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NEW ORLEANS, LA.

Chemical
Pathological Examinations.
Bacteriological

’

Stains
Reagents
Vaccines
Rabies Virus,

etc.
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All Prescriptions Carefully Compounded and Triple Checked.

Phone and Mail Orders Given Prompt Attention

AMERICAN DRUG STORE INC.
1024 Canal Street New Orleans, La.
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HEALTH RELATIONS OF LOUISIANA
WITH THE SOUTH AMERICAN

COUNTRIES.*

By DR. OSCAR DOWLING, M. D.,

New Orleans.

The 1923 tour of the American Col-
lege of Surgeons was planned by Dr.
Franklin Martin, Director-General,
after two trips through South American
countries which he made with Dr. Wil-
liam J. Mayo, former President, and Dr.
Thomas J. Watkins, a Governor of
the College. The itinerary included
Havana, the Canal Zone, and the prin-
cipal countries of South America.
A visit to this continent brings con-

viction that we have little to fear from
the introduction of diseases peculiar to
South America. It is true that some of
the tropical diseases which do not pre-
vail to any extent here, with increased
trade relations might be brought to this
country. This, however, is a remote
contingency, and we feel we would be
able to control the spread as they do in
the countries where these diseases now
have a foothold.

A hurried but comprehensive study
of seventeen places, including the Port
of Spain, Island of Trinidad, eight coun-
tries and twelve large cities, reveals a
health situation very similar to our own.
There was no Plague, no Cholera, and
no Yellow Fever, except nine cases in

two cities of Brazil, where active meas-
ures similar to those followed in New
Orleans in 1905 had been put into
effect, but about the same percentage of

*Read Before the Louisiana State Medical Society
Meeting April 24-26, 1923.

Tuberculosis, Malaria (except on the

dry west coast and in a few places

which have been thoroughly drained),

Typhoid, Smallpox, Hookworm (in some
places), Syphilis and Gonorrhea in all.

Considerable Trachoma and Leprosy in

a few places.

Similar quarantine and isolation

regulations are in effect as with us, and
if anything greater facilities for the

protection of public health from persons
having communicable diseases. In some
instances regulations and enforcement
are more effective than with us; the

compulsory vaccination law with en-

forcement is an example. No one may
enter Argentine, where they require

certificate with finger prints, and other

countries without a certificate satisfac-

tory to the authorities. Request to the

Consul of any of these countries for a

passport must include a satisfactory

statement from the health authorities

of the State or City of recent vaccina-

tion or two unsuccessful attempts,

before the tourist will be granted the
passport. It is hoped in South America
by the rigid enforcement of these laws
that Smallpox may be entirely con-

trolled and become as rare as Yellow
Fever or Plague. International regula-

tion for compulsory vaccination with
enforcement would soon make Smallpox
negligible. Incidentally, it may be of

interest that in Rio de Janeiro they
have had no Plague since 1910 ; no
Yellow Fever since 1907 ;

in Buenos
Aires no Plague for five years; no
Yellow Fever for thirty years.

It may be well to add a word about
maritime quarantine. Although we
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have passed many milestones in the
progress of control of disease, the dras-

tic quarantine regulations of former
years are still favored by many con-

scientious health officials. But as the
countries of the world profit by the dis-

coveries in medicine and the great ports
are freed from Yellow Fever, Cholera,
Plague and Typhus Fever, it seems only
common sense to draft new quarantine
laws for the convenience of the traveler

and the commercial advancement of the
countries. The cities which have built

rat-proof wharfs at an enormous ex-

pense and put over costly campaigns for

the control of contagious diseases

should be accorded the commercial ad-
vantages to which they are entitled be-

cause of these improvements. In view
of this progress a modification of

the present quarantine regulations
seems logical and it is the reason for
the consideration now being given the
subject by representatives of the vari-

ous countries of the world.
Aside from the question of introduc-

tion of disease from these countries,

there is one other point to be consid-
ered in a discussion of our health rela-

tions. It is only within recent years
that we have come to appreciate inter-

change of ideas regarding medical
methods. Even in the Middle Ages it

was a common experience in Europe for
students to travel from university to

university assimilating the teaching
and, above all, the viewpoints of the
teachers in each one. The result is

obvious. The custom has led to a
broader vision, a deeper understanding
and a keener sense of sympathy. That
the interchange of students has been of
international advantage ip atdomatic
because friction and often warfare are
directly traceable to the clash of mental
attitudes arising from a lack of under-
standing on the part of too different
nationalities.

Regardless of race, human nature

—

meaning psychology, is virtually the
same wherever we go; differences of
opinion are' largely due to different
modes of thinking, to different customs
and to an inability to put oneself in the
other’s position or to share his view-
points. With no other countries is such
an understanding of greater importance
than with the Latin-Americans to the
south of us. Commercial and social

relations would be enhanced and the
medical standards of our own land im-
proved by an interchange of men who
would carry back with them ideals and
methods of the countries visited.

The South American States offer
unique advantages. The development
of scientific medicine in the great
laboratories of Buenos Aires, Rio de
Janeiro and Sao Paulo are scarcely to

be equaled by any others in the world.
The study of diseases peculiar to these
countries is another incentive to the
student from the North American con-
tinent because of the close proximity
and the possible need for this knowl-
edge.
Then too, the methods of dealing with

acute infectious diseases while in gen-
eral similar, must of necessity vary ac-

cording to the climatic conditions, the
popular atttude and the regional con-

figuration. All of these facts are im-
portant from the medical viewpoint,
and the person equipped with the in-

formation obtainable by study in both
the Latin and the North American
countries may be compared with the
individual who views an object from
two perspectives.

New Orleans is the southern gateway
of the North American continent. Com-
mercial relations with all the world, and
especially with the South American
countries, are focused at this port. It

is wise to foster and encourage these
relations, both for the sake of interna-
tional amity as well as for the less altru-

istic motive of business advantage. In
what better way can this be accom-
plished than by an interchange of ideas?
We have much that is good to learn
from our southern neighbors. We can
only engender the spirit of mutual co-

operation by mutual understanding.

VENEREAL DISEASE CONTROL."

By DR. A. T. McCORMACK,
Louisville, Ky.

Mr. President, Ladies and Gentle-
men : To my mind there is no difference
between the control of venereal disease

and malaria, scarlet fever, measles, or

other diseases, except in the difference
in the treatment of any one of these
things. They are all controlled by,

*Read Before the Louisiana State Medical Society
Meeting April 24-26, 1923.
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first, education of the public; second,

education of the profession, and third,

organization by the public and the pro-

fession of an agency that will control

these diseases with their aid and assist-

ance.

It seems to me that the most import-
ant thing that confronts the medical
profession today—and anything that
confronts the medical profession of this

country confronts the public—the most
important problem for us to get clear

in our minds is, whence we have come,
where we are, and where we are going.
I think it is important for us to analyze
some of the conditions that exist in the
practice of medicine in all lines, and
then having analyzed them, help to so
build up our organization that we can
control them.

Recently the Kentucky State Medical
Association has been making an inves-
tigation of medical practice. We have
held tuberculosis clinics in eighteen
countries. It is very interesting to
know that as a result of those clinics

we found that 56 per cent of those hav-
ing tubercle bacilli in the sputum had
not at any time consulted a physician
for the tuberculosis which they had. We
found that nearly 50 per cent of those
who had consulted a physician had not
been told they had tuberculosis and had
been given no advice as to their own
care nor any measures to prevent the
spread of the disease to the children.
That is a rather important matter. We
had 100 of our physicians make an ex-
amination each of ten women who had
borne children, and of that number we
found that less than 3 per cent had had
prenatal care in any of their pregnan-
cies, and that none of them except in

the three cities where there are special-

ists in obstetrics, had had regular super-
visory care of their babies during their
infancy. They had gone to the doctor
when they were sick, in other words,
and as a consequence they had not had
proper care. That might be carried
out in other lines. Take cases of hernia
that go through life harnessed like a
mule, that could have been relieved in

early childhood, by a simple, effective

and complete operation. These in-

stances might be multiplied almost in-

definitely. Take diphtheria. In Ken-
tucky we have made an investigation of
every death from diphtheria. It is in-

teresting that there have only been two
deaths in the State in five years in
which a doctor was called within
twenty-four hours. There has not been
any death in which 25,000 units of
antitoxin was used within twenty-four
hours, and yet we have a high death
rate from diphtheria.
What I am trying to get at is this;

We have had the idea—and we have
heard it said—that eventually, with all

the work that is being done by the
health officers and the doctors together,
the time would come when there would
not be any doctors, and those who were
here would not make a living. That is a
fallacy that should be exploded. The
important thing for us to realize is that
when we have begun to exercise real

supervision over the health and lives of
those who are dependent upon us, it will

take more doctors to do it, and they will

have to be more careful in their exam-
inations and diagnosis when they deal
with the tendency to disease than when
they have definite pathological changes.
The future of medicine will largely be

based upon the splendid essay presented
to you by Doctor Leathers. The import-
ant thing for us to get before our people
--most of us are too old to start over now
—we cannot expect adults to carry out
a whole new program, for the average
adult is like a biscuit—it may be made
of good material and well baked, but
still not be good for food purposes, and
should be thrown away. The only thing
to do is to throw us away and start

over. But the changes that take place
must come through education. Back in

the old days when you had yellow fever
in New Orleans, when men’s hearts
were tried, and when heroes were devel-

oped in our profession, you did not have
as many doctors as you have now, and
yet you had more yellow fever. The
same thing applies to typhoid fever, and
to malaria, and all those other diseases

—when they disappear it will take more
doctors than you need now. Another
thing, the profession will be better paid
then, because we will only have the good
sort of folks—the people who pay their
bills, and we will get our money easier
and get more of it than we do now. The
thing to get before the people is the fact
that health is purchasable.

Then, as Doctor Welch and Doctor
Leathers have expresed it, the future
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commercial value of the South, the com-
mercial standing of any section of the
United States, will be dependent upon
its vital statistics reports, and just as
soon as the Southern States expend the
amount of money they need to expend
in the control of the diseases that are
causing unnecessary misery and death—just in proportion as we build up our
public schools in which the vast
majority of our people are educated;
just in proportion as we make the cui’-

ricula of our common schools sufficient
to teach the people the value of life and
how to live; just in proportion as we
have in pre-school age corrected their
defects, and during school age give them
such physical education as makes them
conscious of the value of good health
so that if they do become victims of dis-

ease they will see to it that they are so
protected that the disease cannot spread
to others—just in that proportion will

we be able to solve our health problems.

This applies to venereal disease the
same as to tuberculosis. For a long time
we whispered about venereal disease, we
thought it was not to be talked about.
We have hesitated to come before mixed
audiences to talk about the diseases that
are scattered by male and female prosti-
tutes. But we need to talk about them—we doctors need to tell what we know
about them, because we put them in the
same class with all carriers of disease,
except thaj; the destruction from vene-
real disease is the greater. One-fourth
of the people in our asylums are there
due directly or indirectly to syphilis, and
a tremendous percentage of the abdomi-
nal operations on women are due to
gonorrhoea. We all know these things,
and it is not fair for us not to talk to
people about them, it is not fair not to
talk to the young women of the State
and make it plain to them that the male
prostitute is just as dangerous as the
female prostitute; that there is no dif-

ference and should be no difference be-
tween their isolation and their treat-
ment. (Applause.) When that time
lias come—and thank God since the
women have the vote it will come pretty
quickly—the childhood of the country
will be protected from these diseases.
And just as soon as the men and women
of this country know the situation and
know that there is no other disease or
no other combination of diseases that

ail over this broad land, from east to

west, from the north to the southern-
most boundary, produces so much dis-

tress and is such a cause of delinquency,

of defectiveness and of death, as vene-

real disease, then, and not until then,

will we get anywhere in its control.

It cannot be done—and this is the im-

portant thing I want to talk to you
about it—it cannot be done until every
county medical organization is function-

ing correctly. In New Orleans, where
you have a splendidly organized health

department, where your city maintains
strict health rules, your death rate is

reduced, and thirty-five or forty years
ago you had more deaths from utterly

unknown causes than from all causes

now, because you have become an intel-

ligent people, and as rapidly as this can
be carried to a logical conclusion

throughout the State, the condition will

be improved there. The doctors of the

State realize as an organization the

need for our health officers going to the

families, and I want to submit to the

doctors of Louisiana, as I have to the

doctors of Kentucky, that they will have
more influence in building roads, in

building schools—they will have more
influence with the legislators than any
other element m the entire State, pro-

vided they do their job correctly, pro-

vided they go into the home and talk to

the people about disease and how to

keep them healthy. It is just in pro-

portion as we teach the people that it is

necessary to get rid of malaria, that

community organization is necessary,

that a health department is necessary so

that the poor may be taken care of

—

just in proportion as we do this will we
keep our people alive longer. The aver-

age age has been increased fifteen years

in thirty years, and it can be increased

that much more in thirty years, and
think how many more people there will

be—intelligent people. If every man
and woman in this room could live fif-

teen years longer, having now arrived

at the stage where you are useful

—

think what your community could

afford to give if your life could be
saved fifteen years longer. It can be
done—it can be done.

How are we going to do it? Fifty per
cent of tuberculous people have no medi-
cal care—little children grow up from
babyhood and through school life with-
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out medical supervision, without being

taught how to care for themselves or

those around them—they grow up to be
Christian Scientists and become the

victims of quacks and chiropractors

because of neglect on the part of the

interested public. Is that what we are

after ? That is why they are misled

—

because we have not exercised the re-

sponsibility that is ours, we have not

carried on our shoulders the obligations

put upon us when we became doctors

—

we have not taught the people the
things they ought to know. We have
been content to improve our profession
tremendously, and to stay in our offices

like spiders in their webs waiting for

the people to come to us, but we have
not put before the public in a way they
can understand the things the public

needs to know about the great temples
which are their bodies, and we have not
taught them to come to us for advice
which we are the only ones to give.

I would like to talk about two weeks,
for I like this audience, but I guess I

had better stop. (Applause.)

DISCUSSION.

Dr. L. C. Scott (New Orleans): This is an
extremely interesting subject, and I fully
agree with the Doctor that the prevention of
venereal disease must be attacked from the
educational standpoint.

With regard to the manner in which these
facts can be brought to the public—shall it

be through propaganda, or shall it be through
education in the public schools? Can we in-

troduce the idea of sex hygiene into the
public schools in such a manner that the
young will profit by the instruction, so that
when they reach adult life they may be able
to avoid the pitfalls and dang'ers to which so
many people, and especially the youth, are
exposed? Or is it best to take it up with
the adults themselves—through lectures and
talks and through the newspapers? The dif-

ficulty so far as I can see is to decide just
how to attack the problem.

Prostitution is not only a social and
eugenic, but also a legal problem. The
social aspect is taken care of very largely by
the social workers and also by a great many
societies that try to solve social problems in
one way or another. The economic side is

extremely important, because approximately
50 per cent of prostitutes come from the work-
ing class; from those who have comparatively
little income.

The question of. eugenics is in its infancy.
A great many investigations along the line of
psychology and psycho-neurotic lines seem to
indicate that the majority of prostitutes ac-
tually belong to the feeble-minded. If that is

the case, we are continually breeding recruits
to the prostitute class, and, of course, from

the eugenic standpoint that is diametrically
wrong. In fact, it is a dysgenic agency. We
should take more care in the propagation of
better children—for the benefit of the whole
country.

And, of course, the legal question is very
important. Can you legislate prostitution

and venereal disease out of existence? In my
opinion you cannot. Legislation—repressions
of all sorts have been tried throughout the
ages, but without much effect. Legislation
restricts to a eei'tain extent, but it does not
prevent. True, the elimination of the red-
light district has done a great deal towards
the elimination of venereal disease. If I

could put before you the charts which we
have made in the past few years, which indi-

cate what I should term a decline in the
venereal rate in the State, I think you would
be interested, but we do not know whether it

is a real or only apparent decline. Assuming
that they represent an apparent decline, it

may be due to the fact that the doctors refuse
to report their cases. I do not believe that is

the case, because taken in conjunction with
other communicable diseases, venereal disease
seems actually to be on the decline, and rela-

tively speaking the figures are correct. One
noticeable feature of these statistics is that
in 1920 the gonorrhoeal statistics were far
ahead of the syphilitic cases; in 1921 the
gonorrhoeal and syphilitic cases were exactly
the same, and in 1922 the syphilitic were in
excess of the gonorrhoeal. What does that
mean? We cannot understand it. We can-
not believe it is on account of lack of report-
ing by the physicians. We believe it is on ac-
count of propaganda and educational work
done by the clinics. We believe it is due to
the fact that the literature goes out to the
clinics, and the clinic acts as a nucleus from
which propaganda radiates—these people
come to the clinics for treatment for some-
systematic infection, and they take this litera-

ture home and read it and tell others and in-
terest others. The clinics are doing a great
work, and they are increasing rapidly. The
amount of salvarsan we used in 1922 was
almost $2,000 in excess of that used in 1921.
That seems to indicate that more work is
being done in the alleviation of syphilitic in-
fection.

One other thing, and that is that we be-
lieve prostitution is a problem that can be
more easily handled by the women than by
men. If the women would only take an in-
terest in this subject I think it would not be
very long before there would be a beneficial
effect that we could point to with pride. The
men are difficult to move. Why, I do not
presume to say, but it is a fact. We sent out
during the past year approximately 10,000
letters we received about 34 replies. That
indicates that there is not very much interest
taken in venereial disease. If that is the case
there is a reason for it—what it is we do not
know. But we do know that there must be
some way provided to get this information
and instruction to the masses.

Dr. M. H. Foster (Alexandria): This sub-
ject must be considered from the social and
the therapeutic standpoint, which we are-
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naturally at the present time interested in,

and also from the economic. The latter is

a very important consideration. If you take
this matter of venereal disease prevention and
control to these corporations you must show
them that it pays to do the work, and you cer-
tainly can show them that it pays to have a
man taken off the pension list and put on the
payroll.

There is a difference in the prevalence of
venereal disease, depending' upon the amount
of education given to a certain group of in-
dividuals. I was forcibly struck with that in
the army. At one place there were two medi-
cal officers who had exactly opposite views
on this subject. One took the attitude that
some doctors still take—if a man gets caught
it is hard luck, but his misfortune. We had
numerous infections arising in the outfit
under his supervision. The other one was
keenly alive to the situation, interested in his

boys, in their proper instruction, in prophy-
laxis, and used moving pictures and all other
means available, and during the time this
outfit was mobilized we had onlv two or three
infections to occur.
Two things must be accepted. First, we

must admit the presence of the problem, and
having admitted that, then we must organize
some means of prevention and control as we
do with other preventable disease, as Doctor
McCormack has suggested. I have always
contended that venereal disease was no dif-

ferent from any other. We know we can
prevent smallpox by vaccination, yellow fever
by inoculation, etc. Venereal diseases can be
prevented, but I do not believe it will be by
legislation.

Dr. A. T. McCormack (closing): Before re-
plying to the statements made by Dr. Scott
and Dr. Foster I want to thank them for what
they said, and I want to congratulate you,
Mr. Chairman, on the character of this very
unusual meeting. I have had the privilege of
attending meetings in about two-thirds of the
States in the Union, and there is a larger pro-
portion present here tonight than has ever
been present at any other medical meeting of
this character that I have attended. This
sort of thing does not simply happen. Those
who come do not come simply because there
is to.be a meeting. It is a remarkable fact,

and I want to suggest to the membership
of this association that you owe a very deep
debt of gratitude to your President, Secretary
and officers for your effective organization—
an organization that can demand an attend-
ance like this at your closing session.

I have often wondered why any physi-
cian fails to report his venereal diseases.

Some of them do. I have tried my best to

find out from those who do not report. In
Kentucky we refused to license some of them,
because it is such a serious matter that a
physician is considered particeps criminis in

spreading the disease. In fact, he is guilty
if he permits unreported cases to spread the
disease, and he must take the consequences.
How car any man persuade himself to do it?

Every now and then you hear somebody say
it is such a private matter. Is it? Is it a
private matter for a man to get a disease that

can cause the probable disability of the
woman he marries, certainly serious illness,

and possibly death? Is it a private matter?
Is it a thing he has a right to do? I want to

submit to the medical profession of Louisiana,
a profession that has led in many of the
greatest campaigns for human welfare, that
has had Congressional medals and honors
conferred upon its leaders from time to time—men who have sacrificed their lives in doing
their duty—I want to call upon this profes-
sion to rise as one man and one woman, and
refute the slander put upon us. We cannot
say anything worse about the chiropractor
than he can say about us, when our men re-

fuse to prevent venereal disease by failing
to report their cases. We are untrue to our-
selves, untrue to our oaths, untrue to society,
if we fail to see that every case is reported
and kept under treatment until it is no longer
a menace. If a fellow wants to go to hell, let

him go—but let .him go alone, not put this
curse on those who are still alive, and on the
generations yet unborn.

MALARIA CONTROL WORK IN

ALABAMA.*
By DR. S. W. WELCH.

In 1917 Alabama had a malaria prob-
lem of considerable importance. Evi-
dence of this is shown in a map pre-
pared by the Engineering Division of
the Alabama State Board of Health, and
based upon records of the Bureau of
Vital Statistics. Six countries had a
rate of more than five deaths per ten
thousand population from malaria in

that year. This indicates a serious
malaria problem; forty-two countries
had a malaria death of from one to five

per ten thousand population. Here we
have a malaria problem of moderate
proportion which covers somewhat
more than half of the total area of the
State; nineteen counties showed a
malaria death rate in that year of less

than one person per ten thousand and
indicate either a very slight incidence of
this disease or its absence as a public
health problem.
A similar map for the year 1921

shows no counties which had a malaria
death rate of more than five per ten
thousand population. Only thirty-two
counties showed a rate of from one to

five deaths from malaria per ten thou-
sand population, while thirty-five quali-

fied for the group having a rate of less

than one death from malaria for every
ten thousand of the population. The

*Reid Before the Louisiana State Medical Society
Meeting April 24-26, 1923.
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area which is practically clear of
malaria was almost doubled in the five-

year period.

The malaria record of that five-year
period is further shown in a chart
which compares the malaria death rate
per hundred thousand population in

Alabama with the rate for the United
States Registration Area during the
same period. This shows that while the
death rate from malaria in Alabama
was more than cut in half during the
period in question, the malaria death
rate in the Registration Area was
slightly increased, the rate in Alabama
in 1921 was only three times as great
as that in the Registration Area while
in 1917 it had been seven times as great.

The accomplishments of five years
were then

:

1. Serious malaria problem no long-
er in evidence in any county in Alabama.

2. Number of counties having mod-
erate problem reduced by one-third.

3. Number of counties free ^rom
malaria doubled.
How was it done? That I take it, is

the question in which this group is in-

terested.

Our first introduction to malaria con-
trol methods were the war time activi-

ties set in motion within the Army Can-
tonments, of which there were three in
Alabama. At the close of the war Gov-
ernment forces were withdrawn and all

of this work discontinued
; these war-

time demonstrations in addition to pro-
tecting the health of soldiers and work-
ers had a marked educational value.

First: They acquainted the general
public in the vicinity of the camps with
successful methods of malaria control.

Second : They led the public health
officials to several important conclu-
sions with regard to the feasibility of
malaria control programs. Stated
briefly these are

:

1. It is useless to attempt malaria
control without the support of a local

governmental health agency to see that
the work is made permanent.

2. In spite of the fact that towns
are likely to make the earliest demand
for malaria control activities, the
malaria problem per se is a rural rather
than an urban problem and neces-
sitates the dispatching of engineers into
the rural districts and the initiation of

malaria control measures on a country-
wide basis.

Upon these fundamental policies es-

tablished as a result of our observation
of the earlier demonstrations, The Ala-
bama State Board of Health shaped its

program for malaria control.

Mosquito control has come to be iden-
tified with malaria control, main reli-

ance being placed upon control of the
insect vector anopheles quadrimacu-
latus ; defense measures such as quinine
and screening being temporary in effect,

are considered of secondary importance.
Elimination of these insect pests is a

source of much satisfaction to the com-
munity affected regardless of its value
as a public health measure.
Another consideration that has added

the popularity of mosquito control work
is the fact that during a recent epidemic
of dengue fever localities which were
practically free from mosquitoes were
also free from this disease with the ex-

ception of a few imported cases.

Our problem has been to adapt this

program to our plan of organization for
county health work which covers
twenty-two of our sixty-seven counties

and serves 51 per cent of our population.

Malaria control on a county-wide
basis has been supplemented in a num-
ber of instances by demonstrations in

towns which are not served by county
health organizations, these are under-
taken upon request largely for the sake
of their educational value.

Through the United States Public
Health Service and the International
Health Board, five engineers were made
available to the State Board of Health.
Each is assigned to a district which
includes all of the several organized
counties. The engineer’s duty is to visit

and consult county health officers with
regard to the malaria problems of his

county. ' The health officer and 1 his in-

spector locate the problem, the engineer
advises as to its solution, and the health
officer and his force then undertake
malaria control work under the super-
vision of the engineer. The methods of
control include ditching, oiling and
stocking bodies of water with gam-
busia and screening. In ditching and
draining the agricultural value of the
project has been emphasized and the in-

terest of Farm Bureaus and Chambers
of Commerce has been enlisted in an
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effort to induce land owners to assume
financial responsibility for these pro-
jects. Drainage and agriculture go
hand in hand and a number of large

drainage projects have been Inaugu-
rated as business enterprises in which
we participate to the extent of furnish-

ing the advisory service of an engineer.
Oiling and other methods of control of

mosquito breeding in and around towns
and household premises offer a wide
field of co-operation in which the house-
hold and the school children may be
interested and urged to participate.

It is the opinion of the writer that
effective mosquito control by the use of

gambusia offers large possibilities at

less cost in destruction of larvae than
any other one method of control of mos-
quito breeding.
The engineers are careful to point out

that effective use of gambusia is subject
to a number of conditions which are
notably uncertain. For example:

Effective gambusia control in ponds
depends on absence of game fish, aqua-
tic vegetation and floatage, presence of

suitable food for gambusia to insure
propagation and presence of an abrupt
shore line which eliminates the shallow
marshy spots sometimes found border-
ing lakes and ponds and affording
breeding grounds for mosquitoes which
are inaccessible to top minnows. But
taking all of these uncertainties into

account, I believe that gambusia control

is one of the best investments we can
make in view of the results secured.
Commenting upon the present status

of malaria control work in Alabama, I

would say that we have our problem in

hand. We know where it is and we
know that it is confined to certain
localities. There is a large area in the
southeastern part of the State adjacent
to the Chattahoochee River; the valleys

of the Alabama and Tombigbee rivers

constitute a central region which has a
moderate malaria problem

; the western
section of the black belt also requires
attention while in the lower Tennessee
valley there is need of further malaria
control measures. But Alabama has no
bad endemic foci of the character such
as are found in other sections of the
South. Certain parts of the State are
entirely free from malaria; each year
adds additional free area.

The economic value of a decrease in

physical unfitness of a large proportion
of the population is markedly apparent
and is winning the increasing recogni-
tion of investors. Information properly
disseminated throughout the north and
west will attract farmers to our cut-

over pine lands and will bring indus-
trial projects to our waterways, in-

crease our land values and reduce our
tax rates.

The physical and intellectual energy
which has formerly been wasted in

chills and fever, together with the
money which has been wasted on chill

tonics and doctor’s bills will be devoted
to the education and upbuilding of the
citizens of our State.

Malaria will be eliminated—How
long will it take to do it? And how
much will it cost? These questions do
not call for a prophecy or for visionary
results, they call for a careful estimate
of budgets and an intelligent shaping of
programs, the development and leader-

ship of manpower and brains to do the
job. Alabama has the advantage of a
State-wide health organization which
reaches into every county of the State.

It has a plan for financing and extend-
ing its activities so as to cover the State

in another five years. Success depends
upon building organizations which will

lower the sick incidence and death rate

from malaria. This is the language the
people can understand and they have
been converted to this policy.

DISCUSSION.

Dr. H. E. Miller (New Orleans): It is a
very great pleasure, ladies and gentlemen, to

follow such a paper as has been presented to

you by Dr. Welch, which is abounding in the
evidences of practical work. We have been
studying malaria a good while in the LTnited

States, especially in the Southern States, and
have thought that we were getting some-
where with it. A great 'many different
spectacular examples of malaria control have
been carried on here and there, and yet

almost without exception up to the present
time these demonstrations have been con-
fined to urban populations.
As Dr. Welch has so aptly pointed out in

his paper, malaria is not an urban disease,

but a rural disease. We have known that

for some time, but have not come to acknowl-
edge it, and I think the reason is Ipure

cowardice. We know it is easy to control

malaria in an urban population, but it is not
an easy matter to control malaria in a rural

population, and the problem has been so baf-

fling that he have been afraid to tackle it.

The favorite trend of malaria work is to

investigate and keep on investigating'. In-
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vestigation is very proper, but there has come
a time when we must get down to work on
malaria. We know enough about it now,
enough about the habits of mosquitoes and
their breeding places and methods of trans-

mitting disease to give us pretty satisfactory

ammunition ag’ainst malaria, if we only use

these facts we already know. There are

many things yet to learn about malaria, but

practical application of our present fund of

knowledge will allow us to carry on that sort

of work wrhich contemplates rural malaria

control as well as urban. And Dr. Welch has

indicated the manner in which that should be
carried out, namely, in connection with es-

tablished, organized, and permanent local

health organizations.
Another point which Dr. Welch brought

out, which I think is well worth considering

a second time, is the fact that malaria is not
a disease which is equally dstributed over
any one State or parish. If you take the

map of Louisiana—a contour map or a soil

map—you might be led to believe that the

whole southern end of Louisiana is the point

of election for malaria. As a matter of fact,

that is not true. The concentration of malaria
is along the fresh water courses—the Mis-
sissippi Valley, the Red River, and other riv-

ers of that nature. In individual parishes

and communities, likewise, the distribution of

malaria is as a rule not uniform. So that we
do need some investigation to determine as to

whiat our problem really is, where it is, and
how extentive it is. But the methods which
Dr. Welch has employed in Alabama are not
necessarily of equal value in Louisiana.

Dr. W. S. Leathers: I feel that this paper
should not pass without commenting upon
one or two aspects mentioned.

In the first place, I want to refer to the
fact that in doing public health work over the

country, there are problems in each section

peculiar to that particular territory. In cer-

tain sections of the United States there is

marked congestion of population which
presents certain health problems that are not
applicable to the South, and in view of the

fact that we have not infrequently been
blamed in the South for having certain condi-
tions that are against industrial development,
I think the time has come when we ought to

throw the challenge right back into the face
of that section of the country that places the
Southern States in the position of not deal-

ing with its health problems in a scientific,

intelligent, aggressive and progressive way.
I happened recently to look up some statis-

tics in regard to the public health work in the
United States and I found that during the
past seven years the appropriations for public
health work in eleven Southern States have
increased 314 per cent, while in the remaining
thirty-seven States of the Union, it has in-

creased about 145 per cent, showing the re-

markable progress in the South in making
appropriations fop public health work, from
the standpoint of being provided with ade-
quate funds.

The second thing is this: One of the best
signs of progress in public health work is the
improvement in local health organization.

The most important thing for this State or
any other in health work is not to build up
too great a central health organization, but
to improve and emphasize the value of local

health organizations and increasing their
efficiency. What do we find in that respect
in this country? In eleven Southern States
72 per cent of the all-time county depart-
ments of health are found; in the remaining
thirty-seven States we find 28 per cent;
showing the remarkable progress made in the
South in this respect and that it has attained
tfye position of constructive leadership in

public health. Facts show this to be the
case, and I think the time has come when we
ought to indicate to the people of the United
States that the South is handling its health
problems in a scientific and intelligent way;
that we are getting rid of malaria, hookworm
and typhoid rapidly and improving general
sanitation. Malaria has been reduced in the
South in the past ten years 30 per cent. That
means definite and gratifying progress. I

think the index of the advancement of any
section of the country is the intelligent effort
which is being made to improve health stand-
ards and thereby place it upon a sound in-

dustrial basis. I believe the South presents a
greater opportunity for development along
industrial lines than any other section of this

country. (Applause.)

THE CONSERVATION OF CHILD
HEALTH.*

By DR. W. S. LEATHERS,
Jackson, Miss.

Fifty years ago there was practically

no attention being given to child health
in this country. In fact, prior to 1872,

the child had scarcely been discovered
as a unit of society. The effort that
was being made at that time in behalf
of the child consisted chiefly in provid-

ing him with food and shelter, caring
for him when sick, and' visiting punish-
ment upon him when he violated the
law. For the child whose mother was
obliged to work there were only six dav
nurseries provided preceding the year
1872, in the United States. Hospital
facilities for children up to this time
were utterly inadequate, and special

children’s hospitals were almost un-
known. The first hospital for children
was established in Philadelphia in 1855.

Some two years later the Nursery and
Child’s Hospital was opened in New
York City and small special hospitals

for children were established in Chi-

cago in 1865 and in Boston in 1896. In
reviewing the development in child

health work in the United States it is

*Read Before the Louisiana State Medical Society
Meeting April 24-26, 1923.
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evident that it is essentially a growth
of the twentieth century, and in looking
over the progress of the past twenty
years, the first important step was
taken in giving emphasis to the modern
movement in conservation of child
health by the publication in 1906 by
the Census Bureau of the' mortality sta-

tistics for the five years 1900 to 1904,
inclusive. There were records of vital

statistics in restricted localities before
this date, but no report up to this time
gave much attention to child mortality.
The next most important step was the
establishment in the Department of
Health of New York City in 1908 of the
division of child hygiene. This was the
first official recognition of the import-
ance of child hygiene as a governmental
problem requiring special attention at
the hands of health authorities. Then
in 1909 the conference on prevention of
infant mortality was called by the
American Academy of Medicine in New
Haven, Connecticut, and for the first

time an enormous amount of material
was collected and presented emphasiz-
ing to the public the high mortality
among infants and facts were also pre-
sented showing that it was largely pre-
ventable.

Following this conference, the Ameri-
can Association for the Study and Pre-
vention of Infant Mortality was organ-
ized and its work has continued along
most successful and practical lines.

Another notable step was taken in 1912
in the conservation of child health in

the establishment of the Federal Chil-
dren’s Bureau, and for the first time
the Federal government expressed a
definite interest in child health and
made provision for a special organiza-
tion for the study of child health prob-
lems. In turn, the New York State
Department of Health established a
division of child hygiene, which was the
first State Department of Health creat-
ing a division of child hygiene by legis-

lative enactment. The awakening of
the public in child health was further
stimulated by the creation of the birth
registration area and the publication
of birth statistics by the United States
Census Bureau in 1915. For the first

time, birth statistics became available
for making a comparative study of in-

fant mortality.
During recent years a number of

voluntary health agencies have been
organized throughout the country and
perhaps the most efficient of them is

the National Child Health Council
which was established in 1920.

These facts of historical interest in

the promotion of child health in the
United States are given to indicate and
to emphasize the outstanding fact that
the nation-wide movement in the con-
servation of child health is a very recent
development. Health authorities and
educators are just beginning to right-

fully emphasize the health problems of
the child as they are related to the pro-
motion of the health of the nation, for
it may be truly said that no health work
can be successfully done unless it is

focalized upon the child as the most
potential unit of society.

The conservation of the health of
children by a State department of

health pre-supposes a definite program.
The program that may be used would
vary in different States and also in dif-

ferent localities of the same State, but
there are certain essential features that
should characterize any effective pro-
gram for the protection of the health of
the child. In the development of the
fundamental principles involved in child

health work, it would perhaps be of
more interest and practical value to

present the program which has been
developed in my own State, and indicate

the plan of operation.

The State Department of Health of
Mississipi has a well-organized division

of child hygiene with a director and
competent staff. There are three divis-

ions under the Bureau of Child Welfare,
namely

:

The Division of Nutrition,

The Division of Maternity and Infant

Hygiene, and
The Division of Mouth Hygiene.
In addition to these three definite

phases of work, there is being operated
under the direction of the bureau what
are designated as “county child wel-
fare units,” each of which consists of
a physician and a nurse. The child

welfare unit is under the immediate
direction of the director of the bureau.
The unit is assigned to counties upon
the condition that the county board of

supervisors will appropriate an amount
of money equivalent to the amount that
will be expended in the county by the



Leathers

—

Conservation of Child Health. 11

State Board of Health. In other words,
the State Board of Health requires that
all expenditures of the county child wel-
fare unit be made upon a fifty-fifty

basis between the county and the State,

recognizing the principle that all health
work should be done in such a way as

to create a sense of responsibility not
only on the part of the individual, but
also on the part of the local govern-
ment. The objective of the child wel-

fare unit is to conduct a general educa-
tional campaign throughout the county
by having conferences with the parents
and working almost entirely through
the schools. The condition upon which
the appropriation is made by the county
for such work is that all the children in

the county in attendance on the schools

shall receive a medical examination and
that a record shall be made indicating
the physical defects found among the
children. It is also made clear that the
proper follow-up will be done as far as

it may be possible by the health unit

while in the county, based on reports

made to the parents of the physical
findings indicating whether or not the
child requires tonsil work, correction of

eye defects, or whatever defect may be
found. It requires from four to six

months to make an adequate medical
examination of the children of a county
of average size, together with the edu-
cational and follow-up work that may
be necessary to vitalize the campaign.
The program of the child welfare unit

which is followed in Mississippi consists

of

:

1. Physical examination of the
school children.

2. Placing health and weight records
in all schools.

3. Inspection of each school build-

ing and premises.
4. Examination of pre-school chil-

dren and infants as special educative
demonstrations.

5. Distribution of health literature.

6. Organization of a county child

welfare committee.
7. Educational work.

(a) Health lectures.
(b) Moving pictures.
(c) Health plays.
(d) Newspaper service.

8. Follow-up work to secure correc-
tion of defects found.

It is the concensus of opinion of

health authorities, based on the analysis
of the medical examination of some two
million children, that only about 10 per
cent have the physical defects corrected
unless some plan is devised for inten-

sive follow-up work. This means that
following the medical examination of

the child, that the consequences of not
having the defects corrected must be so
presented to the parent as to arouse in-

telligent interest resulting in co-opera-

tion with the health authorities in hav-
ing the physical corrections made.
Much corrective work is, accomplished
while the county child welfare unit is

engaged in making the medical exam-
ination of the children, but the results

that have been achieved in this way
could not be regarded as of economic
value based on the expenditure incurred.

It has therefore, been our plan to place
in the county, following the medical
examination by the health unit, a com-
petent nurse who works in co-operation

with the medical profession, the
parents, and the teachers in securing a
much larger number of corrections than
would otherwise be possible. It is the

plan of the Board of Health not to at-

tempt any corrective work except with
the co-operation of and under the imme-
diate supervision of the medical profes-

sion of the county. In this way, we
have found it possible to bring closer

together for the common good, the prac-

ticing physicians, the parents, and the

people generally in developing a higher
health standard for the children. An
essential phase of the work in the

county is (the educational program
which enlists the interest of the people

generally in the promotion of public

health work. One of the by-products

of this work recently has been the or-

ganization and training of what are

termed “classes in home nursing.”

These groups are given elementary in-

struction in the care of the sick in the

home, including the preparation of

food, simple principles necessary in the
prevention of the spread of infection,

and personal care of the patient. By
means of the above plan of follow-up
work the State Board of Health has
been instrumental in having the physi-
cal defects of many thousands of chil-

dren corrected during the past few
years, and what is even more important,
the work has stimulated a larger in-
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terest on the part of the profession and
broadened the vision of the public in
assuming repsonsibility for the con-
servation of child health.

There is no phase of public health
•work which has been more neglected
than that of nutrition. As a result of
the systematic examination of school
children and the findings that have been
recorded showing that from 20 to 30
per cent of them are underweight and
that the physical condition of these chil-

dren in numerous instances shows a low
state of vitality resulting in physical
inefficiency and susceptibility to dis-

ease, the problems of malnutrition must
be given the most careful consideration
in the conservation of child health In
this connection, it may be stated that
there is no phase of public health work
which is more amenable to being made
a fad among social workers and t.Vnse

who place improper emphasis upon the
findings of medical examinations than
is nutrition. Every pediatrician has
reached the point of view that malnu-
trition is more of an individual than a
group problem. When it is known that
there are a number of causes for mal-
nutrition, among them being physical
defects, parasitic infection, bad eco-

nomic conditions the environment of
the child, undesirable health habits, it

becomes a problem of considerable mag-
nitude. In making a medical examina-
tion, therefore, of a group of children,

it must be kept in mind that the child

showing underweight frequently is not
suffering from mal-nutrition because of
insufficient food, but on the other hand,
it may be due to some physical defect

such as hyperthyroidism, cardiac
disease, improper sleep, or lack of the
proper ki. d of food or an improperly
balanced ration, and many other causes
that might be mentioned. Malnutrition,
therefore, should not be looked upon as
a disease, but merely a symptom indi-

cating a condition that requires a care-
ful physical examination. If the treat-

ment of the mal-nourished child is at-

tempted in large groups, it will inevit-

ably lead to serious error in numbers of
cases. While the nropaganda which
has been used in recent years for the
improvement of under-nourished chil-

dren and malnutrition has probably
done a great deal of good by calling at-

tention to the physical condition of the

child, still I think too much emphasis
cannot be placed upon the point of view
that malnutrition should not be re-

garded as a group problem, but rather

a problem of the individual child, and
not infrenquently requiring medical at-

tention.

With these facts in mind, it has been
our plan to have one who is especially

trained in charge of the division of

nutrition under the Bureau of Child

Welfare. This work is projected

throughout the field health program of

the State Board of Health and an effort

is also made to utilize all voluntary

agencies such as the American Red
Cross, Parent-Teacher’s Association,

and Women’s Clubs, in giving the mal-

nourished child proper consideration.

The program which has been arranged
for Mississippi in this work is as fol-

lows :

1—A State supervisor to have charge gener
ally of the nutrition activities of the

Bureau of Child Hygiene.

2—

To supervise nurses or others qualified

in the formation and development of a

nutrition program, following the physical

examination of children, pre-school chil-

dren land babies, in those counties having

Child Welfare Units, Rural Sanitation

Units, Full-time Health Officers, Active

Nursing Service, and upon request other

counties and communities as time per-

mits. The genei-al program is to em-
brace:

a. The regular weighing and recording

on the weight record charts of all

school children.

b. Advocating the milk drinking habit

for all children—milk delivery at

schools.

c. School lunches, improving those

brought from home, and, if possible,

providing hot lunches at school.

3—Organizing and conducting “Growth
Classes” and “Mother-Child Conferences”

for underweight children and babies.

4—Educational work, talks to parents, chil-

dren, schools, clubs, and other organiza-

tions.

There is no phase of public health

work which is justly receiving more
emphasis at the present time than

maternal and infant hygiene. About
forty-five States have created bureaus

or divisions of child hygiene and the

majority of them are co-operating with

Federal government under the provis-

ions of the Sheppard-Towner bill.

The need for such work is evidefit,

based on infant and material mortality

rates. In 1915 the infant mortality rate
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in the United States registration area
for births showed one hundred deaths
per thousand births and the maternal
mortality rate was six and one-tenth

per thousand. In 1920, the infant mor-
tality rate had been decreased to eighty-

five and eight-tenths, but the maternal
death rate had increased to eight per
thousand. The total number of mater-
nal deaths in the registration area for

deaths in 1920 was 16,776. Statistics

show that the infant mortality rate has
gradually declined during recent years,

but the mortality rate during the early

months of infancy including deaths
caused by premature birth, congenital
debility, and injuries at birth shows no
substantial reduction.

The maternal death rate has shown
no improvement since 1900. The domi-
nant cause of maternal deaths is puer-
peral septicema which is known to be
largely preventable. This indicates

that modern knowledge of the causes
and prevention of infection as success-
fully applied to surgical practice has not
been so effectively used in obstetric

practice. The fact that approximately
one hundred and forty thousand infants
die annuallly in the United States before
attaining three months of age, together
with the failure to decrease the mater-
nal mortality, further emphasizes the
need for public health work in material
and infant hygiene. This work must,
of necessity, be based upon an educa-
tional program. The division of mater-
nal and infant hygiene of my own State

has been legalized by legislative enact-

ment and the work has been organized
upon an efficient basis. The program
which has been arranged for this work
is as follows

:

1

—

To supervise and direct special nurses in

the field, whose duties are to be as fol-

lows:

(a) Investigate, instruct, issue per-

mits and further supervise mid-
wives with the co-operation of the
County Health Officer.

(b) Lectures and demonstrations to

groups of mothers and other in-

terested individuals.

(c) Supervisory care of women dur-
ing pre-natal, natal and lying-in

period.

(d) Instructions with reference to

care and feeding of infants and
pre-school children.

(e) Organization of local committees.

2

—

What we hope to accomplish:

(a) Decrease the number of cases of
Ophthalmia neonatorum.
Blindness,
Material invalidism,
Infant and maternal deaths due
to ignorance, carelessness, and
neglect before, during', and after
child birth.

(b) Raising the health standard of
mothers in rearing and training:

children.

(c) More complete birth registration.

One of the most serious problems
with which we are confronted in pro-

tecting the lives of mothers and improve
ing health standards for infants is the
deplorable fact that a large percentage
of mothers are attended during con-
finement by ignorant and careless mid-
wives. In my own State there were
45,050 births during 1922, and of this ;

number, 16,425 births of white chil-

dren and 3,316 births of nekro children:

—a total of 22,741 births were attended

by physicians, while 16,777 births of
negro children and 1,926 births of white
children, a total of 21,703 were attended

by midwives. It is interesting to note

that 606 births are recorded as having
been attended by neither midwives nor
physicians This shows that approxi-

mately 50 per cent of the births of this

State were unattended by physicians,

but on the contrary, the mother was
given the necessary aid during the birth

of her child by ignorant and in the main
filthy midwives. It is, therefore, clear

that one of the important problems iix

the reduction of maternal mortality and’

the decrease of infant mortality is the-

midwife problem.

The public welfare seems to demand
the practice of midwifery at the present
time, but it is most unfortunate that the
ignorance of the present-day midwife
makes the practice of midwifery a men-
ace to the public health. A survey of
the midwife problem shows in an un-
mistakable way the need for reform in

the existing conditions in the practice
of midwifery. When it is realized that
more than 90 per cent of the midwives
in a State can neither read nor write
and in the majority of cases are unin-
formed in the simple principles of
cleanliness, the midwife problem be-

comes one of grave import in the pro-
tection of the health of the mother and
the reduction of infant mortality. In
view of these facts, it is imperative that
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midwives be permitted to practice only
when they meet certain qualifications
determined by careful supervision, in-

struction and examination upon essen-
tial information required in attending a
normal child birth. In Mississippi the
plan has been used during the past two
years of having a State supervisor of
midwives, a well educated and trained
nurse who has visited each of the coun-
ties of the State and conducted a course
of instruction during as much as two
days for the midwives of the particular

county. In giving this course of in-

struction they are advised relative to

the simple principles of cleanliness,

what to do and what not to do, in at-

tending a case of child birth and are
also required to provide certain equip-

ment necessary in the practice of mid-
wifery. If they measure up to the

minimum requirements established by
the Board of Health they are issued per-

mits which are continued from year to

year, provided the midwife complies
with the regulations of the State Board
of Health for the practice of midwifery,
While we realize the extremely difficult

problem of informing and properly in-

structing midwives who are in the main
ignorant women, qualifications for the
practice of midwifery in the future are

being determined, and it is believed that

progress is being made and that sub-
stantial results will be obtained over a
period of years.

The program of maternal and infant
hygiene should be so planned as to

secure the intelligent interest and co-

operation of the medical profession. In

Mississippi the State is divided up into

four districts and district nurses are

placed in charge of each territory. The
supervising nurses have a definite pro-

gram which when completed during the

year will be a means of making the
work of State-wide interest and value.

In turn, in a number of counties in

these districts, there are nurses who are

conducting an intensive campaign in

maternal and infant hygiene. In this

way, we hope to show the value of in-

tensive work in certain counties in each
district and it will be possible in this

way to make a comparative study of the
indirect value of the work in the respec-

tive counties upon the district at large.

It will be seen that by this plan a gen-
eral educational campaign is being con-

ducted throughout the entire State,

which in certain counties an intensive
campaign is being made with the inten-
tion of making a careful survey, the
information from which will serve as a
basis for correctly evaluating the
methods used and the results obtained,
The analysis of the medical examina-

tion records of more than sixty thou-
sand children in Mississippi during the
past two years shows that about 75 per
cent have defective teeth. This means
that of the six thousand school children
in the State, approximately four hun-
dred and fifty thousand are in need of

dental treatment. This data substanti-
ates the condition which is claimed to

be found the country over, namely, that
of the twenty million school chiildren in

the United States about fifteen million

show defects in mouth hygiene. Believ-

ing that oral hygiene presents one of
the most far-reaching public health
problems, it has been our privilege to

organize a division of mouth hygiene in

the Bureau of Child Welfare of the
State Board of Health for the purpose
of conducting in a systematic way a
campaign for educating especially the
children in mouth hygiene. This work
is in charge of a State supervisor who
travels from county to county paying
special attention to the larger towns and
agricultural high schools, the object
being to use certain strategic points at

the outset in demonstrating the import-
ance and value of this work and in in-

creasing interest in mouth hygiene in a
State-wide way. This work is being
done largely in co-operation with the
dental profession, teachers, health
officials, and the parent-teachers asso-

ciations of the respective counties.

Suitable and attractive literature is

being prepared for use in the schools

with a view of enlisting the interest of

the children in promoting proper health
habits in caring for the teeth. It is a
source of gratification to state that dur-
ing the past year as many as five white
schools of considerable size have been
successful in obtaining 100 per cent
dental corrections among the children
and in one of the towns this result was
obtained in both white and negro
schools. As a result of the campaign
that is being conducted in this way, a
State-wide interest is being created par-
ticularly among the children in this im-
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portant phase of hygiene and there can

be no question but that it will have a

far-reaching effect in time upon the

health ideals of the citizenship of the

State. The program which has been
arranged in the division of mouth
hygiene is as follows

:

1

—

to teach truths of mouth hygiene through
newspaper, moving picture, and lectures.

2

—

To impress upon those who train children

the importance of forming' the habit of

properly caring for the teeth in early

childhood.
3

—

To acquaint parents and teachers with
the general mouth conditions that exist in

children.
4

—

To secure dental inspection of children, to

furnish each parent with the results of

such inspection, to keep a record of in-

spection in the school room.
5

—

To perfect a series of illustrated lessons

on mouth hygiene suitable for each school
grade. To strive to have these lessons
properly taught and followed up in the
school.

6

—

To have an endorsement of the State
Dental Association in conducting educa-
tive demonstrations in such operative
work as is thought beneficial.

In conclusion, the program for the
conservation of child health should be
based upon a well-planned system of
education of the mothers, children, and
the public at large. As a part of the
plan there should be a well-devised sys-

tem of physical education for school
children, including supervised play and
work.

The program of child health should
be made known to the medical profes-
sion and their intelligent interest and
co-operation secured

; and more correla-
tion and co-operation of activities

should be effected between the health
authorities and the leaders in education
throughout the State. The quickening
of the health consciences of the educa-
tional leaders throughout the State and
the broadening of the vision of the gen-
eral public by an effective program in

the conservation of child health and
through it the promotion of public
health broadly speaking, should be a
means of attaining the largest possible
results in health education and in rais-

ing the health standard of the citizen-

ship of the State.

DISCUSSION.

Dr. F. J. Underwood (Jackson, Mississippi):
You have just heard outlined to you the pro-
gram for Mississippi. It is to Dr. Leathers

that credit must be given for this program,,

and 1 am happy to be associated with him in

this work. A number of years ago as healths

officer of Monroe County, Mississippi, I be-
came interested in child hygiene, and I at-

tempted to make a physical examination of alf

the children in that county. I had associated

with me in the work several good dentists, and
a good eye, ear, nose and throat man. I had
been practicing general medicine for a num-
ber of years, but had not realized at all the

wholesale neglect of Child life.

At the begining just going into the school

and examining' the children and sending notice

to the parents of the defect or defects of the

children was all we could do, because we had
no public health nurse to do follow-up work.
We secured at best about 10 per cent correc-

tion of defects found. That was the best we
could do then. But by-and-by a public health*

nurse was placed in the county, placed at our
disposal, and with this competent, tactful, ex-
perienced woman going into the homes and
getting up close to the parents, as only a good
nurse can, we were able to secure in a few
communities 50 to 75 per cent correction.

—

quite a different story.

We know now that the bigggest end of the’

proposition is the corrective end. We assume
full responsibility for the examination of
school children and pre-school children and in-

fants, and the responsibility for the correc-
tion is placed, whete it rightfully belongs, on
the medical profession, and right well they
have measured up in Mississipi to their re-
sponsibilities. Very few physicians have not
come up to whiat was expected of them. I do
recall one or two instances where there was
some little embarrassment, but only one or
two. In the main we had the support of all

the physicians in our work. The past two
years have witnessed a notable advance in oust
knowledge of the causes of malnutrition in’

school children and the extent to which it oc-
curs. Very definite steps have been taken
both in the way of proper education of the-'

mothers and teachers along nutrition lines'*

and also in the actual setting up of nutrition!

classes in very large numbers in the public
schools. Recently there has been much study
for the prevention of tuberculosis in infancy
and childhood.

Only recently has dental hygiene been?
properly emphasized. The needs for better’
care of children’s teeth is stressed every-
where and communities here and there are
taking steps to correct dental defects. The
hindrance to progress in our state has been the-

lack of sufficient help to carry out even in;

early school life all the prophylactic and cor-
rective work that is found necessary.

I have enjoyed very much being a guest «sf

your Society and hope to see many of yon at
out state meeting at Vicksburg next month,
I thank you.

Dr. C. V. Unsworth (New Orleans); I
would like to ask Doctor Leathers if he will
define what he means by physical examina-
tion. He speaks of the eye, ear, nose and
throat. I would like to ask him if he makes
a mental survey. In other words, if the cen-
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trai nervous system is examined. I think if

that is not done it should be done.
Dr. W. S. Leathers (closing) : We do not

make an examination of children which is ex-
haustive or exhausting. We find if we make
an examination which is too tedious it defeats
the object of the work, and therefore the ex-
amination is directed so as to get the largest
possible result consistent with this idea. It

is well known that 95 per cent of the physical
defects of children are above the shoulders

—

eye, ear, nose, throat, teeth, and, therefore,
that part of the body should be carefully
looked over. The general nutrition of the
child is observed. If it is suspected of having
hookworm disease, malaria, or some of the
other diseases which are responsible for mal-
nutrition, that is looked into. We do not
emphasize chest examination as a uniform
procedure because it takes a great deal of
time and the findings would not be satisfac-
tory in proportion to the expenditure of time
and money. If we think a child has heart
trouble, of course the heart is examined

;
also

the lungs. So we try to make the examina-
tion thoroughly practical and productive of
good, but not exhaustive as far as the child is

concerned. Incidentally, mental hygiene is

not g'iven a great deal of attention at present.
In concluding this discussion I want to ex-

press a keen appreciation for the opportunity
;and privilege of being on the program. I

have never had the pleasure of attending the
Louisiana State Medical Society. I have a very
high esteem for Dr. Dowling, your health
officer, having known him for years, and
those who know him feel he has done a great
work for Louisiana and he has also been in-

strumental in promoting health work through-
out the country, and I am especially glad to

be associated with him. I thank you. (Ap-
plause.)

HEALTH EDUCATION.

By ROBERT T. LUCAS, M. D.,

Shreveport, La.

In the medical profession there is

more inertia than there should be
towards education of the laity in health

problems. We are rather negligent as

individuals and as medical organiza-

tions in our duty as leaders in directing

public thought and moulding public

opinion. Most medical information
reaches the public through newspapers
and magazines and especially through
patent medicine advertisements. It is

needless to call your attention to the

vast amount of misinformation the lat-

ter disseminates.
Health education should have its part

on the programs of the churches, Sun-
day schools, civic bodies, Boy Scouts

'Read Before the LoiTsi*n» State Medical Society
Meeting April 24-26, 1923.

and Girl Scouts, industrial organiza-
tions, and the schools, not to mention
the medical organizations. Such educa-
tion is a part of the programs of some
of these bodies. An advanced Boy Scout
knows more about health and disease
than three-fourths of the adult popula-
tion. As parts of these various bodies

it is our duty to see that they do their

share in the advancement of health
education.

Considerable progress has been made
in health education and health control

in Louisiana and elsewhere. Physiology
is being taught in the public schools.

The welfare of our school children is

being watched over by school physicians
and nurses, and in some cases by physi-

cal directors. In many places this teach-

ing of health problems and health
supervision of the school children is

efficiently done. Is such the case in

your particular community?
The greatest progress in the next

decade will be made in the field of pre-

ventive medicine. The two great means
at our disposal to accomplish this prog-
ress are education and prevention. With
proper education prevention largely fol-

lows as a natural sequence. With
knowledge of personal and public

health matters the laity will observe
and support measures which are for the

public welfare. On the other hand, only
limited and ineffectual prevention can
be carried out without such understand-
ing and support on the part of the
public.

Only a small percentage of our popu-
lation understands the simplest facts

about tuberculosis, malaria, typhoid
fever, and the other common diseases.

It is in our power to make practically

the entire population a few years hence
understand the elementary facts about
disease and health. With such knowl-
edge almost universal you would expect
nothing less than active co-operation in

such measures as are necessary for the
public welfare. Smallpox, typhoid
fever, and diphtheria can be practically

eliminated and the incidence of other
diseases markedly reduced. The degree
of progress is proportional to the
amount of health education possessed
by the public. The instruments for such
education must be you and I working
through the medical societies, churches,

schools, civic bodies, in our offices, on
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the street, and in our homes. The times

when we fail to take advantage of the

opportunity to impart proper health in-

formation and to correct misinforma-

tion we are shirking our duty.

Louisiana should have a State law
making vaccination a requirement for

admission to the public schools. If we
are not ready for such a law this is all

the more reason for an active campaign
of education to prepare for what we so

obviously need. The smallpox incidence

in our State is nothing of which to be

proud. Last year one hundred and
thirty-eight cases of smallpox were re-

ported in children of school age, six to

eighteen years. I am ashamed to admit
it but my parish, Caddo, headed the list

with the largest number. Following an
epidemic of smallpox in New Orleans a

few years ago vaccination is being
strictly enforced as a requirement for

admission to the public scholls. If we
result, Dr. Dowling informs me that he
does not know of a single case of small-

pox developing last year. We can only

speculate as to how many cases might
have been prevented from developing
had these one hundred and thirty-eight

school children been protected by vac-

cination, and therefore the one hundred
and thirty-eight foci of infection not
existed.

I shall quote the conclusions the
United States Public Health Service
arrived at by analysis of smallpox and
vaccination data from twenty States,

including Louisiana, for a period of five

years

:

“It is evident that smallpox in this

country is dependent on the popular
vote. In general the people obey laws
which they have made. If popular sen-

timent in a State is behind a strong
centralized compulsory vaccination act,

smallpox is negligible in that State. If

local authorities are given discretionary

powers in the matter of vaccination en-

forcement the rate tends to rise, even
in the most favored sections of the coun-
try, whereas in the absence of compul-
sory features in the law, or where there

is no law at all, smallpox reaches a high
rate.”

Let us educate, the laity to the possi-

bilities of immunization against diph-

theria and typhoid fever as well as

against smallpox, and at least make it

easily available by school and board of

health physicians for the school chil-

dren 'to be immunized against diph-

theria and typhoid fever.

In order to make most progress the

measures of health education and health

supervision must be carried on by the

highest type and best trained men and
women who, in most cases, devote their

entire time to such work. These posi-

tions will rarely attract the best ability

unless ample renumeration is allowed'

and the positions are dependent on
ability rather than on politics.

I have purposely emphasized small-
pox control by vaccination because it is

the first step and the simplest as well
as the most urgent. However it is only
one step and with education in health
matters progressing I dare not predict
how important this field of endeavor
will become.

If I have succeeded in directing your
attention to our individual responsi-
bility and to the possibilities in this

field my paper will have been worth
while.

DISCUSSION.

Dr. Edmund Moss (New Orleans): I am in-
terested because I am in charge of health
conditions in public schools of New Orleans.
Everything he has said is absolutely true, and.

if we are going to get anywhere it is a mat-
ter of education. But there is one thing he
proposed that I would like to mention. He
said that a law should be enacted making
vaccination compulsory upon entrance into
the public schools. But how about the private
schools? There is where the great trouble
comes in. For twelve or thirteen years we
have compulsory vaccination upon entrance
into the public schools, and again at the end
of seven years. But anyone has the privilege

to leave the public schools and go to the
private schools without vaccination. There
is the trouble. That law should be enforced
in all schools. You do not have to have State-

legislation to do that. I think you can work
under the Board of Health laws.

Dr. J. Birney Guthrie (New Orleans): I am
surprised to hear a man like Dr. Dowling,
who knows whereof he speaks, get up here
and say what he has.

The question of the private school—and
the private school in Louisiana is largely the
parochial school—is the crux of the matter of

the compulsory vaccination of school children.

And this is a hard question, because we know
where the control of the largest number of

private schools lies. The trouble is we are
afraid to get up here and speak the truth, the
health officers are afraid to speak the truth,

they say the question must be handled
1

“diplomatically.” The trouble with the whole
system is the matter of the necessity for
diplomacy. We realize that diplomacy is
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necessary in the absence of universal
demand.

Doctor Lucas’ paper is very timely in that
regard. We know we have had in this com-
munity upon several occasions, notably at the
time of the outbreak of yellow fever in 1905
-when we had to deal with sanitation along an
entirely new plane, following out the new
idea in sanitation. We were able in ia short
time to educate the whole community, or at
least sufficient numbers to sway public
opinion. This is the only way we can do
anything with sanitation. Education is fun-
damental to it. The reason worse conditions
exist in the private than in the public schools
is that the public does not demand that the
private schools come up to the mark and
submit their pupils to compulsory vaccination
and other necessary supervision. I believe
without consulting legal advice we could write
such a law, and with the proper amount of
courage hack of it we could enforce such a
law; but there is a certain amount of cowar-
dice connected with the demanding of that law
If the health officers would forget for a
moment their politics, I believe they could
swing public opinion in a comparatively short
time. I was amazed and astounded to hear
Doctor Dowling get up here and say that a
community should be privileged to enjoy
smallpox if they so chose. I know he was
trying to siay something funny, but from my
standpoint the statement was anything but
funny. It was an unfortunate statement. I

do not agree with him in that respect at all.

I do not feel that any individual has the
right to enjoy any kind of infectious disease
because he chooses so to do.

Dr. J. S. Stulb (New Orleans: When I was
connected with the .Board of Health the
safest way to get vaccination in the parochial
school was to go in and quarantine the
school. That wiss what we did on Josephine
street. We made them be vaccinated or be
tied up, just the same as we tied up the
Charity Hospital, and now we have compul-
sory vaccination in the Charity Hospital.
Everybody who enters the Charity Hospital
must be vaccimsted. regardless, of what is the
matter with him. He cannot be placed in a

ward unless he is vaccinated. That is the
reason you do not have any cases of small-
pox in the Charity Hospital. We went into

conference with the Bishop and he finally

consented to exact that all children must be
vaccinated before entering any of the
parochial schools.

SWIMMING POOL'S AND INFECTION.*
By W. H. SEEMANN, M. D.,

Department of Hygiene, Tulane School of Medicine.

The recrudescence of the elaborate
municipal baths has been most marked
during the last score of years, especially

in America. In ancient times the baths
were of elaborate construction and
much magnitude. The Romans, espe-

"Read Before the Lou'siana State Medical Society
Meeting April 24-26, 1923.

dally, excelled in the ingenuity which
created means of conducting and heat-

ing water as an integral part of very
magnificent architecture. Gradually,
due to contaminating influences which
developed around the baths they lapsed
into decay.
There can be no argument about the

value, to the health and pleasure of a
community, of well constructed and
managed swimming pools ; besides, safe,

easily available places where swimming
can be practiced are a great boon.
Locke wrote in “Some Thoughts Con-

cerning Education,” “I shall not need
here to mention swimming, when he is

of an age able to learn, and has any one
to teach him. ’Tis that saves many a
man’s life

;
and the Romans thought it

so necessary that they ranked it with
letters ; and it was the common phrase
to mark one ill educated and good for
nothing, that he had neither learned
to read nor swim. Nee literas didicit

nec nature. But, besides the gaining a
skill which may serve him at need, the
advantages to health by often bathing
in cold water during the heat of sum-
mer, are so many, that I think nothing
need be said to encourage it.”

There is no exercise which, done with
moderation, can equal, especially in

summer time, swimming, as a benefit

and a pleasure. The public swimming
pools provide a means to this enjoyment
and are patronized, principally, by
young people and every safeguard,
moral and physical, should attend their

conduct.
Our interest, as medical men, lies

chiefly in disease prevention and with
regard to swimming pools much respon-
sibility is our lot. They have been im-
plicated in disease spread on occasions,

sometimes, justly and, more often, in

our own experience, unjustly.

Diseases of the eve, ear, nose and
throat are more frequently attributed to

infection, acquired in swimming. Skin
diseases are frequently traced to bath-

ing, and occasionally, more serious in-

fections, by the gastro-intestinal route,

have had their origin in polluted bath
water. Cases of furunculosis of the ex-

ternal auditory canal and otitis media
have frequently been the results of

swimming pool infection.

In our own experience, occasional in-

fections of the ear have come to our
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knowledge, which have been apparently
traceable to swimming pools. No doubt,

the macerating effect of the exposure
to the water on the mucous mem-
branes and skin renders them more
liable to immediate or later infection.

This is especially true when the water
contains excessive amounts of sediment,
which act as excoriants and irritants,

producing itching and a desire to rub
and pick at the parts. In this connec-
tion it must be remembered that, due to

the lowered resistance of the parts, in-

fection may occur from bacteria already
harbored by the individual, as well as,

from those freshly acquired.
It is our duty to maintain a watch-

fulness over these swimming pools that
the opportunity for bacterial infection

or the irrigation from foreign matter
may be reduced to a minimum.
No universally accepted standards

are available, by the use of which one
can, so to speak, by rule thumb,
classify readily a swimming pool or
bath house. It becomes necessary to

adapt as best we can such practical
truths as have been demonstrated to

local possibilities.

Good light, ventilation, ample shower
bath facilities, good drainage, proper
toilets, careful supervision of the bath-
ers and their suits, and an ample supply
of water, of drinking quality standard,
are the necessary requirements that are
needed to initiate a first-class swim-
ming pool; to maintain one, is a more
difficult problem.
Many persons do not realize that the

swimming pools are not supposed to ful-

fill the functions of bath tubs, but are in-

tended as media in which clean bodies
may be afforded pleasurable exercise.
Even with conscientious scrubbing with
soap and water and the copious use of
showers some parts in the folds of the
body will retain minute amounts of
excreta which are, later, by the effect
of the maceration and attrition due to
swimming yielded up to add to the con-
tamination of the water. In persons of
careless or unclean habits, pollution,
obviously, in greater and more certain
amounts, is thrown off.

The inevitable' washing out from the
noses and mouths of the swimmers of
mucus, which, on account of its inclosed
air, floats for some time, offers another
source of contamination to the water

and infection to the swimmer. No doubt
some of the cases of sore throat and
“pink eyes” are due to such conditions.

One fertile source of bacterial con-
tamination, certainly important in in-

creasing the numerical content, is fur-

nished by the bathing suits and towels.
Investigations have shown, in some re-

ports, as many as 1,000,000 bacteria per
square inch of used bathing suit, and
the average is 150,000. In most bath-
ing pools little, if any, attention is given
to bathing suits and towels. Generally,
they are squeezed out and bundled up,
until the next day, sometimes hung up
to dry and occasionally rinsed out.

Towels, which are even heavier carriers

of pollution, are frequently used pro-
miscuously by several persons, and re-

ceive even less attention.

In determining the satisfactory sani-

tary condition of a pool, methods simi-

lar to those used for the sanitary analy-

sis of water are employed. A search is

made for the presence and amount, if

present, of contamination with the colon

group of bacteria, showing the presence
or absence of contamination with ex-

creta from the bathers. After the
observation made above, it must be
obvious, that this method is varying in

its results, and' at best uncertain. The
colon content will increase directly with
the numbers of the bathers, unless a
constant overflow of water is main-
tained or continuous disinfection is

practiced.

On account of the scarcity, or high
cost of production, it is not always
feasible to provide a sufficient amount
of potable water, to make adequate re-

placement to meet the desired dilution.

Under these circumstances, chemical
disinfection must be resorted to. Cal-
cium Hypoclorite, Chlorine gas. Ultra
Violet Rays or Ozone with a recirculat-

ing system are the means usually em-
ployed. The New York City Health
Department workers seem agreed that
Ozone is the most efficient. Our own
experience has shown that chlorine gas,

or even cacium chloride, if carefully

used are satisfactory.

Where standards have been estab-

lished the limits of colon contamination
considered safe range from 10 per c. c.

in one case to as much as 35 per c. c.

in another.
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It seems that, until we have had more
informaton, this method of judging
should be supplemented by a careful

common sense survey of local possibili-

ties and their effects. Adequate pre-
liminary bathing (shower,) facilities

should be provided and their thorough
use insisted on. Bathing suits and
towels should be individual, if possible,

and in any event should be adequately
sterilized after use. Good ventilation
and light tend to promote physical and
moral ideals and discourage filth.

A careful check of the bathers and
prompt study of any diseases reported
among them should be made, and any
danger signal should bring prompt re-

sponse in the shape of inauguration of
or increasing of disinfection and, if

need be, a discontinuance of the use of
an implicated pool.

No arbitrary or untenable rules must
hinder the full enjoyment of healthful
sports and, on the other hand, apparent
security must not deter the obligation
for constant watchfulness.
The intention and limits of this paper

do not permit any further addition to

the general discussion I have made. If

I have aroused interest in the subject I

will be gratified.

DISCUSSION.

Dr. W. T. Patton (New Orleans): At the
Southern Medical Association last year we
had a paper read by Doctor Taylor of
Florida on this same subject, and I was put
on a committee of three to report back on
conditions at the meeting in Washington.
You may have the “old swimmin’ hole” in

bayous of Louisiana, or the creeks of Mis-
sissippi, or the Missouri river, or the swim-
ming tanks of the city, but you will have in-

fection in all of them. The Doctor spoke
particularly about bacterial infection. To
my mind it is not so much a matter of bacte-
rial infection as of the constructon of the
ear. The eiar canal is divided into the ex-
ternal canal, the drum, and the middle ear.
The sebaceous glands do not react well to
water, no matter whether it is sterile or
dirty. Soak the external ear in water for
two and a half or three hours, and the skin
becomes macerated, and a little scratch may
start external otitis, that spreads to diffuse
external otitis, and we have a swollen ear.

The drum is seldom affected by water. You
can put in a protection if you want to, but
the only injury to the drum is by concussion.
If you dive you need something to prevent
concussion. For protection of the ear canal
against maceration and drum against concus-
sion I do not think anything answers as well

as pledgets of wool greased with vaseline. It

keeps the ear dry and does not soak up the
water.
A tank is dirty in three ways. First,

natural filth; second bacteria, and third gas,
which I believe is an important thing in in-

fection. Practically everyone coming out of
water tries to blow water out, he blows it

into the Eustachian tube, it is stopped up and
the water acts as an irritant, the ear drum
becomes inflamed, and then you have a
middle ear trouble.

The Doctor spoke of bathing suits. At the
Y. M. G. C. we have discarded bathing suits
for three years. I cannot dive without get-
ting an infection in my nose, and I know the
action of the gases has something to do with
that.

Dr. A. I. Weil (New Orleans): Doctor See-
mann asked me to discuss this not only from
the viewpoint of the ear, nose and throat
man; but also as chairman ot tne Healtn and
Sanitation Committee of the Chamber of
Commerce. From that standpoint it is not
necessary to say much except that from time
to time we have made an effort to inspect the
various bathing places. Of course we know
that in the tanks there is more danger of in-

fection of the ear and other portions of the
body. Infections from swimming pools can
affect any part of the body, they can cause
typhoid fever and other diseases, but the most
important place of infection is the ear and
nose. It is rather interesting to note how,
as soon as the warm months come on, we have
so many more cases of ear infections. Dur-
ing the winter we see an occasional case, but
about this time of year they come in two or
three each day, and then six or eight each
day, with diffuse external otitis, and you do
not ask them if they have been in swimming,
but where.

It is rather curious, as Doctor Patton has
mentioned, that clean water will affect the
external ear as much as dirty water. We
notice a good deal of difference in infections
of the nose from clean water or dirty, but
infections of the ear seem to be about equally
divided. The explanaton I think is that the
skin of the middle ear becomes macerated,
as Dr. Patton has said, and the slightest
bruise, of course, will cause infection.

There is one important point, and that is

education of the people as to the dangers of
the swimming pool. This has gone on to a
certain extent so that some mothers are aware
of this danger and they consult us as to

whether or not it is safe for the child to go
to this pool or that one. I believe the ques-
tion is not so much the pool they g'o into, as

it is the condition of the nasal mucosa. If

you examine a child and find the mucous
membrane inflamed, an old, chronic purulent
rhinitis, then it is not safe for that child to

go into anv pool, because he may get an in-

fection. But if the mucous membrane is

normal I think it would be quite safe for the

child to go into any reasonably clean pool.

Of course the dirty pools are not safe at any
time.

It is rather hard to protect the nose against
infection by the use of cotton or wool, as you
can the ear, but you can protect the ear by
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certain precautions. We all know the ten-

dency when we g’et our nose full of water,

especially when we dive, to blow. That is the

very worst thing because it forces the mate-
rials into the ear, and so we get an acute

otitis or mastoid, a serious thing.

I cannot agree that 90 per cent of ear

troubles are in the middle ear. On the con-

trary, I would say that at least 90 per cent

are external otitis or furuncles. It is rather

uncommon in my experience to find a puru-

lent otitis that can be traced to swimming
pool infection, but the infections of the nose
are not uncommon. I remember two years
ego we had quite an epidemic of nasal infec-

tions from a dirty pool, so much so that when
a child came to me I asked if it had been
swimming in a certain tank, and always the

answer was Yes.
Dr. Clarence Pierson (Alexandria) : Doctor

Seemann says that in every test made bacte-
riolog'ically the ear and nose were infected.

From a practical standpoint I do not think
this will apply universally to bathing and swim
ming pools. I think much depends upon an
analysis of the water and the time you remain
in the pool; and also the sanitation of your
swimming1 pool and snrroundino’s. For instance,

a swimming pool with water that comes from
as much as 3,000 feet beyond the sea level,

absolutely free from bacterial organisms, has
been demonstrated rather a benefit than a

detriment to these ear and nose conditions.

The osmotic influence of the salines is bene-
ficial.

We realize that the “old swimmin’ hole”
must be done away with, and the foundation
ias laid by the bacteriologist is the best piece
of work that has been done in this line. But
let us not become sway-backed in the applica-
tion of this to every swimming nook

I would like to know Doctor Seemann’s ex-

perience in the use of water at a certain tem-
perature, and whether it should be renewed at

certain intervals, or what. I am asking this

from a practical standpoint, because in addi-
tion to my work I conduct a large swimming
pool which is a great joy and benefit to many
people who are not able to take the baths.

Dr. L. C. Scott (New Orleans): Was there
any distinction made between sea water and
fresh water for bathing? Are diseases more
prevalent among those bathing in the open
sea than in tanks containing sea water?

Dr. W. H. Seemann (closing): In regard to

Dr. Patton’s remarks about the loss of im-
munity that occurs in the cells of the external
ear, this lies in the Eustachian tube, in the
presence of water there for a prolonged time.
I think it is accepted that it does occur, but
we must remember that even after it does
occur, infection could not take place unless
the infecting organisms are present, and that
brings up the question which seems most im-
portant, and that is inspection of people
before going into the pool—for their own pro-
tection. The mucus that is expectorated
floats on the surfa'ce of the water in bubbles,
and the next fellow that comes in swims
into a bunch of these bubbles, they are taken
in, and if there is lowered resistance infec-
tion takes place.

Replying to Doctor Pierson, I hoped, to

make myself plain that I wish to do every-

thing p'ossile to promote the use of swimming
pools. We know that the very name of

“bath,” especialy to a man in Doctor Pier-

son’s line, who has to treat so many neuro-
logical patients, suggests something that it

would be a sacrilege to get rid of. We know
there is nothing more refreshing than a good
bath; but I am of the opinion that every-
thing that is used in the form of a disinfec-

tant, such as chlorine, chloride of lime, the

ultra violet ray, etc., is done as a substitute

for the better plan of a large volume of
ever-changing water with proper drain on top.

With regard to Doctor Scott’s question. I

cannot answer as to the source of these in-

fections. But this is what I am pleading for
—more attention to this on the part of the
specialists who can give me these statistics.

In my own personal experience these sand
boils were usually acquired on the Gulf Coast
where the water is of moderate salinity, but
it contains some sand and silt, and this going
into an ear which is already macerated,
causes irritation, and if the subject attempts
to remove it he actually inoculates himself
with the germs that are in the tank.

HEADACHE: A STUDY.*
By DR. GEO. H. UPTON.

In the embryo and in the normally
developing child ,and in the young adult,

this bone process is responsible for +he
hollowing out and shaping of the vari-

ous accessory cavities of the nose (Drs.

Smith and Sluder)—and in early uter-

ine life we have chronic inflammation
of the bony processes of nose and orbit

as well.

a. Osteoblasts depositing bone salts.

b. Transition stage.

c. Osteoblasts absorbing bone salts.

a. Represents an edge of bone lined

with ovoid cells or osteoblasts which are
depositing lime salts in the formation
of the bone structure. Much of the
finer structure of all these sections has
been destroyed by a decalcifying pro-

cess. In the b. section a localitv has
been chosen where the ovoid cells or

osteoblasts are being grouped together;
but they have not as yet lost the outlines

of their limiting individual cell mem-
branes. They are grouped together so

that their peripheries, or external cell

membranes are touching one another.
Subsequently, over the area of the sur-

faces which touch one another these

limiting membranes disappear, the cell

bodies are thrown into one ; and out of

*Read Before the Orleans Parish Medical Society,
March 12, 1923.
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several mononuclear osteoblasts we have
one large multinuclear giant cell or
osteoblast, shown in c.

When in the walls of the sphenoidal
or ethmoidal sinus there is an involve-

ment of the optic nerve, in so far as it

depends on bone pressure, blindness,

partial or complete atrophy is pretty
sure to occur. When, however, the
alarming symptoms of optic involve-

ment are recent and slight, the trouble
may not be due to a bony pressure, but
to a pressure of the soft parts, or to an
extension of their inflammation, or of

their vascular congestion. These latter

conditions may be relieved by giving
free drainage and ventilation to an oc-

cluded sinus; but in an inaccessible

region if there is pressure of a bony
surface, such as a swelling upon the
sensitive or an optic nerve, it is diffi-

cult to see how the symptoms are to be
relieved. Fortunately, there is a good
reason to believe that in the nature of

things, the encroachment of the field of

engorgement and soft hyperplasia upon
the nerve structures gives a timely
warning so that surgical interference is

possible before an irreparable condition
results.

Headache, whether it be seldom or
frequently recurrent and bears the
names “Migraine, Bilious Headache,”
or “Blind” or “Sick-headache,” or
“Hemicrania, like all other pain, ac-

cording to present thought, must be a
symptom of a lesion of some kind,
whether a pathological-histological

change or a toxemia be (at present)
recognized as its cause. Weak eyes
(asthenopia) must be a symptom of a
lesion, whether its nature be known now
or not, and optic neuritis and atrophy
and retinitis and choroiditis must
have causes underlying them. Hys-
teria, neurasthenia, syphilis and the
cases left in the categories of migraine,
asthenopia and idiopathic optic neu-
ritis, and idiopathic atrophy become
smaller as our knowledge of deeper facts

become known to us.

Recurrent headache when at all

severe (or even slight) in the course of

time becomes a matter of serious mo-
ment for the individual

;
and with the

higher grades, is the cause of so much
disaster both in his affairs and the gen-
eral welfare of the family, that from the

earliest times to the present hour it has
had the serious efforts of some o; the
best minds bestowed upon the solution

of its causes and treatment.
Headache of any grade is a symptom

in many diseases that are at once, or
easily recognizable. Self limiting by
either recovery or death in a period of
time that represents proportionately a
short span in life of the individual. But
headache is also a symptom of another
class of morbid conditions which present
no signs, of which the headache may be
the only symptom; and which are not
self limiting by recovery or death but
persist throughout the life of the indi-

vidual from childhood to age.

Frontal Headaches. A low grade un-
ending headache is established by clos-

ure of frontal sinus, without more
symptoms and made worse by use of the
eyes. The air is partly absorbed in the
sinus and the negative pressure makes
the wall sensitive (P. McBride, 1891).
The floor of the sinus is its thinnest
wall and has attached to it the pulley of

the superior oblique. The closure of

the sinus is not an accident of anatomy.
The mechanism by which closure is pro-
duced is a combination of unfavorable
anatomical settings such as narrow
noses, plus hyperplastic changes in the
soft parts and the bone (Dr. Wright).

Dr. Weber of Philadelphia described
the mechanism of ocular headaches to

wit : “The ciliary muscle in its effort to

secure for its possessor the best possi-

ble vision under unfavorable circum-
stances or conditions, provokes an ir-

regular discharge of nerve energy along
the oculo-motor nerve to its nucleus up-
on which it depends for its proper gov-
ernment. This irritates the neighbor-
ing fifth nerve nucleus with its termi-
nation on the forehead. With this ache
there comes a deep dull pain proceeding
from the centers themselves and from
the cortex through the sympathetic to

the dura mater. Soon the whole front
of the head aches and a typical eye
strain picture is produced.”

Dr. J. A. Kearney, N. Y. Medical
Journal, November 16th, 1921.

In the study of headache the site, the
character of the pain or distress, the
time of day of its occurence and greatest
severity, the character and amount of
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employment of the eyes, and the state

of the general health are the important
determinations for the Ophthalmologist
at a time when a patient is much re-

duced in health, or is convalescent from
a long standing or febrile disease or
major surgical operation, asthenopia
(Eyestrain) symptoms of other remote
distresses, the result of errors of re-

fraction, are apt to become manifest.
In good general health the effort nec-

essary to overcome an existing error
of refraction or extrinsic muscular im-
balance may give no reflex headaches
nor other distress, but when the eye
musculature consisting of the ciliary

muscles of accomodation and extrinsic

muscles, weakened through constitution-

al disturbances that tend to lower vitali-

ty, the same use of the eyes, which when
in health produce no untoward symp-
toms, at this time is attended by the re-

flex headaches that are characteristic

of eye strain. Examination at this time
under a mydriatic is advisable, and
when there is found an error of refrac-
tion or extrinsic muscular imbalance,
relief is usually experienced when they
are corrected. However, if he has been
wearing glasses, the original symptoms
may recur which his lenses were pre-
scribed to correct. An examination un-
der a mydriatic and glasses containing
the present correction will nearly al-

ways clear up the complaints when they
are found to be due to errors of refrac-
tion.

Because the patient is wearing glasses
is no evidence that the correction is

what it should be at the time he seeks
relief. By questioning, one will fre-
quently find that the glasses he is now
wearing were ordered without a mydri-
atic and sometimes he is wearing
a correction although it has now
been changed by time or by lowered
state of health. Given a patient suf-
fering from headache, that has every
semblance of eyestrain with no exter-
nal evidence of inflammation and upon
examination and tests has no refractive
error present, in a number of cases by
turning the lids and carefully scrutiniz-
ing the conjunctiva, it may disclose
changes from that of luster to decided
disease. In this type of cases the com-
plaint most generally heard in addition
to headaches, is drowsiness that comes

many that have applied for relief of
in the afternoon as a matter of fact
headaches had thought they required
glasses, but on close examination deter-
mined the cause to be conjunctival dis-

ease. In this vicinity conjunctival af-

fection producing headache is quite pre-
valent. The symptoms disappear as a
rule as soon as the conjunctiva has re-

sponded to a course of treatment. Head-
aches due to glaucoma, iritis, keratitis,

conjunctivitis and other diseases that
attack the eye structures and adnexa are
readily recognized as presumably posi-

tive by the affection when found.
A careful ophthalmoscopic examina-

tion of the fundi of the eyes is impera-
tive in every patient who complains of
headaches that are persistent and un-
controllable By such examination many
of the brain tumor cases admitted to

our hospitals disclosing choked discs

are disproved as such for the first time.
An ophthalmoscopic survey of the funili

of the eye often discloses changes in the
structure that suggest anemias, arterio-

sclerosis, toxemia and other dyscrasias
which might be held accountable for
headaches.

Patient consults us for relief, and if

we cannot find any trouble either in er-

ror of refraction, or eye growths, or
anything appertaining to the eye field

we should not hesitate but immediately
call in one or more of our colleagues

so we can by the process of elimination,
find the cause, for according to the law
of cause and effect if we can remove the
cause we can relieve the effect produced
by said cause and the finale will be
amelioration or cure, for when we ana-
lyse the case it comes to us for relief

and hence produce the cure.

Dr. Brelmer, Southwestern Medicine,
March 1922.

Headaches are associated with other
symptoms which make the diagnosis
and which call for attention at the hands
of the ophthalmologist. What type then
can the oculist relieve? Briefly stated,
—and this is to the general practioner
—whenever you have tried and failed

to cure any form of migraine send that
patient to an oculist. In all probability
whenever you meet that patient again
he will be wearing glasses and will tell

you he is free from headaches at last.
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Do not be afraid to refer him, you wH 1

not lose the case and you will make a
friend. Often a patient after being re-

fracted will come back and report a cure
and incidentally boast that his family
Doctor made a fine diagnosis, when he
sent him to have his eyes examined. It

far too frequently happens however,
that the family Doctor either because he
fears to lose the case or through ignor-
ance of the real situation tries this reme-
dy and that always hoping to hit on the
right one and finally loses the patient
who goes to another Doctor who in turn
sends him to have his eyes looked over.

The patient being relieved, thinks high-
ly of the diagnostic ability of the second
physician and tells his friends how
much he has paid out to the first Doctor
for finding out nothing. This first

type of Doctor, fortunately is on the de-

cline. The up to date Doctor makes use
of all the means in his power to find
out the cause and the oculist is not the
least of his aids. The largest clinics

in the country and probably in the world
thrive just because of this coordination
of departments.

W. H. Wilde, Illinois Medical Journal,
August, 1921, p. 104.

How can eyestrain bring about the
symptoms of headache?

Why is it that one person will suffer
from headache from eyestrain and an-
other straining his eyes much more, as
the examination shows, will have no
trace of such symptoms? What is head-
ache? Why is headache? What chang-
es take place in the nervous structure
when headache develops?
One of the hypotheses advanced for

the explanation of migraine may be
applicable also to headache of ocular
origin. A vaso-motor spasm occasioned
reflexly, followed by vaso-motor dilati-

tion may lead to hyperemia of the cere-

bral circulation and irritation of the
nervous tissue. Some toxic influence
operating through the circulation or a
reflex acting through the sympathetic
and sensory nerves may irritate the
brain cortex. Spitzner advances the hy-
pothesis for migraine that there is a rel-

ative stenosis of the foramen of Monro
(an opening back of the anterior pillars

of the fornix, forming a passage be-

tween the third and the lateral ventri-

cle of the brain.

An acute or passive hyperemia of the
brain, however, caused would then re-

sult in hyperemia of the choroid plexus
with an increased pressure in both ven-
tricles. Recently Dunn {Arch, of Ophth.
March 1918) has advanced the theory
that headaches inclusive of those due
to injury and to tumors are the mani-
festation of increased intracranial ten-

sion. This is controlled 1 by the secere-

tion from the posterior lobe of the hypo-
physis which promotes the permeabili-

ty of the brain fluids. He maintains
that the disturbances of the pressure
exerted on the ganglion cells of the re-

tina because of the over exertion of the
ciliary muscle (with consequent increase

of intraocular fluid) causes reflexly a

disturbance of the secreting activities

of the posterior lobe of the hypophysis.
If this continues long enough, reflex

temporary exhaustion of the posterior

lobe activities sets in and with it high-

er than normal intracranial, with a clin-

ical symptom, headache.
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THE CHARITY HOSPITAL OF LOUISIANA.
By. ALBERT E. FOSSIER, A. M., M. D.

(Continued from last issue.)

This, the first Legislative Act refer-

ring to the Charity Hospital, passed in

the first Legislative Assembly of the
Territory of Louisiana and approved by
the Governor, March 8th, 1808, is of

historical interest not only because it

was the initial step taken by the Terri-
tory of Louisiana to control that Insti-

tution, but also because it gives an in-

teresting aspect of the condition and
management of the Hospital at that
time.*

“Whereas since the change of government
in this territory, the administration of the
Hospital of Charity established in New Or-
leans, has fallen into the hands of persons
who have no right to it, and the superintend-
ence of the said administration which be-

*The author is not responsible for phraseology of
quotations, as they are taken verbatim from text.
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longed formerly to the Governor of Louisiana
and to the Bishop of the Diocese, was not con-
tinued by the subsequent constituted authori-
ties, owing to the want of positive informa-
tion, touching1 the nature of that Institution,

and the rights resulting from its charter in

their favor.
Considering that the abandonment to which

that establishment is reduced is in direct op-

position with the intention of the founder,
(Almonester)

,
who has given it property to

a considerable amount, the revenue whereof,
if well employed, would be more than suf-

ficient for the relief of the indigent sick,

while it is notorious that the said Hospital
is now a place of wretchedness, where the
sick languish in a total want of the necessi-

ties of life, notwithstanding the pecuniary
retribution which is required of the most part
of those who are admitted there.

“1. Be it declared, etc. That the consti-

tuted authorities which have succeeded to the
governor of Louisiana, and to the bishop of
the diocese, in the superintendence of the hos-
pital of Charity of New Orleans, and the

g’overnor of the territory of Orleans and the
persons exercising the functions of Chief of

the Catholic Church in the said territory:

that consequently, it shall be the duty of the

said authorities to cause an account to be
given to them of the administration of the
hospital of Charity of New Orleans, since the
taking' possession of Louisiana by the United
States, by all persons who have intermeddled
with the said administration, and to collect all

sums of money and balance due by such
persons.

“3. And Be it Further enacted and de-

clared, That during the minority of the heir

of the founder and patron of the said hospi-

tal of Charity, and until her majority or her
marriage, the Senior Colonel of the Militia of

New Orleans is the person who, agreeably to

the spirit of the Charter of the said hospital,

ought to exercise protempore the functions
of patron of that hospital.

Thomas Urquart,
Speaker of the House of Representatives

J. Poydras,
Pres, of the Legislative Council.

William C. C. Claiborne,
Governor of the territory of Louisiana.

It is doubtful whether the provisions

of this act were ever enforced; a few
months after promulgation the Saint

Carlos Hospital was burnt to the

ground. This act, however, was pre-

monitory to the fact that existing con-

ditions in the direction of the Hospital
could not endure and that the adminis-
tration of same would perforce soon be-

come invested in the Territorial Govern-
ment. Succeeding this incident by a
few years, Micaela Almonester’s daugh-
ter became the Marquise of Pontalba,
and March 9th, 1811, made a relinquish-

ment of all her rights and privileges of

patroness to the City Corporation of

New Orleans. But a subsequent en-

actment of the Legislature following
three years after passage of the Original

Act, can be considered the Charter of

the Charity Hospital from the State of

Louisiana. Quoting from the same act,

we have :

—

“Be it enacted, etc., That the administra-
tion of the Charity Hospital of New Orleans
shall be trusted to a Council of Administra-
tion composed of the nine members who shall

be appointed in the manner hereafter provided
for, and shall be vested with the full power
to direct, administer and manage the said

Hospital and the property of the same of

what nature soever present and future, in the
manner and form most advantageous to the
public.”

Section %.—And be it further enacted,
That it shall be '•he duty of the Governor of

The Territory and of the City Council of New
Orleans, each according to the powers con-
ferred upon them respectively by this Act,
to appoint immediately after its passing, the

Governor shall appoint six citizen freeholders
and heads of a family, and the City Council
shall appoint three of its members, and those
nine persons so appointed shall compose the
Council of Administration of the Charity Hos-
pital, and under this title they shall have
power and it shall be their duty to manage
the property of the same in the manner here-
after prescribed.

Section 5, and be it further enacted,—That
immediately after the appointment of the nine
managers of said Hospital, it shall be their

duty, and they are empowered by this Act to

claim from the Mayor and the City Council
of New Orleans, the delivery of the real and
personal property, monies, papers, effects
and documents belonging to said Hospital, by
virtue of the Act to which this is a supple-
ment. there shall be drawn a process verbal
of said delivery at the foot of the inventory,
which shall be signed by the respective par-
ties to be afterwards deposited with the Ar-
chives of the Hospital.

A second time the destruction of the

Hospital resulted in intense suffering
and hardship to the indigent sick. The
rescued patients were quartered by
Mayor James Mather for but a day in

the upper gallery of the Cabildo, the

then City Hall. Then temporary Quar-
ters were provided on the Jourdan Plan-
tation. on the site of the present Indus-
trial Canal. This location was aban-
doned after six months of suffering

and discomfort to the patients.

Castellanos tells us that
—“Mean-

while, patients formerly housed in the

Jourdan’s Plantation, and hence trans-

ferred to the La Vergne residence, were
almost reduced to starvation, so much
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so, that on one occasion the Hospital’s

employees, poor though they were, had
been compelled to contribute from their

own scanty means for the weekly sus-

tenance of the neglected patients. They
were made to sleep upon the bare
ground, the wooden floors being decayed
and no longer offering protection. The
nursing of the sick was so indifferently

ministered that, using Mather’s own ex-

pressions in one of his messages, “No
one, however wretched and poor, will

now consent to be committed to that
Hospital.” Let it also be borne in mind
that during these years of hardship and
destitution, to the unfortunate inmates
of the Hospital, epidemics of the Yellow
Fever swept over the Cify, carrying
havoc and panic in their dismal path.
Never in the Annals of the City’s his-

tory had the demands for a well organ-
ized Hospital grown more urgent.”

For five years not a suitable place
for the care of the sick, was available,

nor was it until the year 1814 that the
square bounded by Canal, Common,
Phillipa (now Dryades) and Baronne
was sold by the city to the Administra-
tors of the Charity Hospital for the con-
struction of a building.

The new hospital was ordered con-
structed by the Legislature in a bill pro-
mulgated April 25th, 1811.
The Board was composed of three

members of the City Council of this City
and of six others to be appointed by the
Governor. This Council of Adminis-
trators was empowered by this Act to

claim from the Mayor and City Council
the delivery of real and personal prop-
erty, effects and documents belonging
to said Hospital, yet they were in no
case authorized to sell, alienate the
property or any part of said property
without an express authorization of the
Legislature. The Act also ordered that
the funds proceeding from the sale

made by the Mayor and the City Coun-
cil of the portion of the property of the
Charity Hospital, composing the ground
floor of the part of the house once oc-

cupied by Mrs. Castillon, widow of Al-
monester, which was redeemed by her,
shall, without delay, be employed by the
said Council of Administration in build-

ing a new hospital.

The governor’s appointees were
Messrs. Felix Arnaud, Dow, Joseph

Montegut, Butler, Bellechasse and M.
Fortier, and on November 6th, of the
year 1811, Messrs. Robelot, Castenado
and S. Henderson, members of the City
Council, were elected administrators of

the Charity Hospital in compliance with
the law.

These gentlemen constituted the first

Board of Administrators of the Charity
Hospital.

The corner stone of the building was
laid in 1815. Doctor McConnell was
then the House Surgeon. In the year
1823 he was succeeded by Doctor John
Rollins.

The following description of the Hos-
pital in 1823 is taken from the City
Directory of that year:—“The Charity
Hospital, situated No. 147 Canal Street,

consists of two large buildings, con-
taining one surgical hall, two large

fever wards, one dysentery ward, one
ward for chronic cases, one for females,
one for convalescents, one bathing room,
one apothecary store, and a number of

other apartments for the families of the
residents, officers, etc. The Hospital
has lately undergone a complete repair
and reform, and is at this time as clean,

wholesome and well conducted as any
institution of the kind in the Union.
During the last year, about 1,700 sick

persons were admitted, 1.200 of whom
were discharged well, and the remain-
der died, one-half of which, of Yellow
Fever. The lot on which these build-

ings stand embraces the whole square
between Canal, Common, Baronne and
Philippa (now University Place) Sts.,

and is laid off in a garden, poultry yard,
etc. The whole appearance of this hu-
mane establishment, at present indicates

that the physicians and officers ard
very attentive to their duty. Any person
who doubts the correctness of the above
remarks need only visit the Hospital to

be convinced. Dr. John Rollins is the
House Surgeon and Apothecary at this

time, who is assisted by physicians of
the City, who visit in turn. Sick per-

sons who wish admission must apply to

the Mayor of the City or any one of the
Administrators. The Hospital is like-

wise an asylum for lost children who
will be taken the best care of until re-

claimed.

About 1,300 males and females were
admitted during the year 1821, and as
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many as 130 persons received attention

at one time.”
From the above it may be seen the

rapid strides made by the Hospital. In

a few years it had grown from a 24 to

a 120 bed hospital. This institution

in equipment and management was sec-

ond to ho other in the country. There
were bathing facilities, an apothecary,

and fever patients were segregated
from surgical cases.

That year the City Treasury munifi-
cently contributed $336.00 to the sup-
port of the Hospital. An Act passed
in the second Section of the Fourth
Legislature in the year 1820, provided
for the care of the insane in the follow-

ing clause : “It shall be the duty of the
Administrators to cause a separate
building to be erected as an apperten-
ance of said establishment in order to

receive and attend such persons as may
have fallen into a state of insanity.”

Dr. McConnell was the first House
Surgeon and in the year 1823 he was
succeeded by Dr. John Rollins. In 1831
Dr. William Picton was elected to that
position. Dr. David C. Ker, a British
Army Surgeon, and a veteran of the
Battle of New Orleans, after a crushing
defeat of General Packenham, true to

the noblest tradition of his profession,
permitted himself to be captured that
he might administer to his wounded
soldiers. This gallantry gained for him
the admiration and respect of his for-

mer enemies. He made this City his

home and in the year 1827 was appoint-
ed visiting physician to the Charity Hos-
pital.

The history of the Charity Hospital,
were it to be confined only to the bare
facts concerning that Institution, would
be shorn of much that is interesting.
The most intimate relation of physi-
cians of this City to the Hospital since
its earliest days, the scope of their work,
their destinies, their failures and their
successes, demand consideration along
with it. A study of the times, frequent
reference to the growth of New Orleans,
the distress and hardships borne by our
forefathers and their laudable achieve-
ments, must be alluded to and extolled,

for the more important part of this
naturally involves the establishment,
progress and evolution of the Charity
Hospital as it now exists.

In the early eighteen twenties there

were two separate and distinct medical
organizations extant : the Medical Socie-

ty and the Physico-Medico Society. The
curious reason for the existence of two
societies for comparatively so few doc-

tors is explained by a survey of the

membership list of these bodies which
reveals that in the Medical Society the

names are either French or Spanish,

whilst in the Physico-Medico Society,

Anglo Saxon names predominate. This
divorcing of the medical profession into

two separate and distinct organizations

was made necessary by the fact that

many physicians were foreign born and
that the prevailing tongue was French,

even during the Spanish domination
and the publishing of medical journals

in the French Language persisted to a
much later date. Even the early Leg-
islative transactions of the Territory of

Louisiana and also of the State of Louis-

iana were recorded in the same archives,

both in French and English. The rivalry

existing between the members of these

two medical associations must have
been acute, for it appears that on every

board of a medical character the ap-

pointees were divided nearly equally

between the membership of those rival

societies.

Of interest to the physicians of this

City is the following Act of Legislature,

approved by the governor, February
24th, 1819:—

Sec. I. “Be iiT enacted, etc., That the Medi-
cal Society of New Orleans, is hereby author-
ized to raise by Lottery a sum not exceed ing
fifteen thousand dollars, for the purpose of
purchasing a library, philosophical appara-
tus, etc., and defraying other incidental ex-

penses of the institution. The said Lottery
to be set on foot as soon as the said MedicaT
Society shall find it convenient after the pass-

ing of this Act, and that the said Medical So-
ciety shall appoint five discreet persons to be
Managers of said Lottery, each of whom shall

give security to be approved of by the said

Medical Society, in such sum as they shall

direct, conditioned for the faithful discharge
of the duties required of such schemes as to
them may seem proper, to sell the tickets

and to superintend the drawing of the said
lottery, and the payment of the prizes—And
it shall be the duty of the said ma-iag’ers to
pay into the hands of the Treasurer of the
said Medical Society, the proceed of the said

lottery, in order to be laid out according to
the purpose of this Act.

Sec. 2.—And be it further enacted, That
the Managers of the aforesaid lottery shall

have power to divide the same into three
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classes, provided, however, all of said classes

shall be drawn in four years after the passing

of the Act.”

Whether the Medical Society took ad-

vantage of these prerogatives cannot bo

determined today. There are no rem-

nants of that Medical Society’s library

that could enlighten us on this question.

This singular act of the Legislature may
occasion surprise today, but up to near-

ly the year 1840, the same procedure of

lottery was employed in the raising of

moneys for the founding of schools,

public buildings, churches, the construc-

tion of bridges, good roads, in fact for

any public or charitable purposes, and
even a few individuals were granted

the privilege of the lottery to dispose

of their realty holdings.

The great prevalence of dysentery

which wrought such distress and death

among these pioneers of our City is ex-

plained by the inadequacy and the cor-

ruption of the water supply. For wash-
ing and bathing purposes wells were
dug to a depth of from ten to fifteen

feet. Drinking water and that used for

cooking was taken from the river, car-

ried through the City for sale, in hogs-

heads on carts, and sold at the rate of

four buckets for 6 1-4 cents or 50 cents

per hogshead. The water for drink-

ing was either filtered through a porous
stone, or kept in a large earthernware
jar, the sediment allowed to settle, or

alum used to hasten the process of sedi-

mentation. This water was considered

wholesome. It is interesting reading

that the first water work system was
started in 1813, but was not completed
until several years later. The water
mains were hollow cypress logs. In a

contemporary directory is found the

following interesting comments on the

insanitary condition of that water sup-

ply:
—

“It is thought by most persons
that the water ought to be introduced
from the river into the City from above
the eddy and point, as it is certainly

more pure than that opposite the City,

where it becomes impregnated with all

kinds of filth, the very thought of which
is sufficient to turn the stomach of a

person of delicate constitution.” The
drainage of the City is recorded by Pax-
ton in his directory of 1822 thus :

—“The
site on which New Orleans stands is a
plain with a descent of about 7 1-2 feet
from the river, terminating in a swamp

in the rear of the buildings, to which all

water from the gutters of the City finds
its way.”

The first hundred years of the His-
tory of New Orleans is a recital of all

the hardships that humanity can possi-

bly endure and a narrative of the high-

est examplification of fortitude, tenaci-

ty and grim determination which can
scarcely be appreciated in this time,
and it is really in fact an epic of -he

noblest type of manhood. In no other
location nor at any other time has the
maxim of the survival of the fittest

been better exemplified than in the case
of these founders of our City and of our
State. Their sufferings were acute,

due to want, privation and exposure.
New Orleans was built on and surround-
ed by a swamp, infested with insects,

with only inadequate protection from
these pests. Pestilences were rampant,
their records write a dark page in the
history of human suffering. The great
prevalence of preventable diseases was
due to the unsanitary conditions,—none
but the stoutest hearts could resist these
continual calamities and persist in their
determination to build up their City.

Yet in spite of sickness and pestilence
with their extreme death rate, these
pioneers never faltered, but with
abounding faith in the future greatness
of New Orleans, labored, suffered and
died to accomplish their purpose.
Despite all, the growth of New Orleans
preceding the Louisiana purchase was
phenomenal. In 1788 the city had 1,100
houses and the census of 1821 gave a

total of 8,705 houses. The total popula-
tion of that year was 29,000 inhabitants,
of which 13,642 were negroes, either
free or slaves. An interesting feature
of that census is that with the whites
there were nearly twice the amount of
males compared to the females, and
with the negroes the reverse held true.
A contemporary directory records the
following: “The population is fast in-

creasing by accession from all the States
in the Union, and from almost every
Kingdom in Europe.”

The monetary status of the hospital
was then as it has been to the present
day one of inadequate finances. As
there was no specific appropriation
from the State, its revenues were de-
rived from the levying of special taxes,
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on amusements, gambling, and the fines

and penalties assessed in criminal cases,

also from forfeited bonds, and a passen-

ger tax of $1.00 on foreign cabin passen-

gers, $2.00 on steerage passengers, and,

on United States passengers beyond
Louisiana, fifty cents. James Burns in

his “Historical Sketch of the Charity
Hospital of New Orleans” wrote: “The
managers (of theatres) at one time were
required to give periodical ‘benefit per-

formances’ for the hospital, but not only

did these never benefit the Hospital, but

on at least one occasion the manager
brought the Hospital into debt for his

benefit” There was even resistance to

the passenger tax, for in one year
eighty-three boats defiantly refused to

pay it, and one hundred and seventy-
three landed their passengers in Lafa-
yette to evade its just impost This was
changed in 1838, each theatre was
taxed $500.00, each circus $150.00,

each menagerie $50.00, each show
$25.00, as Hospital assessment.
These taxes together with an occasional

donation provided 1 for its maintenance.
This institution because of the lack of

any asylum in the city served the dual
purpose of Hospital and place of refuge
for paupers and lost children.

In 1832 the cost of maintenance is

given as $31,295.00.
There were many legislative acts pro-

viding ways and means for procuring
sufficient moneys for its upkeep. The
revenues derived from certain taxes
were applied to that purpose, the most
bizarre of which is an act of the Legis-
lature of the State of Louisiana promul-
gated one hundred years ago which is of

interest not only because it provided
funds for the Hospital, but also because
it expressed the sentiments of the time
concerning gambling

:

“Whereas the object contemplated by
the act entitled “An act to prevent
gambling”' has not been attained, the
only effect thereof, in form of good
morals being indeed nugatory, inas-

much as the vice which the said act in-

tended to eradicate has been practiced
not less than formerly, but with a
greater degree of caution and clandes-
tinity, from whence has resulted, first,

that excesses and disorders, if any, have
taken place, could not he repressed, the
eye of the municipal police being almost

unable to get access in the places where-
in they were committed, and secondly,

that the Charity Hospital whose re-

sources, from motives of humanity and
sound policy, ought rather to be in-

creased than diminished, has been de-

prived of the greater part of the
revenue it already had, and which was
indispensably necessary to its exist-

ence; and whereas in order to provide
for the expenses of the said institution,

the administration thereof has been
obliged to dispose of a part of its capi-

tal, and that unless remedies as prompt,
as efficacious be adopted, the un-
avoidable ruin of the said institution

will soon take place

:

Section 3. Be it further enacted; that the
number of gaming houses to which license be
granted shall not exceed six for the city of
New Orleans and its suburbs incorporated,
and that the keepers of houses wherein gam-
ing shall take place in virtue of the licenses

granted in compliance with the present act,

shall be obliged to keep their gaming table
in rooms or halls not exposed to the view of
the public, etc,”

A tax of $5,000.00 was levied on each
gaming house, three-quarters of this

fund to revert to the Charity Hospital
and the other quarter to be applied to

the benefit of the College of Orleans.
This act went into effect March 27,

1823, and was amended on April 2,

1832, increasing the number of gaming
houses and raising the tax to $7,500.00.
This amount was to be apportioned as
follows: three-quarters to the Charity
Hospital and the other quarter to be
equally divided between the New Or-
leans primary schools and the College
of Louisiana. The Legislature author-
izing the selling of the Hospital build-
ing on Canal street in an act approved
by Acting Governor Jacques Dupres,
March 15th, 1830, Section 2, reads as
follows: ‘That said administrators are
hereby authorized, if they deem it expe-
dient to sell the buildings and the lots

on which said Hospital is situated, and
on such terms as they may deem most
advantageous to the said institution

;

provided, however, that the possession
of the Charity Hospital shall not be de-

livered until another suitable building
be provided for the reception of the
sick and afflicted, and that the proceeds
of the sale of the present house and lota

be appropriated for procuring the neces-
sary comforts to sick persons

;
and that
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the residue, if any, be applied by the ad-
ministrators for the best advantage of
the same.”

The great increase in population ren-
dered a larger and more commodious
institution necessary, and the Canal
street site and buildings were sold to

the State for $125,000.00. The main
building was used and afterwards
known as the State House and later

became University Block or Place. The
Common street side of the square, on
which is now situated the stores and the
theatres was the site of the Medical
College previous to the building of the
Richardson Memorial, now the Hutch-
inson, on Canal and Villere streets.

In New Orleans, in the eighteen twen-
ties, in addition to the Charity Hospital,
there existed the Marine and Naval
Hospital, and a private institution

named the Orleans Infirmary situated

;at the corner of Circus and' Poydras
streets and under the supervision of Dr.

J. S. McFarlane.
The following taken from the report

of the Board of Administrators of the

Charity Hospital of the year 1832 is

illuminating of that momentous epoch
in the life of that institution:

To the Honorable the Senate and House of

Representatives of the State of Louisi-

ana:

The committee to whom was assigned the

duty of visiting and examining into the condi-

tion of the Charity Hospital of the City of

New Orleans, have given to the subject that

care and attention, which the benevolent
object of the Institution demands, and beg
leave to report, that, having’ examined that

humane establishment in all its departments,
with a scrutiny commensurate with its im-
portance, take great pleasure in awarding to

the gentlemen, to whose care the administra-

tion of it has been committed the approbation
and praise, which is due to faithful public

servants, and philanthropic individuals. Their
untiring zeal in dispensing health and comfort
to the wretched beings, whom misfortune has
driven to ask alms at the hand of the public

munificence, can only be requited by the

gratitude of the recipients of their attentions

and the confidence of their fellow citizens.

The building is a proud illustration of

Louisiana liberality. The model of it and the

style of its construction do equal honor to

the head of the architect and the hand of the

mechanic. The internal police and regula-

tions bear strong testimony of the ability and
labor that have organized them, and if ob-

served and enforced with the same unyield-

ing firmness, that seems, at present, to char-

acterize the officers, cannot fail to meet the

fondest hopes of the friends of the institu-

tion. Your committee need only state the
number of patients received the last year
from almost every State and nation, and
kingdom on earth, to exhibit in strong colors
the wide-extended usefulness of this unfading
monument of individual liberality and public
benefaction. During the year 1832, 2,480
unfortunate fellow beings have shared this

open-handed beneficence, of whom 1,545 have
been restored to health, to friends and to

society. Five hundred and sixty-nine have
died, a number which when we reflect on the
wasting' pestilence which has visited our city,

in a character, from which it would seem as
if we had been marked out as the peculiar
object of its relentless violence, certainly does
no dishonor to the skill of the gentlemen who
have charge of the medical department. There
were on the 1st day of January past 167
under treatment producing an average num-
ber for the entire year of 180. We have
much cause to congratulate ourselves that
only 40 of the whole number were citizens of
Louisiana. Here, your committee cannot for-

bear to express their surprise, that the pecu-
liar situation of this institution and the unlim-
ited dispensation of its charities have not at-

tracted the attention and enlisted the interest
and generosity of other States. The liber-

ality of Pennsylvania, which, we are always
happy to acknowledge, furnishes a proud ex-
ample which, it is devoutly to be wished,
might be imitated by others. We doubt not
that the g’enerous spirits of that philanthropic
State reap a rich reward from the reflection,

that during the last year, her liberality con-
tributed to the relief and comfort of 111 of
their unfortunate fellow-citizens, whom cir-

cumstances had removed far from their homes
and their friends.

Your committee approach the financial con-
cern of this noble and humane establishment
with many misgivings. They deeply deplore
that an institution so laudable in its object,

so extensive in its benefits, and presenting
:.o wide a field for the exercise of the highest

and purest feelings of our nature, should de-
pend for support on means extremely capri-

cious in their duration, and which cannot be
advocated on principles of religion or on
morals. The doctrine that the end may sanc-
tify the means, is scarcely plausible in theory,
and certainly is most dangerous in practice.

The whole amount of moneys received by the
institution during the year 1832 was two hun-
dred and thirty-nine thousand, eight hundred
and ninety-two dollars and twenty-five cents

($239,892.25): of this amount one hundred
and ninety thousand, one hundred and nine-

teen dollars and twenty cents have been
realized from the sale of property of various
descriptions ($190,119.20) the sums of six-

teen thousand one hundred and sixty-nine dol-

lars and seventy-eight cents ($16,169.78) em-
bracing one legacy of five hundred dollars

($500) and fifty dollars ($50) collected by
the marshall has accrued from premiums on
State bonds, interest on State bonds and
moneys invested

;
leaving a balance of thirty-

three thousand, six hundred and three dollars

and twenty-seven cents ($33,603.27), which
has been derived from what is called the ordi-
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nary sources of revenue. Of this ordinary
revenue, thirty-one thousand and forty-one
dollars and sixty-six cents ($31,041.66) have
been received in shape of taxes on gaming
licenses. Hence it appears how small a portion

of necessary expenditures of this institution

is derived from any substantial and perma-
nent sources of revenue. The disbursements
during the same year, including fourteen
thousand, five hundred and fifty dollars and
forty-five cents ($14,550.45) due individuals

on account of the preceding year, and also

nine thousand dollars ($9,000.00) due the
Louisiana State Bank for money loaned,
amounted to one hundred and forty-eight
thousand, two hundred and fifty-nine dollars

and sixty-eight cents ($148,259.68), of which
sum thirty-one thousand, four hundred and
seven dollars and seventy cents ($31,407.70)
were appropriated to the ordinary current ex-
penses of the establishment. Eighty-six
thousand, eight hundred and eighty-five dol-
lars and sixty-two cents ($86,885.62) were
expended on the new edifice

;
six hundred and

ninety dollars and eighty three cents ($690.83)
were paid for commissions and tax on sale of
real estate; two thousand and six hundred
dollars ($2,600.00) were paid for four slaves,

for the use of the Hospital, and three thou-
sand, one hundred and twenty-five dollars

($3,125.00) interest on State bonds, leaving
a balance in favor of the institution of ninety-
one thousand, six hundred and thirty-two dol-
lars and sixty-five cents ($91,632.65); from
this sum we may deduct fifteen thousand dol-

lars ($15,000) for the completion of the
building, which is now rapidly progressing,
and we have seventy-six thousand, six hun-
dred and thirty-two dollars and sixty-five
cents, the entire productive capital of the in-
stitution. From this sum, we may, with some
degree of certainty, anticipate a revenue of
seven thousand, six hundred dollars. The
amount annually required to suport the es-

tablishment considerably exceeds thirty
thousand dollars, and for upwards of twenty
thousand of which we are obliged to rely on
the frail and unsubstantial resource of gam-
ing licenses. Your committee much regret
that the law requiring all persons opening
public theatres in the City of New Orleans
to give four representations per annum at the
will of the Council of Administration, has not
been carried into effect, and that the law im-
posing a tax of ten dollars on each and every
public ball has not been rigidly enforced.
Your committee believe that by a watchful
observance of these laws, the present revenue
of the institution might be increased several
thousand dollars.

Your committee have regarded, with deep
interest, the unsubstantial and insufficient
resources of this asylum of human wretched-
ness, and, with diffidence, submit a few sug-
gestions upon the proposed means of render-
ing them more sure and permanent. The
edifice, when completed, will have cost a little

less than one hundred and forty thousand
dollars. It is sufficiently spacious to accom-
modate, with no stinted convenience, nearly
four hundred patients, allowing' the most
liberal provision for officers and attendants.

The apartments are large, neat, well venti-
lated, and admirably well adapted to the
peculiar object for which they were designed.
It is hoped, for the sake of humanity, that the
time is not near when diseased indigence will
occupy all this vast structure. And it is

believed that the superior comforts and ad-
vantages, which the peculiar structure of the
building, the discipline and habits of the serv-
ants, and the constant medical attention, hold
out to invalid strangers, cannot fail to draw
to it very many who would gladly make a
liberal compensation for such accommoda-
tions. Your committee, therefore, recom-
mend that the Council of Administration be
authorized to furnish in a suitable manner
one or more wards as they may deem expedi-
ent, for the special accommodation of such
persons. Judging from the success of the
plan, in other similar institutions in our coun-
try, we shall fondly anticipate from its adop-
tion, a sound and important source of rev-
enue. Your committee recommend as an ad-
ditional source, the enactment of a law impos-
ing a small tax upon all foreigners arriving in
the port of New Orleans. The justice of this
requisition will appear most palpable when
we reflect that, of the number of patients re-
ceived into the hospital during the last year,
1709 were subjects of foreign governments.
And your committee beg leave farther to re-
port by bill.

B. G. TENNEY,
Chairman of the committee on the part of the

Senate.
J. WATKINS,

Chairman of the committee on the part of the
House.

(To be continued.)

THE TREATMENT OF DIABETES MELI-
TUS WITH INSULIN (ILETIN).*

By I. I. LEMANN, M. D.

Introduction: “Insulin is here.” This
is the fittingly dramatic manner in

which Joslin, in his new article in

Oxford Medicine, announces the discov-
ery of the long sought for pancreatic
hormone. From the days of Claude
Bernard, more than half a century ago,
the hunt has been continuous and the
scent strong. Minkowski and von Mer-
ing, in the late eighties of the last cen-
tury, produced the phenomena of dia-
betes in dogs by removing the pancreas.
In the early years of this century Opie
and others were able to correlate the
diabetes with damage to the islands of
Langerhans. Ten years ago, Allen, con-
firming earlier works, showed that
atrophy of the pancreas was brought
about by ligation of the ducts, but that
the remnants containing only island of

*Read Before the Meeting: of the Orleans Parish
Medical Society, April 9th, 1923.
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Langerhans prevented the appearance
of diabetes, for the latter developed only-

after these remnants were removed. In

spite of all of this, attempts to isolate

the internal secretion of these islands of

Langerhans had always failed, though a

number of investigators have seemed at

times to be on the verge of its discovery.

Scott, for example, had performed suc-

cessful experiments, which, if persisted

in a little further, we know now would
have yielded successful results. It was
thought (and we know it was true) that

the digestive enzymes of pancreas de-

stroyed the internal secretion when all

attempts at its extraction from the pan-

creas were made. In 1921, Banting,

working in Professor McLeod’s labora-

tory in the University of Toronto, pro-

posed to his chief to try to secure an ex-

tract from the remnants of pancreatic

tissue left in dogs after ligation of the

ducts. He argued that the atrophy of

the pancreas would ensure the absence

of digestive enzymes and that this ex-

tract of the remnants would represent

entirely an extract of the islet tissue

and should, therefore, contain the hor-

mone. Banting and Best were promptly
able to prove this thesis and to obtain

in this way the hormone which has been
named Insulin. Later, they isolated it

from the pancreas of the calf fetus, for

it was known that the fetal pancreas
contained no digestive enzymes. Ex-
periments with the new hormone
showed that it was not affected by alco-

hol and advantage has been taken of

this fact and the fact that the digestive

enzymes are destroyed by 50 per cent

alcohol, to obtain the new hormone
from adult animal pancreas, that is to

say, slaughter-house material.

Dr. Eustis, who will follow me, will

describe and demonstrate to you some
of the physiological action of this new
hormone. I shall say here merely that
experiments first upon normal animals,
upon diabetic dogs, then upon patients

have shown that it reduces the blood
sugar of the normal as well as of the
diabetic. In the latter, it will control

the phenomena of diabetes as long as it

is used. It is not a cure, but supplies
artificially, temporarily and fleetingly

the lacking pancreatic hormone. It

does not do away with the necessity of
dieting.

Why, then is it wonderful? Because:
(a) It restores to normal the severe

and starving diabetics and causes them
to gain in weight and brings back their
vigor and energy.

(b) It rescues the toxic cases from
coma and restores them to normal.

(c) It tides even the mild diabetic
over emergencies, medical or surgical,
e, g., typhoid or other infectious disease,
and surgical operations related or unre-
lated to the diabetes.

(d) It adds vigor to the mild diabetic
and makes of him practically a normal
man.

I shall now relate to you my experi-
ence in 14 cases which lead me to make
these statements. Before I begin, cer-
tain acknowledgements are due. In the
first place I am under great obligation
to the firm of Eli Lilly and Company,
with whose preparation of Insulin
(called by their trade name, Iletin), all

of these patients have been treated. For
a period of nearly two months Dr.
Eustis and I were furnished the mate-
rial for the observations free of all

charge. During this time and a little

longer some 50 to 60 other clinicians in
other parts of the country were simi-
larly furnished. The discoverers of
Insulin have patented it and turned the
patents over to the University of
Toronto and the University has licensed
JLilly and Company, of this country, and
the National Research Council in Great
Britain to manufacture it. In Canada,
the University of Toronto will produce
it. It is not the aim of the University
to make more than enough to maintain a
testing laboratory. Any surplus will be
devoted to further research in the same
field. Acknowledgements are next due
to Dr. Eustis and Dr. Giles, to Profess-
ors Garrey and Denis, to Dr. M. P. H.
Bowden for her untiring work in the
laboratory without which none of these
reports could have been made, to the
authorities and resident staff of Touro
Infirmary, especially to Dr. John D.
Spelman, Superintendent, and to Drs.
Liles, Ray and Grant of the Interne
staff, and last, but not least, to the
nurses of that institution.

Restoration of Severe and Starving: Diabetics.

Case 1., I. R., female, aged 22: Symptoms
of diabetes developed in August, 1921. When
she first came under my observation, in
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March, 1922, she weighed 120 pounds, hav-
ing lost seven or eight pounds. At that time
her tolerance was about 30 grams carbohy-
drates, protein 60 grams and fats 75 grams.
During the next two months she sank so that

a diet of C 16, P 18, F 50 caused her to show
sugar. She constantly lost weight and
strength and from August, 1922, to the end
of the year she was in bed. During August
she had diet not exceeding 500 calories; dur-
ing September one of about 1,100 calories.

By November, when Iletin was begun, she
had gone down in weight to 80 pounds. She
has now been taking Iletin since November,
1922, has regained her strength and has been
able to return to work. She is able to take a

diet of C 60, P 70, and F 150, which covers
her caloric needs and has permitted her to

increase her weight to 99 1-2 pounds.
Case 2., C. B., male, ag'ed 15: Onset of

diabetes April, 1921, with loss of five pounds
in six weeks. He was relatively easily kept
free of sugar for the next three or four
months and gained back his weight, but in the
following winter he began to have sugar again
and lose rapidly and constantly in weight and
strength. When he was referred to me in

November, 1922, by Dr. J. B. Elliott, he
weighed 64 pounds, a loss of 23 pounds in the
previous year. At that time he had been tak-
ing for sometime a diet of C 15, P 20 and F
30, and on this was showing sugar. He has
been taking Iletin constantly since November
22. He weighs 93 1-2 pounds, a gain of prac-
tically 30 pounds. He is taking a diet of
C 60. P 60, F 140. He reports that he does
anything that any other boy does except eat.

He appears vigorous and healthy in every
wav.

Case 3., S. E., female, aged 20. Diabetes
discovered about January, 1921. In Septem-
ber and October, 1921, she was easily brought
free of sugar and was dismissed with a diet
of C 65, P 80, F 110. She remained on this
diet approximately a year, maintaining her
urine for the most part free of sugar. When
she came under observation in October, 1922,
her tolerance had sunk to C 40. She has been
on Iletin since November 22, and has been
able to take a diet again containing C 60-65,
P 50, F 130. On this she has gone up in
weight again from 112 to 117 pounds and
feels perfectly well in every respect. She had
not menstruated for several months prior to
the use of Iletin and the menses have teen
re-established now for the past several
months.

Rescue of Toxic Cases From Impending Coma.

Case 4., J. N., female, aged 16. Was re-
ferred to me by Dr. Frank Chalaron on No-
vember 23, 1922. She had consulted him that
day on account of pruritus. Her symptoms
of diabetes had dated back about a year.
When admitted she was barely able to drag
herself along. The next day it was apparent
that she was on the verge of coma. She had
the Kussmaul air hunger, and was restless,
confused and apathetic. She was rescued by
the use of Iletin and the intravenous injection
of bicarbonate of soda, and glucose to provide
an abundant buffer against excessive Iletin.

Blood sugar became normal on the 11th day
and the urine was usually free of sugar. On
that day she went into coma again, due to the
excessive dosage and was promptly rescued by
the intravenous injection of 25 c. c. of 10
per cent glucose solution. Consciousness was
restored in the most dramatic fashion by the
time the injection was completed. This girl

remained under observation for two months,
during which time she gained 16 pounds.

Case 10., E. J., female, aged 14. Was re-
ferred to me by Dr. Adolph Jacobs. He had
been summoned the day before to see the
patient in what was supposed to be a mild
case of the prevailing grippe. Later, he was
told that for a year she had been ailing, losing

weight and getting progressively weaker. She
had had a tremendous appetite and thirst and
was troubled with frequent urination. Dr.
Jacobs found in the urine a large amount of
sugar and acetone and diacetic acid. The next
morning he was summoned hurriedly because
she had great difficulty in breathing and ap-
parently a tracheal obstruction. This latter,

Dr. Joachim was able to negative at once.

The patient was then admitted to my service

at the Touro Infirmary, markedly toxic, hy-
perpneic to an extreme degree, employing all

her accessory muscles of respiration. By the
intravenous injection of soda carbonate and
Iletin, together with glucose solution as a
buffer to make sure of a sufficient glycemia,
the hyperpnea was relieved at once. Iletin

was continued intramuscularly and within a

week the patient was able to take an adequate
diet without glycosuria. Meanwhile, her
weight rose from 76 1-2 to 98 1-2 pounds,
due to water retention and edema on account
of excessive use of salt. When the latter was
restricted, the edema disappeared and the

weight fell to 80 nounds. It has since risen

to 87 pounds and the girl has been restored to

a sense of well being and normality that she
has not known for a year. She says that she

feels she has been made over.

Case 14., A. C., female, aged 20. Came to

this country eight months ago from Greece.
Two weeks ag’o she was brought to consult Di\

S. M. D. Clark because of amenorrhea which
had existed ever since her ai’rival in this coun-
try. April 5th, Dr. Clark was consulted again
because of a perirectal abscess which he ad-

vised should be incised at once. The patient

refused both because of fear and because of

timidity, and in her reaction and excitement
went for a long walk of 90 blocks. The next
morning the pain had been so great that she

consented to the operation and she was brought
to the Touro Infirmary where, under gas and
oxygen, the abscess was drained and a dilata-

tion of the cervix and curettage of the uterus
was performed immediately after her admis-
sion. Specimen of urine obtained from her just

before she went to the operating room, was
mislaid and lost through the carelessness of a

nurse. In the afternoon, the patient was very
restless and complained of pain in her chest.

Dr. Lines, the interne on Dr. Clark’s service,

had been with me in the case of J. N., Case 4,

and recognized the acetone odor of the breath
and the hyperpnea. He obtained the uripe
and found sugar, acetone and diacetic acid.
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Dr. Clark, therefore, asked me to assume
charge of the patient. She, was somnolent
and extremely hyperpneic. The respiration
was 44 per minute, the pulse 130. She was
given soda bicarbonate intravenously which
did not relieve the hyperpnea. In this case
we ventured to use Iletin in large doses with-
out the use of glucose as a buffer. In the
first seven hours 70 units were given, 50 units
intravenously, 20 units intramuscularly. The
elimination of the already formed ketone
bodies was promoted by forcing’ water drink-
ing and giving norpial saline intravenously
and tap water by Murphy drip in the rectum.
Treatment was begun about midnight, April
6. The next mofning the respirations were
22-24 and quiet. That evening, April 7,the
patient was smiling and interested in every-
thing’ going on. Iletin, 10 units intramuscu-
larly, is still being administered every four
hours and she is being given oatmeal and
orange juice. We shall expect no more
ketone bodies to be formed and those already
formed to be eliminated in the next few days.
We shall then begin to build up a balanced
adequate diet and hope to find, as in the other
cases, that what appeared at the beginning to
be an extremely severe case, will prove one
easily controlled by small doses.

It is interesting to learn that in this
case also the symptoms of excessive
appetite, excessive thirst, excessive uri-
nation had existed for at least eight
months and had gone unrecognized as point-
ing to any serious constitutional disease. It
is also interesting to observe that there were
in her case the following important contribu-
ting factors for the production of coma: (1)
Observation of Holy week with meagre diet
with large amounts of fats; (2) extraordinary
physical exertion; (3) acute septic infection
(perirectal abscess), (4) obstipation for 48
hours; (5) anesthesia; (6) morphine

Case 7., Mrs. G. J., aged 39. Was referred
to me about March 1, 1923, by Dr. H. Bayon.
For many years she has been very stout, her
weight being 300 pounds. During January
she had felt very tired and listless and was
troubled with frequent urination. She feared
at the latter, a return of the pyelitis which
she had had a year or two before and for
dread of the instrumental treatment of the
latter she had put off consulting her physi-
cian. Finally, when she did consult him
about February 1st, sugar was found in the
urine in large quantity. There was no evi-

dence of pyelitis. During February frequent
attempts were made to bring her sugar free
by periods of starvation, oatmeal days and
green vegetable days, but without avail. By
the end of February the urine was still show-
ing large quantities of sugar and acetone and
diacetic acid and the blood was reported as
500 mgs. per 100 c. c. The patient had lost

50 pounds, had developed anorexia, nausea,
vomiting and great weakness. In this condi-
tion she was admitted to have the Iletin tried.

The degree of her acidosis is indicated by the
CO" combining power of the blood plasma,
24 vol. per cent (normal 60-70) and CO"
tension of the aveolar air 18 (normal 45).
She was given carbohydrates only (oatmeal
and orange juice) with large doses of Iletin to

insure their combustion and the incidental
combustion of the fats. Thus further forma-
tion of ketone bodies was avoided. The elim-
inaton of those already formed was promoted
by forcing water drinking and giving tap
water by Murphy drip through the rectum.
We had the gratifying experience of seeing
the acidosis begin at once to diminish and dis-

appeared entirely in eleven days. At the end
of that time the acetone bodies had com-
pletely disappeared and her alveolar air read-
ing was normal. Her diet has been kept low
for several reasons: (1) We have wished to
reduce still further her bulk. (2) Even with
a diet of C 60, P 60, F 120, a total of 1,560
calories, it has been necessary to give unusu-
ally large doses of Iletin to keep the urine
free of sugar. The blood sugar now ranges
from 180 to 220 mgs. per 100 c. c. The
patient has been restored to apparent nor-
mality, has no complaint and feels better than
she has for months.

Coma Cases Resulting in Death. I

have used Insulin in two cases of com-
pletely developed coma—both of whom
died. One was a woman of 42 years,

who had been under treatment with In-

sulin in New York for several months.
Hers was apparently a very severe case.

She had improved greatly, but the gly-

cosuria had never been brought under
control. She had started on her way to

her home in California and on the train

developed anorexia, nausea and ab-
dominal pain. Her bowels had not
moved for two days prior to her depart-
ure and did not move while she was on
the train. The pain was so great as the
train neared Bay St. Louis that a doctor
was called on board at this point and
gave her a hypodermic of morphine.
After this she went to sleep and was
brought to Touro in deep coma. The
Insulin had been discontinued during
the journey. Strenuous efforts with
Iletin brought no results.

The other case was that of a negro in

the service of Dr. Lucian Landry at the
Charity Hospital. A leg was amputated
for diabetic gangrene. Several days
later I was called in consultation. The
patient was in deep coma. The admin-
istration of what I then considered
large doses produced no effect. Today
I would use larger doses than I did in

either of these cases. I am not sure
even with larger doses that I should
always succeed. Insulin will cause the
combustion of the carbohydrates and
thus bring about the combustion of the
fats and hence prevent the formation of

ketone bodies. It cannot undo the dam-
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age done to the brain cells by the ketone

bodies already formed. The remedying
of the latter condition and the elimina-

tion of ketone bodies must depend upon
other methods.

Assistance in Infectious Disease.

Case 5. Dr. D., male, aged 44. Had been
diabetic since bis, 28th year. At the end of

December, 1922, he came down with typhoid
fever and was ill about six weeks. Toward
the end he developed anorexia, nausea, vomit-
ing and hiccough. In this condition he was
admitted to the Touro. Iletin was begun im-
mediately. A nasal tube was passed and food
administered both through it and by the
mouth and water by Murphy drip into the
rectum. The hiccoughing, nausea and vomit-
ing were immediately controlled. By the use
of Iletin the diet was at once increased to

include more than C 10, P 50, F 150, so that
within a couple of weeks the doctor was so

much improved that he w7as able to return
home.

Case 9. R. A. B., male, aged 54. Sugar
in urine discovered in 1910 at ag’e of 41. I

first saw him in 1913. He had at that time
a large tolerance and could eat all the vege-
tables that come to the table, 1 apple, 1 orange
and 3 ounces of bread daily without having
sugar in the urine. His weight was 219
pounds. After 1915, I saw him no more pro-
fessionally. During these years he had placed
no restriction on his diet, eating even batter
cakes and syrup. He lost constantly in weight,
reaching a level of 150 pounds several months
ago. March 18, 1923, I was called to see him
in consultation with Dr. M. H. McGuire, whom
he had consulted on account of what seemed
to be a mild case of the prevailing grippe.
He had lost all appetite and all he had taken
in the preceding twenty-four hours was lemon-
ade made with 3 dozen lemons and 2 pounds
of sugar. His urine contained 10 per cent
sugar and the amount excreted in 24 hours
was estimated to be one pound. Regulation
of his diet brought this in eight days down to

1.5 per cent. He was then put on Iletin which
in moderate doses promptly caused the disap-
pearance of the sugar. This patient in two
weeks of adequate diet which he cares for
with the aid of Iletin, gained wonderfully in
strength and energy. The loss in weight has
been checked and he has now begun to gain.

Effect on Mild and Moderately Severe
Diabetics.

Case 8. J. F. P., male, aged 50. Was re-
ferred to me by Dr. J. F. Chalaron, who had
treated him for granular irritation around the
inner neck of the bladder. Diabetes was dis-
covered in 1910 at the age of 37 years. At
that time he weighed 200 pounds. He did not
lose weight until 1921; he then went down to
145 pounds which he Ras maintained for two
years past. His chief complaints were the
irritation in the bladder, nervousness and
lack of energy. His tolerance was found
to be less than 40 grams of carbohy-
drates. On moderate doses of Iletin it has
been possible to raise his diet adequately to

cover his needs and he had be^un to gain in
strength vig'or and weight. He is less nerv-
ous and the bladder worries him considerably
less.

Case 6, R. B., male, aged 47. A mild
diabetic losing weight steadily in spite of
adequate diet. Blood sug;ar ranged from T50
to 180 mg., and the urine contained sugar
only occasionally. He complained particularly
of loss of weight, strength, energy and great
irritability. He had heard of the Iletin and
insisted that it be given. Its effect has been
very remarkable in restoring his energy and
capacity for work and he now maintains his

urine entirely free of sugar.

In view of the necessity of hypoder-
mic administration of the remedy, of its

great cost and still somewhat limited

supply, I am far from advocating its use

in all cases of diabetes. There arc many
mild diabetics who can maintain them-
selves perfectly well without it and need
not take it. Please notice that I say
need not take it, for I believe that every

diabetic would be benefited by it. For
the present I have set an arbitrary limit

above which I am not inclined to give

Iletin. Whenever the patient can take

at least 60 grams of carbohydrates, 1

gram protein per kilogram of body
weight and fat sufficient to cover his

caloric need, and on this diet can main-
tain strength and energy and keep his

urine free of sugar, I believe it is un-

necessary to employ Iletin.

THE DOSAGE AND METHODS OF ADMIN-
ISTRATION OF INSULIN.*

By ALLAN EUSTIS, M. D.

In the early experimental work with
Insulin in Prof. Macleod’s laboratory

at the University of Toronto it was de-

termined that the injection of this sub-

stance in overdose in rabbits caused
definite symptoms, characterized by ex-

citability of the animal even to the point

of convulsions, followed by coma and
death. Intense hunger was also ob-

served, the animal eating ravenously,

and if sufficient food were given, the

characteristic symptoms of an overdose
were delayed and often not manifested.
It was also observed that the blood

sugar steadily declined in quantity and
when it reached 45 milligrams per 100
cc. of blood (0.045%) the animals were

*Read Before the Meeting of the Orleans Parish
Medical Society, April 9th, 1923.
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seized with convulsions. These convul-
sions are very similar to strychnine
poisoning and can be induced in the
quiescent animal by shaking the rabbit,
or even by raising it up by its ears.

Convulsions occur from an overdose in
from two and a half to four hours after
hypodermic injection of the Insulin. It

was finally decided by the Toronto
group to establish as a unit the amount
of Insulin that will lower the blood
sugar to 45 milligrams per 100 cc. of
blood (0.045%) in a rabbit weighing
about 2 kilos.

The preparation used in this country
under the trade name of Iletin, is manu-
factured by Eli Lilly & Co. of Indian-
apolis, as Dr. Lemann has told you, and
was supplied to us gratis by this firm
for the clinical tests. The unselfish and
scientific manner in which they have
undertaken the clinical tests of this new
remedy before general distribution of
the product deserves the commendation
of the entire medical profession. While
the Toronto group have standardized
their Insulin so that one cubic centi-

meter contains one unit, Iletin, the
American product, contains in the
stronger solutions as high as 20 units
per cc. A unit of Iletin is the amount
of Insulin which will lower the blood
sugar of a rabbit weighing 1 kilo to 45
mg. per 100 cc. of blood in from one to

four hours after having been fasted for
24 hours. It is marketed in rubber
stopped vials in different strengths, and
wrapped in yellow, white and blue
labels, to lessen the danger of an over-
dose.

H-5 contains five units per cc., yellow
label; H-10 contains ten units per cc.,

white label ; H-20, contains twenty units
per cc., blue label.

I am mentioning these details as I

feel sure that it will not be long before
this remedy will be available to the gen-
eral profession, at any rate, to those
members of the profession who will

take the trouble to teach their patients
how to calculate out their diets and ex-
amine their urine. One unit of Iletin

will metabolize one to four grams of
glucose, but this action varies in each
individual case, and it is therefore es-

sential that the carbohydrate tolerance
of each patient be first established be-

fore starting treatment, the carbohy-

drates, proteins and fats being slowly
increased, with increasing doses of In-
sulin.

Time of Administration. The maxi-
mum effect of the remedy is reached in
from four to five hours after injection
and in our cases we have injected either
just before or immediately after the
meal, the best results, apparently, being
when given before meals. In severe
cases, and in coma, it should be given
every four hours, and this also applies

to operative cases of diabetes in which
the glucose is being given by proctocly-

sis, or by hypodermoclysis. Some few
patients can get along on only two in-

jections, but most of them will require
three injections daily.

Methods of Administration. Unfor-
tunately, the remedy seems to have no
effect when given by mouth or by
enema, and must be administered by
needle hypoclermatically, except in dia-

betic coma cases, when it should be
given intravenously. There seems to be
some slight effect when the remedy is

introduced in the form of a nasal spray,

but absorption by this route is too in-

definite to be of value.

On the suggestion of Dr. F. P. Chil-

lingsworth, I became interested in tie
administration by inunction, and in

two cases this method of administration
was resorted to with definite evidj ice

that the Insulin was absorbed. U will

be noticed that when the rubs were dis-

continued on three occasions, the
patient’s blood sugar promptly rose in

twenty-four hours, with reappearance
of sugar in the urine to disappear again
when the rubs were resumed. How-
ever, it will also be noticed that it re-

quires three times the dose by inunction

as by needle, and this method 1 of admin-
istration becomes quite an expensive
item to the patient, and had to be re-

placed by the needle in both of the cases

in which it was tried. The second case

on whom I resorted to inunctions was
a child of five, who resisted the use of

the needle, necessitating a struggle each

time administration was required. She
remained sugar free with only five units

by needle, and forty units by inunction,

the rubs being given four times daily.

While without rubs it required 25 units

hypoclermatically, to render her sugar
free. The importance of thoroughly
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rubbing in the ointment was well

demonstrated in this case, and may ac-

count for the fact that no one else seems
to be able to obtain results by inunction.

As long as the trained nurse was kept

on the case, the child remained sugar

free, but when a relative gave the rubs,

sugar promptly returned in the urine,

although the child was on the same diet,

and using the same ointment. I am con-

vinced that in these two cases, the in-

unctions were most certainly efficacious.

The ointment used was made from
anhydrous lanolin, which takes up ap-
proximately 40 per cent of water, and
by using the concentrated solution of

Iletin, H-20, containing 20 units per cc.,

very small quantities of the lanolin

were required, for each rub, approxi-

mately only half a drachm of ointment
being required1

. If further tests show
that Insulin can be administered in this

manner, it will certainly be a great help

in the treatment of children with dia-

betes.

Dosage. As stated above, the dose
for each individual case 'after establish-

ing a maintenance diet, must of neces-

sity vary, and in our experience, has
varied from five to sixty units a day.

In adult coma cases with a high blood
sugar content, or one in whom there is

5 per cent or more of sugar in the urine,

20 units can safely be given intraven-
ously, and 10 units hypodermatically,
frequent examinations of the urine and
blood sugar being made and 1 the dose
repeated or lessened, depending upon
the effect of the first injection. Inas-

much as it has been my experience that
the glucose from the protein molecule
is metabolized even by Insulin, with
greater difficulty than preformed glu-

cose, I make a habit of administering
glucose either intravenously, or by
proctoclysis, aiming at burning up the
excess of fatty acids, rather than rid-

ding the circulation of excessive glu-

cose, until the patient has recovered
from coma. As long as the urine con-
tains sugar there is no danger of hypo-
glycemia unless a large dose is given,
provided the product is well standard-
ized.

Symptoms and Treatment of Over-
dose of Insulin. Dr. Lemann has re-

ported the characteristic symptoms in

his case of hypoglycemia, which may be
summarized as intense hunger, weak-
ness, cold, clammy perspiration, muscu-
lar twitchings and coma. Treatment of
the early symptoms, which should be ex-
plained to all patients taking Insulin,

consists in the prompt ingestion of glu-

cose. A glass of orange juice will give
almost immediate relief of the weak-
ness and hunger, but in coma cases
from overaction of Insulin, more heroic
methods may be necessary. Dr. Bant-
ing advises 1 cc. of 1-1000 solution of

Epinephrin hypodermatically, which
mobilizes the glucose in the tissues, and
if the patient is unable to swallow, in a
few minutes the intravenous of glucose,

25 cc. of a 10 per cent solution.

In rabbits the recovery from hypo-
glycemia, after the subcutaneous injec-

tion of glucose, is remarkable to observe,
and you will notice that the animals eat
voraciously as soon as they recover.

PROTOCOL.

Effects of injection of Insulin on Rabbits
in lethal dose.

5 p. m. Brown rabbit, weight 6 pounds,
equals 2.7 kilos, was given 40 units of Insulin
by needle, subcutaneously in the abdomen.

7 :20 p. m. Severe convulsion with evacua-
tion of urine, lasted about two minutes, then
rabbit became quiet, but droopy.

7 :40 Animal lying flat with head extended
and tail drooping; respiration rapid, takes
notice of noises and lifts head and ears.

7:57 5 cc. of 10 per'cent glucose by hypo.

8 :00 Ate cabbage, which he formerly re-
fused; ears still drooping.

8:08 Active and washing his face.

8:13 Normal, 5 cc. more glucose given.

The graphs of two cases are shown to

prove that Insulin can be absorbed
through the skin if properly rubbed in,

the scope of this paper not covering the
clinical aspects of the treatment, this

being left to Dr. Lemann in his paper,
while the blood findings in these cases
will be reported by Dr. Giles, without
whom we would not have been able to

make these investigations, and to whom
thanks are due.

Thanks are also due to the Depart-
ment of Experimental Medicine of Eli

Lilly & Co. in charge of Drs. Clowes
and Walters, for their generous supply
of Insulin during the course of these
investigations, to Touro Infirmary for
the free beds, to Drs. Lanford and



38 Eustis—Dosage and Administration of Insulin.

CHART 1. White male, age 19, showing prompt effect of Insulin when given hypodermatically,
the inefficacy of administering it by enema, as well as its good effect when rubbed into the
skin, from Dec. 19, 1922, to Jan. 1, 1923. A rise in blood sugar as well as a reappearance of
the glycosuria, will be noted on Jan. 4 to 7, when the rubs were discontinued.
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CHART II. White female, five years old, on the

verge of severe acidosis. Showing the effects of

the absorption of Insulin through the skin crossed

rectangle representing the units of Insulin rubbed

into the skin, and the solid rectangle representing

the amount of Insulin given hypodermatically.

It will be noticed from this chart that when thtf: In-
sulin was thoroughly rubbed into the skin by the
trained nurse, up to April II, the urine remained
sugar free. ' After the nurse left the case on above
date, the sugar promptly reappeared in the urine,
to be controlled later by hypodermatic administra-
tion.

Bowden of the Pathological Depart-

ment, for their laboratory examina-

tions, to Professors Garrey and Denis

for many helpful suggestions, and to

the latter, many laboratory determina-

tions, and finally, to the nurses at the

Touro Annex, and to my two assistants,

Misses Monroe and Brechtel for their

zealous co-operation in every way.

TREATMENT OF DIABETES MELLITUS
WITH INSULIN ( Iletin) .*

By DR. U. W. GILES.

