 4J cm. to the right of the median line, the lower

end about on the level of the umbilicus. This is packed with

iodoform gauze. Second operation wound about 8 cm. in length

following the seventh intercostal space, situated almost directly

below the axilla. This contains two pieces of rubber tubing,

which extend into the pleural cavity. The greater part of

the peritoneal cavity is perfectly smooth and normal. There are

no adhesions and no inflammation of the coils of the small intes-

tines. There is a large abscess cavity into which the abdominal

incision leads, extending from within about 2 cm. of the level of

the umbilicus upward underneath the border of the ribs. This

extends about to the median line and well over into the right

hypochrondrium. This cavity is directly over the liver and is

separated from it by the diaphragm and the parietal peritoneum.

This abscess cavity is entirely shut off from the peritoneal

cavity.

The appendix lies behind and to the outer side of the cecum

and extends upward for the first 5 cm. of its length. It is

practically normal except that it is covered in by adhesions of the

overlying cecum. The distal 3^ cm. of the appendix is about

half ulcerated away, so that the lumen for that distance is

entirely open. Right at the tip of the appendix is a large

abscess cavity, in the lumbar region just below the border of

the ribs and above the crest of the ilium. It involves practically

all the retroperitoneal tissue in this region. The tissues here are

greenish-gray in color, much infiltrated and almost entirely

necrotic. This abscess cavity is filled with a grayish-black,

granular, fibrinopurulent fluid, in which there are numerous,

large, shaggy flakes of fibrin. Leading from this cavity upward

through the retroperitoneal tissue is a sinus which varies from

3 to 6 cm. in width. This sinus burrows back of the posterior

attachment of the diaphragm upward and forward opening into
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the pleural cavity in the region of the operation wound in the

seventh interspace. By separating the adhesions in this region,

the finger can be easily passed from this sinus downward and

forward over the diaphragm in region of the liver where the

burrowing material has separated the diaphragm from its ante-

rior attachment to the right and also the peritoneum from the

anterior abdominal wall. This is the region of the location of

the abscess, into which the first-mentioned operation wound
opens. There is considerable greenish discoloration of the tissues

all about this burrowing, infiltrating abscess cavity and sinus.

The right lung is very much collapsed and the lower surface

of the lower lobe is covered by a thick fibrinous exudate. This

also extends up over a considerable part of the lateral and

posterior surface of the lower lobe. There are numerous thick

adhesions in the lower part of the pleural cavity, but these are

rather easily separated. There are no adhesions in the peri-

toneal cavity, except adhesions in the tissue neighboring this

abscess cavity. The small intestine, the transverse and descend-

ing colons are all easily removed. The ascending colon is

everywhere adherent to the burrowing sinus and abscess back

of it. There are some comparatively light adhesions about

the gall-bladder, and the undersurface of the liver. Peri-

cardium is normal. Heart weighs 300 gms. The muscle is

brownish-red, but rather soft and flabby. Valves are normal.

Left lung is very voluminous, being approximately twice the

size of the right. There is, however, very little difference in

weight, the left weighing 630 while the right weighs 550 gms.

The left is tolerably soft and crepitant throughout and on section

presents a grayish-red, slightly irregular, nodulated surface,

from which there exudes a large amount of slightly blood-tinged

serum. The right lung is very much collapsed. On section it is

very dark red and is much less crepitant than normal. There are

no areas of solidification, nor is there any evidence of any involve-

ment of the lung tissue itself in the abscess. Aside from the

points mentioned, the intestines are normal. Spleen weighs 160

gms. It is smooth and regular in shape. Cut surface is rather

pale red and the markings indistinct. Consistence is not re-

markable.

Stomach contains two ulcerated areas, both of them situated

within 5 cm. of the pyloric valve. One of them is much elongated,

measuring 5x1 cm. It has well-defined, abrupt, precipitous

edges and a fairly smooth base. The edges are not particularly
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elevated or thickened. It is from i to 2 mm. in depth. The
other area is about 2^ x 8 cm., is well-defined in outline, edges

not thickened or elevated. Its base is slightly pigmented and

depressed about i mm.
Pancreas is normal. Liver weighs 1740 gms. It is ex-

tremely pale yellow. It is, however, smooth and regular in shape.

On section the markings are very indistinct and the cut surface

is very pale yellow. The portal vessels are perfectly smooth and
show no evidence of involvement. Gall-bladder and bile passages

are normal. Kidney weighs 300 gms. There is some injection

of the cortex of the right kidney near its lower extremity where

it comes in contact with the abscess cavity, but there is no real

extension of the abscess itself into the kidney substance. Aside

from this point, the two organs are not essentially different. The
striation of the pyramids are fairly well marked, but the markings

of the cortex are indistinct, the cortex being unusually pale.

Capsule strips easily from a smooth pale surface. Adrenals are

not remarkable. Bladder and genitalia are normal. Aorta

shows numerous, small, irregular, bright yellow areas of thicken-

ing of the intima.

Case II.—T. S. Gangrenous appendix with abscess, appendec-

tomy; drainage; subphrenic abscess; perforated diaphragm and

bronchus; empyema; drained in ninth interspace; recovery.

The patient was a young man, aged seventeen years, a student

and single. Four days ago, he was taken with severe pains in the

right iliac region. Had some tenderness over the painful area.

The following morning he was nauseated and vomited. The
pain and tenderness in the iliac region persisted and, with the

vomiting, has continued every day up to the present.

An examination showed the heart and lungs to be normal.

The abdomen was distended and the muscles were rigid over both

sides. There was considerable tenderness on pressure over

McBurney's point. The percussion note was dull in this region,

being more dull posteriorly than anteriorly. No mass could be

felt. The left side was tympanitic on percussion. A diagnosis

of appendicitis was made.

Operation. Ether. On opening the peritoneum, free serum
escaped. The appendix was freed and removed with the angio-

tribe and the stump ligated and inverted, with a purse-string

suture. The fossa was drained with two cigarette drains and the

wound closed in layers around them. At the end of the operation

the patient's condition was good. The wound was dressed in
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forty-eight hours. Two days later the temperature still re-

mained up. Some fecal discharge from the wound was noticed.

Over the right chest posteriorly, below the scapula, dullness was
noticed.

On January 30, five days later, the patient coughed and brought

up about a pint of pus, presumably from the lungs. The follow-

ing day, the patient's temperature was 104°, and he was still

coughing up pus. On February 5 the right chest was aspirated

and pus obtained. Thoracotomy was done, a considerable amount
of pus being evacuated and a rubber drainage-tube was inserted.

On February 7 the fecal fistula had closed, but there was still

profuse drainage from the thoracotomy wound. On February

Fig. 3. Case II.

2 1 fecal matter was found coming from the wound in the chest.

His sputum was examined for tubercle bacilli, but none was

found. The patient began to improve gradually, and by March

24 he was out of doors and his temperature was normal. The
tube was left out of the chest wound on the 31st of March. The
patient left the hospital, April 14, cured.

Case III.—R. L. K. Gangrenous appendix; appendectomy;

drainage; subdiaphragmatic abscess; empyema; drainage eighth

interspace; ruptured into bronchus; death.

The patient was a male, nineteen years old, white, single and a

clerk by occupation. His family history and past history are

negative. His present trouble began November 22, 1906, im-
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mediately following lunch, with severe cramps in the whole

lower part of the abdomen. The bowels moved freely a number
of times during the afternoon. Patient also vomited several

times. The condition was diagnosticated by his physician as

acute intestinal indigestion. He continued much the same

until the morning of the patient's admission to the hospital,

November 27, 1906. On that morning the abdominal pain be-

came much worse and the vomiting has been frequent for the

past twenty-four hours.

Physical Examination.—The abdomen was considerably dis-

tended, the recti muscles were rigid and there was general tender-

ness, more marked over the appendix region. There was free

fluid in the flanks. The temperature was 103°, pulse 116 and

respiration 28. The leukocyte count was 17,400.

At operation an incision was made over the appendix and

free fluid escaped, a culture of which subsequently showed colon

bacilli and streptoccocci to be present. The appendix was

swollen, friable, gangrenous and covered with exudate. The
appendix was removed, the stump ligated and inverted by a

circular suture of fine Pagenstecher thread and two cigarette

drains inserted.

The patient did well for four or five days following the opera-

tion, although his temperature remained around 100°. The
wound drained freely, the drains were removed in thirty-six

hours and new ones inserted. About ten days after the oper-

ation the patient's temperature became septic in character,

running from normal to 102°, he began to have great thirst and

restlessness at night. The bowels became loose, the stools were

green and watery, and micturition became frequent. The pulse

was poor] in quality, and at times the patient was delirious.

He developed a slight cough with labored and frequent respi-

ration. On December 13 there was dullness over the right

chest extending up nearly to the nipple. The breath sounds

were decreased and there were a few moist rales on inspiration.

The leukocyte count was 9200. Two days later the dullness

in the chest had extended up to the nipple, the breath sounds

and voice sounds were very much decreased. The leukocyte

count was 11,400. The chest was explored with an aspirating

needle and pus found. A thoracotomy was done in the eighth

interspace and considerable pus evacuated. Rubber-tube

drains were inserted. The chest wound discharged very pro-

fusely, but the pulse continued to grow worse and the breathing
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continued labored. The patient was very weak and delirious.

He gradually failed and died December 25, 1906.

Pathological Report. R. h- K.

:

Macroscopical Appearance.—Specimen consisted of a mutilated

appendix and fecal concretion about i cm. in diameter. The
appendix was in two parts, the wall was thin, the outer surface

ragged and the mucosa not especially remarkable. Over part

of i^^^s extent the wall is partially destroyed and the outer surface

is covered with a greenish exudate. The mucosa and greater

part of the wall in this part is necrotic and greenish in color.

Microscopical Appearance.—The mucosa of the wall of the

appendix is entirely gone and its place occupied by leukocytes

and necrotic tissue. The wall is infiltrated with leukocytes

and there is a layer of exudate consisting of leukocytes and fibrin

on the outer surface. Diagnosis: acute ulcerative appendicitis.

Case IV.—F. G. Subphrenic abscess; incision right rectus to

locate abscess; second incision in eleventh interspace ; abscess

drained; recovery.

This patient, an Italian, aged forty years, a laborer by occu-

pation, was admitted to the medical service, Rhode Island

Hospital, November 21, 1907, giving the following history:

twenty-one years ago, he was sick, for one month, with cough

and bloody expectoration, pain in the right side of the chest and
fever. He has been in this country for the last six years.

During September, 1907, patient suflfered with a diarrhea,

which lasted the entire month. He had five or six small move-
ments a day containing blood and being accompanied by
tenesmus and colicky pain in the abdomen. In October he

began to have pain in the right side of the abdomen below the

free margin of the ribs, where it has remained ever since. The
pain has been constant, aching in character and radiating to

the back, right shoulder and across the abdomen. It is made
worse by coughing and deep breathing. There is no vomiting,

eating does not aggravate the pain. There has never been any
jaundice or urinary symptoms. He has had a slight cough,

with a small amount of whitish sputum, frequent severe night-

sweats and slight shortness of breath. He has lost considerable

strength, but only five or six pounds in weight.

On examination, the patient had dullness and absence of breath

sounds below the lower angle of the right scapula. The liver

was enlarged and tender. The temperature ran from 99° to

100°. The leukocyte count was 8900. An .r-ray plate showed
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faint cloudiness at the base of the right lung. An exploratory

puncture in the fifth space, anterior axillary line, was negative.

At the patient's own request, he was discharged Decembers,

1907, without a diagnosis being made.

On February 4, 1908, the patient reentered the hospital, on the

medical service. He looked poorly nourished and considerably

under weight. The chest was somewhat barrel-shaped. The
right half below the nipple appeared distinctly larger than the

left and measured from midsternal line to vertebral line an

inch and a half more. The movements on the right side were

more restricted and superficial, the veins more prominent.

There was tenderness on pressure and percussion over the

Fig. 4. C.A.SE IV.

enlarged area. There was dullness extending downward into

flatness on the right side, below a line extending through the

right nipple and middle of right scapula. The vocal fremitus

was not diminished, the breath sounds were absent and there

were no rales. There was slight dullness at the left apex. The
liver was very easily palpable about an inch and a half below

the free margin of the ribs. The edge was smooth and tender on

pressure. Xo masses could be felt. The patient's chest was
explored with a needle in the eighth intercostal space with a

negative result.

The patient was transferred to the surgical service and after

examination, February 11, a diagnosis of subphrenic abscess
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was made and operation was decided upon. An incision was

made through the upper part of the right rectus muscle. The

Hver was found enlarged and congested, with adhesions about

it, to the parietal peritoneum. A fullness was felt above the

liver, between it and the diaphragm, which showed us the loca-

tion of the abscess. The edges of the abdominal incision were

clamped together and a second incision made in the tenth inter-

costal space, midaxillary line. The subphrenic sinus was

opened and a small amount of serum found in it. This opening

was packed with gauze and an abscess, which was found below

the diaphragm and over the liver, was opened and drained.

The abscess contained fully a pint and a half of odorless pus.

A large drainage-tube was inserted and the incision closed about

it with silkv.'orm gut. The abdominal incision was closed in

layers. The patient at the end of the operation was in good

condition.

Following the operation, the wound drained profusely, but the

patient's temperature remained irregular. He complained

occasionally of pain, pleuritic in character, in the right side

Dullness over the right side still persisted.

On March 2 a troublesome diarrhea set in. Four days later

an exploratory puncture was made in the seventh right inter-

costal space, posterior axillary line, but no fluid was obtained.

On the morning of March 7 he began to cough violently and

expectorated a large amount of purulent material. His pain was

relieved, his temperature dropped to normal and remained so all

day. For one week the patient continued to raise large amounts

of purulent sputum. The temperature steadily remained normal.

The discharge from the subphrenic abscess gradually diminished

in amount. The patient was discharged April 15, feeling

perfectly well and requiring dressing only every other day. The

chest still showed some dullness and diminished breath sounds

at the base of the right lung, but there was no cough or expectora-

tion. One month later the patient was perfectly well.

Case V.—F. W. Subdiaphragmatic abscess; probable perfora-

ting duodenal ulcer; incision eleventh intercostal space; recovery.

The patient was a German, forty-nine years old, married and

an assistant manager of a theater. His family history is negative.

Four years ago he had an attack of acute inflammatory rheuma-

tism in right ankle and knee, which incapacitated him for four

weeks. Two years ago he was thought to have had typhoid fever

and made a good recovery. On the twenty-ninth of last April
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he was again taken sick with acute rheumatism, involving the

"left ankle. He was ill about one week this time.

On May 31 he had a third attack of rheumatism, confined to

the right ankle at first, then passing to right knee and shoulder

successively. He recovered from this attack and was out in

about one week. Four days later, on June 10, he was taken with

considerable pain in the lumbar region over the right kidney.

There was moderate tenderness over the kidney on pressure, but

because of the man's size the kidney could not be palpated. The

pain was aggravated by any muscular exertion. Nothing abnor-

mal in the chest could be found at this time. The pain and ten-

derness persisted and on the second day after the onset the patient

Fig. 5. Case V.

was obliged to go to bed. He began also to run a temperature

of 99° to 105°. . Repeated examination of the urine showed only

a few red blood-cells, leukocytes and epithelial cells. After a

dayj'or two in bed, the acute arthritis reappeared in the right

ankle and knee. The pain and tenderness in the right lumbar

region gradually subsided with rest, but in four or five days it

reappeared this time also being in about the eighth and ninth

costal interspace along the posterior axillary line. On aus-

cultation, a few dry rales could be heard in this region.

Later the rales became moist, and gradually dullness appeared

over the right chest, extending up to a line drawn through the

I
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nipple andj inferior angle of the right scapula. Over this area

vocal fremitus and the voice and breath sounds were diminished.

Above the line there was hyperresonance, with exaggerated voice

and breath sounds.

On June i6 the leukocyte count was 17,500. On this day

the right chest was explored with an aspirating needle, but no

fluid was obtained. A diagnosis of subdiaphragmatic abscess

was made and the patient sent to the hospital.

On June 20 an incision was made in the eleventh interspace

posterior axillary line. The upper pole of the kidney and periph-

eral tissues were normal. Dissecting up behind the peritoneum,

with the finger posterior to the liver, the peritoneum was punc-

tured and a pint of thin, foul pus was evacuated. A large

rubber drainage-tube was inserted and the skin incision partially

closed with silkworm-gut sutures. The abscess drained pro-

fusely for several weeks. There was absorption enough to give

the patient a septic temperature. As the abscess contracted

the discharge lessened, the temperature dropped and the patient

gradually recovered.

Case VI.—C. A. O. Subdiaphragmatic abscess; incision

eleventh interspace below costophrenic sinus on right side through

attachment of diaphragm into abscess; death.

Patient was a male, twenty-three years of age, white, single

and a teamster by occupation. One brother had died of pul-

monary tuberculosis. Patient's previous health had been good.

Two weeks ago he began to have chills followed by fever, which

caused him to go to bed. He had cramp-like, intermittent pain

in the region of the stomach, more severe possibly on the left

side. He had some nausea, without vomiting, and some vertigo.

The pain has constantly increased in severity since its onset.

The patient feels lame, very weak and exhausted. On admis-

sion to the hospital, July 2, 1908, his temperature was 102°,

pulse 90 and respiration 25.

Physical Examination.—Over the right side of the chest there

was dullness, extending up to the right nipple. The breath

sounds and voice sounds over this area were very faint. There

were a few coarse rales. Vocal fremitus was decreased. Above
the nipple line front and back there was hyperresonance w^th

exaggerated breath and voice sounds. Vocal fremitus was in-

creased also. There was fullness over part of the right chest.

The abdomen was considerably distended. The recti muscles

were rigid. The lower border of the liver extended about one
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inch below the free margin of the ribs and was tender on pressure

"The spleen was slightly enlarged.

On July 3 an incision, under cocaine anesthesia, was made
in the posterior axillary line in the eleventh interspace by my
colleague Dr. W. Keen. The incision was carried directly into the

liver substance, as that organ was adherent to the lateral abdomi-

nal wall. The line of adhesions formed by perihepatitis were

broken down over the dome of the liver toward the median line

of the abdomen and a pint and a half of thick, foul pus was evac-

uated. Two large rubber drainage-tubes were inserted into

the abscess cavity and the skin incision partially closed with

silkworm-gut sutures. At the end of the operation the patient

was in a state of considerable shock. Saline solution was given

under the skin by hypodermoclysis and by continuous drip by

rectum. Patient continued to fail, and died six hours after

operation.

The main facts which I wish to emphasize are: The avoid-

ance of the transpleural route; the dangers in the use of the

aspirator needle and the unnecessary resection of the ribs; the

advocacy of exploratory abdominal incision, with drainage

through the same or in the tenth or eleventh interspace in the

postaxillary line.

259 Benefit Street.

DISCUSSION.

Dr. Charles h. Bonifield, of Cincinnati, recalled two cases

of subphrenic abscesses. The first occurred in a boy, ten years

of age, who had an attack of appendicitis. He saw this case

between fifteen and twenty years ago. The attack of appendi-
citis was typical; the boy was not operated on; he went on for

two weeks apparently convalescing nicely, when suddenly his

temperature rose and the symptoms became aggravated. He
had chills and seemed to be in a bad condition. The only physi-

cal symptoms were an increased area of dullness over the liver

They were watching and waiting, and one night the boy coughed
up about a pint of pus, making a good recovery. There was no
question in his mind that the pus came from an abscess under
the diaphragm which had ruptured into a bronchus, after which
the patient got along nicely. He was now a healthy man and
to his knowledge had not been operated on for appendicitis.

The other case he saw two or three years ago at Hillsboro,

Ohio. This patient gave a history of infection of the gall-bladder

and bile ducts. The area of liver dullness was greatly increased,

and he opened the abdomen for exploratory purposes. His
finger slipped into an abscess cavity below the liver, from which
was removed three pints of pus. The condition of the patient
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was bad. He put in a large drainage tube, and the patient made
a slow but complete recovery without any other treatment.

One point made by the essayist was of great value, namely,
that the aspirator was of no use below the diaphragm unless

the abdomen had been already opened with a knife.

Many years ago he saw a case in consultation with a profes-

sional friend in Kentucky. In this case both of them made a

diagnosis of abscess of liver. At that time it was thought pus
could be aspirated before opening the liver with knife or cautery.

At the speaker's suggestion, the physician introduced an as-

pirating needle two or three times at different places, and was
unable to get any pus. He (Dr. Bonifield) tried it four or five

times, and finally gave it up, although they were reasonably sure

the man had an abscess of the liver. Three days later the man
died, and autopsy showed that they had passed the needle on
every side of the abscess. This case showed the futility of using

an aspirator as a means of diagnosis in abdominal conditions.

Dr. Albert Goldspohn, of Chicago, said there was no doubt
that all of the Fellows had opened abscesses in the lumbar
region which on their interior upper wall reached to the dia-

phragm. He had done this in a number of instances in years gone
by, but had forgotten the details of the cases. Most of these

abscesses undoubtedly came from the appendix originally. He
recalled an interesting case of the kind very vividly that came
under his observation two years ago. The patient, a farmer, had
appendicitis, and was treated by his family physician medically.

The patient had chosen medical treatment until he developed an
abscess or a large swelling in the right loin that pointed, and
then the physician took a bistoury, punctured it, and let out a
quantity of pus. While the patient was temporarily improved
by this procedure, he never fully recovered; a sinus kept discharg-

ing a little for many months, until the patient was sent to Chicago
and fell into the hands of the speaker. The sinus was followed

and traced to the region of the right kidney, and when the entire

tract had been explored he found quite a characteristic, well-

formed fecal stone, lying in immediate proximity to the right

kidney. After exploring this cavity, cleaning it out, packing
it thoroughly, and preparing for clean work, he made an incision

over the region of the appendix and found a healthy appendix.
Drainage was established, and the patient recovered.

Recently another neglected case of a different form came under
his observation. A boy, ten years of age, evidently had a tuber-

cular pleurisy, with an exudate that became purulent, on the

right side, which infected the subdiaphragmatic space by per-

foration, and then pointed in the right loin. In this case it was
the ignorance of the parents that caused the boy to be neglected.

When the abscess looked as though it would rupture, the doctor

introduced a bistoury, made little holes, and a lot of pus escaped.

The patient, however, did not improve, and when he was ex-

tremely reduced the parents were willing that something else
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should be done. Dr. Goldspohn followed these sinuses from these

apertures as a guide, got up within the eleventh and tenth ribs,

just below the attachment of the diaphragm to the eleventh rib,

and found a cavity that reached above the liver inward a dis-

tance of four or five inches, so far as he could reach with the

finger, after he had enlarged the incision by the resection of the

rib. As there were signs of empyema, he entered the thorax,

then connected the pleural abscess cavity with the subdiaphrag-
matic abscess cavity and drained both. The boy improved, but
as the cause was tubercular, the outcome was uncertain.

He could not agree with the essayist as regards avoiding
resection of the rib or ribs in draining an empyema. If one
forced large drainage tubes through the ordinary intercostal space,

he would hurt the patient by the dressings thereafter. The aper-

tures of these drainage tubes would become clogged with granula-
tions, ^nd it would be necessary to turn the tubes and this would
torture the patient. The speaker would very much prefer to

resect a rib and empty the contents of the abscess in a comfort-
able manner to the patient.

Dr. I. S. Stone, of Washington, D. C, (by invitation) thought
the most interesting point brought out had been with reference

to abscess which followed appendicitis. It occurred to him that
this was very much like an extension of an abnormal process,

or of suppuration which was common elsewhere. There was a
limitation of the suppurative process at the diaphragm simply be-
cause the diaphragm offered strenuous opposition to the further
advance of the suppurative process. At the diaphragm pus
would form and after a long time perforation would take place.

We might get an empyema, but often we would get perforation

into a bronchial tube. It had been his misfortune to see such
cases. If the abscess stopped temporarily at the diaphragm
or remained there, it was a subphrenic abscess; but if the ab-
scess began at the appendix, and finally extended and ruptured
into a bronchus, it could not be called a subphrenic abscess.

But it was one that had its origin from the appendix and should
be called an appendiceal abscess, its opening being into a bronchus.

Dr. Herman E. Hayd, of Buffalo, New York, had been sur-

prised to find how frequently this complication took place in

connection with suppurative diseases, particularly of the appen-
dix, the gall-bladder, and of the stomach.
He related the case of a boy, eleven years of age, upon whom

he operated some years ago for an acute gangrenous appendicitis,

with localized abscess.. He opened the abscess cavity, drained,
washed out with peroxide of hydrogen, broke up adhesions, and re

moved the appendix. The boy did nicely. About the eighth day
he complained of some pain in his side, and in the course of two
or three days ran a temperature; his pulse became materially
accelerated; he was quite septic, and it was thought he had
an empyema. The chest was aspirated and a quantity of dirty,

foul-smelling pus escaped. He removed from the anterior axil-
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lary space a piece of rib about an inch in length, and drained the

empyema. The boy did well for two or three days. Then it was
evident from the elevation of temperature that there was still

infection. He examined him carefully, and made up his mind that

there was pus below the diaphragm. The boy was put on the table

again, given chloroform as an anesthetic, and a subphrenic abscess

was opened which was found to contain foul-smelling pus. In

washing the cavity out below the diaphragm, fluid came through
the pleural cavity, showing that the diaphragm had been punc-
tured, and a communication existed between the abscess below
the diaphragm and the abscess above the diaphragm. This

case suggested the frequent association of subdiaphragmatic
abscess with collections of pus in the pleura, and had led him to

ask whether the process was not really one of direct extension

from the lymphatics, below, up through the diaphragm into the

pleural cavity.

Dr. Hayd related another case of subdiaphragmatic abscess

in a woman, 26 years of age.

Dr. Miles F. Porter, of Fort Wayne, Indiana, said the point

should be emphasized that subdiaphragmatic abscess or abscesses

were secondary conditions. They meant primary trouble in the

vast majority of cases either in the lungs above or the belly below;

and therefore, they originated on the right side very much more
frequently than they did upon the left, for the reason that on
the right side, leading directly under the liver, by easy methods
of accumulation we had the gall-bladder, the gall-duct, the ulcer-

bearing area of the stomach, the duodenum, and the appendix.
But in perforations of the stomach, on theother hand, particularly

of the posterior wall, opening into the lesser cavity of the duo-
denum, not infrequently an abscess would manifest itself first

upon the left rather than upon the right side.

Another point of practical importance, and one worthy of

emphasis, in connection with the paper, was the importance
of fecal concretion as compared to the appendix itself in opera-

tions upon abscesses or conditions resulting from appendicitis.

Much has been said with reference to the importance of removing
the appendix. The speaker had seen a great proportion of

appendiceal abscesses kept up by fecal concretions outside of the

appendix.
Concerning the question of resection of a rib or ribs, this was

to be decided by the man who did the operation. A timely

operation for empyema did not need a resection of the rib. All

one wanted was a large enough opening to drain the cavity

thoroughly and suihciently early before there was a thick pleura.

This was all that was necessary. The average rib space would
allow the introduction of the finger without any trouble.

The employment of the aspirator as a means of diagnosis of

pathological conditions below the diaphragm was of doubtful

value.

Dr. Joseph A. Hall, of Cincinnati, Ohio, related the case of a
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man, 45 years of age, who was brought to him from West Virginia,

.with a strangulated hernia. The history showed that he had
had a right inguinal herna for fourteen years, and had worn a
truss. About two weeks before coming to him the hernia became
strangulated, and for five days the patient had fecal vomiting.
He was operated on as quickly as possible, and it was found
that six or seven inches of the gut had sloughed away.
An anastomosis was made with the Murphy button, and on

the fourth day the button passed. On the eighth day the

patient complained of a severe pain in the left side under the
ribs. A little later in the day he developed incessant cough.
His temperature was 102°

;
pulse 130. There was profuse per-

spiration. His father (Dr. Rufus B. Hall) suggested pus, but
they could not find just where it was. Dr. Joseph Eichberg, who
was called in consultation, suggested pneumonia. The man
steadily declined. At the suggestion of the consultants the

speaker aspirated, but was unable to get anything. The aspira-

tion, however, established free drainage. Quite a little foul-

smelling serum escaped through the opening. The next morning,
about three o'clock, the speaker was called by telephone, and
instead of being informed that the patient was dead, as he had
expected, to his great satisfaction and relief was told that the

man had evacuated nearly a quart of pus by the mouth.
Dr. Ellis W. Hedges, of Plainfield, New Jersey, related

the case of a young woman, twenty years of age, whom he saw
about two months ago. She was brought to the hospital with
a diagnosis of suppurative appendicitis, in which rupture had
taken place. On opening the abdomen fully a pint of pus came
out; drainage w^as established, and patient did well for two
weeks, when dysentery occurred, which nearly killed her. This
continued for two weeks before it was entirely controlled. Then
the patient did well for a few days, in that fever subsided, and
it was thought she was going to recover. Within four weeks
from the time she was brought in, she complained of severe pain
in the right side of the chest. The region of the lower ribs in the

axillary line was sensitive to touch. There was no cough.

Examination of the lungs failed to show anything. He
waited for something to develop and failing to find introduced
an aspirator into the pleural cavity, thinking he would be able to

find pus there, but this disclosed nothing. He then aspirated

above the liver, but all of the punctures were fruitless. Pain
and septic symptoms continued. He could find no fullness or

bulging on that side anywhere between the ribs; no edema;
no cough to tell where to go in. He felt sure, however, that he
had a subdiaphragmatic abscess to deal with. After getting

the patient in a certain position on the operating table, he noticed
a slight bulging on the back in the eighthor ninth interspace,

about three inches from the spine of the vertebra. An incision

was made here and nearly a pint of stinking pus was let out.

The patient recovered.
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Dr. Francis Reder, of St. Louis, spoke of a patient who had
a subphrenic abscess on the left side, the origin of which w^as a
carcinoma of the splenic flexure of the colon.

He was somewhat surprised to hear that empyema did not
require resection of a rib or ribs. His experience had been that it

was not easy to determine when in empyema, acute or chronic,

resection was indicated. Sometimes he resected one rib, some-
times two ribs, in order to get proper drainage. The transperi-

toneal route was not the one by which to attack a subphrenic
abscess. These abscesses were obscure, and puzzling at times;

they were the sequelae of primary affections elsewhere.

Dr. Keefe, in closing the discussion, laid great stress on the
fact that abscess was not a disease per se, but was due to some
diseased condition; nevertheless, it was necessary to call it a

pelvic abscess, an appendiceal abscess, or a subdiaphragmatic
abscess according to location. It was exceedingly difficult to

find where such an abscess originated. In some of the cases

it was not known whether the abscess was due to an ulcer of

the stomach or to a perforation of the duodenum. Many cases

operated on for ulcer of the stomach and called such were now
designated as ulcer of the duodenum. One could have a sub-
diaphragmatic abscess due to a diseased appendix. The sinus

through which infection passed might be closed and an abscess
result, a condition not frequently recognized. A rib or ribs

could not be resected in a few minutes; therefore, resection of

ribs should only be done where it was thought to be absolutely
necessary. Patients with subdiaphragmatic abscess were in

such a septic condition usually that adding the resection of a rib

or ribs to the operation might kill them.

{To be concluded.)

I
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The intestinal mucous membrane in infants and young

children is peculiarly sensitive to irritants and infections. We

are all familiar with the vomiting, pain, fever and extreme ner-

vous disturbance often observed as the result of eating food

unsuited to the age of the child—food which would create no

uneasiness in an older child or an adult. This may disappear

completely on removing the irritant by emptying the stomach

and intestine. We believe that in most such cases, at least,

there is no toxin absorbed. If the irritant be not removed, the

symptoms remain until a true inflammafon and permanent fever

result. A solid, indigestible, non-putrescible substance may

produce fever not of toxic, but of reflex origin.

We also know that in these young subjects putrescent or de-

composing foods will very often produce symptoms similar to

those above described as caused by solid, indigestible, nonputres-

cible foods. For example, sour milk at times, stale milk, stale

meat broths, stale fish, etc. Here we assume one of two ex-

planations of the irritation or inflammation—either that it is

due to the irritant nature of the mixture with its organisms, or to

the more remote effects of dissolved decomposition products after

absorption, or possibly both of these acting together. If vomiting

occurs within an hour or two after the ingestion of the food, the

symptoms may and usually do entirely subside without perma-

nent injury. If, however, several hours elapse, the symptoms do

not rapidly subside on emptying out the canal, even if lavage

and colonic irrigation, followed by catharsis, be employed. The

fever and nervous disturbances continue with sometimes such

symptoms as strabismus, numbness or partial paralysis of certain

groups of muscles, urticaria, deUrium, disturbances of circulation

*Read before the Brooklyn Medical Society, September i8, 1908.
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and so on. There will often be found in the urine certain sub-

stances produced in the intestine.

The character and severity of the symptoms vary with the time

of the retention of the irritating substance and the nature of the

substance. When the symptoms are persistent and characteristic

and the contact longer, we can only explain the above symptoms

by the assumption of absorbed poisonous substances. Moreover,

in some cases the symptoms are so persistent and continue either

in the acute or chronic form so long after the local or intestinal

symptoms have entirely disappeared, that we can be certain that

permanent injury has been done to the remote organs.

Cases that go to autopsy, according to Fischl, always show

changes in the epithelium of the intestine and in the kidneys.

The kidneys are swollen and pale in color with injected glomeruli;

the pyramids are very hyperemic.

Kempner and several other observers in animal experiments

with the toxin of meat-poison have found degenerative changes

in the cells of the spinal cord similar to those produced by the

toxin of diphtheria.

These degenerations explain the persistency of certain symp-

toms after such attacks.

There are also cases of chronic intestinal indigestion or chronic

intestinal catarrh, with occasional subacute febrile attacks lasting

from one to two days to several weeks. Here, again, we have two

possible causes of the fever

:

1. A mild grade of inflammation of the mucous membrane of

the ilium and colon, or

2. A bacterial decomposition of the contents of the intestine,

including both chyle and the secretions of the gut itself, with

absorption of the products of this bacterial activity.

What, then, is the cause of such fever? It may be a local in-

flammatory process, or the irritation caused by the fermenting

contents of the intestine or the effects of the toxins after ab-

sorption, or possibly the result of the absorption, of bacteria.

That toxic substances can produce fever must be admitted.

This is shown by the reaction of the normal body to injections

of tuberculin, diphtheria toxins and peptones. It is found that

bacteria may and frequently do enter the circulation as a result

of injury to the epithelial cells of the intestine caused by the fer-

menting or putrefying solution or the bacteria in it. In typhoid

fever, paratyphoid and colon-bacillus infection (under certain

circumstances) these organisms can be recovered from the urine
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or blood. The agglutination serum-reaction is perhaps the most

certain proof of absorption of the toxins or bacteria in these cases,

but it does not distinguish between the absorption of the toxins

and of the bacteria themselves.

It is now generally admitted that most of the acute digestive

diseases of infancy are associated with a change in the bacterial

flora of the intestine, and that this change is the chief etiological

factor in their production. This can most easily be shown by
stained smears of the feces. This change may show itself in

these smears by a variation in the normal bacteria or by the ap-

pearance of new bacteria only occasionally found in such stained

smears. Usually the bacteria under the tnicroscope gives a

characteristic appearance in each case. Some one organism pre-

dominates over all the others.

The best method of distinguishing these organisms is with the

Weigert-Escherich stain.

That bacterial infection is the cause of many cases that we
have heretofore regarded as acute or chronic intestinal indiges-

tion seems probable by the following

:

1. The predominance of certain bacteria in the microscopic

field which gives it a characteristic appearance.

2. The presence in cultures made from the stools of a great

number of a certain kind of organism.

3 The penetration of bacteria through the damaged mucosa
and their presence in the blood and urine.

4. The contagiousness of these cases.

5. The appearance of such cases in epidemics, in hospitals and

nurseries. The contagious nature of certain diarrheal diseases

in babies is now well known. The contagion can be canied by
flies, by soiled linen, by nurses' hands or by toys soiled by the

discharges. In infant hospitals and nurseries these cases should

be isolated and flies excluded from the room. Much might be

said on this phase of the subject, but it would lead us away from

the general object of this paper.

Escherich has given us perhaps the first clear picture of diar-

rheal disease due to specific infection. He describes three

classes of these infections due to three different organisms. Shiga

and Flexner have demonstrated that certain of these diseases are

due to special bacilli described by them.

That these infectious diarrheal diseases appear in the epidemic

form has been noticed by Finkelstein, Escherich and Pfaundler.

It has been the writer's experience to have seen such an epi-
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demic in a nursery during the past summer, consisting of about

fifteen cases, with three deaths. The character of the organism

in these cases was not definitely determined but the symptoms,

character of the stools and the simultaneous appearance of a

large number of cases in a nursery demonstrated without a

doubt that they all suffered from the same form of infection.

A class to which I wish to draw particular attention are those

subacute or chronic cases of intestinal disturbance in which fever

is the most prominent symptom. They are, in my experience,

especially prevalent at this season of the year, and frequently

follow or, rather, are chronic forms of infection continuing after the

acute symptoms have disappeared. Some of these cases give

no history of a recent acute infection or any recent acute symp-

ptoms, but are associated with constipation. Such cases usually

give a history of repeated attacks of fever attended by obstinate

constipation, ofifensive breath and putrid stools when free

evacuation is secured. These are cases usually described as

cases of intestinal indigestion, but which, I believe, are rather to

be regarded as cases of chronic infection with acute exacerbations.

An attack will sometimes be preceded by a vigorous appetite and

probably by overfeeding and by obstinate constipation. Sudden

changes of temperature, excessive fatigue or mental disturbance,

such as a fright, may precipitate an attack in such children inde-

pendent of any change in the diet. I have observed in a number

of cases that the mother or father or other children in the same

family suffered from a similar condition, suggesting the possibility

of communication of the infection from one member of the family

to another.

In two recent cases in two separate families there was an ap-

parent infection of one child from a brother or sister. I can

illustrate the subject best by citing cases representing the above

classes.

Case I.—Baby P., six months old. Seen at the seashore dur-

ing the past summer in consultation with the attending physician.

There was fever ranging from loo to 105, irregular in character,

and with little apparent effect upon the general condition of the

baby, except loss in weight. Two weeks before coming to the

seashore it had suffered with an acute attack of gastro-enteritis,

from which it had apparently recovered. On the advice of the

attending physician, the child was taken to the shore. It had
had no fever for a week prior to the removal. Two days after its

arrival at the shore, the temperature began to rise, and at the time
of my visit it had been continuing for about one week. An
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examination revealed no cause for the fever except a slight dis-

turbance in the character of the stools, which were somewhat
green, contained a considerable amount of mucus, and had a
pungent, unpleasant odor. Under the use of colonic irrigation

and small doses of castor oil, the temperature dropped, but re-

mained normal only a few hours. Repeated colonic irrigation

would lower the temperature to nearly normal, but only for a
short time. At a second visit a specimen of blood was taken for

the Widal reaction and a smear made and examined for malaria.

A specimen of the urine was obtained for the diazo reaction.

All three of these tests proved negative. Milk was excluded
from the diet for twenty-four hours, when the temperature went
to normal and remained so. After twenty-four hours, milk was
resumed and the temperature again began to go up. The stools

did not again became offensive. The milk was again withdrawn,
barley water and whey were substituted, and the temperature
remained normal. The child made a good recovery after a nearly
continuous fever lasting two weeks.
Case II.—Baby S., aged eighteen months. Child was nursed

for nine months. When the child was about four months of

age the mother consulted me because of the refusal of the child to

take the breast and because of the putrid stools and frequent
irregular fever and failure to gain weight. In spite of treatment,
these conditions continued more or less persistently for several

months, when I finally advised weaning, since which time the
child, with the exception of occasional so-called bilious attacks,

has been fairly well until the present summer. While absent
in the country the baby had an acute attack of diarrhea w^hich

was treated by a local physician with apparent relief from all

acute symptoms. On returning home, the mother consulted
me for the old complaint of lack of appetite and putrid stools.

The stools were excessively offensive, thin, brownish and contained
considerable mucus. The urine gave no diazo-reaction, but the
indican was very abundant. Typhoid and malaria were ex-

cluded. The removal of milk from the diet seemed to have no
effect in checking the putridity. Colonic irriga tions, antifer-

mentatives and a daily small dose of castor oil produced very
considerable benefit. It should be remarked in this case that
the mother was a neurasthenic and suffered from a mucomem-
branous colitis which may reasonably be suspected as the cause
of the early infection of this baby.
Case III.—Baby H., aged nine months. In the spring of 1907,

I was asked to see the baby who was suffering with a bronchitis
and symptoms of an asthmatic character. This had received
treatment for several weeks without relief; the mucous secretion
was very abundant and breathing somewhat difiicult. The
little patient was obstinately constipated and his stools, when he
had any, were offensive. I believed that his lung complication
was greatly aggravated by his lack of elimination. Accordingly,
he was given regular daily doses of cathartics, when the asthmatic
bronchitis rapidly gave way, but at varying intervals of one to
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two weeks he would suffer with these attacks of obstinate con-

stipation and return of the cough, fever and total anorexia.

The cough and fever would disappear and the appetite return after

free purgation and only after it. These attacks continued until

he was able to walk and live largely on farinaceous food. Even
in the intervals between the attacks of constipation, fever and
anorexia, the stools were always abnormal in odor. This case

illustrates chronic infection with acute exacerbations. There
was no evidence in the stool of indigestion preceding the attacks

of constipation, and no cause could be found for the recurrence

of these attacks, other than the constipation.
65 South Portland Avenue.

TRANSACTIONS OF THE
AMERICAN PEDIATRIC SOCIETY.

{Continued from September.)

PUBLIC SCHOOL EDUCATION.

Dr. Charles Gilmore Kerley, New York, delivered the

President's address. His subject was considered from two stand-

points, that which related to the child's physical development,
and that which related to the child's mental development.

In the United States there were 18,000,000 children in attend-

ance at public schools. The school year had been increased from
three months to ten months. Parents see comparatively little

of their children. The chief control of the child has been trans-

ferred from the home to the school, which means that the duties

and responsibilities of the public school have increased tre-

mendously. It means that the majority of these 18,000,000

children will complete their school days between the ages of 14

and 16 years. What do they know? How are they prepared
for a complete living? The child under 14 years of age is, by
law, in New York State required to go to school. The State

takes the child from his games and from the street or field or

parks and puts him in school and demands that he remain there

over five hours a day, five days a week.
In New York City 600,000 children are being compelled to

read more or less for five hours a day, in an artificial light. Dr.

Gulick reports as follows: "At the recent physical examination
in Minneapolis, Minnesota, it was reported that only 17 per cent,

of the children were defective; Boston reports 54 per cent.;

New York, 60 per cent., and Sioux City, 80 per cent. The range
in eye-sight is about the same. Columbus, Ohio, reports 25

per cent. New York, about 30 per cent., while Wellesly, Mass.,

reports 63 per cent."

The first regular medical inspector in America was Dr. Morreau
Morris and he was appointed in New York City in 1892. There
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are only sixteen states that provide for fire-escapes and fire

protection. Only Massachusetts and Connecticut have estab-

lished a standard of ventilation and require its enforcement.

In Indiana there is no medical inspection. The large proportion

of the children in the public schools come from non-English-
speaking countries or are children of those who came from those

countries. The late census showed the population of native

and foreign parentages in 1900 as follows: Boston, 77.2 for-

eign; Chicago, 77.4; Detroit, 77.4; Jersey City, 70.5; Milwaukee,

82.7; Newark, 82.8; New York, 76.9; St. Paul, 72.6; San Fran-
cisco, 78.1.

Social Prophylaxis.—Dr. Morrow states that 75 per cent, of

the total population have, or have had, gonorrhea, and that

from 10 to 18 per cent, have syphilis. It will be conservative

to state that the morbidity in both these infections in this

country is present in the male population in 60 per cent. From
60 to 80 per cent, of the acute inflammatory pelvic disorders of

women are due to gonorrheal infection innocently acquired, and

35 per cent, of all operative pelvic conditions in women have the

gonococcus as the etiological factor. Thirty per cent, of blind-

ness was attributed to gonorrhea. It is estimated that 50 per
cent, of the cases of gonorrhea in men are contracted before the

twentieth year. Morrow has stated that the ideal of good edu-
cation to which most parents clung, was one which entirely

ignored the existence of sex, the most important feature of life.

Through a lack of courage, or through a sense of false modesty,
the system of generation was looked upon as a system of shame.
Let it be taught what constitutes morality, but do not forget the

physical side of the subject. The possible causes and effects of

transgression should be known. Dr. Kerley knew of three girls

who became pregnant in the thirteenth year, and not one of

them knew the nature of the sex-relation.

Children were being educated to-day to the danger-point. Col-

leges and schools were founded and endowed. Scholarships were
supplied. There was an American spirit of "getting there" re-

gardless of the method. They did it in public life. They did

it in politics. The system of prizes and rewards for the best

recitation, or sets of answers on a given subject, was a bad one
as it overtaxed the pupil. Bringing the child up in an atmos-
phere thus charged was the inevitable cause of much disappoint-

ment, suicide and life failures; and for the reason that the person
was led to think that he might be able to accumulate ten, twenty
or thirty thousand dollars a year, when he had only a two-dollar-

a-day brain. This spirit with the encouragements of scholarships,

rich men's colleges, and steps toward the so-called higher

education, induces the youth to spend years in striving, and to

end in failure more or less complete. This overeducation of the

unfit brings forth tastes, traits and desires that he should not
know of, and is a cause of much thieving, gambling and all

around dishonesty.
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When position and wealth, or reasonable competency did not
follow by legitimate means, the false were seized upon. The
labor-question in this country was a most serious one. Five
to ten dollars a day for a so-called eight-hour day was paid.

During the past twenty years the sons of carpenters, shoe-

makers, plumbers, brick-layers, etc., did not wish to follow the

occupation of the father. These boys would be lawyers, bank
presidents, physicians, etc., and, sorry to relate, some of them
became lawyers and physicians. Now they were not bank
presidents, but poorly paid book-keepers. Ten per cent, of

those graduating in medicine fail to make a living and seek

other occupations. Every boy who has to go out and become a

member of the working class, as millions must, should have
inserted in his curriculum a few minutes devoted to a talk on
honest toil and the nobility of labor and be told that the only
dishonorable work was that which was badly done. To-day
there were 18,000,000 boys and girls in the public schools not
being furnished the physical advantages they had a right to

demand. They were not being taught what it was in their

best interests to get. They were not being taught how to live.

If they were to judge of their public-school educational course

according to the degree with which it discharged its function
they were forced to admit that it failed.

AN UNUSUAL TYPE OF ACUTE NEPHRITIS IN CHILDREN.

Dr. John Lovett Morse, of Boston, had seen a number of

cases of acute nephritis of late that had been different from
those usually seen in children in that there was complete or

almost complete absence of blood and blood-elements, and there

were present a large number of small round mononuclear cells,

often associated with a number of polymorphonuclear leukocytes.

The course had been much the same as in other forms of acute
nephritis except that the duration was shorter. The prognosis

was better. He cited a number of cases in illustration in which
the amount of blood had been moderate in the beginning and
disappeared after a few days when the urine took on the charac-

teristics referred to above. The blood-elements were few even
when the symptoms were marked and there was a large amount
of albumen. It was not only by examination that the type was
found to differ from the ordinary type but by the absence of

blood-elements and the presence of lar^'e numbers of polymor-
phonuclear leukocytes or small round mononuclear cells and the

comparatively large diameter of the casts. The cases might
possible have been somewhat milder than the ordinary cases,

and of somewhat shorter duration. Cases of this type might
end in death, be accompanied by convulsions or develop into the

chronic type. He knew nothing of the pathology and had never
had the opportunity to autopsy a case. It was probably,
however, that the pathological changes were somewhat different

from those in the cases described by Huber. It seemed probable
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that there were few or no changes in the glomeruH. Taking into

consideration the number of the cells and the diameter of the

casts it was likely that the pelvis of the kidney and the lower

tubes were more involved than those higher up. The condition

was probably more of a pyelonephritis than an ordinary acute
glomerular or interstitial nephritis.

DISCUSSION.

Dr. Henry Koplik, of New York, said the paper recalled

Dr. Osier's description of certain cases of typhoid in which such
kidney trouble occurred, in which there w^ere leukocytes and
casts in the urine. The difficulty, in these cases was how to

distinguish them from infectious nephritis. In cases of gastro-

enteritis followed by nephritis, especially in female children,

there was a question of involvement of the ureters and bladder.

Dr. J. H. Mason Knox, of Baltimore, spoke of a case of this

kind in which there was hematuria, a number of leukocytes and a

small amount of nuclear cells and casts. At autopsy the kidneys
showed the convoluted tubules undergoing hyaline degeneration.

This case belonged to that group of cases in which degenerative

changes were the most marked feature.

Dr. L. E. LaFetra, of New York, had had such a case in

which the leukocytes persisted for a long time after the disappear-

ance of the casts. The child was otherwise in good condition

and he had been unable to find the origin of the trouble.

RECENT DIAGNOSTIC METHODS IN CHILDREN.

Dr. L. Emmett Holt, of New York, presented charts showing
the fever-reactions to tuberculin, the tuberculin eye-test (Cal-

mette) and the tuberculin skin-test (v. Pirquet). From these

charts the following was deduced: Of the fever reactions to

tuberculin, of the positively tuberculous, 22 were positive, one was
doubtful and one was negative. Of the cases probably tuberculous

there were 17 positive, and no doubtful or negative reactions.

Of the cases probably not tuberculous, there were two positive

reactions. Of the positively non tuberculous cases, one gave a

positive reaction, and 60 negative reactions. There had been
no untoward results among the 568 tests made.

Of the tuberculin eye-test (Calmette), of the positively tuber-

culous there were 24 positive reactions, three doubtful reactions

and eight negative reactions. Of the probably tuberculous cases,

15 were positive, one was doubtful. Of the probably not tubercu-

lous, two were positive, six were doubtful and 508 were negative.

Of the tuberculin skin test (v. Pirquet), of the positively

tuberculous seven were positive, one was negative. Of the prob-

ably tuberculous, nine were positive and one was negative. Of
the probably nontuberculous there were 41 negative. Of the

positively nontuberculous, three were negative. As regards

reliabilitv the fever test was not so scientific.

I
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Tuesday Morning Session.

Dr. \\'illiam p. Xorthrup, of Xew York, said his conclusions
agreed with those of Dr. Holt. Speaking of the injection test

he said that some years ago they had carried out 65 tests on
adults under the direction of Dr. Trudeau. He could not take
as cheerful a view of the test as did Dr. Holt because it made
those people very sick and he thought there was some risk as it

was administered at that time. He thought that after Dr.

Holt had had his first accident with the eye-test he would take a

less positive view of that. He had not personally had such a
case but he had seen one in a public institution. The proper
dosage had been given and in the proper way but the child reacted
very badly. With regard to the skin-test he said there should
be three little points of scarification. He had adopted a little

instrument used by Dr. Trudeau—a small screw-driver such as

was used for eye-glasses. It removed enough skin to make a
uniform little round place. Dr. Baldwin suggested a broth
for the first, broth plus old tuberculin for the second and plus
tuberculin 10 per cent, for the third.

DISCUSSION.

Dr. Thomas Morgan Rotch, of Boston, said they had been
carrying on various tuberculin tests in the Child's Hospital and
that they had a great deal of material. There was a special

dispensary for tuberculosis. They saw many cases in which
careful study had led them to believe the trouble was tuberculosis

but where the diagnosis was very difficult to establish. They
met the light forms of miliary tuberculosis where the disease

could only be distinguished by the Roentgen ray. Having
been fairly diagnosed they were forwarded to his wards in the
Child's Hospital where they were kept for a few days and the
diagnosis carefully gone over and substantiated. Then they
were sent to another hospital where he had complete control

with from 60 to 80 beds. Here he had 20 of these cases of

obscure tuberculosis under his eye all the time. It was from
this material that he drew his conclusions. As Dr. Holt had
said the fever-test would not be as popular in the future as the
eye- or skin-tests, because there were a large number of cases in

which we were doubtful whether or not we. were dealing with
tuberculosis, and w^e could not make the test because the fever

prevented. There was still a question whether the fever- test

did not give -more exact results when it could be used. He had
never met with any serious results in using the fever- test except
where there had been a fault in the technic. The children
did have some ill effects from the injection test, but not to

compare in any way with what he had suggested. If the adult
patients suffered so much it was different with the children.

They never hesitated to give this test where they could. At
times the child had a slisrht malaise and a little ervthema. He



920 TRANSACTIONS OF THE

cited two cases in which the tuberculin test had reacted in the

extreme degree. Whatever danger the child had undergone
from extreme dosage and whatever the mistake, she began to

improve from that time and her tuberculosis was cured. The
second case was not so fortunate. This child was a brother

of the first case; he reacted violently to the test, fell into a

state of collapse and died. Autopsy showed an extreme tuber-

culous condition of the ileo-cecal valve. On investigation it

came to light that an undiluted old solution had been used.

They had never seen any bad results from the eye-test. One
of his assistants had given it in loo consecutive cases without
reference to tuberculosis, and it seldom gave a reaction where there

was not tuberculosis and in almost every case disclosed the

tuberculosis. Those who were carrying out the investigations

for them gave small doses frequently repeated. They were
making observations on the skin-test and hoped that they would
be able to use it as it made a great deal of difference as to the

rapidity with which they could make the tests and get results.

In repeating the eye-tests they had found it better not to repeat

in the same eye.

Dr. Augustus Caille, of New^ York, wished to put himself on
record as opposed to the eye-test. His first introduction to the

eye-test was six years ago when a guest of Dr. Dunbar. He
experimented with pollen for hay-fever by putting it in his^eye

and when he found it became red he applied the antibody.

He said at that time that he did not think the eye was a proper
organ for experimentation.
They had used the tuberculin test in 63 cases and found it to

fail in 5 per cent, of the cases. In two cases of tuberculous

peritonitis that came to operation on the same day, in one the

test showed reaction and in the other it did not. The advanced
cases failed to react. He thought the test fairly unreliable and
in a general way was opposed to it.

''

Dr. Henry Koplik, of New^ York, had been- using the tuber-

culin test for several years. The Pirquet test was useful in those

cases where fever existed and the tuberculin test was ruled out.

The primary dose was smaller than that used by Dr. Holt.

They used -^^ mg. and ran it up as indicated. Their results

with the Pirquet test would be published at the Tuberculosis

Congress. They found it quite reliable and convenient. They
used one positive scarification and two controls, one with salt

solution and one with carbolized glycerine. He had^ never
allowed the eye-test to-be used in his service. He related the

case of a child that he was called to see where there were no
clinical signs of tuberculosis. The child had passed through a

slight grippe attack and was running a little temperature. The
eye-test was used and a most violent reaction resulted and the

child was labelled as acutely tuberculous. There was a; panic

in that family. There was a slight leukocytosis which was against

a diagnosis of tuberculosis. The child recovered in a few weeks.

I
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gained five pounds and regained a normal color. The child

might show later that the test was correct, but that had nothing
to do with the embarrassing position in which the family was
placed.

Dr. S. McC. Hamill, of Philadelphia, had undertaken three

tests with several ideas in view. His original plan was to rule

out the eye-test because he thought it something of a risk. He
had, however, used it in 177 cases and regretted to say that this

preconceived idea of the eye-test was strongly confirmed in his

results. He obtained eight very disturbing eye conditions.

He was working with institutional children and, so far as possible,

selected cases where there was no contraindication. He sus-

pected that the eye-test was more dangerous in children than
in adults. Dr. Holt was seeing a better class of cases but not-

withstanding that in 516 cases he had positive results in 70 per
cent. In 144 cases he employed the cutaneous test and the

ointment test of Moro. In the earlier tests he employed the
eye-test, then the cutaneous test and following that the ointment
test and then took the balance of cases and applied the three

tests at the same time. His results made it evident that there

was practically no difference in the reaction of these tests. There
was uniformity of action and uniformity of degree. The
cutaneous test was most marked in 35 per cent, of the cases;

the eye-test was most marked in 34 per cent, and the ointment
test in 24 per cent. In 8 per cent, he applied the cutaneous test

in confirmation of the others. He thought that in the light of

the results that were being obtained with the other tests we
should not use the eye-test. The subcutaneous test gave
positive results in all but one case. The dose used was -^^ mg.
and repeated in about 25 per cent, of the cases. The dose was
advanced to i mg. if necessary. He had failed to get any
return reactions in cases that had reacted positively to the other
tests. He started out by knowing nothing of the physical con-
dition of these children so that he was unprejudiced in the
interpretation of results. The reason the percentage of reactions
was so high was because he was working in a very much over-
crowded institution where there were a certain number of

definite cases of tuberculosis and in which perhaps some of the

attendants had the disease. He had some late reactions with
the Moro test. One persisted at a maximum for almost four
weeks. They made histological studies in some of these late

cases. He had sections cut from the tubercles and compared
with sections from the papules of recent reactions. His results

were not like those of Dales in that he found nothing of the
histology of the tubercle which he discovered. The tuberculin
with which he was working was thoroughly filtered, which
might account for the difference. He used both human and
bovine tuberculins in 20 cases. The reaction in eight of the
cases was the same to both tuberculins; in two cases the reaction
was much more marked in the bovine than in the human area.
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He had anticipated this because the bovine was a weaker tuber-

culin than the human, owing to the fact that the tubercuHn
was not prepared from weighed amounts but from definite

quantities of cultures and the bovine grew less luxuriantly than
the human cultures. He applied the human tuberculin to two
points in the cutaneous test, while he used the bovine for one.

He wanted the test to be to the disadvantage of the bovine
tuberculin.

Dr. a. H. Wentworth, of Boston, called attention to the

positive reactions in healthy cases. There were many tables

published in German literature in which healthy persons gave
positive reaction. In one series one-sixth of the cases gave a

positive reaction for the eye-test and almost one-half for the sub-
cutaneous test. He did not know how they proved these cases

tobe nontuberculous.
. Dr. L. Emmett Holt, of New York, closed the discussion.