In the study of Diabetes there has

been a closer collaboration between the

laboratory and clinical investigator than

any other disease. The main advances

of knowledge of this condition 'have

been done principally by men who have

been thoroughly familiar of laboratory

principles and experimental investiga-

tion.

Laboratory methods have been par-

ticularly helpful in the diagnosis of very

early diabetes; and it is only through
laboratory means that we are to 'deter-

mine the severity of the case and the

detection of a beginning Ketonuria.
Previous to starting the Iletin experi-

ments it was suggested that blood sugar

*Read Before the Meeting o f t*>~ Parish
Medical Society, April 9th, 1923,

determination should be done daily, and
that a micro-method for blood sugar
determinations should be attempted.
The reason for elaborating a micro-

method was on account of assuming a
secondary anemia may be produced in

the patients, and also psychic deleteri-

ous effects may occur on repeated col-

lections of such quantities of blood with-
drawn daily. However this assumption
has proven false, because I have with-
drawn from 3-10 cc. of blood for 52 con-
secutive days and comparing the red
blood count and hemogoblin today it

compares favorably with that previous
to the experiment. The micro-method
was elaborated under the guidance of
Dr. Denis, using 0.1 cc. of blood for the
sugar determination instead of custom-
ary 2-5 c.c as required by the Folin and
Wu original method. The method was
first attempted with a fair degree of

success, using Folin-Wu original method
as a standard of comparison, but as I

became more efficient with the tech-

nique of the method the greater the

variation between the two methods ;
and

being more interested in other problems
this method was abandoned without dis-

covering the reason for the variation.

The method of Folin was adhered to,

merely using smaller quantities of solu-



40 Giles—-Treatment of Diabetes Mellitus.

lion, with a few minor changes when
deemed advisable.

Recently Dr. Denis has carried out
certain experiments, i. e. collecting the

blood from normal individuals, mild
and severe diabetic patients and also

patients in coma. These bloods have
been precipitated immediately, 3, 6, and
24 hours respectively at room and ice

box temperature.
The results seem to show that in nor-

mal bloods the sugar content is lowered
at certain degrees of rapidity; while in

diabetics the blood sugar deteriorates at

a slower rate; that the blood collected

from patients in coma change at an ex-

tremely low rate or none at all in 24
bours; and that in the patients receiv-

ing Iletin the blood changes in direct

proportion to the amount of Iletin re-

ceived. This variation of Glycolysis ex-

plains the great variation of blood
sugar determinations on the same indi-

viduals.

Recently I reported a 444 mg. blood

sugar per 100 c.c of blood and a differ-

ent laboratory reported 176 mg., but on
questioning the technician it was dis-

covered he had precipitated the blood 27
bours after collection.

A spleno-myelogenous leukemia pa-
tient, with a blood sugar of 126 mg.
showed deterioration of 100 per cent in

one hour.
The favorable comparisons were got-

ten when the two methods were used
simultaneously on severe diabetic

bloods. The greatest variations were
gotten on the same diabetic persons
when receiving Iletin. Burdened with
my clinical duties thirty minutes to two
hours would elapse between the two
precipitation periods. On observing
these changes found by Dr. Denis and
looking back over the micro-method, it

appears that the variations may not be
due to the method itself or the tech-

nique, but in the time I precipitated the
bloods. This assumption has later

proven correct.

You have observed on one of the
charts shown by Dr. Eustis that the
fasting blood sugar is 222 mg. per 100
cc. of blood, and sugar is present in the
urine. The patient is given Iletin and
one hour after administraton the blood
is collected and the blood sugar deter-
mination made and 124 mg. is found

and the urine does not reduce Benedict’s
Solution. The next the blood sugar is

again determined and 218 mg. is re-

ported and the urine again reduces
Benedict’s Solution showing that Iletin

does temporarily lower the sugar in the
blood and banishes it from the urine.

Observing the chart of Mr. R. you
notice that this man may take 180 gms,
of carbohydrate and excrete 150 gms.
of sugar in his urine. This partially

has beeen explained bv Drs. Lemann
and Eustis as a burning of his body tis-

sues and also probably a delayed sugar
excretion. I do not feel that this fully

explains his condition, because there is

a definite impairment of some other
function associated with partial lack of

the pancreatic factor. Between Iletin

injections the blood sue-ar invariably
rose showing that a continual supply is

necessary for the working enzyme.
When the effect wears off, gamma glu-

cose which is readily utilized or stored
is no longer formed in appreciable
amount, and a major portion of the
sugar circulating in the blood cannot be
removed, with the result that the sugar
rises up to the leak point of the kidneys.

The experiments of Clark. Hewitt
and Pryde, Winter and Smith have
shown that normal blood sugar is a
gamma glucose and that of patients suf-
fering from severe diabetes is of an
abnoral nature probably a. b. glucose.

Mr. R. yesterday took 90 units of
Iletin and the diet was 30 carb., 30 pro-
tein and 100 fat and he excreted 36
gms. of sugar in his urine. Also an
emotional disturbance must be consid-
ered. On observing this man you will

notice a muscular twitching or spasm
of thumb and index finger of left hand.
It has been suggested that this condition
is due to an organic lesion, but Drs. Van
Wart and Holbrook negated this sugges-
tion. In the diabetic clinics and wards
I have seen just such conditons as this

showing muscular contractions of the
toes, hands, pectoral, abdominal and
facial muscles ; and also showing such a
variation in the intake and output of
carbo-hydrate. On questioning these
individuals invariably a mental depres-
sion was noted. Carefully inquiring
into this man’s history it is discovered
his business has recently gone into in-

solvency; he has recently lost his home



Giles—Treatment of Diabetes Mellitus. 41

through fire, and at present forced to

borrow money to meet his expenses,

etc.

Laboratory Examinations: Examina-
tion of blood and urine are carried on
daily for varied lengths of time, depend-
ing on the severity of the case. Twenty-
four hours specimen of urine should be
collected daily in usual manner and ex-

amined qualitatively and quantita-
tively making useful routine tests

for volume, specific gravity, etc.,

also examined for sugar, acetone,

diacetic acid and total nitrogen.

The C0 2
combing power of the

blood should be made at times. The
bulk of the laboratory work was done by
Dr. Bowden and it is only through Dr.
Dowden that these experiments could
have been completed.

Ketonuria, Acidosis and Coma. In
many diabetic cases glycosuria is not
the only problem reckoned with

; a dis-

turbed fat metabolism, ketonuria, acido-
sis and coma. Ketonuria associated
with glycosuria clears up when suf-
ficient carbo-hydrate is burned and this

usually is brought about with diatetic

management. However, with the injec-

tion of Iletin the ketonuria and gluco-
soria clear up quite rapidly. It appar-
ently seems that in patients with an
acidosis and taking a sufficient amount
of Iletin the sugar disappears about 2
to 3 hours before the acetone from the
urine and that acetone reappears 8 to 9
hours later and about 2 hours before the
reappearance of sugar in the urine.
At the present we are not able to lay

down a hard and fast rule as to the
exact amount of Iletin and just what
diet to be given. Iletin certainly is an
advancement in the therapy of treating
diabetes and its complications. While it

is an advanced step in the therapy of
coma, yet in advanced cases it has
almost proven hopeless.
Hypoglycemia: In the comatose the

danger of hypoglycemia must be com-
bated by administering sufficient glu-
cose at the same time. We must correct
the disturbed fat metabolism and de-
crease the ketone production, and no
need be paid' to the glycosuria at this
time.

In administering glucose intraven-
ously it should be of the purest form
and sterilized under pressure. I have

recently given from 5 to 800 cc. of a 10
per cent glucose for eight consecutive
days.

The comatose patient shows a re-

sponse by a rise in the alveolar C0 2 ,

fluttering of the eyelids, response to

pairjful stimuli and reduction of the
ketones. The alkali reserve rises more
slowly than the reduction of ketone
bodies and certainly later than clinical

signs and symptoms, consequently we
can easily be misled by the latter. Dis-

appearance of sugar is no indication

that the patient is much better and we
should discontinue heroic treatment

; for

it merely indicates that more glucose

should be given or possibly the. use of

epinephrin.

Summary: 1. Blood sugar can be de-

cidedly reduced even below normal
value.

2. Glycosuria is abolished.

3. Alkali reserve and alveolar C0 2

can be lowered.
4. Ketosis disappears from urine

and blood.

5. Increased utilization of carbohy-
drate, shown by an increased respira-

tory quotient, and also explains the base
of metabolism is increased.

6. The blood sugar of diabetes dif-

fers from that of normal persons.
7. In diabetics the decreased amount

of blood sugar produced by injections of
Iletin, contains a greater amount of

normal blood sugar as shown by the
alteration approaching normal.

DISCUSSION.

Dr. J. B. Guthrie: This is a therapeutic
measure that is not going to be one of the
thing's to be brought up and then cast aside.

It is what we have been working and hoping
for. There has been much of experimenting
with pancreatic extracts in the treatment of
diabetes. We have known for some time
that the activating hormone of the liver came
from the islands of Langerhans, but all at-

tempts at utilizing it in diabetes have failed
up to the time of Banting’s work.

I happened to see one of Dr. Lemann’s
early cases. The case came in with pro-
nounced acidosis and I saw the patient from
time to time at the Touro. It was fascinating
to watch the conquering' of this diabetic syn-
drome—something I had not sben before.

Recently there was admitted to my service
in Charity Hospital the woman Dr. Giles men-
tioned. She weighed 70 pounds on admission
and had a blood sugar content of 623 mg.
per 100 cc. The urine showed a larger output
of sugar than total amount of carbohydrate
consumed. She was a complete diabetic.
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throwing out for days more glucose than the

total of carbohydrates and proteins ingested.

A prolonged state of malnutrition had pro-

duced pellegra lesions. This patient now
receives 15 units of Iletin daily and has
gained, in nineteen days, four pounds. Her
skin has cleared up, the dry, harsh appear-
ance has disappeared, she has with Iletin a
tolerance of carbohydrates 50 gr. protein 56
gr. and fat 106 gr. She is sugar-free on this

diet, and the diet is something more than
sufficient for her daily need.

In another case also in the service of about
the same weight, there was not quite so low
a tolerance, but with the most restricted diet
short of actual fasting, there was sugar in

the urine. There was a tolerance lower than
30 gr. It is a sad thing to think of a patient
being a slave to the hypodermic needle three
times a day for the rest of his life. This is

the outlook at present. The question of ex-
pense is a most important one. The expense
will probably be cut down in the future.
Perhaps some philanthropist will endow Insu-
lin so that the charity patient can have it as
long as he is willing to come.

What are we g'oing to do with negroes?
These are difficult patients under hospital
conditions. We can trust very few of our
patients to use a hypodermic needle them-
selves. Attending a case three time a day
may be impossible. Why feed them three
times a day? Why cannot we give them two
meals a day and reduce the number of hypo-
dermics to two, one-half hour before meal
time? Could we not avoid the daily visits

altogether? It seems to me that perhaps we
might be able to get an oil suspension which
would be absorbed gradually and act as gland
implantation. We have succeeded in other
directions with injections in oil suspension.
It is worth further effort.

We cannot give Iletin indiscriminately,
even with a cake of chocolate in the pocket
for protection.

I do not mean to say that a daily blood
sugar estimate is necessary, but it has to be
done at intervals. Without blood sugar tests

we are at sea. The first case I mentioned
has a high threshold and a correct estimate
of carbohydrate metabolism could never be
obtained from the urinary output. Unless
we are prepared to observe these cases by
repeated blood sugar estimates, we should
not yield to the temptation of using the Iletin

excepting to keep up a previously determined
dosage.

Dr. Devron: “It may seem ridiculous, but
it occurred to me that as these doctors ar-

rived at those conclusions by ligating the

ducts of Wirsung, thereby isolating the active

principle or Hormone; why cannot some of

« our local surgeons tie these same ducts in

persons having diabetes instead of using hypos
three times a day?”

Dr. I. I. Lemann (closing): I have com-
mitted a very grievous error; I have failed to

express my appreciation to the hardest worker
of them all, Dr. M. P. H. Bowden. If she had
not been on the firing line we would not have
been able to carry out our observations. I

failed to mention her at all • I intended to put
her name at the end as a climax.

I think it is also due the Society to explain
the status of Insulin at the present time.
Insulin is not on the market generally. Bant-
ing and Best patented the discovery and
turned it over to the University of Toronto.
The University of Toronto has licensed Eli
Lilly & Co. in the United States and the
National Research Council in Great Britain.
The University of Toronto will manufacture
it in Canada. It is not intended that there
shall be any actual profit accruing to the
University and any surplus will be devoted
to research in the same field. Up to now the
Toronto group, as well as Lilly, have felt it

was not safe to put Insulin in the drug stores
for prescriptions or otherwise. As you
have seen, it is yet a matter of great import-
ance to control the administration of Insulin
with accurate determination of the tolerance
of patient. Up to now, the men to whom
the preparation has been sent have been ap-
proved by the Toronto group.

Dr. Giles pointed out that there are many
people on whom it will be difficult to continue
the use of Insulin for all of their lives. How
can they do it? Several observations have
to be made. In the first place, I do not yet
believe that it is necessary to give Insulin to

all diabetics. Many have mild cases and can
get along without it. In view of the neces-
sity of hypodermics and because of the
limited supply, I think that we should set a

level above which we may deny Insulin to the
patient. Personally, I have set such a line:

If the patient can, on a diet of at least 60
grams of carbohydrates. 1 gram of protein

per kilo of body weight, and sufficient fat

to cover the caloric needs of the body, keep
energy and weight, he does not need Insulin.

Insulin will benefit all patients, but all

patients are not compelled to take it.

In the second place, we may look upon the

use of this preparation as we do the use of

digitalis. Heart cases are put on their feet

by the use of digitalis and rest. I think that

we have every reason to believe that we may
restore patients by temporary use of Insulin

and then they may go along for a period with-

out Insulin and with dietetic treatment only.

Finally, I would like to answer Dr. Devron.
I think the Doctor has failed to understand
my statement thoroughly. Ligation of the

duct of Wirsung brings about atrophy of the

pancreas, leaving in the remnants only islet

tissue; from this islet tissue insulin is pro-

duced by extraction. Ligation of the pan-

creatic duct will not cure diabetes but will

produce fatty diarrhea.



PROCEEDINGS OF THE LOUISIANA STATE MEDICAL SOCIETY
Report of House of Delegates to General Assembly, Annual Meeting of 1923,

at New Orleans.

During the present meetihg of the

Louisiana State Medical Society the

House of Delegates held two meetings.
The Council has also been in session and
attended to all matters which were pre-

sented to them.

The House of Delegates had numer-
ous and interesting matters for consid-

eration which were disposed of expedi-
tiously after due deliberation and con-

sideration, the most important of which
are presented to you for your informa-
tion.

The report of our President, Dr. Paul
J. Gelpi, was replete with interesting

facts and recommendations. A special

committee was appointed and made the
following recommendations thereto:

(1) Thanks to our friends in the last

Legislature for aid and assistance ren-

dered.

(2)

. Vote of thanks to the Board of

Directors and the Editorial Staff of the
New Orleans Medical and Surgical Jour-
nal.

(3)

. Commendation of the Execu-
tive Committee, Secretary and his of-

fice for their attendance and coopera-
tion during this tenure of office.

(4)

. Recommendation that the af-

fairs of the Journal be under the control

of the Executive Committee who will

appoint a Journal Committee with over-
lapping terms of office for membership
on this Committee.

(5)

. That the Hospital Abuse Com-
mittee should become active and in con-
junction with like Committees from
Parish Societies and Hospitals to

formulate laws to correct Hospital
abuse, after which to consult with the
Committee on Public Policv and Leg-
islation for the purpose of formulating
and introducing a Law for Hospital
Abuse:

(6)

. That the House of Delegates
go on record as opposing plan offered
by the American Medical Association
of districting the United States into

District organizations.

(7). Recommendation that a Com-
mittee of 5 be appointed to develop plans

and means for the erection of a memor-
ial to the lamented Dr. Walter 0. Reed
in commemoration of valuable services
rendered his profession.

The Secretary-Treasurer’s report giv-

ing the activities of the office for the
past year was submitted and upon
recommendation of Secretary’s Report
Committee two recommendations, as
follows, were adopted

:

(1) May 1 was the time decided for

suspension and June 1 for the time for

dropping from the rolls of the Louisiana
State Medical Society any member fail-

ing to pay annual dues up to these dates
and reporting same to American Medi-
cal Association

(2)

. That the fiscal year of the
Society revert back to January 1st for

reasons made known in the Secretary-
Treasurer’s report.

The Chairman of the Council, with
the other reports of Councilors from
their respective districts were submit-
ted and approved. These gave activi-

ties and medical efforts occurring in

the various Congressional Districts.

Likewise the various Committee re-

ports, both standing and special, were
called and all of them, with the except-

ion of the Committee on Hospitals and
the Committee on Health Problems and
Education, submitted their reports.

As per request in the report of the

Committee on Public Policy and Legis-

lation, a vote of thanks was sent to the

various Senators and Representatives
who were of material assistance and aid

to our Public Policy and Legislation
Committee in Baton Rouge during the

recent session of the Legislature.

Upon recommendation of the old Bud-
get and Finance Committee the new
Budget and Finance Committee will be
of only three members with overlap-
ping terms of 1, 2 and 3 years respec-
tively.

43



44 Proceedings of State Society

The Committee on Medical Education
submitted a very interesting report re-

citing the activities of our medical
schools in this State. This was a very
unusual report and showed that medical
education was being conducted in New
Orleans on just as high a plane as in

any other center of the United States.

It is interesting to know from the
reports of the Committees on Vivisec-
tion and Public Policy and Legislation
and that two bills antagonistic to the
medical profession,—namely the Anti-
vivisection bill and the bill to legalize the
the practice of chiropractic in this State,

were combatted by this committee and
defeated.

The House of Delegates disposed of a
very important committee report “Care
of Indigent Physicians” by placing this

Committee as a standing committee with
its present Chairman, Dr. C. A. Weiss
to devolop plans and means for future
consideration to take care of our indi-

gent physicians. This represents a de-
cidedly new and progressive step by
the State Society to aid its members
in time of distress.

The report of the New Orlenas Medi-
cal and Surgical Journal owned by the
Louisiana State Medical Society, showed
an immense progress within the last 10
months and presented a financial state-
ment which was flattering.

The Louisiana State Board of Medi-
cal Examiners submitted' what was con-
sidered the best report that we have
ever been furnished from this Board
giving in detail the activities and ac-

complishments during the past year.

A very interesting letter from Dr. W.
C. Woodward, Executive Secty., Bureau
of Legal Medicine and Legislation was
presented and the House adopted recom-
mendations condemning the Veterans
Bureau for training ex-service men as
chiropractors and as opposing practice
of the Legislative Bureau from amend-
ing and promulgating regulations to the
National Prohibition and Harrison Nar-
cotic Acts without consulting the medi-
cal profession.

They also adopted a resolution favor-

ing the organization of the Women’s

Auxiliary to the State Medical Society
as requested by the Women’s Auxiliary
of the A. M. A.

Concerning the report made by Dr.
T. E. Wright in 1922, House of Dele-

gates voted that District Societies

should be entitled to one delegate in the
House of Delegates.

Also, as per recommendations made
by our retiring President, Dr. Knighton,
amendment to the By-Laws was passed
reducing from 10 to 7 papers in the Sur-
gical and Medical Sections respectively,

this cutting down by 6 the total number
of scientific papers.

They also, after all legal requirements
had been made, voted for the amend-
ment to the Charter whereby our retir-

ing President should be a member of

the Executive Committee for one year.

The House of Delegates went on rec-

ord as opposing the present manner of

labeling caustic preparations and re-

quested Legislative Committee to for-

mulate bill after the Pennsylvania bill,

for introduction at the next session of

the Legislature.

Also it adopted resolution favoring
the present Charity Hospital appeal.

Upon request from the State Board
of Health resolution was adopted en-

dorsing the collection of Vital Statistics

in the State and the report to the Coun-
cil for consideration of members of the
Louisiana State Medical Society who
failed to report vital statistics as they
should.

Marriage Law: The House went on
record as favoring a Law restraining
the insane, feeble minded, epileptic or
people infected with venereal diseases

from marriage and1 special committee
was appointed to draw up a suitable

Law containing these sentiments and
views and report back to the House of

Delegates at the 1924 session for con-
firmation.

Dr. C. P. Gray was elected as frater-

nal delegate to coming meeting of the
Mississippi State Medical society and
Dr. S. C. Barrow of Shreveport was ap-
pointed fraternal delegate to the coming
Texas State Medical meeting.
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Resolution Committee offered the fol-

lowing resolutions winch were aaopied

:

WHEREAS, the Ladies, the Local Medical
Proiession, Mayor oi the City of New Urleans,

the Arrangement Committee, Scientific Ex-
hibitors, tne Talane Colleg'e of Medicine,
Tulaiie Post-Graduate School of Medicine,
Loyola Post-Graduate School of Medicine, Eye,
Ear, Nose and Throat Hospital, St. Luke’s
Sanitarium, the Local Press, Chief of Police,

The New Orleans Medical and Surgical Jour-

nal and the various clubs have left nothing-

undone to make the present meeting of the

La. State Medical Society both pleasant and
profitable

;

BE IT RESOLVED, That the thanks be ex-

tended on behalf of our Society to all con-

cerned for their gracious and untiring efforts

to make our stay in their midst most pleasant

and profitable.

WHEREAS, The Officers and Clerical

Force of the Society have been untiring and
successful in their efforts to maintain the

strength and dignity of our Society during
the past year,

BE IT RESOLVED. That the thanks of

the Society be extended to our past officers

and the office force for their unfailing devo-
tion to our beloved Society.
WHEREAS, It has been generally com-

mented that the business of this meeting has
been transacted with such punctuality and

smoothness that the fact that there was a
machinery of operation was scarcely apparent.
BE IT RESOLVED, That thanks and ap-

preciation be extended to our Secretary-
Treasurer, Dr. P. T. Talbot and his Assistants,
whose foresight and efficiency rendered the
above possible,

Respectfully submitted,

(Signed) DR. A. 0. HOEFELD,
Chairman.

We are very proud to report the un-
usual attendance at the annual meeting
just passed, which showed a total regis-

tration of 486 members of the State
Medical Society and with guests and
visitors ran the total registration up to

602. This is a distinct evidence of in-

creased interest of the members of the
Society at the Annual Meeting. An ad-

ded feature of our meeting was the
scientific exhibit, composed of 56 exhi-

bitors, displaying specimens, cuts, etc.,

of medical interest.

Trusting that the above report will re-

ceive your approval and our actions war-
rant your commendation,

Respectfully submitted,

P. T. TALBOT,
Secretary-Treasurer.
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EDITORIALS

A STATEMENT OF THE BOARD OF
DIRECTORS.

It is just one year since this JOUR-
NAL became the property of the Louisi-

ana State Medical Society. The com-
mittee of arrangements for the meeting
of the American Medical Association

last held in this city, after entertaining

the members in an unusual and success-

ful manner, still had left in its treasury

some three thousand dollars. After de-

liberate consideration this sum was de-

voted to the State Society to be used as

a first payment on the purchase price of

the JOURNAL, all of which has been
duly published, but is told again to

freshen the reader’s memory.
This left a balance to be paid of two

thousand dollars, represented by three

notes of $666.66 each, one to be paid

annually. Note number one has been

taken up and the interest for the first

year has been paid in the two others.

The money has come from the earnings

of the JOURNAL, not from the treas-

ury of the Society which, up to date, has

not had one cent of expenditure for the

acquisition or the publication of the

JOURNAL.
This financial result was made pos-

sible only because the Board of Direc-

tors insisted upon following a conserva-

tive and economical policy, not yielding

to the wishes of the over-zealous who,
through the sudden adoption of radical
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changes, might have led to a debit in-

stead of a credit on the balance sheet.

Nothing is easier than to spend
money, especially the other fellow’s, but
our desire was, not to splurge nor to

attempt to shine by means of an ill-

afforded brilliancy, rather to demon-
strate the financial possibilities of the
State Journal, serve its membership by
the publication of the annual proceed-
ings, and furnish a medium for the dis-

semination of other medical information
and the interchange of ideas.

Our aim was to add gradually to the
attractiveness of the JOURNAL, both
as to its physical make up and its

literary quality, in proportion to our
financial ability. After the purchase
price has been liquidated, more rapid
progression rightfully can be antici-

pated. In the meantime, during the

short time we have remained in full

control, we have done the best we could.

The future of the JOURNAL will de-

pend upon the co-operation of the mem-
bers of the State Society and the degree
of their disinterested assistance.

VOLUME SEVENTY-SIX.

Owing to the fact that the Executive
Committee of the State Society had not

yet appointed the Journal Committee
which will be charged with the manage-
ment of the JOURNAL and be endowed
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with the powers of a Board of Direc-

tors, the Existing Board had been re-

quested by the Executive Committee
to continue in authority until the new
appointments could be made.

Inasmuch as the former editor-in-

chief had already announced his in-

ability to continue in office, owing to

the lack of time necessary to fulfill its

duties and, furthermore, because of

some disagreement as to policies and
authority, the Board of Directors

deemed it simpler to assume all jespon-
sibility • for the editing as well as the

publishing of this the first issue of

volume seventy-six.

Certain changes in form and appear-
ance, which have been under considera-

tion for some time, but could be inaugu-
rated consistently only with the begin-
ning of a new volume, will be noted.

We hope they will meet with the favor
of our patrons. At any rate we have
done what seemed to the best advantage
of the JOURNAL and, consequently,
the society. Whatever may be the ver-

dict our comfort will be that we have
served as managers during the past
year to the best of our ability and that
we shall have served with an increased
responsibility until relieved by the ap-
pointment of our successors.

THE NEW MANAGEMENT.

The president of the State Society, by
authority of the Executive Committee,
has appointed the following as members
of the Journal Committee. Dr. H. B.
Gessner, New Orleans

;
Dr. A. A. Herold

Shreveport; Dr. Oscar Dowling, New
Orleans; Dr. A. 0. Hoefeld, New Or-
leans; Dr. H. W. E. Walther, New Or-
leans.

They will take over the managing
and editing of the JOURNAL and we
bespeakvfor them the same measure of
kindness and co-operation that we have
enjoyed during our term of office. The
more rapidly they can improve the pub-
lication the better pleased shall we be.

It is not often that valedictories come
in such close succession, but our turn
has come to say farewell and thank you.
Long live the JOURNAL.

OUR RUSSIAN COLLEAGUES.

A communication received from Dr.
W. S. Thayer calls attention to the de-

plorable condition of the physicians of
Russia. While the demands for their
assistance have multiplied many times,
they have been lacking in medical sup-
plies and almost deprived of the neces-
sities of life. They are in need of food
and clothing for themselves, of drugs
and surgical instruments for their
patients, to say nothing of books and
journals printed in English.

The American Medical Aid for Rus-
sia, the Medical Division of the Ameri-
can Friends (Quakers) Service Commit-
tee are trying to collect the above men-
tioned necessities and are in a position
to assure American physicians that con-
tributions will be efficiently distributed

to Russian hospitals, medical schools

and individual physicians.

It would be of immense help if all

who can afford to do so sent some
money and those who have them to

spare sent clothes, files of journals, me-
dical books and instruments.

Naturally, most of us no doubt feel

out of sympathy with Russian politics

and disturbances, yet we must remem-
ber that the physicians, from the very
nature of their calling, are more apt to

be the least involved in the upheaval and
the most deserving of our commisera-
tion.

Many nationally known and esteemed
physicians of this country are included
in the membership of the committee,
whose secretary is Frances Witherspoon
and whose address is 103 Park Ave.,
New York City.

CHARITY HOSPITAL APPEAL.

As we write, the indications are that
the appeal made to the people of Louisi-

ana, for funds to put up some necessary
additional buildings, by the Board of
Administrators of the Charity Hospital,
will bring about three hundred thousand
dollars. This amount, of course, is quite

inadequate to fill the need but it will do
something. In addition, the main pur-
pose of the Board has probably been at-

tained, that is the dissemination of in-

formation regarding the hospital which
was necessary to acquaint the profes-
sion and the people with the actual situ-

ation there. This should make it simple
for the legislature to do the remainder
at its next session.
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THE SELLA AND THE OPTIC NERVE.

DR. dimitry stated that he became
interested in the bony orbit in search
of explanations for certain head and
eye complaints which were not well un-
derstood. He mentioned that many of

them were usually classified as pri-

mary but he could not accept of

such a disposition, which then led

him onward to the realization that

he should become familiar with
radiograms of the cranium and that he
should study his problems with the ra-

diologist if he was to accomplish his

desires. He stated that there existed

an immense number of air cells in the

different bony plates which formed the

orbit, and stressed the effect that path-

ology in these cells would have upon the

eyes, but he centered his remarks upon
the sella and the effect that changes
in the sella would have upon the optic

nerve, the other ocular nerves, and the
vascular supply to the eye. He called

attention to the anatomical location of

the chiasm, the optic tracts and nerve,

and by diagrams demonstrated how
they may be affected when disease exists

in and about the sella.

He stressed the necessity for a more
familiar knowledge with the normal
sella, in fact if the subject was to be
understood there should be a complete

knowledge of the middle fossa of the
cranium. He considered the size and
development of the sphenoid and then
projected different tracings of the nor-
mal sella and finally showed a collec-

tion of tracings of the altered sella. In
conclusion he contended for a greater
cooperation with the radiologist, when
you wished for greater details, and not
to delegate the entire work to him, when
facts possessed by yourself would be of
mutual benefit.

Dr. Homer Dupuy (discussing' Dr. Dimitry’s
paper). We are breaking into new ground.
Dr. Dimitry is right, and pathology in the
Sella Turcica region explains many serious
eye diseases. We now know that the optic
nerves very frequently pass through the
Sphenoid Sinus being only surrounded by the
mucous lining of this cavity. Sinusitis must,
oftener than we suspect, involve these very
nerves. As to the Clinoid processes, their
haziness does not necessarily mean pathology.
They are subject to normal variations found
in all bone structures. See how the Styloid
process varies as to size. The X-ray pro-
nouncements relative to the Sphenoid are not
yet infallible. Of course we have made ma-
terial progress and we must keep up the good
work.

Paper was also discussed by Drs. L. A
Fortier and J. T. Nix.

Dr. L. A. Fortier exhibited skia-

graphs of metastatic tumors of lungs.

Discussed by Drs. Danna, A. C. King
and Couret.
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MAY 9, 1923

dr. H. N. BLUM: I have four cases of

injury caused by foreign bodies which
I wanted to show tonight but only three

cases have come. This gentleman was
in Ward C. About three weeks ago he
was sent down from the country with a

history of an injury to his eye caused by
hammering a piece of metal. I saw that

he had a wound of entrance of the for-

eign body at the lower corneo-scleral

limbus. The foreign body had penetrat-

ed the eye, there being apparent a
wound of entrance and the X-ray showed
the foreign body to have remained in the

eye ball. It was located with the Sweet
apparatus and also shown by the move-
ment of the shadow corresponding to the

movement of the eye ball. There was
a hemorrhage in the anterior chamber
and in the vitreous. Removal was at-

tempted with our small hand magnet
but since the foreign body was beyond
its field of action, we were unsuccessful.

In such cases, we require a giant Haab
magnet. The smaller the foreign body,
the greater must- be the magnetic power
and the further the distance the greater
the magnetic power required. The for-

eign body was located at the posterior
pole of the eye and when the point of

the magnet was pushed in the lower cul-

de-sac in proximity to the posterior pole,

there was evidence of pain. We knew
then that the foreign body had moved
and that it was magnetizable. Gradually,
the foreign body was coaxed to the an-
terior part of the eye ball and then re-

moved at the wound of entrance. It came
out with great rapidity and there was an
audible snap. The foreign body is here
shown and it is two or three mm. in

diameter and triangular in shape. I re-

gret that we are unable to show the X-
ray pictures because they have been mis-
placed. The situation today is that
though the foreign body has been re-

moved the condition of the eye is still

serious. The steel came out with such
rapidity that it is very possible that as
much damage was done coming out as
in going in. The cloudiness of the vitre-

ous makes it impossible to see the red
reflexes of the retina. Examination
fails to show any evidence that the lens

has been damaged, the foreign body evi-

dently traversing the eye around the

edge of the lens.

Whether or not the operation was a

success remains to be seen by develop-

ments in the future. We know that

the fellow eye has been protected against

sympathetic ophthalmia. When foreign

bodies are magnetizable, in a very large

percentage of cases they may be suc-

cessfully removed, if not at first, after

several trials. Sometimes we have to

make an incision over the point corres-

ponding to the location of the foreign

body in order to get the full power of

the magnet especially when we operate

with a small hand magnet. In the cases

of wood, copper and glass, or other non-

magnetizable objects, we have to oper-

ate by opening the sclera at the point of

localization or by a point opposite to that

place where we can introduce a forceps

and grasp the object, removing it thru

the vitreous, and of course accomplish-

ing much traumatism thereby.

Case 2. This gentleman is a grocer and
one day while hammering on a barrel hoop he

felt something strike his eye. The wound of

entrance is about in the neighborhood of 7

o’clock at the corneo-scleral limbus. The path

of the object can be traced thiough the cor-

nea, through the iris, around the edge of the

lens, thru the coats of the eye at its posterior

pole, back to the orbit. You see that he has

a linear wound at the limbus, and hole in the

iris and with the ophthalmoscope, the hole in

the chorio-retina may be plainly seen. With
the X-ray, the object was definitely located

in the orbit. The patient has normal vision

today, the wound being' temporal to the macu-
la, the eye is quiet and while he has some
scars in the posterior eye ball, some vitreous

opacities which will bear close observation,

the prognosis seems to be good. Of course

it was unnecessary to use a magnet in this

case since the foreign body was no longer in-

traocular.

Case 3. This is not a case of foreign body
but in the absence of another case which I

intended to present, I thought this would be

of interest to the internists. This woman
came to the clinic with complaint of failure

of vision of right eye and gTadual loss of vis-

ion in the left eye. You may see.that she has a

cataract in the right eye which is a complicat-

ed cataract. She has an incipient complicated

cataract of the left eye. She was placed on

mixed treatment and her general condition

improved. I do not remember whether the
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Wassermann was a positive or not (since this
time another Wassermann has proved nega-
tive.) I sent her to the medical clinic for gen-
eral examination and Dr. Cole made a clinical
diagnosis of probable T. B. of the upper
right lobe. I have always believed that mixed
treatment was harmful with tuberculosis
patients. Her general condition has appar-
ently improved though the eye condition has
not changed. Tuberculosis of the eye in our
part of the country has been considered a
rarity, it may be that we have failed to recog-
nize cases. It is doubtful that the use of
tuberculin would be of much benefit in clear-
ing up the diagnosis, since it has been said
that the focal reaction to any protein injec-
tion would be the same as that following
tuberculin.

We can only make a diagnosis of this case
by the progress of the case.

Case 4. This particular case is of more
than usual interest. He came to my office
about one year ago complaining' of a gradual
increasing dimness of the left eye. He had
gotten a foreign body in the eye the year be-
fore by working at his trade of auto mechanic.
When he came to me, there was a very thin
bluish white scar in the cornea, a hole in the
iris, and a black object in the posterior lens.

X-ray picture of the eye showed the foreign
body present in his eye and the patient has
been kept under observation while the opacity
of his lens gradually increased until the whole
lens was cataractous and until the lens could
be successfully removed. At the time of the
operation, the nasal half of the lens which
was soft came out without difficulty and the
temporal half came out in one large piece
containing the foreign body on its posterior
surface. There was very little interference
with the wound at the time of the opera-
tion but despite this fact, the slow in-

traocular infection became gradually mani-
fest. I believe that this infection was caused
by the foreign body itself, which being in the
lens was latent and only became manifest at
the time of the operative procedure. There
was practically no iritis and all of the inflam-
matory signs pointed to an infection of the
deep eye. This foreign body was on the poster-
ior surface of the lens and after it had been
removed from the eye, we saw that it was at-

tractive to the magnet. Prognosis is fairly

good. The eye today is quiet but there are
numerous vitreous opacities which interfere
with a clear view of his fundus and therefore
with good vision of his eye.

Dr. M. Feingold (Discussing Dr. Blum’s
cases) : With the rise of industry at the end
of the last century, and with the greater use
of steel, the number of injuries to the eye in-

creased to a very alarming' extent and the
need was soon felt for means of removing
steel from the interior of the eye. It must
not be forgotten though that quite a long
time before attempt had been made to remove
pieces of steel by the use of a magnet. Great
hopes were placed in the giant magnet Pro-
fessor Haab of Zurich was to build for the
purpose of saving the sight of eyes with such
injuries in such manner that the other eye
would remain unharmed. Methods of localiz-

ing foreign body in the eye were developed,
such as the sideroscope, the different methods
by means of the X-ray and also by watching
the effect of the magnet. But we must admit
that the results have not fully justified our
hopes. When the foreign body goes in, it

destroys certain tissues in the eye, it cuts a
path in the eye and when we remove it, it

must, most of the time, cut a new path
through the eye. If during' the first injury,
tissues were torn and hemorrhage produced,
the road of the exit is again having similar
results. Statistics show that very small num-
bers of the eyes are ultimately saved with
good eye sight and without danger to the
other eye.

Another point emphasized by Dr. Blum is

the size of the foreign body and its momen-
tum. This was shown very well in two of his
cases—in one case the foreign body was com-
paratively large, but it had sufficient momen-
tum not only to cut the eyeball and enter the
eye, but the force was sufficiently great to
cut the ball again and pro.duce a second per-
foration; as emphasized in his other case, it

is on the other hand rather good to have a
small foreign body with very little momen-
tum.

During the late war quite a number of in-

teresting injuries occurred. Small foreign
bodies like innumerable fine pieces of lead or
stone were sprinkled into and lodged in the
eye; injuries with pieces of rust free nickel
steel from bullets lodged in the retina and
remained visible in the eye without damage
to the eye. That foreign bodies can heal and
remain in the eye for years and not do any
damage was demonstrated by me some years
ago before this and since. A boy’s left eye
had been injured by a lead bullet from an air

rifle, penetration of lid, cornea, iris, and lens
occurred and the bullet remained lodged in

the retina without injury to the sight during
the time of observation, several years. Iron,

steel, etc., are rather irritating' to the eye
and demand removal; lead, glass, etc., are
rather inert. Unfortunately, all iron is not
magnetic, and can, therefore, not be removed
by the magnet.

Another chapter of foreign bodies which
has of late gained considerable importance, is

the change produced in the eye by copper.
Copper will, if remaining in the eye, produce
certain changes which are of tremendous in-

terest, which have been termed chalcosis.

The patient of Dr. Blum’s with tuberculosis
and who improved under antiluetic treatment
is paralleled by another case of Dr. Blum
which he had transferred to my service at

Charity Hospital. A colored man with numer-
ous small gelatinous nodules in each iris,

severe apical infection in the lungs, who im-

proved under mixed treatment and salvarsan
given because of a positine Wassermann. A
piece of iris from his left eye was removed by
me during operation and histologic examina-
tion shows the nodules in the iris resembling
tubercles. That tubercular patients might
improve under antisyphilitic treatment is un-
questionable. Recent literature emphasizes
that we cannot lay too much stress on im-
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provement under tuberculin treatment it may
simply be reaction to a foreign protein.

Dr. W. P. Bradbum: I am ^presenting this

case to-night because of the improvement
noted in the case, an improvement which is

almost unbelievable. I saw this patient here
a week ago which was an interval of about
7 weeks from the time I first saw her and
after the diagnosis had been made and treat-

ment begun. When first observed, that is, 8

weeks ago, the patient was running tempera-
ture of 101 to 102 degrees, and-gave a history

that for a year past she had not been feeling
well, had lost weight, etc., but in the three
months previous she had gone down rapidly
and had had a constant irritating cough with
some expectoration of blood. She had to be
brought down to the hospital on a cot. She
was extremely weak and emaciated, practi-

cally no appetite and had lost her interest in
all things generally. Examination at that
time showed dullness in the left side of the
chest from about the fourth rib, mid axillary
line, downward, the flatness following’ this

level anteriorly and posteriorly. Percussion
sound over the upper portion of the lung was
about normal as compared to the right side.

There were no rales to be heard in either
lung. A tentative diagnosis of probably
tuberculosis associated with pleurisy with
sffusion was made, a needle was put into the
chest, and 50 cc. of a straw-colored fluid re-
noved. This was not exactly the straw-colored
fluid of tubercular pleurisy, there was a slight

raze. I took this personally to Dr. Lanford,
ivho made immediate examination and re-
ported that the sediment is made up of blood
cells and the large embryonal type of cells

suggestive of neoplasm. The culture made
>f the fluid removed was negative. This case
vas then referred to Drs. Samuel and Bowie
'or X-ray. Their report follows (“evidence
if an extensive pericardial adhesion with
narked opacity over the lower portion of the
eft lung. There is a large mass in the upper
lortion of the left lung which is probably a
lew growth.”) Having confirmed the diag-
losis of neoplasm by means of X-ray the case
vas turned over for deep' therapy to Dr.
Bowie. After Dr. Bowie’s exposure the case
vas allowed to go home within twenty-four
lours. When seen a week ago, that is seven

weeks after deep therapy, the patient had
come down to the office in automobile, was
feeling distinctly better, able to get about the
house and had taken a new lease on life. Her
temperature does not go over 100 and she
tells me that within three days after she left
the hospital, that is four days after deep
therapy exposure, all blood ceased and she
began to notice a distinct improvement. Per-
cussion showed the fluid level distinctly lower
than at the first observation and X-ray taken
at this time showed as above.

This case is one, I believe, that some years
ago without the use of the deep therapy, would
not be here today, and I believe that the pro-
longing of her life has been due to Dr.
Samuel’s and Bowie’s use of the deep therapy.
The further progress of the case is still to
be determined. She is to report back at in-
tervals of two months for X-ray examination
of the chest and observation. I am present-
ing this case because of the marked improve-
ment within the short interval of time, 7
weeks, and also to take this opportunity of
acknowledging’ my indebtedness to Dr. Lan-
ford, as he first suspected the cause of the
patient’s condition, and to Dr. Samuel and
Bowie for their handling of the case subse-
quently. We trust that the patient will con-
tinue to improve.

Dr. Hirsch: What reaction did she have fol-

lowing deep therapy treatment?

Dr. Samuel: She had some vomiting after-
wards, but not a great deal, because she was
not given a carcinoma dose. She was given a
sarcoma dose which is less than carcinoma
lethal dose. She had 80 minutes. Some re-
mains of the growth are still present and we
thought we would radiograph her in four or
five weeks and if it is not entirely cleared,
we would give her about one-half of the dose
anteriorly and posteriorly. We had a case
from the surgical clinic four weeks ago. Dr.
Brewster might remember a colored man with
a sarcoma of the axilla which also involved
the pleura. He was re-radiographed, and
tumor has almost disappeared under the car-
cinoma dose which was about 120 minutes.
We hope to present those two cases together
so we can see just what the dosage has been
in both of them.



BULLETIN OF THE LOUISIANA STATE MEDICAL SOCIETY
By DR. P. T. TALBOT. Sec.-Treas.

We are very gratified to announce
that up to the present writing the mem-
bership of the Louisiana State Medical
Society numbers 1,102, while this

numerically compares favorably with
the membership at the same time last

year, we have not yet the last year’s en-

rollment. We have succeeded in getting
some new members in 1923 who were
not members in former years, yet we
have been compelled to drop from mem-
bership some names to date, who did

not pay their dues for the current year;
these names have been sent to the Amer-
ican Medical Association and will thus
bar them from becoming Fellows or
Members of the American Medical As-
sociation. We earnestly hope that those
who have been dropped will renew their

membership in the State Society, as no
doubt is the case some of them have
negligently passed this important func-
tion, forgetting that the dues of the
State Society should be paid in advance.
We are very desirous of getting more

members in the State Society. Our
Councilors in the various Districts have
been very active in organizing those
Parishes where needed, and in many
other ways adding new names to our
rolls, but their energies and enthusiasm
must be more productive in bringing in

the proper members into our organiza-

tion. I dare say there are three or four
hundred, high class, eligible physicians

in our State who are not enjoying mem-

bership and the privileges of organized
medicine. Just how may we reach these
and draw their attention to their pro-
fessional obligation to “Organized Medi-
cine”? Surely there is some way that
they may be influenced. We have in the
past tried various plans, which have at

times been successful, but as a whole not
securing desired results.

It mav be interesting to know that
one of the most important features of

membership in our State Society is our
Medical Defense and its protection to

our members against malpractice suits.

The Secretary-Treasurer recently had
the occasion to confer with reputable In-

surance Companies and was astonished
to learn that to underwrite such a fund
and protection, an annual expenditure
of some $2,500.00 was required, being
about $2.25 per member. This amount
when paid would annually consume over

50 per cent of our income and would
therefore be prohibited.

This is merely recited to show what
the State Society offers its members
and for their protection and does simply
bring out the old adage “In union there

is strength.”
We Must Have More Members in Our

State Organization, we have to progress
and in order to do so we have to reach
out and get more members who by their

influence and work will help in a scienti-

fic and economic way to make our State

Society what it should be.

St. Mary’s Hospital, Patterson, La.,

observed her Hospital Day, which was

dedicated to the memory of the late Dr.

William D. Roussel, its founder. As it

conflicted with other dates, this institu-

tion was unable to participate with the

National Hospital Day, but selected May
31 in its stead 1

.

From 9 A.M., to 5 P.M., Drs. F. J.

Kinberger and John T. Crebbin of New
Orleans, assisted by doctors of the

parish and Miss Milliken, Parish Nurse,
together with the staff of St. Mary’s
Hospital, examined a large number of

babies two years of age and under. Much
helpful instruction was given to the

mothers and it is felt that the efforts

put forth by the visiting men were well

worth while.

At 8 P. M. the graduating exercises

for the nurses were held in the Arcade
Theatre and were attended by a large

and enthusiastic audience.

This hospital formerly owned by a

stock company, is now owned and
operated by Drs. L. B. Crawford and G.

G. Aycock and has an able and efficient

Superintendent, in the person of Miss A.

L. MacGahen. The Nurse’s Training
School was recently inspected by Dr.

Crebbin and given a high recommenda-
tion. .

St. Mary’s Health Association is now
conducting an Orthopedic Clinic, at the

hospital, every third Saturday, under
the direction of Dr. Paul Mcllhenny, of

New Orleans. It is the aim of the hospi-

tal authorities to extend this work to ad-

joining parishes.
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Graduate School of Medicine, Tu-
LANE UNIVERSITY.-The thirty-sixth an-

nual session of the New Orleans Poly-

clinic, Graduate School of Medicine of

Tulane University, came to a close June
9. In spite of unsatisfactory financial

conditions, the session just closed num-
bers among the good ones, there having
been 202 students, registering from
thirty-three states and two foreign

countries—China and Canada.

Tulane Graduates Seventy-Seven
Doctors.—The annual commencement
of the School of Meicine of the Tulane
University of Louisiana was held on
June 6, 1923, and there were graduated
wtih the degree of Doctor of Medi-
cine seventy-seven young men. The
new Dean of the School, Dr. C. C.

Bass, presented the diplomas, with a

few words of farewell and encourage-
ment to the young physicians. There
were also graduated twenty-eight phar-
macy students, who were awarded the
degree of Graduate in Pharmacy. Those
granted the degree of doctor of medi-
cine are as follows: J. F. Allison, J. C.

Allen, H. B. Alsobrook, H. S. Awtrey,
J. J. Baron, Clara B. Barrett, R. C.
Basinger, H. J. Battalora, M. E. Bizzell,

C. W. Blackshear, D. Brannin, 0. W.
Britt, C. S. Carter, C. E. Catchings, Jr.,

J. C. Chapman, L. J. Clark, J. A. Col-

clough, H. 0. Colomb, W. H. Cook, C. G.
Devron, N. S. Dickson, H. C. Douglass,
J. P. Dyar, D. J. Farley, J. V. Fergu-
son, W. L. Fitzgerald, J. R. Flowers, T.
P. Frizzell, Jr., G. G. Garrett, E. B. Gill,

P. M. Girard, W. H. Gordon, Mary
R. Gould, L. D. Gremillion, Goldie S.

Ham, R. T. Hambrick, M. D. Hargrove,
J. A. Hart, R. E. Henderson, J. S.

Hodges, J. R. Horn, Jr., Sarah E.
Huckabay, M. C. Hunt, G. E. Knolle,
M. S. LeDoux, C. J. Lewis, A. H. Little,

J. N. Lockhard, F. L. Loria, C. 0. Lorio,
T. P. McGahey, E. H. Maurer, Z. L.
Merritt, K. A. Morris, L. J. Neal, J. G.
Palmer, C. V. Perrier, L. K. Pruit, K.
C. Reese, M. J. Rivenbark, C. C. Ru-
dolph, M. Salazar y Baldioceda, A. A.
Scardaccione, W. M. Scott, J. F. Shuf-
field, J. F. Sicomo, T. Sims, C. T. Smith,
T. L. Smith, A Sternbach, W. D. Stick-

ley, G. H. Sumner, F. M. T. Tankersley,

C. B. Tittle, C. H. Tyrone, J. ML
Washam, F. K. Williams.

Provisional Birth and Mortality
Figures : 1922—The Department of

Commerce announces that provisional

birth and mortality figures compiled
by the Bureau of Census for 1922
show lower birth and higher mortal-

ity rates than for 1921. For the 24
states shown for both years, the 1922
birth rate was 22.7, against a rate of

24.4 for 1921, the highest 1922 rate

being 30.2 for North Carolina and the
lowest 18 for the state of Washington.
For the 33 states mortality rate shown
for both years, the 1922 rate was 11.9,

against a rate of 11.6 for 1921, the high-

est 1922 rate being 14.7 for Maine and
the lowest 8.1 for Idaho.

Tuberculosis in Porto Rico.—Ac-
cording to Dr. J. G. Townsend, of the

U. S. Public Health Service, who re-

cently returned to the United States

after a five months’ study of the tuber-
culosis situation in the island, the labor-

ing classes in Porto Rico suffer greatly

from the disease. The death rate from
tuberculosis is a little more than 200
per hundred housand. This is greater
than that of any state in the Union
except Colorado, where the death rate

is enormously increased by the constant
immigration of tuberculosis patients,

for whom there is no longer any hope.

The Congres International de
Medicine et de Pharmacie Militaires
met in Rome, Italy, on May 28, at the

Military Hospital. The congress was
held under the patronage of the King
and Queen of Italy, assisted by Premier
Mussolini, who received all the dele-

gates.

The Chicago Council of Medical
Women was recently organized in Chi-

cago. Membership is- restricted to

women holding a license to practice

medicine, the council being limited

to seventy-five active members. The
incorporators are as follows: Anna
E. Blount, Alice Conklin, Effa V. Davis,
Mary E. Hanks and Lena K. Sadler.
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Officers for the first year are: Anna E.
Blount, president; Mary E. Hanks and
Annie White Sage, vice-presidents;
Lena K. Sadler, secretary; Eliza R.
Morse, treasurer.

Safeguarding Health of Working
Children.—Twenty-two states now re-

quire the physical examination of

every child applying for an employ-
ment certificate, according to the
newly revised edition of a bulletin

on “Physical Standards for Working
Children,” issued by the Department of
Labor through the Children’s Bureau.
The bulletin contains recommendations
of a committee of physicians who were
appointed by the Bureau to prepare a
standard form for use in examination
of children seeking to enter employ-
ment.

Quinine Urgently Needed.—Ac-
cording to dispatches to the Near
East Relief headquarters at New York
City, a great shortage of quinine exists
in the Russian Caucasus and Armenia
and in consequence an alarming in-

crease in malaria fever is reported. H.
C. Jacquith, overseas director of relief

operations, urged that a large shipment
of quinine be sent at once, stating that
ten thousand kilos were needed in the
republic of Georgia alone, and that the
government has been able to provide
only a small fraction of the necessary
amount. He stated that many of the
people were able to pay the cost of the
drug, but it was not obtainable at any
price.

Dr. Oscar M. Schloss, for the past
two years head of the department of
pediatrics at Harvard University, will

return to New York to resume the
chair of pediatrics at Cornell Univer-
sity Medical College, which he left to
assume the duties in the department of
pediatrics at Harvard. Dr. Schloss will

also resume the directorship of the pedi-
atric service at the New York Nursery
and Child’s Hospital.

The International Society of the
History of Medicine at its meeting
held in Antwerp April 11, 1923, voted
to hold the fourth International Con-
gress of the History of Medicine
at Geneva, Switzerland, during the
third week of July, 1925. Officers

elected at the recent meeting were as
follows : President, Dr. Charles Greene
Cumston, Geneva; secretary general,
Dr. A. de Peyer, Geneva; honorary
president, Sir D’Arcy Power, London.
Dr. Edward B. Krumbharr, Philadel-
phia, was elected one of the honorary
vice-presidents.

Influenza Epidemic in Alaska.

—

It is reported by officers of the United
States Coast Guard cutter “Haida” that
an epidemic of influenza exists on
the western coast of Alaska. Ac-
cording to the report several natives
on Sannak Island died from the disease,

and at Morzhoivs, practically every per-
son was sick and that the food supply
was very low. The cutter landed food,
medicine and coffins, and left a medical
officer in charge.

Merger of Chinese Medical Schools
—A merger has been effected between
the North China Union Medical Col-
lege for Women and the School of
Medicine of Shantung Christian Uni-
versity. Funds are in hand and
ground has been broken at Tsinanfu for
the erection of new buildings. Shan-
tung Christian University has under
consideration the opening of the pre-
medical departments to women students.

Charity Hospital Graduates Nurses
—Governor Parker on Wednesday,
June 6, presented diplomas to sev-

enteen graduates of the Charity Hos-
pital School for Nurses. Miss Ca-
mde A. Hyland won a pin and the

$100 scholarship for the highest aver-
age in theory and practical work. Miss
Catherine B. Carroll merited a course in

bacteriology for the second highest
average, Miss Angeline R. Glaudi will

receive an anesthesia scholarship for
“special interest in her duty,” and Mrs.
Tress L. Martin received a $50 prize in

recognition of her duties and services

to the sick. “Service and sacrifice” was
the subject of an address by Dr. John
T. Crebbin, president of the Louisiana
State Nurses’ Board of Examiners.

The Louisiana Anti-Tuberculosis
League on Friday, June 8, re-elected

Dr. Ernest S. Lewis, president. Other
officers elected were Rabbi E. W.
Leipziger, fist vice-president; Mrs. J.

St. Clair Favrot, second vice-president;
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Miss Kate Gordon, secretary; S. E. Alli-

son, treasurer. The meeting was held
n Hotel Grunewald, representatives
‘rom all parishes attending. Prepara-
ions for a campaign to raise funds for
he erection of new buildings for the
anitarium at Greenwell Springs, La.,
recently destroyed by fire, were made.
According to the report $5,647.77 was
•ealized from the sale of Christmas
tamps.

The Seventeenth French Con-
iress of Medicine will be held at Bor-
leaux, France, September 27 to 29,
1923. Subjects which will be con-
idered are as follows: 1. Sequels of
nalaria. 2. Report on the sympathetic
ind the endocrine glands in pathology.
!. Treatment of meningococcal infec-
ions.

The Boston Tuberculosis Associ-
ation is making an experiment in
lealth education by showing lantern
slides at the clinics of the Boston Dis-
)ensary. As considerable time is spent
)y patients waiting their turn for ex-
imination it was decided to utilize the
ime in helping to educate the people
egarding tuberculosis and disease pre-
vention in general.

^
The United States Civil Service

Commission announces the following
>pen competitive examinations : Junior
Medical Officer (Pathologist), Junior
Medical Officer (Assistant Anesthet-
ist)* Receipt of applications will
‘lose July 24. Full information and
application blanks may be obtained
rom U. S. Civil Service Commission,
Washington, D. C., or the secretary of
he Board of U. S. Civil Service exam-
ners at the post office or customhouse
n any city.

At the Annual Meeting of the
American Bronchoscopic Society held
n Atlantic City, N. J., May 9, Dr. R. C.
j.ynch of New Orleans was elected presi-
dent. Other officers elected were Drs.
Yielding 0. Lewis, Philadelphia, vice-
iresident, and William B. Chamberlain,
Cleveland, secretary-treasurer.

Tangipahoa Parish Medical So-
ciety was reorganized May 30 at Ham-
nond, with fourteen present. The fol-
owing officers were elected : Dr. E. M.
tobards, Ponchatoula, President; Dr. L.

L. Ricks, Kentwood, Vice-President; Dr.
A. L. Lewis, Amite, Secretary-Treas-
urer. It was decided at this meeting to
hold their regular monthly meetings on
the Monday evening of each month.

An Organization Meeting of Wash-
ington Parish Medical Society was
held at Bogalusa on May 31, with sixteen
present. Dr. J. L. Brock, Franklinton,
President; Dr. E. D. Robbins, Bogalusa
Vice-President; Dr. F. Michael Smith,
Franklinton, Secretary-Treasurer. This
Society will meet monthly at Bogalusa
as guests of the Great Southern Lumber
Company, at the invitation of Col. Sul-
livan, manager.

Dr. Henry Dickson Bruns was
awarded the high honor of Phi Beta
Kappa at the University of Virginia on
June 12, 1923, for scholastic attain-
ments.

Dr. Marcus Feingold of New Or-
leans is scheduled to give an illustrated
lecture on “Fundus Lesions and Their
Histo-Pathology,” at the Graduate
Course in Opthalmolgy and Oto-
Laryngology, to be given under the aus-
pices of the Ernst Fuchs Society

; Colo-
rado Ophthalmologic Society; Colorado
Oto-Laryngological Society, in Denver,
Colo., July 16 to 28.

Dr. T. J. Dimitry and family left

June 10 for an extended motor trip in
the West. Dr. Dimitry will attend the
meeting of the American Medical Asso-
ciation in San Francisco, after which
they will proceed to Portland, Seattle
and Alaska.

The Pacific Coast will be visited by
many Louisiana physicians who are on
the way to the meeting of the A. M. A.
in San Francisco.

Removals.—Dr. L. S. Charbonnet,
from 1141 to 630 Maison Blanche
Building.

Dr. R. E. Windham, from Merryville,
La., to Port Arthur, Tex.

Died.—On June 7, Dr. D. S. Brosnan
of New Orleans, aged 44 years.

During June Dr. W. H. Billingsly of
Shreveport, La., aged 35 years.

On June 9, Dr. T. D. Warren of E.
Tallassee, Ala., aged 35 years.



BOOK REVIEWS AND NOTICES

All new publications sent to the JOURNAL will

be appreciated and will invariably be promptly
acknowledged under the heading of “Publications
Received.” While it will be the aim of the JOUR-
NAL to review as many of the works accepted as
possible ,the editors will be guided by the space
available and the merit of r-spective publications.

The acceptance of a book implies no obligation to

review.

Inflammation in Bones and Joints, by Leonard
Ely, M. D.—J. B. Lippincott Co., Philadelphia

and London, 1923.

This volume is one of the most useful con-

tributions on this subject with which I am
familiar. It is the expression of opinion by
one qualified by training, experimental work
and clinical experience.

The author in his preface states, that he
realized it required considerable temerity to

write such a book, but that it is based upon
personal observation and research.

The book is written in a way that should

make it very acceptable to teachers and may
be easily placed in the hands of students as

a text book. Though it contains many state-

ments which might prove sources of contro-

versy it is nevertheless valuable.

In describing the various structures of bone,

the author states there is no such structure

as an “Endosteum.” “Endosteum is simply

marrow.” That it is a specialized portion of

the marrow no one disputes. That the cells

directly within the compact bone have a spec-

ial function of regeneration seems not to be

disputed by authorities notable among these

may be named Hey-Groves.
The author states that bone cannot suffer

contusion. If we compare this with observa-

tions made by Major E. K. Martin, of the

R. A. M. C., we will find that bones which had
been fractured by projectiles show all the evi-

dence of bruise. (See British Journal of

Surgery, Vol. 5, 1917-18.)

A startling statement is made that bone
tissue itself is not subject to inflammation,

nor actively to disease but simply reacts to dis-

ease or changes of its contained marrow. And
yet we find in another place the author states

that “bone cells are an integral constituent.”

It is interesting to find the author in agree-

ment with those who are inclined to disregard

the term periostitis as a definite entity, be-

lieving that the real inflammation in such a

case is usually in the bone marrow. After ex-

perimental work he is in thorough accord with

the views of Sir William McEwen. Along
this same line the author discusses the repair

of fractures. “After fracture, hemorrhage
takes place into the marrow canal and on the

outside of the cortex beneath the periosteum,

the hemorrhagic exudate is replaced by gran-

ulation tissue, and this in turn by fibrous

tissue and cartilage. As time goes on car-

tilage is ossified by penetration of blood ves-

sels.”. . . .“In no instance have I been able to

detect any evidence that periosteum takes an

active part in it.”

As a result of his experimental work on

bone transplantation he states that the bone

graft is eventually absorbed, although it may
remain visible for years.

The chapter on acute Osteomyelitis is very
valuable. Under the head of treatment we
find the author in agreement with those who
believe in opening the marrow cavity, where
the primary disease proper exists. He states
that under no circumstances must fear of in-

fecting the marrow induce one to stop.

The chapter on acute suppurative arthritis

is rather startling, because the author speaks
of the use of drains, injections of formical-
dehyd and glycerine after Murphy’s advice.
No reference is made to the Willem’s plan of
treatment. It is also surprising to find the
author referring to sprains as definite en-
tities.

The bibliography appended to each chapter
should make the work a most useful reference
volume for surgeons doing work along this

line. One will find the book a valuable addi-

tion to his library.
ISIDORE COHN.

Disease of the Skin, by Henry H. Hazen, A. B.,

M. D., St. Louis, C. V. Mosby Co.

Some of the best books on Dermatology can
be found among those written by American
authors; Hazen’s book is among them. In a

short review, the many excellent features of

his book cannot be touched upon, but to a

Southerner, having practised and taught Der-

matology in the South for many years, and
having seen a great many diseases of the skin

in the dark races, a regret comes that his

chapter on the cancer in the negro (skin

types) was not expanded many fold. Haz-
en’s wide experience with skin diseases in the

negroes and Indians should make him an au-

thority on that phase of the subject, and one

would have been much pleased to have had his

experience with X-ray, radium, etc., in the

treatment of those diseases in that race.

H. E. M.

History of Medicine, by Fielding Garrison, A.

B., M. D.—W. B. Saunders Co., Philadelphia

and London.

This introduction to the history of Medicine

is a splendid product of the Surgeon General’s

Library. It is a noteworthy American
achievement.

After reading such a delightfully written

volume we can hardly fail to realize that we

are the inheritors of a glorious heritage. To

know medical history is to know the history

of the human race. This, the third, edition

takes us through our medical activities dur-

ing the World War. It is up to the minute.

It represents a gigantic output of material

crystalized into a small space. It is the need-

ful book to stimulate and inspire. For we

have our own galaxy of great men. Should

we not know something about them?
Such a volume with its bibliographic notes

for collateral reading is of immense cultural

value. Through such a history we learn to

know what a whole-souled, whole-hearted

human the Doctor is, and we are thrilled with

pride at the recital of the conspicuous part he

is ever playing in the progress of the human
H. D.
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REFLECTIONS ON THE ETIOLOGY OF
RICKETS.*

By LUDO VON MEYSENBUG, A. B. M. D.

New Orleans.

Instructor in Pediatrics, Tulane University of Louisi-
ana. Associate in Pediatrics, Touro Infirmary.

If we survey the history of medicine
we cannot but be impressed by the fact

that almost every generation has its pre-

dominant medical interest. The role

played by infection has been a conspicu-

ous one since the time of Pasteur and
continues so to the present. But within

the last decade nutrition and nutritional

disturbances have become the nucleus of

medical interest. The reason for this

is not hard to find. With the advance of

civilization there is a constant effort

exerted to conserve and to emphasize the

importance of the minimal. The recent

World War affords a striking example
of the part played by nutrition in main-
taining national health and vigor, when
we consider that faulty nutrition and
not, as in previous wars, infection,

proved to be the crucial problem of the

conflict. The discovery in 1911 of the

vitamine (1) added fresh interest to the

subject, for it disclosed a new group of

dietary factors vitally important for the

welfare and existence of the human
race.

Ever since Glisson (2) in 1659 pub-
lished his report on the symptomatology
and incidence of rickets, there has been
widespread interest in its etiology. This
interest has been sustained rather than
active, for the investigator of the rick-

ets problem was at once bewildered and

*Read Before the Orleans Parish Medical Society,
May 28th, 1923.

seemingly hopelessly confused by the
multiplicity of theories concerning its

etiology. It is not my intention to run
the gamut of these theories, but I shall

confine myself only to pointing out the
more important and promising facts

which now, as the result both of labora-
tory and clinical investigation, stand out
as landmarks in the advance of this

difficult and fascinating problem.
Before discussing etiology, it will be

necessary to answer the question

:

“What is rickets?” To pediatricians
this may seem an unnecessary question
to put, we are, nevertheless, finding it

increasingly difficult to define rickets

satisfactorily—and this difficulty be-

comes constantly greater as our knowl-
edge broadens. In answer to that ques-

tion I can do no better than to quote
Park (3) of Yale who defines rickets

as a “disturbance in the metabolism of

the growing organism of such nature
that the salt equilibrium, in particular

as regards the calcium and phosphorus,
in the circulating fluids is disturbed,

and lime salts no longer deposit in the

bones.” Indeed an excellent definition,

but one that does not fulfill the require-

ments of clinical standards..

We are all perfectly familiar with the

cardinal signs and symptoms of this dis-

order and I will refer only to the roent-

gen-ray diagnosis as one of the signifi-

cant advances of the last few years.

Even this method has been found, like

almost all diagnostic procedures, to

have important limitations. In fur-

nishing information as to the earliest

beginnings of rickets, the X-ray is

found to lag behind clinical examina-
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tion. I make this statement after an
experience embracing several hundreds
of roentgenograms of the wrists,

checked by clinical findings. Altho this

tardiness on the part of the X-ray may
seem most improbable, it must be borne
in mind that we have to compare the
picture of the wrists with clinical chan-
ges noted at the costo-chondral junc-
tions, for here the rachitic rosary or
beading is found frequently to precede
the changes in the epiphyses of radius
and ulna as demonstrated by the radio-

graph. I might add that it is quite

easy to distinguish roentgenographically
between active rickets and healing or
healed rickets. This we cannot always
do clinically. Another laboratory pro-
cedure, which will be referred to later,

is diagnostic in this connection.

Theories regarding the etiology of

rickets have been in the past based al-

most entirely on hypotheses or on gen-
eral impressions gained by clinicians in

the course of their medical practice.

They have been all-embracing, incrimin-
ating errors of diet, of hygiene, faulty
metabolism, inactivity of the endocrine
glands, bacterial invasion, etc. It was
not until the laboratory worker took
up the problem of investigating rickets
in the experimental animal that signi-

ficant facts began to crystallize out.

The classical experience of Bland-
Sutton (4) in the London Zoological
Gardens should long ago have lighted
the way, but his work went practically
unnoticed. He demonstrated the re-

markable power of cod-liver oil in pre-
venting rickets in caged lion cubs when
he added that substance to an other-
wise unchanged and apparently rickets-

producing diet.

A good many years later Mellanby

(5)

another Englishman, carried out the
first serious and prolonged investiga-
tion of rickets in animals on controlled
and restricted diets. His purpose was
to prove that rickets is a dietary defi-

ciency disease in which the vitamin Fat-
soluble A constitutes the deficiency.
Without going into the details of his

work, suffice it to say that by eliminat-
ing as far as possible, this vitamin from
the diets of a large series of puppies, he
was able to produce, to his own satisfac-
tion and that of the British Medical Re-
search Council, rickets in these animals

The Council accepted his conclusions
and published them in its report on the
Accessory Food Factors. That subse-
quent investigators have failed signally

in corroborating the work of Mellanby
does not retract from its value as con-
stituting the first great landmark in the
investigation of this disorder from the
standpoint of the diet. Those who do
accept Mellanby’s work and refer to

rickets as a vitamin-deficiency disease

are at once confronted by this clinical

paradox : Given 20 babies in a ward of

a child-caring institution, all free from
disease, all on diets which are quantita-
tively as well as qualitatively identical,

hygiene, fresh air, sunlight and all

other factors identical—10 develop rick-

ets, 10 do not. If there were a vitamin
deficiency in the diet, all should become
rachitic; if there were no deficiency,

none should develop rickets. This fact

has led some to believe that heredity is

the determining factor
;
if both parents

were rachitic, all their children will be-

come so; if only one parent, half the
children

;
if neither parent, all the child-

ren will escape it. But this again is not

the case. Whereas it is true that there

does seem to be a familial tendency to

the disease, we must remember that

most rachitic babies are of the slums
and it is the slums that is inherited.

More recently the rat has been exten-

sively employed as the experimental ani-

mal and posesses many obvious advan-
tages over the dog. The almost simul-

taneous and quite independent observa-

tions of Sherman and Pappenheimer
(6) and of McCollum and his associates

(7) have shown that rickets can be pro-

duced at will in the rat by a diet defi-

cient in inorganic phosphorus, and that

if this salt be added to the dietary in

sufficient quantity, rickets fails to de-

velop. However striking and conclu-

sive the experiments may be, it is at

once apparent that in the light of clini-

cal experience they cannot indicate that

infantile rickets is merely dependent on

a deficient phosphorus supply, for we
know that cow’s milk contains approxi-

mately five times as much phosphorus
as woman’s milk and yet we see rickets

far more frequently in the bottle-fed

baby. Furthermore I have shown re-

cently (8) that the woman’s milk upon
which the baby develops rickets has the
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same inorganic phosphate content as

that upon which the baby thrives nor-

mally.

These experiments on the rat are,

however, of the greatest importance
for we find their clinical analogue in the
work of Howland and Kramer (9) who
report the inorganic phosphate contents
of the blood serum markedly reduced
in babies with active rickets, and this

finding I (8) have, among many others,

corroborated. Furthermore Hess and
Gutman (10) have, shown that this con-

stituent of the blood rises as the rickets

heals. To this group Howland has giv-

en the name “low-phosphorus Rickets”,
as contrasted with other cases in which
the blood shows a slightly reduced cal-

cium content, which he calls “low-cal-

cium rickets.” In the experimental
animal, however, a low calcium diet

leads not to typical rickets but to osteo-

porosis.

Let us leave for a moment the salt

constituents of the diet and turn to the
knowledge we have gained from a ther-
apeutic measure, namely the adminis-
tration of cod-liver oil. A great many
years ago Kassowitz recommended the
use of cod-liver oil in the treatment of
rickets and he combined with it phos-
phorus. His use of it was entirely em-
pirical. The followers of Mellanby use
it because it was found to contain in

highest potency what they call the
“anti-rachitic vitamin.” We use it be-

cause we know that it increases calcium
and phosphorus retention in the body
and above all because it is a specific cur-
ative and preventive of rickets. What
is the substance in cod-liver oil that
cures rickets? Several attempts have
been made to isolate the chemical sub-
stance, the nearest approach being that
of Zucker and his associates (11) who
demonstrated that the anti-rachitic sub-
stance lay “in the ether-soluble, unsa-
ponifiable fraction after alkaline hydro-
lysis.” Let us call that substance X and
ask ourselves : are there any other foods
containing it? Butter fat and green
vegetables probably contain it, tho in

such small amounts that they have no
therapeutic value as ordinarily given to

infants. There is perhaps no more
striking example of a cure than that
which follows the administration of cod-
liver oil and which can be beautifully

seen in serial X-ray pictures of the
epiphyses of the long bones.

In 1919, Huldschinsky (12) reported
that the ultra-violet ray exerted a cura-
tive action in rickets, tho he had been
preceded by Palm (13) who in 1890 ap-
preciated the value of sunlight and was
a staunch exponent of its use for the
eradication of the disease. Later Rac-
zynski (14) in 1912, wrote “that it is

the sun which plays the principal role

in the etiology of rickets” and supported
his claim with studies on the mineral
metabolism of puppies as influenced by
sunlight. This work has more recently

been confirmed by a host of investiga-

tors and the curative action of the sun’s

rays has been demonstrated by the

X-ray, blood chemistry and clinical ex-

amination. Huldchinsky’s discovery

that it is the ultra-violet end of the sun’s

spectrum which causes lime salts to be
deposited in the bones has received

abundant corroboration both here and
abroad.

Hess and Ungar (15) have made use

of the ultra-violet rays of the carbon
arc light to prevent and cure infantile

rickets, and these investigators together

with Pappenheimer (16) were success-

ful in preventing rickets in the rat t y
exposures to the mercury vapor quartz

lamp. X-ray therapy has failed to ex-

ert a similar curative action.

Of what significance are these cures

in the consideration of the etiology of

rickets? Let us see. Rickets, as is well

known, occurs mostly, if not exclusively,

in the winter months when babies are
largely deprived of sunlight. Further-
more the sun’s rays are not as intense,

nor do they contain the same quantity
of ultra-violet rays in winter as they
do in summer. Hess and Lundagen
(17) have very recently shown in a
chart, derived from the New York Me-
teorological Observatory, that the Sun’s
spectrum contains in arbitrary units

zero units ultra-violet rays in Novem-
ber, December, January and February
and 1000 units in May, June and July. I

reproduce here the chart taken from the

above quoted article.

These ultra-violet rays in order to be
effective must penetrate, and they do
penetrate, the skin. And so we find

here the probable explanation of the

.

fact that negroes with their deep pig-
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ment layer beneath the skin and the

dark-skinned Italian are so prone to

rickets when removed from their natur-

al habitat. In Africa the negro goes

about naked and obtains the maximum
beneficial effect of sunlight and rickets

is there unknown. In sunny Italy the

Italian, likewise, spends most of his

time out of doors and rickets is rare.

When these peoples, however, come to a

temperate zone, as in this country, are

forced to wear clothes and are closely

housed, they lose the protective action

of the sun to a very great extent and
almost 100 per cent of negro and Italian

babies in the north develop rickets. Cod-
liver oil can, however, take the place of

sunlight in preventing and curing rick-

ets, for, as mentioned above, it exerts

the same influence over the mineral
metabolism of the body as do the sun’s

rays.

In the consideration of the pathology

of rachitic bones and cartilage there

would seem to be four possibilities to

account for the failure of proper ossifi-

cation. First, that there is a deficient

calcium supply in the diet or a failure

of absorption of a sufficient supply;

second, that there is an alteration of the

form of the blood calcium, making it

less available for the normal formation
of bone; third,, that there are absent

intermediary products, possibly of the

ductless glands, possibly of salts, parti-

cularly phosphates, which are necessary
for the deposition of calcium in the

bones; and fourth, that there is an al-

teration, chemical or structural, in the

osteoid tissue and provisional cartilage

cells or matrix, such that calcium, even
tho it may be supplied in sufficient and
proper form by the blood, cannot be tak-

en up by these cells. Or there may be

a combination of any or all of these

possibilities.

That there is no deficiency in the diet

of calcium we know to be true for the

artificially fed baby, and I am now in-

vestigating the calcium contents of

woman’s milk in connection with rickets-

My results will be reported later. To
the second possibility, namely, that

there is an alteration in the form of the

blood calcium, I (18) directed particu-

lar attention two years ago while work-
ing in the pathology laboratory of Co-
lumbia University. I found that there

was no alteration in the normal relation
between dialyzable or available calcium
and the non-dialyzable or protein-com-
bined calcium in the blood serum of in-

fants with active rickets. The third
possibility is now under critical investi-
gation in many laboratories throughout
the country, while the fourth has not
been touched upon.

A great many attacks have been made
on the endocrine glands as causative
factors, but mostly with negative re-

sults. Recently, however, Pappenheimer
and Minor (19) have shown in a large
series of cross-sections of parathyroids
of rachitic and non-rachitic infants, that
there is a very definite hyperplasia of
these bodies in the rachitic cases. Stud-
ies of the thymus, thyroid and other
ductless glands have led to no positive
conclusions. What significance this
parathyroid hyperplasia in rickets may
have we are not in a position to state
at the present time.

I have said nothing about predispos-
ing and contributory causes of rickets
and I will only mention that prematuri-
ty is the foremost of these. As regards
congenital rickets, I think we are now
in a position to state that it does not
exist, for Schmorl (20), the greatest
pathologist of our times, investigated
the ribs and long bones of the extremi-
ties of more than 100 infants born
either at term or prematurely, without
once finding evidences of the disease.

The earliest age a which he was able to

find rickets was one and one-half
months.

To sum up : we can say that the great-
est advance in the rickets problem has
emanated from the laboratory within
the last half-decade; that investiga-
tions both here and abroad are bringing
more sharply into focus the importance
of sunlight and the ultra-violet rays of
artificial light and the substance or sub-
stances in cod-liver oil which exercise
such a profound influence over the cal-

cium and phosphorus metabolism of the
body.
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HEADACHES WITH REFERENCE TG
SOME PHASES OF REFRACTION.

By DR. MONTE F. MEYER,
New Orleans.

Clinical Asst. Ophthamology, Undergraduate
Dept., Tulane University.

The eye, as an optical instrument may
be said to consist of a nearly rigid
spherical capsule with a bull’s eye (the
cornea) in front, the capsule being filled

with a liquid of uniform optical density
(the aqueous humor and the vitreous),
in which is suspended a lens of adjust-
ble focus. Between the bull’s eye lens

in front and the suspended lens behind
is stretched a diaphragm (the iris),

which acts as a stop to cut off the peri-

pheral, irregularly refracted rays. This
stop works automatically, its aperture
(the pupil) contracting whenever the
illumination becomes too intense, and
dilating when the illumination becomes
too feeble. The lens is made up of
strata varying in optical density from:

depth to depth. If in such a structure
we connect all the points whose index:

of refraction is equal, we get what is

called an isoindicial substance.
The function of the refractive media

of the eye, which form a part of the en-
veloping or protective system of the lat-

ter, is so to conduct and concentrate the
light that impinges on it as to set up
appropriate stimuli in the sensory or-

gan proper (the retina). The eye
which is composed of these two struc-

*Read Before the Orleans Parish Medical Society-.
May 28th, 1923.
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tures, one subserving nutrition, protec-
tion and conduction

; the other subserv-
ing sensation constructed upon the prin-
ciple of a camera obscura. This consists
of a box, blackened on the inside, the
anterior wall of which contains a strong
convex lens, which throws upon the pos-
terior wall an inverted image of the ob-
jects that happen to be in front of the
camera. In the human eye, we find
instead of the convex lens quite a num-
ber of refracting substances, namely the
cornea, aqueous humor, lens and vitre-
ous and instead of the posterior wall, the
retina which not only receives the im-
age, but at the same time perceives it.

Hence a diminution of visual power
may be produced by two different caus-
es; either the conductive apparatus of
the eye is defective, so that a sharp im-
age is not thrown upon the retina, or
that retina (the sensory) is at fault so
that the image is not properly perceived.

In order to throw a sharp image upon
the retina, the conductive apparatus of
the eye must fulfill two conditions. In
the jfirst place, the refracting media
must be perfectly transparent

; hence
opacities of the cornea or lens, changes
in the consistency of the aqueous or vi-
treous, make distinct vision impossible.
The second condition is that the refrac-
tive power of the media be such that
they project an image of external ob-
jects which is both perfectly distinct
and lies at the same time precisely upon
the retina. The variations from this
rule, we designate as errors of reflec-
tion and accomodation or Ametropia.

Headaches may emanate from the
eyes, even when the eyes are not really

diseased but simply subjected to strain
as in ametropia. The physician should
should always think of the eyes as a

cause in frequent headaches especially

if there is nothing in the history of ex-

amination in general to account for
them. The headache is easily recog-
nized as a Eye Headache if the eyes are
inflamed, styes, weeping, sensitive to

light or to pressure; but in those cases
of headache, in which the eyes present
no external signs, are due to errors of
refraction, mainly hyperopia, astigma-
tism

; anomlies of accomodation, or dis-

turbance of muscular equilibrium. These
headaches come on after undue or pro-
longed exertion of the eyes. They are

usually relieved by sleep, but in some
cases are present upon first awakening,
if after prolonged use of the eyes the
night before. They are infrequent in

young children, but present themselves
in the study age from 10 to 20 years,
when to the stress added by study are
added the nervous disturbances caused
by the developmental growth of the
body as well as the eye.

Another form of headache is the Pan-
orama headache brought on by looking
at a series of moving objects and is usu-
ally due to uncorrected errors of refrac-
tion.

Neurasthenics may have headaches
referred to the eyelids, to the eyes, or
behind the eyes due to eye strain and
they may be brought on by even slight

exertion of the eyes and are not brought
on by prolonged use of the eyes as in er-

rors of refraction.

Another form of headache is the head-
ache of Prodromal glaucoma, and it is

this terrible disease which usually comes
on so insidiously and progresses so grad-
ually, that the patient may not be aware
of anything but failing sight, and seek
attention after it is too late. This dis-

ease (Glaucoma) is hardening of the
eyes, increase in tension until optic

atrophy and blindness set in for which
there is no cure. It is therefore essen-

tial that the general man be on the look-

cut for this disease, as it is to him they
first come for the relief of the headache,
in the early stages. The headaches
come on in the afternoon or evening and
may be brought on by any excitement as
shopping, company, theatres, etc. It

is usually relieved by sleep, but may be
so severe as to prevent sleep. If seen
after the attack the eyes will usually

reveal nothing
; but when seen in the

attack, the striking shallowness of the
anterior chambers will be noted. In their

absence a careful and precise history

can be elicited especially if the attacks
have gone on for some time. The head-
aches are almost absent in summer, but
recur in winter; infrequent at first, but
recurring more frequent, severe and of

longer duration. The headaches are
associated with a clouding of sight, and
the appearance of colored rings or hal-

oes around electric or candle light. The
last symptom cannot be laid too much
stress on. We may find typical glau-
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comatous excavations of the optic nerve*
and arterial pulsation of the central

retinal artery upon slight digital pres-

sure. It is amazing the relief that can
be obtained within 15 to 80 minutes by
the instillation of a 1-2 per cent eserine

or a 1 per cent pilocarpine solution in

the eyes. In these cases of headaches
due to glaucoma, we do not prescribe

glasses, but we make them stop all near
work if possible, and these cases have
to be under observation of an oculist

often for years if we use therapeutic
measure as miotics, and then if these
fail to control the attacks, operative
measures may have to be instituted.

Asthenopia or weak sight may be de-

fined as a sense of strain and weariness
that is set up by the use of the eyes, and
the patient describes it as the eyes give
out. It may occur alone, Asthenopia
simplex

;
with pain, Asthenopia Dolens

;

with headaches Asthenopia Cephalal-
gica ;

with irritation, redness and burn-
ing of the eyelids Asthenopia Irritans.

In Asthenopia Cephalalgica, the head-
aches may be accomodative, errors of

refraction, hyperopia and astigmatism;
or muscular disturbances of the exterior

muscles of the eye
;
neurasthenia

;
photo-

genous, caused by excessive or improper
illumination; or reflexly produced by
morbid conditions of other organs as

the nose and its accessory sinuses, teeth
et cetera.

The asthenopic headaches due to er-

rors of refraction or muscle disturban-
ces are the commonest of all eye disor-

ders and the symptoms are most amen-
able to treatment, either by the correct-

ion of the refraction or by eye hygiene
as proper working illumination or re-

moving the cause of the asthenopia. The
types of the various errors of refraction
and how they produce headaches will be
taken up more in detail.

Emmetropia or normal sightedness is

that condition in which the eyes can
focus either for far or near and cause
the points of the object to be clearly and
distinctly received and precisely placed
upon the retina without the aid of a cor-

recting glass. Only 15 per cent of eyes
are this way at birth, and at the age of

20 the number has reduced to about 5

per cent after the development of the
eye has been completed. This shows
Avhat a small per cent of the eyes are
actually normal, but not all abnormal
eyes give trouble.

Hyperopia or farsightedness of the
eye which is shorter than the normal
eye. 80 per cent of infant eyes are hy-
peropic at birth and as the eyes grow
with the rest of the body, at about the
age of 20 the number is reduced till

about 48 per cent. The eye of the new-
born is very short in length ; the cornea
has about the same curvature as that of
the adult but the lens has almost twice
the curvature of that of the adult. This
and the short diameter account for the
hyperopia.

The rays coming from infinity or
parallel, but which in our tests we use a
distance of 20 feet, do not focus on the
retina but are carried behind it due to
the shortness of the eye, in a hyperopic
eye. To see for far or near they must
accomodate. Accomodation may be des-
cribed as the ability to focus for near
and it is commonly accepted as being
brought about by the action of the cili-

ary muscle which contracts and allow
the lens to become more convex. This
brings the rays more sharply to a focus,
or a nearer focus. The more the lens
becomes curved or convex, the nearer
the focus.

A normal eye must accomodate to see
close by or for near work and the accom-
odative power of the ciliary muscle in-
creases up to the age of 10 years, and
then recedes until between 40 and 45
years of age, it is practically gone. This
is.why most people need a glass to read
with after the age of 40. This age when
accomodation is gone is called Presbyo-
pia.

The hyperope has to use his accomo-
dation for far to focus the rays on the
retina and he has to use more than a
normal eye for near work, so the aver-
age amount of accomodation being pres-
ent in all eyes regardless of their nor-
mality or abnormality; he always has a
deficit in his accomodation. This is
what causes the headaches after pro-
longed use of the eyes; the tiring of the
ciliary muscle.
Myopia or near sightedness, 5 per cent

of eyes at birth are myopic and this in-
creases more rapidly until about the
age of 16 when it becomes stationary.
At this age the percentage of myopes
have increased to about the same as
hyppropes or 48 per cent. If after the
age of 16. the myopia still continues to
increase, it is then caled progressive or
Pathalogic myopia. The myopic eye



64 Meyer

—

Headaches.

is longer than the normal eye, and con-

sequently objects have to be closer than

in the normal or hyperopic eye to be

focused distinctly on the retina. If the

objects are too far away, the rays come
to a focus before the retina is reached

and then instead of being perceived as

distinct points are seen as blurred ones

or what are called diffusion circles. To
see better, myopes blink the lids, thus
reducing the size of the palpebral aper-

ture, making them slit like. It may be

compared to looking at objects thru a

pinhole, which even to a normal eye

makes objects more distinct. Myopes
see very well close by, or near objects;

so therefore they require less accomoda-
tive power than a hyperope or normal.

The result is that Presbyopia is very

often delayed or may not be present at

all. This explains why some indivi-

dauls can live to a very ripe old age, and
never require glasses for reading pur-

poses. Individuals who have lenticular

changes, early formation of cataracts

may become myopic, then they are able

to dispense with their reading glasses

until the cataracts grow so much as to

interfere markedly with vision. Myopes
as a rule suffer little with headaches

unless the error is large or complicated

with astigmatism. It is, however,

necessary to correct myopia in youth to

prevent any chance of it becoming pro-

gressive after the developmental age.

For in real progressive myopia the indi-

vidual is always in danger of complete

blindness from myopic changes in the

choroid or retina, or from detachment

of the retina. In high errors of myopia,

the vision may be so indistinct that

glasses have to be prescribed for even

imperfect vision for far or near.

Astigmatism. All eyes have some
astigmatism due to the complicated

course all refracted rays take and their

consequent failure to focus sharply.

That is why a star is always pictured

as having several projecting points,

while as a matter of fact it is round.

In astigmatism all the rays coming from
an object do not focus sharply upon the

retina at the same time; in hyperopic

astigmatism some of the rays fall be-

hind the retina, others directly upon it

;

in myopic astigmatism some of the rays

come to a focus before the retina is

reached, and only some reach the retina

precisely. Astigmatism may be alone,

but in most cases it complicates myopia
or hyperopia, and is called compound
hyperopic or myopic astigmatism. In

other cases, the rays fall both behind
and in front of the retina, and not on
the retina, and is then known as Mixed
Astigmatism.

Astigmatism is also classified into

Regular and Irregular; the former is

physiologic and it is when the regularity

of the objects shape predominates over

the irregularities, so the irregularities

are negligible and can be corrected with
glasses; the irregular astigmatism usu-

ally pathologic due to opacities or patho-

logic changes in the conductive appar-

atus of the eye, and the images are

always distorted as looking through a

badly made window pane at objects out-

side. This form is not corrigible to

glasses. An exception to this is the

astigmatism that forms after cataract

section and is amenable to correction

by glasses.

Astigmatism is either congenital or

acquired rather early in life. It changes

little up to the age of 50, then it may
increase or change its axis. Most of the

regular astigmatism is due to variations

in the curvature of the meridians or

axes of the cornea from the average

normal curvatures. The principal meri-

dians are based upon the radii of a cir-

cle and spoken of as vertical or 90,

and horizontal or 180. The lens is less

responsible for astigmatism, and is only

compensatory for the change in the

curvature of the cornea. Astigmatism
usually affects both eyes, but not to the

same degree, but the principal meridians

are symmetrical. Headaches are a very

frequent symptom of astigmatism, even

in very slight errors at times, and often

the headaches are out of all proportion

to the amount of astigmatism. This is

due to the distortion of vision due to the

shape of the diffusion images, none are

sharply focused upon the retina. The
individual is always trying to see the

whole object, but can’t and has to use

his accommodation to see first one part,

then the other parts and this continuous

rapid adjustment of the accommodation,
tires the ciliary muscle and headaches
ensue. This is very true if prolonged

use of the eyes is resorted to. The treat-

ment is by refraction and eye hygiene.
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Each eye has six muscles externally

and these are supplied by three differ-

ent cranial nerves, and together the

eyes have twelve muscles, some of which
are antagonists, others are helpful or

increase the action
;
while still other

only act as adjuvants in some positions

and are antagonists in other positions.

The directions in which the eyes may be
moved are so numerous, and the whole
muscle system of the eyes are so com-
plicated that one wonders why there are

not more cases of headache due to dis-

turbed muscular equilibrium.

When we direct one of our eyes
towards an object to see it distinctly as

possible, we are said to fix or fixate

that object. The macula or fovea cen-

tralis is the most sensitive portion of

the retina; hence in performing fixa-

tion, we normally and unconsciously
direct the eye, so that the image falls

upon the fovea. In the majority of

cases if one eye fixates an object with
its fovea, the other eye will do so too.

The whole extremely complicated
mechanism of muscles and nerves with
which the two eyes are supplied is de-

signed primarily to move the eyes that

they shall both be directed accurately
to the object we wish to see, and that
each eye shall receive the image of that
object precisely upon the fovea. This
is called Binocular Fixation, and the
movements of the two eyes are co-ordi-

nated to do this.

In the normal condition, both eyes
must not only fixate the object when
they are open, but the eyes must be
straight when one of the eyes is closed.

When one eye deviates when covered,
either turning in, out, up or down, this

denotes a muscle insufficiency or
Heterophoria. The normal muscular
equilibrium is called Orthophoria.

In the third class only one eye is

straight at a time, even when both eyes
are open, and this is called Heterotropia,
Strabismus, Cross Eye or Squint.

It is in the second class or Hetero-
phoria (tendency to), or Muscular in-

sufficiency that we have headaches so
often, and this is particularly true in
the heterophoria of the vertical or
oblique muscles of the eyes. We have
numerous tests to determine which
muscle or muscles are involved, and it is

the routine practice of every opthamolo-

gist (not the optician or optometrist) to

take the muscle balance in refracting
cases both before and during the drops,

or in cases where he believes the head-
aches to be due to muscular imbalance.
This information is used in the basis of

prescribing glasses, which may be ac-

companied by muscle exercises or the
exercises alone to strengthen the weak-
ened muscles.

In the Heterotropias or Squints, they
usually appear mainly in childhood dur-

ing the developmental age, and espe-

cially after an infectious toxic or conta-

gious disease, but produce little head-
aches, for the child soon learns to disre-

gard the improperly focused image with
the deviating eye, and only uses the non-
deviated eye. This is why the deviating

eye becomes amblyopic or decreased
vision due to non-use. It is essential to

refract these children early, not for the

symptoms, but to preserve the vision in

the deviating eye, and very often glasses

may correct the physical defect without
operative measures. Very aften the

vision in the deviating eye may be im-
proved by covering the good eye, thus
making the deviating eye bear the brunt
of seeing, and thus develop its power.

Strabismus coming on suddenly in

adults is usually paralytic and in the

idiopathic cases most of them are lue-

tic. They suffer with headaches be-

cause of the diplopia, due to the improp-
erly focused images of the deviating eye.

Refraction is not indicated in these

cases until after some months, for the

deviation is often corrected by remov-
ing and treating the cause.

In squint coming on after the loss of

almost all or entire sight in one eye,

is the effort of Nature to throw out the
disturbing elements so that the good eye
will not be bothered, with the blurred
and faulty image of the poor seeing eye.

This squint gives no trouble and cannot
be corrected by refraction and only ap-
proximately by operative methods.

These are only a few of the disturb-

ances of refraction, accommodation or
muscular equilibrium which may pro-
duce headaches, and nearly every physi-

cian knows the miraculous cures affect-

ed by proper refraction and hygiene of

the eye. This paper is also a plea for

the physician to be on the alert for early
glaucoma, so that it may be treated and
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vision preserved or bettered, before
changes take place which ultimately lead

to incurable blindness.

A CASE OF SILENT CALCULOUS PYO-
NEPHROSIS.*

By HERMANN B. GESSNER, A. M., M. D., F. A. C. S.

New Orleans.

(A contribution from the Surgical Depart-
ment of the Tulane University School of
Medicine.)

The object of this paper is to report a

case in which, notwithstanding the
efforts of medical men armed with the

equipment of a good hospital, a diagno-
sis was arrived at only at autopsy.

M. B. H., aged 61 years, was taken ill

on Wednesday, November 22, 1922, com-
plaining of what she called a “terrible”

backache; this caused her to be put to

bed at once. On the 23rd she com-
plained of “awful” pains in the abdo-
men

; she vomited
;
passed bloody-look-

ing urine; was given an enema which
was quite effective. There was severe
pain in the abdomen on the 24th, both
sides involved, but especially the left;

vomiting occurred again ; the urine was
still bloody-looking; the bowels moved
by enema. Morphine was given twice
on this day.

November 25th she was still suffer-

ing with abdominal pain; no vomiting;
urine less bloody-looking; enema given
with good results; morphine given once
this day.
November 26th, Sunday, she was

brought into New Orleans from Coving-
ton, requiring a hypodermic of mor-
phine on the way for epigastric pain.

Examination at Touro Infirmary this

day showed the thorax negative except
for a few dry rales at the right base.

The abdomen was distended, but not
rigid; there was tenderness above and
on both sides, less below. Vaginal and
rectal examinations negative. Urine
examination negative. Total leucocyte

count 15,500, with 87 per cent neutro-
philes. Blood pressure 140-80. Tem-
perature 101° rectal.

The previous history was negative
aside from an attack of jaundice with
gall-bladder pain some five months pre-
viously.

Believing that operative interference

,:Read before the Orleans Parish Medical Society,
May 6, 1923

was contra-indicated by the absence of

abdominal rigidity, by the diffuse char-
acter of the pain and by absence of
localization, as well as by the exclusion
of obstruction through the efficiency of
the enemas given, I called Dr. Randolph
Lyons in consultation. We had a fluoro-

scopic and skiagraphic study made of
the chest and gastro-intestinal tract, the
latter in connection with an opaque
enema and a barium meal. The find-

ings showed certain changes in the
chest and colon which were of no par-
ticular interest and did not advance the
solution of our clinical problem.

Three examinations of the urine, with
special reference to the presence of
blood, were all negative. Blood counts,
9 in all, showed a range of leucocytes
from 15,000 to 22,000, with a percent-
age of neutrophiles ranging from 85 to

89. Rectal temperature ranged at first

between 99° and 101°, went to 103.8°

on December 3, then ranged between
102° and 103°, finally reaching 104° on
December 9. The abdominal pain
which was a notable feature of her case
throughout was at times colicky, with a
desire to go to stool. Sodium sulphate
was given twice, with good results. A
review of the bowel movements show.-; a
total of 48 movements in 14 days, a little

over three a day, including the results

of enemas and saline purgatives.

December 7th the patient was seen by
Dr. Rudolph Matas, who saw no indica-

tion for operation.
December 8th, the seventeenth day of

illness, examination of the lungs re-

vealed consolidation of both lungs. On
the same day phlebitis in the right leg

appeared, with severe pain.

Death took place December 10th, on
+he 19th day.

Autopsy, held by Dr. J. A. Lanford,
revealed an accumulation of pus esti-

mated at 1,000 c.c. lying between the left

kidney, the spleen and the omentum,
which bounded it on the right. The in-

fection had evidently come from the left

kidney, which was firmly embedded in

adhesions, its upper portion forming
the floor of the abscess cavity. On sec-

tioning, this kidney was found to be the
seat of a pyelonephritis, which had
largely destroyed the function of the
organ. The pelvis presented a large

stone (1-4 by 3-4 inches), blocking the
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ureter, and was distended. The gall-

bladder contained several stones vary-
ing in size from a pea to a marble. Both
lungs presented evidence of pneumonic
consolidation.

COMMENT.
Looking back over this case we find

certain evidence on which the diagnosis
might have been made, though this was
not strong or conclusive. One bit of

evidence was the pain in the back, de-

scribed as “terrible backache,” which
was complained of on the day of onset,

but not again during the remaining 18
days. Another was the bloody-looking
urine reported by the practitioner in

charge of the case as occurring on the
first three days following the onset, but
not present thereafter in the gross, nor
confirmed b;| the microscopic examina-
tions. No doubt the jamming of the
stone into the apex of the pelvic funnel
accounts for, the complete absence of

pus and blood from the urine. Re-ex-
amination of the X-ray pctures after

the autopsy showed the shadow of the
stone very clearly. It may well be that
a more careful study of the films,

although taken with reference to the
gastro intestinal tract, would have
shown the shadow to the trained ob-
server and directed attention to the in-

fected kidney.
One naturally thinks of an explora-

tory operation as a helpful procedure in

such a case. Had one been done it

would have directed to the epigastrium
and to the gall bladder region because of
the history of trouble here some five
months previous. Nothing had oc-

curred to attract attention to the left

upper quadrant where the large pus ac-

cumulation lay silent.

THE CHARITY HOSPITAL OF LOUISIANA.
By ALBERT E. FOSSIER, A. M.. M. D.

(Continued from last issue.)

The present site of the Charity Hos-
pital was selected fin 1832, and the
building was completed during the win-
ter of 1833. The cost of construction
and the grounds amounted to approxi-
mately $150,000.00. This magnificent
edifice, which is fast approaching its

doors and inaugurated its long service

*The author is not responsible for phraseology of
quotations, a* they are taken verbatim from text.

centenary, stands to-day practically the
same as on the first day it opened its

to suffering humanity. Some subse-
quent changes of a minor character
shall be referred to later.

Even at this time it stands as a model
of Hospital architecture for this cli-

mate; its high ceilings, long and wide
halls, numerous large outside openings,
spacious verandas, give it sufficient
ventilation, make it cool in summer and
at all times cheerful. These are essen-
tials of construction not usually found
in more modern institutions.

In the Historical Epitome of the
State of Louisiana, with an Historical
Notice of New Orleans. Views and De-
scriptions of Public Buildings, etc., etc.

Published in New Orleans in 1840 is the
following: “In the year 1815 the build-

ing now occupied by the Legislature and
Officers of the State was finished and
opened as an hospital for patients, who
were received here; the great increase
of the population of the city, rendered
a large and more commodious edifice

necessary; which w(as
,

accordingly
begun A. D. 1831 on thei square of

ground bounded by Gironde, Gravier,
St. Mary and Common streets, and com-
pleted so that the patients were re-

moved thither in the winter of 1833-34.

Mr. Hemlhill was the architect and
builder, and the whole was completed at

a cost, including the land, of $149,-

750 83. About the same time the old

building was sold to the State for the

sum of $125,000, payable in bonds, hav-
ing 50 years to run, at an interest of 5

per cent per annum. The “New Charity
Hospital” so-called, is a building of

great size, being about 290 feet in its

total length, and three stories high. It

is composed of a corps of loges opening
into a spacious hall, intersected at

right angles by another running length-

wise of the building on which the wards
open. From this hall access is had by
broad stairs to the upper stories which
are similarly divided, and thus to the
cupola from which there is a magnifi-
cent view of the city and environs. The
lower story is occupied by the Library,
Physicians’ Room, Surgeons Room,
Medical College, Lecture Room, etc., and
the second and third stories into wards
for the patients, twenty-one in number,
as also into four other apartments de-
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signed as such; but owing to the plan
not being carried out, now used one
as a chapel and three others for the ac-

commodation of the Sisters of Charity;
who with noble benevolence here passed
their lives in attenance and kind office

to the indigent sick. It is calculated to

hold 540 patients.”

The second floor was appropriated to

the use of female patients and was di-

vided as follows: a ward for women of

good character, another for those of

bad, and also one for the exclusive use
of surgical and obstetrical cases. The
grounds around it were enclosed with
a substantial brick wall and were hand-
somely improved and always very neatly
kept.

The Sisters of Charity inaugurated
their long period of admirable devotion
to the sick and afflicted on January 6,

1834. For over 89 years they have
given uninterrupted altruistic services

to the Charity Hospital. Too much can-
not be said in praise of these pious
religieuses, who spurning all mundane
glory, dedicate their lives to unrelenting
toil for the alleviation of suffering, and
who have braved pestilences and epi-

demics and even risked existence itself

for the devoted love of humanity. Such
sublime sacrifice and renunciation of

the comforts and pleasure of this world
in the interest of the suffering poor, is

only possible with those whose vocation
is a religious one, and who have conse-
crated their existence to the greater
glory of their Creator. The services of

the Sisters of Charity are indispensable
to the Charity Hospital and their value
cannot be appraised merely in monetary
terms. The respect they command is

an incentive to a greater discipline and
a stimulus to more energetic work from
their subordinates. In actual work, in

enforcing economy, in preventing waste,
their services have been invaluable, and
their scrupulous management of the
domestic and nursing department, has
been the leading constituent in the suc-

cess of that institution through nearly
a century of uncertain revenues and in-

adequate appropriations. Succeeding
Boards of Administrators have recog-
nized and publicly acknowledged the
moral weight and the great economic
worth of these ladies in the manage-
ment of the Hospital.

New Orleans grew by rapid strides

;

the population in 1830 was 49,826, of

which 28,530 were whites and 21,280
were negroes; ten years later, in 1840,
it had increased to 102,204. It is re-

corded that: “It was very nearly made
up of Americans, French, Creoles, and
Spaniards, together with a large por-

tion of Germans, and a good sprinkling
of almost every other nation of the
Globe.”

The death rate was extremely high,

and the census would have shown a still

greater increase in population had the
city been in better sanitary condition

;

it was believed that about five hundred
immigrants died every year through the
so-called acclimatizing process.

The first issue of the New Orleans
Medical and Surgical Journal, published
in May, 1844, contains the following
description of an insane asylum, “a de-

partment of the Charity Hospital,”
which shortly afterwards ceased to

operate : “In the rear of the main build-

ing is the lunatic asylum, built by an
appropriation of the Legislature in

1841. The building is 103 feet long by
35 feet broad, and three stories high. A
gallery extends the whole length and
height of the house in front, and affords
a fine promenade; a passage of 9 feet

wide runs through the whole length of

the building on each floor. On each side

of these passages, the rooms open, 38
in number, well supplied with light and
air, and with doors and windows well

secured. The stairs run up at the end
of the house, and occupy but little space.

At the opposite end from the entrance,

on the ground floor, is the bathing
room, in which is to be fpund an admir-
able apparatus for the shower bath, the
use of which is so often required in the
treatment of mental diseases. The third

story of the Asylum is divided into two
spacious sleeping apartments. At each
end of the building are spacious
arbours, which are covered with
vines, affording an admirable v.de

in warm weather. These with
the grounds immediately around the
Asylum, are well adapted for exer-

cise in the open air.” This building oc-

cupied by the insane was converted, in

1849, into a department for female
patients, and is to-day the colored

female building. This change inaugu-
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rated the total segregation of the female
from the male patients, an arrangement
always desirable in a large establish-

ment of this kind.

From the same Journal the following
glimpse of the internal management and
its relation to its visiting staff is avail-

able :

“Previously, in 1843, the Board of

Administrators elected annually four
Physicians, one Visiting Physician, and
a House Surgeon, to perform the profes-

sional services of the Hospital for 12

months
;
who had their duties prescribed

and received a small compensation. At
the session of the Legislature in Janu-
ary, 1843, the Professors of the Louisi-

ana Medical College petitioned that

body to grant them a certain portion of

the public square, on which to build a
College Edifice; in consideration for

which privilege they offered to render
all the necessary professional services

to the Charity Hospital for the term of

ten years, free of charge. As soon as

the other physicians of the city became
apprized of the movement, they at once
sent to the Legslature a counter-peti-

tion, numerously signed, protesting
against the prayer of the Professors, so

far as related to the granting the ex-

clusive attendance of the Hospital, but
making no other objection to any other
aid the Legislature might think proper
to extend to the Medical College

;

they likewise agreed to attend
the Hospital gratis. The result

was that the Legislature very prop-
erly granted the Professors a site for
a College Edifice, and held them bound
to attend the wards of the Hospital for
the next ten years, provided they should
be called upon ; but that they should be
entitled to no preference in the election

of attending Physicians and Surgeons,
by the Board of Administrators. The
Board can make its selection from the
body of the Licensed' Physicians in the
City

; and if their appointments are not
accepted, they have a right to demand
the services of the aforesaid Professors.
They moreover increased the number of
Attending Physicians to eight, and
Visiting Surgeons to two, and made the
election semi-annual.

The Professors' are generally elected

to attend the wards of the Hospital dur-
ing the winter season, and are enabled

thereby to deliver valuable clinical lec-

tures to the Medical Class.

During the term following the adop-
tion of these regulations, the profes-
sional services were most punctually
performed; and the mortality of the
Hospital will compare favorably with
any previous similar period. The Hos-
pital was more frequently visited by the
Physicians of the City, and more atten-
tion was paid by them to post-mortem
examinations, and to special anatomy,
than probably was ever done before dur-
ing the summer season.
Some half-dozen students are admit-

ted into the Hospital who are furnished
board and lodging in the house, and are
required to perform all the minor opera-
tions by the attending Physicians. To
be admitted, they are required to give
satisfactory evidences of their qualifi-

cations, moral character, etc.

Admirable opportunities are afforded
these students to prosecute their
studies; but a few of them, however,
can be induced to remain at theif posts
during the sickly season

;
and it is mel-

ancholy to relate that of the three who
determined to stay last summer, two
died of Yellow Fever.”

To the rear of the Lunatic Asylum
was the dead house—or Morgue. It is

described as a small single two-story
building, divided into two rooms; one
of these contained the corpses before
burial, and the other was used as an
autopsy and dissecting room. This
small simple structure was no doubt
ample for the purpose it served; in a
contemporary Medical Journal is re-

flected the appreciation of the anato-
mists and pathologists of that time:
“This latter (the dead house) is well
supplied with light, air and water, good
tables and benches; it is altogether ad-
mirably adapted to the purposes for
which it was designed. It is doubted
whether any city in the world presents
so pleasant and convenient a place for
the study of Anatomy, as this Dead
House. Well lighted, well ventilated, a
hydrant of clear gushing water, and
plenty of fresh subjects—what more
could be desired.”

The group of buildings composing the
early Charity Hospital was completed
with the addition of two small offices
in front of the main building, facing



70 Fossier—Charity Hospital of Louisiana.

Common street, now Tulane Avenue.
They were used by the clerk and the
porter, whose duty it was to attend to

the front gate, and give entrance to only
certain privileged persons without pay-
ing an admittance fee of twenty-five
cents. This toll has been only recently

abolished, the fare box, a relic of an old

mule street car, is still existing at the
entrance of the Hospital.

This item of interest is taken from
the January number of the New Orleans
Medical and Surgical Journal of the

year 1847 : “We are gratified to learn

that the administrators of the institu-

tion have determined to erect an amphi-
theatre for the performance of surgical

operations. Such a thing has long been
wanted. Heretofore operations were
performed in the wards to the great ter-

ror of the surrounding sick, with the
inconvenience to the operating surgeons,
and where it was impossible for a
large number of spectators to witness
what was being done. A good amphi-
theatre is indispensably necessary to a

large hospital, and we are glad to hear
that the one proposed is to be erected

as soon as possible.

The annual report of 1847 is of his-

torical importance. We find the follow-

ing:

MAIN BUILDING.

Admitted 11,690
Discharged 9,369
Died 2,037
Remaining on the first of Janu-

ary, 1848 828

LUNATIC ASYLUM.
Admitted 678
Discharged 541
Died 85
Remaining on the first of Janu-

ary 1848 125
These are the largest figures ever

seen on the books of the Charity Hos-
pital. No hospital should be permitted
to take in double the number of patients

it can entertain comfortably, for it can-

not be done in justice to the sick. The
wards of the Hospital are literally

crammed. A row of beds extend all

around the walls and another in the

middle of the floor. Many patients

have to sit all day and and to lie upon
pallets at night. The whole house is in-

fected with Typhoid Fever, thus ren-

dering it dangerous for patients labor-

ing under other diseases to go there. The
House students, nurses and Sisters of
Charity are suffering from the disease.

Diarrhea and Dysentery are also com-
mon, and there are seven or eight cases
of small pox in the adjoining lunatic

asylum. But one thing is lacking to

complete the catalogue of miseries

—

erysipelas will probably break out
before long, and then the cup will be
full. We deem it our duty to record
these melancholy facts to make up the
Medical History of the day. When evils

become glaring and outrageous they en-
force reform, and often not before.”

This deplorable condition, due to the
greatly overcrowded institution, re-

sulted in much needed improvements,
for in the year 1848 andl849 a large
and important addition was made to the
group of hospital buildings which
greatly increased its capacity and for
many years provided sufficient accom-
modation to the indigent poor of that
growing city. A new wing was con-
structed in the rear of the main build-
ing practically the same size of and
paralleling the one previously used by
the insane and then converted into the
Women’s Department. It was planned
to provide suitable accommodation for
the Sisters of Charity, and sleeping
quarters for the stewards, also to serve
as a refectory for the officers and other
inmates of the Institution. This build-

ing is existing to-day and is serving
practically the same purpose as origin-
ally intended.

The Hospital at that time could com-
fortably accommodate one thousand
patients, and had a yearly average of

between eleven and thirteen thousand
admissions. It was then one of the
largest, if not the largest, hospital in

existence
;
it stood favorable comparison

with those of Europe and America. At
that time in Paris, the Hotel Dieu had a
capacity of 810 beds and La Charite
494 beds. In that city there were many
more charitable institutions, but the

two mentioned were the largest.

Again mention is made in the Hos-
pital report of 1845 of the Abuse of the
Charity wards of that Institution by
persons able to pay for medical services :

“A large number of these patients are

not proper subjects of charity, and the
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State should not be taxed with their

medical expenses; yet they have free

access to this Hospital.’'

And also in the annual report of 1846
the same complaint is voiced : “This ex-

traordinary number (8,044) affords
sufficient evidence that access to the

Hospital is altogether too free and easy
—one-half that amount of real objects

of charity suffering under sickness

could not be found in our city during
any year.”
The following quotation from the

same report is of especial interest to the
profession of to-day who resent the un-
just imposition of a tax on the practice

of Medicine: “In conclusion, we cannot
omit this occasion to remark, that
whilst the physicians of New Or-
leans are attending annually in

the services of the State, between six

and seven thousand invalids, without
charge, the Legislature, in its wisdom
and liberality, thought proper at its last

session to impose a tax upon the Pro-
fession.”

The following summary from the re-

port of the Board of Administrators
shows the then relative low cost of hos-
pitalization as compared to the current
time

:

Income of the Charity Hospital for
the year 1849

:

Tax on passengers $53,412.46
Ball licenses 2,524.15
Exhibitions, licenses 294.00
Fines on gambling 2,000.00
Donations 603.92
Gate money 868.70
Pay patients 4,091.80
Deceased patients 588.08
Sale of sundries 861.55
Bills receivable 3,725.02
State appropriation 10,000.00
Profit and loss 270.02
Insurance Ac. dividend 199.90
Slaves Sold 1,925.01
General charges 59.25
Bills payable, accom 8,500.00
Interest account 27.44

Total $89,951.30
Admissions to the Charity Hospital in

(1848 and 1849

:

umber of admissions in 1848. .11,955
umber of admissions in 1848.. 11,945

Increase of patients in 1849. . . . 3,613
or 30 23-100 per cent over 1848.

11,945 cost in 1848, $68,048.54, or $5.78
per patient.

15,558 cost in 1849, $66,351.32, or $4.26
per patient.

Reduction per patient $1.52.

The year 1847 was made eventful in
the annals of that institution by its his-
torical connection with the Mexican
War.. It also chronicles the great epi-
demic of typhus which raged through-
out the city and which originated1 from
a focus of infection arising in the
Charity Hospital. We are told of the
straggling return of sick and discharged
soldiers of the United States Army and
that scores of wounded heroes worn out
with typhoid and dysentery taxed the
utmost capacity of not only the Charity
but of every other private and public
institution.

The register of the Hospital shows
on the 29th of April the admission of
sixty-nine Irish immigrants taken from
the ship Stephen Baldwin which had
just arrived from Liverpool. Three hun-
dred refugees were embarked on that
ship

;
they had heard of the liberty and

prosperity of the new country and were
determined to risk the uncertain destin-
ies of a long voyage to America to
escape the persecution of a despotic
country. Twenty-six of these immi-
grants never viewed the shores of their
promised land, for in a watery grave
they found everlasting peace and relief
from tyrannical despotism. The deplor-
able condition of those fortunate enough
to survive the tortures of that voyage
is thus described : “The foreign immi-
grants are the most miserable set of
poor, half-starved wretches, worn out
by the combined horrors of a long sea
voyage, ship fever and bowel com-
plaints ever seen.” That the combined
influx of soldiers and immigrants
strained the utmost capacity of the
Charity Hospital, and taxed the inge-
nuity of this community (just renowned
for its hospitality, generosity and
charity) to provide for these unfortu-
nates, is best attested by the following
quotation : “As matters are going on,
this large institution may be completely
monopolized by foreigners; and in case
of an epidemic our own poor will be
totally excluded from its benefit. It
seems to us that they should either at
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once be sent up to the great West, or

there should be established, beyond the
precincts of the City, a Hospital for

their special accommodation. They are
fellow beings and we cannot see them
perish iij„our streets; though from the

present prospect, it is apparent that the

benevolence and generosity of our citi-

zens will be heavily taxed before the

summer is over.” Typhus soon spread
to the four corners of the town and be-

came epidemic and in its wake the death
of four Charity Hospital attendants,

martyrs to their devotion and love of

humanity. The congestion became so

great it was necessary for the Irish Im-
migrant Society to establish emer-
gency hospitals in the upper part of the

city. Physicians and Apothecaries were
appointed by the Municipal Council to

visit and to furnish gratuitously medi-
cines to the sick. All religious and be-

nevolent societies rose to the occasion,

and nobly responded to the call of dis-

tress ;
they vied with each other in ren-

dering distinguished services. Yet,

such noble charity resulted in only scant

appreciation. Complaint on that score is

thus expressed: “These poor creatures
(almost exclusively foreigners), seem to

be incapable of appreciating the active

benevolence expended in their behalf,

and often display a disgusting want of

sympathy with each other, yet this does
not stay the hand 1 of charity.”

The greatest evils are sometimes
blessings in disguise, calamities fre-

quently usher in reforms which lead to

immunity, catastrophies arouse the in-

different to impending dangers, and
pestilences promote research which
often .result in their eradication. In
1850 another typhus immigrant from
the ship “Uriel” arrived and reported
the death of many during the passage.

The sick were sent to the Hospital and
the vessel detained at the point for a

few days to be cleansed and disinfected.

These precautions prevented a spread
of the disease in the city.

“Hospital unusually free from dis-

eases ;” observed the New Orleans Medi-
cal and Surgical Journal in its July
number of the year 1850, “and we an-

nounce it as at once both remarkable
and indicative of the high state of pub-
lic health that between ten and twelve
of the wards of the Charity Hospital

have been recently closed—the number
of patients having diminished so rapidly
as to vacate a large portion of the build-

ing. Such an event at this season of
the year should not be allowed to pass :

unnoticed, and we record the fact with
great satisfaction.” This records a most
unusual phase in the existence of that
institution.

A few years previous to the Civil

War the annual expenditures varied
from $73,000.00 to $78,000.00. The
ceaseless tide of immigration, and the
great influx to our city of individuals
from all those States bordering the Mis-
sissippi river and its tributaries, pro-
vided through the tax on passengers the
bulk of the revenue for the maintenance
of the Charity Hospital. In 1854 this

tax amounted to upwards of $71,000.00,
but decreased to $41,000.00 in 1855;
in 1856 to $28,000.00, in 1857 to $30,-

201.75, in 1858 to $19,640.25, in 1859
$14,130.10, and 1860 to $16,335.35. The
great falling off of the revenue derived
from this tax left a large deficit in the
annual budgets that had to be provided
for by State appropriations.

The admissions to the institution dur-
ing the same period varied between nine
and thirteen thousand. A very small

number of these were native Louisiani-

ans, the greater majority being foreign-

ers.

The following figures taken from the
report of the Board of Administrators
of the Charity Hospital for the year
1859 are practically the same as those
of a few previous years.

Patients admitted from Louisi-

ana 377
Patients admitted from United

States 1,634
Patients admitted from Foreign

Countries 10,753
Unknown 11

Total 12,775

It is interesting to note that the larg-

est number of foreigners admitted were
Irish, 5,888 ofwhom were administered
to that institution, which was very near-
ly half the total number of admissions

;

the next largest number were Germans
and Prussians, their registration

amounted to 2,262, then the French with
742 and the English with 591. This
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proportion remained fairly constant
during the fifteen years previous to the

Civil War.
In the year 1848 “Letheon” (ether)

introduced by W. T. Morton, was used
with his permission in the Hospital. A
choice of anesthetics soon become a mat-
ter of controversy as to the relative

merits of ether and chloroform. This
editorial in the June issue of the New
Orleans Medical News and Hospital
Gazette of the year 1859 gives an as-

pect of the choice of general anesthetics

in the early years of its use in our hos-
pital: “From the London Medical Times
and Gazette we learn that ‘Dr. Haywood
of the United States’ ” (of Boston, we
presume), has written a letter to the
Surgical Society, in which he recom-
mends the abandonment of Chloroform,
and the substitution of ether. “He
states that in all the large hospitals at

Naples, Lyons, and in America, ether is

alone employed, “etc.” We must beg
leave to correct an egregious error in-

to which Dr. Haywood has fallen, if he
classes the Charity Hospital of New
Orleans among those wherein ether is

used in preference to chloroform. We
are a daily visitor to the Charity Hospi-
tal, and we do not recollect having seen
ether administered except as a rare ex-
periment. Since 1848 Chloroform has
been in daily use in the Institution; it

has been and is still given to all sorts of
cases, medical, surgical, and obstetri-

cal, and we do not know of more than
one or two deaths from its use. Indeed,
in all New Orleans, we have heard of
but two deaths from the use of the agent
and we are not now certain that either
of them occurred in the Hospital. A
woman (a hospital patient) in the hands
of an intimate medical friend,did one
day appear to die under the administra-
tion of chloroform, but the tongue was
quickly and forcibly drawn forward,
and she respired again.

The fact is, our Boston brethren have
a little local pride about ether which
blinds them to the superiority of chloro-
form. But they have an up-hill busi-
ness of it if they think of making other
people endorse their ideas. We think
we can confidently predict that New
Orleans will never embrace ether as an
anesthetic.”

A gruesome episode is related by

Doctor Ernest Lewis in his “Reminis-
cences.” This duel between these two
prominent house surgeons should be re-

corded in the historical annals of the In-

stitution in which they so faithfully and
efficiently labored : “During the same
year (1860) a tragic incident occurred
in the Charity Hospital. Dr. John Fos-
ter, the House Surgeon, had succeeded
Dr. Chopin, who filled that office from
1853 to 1858, succeeding Dr. Foster in

turn. They were bitter political ene-

mies and professional rivals. One of

the internes by the name of Weams was
fatally shot in a brawl at a Carnival ball

by a law student and conveyed to the
Charity Hospital, where he was seen by
both Chopin and Foster, but at differ-

ent hours.' What one prescribed the

other threw out of the window. One
morning their visits clashed and a fight

followed at the bedside of the dying stu-

dent, which had no consequence as they
were separated by mutual friends. A
few days later, meeting in front of the

hospital entrance and both being armed,
they engaged in a gun battle in which
Chopin was wounded in the neck and
the external jugular vein severed.”

When war between the States was de-

clared, the smouldering fires of suspi-

cion, rebellion and hatred burst into a
conflagration that swept the Country,
and was a holocaust of the patriotism

and heroism of a whole nation. Again
the Charity Hospital, the largest in the

Confederate States, was called upon to

surmount tremendous obstacles. The
Board of Administrators recognizing
the predicament in which the Institution

would be placed made the following rec-

mendation to the Legislature:

“In asking the Legislature for re-

newal appropriations for the next four-

teen months, we would respectfully re-

fer to the fact that this Institution is

now, and probably will continue, dur-
ing the existing year, to be the most con-

venient if not the only refuge in the

southwest for sick and disabled soldiers

and mariners. The patients of the old

Marine Hospital having been transfer-

red to the Charity Hospital, we have
been compelled to set apart several

wards for the accomodation of sick sol-

diers and sailors, and although through
the kind assistance of Collector Hatch,
a small fund in his hands ($1,023), set
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apart for the support of the old Marine
Hospital has been paid over to the treas-

urer, yet, with this exception, no pro-
vision has been made by the Confeder-
ate Congress, nor has any funds been
furnished by the administration for
their support. For the ensuing year,
the Charity Hospital will be compelled
from the exigencies of the case, not only
to meet the ordinary demands of the
sick and disabled, but to subserve to

some extent the purpose of a military
and naval hospital, at a time when am-
ple provision of this nature is indispen-
sable.” No contemporary reference as
to the activities of that Institution could
be found during the war. No annual
hospital reports were printed, and local

medical journals suspended publication
during these trying days. The activi-

ties of the Hospital, and the role it

played in that great drama are handed
down to us in the “Reminiscences” of
Doctor Ernest Lewis, in which he re-

lated his personal experiences as Acting
House Surgeon during the war: “Before
the annual meeting of the Board, Febru-
ary, 1862, Dr. Sprague, the Assistant
House Surgeon, resigned, and at the
suggestion of Dr. Nichols, I petitioned
the Faculty for a premature examina-
tion, to apply for the vacant hospital po-
sition, which was granted, and passed.
At the meeting of the Board I was elect-

ed. A few months later, Dr. Nichols
resigning, I was appointed Acting
House Surgeon with an increase in sal-

ary. The full title was not given me, I

was informed by the President, Judge
J. N. Lea, because of my youth. I was
not then 22. On the surrender of the
city to the Federal fleet and the arrival
of General Butler to take possession, his
Medical Director called at the hospital
and requested me to assign a part of the
institution for his sick and wounded. I

flatly refused, telling him the institu-

tion was for the poor of the State only,
but the Federals being in power, he
could take possession if he chose and the
Hospital Staff would withdraw. He
replied he would not have us do that
and left. He afterwards converted the
St. Louis Hotel into a military Hospital.

Before the federal occupation of the city

the old Marine Hospital, on Tulane Ave-
nue, where now is the House of Deten-
tion, was used as a Confederate hospi-

tal, with Major C. Beard in charge. Cut
off from his sources of supplies, it had
to be closed. He wrote me to that ef-

fect and of his dilemma regarding his

sick and wounded, requesting that they
be received at the Charity Hospital. My
consent being given, they were trans-

ferred here. This coming to the knowl-
edge of General Butler, led to the arrest

of the members of the Board and my-
self. When brought to his presence at

the Custom House, looking at me stern-

ly he said, “How comes it, sir, that you,

a physician, have discriminated between
my sick and those of the Confederacy?”
I answered, “they were not received as

soldiers, but as Charity patients,” and
handed him Dr. Beard’s letter, which
he read and, looking up, said, “I see you
have an excuse, but having established

a precedent, you will have to receive my
men.” Making a virtue of necessity

and not aspiring to martyrdom by im-
prisonment at Ft. St. Philip or Ship Is-

land, I answered, “Very well, sir, but

furnish me with medical men to attend

them, as we are very short-handed.” He
then authorized me to employ two phy-
sicians at a salary of $50.00 a month
each, which he would pay them. I ap-

pointed my friends, Dr. Robert Davis,

the uncle of Dr. Davis of our city, and
Dr. Cleary to that duty. Some time
later he issued his famous order com-
pelling everyone to take the oath of al-

legiance or register as enemies of the

United States Government. The entire

Hospital Staff registered as enemies ex-

cepting J. A. Root, an interne, who took

the oath of allegiance and becamt Assis-

tant House Surgeon in 1871. When
General Banks superseded General
Butler, he appointed a Republican
Board, and at the annual meeting in

February, 1863, Dr. Smythe was elected

House Sugeon. I was offered the

Assistant House Surgeonship with an
increase of salary, but declined.”

(To be continued.)
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SMALLPOX — HISTORY, DIAGNOSIS,
SYMPTOMATOLOGY AND TREAT-

MENT.*
By J. G. STULB, M. D.

New Orleans, La.

HISTORICAL RESUME.
Smallpox dates its origin to remote

antiquity. Its first appearance in the
world is hidden in the mists of the past,

and although such authorities as De
Haen, Willan, Moore and Barren assert

that it was known in ancient Greece
and Rome, Adams and other writers of

note deny this and advance other theo-

ries. Even as early as the tenth cen-

tury, the celebrated Rhazes, the
Arabian, wrote exhaustively on the sub-

ject. Galen was evidently familiar with
the pest, as will be evidenced by refer-

ence to his first, fourth, ninth and four-

teenth books. The Chinese are reputed
to have known the disease 2,000 years
before the Chrisian era.

Whether small pox was known in an-
cient times or not, is immaterial at this

date, but the fact remains that it is one
of the most noxious scourges that
afflict mankind and sanitary measures
to prevent its prevalence and spread
cannot be too severe.

DEFINITION.

Smallpox is one of the most infectious

diseases known. It is an acute, conta-
gious, febrile, exanthematous malady,
characterized by several stages of erup-
tion—macular, panular, vesicular and
pustular.

Smallpox respects neither sex, age
nor race. It may infect the fetus in the
womb of the mother and attacks the
nonagenarian as well. The symptoms
are chill, fever, headache, lumbar pains
and, sometimes, vomiting. It is trans-

missible not only by direct contact with
the patient or by fomites infected by
those afflicted with the malady ;

but
sometimes infection takes place through
the air at considerable distances. The
life of the germ is great and dried pus
from smallpox patients has been found
virulent years after.

ETIOLOGY.
The cause of smallpox has not yet

been discovered.

*Read Before the Louisiana State Medical Society
Meeting April 24-26, 1923.

INCUBATION.
The time of incubation is from ten to

fourteen days and the danger to others
commences with the initial period and
lasts through the disease, as long as
there are scabs on the patient. Some
writers observed the incubation period
to be as long as eighteen or twenty
days.

SYMPTOMS AND COURSE OF THE
DISEASE.

Smallpox usually commences with a
chill and the temperature is character-
istic. From the onset erythematous
exanthema is frequent. It is irregularly
scattered over the body or appears be-
tween the umbilicus, symphysis and
Poupart’s ligament and on the inside

of the thigh; however, the lesions are
macular and are sharply marked and 1 a
shotty feeling manifests itself.

It has been my experience to observe 1

that the exanthema at times closely re-

sembles that of measles in fact so closely

that it cannot be differentiated at times
from a severe form of measles. The
catarrhal symptoms of the eyes and
nose, however, are absent. A very
severe type of smallpox, generally con-
fluent or hemorrhagic, with pemphigus,
follows. Such cases call for special con-
sideration of the prodromal symptoms
to make an early and positive diagnosis.

Smallpox eruptions appear on the
third day, first on the face, then on the
trunk, arms and legs, and the tempera-
ture drops, but not to the normal, to

rise again with the stage of suppuration
(the formation of pustules). During the
second week the fever drops irregularly

to the normal. In cases where the erup-
tion is tardy, a cup of hot tea every two
hours will bring it out in from twelve to

forty-eight hours.
The skin offers less favorable condi-

tions of growth to the virus than the
mucous membrane, which is ordinarily
affected, and therefore gives the body
an opportunity to better protect itself

by the production of antibodies.

The principal varieties of smallpox
are :

(1) Variola, discrete.

(2) Variola, confluent.

Complications: Edema of the glottis;

bronchitis
;

broncho-pneumonia ; myo-
carditis; convulsions in children. In



76 Stulb

—

Smallpox.

adults the delirium may persist and be-

come violent, and finally subside into

a fatal coma. Boils are very frequent
and may be severe. Pemphigus (bul-

lae) and cellulitis.

A catarrhal and purulent conjunctivi-

tis is also present. The secretions cause
adhesion of the eyelids and unless great

care is taken this complication may
develop into ulceration and perfora-
tion.)

(3) Variola, Hemorrhagic, petechial

or black smallpox.

The illness starts with the usual

symptoms, but with more intense con-

stitutional disturbance. On the even-
ing of the second or on the third day,

there is a diffuse hyperemic rash, with
small hemorrhages, and the spots in-

crease in size. Pemphigus (bullae) ap-

pears at times. Death may take place

before the rash appears.

DIAGNOSIS.

It is not an easy matter to differenti-

ate smallpox from some of the maladies
which simulate it. A differentiation

of smallpox from chickenpox is some-
times difficult, especially after the de-

velopment of pustules and vesicules.

Chickenpox lesions appear on successive

days and are seen in different stages of

development : macules, vesicles, pustules

and scabs may be observed side by side

and light pressure will rupture the vesi-

cles and pustules. If the diagnosis is

doubtful, from the character of the

eruption, the temperature^ curve, the

initial exanthema, the prodrome and the

length of time of development of the
eruption will materially help in arriv-

ing at a correct diagnosis.

Some writers claim that varicella

(chickenpox) is rare in the adult. I

have not found it so, but have seen dur-

ing the past year over one hundred cases

in adult men and women.
Close observation will generally dif-

ferentiate between smallpox and
chickenpox, but as I have above stated,

it is sometimes very difficult to differ-

entiate. Smallpox is generally ushered
with a chill; varicella is not. Varicella

is very seldom characterized by initial

fever; when present it is very slight and
generally disappears within twenty-four
hours. In smallpox, however, the fever

reaches 102 degrees F. and persists for

about forty-eight hours. The eruption
is also slightly different and a close

study of the skin lesions will generally
clear up any doubt which may exist.

The diagnosis of smallpox from
syphilis, pemphigus, impetigo conta-

gioso and measles is an easy matter
and need not be touched upon in this

paper.

PROPHYLAXIS.

Vaccination and re-vaccination is the

surest way to prevent smallpox and
should be compulsory in every State. In

Louisiana vaccination is not compul-
sory. In New Orleans, compulsory vac-

cination of children before entering the
public schools and re-vaccination every
seven years, is the law, due to combined
action of the City Board of Health and
the School Board.

Immunization was introduced into

Europe by Timoni (1713). Pilarini

(1716) and Lady Mary Wortley Mon-
tague (1721), wife of the English Am-
bassador at Constantinople, who
brought it in vogue in England that
year. Variolation was then more prac-
ticed than vaccination. Thousands of

persons were inoculated, even troops in

the Continental Army; but vaccination
was soon recognized as a safer proced-
ure than variolation, since the inocu-

lated subjects, in the latter case, be-

came smallpox carriers, through the
sores. But it was not until the publica-

tion of Jenner’s epochal work (1798)
that the human virus for vaccination
was accorded the lead.

Lady Montague’s method consisted of

rubbing into the skin of the healthy the
dried substance of vesicles of light cases

of smallpox. This usually produced a
light attack of the disease and protec-

tion for life. The skin offers less favor-

able conditions of growth to the virus

than the mucous membrane, thereby
giving the body an opportunity to pro-

tect itself better by the production of

antibodies.

At the time Lady Montague intro-

duced variolation into England, it was
common knowledge among the people of

the country of Gloucester that passing
through an attack of cowpox would pro-

tect against smallpox.



Stulb

—

Smallpox. 77

Jenner, who thoroughly examined
this fact, published his results in 1798,

showing further that the vaccine could

be used from man to man with the

same results. A little later it was ex-

perimentally shown that calves vacci-

nated with the contagion of smallpox
would develop cowpox and this re-vac-

cinated into man produced only local

vaccine pustules, but protected against
smallpox infection. The passage of the
virus through the calf diminishes the
virulence of the contagion

; several

passages through the calf are necessary
before it is sufficiently weakened to be
safely used on man. It was later ob-
served that the protection produced by
this vaccination practically lessened and
that re-vaccination every ten years was
necessary to protect permanently. This
method is now commonly used in States
where vaccination is not compulsory.

Vaccination is ineffective after the
first symptoms of smallpox have made
their appearance.

Isolation is an absolute necessity in

suspected cases. No one but physicians
and nurses, under careful precautions,
should see the patient during the course
of the disease. The patient should be
confined in an established isolation hos-
pital. If it should become necessary for
any one, except physicians and nurses,
to visit the patient, he must be vacci-

nated, as well as those persons who have
been in contact with him, pending the
clearing up of the diagnosis. Isolation

has to be made at once, as danger of

infection commences with the first

symptoms and should be continued as
long as any scabs can be found. The
soles of the feet have to be especially

examined; here, where scabs adhere to

the hard epidermis longer than any-
where else, frequent bathing of the feet
in hot, soapy water will cause their re-

moval. Rigorous cleaning of face, hands
and head after seeing a patient is neces-

sary to prevent carrying the contagion
to others; and everything that comes
in contact with the sick has to be thor-

oughly disinfected, which is best done
with overheated steam. To prevent the
drying scabs and their debris from
dropping off the body and spreading
through the air, I direct the patient to

be anointed with iodized-phenol, 5 per

cent in cotton seed oil; the warm bath
is given every morning and scabs gently
removed by washing and the patient is

dried and again anointed. I have used
in my private practice, as a disinfec-

tant mouth wash, potassium chloride,

tr. ferri chloride, of each three drams,,
glycerine two ounces, aquae qs. to
make a six ounce mixture. One tea-
spoonful in a half cup of hot water is;

used as a gargle three times a day.,

after each meal, with the greatest ad-
vantage. The nascent chlorine has a
decided bactericidal effect. Nothing
should be taken by mouth for at least

an hour after the wash has been used.

TREATMENT.

A specific treatment is not known.
The treatment of smallpox has to be
symptomotic, simple in light cases, but
requiring judgment and painstaking
care in the severer form, especially in
patients with damaged organs. Every
patient, after an examination has been
made, should be given a large dose of
castor oil, calomel and soda, each grains
five, preferably followed in six hours
by a saline laxative in hot water. I

consider this last measure of great im-
portance on account of the cleansing of
the bowels, as well as the effect it has
on the circulation. Dr. Otto Lerch
states that dilated hearts contract and
that a flabby, irregular pulse becomes
more regular and firmer after such a
purgative. I can confirm this observa-
tion. There is not an infectious disease
where the muscles of the heart are not
affected.

Smallpox is dangerous even in the
light form. Most of the symptoms are
symptoms of intoxication and the clean-
ing of the bowels and keeping them
clean will lessen this danger.

The mouth cavity has to be carefully
examined and cleaned after every meal
and cleaned with a solution of chlorate
of potash, or boric acid, followed by a
decoction of slimy substances.

To dilute the blood and protect the
kidneys large draughts of water are
necessary. This is best given at stated
intervals. I direct that a tumbler full

be given every two hours, to which half
a teaspoonful of spirits of nitre should
be added; this will impress the patient
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and the nurse, and in this way prompt
attention will be secured.
The diet is generally that of a fever

patient.

During the febrile process large
amounts of liquids are indicated to
dilute the blood and make it less toxic
and irritating, and for the same reason
condiments—pepper and salt—must be
used sparingly. The food is given in
liquid form, the medicine diluted with
water and fruit juice added to allay

thirst. If the patient objects to large
quantities of liquid, it must be given in

an enema, or by hypodermoclysis as
physiologic salt solution

;
when the kid-

neys are affected the salt must be re-

placed with sugar of milk. Milk may
be given as soup with an addition of
lime water. Buttermilk is well borne.
Beef tea enriched with cereals and eggs,
orange juice beaten with sugar, the
various meat wines, and milk jellies, are
all useful.

After the patient has passed the feb-
rile state, then the diet may tend, gradu-
ally, to a semi-solid, and finally to a
convalescent diet. In my hospital prac-
tice I prescribe throughout the
febrile state, an oatmeal soup

—

that is, oatmeal thoroughly boiled
with milk to a creamy consist-

ency—a bowlful three times a day, fol-

lowed, after umbilication of the pus-
tules, with a thoroughly boiled vege-
table soup, and this gradually by a con-
valescent diet. This regime is well-
borne and liked by the patient.

The temperature is a negligible fac-

tor. Only in cases of hyperpyrexia, it

should be lowered with some of the well-

known anti-pyretics. In cases of great
excitation, a prolonged warm bath, or
luminal-soda, veronal, or chloral hy-
drate, may be given.

If the treatment, as outlined above,
is closely followed, antipyretics and nar-
cotics will never be required.

The treatment of the eruption is best
carried out with hot compresses, which
relieve tension and pain. Permangan-
ate of potash may be added to the water
as a deodorant. I apply as routine treat-
ment an ointment consisting of ichtosan
or ichythyol 25 per cent, in vaseline and
lanoline, equal parts. This gives relief

and 1 prevents pitting; occasionally, in-

stead, 5 per cent phenol, in bismuth and
vaseline and lanoline, equal parts, if

cheapness has to be considered. Finsen
recommends the treatment with red
light to prevent the formation of pus
and pitting. I have had no experience
with this method. The intense itching
felt by the patient during the time of

dessication is relieved by prolonged
warm baths and the soapy bath, to ac-

celerate the removal of dried scabs.

MORTALITY.

One of the worst heritages that the
discoverers of America brought to the
New World, was smallpox. It was un-
known to the American Indian prior to

the landing of Columbus on the Western
Continent. It appeared in England in

the first part of the thirteeth Century
and two hundred years later invaded
Germany. The first outbreak in

America occurred in Mexico in 1527.
First occurrences in other countries are
not authentic.

The Mexican epidemic was the worst
ever recorded in history. Prescott’s

“Conquest of Mexico’’ gives gruesome
details of this scourge, and says that it

went “sweeping over the land like fire

over the prairies.” Nearly four million

natives died within a few years. The
aborigines seemed to be specially sus-

ceptible to the maladiy, whole tribes

being annihilated and wide sections de-

populated. Entire communities were
decimated in Brazil in 1633, while Ecua-
dor lost 100,000 within a few years
after the invasion of the disease.

Even far-off Greenland has been vis-

ited, losing about one-third of her popu-
lation in the eighteenth century.

Historical accounts of the ravages of
smallpox could fill several volumes, and
the above resume is given to show the
great mortality of this lothsome disease,

if allowed to go unchecked.

My personal experience in the man-
agement of smallpox has led me to be-
lieve that it is not such a deadly disease
if properly attended to and rigid pro-
phylactic measures followed. During
the period I was in charge of the small-
pox cases at the New Orleans Isolation
Hospital (January, 1917, to December,
1919), the cases and deaths wTere as fol-

lows :
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SMALLPOX CASES AND DETAHS IN THE ISOLATION HOSPITAL, NEW ORLEANS.
1917 1918 1919

Cases Deaths Cases Deaths Cases Deaths
January 24 0 28 0 4 0

February 30 0 65 0 11 0

March 47 0 49 0 21 0

April 22 0 23 0 18 0
May 16 0 16 0 22 1

June 4 0 17 0 14 1

July 14 0 0 0 3 1

August 0 0 1 0 0 0

September 2 0 1 0 1 0

October 3 0 1 0 0 0

November 2 0 1 0 3 0

December 9 0 5 0 3 0

Totals 173 0 207 0 104 7

Total number of cases under my care
during the three years I was in charge
at the Isolation Hospital, 520

;
deaths, 3.

It will be noticed that there were no
deaths in 1917 and 1918, and that the
three deaths in 1919 occurred succes-

sively in May, June and July. These
fatal cases were almost moribund when
brought to the Isolation Hospital, and
there remained little to do but ease the
sufferings of the stricken ones.

INFECTION.
The virus invades the human body

through the mucosa of the respiratory
track. The time of incubation is from
ten to fifteen days and the danger to
others commences with the vesicle stage
and lasts throughout the disease and as
long as there are scabs on the patient.

I doubt natural immunity from the
disease. It is my opinion that one at-

tack of the disease protects for life.

It is also my opinion that vaccination
is ineffective after the vesicles have
made their appearance. The virus is in

the blood stream and propagation takes
place until expiration of the period of
incubation.

A case of interest that came to my
knowledge was the admission into the
Isolation Hospital of two women, both
in a pregnant state. Both were suffer-

ing with confluent cases of smallpox.
They were discharged as cured after ap-
proximately forty days’ treatment, and
free from all infection. About two
weeks after discharge they gave birth
to children, with no signs of smallpox,
nor any eruption, as far as the children
were concerned. This demonstrates that
when the mothers of these children be-

came infected they carried this infec-

tion, simultaneously, to their fetuses;

and further that the discharge of the
mother free from all infection of the dis-

ease, applies to the foetus as well.

During my~ connection with the Isola-

tion Hospital of this city, I was sum-
moned to a home in the lower portion
of our city where it was reported small-

pox was prevalent. In this house I

found three cases of smallpox; one of
the cases was a child of eighteen months,
another an infant of about six days, and
the third the mother of both of these
children. These patients were removed
at once to the Isolation Hospital.

Investigation of the case developed
that the eighteen-months-old child had
been sick for twenty-one days preceding
my visit and that the eruption appeared
on both the mother and younger child

three days after its birth. This demon-
strates that the mother and younger
child were infected shortly after the ap-
pearance of the eruption on the first

child, taking into consideration the
usual period of incubation. This is

further demonstrative of the fact that
the mother and her fetus were infected

at the vesicle stage.

Another summons brought me to a
residence on Soniat street, where two
cases of smallpox were found; i. e.,

mother and infant. Both patients were
removed to the Isolation Hospital.

Investigation of this case developed
that the mother, while in a pregnant
stage, visited her husband daily at the
Isolation Hospital; the husband having
been brought to this institution suffer-
ing with bubonic plague. Nine days
after the birth of the child eruption ap-
peared on both the mother and child,

which is demonstrative of the fact that



80 Hobson

—

Carbon Tetrachloride—Hookworm.

the mother and child were infected

about six days preceding the birth.

I had occasion to vaccinate a one-
year-old child in this same house on the
same day that the other two patients

were removed to the Isolation Hospital.

Ten days after vaccination this child

developed smallpox the period of incu-

bation showing that it had been infected
prior to vaccination.

DISCUSSION.

Dr. Ralph Hopkins (New Orleans): By no
means of least importance in the problem of
smallpox is the question of diagnosis, and
the differentiation between atypical cases of
variola and atypical cases of varicella. One
point that is most helpful in leading to cor-

rect diagnosis is the characterictics of the
individual lesions in these two diseases. The
importance of this point was very strongly
impressed upon me in the recent outbreak of

smallpox in Marirfe Hospital 66, the national
leprosarium. In this isolated community
there was no question of differentation be-
tween smallpox and chickenpox—it was small-
pox, some hemorrhagic, some confluent, some
serious, and some very mild. But I do believe
that some of the very mild cases, had they
occurred in another community, would have
been called chickenpox. In many of these the
constitutional symptoms were far less than
would have been found in even moderately
severe chickenpox, and the number of lesions
and the usual distribution of smallpox were
lacking. The one characteristic, however, in

which almost all the cases ran true to small-
pox form was the individual vesicles. They
were almost always of the type of smallpox
vesicles, not the superficial lesions of chicken-
pox. They were conical in form and hard,
some being even harder than the papules of
which they were a development. Some of
them could not be ruptured by a single punc-
ture, but required numerous punctures to
empty them of the fluid. In using this

method of differentation between smallpox
and chickenpox it should be borne in mind
that chickenpox lesions, as they occur on
hands and feet and face, on account of the
greater thickness of the integument in those
regions, are most likely to be taken for the
hard vesicles of smallpox.

The lesson to be learned from our experi-
ence in Hospital 66 is the necessity for vac-
cination, even if the community is isolated,
as the leper institution is.

Dr. Oscar Dowling (New Orleans): The in-

clination on the part of many physicians when
called upon to diagnose smallpox or chicken-
pox seems to be to give the patient the
benefit of the doubt. In many instances this
apparently is the cause of the spread of the
disease. In some communities smallpox has
been called chickenpox until in another com-
munity someone from the former place died
from smallpox; then definite information
would be furnished the State Board of Health
that smallpox existed in both places. We
have frequent requests from doctors to send

an expert to determine whether or not a case
is smallpox. While I can understand the de-
sire to place the responsibility on the State
Board of Health, I feel it is a reflection on
the local health officer, and if he cannot de-
termine whether the case is smallpox or
chickenpox he is at liberty to call in two
other men in the parish. Surely three doctors
in any parish can diagnose smallpox as op-
posed to chickenpox. If smallpox could be
confined to those who wanted the privilege
of having it, it would be a good plan to per-
mit them to suffer the consequences, but un-
fortunately this is not the case and the bur-
den of controlling the disease rests upon the
local and State health officers.

Dr. J. G. Stulb (closing): I will answer Dr.
Bel first. After successful vaccination you
are protected, according to the authorities,
for seven years; but that does not necessarily
mean that you cannot contract smallpox. It

is possible that following' the first vaccination
you may contract smallpox, but you will have
a mild type. But from you could be conveyed
the confluent type or the hemorrhagic. Vac-
cination is nothing else than rubbing a live

virus into the body. I was vaccinated when
a boy, but I developed a mild type of small-
pox twenty years ago, and from me developed
some of the most virulent types that were
ever seen by man.

CARBON TETRACHLORIDE IN THE
TREATMENT OF HOOKWORM DIS-

EASE WITH REPORT OF CASES.*
By SAM HOBSON, M. D.

From the Department of Medicine, Tulane University
and the Medical Department of the Charity Hospital,

New Orleans.

Ankylostomiasis or hookworm dis-

ease as a clinical entity has been recog-

nized for three centuries. However, it

was not until the work of Dubini in

1838 that the etiological factor of the
condition was established. Dubini first

described the causative parasite, and
due to the peculiar bent or curved ap-
pearance of its mouth gave it the name
of “hookworm.” There quickly fol-

lowed the investigations of Billhartz

and Griesenger, Wucherer and the
monumental contribution of Looss, who
first described the cardinal fact of the
penetration of the skin by the larvae
and the route by which these) latter

reach the intestines. At the present
time the life cycle of the parasites, its

modes of entrance into the animal
economy and its baneful influences

when infesting its host, are all well
known.

Infection by means of the two chief

forms of hookworm, Ankylostoma

*Read Before the Louisiana State Medical Societj
Meeting April 24-26, 1923.
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duodenale and Necator Americanus is

widespread. There is scarcely a tropi-

cal or subtropical country in which
heavy infestation of the native popula-
tion is not present. Recent figures
show that in India 60 per cent, in Porto
Rico 90 per cent, in the Philippines 12
per cent, in the southern United States
15 per cent, in the mining centers of
Germany and France 6 per cent of the
native populations suffer from hook-
worm infection in a graver or milder
form. Statistics obtained from the ex-
amination of recruits called to the
colors under the selective service
act during the late war revealed
hookworm infection in sections of
the United States where, up to
then, little evidence of the preva-
lence of the disease had been noted. The
economic loss of the various countries
where native population shows endemic
hookworm infection is appalling. This
economic loss is referable to factors so
well known as to require no discussion
here.

With the establishment at once of the
etiology of hookworm disease and the
facts that there are no secondary hosts,

that the infection is not readily spread
by the ingestion of milk or water, that
flies or insects do not carry it, it would
appear that control should be very sim-
ple. Such, however, is not the case;
even the prevention of the disease is ex-

tremely difficult. The principal angle
of attack on ankylostomiasis has been,
and very naturally so, attempts to ex-

terminate mature worms in the intes-

tines of human beings in order to check
the supply of eggs at its very source.
For this purpose various drugs have
been employed. Thus, eucalyptus and
chloroform, betanaphthol, oleoresin of
aspidium, oil of chenopodium and
finally and more generally thymol have
been used; this latter drug has of late

years been the agent of choice unless the
patient showed some idiosyncrasy to its

use. In 1921 Hall, Zoologist of the
United States Bureau of Animal Indus-
try conceived the idea that carbon tetra-

chloride, a drug practically abandoned
as a therapeutic agent fifty years pre-
viously, could be successfully used in the
treatment of hookworm disease. He
carried out experiments with gratifying
results upon dogs and monkeys and hav-

ing administered to himself 3cc of the
drug by mouth, reported that it could be
given with impunity in such doses to

human adults, urged its use in the treat-

ment in human ankylostomiasis and
finally warned against possible impuri-
ties which could be found in the drug
as purchased upon the open market.
Stimulated by these investigations there
presently appeared a number of favor-
able reports upon the human adminis-
tration of the drug. Thus Nicholls, Di-
rector of the Bacteriological and Pasteur
Institutes of Ceylon, and Hampton, Di-
rector of the International Health
Board, reported the use of the drug in

from 4-10cc doses. They added to the
subject a detailed report of the negative
histological findings in the various
organs of a condemned criminal who
had consented to take the drug experi-
mentally in two doses of 6cc each at

13-day intervals. S. M. Lambert re-

ported his observations in 20,000 cases

and later in 50,000 treated cases.

The consensus of opinions of these in-

vestigations was that carbon tetrachlo-

ride is a vermifuge and vermicide of

great potency; that it can be adminis-
tered with safety to humans; that it

gives little discomfort to the patient;

that it permits treating at low cost vast
populations suffering with hookworm.

That Hall’s original warning as to the
possible ill effects of impure drugs was
not sounded in vain is proven by S M.
Lambert’s experience. After treating

42,000 cases with no fatality, he was
unfortunate enough to lose three cases

in his next series of 8,000. This he
ascribes to a chemically proven impure
carbon tetrachloride which he had used
in the treatment of this last series. His-
tological examination of the various or-

gans from one of these fatal cases re-

vealed extensive focal necrosis in the
liver, changes identical with those de-

scribed by Pessoa and Meyer following
experimental intoxication with the
drug.
The plan of treatment for ankylos-

tomiasis by means of carbon tetrachlo-

ride recommended by most investiga-
tors is as follows : light supper ;

no
breakfast the following morning

;
7 :00

a. m. carbon tetrachloride (C. P.) given
in the dosage of 2 to 3 minims per year
of age, the maximum dose being 45 to
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60 minims (3 to 4cc.). The drug may
be given in freshly filled hard gelatin

capsules, or floated in a tablespoon of

water
;
9 :00 a. m. a purge of magnesium

sulphate should be administered; 12:00
noon, a light meal may be taken. The
treatment should not be repeated in a
lesser interval than three weeks. No
more than two treatments need be
given. Alcohol addicts should not be
given the treatment
With the widespread prevalence of

hookworm infection in patients admit-
ted to the Charity Hospital, New Or-
leans, and in view of the favorable re-

ports of the carbon tetrachloride treat-

ment, it appeared profitable to attempt
the treatment of this condition with
carbon tetrachloride. Accordingly a
number of cases were so treated As
some of these cases illustrate various
aspects of the use of the drug, and the

various modifications in my plan of

treatment, it is desired to briefly tabu-
late them.

Case I—C. H. D.—1797, white male,

age 22. Admitted with the complaint of

“swimming in head” and epilepsy.

Physical examination negative. Rou-
tine examination of feces showed many
uncinaria ova. Thymol administered in

usual manner; one week later stool still

showed uncinaria in numbers. Thymol
repeated for four more doses, making a

total of five treatments, after which un-
ciparia ova were still fund in stool.

Twelve days after the last treatment by
thymol, carbon tetrachloride, 5cc. floated

in ice water and followed in three hours
by magnesium sulphate, was adminis-
tered. During next 48 hours patient

passed 40 hookworms. Three examina-
tions of stool at weekly intervals have
failed to show any ova. Here the car-

bon tetrachloride administered as one
dose of the amount recommended as a
maximum cleared a case of hookworm
disease that had failed to respond to

five thymol treatments, illustrating the
efficacy of this newer method of attack.

Case II—C. H. D.—5915, white male,

age 36. Complaint “diarrhea.” Physi-
cal examination revealed nothing of im-
portance. Feces examination positive

for hookworm ova. Carbon tetrachlo-

ride 5cc. administered about two hours
after a full meal; patient vomited im-
mediately. A second attempt at admin-

istering carbon tetrachloride two hours
after a meal again resulted in immedi-
ate vomiting. The next day the dose
was repeated, but on a fasting stomach,
followed in three hours by magnesium
sulphate. Medication retained; patient

complained of no unpleasant symptoms.
One week and four weeks later stool ex-

aminations were negative for uncinaria
ova. In this case two attempts were
made to give the drug shortly after the

ingestion of food as recommended by
some authorities. In neither attempt
was the medication retained. Since, the

plan followed has been to administer
the drug on a fasting stomach.

Case III—C. H. D.—5709, white
male, age 44. Complaint—“weakness”.
Physical examination : patient very ane-

mic; heart enlarged, downward and to

the left ;
systolic murmur heard best at

the apex and transmitted to the left

axilla. Total red cells 795,000; hemo-
globin 25 per cent; eosinophiles 12 per
cent; many uncinaria ova present in

stool. Carbon tetrachloride adminis-
tered 5cc. on a fasting stomach followed

in three hours by magnesium sulphate;

patient passed 125 hookworms. One
week later total red cells 1,250,000

Few uncinaria ova present in feces.

Carbon tetrachloride 6.5cc. given. One
hour later patient complained of a

numbness in the extremities, “queer”
feeling in head, nervous and felt like he
was going to die. No nausea or vomit-

ing. These symptoms disappeared in a

few hours. During the next 24 hours
30 hookworms were counted in the

stools. In about three weeks he had
gained weight and was greatly im-

proved. Total red cells 4,125,000.

Feces negative for ova after three ex-

aminations. A larger dose than usually

recommended, 6.5cc., was used. Outside

of numbness in extremities and “queer
feeling in head” which persisted for a

short time, no untoward effects were
noted.

Case IV—C. H. D—9506, white male,

age 18. Complaint—“heart trouble.”

Physical examination revealed nothing

of importance except patient appeared
very nervous. Feces positive for uncin-

aria ova. Carbon tetrachloride 6 cc. ad-

ministered followed in two and one-half

hours by magnesium sulphate. Patient

complained of a “funny” feeling in
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head; bowels moved twice before the
magnesium sulphate was given. Patient
passed many hookworms during the next
24 hours. Ten days later a few ova were
found in stool. Carbon tetrachloride,

6cc., administered. No symptoms.
Seventy-five hookworms were passed.
Discharged three weeks later after sev-

eral negative stool examinations. Here
two doses of 6 cc. each were required to

rid the patient of his infection. It

would therefore appear that it is not
always that one treatment will effect a
complete cure.

Case V—C. H. 8141, white male, age
23. Complaint—“run down” since hav-
ing swamp fever. Physical examina-
tion negative. Feces positive for un-
cinaria ova. Carbon tetrachloride, 6cc.,

administered. No symptoms. Hook-
worms passed were not counted, but
many were seen in stools. Repeated
feces examinations before discharge
were negative. Here is illustrated a
case in which one moderately large dose
of 6cc. of carbon tetrachloride cleared a
hookworm infection with no untoward
results.

SUMMARY.

Carbon tetrachloride is a vermicide
that has proven of value in the treat-

ment of ankylostomiasis.
The administration of the drug in

amounts of 3-6cc. usually effects a cure
after one or two doses.

Care should be taken to secure a
chemically pure product.
The drug is pleasant to take, and in

ordinary doses of a pure product in-

duces no ill effects in contradistinction
to the other drugs recommended.

Administration of carbon tetrachlo-

ride should be an an empty stomach,
followed in two or three hours by mag-
nesium sulphate.
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DISCUSSION.
Dr. C. C. Bass (New Orleans): I wish to

express appreciation of the fact that Dr. Hob-
son has so ably presented this timely subject
before this Society.
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The evidence that has been accumulating
during the last year or two since carbon tet-

rachloride was introduced as a remedy for
hookworm infection seems to indicate that we
have in it as much of a specific as any other
previously known remedy. Perhaps it is more
specific and more effective than a good many
of these that we formerly used; at the same
time having the special advantage of being
comparatively inexpensive.

One question that arises and should be
given serious consideration is the harmfulness
or harmlessness of the drug. Choice of reme-
dies should be governed to a large extent by
their safety as well as their effectiveness. All
of the previously employed remedies which
are effective for hookworms have fatalities

charged against them. Carbon tetrachloride
also now has fatalities charged against it, and
in all probalility as it is used more there will

be more. We must appreciate the fact, then,
that we are not dealing with a perfectly
harmless remedy, but that we must employ it

with care, and that, until further information
has been accumulated, caution should be used
in the direction of small doses. All of the
remedies that we have for hookworm infec-
tion, including this one, are poisonous and
are capable of destroying life if given in suf-
ficiently large doses. This brings up the ques-
tion of the size of dose we can give with
safety. We do not understand at the present
time why it is that one individual is badly
poisoned, perhaps with a comparatively small
dose of any of these drugs, while in another
individual the same dose has no such effect.
There is no method, so far as we know at the
present time, by which we can select in ad-
vance the individual who possesses this
special susceptibility to the effect of any one
of these drugs. Dr. Hobson noted symptoms
of poisoning from carbon tetrachloride in
two cases out of six which should-, I believe,
be a warning as to the possible danger from
this apparently very effective remedy.

Dr. J. T. Halsey (New Orleans): I Want to
call attention to three points, the observance
of which should ir-ake the administration of
this apparently valuable remedy almost en-
tirely safe. In addition to the deaths reported
by Lambert, there have been several fatal
cases reported by others, but in many of the
cases, in which more or less severe poisoning
occurred, there was a history of chronic or
recent alcoholism. Therefore the first thing
that we should remember is not to give car-
bon tetrachloride to hard drinkers or to any-
one who has recently been on a spree.

The second point is, to use the drug so as
to get the minimum of harmful effects with
at least satisfactory efficiency. Very few of
the cases of poisoning have occurred when the
dosage was not greater than one teaspoonful
for an average sized adult. I believe that for
the present we should never give more than
4 cubic centimeters or one dram to a patient
weighing about 150 pounds, and correspond-
ingly larger or smaller doses to individuals
weighing more or less.

The last point, which I believe to be equally
important, is to take measures which will
lessen the possibility of poisonous amounts of

the drug being absorbed. Hookworms are
almost all in the very upper portion of the
small intestine. If the patient swallows a
drug on an empty stomach, in a very few
minutes that drug has passed into the small
intestine, and in a few more minutes it has
done all the harm to the worms that it is

going to do, and if allowed to remain in the
gut any longer it may be absorbed and poison
the patient, for if absorbed in sufficient

amounts it is unmistakably a poison. Conse-
quently, not three hours, but at the latest two
hours, or better still one hour after taking the
carbon tetrachloride the patient should take
magnesium sulphate or other briskly acting
purge. In this way I believe the vermicidal
action will not be lessened, while there will be
much less chance that enough of the drug will

be absorbed to produce any serious symptoms
of poisoning.

Dr. Oscar Dowling (New Orleans): I want
to appeal to the doctors over the country as

well as those in some of the smaller towns,
for their influence in bringing about better
sanitary conditions in the home, with the
hope of eliminating hookworm disease. In

my judgment if the doctors of the State of
Louisiana would make it a routine practice

to examine their patients for hookworm, they
would find more of them suffering from the
disease than they realize are affected by it.

It is difficult to get statistics. If every
case of hookworm disease were reported we
could possibly find some way of making ar-

rangements for the treatment of those af-

fected. I appeal to you as the health officer

of Louisiana for greater effort on your part
toward this end—that of eliminating the

hookworm.

ONE HUNDRED PER CENT RESULTS IN

THE TREATMENT OF TYPHOID.*

By S. J. COUVILLON. M. D.,

Moreauville, La.

In presenting the successful results in

the treatment of a varied number of

typhoid cases covering a period of

eighteen years of rural country prac-

tice, it is not my purpose to institute

anything new or perplexing to the pro-

fession in the treatment of this dreadful

malady, save, perhaps, to cite the aston-

ishing fact that I’m yet to report my
first death resulting from the disease.

The lines of treatment which I have
followed are not anything the ordinary
practitioner, nor the specialist ever at-

tempted, and while the mortality rate

according to statistics varies from 8 to

10 per cent, I’m really proud to enjoy a
distinction that, out of 134 cases of

genuine typhoid fever, the recoveries

have been 100 per cent.

*Read Before the Louisiana State Medical Society
Meeting April 24-26, 1923.
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I very often wonder if those fortu-

nate results are due to the treatment

itself, or do they result from a natural

change in the cyclical evolution of the

disease? Is not typhoid fever less fatal

than it was 25 and 30 years ago? Has
it become less virulent in nature? These
hypotheses are odmissible, for the his-

tory of medicine tells us that epidemic
diseases appear to undergo not only

changes in different years and seasons,

but they also appear to undergo more
lasting changes. I’m quite willing to

admit this hypothesis and I have the
kindest respect for certain traditions

which have been handed down to us by
our forebears, but I cannot forget that in

a number of circumstances, and notably
in the treatment of typhoid fever, the
greatest progress has been realized.

As you will agree with me, to arrive

at a positive diagnosis of this disease in

the rural districts, is most difficult,

owing to the inaccessibilty of good
laboratories, and while I never alto-

gether resorted to this RELIABLE
method in determining positive diagno-
sis, yet I never meditated when in

doubt. Recognizing the disease as a
bacteriemia and especially in suspected
cases, my diagnoses were always arrived
at through blood culture findings, the
medium to reach the bacillus typhosus.
At times when I have been confronted
by endemic and seeming epidemic condi-
tions, I would very often do away with
blood culture methods of making a diag-
nosis and declare my cases purely from
the usual clinical symptoms and signs.
The same regular line of treatment ap-
plied and, of course, with perfect re-
sults. In the variety of cases which I

have had, a large number escaped or
failed to develop intestinal lesions and
this was particularly true with my early
experiences in the handling of typhoid
fever cases. I presume that the recog-
nition of this fact years ago led me to
differ with my superiors and with the
manner I was taught—to believe that
the disease was essentially an enteric
fever. It is at such exigencies that
blood culture diagnosis plays an import-
ant part, as well as with the exceptional
cases which begin with angina, gastric
catarrh, lobar pneumonia or intermit-
tent fever. These conditions are well
calculated to puzzle the clinician. The

same condition of affairs are applied to

the slight forms, to ataxic forms, with
early delirium, meningitis or acute
mania.

Candidly, I feel that there is abso-

lutely no excuse for any confusion of

typhoid fever with other protracted feb-

rile conditions, as any simulating ail-

ments, can be immediately differenti-

ated through the serum reaction and
blood culture findings, not to disregard,,

however, the bedside experience of rural
physicians in properly determining such
conditions by clinical symptoms.

Within the last years, typhoid has
been pathologically regarded as a bacte-
riemia from the onset. It has not been
so long that pathologists and bacteriolo-

gists have positively determined the
condition not to be a hyperplasia of any
special tissue, but rather a proliferation
of the endothelium, rendering the circu-

latory apparatus the seat of the viru-
lence of the toxins. As a matter of fact

I have been theoretically in accord with
these well-established facts years ago,
as well as to be convinced that the dis-

ease not only presents lesions in the
Peyer’s patches of the terminal ileum,
but as well in the solitary follicles of
the cecum, causing a tendency to stasis;

and where the absorption of taxins are
more pronounced.
Having had these facts in mind with

all of my cases, my usual measures of
treatments have been always properly
instituted, special symptoms and com-
plications handled as conditions would
warrant, bringing about seeming mar-
velous results in the handling of typhoid
fever cases, extending over a period of
18 years of practice.
What our health boards, hygienic ex-

perts and specialists tell us to do now
regarding the preventive measures of
typhoid, has been placed into execution
by me all this time, and while it has
always been a very hard matter to have
some of the most essential points car-
ried out in the rural districts, still I
have met with little difficulty to intelli-
gently apply the typhoid vaccine and
with exceptionally good results from all
angles. It has not been very long since I
have used the first typhoid vaccine in the
treatment of such cases, but it has been
some time since I have ceased to use
them. The theories advanced for its
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efficaciousness are indeed disappoint-

ing to me. I have tried them in a

variety of cases, but I have been unable

to discover their merits. The same con-

dition which applies to the various sep-

ticaemias is equally true with a system
where there is already a bacteriemia.

We are all familiar with the effects of

serum on the other forms of infection

and the one designated in the treatment

of typhoid fever should be shelved.

REST, BALNEOTHERAPY, DIET,
ELIMINATION, are the four real

measures when properly instituted,

form the fundamental principles of

treatment. Rest is a measure which is

universally practiced in all long and
continued illness and occupies a very

popular domain with the success of ty-

phoid fever patients. It proves so bene-

ficial in the latter stages of the disease,

particularly when cases are threatened
with intestinal hemorrhages, menin-
gitis and other types of nervousness.

Balneotherapy has proven almost a
specific with all my cases, irregardless

at what stage of the disease and what
complication arose. The trials which I

have given this branch of treatment,
I'm willing always to give it the fullest

justice. A time-honored sympathizer
of the Brand baths, I regret that the
disadvantages which it affords by the
results of poor nursing facilities in the
country and for the further fact that
patients are less disturbed and manipu-
lated, which proves so detrimental dur-
ing the advanced stages of the disease,

by the shivering, shock and other unto-
ward symptoms so common following
tub baths, I have found the cold packs
preferable.
The packs are usually applied in the

form of a sheet wrung in cold water at

a temperature ranging from 50 to 55
temperature, the patient immediately
wrapped into this cold sheet and re-

wrapped in a dry sheet, blanket or
counterpane and made to remain in this

packing according to the temperature
and reaction. In the event that a fall

in the temperature is unnoticeable with-
in a reasonable length of time, the same
procedure is repeated. I never applied
the cold packs unless the temperature
exceeded 102° F., but when reduced to

100°, I’d remove them. During
the course of the disease, I would inva-

riably retain an ice cap to the head and
in the interims of the packs, I always
kept one over the abdomen. The ab-

dominal ice bag largely minimizes
tympanites and danger to intestinal

hemorrhages and the head cap is very
serviceable to control nervous manifes-
tations. Balneotherapy must be com-
menced at the very incipiency of the
disease and continued throughout its

course. These packs are not only bene-
ficial upon the symptoms of the present,

but upon the symptoms of the future.

They actually change severe types to

moderate ones, lower the virulence of

the bacillus, a powerful stimulant to the
nervous system, the logical febrifuge, a
powerful agent to combat the prostra-

tion common in typhoid fever. By its

persistent uses, I have demonstrated the

almost complete control of all nervous,
digestive, cardiac, pulmonary and renal
complications.

DIET in typhoid fever should be lib-

eral and well regulated, consisting of

easily assimilated foods, given at regu-

lar intervals. Nothing excels milk—pure
fresh milk to which lime water is added.
It’s a splendid food, an excellent drink
and a very good diuretic, but owing to

its deficient caloric properties, it can
not serve as a food alone and has to be
combined with a variety of carbohy-
drates to lessen nitrogenous waste and
combat the tendency to intestinal toxe-

mia, which is always prevalent with
stasis, particularly in the cecum. Com-
bined with other foods, strained soups,

mashed and baked potatoes, ice cream,
strained vegetable soups, eggs in its dif-

ferent forms (soft boiled or the white
of an egg raw, bread and butter, toast

with cream), is the ideal diet, which
will maintain the vitality of typhoid
patients, thereby lessen the emaciation

and general weakness which always fol-

lows.

Elimination, therefore, is very essen-

tial and under that head comes the

medicaments which I have used and
forms the only real drugs necessary in

typhoid fever. Daily intestinal move-
ment is the most essential point and
this can usually be accomplished by a

three dram dose of castor oil, to which
4 or 5 drops of turpentine are added.

The same quantity of mineral oil with

turpentine will do as well and are the
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only means to overcome a too pro-
nounced toxemia, thereby rendering the
symptoms milder and the course of the
disease shortened. Two or three pints

of fresh water to which lactose, with
citron and orange juices are added,
should be drank in the 24 hours, as an
abundance of fluid flushes the kidneys,

stimulate diuresis, which is one of the
best features in prognosis. As long as

the kidneys are active, in spite of severe
symptoms, I’m always satisfied for the

poison is almost eliminated and severe
complications are usually absent. With
balneotherapy well and systematically

applied, a proper diet given at regular

hours, thorough elimination to be kept
in mind, I have seldom seen the dry
red tongue, sordes on teeth, tympanitic
abdomen and a general condition of

stupor. The classical picture of typhoid
is markedly altered and the two great

factors of intoxication and infection are

practically conquered.

I wish it to be strictly understood

that in my early years of practice, I

have used many remedies in the treat-

ment of typhoid fever. I used practi-

cally all of the intestinal antiseptics

known to the pharmacopeia, I believed

then in the non-nourishing diet and in

the Elixir Alimentaire, which in those

days and still among a certain class of

physicians, occupied a prominent
sphere in the treatment of typhoid,

both as medicine and a nourishment. I

believed also in the treatment of symp-
toms as they arose and not the disease

and as a. consequence I’ve had cases of

typhoid to maintain temperature for

weeks and sometimes months, although
free from complications. I have the

record of a young girl who kept a tem-
perature ranging from 101° to 103° and
104° for 91 days, due, I am convinced,

to the indiscriminate use of Ducro’s
Elixir—an agent when used in pro-

tracted febrile conditions, serves no
other purpose but to add fuel to the

fire. The complications which I had
with my cases then were a few cases of

delerium and several with intestinal

hemorrhages and they too were pro-
miscuously drugged with the usual

nerve sedatives and intestinal astrin-

gents. I had a corresponding number
of such complications since, extending,
however, over a longer period of years,

the regular routine of treatment only
was instituted, the forms were milder
and the results very much more satis-
factory.

In conclusion, I wish to reiterate
what I had to say in the beginning of
this paper, and that is, I’m sure of not
having brought out a point, new or
difficult, which the ordinary practi-
tioner, nor the specialist, are not famil-
iar with, except perhaps the conception
I always entertained since the early
years of practice, differing as it were,
with the first information I received on
this all-important disease from the
viewpoint of it being a special tissue in-

fection. Said pathological comprehen-
sion induced me to do away with so
many useless remedies, so unnecessary
in the treatment of typhoid fever. The
favorable symptoms and consequent re-

coveries, which all of my patients were
so fortunate to reap, depended alto-

gether upon the four cardinal points of
treatment: Rest, Balneotherapy, Diet,
Elimination. With such measures prop-
erly instituted, my patients were made
able to fight for the perfect develop-
ment of the agglutinins, which depends
altogether upon bacteriolysis, setting
free the endotoxins of the bacillus ty-

phosus. In other words, my patients
were able to develop their own immu-
nity.

To accomplish all of this successfully
every typhoid patient should receive the
strict attention and surveillance of the
attending physician. When danger
threatens, do not thrust the responsi-
bility of your (case in the hands of
another person. It’s your property and
it becomes a question of win or lose.

Your visits should be frequent and
regular, your instructions should be fol-

lowed to the letter and if all such meas-
ures can be properly carried out, you
may expect “One hundred per cent re-

sult in the treatments of Typhoid.”

DISCUSSION.
Dr. J. Birney Guthrie (New Orleans):

Dr. Couvillon referred twice to an egregious
error in the teaching’ of the pathology of ty-
phoid fever, I cannot remember whether I am
responsible for part of the doctor’s medical
education, but I do know of one institution
in this particular neighborhood where no such
teaching has been in vogue for twenty years.

I feel the title of his paper is sensational

—

that his paper should be accompanied by a
little more proof. It is rather inconceivable
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to me that a man living- in the country district

of Louisiana should in eighteen years present
a series of 154 cases of typhoid fever, all of

which were confirmed by blood cultures. That
is something that living and working next
door to a laboratory we cannot accomplish.
The difficulties connected, with obtaining
blood cultures are tremendous, and we all

know the organism is recoverable from the
blood only at a certain time in the early

stages. So it seems to me a paper of this

kind should be accompanied by more definite

proof. We know men in the country can do
wonderful work. The work of McKenzie,
Jenner and others has shown us that we have
to go to these men who see conditions fre-

quently that do not come to us. Take for
example malaria. What do we see or hear of
malarial conditions? We have to look to you.
But we work hard on our cases and we do
not come here unless we have the data at
hand on which we base our opinions, and I

think it is incumbent on every man who pre-
sents a paper to give the data on which his

conclusions are made. The fact that he lives

in the country makes the obligation no less.

Dr. A. A. Herold (Shreveport): I wish to

congratulate my good friend, not on his

method of treatment, but upon his unusual
success. I think a great many of us use
about the same treatment.

I saw a case of typhoid fever not long' ago,
a severe case, that had been treated along
these lines in a high class institution with a

nurse in constant attendance, and although
we tried to keep the toxemia down with min-
eral oil, balneotherapy, proper regulation of

diet, complete rest, the man developed intes-

tinal hemorrhage and died of dilated heart.

Evidently the doctor has had something be-
sides treatment in his favor. He has had
luck with it, to show such good results.

He spoke of strained soups. If he had ref-

erence to meat broths I want to say that he
is giving a food of very little value, but
a very good culture medium for the intestinal

tract. Otherwise I think his treatment is

sane and rational.

Doctor Guthrie dwelt on the matter of
confirming’ the diagnosis. We know that in

the early days you can in many cases get the
bacillus from culture. After that we have
to depend upon the Widal reaction.

Dr. R. McG. Carruth (New Roads): Doctor
Couvillon has contribute da very remarkable
paper and I congratulate him as much upon
his courage in coming here and telling us
that he has had 100 per cent cures in typhoid
fever, as I do upon the systematic manner in

which he has brought together his points and
elucidated the question.

It was Herbert Spencer who said something
like this:: “If a man think he knows a thing
and say it, whether he be right or wrong, it

is well. For if he be right, the world, in time,
will come to know with him the truth,

whereas, if he be wrong, the world will show
to him his error, and the world and he will

have profited thereby.”
But my percentage of cures has certainly

been far different from his. I want to con-
gratulate Doctor Couvillon also on finding

out long ago that he failed to get results
from Ducro’s Elixir. I learned not to give
this and various similar concoctions in

typhoid fever many years ago, and I am sure
my percentage of cures has possibly doubled
since that time.

Doctor Couvillon spoke of balneotherapy,
but I do not remember whether he included in

that enteroclysis (injection of salt water into
the intestinal canal), but that has been the
treatment I have followed. I do not use the
cold pack. My people do not like the cold
bath, and I find better results from the warm
bath in bringing' down the temperature. I

use a tepid saline injection every day.
Dr. S. J. Couvillon (closing): Answering

Dr. Carruth, I wish to advise that what I

mean with balneotherapy as one of the divis-

ions of my line of treatment of typhoid fever,
is hydrotherapy or treatment by cold applica-
tions and not saline injections as he under-
stood. I wish to thank the Doctor and Doctor
Herold for their kind discussions of my paper.

In reply to Dr. Guthrie, it is plain to under-
stand that he did not follow the exact word-
ings of this paper. My cases in toto are 134,
not 154. Perhaps the next 20 cases I will lose
them all. Another point is that I did not say
in the paper that all of my diagnoses were
based on blood culture findings. I believe to

have made it plain, that it was the most posi-

tive way to arrive at a diagnosis, but owing to
the disadvantages we are confronted with in

the rural districts, my diagnosis were more
frequently arrived at by the usual clinical

signs and symptoms and that with the proper
lines of treatments instituted, I secured the
results that I have stated.. In doubtful cases,
however, I invariably resorted to laboratory
tests. Under such circumstances, it would be
a physical impossibility to make the exhibit
of my various diagnoses, as the doctor de-
sired.

The same applies to the remarks of Dr. Bel.

I had only 134 cases in eighteen years of
practice and not 154, and that it was only
when my cases presented a puzzling picture
that I resorted to the laboratory, but not
always.

TREATMENT OF TETANUS.*

By ARTHUR A. HEROLD, M. D., F. A. C. P.
Shreeveport, La.

It is our purpose, in this article, to

deal with the subject of tetanus, purely
from the therapeutic standpoint. A
more fitting title, perhaps, would have
been “Rational Treatment of Tetanus"
or “The Treatment of Tetanus Without
Useless Frills," as we shall explain
later. The writer is not one of that
group fond of radical departures from
accepted teachings, but he believes that,

if a method in general vogue today
seems irrational, it should be decried
and protested against, in unequivocal

*Read Before the Louisiana State Medical Society
Meeting April 24-26, 1923.
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terms, even though it may have been ac-

cepted, without a murmur, from the

day of Pasteur, John Hunter or even

from Hippocrates!

At the last meeting of the American
Medical Association, in St. Louis, Dr.
Willard J. Stone of California read a

most excellent paper on this subject, in

which he submitted interesting statis-

tics from both civil and military prac-
tice. When it came to the treatment of

developed tetanus, he advised the usual
procedures including antitetanic serum,
intraspinally and intravenously. This
method was freely seconded from the
floor, until we had the temerity, in the
face of what one might term the unani-
mous opinion of experts, to get up and
say that we question the advisability of
the use of serum in the spinal canal, on
the ground that, when we consider the
pathology of the disease, the treatment
by the blood stream is the more rational
and, in a limited number of cases, in my
hands, has proven more beneficial,

practically. My discussion, which, by
the way, was not accurately reported in
the published proceedings, was not re-

ceived with sneers
; on the other hand, I

was told afterwards, by one of the par-
ticipants, that my point of view “had a
whole lot to it” and was well worth con-
sidering; the only reply on the floor
was that experimental treatment, by
Park and others, had pointed out that
the intraspinal treatment, combined
with intravenous, is the most beneficial.

First and foremost, it should be
stated that the treatment of tetanus re-

sembles, most markedly, the best
therapy for certain mental conditions
that we often encounter, in that the
real time to treat it is before it begins;
but, whereas, with this disease, the
antedating usually is only seven to ten
days, previously, in Neuro-Psychiatry,
we must go back one or more genera-
tions, which makes it impracticable.
But, seriously, if every case of what is

called “potential tetanus”, but which
is, in reality, tetanus in the first stage,
were to consult a physician and the phy-
sician were to exercise due caution, by
not daring to take the chance of omit-
ting prophylactic serum injection, we
would not have cause for the discussion
in this paper, today.

Unfortunately, though, a large num-

ber of these wounds do not come under
a doctor’s attention until the disease
has reached what should be termed the
second stage or, when the doctor does
see the case early, he is sometimes care-
less or thoughtless and sometimes he
thinks of the possibilities, but errs in

judgment on the side of danger, instead
of safety. I recall that, during my
interneship in the New Orleans Charity
Hospital, where the giving of tetanus
antitoxin was a routine procedure in

suspicious wounds, we had several cases

to come back with tetanus; upon, look-

ing up the records, we found that the
use of the antitoxin was neglected in all

cases, except one, and this one patient
had a very mild—or what might be
called aborted—case of the disease.

Now, as to the rationale of the vari-

ous ways of administering the specific

antitoxin, for treatment of a case of

what we say has reached the second
stage. It has been administered around
the wound, along the tracts of the

nerves from the wound, subcutaneously,
intravenously, intraspinally (subdural
and bulbar injections). Undoubtedly,
in addition to excision of focus, the use
of serum, deeply into the tissues, is ra-

tional
;
attempts to block the passage of

the toxin inside the nerve sheaths are

sane, but are of doubtful efficacy inas-

much as we know that it travels up in

intimate association with the axon it-

self
;
subcutaneous use for slow absorp-

tion, to fortify intravenous administra-
tion is very good, but the subcutaneous
method, alone, in this stage, is not to be
relied upon. When we come to discuss

the intraspinal use of this irritating

substance, let us stop and consider, for

a few minutes, in what diseases, direct

medication thus used, is beneficial, with
the pathology of these ailments. In

meningitis, especially the meningococ-
cic form, where there is an active in-

flammation of the meninges, with the

organisms demonstrable in the cerebro-

spinal fluid, the use of specific serum,
early and in sufficient dosage, is indis-

pensable. Next, we come to certain

forms of spinal syphilis, in which direct

specific medication was the vogue a few
years ago; even though in this trouble,

there is often meningeal involvement, the

pendulum has swung back and I believe

that I am justified in stating that a
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methods of direct medication, as a rou-
tine, unless treatment by the more prac-
tical venous way, often supplemented by
spinal drainage, should prove inef-

fectual. Now, with tetanus, it is uni-
versally accepted that the toxin reaches
the central nervous system by way of
the axis cylinders of the peripheral
nerves and that, when it does get there,
it is intimately bound up with the nerve
tissue itself—and not causing a menin-
gitis, at all. I have searched the litera-

ture to see if anyone has ever claimed
to have found the bacillus tetani in the
spinal fluid

;
the only thing approaching

such a claim is that of Lacy & Murdock,
in Journal of Laboratory & Clincal
Medicine, where they report a case of
tetanus, in which centrifugalized cere-
bro-spinal fluid revealed no organisms,
but from which they claim to have
isolated the germ from cultures; how-
ever, their work has not been con-
firmed, as far as we can learn, but,

admitting that it is so, this case was
probably an exceptional one. Now, then,
except for this one instance, we have no
evidence that the toxin is exerting its

harmful effects anywhere except within
the cord substance, itself; is it not
reasonable and logical, therefore, to feel

that there is better chance of reaching
this substance through the vascular sys-

tem than by bathing the cord in the an-
titoxin. There is a possibility that
spinal puncture might prove beneficial,

in conjunction with intravenous anti-

toxin, for, by relieving the pressure of

the fluid on the outside of the cord, we
enable the vessels within it to dilate to

a sufficient extent to receive more of

the antitoxin soaked blood.

Along this line,. Dr. D. W. Kelly of

Winnfield, reported a most stubborn
case before this society last year, in

which he finally won out by his persist-

ence with the specific serum, subcu-
taneously and intravenously.

A brief report of one of my cases

would not be amiss : P. W., colored,

female, a cook, employed by my sister,

came to me, in an emergency, with a

large gash in the neck, inflicted by an
otherwise harmless neighbor, while

under the spell of the “green-eyed mon-
ster”; after cleansing, I sutured it and
all went well till the tenth day, when
she developed the usual muscular

rigidity, trismus and headache; symp-
toms, however, were rather mild, so

that I was loath to believe my suspic-

ions ; she was seen by three other men,
who confirmed them, however. Rip-
ping open the wound and treating with
peroxide of hydrogen dressing, with
one dose of 20,000 units of antitoxin,

intravenously, was sufficient to effect

a cure.

On the basis of the pathology re-

ferred to above, I contend that intra-

spinal antitetanic serum is unnecessary ;

that, if it is unnecessary, it is harmful,
for the foreign material, including pre-

servatives, are dangerous, to a limited

extent, when so placed ; that all the good
that is claimed for this mode of admin-
istration can be accomplished by intra-

venous and sub-cutaneous methods,

alone, if given early and in large enough
doses; that spinal puncture is permis-

sible for purposes of drainage, as above
outlined, or for the use of magnesium
sulphate, to control convulsions, accord-

ing to the Meltzer method ;
that to bathe

the spinal cord in antitetanic serum,

hoping to cure the disease by this

method alone is comparable to bathing

the exterior of the body in castor oil for

obstipation.

Now, having dealt with my specific

point, I wish, before closing, simply to

refer to the other measures, which
should not be overlooked. If it has not

already been done, get your surgeon to

thoroughly extirpate the focus, if one is

known. The patient should be kept

isolated, in a darkened and quiet room,

on a mattress not too soft; he should be

handled very gently and not worried

with too much treatment, other than

the specific serum. If convulsions are

slight, under above outlined care and he

is able to obtain a moderate amount of

sleep, drugs should be withheld; if,

however, anorexia, convulsions, etc.,

disturb him, chloral, chloretone or mor-

phine should be used, until he can be

put under the influence of magnesium
sulphate, used intraspinally or subcu-

taneously, or both ways. These things,

however, are only 'symptomatic, to tide

the patient over until nature effects the

cure and the only way that we can aid

nature, of course, is by giving antite-

tanic freely, early in the disease and,
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above all, by the methods by which it is

effective.

DISCUSSION
Dr. J. G. Stulb (New Orleans, La.)—I ful-

ly agree with the doctor on the serum
treatment for tetanus. The wound should
not be laid open, but cleansed with
soap and water and then antiseptic dressing,

and then antitetanic serum given intraven-
ously. The same treatment as you give
malignant fistula or anthrax—wash the
wound, but do not open up the fistula. Put
on an antiseptic dressing and if you put your
serum in intravenously you go right to the
spot.

Dr. M. H. Foster (Alexandria): I have had
no experience with the method employed for
the purpose he is considering, but I want to
offer this. I know definitely from the work
we have done that it is now possible to
empty the spinal canal early without a
needle. Give lOOcc of 15 per cent solution
of sodium chloride, and the spinal canal
begins to empty itself. This emptying
is completed and the serum starts back at the
end of six hours. Then give the serum again
and you will have accomplished your drainage
by eliminating the spinal fluid.

Dr. C. S. Holbrook (New Orleans): There
has been a great deal of discussion between
the intravenous and the intraspinous treat-
ment for tetanus. The past few years intra-
spinous therapy has been enjoying greater
favor and there seems to be a tendency from
the literature to rely in tetanus on the intra-
spinous method, although not neglecting the
intravenous. We fortunately have seen some
results from the intraspinous treatment of
tetanus that we could hardly expect from the
older method.

I recently saw a case, a child of six or
seven, who following a five-day incubation
period developed a violent case of tetanus.
The intravenous serum was used, given three
injections on successive days intraspinously,
and the child got well—a most violent case,
and with such a short incubation period ordi-
narily the prognosis would have been ex-
tremely bad.

Another case, following abortion, incuba-
tion period of ten days, with violent symp-
toms—three doses of serum given intraspin-
ously; practically no reaction of any conse-
quence from intraspinous therapy, although
large doses were given.

I feel so strongly in favor of intraspinous
treatment combined with intravenous, that I

should hesitate to treat a severe case any
other way. I make it a practice to give a
large dose, 10,000 to 20,000 units intra-
spinously every second day until they have
three doses.

Dr. A. A. Herdd (closing): Replying to
Dr. Bel, I wish to say that I mentioned one
case in which the authorities claim they found
it in the canal, but that it had never been con-
firmed. I mentioned it, although it was
against my argument.

Dr. Stulb speaks about the thorough cleans-
ing, and, of course, that is necessary. I men-
tioned extirpation of the focus. We know

that is very important. If it is a ragged
finger or hand, just have the surgeon take it

off.

Dr. Foster spoke about the hypertonic
saline solution to drain out the spinal canal,

but according to my argument I do not con-
sider it is necessary to use that because I do
not care whether the serum reaches the spinal

canal or not.

Dr. Holbrook did not say how the serum
put into the spinal canal reaches the interior

of the cord and comes in contact with this

toxin which is bound up there. I admit per-

haps I am prejudiced, because the cases
which I handled by the combined method- un-
fortunately resulted fatally, and I have a sus-

picion that perhaps the irritating effect of the
serum on the spinal canal may have had
something to do with the unfortunate out-

come.
My whole point was this—that there is a

better chance for serum to reach the place
where the toxin is by getting it into the blood
stream; then if you want to make a spinal
puncture and give the vessels a chance to
expand to a certain extent and allow more
of the antitoxin to reach the cord itself, do it

with this end in view.

A CONCEPTION OF PSYCHO-NEUROSES
AND SOME ERRORS TO BE AVOIDED

IN THEIR DIAGNOSIS.

By E. McC. CONNELY.
Surgeon (R.) Usphs.

I wish to speak this morning in behalf
of the step-children of Medicine, the
most misunderstood, most abused, and,
I think, the most neglected of all our
cases, the psycho-neurotics.

In this group we are accustomed to

place all members of that great family
of so-called 1 functional disorders, with
the exception of the psychoses, but, up
to a few years ago, having placed them
there, we stopped. In speaking of them,
medical works referred to “detecting
hysteria” or like expressions which were
a rather accurate reflection of the men-
tal attitude of most physicians in regard
to these cases. I think, .however, that
most of us have now reached a better
understanding of these conditions and
accord to them at least a portion of the
sympathy to which they are entitled.

A psycho-neurosis is really a social

disease, and not a physical one and is

the expression of the individual’s fail-

ure to adapt himself socially arid is, in

fact, an effort on his part to escape
from reality, just as a psychosis is. But
unlike most psychoses he does not have

*Read Before the Louisiana State Medical Society
Meeting April 24-26, 1923.
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the mental deterioration and loss of in-

sight to dull his suffering. On the con-
trary, he is keenly alert to every detail,

and one of his most common obsessions
is the fear of becoming insane.

His pain, unlike the physical suffer-
ing of organic disease, is mental and
from it there is no escape for it occupies
his entire consciousness. The usual
things which afford momentary relief,

or at least consolation, to a sufferer
from organic trouble are denied him, if

he summons his recollections of the past,

they merely serve to remind him of
what he might have been. The thought-
ful attentions of his family accuse him
of his failure and he reproaches himself
for not providing for them as he should
or not taking a normal interest, and so

he goes on exaggerating his trouble ap-
preciating his inefficiency and con-
demning himself for it, but powerless
to resist. His family, his friends, and,
too often, his physician regard him as a
near maligners, or he thinks they do.

They cannot understand his absurd re-

sistance to all reason, why he persist-

ently clings to silly ideas, admitting
them as erroneous in one breath and
taking them up again in the next. They
do not see why he will lie in bed when
there is nothing the matter with him.
He is met on every side by assurances
that he is perfectly well and he is ad-
jured to “forget it”. But he cannot
forget it, and he goes on through life

turning to first one thing and then
another in an effort at sublimation.

Until recently, the advocates of the

various schools were more or less intol-

erant of each other’s ideas on this sub-

ject, and when a discussion of psycho-
neurosis took place, one wondered as to

whether they were talking about the

same condition or not. Of late, how-
ever, the lines have become less sharply
defined and a more liberal attitude is

prevalent, thus a psycho-analyst will

consider a deranged function of the en-

docrine glands, the advocate of focal in-

fections, may inquire as to a patient’s

dreams or the exponent of heredity may
change the patient’s environment. This

is probably a result of our broadened
knowledge having made it impossible

for even the firmest adherents of the

various schools to encompass all phases
of a condition so complex by their own

narrow creed. In short, we have come
to see that we are not dealing with a
single symptom or group of symptoms
or yet with any one cross-section of a
case, but with the case as a whole, and
a very intricate and complex whole into

which many things and many combina-
tions of things may enter.

In considering a psychoneurosis we
must look into : 1st the functioning of the
various organic systems of the body

—

the cardio vascular, the respiratory, the

digestive, the central nervous and
especially the endocrines; 2nd, the gen-
eral mental make-up of the patient,

especially his emotional reaction ; 3rd,

his heredity, his past life, the experi-

ences which may have rendered him
sensitive to certain situations; 4th, his

present life with especial reference to

his habits—alcoholism, excessive work,
etc.; 5th, his present situation in life,

i. e., unhappy marital relations, dis-

tasteful occupation, uncongenial social

environment, etc., and any one, or all,

of these factors may play an important
role in the etiology of the condition and
must be thoroughly gone into before a

complete understanding of the individual

case can be arrived at. It makes very
little difference whether the outward
symptoms which have focused our at-

tention on the individual be alcoholism,

industrial inefficiency, or an emotional
upset, or something else ;

we must locate

the causative factor and treat it or else

we have done little to help our patient

to a permanent adjustment. I can best

illustrate this by citing a case which
came under my observation in a social

way sometime ago. A young lady awak-
ened one morning totally blind, her con-

dition was properly diagnosed by an
eminent optholmologist as hysteria.

This opinion was concurred in by an
equally prominent internist and
together they treated the case by sug-

gestion and, happily, the blindness dis-

appeared in a comparatively short time.

This was perfectly proper so far as it

went for, of course, we must deal with
symptoms in psycho-neuroses, as well

as in other diseases, but they stopped

there and making no effort to ascertain

the underlying precipitating cause pro-

nounced her cured. Yet something
caused her blindness, and, not having
been removed, it would seem logical to
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suppose that she may have another at-

tack manifested either by blindness or

by some other symptom. The trouble

was that they, and I am sorry to say, a

large portion of practicing physicians,

think of hysteria and other psycho-
neuroses in terms of symptoms and not

as disease entities. In physical ail-

ments they go beneath the surface, and
if a man has a pain in his side with
temperature, etc., they are not satisfied

with saying he has an appendicitis or a
cholecystitis or what not—treating him
until the acute symptoms disappear and
pronouncing him cured—but they look

for and treat the infected organ. In

organic conditions they think of the dis-

ease as a whole, all the way from cause
to end result, and the temperature of
appendicitis is merely the red flag of

danger and so they remove the infected

appendix which is the real cause of the
trouble. They do not think of hysteria
in this way, therefore, the blindness
constituted the entire condition and, it

having disappeared, the patient was
cured. The difficulty is that a psychic
reaction may not be seen nor felt, nor
can it be measured with a thermometer,
and many able medical men do not think
it worth considering as an active causa-
tive agent of disease. They look upon
the subconscious mind as a vague nebu-
lous thing of doubtful existence and do
not regard it as a vast storehouse of

past experiences, containing our own
complexes together with the great mass
of instincts which have gradually been
accumulated through the ages and
handed down to us' by our ancestors.

And still the influence of the subcon-
scious mind may be so powerful as to

produce blindness, paralyze the entire

body or change the whole course of a
life. They grasp at the more tangible
symptom, appearing on the surface and,
if they are successful in relieving that,

are content. In doing this they leave

the patient exposed to the danger of

other attacks which may not, probably
will not, be so easily relieved or will not
be relieved at all and condemn him to

wander from doctor to doctor or, worse
still, from doctor to quack, dragging
out a miserable existence of suffering
and social inefficiency.

As I have said before, I feel that a
great many factors are to be considered

in the etiology of psycho-neuroses, but
I believe a most important development
towards a better understanding of these
patients has been the introduction of
psycho-pathology. Through it we are
arriving at an appreciation of the tre-

mendous influence the sub-conscious
mind has upon the conscious life. With
it we are able to look upon a psycho-
neurosis as a disease entity and know
that the various symptoms displayed,
such as the paralysis of the hysteric,
the irritability and agitation of an
anxiety-neurosis are merely the danger
signals by which we are warned. Ju£t
as the fever of an organic disease is a
warning and while we must do just as
we do in an organic disease and treat
these symptoms as they arise, it would
not do to let an alcoholic drink himself
to death while we arrive at the cause
of his trouble any more than it would
do to let the fever of a physical case sap
the vitality of a patient while we are
making the diagnosis. We must go
further, as we do in the physical case,

and must not stop at the subsidence of
acute symptoms. If we can arrive at
this point of view and learn to recognize
these men in the early stages of their
disease, we may do much to relieve the
suffering of the world and do more for
our own reputation as physician. The
specialist only sees these cases through
the family physician and he is the man
who must act promptly, for, unless
taken early, the prognosis, serious at
best, is well nigh hopeless.

I would impress the fact that a
psycho-neurosis is a serious condition
not to be considered lightly, which has
to be handled with as much tact and
judgment, if not more, than any other
condition, if not taken early, before it

has become chronic, is most difficult to
palliate and well !nigh impossible to

cure. I believe I can illustrate the im-
portance of an early diagnosis with a
case which I now have under my care.

This man, an anxiety neurosis, was re-

ferred to me some time ago by one of
my colleagues. He happens to be an old

college-mate of my own, and knowing
him as I did then, I realize, with great
force, how truly pitiable his present con-
dition is. The neurosis dates back some
twenty years, and he has gone from
physician to physician, from quack to
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quack; he has taken so-called psycho-
logical cures that he chanced to see ad-
vertised, spending everything he had
and during that time only once before,

about three years ago, has he seen a
neurologist. To-day he is practically

unable to do any work. He spends most
of his time at his lodging in a dismal
rooming house where he stays because
he knows someone there who will sleep

in the room with him and he dreads to

be alone for fear of destroying himself.

He has spells of agitation when he suf-

fers intense agony. I found him in his

room one very cold day last winter and
he had not thought to light the stove.

The most I can hope to do for this man
is to relieve him to some slight degree,

but had his family physician, twenty
years ago, recognized his condition and
advised him properly, he would have
been spared not only the suffering that

he has undergone, but he would prob-
ably be holding a responsible position,

and leading a happy self-satisfied life at

the present time.

It seems to me that the lay physician
either does not consider psycho-neurosis
at all or he looks upon the term as a

mere diagnostic catch-all into which he
may relegate all cases for whose symp-
toms he is unable to immediately locate

an organic cause. There is as much
danger and injustice to the patient in

one extreme as there is in the other.

We are all familiar with the fact that

the mental attitude of the patient enters

into most illnesses. Frequently this

mental attitude is more difficult to treat

than the disease itself. The diagnosis

is not an easy matter, and at times it

is most difficult to know just where
the organic stops and the psychic be-

gins. We must differentiate the
primary neuroses, which are purely
psychogenic in their origin, from the
secondary neuroses which have some
physical basis. Above all, must we dif-

ferentiate the neurotic reactions engen-
dered by physical ailments which clear

up with the disappearance of the or-

ganic condition. The first step in mak-
ing any diagnosis, is a thorough, com-
plete physical examination. We must
particularly eliminate lues, foci of in-

fection, disturbances of endocrine func-
tion and diseases of the central nervous
system. Having done this, we are in a

position to look into the emotional reac-

tions of the patient. We expect a
psycho-neurotic to be absolutely sincere
in his symptoms and to react to them
with far greater emotion than a normal
man would to similar pains. He magni-
fies them and builds them up and gives
every indication of their being intensely
real to him. The man who has a paralysis
of his leg when in the hospital, but who
can dance or play ball when he thinks
himself unobserved is not a psycho-
neurotic, nor is the man who one minute
sits and tells of his feeling of unreality,

of his inability to concentrate, etc., and
the next discusses something else in a
perfectly cheerful manner. The psycho-
neurotic cannot get away from his

trouble in this manner, it is always with
him, he cannot forget it nor give it up
no matter what he wants to do. A
man with physical troubles, on the con-
trary, has periods in which his pains
are, to a certain extent, relieved. He is

also able to think of his condition and
discuss it with more insight, and can
take an interest in other things. Prob-
ably the most difficult type of cases to

eliminate are the psychoses; especially

those, such as Maniac, Depressive In-

sanity or Dementia Praecox, who display

hypochrondriacal ideas. Their mental
mechanisms are more or less similar to

psycho-neuroses, their motives are simi-

lar, i. e., to escape reality. They are
equally sincere, and, in early psychoses,
there is often no way of establishing a

diagnosis except by prolonged observa-
tion of the course of a case. Indeed,
one of the most frequent types of case

that we see are mild praecoxes, which
have become arrested and who present
little deterioration, masking under the

guise of neuresthenia.

The limits of this paper have caused
me to deal with psycho-neurosis in a

rather summary manner. There are

many important points that I have left

untouched, but I have attempted to

show that they are not to be taken
lightly, that they should be looked upon
as having a precipitating cause for their

symptoms just as any disease has. That
many factors are to be considered in

their etiology, and if results are to be

had from treatment, they must be
recognized early and treated properly.

Finally, the diagnoses is not to be made
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without due consideration. They can-

not be disregarded at all, nor yet can
they be looked upon as a scape-goat if

we wish to do justice to our patient.

DISCUSSION.
Dr. L. V. Lopez (New Orleans) : The

psycho-neurotic has been described recently
by an essayist in the Journal of Psychiatry as
being a safety-seeking' individual whose first

defenses have broken down. I think that is

probably the best definition we have. In

;

other words, the psycho-neurotic is an indi-

vidual that, owing to his inefficiency in ad-
justing himself to any difficult situation, will

|

seek some avenue of escape. He cannot face
facts. He may develop symptoms without an
organic basis, he may develop certain mental
tendencies which if taken in time he can be
sensitized, just the same as bacteriological in-

fection. It may be a sexual subject, it may
be an occupational subject.

Doctor Campbell in the same journal
brought out the fact that a great many of us
overlook helping these patients to get away
from themselves. He gave an instance of a
man who was a drug clerk, and his occupation
became obnoxious. He never did care for it,

but went into it to please his father. It was
a long time before Dr. Campbell discovered
this fact, but when it was discussed frankly
with the patient he gave up the occupation
and became a perfumery salesman. He had
always been sensitive to odors as a child, and
liked this occupation. Instead of advising
him to give up his disagreeable occupation,
Dr. Campbell was able to help this man con-
tinue as a useful individual.

Therefore the psychiatrist not only has to
attack the problem as a medical man; attack
the symptoms locally, but he must g'o further.
It is true, as Dr. Connely has emphasized,
that thorough physical examination, including
the laboratory tests, is of primary importance
in every case.

Dr. W. J. Otis (New Orleans): The reason
these people are stigmatized is failure to
understand the psychology of the normal and
the abnormal. That to a large extent is the
fault of the medical colleges, where insuffic-
ient time is given in the curriculum to the
study of psychoneurosis and psychiatric con-
ditions, and failure of hospital authorities to
insist upon a compulsory neuro-psychiatric
service; to the failure of the individual to
receive proper attention, and to the failure to
provide pavillions for the study of these
people.

PRACTICAL POINTS ON THE SIGNS AND
SYMPTOMS IN THE DIAGNOSIS OF

EARLY PULMONARY TUBER-
CULOSIS.*

By EMILE A. BERTUCCI, M. D.
New Orleans, La.

In the field of tuberculosis there is

nothing more helpful to both physician

*Read Before the Orleans Parish Medical Society,
May 14th, 1923.

and patient than the diagnosis of the

disease in its incipiency.

Phthisis being essentially a disease of

intermittent course, presents a problem
of great interest to the internist and to

those who are especially interested in

phthisiology—the very first symptoms
are generally overlooked or passed up
as a slight febrile disturbance or
labelled some other condition, subsiding
again without arousing suspicion; it is

for this reason the disease has been
allowed to take a firm hold on the indi-

vidual and nearly always (reaches a
diagnosable stage by the time the phy-
sician is called in. The profession and
the public should realize that the dis-

ease can be diagnosed in its very in-

cipiency—given the needful skill. " Fol-
lowing such diagnosis the physician sees
the possibility of restoring a high per-
centage of his cases to a reasonable
working capacity. The patient is at
once aware of the fact that he has a
terrific battle to fight, and yet, he will
be grateful for the discovery of the
disease while the prognosis is good.
How is such skill to be acquired? Skill
depends upon two factors— (1) the
natural equipment both mental and
manual of the physician, and (2) the
amount of time he can devote to the
acquirement of the technical dexterity
and special knowledge needed to carry
out delicate manipulations and to inter-
pret the results—full mastering of the
subtleties of physical examination is

absolutely essential primarily.

However, full knowledge of the
newer methods is also needed so that
they can be used with profit. I refer
to those methods which are so liable to
misinterpretation, viz., the tuberculin
tests and the X-ray, both valuable in
their right places, but when knowledge
of them is absent or imperfect they are
liable to lead to fallacies. A febrile re-
action to tuberculin, valuable though it

may seem can be demonstrated in 50
per cent of the clinically sound: how
striking are right apex phenomena, root
shadows on a skiagram, fever after
exercise, and the like—till their exist-
ence as part of the varying normal is

brought fully into view. In these the
absolute is wanting. Complete and
thorough knowledges of the normal is
needed, against which disease must be
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balanced and this more so with physical

examination than with the special tests.

However, I shall endeavor to present

the practical points on the signs and
symptoms of early tubercular disease

in so far as these are of especial diag-

nostic value.

Before going into the physical signs

it is necessary that one should acquire

a certain definite knowledge of the

very early symptoms which may lead to

a suspicion of the disease. It is the es-

sential first step in its diagnosis;

secondly the early symptoms supply an

answer more potent than all biological

investigations, to the pertinent ques-

tion, “Is the condition at the present

time active?” It is through symptoms
that suspicion is first aroused and the

patient led to consult a physician, whose
attention must be directed in the right

channel. As Pottenger truly remarks,

“the first and most important point in

the diagnosis of phthisis is to know when
to suspect it” ;

for in many cases we
have symptoms that do not point to the

chest as the center of disease, but atten-

tion is drawn into other channels,

therefore, the physician must familiar-

ize himself with the common symptoms
and especially those most likely to lead

him astray.

In the insidious cases there may be

symptoms which are likely to carry the

patient far into the disease before

advice is sought, and to this class belong

quite a few

:

(1) Here we have the individual at

the beginning who appears to be con-

stantly fatigued, run down, and losing

in weight, applies himself to tonics.

(2) There are a group of cases

somewhat similar with neurasthenic
symptoms where narvous depression,

insomnia, and digestive disturbances
are striking, but the underlying cause

of which may be tuberculo-toxic in

origin.

\ (3) Cases which develop an
anemia, perhaps, which is the most
striking symptom likely to lead to error.

This is especially in young girls, there-

fore, no chlorotic patient should be
passed over without examination of the
lungs.

(4) Dyspepsia is common early in

the disease which is often of a flatulent

type associated with anorexia.

(5) Fever and rapid pulse may be
first symptoms leading to disease, but
tachycardia and palpitations on exer-

tion may occur without fever or the
pulse rapidity be out of all proportion
to the thermometric change.

Any departure from the normal
range of temperature must be held
sufficient to demand an explanation, of

which tuberculosis may or may not be
the right one. There is no kind of

fever distinctive of tubercu\losiis, but
there are often certain elements about
its temperature changes which are
somewhat characteristic of the disease.

What are these characteristic tempera-
ture changes? Instability of body tem-
perature over slight causes as reading,
writing, a game of cards, mental worry,
a thunderstorm, and the like causing a
slight rise, but perhaps the most com-
mon characteristic temperature reading
which is met with in the very early
stage, is a low morning temperature to
97° F. or under accompanied by a slight

evening rise, the whole fluctuation
being excessive. This condition may be
accompanied by a pulse frequency out
of proportion to the thermometric
change. Thq importance of this in-

creased swing of temperature as evi-

dence of fever must be clearly recog-
nized. Fishberg has remarked that “a
patient with a temperature of 99.8° F.
at 5 p. m. has not only 1° above normal
when his morning temperature is 96.5°,

but 3.3° above normal, and should be
considered febrile.” Another point,

which has been remarked about the
fever of tuberculosis, is the curious re-

tention of appetite in its despite. One
writer has declared that “all patients
who eat and digest their food well, in

spite of fever, are tubercular,” and
Fishberg remarks in support that
“anorexia is a constant accompaniment
of fever, excepting the fever of early
tuberculosis,” and he says this is also

true in the differential diagnosis be-
tween pneumonia and acute pneumonic
phthisis; “in pneumonia” he says,

“anorexia is invariably complete, while
in acute phthisis the appetite may be
retained more or less, and in spite of a
temperature of 103° F. or 104° F., the
patient is apt to ask for nourishment.”
Again normal temperature must not

be taken as evidence of health, for early
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phthisis may be afebrile, at least for a

time but in such cases that the result of

exercise, first suggested by Penzoldt,

gives valuable infomation. However,
before considering this we must know
that there is a physiological rise of tem-
perature due to exercise. How are we
then to determine whether or not this

rise is due to a tubercular focus

Temperature in excess of the physiologi-

cal rise is most likely indicative of tox-

ins carried out from the tubercular

focus into the bloodstream, whether
mainly bacterial or, in part, produce !

by autolysis of the diseased tissues. A
practical method to determine this fever
test in any suspected case is to have a
control who may be an attendant or
nurse of known physical soundness, and
the only requirement of the test is that

the patient and control share whatever
exercise or labour test decided upon,
which may be a long brisk walk or some
other active exerciser The tempera-
ture must be taken in rectum, for mouth
temperatures are no criterion of the

internal body heat. The difference in

rise of the rectal temperatures
becomes then the measure of the evi-

dence of active disease in the case un-
der observation. This test is especially

valuable w'hen the activity of a focus
is in doubt or where a subcutaneous
tubercular test has proven positive to

small doses without corroboration from
clinical signs. Where chronic disease
is present, we must bear in mind, how-
ever, the possible effect of tolerance
leading to a negative result. Apart from
other proof of tubercle we must also
bear in mind that fever obtained under
these conditions is no specific test.

(6) Laryngeal symptoms. Ready
tiring of voice, hoarseness and aphonia
due to tubercular disease already plant-
ed in the lung but giving symptoms at

|

an early stage in the larynx.

(7)

. Pleurisy, which forms, as a rule
a striking picture, is one of the most
important of the early symptoms of the
disease, and the more delicate have our
methods of investigation become, the
higher is the percentage of idiopathic
pleurisies proved to be tubercular. Jous-
set claimed to have found the tubercle
bacillus in every one of 23 effusions
investigated. Pleurisy is followed in a
large number of cases by pulmonary

disease. Now comes the question, in

what manner does a tubercular pleurisy

effect the parenchyma of the lung tis-

sue? It must be remembered that the

lymphatics of the pleura pass to the

root glands which will be readily ren-

dered tuberculous, because the normal

lymph flow in the lung is from the per-

iphery inwards to the root, the upper

and middle parts of the lung draining

into the tracheo-bronchial glands, as

was demonstrated by Ghon, the middle

and lower into the bifurcation glands,

and thence to the tracheo-bronchial

glands; now when tuberculosis of the

lymphatic glands arise, the lymph flow

becomes obstructed in several areas and

this blocking of the lymph channels

leads to distension and finally to a back-

ward flow either directly, from in-com-

petence of their valve, or indirectly,

through the free anastomosis of lymph
channels in the lung whereby the lymph
is drawn outwards into neighboring

systems. However, whichever way im-

pelled, the tubercle bacilli travel out-

ward from the glands toward the peri-

phery with a fan-shaped distribution

passing through the lymphatic walls as

they go and, hence, starting peribron-

chial inflammatory changes.

The relationship of pleurisy and

phthisis was thoroughly investigated by

Allard and Koester. Among 2,123 cases

of phthisis a history of idiopathic pleur-

isy was obtained in no fewer than 650.

Again of 514 cases of pleurisy with ef-

fusion, followed up over a number of

years, 47.7 per cent developed pulmon-
ary tuberculosis. Even after dry pleur-

isy 42 per cent of cases developed lung

disease. In patients developing pleur-

isy, between the ages of 31 and 35, 60.4

per cent afterwards suffered with
phthisis. In most cases (85 per cent of

the total) symptoms of lung disease

develop within 5 years of the pleurisy.

Idiopathic pleurisy is strong evidence

of tuberculosis in lung or gland or that

the disease is not far away and it is

necessary to keep such cases under
close observation especially during the

first five years following the attack.

(8). Another symptom which may
mask a beginning tubercular condition
in the lungs is a series of “colds” or
bronchitic seizures, which may long ob-

scure the diagnosis, but although the
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possible varieties of cough are only
characteristic to the trained ear, there-
fore, it is best not to presume that, even
with experience, an examination of the
chest can ever be safely omitted in any
kind of a cough that lasts over three
weeks.

(9). Hemoptysis or the spitting of

blood as a possible early symptom is

important to recognize. The fact that
after the coughing and spitting of

blood no further symptoms may appear
for years, and yet, the disease be
smouldering unsuspected. As there are
a number of other diseases which may
cause sputum to be blood streaked, I

will only add that these other causes be
excluded before reaching a conclusion

as to whether it be of tubercular or non-
tubercular origin. Lord, among, 1,381
post mortems at the Massachusetts
General Hospital, found 15 cases where
a hemoptysis without subsequent illness

had occured at some time in their past.

In 14 of these, pulmonary tuberculosis

was found to have been the cause, and
the fifteenth was due to syphilis. It

is, then, of the utmost importance that
with a free hemoptysis (other causes
being excluded) phthisis should be pre-

sumed, and the patient be treated for

this disease until the risk of extension
can be definitely excluded.

And now having arrived at a conclu-

sion from symptoms to a suspicion of

tuberculosis infection we now pass on
to some of the practical points on the

physical signs of early tubercular dis-

ease.

First Inspection:—I am not going to

go into the ordinary detail of inspection

but only intend to touch upon those

points which are liable to be found in

the diagnosis of very early stages of the

,'isease.

(1)

. Fix the apex of the heart and
exclude any organic disease of this or-

gan before passing on to the lungs.

(2)

. Asymmetry—Under this I wish
to mention that in 50 per cent of 1st

stage cases there will be noted that on
the affected side the point of the shoul-

der and nipple are lower than the other
side, the nipple smaller and seems to

lie farther back. Behind, the scapula
at the lower inferior angle may reach
3 inches below that of its fellow and
different distances from the spine, i. e.,

nearer the spine, muscular atrophy of a
little of the pectorals but more of the
upper part of the trapezius. The super-
ior border of that muscle instead of

running straight from the neck to the

shoulder, is flattened wasted, and hol-

lowed out so that, as compared with the
opposite side, much less of it shows
above the clavicle when viewed from
the front, and above the spine of the

scapula, when viewed from behind. This
is more marked in men than in women.
As to causation, the sign is pretty cer-

tainly tuberculo-toxic in origin. The
characteristic unilateral trapezius atro-

phy strongly suggests that the weaken-
ing of the muscle in the upper part
causes the corresponding half of shoul-

der girdle to sag with the weight of the

arm known as “drop shoulder.” The
natural inferiority of the left side has
nothing to do with it, for the right tra-

pezius is oftener affected than the left

agreeably with the fact that the right

lung is more frequently tuberculous.

Pottenger, like Fischer, describes a

spasm of the muscle overlying a tuber-

cular apex due to reflex irritation by
nerve paths. This sign has a great

practical, value, clean, objective, and
definite.

Palpation and Vocal Resonance

It is but seldom of real value in the

diagnosis of early apical tuberculosis.

Percussion

Up to the year 1875 there was an “era

of heavy percussion.” but after this,

C. A. Ewald recommended the very
lightest percussion (Schwellemvert per-

kussion) for outlining cardiac dulness.

I, personally, am in favor of the light

percussion stroke because it is based
on the physical law that the smaller the

stimulus the slighter will be the change,

in which it can be sensed, so that the

note over dull areas was practically ab-

sent, and the difference between this

“nothing” and resonance is more readi-

ly detected 1 by the ear when between re-

sonances of different amount. Here
again the skill of percussion and the de-

termination of the pitch and quality of

the percussion note depends again

largely on the acute and acoustive quali-

ties of the auditory apparatus to dis-

tinguish the difference in musical tones,

since the percussion sounds are of com-
plex musical nature, it depends upon
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the particular musical qualifications of

the percussor, whereas, one may be able

to recognize the difference in a full tone
or semi-tone ordinarily, so the one who
is particularly versed in musical adaptiv-
ness may recognize even a quarter tone
difference between notes. On very many
cases, a change of percussion note pre-
ceeds any ausculatory evidence of dis-

ease and is less open to other interpreta-

tion than are the changes in breath
sounds which represent the earliest aus-
culatory signs.

In percussing we must at first mark
out Kronig’s area of resonance at the
two apices, known as Kronig’s isthmus,
and the earliest changes consist in a
blurring of the outlines of resonance.
This may occur on both outer and inner
side, but commonly, the inner side most
markedly at first. These changes may
precede ausculatory signs and also
symptoms such as cough and expector-
ation.

In percussing the rest of the lungs,
we must bear in mind that the note
above the level of the second rib is nor-
mally of higher pitch than that over the
chest below, and in percussing up the
back, that the note normally rises in
pitch from the base up, but so gradually
as to produce no striking changes from
point to point. Again, a somewhat puz-
zling, but not uncommon, discovery in
comparing the two lungs in phthisis is

a contrast impairment on one side in
front, but on the opposite side behind,
what has generally been referred to as
“crossed dulness”. This depends on a
compensatory hyperinflation or “relax-
ation” over one surface of the diseased
lung, which becomes dull in front and
hyper-resonant behind, or vice versa.
The hyperresonant note gives a false
impression that the opposite lung is dull,

and thus a doubt appears as to which is

the diseased side, a doubt which other
signs will, as a rule, dispel.

Since tuberculous processes tend to

first appear, or at any rate reach the
surface, in the neighborhood of the apex
of the lung, it is upon this area that at-
tention must be concentrated in the de-
tection of the earliest evidences of dis-
ease.

Kronig’s Isthmus in health is nor-
mally 5 cm. (2 inches) across, and
should not fall below 4 cm. in ektent,

99

such as found in persons of sedentary
occupation,—clerks, tailors, and the
like, and also in those of small stature.

Apices of 3 1-2 cm. or below are decid-

edly pathological.

Topographical percussion is especially

valuable in detecting the presence of old
and healed disease. It furnishes incon-
trovertible evidence of the presence of
deep lung changes, whether active or
arrested, in cases of “central” diseases,

such as hilus tuberculosis, before the
process has yet reached at any point the
surface of the chest. The physical ex-
amination of a difficult and doubtful
case of chest disease is not complete
without the comparison of Kronig’s
areas of resonance.

Percussion then supplies us with the
following information

:

(1)

. The resonant areas are equal
and of normal extent: evidence of
healthy lungs.

(2)

. The areas are of normal meas-
urement, but one is displaced in posi-
tion: a condition described by Kronig
under the name of “physiological
heterotopia”.

(3)

. There may be a blurring of one
or other, or both margins of the reson-
ant area with or without some general
loss of resonance: a condition sugges-
tive of early phthisis.

(4)

. A difference in the width of
the isthmus on the two sides may be
discovered.

Unilateral expansion of Kronig’s area
may be due to compensatory emphyse-
ma, and when this is bilateral there may
be slight widening of the isthmus. Un-
ilateral retraction may be due to tuber-
cular changes, recent or remote, or to
collapse either passing or more perma-
nent or to induration, the result of
collapse. Bilateral narrowing is char-
acteristic of hilus tuberculosis but may
also be brought about by fibrosis, due te
inhalation of dust.

In this country, D. B. Lees has been
the exponent of percussion and has
called attention to the value of system-
atic mapping out of the chest. W. Ewart
also: agrees that percussion signs pre-
cede ausculatory in phthisis, except in
the catarrhal form of invasion: Though
accomplishment in Auscultation must
not be neglected, yet there is little
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doubt that gentle percussion, too little

practiced hitherto, is the easier to mas-
ter of the two methods, and yields more
certain and fruitful results.

Auscultation

In me diagnosis of very early tuber-
cular disease through auscultatory
signs there are (1) Breath sounds, and
(2) Adventitious sounds.
In regard to breath sounds,—Dr.

James Jackson Jr., of Boston in the
year 1833, while a student in Paris,
communicated to the Societe Medical
d’Observation, a paper on the prolon-
gation of the expiratory sound as an im-
portant sign of the early stages of
phthisis. But since then Dr. W. F.
Dutton, whose article appears in the
Medical Record in 1922, claims that
90 per cent of the cases of pulmonary
tuberculosis can be detected before the
usual stereotyped signs and symptoms
become recognizable. He found in an
observation of 20,000 cases a condition
not previously observed and described
in text-books which was for a while
puzzling, but on close observation the
sound was found to exist only in one
condition,-pulmonary tuberculosis. The
sound is one which is only heard on in-
spiration and is the sound of a fine
wood-plane often varying in pitch be-
tween that of a wood-plane on soft pine
-and a soft rasping, continuous or alter-
nating through the entire period of in-

spiration but not usually heard on ex-
piration. The sound is heard best in
second and third intercostal spaces an-
teriorly, on the side affected, between
the sternal line and the midclavicular
line, and is produced by the abrasion of
lung tissue or infiltration on the exter-
nal surface or in the parenchyma of the
lung and does not affect the voice
sounds, but only the breath sounds of
inspiration, and which is known as the
inspiratory sound. It is found to be
confirmed in 90 per cent of the cases
which were diagnosed incipient tuber-
culosis. From my personal observa-
tion of 200 cases, I found this sign to

be present in between 90 and 95 per
cent of cases, which wege confirmed, by
x-ray, and : the,

,

tuberculin tests, and
which presented the clinical symptoms
as follow^ : - r t

.

(T).' Chronic' fatigue with ‘slight

evening rise of temperature, slight loss

of weight, with little or no cough,—70
per cent.

(2)

. Loss of weight, slight cough,
anemia,—20 per cent.

(3)

. Dyspepsia, flatulated type,

with anorexia,—10 per cent.

It is the sound of great diagnostic
value. The normal inspiratory sound
is a soft blowing murmur except over
the right apex, in which inspiration is

higher pitched, and somewhat louder.

I do not attach much attention to the so-

called interrupted, broken, or cog-wheel
inspiration, as much error is likely to

be made in so far as we find such con-

ditions in cardiac excitement, or the ef-

fect on the neuro-muscular mechanism
of nervousness or cold.

Harsh breathing is not a sign of

phthisis, but occurs where there is com-
pensatory over-activity in the healthier

lung, or over a healed focus, and is of

the type of puerile breathing, a sound
normally heard over the lungs of chil-

dren.
In the interpretation of the abnormal

respiratory sounds, two points must
come out for investigation :

—

(1)

. Are they strictly localized to a
small area of lung tissue?

(2)

. Are they present at the same
spot on more than one examination?

If they do not fill these requirements
their significance vanishes, so it may be
said that any anomalous form of respir-

ation fixed and confined to the summit
of the lung suffices for a provisional

diagnosis of phthisis.

To recapitulate:

(1)

. Examine inspiration and ex-

piration separately, directing especial

attention to the former.

(2) Having discovered an abnor-

mality consider the following points

:

(a) Can it be only a physiological

difference between the two sides?

(b) . Is it heard over a wide area or

strictly localized?

(c) . Is its localization related to an
area where tubercle commonly appears?

(d) . Is its localization persistent;

does it remain on more than one exam-
ination?

(e) . Is it supported by evidence
from the sources, such as impairment
to gentle percussion?
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Adventitious sounds or Rales:—If

adventitious sounds are present during
quiet breathing, the case is no longer

early, but I will just pass on with a very
few remarks in regard to this stage of

the disease. What is known as the

“alarm area,” described1 by St. Chauvet,
is a spot that lies midway on a line

drawn from the space between the 7th
cervical and 1st dorsal spinous proces-

ses to the tubercle found on the spine

of the scapula about the junction of its

inner and middle thirds. Emile Sergent
noted the first physical signs at this

spot in 68 per cent of cases. Again in-

filtration of the lower lobe at a point
opposite the 5th dorsal spine, Fowler
claims a very valuable aid in diagnosis,

and infiltration at this point coincident

with signs at the apex, is almost positive

proof of tubercular disease of the lung.

Especially characteristic in early stages,

are a few, perhaps three or four, sticky

crackles at the end of inspiration, only
present after a cough and with deep
breathing, but if present in large num-
bers and during quiet breathing the case
is no longer early.

The significance of adventitious
sounds in phthisis depends less on their

character than on their persistent

localization to a particular area of the
chest, and on their predilection for the
apex of the lung. Isolated involvement
of the apex of the lower lobe is a valua-
ble confirmatory sign if found, but it

is but rarely present. Remember that
non-consonating rales or one or both

apices, only stand for catarrh, and are,

by themselves, no justification for a
diagnosis of phthisis.

In closing it might be apropos to sug-

gest that thus far our facilities for

study of clinical tuberculosis have been
inadequate. Let us with a better un-
derstanding of the infection, promul-
gate new ideas, let us open our hospitals

to the tuberculous and give the young
man an opportunity to study the dis-

ease. Let us avail ourselves of the op-

portunity which the large clinical ma-
terial now offers and1 we will all become
more proficient in the early diagnosis

of tuberculosis.
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EDITORIALS

FOREWORD.

Your new committee has assumed
direction of the publication and manage-
ment of the Journal through the Secre-
tary-Treasurer, who has been made
General Manager.
At the first meeting, this action

being confirmed at a subsequent meet-
ing, the American Medical Association

was promptly notified that we woull
adopt the advertising policy under
which practically all of the successful

medical journals of the country are now
operating. In the future no advertise-

ment will be accepted for the pages of

the Journal that does not meet the re-

quirements of the Journal of the Ameri-
can Medical Association. Those adver-
tisements now running in the Journal
will be discontinued as soon as the con-

tracts can be terminated. This insures

a Journal of the highest type and one
which we hope will merit and receive

the cordial support of every physician
in Louisiana. We further hope that in

due time every physician in Louisiana
who is qualified will become a member
of the State Medical Society.

The purpose of the Journal is to as-

sist the Medical Society to unify the
profession of the State toward further
realization of its standards and ever-
increasing excellence of service. The

means to this end will be the organiza-
tion of a medical society in every parish
and through these societies to reach
every man or woman who proposes to

practice medicine in Louisiana; also to

endeavor to exclude those unworthy.
When this standard shall be attained all

practitioners will be fully and thor-
oughly equipped for the great responsi-
bility laid upon them.

MALARIA MUST BE ELIMINATED.

It has been clearly demonstrated that
where there are no mosquitoes there is

no malaria. We know the source of
malarial fever and its possible remedy.
Too many of us have noted its results in

desolated homes, broken constitutions

and lingering sickness. It is our duty to
try to shape public opinion, to teach
that private and public action conjoined
in time will bring a new order, and to

press the matter till all the resources of
the popular will, fully apprehensive of

the danger and the remedy, combine to

work out the desired results.

Reports from an industrial institution

in Louisiana where the payroll numbers
four thousand show that during June
there were seventy cases among these
employees, causing an average loss of

eight days, or a total of 560 days for one
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month, which the management recog-

nizes as unnecessary and preventable.

It would cost the parish authorities

five thousand dollars, the State Board

of Health providing a like amount, to

put on an all-time health department

which would insure an all-time health

officer, a visiting nurse, a sanitary in7

spector and a clerical assistant. The
loss in one month to the industrial con-

cern above mentioned would almost pay
half of the expenses of the parish for

the all-time health department for one

year. This health department would
conduct campaigns for the control of

communicable diseases (which includes

Malaria), eradication of soil pollution,

child welfare work including medical

inspection of school children and educa-

tion in hygiene.

We, therefore, ask the members of

the medical profession throughout the

State to enter during the current year
upon the investigation and discussion of

this subject in such a way as to fully

convince our people that our mission is

not only to heal the maladies of the
body, but to shape and determine means
that may prevent them.

A HOME FOR PHYSICIANS.

The movement inaugurated by the

former President of the State Medical
Society, Dr. Paul J. Gelpi, to establish

a home for some of the faithful physi-

cians whose lives were spent in gleaning
in barren fields seems to be striking a
popular chord.

Dr. Gelpi has started a movement
which should be taken up and carried
to completion. It means that a home
owned and supported by the Med’cal
Society shall be erected where congenial
surroundings could be provided for tl e

superannuated of our profession. As
endowment legacies and contributions
come in, provision could be made for

instruction and comfort of the orphans
and physicians and for the care of the
widowed where advancing years other-
wise lone and cheerless could be bright-
ened and the sorrows of life more
readily borne.

MORE REPORTING FOR DOCTORS.

Acting on the suggestion of the House
of Delegates of the State Medical
Society at the recent meeting in New

Orleans, the State Board of Health has
added to the Sanitary Code Article 511,

which reads : “Physicians and midwives
shall report congenital deformities with
the name of parents and address.’’ The
originator of this idea was Dr. T.'uman
W. Brophy of Chicago, who enjoys the
distinction of being one of the leading
oral-dental surgeons of the world, and
is noted for his success in the correction

of deformities of the mouth.
Many children come into the world

with harelip, club foot and other de-

formities which, if brought to the atten-

tion of the institutions of the State,

might be corrected and the child ins’ ead
of being crippled and deformed could be
trained to a life of usefulness—an asset

instead of a liability to the community.
It is for this reason that physicians are
urged to make prompt reports of all

congenital defects with the hope, where
the parents are not financially able to

provide the necessary attention, that
arrangements can be made for treat-

ment of the child in some institution of
the State.

MEDICAL PROGRESS.

Every little while something will

come up that will make us pause and
ask ourselves if we are really making
any progress in a medical line—mean-
ing, of course, all branches of medicine
and surgery. It is true that many sup-
posedly valuable discoveries or inven-
tions have not had the “staying power,”
that we are still groping in the dark,
more or less, on the cancer problem;
that no one has yet definitely isolated

and described the causative organisms
of variola, measles, acute anterior
poliomyelitis and other acute diseases;
but, on the other hand, we should stop
to consider the strides made in preven-
tive medicine, in surgery, in pharma-
cology, in endocrinology, in the past
decade.

We should remember that many new
things are over-rated at first, so that the
pendulum swings back too far after the
first trials

; then the remedy or method
assumes its real position, midway, as it

were,placed there by the conservative
element in our profession.
Many radical innovations are ac-

claimed too soon, especially by the laity

and the lay press. We remember how,
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only a few years ago, the country be-

came excited over Friedman and his

turtle-bacillus treatment of tuberculo-

sis; the then Secretary of State of the

United States honored him with his

presence at his clinic in New York.
Again, we have but recently heard much
of the “Abrams’ method of diagnosis

and treatment,” shrewdly advertised

and many honest men fell for it ; it has
now been exposed in both lay and medi-
cal press. Such things as these really

serve to impede medical progress, re-

gardless of whether they are intended
as frauds, are put out with honest inten-

tions or are simply premature attempts
on what might some day be real valuable

contributions to our therapeutic arma-
mentarium.

Again, too often do we have really

valuable contributions hurt by promis-
ing too much for them by the lay writ-

ers. We had a glaring example of this

only recently in the write-ups of Bant-
ing and Best’s wonderful work in pro-

ducing insulin; some newspapers and
magazines gave out the impression that

we now have a certain and sure cure
for all diabetics ; of course medical men,
who were informed, could promptly ex-

plain this misinformation away, but, un-
fortunately, these reports had some of

the doctors misled, too.

All these things should be considered
in estimating our “Medical Progress.”
The fact remains, however, that we are
going steadily forward, in spite of occa-

sional backsets and the Journal confi-

dently looks forward to better and bet-

ter work in solving our riddles; we are
optimists and believe that each decade
will be an improvement over the previ-

ous one in this respect.

AN APPEAL FOR INFORMATION ON
MATERNAL WELFARE .

The Committee on Maternal Welfare
of the American Association of Obstet-
ricians, Gynecologists and Abdominal
Surgeons is anxious to procure accurate
information as to the progress which
each State is making in the matter of
Maternal Welfare in order to formulate
a report tfor our annual meeting in

Philadelphia, in September.
A preliminary programme was pub-

lished in the issue of the American
Journal of Obstetrics and Gynecology
for June, 1923, which it is hoped may be
a suggestion of an outline for national
work among all organizations which
have a common basic line of endeavor,
including Medical Societies, Depart-
ments of Health and Commissions of
Social Workers.
We shall be under many obligations if

you will be kind enough to send at your
early convenience a brief synopsis of the
results accomplished in your State and
most important if possible a contrast of
the record of the clinics or regions
where patients have been privileged to

have pre-natal care with the statistics

of the community in general where no
supervision has been afforded the pros-
pective mothers.

These it is planned to have incorpor-
ated into the completed survey to be
presented to the Association and to be
published in the Annual Transactions
later on.

DR. HENRY SCHWARZ,
St. Louis,

DR. GEORGE W. KOSMAK,
New York City.

DR. GEORGE CLARK MOSHER,
Chairman, Kansas City.
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ANNUAL REPORT OF THE RETIRING
PRESIDENT

By DR. W. H. BLOCK
New Orleans.

It is prescribed by our by-laws that

at the expiration of his term the retir-

ing President shall give an account of

his stewardship during his term of

office, but if you have listened atten-

tively to the reports of the various offi-

cers you will agree with me that there

is little left for me to report. How-
ever, there are a few outstanding feat-

ures of the term of 1922 that might bear

repeating.

Our meetings during the year have

been well attended, the average atten-

ance, 125, which would seem to indicate

that, at least they were interesting. We
have had two special meetings which

deserve special mention, one was our

Lewis night, the other Pasteur night.

“Lewis night” was in celebration of the
60th anniversary of the entrance into the
medical field of our own dearly beloved
Dr. Ernest Sidney Lewis. It was, in-

deed, a great pleasure to thus honor him,
who stands among us as the nestor,

commanding the respect and deserving
the love of all his fellow practitioners.
Long may he continue to live among us,

is the urgent prayer of your humble
servant.

The Pasteur meeting was an event of
the year and seemed to be thoroughly
enjoyed by all present. Every phase
of the subject was covered by various
speakers and the evening was one long
to be remembered by those who attend-
ed and appreciate the position of Lewis
Pasteur in the history of the world.

Many new books have been added to

our library during the year and yet we
can never have enough. We have tried
to supply the demand as it came, but
with our limited means we have done
the best we could. I wish to commend
the librarian and his assistant upon
their faithful and diligent attention to
the affairs of the library.

During the year there has been added

*Read before the Installation Meeting', Orleans Parish
Medical Society, Jan. 8, 1923.

to our library a separate reading room
at a considerable expense. Reports
from the office and from individual

members would seem to indicate that it

was a wise expenditure of funds. Many
members have taken advantage of and
enjoyed the comforts of this new read-

ing room.

Our office has been improved by the
purchase of new desks and chairs so

that at the present time it is well equip-

ped and convenient to carry on effic-

iently the work of the society.

The finances of the society are in ex-

cellent condition. By that I mean that

you do not have to worry much about
meeting our actual expenses. What we
must worry about is to find more money
to maintain and improve our library.

The librarian has told you that he has
spent approximately $1,900 this year;

$1,000 of which came from the 1921
funds and $900 of the funds of 1922,

plus the salary of the librarian, makes
a total of about $2,700 spent for the

library during this year. This, of

course, is a rather small amount to

maintain a library the size of ours,

about 9,500 volumes and 150 journals,

and it is, therefore, a problem to find

more funds for this purpose. During
the year the Board of Directors estab-

lished a Library Endowment Fund, into

which was placed some funds of the

society which had been saved from the

interest on our capital of $30,000. Some
of this was in Liberty Bonds bearing 4

and 4 1-2 per cent interest. These
bonds were converted into first class

6 per cent bonds as recommended to us

by the bank so that we have a Library
Endowment Fund now of approxi-

mately $3,500 bearing 6 per cent inter-

est. It is desirable to increase this

fund as quickly as possible in order to

establish a steady and fixed income for

this one purpose only.

The membership of the society has in-

creased by fifteen during the year. This
is somewhat of a disappointment to me.
I urged in my inaugural address a
strenuous campaign to get into the

society men who are not members and
who are good material. There are many
of them, there are about 600 doctors in

New Orleans and we have a member-
ship to-day of 448. This means that
we must be more diligent in the build-
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ing up of our membership in the in-

terest of organized medicine.

I would like to suggest a few changes.

Our method of electing candidates is

not satisfactory. The procedure at

present is, the application is posted for
thirty days, it is then considered by the
Board of Directors who make their

recommendation to the society and the
candidate is then balloted on. This lat-

ter has proven to be a cumbersome and
inconvenient procedure. I suggest that
the by-laws be amended so as to give
the power to elect candidates for mem-
bership in this society to the Board of
Directors after the usual procedure of
posting for thirty days.

I believe that the Judiciary Commit-
tee should be given more freedom to
act. As at present constituted it is for
all practical purposes nothing but a ref-

erence committee. It takes up nothing
but what is referred to it officially. I

believe that the Chairman of this com-
mittee should be given power to, and it

should be made his duty to take up with
his committee and consider and investi-

gate anything that may come to his
notice, in whatever manner, that smacks
the least bit of unethical conduct on the
part of any member of the society.

The Treasurer of this society has been
a most faithful and efficient officer
and I have frequently wondered what
would happen had we not had so effic-

ient a man in that affair. I am forced
to the conclusion that the position, at
present, is overloaded with responsi-
bility, for the reason that we now have
quite a large fund to be manipulated,
expended, invested, and budgeted and I

firmly believe that this duty shauld fall

not upon the treasurer, but upon a
finance committee. With this in view,
I strongly recommend the creation of a
Finance Committee, whose duty it shall

be to recommend to the society the
proper disposition of its funds and to

establish a definite budget. This com-
mittee to be one of our standing com-
mittees appointed annually by the
President.

In closing, permit me to express my
deep sense of gratitude for the co-opera-
tion that has been accorded me by the
members and the officers of the society

and by the office force during my term

of office. It has been a
'

pleasure to

work with them and it is just such
harmonious work on the part of all con-
cerned that makes for the betterment
of our society. Especially do I wish to

mention the work of our Secretary. She
has been ever diligent, faithful, and at-

tentive, always striving for the best
interests of the organization. I trust
that such interest and enthusiasm will

continue.
In conclusion, I wish to say that,

while, to-night, I lay down the gavel to

be taken up by my successor, I am still

a member, a member in the ranks
where I have worked for fifteen years,

always with pleasure and an earnest de-

sire to build up, and I propose to again
take up my former status and continue
my efforts on behalf of the Orleans
Parish Medical Society.

INAUGURAL ADDRESS OF PRESIDENT.*
By H. W. KOSTMAYER, M. D.

New Orleans.

There occur to me three excuses for
talking to you to-night: First, custom
demands it; second, there might be
something new to present; and third, it

might seem desirable to bring before
you matters not new, but of consider-
able importance. Unfortunately, noth-
ing new has been presented, yet I do not'

wish my remarks to fall altogether in

the category of “custom demands,” so

I needs must burden you with what I

deem important, if more or less

familiar.

The affairs of Charity Hospital are
not directly those of the Orleans Parish
Medical Society, yet the two institutions

are so interdependent that the following
considerations seem not inappropriate.

For the first time in the history of

Charity Hospital the Visiting Staff is in

absolute control of the medical affairs

of that great institution. This would
mean the prompt advancement of the

Hospital to a place second to none of its

kind in this country were it not for lim-

ited money and the overhanging shadow
of possible change through political in-

fluence. Through concerted effort ap-

propriations have been raised 1 to the

limit of the State’s resources. How-
ever, little effort has been made to re-

*Read before the Installation Meeting, Orleans Parish
Medical Society, Jan. 8, 1923.
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duce expense, and practically no sus-

tained attempt has been made to remove
the Hospital from State politics. Both
ends might be attained if this organiza-

tion sponsored the movements with suf-

ficient vigor.

It is doubtful if there could be insti-

tuted more economical methods than
those in vogue at present in the Hos-
pital. The trouble is, the Hospital
serves by far too many. It has long
been the boast of this community that
Charity Hospital asks no questions, but
serves rich and poor alike. Think what
folly this boast contains! The daily

average number of resident patients is

about 885 at a daily per capita cost of

$1.60. I am convinced that this daily

average should be reduced by at least

100, a daily saving of $160, and a yearly
saving of $57,000! Apply this same
principle to the outpatient department
and it is readily discernible how much
more efficient the Hospital could be-

come for those actually entitled to its

benefits. In this matter we certainly
should not stop at Charity Hospital, but
we should regulate the charity done by
each and 1 every medical and surgical in-

stitution in the city. This not simply
to increase the income of the profession,
which it most certainly would do, natu-
rally, but primarily to protect the
worthy and needy poor against the im-
positions of the unscrupulous well-to-do.

Social Service seems the logical step-

ping stone to this end, but the Hospital
Abuse Committee may devise more
direct means. Without the undivided
support of this body all efforts of this

committee will come to naught. We
earnestly ask your serious consideration
of this age-old problem and especially
assign its active development to the
Hospital Abuse Committee.

The necessity for removing Charity
Hospital from politics hardly needs to

be dwelt on. It has been talked of at

intervals since the Civil War. Hardly
does it seem possible that an institution
devoted to the care of sick and injured
should be looked upon as political spoil,

and the positions growing out of its ac-

tivities as plums to be dished out to
those who did most to elect a Governor,
without any reference to special fitness
or general hospital efficiency. And yet
this has always been so and will be so

to the end unless the profession takes a
firm united stand against it. There
are several simple legal means of bring-
ing this about. None can succeed, ex-
cept through the efforts of organized
medicine—none could fail, if organized
medicine became a unit in forcefully de-
manding its accomplishment. To the
Committee on State Legislation we as-

sign this problem, but it is the problem
of each and every member which can be
solved only by an absolutely united pro-
fession. The new administration feels

that it will have justified its existence if

it can but add momentum to these pro-
jects. How irresistible this momentum
may become depends on the profession
—in a word, on organization.

To anticipate the criticism that this is

purely a hospital affair, I would remind
you that the two institutions are closely

dependent on each other. Furthermore,
this problem is my hobby, and I have
taken advantage of the opportunity to

tell you about it.

As for the Orleans Parish Medical
Society directly, I feel that in most mat-
ters I’ll be better prepared to talk to

you a year hence. However, this much
is certain; Scientific programs should
be made as attractive as possible in

order to bring out large gatherings. To
this end, careful consideration has been
given to choosing the Scientific Essays
Committee. In the final analysis, suc-

cess in this direction depends on the
membership. The administration, there-
fore, earnestly beseeches each and every
one to remember all that this Society
means to the profession, and to make
regular attendance a part of the obliga-

tion of membership.
For the finances of the Society we

have modest ambitions : To budget
within the revenues and to live within
the budget; and to add to the building
fund, if ever so little, in order to estab-
lish the precedent that part of our an-
nual income must go to increasing this

fund against the time when we shall

again possess our own home.
Assuming the duties of this office

to-night gives me great pleasure and
arouses no little pride. I am pleased
because it seems but a short while (now
that the years are gone) since I first

entered the ranks of members, and I am
proud (pardonably, I hope) because this
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office is the greatest gift the medical
profession of New Orleans can bestow.
Feeling thus, I can not find words to

express my gratitude and appreciation.
I do sincerely and heartily thank you
for the honor you have done me. Right
or wrong, successful or otherwise, you
may rest assured I will always be doing
my utmost to prove worthy of your con-
fidence.

REPORT OF THE SECRETARY FOR 1922.*

To the Officers and Members, Orleans
Parish Medical Society:

It is my pleasure and privilege, as
Secretary of the Society for the year
1922, to render a brief report of the
principal activities. These have been
many and varied. Several of the re-

ports will probably be covered more
thoroughly by the respective chairmen
of the Standing and Special Commit-
tees.

The strength and stimulus of any
scientific body, as you know, is judged
by the character of its meetings, and it

is with considerable pride that I refer to

the splendid meetings we have had dur-
ing the year.
Of the twenty general meetings, thir-

teen were for the purpose of listening to

scientific papers; two were joint clini-

cal meetings with the Charity Hospital
Staff

;
three were the regular quarterly

executive meetings (held in accordance
with the by-laws), and two were special

meetings. The latter were called for
the purpose of discussing and taking
action on the proposed legislation rela-

tive to the Physicians’ Occupational
Tax. In connection with this, I might
say that, although our efforts were not
entirely successful in this matter, some
pressure was brought to bear and it is

believed that in due time the physicians’
demands will be recognized and the tax
either modified or abolished.
Above one hundred and twenty-five

(125) numbered the attendance at the
regular meetings, against ninety (90)
as reported last year, with the exception
of “Lewis’ Night,” at which practically
three-fourths of the membership was
present. The executive meetings
showed an attendance of more than
twice that of last year.

*Read Before the Installation Meeting, Orleans Parish
Medical Society, Jan. 8, 1923.

Thirty-two (32) papers were read
during the year, the subjects being dis-

tributed as follows: Medicine, Surgery,
Gynecology, Obstetrics, Laryngology,
Pediatrics, Radiology, Pathology,
Urology and Chemistry. Of the thirty-

two (32) papers read during the year,

five yere by invited guests.

Early in the year we listened to two
excellent papers on “Warfare Gases” by
Lieut. Col. Gilchrist. These papers were
extensively illustrated both with still

and moving pictures. One of the meet-
ings was called at the request of several

members to hear a paper on “Twilight
Sleep” by Dr. Bertha Van Hoosen, of

Chicago. This meeting was well at-

tended and the paper was illustrated

with charts and lantern slides.

The papers read by our own members
represented much thought and work
and some of them, tedious research

—

such papers are valuable additions to

the scientific contributions of the

Society. The evening of April 24th,

affectionately known as “Lewis Night,”
at which Dr. Ernest Sidney Lewis read
a paper entitled “Reminiscences,” will

eVer stand out in the minds of the
present membership as having been one
of the happiest, most delightful and en-

thusiastic and entertaining meetings in

the history of the Society, at no other
of the members, certainly never a more
time has there been a larger attendance
beautiful demonstration of love and
united interest for a man or a subject.

As a fitting climax to this memorable
evening, a silver loving cup, tendered by
members of the Orleans Parish Medical
Society, was presented to Dr. Lewis.

The men who so generously and ably
contributed to “Pasteur Night,” placed
this Society on a footing with the best

in the country, and to them we owe a
debt of gratitude.

Twelve regular meetings were held
by the Board of Directors and special

meeting, which was called to consider
some communications which had come
to the Society in reference to advertise-

ments which appeared in the local

papers concerning some members of the
Society.

One of the important steps taken by
the Board, early in the year, was to

have the Liberty Bonds of the Domicile
Fund registered. Another important
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action of the Board was that of creating

a Library Endowment Fund, making
provision for a nucleus, at least, for the

Library in the future. Unsuccessful
effort was made by the Board to secure,

through the House of Delegates of the
Louisiana State Medical Society, the
balance left from the Entertainment
Fund of the American Medical Associa-
tion Meeting. We were successful,

however, in acquiring through the in-

fluence of one of our members, a suffic-

ient amount to purchase a multigraph
and an addressograph for the office.

The Society is fortunate in having
obtained, through the generosity of the
Board of Administrators and the School
of Medicine of Tulane University, addi-
tional space for the Library. A quiet
Reading Room is now available for all

members.
The influence of the Society in the

community has been repeatedly demon-
strated by the many communications
received from various medical, civic and
other oganizations, requesting informa-
tion, suggestions and frequently advice.

During the year several communica-
tions were referred to the Committee
on State Medicine and Legislation. This
committee responded promptly to all

requests.

One member asked for Medical De-
fense. This request was investigated
by the proper committee and forwarded
to the Medical Defense Committee of
the Louisiana State Medical Society.

Several matters of importance were
referred to, and investigated by, the
Judiciary Committee. These matters
were handled with discretion and tact
and the finding of the committee were
accepted and filed.

The Membership Committee was
abolished by an amendment to the by-
laws. The duties of this committee is

now referred to the Board of Directors,
except that at the conclusion of the in-

vestigation of an applicant, they report
their recommendations in writing to the
general society, at a regular meeting,
and the applicant is voted upon by
secret ballot.

we close the year 1922 with a mem-
bership of 448, distribted as follows:

Active Members 412
Associate Members 20
Honorary Members 16

Resigned 2

Moved from city 4
Dropped (delinquency) ........ 4

Loss by death (3 active, 2 honor-
ary) 5

Total new members, 1922, were 29
(28 active, 1 associate).

In addition, there are 13 applications

pending.

The Secretary, who is or should be
conversant with the most intricate

workings of the Society, would not
justify the trust imposed if, after a
year’s work (and in my case two years
of service) she did not have some sug-
gestions to offer for the advancement
and betterment of the organization.

I would, therefore, like to make the
following suggestions

:

Firstly: At present is it difficult to

get other than an approximate number
of members who actually attend the
meetings. Would it not be interesting
to know the exact number

Secondly: An essayist is limited, ac-
cording to the by-laws, to fifteen min-
utes for the presentation of a paper. To
conform to this regulation many valu-
able points are frequently overlooked or
often intentionally left out of the body
of the paper with the anticipation that
said points of interest will be brought
out in the general discussion that fol-

lows. Such details and stenographic
work as is essential should not be ex-
pected of the Secretary. Several
methods have been tried, none being en-
tirely satisfactory. It seems to me the
work should be delegated to an experi-
enced person.

Thirdly: With the present arrange-
ment regarding meetings of different
character, we are unable to anticipate
more than twelve or thirteen evenings
for scientific sessions, unless s pecial
dates are arranged. Would it not be
possible to use the summer months for
clinical meetings in the various hospit-
als and reserve the cooler months for
scientific meetings?

Fourthly: The officers of the Society
are all busy practitioners in one line or
another; they are not trained for, nor
do they desire to do detail work such as
is necessary in an organization of this
kind. My experience has taught me
that, at present, the greatest need of the
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Society is a thoroughly competent and
experienced Assistant Secretary.

In conclusion, I wish to thank the
President and each member of the
Board of Directors for their most help-
ful suggestions and every hearty co-

operation. To the general membership
I haven’t words to tell you how very
gratified I am over the appreciation you
have shown by the attendance at the
meetings and the quick response to the
many efforts we have tried to put forth
in behalf of the Society.

I wish to thank the various commit-
tees for their promptness and assistance
in handling the various matters referred
to them.
Our greatest success throughout the

year revolves around the Scientific
Meetings, and this success has been due
solely to the conscientiousness of the
Chairman and Members of the Scien-
tific Essays Committee.

I finally desire yo thank the help in

the general office for their many efforts

in carrying out the work allotted them.
Respectfully,

ELIZABETH BASS, M. D.,

Secretary.

REPORT OF RESOURCES ON HAND
JANUARY 1, 1923.

Domicile Fund, Liberty
Bonds, par value $30,000.00

Library Endowment Fund,
Bonds, par value 3,500.00

Library Endowment Fund,
Savings Account 1.25

Medical Relief Fund, Sav-
ings Account 92.88

Petty Cash Account, balance
on hand 4.28

Library Fund, checking ac-

count 373.92
General Fund, checking ac-

count 409.43

Total resources $34,381.76

REPORT OF THE GENERAL FUND.

January 1, 1922, to January 1, 1923.
Balance on hand January 1,

1922 • $ 101.45
Total receipts, including bal-

ance January 1, 1922 8,074.70

Total expenditures $7,848.77
Actual book balance January

1, 1923 $ 225.93

REPORT OF LIBRARY FUND.

Bank balance January 1, 1922
. $ 481.85

Receipts during 1922 5,518.07

Total amount of fund $5,999.92
Expenditures $5,798.10
January 1, 1923, bank balance 373.92
Checks outstanding 172.10

Actual book balance, January
1, 1923 $ 201.82



PROCEEDINGS OF HOTEL DIEU STAFF

JUNE, 1923.

The President, Dr. Homer Dupuy, in the Chair.

A PECULIAR CASE OF ECTOPIC
GESTATION.

Dr. E. W. Walet presented what he

considered unusual symptoms in a case

of Ectopic Gestation as follows

:

Amenorrhoea three months, no vaginal

bleeding, was seized with acute and

severe girdle pain in lower abdomen, at-

tended by nausea, and was vomiting.

Family doctor made diagnosis of acute

appendicitis and sent to Charity Hos-

pital. Pelvic examination revealed

uterus about normal in size and a mass
the size of a lemon to left of uterus,

D. & C. revealed clean decidual mem-
brane, Laparotomy revealed a Rt. tubal

pregnancy about three months’ duration

to which was attached the vermiform
appendix. Right tube and ovary and ap-

pendix removed.

Dr. H. E. Nelson—The unusual feat-

ure of this case was the absence of

bleeding per vaginum. Most cases bleed

profusely.

Dr. J. A. Danna—Why was a curet-

tage done. Is it not true that there is

very often a second extra uterine on op-

posite side? Did Dr. Walet make an at-

tempt to save ovary on that side? Why
did he not attempt to save right ovary?
I do very few curettages.

Dr. M. Couret—I believe the proced-

ure of curetting the uterus in suspected

extra-uterine cases advisable because it

tells immediately the diagnosis. I have
never seen an ovarian pregnancy and
do not think it exists. The ovary should

not be removed in these cases.

Dr. Walet, closing: I did a curettage

purely for curiosity. My case was not

absolutely certain. It was the jbnly

thing to explain all this woman had. I

simply did a little dilatation. I did this

to see if I could find my diagnosis. No
real reason for going in abdomen, ex-

plored for the sake of palpable mass. It

was a time for a decidual recurrence.

I believe there is such a thing micro-

scopically speaking as ovarian preg-

nancy because if it. happens to rest

there, why not take it on to ovary. The
reason I removed the ovary, because

when you open a cavity like that and the

pelvis is filled with blood, the tech-

nique is to go down and remove the

mass. You hold the mass with the hand
and pull it out. You remove the mass
containing the extra-uterine tube and
ovary. The tube was ruptured and
filled with placental remains. It was
removed because it was a mass and not

worth while saving. Dr. Levy asked

about the microscopical report. It is a

general rule that when a patient is

shocked that you operate immediately.

The operation itself is comparatively so

simple that you do not shock your
patient much. No reason why could not

have tubal pregnancy on both sides.

Ill



NEWS AND COMMENT

The City Council of New Orleans, on

Tuesday, finally passed the ordinance to

accept the donation of Mrs. Dibert for

the construction of the Tuberculosis

Hospital. The location of same to be

in the Seventh Ward of the city. This

has been under consideration for several

years and its final disposition is looked

upon W|ith favor by the public, and

especially medical men of the City and

State.

Charity Hospital Appeal is receiving

another boost in the form of a baseball

contest to be indulged in by the Visiting

Staff versus the House Staff and Intern

Staff of the Charity Hospital. The con-

test gives all outward appearances of

being one of keen rivalry, and promises

lively entertainment to all those having

attended.
The Delegates and Members of the

Louisiana State Medical Society in at-

tendance at the American Medical Asso-

ciation Meeting held in San Francisco

have nearly all returned and report a

very interesting and profitable meeting.

Some still remain in the West visiting

medical centers and otherwise enjoying

awell-earned rest and vacation.

It is with a great deal of pride that

we note that some of our members re-

ceived notes of distinction. Dr. Amedee
Granger received a prize, and was es-

pecially commended for the Scientific

Exhibit in Radiology. Dr. Urban Maes
was honored with the Chairmanship of

the Surgical Section of the American
Medical Association for 1923-24.

The ^following physicians have' re-

turned and resumed practice after ab-

sence from the city for rest or study:

Drs. G. C. Antony, J. C. Hardy, J. H.
Landrum, A. M. Peters, R. 0. Simmons,
R. B. Wallace, and J. L. Wilson. Still

absent: Drs. E. I. Gandy, J. I. Peters,

Clarence Pierson, G. M. G. Stafford and
J. A. White.
The Avoyelles Parish Medical Society

met at Dr. Philip Jeansonne’s residence,

Plaucheville, Thursday, June 14th, at 7

p. m. An interesting clinical pro-

gramme was discussed, preceded by a
magnificent banquet served by Mrs.
Jeansonne, assisted by a half dozen of

the fair damsels of the village.

Dr. G. R. Beridon, President, in the
chair.

The following members answered the

roll call: Drs. Beridon, S. J. Couvillon,

Ducote, Roy, Jeansonne, Chatelain,
Foret, Quirk, Matthews, Buck; absen-
tees, Fox, Plauche, W. F. Couvillon,

Barbin, Lafargue, Tarleton, Jones, de
Nux. Guest, Dr. Will Buck of Kinder.
The minutes of the Hessmer, April 19th
meeting were read and adopted.

Dr. S. J. Couvillon and Dr. R. G.

Ducote reported a very interesting case
of Placenta Praveia. The discussion by
the various melmbers proved lengthy
and interesting.

Drs. Jeansonne and Roy reported a
series of successful emergency opera-
tions for suppurating appendicitis,

which were performed in private
homes. The patients are all being pre-

pared for radical operations later.

Dr. Roy reported an interesting case

of toxemia of pregnancy and in the dis-

cussions Dr. Matthews pointed out the
necessity of a thorough and complete
quantitative urinalysis. In connection
Dr. Couvillon described a case of cho-

lecystitis complicating pregnancy, with
kidneys in good condition and that as a

last resort transduodenal lavages were
instituted, establishing a miraculous
relief and that 90 days later patient
gave birth to a full term child without
any further complication.
Owing to unavoidable reasons, Dr.

W. F. Couvillon, essayist on a “report
of a few unsuccessful cases,” was un-
able to present his paper.
By Dr. Chatelain, that a vote of

thanks be tendered Dr. and Mrs. Jean-
sonne for their genial hospitality and
banquet tendered the society, and an
amendment by Dr. Couvillon, that the
Avoyelles Parish Medical Society meet
in the different villages of the parish
hereafter and that the expense of en-

tertainment be borne by the local pro-
fession.

Bunkie was selected as the next meet-
ing place on Thurdsay, August 14th,

1923, at 7 p. m. Dr. E. Stanley Mat-
thews will present a paper on “Burns”
and Dr. Kirby A. Roy will open discus-

sion.
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TRACHEO BRONCHIAL DIPHTHERIA.
HOMER DUPUY, M. D.,

We, perhaps, flattered ourselves that

we had sounded and explored all the

depths and shoals relating to Diphther-
ia. But have we exhausted the subject?

For instance there has been very little

said or written about that anatomical
type of diphtheria which begins in the

lower respiratory tract. It is not un-
likely that a primary invasion of the

trachea and 1 bronchi is of more frequent
occurrence that we suspect. The la-

mented (1) Lynah of New York made
a notable contribution on this subject.

I reported several cases before the (2)

Southern Medical in 1921. A primary
implantation of diphtheria in the larynx
is now a common observation. The
early and noticeable voice disturbance
quickly attracts attention to the natui'e

of the trouble. But this signal of dy-
sphonia is wanting when the site of the
local lesion is well below the larynx.
There is no alteration of the voice.

Moreover, there is not the faintest evi-

dence of membranous deposit in the
nose or throat. Hence the delay in

making a diagnosis. Oftener there is

not the slightest suspicion of the true
nature of the affection. Tracheo-bron-
chial diphtheria may be mistaken for
broncho-pneumonia or capillary bron-
chitis. Treating it as such, a fatality
must inevitably be the outcome. Our
post mortems in the Charity Hospital
have proven this beyond the peradven-

*Read Before Orleans Parish Medical Society, June
11 , 1923 .

ture of a doubt. When the invasion be-
gins in the lower air-tract the micro-
scope is of no assistance. The usual
cultures taken from the throat will of
necessity be negative. For the infec-

tion is not in that area. The patient
will most probably die long before the
membranous exudate extends upwards.
And owing to technical difficulties, even
cultures taken within the trachea may
be negative.

So it is that we are driven to the clin-

ical picture as our only source of reli-

ance in making the diagnosis. The
most suspicious sign of brewing trouble
is the gradual onset, as a rule, of a per-
sistent and progressive dyspnoea which
increases to that degree when there is

“tirage,” or sinking in of the supras-
ternal and diaphragmatic regions.

At first the breathing is wheezy and
noisy not unlike that heard' in asthmatic
attacks. Inspiratory stridor soon man-
ifests itself and dominates the symptom-
complex. There is a croupy cough, but
the voice is clear—unaltered—and this
is a very significant fact. There is

“air-hunger” with the restlessness and
frequent change of posture accompany-
ing this pathetic state. While the tox-
emia is reflected in the rapid heart ac-
tion and rise of temperature, the dom-
inant signal of distress is the mechan-
ical obstruction to breathing. Unques-
tionably, differentiation from other re-
spiratory affections in some cases will
nrove a perplexing problem. But the
knowledge that this type of diphtheria
is with us opens a new avenue for
thought. We will, and we must find' the
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way to diagnose with certainty such a

condition.

Case 1—Miss Pedau, trained nurse

at Hotel Dieu, complained of a “bad

cold” April 2, 1923. Seen by Dr. Louis

Levy April 4, 1923, who immediately

recognized that there was some deep

seated trouble in the lower respiratory

apparatus other than the more common
ailments. Pneumonia, broncho-pneu-

monia, and asthma were excluded. I

was called by Dr. Levy who considered

the patient as being very sick. She
presented marked dyspnoea, an anxious

look, cyanosed finger tips. There was
suprasternal and diaphragmatic re-

traction. Inspiratory stridor heard

over the trachea. The cough was croupy

but the voice was perfectly normal.

Nose and throat showed no signs of any
membranous formation. The laryngo-

scope revealed a normal-looking larynx.

Below the larynx, a mass of membrane
protuded from the lumen of the tra-

culture of B. acidophilus to 1 c. c. of

chea. Diagnosis: Tracheo-bronchial
diphtheria. 20,000 units anti-diphtheri-

tic serum given. Culture taken from tra-

chea. Dr. Couret reported positive

diphtheria. April 5, decided improve-
ment; April 6, temp. 102; resp. 24;
pulse 118. Dyspnoea returned and pa-

tient complained of difficulty in breath-

ing. 20,000 units of serum again given.

April 7, dyspnoea completely disap-

peared, temp. 99 ;
pulse 98 ;

resp. 20.

Two control cultures April 16-18 nega-

tive. Uneventful recovery. Remarks:
Dr. Levy’s appreciation that the symp-
tom-complex was not that usually seen

in purely pneumonic and bronchial af-

fections led to an early diagnosis. The
drawing of the laryngoscopic image by
Dr. Jules Dupuy we believe to be among
the first of its kind in which a tracheal

diphtheritic membrane is pictured

through the laryngoscopic image.
Case 2—Baby Beatrous, age 18

months. Normal, healthy looking. On
night of May 9, 1923, the baby seemed
cross, irritable, with temp. 99. Purga-
tive and alkaline sol. prescribed. Next
morning croupy, and respirations lab-

ored. Absolutely no hoarseness. Syr.

Ipecac prescribed. May 10, toward
evening, pronounced respiratory effort.

Child tossing and frequently changing
position in bed. Decided “air-hunger.”
Temp. 101. Culture from throat nega-
tive for diphtheria. Nose and throat

normal. Dr. M. P. Boebinger saw the

patient and made a diagnosis of Tra-
cheo-Bronchial diphtheria. Dr. Homer
Dupuy called in consultation verified

this diagnosis. 20,000 units of anti-

toxin given at 10 p. m. Within a few
hours there was a perceptible improve-
ment in the breathing. By noon the

next day the dysnoea had disappeared.

The child seemed practically well. Re-

marks : We have here a rather sudden
onset. The absence of any membrane
in the throat, croupy cough, the notably

clear voice. Inspiratory stridor heard
over trachea. The progressive dyspnoea
clinched the fact that in 98 cases out

of 100 this was diphtheria involving

the lower air tract. The rapid cure

with a large dose of serum confirmed
this. Credit is due Dr. Boebinger for

an early diagnosis.

DISCUSSION.
Dr. Jacobs: As a matter of interest, I

should like to say a few words about a case

I had a few years ag'o. I gave the child

10,000 units of serum. I made a culture

from the throat and the report from the

Board of Health was negative. The child was
admitted to Presbyterian Hospital and the

trachea was practically clear, though cul-

tures came back staphylococcus, but there

was nothing to be seen. I believe Dr. Patton

had a similar case in the hospital.

Dr. Johns: While I also, with Dr. Dupuy,
deplore the lack of laboratory help in diag-

nosing laryngeal and tracheal diphtheria, I

cannot help but feel that ear, nose and throat

specialists do not take full advantage of the

laboratory where it is possible to help. For
instance, the routine puncture of ear drums
to my knowledge is never routinely accom-
panied by the examination of the discharge

by direct smears or cultures. Two cases this

past winter have brought this out to me very

forcibly. In the first instance I was called

to make a spinal puncture on a moribund
baby which had had both ear drums lanced

and with the history that only a small amount
of discharge had been obtained. Smears and

cultures both showed innumerable diphther-

oid bacilli and the cultures bore out the diag-

nosis of diphtheria. Spinal fluid was normal,

but the baby died of the diphtheritic toxemia.

The second case was an ear in a small child

that had been discharging pus for about four

months and was accompanied by occasional

rise of temperature, considerable anemia and

other evidences of severe toxemia. Diph-

theria bacilli were demonstrated in both

smears and cultures.

Dr Dupuy (closing): I was in hopes that

some of the internists would enlighten us

relative to making a differential diagnosis

between this anatomical type of diphtheria

and broncho pneumonia and capillary bron-

chitis. Tracheo-bronchial diphtheria must be

so fatal a disease, owing to the large surface

involved with the concomitant large absorp-
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tion of toxins, that early diagnosis Is essential

if we are to prevent a fatality. Certainly
this affection involving' only the lower air

tract must be with us oftener than we sus-

pect. Given a marked dyspnoea with a per-
fectly clear voice, with an obstruction to the
incoming' current of air in one lung, with an
emphysematous picture giving the chest the
usual barrel shape, we are justified in sus-

pecting diphtheria of the tracheo-bronchial
area. As already emphasized we cannot rely
on the microscope as the membrane is low
down and the throat is absolutely free from
any exudation. Here is a field in which the
bronchoscope and direct laryngoscopy will

prove very helpful in arriving at the correct
diagnosis.

ELIMINATION OF B. COLI FROM CUL-
TURES BY INOCULATION WITH

B. ACIDOPHILUS.*
C. C. BASS, M. D. and W. E. JONES. M D.

(From the Laboratories of Clinical Medicine, ..he

School of Medicine, Tulane University, of La.)

Bacillus coli is a constant inhabitant
of the intestinal canal of man and all

warm blooded animals. It is one of
the chief gas producing, putrefactive
bacteria in the intestinal flora of man.
Measures intended to reduce or prevent
putrefaction in the intestinal canal
must reduce or prevent the growth of
B. coli and other putrefactive bacteria.
Altough it does not necessarily follow
that what occurs in the test tube in this
regard would also occur in the intes-
tinal canal or vice versa, we thought
that it would at least be interesting to
see what the results would be if cul-
tures of B. Coli were inoculated with
B. acidophilus. It will be remembered
that we already have abundant evidence
that inoculation of the food in the in-

testinal canal with sufficient quanti-
ties of B. acidophilus causes rapid re-
duction and 1 sometimes practically com-
plete elimination of B. coli from the
feces.

At first we attempted to more or less
duplicate in the test tube the conditions
which are provided in the intestinal
canal by feeding milk cultures of B.
acidophilus daily with meals. A tube of
1 c. c. sterile milk was inoculated with
o. 1 c. c. 24-hour broth culture B. coli

communis and in addition o. 1 c. c.

of a 24-hour milk culture of B. acido-
philus (acidophilus milk). Plates made
from this immediately after inocula-
tion showed 94% B. coli and 6% B.
acidophilus. This was incubated for 48

Read Before Orleans Parish Medical Society, June
11 , 1923 .

hours. Plates made at this time showed
no B. coli and 100% B. acidophilus.

Thus B. coli in milk were reduced from
94% to none within a period of 48
hours by inoculation with o.l c. c. milk
culture of B. acidophilus to 1 c. c. of

the colon infected milk. This is con-
siderably lighter inoculation than is

brought about in the digestive tube
when a patient drinks 500 to 1000 c. c.

of acidophilus milk daily with meals.

In another experiment with B. coli

communis, 1 c. c. of milk was inoculat-

ed with o.l c. c. 24-hour broth culture
of the colon bacillus and in addition o..

1 c. c. of a 24-hour milk culture of B.

acidophilus (acidophilus milk). Plates,

were made at once and these showed
94% B. coli and 6% acidophilus..

The inoculated tube was incubated for
24 hours. Plates were again made
and these showed about 1% B. coli and
99% B. acidophilus.

One-tenth c. c. of this milk still con-

taining a few B. coli was added to 1 c.

c. sterile milk. To this was added o.

1 c. c. 24-hour culture of B. acidophilus

(acidophilus milk). This was incu-

bated for 24 hours and plates were then
made. These showed no B. coli present.

In this case B. acidophilus reduced the

B. coli to about 1% in 24 hours and
again caused them to disappear entirely

in 48 hours.

Exactly similar experiments were
made using a broth culture of B. coli

communion in place of communis. The
quantities’ time and conditions of the
experirrents were otherwise the same.
The results were the same as those ob-
tained with B. coli communis; viz, that
colon bacilli were reduced to about 1%
in 24 hours and eliminated entirely in
48 hours.

To what extent these test tube re-
sults can be transferred to the digestive
tube must be determined by other ex-
periments. It is reasonable to expect
that whenever the diet consists of ster-
ilized milk and other equally favorable
food, somewhat similar results may fol-

low ingestion of milk cultures of B.
acidophilus. If so, B. coli should be
quickly eliminated from the digestive
tube following ingestion of appropriate
quantities of acidophilus milk, provided
the only food taken consists of steril-
ized milk or other equally appropriate
material.
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THE POSSIBILITY AND PRACTICABILITY
OF TRANSFORMATION OF THE INTES-
TINAL FLORA BY FEEDING MILK CUL-
TURES OF BACILLUS ACIDOPHILUS.*
C. C. BASS, M. D. and W. E. JONES, M. D.

'(From the Laboratories of Clinical Medicine, the
School of Medicine, Tulane University of La.)

If we examine microscopically the

feces of the average individual, we find

that they consist mostly of large num-
bers of bacteria of different kinds and
in addition thereto, usually a smaller
amount of undigested food particles.

If we employ appropriate cultural meth-
ods, we are able to isolate from the
feces pure cultures of many different

strains and type of bacteria, the rela-

tive proportions of these varying great-

ly with different individuals and under
different conditions. Although some
bacteria of many different species are
taken in with the food and drink, these
constitute only a fraction of those found
in the feces. Therefore these bacteria

have grown in the digestive tube and
at is known that a large part of the
multiplication takes place low down,
particularly in the colon. The digestive

tube is a favorable culture tube and the
food in different stages of digestion,

contained therein, furnishes favorable
culture media.

If these bacteria which can be iso-

lated from the feces in pure culture are
grown in suitable culture media, which
we make from ordinary food substances,
we find that some of them are capable
of producing in the culture tube numer-
ous toxic substancesof complex nature.
Some of them produce gases and some
cause putrefaction of animal proteins.
It is these putrefactive bacteria that
produce toxic substances. There is

good reason to believe and, in fact, we
know that these bacteria produce sim-
ilar substances when growing in the
digestive tube. It is generally believed
that these products of bacterial decom-
position in the intestinal canal, and es-

pecially of putrefaction, may be ab-
sorbed into the system and may have
more or less harmful effects.

The theory of autointoxication was
perhaps first advanced by Senator (1)
in 1868. Bouchard (2) claimed that
the amount of the end products of pu-
trefaction demonstrable in the urine

*Read Before Orleans Parish Medical Society, June
11 , 1923 .

was a measure of the putrefaction in the
intestinal canal. The theory was further
popularized by Metchnikoff (3) who
believed not only that the toxins pro-
duced in the intestinal canal were the
cause of various diseases and abnormal
conditions, but that they actually caused
aging of the tissues of the body, senes-
cence, and particularly premature old
age.

Metchnikoff’s claims attracted still

greater attention because he proposed
a method of controlling or preventing
the growth of harmful bacteria in the
intestinal canal by deliberately feeding
cultures of other harmless bacteria.
The B. bulgaricus was selected. The
theory was that this organism would
multiply in the intestinal canal and
thereby crowd out the other bacteria.

Later researches, perhaps the first
in 1908 by Herter and Kendall (1),
have shown that B. bulgaricus not only
cannot multiply but that it cannot live
in the lower part of the intestinal canal.
Large quantities of cultures of this or-
ganism may be taken in the form of
milk cultures or otherwise, but' none
appear in the feces. In spite of this
fact, which has been confirmed by num-
erous investigators, “B. B.” prepara-
tions are still widely prescribed, thanxu
to the advice of the detail man and the
literature put out by commercial inter-
ests.

The intestinal flora of the normal
healthy nursling is much simpler than
that of the older child or adult and, in
fact, consists almost entirely of two
species, B. bifidus and B. acidophilus.
B. bifidus is more numerous during the
first few weeks or months, but as soon
as the baby begins to take some other
food besides breast milk, B. acidophilus
usually predominates. As the individ-
ual grows older, however, tills organism
which predominates in the intestinal
flora during early childhood gradually
gives place to the conglomerate flora
of the older person. Nevertheless, a
few acidophilus bacilli can usually be
demonstrated at any period of life.

Please note that B. acidophilus is a

normal inhabitant of the intestinal

canal and that it can multiply there tc

the extent of becoming the predominat-
ing organism present. Another fact to

note is that its normal habitat is chief-

ly the lower part of the digestive tube,
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the part where the other supposedly
harmful bacteria also grow most luxur-
iantly.

The growth of B. acidophilus in the
intestinal canal is influenced largely by
the diet of the individual. Lactose and
dextrin are both especially favorable
and, in fact, we can feed temporarily
and experimentally a sufficient quan-
tity of these substances to transform
the intestinal flora from the usual mixed
type to a much simpler one dominated
by B. acidophilus and containing few
or no putrefactive bacteria. It requires
rather large quantities of these sugars,
usually 300 grams or more daily, to
bring about this result.

No doubt the presence of much lac-

tose in the diet of the nursling is an
important factor leading to the mainte-
nance of the usual B. acidophilus flora.

Taking large quantities of cultures
of B. acidophilus also leads to rapid
transformation of the intestinal flora
in most instances, provided the diet is

at all favorable. This method of chang-
ing the intestinal flora and thereby pre-
venting intestinal putrefaction has re-

cently been impressively brought to no-
tice by Rettger and Cheplin (5), of the
Sheffield Scientific Laboratories of
"Yale University.

These investigators have shown by
experiments on animals (rats) and on
man that by feeding sufficiently large
quantities of a fresh culture of B. acid-
ophilus in milk, which they call “acido-
philus milk,” the intestinal flora may be
simplified, the putrefactive bacteria
being greatly reduced and B. acido-
philus being established as the dominat-
ing organism.

In our own investigations we have
endeavored to learn more of the funda-
mental influences which determine the
intestinal flora and to apply this inform-
ation in attempts to improve methods
whereby transformation of the intesti-
nal flora may be brought about in the
most, effective and practical manner.
Brevity precludes giving much details
here.

When properly produced, acidophilufi
milk makes a choice beverage. In fact,
it is considered by most of those who
have tried it, as the most palataole form
of sour, milk (or buttermilk) they have
ever tried. Twenty-four hour cultures

are most palatable and are most useful

for the purpose.
To get best results, the acidophilus

milk should be taken with the meals,
preferably some with each meal. The
object is to heavily inoculate the food
with viable bacilli. The quantity re-

quired is from one pint to one quart
daily. Practically, a glass of acido-

philus milk with each meal gives best
results.

In persons taking acidophilus milk in
this way, the number of B. acidophilus

in the feces rapidly increases with cor-

responding decrease and sometimes'
practical disappearance of all other bac-
teria. A high degree of transformation1

is accomplished within a period of from
4 to 10 days, and this is usually main-
tained as long as the acidophilus milk
is continued.

Coincidentally with the transforma-
tion of the flora, the feces change from;
the former neutral or alkaline reaction!

to the slightly acid reaction character-
istic of the feces of the normal healthy
baby.

In conclusion, by feeding a milk cul-

ture of a supposedly harmless organ-
ism, B. acidophilus, it is now possible
and practical to transform the intes-
tinal flora so that the putrefactive bac-
teria are greatly reduced or entirely
eliminated. It remains for the future
to show what, if any, therapeutic value
this may have. .
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DISCUSSION.
Dr. Eustis: I do not like to see this paper

go by without discussion. Dr. Bass has
brought out two very important points which
I find most of the clinicians overlook. He
stated that, diet plays an important part; as
he states, you cannot transform the intes-
tinal flora by diet alone; on the other hand,
we cannot expect to get B. Acidophilus unless
we have food for them to grow on, I have
watched these not only from the clinical^
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standpoint, but from the examination of the

urine, and I find that lactose gives the B.

acidophilus something to grow on and plays

an important part in diet.

Now there is one more point in regard to

the B. bulgaricus. Dr. Bass stated that it

has never been known to grow in the intes-

tines. If introduced into the stomach they

will not grow, but if introduced into the duo-

denum they certainly will. It is the H Cl of

the stomach that kills them.

Dr. Johns: I thing that the really import-

ant thing brought out in this work of Drs.

Bass and Jones is that it is actually possible

to cause a complete transformation of the

intestinal flora with Bacillus acidophilus,

thoug'h the vast majority of cases where other

set experiments with such bacteria as Bacillus

bulgaricus were made have failed even under

purely experimental conditions. People cannot

be treated intelligently until this fact has been

established. The problem now resolves itself

into the question of studying cases and know-
ing just what kind of cases to apply it on be-

fore we can expect to get any favorable re-

sults. Most of the experimental cases that

they have been working with have been un-

diagnosed cases with all sorts of vague com-
plaints that could not be cured by any known
medical means, and naturally only a few of

these cases have shown definite improvement,

so that the practical application of this treat-

ment still lies in the future.

Dr. Bass: The addition of lactose to the

diet has been given consideration. It has

been found that it takes large quantities of

lactose to accomplish very much; about ten

per cent gives the best growth of B. acido-

philus. A culture medium of any kind should

contain about 10 per cent of lactose. We
have gotten a baker here to make whole
wheat bread, to which he adds 10 per cent of

lactose. This bread contains a great deal of

bran and other material and is a convenient

Tom of giving lactose. ' This ought to be

especially useful in cases of constipation.

I am inclined to believe that we have in

the past been overlooking the chief source

•of putrefying bacteria in the intestinal canal.

We take into the gastro-intestinal canal large

quantities of bacteria with our food and this

is no doubt an important source of intestinal

bacteria. It is very easy, if one will take the

pains to do so, to avoid many of the things

which do contain large amounts of bacteria.

Another source of inoculation of the intes-

tinal contents is the mouth and teeth. The
individual who does not brush his teeth well

after meals has large numbers of bacteria

growing in the food remnants in his mouth,
including Colon Bacilli. When such an indi-

vidual eats again, .he very thoroughly inoc-

ulates the food he takes.

URETERAL CALCULI.*
By P. J. KAHLE, M. D.,

New Orleans.

Much to my surprise in going over

my histories, of the many cases seen

which were suspected of having ure-

teral calculus, I find only sixteen in

which a diagnosis was made and proved,

either by X-ray, by means of the waxed-
tip catheter, or by having the patient

pass the calculus subsequently. There
were several more who were seen after

an attack of renal colic and the probable

expulsion of the calculus, but as the

diagnosis in these cases could not be

verified, I am not taking them into ac-

count. By far the largest number of

cases referred, with a tentative diagno-

sis of ureteral calculus, were suffering

from other conditions which stimulated

it. It will not be uninteresting, I be-

lieve, to mention them, as a differen-

tial diagnosis had to be made. Among
these conditions in which there was
fixed pain in the lower lumbar region,

along the course of the ureter, in the

suprapubic area, in the upper abdominal
quadrant, or even renal colic or pains

radiating to the genitalia or over the

anterior surface of the thigh, may be

mentioned renal calculi, calculi in the

pelvis of the kidney, nephroetosis, renal

tumors with hematuria, four cases of

undiagnosed renal hematuria, one case

of glomerulo-nephritis with marked
hematuria, ureteritis, renal infection

with obstruction both intra and extra-

ureteral, uro-pyelectasis, due to retro-

displacement of the uterus, pelvic in-

flammation, ovarian cysts, or fibroids,

sacro-iliac separation, tabes, seminal

vesiculitis, prostatitis, cholelithiasis,

two cass of appendicitis, in which the

appendix was retrocecal, and one with

a retrocecal appendix that had herniated

and ruptured extraperitoneally, the pus
extending up to the right kidney.

On the other hand, in the cases which
proved to be suffering from ureteral

calculi, some had been treated and even

operated for other conditions.

From the small number of cases in

this series there can be no conclusions

drawn, but adding this mite to the al-

ready existing fund of information on

the subject may help in a small way.
On analyzing these cases it is found

that the calculus or calculi occurred in

the right ureter twelve (12) times, or

in seventy-five (75) per cent; twice in

the left or in twelve and one-half (12

1-2) per cent; and twice bilaterally, or

in twelve and one half (12 1-2) per

cent of the cases. Twice, or in twelve

and one half (12 1-2) per cent, the cal-

*Read Before Orleans Parish Medical Society, June
11 , 1923 .
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culi were multiple, and incidentally,

these were the cases in which they oc-

curred bilaterally.

Six cases, 37 per cent, were in fe-

males; and 10 cases, 63 per cent, in

males.

The ages of these patients, showed
that six were between 20 and 29 ; four

between 30 and 39; three between 40

and 49; two, between 50 and 59; and
one, between 60 and 65.

These figures relating to sex and to

the occurence and numbers of calculi,

differ from those given by observers

such as Braasch and Judd, who report

large series in which the element of

chance is lessened. As to the age at

which calculi are more frequently found,

the figures conform very nicely. So too,

in the localization of the calculi, there is

less discrepancy, and we find that in

these sixteen cases the upper third of

the ureter was the seat of the calculi

in two cases, 12 1-2 per cent ;
the lower

third, including the intravesical portion

of the ureter, in fourteen cases, or 88

per cent ; while none were found in the

middle third.

The symptoms in these cases showed
that pain was present in all. ’mere was
a history of renal colic in thirteen cases

;

in three the pain was fixed, and had led

to a diagnosis of appendicitis in two
cases, and to cholelithiasis in one. Tem-
perature was recorded in five cases

;
the

lowest showed 100 degrees, the highest
107 degrees.

Frequency, urgency, or tenesmus, or

all three symptoms, were present in fif-

teen cases at some time or other. In
one case, no history of bladder distur-

bances could be obtained.
Gastro-intestinal disturbances, rang-

ing from slight nausea to vomiting, were
present in all cases having renal colic.

On examination, eleven of these pa-
tients were in splendid physical condi-
tion, while five were toxic as a result of

co-existing infection and urinary stasis

due to the blocked ureter or ureters. In
three of these cases the kidney was en-
larged and: palpable, the obstructing
calculus being at the pelvic brim in one
case and at or near the ostium in two.
There was gross hematuria in one case,
microscopic blood in fifteen. Pus and
bacteria were found in eight cases at
some time or other, while in three cases
leucocytes but no bacteria were found.

Albumin, varying from a trace to 2 per
cent moist, was found in ten cases. In
five, no record was made at the time
and I am at a loss to know whether this

means that no albumin was found or
whether it was not looked for. In one
case no albumin was demonstrable at

any time.
Fifteen of these patients were cys-

toscoped and the ureters catheterized

;

one patient, a doctor, having passed a
calculus, refused cystoscopy.

Only eleven of these patients were

X-rayed. Of the remaining five, no X-

ray was taken, because at the time, of

the examination the calculi were im-

pacted and protruding from, or present-

ing at the ureteral orifice in two cases

;

in one, because a stricture of the ureter

was found and was believed then to ex-

plain all symptoms, when the patient

was referred to me after having been

nephrotomized with failure to find a

calculus which was apparently in the

pelvis of the kidney and which had been

diagnosed by X-ray only; in two cases,

because the calculi had been expelled

and all symptoms had abated. Of the

eleven cases X-rayed only six showed

the presence of calculi., This was con-

firmed as being a shadow in the line of

the ureter by ureterogram, or by the in-

sertion into the ureter of an X-ray ca-

theter. In this connection, the suggestion

by Bransford Lewis, that metallic instru

ments be introduced into the ureter to

the point of obstruction and that a pic-

ture be taken after having displaced

the calculus by means of this instru-

ment, in order to prove that a shadow
is cast by a calculus in the ureter and
not by a phlebolith or a calcified gland

in the line of the ureter, seems to me
to be a good one and should lessen the

changes of error, especially if an ure-

terotomy is contemplated.

In five cases, the wax-tip catheter

was used for diagnosis or for corrobor-

ation. In two of these the X-ray was
positive for calculi, while in three, the

plates were negative for calculi.

F,ive cases were successfully treated

medically, although four of them had
had the ureters catheterized for diagno-

sis and had had papaverine injected in-

to the ureter following the diagnosis.

It may be that the catheterization and
the papaverine were in part responsible

for expulsion of the stone. The other
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passed the calculus before cystoscopy
and catheterization were undertaken
for diagnosis.

These patients were given at the time
of the renal colic morphine 1-4 gr. and
atropine 1-150 gr. This was repeated
every three hour& when necessary and
was supplemented in three of the cases
by benzyl benzoate (benzylets). In only
one instance did the benzylets seem to

give relief. In the other two the mor-
phine-atropine combination had to be
resumed.

In ten cases the, condition of the pa-
tient, due to complications, or to failure

of the expectant treatment, led to their

being handled by endovesical manipu-
lations.

In one case with bilateral multiple

ureteral calculi, three calculi from the

upper third of the left ureter were re-

moved at the time of a pyelotomy for

the removal of a large recurrent calcu-

lus in the left pelvis. The calculi were
milked into the pelvis and removed
through the incision in the pelvis. This

was done, however, after five calculi in

the lower third of the right ureter had
been caused to pass into the bladder by
dilating the ureter, first by means of

the Garceau catheter no. 11, and sub-

sequently by means of olives, up to no.

21, and the high frequency current.

After each dilatation papaverine (2 c.

c.) was injected with a view of dimin-

ishing peristalsis and contraction of the

dilated ureter. The calculi were ex-

pelled from the ureter after the fourth

treatment. The calculi in the left ure-

ter were not discovered until at opera-

tion, as they did not show in the X-ray
plates taken. Both kidneys showed nor-

mal function. There was infection of

the left pelvis.

In a second case, a right pyelotomy
had been done twice, the second time
for a recurring pelvic stone. At the

second operation a catheter was pass-

ed from the pelvis to the bladder
meeting with no obstruction. Some
months after there were renal symp-
toms and a small calculus was found in

the upper third of the right ureter. The
urine which had cleared following the

pyelotomy again showed evidence of in-

fection. The kidney function was nor-

mal at all times. The Garceau catheter

and papaverine (2 c. c.) were used
twice and in ten days was followed

by the expulsion of a small phosphatic
calculus.

The following case is interesting: an
X-ray diagnosis of renal calculus was
made and a nephrotomy had been done
for its removal. It was not found and
the patient was referred to me “to find
out what was wrong.’’ On examination
this patient showed infection of the
right kidney and a stricture in the lower
third of the right ureter about two and
one-half inches from the bladder. No.
4 catheter was introduced with difficul-

ty through the stricture, while a no. 6,

the Garceau catheter, and the olives
were arrested always at the same point
during the course of several examina-
tions. The function of both kidneys
was normal. No X-ray or ureterogram
was made, as a diagnosis of pyelitis and
stricture of the ureter seemed to be the
correct one, and as the patient improved
and ceased to complain after a {few
dilatations followed by pelvic lavage.
On passing a wax-tip catheter no
scratch marks were obtained and the
possibility of a calculus in the pelvis of
the kidney or the ureter was completely
discarded.

After dilating the ureter every five

days for two months and after the ure-

ter had been dilated until it took a no.

21 olive without difficulty, the urine

having cleared, the patient was dis-

charged and requested to return in 30
days for further observation. On his

next visit he brought in a round calculus

of the mulberry type, 3-8 of an inch in

diameter, which he had passed a few
days after his last visit.

There can be no doubt that at the

time of the operation, under the effect

of the anesthetic, the calculus passed
into the dilated ureter and was shelved

at the site of the stricture. A dilated ure-

ter above the stricture and consequent-

ly the calculus not coming in contact

with the wax-tip catheter, was respon-
sible for the failure to obtain scratch

marks. I feel certain that this calculus,

both on account of its size and its con-

sistency, would have given a shadow and
its presence would have been proved had
an X-ray been taken.

Still another case in which a picture

of a small calculus impacted at the up-

per end of the lower third of the right

ureter, proved by fhe arrest of the

catheter at this point and the pyelo-
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gram, ‘which showed a very much en-
larged pelvis, with infection, offers
some interesting points. In this patient,
who was 63 years old, and who had had
a cataract extraction, there developed
temperature, chills, and an acute iritis

with exudate into the vitreous, co-in-
cidentally with, or shortly after pain
and tumefaction in the right upper quad-
rant of the abdomen. The eye condition
was attributed to a focal infection and
this patient was referred for the pur-
pose of determining if the infection
was in the kidney. Several urinalyses
showed at times a urine which was fair-
ly clear and again a urine with pus,
some blood* vand colon bacillus. The
patient was cystoscoped and catheter-
ized—the left ureter being catheterized
to the pelvis, while on the right side
the catheters (4-6) could not be passed
for more than a few inches. No urine
could be obtained from the right side.
The following day, the patient was
rayed and pyelographed after having
taken benzyl benzoate during the pre-
ceding twenty-four hours. At this time
it was again found impossible to intro-
duce catheters past the obstruction, al-

though a small amount of infected urine
was obtained. The Walther dilator was
then used and after a bit of manipula-
tion was passed. This was followed by
the ready introduction of a no. 6 cathe-
ter., and the collection of urine which
showed a pyo-pyelectasis. This was
confirmed by the pyelogram. The pa-
tient’s temperature fell, the tumefac-
tion was reduced and nothing was done
for 24 hours except to administer ben-
zylets, morphine and atropine when
necessary, and copious drinks of water.
Within 48 hours the symptoms became
aggravated and on ureteral catheteriza-
tion it was found that the calculus was
again impacted and that catheters could
not be introduced. The Walther dilator
was again used successfully and after
thorough dilatation papaverine sulphate
was injected into the ureter, after
thorough drainage and washing with
boracic acid solution. Forty-eight hours
after this patient passed a small spiculed
calculus and all symptoms subsided. The
eye however had to be enucleated three
weeks later.

.
The next case is unnusually interest-

ing because of the multiple bilateral
calculi present, their size, and the unu-

sually high temperature which accom-
panied the blocking of the ureters. In
this case I was called in to see a patient
who was extremely septic, who was
nauseated and was vomiting, whose
pains were general over the abdomen
and more marked in the right iliac fos-
sa. There was pain radiating to the
areas supplied by the genito-crural.

There was considerable distension of the
abdomen. The possibility of a retro-
cecal appendix with a retroperitoneal
pelvic cellulitis was suggested by the
clinical picture, but a history of having
passed “sand” prompted an urological
examination. An X-ray showed bilater-
al calculi in the lower third, almost at
the intravesical portion of the ureter
and of such size and shape that a
positive diagnosis of calculus was to be
confirmed. The urine was slightly
cloudy and was found to contain pus
and colon bacillus. On cystoscopy, the
bladder showed a mild acute cystitis
which might have accounted for the
urinary frequency with urgency and
tenesmus. On catheterization of the
ureters the right catheter ment with ob-
struction in the intravesical portion of
the ureter, while on the left, after a bit
of manipulation, it passed an obstruc-
tion at the same level as on the right
side. The urine from the left kidney
was clear and showed only a few leu-
cytes. A pyelogram was not attempted,
as the patient’s condition did not justify
it. A successful attempt was made to
pass the obstructions on both sides by
using the Walther dilator. Papaverine
was injected, after draining the pelves.