Dr. Park had told him that they made no deductions from re-

sults when one man used a half per cent, and another used one
per cent, tuberculin because it differed so much in strength In
regard to the positive reaction in apparently healthy persons he
said he wondered if Dr. Wentworth had seen the recent article

in which statistics were compared of these tests and an equal
number of autopsies, the point being to determine the latent

tuberculosis. In these cases latent tuberculosis steadily rose

from the first few months to past 14 years. He emphasized the

importance of studying the sputum in these cases. The case

should be gone over again and again.

Dr. Koplik had raised an interesting point in regard to

getting the reaction in a nontuberculous person. That did not
apply to the eye alone, but to all the tests. The situation was
difficult. The fact that the child got well for the time being
proved nothing except that the disease he was having at the time
was not due to the tuberculous lesion. He thought people
should know of the existence of latent tuberculosis so that

they might take proper steps toward its treatment. We should
be careful to discriminate between latent tuberculosis and another
existing infection.

A PLAN OF DEALING WITH ATROPHIC INFANTS.

Dr. Henry Dwight Chapin, of New York, read this paper.

The problem of dealing with a sick and ailing child of the poor
would be considered. The usual form of charity intended for

their relief consisted in an attendance at dispensaries, day
nurseries, visits of district physicians or nurses from the dis-

pensaries and settlements, extension of hospital accommoda-
tions to proper cases, fresh-air excursions and to some homes in

summer. But there was one disheartening feature that occasion-

ally confronted the work, and that was the wretched environ-

ment that they found surrounding them when they returned to

their homes. The Speedwell Society was inaugurated in 1902.
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Cases have been placed in carefully selected farms in the neigh-
borhood of Morristown, N. J., which afforded a very healthy loca-

tion. A doctor and trained nurse had constant oversight of the
cases. The foster mother was instructed in the feeding and
care of every baby. The supervising nurse procured the chil-

dren from the city and returned them to their homes. She also

saw that the improved methods of caring for and feeding the
infants were carried on after the child had been returned home.
This practice was particularly applicable to infants but it must
be emphasized that this kind of work could be done better by
this boarding-out system than by institutions.

Since the Speedwell Society was inaugurated, six years ago,
the following results had been recorded. The first child was
sent out on March 19, 1902. The total number cared for from
that date, March 19, 1902 to March 19, 1908, was 817.
The ages were from three months to five years. There were

103 deaths.

Briefly summarizing a plan which had worked well and which
advised in the future dealing with neglected infants suffering
from marasmus he offered the following:

1. Boarding out in a selected area of the country noted for

its healthy conditions.

2. Constant attention to hygiene and diet on the part of a
physician and nurse who are familiar with that class of cases and
competent to deal with them.

3. Infants were kept as long as necessary until feeding was
regular and digestion and assimilation were improved sufficiently

to result in an increase in weight.

4. To train up in a good neighborhood a number of foster
mothers who by taking these infants into their homes become
experts in handling them and are far superior to those offered
by the best of institutions.

If this plan was followed a large majority of these infants
could be saved. No previous capital is required to be tied up in
building, but the visiting doctor and nurse should be paid a salary

;

outside of this all the money contributed goes directly to the
board of the children. If contributions fall off, the work can
be contracted until some more money comes in. Every large
city having much destitution can look after its waifs and save
most of them by arranging to board them out in some neighbor-
hood according to the method of the Speedwell System.

FRESH AIR IN THE TREATMENT OF DISEASE.

Dr. Wm. p. NorThrup, of New York, said he wished to bring
up two points in regard to the fresh-air treatment of disease,
first, the practical application of the fresh-air treatment and^
second, in what particular cases were they to adopt it. It was
no longer a question that the fresh-air treatment for acute
febrile diseases was of value for they now had some experience
with it. He asked what was the practical application of this?
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What could they do with the cases now? Was cold essential

in the treatment of these cases? He answered, Yes. Cold was
an element of great value. He then spoke of the experience

of the health department of New York, in the treatment of

the tuberculous insane. The first clinical manifestation that im-
pressed the observer was that these insane people, placed in the

open shacks, lived and slept well without "dope." Sleeping

in the open and cold air made them sleep quietly. The fever

and the maniacal excitability of these patients were controlled

and they slept better. He thought that one of the first rules

in the practical application of fresh cold air was that the

patient, as well as the attendant, should be made comfortable,

and this could be secured even in quite cold w^eather. The
comfort of the nurse should be aimed at as well as the comfort of

the patient. The nurse should be friendly to the method. To
make the nurse comfortable was very important to all concerned.
With regard to the preparation of the bed, there should first be

laid upon the spring mattress a large blanket which when folded

should completely envelop the patient. Inside of this there

should be a paper or rubber layer to keep the cold from coming up
from below. The air should not have a chance to get at the

patient from below. The patient should be clothed throughout
with a union suit. In this way they were sure to be free from the

danger of the sudden impact of cold air.

He asked what disease should be treated in the open air.

This question he said he could not answer in full. He had al-

ways selected for treatment with the open air such diseases as

pneumonia, scarlet fever, diseases with high temperatures, etc.

Dr. Xorthrup reported the successful treatment of a case of malig-

nant scarlet fever with a temperature of 107.4, ^vith the outside

thermometer registering zero, with the temperature in the room
about 10 above zero, everything in the room freezing. The treat-

ment of this case convinced him that there was nothing better

than the open and cold air combined.
With regard to the treatment of measles by the open and cold

air, and whether they should keep these patients out, he said he
did not know. They had tried this treatment at the Foundling's
Hospital, but he was not yet prepared to give any conclusions.

The treatment of cases of bronchitis in the open air had always
resulted favorably.

Dr. Lambert, of New York, claimed that the open-air treatment
of lobar pneumonia in adults shortened its course.

What were the results of the open-air treatment of diseases.

He had made no tabulations and could offer no percentages,

but he believed the open-air treatment killed no one; it did not
even hurt anyone. He was equally sure that it helped all.

In the doubtful and desperate cases it had determined the balance
in the favor of a cure of every patient.

Dr. E. E. Graham, of Philadelphia, for eight years had used the

fresh-air treatment of diseases in the Philadelphia Hospital.
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He believed that hospitalism was the result of lack of fresh air.

The cribs were moved near the fire escapes and immediately
the infant mortality began to lessen. During January, February
and March the children were kept in hammocks of small size;

they were bundled up in blankets, and their eyes, nose and
mouth were covered with gauze veils. These children did re-

markably well; instead of dying they gained in weight and this

occurred in infants under three months of age whose condition
was distinctly bad on admission to the hospital.

During the past five years they have had practically a new and
up-to-date hospital, and the infants have an abundance of fresh

air day and night, and Dr. Graham said that he was nov/ an op-
timist and not a pessimist regarding the roof-garden used winter
and summer. Of all the factors that reduced the infant mortality,

fresh air was one of prime importance.
During the past three years he had treated all the severer

cases of broncho- and lobar pneumonia in children of all ages by
the fresh-air treatment. The infants and children were removed
from the general wards and placed in special rooms for such cases.

The rooms held five or six cribs comfortably. Many of the cases

so treated were secondary bronchopneumonias, and a large

percentage of them hospital children. The results had been so
different from the old plan that he now had lost the dread of

pneumonia as a hospital disease.

In another, but similarly arranged room, they treated their

typhoids, and occasionally a case under two years old; most of

them, however, were over three years of age. The average age
was six years. They had so much better results from the use of

fresh air that nothing could persuade them to return to the old
methods of treatment. The hands and feet of the children were
kept warm by the use of gloves and stockings and hot-water
bags.

The tuberculosis cases lived practically in the open air in

special places. At the Jefferson Hospital many cases were
treated by fresh air. In his private practice, whenever possible,

all infants and children, sick or well, were placed in the open air.

Rickets, scrofula, gastrointestinal diseases, and many other con-
ditions had been benefitted by this treatment. Measles in hospitals
were treated in separate rooms, each room opening out onto a
porch which was surrounded by glass. There was an abundance
of fresh air provided. All children under three months of age
were kept in the wards for a few days at a temperature of 60;
then they were placed out-of-doors. In private practice, where
the temperature could be controlled more absolutely, they grad-
ually lowered the temperature of the room to 60. The child
was dressed as if to take out-of-doors; the temperature of the
room was then lowered until it approximated the degree of
temperature out-of-doors. Then the child was taken out.

Dr. Augustus Caille, of New York, agreed with every thing
that the speakers on this subject have said. Twenty years ago

13
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he had tried to make the ladies in charge of the babies' wards see

the importance of fresh air but they insisted that it was danger-
ous and that the infants would have to be boosted up with strych-

nine. Now they had a roof-garden, part of which was open and
part covered. He wished to emphasize the fact that breathing
fresh air was the most important therapeutic agent we had.

Dr. a. Jacobi, of New York, said that in 1870 he had been a

member of the medical staff of the Nursery and Child's Hospital,

the pet institution of the elite ladyships of New York City, and
when he proposed boarding out the infants and taking the cur-

tains from the cribs and proved that of 100 infants admitted to

the hospital and retained there over three months 100 died, he
was expelled from the institution. Times had changed. He
heartily endorsed Dr. Chapin's views. Rachitis, which was scar-

cely known fifty years ago in this country, had increased to a

great extent on account of immigration and poverty. This
disease was attributed to bad food but he believed it was due
more to bad air. The northern Russians and Swedes had rachitis

in their best families because their winters were eight or nine

months long and the children were not moved from their close

quarters. He said that a man who was now a successful surgeon
in New York had had cranial tabes and convulsions when seven
or eight months of age and the only thing that saved him was
keeping him out of doors. From the time he was taken out he
no longer had convulsions.

Dr. R. G. Freeman, of New York, said that in 1907, there were
two epidemics of measles on his service, 71 cases and only one
death. The second epidemic was very severe, accompanied by a

good deal of otitis and some pneumonia. The whole ward came
down with bowel trouble. The children were put outdoors and
after that there was no trouble at all. In March he was on duty
at the Foundling Hospital where there w as an epidemic of measles
and scarlet fever. Measles began to break out in the scarlet-fever ,

ward and they did not know what to do with them so they put
them out on a closed piazza. All the measles cases were put out
and they did remarkably well. One case had bronchopneumonia
starting with the measles and that case did well too. What Dr.

Jacobi said in regard to rachitis interested him as he had felt

that it was a disease of asphyxiation. The fact that it was a
disease of winter and that they were better in the fall and the

failure to produce the disease with different forms of feeding

pointed to the conclusion that rachitis was a disease of bad air.

Dr. J. P. CrozEr Griffith, of Philadelphia, called attention to

the fact that there was a difference in the way the term fresh air

was used. When Dr. Northrup exposed a child with scarlet fever,

having a temperature of 107 to cold air to reduce temperature
it was a very different thing from breathing fresh air. There could
be no discussion as to the advisability of having these children

breathe fresh air. When an authority says children during the
first few months of life bear cold air badly he does not mean
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breathing cold air, but chilling of the body. None of us would
put a child in a cold room and take the covers off of it.

Dr. E. M. Buckingham, of Boston, said that the last speaker
had said what he would have said. Some pneumonias suffering

from dyspnea in the hospital were relieved by putting them in

the fresh air even when the administration of oxygen did not give

relief.

Dr. C. B. Putnam, of Boston, had been connected with the

Massachusetts Infant Asylum for 35 years At first they farmed
out a few children, but since the plan had been developed until

at present less than 25 out of 125 were kept in the institution.

The rest were boarded in the country and there had been a
remarkable reduction in the mortality. The hospital was used

for those who came in an emaciated condition and for those

who were taken sick while in. Some cases were suited for hospi-

tal care a part of the time.

Dr. h. E. LaFetra, of New York, said the objections to the

fresh-air treatment in private practice could be overcome by
using the inside awnings, which permitted the child to breathe
fresh air without being exposed. We had learned to do this in

tuberculosis and had found it very satisfactory.

DISCUSSION.

Dr. Charles G. Kerley, of New York, was especially inter-

ested in the fresh-air treatment of typhoid fever, and was
surprised that he had so little trouble in applying it in private

practice. He thought the treatment of tulDerculosis had pre-

pared people for it. He would like to emphasize what Dr.

Chapin had said in his paper on atrophic infants. He did not
doubt but that oxygen deficiency had much to do with rachitis.

If the baby had plenty of good breast-milk he could stand oxygen
insufficiency, but if he was on the bottle and the milk badly
prepared he would get rickets. He got it quicker under bad
hygienic surroundings but he also got it under the best con-
ditions. He still believed in nutritional disorder, per se.

Dr. S.JlMUEL S. Adams, of Washington, said we should make a
distinction between farming out babies when Dr. Jacobi had
spoken of it and the present time. In his city they had a
board of charities that watched over the children and they only
gave out a limited number of children to be cared for. He
had had as good results as the others and had been surprised

how ready even the ignorant were to carry out the treatment.
He related instances in confirmation of this statement.

Dr. F. vS. ChI'RCHILL, of Chicago, thought people were more
ready to carry out this treatment than the profession at large

believed. He had no difficulty in private practice and he had
a nurse follow up the dispensary cases to see that orders were
obeyed.

Dr. p. J. Eaton, of Pittsburg, said the question of the adapta-
bility of the nurse had much to do with the matter. The famous
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paper of Dr. Northrup's "23" had given him the inspiration to

teach nurses the value of this treatment. He had lectured to

them in four different hospitals and now they had a corps of

nurses who carried out intelligently what was desired along this

line. With the nurse properly trained in this respect they could
get what they wanted.

Dr. L. Lovett Morse, of Boston, had heard a great deal about
fresh air for sick babies and all he had to say was that it did no
harm to well ones.

Dr. a. Jacobi suggested that the times of which he had
spoken were different from the present, but he said that it was
not more than forty years ago and a great many of the principles

of good infant-feeding were known at that time. It was not
the tendency to send babies out to a negro at that time so that
those babies would have been fed correctly. The Department
of Charities of New York City had begun to board children out
one by one at farmhouses at that time.

What he had said was as true to day in institutions as it was
then, and he was glad that common sense had begun to prevail.

Dr. E. E. Graham, of Philadelphia, said that it had been
pointed out by a few in the early part of the nineteenth century
that fresh air was a necessity. They had never had a foundling
hospital in Philadelphia. In 1864 when the advisability of

erecting one was discussed Dr. Jacobi was quoted as being
opposed to them as so many of the babies died. At that time
the idea of farming out the children was suggested, in other
words, they were talking to-day about as they had done a hundred
years ago. If, as a body, the medical profession was as enthusi-
astic about securing fresh air for children as they had been in the
campaign for pure milk they would get excellent results.

Dr. Wm. p. Northrup, wished to emphasize the point that
Dr. Graham had made that we had raised the standard of the
quality of milk and by paying equal attention to this other
hygienic measure we would bring it into greater prominence.
In the matter of drinking-wat2r they also had accomplished
much. He had purposely made his talk about pneumonia and
its treatment in the open air. He thought the body breathed
air and needed the stimulus as much as the lungs. In typhoid
he was not at all sure that cold aii would take the place of the
bath. He had experimented to some extent in that direction.

Dr. Oliver Wendel Holmes said:

"God lent his creatures light and air and waters open to the
skies

;

"Man locks his brother in a stifling lair and wonders why his

brother dies."

Dr. Henry D. Chapin had for many years felt that he had not
lived up to his light. They had seen hundreds of these babies
slip through their hands and had not had the moral courage to

tell the truth as Dr. Jacobi had. He had had the best hospital
wards, the best roof-gardens, convalescent homes, etc., made for
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these cases and yet it was always the same thing The babies
under one year all did badly. His plan was not exactly farming
the babies out. He put them in a restricted part of the country,
with skilled doctors and trained nurses and with people who could
be watched. The children did better with this system.

{To he concluded.)

BRIEF OF CURRENT LITERATURE.

DISEASES OF CHILDREN.

Clinical Examination in Infants.—Marfan {Le Bull. Med., July 4,

1908) states that the ordinary method of examination that is used

with adults is not suitable for infants. In children too young to

speak, all the subjective symptoms must be neglected and only the

objective ones are of value. There are also difficulties produced by
cries, fear, and resistance resulting from even the simplest physical

methods. Deformities of the skeleton, such as are produced by
rickets, and the condition of the skull and the fontanelles are unpor-

tant. The presence of the thymus, which in adults is atrophied, is to

be noted. The tongue gives few indications in the infant and the

significance of enlargement of the liver and spleen is not the same as

in the adult. On visitmg the young infant we must consider first the

age of the infant, whether new-bom, or prematurely bom, and its

weight at birth. In unduly small infants there is a condition of

congenital debility which renders them particularly vuhierable.

Birth before term may indicate syphilis, or may be due to some
infection of the mother. In this case the infant is either affected

with the same malady as the mother, or it receives the toxins from
the mother's blood and is intoxicated by them. When the mother
has suffered from ascites or hydramnios the child may have them,
and syphilis is again suggested. At birth there may have been
congenital fractures or convulsions. If labor has been long and the

liquor amnii infected, the child may have rhinitis, stomatitis, parotid-

itis, or pneumonitis from infection, or there may be purulent oph-
thalmia. There may be congenital mahormatiohs. Hereditary

syphilis is not always evident at birth The next important series

of questions refers to the nutrition of the infant; whether it has been
breast-fed, and what is the general condition of the nurse, how she

has been fed and cared for. Infants bom of mothers that have been
able to rest before labor are larger and stronger than those Avhose

mothers have worked hard up to the time of labor. The condition of

the breasts, the quality and quantity of the milk are of the greatest

importance. Irregularity of nursing and the inter\'als between nurs-

ings are important. If the infant is bottle-fed, the kind of milk,

whether properly sterihzed and diluted, and whether taken from a

healthy cow must be inquired into. The intervals of feeding and
whether other foods than milk have been given should be known.
The next question is as to the epoch at which the first teeth
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appeared, and whether the sequence and time of erruption was normal.

Retardation of teething is frequent in badly- fed infants, as well as

in the rachitic. The age at which the child began to w^alk must
then be considered, and at what age he began to talk. Then we
must inquire into the presence of hereditary predispositions, such as

tuberculosis, syphiHs, and neuro-arthritic troubles. Next begins the

history of whatever illnesses the child himself has had, whether it

has been vaccinated, has had any of the eruptive fevers, or any

digestive troubles. In the actual examination of the child all the

organs must be methodically explored. The temperature must be

taken by rectum. The child should be entirely undressed to examine

the body, the skin, and shape of the bones, and to ascertain the

absence of eruption or the presence of edema or abscesses. The
lungs, heart, digestive and abdominal organs are explored, and the

mouth, nose, genito-urinary system, and nervous system. Then
comes examination of secretions and excretions, or false membranes
feces and vomitus. and examination of the organs of special sense.

Congenital Idiopathic Dilatation of the Colon.—J. M. T.

Finney {Surg. Gyn. and Ohst., June, 1908) records a case of

this condition, known also as Hirschsprung's disease, in a boy
of nine years. Beginning immediately after birth, he had al-

ways been constipated, and the abdomen unusually large. His

bowels never moved normally, always necessitating a cathartic

or enema, or both. He would frequently go three or four weeks
without a movement. During these times he would have periods

of severe abdominal pain, cramp-like in character, until after the

bowels began to move. Under ordinary circumstances, he would
have a movement once or twice a week, and the abdomen would
be somewhat less distended. The stools were putty -like in char-

acter, and the odor very offensive. When seen by the writer

the circumference of chest through the plane of the nipples

was 54 cm.; of abdomen over the most prominent part which
was at the epigastrium, 65 cm. At times marked peristaltic

waves were seen crossing the abdomen, but without causing pain.

Rectal examination was negative. Attempts w^ere made for

a fortnight to^ reduce the abdominal swelling by the aid of fre-

quent enemata and cathartics, with only partial success. When
the abdomen was opened its cavity was found to be practically

filled with a dilated colon. The dilatation began abruptly at

the hepatic flexure of the colon, involving the transverse and des-

cending portions of the colon and the entire sigmoid, with the ex-

ception of the last two or three inches, where it as abruptly ended.

The rest of the intestinal tract, including the rectum, was nor-

mal. The greatest dilatation was in the region of the sigmoid,

in places 14 cm. in diameter. The intestinal walls were greatly

hypertrophied. There were no evidences of localized obstruction

or kinking. After a colostomy above the dilated segment, by
which some of the impacted contents were later removed by
irrigation from above and from the anus, a lateral entero-anasto-

mosis between the segments just above and below the dilated

I
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segment was performed. At a subsequent operation the dilated

portion was excised, and the free ends of intestine closed. Un-
interrupted recovery. In an interesting review of the literature

the writer states that in the majority of cases the affection has
its origin in utero. The principal seat of the pathological proc-
ess is in the large intestine, and in more than one-third of all

the cases, the sigmoid flexure is alone involved. In practically

all the cases it is included in the affected portion. The whole
of the large intestine was found involved in about 15 per cent, of

the cases. The rectum and the small intestine are rarely affected.

The chief clinical features are enormous distention of the abdo-
men and long periods between stools, one author recording an
interval of three months between them. The alternation of

obstipation with spontaneous diarrhea; the pasty discharges with
foul odor ; the frequent lack of relief from the abdominal distention,

in spite of profuse and frequent evacuations, particularly in the
case of small children; the gradual or rapid decline associated
later with symptoms of intestinal perforation, or with some inter-

current affection, possibly pulmonary in character, all point
strongly toward this condition. Absence of ascites aids in the
differentiation from tuberculous peritonitis. The etiological

factors for the affection which have been suggested are: (i)

An abnormally long mesentery which might give rise to secondary
torsion of the sigmoid. (2) A morbid process acting during
fetal life, or an anomaly of development. (3) Colitis becoming
chronic. Great distention following from the altered chemical
changes in the feces, much gas being produced. Such distention
of the gut would naturally render peristalsis more difficult, which
would be compensated for by an increase in the size of the existing
muscle fibers and the formation of new ones—a true hypertrophy.

(4) Increased length of the colon, and a multiplication and ex-
aggeration of its loops, especially of the sigmoid flexure, the dila-

tation and hypertrophy dependent upon the accumulation of gas
and feces in the elongated looped portion of the colon. (5)
Actual mechanical obstruction. (6) Congenital aplasia of the
muscular layers of the large intestine immediately above the
rectum. As a result of fermentation and putrefaction and the
formation of gases resulting therefrom, there develops a well-

marked ectasia of the intestine. Here, in turn, feces in large

quantities accumulate. Finally, the efforts of the intestine to

overcome this stagnation result in the development of a well-

marked hypertrophy in the segment immediately above. (7)
Spastic contraction of the sphincter ani associated with anal
fissures. (8) A neuromuscular defect in one segment, through
which the colon was unable to propel its contents. In this way,
a functional hypertrophy of the segment immediately preceding
the paralyzed and dilated one is produced. (9) Valve formation
in the intestine. The present writer favors mechanical causes as

a simple and plausible cause of the disease. For, though there
can be no longer anv doubt that an obstruction does not exist at
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the time many cases are seen, we do not know whether hindrance
• to evacuation or peristalsis originally present could not have led

to dilatation which now, making effective peristalsis more diffi-

cult, caused hypertrophy and the other changes, inaugurating a
vicious circle. The author also discusses the various forms of

medical and surgical treatment which have been employed.
Retention of Urine in Typhoid Fever in Children.—E. Gaujoux

and V. Ros (Ann. de Med. et Chir. Inf., July 15, 1908) describes
two cases of retention of urine in typhoid fever in children, and
states that this symptom is comparatively frequent. It may
occur when there is merely hebetude as a result of the general
grave condition, or in cases with decided cerebral symptoms.
Its cause may be paralysis of the muscular tissue of the bladder,
vesical anesthesia, or spasm of the sphincter. When there is a
medullary congestion in typhoid acting on the vesico-spinal center
there may be paralysis of the bladder. Hypertension in the
spinal canal may be an important cause. Tliis may be relieved

by lumbar puncture with withdrawal of fluid. In cases of typhoid
we should always be on the alert for bladder symptoms, resulting

in a painful, distended abdomen, with dullness over the bladder
region. Catheterization is demanded, and the complication is

not of grave import provided it be relieved at once, before
back pressure on the kidneys or rupture of the bladder has taken
place. The cause of the retention should be treated at the same
time.

Koplik's Sign.—Mario Flamini {Riv. di Clin. Ped., June, 1908)
describes Koplik's sign as one that always occurs previous to the
eruption in measles and renders the diagnosis certain before the
appearance of the eruption on the skin. The doubt as to the
presence and diagnostic value of this sign is due to a lack of

observation of cases at the time when the sign is present. In or-

der to confirm his observations of this sign the author examined
daily every child in the children's wards during an epidemic of

diphtheria in which one nurse and thirty-three children were
attacked. He found Koplik's sign present in every case, from
one to five days before the cutaneous eruption. The sign consists

of a red areola in the center of which is seen a small bluish spot,

situated on the buccal mucosa. The lesions are grouped and
later become confluent. They are from two to six-tenths of a
millimeter in diameter. They disappear with the incidence of the
skin eruption. The author removed from the inside of the cheek
a small portion of the mucous membrane containing several

Koplik's spots and examined them microscopically. He found
that the lesion consists of a hydropsic degeneration of the
round cells of the eipthelium, especially in the superficial layers,

with a necrosis of the pavement cells of the epithelium. No
true vesicle is formed, but there is an approach to vesiculation.

The author believes that Koplik's sign may be regarded as a form
of eruption of measles on the inside of the cheeks. It is never
found elsewhere than on the cheeks and lips.

I
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INTRODUCTION.

I HAVE heretofore reported for the American Society of Cancer

Research our observations upon hemolysis in mahgnant tumors.

This is a report of further progress. The technic has been greatly

improved and now seems to be quite accurate. It is exacting,

must be precisely done and every step amply surrounded by

checks and controls.

Dr. D. A. Prendergast made the first series of observations,

after which Miss Ora Lewis took all the responsibility of the

technic for seven months, and made many improvements

during the period of her painstaking w^ork. Dr. A. M. Tweedie

has been carrying on the work since Miss Lewis' service and has

made extremely valuable suggestions and alterations in the

technic. My resident, Dr. H. G. Sloan, and members of my
staff at Lakeside Hospital, Drs. Gamble, Eisenbrey and Pomeroy,

have assisted in the clinical side. To the many suggestions of my
associates and to their enthusiasm and resourcefulness in modify-

ing and mastering the technic and compiling the tables I am under

obligations.

The red corpuscle is covered by an exceedingly thin and deli-

cate membrane which prevents the escape of its contents, the

most important being hemoglobin. This covering is very sus-

' Read at the twenty-first annual meeting of the American Association of

Obstetricians and Gynecologists, at Baltimore, September 22-24, 1908.
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ceptible to chemical or thermal changes in its environment. If

impaired by such changes a part or all of the hemoglobin will

escape and become freely diffused in the serum. The corpuscles

then become proportionately paler, and if all the hemoglobin is

lost there will remain only the frame-work of the cell—designated

shadow cell or ghost.

Free hemoglobin may be detected in the urine and other secre-

tions. If in quantity, it stains all the tissues, causing a brilliant

jaundice. This process is known as hemolysis and the agents

causing hemolysis are known as hemolysins. Hemolysins may
be roughly classified as inorganic and organic. Inorganic hemoly-

sins are such chemicals as ammonia, soaps, ether—any agent that

will change the isotonicity of the blood serum. Among organic

hemolysins are normal blood and tissue juices of alien species,

and certain pathologic human blood and tissue juices. In per-

nicious anemia, in certain fevers, such as typhoid, occasionally in

chronic suppuration, and in other general diseases there is such

a change in the blood serum that when the red corpuscles from

normal individuals are put into this serum, hemolysis occurs. It

may be asked at once why such hemolytic serum does not destroy

the corpuscles of the patient in vivo. It may be that the cor-

puscle shares the universal attribute of living matter whereby it

is able, to a certain degree at least, to adapt itself to its environ-

ment; then, too, conditions in vito are not wholly identical with

those in vivo. A corpuscle having so adapted itself to its en-

vironment may itself become so altered that when it is again

suspended in normal blood serum it may undergo hemolysis.

The medical importance, if any, that these facts may assume
is determined by correctly answering the following questions:

Is there a reliable technic for the determination of hemolysis?

Are the changes in the serum and in the corpuscles thus produced

by disease of a specific nature? Are they constantly present?

Many difficulties beset the technic. There are various inor-

ganic hemolysins—a long list of chemicals. The blood must be

drawn and kept absolutely free from these. Change in tempera-

ture markedly influences the result so that provision for absolute

control of temperature must be made. As the corpuscles are

very delicate, extreme care must be exercised in applying the

mechanics of the technic. It is necessary that the technic be

precisely carried out in obtaining the serum. Experience has

shown that if the serum and corpuscles are immediately separated,

either by drawing the blood in sodium-citrate solution or by im-
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mediate centrifugalization, the hemolytic reaction is either

minimized or negative. The maximum reaction is obtained

when the serum and the corpuscles are separated by clotting. The
serum attains its maximum hemolytic power in about twenty-four

hours. In securing normal blood one must bear in mind the fact

that it is not possible to absolutely determine except by an

actual blood-test whether a given individual's blood will react as

normal. But if several supposed normals are used at the same

time and are tested against each other as well as against the

blood of the patient, there is then but slight chance for error.

Again, it has been shown that organic hemolysins are destroyed,

hence rendered insert, by a temperature of 55° C. for ten minutes.

Anticipating for a moment a part of what we shall say as to the

results of our tests, we will now state that in every instance such

temperature exposure destroyed the hemolytic power of the

serum. The hemolysins of disease, so far as we have studied

them, are of organic nature. Inorganic hemolysins, such as

ammonia and other chemicals, are not influenced by heat. If,

then, all the tubes of the entire test are made up in duplicate and

one set subjected to a temperature of 55° C. for ten minutes,

possible error from inorganic hemolysins may be excluded.

The test is determined by the result of suspending normal red

cells in the patient's serum, and suspending the patient's cells

in normal serum, as above indicated.

The technic in detail is as follows: Facilities required: a. in-

cubator, b. refrigerator, c. centrifuge, d. sterilizer, e. one gross

test-tubes, size one-half inch; twenty-four tubes, size three inches

long, one-fourth inch inside diameter, f. test-tube racks made to

hold seventy-two tubes, with each tube hole numbered consecu-

tively in ink, g. glass beads for defibrinating the blood, i. several

aspirating needles with stylets.

Comment.—These instruments should be cleansed in distilled

water. The tubes to be set up in the test should be kept im-

mersed in isotonic solution and taken out only when they are to be

used. The large tubes are used in pairs, one for obtaining the

blood for the cells, the other the blood for the serum. In the

tube for the cells a glass bead is placed. Both tubes are then

closed with cotton stoppers wrapped in close-mesh cotton cloth,

sterilized, and set aside for future use. Needles are similarily

wrapped in individual packages.

Obtaining the Blood.—The blood is drawn by aspirating a vein.

The most convenient vein is usuallv the median basilic vein at the

L
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elbow. The field is scrubbed with soap and water, then thor-

oughly cleansed with sterile water or, better still, with salt solu-

tion. The arm is firmly compressed well above the elbow by
bandage or otherwise to dilate the vein. The needle is then

inserted through the skin into the vein. Into the tube contain-

ing the bead 3 c.c. of blood is collected and the tube immediately

and continuously agitated for about ten minutes. Defibrination

of the blood is thereby accomplished. Into the other tube is

drawn 10 c.c. of blood. This tube is kept at rest in a slanting

position during the separation of the blood into clot and serum.

The pressure from the arm should be removed before the needle

is withdrawn ; otherwise, a greater amount of blood than is neces-

sary will ooze from the puncture in the vein. The further prepa-

ration of the blood consists in putting the defibrinated blood

into a tube containing 20 c.c. .85% saline solution made up with

distilled water. This tube and the one containing the clotted

blood are now placed for approximately twenty-four hours in the

refrigerator. Cold facilitates separation of the clot and serum and

preserves the blood. The separated serum is pipetted ofif, put into

a sterile tube and again returned to the refrigerator. In precisely

the same manner blood is taken from three apparently normal

individuals and subjected to precisely the same technic. At
the end of twenty-four hours the supernatant fluid in the tube

containing the corpuscles is poured off and 20 c.c. of fresh isotonic

salt solution is added. When needed, the tube is gently shaken

until the cells are in complete suspension.

Setting up the Test.—We then have the corpuscles and the serum
from four individuals—the patient and three supposed normals.

Using the smaller test-tubes, ^ c.c. of the serum of each is put

into each tube. Duplicate tubes of serum are put up. One set

is subjected to a temperature of 55° C. in a water-bath for ten

minutes. These tubes are now placed in the refrigerator until

they reach the same temperature of the tubes remaining. After

the required cooling, all the tubes are taken from the refrigerator.

One-half c.c. of cell suspension of A, B, C and D is now added to

the serum of A, B, C and D.

Testing the patient with three normals requires the use of

thirty-two tubes arranged as follows:

Tube I. Serum A -f- cells of A.

2. (heated) Serum A 4- cells of A.

3. Serum B -|- cells of A.
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of diseases. We shall to-day discuss the results of these observa-

tions, especially in the case of malignant tumors.

In 200 indiA'iduals without malignant tumors or infections

there was no hemolysis; in 146 proven cases of malignant tumors

hemolysis was observed in 84 per cent. In the last sixty-six

cases tested by Dr. Tweedie 88 per cent, were positive. In fifty-

one cases of infection, acute and chronic, hemolysis was noted in

6 per cent. Blood taken during hyperpyrexia in some instances

showed hemolysis. In fifty-five cases of benign tumors there was

no instance of hemolysis. Hemolysis was observed in nine out of

thirty-four postoperative tests. Recurrence was proved in all

nine cases. In twenty-five tests no hemolysis was observed and

recurrence has not been demonstrated up to the present time.

Numerous postoperative observations were made during the time

patients were in the hospital. As a rule, hemolysis began to

diminish after ten days, and generally after three weeks entirely

disappeared in the cases treated by complete excision. In cases

of partial excision hemolysis has not disappeared.

Summary.—Hemolysis was observed in 84 per cent, of proved

cases. The negative tests were for the most part in late inoperable

cases. Positive tests in the absence of cancer were observed in

chronic suppuration, certan fevers and syphilis. In every instance

observed, heat destroyed the hemolysis. In all cases observed,

hemolysis disappeared within three weeks after the apparent

removal of all of the cancerous tissue. We may conclude that

the hemolysin is organic because it is thermolabile, and that its

origin is in the growth itself because it disappears after removal

of the tumor. We do not regard this test as diagnostic, but as

important evidence of maligancy. The entire subject is in the

stage of investigation. We can as yet form no conclusion.

The Obsorne.
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THE OMENTUM AS A FACTOR IX ABDOMINAL
SURGERY.*

BY
C. C NORRIS, M D.,

Instructor in Gynecology, University of Pennsylvania. Attending Physician Maternity

Hospital, Philadelphia.

It is not my intention to take up the time of this society with

a detailed description of the gross and microscopic anatomy of

the omentum. It will suffice to say that in view of the recent

studies of this organ" it can no longer be looked upon as two

simple layers of fat-bearing peritoneum that has no particular

function, but must be recognized as a highly specialized organ

—

in fact, one of the most important in the abdominal cavity as far

as the surgeon is concerned. One of the chief functions of the

omentum is to pour out leukocytes, which cells actively combat

any infection which may be introduced into the peritoneal

cavity. The omentum is richly supplied with blood-vessels.

Anyone who has ever handled an omentum or who has done

much abdominal surgery can hardly have failed to be impressed

by the numerous blood-vessels seen in this organ. These

vessels are most numerous in the upper portions of the omentum
and can easily be distinguished in their peculiar tree-like course

by the naked eye. Between the branches of the blood-vessels are

many clear spaces, often somewhat resembling ground glass in

color. In the normal omentum these areas are nourished by

imbibition. We all know how quickly the cornea of the eye

will become inflamed as a result of inflammatory stimulus and

how easily it will become reddened by numerous newly formed

blood-vessels during a keratitis. The clear areas in the omentum
are almost analogous to the cornea in their methods of responding

to inflammation. Let a small amount of turpentine be injected

into the peritoneal cavity of a normal animal and in a very few

hours the clear spaces will become reddened and a great prolifer-

ation of the blood-vessels will be seen throughout the entire omen-
tum. When it is remembered that these blood-vessels are the

means of the pouring out of countless leukocytes, the protective

cell of the peritoneal cavity, the importance of the quick response

*Read before the Philadelphia Obstetrical Society, October i, 1908.
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of the omentum to inflammatory stimulus will be realized.

After the injection of a fine granular material into the peritoneal

cavity of an animal, the author has often observed two or three

such granules in the substance of a leukocyte or a number of

leukocytes surrounding a large granule. The same thing takes

place when microorganisms are introduced into the peritoneal

cavity. The leukocytes swarm to the point of invasion and a

combat between the leukocytes and the microorganisms im-

mediately takes place. In addition to the numerous blood-

vessels in the omentum, many lymphatics are found. These can

be beautifully demonstrated with a hypodermic needle and a

solution of Prussian blue, when it will be found that, apart from

their angular shape and peculiar beaded appearance, they are

very similar to the smaller blood-vessels. There is little doubt

that from these lymphatics is poured out the greater part of the

peritoneal fluid and that without them peritoneal absorption

and drainage would be at a stand-still. It is doubtful if any,

or at all events much actual absorption takes place through the

omentum. Its function is to pour out fluid which washes

through the peritoneal cavity and is finally absorbed through the

diaphragm.

No surgeon can have failed to notice the variability in size

of the great omentum. In some individuals it is a heavy apron

extending to the pelvis, while in others it is represented by

only a scant ribbon of tissue hanging from the border of the

stomach. It might be argued from this fact that a patient with

a large omentum should stand a better chance to combat a

peritoneal infection than a patient with a small omentum, and

this is very likely true although I have not been able to find

any actual facts to corroborate this theory in the literature of the

omentum or in my own work. It should, however, be remem-

bered that although the omentum majus is quite variable in

size, it constitutes but a comparatively small part of this highly

specialized peritoneum. The gastrosplenic and gastrohepatic

omenta are both very constant and vary but little in size and

are, if anything, even more highly specialized than the omentum
majus.

The question whether the omentum has in itself any inherent

power of movement is a mooted one. Some authorities claiming

that it has, basing their assertion on the fact that the omentum is

usually found adherent to inflammatory structures in the

peritoneal cavity. These authors are inclined to endow the
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omentum with a jelly-fish-like movement. As a result of a large

series of experiments, some of which were performed with this

special object in view, the author has failed to demonstrate

any inherent properties of movement in the omentum, and

believes that its change in location in the abdominal cavity is a

result of peristaltic movements of the intestines and changes in

intraabdominal pressure, as instanced by the bulging out of the

omentum in laparotomy wounds as soon as the peritoneum is

incised. Moreover, histological studies fail to show any muscular

tissue in the omentum except that found in the blood-vessel

walls. Moynihan says that when a penetrating wound of the

intestine or stomach is small—such a wound as is produced by a

narrow knife-blade or by the modern high-power military rifle

bullet—there is an immediate prolapse of the mucosa of the gut,

temporarily sealing the wound. But when the wound is large

and the damage is of such a character as to produce a local

stunning or paralysis of the bowel, the omentum is likely to block

the opening. This, the author believes, is due to changes in

intraabdominal pressure; but however the result is obtained, the

benefits derived from the omentum in such cases is very great.

There is little doubt that the mortality following operations for

ruptured typhoid fever ulcers, high as it is, would be much
higher if it were not for the omentum. The ability of the omen-

tum to wall off appendiceal abscesses and collections of pus and

blood in the pelvis is too well known to need comment. It

would be interesting to know exactly how quickly this process

of walling off takes place. Yates has shown that the formation of

peritoneal adhesions are the work of but a few hours, and this

had been confirmed by our own experimental work.

It is a common custom among abdominal surgeons at the

completion of an operation to draw the omentum down between

the wound and the intestine for the purpose of preventing post-

operative adhesions to the latter. This procedure has much to

recommend it and is of special value in these cases in which there

has been considerable trauma to the omentum. It seems prob-

able, however, that if the omentum were in a fairly healthy

condition that it would soon resume its normal position in front

of the intestine without operative intervention.

Murphy has recommended that incases of intestinal anastomo-

sis a part of the omentum be grafted over the line of the sutures.

The author believes that if intestinal sutures were properly placed,

thev will be sufficient in themselves and that an additional
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layer of omentum over them will be of but little avail if the

intestinal sutures give way. Cases may, however, arise when
this procedure will be of value. Beyea has recommended pleat-

ing the gastohepatic omentum for the purpose of suspending the

stomach while coffee has utilized the omentum as a hammock
for the suspension of the traverse colon.

Under the heading of adhesions it may be well to emphazize

the fact that omental adhesions should not be indiscriminately

broken up, but whenever possible should be ligated and cut. The
reason for this is the peculiar blood-supply of the omentum which,

apart from being very rich in blood-vessels, is almost devoid of

capillaries, the circulation being carried on chiefly by means of

direct arterial and arterovenius, anastomosis, and unless care is

taken to ligate all blood-vessels serious hemorrhage may result.

It has been suggested that in certain liver diseases, notably

cirrhosis, that the omentum be stitches to the anterior abdominal
wall with the hope of increasing the blood-supply of the liver

and thus arresting the process of the disease. The operation

has not proven so successful as it was hoped, probably; for one

reason, that the exciting cause of the disease was not checked.

So far we have viewed of the omentum as the friend of the sur-

geon; it will however, occasionally be found the seat of patho-

logical lesions. With the exception of inflammations, which are

usually secondary to inflammation in other parts of the peritoneal

cavity, the omentum is rarely found diseased. Primary tumors

of the omentum are very infrequent. Cysts, fibromata, lipomata,

sarcomata, and carcinomata, have been found ; the latter tumor
is by far the most frequent.

During the last year or two, a number of cases of torsion of the

omentum have been reported. Richardson divides torsion into

three classes (i) Torsion of the omentum within a hernial sac.

(2) Torsion of the omentum within the abdomen. (3) Torsion of

the omentum within a hernial sac combined with an intraabdomi-

nal torsion. Adhesions are without a doubt the chief predispos-

ing factor toward torsion. The symptoms as reported are very

similar to those of acute appendicitis or intestinal strangulation.

Up to the present time about sixty odd cases of omental torsion

have been reported. Of these but a small percentage have been
correctly diagnosed before operation. The most frequent symp-
toms are nausea, vomiting, pain, collapse and the presence of a

tumor. These, especially if combined with a history of previous

inflammation within the peritoneal cavity, should at least lead
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to the suspicion of the condition. Fortunately, the correct diagno-

sis is not of vital importance, as the treatment for it and for the

condition for which it is most frequently mistaken, is the same

—

viz., operation.

If the omentum is routinely examined during the course of

every abdominal operation, irregular openings or windows will

often be found in it. These are in some cases the result of

previous inflammation and in other cases are due to atrophy, the

latter condition, as a rule, produces but small openings. Such

holes in the omentum if of large size should be closed, as a number

of cases have been reported where an intestine has prolapsed

through such an opening and become strangulated.

Occasionally a very large omentum containing a great amount of

fat will be met with. Such an omentum may cause trouble by

dragging on the stomach and colon. Gastric irritability, nausea,

vomiting and other symptoms of indigestion may result from

the former, while the excessive weight of the omentum may pro-

duce or act as an etiological factor in causing a ptosis of the latter.

The author has recently seen a case of retroversion of the uterus

where the pelvis was filled with a very large, heavy omentum
which wedged the uterus in its posterior position so firmly that,

although there were no adhesions present, it was impossible,

before operation, to manually replace the uterus in its normal

position. In such cases a partial omentectomy should be per-

formed, the omentum being amputated at about the level of

the umbilicus.

A review of the recent literature on the physiology of the

omentum should lead the surgeon to look upon this organ as a

great aid in abdominal surgery. When, during a course of an

operation, it is found necessary to remove a portion of the omen-

tum, as little as possible should be excised, except, of course, when
a malignant condition is present. It is well to remember that an

inflamed omentum may under favorable conditions return to

the normal.

1503 Locust Street.
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THE TREATMENT OF POSTPARTUM HEMORRHAGE.*
BY

J. CLIFTON EDGAR, M. D.,

New York.

An excuse for presenting this time-honored subject to the

Obstetrical Society, this evening, is that postpartum hemorrhage

even in well-regulated maternity hospitals occurs in about five

per cent, of all cases. In general it occurs in a mild form once

in fifty labors; is severe once in looo, and fatal once in 5000.

I found in 2200 cases of confinement, 800 of which were cared

for by students in the tenement houses, and the remainder by
internes in a hospital, that postpartum hemorrhage occurred

in 104 cases, or 4.72 per cent. This included mild, severe and

fatal cases. The frequency of the accident in hospital and tene-

ment house practice was about the same. Of these cases the

accident was twice as frequent, as one would expect, in multi-

parae as in primiparse ; one quarter (25.96 per cent.) of the hemor-

rhages occurred before placental delivery; about a half (62.50

per cent.) after the completion of the third stage, and a smaller

proportion, namely 11.53 P^^ cent., took place both before and

after delivery of the placenta.

The rather frequent occurrence of the accident in these 2200

cases was undoubted!}' due to the too common employment of

forceps delivery, and to the mismanagement of the third stage

of labor.

In the consideration of the treatment of postpartum hemor-

rhage we accept the definitions that postpartum hemorrhage

is hemorrhage from any portion of the parturient canal after

delivery of the fetus; that postpartum hemorrhage proper is only

from the placental site; that it is primary or immediate when it

occurs within twenty-four hours after the expulsion of the child

;

that it is secondary or remote when it takes place at any time

during the puerperium subsequent to the first twenty-four hours.

Internal or concealed and external or open are two recognized

types, and while the true form is from the placental site, the

bleeding may be from the cervix, vagina or the pelvic floor.

Another reason for bringing the treatment of this accident of

childbirth to your notice is that although the general principles

* Read before the New York Obstetrical Society, October 13, 1908.
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of the treatment are pretty universally accepted, still there is

rather a wide diflference in the manner and sequence of the

applications of these principles. Of the preventive and curative

treatments of postpartum hemorrhage, the former should take a

prominent place because the accident is usually, but not always,

as stated by some, preventable. Pregnancy toxemias, albumin-

uria, leukocythemia, alcoholism, causes of obstructed venous

return resident in the liver, lungs or heart can be treated and

possibly partially remedied, so that the nervous, muscular and

circulatory system are put in as good a condition for labor as

may be, but they cannot always be cured or even improved in

the time allotted, and we must make the best of the conditions

present after the completion of the first stage of labor. Those

who have seen much of hepatic pregnancy toxemia, will I

believe accept the statement that where jaundice has persisted

over a considerable period, ihe blood state induced renders post-

partum hemorrhage especially obstinate. The questions of

delay in instances of a too rapid delivery and of interference in

protracted labor are often delicate ones for the attendant to

decide as preventive measures.

The advisability of the administration of ergot, as a preventive,

at the completion of the third stage, is still an unsettled question

in obstetrics. Those who are against its routine use raise the

cry "no medication without a positive indication." They ignore

the fact that postpartum hemorrhage occurs in about 5 per cent,

of all cases. I am frankly in favor of ergot at the completion

of the third stage as a routine in all cases. As chloroform or

ether are in almost universal use to a lesser or greater extent

during the second stage, and as after their use uterine contrac-

tion is not as positive and prompt as one would wish it, ergot

after confinement counteracts this tendency to relaxation.

Ergot used after the uterus is empty is useful as a preventive

not only of hemorrhage, especially in multiparas and atonic cases,

but of sepsis, and after-pains, and as an aid to involution. One,

two or possibly three doses of ergot in the beginning of the

puerperium does not effect one way or the other the function of

lactation. On the one hand I know of no valid objection to

ergot thus used after confinement, and, on the other, the drug

adds in my opinion to the safety and comfort of the patient.

For essentially the same reasons I favor a proper fitting abdom-
inal binder.

Undoubtedly the most important factor in the preventive
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treatment of postpartum hemorrhage is the proper management
of the third stage of labor. Even a moderate experience in the

teaching of internes, students and nurses will convince one of

the lack of uniformity that exists in different parts of this

country and Canada in the management of the uterus during

the third stage and immediately afterward. The principles of

uterine contraction are often entirely lost sight of, and there is

often entire ignorance of the method of grasping and holding

the fundus of the uterus after the manner proposed by Crede

in 1853 for placental expression, and which, in my opinion, has

never been improved upon.

It would be well that every student and nurse were required

to commit to memory the words of Crede's original account of

his method. Instead of rubbing the fundus and corpus uteri

through the abdominal wall, and as soon as uterine contraction

has reached its maximum of grasping the uterus entire in such a

way that the fundus lies in the palm of the hand while the fingers

and thumb make gentle pressure, the former behind the fundus,

and the latter in front, one often observes massage being made
just above the pubis, without any thought of the actual location

of the fundus in a relaxed and enlarged uterus, and on the other

hand, one sees attempts at uterine compression in which the

whole uterine body is pressed back against the sacrum, without

any attempt at grasping the fundus uteri between the fingers and

thumb. Unless there is actual uterine relaxation or hemor-

rhage after the expulsion of the child, the hand as a sentinel is

placed about the fundus, and the latter lightly grapsed ; but no

attempt should be made to actually deliver the placenta for thirty

minutes. I am a great believer in this period of expectancy being

made to consume at least half an hour and I am inclined as I

have more and more experience to prolong it even to a longer

period. Prolonging this period allows the uterus to rest, con-

tract and possibly retract in preparation for the climax of the

third stage. A too early application of the Crede method inter-

feres with nature's mechanism. Prolonging this period further

allows clots to form in the sinuses of the detached areas of the

placental site and permits of a gradual and natural separation

of the placenta. Cutting short the period of rest militates

against these desirable conditions.

Sharp hemorrhage taking place, whether the placenta be at-

tached or separated, calls for active Crede expression followed

by rather vigorous fundal massage to cause and maintain uterine
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contraction and retraction. The introduction of the fingers and
possibly the whole hand into the uterus may be necessary to

separate a wholly or partially adherent placenta. A syringefull

of aseptic ergot injected into the thigh at this time is of great aid

in inducing uterine contraction. Except in instances of adherent

placenta or retained blood-clots the introduction of the whole

hand into the uterus to control hemorrhage is rarely called for

and is to be discouraged. In an emergency the bimanual com-
pression of the emptied uterus, the vaginal hand grasping the cer-

vix, and the hand on the fundus forcing the latter downward and
forward against the symphysis, thus tending to occlude the uterine

blood-supply is sufficient. At the same time the ulnar surface

of the fundal hand slips backward to compress the abdominal

aorta and vena cava. This is always a ready method to hold the

bleeding until preparations to administer a hot acidulated intra-

uterine douche or to pack the uterine cavity can be made. I

have rarely found it necessary to resort to the bimanual com-
pression of the uterus proposed by Gooch, whereby the hand
in the shape of a fist is introduced into the uterine cavity and
this is grasped by the other hand through the anterior abdomi-
nal wall and the uterine walls compressed between the tw^o hands.

My objection to this last method is on the ground that by its

use air is liable to be introduced into the open venous sinuses,

especially should the hand be withdrawn from a uterus in a state

of relaxation, which is apt to be the case. Moreover, the thin

relaxed uterine walls are readily ruptured by this method.

I have been using it less and less in recent years, substituting the

method of uterine compression proposed by Breisky. Much
harm has been done in the past by the routine introduction of

the hand into the uterus in these cases. In the majority of in-

stances, after emptying the uterus, fundal massage and hot

acidulated vaginal or intrauterine irrigation are successful

remedial agents; therefore these should be given first place. Bi-

manual uterine compression and uterine tamponade may follow

in rational sequence. After control of the hemorrhage the subse-

quent treatment of the anemia, shock, and the emptied blood-

vessels, is the same as after any surgical hemorrhage. Heat,

stimulants, rectal or intravenous infusion or hypodermocylsis

have their place as the conditions may call for them. Adrenalin

added to the intravenous infusion is apparently a valuable

adjunct.

As in primary, so in secondary postpartum hemorrhage, the
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most satisfactory treatment is the preventive treatment. The
lying-in woman should be protected against i. Mental emotions;

2. Disturbances of the general circulation, and 3. Blood condi-

tions that might cause hemorrhage during the puerperal state.

If the third stage of labor, as well as the first few days of the puer-

perium, are carefully managed, the four main causes of second-

ary postpartum hemorrhage will be avoided. These are: i.

The retention of placental tissue ; 2 . The retention of membranes

;

3. Of blood-clots, and 4. A distended bladder or rectum. The
patient should not be allowed to assume the erect position until

involution is well advanced and sexual intercourse should be pro-

hibited for two months. The curative treatment of secondary

postpartum hemorrhage as in primary hemorrhage consists in i

.

Making sure that the uterus is completely emptied, and 2. In se-

curing complete uterine contraction.

A vaginal examination should always be made, and if the cer-

vical canal allow it, the uterine cavity explored and any retained

material removed. If the cervical canal will not allow of the pas-

sage of the finger, and the hemorrhage persists, the canal must
be dilated and any retained material removed. Contraction is

then secured by hot vaginal or uterine irrigation, swabbing the

uterus out with acetic-acid solution and the subcutaneous injec-

tion of aseptic ergot. Two widely different types of secondary

postpartum hemorrhage have recently come under my observa-

tion. The first is a common type, possibly the most frequently

seen. A few weeks ago while operating in a hospital in the

middle of the night, word w^as brought up to the operating room
that a patient in the puerperal ward was having a severe hemor-
rhage. The case proved to be a primipara, seven days postpar-

tum after an ordinary confinement. Up to the time of the

hemorrhage the puerperium had been uneventful, with a moderate

lochia and no after-pains. The hemorrhage, which consisted of

about twelve ounces, came on suddenly during sleep. A digital

exploration of the uterine cavity removed a piece of placenta the

size and shape of the thumb. Its removal and a hot sahne intra-

uterine douche caused the hemorrhage to cease, and the patient

had no recurrence. The second case is of quite another type.

During the summer I was telephoned for from Bangor, Maine,

to see a severe case of postpartum bleeding. I arrived there

fourteen hours later and found the following conditions: The
patient

.
had two and a half weeks previously been delivered of

her second child, in an ordinary, uncomplicated confinement.
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At the end of the second week of the puerperium, suddenly and

unexpectedly the patient had a severe uterine hemorrhage to

such an extent that her life was for a time despaired of. This

was finally controlled by the usual methods, and as soon as

practical a thorough exploration of the uterus was made. This was
negative except that a softened and thickened area of the anterior

uterine wall just above the cervdx could be made out. Scrapings

of this area were secured for microscopical examination. The
uterus was not at this time packed with gauze. Two days later

the patient suffered from another severe hemorrhage. For this a

uterine tamponade was used. I saw the patient the day follow-

ing, and after removing the uterine tamponade found the con-

ditions just described. In the meantime a negative report on

the uterine scrapings had been received. Believing that a third

hemorrhage in the patient's bloodless condition would cost her her

life and in view of possible malignancy, I urged an early removal

of the uterus. This was done the following day by Dr. Morris

Richardson, of Boston The uterus was sent to a pathologist in

Boston. The patient made an uneventful recovery and is now on

a camping trip with her husband in the Maine Woods.

The following is the pathological report upon the removed

uterus:

HARVARD MEDICAL SCHOOL.

Boston, July 30, 1908.

Dear Dr. Richardson:

The specimen from Mrs. W. C. (T. 87-22), July 23, consisted

of a uterus the walls of which were thickened and the cavity dilated

and roughened.

Microscopic Examination showed the interior without any

mucous membrane, and with here and there fibrinous exuda-

tions and infiltration of round cells.

Diagnosis.—Chronic endometritis.

Yours very truly,

Wm. F. Whitney.
28 West Fifty-sixth Street.
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THE TREATMENT OF ACCIDENTAL HEMORRHAGE
AND PLACENTA PREVL\.*

BY
GEORGE L. BRODHEAD, M. D.

New York.

The term "accidental hemorrhage," as famiharly understood,

conveys the idea of bleeding from the site of a normally situated

placenta. Hemorrhage may be entirely visible or concealed, or

there may be a varying amount of blood within the uterus, ac-

companied by external bleeding. The treatment will depend

upon the severity of the hemorrhage. In the very mild cases,

absolute rest in bed, the use of small doses of morphine, and care-

ful nursing, will frequently give results as favorable as those

following similar treatment for threatened abortion.

Should bleeding continue, or be more severe from the onset, the

uterus should be emptied slowly or rapidly, according to the

amount of blood loss. When hemorrhage is not free, we believe

that the induction of labor by means of the modified Champetier de

Ribes bag is the best plan of treatment. The cervix can be di-

lated, if necessary, by the series of bags, after which the child

may be extracted by forceps, version, or craniotomy if the child

is dead. Should hemorrhage be profuse, the cervix must be

dilated quickly by the fingers or Bossi dilator, or be incised if

necessary, then version performed, the extraction of the child

following immediately after. When the blood loss has been

large, the uterus should be packed with gauze as a routine,

procedure.

placenta previa.

Placenta Previa may be of the lateral, marginal or central

variety, and there is no one method of treatment applicable to

all cases. The period of gestation, the condition of the cervix,

the variety of the previa, the amount of hemorrhage, the skill of

the obstetrician and the environment of the patient are all factors

which must be considered in the treatment of this dangerous

complication. We believe that when the diagnosis of placenta

previa has been established, the patient should be advised to have

her pregnancy terminated at once, the only exception to this

rule being made in the case of patients who can be under constant

*Read before the New York Obstetrical Society. October 13, 190S.



brodhead: treatmext of accedextal hemorrhage 951

supervision in a well-equipped hospital. Should the patient elect

to allow pregnancy to proceed under such circumstances, the

nature of the additional risk should be made clear to her, for

even in a hospital subsequent hemorrhage may be fatal. Imme-

diate intervention is the safest plan of treatment.

LATERAL PLACENTA PREVIA.

Hemorrhage during pregnancy, or the early part of labor, from

the site of a lateral placenta previa, would be treated in the same

manner as already outlined for accidental hemorrhage, and indeed

many so-called cases of accidental hemorrhage are, in reality, cases

of placenta previa lateralis. When bleeding occurs late in labor,

after the cervix has been well dilated, the diagnosis of lateral

placenta previa can, as a rule, be easily made. If hemorrhage is

not profuse, rupture of the membranes alone will in some in-

stances be sufficient to allow the presenting part to descend, thus

causing enough compression to control the bleeding. Should

hemorrhage continue, the child should be extracted by forceps or

version.

MARGINAL OR PARTIAL PLACENTA PREVIA.

When the cervix is rigid and the os but slightly dilated, or

when in an emergency one is unprepared for other methods of

procedure, tamponade of the cervix and vagina is an excellent

plan of treatment. The cervix is softened and dilated by the tam-

pon and subsequent methods of procedure are thus rendered easier

of application. For many years, podalic version by the internal

or Braxton Hicks method has been the most extensively em-

ployed of all methods, and there is no doubt but that the

present comparatively low maternal mortality is due in great part

to podalic version.

When the cervix is well dilated, version is usually the best

treatment, but in all cases when the cervdx is not completely

dilated, extraction must be made slowly. The lower uterine seg-

ment is very vascular, soft and easily torn and rapid extraction

is certain to be followed in many instances by a rupture of the

uterus. By extracting a child rapidly through an undilated cervix

we must necessarily enormously increase the maternal mortality

and the life of the mother should not be sacrificed for that of the

child, especially as fetal mortality in placenta previa is, and

probably always will be unavoidably high. Following the re-

moval of the placenta, we believe the uterus should be packed
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with gauze as a routine procedure as the surest method at our

command of preventing further blood loss.

When the cervix is but slightly dilated, the modified Champe-
tier de Ribes bag may be used to great advantage. By the use

of one of the larger bags hemorrhage is controlled and after the

cervix is well dilated version may be performed. This method

lowers fetal mortality, as it provides for good cervical dilatation

before version is performed. If bags are not at hand, we advise

the use of the Braxton Hicks version, and failing in that, the

cervix should be dilated with the fingers sufficiently to allow the

introduction of the hand, after which podalic version, slow ex-

traction and uterine tamponade follow.

Cesarean section for placenta previa has been advocated from

time to time, but the indications for the operation, in the ab-

sence of complications such as contracted pelvis, etc., are rarely

met with. If one were to meet with placenta previa, at or near

term, in the case of an elderly primipara with rigid tissues, or in

a multipara with a cervix full of unyielding scar tissue, Cesarean

section would, no doubt, give the best results, so we must admit

that in rare selected cases, in the hands of skilled obstetricians, the

operation may be used to advantage.

Holmes, in a paper entitled "Cesarean Section for Placenta

Previa an Improper Procedure," published in the Journal of

the American Medical Association, May 20, 1905, goes into the

subject exhaustively, and objects to the operation on a num-
ber of grounds. He states that in twenty-five cases of Cesarean

section for placenta previa, the maternal mortality was 20 per

cent, and the ultimate fetal mortality (at the end of two weeks)

64 per cent. These figures compare very unfavorably with his

maternal mortality of 3.3 per cent, in 1029 cases published by a

number of modern obstetricians, and with a maternal mortality

of 7.36 per cent, in a total of 2756 cases treated in the antiseptic

period; while the fetal mortality in nearly 2000 cases treated by

the usual methods was 54 per cent. Published reports, therefore,

would seem to show that the Cesarean operaton should be rarely

used, and indeed, as Holmes points out, the operation to be very

successful should be done as a primary procedure before other

measures have been tried.

CENTRAL placenta PREVIA.

Probably the most frequent and generally useful plan of proce-

dure has been to force the hand through the placenta, seize
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a foot and perform a podalic version, following this by extraction

and uterine tamponade. Holmes collected 350 cases of central

placenta previa reported by modern obstetricians with a mater-

nal mortality of 13.4 per cent., the fetal mortality being 80 per

cent. Section for central placenta previa has been more success-

ful, as Holmes collected nine cases with a maternal mortality of

1 1 per cent, and an ultimate fetal mortality of 44 per cent. Miller,

of Pittsburgh, has treated fourteen cases of the central variety

by preUminary ligation of the uterine arteries. His technic is to

ligate the artery on either side, through the vagina, and then,

having controlled hemorrhage, he proceeds slowly to deliver.

Two of his fourteen cases were so profoundly anemic when first

seen that they died a few hours later, but the other twelve

patients made good recoveries.

In only four of the fourteen cases was there any evidence of

fetal life; in three of these the children were born aUve, but all

died of prematurity within forty-eight hours. Miller claims

that the operation is simple, performed in some cases without

anesthesia, does not decrease the possibiHty of future child

bearing, controls the hemorrhage, allows the operator to proceed

slowly and carefully to dilate the cervix and empty the uterus,

and he also claims that the ligation prevents postpartum hemor-

rhage. He states that while fetal mortality may be sHghtly

increased, there should be no maternal mortality except from

sepsis The method is ingenious, and while we have had no

experience with the procedure, we mention it as an effective

original means of treating central placenta previa.

144 West sSth Street.

CYSTOCELE.*
BY

I. S. STONE, M.D.,
Washington, D."C.

The operation which has been most successful for the relief

of cystocele is that which has for its object the liberation and

elevation of the bladder from its prolapsed postion to a new or

higher position in the pelvis where it has additional support from

the strong layers of pelvic fascia to be found between the vaginal

wall and the bladder itself, and also a new support from the

uterus upon which it is elevated. Various methods of accom-

plishing this purpose have been exploited and have been more or

* Read before the American Gynecological Society, May, igoS.
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less successful, because they have to a greater or less degree

involved a complete separation of the bladder from the vaginal

wall or uterus or both. Some of the writers have used the

word "uterine interposition" for the purpose of explaining the

new position of the bladder which is placed upon the uterus,

which in turn is generally secured to the anterior vaginal wall:

" vagino-fixation." The former operations for cystocele which

depended for a denudation of the vaginal wall have, we believe,

generally been abandoned by operators, and even the very con-

servative surgeons who do not use the modern flap-splitting

operation obtain a thorough exposure of the fascia by cutting

away the vaginal wall, although they do not make a separation

of the bladder from the uterus or vagina.

Among those who soon recognized the inefficiency of the

former methods we find our countryman, Hadra% of Texas,

(1895), who introduced the theory of prolapse of the bladder and

vagina due to a separation of the vagina from the cervix uteri.*

He says: "The cervix is firmly grasped with a strong "vulsellum"

on the posterior lip, and dragged down to a convenient extent.

On the brim of the anterior lip, about a quarter of an inch

distant from the os, a crescentic incision is made through the

vaginal cover and carried up on each side of the cervix for one

or one and a half inches, according to the amount of slackening.

The vaginal flap is then lifted up from the cervix by finger or

blunt instruments until it can be pulled well upward toward

the roof of the vagina and enough to undo the pouching; in other

words, until the cystocele disappears. If the flap be too long

and flabby, a transverse piece may now be resected, then the

reattachment has to be made. The operator puts his index-

finger between the denuded cervix and vaginal flap as high up as

possible, in order to lift the bladder out of the wa)'", and while an

assistant is pulling the cervix down by the vulsellum, a disin-

fected silk suture is inserted, tacking the vaginal flap to the

cervix in a transverse line. Then the wound is closed. This

proceeding simply reunites the detached vagina to the cervix

and does away with the cystocele." Hadra is silent regarding

the separation of the bladder from the uterus or vagina.

Winter (1896) seems to use a method somewhat similar to

that of Hadra, and in addition detaches the bladder from the

anterior vaginal wall.

*He illustrates his article with two cuts which show the pathology as he found
it, or as it appeared to him.

1
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Separation of the bladder from the vagina was practised by
Kreutzmann^ prior to 1896 as a step in the operation of hyster-

ectomy for prolapsus uteri and cystocele. He made a complete

separation of the bladder from the vagina "far back on the

sides and from the uterus." Large flaps were removed from

both sides of the vaginal incision and the wound carefully closed

with silkworm-gut. His patient had uterine and bladder pro-

lapse and he removed the uterus as a part of the operation for

the cure of the C3^stocele.

Sanger,^ of Leipzig, appears to have been the first to report

an extended experience with what he calls "Lappenspaltung,"

or flap-splitting. His method was certainly a distinct advance

and he reinforced his position in subsequent papers (1898).''

Sanger approves of bladder separation from the anterior vaginal

wall, but opposes the more radical method of separation of the

bladder from the anterior uterine wall.* Sanger mentions

Arxs as a pioneer in the use of a method similar to his own which

we find in the Korrespondenz-Blatt fiir schweizer Aerzte, Basle,

1896 (same, 1897).^

Arx anticipated some descent of the uterus and practised

cervix amputation, along with bladder separation from the

anterior surface of the uterus, in his operations for cystocele.

He does not entirely open the space between the bladder and

uterus; or, in other w^ords, leaves the peritoneal refiexure un-

broken. While the author of the above method appears to have

been the first writer to mention this feature of the operation for

cystocele ("cystocele elevation")—and he has Sanger's word

for it—still we find that he (Arx) says that Gersuny did identi-

cally the same thing and that he did it independently of him.

In addition to bladder separation, Gersuny ^ offers a modifi-

cation which we recognize as adapted from Emmet or Stolz;

i. e., an inversion of the bladder by purse-string suture of its

base after separation from the vagina. He elevates the bladder

by turning its mucosa upward (" Einstiilpung") into a ridge

or cone within the bladder, leaving its interior basal portion as

in the operation proposed by our honored compatriot, Emmet.
Difference is, however, at once apparent, for he first separates

the bladder from the anterior vaginal wall, then excises the

long flaps and unites the free edges after the bladder has been

* Sanger says, " Auch bei der Hadraschen und v. Arxschen Operationen welche
ich sonst fur whol durchdacht und rationell ansehe, wird wohl ebenfalls das Col-
lum durch den Narbenzug starker nach vorn dislocirt werden, wie auch bei alien

misslungenen Vaginilixuren."
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treated by its inversion and suture as above stated. The
experience of this writer (Gersuny) has been Hke that of the

author: he thought himself a pioneer when he first performed

and reported his operations. He was, however, corrected

by Sanger himself.

Mackenrodt ^ not only has the honor of the "vagino- fixation"

operation associated with his name, but he has also described

his modification of the operation as applied to cystocele.

By the method of Wertheim^ (reported in 1899), a transverse

incision is made over the cystocele, and the bladder is separated

as usual from the uterus and anterior vaginal wall. The vaginal

flaps are incised and the uterus is drawn into the vagina and

there made fast; posterior uterine, to the anterior vaginal wall.

The cervix is left free. The operation is called " intro-vaginal

vagino-fixation." (Wertheim claims 93! per cent, cures.)

In a recent periodical (Gyn. Rundschau), Schauta^® tells us

that he calls this operation "interposition" of the uterus between

the vagina and bladder. He discussed the subject in the Wiener

gynak. Gesellschaft, vide Trans. Marz 21, 1899. He does not

always recommend entire separation of the vesico-uterine fold,

but prefers the extra-peritoneal method. He amputates the

cervix if necessar}^, but is not inclined to make this a rule. He
has used "the extra-peritoneal vagino-fixation interposition

method since 1889 in at least ninety cases without modification."

He declares the method is identical with that of Mackenrodt,

Steinbiichel and Lott. In the severe cases he opens the plica

anterior and elevates the bladder upon the uterus, which in turn

is imbedded between the vaginal wall and bladder.

The technic of Diihrssen" in the treatment of prolapse of the

uterus and bladder was announced in 1901. He practised this

method in 1894, '^^^ gives Schiicking" the credit for the sugges-

tion that vagino-fixation would cure prolapse. He includes the

c3^stocele or prolapse of the bladder with that of the uterus and

his method which is similar to that of Schauta, Wertheim and
others, involves the following:

1. The resection of the excessive vaginal portion.

2. The making of a firm pelvic floor.

3. The restoration of the normal size and position of the uterus.

4. An appropriate treatment of the cystocele.

The operation is very similar to that practised- by many
American surgeons, except in being an intra-peritoneal operation.

1
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The space between the bladder and uterus is opened widely and

the uterus is then brought forward under the bladder and sutured

to the vaginal wall. If the uterus is large and the cystocele

small, it will be impossible to close the vaginal wall over the

uterus as shown in the Operative Gynecology of Doderlein-

Kronig. It is, therefore, very important not to cut away vaginal

flaps until the uterus is placed in its new position and the flaps

tentatively placed over the fundus and anterior wall.

We find that elevation of the bladder has been extensively

tried by some French surgeons. In 1889 and 1890, Vlaccoz,

Dumoret, Tuffier, and Laroyenne used a method of "cystopexie."

Laroyenne'3 dilated the urethra and introduced his finger into

the bladder as the sutures were applied. The operation was

essentially like a suspension of the uterus, 'hysteropexie" or

" cysto-hysteropexy."

Other French operators used methods very similar to that of

Mackenrodt, as Villa,''* Aubeau,'^ and Delbet.'^ The latter

performs hysterectomy and then uses the round ligaments to

serve as suspensors to aid in supporting the vaginal walls and

pelvic viscera.

Delanglade,'^ treats cystocele by resecting the pelvic dia-

phragm: "Myorraphie a ete faite en avant et au-dessus du

vagin, en arriere et au-dessous de la vessie." He uses a trans-

verse incision of the anterior vaginal wall, separates the bladder

from the vagina and then resects the vaginal flap. The flap-

splitting method has been used by Pozzi, Quenu, Jacobs and

many others, but the literature shows that the French surgeons

make less use of the method than the Germans.

We also note the operation as announced by Alexandroff'^

in 1903. This operation is intended for the relief of retroversion

of the uterus and for prolapse of the uterus and bladder. The
vagina is opened in the median line, the bladder separated from

the uterus, but the peritoneal cavity is not opened. The oper-

ation is entirely extraperitoneal. The ureters are elevated and

the broad ligaments with the parametrium are brought forward

in front of the uterus and secured in such a manner as will take

up the slack in both ligaments and vaginal wall. The author

claims that the cervix is drawn upward and backward, which,

if true, is a most desirable result. Tweedy '^ describes a similar

method. He opens the space between the bladder and the uterus

after separating the bladder from the vagina. Douglas' cul-

de-sac is now opened and the broad ligaments are hooked with
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the finger and brought forward and sutured in front of the

Uterus. The " ligamentum coli transversalis " of Mackenrodt is

utilized in this way and it is claimed by the author to have given

a substantial support to the uterus and bladder. The union

of the ligaments to the cervix is made just above the portio as

the author amputates the cervix and finally secures the fundus

to the anterior vaginal wall. It is taken for granted in the above

methods that the authors resect the vaginal flaps before con-

cluding the operation.

Dr. E. Reynolds/^ of Boston (1902 and 1907), has made use

of the same principle as used by Alexandroff and Tweedy, in

which the cervix is dravvn upward and backward. The operation

is entirely completed without separation of the bladder from the

vaginal wall or uterus, it being possible, in the author's opinion,

to accomplish the elevation of the cervix and the bladder without

the more radical operation.

One of the first American operators to separate the bladder

from the uterus for the relief of retroversion and cystocele was

Watkins,'^ of Chicago (1899). " The uterus was curetted and

separated from the vagina by a circular incision. The bladder

was separated from the uterus by blunt dissection and the

peritoneal cavity opened in front of the uterus. The anterior

wall of the uterus v\-as grasped by bullet forceps and the organ

anteverted. About two inches of the upper portion of the

anterior vaginal wall was excised. The anterior vaginal wall

was now sutured to the upper border of the broad ligaments

lateral to the uterus, and to the fundus of the uterus with silk-

worm-gut sutures. The posterior vaginal wall was incised,

longitudinally in the median line, from the -cervix downward
about one inch, so as to allow the cervix to be displaced upward

and backward. The wound in front of the cervix was now
closed by silkworm-gut sutures inserted transversely; that is,

parallel to the line of incision anterior to the cervix." The

operation was concluded .by passing a suture through the

posterior lip of the cervix and the incision in the posterior

vaginal wall. Watkins,'^ like many others, acknowledges

the use of the vagino-fixation principle in his operation

(see page 422, line 4 from bottom). In a recent communication,

Dr. Watkins says his views have not changed very much since

writing the paper on his cystocele operation. He has had three

cases where trouble resulted later from a protrusion of the fundus

uteri. He has been disappointed with shortening of the broad
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ligaments in front of the cervix, although he believes that the

lower segment of the uterus and the broad ligaments can be

saved and used to a great advantage in closing the hernial

opening through which the bladder is prolapsing. In extensive

cases he amputates the fundus and occasionally dissects out the

entire endometrium.

In the writer's ^° first paper (read December 7, 1899), he

begins the description of his method as follows : "The crescentic

incision is made over the cervix as in beginning vaginal hyster-

ectomy. The bladder is pretty widely separated from the uterus

and broad ligaments, and the edge of the incised vagina sutured

to the anterior surface of the uterus as high as the insertion of the

round ligaments, if possible." We then proceeded to further

elevate the bladder upon the fundus through an abdominal

incision and also to make ventral fixation of the uterus if neces-

sary. (In this article we also acknowledge our indebtedness to

Mackenrodt for the suggestion of his operation called "vagino-

fixation," which all agree was the immediate forerunner of the

improved operation for cystocele.)

The ease with which the bladder was separated from the uterus

in vaginal hysterectomy soon led to an extensive detachment of

the bladder from the vagina, and the author's papers of 1901

and 1902 show the changes in technic. The preference now is

for the "interposition" operation, much like that of Diihrssen

and Schauta, save in the cases requiring an abdominal section,

in which we use a ventro-fixation to supplement the Sanger

operation.

Dr. Goffe,^^ of New York, has been using a modified Sanger

operation since early in 1902 and has published two papers upon
the subject in which he describes his technic. It appears to be

an amplification of former work by other operators. His theory

of the bladder supports includes the utero-vesical and vesico-

pubic and other ligaments, and he attaches great importance to

their function. Dr. Goffe calls this "Nature's plan."

OPERATIVE RESULTS.

Several authors have reported their operative results, and
while nearly all of this information is from foreign sources, it is

because the method has not been widely used in this country.

Baatz^s (Berlin, 1904) reports thirty-eight cases in which retro-

version associated with cvstocele was treated bv vasdno-fixation.
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After three years thirty-six, or 94.7 per cent., were successful

as to the position of the uterus, with twenty-nine, or 76.3 per

cent,, vaginal prolapse cures. Herr Baatz mentions 144 cases of

prolapse and retroflexion treated since 1899, seventy-five of

which showed no defects four years afterward. In thirty-

three operations after Schauta's modification of the Wertheim

"interposition" operation, only one case of uterine displacement

had returned and one possible return of a bladder prolapse after

an interval of from five months to two years after operation.

(See discussion of paper of Baatz by Herr Fuchs, of Danzig,

same journal).

Theilhaber ^'^ obtains 92 per cent, of cures.

Baum,^7 in "Die operative Behandlung der Scheide and

Gebarmutter Vorfalle," says that slight prolapse gives 71 per

cent, and the severe cases only 66.6 per cent, of absolute cures.

Martin, 2^ A., shows 82 per cent, and later 93.1 per cent, of

cures in private work.

Sheib,^9 who has made some effort to ascertain the relative

number of recurrences after the former methods used by gj'ne-

cologists in operations for cystocele, says from 21.4 per cent,

showed a return in favorable cases, as in women under thirty

years of age. In those over thirty and under fifty, 34.8 per cent,

and over fifty, one-half, or 50 per cent, had relapses.

Cohn had 96 per cent., Kauffmann had 94.2 per cent., Hohl,-^°

Olshausen Clinic, had 88.5 per cent., and Andersch, including all

operations, had 92.6 per cent, of cures after antefixation, in

which the uterus remained in position, but the vaginal prolapses

were not quite so satisfactory.

Andersch had 85.2 cures of vaginal prolapse; Hohl had 77

cures of vaginal prolapse; Hohl (of the Frauenklinik, Halle)

reports sixty cases cured, occurring from 1894 to 1897, in which

vagino-fixation was done for associated retrodisplacements

of the uterus and vaginal prolapse. The bladder decensus cases

were all found in excellent condition.

Herff^i (Halle), in "Ueber die Dauerresultate der Prolaps-

operationen," says he obtains 34 per cent, of absolute cures in

the ordnary anterior and posterior colporraphy. In vagino-

and vesico-fixation he obtains 22.5 per cent, of absolute cures,

but 73 per cent, of relative cures.*

*This writer had seven deaths in 137 operations upon the pelvic organs in

which plastic work was done, and we think there was a complication of operations

and conditions which should not be considered as preperly belonging to the statis-

tics of uterine and bladder displacements.
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Andersch32 (Pfannensteil, Breslau Klinik). Eighty-nine cases.

Vagino-fixations with plastic work upon anterior and posterior

vaginal wall, seventy-one cases. Of these fifty-seven showed
perfectly satisfactory results. Thirteen had a slight return.

One was a failure. The ordinary plastic operations are reported

as very satisfactory in this clinic, namely, anterior and posterior

colporraphy with amputation of the portio, showing eleven

out of twelve cases to have been cured.

Asch34 reports sixteen cases, showing thirteen absolute cures

in vagino-fixation ; one slight return ; two bad results. He says

the results of plastic and fixation methods combined show
80 per cent, of cures. His experience appears to favor a com-
bination of Alexander operations with plastic work which gives

him 92.45 per cent, of permanent results. Pfannensteil 34 has

had a large experience with an operation similar to that of

Schauta. He reports (page 493) 268 cases showing 147 firm,

and 121 lightly fixed prolapses ("losen fixations"). All of these

operations, however, are classed as good results.

Professor Martin, in his admirable and exhaustive paper read

at the Wiirzburg Gynak. Cong., in 1903, calls attention to the

operative results in many of the European clinics besides his

own, which would lead us to infer that his use of the Sanger or

flap-splitting method is reserved for a comparatively small

number of cases. It is, however, apparently clear that he

obtains most excellent results from his private work, or at least

93 per cent, of cures.

COMMENT.

The Sanger flap-splitting technic is incomparably the oper-

ation of choice in a vast majority of instances. It is simple

and effective in cystoceles of moderate size, and especially when
the uterus is in fairl}' good position. The bladder is widely

separated from the vaginal wall but not from the uterus.

Drs. C. P. Noble^-*, GilHam^^ and Goffe" have adopted nearly

the same technic, and the writer in his 1902 paper has also

reported his experience with a modification of the operation.

The operation of Arx is adapted to the severer forms of pro-

lapse of both uterus and bladder.

The method of Gersuny, while ingenious and a great improve-

ment upon the old anterior colporraphy, fails to meet with our
full approval, because it turns an irregular rugas into the base
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of the bladder which our operation avoids, and it also fails to

reattach the bladder higher up and farther out toward the pelvic

wall. On the contrary, the infolding of his purse-string sutures

leaves the lateral margins of the bladder attachments just as

before. The choice between the methods of "interposition"

appears to us a matter of individual preference. Personally, we
approve of the Schauta technic, unless we can use the modification

by ventro-fixation—utero-muscular approximation. (Scarified

fundus to exposed recti with cuff of peritoneum.) Diihrssen

Mackenrodt, Steinbiichel and Lott33 have each left very little

to be desired when cases of extreme prolapse of the uterus are

associated with cystocele. The methods of Freund, Fritsch

and Wertheim do not appeal to us, for we have always succeeded

in curing our patients without leaving their uteri in their vaginae.

The method proposed by Alexandroff and those who use the

base of the broad ligaments as tractors or suspensors has not

been in use sufficiently long to fully test its merits.

Finally we reserve the Sanger technic for a class of cases which

are most difficult of cure by any of the usual methods by

vaginal narrowing or by any operation upon the ligaments of the

uterus. We speak of those cases seen in old women having thin

vaginal walls with large cystoceles and atrophic uteri. It is

here that Hadra may have seen what he thought was a separation

of the bladder from the cervix, for when the cervix is atrophied

there is indeed very little of what may be called a " portio." Our

operation has been repeatedly tried in these cases with far better

results than has been attained by any other method. We will

be confronted occasionally by such cases occurring in frail women
who should not be subjected to an abdominal operation of any

kind. In fact, there is nothing but plastic work to be considered,

and our only resource is to apply the method which will give

good results and not overtax the patient. Fortunately, many
of these senile patients are no longer obliged to submit to sexual

intercourse, and this enables us to supplement the elevation of

the bladder by extreme narrowing of the posterior vaginal wall.

We have not heard of nor seen a return of the cystocele after a

completed operation by this method, and we have every reason

to believe that bladder elevation will grow in favor until all other

methods are supplanted by it.

The evolution of the flap-splitting cystocele operation is

shown bv papers named below which are give in nearly the order

of their publication. After Lawson Tait and Simpson, we find
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that Sanger used the name and applied the method to the treat-

ment of cystocele and rectocele.

References.

^Hadra: Amer. Jour. Obst., Xew York, xxii, p. 457.

Also Cent. f. Gyndk., 1895, xix, p. 703.

^Kreutzmann: Amer. Gyn. and Obst. Jour., Xew York., 1900,

p. 226.

^Sanger: Cent. j. Gyndk., 1892, xvi, 42, p. 833. Internat.

Cong., Brussels.

''Sanger: Cent. f. Gyndk., 1898, xxii, i, p. 33. (He had

used the method eight years before his first paper was written.)

sArx: Korrespondenz-Blatt jilr schweizer Aertze, Basle, 1896,

xxvi, pp. 402-403.

•^Arx: Korrespondenz-Blatt jilr schiveizer Aertze, Basle, 1897,

xxvii, p. 256.

^Gersuny: Cent. f. Gyndk., 1897, xxi, i, p. 177.

Winter: Zeit. j. Geb. u. Gyndk., 1896, xxxv, p. 311.

^ Mackenrodt : Cent. f. Gyndk., 1893, xvii, p. 665., also

Monats. f. Geb. u. Gynak., Berlin, 1895, ^h 5, November, p. 355.

Steinbiichel, Cent f. Gyndk.

^Wertheim: Cent. f. Gyndk., 1899, xxiii, i, p. 369,
*° Schauta: Wiener Gynak. Gesell. Trans., Marz 21, 1899.

(Has used method since 1889.)

Schauta: Fest. f. Crooak, 1903, p. 68.

Schauta: Gyndk. Rundschau, 1907, iv, p. 145. Also

Wiirzburg Cong., 1903, p. 428.

"Diihrssen: Cent. f. Gyndk., 1901, xxv, 2, p. 833 (Lepizig).

Diihrssen: Gyndk. Rundschati, 1907; also Doderlein-

Kronig,Gynecology'.

" Schiicking: Ce^it. f. Gyndk., 1899, xxiii, 2, p. 939 (Leipzig).

'3 Laroyenne, Semaine Gynec, 1898, April 10, iii, p. 121.

^'Absau and Delbet: Treatment of Vaginal Cystocele. Thesis

of A. Bertucat, Lyon, ii, 1899-1900, Xo. 114.

^5 Delanglade : Bull, et viem. de la Soc. de Chirurg. de Paris,

1902, n. s. xxviii, p. 1140.

^^ Alexandroflf : Zent. f. Gyndk., Leipzig, 1903, xxviii, i, p.

762.

^7 Tweedy: Jour. Obst. and Gyn. Brit. Emp., Lond., 1905, xii,

P- 349-

^^ Reynolds: Trans. Am. Gyn. Soc, 1902, xxvii, p. 235; also

Bost. M. S. J., 1907, clvi, p. 774.



964 skeel: in'juries to bladder durixg hernia operations.

^^Watkins: Amer. Gyn. and Obst. Jour., N. Y., 1899, ^v.

(Read November, 1899.)

Watkins: Amer. Jour. Obst., New York, 1901, xliii.

Watkins: Surg. Gyn. and Obst., Chicago, 1906, ii, 659.

^° Stone: Amer. Gyn. and Obst. Jour. New York, 1900, xvi, p.

9. (Read December 7, 1899.)

2'Theilhaus: /. A. M. A., Chicago, 1902, September 20.

"Goflfe: Trans. Amer. Med. Assn., Sect. Dis. Women, 1894.

Goffe: Amer. Jour. Obst., New York, liv, 4, 1906.

2^ Gilliam: Trans. Am. Med. Assn., Sect. Dis. Women, 1907,

p. 223.

^-^ Noble, C. P.: Trans. Am. Med Assn., Sect. Dis. Women,

1907, p. 219.

^sBaatz: Monatsch. f. Geb. u. Gyndk., Berlin, 1904, xix.

^'^Theilhaber: Monatsch. f. Geb. u. Gyndk., Berlin, 1900, ii, 2-3.

^^Baumm: Arch. f. Gyndk., Ixv, 3.

^^ Martin: Gesell. f. Gynak., Wiirzburg, 1903, p. 84. (Pub.

in 1904.)

^^Sheib: Monats. j. Gyndk., Berlin, xix, p. 679.

3°Hohl: Arch. /. Gyndk., 1897, Ix.

^'HerfiF: Beitr. f. Geb. u. Gyndk., 1900, iii, p. 382.

^^Andersch: Arch. f. Geb. u. Gyndk., Ixv, 2, p. 79.

33Lott: Weiner Gynak. Gesell., 1899, Cent. /. Gyndk., xxiii,

2, p. 1087.

3^Asch and Pfannensteil : Wiirzburg Cong. Gynak., 1904.

(Year of publication one year after sessions of congress.)

Stoxeleigh Court.

INJURIES TO THE BLADDER DURING HERNIA
OPERATIONS.^

BY
R. E. SKEEL, M. D.,

Cleveland. O.

Injuries to the bladder taking place during operation for the

ordinary forms of hernia are of two distinct classes as pointed out

by Bruner^, in 1898. The first and probably least common
takes place from the presence within the sac of the bladder or a

diverticulum therefrom; or in the paraperitoneal form the blad-

der escapes along the side of the hernial sac and is injured w^hen

the latter is incised or ligated; or otherwise damaged when the

' Read at the twenty-first Annual Meeting of the .American Association of

Obstetricians and Gynecologists at Baltimore, September 22-24, 1908.
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neck of the sac is dissected away from the subjacent tissues.

The most common injury, however, is probably due to traction

upon the sac in an effort to ligate it as high up as possible, with

the result that the peritoneum passing from the bladder to the

pelvic wall is dragged into the incision carrying the bladder with

it, where it is either ligated, incised or torn. Only the former

type should be designated as hernia of the bladder, but both

types are almost universally so treated in the literature. In

order to properly cover the ground the title of this paper was

selected to include both classes under proper nomenclature. As

an example of a true bladder hernia the following short report

is appended.

Case I.—^Florence M., aged five years, was seen in consultation

r\Iay I, 1908, during an attack of acute strangulation in a hernia

which has been known to be present for a year, when her mother

had noticed a small hard mass in the right femoral region which

made its appearance rather slowly and when first seen by her

physician was not reducible. A larger swelling occasionally

appeared which could be reduced. Her previous history was

otherwise unimportant. For twenty-four hours she had been

suffering severe abdominal pain, had vomited and the bowels had

not moved with enemata. There was no abdominal distention

and the small tumor had increased markedly in size and become

very tender so that palpation was quite painful. Upon examina-

tion two distinct masses could be made out. The tender body was

shaped like an ovary and pressure upon it started a sharp attack

of vomiting. Steady compression such as is exercised upon a

paraphimosis resulted in a rapid diminution of its size and after

a moment or two of manipulation, it slipped back through the

canal without gurgling, leaving the smaller irreducible portion

outside the ring. All pain and nausea immediately disappeared

and the child in a few hours was as well as ever. Two days

later while the patient was awaiting operation it was noticed

that the hernia became much larger when the bladder was full

and diminished in size upon its evacuation. Operation showed

the adherent mass to be omentum, as was expected, with a para-

peritoneal bladder hernia at the inner side of the sac. The sac

was ligated below the bladder, the ring merely sewed up and the

foot of the bed kept elevated for two weeks. Convalescence was

uneventful and there has been no recurrence up to the present

time.

Case II.—]Mrs. R. M., aged thirty years, pluripara. This patient
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states that for some years she has had a small swelling in the

right femoral region which has been diagnosed as a hernia, and

for weeks at a time has been irreducible. When irreducible it

became tender and somewhat painful but not sufficiently so to

incapacitate her. She has a chronic bronchitis and during

exacerbations the hernia is far more troublesome. When first

seen she was having one of these acute exacerbations and I was

unable to reduce the hernia. Operation was done some weeks

later under nitrous oxide and oxygen but the hernia had pre-

viously reduced itself. A very small empty sac was found which

was so narrow at the neck as to be almost obliterated, and it was

not thought possible that this could be the sac of the hernia

which was felt at the earlier date. A little deeper dissection

revealed a second sac situated median to the first one, thin and

translucent. Both sacs were included in one ligature and cut

away.

The patient was returned to bed in good condition but com-

pla'ned more of pain than is customary. Six hours later she was
still complaining bitterly of pain which was not localized but

spread over the entire abdomen and there was a little tympany.

Her pulse was normal in rate, but very soft and the visible

mucous membranes were distinctly too pale for a patient who had

taken gas. In casting about for a solution of her rather serious

appearance I remembered that several large veins were encoun-

tered in close proximity to the second sac, and immediately

passed a catheter which withdrew a small amount of blood and
no urine. An attem.pt to perform cystoscopy failed because of

inability to inflate the bladder and the diagnosis of injury to

that viscus was positive. Gas was again administered and a

second incision through the right rectus revealed the pelvis full

of blood and urine. This was sponged away and the bladder

opening easily found and repaired in two layers. A drain was
inserted, probably unnecessarily, down to the bottom of the

pelvis and the wound closed. A retention catheter was placed

and the patient made an uneventful recovery excepting for the

supervention of a femoral phlebitis—a condition, by the way,

which has seemed to me to occur rather frequently after this

particular anesthetic. While this may have been primarily a

hernia of the bladder it seemed to me quite evident that the

bladder was drawn into the incision by traction upon the empty
sac first found.

In the article by Bruner above mentioned all literature up to
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the end of 1S96 was searched, and iSi cases of bladder hernia

found reported, 128 in the male, forty-four in the female with

eight unknown. In the male there were 122 inguinal, two

femoral and four of other less common varieties. In the female

ten inguinal, twenty-seven femoral with seven of the less common
varieties, and of those in which the sex was not mentioned there

were six inguinal and three others. The right side presented the

greater number of these hernias especially of the crural variety,

there being twenty-three on the right side to six on the left.

Bruner also found that very few cases of bladder hernia had

been reported in patients under the age of thirty and the decade

presenting the greatest number was between fifty and sixty. Of

this large number thirteen were diagnosticated and treated with-

out operation and of the whole number of operated cases, five

were diagnosticated before operation. In those cases in which

exact observation had been made ninety-nine were first recognized

at the time of operation and in twenty-two instances the existence

of bladder hernia was unknown until after operation had been

completed, when later developments proved that injury to that

viscus had taken place. In the ninety-nine instances in which the

bladder was recognized during the course of the operation it was
injured in fifty-eight or more than one-half , many times being

accidentally cut or torn before its recognition : having been mis-

taken for the sac eleven times and for tumor, cyst, omentum or

lipoma at others.

In the twenty-two instances in which nothing was known of the

existance of bladder hernia until after the operation was com-

pleted it was mistaken for the sac nine times, for a second sac

five times, and for a lipoma twice, and six times nothing had been

seen at operation which resembled the bladder. Most striking,

however, is the large number of fatalities for of the eightv-one

cases v»-hich he tabulates in which bladder injury was known to

have taken place twenty-one died, or a fraction over 25 per cent.,

and thirteen of them could be laid positively to the bladder

injury.

Following along somewhat the same statistical lines as

Bruner I have been able to trace 144 cases of bladder hernia,

including my own, from the end of 1896 to the end of 1907,

of which number eleven reported are indexed but the litera-

ture is not available for reference. Of the 133 tabulated,

ninety-seven were male and thirty-six female. In the male there

were ninety-four inguinal, two femoral and one of both varieties.
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In the female there were eleven inguinal, twenty-three femoral

and two other varieties. The youngest was a year and a half old

and the oldest eighty-two. The largest number, thirty-two,

occurred in the fifth decade and there were thirty in the sixth,

but the first decade had five. Of those cases 133 in number con-

cerning which complete statistics were found the diagnosis was

made before operation eight times and two of them were not oper-

ated. At the time of operation diagnosis was made 116 times; not

until after operation nine times. In those cases in which the

bladder was recognized at the time of operation it was injured in

thirty-two, making a total of forty-one cases out of 131 operated

cases in which the bladder was injured. Of the thirty-two in

which the bladder w^as recognized and injured four died and the

outcome is unknown in three. Of the nine instances in which

the bladder was injured, but the injury was not apparent at the

time of operation, three were first disclosed at the autopsy. Two
others died in spite of the condition becoming known and four

recovered. A comparison of these figures with those of

Bruner eleven years earlier reveals several interesting facts.

Bruner was able to collect but 181 cases in the entire literature

preceding the end of 1896 while 133 have been reported since

that time with the literature available. Eleven case reports are

made, the literature being for some reason not at hand, and in-

cidentally I have seen mentioned a number of other cases with

such vague statistics as to make them of no use. The reason for

this apparent great increase in the number of cases is partly

those which usually apply to a little recognized abnormality

when attention is drawn to it by one or more forceful papers

such as those of Bruner' in 1898 and Moynihan^. in 1901. Every

surgeon is then on the expectant list and Moynihan mentions in

this paper von Hacker's experience in which in 455 hernia opera-

tions only one bladder hernia had been observed while so soon as

the order went forth to examine carefully for this feature in any

hernia operation it was found six times in the next 187 Bassini

operations. Again, and this has been emphasized by various

writers, the present modes of operating especially upon inguinal

hernia in which the canal is laid open gives opportunity for

observing a beginning protrusion of the bladder wall covered by

the median side of the hernial sac, and further, the more complete

loosening of the sac up to its neck together with the attempt to

ligate as high as possible, undoubtedly in itself many times

causes the bladder to present in the wound as an artifically pro-
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duced hernia of that viscus. I am the more convinced of this

because of the fact that in 131 operated cases the diagnosis was
made before the operation in but six instances including my own,

and it is hardly conceivable that it should have been overlooked

in 125 cases had the condition existed before operation.

In Bruner's series the bladder was injured in 59.5 per cent, oj

the cases recognized as bladder hernia at the time of operation.

In the later series the bladder was injured in but 27.6 per

cent, of those cases first recognized at the time of operation show-

ing again that operators were put upon their guard in respect to

this complication and were recognizing it before any damage had
taken place. This is more completely proven by the fact that

out of the total number of cases which he records 12 per cent.

were first recognized at autopsy or at least not until after the

abdomen was closed while this later series shows only 6.7 per cent,

entirely overlooked at the time of operation. Again in Bruner's

series out of a total of eighty-one cases in which bladder injury

took place twenty-one died, a mortality rate of 25 per cent., not all

attributable to the bladder injury. In the later series of forty-one

cases of bladder injury nine died, a mortality of 22 percent. :not a

particularly good showing when it is considered that the mor-

tality rate for hernia operation per se is practically nil at the

present time. It is altogether likely too that many deaths from

this source are unreported; in fact, I have personal knowledge of

one such and have no doubt that many of the Fellows could

narrate instances of which they know but which were never made
public.

As to the etiology and pathology of bladder hernia I believe

nothing more can be said than Moynihan gave in 1 901 excepting to

insist upon the probability that a far larger proportion of the

paraperitoneal form is artificially produced than has been sus-

pected. The recognition of the bladder hernia and avoidance of

injury to its wall is the most important consideration. In the

intraperitoneal form no difficulty is apt to arise as no operator

purposely opens a viscus contained in the sac. The extra-

peritoneal variety is more subject to damage as the bladder may
be opened under the mistaken idea that it is the sac. The jjara-

peritoneal form is particularly apt to be caught in the bite of the

hgature with disaster following later. It has been stated that

the color of the bladder wall and its great thickness should

lead one to recognize it but in many of the cases reported the wall

was so thin that neither its consistence nor color was sufficient to
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put the operator on his guard. Of more use is the appearance at

the inner side of the sac or suspected sac of a large amount of fat

and the large veins which are almost universally present on the

bladder fundus but in a difficult operation these may be entirely

overlooked.

For the purpose of absolutely identifying the bladder when
opened by accident I would advocate the routine use of methylene

blue for a day or so prior to the hernia operation. Thus the

urine could not be mistaken for serum nor the thinned out blad-

der wall for sac. While such a procedure may seem unneces-

sar}^ nevertheless, since the common forms of hernia are so

readily cured by the simplest of operations and the risks of such

operations have been reduced to those purely accidental it seems

incumbent upon us to reduce these accidental complications to

the vanishing point by any means which may be possible.
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REPORT OF A CASE OF GASTRIC TETANY, OPERA-
TION AND RECOVERY.^

BY
JOHN YOUXG BRO\\rNr, M. D.,

Professor of Operative and Clinical Surgery, St. Louis University ; Chief Surgeon,
St. John's Hospital,
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WiLLL\:^I EXGELBACH, M. D.,

Assistant Professor of Medicine, St. Louis University ; Assistant Chief
in Medicine, St. John's Hospital.

St. Louis, Missouri.

Gastric tetany is a grave complication of obstruction of the

pylorus characterized by attacks of bilateral tonic muscular con-

tractures beginning in the extremities and extending to the face,

body and larynx. In this definition we wish to emphasize the

obstruction of the pylorus as the anatomical cause for this par-

ticular variety of tetany. We deem this necessarv, first, on ac-

count of the incorrect definition prevalent in the current litera-

ture; second, because this anatomical condition is one which can

be relieved by surgical means and, third, because we wish to ac-

centuate this form of treatment which will place the majority of

these cases, formerly considered fatal, among the curable dis-

eases. Until recently gastric tetany has been vaguely defined as



BROWX AND EXGLEBACH: GASTRIC TETANY. 971

tetaniform convulsions associated with dilatation or hyperse-

cretion of the stomach. An analysis of the cases up to this time,

as will be shown later, demonstrates beyond a doubt that a me-
chanical obstruction of the pylorus is the initial and causative

lesion. The dilatation of the stomach, which is present in this

condition, is as much a sequel of this obstruction as is the tetany

itself.

This variety of tetany was first described in i86g bv Kussmaul
in his classic publication on "The Treatment of Dilatation of the

stomach by a Xew Method—The Stomach-pump." In this work
he describes a case of dilatation of the stomach in which severe

attacks of tonic convulsions occurred. These convulsions began

in the hands and feet and extended up the extremities to the face

and bod}'. The local spasms in the face and arms were repro-

duceable by mechanical stimulus. He discovered that stomach
lavage would prevent many of these attacks as well as relieve the

accompanying gastric symptoms. The following case, bearing

such a remarkable resemblance to this first case reported, testi-

fies to the great value of permanently recording unusual clinical

data in the literature.

REPORT OF A CASE.

Mrs. M. C, aged forty-eight, housewife.

History.—Family: father died of paralysis commencing in the

fingers (?) Paralysis on the father's side of the family. Past:

nervous prostration six years ago. Chronic ear trouble, earache,

discharge, etc., intermittently all her life. Backache associated

sometimes with polyuria which seemed to relieve the pain. Edema
of the ankles when a girl. Personal: mother of four healthy

children. One abortion without known cause at the third month.
Menopause began three years ago. Scanty periods occur yet

every four or six months ; last one a week ago. Occasional hot
flushes, and has been more nervous during this time. Present:

duration a year and a half. The onset was gradual with the

formation of gas in the stomach causing belching and occasional

vomiting. These gastric symptoms were present only after cer-

tain diet (potatoes, beans and like starchy foods) and continued

one or two months without causing any other marked discomfort.

At the end of that time patient began to have a "heavy feeling"

in the upper part of her abdomen.

^ Read at the twenty-first annual meeting of the American Association of
Obstetricians and Gynecologists at Baltimore, September 22-24, 1908.
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The first convulsion occurred about three months after the

onset. After eating some food "which did not agree with her"

she had a feeling of distress described as "distention and dis-

comfort" in her abdomen. This was followed by a very severe

convulsion which began with a "feeling of stiffness, folding and

clinching of the hands and a drawing down of the toes"; extend-

ing rapidly to the muscles of the extremities and involved the

muscles of the body and trunk, but not the larynx. These

spasms were very painful and lasted for three or four hours. At
the end of this time the patient vomited, the vomitus containing

a small amount of blood. During the seizure she had been given

a number of hypodermic injections of morphine without relief.

After the vomiting the tonic contraction of the muscles gradually

relaxed, but the patient was left in a collapsed condition for over

a day. Following this, attacks varying in severity recurred a

number of times immediately after eating so that the patient

soon began to associate these convulsions with errors of diet.

This led her physicians to use stomach lavage as the treatment

for these attacks.

Since this was adopted, a year ago, the patient has been lav-

aging her stomach as frequently as eight and ten times a day.

Whenever she would have any abdominal distress accompanied

by numbness or stiffness of the fingers she would immediately

introduce the stomach-tube and lavage her stomach or cause

emesis. This has served to modify the severity and prevent a

number of the attacks of convulsions. She has, however, had

an occasional attack of a very severe nature, the last one con-

tinuing for two hours, occurring three weeks previous to the date

of this examination. Her diet has consisted of milk, butter-

milk and crackers exclusively for one year. The appetite has

been good, but she has been afraid to eat anything except the

above on account of being fearful of bringing on the attacks. No
history of severe abdominal pain, hematemesis, jaundice or

symptoms referable to other organs, except that given above.

She lost fifty pounds of flesh during the last year.

Examination.—General: development and nutrition poor, ab-

sence of adipose tissue. Color: mucous membrane pale; skin

subicteric; lips crimson; cheeks flushed; hands and toes slightly

cyanosed
;
pulse 112, medium volume, decreased tension, regular

rhythm, symmetrical, which compares well with apex beat;

temperature 98.4; respiration 20. Regional: ears, eyes and nose

negative. Mouth negative, except slight coating of the tongue.
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Face: eyes sunken, bony markings prominent. Neck: thyroid,

slight diffuse enlargement. Heart and lungs normal. Ab-

domen: short and wide; slight relaxation of abdominal

muscles. Concave epigastrium with protrusion in the umbilical

region. Large peristaltic wave rolling across the abdomen from

above downward from right to left in the middle segment. These

appear three finger breadths above and three finger breaths

below the umbilicus, disappearing beneath the right costal

arch. They occur two to a minute. Splashing sound is

present over this area and marked gurgling is heard on pressure

to the right of the navel. Stomach tympany reaches to the

lower border of this area three finger breadths above the

umbilicus.

On inflation the greater curvature of the stomach extends to

three finger breadths above the symphisis, and the lesser curva-

ture two finger breadths above the umbilicus. Laterally, the

stomach extends from the right to the left axillary line. A
skiagram of the stomach immediately after taking Reigel's

bismuth meal practically confirmed the above findings of inflation

of the stomach. No tumefactions were palpable before or after

inflation. A squirting murmur is heard at the end of each

peristaltic wave by auscultating over the right border of the above

area. Liver dullness extends from the seventh rib to the costal

arch in the mammary line on percussion. Lower border is sharp,

surface smooth, not tender or pulsating. Spleen is not enlarged

on palpation or percussion. Kidneys: entire right kidney is

palpable and distinctly mobile on palpation; not tender. Left

kidney not palpable. Xo other important findings in the ab-

domen. Vaginal and rectum examination negative.

Nervous system: all tendon reflexes markedly exaggerated.

Conjunctival, corneal and pharyngeal reflexes present. No
marked sensory disturbance. Trousseau's phenomena positive.

Three or four minutes after constricting the middle of the arm the

hand became considerably cynosed. At this time the patient

remarked, without knowing the purpose of this examination,

that the hand felt as it did when she would commence to have her

convulsions. Very soon after this the fingers began to stiffen so

that it was impossible to bend them; then the extended thumb
began to be abducted into the palm of the hand. The flexors of

the forearm began to contract gradually flexing the fingers in an

extended position over the abducted thumb in the palm of the

hand. The whole hand in this position was then gradually
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flexed on the forearm. Accompanying these contractures was a

complaint of severe pain and the patient said that that was the

position the hand assumed in the beginning of her convulsions,

and that this spasm would gradually creep up the arm to the

trunk and body. Immediately after the constriction was re-

lieved the patient would grasp her hand and rub the same until

the muscles relaxed, which would relieve the pain. Chevostek's

and Hoffmann's signs were not typically present, but on tapping

the face along the angle of the jaw and over the branches of the

seventh nerve, occasional fibulary contractions would take place

in the upper lip and around the eye. The tests for electrical ir-

ritability of the muscles and nerves were not made.

Stomach Analysis, April lo.—Stomach emptied without any

previous preparation (no test meal). Patient had taken a cup of

milk three hours, an orange three and a half hours and crackers

four hours previously. No obstruction to the passage of the

tube, contents easily procured. Color, greenish. General char-

acter, almost entirely fluid, containing fibers of orange and finely

divided food-stuff. Chemical: highly acid. Congo, dimethyl-

amidoazobenzol, Gunzberg and Boas tests positive. Kelling

and Straus test (lactic acid) negative. Butyric and acetic acid

negative. Free HCl, 20. Total acidity 80. Albumin button

digested in twenty-four hours. Metts tube .5 mm. digested in

twenty-four hours. Boas-Rennin test positive in dilution of i to

640. Pathological fermentation, very small amount in twenty-

four hours. Benzidine and guaiac test negative. IMicroscopic

:

muscle fibers negative. Yeast cells positive in twos. Sar-

cinae negative. Starch cells numerous. Fat globules many.

Bacteria, many short rod bacilli; few other forms. Leukocytes

and erythrocytes negative. Epithelial cells, few squamous.

Stomach Analysis, April 20.—Previous preparation, stomach

lavage followed by scraped beef and milk toast fourteen hours

previous to test meal. Ewald breakfast removed in one hour.

Important findings, free HCl, 46. Total acidity 92. Albumin

button digested in twenty-four hours. Metts tube .55 mm.
digested in twenty-four hours. Boas-Rennin test positive in

dilution of i to 640. Pathological fermentation negative. iNIicro-

scopic: muscle fibers positive. Yeast cells in twos. Sarcinae

negative. Starch cells numerous. Fat negative. Bacteria, many
short rod bacilli, gram negative. Leukocytes and erythrocytes

negative. The findings of chronic hypersecretion could not be

demonstrated as the stomach was empty in the morning after
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giving stomach lavage in the evening and allowing nothing by

mouth during the night.

Animal experiments. (The stomach contents used for these

experiments were not fresh, having been kept for several weeks

before it was used for this purpose.) Guinea-pigs and rabbits

w^ere fed with the stomach contents without producing convul-

sions or any other noticeable symptoms. Subcutaneous inocu-

lation in a rabbit with a filtrate of the contents caused death

from sepsis without the production of convulsions. Two c.c. of an

alcoholic extract given intravenously and subcutaneously pro-

duced no perceptible change in the rabbit.

Urine examination. Single specimen. Amount: 130 c.c.

Color: dark yellow. Transparency: clear. Reaction: neutral.

Specific gravity: 1026. Nucleo-albumin trace. Serum albumin,

dextrose, bile, blood, indican and skatol negative. Microscopi-

cally, occasional hyaline casts and many squamous epithelial cells

few polynuclear leukocytes.

Diagnosis.—Anatomical: benign stenosis of the pylorus, dila-

tion and ptosis of the stomach, floating right kidney, slight

parenchymatous goitre. Clinical: gastric tetany.

Operation, May 7, 1907.—Ether anesthesia, median incision.

Examination of the stomach revealed a cicatrix encircling about

three-fourths of the pylorus, causing almost complete obstruction

of that orifice. No adhesions around the pylorus. Stomach

greatly dilated. Walls marked hypertrophied. No other ab-

normal findings in the abdomen. Short loop posterior gastro-

enterostomy, suture method, performed.

Course since the operation. Patient recovered from the

immediate effects of the operation rapidly and, with the exception

of a slight stitch abscess, made an uneventful recovery. Her

diet was gradually increased to a solid diet which she was able to

take without any gastric disturbances after three weeks. She

gradually gained weight and since this time, now over a year, has

been entirely free from gastric symptoms and has never had a

recurrence of spasms or convulsions. An attempt was made to

demonstrate Trousseau's phenomena three davs after the opera-

tion 'without success, and since this time this sign has not been

able to be elicited.

OCCURRENCE.

That gastric tetany is a rare condition will be surmised by
referring to the bibliography giving the authenticated cases
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obtainable. Gumprecht collected forty cases reported up to

1897. Reigel was able to collect only twenty-seven cases up to

1903, of which sixteen proved fatal. Boas refers to thirty-five

cases found up to 1907. The largest number of cases compiled

was by Edwards who collected loi cases combined from Reigel,

Albu, Frankel-Hochwart and others.

PATHOLOGY.

The pathological lesions present in this disease have been

variable. An analysis of the cases reported up to the present

time, however, establishes a common functional result caused by

these lesions—that of mechanical obstruction of the outflow of

the stomach. The following lesions have been reported as the

etiological factor producing this obstruction: i. Cicatricial

stenosis of the pylorus due to a previous gastric ulcer has been

found in a majority of the cases (Kussmaul, Gumprecht, Fleiner,

Caird, Cunningham and others). 2. Malignant stenosis due to

carcinoma (Kuchinan, Jeurgensen, Seivers, Boas, Reigel). 3.

Sarcoma of the pylorus (Fleiner). 4. Compression of the duode-

num by gall-bladder filled with stone (Blazicek). 5. Compres-

sion of the duodenum by pancreatic cyst (Berlitzheimer). 6.

Torsion of the stomach (Miller). 7. Foreign body in the

stomach (Warbasse). Besides these causes, 8. Entozoa (Reigel)

and 9. Chronic diarrhea (Ewald and Jacobson) have been found

associated with this form of tetany. Strictly speaking, however,

if we are to define gastric tetany accurately, we cannot include

the latter two causes. They are intestinal and not gastric

lesions, and it would be more proper to term these cases "enteric

tetany." With the exception of these latter two, the pathologi-

cal lesion in every case has been one which has caused mechani-

cal obstruction to the motility of the stomach, and we feel justi-

fied in affirming the conclusions recognized by Germain-See and

Berlitzheimer, namely, that this mechanical gastric disturbance

is the most important etiological factor. This lesion need not be

limited to one of the seven above, but might be any other in-

trinsic or extrinsic process causing chronic obstruction of the

pylorus or duodenum. No other important lesions are reported.

Loeb has described kidney, and Feranini brain lesions which

were apparently the result of toxic influences.

Pathogenesis.—Three theories have been advanced to explain

the cause of these convulsions: i. dessication of the tissues; 2.

reflex irritation, and 3. autointoxication. Kussmaul attributed
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the convulsions to loss of water and consequent desiccation of the

tissues. This theory might be applied to what we have called

enteric tetany due to chronic diarrhea. Miller and Reigel

describe cases in which the convulsions have been produced by

mechanical irritation of the stomach, and Miller supported on

this ground the theory of reflex irritation. As these two theories

have practically been discarded, we will not consider them

further. ]\Iany French and German authors have endeavored to

establish Bouchard's hypothesis of autointoxication. Toxic sub-

stances, peptotoxins (Bouberet and Devic) and diamins (Kul-

neff ) have been isolated from the stomach contents of these cases

which, when inoculated into animals, produced more or less

typical attacks of tetanic convulsions resulting in the death of the

animal in some of the experiments. Alkaloidal bodies have been

isolated from the urine (Ewald, Jacobson and Albu) which were

afterward not present when the patient had recovered from this

condition. These bodies have produced tetanic convulsions in

animals in some instances, but not in all the cases or experiments.

These experiments, then, while they are suggestive, have not

absolutely established a theory of autointoxication. On the

contrary, Cassaet and Ferre were able to isolate substances from

gastric juice of persons not suffering from tetany, which would

produce convulsions when inoculated into the animal. Fleiner

and Gottleib employed the peptotoxin manufactured after the

manner of Bouveret and Devic and produced a clonic contraction

of the animal, but not the tonic variety of contractions resem-

bling tetany. The experiments of Gumprecht, Haliburton and

McKendrick with these extracts of stomach contents and urine

were unsatisfactory.

CLINICAL COURSE.

In discussing the clinical course of this condition it is necessary

to consider both the developing gastric symptoms and the termi-

nal characteristic attack of convulsion. The abdominal symp-

toms will depend entirely upon the kind of lesion producing the

obstruction of the plyorus. We cannot go into detail regarding

the symptoms of these numerous lesions as each has its own
peculiar clinical picture. No matter what the lesion may be,

however, the clinical course and findings of a high grade of motor

insufficiency of the stomach is usually presented. These symp-

toms and signs combined with the characteristic convulsions of

tetany, the same as due to any other cause, produce a fairly
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classical and simple picture of this very serious disease. In the

majority of cases the attacks of convulsions were usually preceded

by prodromal symptoms in the abdomen referable to the stomach,

such as fullness, distention, nausea, gastralgia and the like. The
onset of the convulsion is usually sudden, beginning with sensory

disturbances in the hands and feet, which are soon followed by
spasms of the distal flexor muscles, extending rapidly to the

muscles of the extremities and body. The slightest convulsive

phenomena are those of creeping, numbness, formication and

slight tonic contractions, particularly located in the hands and

face. These slight symptoms may be present for a long time

without developing into the classical convulsion or they may
immediately precede a typical attack of a generalized convul-

sion. For this reason such symptoms associated with gastric

disturbances should always lead to a careful examination of both

the stomach and the nervous system. Ury describes attacks of

tetaniform convulsions in the extremities without the presence of

a generalized convulsion, which were associated, however, with

more or less disturbance of consciousness. Cases have been

described in which the clinical picture varied between tetany,

tetanus and epilepsy. In some of the cases of a favorable

course temporary disturbances of the intellect, loss of memory,
disturbance of vision and speech were present. Unconsciousness

for a varying length of time occurred in some of the graver cases

reported.