The urine on the right side was puru-
lent. There was some relief following
this and the temperature subsided some-
what. Within 24 hours, however, all

symptoms returned, to be followed by
relief after the same treatment as given
above. It was noticed, however, that
the*calculi had made no progress from
their site at the previous examination.
During the following 24 hours, the pa-
tient had repeated chills and the tem-
perature rose until it reached 107. In
spite of the extremely septic condition
of this patient his total count did not
exceed 13,000 whites. No functional
test was done.

The patient’s condition was such that
it was deemed advisable to temporize
no longer, to do an open operation if
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necessary. However, a last attempt
was made to remove the calculi from the
ureters by endovesical means and was
successful. The rongeur forceps were
introduced into the right ureter and
opened carefully. This was repeated
several times and each time could be
felt to be grating against the calculus.

Finally with the forceps opened wide
against the stone, the forceps was closed

and it was felt that it had taken a bite

on the calculus. Traction was made
and the stone delivered into the bladder.
This was followed by a free gush of
purulent urine. The same procedure
was undertaken on the left side with the
same fortunate result.

The patient’s general condition was
such that no attempt was made to re-

move the calculi from the bladder, he
was sent back to the room, given benzy-
lets, to facilitate the passage of other
smaller calculi present, and was put on
forced fluids. During the folowing
twenty-four hours the temperature drop-
ped 9 degrees to 98 and remained nor-
mal. The chills abated. The calculi that
had ben delivered into the bladder were
passed per urethram the following
morning. The urine rmainded cloudy.
The white count, 48 hours after, was
still up to 12,000, but there was no sign
of sepsis or even of discomfort.

Subsequently, the ureters were cathe-

terized, the pelves washed with silver

nitrate 2 per cent. In the course of 15
days the patient was discharged, with a
clear urine and a normal kidney func-
tion.

The following case is interesting only
because a suprapubic cystotomy had
been done for the removal of a vesical

calculus and yet the persistent cystitis

would not yield. This patient came to

see me five wears after his operation
and was found to be suffering from a
chronic cystitis secondary to a pyelone-
phritis with calculus in the lower third
of the left ureter. This patient had
never had his ureters catheterized. Fol-
lowing repeated dilatations of the ure-
ter with the Walther dilator, followed
by the use of papaverine sulphate and
the administration of benzyl benzoate
in the internals, this patient, in about
two months, passed a calculus, 3-4 of
a inch long by 1-2 inch in diameter. As
this calculus could not be passed from
the bladder and endovesical attempts

at removal by means of forceps were un-

successful, a litholapaxy was done under
spinal. His urinary symptoms have
improved, but a mild pyelonephritis still

persists.

The next two cases were interesting,

as they demonstrated the value of the
scissors and the forceps in dealing with
calculi impacted at the ureteral orifice.

The first of these two cases was that

of a male who had renal colic and in

whom a diagnosis was made of calcu-

lus in the lower third of the right ure-

ter. Following the injection of papa-

verine through a no. 6 catheter, this

calculus, small in size and irregular in

shape, finally became impacted at the

ureteral orifice and was accompanied

by violent renal colic. The patient was
brought to the office and on cystoscopy

the tip of a stone could be seen present-

ing at the right ureteral orifice. An at-

tempt to grasp it with the forceps was
unsuccessful and the ureter was incised

by means of the scissors. The forceps

were then introduced and the calculus

readily grasped and delivered from the

ureter and then from the bladder.

In the next case there are several

points of interest, among others, a mis-

taken diagnosis due to incomplete ex-

amination because of the patient’s gen-

eral condition. I was called in consul-

tation to see an emaciated and profund-

ly septic woman who had renal colic,

who was having frequent and prolonged

chills and who running a temperature

of 103. A nephrectomy had been con-

considered and information was desired

as to the presence and function of the

other kidney. On cystoscopy a calculus

was seen impacted at the mouth of the

right ureteral orifice. As the forceps

could not be inserted through the mea-
tus, it was incised. This liberated the

calculus somewhat and it projected into

the bladder where it was easily grasped

and delivered. Thick ropy pus flowed

from the right ureter. Then the ureter

were catheterized and a functional test

done. The right kidney showed no out-

put of phthalein in half an hour, while

the left kidney showed only 10 per cent

in that time. From the nature of the

pus coming from the right ureter, the

absence of function, and the enlarged

kidney, which was distinctly palpable,

a diagnosis of calculous pyonephrosis

was made. No X-rays were taken be-
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cause of the fact that the patient had
not been prepared and because the gen-
eral condition would not permit of delay.

The low function of the left kidney ana
the poor condition of patient led me to
advise a nephrostomy, to be followed
by secondary nephrectomy, if necessary,
when the general condition had im-
proved and the left kidney compensated.

At operation, under gas, the kidney was
opened from pole to pole, but no calculi

or abscesses were found. To save time,
the kidney was not sutured, but was
simply packed with sterile gause to pre-
vent oozing and the wound closed with
drainage. There was a rather slow
but uneventful convalescence and the
patient was sent home to regain her
strength. The secondary nephrectomy
has not been necessary, as this patient
has fully recovered and her right kidney
seems to be functioning properly.

There can be no doubt that this pa-
tient was suffering from a pyo-pyelec-
tasis due to the impacted calculus and
that the function of the kidney had been
arrested by the pressure of the con-
tents of this closed sac—that a kidney
will come back and its function restored
when the pressure is relieved, even af-
ter having been blocked for weeks, is,

I believe, hot an uncommon observation.
I saw a case referred by Dr. Wm. Per-
kins and Dr. Leckert some years ago
in which a patient had a mass in the
abdomen which was diagnosed by me
as a pyelectasis due to an obstruction
at the uretero-pelvic junction

; from this
kidney no flow of urine could be ob-
tained. A pyelogram was not success-
ful, as no fluid could be made to enter
the pelvis. It was after eight weeks
of frequent catheterization that the ob-
struction was finally passed and was
followed by a constant and prolonged
flow of clear urine and a diminution
of the mass. A functional test of the
urine failed to show any trace of phtha-
lein from that kidney. After dilatation
with the Garceau catheter and the main-
tenance of the caliber of the ureter at
this point—this kidney gradually im-
proved in function and was finally per-
fectly normal. I have been seeing this
patient once a year for ten years and
he has had no recurrence of his symp-
toms, while his kidney has maintained
itself normally.

A recent case, still under treatment,

is that of a young man with an impacted
stone in the lower third of the left ure-
ter at the uretero-vesical junction. This
stone which failed to show by X-ray,
but which was diagnosed by the history
of renal colic, by obstruction to the
catheters at a fixed site in the ureter,

and by obtaining scratch marks on a
wax-tip and on a filiform, has so far
resisted all attempts at dislodging.

There is no infection, as yet, and as
drainage from the left kidney is not
being interfered with very seriously, al-

though there is a slight uro-pyelectasis
and some dilatation of the ureter, I ex-

pect to temporize. In this case, mor-
phine, atropine, benzylets, papaverine
by injection into the ureter, and the
dilators of Walther and Bransford
Lewis have been unsuccessful. I have
even used a filiform whip such as we
use for strictures of the urethra, but
have not been able to introduce it for
more than two millimeters past the
stone. It was during a manipulation

—

rotation on its axis of the filiform

—

that the scratch marks were made on
the filiform. This was verified by in-

troducing another new filiform and
again obtaining scratch marks.

In the only case, of the sixteen re-

ported here, in which an ureterotomy

had to be done, there are a number of

points of interest, of which the most
interesting is the fact that although
the ureter was dilated to a caliber great-
er than the smallest diameter of the
stone, it was impossible to bring it

down. The stone was sometimes at a
higher level following manipulations,
but after two months of endovesical
operative methods, the patient consented
to be operated. This girl of 20 gave a
history of pain in the right side for ten
years. These pains were in the nature
of a colic, but the persistent discomfort
in the right iliac fossa led to the diag-
nosis of appendicitis. In the course of
the routine examination at one of our
clinics, pus was found in the urine and
she was referred to the G. U. depart-
ment. An X-ray showed a shadow in
the lower third of the ureter. On cathe-
terization, obstruction was met at a site

corresponding to the shadow. The urine
showed pus and colon bacillus. Test
showed a markedly reduced function.
An ureterogram showed the shadow to
be in the line of the ureter. The ureter
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above the stone was somewhat dilated.

The pyelogram showed a pyelectasis.

In the course of treatment by dilata-

tion with the Walther dilator and then
with the Bransford Lewis dilator and
on taking pictures to see whether the
stone had made progress, we found that

at times the calculus was at the level

of the fifth lumbar vertebra, but that
it never did come below the level of its

original site at the sacrococygeal joint.

Attempts were made to grasp it with
the rongeur forceps, olive oil was in-

jected into the ureter, papaverine was
injected, but to no avail. Because of

the infection, the damage to the kidney,
as evidenced by the low function, the
recurrent attacks of renal colic, and be-

cause of the constant pain, operation
was advised and accepted.
The ureter was readily reached thru a

Gibson incision, incised in its long axis
about two inches proximal to the calcu-

lus, the calculus was milked up to the
incision and delivered. A Garceau
catheter was readily passed to the blad-
der. No sutures were used to close the
wound in the ureter. A drain was in-

serted to the ureter, the muscles ap-
proximated and the skin closed, up to
the drain, with linen. The patient made
an uneventful recovery and was dis-

charged on the fifteenth day.
The urine has cleared, but the func-

tional capacity has not reached the nor-
mal. All pain and discomfort have van-
ished and the patient had gained ten
pounds in the four months following
her operation.

I am at a loss to give any reason for

this inability to pass the calculus and
for its invariable settling at the same
site, unless it be that there was present

some sacculation of the ureter, just

above a large calibre stricture due to a

fibrosis of the ureter wall, into which
the calculus was invariably directed.

No ureterogram was made subsequent
to the operation with a view of deter-

mining the presence of such a condition,

although this has been contemplated.

An interesting point in this case is the

fact that at times this stone had ap-

parently rotated on its axis and pre-

sented a different surface.

About five months ago a woman of

forty was referred to me for the removal
of a rather large calculus in the right

ureter about three inches from the blad-

der. She had suffered for five years

and had had an appendectomy done
without relief of symptoms. Her pain
was not constant, but every now and
then was in the nature of a renal colic.

The urine was normal. That the shadow
in the right side was due to a calculus

was proved by the wax-tip catheter, by
palpating the stone per vaginam while

a dilator was in the ureter, and by ob-

taining bits of the calculus by means
of the rongeur forceps. The kidneys
at the time that the patient presented
herself, were normal.

The various dilators, the rongeur for-

ceps, intra-ureteral injections of oil,

papaverine, the introduction of several

catheters for dilation, after using an
injection of 5 per cent novocaine into

the ureter, an attempt to dislodge the

calculus by intra-vaginal manipulations
while the dilators or the forceps were in

the ureter in contact with the stone,

were of no avail. Operation was of-

fered, but rejected, as the patient was
rather comfortable in spite of her many
experiences with the operative cystos-

cope.

The two points that stand out pre-

eminently in this case are, first, the in-

ability to budge this calculus in spite of

its accessability and of the extensive
dilatation to which the ureter was sub-

jected; and secondly, the ability of the

ureter to be subjected to considerable
trauma with but little discomfort to the

patient. It was not until after the elev-

enth dilatation—the last two having
been done with the Bransford Lewis
dilator—that the ureter, both above and
below the stone, could be felt to be mark-
edly thickened (per vaginam) and ten-

der on pressure. At no time was any
evidence of infection discernable in the
urine following instrumentation. I am
not prepared to say, however, that no
permanent damage, with possible has-

tening of ulceration and ultimate per-

foration of the ureter and retroperiton-

eal infection, will not ensue from the
probably too frequent and too enthusias-
tic treatments given in this case.

No routine treatment, with the use
of any special method, has been followed
in these cases, and I believe that this is

as it should be. The series is not large

enough to enable me to advocate any
special instrument to be used in all cases

needing dilatation, and even if it were,
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it is my opinion that the conditions pre-

senting in a given case would determine

the course to be followed and the tech-

nique to be employed in that particular

case.

There are to be considered in tem-
porizing, in the hope that the calculus

will be spontaneously passed, the ques-

tion of size and location, the presence

of anomalies of the ureter, such as

strictures, tolerance to cystoscopie

manipulations, and most important, the

presence of infection and the possibili-

ty of traumatic anuria when the calculi

are bilateral, and reflex when unilateral.

These are all conditions that can be and
should be determined by cystoscopy and
catheterization of the ureter, in conjunc-
tion with whatever other means of diag-

nosis necessary for an accurate diag-

nosis.

Should the calculus be of such size as

to justify the opinion that it can be
spontaneously expelled and if there are

no anatomical or pathological constric-

tions that will interfere with its pas-

sage ;
if there is no infection and the

calculi are unilateral, then there is no
reason for haste and undue instrumen-
tation. Of the sixteen cases mentioned
here, five or 33 per cent, passed the

calculi spontaneously unless the cathe-

terization of the ureters which was done
for diagnosis in four of the five cases

was responsible, in part at least, for

their expulsion.

In connection with the cessation of

renal colic or of renal symptoms, let

me take occasion to mention here a
recommendation made, I have forgotten
by whom, that a cystoscopy be done,

with a view to prophylaxis against vesi-

cal calculi forming with a passed ureter-

al calculus as a nucleus. I believe that

this should be done even though a calcu-

lus be expelled, as there may have been
multiple calculi present, of which, only
one was not retained in the bladder.

This is especially to be recommended in

the case of patient's who have some ob-

struction, such as enlargement of the
prostate. It may be well to remember
that in the presence of a diverticulum a
small intravesical stone may find its

way through the neck and give rise to

conditions requiring much more exten-
sive surgery than the mere introduction
of the operative cystoscope and the for-

ceps. In my own practice, I have had

a number of cases of vesical calculi

which gave unmistakable histories of

ureteral calculus with renal colic. One
of the cases cited above, in which a su-

prapubic lithotomy had been done, al-

though still suffering from occasional

renal colic and renal infection, gave a
clean-cut history of renal colic for years
before his lithotomy.

Operative measures for calculi that

have failed to pass spontaneously or for

conditions complicating, which demand
prompt action, fall into two types—the
endovesical, made possible by the devis-

ing of special instruments to be used in

conjunction with the operative cystos-

cope and the cutting method, or uretero-

tomy.

The former can be used in the majori-
ty of cases and certainly should be given
adequate trial before resorting to ure-

terotomy with its consequent mortality
due to either “hemorrhage, shock, sep-

sis and peritonitis”, not to mention dila-

tation of the stomach from the pro-

longed administration of ether. Such
post-operative complications as throm-
bosis, destruction of the ureter, pulmo-
nary embolus, and fistula should be
thought of.

I mention these complications with
full knowledge of the low mortality re-

ported by Judd in a series of 400 ure-

tero-lithotomies. But as many uretero-

lithotomies are performed by men less

skilled, and with fewer facilities for

accurate pre-operative diagnosis and
estimation of complicating conditions,

it is advisable that the less serious en-

dovesical methods be given a thorough
trial. Just how long we are justified

in attempting to remove ureteral calculi

by endovesical means, I think must be
left to the individual judgment of the
surgeon who must form an opinion from
the available data obtained after thor-
ough examination.

Of the various endoscopic methods,
the simplest, and 'possibly the safest, is

the introduction of the ureteral catheter
with a view of dislodging the calculus
and favoring its descent. This may be
accompanied by injection into the ure-
ter of papaverine to paralyze the ureter
and prevent further impaction, due to

spasm of the muscles of the ureter. This
paralyzing effect has, besides, the ad-
vantage qf permitting drainage past
the calculus and lessens the damage to
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the kidney which would result from the

back pressure and the infection present.

The cases here are so few that I

would hesitate to draw conclusions as to

the value of papaverine in ureteral cal-

culus, but my experience with this drug
in conjunction with catheterization for

diagnosis, including pyelograms and
treatment, has led me to believe that it

is of distinct value in preventing renal

colic after intra-ureteral instrumenta-
tion. I found that in inflammatory con-

ditions due to infection, the cases hav-
ing renal colic following catheterization

and lavage, for either acute or subacute
conditions, were not infrequent. I as-

sumed that was due to an increased per-

istalsis with spasm and consequent re-

tention, as a result of trauma to the in-

flamed mucosa, and I began the use of

papaverine as prophylaxis against renal

colic. The results were very gratifying.

I am led to believe from this experience
that the effect of papaverine on the ure-

ter is positive and that it can be used
to advantage in the attempt to effect

the descent of calculi.

The use of oil to lubricate the ureter
and thereby facilitate the descent of the
calculus has always appeared to me to

be a procedure based on theory and of
no practical value. I cannot see how
the ureter could be lubricated unless it

were a non-contractile tube through
which a calculus were meeting with ob-

struction due to friction. Cases of im-
paction and complete obstruction, bar-
ring those in which the lumen is con-
stricted by anatomical narrowing or by
pathological changes, are due, to my
mind, to a contraction of the ureter
about the body it is trying to expel. If

oil were to be efficient it would have
to have an antispasmodic effect on the
musculature of the ureter, and as far as
I know, no one has ever claimed that
its action is such.

Of the various methods of dilating

the ureter, I have had experience with
the Garceau catheter, the Walther dila-

tor, the dilator of Bransford Lewis, and
the introduction of more than one cathe-
ter into the ureter following its

injection with novocaine. With the
probang of Lewis and the perfor-
ated artificial cork of Lespinasse I have
had no experience. The inti’oduction

of the probang presupposes the ability

to get beyond the calculus, a feat fre-

quently difficult. The possibility of
rupture or laceration of the ureter with
consequent extravasation of septic urine
into the peritoneal cavity or into the
retroperitoneal tissue seems to me to be
a real danger and has been responsible
for my not attempting the method where
others have failed. I would prefer the

open method as more scientific, more
surgical and less fraught with dangers
which are beyond the control of the sur-

geon. With the Lespinasse perforated
artificial cork I have had no experience,

but from a theoretical standpoint I

would consider its application as limited,

and in cases of infection, not without
danger of damage to the kidney by
blocking of the ureter.

Of the other methods of dilatation, I

have found the method advocated by
Crowell, I believe, and used successfully

by Buerger previous to April 1921, of

introducing more than one catheter into

the ureter, to be difficult at times and
impossible at others. When the method
can be used it certainly has the advan-
tage of draining the ureter and pelvis

above the calculus and of stimulating
the kidney to secretion in case of anuria,
whether reflex or due to block.

In cases in which dilatation is indi-

cated, I have found Walther’s dilator

invaluable as a preliminary to the use
of the other types with which greater
dilatation can be accomplished. It seems
to me that the insinuation of the fili-

form between the wall of the ureter and
the calculus with the subsequent rub-
bing by the uneven flexible metallic
stem favors the freeing of the calculus
from its point of impaction. It is an in-

strument which can be used to advan-
tage when the ordinary catheter has
failed, and, as far as my experience
goes, one that is not apt to be followed
by undue trauma and injury to the ure-
ter.

The use of the rongeur forceps for
grasping of calculi in the lower part of
the ureter has served admirably in some
of the cases reported above and I shall

not dilate further on its advantages.
For calculi incarcerated at the meatus,
the scissors can be used for ureteral
meatotomy. In the event of the impos-
sibility of the blade’s being introduced,
it would be well to remember that the
high frequency spark, as suggested by
Furniss, has given excellent results.
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In two of my cases, in spite of the use

of those cystoscopic manipulations usu-

ally advocated, there was failure to

cause expulsion of the calculus. In such

cases and when urgency demands it,

there should be no hesitation in doing

an ureterotomy.
The incision and the technique will de-

pend largely upon the site of the calcu-

lus. In the one case, the position of the

stone suggested an incision about a half

inch above and parallel to Poupart’s

ligament and then turning up towards
the anterior superior spine of the crest

of the ilium. This gave a splendid ex-

posure and after identifying the bifur-

cation of the iliac vessels the ureter was
readily found adhering to the posterior

leaf of the reflected peritoneum.
It is hardly necessary to remind you,

in order to reduce not only mortality,

but also morbidity, which might result

from complications due to interference

with its blood supply, that it is essen-

tial that the ureter be handled gently

and that extensive dissection or separa-
tion from its peritoneal attachment is

to be avoided.
In the other case, should the consent

of the patient be obtained, I shall do a
vaginal ureterotomy, combining it if

necessary with intra-abdominal manipu-
lations to facilitate its removal.

Since the writing of these notes, the

patient who had a diagnosis of calculus

at the uretero-vesical junction made by
the scratch marks on the filiform whip,
has passed two small, rough, irregular

phosphatic calculi.

636 Common Street.

DISCUSSION.
Dr. A. C. Eustis: I have my own ideas, but

I may be wrong. I am under the impression
that there is very little if any danger in cath-
eterization of the ureters. Is it not more
dangerous to temporize than it is to go right
in and make a definite diagnosis? Are you
likely to get suppression or other dangerous
symptoms following catheterization for diag-

nostic purposes?
Dr. H. W. E. Walther: I just want to speak

of two points on the subject which Dr. Kahle
has so thoroughly covered; there is not much
more to say, but in the discussion of ureteral
stones one must ever bear in mind the fact
that the X-ray is not infallible, and that in a
certain percentage of cases the diagnosis is

only going to be suspected by accurate stu-

dies of the urine and then confirmed with the
ureteral catheter, plain or wax-tipped; then, in

the treatment of these conditions, I think
many of our medical confreres misconstrue
our present way of presenting papers like

this, due to the danger at least, that some

one gets the impression that we are trying
to get all the stones out by cystoscopic means,
and as Dr. Kahle’s report shows, that is not
the case, but if the vast majority can, (and
they can be) removed by such means, we
should give the patient the benefit of these
so-called non-operative procedures. Particu-
larly is this so in p'atients who have gone to
the operating table for the removal of an ap-
pendix, right ovary and right tube when the
pain was due to right ureteral calculi.

I wish to thank Dr. Kahle for the kind
words he said about my dilator. It is rare in-

deed for a man to be praised in his home
town, but my little apparatus has been in use
for five years and I have had the pleasure
of seeing it used in the largest clinics in this

country. It is nothing but a flexible metal
shaft with an 11 F. olive. I have had many
of my friends tell me that with it they were
able to get by obstructions in the ureter,
though they could not do so with other in-

struments.

Dr. W. A. Reed: I hesitate in getting up
with an experience of only about six cases
of stone to recount. Four have had the
stones removed by means of the cystoscope
and its various appliances, but two have not
yielded to those procedures. Both of these
cases have stones in the same position, about
11-2 cm. from the orifice of the ureter. Both
cases were cystoscoped repeatedly over a pe-
riod of five or six months; one has intermit-
tent pain in the kidney on that side and the
other is free of symptoms. Both these stones
are impacted very tig'ht, and the only thing
I can manage to get up at all is a Phillips fil-

iform attached to a Walther dilator. How
long can one safely wait to operate in cases
of this kind? It seems rather difficult to
suggest an operation which is as extensive
as an open operation is, for stones that are
so close to the ureteral meatus.

Dr. Kahle: I want to thank you gentlemen
for your favorable criticism. I think there
can be no doubt that Dr. Jamison’s idea is to

be commended, and that calculi should be
sent to the laboratory for chemical examina-
tion.

In answer to Dr. Eustis’ question as to the
risks of catheterization, I believe that the
reason for the prevailing opinion, that it is

not without danger, is due to the fact that
very often after catheterization there is a
flare-up of symptoms in cases of a sub-acute
or a chronic pyelitis or of a pyelonephritis.
I believe, however, that where there is indica-
tion of the presence of a calculus, there
should be no hesitancy in making a diagnosis
by means of the ureteral catheter. The ex-
pulsion of a calculus can often be brought
about by the mere introduction of the cath-
eters. I believe we should catheterize these
cases for diagnosis, to determine if there is

functiona] impairment of the kidney, for
drainage of the pelvis of the kidney and for
the ‘ purpose of liberating an impacted cal-

culus. »

As far as Dr. Reed’s question is concerned
it is a little hard to answer. I should tem-
porize if there is no infection. I would not
hesitate to temporize indefinitely. I believe
that when the drainage is good, no serious
harm results from the presence of a calculus.
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No matter how large the stone was, if the
drainage were good and if the patient were
not suffering from pain or discomfort, I

would check up' with the X-ray from time to

time, to ascertain the position and rate of

growth; catheterize to make sure there is no
obstruction to the expulsion of the calculus,

or no dilatation of the pelvis or calices. In
the absence of infection, back pressure or
dilatation, which might impair the function
of the kidney, I would temporize indefinitely.

We must remember that there is not infre-

quently some degree of ulceration of the
ureter at the site of impaction and that with
infection, which would aggravate the condi-
tion, there is a possibility of the extrusion of
of the calculus into the peritoneal cavity, or
into the retroperitoneal tissues with conse-
quent infection.

THE CHARITY HOSPITAL OF
LOUISIANA.

By ALBERT E. FOSSIER, A. M., M. D.

(Continued from last issue).

Desolation, poverty and ruin, the her-
itage of war, grasped in their ruthless
clutches the whole Southland, nor did
their dismal offspring, want and priva-
tion, spare even institutions of benevol-
ence and charity.

The days of reconstruction were
eventless in the history of the Charity
Hospital, except that they leave record
of insufficient resources, and buildings
fast falling into decay. In his report
for the year 1864, William H. Hunt,
then Vice-President of the Board of
Administrators admonished that to

maintain the institution during the
coming year, to enable it to dispense
its incalculable blessings, to preserve
its valuable buildings from decay, and
to render them fit for the purpose for
which they were originally intended, re-

quired an appropriation from the State
of at least $100,000.00. In response to

his appeal the General Assembly appro-
priated the sum of $40,000.00. The
chief revenues of the institution after
the war were derived from an appro-
priation from United States Govern-
ment, and also from a tax levied on lot-

teries. In 1867 the sum of $67,523.00
was paid by the Government for
board, and for medical and surgical
treatment for the United States sea-
men. The chaotic conditions of finan-
ces resulting from the large amount of
worthless confederate money then
afloat, financially embarassed the Hos-
pital ; this valueless paper was used to

pay the taxes and licenses due the in-

stitution. The Board of Administra-
4The author is not responsible for phraseology of

quotations, as they are taken verbatim from text.

tors was forced to appeal to the Legis-

lature for relief and petitioned them
to draft laws compelling payments to

the Hospital to be made in United
States currency. Another unsatisfac-

tory source of revenue was that drawn
from the annual benefits given by local

places of amusement. Very frequently
these benefit performances resulted in

a shortage rather than a surplus. For
instance, in 1865 the benefit perform-
ance given by the St. Charles Theatre,
resulted in a deficit of $900.00. For
tunately the management magnani-
mously bore the loss. In 1866. only

$3.85 was realized from the same thea-

tre, and in 1867 the proceeds from the

same source were nil. Taxes from gam-
bling always furnished ample returns
to the Hospital, and in the year 1867
they yielded the sum of $33,035.48.

Hon. Michael Hahn, member of the
Board of Administrators, offered the

following resolution which passed unan-
imously at the meeting of the Board
on the seventh of September, 1868:
“Resolved, that in admitting sick per-

sons to the benefits of this Hospital no
distinction be founded on race, color,

or previous condition.” This was re-

corded by the Carpet baggers Adminis-
tration as being among the most im-
portant proceedings of the Board of

Administrators.
The lack of an asylum or a place of

refuge for the indigent and the incur-

ables was greatly deplored by the Board
in many of their general reports follow-

ing the war. This condition was es-

pecially emphasized in the annual re-

port of 1870. “It is more than to be
regretted that the noble purposes of re-

lieving the sick and healing the wound-
ed, and of advancing the science of

medicine and surgery, for which this

institution has acquired a creditable

and, we might say, enviable reputation,

should be intruded upon and overrun
by a species of idlers who simply want
board and lodging and only pretend to

need medical aid. Under no circum-
stances can a hospital, thus transformed
into a lodging house for idlers and even
drunkards, be the proper place for the
treatment of patients suffering from
diseases and to whom rest and quiet

are absolutely essential for recovery.”
The report mentions that the Touro
Alms House was in course of construc-
tion before the war, and bewails its

site in the Third District on the river
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bank, in a thickly populated part of the

city. It further comments : “Provi-
dentially for the class it was intended
to benefit, this benevolent prison was
destroyed by fire.”

The report of James Graham, Vice-
President of the Board of Administra-
tors for the year 1870, throws light

upon the condition of the Hospital of

that time. He demanded that a com-
plete modification of the system of
conducting the institution be adopted,
so as to secure a more regular and bet-

ter medical attendance, and bewails the
fact that by reason of the large number
of paupers flocking to the Hospital for
relief because of the lack of suitable

asylum for their proper care, its

tendency as a hospital was trending
downwards, approaching the status of

a cheap boarding house, from which
groove it must be elevated to its proper
place. He also mentions: “The num-
ber of inmates really requiring medical
treatment are at present considerably
in the minority, and as a consequence
are frequently neglected, the time of

nurses, attendants and physicians being
occupied in satisfying the clamors of
those who are not sick, and who are in

the majority, and who from fear
of being discharged, feign sickness in

proportion tc the interest manifested
in them. The great evil of this to the
professional attendants is that diseases
are no longer studied, the time given
to the Hospital being occupied entirely

in prescribing medicine. In fact, it can
be safely said that for the past few
years the surgeons and physicians at-

tending the hospital have done little

else.” The following criticism is also

registered: “In this connection it is

right to state that the officers of the
Hospital have faithfully and intelli-

gently performed their respective du-
ties, although not satisfactorily to them-
selves, or to the institution, and that a
change of system will have to be made
by the administration in order to effect
an improvement.” The only bright spot
and redeeming feature in this condemn-
atory report is the sincere appreciation
by the Board of the services of the Sis-

ters of Charity: “In conclusion, the
Administrators feel it a duty to express
their appreciation of the sacrifices on
behalf of the Sisters of Charity to the
sick and suffering poor, who have been
received and cared for in the Hospital.
Their department has been managed

with the economy, regularity, system
and exactness of detail which has alone
amidst the changes of administration,
preserved the character and reputation
of the Institution.”

The House Surgeon at that time was
Dr. A. W. Smyth, assisted by Dr. J. A.
Root. Dr. Smyth acted in that capa-
city from 1863 to 1877, when he was
succeeded by Dr. George K. Pratt. The
crime wave, a gruesome appendage of
war, and brutal accessory to the recon-
struction period, persisted for many
years after the surrender of Lee. This is

attested to even in the year 1874 by the
large number of stabs, cuts and shot
wounds mostly the result of personal
rencontres treated in the Hospital.

There is recorded in the reports of that

year the murder of an Administrator
of the Charity Hospital: “To fill up
the measure of outrages, the last vic-

tim brought to the Hospital was Fabius
McK. Dunn, a man of irreproachable
character, and an administrator of this

Institution. He fell pierced by the bul-

let of an assassin while quietly walking
along the street last night, and expired
soon after reaching the Hospital. As
in other cases, the murderer escaped
detention.” The following report of the
murder is taken from the New Orleans
Republican : “The deceased was walk-
ing down Canal street, in company with
Mr. Jenkins, the latter being a foot or

two in advance. When crossing the
railroad track on Basin street, they en-

countered four men, one of whom, pass-
ing Mr. Jenkins, fired a bullet into the
heart of Mr. Dunn, who exclaimed: ‘I

am shot!’ and after walking a dozen
yards fell on the sidewalk. He was
conveyed to the Charity Hospital where
he shortly expired.”

This paragraph taken from the re-

port for the year 1876, is a memorial
of the exceedingly low cost of hospital-

ization of that time as compared with
the high rate of today: “We have the
gratification of being able to state that
we have provided for sick and well, and
on the average of six hundred and fifty

people per day throughout the year.

Calculated at a cost of sixty cents per
day, which is the allowance the city

government makes for the board only
of prisoners in the jail house or cala-

boose, the expense sums up 650 inmates
at 60 cents per day for 365 days, $142,-

350.00; while our expenses all told, in-

cluding $19,468.62, salaries of officers
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and back dues of employes amount to thoroughly repairing and putting in or-

only $81,021,26.” The Hospital was ad-
ministered on the incredibly small sum
of thirty-five cents per patient per day.

No less surprising is the following

incredible mention of the usurious cus-

tom then in vogue: “The embarrass-
ments and the accumulation of debts
with which the institution has to con-

tend have arisen from the fact of hav-

ing to pay during the past five years
over a quarter of a million dollars to

the usurers to whom we are forced to

apply for money in exchange for the

warrants issued for the support of the

Hospital, it having been impossible to

us for years past to collect anything

but trifling sums of money for them
from the Treasury direct.”

The year 1879 inaugurated many im-
portant changes and improvements.
The following taken from the report of

the Committee of Improvements from
the Board of Administrators gives a

good idea as to the status of that In-

stitution pevious to the 80’s: “On first

entering upon the discharge of our du-

ties, the desolation and want every-
where apparent was appalling. Beds
and bedding, provisions, drugs and
necessaries for the patients were sadly
deficient, or totally exhausted, the beds
not having a change of sheeting, and
scarcely any winter covering, the sup-

ply of drugs and provisions being to-

tally exhausted, while the credit of the

Hospital was gone, and could not be
used for the purchase of a pound of
flour or salt. The buildings, too, were
found in an almost dilapidated condi-
tion, the floors, walls and roofs being
unsafe. In places, the walls and roof-

ing had already succumbed to the neg-
lect of repairs; other portions were
threatening and in danger of falling in;

the galleries of some of the buildings
were fast receding from the walls ; the
stairs and landings were nearly im-
passable, and the supply of water (that
most necessary element in a hospital)
was very limited. Under such unfortu-
nate conditions commenced our duties
Finding that it would be impossible to

enter upon general repairs, until we had
taken measures to prevent the falling

of walls and galleries, we set at once
at work to render these secure by
clamps and bolts, and having succeeded
in so doing, proceeded in the work of

der the several buildings. In several

instances we were compelled to renew
portions of the foundations of brick

buildings before we could properly
carry on the work of repairing them.
Without specifying in detail all that

has been done, we give the major part

of the work of repairs accomplished,

as follows : We have had hot and. cold

water distributed throughout all the

wards. A new boiler has been put up,

and the old one has been repaired and
put in thorough working order, and
new foundations put under all the ma-
chinery. Two new brick water closets

have been built, (the old ones, so offen-

sive and detrimental to the general
health of the hospital having been de-

molished). One new lying-in division

has been built, and the building set apart
as the women’s department thoroughly
repaired; new galleries (open and
closed) put up, and the whole building
thoroughly ventilated between the floors

and ceiling, making a vast improvement
in its sanitary conditions;, new Ven-
etian blinds have been put to all the
windows throughout the Hospital.

Steam radiators put in all women’s
wards. The roofs throughout have been
all repaired. A new dining-room for

female employees erected, and three new
sheds and a brick store room built,

seventeen new cisterns put up, capable
of containing two hundred and forty

thousand gallons of water. Water mains
have been laid and forty-eight hydrants
established in the grounds. The grounds
have been thoroughly graded and relaid

affording perfect drainage. The main
buildings thoroughly repainted within
and without, and the other buildings
more than once. Two hundred new
black walnut bedsteads have replaced
the number of broken and worn out old

ones. New beds a,nd bedding, an ample
supply furnished; an elevator has been
put in the main building, and the Hospi-
tal connected by telephone with the tele-

phonic wires throughout the city. Bes-
sides these, the Surgical and Micros-
copic Departments have been fitted with
new apparatus and instruments, and we
can now say that in all its departments
the Charity Hospital is today better ap-
pointed and more thoroughly fitted and
furnished than at any other time in its

history.”

In 1880, the Board decided that ap-



Fossier—Charity Hospital 131

plicants for interns were to be appointed
only after one year’s study of medicine,

and after a careful competitive exami-
nation proved them worthy of the posi-

tion.

In that same year, Dr. A. W. DeRoal-
des was made House Surgeon. He
recommended the replacing of wooden
beds by those of iron because the latter

occupied less space and the former were
harbors for contagious diseases, and
greatly impaired the comfort of the pa-

tients. He strongly urged the institu-

tion of a special department for child-

ren and deplored that it was “a bitter

fact that we are utterly unable to re-

ceive them or relieve their sufferings.”

He bespoke a special ward for the treat-

ment of diseases of women and two ad-

ditional colored wards; also, an elec-

trical therapeutic room and a hydro-
pathic department. And bweailed defi-

ciency of improved and modern surgical

appliances which were a vital need and
which would have greatly facilitated

their efforts in treatment. He alluded

to the fact that the Hospital was mis-
used as an alms house and claims that

there were on that day 110 inmates out

of 534 who were utterly incurable, and
who should be properly placed in asy-

lums and not allowed to infringe on the
comfort of those more acutely in need,

He also complains of the overcrowded
condition of the Institution which was
some times compelled to take care of the
overflow of patients by placing pallets

on the floor. The Hospital Medical
Library was established during that ad-

ministration. In his report for the fol-

lowing year Dr. DeRoaldes strongly
recommended the erection of an addi-
tional building to obviate the crowded
condition of the wards. He also insisted

thusly : “A system of paid and responsi-
ble nurses is very much needed in the
male wards; the establishing of such a
corps would insure much better atten-
tion to the patients than the present
system of unpaid nurses.”

The following recommendation is in-

teresting, especially considering the un-
hygienic condition existing in the City
forty years ago : “Our privies which per-
mit water and fecal matter to run from
the vaults into the- street gutters are
deterimental to public health, and we
have been called by the city authorities
and Board of Health to abate the abomi-
nable nuisance; this can only be done

as in the case of large hotels and the cus-
tomhouse, by laying a pipe to the river
with the necessary force pumps, etc.

One of his important recommenda-
tions was to improve ventilation in the

main building, by employing and in-

creasing the size and number of win-
dows. Dr. DeRoaldes in his two years

of service, instituted and recommended
some of the epochal reforms in the In-

stitution he so faithfully served. Untir-

ing and fearless in accomplishing his

duty, indifferent to personal conse-

quences resulting from the changes
which he advocated as beneficial to the

Hospital, his term of office terminated
abruptly by the machination of enemies.
Shortsightedness and lack of political

courage on the part of the Governor of

the State and the Board of Adminis-
trators of the Hospital deprived that In-

stitution of the vision, knowledge and
executive ability of that great House
Surgeon.

Many of the transitions resulting in

the present modern Hospital had their

beginning during the Hoouse Surgeon-

ship of Dr. A. B. Miles. His name stands

preeminently among the House Sur-

geons of the Charity Hospital. It has

been asserted that during his tenure of

office the most noteworthy advances

and discoveries took place in the evolu-

tion of modern medicine, and that. he

only drifted with the current of medical

progress ;
many are reluctant to admit

that his great achievements were more
than promptings of the urgency of the

times, and the claim has been advanced

that he executed many of the reforms

suggested by previous administrations,

andthat his success was solely the result

of his length of service with the hospi-

tal. However, it must be allowed that he

added luster to his name by his accom-

plishments. His success can be, in a

great degree attributed to his more than

usual tact, his tenacity of purpose, and

to his convincing personality.

His annual reports abound with sug-

gestions for the improvement of the

Hospital and for the comfort of the pa-

tients. The justice of his recommenda-
tions, his logical conclusions, the clari-

ty of his style, his repeated forcible de-

mands for the modernization of that

great Institution, gained for him the

confidence, respect and admiration of

the Board of Administrators. He served

the Hospital as Resident Student from
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1873 to 1875, as Assistant House Sur-

geon from 1877 to 1881, and as House
Surgeon from 1882 to the day of his

death, August 5th, 1894.

In his first report are the following
recommendations : The organization of

the outdoor clinics for the poor. The
erection of a House for Women and
Children for which he advanced the fol-

lowing argument: “For many reasons
our little patients (boys and girls and
children) should be to themselves. The
opening of a boy’s ward is the initia-.

tive step in this direction. Girls and
children, under five years of age, are

now scattered over the female depart-
ment to fill up the clinics and corners.

A separate department for children is a
pressing necessity in the Hospital.”

The advancement of medical work in

the Hospital, improvement of the oper-

ating room to facilitate the practice of

surgery. In this connection it may not
be amiss to mention that in that year

(1883) for the first time, CTie operat-

ing room was supplied with clear hot
and cold water, ready to hand.
The reorganization of the Out-

door Clinics resulted in a great
increase of cases. In 1882, 6,000
visiting patients were treated, and
increased to 8,769 in 1883. That
year the total number of patients ad-
mitted was 8,820 of which 1,013 died

—

a mortality of 11 per cent. This was
the smallest death rate in fifteen years.

It is a matter of notice that there were
recorded 2,972 cases of malarial fever,

more than one third of the total number
of admissions, and in 1884, there were
3,626 cases of malarial diseases, 1,009
from the country and 1,261 from the
city—45 per cent of the inmates treated.

There were 95 deaths from that disease
—a death rate of 2.6 per cent—or 9 per
cent from all causes.
The following recommendation made

by Dr. Thomas Layton, vice president
of the Board of Administrators, in his

report for the year 1884, is worthy of
mention and is especially interesting
in view of the recent discussion on fire

prevention in the Hospital : “While
touching on the subject of improve-
ments, the recent heart rending ac-

counts of loss of life from fire in a pub-
lic institution, in another section of the
country, appear to me to afford mat-
ter for serious reflection on the part of
everyone connected with the adminis-
tration of the Hospital. In the event of

a conflagration occuring beneath its

roof, are we fully prepared to meet the

emergency? It will be answered that

our water supply is practically unlimit-

ed ;
that we are in close proximity to

one of the companies of our devoted
fire department; that our hose and its

apparatus are always ready for service

;

that we have large hallways and stair-

cases, and that no danger need be ap-

prehended. Still it should be remem-
bered that these very halls and stairs

act as flues during a fire, and that a

large portion of the inmates of a hos-

pital are incapable of assisting them-
selves. I therefore very earnestly
recommend this subject to the consider
ation of Your Excellency and of my col-

leagues of the Board of Administra-
tors.”

Two very important additions were
made to the Hospittal group of build-

ings, to wit : the present white women’s
building in the rear of the main edifice,

and the present morgue and pathologi-

cal laboratory. The descriptions of

these buildings is taken from the hos-

pital report of year 1884. “The Annex
or New Extension, originally designed
on plans submitted by Dr. A. B. Miles,

House Surgeon, and built under the su-

pervision of W. A. Freret, Esq., archi-

tect, in accordance with his architect-

ural drawings, is a comfortable con-

structed two story and attic brick edi-

fice, with large, well lighted and wide
corridors ; wards ventilated according to

modern hospital requirements (1000
and more cubic feet for each bed), linen

rooms, mess rooms, dining room for

convalescents, water Closets, etc.,

and heat throughout by improved steam
radiators. The building closely joins

and forms a continuation of the old Fe-
male Department, which latter has been
raised to the floor level of the annex by
an elevation of two feet. The entire

foundation is elevated some two feet

and its ground thoroughly laid with the

Fletcher sanitary flooring, thus ensur-
ing preservation and dryness. The capa-

city of the new house is eighty-three

beds for women and twenty- four cribs

for children. It has been completely
and newly furnished at a moderate ex-

pense. In connection with its furnishing
it is but grateful to recognize the fact

that some of the ladies of our city be-

stowed upon it twenty-four cribs for

infants with their full outfit. By the

considerate kindness of his Excellency
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Gov. S. D. McEnery, we have been en-
abled to place in a tower surmounting
the annex and especially constructed
for the purpose, the famous Fournier
Clock, lately used at the St. Louis
Hotel State House. With its two, well
marked and at night illuminated, dials,

we are dispensing standard time to our
inmates as well as to the neighborhood.
The new house was open for the re-

ception of patients on August 25th,
1884.

The new Dead House, opened Sept-
ember 1st, 1884, is located some eight
feet interiorly from the wall on Locust
Street, on the most unobserved portion
of the Hospital grounds. It is a two
story brick structure, containing on the
ground floor, the appointments of the
Dead House proper—paved and wains-
coted with slate stone—with a suite of
rooms from, which the dead who are
claimed may be buried by relatives and
friends

; on the second floor, the Patho-
logical Laboratory and Museum of Path-
ology, two large, well lighted rooms, es-
pecially designed for the purpose.”
Annexed to the Female Eye ward

(No. 40) was the Eye and Ear Operat-
ing Room. It was constructed with a
view to light, with large French plate
glass windowsi on three sides. This
was soon absorbed by the female de-
partment in enlarging its ward space.
The Hospital then contained 700 beds

and cribs, distributed in 52 wards.
Dr. Miles bewailed the old way of

conveying the sick and injured to the
hospital in City Wagons and Vehicles
of all description, which has occasioned
much distress to the patients, and re-
sulted to their detriment in their after
treatment. He was commissioned by
the Board to purchase ambulances for

Hospital, and in September 1884, he
visited Eastern cities to inspect ambu-
lance service in connection with large
institutions. On February 2nd, 1885,
this service was inaugurated with two
ambulances. The success of this new
department was immediate, and the fol-
lowing reported : “Lives have been pre-
served by the prompt aid rendered on
the spot in cases of poisoning and sur-
gical accident. In the ambulance re-
port, observe the preponderance of sur-
gical cases. In my judgment, the use-
fulness, of the service and the high ap-
preciation in which it is held as a pub-
lic charity, can best be maintained by

continuing the present plan of relief,
under the rules and regulations first
adopted. This should remain an emer-
gency service, to render medical aid on
the spot and transfer to the Hospital
only the more seriously ill and injured.”
In 1886, the present Ambulance House
was erected. It was originally a two-
story building: later another floor was
added : shortly afterwards the increased
service demanded the addition of a
third ambulance. The second story of
the Ambulance House was divided into
quarters for students and drivers. Un-
til then the first year students were
housed in the main hospital building.
Again, history repeats itself. The pres-
ent overcrowded quarters for the in-
ternes and the lack of housing facilities
for nurses and doctors is as acute as in
the early eighteen eighties. This defi-
ciency is reported for the year 1886,
thusly : “This matter (the location of
first year students in the main Hospi-
tal building) has been a matter of soli-
citude to the Board, who feared the de-
leterious effects of such insanitary con-
ditions upon the health of the inmates
of these rooms but were powerless, un-
til quite lately, to apply the proper rem-
edy.” In the last report (1882) we find:
“The great needs of the Hospital today
are quarters for the internes and addi-
tional quarters for the nurses.”

Dr. Miles reports: “It bcomes my
duty to report jrreglujar attendance

ot the Visiting Staff, which is inconsis-
tent with the welfare of the patients
as well as preservation of system in the
medical service. I respectfully recom-
ment that the membership of the staff
be limited to a number capable of doing
the work and willing to attend the
wards regularly. A small staff of punc-
tual members would be preferable, and
a limited membership would enhance

^e
Ju°

n0r e ^ec^on - A daily register
tendance of each member of

the staff should be kept, as is done inmany well-ordered institutions, and sub-
mitted with applications for re-election,
to guide you in bestowing honors where
they have been deserved.” A registerwas placed, near the main entrance, in
which is inscribed the signatures of

qw? °At}
}
e members of the Visiting

Staff of today. This dereliction on the
part of some of the Visiting Staff was
conected, for the following year, thenames of fifteen visiting physicians and



134 Fossier—Charity Hospital

surgeons out of a total of thirty-five

were absent from the visiting list of

physicians.

An apercu of the management of the
Outdoor Clinical Department of that
period is had from this report of the
House Surgeon for the year 1886 : “The
record of the Outdoor Department,
herewith submitted, shows the treat-

ment of 13,336 cases. The benefits of

this Department, intended for those
only who are needy and worthy, are too
frequently sought by people who have
means to secure medical attendance
elsewhere. In the Outdoor Clinics are
treated the milder types of disease, and
also many patients more seriously ill,

who prefer to live at home and come at

intervals for consultation and surgical
dressing. This plan proved an economy
to the Hospital. At present, the Outdoor
patients are treated in The Hospital
Buildings, and many of them in the
presence of the inmates. However or-

derly the management, the daily visits

of so many patients necessarily disturb
the inmates.” Again, Dr. Miles stren-
uously urges the urgent need of a separ-
ate building to house the Outdoor Clin-
ics, in which necessary treatment may
be given without disturbing the in-

mates of the Hospital.

At) the close of the year 1886, a
special department for the treatment
of diseases of the skin was established.
Dr. H. W. Blanc was appointed Visit-
ing Dermatologist.

That year, after dividing expenses of
all kinds, including living, maintenance,
improvements and repairs, etc., among
the individuals living within that in-

stitution, the results showed the in-
credibly small sum of forty cents per
diem per head.

The following year a Dental Clinic
was established under the direction of
Dr. A. G. Friedrichs. As all extraction
and other emergency dental work had
been performed by physicians, the ad-
dition of a dentist to the Visiting Staff
was a great step forward in the pro-
gress of the Hospital. In this connection,
Dr. Miles stated :

“ and many who for-
merlv suffered at our willing but un-
skillful hands, now receive proper treat-
ment.”
The main recommendation in the

yearly report of 1887 is the abolish-
ment of the restriction by law of the

appointment of resident students other
than Louisianians, and the institution
of their selection by means of competi-
tive examination.

Dr. Miles, in his urgent appeal to the
Legislature to repeal that law, makes
the following plea: “Under this system
of restriction, th honor which usually
attached to residents at the Hospital
has been so much diminished that the
Louisiana students, who are themselves
the beneficiaries, prefer to enter into
open competition with their classmates.
The present law secures the appoint-
ment of a few students in advance of
their preparation for the practical
duties which devolve upon them, when
by the system of open competition the
same students would probably enter a
year or two later, and then be better
prepared to render competent service,
and profit more by the practical ad-
vantages offered. My observation is

that most of the Louisiana students
who set their hearts and heads on en-
tering the Hospital in open competition,
have usually succeeded. The law is

equally unjust to a few students of this
State in hurrying them into responsible
positions for which they are ill pre-
pared, and to the patients whose lives

are committed to our keeping. The
^Jbenefits offered the students of Louisi-
ana do not fry the measure contem-
plated, redound to The advantage of the
people of the State. The field of medi-
cine is not divided by State lines, and
the graduates of the State University
scatter over this Southern and South-
western country wherever opportuni-
ties for practice offer. Some of these,
originally from other States, come to
reside permanently in Louisiana, while
many Louisianians emigrate elsewhere.
The purpose of the law is patriotic, but
entirely inconsistent with the liberal
spirit which has always actuated the
administration of the Hospital and cal-

culated in the future to lower the stand-
ard of competency and impair the
efficiency of its medical service.”

That same year, Assistant House
Surgeon, F. W. Parham, introduced
strict antiseptic measures in the Ob-
stetrical Wards and also instituted
asepsis in his surgical service. This
was one of the most important steps
in the evolution of the present modern
Charity Hospital. Nearly one-half of
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the puerpurae of that year in the ob-
stetrical wards of the Hospital suffered
from septic fever. In the following
year Dr. Parham’s aseptic precautions
produced astounding results. Dr.
Ernest Lewis in his “Reminiscences”
gives him due permit for the introduc-
tion of this life-saving innovation, when
he says : “It is true this had been prac-
ticed before by Dr. Schuppert in his ova-
riotomy above mentioned, but not con-
tinued, and by Dr. LaPlace in his ser-
vice, but also discontinued when he was
called to Philadelphia, until revived by
Dr. Parham, from which time it gained
ground until it became the universal
practice, when sterilizers were in-
stalled in the new amphitheatre.”
There is no mention of Dr. Parham’s
worthy achievement in the Hospital re-
ports, although it was a very important
milestone in the history of that Insti-
tution.

In the report for the year 1890 is the
following announcement which may as-
tonish many today to learn electricity
was installed in the Hospital only
thirty-three years: “The electric cur-
rent of the Edison System was early in
the year introduced and has been in
daily use for general electrical pur-
poses. The battery is in every way
complete and furnishes both the “Fara-
dic” and “Galvanic” currents. More
recently the current has been introduced
into the center room of the amphithe-
atre for cautery purposes and has
proven fully satisfactory. The wires
have been properly insulated and safe-
guarded against the causation of fire.
The current is furnished as a gratuity
from the Edison Company.”
The long requested outdoor clinic

buildings were constructed in 1891.
There were two buildings, one for
Women and Children, the other for Men
and Boys. Both were two-story brick
buildings, with sanitary roof, so con-
structed that an additional story could
be added at any time should the exi-
gencies of the Hospital require it. The
present Board of Administrators took
advantage of the foresight and vision
of House Surgeon Miles by very re-
cently constructing an additional story
to the Men and Boys’ Outdoor Clinic
Building. Mr. Thomas W. Carter, the
architect, thus describes these build-
ings : “There are two clinic buildings,

alike in architectural design and finish,
each having a frontage of fifty-six feet
on Tulane avenue, with a depth of
sixty-two feet on the cross streets. The
Clinic for Women and Children is

situated near the corner of Locust
street, that for the Men and Boys on
the corner of Howard street. They are
designed after the Venetian style of
architecture and finished alike after a
uniform plan of construction. The
principal fronts on Tulane avenue are
each divided into three compartments,
resting on a deep splayed basement, the
center having a handsome arched
porch resting on side pulasters, with a
flight of granite steps ascending to the
Entrance Hall, flanked with bold rustic
coins. The side wings and all corners
on the first floor are flanked with the
same rustic work and with plaster
antae on the second story, which latter
rests on a massive belting course, and
are crowned above with the handsome
entablature and blocking course. In
the center of each front is a pediment,
with the year of erection, 1891, in
raised figures on the panels. The win-
dows are of large and proportionate
size, surrounded with neat moulded
architraves on each floor, and in addi-
tion, on the first story, they are keyed
to the belting course. The buildings
are arranged with a central hall on
each story, flanked on either side with
the various Reception and Consultation
Rooms

; the whole fitted up with all the
necessary plumbing appliances for sup-
plying hot and cold water in each con-
sultation room, and with heating and
ventilating apparatus required in mod-
ern hospital construction. The grounds
have been laid: off into lawns'), with
Schillinger paved walks and the entire
frontage on Tulane avenue has been
enclosed in iron fencing, of ornate
and durable workmanship, resting on a
basement of brickwork, cemented to
imitate stone.” These buildings were
considered the dernier mot of Hospital
construction.

Dr. Miles sounds a note of warning
anent the well known abuses that un-
fortunately have crept into and become
a menace to an Institution dedicated
solely to the relief of the poor, in the
following: “We will be enabled to or-
ganize more thoroughly the system of
outdoor medical relief, and better re-
strict the charity to those who deserve
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it. The Outdoor Clinics are established

for the benefit of the poor, and it must
be understood that those who come here

for relief cannot afford medical atten-

tion elsewhere. There should be no
conflict between this work of medical
relief for the benefit of the poor and
the avocation of the physicians of New
Orleans. In the medical management
of these clinics we bespeak their favor
and co-operation.”

In the annual report of House Sur-

geon Miles for the year 1892 is taken
this interesting comment on the re-

cently established Outdoor Department

:

“The organization of the Outdoor Clin-

ics as, a separate Department and their

inauguration on the 12th of April under
the auspices of his Excellency, Gov-
ernor Francis T. Nichols, was a very
important event of the year. These
clinics are now thoroughly organized,

offering facilities in the various clini-

cal divisions for the treatment of all

diseases, medical, surgical and special,

occurring in men, women and children,

white and colored. The medical service

in this department has been improved
by the election of a corps of externs who
supplement the work of the interns

without any official friction.”

Garrison, in his “History of Medi-
cine,” says : “The nursing of the sick at

the hands of trained well bred women
is an institution of modern times. The
period from the latter part of the
seventeenth century up to the middle of

the nineteenth has been called the “dark
age” of sick nursing, in which the
status and competence of femjale at-

tendants had sunk as low as the Hos-
pital in which they served. Outside of

the Roman Catholic orders in which
discipline and decency still prevailed,

this was almost universally the case.”

The nursing in the Jean Louis and
Almonaster’s Hospital was adminis-
tered by negro slaves and by conval-

escents partly able to attend the more
afflicted patients. In fact this modus
operandi was in vogue until the year
1834, when the Sisters of Charity inau-

gurated their long period of devotion
to the indigent sick. These Sisters not
only supervised, but did the nursing;
their assistants were inadequate and in-

competent, and were principally re-

cruited from convalescent patients
barely able to perform the lightest

duties, and whose only remuneration

was their meager board. This unsatis-

factory and inefficient nursing per-

sisted until the inauguration of the

Training School for Nurses.
The first training school for Nurses

was established June 15th, 1860, at St.

Thomas Hospital in London and was
endowed with the £50,000 known as the

Nightingale Fund. But it was not until

1873 that such schools were inaugu-
rated in this country. In that year
they were organized in the Bellevue,

New Haven and Massachusetts General
Hospitals.

This all important question of

trained nursing was agitated by the

Board of Administrators in 1881. En-
couraged by the glowing reports from
many hospitals throughout this Coun-
try, its adoption was recommended.
The following abstract from the report

of December 31st, 1881, by Dr. Daniel

C. Holliday, Vice-President of the

Board of Administrators, evidences
strong opposition to the movement, and
is self-explanatory:

“In the connection we beg to state

that the Board of Administrators sin-

cerely regret a misunderstanding which
arose between the Board and the Sisters

of Charity—who have so long and so

ably managed the details of our institu-

tion—and whose valuable aid no mem-
ber of the Board for one moment failed

to recognize and appreciate. The Board,
knowing the growing demand for

skilled and educated nurses in our City

and State—and seeing the great advan-
tages already obtained in Europe, and
all the Northern and some of the East-
ern cities of our Union, by the organi-

zation of Training Schools for the edu-

cation of nurses, at once thought of in-

augurating a similar school here, and
necessarily the wards of the Charity
Hospital as the proper field for such
instruction suggested itself. With the

above sole object in view, and feeling

confident that an appreciative com-
munity would approve so laudable an
object, the Board endeavored to intro-

duce such a school in the Hospital. The
Board never intended or thought that

their motives would be questioned or in

anyway be misinterpreted, but that the

result showed how much they were mis-

taken. The misrepresentation and
open assertions that this was only a

move towards undermining the au-

thority of the Sisters of Charity, and
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ultimately to result in their services
being dispensed with in the Hospital,
no denia Ion the part of the Board nor
reiterated disclaimers against such pur-
pose were credited,, but only engen-
dered more bitter and widespread oppo-
sition. The Board without abandoning
their first conviction that such a school
could be established and would never
under proper management interfere in

any manner with the Sisters of Charity
and realizing that they had the power
to introduce the school, preferred
abandoning all such grounds.”
Through the strength of the opposi-

tion and culmination of after events,
this movement aborted. The untimely
demise of Gov. Louis A. Wiltz, whose
unexpired term of office was completed
by Gov. Samuel D. McEnery, resulted
in the demanded resignation of the
sponsors of this great improvement in
the nursing department. The personnel
of the Board was completely changed
Buchanan. On the first day of July,
with only the exception of Mr. P.
1882, the new Board assumed the con-
trol and management of the Hospital
and immediately proceeded to the elec-

tion of a new House Surgeon. Dr.
DeRoaldes was succeeded by Dr. A. B.
Miles. These gentlemen suffered dis-
placement because of their strong sense
of duty and their fearless contempt of
personal consequences while acting for
the best interests of the Institution.
From the following quotation taken

from the report of the Treasurer for
the year 1882, an apercu is had as to
the progress made towards the accom-
plishment of the Training School for
Nurses by the Wiltz Board : “Dur-
ing the year 1881, and the early part of
the year 1882, about twenty-two hun-
dred dollars ($2200.00) of the funds of
the Hospital were expended in connec-
tion with the inauguration, equipping
and maintenance of a Training School
for Nurses, including fifteen months’
rental of a building suitable for the
purpose. For the some months past a
controversy has been pending between
the Boafd of Administrators of the
Hospital and the Board of Directors of
the Training School, relative to the re-
imbursement of said amount to the
Hospital, and to the possession of cer-
tain articles of furniture and household
effects, which controversy has, within
the past few weeks, been settled by the

delivery to the Hospital of the property
referred to, valued at about $600.00 and
the withdrawal of all legal proceedings
for some time past pending in the Civil
District Court of this parish.”

This most important movement was
thus squashed and our Hospital was de-
prived of Trained Nurses for fourteen
years.

In 1889 a combination of public-
spirited women undertook to organize
the New Orleans Training School for
Nurses. These same ladies established
the Women’s and Children’s Hospital

—

with Training School for Nurses, on St.

Joseph street, which was the precursor
of the New Orleans Sanitarium and
Training School for Nurses established
in 1893 by physicians of the city.

Dr. Ernest Lewis in his “Reminiscen-
ces” narrates an interesting chapter in
this period of the History of the Hos-
pital: “The Training School for Nurses
was organized in 1894, during the first

year of my chairmanship. Dr. Bloom,
who succeeded Dr. Miles as House
Surgeon, and had as assistants, Drs.
Fortier and Parker, worked very hard
to get the consent of the Sisters. When
the subject was first broached to Sister
Agnes, she refused, for she sensed that
trained nurses under the direction of
untrained Sisters would prove embar-
rassing, and she would not consent to
their undergoing training until Dr.
Bloom proposed to go to Emmettsburg,
and after interviewing members of the
Council Board, consent was given, pro-
vided the sisters were excused from ob-
stetrical or gynecological nursing,
which was agreed upon.”
In the 1892 report of House Surgeon
Miles there is the following announce-
ment of the organization of a training
school for nurses, and the promised
erection of a suitable home: “The or-
ganization of the Charity Hospital
Training School for Nurses now in
charge of your special committee in-

tended to carry out the system of nurs-
ing contemplated by Sister Agnes, is a
matter of very great importance, and
this movement should be fostered in
every possible way. As soon as the
means of the Hospital will permit a
home for the nurses should be erected
on these premises.”

In the report of Vice-President Wm.
C. Vincent, is mentioned that a suitable
home for the nurses had been provided

;
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“the most prominent of which (im-
provement) consists of the erection of

an additional story to the building
known as the “Annex of 1884,” which
is 160 feet long by a depth of 60 feet;

constructed for the use of our Trained
Nurses as dormitory and sleeping
quarters. There are five double and
eight single sleeping rooms, a lecture

room, dining and sitting rooms, library

and improved closets, together with all

modern improvements.” This is the
White Female Department Building.
Through his energy and non-relenting
efforts the establishment of the School
is greatly due.

House Surgeon Miles in his last re-

port, dated February 12, 1894, makes
this important announcement: “The
Charity Hospital Training School is

now permanently organized and in

operation,” and also mentions that the
Nurses are domiciled in the Annex, in

the additional story added for their use,

but which should be considered only a
temporary provision, and states that:
“Suitable accommodations can only be
provided in a separate home for
nurses.” He also mentions that: “The
trained nurses are engaged at present
only in the Female Department. It is

contemplated by Sister Agnes, as early
as practicable, to introduce trained
nurses in all the wards of the Hospital.
In this connection the advisability of a
Training School for Male Nurses is

being carefully considered.”

The school was organized under the
direction of Sister Agnes, with Miss
Agnes O’Donnell, a graduate of Belle-

vue Hospital of New York Training
School for Nurses as Superintendent.
The courses of lectures were inaugu-
rated by Dr. Stanford E. Chaille in

January, 1894. He resigned a short
time afterwards. The first faculty of
lecturers was composed of Drs. J.. D.
Bloom, chairman

; Joseph Holt, L. F.

Reynaud, W. E. Parker, Paul Miehi-
nard, E. D. Fenner, J. B. Elliott, Sr., S.

P. Delaup, Edmond Souchon, T. S. Ken-
nedy.

The pay for the nurses was $8.00 for
the first year and $12.00 for the
second. The first graduation was on
December 11th, 1895.

(To be continued)

ASTRAGALECTOMY (WHITMAN’S OPER-
ATION) FOR RELIEF OF CERTAIN
FORMS OF PARALYSED FEET.*

By PAUL A. McILHENNY, M. D., F. A. C. S.

New Orleans.

In 1901, Royal Whitman began advo-
cating the enucleation of the Astra-
galus as a means of stabilizing the
ankle joint in cases of paralytic cal-

caneus, in doing so he presented to

surgery a procedure for producing a
stability at the ankle in certain forms
of paralysed feet which up to the
present has never been surpassed.
Although at first the operation was
only resorted to for the relief of de-

formities resulting from complete
paralysis of the plantar flexors of the
feet it has since been used in various
types of foot deformities, both congeni-
tal and acquired, and when carried out
according to the minute details as laid

down by its originator, has given uni-

versally good results. Since its origin

it has been used for the correction of

various paralytic foot deformities in

almost a countless number of cases, and
today is the operation of choice in the
majority of cities where modern Ortho-
pedic Surgery is practiced. As the cen-

ters for abduction and adduction of the
feet are the joints below and in front
of the astragalus, hypermobility in

these joints, caused by a paralysis of
the muscles supporting them, produces
deformities which greatly incapacitate
patients so afflicted. Astragalectomy
with displacement of the feet backward
produces a mechanical hindrance to

normal mobility yet allows enough
motion to enable the patient to eventu-
ally walk with quite a normal gait; it

obviates the necessity of braces and
even specially constructed shoes, and
when there is an accompanying paraly-
sis of the quadriceps extensor the
stability in the ankle allows the knee to

be locked in hyperextension. Primarily
this operation is indicated in cases of

paralytic calcaneus, and is to be recom-
mended in paralytic flat-foot when the
adductors are paralyzed and the dorsal
flexors weakened

;
in paralytic club-feet

when the abductors, extensor longus
digitorum, and extensor propius hallu-

sis are paralysed, and in flail or dangle

Read Before the Orleans Parish Medical Society*
May 14th, 1923.
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feet in which there is almost a complete
paralysis of the entire group of dorsal

and plantar flexors; it is also to be
recommended in adolescent and adult

cases of congenital club-feet of marked
degree with very resistant structures,

and in certain deformities of the feet

resulting from spastic paralysis. In the

majority of paralytic deformities of the

feet there is almost always a contrac-

tion of those muscles which were not af-

fected by the original condition ; if such
be the case all contractions should be
overcome by manipulations some time
previous to operations for astragalec-

tomy so that at the time of operation the
feet may be easily placed in the position

best calculated for weight bearing. In

cases complicated by quadriceps paraly-
sis Knock Knee is often a secondary de-

formity, and should be corrected by
osteotomy before astagalectomy.
Although this operation may be easily

performed', it is absolutely necessary
that certain details be borne in mind and
carefully carried out, otherwise the re-

sult may be unsatisfactory to operator
as well as patient. In other words, “if

we are going to perform Whitman’s
operation, follow Whitman’s directions

if Whitman’s results are expected.” 1st.

The foot must be displaced backward
till the Tibia fits into the concave por-
tion of the surface of the Os Calcis, and
the malleoli grasp the neck, with the
external malleolus well forward on the
external aspect of the Cuboid; this

brings the tibia into direct contact with
the scaphoid and prevents dorsal
flexion. 2nd. The foot must be placed
in a position of slight Equino-valgus,
the degree of equinus depending on
whether or not there is a quadriceps
paralysis. When the foot is displaced
backward weight is transferred nearer
the center, and greater stability is ac-

quired because of dorsal flexion being
limited by the tarsus impinging on the
tibia; lateral mobility is at the same
time limited by the malleoli grasping
the neck of the Os Calcis. The opera-
tion consists of a curved incision be-
ginning two inches above, and back of
the external malleolus, curving down
about the malleous and extending
across the dorsum of the foot; the
peroneal tendons are dissected free,

and are either cut or displaced
;
the

tendon of the extensor longus digitorum

is displaced inwards, and all structures

about the external malleolus, and over
the dorsum extending to the head of the

astragalus are severed
;
the foot is then

dislocated inward and attachments
about the external and internal aspects

of the astragalus severed1

; the astraga-

lus is then pried or twisted upward and
outward until its posterior attachments
can be severed when it may be deliv-

ered. The foot is now further dislo-

cated to the inside, and all loose ends
of capsule, ligaments, etc., are trimmed
off

;
the articular surfaces of the malle-

oli are pared off and refashioned to

fit more accurately about the os-calcis;

the posterior portion of the scaphoid
and the external portion of the cuboid
are gouged out to make beds for the

malleoli when the foot is displaced

backwards; fixation sutures are placed

from scaphoid to tibia and from cuboid
to external malleolus to temporarily
maintain positon. If the case was one
of calcaneus deformity with active

peroneals, these tendons should be
severed and transplanted into the Tende
Achilles, otherwise they are returned' to

their original position. Interrupted
sutures are placed in the anterior and
lateral ligaments, and the skin closed

in like manner. A plaster cast should
be applied from toes to knee with the
foot held in a position of slight equino-

valgus and backward displacement. As
the operative field is free from large

vessels no excessive bleeding occurs,,

but because of the extensive trauma-
tism considerable ooze may be expected,
it is therefore wise to cut a fenestra
in the cast before it hardens to facili-

tate inspection and dressing. As soon
as the wound is healed the fenestra is

closed, and the cast kept on for six
weeks

;
a new cast is then applied and a

more desirable position of the foot

secured if necessary; a heavy piece of

felt or cork is incorporated in the cast

under the heel to make up for shorten-
ing, and the patient encouraged to begin
walking. It is surprising to see how
soon patients walk, and in many cases

without pain. Cast or brace support
should be continued for about four
months after operation, after which
ordinary shoes with raised heel, and in

some cases raised sole also may be used.

Because of greater stability, greater
functional use follows, and within a year
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it will be noticed 1 that the limb has be-

gun to develop more rapidly, and the
patient to walk quite naturally.

I shall only cite three cases at this

time, each of which is illustrative of a

type in which astragalectomy has
proved, one might almost say, curative.

Case 1—E. V., 14 years. Paralysis of
Quadreceps extenso, Semitendinosis, Semi-
memzranesis, Adductors, Abductors and Dor-
sal flexors of right foot. Leg two inches
short, and Knock Knee. Was wearing high
brace and walked with effort. Operation
June 22, 1921. Osteotomy of Femur two
inches above Condyles. Knock Knee correc-
tion. Three months later Astrag'alectomy
and backward displacement of foot. Now
walks well with raised heel and sole. No
brace used.

Case 2—H. H., 15 years. Weight 211
pounds. Paralysis of Dorsal flexors and Ab-
ductors of right foot. Abductors weak. Posi-
tion of Paralytic Club-feet; had worn ankle
supporting brace, and was walking on outer
side of feet.

Operation June 20, 1922. Astragalectomy,
etc. Now walks well and dances. No brace.

Case 3

—

M. H., 12 years. Paralysis of
Quadriceps, and complete paralysis of dorsal
and plantar flexors of right foot. Could only
walk with crutches. Leg two inches sharter
than other.

Operation January 27, 1922. Astragal-
ectomy, etc. Now does not use crutches, and
walks well with no support other than ordi-
nary shoe.

SITUS INVERSUS VISCERUM TOTALIS
OR COMPLETE TRANSPOSITION

OF THE VISCERA.*

GEORGE S. BEL, M. D„
New Orleans, La.

Situs Inversus Viscerum Totalis or
complete transposition of the viscera is

one of the most ancient conditions and
its anatomical peculiarities led to many
curious theories of causation, and 1 was,
in the early days of medicine, looked up-
on as an anatomical curiosity and of par-
ticular interest to the anatomist and
pathologist, but of recent years, it lias

become of utmost importance and im-
mense significance to the clinician in ar-
riving at a correct diagnosis by intelli-

gent interpretation of the physical
signs, and tremendous importance to
the surgeon in thoracic and abdominal
operations.

The early reports came from the an-
atomical room and pathological depart-
ment, but the recent ones are mostly

*Read Before the Louisiana State Medical Society,
April 24-26, 1923.

recognized during life by the clinicians,

due to the more frequent and careful

routine examinations aided by the use

of the X-ray and, in seme instances, by
the Electrocardiograph.
From the historical point, it is one of

the most ancient conditions as Aristotle

observed two cases of transposed or-

gans in animals (Liver and Spleen).

The next reports are found in the Six-

teenth Century. In 1912, Karashima
placed before the profession in catalog

form a complete list of previously pub-
lished cases; since then, a number of
cases have been reported and among
the most recent are Brimblecombe, Wil-
liams, Sherk, Funk and Singer. In
some of the cases reported, the trans-
position was complete, implicating all

of the viscera, while in others, it was
partial; occurring more frequently in

males
;
when in females, it does not in-

terfere with parturition.

As to the etiological factor in the
production of this peculiar anomaly,
many theories have been advanced, but
none have been definitely proved and
still a subject for much criticism except
that these anomalies have their causa-
tive factor operating at a very early

embryonic period. The time allotted to

this subject will not, at this reading,

permit of a detailed description of the
various theories propounded.

I feel this case is of sufficient inter-

est to be presented

:

J. J., British Honduras, colored

male, aged 29 years, seaman by occupa-
tion, admitted to my service in Charity
Hospital on account of dysentery.

Complaint: Pain in abdomen and
frequent bowel movements.

Family History: Negative.

Past History: Had measles, mumps,
whooping cough when a child—sore on

penis six years ago
;

chills and fever

four years ago and influenza in ’915.

Habits: Was an alcoholic, drank all

the whiskey he could get.

Present Illness: About 5 weeks ago,

he suddenly developed a pain in the re-

gion of the umbilicus, followed by fre-

quent stools which continued through-
out his illness and the stools consisted

mostly of mucus.
Physical Examination: A poorly de-

veloped, undernourished colored 1 male,

5 feet, 9 inches, weighing 125 pounds.
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A complete physical examination was
made and I will leave out the minor
parts in order to save time and suffice

to say the Head, Face and Neck were
negative.

Thorax: The chest was normal in

shape and equal in expansion. The
lungs revealed normal pulmonary re-

sonance and respiratory sounds through-
out. The apex beat could not be felt

on the left side but was visible and pal-

pable in the right, fifth and sixth inter-

space just within the midclavicular
line. The right border of the heart
dullness was 8 cm. to the right of the
sternum in the fourth interspace and
the left border of the heart corre-

sponded to the left border of the stern-

um. The space which corresponds to

the normal cardiac dullness on the left

of the sternum was resonant. Auscul-
tation on the right side of the sternum
and over the sternum, the heart sounds
were loud, distinct, and of normal qual-

ity. (No murmurs.)
Examination of the abdomen re-

vealed a slight prominence in the upper
left quadrant and on palpation, the
lower part of the liver could be distinct-

ly felt, extending about two inches be-

low the costal margin, but was sensi-

tive on pressure and moved with respir-

ation. Percussion showed1 the liver

dullness began at the 5th rib in the mid-
clavicular line and extended to about
2 inches below the costal margin.

Traube’s semilunar space which is

normally hyperresonant because of the
underlying stomach is now dull due to

the position of the liver.

The splenic dullness was determined
on the right side, corresponding to its

normal position on the opposite side.

The genitalia, extremities and reflexes

were normal. This man was right

handed.
Blood and urine examination negative

except a slight leukocytosis. Wasser-
mann negative.

X-Ray examination revealed the
heart on the right side with transposi-

tion of the liver, stomach and colon.

The autopsy revealed a complete
transposition of the thoracic and ab-
dominal viscera, also vessels and nerves,

the dome of the diaphragm higher on
the left side, etc.

As to diagnosis and comment, no bet-

ter illustration can be of the achieve-

ment in the scientific development of
medical practice than the methods of
physical diagnosis which are recog-
nized as most applicable to the deter-
mination of the anatomic and physio-
logic deviations caused by the trans-
position of the thoracic and abdominal
viscera, consequently emphasizing the
importance of making a complete and
thorough examination in every case.
The modern methods employed in Ro-

entgenology have increased our arma-
mentarium from the diagnostic side and'
allow early recognition with the correct
interpretation of this rather uncommon
curious anomaly.

It is of extreme importance to deter-
mine the presence of transposition of
the thoracic and abdominal viscera and
the most significant diagnostic point is

their anatomic localization, especially
when concerned1 in the surgical patho-
logy of thorax and abdomen.

It must be remembered that congeni-
tal misplacement of the heart is rare
compared with displacement from path-
ological conditions which mechanically
influence its position and that the mor-
bid lesions that displace the heart are
usually readily recognized. In the ab-
domen when the liver occupies its op-
posite position, it may be mistaken for
enlargement of the spleen, for example,
as we have in malaria, leukemia and
other abnormal conditions. An acute;
attack of the transposed appendix or -

gall-bladder may not be suspected until!

serious damage has occurred or, in-

women, may be mistaken for tubo-ova-
rian disease.

In conclusion, I wish to emphasize
the following points of interest

:

1. The functions of the various or-
gans in this case appeared normal, and
up to the time of the attack of Dysen-
tery, patient was perfectly healthy, and
the complete transposition had no in-

fluence on the health of the individual,
2. That transposition of Viscera is

not so uncommon, as pointed out by the
literature.

3. That is is no longer looked upon
as an anatomical curiosity but of ex-
treme interest and great importance t©
the clinician and surgeon.

5. The importance of a complete
physical examination in every case as
a routine procedure, aided by X-ray
when possible.
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5. A case of complete transposition
of the thoracic and abdominal viscera,
diagnosed by physical methods, subse-
quently corroborated by X-ray, and, fi-

nally at the autopsy table where it was
photographed.

DISCUSSION.
Dr. Lester J. Williams (Baton Rouge):

Doctor Bel has very ably presented this pecu-
liar and bizarre anomaly, and it was a g'reat

treat to listen to his paper.
I very recently had a case of supposedly

double heart sent in for examination, an old

negro woman about 65 years of age. I ex-

amined her and found it was a case of situs

inversus. I wanted her to take a barium
meal, but she refused and promised to come
back later. She did not come back however,
and I learned that, never having seen an
X-ray apparatus before, she thought that I

was trying to conjure her, and refused to re-

turn.
Dr. J. Birney Guthrie (New Orleans): Ac-

quired displacement of the viscera is an
everyday occurrence, but the fact that the
case here presented is one of congenital in-

version of the viscera makes us feel that it

may be more common than we judge.
I would like to ask Doctor Bel whether there

were three lobes in the left lung, and whether
the aorta was on the left side. Also it

would be interesting to know whether the re-
current laryngeal on the right went around
the arch of the aort or around the subcla-
vian.

Dr. A. A. Heroic! (Shreveport): When we
learn to examine all our cases thoroughly

—

when we have time to do so, we will probably
find more of these cases. During the war
we had two such cases in Shreveport, before
the Medical Advisory Board. The whole
point is that if we study our cases more
thoroughly, make a complete physical exam-
ination of every patient, I have no doubt we
would find the condition more common than
we suspect.

A CASE OF STREPTO-COCCUS MENIN-
GITIS

By DR. S. CHAILLE JAMISON,
New Orleans.

R. S. Serial No. D. 8259. Admitted to

Ward 14 Charity Hospital January 20th
1923. Complaining of headache. His
family history and past history contain
nothing of note. His present illness

began on December 20th, 1922, when
he began to have earache about three
o’clock during the afternoon. The fol-

lowing morning the pain in his ear was
so severe that he was unable to sleep

;

it was somewhat relieved by warm in-

stillations of castor oil but was not com-
pletely relieved until later, when a thick

yellowish pus began to discharge. This

Read Before the Louisiana State Medical Society,
April 24-26, 1923.

discharge lasted for about four days
and then ceased. Some three days after
this, headache began, which was more
intense when the head was in a depend-
ent position. The headache has become
more severe day by day and is unre-
lieved by any medication. He is un-
certain as to whether his temperature
has been elevated or not, though he was
told by his attending physician that his

body temperature was about 101. He
has vomited twice. The character of
the headache has been throbbing, and
is located more particularly in the oc-

cipital region.

Physical Examination: .A well-de-

veloped, well nourished white male
adult, who does not appear to be very
sick or in great pain. The head and
scalp are negative. The external ear
shows no discharge and the hearing is

normal. The heart and lungs are nega-
tive. The liver is not enlarged, the

spleen is not palpable, and there are
no areas of rigidity or tenderness, and
no masses in the abdomen.

Reflexes: The pupils react normally
to light and distance. The abdominal
and cremasteric reflexes are present.

The biceps and wrist-jerks are normal,
the patella reflexes are entirely absent.

There is no rigidity of the neck. The
urine was negative except for a few
hyaline casts. The blood showed 10,-

250 white cells per c. m., 82 per cent

of which were neutrophils 11 per cent

small lymphocytes, and 7 per cent large

lymphocytes.
An oculist’s examination of the fun-

dus revealed a suggestive early optic

neuritis. An eye, ear, nose and throat

specialist reported that the drum mem-
branes were clear, the mastoids not

involved. X-rays of the sinuses were
negative. The temperature was nor-

mal, the pulse 60 to 80, the respirations

16 to 20 until the day before death,

which occurred on the 27th, when the

temperature rose to 101 with a pulse

of 136 and respirations of 26.

DISCUSSION.
When this patient presented himself in the

ward, it was fully realized that it was pro-

bable that he had either a cerebral abscess

or meningitis. In the face of the negative
history, however, and particularly the nega-
tive physical examination, it was seen that

this diagnosis was not entirely applicable.

The absent patella reflexes strongly suggested
syphilis of the cerebro-spinal system, while
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the normal temperature, pulse and respiration

-with the low leucocyte count, certainly did

not point towards an abscess or meningitis.

The examination of the aurist and the radio-

legist made us feel fairly sure that the ear
or sinuses presented no suppurating- focus.

While the early optic neuritis could have easi-

ly accompanied an abscess or meningitis, it

seemed just as well to point to a syphilitic

cerebro-spinal involvement. The negative
blood Wasserman certainly did not exclude
syphilis of the cerebro-spinal system.
We felt at this time that every precaution

had been taken to exclude an abscess, and we
therefore felt justified in doing a spinal punc-
ture. It must be borne in mind that spinal
puncture is contra-indicated where abscess
of the brain is in serious question, due to the
fact that the lowered tension of the fluid pre-
cipitates rupture of the abscess.
January 3rd, 1923, 40 c. c. of cerebro-

spinal fluid was withdrawn and found to be
under some tension, with a strongly positive
Wasserman reaction. A normal cell count,
no increase in the globulin, a negative Col-
loidal Gold curve and a negative culture.

Immediately following the puncture, the
headache seemed to be relieved. On the 24th,
the patient appeared to be septic. He still

complained of severe headache, he was ir-

rational at times, and the temperature rose
to 99.On the 25th the pain in the head was
less, but slightly rigidity of the neck was
noticed. Another spinal puncture was done
and 50 c. c-. of fluid drawn.lt was found to be
turbid, to contain innumerable pus cells and a
pure culture of streptococci. The Wasser-
mann was strongly positive.

The diagnosis was now of course obvious
and clinically it appears that the spinal punc-
ture was a grave mistake, and if it did not
bring about, certainly precipitated the spread
of the walled-off pus, and excluded any hope
of saving the patient’s life. The next day
the frank signs of meningitis were present—
that is rigidity of the neck, Kernig’s and
Babinski’s signs with strabismus and inequali-
ty of pupils. On the night of the 27th, the
temperature rose to 104, pulse to 150, res-
pirations to 30 and the patient died, one week
after admission.
An autopsy held the same day was as fol-

lows:
On opening the cranium, the dura was

found intact. No pus was found beneath it

or at the base of the brain.The lateral ven-
tricles contained a muddy white fluid. On
opening the right internal ear, a large quanti-
ty of pus flowed into the base of the skull.
The drum membrane and the mastoid cells

were found to be clear. The exact origin of
the pus could not be determined, but it ap-
peared to come from the petrous portion of
the temporal bone. Smears made from the
laternal ventricles, the meninges and from
the pus in the region of the right internal
ear showed streptococci.
Comment: Exclusive of epidemic menin-

gitis, tubercular meningitis and traumatic
meningitis, the literature is unanimous in
stating that streptococci meningitis heads
the list and Gunert states that 91 per cent
of the cases of streptococcus meningitis fol-
low chronic otitismedia. This, however, is

not the experience recorded at the Charity
Hospital. During the last 17 years there have
been only 14 cases of meningitis, exclusive
of the types named above, and of these pneu-
mococcal meningitis easily leads, of this type
11 cases having occurred, 1 each of strepto-
coccus, staphylococcus and influenza meningi-
tis.

There is little doubt that early operation,
while the meningitis is still localized, offers
the only reasonable prospect of success, and
that recovery is very exceptional when a case
has reached the stage in which micro-organ-
isms are present in the cerebro-spinal fluid.

I feel that lumbar puncture is contra-indi-
cated in these cases, although it might be an
advantage to know that the cerebro-spinal
fluid was negative, thereby indicating that the
meningitis was localized, and that surgical

drainage would be efficient. It is obvious,
however, that operative procedures should
promptly follow the lumbar puncture if they
are to be undertaken at all.

Bowers reports one case of streptococcus
meningitis in which the lumbar puncture
showed streptococci, which recovered follow-
ing operation. Patzig reports a case which
recovered following simple lumbar puncture.
Shaw reports a case which was treated by
repeated lumbar punctures with recovery
Others report cases which have recovered
after sub-tentorial drainage.

In conclusion, I wish to emphasize the fact

that any case presenting any symptoms of

cerebral involvement following ear disease
should be regarded with the utmost anxiety,

and that a most careful study should be un-
dertaken to exclude epidural accumulations
of pus before spinal puncture is performed.
In the case which I have reported, no effort

was spared to this end, and yet we failed most
lamentably, with possibly disastrous results

to the patient. It is probable that the absent
patella reflexes were purely a coincidence in

this particular case and it is possible that the

Wassermann was positive due to the active
inflammatory process going on. In the future
I expect to have more detailed x-ray pictures
made with the hope that they may show areas
of necrotic bone.
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DISCUSSION.

Dr. Homer Dupuy (New Orleans): If men-
ingitis and brain complications belong to any
one specialty, certainly the otologist and
rhinologist gets his share of them. I believe

it was McEwen of Glasgow who said that 80
per cent, of acute intra-cranial infections are
of otitic or sinus origin, and when you con-
sider this anatomical fact, that the optic

nerve and the auditory nerve apparatus have
around them a perineural space which is

really a subarachnoid space; the middle ear,

the nose, and the orbital cavity, can readily
carry infection along these nerve tracts.

This case is unusual from the fact that
there was apparently no focus of infection
along the ear, sinus, the nose or the eye chan-
nels. Between the petrous portion of the
temporal bone and the sella turcica lies the
third cranial nerve, the sixth nerve. It is

remarkable how meningitis at that point did
not cause paralysis of some eye muscles on
that side due to pressure on these nerves.

I quite agree that puncture of the cerebro-
spinal canal is not always safe in the presence
of a meningeal infection. There may be a
deep-seated abscess giving apparently no ob-
jective or subjective symptoms, such a punc-
ture is contra-indicated in cerebral abscess.

It may be well to stress the fact that every
ear infection is a potential cerebral complica-
tion, and we should also remember that the
labyrinthine apparatus and the auditory nerve
are surrounded by a portion of the dura.

This patient might have had an acute
rhinitis or frontal sinus trouble lasting only
a few days with the infection having traveled
along the perineural space of the olfactory
terminals in the nose—or along vascular
routes from the frontal sinus.

Dr. J. Birney Guthrie (New Orleans): Dr.
Jamison is unquestionably correct in refrain-
ing from lumbar puncture where abscess of
the brain is suspected or brain tumor near the
base. Dr. Dupuy has emphasized the
contra-indications. In a rather exten-

sive experience with meningitis I think
there is much more good done by performing
puncture for diagnostic purpose than by
avoiding it. I do not think Doctor Jamison
has anything to reproach himself with in
having made a lumbar puncture in this case.
I believe in the long run, there will be more
harm done by omitting lumbar puncture in
these cases than from performing it. In the
cases that showed middle ear complications
in the Army the lumbar puncture was often
the means that gave us our diagnosis. Cer-
tainly when meningeal symptoms are present
and we have middle ear infection, we do lum-
bar puncture. Theoretically, there is ob-
jection to the use of puncture, and that might
hold in specific meningitis. It is conceivable
that a localized specific meningitis might be
disseminated through lumbar puncture, but
in the long run more good comes from the
puncture in determining diagnosis than from
omitting it throug'h fear of complications.

Dr. S. Chaille Jamison (closing): I simply
want to emphasize the failure of the labora-
tory procedure to give us warning. I was
fully cognizant of the damage where there was
no Question of pus in the brain, but I looked
to the laboratory to give me warning. For
instance the cell count—it did not show it; the
pulse and temperature were normal. I mere-
ly want to point out that in spite of these
tacts we went in, and I believe did this man
irreparable damage. I have done two or
three thousand lumbar punctures, but this is
the first time I felt I ever did anybody any-
thing but good.

* y

WHAT THE STATE IS NOT DOING FOR
ITS MENTALLY DISEASED.

HENRY DASPIT, M. D.,

New Orleans, La.

It is not my intention to present to
you any scientific consideration of the
handling of the mental disease problem
but rather to call your attention to pub-
lic indifference and inertia in this field.
By the state I mean the whole mass of
its citizens of which we as individuals
form a part, knowing full well that any
real censure will be principally ours as
we represent the accredited scientific
profession dealing directly with such
matters. If one seeks an explanation
of such on unfortunate attitude on the
part of medical men of our State, it may
be found in the medical education they
received in days only slightly removed
both here and in other schools. It was
undoubtedly the experience of most of
you during your medical university life

to have been told nothing whatever re-

garding morbid mental states or to have
had the matter glossed over in a purely

*Read Before the Louisiana State Medical Society,
April 24-26, 1923.
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perfunctory manner. Within compara-
tively recent years there has been qutie

an awakening in the psychiatric field.

A newer and broader understanding
has developed as to the factors playing
a part in morbid mental states and a
more humane and intelligent attitude

toward the handling of psychotic indi-

viduals. It is well for all of us to re-

member that this interest is not con-

fined to the psychiatrists and medical
men but that it forms a considerable
topic with the public as a whole. It ac-

cordingly behooves every one of us to

become more conversant with the ad-

vances being made in psychiatry and if

we in any sense live up to our obliga-

tions it will be in the field of prevention
where our greatest effort will be cen-

tered.

You may expect to hear a denuncia-
tion of our State hospitals but such is

most remote from my purpose. Be it

well understood that there is no indivi-
dual or institution held up for criticism
or ridicule as I have nothing other than
the sincerest respect and praise for the
Superintendents of our State hospitals
who are working under handicaps of a
nature little appreciated by the profes-
sion or the public. My own observation
of years past as a resident of the East
Louisiana Hospital has been supple-
mented by recent visits to both of our
State hospitals as well as to the State
Colony and Training School at Alex-
andria. The general condition as to
housing and scientific care have shown
material improvement and there exists
an esprit de corps which is most com-
mendable.

What is our present situation? We
have in our State two hospitals for the
care of mental disease and the initiation
of one for the care and training of men-
tal defectives. Did it ever occur to you
that Louisiana supports more beds for
mentally diseased persons than the sum
total of all other conditions? This
naturally does not include hospitals sup-
ported by private enterprise. Even
among these will be found much space
given to psychotics. Both of our psy-
chopathic institutions are overcrowded
beyond all reason. The one at Jackson
is much over two thousand, while
Pineville is rapidly approaching the
same mark. This excess is necessitat-
ing the reconstruction of many central

features such as kitchens, laundries,
dininghalls and so on which are com-
paratively new but planned to meet
smaller demands. This is growing
worse daily. From no less an authori-
ty tha nthe National Committee for
Mental Hygiene comes an opinion that
psychopathic institutions of greater
population than fifteen hundred to two
thousand are undesirable. This means
that East Louisiana Hospital at Jackson
has reached its limit and that the State
Hospital at Pineville admits of but
slight increase. An attempt to offset

such conditions was made by Dr. Joseph
A. O’Hara, Coroner of this Parish, who
sponsored a bill in the last legislature

for the establishment of a third State
hospital. This bill passed1 the Senate
with flying colors only to die completely
in the childish paper-throwing preced-
ing adjournment of the House. It is

fortunate that the spirit which actuated
such an effort has not died and that the
bill will be re-introduced when the legis-

lature again meets.

What is the community doing, actual-
ly carrying out, in the way of any State
program to prevent the development of

psychopathic increase which will call

for more hospital beds, or for the direc-

tion and supervision of patients dis-

charged from our hospitals? In the
first instance, I am ashamed to say, ab-
solutely nothing. In the second, so little

as to merit no comment. I will admit
that a ray of light can be seen in the
action of the Superintendent of the

State Colony and Training School who
has been farsighted enough to outline

a real policy but this is quite individual.

In some communities private agencies
are making an effort but these efforts

are largely isolated in single groups
without any comprehensive co-opera-

tion. In New Orleans the out-door or
clinic service of the Touro Infirmary
is doing creditable work even with the

handicap of no ward service. The
Louisiana Retreat plans scientific de-

velopment but is marking time as the

result of public ignorance which has re-

sulted in uncalled for opposition. The
Charity Hospital is doing nothing either

in recognized outclinics or appropriate
ward space. The City Hospital while
doing well in a limited fashion is far

from being equipped to meet the com-
munity need. In the field of the men-
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tally deficient, the Milne and the Gum-
bel Homes while merely scratching the
surface at least offer a beginning. A very
good example of public inertia even
among those who claim much interest
in this work can be found in the fact
that the Louisiana State Society for
Mental Hygiene is in a state of lethargy
with its last meeting about the time
our present Governor went into office.

I happen to be a member of that parti-
cular association and 1 personally am
quite willing to shoulder my part of the
blame for such inaction.

It is not sufficient for a community
to feel that as soon as a psychopath be-
comes grossly maladapted to his en-
vironment he is promptly received into
an already horribly overcrowded State
hospital. It is rather unexplainable
when one considers that we dip our cat-
tle, immunize against hog cholera, pro-
tect our humans against small-pox,
typhoid, diphtheria, etc., glory in our
campaign for Public Health, become
enthusiastic in our efforts for Social
Hygiene and yet, as a body, hardly turn
a hand in the advance of Mental Hy-
giene. The far-reaching effect of such
activity should' be apparent to all think-
ing people. For those who cannot think
in terms of racial betterment, the pure-
ly economic side should appeal. It is

one of our greatest faults that most of
us think in terms of initial cost and lack
the vision to appreciate ultimate results
which may be attained long after we
have passed on the work to others.

Before making any attempt to speak
even broadly of measures which would
look to a betterment of conditions, there
is a thing of paramount importance and
it is the absolute depoliticalization of all

State institutions. You, who were pres-
ent at the last meeting of the State So-
ciety in New Orleans or who attended
the general meeting of the American
Medical Association held here, heard
our Governor paint terrible pictures of
conditions and appeal most pitifully for
assistance from the whole medical pro-
fession. You will remember quite well
how he positively affirmed that all poli-

tical influence would be removed from
all State institutions. In justice to him,
I am quite ready to admit that he reop-
pointed at Pineville a man who contin-
ues to get results; at Jackson, a man
who came to our State highly endorsed

and who has lived up to expectations.
Also that these appointees have received
his unqualified support and have in no
way been hindered 1 in the proper carry-
ing out of their work. BUT! Two ses-
sions of the State Legislature have
passed during his term of office and
what action has he taken to remove
from the next Governor the power
which he, himself, exercised? The
power to remove from office a
Superintendent who, as far as I have
been able to find out, met with the ap-
proval of the Board intrusted with the
direction of that particular hospital.
This is the position every Superintend-
ent of every State institution occupies.
An incoming Governor may according
to his whim or as the result of pressure
for patronage remove any institutional
head. The effect of such a situation
on our hospital executives is to cause a
constant unrest and uncertainty as to
their tenure of office and is quite cer-
tain to detract from their efficiency.
It also removes from the younger mem-
bers of the staff the real incentive, the
final reward of their effort. The re-

sulting frequent changes in staff posi-
tions is certainly conducive to a low
standard of hospital activity. It should
hardly be necessary for me to say that
each and every one of us should make it

a point to see that our representatives
in Baton Rouge support legislation to
this end which will come before the
next assembly.

After giving the men who govern our
institutions some sense of security in
their positions and making their remov-
al possible only for adequate cause and
after proper hearing, what can we do in

the matter of a State program for Men-
tal Hygiene?

The essential thing is a centralized
direction of these activities which would
coordinate such work: a Bureau or pre-
ferably a Department of Public Wel-
fare. Under such a general department
would function various bureaus dealing
with special activities. Our chief inter-

est now is in the Board or Bureau of
Mental Hygiene which should be direct-

ed by a specially trained and experi-
enced individual. The necessity of
specifying that the director be qualified

must be apparent to all as too many
Governors have given conclusive evi-

dence that they think because a man
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has received a degree in medicine that
he is capable of doing any detailed or
specialized work. To outline the com-
plete scope of such a bureau’s activities
is precluded by my time allowance and
I will merely mention a few of the more
important things that could be done.

Reasonable and constructive contacts
could be developed with various Social
Agencies dealing with the environment-
al surroundings of infancy and early
childhood.

For the pre-school period, the encour-
agement of “habit clinics” where early
morbid trends could be directed along
proper lines. In such clinics, the reali-

zation that it is not only the child but
most often the parent who requires
direction would do much to smooth out
many dificulties.

For the school period : A very close

relation between the school clinics, psy-
chiatric clinics, State and private
schools for the defectives, correctional
institutions and the Juvenile Courts. It

is during this period that we will have
the real opportunity of getting closest

to the community. Our laws making it

necessary that all children of a certain
age attend school will naturally bring
them all under scrutiny. Incidentally
all schools whether public of private
should be forced to conform to this prin-

ciple cf State supervisioi or be closed

up.

A word about our State institutions.

There is no argument whatever
against the need of a third State Hos-
pital. Unfortunately its position will

be much the same as that of those al-

ready operating but at the same time
its location may be such as to make in-

tensive work possible. I dislike the
stress being laid on the necessity of es-

tablishing “a psychopathic hospital”.
Our present State hospitals are psycho-
pathic hospitals or the public should
know why.
The time has passed' when State hos-

pitals for the Mentally Diseased are
solely places where our psychotics are
sent for handling. They should be de-
veloped into centers of education to the
general public. Whatever their loca-
tion, they should have an outdoor or
clinic service to cover their immediate
country and from them “flying clinics”
should go out at intervals. These clin-
ics would fill a great need in communi-

ties removed from our general hospi-
tals both in the way of prevention and
for the observation and direction of pa-
tients who have been discharged or
paroled from their respective institu-
itons. The supervision of the dis-
charged patient by the group that
directed his hospital life is a very im-
portant point. Our state general hos-
pitals should be obligated to conduct
adequate psychiatric divisions, both
clinic and ward services. This is most
desirable both from the patient’s stand-
point and for the educational effect on
the public. It is our duty to see that
the public thinks of mental disease in
the same way that they regard physical
disease. The following words are from
the report of Dr. C. Macfie Campbell
appearing in the report of the Trustees
of the Boston Psychopathic Hospital:
“A sick person admitted to a general
hospital, although on a special service,
has at his disposal the consulting facili-
ties of all departments. The resident
staff usually consists of physicians
specializing along various lines and the
visiting staff is easily available. Under
ideal conditions a patient with mental
symptoms would also be taken to a gen-
eral hospital, there to be admitted to a
special service, and while in that service
he would have available all the special
facilities of the other departments
should his symptoms require either
special forms of examination or meth-
ods of treatment not available in his
own department. In the actual situa-

tion patients with mental symptoms are
brought to a separate hospital and not
to a department which is an integral
part of a general hospital.”

Regarding the necessity for research,,

the need is too apparent to require any-
thing other than mention.
The desirability of a more extensive

parole system is known by all who have
contact with our State hospitals. For
the proper handling and supervision a
Social Service Department is impera-
tive. The East Louisiana Hospital has
a single such worker who is expected to

cover all phases of the institution’s ac-
tivities. This is naturally impossible.
You may say that the cost would be
prohibitive but I believe that Steckel.

of the King’s Park Hospital, New York,
has shown where it can be made a sav-
ing rather than an expense to the state.
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He says: “Advocates of an expensive
parole system often point to its finan-
cial benefits, while opponents reply that
the added 1 expense of a large social ser-

vice department counterbalances to a
great degree this financial advantage.
In order to show in actual dollars and
cents what has been saved the State at

this hospital alone during the years
1918-1919 and 1920-1921, we have col-

lected the following data: During the

fiscal year ending June 30, 1919, we ex-

pended for salaries, wages, mainten-
ance, and traveling expenses of the per-

sonnel of the social service department
and for the transportation of patients,

$4,496.38. During the year the daily

average number of patients on parole

vcas 304.

“In the year ending June 30, 1921,

owing to a large increase in the per-

sonnel of the department and the result-

ing growth of its activities, $14,410.92

was expended for salaries, maintenance,
and so forth. However, as a result of

the increased activities rendered possi-

ble by the augmented1 personnel, the

daily average number of patients on
parole during the year was increased to

669, a gain of 365 over the year ending

June 30, 1919. The annual cost of main-
tenance in the hospital being $379.53

per patient, the gross saving amounted
to $138,528.45, or a net saving of $134,-

613.91.

“This does not take account of money
earned by patients who were employed

during their parole period. 280 earned

during their parole period $134,344.00”

All advances and 1 innovations cost

money but in the field of Mental Hy-
giene you are investing in the best pos-

sible crop.

WHAT LOUISIANA IS DOING FOR HER
INSANE.*

JOHN R. THOMAS, M. D.,

Pineville, La.

I am grateful for the opportunity,

the honor and pleasure of saying a few
words to you this morning on the sub-

ject of “What Louisiana is doing for

her insane.”

It is my belief that a very limited

number of our best informed citizens

know what the State is really doing for

~y Read Before the Louisiana State Medical Society,

April 24-26, 1923.

its insane. As time is limited I will

be as brief as possible in order to cover
the essential points which I wish you to
know.
For convenience of administration the

State is divided into two districts for
the insane, the first district comprising
most of the Southern and Eastern par-
ishes including the city of New Orleans,
while the second district is composed
mainly of the parishes in North and
West Louisiana and a few parishes of
Central Louisiana.

There are two large Hospitals for the
insane in Louisiana and a colony for
the feeble minded recently established
at the old site of Camp Bearuregard.
One of the large hospitals and 1 the

larger of the two is the East Louisiana
Hospital at Jackson and the other is the
State Hospital at Pineville.

Patients from the first district are
committed and sent to Jackson while
those from the second district are sent
to Pineville. That is the general rule

but should there be vacancies in either

hospital and no applications from pa-
tients in that district and should there
be applicants in the other district they
are sent to the hospital that can admit
them. So overcrowded have been both
hospitals in the past few years that this

condition rarely occurs.

For you to understand and appreciate

just how the State transacts its busi-

ness of handling the insane up to the

time of their admittance into one of the

two state hospitals let me briefly give

you the methods pursued.
When a patient is asked by relatives

or friends or the citizens of a communi-
ty to be committed to a hospital for in-

sane the application is in this State

made to the Sheriff or Parish Coroner
and the Coroner then requests the Judge
of the District Court to appoint a

Lunacy Commission to examine the pa-

tient and pass upon his or her condition.

This Commission is composed of the Dis-

trict Judge, the Parish Coroner, and one

other physician appointed by the Judge.

If this Commission adjudges the patient

insane, he or she is then committed to

the hospital in the district of which the

parish of the patient forms a part. The
Sheriff or the Coroner then writes the

Superintendent of the hospital and
makes request for the admission of the

patient. If the request for the admis-
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sion of the patient is not accompanied
by a question blank filled out, the Super-
intendent immediately sends a blank
questionnaire for the Coroner to fill out
and return, the object of which is to
get as complete a history of the patient
as possible to aid the hospital physicians
in the proper diagnosis of the case. If

there is room at the hospital the patient
is immediately ordered brought in and
this is usually done by the Sheriff who
is often accompanied by one or more
relatives of the patient. If there is no
vacancy for immediate admission the
patient is held at home until there is

an opportunity for admission or if the
case is violent and uncontrolable he is

confined in the parish jail until advised
by the hospital authorities that he can
be admitted.

Unfortunately heretofore the re-
quests for admission have always been
greater than the hospital capacity of
both institutions of the State and in
spite of every effort on the part of his-
pital officials many have been obliged
to remain in jails until such time as
room could be provided.

So much for the detail of handling
the insane up to their entrance into the
hospital for care and treatment. Now
for the State’s care after their admis-
sion.

In Louisiana as in nearly all of the
States of the Union, every hospital is

administered by a Board of Administra-
tors or Trustees who serve without pay.
As a rule these men are selected from
the ranks of the best citizenship; men
who are known for the inprobity, ability
honor and zeal in civic duty and right-
eousness. To this Board falls the duty
of administering the affairs of the hos-
pital.

It is their duty to perfect an organi-
zation not only to treat and care for
the charges under their keeping and to
see that it is well done but also to care
for and protect the money of the tax-
payers that is appropriated to main-
tain the institution.

This board selects an executive offi-

cer to carry out the rules and regula-
tions prescribed and this officer is, in
every well regulated hospital, a physi-
cian who organizes a staff of physi-
cians, nurses, attendants and all necess-
ary helpers to carry on the work of the
hospital. It may not be amiss for me

to say here, and I do so with all truth-
fulness that the members of the Board
under whom I have served as Superin-
tendent at the Pineville institution have
been men of the finest rectitude and
have served the State with great honor
and credit and with great benefit to
humanity.
To continue your interest in this sub-

ject, let me say that as soon as the pa-
tient is received he or she is turned over
to the Supervisor if a male, or the
Supervisoress if a female, and is bathed
and fresh clothing is put on the patient
who is sent to a receiving ward and
placed under the care of a ward psysi-
cian and an attendant. All marks, scars,
and bruises are noted and made a part
of the patients record. The study of
the patient is then begun by the ward
physician. The patient is placed under
his care and treatment until such time
as this physician is ready to present
him to the staff for diagnosis and their
recommendations of treatment are out-
lined.

The staff is composed of all of the
physicians of the hospital including
the Pathologist and Radiologist.

Laboratory examinations of all secre-
tions are made on all patients so that
when the case is presented to the Staff
every thing pertaining to both the phy-
sical and mental examination is unfold-
ed. This enables the examiners to make
a diagnosis and place the patient in one
of the twenty-two classifications now
recognized by the American Psychiatric
Association; and to outline a method
of treatment best suited for the case.

You can well imagine what a tremen-
dous amount of work and detail this re-

quires, and it is only those trained in

psychiatry who can do so and get cor-

rect and effective results on diagnosis
and treatment.
Every effort on the part of the hospi-

tal staff and assistants is exerted and
put forth in the interest of the patient
and the results at the Pineville institu-

tion have been most gratifying, between
25 and 35 per cent of the admissions be-

ing annually discharged.
Thus briefly I have outlined to you

the manner of committing the insane to

the State Hospitals and their reception
and treatment.

There is no medical treatment per se
for mental disease. When necessary.
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of course, medicine is given for physical
ailments but hope of restoration in cases
that can be restored is usually directed
to building up the physical body in the
way of rest, food, and occupation. Pa-
tients shut up and kept in confinement
offer little hope of improvement, much
less cure.

The State Hospital at Pineville is

without a properly equipped hospital
building for the treatment of patients
but another effort will be made at the
next session of the legislature to get
an appropriation for such a building,
however, we do have a splendidly equip-
ped laboratory building where all neces-
sary analyses are promptly made.

The next question for your inform-
ation would naturally be—Is the State
doing all it can for these unfortunates?
I will answer that by saying unquali-
fiedly “yes” and I believe that I can
give you figures that will bear out my
statement.

The total annual revenue or income of
the State of Louisiana is approximately
$3,750,000 and the appropriations of the
legislature at its session in 1922 for the
insane of the State and for the Colony
for the Feeble minded was $836,000.00.
These figures show that substancially
one fifth of the revenues of the State is

devoted to caring for its mental derelicts
This is perhaps the largest single item
in the budget of the State.

These figures were given to me by
Hon. W. N. McFarland, Supervisor of
Public Accounts, who is not only an
authority on the finances of our State
but a public official without a peer in

this or any other State. I further say
that no State in the Union in proportion
to its revenues is doing more for its

insane and few as well as Louisiana.
The appropriation above mentioned
does not include the money derived from
the severance tax or better known as
the money derived' from a tax on the
natural resources of the State.

A half million of this money was al-

lotted to the State Hospital at Pineville

and there are now nearing completion
four magnificent fire-proof brick build-

ings, and a similar amount has been
used at the hospital at Jackson in the

erection of splendid buildings.

The present Governor of the State,

Governor John M. Parker, has exerted
his best talents and efforts for the bet-

terment of conditions of the insane in

the State and it is to his everlasting hon-
or and credit that those magnificent
buildings have been erected and the ap-
propriations made as liberal as they
are.

The real beginning of the uplift and
inprovement in the treatment of the in-

sane in Louisiana began under the ad-
ministration of the late Governor Hall.
The appropriations under his adminis-
tration were greatly increased and not
only provided for better maintenance
but gave two magnificient dormitories
at the Pineville institution.

Governor Hall was a kind and chari-

table man and took a personal interest

in the charitable institutions of the
State.

The administration of Governor
Pleasant continued the liberal appro-
priations for maintenance initiated by
Governor Hall, but made no appropria-
tion to take care of the increasing num-
ber of insane in the State and this is

the reason for the crowded condition of

the State hospitals that has prevailed
for the past two years. This condition

is, however, nearly solved for at the
present time there are, I understand, no
insane in the country parishes of the

first district and only about 25 in the

second district and they will all soon
be in the Pineville hospital. The popu-
lation of the insane as this time in the

State is about as follows:

Number of insane in State Hos-
pital at Jackson 2020

Number of insane in State Hos-
pital at Pineville 1075

Number of insane in City Hospi-
tal for Mental Diseases in New
Orleans approximately 100

Number of Insane awaiting ad-
mission to Pineville 40

Making a total of 3235

DISCUSSION.

Dr. Joseph A. O’Hara (New Orleans): I

have been going around this State for a num-
ber of years telling- the people what a great

lot of good we have been doing for the in-

sane, and now I have to tell you what we are

not doing for the insane. I notice at the

night meeting on public health a lot of sub-

jects are to be discussed—malaria, the pre-

vention of venereal diseases, tuberculosis and
everything else; but not one word about men-
tal hygiene. I want to ask the medical man,
does he know of any greater carrier of dis-
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ease, especially venereal disease and tuber-
culosis, than the feeble minded? They are
the greatest breeders of all disease, and yet
the board of health passes them up, or lets

them down without a statement.
We have heard a good deal about what

the doctors are doing for the insane, butl
want to say that Governor Parker is one of
the greatest champions of the protection of
the insane that Louisiana has ever had. (Ap-
plause.) He has selected competent men to

fill the positions, and they are doing beauti-
ful and splendid work; but we have done so
little for the insane of Louisiana in the last

decade that what we are doing for them to-

day is absolutely picayunish. For out of
every nook and corner of the State you can
hear the voice of these unfortunate insane
begging for the establishment of psychopa-
thic clinics in every hamlet of the State. We
have neglected the establishment of these
clinics where the proper people—the family
and friends and relatives—can be instructed
in the correct method of development and
study, in mental hygiene, so that these indi-

viduals through their long, weary lives may
be of some value to the State instead of an
incubus.
We of today are responsible for future

generations, and if we are absolutely and
personally responsible for future generations,
we are absolutely responsible for every case
of insanity that they inherit from this gen-
eration. It is our duty to wake up and do
something for these insane. Remember, it

is a duty that has been thrust upon civiliza-

tion to care for and develop those unfortun-
ates of society that are unable to stand alone.

Take the money that has been invested,
and the valuable time that has been lost, and
then come with me to Broad street, and see
the splendid institution under the care of
Doctor Daspit, and if he were taken away
from that- institution tomorrow it would have
to close its doors because this big city of
420,000 donates the handsome sum of $18,000
a year to run it; this includes everything.
Then come with me to Boston and see the

magnificent institution there constructed at
a cost of one and a half million dollars, the
Boston Psychopathic Hospital, endowed, with
100 beds for the treatment of acute insan-
ity. They get $250,000 a year, and they are
going to get more. We get $18,000 for the
same thing that they get $250,000 for.

This can be corrected in only one way, and
that is by the education of the people of the
State and of the city. Preventive medi-
cine is the cry from all important educational
centers. You will be visited in a few weeks
by political office seekers who will ask for
your support. But ask them what they in-

tend to do for the insane of the State—what
do they intend to do for the Shreveport hos-

pital, for the Charity Hospital, and for the
insane of the State, and the T-B hospital;

then you can say what you are going to do
for them. If you are going to do anything
with politicians it must be before they get
into office. The politician is willing to do
anything, and he means everything he says;
but when he gets to the legislative halls a
man tells him he has to have a road built, or

a bridge built, or the State House wants a
new coat of paint, and every time an appro-
priation is made they grab something from
the amount that should go to the care of the
insane.

As Doctor Daspit has told you, Governor
Parker is in favor of caring for the insane
in a better way, but I say it is your duty to
go to your politicians when you go back and
see that there is written into their platform
a statement that they intend to care for the
hospitals of the State, including those for
the insane.

Dr. C. S. Miller (Jackson) : Doctor Thomas
has so well covered the field of what we are
doing for the insane with the facilities we
have, that there is not much left for me to
say. I will say a word, however, in regard
to a point he mentioned, and that is the in-
crease of buildings. We have in the institu-
tion at Jackson increased our number of pa-
tients and have made room for them, and in
so doing we have been able to take them into
the institution much quicker. By doing this
we have got results with a number of pa-
tients that possibly we would have not got,
owing to the fact that they were removed
from the jail and other places of confine-
ment and did not become chronic in their
mental disorder. So with the appropriation
and the Severance tax we have been able to
get the patients into the institution more
rapidly and have been able to do something
to help their condition.

The doctor also spoke of the treatment

—

that we did not use drugs. We make it a
rule in our institution to handle our patients
by giving them some form of hydrotherapy.
Then the further treatment is occupational
therapy. We think this is one of the great-
est helps we have in handling mental cases.
We know if they are allowed to remain to
themselves they brood over their condition
and gradually grow worse and worse. But
if we can get them out of themselves, get
them into some light work, maybe something
they are interested in, and keep them occu-
pied at all times, they forget their troubles,
forget the disorders that are working within
them, and are able, if not to improve their
condition, at least not to g'o back. Some of
them are brought to be useful to themselves
and the institution. We have some patients
that at first do nothing but unravel little

bits of burlap, but this gives them occupa-
tion, and we build them up from that to where
they can do other things, and after awhile
they are really useful.

In placing our patients in the institution
we place them according to their conduct and
mental classification. For example, if we
have a patient who is excited and has a ten-
dency to become more so, we try to give him
a quiet environment where he will not be
around noisy people, and his excitement de-
creases.

The treatment and care of the insane at
this time is practically in its infancy, but
within the last few years it has advanced.
We now have facilities, and as we have in-

creased appropriations for their care and to
put up proper building’s to handle these pa-
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tients, we will get better results. We all

know there are numbers of them throughout
the State..

One of the other things the State has done
is to provide a hospital for the feeble minded
at Alexandria. Our institutions have been
taking in the feeble minded cases throughout
the State, and taking care of the feeble-
minded there will relieve the State institu-
tions and give us entirely psychiatric cases.

Dr. Clarence Pierson (Alexandria): I do
not feel that I can pass this occasion without
having something to say upon this subject,
because of the long years I have been inter-
ested in this work.

I think the question is absolutely as Doc-
tor Daspit has outlined to you, a question of
prevention. The State of Louisiana, as stated
by Doctor Thomas in his paper, has spent $1,-
836,000 in the last eighteen months. Twenty
years ago they spent $135,000 in one year
for the insane. We had no laws on our
books at all. It is wonderful what has been
done for this condition.
The question of prevention is up to the

people of the State. Taxation has become
so burdensome that it is no longer a ques-
tion of whether we can have enough build-
ings, but is a question of the best education.
The Charity Hospital that we all love so
much, to which we all owe so much, has ap-
pealed to the public today, and it is really
suffering because the State of Louisiana did
not have enough in its exchequer to maintain
it. We should have these psychiatric clinics

throughout the State—we ought to have one
at the hospitals at Shreveport and New Or-
leans. But we have no concerted action
among the hospitals of Louisiana. Every one
fights for its existence. An earnest appeal
has been made to the Legislature for con-
certed action for these different institutions

at Pineville, Jackson, Shreveport, and the hos-
pital here. If we do not start in the medical
school to teach the young man psychiatric
work and laboratory work, you cannot expect
th^m to do anything for this increasing pop-
ulation. It is an economic and scientific

problem you must meet. So I say mental
hygiene is the remedy. Every medical man
in Louisiana ought to realize and know from
his local conditions that it is necessary for
him to rise and help relieve the local condi-
tions by getting increased appropriations.
The hospital for the feeble-minded is the en-
tering wedge. How did we get that institu-

tion? By working for ten years in the Legis-

lature and finally getting an initial appropria-
tion of $25,000.

Dr. A. A. Herold (Shreveport): The State
of Louisiana has done a great deal for her
insane in the last few years. I served as

coroner in Caddo from 1912 to 1916, and it

was nothing unusual to have insane persons
in the jail for four to six months, notwith-
standing the fact that Doctor Thomas was
doing all he could to take them off our hands.
We were forced in many instances to release

these patients because they improved suffi-

ciently to let them go. I understand this

condition does not exist today, at least not
to that degree. That is due in great measure

to the increase of funds from the Severance
tax.

Going back to the question of taxation, we
all know that in a few years, if the Sever-
ance tax holds, as it probably will, after the
great agricultural college at Baton Rouge is

established, there will be additional funds
available, and we should keep our eyes upon
our legislators. We have heard here of the
great need of more money for the Charity
Hospital, for buildings at Shreveport as well
as New Orleans, also for the insane and for
the tuberculous. We know money is needed
for better roads and for other things. What
conclusion can we come to? Ought we to go
home and fight a reduction of taxation until
we have more money available? Do not let
reduction in taxation worry us. It is a test
of good citizenship to stand up for sufficient
taxation. The man who owns property should
pay for the privilege of owning it—he should
pay for citizenship. It would not be a bad
idea to take it up with other state-wide bod-
ies and fight reduction in taxation until these
great medical needs can be taken care of.

Dr. L. L. Cazenavette (New Orleans): I

have been instructing large clinics in the ner-
vous wards of Charity Hospital for nearly
twenty-five years. During that great length
of time not only nervous patients have ap-
plied for treament, but scarcely a clinic day
passes that there is not some patient suffer-
ing from mental disorder coming from alle-
viation of the condition. I assure you that
I feel that this great Charity Hospital should
establish a psychopathic department, whether
it be by simply devoting certain wards for
that purpose, or the establishment of new
buildings with proper laboratory equipment,
etc.

—

we are greatly in need here of an in-

stitution where the mentally affected can be
studied before they are committed to the
State institution for the insane. Just as Doc-
tor Thomas has said, the law requires that
a man be certified insane before he is ad-
mitted to some of these institutions. I be-
lieve it is a great injustice to ask men to
certify that patients are mentally affected and
have to be placed in these institutions unless
these men have had special training in that
line. These patients should be studied in a
proper institution before they are committed
to the hospital for the insane. I therefore
want to voice the opinion that we should do
everything we can for an appropriation es-

tablishing a psychopathic hospital in connec-
tion with the great Charity Hospital of the
State of Louisiana.

Dr. John H. Thomas (closing): I wish to

fully agree with Doctor Daspit and Doctor
O’Hara on the urgent necessity of another
institution in this State. The Jackson insti-

tution is over-crowded. The Pineville insti-

tution will soon have in the neighborhood of

1400 patients, and in another year its limit

will have been reached, so there is urgent
need for the establishment of another insti-

tution in the State today.
In my opinion hospitals for the insane

should never have a population Sf over 1500.
That is the maximum population jn New York
institutions.
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As to the feeble-minded, if you want to

stop feeble-mindedness, stop reproduction.
Unsex both males and females who produce
this kind of people. Pass laws of that kind,

and in three generations 50 per cent of the
insanity of this country will be abolished. 1

know one family in this State that had four-

teen inmates at Jackson and Pineville at one
time. The way to get at this thing's is to

stop reproduction of the feeble-minded, and
that can be easily done by unsexing them.

Dr. Henry Daspit (closing): There is one
point I would like to stress, and that is that
most of us in large urban centers think only
of our own communities. We must think of
the State. The establishment of a clinic at
the Charity Hospital will meet the local need
and probably some patients over the State
will be benefited; but is is impractical to ex-
pect the vast majority of these patients to
come to that clinic. Therefore we must make
it our business to take the clinic to the pa-
tient. The American Red Cross service has
rural orthopedic clinics that meet at regular
intervals, and there is no reason why we
should not have travelling psychiatric clinics

for educating' the communities in the need of
mental hygiene. When that education has
been brought about efforts must be made to
properly sterilize the feeble-minded, as Doc-
tor Thomas and many others feel will be feas-
ible. We could not possibly get a bill before
the Legislature in years on that subject, so
we must get at the people in the country
communities and do the work there, and not
content ourselves with establishing clinics in
fixed State hospitals.

THE TREATMENT OF TUBERCULOSIS:
AN APPEAL TO THE MEDICAL

PROFESSION.*
By WALLACE J. DUREL, M. D.,

New Orleans, La.
(Professor of Phthisiology. Tulane Post-Graduate

School of Medicine)

Month after month the statistical re-
ports of our Board of Health disclose
that next to the diseases of the Circu-
latory System, tuberculosis gives the
highest death rate.

When we pause to consider that in
the past quarter of the century innum-
erable volumes have been written rela-
tive to the etiological, preventive and
curative factors in tuberculosis, and
that magnificent and forcible talks and
lectures have been given by most earn-
est and energetic speakers; that vari-
ous agencies in the form of Prevent-
oriums, Clinics, Dispensaries, Sanitor-
iums, Hospitals, etc., have been insti-

tuted, and millions spent in the effort
to instruct our population in how to
combat the ravages of the dreadful

"Read Before the Louisiana State Medical Society,
April 24-26, 1923.

White Plague
; we can but feel that the

present mortality and the prevalent
morbidity of tuberculosis are somewhat
dispiriting.

It is true that the mortality of tuber-
culosis has been somewhat decreased
during the past twenty years of exten-
sive campaigning. However the mor-
bidity of the disease remains unaltered.

It is to be hoped that with greater
educational facilities and better coop-
eration of the people, we can anticipate
more gratifying results in the near fu-

ture.

To my mind, one of the missing links

so necessary for the application of me-
thods which mean the eradication of

tuberculosis amongst our great Com-
monwealth. is the unlimited support
and more serious thought and education
of our medical profession. The indif-

ference, the skepticism, and at times
the negligence in tuberculosis displayed
by some members of the medical pro-

fession, have no doubt been retarding
factors in the solution of the many in-

tricate and difficult problems of pre-

vention, diagnosis and treatment.

Here in Louisiana few of us have de-

voted any thought or time to the study
of tuberculosis in its various branches,
therefore, we are lagging behind the
accomplishments of our eastern and
western confreres.
No wonder this great state of Lou-

isiana cannot boast of even a modest
State hospital for tuberculosis, but is

dependent for the treatment of thous-

ands of tuberculosis patients upon two
camps, one tuberculosis department of

a general Charity Hospital, and one pri-

vate sanitorium, a total of about 200
beds.

The physician is the potential me-
dium through whom the knowledge of

the various complex measures necessary
for the eradication of tuberculosis can
be properly and efficaciously placed
before the lay public.

But what if this physician is not well

versed in the principles and in the ap-
plication of these measures?

There is no reason why, if some of

us older men in the profession have
not kept step with the advanced guard
that we cannot now show a greater in-

terest in tuberculosis and try to infuse
into our younger medical students and
confreres some of the interest and
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knowledge which Trudeau, Brown,
Baldwin, Pottenger, Minor, Krause,
Von Ruck, and many others have so re-

ligiously given us as a sacred heritage
in the battle against this scourging
enemy of mankind. Allan Krause es-

pecially strikes the key-note in remedy-
ing this vexatious condition when he
says, “Tuberculosis teaching in our
medical schools demands attention and
more active consideration.” Its solu-

tion is the most pressing one before us
today. Have you ever stopped to con-
sider what it would mean if every year
one of our several thousand graduates
in medicine left school with some inter-

est in tuberculosis, with some idea of
how to make a diagnosis, with some
judgment of what to do with the pa-
tient once he labelled him? Only those
connected with tuberculosis institutions

know how difficult it is to procure the
assistance of a young physician who has
acquired sufficient instruction in Phthi-
siology and Phthisiotheraphy. How
still more difficult it is to even interest

the young practitioner in this branch
of medicine. This inertia can be aroused
if the medical student and practitioner

have as incentive, the conviction that

the study of tuberculosis in all its

phases is not so easy and not so dry and
uninteresting. The student of tuber-

culosis has a large field for study and
research, and has the same right to

aspire to the possibility of ultimately

attaining a position of dignity and in-

fluence as well as the Internist, Pedia-
trist, Neurologist, Laryngologist, Sur-
geon, etc.

It is encouraging to note that the
Public Health Service is making every
effort possible in order to secure proper
material and teaching facilities in tu-

berculosis. Within a few years this de-

partment will develop most competent
men, capable of thoroughly and skill-

fully handling the burdensome and ex-

pensive problem of tuberculosis in the
army.
How can we make it interesting for

the one who wishes to enter this field

of work?
By impressing upon him the fact that

he requires something more than the

mere use of the Stethoscope and X-ray
in the diagnosis, and “Climate” for

treatment, in order that he may achieve

some perfection in the early recogni-

tion of the disease, and acquire results
that will be emboldening and lasting.

The making of an early diagnosis of
tuberculosis is not a simple matter and
is paramount to the attainment of sat-
isfactory and favorable results in treat-
ment. The sooner we recognize the fol-

ly and danger of making a diagnosis of
tuberculosis solely upon the stethoscop-
ic findings, or the reading of an X-ray
plate, or the extent of a positive tuber-
culin skin reaction, the greater will be
our chances to form final conclusions
that will be unmistakable.

It is only after a careful notation and
complete analysis and study of the fam-
ily and personal histories, of the clin-
ical symptoms, of the physical findings,
of the X-ray plates, of the blood pic-
tures, of the sputum, of the tuberculin
reactions, etc., that we can arrive at
some positive decision in diagnosis, and
thence obtain a clear conception of the
tuberculous state of a patient.

How many are labelled tuberculous
who have not even the slighest infec-
tion? How many go to an early grave
because of the failure to properly diag-
nose the disease in time? It is impera-
tive on our part before accepting the
serious responsibility of advising and
treating any tuberculous subject to be
thoroughly familiar with the following:

1st. The infectiousness of the dis-

ease, and the various degrees of infec-

tion which different patients will mani-
fest.

2nd. The anatomic changes with re-

sulting physical and clinical findings.
3rd. The relative value of signs and

symptoms in ascertaining the disability

in the individual case.

4th. The technique in arriving at a
correct diagnosis.

5th. A relative idea of what to do
with the patient after he has been class-

ified as tuberculous.
6th. The .relapsing nature of tuber-

culosis.

7. The often overlooked fact that

each patient must be considered as a
personal entity, and his mode of living

and course of treatment directed only

after a full and complete study of his

family, social and economic conditions.

The tuberculous with no “Activity”

requires advice and observation, but

the slightly “Active” and very “Active”
tuberculous require more rigid and ag-
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gressive care and treatment.

It is not fair to include all tubercu-

lous in the same class, for if we do so we
may disrupt the happy home of an “In-

active” tuberculous, while we may in

another instant allow the “Active” and
“Progressive” tuberculous to walk and
work himself to a premature death.

With the “Active” tuberculous we
must devote all efforts to combating the

existing “Toxemia,” and also the deple-

tion and consumption of the body’s tis-

sues. We must thrive, regardless of

sacrifice to the patient to attain a

“mode of living” by which we will re-

duce to a minimum the exhaustive and
destructive effects of the invading tu-

bercle bacilli upon the vital organs.
The “arrest” of tuberculosis will de-

pend upon the power and action of the

body’s resistant forces, i. e., the phago-
cytic and antibody function of the Leu-
cocytes, and the reactive and recon-
structive ability of the blood and fixed

tissue cells.

In the treatment of tuberculosis, the
Basic or Hygienic-Dietetic Treatment,
consisting of Rest, Diet and Open Air
furnishes the main weapon in the com-
bat for supremacy between the foe’s

poisonous and destructive effects, and
the resistance of the body cells.

To overcome the “activity” of the dis-

ease nothing approaches in value to
rest. As Lawrason- Brown so emphat-
ically stated in a lecture at the New
Orleans Charity Hospital, “If I were
given the choice to pick out but one of
all the different measures advocated
in the treatment of tuberculosis, I would
select rest.” Yes, rest properly applied,
rest both physical and mental, and rest
until all signs and symptoms of “Activ-
ity” have completely vanished.
Next to rest, a good well balanced

diet will be most efficacious in the up-
building of the patient’s debilitated

condition. An exaggerated and exces-
sive protein and fat diet of eggs and
milk and various oils is unnecessary
and sometimes detrimental to the tu-

berculous. Too frequent nourishment
is injurious to the average tuberculous.
Three well balanced meals, five hours

apart will meet the demands of meta-
bolism in the majority of cases, wheth-
er they be “Incipient” or “Advanced.”

_

An abundance of fresh air and sun-
light, especially air free from dust,

completes the quota for the Basic treat-

ment.
Is the “arrest” of tuberculosis depen-

dent upon the patient living in a high
altitude climate?

Most Phthisiologists agree to the fact

that “Climatic Treatment” is the least

essential for the “arrest” of tubercu-

losis, and that lasting and permanent
results can be acquired in any climate.

A report of the survey of the Public

Health Service of conditions in the

southwest, which investigation showed
that nearly fifty per cent of the tuber-

culous died within six months of arri-

val out West, certainly is not corrobor-

ative and not very convincing of the

value of a high altitude climate.

From a scientific standpoint nothing

has proven the value of a high-altitude

in the treatment of tuberculosis.

_

As one author states “The scientific

arguments presented for climate have

not held water.”
It is unfortunate that the Medical

Profession has placed so much reliance

in the curative value of climate, for it

has been a formidable barrier in retard-

ing the construction of many Hospitals

and Sanatoriums in lower altitudes, and
has prevented the application of many
important Anti-Tuberculosis meas-

ures.

Alas! it takes more than the climate

treatment to permanently “Arrest” the

“active” tuberculous.

We know that even the Basic Treat-

ment will not alone be sufficient to

cause an “Arrest” in the majority of

cases of Pulmonary Tuberculosis.

In the cases that will not yield to the

Basic Treatment we must reach further

and apply “Accessory Measures” of

treatment which will gradually and per-

sistently aid in the stimulation of the

resistant and reconstructive forces of

the body, and thus favor a healing that

will be permanent.
Among the “Accessory Measures” of

treatment, the Tuberculins (especially

Koch’s Bacilli Emulsion and Old Tuber-
culin) carefully administered by the

clinical method or gauged according to

the fluctuations of the Neutrophilic In-

dex, have beyond the author’s doubt,

given encouraging results in bridging
over many patients to a permanent re-

covery. During the past twenty years,

a large number of Office and Sanator-
ium cases who persevered in their
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treatment until discharged, and who
received Tuberculin as an accessory,
showed that relapses among such class

of patients were practically nil.

Many of these cases have ceased to

react locally and constitutionally to the
Tuberculin Tests and apparently have
attained a permanent healing by fibro-

sis.

Tuberculin is not administered solely

with the view of increasing the specific

antibody action of the leucocytes, but
is given chiefly with the object of stimu-
lating the bone-marrow and other cells

in their formation of new leucocytes,

thus producing an accumulation of a

larger number of leucocytes in the tis-

sues bordering the tuberculous lesions.

Such mild “focal reactions” reen-

force the “phagocytic” function of the
leucocytes, and affect the diseased areas
by promoting the absorption of infiltra-

tions, tubercles and disintegrated ma-
terial which are finally replaced by new
connective tissue resulting from the re-

constructive power of the leucocytes and
the proliferation of the fixed tissue cells.

Besides the Tuberculins, such other
medication as Creosote, Iodine, Helio-

therapy, Etc., have their claim in the
“accessory” treatment when indicated.

Artificial Pneumothorax, a much
overlooked and neglected measure in

this part of the country, and a valuable
“accessory” in the treatment of tuber-
culosis, has certainly a firm and well

established stand in the relief of the
septic and hemorrhagic tuberculous.

Included as a most potent ‘accessory”
is the remedying and correction of all

conditions and defects that tend to lower
the body’s resistance: such as a distur-

bance of the digestive tract, the pres-
ence of non-tuberculous focal infections,

physical and mental defects, improper
heart’s action, secondary anemia, etc.

All such conditions must be carefully

looked into before one can outline a
course of treatment, regardless of the
fact whether the tuberculous condition
is “Active” or “Latent.”

Finally let us not forget that Time,
“The great healer of Nature”, or, in

other words, the duration of the pa-
tient’s treatment is a measure upon
which the consumptive’s permanent re-

covery is largely dependent.
Relapses in Tuberculosis have been a

taxing factor to the Phthisiologist. The
study of post-results of treatment show

that the average patient discharged
from the Clinic, Sanatorium or Hospi-
tal has about one chance in two of liv-

ing five years
; one in four of living ten

years; one in seven of living fifteen
years, and three chances out of one-
hundred in favor of a recovery, if the
patient is still “active” when dis-

charged.
These figures prove most conclusive-

ly the fallacy and waste of labor and
money to attempt an “arrest” in the
“Incipient” tuberculous within less time
than six months to a year

;
in the “Mod-

erately Advanced” within eight months
to two years; and in the “Far-Ad-
vanced” within one year to three or

more years.

This appalling number of consump-
tives discharged yearly to relapse and
die, forcibly places before us the neces-
sity of advocating something more ef-

fective than the mere building of pala-

tial and expensive Sanatoriums and
Hospitals where patients are simply
boarded and lodged, and allowed to re-

main for only a limited period. Our
Home, Sanatorium and Hospital cases—Incipient or Advanced—must be
given every advantage and facility to

carry out the Basic Treatment, and
should also receive the benefit of any
“accessory” treatment upon which im-
provement or “arrest” of the disease
will depend.

Every patient upon discharge must be
urged and commanded not to overthrow
all restrictions and care before he has
been positively assured by his physician,
that all lesions have been radically

healed, and that the taking up of the
ordinary trend of life will not lead to a

relapse.

All discharged patients whose finan-
cial condition does not permit them to

follow a careful life should be taught
the need of Post-Sanatorium and Post-
Treatment care. Colonization, Social

Reestablishment, Vocational Training,
Etc., all tend to the betterment of the
consumptive and will keep the dis-

charged patient in a fit condition to

warn off any relapse.

These measures are of vital interest

to the physician, but concern with the

same responsibility our Legislators,

Health Authorities and Social Agencies.
Conclusions :

1. The arousing of the Medical Pro-
fession’s greater interest in Tuberculo-
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sis, and the procurement of better facil-

ities for the instruction and study of

the disease are tantamount to a greater

success in the eradication of the White
Plague.

2. The diagnosis and treatment of

tuberculosis are not facile, and 1 require

our assiduous attention and matured
consideration.

3. The relapsing nature of tubercu-

losis forcibly impresses upon us the

necessity for the immediate construc-

tion of the many institutions so vitally

important to the indigent consumptive.
4. That the perseverant and success-

ful worker in Tuberculosis is well quali-

fied to bear the plam : Palmam qui mer-
uit, ferat.

DISCUSSION.
Dr. John F. Buquoi (Covington): Fully

90 per cent of the cases, incipient cases, of

pulmonary tuberculosis pass through the

hands of the family physician, and upon him
rests the serious responsibility of its early

recognition in order to determine the manner
in which treatment may be instituted. The
average medical man after graduation pos-

sesses rather meagre knowledge of physical

diagnosis; proficiency in that line is acquired
only after years of arduous labor and prac-

tice, and we physicians from the country are

further handicapped in being deprived of the

refined methods of examination enjoyed by
our city brethren.

I agree with the doctor in claiming that

the diagnosis of incipient tuberculosis is an
no easy matter. No matter how proficient

a man may be, he cannot diagnose a case by
stethoscopic findings, X-ray findings, clinical

symptoms, or temperature reading' alone.

Evidence obtained from such data should be
used collectively to be of any use. After the

disease progresses to the extent that destruc-

tive changes take place, the diagnosis is com-
paratively easy.

If the patient is found to be tuberculous,

then the next thing is treatment. We are ali

thoroughly convinced that the fundamental
elements of treatment are rest, well-balanced
diet and climate. While on the subject of
diet I would like to say a word of admonition.
A number of cases are sent to our section

of country in quest of health. The majority
i are moderately advanced, and are told by the

physician at home “Go to the ozone belt, eat

a good many eggs and drink as much milk

as you can, and you will improve.” This ad-

vice very often leads to disaster. After taking
this excessive protein diet for a period of a

week or so we are usually called in to treat

a most violent attack of autointoxication,

leaving in its wake the digestive organs ser-

iously impaired. In this particular, very fre-

quently the prognosis hinges on the fact that
the patient must build tissue faster than the

disease consumes it. Sometimes other meas-
ures are needed besides the basic treatment.
Drugs should be limited, and only used when
thoroughly indicated.

Dr. E. A. Bertucci (New Orleans): While
the treatment of tuberculosis is an old sub-
ject, it is one of the most important that the
internist has to deal with. Unfortunately,
we have no specific chemical, botanical or
physical agent that has a selective action on
the tubercle bacillus, nor have we any ther-
apeutic agent that will enhance tissue resis-

tance, against the ravages of sclerosis of the
affected area.

I believe the successful treatment of tuber-
culosis primarily lies in one important factor,
and that is the early recognition of the dis-

ease. While we agree that the diagnosis of
early disease is difficult, yet we can at least
strongly suspect the disease from the various
early symptoms, and therefore when we find
signs in the chest by a thorough physical ex-
amination, we can then institute our treat-
ment.

Most of these cases, unfortunately, come
to the internist beyond the early stage, but
when they come to us with symptoms, proba-
bly pointing to. an obscure condition, we must
try to find out the underlying cause of such
condition by a routine examination of the
chest, and there, in a great majority of in-
stances, probably reveal trouble in the chest,
and if found, then we can institute early
treatment. Of course if these people have
treatment early enough, the disease would
never reach the advanced and hopeless stage.

Dr. A. A. Herold (Shreveport): The essay-
ist and discussant come from the southeastern
part of Louisiana, and I, representing the
northwestern part of the State, wish to say
that I think we ought to be grateful that a
man of Doctor Durel’s experience and ability
had read a paper before our Society on this
subject.
As you may know, we have a modern in-

stitution for the treatment of tuberculosis
about eight miles out of Shreveport, where
we have gotten remarkable results, not so
much in curing patients, (although we have
some arrested cases) but in the education of
the tuberculous and their families. Unfortu-
nately, we have to take some advanced cases
at times, and they are the ones that keep the*
beds occupied.
As to the diagnosis, I believe I might say

there are four methods in adults—correct
history, thorough physical examination, X-ray,
and the sputum. The last is the exception,
not the rule, because very seldom do we get
a case that shows the tubercle bacillus in the
sputum that is not too advanced to accomplish
much. However, we know that a mixed in-
fection, especially the streptococci combined
with an excess of lymphocytes, is a danger
signal.

I want to heartily endorse what the doctor
has said about diet. A few years ago the
idea was to increase the weight, but now we
know it is a bad thing to gain too much
weight because very often it is a adipose
tissue, which has no resistance, and there is

more dang’er of complications.
Another thing, when we examine a tubercu-

lous patient we should not over look anything.
Be on guard for diabetes because we know ‘t

is often a complication.
I feel like Doctor Durel about climate, so

much so that we advise our incipient cases to
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first try treatment at home with rest, fresh

air, proper feeding, and if after a limited

time the patient is not making satisfactory

progress, then we advise them to go to a

drier, but not necessarily a higher, climate.

I recall one case I had a few years ago in

which we got an apparent arrest and the

patient was feeling fine, free of fever, and
yet we found the tubercle bacillus constant-

ly present in the sputum, with numerous
moist rales. She finally went west, and under
favorable conditions she had the affected lung
collapsed with artificial pneuothorax, she

has apparently gotten complete arrest. She
has been back home on visits.

Doctor Durel has not mentioned the auto-

genous vaccines, and we have seen some good
results in moderately advanced cases. Wheth-
er that is due to protecting the patient from
scavenger germs, or whether to the non-speci-

fic protein therapy, I am not prepared to

say.
Doctor Durel has mentioned drugs, and I

quite agree with him that there is not much
reliance to be placed on them. I would like

to ask if he has had any experiences with
nascent chlorine treatment, which I have seen

in at least one case do a remarkable amount
of good.

Dr. L. Von Meysenbug, (New Orleans): I

want to emphasize one point brought out by
Doctor Buquoi in his discussion and that is

the danger of high protein feeding in the

treatment of tuberculosis. Two or three years

ago Dr. McCann, working at Bellevue Hos-
pital, New York, showed, after thorough in-

vestigation and study of the basal metabo-
lism, that high protein diet was only not
indicated, but was actually harmful in the

treatment of this condition. Dr. McCann went
very thoroughly into the metabolism of the

normal and also of the tuberculous patients,

and the result of his work was as I have
stated.

Dr. J. G. Dempsey (New Orleans): The
question of tuberculosis to the average medi-
cal man is a “passing show.” There is no
doubt that the educational work done by the
Tuberculosis League, with the assistance of

institutional work and some institutional work
done by individuals like Doctor Durel has
been very important. Dr. Durel deserves
a great deal of credit for carrying’ on
this institutional work without a great
deal of assistance or much cooperation.
He has struggled along here for twenty
years, and there is no question in my
mind that we are in our infancy in the study
of tuberculosis, and that we will at some time
through some channel, gain the point that we
are striving for. If you take into considera-
tion the State of Louisiana and the number
of tuberculous cases here, and what we have
done, it is positively a disgrace. Think of
the many institutions in our State, and how
little attention is given to tuberculosis. Other
States have hospitals for the tuberculous,
and in every hospital a department for the
treatment of tuberculosis. We need in the
City of New Orleans and in the State of
Louisiana, a modern institution for the care
of tuberculous patients, equipped with the
necessary buildings to carry on not only cura-
tive measures, but the industrial side of tu-

berculosis. We need a modern laboratory for
•scientific research work. We need a modern
X-Ray department where this work can be
carried on intelligently.

You may be surprised to know that the re-
ports from Louisiana show 2063 cases re-
ported in 1921, and 2052 in 1922. In New
Orleans alone 651 cases in 1921, and 664
cases in 1922. This shows a small advance,
but when you look down the list and take
influenza you will find that many cases of
tuberculosis died as influenza and have been
diagnosed as influenza, and that accounts for
the reduction of the number of cases of tuber-
culosis in the State. I might say in passing
that we had 171 cases of influenza in 1921;
392 cases in 1922. In New Orleans 54
cases in 1921; 86 in 1922, showing conclu-
sively that many of these cases called in-

fluenza have evidently had tuberculosis.
Therefore let me say that as long as it is

within the power of the medical men of *he
State of Louisiana, they ought to be the first

to encourage treatment and care of our tu-
berculous cases. Gentlemen, it is very, very
important.

J. A. Storck (New Orleans): It is trite to

say that Tuberculosis should be anticipated,
and that “prevention is better than cure.”
It is, indeed, difficult to anticipate Tubercu-
losis, but there are manifest phenomena often
accompanying early invasion of the organism
into the human body which deserves close ob-
servation. When, in addition to being tired,

irritable, “run down”, with a slight fluctua-
tion of temperature, the patient presents the
habitus enteropticus, a careful medical sur-
vey should be made of all young adults. This
is advisable, especially in regard to those com-
plaining of alimentary disturbances, and par-
ticularly when these disturbances are refera-
ble to the stomach. A follow-up of this

class of cases yields important results, i. e.,

patients are found later to have easily re-
coznizable tubercular diseases.

It should be our endeavor to give patients
an early chance, and, when possible to warn
them before Roentgenoscopy and the finding
of the tubercular bacilli in the sputum tells

the story.
Dr. J. W. Durel (New Orleans) closing): As

to the question of diagnosis, I tried to lay
special stress upon the point that we may be
absolutely deficient in making' a diagnosis of
tuberculosis, if we depend upon any one clin-

ical, physical, or laboratory finding. In other
words, some of us belong to the school placing
great importance upon the temperature rec-
ord, and depend upon the latter for a final
diagnosis of tuberculosis. Some rely exclusively
upon the X-ray findings, and some upon the
extent of a tuberculin skin reaction. Now, to
arrive at a correct diagnosis of tuberculosis
we must combine all the facts acquired in the
case, i. e., the family, personal and clinical

histories; the physical chest finding's; the X-
ray readings; the sputum analysis; and, in the
absence of a positive sputum—the

.

intra-cu-
taneous tuberculin tests, and sometimes the
compliment fixation test.

But how can we say positively whether a
patient has a tuberculous infection or dis-

ease, if we cannot find tubercle bacilli in his

sputum? To my mind, only when the data
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in hand is corroborated by a positive reac-

tion to the intra-cutaneous and sub-cutaneous
tuberculin tests, or a positive compliment
fixation test, as preferred by some.

For example: Last year a patient was re-

ferred to Breaux Building from another ward
of the Charity-Hospital, and his record showed
tubercle bacilli in the sputum, and also the

constitutional symptoms and signs of pul-

monary tuberculosis. I examined him and
accepted his in the T. B. department. He
improved wonderfully and was apparently
well in six weeks. After being discharged he
returned to the hospital with a complaint of

not feeling well. We took him back, but
he became so impertinent that he was dis-

missed to be readmitted again by the admit-
ting physician. His behavior was such after

this, that I refused to pay any attention to

the case. A year later he complained of a
pain in the left Iliac region, and I had two
or three surgeons in consultation, with the
result that a diagnosis of a “cold” abscess
was made.

He died a few months later, and upon au-
topsy there was not a single tubercle found in
his body, and the “cold” abscess turned out
to be an aneurysm of the left Iliac artery.
Yet, this case occupied a bed in the tuber-
culosis department for a year and a half.

You might say that this was a faulty diagno-
sis, but when we consider that the surgeons
saw this case in a Tuberculosis Hospital, and
that we did not make any further attempt to
determine the tuberculous nature of the sub-
ject after receiving two reports of positive
suptum, there is an excuse if we did not
properly diagnose this case. No, I did not
administer the tuberculin tests in this case be-
cause, at that time, the Charity-Hospital did
not furnish our department with a supply
of tuberculin and I did not intend to waste
my individual supply of tuberculin on a pa-
tient that came to my department with a
report of a positive sputum.

This case was an act of Providence for now
the Charity-Hospital furnishes me with all
the tuberculin required.
As to the autogenous vaccines, at the last

meeting of the Southern Medical Association,

all agreed to the fact that the autogenous
vaccines play an almost insignificant part in

the treatment of tuberculosis.
As for the stock vaccines they are value-

less and should not be used at all. I have
had no personal experience with nascent
chlorine or the calcium salts, but I should
not doubt that any irritant to the bronchial
mucous membrane would stimulate and cause
some fibrosis about the tuberculous lesions.

I want to thank Dr. Dempsey for his well
meant remarks, especially his statistics from
the Board of Health.

In treatment we do not want only to fat-
ten our patients, but our main object in view
should be to keep them well and to eradicate
the disease entirely. We also should be sure
that a patient has tuberculosis before we
label his as such. I remember the first three
patients sent to my Sanatorium eighteen
years ago when I first started in this line of
work.

Competent and older men had previously
diagnosed two of them as advanced cases of
tuberculosis. I was young then, and felt that
I should not contradict my older confreres.
These cases had all the physical and clinical

findings of pulmonary tuberculosis, but did
not have tubercule bacilli in the sputum.

However, these patients improved rapidly,
and one was well in three months. To-day
I realize that neither had tuberculosis, and
that it was a matter of a mistaken diagnosis:
due to the fact that in the absence of tuber-
cule bacilli in the sputum, there were no path-
ognomonic evidence of tuberculosis. I did not
use the tuberculin tests at that time.
We know today that 30 per cent of cases

in Tuberculosis Sanatoriums and Climatic re-
sorts are cured so easily because they do not
have tuberculosis. When one is dealing with
an “active” tuberculosis it is another ques-
tion, and a permanent recovery is not attained,
so easily.

I cannot believe in the value of any climate,
because of the experience we have had in
Louisiana and at the Charity-Hospital
Right over there, at the Charity-Hospital,
next to the gas tanks, the results acquired are
equal in importance to those reported from
anywhere else in America.
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EDITORIALS

THE FAMILY PHYSICIAN

Much has been said and written

about the passing of the family phy-

sician, but recently the pendulum has

swung in the opposite direction indicat-

ing a return of appreciation of the old

time country doctor. We all remember
him. He traveled on horse-back, in a

closed coupe, a buggy or a two wheel

cart. He was prepared to make thorough

examinations and perform surgical

operations in emergencies and was usu-

ally successful. He had the love, esteem

and respect of every individual in the

community. He was a leader among
men and the idol of the women and

children.

The New York Tribune pays him a

tribute, quoting from Dr. Frankwood
E. Williams, medical director of the Na-

tional Committee for Mental Hygiene:

“It is pleasant to hear a physician with

a specialty praise the old-fashioned

family doctor, the ‘general practition-

er’ who has largely given away in the

city to specialist, but in the country is,

as ever, the present help in time of

trouble. For him there are gratitude

and affection that need no analysis. He
may be old-fashioned, but he is as able

a psychologist as the most modern. The
best remedy in his medicine chest is

common sense, which tactfully applied

is a famous way of mental healing. His

best dose is optimism. That is what all

four patients out of five need. Only the

fifth patient needs the specialist and

the family doctor in general may be re-

lied upon to take such cases to consul-

tation.”

The Tribune concludes, “There is

no danger of disparaging the skill and

knowledge of the physicians and sur-

geons who are masters in specific

fields; but it is good to be reassured

that the family doctor, until lately the

backbone of the profession, is by no

means obsolete.”

OUR MEDICAL SOCIETIES.

The Louisiana State Medical Society

is making for itself a history that will

be enduring and of which the profession

of the State may be justly proud. Its

transactions for many years contain a

fund of information, both historic and
scientific, that is of great value to the

present generation of doctors, and will

be transmitted by coming generations

with pride to the generations to follow.

What the State Medical Society is do-

ing should be done by every Parish

Medical Society. Each society should

preserve its transactions, including

messages and reports; scientific, medi-

cal and biographical papers ;
have them

written on uniform paper before re-

ceiving them as contributions, and have
them bound in creditable style, letting

each year’s proceedings add a link in

the chain of history.

A book of portraits of members, and
one for the dead, would add interest to

the record. In other countries this is

considered an important part of the

record.

DIAGNOSTIC FACILITIES.

There seems almost a consensus of

opinion that diagnostic clinics and
emergency hospitals should be estab-

lished for the convenience and protec-

tion of those in need of quick service

and for those who are unable to travel

160
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to the Charity Hospitals or other insti-

tutions located in the principal cities of

the State.

Hospitals are no longer places for the
destitute, as they were when first es-

tablished. They are recognized now as
the place where the seriously sick,

whether rich or poor, can be properly
treated. The success of every hospital

even in the smaller towns is evidence of
the public confidence in institutional
care. The community recognizes its

value as a protective agency, and the
individual as a place where disease is

studied and the sick person properly
cared for. If the hospital does not meet
these requirements it is not properly
operated and is a menace instead of a
blessing.

SUSCEPTIBILITY OF MILK TO ODORS.

The susceptibility of milk to odors
is universally known, yet many dairy-
men employ powerful disinfectants in
and about the dairy and milk room.
There is a good example of this given
in the history of a large dairy in Copen-
hagen. Complaint was made that" the
milk tasted of carbolic acid. The milk
from the farms was examined separate-
ly and it was found that 500 quarts
smelled and tasted so strongly of car-
bolic acid that it was condemned. Not
until the fifth day was the milk free
from taint. It was found that the stable
was cleaned and disinfected with a 2 per
cent solution of carbolic acid to which
was added a small amount of chloride
of lime. The stable had to be aired two
days before it again could be used.

COOLIDGE OR BANTING?

The thirtieth president of the United
States and our sixth “accidental presi-
dent”, Hon. Calvin Coolidge of Massa-
chusetts, is described as a quiet man,
of retiring disposition, but a thinker
with grim determination to act, and to
act thoroughly and effectively, when
the occasion arises; in other words, his
reputation has been built upon deeds,
not words. It is to be hoped that his
handling the reins of our government
will be along similar lines, well thought
out.

Up in our neighboring country of
Canada, there lives a modest, unosten-
tatious physician, whose past does, in
a great many ways, resemble that of
our new chief executive. Dr. Frederick

G. Banting was little known beyond the
confines of his home in London, Canada,
until, thru his ideas and perseverance,
the blessings of “Insulin” was bestowed
upon the world, with its millions of dia-

betics. Dr. Banting had served credi-

tably in the World War and had retired

to his humble home, with a certain feel

ing of unrest; he wished to accomplish
something. Altho a surgeon by choice,

he was not so successful in this special-

ty and finally accepted a position in the
department of physiology of the Uni-
versity of London, Can.

;
it was there

that he evolved his ideas about isolat-

ing the internal secretion of the pan-
creas, free from the enzymatic sub-

stances and proteids. After a thorough
discussion with Prof. Macleod of the

University of Toronto, his alma mater,
he learned that he would have to give

up all else and devote his time and
energy exclusively to this one subject;

he decided to do this and plunged into

the experiments and, undaunted by
Collip and Macleod, finally completed
the task, which has given him an inter-

national reputation. He has conferred
an incalculable gift upon mankind and
his discovery ranks along with Pas-
teur’s, Koch’s, Lister’s and Behring’s.

The policeman’s strike in Boston
gave Calvin Coolidge the opportunity,
which he took advantage of and became
famous; had he handled the situation

otherwise, his public career would,
very probably, have ended with the

Governor’s chair. Frederick Banting
forced the issue, which has made him
famous; had he failed, we most likely,

would never have heard of him. The
analogy ends here, however, for Mr.
Coolidge- will yet make or break his rep-
utation; he may go down in history as

a great president, as a mediocre or as
a poor one. But, Dr. Banting’s place
in history—at least, in medical history
—is already assured; he may yet do
other work and add to his laurels; but,

he can never erase his high standing,
even if he accomplishes nothing else.

We have heard lawyers say that they
would rather be chief justice of the U.
S. Supreme Court than president; we
could not understand. However, now
we understand, for we feel that we are
voicing the feelings of a large majority
of the medical profession when we say
that we would rather be in “Banting’s
shoes” than in Coolidge’s.



PROCEEDINGS OF TOURO INFIRMARY STAFF
New Orleans.

APRIL 11th, 1923.

Dr. C. A. M. Dorrestein:

I wish to present to you tonight two
cases of ruptured hemorrhagic cysts of
the ovary which occurred in my service

in this Institution during the month of
January of this year. These cysts are
not of the type described by Sampson.
Novak classified the ovaricm hema-

tomas under three groups to wliich ac-

cording to Sampson a fourth should be
added.

The groups of Novak are : 1st, follicu-

lar; 2nd, stromal; 3rd, corpus luteum,
and the 4th, of Sampson, comprises
those cysts lined wholly or in part by
endometrial tissue.

The Pathological Department classi-

fied the cysts in these two cases: the
1st, as a corpus luteum cyst, and the
2nd as a follicular cyst.

Both these cysts contained the dark
colored hemorrhagic fluid of the choco-
late syrup type described by Sampson
in his monographs in the Archives of
Surgery of September, 1921, and the
American Journal of Obstetrics and
Gynecology, November, 1922.
The Pathological Department report

does not contain any reference to en-
dometrial tissue or implantation Fallo-

pian Epithelium, so we must conclude
none was found.

These cysts are densely adherent to
the surrounding structures especially
the posterior leaf of the broad ligament,
the intestinal mesentery and the lateral

walls of the uterus.
These adhesions are explained by suc-

cessive ruptures of these cysts and the
irritating effect of the chocolate mate-
rial on the pelvic peritoneum causing
matting together of contiguous peri-
toneal surfaces wherever this fluid
comes into contact with them.

If rupture occurs lacerating a fair
sized vessel in the ovarian substance
the resulting intra-peritoneal hemorr-
hage may be so great as to simulate
ruptured extra-uterine pregnancy with
serious symptoms and even fatal re-

sults unless the abdomen is promptly
opened and bleeding checked. A case
of this kind came under my observation
sometime ago when a young woman
was admitted with a diagnosis of in-

ternal hemorrhage. Upon abdominal
section the peritoneum was found filled

with blood for which no other cause
could be found than a ruptured hema-
toma of the right ovary.
The immediate results of a rupture

of a hemorrhagic cyst are those of an
irritating pelvic peritonitis, viz: pain,

fever, abdominal rigidity and disten-

sion, nausea and vomiting, leucocyto-

sis.

The remote results are those of adhe-
sive inflammation in the pelvis, matting
together of the pelvic contents, dysmen-
orrhea, sterility.

The diagnosis is sometimes quite dif-

ficult especially in virgins. A right

sided rupture presenting very much the
picture of an acute appendicitis. The
nearest I could approximate the true

condition prior to operation in the first

case was by a tentative diagnosis of pel-

vic peritonitis possibly of appendiceal
origin. While it was noted that this

patient had begun to menstruate a day
before the onset of the last attack, this

was thought to be a coincidence.

It is interesting to note that several

of the cases in Sampson’s series had a
diagnosis of chronic appendicitis in

addition to pelvic peritonitis.

Case No. 1—Miss L. L., age 28,

single, native of this city, with unim-
portant family history, had had repeat-

ed attacks of right sided abdominal
pain with constipation. Indiscretions
in diet were followed by pain in right

side of lower abdomen and vomiting.
On December 30th, 1922, patient began
to menstruate and was taken ill again
with vomiting spells, vomiting several

times and not food. Her temperature
ranged from 100-103 with abdominal
rigidity which was very marked over
the lower abdomen. The leukocyte
count on Sunday was 13,000 with 80
per cent polys. The lower abdomen
was rigid and board like. A diagnosis
of pelvic peritonitis was made, possibly

due to appendiceal inflammation. Mon-
day morning her temperature was nor-

mal, but during the day, Monday, she
vomited several times, though on a

water diet. Monday afternoon, at 4 :00

p. m. her temperature was 101 and ris-
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ing, pulse 122 and rising, and there was
an area of intense tenderness over Mc-
Burney’s point and a general tender-

ness over the lower abdomen with sharp

intermittent colics which she described

as gas pains. Removal to the Touro
was decided upon.

Pre-operative diagnosis : Pelvic peri-

tonitis, possibly of appendiceal origin.

Operation: The abdomen was opened
through a right rectus incision and an
enormously distended cecum presented.

The peritoneal coat was very much in-

jected and irritated showing unmistak-
able signs of acute peritonitis. It was
at once seen that, though the appendix
was curled and adherent to the poste-

rior parietal peritoneum, it was not the

cause of the touble. Considerable diffi-

culty was experienced in removing the

appendix. One-half dozen curved
clamps were required for the meso ap-

pendix alone. It was finally ligated, cut

off with cautery and inverted with pur-

sestring. Further exploration then re-

pealed that the trouble must have been
in the lower pelvis as the upper abdomi-
nal contents were normal, and the in-

tensity of the peritoneal injection in-

creased as the search went downward.
A general pelvic peritonitis was evi-

dent as the rectum, uterus and coils of

small intestine were matted together by
plastic exudate. As there was a large

cyst on the left side which could not be
reached except by the finger tips

ithrough a right rectus incision, this

was now closed and a median incision

made with the patient in Trendelen-
burg position. This showed the sig-

moid even more distended than the
i cecum. The cause of the trouble was
found to be a ruptured hemorrhagic
cyst the size of an orange, the contents
of which had spilled and filled the pel-

vic cavity. This was all removed and
the left ovary and left tube removed
and bleeding points ligated. The raw
Surface of the broad ligament, posterior
leaf, where the cyst had been adherent

| was controlled by suture and ligatures.

The right tube was found to be very
much enlarged and injected and was
amputated. The right ovary which did
not appear to have suffered much was
Heft in. A rubber drainage tube, fene-
jstrated, was inserted down to the bot-
tom of the cul-de-sac and brought out
through the anterior abdominal wound.
The midline incision was closed in the

usual manner, excepting that the skin

was closed with interrupted silk worm
gut. Drainage was removed in 48
hours. Post operative recovery un-

eventful.

Report of the Pathological Labora-
tory: Right tube about 8 cm. in length,

irregular in shape, about 1 cm. in

diameter at the thickest portion, dark
red color with many tags of adherent
tissue. In one tube these is a mass
about the size of a small walnut which
is irregular in shape, firm in consist-

ency, dark red color, shows marked con-

gestion of vessels. This mass appar-

ently ovarian tissue consisting of two
small cystic areas which are filled with

blood clot, and of a grayish dark red

color, firm in consistency and has a few
areas which are hard and nodular.

Upon sectioning the tube, the lumen of

the tube yields a small amount of

bloody material and the walls are some-

what thickened and congested. There is

also present a piece of tissue which has

been sectioned and apparently a cyst.

The inner wall is smooth,
_

glistening

and shows marked congestion of ves-

sels. There are also present a few
pieces of tissue of a dark brown and
mottled in appearance. Not very firm

in consistency and upon section shows
nothing characteristic.

Left ovary and tube held together by
many adhesions. The left measures 8

cm. in length, is for the most part small

and shows evidence of much congestion.

The fimbriated end is closed. The
ovary which was apparently cystic has

been opened. Outer surface is pale and
white in some areas while others are

dark and mottled. The inner surface

of the organ which has been opened is

very rough and granular, shows mark-
ed congestion of vessels. There are a

few blackish areas disseminated

throughout the entire inner surface.

These areas are not definitely outlined.

Upon section, the cystic areas yield a

small amount of clear fluid while the

wall of the cystic tissue is very rough
and leathery in appearance. There is

some evidence of congestion in the

walls.

Appendix: 7 cm in length, dark red

color, somewhat flaccid. Upon section

shows the lumen yields a bloody exuda-
tive material among which are small

fecoiiths. Walls and mucosa are mark-
edly congested and thickened.
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Diagnosis:

Sub-acute appendicitis, Sub-acute-
salpingitis. Cystic Ovary (Follicular)

Case 2—Miss D. D., age 23, native of
this city, had been complaining over a
year with constant pains in the right
side and dysmenorrhea. Appetite good.
No digestive disturbances. Bowels con-
stipated.

Nocturia for last two weeks. No fre-

quency or urgency. No burning. No
cardiac or respiratory symptoms.

She had retired and was asleep when
awakened by violent pains and nausea.

She had also had a chill and vomited
several times, was given an opiate and
has had no pain since. Abdomen is ten-

der and rigid.

A diagnosis of ruptured hemorrhagic
cyst on the right side was made and
patient removed to Touro.

Operation-Midline incision. The par-

ietal peritoneum was very dark as if

the abdomen contained free blood. This
however, was not found to be correct,

but the coloring was due to the absorb-
tion by the omentum of the coloring

matter contained in the ruptured cyst

contents. In Trendelenberg position,

all adhesions in the pelvis, which were
numerous, were loosened and a right
salpingo-oophorectomy done. The left

tube and ovary were loosened up as
they appeared to be only suffering from
irritating contents in the pelvis. After
securing 2 or 3 points in the broad liga-

ments by ligature, all oozing was prac-
tically checked. The appendix was re-

moved. A rubber dam drain was in-

troduced.

Laboratory Findings:

Appendix 7 cm. in length, dark red
color, very granular and rough shows
marked congestion of all vessels. Upon
section the lumen is found to contain a

large amount of bloody exudative ma-
terial among which are small fecoliths.

Walls and mucosa are markedly con-

gested and thickened. Ovary and tube

held together by many adhesions. The
tube measured 8 cm. in length, is for

the most part small and shows evidence
of much congestion. The fimbriated
end is closed. The ovary which was ap-

parently cystic has been opened. Outer

surface pale and white, in some areas
while others are dark and mottled. The !

inner surface of the organ which has
been opened is very rough and granular, .

shows marked congestion of vessels.

There are a few blackish areas dissem-
inated throughout the entire inner sur-

face. These areas are not definitely

outlined. Upon section the cystic areas
yield a small amount of clear fluid

while the wall of the cystic tissue is i

very tough and leathery
,
in appearance.

There is some evidence of congestion in

the walls.

Diagnosis: Acute and chronic sal-

pingitis and peri-salpingitis, organizing
blood clot in ovary. Hemorrhagic cor-

pus luteum of left ovary (ruptured).

Dr. Dorrestein (closing): These cases
were presented this evening first of all

as interesting from a standpoint of dif-

ferential diagnosis between the acute
conditions in the female pelvis. Both
cases presented alarming symptoms and
had to be promptly decided as to what

'

course of action had to be pursued. As 1

stated, neither one of these cases while
they were perforated hemorrhagic cysts,

were of the Sampson type. Sampson
himself recognized the occurence of

other hematomas or hemorrhagic cysts

of the ovary perforating occasionally,

for while in his paper in the Archives
of Surgery he used the term “perforat-
ing hemorrhagic cysts of the ovary” he
writes in his monograph in the Ameri-
con Journal of Obstetrics and Gyneco-
logy as follows : I have discarded the

,

terms “perforated hemorrhagic cysts!

as applied to this condition because per-

forations may occur in other varieties
of ovarian hematomas. I now refer to

them as hematomas or hemorrhagic
cysts of endometrial type.

These two cases show that perfora-
tions do occur in other ovarian hema-
tomas as one was of the follicular type
and the other of the corpus luteum type.

Both these patients were under thirty
and single girls. Both these cysts were
unilateral (one left sided and the other
right sided) while Sampson states that
the cysts described by him were nearly
always bilateral and occurred almost
exclusively in women about thirty years
of age.



NEWS AND COMMENT

Among those attending the A. M. A.
Convention at San Francisco, from
muisiana

:

Dr. Walter Brent.
Dr. Willis P. Butler.

Dr. W. F. Convillion.

Dr. G. R. De Laureal.
Dr. Oscar Dowling.
Dr. Charles R. Gowen.
Dr. G. M. G. Stafford.

<Tom New Orleans

:

Dr. P. Graffagnino.
Dr. Lucien Ledoux.
Dr. William H. Block.
Dr. Marcus Feingold.
Dr. L. A. Fortier.
Dr. B. C. Fry.
Dr. Ameclee Granger.
Dr. Edmund Leckert.
Dr. Urban Maes.
Dr. Leonard C. Scott.

Dr. William H. Seemann.
Dr. Sidney K. Simon.
Dr. S. M. Blackshear.
Dr. T. J. Dimitry.
Dr. C. V. Unsworth.

Dr. Ameclee Granger, New Orleans,
md Dr. Charles R. Gowan, Shreveport
’eceived favorable mention for their
scientific Exhibit.

Dr. Urban Maes, New Orleans was
ippointed one of the three judges of
he Scientific Exhibit. •

Dr. W. H. Block and Dr. W. H. See-
nann, delegates of the Louisiana State
Medical Society, took an active part in
-he deliberations of the House of Dele-
gates and served on several important
committees.

Dr. Urban Maes, Secretary of the
Section on Surgery, was elected Chair-
man of this Section.

Dr. Sidney K. Simon, Secretary of the
section on Gastro-Enterology was re-
jected Secretary of this Section.

Dr. Oscar Dowling, New Orleans,
Chairman of the Board of Trustees, will
continue to serve in this capacity.

A total of twenty-four members of
the State Society attended the conven-
tion.
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We regret to learn at this writing
that Dr. W. T. Patton, New Orleans,
is seriously ill.

Dr. Lionel Bienvenu, Tulane 1920,
Charity Hospital 1922, has removed to
Opelousas, Louisiana.

The following New Orleans doctors
have returned from their vacation

:

Dr. L. Fortier.
Dr. T. J. Dimitry.
Dr. C. V. Unsworth.
Dr. S. M. Blackshear.
Dr. L. A. Dedoux.
Dr. D. N. Silverman.
Dr. Etta McCormick.

The regular meeting of the Jeffer-
son Davis Medical Society was held in
Welsh, La., July 31st, at 7 p. m. An in-
teresting paper on “Ileo-Colitis” was
read by Dr. Kreeger of Lake Charles.

After the business and scientific meet
ing, the visiting Doctors, their wives,
and the members of the society were en-
tertained at a luncheon by the Doctors
of Welsh at the residence of Dr. R. R.
Arceneaux.

On Tuesday, July 2nd, at Natchito-
ches, the Eighth Congressional District
Medical Society was organized. Dr. S.
J. Couvillon, Moreauville, La., Councilor
for the District was present for the pur-
pose. The following officers were
elected: Dr. Carson R. Reed, Natchito-
ches, President; Dr. Kirby A. Roy,
Mansura, Vice President; Dr. M. H.
Foster, Alexandria, Secretary-Treas-
uier. Dr. W. W. Knipmeyer, Secretary
of the Natchitoches Parish Society,
served as Secretary-Treasurer pro tem-
and some fifteen paid up memberships
were promptly recorded. Alexandria
was selected as the next meeting place
and the third Monday in August—be-
ing the 20th day of that month—was
the date, to be held at the Baptist Hos-
pital at 7 :30 p. m. There will be a for-
mal program and refreshments. There
has been a sustained demand for the
district organization thruout the par-

of Avoyelles
- Rapides and Natchi-

toches for some time and it is hoped
that physicians, from all parts of the
district will be interested and that they
will attend the August Meeting.
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“INSULIN.”

Touro Infirmary, New Orleans, is one
of the twelve hospitals in the United
States among which has been dis-

tributed a recent gift from Mr. John D.
Rockefeller, Jr., of $150,000.00 for the
purpose of extending the knowledge of

Insulin and of increasing the hospital
facilities for the treatment of patients
with Insulin. Of this fund Touro’s
share is $10,000.00 This amount is to

be expended in such a length of time as

is thought expedient by the recipient.

The gift was made to Touro through
Dr. C. C. Bass and the disbursement
has been placed in the hands of a com-
mittee consisting of Dr. C. C. Bass,
chairman; Dr. John D. Spelman, Super-
intendant of the Touro Infirmary, Sec-

retary; Mr. Sim Weis, representing the
Board of Trustees of the Touro Infirm-
ary, and Dr. I. I. Lemann. In pursuance
of the conditions of the gift a limited

number of beds have been set aside for

the reception of patients to be treated

with Insulin. Necessarily these cases

must be restricted to include only severe
diabetics and with complications or
diabetes in the young .

Before any patient is accepted for ad-

mission details must be sent as to the

age and type of case and economic con-

ditions of the patient. The Touro In-

firmary cannot assume responsibilities

for patients sent there without previous
authorization.

Instruction for all doctors of this sec-

tion of the country is provided free of

all cost to them, and they are invited to

come at any time and stay as long ai

they please, but it is considered that a

week is the minimum time which should
be divided to the purpose.

In addition to the in-door service, an
out-door free clinic has been established

to care for ambulatory cases.

Insulin is not to be sent either for pay
or gratis to patients outside of the hos-

pital or its clinic. Insulin will be fur-

nished to patients under treatment for

a limited period only when they are un-
able to pay for it.

A1 inquiries should be directed to Dr.
Lemann, Director of Diabetic Clinic,

Touro Infirmary.

New Orleans, La., June 28, 1923.

The semi-annual examination of the

Louisiana Nurses Board of Examiners

was held in New Orleans and Shreve-
port, June 18th and 19th. Fifty-one
applicants qualified as registered
nurses.

The successful applicants are

:

Misses Leona Anclin, Grace Bateman,
Lucy Bryant, Catherine P. Carroll, Mrs.
Phronia Carroll, Katherine Angeline
Cleve, Bunnie Cooper, Madge Littleton

Elliott, Mary Louise Ferrand, Eva
Fletcher, Emma Floegel, Jeannette
Margaret Fontan, Mrs. Gaynell McLel-
lan Ford, Ethel B. Galloway, Francis
Marguerite Gilmore, Minnie Elizabeth
Gilmore, Angeline Rose Glaudi, Lela
Hamiter, Mrs. Rose Belle Hodson,
Camille A. Hyland, Sadie Johnson, Mrs.
Viola M. Cancienne Key, Louise L. Lan-
dry, Agnes Hazel Lestage, Mrs. Anna E.

Levine, Mrs. Helen Nason Lewis, Sadye
Dorothy Lippman, Lillian Lee Lovejoy,
Lilia McMillan, Mrs. Alma Sinclair

Moak, Mrs. Jane Ory, Mary Ella Poe,

Pearl Adeline Rook, Sister Calista,

Sister Valeria Adelaide Kearney, Mrs.
Laura Kee Slaughter, Ida Helen Smith,
Rubie Smith, Nettie Clara Snyder, Min-
nie Louise Tolbert, Blanche Isabell

Toups, Elizabeth M. Ummer, Mrs. Jesse

E. Ward, Henrietta Warner, Mrs. Ethel

M. Camp Yeates, Lois Marjorie Zear,

E. Abercrombie Austin, Gertrude Nora-
lie Baptiste, Thelma Athernears Scott,

Verter Marea Siggers, Nanie Tarnsie
Zeigler.

The Louisiana Nurses Board of Ex-
aminers is composed of the following

doctors: John T. Crebbin, president;

Joseph S. Hebert, secretary-treasurer;

George S. Brown, New Orleans; Fred
J. Frater, Shreveport; Robert W. Faulk,

Monroe.
MEDICAL NEWS.

On May 15th, 1923, one of the most
interested and well-attended meet-

ings of the Fourth District Medical
Society was held at Shreveport Charity
Hospital. Between 65 and 75 of the

most prominent physicians of North
Louisiana attended this meeting.
The following was the program for

the occasion:

2:00 p. m.—Call to order by the Presi-

dent, Dr. J. G. Yearwood.
Invocation—Rev. W. W. Holmes.
Words of Welcome—B. F. Roberts, City

Attorney; Dr. L. H. Pirkle, Presi-

dent, Shreveport Medical Society.
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SCIENTIFIC PROGRAMME.

1. Some Observations in the Practice

of Children’s Diseases; Dr. R. T.

Lucas, Shreveport, La.

2. Report of Some Interesting and Un-
usual Cases; Dr. B. C. Garrett,
Shreveport, La.

3. The Safest Procedure in the Re-
moval of Prostate Gland; Dr. Bar-
ron Johns, Shreveport, La.

4. A Discussion of the Treatment of

Diabetes Mellitus with Insulin; Dr.
J. E. Knighton, Shreveport, La.

5. Some Observations On Venereal
Statistics in Louisiana

;
Dr. Leonard

C. Scott, A. A. Surgeon, U. S. P. H.
S., New Orleans, La.

6. Vital Statistics From the Practi-
tioner’s Standpoint ;

Dr. J. Geo.
Dempsey, State Registrar, New Or-
leans, La.

7. Scientific Exhibits; Dr. Chas. R.
Gowen, Shreveport, La.
Announcements by the Secretary.
Adjournment.

EVENING SESSION.

7 :30 p. m.—Dinner.
1. Clinics-Pathological and X-Ray

Demonstrations; Hospital Staff.

2. Our District Medical Society; Dr.
A.A. Herold, District Councilor,
Shreveport, La.

Adjournment.

FOURTH CONGRESSIONAL DISTRICT.
On Tuesday evening, August 7th.,

the Shreveport Medical Society held
their annual social session; this year,
it was set upon the Youree Hotel roof.
The affair was well planned, with an
excellent menu, music and dancing and
reflected creditably upon the chairman
of the committee, Dr. E. L. Sanderson.
Most of the members of the society

were present, with their ladies and
other guests. The feature of the even-
ing, however, was the presence of our
State society president, Dr. Lester J.
Williams, who journeyed all the way
from Baton Rouge for the occasion. The
speech making was very brief, being
confined to President L. H. Pirkle of
the local society, President Williams
and Dr. Oscar Dowling.

These affairs are always highly en-
joyable, especially as they displace the
scientific meeting in the hottest month
of the year.

Among the forthcoming important
meetings of special societies is the an-
nual convention of the American Roent-
gen Ray Society. This is to be held in
Chicago with headquarters at the Con-
gress Hotel, the time of the meeting
being from Sept. 18th to 21st. A num-
ber of eminent foreign contributors
will appear on the program, and the
announcements indicate that treatment
by high voltage x-ray will have a promi-
nent place on the program.

REMOVALS—Dr. George A. Mayer,
from 1109 Maison Blanche Building, to
811 Whitney Building.
DIED—During July, Dr. E. S. Barry,

of Grand Coteau, La., aged 77 years.

STATISTICAL DATA FOR THE MONTH OF
JUNE 1923, OBTAINED FROM THE
RECORDS OF THE CITY BOARD

OF HEALTH.

Births: Male, white, 259; female, white,
227; by physicians, 415; male, colored, 114;
Female, colored, 110; by midwives, 295.

Total, 710.
Stillbirths, 48.
Cases White Colored

Diphtheria 1 0
Typhoid 1 1
Malaria 0 0
Scarlet Fever 0 0
Whooping Cough 5 1
Influenza 4 1
Measles 19 1
C. S. Meningitis 1 0
Tuberculosis 32 28

Deaths White Colored
Cancer 27 9
Apoplexy 31 8
Endocarditis and Myocardi-

tis 5 2
Angina Pectoris 7 1
Other Circulatory Diseases. . 50 36
Bronchopneumonia 6 12
Lobar Pneumonia 3 5
Other respiratory diseases. . 1
Diarrhoea and Enteritis.... 12 15
Appendicitis 7 1
Other Digestive 7 6
Acute Nephritis 2 2
Chronic Nephritis 19 19
All other Genito-Urinary

Diseases 4 10
Puerperal State 4 4
Malformations 3 3
External Causes 28 17

Death rate per 1,000 per annum for the
month; non-residents excluded:
White 12.81 11.56
Colored 23.45 19.42

Total 15.68 13.68
Deaths from premature births, violence,

etc., are not excluded.
EMILE LOUIS,

Statistician, City Board of Health.



BRINGING THE X'RAYS TO THE PATIENT

AFEW YEARS AGO the best mobile

,

X-Ray Unit was owned by the U.S.
Army. Theequipmentcomprisedamotor
truck on which a Delco generator and
Victor X-Ray Unit with current con-
trolling devices were mounted.

From this has evolved the Victor
Stabilized Mobile X-Ray Unit of the
present, the highest perfection yet at-

tained in apparatus of this type.

It was Victor research and develop-
ment work that made this astonishing
result possible— research which culmi-
nated in the self-rectifying “Radiator”
Type Coolidge Tube. The X-rays are
now easily brought to the bedside of the
patient too weak to be moved to the
X-ray room.

This Victor Mobile Unit is more effi-

cient than even the larger and heavier

apparatus of ten years ago. Its milliam-
perage is 30,which is a gauge of its powers.
Moreover, it is provided with the Victor-
Kearsley Stabilizer which insures uni-
formly good results in spite of current
fluctuations in the line. Only Victor
Mobile X-Ray Units are thus equipped.

A circuit breaker also incorporated in

this unit guards against damage to the
X-ray tube and apparatus, by automat-
ically shutting off the current from the
supply line in case of “over-load,” i. e.,

current beyond the capacity of the tube,
or in case of short circuit or ground.
Obviously, this same device becomes
important from the standpoint of safety

to both operator and patient.

This Mobile Unit has been designed to

meet every requirement for practical

radiographic and fluoroscopic diagnosis.

cAn exhaustive descriptive circular will be sent on request

VICTOR X-RAY CORPORATION, Jackson Blvd. at Robey St., Chicago, III.

Territorial Sales and Service Stations

New Orleans: 820 Baronne Street
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New Orleans Medical
and

Surgical Journal

Vol. 76 OCTOBER, 1923 No. 4

THE DIAGNOSIS AND TREATMENT OF

TUMORS OF THE SPINAL CORD, IN-

VOLVING THE CONUS AND
CAUDA EQUINA.

WILLIAM O. OTT, M. D., and A. W. ADSON, M. D.

Section on Neurologic Surgery. Mayo Clinic,

Rochester, Minnesota.

The first tumor of the cauda equina

was reported by Lachmann in 1882,

when he described a glioma arising

from the filum terminale found at post-

mortem. Sir Victor Horsley success-

fully removed the first spinal cord

tumor in 1887. Lacquer is credited by

Schmoll with having removed the first

tumor of the cauda equina in 1891, the

patient recovering completely. Since

then, many tumors in this region have

been recognized, and removed surgi-

cally. Steinke, in 1918, reported thirty

cases of caudal tumor in a series of 330

collected cases of tumor of the spinal

cord. From 1910 to April 1, 1923, 112

verified tumors of the spinal cord have

been operated on at the Mayo Clinic,

and twenty-three (20 per cent) of these

involved the cauda equina.

We shall discuss here twelve cases of

tumor involving the conus and cauda

equina, operated on at the Mayo Clinic

since November 1, 1921. These cases

are not considered with cases of spinal

cord tumors in general, because of the

difference in symptoms and surgical

*Read before the Louisiana State Medical Society, New

Orleans, April 25, 1923.

management, and the difficulty of exact

localization.

Symptoms and Diagnosis.

The chief symptom is somewhat char-

acteristic pain, usually of long duration.

In the twelve cases the shortest dura-

tion of symptoms was one year, and the

longest, twenty years ;
the average

being six and one-tenth years. The ini-

tial symptom is generally root pains,

and these were present in all of the

twelve cases. The pains usually begin

as a lumbago or backache, radiating

to the sacrum, hip, and sacro-iliac re-

gion, and later, down one or both sci-

atic nerves, so that quite a large per-

cent of these patients had been treated

for sciatica. However, the pain differs

from that of sciatica in one important

respect
;
it occurs when the patients are

lying down, and they often obtain rest

at night by sitting in a chair bending

forward, or resting the body on a table,

or on the edge of the bed. All of the

twelve patients had root pains, which is

a higher incidence than with cord tu-

mors at various levels : in only 64 per

cent of the eight-five cases previously

reported was there a history of root

pains. 1 With the pain, if the condition

has been present long enough, there will

be a slight loss of bladder and rectal

control in some cases ;
in others, weak-

ness in one or both of the lower extremi-

ties, and in some, a very marked flacoid

paralysis of the lower extremities, with

loss of control of the bladder and bowel.

The neurologic findings in this group
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of cases are notable for their meager-
ness except for the conus lesions. In
the early cases, and even in certain long-
standing ones, there were few positive
neurologic findings. In ten of the
twelve cases, there was some degree of
anesthesia, varying from a slight loss

of tactile and pain sensibility around
the rectum (Fig. 1), perineum, or pos-
terior surface of the thigh, to marked
anesthesia, typical of complete conus
and caudal lesions (Fig. 2). in five of
the cases, there was slight loss of blad-
der and bowel control, and in five,

slight flaccid paralysis of the lower ex-
tremities. The Achilles reflex was re-
duced or absent in seven

;
in five, it was

normal or exaggerated. The patellar
reflex was normal or exaggerated in
seven, and reduced or absent in five.
There was tenderness over the vertebra
at the level of the lesion in seven. In-
formation obtained by lumbar puncture
is especially instructive in this type of
case. In six of the twelve, there was
either a dry tap or xanthochromia, and
in nine, a positive None.

The diagnosis in this type of tumors
is often difficult, and at times, in the

early cases, a definite diagnosis is im-

possible. Many of the patients have
been treated for sciatica for months or
years. There are certain outstanding
features, however, which always sug-
gest the presence of tumor; pain, often
originating as a lumbago, later radiat-
ing to the sacrum, and with sciatic dis-
tribution, often bilateral, with intervals
between attacks

, but recurring and
growing progressively worse, and par-
ticularly the characteristic night pains,
or pains exaggerated by the reclining
position. If there is also slight anes-
thesia around the rectum, or slight loss
of bladder and bowel control, or defi-
nite paralysis, usually first affecting
the peroneal group of muscles, the
diagnosis is of a cord tumor is justi-
fiable. Slight anesthesia around the
rectum and perineum is especially to be
looked for, and a careful investigation
should be made of a slight loss of
sphincter control, as this often appears
before muscular paralysis. A lumbar
puncture will often determine the diag-
nosis by revealing a dry tap, although
the canal has been entered, or a golden
yellow fluid, or a fluid containing a

large amount of protein without pleocy-
tosis.

After a positive or probable diagno-
sis of tumor has been made, the level
of the tumor must be considered. The
method of differentiation of caudal and
of conus lesions, as outlined by Muller,
is not usually of much practical value
in determining the exact level of the
tumor, as the findings do not correspond
to a complete lesion at any level. Early
in these cases, when operation should
be performed, it is often impossible to
determine the exact level of a tumor,
except to decide that it is either at the
conus, or involves the cauda equina
lower down. For this reason it is usu-
ally necessary first to explore the region
of the conus, and then to continue down-
ward until the tumor is located.

There are several conditions from
which tumors involving the cauda
equina must be distinguished. Sciatica,
which is most often confused with
these tumors, is notable for the absence
of positive neurologic findings,
although the Achilles reflex is absent or
reduced in 50 per cent of the cases.
The history is usually short, not pro-
gressive, with an acute onset and
gradual improvement; the spinal fluid
is negative, and there is no anesthesia
or motor paralysis. Early in cases of
spinal cord tumors, it is not always pos-
sible to differentiate sciatica and tumors
involving the conus and cauda equina.
Pelvic tumors, especially anterior sac-
ral tumors, or Middledorph tumors, are
particularly likely to be taken for cau-
dal tumors. In the last three years we
have performed exploratory laminec-
tomy in two cases for supposed tumors
of the cauda equina, and later learned
that the symptoms were due to anterior
sacral tumors. The symptoms are often
identical to those of caudal tumor, and
unless the tumor can be palpated by
rectum or vagina, a differential diagno-
sis is extremely difficult. Tumors and
inflammations of the vertebra may pro-
duce the same symptoms as those of the
cauda equina; they can usually be dis-

tinguished by palpation and the roent-
gen-ray findings. Myelodysplasia, first

described by Fuchs, may present diffi-

culties in differentiation, but if the out-
standing features of this condition, as
outlined by Spiller, are kept in mind, it

can be recognized. These features are



Fig. 1. Slight loss of tactile and pain sense about
the rectum. Tumor was an ependymal cell glioma arising
from the filum terminale situated at the level of the third
lumbar vertebra.

Fig. 2.—Anesthesia resulting from a tumor involving
the conus.



Fig. 3. Neurofibroma at the level of

the second lumbar vertebra.

Fig. 4.—Large ependymal
cell glioma arising from fil-

um terminale just below the
conus, with an arachnoid
cyst above.

T'lfhfir

bth

Fig. 5. Fibrochondroma
of intravertebral disc be

tween the fourth and fifth

lumbar vertebrae.
Fig. 6. Same as Figure 4. Schema-

tic section showing relation of tumor.
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weakness of the sphincters and noctur-
nal enuresis persisting after puberty,
syndactylism between the second and
third toes, disturbances of sensation,
chiefly of temperature sense, not strict-

ly radicular in type, and more espe-
cially on the toes than on the foot, de-

fect of sacral canal as shown by x-ray,
abnormaities in the reflexes, defects in

domen and lower extremities, defects in

the feet, and other anamolies, such as
hypertrichosis of the sacral region,
lipoma in the coccygeal region, fovea
coccygea, and so forth. Tabes dorsalis
involving the cauda equina must also be
considered, but this can be excluded by
other signs of syphilis of the central
nervous system.

Pathology.

Tumors found in this region of the

spinal canal originate from the same
tissues as they do higher up in the cord,

and may be endothelioma, neurofi-

broma, glioma, and so forth. Of the
twelve cases reported, five were neuro-
fibromas (Fig. 3) ; two were apendy-
mal cell gliomas, originating from the
filum terminale (Fig. 4) ;

two were
fibrochondromas, originating from the
intervertebral discs between- the fourth
and fifth lumber, and fifth lumbar and
first sacral vertebrae, respectively

(Figs. 5 and 6) ; one was an endothe-
lioma; one, a cyst, probably resulting

from a degenerating glioma of the filum
terminale, and in one case there was an
intramedullary tumor of the conus; a
specimen was not removed for diagno-
sis.

Surgical Results.

Tumors were removed in eleven of

the twelve cases. While sufficient time
has not elapsed to learn the final results

in certain cases, the living patients have
all been traced, and the results, so far
as can now be determined, may be sum-
marized as follows : One patient had an
inoperable intramedullary glioma of the
conus, and is helpless; one, who had a
neurofibroma at the level of the second
lumbar vertebra, which was removed,
died from shock thirty-six hours after
the operation; three had slight paraly-
sis, but these are all improving, and
seven are cured and are following their
usual occupations.

The mortality rate in cases of this
type has always been considered high.
It was 46 per cent in thirty cases of
caudal tumor collected by Steinke. In
a series of sixty-seven cases of cord
tumors, reported by Elsberg, in which
operation was performed, eleven were
of the conus and cauda; two of the
eleven patients died following opera-
tion. In our series, the mortality rate is

9 per cent. We believe that three fac-
tors have contributed to lower our mor-
tality rate: (1) earlier recognition of
the condition, and hence earlier opera-
tion; (2) perivertebral anesthesia,
which reduces bleeding and shock, and
(3) dividing the operation into two
stages in certain cases in which pro-
longed and extensive operation was
necessary.
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DISCUSSION.

Dr. C. S. Holbrook (New Orleans): I am
sorry Doctor Parham is not here to discuss

this paper, because he operated for us a low-

grade tumor a year or so ago. The symp-

toms were very much those that have been

described, although the location was not quite

an equina tumor. The pain had been present

for six or eight months and various diagnoses

had been made. Finally the surgeon sus-

pected the true condition and referred it to

Doctor Van Wart for localization. The

tumor was anucleated and the man made an

excellent recovery as far as the operation was
concerned, and now drives an automobile.

Since then I have seen a lower tumor,

down around the second dorsal. This, case

had unfortunately been diagnosed sciatica

for nine or ten months. The diagnosis was
not at all tentative because there was marked
paralysis, marked anaesthesia. Operation by
Doctor Allen revealed a cyst. Punc-

turing the cyst the fluid escaped with quite a

gush, and after a tedious convalescence the

patient is free from pain, except that, due to

destruction of the cord, there is a certain

amount of anaesthesia which will not be over-

come. The patient is able to be about on

crutches. The most striking thing was the

length of time that he had gone along with

a diagnosis of tsciatica when examination

showed that this should have been ruled out

many months earlier.

I think we all feel very grateful for hav-

ing Doctor Ott here, and to realize that in his

early days he spent considerable time in New
Orleans. He was interne in the Charity Hos-

pital and from there went to the Mayo Clinic,

where he has been for seven years. It has

been a great pleasure to hear his excellent

paper.

Dr. L. L. Cazenavette (New Orleans): The
subject presented by Doctor Ott is one that

naturally interests those of us who are doing

neurological work. I believe that one point

should be stressed, merely to emphasize again

the point brought out by Doctor Ott, and a

point that will be appreciated by most of us

here. The most difficult point in these cases

naturally is to make the diagnosis of the

tumor cauda equina, and the first symptom
that usually presents itself, as Doctor Ott has

brought out, is the existence of pain. I feel

that many of these cases that might be passed

upon as sciatica or lumbro-sacro neuralgia

leave our hands when possibly by further ob-

servation we might find more cases of tumor
affecting that part of the nervous system than

we would otherwise. In other words, I feel

that if a case has persistent pain, especially

of that character known as sciatica, they

should have something else done besides hav-

ing the teeth and gall bladder removed. I

feel these cases should go to those who really

do neurological examinations to determine
the existence of any other symptoms that

would be found in an affection of the lower

part of the spinal cord or the cauda equina.

Dr. W. O. Ott (closing): I have nothing

further to add, but I would like to stress the

importance of doing lumbar puncture in any
case where you feel the pain might possibly

come from a cord tumor, because in a con-

siderable number of cases, especially in those

that are early, operation should be done at

once if you are going to get results. If you
wait until the leg is paralyzed you increase

your risk. If you do a lumbar puncture it

will in many cases determine the diagnosis.

If you get a dry tap the experienced man
will go higher and go lower. If the tumor is

blocking the fluid, the fluid that comes from
below will be yellow. That will determine
your diagnosis.

RENAL LESIONS DUE TO URETERAL
OBSTRUCTIONS OTHER THAN

CALCULUS."

By H. W. E. WALTHER, M. D., A. C. S.

New Orleans.

Obstructions in the ureter, with the

resultant renal lesions they produce,

furnish one of the most interesting

chapters in urology. These impedi-

ments are either congenital or acquired

and are dependent on intrinsic or ex-

trinsic influences. Of the many fac-

tors, other than stone, that one must
consider as retarding the free flow of

urine from the kidney pelvis to the

bladder, kink in a ureter (due to renal

mobility, supernumerary blood-vessels,

etc.), stricture, blood-clot, tumor, press-

ure from without (as in the case of the

pregnant uterus), these are all factors

commonly met with that produce ob-

struction.

Ureteral retention is, at times, found

in so slight a degree as to cause but

little urinary stasis. In some instances

it is of an intermittent variety (as with

the wandering kidney). And yet though

slight and of intermittent character the

condition may produce congestion of

the kidney to such a degree as to occa-

sion an infection from the circulating

bacteria that might otherwise do no

harm. For it is by a “congestive reac-

tion” to back pressure in the urinary

tract that retention (or stasis) ulti-

mately damages kidneys.

For too long a time it has been the

custom to group cases of this type

purely from the standpoint of end-

pathology resulting after years of pro-

gression of the lesion in question. Crab-

tree, in a recent contribution, dealing

with the nature and significance of

renal stasis, attempts, after painstak-

ing clinical investigation, to classify

these cases physiologically. His postu-

*Read before the Orleans Parish Medical Society,

Sept. 10th, 1923.
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lates can only be briefly reviewed here.

He speaks of: (I) acute stasis—which
is met with in accidental ligation of a

ureter, plugging of the ureter and renal

pelvis by blood-clot, swelling of the ure-

teral mucosa (particularly at the ure-

tero-pelvic juncture)
;

(II) subacute
stasis—of weeks’ or months’ duration,

the outstanding class of cases in this

group being the back pressure kidney
associated with pregnancy; (III) inter-

mittent stasis—the floating kidney
group—where aberrant vessels and ad-

hesive bands may influence the degree
of pelvic stasis produced by renal mo-
bility; and, (IV) relative obstruction

—

where one encounters pelvic dilatation

without any apparent ureteral obstruc-

tion—usually this type is classed as con-

genital. Crabtree contrasts stasis

against hydronephrosis and believes that

the future will demonstrate that it is

possible to recognize the “condition”
without waiting for the “result.”

Hill considers obstruction of the ure-

ter the most frequent predisposing
cause of the localization of bacteria in

the pelvis of the kidney. He studied a
series of cases in which appendectomy
was to be done. The urines of 34 per
cent of cases which were sterile before
the appendix was removed produced
cultures of B. coli within a few days
after operation. Repeated cultures as
controls on nonoperated cases produced
no positive cultures. Stasis in some
form was demonstrable in every in-

stance where infection occurred.
Hunner contends that ureteral stric-

ture is an important etiologic factor in

the production of so-called essential

hematuria. This matter deserves care-

ful study. If there be any logic to this

new theory as regards the causation of

renal hemorrhage of unrecognizable
origin, it behooves us to more assidu-
ously investigate these cases in the
future. Having had recently an unex-
plainable death following nephrectomy
for intractable bleeding, and receiving
later an autopsy report describing a
marked ureteral stricture with ureteral

dilatation above on the affected side, I

am of an open mind on this most puz-
zling condition.

Although it may frequently be impos-
sible to draw fixed lines between the
various renal lesions (for one condition
may blend into another almost imper-

ceptibly) yet obstruction in some form
is unquestionably the main causative
factor in the production of most infec-

tions of the kidney. Repeated animal
experimentation has shown decisively
the bearing of obstruction to these
pathologic states. Pyelonephritis,

pyonephrosis and hydronephrosis have
commonly this factor as a basis of
being. And stasis may play a part in
producing, or at least intensifying, per-
inephritic lesions.

All these conditions have, more or
less, a common symptomatology. Fre-
quency of urination and burning during
the act—with or without an increase in

the normal output of urine; fever

—

either of a continuous or intermittent
type, with or without rigors; palpable
kidney—which may elicit tenderness on
deep pressure and is not infrequently
above normal size

;
and, leucocytosis

—

of twenty thousand or over, depending
on acuteness or chronicity of case as
well as type of lesion existent. With
many patients, particularly those with
long-standing conditions, concurrent
symptoms noted are evaluated accord-
ingly. Hypochrondria ; loss of appetite,

with loss of weight
;
indigestion, nausea,,

vomiting, intestinal upset; headaches;.

—these are but some of the symptoms,
complained of.

The most interesting phase of the
subject is that dealing with the means
by which a correct diagnosis can be
made. The methods employed must ful-

fill two main prerequisites namely: (I)

they must be non-injurious to the
patient as well, as to the pathological
condition he is supposed to harbor ; and
(II) they must be so conclusive in re-

sults obtained as to leave little room for
doubt.

This brings one almost abruptly to

cystoscopy. I say abruptly because I

consider it unnecessary to unduly accen-
tuate the value which obviously must be
placed at all times on a carefully com-
piled case-history, a painstaking physi-
cal examination which leaves nothing
to the imagination, and a most careful
urinalysis (not ignoring the importance
of collecting the urine in a proper man-
ner).
The indispensableness of the cysto-

scope and the ureteral catheter in diag-

nosing diseases of the kidney is estab-

lished. It only remains to enumerate
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briefly just what aid these instruments
are to us here. No observer contends
that ureteric meatoscopy, in itself, re-
veals obstructions higher up. Studying
the ostia for the character of efflux
might sometimes be of value, particu-
larly after an intravenous injection of
indigocarmine. Yet the only possible
picture that might be associated with
ureteral obstruction would be prolapse
of the ureter—and even such an as-
sumption might rightly be challenged.
The ureteral catheter is truly our most
faithful ally. Not only are obstructions
in the ureter recognized by the at-

tempted upward excursion of the
eatherer, but should there be found
urinary stasis in either ureter or kid-
ney pelvis, this instrument, serving as
intermediary to dilated pocket and as-
pirating syringe, will give us the con-
tent of such a cavity. Where wax bulbs
or acorn-tipped bougies are passed,
ureteral strictures can be detected.

Urography, the term now used for
outlining the urinary tract on the x-ray
film, has been of the greatest value in

demonstrating graphically the various
types of renal lesions under discussion.

Braasch, in 1915, published a mono-
graph on this phase containing 296
pyelograms made of eighteen different

pathological lesions in the kidney and
ureter. The majority of his illustra-

tions deal with conditions primarily due
to obstructive factors. Much has been
written relative to the dangers accom-
panying pyelography. After a wide
experience in the technique, beginning
in 1912, at which time I made the first

pyelogram attempted at Charity Hos-
pital, I have followed the work through
a large array of opaque media advo-

cated, until today we have, in sodium
iodide a non-irritating substance which
makes a clear solution and casts a

denser shadow than the old silver sus-

pensions formerly used.

I find myself at complete variance

with some urologists who claim that

they can determine, by mere injection

of the renal pelvis with methylene blue

solution and then noting its regurgita-

tion around the catheter into the blad-

der, the degree of renal stasis. It is

commonly observed that any muscular
cavity contracts the moment it is

emptied. Only where atony exists will

this phenomena be absent. Further-

more, a catheter in the pelvis cannot
possibly determine the amount of ure-
teral stasis lower down.

This brings us to the method of mak-
ing pyelograms. If one will make a
series of pictures by first plugging the
lower end of the ureter with a Garceau
catheter, and then inject some 25 per
cent sodium iodide solution into the
ureter and kidney pelvis he will detect
many interesting kinks, and in some in-

stances strictures, which will be en-
tirely missed where the catheter has
first been introduced up to the kidney.
Not infrequently the unusual excursion
of the ureter, influenced by kinks, areas
of dilatation, stricture narrowing, as
well as the various positions a sagging
kidney might assume, furnish interest-

ing problems. We see, time and again,
pyelograms which clearly demonstrate
dilatation of the ureter or renal pelvis,

but which do not tell us the cause of
such a state of affairs. Leglueu, in

1904, drew attention to abnormally
placed blood-vessels, serving to com-
press the ureter, frequently caused pel-

vic dilatation. By dividing such vessels
he cured his patients. Elkhorn, in

1907, further emphasized this condition,

and W. J. Mayo has frequently alluded
to it in his writings upon the kidney.
High insertion of a ureter into a pelvis

or its oblique entry may be a factor in

producing obstruction. Howard A.
Kelly has drawn attention to some rare
conditions met with as tumor pressure
from a cyst in the sinus renalis as well

as an echinococcus cyst of the lower pole

of the kidney. Surely the cystoscopist’s

lot is not one continuous bed of roses in

arriving at definite conclusions in cases

of this nature.

Reverting back to cystoscopy just for

a moment, it is perfectly clear that in

cases of this kind a comparative study
of the two kidneys for pelvic content,

separate urinalysis, and differential

functional reading with ’phthalein or

indigocarmine are all routinely em-
ployed. Such study of comparison not

only furnishes means of accurate diag-

nosis, but often determines whether or

no the case might be considered a good
operative risk.

As regards the treatment, each lesion

will require its individual care. Collec-

tively one can consider the hygienic
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rest (in the acute stage), keeping bowels
regulated, increasing intake of fluids
(water externally, internally and eter-
nally!), application of cold for fever,
urinary antiseptics by mouth, sedatives
for pain, and the local treatment (with
the cystoscope, etc.).

Pyelonephritis, due to an obstruction,
can be much benefitted and not infre-
quently cured by the combined, repeated
dilatations to the ureter and lavages of
the renal pelvis. The Garceau catheter
and the Walther flexible metallic ure-
teral sound are the instruments most
used for dilating the ureter. For lav-
age silver nitrate has no equal, being
employed in from 1-4 to 2 per cent solu-
tions. One per cent mercurochrome as
alternate for the silver at times gives
good results.

Where stasis accompanies the renal
lesion prolonged drainage by means of
the in-dwelling ureteral catheter gives
uniformly good results. I speak here
of conditions amenable to such therapy,
realizing full well that many pyone-
phroses and hydronephroses are little

influenced by the procedure. Then, too,
the patient has to be considered. Some
tolerate retention catheters well while
others do not. I have kept catheters in
kidneys as long as seven days, with ex-
cellent drainage all the while, with a
fall in temperature to normal, with
dropping of a 30 to 40 thousand white
cell count to normal, with urine that
changed from a consistency of cream to
that exhibiting but a faint haze to the
eye, and with general subjective im-
provement of patient. I must admit
that such improvement does not always
continue upon removal of the catheter,
but even if only a fair number are re-
lieved by this conservative plan, saving
them the ordeal of a major surgical
procedure, the reward is ample.
Many cases of pyonephrosis and hy-

dronephrosis met with will require sur-
gery. If, as has been pointed out, some
remedial factor as an aberrant blood-
vessel or band, a sagging kidney, a ure-
teral stricture, or some extrinsic agent
exerting pressure can be relieved, then
the kidney itself can be spared. Certain
physical exercises, aimed at developing
,certain muscles, when combined with
appropriate supportive mechanical ap-
pliances in the form of belts or corsets,

give many patients complete relief of
all symptoms.

It is true that some of these condi-
tions will only be brought to light at
operation and it is only after the parts
affected are exposed to inspection that
matters can be definitely decided.
Whether simply to drain, or to remove,
or to attempt to fix the kidney presents
another problem. Many experience
disappointment in having a case do
badly following an uneventful hospital
convalescence and later find it neces-
sary to go back and remove the kidney.
The nicety in judgment displayed by
the operator under such conditions is

surely the most rigid test to which he
can be subjected. I wish to make a
plea here for conservatism in kidney
surgery. Too many kidneys are being
sacrificed needlessly. Unless expedi-
ency demands it, rest content with a
nephrotomy. Keserving 'ne/phrectomy
for the second-stage operation in in-

stances where simple drainage fails.

The status of internal urinary anti-
septics in urology remains indetermi-
nate. Urotropin has had wide vogue
with the profession. The fact that uro-
tropin requires a urine strongly acid in
reaction, in order that it split into for-

malin and ammonia, makes it ever of
doubtful value. For it is most difficult

to render, and maintain, the urine
strongly acid. Neutral acriflavine, on
the other hand, acts best in an alkaline
media. It is easy to alkalize the urine.
This new dye-antiseptic is still in the
experimental stage. But the results so
far reported with its use are encourag-
ing.

PRE-ECLAMPTIC TOXEMIA. L
By E. .L. KING, M. D., and A. H. GLADDEN, Jr.. M. D.

New Orleans, La.

Pre-eclamptic toxemia occurs several
times in every 100 pregnancies, gener-
ally in the last two to two and one-half
months, and oftener in primiparae than
in multiparae. Various classifications

of this syndrome of toxemia, albumin-
uria, and hypertension are given by
the authorities; e. g., Williams differen-
tiates between the nephritic and the
pre-eclamptic types; DeLee does the

*Read before the Orleans Parish Medical Society, June
25 , 1923 .
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same, but also stresses the “kidney of
pregnancy,” which is simply an early
stage of pre-eclamptic toxemia. It is

true that cases of chronic nephritis ag-
gravated by pregnancy and encountered
usually in elderly multiparae; in these
patients the progress of the disease is

slow, and convulsions, though at times
a complication, do not occur as rrequent-
ly as in the true toxemia of pregnancy.
These cases are in the minority, so it

is well, from a practical point of view,
to consider every obstetrical patient
with albuminuria and hypertension as

a potential eclamptic, even though toxic

symptoms may not have as yet develop-
ed.

The symptoms are well known,
though their gravity is not always ap-
preciated. Edema is common, and is

especially important if it involves the
hands and face; swelling of the lower
extremities is often not of toxic origin,

but the patient should be warned to re-

port it as soon as it is noted. Epigas-
tric pain, with or without nausea and
vomiting, is an important danger sig-

nal. Headache is very significant. Diz-
ziness, disturbances of vision (even
total blindness), somnolence, an ill-de-

fined feeling of malaise, and a lessened
output of urine, are often noted. The
most important symptoms are headache,
epigastric pain, visual disturbances,
and edema.
By carefully watching our patients,

however, we will often detect albuminu-
ria or hypertension before the patient
complains of any symptoms, and this

was our experience in many of our cases
It may be several days before the woman
feels ill

;
in one of our patients, the sys-

tolic blood pressure rose from 168 to

220 in six hours, and she felt perfectly
well throughout. The blood pressure is

especially important, and will often
begin to rise days in advance of the de-

velopment of albuminuria. Any rise

above the normal of the particular
patient under observation is suspicious

;

thus, if the normal is 110 to 120, 130
to 140 is alarming, 150 is dangerous,
and the danger increases as the press-
ure rises. As regards albumen, its

presence is of more importance than the
amount

;
it is not well to disregard even

a trace, especially when it is associated
with hypertension. As in the case of

the blood pressure, a rapid rise in the

course of a few hours is often noted.
Hence we feel that these two points
should be carefully watched in every
pregnancy, and that observations should
be made weekly after the seventh
month, instead of bi-monthly, as is the
time-honored teaching.

It may be well to note that we occa-
sionally see patients with a borderline
condition

; that is, a systolic pressure 20
to 40 points above normal, with or with-
out edema, but with no albumen and no
toxic symptoms. We class them as
probably toxic, and watch them very
closely, regulating their diets and habits
carefully.

The treatment consists of rest in bed,

starvation, and elimination. Many of

these patients have been guilty of over-

feeding, and they are often constipated.

A mild pre-eclamptic state is often

transformed into a serious condition by
a hearty meal, just as an attack of true

eclampsia in a pre-eclamptic is at times
precipitated. So for 24 to 36 hours we
give plenty of water by mouth, and
nothing else. A brisk saline cathartic,

occasionally preceded by calomel, is ad-

ministered. If nauseated or very toxic,

the stomach is washed, and a quart or

so of water is given through the tube.

The colon is flushed every eight hours
with five gallons of a 2 1-2% solution

of sodium bicarbonate, turning the

patient on her side and using a rectal

tube. She is kept warm, to promote the

activity of the skin. Alkaline diuretic

drinks may be administered, but their

value is questionable. If the blood

pressure persists at 175 or over, vene-

section and the removal of 400 to 500

c.c. of blood is advisable, especially if

the patient complains of toxic symp-
toms. But if she is in labor or labor is

to be induced, it is well to omit this

bleeding, as the additional loss of blood

during delivery may shock the patient ;

furthermore, improvement is the rule

after delivery. The output of urine is

carefully noted, as is the amount of

albumen, and the diastatic activity of

the urine is determined. This latter is

thought to be of value in differentiat-

ing between pre-eclamptic and ne-

phritic toxemia. The blood pressure is

taken two or three times daily, and the

non-protein nitrogen, urea, uric acid,

and creatinin of the blood are esti-

mated. These determinations have not
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thus far been of material assistance to

us, except that the findings are further

evidence of nitrogenous retention, and
thus aid in the diagnosis of toxemia.

If the patient is within four or five

weeks of term, with the fundus 30 or

more cm. from the symphysis, and the

baby is alive, we do not feel justified in

temporizing more than three or four

days, unless the patient shows marked
improvement. The baby shares in the

toxemia, and often dies in utero, or

soon after birth, especially if the mater-

nal toxemia has extended over a con-

siderable period. We have found that

a healthy child at eight months has a

better chance than a weak and toxic

one at eight and one-half months. The
nearer term, the more readily we inter-

fere, especially as we know that a small

percentage of albumen and a moder-

ately high blood pressure do not neces-

sarily imply a mild toxemia. One of

our two fatal cases had 6 to 8 per cent

of moist albumen and a systolic press-

ure of 150 to 160 until she developed

fatal eclampsia. If the pressure is 170

or over, we temporize only in case the

child is not viable, but we do this with

fear and trembling, and if prompt im-

provement does not occur, labor is in-

|
duced. Here again the intro-uterine

fetal death rate is high, and if we wait

a little too long and eclampsia super-

venes, the baby will be lost and the

mother’s chances will be materially less-

ened. Finally, if the systolic pressure

is 200 or over, we induce labor at once,

irrespective of the period of pregnancy,

except in the very occasional case of
1 clear cut chronic nephritis with abund-

!
ant urinary output and no toxic symp-
toms.

In case labor is induced, we try first

; the following method ;
Castor oil, one

ounce
;
in one hour, a hot enema ;

one

hour later, 10 grains of quinine hydro-

chloride, which is repeated every hour

j

for three doses. This acts in many
cases, especially if near term. If this

j

treatment fails, or is slow in its action,
: we add pituitrin, m iii or iv, every hour
I for four doses, unless active labor

supervenes. Occasionally, near term,
; pituitrin alone will suffice. Should

|
these measures fail, the choice lies be-

i tween pack, catheter, and bag, and of

these we prefer the bag. The pack

j

conduces to infection and the catheter

method has proved very slow and at
times has failed entirely. We use the
largest Voorhies bag that can be in-

serted, usually a No. 4, generally giving
ether or gas in primiparae, while in

multiparae an anesthetic is as a rule
not required. Pituitrin is often admin-
istered in small doses in addition

;
labor

usually begins in two to eight hours,
and the uterus is often emptied in from
six to twelve hours after the insertion
of the bag. We have treated 24 cases
along these lines in the past two years.
Labor was induced 21 times, using the
bag in 19 of these patients, and the
catheter twice. Three patients were
not treated by induction, as their toxe-
mias were not serious, and they deliv-

ered normally. Two mothers developed
eclampsia and died; one of these, as
stated above, had 6 to 8 per cent of
moist albumen, 150 to 160 pressure, and
did not complain of toxic symptoms un-
til just before the eclamptic attack de-

veloped. She was near term, and might
have been saved had labor been induced
a few days earlier. In the other
patient, the toxemia was of short dura-
tion, and eclampsia developed after the
insertion of catheters. Eight babies
were lost

;
five of them were premature,

weighing three to four pounds, while
the others shared in the maternal toxe-
mia. The morbidity rate was low, in

spite of the fact that the use of the bag
is stated to be followed by fever fre-

quently. In this series, the majority
had no fever; in four cases there was
transient temperature of 101° or over;
only one patient had 102°, and in her
case it was hard to establish good uter-

ine contractions (two bags were used
and the labor lasted 48 hours).

In conclusion, we wish to stress the

importance of prenatal care, especially

emphasizing regular and frequent blood
pressure observations in addition to the

examination of the urine. We wish
also to drive home the fact that pre-

eclamptic toxemia is always serious, no
matter whether the signs and symp-
toms are mild or marked, for any
patient thus afflicted may at any time
develop eclampsia. The best interests

of both patients will usually be best

served by emptying the uterus, unless

the toxemia is very mild and improve-

ment under treatment is marked.

i
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DISCUSSION.

Dr. J. S. Hebert: I think that, after all, we
practice medicine to get results. I think the
close study of pre-natal work is going to do
away with pre-eclamptic toxemia. The only
way we are going' to prevent it is by making
these close studies. It is hard to determine
the best procedure at times, but some things
are important. I have followed this rule in

the last 10 years: the presence of albumin is

always of significance, the quantity also, but,
in conjunction with the presence and quantity
of albumin we should watch the elimination
of urea; we should combine the two. I know
we should eliminate from 15 to 25 grams of
urea per 24 hours. I think when we have a
patient we should watch her closely, for
when the total 1 urea comes down to 10 or
even lower, my percentage of albumin goes
down to 2 or 3 grams per liter and blood
pressure 280 to 300 I feel I have a very sick
woman. If a patient presents this picture I

think it is time to act—remember: quantity
of albumin from 2 to 5 per cent—about 2 to

5 grams of albumin per liter—and percent-
age of urea down to 10 grams per 24 hours;
this is the rule I have followed.

DUODENAL DILATATION.

Its 'Significance From Medical, Surgical and
Radiological Standpoints. A Preliminary

Report.

By A. LEVIN, M. D.

New Orleans, La.

Duodenal dilatation, in its various
forms, according to some observers, is

rare enough to merit our attention.

Textbooks, for some reason, have
failed to lay sufficient stress on this im-
portant phenomenon of abdominal
pathology. When large quantities of
duodenal biliary fluid are encountered
in the stomach, we are prone to desig-
nate it as gastric dilatation. It is my
belief that in a number of such cases,

a largely dilated duodenum, the so-

called giant duodenum, forms the back-
ground of such a condition, as will be
demonstrated in the course of consid-

eration of this subject. We often find
duodenal biliary contents in the
stomach. In rare instances, enormous
quantities are regurgitated, forming a
stagnant pool of fermented fluid in the
stomach, harboring products of decom-
position. The consequence, naturally,

is a profound toxemia giving rise to

symptoms which often mislead the
radiologist, physician and surgeon. The
condition is serious and requires a great

*Read before the Orleans Parish Medical Society, June
25 , 1923 .

deal of consideration as to what steps
to undertake.

Reviewing briefly the literature on
the subject, we find the following
statements, thus:

W. J. Tucker states that chronic dila-

tation of the duodenum is met with, not
infrequently, in the course of surgical

operations, but a true giant duodenum
is a very rare clinical and surgical en-

tity. The condition itself is interesting

as it offers a program both for clinical

diagnosis and therapeutics. Very little

relief is offered by medical or surgical

procedures. The condition may be
nervous or reflex in origin as sug-

gested by the finding of this condition

in patients suffering from* appendix
and gall bladder syndroms. A fair per-

centage of cases were found to be due
to constriction or kinking at the duo-

deno-jejunal angle, and by reason of

peritoneal bands.

In some cases, no cause was found.

Lane believes it is due to ptosis of the

entire intestinal tract, with accumu-
lation of fecal matter in the cecum and
ileum, resulting in a pull on the duo-

deno-jejunal angle and a consequent
dilatation of the duodenum.

Christian contends that the condition

is due to gastric atony and pyloric re-

laxation.

Ochsner thinks that it is due to a

constriction of a sphincter muscle,
which he states exists aboral to the

common duct papilla.

Barber, in the annals of surgery,

1915, offers an interesting theory
founded on animal experimentation.
He found that incomplete obstruction

of the terminal ileum gave rise to a di-

lated duodenum, while a complete ob-

struction caused no change or increased

tonicity of the duodenum.
H. Shoemaker, in an article on

chronic dilatation of the duodenum
speaks of its causes as follows:

Dilatation of the duodenum must oc-

cur when an obstruction distal to that

part of the gastrointestinal canal exists.

It naturally occurs as a sequence to dila-

tation of the entire length of the small

intestine. It is caused by congenital

malformations, after an attack of in-

fantile paralysis of the intestinal type,

by obstructions due to dragging of the

viscera sharply at the duodeno-jejunal
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angle and sometimes by an anomaly of

the superior mesenteric artery.

H. Barclay presents his views on the
subject as follows:

Chronic dilatation of the duodenum
may be classified under two subdivis-

ions :

I.—Those due to organic stenosis

(a) in the duodenal wall as ulcer, (b)

about the duodenum as adhesions, tu-

mors, etc.

2.—Mechanical occlusion of the duo-
denum produced by traction on the root

of the mesentery or constriction of con-

genital bands and adhesions.

Causes.

Some of the causes in the order of

frequency are

:

1

—

Ptosis of the transverse colon,

particularly of the hepatic flexure with
or without gastric ptosis.

2

—

A small intestine provided with
only a short mesentery.

3

—

A jejunum which is dropped per-

pendicularly.
4

—

An old duodenal ulcer which has
become attached to the gall bladder or

liver, producing a sharp kink.
5

—

Bands in the upper abdomen, em-
bryological or acquired.

Bloodgood classifies these cases as

:

1

—

Dilatation associated with acute
dilatation of the stomach, gastromesen-
teric ileus, as a postoperative complica-
tion, typhoid, pneumonia, rheumatism.

2

—

Chronic dilatation with a destend-

ed cecum, short mesentery of ileum pulls

on the mesentery at the duodeno-
jejunal angle causing a kinking and
dilatation of the duodenum.

3

—

Dilatation of duodenum after

gastro-enterostomy due to duodenum
being closed at both ends.

Practically all authors agree that the
condition is rarely, if ever, congenital

—

that it is post-natal and mechanical in

its origin.

Reviewing the causes enumerated by
the above observers, there is no men-
tion made that fecaliths or enteroliths

in the colon without any intervening
pathology between it and the duode-
num, can cause a marked dilatation of

the duodenum. In the cases which I

am to report here tonight, the factors
of the duodenal dilatation evidently
were fecaliths and enteroliths in the

I

cecum and colon.

I

Pathology.

In the milder forms no demonstrable
changes in the intestinal wa31 or in
adjacent structures were found, and in

15 of the 26 cases at the Clinic of Dr.
Tucker, no causes were found in the
gall bladder and appendix, and patients
were not relieved by operation.

In giant duodenum, however, definite
pathology is found in the intestinal

wall ;
extreme atrophy of the muscle

structures with changes in the mucosa
and glands. As a result of this gastric

atony may develop and the acidity may
be entirely lost.

Laboratory Methods As Diagnostic
Aids.

In the milder forms, the gastric

analysis reveals nothing characteristic,

except a slight subacidity, if a slight

amount of the bile is present in the
gastric contents. In the severer forms,,

we may have a total achylia. The most
characteristic finding, however, in the
true giant duodenum, is the large accu-

mulation of duodeno-biliary contents in

the stomach. If the accumulation is of
short duration, the color of the fluid is.

divStinctly yellow, or yellowish-gray
with a heavy sediment. If, however,
the fluid has been stagnating in the
stomach for a longer period, and has
become oxidized, the color is dark green
with a heavy accumulation of mucus
and sediment.
The X-ray findings in these cases are

very characteristic and diagnostic. H.
M. Imboden gives the following X-ray
findings in Dilatation of the Duode-
num :

1

—

Reverse peristalsis.

2

—

Writhing and twisting of the duo-
denum due to its attempt to empty
itself.

3

—

Accumulation of contents in the
lowest part.

4

—

Dilatation.
5

—

Tenderness over the angle of
Trietz.

The examination must be made fluo-

roscopically and not by plates. Peris-

taltic waves are frequently observed
from right to left.

Symptomatology

.

A definite symptomatology has been
worked out following observation on
cases reported in literature. It is mostly
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gastric, although the early stage of
hypertonicity of the stomach due to
failure of the duodenum to pass along
the bolus of food, will produce all the
classical symptoms of duodenal ulcer,

particularly the pain at the end of
digestion and excessive acidity. Later
on, an atony of the stomach follows,

and the acidity may be entirely lost.

Vomiting is an associated symptom of

the later stage of dilatation of the
upper portion of the gastrointestinal
tract

; it is large in amount and recur-
ring

;
food eaten from one to three days

before is regurgitated; there is marked
abdominal distension and gas. In the
more chronic types there is a distinct

icteroid tinge to the skin and conjunc-
tiva, toxic headaches are associated
with it, marked constipation, loss of

appetite, a general relaxation, slight

temperature and pulse between 90 and
100, with a general picture of chronic
biliary toxemia. The urine may con-
tain very heavy Indican. Superficially

observation of a patient of this type,

lead us to make a quick diagnosis of

.chronic gall bladder disease.

PROGNOSIS
Very little can be promised. Four of

the eight patients seen by Tucker were
relieved by operations and three died
after operation. Gastro enterostomy
was done in six, with occlusion of the
pylorus in two cases. Duodenojejunos-
tomy was done in one case on record at

the clinic. In the more exaggerated
forms, a direct operation on the duode-
num itself, short-circuiting, is necessary
before any relief can be expected. A
prominent surgeon of New Orleans ex-

pressed his personal experience with
such cases from a prognostic standpoint
as follows : “Most of my operated cases

died shortly after operations, probably
due to profound intestinal toxemia.
These patients lack resisting power and
vitality to withstand operative shock.”

In the two cases which recently came
under my observation, the causative
factors were fecaliths and enteroliths

in the large bowel. One was operated
when the diagnosis of duodenojejunal
obstruction was made and confirmed by
X-ray findings of a giant duodenum,
with fatal results, death following six

hours after operation. There were ab-

solutely no adhesions or bands any-

where. The small intestines were per-
fectly normal in appearance and size,

except for a giant duodenum, but the
entire large bowel was filled with fecal-

iths. I cannot explain on a real scien-

tific basis, how duodenal dilatation de-

veloped as a result of fecaliths, unless
it caused a drag and pull on the duode-
nojejunal angle.

If the radiologist had completed the
X-ray pictures of the entire gastroin-
testinal tract, and could have demon-
strated the existence of fecaliths in' the
colon, medical measures to rid the colon

of the offending obstacles would pro-

bably have saved the patient’s life, as

was demonstrated in the second case.

The histories of the cases are as fol-

lows :

CASE I.

Mrs. M. L., age 60 (white) Teacher
by occupation.

—

In December, 1922 she began to com-
plain of vomiting green fluid and of a

dryness of tongue and mouth. No pain
after meals, but heaviness, fullness and
bloatedness. She also suffered from
waterbrash; constant nausea. At first

vomiting was off and on, loss of appe-
tite, and constipation, later on a persis-

tent vomiting set in with abdominal
cramps. She began to lose in weight
rapidly and the color of the conjunctiva
and skin became distinctly icteroid. In-

volvement of the nervous system was
manifested by a very marked general
depression. Physical examination of the

abdomen presented the only interesting

feature; that is, a marked abdominal
tympany over the left and lower abdo-

men, with a flat sound over the right

upper abdomen, and much distension.

I introduced the stomach tube and ob-

tained over a half gallon of dark green

stagnant material of a very foul odor.

I put her on a full diet for another 24

hours with the idea of determining
whether there would again be a marked
duodenal regurgitation. The following

day I introduced the tube and found

a similar quantity of fluid with a heavy
residue. The color of the fluid obtained

this time was not as dark green as the

first, but rather a light yellow. The ex-

amination revealed that it Was duodenal

contents.

I diagnosed the case as one of obstruc-

tion at the duodenojejunal junction, and
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advised an X-ray to corroborate my
diagnosis. The X-ray showed a giant
duodenum. We did not look further
and were satisfied that our diagnosis
of duodenojejunal obstruction was cor-

rect and operation was advised. The
surgeon agreed with me in my opinion
and also suggested surgical interference
for relief of the above condition.

On the operating table, to our sur-

prise, a very unusual condition was
found. There was absolutely no obstruc'
tion at the duodenojejunal junction. The
duodenum was markedly dilated. The
intestines lower down were normal, but
the entire large bowel from one end to

the other was filled with hard fecal con-
cretions. The surgeon could do noth-
ing. The abdomen was closed, and
shortly after the operation the patient
began to sink very rapidly, and in spite

of our efforts, died 6 hours later.

CASE II.

In this case, no diagnosis of duodenal
dilatation was made, but intestinal ob-

struction was suspected and surgical

interference was contemplated. It is

my firm belief, judging from the quan-
tity and character of fluid found in the

stomach, that we were dealing with a
giant duodenum caused by a true en-

terolith which is composed of choles-

terin, obstructing the ileo-cecal region.

The size of the enterolith is too large

to entertain a possibility of a common
duct dilatation and the passage of that
stone from the gall bladder. It is rath-

er possible that a small gall stone passed
the common duct and the stone was en-

larged by cholesterin crystals from the
intestinal tract. It is also possible that
a rupture of the gall bladder took place

;
some time ago, emptying its contents
of a stone into the intestinal tract

which later on caused intestinal obstruc-
tion with marked duodenal dilatation.

The history is as follows

:

Mrs. B. F. R. age 64, white, female.
Seen by me in consultation, while the
patient was being prepared for lapora-

i tomy.

PREVIOUS HISTORY
Subject to indigestion. Sudden spells

i

of vomiting and purging from overeat-
ing. Habitually loose bowels. Bicar-
bonate of soda habit after heavy meals.

Operation 20 years ago for removal of
fatty tumor under the breast. Vaginal
lacerations in childbirth.

HISTORY OF RECENT ILLNESS

When first seen by her physician, she
gave a history of 4 days of persistent
vomiting of bile and 11 days of elapsed
interim since last bowel movement. Or?
examination, her physician found that
the right abdomen was more rigid than'
the left and that the entire abdomen
was greatly distended. On questioning
the patient more carefully, it was as-
certained that there had been no flatus-

passed for over a week. Her family
physician, recognizing the seriousness
of the condition, and believing that he
was dealing with an obstruction
somewhere in the intestinal tract,,

resorted to the usual measures
advocated in such conditions to-

bring about desired results, viz ^

bowel evacuation, but failed in his ef-
forts. He admitted the case to a local

hospital. A barium meal was given
the patient by the radiologist who re-
ported a marked stagnation in the stom-
ach, almost a 16 hour retention. After
a period of 12 hours, no barium was
found in the large intestines, the meal
apparently meeting with an obstruction
about the ileo-cecal valve. The white
blood count at this time was l'G,500,

with 78 neutrophiles
; for a number of

days there was no temperature, but later

a slight rise in temperature developed..
Patient was vomiting persistently every-
thing taken by mouth. The vomitusT-

was fluid containing some mucus, but
mostly oxidized green fluid, evidently
regurgitated duodenal contents due to
reverse peristalsis. Over a period of
7 days, medication had been directed-

both by mouth and per rectum in an in-
effectual effort to move the bowels; it
had been practically agreed that the case
was one of intestinal obstruction of un-
known cause and was surgical in char-
acter. I was called in to see the case
when it was being prepared to be taken
to the operating room. On examining
the patient carefully, I observed the fol-

lowing points of interest, viz: the gen-
eral appearance of the patient was very
good. She complained only of an upper
abdominal fullness, constant nausea and
the awful strain of persistent vomiting.



182 Levin—Duodenal Dilatation

of green fluid. She expressed herself
if her fullness and vomiting could be
stopped, she would feel fine. Her pulse
was of good volume, slightly rapid, there
was hardly any elevation of tempera-
ture, but a very marked abdominal dis-

tention was present. On palpating the
adbomen, a mass the size of a small fetal

head could be felt over the right lower
abdominal quadrant, definite rigidity,

marked tympany over the opposite ab-
dominal side and almost flatness over
the upper portion on percussion. The
general condition of the patient did not
appear to me as alarming, and I dis-

couraged the surgeon and attending
physician from rushing her to the oper-
ating room; instead I advised first to

introduce a stomach tube, believing that
the upper abdominal distention was due
to a large quantity of duodenal fluid

regurgitated into the stomach. This
was done and to our satisfaction, over
half a gallon of dark green stagnant
fluid without a fecal odor was removed.
The patient felt relieved immediately;
the size of the abdomen was greatly
•diminished and became softer on palpa-
tion. I then suggested the following
with the idea of attempting to relieve a
possible obstruction in the large bowel.

The possibility of enteroliths entered
my mind, remembering my recent ex-

perience with case I, thus: One pint of

warm olive oil was given by high rectal

tube with the patient in the knee chest

position; she was maintained in that

position until sufficiently fatigued to

require the dorsal position. Small doses

of pituitrin were ordered every 1 hours
for 2 or 1'. doses. Two hours after the

olive oil tnema, an alum enema was ad-

ministered by high tube, and this pro-

duced the first show of fecal material

in over a week. Continuous warm sa-

line flushes were then instituted wicn
the result that the patient passed an
enterolith covered with hardened fecal

material about half the size of a small

lemon, folio.ved by large quantities of

fecal material and gas. Considerable im-

provement in the general condition of

the patient followed and 12 hours latev,

the blood count dropped to 8,500 white

cells v/ith 72 neutrophiles. With careful

alimentation by means of soluble diet,

small1 doses of castor oil also mineral

oil wiith gradual addition to the diet of

semi-solids, then solids as indicated, the
patient made a rapid recovery.

I recollect several cases of marked
duodenal dilatation, which I have seen
in my clinic. In 3 cases a diagnosis of
systemic lues was made, and in another
case where a giant duodenum was dem-
onstrated by the radiologist. There was
a history of persistent vomiting of green
fluid, the cause of the trouble was prov-
en on the operating table to be due to

a very large band of adhesions from the

duodenum across the abdomen to the

sigmoid. The band was released, but
patient did not improve. She began to

lose in weight rapidly and developed
an afternoon temperature. A second
exploratory revealed general milliary

tuberculosis from which she finally

died.

CONCLUSIONS
After reviewing carefully the facts

stated above and realizing that numer-
ous causes can produce a reverse duo-
denal peristalsis, terminating in duode-
nal dilatation, we should always endeav-
or to weigh the evidence in a given case

suspicious of duodenal dilatation before

we decide definitely on any plan of

treatment. I believe that in a number of

cases of duodenal or pyloric ulcer, where
a gastro-enterostomy was done and
biliary regurgitation develops, we should

not conclude that we are dealing with
a vicious circle, but we should bear in

mind a possibility of a kink at the gas-

tro-enterostomy angle or a pull at the

duodeno-jejunal angle producing there-

by a reverse peristalsis, with a resulting

duodenal dilatation. It is also possible

that a late stage of a vicious circle will

result eventually in duodenal dilatation.

At any rate, I am convinced of the fol-

lowing :

1. That a giant duodenum is not a

very rare clinical and surgical entity.

2. That fecaliths or enteroliths will

cause marked duodenal dilatation re-

sulting in gastric atony.

3. That the small intestines from
the jejunum down to the lower end of

the ileum may remain absolutely nor-

mal and still an offending obstacle in

the colon will jump across this entire

tract and attack the duodenum, caus-

ing a marked duodenal dilatation.

4. That large quantities of duodenal

fluid, when found in the stomach, should
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make us suspicious of a marked duode-
nal dilatation.

5. The surgeon before opening the

abdomen for relief of intestinal obstruc-
tion, should ascertain the condition of

the stomach.
6. That the radiologist in studying

the gastro-intestinal tract of a case sus-

picious of duodenal dilatation, shall not
limit his observations to the upper gas-

trointestinal tract alone, but conclude

a series of observations on the lower
tract as well.

7. That reverse peristals, even with-

out marked evidence of duodenal dilata-

tion, shall be looked upon as a condition

requiring careful study and observation
to determine the causative factor. In
my opinion, reverse duodenal peristal-

sis is the primary cause of the so-called

“heartburn”, a study of which subject

I am making at present and the results

of which I shall report probably in a

paper on that subject.
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DISCUSSION:

Dr. J. Holmes Smith:—In a recent number
;

of the British Journal of Surgery there were
several articles bearing upon Duodenal Dila-
tation and referred to by one author as

Chronic Duodenal Ileus. Particular atten-
tion is paid by them to pressure of the super-
ior mesenteric artery as a causative factor.
One author lays particular stress upon undue
mobility of the ascending colon. A mobile
ascending colon at times pulling upon the
mesentery and constricting the third part
of the duodenum through the right colic ar-
tery. This condition is considered congeni-
tal, rather than acquired. In one series of
14 cases excellent results are reported from
fastening the colon only.

In addition, I might cite a case under my
own observation. The patient had had a
gastro-enterostomy some months prior to com-
ing under my observation. When first seen,
the main symptom was vomiting after par-
taking all food, but little pain. Rest for a
period of several weeks completely relieved
the condition. The patient was ag'ain seen
about eight months later, having a return of
the vomiting and in addition pain over the
gall bladder and in the interscapular region.
Rest failed to give any relief and medical
measures were of no avail. After several
weeks she began to vomit large quantities
of bile, which condition was unrelieved by
duodenal drainage. An operation was finally
performed. The duodenum seemed some-
what larger and possibly slightly rotated on
its long axis. After liberating adhesions a
duodeno-jejunostomy was performed. The
patient was relieved of all symptoms and
left the hospital apparently cured. Like Dr.
Levin, I believe the condition is probably
more frequent than supposed and looking back
over several years of my cases I am inclined
to think this condition was present rather
than the gastric lesion that was suspected.

Closing: Dr. A. L. Levin: I wish to thank

Drs. Danna and Smith for the interest they

have shown in the subject presented in my
paper. The subject should be of great inter-

est to us for the reasons outlined in my
paper. Our medical writers, so far, have

failed to lay sufficient stress on Duodenal

Dilatation either as a preoperative condition

or as a postoperative complication. I am
under the impression that in a number of

cases with symptoms that point as evidence

of gastric dilatation, that the duodenum is

probably the cause of the trouble. A dilatated

duodenum, for some reason, will gush its

contents back into the stomach, causing con-

siderable distress, and often alarming symp-

toms.
A question has arisen in my mind, where

for relief of gastric or duodenal pathology, a
gastroenterostomy is made ,and shortly after-

ward large quantities of duodenal contents
accumulate in the stomach, as to whether this

condition is due to a vicious circle, or the re-

sult of a duodenal kink, or postoperative ad-
hesions causing duodenal dilatation resulting
in biliary regurgitation. We can easily differ-

entiate between a simple gastric dilatation

and duodenal dilatation. As a rule, in gas-

tric dilatation we will find large quantities of
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gastric juice and food wtihout definite biliary
mixture, whereas in the duodenal dilatation,
especially of the g’iant type, as described in
this paper, there is always found large quan-
tities of regurgitated bile.

I shall continue my observations on this
most interesting subject.

SOME INTERESTING OBSERVATIONS
FROM THE SERVICE OF THE NEWLY-

BORN AT TOURO INFIRMARY.*

L. R. DeBUYS, B. S., M. D.

New Orleans, La.

(From the Newly Born Service of Touro Infirmary
and the Department of Pediatrics, School of Medi-

cine, Tulane University of Louisiana)

The newly-born service at Touro In-

firmary which was inaugurated by me
has now been in operation for about two
years. This service which has been des-

cribed as the “Newly-Born Service”

(Southern Medical Journal Vol. XV No.

2, February 1922, pages 115-120) and
its method of operation gone into

detail in “The Management of the

Newly-Born Service” (Archives of Pe-

diatrics, April 1922) has already

afforded the opportunity for several

studies of scientific value. In May,
1922, the first investigation, “A study

of the Shadows in the Thorax of

the Newly-Born” was presented in

Washington at the Congress of Amer-
ican Physicians and Surgeons be-

fore the American Pediatric Society.

In May, 1922, before the Academy of

Medicine at Kansas City my address

was upon “Observations on the Breasts

of the Mothers of the Newly-Born”
(Apnals of Clinical Medicine, Vol. 1.

No. 3, November, 1922.) At the present

time several pieces of investigational

work are in progress, especially some
upon rickets, one of which will be pre-

sented before the American Pediatric

Society in French Lick next month. As
it will be seen this service affords unu-
sual opportunities for observation and
study as it includes that period of life

beginning from the time the cord is cut.

In this service also conditions are recog-

nized which otherwise would go unno-
ticed.

The subject of this paper was se-

lected so as to demonstrate the value
of the close observation of the newly
born by presenting a few of these cases.

As the time is limited I will present

'Read Before the Louisiana State Medical Society,
April 24-26, 1923.

only four cases which are of unusual
interest.

Case one. Baby L. White male. It

was noticed shortly after birth that

there was present a jaundice which
steadily became more marked. On the

third day his temperature ranged from
101 to 102 degrees F. and he did not

nurse well. His stools up to this time

were apparently normal, though they

had not changed the slightest in color.

He weighed seven pounds and fourteen
ounces at birth, was well nourished,

and apparently well developed. On the

second' day his spleen was quite palpa-

ble and his liver was thought to have
increased in size over that of the day
previous, extending, on the third day to

1 inch and a half below the costal bor-

der. The gall bladder was not felt. The
jaundice was becoming more pro-

nounced. A blood Wasserman was
found to be negative. The urine con-

tained an unusual amount of bile, the

diaper being stained a deep yellow.

Stool examination showed the absence
of bile. The blood picture was negative.

Before the appearance of the mother’s
milk a lactose solution was given so as

to assist in warding off an acute inani-

tion. The physical examination was
negative with the exception of the jaun-
dice, the urine, the stools, and the tem-
perature. From a diagnostic stand- 1

point the case was of unusual interest.

To determine the cause of jaundice it

was necessary to consider, first, that

jaundice which is found with the pyo-

genic infections; second, that jaundice
which is found in connection with con -

1

genital malfoi mations
;
third, that jaun- i.

dice which is found with interstitial i|

hepatitis (which is usually associated
with congenital syphilis)

; and, fourth,

the idiopathic jaundice of the newly
born. The temperature in this case com-
plicated the picture. It was explained
bv the acute inanition of the newly born.

The pyogenic diseases of the newly born
were excluded, first, by a thorough ex-

amination of the patient in which there

could be found no lesion for the entrance
of an infection, and second, because the

blood count was negative and there was
no growth upon culture. The urine also

wras excluded 1 as being a source of in-

fection as its chemical examination was
negative and it contained no pus, and
was sterile. The jaundice was an in-
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kense and progressive one and was not

of the type that is found in the pyogenic
infections, which type is usually of a

mild character. The jaundice due to an
interstitial hepatitis was excluded

first, because the baby showed no other

lesions of congenital syphilis, and sec-

ond, because the Wassermann was neg-

ative. The idiopathic jaundice which
is found in 33 1-3 per cent of all infants

born was excluded, first, because this

jaundice began at birth and was pro-

gressive, second, because the urine con-

tained much bile and, third, because
there was an absence of bile in the

stools. The above is the opposite to that

seen in the idiopathic jaundice. Because
of the foregoing reasons the condition

was diagnosed as one of jaundice due to

malformation of the biliary apparatus.

The liver was enormous in size, increas-

ing day by day and no gall bladder could

be palpated, so for these reasons, the

diagnosis was made of a congenital mal-
formation of the hepatic duct. In con-

genital malformation of the biliary ap
paratus it is extremely interesting to

make a differential diagnosis as to the

site of the malformation. If the mal-
formation be of the common bile duct
there is present both an enlargement of

the liver and a distention of the gall

bladder. If the malformation be of the

cystic duct it may go unnoticed, inas-

much as there is no enlargement of the
gall bladder and no enlargement of the
liver, and there is no jaundice. In mal-
formations of the hepatic duct there is

enlargement of the liver but as dis-

tention of the gall bladder. This was
the observation made in this particular
case. An autopsy was permitted and
the diagnosis confirmed. This case -was
reported in more detail at a Touro Clin-
ical staff meeting.

Case two. Baby R. white female,
born December 21st, 1922, weight 6
lbs. 5 1-2 oz. Showed in the routine
radiographic observation of the thorax
an unusual shadow reported upon as
follows :

—“Radiographic examination
of the chest shows the heart distinctly
abnormal in outline, with the right side
filling the upper portion of the right
chest. It is impossible to classify the
type of shadow.” This report showed
that the shadow could not be placed in
any of the groups that we made in our

previous study. The patient showed no
unusual symptoms and no disturbances
of respiration nor of circulation. On
December 28th, 1922, two days later, a
control radiographic examination was
made showing the following:—“Radio-
graphic examination of the chest shows
the shadow as described still present,
though it is somewhat smaller.” The
baby’s clinical progress was absolutely
normal. She returned to the newly-
born out-patient clinic at the usual time
for the babies born in the service, name-
ly, at her fourth week, when another ex-
amination was made with the following
report:—“Radiographic examination of
the chest shows a moderate enlargement
of the heart and 1 no evidence of a thy-
mus.” The last radiographic examina-
tion on March 15th, 1923 is as follows:
—“Thymus apparently normal at this
time. Moderate enlargement of the
heart.” This child has progressed in
an uneventful manner. This case is of
especial interest, inasmuch as it shows
a shadow which can exist without any
clinical manifestation, and because if
abnormal clinical symptoms had pre-
sented themselves, these symptoms
might have been attributed to this unu-
sual condition existing in the thorax.
This emphasizes the necessity in a nega-
tive way to not arrive at conclusions too
rapidly. This baby today weighs four-
teen pounds and twelve ounces at the
age of three and one-half months.

Case three. Baby L. white, male,
born December 24th, 1922. Birth weight
10 pounds and 10 1-2 ounces. Was born
at full term with a normal labor and
vertex presentation. Was the second
child of apparently healthy parents.
Physical examination showed an in-
creased separation of the bones of the
head making the sutures larger than
usual. Head normal in shape, lungs
were normal, heart showed slight sys-
tolic murmur, extremities were held
fixed. Internal strabismus of left eye
and ec-chymosis of both eyes, some
slight rigidity of the neck. The tempera-
ture rose immediately following birth,

reaching 105 degrees within 24 hours.
He cried at intervals during the first

day and swallowed with difficulty. He
twitched considerably. He was given lac-

tose solution which he only partially

took owing to his inability to swallow.
Blood examination showed a hemaglo-
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bin of 95 per cent, total red cell count
5,825,000, total white cell count 18,250,

small mononuclears 32 per cent, large

mononuclears 2 per cent, neutrophiles 66
per cent, eosinophiles 0 per cent, baso-

philes 0 per cent, total 100 per cent.

His Wassermann was negative. His
urine was negative with the exception
of an occasional red blood cell. Suspect-

ing the possibility of a hemorrhage a
spinal puncture was done and it showed
fluid under slight pressure otherwise
nothing of anv significance was noted

—

Wassermann and colloidal gold test

were negative. Owing to a slight in-

jury to a blood vessel in the spinal punc-
ture the cell count and the globulin ex-

aminations were unable to be deter-

mined. Examination of the eye grounds
by Dr. Feingold showed the fundi to be
negative. The diagnosis was made of a

cerebral contusion. The patient improv-
ed after the spinal puncture but contin-

ued unable to nurse, so that it was neces-

sary to feed him through a tube. Temper-
ature reached normal on the evening of

the day following the spinal puncture
and remained down from then on. On
the morning of the 27th when the baby
was three days old he had a cyanotic at-

tack and then had two convulsions, also

had severe choking spells. The symp-
toms were treated as they arose. The
next day he had another convulsion.

The temperature remained stationary

during these convulsions. From then on
he began to improve and on December
30th when he was six days old he was
put to the breast. Gradually the breast

was substituted for the tube feedings

until all the feeding was by breast. He
was discharged from the hospital on
January 10th. This patient was re-

turned to the out-patient newly-born
clinic on his regular day when he was
four weeks old weighing 10 pounds and
8 ounces. He now weighs 15 pounds
and 7 ounces and is three and one-half

months old.

Case four. Baby McC. white, male,

born March 26th, 1922. Family history:

Father, now 24 years of age and in good
health. About two years ago he had
attacks in which he became unconscious
and which attacks lasted from a few
minutes to an hour. Aside from a yel-

lowish vaginal secretion for a number
of years, the mother was healthy, now
being 21 years old. During the preg-

nancy the mother was treated for ar-

thritis. There were no previous pregna
nancies. Patient full term and weighed

6 pounds and 13 ounces at birth. The
labor lasted 7 hours when the patient

was delivered by low forceps. Physical

examination of the baby at birth was
negative. On the third day there was
a slight odor at the umbilicus. On the

fourth day the temperature rose to 105

degrees F. Physical examination at this

time showed heart and lungs to be nega-

tive, liver somewhat enlarged, abdomen
tense and distended, evidence of cellu-

litis around umbilicus, no other abnor-

malities noticed. Blood culture taken

on the fifth day was negative. Culture

from umbilical secretion on the same
day showed the presence of staphylococ-

ci. Examination of the blood showed
the following:—Total white cell count

34,500, neutrophiles 89 per cent, small

mononuclears 7 per cent, large mononu-
clears 4 per cent.

A diagnosis was made of omphalitis.

On the fifth day the child had two con-

vulsions during the height of the fever.

Lead and opium compresses were ap-

plied to the umbilicus, the symptoms of

the patient were treated as they arose.

The patient continued to run a septic

temperature to as late as the tenth day
when it reached 105 degrees F. in the af-

ternoon. For the following four days

the maximum for the day was between
101 to 102 degrees F., and from then on

there was apparently no fever. He was
fed with difficulty, refused to nurse and

lay listless in his crib. He was fed by
tube until the seventh day when he was
able to take some breast. Complemen-
tal feedings were given to meet his re-

quirements. During this period the

baby’s weight was fluctuating and was
never higher than 7 pounds nor lower

than 6 pounds and 6 ounces. The stools

were frequent, watery, greenish brown
and on several occasions contained blood

in variable quantities. During this pe-

riod the inflammation of the umbilical

cord subsided and the size of the liver

remained about the same, namely its

lower border being on a level with the

umbilicus. No fluctuation could be felt

over the liver. The baby showed a jaun-

dice of a moderate degree. A blood

Wassermann on the 25th day after birth

was negative. Upon my return from

the meeting of the Congress in Wash-
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ington after an absence of one week,
on May 9th, when the patient was 1

month and 14 days old it was noticed
that the liver had increased a little in

size so that its lower border was slight-

ly below the umbilicus. Some fluctua-

tion was noticed over the liver. The
abdomen was distended and tense and
the jaundice had continued. The area of
fluctuation was aspirated just below
the costal border and 350 c. c. of brown-
ish, foul smelling fluid 1 were obtained.
The fluid was removed with great care,

the patient being closely watched for
any bad symptom. None however, pre-
sented itself. The patient was rolled

over on his side until the point of as-

piration was so placed as to facilitate

further aspiration with the assistance
of gravity. The fluid was sent for ex-
amination and the report from the lab-

oratory showed the following:—“Smear
shows pus cells in various stages of de-
generation. No other morphological ele-

ments found. Culture negative”. After
aspiration the distention disappeared
and the abdomen became relaxed. The
liver decreased in size. The stools be-

came normal and the patient began to

nurse more vigorously and to gain in

weight. The abdomen was closely

watched and there was no reaccumula-
tion of the fluid. After the first great

reduction in size of the liver it continued

to diminish gradually. On May 29th he
was discharged from the hosoital hav-
ing improved in every way. Patient re-

turned to the clinic on June 1st.. 1922.

when he was 2 months old 1 weighing 6

pounds and 14 ounces. There were
slight evidences of rickets. The liver

was palpable. On August 17th when 4
and 1-2 months old he weighed 10
pounds and 12 ounces. On October 5th
when 6 months old he weighed 14
pounds and 14 ounces. Muscles were
good, baby sat alone, spleen was pal-

pable, liver 1 1-2 inch below costal bor-
der. At the age of 9 months the liver

was palpable 1 1-2 inch below costal

border and the spleen was palpable.
Blood nicture:—Hemaglobin 95 per
cent, total red cells 4,990,000. Total
white cells 8,050, small mononuclears
54 per cent, large mononuclears 6 per
cent, neutrophiles 41 per cent, color in-

dex .96. Urine examination was nega-
tive with the exception of a heavy trace

of indican, and the stool was negative.
At the present time the baby is one
year old and weighs 20 pounds and 8
ounces, and is perfectly healthy.

I have these four babies here for your
inspection.

DISCUSSION.
Dr. Robert A. Strong (Pass Christian, Miss-

issippi): Incredible as it may seem, that
period from the time the child is born and
the cord is cut, up to the sixth or eighth
week, has been very much neglected up to a
very few years ago. Furthermore, the New-
ly Born Clinic at Touro established by Doc-
tor DeBuys is perhaps the first established

in the country.
The subject that Dr. DeBuys has presented

the Society today has more recently received
a great deal of attention from pediatrists and
from pediatric sections of various organiza-
tions throughout the country. I think one of
the livest discussions I ever heard was at the
Hot Spring's meeting of the Southern Medical
Association two years ago, when Doctor De-
Buys read a paper on this subject. As one
party very aptly put it—and I cannot help
repeat it—the baby in the hands of the aver-
age obstetrician receives about as much at-

tention as the placenta.
An examination of the statistics that Doc-

tor Gallant has charted on the board will

show you some startling things about the ba-
bies in New Orleans. In other words, the
death rate in the first few days is compared
with the next few weeks. An examination
of the chart would be well worth while.
We know very little about many of the

early conditions, but such clinics as have
been established at Touro will give us an ex-
cellent oportunity to study these and there is

one thing certain—you may say the pediatri-
cians are to blame, and to a certain extent
they may be—but if you expect anything from
the pediatrician you must get the baby to him
as soon as the cord; is cut, and not three
months after when the baby has a nutritional
blow-up.

Dr. L. von Meysenbug (New Orleans): I

wish to say that it has been my pleasure and
privilege to have worked in this newly born
clinic with Doctor DeBuys for the last year
and a half, and I believe that the city owes
a debt of gratitude to Doctor DeBuys for
establishing this service. One of the impor-
tant things he has done is to show the moth-
ers themselves and others interested, that it

is possible for 99.9 per cent of babies to foe

breast-fed, and that some diseases, such as
rickets, are preventable, chiefly by the ad-
ministration of cod liver oil as a prophylac-
tic. Breast feeding has been practiced with-
out exception, and only in a very few in-

stances have babies been given formulas to
the exclusion of breast feeding, and that was
for some very definite indications. Other-
wise, I cannot remember a baby that was not
bread fed for nine or ten months and up to
a year.

I think we ought to hear from our friends,
the obstetricians, as to what they think of the
newly born service.
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Dr. R. Crawford (New Orleans) : With
reference to what can be done in looking af-

ter babies newly born, I wish to say that the

Child Welfare Association of New Orleans

has an obstetrical service in connection with

its pediatric service. Within twenty-four

hours after the birth of each of its babies, a

pediatrist is sent to examine the child and to

instruct the mother in its care. In the past

year the death rate for babies under one

year in New Orleans was between eight and

nine out of every one hundred born. The

death rate among the babies in care of Child

Welfare was between two and three out of

every one hundred born. The Welfare Asso-

ciation works in parts of the city where the

people are most crowded, and hygienic con-

ditions are worst, where one might expect

the highest mortality.

Dr. L. R. DeBuys (closing): At the meet-

ing at Hot Springs to which Doctor Strong

referred we had obstetricians present from

different parts of the country. They were

inclined to look upon the service which I had

developed, as something antagonistic to the

obstetrician. In my paper I stated emphat-

ically the reverse, and that what I wanted to

do was to cooperate with them—to develop

a more cooperative spirit between the pedia-

trist and obstetrician ;
and that all I was

pleading for was an opportunity to take care

of the baby immediately after it is born. A
study of the institutions throughout the coun-

try which I made before that meeting showed

that in most institutions the baby after birth

was not even admitted into the institution as

a patient, but was looked upon more as a by-

product and usually it was not even known
whether it was a boy or a girl. At

the meeting we had quite a heated

discussion, at the end of which I. was
approached by some of the obstetricians

who were opposed to the plan, had frank dis-

cussions with them and when they left they

were thoroughly converted and were in favor

of the idea. In New Orleans, at the Touro
Infirmary, we have a most cooperative spirit

between the pediatric and obstetric services.

As a result of the address at Hot Springs I

was invited to speak before the Academy of

Medicine of Kansas City, where there had
been quite a little friction between the pedia-

trists and the obstetricians, and I am glad to

say that a short time ago I received a com-
munication from one of my friends there who
said that the result of the meeting was very
satisfactory to both pediatrists and obstetri-

cians, that they are working in harmony and
that those who were opposed had been thor-

oughly converted and were enthusiastic about
the new born service.

This service has grown to a large size. We
have a follow-up service in which the cases

come every fourth week. The maximum at-

tendance was reached last Thursday morning,
when we had 91. Every one of them was
thoroughly cared for. That is a big crowd.
We would be glad to have any of you visit us

while in the city.

THE CHARITY HOSPITAL OF LOUISIANA.

By ALBERT E. FOSSIER, A. M.. M. D.

(Continued from last issue.)

The correction of the hospitalism
then existing through the moderniza-
tion of the Charity Hospital gradually
dispelled the dread and reluctance of
the afflicted to seek treatment from the
institution. This fact is attested even
as early as the year 1896 by House
Surgeon Bloom, who remarks as fol-

lows: “The Hospital statistics present
direct attention to the enlarging field

of work and to the confidence reposed
by the unfortunate poor in the expedi-
ency of its service. The once popular
fallacy so prejudicial to the interest of

those in need of hospital care, namely,
the dread of hospital confinement is

being rapidly dissipated
;

and this,

together with the manner in which
their entrance into the institution is

facilitated, succinctly explains the in-

creasing number of admissions, and in

all conditions of diseases, that was
noticeably the fact during the year
1895. This prudent awakening of the
value of scientific hospital attention

will, I believe, become more markedly
discernible from year to year, and must,
in its proportionate increase, materially

add to the running hospital expense.”
The year 1895 records the completion

of the A. B. Miles Amphitheatre. This
magnificent operating room with all the

necessary accessories established mod-
ern surgery on its present high pinnacle

in the Charity Hospital. The old germ-
laden Amphitheatre the stage of so

many autopsies and lectures on pa-

thology, and in which our predecessors
had once displayed their surgical skill,

became a matter of history. To our
younger surgeons this comparatively
recent crime of asepsis will appear
medieval; yet, the time is within the

memory of many of our confreres when
operations followed autopsies not alone

in the same room, but even on the same
table. There were many strenuous ob-

jections and expressions of displeasure

were rife, and the attention of the

Board was directed to such antiquated

proceedings, however, the march of

progress is slow, though certain, and
the belated construction of the present

*The author is not responsible for phraseology of

quotations, as they are taken verbatim from text.
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Amphitheatre was the realization of

the visiting surgeons’ most ambitious
hopes.

In 1897 the square of ground adja-
cent to the Hospital having a frontage
of 247 feet on Tulane Avenue (not in-

cluding the width of the street and the
side walks on South Robertson street,

which the Hospital acquired), and a
depth of 430 feet to Gravier street,

between parallel lines, was expropri-
ated by the Charity Hospital. The cost
amounting to $58,000.00. The acquisi-

tion of this large portion of ground
was the beginning of the present
“Greater Charity Hospital.”

The long expressed hope of former
House Surgeons and Boards of Admin-
istrators was realized May 28th, 1898,

when the cornerstone of the “Children’s
Hospital,” the Richard Milliken Memo-
rial was laid. It was dedicated on May
4th, 1899. In the Hospital Report of

1897 is found the following appropriate
words of appreciation: “For this work
the State will owe a debt of gratitude

to the philanthropy of a noble woman,
Mrs. Richard Milliken, who in furnish-
ing means for the erection of this grand
monument to the memory of a beloved
husband, becomes a benefactress to the
afflicted children; of our State and a
blessing to the poor, whose sorrows will

be lightened and lives made happier in

the knowledge that whatever betides,

their precious ones may be cared for
with equal facilities, comfort and skill,

as those of their more fortunate breth-
ren. As administrators of the Hospital
and as citizens of Louisiana, we return
our sincere thanks for the munificent
gift and great charity, the value of

which is incalculable.”

The Hutchinson Memorial Home for
Nurses followed in 1901. Mr. Hutchin-
son munificently donated the sum of
$50,000.00 for the erection of this mag-
nificent structure, and dedicated it to
the memory of his wife. On April 21st,

1909, the Delgado was opened for occu-
pancy and the patients were transferred
thereto from the main building. This
building was erected from funds donat-
ed by Mr. Isaac Delgado, and was a tri-

bute of affection to the memory of his
deceased uncle and aunt, Mr. and Mrs.
Samuel Delgado. Its approximate cost
was $200,000. It has three large oper-
ating rooms and a capacity of 140 beds.

This important addition to the Hospital
Plant, greatly relieved the surgical con-
gestion then existing in the Miles Am-
phitheatre.

The Pasteur Institution was estab-
lished in the Hospital in the year 1903,
in charge of Drs. Pothier and Couret.

In 1906, House Surgeon Batchelor re-
ports to the Board of Administrators
thusly: “For the first time in the His-
tory of this Hospital, during the past
year, a complete medical history of
every patient entering the Institution
has been written and placed on file in

the Registration Bureau. Most of the
efficiency of the Bureau is due to the
enthusiasm and splendid work of the
Registrar, Dr. G. Farrar Patton.”

In 1910, Doctor Geo. S. Bel, Chairman
of the Medical Committee, and House
Surgeon J. A. Danna, proposed many
improvements, which would have re-

sulted in the highest standard of hospi-
tal efficiency. Unfortunately the ever
present determent “insufficient funds”
deferred the inauguration of these es-

sential changes and additions to the
Hospital plant.

A movement of political reform swept
the State in 1912, resulting in the elec-

tion of Governor Luther E. Hall. His
administration marked a new period in
the history of the Hospital. Immediate-
ly plans were on foot for the depoliti-

calization of .that Institution, and vital

changes contemplated in its manage-
ment. The Governor appointed to mem-
bership on the Board of Administrators
men without the pale of politics, who
were actuated only by the laudable ambi-
tion of placing the Charity on the high-
est pinnacle of efficiency. This Board
merits praise for some of the most radi-
cal and likewise beneficial reforms and
changes ever effected in the existence
of the Institution. For in the first time
in its history a Board was attentive to

the just criticisms of a discouraged and
demoralized visiting staff, and consult-
ed with them concerning the changes
necessary for the modernization of the
Hospital. For the purpose of securing
an unbiased judgment, Dr. S. S. Gold-
water, an expert on Hospital manage-
ment was requested to make a survey
of the Hospital and to report his recom-
mendations to the Board of Adminis-
trators. The Doctor’s report begins
thus : “On December 19th, 1912, in pur-
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suance of a resolution previously adopt-
ed by your Board, you invited me to visit

the Charity Hospital, to familiarize my-
self with local conditions, and the pres-
ent organization or system of adminis-
trations, and then to report upon the
present conditions and system of man-
agement, and to suggest such changes,
if any, in the organization or system
of management in all department, as
might appear to be advisable.”

The outstanding recommendation
proposed by the Doctor was the substi-

tution of the House Surgeon by a Su-
perintendent, which recommendation he
embodies in the following: “Of funda-
mental importance is the appointment
of an Executive Officer, who should be
charged by the Board of Administra-
tors with the responsibility for the man-
agement of the Hospital, and answera-
ble to the Board for the maintenance of

order and enforcement of the laws and
rule of the institution. This officer

should be free from all the duties in

connection with the actual treatment
of patients.”

Next in importance was the reor-

ganization of the Visiting Staff. These
recommendations were accepted and
adopted and remain in force to the pres-
ent day.

Dr. Goldwater also severely criticised

the management of the Pathological De-
partment, and was supported by the
Board of Administrators according to

its report, thus expressed : “The Board
has made radical changes in this De-
partment, and I think in a short time,
not only will the statistical returns of
the work of the Pathological Laboratory
be a great credit to the Hospital but a
benefit to medical science.”

Another perplexing matter confront-
ing Dr. Goldwater was the one of inade-
quate sleeping accommodations provided
employees. This problem was solved
by the Board of Administrators leasing
for a term of five years the Polyclinic
Building on Tulane Avenue. This build-

ing was used for the Outdoor Clinics,

and the space they vacated afforded
suitable living accommodations for the
help. The occupying by employees of
beds in sick wards was thus remedied.
Among many other recommendations
by Dr. Goldwater was that of establish-
ing a social service department which
would direct its attention to the proper

disposition of patients chronically ill,

or of convalescents who no longer re-
quired care of a hospital. At the sug-
gestion of the Board of Administra-
tors, Dr. Goldwater introduced the name
of Dr. C. D. Wilkins of Wilkes Barre,
Pa., for the superintendency. Dr. Wil-
kins took charge of the Institution Octo-
ber 1, 1913.

Vice-President Hayne in his 1914 re-
port expressed his satisfaction at the
progress made under the new regime,
remarks as follows : “After an experi-
ence of eighteen months the Board is

convinced that the management of the
Hospital by a Superintendent is an ab-
solute necessity, and we consider that
we were fortunate in having obtained
services of the present superintendent,
Dr. C. D. Wilkins, whose indefatigable
energy, and the deep interest he takes
in his work, have enabled us to make
such great improvements, which have
added so materially to the comfort of
the employees and the welfare of the
patients.”

A uniform system of Hospital ac-
counting was inaugurated on January
1, 1914, by Secretary and Treasurer
Fred W. Mathews. His report of that
date contains the following: “By this
system comparison with other hospi-
tals can be made on a fair and intelli-

gent basis; for instance, the Presbyter-
ian Hospital, New York City. These
comparisons are of much value and in-
terest not only to officials of the Insti-
tution, but also to the public who may
be interested in the work and results
obtained. In former years this Institu-
tion’s accounts were kept in a manner
peculiar to itself, and my predecessors
followed each other along the same
lines. I have endeavored to compile a
comprehensive statement showing ex-
penditures made, revenues received, as-
sets and liabilities.” Mr. Mathews of-

ficially assumed office duty July 1, 1913,
succeeding Captain L. P. Delahoussaye
who died June 3, 1913.

In the annual report, 1914, of Frank
B. Hayne, Vice-President of the Board
of Administrators, is the following il-

luminating chapter as to the cost of dis-

pensing the service rendered by the
Charity Hospital.

“The income of the Hospital from
State appropriation, $217,000; from
authorized fees, etc, (subject to flue-
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tuation), $44,713.78; sundry donations,
$3,397.33; old buildings sold, $455.00;
from trustees, Isaac Delgado Memorial
Fund, $5,733.32; -sundry refunds,
$597.22. Income from all sources for
maintenance, $271,806.64.

Total operating expenses . .

for the year $302,784.32
Last receipts 271,806.64

Deficit to date $30,977.66

With the patients remaining over
January 1, 1914, and the admissions,
there were treated during the year 17,-

449, or 2,393 more than in 1913.
Of the admissions, 9700 were white,

and 7042 colored. Of white adults
there were, males 5,157; females 2,823;
boys 966 ;

girls 749. Of the colored adults

were, males, 3,476; females, 2,989
boys 314; girls, 263. The deaths num-
bered 1,867, more by 101 than in 1913.
The gross death rate was 10.69 percent,
and the net, leaving' out subjects for
Coroner’s inquest, of which were 202,
and other deaths within 24 or 36 hours,
reduces the percentage to 8.06 percent.
In the white and colored maternity ser-

vice there were 521 obstetrical cases,

with a maternal mortality of 1,034 per-
cent. The ambulance calls numbered
2,832. The total number of accident
cases, 14,276. Operations performed in

Miles Amphitheatre, 3,198 ;
in Delgado

Memorial, 3,579 ; total number during
the year, 6,786. In the Out Clinics, 30,-

547 were treated, and 127,559 consul-
tations given. Prescriptions filled by
the Chemist, 68,463. In the Pathologi-
cal Department, 8,355 specimens were
examined, and 453 necropsoes were
made. In the Pasteur Institute 975
applied, of whom 353 were treated with
no deaths recorded. The Registrar re-

ports 16,867 tabulated histories.

The Training School for Nurses
shows a total enrollment of 109 during
the year. Of this number there were
graduated 33. The Senior class of 1915
will comprise 25 pupils and the total
number on December 31st was 84. The
total admissions for the year 1914 were
23 percent, greater than for the year
1912, which shows that the increased
appropriation granted us by the Legis-
lature was an absolute necessity.”
At the present time the Hospital has

a capacity of one thousand one hundred

and forty-two beds. The total number
of patients hospitalized in 1922 was 18,-
104, of which 1,677 died, making a gross
death rate of 9.19 per cent. There were
1,008 births in the Obstetrical Depart-
ment. The Pathological Department
reported that 37,664 examinations were
made, and that 377 autopsies were per-
formed during the year. Two hundred
and eighteen suspected cases of rabies
were treated by the Pasteur Institution.
The large increase in the work of X-ray
Department from 5,065 skiagraphs in
1916 to 18,257 in 1922, indicates the
fast growing importance of that great
discovery in the diagnosis of medical
as well as surgical diseases. In the
Pharmacy, 114,478 prescriptions were
filled and 11,220 packages of serum dis-
tributed. There were 14,006 surgical
operations performed in the Hospital,
which approximates about 39 daily.
The following tableau taken from the

Treasurer’s Report is illuminating as to
the resources of revenue of this great
Institution for the past two years.

COMPARATIVE STATEMENT OF CUR-
RENT REVENUES

For Years Ending Dec. 31st, 1922

GENERAL FUND
RECEIPTS.

Appropriations, State of Louisiana

—

For Support and Maintenance,
Act 75 of 1920 $215,000.00

For Improvements, Act 75 of

1920 10,000.00
For Support, Maintenance and

Improvements, Act 119 of

1921 100,000.00
For Support and Maintenance,

Act 12 of 1922 285,000.00
Appropriation, City of New Orleans

—

lor Social Service Department 1,916.59

Total ..$611,916.59
Legal Fees, Authorized by Legislature

—

Live Stock Inspector, City....$ 12,853.45
Licenses, City 15,873.00
Auctioneers, State 8,853.37

Total $ 37,579.82
Hospital Fees, Administrative

—

Official Undertaker $ 2,000.00
Legal and Burial Certificates. 843.10
Ambulance Service 1,083.00
Serum 257.90
X-Ray Examinations 543.50

Total .$ 4,727.50
Hospital Income

—

Notes Receivable, Rent $ 585.36
Gate Donation Box 648.81
Swill Sold 25.00
Sundry Sales 251.63
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Suspense Account
Patients Deceased 25.30
Patients, Pay (Workmen’s

Compensation) 3,806.00
Delgado Fund for Trustees. . . 4,500.00
Milliken Fund Interest 2,484.90
Interest on Deposits 1,983.26
Interest on Bonds 6.98

Pent on Properties 4,561.48
Donations—Unrestricted 3,434.27
Social Service Department Do-

nations 3,452.41
Social Service Department Re-

funds 2,566.89

Total $ 28,332.29

Total General Fund $682,556.20

SPECIAL FUNDS.
Donations $ 50.00
Legacies 2,616.15
Interest on Deposits 637.68
Interest on Investments 4,054.32
Investments, Matured or Sold... 55,061.47
Sr. Stanislaur Fund 87.00
Transferred from General Fund 20,878.01

Total Special Funds $ 83,384.63

GRAND TOTAL RECEIPTS $765,940.83

The following report of operating ex-

penses of the Treasurer for the year
ending December 31, 1922, gives an ex-

cellent idea of how so much had been ac-

complished on so small a revenue:

REPORT OF THE TREASURER

THE CHARITY HOSPITAL OF LOUISIANA, NEW ORLEANS
Statement Showing Method of Figuring “Cost Per Patient Per Day,’’ for Year Ending

December 31, 1922.

OPERATING EXPENSES

Administration Expenses
Nursing
Physicians
Orderlies and Ward Employees

Drug Store, Salaries

Medical and Surgical Supplies

Apparatus and Instruments

X-Ray Department
Registration Bureau

Clinic Salaries

Social Service Department
Miscellaneous
Ambulance Service

Pathological Department

Housekeeping Department
Kitchen Department

Laundry Department
Stewards’ Department

General House and Property

Total Net Operating Expenses. . . .

Total Patient Days Treatment. . . .

New Cases Out-Patient Department
Visits Out-Patient Department. . . .

Ward Out-Patient
Patients Department

r i%- 1

$ 38,537.14 L 389.26 J

40,282.24
9,625.00

32,415.53

[
25%- 1

2,242.50 L 747.50 I

r 10%’ 1

36,223.75 l 4,024.86 J

r S%- i

8,407.21 442.48 J

r io%- 1

16,727.84
[

1,858.64 J

2,198.29

[
Actual 1

L 7,678.27 J
*

f
20%’ 1

1,585.42 L 396.36 J

1,260.52
5,099,74

\
io%- 1

14,742.14 L 1,638.01 1

r 2% l

74,065.54 L 1,511.54 J

13,227.39

r 2%- 1

17,033.59 L 347.64 I

126,207.86
r i% l

105,267.66 l J

$545,149.36 $20,097.87
354,633

40,640
93,090

1,063.31
1.537 .15

Total

$ 38,926.40
40,282.24
9.625.00

32,415.53

2.990.00

40,248.61

8,849.69

18,586.48
2,198.29

7,678.27

1,981.78
1,260.52
5,099.74

16,380.15

75,577.08
13,227.39

17,381.23
126,207.86

106,330.97

$565,247.23

COST
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The care of these patients was en-

trusted to a staff of 164 nurses, and of

over 40 internes. The treatment was
directed by a Visiting Staff of approxi-

mately 250 doctors.

Thus is shown the phenomenal growth
of our Hospital, not only during the past

hundred years but even during the last

few years. If the past is a criterion as

to what is to be expected in the future,

necessary funds must be obtained to

provide for the greatly increasing cost

of hospital maintenance, and the enlarg-

ing of this now overcrowded quarter of

the Institution. The present Board of

Administrators has recognized and
has called the attention of the public

and of the Legislatures of this state to

these needs. Their appeal for allevia-

tion and the comfort and the proper
care of the worthy sick poor of this com-
munity demands consideration. It is

devoutly to be hoped that these untir-

ing efforts will be rewarded, and that

their good and faithful stewardship
will mark another epoch in the history

of the growth of the Charity Hospital.

This Institution, throughout its exist-

ence, was handicapped by three deplor-

able disadvantages; towit: insufficient

funds, over-crowding and the abuse of

Charity by patients fully able to pay
for medical attention. All succeeding
Boards bewailed this fact, but have
never been able to remedy this condi-

tion and eradicate the abuse. It was
rampant in the past as it is today. The
author throughout the course of this

history has noted many references by
Boards of Administrators pertaining
to these drawbacks to the economic
management of the Hospital.

The provision of sufficient funds for
the proper support of this magnificent
institution rests with the Legislature
of the State. This burden has increased
from year to year, and it may not be
amiss to mention that the cost of main-
tenance of a modern hospital is rapidly
increasing, and unless these expenses
are met with ample appropriations the
patients are bound to suffer neglect
therefrom.
Today we bewail the overcrowded

condition of the Charity. Beds only
large enough to accommodate one per-
son are shared by two, to the extreme
discomfort and torture of these fever-
ish suffering patients. It was broad-

casted that additional buildings are ab-
solutely necessary to provide more room
for the patients as well as for the help,

and to make necessary improvements.
An appeal was made to the people by the
Board to liberally subscribe in order
to supply these grevious deficiencies.

The prevailing opinion of the medical
profession of today on this all impor-
tant subject of hospital abuse is well
expressed by Dr. Paul Gelpi, President
of the Louisiana State Medical Society,

in his annual report to the Society.

Hear what he says: “The question of

hospital abuse is receiving the attention

of physicians in this section and else-

where. The benefits provided for the
poor are wantonly and increasingly
abused and deliberate impositions are
heaped on the- medical profession. I

recommend that the Hospital Abuse
Committee be instructed to get together
with similar committees of the Orleans
Parish Medical Society and Charity
Hospital Staff with a view of taking
complete survey of the Institution and
prepare suitable' laws to correct the
evil now for enactment of the next
Legislature.” And again, Dr. H. W.
Kostmayer, President of the Orleans
Parish Medical Society, in his inaugural
Address strikes the following keynote
on this vital issue: “The trouble is the
Hospital serves by far too many. It

has long been the boast of this commu-
nity that Charity Hospital asks no ques-
tions, but serves rich and poor alike.

Think what folly this boast contains:
The daily average number of patients
is about 885 at a daily per capita of
$1.60. I am convinced that this daily
average should be reduced by at least

100, a daily saving of $160.00 and a
yearly reduction of $57,000 ! Apply this
same principal to the Outpatient De-
partment and it is readily discernible
how much more efficient the Hospital
could become for those actually entitled
to its benefits. In this matter we cer-
tainly should not stop at Charity Hos-
pital, but we should regulate the Chari-
ty done by each and every medical and
surgical institution in the City. This
not simply to increase the income of the
profession, which it most certainly

would do, naturally, but primarily to

protect the worthy and needy poor
against the impositions of the unscru-
pulous well-to-do. Social Service seems
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the logical stepping stone to this end,
but the Hospital Abuse Committee may
devise more direct means. We certain-
ly

_

ask your serious consideration of
this age-old problem and especially as-
sign its active development to the Hospi-
tal Abuse Committee.”

Dr. Goldwater in his Charity Hospital
survey recommends that: “An effort
should be made to exclude from the Hos-
pital persons able to pay for private
care.” Overcrowding could be relieved
by the elimination of this misuse of
charity and violation of hospital privil-
eges, and it is devoutly hoped that some
means will eventually be devised where-
by a refuge can be denied to all but
the eligible poor. The State has no
greater duty than the care of its in-
digent sick, and it should strive to pro-
vide amply for their needs.
The cry of reform and expressions of

dissatisfaction are echoing through the
realms of time, and to this very day,
nearly two centuries since the' birth
of our great Hospital, we hear the self
same pleas and complaints similarly fol-
lowed by varied suggestions for better-
ment

; yet, step by step, and year by
year, it has grown from a hovel housing
a few indigent poor, to the present mag-
nificent institution, one of the largest
in the country.

On four occasions the Hospital was
forced to appeal to the public for funds
to make urgent improvements, and to
properly care for its patients. The first

of -these drives was made in 1884. It

was to provide funds for necessary addi-
tions and improvements in the Hospi-
tal.

The following report made by Edwin
Marks, Secretary and Treasurer of the
Building and Sewerage Fund in Janu-
ary 1884, records this important event

:

—“The Governor recommended “An
appeal to the citizens of New Orleans
and the Parishes for voluntary dona-
tions for the good work, the remote
meeting of the General Assembly and
constitutional limitation of appropria-
tions rendering it doubtful for the ob-
tainment of State aid.” Upon receipt
of the Governor’s letter, the Board of
Administrators, at their meeting of
February 16th, appointed a committee
of five to prepare a plan of action
whereby the suggestions of his Excel-
lency could be carried out. In due

course and after proper publication the
citizens of New Orleans were invited
to assemble in the Mayor’s parlor with a
view towards devising ways and means
to carry out the project, and a meeting
was held at which several of the lead-
ing merchants were present, such as
Messrs, A. H. May, His Honor, Mayor
Behan, Albert Baldwin, W. B. Schmidt,
E. J. Hart, Adam Thompson, I. L. Lyons
C. H. Hyams, Isidore Newman, Edward
Booth and others, as well as the Board
of Administrators. An organization
was at once entered into, with A. H.
May, Esq. as Chairman, and proceed-
ings at once instituted by the appoint-
ment of committees on the different
callings, trades and professions, for the
purpose of soliciting contributions.”
The work progressed under these aus-
pices. The magnificent sum of $32,-

000.

00 was the result.

The centenary of the Charity Hospi-
tal as a State Institution was celebrated
on the Hospital grounds with appropri-
ate ceremonies on December 8, 1911.
This was followed by a fair held from
December 11th to 16th, inclusively, the
purpose of which was to raise money to
meet the demands of the Hospital. The
efforts of the public spirited ladies and
gentlemen were rewarded by the reali-
zation of the splendid sum of $34,200.00.
At a special meeting of the Board of

Administrators August 25th, 1915, the
following resolution was passed:
WHEREAS the Charity Hospital of

Louisiana is in urgent need of funds in
order to maintain the treatment of its

patients on the same standard which
has prevailed in the past

;

Resolved, That the Board of Admin-
istrators of the Charity Hospital of
Louisiana invoke the aid of the public
of all the entire State in raising a sum
of money adequate to its needs by means
of the Charity Hospital International
Fair, which it has prevailed on a num-
ber of prominent citizens to undertake
in its behalf.

Pursuant of these resolutions “C. H.
1. F.” Charity Hospital International
Fair was given at the Washington Artil-
lery Hall, October 3rd, to 11th, 1915,
inclusive, under the auspices of the New
Orleans Press Club. There was a gen-
eral response from the public and the
magnificient sum of $53,114.42 was
realized. The great success of the Fair
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was due to the indefatigable efforts of

the following committee: Harold W.
Newman, Chairman, Chas. Weinberger,

Vice- chairman, Chas. A. Farwell,

Treasurer, Emile V. Stier,
_

Secretary.

These drives are of especial interest

today in view of the magnificent ef-

forts of the present Board of Adminis-
trators and of Superintendent, Dr. Wm.
W. Leake. Their appeal has met gener-

ous response not only in the City but in

the Parishes as well. These gentlemen
may be justly elated and gratified at

their success as the amount collected

will approximate tenfold that of the

two first efforts.

A revision of the inscription on the

marble tablet in the main hall of the

Hospital is necessary. It is generally

acknowledged by students of the history

of this great Institution that it was
founded by Jean Louis in the year 1737,

during the French Domination shortly

after the founding of this City by Bien-

ville. Documentary evidence has been
produced by the writer in the beginning
of this sketch and opinions have been
quoted by him which prove beyond any
doubt the origin of the Charity Hospi-
tal of Louisiana. No mention on that

tablet is made of this “hospital des

pauvres de la Charite” which adminis-

tered during forty-two years to the in-

digent sick pioneers of this great State.

Almonester rebuilt that Institution on
the original site after its destruction

by the historical hurricane which de-

vastated the small village, the original

City of New Orleans, during the Span-
ish regime. In recognition of his phil-

anthropy, he was proclaimed founder
by his Monarch, King Charles III of

Spain. Again, this community was not
indebted to the State of Pennsylvania
for the means of erecting the edifice

built in 1832, as the $10,000 given by
that State was in answer to an appeal
from the State of Louisiana in which the
claim was justly made that the burden
of the care of the sick citizens of other
states should be shared by those states

and not entirely by Louisiana. This
claim was ignored by all other states

with the exception of Pensylvania. Due
credit for its liberality may be given in

the column of names of generous bene-
factors. The following quotation from
the Hospital Legislature Committee re-

port of the year 1832 authenticates this

statement

:

“Here, your Committee cannot for-

bear to express their surprise, that the
peculiar situation of this Institution,

and the unlimited dispensation of its

charities have not attracted the atten-
tion and enlisted the interest and gen-
erosity of other states. The liberality

of Pennsylvania, which, we are always
happy to acknowledge, furnishes a
proud example which, it is devoutly to
be wished, might be imitated by others.

We doubt not that the generous spirit

of that philanthropic State reap a rich
reward from the reflection that during
the last year her liberality contributed
to the relief and comfort of 111 of their

unfortunate fellow-citizens, whom cir-

cumstances had removed far from their
homes and their friends.” The justice
of this claim made by the State of Louis-
iana One Hundred years ago is more
apparent today in view of the recently
adopted regulations of eastern hospi-
tals. According to Goldwater in his Re-
port of an Inquiry into the Administra-
tion of the Charity Hospital, particu-
lar emphasis is laid upon the duty of
non-residents in the city of Boston to
pay the nominal ward rates stipulated
by the Boston City Hospital. It has
long been the practice of this Institu-

tion to exact from outlying towns and
municipalities, payment for the care of
patients having a legal domicile in such
cities or towns, also, in 1911, the
Boston City Hospital received from va-
rious cities and towns in this way the
sum of $25,165.00 and from the Com-
monwealth of Massachusetts, $26,334.00
and in New York City a special effort
is made at Bellevue Hospital to collect

maintenance costs for non-residents of
the City or State, who enter the Hospi-
tal for treatment. Besides, in princi-

ple, the theory of the responsibility of
sister states seems to have been recog-

nized by Louisiana, inasmuch as an an-
nual contribution has been collected

from Mississippi for the care of citi-

zens of that State who entered Louisi-

ana for the purpose of seeking treat-

ment in the Charity Hospital. The above

is merely quoted to prove that the Char-

ity only asked what rightfully should

have been given to her, and that our

gratitude to the State of Pennsylvania
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is greatly exaggerated and historically

misleading.
All honor and credit for the founding

of the Charity Hospital must be given to

Jean Louis; it is only just that at this

belated day that the memory of this

great benefactor should be perpetuated

by the erection of a fitting memorial in

the Hospital he founded nearly Two
Hundred Years ago.
Although he was not proclaimed its

founder by a friendly king, nor did he

enjoy the influence of wealth and nobil-

ity, and no honors and no dignities were
heaped upon his memory; none the less,

it should be acknowledged that his mod-
est legacy was the seed from which
sprung the present Institution. Al-

though there is not a cathedral for his

sepulchre, not a monument erected to

his glory, nor even an inscription perpe-

tuating his memory, this humble sailor,

buried in an unknown grave, could have
with all humility, repeated these words
of the ancient bard:

“Exegi monumentum aere perennius
Regalique situ pyramidum altius,

Quod non imber edax, non Aquilo im-

potens

The End.

DIGITALIS IN HEART FAILURE.

J. BIRNEY GUTHRIE, M. D.

New Orleans, La.

The term “heart failure” up to com-
paratively recently has been accepted

by the profession and by the laity as

indicating an absolute cessation of func-

tion on the part of the heart and death.

To-day the term has a more relative ap-

plication and is taken as implying that

condition in which the heart is found
unable to perform in a satisfactory

manner its daily and accustomed task.

The term has found its wav into Hie lit-

erature largely through its adoption oy

Mackenzie. Mackenzie uses it in pref-

erence to the term “decompensation”;

and observers who are careful of their

use of words have rejected the term
“decompensation” excepting as indicat-

ing a secondary failure after the heart

has adjusted to some structural impair-

ment or to an added task. Manifestly

decompensation cannot be used with ac-

*Read Before Louisiana State Medical Society, April

24 -26 , 1923 .

curacy as applied to a first attack of
failure.

“Heart failure” as we use the term
today, implies the condition of cardiac
break-down observed in various
grades from that hardly noticeable to

the patient, to the absolute cessation of
heart function and death. The physi-
cians are in the treatment of heart cases
today, is directed toward the early rec-

ognition of the lighter grades of failure;

to their correction by suitable meas-
ures tending to restore proper func-
tion by building up a “reserve”; and to

the elimination, if possible, of the caus-

ative factor in the production of the
failure. We are concerned chiefly with
this factor in heart diagnosis today. In

the cases we see in various stages of

heart failure, the necessity for an ac-

curate estimate of the grade of failure

is much more important from the stand-

point of treatment and prognosis than
the exact knowledge of the lesions which
have entered into the production of the
failure. Of course, this knowledge
goes far as a help in the management
of a particular case; but is secondary
in importance to an estimate of the

heart function. We see heart failure in

valvular disease where disease of the
myocardium has made impossible the

preservation of normal function as

measured by the output of the heart in

a given time. We see heart failure as

a result of pathologic change in the

heart muscle, and we see it as the re-

sult of disturbances of rate and rhythm
though the operation of extrinsic or in-

trinsic causes.

It seems almost trite to call attention

to the necessary resting period of the

heart cycle. Yet this concept is most
essential in considering the subject of

proper cardiac nutrition. For a long

time the greatest stress was laid on the

phenomenon of slowing of the heart ob-

served in laboratory animals when the

minimal lethal dose of digitalis was
apprached and also observed in man
under certain pathological conditions

with a dosage considerably under the

minimal lethal dose. This therapeutic

slowing effect of the drug occurs most
strikingly ac times. In our series of

cases 140 observed during twelve

months in Medical Service No. 4 of

Charity Hospital, it was of strikingly

low incidence. Reduction of rate of
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over 20 beats was of infrequent occur-

ence. Notwithstanding this, the im-

provement was often most pronounced.

It is in auricular fibrillation that im-

provement is most easy to prophesy and
slowing, most frequent after digitalis.

Again we must acknowledge a debt to

Mackenzie for pointing out the mode of

action of digitalis in this, the most fre-

quent of rate and rhythm disturbances

occuring in heart failure. The digi-

talis effect that is in operation here is

chiefly the effect on the auriculo-ven-

tricular bundle. The conduction time
may be increased by the giving of the

drug in relatively large dosage even
to the extent of complete dissociation

of auricle an dventricle and the pro-

duction in the ventricle of an independ-

ent rhythm. The effect of vagus stim-

ulation by digitalis seems of less im-
portance in the treatment of auricular

fibrillation than that in its effect on
the conduction apparatus of the heart
muscle. The effects of vagus stimula-

tion by digitalis are today regarded as

of secondary importance, therapeutical-

ly speaking, to the effect on the heart

muscle and its conductive mechanism.
Some observers even go so far as to

consider the effect of digitalis in auricu-

lar fibrillation through the cardio- in-

hibitory apparatus as nil. We are quite

certain that the slowing which here
is of such prime advantage comes not
from the cardio-inhibitory apparatus.
Indeed late slowing through sinus
inhibition or A-V. block is a toxic

effect and constitutes a signal for stop-

ping the drug.
A dog’s heart in which fibrillation

is induced by direct faradization of the
auricle fibullation, can be checked by
faradization of the left vagus. This
degree of vagus stimulation is probably
far above that which any possible dos-

age of digitalis that could be borne by
the patient would bring about.

We are still far from being able to

foretell with exactness which cases of

filbrillation will be relieved by digitalis

through ventricular rest and increase

of recovery-time. However, the iden-

tification of auricular fibrillation by
Mackenzie by means of polygraph trac-

ings marked an epoch in the study of

this most interesting drug. The later

advent of the electrocardiograph has
still further cleared up the subject.

Thanks to light thrown on the sub-

ject by the electrocardiograph, we are

able to study the hearts of cases with
diseased heart muscle with an accuracy
that equals that which was not even
possible in the laboratory upon an ani-

mal before its use. The clinic has
through this apparatus, far outstripped

the laboratory in these studies. The re-

actions of the diseased heart-muscle can
only be obtained in the clinic. Such con-

ditions can best be found by examining
patients suffering with heart failure

of varying grades. Examination of tis-

sues post mortem has never yielded any-
thing comparable to the richness of data
obtained, without harm to the patient,

by these tracings. The physiologist and
the pathologist have laid the foundation

;

but today light on the subject of heart
failure and its treatment comes chief-

ly from clinical data collected and stud-

ied.

We are in a position today to identi-

fy by ordinary means of investigation

eye, finger and stethoscope) very many
of the arrythmias which occur ; but it is

because of their being originally identi-

fied by means of chronologically record-

ed curves of the heart cycle. There still

remains a field of rhythmic disorder

which can only be studied by the elec-

trocardiograph. There are cases of fi-

brillation which are not identified be-

cause of the lack of such records. The
response of these hearts to full doses

of digitalis is perhaps responsible for

some of the drug’s prestige outside this

class of cases. Lewis has emphasized
this point and he goes so far as to ad-

vance the view that there is little to be
expected from the drug outside of this

field. This view is not accepted by the

workers in general and my own experi-

ence with digitalis is certainly not in

accord with this dictum. Lewis has
advanced the view that other disturb-

ances of mechanism (auricular flutter)

heretofore, etc., regarded a separate and
distinct phenomena are due to the same
cause, and alteration in the length of

the refactory period and in the conduc-
tion time. Digitalis has been observed
to convert auricular flutter into fibril-

lation and fibrillation finally to normal
mechanism. In auricular tachycardia,
digitalis fails usually to bring relief. In
the cases reported where relief has come
from digitalis, Lewis is inclined to be-
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leive that flutter may have existed
which has yielded as above decribed.
More or less blocking in the conduc-

tion bundles may be the underlying
cause of the failure to function. This
tvpe of abnormal mechanism varies in
a most interesting way in response to
digitalis therapy. The bolck which con-
cerns us most clinically, consists in ab-
normal increase in the auriculo-ven-
tricular conduction-time. This may be
partial, in which occasional impulses
only are lost, or complete in which auri-
cle and ventricle are contracting with
an independent ryhthm.

Incomplete block accompanied by
heart failure is regarded as a contra-
indication to digitalis because of the
likelihood of converting it into a com-
plete block and with a further sub-
sequent slowing. However, this corn-
version may be rather desirable than
to be avoided. Cases have been reported
where the heart rate has been
actually increased as complete block
occurred through freeing of the
ventricle and the establishment of an in-

dependent ventricular rhythm. In com-
plete block, digitalis can do no harm
for it is without influence excepting for
a beneficial one in its effect on contrac-
tility and possibly also by improving
the tonus of the heart muscle.

Heart failure, we see where the me-
chanism is, without doubt, perfectly
normal. Dilatation may not be present
and the failure may be manifested by
pain on exertion, edema, or by shortness
of breath, orthopnea, by cyanosis. Often
no demonstrable pathology is present
either in the heart muscle or in the
valves, to account for the clinical picture
as we see it. Digitalis helps some of these
cases without alteration in pulse rate,

especially those with edema, when diure-

sis occurs. In others, on the contrary,
no benefit can be obtained even from
large doses pushed to the limit of tol-

erance. We have come to regard
prompt response to digitalis as a prog-
nostic factor of no little value. In the
conditions above mentioned it is impos-
ible to foretell with any degree of cer-

tainty which cases will respond and
which cases will resist the drug. We
have come to believe that such cases
should be given a thorough digitaliza-

tion to the point of saturation within

the margin of safety under careful and
continuous observation.

Always we must bear in mind that
there is nothing which digitalis can do
in altering the conditions in the valves.
Valvular lesions are uninfluenced by
the drug. If we admit a possible ef-

fect on tonusa debatable question, and
upon contractility which is now quite
generally admitted, we can perhaps un-
derstand an influence on the mitral
valve through the papillary muscles.
Formerly it was believed that the
lengthened ventricular diastole produced
in digitalis therapy was a contra-indi-
cation to its use in aortic regurgitation.
This view is no longer held by those
whose experience and opportunity for
study is greatest. A theoretic, but not
practical, contra-indication in aortic re-

gurgitation, the lengthening of dias-

tole, becomes of decided help in mitral
stenosis where the filling time of the
ventricle is lengthened by A-V conduc-
tion delay.

Today there is no valvular lesion in

which we regard digitalis as contra-
indicated. The rapid heart due to ac-

celerator stimulation external to it or

due to a toxic substance (hyjerthy-
roidism) reaching it in the blood is not
slowed by digitalis and no benefit from
its use in this direction can be ex-

pected.