Trousseau classifies three different degrees of tetany according

to the extension of the convulsion: i. a mild type, in which all

the muscles of the extremities are seized; 2. a medium type, in

which, besides the above, muscles of the trunk, body, abdomen
and face are involved, and 3. a grave type, including the muscles

of the larynx, pharynx and tongue. The pathognomonic sign

of tetany convulsions, which differentiates them from convul-

sions due to other causes, is the fact that some of them can be

reproduced by mechanical or electrical stimulus during the

interval between the attacks. Symptoms referable to other

organs are those due to inanition and those produced by the

special lesions causing obstruction of the pylorus. Imbert-

Gourbevre, Belpech and Rabaud observed that albumin urea

was present in fatal cases.

DIAGNOSIS.

The positive diagnosis depends upon demonstrating, first.
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the finding of an obstruction of the pylorus and, second, char-

acteristic muscular contractures, some of which are reproduceable

by mechanical or electrical irritabilit}* and excitability. The

diagnosis of obstruction to the pylorus in these cases is usually

easy, because the stenosis has reached a high degree before the

convulsions occur. In the majority of the cases food remains,

which had been taken from twelve to fourteen hours previously,

were found in the stomach or vomitus. The kind of stenosis

must be determined from other clinical data, which space forbids

us to consider at this time. Diseases which might be confused

with this condition on account of similar gastrointestmal symp-

toms are especially the gastrointestinal neurosis associated with

abdominal ptosis. These do not present the clinical picture of

second-degree motor insufficiency of the stomach, nor do they

have the severe muscular reproduceable spasms which is char-

acteristic of tetany.

The demonstration of the characteristic convulsions of tetany,

which are the same in this variety as those due to any other

cause, is made by eliciting the following pathognomonic signs.

These signs are present during the intervals between the attacks

of convulsions:

1. Trousseau's phenomenon or the mechanical irritability of

the nerves. This sign is produced by constricting the arm,

which causes the typical contracture in the hand and forearm.

Whether these contractures are due to pressure upon the nerve

or the blood-vessel is yet an open question. In our case we
believe it is due to compression of the vein, because the contrac-

tures in the hand did not occur for three or four minutes after

continuous pressure had been made over the nerve. The con-

tractures did occur constantly about one minute after the hand

had become markedly cyanosed.

2. Chovestek's and Hoffmann's phenomenon or mechanical

superirritability of the facial nerve. This sign is elicited by

tapping the branches of the facial nerve which produces a con-

traction of the muscles supplied by the individual branch of the

nerve thus irritated.

3. Erb's phenomenon, or increased galvanic and faradic irri-

tability of all the motor nerves except the facial. According to

Frankel-Hochwart, this phenom.enon cannot be entirely accepted.

He maintains that there is an increased galvanic irritability

present in all the cases, but that the faradic irritability is normal

in the majority and only increased in a few.
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Other diseases which must be differentiated from gastric

tetany on account of having convulsions similar to this affection

are hysteria, epilepsy, occupation neurosis, acroparesthesia,

meningitis, brain tumor, rickets, thyroid and parathyroid affec-

tions, acute infections, nephritis, intoxications (ergot, morphine
and lead), eclampsia and tetany occurring during the puerperium

and lactation. Thirty-two cases of tetany occurring during the

puerperium and fifteen cases of tetany due to syphilis (Howard)

have been reported. All of the above conditions are easily

differentiated from gastric tetany by: i. the absence of positive

signs of pyloric obstruction; 2. the absence of three cardinal

pathognomonic signs of tetany, and 3. by the clinical symptoms
peculiar to the individual disease under consideration.

PROGNOSIS.

The prognosis of gastric tetany has always been, considered

very grave. The mortality under medical treatment up to the

present time has been 88 per cent. The cases reported by
Kussmaul, which were treated in this way, resulted fatally.

Slotau Fenwick reported a case in which death took place after

sixteen hours of tetany during the first seizure. Bouveret and
Devic gave the mortality as 70 per cent., and Meumann's esti-

mation of the mortahty in his report was 72 per cent. Until

the surgical treatment was introduced nearly all the cases died

in one of the attacks. Since this treatment has prevailed the

mortality has been reduced to 37.5 per cent. The prognosis

of the individual case depends necessarily upon the nature of the

lesion producing the obstruction of the pylorus. If this is a.

malignant obstruction, as has been the case in about 10 per cent,

of the cases reported, the prognosis is necessarily very unfavor-

able even under surgical treatment. As the majority of these

cases are due to lesions which can be relieved by surgical inter-

vention, the present mortality should be greatly reduced, provid-

ing the condition is recognized before other counterindicat ons

for operation arise.

TREATMENT.

Prophylactic treatment of this condition is very important.

It deals with properly caring for these lesions before they cause

serious obstruction to the pylorus. This is another argument
for a radical surgical treatment of chronic ulcers, cholelithiasis,

etc. The nature of the pathological lesions precludes a curative
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medical treatment. Symptomatic treatment, however, during

the attacks must be given expeditiously. This consists of stomach

lavage, hypodermoclysis, proctoclysis and morphine hypoder-

mically. Radical surgical treatment, depending upon the lesion

present, is the only rational treatment that should be considered.

This was first advocated by Mayo Robson, who has reported

three cases cured by this means. Fleiner (two cases), Gum-
precht and Caird have reported cases due to cicatricial stenosis

of the pylorus which have been cured by operation. Cunning-

ham has collected eight cases and Warbasse has collected six

cases which were also cured by this method. Jennosco collected

eleven cases which had been operated upon with eight recoveries.

The operation of election depends necessarily upon the conditions

present in the individual case. In the majority of the cases

operated upon successfully pyloroplasty or gastroenterostomy

was performed.
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TREATMENT OF TYPHOID FEVER PERFORATION.^
BY

J. D. S. DAVIS, M. D., L. L. D.,

Birmingham, Ala.

Professor of Surgery, Birmingham Medical College.

I HAVE operated on ten cases of typhoid fever in which

perforation had been suspected. In nine cases perforations

were found. Death occurred in two cases. In one case no

perforation was found. The first death occurred on the operating-

table. The second death occurred on the ninth day as the re-

sult of pneumonia complicated with secondary perforations and

gangrene of intestine.

In the prognosis of typhoid perforation, the individual physical

condition, power of resistance, character and virulence of the

organism in the peritoneal cavity, age of the patient, time elap-

sing between perforation and the performance of the operation

are important factors in determining the result. Perforation

occurs in cases of all grades of severity, from the ambulatory to

the hemorrhagic type. It is most common in those with severe

infection. It is more common in the hemorrhagic than in the

mild cases. It occurs in the so-called ambulatory cases of

typhoid. The ileum is the common site of perforations; the

majority occur within twelve inches of the ileocecal valve; the

appendix and colon, respectively, are the next most frequent sites

of perforation.

Bacteriological examination of the peritoneal fluid is an aid

' Read at the twenty-first annual meeting of the .\merican Association of

Obstetricians and Gynecologists, at Baltimore, September 22-24, 190S.
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to prognosis, the streptococcus infection being more fatal than

the typhoid or colon bacillus. The prognosis is more favorable

in the young than the old—two to one according to Elsberg.

Time is the most important element in the prognosis—the earlier

the operation after the perforation the more favorable the result.

Like gunshot wounds, the prognosis depends largely upon the

time the operation is done. Perforation occurs in one-third of all

deaths from typhoid fever—some authors place the per cent,

over one-third.

The study of typhoid perforations is one of importance to

which it is impossible to devote too much attention. It is a

momentous subject, and it is incumbent upon us not only to

make ourselves intimately acquainted with its etiology and
pathology, but with the diagnostic features which differentiate it

from affections presenting a somewhat similar appearance.

This is not always easy, but often the matter is simple enough to

guide the physician to seek surgical aid.

Typhoid fever is to a very large extent a surgical disease, and
if possible every case should be carried to a hospital, where

prompt surgical aid may be had should it become necessary.

The treatment of typhoid fever is, in fact, like guiding a run-

away horse: keep out of the ditches and off the stumps and
ninety per cent, or more of the cases will recover. Of the re-

maining small per cent., if turned over to a competent surgeon, he

will save at least thirty-five, if not fifty per cent, of the perfo-

rating class.

Blake says, "The physician who makes a correct diagnosis of

perforation and calls in the surgeon should receive equal measure
of credit even if the operation is successful." His results

show that at least one-fourth of the patients suffering from in-

testinal perforation can be saved by operation. Nearly all o' the

patients with perforation who are not operated on die, so surgical

treatment of perforation is productive of good results. The
percentage of recoveries would be even greater if a diagnosis of

perforation could be made earlier after its occurrence. The most
common time of perforation is between the fourteenth and the

twenty-fifth days. In about ninety-tw^o per cent, the perfora-

tion occurs between the second and the fifth w^eek, inclusive.

The earlier cases are probably perforation in a relapse; now and
then perforation may occur without evidence of previous illness.

Pain of some kind is present in seventy-five per cent, of all cases.

In about fifty per cent, of the cases the onset is sudden and
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severe and of increasing intensity, localizing, itself in a special

zone. In about twenty per cent, of the cases the pain is of slow

onset, with general distribution. In some cases no pain is com-

plained of, and the usual symptoms of perforation are absent.

Tenderness and rigidity are present in sixty-five and seventy-

five per cent., respectively, of all cases; in some cases either one or

the other may be wanting, rigidity especially may be absent

in cases with rather a pendulous and relaxed abdominal

wall.

There is a very wide variance in the reported statistics upon

perforation in typhoid fever. Osier found about five per cent.

;

Fitz, six and one-half per cent.; ^lurchison, eleven and one-third

per cent.; Gushing, in thirty autopsies at Fort McPherson,

found twentv per cent. Reports from several large hospitals

variously give the per cent, from one to five.

There is no definite relation between perforation and the

severitv of the attack. It occurs in all classes of cases. There

is a great variance in the size and shape of the perforation

:

they are found as small as a pencil point and large enough to

take in half the circumference of the bowel. The large perfora-

tion may take any shape from oval to rectangular, owing to the

character and extent of the necrotic process. Sometimes a

perforation of the serosa is found without complete destruction

of the other coats of the bowel. Perforation is generally found

at the base of a small punched-out abscess.

Impending perforation due to the sloughing patches in the

mucous and submucous tissues may be recognized by the gray-

ish button-like nodules beneath the peritoneum. Often the im-

pending perforation is protected by exudative adhesions that

mav circumscribe the extravasation, as is often noticed in the

appendicular perforation. Sometimes, owing to the thinning

process due to mucous and submucous slough at the site of

Fever's patches, the general cavity is infected and a general

diffused peritonitis results when no perforation is found. The

character and extent of the peritoneal involvement will depend

largely upon the character of the infection. The more virulent,

the sooner will the patient die, and often with very little evidence

of peritoneal involvement.

Moynihan says perforation is generally found to have oc-

curred in the last twelve inches of the ileum. In three hundred

and sixtv-two cases (Harte and Ashhurst) seventy-three percent,

of the perforations were found within twelve inches of the
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cecum. About 2.1 per cent, were found at a distance of three

feet or more. In seven cases the colon was perforated, five in

ascending, one in transverse and one in the sigmoid flexure.

Meckel's diverticulum was perforated three times and the ap-

pendix eight times. The perforation is generally single; some-

times more than one perforation and, in rare cases, numerous

perforations are found.

The chief points of diagnostic importance are the increase

of pain and muscular rigidity. Pain is much less reliable than

rigidity. In fact, a sudden tightening of the rectus on side of

the lesion is about as reliable a sign of perforation as crepitation

is of fracture. Mikulicz (who was the first to operate for gastric-

ulcer perforation) first operated for typhoid perforation, April 7,

1884, with success.

In many cases the patient is desperately ill and prompt recog-

nition of the trouble and early operation is necessary. In many
cases it is a race with death, and there are often anxious moments
when it is questionable which will win. The chief difficulty

in these cases is the question of diagnosis, and when in doubt an

exploratory operation is advisable.

In arriving at the diagnosis, no one pathognomonic symptom
is always present. Rigidity is more often found than any

other symptom. Next to rigidity tenderness is of greater assist-

ance in making a diagnosis than any other one symptom. The

pain in typhoid-fever ulceration is slow and continuous and does

not always increase in severity prior to perforation, and often

even subsides after perforation. It does often increase after the

ferforation, and is not often well localized.

With appendicitis the same character of pain may exist, but

it frequently begins suddenly—often it is the first sign of illness

(for first twelve or twenty-four hours pronounced in the epigastric

and umbilical regions)—and then becomes localized over the ap-

pendix. Exceptions, of course, exist. Sometimes appendicitis

is mainfested by a general headache and boneache, with ab-

sence or with more or less fleeting abdominal pains, while with

typhoid fever severe pain may be manifest.

Temperature is not a reliable guide, though a sudden drop may
indicate abdominal complication. The pulse is not to be relied

on in making a diagnosis. It may become weak and frequent, but

not to a perceptible degree, except when shock is found. It

usually remains stationary, except in shock, and after shock it

returns to its previous state. Inhibited peristalsis may produce



9S6 DAVIS: TREATMENT OF TYPHOID FEVER PERFORATION.

marked tympany; therefore, tympany has no special significance

in perforation. The fluid effusion, however rapidly it may form,

may not be recognized. It does not always so shift as to change

the dullness from flank to flank according to position.

The eflfacement of hepatic dullness is given as one of the stereo-

typed signs of perforation, but it is equally as manifest both

in intestinal paresis or atony as in perforation, and it is often

difficult to say from which it occurs.

Blood examination is important in making a diagnosis of

typhoid fever, but of little value in diagnosis of perforation.

Marked leukocytosis is seldom present. Because of individual

variations in resistive and reactive functions absolute count

of leukocytes, if taken alone, has but little value as a means of

diagnosis, and no absolutely invariable single total amounts, or

cell percentage, can be laid down as significant of definite con-

ditions.

Scott and other authors say abdominal rigidity indicates peri-

tonitis in the neighborhood of the anterior abdominal wall.

Scott says rigidity is rarely present in typhoid except in children,

and if one never operates on a flaccid abdomen he will never oper-

ate in the initial stage of typhoid perforation. I think muscular

rigidity is more general than he thinks—oftener than seldom

present in adults as well as in children. When the history

points to acute appendicitis or intestinal perforation with a

flaccid abdomen, either the history is misleading or the appen-

dix or perforation is located where an attendant peritonitis

cannot affect the abdominal muscles, namely, in the pelvis or

high up under the liver. Abdominal tenderness does not always

exist in the adult, but when it is present and. its significance can

be properly interpreted it is a valuable localizing aid.

If about the tenth or fifteenth day severe pain is experienced

with tenderness near McBurney's point, the indications point

to appendiceal involvement, and an exploration is necessary.

If the abdomen be opened before perforation takes place,

the ulcerating appendix should be removed and the surgeon con-

gratulated for removing the appendix before perforation; for

an appendix so involved as to give rise to a local peritonitis will

soon perforate. There is more or less effort on the part of nature

to protect the impending perforation by surrounding and cover-

ing the site with exudation adhesions, which is much less suc-

cessful in the movable ileum than in the more stationary part of

the bowel—colon, cecum and appendix.
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In one of my cases no perforation was found, but the appendix

was very much inflamed and bound down by adhesive exudate,

but not in such a way as to have hmited the infection of the

threatened perforation. On the lower border of the first inch

of the ileum a large discoloration with thinning of the wall was

found. I removed the appendix and drew the cecum up in such

manner as to cover the ulcerating area in the ileum and stitched

it over the ulcer, so that in case perforation should take place it

would be protected. Where this is possible, it is, I think, safer

than a covering of omentum. This experience, with like ob-

servation on dogs, has led me to believe that wherever practicable

the large bowel should be used to cover weak places, impending

perforations and faulty bowel closure. The sigmoid, if so util-

ized, is a valuable aid to the pelvic surgeon.

The case of colon perforation was circumscribed and occurred

in a patient from whom my brother, Dr. W. E. B. Davis, had re-

moved the appendix four years previously. The perforations in

ileum cases were not circumscribed, but the purulent effusion

was diffused considerably, yet was not general in two cases, gen-

eral onh'in one case; one was perforated at the base of the appen-

dix, the perforation involving the cecum, and was localized, but

not circumscribed completely by adhesions; the fourth appendix

case was not perforated, but it was very much inflamed, swollen

and bound down by plastic exudate. This was the case in which

there was a large discolored and thinned area on the first inch

of the ileum that would have ulcerated very soon—possibly did

perforate against or into the protecting cecum that I had sutured

over the ulcer area.

In one of my cases of perforation in typhoid, in which I found

the infection circumscribed, there was an opening into the ce-

cum at the appendiceal base large enough to admit the index-

finger. The appendix was not found and the abscess sac was
drained. Many months later I operated on this patient to relieve

the resulting fistula. On opening the abdomen I found a general

miliary tuberculosis—the entire abdominal viscera being in-

volved. In making dissection from above I found the transverse

colon attached to the ascending colon with an anastomotic opening.

When I discovered there was communication I did not think

it practicable or safe to leave the ascending and transverse colon

united, for fear the intestines might pass under the cleavage and
give trouble. So, instead of leaving the union intact, I severed it

and closed both openings in the colon in the following manner:
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the serosa, which was studded with mihary tubercles, was turned

back and the musculature was turned in and approximated by

interrupted sutures; then the serosa was brought together with

continuous sutures, closing the abdominal wall with tier sutures

without drainage. I confess I felt very uneasy and skeptical

about the sequel with the entire serosa studded with miliary tuber-

cles, but the result of the colon closure was good. The patient is

well and in college.

One case had two perforations in the ileum. The patient

had been sick for ten days, and gave a history of perforation of

probably two days' standing. The case was Jack ,

fifteen years of age; had a pulse rate of 140 per minute; respira-

tion, 40 per minute, and had persistent fecal vomiting. I

operated as soon as possible, and found two perforations in the

ileum. One was about the size of a pencil, eleven inches from the

ileocecal valve, and the second perforation, fourteen inches

from the ileo-cecal valve, was the size of a pencil point, just

large enough to allow gas to pass.

By reason of profound exhaustion this patient was lost on the

table. I closed the intestinal perforations and completed the

peritoneal toilet, but before the abdominal incision could be

closed the patient died as if his heart had been chopped open

with a hatchet. I opened the chest after the method of my
brother. Dr. W. E. B. Davis, and massaged the heart, but was

unable to get a single response.

On May 18, G. K., age fourteen years, was brought to my
infirmary on the tenth day of fever with the history of increased

pain in the umbilical region ; with increased tenderness and with

rigidity on the right side. Widal was positive—low blood

count. I made incision through the outer border of the right

rectus fascia, found two perforations, one four inches from the

ileo-cecal valve and the second at the base of the appendix.

Appendix was found imbedded in exudative adhesions surrounded

by pus, but was with some difficulty removed. Pus was mopped
out, both openings closed and wick drainage placed in lower

part of incision. Recovery was prompt as in an ordinary cir-

cumscribed appendicial abscess.

The last case, a fatal one. Angel Stephen (Hungarian), age

thirty-five, was brought to the Hillman Hospital, October 9, with

typhoid fever. Symptoms of perforations occurred the morn-

ing of October 17. His blood count had been low. At this

time the leukocytes were seven thousand, polyneuclears six
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hundred; right rectus became rigid, with pain and tenderness in

the right Ihac region. The incision was made in the outer

border of the right rectus fascia. A small perforation was

found in the ileum near the ileo-cecal valve. The appendix

was very much inflamed and just ready to perforate; the per-

foration in the ileum was closed and the appendi.x removed;

the abdomen was drained and treated by the Murphy method.

The patient did well until the twenty-second, when he developed

pneumonia; on the twenty-fourth of October he became very

much exhausted, temperature and pulse were both very high,

and in a few hours he became unconscious. Blood pressure was

one hundred and ten. He had a Hungarian friend who was

willing to act as donor, and I transfused him with blood until his

blood pressure was raised to one hundred and forty, at which

time he became conscious and expressed himself as feeling better.

The patient did well for twenty-four hours. He died on the

twenty-sixth, nine days after operation, with pneumonia com-

plicated with secondary perforations and gangrene of the

intestines.

All of these cases were drained, except the case in which no

perforation occurred and the case of miliary tubercles at the

second operation. Incision in the outer border of the right

rectus fascia was made in each case. Pus was mopped out in

one case, and drained through stab wound; in the other cases,

except the last tw^o, which were treated by the ^lurphy method

—

the purulent fluid was mopped out as well as possible and then

irrigated by means of pitchers full of hot saline solution poured

into the abdomen.

Each case should be treated on its own merits as to the anes-

thetic—local, general or none at all—and as to the location and

character of the incision in the abdomen. A few cases are so

ill that they should be operated upon without an anesthetic;

but where a general anesthetic cannot be borne, a local anes-

thetic may be used. Where and when necessary to do more
than a drainage operation, a general anesthetic is best. An
incision through the right rectus fascia will in most cases

afford ready access to the bowel involved, which may be extended

up or down as the indications may require. If the exudate is

general, that is diffused or spread all over the abdomen, or

peritonitis is general, the incision should be made in or very

close to the median line and should extend from the pubis to or

above the umbilicus.
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My experience in many cases of diffuse peritonitis, particularly

in experimental investigation on dogs, has convinced me that the

longer the incision, the better can all affected parts, of the peri-

toneum be inspected and cleansed. Through a long incision

one can better get at and close all perforations and get out.

Allow the pus to flow out, and, when necessary, gently dip it

out with sterile gauze sponges or swabs, and discard the sponges

as fast as used. Add as little trauma as possible to the peri-

toneum: it will not stand for it. I will here emphasize, with

borrowed expressions about septic peritonitis, as applicable in a

large class of perforations of all kinds, especially in typhoid, that

we should operate early, incise amply, repair carefully, manipu-

late gently, wash thoroughly perform rapidly, if possible close

completely—if not, drain, thoroughly—and then narcotize

deeply.

When the abdomen, with great gentleness, has been emptied

of the septic fluid, first expose the cecum and appendix; next

inspect the cecal end and then inspect the ascending and trans-

verse colon; it is rarely necessary to inspect the jejunum, duod-

enum or stomach. Remove the appendix, if involved ; close or re-

pair the perforated bowel (if possible) ; then drain with gauze wick

and rubber tube. While I think the Murphy method applicable to

a large number of cases, in all of these except the last two and

appendix case, I flushed the abdominal cavity with large quanti-

ties of hot saline solution poured from pitchers. J begin usually

in the region of the cecum, and have the right side of the abdomi-

nal wall well drawn to the side, the intestines and omentum are

lifted with the gloved hand, and the flushing continued until

the cecal region is cleansed of all debris; then in like manner the

gloved hand is carried down into the right pelvis; then to the

left side of the pelvis; then up to the region of the sigmoid and
splenic flexure and finally clear around the cavity, lifting and
mobilizing the intestines in a way to make room for the hot

flushing saline, without disturbing adhesions and adhesive

exudate more than necessary. By mere inspection and by
means of an irrigating tube it is not probable—hardly possible

—

to reach collections hid behind adherent intestine, but with one

or both gloved hands the intestines may be lifted and mobilized

with great gentleness.

In the experimental investigations upon dogs made by my
brother and myself many years ago, we found that if the entire

peritoneum showed gross changes (general suppurative peri-
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tonitis), its recuperative powers were not sufficient to prevent

death; when one-fourth of the peritoneal cavity was not involved

recovery was possible and did sometimes take place; when one-

third of the cavity was exempt, recovery was probable, and

when only one-half became involved, recovers' was very

certain. In a few cases I believe it is good surgery to close

the abdomen after a thorough toilet of the peritoneum, especially

when the perforation can be satisfactorily closed and a satis-

facton,- toilet made. In cases that cannot be closed, and they

constitute a large number, drainage wicks should be placed,

either through the original incision or a stab, and stitched to

either side of perforation with catgut.

The class of cases in which the infection becomes localized

(walled off by exudative adhesions, whatever the size) should be

drained. If the infection is mild the drainage will turn the

scale in favor of the patient.

The distinction between diflfuse suppurative peritonitis and

large abscesses is so apparent that it would not necessitate an

explanation, but for the fact that some excellent writers make
no distinction and classify all purulent exudates as cases of free

purulent peritonitis. Many cases of suppurative peritonitis

have been reported which, if the truth could be known, were

cases of large quantities of pus in the cavity, but have been

circumscribed until near the time of operation. I have operated

on many such. The question of shock following perforation in

typhoid fever has received considerable discussion. As in

gunshot injuries of the intestines, one can never know that the

shock and extreme prostration may not be due to hemorrhage,

and to wait for shock to subside is to wait for death. I believe

in the earliest possible operation, even in the presence of pro-

found shock.

The Murphy treatment of peritonitis is not applicable to

all cases of typhoid perforation. Simple drainage, without

mopping out pus and irrigating, is applicable to a large number
of cases of peritonitis, but in typhoid perforation, where there

is a large exudate of intestinal contents, general thorough flush-

ing seems indicated. With the Murphy method, the abdomen
should be opened over the seat of primarv^ focus of infection,

perforation closed and any other trouble corrected. A second

short incision should be made above the pubis for the insertion of

a large rubber drain down to the bottom of the pelvis. No effort

should be made to remove pus by mop or flushing. The patient
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is placed in bed in exaggerated Fowler's position and secured by
elevating the bed about fifty degrees and supporting the hips

with a wood seat rest like that of Dr. Stewart McGuire. Physi-

ological salt solution subdermically should be used when
needed for failing heart, and proctoclysis continuously until

sepsis is overcome. Transfusion of normal salt solution (in

large quantities) or blood (Crile's method) should be resorted

to in great prostration and exhaustion from hemorrhage. Mor-

phine should be given for rest, sparteine, in large doses, for

general stimulant and prophylactic against suppression of urine.

Strychnine and digitalis are rarely given. Purgation should

not be employed. Stomach lavage for nausea and vomiting

should be repeated at necessary intervals, and all food with-

held until patient recovers sufficiently to retain and assimilate it.

The abdominal wall should be closed with through-and-

through wormgut sutures in the cases drained through the

incision. When a thorough peritoneal toilet is possible, suture

of each layer separately with kangaroo or catgut suture is

preferable.

To sum up the main points:

1. Typhoid fever is a surgical disease.

2. About five per cent, of typhoid fever cases perforate.

3. Nearly all perforating cases die if left to nature's re-

sources.

4. A large per cent, may be saved by prompt operative inter-

ference.

5. Incision should be large enough for expeditious work,

preferably through right rectus fascia.

6. Lavage with hot saline is essential in a large number of

cases, especially when fecal extravasation has taken place.

7. If a perfect peritoneal toilet can be secured, abdominal

closure may be made without drainage.

8. Treatment by posture (Fowler's position) to confine bac-

teria and septic material to lower abdomen is important.

9. Treatment should be directed to destroy or impede growth

of bacteria already in the tissues and blood—antistreptococcus

serum and ungentum Crede.

10. Elimination should be secured by physiological salt

solution hypodermically when indicated for failing heart, and

proctoclysis continually until sepsis is overcome.

11. Supportive treatment should consist in transfusion of salt
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solution or blood; strychnine and digitalis for heart stimulant;

sparteine, in large doses, for general stimulant and prophy-

lactic against suppression of urine; morphine should be given

to control peristalsis and produce rest, control shock; and

nourishment should be given as early as possible.

2031 A\t;xue G.

CANCER OF THE CERVIX UTERI IN PREGNANCY.
BY

I. S. STOXE, M. D.,

Washington, D. C.

(With plate.)

This comparatively rare complication has afforded an oppor-

tunity for much speculation upon the part of writers on obstet-

rical subjects and largely because two lives are to be considered.

It may be taken for granted that conception is not probable in

any case of delayed cervical cancer. Therefore, the majority of

cases like ours are found in the later months of pregnancy when
the attention of the physician is called to more or less hemorrhage

which usually alarms the patient; her attitude in respect being

unlike that of patients with hemorrhage about the time of the

menopause. It may be considered the accepted professional

opinion that carcinoma develops rapidly during pregnancy,

and if discovered early, as during the first four months, should

be treated by emptying the uterus and a possible vaginal

hysterectomy as a matter of choice. But, on the other hand,

it may be declared the opinion of many that in the discovery of

uterine cancer in its early stages after the sixth month, there

may be some time given for the development of the child until

viable. This is a m.oot point, and one upon which there is much
debate, and the wishes of the mother (the parents) may have

some influence upon the choice of procedure. In certain rare

instances there may be such a strong desire for a living child as

to prompt the mother to take a great risk , or else she may be

considered beyond the reach of our art and yet may desire to

preserve the life of her offspring, whatever the risk. For the

various opinions held, the writer has profound respect, for he

cannot doubt the sincerity of those who advise procrastination,

yet he firmly believes that, as a rule, every cancerous uterus

should be removed promptly, whether pregnant or not, unless
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the disease has extended so far as to render such an operation

absolutely unsafe.

According to Sarwey (quoted by Williams, p. 468), one cancer

is found in about 2000 pregnant uteri. Hence we make no apol-

ogy for reporting our only observation in which operation was
performed. Our experience is not, however, entirely limited to

this one case, for we have seen two abortions occur in women who
later on had cancer. It is well known that cancer causes

abortion and we w'ould unhesitatingly publish these cases as

due to cancer but for the fact that they may have been due to

chorioepithelioma.

Treatment.—As cancer frequently produces abortion, and

may induce placenta previa, or else may endanger the life of the

mother by rupture of the uterus during labor, we advise Ceesar-

ean section if the child is viable. If the child is dead, or in any

event after emptying the uterus, the uterus should be promptly

removed. It would scarcely seem possible to secure as good

results through natural delivery as may be obtained by surgical

delivery by the abdominal route, or complete hysterectomy, as

in our case now to be reported.

Mrs. T., colored, was admitted into Columbia Hospital on

June 3, 1907, with the following history: She was thirty-three

years of age, and had been pregnant six months. She had given

birth to nine children, the youngest being about eighteen months

old. Previous to the present gestation, she had moderate men-

orrhagia, but she had entire suppression of her menses for two

months after impregnation before a bloody discharge appeared,

which persisted irregularly until she came up for treatment and

operation. She presented none of the signs of wasting disease or

cachexia and claimed that she had not lost much in weight. She

was at least six months pregnant and her child was alive and

making vigorous movements within her uterus. Examination

of the body of the woman, including the exterior of the abdomen,

revealed nothing to show any abnormal condition. We found

the cervix large; hard on the outer or vaginal aspect, and soft

about the external os and within the cervical canal. It was easy

to establish a diagnosis of cancer, and this was confirmed by

examination with the speculum and by the microscopic.

Operation.—The uterus was removed entire, along with the

adnexa and as much of the parametrium as was easily reached.

The uterus was not opened for the delivery of the child until after

the specimen was handed to an assistant. Careful search was
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made for enlarged glands. The entire space between the

broad ligaments and along the vessels and ureters being opened

up and examined without the discovery of a single gland or any

evidence of metastasis. The child lived two hours after the

uterus had been removed. The drawing shows the placenta in

position.

Pathological Report.—The cancer, a squamous-celled epithe-

lioma, is apparently confined to the cervix. The connective

tissue, however, contains evidence of extension on the right of

the uterus. There is a polypoid mass near the external os.

The patient reported herself well twelve months after opera-

tion.

Stoneleigh Court.

THE ANATOMICAL BASIS FOR SUCCESSFUL REPAIR
OF THE FEMALE PELVIC OUTLET.*

BY
IRVING S. HAYNES, Ph. B., M.D.,

Professor of Practical Anatomy, Cornell University, New York City; Visiting Surgeon to

the Harlem Hospital; Member of the New York''Academy of Medicine, the New
York Surgical Society, the Society of the Alumni of Bellevue Hospital,

the American Medical Association.

(With Illustrations.)

The female pelvic outlet is subject to severe traumatism at

every parturition.

Such traumatism may produce no more lasting effect than a

ruptured fourchette or it may result in a tear so extensive as to

sever all the tissues between the vagina and the rectum.

For years surgeons have been operating upon these lesions with

varying success.

Any plastic operation to be sucessful must have a solid ana-

tomical basis. Note, for instance, the great variety of operations

proposed and practised upon the inguinal region for hernia and
their indifferent success or complete failure until the procedure

of Bassini was given publicity when a great gain in cures fol-

lowed. Why? Because Bassini's operation has a solid ana-

tomical basis for its execution.

It seems to me that the one. fundamental idea, the only rational

aim for the surgeon in all such plastic work is to restore the

damaged parts to their normal state; in other words, to follow

* Read by invitation before the Vermont State Medical Society, October 22,
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Nature's plan in the reformation of the region under his con-

sideration.

My purpose here is to demonstrate by actual specimens the

structures which close the pelvic outlet in the female, to explain

their action, to show what may occur if these structures are

ruptured and to point out what seems to me, at least, the

rational method for restoring these parts to a normal condition

after such rupture.

I wish to state at the outset that I bring you nothing original.

The anatomy of the part is the same as it has doubtless been for

ages. The location and extent of the various lesions have been

fully described by preceding writers. But the significance of

such lesions is not universally recognized and their treatment

varies almost with each individual operator.

In fact, the treatment of pelvic lacerations is in sufficient chaos

to justify a reasonably careful review of the salient features of

the subject.

I. THE ANATOMY OF THE FEMALE PELVIC OUTLET.

In this consideration I aim to point out only those facts which

are pertinent to the practical aspect of the subject.

The Pelvis.—The ossa innominata and the sacrum (with the

coccyx) form the bony frame-work of the pelvic outlet.

It is an irregular-shaped segment of a cone, to the upper

border of which is attached the spine and the abdominal walls;

to its lower and outer surface, the lower extremities, and about

its inside, the structures which close the pelvic outlet.

The Pelvic Muscles and Fascice.—The inner surface of the

pelvis is padded by the obturator incernus and the pyriformis

muscles. Over these muscles is spread the pelvic fascia, which

forms a funnel-shaped membrane attached to bone and ligament

about the margin of the muscles. Above, to the promontory

of the sacrum, the iliopectineal line and the inner surface

of the pubis. Below, to the ischiopubic rami, the tuberosity

of the ischium and the great sacrosciatic ligament. The

pelvic fascia is crossed from the inner surface of the pubis to the

spine of the ischium by the "white line," which serves to mark

the separation between the pelvic cavity above and the ischio-

rectal fossa below. The pelvic fascia above this line is the

parietal pelvic fascia and that below is the visceral pelvic fascia.

The latter drops downward and inward to the bladder, vagina
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and rectum, forming for these viscera their true ligaments. The
portion of the fascia over the obturator muscle is also called the

obturator fascia, and that covering the pyriformis muscle, the

pyriformis fascia.

The above statements agree with those given in the text-books

of anatomy. Close dissection shows, however, that thev should

be modified in some particulars, for the following arrangement

prevails in manv of the female pelves.

If the anal fascia has been removed and the lower surface of

Fig. I.—The outlet of a female pelvis.

the levator ani exposed, by gently using the fingers or the handle

of a scalpel, it will be found that the levator ani and the parietal

pelvic fascia are easily separated as one layer from a more ex-

ternal layer of fascia, which is the "true" obturator fascia.

This layer covers the obturator muscle and is attached to bone
and ligament all about its margin, viz., along the ilio-pectineal

line, to the upper margin of the obturator groove and to the

inner surface of the pubis; below, to the spine of the ischium,

to the great sacrosciatic ligament, tuberosity of the ischium and
the ischiopubic ramus.

The inner layer is the parietal pelvic fascia, which for its upper
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attachment follows the same lines as the true obturator fascia does,

but, after the limits of the obturator muscle are passed, extends

over the pyriformis muscle as the pyriformis fascia, and is in this

Fig. 2.—The left half of a female pelvis to show the line of attachment of the

pelvic fascia, triangular ligament and the points between which the "white line"

extends.

region attached to the posterior portion of the iliopectineal line,

the front of the sacrum, the great sacro sciatic ligament and the
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Haynes. Fig. .^.—A side view of the right half of a female pelvis, nlaced in thenormal position vvith reference to the horizontal plane. A. The line of attachment
of the parietal pelvic fascia. The segment from A. to B. also indicates the attach-ment of the true obturator fascia; B. the inner surface of the pubes, the beginning
of the ^yhlte line the origin of the pubo-coccygeal (pubo-rectal) portion of the
levator am muscle; C. the spine of the ischium and the posterior point of attachment
ott he white line; D. is placed between the attachments of the two lavers of the
triangular ligament (perineal shelf). It also indicates the lower line of attachment
of the true obturator fascia. The angles that the various "lines" make with the
horizon are indicated. Note that the perineal shelf is practicallv horizontal
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spine of the ischium. This fascial plane drops downward and is

called the parietal pelvic fascia until a point is reached where it is

thickened by the addition of some hbers running anteroposteriorly

from the inner surface of the pubis to the spine of the ischium,

the so called "white line"; below this line the fascia is called

the visceral pelvic fascia, and it is disposed as previously given.

There is thus formed a continuous plane or layer of fascia, the

upper part of which is usually described as the parietal pelvic

Fig. 4.—Dissection of the female pelvic outlet. Note the prominent pubo-
coccygeal hammock formed by the sphincter ani externus and the sphincter vaginae.

Laterally is seen the levator ani muscle. Anteriorly is the perineal shelf, with the

fibers of the transversus perinei muscle. The intimate intermingling of the sphinc-
ter ani e.xternus and the sphincter vagina^ at the perineal center is well shown, indi-

cating that these two muscles really constitute a strong muscular sling between the

pubic arch and the coccyx.

fascia and the lower portion as the visceral pelvic fascia, but

the two portions are really continuous with each other with-

out any mark of separation except for the thickening at the

"white line," hut they are separated from the true obturator

fascia. The origin, then, as usually given for the parietal

pelvic fascia is really the origin for the visceral laver of the

same as w-ell.

The Levator Ani (and Coccygeus).—The levator ani shows two



100!) HAYNES: REPAIR OF THE FEMALE PELVIC OUTLET.

Fig. 5.—Saggital section of a female pelvis. A nullipara, eighteen years of age,

injected and hardened in formaline then frozen and cut in the frozen state. The

bladder was well filled when the section was made and has since partially collapsed.

The uterus was crowded backward by the bladder until its long axis was vertical.

Note the almost vertical course of the vagina; the almost horizontal course of the

anal canal, and the right-angle formed between it and the rectum. The shape and

relations of the ano-coccygeal and perineal bodies can be easily appreciated.
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distinct portions, the ilio-coccygeus and the pubo-coccygeus

(pubo-rectahs).

The iho-coccygeus is the portion arising from the "white hne."

It is inserted into the side of the rectum, the ano-coccygeal raphe

or hgament and the coccyx.

The pubo-coccygeus (pubo-rectahs) arises from the inner surface

of the pubis, passes backward alongside of the vagina to be in-

serted into the tendinous center of the perineum; and, sweeping

around the rectum, it terminates in the ano-coccygeal ligament

and coccyx. This portion of the muscle deserves further notice.

Its fibers form a strong band (about three-eighths of an inch wide)

which hugs the vaginal orifice very closely (forming the lateral

compressor of the vagina), and is inserted in a "Y-shaped"

manner. One leg of the "Y" terminates in the central tendon

of the perineum, the other leg of the ''Y" encircles the rectum

and ends in the ano-coccygeal ligament.

The coccygeus muscle is relatively unimportant in this con-

sideration. It arises from the spine of the ischium and the adja-

cent obturator fascia and lesser sacrosciatic ligament, it is 'nserted

into the side of the coccyx and the lower end of the sacrum.

The above statements are in conformity with the text-books.

We find, however, they should be somewhat changed to agree

with our dissections of the female subject.

The fascia of the pelvis being arranged in two layers as just

given, the "true" obturator fascia and the parietal pelvic fascia,

the origin of the levator ani muscle should be given in con-

formity with the dissections, namely, its origin is from the

oilier surface of the parietal pelvic fascia above the "white line."

Some fibers of the anterior portion of the muscle even extend to

the margin of the obturator groove and the iliopectineal line. This

distinction is possibly without importance, except that it con-

forms to the usual findings at dissection. The result of this ar-

rangement, then, is to make the parietal pelvic fascia really the

tendon of origin for the levator ani muscle. So far as I can deter-

mine, the "white line" is not usually the point of origin for the

levator ani, neither is it the place "along which the pelvic parietal

fascia splits into the visceral pelvic fascia and the obturator

fascia, neither does it give origin to the anal fascia" (see later).

The " white line" is merely a thickening of the pelvic fascia along

a narrow tract from the inner surface of the pubis to the spine

of the ischium for the purpose of reinforcing the fascia at this

place and unquestionably taking up much of the strain of the
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Fig. 6.—Saggital section- of the pelvis of a female subject, a nullipara, about

seventy vears of age. Hardened in formaline, frozen and cut in the frozen state.

Small squares of paper were pinned over the subpubic arch and the tip of the

coccyx, also a strip of paper was placed within the vagina to make its lumen more
apparent, as the two walls were in such close contact they did not ditlerentiate

readily. Among other things, note the shape, position and relations of the bladder;

the position and course of the urethra; the course and relations of the vagina; the

horizontal course of the anal canal, and the less-than-a-right-angle formed between

the anal canal and the rectum; the size and shape of the ano-coccygeal and

perineal bodies; and the very much atrophied uterus, in a normal anteflexed and

anteverted position.
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pelvic load and swinging it between the two bony points just

named.

The Anal Fascia.—The anal fascia is usually described as a

thin layer covering the lower surface of the levator ani muscle

and arising from the obturator fascia immediately beneath the

"white line." As a matter of fact, this fascia is usually a well-

marked one, or if thin in places has several dense portions in it,

and, while it arises from the "true" obturator fascia (and not

Fig. 7.— C-i.ss£ciion of the female perineum. A. The pubis; B. the ischiopubic
ramus; C. the ischial tuberosity; D. the great sacrosciatic Hgament; E. the ex-

ternal urinar\' meatus; F. the orifice of the vagina; G. the tendinous center of the
perineum; H the anus; K. is placed on the levator ani muscle and in the ischiorectal

fossa; I. the perineal shelf. Upon it lie the superficial perineal vessels and nerves and
the sphincter vaginae muscle.

from the parietal pelvic fascia), this origin mav be half an inch

or more (sometimes almost as low as Alcock's canal for the

internal pudic vessels) below the level of the "" white line." With
a low origin the anal fascia may blend laterally ( as well as mesially)

with the deep layer of the triangular ligament. If it has a higher

origin, there is left a triangular osteofibrous space between the

anal fascia, deep layer of the triangular ligament and the ramus
of the pubes and ischium which is filled with fat. There is al-
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ways a considerable quantity of fat interposed between the leva-

tor muscle and the anal fascia along their outer portions, but me-

siallv the two structures become intimately blended about the

A

Fig. 8.—Dissection of the levator ani muscle, especially the pubo-coccygeal

(puborectal) ponion with its "Y-shaped" insertion into the perineal center and
the ano-coccygeal ligament. A. the symphysis pubis; B the tuberosity of the

ischium; C. opposite the vaginal oritice just above the metal hook; D. the tendinous
center of the perineum; E. opposite the anus; F. opposite the coccys; between
F. and E. is the sphincter ani externus; between F. and B. is the great sacrosciatic

ligament; in the centre of the picture is the ilio-coccygeal.

perineal center and the rectum. These three structures, the vis-

ceral pelvic fascia, the levator ani muscle and the anal fascia,
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form the pelvic diaphragm. Whatever concerns one affects all

three. While they may be separately dissected and demon-

strated along their lines of origin, at their insertion they become

so intimately interwoven with each other that it is no longer pos-

sible to demonstrate them as separate layers without severing

their interlocking fibers, and forming artificial planes of cleav-

age. This intermingling of fibers forms posteriorly the strong

pul/is

'^e^

Julreros

-m

hos ,1.

X"»i"S

Fig. 9.—Diagram to explain Fig. 8.

ano-coccygeal raphe, or ligament, centrally they assist in building

up a_^ dense fibromuscular mass between the rectum and the

vagina, the "perineal body," and passing into the rectum and
vagina they strengthen and thicken their walls (the rectum more
than the vagina).

The Perineal Shelf.—This partial partition at the front of the
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pelvic outlet is formed by the two layers of the triangular liga-

ment between which is inclosed the compressor urethrae (or

vaginae) muscle. These structures are attached laterally to the

Fig. io.—Female cadaver which showed a typical laceration of the pelvic outlet.

A. B. Opposite the posterior pair of caruncles which are widely separated by the old
laceration. This specimen shows the characteristics of a ruptured pelvic outlet.

The gaping orifice, the visable cystocele, the shortened perineum the tip of the
rectocele and the rela.xed anus are all apparent; C. opposite the clitoris; D. points
to the external urinary meatus.

ischiopubic rami and the ischial tuberosities. Mesially, the

superior or deep layer of the triangular ligament blends with the

visceral pelvic fascia, the anal fascia and ^\ith the other fibro-
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muscular elements of the perineal center. The compressor
urethrae (vaginge) muscle with the fibers of the deep transversus

perinei forms a muscular layer extending transversely across the

Fig. II.—Showing the flap-spHtting process by which the vaginal and rectal

walls are separated and the pubo-coccygeal portions of the levator ani muscle
exposed.

subpubic space from one ischiopubic ramus to the other. These

fibers pass behind (deep transversus perinei), and in front of
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the vagina (compressor vaginae), and the anterior fibers sur-

round the urethra (compressor urethrae). The inferior or super-

ficial layer of the triangular ligament is similar to the deep one

Fig. 12.—Sutures introduced into the pubo-coccygeal portion of the levator ani.

in its bony attachments. Posteriorly, it blends with the deep

layer, with Colle's fascia and with the central tendon of the

perineum. These layers of the triangular ligament with the in-
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tervening muscle close up the anterior or perineal portion of the

pelvic outlet, forming a strong but dilatable plane horizontally

disposed, which I should like to speak of as the perineal shelf, in

Fig. 13.—The sutures into the pubic portion of the levator ani have been tied.
This re-estabhshes the insertion of the pubo-coccygeus (pubo-rectalis) into the
perineal center, and at the same time obliterates the' rectocele.

order to drop lengthy descriptive terms and at the same time
convey some idea of its function. The perineal shelf is pierced
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Fig. 14.—The sutures which bring together the ruptured "perineal body" have

been placed and tied. The manner in which this builds up the perineum can be

easily demonstrated by consulting the preceding photographs. By these sutures

the insertion of all the superficial muscles into the perineal center is re-established

and the "perineal body" restored to its normal condition.
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by the vagina and the urethra and some minor structures which

do not require mention.

The Pubo-coccygeal Hammock.—By this term I wish to group

together parts which are usually described and considered sepa-

rately, but which are very closely related anatomically and func-

tionallv.

The pubo-coccygeal hammock is formed by the sphincter ani

externus and the sphincter vaginae which, stretching from the

pubis to the coccyx, form a veritable muscular hammock sur-

rounding, closing and supporting the lower portions of the rectum

(anus) and vagina. Separately considered, these muscles are

disposed as follows

:

The sphincter vaginae has its anterior attachment into the

crura and base of the clitoris and into the subpubic ligament

and the adjacent pubic arch; its posterior attachment is into the

central perineal tendon. The sphincter ani arises from the tip

and sides of the coccyx and the ano-coccygeal ligament, its

anterior disposition is into the central perineal tendon also.

The central attachment of these muscles deserves a more de-

tailed statement. We find here the fibers of the two sphincters

intimately blending with each other and, also, with the fibers

of the two transversus perinei, forming an interlacement of

muscular and tendinous fibers which, with those just mentioned
from the levator muscle and its fasciae and the structures of the

triangular ligament, produces a mass of muscular and fibrous

tissue which is described as the '"perineal body." It is placed

between the anus and the vaginal orifice, where it measures one

and five-eighths of an inch in an anteroposterior direction and
extends upward for one inch between the anal canal and the

vagina.

The anterior fibers of the sphincter ani spread out fan-shaped

and terminate not only as given above, but also by being attached

to the superficial layer of the triangular ligament. It requires

no stretch of fact or fancy to conclude that this ligament

answers as the tendon of insertion for a portion, at least, of this

muscle.

The pubo-coccygeal hammock is anchored and supported

laterally to a small extent by the comparativelv weak superficial

transversus perinei muscles. These pass between the central

perineal tendon outward and backward to the ramus and tuber-

ositv of the ischium.
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Fig. 15.—Suturing the flap formed of the posterior vaginal wail in a vertical

direction. A small gap is left at the posterior end of the incision.

Note that the posterior pair of carunculas, which are shown in Fig. No. 10 have
been brought in contact with each other, thus restoring the outlet to its normal con-
dition. In the living this line of suture should be made with No. 2 ten-day chromic
gut and placed in a neater manner than shown here.
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II. THE FUNCTION OF THE FOREGOING STRUCTURES.

The first statement I wish to emphasize is that while the

various structures participating in the closure of the pelvic outlet

have their own particular function, in their action, one cannot

be considered alone and separate from the other elements. They
all act in harmony and all to the same end, namely, for the pres-

ervation of the integrity of the pelvic outlet and in maintaining

intraabdominal pressure, whether it be in micturition, defecation,

copulation or parturition; or in resisting the increased action of the

abdominal muscles and the diaphragm in various other bodily

functions, as vomiting, coughing, sneezing and the like.

These features of the subject should be kept in mind

:

1. The pelvic outlet is closed by a diaphragm formed of three

intimately related structures: the visceral pelvic fascia, the le-

vator ani muscle and the anal fascia.

2. The anterior portion of the outlet is further reinforced by
the perineal shelf, composed of the two layers of the triangular

ligament inclosing between them the compressor urethras (vag-

inae) muscle.

3. Lastly, there is the pubo-coccygeal hammock formed by the

sphincter ani externus, sphincter vaginae and the transversus

perinei muscles.

These in whole or part are traversed by the urethra, vagina

and anal canal and by other structures not pertinent to our

consideration.

What is the mechanism by which they sustain the pelvic load?

We may note that if the female went on all fours and did not

assume the upright position it would take very little muscular

effort to block up the pelvic outlet and resist the intraabdominal

pressure, and even if in childbirth a torn canal resulted there

would not follow the dire results which now attend such lesions.

We must then examine the pelvis and its intrinsic parts in

the normal upright position. This is obtained by holding the

pelvis so that the anterior superior spines of the ilium and the

symphysis pubis are in the same vertical plane. By careful

examination of the living woman standing you will find that this

position is correct. Studying the pelvis and its contents in this

normal upright position, we are impressed with several im-

portant facts:

I . The " white line " forms an angle above the horizon of thirty-

three degrees. This angle is open to the rear.

6
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Fig. i6.—^Labia widely separated to show how the sutured posterior vaginal wall
does not (even in the cadaver) obstruct the vaginal outlet. In the living this exxess
of tissue will gradually disappear.
Note the depth of the perineal body. Compare with Fig. No. lo to see how the

perineum has been built up between the vagina and the anus.
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2. The iliococcygeal fibers of the levator ani pass only slightly

backward, but mostly downward into the rectum, ano-coccygeal

raphe and the coccyx.

That the pubo-coccygeal (pubo-rectal) portion of the muscle

takes a course almost horizontally backward around the vagina

to its insertion into the perineal center, rectum, ano-coccygeal

raphe and coccyx.

The coccygeus muscle can be disregarded in this consideration,

as it has no bearing upon the later aspects of the subject. It

merely completes the pelvic diaphragm by closing up the gap

left between the levator ani, great sacrosciatic ligament, the

side of the coccyx and the end of the sacrum.

3. The perineal shelf forms an angle with the horizon of only

3 to 5 degrees. The angle is below the horizon and opens to the

rear. The angle is so small that practically the perineal shelf

is in a horizontal plane.

4. The course of the vagina from the uterus to the surface is

either straight or very slightly curved, the concavity being

directed forward or the upper two-thirds maintains this forward

curve and the lower third turns slightly backward.

The vagina lies close to the pubic arch, being distant from it

(in formaline hardened specimens) seven-eights of an inch (the

urethra intervening). The posterior wall of the vagina is in

close contact with the anterior.

5. While the vagina and the rectum are in close contact

above the pelvic diaphragm, below this septum they rapidly

diverge.

This separation is caused by the abrupt backward turn that

the anal canal makes with the rectum. The angle between

these two portions of the gut varies from a little less to a little

more than 90 degrees. The distance of the apex of this recto-

anal angle from the subpubic angle is one and one-fourth inches.

The long axis of the anal canal is at an angle of 15 degrees or less

with the horizon.

6. The space between the anal canal and the vagina is filled in

by the perineal body, i inch in depth and if inches measured

along the perineal raphe.

7. The vaginal and anal orifices are inclosed within and

supported by the fibers of the pubo-coccygeal hammock, and

the center of the vaginal orifice at the hymen is one-fourth of

an inch lower than the center of the anus.
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WHAT PREVENTS PROLAPSE OF THE PELVIC VISCERA?

Examination of the specimens and investigation upon the

Hving show conclusively that the levator ani muscle and especially

its pubo-coccygeal (pubo-rectal) portion is the important con-

tractile element present.

Examination of the living woman with intact pelvic outlet

shows the two (anterior and posterior) vaginal walls in close

contact with each other; the anterior wall is so close to the sub-

pubic arch that it really appears to lie immediately against it,

except for the urethra intervening between the two along the

center.

By pressing strongly backward, the vagina is opened and the

two band-like bundles of the pubic portion of the levator muscle

will be felt on either side. If now the woman is asked to con-

tract her muscles you will feel the finger drawn up to the pubic

arch by the forcible contraction of these bundles as they draw

the rectum (recto-anal angle) and perineum forward. By this

mechanism the vagina is firmly closed. At the same time the

rectum, at the recto-anal junction is primarily closed laterally

by the contraction of these same bundles and draw^n bodily

forward tow^ard the pubic arch. The lower portions of both

canals are maintained in a closed state by the action of the two

superficial sphincters.

While the levator ani is the efficient cause for the closure of the

pelvic outlet, we must not lose sight of the fact that the upper

and lower fascia of the muscle greatly assist in this function.

These layers bind the rather loose fibers firmly together,

bridge over weak places in the muscle thus solidifying it and

conserving the action of the entire muscle. The strong hori-

zontal perineal shelf at the anterior portion of the outlet plays

an active part through its insensitive nature in sustaining the

pelvic load without fatigue, and the active muscular arrange-

ment forming the pubo-coccygeal hammock must contribute not

a little in assisting the pelvic diaphragm in its function.

III. LACERATIONS OP THE PELVIC OUTLET.

How Produced.—The lesions considered in this paper are

produced at childbirth by the passage of the child through the

parturient canal, either unassisted or aided by the use of the

forceps.

Probably the premature application of the forceps or their
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faulty adjustment or ignorant use contribute to the production

of tears of the pelvic outlet. Indeed, it is probable that the

rarer form of rupture of the levator ani muscle close to the pubic

arch is due solely to the cutting action of the blade of the badly

appHed or used forceps.

At birth, then, the child must pass through the pubo-coccygeal

(pubo-rectal) loop of the levator muscle, through the gap in the

perineal shelf, and through the vaginal sHt in the pubo-coccygeal

hammock.
This passage is usually made without any material damage

when the normal conditions affecting mother, child and time

prevail by the gradual stretching of the structures composing

the diflferent layers. However, there may be such a disparity

between the size of the child and the potential passageway or

the birth so precipitate that all the structures are torn through

into the rectum or into the ischio-rectal fossa. Between these

two extremes there are all grades of lacerations.

Extent and Location of the Lacerations.

Lacerations of the more superficial structures, i.e., the perineum

itself, independent of the pelvic diaphragm, may occur. When
these are shallow they produce no symptoms and need not

detain us. If of a more severe character—into the anus, for

instance—they may be dealt with by the operative procedure

given in the following pages.

The serious lesions are tears in the pelvic diaphragm, alone or

associated with those of the perineum.

These lesions are situated opposite the posterolateral angles

of the vagina and are usually bilateral, but the left side usually

suffers more than the right. When they are limited to one side

only, it is the left which is usually affected.

These lacerations extend for varying distances into the ischio-

rectal fossae, severing the pubo-coccygeal (pubo-rectal) bundles

of the levator muscle, the transversus perinei deep and super-

ficial, the triangular ligament and the common attachment of

the sphincter ani and sphincter vaginae.

If the rupture is in the median line the parts are severed

toward, up to and even into the anal canal (possibly into the

rectum). If the rarer form of laceration is present, the pubic

portion of the levator muscle is torn off close to its origin from

the pubic arch. Cervical lacerations, rupture of vessels and

damage to the urethra, bladder or other parts are not considered

in this connection.
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IV. EFFECTS OF PELVIC LACERATIONS.

• Superficial median tears produce no symptoms and require

no treatment. Lesions of the pubic portion of the levator ani

muscle and fasciae, unless repaired at their inception, will be

followed by very serious results as the action of the most impor-

tant portion of the muscle is lost. The rectum is not drawn

firmly against the vagina and both against the subpubic arch.

There is, therefore, no support to the anterior wall of the rectum,

neither is there any posterior support for the vagina. This loss

of sustaining force is felt by the rectum, vagina, bladder and

other pelvic viscera. Beginning with the lowest structures

and working upward, these viscera gradually fall out of the

pelvic cavity through the gap left between the subpubic arch

and the ilio-coccygeal loop of the levator muscle. The extent

of their fall is limited only by the length to which the ligaments,

vessels and nerves which pass to them will stretch in the given

period of time.

This fall is aided by the intraabdominal pressure from above.

There is thus produced the ordinary rectocele, cystocele and

pouting vagina. Later the uterus and its adnexa and the

remaining contents of the pelvic cavity participate in the down-

ward movement.