From the clinician’s standpoint the
most important consideration is the
question of dosage. Formerly, we gave
digitalis in relatively small doses and
awaited the advent of its full action
sometimes for days and even weeks.
Today we have much more definite

data upon which to base our therapy.
We know that little can be expected of

digitalis until a certain dosage has been
reached. The size of this dose has been
determined by animal experiment and
careful observation of the effects of the

drug at the bedside. It is very defin-

itely known just how much of a stand-
ard digitalis preparation will produce
death in the cat. The so-called cat unit

is the proportionate amount of the

drug necessary per kilogram of body
weight to kill the animal. Following
this method practically all reliable

manufacturers are putting out stand-
ardized tinctures of strength of one
cal-unit to the c. c. of tincture.
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Since the finding of Cohn, Frazier

and Jamieson a change in the T-wave

in electrocardiograph tracings occur-

ring with the advent of moderate digi-

talis effect, it has been possible to iden-

tify other and later phenomena by this

means. Unlike T-wave change, fortu-

nately these other changes can be iden-

tified by the simpler and ordinary bed-

side observations. Various observers

have watched these effects and have
calculated and reported the percentage

of the minimal lethal dose after which
they usually occurred. As a result of

their work we know that T-wave altera-

tion occurs when 20 to 30 per cent of

the minimal lethal dose (M. L. D.) has

been i
given. Many observers believe

that the advent of this phenomenon
should serve as a warning that the full

dosage is being approached. However,
we have frequently to pass this phase in

the matter of dosage and very often

utilize therapeutically for maximum
therapeutics effect 30 to 40 per cent of

the M. L. D.

The therapeutic dose lies frequently

uncomfortably near the toxic one, with
a relatively small margin of safety.

From the clinical standpoint the advent
of nausea or vomiting following one or

two days of anorexia is important.

Hatcher and Weiss have shown that

vomiting is a true cardiac reflex and
not a central stimulation as was for-

merly supposed. The initial point of

this reflex is in the heart itself. Accept-

ance of this apparently well-proven

point makes doubly important the oc-

currence of the nausea or vomiting as a

warning of the advent of toxic effect.

In a heart case vomiting is a misfor-
tune and should be avoided if possible.

The preliminary anorexia may replace

the nausea in giving warning.
Coupling usually a later manifesta-

tion of premature ventricular contrac-

tion and sudden slowing indicating and
auriculo-ventricular block are indica-

tions for immediate stopping of the
medication. Effect on the bowels (pur-

gation) is of comparatively rare occur-
rence and, notwithstanding, Withering
warns that it is a signal to stop the
medication, we can consider it only as

of secondary importance. I have
records of several cases in my series

which show that the occurrence of diar-
rhea has possibly prevented a lethal

result in the patient, so large was the
dosage employed. In this connection I

should like to emphasize the importance
of the effect of giving saline cathartics
daily or 3 or 4 times a week, on digi-
talis absorption. Macht has shown the
very great hinderance that this pro-
duces to all absorption in the intestines.

This applies to food as well as to medi-
cation and furnishes an additional ar-
gument for their sparing use in the
edematous case of heart failure during
digitalis treatment extending through
a period of days.
The calculation of the dose is of prime

importance. There can be no doubt
that an approximate saturation of the
patient is necessary in most of the cases
we are called upon to treat. The basis
of this calculation at present used by
all who have studied the question
minutely, is body-weight and the mini-
mal lethal dose for animals. Eggleston
has done more than anyone else to give
us a co-efficient expressed in terms of
pharmacologic activity of various digi-
talis preprarations. Eggleston has en-
deavored to determine a quantity of
digitalis which shall represent that
which will give a full therapeutic effect
and which will lie well within the mar-
gin of safety. His figure is 0.146 of a
cat-unit (representing .146 c. c. c. of a
standard tincture) per pound of body-
weight. The dosage is given as fol-
lows: approximately 1-3 to 1-2 of the
total calculated dose is administered at
once and the remainder at 6 hour in-
tervals .thereafter, watching for the
advent of the signals of toxic feet. Six
hours is taken as the period which is

required to develop the effect of a does
of digitalis.

There is little doubt to-day that the

therapeutic effect of digitalis in heart
failure can be maintained only by keep-

ing up the “saturation” of the patient

with the drug. This we can do by konw-
ing approximating the rate of excre-

tion. This also has been studied. Fardee
has determined by electrocardiographic
study of T-wave phenomenon that the

average rate of excretion is about 20
minims a day for a standard tincture

in a patient of 150 pounds body-weight.
It will be necessary, therefore, to main-
tain such a dosage in order to keep up
the desired therapeutic effect, having'

previously administered the full thera-



200 Guthrie—Heart Failure

peutic dose calculated by the Eggleston
method.

In the preparation of this paper the
writer undertook a tabulation of all

cases now under treatment and all cases
discharged from Medical Service No. 4
in New Orleans Charity Hospital. The
cases were, all of them, under his man-
agement. There were 140 in all during
the last year. Of these 84 showed heart
failure and these received digitalis at
some time during their hospital sojourn.
It is a matter for regret that no elec-

trocardiograph tracings were available
and the polygraph was used where pos-
sible in its stead. The polygraph trac-
ings are often disappointing on account
of limitations of the instrument. The
cases all occurred in colored females
ranging in age between 9 and 69 years.
In the colored female service, the
patients come to the hospital in a much
more advanced stage of cardiac failure
than in the colored male service, and
the high death rate per cent may be
in part thereby accounted for. The age,
weight, the condition of patient admit-
ted and weighing were recorded and
tabulated

;
diagnosis

; dates of admis-
sion and discharge; number of days’
duration of digitalis treatment; total
digitalis given and the daily average
calculated. Dr. J. T. Halsey very
kindly undertook to determine the
potency in cat-units of the tincture of
digitalis in use in the Charity Hospital
and found that it represented .70 of a
cat-unit per c. c. In the table studied
it was desirable to express the dosage
in the terms of a standard tincture, and
the corrected totals and averages are so
expressed.

Working without the guide of elec-

trocardiograph tracings it is necessary
to watch most carefully for clinical evi-

dence of toxic effect so as to keep the
dosage well within the margin of
safety. Of chief importance were the
advent of anorexia, nausea or vomiting,
slowing of the heart to the neighbor-
hood of 50, the occurrence of premature
ventricular contractions, heart block,

or well marked diuresis. The import-
ance of measuring the daily urinary out-

put is of very great value in watching
a case under treatment. It is in hos-

pital practice quite difficult to obtain.

The patient is most unaccustomed to

the idea of treating the urine as some-

thing of value to be preserved, perhaps
at considerable inconvenience. Unless
there is an adequate nursing personnel
this is often not done. Our records
have suffered in many instances from
this omission.

Limitations in our ability to watch
carefully our cases call for added con-
servatism in the matter of dosage. The
more closely we can watch for signs of
toxic manifestations, the more daring
may we become with this powerful
drug. All of our digitalis has been given
by mouth in our heart series and no
strophanthin, intravenous or otherwise
has been used, e have in a numebr of

cases, greatly exceeded the dosage laid

down by Eggleston and apparently with
advantage to the patient. In studying
these cases we are impressed with the
desirability of getting in more or less

promptly (usually during the first 24
hours of admission) a considerable por-
tion of the calculated total amount.
Patients thus treated are frequently
comfortable on the second night and
need less morphine.

In considering the advisability of

doses exceeding the calculated amount
we have in mind the very great varia-

bility of absorption found in different

tinctures of digitalis all of which may
possess the same biologic potency when
given intravenously to a laboratory
animal. This variability has been ex-

amirfed most carefully by Hatcher and
we find a factor of absorption vari-

ability which is uncomfortably large.

This factor is not so great as that which
prevents us using strophanthin, but

enough surely to make us eager for

some more uniform preparation. It

may be that the extraction of the chloro-

form-soluble constituents of the drug
may be demanded as the basis of our
standard tincture of the future

;
for this

•has been found many times more uni-

form of absorption by the intestinal

tract.

Our series shows that out of 84

patients with heart failure taking digi-

talis 29 died, 34 per cent.

The average total quantity taken daily

was equivalent to 49 c. c. of standard

tincture. The duration of treatment

counted in number of days between first

dose and discontinuance was 18.
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Series Summary.
Average days 18.7

Average daily dose 2.7

Average total dose 49.1cc

Maximum age 69
Minimum age 9

Largest total dose, equivalent in c. c.

Standard 175.

Smallest total dose 5.2

Recovered 55
Died 29
Mortality in series 34.5%

1206 Maison Blanche Building
DISCUSSION.

Dr. Randolph Lyons (New Orleans): I think
that Doctor Guthrie has brought out some
very important points in the use of digitalis

in heart conditions. He has shown, first of
all, that it is very hard to say in every indi-

vidual case whether or not digitalis will be of
any benefit. You know in certain types of
cardiac conditions it is generally very help-

ful and most especially in fibrillation. Digi-
talis is also of great prognostic value, when
it is properly given. The difficulty comes in

the practice of most of us, that we do not
know enough about the digitalis we are using.
There are many preparations put out by drug
firms, most of which are good, but it is not
always possible to know whether they are up
to standard. We have found in the Charity
Hospital that a good deal of the digitalis is

somewhat under par and hence there is no
use talking about the exact dosage required.
You must push it until you get the effects
you are trying to obtain. You may use the
single dose method, which: in most instances
is not necessary; or else give fairly large
doses evenly distributed, e. g., a dram every
four hours. In those cases the patient must
be watched carefully and the drug cut down
when we get the digitalis effect.

In the past I think we have been afraid of
giving too much digitalis, but if we bear in
mind what the early symptoms of' intoxica-
tion are, we may avoid all such dangers.

THE DETECTION OF PULSUS ALTER-
NANS BY THE AUSCULTATORY BLOOD

PRESSURE METHOD, WITH AN
ANALYSIS OF 14 CASES.*
By RANDOLPH LYONS, M. D

New Orleans

In November, 1920, I
1 reported five

cases of pulsus alternans before the
Southern Medical Association in Hot
Springs. Since this time it has been
my good fortune to observe eight new
cases of this interesting cardiac arryth-
mia and to add another case from my
records which occurred in 1918.
Owing to limitation of time it will not
be possible for me to take up in detail

*Read Before the Louisiana State Medical Society,
April 24-26, 1923.

the new cases; this will be done at a
later date. It will be necessary, for
the present, to limit this report to a
brief summary of the 14 cases observed.

Pulsus Alternans and Its Frequency.

Alternation of the pulse may be de-
fined as a condition in which strong and
weak beats alternate, but in which the
cardiac rhythm is normal. Alternation
may be constant, transient, intermit-
tent or found only after premature
beats. It is a sign of serious impair-
ment of the muscular organisms of the
heart, which has lost the capacity to
respond with maximum contraction to
every stimulus

;

2 the contracting*
capacity is diminished. Depression of
contractility is then the most evident
impairment of the function in alternat-
ing pulse, although there may be other
elements entering into its production.
This arrythmia is classed by some car-
diologists as second in frequency of the
cardiac arrythmias, yet among clini-
cians and practitioners it is astonish-
ingly infrequent. Why should such a
state of affairs exist? Presumably
because (1) cardiologists take graphic
tracings of all cardio-vascular-renal
cases. (2) Because practitioners still

believe pulsus alternans to be a rare
condition and do not appear to appreci-
ate the fact that it can be detected while
taking the blood pressure by the auscul-
tatory method (preferably). (3) Be-
cause the pulse is often regular and
within normal speed limits, hence m>
suspicions are aroused as to its pres-
ence. (4) Because of careless and hur-
ried blood pressure readings. (5) Be-
cause of a faulty blood pressure instru-
ment in which through leakage, the
pressure cannot be very gradually and
slowly released. It seems hardly neces-
sary to add any further reasons, but if
the physician will keep in mind the pos-
sibility of pulsus alternans in all cases
of hypertension, arteriosclerosis, myo-
carditis and nephritis, when taking the
blood pressure, this condition would
rarely be overlooked.

Blood Pressure Method.

The auscultatory blood pressure
method is by far the most delicate
method of detecting alternation of the
pulse. Either the air or mercury
sphygmomanometer may be employed,
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although the oscillations of the needle
in the air-manometer may aid in focus-
ing atterftion on the presence of an
alternation. It may be of interest to
state here, that the recognition of pul-

sus alternans in the 14 cases that are
reported, was made while taking the
blood pressure. In some of the more
uncertain cases, or as a control, trac-
ings were made; furthermore, it was
Hound in some instances that graphic
records failed to reveal the alternating
pulse even when Hawthorne’s 3 method
was used to reinforce it, although the
blood pressure method detected it quite
easily and later, tracings demonstrated
its presence beyond any doubt. It is

noteworthy that the electrocardiograph
is practically useless for detrmining
alternation of the pulse; not infre-

quently the sphygmograph fails us in

early cases, but the syhygmomanome-
ter is our mainstay and it is fortu-

nately an instrument that all practicing
physicians possess.

The technic of the blood pressure
method for detecting alternation of the
pulse has been admirably described by
MacKenzie 4 as follows: “The armlet is

distended until the artery is obliterated.

On listening with the stethoscope at the
bend of the elbow, the returning blood
wave in artery under the stethoscope
shows its presence by a sound. When
pulsus alternans is present this sound
is only half the rate of the heart at

first, when pressure falls another 5 to

10 mm. Hg., the weaker beat comes
through, and one can detect then a
sound accompanying each beat of the
heart. At first the beats will be un-
equal in volume, but as the pressure
falls lower they become equal.” It may
be of interest to record here, that in 5

of the 14 clases, the sounds did not
become equal in intensity in many in-

stances, thus permitting a separate de-

termination of the diastolic pressure of

weak and strong beats. This observa-
tion was reported in a previous paper
on two of the cases.

Chart I illustrates what I have de-

scribed. It shows not only alternation

of systolic pressures of weak and
strong beats, but also what might be
termed the “the alternating diastolic

pressure” of the weak and strong beats.

It should be noted that the diastolic

pressure of the strong beat is always

lower (in such instances) than that of
the weaker beat, giving it a greater
pulse pressure. This is, of course, to be
expected as a greater volume of blood
is expelled with each stronger contrac-
tion of the ventricle. In my earlier ob-
servations it appeared that the dias-

;

tolic pressures of each alternate beat
could only be obtained where the differ-
ence in systolic pressure of strong and <

weak beats exceeded 20 mm. of Hg.
This conclusion was found to be errone-
ous for in Case 12, 7 and 10, there were
only differences in systolic pressure of
strong and weak beats of 5, 6 and 10
mm. of Hg. respectively. It is quite
possible the sounds seldom become
quite equal in volume only our ears are
not sufficiently keen to detect any dif-

ference in the diatolic pressures of

strong and weak beats, hence they ap-
parently merge and one figure repre-
sents the diastolic level of both beats.

The diagnosis of pulsus alternans by
the blood pressure method is usually

not difficult, but must be differentiated
from pseudo-alternation or the occur-
rence of regular late extra systoles

(pulsus bigqjminus). This source of

error will be reduced to a minimum if

we bear in mind (1) that in pulsus
alternans, in listening over the bend of

the elbow at the time when all the beats
are heard, the sounds are perfectly

regular, whereas, according to Macken-
zie, in the case of pulsus bigeminus
there is always a delay after the weaker
beat. (2) In pulsus alternans, on aus-

cultating at the apex of the heart, it is

rare to note any difference in intensity

of the strong and weaker beats, while
in the cases of regular extra systoles,

the premature beats are generally less

intense. Here creeps in an interesting

problem for the physiologist. We have
been taught that two main factors enter

into the production of the first sound
of the heart ;

namely, the closure of the

auriculo-ventricular valves and the

muscle sound. From observations on

cases of pulsus alternans it would ap-

pear that the muscle sound plays a very

small part, clinically speaking, for how
can we explain the "fact that the sounds

at the apex remain equal in intensity

when the ventricles are contracting

strongly with one beat and weakly with

the next. There is still another condi-

tion which, according to White and
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Chart 1.—(Case 2.) Graphically illustrates the alternation of systolic pressures of

strong and weak beats. The circle represents the strong beats and the rectangles

the weaker beats. The circle, with enclosed dot, represents the diastolic pressure
where both strong and weak beats coincide. It will be noted that on many
dates the diastolic pressures of strong and weak beats did not coincide and
could be obtained separately. Thus on February 5th the strong beat had a
systolic pressure of 260 with a diastolic pressure of 145 whereas the

weak beat had a systolic pressure of 200 and a diastolic pressure of
145. Thus the pulse pressure of the strong beat was 15 and the

weak beat 45. This was the highest degree of alternation noted
among the 14 cases observed. The influence of digitalis can
be observed during the last nine days of the patient’s life

—

the alternation was diminished and the pulse slowed.



Figure 1. Case 2. Mr. T. W., 43 years. February 6, 1921. Marked alternation
of the pulse.

Figure 2. Case 2. Taken on May 3, 1922, shews alternation less marked. Pulse
108. B. P. Strong beats 215/140, weak beats 204/145. Patient had had

Tincture digitalis 3 drachms.

Figure 3. Case 2. Shows alternation difficult to make cut. Pulse 96. Alternation
easily discernible by blood pressure method. B. P. Strong beat 210/120,

weak beat 204/125. Patient had had 10.5 drachms Tincture
digitalis. Tracing made May 7, 1922. Patient

died on May 11, 1922



Table i

1
Ul

*

Uj
<£>

£
A

£ 3

a -}

a -

il
£

CL £
1

1

*4
re

•ui l
w
ATa

<33
o 5*

riO-
03

b
Uj

</?
U*

I
Si

1 9

4
P:

1

Q

s
Remmsks

6

fcSM
_11_

d.'W
amt

/?/g

1 VJk.vTH

YfAtMH

ota.
Wlljl

/ my
(7! bo

s.

S 1 z-E
YOfa1AL

AFC. v/<24

Lai vS

IIWP
-Tic

X rHYSic/iLLy Noll

til saTVtoPiom
SElLlLLf’SYCHU.I

i

6

T tv

SOFT-

w
<V<w.

314

mo
imi

-r **V

/ 6
Mourtrt

^JU
Ap/fTS n

LO/Hc

Ft'/JiftiL

A«KTfl
DiMTft

OijOAllC
xt?nm
^5 7 5?

X
s-u-v

f^ /4F/3 C Mrtts * /¥_
Yr<rc^ cm o <

A .

3

<>

Vh
Teacki

U
\?\<L

X
mi

gw 'TftrtUs.

Toxic.
bKir

TDty
PAYS

I2D
1 ate.
rrk-TUk
SYSTolES

1

llojiov
MOO.
LAifEf

Sdfj

C
3
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ANALYSIS OF 14 CASES OF PULSUS ALTERNANS



Figure 4.—Case 7. Mr. A. R., 49 years. Shows moderate alteration best observer

after extra systoles. B. P. Strong beat 170/ 120, weak beat 165/120.

Figure 5. Case 13. Miss L. F., 68 years. Tracing shows slight alteration only after

extra systoles. Pulse 88. B. P. Strong beat 176/88, weak beat 168/88.

Patient died nine days later.

Figure 6. Case 11. Mrs. E. L. A., 52 years. Alteration can be detected by

measuring radial curves. Rate 100. B. P. strong beat 175/140,

weak beat 165/140.

Figure 7. Case 12. Mrs. J. W. L., 80 years. Alternation easily detected by blood

pressure method. Can de detected in tracing only after careful measuring

of alternate beats. Pulse 94. B. P. Strong beats 155/80,
weak beats 145/90.



Lyons—Pulsus Alternaus 203

Lunt, 5 may produce a pulse which seems
i to be constantly alternating

; this is a
;
rapid respiratory rate which is one-half,

or almost one-half, of the pulse rate.

|

This pseudo-alternation is readily recog-
nized by having the patient hold the
breath for a few seconds.

Summary of 1U Cases.

Table I. Is an analysis of the more
important features of the 14 patients.

Cases II to VI have already been re-

ported. In glancing over the table we
note that the sexes are evenly distribu-

ted; furthermore, we find that it is a
condition seldom observed under 40
years. Twelve of the fourteen cases

occurred after 40 years of age (85.7%).
The majority of patients (71%) fell be-

tween the ages of 50 and 80 years.

Types of Pulsus Alternans.

Permanent alternation was found in

5 cases (35.7%); transient alternation

in 9 cases (64%). In two of the perma-

nent types the alternation was noted

chiefly after extra systoles (Cases

7, 11).

Pulse and Blood Pressure.

The pulse rate varied in the 14 cases

from 80 to 120, giving us an average
for the series of 94.1 beats per minute.

In 9 of the cases the pulse was regular,

which is one of the reasons that alter-

nation is so frequently overlooked. In

the remaining five cases there was some
irregularity present in the form of oc-

casional extra systoles. Hypertension
is almost the rule. 86% of the patients

had high blood pressure. You will note

that the only two exceptions were cases

1 and 10. Case 1 might be said to have
had a hypotension as he was 68 years
of age with a systolic pressure of 120.

He was an old arteriosclerotic with
myocardial weakness, no apparent car-

diac enlargement, feeble apex sounds
and angina pectoris. Overwork and
worry were the chief factors in the pro-

duction of his alternation and anginal
pains. A complete rest and giving up
of business has resulted in his remain-
ing physically well up to the present
time (just 5 years.) The second excep-
tion to the rule was Case 10, a young
woman of 22 years, with

:

ai systolic

pressure of 125. She had enormous
dilatation of a flabby heart muscle. The
alternation appeared during her second

attack of decompensation and she died
These two cases illustrate the small
heart with fibrosis and the enormously
dilated flabby heart muscle both giving
rise to alternation of the pulse with low
or normal blood pressure. The remain-
ing twelve cases showed hypertension
with systolic pressures ranging from
150 to 310 mm. Hg.

Heart and Blood Vessels.

The heart was moderately to mark-
edly enlarged in all but one case (Case
1). Case 1, however, only showed a
very slight enlargement of the left

heart. Various degrees of aortic dilata-

tion were noted in 9 cases or 64%.
Arteriosclerosis was present in varying
degrees in all the series except Case 10

(92.8%).

Kidneys.

The kidneys were involved in 9 out
of 14 cases (64%). Three of the cases
had uremia. Case 4, a man of 75 years,

was uremic when seen, but under rest

in bed, digitalis and diet, the alterna-

tion and uremic symptoms rapidly sub-
sided. At the end of ten days he was
able to travel home and died four
months later.

Mortality.

Of the 14 patients observed^ 8, or

57%, are dead. Case 12 is not expected
to live more than a few weeks. Of the
8 fatal cases, 3 had permanent alterna-

tion and 5 transient alternation. The
duration of life after the detection of
alternation varied in the 8 fatal cases
from 22 days to a little over two years.

Prognosis.

When pulsus alternans is found there
is reason to believe, according to Lewis 3

“either that the heart muscle has been
damaged, or that a sound, or relatively

sound muscle is meeting an extraordi-
nary demand for work. It is seen only
when the muscle is laboring and in

difficulty.” The outlook in the perma-
nent type of alternation, other condi-
tions being equal, is necessarily more
grave than in the transient types, be-
cause this signifies that the heart mus-
cle has been so seriously impaired that
it has permanently lost the capacity to

respond with maximum contraction to

every stimulus. The prognosis in the
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transient types depends upon the de-
gree of associated pathological condi-
tions. Case 3 developed an alternation
during the course of an influenza
which subsided after convalescence.
Apparently the addition of the influ-
enza poisons to an already overbur-
dened heart were sufficient to depress
the function of contractility. The
patient died over a year later of uremia.
Over-exertion (climbing stairs) pro-
duced a marked pulsus alternans in
Case 9, which lasted for two days. This
patient had a dilated heart and aorta
with marked arteriosclerosis. She is

still living one year and a half after the
onset of the alternation. The best out-
look is found in alternation produced
by paroxysmal tacchycardia or extra-
ordinary physical effort where the
heart muscle is apparently healthy. I

have had no experience with this type.

Treatment.

When alternation of the pulse is

found absolute rest is the first essen-
tial in treatment. All our measures
are directed towards lightening the load
of an overburdened heart muscle.
Where the heart rate is accelerated,
digitalis is of great benefit and under
its influence, even in the permanent
types, the alternation may be greatly
reduced. As many of the cases have
renal involvement attention must be
given to the kidneys. A diminution in
the salt and nitrogen in the diet will aid
in reducing this toxic factor. The re-
moval of infections where possible may
assist in lessening the cardiac strain.
Hypertension is usually present in these
cases, but it is no contra-indication to
the use of digitalis even where the
pulse is relatively slow. In, selected
cases where the pressure is very high,
venesection has produced some tempo-
rary improvement.

Conclusions.

1. Fourteen cases of alternation of
the pulse are reported. Five of the
cases showed permanent alternation
and nine transient alternation.

2. All the cases were detected by the
auscultatory blood pressure method.

3. The auscultatory blood pressure
method was found to be the most deli-

cate procedure for recognizing alterna-
tion of the pulse. Where the alterna-
tion was slight it could be detected by

this method where graphic records
failed to show it at first.

4. By the auscultatory blood press-
ure method it is frequently possible to
detect not only the systolic pressure of
each alternate strong and weak beat,
but also a separate diastolic pressure
for each alternate strong and weak
beat. In such cases the diastolic press-
ure of the strong beat is always lower
than that of the weaker. The pulse
pressure of the strong beat is always
greater than that of the weaker beat.

5. All the cases reported, except
one, showed varying degrees of cardiac
enlargement. Arteriosclerosis was
present in 13 out of 14 cases. All had
hypertension except two cases. Nine
of the 14 cases showed dilatation of the
aorta and an equal number had associ-
ated renal disease. Two cases had
angina pectoris.

6. The prognosis of the permanent
type of alternation of the pulse is much i

graver than the transient type, other
conditions being equal. In the tran-
sient type the outlook depends upon the
severity of the associated pathological
conditions and the possibility of remov-
ing exciting causes as physical strain,
infections, toxemias.

7. Treatment consists essentially in
lightening the burden of an overworked
organ, prolonged and absolute rest in
bed, reduction of salt and nitrogen in
diet, digitalis, and the removal of infec-
tions, toxemias, where possible.
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DISCUSSION.

Dr. J. Birney Guthrie (New Orleans):
Doctor Lyons has made a valuable contribu-
tion which is in line with what we teachers
are trying to do, that is, to put a method of

observation within the reach of the men who
do not have all the apparatus for making
polygrap'hic or electrocardiograph tracings.
He has very nicely illustrated the difference
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between pulsus alternane and the coupled
beats which we call the bigeminal pulse. Pul-
sus alternans is considered a very g’rave prog-
nostic sign if it is not induced from poison-
ing.

Digitalis does bring about the coupling
which is so familiar and which represents
about 75 per cent of the minimal lethal dose,
and it is the one thing we should watch in the
matter of digitalis administration. I do not
feel we should g'o farther in pushing digi-
talis than the occurrence of this coupling.
I am not speaking of mistaken diagnosis, but
the true condition of pulsus alternans. The
explanation of the cause of this phenomenon
is somewhat vague. It is supposed to be a
variation in the coronary circulation induced
by digitalis. Doctor Lyons has not attempted
any explanaton of why this pulsus alternans
exists, but we should recognize it, and recog-
nize it as one of the grave disturbances of the
mechanism of the heart which carries with it

a bad prognosis.

Dr. Randolph Lyons (closing): You will
notice in the charts I showed you that there
is very little acceleration of the pulse. As a
matter of fact, in my experience with alter-
nation of the pulse, if you g'et a rate above
130 you cannot make it out.

I think in these cases the essential thing
is rest. You would be surprised to see
people walk into the office—I have had two
or three—with alternating pulses, not think-
ing they were very ill. They have shortness
jof breath on exertion and perhaps some
slight oedema, but their doctor did not tell

them they were very sick because the p'ulse

was regular and around 90. They have
hypertension and some renal involvement as
a rule. Putting them to bed and giving
the heart a rest' accomplishes an enormous
amount of good. Digitalis does them good,'
especially if the pulse is a little accelerated.
Digitalis will diminish: the alternation in the
permanent types and in the transient types it

may eliminate it entirely. Cases with renal
involvement have to be put on a low salt
and low protein diet. In the transient types we
should get rid of any other toxic factor, such
as infection. I have had the experience of
one case of pulsus alternans after influenza.
As soon as she recovered from the influenza
the alternation disappeared. In another case
the alternation appeared after climbing stairs
and subsided after two days rest in bed.

The prognosis is bad in the permanent
types because there you have a condition of
such serious muscle impairment that the
ventricle has lost the power of reacting
equally to each stimulus and nothing will get
it back. They rarely live more than two
years. In the transient types the outlook is

better. If you can get them rid of the alter-
nation and treat them properly they may live

for many years. I have one case living five
years after the alternation was found. He
was an old man about 66 years of age, and
the alternaton was brought about chiefly by
overwork and worry. He also had angina
pectoris. Taking- him away from his work
helped him and he is still alive after five
years.
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A NEW DEPARTURE.

It has been the policy in the past with
editors of this Journal to personally at-

tend to the correction of all proof mate-
rial contributed to its pages. This
method has proven unsatisfactory. Our
foremost contemporary medical jour-

nals have discontinued this practice.

The advantages derived from the plan
of having an author correct his own
manuscript proof are too many to enu-
merate. Co-operation on the part of

contributors obviously become impera-
tive. We know we can do it. Effic-

iency will characterize our efforts only

if our professional confreres will

demonstrate the “team-work” necessary
in making this new departure a suc-

cess.

NOURISH YOUR TYPHOIDS.

When many of the present “younger
men” of the profession were serving hos-

pital interneships, the method of feed-

ing (?) typhoid fever cases wth liquids,

only, was still in vogue. Something
over a decade has passed since a revolt

against this system took place and then
—as often happens in medicine—some
went too far to the other extreme and
fed their patients almost, ad libitum

;

of course, the reaction had to come from
this, also, and, as a result, many doctors

have gone back to the old menu ;
we oft-

times hearing, now, something like “I

believe that liquid diet is best, after

all.”

We feel that, to write, editorially, on

this subject, would not be fair, with-

out referring to the excellent paper, read

206

before out state society, at Alexandria,
by Dr. Geo. S. Bel. This article, pub-
lished in the April issue of our JOUR-
NAL, is what might be termed “the

last word on treatment of typhoid”

;

anyone treating a case of this disease

would do well to refresh his memory by
re-reading this excellent, address.
The points which we would emphasize,

however, are

:

1st. Don’t restrict your patients to

liquids, but don’t give them everything
to eat

;
2nd. In an uncomplicated case, e

the caloric value of the food should be -

rather high—say from 2,500 to 3,000

calories daily; 3rd. Remember that i

broths are filling, have little food value

and are excellent culture media; 4th.

If sweet milk is utilized, it should usu-

ally be in combination with other foods,

as milk, alone, causes many annoying

and dangerous intestinal symptoms and

the large majority of patients will not

tolerate it in any appreciable amount.
The main object of this editorial, how-

ever, is to urge the medical men to be

progressive, but cautious, in the dietary

of the typhoid fever cases
;
do not starve

them with liquids only; gruels, gela-

tines, custards, eggs, crackers, toast and

potatoes have their place; “temper
zealousness with common sense” ;

and,

finally, keep Dr. Bel’s article, close at

hand.

REPORTING VENEREAL AND OTHER
DISEASES.

The Director of the Bureau of Vene-

real Diseases for New York State has

just compiled a tabulation showing the
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ports for the entire country as far as

this was possible.

However much the figures may be

deceptive in giving the exact number
of cases, it is undoubtedly of value in

pointing out where the deficiency lies.

The statistics which are those of

1922, about forty States replied to the

questionnaire. It is shown that 14,492

practitioners reported a total of 303,914

cases of venereal disease. This is made
up of 154,054 cases of syphilis, 147,551

of gonnorrhea and 2,309 cases of chan-

croid ,or an average of about 21 cases

per physician.

Of all the doctors estimated to be

practising in the States replying to

Lawrence on average of 22.1 per cent

reported one or more venereal cases

in 1922. The lowest percentage viz. 4

per cent reporting is that of Deleware,

the highest ,57 per cent from Minne-
sota. Louisiana records 197 or 11 per

cent of physicians reporting one or

more cases in 1922.

Another point of some interest is

that the syphilis outnumber the gonor-

rhea cases by more than six thousand
five hundred. It is not stated by Law-
rence whether this figure means a re-

versal of the position of syphilis and
gonnorrhea as compared with previous

years. As a matter of fact the statis-

tics of Louisiana for the past three

years indicate this to have taken place.

For instance in 1920 the gonorrhea in

proportion to the syphilis cases were
4,436 to 2,856 according to report card

data. In 1921 they were equal i. e.

there were 4,184 gonorrhea and 4,178

syphilis reported. In 1922 the order
is reversed with 4,040 syphilis to 3,194

gonorrhea cases .

It is difficult to account for this

transition except on the ground that a

better knowledge of the gravity of a

syphilitic infection is gradually perme-
ating the masses, and it is believed that

this information is disseminated
chiefly by the free venereal clinics. The
comparative ease with which the treat-

ment can be taken and absence of fee

is an inducement to the poorest classes

who would otherwise hesitate.

Our statistics are incomplete. A
number of parishes with eight or twelve
thousand inhabitants in some years
have failed to return more than from
two to four cases, and one with over
eleven thousand suffered—according to

reports—from not one single case of

venereal disease in 1922.

The venereal rate for the entire State

of Louisiana varied between 458 per
100,000 in 1920 to 418 in 1921, with a
rise to 504 in 1922.

While it must be conceded that vene-
real reporting is very defective, the

relative rate variations can be regard-
ed as correct. This would indicate a
decline in the venereal diseases, an as-

sumption which has received partial

corroboration by a similar decline in

one other State. According to Dr. W.
F. Cogswell of Montana there is no
other explanation for the data which he
has received .

The difficulty in obtaining reports

on the prevalence of other communica-
ble infections is only exceeded by that

of obtaining an accurate report of the

venereal diseases. In both cases it

must be charitably assumed that the

average practitioner has no apprecia-

tion of the value of statistics. He can-

not or will not understand that they

represent an index to the health condi-

tions of a community or locality and
which serves a two-fold purpose. In

the first place they are an important
guide to the health officer whose duty
it is to supervise the health of the pub-
lic. In the second instance they are

read and followed carefully by commer-
cial interests upon which the prosperity

of the people is dependent. It is quite

probable that if doctors actually knew
how valuable their reports were, they
would not consider the filling in of re-

port cards a mere waste of valuable

time and energy as often appears to be

the case.



NEWS AND COMMENT

The semi-annual meeting of the
Fourth District Medical Society will be
held in Shreveport on the 16th of Octo-
ber, 1923. A large attendance is ex-
pected, as it is the intention of those in

charge to thoroughly advertise this

meeting. Dr. W. S. Kerlin, Merchants’
Building, Shreveport, is secretary and
ex-officio chairman of the program
committee.
The Shreveport Medical Society held

its regular monthly meeting at the
Charity Hospital on September 4th.,

Dr. J. M. Bodenheimer read a paper, in

which he made a defense of the use of

pituitary extracts in the second stage

of labor ; he deplored the swinging of the

pendulum back against this preparation
and insisted that, if properly and cau-

tiously used, it is of incalculable bene-

fit. Dr. J. E. Knighton made a talk on
Medical Ethics, which was well received

and provoked considerable discussion ; a

committee was appointed to redraft the

local code, so as to cover conditions

which have arisen in the last few years
especially in relation to the Harrison
and Volstead acts.

Several interesting case reports were
made, after which the society adjourned

the next regular meeting of Oct. 2d.

As a result of agitation over the need
of extermination of the mosquito, espec-

ially as a precaution against possibility

of a recurrence of Dengue, this fall,

City Health Officer Health has been
supplied with many additional inspec-

tors and now a “fight to the finish”

is on against the pest, in Shreveport.

Tri-State District Medical Associa-

tion. Iowa, Illinois, Wisconsin and
Minnesota.

The annual assembly of this asso-

ciation is to be held at Des Moines, Iowa
October 29 to November 1st inclusive.

Members of the Louisiana State Medical

Society are cordially invited to attend

and take part in the program. This

association is a purely post graduate
organization. The entire time of the

annual assembly to be taken up by scien-

tific study.

The American Public Health Associa-

tion extends to the public health pro-

fession and others interested, a cordial

invitation to attend its Fifty-Second

Annual Meeting, in Boston, Massachu-
setts, October 8-11. Headquarters will

be at the Copley-Plaza Hotel.

The annual meetings of this Associa-

tion are always important events in the

public health world, but the meeting
this year is of more than usual interest

since it ends the first twelve months of

the new program adopted as a result of

the Association’s reorganization in 1922.

Two General Sessions and twenty-six

meetings of the scientific sessions will

be held this year. In addition, many
trips of technical and general interest

have been planned around historic old

Boston as part of the entex*tainment and
educational program.

Notice of Examination for Entrance
into the regular Corps of the United
States Public Health Service.

Examinations of candidates for en-

trance into the Regular Corps of the i

U. S. Public Health Service will be held

at the following named places on the

dates specified

:

At Washington, D. C. October 8, 1923. I

At Chicago, 111., October 8, 1923.

At San Francisco, Calif., October 8,

1923.
Candidates must be not less than

twenty-three nor more than thirty-two

years of age, and they must have been

graduated in medicine at some reputa-

ble medical college, and have had one

year’s hospital experience or two years’

professional practice. They must pass

satisfactorily, oral, written and clinical

tests before a board of medical officers

and undergo a physical examination.

ST. LUKE’S SANITARIUM.
Dr. B. F. Gallant’s Sanitarium has

been sold to Mrs. L. N. Soniat. Dr. Gal-

lant is perfecting plans to erect another
hospital to be known as Dr. Gallant’s

Neurological Hospital.

NEW CHARITY HOSPITAL.
From press reports, Mrs. L. N. Soniat,

as a memorium to her husband, has

purchased from Dr. B. F. Gallant, the

St. Luke’s Sanitarium. It is to be con-

ducted as the Charity Hospital, and the

Sisters of Mercy will be in charge.
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The Mississippi Valley Association
will hold its 48th Annual session at Hot
Springs, Arkansas, October 9th, 10th,

and 11th. A program of outstanding
merit and appeal has been arranged.
The individual papers carefully chosen
comprise pertinent topics with the max-
imum instructive value.

A special attraction will be a tour of

the reservation with it’s wonderful nat-

ural phenomena and the session of the

famous Government Clinic. Headquar-
ters will be at the Eastman Hotel. Rail-

road facilities are ample to the gate-

ways of St. Louis and Memphis.

During the meeting of the Southern
Medical Association, it is hoped that the
Alumni of each of the Medical Schools
represented will meet together at din-

ner. The evening of Wednesday, Novem-
ber 14th, has been set apart for that
purpose and dining rooms have been
already engaged. The committee desires

to know approximately the number of
dineis to be expected at each of these
reunions.

The American Society for the Control
of Cancer is planning a campaign which
lends itself much more readily to the
stimulation of the medical publication.
Instead of; a single National Cancer
week, there will be a series of six cancer
campaigns, one month being devoted to
the subject in each of six regions in the
United States and Canada.
The plan is to devote three weeks in

each region to making ready for the
campaign, the fourth to be devoted to
carrying out the activities. As in the
past, they expect many medical socie-

ties to conduct symposia on the subject,
and it is urged that the papers delivered
on such occasions be assembled and per-
haps published as a unit in a “Cancer
Number” of the journal during the
month when the campaign is being car-
ried out in that part of the country
where t-hat particular periodical has its

widest circulation.

The regular meeting of the Lafourche
Valley Medical Society was held at the
Elks home in Donaldsonville, Tuesday,
August 14th, with a good attendance.
Besides routine business, scientific pa-
pers were read by Dr. Charles Roger of

Napoleonville and Drs. L. R. DeBuys
and E. Denegre Martin both of New
Orleans. Dr. Maurice Gelpi of New Or-
leans was also present and took part in

the discussions. After the business ses-

sion the members of the Society were
guests at a dinner at the Martins Sani-
tarium. Drs. D. T. and A. W. Martin
acting as hosts. The next quarterly
meeting of the society will be held in

November at Houma, La.

The ninth annual meeting of the
Medical Women’s National Association
was held in San Francisco, June 25 and
26, in conjunction with the American
Medical Association meetings, Dr.
Grace N. Kimball, president; Dr. Kate
Campbell Mead, president-elect. At the
open session Dr. Ray Lyman Wilbur,
president-elect, A. M. A., delivered an
eloquent and inspiring address on the
“Power of the Minority.” At the open
session a five-year program was pre-

sented by the Executive Committee and
Council, and was adopted.

MONTHLY BULLETIN SHREVEPORT MED-
ICAL SOCIETY FOR SEPTEMBER

Scientific Program.

Pituitrin in the Second Stage of Labor.

Dr J. M. Bodenheimer.

Medical Ethics.

Dr. J. E. Knighton.

Charity Hospital, July 3, 1923.

The regular monthly meeting of the

Shreveport Medical Society was called

to order at eight-fifteen by President

Pirkle. The following twenty members
were present: Bodenheimer, Cassity,

Hamner, J. A. Hendrick, Herold,

Johns, W. S. Kerlin, Knighton, Lloyd,

Lucas, Pirkle, Prothro, Ragan, Rigby,
Rutledge, Sentell, Stamper, Sandidge,
Yearwood, Young.

There was no report of the secre-

tary, treasurer, or from any committee.

Scientific Program.

Dr. J. A. Hendrick read an interest-

ing paper on Autogenous Bone Grafts
of the Skull, illustrating some of his

cases with rontgenograms. Discussion
by Drs. Herold, Ragan, Rutledge, Johns,
Bodenheimer.

Dr. W. J. Sandidge read a paper,
“Outline of Parish Health Work,” in
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which he told of the health work being
done in the parish, how it is being done
and what is hoped to be accomplished in
the future. Discussion by Drs. Herold,
Lloyd, Knighton, Yearwood, Boden-
heimer.

There were no clinical cases.
Written communications. A letter
from Paul W. Geddes, D. O., was read
calling attention to Jim O’Connell’s
Spine Massage Parlors. Discussion by
Drs. Bodenheimer, Lloyd, Knighton,
Morrell. A moton was passed that the
secretary be instructed to write to Dr.
Geddes that the president of the Louisi-
ana State Board of Medical Examiners
is the proper person to report this
matter to.

A letter was read from Dr. P. T. Tal-
bot secretary of the Louisiana State
Medical Society calling attention to the
fact that the Executive Committee does
not feel that Dr. L. E. Litton is practic-
ing non-sectarian medicine. A motion
was made seconded and passed that the
secretary be instructed to write to Dr.
Litton that if he is practicing the
Abrams method of diagnosis and treat-
ment he is not practicing non-sectarian
medicine and therefore he is no teligi-

ble to membership in the [Louisiana
State Medical Society which of itself
means his ineligibility to membership
in the Shreveport Medical Society.

New Business.

A motion was made, seconded and
passed that the Society hold a social
meeting in August and that the ar-
rangements be left to the Entertain-
ment Committee, consisting of Dr. San-
derson, Blackman and I. H. Smith.

Dr. Cassity made a motion, which
was seconded and passed that the social
meeting in August be held on the You-
ree Roof.
On motion the Society adjourned.

ROBT. T. LUCAS, Secretary.

NEW MEDICAL BUILDING.

The new Medical Building opposite
Touro Infirmary is completed, and will

be ready for occupanlcy October 1st.

Many physicians located in offices in
the downtown section of the city will
move into this building in the next few
weeks.

Removals—Dr. J. D. Gladney, from
El Paso, Texas, to Homer, La.

Dr. F. E. Lamothe moved from 1226
Maison Blanche Building to 402 Nola
Building.

Died—Dr. William T. Patton of New
Orleans, La., September 5th, 1923, at

Rochester, Minn.

AUGUSTUS McSHANE, M. D., 1862-1893.

Editor and Publisher of the New Orleans

Medical and Surgical Journal, July,

1891-July, 1896.

Friday, September 14, 1923, the daily

press announced that after a prolonged
illness, Dr. Augustus McShane, aged
62 years, had passed away to eternal
rest, in the early hours of the morning.
On Saturday, September 15, his mortal i|

remains were buried in the family vault

at Greenwood Cemetery. The mortuary
casket was covered with beautiful floral

offerings from many sorrowing friends,

among whom were the leading repre-

sentatives of the medical profession, the

New Orleans Medical and Surgical
Journal, Orleans Parish, State Medical
and other organizations, social and po-

litical, of which he was on honored
member. All had assembled at his

home and at the grave to testify to the f,

grief of the community and to express
their deep sympathy to the bereaved
family.

The funeral services -were presided

over by the Rev. Francis Moore assist-

ant rector of the Trinity Episcopal
Church of which Dr. McShane had been l

a communicant for over twenty-five
years.

Dr. McShane is survived by his

widow (nee Miss Harriet Butler, of

New Orleans) and five children—Ed-
ward, Edith, Rudolph, Nealy and Kath-
ryne.

PROCEEDINGS AVOYELLES PARISH
MEDICAL SOCIETY.

The Avoyelles Parish Medical Society

met in regular session in the Merchants
and Planters’ Bank Building, Bunkie,
Thursday, August 9th, 1923, at 8:30

p. m. Previous to the meeting the

society was tendered a sumptuous re-

past at the Paramount Cafe, under the
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auspices of the local medical profes-

sion.

The following members answered the

;oll call: Drs. Beridon, de Nux, S. J.

Couvillon, Ducote, Roy, Fox, Plauche,

iV. F. Couvillon, Chatelain, Poret,

3uirk, Jeansonne, Jones, Matthews.
Absentees : Drs. Barbin, Tarleton, Buck,
l,afargue. Guests: Drs. Caldwell, Haas
and V. E. Miller, State Director of

lealth Units.

Dr. E. S. Matthews, essayist, read a
zery interesting paper on “Burns” and
•ecommended the Ambrine treatment
as a sheet anchor in the handling of

auras in its various degrees. The dis-

lussion was opened by Dr. K. A. Roy,
vho in addition to Dr. Matthews’ treat-

nent, recommended the prophylactic
treatment of tetanus with serum. Dr.
^ox suggested the use of unguentine
as a medicament for burns and the ap-
ilication of zinc oxide adhesive plasters

as a means to hasten granulation. Dr.
3. J. Couvillon and Dr. Caldwell dis-

cussed the pathology and complications
following burns. Dr. Beridon recom-
mended that in addition to burns, am-
brine was a splendid local treatment
for herpes.

Dr. W. F. Couvillon presented very
valuable notes on “Our errors in diag-
nosis”. The subject was interesting
and the discussions proved to be a veri-

cable symposium indulged by all mem-
bers present.

Dr. V. E. Miller, State Director of
i’arish health units and Louisiana rep-
resentative of the Rockefeller Founda-
;ion fund delivered a veiy interesting
talk along his line of work. His points
were well taken, but owing to the finan-
cial depression of Avoyelles parish at
;his time, the matter of forming a
lealth unit for Avoyelles was deferred.
A committee composed of Dr. G. R.

Fox, S. J. Couvillon and Dr. S. De Nux
were appointed to draft resolutions of
respect on the death of President War-
ren G. Harding, whose remains at the
time of this meeting, are lying in state
in the rotunda of the National Capitol,
and present them at the next meeting.
Owing to a double duty incumbent

upon him as Councillor of the Eighth
District and co-editor of the New Or-
leans Surgical and Medical Journal, Dr.
S. J. Couvillon, who for the last nine

years has been Secretary-Treasurer of
the Avoyelles Parish Medical Society,

tendered his resignation to take place

at once. After some objection, the
society reluctantly accepted the resig-

nation and Dr. G. R. Fox of Moreau-
ville was elected in his stead to fill

the unexpired term.

As per invitation tendered by the

local profession of Moreauville, the next

meeting of the society will be held there.

October 11th, at 7 p. m.
Dr. R. G. Ducote will present a paper

on “Rheumatism, Cause and Treat-

ment’.’ Dr. L. Chatelain will open dis-

cussion.

STATISTICAL DATA FOR THE MONTH OF
AUGUST 1923, OBTAINED FROM THE
RECORDS OF THE CITY BOARD

OF HEALTH.

Births, male, white. 328; female, white, 319

;

by physicians, 566; male colored, 154; iemale

colored 134; by midwives, 369.

Total, 935.
Stillbirths: 55.

Cases White Colored

Diphtheria 1

Typhoid 0

Malaria 0 0

Scarlet Fever 0 0

Whooping Cough 0 4

Influenza 0 1

Measles 0 0

C. S. Meningitis 1 0

Tuberculosis 29 22

Deaths White Colored

Cancer 27 16

Apoplexy 26 15

Endocarditis & Myocardi-
tis . . . 3 6

Angina Pectoris 7 0

Other Circulatory Diseases . . 59 60
Bronchopneumonia 5 8

Lobar Pneumonia 3 10

Other respiratory diseases . . 0 2

Diarrhoea, and Enteritis. . . . 6 8

Appendicitis 4 2

Other Digestive .......... 16 8

Acute Nephritis 3 6

Chr. Nephritis 10 10
All other Genito-Urinary

Diseases 2 3

Puerperal State . . . 6 4

Malformations 20 13
External Causes 23 20

Death rate per 1,000 per annum for the

month; non-residents excluded:
White . 11.72 9.86.

Colored 26.62 23.01

Total 15.95 13.41
Deaths from premature births, violence.

etc., are not excluded.
EMILE LOUIS,

Statistician, City Board of Health.
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CHIROPRACTIC STUPIDITY.

“Chiropractic teaches that small pox
is the result of poisons accumulating in
the body because the organs of elimina-
tion are not functioning properly...
We teach that the reason the bowels and
kidneys do not work right is because
the functional impulse does not reach
these organ, due to the fact that a ver-
tebra in the spine is misaligned
This adjustment of the vertebrae is the
chiropractor’s work" . . . and so on and
so forth.

The above quotations are taken from
a full page advertisement of the Univer-
sal Chiropractors’ Association, which
appeared in the October 1923
number of the Photoplay Maga-
zine. This advertisement is an attack
on vaccination which seeks support of
the art or humbug of chiropractic by
citing misleading information from au-
thorative and doubtful sources.

The first of these citations emenates
from Dr. Walter Hadwen M. D., M. R.,

C. S., of Gloucester, England, whose
doctrine purports to have been expound-
ed before a public meeting in Los An-
geles, Calif., June 16,1922.

This illustrious but erring colleague
is reported to have told his audience,
whom he calls his “friends”, that “the
whole wretched vaccination and inocu-
lation system is based upon supersti-

tion” and further he renders public
thanks to God that “we have carried a
law in my country that no one need be
vaccinated”, and accordingly 75 per
cent of the children ARE NOT vaccinat-
ed. Never in history has there been so

little small pox in England. “It is prac-
tically non existant” and yet this man
comes from a city in which but a few
short years ago 279 unvaccinated child-

ren as against one in 8,000 vaccinated
were sacrificed to public stupidity.

Similar experience, though not so exten-

sive, has been recorded from Glasgow.
We do know that Dr. Hadwen speaks
the truth, at least regarding popular
disapproval of vaccination.

Paget says in remarking about this

opposition to vaccination in England
that: “The majority of Englishmen and
Englishwomen regard it (vaccination)

as they usually look upon the emergency

doors in a theatre, well to have around
but not to be used until necessity
arises.” And after discussing the
Gloucester catastrophe, Paget further
dolefully remarks: “We are taking the
risk of disaster, and are taking it with
our eyes open. ...” As he sums up the
situation, England with its closely

packed teeming masses is gambling with
destiny. It is a gamble in which the
people and especially the congested
population is likely to lose. It is taking
a chance that a mild unrecognized case

of small pox may start an epidemic
which would endanger great cities and
spread throughout the country. We are

astonished to learn that in the country
of Jenner where, if in any country, the

advantages of vaccination should be
most thoroughly understood and appre-
ciated by the people there is an active

resistance prevalent which makes com-
pulsory vaccination a condition impos-
sible of execution.

Then there are facts published by the

Advertisers Protective Bureau of the

Kansas City Advertising Club, the secre-

tary of which is George M. Husser
801 Graphic Arts Bldg., Kansas City,

Mo.

The main disturbance in the mind of

Mr. Husser centers around the facts

that of 200,000 estimated vaccinations

which' are said to have been made in i

1921, the fees charged varied from 25

cents to $5.00 and the public is believed

to have parted with nigh onto $500,000.
Furthermore some people suffered

severely from the after effects of the

vaccination, though, be it said no deaths
are claimed. Worst of all this vaccina-

tion furor caused numbers to imagine
they were suffering from symptoms of

the dread disease “and desired medical
advice, which added to the cost.”

There are no comments necessary on
these statements. They are simply puer-

ile vaporings which in no way contro-

vert accepted medical facts.

A little more startling, though by no

means convincing, are the statements
purporting to have been derived from
the Masonic Observer of Minneapolis of

December 17, 1921 and January 14, 1922

from a special mission of investigation

in the Philippine Islands under the lead-

ership of General Wood and finally a

quotation from “Physical Culture” June
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1922 on the small pox condition in those
misguided islands.

The Masonic Observer is said to have
observed that there were 60,612 cases

and 43,294 deaths from small pox in the
Philippines in 1919. We are told that

this is the worst of three epidemics
which have visited the island since 1905.

During the latter epidemic the mortal-

ity is stated as having been 65 per cent

whereas in the previous ones it ranged
between 16 and 50 per cent. All this

since the occupation by the United
States and after universal vaccination

is supposed to have been introduced.

This report which furnished new am-
munition for anti vaccinationists and
the reply to it by Victor Heisser, one

time Health Officer of the Philippines,

is not entirely unknown to us. Let us

see what Heisser has to say on the sub-

ject.

The fact that the deaths occured is

not contested by Heisser, but that vac-

cination proved powerless to prevent

them is strenuously denied.

It is claimed by Heisser that during
the Spanish regime there were more
than 40,000 deaths annually in the Phil-

ippines, but later where the vaccina-

tion was properly carried out the dis-

ease disappeared.
As an example of the beneficial re-

sults following the vaccination cam-
paign Heisser and his co-worker, Leach,

point to the reduction in the death list

for the provinces surrounding Manila.

Prior to vaccination 6,000 persons died

every year. Afterward the rate declined

to almost zero. While the deaths that

formerly reached nearly 40,000 were re-

duced to a few hundred.
The difficulties which attend vacci-

nation in the Philippines are great. In

the first place the temperature which
ranges from 90-100° F the year round
soon brings about a deterioration of im-

ported vaccine. Another difficulty and,

doubtless one upon which the antis

pounced with great glee, is the record

of thousands of vaccinations WHICH
NEVER TOOK PLACE. The vaccina-

tors and health officials frequently re-

ported thousands of vaccinations in ex-

cess of the population. Vaccine was not

infrequently found in the waste paper
baskets.

Tabulations show that the percentage

of deaths among the unvaccinated was
93 per cent, while only 7 per cent of the
vaccinated died of small pox.

As Heisser and Leach remark it is

regrettable that such half truths should
reach the United States and be utilized
in an irresponsible manner in order to
discourage vaccination.

The following conclusions of Heisser
and Leach are worthy of quotation

:

“Vaccination is the greatest safe-
guard against small pox.

“In countries like the Philippines
tremendous catastrophies occur unless
the entire population is thoroughly vac-
cinated against small pox.

“Millions of vaccinations have been
made in the Philippines without loss of
life or limb or any observable effect on
health.

In the past those who have advocated
the abolition of vaccination have been
the cause of many deaths among the un-
vaccinated. In view of the frightful
loss of life that may occur in small pox
epidemics they are assuming a grave
responsibility if they continue their
campaign.”
When we note the effect of compul-

sory vaccination on the morbidity and
mortality statistics of this disease in

Germany and Austria and compare this

data with that emenating from other
countries of the world, we are at an ut-

ter loss to grasp the mental process by
which the anti-vaccinationist arrives at

his conclusion.

Still more curious the fact that his

vapid arguments prevail among law
makers over the scientific and rational

judgment of men who ought to know.
The pseudo sentiments of the chiro-

practor cult as set forth in the advertise-

ment alluded to, would not be worthy of

a second) thought were it not for the
fact that they appear in a journal which
has a wide circulation among the gener-

al public and the contents is devoured
by a class not overburdened with a sur-

plus of critical sense. It is very likely

to prove a real danger to those whose
warped judgment does not permit them
to distinguish between the true and the

false.

Removal—Dr. I. E. Siess, from Alco,

La., to Alexandria, La.



PUBLICATIONS RECEIVED

W. B. Saunders Company, Philadel-

phia and London: Excursions into Sur-
gical Subjects, by John B. Deaver, M.
b., Sc. D., LL. D., F. A. C. S., and Stan-
ley P. Reimann, M. D.

C. V. Mosby, Company, St. Louis:
Chemistry for Nurses

.

by Fredus N. Pe
ters, A. M., Ph. D. Principles of Bac-
teriology, by Arthur A. Eisenburg, A.
B., M. b. Obstetrics for Nurses, by
Charles B. Reed, M. D.

P. Blakiston’s Son & Company, Phila-

delphia: Ophthalmic Surgery, by Dr.
Josef Meller, edited by Dr. William M.
Sweet. The Development of the Human
Body, by J. Playfair McMurrieh, A. M.,
Ph. D., LL. D.

Rebman Company, New York: A Clin-

ical Guide to Bedside Examination, by
Dr. H. Elias, Dr. N. Jagic, Dr. A. Luger,
arranged and translated by Wm. A.
Brams, M. D.

A. F. Pattee, Mount Vernon, New
York: Practical Dietetics-Diet in Health
and Disease, and Teacher’s Dietetic
Guide, by Alida Frances Pattee.

The Year Book Bublishers, Chicago:
Practical Medicine Series, Vol. 1, 1923.

General Medicine, by Charles L. Mix,
A. M., M. D.

Ophthalmic, Publishing Company,
Chicago: Ophthalmic Year Book, Vol.

XIX, Edited by Edward Jackson and
William H. Crisp.
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In Memory of

DR. AUGUSTUS McSHANE,

(1862-1923).

Editor and Publisher of the New Orleans

Medical and Surgical Journal (July

1891—July, 1896).

(A brief notice of the death and funeral of Dr.

Augustus McShane appeared in the last issue of the

Journal. But apart from the sympathy and condol-

ence expressed to the bereaved family, the

Editor felt that something more than a pass-

ing notice was due to the memory of one

who, for nearly four decades of loyal service to the

profession, during which he had participated in many
of the movements which have marked the progress

of medicine in this community and state,—should be

honored by a more personal tribute of his sterling

worth. The readers of this Journal (which he owned
and edited during five years), among whom are so

many of Dr. McShane's pupils, associates and per-

sonal friends will no doubt share our pleasure in the

publication of the following biographic sketch by
Prof. Matas which reflects in many ways the warmth
of friendship and affection that Dr. McShane inspired

in those whom he held close to his heart.—The
Editor.)

“I know thy works and
charity, and service.”
Rev. 2, 19.

Dr. McShane was born in New Or-
leans on January 31, 1861, and was ap-

proaching his sixty-third year at the

time of his death. He was of direct

Irish descent on the paternal side. His
father, Edward McShane, was born in

Liverpool, England, in 1824. He be-

came a permanent resident of New Or-
leans in 1848; was naturalized as an
American citizen in 1853, and died in

1886, four years after Dr. McShane’s
graduation. Edward McShane had been
a contractor and real estate agent, but
soon entered the service of the Illinois

Central Railroad and remained an
official of this road until his death.

He was an unpretentious man of

modest educational attainments, but
possessed of an unusual intelligence and
common sense. He was universally re-

cognized as a man of absolute integ-

rity and exemplary habits. Dr. Mc-
Shane regarded his father as his wisest
counselor, and his death, at the very in-

ception of his professional career, as a
veritable calamity which he never
ceased to deplore throughout his life.

As is told in Fortier’s Louisiana
Biographies, Edward McShane traced
his lineage to Shane O’Neill of Shane
Castle, County Antrim in the north of

Ireland. Dr. McShane’s mother, Lydia
Ann Chapman, was of English stock.

She died in 1875, when Dr. McShane
was scarcely 14 years old. Her an-
cestors came to this country from Hull,

England, in 1639. They settled in Mas-
sachusetts, where the Chapman family
had been intimately associated with the
history of that state. Dr. McShane’s
great grandfather, Daniel Chapman
(1740-1779) served as a soldier in the
Revolutionary Army. He located at

Boxford, Mass., in 1864, and there re-

sided until the time of his death. He
twice represented his district in the
Massachusetts legislature. Several of

the members of the Chapman family
served in the Revolutionary Army, and
it was through this connection that Dr.

McShane was a member of the sons of

the American Revolution.

Dr. McShane was educated in the

public schools of New Orleans and fin-

ished in the Boys’ High School. His
medical education began in 1879 when
he entered the medical department of

the University of Louisiana (now Tu-
lane). He was graduated M. D., in

1882, after serving an interneship at

the Charity Hospital for two years. He
was quarantine officer of the Louisiana
State Board of Health at Port Eads in
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1884 and at Pass a l’Outre for the fol-

lowing two summers. In the meantime
he was preparing himself for the

specialty of the Ear, Nose and Throat,
which was beginning to receive recog-

nition as a distinct specialty through
the pioneer efforts of Dr. de Roaldes

—

the recognized father of the specialty in

New Orleans. When through the per-

sonal efforts of this extraordinary

he was appointed assistant demonstra-
tor of Anatomy in the Medical Depart-
ment of the University of Louisiana
and served in this capacity for nearly
ten years (April, 1885-September 28,
1894). He resigned in order to devote
himself to his growing practice, when
the writer, then demonstrator in charge
of the anatomical laboratory, was pro-
moted to the Chair of Surgery.

AUGUSTUS McSHANE, M. D„ 1862-1923
Editor and Publisher of the New Orleans Medical and Surgical Journal, July, 1891-July, 1896.

leader, the first Eye, Ear, Nose and
Throat Hospital was established in this

city on December 5th, 1889, Dr. Mc-
Shane was ready to co-operate with his
chief as his first assistant. He served
faithfully and gratuitously in this in-

stitution for twelve consecutive years.
In late years he served as visiting

laryngologist to the Charity Hospital,
six years (1909-1915). In April, 1885,

While still an interne at Charity Hos-
pital, Dr. McShane had identified him-
self as one of the small circle of young
medical friends who circled about the

home life of Dr. H. D. Schmidt, for over

fifteen years the pathologist of

the Charity Hospital, and for

over a quarter of a century known
all over the country as a histologist and
pathologist of rare ability. Though
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scarcely known to the men of the

present generation, Dr. Schmidt was

the most conspicuous and, in fact, a

unique figure in Louisiana and the

South, as the only specialist exclusively

devoted to microscopy, pathology and

bacteriology in his day. Stricken by a

most virulent type of arthritis deform-

ans, which had crippled practically

every joint and left him an invalid for

many years, he was literally pinned to

his laboratory chair with no power of

locomotion other than that which was
furnished by the wheels of the rolling

chair in which he moved from the

Charity Hospital to his home near the

hospital. Notwithstanding these seem-

ingly invincible obstacles, Dr. Schmidt

was cheerful, resigned, and adapt-

ed himself with marvellous in-

genuity to his handicaps and by
working incessantly and enthusias-

tically, poured a steady stream of

original contributions in hematology,

neurology, comparative anatomy, em-

bryology and gross pathology, which

were unexcelled in the literature of his

time and gave him a well deserved na-

tional and international reputation. In

consequence of his infirmities it was
impossible for Dr. Schmidt to attend

medical meetings, but his yearning for

sympathetic companionship led him to

encourage the formation of a little

coterie of young medical men whom he

rewarded for their loyalty by admitting

them to his inner sanctum. It was at

his home, not far from the Hospital,

that he, aided by his good and devoted

wife, dispensed and retailed to us his

vast store of lore in pathology and allied

subjects, especially in the domain of

evolution and positivistic philosophy in

which he had unalterable convictions.

In this way, a small, but congenial club

was formed by his favorite internes

who, after their graduation, continued

to frequent his hospitable home. Thus
it happened that Dr. Schmidt’s home
became the regular meeting place for

the internes and ex-internes of the

Charity Hospital, who in the 80’s kept
up their interest in microscopy and
pathology through Dr. Schmidt’s en-

couragement and hospitality. This in-

formal nucleus of a club was dubbed
the New Orleans Pathologic Society

with Dr. Schmidt as perpetual presi-

dent, and Drs. P. E. Archinard, F. W.
Parham, A. McShane, H. William Blanc,

Ernest Laplace (now of Philadelphia),

Henry D. Bruns, George B. Lawrason,
and the writer, were the most faithful

members. The club met periodically

and was continued until the last illness

of the venerable president which
ended his life in January, 1889.

It was to the inspiration and experi-

ence gathered by this close contact with

an exceptionally competent and enthu-

siastic teacher that the group of men
above mentioned obtained their first

knowledge of practical microscopy and

pathology and which served as a foun-

dation to many of these in their later

professional activities.

It was through Dr. Schmidt’s exam-

ple and influence that Dr. McShane de-

veloped a strong taste for, and ability

in clinical microscopy for which he re-

tained a decided leaning throughout his

life. He taught clinical microscopy in

the quiz class which was organized in

the medical department in 1886-1887 by

the same group of ambitious young
teachers.

It was on August 28, 1890, while Dr.

McShane was assistant pathologist at

the Charity Hospital (Dr. H. D. Bruns

having succeeded Dr. Schmidt as

Pathologist) that the first case of in-

festation with the Filaria Sanguinis

Hominis was recognized in Louisiana.

A young Cuban cigar maker, suffering

with a chylocele of the tunica vaginalis

testis, was admitted to the writer’s sur-

gical service at the Charity Hospital.

The disease had been contracted in

Cuba, and the parasitic nature of the

chylocele was strongly suspected. The
presence of the filaria sanguinis in the

United States had been previously dis-

covered by Dr. John Guiteras at Char-

leston, S. C., in 1886, and its endemic

prevalence in the South Atlantic States

had been demonstrated by De Saussere

of Charleston, in residents of that city

in a series of observations from 1886

and 1890. Dr. William H. Mastin, of

Mobile, had also reported in 1889 a case

of Filariasis in which the parent and

embryo parasite had been identified in

a chylocele of the scrotum. These dis-

coveries in quick succession had devel-

oped in the South a keen interest in the

lymphatic lesions and diseases caused by
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this extraordinary tropical parasite and
its intermediary host, the mosquitoes.
Therefore when this patient was admit-
ted to the writer’s service at the Hos-
pital his mind was well prepared for
the discovery of the filarial embryo in

the fluid of the chylocele and in the
blood of the patient by Dr. McShane,
to whom the microscopic search for the
parasite had been entrusted. Dr. Mc-
Shane’s very lucid and complete report
of his most interesting finding of em-
bryo filariae in the blood of the patient
in a series of observations made at night
is a most interesting document. It is

quoted in full in the writer’s essay on
filarial disease as illustrated by this
case, which was published in the New
for January, 1891. This incident is

cited to show not only Dr. McShane’s
Orleans Medical and Surgical Journal
thorough competence and ability as a
microscopist and laboratory worker,
but to give him just credit for his par-
ticipation in a discovery which is im-
portant in the history of parasitology
in Louisiana.
A year after the New Orleans Poly-

clinic (now graduate school of Tulane)
was organized and in its rise and de-

velopment, Dr. McShane took a very
active part.

He first taught in the laboratory of
clinical microscopy and he subsequently
limited his teaching to otology, laryn-
gology and rhinology in association
with Dr. de Roaldes at the Senses Hos-
pital and continued to serve in the lat-

ter capacity for twelve years when he
was compelled to resign on account of
ill health.

He became sole editor and publisher
of the New Orleans Medical and Surgi-
cal Journal in 1891, and continued in

charge of the Journal until July, 1896,
when the ownership was transferred to

Drs. Chassaignac and Dyer. He was
for three years Secretary of the Orleans
Parish Medical Society and by reason
of his connection with the Journal and
the Medical Society was able to very
considerably increase the membership
of the latter.

In the midst of these numerous occu-
pations he found time to cultivate his
tastes for medical literature by writing
frequent reviews and translations from
German, French, Spanish and Italian

journals, a reading knowledge of which
he had acquired with wonderful facility
and through his own auto-didactic ef-
forts while still an undergraduate in-

terne at Charity Hospital. After he
had acquired a good working knowledge
of the more familiar European lan-
guages he seemed to amuse himself by
making translations from the Dutch and
Scandinavian authors—Swedish, Nor-
wegian and Danish. He often said that
if he could only have spared the time
he would have expanded his translating
capacity to the Russian and Chinese
which he had investigated sufficiently
to satisfy him that he could acquire
enough readily for practical medi-
cal purposes. No one who knew
his genius for languages could
doubt for an instant his perfect
ability to make good any claim
that he might make in this direction.
He was a born philologist and the mas-
tery of foreign languages was all play
for him, and his numerous contribu-
tions, which are embodied in the
columns of this journal for nearly forty
years following his graduation in medi-
cine, attest to his omnivorous reading
as well as to his polyglot versatility.

Apart from his translations and edito-
rials, his original contributions to medi-
cine, while not voluminous, comprise a
wide range of subjects which make up
a diversified bibliography and show
that though a specialist in his chosen
field—Laryngology and Rhinology,—his

inquiring mind had surveyed the whole
field of medicine.

When he became editor of the Journal
he was a young man full of enthusiasm,
energy and ambition, but like so many
medical editors—with practically no ex-
perience in journalism and still less in

its financial problems. However, he
brought to the editorial chair a fine
brain, a progressive spirit and an inde-

pendent mind free from partisan bias

or prejudice, bent solely upon service to

the medical profession of this city and
state. He was always ready to cham-
pion any cause or measure that he
thought was for the betterment and ele-

vation of his profession, just as he was
ready to condemn with equal vigor, any
movements or influences that were cal-

culated to injure it. His editorials ad-
vocating reform in nursing and in other
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ways at the Charity Hospital and his

discussions on state medical licensing

boards and on other matters which en-

grossed the attention of the medical
profession during his editorship, attest

to his courage and his fidelity to the

highest professional ideals. While ever
reasonable, modest and retiring he was
always an idealist and an optimist. His
mind was an open book. He was inca-

pable of dissimulation. He always ex-

pressed his opinions with honesty and
frankness and seemed to care little or

nothing for the effect it might have on
his purely personal interests. When he
engaged in any new enterprise which he
deemed worthy of his mettle, he gave
it his whole heart and soul. He took a

great interest in public affairs and,

though not a politician, he showed the

same independent spirit that he did in

his profession. He enthusiastically en-

tered into every reform movement or-

ganized to improve the administration
of the city. He never thought of the

sacrifice and cost of his devotion. He
knew nothing of craft, cunning or in-

trigue to gain a point or to favor his

private ends and, in this sense, he was
no diplomat. He gave his time and
talent without stint and without
thought of material compensation, and,
in this way, again he was quixotic, im-
provident and failed to cultivate a ple-

thoric bank account. This disinter-

ested and idealistic attitude he display-

ed in his practice. He treated a daily

throng of patients gratuitously to the
detriment of a paying clientele solely

because of his deep sympathy with the
poor and the working classes and the
love of the work itself. He found suf-

ficient reward in the solution of the
many varied and technical problems
that his clients brought to him. He
loved his work passionately, very much
as a clubman loves his cards, a golfer

his links, a sportsman his gun and dogs,

or a fisherman his rod and fishing
tackle. His diversions were chiefly

found in the periodical literature and
his favorite authors. After marriage,
in 1903, he found his greatest comfort
and solace in the bosom of his family.

His splendid memory which served
him so well in his philologic acquisitions

was also displayed to advantage in

many other ways. During the three

years that he was secretary of the Or-
leans Parish Medical Society (1893-95)
there were no paid official stenogra-
phers to report the proceedings as at
present. His reports, however, were
remarkable for their fidelity and com-
pleteness. Diphtheria and its treatment
with antitoxin was at that time the one
subject that dominated all other discus-
sions at the Orleans Parish Medical
Society, and Dr. McShane’s reports
which appeared in the Journal at the
time, are a fair example of his extra-
ordinary reportorial ability. And yet
he took but few notes, only headings;
the rest he did from memory and with
a detail that was amazing to those who
had listened or participated in the ani-
mated and intricate debates that held
us for many long hours at the meeting
place.

As demonstrator of anatomy during
the ten years that he was assistant to
the writer in teaching the dissecting
classes in the old building on Common
street,— which is now occupied by the
Tulane and Crescent Theaters—his ex-
ceptional capacity for acquiring and
storing knowledge was also characteris-
tically displayed.

When he first came to the dissecting
room he was so thoroughly prepared
and “loaded” with the knowledge that
he had acquired by arduous prepara-
tion, that in going over a dissection his

recapitulation of the anatomy of the
parts sounded like a perfect barrage
fired in a series of quick volleys with so
much profusion and detail that the stu-

dents held their breath in sheer amaze-
ment at his extraordinary accomplish-
ments. To them he was a ambulant,
living “Gray.” It was only after a
longer experience that he learned to

curb his impetuosity and to retail his

large stock of information in smaller
quantities so that the students might
digest and absorb them. He always
spoke in short, quick, staccato senten-

ces; all pithy and with definite mean-
ing. When he delivered his messages
to the students he spoke fast and copi-

ously, not through any pedantic desire

to impress his audience with his learn-

ing, but merely that he was all aquiver
with the very exuberance of his knowl-
edge. His absolute honesty, which
would never allow him to evade a diffi-
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cult question with a “bluff”, or with

subterfuge (not an unknown refuge to

embarassed teachers) led him to imme-
diately investigate any doubtful ques-

tion with the aid of all the authorities

that he could put his hand on. His
gentleness and patience in helping men
over difficult pieces of work, together

with his ready wit and genial good fel-

lowship, won the universal affection

and respect of the student body. It

was during these nearly ten years of

almost daily contact, during the winter

sessions of the Medical School, when Dr.

McShane was associated with the

writer in the teaching of practical

anatomy on the cadaver that he had
ample opportunity to become intimately

acquainted with him and to appreciate

his many lovable qualities.. We would
work with the classes from 7 p. m. to

10 p. m. every night, except Saturdays.

At the close of the exercises we would
wander out together for a refreshing

stroll, usually stopping at some neigh-

boring restaurant for a light supper,

where we enjoyed the greatest relaxa-

tion after the hard work of the evening

in our talks over the coffee cup. And
I say coffee cup advisedly for while

“Mac”, as he was affectionately called

by his nearest friends, was a good

eater, he was not a drinker; in fact

when it comes to spirits, he was sobriety

itself. We were both young, enthusias-

tic and thoroughly in love with our

work. His unfailing cheerfulness, opti-

mism and good humor were contagious

and with a liberal sprinkling of his

Irish wit no other stimulant was needed

to give zest to the amenities of the

evening. There was no end to the

variety of topics that we discussed, but

his hereditary love of Ireland showed

itself in his frequent excursions into

Irish history and in his quotations from

the Gaelic literature, in which he revel-

led with the fervor of an impassioned

devotee.

We often parted at midnight and

more than once had to be politely re-

minded that it was time to close the

shop, before we parted. The delightful

comradeship of those early days re-

mains a treasured memory. The chill

and the frost of ten gray winters is for-

gotten and only the warmth of the glow

of that loyal friendship which sprang

by the fireside of our mutual sympa-
thies and aspirations endures as bright

and sweet as the sunlit morning of a

Southern Spring Day.

As time went on, Dr McShane’s
numerous and constantly increasing

activities kept his sensitive and respon-

sive brain in a state of sleepless tension

and this together with the financial dis-

abilities which logically followed in the

prodigal abuse of his physical and men-
tal energies in the pursuit of his endless

charities, led to a neurasthenic “break-

down,” which threw him into a state of

invalidism. This threatened his useful-

ness for many long, weary years, and
compelled him to resign from the offic-

ial positions which he had filled with

great efficiency and distinction. Thanks
to the faithful nursing and loving care

of his devoted wife he was restored suf-

ficiently in health to partially resume
(he practice of his specialty and to

teach in 1915 and subsequently, in the

laboratory of hygiene and tropical medi-

cine, at the medical school.

Unfortunately, just as the dawn of a

new day had brightened his hopes and
of those dearest to him, with a promise

of a clear and cloudless sky, he was
stricken in 1918 with a grippal endo-

carditis which permanently crippled his

heart and blasted the hope of his friends

for a return to his former activities.

For five years he was conscious of the

great uncertainty that hung over his

fate, but in spite of the constant fore-

bodings of an approaching end he bore

his sufferings and trials with his ac-

customed cheerfulness and optimism.

The end came suddenly, but not unex-

pectedly, in an attack of angina in the

early hours of the morning of Friday,

September 15th.

“He had been comrade long;

We fain wrould hold him still;

But, though our will be strong,

There is a stronger Will.”

“Beyond the solemn night

He will find morning-dream,

The Summer’s kindly light

Beyond the snow’s chill gleam.”

RUDOLPH MATAS.
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CICATRICIAL STENOSIS OF ESO-
PHAGUS FOLLOWING SWAL-

LOWING OF CAUSTIC
ACID.

By William Bevebly White, M.D.,

Shreveport, La.

During the past few years there has

been considerable agitation on this sub-

ject fostered by a few physicians who
are interested in this line of work, but

due to a lack of adequate co-operation

on part of the profession, very little

has been acutally accomplished. At the

last meeting of the A. M. A. a committee
reported on an investigation as to proba-

ble lye legislation, and advocated in

their report “publicity” ;
in other words

:

bring this subject to the people ap-

praise them of the everlurking danger
of various “concentrated lye”, and show
them the sequallae and fatal results

which follow the ingestion of caustic

alkali.

We know that concentrated lye eon-

How many times utensils are used to

measure and dissolve the powders, then
carelesly left about the house without
rinsing. The contents are swallowed by
mistake for water or milk. Or they may
be left within reach of children who
pick up the tin and drink some of the
contents. These are not theoretical

conditions, but actual cases as are ex-
emplified in the case reports.

The children of the poorer class are
the unfortunate sufferers in nearly all

of these cases, inasmuch as families

have these lye compounds around for
cleaning purposes or making of soap:
not knowing the dangerousness of the
contents, cans are left around the house
within easy reach of children. Less of

these accidents would happen if they
were conspicuously labled

—“POISON”,
The druggist cannot dispense a pois-

on without placing a prominent label on
same, but thel lye preparations with
their inadequate labels are found in the

kitchen openly inviting calamity.

*
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Fig. 1.—Note placing of the Inadequate Poison Label.

Itains about 94 per cent sodium hydrox-

ide, a most destructive corrosive. Vari-

ous cleansers contain from 8 to 50 per

cent of caustic alkali. Powerful alkali

can be purchased at any grocery store

and the label on the package may not

?ive any warning of its poisonous con-

cents, but if perchance it does, it is so

placed that it does not impress the pur-

chaser of its dangerous contents. Just
read some of the labels: “will not in-

jure the most delicate fabrics”, “will

hot injure the hands.”

The most prominent men in this line

of work have exercised their agencies

with the packers as to proper labeling,

but it came to naught. Manufacturers
of cleansers or concentrated lye pre-

parations claim their preparations are

harmless, therefore do not need any
warning, but the data on this subject

shows that the committee sent out 1,448

inquiries to esophascopists and sur-

geons and obtained from them report

of 490 cases. Continuing along this

same line of reasoning, if you consider

that but 1 per cent of the medical pro-

fession was reached, it is immediately
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apparent how frequently this calamity
actually happens.
Another difficulty which prevents

legislative action is due to the interpre-

tation of “poison” in the laws at pres-
ent in force. Here in Louisiana the
statute states : all poisons must be label-

ed with skull and crossbones, but the
crux of the situation is—what is a “pois-

on?”

The Pennsylvania statute defines
“poison”, as any substances which will

cause death when used in quantities of

60 grains or less, and this has been sug-

gested as lethal dose.

The suggestion that the public be ap-
praised of the ill results of these various
compounds, will in due time cause the

people to press their legislature to have
the necessary laws made to protect their

welfare.

The symptoms of these distressing

conditions are very apparent. Have the

usual history of swallowing concentrat-

ed lye. In the first stage have acute
symptoms, as dysphagia, regurgitation.

Swelling and sloughing of the mucous
membrane, as these ulcerated surfaces

heal cicatricial tissue forms which as

it contracts varying degree of stenosis

results; the loss of weight varies with

degree of obstruction. The esophagi-

tis which follows in the wake of some
of these conditions, is due to stagnation

and fermentation of food in the eso-

phagus. May have considerable swell-

ing, thereby adding more difficulty to

the already small lumen stricture. It

may be imperative to perform a gas-

trostomy, thereby putting the esophogus

at rest, dilation being resumed in a few
days.
The prognosis depends on the calibre

of the stricture. In small lumen and
untreated the mortality is very high, but

much can be offered as to ultimate re-

storing of the esophageal wall to a func-

tioning organ, if same is treated early

before extensive fibrous changes mani-
fest themselves.

In the treatment, blind methods of

dilation should be discarded for the

more accurate esophagoscopial dilation,

as per method of Jackson.
The following cases will serve to em-

phasize the seriousness of this situation,

which we are endeavoring to impress
upon the medical profession

:

Case 1, H. A. (col) age 2 vrs.

—

-On the day
previous to patient’s being brought to the hos-
pital, mother was doing the family washing
and left a can of Rex Concentrated Lye on a
chair. The patient reached and obtained the
can of lye and before the mother could get
same away from it, had put the can to its

mouth and drank some of the contents. On
admittance, mouth, tongue, and pharynx were
very red, swoolen and bleeding' at places. Pa-
tient experienced great pain. Very restless.

T. 100, 6, P. 20, R. 24. The parents of the
child took him home on third day against
advice of authorities.

This case shows the acute symptoms of
these cases. If this child was fortunate
enough not to Have swallowed any of this sub-
stance, then we may expect no further trou-
ble

;
but, if he did, he will sooner or later fall

in a category of the previously mentioned
cases.

Fig. 2.—Case 2.

Case 2, O. W. age 20 months.—About four
months ago swallowed some Eagle Lye. Usual
symptoms following this, later sent to a dis-

tant city for treatment. Returned home af-

ter a sojourn of one month, as improved. Dur-
ing last two weeks patient had more or less

regurg’itation of liquid diet, but has not taken
and retained any nourishment or liquid for

about 48 hours.
Endeavored to pass bougie but unable to

do so. Patient given water per rectum for

ten hours to assist in relieving the water hun-
ger. Gastrostomy performed about 60 hours
after last nourishment was taken.

Following usual treatment of dilation, we
have been able to get No. 20 French through
stricture. Nourishment per orum.

Case 3, M. B. (col) age 4 years.—Patient
accidentally swallowed lye about 8 months
ago. Usual symptoms of stricture of eso-

phagus followed.

X-ray report.—-Slight collection of barium
at level with upper part of sternum. Passage
to stomach free. Esophagus clear 30 seconds.
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Notes—Vomiting' daily. Unable to retain

solid food, at times unable to retain fluids.

On examination noted just about at aorta
crossing web-like adhesion extending’ from
ant, right middle line directly back to poster-

ior right border of esophagus. Same was
pouch-like in formation. At this seance we
were able to get a No. 9 through with diffi-

culty. Patient had relief from vomiting for
several days. Dilatation was repeated in five

days. Gradually increased in size until in-

serted No. 14. Vomiting lessened. Dilated
again using No. 14. Patient has increased in

weight during the months stay at the hospital,

and is improved, but not cured. Left hospi-
tal to return at later date.

Case 4, J. H. (158218) age 5 years.—Three
years ago accidentally swallowed some lye.

Usual symptoms followed. Vomited at in-

tervals. Following eating, complains of some-
thing in throat. Puts fingers to back of
tongue, point of inconvenience has suffered
but little from malnutrition due to this condi-
tion.

X-ray Report.

—

Fluoroscope and plate show
a marked irregularity in the esophagus in up-
per retro cardiac with only a slight stoppage
of barium at cardiac. Stenosis very incom-
plete.

Examination. — Esophagoscopic met ob-
struction at crico—pharylgeal constriction,
with a decided narrowing of lumen about 1-8
inch in diameter. Usual dilatation, (twice
to date). Decided improvement. Patient is

on semi-liquid diet and has not vomited in
ten days. Patient removed from institution
by parents and has not returned for treat-
ment.

Case 5, A. B. age 12 years. Eleven
months previous to entrance to hospital, pa-
tient, while reaching up to shelf, accidentally
spilt can of lye on himself, and having mouth
open at time swallowed some of the lye

—

Eagle Lye.
Had usual symptoms following this. After

acute symptoms subsided, he was able to
swallow fine granulated foods and liquids,
but for last few months he has been having-
more difficulty in retaining' his food. At
times fluids will pass through the stricture;
at other times will not. He will then regurgi-
tate his food.
On admittance, (sent in as T. B. patient),

patient who is 12 years old was so emaciated
and weak he was unable to stand without as-
sistance. He was put m bed, water and nour-
ishment given per rectum. Reacted favor-
ably, He was unable to retain any nourish-
ment per orum. Decided to have a gas-
trostomy performed.

X-ray 7587.

—

Stricture of Esophagus on
level with 4th rib. With Dilatation above this
point, another stricture lower down with dila-
tation, very small amount barium entering
stomach. Patient was put on a forced diet
and in two weeks there was a decided change.
Usual esophagus examination, and noted a
stricture just above the crossing of the aorta,
and dilation and second stricture above the
crossing bronchus, which occluded the eso-
phagus. Usual treatment by filiform was
instituted—treated' once or twice per week
for six weeks.

He increased in weight and strength mark-
edly, and when last seen the gastrostomy was
removed, as patient was able to take fluids
and semi-solid food in usual manner. He left
the hospital while I was out of the city last
summer, but was instructed to return for
further treatments. Mother informed us he
was sent to a distant city, and is continuing
under the usual treatment and is progressing
satisfactorily.

Fig. 3.—Case 6.

Case 6, M. J. age 10 years.—Noticed a glass
containing a milk-like substance. He drank
some of it, thinking it was milk. This was
concentrated lye. Had usual symptoms fol-

lowing the ingestion of this fluid. Finally
came to the hospital six months later. He
was emaciated, weak and unable to retain
semi-solids or fluids. Due to the extreme
condition of the patient, it was necessary to
perform a gastrostomy in order to sustain
him. During the next two weeks on a regu-
lated diet. Patient improved considerably in
physical condition.

X-Ray Report. Complete stenosis about
Gth dorsal. Very large dilation above extend-
ing to the cervical region.

Esophageal Examination. Noted Steno-
sis. About able to insert No. 1 French
through with difficulty at following
seances. Finally got No. 4 through,
but stricture did not maintain the forced
lumen. Upon resumption of treatment at
later date, noted a marked enlargement of
esophagus (dilatation) and unable to find any
place in the stenosis which would warrant
undue pressure to force an opening. Upon
further examination several times, find con-
ditions as previously mentioned, that is—ab-
solute stenosis. Now endeavoring to use the
retrograde method, (i. e., through gastros-
tomy opening’), but so far unsuccessful in
obtaining opening.
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While this appears like a hopeless case, we
are not abandoning all hope, regai'dless of the
fact that he has been obtaining all his nour-
ishment through gastrostomy tube for one
year.

Conclusions—All these cases have
come under the observation of the
writer during the last nine months.
Since presenting these cases, three (3)
more cases have been reported. You
can readily comprehend, if all the cases
in the state were reported, the immense
number of these sad conditions we have
around us.

Some of these cases can be improved
markedly, but at the best, these children
are crippled for life. We, therefore,

owe it to the community at large, that
proper means be taken to protect them.

Let us have the necessary legislation.

ARTHROPLASTY.*
By Hermann B. Gessner, A.M., M.D.,

F.A.C.S., New Orleans.

A contribution from the Surgical Department of
the Tulane School of Medicine.

In this paper it is my purpose to re-

port the cases of arthroplasty that have
been under my care, with special refer-

ence to the technique and the end re-

sults. I shall depart from this purpose
only to say that of the surgeons of our
generation the one who most merited
our gratitude for the development of
arthroplasty was the late John B. Mur-
phy of Chicago.

Case 1. Elbow Arthroplasty.

—

E. M., white
female, 25 years old, came under observation
Oct. 14, 1907. July 14, 1905, she had been
shot in the right elbow; ankylosis followed.
In 1907, over a period of six months, there
had been as many attempts at passive motion
under general anesthesia, without any im-
provement. There was almost complete ex-
tension of the elbow, with absolutely no range
of motion; pronation was good, supination
very limited. Skiagram showed an old frac-
ture of the olecranon process, with a firm
fibrous ankylosis. Oct. 17th., under general
anesthesia I did a complete excision of the
joint, leaving a g'ap of 1 1-2 inches. The in-
cision was the posterior median. No soft parts
were interposed. Passive motion was begun
at the end of ten days. Long disuse of the
flexor and extensor muscles (over two years)
had resulted in considerable atrophy, so that
recovery of function was slow; electric stimu-
lation was used to promote this. (It is well
before doing an arthroplasty to test the mus-
cles electrically to make sure that they are
capable of development. It is possible that
after many years muscles may be so far atro-

*Read before the Louisiana State Medical Society,
April 24-26. 1923.

phied as to offer no hope of adequate recov-
ery. ) In this case the end result has been an
excellent functioning joint.

According to a report from a relative, re-
ceived in Feb., 1923, 15 years after opera-
tion, the limb is still a very useful one.

Case 2, Elbow Arthroplasty. H. M. D.,
White Male, 21 years old. A gonorrhea con-
tracted 4 1-2 months previously had been com-
plicated with a severe arthritis of the right
elbow. Mixed vaccines, baking', passive hy-
peremia had failed to give relief; finally the
joint had been opened and curetted; the in-
fection was cured, healing followed, but the
patient was left with an elbow ankylosed in
the right-angled position, having about ten
degrees of motion. He was operated on Sept.
14, 1912 at Touro Infirmary; posterior me-
dian incision; humerus left intact, olecranon
and radial head removed. A pedunculated
fatty fascia flap was used to cover the sawn
bones; it was tacked in place with plain cat-
gut. I was able to follow the case for two
years after operation. At that time exten-
sion was complete

;
flexion was good enough

to permit the patient to place his thumb be-
tween the shoulderblades

; he was employed
as a chauffeur. April 24th, 1923, after ten
years, I received the following telegraphic
answer to an inquiry “Entirely satisfactory;
fine range of action

;
slightly weaker than

before operation.”

Case 3. Jaw Arthroplasty.—C. G.,

white, female, aged 13 years, was ad-
mitted to the Charity Hospital, February
1, 1916. She presented a considerable
degree of ankylosis of the jaw. In fig. 1 it

can be seen that her teeth overlapped in-

stead of presenting an interval. The etiology
apeared to have been an abscess about the
jaw, cause unknown, for which an incision
had been made along the ramus some 9 years
previously. As the left side showed some
motion, the right was selected for arthroplas-
ty. Incision made along zygoma and from the
outer end down vertically. The temporal and
the mandible (condyle) were so thoroughly
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fused as to be continuous like one bone,

with no cleavage line distinguishable.

Sufficient bone was removed with Gigli saw

and rongeur to permit the interposition of a

finger. Toward the end of the operation the

internal maxillary vessels were torn with a

so-called blunt hook; the external carotid

artery was tied and the wound packed with

gauze to control the maxillary vein. Four
days later the pack was removed, a fatty

fascia flap turned in and tacked along the

edges with plain catgut. Recovery followed

with an excellent result as shown by fig. 2.

A letter from her physician, dated Dec. 1922,

reports the mouth in excellent functional con-

dition nearly 7 years after operation.

Case 4. Hip Arthroplasty.—B. A., white

male aged 22 years. There was complete

ankylosis of the right hip', with flexion to

about 135 per cent with the trunk. Etiology

lay in an attack of typhoid fever 5 years pre-

viously, during which infection developed

about the joint. Incision had been resorted

to several times and small bits of necrotic

bone had been removed. Operation at Touro
Infirmary Oct. 15, 1919. The steps of the

technique as outlined by Murphy were fol-

lowed out. A large U shaped flap was marked
out, base up, convexity down. When it came
to separating the skin and subcutaneous fas-

cia from the tensor fascia latae the latter was
found extremely atrophic and scarcely dis-

tinguishable. The writer intentionally erred

in the direction of favoring the deep layer,

on which he depended for mobilization of the

joint. The result was that a considerable
portion of the thin skin flap sloughed. The
femoral head was chiseled away from the

acetabulum with a curved chisel, after sawing

j

of the tip of the great trochanter with a Gig'li

j

saw for exposure of the joint area. When
; the bony surfaces had been shaped, the ten-

sor flap was placed in position and tacked

j

with plain catgut. Recovery was uneventful
except for the skin flap slough above referred
to. In a letter dated Jan. 1923, about 3 1-4

years after operation, the patient reports in

detail on present function. He can now do
a hard day’s work on his cotton farm

;
can

dance, which was impossible before. The
motions at present observed are adduction
and abduction, and rotation inward and out-

ward, both of these being limited, to a few
degrees. It is said that arthroplasty of the

lower extremity is apt to give motion of a
temporary character, weight bearing on the

affected joints causing a return of the anky-
losis. I am hopeful that the degree of motion
now present 3 years after operation will con-

tinue to be observed. The restricted motion
I attribute in some measure to the fact that

the outline of the head and socket secured by
me was oval rather than spherical; perhaps
the thin and unsatisfactory cushion provided
by the tensor fascia latae contributed to this

limitation. It should be added that much of

the improvement in this case is due to correc-

tion of the flexion deformity.

Case 5. Jaw Arthroplasty; 2 Elbow Arthro-
plasties.

—

A. A. white female, aged 31 years,

when seen in Aug. 1920, gave an unusual
history of joint pathology. In June, 1906,
at the age of 17 years, she fell ill with typhoid
attack, which with relapses lasted 3 months.
At the end of that time she had a greater or

less degree of ankylosis in practically every
joint in the body. When admitted to the

Touro Infirmary Aug'. 24, 1920, her principal

trouble was with the ankylosis of the jaws,
which not only made eating difficult, but also

interfered with, the extraction of some pain-

ful carious teeth. Finding quite a degree of

motion in the left temporo-rnaxillary joint,

I proceeded to mobilize the right. This was
done Sept. 17, 1920, using one half per cent
novocain for infiltration. I found the tem-
poral fused with the mandibular condyle, but
the outline of the joint preserved. The in-

cision, begun as the typical transverse cut
along the zyg'oma with a limb running verti-

cally down in front of the ear, was modified
by adding a vertical cut above the zygoma.
Chisel and mallet were used to remove enough
bone to permit the width of my index finger
to be interposed. A pedunculated fat;y fas-

cia flap was turned down between the bon >

surfaces and tacked aiong the edges with
plain catgut. Recovery was uneventful ex-

cept for a partial paralysis of the orbicularis
palpebrarum which has disappeared in the

course of time. The functional result has
been very satisfactory. The patient before
long was able to do two things that previously
had been impossible: stick out her tongue,
ai d chew gum. In Jan. 1923

>
she was able to

have a number of carious teetn extracted un-
der gas anesthesia. The space between the
jaws has increased slightly in the two and a
half years since operation.

Nov. 29, 1920, I did an arthroplasty of the

left elbow following the technique of Case 2,

except that the skin incision marked out a
rectangular flap. The anesthesia used was
infiltration with one half per cent novocain,
following an unsuccessful attempt at brachial
plexus anesthesia with two per cent novocain.
The ankylosis was bony, the bones markedly
porotic. As this was her writing limb, and
the muscles very weak, I did a very economi-
cal resection, for fear of a flail limb. The
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result has been only a moderate range of

motion, about 15 degrees, but a much more
useful limb. July 25, 1922, I mobilized the

right elbow, removing a large block of fused
bone, about 2 1-2 inches in length, with
brachial plexus anesthesia (10 c. c. of 2 per
cent novocain with 4 gtt. of 1-1000 adrenalin
to the fl. oz.) A triceps flap was substituted
for the fatty fascia of the previous operation.

A good result was obtained in this case, with
a wide range of passive motion and greatly in-

creased usefulness, though active motion is

limited by muscular weakness.

Case 6. Partial Arthroplasty of the Elbow.
—E. C., white female, aged 40, suffered a
fracture of the tip of the olecranon Aug. 10,
1922. Non-operative treatment by extension
and passive motion resulted in fibrous union
with limitation of motion to between 90 de-

grees and 135 degrees, Jan., 1923, I removed
the tip of the olecranon and turned in a flap
of fatty fascia, using a rectangular skin in-

cision; the humero-radial joint was not dis-

turbed. The result has been an increased
range of motion, extension being still at 135
per cent, while flexion goes up to about 45
per cent. In this case I observed for the first

time the pain on motion which is reported
by some authors as due to pinching of the
fascial flap between the bone surfaces.

Case 7. Knee Arthroplasty. 1 have only
incomplete data of this case. The patient was
a negro male,, aged about 17 years, who had
had a compound fracture of the femur ex-
tending into the knee j"oint. There was severe
infection with a final fibrous ankylosis; con-
siderable scarring of the adjacent skin had
resulted from repeated incisions. Operation
at the Charity Hospital consisted in dividing
the fibrous bands and interposing a fascia
lata free transplant, following the technique
advocated by McAusland of Boston. The skin
closure was unsatisfactory, there was sapro-
phytic infection, the transplant was lost. How-
ever the patient, who cannot now be traced,
left the service with a slight degree of motion,
about 10 degrees, which made his limb much
more serviceable. In this connection it is in-
teresting to recall that some writers believe a
free transplant survives only a short time,
serving to keep the bony surfaces apart while
surface cicatrization is accomplished.

Comment:—It will thus be seen that my ex-
perience covers 9 arthroplasties in 7 patients,
4 complete and 1 partial elbow arthroplasties,
2 of the jaw and one each of the hip and knee.
The etiology of the ankylosis was typhoid
fever in two, joint fracture in two, abscess,
gonorrhea and gunshot wound in one each.
The technique employed was that utilizing a
pedunculated fascia flap in six cases, a pe-
dunculated musculo-aponeurotic flap in one,
a free fascia transplant in one, and in one no
soft tissue interposition. Since I did the sec-
ond jaw operation a technique without soft
tissue interposition has been recommended
for this joint; I have had no occasion to ap-
ply this. The results may be summed up by
saying that of the 9 operations 5 have given
excellent results (two jaws and 3 elbows),
one a good result (elbow) and three have
shown enough improvement to justify the

surgical intervention (hip, knee, elbow).
There was no mortality.

In conclusion I may say that -the mobiliza-
tion of an ankylosed joint is one of the non-
life-saving operations that make life much
more attractive to the patient and win his
gratitude if he has any in his psychic make-
up.

DISCUSSION.

Dr. J. M. Batchelor (New Orleans): It is

not necessary, for the purposes of this dis-

cussion, to consider lines of incision or anato-
mic descriptions, because these operations are
now classics and have their place in surgery.
It seems to me this discussion now should have
for its object a consideration of certain es-

sentials necessary in order to insure the re-

sult that the surgeon contemplates. In the
first place, the consideration of the joint in-

volved. We know that the joints that give
the most gratifying results are the non-weight
bearing joints— the joints of the arm, the
elbow, the shoulder, and also the temporal
maxillary joint. When confronted with an
ankylosed joint the question naturally arises
as to whether it were better to endeavor to

create a mobile joint, or to accept the condi-
tion as presented. If the joint be found to

be ankylosed in position, particularly a weight-
bearing joint, that does not interfere with the
usefulness of that member, it is frequently
preferable to allow the condition to persist.

However, if the joint is ankylosed in a posi-

tion that interferes with usefulness, then there 1

are certain considerations. In the first place,
the musculature. It would be obviously un-
wise to attempt arthroplasty for a joint which
would not be controlled by the muscles after
a good joint was secured.

In the second place, the selection of mater-
ial to be interposed. Numerous tissues have
been used, perferably a tissue such as fascia
or periosteum, as more adapted to such an i

operation.
But the success of the operation depends

upon the thoroughness with which it is done
at the time. Certain things must be secured
at the time of operation. In the first place,

the proper thickness of flap. If the flap be
too thin, if pressure be continued, if there be
muscle pulling or insufficient correction of

shortening, then we may expect necrosis of

the flap' and failure of operation. After the
completion of the operation, feeling perfectly
sure that asepsis has been maintained—which
is absolutely essential—then comes the ques-
tion as to the time for future treatment, the
time at which to institute passive motion, and
as much depends upon the continuance of
motion as upon anything’ that may be done
in the way of arthroplasty. If after a cer-

tain length of time, usually thirteen days to

two weeks, passive motion be instituted, and
if for any reason it is discontinued you may
be sure the operation will be a failure. This
motion must be continued constantly and for

a considerable length of time. Baking and
the usual routine treatment to restore the

function of any muscle or joint would be the

completion of the treatment.

Dr. Paul A. Mcllhenny (New Orleans):—

•

Personally, I am not an advocate of arthro-
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plasty in general. One factor that we must
absolutely consider before even attempting
to advise a patient in regard to arthroplasty
in this: Arthroplasty demands special treat-
ment and prolonged treatment. Primarily we
have to consider the patient’s ability to take
that treatment. The patient must either be
so poor that he must go into a Charity Hos-
pital, or be so rich that he can g'o into a pri-

vate institution for an almost unlimited time.
Intermediate cases are not subjects for ar-
throplasty.

Arthroplasty in non-weight bearing joints
gives almost universally good results, no mat-
ter what method you use, and, in many cases,
no matter how little post operative treat
ment they receive. Arthroplasty in weight-
bearing joints, in the majority of cases, does
not give good results. Five years or less
after operation trouble begins. In most cases
they come back with either an ankylosis or
a deformed position of the joint, the joint is

not sufficiently stable to allow them to do any
amount of hard work, or it has become pain-
ful again.

Personally, I believe in hip cases in
the excision of the head, and the
placing of the neck in the acetabu-
lum instead of attempting a true arthro-
plasty with re-shaped head. At the knee,
various operations have been devised calcu-
lated to give a stable joint. Few are thorough-
ly satisfactory. If you have a deformity, cor-
rect it and give the person a good weight-
bearing, non-painful, stiff joint, and you will
have greater satisfaction than if you produced
a mobile joint which is possibly painful and
at best not stable.

Dr. J. T. O’Ferrail (New Orleans): 1 hesi-
tate to discuss this paper because my opin-
ion differs considerably from some of the
discussants. I have to report about twelve
cases where I did arthroplasty on various
joints, and those giving the best results were
arthroplasties of the knee, a weightbearing
joint. Where I have done an arthroplasty on
non-weight bearing joints it has been univer-
sally unsatisfactory—a somewhat diametrical-
ly opposed opinion to some of those who have
discussed the paper. I have as a support in
this contention, V. Putti of Bologna, Italy,
who has probably done more arthroplasties of
the knee joint than any other man. Two
years ago he reported at the American Or-
thopedic Association 110 cases of arthroplas-
ty of the knees, and showed moving pictures.
None had less than 100° of very active motion.
Campbell, of Memphis, has done 50 cases of
the knee, and none have less than 90° of
motion. Putti’s technique, has been recent-
ly described by Lovett of Boston and Jones
of Liverpool in their new book. He uses a
free graft of fascia. This fascia in the five
cases I have done, after six months has not
been lost in any case. However, one has had
slight infection and therefore some sloughing
of the skin. McCausland of Boston has re-
ported 70 cases of the elbow, all of which
have been satisfactory.

One or two points in regard to the after
treatment seem to me to be important, and one
is the early motion. I think that is one of the
most important things that can be done. In ar-

throplasties of knee I have followed Putti’s
advice and have begun motion at the end of
the first week. This motion is effected by
the patient himself rather than having some
person who cannot feel the effect of the mo-
tion in the joint. This applies also to the
elbow. It should be done early and should
not be done by a second party. It should be
done by the patient himself.

Dr. E. Denegre Martin (New Orleans):

—

The report of Doctor O’Farrall surprises me.
What 1 want to know is how long it has been
since these patients were operated upon. My
personal experience is that they do well for
six months, and then the ligaments contract
about the joint, the motion is limited, and
in many cases there is ankylosis. I wish he
would show us these cases. It would be a
wonderful demonstration.

Dr. O’Farrall:—Doctor Putti’s oldest cases
are about 5 years. The oldest case I have is
two years. One is a girl who is working in
my office, and I will send her to Doctor Mar-
tin s office tomorrow. She has 110° motion
and walks without the least difficulty.

Dr. Hermann B. Gessner (closing): I had
Doctor Parham in consultation in the case
of the hip arthroplasty. I hesitated about
doing it, but after seeing- the case with me
he approved of my making the attempt.

I may say that I have used early passive
motion and active motion in all my cases. In
the case of hip arthroplasty I made some
traction on the femur to keep from having
pressure on the flap. It is a good thing in
those cases to prevent early pressure between
the bones on the fascial transplant.

STATUS OF CERTAIN CARDIO
VASCULAR CONDITIONS WITH

TREATMENT ILLUS-
TRATED.

Hamilton P. Jones. M. D.
New Orleans, La.

(Medical Department Tulane University of Louisi-
ana.)

The writing of this paper has been
prompted by the occurrence in my pri-
vate practice of an unusual number of
cases of Aortitis and Aneurysm that
had been diagnosed as simple cases of
heart disease, cardio, renal syndrome,
arterio-sclerosis, or not diagnosed at
all.

A large number of these cases had
been through the hands of competent
throat specialists, who treated their in-
tractable coughs and hoarseness with
local application to the vocal cords, or
sprays, cough mixtures, etc. Some of
these cases had never been examined,
except with a head mirror. There were
nineteen of these cases coming under
my observation during the year 1922.
One of those cases was sent to Cov-

*Read Before Louisiana State Medical Society, April
24 -26

, 1923 .
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ington with a diagnosis of tubercular-

lax’ingitis, when in reality he had a re-

current laryngeal paralysis, the result

of an aneurysm. See Case 405.

There is nothing that I have done in

diagnosing these cases correctly for the

first time that could not have been done

by any competent man who would have

taken the time and trouble to make a

careful and complete physical examina-

tion and had done an irreducible mini-

mum of clinical laboratory work.

This irreducible minimum is a com-

plete blood picture, total red, total

white, and differential count, examina-

tion for plasmodia thermoglobin and

color index. Blood Chemical work
where indicated. Blood Wasserman,
and if necessary spinal fluid examina-

tion, sputum, urine and Feces examina-

tion, fluroscopic examination of chest

and six (6) foot radiograph (teleroent-

genogram). Radiographs for focal in-

spection of teeth and head, when indi-

cated.

It is my invariable custom to make
my history, complete physical examina-
tion and tentative diagnosis in writing

before sending patient to the laborato-

ries, because I desire to keep “on my
toes, as it were”; to keep myself from
becoming lazy and dependent to too

great an extent upon the clinical labora-

tory means at hand, particularly the

X-Ray, and besides I enjoy the interest

and excitement of the check. I am so

fortunately situated that it is not neces-

sary for me to have the patient leave

the Clinic building to have any of this

work done.
I have made a number of Basal

Metabolic readings on about eight (8)
of these cases and have found them to

be normal. Syphilis doesn’t seem to in-

fluence the Basal Metabolic rate per se.

Of the 19 cases

—

14 gave a positive Wasserman.

10 positively denied all venereal in-

fection.

9 admitted previous infection and
treatment more or less intense for syphi-
lis.

The systolic blood pressure ranged
from 165 to 250.

The diastolic blood pressure ranged
from 100 to 130.

The pulse pressure averaging consid-
erably higher than normal.

7 had no apparent kidney involve-

ment.
5 had definite nephritis with Albu-

miniuria.
7 had definite nephritis without

albuminiuria.
2 had no murmurs.
6 Mitral murmurs only.

2 Aortic murmurs only.

9 had two or more murmurs or a

multiplicity of them.
4 only gave an aneurysmal bruit.

The treatment consisted in all of

these cases of two (2) phases, of

course, necessarily to a degree interde-

pendent and correlated, but pursued
each, more or less, as a separate con-

cept and entity, and each administered
as the demands of the case indicated;

and they were:
First—General.
Regulation of work and rest, diet,

fluid and salt intake. The administra-
tion of drugs, such as Digitalis, Mor-
phia, Alkalies and Purgatives, as need-

ed.

Second

—

The antisyphilitic treatment which
consisted of, in all cases, the intra-

venous administration of one or more
courses of Neo-Salvarsan. Each dose,

for six doses, being given one week
apart with a rest period, between l

qourses, of from four to eight weeks,
with breaks in the series, if the kidneys
did not stand the strain.

The first dose was .15 gm.; 2nd, .30

gm. ; 3rd, .45 gm.
;
4th, .6 gm. ; 5th, .75

gm.
;

6th, 9 gm., at the conclusion of

these series, Mercury by inunction and
lodjde of Soda was given by mouth.
Sometime mixed treatment was given

by mouth.
Naturally the closest watch was kept

upon the urine and kidney function.

Pain in the chest usually developed
after the Neo-Salvarsan injections,

probably a focal reaction, the so-called

Herxheimer reaction. I regard this re-

action as an indication that the drug is

having its proper effect on the struc-

tures specially hoped to be reached.
All of these treatments, except in two

cases, were given in my office. I have
only time to show you a few of the

X-ray films and slides and a method of

graphically and accurately visualizing

what is the actual condition of the heart

and large blood vessels devised by my-
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Fig. 1.— (Right) Case 405. Aneurism with paralysis of recurrent-laryngeal nerve.
Treated for tuberculous laryngitis. Sent to Covington, La. Has four plus Wasserman, also

cardiac decompensation with attacks of angina-pectoris, during one of which he died. There
was a whispering voice and constant difficulty of breathing. (Left) Case 496 Normal,

Fig. 2. Case 781. Aneurism. Had been treated for nephritis and arterio-sclerosis
only. 8 per cent albumin, many casts. B. P. 220-130. Four plus Wasserman. Improved
B. P. 170-190.
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Fig. 3. Case 483. Aneurism. Treated for severe cough.
Four plus Wasserman

Had nephritis with albuminuria.

Fig. 4. Case 25. Aneurism. Case treated for two years for laryngitis and attacks

of hoarseness. No nephritis. Four plus Wasserman. Wife gave history of repeated abor-

tions. She also has a four plus Wasserman. No children. This man was a railway local

express and freight agent, lifting bags of pecans, coffee, sugar, etc.
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self, Dr. Nicolle and Mr. J. H. Far-

puhar. They will suffice to demon-

strate the condition, and the value of

this method of study and observation.

Case Aortic
Number Notch Aorta

Normal 4.5 4.5

405 4.1—.4 8.5+4.
*496 3.7 5.0

7S1 5.1+.6 8.1+3.6
4S3 4.9+ .4 10.4+5.9

25 11.8+ 7.3

305 4.6+.1 S.0+ 3.5

842 4.4--.1 7.5+ 3.

609 4.5— 8.0+3.

5

756 4.7+.2 6.8+ 2.3

439 4.4-—.1 9.0+ 4.

5

595
65 l

42 5

4.5— 7.9+3.

4

4th—Hope of relief and stoppage of

progress in this disease rests upon the
treatment of the syphilitic basis.

5th—No ill effects resulted from the

Medium Medium Longitudinal
Right Left Diameter
3.25 7.4 12.5

4.6+ 1.35 13.4+6. IS.4+5.9

5.5+ 1.25 11.2 3.S 17.0+ 4.5

2.9 8.7 12.5
5.2+ 2 11.1+3.7 17.3+ 4.

S

4.6+ 23. 10.S+3.4 1S.9+6.4
4.5+ 1.25 8.6+ 1.2 14.0+1 .5

4.9+1.65 10.0+2.6 15.4+ 2.9

6.0+2.75 10.9+ 3.5 16.5+4.0
4.1+ .85 10.9+ 3.5 16.0+ 3.5

6.4+3.15 11.5+ 4.1 19.0+6.5
26" T. I’. D.

*Normal
**Aortic Notch—obliterated

In reference to the above measure-

ments it may be well to say that the

normal heart size has been determined

in a lahge number of healthy individu-

als, from which Bardeen and others

have formulated standard tables, cover-

ing averages for weight, height, sex,

age.

In the examination of the recorded

findings in these cases, type of build

plays a very important part. For in-

stance the type of heart found in the

fat chunky man would be abnormal in

the long lean fellow, just as the type of

heart found in the long lean fellow

would be abnormal in the fat chunky
one.

The normal heart shown above is that

of an active man of 35, weighing 135

pounds, and 5 feet 7 inches, whose
measurements almost correspond to

those given on page 413. Figures 188
and 189. United States Army X-Ray
Manual. 1919.

Conclusions

:

1st—Aneurism of the Aorta and
Aortitis is far more common than it is

generally believed to be.

2nd.—That the teleroentgenogram is

of the greatest importance in accurately

keeping track of the progress of the

case and in enabling the comparison of
one case with another.

3rd.—Syphilis is the basic cause of
this condition, certainly where there has
been no traumatic injury to the blood
vessels.

graduated doses of Neo-Salvarsan ad-
ministered intravenously.

6th—Very severe chest pains after

Neo-Salvarsan administration may in-

dicate a reduction of the size of the
next dose.

7th—As Nephritis is frequently
syphilitic in origin its presence has not
deterred in the pursuit of this line of

treatment. Of course under absolute
observation.

8th—Full Anti-Syphilitic (treatment
other than Neo-Salvarsan is used in ad-

dition.

9th—No deaths have been attribu-

table to the treatment
;
which has given

more satisfactory results and the
patients more comfort than any other
plan yet followed.

DISCUSSION.

Dr. A. E. Fossier (New Orleans): The
diagnosis of aortitis, enlargement of the
aorta, aneurism is frequently very difficult

to make. Errors are very common, and we
must acknowledge that many such cases are
found on the autop'sy table that were not
recognized ante mortem. And again many
diagnoses were erroneously made of aortitis,

etc., and the patient doomed by his doctor
to an early death, who lived and are still

living in robust health many years after the
verdict was rendered. I have known men in
their early forties who were advised to lessen
their activities, and to abstain from all phy-
sical efforts, and even to retire from their
business, who were normal in so far as their
great blood vessels were concerned. They
are living today without any sign or symp-
tom of dilated aorta, aortitis and what not.

Now errors are frequently permissible, and
the X-ray frequently leads us into a wrong
diagnosis. It is an impossibility to determine
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the size of the great blood vessels as well as

any other organ in a definite way.
The size of the great blood vessels as well

as of the heart depend upon the stature of

the individual; and also in the aorta upon
the age. These facts have been confirmed
especially by the French, who predominate
in this work, and I refer you to the works of

Vaquez, Bordet, Lutembacher and Sorel.

Take the two types of men: first, those

with large chests, short neck and with a high
diaphragm, in them are found organs showing
their bulk in the horizontal position. The
horizontal diameter of the heart is widened,
and rests more obliquely; the area of the

great blood vessels is increased in its hori-

zontal and decreased in its longitudinal diame-
ter. In other type of mankind, the viscer-

pototics or those who have a long narrow
elongated thorax and in whom the bulk of
their organs appear in their logitudinal diame-
ter instead of the horizontal, give a reverse
picture compared to the other type. The
area of great blood vessels is very much
elongated in its longitudinal diameter and
greatly reduced in its horizontal diameter,
me neart is downward displaced and it is also

elongated. The diaphragm is sagged, and this

lessened support to the heart and its great
blood vessels in the cause of the narrowing
of their longitudinal diameter.

Considering the difference existing in the
normal size of the area of great blood vessels
and of' the heart between the two types of
individuals, it is an impossibility to make a
diagnosis unless this all important factor is

seriously considered.
An absolute dependence on the X-ray, and

the making of a diagnosis by means of a rule,

will very frequently mislead the doctor, un-
less all factors are considered.

Dr. J. E. Knighton (Shreveport): I shall

confine my remarks to the question of aneu-
rysm, as most of these cases deal with aneu-
rysm.

Referring to the point brought out by the
doctor that these cases had passed through
the hands of numerous physicians without a
diagnosis having been made—this simply
brings home to us the old problem of more
careful examination of our patients as a
means leading to more accurate diagnosis. So
many of us fall into the habit of running
casually over patients, taking too much for
granted, not giving them the serious, careful
examination that every patient is entitled to.

It is not the throat specialist or any other
particular line that fails to make a diagnosis
of aneurysm. I recall a number of patients
with aneurysm of the aorta in which there
was not present the usual symptoms of pain.
As a rule we look upon pain as being one
of the most pronounced and constant symp-
toms of aneurysm of the aorta; but that is

not always true. It is not always present
to the extent that the attention of the patient
would be attracted to it, and, as brought out
in this paper, the bruit is not always present.

In the course of some work in the Charity
Hospital at Shreveport we had occasion to
observe a number of cases of aneurysm of
the aorta in which the diagnosis was made
only after X-ray examination had been made.

In a majority of cases this is inexcusable, for
the simple reason that examination had not
been done carefully. But in a few cases it

seems as though it might have been passed
over by anyone, for the reason that after
the X-ray examination is made you can check
the patient over and it is hard to find any
bruit, and it is hard on percussion to outline
the enlargement, particularly in the absence
of pain.

With reference to the treatment of this

condition as suggested by the essayist, we
have had occasion to observe cases in the same
institution treated by means of neosalvarsan,
under a line of procedure somewhat as sug-

gested by Doctor Jones. I recall one or two
cases in which the symptoms of cough, etc.,

were materially relieved under the adminis-
tration of neosalvarsan. I believe we need
not hesitate, pai-ticularly in aneurysm of the

aorta where we have good reason to believe

it is luetic in origin, to give them the usual
antisyphilitic treatment.

Dr. J. Birney Guthrie (New Orleans):
There are so many points in which I differ

from the essayist that I hesitate about get-

ting up to discuss the paper at all. For ex-

ample, we see here a case that has been
taken by the X-ray. I have had considerable
experience in the examination of radiographs
and in making radiographs, I have measured
hundreds of aortas. I heard the essayist very
distinctly say that the normal aorta is 4.5 cm
in transverse diameter, which is untrue. The i

normal aorta in a white man is over 7 cm,
and a range of 1 cm is of no significance at

all. He showed one that measured 8.5, and
that is within the normal range of dilatation.

An aorta spread of 8.5 should not be called t;

an aneurysm. Aorta dilatation is not nec-

essarily an aneurysm.
As regards the giving of salvarsan in all

cases of aortitis, I do not believe we are justi-

fied in that course. There are other causes

of aneurysm than syphilis that would pro-

duce changes which might lead to aneurysm.
I think we are going too far to treat them all

as syphilitics, although a large percentage s'

are certainly of syphilitic origin.

Again, the matter of giving small doses is

one which not only immunizes the patient

but the infecting treperulurata as well.

The only method of using salvarsan we are

justified in using in the presence, of nephri-

tis is with a greatly reduced dose. We have
a rule in the ward that where a patient pre-

sents symptoms of heart failure, we put him
to bed, build up the heart reserve, try to get

him to the stag’e where there is some com-
pensation of the heart, and then we give neo-

salvarsan under ia dosage beginning with
4 1-2 grams usually. It is very hazardous
where nephritis exists to give these cardio-

renals anything like what we term an ade-

quate dose unless we have done a phthalein

test and investigated as thoroughly as possi-

ble the function of the kidneys.
The question of pain seems again to be

confused. There is a pain in aortitis, that

we know; but clinically it is different from
that which we call angina pectoris. The pain

of aortic aneurysm is either a pressure pain

or an aortitis which is responsible for the pain
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and is not strictly speaking an angina pec-

toris.
,

I have used benzyl benzoate m handling

these cases with striking results. We use it

in one dram doses given in the usual way,

and the patients g’et along beautifully. It

tides them over to the point where the pain

subsides, with rest in bed and treatment for

heart failure. Morphine and codein are of

course necessary where the pain is more
severe and not amenable to the Benzyl Ben-

zoate.

Dr. J. G. Dempsey (New Orleans): I want

to bring before the organization the statisti-

cal end of cardio-vascular disease. I do not

mean these complicated with nephritis or any

disease of the kidneys. I looked up the sta-

tistics, and in 1921, 2,385 deaths occured from
cardiovascular disease. In 1922, 2,503. 218

more people died in Louisiana from cardio-

vascular disease in 1922 than in 1921. In

the City of New Orleans, 1,104 in 1921, 1,136

in 1922.
I think these figures ought to go

_

into

the records because they can be substantiated

and have their influence, and in the future

if the Society should have such a paper it

would be well to take into consideration

whether we are doing anything for this dis-

ease or not.

Dr. Homer Dupuy (New Orleans): The
essayist spoke of the pressure on the recurrent

nerve, and I wish to speak of that phase.

Pressure on the recurrent nerve is among
the first symptoms of aortic aneurysm. Let

me remind you that the left pneumogastric is

longer than the right, and that after coursing-

over the arch: of the aorta, it sends the left

recurrent from under the arch, and beyond
the arch to the Larynx therefore in aortitis

or pressure unquestionably may extend the

left recurrent nerve. We expect a great loss

of voice aphonia—but pressure on the left

recurrent nerve gives voice disturbances.

There is merely a dysphonia. Therefore in

our examination for aortis aneurysm the

X-ray is not infallible, pain is not always
present, we should always inspect the larynx.

Remember again that in the recurrent
nerve we have this remarkable phenomenon—

-

one nerve in which there are two sets of fi-

bres,) the abductor fibres and the adductor
fibres—those that open the larynx and those
that close it. If pressure on the left recur-

rent nerve is slig’ht in the beginning the nerve
fibres first pressed upon are the adbuctor
fibres. Therefore there would then be no
disturbance of the voice. But the laryngos-
cope will tell us absolutely that the vocal
cord remains on the middle line. This un-
questionably means beginning pressure on
left recurrent nerve. As the pressure con-
tinues the deeper abductor fibres become in-

volved. The vocal cord on left side then as-

sumes the position it assumes after death,
namely a position it assumes between abduc-
tion and adduction, The laryngoscope gives
us valuable information relative to aneurysm
of the arch of the aorta.

Dr. H. P. Jones (closing): I laid aside my
j

paper, and perhaps I did not make myself un-
derstood. I did not bring' forward the fact
that this picture is of a normal chest.

These cases are not necessarily all aneu-
rysms but cases of aortitis and of aneu-
rysm. Some are aortitis and some are aneu-
rism. These pictures are teleoroentgeno-
grams and are taken at a distance of six feet,

and the result is the measurements are not
so large as those made at the ordinary 26-

inch distance. The measurement of a great
many men of the same size—weight, stature
and physique, rather tends to the lower meas-
urement which I have given you than to 7.5

cm.
I mentioned in my paper that Bordeau had

probably done more work on this subject
than any other known man. There is also a
valuable contribution to this study in the work
published for the Army in the control of their
X-ray work. It is a manual and costs about
$1.50, and is very valuable to have.

I do not wish Doctor Guthrie to feel that
I mind his differing from me. If we all

agreed it would not be interesting'. I rather
welcome criticism than not to have any at
all.

ABRUPTIO PLACENTAE.-
By H. E. Beenadas, M.D.,

New Orleans.

Classified by Rigby as Accidental
Uterine Hemorrhage occurring in the
latter months of pregnancy, in contra-
distinction to unavoidable hemorrhage
or Placenta Previa.

Paul Portal in 1664, Gottleib in 1709,
Goodel in 1869, Holmes in 1901, down
to Kerr and Shears, have dealt with this

condition under varying titles
;
such as

Accidental Uterine Hemorrhage in later

months pregnancy. Ablatia Placentae,

Abruptio Placentae, etc., not only the
nomenclature and pathology, as well as
the mechanism of causation in this con-

dition, but also the treatment, have been
the cause of numerous and varied arti-

cles and treatises.

The purpose of this paper, therefore,

is not to bring out any radical depart-

ure in these, but instead, to ask that you
report all such cases coming under your
observation, so that the ratio of occur-

rence of this condition in pregnancy,
and the ratio of mortality, may be
brought to an intelligent interpretation.

To show you the vast disparity in the
ratio of occurrence relative to this con-

dition in all cases of pregnancy, I will

quote the following figures

:

Lobenstine and Harrar, 47 times in 42,000
cases at New York Lying-in-Hospital;

Chicago Lying-in-Hospital, 6 cases in 3,600,
only two required treatment;

Dublin Rotunda, 70 cases in 6,453;
Holmes estimates that about one case in

*Read before the Louisiana State Medical Society,
April 24-26, 1923.
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200 is of pathologic intei-est, and one case in

500 of clinical interest.

The condition is one which occurs in

the later months of pregnancy when the

foetus is viable. The causes are either

pathological or accidental. A number
of authorities are of the opinion that

accident alone is rarely a causative fac-

tor, but is nearly always superimposed
upon a pathological condition of the

uterus, such as, endometritis in Multi-

para, increased blood pressure, fibroids,

nephritis, leus, etc. This opinion is not

universal as an equally large number
of authorities believe that trauma, pro-

longed mental shock, coughing, strain-

ing, fainting, vomiting, falls, blows, un-

skilled manipulation in twin labors,

traction on cord in ordinary labor, as

well as forceps operation and version.

The case being reported was caused

by trauma due to straining, as the

patient was a primipara, not leuitic,

and in normal health, free from fib-

roids, with no history of endometritis.

Diagnosis: This condition occurs

after the six and one-half or seven

month of pregnancy, either following

traumatism or otherwise. The patient

who was otherwise normal, within 24

to 48 hours or even 72 hours following

an accident, develops a severe pain in

the upper abdomen, sometimes accom-

panied by nausea and emesis, and
sometimes by a showing of blood either

in large or small quantities “per

vagina.” Upon examination, the patient

presents the evidences of marked
anemia and shock, accompanied with

thirst. Examination of abdomen re-

veals a round (in contradistinction to

the normal oval shape of uterus in preg-

nancy) hard tense and sensitive uterus.

This uterus has a hard woody feeling

and has been styled on account of this

“ Uterus cle Bois.” Vaginal examin-

ation reveals a normal firm cervix with

about one or two fingers dilatation with

presenting parts easily examined either

within or without the cervix, through

vaginal vault.

Physical Aspect: This differentiates

it from Placenta Previa, where we have

the soft boggy, dilatable cervix, with

the presenting portion of the placenta

preventing an examination and diagno-

sis of the presenting part of foetus.

The reason for this difference in ap-

pearance and feeling of parts in vagina

is the physical difference of the two
conditions. In Placenta Previa we have
a low implantation of the placenta, at,

near, or over the Internal Os, which
does not give as the Internal Os dilates,

'

and as a result is torn off and separ-

ated, causing the hemorrhage. In the

condition being reported, we have a

placental implantation in the fundus.

,

In over 50% of the cases, this is a pos-

terior implantation.

Mechanical Aspect: The bleeding oc-

curs as a rule in the center of the pla-

cental implantation where the separa-

tion first occurs. As the bleeding ac-

cumulates in this small cul-de-sac

formed by the central raw surface of

the placenta and the uterine wall, by

hydraulic pressure, frequently assisted

by uterine contraction, the placenta is

torn away more and more towards its
t

edges or periphery. Quite a largei

quantity of blood may accumulate in

this Cul-de-sac, sufficient to cause pro-

nounced and alarming anemia and

shock. If the periphery of the placenta

remains attached we have then a con-

cealed hemorrhage. Should any part

of the marginal attachment be torn

away, the blood thus released finds its

way between the membranes andi

uterus and may still be confined to the

body of the uterus by the membranous
attachment below, and still remain con-

cealed. The presenting head may also

press sufficiently hard against the

Internal Os to prevent the blood

from escaping and we will again have

concealed hemorrhage, or the blooc

may rupture through a weakend place

in the membrane into the general uter-

ine cavity and commingle with the amni

otic fluid, and the hemorrhage will stil

be concealed. However, in a large pro

portion of the cases, the blood having

freed itself from the placento-uterins

cul-de-sac finds its way to the vagim

by the membrano-uterine way.

Pathological Aspect: The blood which

presents at the vaginal orifice as a rul<

is red blood, although it may be accom

panied by block clots. The bloo(

which is delivered with the Placent;

and membranes at the completion of th<

labor is as a rule black, sticky, grum

rnous and organized clots, sometime

totally infiltrating the whole body o

the placenta and becoming organized
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The pathologic examination of the pla-

centa in the case now being reported

was

:

“Hemorrhage behind entire placenta,

beginning organization of clot extend-

ing as far as surface of Placenta. Be-
ginning Organization of Clot in Placen-

tal Vessels as far as surface of Placenta.

Hyaline Degeneration of Placental tis-

sues. Umbilical cord vessels show no
change. Necrosis of placenta and cord,

no evidence of any acute or chronic in-

fection.

”

I have taken up these different as-

pects with the diagnosis as they clarify

the difference between placenta previa
and abruptio placenta.

Treatment: Treatment has been as

moot as the nomenclature, due largely

to the stage and degree of the condi-

tions, the condition of the patient, and
the individual preference of the opera-

tor. Where the bleeding, either con-

cealed or occult, has been slight, the

pregnancy has not advanced to the

stage where the foetus is viable, (i. e.,

where the fundus reaches above, mid-
way between umbilicus and ensiform
cartilage and the patient is comfortable
and presents no evidence of anemia, no
pains, and the foetal sounds are audi-

ble
;
the treatment here is absolute rest,

morphia and constant observation,

until recovery and all danger is past,

with caution to the patient to do noth-

ing strenuous until normal delivery.

This all authorities agree upon.

However, when the bleeding contin-

ues, and evidences of anemia, shock and
pain progress rapidly, the authorities

disagree upon how to do that which all

agree must be done. Some advise rup-

turing the membranes, tightly bandag-
ing the abdomen, giving 15-30 Mms. of

Fid. Ext. of Ergot every four hours and
waiting; others plug the vagina and
cervix with gauze combined with the

above method.

Holmes and others advocate the use

of the metreunynter introduced into the

cervix and dilated, with or without the

use of bandage over the abdomen, Er-
got and Pituitrin.

Dilatation (not forcible) of the Cer-
vix, with application of forceps or ver-

sion.

Vaginal Caesarian Section (Dur-

hesen) and abdominal Caesarian Sec-
tion.

In the case reported, I used the
vaginal Caesarian Section after separa-
tion of the bladder wall from the ante-
rior surface of uterus, with application
of forceps, and completed the labor in
a very few minutes without shock to the
patient.

The selection of means for rapid de-
livery must be guided by existing con-
ditions. If vagina is dilatable by digi-

tal manipulation, use version or for-

ceps, perforating foetal head if neces-
sary, because foetus as a rule is dead.
If cervix is not dilatable and patient is

a primipara with a dead foetus and no
pelvic deformity, the vaginal Caesarian
Section is the operation of choice as it

is followed by less danger from bleed-

ing and sepsis than the abdominal
route. Most authorities recommend
when the abdominal route is selected, to

do a Poro or Hysterectomy immediately
after emptying uterus because of the

disassociation of the uterine muscular
fibers brought on by hemorrhagic in-

filtration of same at the time of acci-

dental placental separation.

The blood under pressure penetrates

the muscular fibre bundles and disasso-

ciates them. Their vitality and resist-

ance having been thus lowered they do

not contract during or after labor and
are subject to attack from septic inva-

sion, where the abdominal section is

made, owing to the lowered resistance

of the uterine body. This does not hold

true in a vaginal section as the incision

is in the lower part of the uterus, far

distant from the seat of the traumatic

lesion.

CASE HISTORY.

Mrs. J. L. D., age 24; Primipara. Has had

measles and tonsilitis.

With exception of father who died of

Tuberculosis, family history negative.

On April 23, 1921, was called by a col-

league to see Mrs. D. She gave history of

having last menstruated on September 22nd,

1920, of having during all of this time been

robust, full-blooded and healthy. On Wed-
nesday, April 20th, at 9 a. m., she caught

her arm between door and door frame tried

to release herself and became greatly fright-

ened and highly hysterical. After consider-

able effort and struggle she succeeded m
freeing her arm. Except for being nervous,

she experienced no ill effects until Thursday,

next day, at 10:20 a. m., when she com-
plained of marked pain in back, followed by
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abdominal pains. She was examined by her
physician who found about one finger dila-

tation. At 3:30 p. m. she had a hemor-
rhage, saturating sheet and mattress. Grad-
ually diminishing until it subsided at 7 p. m.
The physician decided to observe develop-
ments as hemorrrage had stopped. Patient
continued to complain of pain in upper abdo-
men. On the 22nd p. m. she had temperature
103 degrees. When called in on the 23rd
found temperature 100 degrees; patient very
pale and anemic, rapid pulse (130) small
volume, uterus round, hard and woody. Cer-
vix about two fingers dilatation, head present-
ing easily discernible, internally and exter-
nally in vaginal vault. Made a diagnosis of

Abruptio Placenta. Auscultation revealed no
foetal heart sounds, palpation showed no evi-

dence of foetal life, I advised immediate
emptying of uterus. Patient was transferred
to French Hospital in ambulance.

Under ether anesthesia, after futile at-

tempts at gentle digital dilatation, an ampule
of Pituiturin was given hyp'odermatically a
self-retainer was inserted in vagina, cervix
brought down by vulsella. Two traction
sutures were inserted firmly in anterior lip

of cervix, about % inch away, on each side

of proposed line of incision. With cervix well
drawn down, a transverse incision was made
through mucuous membrane over anterior
surface of vagina, and bladder pushed back,
a longitudinal incision was then made ex-
tending up through wall of cervix. This
allowed ample room for the immediate appli-
cation of forceps to foetal head, which was
promptly followed by delivery of foetus, dead
about three days. The placenta and mem-
branes were delivered by gentle pressure over
body of uterus. Then an enormous quantity
of black grummous sticky blood and blood
clots followed, in quantities about equal to
size of placenta. Following this, the vagina
was swabbed out, vaginal traction guides were
drawn down and incision in cervic sutured
with No. 3 Chronic Gut, bladder drawn down
and vaginal surface sutured back with No. 2
Gut. A drain was inserted in Cervical Canal,
small pack placed in vaginal canal, patient
given another hypodermic of pituitrin and
put to bed with a Murphy Drip of normal salt
solution and black coffee. Pack and drain
were removed next day and patient made un-
eventful recovery. She returned home and
was in bed all told about 12 days from date of
delivery. Lochial discharge stopped com-
pletely on 21st day.

Conclusions

:

1. This case was ap-
parently purely traumatic in origin, as
findings and history were negative.

2.

Small central separation hap-
pened at time of accident due to strain-

ing. Pain began next day at 10 :30 a.

m., due to accumulation of blood in pla-

cental-uterine Cul-de-sac. At 3 :30 p.

m. margin of placenta and membranes
were separated by large accumulaton of

blood causing visible hemorrhage.
Pains then forced head down causing it

to act as a plug, hence stoppage of

bleeding.

3. Findings in placenta showed
hemorrhage had occurred behind whole

placenta, causing immediate death of

foetus. Organization of clot showed

this had happened before visible signs

of hemorrhage.
4. Because she was a primipara,

with a dead foetus, and a hysterectomy

following abdominal delivery, would

have prevented her from future concep-

tion. The operation of selection was

vaginal Caesarian Section,—1st, be-

cause following this, the patient re-

tained a normal functioning uterus

capable of future conceptions; second,

because of lessened risk from shock,

hemorrhage and sepsis to the mother.

DISCUSSION.

Dr. H. E. Miller: I wish to thank Dr. Ber-

nadas for the privilege of discussing his paper

and to congratulate him on his method of

handling this case of accidental hemorrhage.

The procedures that are usually recommended
are, I believe, too drastic for the majority of

cases of concealed and visible accidental

hemorrhage. If we stop to analyse the ac-

tual existing mechanical conditions in either

type of premature separation of the placenta,

we are forced to realize that there are other

treatments which are much more conserva-

tive and which minimize the fetal and mater-

nal risk.

Concealed hemorrhage is, with the single

exception of acute sepsis, the most serious

accident which can happen to a pregnant

woman. This is largely due to the fact that

early diagnosis is difficult and that the

uterus, for some reason which we cannot ex-

plain, is not healthy in muscular tone. In

this type the blood collects in the uterus be-

cause it dilates so easily that the intrauterine

pressure is never sufficiently great to over-

come the slight resistance offered to the out-

flow of blood through the cervix, while in the

external type the uterine muscle prompts a

reaction which raises the intrauterine press-

ure and almost immediately forces the blood

through the cervix. In concealed hemorrhage,

therefore we have to deal with a uterus the

muscle of which has for some reason lost its

normal contractile tone, and whose elasticity

is as a result impaired. It is quite obvious

that a ruptured vessel in a closed cavity can

bleed only so long as the pressure inside the

cavity is less than the blood pressure. Once
the intrauterine pressure is equal to the

blood pressure, bleeding ceases. If the blood

can escape from the cervix as rapidly as it

flows from behind the placenta, then such

equalization never takes place. If the uterus

is healthy in tone and the outflow from the

cervix is prevented, the two pressures rapidly

become equal and bleeding ceases. If, how-

ever, the uterine fiber has lost its tone and
the uterus dilates, then the intrauterine
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pressure can never equal the blood pressure

and as a consequence the hemorrhage is

never checked.
It is obvious from these deductions that

packing the vagina will be a most satisfactory

treatment in external hemorrhage, but will

be of little or no avail in the internal type
unless the condition is recognized early and
a vaginal pack introduced with the hope of in-

ducing labor pains. At the same time small,

repeated doses of pituitrin may stimulate

uterine contractions and assist in raising the

intrauterine pressure and inducing labor.

Once the patient begins to have strong labor

pains, a great deal of the risk in this type of

hemorrhage disappears. Unfortunately, how-
ever, a fair percentage of the cases of con-

cealed hemorrhage occur before labor pains
begin, and the case assumes such a serious

character that temporizing measures are out
uf the question. In such conditions, accouche-
ment force with forceps, or version and
breech extraction, or vaginal Caesarean sec-

tion are to be resorted to.

Like the internal variety, the outcome of

the case of external accidental hemorrhage
depends largely on whether or not the patient
is in labor. If she is not in labor when the
hemorrhage starts, there are two indications
which must be met immediately: checking the
hemorrhage and inducing labor. If the bleed-
ing can be satisfactorily stopped for the time
necessary to bring on uterine contractions,
the condition resolves itself into a compara-
tively simple one. With the uterus in a
healthy state, as is evidenced by external
hemorrhage and uterine contractions, the
hemorrhage can be checked by packing the
vagina, which will permit of an equalization
of the intrauterine and the blood pressure,
and will also induce labor. The success of
;his treatment, however, depends upon three
ooints: the uterus must be in good tone, the
ovum must be intact, and the vaginal plug
nust be tightly applied. If this treatment
"ails, we can again fall back on accouche-
ment force with version or forceps, and
vaginal Caesarean section.
None of the last named methods of treat-

ment, however, should be used except as a
ast resort, and when the seriousness of the
:ase outweighs the risk to which you are sub-
ecting the patient. Unfortunately these
oatients are as a rule markedly shocked, and
anything approaching an extensive surgical
orocedure superimposes sufficient additional
shock to cause a mortality ranging from 35%
;o 60 %. No consideration is to be given the
oaby, as about 70% die at the onset of the
'lemorrhage. I would strongly urge con-
:ervative treatment by packs, small doses of
o'ituitrin, abdominal binders, and occasional
upture of the membranes in the external
variety, in view of this frightful mortality as
i result of any radical attempt to relieve the
:ondition.
Dr. E. L. King (New Orleans): I have had

hree cases in the Charity Hospital of abrup-
do placentae. The first case was a multi-

para with an undilated cervix, with a systolic
blood pressure of 50, so the first thing we
did was to give her a saline infusion and then
a transfusion of blood. On account of the
undilated cervix and the fact that the patient
was not in very good condition, I didi a Cae-
sarean section followed by hysterectomy. The
baby, of course, was dead, but the mother
made a fairly uneventful recovery and is

still living. The etiology in that case was
obscure. We did not find any sign of toxe-
mia or of chronic nephritis, and there was no
history of trauma.

In the second case the woman came in well
advanced in labor, and was delivered norm-
ally. I do not remember whether we trans-
fused her or not, but she needed it. She
came around fairly well, but had a violent
nephritis with high blood pressure and lots of
albumin, and she finally died of anuria about
three weeks later.

The third patient was also admitted in
labor, the cervix dilated slowly, and finally
when she was pretty well advanced we did a

version and saved her.
In the last two cases I think the favoi'able

obstetrical outcome was due to the fact that
there was not much infiltration of the uterus.
We must bear in mind that we have two dif-

ferent types of this condition, one in which
there is considerable infiltration of the uter-
ine wall with blood and one in which there is

not. In the former type the uterus is liable
not to contract and delivery will be followed
by fatal hemorrhage. That was the condi-
tion in the first case, a typical abruptio pla-
centae with so-called “utero-p'lacental apo-
plexy.”
One of the French winters has recently re-

ported over seventy cases, and he is not in
favor of rupturing the membranes or of
vaginal Caesarian section. All of these cases
treated simply by rupturing the membranes
died, and of the six vaginal Caesarean sections
his mortality was five out of six. He leans to
the abdominal Caesarian section, with occa-
sional hysterectomy, according to indications;
but his paper deals with that type known as
abruptio placentae with ‘utero-placental apo-
plexy,” where there is hemorrhage into the
uterine wall. In other cases where there is

no hemorrhage we can succeed with a less

formidable line of treatment. The great dif-

ficulty is in knowing what is happening in

that uterine wall when you cannot see it. If

we can tell which one has a non-contractile
uterine wall and which one has not, then the
treatment can be selected. Otherwise, we are
still somewhat in the dark.

Dr. H. E. Bernadas (closing): The poinl^

I wish to bring out is that the vaginal route
is preferable, because if you use the abdomi-
nal route you will have to do a hysterectomy.
You are opening the uterus at the point of

least resistance and you have a spot which will

give way to sepsis or infection and you are apt
to lose the patient. This case was delivered

by vaginal section and she went home in ten
days. She is perfectly well today.
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CONGENITAL ARTHRITIS WITH
ANKYLOSIS OF VARIOUS

JOINTS.*
By Paul A. McIliienny, M.D., F.A.C.S..

New Orleans.

In a rather extensive search through
the literature no mention of Congenital
Arthritis has been found, never-the-less

it seems hardly possible that the affec-

tion has not been encountered by a

number of observers, especially as sev-

eral cases of Congenital Ankylosis,

though extremely rare, have been re-

ported. It is not my intention to enter

into a lengthy discussion of the various
forms of arthritis, their etiology,

pathology, treatment, etc., but simply
to report this one case that has come
under my observation, and it’s probable
causative factor.

J. M. White, male, aged 11 years, a

native of Louisiana, was referred to me
by my friend Dr. J. G. Martin, of Lake
Charles, La., on April 29th, 1922. F.

H. Father living and well. Wasser-
mann negative. Mother living and well.

Wassermann negative, but up to five

years ago she had suffered for years

from bad teeth, sore throat, and fre-

quent attacks of rheumatism ;
during

the year previous to, and while preg-

nant with this child, she had suffered

greatly with attacks of multiple ar-

thritis which at one time confined her

to bed for several weeks. A brother

two years older, and a sister three

years younger than the patient are

strong and healthy. The family are

farmers, and there is no history of de-

formity in any other member of the

family.

P. H. The child was born with the

legs flexed on the body, and the ankles,

knees and left elbow were stiff, both

wrists and the right elbow were swoll-

en ;
soon after birth the swelling in the

wrists and right elbow disappeared,

and when he was six months old he

could move the knees a little
;
he has

always been healthy and has never de-

veloped the usual diseases of childhood.

He began walking at two years and has

always walked on the externe-dorsal

aspect of the right foot and the dorsal

aspect of the left foot with the toes

flexed, and the ankles and knees stiff.

Read before the Louisiana State Medical Society,

April 24-26, 1923.

Examination showed a well nourish-
ed, though poorly developed boy, much
below the average size for his age. He
is of average intelligence, but has a de-

cided speach defect. There is a com-
plete bilateral Ankylosis of the tarsal

and medio-tarsal joints; the right foot

is in a position of marked varus with
slight equinus and a large callosity is

on the externe-dorsal aspect; the left

foot being in a position of extreme
equinus with large callosities on the

dorsum of the toes. There is almost a

complete ankylosis of the left elbow in

full extension, and suppination and
pronation are absent

; there is a bilat-

eral congenital dislocation of the hips,

and the thighs are rotated outward.
There is limited motion in the wrists,

jaws, and knees, the internal condyles
present anteriorly causing the knees to

flex laterally. There is a balanitic hy-

pospadias, bilateral undescended testi-

cle, rudimentary scrotum, and a web be-

tween the thighs extending one and one-

half inch below the perineum. He walks
with the legs stiff, and runs sidewise in

order to flex the knees. Wassermann
negative.

X-Ray examinations show Bilateral

Superior dislocation of the hip, with
well developed secondary acetabula;

there is a backward torsion of both

femoral necks, and the cartilages of the

femoral heads and original acetabula

show evidence of an arthritis at some
time ; there is fusion of the radio-ulnar

articulation and articular changes in

the left elbow; there is a fusion or

ankylosis of the tarsal and medio-tarsal

bones of both feet. No X-Ray pictures

were made of the other joints.

It was decided to attempt a correc-

tion of the deformities of the feet first,

and on May 1st a cuneiform esteotomy
was performed on the left foot through
the medio-tarsals with the base at the

externe-dorsal aspect, enough bone

being removed to allow the foot to be

forced into a position at a right angle

to the leg, thereby correcting the mark-

ed equinus ; the same procedure was

carried out on the right foot, except

that the base of the wedge was at the

external aspect which allowed the varus

to be corrected; plaster of Paris casts

were applied from toes to knees with

fenestrae over the wounds to allow in-
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spection and dressing. As soon as the
wounds were healed the fenestrae were
closed and the patient encouraged to try

to walk with crutches, this he learned to

do in a short time. The casts were re-

moved on June 2nd., when he was
allowed to begin wearing ordinary
shoes. About two months later, on July
25th., we decided to attempt the correc-

tion of the malposition of the legs and
thighs. It was not deemed advisable to

attempt either a bloodless or an open re-

duction of the dislocated hips, first, be-

cause of the age, and second, because
the new acetabula were immediately
above the normal position, and the sta-

bility in weight bearing was excellent.

The greatest hinderance to normal
function seemed to be caused by the out-

ward rotation of the thighs which was
due to the posterior bending of the

femoral necks causing the patellae to

present laterally; it was therefore de-

cided to attack the femora, and produce
a rotation in the shaft. Through a

lateral incision just at the level of the

lesser trochanter a linea sub-trochan-
teric osteotomy was performed on each
thigh, and while the proximal fragment
was held stationery by a long iron

screw the distal fragment was rotated

inward until the patella presented an-

teriorly, and the femoral condyles were
in their normal position

;
a double plas-

ter of Paris spica of the hips was ap-

plied from ankles to umbilicus with the

thighs in a position of slight abduction,

and the patient kept in recumbancy for

six weeks, he was then allowed to stand

up, until he got tired, several times a

day; three months after the operation

the casts were removed, and massage
and active motions allowed. He can now
flex his knees to almost a right angle

in the antero-posterior position, and
and walks on the soles of his feet. The
wrists and jaws have been manipulated
and active and passive motion encour-
aged which has resulted in a marked in-

crease in their range of motion. It is

planned to attempt a restoration of
motion in the left elbow at a later date.
As mentioned Congenital Arthritis is

conspicuously absent in medical litera-

ture, and even congenital ankylosis has
received scant attention, it’s existence
in most reports, being a simple mention
of a clinical entity. Two factors in this
case, however, to my mind, prove it to
be purely a case of Pre-natal Arthritis,
the etiological factor being the Chronic
Infectuous Arthritis, of the secondary
type, in the mother. First, the fact
that just after birth it was found that
there was ankylosis in several joints;
that other joints showed a limitation of

motion, and still others were swollen;
since there was ankylosis in some and
an inflammation in other joints, it is

reasonable to conclude that there must
have been an arthritis which proceeded
the ankylosis. Second the fact that
there was a congenital dislocation of the
hips; pre-natal arthritis must have ex-

isted if we are to give credence to the

theory that joint hydrops is one of the
etiological factors in such deformities;
another point is that the swelling which
existed about some of the points subsi-

ded shortly after birth.

Personally I am convinced that the

developmental defect, as evidenced by
the hypospadias, was caused by the gen-

eral toxic condition of the mother pre-

vious to and during pregnancy, and that

the arthritic conditions were produced
by the same cause.

Dr. E. Denegre Martin (New Orleans): I

had the pleasure of seeing this' case before

and after operation. The doctor had a very
difficult problem to deal with. This boy was
distorted in every direction. I do not know
anything about the etiology, of the discon,

but I am sure that this is one case of

arthritis that cannot be blgmed on the teeth.

It may be the tonsils, but it is a rather curi-

ous and interesting condition. The Doctor
has accomplished a g’reat deal so far and
I believe will make his patient a pretty fair

and comfortable subject for the future.
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NOSEBLEED-EPISTAXIS.*
By W. Marvyn Johnson, M.D.,

New Orleans.

Bleeding from the interior of the
nose is due to a variety of both local

and constitutional conditions. It is

common in children between the ages
of five and fourteen, rare during middle
life. In old age it usually occurs as a
result of some constitutional disease or
local neoplasm. As a rule, properly
managed nasal hemorrhage is not of
serious import, except in haemophiliacs,
malignancy or arterio-sclerosis. The
seat of nasal hemorrhage in 90% of the
cases, according to Castleberry, is in

the anterior portion of the nasal sep-

tum. There are three anatomical
reasons for the frequency of hemor-
rhage in this region

:

1. The nasal vessels are not sup-
ported by a muscular cushion into

which they may be crushed by a blow,
but lie in more or less intimate contact
with bone or cartilage and are pro-

tected only by an extremely delicate

mucous membrane. The proximity of

bone or cartilage prevents the ends of

the injured vessels from contracting as

readily as if embedded in soft tissue.

2. At this point scabs and crusts

from ulceration follow weakening the
thin walled arteries.

3. Passing through this region is an
arterial anastomosis with one blood

current flowing directly against the

other.

Blood Supply: The naso or spheno-
palatine passes through the spheno-

palatine foramen into the cavity of the

nose, at the back part of the superior

meatus, and divides into two branches;

one the internal, the naso-palatine or

artery of the septum, passes obliquely

downward and forward along the sep-

tum nasi, supplies the mucous mem-
brane, and anastomosis with the termi-

nal branches of the descending palatine

and the superior artery of the septum,
which is a branch of the superior coro-

nary.

The usual site of bleeding, as stated

above, is on the anterior superior angle

of the triangular cartilage, a spot where
the bleeding is easily seen. At this spot

which is known as Little’s area, a small

anastomotic vessel runs which is liable

‘Read before the Louisiana State Medical Society,

April 2 4-2 6, 1923.

to be wounded in the detaching by the
finger nail of the fine mucous crusts
that tend to adhere about this point; or
the vessel may be broached by a shallow
simple ulceration that readily forms
here; or it may rupture and bleeding
break out spontaneously. The amount
of blood that can be lost from such a
minute vessel is surprising, and when,
actually confronted with a lively epis-

taxis, the patient bleeding and appar-
ently from both nares, it seems absurd
to suppose that only this small vessel

should be the sole source of the flow,

never-the-less, in more than 90% of

the cases of nasal hemorrhage this is

the site of bleeding and here it may be

stopped if skilfully treated.

Etiology: Under causes due to local

conditions within the nose may be men-
tioned :

1. Traumatism from intra-nasal
operations, injuries both direct and in-

direct, falls, blows and stab-wounds.

2. Defects of the Septum; Contact
of the dust laden insipid air upon its

convex surface, which in turn produces
irritation and finally erosions and hem-
orrhage.

3. Atrophic Rhinitis: Attempts to

remove crusts and scabs in this disease,

by picking the nose, are prone to pro-

duce erosions upon the septum and
terminals and subsequent hemorrhage.

4. Acute Rhinitis : Several cases of

acute inflammation of the nasal mu-
cosa, hemorrhage is induced as a result

of excessive blowing of the nose.

5. The presence of a foreign body
and sequestra in the nasal cavities is at-

tended with varying degrees of hemor-
rhage.

6. Tuberculosis, or luetic ulceration,

and leprosy, malignant neoplasms,
sarcomata and carcinomata, benign neo-

plasms, nasal polypi and fibromata.
Under constitutional causes or gen-

eral origin of epistaxis may be men-
tioned :

1. Febrile diseases: At the onset of

acute infectious diseases hemorrhage
which is usually slight results from the

rupture of the engorged thin walled ves-

sels on the anterior part of the septum
as in typhoid, typhus, scarlet and mala-

rial fevers, nasal diphtheria, pneumonia
and influenza.

2. Blood diseases : Anemia, purpura.
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hemophelia, leukaemia, cholrosis, scar-

butus and chronic malaria.

3. Cardiac conditions in which there

is an increase in arterial tension
;
val-

vular lesions, cardiac hypertrophy,
Bright’s disease, pulmonary emphy-
sema.

4. Cirrhosis of the liver.

5. Pressure of tumors on the blood
vessels of the neck.

6. Violent exertion or exercise.

7. High altitude.

8. Vicarious menstruation.

We have been impressed by the very
evident correlation existing in domestic
animals between the nose and sexual

organs in certain seasons. Similar
phenomena may be occasionally ob-

served in the human race. Erectile tis-

sue is found in but three parts of the

body; nose and throat, the nipples and
the sexual organs.

In the male puberty is accompanied
by a change in the voice and nose bleed

is common. Recurrent nasal hemor-
rhage is said to be aggravated by mas-
turbation.

Diagnosis: Specifically depends upon
the discovery of the actual seat of the

point of bleeding within the nasal

cavity or cavities and with the excep-
tion of those cases where hemorrhage
arises from the lungs, pharynx or

larynx or from a fracture of the cranial

bones, is based upon the appearance of

a flow of blood from the anterior nares.

Treatment: In a majority of simpler
cases sudden epistaxis is self limited

and requires no treatment. This is es-

pecially true in young robust children.

In cases of this type the sudden attack
is almost immediately followed by an
equally sudden cessation of the flow of

blood. Hence the loss of blood is im-
material though the patient may be pale
from fright.

Prolonged nasal hemorrhage without
evidence of constitutional disease or

tumors is amenable to pressure applied
to the bleeding point. This condition is

similar to varicose veins pressure is

most effective over bleeding point and
useless over distal or proximal end of

vessels.

The patient should sit upright and a

basin should be held under chin (not

nose). This position aids the forma-
tion of a clot and avoids the trickling

down into the throat. Packing abso-
lutely useless unless evenly distributed
and applied to the entire area, is of
little value. The membrane of the nose
is very sensitive the higher up the more
sensitive it becomes.

The possession of a working knowl-
edge of the anatomy of the nose, a de-
veloped technic, gentle touch and dex-
terity will enable the operator to mop
out the blood, find the bleeding point
and apply pressure with very little dis-
comfort to the patient.

When due to a rupture of a septal
blood vessel and the attacks of hemor-
rhage are both frequent and prolonged
the bleeding vessels should be destroyed
by means of actual cautery or applica-
tion of chromic or trichloracetic acid.
Great care must be exercised lest too
much cautery be used and the condition
aggravated or perforation of septum be
produced. Operations : “Sub Mucus
Pesentisus,” Removal of Spurs.

Hypodermics of human or horse
serum are used for the control of per-
sistent hemorrhage especially in hemo-
philiacs.

Severe hemorrhage following intra-
nasal operations which do not subside
in response to local applications require
the use of continued pressure. Here a
Simpson splint may be inserted or a
tape gauze.

Following severe or prolonged attacks
of nasal hemorrhage where the loss of
blood has been sufficient to cause weak-
ness and anemia an enema or an intra-
venous injection of a warm saline solu-
tion should be administered and the
patient kept in bed for several days.
When due to grave constitutional dis-

ease or tumor special measures must be
employed.

Hemostatic Serum: Hemostatic
Serum is a mixture of three organic
substances, each of which has a definite
role in bringing about blood coagula-
tion. Two of them are normally present
in the body, while one is produced in

the blood but is not normally present.
When blood flows from a wound of

an otherwise normal person the equi-
librium is destroyed and certain com-
binations take place, resulting ulti-

mately in the formation of a clot which
more or less completely closes the
wound. From the edges of the wound



242 Johnson—Epistaxis .

the tissue juices exude, and from the

blood plates which quickly disintegrate

when exposed to the air similar sub-

stances are set free. These two sets of

fluids mix with the blood and start the

process of coagulation, which consists

essentially in liberating the prothrom-
bin from its antithrombin binding and
in promoting the reaction, first between
prothrombin, thrombokinase, and cal-

cium by which thrombin is produced,

then second between the thrombin and
fibrinogen by which fibrin is produced

and the clot formed.

There are two classes of persons who
occasionally should have the coagula-

tion time of the blood shortened. First,

those who expect to undergo an opera-

tion in which the bleeding may be a

serious factor. Second, those abnormal
persons known as hemophiliacs, who
bleed profusely on the slightest provoca-

tion, due to a want of equilibrium in

the system, prothrombin being lacking

or antithrombin being in excess.

Various substances have been pre-

pared to counteract such a condition as

the latter and to assist the former class

—substances such as thrombin which
appears in Coagulose, a soluble precipi-

tate from blood serum, and others pre-

pared from brain extract, such as

Thromboplastin and Kephalin, which

are essential kinases. Another type of

coagulant is Coagulen, a powder pre-

pared from blood platelets bv centri-

fuging and desiccating. Blood serum,

and euglobulin which is said to be the

eoagulative element, have also been

used. There are objections to all these

substances, although many good results

have been reported. Extracts of brain

substance and of blood plates are not

safe for intravenous injections on ac-

count of possible intravascular clotting.

They are recommended for local appli-

cation. Blood serum and euglobulin do

not long retain their effectiveness and

are, therefore, short-lived.

Hemostatic Serum is shown in the

diagram below, which also graphically

illustrates in part what happens when
this product is introduced into the cir-

culatory system. The blood does not

clot any more readily in the vascular

system, but acquires the property of

coagulating much more promptly than

before when it escapes from the vessels.

Blood Coagulation.

The blood clot is the mass which re-

sults when the fibrin enmeshes the
formed elements of the blood.

( 1 ) Fibrinogen-|-Thrombin=Fibrin.

(2) Prothrombin — Thrombokinase -f-

Calcium=Thrombin.
(3) Prothrombin Antithrombin =

Equilibrium.
This maintains the fluidity of

the blood.

(4) Antithrombin-j- Anti-antithrombin
=Equilibrium.
This permits the interaction in

( 2 ).

DISCUSSION.

Dr. M. P. Boebinger (New Orleans): Nose

bleed is quite an interesting1 subject. We
can have nose bleed from almost anything',

but the background must always be thought

of. Surgical interference within the nose, for

instance, submucous work, sinus work, even

removing' a polyp sometimes gives one quite

a bit of trouble, even alarming.

One of the simplest methods is to pack.

The length of time the pack should be per-

mitted to remain in the nose should never be

more than twenty-four hours. In removing

an adenoid you sometimes find that the vault

is not smooth and round—on the contrary,

you sometimes find a little prominence. Tak-

ing' a curette and making a circular sweep

will strike these prominences, hence hemor-

rhage. What shall we do? To control the

hemorrhage in this particular region is very

easy—passing a small metal catheter to the

end of which is attached about No. 15 silk,

and a very large pack to the end of the silk.

The catheter is withdrawn, the thi'ead is

made tense, with the index finger of your

left hand pass it up behind the soft palate,

usually having’ the pack larger than the

space it will occupy, because as soon as the

blood strikes the pack, like it would with a

McBurney splint, it is smaller.

Then we have hemorrhage following sub-

mucous resection, and some from intranasal

work. Quite a number of my colleagues say

that in ethmoid and sphenoid work they do

not pack. Be that as it may, gentlemen, as

far as I am concerned I always pack. Then I

can stay in bed the next morning. I allow

the pack to remain in twenty-four hours.

Many a time one is called to remove one

pack and introduce another. A very simple

method is to use long gauze like that used in

packing following a mastoidectomy, and

then use an ordinary Simpson-McBurney
splint. Sometimes silver nitrate does good

work, and a little pressure with your finger

with a little adrenalin will go good work.

Other times one is forced to use trichloracetic

acid, or better still, cocainize each part, use

adrenalin, and then use the actual cautery

and thereby obliterate the troublesome ves-

sel. In sinus work it is sometimes necessary

to use some force and pack from the poste-

rior almost to tip of the nose.
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INTESTINAL INFECTION WITH
ENTAMOEBA HISTOLYTICA AS
A FACTOR IN ARTHRITIS DE-

FORMANS.
By Sidney K. Simon, A.B., M.D.,

New Orleans.

In California States Journal of Medi-
cine, of February, 1922, Kofoid and
Swezy present a brief report of a case

of arthritis deformans, in which the
protozoal organism, entamoeba histo-

lytica, was found, in the bony structures

of the hip joints, removed at operation,

by Professor L. W. Ely, of Stanford
University. No claim is made in the
report, of a comprehensive study of this

interesting finding, though the authors
promise further research, and assur-

ance is given, of the publication of sec-

tion photomicrographs in a later com-
munication. A plea is likewise put
forth, by the authors, for a more gen-
eral examination of specimens of feces

in all cases of arthritis deformans, with
the view of detecting the possible pres-

ence of an entamoeba histolytica infes-

tation of the intestinal tract. Since the
publication of this article, I have had
the opportunity of observing a case of

advanced arthritis deformans, of the
atrophic type, in a patient, in whom an
active intestinal entamoebiasis has been
demonstrated. It is needless to say,

that the confirmation of a direct causal
relationship, existing between an en-

tamebic infection and the destructive
lesions of arthritis deformans, would
present possibilities of great import-
ance in clinical medicine. The essential

lesion of arthritis deformans, has been
described by Ely, in previous commun-
ications, as consisting of a primary
necrosis, of the bone marrow in the

region of the joint. Subsequent changes
involve a hyperplasia of the bone and
cartilagenous tissue around the necrosed
area, which eventually degenerates, and
wears away thus leaving an articular

surface of dense, eburnated bone. This
constitutes the type described by Gold-
waite as hypertrophic or osteo-arthritis.

In the atrophic form, often spoken of as

rheumatoid arthritis, inflammatory
proliferation occurs principally in the
joint capsule and especially in its syno-
vial lining. The pathological process,

*Read before the Amer'can Gastro-Enterological Asso-
ciation, Atlantic City, N. J., June, 1922.

presented by both types differ in many
respects from the arthritides produced
by such organisms as the streptococcus,
the tubercle bacillus or the Treponema
pallida. Attempts have frequently
been made in the past to obtain cultures
from the synovial fluid and from the
necrotic bone or cartilage in cases of
arthritis deformans, without success.

The diseased areas in fact have been
found consistently sterile, though the
supposition is that the original infecti-

ous bacterium has become attenuated
or has been killed off entirely as a re-

sult of subsequent pathological changes.
In the absence of a demonstrable organ-
ism, the etiology of the disease has al-

ways remained cloudy, though various
hypotheses have been advanced, includ-

ing remote foci of bacterial infection in

teeth, gums, tonsils, and other organs,
indeterminate intestinal toxemias, as

also the contributing effect of certain

atmospheric changes. The discovery of

the Entamoeba histolytica, in the region

of the necrosed area of the bone in the

case reported by Kofoid and Swezy
brings forward a new conception of the

etiology of the disease. Barrow was the

first to suggest the possibility of this

relationship, the idea occuring to him
as a result of finding pathogenic enta-

moeba in the stools of one of Ely’s cases.

It is interesting to note, however, that

as far back as 1916, Moorhead discussed

the occurence of arthritis as a complica-

tion or sequel of amebic dysentery. This
author reported in detail, 6 cases of pro-

gressive polyarthritis, in connection

with chronic dysentery, in 4 of which
typical forms of entamoeba histolytica

were present in the feces. He likewise,

suggested that in all cases of arthritis,

a history of dysentery should

be inquired into, and, if obtained, ad-

vised that a course of emetin therapy

be instituted at once. Moorhead did not

attempt to demonstrate the presence of

the organisms, either in the synovial

fluid, or in sections of the joint tissue,

removed by operation. In a recent case,

reported by Kofoid and Swezy, this

further and more definite proof of the

direct invasion of the joint structures

by the entamoebae, was apparently

demonstrated. In this instance, a por-

tion of the head of the femur was re-

moved at operation, fixed in formalin
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solution, decalcified, and sections stain-
ed in iron hematoxylin. The entamoe-
bae were found on the outer circum-
ference of the areas of necrosis, in
greatest numbers, around the peripher-
ial capillaries. The stained organisms
presented the typical nuclear structure
of the entamoeba histolytica. In some
instances, even the characteristic pseu-
dopodia could be made out. The nuclear
arrangement was distinct from that
presented by other forms of parasitic
entamoeba or of tissue cells, either nor-
mal or pathological. The organisms
confirmed in every respect, to the type
previously described by Councilman and
Lafleur as present in the tissues sur-
rounding entamoebic ulcerations of the
intestinal tract. While the pathologi-
cal evidence in this case, of a remote
infection of the joint structures with
entamoeba histolytica would appear
convincing, it must not be overlooked
that, in the past, with the excep-
tion of Moorhead’s observation,
mention of a clinical relationship
between the two conditions, has
rarely been recorded. Garrod, for
example, writing, in The Allbut System
of Medicine, claims that while arthritis
is undoubtedly frequently met with in

bacillary dysentery, he was unable to
find any definite evidence as to its oc-
currence in the amebic form. Such well
known authorities on entamoebiasis as
Brown, Manson, Strong or Rogers, fail

to make mention of arthritis as a com-
plication of the disease. On the other
hand, numerous references to arthritic
complication in bacillary dysentery is

by no means infrequent. In 400 cases
of arthritis, recently studied by Pern-
brook, based on experiences in the
Army, dysentery was given as the caus-
ative factor in 33 or 8.25. The type of
dysentery was not stated, though pre-
sumably it was of bacillary origin. This
author is credited further, with the
significant statement, that arthritis

may follow infection with yeast and
fungus growths, and also with the en-
tamoeba buccalis though the later has
not been confirmed.

A further interesting problem in con-
nection with the invasion of the bone
marrow by entamoeba histolytica, is

involved in the route which the organ-
ism traverses. Infection with the En-

tamoeba histolytica occurs primarily
in the intestinal tract. Invasion of the
liver, which constitutes the most fre-
quent form of secondary complication
in entamoebiasis follows the path of the
portal vein. In some few instances the
organism has been known to reach the
brain, 35 cases in all this remote com-
plication having been reported, in the
literature to date. Invasion of the
spleen is of even less frequency, and
arises most probably from contact with
lesions in the transverse and descending
colon. Cases of pulmonary amebic ab-
scess can always be traced to the liver.

In the case of cerebral involvement, the
entamoebae probably travel from a fo-

cus of infection in the liver through the
vena cava into the pulmonary artery,
finally reaching the brain through the
arterial system. A similar mode of ar-

terial distribution must occur in the
event that the entamoebae find lodg-
ment in the bone marrow. In the case
reported by Kofoid and Swezy it is in-

teresting to note, that no mention is

made of clinical complications other
than the arthritis.

In the following case of chronic ar-

thritis deformans, complicated by an in-

tractible type of dysentery, the pres-

ence of the vegetative entamoeba his-

tolytica was demonstrated in the feces.

T. S. male, aged 27, married, auto sales-

man by occupation, a native of Texas, was
admitted to Touro Infirmary April 18, 1921.
The past history of the patient had been un-
eventful. Outside of the usual diseases of
childhood, his health had always remained
good. During the world war, he served in

the airplane service, in his native state of
Texas, for a period of one and one-half years.
During this time, he claims to have lived

mostly in the open, and was exposed to all

types of weather changes. To this, he at-

tributes the onset of his troubles. The ar-

thritis appeared in definite form, however,
eight months previous to his admission to the
Infirmary while the patient was sojourning
in Cuba. The disease attacked the knee joints

first, speading rapidly to the ankles, toes,

wrists, elbows, fingers, shoulders, hips. The
course pursued, wTas that of a subacute in-

fection. The inflammatory process and
temperature changes followed in the begin-
ning only a mild course. The treatment at

this time, consisted of thermal baths and sali-

cylate medication, which brought little relief.

Within two months, the patient became bed-
ridden. In January, 1921, he came under ob-
servation in a local hospital, and at that time,

all sources of possible focal infection were
carefully sought for. The tonsils were subse-
quently removed, and autogenous vaccines
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prepared therefrom, five injections in all hav-
ing been administered. The teeth and gums
were likewise reviewed by a competent den-
tist, and a number of teeth with infected
pulp canals were extracted. Slight improve-
ment followed these procedures, but proved
only temporary. He was admitted into Dr.
Matas’ service at Touro Infirmary approxi-
mately one year ago, and though he has re-
ceived the benefit of most painstaking treat-
ment, involving various well established
methods, no improvement has been noted. His
present status, is one of extreme emaciation
with, a marked degree of anemia present.
The weig’ht registers 45 pounds under the nor-
mal weight (165 pounds.) Blood picture, red
count 2,950,000. No special abnormalities
have been noted in the urine. The joints
present the characteristic appearance of the
atrophic type of arthritis deformans. Marked
deformity with ankylosis is present with dif-

fuse infiltration of the entire joint tissues
and degeneration and erosion of the cartilage.
The skeletal muscles are markedly atrophied.
The joints are tender to touch, and the patient
experiences keen pain on the slighest move-
ment. The dysenteric complication in the
case began about four months following the
onset of joint symptoms. Prior to that time,
the bowel functioning had been normal. The
number of daily dysenteric bowel evacuations
have varied, but average about four in twenty
four hours. The character of the stool is dis-
tinctly dysenteric, being composed largely of
blood, mucus and pus. Considerable tenes-
mus accompanies each evacuation, and in
recent months a tendency to spontaneous eva-
cuation has been shown. The entamoeba his-
tolytica in active form was discovered in the
stools in February 1922. A course of ipecac
medication by mouth and of emetine hydro-
chloride hypodermatically was immediately
instituted. Because of the patient’s generally
unsatisfactory condition, full dosage with
these drugs was deemed inadvisable. The
use of the specific medication, however, has
removed all evidence of the protozoal infec-
tion in the feces at the present time. Never-
theless, in spite of this, the dysenteric stools
have continued and large amounts of pus and
blood are still present in the stools. Proc-
toscopic examination has been persistently re-
fused by the patient, thoug'h presumably an
extensive ulceration of the large bowel exists
No change in the condition of the joints
was noted following the administration of the
ipecac and emetine. We have likewise been
unable to obtain any of the synovial fluid
or joint tissue for examination for the possi-
ble presence of the protozoal organism.

I wish to acknowledge my indebted-
ness to Dr. Rudolph Matas for the privil-
ege of studying and reporting the in-
teresting findings in this case.
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ETIOLOGY OF PELLAGRA.
By B. W. Page, A.B.. M.D.,

Maysville, N. O.

This brief paper is intended as a

summary of an investigation made of

this important disease in the last ten or

twelve years.

While making some eleven thousand
examinations of feces I observed in

many of them a peculiarity, because of

the large number of bacteria present,

which seemed so different from the

usual that I began to investigate and
found them to be associated in some
way with pellagra.

When cultivated from feces on the

usual media the colonies of the invad-

ing organism are identified by the use

of a serum obtained from natural blis-

ters occurring on severe cases of the

disease, from animal inoculation, and
from cultural characteristics later men-
tioned.

The organism shows the following

characteristics : A Gram-positive sporu-

lating, actively motile bacillus; aerobic

and slightly facultative anaerobic; non-

gas producing; grows at 37°C. and at

room temperature
;

pellicle formation
on bouillon

; liquifies gelatine ; digests
Loeffler’s blood serum does not ferment
dextrose, lactose, saccharose, or mal-
tose; peptonizes milk; conforms some-
what to those of organisms of the Sub-
tilis Mesentericus group.
Some cultural characteristics of the

organism, worked out with the assist-

ance of Prof. B. F. Kaupp, Pathologist
and Bacteriologist of the N. C. Agri-
cultural and Mechanical College, are as
follows: Corn Agar Plate. A twenty-
four hour colony measures from 1 to 2
millimeters in diameter. The surface
is convex. The borders are smooth.
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The color is whitish gray. Forty-eight
hour colonies are umbonate and meas-
ure 3 millimeters in diameter.
Corn Agar Slant. At twenty-four

hours the growth is abundant. Form,
aborescent

; elevation, raised ; luster,

glistening; topography, smooth; opti-

cal characters, opaque
;
chromogenesis,

grayish with age, odor, slight and ap-
parently characteristic of the organ-
ism ; consistency, a tendency to be
slimy

;
medium not affected.

Corn Agar Stab.—At the end of

twenty-four hours there is apparently
no growth along stab line. Surface
growth abundant and same as for corn
agar slant.

Potato.—The twenty-four hour
growth is abundant. Surface rough
and pitted. At the end of three
days at incubator temperature the sur-

face takes on a light tan color and
growth covering surface has an areolate

appearance. Luster, dull.

Bouillon.—Scum on surface. Bouil-

lon not clouded at end of forty-eight

hours. Heavy precipitate in bottom of

old cultures. Scum wrinkled in old cul-

tures.

Two Per Cent. Dextrose Agar Slant.

—The twenty- four hour surface growth
is abundant with tendency to spread
over entire surface. Edges, smooth.
Line of puncture not closed and growth
moderate and echinulate.

Milk Inoculation.- -At the end of

twenty-four hours the milk is not coag-
'ulated. Slight separation of surface
whey. Cultures of forty-eight hours
and older show digestion of casein.

Delicate membranous surface growth.
Contents of tube examined after one
week’s time and no acid present
Medium at end of week still neutral to

slightly alkaline.

Gelatin, Plain—Stab, where the stab

lines closes there is no growth below
the surface. At the end of twenty-four
hours at a temperature from 85 degrees
to 90 degrees Fahr., there was a slight

whitish growth at the surface, but none
along the needle tract. Growth con-

tinues till entire surface is covered,

which is about three or four days. There
is slow liquefaction of stratiform char-

acter and finally after ten days a scum-
like growth.
Two Per Cent. Each, Beef Extract.

Dextrose, Corn, Potato.—Twenty-four
hour growth ,no scum on surface. Bouil-
lon clouded. Heavy precipitate in bot-
tom. Scum appears on surface in two
to three days and becomes wrinkled
in older cultures.

Two Per Cent. Beef Extract, Dex-
trose, Corn, Potato, Agar Slant.

—

Twenty-four hour growth very abund-
ant, covering entire surface and extend-
ing more deeply into medium.
Two Per Cent. Dextrose Bouillon.

—

Fermentation tube, growth abundant at

end of twenty-four hours in unclosed
arm. No gas formed nor growth in

closed arm. Apparently aerobic as

there was a plain line of demarcation at

commencement of closed portion.

Two Per Cent. Lactose Bouillon.

—

Fermentation Tube.—Same results as

in bouillon fermentation tube.

Two Per Cent. Saccharose Bouillon
Fermentation Tube.—Same results as

dextrose fermentation tube.

One Per Cent. Saccharose Agar Stab.
Needle tract did not close entirely and
at the end of twenty-four hours showed
a slight echinulate growth along the

needle tract. Abundant surface growth
spreading over entire surface.

One Per Cent. Saccharose Agar
Slant.—A twenty-four hour growth
was spread over entire surface. Ten-
dency to be aborescent. Otherwise the

same as corn agar slant.

One Per Cent Lactose Agar Stab.

—

Same as corn agar stab.

One Per Cent. Lactose Agar Slant.

—

Same as corn agar slant.

All cultures present a similar appear-
ance, that is, a deep cream to light tan

with similar appearing surface. The
light tan is more typical when grown
on potato and the cream when grown on

agar and a skum on liquid media as

bouillon.

In old cultures there is spore forma-
tion, the spore apparently forming near
one end of the bacillus. These bacilli

appear twice to four times in length as

compared to diameter. The ends of the

bacilli are apparently slightly rounded.
Search for the Organism in Normal

Stools.—Only ten normal stools have
been plated out for search, for this or-

ganism, but the organism was not

found.
The organism seems to be pathogenic
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for the following reasons: First, it

proves to be constant in the stool while

definite symptoms of pellagra exist. It

has been isolated from stools of three

pellagrins three different times. It has

been isolated from one specimen from

each of twenty-three other patients suf-

fering from pellagra.

Second, the organism in pure culture

when fed to mice produces a toxin that

causes death in twenty-four to ninety-

six hours. Those that die early seem to

die of septicemia. Those that live three

to four days seem to die from general

weakness and emaciation. The organ-

isms are found in all the organs after

death. Pure cultures have been, ob-

tained.

Third, blood serum from pellagrins

as a rule has very little effect on the

organism. In very severe cases with

high fever the blood serum occasionally

gives a positive widal reaction. Serum
from natural blisters occurring on pel-

lagrins and serum from blisters pro-

duced from cantharades plasters ren-

ders the organism non-motile and ag-

glutinates them in three to thirty min-
utes in a mixture of the serum with an
active culture in proportion of 1 to 5, or

1 to 10, or even 1 to 50. Similar tests

were made with typhoid and colon

bacilli with negative results. Serum
from blisters of healthy individuals

gives negative reactions with all these

organisms. Serum from the blisters of

a pellagrin agglutinates the organism
from the same patient and other pella-

grins also.

Fourth, one of the several healthy

persons previously examined with nega-

tive results, after, accidental exposure
in a laboratory, developed symptoms of

grippe which later proved to be pella-

gra. The organism was isolated from
the stool on the third day after symp-
toms developed.

The organism was again isolated from
the stool eight and twelve months later.

For the treatment of pellagra it

seems that Ichthyol, grains 5, in pills or

peppermint water, or Copper arsenite

grains l-100th three or four times a

day gives best results. Other drugs are

occasionally indicated as various symp-
toms arise. An immunity or cure

seems to be established in most cases

within a few weeks.

FOCAL INFECTION A CAUSE OF
ERYTHEMA MULTIFORME.*

By R. A. Oriol, M.D.,

New Orleans.

Senior Associate in Dermatology. Tovro Infir-
mary; Chief in Department of Dermatology, New
Orleans Dispensary for Women and Children

;

A.$-
sociate Professor of Dermatology, Loyola Post
Graduate School of Medicine ; Professor of Derma-
tology, Hotel Dieti Training School for Nurses.

The subject I am about to present to

you is one which should prove of in-

terest to the General Practitioner as

well as to the Dermatologist. You have
all heard about this skin disease called

Erythema Multiforme. It constitutes
about 1% of Dermatological conditions
and is to be found everywhere and
among all classes of individuals. I do
not think there is another skin disease
which has so many etiological factors.

The exact causes of Erythema Multi-
forme are obscure and still to be dis-

covered. I have listed below a number
of these causes, placing the most im-
portant one at the head of the list, and
that is the formation of intestinal Tox-
ines.

The use of stale foods and the eating
of oysters, fish, crabs, and all forms of
sea food are also causative. On the
other hand in these very severe cases
there seems to be an infectious back-
ground, according to some writers as
Vidal, Leloir, and others, epidemics
have been reported by some observers
and other observers have reported the
findings of bacteria in these cases, but
they are not agreed on the same organ-
isms. Seasons of the year appear to

have an effect as they are more fre-

quent in the spring. It is found in con-

junction with rheumatic conditions.

Both sexes are subject to this disease,

but women are more frequently afflict-

ed than men, and it is supposed to be

more frequent during early adult life,

but from my experience it would ap-

pear to be more frequent amongst the

middle aged. Changes in surroundings,
modes of living, and in foods are also

causative. This is borne out by the fact

that we find it in immigrants and in

people who are accustomed to country

life and move to the city to live. Many
drugs are supposed to be causes such

:}:Read before the Louisiana State Medical Society,

April 24-26, 1923.
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as iodides, copabia, and the coal tar

preparations. Uretheral irritation in

men and menstrual disturbances in

women are very often causative. Anti-
toxins produced this disease in some in-

stances.

I have enumerated the various causes

of Erythema Multiforme, but I will now
add another cause which from my ex-

perience is a very important one and
that is Focal Infection. In the Journal
of A. M. A. of October, 1918, there is a

very interesting article by Dr. Ravitch
and Steinberg, on “Focal Infections as

a cause in certain Dermatoses” amongst
which we find Erythema Multiforme. I

make this rule in my practice that

whenever I get a case of Multiforme
Erythema I always eliminate the possi-

bility of ap infective Foci before insti-

tuting other methods of treatment, the

mouth, teeth, tonsils and nose being-

given the most attention as it is here

that we often find the source of

trouble. When a patient comes to me
with Erythema Multiforme and I find

any evidences of infection such as

ulcers, cuts, and vesicular eruption that

have become postular my mode of treat-

ment is directed principally to clearing

up these foci and as you will see from

the following reports of cases with

beneficial results.

CASE I.

A young doctor, aged 29 years, who was
treated by me about three to four years ago.

When I first saw this patient he had a rather

extensive eruption of Pompholyx on hands and
feet. He was treated for this about one week
when in some unaccountable way (all aseptic

precautions having been taken) the lesions be-

came infected and in about two or three days
he was covered by an eruption of Erythema
Multiforme, every part of his body being
affected. This condition persisted for about
three months. It was one of the most stub-

born cases of this disease that I have ever

seen. There is no doubt in my mind that the

formation of pus in vesicules produced a tox-

ine which reacted on the system causing this

general eruption.

CASE II.

Mr. E. P., age 46, Longshoreman, well

nourished individual, was working on river

front when he was struck on the leg by a

piece of wood causing an ugly cut in leg. This
then became infected, causing a great deal of

pain, but he paid no attention to this until he
woke up one morning to find his arms, leg,

abdomen and back and face covered by an
eruption. He sent for his family physician,

who called me in consultation. On my ar-

rival I found him with an eruption of Multi-

forme Erythema, but also found that the
wound on leg was badly infected. From his

history the eruption on body developed about
four to seven days after injury. In this case
my measures of treatment were centered at
clearing' up infection of leg. General treat-
ment for Multiforme Erythema was also in-

stituted. As ulcer on leg became better and
better a marked improvement was noted in

the other condition. In this case the Multi-
forme Erythema cleared up at about the same
time as ulcer on leg healed. That is in about
two to three weeks. This man has up to now
never had a recurrence and remained com-
pletely well.

CASE III.

Mr. R. H., age 45, from the country, came
to New Orleans for treatment. He came to

see me at one of the hospital’s free clinics

covered with an eruption of Multiforme Ery-
thema from head to foot. He claimed to have
had this condition for a period of two and
one-half years. Never at any time com-
pletely free, sometimes worse, sometimes bet-
ter. The regular treatment measures were
given, but after innumerable treatment with
various drugs our man showed no improve-
ment. I then decided to look around for a
possible source of infection, and all that I

could find was a set of very bad teeth. I

then advised him to see a dentist and have
his mouth placed in first-class shape, which he
did. I lost trace of my man for about three
months, as he returned to the country, t At
the end of that time he came back to New
Orleans, dropped in to see me and he did not
appear to be the same man at all, as he was
completely well. He said that all the teeth
in his mouth had been removed, and he was
wearing false teeth. He said that about
three weeks after teeth had been removed he
began to feel much better and gradually as
his mouth was placed in better condition he
began to get better and better, and that in

about two months from time the dentist
began to work on his mouth he was com-
pletely cured and has remained so up to the
present time.

CASE IV.

This was a lady, Mrs. R. D., age 38, with a
severe eczema of the hands and feet. She
had endeavored to treat herself, but as in

most of these cases it was unsatisfactory and
the eczema lesions became infected and very
painful, but did not think it was necessary to

see a physician and that she could cure her-
self. But when she awoke a few mornings
later she was covered with an eruption over
her chest and arms which frightened her and
caused her to send for me. She was suffer-
ing from two distinct conditions. One an
eczema and the other a Multiforme Erythema.
Here again the Multiforme Erythema only
developed four to six days after the infec-

tion of hands has taken place, and by treating
the infection was able in a short time to

cure her of the Erythema entirely.

I have presented you with four cases

and in each one it is evident that a

focus of infection was present. Now
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some may say that this is only a coinci-

dence, but that the Erythema would
have developed just the same. But to

me there is no doubt that the Infective

Foci were the cause of these cases of

Erythema Multiforme. Now I do not

mean to say that Multiforme Erythema
are due solely to infection because that

is not my idea and as I have already

said in the beginning of this paper there

are very many other causes of

Erythema Multiforme, but I think that

if we remember Focal Infection as one

of the causes of Erythema Multiforme

we will be able to clear up many a stub-

born case.

DISCUSSION.

Dr. Ralph Hopkins (New Orleans): We
have all listened with a great deal of interest

to Dr. Oriol’s able presentation of one of the

important problems frequently presented for
solution to both the general practitioner and
the specialist.

If I may be permitted to depart a little

from the subject of Dr. Oriol’s paper, I would
say that the same etiologic factor of infection
may often be found in other diseases of the
skin more or less closely allied with the

group' of erythema multiforme, notably the
urticarias, certain eczemas, and a large group
that may be called toxic dermatoses.

The focus of infection in these groups is

not always easy of determination. A focus
suspected as the causative factor may be re-
moved without relief of the skin symptoms.
Some other less obvious focus may exist else-

where and be the responsible cause. In late
years the teeth have been much under sus-
picion and we have all been rather in the
habit of expecting that the extraction of teeth
with abscessed roots will remove the cause of
such diseases as erythema multiforme. I

think we may frankly admit, however, that
we are frequently disappointed. It is in this

latter contingency that I wish to emphasize
the point made by Dr. Oriol, that the logical

search for the cause should not be abandoned.
In illustration of this point I might mention
a case at present under treatment who has
had several abscessed teeth removed without
relief, and whose urinary bladder must now
be regarded as the next most probable focus
of infection.

A second unusual case is a rather typical
erythema multiforme following an exposure
to p'oison oak. This cleared up, then there
was a second eruption without new exposure.
The question was, was the erythema multi-
forme due to toxicodendron poison absorbed
into the circulation, or to pus products in

lesions?
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At a recent meeting of the Orleans
Parish Medical Society, a resolution to

extend an invitation to the Southern
Medical Association to hold their 1924
meeting in New Orleans was unani-
mously adopted. It has been over fif-

teen years since this body has honored
New Orleans with its presence. At that
time the membership was not large,

but those who did compose the van-
guard were the salt of Southern medi-
cine. This is demonstrated by the fact

that the S. M. A. now encompasses six-

teen States below Mason and Dixon’s
Line and in size and influence ranks
second only to the American Medical
Association. Let us hope that the asso-

ciation will look upon our invitation

with favor. The Second Port in the U.
S. A. stands with arms extended.

CHARITY HOSPITAL.

At the annual meeting of the Charity
Hospital Staff, held last month, follow-

ing the annual report of the president,

Dr. John F. Oechsner, the body adopt-
ed unanimously a resolution to address
the various candidates in the coming
gubernatorial primary, directing them
to give expression as to their attitude

on taking the Hospital out of politics.

This is the first time, in the history of

the Institution, that a Staff has ever

had the courage to take such a stand.

The Charity Hospital has always been
considered legitimate spoil by the in-

T. E. *Wright M. D., Monroe.
W. R. Eidson, M. D., Baton Rouge.
V. A. Miller, M. D., Lake Arthur.
S. J. Couvillon, M. D., Moreauville.

Editor-in-Chief
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coming political administration and be-

cause of this the entire hospital organir

zation suffers change every four years

—to the detriment of patients and
staff alike. It is earnestly hoped by

every loyal citizen of Louisiana that

this abomination soon will be but a

memory of something departed never

to return.

A CENTENARY.

The London Lancet, founded in 1823,

Great Britain’s oldest medical weekly,

will soon celebrate its 100th birthday.

It is at this day one of the leading

medical journals of the world. Since

its founding anaesthetics, antiseptics,

and bacteriology, as well as many other

fundamental contributions to medicine,

have been made. Truly, this journal

has something to celebrate, and we ex-

tend to our brother across the seas, our

heartiest congratulations and best

wishes for a life indefinite.

IS SCIENCE INCOMPATIBLE WITH
RELIGION?

There has been much discussion in

the lay press, of late, relative to this

subject, but, especially whether or not

one can be an evolutionist and, at the

same time, be sincerely a believer in

God and the Bible; in other words, can

we be Darwinians or modified-Dar-
winians and still respect the narrative

of the creation of the earth, as it was
taught to us in Sunday school?
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We should preface our answer by
stating that, to the scientific mind, the

process of human evolution is no longer

a theory, but a fact
;
we do not necessa-

rily have to agree, in toto, with Dar-
win’s ideas, but whether we be Chris-

tian, Jew, Mohammedan, Pagan,
atheist or agnostic, we accept the essen-

tial point. The most interesting dis-

sertation on this subject that has been
published of late is a small volume by
that venerable and esteemed surgeon,
Professor Wm. W. Keen of Philadel-

phia (Lippincott, 1923) ;
the booklet,

which is an enlargement of a com-
mencement address delivered by him
to a Theological Seminary, last year, is

thus dedicated: “To all sincere seekers

after truth
;
who revere the Bible as

the word of God
;
who revere Nature

as the work of God ;
who believe that,

rightly interpreted, they must surely

agree.” In this work, Dr. Keen goes

on to show, by anatomical, surgical,

physiological and pathological facts,

the unity of the animal kingdom, in-

cluding man
; he dwells on well-known

ancestral vestiges, heredity, evidences

from fossil man, etc., and then con-

cludes with a chapter on “Evolution of

Culture and Civilization.” Dr. Keen’s
book might not convince a skeptic, like

a well known man in the political life

of our country, who considers evolu-

tionary beliefs sacriligious, but it will

appeal, very strongly, to the “everyday
man on the fence” or one open to con-

viction.

We should all be missionaries on these

facts ; honor and respect the Bible,

rightly interpreted, but, at the same
time, not shutting our eyes to science

and scientific research.

RATIONALE OF A SANITARY CODE.

By the term “Code” is under-
stood a series of rules and regulations
by which our actions along certain lines

of conduct are guided. The legislative

machinery of many lands, notably
those of continental countries is very
frequently divided into two classes,

which are termed respectively the Civil

and Criminal Codes and which in

printed forms contain a digest of the
principal laws pertaining to civil and
criminal delinquencies. These codes

are for the direction of the legal pro-
fession in the prosecution of cases

;

they are in effect the spirit in contra-
distinction to the letter of the law con-

verted into terse but comprehensive
statements and committed to print.

The Sanitary Code is a similar insti-

tution. It is primarily written for the
guidance of the health officer of the
state. It may be regarded as a series

of rules and regulations based upon ex-

isting laws, sometimes even the exact
wording of the statutes where such is

deemed advisable, always constructed
with the idea of clarity of interpreta-

tion as the main issue. The regula-

tions promulgated by municipal and
parish bodies in order to meet the pe-

culiarities of situation, environment or

otherwise, must be regarded as auxilia-

ries to the State code which cannot
cover all possible conditions.

The Code embodies within itself both
the legal aspect of sanitary principles,

as well as the fundamentals of Preven-
tive Medicine and Public Health. It

attempts to explain these in language
readily understood as well as the law
and its practical application to public

benefit in terms of medical science. It

is a guide and mentor to those whose
duties are the prevention of disease,

and of unsanitary nuisances which are
the forerunners of disease. While it is

not in itself the law it interprets the
law and therefore has the backing of

the legal power of the State in the en-

forcement of its requirements.

The New Louisiana Code which has
just been issued is arranged in a series

of chapters each one of which pertains

to some subject of vital importance
from the sanitary or health standpoint.

Each chapter is again subdivided into

articles which handle the phases of the

chapter title. Inasmuch as it is impos-
sible to anticipate all possible contin-

gencies the articles are, in general, not

devoted to specific instances, except in

those cases where minute directions are

of paramount importance.

To the most important phases of

Public Health belong the Communica-
ble Diseases. These must, therefore

of necessity be treated in extenso.

Then too the Quarantine regulations

which are those adopted by the United
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States Public Health Service receive
special attention.

The rules regarding Food Products
and Drugs, their preservation, the man-
ner of purveying, the marketing condi-

tions and a host of other points includ-

ing rules for inspection are fully cov-
ered in the appropriate chapter on
Food Products regulations.

The sanitation of cities, towns and
private dwellings as a part of Public
Health activities receives attention in

so far as such matters are likely to

prove detrimental to public welfare, or
play a part in the spread of disease.

There is a division for miscellaneous
regulations on subjects which do not
appropriately fall within the categories

already mentioned. These include the
inspections of weights and measures
and oil.

These in a very few words are the
main features of the information which
the Sanitary Code provides for our guid-

ance. Each and every point is in prin-

ciple covered by legal enactment, or at

least in minor detail received the ap-
proval of the State Board of Health.
You will immediately perceive that the
Sanitary Code provides you with a
model upon which to base your parish
and municipal health regulations, and
in default or failure of the latter it

provides you with prescribed course of

action in periods of emergency.
It is not to be assumed that the Code

represents a course of action which is

infallible and susceptible of changes.
Even though it is presumably clear as

to just what should be done under cer-

tain conditions, it is yet sufficiently

elastic to admit of different interpreta-

tions excepting, of course, where funda-
mental principles are involved. Then,
too, changes are obligatory when altera-

tions in custom or popular demand, or

the advancement of medical and scien-

tific knowledge seem to demand them.
These changes are termed amendments

and are promulgated from time to time
according to the necessities of the times
and judgment of the Board. Each
health officer receives a copy of the
amendment, which he is expected to at-

tach to the appropriate page in his

Code.

Just as we use our reference works
in medicine when we come upon diffi-

cult or obscure cases in our practice, or

when we want to accumulate additional

knowledge on some cases which though
we may be able to diagnose, we are

not too well assured of all the possi-

bilities in just such a capacity we em-

ploy the Sanitary Code. It is in fact a

vade mecum of the accumulated knowl-

edge of how to handle difficult epi-

demic situations; and it tells just how
far our authority extends in combating
sanitary evils. It is intended to be a

work of reference for the sanitarian,

the health officer, the municipal coun-

cils and the police juries. It is not

claimed that the last degree of perfec-

tion has been reached in framing it
;
no

doubt there are many articles which

could be subjected to revision and im-

provement.

But neither are the laws of the land

the acme of legal perspicacity and jus-

tice and of righteousness. The reason

is clear. Both are the works of the

human mind open alike to the fallabili-

ties of personal prejudice, imperfec-

tions of judgment and limited knowl-

edge. Still it would appear that the

Code 'which we now have and which has

been completely revised, extended, sub-

jected to a critical examination, and en-

tirely rearranged is, to say the least,

an improvement over the previous one.

It is sincerely to be hoped that it will

receive the trust and consideration

which its predecessor received and

which the immense amount of work ex-

pended on its revision and compilation

justly merits.



NEWS AND COMMENT

The Southern Medical Association

will hold its seventeenth annual meet-
ing at Washington, D. C., Monday,
Tuesday, Wednesday and Thursday,
November 12-15, 1923. Dr. W. S.

Leathers, Executive Officer, Missis-

sippi State Board of Health, Jackson,
Miss., is President.

This meeting will be made up of

twenty sections and conjoint meetings.

The programs of these meetings will

cover every phase of scientific medicine
and surgery.

The President of the United States

will receive informally the members of

the Southern Medical Association and
their wives, Thursday, November 15th,

at 12 :3Q p. m. at the White House. Of
special interest to the ladies will be the

reception at the Washington Club on
Tuesday afternoon, where Mrs. Wood-
row Wilson will be the guest of honor.

The usual reception to the President of

the Southern Medical Association will

be held on Tuesday night at the New
National Museum, one of the most
beautiful public buildings of Washing-
ton, a detachment of the Marine Band
furnishing the music. Other special

entertainments being received.

At the first general session on Mon-
day night, in addition to the address of

the President, Dr. Leathers, there will

be an address by Dr. Geo. E. Vincent,
President of the Rockefeller Founda-
tion, New York, N. Y. ; “Oration on Pub-
lic Health” by Dr. W. S. Rankin, State
Health Officer of North Carolina

;

“Oration on Medicine” by Dr. Stewart
R. Roberts, Atlanta, Ga., and “Oration
on Surgery” by Dr. J. W. Barksdale,
Jackson, Miss.
A joint dinner by the Section on

Surgery and the Section on Radiology,
as well as a number of section dinners,
will be interesting features of Tuesday
evening. The Alumni Reunions which
promise to be an outstanding feature
of this meeting will be held on Wednes-
day night and it is expected that there
will be large groups present from all of
the leading medical schools.

Physicians who golf are urged to

i bring their clubs. There will be a golf

tournament at which the usual prizes

will be offered. Play will be over the
championship course of the Columbia
Country Club.
The University of Virginia Hospital,

Charlottesville, have already announc-
ed special clinics for Friday and Sat-
urday following the meeting. While
no definite announcement has been
made yet, it is anticipated that John
Hopkins and the University of Mary-
land will arrange clinic programs for
Friday and Saturday following the
Washington sessions.

Washington has many splendid hotels
and every one is assured of comfortable
accommodations this year. Special re-
duced rates have been granted by rail-
roads on the certificate plan. Each
member of the Southern Medical Asso-
ciation will receive a certificate with-
out application for it. Any physician
who is a member of his state and coun-
ty medical society, although not a mem-
ber

.

of the Southern Medical Asso-
ciation, who desires to attend this
meeting, can have the benefit of these
reduced rates by requesting a certifi-
cate from the association office.
New Orleans is honored in having

Dr. Allen Eustis, Chairman of Section
on Medicine; Dr. H. W. E. Walther,
Chairman of Section on Urology, and
Dr. F. M. Johns, Vice-chairman of Sec-
tion on Pathology.

The National Malarial Committee
(Conference on Malaria) meets in
Washington, D. C., November 12, 1923,
conjointly with the S. M. A., the offi-
cers being Dr. H. R. Carter, Assistant
Surgeon-General, U. S. P. H. S., Honor-
ary Chairman, Washington, D. C.; Dr.
S. W. Welch, Chairman, Montgomery,
Ala., and Dr. L. D. Fricks, Surgeon,
U. S. P. H. S., Secretary, Memphis,
Tenn.

The Conference on Medical Educa-
tion in the South meets in Washington,
D. C., November 13, 1923, with the fol-

lowing officers : Dr. M. L. Graves,
Chairman, Galveston, Tex. ; Dr. W.
McKim Marriott, Vice-Chairman, St.

Louis, Mo., and Dr. C. C. Bass, Secre-
tary, New Orleans, La.
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A Conference of Presidents and Sec-
retaries of State Medical Associations
and State Health Officers will be held
in Washington, D. C., November 13,

1923, with the following officers: Dr.
E. A. Hines, Chairman, Seneca, S. C.,

and Dr. Graham E. Henson, Secretary,
Jacksonville, Fla.

The Medical Directors of Southern
Life Insurance Companies will meet in

Washington, D. C., November 13, 1923,

officers of the association being: Dr. J.

B. Steele, Medical Director, Volunteer
State Life Insurance Company, Chair-
man, Chattanooga, Tenn.

;
Dr. J. W.

Handley, Medical Director, Independ-
ent Life Insurance Company, Vice-
Chairman, Nashville, Tenn., and Dr.
R. C. Maddox, Assistant Medical Direc-
tor, Volunteer State Life Insurance
Company, Secretai’y, Chattanooga,
Tenn.

Conference of Southern State Statis-

ticians meets in Washington, D. C.,

November 12, 1923, with Dr. W. A.
Davis, Atlanta, Ga., as president and
Dr. R. W. Hall, Jackson, Miss., as sec-

retary.

Women Physicians of the Southern
Medical Association meet with S. M.
A., November 13, 1923. The officers
being: Dr. Elizabeth Kane, President,
Memphis, Tenn. ; Dr. Flo Brandeis, 1st

Vice-President, Louisville, Ky.
; Dr. Iva

Youmans, 2nd Vice-President, Miami,
Fla., and Dr. Josephine Hunt, Secre-
tary-Treasurer, Lexington, Ky.

The Southern Association of Anes-
thetists meets in Washington, D. C.,

November 12-13, 1923, with the follow-
ing officers for this year: Dr. Ansel M.
Caine, President, New Orleans, La.;
Dr. Olin W. Rogers, 1st Vice-President,
Knoxville, Tenn.; Dr. Nettie Klein, 2nd
Vice-President, Texarkana, Ark., and
Dr. W. Hamilton Long, Secretary,
Louisville, Ky.

Dr. C. A. Bahn attended the meeting
of the American Academy of Ophthal-
mology and Oto-Laryngology held in

Washington, D. C., October 15th to

20th, inclusive.

The owner of the Medical Building,
124 Baronne street, Mr. J. A. Legendre,
Pharmacists, has announced that the

policy of restricting the use of the
building to doctors, as now in force is

to be continued. Many improvements
have been made in this building.

The regular semi-annual meeting of

the Fourth District Medical Society was
held in Shreveport, La., Tuesday, Octo-

ber 16th, 1923.
9 :00 A. M.—Medical and Surgical Clinics-

Shreveport Charity Hospital Staff.

Afternoon and Evening Session-Shreveport

Charity Hospital.

2:00 P. M.—Call to order by the President

Dr. J. G. Yearwood, Invocation Rev. M. E.

Dodd.

Words of Welcome—Mayor L. E. Thomas.

Dr. L. H. Pirkle, President Shreveport

Medical Society.

SCIENTIFIC PROGRAMME.
1. Preparation and Post-operative Man-

agement of Abdominal Surgical

Cases

. . . .Dr. R. 0. Simmons, Alexandria, La.

2. Gonorrhea in Women
Dr. C. M. Baker, Minden, La.

3. Sypbillis of the Stomach with Re-

port of Cases

Dr. D. L. Kerlin, Shreveport, La.

4. Post-operative Pulmonary Embolism
Dr. J. E. Heard, Shreveport, La.

5. Eczema in Infancy and Childhood.

Dr. M. S. Picard, Shreveport, La.

6. Orthopedic Conditions Among the

Colored Race with Presentation

of Cases

.... Dr. Guy A. Caldwell, Shreveport, La.

Election of Officers.

Announcements by the Secretary.

Adjournment.
EVENING SESSION

7:30 P. M.—Dinner.

1. Charity Hospital Staff Meeting in Con-

junction with Fourth District.

Informal Discussions.

Adjournment.

The Third Quarterly Meeting Seventh
District Medical Society was held at

Oakdale, La., Tuesday, October 2, 1923.

A delightful banquet was tendered by

the Allen Parish Medical Society after

which the meeting was called to order

at the American Legion Home at 8 P.

M.
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Minutes of the previous meeting were
read and approved. Thirty three doc-

tors answered to roll call.

Miss Marion Dickson, a five year old,

gave the address of welcome. The fol-

lowing Scientific Program was ren-

dered.
1. “The Value of Cystoscopy in Diag-

nosis To The Clinician.” With lan-

tern slide demonstration,

. . . .Dr. H. W. E. Walther, New Orleans, La
2. “The Significance of Uterine Hem-

orrrhage.” With lantern slide dem-
onstration,

. . . .^ .Dr. R. 0. Simmons, Alexandria, La.

3. “The Value of X-Ray Examination

To The Clinician in The Diagnosis

of Gastro-Intestinal Diseases.” With
lantern slide demonstration,

. . . .Dr. G. C. McKinney, Lake Charles, La.

Four new members were admitted to

the Society. The next meeting place

and date were postponed, to be decided
on later. Motion to adjourn.

The New Orleans Hospital for Women
and Children and better known as the
Women’s Dispensary, announces that in

the future the name will be changed to

Women’s Hospital. The staff is com-
posed as follows : Eye, Ear, Nose and
Throat, Dr. M. Earl Brown, Dr. J. R.
Hume, Dr. Z. T. Young; Surgery, Dr.
R. E. Stone, Dr. 0. F. Ernst, Dr. A. F.

Hebert; Gynecology and Obstetrics, Dr.
Sara T. Mayo, Dr. Etta P. McCormick;
Medical, Dr. P. L. Querens, Dr. D. A.
Palmisano; Orthopedics, Dr. J. T. 0’-

Ferrall, Dr. H. L. Simmons, Neurolo-
gist, Dr. W. J. Otis; Radiologists, Dr.
L. A. Fortier, Dr. Edna Brown; Gyne-
cologist, Dr. R. J. Maihles; Skin, Dr.
R. A. Oriol

; Pathologist, Dr. J. A.
Landford; Interns, Dr. Sara E. Huck-
aby; Dentist, Dr. H. T. Price.

Dr. P. J. Gelpi has been appointed
to present to the Southern Medical As-
sociation the merits of the Louisiana
plan for the care of Indigent Physi-
cians.

The October meeting of Shreveport
Medical Society was featured by a paper
on “Middle Ear Diseases in Children”
by Dr. T. D. Boaz, who has recently
returned from a Post Graduate trip

abroad. In addition, several interest-

ing clinical case reports were received.
Announcement was made of the forth-
coming meeting of Fourth District
Medical Society, the evening session of
which will be held jointly with the
Shreveport Charity Hospital Staff.

Died—Dr. Silas Youree Alexander
(Tulane, 1903) died in Shreveport,
September 25th, of complications fol-

lowing a serious operation about two
weeks before. Dr. Alexander had been
in unsatisfactory health for several
years, but his death was a shock to his

friends and associates.

Monthly Bulletin of the Shreveport
Medical Society, October 1923.

SCIENTIFIC PROGRAM.
Middle Ear Infections in Children, by

Dr. T. D .Boaz. Uterine Hemorrhages,
by Dr. R. H. Blackman.
The regular monthly meeting of the

Shreveport Medical Society was called

to order by acting President Butler, at

8 :10 p. m. The following twenty-four
members were present: Drs. Barrow,
Boaz, Bodenheimer, Boyce, Butler, Cas-
sity, Caldwell, Dickson, Garrett, Gor-
ton, Heath, Herold, Heard, W. S. Ker-
lin, D. L. Kerlin, Knighton, Lucas, Paine
Paul, Rigby, Sanderson, Sims, I. Henry
Smith, Young, Visitors: Drs. Gilmer,
Barker, and members of the Charity
House Staff.

There was no report from the treas-

urer or secretary. Dr. Sanderson re-

ported for the Entertainment Commit-
tee on the social meeting of the Society

held in August. Dr. Bodenheimer made
a motion, which was seconded and pass-

ed, that the treasurer be authorized to

reimburse the committee for the amount
of the deficit incurred, $71.50, that the

report be accepted, the committee thank-
ed and discharged.
A letter was, read from Dr. Litton

stating that he had practiced the

Abrams methods of treatment, but had
found them to be without value, and that

he does not intend to use them in the

future. He declared his honesty of pur-

pose and his desire to remain a member
of the Shreveport Medical Society and
of the Louisiana State Medical Society.

A letter was read from Dr. Dowling
concerning Dr. E. R. Watters, Harlin-

gen, Texas, a member, or former mem-
ber of this society. The Society records
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indicate that 1914 was the last year
Dr. Watters’ dues were paid.

Applications for membership in the
Shreveport Medical Society from Drs.
P. R. Gilmer and Don S. Marsailles
were read out.

A motion was made by Dr. Bodenhei-
mer that the check for this year’s dues
for Dr. Watters be accepted in order
to enable Dr. Watters to get reciprocity

with Texas. Motion passed.

The Secretary was instructed to write
to Dr. Litton that in view of his conclu-

sions as to the worthlessness of the

Abrams methods of treatment and his

decision to not practice them in the
future the Society is glad to have him
remain a member.

Drs. Quinn, Paine, D. L. Kerlin were
appointed a committee on the applica-

tion of Dr. P. R. Gilmer. Drs. Garrett,

Rigby, Willis, Jr., were appointed a

committee on the application of Dr.
Don. S. Marsailles.

SCIENTIFIC PROGRAM.

Dr. J. M. Bodenheimer read an inter-

esting paper on Pituitrin in the Second
Stage of Labor. Discussion by Drs.

Dickson, Butler.

Dr. J. E. Knighton gave an instruc-

tive talk on medical ethics and read ex-

tracts from the Code of Ethics of the

Shreveport Medical Society. Discussion
by Drs. Cassity, Rigby, Sanderson, Her-
old. Young, Bodenheimer.

Dr. Sanderson made a motion that a

committee be appointed to go over the

Code of Ethics, By-Laws, and Constitu-

tion of the Society, revise, bring up to

date, and have printed. The motion
was seconded by Dr. Rigby and was
passed. Appointed on this committee
were Drs. Knighton, Herold, Barrow’,

Sanderson, Bodenheimer.

CLINICAL CASES

Dr. D. L. Kerlin presented a very
complete case history of a case of Para-
Typhoid. Discussion by Drs. Knighton
and Pauls. Dr. Cassity and Dr. Boden-
heimer told of interesting cases.

Dr. T. D. Boaz who has recently re-

turned after studying abroad was call-

ed upon and told about his trip. Among
other things he called attention to the

fact that in Vienna they are putting

less reliance on Salvarsan than former-
ly as a sole agent in the treatment of

syphilis and are using the old remedies
more than heretofore.
On motion the Society adjourned at

9:55.

Robert T. Lucas, Secretary.

The Lederle Antitoxin Laboratories
have moved to 205 New Medical Build-
ing, Prytania and Aline streets.

Washington, D. C., October 9, 1923.

The Department of Commerce announ-
ces that provisional birth figures for

the first three months of 1923 indicate

slightly lower birth rates than for the
corresponding three months of 1922.

For the states compared the birth rate

for the first three months was 22.4 in

1923 against 23.6 in 1922. The high-
est birth rate for the three months is

shown for North Carolina (27.6) and
the lowest for Vermont (15.8).

The hospitals of the United States

and Canada spend over $500,000,000 a

year for supplies and equipment. The
expenditure of this huge sum calls for

considerable planning and forethought
as to varieties, types, and kinds select-

ed, for not only are many new hospitals

being built, but many of the present
ones expanding their facilities to meet
the needs of our growing population.

An event which may be fraught with
far-reaching consequences for world
health is the Third General Inter-

change of Health Officers arranged by

the Health Section of the League of

Nations which is now taking place in

the United States.

Representatives from France, Eng-
land, Italy, Russia, Poland, Spain, Hol-

land, Belgium, Greece, Jugoslavia, Ger-

many, Switzerland, Norway, Mexico,

San Salvador, Brazil, Chile, and
Canada, delegated by their respective

governments to participate in a course

of study and observation, arrived in

America the first wreek in September
and will remain for approximately three

months.

Milwaukee, Wis., Oct. 9 (Special)—
Chemical authorities in the universities

have decided that the American people

must be taught how to wash their faces
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and their family linen scientifically.

For the first time in history, a con-
certed effort to experiment with the
detergent action of soaps will be
launched this autumn in the great
laboratories of Cornell University, as

the result of the announcement of the

winner in the First “Palmolive Fellow-

ship” by a group of leading scientists

and chemical authorities here today.

Paul H. Fall, 5600 Drexel Boulevard,
Chicago, has just been awarded the

$2,000 fellowship, to be given annually

by the Palmolive Company, so that he
may devote himself to the purely scien-

tific study of the chemistry, physics

and colloid principles affecting soaps.

Mr. Fall, himself a college professor,

has decided to make his experiments at

Cornell University.

BULLETIN OF THE LOUISIANA
STATE MEDICAL SOCIETY.

By Dr. P. T. Talbot, Secretary-Treasurer.

We are just completing one of the

most successful years of the Louisiana
State Medical Society. Up to date we
have enrolled 1,151 active members,
which is the largest enrollment the

State Society has ever enjoyed, with
the exception of the year in which the

American Medical Association held

their annual meeting in New Orleans.

Not only have we increased our numeri-
cal strength, but judging from the ac-

tivities of the various District Medical
Societies, the by-Parish Medical Socie-

ties, Parish Medical Societies, and the
re-organization of various Parish Medi-
cal Societies, we have every reason to

believe that there has been a decisive

•stimulus in medical activities through-
out the State. The reports from these

various meetings show a full attend-
ance of its component members in con-
junction with unusual Scientific Pro-
grams which is a credit to them and to

our Society. Unusual requests have come
to us for assistance in formulating a
Scientific Program which we have al-

ways given gladly. We will be only too

glad to aid any of the Secretaries or

members of Scientific Committees in

[formulating their program.
I wish to take the advantage of this

opportunity to call attention to the
various Parish Societies and to all

members of the State Society, that as
far as membership in the organization
is concerned, the fiscal year for 1923
will be completed by December 1st. Ac-
cording to the by-laws, dues for the
fiscal year for 1924 are due in advance,
and are therefore payable any time
during the month of December. The
Secretaries of the various Parish Socie-
ties should begin at once after Decem-
ber 1st to collect the annual State dues
from its members for 1924, and remit
as promptly as possible to the Secre-
tary-Treasurer at 1551 Canal • street.

In this regard it would be wise to call

your attention to the fact that the pro-
tection under the Medical Defense of

the State Society is covered from the
time that each individual due is re-

ceived by the Secretary-Treasurer of

the State Society. It is therefore ur-

gent that these dues be remitted as

promptly as possible in order that one
may enjoy full protection under our
Medical Defense act.

The following Chairmen of the Sec-

tions for the Scientific Program of the

Louisiana State Medical Societjq to be
held in Opelousas, April 22nd to 24th,

1924, have been appointed by the Presi-

dent, Dr. Lester J. Williams, and ac-

cepted :

Medicine and Therapeutics—Dr.

George S. Bel.

Nervous Diseases—Dr. John N.
Thomas.

Health and Sanitation—Dr. E. M.
Ellis.

General Surgery—Dr. R. C. Kemp.
/ Gynecology and Obstetrics—Dr.

Maurice Gelpi.

Urology—Dr. Paul J. Gelpi.

Others will be announced as soon as

completed. All the members of the

State Society desirous of reading
papers at our next annual session,

would find it expedient to communi-
cate at once with the respective chair-

men for a place on the program. I am
sure that our Scientific Program will

be completed very early, as arrange-

ments are in formation for same a few
months earlier than we have ever been
able in the past to do. The Secretary-

Treasurer’s office will be very glad to

assist in this work, and as Chairman
of the Scientific Essay Committee, I

would respectively solicit your prompt
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attention to this important detail. It

is only by co-operation in this regard
that we will be able to formulate the
Scientific Program and get it out in

proper form for our next annual meet-
ing. Plans are beginning to develop
for an unusual annual meeting at Ope-
lousas, and we have every reason to

believe that each and every one of us
may look forward to a great deal of
pleasure to our meeting again.

So let’s get our membership in early

and send in our scientific request
promptly, and in every way assist the
officers and Arrangement Committee
to perfect their plans early.

REMOVALS.

Adiger, David—From 630 Maison
Blanche Building, to 514 Medical
Building, 124 Baronne street.

Davis, R. A.—From 508 Medical Build-

ing, to 507 Medical Building.

Dicks, John F.—From 830 Whitney
Central Building, to 815 Whitney
Central Building.

Fenner, E. D.—From 1915 St. Charles
Avenue, to 1820 St. Charles avenue.

Jacobs, A.—From 630 Maison Blanche
Building, to 514 Medical Building.

Kearney, H. L.—From 1101 Maison
Blanche Building, to 517 New Medi-
cal Building, Prytania and Aline.

Leake, J. P.—From 1101 Maison
Blanche Building, to 517 New Medi-
cal Building, Prytania and Aline.

Ledoux, Lucien A.—From 2117 Tulane
avenue, to 810 Maison Blanche An-
nex.

Lewis, E. S.—From 203 Medical Build-

ing, to 1625 Louisiana avenue.
Lewis, J. L.—From 421 Macheca Build-

ing, to 1216 Maison Blanche Build-

ing.

Loeber, Maud—From 1424 Milan
street, to 307 New Medical Building,

Prytania and Aline.

Metz, W. R.—From 9 Rosa Park, to

Cusachs Building.

McCormack, E. P.—From 513 Macheca
Building, to 810 Maison Blanche An-
nex.

Pollock, J. E.—From 627 Olivier street,

to New Medical Building, T rytania

and Aline.

Pothier, O. L.—From 610 South Car-

rollton avenue, to 210 Medical Build-

ing.

Smith, J. W. A.—From 636 Common
street, to 3435 Prytania street.

Socola, Edwin A.—From Charity Hos-
pital, to U. S. Marine Hospital.

Stumpf, Louis J.—From 803 Maison
Blanche Annex, to 1410 Hibernia
Building.

Goorwich, Mary—From Touro Infirm-

ary, to 1522 Aline street

Robbins, I. L.—From Charity Hospital,

to 2207 Baronne street.

Faivre, G. W.—From 1226 Maison
Blanche Building, to 1124 Maison
Blanche Building.

Fuchs, V. H.—From 1116 Maison
Blanche Building, to 1207 Maison
Blanche Building.

Cocker, G. F.—From 1105 Maison
Blanche Building, to 5941 Magazine
street.

Batchelor, J. M.—From 1210 Maison
Blanche Building, to Presbyterian

Hospital.

Maxwell, T. A.—From 1210 Maison
Blanche Building, to Presbyterian

Hospital.

Warren, J. W.—From Houma, La., to

503 New Medical Building.

Bohne, P. W.—From 620 Maison
Blanche Building, to 1232 Maison
Blanche Building.

Wymer, J. J.—From 620 Maison
Blanche Building, to 840 Gravier

street.

Lopez, L. V.—From 421 Godehaux
Building, to 611 Godehaux Building.

Fenno, F. L.—From 407 Old Medical

Building, to 411 New Medical Build-

ing, Prytania and Aline streets.

Daspit, id.—From 415 Old Medical

Building, to 411 New Medical Build-

ing, Prytania and Aline streets.

Silverman, D. N.—From 624 Maison
Blanche Building, to 419 New Medi-

cal Building.

Ragan, Thos.—From Hutchinson Build-

ing, to 500-02 Guldens Lane Build-

ing, Shreveport, La.

Moss, Edmund—From Old Medical

Building, to 411 New Medical Build-

ing.

Clark, S. M. D.—From Cusachs Build-

ing, to New Medical Building.

Durel, W. J.—From 312 Medical Build-

ing to Covington, La.

Allen, C. W.—From 509 Macheca Build-
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ing to 409 Physicians and Surgeons’

Building, New Orleans.

Querens, P. L.—From 1109 to 1116

Maison Blanche Building.

Lewis, J. L.—From 421 Macheca Build-

ing to 1216 Maison Blanche Building.

DeReyna, Geo. J.—From 3529 Prytania
street, to 312 Macheca Building.

Crebbin, John T.—From 1207 Maison
Blanche Building, to 1210 Maison
Blanche Building.

PUBLICATIONS RECEIVED.

Washington Government Printing

Office, Washington, D. C.; U. S. Naval
Medical Bulletin, Vol, 19, No. 3, Sep-

tember, 1923.

Public Health Reports, Vol. 38, Nos.

33, 37, 38, 39.

Miscellaneous: Manual on Ship Sani-

tation and First Aid for Merchant Sea-

men, by Robert W. Hart, Second edi-

tion. Colonic and Duodenal Lavage
With a Suggested Improvement in the

Plombieres Treatment, by Capt. J. T.

Ainslie Walker, R. A. M. C. (T. F.).

REPRINTS.

Investigations on the Control of
Hookworm Disease. XXII. Experi-
ments on the Factors Determining the
Length of Life On Infective Hookworm
Larvae, by Donald L. Augustine ; XXIV.
Hookworm Cultures with Humus, Sand,
Loam, and Clay, by Norman R. Stoll,

M. S. ; XXV. The Use of the Egg-Count-
ing Method in an Intensive Campaign

,

by Rolla B. Hill, M. D.; XXVII. The
Study of An Area in the Mountains of
Porto Rico, Which Had Beer( Influ-
enced For Twenty Years by Hookworm
Control Measures, by William W. Cort,
Ph. D., William A. Riley, Ph. D., and
George C. Payne, M. D.

; XXIX. A
Study of the Relation of Coffee Culti-
vation to the Spread of Hookworm
Disease. Value of Carbon Tetrachlo-
rid As An Anthelmintic, by J. F. Do-
cherty, B. A., M. B. (Tor.). The Inten-
sive Radiotherapy of Cancer, Is It a
New Method?, by A. Joseph Riviere, M.
D., Paris. An Unusual and Fatal Case
of Undulant Fever Contracted in Khar-
toum, by R. G. Archibald, D. S. 0., M. D.
Lung Compression by Heavy Liquid
Paraffin in the Treatment of Lung
Tuberculosis, Bronchiectasis and Lung
Abscess, by F. W. McGuire, M. D., F. A.
C. S. Lichen Planus Hypertrophicus
in the Sudan, by R. G. Archibald, D. S.

O., M. D. Erythrodermia Congenitale
Ichthyosiforme In An Arab Child, by
R. G. Archibald, D. S. O., M. D. A Case
of Paget’s Disease Associated With
Carcinomatus Infiltration of the
Breast of a Male Native of the Sudan,

by R. G. Archibald. An Unusual Type
of Nodular Leprosy in the Sudan, by
R. G. Archibald, D. S. 0., M. D. Some
Investigations Connected With the

Spread of Bilharziasis in the Dongola
Province of the Sudan, by R. G. Archi-
bald, D. S. 0., M. D.



11 ADVERTISEMENT DEPARTMENT

THAT QUALITY IS FUN-
DAMENTAL has been con-

clusively demonstrated. 1 est,

one by one, the elements of sat-

isfaction. Prices and terms lose

half their appeal if they are not

backed up by Quality.

What is to be gained by prompt-

ness in the matter of delivery, or

a lower price, if the goods upon

receipt have to be rejected be-

cause of deficiency in Quality ?

And so on, we find Quality para-

mount.

Neoarsphenamine

has been developed to the
highest degree by the science of

QUALITY PRODUCTION.

Ask your dealer for

D. R. L. NEOARSPHENAMINE
DISTILLED WATER FREE

with tea ampules io any one of four sizes

Send for booklet

,

“ The Treatment of Syphilis
”

Licensed by the Chemical Foundation, Inc.

The Dermatological Research Laboratories

Philadelphia

Branch of

THE ABBOTT LABORATORIES

Chicago

New York Seattle Saa Fraacisco Los Angeles

Our Nation's Capital

Bids you COME

P VERY PHASE of medicine and
*-* surgery will be covered in the
programs of the twenty sections and
conjoint meetings making up the an-
nual activity this year— scientific
medicine in all of its branches brought
right down to NOW.

Golf for those who love the sport

—

bring the clubs. Alumni reunions

—

meet your old pals. Entertainments?
Oh, my yes! And special entertain-
ments for the ladies—bring friend
wife. Think of the many delights the
Capital City offers. Special reduced
rates on all railroads on certificate
plan.

How can any progressive physician
afford to miss it?

WHAT? Southern Med ical Association

WHERE? Washington, D. C.

WHEN? November 12-15, 1923

I
F you are not a member you should
be, and can be if you are a mem-

ber of your state and county medical
society—that is the only requirement.
Y'ou see how we tie-in with organ-
ized medicine in your state—you say
who can be our members.

Dues only $3.00—for that small sum you
get membership in a live, going medical
association and a journal that is worth
several times that amount— the Associa-
tion’s own Journal, the Southern Medical
Journal.

“It is easy to join and quite inexpensive

,

considering the return on the investment.
The Journal of the Southern Medical Asso-
ciation is well worth the money charged for
membership. In fact, we consider it second
only in importance to the Journal of the
American Medical Association."-—Editorial,
Journal of the Texas State Medical Associa-
tion.

Y
T

ou WILL join eventually—why
not NOW?
SOUTHERN MEDICAL ASSOCIATION

Empire Building

Birmingham, Alabama

I F you want to keep
* abreast of the
times—keep up with
“Father Time”—you
should attend the
Washington meeting
•—and also read the
Southern Medical
Journal. We are a
GOING Association
GOING ahead— are
you with us 7 GET
IN THE RUNNING.
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DIAGNOSIS OF STRICTURES OF
THE ESOPHAGUS.*
By E. C. Lynch, M.D.,

New Orleans.

If the road to a man’s heart is by way
of his stomach, then it is no wonder
that any interruption in the normal
work of this part of his anatomy is

fraught with so much concern. While
some of its trouble may come from with-
in the tract itself by far the greatest dis-

turbances to which it is heir, come from
without and this, not strange to relate,

because of his greed of appetite or in-

quisitiveness about food.

There are some few points which
should be common information, namely,
the esophagus is ten inches long when
measured from the upper teeth to the

level of the diaphragm; it is not sensi-

tive to pain and but very slightly to

heat and cold; it functionates entirely

by reflex stimuli and is not at any time
under conscious control

;
it will not toler-

ate, except under unusual circumstan-
ces, the presence of fluids and will eject

these from its lumen in one direction or

the other, namely into the stomach or

the mouth. On the other hand when
some foreign body finds lodgement with-

in its boundary it may harbor this with
but little protest and make no effort to

rid itself of the stranger other than the

interference with food or drink, and if

the body be of proper type and in proper
place it may find a safe abode for many
years.

Its gateway at the level of the cricoid

is the narrowest part which is closed by
the sphincter like action of the crico-

^'Read Before the Louisiana State Medical Society,
on April 24-26, 1923.

pharyngeus. Three other points of nar-
rowing occur at the crossing of the
aorta, fourth dorsal vertebra, the cross-

ing of the left bronchus, fifth dorsal

vertebra, as its passage through the
diaphragm, tenth dorsal vertebra. As
would be in keeping these four points
represent the most frequent levels of

disease, likewise the lodgment of foreign
bodies.

It may be compressed in the cervical

region by thyroid enlargements, glandu-
lar involvements either malignant or not
and phlegmonous swellings. In the

thorax-mediastinal lesions, spinal

curvatures, aneurism, heart, hypertro-
phies and displacements, pericardial

and pleural adhesions, peribronchial,

glandular swellings and malignancies
of lung or neighboring parts. Sub-
diaphragmatically the left crus of the

diaphragm makes a marked indentation

on the left margin and back wall of the

oesophagus, and the Spigelian Lobe of

the liver hugs the right side. The left

lobe is in front and often circles around
below the diaphragm—the oesophagus
rests on the abdominal aorta. Mosher
is convinced that the liver determines
the form and position of this portion of

the oesophagus.

Viewed from within the entrance to

and exit from the stomach are the same
in size and bear a definite relation to

each other. Since the axis of the lumen
of the lower end is at first transverse

and because of the flattening as above
described becomes anterior-posterior,

thus making a pleat or fold, which
Mosher shows in addition to the sharp
turn to the left or kink. These two fac-

tors are concerned in maintaining both

fluids and gasses in the stomach.

261
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As a mucous membrane lined tube

and the upper part of the food way it is

subject to the same inflammations, in-

filtrations, indurations, ulcerations,

simple, luetic and tubercular, tumor
formations both benign and malignant,

strictures and dilatations and neurosis

as are other mucous lined tubes in other

localities of the body. And the treat-

ment in this locality is as in other locali-

ties, except for total removal, which
while having been accomplished a few
times is yet too formidable to be recom-

mended.
Since the Oesophagoscope has come

into use this whole pathway, including

the left two-thirds of the stomach and
in some few cases the pyloric third can

be seen and studied and practically all

of the foregoing situations, diagnosed

and treated under the direct view of the

operator. In the hands of the trained

operator, and only he should operate,

there are practically no contra-indica-

tions to its use unless the patient be

moribund or the road be so twisted out

of shape by deformity as not to permit

the passage of a straight tube.

Any patient who complains of symp-
toms referable to the oesophagus, diffi-

cult or painful swallowing, regurgita-

tion or vomiting, globus or other sensa-

tion should be oesophagoscoped as it is

only by this means that we can learn

the cause and bring about either a cure

or relief in the earlier phases of the

disease. With a history of haying

choked on a foreign body the patient

should never be advised to let it alone

until X-ray, physical examination and
oesophagoscopy have proven negative.

If you would but heed this one point,

much would be gained for the patient’s

welfare.
Never attempt the removal of a for-

eign body with the finger. Besides pro-

ducing much harmful traumatism one

can only push it down and thus do more
harm. Probangs—nickle catches of the

basket-type usually do more harm than

good and at best are very dangerous.

After swallowing lye, the sale of

which cannot be too strongly condemned
because of the enormous toll of life it

has taken, to say nothing of the months
of pain and anguish entailed during the

treatment of its results, early oesopha-

goscopy can be carefully done and the

lesions treated locally and probable

stricture prevented. But in the event

of stricture I caution you to watch for

water hunger with its dry brash skin,

sunken eyes, thready pulse, listlessness

and constant regurgitation. Such a

patient is a bad surgical risk and will

not recover when the occlusion is com-
plete for from three to six days. Under
such circumstances a gastrostomy be-

comes a crying necessity ;
for proctocly-

sis, hypodermoclvsis or infusion while

valuable aids for bridging over a crysis

when water hunger is developing, these

methods are dismal failures for feeding

purposes.

Since by far the greatest number of

strictures observed are the result of the

injection of some corrosive, as lye, the

etiology is quite clear and the history

usually makes clear the diagnosis.

I have had the opportunity to see but

three cases within a week after swallow-

ing lye. In these I found no difficulty

in using the oesophagoscope and of

treating the lesions locally in the same
manner and with the same drugs used

externally and at the same time careful

passing of the bougie under sight pre-

vented contraction so that early cure

without loss of weight ensued.

In the cases seen where the stricture

is fully developed, most of these have
come when the child was in dire distress

from loss of weight and water hunger.

With the development of this stricture

there usually occurs dilatation to the

point of sacculation of the oesophagus.

In this state nothing but the greatest

good fortune will save a patient from
blind passage of a bougie—soft pliable

bougies will not pass and the stiff ones

will go through the wall into the medi-

astinum.

Such strictures are to be dilated

gradually by aid of oesophagoscopy

—

once the stricture is dilated to a number
5 french, swallowing of liquids will be

accomplished and when determined by
oesophagoscopy that there is no saccu-

lation, a semi-stiff bougie can be passed

without the aid of the tube. Daily

treatments at first to establish a lumen

then tri-weekly then three times in two

weeks and so on until once a month. This

should be maintained with gradually in-

creasing sizes until solid foods can be
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taken, and the bouginage contained for
about a year.

I have used rather successfully for
the past three years the electrically

heated bougie of German make—the
idea being that the heat produces an
edema of the mucous membrane which
edema produces a softening and absorp-
tion of scar tissue and observation bor-
rowed from the G. U. department.

Sippy’s string swallowing and this

guide used—for dilatation has been used
but I much prefer the visual method of

oesophagoscopy.

DISCUSSION.

Dr. W. T. Patton (New Orleans) : I want
to emphasize what Dr. Lynch has said about
labeling lye. This matter has been taken up
by the American Medical Association, but the
people who manufacture lye are so suspicious
—each one is afraid the other fellow will put
something over on him. To see these little

children come into the hospital is pitiful.

Some states have a law that lye must be
labeled with the poison label, but the print is

so fine you can hardly read it. But if there
was a large skull and crossbones on each can
it might do some good.

I wish Dr. Lynch in closing would say how
soon he thinks a case should be dilated after
the ingestion of lye or other escavofigs sub-
stances. Recently someone said you should
go in at once before erosion takes place. I

would say wait about six weeks. I would like

to have his opinion.
But do not wait too long to operate, until

the child has g'one to pieces, for water hunger
comes on and we have to g'ive him an anaes-
thetic, and he dies on the table from shock.
The doctor spoke about leaving the bougie

in the esophagus. We leave it in for ten
minutes if possible, and get beautiful results.

Dr. D. N. Silverman (New Orleans) : Dis-
eases of the esophagus are not infrequent
conditions. We quite often see patients who
complain of difficulty in swallowing, and I

believe that this is the first sign of trouble
in the esophagus. Certainly pain is very late.
As regards stricture formation, I think in

such cases the X-ray is of inestimable value.
Certainly the X-ray localizes the stricture and
g'ives us an idea as to the dilatation of the
esophagus and whether there is diverticula
formation as a result of this dilatation. How-
ever, the esophagoscope takes precedence in
the early diagnosis of ulceration which subse-
quently may cicatrize as well as in the treat-
ment of the stricture.

Drs. Lynch and Patton spoke of restrict-
ing. the sale of lye. That would be excellent
legislation, but who is going to restrict the
sale of poisoned liquor? Moonshine whiskey,
as we have been told, very often contains lye.
I have here a patient that I would like to
show you.

This boy is twenty years of age, and he
states that in November, 1922, he had typhoid
fever—or that is what the doctor told him.
After four weeks of illness he developed diffi-

culty in swallowing, and the condition gradu-
ally grew worse until at the present time he is

able to take oidy liquid food. Going back of
the history of typhoid, he said he drank a
good deal of moonshine whiskey—all he
could g’et—and it made him feel badly, burn-
ing his mouth

;
but there was no burning of

the esophagus before six weeks after taking
this whiskey, or immediately following the
typhoid fever. The question of diagnosis is

—

is it due to the most probable cause, lye, or is

it due to typhoid fever. Williamson of Chi-
cago quotes Keen as reporting two cases of
stricture of the esophagus following typhoid
fever.

This radiogram was taken about five or
six weeks ago, and as you see we have a
definite stricture at the level of the sixth
and seventh ribs posteriorly. I attempted to
place a very small olive in the esophagus but
found it g’ave him a great deal of distress, and
he expectorated a small amount of blood.
That is as far as we have gone in the treat-
ment.

Dr. L. H. Landry (New Orleans) : Before
the advent of the esophagoscope, we were
able to treat stricture of the oesophagus and
cardiospasm and have had uniformily good
results. I wish to emphasize one feature of
the treatment which has been of great help,
even where there is considerable sacculation
of the oesophagus; that is, making the patient
swallow string; it makes no difference how
much pouching may be present in the oeso-
phagus, if water can find its way through into
the stomach, the string will eventually follow

;

we have had no case in which the string was
unable to get into the stomach. Once the
string is through, we have an excellent and
safe guide over which dilatations can be done
with little inconvenience to the patient.

Dr. R. C. Lynch (closing) : In regard to
the time of dilatation after the ingestion of
lye, it has been my good fortune to see two
such cases, and in those we started it at once.
Contrary to the usual idea that it is danger-
ous, we found no trouble in passing the
esophagoscope and treating the lesion, and
practically prevented stricture formation.
Those cases came to complete convalescence
and retained the tube a much shorter time
than if we had allowed the stricture to occur.
In the hands of a trained operator I would
advise beginning local treatment immediately
of the lesions.

We left the hot bougie in for twenty min-
utes, heated to 120° F.

TheX-ray diagnosis of lesions of the esopha-
gus is well known and extremely useful. We
have passed the time when we have to make a
diagnosis of stricture of the esophagus by the
process of deduction, because the esophago-
scope shows the stricture. However, the swal-
lowing of a bismuth capsule will help in show-
ing the point of stricture formation. The
swallowing of string in the process of dilata-
tion is a method which is practically beyond
discussion. It is as justifiable as my other
means we have, and where those who use the
dilators are not using the esophagoscope,
then the string offers a fairly safe guide.
However, in case you have complete stricture
the string will float and not go down into the
stomach, and then it is a failure.
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SOME SUGGESTIONS AS TO THE
REMOVAL OF PLEURAL

EFFUSIONS.*

By O. W. Bethea, M.D.,

New Orleans.

The object of this paper is to urge
the use of a properly made trocar and
canula, instead of the needle, for aspira-

tion of the chest, and to present for con-

sideration an assembled outfit that

seems to meet all requirements. This
outfit consists of a 20 mil Luer syringe

and a Potain aspirating outfit. This
Potain aspirator is made with a connec-
tion to fit the regular Luer type of

needle. Also, the outfit includes a tro-

car and canula, the canula being of a

type to fit the regular Luer syringe.

This also fits, of course, the connection

of the Potain apparatus. This canula

is about a 16 gauge. The particular

feature of the trocar and canula is the

gradually sloping shoulder coming back
from the point of the trocar onto the

canula, as shown in the enlarged exagg-
erated illustrations below:

P>

WRONG

RIGHT

This feature facilitates the introduc-
tion of the instrument.

Before beginning the operation the
entire equipment should be carefully
prepared for use. The trocar and
canula is introduced, the trocar re-

moved, and, if thin fluid flows out, the
Potain suction apparatus is attached-
If fluid does not come from the canula
when the trocar is withdrawn, the Luer
syringe is attached and suction made.
The advantages of being able to change
from one to the other are :

1st. Thick fluid usually cannot be
removed by the Potain outfit, while all

necessary force can be exerted with the
Luer syringe.

*Read Before the Orleans Parish Medical Society, on
October 27. 1923.

2nd. If, during the removal of fluid

with the vacuum bottle, the canula is

stopped, the Luer syringe containing a
small amount of air can be attached and
the canula opened by forcing the air

through it.

It is certainly an advantage, when-
ever aspiration is done even for diag-

nostic purposes, to remove the proper
amount of any material found and to

do it through the original instrument
introduced.

My urging of the trocar and canula
instead of the needle is based on the
following reasons

:

(a) A needle is moi'e apt to become
plugged in being introduced.

(b) A needle is more apt to injure

a blood vessel in being introduced.

(c) A needle is more apt to enter
the lung when it is being introduced,
just as it would be more apt to injure

j

the intestines if used in removing
ascitic fluid.

(d) The needle can not be manipu-
lated after introduction, when in search
of fluids, with the same freedom from
danger.

(e) The needle is more apt to injure

the visceral pleura, or even cut into the

lung towards the close of the process.

If the needle is introduced ever so well

into the fluid, it still must project be-

yond the chest wall and when the fluid

has been removed to the extent that the

lung again approaches the chest wall,

the lung then begins to drag against the

sharp point of the needle during the re-

spiratory movements and damage is apt

to be done. The visceral pleura may be

damaged to the extent of forming a site

of lowered resistance and favor infec-

tious processes, or the needle may cut

into the lung substance, letting in or-

ganisms from the bronchial passages.

A pneumo-thorax may be produced. I

can remember when pain and blood-

tinged fluid were rather expected

toward the close of the operation and
the subsequent aspirations were rather

expected to show pus.

The trocar and canula shown here, if

it is kept highly polished, can be intro-

duced with almost as much ease as can

a needle of sufficient calibre to meet all

requirements.
The danger of letting in air and pro-

ducing a pneumo-thorax when remov-
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ing the trocar and making or changing
connections has been suggested. In my
own experience this has not been a fac-

tor. The small amount of air that could

enter through a canula of this size dur-

ing the short periods required to carry

out these measures would have no dis-

advantages. In many cases there is

rather a tendency for fluid to spurt out

rather than for air to be sucked in, and
this will always be the case if the

canula is only opened when the patient

forcibly exhales and then waits until

the connection is made.
I wish to make acknowledgments to

Messrs. Becton, Dickinson & Company
for their cheerful co-operation in carry-

ing out my suggestions in arranging
this outfit.

DISTURBANCES OF THE THYMUS
GLAND IN CHILDREN.

By C. J. Bloom, M.D.,
New Orleans.

Diseases of the thymus gland have
occupied but a minor place in the litera-

ture of clinical medicine- Although as

yet no definite endocrine function has
been accredited to it, there are conclu-

sive deductions regarding the import-
ant functions exercised during the

period of greatest development

—

namely, in infancy.

Through omission, many of us have
overlooked instances where clear cut

clinical syndromes were absent merely
because a closer knowledge of the vari-

ous pathological pictures were want-
ing.

An added desire to thoroughly dis-

cuss the more radical usages of X-ray
and radium in the future treatment of

thymic diseases, and a plea for an X-ray
exposure of all cases having thymic dis-

turbances and tendencies and who are
future surgical prospects, have been re-

sponsible for the presentation of this

paper today.
Since the days of 30Plater in 1614 up

to the present day, the medical profes-
sion as a whole has been interested in

the subject of the various entities asso-

ciated with thymic disturbances. In
order to give one a proper conception
of the various pictures associated in

*Read Before the Louisiana State Medical Society,
on April 24-26, 1923.

pathological thymic syndromes, the
writer shall endeavor to briefly include
a short explanation of the anatomy,
histology, physiology, and pathology of
the thymus gland.

Anatomy: G7°oss Morphology and
Relations.

The thymus is a soft, white, fusiform
mass in which two lobes can easily be
distinguished, the left often being the

Figure No. 1

Position of Thymus

larger, and are in contact for a certain
distance along their inner margin. It

is situated chiefly in the thorax,
although at times it may extend into

the region of the neck to a variable ex-

tent—usually not more than two centi-

meters.
The fourth costal cartilage generally

marks its caudal extremity, but at

times it can extend as far down as the
diaphragm. Ventrally, it is in relation

with the sternum, the origin of the
sternothyroid muscles ;—the sterno cos-

tal and the sterno clavicular articula-

tion, and the internal mammary arte-
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Figure No. 3 Figure No. 5
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Figure No. 6
Figure No. 8

Figure No. 7 Figure No. 9
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ries. Dorsally, it comes in contact with

the aorta, superior vena cava and their

branches, the pulmonary artery and the

pericardium. Laterally, it is bounded

by the pleural sacs and phrenic nerves.

A dense capsule surrounds the

glands, portions of which penetrate in

between the lobules dividing the glands

into cortical and medullary portions.

Occasionally, small fragments of thy-

roid and para thyroid masses can be

noted.

Blood Supply and Lymphatics.

Lymphatic plexuses enclose the

lobules and accompany the artery. The
pre-laryngeal and cervical lymph
glands drain these lymphatics.

Anatomy—Tables of Weights of Thy-
mus Glands.
HARDESTY

(Fresh Gland Tissue)

1 to 5 years 13 grams
6 to 1 0 years 23 grtms

11 to 15 rears 38 grams
1 6 to 20 years 26 grams
21 to 35 years 20 grams
26 to 35 years 20 grams
36 to 45 years 16 grams
46 to 55 years 13 grams
56 to 65 years 10 grams
66 to 75 years 6 grams

FRIEDLEBEN.
Birth 14.3 grams
1 to 9 months 20.7 grams
2 to 24 months 27.3 grams
2 to 14 years 27 grams

15 to 25 years 22.1 grams
25 to 35 years 3.1 grams

OLIVIER.
Birth 4 grams
1 year 6 grams
2 years 3 grams
3 years 10 grams

HOSKINS—SLIGHTLY MODIFIED.
Thymic Lympho-

Pct. cytes

Thymic Thymic Body in Blood
Weight Parenchyma Weight Pet.

Birth .. 13.3 gms. 12.33 gms. .04 61
2-6 yrs. .. 23 gms. 19.26 gms. .01 55.5

9 yrs 26 gms. 22.08 gms. .009 36
14-18 vrs. 37.5 gms. 25.18 gms. .008 25

18-20 yrs. 25.6 gms. 12.71 gms. .004 23

Size—The size varies within wide
margins mainly because the weight of

the gland includes also the fat and con-

nective tissues surrounding it. The
weight increases up to puberty when
involution takes place—although occa-

sionally this may occur prior to the

subsequent period. The absolute weight
of the gland as a whole is not greatly

altered because the loss of the lym-
phatic tissue and parenchyma is com-
pensated by the increased amount of

fatty tissue. The average width is

from 2 to 3 cm. and the longitudinal

diameter may reach 11 1-2 cm.

Variations in Size.

1. In lower animals—maintenance diet

reduces weight.

2. Starvation in man reduces the size

of the thymus.
3- Castration increases the size of the

thymus and delays involution.

4. Thyroid fed to pregnant animals in-

creases the development of the thy-

mus in the fetus.

5. Aplasia or complete lack of develop-

ment of the thymus has been re-

corded.

6. A small thymus situated in the supe-

rior thoracic inlet—where the eso-

phagus and trachea pass through an
inflexible medium can produce

death 22 (Bruce and Graves.)

Innervation.

The branches of the cervical sympa-

thetic and the vagus penetrate the

organ with the blood vessels, and small

branches of the phrenic and decendens

hyperglossi enter the capsule.

Histology.

The glands are divisible into primary
and secondary lobules and the latter

into cortical and medullary portions.

Connective tissue occupies the spacei

between the portions mentioned. The

cortex is densely packed with cells in-;

distinguishable from lymphocytes, and

the medulla includes the corpuscles of

Hassal, formed of epithelial cells and in

turn reticular cells formed from them.

Physiology and Experimental Pathol-

ogy of the Thymus Gland.

1. Restelli in 1845 in experimenting
on sheep, dogs and calves, found that

practically all of the animals died after

thymic extirpation.

2. Friedleben in 1858, concluded

after experimentation that the thymus

j

was not essential to life, but that the

extirpation of the spleen and the thy-

mus was necessarily fatal to life. He
thought as many other authorities have

expressed themselves that this gland

was of importance in the production of

erythrocytes in foetal life, and perhaps

of lymphocytes in life, and also an aid

in the nutrition and growth of the body.

3. Langerhans and Saveliew in

1893 did not note any significant

changes in the animals as a result of
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thymus extirpation, but practically
.
all

>f the rabbits and dogs died as a result

>f this procedure. Other men, as

4. Taurulli and LoMonaco in 1897,

5. Abelous and Billard in 1896,

6. Camia in 1900
7. Verwecke in 1899.

8- Vincent in 1903.

9.

Carbone in 1897.

10. Ghika in 1901.

11. Fishlin 1907.

12. Basch in 1902 to 1908.

13. Matte in 1913, and
14. Pappenheimer in 1914, and
nany others have experimented with
ifferent animals with questioned de-

lictions.

Apparently, with proper precautions

nd asepsis at the time of the extirpa-

ion of this gland is practiced—no
fher animal than the frog is apt to

uccumb as a result.

From all available evidence from ex-

irpation experiments, proof has yet to

e established that the thymus has a

efinite endocrine function.

In connection with the work of Basch
—and to a lesser extent, Fishl—experi-

aenting with dogs, they found that
hymectomies limited the growth of

one and calcification of bone; that the
ieripheral nerves were more excitable

o galvanic current than the control

nimals and also noted frequent convul-
sions. Naturally, the bones were
ofter and more flexible, the gait more
r less awkward, the bowing or bend-
ng of the long bones to an extreme de-

ree.

Fracturing of the bones was easily

roduced and the healing process natu-
ally prolonged.
These were some of the more im-

nrtant deductions that lead one to con-

ider the possibility of the considera-
ion of the thymus as a probable source
r associated organ in the production
f tetany.

Although many authorities claim
hat the thymus gland is the seat of
rythrocytic formation in the fetus,

nd that the thymic cells are nothing
lore or less than lymphocytes, and
ven though 15Dauckakoff has shown
hat these cells give rise to plasma cells

nd polymorphonuclearleucocytes, still

!roof is wanting to substantiate that

this gland has a true endocrine func-
tion.

The lymphogenic function unques-
tionably is concerned with the defen-
sive mechanism against infections.

Pathology of the Thymus.

(1) Thymus Aplasia and Hypopla-
sia often noted in children with mental
disturbances.

16Bourneville found the thymus
absent in 70 per cent of 28 mentally de-

fective cases, and 17Sajous believes that
the deficient activity of the thymus re-

sults in a deficiency of nucleins sup-
plied to the brain through the lympho-
cytes causing idiocy. This fact is also

borne out by 18Harrower, who states

that hypoplasia is found in conjunction
with mental defectiveness.

(2) Active and passive congestion .

(a) Hemorrhagic cysts of the thy-
mus (congenital syphilis)

;
(b) diffuse

haematoma of the thymus; (c) punc-
tate haemorrhage of the thymus.

(3) Acute Thymitis—Secondary to

metastatic infection (Staphylococcus,
Streptococcus, Colon Bacilli—through
hematogenous route). Noted either in

the parenchyma or in existing cysts.

(Symptoms—pressure, tracheostenosis,

temperature, pressure on the sternum,
leucocytosis, polynucleosis.)

(4) Acute Infections and Thymus—
Interesting facts regarding thymus and
acute infections

:

1. The thymus gland is three times
larger than normal in most of the acute
diseases.

2. There is a marked atrophy in

chronic conditions.

3. Necrobiotic changes in lympho-
cytes seldom seen except in diphtheria.

4. Thymus often times enlarged in

diphtheria, but sometimes atrophied
where this disaese is associated with
scarlet fever.

5. Positive cultures have been ob-

tained in the thymus in children having
died of acute infections, and it is be-

lieved that bacteria are more often cul-

tured from this gland than either from
the spleen or the liver. Seldom in-

volved secondarily in either leukemia or

Hodgkin’s disease.

Conclusions

:

Infectious diseases pro-

duce a hyperplasia of the thymic ele-

ments, particularly affecting Hassal’s
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corpuscles. Other clinical involvements

of the thymus such as sclerosis of the

thymus in malnutrition, syphilis, etc.

Tertiary syphilitic manifestations of

the thymus are sometimes noted, but is

most uncommon.
(5) Tuberculosis of the Thymus.
Primary tuberculosis of the thymus

is extremely raiv
e. Jacobi having exam-

ined 100 thymi of tuberculosis patients

and found it in three out of sixty cases

in patients having died from any kind
of disease other than tuberculosis and
found it in one-fourth of all the cases

that had succumbed to tuberculosis.

In all cases he was able to demon-
strate the presence of the tubercle

bacilli.

(6) Tumors.

Tumors of the thymus are seen more
often than has been considered by most
practitioners.

Among the benign thymomata that

have been reported are lipoma,
myxoma, fibroma, dermoid cysts and
cysts. Among the more common ma-
lignant growths of the thymus gland
are the sarcomatous thymomatous and
the carcinomatous thyoma. Of unusual
interest and importance is the fact that

we never encounter metastasis of ma-
lignant growth in this organ.

Clinical Syndromes.

There are eight clinical syndromes
associated with disturbances of the thy-

mus gland, namely:
1. Thymic Asthma. 2. Mors Thymica.

3. Status Thymicolymphaticus. 4. Timme’s
Multiglandular Syndrome. 5. Thymus in

Exophthalmus Goitre. 6. Myasthenia
Gravis. 7. Thymus in Tetany, and 8. Thy-
mus in Prostatitis.

This paper includes the clinical enti-

ties encountered in diseases of children,

namely—thymic asthma, mors thymica,
status thymicolymphaticus and thymus
in tetany.

Thymic asthma originated with
lf,Kopp in 1829, and from this time on,

this condition has been of extreme in-

terest in the eyes of the pediatricians

and general practitioners. Only re-

cently, 20Chevalier Jackson discovered

at the time of operation on one of his

patients a case that had, perhaps,

escaped observation and says : “On
passing one of my bronchoscopes, I dis-

covered a scabbard trachea with a

chink of not over two millimeters on
inspiration and one millimeter on ex-

piration, the obstruction extending
from the second to the fourth rib. The
tracheal mucosa was collapsed from be-

fore backward almost in contact.”

There was permanent relief by thy-

mectomy. The more important symp-
toms associated with this condition

are :

1. Respiratory stridor—particularly an

inspiratory stridor audible at con-

siderable distance.

2. Breathing abnormal, considerably

accelerated, sometimes noted within

24 hours or 48 hours after birth.

3. Skin

—

lips and nails evidence cyano-

sis, due, perhaps, to a tracheo steno-

sis.

4. Epigastric retraction, marked.

This disease is encountered only in

infancy.

Mors thymica is generally associated

with sudden death in previously appar-

ently healthy child. 20Grawitz consid- I

ered the question of death influenced

either by a mechanical or a chemical

cause, both of which are discussed

under previous headings.

Status Lymphaticus—Dunn has ad-

vanced the explanation that the princi-

pal theories other than that of pressure

have been explained either by

:

(1) A hyperthymization. (2) In-

toxication from faulty tissue change,

and (3) Intensified anaphylaxis.

“As a rule, the cases divide them-

selves into two distinct groups where

the dyspnoea may be either continuous

or intermittent, the former being seen

more often in very young infants.

There are periods when respiratory

difficulty increases and terminates in a

suffocative attack associated with in-

tense cyanosis, and continues in re-

peated attacks at various intervals,

although there is limited dyspnoea be-

tween the attacks. The stridor is inten-

sified during the attacks, but may be

present in the interim. The intermit-

tent form is more commonly seen in the

experience of pediatricians, occurring

often in the latter part of the first year,

and occasionally in the second year—is

characterized by paroxysms of diffi-

cult breathing being apparently normal



Bloom—Thymus Gland 271

Detween attacks. The picture is either

hat of a sudden suffocative attack as-

sociated with cyanosis and difficulty in

Dreathing or else the paroxysms last

onger, but are less intensified. The
wreathing is extremely rapid, not so

abored, limited cyanosis, and suffoca-

;icn is rarely seen. Stridor is also not

recessarilv associated with this par-

icular picture. The duration may last

mywhere from a few hours to several

lays.

“In status lymphaticus the thymus is

Tom five to ten times larger than nor-

nal, weighing as much as 60 grams
;
all

>f the lymph nodes are enlarged, par-

;icularly the mesenteric. Peyer’s

Datches, the lymphoid tissue of the

Dharynx, the lymph nodes of the body
is a whole, the follicles at the base of

he tongue and the spleen are all mark-
;dly hypertrophied.”

This entity is a menace because

—

. It is attended by instability of lym-
phoid tissues—capable of expression
varying from simple urticarial

rashes to sudden death.

!. It is responsible for lowering the

threshold of infection, particularly

through the avenues of the respira-

tory and intestinal tracts.

!. Defective development of the muscu-
lar coat of the arteries renders them
incapable of this standing, changes
in blood pressure that are lightly

borne.

Thymus in Tetany.

This clinical syndrome is considered
>ecause in experimental pathology of

ower animals where thymectomies
lave been performed, there is appar-
ntly a calcium deficiency and tetany.
The skeleton shows underdevelopments
n length, the epiphyses are abnormal,
oft and deformed. Fracture healing
ccurs with little callous formation and
ometimes one is inclined to consider
he possibility of rickets as occurring
pith certain alterations of the thymus.

General Symptoms—Death.

Tamassia states that it requires the
weight of 180 grams and Scheele puts
he weight at 750 to 1,000 grams to
xert sufficient pressure on the trachea
o produce either cyanosis or death.

But, on the other hand, if one considers
that the space between the manubrium
and the spinal column in the newly-
born measures only two to three centi-

ters and that this diameter can be de-

creased by throwing the child’s head
backward, one must readily accept that

a death by pressure is possible.

Sudden death has been reported by
many as due to a shock precipitated

either by a fall, accident, anesthesia,

surgical operations, acute disease, a

cold bath, and the injection of an anti-

toxin.

There are also three types of cases

in which sudden death occurs

:

1. The child is apparently healthy and
no other cause is discoverable.

2. It is associated with the presence of

some other disease adequate or in-

adequate to produce the fatal issue.

3. A definite cause of death is present,

but one which is insufficient to pro-

duce it in a normal child.

Interesting Facts.

1. A pigeon breast is not associated
with an enlarged thymus.

2. It is believed by some that there is a
relation between status lymphaticus
and scrofula.

3. Of 5,652 autopsies at Bellevue Hos-
pital, status lymphaticus occurred in

451 or in 8 per cent—six times more
common in males than in females.

Differential Diagnosis.

Cyanosis

:

From the standpoint of
thymic disturbances must be differen-

tiated from

—

1. Congenital Heart Disease. 2. Con-
genital Atelectasis. 3. Small anterior

fontanelle and overlapping of cranial

sutures (Bloom). 4. Sepsis. 5. Tetanus,
and 6. Pneumonia.
Sudden Death from the standpoint of

thymic disturbances must be differen-
tiated from

:

1. Malformation. 2. Internal Hemor-
rhage. 3. Asphyxia from overlying. 4.

Asphyxia from aspiration of food into

the larynx or trachea. 5. Atelectasis.

6. Marasmus. 7. Convulsions in chil-

dren showing no special signs of dis-

ease. 8. Asphyxia in older infants and
young children, and 9. Death after a
few hours’ illness in which the chief

symptom is high fever.
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Stridor ( stridulous dyspnoea) from
the standpoint of thymic disturbances
must be differentiated from :

1. Enlargement of bronchial lymph
nodes. 2. Retropharyngeal abscess. 3.

Membranous laryngitis. 4. Catarrhal
spasm of the larynx. 5. Laryngospasm.
6. Congenital laryngeal stridor. 7.

Foreign body. 8. Bronchial asthma. 9.

Spasmodic croup. 10. Influenzal croup.

11. Malformation of larynx and epiglos-

tis. 12. Intralaryngeal obstruction. 13.

Polypi. 14. Adenoid hypertrophy. 15.

Oedema of glottis. 16- Fracture of

trachea, and 17. Enlarged mediastinal
and bronchial glands.

Methods of Diagnosis.

1. Objective signs. 2. Percussion. 3.

X-ray. 4. Diagnosis by elimination dis-

cussed under differential diagnosis.

1. Objective Signs.

Objective symptoms in many cases

justify clinical diagnoses and described
as rather typical of some thymic dis-

turbance a child with a fair amount of

adipose tissue, pale and pasty in color.

Enlargement of the adenoids and ton-

sils with general adenopathy of the

superficial lymph nodes is evidenced.

The area of thymic dullness is increased
and the spleen is remarkably enlarged.

2. The Threshold Method of Percus-
sion.

Placed on a firm table, the arms
clasped about the head, the head held
in semi-flexion

—

the body is maintain-
ed in the median position. Use a light

stroke, go more by tactile sense of re-

sistance than by sound. Determine the
mid sternal line. Percussion is nega-
tive, if no dullness or if dullness extends
no more than 7-8 of an inch to the left

of the sternal line—not more than 1-2

inch to the right. Anything over this is

equivalent to an enlarged thymus, espe-
cially if the dullness is continuous with
the cardiac dullness below. If dullness
is noted, and it is due to an enlarged
thymus, it will disappear on putting
the head in extreme dorsal flexion.

Many describe the area of normal thy-
mic dullness as an irregular triangle of
which the base is at the sterno-clavieu-

lar junction and the apex at the second
rib just at the left of the sternum.

When the dullness is continuous with
the cardiac dullness, concealing the

note of the pulmonary resonance be-

tween the heart dullness and the area of

the normal thymic dullness, this is a

further evidence of an enlargement of

the thymus. At times the thymus may
be felt in the episternal notch.

3. X-Ray.

If the objective sign and percussion
are in accord with the possibilities of

an enlarged thymus an X-ray should

always be made.
On the other hand, should an X-ray

be made and prove negative, with posi-

tive symptoms, treatment should be in-

stituted, nevertheless. For let me em-
phasize most emphatically that while

the size of the gland does play an im-

portant role in symptoms observed, still

the enlargement antero-posteriorly and

an enlargement upward into the supe-

rior thoracic inlet can precipitate death,

as previously illustrated.

BRIEF RESUME OF CASES.

CASE 1.

Seen first at 9 months. Cyanosis at birth.

Thought previously to be due to traumatic in-

jury. Extremely fat. 32 pounds 8 ounces.

Lymphocytosis. Difficulty with inspiration.

Diagnosis: Thymic asthma. Confirmed by
X-ray. One application seemed to suffice.

CASE 2.

Age 6 months. Referred by Dr. Philip

Carter. History of adenoids. Peculiar in-

spiratory stridor. Occasionally cough simu-
lating whooping cough and with history of

frequent colds. Pale and pasty in color;

question of adenoids had been considered and
enlargement of thymus could not be elimin-

ated. X-ray confirmation. One exposure of

radium 525 mg. hours. Size was consider-

ably decreased when second picture was made
three months after treatment.

CASE 3.

Age 2 weeks. Lymphocytosis; asthmatic
breathing, eroupy cough, with peculiar res-

piratory stridor. X-ray confirmed diagnosis.

First application of X-ray at 1 1-2 months.
Three exposures altogether, two weeks apart.

All symptoms disappeared. Diagnosis: Thy-
mic asthma.

CASE 4

Age 7 months. Mucus in throat. Seems to

choke at times. Hemoglobin 70%. Total

white count 10,750. Small 81, large 3. Neu-
trophiles 16. Questionable diagnosis of en-

larged thymus. X-ray confirmation, thymic
asthma. Two applications of X-ray two



Bloom

—

Thymus Gland 273

weeks apart with absence of symptoms there-

after.

CASE 5.

Age 5 months. Cyanosis, difficulty in

breathing with a history of improvement with
successive exascerbations and improvement,
etc. Diagnosed as whooping cough. Diagno-

sis, thymic asthma confirmed by X-ray. Three
X-ray irradiations two weeks apart with dis-

appearance of symptoms.

CASE 6.

18 days old. Cyanotic spell. Wheezing
inspiration. Marasmic child. Diagnosis:

Thymic asthma, confirmed by X-ray. X-ray
applications on the 19th day, 29th day, 41st

day, disappearance of all symptoms. History
of older brother having' died of cyanosis at

birth.

CASE 7.

5 1-2 months. Pasty looking, underweight,
mild evidence of rickets. Sarcoma of but-

tocks. No symptoms warranting a diagnosis
and X-ray was taken to determine whether
or not there had been any metastasis in the

lung.

CASE 8.

16 months. Convulsions since 6 months of

age, increasing in intensity and number.
Blood count 8,500; small 82%, large 0, neu-
trophiles 18%. Four applications of X-ray
within two weeks. Spells have not dimin-
ished in number and seem to have become
more pronounced in duration. Wasserman,
father positive, mother negative, child nega-
tive. Three blood pictures made respectively

7, 9 and 10 months after last X-ray revealed
the following:

Large 7, small 47, N. 46; total 6,000.
Large 6, small 25, N. 69; total 8,000.
Larg’e 7, small 26, N. 67; total 7,000.

Although the thymus apparently was nor-
mal in size, after the third application, the
symtoms apparently had not been benefited
by treatment. Radium was then used for two
applications with no better results. Whether
this case is one of a multiglandular syndrome,
or whether the thymus is one of the syphilitic

variety, or whether the antero-posterior
diameter of the gland is still disproportionate
to the antero-posterior diameter has not been
determined. Subsequent observations have
not been allowed by the parents.

CASE 9.

Age 11 1-2 months. Flabby, asthmatic
breathing. History of blue spells with tem-
per, backwards physically with mental re-
tardment. Diagnosis: Thymic asthma with
X-ray confirmation. Two applications two
weeks apart, all symptoms disapeared.

CASE 10.

3 weeks old. Cold and cough with blue-
ness of the lips and inability to breathe prop-
erly since birth. Thymic asthma diagnosis
confirmed by X-ray. Four treatments, three,
four, five and six weeks successively. Symp-
toms have all disappeared.

CASE 11.

Referred by Dr. C. Y. Seagle. 3 weeks.
Blue Baby. “The older he gets, the bluer he
becomes.” “Two very severe spells yester-
day, with apparent loss of life.” Diagnosis:
Thymic asthma, confirmed by X-ray. Three
successive weekly applications with disappear-
ance of symptoms.

CASE 12.

Ag'e 4 months. Heavy breathing since
birth. Marked snorting and crowing respira-
tory sound. Total white 7,256^ small 63,*

large 6, neutrophiles 31. Two exposures one
week apart, since then absence of symptoms.
Diagnosis: Thymic asthma.

CASE 13.

3 days old. Referred by Dr. S. M. D. Cark.
Peculiar breathing. Seems to choke on
liquids. Pale color. Bluish lips. Diagnosis:
Thymic Asthma, confirmed by X-ray expos-
ure. Two applications. Family moved away
from New Orleans and have lost trace of
them.

CASE 14.

5 years old. Mentally backward. Breathes
with great difficulty. Retraction of the chest
both below and above sternum. General peri-
pheral adenopathy. Enlargement of the
spleen. Flabby underweight. Total white
count 5,000, neutrophile 55, small 39, large

6, percussion positive. Diagnosis: Thymico-
lymphaticus. Parents would not submit to
further treatment and patient was taken back
to his domicile. X-ray confirmed diagnosis.

CASE 15.

2 years of age. Has had difficulty in

breathing since birth. General adenopathy.
Enlargement of spleen. Retraction of upper
and lower chest on inspiration. Diagnosis;
Status lymp'haticus. Confirmed by X-ray.
Two exposures with marked improvement.

CASE 16.

Referred by Dr. Lucius McGhee. 10
months of age. History of frequent convul-
sions, increasing in number and duration. As-
sociated rickets, flabby, mentally and physi-
cally backwards. Wasserman negative
Hemoglobin 55%, total white count 5,500„
small 44, large 11, neutrophiles 45. Question-
able diagnosis of thymic asthma, substanti-
ated by X-ray. Parents refuse to remain in
order to have treatments continued.

CASE 17.

3 weeks of age. Referred by Dr. Randolph
Unsworth. Strangles with each feeding
almost since birth and has had frequent pecu-
liar fainting spells where the baby becomes
“perfectly white.” Diagnosis: Thymic
asthma. Corroborated by X-ray showing
marked enlargement to both sides of ster-
num. Three exposures, first two being one
week apart and the last being two weeks fol-
lowing the second. “Since then seems like a
new baby.”
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CASE 18.

2 days old. Feeble, crowing cry. Very
pale. Appears lifeless. Diagnosis: Thymic
asthma. X-ray applications 5th, 14th, 26th
and 60th day respectively with a marked re-

duction in the size of the gland and absence
of symptoms mentioned.

CASE 19.

7 months old. “Spells and convulsions.”
First once a week, now daily. In the way of

elimination, the thymus was considered, but
no positive diagnosis was made. X-ray bore
out the possibility and four treatments were
given with no improvement. Wasserman of
father positive, mother negative, child nega-
tive. After seven months of treatment,
iodides and mercurial inunctions, convulsions
have decreased in every way. No conclusions,

however, could be made as it would be diffi-

cult to state whether the mixed treatment or

X-ray was responsible for the improvement.
However, this case was apparently one involv-

ing more than the thymus gland alone.

CASE 20.

Referred by Dr. H. Gates. 1 year old.

Splotchy skin, frequent urticarial eruptions,
crowing sound on inspiration. Blue lips off
and on. Total white count 14,500, small 34,
large 5, neutrophiles 60, eosinophiles 1. Two
exposures, one week apart, marked improve-
ment. Diagnosis: Thymic asthma confirmed
by X-ray.

CASE 21.

Age 1 month. Grandfather positive Was-
serman, father questionably positive. Baby
has been blue all over off and on since birth.

Diagnosis: Thymic asthma confirmed by
X-ray.

CASE 22.

11 years. Was admitted to Touro Infirm-
ary for intestinal upset. One Sunday after-
noon suddenly become very pale and died im-
mediately. His mother, sister and self had
all slight deformities of the hand and he had
a rather marked general exostosis. A post
mortem was held and revealed a tremendous
thymus. No suspicion of thymic disturbance
had been made for there had been no signifi-
cant signs or symptoms of the clinical syn-
dromes mentioned in this paper.

CASE 23.

6 months. Gets “black and blue every
time she cries.” “Becoming more noticeable
the older she gets.” Suspicion of thymic
asthma corroborated by X-ray. Three weekly
applications—symptoms cleared.

This series of 23 eases includes 13
males and 10 females

;
ages range from

two days to eleven years, inclusive.

Eight cases under 1 mo., five cases 1-6

mos., six cases 6-12 mos., three cases
1-5 yrs, and one case 11 1-2 yrs. Eighty-
three (83) per cent under 1 year of age.

Significa nt Sym ptoms:

Cyanosis, continuous or intermittent;
dyspnoea, with marked respiratory
stridor, associated with cyanosis, tem-
per spells, fainting spells, and the gen-
eral objective symptoms usually associ-

ated with thymicolymphaticus such as

general adenopathy, large spleen, etc.

Nineteen (19) positive and two (2)
questionable thymi were diagnosed
prior to X-ray substantiation.

Treatment:

(1) X-ray. (2) Radium. (3) Com-
bination of X-ray and radium. (4)

Medicinal, and (5) Surgical.

X-ray—Of this series of 23 cases, 20

received Roentgen irradiations, 1 re-

ceived a combination of Roentgen irra-

diations and radium and 1 received

radium alone, 1 did not receive any
treatment whatsoever.
The Roentgen irradiations were

given at various intervals ranging from
two to three days up to a period of

seven to fourteen days—and in a few
instances, monthly. Exposures made
from two to three minutes up to ten to

fifteen minutes. In all of these cases

improvement seemed to follow the ap-

plication of the Roentgen irradiations,

except in the one case previously men-
tioned.

As the thymus is very sensitive to

X-ray, and inasmuch as X-ray expos-

ure has proved harmless whether in

normal or abnormal individuals, this

seems to be the treatment of choice.

Conclusions.

1. Artificial involution of the thy-

mus follows Roentgen irradiation.

2. X-ray therapy should be used in

all cases whether mild or urgent.
3. Cases with marked symptoms

should receive repeated massive doses.

4. As regeneration of the gland is

to be expected, the condition should be

watched very closely from time to time

by an occasional X-ray.
5. Mental retardment and physical

development that warrant the consid-

eration of the thymus gland as a prob-

able factor should receive X ray treat-

ment even though the X-ray picture is

negative.

6. As a precautionary measure, or

preoperative treatment, the so-called

lymphatic type of children should be
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given X-ray therapy to enable them to

withstand inter-current disease or

anesthetic.

7. Preoperative exposure of older

children whether it is suspicious of en-

larged thymus or where there has been

a history of enlarged thymus in the

past.

8. Routine preoperative X-ray
treatments of hyperthyroidism in chil-

dren though most uncommon, should be

resorted to in case surgical interven-

tion is necessary (
23Lange modified.)

9. The therapeutic tests with X-ray
are always permissible (

24Friedlander

reported series of over 100 cases of

which only four were unsuccessful,

using the technique outlined as follows

:

“A Coolidge tube, backing up a nine

and one-half inch spark, was employed.

The rays were filtered through 4 mm.
of aluminum and a piece of thick

leather. The target skin distance was
approximately nine inches. The rou-

tine exposure was twenty-five milliam-

pere-minutes. In mild cases a single

dose given over the anterior surface of

the chest proved sufficient. In more
urgent cases fifty milliampere-minutes

were administered at the first treat-

ment, twenty-five anteriorly and
twenty-five posteriorly. During the

treatment the child was kept quiet by
four sandbags, one placed across each

arm and one across each leg. The in-

terval between treatments was usually

one week unless the urgency of the

symptoms suggested more frequent ap-

plications.” It has been demonstrated
in rabbits that four exposures on suc-

cessive days give greater degree of fil-

rosis than fifteen exposures over five

weeks.
X-Ray.

(1) Decreases the size of thymus

—

with disappearance of the cough,

the stridor and the asthma.

(2) In status thymicolymphaticus—the

lymph nodes recede appreciably.

(3) There is stimulation of the

patients’ mental and physical

growth.
; (4) Lymphogrosis rapidly disappear.

Radium.

Inasmuch as the writer has had only

two cases, one partially treated with
radium, and the other treated with ra-

dium alone this does not warrant de-
ductions. However, this case received
one treatment, and three months later

a second X-ray showed a marked
shrinkage of the thymus.

25Brayton and Heublein have report-
ed series of 34 cases of enlarged thymus
treated with radium with a prompt dis-

appearance of all symptoms. Their
technique is as follows

:

‘TOO milligrams of radium element, still in

its 0.3 millimeter silver capsule, is wrapped
in sufficient gauze so that when strapped to
the chest by a strip of adhesive, it will lie

half an inch from the skin surface. Four
marks are made in the form of a rectangle
over the thymic area, and the nurse is in-

structed to allow the package to remain two
hours over each mark. This makes a total
exposure of 800 milligram-hours. From the
moment a diagnosis is made, the child’s head
should be kept in a flexed position, thus less-

ening the severity of the asthma and the pos-
sibility of sudden death.”

In very serious cases which are diag-
nosed within a few days after birth,
several cyanotic attacks occurring each
hour, radium would be the method of
choice.

Combination.

Some authorities have advocated the
use of both means, namely, radium and
X-ray, but as we have no sufficient de-

ductions to warrant it would seem inad-
visable at this time to encourage this

method of treatment.

Medicinal.

As most of these thymic infants and
children are below par and show to a
certain extent a secondary anemia and
lack of muscle development, various ar-

senic preparations administered either

in the form of arsacetin or sodium caco-

dylate intramuscularly have had dis-

tinct effect on the blood picture as well

as the improvement of the patient’s

general condition. Iron in various
forms, particularly iron citrate hypo-
dermatically has also been suggested
with good results.

Surgical.

It is generally conceded that the sur-

gical removal of this gland is not fol-

lowed by very gratifying results, and
while patients apparently improve, the

possibility of infection at site of opera-

tion renders this surgical intervention

extremely dangerous. Even 2601ivier



276 Bloom—Thymus Gland

and Veau whose success with thymec-

tomy has been most brilliant, latterly

advocate the use of the X-ray by pre-

ference.

General Conclusion.

(1) Study your patient and make your

diagnosis.

(2) When in doubt give X-ray irradia-

tions.

(3) X-ray is the method of choice

—

massive frequent doses are advo-

cated.

(4) Remember your responsibility to

your surgical cases.
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DISCUSSION.

Dr. Leon J. Menville (New Orleans) : There
are several things concerning the subject
matter of Dr. Bloom’s paper that are of great
interest to me as a Roentgenologist. What
has the Roentgenologist to use as a standard
of a normal thymus? We know that in the
examination of the heart by means of the

X-rays, we use a standard of distance, com'
sideration of the build, weight and age of the
individual. In this manner we are able to:

arrive at a correct measurement of a normal
heart. I hope to do some experimental work
upon the normal thymus, taking in consid-

eration the above mentioned factors. To de-)

termine positively whether a thymus gland is

enlarged we must know the size of the nor-

mal. Of course a markedly enlarged thymus
is easily shown with the X-ray, but the borde-
line cases deserve more consideration.

In the treatment of an enlarged thymus
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with either the X-rays or radium, the thy-

roid is also receiving' a certain amount of

radiation—realizing that improper radiation

of the thyroid gland is productive of much
harm—is it not possible that too great a radi-

ation over the thymus (especially using very

intensive dosages), may ultimately produce
disturbances of the metabolism of the indi-

vidual? We do not know the exact physi-

ology of the thymus gland at this time, and
for this reason I believe that intense radia-

tion should only be administered in those cases

where the thymus is so enlarged that the

toxicity of its secretions so manifest itself

upon the patient that life becomes in danger.
Small fractional doses over a long period of

time, with careful watching of the patient by
the physician in charge, would perhaps be of

more benefit to all concerned.
There is no difference in the biological

effect upon tissue using’ either radium or

X-rays. We are utilizing in both instances
the gamma rays. I prefer using radium to

the X-rays in treating enlarged thymus, for
the reason that radium can be applied and
made to remain permanently in one position,

whereas, treating a fretful baby with the
X-rays, he is apt to shift around and make
the treatment difficult and dangerous. With
radium applied skilfully the thyroid gland will

receive less radiation than with the use of
the X-rays.

Examination will show that the bulk of the
meal is well forward and what we see, is

only a remnant of the meal in the haustration,
on account of its slow progress at this point.

I agree with Dr. Barrow that we can some-
time make a diagnosis of diverticulitis with
an injested meal, but I wash to impress the
point that the method of preference, the .one

that is used more generally, is the barium
enema examination.

Dr. Homer Dupuy (New Orleans) : I wish
to speak of dyspnea as a diagnostic symptom
in thymic disturbances. In the absence of
X-ray evidence, how can we suspect thymic
enlargement? The dyspneic picture is typi-
cally expressed by the inspiratory stridor. An
infant with inspiratory stridor, without
marked rise of temperature, should be sus-
pected of thymic enlargement. The only
thing you might confuse with this would be
congenital adenoids, or laryngeal diphtheria.
We exclude laryngeal diphtheria immediately
by the perfect voice present. In the pres-
ence of adenoids at birth or a few months
after, the picture is very different. The child
is a sniffling child. There is no inspiratory
stridor. So when you eliminate laryngeal
diphtheria, and the sniffling being' absent,
even without the aid of the X-ray to show
thymic enlargement, inspiratory stridor
should point strongly to the thymus.
A foreign body might be thought of, but,

of course, in the infant that is rare. Again
the history of the patient, the high tempera-
ture usually present with foreign body in the
bronchial tract would help in differentiating.

So here is the point—with inspiratory stri-
dor, marked dyspnea, with absence of sniffles
and absence of voice disturbance, suspect thy-
mic enlargement.

Dr. E. C. Samuel (New Orleans) : I have

had the pleasure of seeing a number of these
cases of Dr. Bloom, and I think we can safely
say that since we have been doing X-ray
therapy that we have treated probably 150
cases of enlarged thymus and the allied con-
ditions caused by it.

Dr. Menville spoke of establishing what we
mean by a normal thymus. I think we have
pretty permanently established that in our
work at Touro, due to the service of Dr.
DeBuys in radiographing the babies within
twenty-four hours after they are born, and I

think we have about arrived at what we can
call a normal and an abnormal thymus . I do
not mean to make that statement didactic.

I certainly believe that Dr. Menville is cor-
rect in trying to persuade you not to give the
large dosage that has been recommended. I

have always been an advocate of the frac-
tional dosage in thymus disease, and I am
sure that our results have proven this by the
experience of both Dr. Bloom and Dr.
DeBuys. They use an average of about 1 1-2
minims, and that is repeated at the end of
ten or fifteen days, depending upon the
patient’s general condition. We tried at first

giving five or six minims with adequate fil-

tration, and we produced just the thing we
were trying to eliminate. So by cutting down
the dosage and giving it at intervals we have
practically eliminated this condition.

In regard to radium versus X-ray, we have
practically abandoned the use of radium, for
the reason that you are able to keep your
patient a much shorter time in your depart-
ment, and we think the results are practically
the same. We can see no difference at all.

We can use radium, as Dr. Menville and Dr.
Bloom have said, but it is usually in position
at least six hours over the area. Whether
you have them at home, or in a hospital or
institute, it makes no difference, the child
must stay put for at least six hours. With
X-ray therapy that is not the case. You only
have these children for one and a half or two
minutes every ten or fifteen days.

In regard to the effect of the X-ray on the
thyroid in the treatment of thymus condi-
tions, we have practically eliminated this

feature by using a small cone directly over
the thyroid, anteriorly and posteriorly, and
allowing the assistant to hold the legs and
arms in the straight-out position, and just
radiating over this region.

Dr. L. R. DeBuys (New (Means) : The
glands of internal secretion liberate certain
products which are called harmones. The
functions of these glands may be increased,
normal or diminished. There is an intimate
relation between the functions of these vari-
ous glands. Occasionally we see disturbances
in the correlation of these different functions.
These glands function differently at the vari-
ous periods of life as for example, at birth,
during infancy, at the period of second den-
tition, at puberty, and also during adoles-
cence. We pediatricians should have some
normal standards to go by before using any
destructive agent which might permanently
impair the internal secretion of any one of
these glands.
A few years ago we began to study the

shadows in the thorax of the newly born, so
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as to ascertain what the normal and what the

abnormal shadows are. This observation now
includes nearly 200. Every baby born in the

newly born service in Touro Infirmary is

radiographed within twenty-four hours after

birth. As many as possible of these cases are

observed at six months, and we have some at

one year, so as to see what is taking place in

the thorax with the different types of shad-
ows that we find. It would take too long to

go into the study now, but the results as I

presented them last year before the Congress
of Physicians and Surg’eons in Washington
with regard to the shadows of the thymus
were as follows:

1. There is no constant relation between
the heart shadow and the shadow of the thy-

mus.
2. The shadow of the thymus is not ne-

cessarily influenced by the position of the
heart.

3. The shadow of the thymus varies in its

size and position independent of the heart
shadow and with no relation to the size of
the infant.

4. These variations in the shadows of the
heart and the thymus can exist without clini-

cal manifestations of disease.
In our study we have shown that the thy-

mus can be large at birth with no clinical

symptoms. We have followed these cases to
six months and later and have seen no symp-
toms develop. We have seen some cases at
the different ages with enlarged thymic
shadows without symptoms, just as we have
seen some cases with enlarged thymic shad-
ows with symptoms, and we have seen some
cases with very small shadows, and very
marked symptoms. It would seem then that
we should not subject these cases to treat-
ment except when we find clinical symptoms
of disturbed function.

With regard to the treatment in our ex-
perience surgery plays no part. The only
results we get are from the use of the X-ray
and radium, preferably the X-ray in my ex-
perience. One word with regard to the treat-
ment—there may be a slight reaction shown
by a slight increase in the symptoms follow-
ing the application of the therapeutic agent.

Dr. R. E. De La Houssaye (New Orleans)

:

I would like to say a few words relative to
the diagnosis of thymic conditions. When an
enlarged thymus is suspected and an X-ray
report comes back “enlarged thymus” do not
rest so secure in your diagnosis. I saw over
one hundred babies autopsied dying from
various causes and routine X-ray pictures
were made of the thymus in each case. Many
pictures that showed large thymic shadows
weighed only 5 to 8 grams. The lateral
dimensions were present, but the majority
with large thymic shadows presented no clini-
cal symptoms.

The thymus diminishes in size during the
first year, this is perfectly normal. When
you are using X-ray therapy and the thymus
appears smaller with cessation of the symp-
toms that first gave the impression of a thy-
mic condition you are again confident of your
diagnosis. I want to suggest that we study
these cases very carefully eliminating such
as cerebral haemorrhage, laryngeal malforma-

tions and obstructions, food allegies, etc., and
not be led astray by an X-ray picture.

Dr. C. J. Bloom (New Orleans), In closing

discussion: Regarding Dr. Menville’s discus-

sion concerning the relation between the thy-

mus and the thyroid, additional information
on this subject can be given. Personally the
speaker believes that an over-application of
radium or X-ray irradiation of the thymus
might produce a disturbance of the thyroid,
because we know that many children who
have succumbed to thymic disease have re-

vealed at post-mortem small parts of the thy-
roid gland associated with the enlarged thy-
mus.

Frequent application of the X-ray over a
short period of time versus X-ray irradiation
over a long' period of time, experimentally
favors the former. Atrophy of thymus in

rabbits subjected to daily irradiation covering
a period of four or five successive days on
one hand, have been much more marked than
irradiation given once a week for a period of
fifteen weeks. I believe that this is equally
true in the treatment of children.

One word in behalf of what Dr. Menville
has said—the treatments as instituted in the
past, in this series of twenty-three cases, has
been very successful—there being only one
death and this case was not diagnosed anti-

mortem.
Regarding Dr. Samuel’s discussion, I can-

not agree with him that he can make an X-ray
of the chest in twenty-four to forty-
eight hours after the birth of the child and
determine whether or not the thymus is nor-
mal. Pathologists have not been able to de-
termine what the normal thymus is in size,

and it would seem even more difficult for the
radiologist to make such a deduction. The
statistics given in the body of my paper surely
speak of the difference in the mean weights
of thymi obtained in post-mortems. In other
words we have contradicting figures, and
nothing so far as actual weight is concerned.
We also have to consider the fact that a

misinterpretation might be made of the
shadow at the base of the heart at such a
time because frequently the auricles are tem-
porarily dilated, due to the previous foetal
circulation and would require a good many
days before the base of the heart has com-
pensated for its new life.

NON-SPECIFIC URETHRITIS.*

By W. A. Reed, M.D.,

New Orleans.

Non-specific Urethritis may be de-

fined as an inflammation of the Ure-

thra, in part or whole, not due to the

presence of the Gonococcus. Although
the great majority of all cases of Ure-

thritis are the direct result of the speci-

fic action of the toxins produced and
liberated by the diplococcus of Neisser,

*Read Before the Louisiana State Medical Society,

on April 24-26, 1923.
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there still remains a sufficiently large
number of cases not resulting from this

infection to justify calling them to our
attention and discussion.

It is at times no easy matter to form
a clear cut line of distinction between
that type of case which is one of frank
non-specific origin and those in whom
a Urethritis would probably have never
occurred were it not for the presence
of more or less permanent changes
wrought in the tissues of the lower gen-
ital tract by gonorrheal infection at a
previous date, with a consequent lower-
ing of resistance, permitting organisms
which under ordinary conditions (are

harmless to become pathogenic.
True non-gonorrheal Urethritis has

been divided by Pederson, Spittell and
others into two types; 1, bacterial and
2, non-bacterial. Complete absence of
bacteria from urethral discharges, re-

gardless of the etiological factor, is not
common, as shown in the study of fifty-

eight of the cases included in this arti-

cle. In only eight cases was there
found to be a complete absence of or-
ganisms, and it is more than probable
that a number of the apparently non-
bacterial cases would have shown the
presence of organisms had it been pos-
sible to continue examination of smears
of the discharge. Nor is it reasonable
to expect a large number of absolutely
non-bacterial urethral discharges when
one remembers that normal urethras
harbour from fifteen to thirty different
strains of bacteria in twenty percent
of cases” (Irving S. Koll.)

Generally speaking, one may consid-
er as non-bacterial those cases of Ure-
thritis resulting from excessive mas-
turbation or prolonged sexual excite-
ment, the use of strong prophylactic in-
jections, careless urethral instrumenta-
tion, irritation from the passage of
urine laden with crystals of oxalates,
phosphates or urates, or containing
large quantities of chemical irritants
such as alcohol, turpentine or the iodi-
des.

In those cases of Urethritis classified
as bacterial, one is usually able to elicit

the history of a recent intercourse with
a woman near to or during the men-
strual period, or one suffering from a
leukorrheal discharge, demonstrate the
presence of intra-urethral chancres or

chancroids, find a long redundant pre-
puce with retained secretions, or ob-
tain a history of the recent use of an
unclean urethral instrument. At other
times it is found associated with in-

fection higher up in the genital tract,

acute intestinal disturbances, as well as
pronounced intestinal stasis, and even
during some of the acute infectious dis-

eases, especially Typhoid Fever.
It is in the above group that one may

properly add a certain number of
selected cases of Urethritis in which
almost every kind of organism, except
the Gonococcus, can at times be found,
and in whom the urethra, because of a
previous specific infection, no longer
possesses the necessary resistance to

withstand the attacks of ever present
and ordinarily harmless organisms.

These are the cases which we gener-
ally classify as Chronic Urethritis, and
which are truly non-specific, inasmuch
as the Gonococcus has long since de-

parted. The persistence of the symp-
toms and the frequency of relapses are
often very distressing to us as well as

the patient, and it is only after tireless

efforts that these individuals are
brought to a symptomatic cure. The
symptoms usually appear in these cases

of non-bacterial Urethritis, following
an incubation period of a few hours or
days, in the form of a mucoid or muco-
purulent discharge, a very little red-
dening of the Urethral Meatus, at times
a slight burning on urination, and a hazy
or faintly cloudy first glass of urine,

the second glass usually remaining
clear. Recovery occurs rapidly, as a
rule, following the removal of the cause,

the abstinence from all forms of sexual
excitement, and the ingestion of large
quantities of fluids, or at most, the ad-
ministration of one of the various urin-

ary sedatives. Local treatment is rare-

ly necessary.
The symptoms observed in cases of

bacterial origin may be mild, moderate,
or severe. At times they are so mild
as to be scarcely observed by the indi-

vidual, there being only a slight semi-
purulent discharge, little or no burning
on urination, no frequency, and show-
ing only a slightly turbid first glass of
urine. On the other hand, one not in-

frequently sees cases in whom either

the virulence of the invading organisms
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is severe or the resistance of the host is

impaired, permitting an extension of

the infection to the posterior urethra
and bladder, and even to the prostate,

vesicles and epididymes, associated
with all the distress of such complica-
tions. However, it is extremely rare to

observe the profuse urethral discharg-
es, the excruciatingly painful straining,

frequent urination, the marked edema
of the parts, lymphangitis and even
adenitis that are at times associated

with a Urethritis of gonorrheal origin-

Treatment should be begun at once
and should be as mild and simple as

possible. First the patient must be
impressed with the necessity of avoid-

ing sexual stimulation in any form, and
that proper diet, physical rest, and
maintenance of active kidney and bowel
functions are of extreme importance.
Supplementing this by the oral admin-
istration of hexamethylenamine, one of

the essential oils or at times the alka-

lies, is frequently all that is required to

secure a rapid recovery. However, it is

usually necessary to institute some
form of local treatment before the de-

sired results can be obtained. At this

point permit me to lay emphasis on the
value of mildness in whatever form of

local treatment you prefer to use. As a
rule, Permanganate of Potash, Protar-
gol, Zinc and Silver in its various forms
are among the drugs selected for use
within the Urethra. They are all good
when used in suitable dilutions. It is

far better to err on the side of too weak
solutions than on the other. There is

nothing that will keep these cases from
getting well so much as the use within
the urethra of high powered cauteriz-

ing injections. In the treatment of Gon-
orrheal Urethritis, it is rarely possible

to annihilate an infection once estab-

lished sufficiently to produce symptoms
evident to the patient with one or a
few powerful injections. This rule is

even more applicable to cases of non-
specific bacterial Urethritis. In those
cases in which the infection becomes
posterior, it will often be necessary to

use through and through irrigations in-

to the bladder. Personally I prefer to

stand by the time-proven drug,—per-
manganate of potash,—judiciously com-
bining its use with very weak solutions

of silver nitrate given anteriorly, post-

eriorly, or both, as the case may need.
Many of the newer preparations, such
as Acriflavine and Mercurochrome are
also very efficacious, but in my hands
they have proven no more so than the
older well recognized forms of treatment
which are certainly less expensive and
less liable to deterioration. In the more
severe cases of this type it may be nec-

essary to clean them up, so to speak,

by more or less massage of the prostate
and seminal vesicles, using sounds or

dilators in the urethra to stimulate ab-

sorption of soft infiltrations and the

healing of infected follicles. Fortunate-
ly such changes in the urethra are not

nearly so prevalent as in severe uri-

thritis of gonorrheal origin. Perma-
nent recovery is the rule.

Now permit me to turn to those cases

of non-specific bacterial urethritis,

whose existence depends upon the pres-

ence of more or less severe tissue

changes brought about by a true gonor-
rhea at some time in the past. Having
once battled with the vast and mighty
army of the gonococcus, the barriers

and fortifications are never just so

strong again and the urethra long re-

mains a prey to the sporadic attacks of

the vanguard of the main army, the

non-specific organism.
These are the cases that try our pa-

tience and tax our patients and unfor-
tunately comprise no small percentage
of our clientele. Let us consider such

a case coming to us, complaining of a

persistent sticking together of the lips

of the urethral meatus, frequent slight

discharges of mucopus, occasional burn-

ing on urination and no little mental
anxiety over his condition. It is our

first duty to thoroughly satisfy oursel-

ves that there are no gonococci still

present in the urethra by repeated ex-

amination of urethral smears, remem-
bering that staphylococci which nor-

mally inhabit the urethra will under

certain conditions change their stain-

ing characteristics and become gram-

negative, thus serving as a source of

serious confusion to one not thoroughly

experienced in the identification of the

gonococcus. The micrococcus catari’hal-

is at times invades the urethra and may
necessitate the use of cultural methods

to distinguish it from the gonococcus.
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Next, learn as much as possible re-

garding the probable location of the

lesion by study of the voided urine,

using the two, three or five glass tests.