In speaking of the supporting function of the pelvic floor I

have used the term of the "pelvic load " because the weight to be

borne is not merely rectum and vagina alone, nor bladder and

uterus, but it is in reality the entire column of visceral structures

which reach from the pelvic floor to the diaphragm, plus the

force exerted by the contracting muscles bounding the abdominal

cavity in producing and maintaining the intraabdominal pres-

sure. When the pelvic floor is incompetent to sustain this

load there is a displacement of it downward, and the parts to

show this displacement or prolapse first are those in closest

proximity to the breach in the floor. While Nature has arranged

to support these organs by numerous ligaments and vessels

with the enveloping connective tissue, and the}- fully perform

this function while the pelvic floor is intact, and while they can

support the load for a time even if the pelvic floor is damaged,

yet, after a variable time in this last condition, these ligaments

gradually stretch, the viscera drop downward and a condition

of prolapse of the organs becomes evident. The superimposed

abdominal viscera also share in this downward movement.
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Diagnosis of Pelvic Lacerations.—Inspection shows a pouting,

swollen, open vaginal orifice, through which may be seen the

tip of a rectocele and a cystocele. The anus is relaxed and

prominent.

The interval between the vaginal and anal orifices may be

greatly reduced and even destroyed.

A cicatrix fills the interval between the posterior extremities

of the labia. The anterior limits of this cicatrix is usually

indicated by the most posterior pair of caruncules. (These car-

uncules also indicate the points between which the muco-

cutaneous incision extends.)

Digital examination confirms the general thickening, swollen

and lax state of the parts. The cervix will usually be encoun-

tered close to the vaginal orifice. Pressure backward encounters

no resisting pubo-coccygeal bundles of the levator ani, and, upon

voluntary effort by the patient, there is no muscular action of

these fibers to compress the vagina, and to draw the rectum

(recto-anal angle) forward toward the subpubic arch. There

is only a weak lifting of the anal portion of the perineum, due

to the action of the iliococcygeal portion of the muscle. A
finger in the rectum finds the anterior wall of the recto-anal

angle ballooned out and projecting downward and forward into

the vagina as the rectocele. A sound in the bladder shows that

there is a similar pouching downward and backward of its base

so as to produce the cystocele.

The uterus and adnexa in the early stage of the process may
show no disturbance in position, but later they all share in the

downward movement, and this may go on until the uterus

projects through the vaginal orifice, and the adnexa are prolapsed

into the funnel-shaped pouch of Douglas. Between these ex-

tremes there are all degrees of displacement. Prolapse of the intes-

tines will be sure to keep pace with the fall of the pelvic viscera,

and all sorts of abdominal ptosis may be associated with a rup-

tured pelvic outlet.

REPAIR OF PELVIC LACERATIONS.

This paper is confined to the treatment of pelvic lacerations,

even though such lesions are followed by all the pathological

conditions mentioned above, as cystocele, rectocele, uterine dis-

placements and numerous other pelvic conditions. I do not

intend to rehearse all the measures which should be instituted

for the relief of such conditions as it would undulv lengthen this
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paper and confuse the real point I wish to emphasize, viz., the

proper repair of the ruptured pelvic floor.

Besides the operation advocated for this lesion, the other patho-

logical states demand surgical treatment, and, although these

measures will not be outlined here, it is understood that they should

be done.

The mechanical features of rectocele, cystocele, displacements

of the uterus, tubes and ovaries; the functional ones of consti-

pation, disturbed micturition, abnormal menstruation, conges-

tion and inflammation of the pelvic viscera; and the mental ones

of growing discomfort to actual distress in the pelvic region and

reflected areas, bring the woman with a lacerated pelvic outlet

to the operating table.

Until Emmet made the distinction clear between lacerations

of the levator muscle and the "perineal body," the operations

proposed for the relief and cure of these conditions had no ana-

tomical or logical foundation. Emmet demonstrated that there

could be an extensive tear of the "perineal body" without any

other symptoms objective or subjective, and, that there were

cases with intact perinei in which existed prolapse of all the pelvic

organs.

The essential distinction is as has been already pointed out that

in the latter case the levator muscle has been torn while in the

former it remains uninjured.

The lesion then is situated in the pubo-coccygeal (rectal)

portion of the levator ani muscle. It is usually at the postero-

lateral angle of the vagina, and it may be unilateral but is usually

bilateral. Median tears may also exist. The treatment of these

conditions is the same. The problem is how to expose the

parts and repair the damage.

There have been any number of operations proposed, but they

all may be grouped under two classes, denudation and flap

splitting. While I have performed both operations many times,

the]^denudation method first and later the flap-splitting operation,

I must say that to my mind, the latter plan is the only one which,

when carried out to the extent here advocated, will fulfill all the

indications demanded.

It is founded on true anatomical and surgical principles, and

the results prove its correctness.

By the flap operation no tissue is lost, the exact site of the

lesion is exposed, viz. : the levator ani and its enveloping fasciae,

the sphincter ani and the transversus perinei. The operation is
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easy of execution and rapidly performed. All sutures are buried

and do not require removal.

The Operation.—The incision is made with scissors along the

mucocutaneous border of the vaginal orifice, from the anterior

margin of the cicatrix on one side to a similar point on the other

side. This forms a "U-shaped" incision.

With scissors and fingers the vagina and the rectum are quickly

separated from each other, from the perineum to the highest

point of the rectocele, and laterally so far outward as to sever

all the cicatricial bands and fully expose the margins of the leva-

tor ani muscle. Two or three chromic gut or kangaroo sutures

are placed in the margins of the levator ani, taking care to pass

the needle outward, deeply enough to get a firm hold of the mus-

cle and its fasciae. The number of sutures depend upon the width

of the gap to be corrected, and no fixed number can be given
;
place

enough to obliterate the rectocele and properly close the gaping

vagina.

Control hemorrhage, which will be quite free, but as it is mostly

venous pressure and hot sponges are usually sufficient, and tying

the sutures in the muscle will arrest what remains. Next place

one, two, or three sutures of the same material in the lateral

surfaces of the wound superficial to the levator muscle. These

sutures are placed deeply and they must necessarily without

further dissection, gather up the sides of the severed perineal

body and bring once more into a central insertion the sphincter

ani externus, sphincter \aginae and the transversus perinei muscles,

and, furthermore, they will also reunite the deeper parts of the

perineal shelf.

The operation is finished by suturing the "U-shaped" incision

vertically with No. i or 2 ten-day chromic gut. There is a small

gap purposely left at the posterior angle of the incision for drain-

age, as there will be some oozing for the first twenty-four hours.

The redundant flap of vaginal tissues is tucked into the vagina and

the operation completed.

This operation gives perfect and complete exposure of the

damaged structures at the site of the lesion. The reformation

of the central attachments of the various structures of the^pelvic

diaphragm, perineal shelf and pubo-coccygeal hammock cures the

rectocele, restores the vital action of the pubo-coccygeal bundle,

brings the posterior wall of the vagina forward against the

anterior, narrows the vaginal canal to its proper size, reforms

the pelvic floor, furnishes a firm support for the intraabdominal



1022 bissell: removal of calculi from female ureter.

pressure and a solid basis for any further work upon displaced

pelvic viscera.

If such a repaired outlet is carefully examined two or three

months or years after the operation you will notice these points

of improvement. The vaginal orifice is not gaping but closed.

There is the normal space between the vaginal and anal orifices,

and the perineum has its normal contour. A finger in the vagina

shows its two walls in contact, and if the muscle is called into

action the finger will be carried against the subpubic arch by the

forward movement of the rectum (recto-anal angle). Further-

more, the perfection of the result is asserted by the patient and

proved by subsequent childbirths.

1 1 25 Madison Avenue.

THE INTRAABDOxMINAL ROUTE FOR THE REMOVAL
OF CALCULI FROM THE PELVIC PORTION OF

THE FEMALE URETER.-
BY

DOUGAL BISSELL, M. D.,

New York.

(With Four Illustrations.)

The longitudinal division of the ureter for the purpose of

exploring its lumen, or removing calculi, technically called

ureterotomy, has been accomplished through various routes

but the object of this paper is to advocate the removal of calculi

from the pelvic portion of the female ureter by the intraabdomi-

nal or transperitoneal route.

Since Novaro (i) first demonstrated in the human subject the

possibilities of combined intra- and extraperitoneal ureteral

surgery, through the intraabdominal route, little has been ac-

complished to recommend it as the route for selection. Although

the authorities (2) are almost unanimous in their condemnation

ofnt, claiming that the risk of contaminating the peritoneum is

altogether too great, I am of the opinion that it possesses advan-

tages with less risk than is supposed.

Gynecological work of to-day is chiefly intraabdominal.

The knowledge of pelvic pathology and familiarity with pelvic

anatomy and perfected operative technic make the gynecologist

especially fitted for intraabdominal ureteral surgery. So well

able is he now to protect the peritoneum from possible infection

*A thesis presented before the American Gynecological Society, at Philadelphia,

May 26th 1908.
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or limit the area of contamination, that he should no longer

hesitate to operate within this cavity if by so doing he can insure

an exactness not otherwise obtainable, ^luch of the work upon

the pelvic portion of the ureter has been done upon the female,

and our knowledge of ureteral anastomosing has been derived

chiefly from this source. The results obtained have been most

encouraging, yet we do not designedly explore the ureter or re-

move foreign bodies from it by this route, with which we are most

Ston

Point of instru-
ment in vagina

vault

Fig. I.—In the reduced radiograph the shadow of the thickened ureter is lost,

and that of the stone ver\- faint. The instrument indicates the direction of the
vagina, and its point touches the thickened portion of the ureter.

familiar, and where we daily combat the many sources of possible

danger.

The following history is that of a case of impacted ureteral

calculus, situated near the middle of the pelvic portion of the

right ureter, the removal of \\ hich was planned and executed intra-

abdominally, through the median incision:

Mrs. C, referred to me by Dr. W. Allan Bartlett, was ad-

mitted to the Woman's Hospital on September 9, 1907, aged
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thirty-nine years, married, two children, one miscarriage. Last

menstruation, vSeptember 6, 1907. She gave the history of hav-

ing been ill oflf and on for fifteen months. At intervals of one

to three months she would have "gnawing" pains in region of

right kidney, lasting on each occasion several days. A chill

generally accompanied the attack. No pus, blood or "gravel"

was seen in the urine till two months ago, when these appeared

Fig. 2.—Stone in situ. Ureter incised. Peritoneal flap separated from
region of ureter.

with frequent and painful micturition. There was more or less

distress in the region of the appendix. Appetite and general con-

dition good, but within the past few months had lost ten pounds.

Previous health good; no history of cough. Great-grandfather

died of tuberculosis. On admission, temperature was 97.2°;

pulse, 116; respiration, 20.

Vaginal examination revealed a pronounced thickening along
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the vesical portion of the right ureter, which thickening could be
traced as high up in the vaginal vault as the finger could reach.

The vesical portion of the left ureter was also thickened, but not to

the same degree. No marked pain was elicited on pressure in the

vaginal vault, but on bimanual examination pain was elicited

deep in the right pelvic region.

Report of Urine.—Specific gravity, loi i ; reaction slightly acid

;

oxalates in ;olution not increased; indican, large amount; phos-

phates absent; urates absent; uric acid absent; calcium oxalate

absent; few red blood-corpuscles; large amount of pus; casts ab-

sent. Examined by E. E. Smith.

The radiograph by Dr. L. G. Cole showed a shadow along the

entire line of the pelvic and vesical portions of the right ureter.

In the middle of the pelvic portion this shadow was intensified.

Fig. -.\rtual size of stone.

There was a slight shadow of the vesical portion of the left ureter.

No shadow was seen in the kidney regions.

Through the cystoscope the bladder wall was seen to be studded
with innumerable little cysts, and the mucosa greatly hypertro-

phied. The region about the mouths of the ureters was so engorged
that it was impossible to catheterize either ureter.

The diagnosis was ureteritis, with phosphatic deposit in the

right ureteral mucosa. Probable impacted stone in the pelvic

portion of the right ureter.

The operation was performed September lo, 1907. A median
abdominal incision 10 cm. in length was made. A digital ex-

ploration of the right pelvic region discovered an impacted stone

in the middle third of the pelvic portion of the right ureter, or

about 7 cm. from the pelvic brim. The entire ureter up to the pel-

vic brim was found markedly thickened. There was little or no
thickening of the left ureter beyond the base of the broad ligament.
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The uterus, ovaries, and tubes were normal. The entire bladder

wall was greatly thickened.

The patient was placed in an extreme Trendelenburg posture.

The intestines gravitating toward the diaphragm were kept away
from the pelvis by means of gauze pads. Other gauze pads were

Fig. 4.—Showing the fingers in the vagina and at the base of the retroperitoneal

space to direct puncture through vaginal vault for provisional drainage.

placed so as to cover the entire pelvic peritoneum, excepting the

region of the right ureter. The right ovary was penetrated with

a catgut suture and anchored to the tissues above the right broad

ligament, the object of this being to remove the ovary and tube

from obstructing the view of the ureter. The entire pelvic por-
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tion to the base of the broad hgament was then clearly seen,

and the position of the stone was easily discerned, even by the

spectators.

The plan adopted to remove the calculus was as follows: An
incision of the peritoneum was made at a point about 3 cm. above

the site of the calculus. This incision was continued several

centimeters in both directions parallel with the ureter. The

peritoneum was then grasped with a long forceps and separated

from the adjacent pelvic tissues, exposing the ureter several

inches. Intraperitoneally the ureter could be easily recognized

to and beyond the brim of the pelvis, and in order to avoid a

leakage of the damned up urine in the duct upon the extraction

of the stone, a probang sponge was placed upon the ureter

where it passed over the pelvic brim. A longitudinal incision

was then made in the exposed ureter immediately over the calcu-

lus, and through this the calculus was removed. Through this

ureteral incision a ureteral catheter was passed upward to the

kidney (the probang sponge being removed to allow its passages),

and 3^ ounces of thick, purulent fluid were drained from the pelvis

of the kidney. The pelvis of the kidney was then washed out

through the catheter until the fluid returned practically clear.

By this means it was determined that the right kidney was

the probable seat of pathological changes, which supposition

proved subsequently to be the case.

Examination of the urine drawn showed chiefly pus, no

tubercle bacilli, and but a few staphvlococci. The catheter

was next passed downward and into the bladder; it me- with no

real obstruction, but there was noticed a slight resistance near

the beginning of the vesical portion of the ureter, which was
probably due to some phosphatic deposit in the hypertrophied

mucosa of that portion of the duct.

The patency of the entire canal thus being insured, the

ureteral incision was closed with eight Xo. o plain catgut sutures,

each penetrating the walls of the ureter down to the mucosa.

The next step was to continue the separation of the peritoneal

flap by blunt dissection with the finger along the line of the

ureter to the vaginal vault. A finger of the other hand was

placed in the vagina, and at a point where these fingers met a

puncture was made and provision for drainage established by

means of a narrow strip of iodoform gauze. The flap of the

peritoneum was then sutured to its original position with Xo. o

catgut, and the ovary and tube replaced.
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The calculus was of phosphatic character, i^l cm. in length

and I cm. in diameter, and dry weight 4^ grains.

The appendix was next examined and found to be markedly

diseased and removed. It might be here stated that some
time previous to this operation a diagnosis of appendicitis

had been made by another surgeon and the operation seriously

considered. The microscopic examination of the appendix

showed positive pathological changes, thereby establishing the

previous diagnosis. Had an extraperitoneal method alone

been adopted, opportunity would not have been afforded for

the examination or removal of this organ.

The abdomen was closed in the usual manner. The strip

of gauze in the vagina was removed in thirty-six hours. No
leakage; recovery.

The case related presented, at time of operation, every element

of danger feared by those who consider the intraabdominal

route unjustifiable—yet its success was absolute. In considering

the method of attack I was persuaded to adopt the plan here

described because my familiarity with the intraabdominal

route gave me a confidence which I could not have possessed

in any route less familiar. By the use of Trendelenburg's

posture I gained an unobstructed view of the pelvic floor. By
the proper placing of gauze pads the peritoneum was well pro-

tected. The organs brought into view could be examined and all

associated pathological conditions corrected. While these

advantages were important factors in selecting the route, the

device adopted to enable me to work retroperitoneally upon

the ureter was of primary importance. I objected to the extra-

peritoneal methods because the incision involved more extensive

tissue area, with greater liability to injury to important struc-

tures. They offered but a limited field for vision and reparative

work upon the ureter, and no opportunity to examine adjacent

organs or to correct associated pathological conditions that

might exist intraperitoneally. Also, if the peritoneum about

the calculus be damaged as the result of erosion or ulcerative

change, it would be difficult to appreciate this damage, and

even more so to protect properlv the peritoneal cavity if acci-

dentally invaded.

The feature of special importance in the method adopted,

and that which placed the ureteral work out of the field of

intraperitoneal surgery, strictly speaking, was the peritoneal

flap secured from the region immediately above the ureter in
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such a way as to create a roomy retroperitoneal space in which

ureteral work could be easily accomplished. This flap could be

so manipulated as to make an effectual barrier to possibly septic

urine, if at any time such escaped through the ureteral incision.

From behind this flap the stone could be removed with safety,

and the entire ureteral canal also explored and the pelvis of the

kidney catheterized with surprisingly little difficulty. Not
only could the pelvis of the kidney be drained, but if so desired,

as was done in this case, it could be thoroughly irrigated through

the end of the catheter which extends out of the abdominal

wound. Conditions are usually such as to admit of the for-

mation of this retroperitoneal space, which space can always be

so extended as to form a junction with the vaginal vault, thereby

insuring an extraperitoneal vent for leakage. Although a good

view is afforded of almost the entire length of the ureter through

the intraabdominal route, the removal of a stone and the repair

of the ureter in the broad ligament portion becomes more and

more difficult as we approach the vesical portion. When,
therefore, a stone is found lodged at a point where manipulation

posterior to the broad ligament is difficult, the severing of the

round ligament and separation of the surfaces of the broad

ligament down to its base (similar to the way described by me
in 1 90 1, for ureterovesical grafting) will furnish a large retro-

peritoneal space in which work upon the ureter can be accom-

plished with equal ease. These ligaments should be restored in

the manner advocated by me in operating for retrodisplacements.

If the stone is situated in close proximity to the base of the

bladder—that is, immediately below the uterine artery and

about the plexus of veins derived from the lower part of the

uterine and the upper part of the vaginal plexuses—difficulties

and dangers may be encountered which may make the work
hazardous; under these circumstances ureteral lithotomy, per

vaginam, or suprapubic cysto-ureterotomy should be considered.

If a movable stone is discovered above the pelvic brim during

an intraperitoneal operation, its passage into the pelvic portion

of the ureter should be encouraged and its removal accomplished

according to the method here described.

There is diversity of opinion regarding the necessity for

suturing when lithotomy has been performed through the

longitudinal incision of the ureter. Van Hook and others

think it unnecessary; that the wound always takes care of itself

kindly, and should be abandoned with drainage (3). I fail to

7
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appreciate the advantage of purposely leaving conditions such

as will encourage either a temporary or permanent fistula, and

believe that, with the surgical knowledge now at our command,

it is our duty to repair the ureteral incision in order to lessen

the chances of either or both. If the work is done with the

same exactness as is demanded under all other surgical conditions

we can reasonably expect the same result. The causes of

failure may usually, with justice, be ascribed to the inexactness

of the work, either because of the want of skill on the part of the

operator, or the difficulty of manipulation through the side

incision when the pelvic portion of the ureter is the seat of

operation.

Little or no tension on the sutures follows the longitudinal re-

pair; therefore, soluble No. o plain catgut, which will keep

in apposition the cut edges of the wound thirty-six or more

hours, is all that is necessary. Such material has the advantage

of dissolving, should union fail, thereby lessening the liability

to future complications. A wound which heals by granulation

contracts, and the slightest encroachment upon the caliber of the

Ureter necessarily increases the liability to lodgment of calculus,

should it recur.

The same principles govern drainage here as govern all other

cases where the question of drainage is to be considered. If

the operator has not previously protected the neighboring peri-

toneal surfaces, and thus limited the field of possible contamina-

tion to the immediate area involved, the drain is of questionable

value. In the case related the strip of gauze was placed in the

retroperitoneal space, extending into the vagina, with the double

object of providing for possible ureteral leakage, or drainage of

any infectious material which might have been deposited re-

troperitoneally at time of operation. Had the surfaces become

contaminated intraperitoneally, I should have provided, in ad-

dition to the retroperitoneal drain, an intraperitoneal drain,

passing it through Douglas' cul-de-sac, also into the vagina.

Symptoms of ureteral calculus sometimes simulate those of re-

nal calculus; blood and pus are usually found as prominent symp-

toms in both, and pain is also a common symptom. When the

stone is situated within or upon the kidney structure, the pain

is usually dull and subacute and referred to the region of location,

but when situated in the ureter, the pain (usually spasmodic or

"colicky") may be referred to either the ureteral or kidney

region, its severity varying with the amount of ureteral distention
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which, in turn, depends on the amount of obstruction. When
particularly severe along the course of the ureter, it is usually

consequent upon the change of position of the stone, due to

accumulated pressure in the ureter.

When the stone is located at the base of the broad ligament

within reach of the finger, distress is usually elicited upon
examination. Shadows in the ureteral region may be due to

other causes than calcuH. Leonard (4) has shown that certain

small shadows in the tract of the ureter were occasioned by the

presence of phleboliths or calcified lymph glands. Caldwell (3)

believes that the shadow may sometimes be due to a sesamoid
bone, such as is occasionally found in one of the obturator ten-

dons. Seelig (6) misinterpreted a shadow of a concretion in the

appendix and operated for a stone in the right ureter. Calcified

areas in the ovary may also be misleading. Lilienthal (7),

in an article on ureteral surgery, draws attention to the possi-

bility of error in determining by radiograph the exact position of

the stone. As he states it, "The angle of the projection line of

the calculus with the plane of the plate may give rise to error

in localization." This mistake, if made by an operator under-

taking to remove the calculus from the pelvic portion of the ure-

ter, through the side incision, may result in confusion; but if the

intraabdominal route is chosen, this error is of little consequence.

A nonimpacted ureteral calculus may change its position from
day to day, and at time of operation it may differ materiallv from
that depicted at time of radiography, but the change of position

will not be misleading if the intraperitoneal route is adopted.

The -v-rays may Ije corroborative or suggestive, but are not alway
a source of positive information. Conditions at times will so

confuse even the skilled interpreter of the radiograph as to make
him unwilling to express a positive opinion concerning the exist-

ence or nonexistence of a stone. However, it is a source of

possible information, and should always be made use of.

"Ureteral catheterization upward from the bladder

may detect an obstruction and localize its situation, but it can-

not always differentiate a stone from stricture of the ureter" (8).

Howard Kelly's wax-tipped catheter, valuable as it is, does not
always furnish the desired information. Moreover, cases arise,

as in the one under consideration, where catheterization of the

ureter upward from the bladder is practically impossible, on
account of the extreme hypertrophy of the bladder wall.

Bovee (9) reported, in 1905, a successful intraabdominal oper-
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ation for the removal of a very large ureteral calculus, situated

at the base of the right broad ligament. The celiotomy was not

done with the expectation of finding a stone (the mass felt per

vaginam not being considered such), but the removal through

this route was justifiable; to have resorted to any other route

would, in my opinion, have given more difiiculty and subjected

the patient to greater danger. The technic he adopted is open to

criticism. The incision in the ureter was made directly upon the

mass, and on the removal of the stone a certain amount of the

ureteral contents escaped into the peritoneal cavity. The sur-

faces of the broad ligament could have been separated so as to

have protected the peritoneal cavity, and through this retro-

peritoneal space so created provision for leakage established per

vaginam, avoiding thereby intraperitoneal drainage. The repair

of the ureter was made wdth two layers of sutures, while one passed

through the entire ureteral structure down to the mucosa is

sufficient to insure apposition and union. Bovee further ex-

presses the opinion that if a stone with rough surfaces be lodged

at any one point for a considerable time, occasioning a corrosive

action upon the ureteral wall, it should be removed through an

incisipn at some point above the lodgment, as such erosion will

interfere with union if the operation is done at the point of lodg-

ment. But a stone which w^ould, from size or roughness, cause

erosion of the ureteral wall, w^ould also, on being removed through

an opening at some point abvoe its lodgment, inflict damage to

the mucosa between these points. The stone removed in the case

reported by me was much larger than the caliber of the ureter;

it was also rough and embedded in the mucosa ajid showed every

evidence of having been lodged, where discovered for a consider-

able time. It was removed, as stated, at the point of lodgment,

with resulting primary union.

In a recent article by John H. Gibbon (lo) there is described a

procedure adopted by him, which combines intraabdominal

and extraperitoneal methods. He opened the abdomen through

the right rectus muscle for diagnostic purposes, and after

exploring the pelvic ureteral region with the finger and dis-

covering the exact location of the stone, he proceeded to attack

it in the following manner

:

On the outer side of the wound the peritoneum was stripped

down to the ureter. The ureter was then dislodged and forced

up by the finger within the abdominal cavity to a position in the

extraperitoneal space, which allowed of an incision of the ureter
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and extraction of the stone. The ureter was not brought into

view; therefore, the operation was done by touch, suturing not

being attempted. A strip of gauze was passed down and to the

ureteral opening. The peritoneum was completely closed with

catgut, and the other layers united, excepting at the lower angle

of the wound, where the gauze made its exit. While recovery

followed, leakage of urine continued for more than a month.

Gibbon's method offers the same difficulty in suturing as do all

extraperitoneal methods.

The only advantage which such a combined method possesses

over the extraperitoneal methods is the opportunity afforded

by the exploring finger within the abdominal cavity to locate

the position of the stone and determine the existence or non-

existence of pelvic complications. If complications are dis-

covered, the abdominal wound must then be enlarged. Under
these circumstances it offers an advantage in common with the

intraabdominal method here advocated.

Though the removal of a stone with recovery may justly be

considered a surgical triumph, success from the patient's stand-

point depends entirely upon the relief of all symptoms. It is

not uncommon, after correcting a given pathological condition,

to find the ultimate result of the case unsatisfactory because of

an associated disease left uncorrected.

It should, therefore, be our aim to adopt, when possible, such

a method as will give opportunity for the correction of any

and all pelvic lesions.

APPENDIX.

Since the completion of this article, there has appeared an
article by Dr. Gerry R. Holden (a), in which the intraabdominal
route is advocated when the calculus is situated in the broad
ligament portion of the female ureter.

In the case he relates, hovvever, the intraabdominal route
was not adopted until after an unsuccessful effort was made to

remove the calculus through the side incis on.

His arguments in support of the intraabdominal route are

practically those I have presented; but he limits its usefulness

to that portion of the ureter situated at the base of the broad
ligament. The case reported by me shows that this route is

applicable to the removal of calculi situated practically in any
part of the pelvic portion of the ureter. The removal of an
ovary and tube in order to secure a better view, as advocated
by him, is, in my opinion, an unnecessary sacrifice. In support
of this position I would refer to my work on utero-vesical graft-
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ing (6), when neither organ was sacrificed although the field of

operation was at the base of the broad ligament between its

surfaces.

The separation of the peritoneum by Dr. Holden, along the

abdominal wall, from the field of ureteral work to the lower

angle of the abdominal incision, can hardly be considered a

necessary procedure, when ample provision for drainage had
already been made retroperitoneally per vaginam.

John F. Erdman has, in a recent article, cited additional

evidence in support of the view that ureteral calculus may be
mistaken for a concretion in the appendex, and vice versa.
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SOME OLD FALLACIES IX RETROVERSION
SURGERY REVIVED.

'

BY
A. GOLDSPOHX, M. S., M. D.,

Chicago.

Professor of Gynecology at the Post-Graduate Medical School, and Senior Surgeon, Evan-
gelical Deaconess's Hospital. Chicago.

The last decade of the nineteenth century \vas a memorable

period in gynecology for the large amount of rather riskful and

experimental surgery for retroversion and retroversioflexion of

the uterus. Ventrofixation, ventrosuspension, vesico- and vagi-

nofixation, and notably the intraabdominal shortening of the

round ligaments by the Mann and other forms of doubling them
upon themselves, were all extensively tried and mostly discarded,

either because some of them caused serious and unexpected

obstructions to child-birth and numerous deaths from that cause,

or because the uterine displacement recurred altogether too

frequently, both before and particularly after intercurrent preg-

nancy and labor. The principal structure that was made use of

as a means to an end in the surgical reconstruction, was the

peritoneum. Its capacity for two continuously and firmly ap-

proximate surfaces to unite and its thinness and loose attach-

ments which enable it to pull out and stretch to form bands,

soon brought the peritoneum into this service. But it was soon

discovered (what the writer called attention to eight years ago),

that such supposedly sero-serous unions often became fibro-

fibrous junctures or bands, because of the round cell infiltrations

and connective-tissue formation which follow slight infections at

the time of operating; so that serious barriers to parturition arose,

sometimes after careful and considerate operating.

Again, owing to the variable and unknown degree of interfer-

ence with the blood-supply of the parts by the sutures which hold

them temporarily together, no operator can certainly determine

by any suture material and sutures most carefully chosen and
placed, how extensive a union or how strong a band he will

develop nor how long it will hold. And, furthermore, what
deals a death-blow to the peritoneum and all its foldings, plica-

tions and attachments, for the cure of uterine displacements

permanently, is the fact that pregnancy during its long period

I Read at the twenty-first annual meeting of the American Association of

Obstetricians and Gynecologists, at Baltimore, September 22-24, 1908.
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of gestation practically wipes out all these folds, plications and

fixations, if they are really harmless and do not trespass upon its

right-of-way, and the good of such surgery ends with the next

following parturition. Accordingly, the evanescent nature of the

cure of the displacement on the one hand, that resulted when a

technic of operat'ng upon these peritoneal structures was chosen,

that would probably not cause obstructions to subsequent child-

bearing and labor, and the numerous parturient disasters on the

other hand, that followed when the surgical procedures upon the

same structures aimed at greater certainty and permanence of

the anatomical result, caused most careful workers in this field

to look for some more harmless, effective and certain structures

than the peritoneal parts, to utilize surgically for the cure of this

common disorder. This they found in the round ligaments of the

uterus. These structures being composed mostly of nonstriated

muscular fiber, derived from the uterine walls, and blood-vessels,

are a part of the uterus itself; and, as such, undergo with it ii.s

physiological metamorphoses incident to child-bearing—namely,

evolution during gestation, and involution after labor.

Some years ago two Germans almost at the same time and in-

dependently made the discovery (pertinent to Cesarean sections),

that the round ligaments grow evidently in every pregnancy, and
can be felt at term when the abdominal wall is not too much
loaded with fat and its muscles are relaxed, as structures ap-

proaching the size of a finger; and that from their upward course,

whether more parallel or diverging from each other, it is possible

to infer whether the placenta, in a mature case, is probably at-

tached to the anterior or to the posterior side of the uterus

respectively. The anatomical nature and physiologic capacity

of these ligaments make them a really live and rather intelligent

medium for the purposes here aimed at; in comparison with

which all peritoneal attachments, plications and bands (so-called

artificial ligaments) are dead things deserving recognition in the

domain of pathology only, as kindred of other bands and ad-

hesions produced by disease and not willfully by misguided sur-

geons. The unique and crowning feature of great value in the

round ligaments is their capacity or nature to undergo involution

with the uterus after labor. This supplies really the only pos-

sibility for a permanent cure of retroversion—one that will

endure beyond subsequent child-birth, for all fixations and bands
of a peritoneal or other source have no capacity to retract after

labor.
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What I have so far stated is rather generally known and ac-

cepted by most careful and intelligent men who have had any
considerable experience in this direction. To them the round

ligaments are the preferrable medium of choice in dealing with

these displacements, and the more recent question of how to use

them has also been decided in favor of (firstly) some one of the

numerous variety of transplantation of the round hgaments into

the abdominal wall, when median ventral section is made, and

(secondly) shortening of them via the inguinal canals, when com-
plications are absent in the case and no other intraabdominal

work is needed. So satisfactory are the results of these methods,

in both of which the thick end of each ligament is brought into the

principal service, that they will remain no doubt as standard.

'The persistent backache" that Dr. Coffey charges these opera-

tions with, he alone seem to have found following them. Never-

theless, an elaborate article was presented before the Chicago

Surgical Society some six months ago and later appeared in

"Surgery, Gynecology and Obstetrics," entitled, 'The Principals

on which the Success of Surgical Treatment of Retrodisplacements

of the Uterus Depends," by R. C. Coffey of Portland, Oregon.

The author's principal theme is, that the peritoneum is the

chief and all-important structure from which the supports or

ligaments are derived that hold the stomach, liver, intestines,

spleen, and all the female generative organs in their places. By
numerous good illustrations, he traces the embryological develop-

ment of these supports, by uniting where they double upon them-

selves, while the endothelium is absorbed, pari passu, with the

growth of the intestinal tube and the formation of its convolu-

tions. The author concludes that because each viscus has a

peritoneal mesentery that is capable of holding many times more
than the weight of its respective organ without tearing; there-

fore, the mesentery is the chief support of each organ, including

the uterus. This conclusion is doubtful because the numerous
cases of enteroptosis and the hke, in persons with relaxed and
defective abdominal walls, indicate that the retentive function of

the abdominal wall is probably of equal, if not of greater impor-

tance in preventing undue elongations of the various mesenteries.

Xext, Dr Coffey states that he has by numerous animal ex-

periments confirmed (what we have usually beheved) that when
two peritoneal surfaces are held continuously and firmly together

as by interrupted sutures, they will unite and form one layer with
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obliteration of the intervening endothelium, this scarcely anyone
will deny. But when he declares that the broad ligaments of

the uterus, as a mesometrium, and especially their anterior blades,

are the most important and natural thing to hold the uterus in its

anteverted position, and that shortening of these blades by pli-

cation is the most rational and effective surgical method of cure

for a retroversion, then we must protest that he is drawing an

unwarranted conclusion from experiments upon the peritoneum

of abdominal organs, none of which have similar functions nor

undergo such changes as does the uterus. Furthermore, all good

effects of his plication operation, upon the front blade of the broad

ligament, will terminate when the next baby comes. There

will be nothing left to prevent a return of displacement, if any

tendency toward it should again rise, because a normal gestation

eliminates such sero-serous unions that impede its way, by stretch-

ing, or otherwise, and being devoid of muscle or other elastic

fiber, they certainly have no capacity to retract or recoup them-

selves afterward, any more than if no such operation had pre-

viously been performed on them.

Dr. Coffey omits child-bearing, the live part of this entire sub-

ject, from real consideration. He alludes to it in a casual way
at the close when he says: "I have learned of a number of patients

bearing children since operation. All w^ere uncomplicated and,

as far as I can learn, the uterus remained in position after labor,"

and he further adds that this is an important feature. But right

here comes in the clincher in the whole matter, that vital evi-

dence which decides the stand or the fall of any operation for

retroversion of the uterus; and such evidence cannot be taken

in random reports, guesswork, hearsay, or patients' opinions, nor

can it be deduced from their subjective condition. Only actual,

careful bimanual examination by the operator himself, or trained

assistants, in each one of a large number of cases that have borne

children after operation, can be accepted as competent evidence

upon this vital point, namely, whether any given operation is not

merely innocent of harm, to parturition

—

the simple test of preg-

nancy—but whether it is also really curative by securing ^ the

uterus in normal position quite uniformly in a larger number of

such cases, after one or more labors

—

the double test of pregnancy.

No operation for retroversion of the uterus, no matter how preten-

tious be its doubt, can be accepted as a normal or standard pro-

cedure until it has passed this double test. Child-bearing is the

crucial testing feature that supplies about all the interest, impor-
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tance and dignity that there is in the consideration of the surgical

cure of uterine displacements; for in women who cannot conceive

this disorder is of minor importance and it can be successfully

treated in so many surgical ways that it is no longer a dignified

subject for discussion. And, no more worthy or called for are

articles on this subject, no matter how florid, that do not apply the

above mentioned double test of pregnancy as the chief measure

of their value.

It is high time that promoters of preferred operations in this

line do less talking and writing and more real work in finding

and examining their patients after they have borne children, and

then reporting the findings without bias—a duty which so far, in

our country, hardly any others than the Alexander operators

have done. Dr. Coffey, in trying to carry out his primary idea

of the importance of peritoneal derivatives as the chief supports

of all abdominal and pelvic viscera, ascribes to the broad liga-

ments of the uterus the role of chief supports both in an upward

and forward direction. He th'nks that the anterior blade of these

ligaments must hold the uterus in anteversion, that when it be-

comes relaxed the uterus falling backward as a dead weight upon

the round ligaments tires these out and retroversion and descen-

sus follows. He thinks that the most normal method of cure

consists, therefore, in shortening the front blade of the broad

ligaments by plication. This will no doubt suffice until the next

child-birth, when gestation will have eliminated the operative

shortening; whereas, if an efficient shortening of the round liga-

ments had been made—such as now is generally practised

—

these would have kept pace with the rest of the uterus in its

metamorphoses, and would therefore continue afterward to poise

the organ with a forward inclination.

Dr. Coffey admits that there are round ligaments, although

objecting to the name ligament. He admits that they are com-

posed, in the main, of uterine muscular fibers, are placed where

such''structures are needed and that they must not be permanently

crippled, as they certainly have some material periodical function

in guiding the body of the uterus forward, when overfilling of the,

bladder, or rectum, or dorsal recumbency would tend to throw it

backward. This is about all that is usually claimed for them by

any one. Nevertheless, Dr. Coffey says he thinks these structures

hav been "a stumbling block to many of our gynecologists."

Equally inconsistent and without- proof are his statements that

the round ligaments need but to be relieved of tension, and they
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will then shorten or recover themse'ves; and second, that they

work independently of the peritoneum, that when they are folded

up by sutures, along with their enveloping peritoneum, they will

pull out of their entanglement in the course of four or more months,

when the sutures are absorbed, and leave the folded peritoneum

united in the position first secured by the sutures.

Against the first of these assertions there arises a small army
of women, to which I could contribute a small regiment, who have

had their uteri held in anteversion, and the round ligaments

slackened continuously by pessaries for years with revision by a

doctor, at stated intervals each year, and a cure of displacement

in only about one or two per cent, of all such cases resulted.

The muscular round ligament bands, composed of nonstriated,

involuntary muscle, for some reason do not retract when relieved

of tension, as we see striated and voluntary muscle does, in

orthopedic surgery. They can be depended upon to do this, only

when involution is upon them and the uterus during the first

months after labor. As to the other assertion, I would entertain

much doubt, unless pregnancy and labor intervene. In three

cases, years ago, where practically the same procedure upon the

parts was done for retroversion, that Dr. Coffey advocates, and

next a child was born, and then another operation for retrover-

sion followed ; every trace of the former operation had disappeared

with the return of displacement after the labor.

Dr. Coffey says the round ligaments cannot endure constant

tension. It remains for him to prove first that this is asked of

them, naturally or artificially. Naturally, it is probable that

they merely need to guide the fundus uteri forward, when it

has been temporarily turned over backward, during dorsal

recumbency, or by overfilling of the bladder and rectum. At
other times intraabdominal pressure and gravity probably hold

it in a forward inclination, especially during the erect posture,

while the ligaments are idle. But if there be doubt in regard

to this, doubt no longer exists as to the availability, efficiency,

and transcending value, of these structures, as a means in the

surgeon's hands, to cure the most prevalent infirmity among
women, and to do it harmlessly and permenently. Three years

ago, in my last report of the remote results of fifty cases of my
bi-inguinal (extended Alexander,) operation, I made a collection

of one hundred and sixty-eight cases, each of which had been

examined, late enough after a child-birth that had follow^ed an

Alexander operation, in the hands of some one of twenty odd
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operators. In this list of i68 cases (Jour. Anier. Med. Assn.,

Nov. 1 8, 1905), there were only three recurrences of retroversion;

and these were for cause—namely, cases of prolapsus that

should not be treated by that method. In view of this mountain
of most positive evidence in favor of the surgical value of the

round ligaments, and of one of the accepted standard methods
of using them, it behooves Dr. Coffey and all other promoters of

diverse views and methods to spend enough time and money, as

others have done, to find and to examine every one of their

caseb, as far as is at all possible, especially those who have
borne children since operation, and then to report the findings in

an unbiased, scientific manner, as evidence before the court of

science. If they will each produce but a fraction of such a

number of " double test " cases, as the above mentioned number
with a similar small rate of failures, we will give them a respectful

hearing; but mere theories and vagaries are as "sounding brass

and tinkling cymbals," and will not pass as evidence.

Finally, Dr. Coffey proposes to practice what, from his state-

ment of the subject would impress any physician who is not

familiar with the subject, as a new operation. But it is the

identical bi-inguinal laparotomy or laparotomy by the Alexander

route that I devised in 1893, and have performed over two
hundred times, three times in Germany; that I have written about

seven times; have reported the ultimate results of four times

before national and international meetings, and still regard as

the most nearly ideal operation for retroversion in fruitful

women. But, since transplantation of round ligaments into

the abdominal wall, via a median ventral incision, has been
found to produce nearly as good results in curing the uterine

displacement, and the median incision offered the great advan-
tage of access to the vermiform appendix, and makes an explor-

ation, at least, possible for all other vulnerable points in the

abdomen, this method has nearly superseded the bi-inguinal

route in my practice. Yet, that ship which I have built, Dr.

Coffey proposes to appropriate and to sail in under his own
colors. He has performed that operation only four times, as a

convenient combination, in cases that had an inguinal hernia

to be treated by the same incision. He likes it, as I do, and
have done the same thing many times, with the best of results,

and have reported such cases. But the morbid bias of Dr.

Coffey in favor of his peritoneal theory appears when he ascribes

the good results of all successful Alexander operations, to an
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imagined shortening of the anterior blade of the broad Hgament,

incident to the traction upon the round Hgaments, rather than to

the shortening and anchoring, in a more forward direction, of the

round hgaments themselves.

To be mentioned, to be discarded, is another futile procedure

advocated by Dr. E. H. Ochsner, before the Chicago Medical

Society, on April 15, 1908, with the following title: "The tem-

porary Suspension of the Uterus. The Technic, Indications and

Results." Ochsner advocates an Olshausen sero-serous fixation

of the cornua, of the fundus uteri, with the parietal peritoneum

at each side of the median incision, the idea being to hold the

fundus forward, for a brief period, during which time the round

ligaments are supposed to retract, and to serve in place of the

defunct fixation. That this is an unwarranted deduction from

orthopedic surgery I have already stated; and as he proposes

this light fixation largely in cases w^here pus tubes and neoplasms

have been removed and extensive raw surfaces exist, where

infiltrations of the broad ligaments remain and pregnancy is out

of the question, it is often impossible for the surgeon to separate

the round ligaments and more so for nature itself. Durable,

fibro-fibrous ventral fixations are there in order.

The conclusion of this whole matter is that we have learned

nothing new, from these gentlemen, about the cure of retroversion

of the uterus; that we have sat in judgment upon practically the

same propositions many years ago, have weighed them well

in the scales of experience, and found them seriously wanting.

34 Washington Street.

REPAIR RATHER THAN REMOVAL OF THE GEN-
ERATIVE ORGANS OF WOMEN.^

BY
JOHN EGERTON CANNADAY, M. D.,

Charleston, W. Va.

It has been well agreed that nature should have the first

chance at many if not most cases of salpingitis, and in event of

her failure the surgeon be called on to remove or correct, as far as

possible, the offending pathology. In these cases the surgeon has

either of the two or a combination of both conditions to treat:

infection or the results of infection; the one he will treat by

" Read at the twenty-first annual meeting of the Ameiican Association of

Obstetricians and Gynecologists, at Baltimore, September 22-24, 1908.
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removal or by drainage—neither being ideal by any means.

The other he can hope to correct and repair by plastic measures.

It has seemed practicable to me to divide cases of gonorrheal

pelvic infection into two classes, dependent somewhat on the

social condition of the woman. The woman who can afford the

time and money to lie abed for several weeks and to be a sort of

semi-invalid for some time, afterward should have palliative

measures and in a large percentage of cases will recover by virtue

of her own powers of resistance and repair. If these fail she be-

comes a good subject for operation later and the results will be

generally excellent.

If, on the other hand, the patient is poor and must get well and

back to her work as soon as possible the case is not one for tem-

porizing measures, and a prompt operation gives her a virtual

assurance of being able to resume her work as a bread winner

at an early day. vShe cannot afford to take so many chances of

prolonged semi-invalidism and a late recovery, together with the

added expense of treatment and the surroundings that would be

necessary to make her life tolerable.

As soon as physiological resistance to infection has been well

established, complete removal of the infected tubes brings

speedy results. The nonoperative treatment of these cases,

many statements to the contrary, notwithstanding, is in the

main, judicious neglect. The numerous hot douches, tampons

and other applications to the cervix and vaginal vault have as

their real purpose the diversion of the patient.

At times the removal of an infected ovary will be necessary but,

as a rule, resection at most for cystic disease will be all that is

indicated. Retroverted, slightly prolapsed, congested, subin-

voluted uteri with their appendages, will after suspension,

perineorrhaphy and rest usually approach their normal state.

Chronic endocervicitis and endometritis can usually be cured

by local applicati9ns to the interior associated with other cor-

rective measures and do not as many would have us believe call

for hysterectomy, an operation the results of which make more
nervous our already neurotic women.

In the chronic catarrhal inflammatory conditions of the cervix

we have as causative factors congestion from impaired circula-

tion due to prolapse, to tumors, malpositions and other physical

causes. Then added to this we often have a very old, very

chronic infection. The physical causes must be corrected by
suitable surgery and then the local infection can be attacked by
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the local application, the cautery and the curette. Erosions due

to cervical tears allowing the cervical mucosa to become everted

may call for plastic procedures.

The presence of a few small fibroids in or on the uterus of a

child-bearing woman are often best treated by myomectomy.

The uterus can be easily explored by an anteroposterior incision

bisecting this organ when submucous fibroids are suspected and

their removal be easily accomplished. In dealing with cases of

complete prolapse of the uterus there are several surgical meas-

ures which surpass in their effectiveness those operations of which

hysterectomy is the principal part. Naturally, malignancy and

tuberculosis call for removal of the completest sort.

CoYLE AND Richardson Building.

TRANSACTIONS OF THE NEW YORK
OBSTETRICAL SOCIETY.

Meeting of October 13.

The President, Edwin B. Cragin, M.D., in the Chair.

URETERAL CALCULUS.

Dr. H. J. BoLDT.—Some weeks ago a woman consulted me
with a history that she had seen quite a number of physicians

and various diagnoses had been made, varying from ovarian

inflammation to gall-stone impaction. She had frequent mic-

turition and intense pain in the lower part of the right iliac fossa.

On examination the pelvic organs were found to be absolutely

normal, but upon examining the ur-^ter about one and one-half

inches from the vesical terminus, I found a calculus.

The question arose whether she should be operated on. She
was desirous of avoiding an operation, so I ordered her to come
back to my office the next day when I endeavored with a ureteral

catheter to dislodge the calculus. To this was added manipu-
lating the ureter at the site of the calculus between my internal

and external hand. I also requested her to drink large quantities

of water, and about forty-eight hours afterward she brought
the calculus to me, which was passed within a day after his

consultation. The case is interesting because the diagnosis was
made only by palpation.

Another case I saw of a medical colleague of mine, where the

diagnosis had been made by jc-rays. He thought some surgery

should be done, but on the advice of Dr. Bissell and myself he
waited about three or four days, after which he also passed the

calculus and showed it to us.

Dr. Vineberg.—As a feature in the discussion I might men-
tion a case I had during the summer. A young woman, rather
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stout, in her second pregnancy, between the fifth and sixth month,
was seized with a severe pain in the right lumbar region. She
had a good deal of sickness and vomiting. The picture of the

case to my mind was one of pyelitis of pregnancy. She had some
intestinal disturbance before, and this severe pain coming on the

right side, with a chill, almost made the definite diagnosis of

pyelitis of pregnancy, but one thing was not present. There ^vas

no temperature. This remained normal. The pain subsided
with a hypodermic of morphine, and then the nurse noticed a

couple of days later she was passing blood with her urine, and
I was not very long then in coming to the conclusion that we
had to do with a ureteral calculus. The pain was acute, recurring

about once in twenty-four hours, and was not along the course

of the ureter definitely, but along the back and toward the hips.

I was anxious, of course, to make a positive diagnosis as to the
presence of the calculus, and had the patient rc-rayed by Dr.

Caldwell. At that time I was a little bit afraid of subjecting
the fetus to the ic-ray, but on thinking the matter over and
knowing that other men had experience which did not seem to

indicate much danger in exposing the fetus to a short exposure,
I decided to attempt it. Dr. Caldwell was afraid he would
not be able to get a good picture, owing to the local conditions,

but a very satisfactory picture was obtained showing the stone,

he said, about two inches from the entrance of the ureter into the
bladder.

The question came up what course to pursue. I personally
was very much in favor of conservative action, but the family
were impatient, they kept urging me for an operation. Finally
I consented to consultation with a surgeon, who, fortunately,
was aJ.so conservative in this matter, and we agreed to wait
and see what would happen. I had her come to my oftice,

placed her in the knee-chest posture, and passed a ureteral
catheter up by the side of the calculus. I did not know whether
I would dislodge it, but within twenty-four hours she had a
severe attack of pain and passed a calculus about the size of a pea.
She went on to full term and had a normal delivery.

Dr. Brothers.—I had an experience some years ago which
fits in with the experience referred to to-night, in a woman who
had a violent attack of renal colic. The diagnosis was perfectly
clear and the symptoms characteristic. I put her on the usual
treatment and advised her to watch the urine very carefully
for the pas-^age of a stone. After the attack subsided, she
w^atched her urine very carefully for forty-eight hours. Nothing
was passed. She then came to my office; I examined her w4th
the Nitze electric cystoscope expecting to find the calculus in the
bladder. To my surprise I found the calculus lodged in the
mouth of the left ureteral orifice. She had no symptoms of
hydronephrosis due to complete obstruction of the ureter, and
the urine seemed to trickle by the calculus. I had no instrument
at hand for its removal at the time, and started to get an appro-
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priate forceps; I told her to come again in forty-eight hours.

She returned at the end of that time with the stone. I have
it yet. It was not any larger than in the previous case referred

to by Dr. Vineberg—perhaps about the size of a pea. I shall

bring it to the next meeting, as I think it will add to the interest

of this discussion.

Dr. Edwin B. Cragin.—The Chair would relate an experience

not quite so fortunate in the fact that the woman had to be sub-

jected to an operation before she was ab e to pass her calculus.

She had had it a considerable lime and suffered a good deal from it.

You could make it out by palpation on the left side about an
inch from the entrance of the ureter into the bladder. After
trying to dislodge it with the ureteral catheter, I made an
incision above Poupart's ligament, reaching the ureter extraperi-

toneally, expec ing to inc se the ureter and take the calculus

out. After getting the ureter in my fingers and feeling the

calculus to see if it was movable, it suddenly disappeared and
evidently slipped into the bladder. I did not open the ureter

and she passed the stone the next day. The recovery was good,

but if she had been able to pass it without the incision I should
have been glad.

I think we must recognize that patients will frequently pass

these calculi without operation. Sometimes, however, they
will lodge just above the bladder and cause marked distress.

While I think the thing to do is to try to dilate the ureter by
means of the ureteral catheter, with the hope that the calculus

will pass, in some cases operation is necessary, and then I

believe the best incision is to go extraperitoneally and strip

back the peritoneum until the ureter is reached, then open it

longitudinally. A number of men have tried it through the

vagina and some successfully, yet the risk of a uretero-vaginal

fistula seems to be so great that I believe the extraperitoneal

route is preferable. In most cases the ureter in these extra-

peritoneal operations heals without much difificulty.

Papers were read by Dr. Edgar on

THE treatment OF POSTPARTUM HEMORRHAGE.*

and by Dr. Brodhead on

THE TREATMENT OF ACCIDENTAL HEMORRHAGE AND PI^ACENTA
PREVIA, t

DISCUSSION OF DR. EDGAR'S AND DR. BRODHEAD'S PAPERS.

Dr. Jewett.— I have had one or two cases of accidental

hemorrhage with a rigid and undilated cervix in which I thought
I might have done better with Cesarean section. That operation
has a better application here than in placenta praevia, yet a

woman who has lost much blood is very rarely in condition to

stand a major operation.

In placenta previa ii the woman has bled much she is not a

*See original article, page 944. fSee original articb, page 950.
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case for Cesarean section. The usual obstetric methods almost
invariably are better.

I am glad to indorse the writer's views of the need of con-

servatism in these cases. Too active interference is responsible

for many deaths in placenta previa. Hemorrhage under control,

we can be content to wait. Adding a little shock to much
hemorrhage may precipitate the end when it is least expected.

In placenta previa with hemorrhage through an undilated

cervix, Dr. Heman, of London, has used the vaginal tamponade
exten ively with good results. A cervical tamponade, I think,

especially the Pomeroy bag, is better. The vaginal pack soon
becomes foul.

Dr. Edgar has alluded to the danger of air embolism in passing

the hand into the uterus in postpartum hemorrhage. Drs. Hare
and Thornton, some years ago, in an elaborate study of the

subject, threw a good deal of doubt on air embolism as a cause

of death.

Dr. Jarmax.— I can only say that there is one thing Dr.

Edgar has not ment oned. I do not know whether he is ac-

quainted with the use of it or not. I carry in my obstetric

outfit always a bottle of tincture of iodine just the same as I

carry any of the rest of the contents. Personally, I have to

resort only to the very hot irrigation to control hemorrhage in a

relaxed uterus. I make the solution about a Hght wine color,

usually very hot, and I have had no occasion 'o regret using it

or change that solution for anything else. Undoubtedly the hot

acidulated water will have the same effect, but, personally, I

carry this little bottle of tincture of iodine with me all the time.

It has always acted perfectly in controlling hemorrhage in these

cases coming on from a relaxed uterus.

Dr. Harold A. Miller (of Pittsburgh).—It is a matter of

extreme regret to me that my train was late and I did not hear

Dr. Brodhead's paper in full. What I was hoping to hear, how-
ever, was the expression of the Society on the ligation of the

uterine artery for the control of hemorrhage in cases of placenta
previa centralis. It is to be remembered that the uterus receives

i s blood supply from the uterine and ovarian arteries, both being

about the same size in the nonpregnant uterus, but in pregnancy
the uterine artery increases very rapidly and very early and as is

brought forth in one of our early symptoms of pregnancy we
can palpate the artery almost as soon as we are able to demon-
strate any of the signs of pregnancy. In placenta praevia cen-

tralis it is my contention that th s artery is very much larger, and
a greater quantity of the placental blood-supply passes through it

than when the placenta is located as it normally should be in or

near the fundus of the uterus.

I wish to personally mention several objections which have
been brought against the ligation of the uterine artery. One is

that it would cause an increase of infantile mortality. When
we consider that in nearly all of these cases the hemorrnage
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begins at the end of the sixth or the beginning of the seventh
month and that in the most approved older methods about 64
per cent, of the children were born dead and that considerably
over one half of those born alive died before the end of the first

year, so that in every method the infantile mortality is high and
the percentage of infants living at the end of the first year is not
more than 22.

In only four of the fourteen cases which came to me were
there any evidence of fetal life at the beginning of the delivery.

Three of these infants were born alive, but all died of prematurity
within the first twenty-four or forty-eight hours. The first case
in which I used this method was on the wife of a physician v.ho

came to the hospital after rather prolonged bleeding, anemic,
pale, pulse about 120. Examinations had been made previous
to her admission and on account of the extreme degree of anemia
I was anxious to deliver her as rapidly as possible and conserve
as far as possible the loss of blood. The uterine arteries on
either side were tied, uterus dilated by means of the Bossi
dilator; but my previous experience had led me to be very much
alarmed for fear of hemorrhage in cases of this kind, so that
after dilatation was secured a version was done and the child

brought down into the cervical canal and rather rapidly delivered.

In this instance there was quite a deep cervical tear. The second
and third cases were cases that bled three to four days before
coming to the clinic and they were in such condition that they
certainly would have died within a few hours, even though no
attempt had been made to deliver them.
The artery was tied and we proceeded to deliver, which was

done rapidly and without any especial injury. The cases, in

my own opinion and the opinion of several of my professional

brethren who witnessed the delivery, lost less blood than
they ordinarily do in normal deliveries. This loss of blood
was probably influenced to a certain extent by the extreme
degree of anemia, as well as the ligation of the arteries and at

that time I did not have sufficient confidence in the ability

of the ligature to control the hemorrhage and wait until the
anemia had been successfully combated by an intravenous
saline. Following this I have delivered eleven consecutive cases
by this method and without mortality, the majority of them
having occurred in the hospital, but some of them outside. In
the first cases in which the uterine artery was ligated the ligature

was removed after delivery; but in the fourth case there was a
well-marked postpartum hemorrhage immediately after the cut-
ting of the ligature, and in the cases subsequent to this the catgut
ligature used to surround the artery was allowed to remain, and
in no instance did I have to contend with postpartum hemor-
rhage. I believe this is not an unimportant part of the advan-
tage of th s method as there is normally a paralysis at the
placental site and this paralysis is very much exaggereated when
the placenta is located below Bandl's contraction ring.



NEW YORK OBSTETRICAL SOCIETY. 1049

That this does not permanently interfere with any function of

the uterus is shown by the fact that in one instance a hving child

has since been born and in several of them where I was able to

trace them the uterus seems to be in a perfectly normal condition

and well supplied with blood.

It is not my contention that the tying of this artery can be
done by men entirely unfamiliar with the anatomy of these

parts, but this fact is not a valid objection, as even the primary
condition is a most serious matter when in the hands of any
except skilled obstetricians. In the hands of men who are

acquainted with the anatomy of these parts, I believe that it is

an operation which can be done with comparatively little danger
of including the ureter. If in rare instances the ureter be included

in the ligature it would probably be discovered in the course of

a few hours, and at that time the ligature could still be removed
and have done no harm.

This method immediately controls the bleeding in all these

cases and permits of our leisurely perfecting our technic, and
I believe that collateral circulation would not be established

until after sufficient time had elapsed for us to have instituted

such measures as intravenous injection of normal saline, and in

cases where the hemorrhage has been severe I would recommend
waiting until the pulse and the patient's general condition had
improved. Just how long it would be safe to wait I have not as

yet been able to determine, but the collateral circulation would
no doubt be established rather slowly, and even after oozing
was noticed the ligatures around the uterine artery would no
doubt very materially assist in controlling excessive hemorrhage.
As Dr. Jarmen brought out in his discussion of these cases,

many of them no doubt die on account of the obstetric shock,

but the simple ligation of this artery does not n any way increase

the shock and does permit of more leisurely dilating the os,

thereby preventing surgical tears and greatly lessening <he

shock, while on the other hand the temptation to rap dly

di ate and deliver in the face of severe hemorrhage is such that

no obstetrician would leisurely dilate the os and deliver slowly
in the face of continuous and dangerous hemorrhage.

I would be very much interested n hearing this matter
thoroughly discu sed, as it is a procedure that is either very
good or very bad. If it is very bad I am anxious to know it

and discontinue its practice.

Dr. .—I would like to ask 'he doctor what his technic

is. Does he make a vaginal incision and pass the needle under it,

or does he pass the needle from above? With reference to the
ligature, does he think it necessary o remove this? Some of us

have tied these arteries in cancer without any bad effects.

Dr. Miller.—In answer as to the technic I did not go into

that, believing that perhaps it was familiar to you all, as it has
been previous y published, but I believe the proper way to do it is

after careful prepa ation of the parts to grasp the cervix with a
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tenaculum forcep. If you are tying the right artery use the

index-finger of the right hand to palpate the artery and zice

.versa, using the hand corresponding to the side upon which the

artery is situated and then with the other hand pass the ligature

from below up. I have heard several discussions of it, especially

with regard to tying of the ureter. We find that the ureter

in full-term, pregnant women is very much farther away from
the artery than it is in non-pregnant women. If you pass

your needle from below up there is very little danger of catching

it. The ligating to be effective must be just above the point

where it divides into anterior and posterior cervical arteries.

For the opposite side we reverse the procedure, using the left

hand to hold the needle and pass it again from below up. I

have been using catgut for this ligature as I have allowed it to

remain on account of the frequency of profuse postpartum
hemorrhage and in these cases even slight postpartum hemor-
rhage is of serious consequence.

Dr. Cragin.—Does the Chair understand that it is done
without an anesthetic?

Dr. ^Iiller.—It can be done without an anesthetic. It is not
particularly painful. But I prefer an anesthetic in cases where
the anesthetic itself will not have an unfavorable influence upon
the patient's welfare. Under these circumstances it will enable

you to keep the patient quiet, and the ligation can be done more
readily and speedily.

Dr. Edgar.—Do you use a sharp needle or an aneurism needle?

Dr. Miller.—I use a sharp needle, but I believe that the

suggestion of an aneurism needle is a very good one as the cervix

at this time is sufficiently softened to allow a needle of this

character to be readily passed.

Dr. ^Iabbot.—Is the needle passed from below upward to

avoid the ureter, and if so, is it not much more difficult to pass
it from below up?

Dr. Miller.—It is passed from below upward to avoid the

ureter. I presume it is the more difficult way, but as I am
ambidextrous I can handle the needle almost as well with my
left hand as with my right.

Dr. Vineberg.—I would like to ask Dr. Miller if he considers

this technic indicated only in complete placenta previa, and
in that case, whether it is possible to make the diagnosis of

complete placenta previa without pretty thorough dilatation

of the cervix? At least it ajapears to me so, that it is not possible

to make a diagnosis of the extent and the position of the placenta
without dilatation of the cervix, and if in that case he does not
find it difficult to place his ligatures with the head pretty well down
and the cervix stretched, leaving but a narrow space between
the rim of the cervix and pelvic wall.

Dr. Miller.—In answer to Dr. Vineberg's question, regarding
the differential diagnosis between placenta previa centralis

and the marginal type, I think it is important to make note of the



NEW YORK OBSTETRICAL SOCIETY. 1051

time when the patient begins to bleed, as in placenta previa
centralis the hemorrhage usually begins much earlier than it

does in lateral cases. In other words, placenta previa centralis

very rarely goes to term, and for that reason most of the cases

that occur at the end of the sixth or the beginning of the seventh
month can be considered as probably of that character. There
is also another method that is of value in making our diagnosis;

that is, in our examination of the lower uterine segment it is

quite frequently possible for us to palpate the margin of the
placenta through he th n lower uterine segment, as has been
pointed out; occasionally the margin can be palpated through the
anterior abdominal wall, although in my personal experience
this has occurred but once. We must admit, however, that
there are times when it is extremely difficult to distinguish

between placenta previa centralis and the marginal or lateral

type, and in one case of this character I tied the artery, although
it is not included in my series.

1 have been very anxious to find a means of permanently
marking the part of the placenta which was immediately within
the OS. Injections of paraffine and different colored solutions

have been tried, but all found more or less unsatisfactory.

Dr. Brickxer.— I would like to ask Dr. Mil er if he would
resort to this operation instead of immediate delivery at any time
during pregnancy when he is convinced that there is placenta
previa centralis, or if he uses it after the first hemorrhage?

Dr. Miller.—In answer to that I would state that in every
instance the cases were bleeding when I first saw them; only
one of the cases occurred in my own individual practice and at

that time I was in a distant city reading a paper and it was some
five or six hours before I saw the case. The other cases have all

been seen in consultation and all had been bleeding some time
be ore I saw them. I do not know just what I would do if I

were to see a case of placenta previa centralis and there had
been no hemorrhage. If it were to occur in my own family I

would deliver at once. In other cases I believe it would be well

to explain the great danger which existed as long as the products
of conception were retained and the small probability of securing
a living infant, allowing the patient to select what she con-
sidered the lesser of the two evils. My own feeling leans toward
immediate delivery.

Dr. Ewald.—In regard to placenta previa, experience has
given sufficient proof that of all the methods the conservative
delivery is still the best; the slightest tear of the cervix can cause
a violent bleeding too often followed by a fatal result. I have
experienced it in one case where I tried to save the living child,

even the stitch-holes of a thin needle bled severely.

So far as Dr. IMiller's method is concerned, I must say a
similar method was tried and consequently proposed by Braun
von Fernwald in 1893 in cases of postpartum bleeding; it proved
not to be successful and practical and therefore was not accepted
bv obstetricians.
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Dr. Henkel, of Berlin, has used a method in recent years which,
according to his reports, is able to check bleeding in severe cases,

although he must admit that lesion of the ureter and bladder
can easily occur. He recommends to grasp the uterine artery
close to the uterus by forceps and let the same remain for twenty-
four hours.

I call your attention to one type of bleeding which I have
seen in one case. There was no lesion, the u erus was well

contracted and still the patient kept on bleeding til! death
ensued; in this case the blood did not coagulate, and, in my
opinion, the absence of the so-called fibrinogen substance was the
cause of the accident ; there was no history of hemophilia.

Dr. Mabbott.—In discussion of Dr. Brodhead's paper, I

wish to state that I was once present at a meeting of the West
End Medical Society when my late friend. Dr. Tucker, discussed
the same question and in relation to the cases to which Dr.
Miller's operation does not apply, namely, marginal placenta
previa. Dr. Tucker made the most dogmatic statement in

regard to the reatment that I ever heard made on any subject.

He had served on the house staff of the Nursery and Child's

Hospital; he had spent a year abroad, which included work in

Vienna and Paris; he had completed a very long service at the
Sloan Maternity Hospital—I think five years' residence—and his

statement was this (he repeated it three or four times): "In
cases of marginal placenta previa, rupture the membranes; that
is all you have to do!" That is the way he put it. "Rupture
the membranes; that is all you have to do." Then he talked
about the treatment of the patient constitutionally according to

the amount of exsanguination, and possibly helping the patient
to terminate her labor; but so far as the danger of hemorrhage
was concerned, I think I am right in quoting him as feeling

absolutely sure in his own mind that any other local measures
were absolutely unnecessary. He depended upon that procedure.

Dr. Vineberg.—I would like to say a word about this. I see

at least three or four cases a year of placenta previa; although
my experience is not extensive, I must say that these cases

do not give me any great dread The diagnosis has already
been made by the attendant. I do a dilatation with the hand
as soon as I get the patient washed up. I do not take my hand
out until I can put my fist in; finally if the placenta is in the way,
I push it to one side, do a version, and these cases were invariably
done well. I do not know of any case that has died. I am
rather, surprised, therefore, that such a procedure should be
deemed necessary so often as Dr. Miller's statistics would indicate.

Also I am somewhat surprised that Dr. Brodhead considers it

necessary to pack the uterus with gauze in every case. I have
probably had thirty or forty cases in all during the past ten years
and have never packed the uterus once. The uterus contracts
unusually well after the fetus and the placenta are delivered, and
I know of no case—and I have kept in connection with the
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physician afterward—in which there was any hemorrhage after-

ward. I must say that in only a certain class of cases where
placenta previa centralis is diagnosed the procedure of Dr. Miller's

might be of value.

Dr. Edgar.—Dr. Vineberg has referred to packing the uterus
after delivery in placenta previa. For a number of years I was
very much opposed to putting gauze into the uterus in these
cases, but it has got so now that it is practically a routine with us.

It is just a matter of experience. We found in the hospital
cases after they were sent down to the ward they kept on
oozing, so it got to be a routine, whether they were bleeding or
not, to pack the uterus with gauze, and it was a prophylactic
in a way, as our results were much better with the packing.
Here is an instance : Last Friday I had a placenta previa, a

private case, in the hospital, and prompt delivery was called

for, as she was bleeding too freely. I had promised to take a
train at a certain hour, and I understood the resident physician
would pack the uterus. I delivered the case by version and
hastened to catch the train. The uterus was not packed and
later she had a severe little hemorrhage and had to be packed
subsequently.

Dr. Brodhead.—We agree with Dr. Edgar that the use of

ergot after labor is a very important one. Some years ago I did
not give it, as a rule, but my routine now is to give it in every case.

There is no valid reason why it should not be done, and I think
there are good reasons why ergot should be given. I think, too,

that in the absence of hemorrhage, twenty to thirty minutes
is about the proper duration of the third stage.

It has been my experience that secondary hemorrhage is very
unusual if primary hemorrhage has been checked. In other
words, if the patient at the end of the obstetric hour ceases to

bleed, it is very unlikely that she will bleed again.

I was very much interested in what Dr. Miller had to say.

I have had no experience with his method, but it is a most inter-

esting technic, well brought out.

I . In regard to the treatment of marginal placenta previa by
rupture of the membranes, I do not at the moment remember
to have seen any cases treated only by that method, for it is my
impression that Dr. Tucker at the Sloane Maternity usually
performed version.

With regard to postpartum packing, it has been my experience
that in placenta previa there is a paralysis of the placental site,

and that a good many of these cases have already bled a good
deal before they are delivered. I think it is very wise, therefore,

to putj these women in the best condition and guard against
further hemorrhage by a firm tampon.
The President.—There is one thing suggested by these

1 emarks that it may be of advantage to call attention to, and that
is. it has been my experience, and I presume of most men who do
obstetrics, occasionally to meet with a case in which the uterine
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tamponade will not check postpartum hemorrhage. Some
have bled so much and their tone is apparently so reduced that

no matter how firmly you pack the uterus, and I believe it is

possible to pack it too firmly, the uterus will go on bleeding above
and into our tampon, and bleed in spite of everything we can do.

Those are the cases I am sure annoy us all. The accidental

hemorrhage cases where the woman is in poor condition, in the

first place; when the cervix is rigid and the uterus balloons up
with blood—these are the cases in which tamponade of the uterus

after the delivery sometimes brings us great disappointment.
We tampon the case and she bleeds in spite of it. I want to call

attention to this as one of the unfortunate experiences which I

have met, and I presume other men meet with the same.
Dr. Cragin.—My remarks referred to tamponade of the

uterus after it was emptied—to cases which bled in spite of all we
could do.

Dr. Edgar.—In the early nineties Dr. Frank Ferguson did

an autopsy at which I v\'as present, and I remember he said the

diagnosis was air in the vessels in that case. I think everything
had been done for that woman in the way of intrauterine

treatment. It was a hospital case. In another instance a

woman came into the hospital and she acted in the same way
as the other w^oman did, and the cause was attributed to air

embolism.
I do not know why iodine is not just as good as acetic acid.

In the early days we started to use acetic acid and since then
every maternity bag contains two ounces of acetic acid. I

presume its simplicity and the color of the acid, as well as the

certain results, have made it popular. The tincture of iodine

tends to make a clot. I never saw acetic acid form a clot of

any size; sometimes iodine does. This is the only dift'erence I

can see.

AMERICAN ASSOCIATION OF OBSTETRI-
CIANS AND GYNECOLOGISTS.

{Continued from November.)

Dr. George W. CrilE, of Cleveland, Ohio, read a paper
entitled

A HEMOLYTIC TEST FOR MALIGNANT TUMORS.'

DISCUSSION.

Dr. Roland E. Skeel, of Cleveland, Ohio, was familiar with
the work that had been done by Dr. Crile, and congratulated
him and the Association on the technical physiological knowledge
displayed in doing this work. It showed how important was

See original article, page 933.
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the physiological in contradistinction to the anatomical surgeon;
that while other members might be able to do this work, it was
only those with physiological training who were able to get
down to the fundamental facts in pathology.

There were two important possibilities which might develop
from the work of Dr. Crile. First, while the essayist disclaimed
any postive diagnostic reliability for his test, at the same time
the very fact that 84 per cent, of the early malignant cases
showed hemolysis gave as reliable evidence as any of the labora-

tory tests of the present day, if not more so, and it was evident
that while laboratory work might not give positive facts, it

might in many instances become one of the most important
factors in making a diagnosis. Working along this line, he
thought there were infinite possibilities in the way of demon-
strating the etiology and chemical pathology of malignant
growths.

Dr. Miles F. Porter, of Fort Wayne, asked Dr. Crile whether
any of these experiments were carried out on lower animals.

Dr. Crile replied that he had not tried the tests on lower
animals, but the suggestion was well worthy of consideration.

September 24

—

Third Day.

Dr. RoIvAND E. Skeel, of Cleveland, Oho, read a paper

injuries to THE BLADDER OCCURRING DURING HERNIA
OPERATIONS.'

DISCUSSION.

Dr. Joseph H. Branham, of Baltimore, said there were
undoubtedly a great many cases of hernia of the bladder that
had not been detected during operation, the patients dying
afterward, and their cases were not reported. A large propor-
tion of such cases did not get into the literature. On the other
hand, a great many cases that were operated on successfully

were not reported. He had been negligent in this respect

himself. He had encountered two such cases in his practice.

In these tw^o cases, in operating slowly, finding what looked
like an extra sac closely adherent toward the inner side of the

hernia, he succeeded in passing a grooved catheter into the
bladder and around into the hernial sac. This method of

recognizing a hernia of the bladder was very much superior to

the use of methylene blue.

Dr. W. N. Sprague, of Washington, D. C, (by invitation) some
tweve years ago had such a case, in which he made use of the

ordinary uterine probe with which to determine the presence
of a hernia, and w^as able to demonstrate it easily. When he
got down to the hernial sac, there was a thickening of the

median side, and he suspected it might be a hernia of the blad-

der, which it was, the first one he had ever seen. Since then in

every suspected case he had used the uterine probe with which

I See original article, page 964.
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to explore the bladder at that point, but had not encountered a
second case of hernia of the bladder

Dr. Hugo O. Pantzer, of Indianapolis, said a recent obser-

vation pertained to this subject. A general surgeon operated
upon a spare individual having a femoral hernia, with very
slight protrusion, but very adherent sac. This operation was
followed by the speaker with an abdominal operation. When
he opened the abdomen he found the peritoneum of the entire

right half of the pelvis denuded. In other words, there had
been an inordinate pulling out of peritoneum for the purpose of

high suturing. The surgeon drew upon the peritoneum of that

half of the pelvis to the extent of bringing it out into the wound,
and then afterward the suture under high strain slipped, and
there was a large denuded surface. He was confident that the

frequency of hernial protrusion was in large part due to the
effort to strike the peritoneum at a high point. As long as only
the ordinary withdrawal of the peritoneum was done, these
patients would have hernia less frequently.

Dr. Albert Goldspohn, ot Chicago, said that in two instances

of inguinal hernia in the male a suspicious pouch appeared in

the wound which was proven by the introduction of the male
sound to be the bladder^ After this recognition it was success-

fully guarded against injury. In one instance he resorted to

bi-inguinal shortening of the round ligaments, the operation
having been done for a complicated, severely adherent retro-

verted uterus by the bi-inguinal route, breaking up adhesions
with the finger through the inguinal canal, doing some resection

of the appendages, then shortening the round ligament by
drawing it more directly forward, and anchoring to the posterior

surface of Poupart's ligament. On one side the patient had
leakage from the wound the next day. This was not serious,

nor did it lead to any evil consequences, and ceased within a
week.

Dr. George W. Crile, of Cleveland, stated that in over foui

hundred operations for hernia he and his associate had seen but
five cases of bladder hernia. In one case, a little girl, nine years
of age, there was a femoral hernia. The child had been operated
on previously by someone else, and she was brought to him on
account of recurrence from the first operation. He operated,
sutured the bladder, and the child recovered.

In another case the bladder was accidentally opened. He
immediately sutured it satisfactorily. He had had five cases of

bladder hernia, two of which were recognized at the time, and
in both instances the' bladder was sutured, and the patients
did not have any discomfort afterward.

Dr. Robert T. Morris, of New York, had opened the bladder
twice, once in removing fibroids, and once in a case of ovarian
cyst, and in both of these cases by introducing a catheter into
the urethra there was a subsequent flow of urine in the line of

least resistance, and no complication resulted.
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Dr. Walter C. G. Kirchner, of St. Louis, said that in the
City Hospital at St. Louis they had a great number of cases of

hernia, but he had only encountered one instance of hernia of

the bladder. In this particular case there were three rings.

The larger was in the position of what would usually be repre-

sented by a direct hernia. The outer one corresponded to the
internal femoral ring, and there was a small compartment in

between. The larger and inner one contained the bladder.

This he did not recognize until the bladder was opened. A
catheter was passed into the bladder and it was found that the

bladder extended on the left side to within two inches of the
crest of the ilium. This hernia had existed for some time, and
the ring being large the greater part of the bladder was drawn
to that side. The bladder was repaired; the true hernia also

attended to, and the wall strengthened. A complete and
satisfactory recovery was obtained.

Dr. Skeel, in closing the discussion, fully agreed with the
speakers that in a true hernia of the bladder there was no diffi-

culty in making the diagnosis by passing a sound into the bladder.

Also in true bladder hernia there should be practicall}- no
difficulty in making a diagnosis before operation. The point he
endeavored to make was that the greater number of all so-called

bladder hernias were artificially produced during operation by
traction on the neck of the sac in ligating the sac high up.

Dr. John Young Brown and Dr. William Engelb.\ch, of

St. Louis, read a joint paper entitled

GASTRIC tetany; OPERATION; RECOVERY.^

DISCUSSION.

Dr. John F. Erdmann, of New York City, reported a case

that occurred in his practice. The patient was a child, 5^ years
of age. He was called to see the child on a Saturday at half-

past eight. The history given was that the day previous the

child had eaten a small portion of rice and fresh fish. Following
this there was an attack of vomiting with convulsions. Toward
evening the convulsions became almost continuous. The pre-

vious history was that for a period of three years the child had
manifested symptom'^ of tetany and had convulsions of greater

or less degree, and was taken to foreign countries for treatment,

but with no further suggestions than care as to the dietary.

He was called by Dr. LaFetra for the purpose of opening the

abdomen for an intussusception or intestinal obstruction. In
examining the child he found that the trouble was not due to

intestinal obstruction, but found an area of dulness on per-

cussion which extended over the entire left half of the abdomen,
the dulness extending to Poupart's ligament, passing over the

median line, going up close to the umbilicus, with an area of

tympany superimposed upon that which extended to the

» See original article, page 970.
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epigastric space. The child had been chloroformed two and a
half hours previous to his visit as the result of the condition it

"was in from spasms; a catheter was passed through the nose,

through which a large quantity of fluid was withdra\^n with a
considerable amount of gas. Within a period of twenty minutes,
after washing out the stomach, the previous area of dulness
and tenderness was practically normal. The child recovcre 1

from this attack. As to subsequent procedures, he could not
state. The child developed pneumonia and empyema subse-

quently, passed into the hands of a surgeon for the removal of a
nb, but he understood there were no further attacks up to

within a period of six months from the time he saw the child.

The speaker was satisfied from the clear exposition given by Dr.
Brown that this child suffered from gastric tetany due to gastric

dilatation, but from what cause he did not know.
Dr. John D. S. Davis, of Birmingham, Alabama, read a

paper entitled

TREATMENT OF TYPHOID PERFORATIONS.'

DISCUSSION.

Dr. Thomas B. Noble, of Indianapolis, said he knew of no
condition confronting the surgeon which demanded of him.
greater certainty in diagnosis than the question of perforation
from typhoid fever, and anything which would render help in

diagnosis, treatment, and prognosis, was to be welcomed. He
called attention to the advantages of auscultation. He had
been able to settle for himself the existence of a perforation in

one case by such a means and the sound was elicited in this

wise: he used an ampliphone, placing it over the area of great-

est tenderness, and by making alternate palpation on either

side he was able to elicit a friction sound such as one would get
in a pleuritis. The same sound was produced by deep respiratory

movements, which indicated roughened peritoneal surfaces

passing over each other, the roughening due to an infection which
came from an impending or already existing perforation. He
had since demonstrated this sound or symptom in other areas in

the abdomen in which he suspected a focal or regional peri-

tonitis due to an analogous pathology.
He agreed with the essayist in saying that the prognosis

depended on the time one operated after perforation had taken
place, and the earlier the operation, the better for the patient,

even though it be done at the time of shock. A perforation
occurring at the end of the first week or during the second or

early part of the third week gave an infinitely better prognosis
than a perforation occurring after six or seven weeks of a pros-

trating illness.

Dr. Miles F. Porter, of Fort Wayne, Indiana, emphasized
what was said regarding the advisability of operating in the

presence of shock, and he would extend that advice to the vast

' See original article, page 982.
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majority of surgical conditions requiring operation, including
traumatisms. His own candid opinion was that to wait for

shock to subside was to add the probability of a serious result.

He emphasized, too, the advisability of operating not only in

these cases, but in some without an exact diagnosis and for the

purpose of making an exact diagnosis. The only diagnosis

necessary in a case of this kind was that of a circumscribed
peritonitis. It did not make a bit of difference whether a per-

foration had already occurred, or whether it was about to occur,

so far as the necessity for operation was concerned. These
ulcerated areas oftentimes leaked and caused peritonitis before

actual macroscopic perforation had occurred.

He cited a case which was under his observation at present
which illustrated a number of points in connection with this

subject, particularly as to diagnosis, prognosis and treatment.
Dr. Herman E. Hayd, of Buffalo, asked the essayist whether,

in view of the fact that he had mentioned in his cases a number
of multiple perforations, it would not be advisable, in order to

make a satisfactory exploration, to go over the whole bowel.
Of course, it was known that perforation in the great majority
of cases occurred in the region of the ileocecal valve, and if one
were to content himself with that thought he probably would
not extend his investigation to exploring the ascending and
transverse colon, and if this were not done he would surely

overlook some of the perforations, and therefore he desired to

ask Dr. Davis whether in any case he might be called upon to

operate on he would extend that exploration to the whole bowel,
or to at least the duodenum and perhaps to the descending
colon?

Dr. William A. B. Sellman, of Baltimore, said that the

sooner patients with perforation from typhoid fever were operated
on, the brighter the prospect of saving their lives. He always
instructed the interne to look out for shock in these cases, and
sudden depression, and whenever this occurred, to notify him at

once. These cases were allowed to go on for hours or perhaps
days, and develop sepsis, when the prognosis was extremely
unfavorable. It was early operation that saved the lives of

many of these patients, when the opening was small, and when a
small amount of the contents of the bowel had exuded into the

peritoneal cavity.

Dr. John E. Cannaday, or Charleston, \V. \^a., said that

many of these cases were eminently suited to the use of local

anesthesia. Some of them were either delirious or semidelirious

on account of being loaded with the typhoid toxins, and their

sensibility to pain was pretty well obtunded, and if one injected

into the abdominal wall weak solutions of betaeucaine, novo-
caine, or cocaine, which was more toxic, the patient would bear
the operation well. One could make an incision of moderate
length and if he did not strike the right place in searching for

the perforation, he could easily repair the damage with a mini-
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mum amount of shock to the patient, the patient escaping the

shock of the anesthetic and its toxic effects.

. Dr. Davis, in closing the discussion, said that auscultation

as a method of making a diagnosis in these cases was imperfect
and unreliable. He had frequently demonstrated the ureliability

of auscultation in gunshot wounds, particularly upon dogs.

Perhaps in only one case out of twenty-five would one get the

sound referred to by Dr. Noble, but it was valuable when it

could be elicited.

He concurred with Dr. Porter in regard to exploration as a
means of diagnosis. This was a reliable method.
As to the question of Dr. Hayd, with reference to examining

the intestine beyond the involved area, in typhoid-fever per-

foration one could pretty definitely tell the number of perfor-

ations. He would remove the exudate and then disturb the

patients just as little as possible, even when he flushed. He
did not agree with Murphy that some of these cases may be
drained and not flushed, as some of them had an exudate which
must be removed.
As to local anesthesia, it was valuable in some cases, while

others needed to be given a general anesthetic.

Dr. Davis then reported a case of perforation he did not refer

to in his paper in which there were two perforations. The man
had several hemorrhages. He operated on him in profound
shock, found a perforation within four inches of the ileum, and
one about eighteen inches. Both perforations were closed.

The perforations were small, and no exudate could be found.
The man was in the fourth week of typhoid fever, and had had
the starvation treatment. There was nothing in the bowel to

escape. He drained, and immediately after making a peri-

toneal toilet, he tried the Crile method of transfusion. He
operated without an anesthetic. The man became conscious
shortly after the operation and did splendidly until the fifth

day, when he developed pneumonia and died on the eleventh
day. Postmortem examination showed three perforations,

which occurred after the operation, about six inches from the

ileocecal valve. He thought drainage would have taken care

of them if pneumonia had not supervened. In many of these

cases one would get a subsequent perforation.

Dr. John A. Lyons, of Chicago, read a paper entitled

typhlitis.^

discussion.

Dr. Robert T. Morris, of New York City, had had two cases

of perforative typhlitis or perityphlitis, one acute, the other
chronic. In the acute case perforation occurred as a point about
two inches from the appendix. The patient had peritonitis

when he saw^ him. The case was diagnosticated as appendicitis

by the family physician. The appendix was not involved
except for some moderate degree of interstitial serous exudation.

I To appear later in this Journal.
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The cecum was perforated. The patient recovered from the
peritonitis.

The other case was one in which perforation had occurred
some months previously. The patient recovered under medical
treatment, as these patients did sometimes with pus in the
peritoneal cavity. There were so many adhesions that the
speaker operated for their separation. A diagnosis of appen-
dicitis was made at the time of the acute attack. In separating
the adhesions he found the site of the perforation, which was
about four inches from the appendix. The circular perforation
had left a distinct scar, and the hard, firm white adhesions at

this point left no doubt as to the character of the original attack.

Dr. Albert Goldspohn, of Chicago, read a paper entitled

SOME OLD FALLACIES IN RETROVERSION SURGERY.^

Dr. John E. Cannaday, of Charleston, W. Va., followed
with a paper entitled

repair rather than removal of the internal generative
organs of woman. ^

These two papers were discussed jointly.

Dr. Herman E. Hayd, of Buffalo, concurred with the essayist

in his criticism of the Coffey operation. He was glad to hear
the essayist say that in entering the abdomen for the relief of

any pathological condition it was best to do so in the median
line and not by the inguinal method, since the operation of

Gilliam was satisfactory if the abdomen had to be opened.
There was no use of discussing the Alexander operation

because he took the same position now that he had heretofore,

namely, that this operation was well suited to uncomplicated
cases of retroversion.

Dr. Robert T. ^Morris, of New York, in speaking of Dr.

Cannaday's paper, remarked that conservative surgery in the

pelvis should be done whenever possible, saving everything
one could. The patient, however, should be taken into the

confidence of the surgeon and the surgeon in turn should be
guided by the wishes of the patient.

Dr. Thomas B. Noble, of Indianapolis, remarked that in

contemplating operation for retroverted uterus, one should con-

sider much more than that. In these cases many of them were
attended by a general visceroptosis; they were attended by
great lengthening of the uterosacral ligaments, by ruptures of

the perineal floor, so that from the diaphragm to the perineum
the supportive elements were lacking, and the symptom-com-
plex was such that hardly any case could be attacked by a pro-

cedure directed to the round ligaments, the broad ligaments, a
ventrosuspension or fixation, or any one particular thing.

This w^as one of those pathological complexities that caused
him more concern than any of the plastic work he was called upon
to perform.

'See original article page 1035. ^See original article page 1042.
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EXPERIMENTS UPON ANIMALS RELATIVE TO THE QUESTION OF

ABDOMINAL SUPPORTERS AFTER LAPAROTOMY.

• Dr. Robert T. Morris, of New York, read a paper on this

subject.

DISCUSSION.

Dr. Walter B. Chase, of Brooklyn, asked what inference the

essayist would draw, if any, from his experiments on the pro-

priety of deciding the length of time when a patient should get

up after an operation.

Dr. John E. Cannaday, of Charleston, W. Va., said that the

time for the prevention of postoperative hernia was at the time

of operation, by getting proper closure of the wound, and that

the wearing of bandages and supporters could not have any

possible bearing on the case. If one avoided the dissection of

trophic nerves, made short incisions, and effected good approxi-

mation of tissues, there would not be a hernia. He did not

advise the wearing of a support of any kind after operation.

Dr. Miles F. Porter, of Fort Wayne, Indiana, said that,

as a general proposition, he quite agreed with what Dr. Morris

and others had said. He protested, however, against the state-

ment of the last speaker that absolutely nothing, except the

suturing of a wound, had anything to do with the development

or lack of development of a postoperative hernia. It had very

much to do with it. He did not care who sutured the wound,

how he did it, nor what he did it with, if pressure were brought

to bear on the wounded surface before the parts had completely

and finally closed, even reinstated to the condition that obtained

prior to operation, the patient would likely have a hernia or

would run the chance of having it.

As to whether a supporter should be used after operation, it

depended very largely upon where and how the incision was
made. He undertook to say that McBurney's incision never

needed any support, because of the mechanical principles that

obtained in the muscle separation. On the other hand, a

vertical incision in the semilunar line needed support, and if one

did not have support there until the connective tissue had been

restored, a hernia was likely to occur. These herniae did not

develop in two or three or four years, but later.

Dr. Morris, in closing the discussion, and replying to Dr.

Chase, said that he kept some patients in bed much longer than

others. For instance, he kept a good many patients in bed

for sixteen or seventeen days, and sometimes for twenty-one

days. After a McBurney short incision for an appendix oper-

ation, where the structures were split and nothing else was cut,

the patient was allowed to get out of bed at the end of six or

seven days, and to go home in ten days. On the other hand,

when an incision was made three inches long in the semilunaris,

he kept the patient in bed three weeks. He would only permit

of a supporter being used for a few days, while the patient was
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walking about. This might consist of a rubber-plaster sup-
porter. He had in mind doing away with these elaborate sup-
porters, which were not only worn for months but years after

these operations.

Papers were also presented by Drs. Hall, \\'\xderveer,
KiRscHxMER, Stewart, Hedges, Sherrill, and Torrance.'

OFFICERS.

President, Dr. William H. Humiston, of Cleveland, Ohio.
First Vice-pesident, Dr. James Edgar Sadlier, of Pough-

keepsie, New York.
Second Vice-president, Dr. Johx D. vS. Davis, of Birmingham,

Alabama.
Secretary, Dr. William Warren Potter, of Buffalo, New

York, re-elected.

Treasurer, Dr. X. O. Werder, of Pittsburg, Pennsylvania,
re-elected.

Fort Wavne, Indiana, was selected as the place for holding
the next annual meeting, September 21-23, i909> being the date.

REVIEWS.

Ueber Salpingitis Nodosa. By Dr. Rudolph Maresch, Ad-
junct Prosektor in der K.-K. Krankenanstalt in Wien. 17
text figures and 2 plates. Octavo. 72 pages. S. Karger,
Berlin, 1908.

This monograph treats of the so-called adenomyoma of the

tubal angle. Just as Cullen has put at rest the various theories

in regard to adenomyoma of the uterus by showing that in the

great majority of the cases the so-called "new-growth" is

derived from outgrowths of the uterine mucosa, so Maresch has
demonstrated that the adenomyomata of von Recklinghausen
are usually due to inflammatory changes of the tube and not to

embryonal rests of the Wollfian body. In one series of cases

the method of reconstruction of serial sections was employed;
in a second series, gelatin injections of the tubal lumen were
utilized. The work is painstaking, thorough and convincing.

R. T. F.

Die Beckenerweiternde Operationen. By Dr. August
Mayer, Privatdocent in der Universitat u. Oberarzt in

Universitats-Frauenklinik zu Tubingen. 67 text figures.

Octavo. Pages 218. S. Karger, Berlin, 1908.

The author has given a very complete resume of the subject,

including both symphysiotomy and hebosteotomy. He reviews
the knowledge of the anatomy of the pelvis, tracing it from the
earliest times to the present. Symphysiotomy is applicable to

clean cases, whose true conjugate is not below 6.75 cm. The
mortality of the operation is from 11 to 12 percent. In discuss-

ing hebosteotomy, the anatomy of the parts is carefully and mi-
^ These papers will be published in this Journal.
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nutely shown. Both the open and the subcutaneous methods are

discussed. About 260 cases had been reported up to the time
• this monograph was written. The true conjugate must be at

least 6.5-7 cm., or at least i cm. bigger in a generally contracted
pelvis. After the operation labor should always be awaited,
if possible, in order to avoid penetrating vaginal tears. Injury
to the bladder usually heals spontaneously if a permanent
catheter is left in situ. Of the nine cases reported by Mayer, one
died of hemorrhage, and only six of the children were born alive.

Reports of animal experiments on the healing of bone wounds
conclude this monograph. Anyone interested in this subject
will find a comprehensive review in this work.

The Campaign Against Tuberculosis in the United States.
Including a Directory of Institutions Dealing with Tuber-
culosis in the United States and Canada. Complied under
the direction of The National Association for the Study and
Prevention of Tuberculosis. By Philip P. Jacobs. Pp. 467.
New York: Charities Publication Committee, 1908.

The great impetus which has recently been imparted to the

crusade against tuberculosis is no way better attested than by
the fact that of one-hundred and fifty-eight dispensaries for its

treatment, one hundred and twenty-three have been established

within the nineteen months preceding August, 1908. This
volume has been prepared through the cooperation of the

Russell Sage Foundation and the National Association for the

Study and Prevention of Tuberculosis. It is really a revision

of the "Directory of Institutions Dealing with Tuberculosis"
with the inclusion of chapters on legislation dealing with the

disease. It presents concisely the chief data concerning
sanatoria, hospitals, day camps, dispensaries, classes, associations

and other institutions for tuberculous patients. These include

the situation, type of cases admitted, capacity, charges, medical
attendance, method of application for admission and other more
general information. While of particular value to those whose
practice deals largely with tuberculous patients, it is a volume
which helps to solve problems that almost all physicians in

general practice are called upon to face. H. D.

Gynecology and Abdominal Surgery. Edited by Howard
A. Kelly, M. D.,F. R. C. S. (Hon. Edinb.), Professor of Gyne-
cologic Surgery at the Johns Hopkins University; Gynecologist
to the Johns Hopkins Hospital, Baltimore, and Charles P.

Noble, M. D., Clinical Professor of Gynecology at the Woman's
Medical College, Philadelphia. In two large octavo volumes
of 17 13 pages and 880 illustrations by Norman Becker, Max
Broedel and others. Volume ii. W. B. Saunders Co., Phila-

delphia and London, 1908. Per volume $8.00.

The chapters of the second and concluding volume of this work
begin with Complications following Operations, by G. Brown
Miller and go on through Cesarean Section, by J. F. W. Ross ; Opera-
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tions during Pregnancy, by Richard C. Norris; The Operative
Treatment of Sepsis in the Child-bearing Period, by Barton
Cooke Hirst; Extrauterine Pregnancy, by J. Whitridge WilHams;
Diseases of the Female Breast, by J. C. Bloodgood; Operations
upon the Gall-bladder, Bile Ducts and Liver, by Alfred J. Ochsner;
Operations upon the Stomach, by B. G. A. Moynihan; Pyloro-
plasty, by J. M. F. Finney; Intestinal Surgery, by John B.
Murphy; Operations for Diseases of the Vermiform Appendix,
by Kelly and Hurdon; Surgery of the Pancreas; by Opie and Watts;
Operations upon the Spleen, by Kelly; Tuberculosis of the Peri-

toneum, by George Ben Johnson; Penetrating Wounds of the
Abdomen, by Floyd W. McRae; Hernia, by Hunner; Inguinal
Hernia in Men, by Edward Martin; Drainage in Abdominal
and Pelvic Surgery, by Anspach; Surgery of the Ureter, by
Kelly, and Surgery of the Kidney, by Xoble and Anspach.

In general, these chapters are well written, express clearly the
authors personality, show little repetition, and are open to criti-

cism only in certain minor points. In the chapter on extrauter-
ine pregnancy it might be as well, for the sake of uniformity, to

omit the six pages of references to literature, as is done in all

of the other forty-three chapters.

The illustrations, mostly by Becker and Broedel are as beautiful

as ever and hardly need more than mention. ^lost of them
are remarkably fine, yet some exemplify the fact that diagrams
may teach better than detail. Figs. 410, 411 may be criti-

cised as showing a preposterously long incision for Cesarean sec-

tion. Some of the photographic reproductions showing ampu-
tation of the breast are so obscured by detail as to be practically

useless for teaching the steps of the operation. For instance.

Fig. 538 is ornamented by more than fifty-five pairs of artery
forceps. Xine-tenths of the points shown as clamped in this

figure should have been left alone. In Fig. 556 the anatomy of

the bile-ducts as shown may possibly be considered unusual.
The first volume of this work was reviewed in the Journal

for October, 1907 (page 527). It contains only matter which
is strictly gynecological and as such almost wholly admirable.
The second volumic, which reaches out to the stomach, pancreas,
spleen, and hernia in men would seem deliberately to cross the
line and go well into the domain of other departments of surgery
and in doing so must and does tend to break down the dividing
lines and so make gynecology only a subfield in general surgery.
The pendulum of professional custom and inclination may be
now swinging strongly that way but there are many who have
the true interests of gynecology at heart who feel that this

movement is nearly at the end of its arc and that the reaction
will be soon and strong.

As specimens of bookmaking these volumes are models of luxu-
riousness. The type impression is clear and sharp, the reproduc-
tion of the drawings remarkable, and the binding so good that the
page lays flat wherever opened. The very glossy surfaced paper
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necessary for the reproduction of the line half-tones is at present
a necessary evil.

A Text-Book of the Diseases of Woman. By Chas. B.

Penrose, M. D., Ph.D., Formerly Professor of Gynecology in the
University of Pennsylvania. Sixth revised edition. Octavo
of 550 pages, with 225 original illustrations. W. B. Saunders
Co., Philadelphia and London, 1908. Cloth $3.75.
It speaks well for the care and judgment with which the orig-

inal edition of this book was planned to find that now, after its

sixth revision, it has increased in size by only twenty-one pages.
It is characterized by simplicity of style and clear teaching.
Major operative gynecology is subordinated. Theoretical dis-

cussions, case reports, and other padd ng are conspicuous by
their absence. Many of the cuts are diagrammatic but teach
as clearly as more elaborate illustrations . The restriction to

one plan of treatment for each disease simplifies the subject for

the student but emphasizes the fact that this is distinctively a
text-book and not a work of reference for the practitioner.

Text-Book of Nervous Diseases and Psychiatry. By
Charles L. Dana, A. M., M. D., LL. D., Professor of Nervous
Diseases in Cornell University Medica College; Visiting

Physician to Belleview Hospital; Neurologist to the Montefiore
Hospital; Neurologist to the Woman's Hospital; Consulting
Phy ician to the Manhattan State Hospital; Ex-President
of the American Neurological Association; Ex-President of the
New York Academy of Medicine; Corresponding Member of

the Societe de Neurologic. Seventh Edition. Octavo of 782
pages. Illustrated by two hundred and sixty-one engravings
and three plates in black and colors. William Wood and Co.,

New York, 1908. Cloth $5.00
Dr. Dana gives us in this book an example of simple, straight-

forward, clear thinking, expressed in language w^hich has an
admirable teaching quality. These factors have given the book
a vitality that has carried it through seven editions with no
impairment of its "vital rubber." In the present volume the
author has made some additions to the sections on the histology
of the neuron and on the anatomy and physiology of the brain.
A very sane little section has been written regarding the methods
of psychotherapy. The subjects of neurasthenia, hysteria and
psychasthenia have been rewritten. Considerable has been added
to the subjects of neuritis, tabes, multiple sclerosis, brain tumors,
the tics, and paralysis agitans. Some new illustrations have
been added.
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BRIEF OF CURRENT LITERATURE.

OBSTETRICS.

Production of Deciduomata and the Relation between the

Ovaries and Formation of the Decidua.—Leo Loeb {Jour. A mer.

Med. Assn., June 6, 1908) has obtained multiple nodules that

have the structure of the decidua of the guinea-pig by making
transverse and longitudinal cuts in the uterus of the anesthetized

animal. The different stages in their development were estab-

lished by microscopic examination. The nodules originate

through proliferation of the interglandular connective tissue of

the mucosa by mitotic cell division. The beginning of these

changes may be observed within twenty-four hours after the

operation and the deciduomata reach their full size in ten or

eleven days. The cells then die rapidly and the tumor becomes
completely necrotic, as a rule, within fifteen days after the

operation. Necrosis cannot be prevented by the coexistence of

pregnancv, although it is possible that the life of the

deciduomata may be slightly prolonged under these conditions.

If the incisions are made from the fourth to the eighth day
after copulation deciduomata almost invariably develop. Inside

the first day after copulation no deciduomata usually develop.

On the second day only very small or no deciduomata develop.

On the ninth and tenth days after copulation, again, the

formation of deciduomata becomes very uncertain; and it is

absent in later stages of pregnancy The optimum, between

five and eight days, corresponds with the time when the

uterus normally responds to the stimulation of the ovum
with the formation of a decidua. Preceding copulation is

not, however, necessary for the formation of deciduomata.

At certain periods after the condition of heat has passed

in animals the uterus likewise responds to the proper stimu-

lation with the production of deciduomata, the optimum
lying at 4 to 9 days after the period of heat. The writer believes

that the development of the deciduomata depends on a certain

condition in the sexual cycle of the animal at the time of operation,

and savs that he has shown that the contact of the ovum with

the mucous membrane is not necessary for their development.

Extirpation of the ovaries in most cases prevents entirely the

formation of deciduomata in animals that are operated on at

the most favorable period after copulation. Cauterization of the

ovaries several days before incising the uterus does not interfere

with the formation of deciduomata. Their development in

pieces of uterus transplanted, at the proper time after copulation

into the subcutaneous tissue, makes it probable that an internal

secretion of the ovaries is responsible for the predisposition of
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the uterus to form deciduomata. The writer beheves the corpus

luteum secretes this substance. The invariable necrosis of the

deciduomata at a certain period of their development must be
compared to the general disappearance of the corpus luteum after

the causative factors leading to its development have ceased to

exist. If the "internal secretion" of the ovaries is of great sig-

nificance for the production of deciduomata, we are justified in

concluding that it has the same significance for the formation

of the placental decidua.

Analgesia in Obstetrics and Gynecology.—W. J. Sinclair (Lancet,

May 30, 1908) discusses the various methods of relieving pain in

obstetrical practice and suggests the advisability of employing
a combination of morphine and alcohol and the local use of cocaine

if necessary, varying the dosage of each according to the habits

and racial temperament of the patient. For such operations as

curettage in puerperal sepsis he would avoid chloroform and ether

unless necessary as the anesthetic may turn the scales against the

weakened patient. The following method will be found sufficient

for curettage. About three-quarters of an hour before the opera-

tion the patient receives a full dose of morphia hypodermically

—

a quarter of a grain, more or less, according to her bulk. Half

an hour or 20 minutes before the time appointed for operation she

is given about two or three fluidounces of whiskey or brandy
disguised with licorice and diluted. If she is accustomed to alco-

holic beverages, as most hospital patients are, she must get more.

Bv the appointed time, when everything is ready, the most timid

patient has become apathetic, but if there is laceration of the

perineum it is well, as a preliminary, to mop the surface which
has to be cleansed with a solution of cocaine, eucaine, or novo-
caine.

Chorea During Pregnancy.— In a previous report of nine cases,

W. F. Shaw (Jour. Ohst. and Gyn. Brit. Emp., June, 1908)
reached the conclusion that the chorea of pregnancy is due to a

toxine which appears to be indentical with, or closely to resemble,

that of acute rheumatism. It affects human subjects undei
two circumstances, both of these being characterized by insta-

bility or irritability of the nervous system, namely, childhood and
pregnancy. The cause of the instability or irritability of the

nervous system in pregnancy, bringing it down to the level of

childhood, is the toxemia of pregnancy. He believes that in the

chorea of pregnancy it is more important to remove the predis-

posing cause than to apply merely symptomatic treatment.

The treatment must be eliminative as in the other toxemias
of pregnancy. The pregnancy should not be arrested, as a rule,

as this is generally unnecessary and harmful to the patient as

well as to the child. His routine treatment is to keep the patients

quiet in bed on a diet restricted entirely to milk, until the move-
ments show signs of improvement, when the diet is gradually in-

creased, always returning to the milk if there is any increase of the

symptoms. Elimination by the skin and kidneys is encouraged
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by administering a simple saline diaphoretic and diuretic

mixture, and the bowels are kept well opened by calomel or jalap.

If a severe case does not respond, eliminative treatment is more
vigorous and includes saline enemata. One of the strongest

proofs that this treatment is conducted on rational lines is the

fact that in none of twelve consecutive cases were any hypnotics
administered. So soon as elimination is increased, as shown
by an increase in the output of urea and uric acid, although the

diet is restricted to milk, natural sleep occurs, generally on the

second or third night. The writer's first two cases were treated on
traditional lines and labor was induced finally, both mothers and
children perishing. The remaining twelve cases, including three

now reported, were all treated as described above. All the

mothers made excellent recoveries, and the children, except
two, were born healthy, or the mothers discharged as cured
before delivery and with the fetal heart audible. The two
still-births were due to an accident at birth and to pneumonia
of the mother.

Creatinin Excretion in the Puerperium and Uterine Involution.—
C. N. Longridge {Jour. Obst. and Gyn. Brit. Emp., June, 190S)

has made observation during the first nine days of the puerperium
with a view to determining the output of creatinin during the

most active period of involution of the uterus. He found a fall

during the first day or two, probably due to the fact that the

patients had not been placed upon a creatinin free diet for three

days before the observations were started. On the sixth day
the low percentage is due to the high excretion of total nitrogen.

With these exceptions the percentage excreted as creatinin

remained about 3 per cent, for the whole period. No increase

of creatinin excretion was found during the most active period of

autolysis of the uterus. The writer formulates the following

conception of the process of involution. During labor the

powerful contractions of the uterus lead to the development
of sarcolactic acid in the uterine wall. This acid is neutralized

by the circulating blood. When the uterus contracts down
after the expulsion of its contents, it is probable that the forma-
tion of sarcolactic acid still goes on, but now there is no
blood to neutralize it. The uterus is therefore left in a condition

of anemia and diminished alkalinity, two factors which favor

rapidity of autolysis. The wall of an autolysing uterus removed
by the Porro-Cesarean operation was found thirty-six hours
after the operation to be of a distinctly acid reaction During
the first stage of involution when the circulation through the

uterus is slight or even completely absent the products of autoly-

sis are retained in the uterus. After four or five days the uterus
becomes considerably softened, and the blood begins to percolate

more freely through the organ. The products of autolysis are

then washed out, and owing to the presence of alkaline blood,

the rate of autolysis is very much diminished, and the second or

slow stage of involution begins.
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Pyelonephritis Complicating the Puerperium.—C. G. Cumston
(Arncr. Joiir. Med. Sci., July, 1908) sa}S that, given elevation of

the temperature during the puerperium, one should commence by
a careful examination of the uterus and adnexa, and, having
found that there is no lesion in the small pelvis, the possibility of f

pyelonephritis should at once come to one's mind; a carefu*

examination of the urine should be made, as well as a methodical
palpation of the renal region and ureters, although the patient

may be perfectlv free from pain in these regions.

Fixation of Bile Pigments in the Hacenta.—Odorico Viana
{Ann. di Ost. e Gin., June, 1908) has maae a study of eight cases

of icterus in pregnancy, among which four died with acute
yellow atrophy of the liver, with reference to a possible deposit

of bile pigments in the placenta affecting the life of the fetus.

Chemical and microscopical examinations of the placentae were
made. He concludes that the presence of bile pigments in the

alcoholic extract from a placenta in a case of icterus does not
show that these substances have been fixed in the placenta,

because they may come from tne blood that is mixed with the

solution. In the most severe cases the microscope demonstrates
the deposition of only a small amount of bile pigment in the

syncitium, and this is absent in the catarrhal forms of icterus.

The belief that the pigments are in combination with the calcium
of the placenta is not supported by the author's observation of

the placenta. We must admit a certain amount of passage
of the bile substances from the mother to the fetus, but this

probably does not cause the death of the fetus, which generally

occurs in severe cases, while in catarrhal cases the child lives.

It is more likely to be caused by the passage of toxins circulating

in the maternal blood.

Osteomalacia.—P. Stephanelli and Ettore Levi {Rivista

Critica di Clin. Med., June 27 and July 4, 1908) espouse the

theory that osteomalacia is an infective disease. They have
made a detailed study of two cases. One of them died in the

hospital at Florence, and careful bacteriological and pathological

examinations were made postmortem. The changes in the bones
were general and less marked in the pelvis than in other parts
of the body. There were multiple fractures of the long bones,
the thorax being markedly deformed, resulting in severe dyspnea.
Bilateral ovariotomy had been done, but had no effect whatever
on the progress of the afifection. The result was an enormous
deposit of fat all over the body. There were no symptoms
referable to the nervous system. From tne body was isolated

postmortem a microorganism resembling the diplococcus de-

scribed by ]\Iorpurgo as found in osteomalacia and rickets i 1

white rats. It is colored by Gram's stain. Injected into animaF-,
it did not produce any inflammation nor any general infection.-

This diplococcus was promptly agglutinated with serum of

osteomalacia in dilution of one to twenty or thirty. No osteo-

malacic symptoms were found in the inoculated animals.
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Successful inoculation experiments have been made bv Archange-
lis and Fiocca, leading the author to believe that in man as well

as in animals this disease is an infection probably caused by the
same pathogenic agent. The disease is not equally distributed
in all countries. It is seen in Italy especially in the small
mountain villages. In one-third of the cases the disease strikes

several members of the same family. Among animals the con-
tagious nature of the disease is more marked. Spontaneous
epidemics of osteomalacia have been noted in rats, the disease
passing down to the third generation. Admitting the con-
tagious nature of the disease, it is not difficult to see how it

spreads. The organisms may enter by the tonsils, skin or in-

testinal canal. Archangelis thinks that the puerperal uterus
is an especially easy point of entrance for the mucroorganisms.
The infection may remain latent for a long time and give rise to

relapses. Sex is a predisposing cause of importance, the con-
dition being rare in the male. Its onset is like that of infectious

diseases, beginning with fever and diffuse pain in the articula-

tions and bones. The fever is generally of short duration, is

slight, and recurs in the advanced stages of the disease. Most
cases begin in spring and autumn and improve in summer.
It is supposed by the author that the organism acts directly

on the osteoblasts and bone cells.

Stomato-dental Affections in Pregnancy,—Emile Ely {Jour,
de Med. dc Paris, September 26, 190S) says that pregnancy gives

rise to three kinds of stomatopathies. The first set consists of

salivary difficulties, consisting of abnormal acidity of the saliva,

and ptyalism, and are due to autointoxication. The use of

alkaline gargles is indicated. Gingivitis, stomatitis and other
buccal affections arise from the same cause as salivary troubles.

Antiseptic and astringent gargles and treatment with lactic

acid bacilli are indicated. Odontalgia is sometimes secondary
to caries and is relieved by treatment of this condition. In
general it is due to the decalcification of pregnancy. There is a

marked acidity of the mouth and increase in the number of its

microorganisms, which aid in the occurrence of caries. The
decalrification should be met by a proper diet and the admin-
istration of salts of lime. The use of salt should be interdicted,

and tne carious teeth filled temporarily with gutta-percha, which
should be inspected once a month. Permanent fillings should
not be put in until some time after the termination of pregnancy.

Ocular Complications of Pregnancy.—Hiram Wood (Jciir.

Avier. Med. Ass)i., July 18, 1908) states that, apart from the
various nervous symptoms incidental to pregnancy which often
aft'ect the eye functions, four serious ocular manifestations are seen
more or less frequently during pregnancy or after parturition.

These are: i. So-called uremic blindness, usually seen in

connection with eclampsia, 2. albuminuric retinitis of preg-
nancy. Rarer forms are: 3. loss of central or peripheral vision,

due, so far as symptoms point, to a retrobulbar neuritis, and 4.
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a form of neuroretinitis, not essentially suggestive of the albu-
minuric type, but showing numerous retinal exudates and hemor-
rhages. There is doubt as to whether the term uremic should
be applied to the blindness occurring in connection with puer-
peral eclampsia. The same is true regarding the renal origin

of what is termed the albuminuric retinitis of pregnancy. There
is good reason to think that both the renal and ocular com-
plications are manifestations of the same process—a toxema.
The third and fourth varieties of ocular complications of preg-
nancy are also, doubtless, the results of pregnancy toxemia,
a toxic neuritis or toxic thrombosis probably being the active

factor in causation.

Semiology of Incoercible Vomiting in Pregnancy.— ^l. E. Bon-
naire {Presse Med., September 5, 1908) tells us that incoercible

vomiting in pregnancy ma}'' occur at any period of the gestation.

At first the vomiting causes emaciation, being intermittent,
accompanied by malaise, lack of appetite, nausea and vertigo.

The stomach ejects a mixture of mucus and bile. Nausea is

persistent and retching violent and painful. Ptyalism is present,

the mouth having a bad taste. Food may stagnate some hours
in the stomach and then be rejected with an excessive fetidity.

Liquids and solids burn the stomach, and the tongue is red and
shining. Violent vomiting causes hemorrhages of the nose, eyes,

and ears. Constipation is intense and obstinate. The urine is

diminished in amount, reaction acid; uric acid is in excess, and
chlorides are decreased. Abnormal extractives are present.

In the second period all the symptoms are exaggerated and there
is an acceleration of the pulse, accompanied by a lowering of

the temperature. Feebleness is extreme; boils and acne appear,
and the extremities are cold and cyanotic. Thirst is extreme
and emesis violent. Insomnia is the rule. Arterial tension is

low and the heart arhythmic. In the last stage there is an ap-
parent improvement in that the vomiting stops, food is retained
although undigested, and diarrhea is present. This lasts from
three days to a week and ends in death.

Uterine Cicatrices and their Rupture.—P. ]\Iauclaire and Bur-
nier {Arch. Gen. de Chir., August, 1908) enumerate the conditions
and operations on the uterus that cause cicatrices in its substance
which may be involved later in rupture. Situation of the pla-

centa over such a scar weakens it. The distention of the uterine

walls as parturition approaches is the principal immediate cause
of the rupture. Decidual cells may have invaded the cicatrix

and separated the muscular fibers. The cicatricial tissue is less

elastic than the rest of the wall. Rupture comes on suddenly,
generally with a severe pain and indications of internal hemor-
rhage. The abdomen becomes ballooned and hypersensitive.

The infant soon dies, and auscultation shows that the heart-
beats have stopped. Palpation may show the body of the fetus

in the abdominal cavity and the uterus contracted at one side.

Blood flows from the vagina. The prognosis for the child is bad,
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death generally occurring soon after it passes into the abdomen.
The prognosis for the mother is almost equally bad if operation is

not undertaken soon. Preventive treatment would be in the line

of obtaining a strong cicatrix of any abdominal wound by care in

the method and the material of the sutures. The authors report

twenty-two cases of rupture of the cicatrix after operations on the

uterus.

Unilabial, Polypoid, Edematous Elongation of the Cervix, a

Complication of Labor.—Jules Rouvier (L'Obst., August, 1908)

says that edema of the cervix during labor may be present to such
a degree that a portion of the cervix in shape resembling a polypus
descends before the head of the fetus. This necessitates in most
cases some intervention to crowd back the mass into the pelvic

cavity during the contractions or to deliver by forceps or version.

A slight degree of this condition which will undergo a return into

the pelvis is often seen, but the advanced degree in which the

mass of variable size appears like a polypus is exceedingly rare.

The author had in his hospital practice a remarkable example
of this difficulty. The seat of the elongation is the anterior

lip of the cervix. The cause is interference with the circulation

in the cervix by the pressure of the head. When dilatation is

slow it is more apt to occur. It is sometimes associated with
pelvic contraction. In some cases the edematous lip of the cer-

vix tears away from the rest of the cervix; in some it remains
in the vagina; in others it appears below the vulvar orifice. It is

of a livid, violet color, and when the capillaries become ruptured
so that there is extravasation of blood within it it is blackish in

color. The patient suffers severe pain in the elongated portion.

The elongation may persist for some time after the delivery and
when it does so may need to be removed by operative procedure.

It may be confused with prolapsus of the mucosa of the vagina,

with a vascular polypus, with a fibroid tumor of the cervix, and
with a portion of the placenta. In severe cases the contractions

become irregular and sometimes cease and inertia uteri ensues.

In such cases the life of the child is endangered by the prolonged
pressure to which it is submitted. Early diagnosis, spontaneous
resolution, or separation of the tumor are favorable to the mother.
When the amniotic sac has not ruptured and the contractions are

weak it is justifiable to endeavor to put off labor. After rupture,

dilatation should be facilitated. Attempts should be made to

support the prolapsed portion and push it up between the pains.

It may be necessary to aid delivery by version or forceps, and
the lip should be supported between the tractions After
deliverv the tumor disappears in most cases in a few days.

Suppurative Cerebrospinal and Cerebral Meningitis in the Puer-
perium.—F. Commandeur {L'Obstet., June, 1908) says that
infection of the brain and meninges in the course of puerperal
infections is very rare. Interest in such cases is along three

lines: etiology, diagnosis from eclampsia, and obstetrical indi-

cations. The author has collected fifteen cases, one of them
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observed by himself, and has analyzed them. One of the pre-

disposing causes is multiparity, the frequency varying with the

time of the gestation, and most of them occurring in the latter

part of pregnancy. In the puerperium the symptoms begin

immediately after delivery or as late as four weeks after it. In

general it occurs near the time of delivery. In ten cases it was
primary, in four it complicated another affection, pneumonia or

pleurisy, and once a staphylococcus infection of the uterus.

Bacteriological examination showed in general the pneumococ-
cus. The symptoms are generally atypical, resembling eclamp-
sia. They consist of headache, appearing early and becoming
aggravated in severity; convulsions, generally present, and
terminal coma. There may be delirium, pupillary changes,

severe fever and urinary troubles, less severe than in eclampsia.

Diagnosis involves a careful analysis of the symptoms. It is

generally made only at the autopsy. The headache is more
intense and progressive than in eclampsia; coma generally

succeeds the convulsions and continues until death. Presence

of much albumin speaks for eclampsia. The symptoms are

progressive to a fatal termination. The prognosis for the

mother is bad, but the infant is often delivered alive, either

spontaneously or by operation. It is not necessary to bring

about premature labor in the interests of the child, for labor

generally comes on spontaneously.

GYNECOIvOGY AND ABDOMINAL SURGERY.

Vermiform Appendix as a Pelvic Organ.—J. Bland Sutton
{Clin. Jour., July i, igoS) calls attention to the frequent finding

of the tip of the appendix in contact with the gall-bladder of

normal size and normally situated, and its more common occur-

rence in the pelvis and resting on the rectum. An acute appen-
dicitis, when the tip of the appendix is free in the pelvis, mimics, not
only pelvic abscess, tubal pregnancy, and pyosalpinx, but it may
actually set up acute salpingitis and ovaritis. Subacute and
chronic diseases of the appendix may extend to, and involve the

right ovary and Fallopian tube. The writer mentions several

cases. In one, the appendix had perforated and discharged into

the tubal ostrium, setting up an acute salpingitis. The tendency
of perforation of the appendix to occur at or near its free ex-

tremity the author ascribes to the abundance of lymphoid
tissue at this point. In another of his cases a persistent abdomi-
nal sinus was found to be due to perforation of the tip of the

appendix which had become adherent to the abdominal wall.

The probe passed through the appendix into the cecum. He
records a case with symptoms of subacute appendicitis in which
he found a long vermiform appendix reaching into the pelvis,

firmly adherent to the pelvic wall below the iliac vessels and con-

taining a hard body at that point. This was found to be a con-

cretion surrounding a pin and consisting of calcium phosphate
calcium oxalate, iron, and magnesium ammonium phosphate.
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A pin in the appendix may perforate into the bladder as may
pelvic abscesses arising from perforation of an appendix indepen-

dently of such a foreign body. The appendix may also be found
in a hernial sac.

Sterile Oil to prevent Peritoneal Adhesions.—From experiments
upon cats and limited clinical data J. B. Blake (Surfi. Gyn. and
Obst., June, 1908) concludes that oil, absolutely sterile, may be
used in the peritoneal cavity of patients in moderate quantites,

I to 4 drams, without danger, general or local; that it remains
in the peritoneal cavity for periods of from five to fifteen days,

and possibly even longer; that its presence tsndsto prevent early

and direct adhesion of denuded or inflamed peritoneal surfaces,

and, therefore, that its use, under the above precautions, is

indicated and is moderately effective in sometimes preventing
and usually diminishing the formation of post-operative perito-

neal adhesions.

Treatment of Displacements of the Pelvic Viscera.—\V. E.

Fothergill {Jour. Obst. and (ixn. Brit. Emp., June, 1908) recom-
mends for classical prolapse anterior colporrhaphy with union in

the middle line of the parametric and paravaginal tissues; poste-

rior colporrhaphy and perineorrhaphy. He favors ventro-

fixation in addition to the above, if the anterior colporrhaphy
does not support the uterus in a position of anteversion. For
cystocele and vaginal prolapse he performs anterior colporrhaj^hy

and perineorrhaphv. For retroversion demanding treatment he
advises Alexander's operation as an alternative for pessar}- if the

uterus is movable; laparatomy, separation of adhesions, treat-

ment of appendages and securing of uterus in anteversion, if it is

fixed.

Dysmenorrhea.—C. C. Xorris (I'niv. Penn. Med. Bull., June,

1908) presents a studv of nine cases of dysmenorrhea. He finds

that dysmenorrhea accompanied by labor-like pain is often due
to a form of membranous dysmenorrhea, and that the shreds of

tissue passed are often extremely small, but that this does not

prevent them from causing marked obstruction symptoms. His-

tological study of the shreds show an inflammation present, even
though no evidence of infection can be noted in the case clinically.

The passage of shreds, if the cervix is a multiparous one, is not

necessarily accompanied by pain. In the writer's hands the

best results have been attained from a dilatation and curettage
followed by the insertion of a Wylie's drain, together with tonics

and improved hygiene, under this treatment sterility may often

be overcome.
Menstruation in Relation to Calcium Metabolism.—From a

study of this subject W. B. Bell, (Proc. Royal Soc. Med., July,

1908) concludes: i. That menstruation is a periodic function

only in so far as the rest of calcium metabolism is in harmony
with this periodicity, and that the function is dependent
upon the calcium metabolism in all its ramifications. 2. That
the hemorrhage into the Graafian follicle may be coincidental
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and is the result of the lowered calcium content of the blood,

but that it is in no way responsible for menstruation. 3. That
the bleeding from the uterus, while due to the lowered calcium
content of the blood in the main, is also dependent on the local

change in the capillaries from which the diapedesis of leuko-
cytes and corpuscles occurs, and, further, that these leukocytes
are an active factor in the conveyance of calcium salts from the

glands to the exterior. 4. That the uterine glands excrete calcium
and mucin, and that therefore the uterus is a "menstrual organ."
5. That there is a correlation Vjetween the ovaries and uterus in

reference to menstruation, but that the ovary is probably no more
predominant than other ductless glands in this respect.

Lymphatics and Uterine Cancer.—C. Jacobs {Prog. Med. Beige,'

July 15, 1908) explains the spread and recurrence of uterine
cancer in part as due to the lymphatic vessels which so richly per-

meate the pelvic tissue with the large number of associated
lymphatic glands. The other method of spread is by way of the
blood-vessels. The metastases in the kidneys and liver occur
through the venous system. Isolated vaginal metastases which
are found under an intact mucosa may be explained by a retro-

grade transfer of the cancerous germs through the veins. Such
occurs also in the region of the saphenous vein in the texture of

the skin. Uterine tumors progress through interstitial spaces de-

void of epithelium. Cancer of the vaginal portion of the cervix

extends upward in the external third of the muscular tissue and
downward in the subvaginal tissue. Cancer of the cervix near
the external os extends toward the cervical mucous membrane,
destroys the cervix, and forms a conoidal cavity with its apex up-
ward. Cancer of the upper cervix progresses laterally into the

parametrium. Cancer of the body of the uterus passes by way
of the lymphatic spaces of the body and infects the subserous
tissue. The lymphatics of the external muscular layer being large,

the march of the disease is rapid as soon as they are reached.
These tumors spread continuously. As soon as they penetrate
the lymphatics and -blood-vessels a current of cancer juices is

established from the neoplasm to the rest of the body. Frag-
ments of detached tumors are carried to a distance. This process

is interrupted by venous thromboses. Such thromboses are

never present in the lymphatics, the cancer bits being borne along
to distant regions. Cancer cells carried about the body are at

first destroyed, but when they become numerous enough the body
resistance is not equal to their destruction and they lodge and
grow. The lymphatic glands do all that they can to stop their

progress and are themselves infected. Passage of cells through a
gland is mechanically impossible. Cancers of the lower cervix
spread rapidly to the glands, while cancer of the upper cervix

and the body extend slowly. In these cases extirpation of the

neck and body are sufficient; but in involvement about the os as

much tissue as possible must be removed to effect a cure.

Abdominal Hysterotomy for Chronic Uterine Inversion.—F. W.
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N. Haultain (Proc. Royal Soc. Med., July, 1908) records three

cases successfully treated in the following manner: Median
abdominal incision. The inverted fundus is seen as a narrow
transverse slit; into this a dressing forceps is passed and opened
as widely as possible to break any peritoneal adhesions in the

inversion funnel (these were found in two cases). Each round
ligament, as it passes into the sHt, is now seized by a pair of

Kocher forceps and pulled upward and forward, while at the

same time an assistant pushes the fundus uteri upward from the

vagina. By this means a thick ring, formed by the uterine walls,

is seen surrounding the slit formed by the inverted uterus. This
ring is divided posteriorly, the incision passing through the

entire thickness of the uterine wall. By this means partial reduc-

tion is obtained by the vaginal taxis, and the still constricting

portion of the uterus exposed; through this the incision is con-

tinued until a sufficient opening is formed to permit of the intro-

duction of the forefinger to below the fundus, after which firm,

regulated pressure can be exercised upon it and reduction easily

secured. An incision in the posterior uterine wall, a little over

i^ inches in length, is now left, which can readily be united by
two or three deep sutures of silk or chromic gut, covered b}' a

superficial Lembert of catgut. For posterior abdominal hyster-

otomy the following advantages may be claimed: i. Absolute
simplicity of the operation, fifteen to twenty minutes being

ample for its performance; 2. Small uterine incision; 3. Easy
control of hemorrhage, should it occur, which is the exception;

4. No subsequent displacement of uterus; 5. So far as my three

cases can show, uneventful recovery and subsequent uncom-
plicated pregnancy in two out of three cases. For chronic

inversion of the uterus the writer unhesitatingly recommends
abdominal hysterotomy without any attempt at taxis, immediate
or steady elastic, which, from its irksome nature, uncertainty,

predisposition to bleeding, and even dangerous results of pressure,

seems more risky than opening the abdomen, which practically

represents the whole danger of the operation described; while

the main advantages over the vaginal operations are greater

simplicity, avoidance of hemorrhage, and, should it occur, its

ready control.

Transplantation of Ovaries.—F. H. Luartin {Surg., Gyn.,

Ohst., July, 1908) discusses his own work in this line and reviews

that of others. He concludes that homo- or hetero-plastic

transplantation of the ovaries in women, or in lower animals,

is no more dangerous if accomplished aseptically than any other

small plastic operation on the appendages. Homo-transplan-
tation will prevent the atrophy of the genitalia which usually

follows castration. It is not yet satisfactorily demonstrated
that hetero-transplantation of the ovaries in a considerable

number of cases will give permanent relief from the nervous
symptoms produced by the menopause or prevent atrophy of

the genitalia otherwise following castration. In women, or in
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lower animals, it may prevent the atrophy of the genitalia which
usually follows castration. Transplantation of ovaries from one
species into another may result in preventing the ordinary
changes in the genitalia resulting from castration. Menstruation
will continue in women and monkeys after homo-plastic trans-

plantation of ovaries. Conception has followed both homo-
transplantation and hetero-transplantation in animals. It has
followed homo-transplantation and has been reported follow-

ing hetero-transplantation of the ovaries in women. Hetero-
transplantation of the ovaries should be accomplished as soon
after the primary operation in which the receptor's ovaries have
been sacrificed as possible, before the menopause has become
established and the genitalia atrophied. Transplanted ovaries

in other localities than the normal will maintain their vitality,

functionate, and prevent ordinary sequelae of castration.

Perineorrhaphy for Complete Laceration.—T. J. Watkins
{Surg.,Gyn.,Obst., July, 1908) describes an operation for complete
laceration, of the perineum for which he claims these advantages

:

I. The external sutures are all distant one-half inch or more from
the anus and consequently minimize the danger of infection. 2.

There is no constriction of the skin and connective tissue about
the anus. 3. Individual suture of the muscle. 4. Absence of

any danger of a recto-vaginal fistula as a result of the operation.

5. A relatively small amount of suffering following the operation.

6. Enemas can be used in the postoperative treatment without
the usual danger of injury or infection. The technic is as

follows : A transverse vaginal incision one-half to one inch long
is made through the vaginal mucosa, at least half an inch beyond
the uppermost part of the rectal tear. The higher up the inci-

sion the greater the security against infection. When there is

not much injury to the rectal wall the incision may be made at

last one inch above the rectal opening. A sharp-pointed
straight scissors is pushed under the vaginal mucosa from the

incision down to the retracted end of the sphincter ani muscle
on one side, and the blades are opened so as to freely separate
the tissues. Blunt dissection with the scissors is done in like

manner on the other side. The connective tissue, between the

two canals made by the scissors, is separated by blunt dissection

or by incision down to the rectal wall. The end of the muscle
is now caught on either side with a Pean or rat tooth tissue

forceps and drawn into view. The two ends of the muscle are

sutured with No. i chromicized catgut. The suture should be
carried through the muscle and surrounding connective tissue

two or three times and then tied (using only one knot). When
the suture is completed the muscle is allowed to drop down to

the bottom of the incision. A test of good approximation of

the muscle is a restoration of the corrugations of the skin that

normally surround the anus. The remainder of the operation is

the same as for relaxation of the vaginal outlet, and may be done
by an Emmet or Hegar operation.
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Gynecological Massage in the Treatment of Plastic Infiltrations

and Pelvic Exudates.—^1. Bourcart (Anu. de Gyii. et d'Obst.,

August, 1908) believes that massage in gynecology gives

excellent results if used with prudence and proper technic.

It may be combined with other medical measures, and may be
preparatory to surgical procedures. Its use externally will

influence the circulation, acting upon inflammation, resorption

and assimilation. Bimanual internal massage has a mechanical
value, and should never be applied in acute or subacute cases,

but in chronic cases in which all inflammation has ceased. Biman-
ual massage of the ovaries should rarely be used. In such cases

massage should be abdominal, and if its results are not curative

the patient should be operated on. It enables many cases to be
cured without surgery and when necessary gradually prepares

the ground for the surgeon. By its influence on the circulation

infections of the organs and tissues of the pelvis may be arrested,

localized and made to disappear, and it may suppress both the

cause of the inflammation and its efl'ects on the organs. The
action of vibratory massage is antitoxic; it improves the abdomi-
nal circulation and aids in the destruction of bacteria, while it

facilitates the elimination of their products, and favors repair.

Its effect is shown by the increase in the amplitude of the pulse;

it causes diuresis, produces a sensation of thirst in a few minutes,
lessens abdominal pain, lowers fever when there is not a large

collection of pus present, arrests infection, and favors encyst-

ment of pus. Vibration sets in action the phagocytosis and
favors the work of the viscera in neutralizing and eliminating

poisons. In acute cases only the mildest vibratory movements
are to be used over the abdomen and subhepatic region, and
they should be begun at the earliest possible moment. In chronic

cases the manipulations should be equally careful, and may in-

clude bimanual internal treatm^ent. The patient should feel no
pain or inconvenience. Exudates and adhesions are rapidly

absorbed and elasticity brought back.

Uterine Endoscope.—Ch. David {Ann. de Gyn. et d'Obst., Sep-
tember, 1 90S) describes the uterine endoscope as consisting of an
outer tube with an obturator, inclosing another tube with a glass

disk closing its inner end, and an apparatus for lighting it consist-

ing of two small electric lights, which have no heat-producing
power. The tubes are modificid for use in smaller and larger uteri,

in the puerperal state and after abortions. The endoscope should
be used only after a complete gynecological exploration of the

patient. The patient is prepared as for a capital operation, by
disinfection, shaving and washing. The uterus is generally open
enough to introduce the tube without dilatation, but when this

is not the case a laminaria tent may be inserted the night before.

This dilatation has a very good effect on metrorrhagia, causing it

to stop in many cases. Anesthesia is not necessary. When
there is a marked hemorrhage, adrenalin may be used on an intra-

uterine tampon. The instrument is introduced with the patient
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on her back, and the maneuver can be done at her home if desir-

able. If there is any marked displacement of the uterus so that

the tube cannot be easily introduced, it should never be used.

When the tube reaches the fundus, and the inner tube and light

are in place, a view of the fundus in first obtained. By inclining

the tube to left and right, forward and backward, all parts of the
fundus may be seen, the uterine horns examined, and by with-
drawing it the walls of the cavity may be seen. Occasionally
it is found better to make the examination in the knee-elbow
position. The examination is followed by an intrauterine

irrigation. There are no inconveniences due to the examination,
no pain, and when conducted aseptically no danger of infection.

Contraindications are pregnancy, inflammation of the periuterine

tissues and irreducible deviations of the uterus. Indications

are metrorrhagia, chronic metritis, intrauterine tumors, cancer
of the uterus, foreign bodies and deformities of the uterus. After
labor, it may be used to determine retention of the placenta,

uterine infection and rupture of the uterus; after abortion, to

detect placental retention and traumatic lesions. In the
normal woman the uterine mucous membrane is of a very pale

rose color, uniform throughout, and its surface is absolutely

smooth. In metritis the color is deeper, and veins in tree forms
are seen. In chronic endometritis the changes are few, unless

there are vegetations or ulcerations. Villosities, fungosities,

mucous polypi and cysts may be seen. Visible tumors include
polypi, small fibromata and cancer in the villous and polypoid
forms. Debris and retained clots have a dark, purplish color.

In puerperal infection the color is a grayish-white. Perforations
may be located after abortion. Curettage may be done with the

tube in place, allowing the operator to see what he is doing.

Applications may also be made to the lining of the uterus. Uter-
ine endoscopy seems to be a procedure that is of great value in

diagnosis and treatment, and is without any bad results. The
author advocates its frequent use by the physician.

Early Rising After Laparotomy.—Franz Cohn {Cent. f. Gyn.,
September 19, 190S) gives his experience at the hospital at

Kiel in allowing patients to get up in from one day to a week after

laparotomies. He finds the patients much pleased with the

change and their mental condition much improved. All the
functions of the body go on better. The inability to urinate in

the prone position is obviated, and the passage of flatus and the
movements of the bowel are much easier. The appetite is im-
proved and the general condition is much better than under the
old system of keeping- the patients in bed for three weeks. The
patients do not dread the operation as they formerly did. Xo
stretching or thinning of the cicatrix was seen in any case. In a

series of one hundred laparotomies, all of whom got up within the
first weekj no bad results were seen. Three patients had throm-
bosis of the veins of the thigh. No pulmonary embolisms oc-

curred and no cases of pneumonia. The cases in which there
was fever or anemia before operation were not allowed up so soon.
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Under this heading of "general considerations," the writer

will not attempt to completely cover the subjects taken up, but

the aim will be to arouse some discussion which will prove of

practical advantage to those who discuss and those who listen.

The subject of acute rheumatism in children brings into the

foreground several interesting and practical questions to which

there are apparently no well-defined or entirely satisfactory

answers.

Each side has its adherents; and it might be asked, of what

advantage is the championing of either side if some definite

solution cannot be reached? But such a discussion cannot fail to

draw attention to certain phases of the subject which are too

often neglected and, if free and unbiased, might result in a clearer

and more impartial appreciation of the varied aspects which

such questions may present.

Until recent years the occurrence of acute rheumatism was

considered somewhat rare in children, while at the present time

it is freely acknowledged that the disease shows its most varied

and complete manifestation in children.

The suggestion has been made that this change of view was

due to the fact that acute rheumatism in former times was

considered as a disease distinctly of the joints. This suggestion

is not correct, however, for many of. the older writers described

the afifection of various organs ivithout joint symptoms and, what

is more convincing, are the repeated statements of such writers

that visceral involvement may and frequently does precede the

*Read before the Long Island Medical Society, October 6, 1908.
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joint involvement. The occurrence of rheumatic fever without

the existence of an arthritis was recognized long ago and the

relationship between chorea and rheumatism is at least three-

quarters of a century old in medical literature.

Surely there has been no marked change which has taken place

in the distribution of acute rheumatism; and yet, why was our

more recent attitude toward the age incidence of the disease not

spread abroad at a more remote date?

Can the solution be found in bacteriology? Several investiga-

tors have described diplococci which have been recovered at

autopsy from the heart's blood, the endocardial vegetations,

pleural and pericardial exudates and synovial membranes of the

joints in cases of rheumatic fever. These are not distinguishable

morphologically or by culture as peculiar, although certain men
have claimed that inoculations from such cultures produced

various lesions, such as multiple neuritis, endocarditis, pericardi-

tis and pleurisy.

Cole, however, showed conclusively that these results were com-

mon as the result of inoculation by streptococci from various

sources. At the present time there seems to be no convincing

proof that these diplococci are specific bacteria or the cause of a

specific disease.

It w^ould seem that the only answer to the question is in the

closer study of the child, which is a product of recent years. As a

result of that study we are now cognizant of the fact that rheuma-

tism as it affects the young child is an entirely different proposi-

tion from the same disease in adult life. I believe that we
should be more cautious or exact in the use of terms and speak

of the disease in children as acute rheumatism, as in them it is an

acute infectious process, while in adults it is not so much an

infection as a faulty metabolism and deficient elimination of

certain products.

Why does the clinical picture differ so markedly from that of

the same disease in the adult?

That there is a conspicuous dift'erence there can be no dispute,

for there is no disease in which the clinical aspects are so widely

different in childhood • and adult life.

It is easy to satisfy one's doubts with the idea that the child

possesses certain tissues which are more susceptible, and other

tissues that are more resistant to the rheumatic poison than cor-

responding parts and organs in the adult. But such an explana-

tion is not satisfactory. It is now a well-recognized fact that in
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acute rheumatism in children the joints largely escape the

ravages of the disease. And this is more remarkable when we
recognize that during this same period of life the joints are very

commonly the site of other infective processes. On similar lines

of argument, the occurrence of chorea as a rheumatic symptom is

often presented as a demonstration of the severity with which

the nervous system suffers in early life from the pernicious

influence of acute rheumatism. And yet the most acute and

intractable forms of chorea are not seen during early life, but in

adolescents, and, further, one of the most marked effects of

rheumatism on the nervous apparatus— elevation of tempera-

ture—is seldom met with in early life.

Such a question as this is well within the realm of our discus-

sion and when some one can answer it we may be nearer a solu-

tion of the problem of acute rheumatism.

A large share of our interest should center upon the possibility

of making an early diagnosis. That much must be admitted,

for without an early diagnosis incalculable damage may be done.

The chief object of the early recognition is the prevention of

cardiovascular changes.

In approaching the subject we must leave behind us all precon-

ceived ideas and deductions which we have acquired from an

experience with the study of adult cases, for acute rheumatism in

the child is entirely different in all of its clinical aspects from the

same disease in adult life.

A rheumatic arthritis per se has little to do with the cardiac

changes which occur in the child.

Irreparable damage is often done to the heart without any

evidences of an arthritis or, in fact, any of the usually recognized

so-called symptoms of rheumatism, with the possible exception

of "so-called" growing pains, leg cramps, iritis, myalgia, ton-

sillitis or chorea.

Arthritis, strictly speaking, is not the cause of the cardio-

vascular changes—the diathesis which causes the one, induces

the other.

The earliest possible recognition of the existence of acute

rheumatism in the young child is offered by a correct estimation

of the functional capacity of the heart, for in no other condition is

functional perversion so constant.

There are several methods of testing the functional capacity

of the heart, and one of the best is Herz's arm-flexion test.

In this the elbow is supported by the hand, and with the free
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hand the wrist of the patient is grasped and the child instructed

to make a slow uniform flexion of the forearm, and this is not to be

resisted bv the examiner. Following flexion, there must be an

equally slow and deliberate extension. Throughout the whole

motion the child must concentrate his attention closely upon the

act. The previously counted pulse is then retaken, and if the

myocardium is not absolutely normal and sound, a very notice-

able dift'erence is at once noted. There is a slowing of the pulse

rate, but an increase in the size and strength of the pulse wave.

]\Iv method has been to give the child a small dose of digitalis

tincture (one minim to a child of seven years) and note the

eft'ect on the pulse. If there is an appreciable difference in the

rate or quality of the pulse under conditions similar to those

which preceded the ingestion of that dose, it is suggestive of

functional perversion.

I would emphasize the importance of the cardio-vascular

changes because of their frequency. Their influence upon the

course and outcome of the disease is so marked at times it might

almost leave one in doubt as to whether or not they should be

considered as the typical characteristics of the disease.

Still, it is not simply by the prominence of one or more partic-

ular symptoms that the disease is recognized, but by the com-

bination or association of a number of such which are apparently

unrelated. An illness which has an abrupt onset with slight

fever, but with general symptoms which are for the most part

indefinite, is strongly suggestive of rheumatism.

The familv history is ver}^ important, for the influence of

heredity is strong and a child of a rheumatic parent is very

liable to develop the disease ; and if both parents are affected,

then the liability is almost a certainty.

The history of the previous condition must take recognition

of the existence of indefinite muscular pains, joint stiffness,

articular swellings, the previous occurrence of attacks of tonsil-

litis, chorea, torticollis and frequent erythemas. Repeated

attacks of bronchitis, otherwise unaccounted for, are at once

suggestive of a rheumatic origin. When the suspicion is once

aroused that there is .a rheumatic tendency in the child, any

symptoms which arise and are not definitely explained should

at least suggest the possibility of acute rheumatism.

42 G.\TES .\vENn:E, Brooklyx, X. Y
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RHEUMATISM IN CHILDREN.*
(symposium.)

DOES THE REMOVAL OF H\TERTROPHIED TONSILS .\XD
ADENOIDS REMOVE A SOURCE OF INFECTION?

BY
LEFFERTS A. McCLELLAND, M. D.,

Professor of Diseases of the Ear. Xose and Throat in the Brooklyn Post-Graduate Medical
School; Surgeon, Ear, Xose and Throat Department. Williamsburgh Hospital; Con-

sulting Otologist and Laryngologist to the German Home and Hospi^a', etc.

The assignment of that portion of the symposium on Rheu-

matism which relates to a consideration of the influence which the

tonsillar ring bears to this peculiar complex disease suggests

culling from medical literature some of the experiences and views

of many noted clinicians that the aggregate of their opinions

may help to guide me in the interpretation of my own clinical

pictures.

The name Rheumatic Angina is first met in the writings

of Stoll in 1777. Whatever may be the theoretical aspect of the

subject, it is a well-known fact that after exposure to wet and cold

many susceptible persons suffer an attack of tonsillitis followed

by rheumatic symptoms, either vague, e.g., the myalgic, or the

well-defined articular variety. The frequency of this correla-

tion has been noticed by numbers of observers. The late Sir

Moreil ^Mackenzie and E. Fletcher Ingals agree that rheumatic

individuals are most liable to tonsillitis. Dr. Lewellys Barker, of

Johns Hopkins University, very recently read an essay before the

County Society of Kings emphasizing the relationship between

tonsillar infections and rheumatism, and he cited his own serious

invalidism from the latter disease, which failed of cure until his

tonsils had been removed. Niemeyer, Ziemssen, Aitken, Bos-

worth, Flint, Loomis and Bartholow all agree that there is a

hereditary predisposition to quinsy and a tendency in those

affected to recurrent attacks.

J. Langdon Knox, in reference to the above-expressed opinions,

says : "I take it that the diathesis creates the susceptibility to

and shapes the course of the disease. Grant this and quinsy

becomes a rheumatic inflammation and should be treated

accordingly."

Haig Brown, of Leeds, says: "Tonsillitis and rheumatism

*Read before the Long Island ^ledical Society, October 6, 1908.
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each is liable to follow the causes, e.g., weather, humidity, etc.

In 119 cases of tonsillitis which he tabulated, thirty-eight had

previous attacks of rheumatism. In twenty-eight, rheumatic

pains accompanied the tonsillitis. Ten never had had rheumatic

arthritis, but one or other of their parents had suffered from the

disease."

The frequent recurrences of the attacks of both disorders

and the cardiac murmurs of more than transitory influence

so often developed in the course of tonsillitis, are features

showing a relationship between rheumatism and tonsillitis.

Dr. Cheadle has commented on the frequency of the absence

of a defined cause, especially in young children, for many cases

of valvular disease of the heart, while the author calls attention

to the frequency of the diagnosis of "febricula" for want of an

examination of the throat whereby the cause of illness would

have been demonstrated.

I have believed and taught for some time that endocarditis

may accompany follicular tonsillitis.

Dr. Haig Brown also reports "two cases of tonsillitis each com-

plicated with endocarditis associated with hyperpyrexia some-

times met with in rheumatic fever. It differed from rheumatic

hyperpyrexia in that neither case terminated fatally, but agreed

with it in that both the hearts were permanently damaged."

Archibald Garrod, of London, has said, " It is difficult to discuss

rheumatism and tonsillitis without considering rheumatic phar-

yngitis with which it is often associated."

Lasegue calls attention to the injection and swelling of the

pharynx, uvula and palate, but although he agrees that the ton-

sils may become involved, he believes that this is only by extension

of the inflammation and that they are not primarily attacked.

Trousseau, Fernet, Besuirer and other authors have laid much
stress on the great pain which attends the act of swallowing in

cases of rheumatic sore throat, which is certainly in some cases

out of all proportion to the apparent inflammation, and may
perhaps arise from the complication of the pharyngeal muscles.

From Haverian Lectures, i88g, a case is cited of a boy aged

six years, who developed a cardiac murmur during a case of

tonsillitis.

The Collective Investigation Committee (Brooklyn Med.

Jour. 1888) has the following report: "Tonsillitis when it was

noted as an antecedent of rheumatism in the great majority

of cases preceded it by a less interval than twelve months."
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Again, Cheadle says, "Tonsillitis may occur at any period of

the rheumatic series, although it most often comes first, immedi-

ately preceding arthritis."

Again, he says, "Both pharyngitis and tonsillitis occur so

frequently in direct association with unequivocal rheumatic

lesions that they must be assigned places among the manifes-

tations of the rheumatic state, for how else can we explain the

extreme frequency of the initial sore throat of rheumatism, or

how shall we separate tonsillitis from the other rheumatic

events of childhood?"

Undoubtedly there are many cases of sore throat and even

of tonsillitis which bear no relation to rheumatism. Among
some of the conclusions formulated by Dr. Cheadle, are

:

1. Both tonsillitis and pharyngitis are sometimes mani-

festations of rheumatism.

2. Some evidence pointing to rheumatic origin is obtained

in about one-third of the cases which come under treatment

for sore throat of either variety.

3. It is possible that rheumatism may occur as a complication

of infectious sore throat, just as it frequently occurs as a com-

plication of scarlatina, but it is probable that in many cases

apparently of this kind the throat affection is really abortive

scarlatina.

4. True articular pains occurring in association with sore

throat afford evidence of rheumatic origin.

5. When sore throat is the leading feature of the attack, there

is comparatively little tendency to affections of the endocardium

or pericardium.

Dr. Hanau Loeb, in his opening address as Chairman of the

Section of Laryngology and Otology of the A. j\I. A., held this

vear in Chicago, said : "The throat is seen to be a factor in some

of the most serious affections, among the most important of

which are rheumatism, tuberculosis, meningitis and endocarditis.

Although final evidence is wanting, it is within the range of

positive probability that many of the more general conditions

have their origin in a bacterial invasion through the tonsil."

Quoting again the same authority: "Quite recently Wood was

able, by rubbing a virulent culture of bovine tubercle bacilli

on the surface of the tonsil of hogs, to inoculate the tonsil, and he

succeeded in finding the tubercle bacilli in the regional lymph

glands of the neck within five days after inoculation." Again,

he says, " It would seem very strange if the warm, moist character
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of the adenoid masses did not provide a highly satisfactory

medium for bacterial growth."

. Shurly, under Acute Follicular Tonsillitis in his book on

Diseases of the Throat, says: "It is the opinion of many
writers that rheumatism is an important predisposing cause in

many cases. While it cannot be denied that rheumatism is

probably an etiologic factor in some cases, yet its importance

in this direction has undoubtedly been very much overestimated.

Whether rheumatism is considered one of the infectious diseases

(due to a microorganism) or simply a hemic disease depending

upon irregularities of metabolism, it has only an accidental

relation, from a clinical point of view, with acute follicular

tonsillitis." Lennox Brown said: "Some consider that the

joint is affected from the throat in a reflex manner from an

irritation of the vasomotor nerves; others trace both affections

back to infection and consider that rheumatic pains are pyemic.

Some who favor a gouty association think that the principal

factor is a faulty digestion of metabolism, the blood being

charged with a greater number of fatigue products." But the

probably correct explanation was that of Dr. Andrew Clark, who
said: "If one will think merely of the rapidity with which the

tonsil manufactures and discharges lymph-cells, it will not be

difficult to see how a sudden suppression of this process, the

accumulation of effete matter in the crypts and the filling up the

lymph spaces with products of bacterial life and with matters

undergoing evolution may contaminate the blood and originate

the troubles considered as rheumatic."

The structure and placement of the tonsillar crypts favor the

collection and maceration of the various products of food, epi-

thelium and bacteria. Especially in buried tonsils is reta ned

material likely to be found in the supra- and infratonsillar

regions. Retention of cryptal debris is prone to cause an excori-

ation within the walls of the crypts resulting in a desquamation

of epithelium, thus opening an avenue for the liberation of the

confined pathological entities which may travel along the

lymphatics dealing out the poison from the condensed nastiness

which had heretofore been retained within the walls of the crypts.

Previous inflammations tend to seal the mouths of the crypts,

as does an expansive plica triangularis and redundant plica

supratonsillaris. Consequently in the treatment of such cases

care should be taken to eliminate every vestige of covered

cryptal tonsil tissue found, and this means total ablation.
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Answering the query, "Does the removal of tonsils and ade-

noids remove a source of infection?" you will note the question

specifies a source, and to this, after careful study, I am convinced

that the answer must be yes.

78 McDoxouGH Street, Brooklyn, N. Y.

RHEUMATISM IN CHILDREN.*
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TREATMENT OF RHEUMATISM IX CHILDREN.
BY

JOHN R. STIVERS, M. D.,

Visiting Physician to the Kings County and Samaritan Hospitals; Adjunct Professor of
Medicine at the Brooklyn Post Graduate Medical School, etc.

In considering the treatment of rheumatism we should bear

in mind that the chief importance of the disease is the tendency to

produce cardiac complications and that cardiac involvement is so

frequent and so serious in its consequences that every possible

effort should be made to avoid the disease in those w^ho are pre-

disposed to it by heredity. It is of almost equal importance to

try to prevent a recurrence in those who have once had an attack.

In every case our aim should be to prevent the heart from becom-
ing afifected.

There is some difference of opinion in regard to the kind of

diet that is most likely to produce rheumatism, but it is without

doubt a fact that rheumatic children do better on a nitrogenous

diet than on a starchy diet. ]\lilk should be the foundation for

the nourishment in all cases.

Rheumatic children should wear woolen underclothing during

the entire year, but not necessarily of heavy weight. The prac-

tice of dressing young children in socks and sandals, leaving their

knees and legs exposed, should be most emphatically condemned.

Exposure to damp weather and to sudden changes of temperature

should be guarded against and the feet always kept dry.

Every child w4th rheumatic pains, no matter how slight, should

be kept strictly confined to the house, and if there be anv elevation

of temperature, even if not more than 99° or 100° F., the child

should be placed absolutely at rest in bed and remain there

until all rheumatic symptoms have disappeared. This rule should

be rigidily enforced to prevent involvement of the endocardium.

We should be on the alert from the very beginning of an attack

for cardiac symptoms. It not infrequently happens that the

* Read before the Long Island Medical Society, October 6, 1908.
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endocardium is afifected before the true nature of the disease is

determined, particularly in cases where the joint symptom.s

. are not prominent.

The foregoing remarks include what may be termed prophy-

lactic treatment.

In regard to the use of drugs to combat this disease, the salicy-

lates undoubtedly claim first place. The salicylate of soda may be

given in fairly large doses with comparative safety; a child three

years of age, for instance, may be given from 2 to 6 grains every

three hours and this dosage continued for two or three days. If

no improvement is noticed after three days, this drug should be

discontinued. If improvement follows, the drug may be contin-

ued in smaller doses for a considerable time longer. It is always

well to administer an alkali, preferably the bicarbonate of soda

or potash, with the salicylate in sufficient quantity to produce

alkalinity of the urine. At the first sign of inflammation of the

endocardium, an ice-bag or counterirritant should be applied

to the precordia. Anemic children should receive iron, either

the syrup of the iodide or tincture of the chloride.

Inflamed joints should be wrapped in cotton after a soothing

application, such as oil of gaultheria or chloroform liniment has

been applied. An application of collodion to which has been

added iodoform, in the proportion of one dram to the ounce of

collodion, makes a comforting dressing and may be productive

of some good by reason of the absorption of the iodine.

The administration of potassium iodide, five to ten grains

per day, with wine of colchicum sufficient to produce looseness

of the bowels produces good effect in the subacute or chronic

cases.

The alkaline treatment as recommended by Fuller has many
advocates. It consists in giving bicarbonate of soda one and a

half drams, citrate of potash a half dram, citric acid a half dram,

and three ounces of water. This forms an effervescent drink.

We know that in most rheumatic cases the alkalinity of the

blood is diminished and the acidity of the urine is increased, and

by the administration of alkalies we supply that which is defi-

cient in the blood and by elimination neutralize the urine.

In conclusion I would emphasize the necessity of keeping

rheumatic children at rest in bed and would advocate the prompt,

heroic and oersistent treatment, both curative and prophylactic.

180 Lefferts Place, Brooklyn, N. Y.
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TRANSACTIONS OF THE
AMERICAN PEDIATRIC SOCIETY.

(Contiuuea from November^

THE NEED OF POSTGRADUATE INSTRUCTION IN PEDIATRICS.
Dr. Augustus Caille, of New York, read this paper. He

said that during twenty years as a teacher in pediatrics he had
not met a single young hospital graduate, other than ex-internes

of children's hospitals, who on inquiry did not admit his lack of

knowledge regarding the line of professional work which made
up one-half the practice of the family physician. It was, there-

fore, evident, that the present facilities for acquiring the knowl-
edge necessary to combat preventable infantile sickness and
mortality were wholly inadequate and that more practical

instruction along the line indicated was urgently needed. The
value of a postgaduate course lay in the fact that under the

guidance of competent teachers one may first see the patient

in the dispensary, then in the hospital ward where medical
or specialistic or operative treatment was carried out in detail.

The broadening influence of pediatric study had not been suffi-

ciently emphasized and it was probably under-rated.

MODERN LABORATORY FEEDING AND THE WIDE RANGE OF
RESOURCES WHICH IT PROVIDES.

Dr. Thomas Morgan Rotch, of Boston, wished to place before

the profession the result of his seventeen years' study in modern
laboratory methods. He pointed out that the resources of the

milk laboratories were such that physicians could prescribe

combinations of any known food-stuffs. Following out this idea

he explained that it was no longer necessary to feed an infant

with a patent or proprietary food because that food had seemed
to agree best with an individual with a weak digestion. He
stated that careful chemical analysis had now made us familiar

with the food constituents of all the patent and proprietary

foods. Therefore, it was now possible to make exactly the same
combinations as appeared in these patent foods at the labora-

tories. The prescription for these compounds of food could be
written in percentages. He pointed out that each of the advances
which had been made in the combination of the ingredients of

the various food-stuffs had really emanated from the chemist in

charge of the milk laboratories. Of special importance, next
to the work of separated proteids, whey and casein, which now
for some years had been obtained from the laboratories, was the

possibility of prescribing the carbohydrates to a much wider
extent than ever before. He explained why and how maltose
was preferably used instead of lactose in cases where there was
overproduction of lactic acid, and how, on the contrary, where
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there was an overproduction of butyric acid, lactose was pref-

erable to maltose. He showed how it really was not necessary

to make use of the mechanical action of the starches in making
the casein precipitate finer, since the divided proteid accom-
plished this much better and much more intelligently. He
explained also how the supposed value of a well-known patent
food, whose chief ingredient was maltose, could be obtained on a

laboratory prescription by simply prescribing dextrinized starch,

and thus obtaining besides maltose a residue which corresponded
to that in the above mentioned food, in both cases the residue

being what was claimed for the food regarding its laxative

properties. He stated that it was a mistake to think that

centrifugal cream must necessarily be used in laboratory pre-

scriptions, and that, on the contrary, the laboratory was always
willing to make up the prescribed fat combinations from gravity
cream when called for by the prescribing physician.

One of the greatest advances which had been made this last

year in regard to the possibilities of laboratory modifications on
physician's prescriptions, when wishing to use laboratory method,
was the use of lactic acid or the lactic-acid bacillus in pure cul-

ture. He said that it was well known that there were a great

many different strains of the lactic-acid bacillus, some good and
some inferior; but a strain had now been obtained and was kept
at the laboratories which was seemingly successful in killing out
the special ferment which produced the fermentative diarrheas,

the so-called fermentative indigestion type. The physician could
now prescribe a pure culture of lactic-acid bacillus in every case

of this kind and its use had been followed by the greatest success.

He also showed how, by simply prescribing a certain percentage
of lactic acid, this degree of acidity could be used for purposes of

digestion without necessarily allowing the process to go further.

Dr. Rotch finally stated that what he had attempted to do was
to prepare a prescription card which could be used by the pro-

fession at large; that this prescription card could be used for

prescribing any combination of food-stuffs, and any of the in-

gredients in the required percentages. This prescription card
would have on one side of it explanatory notes showing exactly

the percentages of the various food-stuff's, fats, carbohydrates and
proteids, thus enabling the physician to see at once what per-

centage of the different combinations should be used.

He expressed his appreciation of the information he had ob-
tained from Professor Howe of the State Normal School in con-

nection with all the good work which had lately been done under
his supervision at the Walker-Gorden laboratories.

The prescription blank represented on one side an explana-
tion of why each of the several compounds which could be ob-

tained in the laboratory was used; the name of the compound came
in the next column, for instance, fat, lactose, maltose, lactic-

acid bacillus, etc., and then came percentage columns on the

other side again, in which the definite figures could be placed.



I

AMERICAX PEDIATRIC SOCIETY. 1093

Tuesday-ajternoon Session.

DISCUSSION

Dr. L. Em.mett Holt regretted that a paper which was in the

course of preparation by Dr. Clarke and himseh was not in readi-

ness for this meeting. It was along the lines suggested by Dr.

Rotch's paper. One experiment was to determine the effect

of lime-water upon the gastric secretion. He used plain milk
diluted with water, with lime water and with soda. The chief

effect of the lime-water seemed to be to increase the amount of

hydrochloric acid. There had never been found a deficiency of

pepsin in the infant's stomach, but there had been a great varia-

tion in the amount of HCl. The stomach-contents were removed
a half-hour after the child was fed and the fluids set aside in a
thermostat to see what further digestion would take place. He
found that the process came to a rest but that if more HCl w^ere

added it would go on until complete proteid digestion had taken
place. This showed that the problem was to increase the se-

cretion of HCl. The results of the experiment seemed to indicate

that the chief function of the lime-water was to stimulate the

secretion of HCl.
Dr. Hexry D. Chapix had written several papers with the

same object, as he recognized that in many cases proprietary
foods did good and he wished to see if they could be utilized in a
scientific way. Many of these foods were good not only as diluents

but had nutritional value as well and this made him believe

that the whole subject of infant feeding ought to be approached
from the biological standpoint rather than from the chemical.

One must understand the intestinal tract of various animals;

milks are not interchangeable in any sense. They have a

duoble function; a developmental function as well as a nutritional

one. Hitherto the developmental function has been ignored.

Dr. Augustus Caille said that the subject was difficult be-

cause if we took a test-tube and placed in it water, nitrate of sil-

ver and chloride of sodium, the chemist would know the end-
results. Suppose the gastroenteric canal to be a second tube;

place in it your food, milk, fat and salts; but here the secretions

were not always the same, and secretions in motion were not like

secretions at rest. No one could foretell the end-results in the

second case. Xow again assume the gastrointestinal tract to be
infested with bacteria and w^ho could tell the end-results.

Dr. J. P. Crozer Griffith was a believer in scientific feeding,

but he sometimes wondered if v.e were not blind leaders of the

blind. One problem that had come to him was how they could
teach this subject so as to make the average student understand
it. He wondered if one presented them with any very elaborate

scheme for laboratory feeding whether they would not become
discouraged and abandon it. He did not wish to say any thing

to discourage them and it was a matter not so much for them as

for their pupils who were turned out to practise in country
places and elsewhere.
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Dr. William P. Northritp said that one ingredient had
scarcely been mentioned and that was milk. One of the great

triumphs of the laboratory was pure milk with a known fat-con-

tent of unvarying degree.

Dr. Thomas Morgan Rotcii, closing the discussion, said that

the way in which the Society had discussed the paper showed
ed that they were interested and that all were working in the

same direction. The improvement in the milk-supply had been
wonderful. There was no question but that Dr. Chapin was
right. As to Dr. Griffith's pessimism, he said that we were not

working for students, but were trying to learn the best instru-

ments to work with just as one would try surgical instruments.

He thought Dr. Southworth's teaching on alkalinity was the

most advanced. Dr. Dunn could show case after case where
lactic-acid feeding had not been unavailing; they had done
better than any set of cases they had had. He was not aiming
at the biological part of the question; that was not his line of

study. When Dr. Caille said only a few persons knew how to

use these methods of feeding he was mistaken. There were
many men who were using them. He did not think any one
should throw cold water on these investigations. We were be-

ginning to understand why human milk was better than modi-
fied milk, but over and over again we could not get it, and we
endeavored then to get the best modification that we could.

Dr. a. Jacobi did not understand the difference that had
been claimed for chemistry and biology. If there were such a

boundary line we would not be in a position to study biological

chemistry. He did not recognize any such boundary line and
did not think that Dr. Chapin was justified from that point of

view in bringing up that issue. Biology could not exist without
chemistry.

Dr. Henry D. Chapin did not intend to put biology against

chemistry but to protest against putting a chemical value on
foods to the exclusion of their biologic value.

Dr. Jacobi, said we should not forget that all could not work
in the same line. There were a few who could do original work
but most of us had only critical minds.

THE hard curds of INFANT STOOLS; THEIR ORIGIN, NATURE,
AND TRANSFORMATION.

Drs. Thomas S. Southworth and O. M. Schloss, of New
York, presented this communication. The discovery that firm

rounded curds occurring not infrequently in the stools of infants

fed upon cow's milk were composed in part of fatty acids and
soaps, had led to considerable discussion and warranted a

further inquiry into the origin of such bodies in the digestive

tract, and their subsequent transformation during their passage

through the digestive tract. It was not an uncommon experience

to find in the vomited matter in those with disturbed digestion,

w^hen upon a milk diet, large, firm., rounded and somewhat
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elongated masses of rubbery consisteney, which were assumed
to be the result of the coagulation of cow's milk under abnormal
stomachic conditions. It was inconceivable that these vomited
masses had been formed anywhere else than in the stomach
and they corresponded, moreover, very closely in appearance to

the curds which may be formed from cow's milk by the addition
of rennet-pepsin and acid, heating the mixture to the body
temperature and, w^hen the whole had coagulated, pressing the
coagulum so as to thoroughly expel the whey. Such masses
formed artificially no one certainly would hesitate to call a curd

;

and the conditions which were necessary for the formation
of the cheesy milk curd may also be present in an infant's

stomach, especially during those types of disturbed digestion
which increase the amount of abnormal acids. The only real

difference between the factors in the commercial and physiologi-

cal production of curds lay in the fact that while lactic acid was
chiefly present in the commercial process, hydrochloric acid,

butyric acid, acetic acid, and other acids may also play a part

in the stomach.
To understand the subsequent changes in these curds, if

formed in the stomach of an infant, it was important to keept in

mind the fact that all milk curds included both fat and para-
casein. If curding took place in large and compact masses they
frequently could not be disintegrated in the stomach; when not
disintegrated in the stomach these masses must, unless vomited,
pass on into the intestine where they were subjected to the further

influence of an alkaline medium and to chemical and bacterial

action. In the intestine the fats are split by ferments into

glycerine and fatty acids and the latter, in an alkaline medium,
may be more or less transformed into soluble or insoluble soaps,

according to the nature of the base with which they combine.
It had been recently advanced that the occurrence in the stools

of such masses was an evidence of excessive fat in the infant's

food. The production of excessive quantities of abnormal
acids when there is fat indigestion makes a favorable condition

for the formation of large curds. Furthermore, the larger the

am.oimt of fat in the milk-food, the larger the fat inclusion in the

proteid coagulum, the larger will be the masses formed, and
the less the probability that it can be disintegrated during its

passage through the digestive tract, since the greater prepon-
derance of fat would tend to weld it more firmly together. If

further argument was needed to prove that the formation of

these masses depended primarily upon the coagulation and
curdling of paracasein, it would be found in the effect of efficient

peptonization of milk, which transforms such portions of the

casein as its action reaches into soluble and noncoagulable forms
of proteid; this was one of the best recognized methods of causing

the disappearance of such masses from the stools.

Although these theoretical and clinical grounds for considering

such masses found in the stools to be identical in origin with
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those found in the vomited matter seemed reasonable and con-

clusive, a series of observations and tests were instituted at the

Nursery and Child's Hospital to definitely settle some disputed

claims. Foremost among these was the claim that the masses

in the stools contained no proteid and only fatty acids and
soaps. Typically firm curds occurring in seventy-five (75)

stools passed by thirty-eight (38) infants were subjected to

quahtative chemical tests to determine the presence of proteid,

soaps, fatty acids and neutral fat in those masses. Tests upon
older children's stools, who were receiving whole milk together

with other diet, had been excluded in the belief that the findings

in young infants exclusively upon milk formulas would prove

of greater interest. Tests were tabulated of fifty-one (51)

stools of twenty-six (26) infants. The youngest were two
months old; ten were from two to six wrecks old; eleven from
seven to thirteen months old; one was fifteen months, and two
were three years old. The fat in the formulas fed varied from
two to four per cent. In only five cases did it exceed three per

cent. The proteid percentage ranged from 0.90 per cent, to

four per cent. In but eight of these did the proteid exceed

2.50 per cent, and the majority of these were older infants fed

upon plain milk diluted with barley gruel. Applying these

qualitative methods to the firm masses, or hard curds, these

bodies were found to consist mainly of fatty acids and protein in

varying amounts, although they uniformly showed the presence

of neutral fat by staining reactions. Insoluble soaps were found

to be present, but apparently in smaller amounts than is usually

assumed. In every instance the final residue of the masses
responded to all four of the usual tests for protein. The hardness

depended upon the relative amount of protein, soaps, fatty acids

or neutral fat present. The softer masses consisted mainly

of fatty acids or fat, while the harder masses contained a relative

greater amount of protein. All masses, whether hard or soft,

responded to the tests for protein.

It seemed apparent that the observations of others, that these

typical masses contained considerable fatty acids, neutral fat

and soaps had led to a hasty conclusion that the masses were
simply aggregations of fat derivatives, and were not true curds.

Such curds, whether rejected from the stomach by vomiting or

passed through the intestines, must primarily be "milk curds"
whose origin depended upon the formation of acid paracasein;

the inclusion of fat was but an inevitable mechanical accident.

DISCUSSION.

Dr. Isaac A. Abt thought this a fertile field. Investigations

from abroad led us to believe that there was no such thing as

proteid indigestion, but that these troubles were due to fats.

They say that curds in the stools are not formed of proteid but
of fatty acids and soaps. He had fed babies, supposed to be
suffering from fat indigestion on fat-free milk and found curds
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in the stools that corresponded to the ones Dr. Southworth
described. This surely was not fatty acid or soap, and must
have been some undigested proteid.

Dr. L. Lovett Morse said that his assistant had been at work
on this subject; he had worked the thing out both qualitatively

and quantitatively and found these large curds contained proteid

in every case. The amount of fat present varied almost exactly

with the amount given with the food, showing that the fat was
merely caught in the meshes of the curd. He found the same
thing to hold good in the artificial digestion of food. In the

large curds he found the greater part of the fat to be in the form
of neutral fat. He had found the small curds about the size of

shot to be mostly soaps. The reaction of the stool depended
upon the relation of fat and proteid in the original food. He
also found these large curds in babies that were taking barley-

water mixtures.

Dr. S. McC. Hamill, of Philadelphia, said that he had given a

child suffering from mild intestinal disturbance dextrinized

food and within about three days the child began to pass curds

very much like those Dr. Southworth had described. He then

applied various dilutions of HCl to the food; first to the milk,

then to the milk with dextrinized gruel and then to milk mixtures

containing the gruel. He invariably got a curd that was prac-

tically indestructible. On stopping the gruel the curd disap-

peared. He decided that the gruel was the cause of the curd

and that some defect in the gastric secretion was back of it.

There were evidently conditions where the gruels defeated the

object for which they were given.

Dr. Xorthrup asked Dr. Hamill if the feedings were 5 per

cent, alkaline.

Dr. Hamill replied that they were.

Dr. Charles G. Kerley had used gruels for a long time

but never had beei; able to give a higher percentage of proteids

by their use. Consequently he only used them because of the

additional nutriment that they afforded.

Dr. Thomas S. Southworth, in closing the discussion, said

that he thought it was largely due to the writings of Czerny and
Keller that this doubt in regard to the composition of curds had
arisen and he was glad to hear that Dr. Morse's investigations

had substantiated his own and that it might be possible to

correct this erroneous impression.

FAT AND THE PROTEID CONTENT OF TOP-MILK.

Dr. Charles A. Fife, of Philadelphia, read this paper. The
Chapin dipper had been used in obtaining the top-milk and the

results epitomized were shown by charts. The fats in the top

ounces of the cream of quart-bottles showed great differences.

In milks of lower grades the variation was less. In milks of

higher grades the variation was greater. The proteids were

very uniform throughout, but in the higher grades the propor-
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tion of proteids was less than was usually believed, about 2.75

per cent. As to variations between the top-milks of pints and
quarts, the quarts were more uniform, as a rule, than the pints and
usually about one-half per cent, higher. With regard to the

composition of the bottom-milk there was very little difference

between the lower twenty-four ounces and the lower eight

ounces, so that it was not necessary to depend on the lower

eight ounces to get a so-called fat-free milk. There was very

httle difference as to proteid.

Wednesday-evening Session.

DISCUSSION.

Dr. Griffith said it was very perplexing to find out the

top-milk's strength as it had a considerable variation. He had
been using the lower eight ounces to get a fat-free milk and he was
glad to find that this was not necessary.

Dr. Chapin said that in his analysis he had found very little

difference in the fat content of the top nine ounces. They varied

but little from those of the writer of the paper. The error

was reduced by dilution so that it did not amount to much.
In assaying each ounce he had found quite a difference as one

went down.
Dr. SouthworTh would like to suggest that the term "top-

milk" should be limited so as to mean any mixture containing all

the cream and a portion of the milk. That was the only way
in which we could make a proper distinction between cream and
top-milks.

Dr. Green asked if any analyses had been made with the ob-

ject of ascertaining the difference between the different layers

of the under-milk. He used the so-called mid-milk for a fat-free

milk. He had the idea that the under-milk gave denser pro-

teid clot.

THE urinary findings IN A SERIES OF INFANTS SUFFERING
FROM INTESTlNAIv INFECTION.

Dr. J. H. Mason Knox and Dr. J. C. Meakins, of Baltimore,

said that they had taken seventy-two infants as a basis for this

study, of these nineteen were used as controls, in whom the uri-

nary findings were negative and in whom there was no intestinal

infection. There were six cases of malnutrition, six cases of

diarrhea, four cases of indigestion, fifty-three cases of definite

intestinal infection. No urinary changes were found in thirty-

one of the fifty-three; in thirty-two definite abnormalities had
been found. More than one-half of these fifty-three were in

the middle of the first year. The duration of illness ranged from

about ten days to six weeks. There were thirty-four boys

and nineteen girls. They made three classes of cases according

to the urinary findings: (i) Those containing only albumin, or

albumin and casts. (2) Those containing pus. (3) Those in
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which in addition to pus there were albumin, casts, bacteria and
red cells. They concluded that infection in the urine occurred
almost as frequently where the cases were toxic as where there
was very definite intestinal lesion, and that infection had its

origin in the intestinal canal and reached the kidneys secondarily.
Dr. Abt said that some of these lesions might be explained

if one would accept the explanation of Frankenstein—-that most
of the intestinal lesions met with were not simply intestinal

lesions but indications of perversion of metabolism with the pro-
duction of toxic substances, much the same as constitutional
disei'ses produced different types of acidosis. Pfaundler thought
these intestinal lesions might have their pathological explanation
by the Erlich side-chain theory. This might explain why gastro-
intestinal lesions were slight in comparison with the severe tox-
emia met with.

BRIEF OF CURRENT LITERATURE.

DISEASES OF CHILDREX.

Left Pyelonephritis from the Gonococcus in a Child of Six.—
Artemio Magrassi {Riv. di Clin. Ped., May, 1908) describes a
case of pyelonephritis which occurred in a child of six years who
had had a cystitis from gonorrheal infection. The extreme
rarity of the condition in a child renders the case one of interest.

When the patient was first seen she had a rounded tumor of

elastic consistency in the left colic region, with turbid, acid urine

containing albumin, pus cells, a few blood cells, and flattened epi-

thelium. The child was anemic and cachectic and suffered from
attacks of renal colic. The author found by examination and
isolation of the urine of each kidney that the right kidney was in

a normal condition and he removed the diseased kidney, which
was the seat of an abscess and marked granulations of the pelvic

lining. The child made a good recovery from the operation.

When seen for another trouble some time afterward, she was
well and the kidney was functioning normally.
The Facial Phenomenon in Diphtheria.—Angioia Borrino {Riv.

di Clin. Ped., June, 1908) describes observations made as to the

frequency of facial spasm in diphtheria and the type of case in

which it is usually found. She believes it to be a form of tetanus
due to the poison of the diphtheria germ. An examination was
made of the historical material from the Hospital in Florence from
1904 to 1906, and there were found 467 cases of diphtheria treated,

of which 103 began to have facial spasm after their entrance into

the hospital for treatment for diphtheria. The author found
that only seventeen of the cases were of light type, the rest being
instances of severe infection, with laryngitis, rhinitis or severe
toxic and paralytic conditions. This symptom generally appears
after the throat has become better and at the initiation of conva-
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lescence. It is associated with asthenia, cardiac weankess, and
bronchial paraysis. In postdiphtheritic paralysis the symptom
is never absent. It is due to the retention of poison by the tissues

and its predilection for the nerve tissues.

Gangrene of the Skin in Scarlatina.—Heubner {Berl. klin.

Woch., July 20, 1908) describes an absolutely unique case of

scarlatina with a recurrence of fever and eruption three weeks

after the first attack, characterized by severe pain in the joints.

The eruption showed marked deep redness and swelling of the

skin at various points, which amounted to a gangrenous condition

over the right elbow-joint. A slough occurred which left a large

denuded space which healed very slowly. The position of this

gangrenous patch was such that it could not be due to embolism,

on account of the numerous anastomoses in the circulation supply-

ing the skin of the part.

Diphtheria and its Serum Treatment.—Adolf Baginsky (Berl.

Klin. Woch., July 6 and 13, 1908) discusses the effects of serum
treatment of diphtheria in its relation to mortality. According

to some authors the death-rate is no smaller now than before the

use of antidiphtheritic serum was begun. The author states that

this was about fifty per cent. He analyses the cases treated at

the Krankenhaus in Berlin during 1907, and gives his conclusions.

In this epidemic there were treated in the hospital 529 children

of whom 466 recovered and 63 died. Of the sixty-three who
died, making only 15.6 per cent, of the whole number, many
cases may be eliminated as not dying as a result of the treatment.

The first group under this heading consists of those children

who came into the hospital in a dying condition, having been kept

at home too long, and to these children, seventeen in number,
the serum w^as given too late to get any effect for good in the

patient. These children were in collapse, in acute stenosis, or in a

state of general sepsis. In the second group are included ten

children who were suffering from tuberculosis at the time that

they became infected with diphtheria, and died as a result of

the double infection. Most of these children showed at autopsy

acute miliary tuberculosis. In these cases the use of the serum
was ineffectual. A third group consists of seven cases in which
death was caused by some complication. Of these, two had a

complicating scarlatina and died of nephritis; one was a child

fourteen days old, who had a diffuse phlegmon of the neck and
throat with pemphigus neonatorum; in another tracheotomy
was performed and death resulted from hemorrhage due to vdcera-

tion of the trachea; another died two months after intubation

from a secondary stenosis; another died of pneumonia, and the

last from heart failure." These deaths cannot be charged to the

failure of serum treatment. Four other children died who
received the injection too late to be of value. Thus we have
thirty-eight cases in which death cannot be charged to failure

of serum treatment. Another group of cases in which death

occurred consists of the so-called "latent" cases, which are in
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reality cases of nasal diphtheria in which, there being no mem-
brane in the pharynx, the diagnosis of diphtheria is not made.
There is a marked discharge from the nose forming bloody crusts,

and a cachectic condition that should make diagnosis possible.

Death results from a descending infection of the larynx. Of
such cases there were nine, and they came into the hospital so

late that the serum did not have time to act. Four cases of

severe descending croup came too late to be relieved. We have
left only eleven cases that were really refractory to serum treat-

ment. Two received very small doses of serum and very late

in the disease, and died of heart failure. If the serum is not
given early in the disease we need not expect to get the best

results from its administration. Of fifty-three cases injected late,

thirty-six were not injected until the third day, and seventeen
not until the fifth day of the disease. The author has never
given more than from 1500 to 5000 units and does not believe that
it is necessary to employ the massive doses of serum that are

beginning to be given. He believes that when we have so edu-
cated the public that they do not question the efficiency and
value of the serum treatment, and when all physicians are con-

vinced that it must be given on the first day of the disease we
shall avoid most of the deaths. There will be left deaths from
difiicult tracheotomies, and a few refractory cases; but the mori-
biind cases, the nasal diphtheria cases in infants, and the cases of

general sepsis will vanish.

Scarlatinal Rheumatism.—G. E. Wladimiroff (Arch. f. Kinder-
heil., Vol. xlviii. Parts 3 and 4) describes scarlatinal rheumatism
as occurring in the first days of the disease or up to the end of

the second week. It consists of pain in the limbs, especially the

legs, with some edema of the joints and skin. In other cases,

which may be denominated synoritis scarlatinosa, there is true

fluctuation of the joints. The author excludes these latter

cases and confines himself to those in which pain is the most
prominent symptom. The pain is often diffused over the entire

limb and not localized in the joint. The author believes the

condition to be a polyneuritis of infectious character. In tw^o

fatal cases the nerves were carefully examined and the fibers

were found in a condition of degeneration. The treatment of

this condition by salicylates is unsatisfactory, and the author
believes that it is in no sense a rheumatic condition, but a nerve
poisoning. In one case observed by the author the child showed
ataxia when it commenced to walk. This neuritis is parallel with
neuritis occasioned by other infectious diseases, such as typhoid
fever and diphtheria.

Treatment of Scarlet Fever.—]^Iax Goetz (Miinch. vied. ]]'och.,

August I, 1908) considers the care of scarlet fever, especially

with reference to bathing and diet. He hesitates to use cold

baths on account of the possibility of chilling of the skin and
bringing about an attack of nephritis. He allows warm spong-
ing of the limbs and body a portion at a time, the whole of the
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body not being uncovered at the same time. He believes that
nephritis is possible up to the fifth week of the disease, and does
not allow a full bath until that time. He keeps the child in bed
five entire weeks on that account. He believes that we must give

the child suflficient nourishment to keep up his strength and that

we cannot keep him long on a milk diet. After the first week he
allows the child to eat what he likes and as much as he wants,
provided that meat, eggs and soups are excluded. The author
gives a bill of fare that may be of use to the mother in feeding
children with scarlatina. He has treated 150 cases of the disease

with three deaths. He has never had a case of scarlatinal

nephritis of the inflammatory type. He believes that such cases

are better treated in a hospital than at home, but that this is not
always possible.

Treatment of Blennorrhea Neonatorum with Ox Serum.—

-

W. Gilbert (Miinch. med. Woch., July 28, 1908) describes an
attempt to treat gonorrheal ophthalmia with ox serum by in-

stillation into the conjunctival sac. Fresh ox serum has a spe-

cific effect on purulent processes. Eight cases of gonorrheal
blennorrhagia were treated by the author with ox serum. The
conjunctival sac is first freed from pus and the serum is then
syringed into it. The amount of pus is at first increased, then it

becomes thinned and gradually lessens in amount. The medi-
cation is used every two hours day and night. The worst cases
may be cured without the use of silver solutions. In slow cases
the use of a mild silver solution will hasten the cure. In eight

days the amount of pus was greatly decreased.

Etiology of Whooping-cough.—C. Fraenkel (Miinch. med.
IVoch., August II, 1908) has examined the sputum of eight

cases of whooping-cough with reference to the bacteriological

cause of the disease. According to Bordet and Gengou, the etio-

logical factor in this disease is a microorganism similar to the
bacillus of influenza. The sputa were inoculated on media con-
taining human blood. The colonies were of a yellow or yellow-
ish-brown color, spread over the culture medium. The influenza
bacillus grows differently from that isolated from these cultures.

Its colonies are smaller and whiter. The whooping-cough bacil-

lus is a small, motionless organism, stained by Gram stain. It

was found in the early days of all the eight cases that were ex-
amined. When apes were inoculated with it there was produced
a paroxysmal short cough, which lasted eight or ten days. No
expectoration was observed in these animals.
Georg Arnheim (Berl. klin. Woch., Aug. 3, 1908) has ex-

amined the sputum of twenty cases of whooping-cough and made
five autopsies, seeking for the bacillus of Bordet and Gengou.
He has isolated the bacillus in six cases, and propagated it to the
tenth generation. The agglutination with horse serum was posi-

tive. Agglutination and complement fixation was shown with
serum of immunized animals and serum of children who had had
the disease, and in animal experiments.
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Rheumatism in Children.—C. H. Dunn (Arch. Ped., July, 1908)
says that rheumatism in children must be placed in that class of

acute infectious diseases which do not necessarily show charac-
teristic or localizing symptoms at the onset. Constitutional

symptoms are usually absent or slight. Joint symptoms are

comparatively slight, and when present are very mild as com-
pared with those in adults. Their duration averages a little

less than two days. Usually more than one joint is affected, but
the number is generally fewer than in adults, a general poly-

arthritis being rare. The nearer adult life is approached, the

more does the type of the disease approach that seen in adults.

The cardiac manifestations of rheumatic fever in children are

of importance, in the first place on account of their great frequency
of occurrence. In the writer's series, 91 per cent, of all cases had
evidence of an organic lesion in the heart, which is a very much
larger proportion than that observed in the rheumatism of adults.

In children endocarditis usually betrays itself by actual symp-
toms referable to the heart. In 65 per cent, of the author's

cases having a murmur there were actual cardiac symptoms.
The symptoms themselves are the ordinary ones of cardiac

weakness: dyspnea, palpitation and precordial pain in the

milder cases, with the addition of edema and cyanosis in the

severer ones. It is not the character of these symptoms which
is of importance, but their severity, obstinate duration and dan-
ger to life. They are accompanied by fever and evidence of acute

infection. Another peculiarity of rheumatic fever in children

lies in the occurrence of cases in which the only localization of

the infection is the cardiac—the primary acute rheumatic endocar-
ditis of childhood—cases which run a course characterized by
fever and cardiac symptoms only. One of the most important
peculiarities of rheumatic fever in childhood is the liability to

recurrence of the infection with varying manifestations. At
one time the symptoms are mainly cardiac, at other times

mainly articular, at still other times a combination of both types.

Any attack may be accompanied by pericarditis or followed,

accompanied or even preceded by chorea. While none of the

above statements conflict with the accepted beliefs, they are of

sufficient practical importance to be worthy of reiteration.

The Scoliosis of School Children.—Fernand Lagrange (Arch.

de. Med. et Chir. des Enf., July, 1908) insists on the great frequency
of scoliosis in school children. This trouble is also very frequent

in all factories where young men or women are seated at their

work for long hours of the day. In the French schools, according

to the statements of this author, the children sit for many hours

on benches which have no backs and no arms, thus affording no
support at all for the body. He finds the cause of scoliosis in the

long immobility in an upright sitting posture. In adult there is

greater ability to remain in a fixed position than in the child.

Children are much better able to perform exercises that require

repeated rapid motion, but the unformed muscles and bones of
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the child render it peculiarly difficult, even impossible, for him
to maintain for a long time the same fixed attitude. In standing

or sitting he endeavors to rest his muscles by leaning to one side,

resting on one foot, or on one buttock if sitting. In so doing he

produces the scoliotic position as a position of rest. It allows of

the relaxation of one set of muscles of the back at a time. He
generally rests more frequently on one hip, the left, and thus

produces the condition of permanent scoliosis. Forcing the

child to sit for hours will cause the weak and predisposed to ac-

quire scoliosis, while the well child will not suffer from the act.

In treating this condition it is most important to allow the child

to rest on his back in order to relax the strained muscles. This

is the first principle of treatment. It should be followed by ex-

ercises that are not violent and are purely educative, not in-

volving much effort on the part of the child, to reeducate the

weakened muscles.

Human Milk as a Cause of Tuberculosis.—Mathildo de Biehler

{Arch, de Med. et Chir. des Enf., July, 1908) takes the stand that

it is sufficiently demonstrated that tuberculosis is an acquired,

not a hereditary disease, and that the predisposition of the child

of the consumptive is exactly that of other children. The
precautions taken against tuberculosis in meat and milk have not

diminished the cases of tuberculosis in children, and the primary
lesions are those of the lungs, showdng that the infection is aerial

in most cases, not intestinal. It has been found that when the

child of a tuberculous mother has been nursed by another woman
but is allowed to inhabit the same house and rooms with his

mother, he is very apt to contract tuberculosis, in spite of the

different milk. This is due to infection from hands and articles

in the room inhabitated by the tuberculous mother. The author

cites six cases of tuberculosis in nursing women from whom the

breast milk w^as obtained aseptically and was injected into guinea-

pigs. The pigs all lived, gained in weight, and showed no
symptoms of ill health. Autopsy showed no anatomo-patho-
logical lesions. This proves, as far as so limited series of experi-

ments can, that the milk of a tuberculous mother will not cause

tuberculosis in her infant. Tuberculosis rarely shows itself

before the ages of three months, but appears after the child is of

an age to remain longer in the same surroundings as the mother,

thus showing that it is contact ^^ ith her that causes infection.

Emphysema as a Complication of Intubation.—Franz Hammes
(Arch.f. Kinderheil., Vol. xlviii. Parts 3 and 4) considers the origin

of emphysema under the skin of the neck as a result of intuba-

tion. The usual complications of intubation are decubitus,

false passages and cicatrization of the larynx producing stenosis.

An unusual complication is emphysema of the interstitial tissues

of the neck from penetration of air under the skin. Two possi-

bilities may account for this condition; one is severe lesions of

the mucous membrane in the introduction of the tube; or by
necrosis from pressure. In other cases the intubation is harm-
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less to the membranes and lasts but a few hours or days; here there

must be an alveolar rupture in the lungs to allow of the penetra-

tion of the air. According to some authors it is severe coughing
which is responsible for this rupture; but the condition occurred
in two cases observed by the author in which there were no severe

coughing attacks. Alveolar rupture occurs in tuberculosis,

whooping-cough and bronchopneumonia, as well as in diphtheria.

The author believes that the alveolar rupture is caused by the

urgent efforts of the child at respiration through an almost en-

tirely occluded larynx. The act of inspiration brings about the

rupture of the vesicles and the expiration then drives the air into

the tissues. He finds that this rupture occurs at the moment
when the finger occludes the glottis in placing the tube in position.

Infant Feeding.—In considering various methods of substitute

infant feeding Frederick Langmead (Clin. Jour., July 15, 1908)
finds the following disadvantages of diluted milk: i. It is a

bulky form of food given at an age when any distention of the

stomach is particulary undesirable. 2. i\Iore manipulation is

required than may be safely entrusted to many mothers. 3.

The dilution necessary at special months and the subsequent
variation of amounts of added constituents is too involved to be
accurately complied with by the average mother. 4. The curd,

although small in bulk, remains still much more coarse or less

flocculent than that of human milk. 5. Cream must be added,

but costs more than many mothers can afford, and usually con-

tains preservatives. For this reason he favors the use of citrated

whole milk. He has employed this successfully in about fifty

cases. The child is weighed when first seen and again a week
later, and the frequency and size of feedings depend upon the

weight change and the child's general condition and size. For
the first five weeks the intervals are usually two hours, for its

second five weeks two and a half hours, and from then until the

next month, three hours; with two night feedings until three

weeks old and one from three to six weeks. The quantities are

about those given by Holt or somewhat less. Two grains of

sodium citrate are added to each ounce of milk, the necessary

amount for each feeding being dissolved in one dram of water.

The milk is brought to the boil and the citrate solution is added
while cooling. The amount of milk is regulated by subsequent
weighings. At about five months the citration is gradually

diminished until plain milk can be taken. The sodium citrate

causes the formation of a fine flocculent curd in the stomach.

Constipation has not seemed more troublesome than with other

methods of feeding.

Infant Feeding.—C. G. Grulee (Arch. Ped., October, 1908)

favors a four-hour interval in infant feeding because he believes

that it possesses the following advantages: It enables the

stomach to have a period of rest between feedings. It makes
possible an antiseptic action by the free hydrochloric acid of the

gastric juice. It trains the child to longer periods of rest between
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feedings. It is a strong factor in preventing over-feeding.

It acts in a striking manner in overcoming certain cases of

vomiting caused probably by the failure of the stomach to

•obtain rest under previous conditions.

Character of Stools in Diarrheal Affections.—J. H. M. Knox
{Jour. Anier. Med. Assn., October 17, igo8) draws his conclusions
on this subject from the notes of one-hundred fatal cases recorded
at the Thomas Wilson Sanitarium. ]\Iucus is evident to the
naked eye in a large percentage of diarrheal stools of infancy.

Its absence renders the presence of serious intestinal lesion

improbable. Mucus in large amounts may be found in the stools

in all intestinal disorders, but the proportion of cases with
extensive intestinal alteration is greater when the quantity of

mucus is in considerable excess. Blood in the diarrheal dejecta
of infants suggests an alteration of the intestinal mucosa in

proportion to the amount of blood present. On the other hand,
extensive changes may occur in the bowel-wall without the
macroscopic presence of blood in the discharges. Pus in the
diarrheal stools of infants indicates, according to its quantity,
alteration in the mucosa, particularly in that of the large bowel.
The failure, however, to detect pus in the stools with the naked
eye does not preclude the possibility of extensive intestinal lesion.

Blood and pus are more frequently found in diarrheal move-
ments in the middle half of infancy, and these elements at this

time form a correspondingly more reliable index of the con-
ditions of intestinal mucosa. Blood and pus rarely appear in

the diarrheal discharges of infants before the beginning of the
second week of their illness. They are more frequently found
from the third to the sixth or eighth week, and are usually
absent after this period, when the illness, if it continues, may
assume a marantic character. Blood and pus are often found
mingled in the same stool. Less often blood appears alone, and
still less frequently is pus noted in the dejecta of infants who
have not passed blood. The presence of these elements indicates

the probability of thickening and infiltration or of ulceration of

the mucosa of the small, but more certainly of the large intestine.

Dental Caries as Cause of Disease in Children.—Charles Her-
mann {Arch. Ped., August, 1908) discusses the diseases which
may result from abnormal condition of the teeth. By simple
inspection, without use of mirror or plobe, he found dental caries

in 72 per cent, of 1200 school children examined, many of these
not of the poorer class. He believes that the only way these
school children can be reached is by a dental clinic under munici-
pal control, open after school hours and on Saturday, with
regular examination of the children at school. Instruction in

the care of the teeth and demonstrations of the method of

cleansing the teeth should be given at the clinic. The estimated
cost is about fifty cents for each child. These are about 300,000
school children in the borough of Manhattan of whom 100,000
are really poor and require sucii treatment.
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Congenital Laryngeal Stridor.—A. W. Myers (Arc/z. Ped.,

August, 1908) gives the chief theories of the cause of this con-

dition as laryngeal deformity and tracheal compression, usually

by an enlarged thymus gland. In support of the latter theory

he describes a case with coexistence of the clinical features of

congenital laryngeal stridor and physical signs strongly sug-

gesting enlargement of the thymus, these signs disappearing

under >;-ray treatment while the laryngeal stridor cleared up

simultaneously.
Obscure Fever in Infancy and Early Childhood.—Excluding

those elevations of temperature which are obscure only through

lack of a careful physical examination. J. L. ^lorse {Bost.

Med. and Surg. Jotir., July 9, 1908) mentions, as causes to be

thought of, pneumonia \\ithout obvious physical signs, encysted

or interlobar empyema, endocarditis, typhoid fever, malarial

fever, eczema, fever in the new-born due to starvation or more

often to sepsis, occasionally dentition, absorption from tonsils

and adenoids, otitis media, cervical adenitis, bronchial adenitis,

pyeHtis, anemia and rickets. It may be thought probable that

a large proportion of the obscure fevers of infancy and early

childhood are due to tubeculosis, but this the writer doubts

as the disease, at this period of life, so frequently runs the course

of an acute general infection terminating fatally. Long con-

tinued elevations of temperature in infants and young children

is often the result of mild intestinal toxemia. Finally, there is a

class of cases of continued fever in infancy and early childhood in

which the most careful examination fails to find any cause for

the fever, in which no modification of the diet is of any avail and

in which the general condition is unaffected, the child being

apparently well and gaining normally in weight. Such cases

justify the conclusion that if a careful study and thorough

examination of the child does not reveal the cause of the fever,

there is, in the vast majority of cases, nothing serious the matter

and no cause for anxiety.

Calmette's Ophthalmo -reaction to Tuberculin.—J. B. Hutch-

inson (Dnhl. Jour. Med. Sci., July, 1908) says that this is a

simple, harmless and efficient means of diagnosis. Its limita-

tions are few. It is useless, for diagnostic purposes, in the case

of children under one year, even those born of tuberculous

mothers. This is an argument in favor of the theory that a child

is never born with tuberculosis. Infants of two years old react

in the proportion of 3.42 per cent., and the percentage materially

increases with age. Secondly, it is almost useless in cachectic,

moribund, or very advanced cases of pulmonary tuberculosis,

and in cases of acute miliary tuberculosis.

Tuberculous Infection Through Milk.—E. C. Schroeder {Pedi-

atrics, July, 1908) states that no satisfactory reasons hav? been

found to conclude that there is a specific difference between the

the tubercle bacilH that affect man and those that affect cattle.

It has, however, been proven that the bacilH from human and
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from bovine sources differ greatly in virulence and that those from
bovine sources are almost constantly the more virulent. As
the morphology and virulence of tubercle bacilli can be greatly

modified by cultural methods and by passage through animals,

morphological, biological and biochemical tests are of doubtful
value when employed to determine whether a tuberculous indi-

vidual became affected from a human or from a bovine source.

Under existing conditions it seems imperatively necessary that

milk should not be regarded as fit for certification unless it is

obtained from cows of which we know that they are free from
tuberculosis and that they are stabled, pastured and milked in an
environment free from tuberculous infection. All milk obtained
from cows that are not certainly free from tuberculosis, or that

are stabled, pastured or milked in a tuberculous environment,
should be pasteurized before it is used as food.

As far as it is possible to do so, all milk intended for use as food,

either in the form of milk or one of its products, should be ob-
tained from certainly healthy cows in a certainly hygienic envi-

ronment, or should be pasteurized or sterilized before it is used.

Diagnosis of Pneumonia in Infancy.—According to R. G. Free-

man {Jour. Amer. Med. Asso., July 25, 1908), one who waits

for the discovery of positive physical signs of pneumonia in an
infant may have to wait until the patient is convalescent. The
disease presents characteristic signs on which a diagnosis may
be based before the lungs are examined. The symptoms are

sudden onset, depression, rapid respiration with ratio to pulse

of I to 3, fever and usually cough. If with these are noticed

flaring nostrils, pneumonic breathing and expiratory grunt, a
definite diagnosis may be made, while rigidity of the neck and
upper extremities without rigidity of the lower extremities is an
important confirmatory sign if present. Auscultation and per-

cussion of the chest should be used only in confirmation of the

diagnosis and for localizing the lesion and for information as to its

character.

Acute Anterior Poliomyelitis.—\\'. B. Cadwalader (Med.
Rec, September 19, 1908) presents a study of three cases of this

affection. He says that acute anterior poliomyelitis is essentially

an acute polioencephalomeningomyelitis. The process is the

same during infancy and adult life. The process is most marked
in the lumbar and cervical enlargements of the cord and fre-

quently may extend upward as far as the cerebral cortex.

Interstitial changes predominate and occur together with
parenchymatous changes. Parenchymatous changes never occur
without interstitial changes. The localization and intensity

of cellular infiltration depend upon the distribution and vascu-
larity of the area aft'ected. Xeuronophagia is an important
factor in the destruction of ganglion cells.
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Dystocia, management of the stages of labor to prevent maternal. Norris 385, 490

E

Early rising after laparatomy. Cohn 1080

Eclampsia, amylene hydrate in. Harle 517

blood-pressure in. Badger 516

puerperal, and nephritis of pregnancy, suprarenal capsules in. Chirie 683

puerperal, treatment of. Pestalozza 325
toxin of. Boos 517

without convulsions. Brunet 325
"Ectopic gestation." Bonifield 815

gestation with viable child: with report of three cases. Werder 791

Eczema, treatment of, in infants and children by thyroid substance. Eason. 377
Edematous elongation of the cervix, a complication of labor. Rouvier 1073

Edgar. Prevention of fetal infection, eyes, mouth, umbilicus 493
Treatment of postpartum hemorrhage 944

P^hrenfest. Endometritis exfoliativa—dysmenorrhea membranacea 412

Elephantiasis nostras of the female genital organs. Traina, Marconi 525
Embolism, prevention of, after gynecological operations. Sippel 511

.

Emphy.sema as a complication of intubation. Hammes 1104

Endoscope, uterine. David 1079

Engelbach. Report of a case of gastric tetany 970
England. Buttermilk in infant feeding 180

Enuresis, nocturnal. Russel 189

Epidemic infantile diarrhea. Glover 1112

of cerebrospinal meningitis. Abba 729
of rubeola. Aubert 189

recent, of poliomyelitis, early symptoms of La Fetra 564

Epilepsy caused by eye-strain. Gould 376
Epiploicae, appendices, torsion of. Briggs 510

Erdmann. Intraligamentous fibroids 861

Erysipelas in the new-born. Herrgott 384
Erythrodermia desquamativa. Leiner 727
Esophagus, congenital obliteration of the. Griffith, Lavenson 554

in an infant, spasmodic stricture of the. Adams 555
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Etiology of puerperal retroflexion. Ziegenspeck 687

of whooping cough. Fraenkel 1102

Evolution of modern maternity technic. Call 392

Examination, external antepartum. Reed 265

Excretion, creatinin, in the puerperium and uterine involution. Longridge. 1069

Exfoliative, endometritis—dysmenorrhea, membranacea. Ehrenfest 412

Eye, hygiene of, in school children. Carhart 147

F

Facial phenomenon in diphtheria Borrino I099

Fallacies in retroversion surgerj^ revived. Goldspohn io35

Feces and urine, of nurslings, observations on a new toxin found in the.

Gellhorn 183

Fecundity after double oophorectomy. Green, Hunter 520

Feeding, infant. Lamb 725

infant, buttermilk in. England 180

infant, lactacid milk in. Carter 181

infant, need of accuracy in prescribing starch. Ladd 180

infants. Grulee, Langmead 1105

Female outlet, anatomical basis for successful repair of the. Haynes 995

Fetal, intrauterine, death. Williamson, Holland 519

Fetalis, ichthyosis, report of a case of; placenta and membranes involved.

Coston 650

Fetus, bronchiectasis in the. Kervily 509

development, in women with large pelvic basin. Signoris 509

maceration of the, in relation to legal medicine. Pisane 331

Fever, obscure, in infancy and early childhood. ^Morse 1107

scarlet. McCrae 1 109

scarlet, recent studies on. Williams 152

scarlet, treatment of. Gaetz iioi

of intestinal origin in children. Bartley 910

typhoid, treatment of. Davis 982

Fibroids, intraligamentous. Erdmann. 861

uterine, complicating pregnancy. Cases. Specimens. Gillette 870

tumor of the vagina. Reich 484

uterus complicated by pregnancy. Stone 499

Fife. Fat and proteid content of top milk io97

Findley. Foreign bodies left in the abdominal cavity after operation 256

Pernicious anemia and pregnancy 51

FLxation of bile pigments in the placenta. \"iana 1070

Flexner. Serum treatment of epidemic cerebrospinal meningitis 360

Flexner's serum, cerebrospinal meningitis treated with. Adams 322

Flint. Hygiene and management of pregnancy including the examination of

the uterus 487

Foreign bodies left in the abdominal cavity after operation. Findley 256

Fowler. Calmette's oculo-tuberculin test in acute and chronic otitis media

and mastoiditis 351

Treatment of otitis media complicating scarlatina and measles 530

Frank. Acute pancreatitis, case reports 831
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Frederick. Present status of Cesarean section. With report of five cases. . 847

Fresh air in the treatment of disease. Northrup 923

Fry. Obstructive jaundice, cholecystitis, cholecystotomy 314
Furniss. Case of inverted appendix 307

G

Gangrene of the puerperal uterus. Ronginsky 450
of the skin in scarlatina. Heubner iioo

Gastric tetany, report of a case. Brown, Engelbach 970
Genital organs, elephantiasis nostras of the female. Traina, Marconi 525

organs, female, treatment of cancer of the. Faure 515

Gestation, ectopic, with atypical symptoms. Gill, Stone 318

ectopic, with viable child. Verder 796

tubal, unruptured. Boldt 482

Gill. Ectopic gestation with atypical symptoms 318

Gillette. Uterine fibroids complicating pregnancy. Cases. Specimens. . . . 870

Goiters of the young. Mayo 732

Goldspohn. Some old fallacies in retroversion surgery revived 1035

Goldstein. Amaurotic family idiocy 167

Goodall. Molluscum contagiosum of the genitals in husband and wife and of

the face and neck in their infant boy 453
Grad. Hyperemesis gravidarum in two successive pregnancies 673

Two abdominal sections for pyosalpinx closed without drainage 462

Grasty. Reflex neuroses in children 503, 543

Griflith and Lavenson. Congenital obliteration of the esophagus, with the

report of a case 554
"Growing pains," localized thermotherapy in rebellious. Rocher 722

Gynecological massage in the treatment of plastic infiltration and pelvic

exudates Bourcart 1079

operations, a glance over the technic of modern. Martin 193

operations, development of the technic of. Martin 277

operations, prevention of embolism. Sippel 511

Gynecology and obstetrics, analgesia in. Sinclair 1068

hospital. Dickinson 57

progress of. McMurtry 321

suggestion in teaching. Sampson 57

use of sropolamin-morphine narcosis in. Sieber 69c

H

Hand. Defect of the ventricular septum and absence of the pulmonary

artery 558

Diagnostic value of the chemical and bacteriological examination of

cerebrospinal fluid 362

Hayd. Some experiences with extrauterine pregnancy and report of cases . 808

Haynes. Anatomical basis for repair of the female pelvic outlet . 995
Heart disease and pregnancy. Cameron 422

Hebotomy, and symphyseotomy. Cocq 684

Hemolytic test for malignant tumors. Crile 933
Hemorrhage after labor, manual compression to prevent. Goth 328
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Hemorrhage, intraabdominal, due to tubal pregnancy, immediate vs. deferred

operation for. Boldt 39
Fredrick 20

Janvrin 8

Montgomerv' 17

intraabdominal, due to tubal pregnancy, the time to operate in.

Manton ... 25

postpartum treatment of Edgar. 944
treatment of accidental, and placenta previa. Brodhead 950

Hermaphroditism, true. De Forest 486

Hernia, inguinal, treatment of. Broca 380

injuries to the bladder during operations for. Skeele 964
Herrman. Case of infantilism 171

Hospitals, whooping cough in iiii

Hirst. Indications for Cesarean section 128

Histories, hospital. Dickinson 59
Holt. Recent diagnostic methods in children 918

Hydrocele in children. Telford 187

Hydrocephalus, diagnosis and treatment of. Hammerschlag 375
of meningococcus origin, with remarks on the serum treatment. Knox

Sladen 362

Hyperemesis gravidarum in two successive pregnancies 673

Hysterectomy, abdominal, uretero-vaginal fistulae following. Lepoutre 688

Hysterotomy, abdominal, for chronic uterine inversion. Haultain 1076

Hysteria as the surgeon sees it. Vance 757
graWs in a girl of nine years. Welt-Kakels 170

I

Ichthyosis fetalis, case with placenta and membranes in%'olved. Coston. . . . 650

Idiocy, amaurotic family. Goldstein 169

Incisions, cervical, deep, for abnormal rigidity. Manson 520

Indoxyluria and infantile pathology. Gorter 1112

Infancy, early, and pregnancy, syphilis in. Morse 547

early, syphilis in pregnancy. Morse 506

Infant feeding. Lamb 725

feeding. Grulee, Langm.ead 1105

feeding, artificial; presentation of the subject. Pisek 694

Infantile diarrhea, epidemic. Glover 1112

epidemic, paralysis. Starr 730

hypertrophic stenosis of pylorus. Bunts 728

mortality, reduction of. Phillips 575

paralysis, epidemic. Starr 730

paralysis in Massachusetts in 1907. Lovett iiii

paralysis nerve anastomosis in. Osterhaus 731

pathology. Gorter 1112

Infantilism and allied conditions. Schwarz 175, 176

case of. Herman 171

Infants, atrophic, a plan of dealing with. Chapin 922

clinical examination in. Marfan 929

congenital syphilis in. Carpenter 192
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Infants, opsonic index of. Wells 726

stools, large curds in. Talbot 724

hard curds in. Southworth and Schloss 1094

urinary findings in a series of, suffering from intestinal infection.

Knox and Meakins 1098

Infection, fetal, eyes, mouth, umbilicus, prevention of. Edgar 493

malarial, in children. Gioseffi 729

maternal, prevention of. Cragin 490

tubercular gland, treatment of, by sea climate and chloride of sodium

baths. Richardiere 729

Injuries to the bladder during hernia. Skeele 964

Inguinal hernia, treatment of, in the new-born. Broca 380

Insane women, operations for relief of pelvic diseases in. Broun 87

Intestinal anastomosis, rapid. Andrews 5 26

Intestine, fiushing, through multiple openings. Monks 691

Intoxication, diphtheritic, pulmonary emphysema in. Mya 1109

Intraabdominal pressure. Smith 288

route for the removal of ureteral calculi. Bissell 1022

Intraligamentous fibroids. Erdmann 861

Intrauterine fetal death. Williamson, Holland 519

Intubation, emphysema as a complication of. Hammes 1104

Intussusception, cause of. Wallace 186

J

Jackson. Criminal abortion 662

Janvrin. Immediate vs. deferred operation for intraabdominal hemorrhage

due to tubal pregnancy 8

Jaundice, obstructive. Fry 314

Johnson. Address of welcome 321

K
Kelly. Vertical and horizontal amputation of the uterus 289

Kerley. Public school education 915

Tuberculosis in children 321

Kerr. Rheumatism in children 1081

Symptomatology and diagnosis of lobar pneumonia and broncho-pneu-

monia in children 157

Kidney lesions in the infant. Thompson 381

Kidneys, serotherapy in diphtheritic lesions of the. Villa 188

Klebs. Loefiier bacillus, unusual location of the. Cenci 188

Klotz. Infarction of renal cortex in pregnancy 619

Knox. Hydrocephalus of meningococcus origin, with remarks on the serum

treatment 362

Knox and Meakins. Urinary findings in a series of infants suffeiing from

intestinal mfection 1098

Koplik. Other methods of treatment compared to the serum treatment of

cerebrospinal meningitis 367

Poliomyelitis anterior acuta 562

Koplick's sign. Flamini 932

L
Labor, acute inflammation in the course of, secondary rigidity of the cervi.x

due to. Convelaire 522

earlv rising after. Rosenfeld 686

I
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Labor, hour-glass contraction of the uterus. Sothoron 501
management of the stages of, to prevent maternal dystocia. Norris. 385
severe bleeding at the time of. Schickele 686

to prevent maternal dystocia^ management of the stages of. Xorris. 490
Lactic acid bacillus, treatment of puerperal infection by. Brindeau 330
Ladd. Need of accuracy in prescribing starch in infant feeding 180

La Fetra. Early symptoms of the recent epidemic of poliomyelitis 564
Laparotomies, after-treatment of. Max 527
Laparotomy, early rising after. Cohn 1080

Lar)'ngeal diphtheria. Langworthy 382
stridor, congenital. Myers 1107

Left pyelonephritis from the gonococcus in a child of six. Magrassi 1099
Leukocytosis of pertussis. Crombie mo
Ligature of the veins the best means of treating pyemic puerperal thrombosis.

Bardeleben 329
Lobenstine. Ruptured uterus after two Cesarean sections 670
Luteum, corpus, of the ovary in women. Villemin 523
Lysol poisoning by intrauterine injections. Piltz 327

M
Maceration of the fetus in relation to legal medicine. Pisane 331
Malignant tumors, hemolytic test for. Crile 933
Manton. The time to operate in intraabdominal hemorrhage due to tubal

pregnancy 25

Martin. A glance over the development of the technic of modem gyneco-

logical operations 193

The development of the technic of gynecological operations 277

Massage, gynecological, in the treatment of plastic infiltrations and pelvic

exudates. Bourcart io79

McClelland. Rheumatism in children 1085

McMurtrj'. Progress of gynecology 321

Measles, and scarlatina in the child, association of. Lereboullet 571

and scarlatina, otitis media complicating, treatment of. Fowler 530

early diagnosis of. Apert 1108

scarlatina, cerebral changes following 172

Melena neonatorum. Lambert 571

Meningitis, cerebrospinal. Miller, Barber 725

cerebrospinal, epidemic of. Abba 729

suppurative cerebrospinal and cerebral, in the puerperium. Com-
mandeur io73

tubercular, apparent, in which the after-histor}' made it probable that

the diagnosis was a mistaken one. Buckingham 567

Menopause, delayed. Whalen 510

Metritis, chronic, bleeding in so-called. Ahreiner 689

Menstruation, during, Brown-Sequard paralysis. Camp 510

in relation to calcium metabolism. Bell 1075

Metabolism, calciiom, menstruation in relation to. Bell I075

Milk, cow's, proportions of fat and proteins in. Slyke 181

diet in diarrheas of infancy, removal and return to. Phillippe 1S3

fat and proteid content of top. Fife 1097
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Milk, human as a cause of tuberculosis. Biehler 1104

lactacid, in infant feeding. Carter 181

tuberculous infection through. Schroeder 1107

Miller. Placenta previa centralis 676

Pyonephrosis probably originating in pregnancy 313

Mobility of the patient after laparotomy. Chase 790

Modern laboratory feeding. Rotch 1091

Molluscum contagiosum of the genitals in husband and wife and of the face

and neck in their infant boy. Goodall 457

Monster, asexual. Delphey 301

Montgomery. Immediate vs. deferred operation for intraabdominal hemor-

rhage due to tubal pregnancy 17

Morse. An unusual type of acute nephritis in children 568, 917

Syphilis in pregnancy and early infancy 506, 547

Mortality, infantile, reduction of. Phillips 575
Myoma of the cervix uteri. Reder 875

Myomata, condition of the mucosa in cases of uterine. Cullen 288

N
Narcosis, scopolamin-morphine. use of, in gynecology. Sieber 690

Necrotic angina or perforating ulcer in scarlatina. Langlais 721

Neonatorum, blennorrhea, treatment of, with ox serum. Gilbert 1102

melena. Lambert 571

Nephritis, acute, in children, an unusual type of. Morse 568, 917

and puerperal eclampsia of pregnancy, suprarenal capsules in.

Chirie 683

of pregnancy, suprarenal capsules in. Chirie 324

suppurative, pyelitis terminating in. West 560

Neuroses, reflex, in children. Grasty 503, 543

New-born, erysipelas in. Herrgott 384

Norris. Intrapelvic (subpubic) vs. abdominal method of dealing with

mechanical obstruction to delivery in cases of confinement 100

Management of the stages of labor to prevent maternal dystocia. . 385, 490

Omentum as a factor in abdominal surgery 939
Northrup. Fresh air in the treatment of disease 923

Nostras, elephantiasis, of the female genital organs. Traina, Marconi 525

O
Obscure fever in infancy and early childhood. Morse 1107

Observations of nursing women. Jacobius 685

Obstacles presented by the intestinal walls and the liver to the passage of

poisons into the system. Terrien 381

Obstetrical drawers. Drennan 276

Obstetrics and gynecology, analgesia in. Sinclair 1068

solving the problem of. Zinke 733
Ocular complications of pregnancy. Wood 1071

tuberculin reaction. Clark 726

Omentum as a factor in abdominal surgery. Norris 939
Oophorectomy, double, fecundity after. Green. Hunter 520

Operation, cleft-palate. Sherman 726
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Operation, immediate vs. deferred, for intraabdominal.hemorrhage[due to tubal

pregnancy. Boldt 39

Fredrick 20

Janvrin 8

Montgomery 17

Operationen, beckenerweitemde. Mayer 1063

Operations, glance over the development of modem gynecological. Martin. 193

gynecological, development of the technic of. Martin 277

Ophthalmo-reaction, Calmette's, to tuberculin. Hutchinson 1107

Opsonic index of infants. Wells 726

Organs, generative of women, repair rather than removal of the. Cannady. 1042

Osteomalacia. Stephanelli, Le\n 1070

Osteomyelitis, acute, of adolescents, immediate treatment of. Hardouin . . 724

Osteoplastic operation for v?idening the pelvis. Mathes 328

Otitis media and mastoiditis, Calmette's oculo-tuberculin test in acute and

chronic. Fowler 351

Ovarian pregnancy, primary. Xorris, Mitchell 520

Ovaries, transplantation of. Luartin 1077

Ovariotomy during pregnancy. Cumston 626

Ovary in women, corpus luteum of the villemin 523

right, in a child of nine, dermoid cyst of the. Waldo 672

P

Pancreatitis, acute, case reports. Frank 831

Paralysis, Brown-Sequard, during menstruation. Camp 510

infantile, in Massachusetts in 1907. Lovett iiii

postdiphtheritic, serotherapy in the treatment of. Schneider 1109

Pathology, indoxyluria and infantile. Gorter 1112

of tuberculosis in children. McCrae i8g

Pediatric practice, analgesics in. Kerr 572
practice, stimulants in Welt-Kakels 574

Pediatrics, need of postgraduate instruction in. Caille 1091

Pelvic basin, development of the fetus in women with large. Signoris 509
diseases, operations for, in insane women. Broun 87
diseases, sigmoidal factor in. Pennington 526

organ, vermiform appendix, as a. Sutton 1074

outlet, anatomical basis for successful repair of. Haynes 995
vessels, experimental work in severing. Robb 288

viscera, displacements of, treatment of. Fothergill 1075

Pelvis, osteoplastic operation for widening. Mathes 328
Perforative peritonitis. Murphy 691

Perineorrhaphy for complete laceration. Watkins 1078

Periodic vomiting. Arkawin 723

Peritoneal adhesions, sterile oil to prevent. Blake io75

Peritonitis, treatment of acute general septic. Ross 404
perforative. Murphy 691

Perleche, bacteriological study of. Auche 722

Pertussis, leukocytosis in. Crombie mo
Pfannenstiel. Abdominal and vaginal celiotomy 277
Pigments, bile, fixation of, in the placenta. Viana 1070
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Pisek. Presentation of the subject of artificial infant feeding for the general

practitioner 694

Placeata, fixation of bile pigments in. Viana 1070

previa centralis. Miller 676

previa, treatment of. Brodhead 950

Pneumonia in infancy, diagnosis of. Freeman 1108

lobar, and bronchopneumonia in children, symptomatology and

diagnosis. Kerr 157

Poisoning, by intrauterine injections of lysol. Piltz 327

Polak. Report of fourteen cases of Cesarean section 602

Poliomyelitis, acute anterior. Cadwalader 1112

acute anterior. Holt and Barttell 382

Koplik 562

early symptoms of the recent epidemic of. La Fetra 564

Postpartum hemorrhage, treatment of. Edgar 944

Pregnancy, experimental study on hemorrhage following section of the uterine

and ovarian vessels in dogs and its possible bearing on ruptured

ectopic Robb 577

two successive, with hyperemesis. Grad 673

Pregnancy and early childhood, syphilis in. Morse 547

and early infancy, syphilis in. Morse 506

and pernicious anemia. Finley 51

cancer of the cervix uteri in. Stone 993

chorea during. Shaw 1068

complicated by fibroid uterus. Stone 499

development of the human ovum during the first eight weeks of.

Schwarz 851

during typhoid fever. Cohoe 516

extrauterine, some experiences with. Hayd 808

heart disease and. Cameron 422

hygiene and management of. including the examination of the uterus.

Flint 487

infarction of renal cortex in. Klotz 619

influence of, upon medical diseases and vice versa. French 518

nephritis of. Chirie 324

nonexistence of pyelonephritis of. Bazy 324

ocular complications of. Wood 107

1

ovarian, primary. Norris, Mitchell 520

pyonephrosis probably originating in. Miller 313

semiology of incoercible vomiting in. Bonnaire 1072

stomato-dental affections in Ely 1071

suprarenal capsules in puerperal eclampsia and nephritis. Chirie 683

tubal, operation for intraabdominal hemorrhage due to. Boldt 39

Fredrick 20

general discussion 42

Grandin 22

Janvrin 8

Krug 7

Montgomery 17

Manton 25
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Pregnancy, tubal, operation for intraabdominal hemorrhage due to. Simpson. 1

2

Vineberg 14

tubal, forty-one cases with two deaths. Smith 28

uterine fibroids complicating. Cases. Specimens. Gillette 870

Vincent's angina during. Royer 642

Pressure conditions within the abdomen. Smith 242

intraabdominal. Smith 288

Prophylaxis in children's hospitals. Koplik 575
Pubiotomy at Bumm's clinic. Kroemer 521

a justifiable operation. Williams 202, 298

indications for. Bumm 327
Public school education. Kerley. 915

Puerperal eclampsia, treatment of. Pestalozza 325

infection, intramuscular injections of coUargol in. Caldesi 521

infection, treatment of, by the lactic acid bacillus. Brindeau 330
retroflexion, etiology of. Ziegenspeck 687

tetanus. Roussiel 328

uterus, gangrene of the. Ronginsky 450

Puerperium and uterine involution, creatinin excretion in the. Longridge .... 1069

pyelonephritis complicating the. Cumston 1070

Pulmonary emphysema in diphtheritic intoxication. Mya 1109

Pyelitis terminating in suppurative nephritis. West 560

Pyelonephritis complicating the puerperium. Cumston 1070

from the gonococcus in a child of six. Magrassi 1099

of pregnancy, nonexistence of. Bazy 324

Pyloric, stenosis, infantile. ^lorse. Murphy 185

Pylorus, infantile hypertrophic stenosis of. Bunts 728

Pyonephrosis probably originating in pregnancy. Miller 313

Pyosalpinx closed without drainage. Grad 462

opening into the bladder. IMuller, Petitjean 689

R
Reder. Myoma of the cervix uteri S75

Reed. The external antepartum examination 265

Rees. Arteriosclerosis of the uterus 748

Reich. Fibroid tumor of the vagina 484

Repair rather than removal of the generative organs of women. Cannaday. 1042

Reviews:

Baruch. Principles and practice of hydrotherapy 145

Bayer. Lectures on general obstetrics 142

Cullen. Adenomyoma of the uterus 678

Dana. Text-book of nervous diseases and psychiatrj- 1066

Dudley. Principles and practice of gynecology 679

Goepp. State board questions and answers 683

Haggard. Transactions of the Southern Surgical and Gynecological

Association 683

Hutchison. An index of treatment 144

Jacobs. Campaign against tuberculosis in the United States 1064

Kelly and Noble. Gynecology and abdominal surgery 1064

Maresch. Ueber salpingitis nodosa 1063
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Reviews:

Mayer. Die beckenerweiternde operationen 1063

Neugebauer. Hermaphrodismus beim menschen 682

Penrose. Text-book of the diseases of women 1066

Pottenger. Diagnosis and treatment of pulmonary tuberculosis 145

Rodman. Diseases of the breast 507

Ruhrah. Manual of diseases of infants and children 374
Williams. Natural history of cancer 678

Reynolds. The choice between the intrapelvic and abdominal methods of

delivery^in the lesser (non absolute) degrees of mechanical obstruction 23

1

Rhabdomyosarcoma of the prostate. Grieg 570

Rheumatic affections in children. Wachenhein 178

Rheumatism in children. Dunn 1103

in children. Kerr 1081

in children. McClelland 1085

in children. Stivers 1089

scarlatinal. Wladimiroff iioi

Robb. E.xperimental study on hemorrhage following section of the uterine

and ovarian vessels in dogs and its possible bearing on ruptured

ectopic pregnancies 577

Some further experimental work in severing the pelvic vessels in bitches

and its bearing on ruptured ectopic pregnancy 288

Ronginsky. Gangrene of the peurperal uterus 450

Ross. Treatment of acute general septic peritonitis 404

Rotch. Modern laboratory feeding and the wide range resources which it

provides 1091

Royer. Vincent's angina during pregnancy 642

Rubeola, epidemic of. Aubert 189

Rupture and complete inversion of the uterus. White 505

of the uterus. Fournier 327

uterine cicatrices and their. Mauclaire, Burnier 1072

S

Salpingitis and abortion. Brindeau 331

Sampson. Suggestions in teaching gynecology, with the demonstration of

special (mechanical) charts as an aid in this work 57

Sarcoma and carcinoma, primary, of the vermiform appendix. Harte 692

Savidge. Cancer problem 309

Scarlatina and measles, cerebral changes following. Schlapp 172

and measles in the child, association of. Lereboullet 571

and measles, otitis media complicating, treatment of. Fowler 530

gangrene of the skin in. Heubner iioo

mode and duration of contagion in. Zilgien 187

Scarlatinal rheumatism. Wladimiroff iioi

Scarlet fever. McCrae 1109

fever, diagnosis. Crowly 187

fever, treatment of. Goetz iioi

Schlapp. Cerebral changes following scarlatina and measles 172

Schloss. Hard curds in infant stools 1094

Schroenijahn. Congenital pyloric stenosis 538
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Schwarz. Angioneurotic and some other examples of essential edema in

children 706

Case of infantilism 175

Development of the human ovum during the first eight weeks of preg-

nancy 847

Infantilism and allied conditions 176

Scoliosis and nutrition in adolescents. Hutinel 378

of school children. Lagrange 1103

Semiology of incoercible vomiting in pregnancy. Bonnaire 1072

Septum, ventricular, defects of, and absence of the pulmonary arten,'.

Hand 558

Serotherapy in diphtheritic lesions of the kidneys. Villa 188

in the treatment of postdiptheritic paralysis. Schneider 1109

Serum, ox, blennorrhea neonatorum, treatment of. Gilbert 1102

principal causes of death in diphtheria after the use of. Martin 721

treatment, diphtheria and. Baginsky iioo

treatment of cerebrospinal meningitis. Dun 364

treatment of cerebrospinal meningitis. Koplik 367

treatment of epidemic cerebrospinal meningitis, Churchill 366

Shands. Fractures involving the elbow in children 500

Shively. Experiences with the conjunctival and cutaneous tuberculin tests. 332

Sichel. Carcinoma of the uterus complicated by pus tubes and adherent

appendix 306

Right ovarian cyst complicated by appendicitis and distended gall-

bladder 306

Sigmoidal factor in pelvic diseases. Pennington 526

Skeele. Injuries to the bladder during hernia operations 964

Skin, gangrene of the, in scarlatina. Heubner iioo

Sladen. Hydrocephalus of meningococcus origin, with remarks on the serum

treatment 362

Slyke. Proportions of fat and proteins in cow's milk 181

Smith. Comparative merits of abdominal celiotomy and colpotomy in the

treatment of intrapelvic abcess 768

Forty-one cases of tubal pregnancy with two deaths 28

Intraabdominal pressure 288

Pressure conditions within the abdomen 242

Some curious cases 320

Some interesting cases 271

Sothoron. Hour-glass contraction of the uterus during labor . 457, 501

Southworth. The hard curds of infant stools 1094

Spasm, congenital pyloric, and hypertrophic pyloric stenosis. Koplik 728

Spasmodic stricture of the esophagus in an infant. Adams 555

Spirocheta pallida in congenital syphilis, recognition of the. Greuven 383

Staphylococcus, puerperal, and colon bacillus infections. Marquis 329

Status of the kindergarten, an inquiry- into the. Abt 569

present, of Cesarean section. Fredrick 847

Stenosis, hypertrophic pyloric, and congenital pyloric spasm. Koplik 728

hypertrophic pyloric, congenital. Cautley 570

infantile hypertrophic, of pylorus. Bunts 728

pyloric, genital. Schoenijahn 538
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Stenosis, pyloric, infantile. Morse Murphy ' 185

Sterile oil to prevent peritoneal adhesions. Blake 1075

Stivers. Rheumatism in children 1089

Stomato-dental affections in pregnancy. Ely 1071

Stone. Cancer of the cervi.x uteri in pregnancy 993

Cystocele 953

Ectopic gestation with atypical symptoms 318

Fibroid uterus complicated by pregnancy 499

Stools, character of, in diarrheal affections. Knox 1106

Stridor, laryngeal congenital. Myers 1107

Sturmdorf. Strangulated "dissecting" hernia, simulating peritubal sup-

puration 484

Subdiaphragmatic abscess; with report of cases. Keefe 886

Suppurative cerebrospinal and cerebral meningitis in the puerperium.

Commandeur I073

Surgery, abdominal, omentum as a factor in. Xorris 939

retroversion, some old fallacies revived. Goldspohn 1035

Symphyseotomy and hebotomy. Cocq 684

Syphilis, aural manifestations of inherited. Yearsley 383

congenital, in infants. Carpenter 192

congenital, recognition of the spirochceta pallida in. Greuven 383

inherited, a factor in etiology of mental defects. Shuttleworth 191

in pregnancy and early infancy. INIorse 547, 506

T
Tate. Abscess of Gaertner's canal 841

Taussig. Causes of abortion 654

Tension, normal arterial, in the child. Gaujou.x 728

Tetany, gastric, report of a case of. Brown, Engelbach 970

Tetanus, puerperal. Roussiel 328

Thermotherapy, localized, in rebellious "growing pains." Rocher 722

Thromboses, pyemic puerperal, ligature of the veins the best method of treat-

ing. Bardeleben 329

Thymic asthma. Schwinn 725

Torsion of appendices epiploicje. Briggs 510

Transplantation of ovaries. Luartin 1077

Treatment of blennorrhea neonatorum with ox serum. Gilbert 1102

of disease, fresh air in the. Northrup 923

of displacements of the pelvic viscera. Fothergill 1075

of intrapelvic abscess, comparative merits of abdominal celiotomy and

colpotomy in the. Smith 768

immediate, of acute osteomyelitis of adolescents. Hardouin 724

of postpartum hemorrhage. Edgar 944

of scarlet fever. Goetz iioi

of tubercular gland infection by sea climate and chloiide of sodium

baths. Richardiere 729

of typhoid fever. Davis 982

Tuberculin inoculation by von Pirquet's method in children under one year of

age. Morgenroth 730

ocular, reaction. Clark 726
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Tuberculin reaction and its diagnostic value in infant tuberculosis.

Cozzolind 190

tests, conjunctival and cutaneous. Shively 332

Tuberculosis, channels of communications of. Hamill 190

human milk, as a cause of. Biehler 1104

in children. Kerley 321

in children, pathology McCrae 189

infant; tuberculin reaction and its diagnostic value in. Cozzolind 190

infection through milk. Schroeder 1107

Tumor, fibroid, of the vagina. Reich 484

of the round ligament. Boldt 304

Tumors, malignant, hemolytic test for. Crile 933

mixed, of the uterus. Puech, Massabuan 524

pararenal, anatomo-pathological study of. Pietrabissa 523

Typhoid fever during pregnancy. Cohoe 506

fever in children, retention of urine in. Gaujoux, Ros 932

fever, treatment of. Davis 982

U
Ueber salpingitis nodosa. Maresch 1063

Unilabial, polypoid, edematous elongation of the cervix, a complication of

labor. Rouvier i073

Ulcer, perforating with necrotic angina, in scarlatina. Langlais 721

Urban congestion, effects of, on Italian women and children. Stella 512

Ureteral calculi. Gibbon 5^^

intraabdominal route for the removal of. Bissell 1022

Uretero-vaginal fistulae following abdominal hysterectomy. Lepoutre 688

Urine and feces of nurslings, observations on a new toxin found in the.

Gellhorn 183

including the examination of the hygiene and management of preg-

nancy. Flint 487

retention of, in typhoid fever in children. Gaujoux. Ros 932

Urticaria after second dose of diphtheria antitoxin. Plain 722

Uteri, cervix, diffuse adenoma of the. Hartmann, Lecene 524

cervix, diseases and injuries of the. Chambers 446

cervix, diseases and injuries of the. Chambers 47°

cervix, in pregnancy, cancer of the. Stone 993

cervix, myoma of the. Reder 875

Uterine and puerperium involution, creatinin excretion in the. Longridge. . 1069

cicatrices and their rupture. Mauclaire, Bumier 1072

endoscope. David i°79

fibroids complicating pregnancy. Cases. Specimens. Gillette 870

inversion, chronic, abdominal hysterotomy for. Haultain 1076

Uterus, arteriosclerosis of the. Rees 748

during labor, hour-glass contraction of the. Sothoron 501

fibroid, complicated by pregnancy. Stone 499

hour-glass contraction of the, during labor. Sothoron 457

mixed tumors of the. Puech, Massabuan 524

posterior displacement of the. Cragin 293

puerperal, gangrene of the. Ronginsky 45°
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Uterus, removed because of persistent bleeding. Boldt 303

rupture and complete inversion of the. White 505

ruptured, after two Cesarean sections. Lobenstine 670

rupture of. Fournier 327

surgical treatment of cancer of the. Faure 510

vertical and horizontal amputation of. Kelly 289

V
Vagina, fibroid timior of the. Reich 484

Vance. Hysteria as the surgeon sees it 757
Vaughan. Cholelithiasis—cholecystectomy 316

Ventrosuspension an unsafe operation for posterior displacement of the

uterus. Cragin 293

Vermiform appendix as a pelvic organ. Stutton 1074

Vincent's angina during pregnancy. Royer 642

Viscera, pelvic, treatment of displacements of the. Fothergill 1075

Vomiting, incoercible, semiology of, in pregnancy. Bonnaire 1072

periodic. Arkawin 723

Vulvovaginitis in children. Ronginskv v 378

^ ' W
Wachenhein. Rheumatic affections in children 178

Waldo. Dermoidcystof the right ovary in a child of nine 672

Warren. Some comments on Dr. Reynolds' paper, " The superiority of pri-

mary over secondary section " 602

Welt-Kakels. Hysteria gravis in a girl of nine years 170

Werder. Ectopic gestation with viable child; with report of three cases 796

West. Pyelitis terminating in suppurative nephritis 560

Whooping-cough, etiology of. Fraenkel 1102

hospitals mi
Williams. Is pubiotomy a justifiable operation? 202, 298

Recent studies on scarlet fever 152

Wilson. Simple method of circumcision in the new-born 559

White. Rupture and complete inversion of the uterus 505

Women, generative organs of, repair rather than removal of. Cannaday. . . 1042

Z

Zinke. Solving the problem of obstetrics 733
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