As a routine practice, the two or three

glass tests are sufficient and very re-

liable. By this means we can to a

degree judge whether they are con-

fined entirely to the anterior or the
posterior urethra, or both, or to the
prostate and seminal vesicles.

Now examine by means of the finger

in the rectum the prostrate and seminal
vesicles, noting their size, shape, con-

sistency, whether sensitive to the

touch, and lastly, massage them to ob-

tain secretion for further examination.
Where the voided urine is laden with
pus it is always preferable to irrigate

the urethra before expressing the pros-

tatic and vesicular secretions to avoid
their becoming contaminated with pus
on their passage out through the

urethra. This secretion should at once

be centrifuged by the Johns method
and any pus found present examined
in stained preparation for organisms.

Next, attention should be turned to

the urethra proper, and a search made
for strictures of large or small calibre,

follicles, and periurethral infiltra-

tions, by means of olives, the Otis

urethrometer and palpation of the
urethral wall over the largest sound
that the urethra will admit. Finding
no strictures, palpable follicles or
periurethral infiltrations present,
there remains one more means of clear-

ing up the diagnosis, namely, inspec-
tion of the interior of the urethra
through the urethroscope. Not only is

its use practicable in examining and
treating lesions in the anterior
urethra, but in the posterior urethra
as well- While only a small proportion
of cases necessitate the use of this in-

strument to establish a diagnosis and
bring about a cure, there still are
enough to well compensate one for the
time required to become proficient in

manipulating the instrument and re-

cognizing the lesions. The principal
lesions to be found in the anterior
urethra are those involving the glands
of Littre and lacunae of Morgagni and
are mostly seen on the roof of the
urethra and usually in the first two or
three inches back of the fossi navicu-

laris. Normally these structures are
scarcely visible to the naxed eye, but
under conditions of chronic inflamma-
tion, are readily discernable through
the urethroscope, with their red-rim-
med mouths pouting upwards and
filled with a glazy mucopurulent secre-

tion. It is extremely pleasing to note
the results that are at times obtained
by the cauterization and destruction of

these foci by means of strong solutions

of silver nitrate or even pure carbolic

acid applied through the urethroscope.
Similar and satisfactory results have
been for* years and still are being se-

cured by regular urethral dilatation,

either by sounds or some of the special

dilators, although perhaps a trifle less

rapidly. Still it is a considerable
source of personal satisfaction to see

the actual lesion and observe its im-
provement during treatment.

Before bringing this article to a
conclusion, I wish to present to you the
general deductions drawn from a study
of 141 cases of non-specific bacterial

urethritis seen and handled in private
practice and in whom the gonococcus
could not be demonstrated by any of
the usual laboratory methods. Of
these, 63 cases were studied in detail

and the following figures tabulated:

1. Twenty-eight had never had a gonorrheal
urethritis.

2. Thirty-five had suffered with gonorrhea an
average of seven years previously.

3. The average duration of the symptoms on
applying for treatment in 53 of the cases
was eight weeks. Of course in some the
condition had existed only a few days.

4. Ten cases admitted that they had suf-
fered with some form of urethritis “at in-

tervals” for a long time; one as long as
15 years.

The predisposing and etiological fac-
tors were determined as far as possible
with the following conclusions

:

1. Eight cases were definitely proven to be
the result of strong urethral prophylactic

injections.

2. Seven followed sexual excesses.

3. Three resulted from infection from secre-

tions retained under long foreskins.

4. One was due to the presence of an intra-

urethral chran'croid.

5. In ten, urethral bands and strictures were
demonstrated.

6. One case was associated with an acute in-

testinal disturbance.
7. One resulted from excessive masturbation.
8. And in the balance of the cases the pre-

disposing factor could not be determined
with any degree of certainty.
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The main symptoms complained of

by these cases included shreddy urine,

a frequent or permanent morning drop,

slight urethral discharges following the

least provocation, and in some, fre-

quency and burning of urination.

One or more urethral smears were
made in all but five of the 63 cases, and
in only eight were bacteria unable to be
demonstrated. The balance showed B.

Coli, staphylococci, pseudodiphthroids,
pneumococci, and streptococci in a few
or large numbers.

Pus was found present in secretion

expressed from the prostate and vesi-

cles in 47 of the cases, nine were found
free of pus, and seven were not exam-
ined.

The vesicles were not palpable to the

finger in 47 cases, seven seemed patho-
logically enlarged and nine were not ex-

amined.

In 29 cases sounds of large size were
passed and no follicles or periurethral

infiltrations could be palpated.

Six cases wrere examined through the
urethroscope and pathological changes
in the glandular structures of the
urethra demonstrated. It is very prob-
able that similar changes would have
been found in more of the cases had
they been subjected to urethroscopy-

Treatment of these cases extended
over periods from two days to nine
months. The average time being one
month.

The results of treatment were 35
cured, 23 greatly improved at the last

date of observation, and 5 remaining
unchanged.

The remaining 78 of the 141 cases
were composed of individuals also suf-

fering from non-specific urethritis, but
in whom gonorrheal urethritis had oc-

curred at a more recent date, and were
therefore eliminated from the other
group.

In conclusion, permit me to admit
that there are a certain small number of
chronic urethrites that seem to be abso-
lutely resistant to all forms of treat-

ment. Nevertheless, by careful, patient
attention and the use of every avail-

able means at our command we are able
to bring joy to many an individual who
has long despaired of ever being cured.

DISCUSSION.

Dr. H. W. E. Walther (New Orleans)

:

There are two points I would like to add to

Dr. Reed’s valuable contribution. The first

relates to diagnosis. We cannot emphasize
too strongly the necessity, the imperative
necessity, of employing the Gram stain in all

urethral discharges, to the contrary not-
withstanding the teaching of some men in

our own community that by a simple methy-
lene blue stain or any single stain employed
they can differentiate the gonococcus from
other organisms. This has been impressed
upon me very forcibly in our clinic work. Of
course the Gram stain is not absolutely in-

fallible. But we cannot employ a cultural
method in all cases. We should stick to the
Gram stain and not try to replace it by some
short-cut method that is not accurate in its

findings. The Gram stain is not complicated,
any man can do it in two or three minutes,
and it gives you information that will be very
enlightening when you think you are dealing
with a Neisserian urethritis and you find the
opposite to be true.

The other point relates to equipment. It

is certainly surprising to see cases that have
been to some physicians and find the kind of

syringe they are using. In this modern day
it is inexcusable to use the old black rubber
piston type of syringe. Your patient does
more damage with this type of syringe than
he does good. The piston either works so

loosely that the solution backfires through it

and leaks out, or it works so tightly that it

will not start at the beginning and when it

does start nothing stops it. The trauma pro-

duced is worse than no treatment at all. The
glass barrel of Becton, Dickinson & Co., with
a rubber bulb attached, of two-dram capacity,
is the only satisfactory syringe to use. It

seems elementary to present this point, but 1

consider it one of the most important in the
handling' of cases by self-treatment (some-
thing’ I do not approve of, but when it must be

done the patient should be given the best

type of syringe for the purpose). This
syringe costs no more than any other, and is

infinitely more satisfactory. It has been on
the market for ten years, and we should see

that the druggists abandon the other kind.
About eight years ago, in the Journal of

the American Medical Association, I de-

scribed a new metal urethral clamp. We know
that meditation to the urethra should be pro-

longed rather than simply to put the fluid in

and allow it to run out immediately; but the

patient’s fingers g'et cramped in trying to

hold the meatus. I therefore devised a clamp
with serrated blades which prevent it slipping

and obviates one point that is very objection-
able. This is put on the lips of the meatus,
and with the patient lying in bed or on a

treatment table this clamp can be applied at

the tip of the meatus and the solution can be
held in for ten or fifteen minutes.
My experience with non-specific urethritis

has not been as large as that of Dr. Reed. It

certainly brings home the fact that we cannot
sit at our desks and simply turn to the patient
and say “you have gonorrhoea’’ without going
further.
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Dr. M. H. Foster (Alexandria) : I had con-

sidered the Gram stain was sufficiently estab-

lished as the means of diagnosis of the gono-
coccus. Always looking for the simplest

thing, I have tried to make diagnosis by other
stains, but I consider the Gram stain is the

one we should employ.
The matter of the right kind of syringe in

treating anterior urethritis I consider of much
importance, as Dr. Walther has said. When I

came out of the army I began to write pre-
scriptions when injections were indicated, and
I asked the patient to return both the drug
and the syringe to me after the prescription
had been filled, and in every instance some
other type of syringe had been given him.
When I took the prescription back to the
druggist and accused him of substituting
something else, I found that the drug’gists

were not keeping pace with the improvements
in this line, and were not equipped with these
syringes such as Dr. Walther has described;
but now they have them.

In regard to the cause of non-specific
urethritis, Kidd of London has mentioned the
type arising from focal infection, and when
he makes a statement it is always backed up
by case records and laboratory findings. There
is also the type mentioned by Dr. Reed, from
bacteria indwelling in the methral cavity.
And we cannot overlook the fact that there
are types of non-specific urethritis which are
produced by intra-meatal infiltration. In
these cases always satisfy yourself that there
is not an intra-meatal chancre. The important
class is that produced as the result of indura-
tion along the urethral canal following
gonococcus infection. A very important type
will be found resulting' from stricture of the
canal.

Recently a man came to my office stating
that he had been treated for two years and
in two months had received twenty shots of
vaccine. That can only be excused by the
fact that the man did not know how to prop-
erly treat urethritis. If he had been equipped
he would have found the stricture of the pos-
terior urethra. But he was trying to treat
this condition in an inadequate way.

Dr. F. M. Johns (New Orleans) : I am glad
Dr. Walther is so enthusiastic about the Gram
stain. I believe the Gram stain may be des-
ignated as the most difficult stain to make
correctly. When you remember that most of
the mistakes with Gram stain result in a
diagnosis of gonorrhoea, you can readily see
why so many cases are diagnosed as gonor-
rhoea. Since the advent of American dyes on
the market we instituted a special study of
the Gram stain and have completely revised
most of our formulas, and those who are in-
terested I will be glad to give the results of
our experiments. Suffice it to say that you
do have to make a considerable alteration in
your formula.
Another mistake we have found very preva-

lent is in the Gram iodine solution. Unless a
man is making Gram stains every day—--if

you make a Gram stain only every three or
four days or one a week you are not checking

up all the time and it is easy to let the bottle
stand on the shelf and the iodine escape. I

believe that this is the reason Dr. Reed states
that sometimes the staphylococcus shows
Gram negative. A good Gram stain with
plenty of free iodine will be a rich brown
color.

Dr. Paul J. Gelpi (New Orleans) :The instruc-

tive paper of Dr. Reed’s ought to impress
upon us certain points that I think should be
stressed. First of all, the frequency of non-
specific urethritis imposes the necessity of a
clear-cut differential diagnosis. The next
thing is the importance of curing these cases.

We have here a true inflammation, and if we
do not get them well and allow them to be-
come chronic, we have an infiltration of round
cells and formation of fibrous tissue, which
eventually means stricture.

Whereas simple urethral infections are not
as far reaching as Neisserian infection, the
above considerations make us realize that
serious results may ensue unless they are prop-
erly treated and cured.

Dr. Paul Michinard (New Orleans) : I do
not want to give you any means of treatment—I want to put a bug in your ear to help
you save thousands of homes. I have seen,
in an experience of thirty years, a number of
instances where I had to go in and play the
good priest in case of non-specific urethritis
in the female. Quite recently a man came to
me, a very jealous sort of fellow, and said,
“you are treating my wife.” “Yes.” “What
is the matter with her?” I said, ‘she has a
cystitis and I believe a urethritis.” He said,
“will you tell me the cause of it?” And I
replied, “I will.” It required eight days of in-
vestigation for me to find the cause of your
wife’s trouble, and she will get well without
any medicine, because my medicines have
failed to cure her.” I had sent the urine
around to Dr. Gomila, who found no gono-
cocci but staphylococci, but on looking
around for the cause of the staphylococci I

found some trouble with the teeth. Dr. Wahl
examined her teeth, and found five points of
infection. We had these teeth extracted, the
gums treated, and the patient got well in
seven days without any specific treatment.

I have seen a number of cases of non-
gonorrhoeal urethritis in the female. I have
also seen cases of the mild form of infection
in the male, contracted from the female, that
was entirely innocent on the part of the
female. Dr. Chassaignac referred a case of
that kind to me where the urethral discharge
together with staphylococci and streptococci
got into the male urethra and caused non-
gonorrhoeal urethritis. I mention that to you
so that if you do have a married male with
urethritis, or you do find a female with
urethritis, please do not be in a hurry to at-
tribute,. the cause to the gonococcus. The
same is true with that infernal idea that every
case of salpingitis is due to gonorrhoea. Many
a home has been destroyed by that idiotic
statement made years ago. I have recently
operated on four cases where the micro-
organism was the bacillus coli.
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X-RAY EXAMINATION OF THE
COLON BY MEANS OF THE

BARIUM ENEMA.*
By Leon J. Menville, M.D.,

New Orleans.

The X-ray plays a very important
part in the examination of the colon,

and a gastro-intestinal examination can
hardly be considered complete without
such an examination.

It is not the intention of the writer to

render a paper on technique and roent-

gen interpretation, but rather an at-

tempt to show the value of the barium
enema in the diagnosis of the colon.

Dr. W. J. Mayo, in the April, 1923,

number of the Journal of Surgery,
Gynecology and Obstetrics, says:

“Among all the additions to diagnostic

resources that have been made in this

generation, the roentgenograph is of the
first importance. The sense of sight in

this field has brought order out of con-

fusion and separated facts from fan-

cies.” The roentgenograph is especially

indicated in the examination of the
colon. The fact that we are able to

visualize the colon in its entirety by
means of the barium enema, makes this

examination very valuable; in addition

to the sense of sight which is of great
importance, we also utilize the sense of

touch to a decided advantage.

In the best clinics of this country the
barium enema examination of the colon
is a routine for nearly all abdominal
pains; at one of the great clinics an
average of over 15 colon examinations
is made with the X-ray each day, and I

have seen at this clinic many hundred
such examinations.

The colon should be entirely emptied
for a satisfactory examination, and the
patient is best prepared by taking 2
ounces of castor oil the night previous
to the examination, abstaining from the
evening meal, and the following morn-
ing, several enemas of clear water is

given until the water returns clear.

The enema with which the examina-
tion is made consists of 8 ounces of

barium sulphate, 16 ounces of mucilage
of acacia and adding 2 or 3 cans of un-
sweetened, evaporated milk so as to

make 50 to 60 fluid ounces.

Read Before the Louisiana State Medical Society,
April 24-26. 1923.

The normal colon will ordinarily hold
from 40 to 50 ounces of fluid enema,
depending upon its length and its mus-
cular tone; it can easily be made to fill

while the patient is upon his back, and it

is not necessary to use the awkward and
embarrasing knee chest position.

It is indeed interesting to observe the

entrance of the enema into the sigmoid
and on through the entire colon, and in

many instances beyond the ileo-caecal

valve into the ileum, pushing it way for-

ward distending the lumen of the colon

and bringing into prominence the entire

colon
;
the time required to fill the colon

with the enema is from 3 to 10 minutes.

The fluoroscopic examination is of the

first importance in this examination,
but plates should also be taken. It is

with the fluoroscope that we are able to

watch the progress of the enema
through the colon, observing any abnor-

malities, palpating for tumor with the

examiner’s hand at the site of pathol-

ogy. By palpation we are able to sep-

arate the hepatic flexure and by shift-

ing the patient from side to side the

splenic flexure. We can also demon-
strate the mobility of the caecum, as-

cending, transverse, and descending
colon, and sometime the sigmoid, all the

while examining the patient with the

fluoroscope.

The normal colon differs markedly
in the radiologic picture and it is of

importance that we recognize a normal
colon, otherwise the abnormal or patho-

logical would be troublesome to recog-

nize. Remembering that a normal colon

is closely fixed at the hepatic, splenic

flexure and at the rectum, the colon be-

tween these points is loose and assumes
various positions, in some instances the

transverse colon will be well down into

the pelvis and in another case higher

up, yet both are normal colons. In ab-

normal colons we sometimes find ptosis

of parts of the colon, the hepatic flexure

occasionally will be found low, but

rarely does the splenic flexure change

its position. Any part of the colon may
be displaced by extrinsic tumors, such

as those emanating from the kidneys,

liver, pancreas, spleen, uterus and ad-

nexa by bands of adhesions, by preg-

nancy and by psoas abscess. We also

find in abnormal colons, an increase in

length, the redundancy being usually
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most marked in the sigmoid and trans-

verse portions. This increase in length

is a relatively common finding in con-

stipation, but may also be found in cases

which function normally.

The barium enema is being used to

advantage in helping diagnose the fol-

lowing conditions

:

1. Cancer of the colon.

2. Deverticulitis of the colon.

3. Tuberculous colitis.

4. Chronic ulcerative colitis.

5. Polyposis of the colon.

6. Transposition.
7. Hirschprung’s disease.

8. Fistulae of colon.

Cancer of the Colon-

Cancer of the colon is diagnosed by
the X-ray enema in a very large per-

centage of cases. The filling defects

and a corresponding palpable mass are

of great value in making the diagnosis.

We should not forget that there are cer-

tain conditions, namely benign tumors,
polypi, syphilis, actinomycosis and
cicatrical stricture from ulcer, which
will produce filling defects, or a palpa-

ble mass. These lesions occur infre-

quently, and for this reason do not offer

any serious difficulties. In such cases,

however, it would be necessary to have
the clinical picture added to the roent-

gen examination.

Diverticulitis of the Colon.

The roentgen signs of diverticulitis of

the colon are in the majority of in-

stances characteristic and the barium
enema is of great importance in the
diagnosis of this condition. As nearly
all the diverticulae of the colon are false

ones, it may happen that we could over-

look a very small one, but on the whole
the percentage of correct diagnosis is

far greater than by any other method
of examination.

Tuberculosis of the Colon.

The distal segments of the colon are
seldom involved by tuberculosis. The
most frequent site of the colon to be in-

volved is the caecum and ascending
colon. Our attention, therefore, is di-

rected in particular to these two seg-

ments of the colon in our examination
for tuberculosis of the colon.

Carman says, “That the enema is

preferable in making this examination,
since it demonstrates small irregularity

of contour by actually outlining the

bowel mass, whereas the ingested meal
is so unevenly distributed through the
nomal colon that its irregularity cannot
be distinguished from that due to dis-

ease. This is especially true in cases
with little involvement.” I, personally,

believe that whenever possible both
methods should be used, preference
given to the enema. The roentgen sign

of importance in tuberculosis of the
colon is the filling defects and the ab-
sence of barium at the site of the dis-

ease, caused by alterations in the wall
of the bowel from the disease and also

spastic condition accompanying this

disease. The above roentgen signs are
not entirely characteristic of tuberculo-

sis of the colon; carcinoma and
ulcerative colitis may produce similar

conditions. However, a lesion of the

caecum or ascending colon, with the

absence of barium shadow is strongly
suggestive of tuberculosis and tubercu-
losis should be sought for in other parts

of the body.

Chronic Ulcerative Colitis.

The barium enema X-ray examination
in this disease shows a rapid filling of

the bowel with the enema, with smooth
walls, free from haustration, and nar-
rowed lumen. Any portion of the colon

may be affected. The X-ray examina-
tion not only helps in the diagnosis, but
shows the extent and location of the
disease.

Obstruction of the Colon.

We are so familiar with the value of

the X-ray in this condition, that it is not
necessary to mention its many advan-
tages.

Hirschprung’s Disease (Mega Colon.)

A congenital idiopathic dilatation of

the colon. Segmental dilatation is more
frequent than entire dilatation of the
colon, especially the sigmoid (mega sig-

moid). The diagnosis of this disease is

elearly brought out by means of the

barium enema, and there should be but
little difficulty in a correct interpreta-

tion.

Fistulae.

The barium enema is of considerable
help in diagnosing fistula, locating the

exact part of the bowel in which they
originate, as well as the extent of their

ramification.



286 Menville

—

Barium Enema

Bibliography.
1. Tousey : Medical Electricity and Roentgen Rays,

Third Edition.
2. Carman : The Roentgen Diagnosis of Diseases

of the Alimentary Canal, 1020.
3. Pepper, J. K. : Application of the X-ray as an

Aid in General Diagnosis, Charlotte Med. Joum. 1920,
vol. lxxxii, pg. 210.

4. Pfahler, Geo. E. : The Roentgen Ray in the
Diagnosis of Obscure Conditions, Internal. Jour, of

Surg. 1920, xxxiii. 179.
5. Brown, A. G. : The X-ray as a Diagnostic Aid

to the Internist, The Va. Med. Monthly, 1921, voi.

46, p. 592.

DISCUSSION.
Dr. A. L. Levin (New Orleans) : I should

like to ask Dr. Menville whether the so-called

enterolith can easily be demonstrated by the
X-ray. In other words, when a barium meal
is given for a gastro-intestinal picture, can
the X-ray man easily recognize intestinal con-
cretions? In this connection I should like to

relate the history of a case which will be of
great interest to all of us, especially to the
gastroenterologist :

I was called to see a case several months
ago giving the following history. A woman
above middle age, able to ptirsue her regular
occupation of teaching in the public schools
up to about December, 1922, at which time
she began to lose her appetite and to suffer
from constipation, nausea and then persistent
vomiting set in with abdominal cramps off
and on. She began to lose in weight rapidly
and the color of the conjunctiva and the skin
became distinctly icteroid. Involvement of
the nervous system was manifested by a very
marked general depression. Physical exam-
ination of the abdomen presented the only in-

teresting feature
;
that is, a marked abdominal

tympany over the left and lower abdomen with
a flat sound over the right upper abdomen. I

introduced the stomach tube and obtained
over a half gallon of dark green stagnant
material of a very foul odor. I put her on full

diet for another 24 hours with the idea of
determining whether there would again be a
marked duodenal regurgitation. The follow-
ing day I introduced the tube and found the
same quantity of fluid with a heavy residue.
The color of the fluid obtained was not as
dark green as the first, but rather a light yel-
low. The examination revealed that it was
duodenal contents.

I diagnosed the case as one of obstruction
at the duodeno-jejunal junction, and advised
an X-ray to confirm the condition. The
X-ray showed a giant duodenum. We did not
look any further, and were satisfied that our
diagnosis of doudeno-jejunal obstruction was
correct.
On strength of the above findings I advised

operation. The surgeon agreed with my opin-
ion and also suggested surgical interference
for relief of the above condition.
At the operating table, to our surprise, a

very unusual condition was found. There was
absolutely no obstruction at the duodeno-
jejunal junction. The duodenum was found
markedly dilated. The intestines lower
down were normal, but the entire lower bowel
from one end to the other was filled with
hard fecal concretions. The surgeon could
not do anything. The abdomen was closed,
and shortly after the operation the patient

began to sink very rapidly, and in spite of our
efforts, died two or three hours after the
operation.

Statistics, according to the surgeon’s
statement, demonstrate that the prognosis in
such cases, from a surgical standpoint, is very
bad. The majority of them die from toxic
absorption shortly after the operation.

Personally I feel that had the X-ray man
gone a little further and if it had been pos-
sible to tell me that he had found concre-
tions or enteroliths further down in the tract,

I probably would have tried first in some way
to get rid of these stones in the intestines and
have watched the results, and the outcome
would probably not have been as sad as it was
with surgical intervention.

With regard to Colitis and chronic ulcera-
tion of the large bowel, this is very interest-
ing too. Logan, several years ago, wrote an
excellent paper published in one of the vol-

umes of Mayo Clinic, where he demonstrated
117 cases of chronic colitis. They were all

proven by X-ray. These cases have typical
X-ray features, and that is, that the sacula-
tions are lost, and the large bowel presents a
perfectly smooth lumen, narrow, sometimes
presenting only the width of a finger. The
treatment of such cases is very tedious, and
in a large percentage is unsatisfactory. I

have in mind a case which I treated by trans-
duodenal lavage after other various treat-
ments had been pursued for several years
without results. The results with trans-
duodenal lavage in this case were excellent
and the patient is in perfect health today.

The X-ray of the large bowel was of the
same type that Dr. Menville has shown us
here today.

Dr. Lester J. Williams (Baton Rouge) : Dr.
Menville brought out one point that I think
is of great importance to the general practi-
tioner, and that is the effect of the posture
upon the enema. He admits that there is no
necessity for the knee-chest position in giving
the enema, and there is really no necessity
for a high enema of water to completely fill

the colon. The fluid flows easily through an
ordinary syringe without the necessity of any
special apparatus.

I was interested in the very excellent slides,

particularly those of chronic ulcerative colitis.

Dr. S. C. Barrow (Shreveport) : The doc-
tor’s slides have covered practically every
phase of the subject that we are usually called
upon to investigate with the X-ray, but I want
to touch upon one or two points that I think
are of importance to the -general practitioner,
and that is multiple diverticulitis—not the
gross type, but the diverticulitis the result of
chronic inflammation of the colon. I want to
stress the point that a simple opaque enema
will frequently fail to show this condition and
we must rely upon the opaque meal by mouth
after 72 hours. The meal must be passed by
mouth, and then give it time to pack into the
small excavations of the wall of the gut, in
order that it may be demonstrated.

Dr. L. J. Menville (closing): The question
of Dr. Levin as to the X-rays being able to
demonstrate fecaliths. We know that the
shadow cast by the substance with the X-rays
is dependent upon the cube of the atomic
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number multiplied by its density. The X-rays

will demonstrate a fecalith, depending upon

its character and formation. Sometime we
must differentiate between fecalith and renal

calculus and the best way to make the differ-

entiation is by complete purgation. And for

the reason that fecaliths cast shadows, I insist

upon complete purgation for a barium enema
when the X-rays is used.

I thank Dr. Williams for his discussion and
also Dr. Barrow. Barium enema for the

demonstration of diverticulitis of the colon is

always used at the Mayo Clinic, for the reason

that portions of the ingested meal may remain
in the haustration of the colon, after the meal
has passed on, and may resemble a diverticu-

lum. Movements of an ingested meal in the

colon is similar to water in a moving stream,

it is more rapid in the center and less towards
the sides. It is for this reason that a 24-hour
ingested meal of the colon is confusing when
examining' for diverticulitis, the sides of the

colon may show some remnant of the meal,

but a careful barium enema examination will

make the diagnosis clear.

PLASTIC OPERATIONS ON THE
FEMALE PERINEUM.*
By Wm. D. Phillips, M.D.,

New Orleans.

Post Graduate School of Medicine, Tulane Univer-
sity of Louisiana.

Plastic operations on the female per-

ineum very often fail, and the results

expected are not obtained. The patient

fails to obtain relief from the symptoms
from which she suffered, and in some
instances is made worse as a result of

the operation, also in other cases, as a
result of failure to properly repair a
recent laceration, the patient at some
time sooner or later is forced to suffer

serious discomforts, or the annoyance
of another, and probably more serious
operation. There must be a reason for

this, and it is the purpose of this paper
to call attention to a few of the practi-

cal points so necessary for the success-

ful repair of perineal lacerations or re-

laxation. Failure to appreciate the ana-
tomical structures as they exist, ex-
cision of an excessive amount of mucous
membrane and distortion of the normal
muscular and fascial supports will all

tend to produce failures referred to

above. In an attempted repair of the
relaxed vaginal outlet, we can not ex-
pect an exact anatomical restoration,
but physiologically the function should
be restored.

For convenience of description, we
*Read Before the Louisiana State Medical Society,

on April 24-26, 1923.

will classify the lacerations as follows:

1. Superficial laceration.

2. Deep lacerations—median and lateral

—extending if lateral into one or

both sulci.

3. Lacerations of the recto-vaginal sep-

tum involving the sphincter and ex-

tending a variable distance up the
septum, most often spoken of as com-
plete laceration.

The operations for repair of these

conditions being referred to as

:

1

—

Primary or immediate.
2

—

Secondary.
The immediate repair being a repair

done any time from immediately after

delivery extending up to a period of 72
hours after delivery. The secondary
repair being a repair done any time
after involution has taken place, or not

before six or eight weeks after delivery,

I believe all primary lacerations

should be repaired immediately after

delivery, care being taken to approxi-
mate lacerations of the anterior wall as

well as the posterior wall lacerations.

The sutures in the first group or super-
ficial lacerations being placed while
waiting for the placenta to become de-

tached. In the more extensive or deep
lacerations and in all cases of complete
lacerations, better results will be ob-
tained by waiting twelve to eighteen
hours after delivery, the repair being
made under a general anaesthetic, with
the patient resting on some form of

table, as the more extensive lacerations

cannot be repaired satisfactorily with
the patient sinking down in the hollow
of a bed, or without the aid of an anaes-

thetic. The main reason for waiting
several hours in these cases is to allow

the primary odema to subside.

It has been my experience that the

primary repairs have given me the same
percentage of good results as the secon-

dary repairs.

As to the Type of Operation.

In the recent lacerations it is only a
question of approximating the torn
edges of vaginal structures, being care-
ful to expose the entire laceration so
that no part of it will be overlooked;
also to eliminate all dead spaces, num-
ber three chromic cat gut being used as
suture material.

In the recent complete lacerations or
lacerations of the recto-vaginal septum
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involving both the sphincter and Rectal

wall, I believe the Emmet method of

closure is the most satisfactory, closing

the tear in the rectal wall first by means
of silk or linen sutures, this line of

sutures being reinforced by a second

line of Lembert cat gut sutures, and the

torn edges of the muscles being approxi-

mated above this with cat gut sutures.

If the repair was not attempted dur-

ing the seventy-two hour period after

delivery, or failure of the primary oper-

ation occurred, it would then be neces-

sary to do the secondary repair.

The symptoms presented in these

cases vary from almost negative symp-
toms to very pronounced ones, depend-

ing upon the character and type of re-

laxation. If a complete laceration ex-

ists, the loss of control of the rectal con-

tents, or incontinence is the most promi-
nent symptom, whereas in the incom-

plete cases bearing down pains in the

lower abdomen, pains in back, bladder

disturbances or an associated partial or

complete prolapse of uterus may be the

cause of the patient seeking relief.

The extent of the relaxation existing,

and the symptoms presented should as-

sist as to "the treatment to be instituted.

If the relaxation is at all extensive, it

should be repaired at once, as in addi-

tion to affording relief of the usual

symptoms, a prolapse of uterus may be

prevented by prompt and early repair.

In the incomplete forms of laceration,

particularly the lateral ones, retro-dis-

placements and downward displace-

ments of uterus, are more common, be-

cause of the resulting injury to the lift-

ing portion of the levator ani muscle.

As to the type of operation for the

secondary repair of the relaxed or lacer-

ated perineum, I feel the type of lacera-

tion should decide this. In the incom-
plete lacerations, or relaxations, the

principal of the operation, or perineor-

rhaphy is the same. The method of dis-

posing of the excess of mucous mem-
brane flap being the principal differ-

ence, as exposure of the muscular struc-

tures, and shortening the levator loop

are the cardinal points and differ very

little in the various types of periner-

rhaphy. The main difference in all

cases of perineorrhaphy being the

method of disposing of the excess of

mucous membrane and closure of

wound.
In cases of wide separation of the

levator ani muscle, I prefer to use the

Emmet method of denudation, as I be-

lieve a more satisfactory closure is ac-

complished. In the other type of cases,

the ordinary flap splitting method being

used, and the excess of mucous mem-
brane being removed after the Hegar
method of denudation. The muscles

being sutured with a number two or

three chromic cat gut, care being taken

to pick up on either side a sufficient

amount of levator ani muscle, bringing

the two sides together in the mid line of

the perineum, thereby shortening the

levator ani loop, and making the pull of

the muscle between the rectum and
vagina, instead of the coccyx as it was
originally.

In the complete lacerations, in addi-

tion to the above, the tear in the rectal

wall (if it exists) must be disposed of,

and the torn edges of the sphincter ani

muscle exposed and sutured together.

In the secondary cases, I think it is

much easier to separate the rectum from
the vaginal musculo fascial plane, just

below the vaginal mucosa, pulling the

upper angle of the tear in the rectal

wall down, and suturing the sphincter

muscle above on healthy rectal tissue.

This does away with the sutures in the

rectal wall, which are objectionable, be-

cause of fear of infection.

In laceration of the anterior wall, or

cystocele, the question of closure is not

so easy, as in the post wall lacerations,

because of the absence of muscular
structures. The main support of the

bladder is fascia, which is carried down
with the bladder as the cystocele devel-

ops, and in order to restore this, the

usual longitudinal incision is made on

the anterior vaginal wall, from a point

just below the urethra, to a point just

above the cervix, the mucous membrane
flap being dissected back on either side,

and the bladder exposed. The bladder

is then freed from its attachment just

above the cervix and dissected up in the

direction of the pubes, where it norm-
ally belongs. The fascia plane being

then reconstructed by means of continu-

ous sutures of cat gut, the excess of

mucous membrane being removed, care

being taken not to remove too much, as
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by doing this the anterior wall is short-

ened to such a degree as to pull the cer-

vix downward, and possibly causing
some distortion of the urethra.

In the very large cystoceles in elderly

women without prolapse of uterus the

interposition or transposition operation

will probably give better results than
this method, and should preferably be

used.

As to the preparatory treatment of

these cases there is very little to be said,

the usual pre-operative instruction

being all that is necessary, but it is dif-

ferent with the post-operative treat-

ment; There is hardly any type of sur-

gical cases that the careful attention of

the nurse is so necessary as it is in plas-

tic perineal cases, and the success of the

operation often depends upon the post-

operative care.

In the incomplete lacerations no great
care need be taken regarding the time
following the operation, during which
the patient may be permitted to have a
bowel movement, but in the complete
lacerations, both after the recent and
secondary repair, great care should be
taken to keep the patient from having
a bowel movement for a period of seven
to nine days after the operation. This
may easily be accomplished by diet,

which should consist mostly of albumin
water, and strained broth, no solid food
being given, and the daily administra-
tion of opium pills, one every six or
eight hours, or paregoric, drams one
every six or eight hours for three or
four days. On the morning of the
seventh or eighth day, the patient is

given a laxative, and an oil or glycerine
enema, through a small catheter, when
there is a desire for a bowel movement.
This enables the patient to have a soft

stool without injury to the suture line.

In all plastic cases the patient is en-

couraged to void, and after voiding is

irrigated with some antiseptic solution,

the perineum being dried with sterile

gauze, and a dusting powder, prefer-
ably, sterate of zinc applied, and a
sterile pad kept constantly against the
perineum.

Conclusions :

1.

All lacerations should be repaired
if possible during the first seventy-
two hours after delivery.

2. Marked relaxations of the vaginal
outlet in young woman should be
operated upon as early as possible,

as by this means, the more serious
conditions such as uterine displace-*

ments may be prevented.

3. The dry method of treating perineal
wounds will give better results than
the moist method, or use of douches.

4. Proper knowledge of the anatomical
structures as they exist is necessary
for successful repair of perineal
lacerations, or relaxation.

DISCUSSION.

Dr. Walter Levy, (New Orleans) : I can-

not agree with Doctor Phillips in waiting
eighteen hours to suture primary tears. He
says the oedema will foe subsiding by them.
It seems to me Ihe oedema is just well de-

veloped by then. The oedema does not de-
velop right away, in my experience, and I

think the main trouble is that when you su-

ture right away you draw the suture too
tight and do not allow for the secondary
swelling; then when the swelling does occur
the sutures cut through and your work is

for nothing.
There is one thing in tying these sutures

that we practice. Doctor Phillips says it

is easy to put through the sutures and bring
them together, but I think we obtain better
results by doing this. (Illustrates on black-
board.)

I am glad the Doctor brought out the
point of rectal repairs with the intra-rectal
silk sutures. If there is anything that is a
pernicious practice it is the through-and-
through suture; they will break down every
time

I cannot agree on operating on the young
woman in the child-bearing period. I would
rather take my chances of descensus. If

you operate they become pregnant agin, they
break again, and you have re-created them
into primipara as far as the perineum is con-
cerned, and you have the same difficulty.
At Touro we examine each case for retro-

version, and if we find them we treat them,
and after a few months we find the displace-
ment has disappeared.

Dr. E. H. Walet, (New Orleans) : In re-
gard to primary lacerations I believe we
ought to sew all we can at once if we are
prepared to do so, and in private practice
we ought to be prepared to do this. In
institutional practice, however, we have every-
thing available, and we can almost foresee the
cases that will give us trouble, and I think
these cases ought not to be delayed unless
there is satisfactory contra-indication. That
contra-indication would foe postpartum hem-
orrhage, and you can deal with it. If you are
forced to pack the uterus: have a good light,
you have all the material at hand, so you can
put in one or two lap-six sponges, and if you
have to sew the cervix, do it. But I believe
what makes perineal repair more successful
is the proper diagnosis of the nature of the
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tear and in order to make that diagnosis

clear we must have the vaginal canal prop-

erly packed. Then the essential thing when

you have made your diagnosis is to suture the

perineal tear in layers.

Dr. Paul Michinard (New Orleans): lhere

is a psychologically interesting feature in all

of these discussions. I have listened to many
of these papers and discussions from men who
have a big hospital practice, but we cannot

associate our domicilary practice with hos-

pital practice. Take this thing of lacera-

tion of the perineum. We are told here to

do the repair the moment we find the tear.

That may do in a hospital. These women
come in before delivery, and that is the time

we see them, and the tear is not repaired

after prolonged pressure of the fetal head

against the perineal structures—the tear oc-

curs quickly, either from instrumentation or

otherwise. But let us take another view.

Here you are called in the night to the count-

ry, as I have been called when I practiced

down town, to see a woman with the fetal

head has been traumatizing that tissue,

hour and a half or two hours. That fetal

Then you are called upon to make a hurried

delivery and apply the forceps to the oead

baby, owing to meningeal hemorrhage. These

perineal tissues are traumatized and we have

a tear. Would it be wise to suture at that

time ?

In our judgment it would not. We know

that in the course of forty-eight hours some

part of that traumatized tissue will slough

off, and with the sutures in that mass of

slough you will in all probability cause sub-

sequent septicemia. Why not wait a few

days and see what will happen. A tear when

the perineum is at rest is easy to sew up, but

where pressure has preceded for a long time

the occurrence of this tear, we should not sew

up the tear immediately.
Next, supposing we had in that tear a lacer-

ation of the sphincter muscle. We want, if

possible, to prevent infection by keeping away
from the wounded surface fecal matter. We
know the sphincter is composed of muscle

fibers. It is a strong resisting material, not

like the connective tissue behind the mucous
membrane of your vaginal wall. We ought

to sew that tear at once and bring these

muscles together with a silk-worm gut. I

have done that repeatedly with beautiful re-

sults.
, . , T ,

Next, about the suture material. I have

used cat gut in quite a number of instances,

and the post-operative appearance is beauti-

ful, but I have always felt afraid, and when
I had bad results I blamed it on the cat gut.

But what I do is this: I have gone back to the

silk-worm gut. Bring together the levator

ani muscle with No. 2 cat gut, sometimes

doubling it, and then the rest of the operation

is done with silk-worm gut.

As to the technique of sewing the perineum,

there are 57 varieties. Every operator has

his choice, and every operator has modified

somebody’s operation. You can do your own,

provided' you bring together the levator ani

muscles properly.

Dr. W. D. Phillips (closing) : Answering Dr.

Levy, would say that time did not permit me

to go into detail concerning this subject, and

I feel sure from his remarks that he did not

interpret the real meaning of my remarks. 1

do believe that there is less oedema twelve

hours after delivery than immediately after

delivery, but there are other reasons for de-

ferring the primary repair in the more exten-

tive type of perineal laceration. The exten-

sive tears are usually associated with long

tedious occipito posterior positions, the tis-

sues are stretched considerably and there is

considerable oedema. Again, we are usually

pretty well worn out from handling this type

of case, and the patient is usually exhauted,

also, the hemorrhage does not bother you as

much several hours after delivery, as it does

immediately after delivery, and I think you

get better results to place a sterile pad over

the vulva, and go back after twelve or eight-

een hours when you are fresh, get somebody

to give an anaesthetic and go about the repair

in the proper way. I am sure I have had bet-

ter results in the extensive lacerations by lol-

lowing this plan.
,

...

Dr. Levy stated that he did not agree with

me in regard to repairing lacerations in young

women. I, of course, would not advise

perineorraphy for every simple laceration, 1

referred to those cases of marked relaxation,

and in cases where uterine displacement has

already taken place. My idea in operating

on these cases is to prevent a more extensive

type of displacement, with a consequent more

extensive operation.
.

Regarding the point that he brings up,

“they are liable to lacerate again,” I do not

believe that the case is more liable to lacerate

after perineorraphy, than before, but if they

do lacerate, we can repair them immediately

afterwards. I cannot see the wisdom of per-

mitting a young woman to suffer the annoy-

ance of uterine displacement, for fear if the

laceration is repaired, she may have another

laceration at a subsequent delivery.

In answer to Dr. Michinard, regarding cases

of infection. I, of course, would not attempt

a closure in these cases. I referred to the

usual clean cases.

PRACTICAL ORAL HYGIENE FROM
THE DENTISTS’ STANDPOINT.*

By C. S. Tuli.er, D.D.S.,

New Orleans.

In bringing this subject before the

Orleans Parish Medical Society it

is with the hope of supplying an easy

means whereby you may help us render

this much desired aid to both oral and

bodily health. The mouth is the gate-

way to life and all too often the gate-

way to death as well. A clean mouth

in the body of every person would re-

sult in a tremendous reduction in both

dental and bodily disease.

The tremendous loss of teeth now oc-

*Read Before the Orleans Parish Medical Society, on

Sept. 2 1, 1923.



Adams-Graves—Surgical Shock 201

curring by extraction for the removal

of focal infection, which is raising such

a storm of protest on the part of the ul-

tra conservatives (and not without some

justification) is to be avoided in the

future only by teaching the rising gen-

eration the value of live teeth and

mouth hygiene. It might also be added

that more scientific and careful prac-

tice on the part of the dental profession

would also greatly aid in approaching

this ideal.

Your special attention is directed to

the expectant mother who is as greatly

in need of oral prophylaxis treatment at

the hands of the dentist as she is of your

care and attention during pregnancy.. I

would recommend regular monthly in-

spection and thorough cleaning by the

dentist until the ordeal is over and the

physician should see that she is porper-

ly instructed in the home care of her

mouth.
No one is in greater need of a thoro

knowledge of oral hygiene than the

trained nurse, but I have my doubts as

to the efficiency of her training judg-

ing by the care she has given her own
mouth prior to becoming my patient.

The illustrations to be thrown on the

screen were gotten up for public school

work and are the result of the united

efforts of about a dozen of the most

capable and learned dentists in the

United States and represent the fruit

of about twenty years experience in

training patients and watching results.

The results are clean, healthy mouths

with pink firm gums, the minimum of

caries and an absence of fetid breath

and coated tongue.

The rest of the subject will be hand-

led by the aid of lantern slide illustra-

tions under the following headings

:

What to use; How to use it; When to

use it.

DISCUSSION

Dr. W. A. Lurie: We should be grateful

to Dr. Tuller for his complete and interest-

ing paper on the care of the teeth. The ad-

vice voiced by Dr. Tuller seems to be that

which is becoming’ rather general in the den-

tal profession. The idea of prevention. Pre-

ventive dentistry is the practice of to-day

and the goal of to-morrow in that profession.

Already much has been done by dentists in

preventive dentistry and in cleaning up of

many systemic conditions resulting from in-

fections about the mouth. We all know
of many cases of such nature, but the phy-

sician would do well to pattern after the ad-

vice given by Dr. Tuller in teaching the pa-

tients the value of a clean and healthy mouth.
This is all the more vitally true when we
remember that foods and all means of sus-

tenance are normally delivered for digestion

through the mouth. As all foods receive

their preparation in the mouth by mastica-

tion, there should be good, healthy, clean

teeth to chew with. There is hardly any need
to make mention of infections which can re-

sult in neighboring tissues, by superficial ex-

tention from the mouth, for such cases are

seen by the physician very often. Many of

these cases can be saved future surgery about

the throat and nose, if, as Dr. Tuller pointed

out, the deformities and irregularities about

the mouth and teeth be corrected. I enter

my plea with Dr. Tuller’s for preventive

medicine and dentistry.

Dr. Homer Dupuy: It has been emphasized
that the mouth is the flora bed of mi-

crobes. This being' the case is it not remark-
able, nay Providential, how we get away
with surgery about the throat and mouth
without more serious secondary infections.

Certainly if we remove foci of infection

about the teeth and adjacent tissues we
should minimize such a constantly present

danger. Preoperative care of the teeth

therefore is not an unimportant preparation,

and I am asking Dr. Tuller to touch on this

very question in closing.

Dr. G. H. Upton: The writer deserves to

be congratulated upon his interesting and
instructive paper, also the Society for bring-

ing up before the Membership papers of this

type and character.
In arriving at the etiological factors of a

diseased condition, we should take advantage
of all the adjuncts at our command, and cer-

tainly not the least of these is the dentist.

When our Laboratory and other reports
come back negative as regards to any patho-
logical change we should avail ourselves of

our good friend and co-worker the Dentist
to see if he can find out any diseased condi-

tion of the teeth, and oftentimes, when he
treats or removes the offending tooth or

teeth, the pathological state for which we
were called upon to treat becomes markedly
ameliorated and oftentimes cured.

If Oral Hygiene is faithfully, earnestly
and steadfastly adhered to, many of the dis-

eases now listed in our Medical Nomencla-
ture cease to exist.

SURGICAL SHOCK.*
By J. L. Adams, M.D., and J. Q. Graves, M.D.,

Monroe, La.

The ultimate aim of all surgical in-

terference is to relieve pain, correct ab-

normalities, and restore health by re-

moving destructive pathological pro-

cesses.

The life of the patient is the matter

of first consideration, regardless of

*Read Before the Louisiana State Medical Society,

on April 24-26, 1923,
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what is to be done, and how it is to be

done.

In surgery, as in all other human en-

deavors where ambition and enthusi-

asm spurs the surgeon on even to the

border of pioneer grounds, the pendu-
lum often swings from one extreme to

another, but, between the extremes the

truth is always found.
The one, in any overzealous effort

to lead in the art of mechanical execu-

tion and spectacular technique, loses

sight of the all important matter of

thoroughly studying the patient as an
individual entity. The other, with
equal zeal to outstrip his co-workers,

gives too much time to studying the de-

tails of the individual case, and neg-

lects points of technique and execution

that are of paramount importance to

the patient.

Before the period of asepsis, infec-

tion was the surgeons greatest enemy;
for, however much he studied the case

and however masterly he executed his

technique, his inability to combat sepsis

limited his field of usefulness.

To the illustrious Lister, whose un-
tiring efforts made aseptic surgery
possible, the world owes an undying
debt of gratitude; for it was he who
revealed to the world the real cause of

fermentation and infection, and made
aseptic surgery common knowledge.
Today we have another enemy loom-

ing up before us in large proportion,

that condition known as Surgical Shock
which is claiming a heavy toll daily

among our patients who are carried to

the operating table. To Fenton B. Turke,
of New York, George Crile, of Cleve-

land, Ohio, and many others, the sur-

geons of today are greatly indebted for

their exhaustive studies into the cause,

prevention and treatment of Surgical

Shock.
While they have a great deal of light

on the subject, and brought out many
important points for our consideration,

the study of the subject. Surgical Shock
is yet in its infancy, and offers a rich

field of life work for many Zealous

young minds. We find it lurking hard by
many of our surgical efforts, creeping
into every home and hospital when least

expected. Like sepsis before the days
of Lister, it still defies and laughs at

the surgeon—because of the many un-
known routes of approach.

There are a number of theories of
shock, which time and space will not
permit a liberal discussion of, but I

deem it timely to give passive mention
at least to the theories of Turke and
Crile, because their theories of cause
and effect of shock throw much light

upon the treatment of the same.
After a careful compilation of knowl-

edge gained from experiences with war
material and experiments in laborator-
ies on lower animals, Fenton B. Turke
concludes that the live animal is only a
group of cells, and shock is nothing
but a phenomenon of the dynamics of

the cell
;
the phenomenon being pro-

duced by a toxin liberated by cell dis-

integration producing a tissue poison-
ing and not nerve changes.

Crile considers shock a state of ex-

haustion where the organism has lost

its self mastery, which results from cell

disintegration, in the master organ,
the brain. That the brain is the seat

of the primary lesion is demonstrated
by the fact that shock can be prevented
by blocking the field of operation with
a local anesthetic, or minimizing the re-

sponse of the brain cell to traumatic
impulses by the use of nitrous-oxid-

oxygen anesthesia.

Whatever the cause of the surgical

shock may be, whether psychic, trau-

matic or toxic, the basic phenomena
are the same, the master organ, the

brain, has lost its power of transform-
ing potential into kinetic energy, corn

sequently the organism cannot perform
its normal work.
The individual is prostrate; the fea-

tures are shrunken and blanched ;
the

surface cold and bathed in profuse per-

spiration; the temperature is sub-nor-

mal; the pulse weak and rapid; blood

pressure falls rapidly ; the alkalinity of

the tissues diminished; the viscosity of

the blood increased ; the splanchnic ves-

sels become highly congested while the

peripheral vessels are contracted, and
respiration rapid and shallow. This

picture gives a clear conception of what
is seen in a case of surgical shock.

Cause|s—With the above definition

before us it seems only natural that we
should turn to the realm of biology in

search for the final cause of shock. A
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careful study of which, combined with
the experimental data, is destined to of-

fer a working basis, free from preju-

dices and speculative fantasy.

George Crile holds that the most im-
portant causes of shock are fear, pain
and traction. Fear may be either con-

scious or sub-conscious; he has record-

ed instances where fear alone has caus-

ed severe shock. Every surgeon, with
any appreciable experience in abdomi-
nal work, has observed the effects of

traction, or pulling on the viscera and
abdominal organs, especially in the up-
per abdomen.

Second; Hemorrhage is also an im-

portant factor in the production of

shock, and has to be reckoned with in

all surgical procedures. Many obser-

vers have noted that the degree of

shock was entirely out of proportion

to the amount of blood lost, therefore,

great care should be exercised in reduc-

ing the loss of blood to the minimum.

Third; Prolonged anesthesia, espe-

cially ether and chloroform, will produce
shcck, and often to the very severest

degree.

Fourth; Exposure of the tissues to

heat or cold; will precipitate shock;
this is often done by allowing a draught
of cold air in the operating room; the
use of cold sponges, and by the careless

application of cautery or a sponge that
is too hot.

Among the most important signs and
symptoms of shock, which the surgeon
should always keep in mind during any
surgical procedure of any magnitude,
are; 1st, Acceleration and loss of vol-

ume of pulse ; 2nd, Blanched and
clammy surface with profuse sweating

;

3rd, Lowered blood pressure
;

4th,

Rapid and shallow respiration; 5th,

The tissues fail to bleed when incised.

The above signal is sufficient to arouse
the suspicion of any alert surgeon that
his patient is bordering on dangerous
ground.

Treatment—The causes of surgical

shock are of pre-eminent interest to the
surgeon because of their bearing upon
the treatment. The treatment naturally
divides itself into two divisions, namely,
pre-operative and post-operative.
The pre-operative treatment should

always be given first consideration, un-

less the condition of the patient de-

mands immediate surgical attention.

Under such emergency conditions we
are forced to depend solely upon the

post-operative measures at our com-
mand.
The most important pre-operative

measures are; 1st, Special attention to

the nutrition of the patient, and where
necessary a high caloric feeding should

be maintained for an appropriate inter-

val before operating. 2nd; Absolute
rest in bed, keeping the patient warm
and comfortable, thereby, reducing the

waste product and increasing the unit

of resistance. 3rd: Physiologic rest

is also of great importance. It means
reassurance to the patient that all will

be well and no dangers are apprehend-
ed. It means an atmosphere of quiet

and confidence, and requires much skill

on the part of the surgeon to accom-
plish this end, and can be done then
only by absolute co-operation of sur-

geon, interne, nurse and orderly. 4th:

During the operation the body tempera-
ture should be maintained by external

application. The rate and volume of

pulse, and the blood pressure should be

kept under close observation, because
one of the greatest errors of the sur-

geon is to allow his patient to drift into

a state of profound shock before any-
thing is done to check or prevent it.

Nitro oxygen gas combined with local

blocking where not contraindicated is

of immeasurable value to surgeon and
patient, because, as has been shown by
Crile, cell activity is lessened by defi-

ciency of oxygen under oxygen gas
anesthesia.

The post-operative treatment of sur-

gical shock resolves itself into meeting
the conditions and indications as they
arise. One of the most dangerous ef-

fects of shock is the loss of the power
of the master organ to create body heat,

therefore, the first indication would be
the application of artificial heat to the
body. 2nd: The restoration of fluids

to the tissues, which have been lost

either directly or indirectly. This can
best be done by proctoclysis of 5 per
cent (soda and glucose) ;

hypodermo-
clysis; normal saline solution.

3rd : If the degree of shock is acute
or due to the loss of blood, transfusion
should be resorted to immediately, and
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not wait until the paitent has become
clammy and pulseless as in former
days. If the patient is restless, 1-6 of

morphine and 150 atropine by needle is

of great value- No medicinal heart
stimulant should be given, but, in view
of the fact, that whatever blood re-

mains in the body is largely in the
splanchnic vessels, vasodilatories are
indicated because they relieve the work
of the heart during the weaker stage.

Lowering the head of the bed favor-

ing the flow of blood to the brain is

reputed to be of great value. Sleep

and absolute rest are among the most
beneficial agents.

When shock is due to hemorrhage the
first suggestion is to control the hem-
orrhage and to compensate for the loss

by the introduction of either blood or
other alkaline fluids to maintain the
alkalinity and prevent undue viscosity

of blood.

DISCUSSION.

Dr. Isadore Cohn (New Orleans) : The
names of Crile, Henderson, Janeway, Ewing
and many others are inseparably connected

with the subject of surgical shock. What-
ever the cause, we know that lowered blood
pressure is to surgical shock what the ther-

mometer is to the febrile reaction, and there-

fore our only hope is to raise the blood pres-

sure and do it as quickly as possible. The
most effective means at our command are
transfusion, external heat and rest approach-
ing a state of hibernation. There is only one
drug will give rest,—morphine, and morphine
given freely. The effect of adrenalin is

transient. It will raise the blood pressure,
but it soon passes. There is only one way
of getting fluids in which will have any last-

ing effect, and that is by transfusion. Trans-
fusion is not to hard to do as many are in-

clined to believe. The citrated (?) method
of transfusion is rather simple. The blood
must be properly typed or you will get into
trouble,but typing is easy to do. One thing
we should make an attempt to accomplish,
and that is to have donors typed and ready
in case we have a case of surgical shock
developed. Hypodermoclysis is too slow for
the emergency case. It is valuable, but too
slow.

Morphine, external heat and transfusion
I believe are the indicated treatments for
surgical shock.

Dr. M. Couret (New Orleans) : The subject
of surgical shock is interesting to me for the
reason that surgeons so frequently come to
the pathologist with this query: “My patient
died apparently without any cause. What
do you suppose killed him?” Ruling out other
causes at autopsy, such as hemorrhage etc.,

etc., the cause of the sudden “blowing up”
can only be dpe to surgical shock. There are

no definite lesions at autopsy which we can
say are those of shock. At Hotel Dieu we
have been working towards finding some
means of lessening surgical shock which oc-

curs, not infrequently, as late as twenty-four
to forty-eight hours after the operation. The
methods Dr. Cohn suggested of treating shock
have all been tried and tried thoroughly, with
comparatively little results. What we have
found to be the best is unquestionably adren-
alin. Adrenalin is g'iven in five to ten-minim
doses from twelve to twenty-four hours be-

fore the patient is put on the operating table,

and is continued regularly evry three or four
hours for twenty-four to forty-eight hours
after the patient has left the operating room.
We can show you the results in the work of

some surgeons who have carried this out
faithfully and have lessened their mortality
to little or nothing, from operations such as

gall bladder and appendicitis, while others
who are not giving adrenalin, or giving it

in a hap hazard way still continue with the
usual mortality.

After all the use of adrenalin in such cases
is not new or empyrical. It is a well known
fact that fear will reduce to a considerable
extent the amount of secretion from the
adrenal glands, which is so essential to pre-

serve the function of the liver and other or-

gans. We find so many patients come to the
operating table with fear—a common ex-

pression from them is “I know that I will

die from that operation,” and they are fre-

quently right and die—from fright. By giv-

ing adrenalin is sufficient quantities you
will compensate for its deficiency through
fright etc., and lessen your mortality follow-
ing surgical operations to a great extent.

Dr. E. Denegre Martin (New Orleans) : I

will speak of but one phase, and that is opera-
tive or traumatic shock. What has been said

so far covers the subject in a general way.
Years ago we went through this same period
and we had to g’ive the question a great deal

of study. Crile had written so much about
his anoci-association that we decided to go
to Crile and find out what this wonderful
treatment was. After being there a week
Doctor Crile addressed us on this subject,

and after his address I said to him, “You
left out the most important part of the whole
subject—you left out Crile.” Therein lies

the secret. Anyone who has seen him oper-

ate will understand me, and the individual
who has not would make a good investment
to go there. That was the first time I real-

ized that the shock my patients were suffer-

ing from was not the shock of surgical trau-

ma, especially in laparotomies, gall bladder
and appendix operations—that we were not
studying the patient, but were fascinated by
the carrying out of somebody’s operation, and
the patient himself was not taken into con-

sideration. What do I mean by that? If

a patient goes on the table in fear and tremb-
ling—I do not want that patient. You must
get the confidence of the patient—He must
be made to understand that he is going to

be benefited and that there is no danger in

the operation. Of course there are excep-
tions. But the best thing is to get into that

patient and get out as quickly as possible.
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When Crile operates nothing is touched ex-

cept that portion which must be operated—
there is no pulling with fingers ,no tearing

apart of tissues. When the patient gets off

the table he scarcely knows he has been
handled at all. We must face this, and not
look for cure where we have been the cause
of the shock.

Of course we know how shock from hem-
orrhage is met—by transfusion. I do not
agree entirely with Doctor Cohn that trans-

fusion should be used in all cases. I do not
believe it is of any value except in shock
from hemorrhage. In traumatic shock I do
not believe it is any good; on the contrary,
that is where I think you want morphine

—

morphine and complete rest.

The best preparation for shock is to pre-

pare your patient against the possibility and
not to inflict it during’ operation.

Dr-. P. B. Salatich (New Orleans) : I am
a great advocate of adrenalin. I want to
mention a case of gall bladder trouble that I

operated on under local. Twenty-four hours
after operation patient was greatly shocked.

I asked the nurse how often the patient got
adrenalin, and she said he was not getting
adrenalin. I immediately ordered it and in

twenty-four hours the patient was all rig'ht.

One point about adrenalin—if you have a
bad patient start with ten minims every three
hours, but you have to watch it. The nurse
will call you and say the patient is scared
and worked up', the pulse is fast, and it looks
almost like he is doing very badly but this

soon passes off. In many patients adrena-
lin 10 min. has no effect in increasing the
rapidity of the pulse, but if it does, next
dose give five drops of adrenalin in fifteen
drops of water. If they stand that all right,

next time give them five and five, and go
on up to pure adrenalin. But when you start,

give it diluted.

Dr. L. H. Landry (New Orleans) : In re-

gard to hypodermoclysis and intravenous in-

fusion—-there is a time in shock when these
will do good; it is no use waiting until trans-
fusion is indicated; and in that respect I
wish to make a very positive statement: That
glucose is so far superior to saline solution
that in my opinion there is no comparison be-
tween the two. Glucose solution should ab-
solutely take the place of saline in proctocly-
sis, hypodernoclysis and intravenous infusion.
If you give a saline infusion, your patient
may pick upi for a little while, but in two or
three hours he is right back where he started
from; the saline does not stay in the circu-
lation long. We have been using glucose for
the past six or eight years or more, and I

would not go back to saline under any con-
sideration. There is a little more trouble
to using glucose, because it has to be made
fresh; it will not keep long'er than forty-eight
hours. We have the pharmacist fix a cer-
tain amount daily which is sent to the operat-
ing room; if it is not used there it is sent
to the wards and used as hypodermoclysis or
protoclysis or if not used thrown away; it

is very inexpensive, so there is little loss.

Dr. E. H. Walet (New Orleans) : The com-
bating of shock during an operation that
is difficult and requires time is very im-
portant. I believe we can help our patients
in these cases very much by curtailing the
anaesthesia as soon as possible. I have found
that when you have been doing some severe
surgical procedure and you look at femur
patient and find him looking like shock, it

is a g’ood thing to say to the anaesthetist,
“Suppose you stop.” I expect to complete
the operation before the patient wakes up.
In a few instances I have stopped the anaes-
thetist twenty to thirty minutes before I

finished the operation. Therefore I believe
that when you have been operating a long
time, in selected cases, you can safely tell

the anaesthetist to stop.
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AMERICAN HOSPITAL ASSOCIA-
TION

The twenty-fifth annual conference
of the American Hospital Association
held in Milwaukee on October 29 to
November 3, was the best ever in the
history of the Association.

It is meet and proper that it should
have been because the membership is

larger than ever, the association was
celebrating its silver jubilee and it met
in Milwaukee which possesses that most
convenient of meeting places, its Audi-
torium.

Divided and subdivided so as to ac-

commodate comfortably from a commit-
tee meeting to a large general session,

the auditorium faces four streets, is ac-

cessible, and has a total seating capacity
of over 8,000, with an exhibition space
of over 100,000 square feet. Its availa-

bility contributed largely to the success

of the conference.
The attendance was not only large,

but it was earnest and it was busy.
There were sessions from 9:30 to 11 A.
M. ;

from 2 :30 to 4 P.M.; from 8 to 10
P. M. All sorts of problems were pre-
sented and discussed, ranging from tne
size of hospital beds to the style of Hos-
pital buildings, from the way to reno-
vate gauze to the manner of running
an out-clinic- Everything was not set-

tled, by any means, but many useful
conclusions were reached and much
light was cast on all subjects presented.

While there were many representa-

tives of metropolitan large hospitals,

the majority present were from the

smaller community hospitals, this means
that the ladies were in preponderance,
which, it must be added, in no way de-

tracted from the efficiency displayed in

the proceedings. Although all the

ladies were not beautiful, all seemed in-

telligent and interested as well as ener-

getic and not a few were blessed with

commendable pulchritude sufficient to

add to the attraction of the seances.

The local hospitals held “open house”

on their respective day, there were num-
erous receptions, teas, auto drives, and
the conference closed with a dinner fol-

lowed by dancing.
One of the important features was

the hospital standardization session con-

ducted by the American College of Sui’-

geons and in which took part Dr. Albert

J. Ochsner, Dr. Franklin H. Martin, and

Dr. M. T. MacEachern, on Monday
evening.
The exhibitors provided diversion

and instruction. There were some 150

commercial and about a score of literary

and scientific exhibits. They were visit-

ed by large numbers during the inter-

vals between sessions and deserved all

the attention they received-

The officers of the association are en-

titled to great credit for the manner in

which the entire affair was handled and

should be congratulated upon the meas-

ure of success attained.
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EXPERIMENTAL CARBON MONOX-
IDE POISONING AND ITS

TREATMENT.
Few persons, unless endowed with

more than the ordinary zest for scien-

tific truth, would care to subject them-
selves voluntarily to the hazards of car-

bon monoxide poisoning. Haldane was
probably the first one to make the aL
tempt to administer a definite quantity
of this poisonous gas, in order to esti-

mate accurately the amount of blood in

the human body. Since then Yandell
Henderson, with a number of co-work-
ers, have at various times experimented
with the gaseous interchange between
the alveolar air and the blood stream.

Henderson and his co-workers have
had as the object of their research work
the establishing of the principles of gas
absorption and elimination as applied to
anaesthesia and asphyxiation, both with
carbon dioxide and latterly with the
poisonous monoxide of carbon. They
paved the way for three intrepid inves-
tigators in this field, Sayers, Massey
and McConnell.

Sayers, of the U. S. Public Health
Service, Chief Surgeon of the Bureau
of Mines, in collaboration with Yant has
published the results of his work which
not only possess a personal but a scien-

tific interest as well.

The experiments consisted in the in-

halation of the air of a 1,000 cubic foot
gas chamber into which had been al-

lowed to flow a definite measured quan-
tity of freshly generated carbon monox-
ide. The experimenter was permitted
to breathe the mixture until symptoms
became pronounced.
The principle physiological effect

seems, according to Sayers, to be that,
due to asphyxia, depletion in the oxygen
carrying capacity of the blood bearing
a direct relation to the concentration of
the gas and the period of inhalation.
Likewise the effects are in proportion to
the length of time and the extent of the
oxygen deprivation.

Bearing these facts in mind it is clear
that recovery depends on the rapid
elimination of the carbon monoxide
from the blood under the usual circum-
stances which attend, asphyxiation and
without medical assistance this is ac-
complished to a marked extent by the

ordinary process of respiratory ex-
change, and it is fortunate, as Sayers
remarks, that the hemoglobin parts with
carbon monoxide at all, i. e., that the re-

action between the two is a reversible
one.

This normal displacement can be en-
hanced by the use of other gases which
also possess chemical affinities for the
hemoglobin. These are oxygen and car-
bon dioxide, both of which were used in
resuscitation experiments by Sayers
and his associates.

Analyses of blood samples showed
that between 35 per cent and 40 per cent
of the oxygen carrying capacity of the
blooid, taken by the carbon monoxide.
This produced symptoms varying from
violent headache and dizziness to un-
consciousness. in one case.

The effect in the elimination of the
carbon monoxide were tested using air,

oxygen alone, and a carbon dioxide

—

oxygen mixture and the decline in the
blood concentration was carefully
checked by analysis.

It was found that oxygen alone caused
the elimination of the carbon monoxide
four times as fast as did air alone. While
a mixture of oxygen containing 8 per
cent-10 per cent carbon dioxide hast-
ened the elimination five or six times
as would normally take place. It is,

therefore, the choice in an emergency,
and these emergencies occur with suffi-
cient frequency to warrant the keeping
of apparatus filled with this gas mix-
ture on hand.

Sayers, Massey and McConnell de-
serve great credit for the zeal, self-sac-
rifice and accuracy with which they
have carried on this dangerous experi-
ment, all the more so when it is recalled
that a fairly narrow margin of 10-15
per cent blood saturation exists between
relative safety and a possibly fatal re-
sult.

ENDEMIC CENTERS.
When a disease repeatedly recurs

and spreads from a region, district, lo-

cality or at times even from a city or
state, the source from which this propa-
gation occurs is known as an endemic
area or endemic center. A disease is
said to be endemic in contra-distinction
to epidemic when but few people serve
to keep the disease active, whereas the
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term epidemic implies that a large num-
ber of people are attacked or that there

is extensive prevalence.
Excellent examples of diseases with

endemic areas are these of yellow fever,

cholera and plague. Endemic areas for

yellow fever exist along the Atlantic
coasts of Mexico, Central and South
America and the West Coast of Africa.

Endemic centers are Guatemala, Span-
ish Honduras, Costa Rica and the Gui-
anas in the Western Hemisphere, and
Senegambia in the African Coastal area.

The hygenic conditions and probably
rodent carriers are responsible for the
endemicity.

Plague is endemic in regions of the
Kurdistan Hills, Irak in Mesopotamia,
the Himalayas and other regions of In-

dia, Tripoli in Northern Africa and the
Baikal province of Siberia.

Cholera is undoubtedly endemic in

numerous parts of India and Central
Asia, for the great epidemics of ancient
and modern times have usually emanat-
ed from the former country. Cholera
spread along trade and caravan routes
at one time ravaging the countries of
Europe and persisting until late into the
nineteenth century. The great preva-
lence of this disease throughout Russia
during the last five years probably also
came originally from India via Pesia
and the Caucasus.
Typhus fever is said to be endemic in

Tunis, Tripoli, Algeria and Morocco,
Asia Minor, Persia and Afghanistan.
In India an endemic center stretches
from Beloochistan in the south to Kash-
mir in the north. There are also en-
demic centers in Indo-China, Japan and
Mexico, Peru and Chile.

These are examples of endemic dis-
eases whose centers, regions, or areas,
must be constantly watched to prevent
them from spreading across the boun-
daries into European or American
countries. The character, manners, cus-
toms, degree of civilization, sanitary
conditions, modes of travel and com-
merce are indirectly, and the rat, flea,
lice and mosquito pests are directly, re-
sponsible for the endemicity.

Cholera, malaria, the plague and a
number of other endemic diseases sup-
plied the impetus to two great branches
of medicine—hygiene and public health.
One of these has to do with the study of

the characteristics of a disease, its mode
of transmission and the methods most
practical in eradicating it; the other,

public health, deals entirely with the

application of the principles which hy-
giene, including preventive medicine,
developed by research.
Our own country has areas where cer-

tain diseases are endemic. The hook-
worm infection and malaria are largely
confined to the Southern States. Like-
wise Rocky Mountain fever is found no-
where else in the world

; it has so far
been reported from Washington, Ore-
gon, Montana, Idaho, Nevada, Wyom-
ing, Utah and Colorado'. The most pro-
nounced endemic center is the Bitter
River region of Montana. Rodents are
the carriers, and ticks belonging to the
genus Dermocentor, the vectors. The
dificulty in eradication is apparent in

this instance when it is recalled that it

is essentially a disease of the lower ani-

male and that six varieties of rodents
are involved.

Endemic centers are difficult to elim-
inate. The eradication depends largely
upon the population and it is difficult,

even impossible, to change the habits of

a people in a short time, even though
these habits are responsible for an in-

calculable amount of suffering and
death. However, endemic centers are
gradually contracting and in some in-

stances disappearing, though it will re-

quire many years of watchfulness and
persistent effort before all are complete-
ly abolished.

It is generally conceded that a people
have the right to live as they choose, to

have what diseases their manner of liv-

ing favors the propagation of, but this

right extends only to themselves and
ceases at the frontier. The rigid en-
forcement of immigration laws and per-
sonal examination of immigrants from
endemic centers when there is cause for
suspicion, have saved all the civilized

countries of the world from the scourges
of the Middle Ages.

DOCTOR AND SPECIALIST.

The titles mentioned above are much
abused and mis-used. There are so

many kinds of professions, trades and
businesses, the adherents of which are
known as “Doctor,” that some medical
organizations are urging all physicians
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and surgeons in this country to use the

suffix “M. D.” discouraging their

friends from addressing them as “Doc-

tor”—especially as many see fit to use

the slang “Doc” (meaning a half-doc-

tor), whereas they refer to Osteopaths,

Opticians, Chiropractors, Chiropodists,

etc., as “Doctor.”
The term “Specialist” should be used

with caution. Many people, especially

in the rural districts, confuse a real

specialist in medical, surgical or dental

work with the advertising quack, who

terms himself a “specialist” (in every-
thing, very often!)

; we know of an in-

stance in which, for this reason, a par-

ish health officer carefully avoided the

term, in advising parents about school

children, giving, instead, the names of

the men doing special work.

As a further mark of distinction,

those who are F. A. C. S. or F. A. C. P-

should be encouraged to use them after

the M. D. on cards, scientific papers,

etc.
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Clinical Meeting, Oct. 17, 1923.

Dr. Feingold, Presiding.

Probable Lymphatic Leukemia. Dr.

Randolph Lyons : I regret that the pa-

tient I am reporting is not able to be

present tonight, but she went home a

few days ago. I could not keep her long

enough. Her presence, however, would
not be of much value.

Mrs. E. A. D., 27 yrs. Admitted 7-25-

23. Discharged 7-27-23. Referred by
Dr. Matas. Through the courtesy of Dr.

Matas, I am presenting the history

taken on her first admission to the hos-

pital, July 25th, 1923.

Complaint: “Sore mouth and nose,

weakness and fever.” The family his-

tory is unimportant. The past history

is entirely negative except for pneu-
monia at 10 years. Patient has two
healthy children. No miscarriages, no
menstrual disturbances. Habits good.

P. I. Began about 3 months ago with
fever and sore throat, after which she

had a severe pain in back which was re-

lieved by strapping. Has been running
temperature every evening since onset.

Has felt weak for past 2 months—sore-

ness of mouth, tongue and throat has not
improved. Nose became involved about
one month ago. About this time ap-
peared a sore on the left side of her nos-

tril which disappeared in about 10 days,
after which a similar one developed
under her nose. This one is still pres-
ent. She has been getting progressively
weaker, but continued doing her house-
work until last week, when she took to

her bed.

Was under treatment during past two
months without benefit. A Wassermann
taken about l 1

/^ weeks ago was negative.
Five days after taking this Wassermann
her throat and nose become worse. She
was advised to have another Wasser-
mann made. This was positive. Two days
later two Wassermanns were run on the
same specimen of blood and one was
positive and one was negative. All posi-
tive Wassermanns were made with cho-
lesterinized antigen and; both negative
Wassermanns with acetone insoluble
antigen. It was decided to bring the
patient to Dr. Matas for diagnosis.

Pr. H. Patient somewhat emaciated.
Anemic. Glands of neck bilaterally en-

larged. Moderate general adenopathy.
Temperature 102. P. 120. R. 22.

Head and Neck: Pustule at tip of

nose. Total obliteration of right nostril

from ulceration on inside of alae of

nose—deviated septum. Mouth dry.

Patches of vesicles on tip and dorsam of

tongue. Gingivitis more marked on
upper than lower gum. Lips swollen.

Ulceration at angle of right, also a fis-

sure. Lips spongy and exudate on sur-

face.

Thorax. Lungs negative. Heart neg-
ative. Abdomen negative.

Pelvic examination : Negative. Cer-
vix slightly lacerated. Slight discharge.

On left leg there is an infiltrated, dis-

colored area on anterior surface of tibia.

Dr. Kearney: “Excoriations about
nasal vestibules, fissures at corners of

mouth. Many bad teeth. Gingivitis,

glossitis, confined to tip of tongue. Ex-
amination of nose unsatisfactory on ac-

count of soreness, but no clinical signs

of disease of the nasal accessory sinuses
found nor any pathology of soft intra-

nasal tissues. Larynx and naso pha-
rynx not examined because of soreness
of mouth.”

7-26-23. White cell count 28,600 with
97% lymphocytes. Coagulation time
2i/

2 min. Hg. 70. Red. count 3,130,000.
Color index 1.13.

S. Lymphocytes . . 95
L. Lymphocytes . . 1

Neutrophiles .

.

. . 4
Eos . . 0
B . . 0

100

Patient was discharged from hospital
on following day (July 27th).

Blood examination on July 28th. W.
B. C. 32,800. Hgb. 70.

97%. Reds 2,400,000.

Lymphocytes

Blood examination on August 1st. W.
B. C. 38,000. Hgb. 70%.
97%. Reds 2,500,000.

Lymphocytes

Readmitted to Touro on August 3rd,

300
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1923. Since discharge has run temper-

ature ranging from 100 in A. M. to 103

in P. M. P. 102 to 120. Has become
paler and weaker .

P. E. Appears paler. Mod. general

adenopathy. Knee jerks present. Pupils

react to 1. and a. Pustular eruption

about mouth. Gums are spongy and
bleed easily, but no hemorrhages. Lungs
negative. Heart, systolic atapex. No
apparent cardiac enlargement.
Abdomen. Flat, some slight general

rigidity. Spleen and liver not palpable.

No edema of feet. B. P. 114-52.

Dr. K. Nose and Throat. “Evidently

has coryza. No other nasal pathology
found (except anemia of mucous mem-
branes.) The mouth and lips are much
better than when seen on July 25th.

However, the anemia of the mucous
membranes seems more marked.”

Radiographic examination of chest

shows “evidence of enlargement of heart
to right and left. There is no glandular
involvement.” (Aug. 7, 1923.)

Urine. Sp. g. 1020. Acid. No albu-

min, sugar or acetone. Aldehyde nega-
tive. No blood, pus or casts.

8-4-23. Small superiosteal swelling

found over anterior surface of right

tibia—this area is tender
;
states she had

similar lesion on left leg which disap-

peared. Complains of pain in rectum;
small inflamed hemorrhoid noted.
Aug. 5. Nasal condition and eruption

around mouth better.

Aug. 6. Complains of left hip. Left
inguinal glands enlarged and tender.
Swelling on right tibia still somewhat
tender.

Aug. 7. Complains of nose being
“stopped up.” Has some pain in left

hip and leg. Hemorrhoid protrudes.
Looks more inflamed. Mucous mem-
brane around it swollen.

8-15-23. Hemorrhoid shows superfi-
cial necrosis. Left inguinal glands seem
to be a little diminished in size. Area of
swelling and tenderness over right tibia

gone.
8-19-23. Patient has been better for

past two days, although reports show a
gradually progressing anemia.

8-21-23. Hemorrhoid smaller—ne-
crotic area has sloughed; off. m.m. less
swollen.

8-23-23. There appeared large vesicle
(1.5 cm.) surrounded by area of red-

ness and inflammation, very sensitive,

on left post axillary region at level of

6th intercostal. Some tenderness over
6th and 7th intercostal nerves on left

side.

8-28-23. Blood transfusion. (Dr.

Landry) citrate method at 1 p. m. Hus-
band; donor, 500 cc.

;
chloroform and lo-

cal used. P. 110 at start and 104 at fin-

ish. At 5 p. m. color of fingers and lips

markedly improved.
8-29-23. Today patient had some re-

action. Temp. 103-4. P. 130.

8-

30-23. Examination of throat

shows tonsils enlarged and very pale.

Gums swollen but are pinkish
;
gums un-

der upper teeth in folds.

9-

10-23. Moderate enlargement of

epitrochlear, axillary and inguinal

glands. M. membranes paler.

9-22-23. Transfusion (husband) 60

cc. pure blood and 220 cc. of citrated

blood.
9-23-23. Slight headache today.
9-27-23. Discharged.
Treatment: Consisted of rest, plenty

of food, fresh air, one light X-ray treat-

ment over right cervical glands and
right groin. Arsenic and iron. Two
transfusions.

There has been a steady reduction in

the red cells. They went down still

more after the X-ray treatment, which
probably did not help matters, until they
reached one million. The white blood

count went up to 38,000 and then
dropped before and after one light X-
ray treatment until it went down to

7,000. After two transfusions, when
she left she had a red blood count of

two million, a white count of 7,000, and
hemoglobin 35%. The chart will dem-
onstrate better than I can explain. (See
chart attached.)

Before she came in the hospital the
blood picture was one of almost all lym-
phocytes. After coming in the hospital
there were 27% small lymphocytes and
54% large lymphocytes. This repre-
sents the difference in personal equa-
tion. Most of the blcod counts on the
inside were made by the internes. There
was a good deal of variation in the dif-

ferential counts. The count ran along
in July and August up to the 27th with
a high lymphocytic proportion. On the
27th she had 22% poiymorphoneutro-
philes.
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On the 28th of August she was given
her first transfusion. The polys went
up to 48%, then gradually came down
again to 23%. Following the transfu-
sion, we first noticed the presence of
myelocytes. There may have been a few
present before, but they must have been
very few. I have not seen as many since.

After the second transfusion the lymph-
ocytes went up, but the total whites
went down. No enlargement of the
spleen. When she left the adenopathy
had not increased. The spleen, as far
as I could make out, was not definitely
palpable. This case is difficult to class-

ify. In the beginning it was most sug-
gestive of lymphatic leukemia.

DISCUSSION OF DR. LYON’S PAPER.

Dr. Matas: The chief interest in this case
as far as my connection with it is concerned is

in the differential diagnosis between an acute
syphilitic infection beginning in the mouth and
oral-pharynx and some other form of cryptic
or atypical infection beginning in the mouth
which would account for the local and constitu-
tional manifestations (including the hemato-
logic findings) which were peculiar to this
case. I knew the family antecedents of the
patient and was much concerned in the diag-
nosis, as it meant so much to the patient and

her family. The diagnosis of syphilis innoeen-
tium with the atrium of infection in the mouth
had been stated by the physicians who had at-

tended this young woman some time before she
came under my observation. The first impres-
sion seemed to justify this conclusion. The
disease had been ushered in with a sharp at-

tack of widespread and intense stomatitis and
fever. The lips, tongue and pharnyx were swoll-

en and covered with grayish patches formed
by the coalescence of a number of small
blistered surfaces which resembled mucuous
patches in a striking way. The tonsils, pharynx
and palate were also inflamed in the same way.
Saliva constantly dribbled from the mouth and
deglutition was almost impossible from dys-
phagia and a swollen tongue; the breath was
foul, the nares, upper lip and margin of the
nasal orifices at the muco-cutaneous junction,

as well as the inner lining of the nose presented
a number of indurated acnoid or farunculoid
pustules with centers of follicular necrosis rest-

ing on an inflamed and extremely tender base.

The submaxillary lymph nodes were enlarged
and tender on each side of the submaxillary
region. There was a constant headache and a

temperature of a remittent type which rose to

103 and over, especially in the afternoons. A
weak, rapid pulse, a cyanotic duskiness of the

face and marked pallor combined with a gen-
eral emaciation, completed the picture of a

profound general infection which seemed to

have its prime focus in the oro-nasal cavity.

No distinct separate ulcer or lesion could be

distinguished in the multitude of local ulcera-

Erythro Leuco
Date cytes cytes Polys. S.L. L.L. Eos. M. Mye. Unknown Hgb. Remarks
July 25. 3,000,000 29,000 96% 70%
July 26. 3,130,000 28,600 3 96% 0 0 70%
July 28. 2,400,000 32,800 97% 70%
Aug. 1. 2,500,000 38,000 97% 70%
Aug. 3. 2,190,000 25,850 9 27% 64 0 0 55% A n i s o c ytosis

poikilocytosis
Aug. 4 17,750 3 24% 73 0 0
Aug. 6 18,500 5 34% 61 33%
Aug. 12. 1,780,000 15,250 5
Aug. 13. X-ray therapy
Aug. 17. Blood culture negative

42%, 53 0 0 * * 30% (Dare)

Aug. 18. 1,560,000 10,250 16 32% 52 0 0 30% Anisocytosis(l)
2 nucleated
reds. Poly-

chromitophi-
lia

Aug. 27. 1,110,000 6,250

Aug. 28. Blood transfusion

22 62% 16 0 0 few 16% (Dare) Mod.
p o i k ilocytosis

and anisocy-

tosis—1 nor-
moblast

Sept. 3. 1,570,000 7,000 48 46% 6 0 30%
Sept. 6. 1,800,000 17,000 25 37% 16 . . 22 30% Color index .83

plus. Dr. E.
Bass

Sept. 12 19,500 23 52% 10 0 15 30%
Sept. 21. 1,760,000 17,500
Sept. 22. Blood transfusion

28%

Sept. 26. 18,700,000 7,750 20 56% 2 1 1 21 35%
Sept. 27 10 66% 14 1 0 8 Discharged
Oct. 12. 2,000,000 5,250 6.5 75% 11 1 0 4:5 2 (Lym) 40% 4 Nucleat reds

(Tallquist)
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tions in the mouth as the original seat of the

inoculation of the disease, if such existed.

The clinical diagnosis of syphilis, supported

by a positive Wassermann, seemed to he justi-

fied before the patient was admitted to the In-

firmary, and, on the strength of this, one Sal-

varsan intravenous injection had been given

before her admission. However, the patient

grew rapidly worse and presented the clinical

picture just described when she entered my
service at the Infirmary. It was then that the

Wassermann which had been reported as posi-

tive by one laboratory and contradicted by an-

other with a negative report, was again tried

by Dr. Lanford, who found it negative for the

second time. Dr. Lanford also made a number
of smears from the scrapings of the most typi-

cal patches on the lips and tongue, but he
found these entirely free from the treponema.

Then came the blood picture which was made
by Dr. Basinger which showed a total leucocy-

tosis of 28,600 and a differential lymphocyte
count of 96%. This exaggerated lymphocytosis
was confirmed by several careful counts made
by Dr. Lyons himself. The hematological and
other laboratory evidence eliminated the diag-

nosis of syphilis, and I then referred the pa-

tient to Dr. Lyons, whose interesting account
of her subsequent history we have just heard.

The diagnosis now centers on what type of

lymphogenous leukemia this is. In a large ex-

perience I recall only one case in which an
acute lymphogenous leukemia was ushered in

abruptly by an acute febrile attack associated

with striking and peculiar oro-pharyngeal
manifestations. It bore some resemblance to

this case though the ulcerations were more
pharyngeal than oral. This occurred over 20
years ago; the patient was a very prominent
citizen and the diagnosis excited considerable

discussion among the medical men who saw
him. At that time serology and hematology
were in their infancy and the treponema was
still unknown. In this case there was a pro-

found anemia, a general adenopathy of the
lymph nodes and a low septic fever which
never left the patient. At the very outset there
was a marked stomatitis and pharyngitis with
superficial ulcerated lesiono causing much dys-
phagia and which gradually extended to the
esophagus and intestinal tract. Apart from a
low hemoglobin percentage and a total red and
white count which showed a great increase in

the leukocytes, there was no other laboratory
evidence available to confirm the diagnosis of

acute septic leukemia, of the type described
by Pel. of Amsterdam, which I concluded the
patient had at the time. The patient lingered
a long time and died a little over a year and a
half after the inception of the first symptoms
in a state of febrile marasmus, anemia and
cachexia with a general moderate adenopathy
and an appreciable enlargement of the spleen.

In the case now under discussion the patient
is still under observation and it is too early to

formulate the final prognosis, but the marked
improvement of the general condition, the heal-
ing of all the mucous lesions, the subsidence
of the fever and of the glandular swellings in
the neck, the gradual drop in the total leuko-
cyte count and the corresponding increase in
the lymphocyte differential, especially after

the two blood transfusions administered by
Dr. Landry, make me hope that the disease is

not a true lymphogenous leukemia, but a
lymphadenosis, in which the enormous increase
in the lymphocyte count is a transitional phe-
nomenon, with a probability of final recovery.

The recent and most instructive paper by
Downey and McKinlay, of Minneapolis, on
“Acute Lymphadenosis compared with acute
Lymphatic Leukemia” (Arch. Int. Med. p. 80;

32, 1 July, 1923) gives an account of a number
of cases which bear a close resemblance to our
patient. The blood pictures carefully recorded
in this contribution are also very illuminating
in conjunction with the clinical data. They
teach us that we are only now beginning to

learn that lymphatic leukemia is merely a
generic term which isi applicable to various
types of hyperlymphocytosis, some of which
are transitional, benign and spontaneously
curable, and others are progressive, malignant
and fatal.

We also learn that total leukocyte counts
and differential counts which do not distin-

guish between the different types of lymphoid
cells are of little value in deciding for or
against true leukemia. It is also interesting

to note that in the majority of the benign,
acute, lymphocytoses reported by Downey and
McKinley the exaggerated differential lympho-
cyte count coincided with the acute oro-pharyn-
geal mucous inflammations and an adenopathy
of the submaxillary and upper cervical glands,
as in this case. From all this it would appear
that the differential studies of the lympho-
ganeous leukemias offers a rich field for fur-

ther clinical and hematological study, and that
the usual gloomy outlook of these cases is

likely to be much modified in the future by
improvements in the present method of differ-

ential cytologic diagnosis in this particular
field of hematology.
Dr. Lemann : This reminds me of the group of

cases reported by Barker and Baetjer a num-
ber of years ago. It seems to me that the data
presented would warrant the diagnosis of acute
lymphatic leukemia even though the patient
has not come to exitus. The duration of these
cases is usually some three or four months. As
I understand it, this case has lasted five

months. That, of course, is considerably
against the diagnosis. In some respects the
case reminds me of a patient whom I saw some
years ago with Dr. Cohn in whom the onset
was equally sudden and in whom the duration
was some three months. At the outset the total

white count was not very high, around 10,000',

nearly all lymphocytes. The case was also
marked by what was thought at first to be car-
buncles, which reminds one somewhat of the
lesions described around the nose in this case.
Also, our patient, as I recall it, had some irreg-
ular fever. This case represents a profound
disturbance of the hematopoietic system. How
we are going to classify these blood disturb-
ances is not altogether clear. We are still feel-

ing our way and trying to put together the
pieces of the puzzle.

Dr. Lanford: This case has been of interest
to me even before admission into the hospital
as one of the specimens of blood examined gave
a negative result by my laboratory, which re-
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suit was entirely different from the positive

report made by two other laboratories. In the
absence of any distinct evidence of syphilis no
specific treatment was given, although she was
brought to the hospital for this purpose. For-
tunately, the blood examination made enabled
ns to quite definitely rule out syphilis as a
causative factor.

Because the condition has behaved somewhat
differently from the usual course of lymphatic
leukemia, I do not think that we should dismiss

that diagnosis because so many of the labora-
tory findings and the clinic evidence suggest
such a diagnosis, and while at the present time
there may be a diminution in the white cell

count, this can be explained on the theory of

exhaustion of the lymphoid elements of the

body resulting from over-stimulation. I fear
that the case will ultimately end as do all these

cases of lymphatic leukemia.
Dr. Lyons: I am sorry somebody did not

hold out a better prognosis for us. I really do

believe she is at present in a stage of a leukem
ic leukemia. I did not mention where the nega-
tive Wassermanns were made because I did not

know. It was not in the history. I want to

agree with Dr. Lanford in his statement that

no matter what the grouping is, the bloods

should be matched directly before the transfu-

sion is done. We have had some experience

with bloods in the same grouping that did not

work out when tested directly one against the

other.



NEWS AND COMMENT

Southern Medical in 192h.

By unanimous vote of the councilors,

the 1924 Convention of the Southern

Medical Association was awarded to

New Orleans. Houston, Atlanta and
Kansas City made a lively bid for the

convention, but the New Orleans dele-

gation, headed by Dr. C. C. Bass, got to

work early and with the assistance of

the Louisiana physicians and those of

our neighboring states, were able to re-

turn us a winner. The Southern Medical

Association has not met in New Orleans

in over fifteen years.

On October 12th there was organized

in the New York Academy of Medicine

“The American Association for the

Study and Cure of Cancer.” There were
over 60 enrolled from eighteen different

states of the Union, and some from out-

side countries, as charter members.
Dr. L. Duncan Dulkley was elected

president, Dr. Curtis Frank Claassen of

Brooklyn, vice president; Dr. A. Hirst

Appel, Colonel in the Medical Corps, U.

S. (retired), secretary and treasurer,

with an executive committee of five.

The next annual meeting will be held

in Chicago in May, during the meeting
of the American Medical Association.

Eighth Congressio'nal District Medical
News.

Natchitoches and LaSalle Medical
Societies have been added to the list of

organized parishes in the Eighth Dis-

trict, and the Congressional Medical

Society has been re-organized. As soon

as Grant and Winn parishes are admit-
ted, the Eighth Congressional District

will be 100 per cent.

The Rapides Parish and District

Medical Societies held a joint meeting
October 1st at Alexandria. Dr. C. R.

Reed of Natchitoches presided- An in-

teresting program was presented on
“Relations of the Diseases of Ear, Nose
and Throat, to the Diseases of the

Human Body, and Vice Versa,” by Dr.
G. R. Beridon, president of the Avoy-
elles Parish Medical Society. Dr. J. E.

Knighton presented a series of clinical

histories with exhibition of specimen on
“Miliary Tuberculosis.”

Following the program, a luncheon
was served at the Baptist Hospital.
Talks were made by Dr. S. J. Couvillon,
councilor; Dr. S. R. Reed, president; Dr.
M. H. Foster, secretary-treasurer; Dr-
Clarence Pierson, and Dr. J. L. Wilson.
This meeting was attended by over sixty
physicians, and was one of the most
successful in its history.

The Avoyelles Parish Medical Society
met at Moreauville, October 9th. Six-
teen physicians attended, including Dr.
R. B. Wallace, Dr. M. H. Foster and Dr.
C. M. Abbott of Alexandria.

The Bureau of Public Health and
Medicine of the American Medical As-
sociation proposes to have a monthly
radio broadcast of medical talks on sub-
jects of interest to the general public-

The committee proposes using long
range stations in the large cities

throughout the country. In this way
health talks can be given to the largest
number of people. The material will be
prepared by the Editorial Board of the
A. M. A. Health Monthly Hygien, and 1

handled through the local medical socie-
ties.

Dr. E. Hause of Ferris, Tex., will read'
a paper before the Orleans Parish Medi-
cal Society, November 26th. The sub-
ject will be “The Drug Scopolamin,”
and his paper will cover its application
in the fields of laryngology, obstetrics
and criminology. The following day he
will give a demonstration of his appli-
cation in criminology. An invitation is

extended to all physicians to attend this
meeting.

The following chairmen of the sec-
tions have been added to the Scientific
Program of the Louisiana State Medical
Society, to be held in Opelousas, April
22nd to 24th, 1924, since the November
issue

:

Pediatrics—Dr. Louis I. Tyler, Baton
Rouge.

Eye, Ear, Nose and Throat—Dr. C.
A. Weiss, Baton Rouge.
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We would like to suggest that those

who would like to read papers, get in

touch with the chairmen as early as

possible.

Standing Water of Any Kind Breeds
Fever Mosquitoes.

Although yellow fever apparently no
longer occurs in the United States, and
its future occurrence here is most un-

likely, the so-oalled yellow-fever-mos-

quito, which is perhaps the commonest
household mosquito in the Gulf states,

has been shown to be responsible for the

carriage of dengue or “breakbone”

fever.

The immediate justification of this

note is the fact that during the summer
of 1922 it has been estimated there were
600,000 cases of dengue fever in the

southern United States.

Costs of construction have increased

20 per cent in Louisiana since last

spring, when Congress provided $650,-

000 for the construction of additional

buildings at Carville, La. The funds,

therefore, are sufficient only for the

erection of 17 cottages housing 12 lep-

ers each, together with a dining room
and kitchen building and additional

power plants, water supply and sewage
disposal units. The infirmary needed
for treatment of the blind and crippled

must await further appropriations.

There are now 174 lepers at Carville,

every bed being filled, the inmates in-

cluding men and women from nearly

every state in the Union. The new
buildings authorized will add 204 addi-

tional beds which will be immediately
utilized, since there is a waiting list of

more than 100 who wish to enter the in-

stitution and many other lepers in the

United States aggregating, it is be-

lieved, more than 1,000, whom it is de-

sired to segregate as soon as facilities

can be provided. One-fourth of the in-

mates at Carville are totally blind from
the disease and the mutilations, espe-

cially of hands and feet, resulting from
the diseases are such as to remind one
forcibly of Biblical descriptions.

The new construction which will be
immediately undertaken will probably
require several months for completion.

World War Officers Must Apply for
Commissions Before November

11th, 1923.

On November 11th, 1923, the grant-
ing of commissions in the Reserve
Corps, without examination, will cease.

All who were officers during the war
may, if they get their application
through to corps headquarters before
November 11th, 1923, be commissioned
in the highest grade held by them dur-

ing the war. After November 11th,

anyone applying must stand an exam-
ination, which will be by no means easy.

Those interested should write at once to

Headquarters Organized Reserves, 607
Commercial Bank Building, Alexandria,
La., or Headquarters 87tn Division,

Poland and Dauphine streets, New Or-
leans, La., for application blanks.

New York Academy of Medicine an-

nounces the coming celebration of the

50th anniversary of the founding of the

New York Laryngological Society,

which, as announced by the New York
Academy of Medicine, will take place

November 15, 1923, commemorates an
event of unusual interest. As far as can
be learned this organization now, the

Section in Laryngology of the Academy,
is the oldest society in existence of the

department which it represents.

In connection with the celebration

there will be an exhibition representing
the importnat contributions made in the

progress of laryngology in the City of

New York.

Lafayette Parish Medical Society.

Members of the Lafayette Parish
Medical Society met at the Elks’ Home
in this city Thursday night to elect offi-

cers and transact other business in con-

nection with the activities of the or-

ganization for the ensuing year.

Dr. C. E. Hamilton was chosen presi-

dent, Dr. L. A. Prejean, vice president,

and Dr. Harold G. F. Edwards, secre-

tary and treasurer.

Dr. O. P. Daly was elected a delegate

to the State Medical Society meeting at

Opelousas next April, and Dr. F. E.

Girard, alternate.

Members of the society in attendance

included Drs. U. J. Arreteig, L. O.

Clark, A. J. Comeaux, O. P. Daly, G. R.
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DeLaureal, J. P. Francez, F. E. Girard,

C. E. Hamliton, Thos. Latiolais, L. B.

Long, N. P. Moss, M. M. Mouton, C. K.
Olivier, L. A. Prejean, Harold G. F.

Edwards, M. E. Saucier, R. D. Voorhies
and W. J. Youngue.

Physicians who were special guests

at the meeting were Drs. Homer Dupuy,
C. V. Unsworth, Leon Menville and
Allen Eustis, all of New Orleans, and
Dr. F. T. Gouaux of Lockport.

Following the meeting the members
and guests enjoyed the hospitality of the

Lafayette Rotary Club at a dinner and
dance.

Medical Association of the Southwest.

The annual meeting of the association
was held in Convention Hall, Kansas
City, on Thursday, October 11th, in con-
junction with the fall clinics. The fol-

lowing officers were elected for 1924:
President, Dr. W. H. Addington, Al-

toona, Kansas, and secretary-treasurer,

Dr. E. H. Skinner, Kansas City, Mo.
It was voted to hold the next annual

meeting in Kansas City, October 13,

1924, in connection with the Kansas
City Fall Clinics. The Medical Herald
an$ Electro-Therapist was selected as
the official organ of the association, and
all members in good standing will re-

ceive the journal from this date.

Third District Medical Society.

Physicians throughout the Third Dis-
trict met yesterday at the court house
in New Iberia for the purpose of organ-
izing the Third District Medical Society
and transact other business in connec-
tion with the activities of the organiza-
tion.

Dr. Lester Williams, president of the

State Medical Society, presided, and
urged the necessity of a live organiza-
tion in the Third District.

The following were elected officers

for the ensuing year: Dr. L. B. Craw-
ford, Patterson, president; Dr. F. T.

Gouaux, Lockport, vice president ; Dr.
Harold G. F. Edwards, Lafayette, secre-

tary-treasurer.
Dr. Allen Eustis, of New Orleans,

presented a most valuable paper on

“Pancreatitis”; Dr. Leon Menville, a
paper on “Radium Therapy”; Dr.
Homer Dupuy, a paper “Dysphonia as a
Symptom of Disease”; Dr. C. V. Uns-
worth, “The Early Symptoms of Pare-
sis.”

The society will hold its next meeting
sometime during the month of Febru-
ary, the exact date and place to be de-
cided later.

There were some thirty members
present.

Monthly Bulletin Shreve-port Medical
Society for November.

Scientific Program.

Uterine Hemorrhages. . . .Dr. R. H. Blackman
Regional Anaesthesia Dr. J. E. Heard

Charity Hospital, November 6th, 1923.

The regular monthly meeting of the
Shreveport Medical Society was called

to order by President Pirkle. Twenty-
five members were present.

Dr. T. D. Boaz read a paper on Mid-
dle Ear Infections in Children.

Clinical cases. Dr. Rauls, of Charity
House Staff, reported on the para-ty-
phoid patient whose case history was
presented at the last meeting. He re-

ported that autopsy findings proved the
case to be general miliary tuberculosis,

illustrating the fact that a positive

widal reaction does not prove that the
patient has typhoid fever.

Dr. Herold reported a case of mis-
taken diagnosis and another of focal

infection.

Dr. Morrow told of being approached
by a chiropractor who declared that he
is going to practice chiropractic in

Louisiana, regardless of any opposition
which may arise. Dr. Morrow said he
was calling this to the attention of the
society because he believes this fellow

represents the first of an organized at-

tempt to introduce chiropractic in

Louisiana.
Dr. Herold announced the meeting of

the Fourth District Medical Society Oc-
tober 16th, the third Tuesday of the
month. The meetings are to be at

Charity Hospital.

On motion the society adjourned.

R. T. LUCAS, Secretary.
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Third Annual Fall Meeting, Sixth Dis-
trict Medical Society, Hammond,

La., October 31, 1923.

9 A. M.

Invocation—Rev. E. S. Taylor, Ham-
mond.
Welcome Address—Dr. E. M. Ro-

bards, president of the Tangipahoa Par-
ish Medical Society.

Report of President—Dr. C. A.
Weiss, Baton Rouge.

Report of Secretary-Treasurer—Dr.

R. P. Jones of Baton Rouge.
Report of committees.
New business.

Election of officers.

Unfinished business.

10 A. M.

Clinical motion pictures.

Radical operation of breast carci-

noma.
Extraction of a bullet (revolver pro-

jectile) from the spinal canal by means
of laminectomy.

Extirpation of a cerebral tumor.
Retrograde dilation of a cicatricial

stricture of the esophagus.
Operative correction of saddle nose.

Correcting the position and reducing
large projecting ears.

11 A. M.

Scientific papers.
Insulin Treatment of Diabetes, with

Lantern Slides—Dr. Allan Eustis, New
Orleans. Discussion.

A Surgical Clinic Illustrated—Dr.
Isadore Cohn, of New Orleans. Discus-
sion.

Disorder of the Pitulary Gland Illus-

trated—Dr. M. L. Graves, Galveston,
Tex. Discussion.

1 P. M.

Banquet tenderered the members by
the Chamber of Commerce, Rotarians
and Tangipahoa Medical Society.

The following doctors attended the

Southern Medical Association: Drs. C.

C. Bass, R. C. Lynch, J. B. Guthrie, I.

I. Lemann, Ansel Caine, Isidore Cohn,
Dan Silverman, Geo. Dempsey, Jno. A.
Landford, H. B. Gessner, Ernest Sam-
uels, L. R. DeBuys, Allen Eustis, Eliza-

beth Bass, S. K. Simon, E. D. Martin,
P. T. Talbot, A. Levin, H. W. E. Wal-
ther, F. M. Johns, 0. Dowling, J. B.
Elliott, J. T. Halsey, H. Dupuy, -J. T.
Wymer, J. T. O’Ferrall.

REMOVALS.
Dr. W. G. Young, from Jennings, La,,

to Port Arthur, Tex.
Drs. C. J. Bloom and R. E. de la Hous-

saye, from 3529 Prytania street, to suite

509-11 Physicians and Surgeons Build-
ing.

Dr. A. A. Keller, from 1215 to 1111
Maison Blanche Building.

Dr. G. M. G. Stafford, from Clinton,

La., to 1507 America street, Covington,
La.

Dr. R. S. Leadingham, from New Or-
leans, to 464 W. Boulevard, Atlanta, Ga.

Dr. Chas. C. Sims, from Moorings-
port, La., to 530, Giddens-Lane Building
Shreveport, La.

Dr. C. A. Hiriart, formerly of Oil

City, who has been spending some time
studying in New Orleans, has located in

Shreveport. He is located at the Youree
Hotel, with his office in the Comegys
Building.

DIED—Dr. Sidney DeLaup of New
Orleans, October 29th, 1923. Dr. De-
Laup was a prominent genito-urinary
specialist and teacher in the Tulane Post
Graduate School of Medicine. He was
one of the charter members of the Or-
leans Parish Medical Society.

MONTHLY BULLETIN OF THE OR-
LEANS PARISH MEDICAL

SOCIETY.

Dr. Lucien A. LeDoux, Secretary.

Beginning with this issue there will

be published a monthly bulletin of the

activities of the society.

Office hours of the society, 9 a. m.

to 5 p. m. daily, except Sunday- In addi-

tion the library is open at night from

7 to 10 p. m., Mr. Leonard Wilson in

charge.
The society, during the past month,

held two scientific meetings and a

special meeting. The special meeting

was held in honor of Professor Hans
Finsterer of Vienna. He read a very

interesting paper on “Gastro-Intestinal

Surgery with Splanchnic Anesthesia.”
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The following afternoon Dr. Finsterer
operated at the Charity Hospital and
illustrated his method of local anesthe-
sia. Papers presented at the scientific

sessions are as follows:
“A Report of One Hundred Anesthet-

ics with Ethylene Gas,” by Dr. E. E.
Allgeyer.

“Full Term Abdominal Pregnancy”
(a case report), by Dr. Lucien A. Le-
Doux.

“Sickle-Cell Anemia, with Report of
Case,” by Dr. S. Chaille Jamison.
“What Produces the Aortic and Hilar

Shadow,” by Dr. Amedee Granger.
‘A Review of a Series of Cases of Fib-

roids of the Uterus,” by Dr. C. Jeff
Miller.

“The Drug Scopolamin,” by invita-

tion, Dr. E. House of Ferris, Texas.
November 27th Dr. House gave a de-

monstration of his application of scopo-
lamin to criminology at the Parish
Prison. This demonstration was
largely attended.

Applications to active membership
pending: Dr. S. F. Elder, Dr. Sara E.
Huckabay, Dr. J. R. Evans, Dr. H. W.
Butler, Dr. W. E. Jones, Dr. H. B.
Faris, Dr. C. H. Potts.

The following delegates to the Louisi-
ana State Medical Society Convention,
1924, were elected November 12th,
1923. Delegates: Dr. E. L. Leckert, Dr.
W. H. Seemann, Dr. Homer Dupuy, Dr.
C. G. Cole, Dr. Chas. Chassaignac, Dr.
J. R. Hume, Dr. J. Signorelli and Dr. J.

A. O’Hara. Alternates: Dr. P. Graffag-
nino, Dr. W. W. Leake, Dr. A. 0. Hoe-
feld, Dr. F. R. Gomila, Dr. A. E. Fos-
sier, Dr. T. J. Dimitry, Dr. Marcy J.

Lyons, and Dr. Geo. F. Roeling.

Election of officers of the Society for
1924 will be held December 8th, 1923.

The President appointed a committee
to extend an invitation to the Southern
Medical Association to meet in New Or-
leans in 1924, composed as follows: Dr.
C. C. Bass, Dr. Homer Dupuy, Dr. H.
W. E. Walther, Dr. P. T. Talbot, with
Dr. C. C. Bass as chairman. Through
their untiring efforts we were fortunate
in securing this convention for next
year.

The Treasurer’s report for October,
1923:
Total receipts $ 216.50
Total expenditures 310.11

Resources.
Domicile Fund, Liberty Bonds

par value $30,000.00
Library Endowment Fund,

Bonds, par value 3,500.00
Medical Relief Fund (Savings

Acocunt) 96.23

Total Resources $33,596.23

REPORT OF LIBRARIAN FOR
OCTOBER, 1923.

Three hundred and twenty volumes
have been added to the completed rec-

ords during the month. Of these 11

were received from the Journal, 5 by
purchase, 4 by exchange, 60 by binding
and 54 by gift. Of the ones received by
gift, 40 were given to the Library by
the Eye, Ear, Nose and Throat Hospital.

Approximately 20 members of this

Society attended; the Southern Medical
Convention in Washington, and the com-
ing year the Society will be represented
in its governing bodies. Dr. J. G. Demp-
sey, Vice-President, Conference cf

Southern States Statisticians of the Bu-
reau of Public Health. Dr. E. C. Sam-
uel, Vice-Chairman, Section of Radiol-
ogy. Dr. P. T. Talbot, Secretary, Con-
ference of the Presidents and Secretar-
ies of State Medical Associations and
State Health Officers. Dr. E. E. All-

geyer was chosen as a member of the
Executive Committee.

DECEMBER PROGRAM.

December 3rd, Board meeting. De-
cember 8th, election of officers, 1924.
December 10th, scientific meeting. De-
cember 24th, scientific meeting.

The Secretary of the State Society
requests that our members pay their
1924 dues as early as possible so it will

facilitate the work of his office.

The New Hospital at Baton Rouge.

—

“Our Lady of the Lake Sanitarium” is

most beautifully situated. It indeed
overlooks the lake. It is adequate and
well equipped. It is in charge of Sister
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Marie de Bethanie, Mother Superior,

who for so many years was director of

the St. Francis Sanitarium in Monroe.

On November 8th the sanitarium ten-

dered the members of the local medical

society and a few guests a dinner which
was greatly enjoyed. Among the guests

were : Dr. H. A. Pattison, Special Agent,

National Tuberculosis Association; Dr.

R. L. De Saussure, staff member of the

American Child Health Association; Dr.

K. E. Miller, Director, Rural Health Aid-

ministration, and Dr. Oscar Dowling,

President State Board of Health.

The Tri-State Medical Society of Lou-

isiana, Arkansas and Texas, one of the

oldest organizations of its kind in the

South, will hold its annual session in

Texarkana on Dec. 5th and 6th. Dr.

Heartsill of Marshall, Tex., is president,

and Dr. Frank H. Walke, of Shreveport,

is secretary. Drs. E. L. Sanderson and
A. A. Herold are chairmen of the surgi-

cal and medical sections, respectively.

Our next issue will give an account of

the meeting.

BOOK REVIEWS.

General Medicine. Practice of Medicine
Series, 1923. Weaver, Brown, Prebble,
Sippy. Year Book, Chicago, 1923.

It is obviously impossible to review briefly

a volume whose scope is so wide. The subjects
embraced include infectious diseases, diseases
of the chest, blood and blood-making organs,
diseases of the blood vessels and kidneys, the
digestive system, metabolism and endocri-
nology. This volume shows a decided im-
provement over previous ones in the choice of
papers abstracted and with regard to the rela-

tive length of the abstracts. It has always
been the reviewer’s opinion that an article

worth abstracting should be treated with suf-
ficient length and clearness to bring out what
is original or of interest in the paper. Yet
this is rarely the case with most abstracts. It

is a pleasure to note in this volume that full

measure of space is allotted to interesting and
important contributions, for example we find
eight pages devoted to an article on radiation
in the treatment of blood diseases. Further-
more, many foot notes are found interspersed
throughout its pages, giving the personal
views of the reviewer, either in praise or
criticism of the article abstracted. Although
we may not always agree with the reviewer,
these notes enhance the value and interest of
the book to the reader. This book can be
recommended to all practitioners who are in-

terested in keeping abreast of the year’s prog-
ress in medicine. R. L.

First Aid X-Ray Atlas of Fractures and Dis-
locations. By H. C. Orrin, 0. B. E., F. R.
C. S. (Ed.) Paul B. Hoeber, New York,
1923.

This little book of 76 pages should prove in-

teresting and instructive to X-ray workers
and students interested in first aid. The
book has many illustrations of actual photo-
graphs and X-ray skiagraphs. The text de-

scribes the skeleton as a whole and its indi-

vidual bones. The treatment of fractured
bones is fully explained. L. J. M.

First Aid X-Ray Atlas of the Arteries. By
H. C. Orrin, 0. B. E., F. R. C. S. (Ed.)

The author renders visible the arteries of
the body by means of the X-rays. The entire
vascular system exactly as it exists in the
human body is beautifully demonstrated. The
relation of the arteries to the bones are
clearly shown, with the result that definite
and exact points for the application of press-

ure for the control and arrest of haemorrhage
now becomes definite facts. Ten beautiful
plates of the arterial systems are shown in

this little book of 37 pages.
L. J. M.

Diagnostics and Treatment of Tropical Dis-

eases. By E. R. Stitt, A. B., Ph. G., M. D.,

Sc. D., LL. D. 4th Ed. Rev. P. Blakiston’s
Son & Co., 1922. Paul B. Hoeber, New
York, 1923. Philadelphia

This is a pocket-sized manual of 610 pages,
covering in a concise and abbreviated form
the diseases common to the tropics. As in

preceding editions in part 1, the common dis-

orders are classified and comprehensively dis-

cussed and those of minor importance de-

scribed in less detail. Part 2 is given to dif-

ferential diagnosis and general laboratory
procedures. In this edition many revisions
have been made and new illustrations added,
and the more recent advances in diagnosis
and treatment noted.

The Ophthalmic Year Book for 1922, Volume
XIX, Edited by Edward Jackson and Wil-
liam H. Crisp, with a staff of co-laborators.
Published by the Ophthalmic Publishing Co.
Chicago, 111.

It is a pleasure to review the Ophthalmic
Year Book for the year 1922. You could not
expect other than a meritorious volume when
the publication is assigned to the editorship

of Edward Jackson and William H. Crisp with
an excellent staff of collaborators. The first

volume was published in 1903 and has been
published yearly in a single volume with the

exception of volume 15, 16, 17 and 18. The
exception volumes were published in quar-

terly parts. The book was one of the six

ophthalmic publications which amalgamated
and made possible “The American Journal of

Ophthalmology.” The year book is issued

with the “Journal,” these two with “Ophthal-
mic Literature,” which is published with the

“Journal,” is probably the most complete pub-

lication off the American press. The book is

a review with digest and bibliography of oph-

thalmic literature for the year 1922. The
table of contents is well arranged and one
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readily finds the information sought after. I

know of no single volume in ophthalmology
which gives in excellent arrangement so much
valuable information as is obtained in “The
Ophthalmic Year Book. T. J. D.

Ophthalmic Surgery, by Dr. Josef Meller,
clinical professor eye clinic, University of

Vienna. Third edition, translated by Dr.

William M. Sweet, professor of opthhal-

mology, Jefferson Medical College. Published
by P. Blakiston’s Son & Co., Philadelphia,

Pa.

This third edition of Meller's Ophthalmic
Surgery is dedicated to the Rockefeller Foun-
dation, “WITH FEELINGS of the DEEPEST
GRATITUDE for the MAGNIFICENT and
NOBLE SUPPORT WHICH, in the YEARS
OF DSTRESS, it GRANTED the FACULTIES
of the AUSTRIAN UNIVERSITIES.”
The preface is most instructive, which may

be taken cognizance of by certain undergradu-
ate and post-graduate medical schools. I

quote: “No sp'ecial value seems to be attached

to systematic instruction, but experience and
practice are regarded as the chief agents in

completing an education. His appeal is for

systematic instruction, and not to permit of

surgery until they have been taught the fun-
damentals.” It is misleading to designate this

publication a handbook, for it is a monograph.
It has not the size of a handbook. It has de-

scription of single or limited operations. It

is a special treatise on selected operations as

performed at the Vienna Hospital. The re-

viewer desires it to be classed as a mono-
graph, though would offer criticism in neglect-
ing to mention that the lachrymal sac may be
extirpated by a conjunctival mucous route. It

was a disappointment when he states that the
“epiphora disappears through a nervous in-

fluence.” This may be interpreted as mean-
ing that the epiphora disappears reflexly. He
neglects to mention the effect of scar tissue
in and around the palpebral ligament being
a factor, by irritation of the trigeminus and
often explaining the continuance of the epi-

phora. Those interested in ophthalmology
can not afford to be without this book, for he
will lack familiarity with a class of operations
as performed at the Vienna Eye Institute.

T. J. D.

Excursions Into Surgical Subjects. By John
B. Deaver, M. D., and Stanley P. Reiman,
M. D. W. B. Saunders Company, 1923.

This book of 182 pages contains eight es-

says, the surgical matter being by Dr.
Deaver and the pathology by Dr. Reiman. The
first five entitled Peptic Ulcer, Jaundice, Dis-
eases of the Bilepassages, Trials, Tribulations
and Joys of a Surgeon, Some Surgical Con-
ditions of the Intestinal Tract were originally
delivered in the graduate extension course of
Washington University, Seattle; the one on
living Pathology has already been published
in the “Journal of the American Medical As-
sociation. The other two are now published
for the first time. Every one of these essays
will richly repay careful reading, emanating
as they do from two such well known practi-
cal authorities in their respective spheres of

action. They deserve to share a place in the
surgeon’s library alongside of those essays of

Moynihan, Randle Short, and a few others.

The Heart: Its Physiology, Pathology and
Clinical Aspects. By Dr. Selian Neuhof, B.

S., M. D., P. Blakiston’s Son & Company.
1923. Philadelphia.

This is one of the most comprehensive
and well balanced books on cardiology that it

has been the reviewer’s privilege to read in

some time. It embraces, in its scope, the

physiological, pathological, and clinical as-

pects of cardio-vascular diseases. Graphic
methods of cardiac examination are discussed

clearly and at sufficient length to be under-
standable to the average physician, and the

frequent combination of polygraphic tracings

with electro-cardiograms is a happy one. Fur-

thermore, it is a pleasure to note that the au-

thor stresses the importance of information

to be obtained from the older time honored
non-instrumental methods.

The book closes with a cardio-vascular clinic

of some 108 cases. The cases are interesting

and instructive. Another feature of value

is a well chosen bibliography at the close of

each chapter. To all interested in the sub-

ject of cardiology this book can be recom-
mended as a practical, comprehensive refer-

ence work.
R. L.

PUBLICATIONS RECEIVED

W. B. Saunders Company, Philadelphia and
London: The Examination of Patients, by
Nellis B. Foster, M.D. Gynecology

,

by William

P. Graves, A.B., M.D., F.A.C.S., Third Edition.

Pediatrics, by various authors, edited by Isaac

A. Abt, M.D., Vols. 1 and 2.

P. Blakiston’s Son & Company, Philadelphia:

The Elements of Public Health Administration,
by George Sparr Luckett, A.B., M.D., and Har-
old Farnsworth Gray, B.S., M.S., Gr.P.H. Cleft

Lip and Palate, by Truman W. Brophy, D.D.S.,

M. D., LL. D., F. A. C. S., 0. I., SC. D., F. A.
C. D.

J. B. Lippincott Company: Exercise for
Health and Correction, by Frank D. Dickson,

M.D., and Rex L. Diveley, M.D. International

Clinics, by leading members of the Medical
Profession throughout the world, edited by
Henry W. Cattell, A.M., M.D., Vol. Ill, thirty-

third series, 1923.
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TETANUS.*
By P. Gbaffagnino, M. D., F.A.C.S.

House Surgical Officer, Charity Hospital.

AND
J. M. Davidson, M. D.

Admitting Officer, Charity Hospital.
New Obleans.

“Statistics can be made to show any-
thing, even the truth,” so said a well

known English authority, as recently

quoted by Dr. William Mayo. How well

this applies to statistics on the treat-

ment of tetanus can be easily verified by
a perusal of recent literature on this

subject. But too truly did Dr. Herman
B. Gessner state, in his review, that the

measure of the value of therapeutic
'j methods must necessarily be clinical

results. Too often, conclusions relative
: to these results are hastily confirmed on
a small number of cases. A general
statement may be made that the more

* limited the opportunity for observa-
tion, the more positive are Hie views
expressed as to the efficacy of this or
that remedy or method in the treat-

ment of tetanus.
For instance, from time to time,

most enthusiastic reports appear in the
literature regarding the brilliant re-

sults obtained by the use of antitoxin
as a specific application by a particular
route, the writer reporting from one
to eighteen cases; whereas Sir David
Bruce, as chairman of a committee by
the British War Office, who studied
1,424 cases and whose knowledge of

1

this disease is probably greater than
that of any other writer, says antitoxin
has no power of neutralizing toxins al-

ready fixed in the nervous system and,
if a fatal amount of toxin has been ab-

"'Read Before the Louisiana State Medical Society,
April 24-26, 1923.

Sorbed, no amount of antitoxin will

save the man’s life.

Of the first 1,000 cases studied it

could be positively stated that 500 re-

ceived prophylactic injections and of
these 363 recovered, giving a death rate
of 26.6%. Of the 239 cases who almost
certainly received no prophylactic
serum, 100 recovered, giving a mortali-
ty rate of 58.1%.

In a final analysis of the cases stud-
ied by this committee, it says: “From
the figures, no case can be made out
either for or against the intraspinal
route for the therapeutic injection of
antitoxin and no useful deduction can
be drawn as to the influence of dosage
on the curative action of antitetanic
serum”.

Dr. Fred Murphy, in Keen’s System
of Surgery, Volume VII, states that the
treatment of clinical cases of tetanus
is unsatisfactory and uncertain but in

view of all experiences, antitetanic
serum should be given in large doses.

Ashhurst, probably the most enthus-
iastic American believer in the use of
antitoxin as a potent factor in reduc-
ing the mortality, reports a series of
eighteen cases from 1906 to 1920, with
a mortality rate of 38.8%. He believes
that antitoxin should be given in in-

itial doses of 100,000 units subcutan-
eously; or 20,000 to 30,000 units intra-

venously; or 3,000 to 15,000 units in-

traspinally the first 24 hours and re-

peated as indicated in 18 to 36 hours.
He is a strong advocator of the intras-
pinal route.

Miller, in a recent analysis of 116
cases occurring in the Massachusetts
General Hospital from 1872 to 1922,
claims that the mortality rate has

311
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gradually declined from 65% in 1910,

to 40% in 1921, and he attributes the

decline to the early use of antitoxin in

large doses, especially by the intra-

spinal and intravenous routes.

Colonel Sir William Leishman and
Major B. Smallman, analyzing 157
cases, hold that their results throw
very considerable doubt upon the ad-

visability of applying the intraspinal

or intravenous routes, either alone or

in combination and seem to indicate con-

siderable virtue in the employment of

the subcutaneous and intramuscular
routes. On the other hand, Nicoll is a
firm believer in the use of large doses
of antitoxin, especially by the intra-

spinal route and maintains that the
subcutaneous route is of extremely
doubtful value.

Major H. R. Dean, analyzing a series

of 25 cases, reaches the conclusion that
the most efficacious method of admin-
istering antitoxin is by the intravenous
route, while Sir David Bruce, Andrews,
Golla, Sherrington and others, are
strong advocators of the intraspinal
route.

Because the writers have seen so
many cases of tetanus in this Institu-
tion and having noted the great mor-
tality in cases treated by various doc-
tors therein, irrespective of the method
of treatment, we thought it might be
of some value to carefully review and
analyze, in an unbiased manner, the
cases treated in this Institution. With
this subject in view, we are presenting
an analysis of the cases treated in
Charity Hospital from 1906 to 1923. We
are not unmindful of the fact that Drs.
Gessner and Adiger, in 1916 and 1918,
reviewed these cases up to that time
and to their work we must acknowledge
a debt of gratitude.

There are 627 case records recorded
in Charity Hospital from 1906 to 1923,
which form the basis of this analysis.
These cases may be classified as fol-

lows :

CHART I.

Adults—Male, 203; female, 82; white, 98;
colored, 187. Total, 285.

Children— , 306; male, 204; female, 92;
questionable, 10; white, 140; colored, 166.

Total 306. Tetanus neanotorum, 36.

Sex—Male, 407, white, 173; adult, 69;
children, 104; colored, 234; adult, 134; chil-

dren, 100. Female, 184; white, 65; adult, 29;

children, 36* colored, 119; adult, 53; chil-

ren 66.

Race—White, 238; colored, 353.

CHART II.

Site of wound—
Foot and toes 327
Hand and fingers 63
Leg 16
Arm 20
Knee 9
Back 9
Head and face 32
Teet 1

Analysis of the above table presents
in a graphic form the site of the wound
associated with tetanus and, as to be ex-

pected, the extremities predominate.

CHART III.

Type of injury:
Abscess (inguinal) 1

Splinter 163
Nail 122
Firecrackers • •

•
]

Blank cartridges
J-

23
Air gun J

Gunshot wound 6

Incised wound 44
Crushed wound 42
Burns 6
Brush burns 38
Punctured wounds (excluding nails) . 16
Ulcer 3

Abortions 15
Tetanus neanotorum 36
Morphine addicts 9

Infected pimple 1

Vaccination 3

No history of injury 4

The above table presents an interest-

ing study of the typ^ of iniuries often

Chart IV
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associated with tetanus, and among the

unusual we find a great number of

abortions, morphine addicts and simple

brush burns.

Chart 71.
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Incubation Period.

fatal termination. Is it not possible
that the doubtful cases, unreliable his-

tories, virulence of the infection, and
possible complications that are not con-
sidered while studying figures, could
explain these discrepancies?

Effects of Treatment According to Dos-
age and Cases Treated Without

Antitoxin.

This contrasts the total number of
cases treated with antitoxin numbering
273 with a mortality rate of 66.6% and
the total number of cases treated with-
out antitoxin numbering 304, with a
mortality rate of 68.08%. A careful
study of this chart will reveal the fact
that tht death rate varied very little,

no matter how much antitoxin was
given. There were as many deaths and
recoveries when only 500 to 1,000 units
of antitoxin were given as when over
100,000 units were administered-

Prophylaxis.

All writers agree that the value of

antitoxin as a phophylactic is now es-

tablished beyond a question. Our re-

port shows 14 cases that received a pho-
phylactic injection of antitoxin and
contracted tetanus with a mortality
rate of 28.57%, showing a marked de-

crease in the mortality rate.

Analysis of the whole number of

cases confirms the law already laid

down, that the shorter the period of in-

cubation, the greater the mortality. And
yet we see in few instances, hard to

explain, cases with an incubation period
of three days that apparently recover,

while others with an incubation period
of twenty to forty-four days have a

Chart VIII.
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Here an effort has been made to-

classify cases according to the method
of administering antitoxin. It is to be
noted that very few cases received anti-

toxin by one particular route, most of

it being given in combination. For this

reason, we were unable to classify the
results obtained by each method of ad-

ministering antitoxin.
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Other Interesting Features.

Magnesium sulphate injected intra-

spinally. Cases, 2; cured, 0; died, 2.

Mortality, 100%.
Foreign bodies remaining on admis-

sion. Cases, 26; Cured, 11 ;died, 15.

Mortality, 57.7%.
One case died after spinal injection

of serum.
One death from anaphylaxis.
One case of re-infection with tetanus

after 16 years. Died during the second
attack.

Here let us review the recent experi-
mental work and perhaps, who knows,
the seeds of these experiments may
bear fruit in the minds of some of you
and lead to the final solution of this

dreadful malady.
The fundamental observations of

Marie and Morax, and Meyer and Ran-
son, which determined the fact that the
toxin which was produced locally by
the tetanus bacillus was carried to the
cord by the axis-cylinders of the motor
nerves, the sensory fibres never taking
part in this transmission, remains es-

tablished- However, Teale and Emble-
ton proved, by the re-injection experi-
ments, that after the injection of toxin
in an extremity,- within a short ti ne it is

present in the blood, liver, spleen, etc.,

and even in the nerve of the opposite
extremity, results which could not be
possible if the toxin were conducted en-
tirely by the axis-cylinders. The latest

evidence seems to point at least to a
partial conduction of toxin by the lym-
phatic route, and that tetanus toxin ap-
pearing in the blood stream and other
tissue can be neutralized by antitoxin
at any stage in its passage before its

final and relatively undissociable union
with the ganglion cells.

Types of Tetanus Bacilli.

Captain Tullock has been able to dif-

ferentiate four types of tetanus bacilli

by means of the agglutination test. Ex-
amination of 100 cases suffering from
clinical tetanus, showed 41 cases of

type 1, 20 cases of type 2, 35 of type 3,

and 3 of type 4. So far as known, anti-

tetanic serum prepared in the routine
way has the same effect on all types,

neutralizing the toxin in any one or all.

In 23 cases, not suffering clinically

from tetanus, he found the tetanus
bacillus and divided them into the four
groups—17 cases belonged to type 1, 3
to type 2, 2 to type 3, and 1 to type 4.

Comparing these figures with those ob-
tained from the analysis of 100 cases
of clinical tetanus, he found that while

74% of the cases with tetanus bacilli in

the wounds belong to type 1, only 41%
are found with clinical tetanus. The
mortality of these types in which
special groups were established, is as
follows: Type 1, 11%; type 2, 25%;
type 3, 35%, and type 4, 0%. It would
seem that type 1 was the most prevalent
infection, accompanied by a relatively

low mortality, while types 2 and 3, the
less frequent, are more virulent.

Method of Injection of Antitetanic
Serum.

Professor Sherrington performed a

series of experiments on monkeys for

the British War Commission. Ten con-
trol monkeys, and ten receiving the

antitoxin subcutaneously, all died. Of
twelve treated intramuscularly, all died.

Of sixteen treated intravenously, ten
died, giving a mortality rate of 62.5%.
Of eighteen treated intraspinally, five

died, with a mortality rate of 27.7%.
The impressive part of this experiment
was the method of administering the

antitoxin high up in the cervical region.

The laboratory observations on the

fate of bacteriologic spores in the ani-

mal body, by Koser and McClelland, re-

ported in 1917, are of particular inter-

est in view of the late development of

the clinical symptoms in many of the

reported cases- These observers find

that the spores of the bacillus tetani

may persist in experimental cases at

the site of inoculation for four months
and in the liver and spleen for two
months.

An impartial analysis of all case

records studied forces us to the conclu-

sion that the status of antitoxin in the

treatment of tetanus is as yet not

definitely established and that its value

as a curative remedy awaits indisput-

able demonstration. However, we are

of the firm belief that in view of the

known properties of antitoxin to neu-

tralize the toxin of the tetanus organ-

ism and its action, not only as a pre-

ventive but in lengthening the incuba-
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tion period and attenuating the viru-

lence of the infection where it occurs in

spite of the prophylactic use, antitoxin

is the specific remedy for tetanus.

Further experimental work as to pre-

paration, dosage, mode of administra-
tion and efect on the living tissue, will

in time bring about the desired end.
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DSCUSSION.

Dr. E. Denegre Martin (New Orleans) :

We must bear in mind that these are statis-

tics from the Charity Hospital. It would be
important to know how far advanced these

cases were. We have had probably twenty
of these cases, and of the twenty I think two
survived. They came in almost in articulo

mortis. I believe there is really nothing to

be done in advanced cases. My observation
(I have had about 30 cases) is that the death
rate will depend entirely upon the virulence
of the infection.

Another thing is to be said, that in private
cases we get them immediately, antitoxin is

given immediately, we delay the effect of the
poison, and if a sedative is given these cases
will do well. We have reported eight cases
cured with chloratone. These were young
people and they were taken in time. The
initial dose of antitoxin was given subcutane-
ously, which I think should be done. Whether
it is more effective intraspina'.ly is some-
thing I cannot say. Then giving chloratone
to control the convulsions, these cases do
well. I have had one instance of the use of
sulphate of magnesia, but that patient was
practically dead at the time. It does control
convulsions if given in time.

I have not made up my mind as to the best
method. This paper brings out the fact that
we are not agreed on the treatment of cases
by any special or satisfactory means. But
you can make up your mind that if the poison
is sufficiently virulent we have nothing to
counteract it. How often do we see cases of
chronic tetanus walking around and getting
well with absolutely no treatment?

Dr. L. A. J. Brennan (New Orleans) : One
point must be considered here, and that is the
interference with wound in these cases. I

believe that serum is best used as a prophy-
lactic. Serum therapy is the thing to use
where we interfere with wounds predisposed
to tetanus. If the wound is let alone no doubt
the case will get well by using sedatives and
nourishing the patient; but if you have occa-
sion to interfere with a wound or to open it

up for drainage, there is where I think the
serum comes into play therapeutically. It
neutralizes the new poison that is liberated.
The organism as a rule grows better where
there is secondary infection. In those cases
that show infection, I think the wound should
be opened up early and drained, not using the
scalpel, but some blunt instrument, and thus
the wound should be left alone. The patient
should be given a prophylactic dose in the be-
binning to ward of tetanus. After this stage,
whenever any interference with the wound is

indicated there should be a large prophylactic
dose of antitetanic serum given, and I believe
these cases will get well, provided they are
well fed and given sedatives so they will not
die of nerve exhaustion or starvation.

FRACTURE OF THE LOWER END
OR BASE OF THE RADIUS."

By John L. Wilson, M.D., F.A.C.S.,

Alexandria, La.

Fracture of the lower end of the ra-

dius is the most frequent fracture with
which physicians have to deal. This

fracture occurs next in frequency
to fracture of the ribs, and con-

stitutes ten per cent or more of

all fractures. The greater percent-

age of such fractures is met with
by the general practitioner, and not by
the general surgeon, and for this reason

the treatment of these fractures is car-

ried out by the physician, which makes
it very important that we should be
posted as to the pathology, etiology and
treatment of this fracture.

We have had many notable contribu-

tions to our knowledge of the etiology

and pathology of these fractures as well

as to the treatment of them, since the

original contribution by Codes in 1914.

Prominent among the contributors of

recent years may be mentioned, Scud-
der, Roberts, L. A. Pilcher, John B.

Murphey and Fredrick J. Cotton of Bos-
ton. As I understand it two principals

are involved in the causation of this

fracture, traumatic force applied to the

extended or outstretched hand, with its

effect upon the peculiarly anatomically
formed lower end of the radius, thin

*Read Before the Louisiana State Medical Society,
April 24-26, 1923.
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cortical layer with cancellated bone
structure, which renders it peculiarly
susceptible to fracture from trauma
when received in the manner described
in this fracture.

I shall not attempt to describe the
types of fracture, each case will pres-
ent its difference, and the diagnosis of

type should be left to the physician in

charge of the case. The final authority
as to the character and extent of the
injury is the X-Ray, and resort to it

should be made when practical to con-

firm the diagnosis of fracture, the type,

and in the after treatment, to demon-
strate the degree to which reposition of

fragments have been secured. Antero-
posterior and transverse views should
always be taken of the wrist and arm.

The Silver Fork Deformity present
in these fractures is characteristic of

this particular fracture, so that there is

usually no room for doubt of the nature
of the injury, excepting in instances of

complications, such as luxations, ex-

treme impaction, and destruction of tis-

sues in that region. In addition to the
characteristic deformity we find only

;
partial disability of the hand, displace-

ment backward, fullness in front of the
radius over wrist, loss of normal promi-
nence of the ulnar head on the back of

the wrist with fullness in front of the
wrist. The hand is usually held in par-
tial flexion. The above symptoms to-

gether with the X-Ray findings should
complete the diagnosis. Complete and
careful examination together with the
history of the case will usually give
one a good idea of the existing pathol-

ogy of the average case.

Treatment should always be carried
out under light anesthesia in this as
well as all fractures. Ether, Gas, Chlo-
roform, gives for a few moments or un-
til light anesthesia is produced, causes
muscular relaxation, and partial insen-

sability to pain, which will enable the

physician to adjust these fractures prac-

tically without pain and more satisfac-

torily to ourselves, as well as to give

the patient better service. The selec-

tion of material for splints is of great

importance to the physician, who has to

treat these patients, the physicians in

the country and smaller towns. We are

not always situated so we can draw on

the supply of splint materials usually
supplied by the manufacturers, and we
must have a suitable, available splint

material. Many useful splints have
been recommended and successfully

used, by a number of good surgeons.
The practicability of the splint, availa-

bility of material with which to make
it is of vital importance to the patient
and physician. For some years I have
been using a splint suggested by Fred-
erick J. Cotton in his most excellent

book on Dislocations and Joint Frac-
tures. This splint can be made almost
anywhere that wre may be called to treat

these fractures. It can be made from
a shingle, boxtop, or any like material
which is almost always available.

I will now exibit the splint and ex-

plain the method of application. You
will note the manner in which the splint

is shaped, a notch is removed from the
radial side where it presses over the
ball of the thumb, which prevents pres-

sure on the ball of the thumb when ap-
plied, allowing also free movement of

the thumb, which is an item of great
importance. The posterior splint also

has a notch cut out so as to prevent pres-

sure over the styloid process of the ul-

nar. These splints when properly pad-
ded and properly applied make an ideal

splint in the treatment of this fracture,

and will prove a great asset to patient,

as well as a satisfaction to each of you
in handling these patients. The distinc-

tive feature of this splint is that it al-

lows free movement of the thumb and
fingers, and when the patient is dis-

charged he does not have to use massage
for weeks to overcome stiff fingers re-

sulting from improper splints. In the

application of a splint we should always
remember the teaching of John B. Mur-
phy. Don’t ever attempt to reduce a

fracture with a splint. We should first

reduce the fracture under anesthesia,

be certain that we have done so, and
then apply the splints correctly, not

too tightly. Remember that in the limb

upon which we apply a splint for the

treatment of a fracture, swelling will

take place within 24 hours, and the

patient may have disastrous results

from our treatment should the splints

and dressings be applied too tightly.

We might have ischaemia and in some
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cases Volkman’s contracture resulting
from the treatment, which would be a
very serious condition.

I would also call your attention to

Murphy’s teaching as to the function
of splints. He contended that we did

not need perfect or superlative immobi-
lization in the treatment of fractures,

contending that some movement of the
ends of bones would hasten repair. The
patients arm should be shaved and when
the splints, properly padded are applied,

a two inch piece of Z 0 plaster should
be carried around the lower end of the

am and splints, below the thumb,
another be carried around arm and
splints above the wrist, and another at

the upper extremity of splints, allow-

ing the plaster to adhere to the skin,

which will hold the splints in position.

We may then apply a roller bandage
over all to produce the required amount
of pressure.

After the dressings are applied, the

arm should be suspended in a sling. A
piece of domestic 32 x 32 inches, folded

diagonally and placed about the patients

neck and arm makes an excellent sling.

The after treatment of these fractures

is of great importance. We should see

the patient the following day or within
twenty four hours after the first treat-

ment, and make note of the following

symptoms and conditions, (a) swelling

of the hand; (b) numbness or pares-

thesia of the hand or fingers; (c) cya-
nosis; (d) amount of pain; (e) com-
plaint of general discomfort from pres-

sure; (f) complaint of localized pain at

or near any special point of pressure.
The presence of any localized pain at

any point of special pressure is a posi-

tive indication to remove the splints at

once. All splints should be removed in

from 3 to 5 days for the purpose of in-

spection. After the first inspection 24
hours after first treatment the patient

should begin to keep the fingers limber

by passive and active motion, even,

though such motion be painful. Within
two weeks mobility should be given at

the wrist. The anterior splint being
retained as a protective splint after two
weeks. The results of treatment when
carried out properly with this splint

should be good.

A NEW METHOD OF TREATMENT
FOR CHRONIC SUPPURATIVE

OTITIS MEDIA.*
By M. P. Boebinc.er, M. B.,

New Orleans.

The success of surgery should be
measured by the end product. The re-
porting of two cases must have some
merit to justify the making of such a
report. The radical mastoid operation
is counted a success when it effects a
cure, though the hearing be sacrificed.
A modification of the radical mastoid
operation that effects a cure and at the
same time conserves the hearing, should
be considered the proudest achievement
in mastoid surgery. The author real-
ized for many years that the radical
mastoid operation is beset by many and
serious pitfalls. For instance: Facial
paralysis, failure to arrest the discharge
and the possibility of a recurrence.
These, together with the destruction of
the middle ear and it’s contents, make
some other line of procedure a consum-
mation devoutly to be wished.

The cases herewith presented offer-

ed no choice of procedure along beaten
paths except the radical mastoid or the

Heath operation. Imbuded with the be-

lief that a rather simpler procedure than
either of the above operations should
effect a cure and at the same time con-

serve the hearing, the method and tech-

nique herein presented, were instituted.

It is not the purpose of the writer to

discuss the usual methods of treatment
employed by various aurists, nor to de-

scribe the technique or modification of

the radical mastoid operation as first

employed by Korner and later by Heath,
Ballenger and Bryant. These all have
their champions and advocates, and no
doubt effect cures in certain selected

types of cases. The question of long
drainage, ventilation and irrigation

from a surgical point of view is an im-
portant one.

A radical mastoid operation is never
performed in the interests of the hear-
ing function, and a statement to that
effect should be made to the patient
before the operation.
The dangers and accidents attending

the radical mastoid operation:—The

"Read Before the Louisiana State Medical Society,
April 24-26, 1923.
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intimate relation existing between the

tympanic cavity proper, tile epit.vmpa-

num, the mastoid antrum, the mastoid
cells, the facial nerve, the labyrinth,

external semicircular canal, the jugu-
lar bulb, the sigmoid sinus, the internal

carotid artery and the meninges, even
when normally located, emphasizes the
possible danger of accident attending
the radical mastoid operation through-
out it’s entire course.

The above cannot possibly happen to a
skilled operator in doing a simple mas-
toidectomy, or in employing the writer’s

method.

Indications for the radical mastoid
operation :—Briefly stated, is to con-

vert the external auditory canal, tympa-
nic cavity, aditus ad antrum mastoid
antrum and mastoid cells, when dis-

eased, into one wide-open cavity ; to ex-

cavate all granulations and diseased

bone, to destroy all membranous and
muscular tissue lying within these

limits, including the drum membrane,
and to effect dermatization throughout
the entire area, in the hope that by do-

ing so, the ramifications of the disease

will be terminated once and for all.

The operation is a capital one, requir-

ing extensive dissection in the most
complicated bone in the human body.

The main objects in the local treat-

ment of this disease are, first
; to arrest

the inflammatory infiltration of the
mucous membrane of the middle ear,

and to stop it’s purulent discharge, and
secondly

;
to prevent the development of

serious complications.

Patients, as a rule, subject themselves
to radical operative measures only
when threatening symptoms appear.

When these are lacking, and if the

power of hearing is not greatly affect-

ed, the patients prefer the conservative
treatment, which may continue for

years.

Description of cannula A gold needle

of nineteen gauge, two inches long with
smooth rounded distal end was made
into cannula. The hub of the cannula
is smooth within, (a Luer hub) and just

beneath the hub, a thread of three-

fourths of an inch long for the purpose
of raising or lowering the cannula to

fit the case. The cross-arms area two in

number, three inches long and one-

thirty-second of an inch in thickness
and one-fourth inch in width, with num-
erous perforations at the ends, and
made of plated cooper, which forms the
letter X.

Author’s technique :—A simple mas-
toidectomy is done in the usual manner
for a chronic suppurative otitis media.
The method pursued by the writer is to

enlarge the antral opening, then to work
upward towards the tegmen antri, us-

ing either chisel or gouge, keeping in

mind always, that the surface land-

marks, the linea temporalis and the su-

perior wall of the external auditory
canal is about, but not quite, the safe-

ty limit or danger zone.

The Author continues to work up-
ward and to remove overlying osseous
tissue until a probe introduced through
the antrum, aditus ad anrtum and mid-
dle ear proves that you h&ve reached a

parallel line with the tegmen antri then
the attention of the operator is next
directed to preparing the parts before

the introduction of the Author’s spec-

ial cannula. All rough edges and projec-

tions are removed.
The excavation is irregular in con-

tour, extending from the tegmen antri

above (because antrum is now practi-

cally obliterated) to and through the

mastoid tip below and from the posterior

border of the osseous canal wall back-

ward, usually to the limit of the diseased

osseous tissue. A careful survey is now
made of all parts in order to ascertain

if any unopened or diseased cells have
been overlooked. The writer then pass-

es a probe into the middle ear and takes

soundings, as it were, in order to ascer-

tain the direction of the probe and to

the size of the opening which leads to

middle ear, and to enlarge and remove
any obstruction or interference to the

passing of the cannula, which should

be introduced into the mid lie ear with

the same ease as the surgeon passes the

probe. No force must be used, and if any
interference is noted, this must at once

be corrected. The surgeon should al-

ways gently euret in the neighborhood
of the antral orifice of the aditus for

fear of dislocating the incus. The field

should now be inspected, and the intro-

duction of the author’s cannula follows.

The distal end is introduced into the

middle ear and remains there. The
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cross-arms are sutured a safe distance
away from the wound into healthy skin,

using silk material. A drain of plain

gauze is placed into the mastoid wound
and the edges of the wound approxi-
mated with michel clamps or absorbable
sutures. A small opening is made by
means of scissors through a gauze dress-

ing and head of cannula uncovered. The
after treatment for mastoid wound is

same as that employed for simple mas-
toidectomy.

Solutions used :—Acid Boric, one
dram to quart; normal saline solution;

sterile water; solution of nitrate silver,

1 per cent and 2 per cent; solution of
Formaldehyde, 1-2 per cent to 1 per
cent

;
alcohol solution, 50 per cent. The

Author believes his results came from
use of normal saline solution three to

four times daily and finally using al-

coholic solution of 50 per cent strength
every morning and night.
How solutions were used:—Small

metal tip to which a piece of rubber
tubing was attached. The metal tip

was introduced into hub of cannula and
to other end a large Luer syringe 10 C.

C. filled with solution was used to irri-

gate middle ear.

Amount used:—The personal equa-
tion of the aurist should play an impor-
tant part here. However, the Author
advises free irrigation. ( Often and plen-
ty.)

Failures:—On many occasions, the
writer was forced to remove cannula
from wound and middle ear on account
of blocking of the tube, (especially was
this due to use of AGno. 3. This is done
with ease. The granulation tissue and
tract left open from tube was cocainized,
the material removed from lumen, and
the tube sterilized, and reintroduced,
then not sutured to skin, but fastened by
adhesive strips, which the Author highly
recommends, as a simple and safe pro-
cedure.

Keeping the wound clean beneath the
cross-arms is much easier and simpler
than in the writer’s original model,
which did not have cross-arms, but was

! made with a disc, which prevented the
writer from keeping the parts clean, a
source of much annoyance.
Time for cure:—By the use of can-

nula and irrigation, the first case re-

j

quired ninety days. In the second case,

five months was required in order to

effect a cure. This was probably due
to acute mastoiditis and subperiosteal

mastoid abscess.

REPORT OF CASE

E. W., age seven and a half years—white
female.

Examination of right ear negative. Nose
and throat negative.

Examination of left ear—Chronic Suppu-
rated Otitis Media. Profuse discharge, acute
mastoiditis, sub-periosteal mastoid abscess.

X-Ray examination showed necrosis of mas-
toid process.

Patient was ordered to Presbyterian Hos-
pital and operation performed December 29,

1921. Treatment continued until June 10,

1922.
Examination of left ear at present shows

almost normal drum membrane. Hearing' dis-

tance for whispered voice 24 feet. Watch
test about one foot.

DISCUSSION.

Dr. J. D. Martin (New Orleans) : We have
had a great deal of trouble in these cases and
have tried every known cure for them, but
even after radical mastoid we have sometimes
found them almost as bad off as before, and
worse, in fact, as the hearing had been in-

terfered with. This is the first time I have
heard of Doctor Boebinger’s new method, and
I want to know something more about it.

Dr. Homer Dupuy (New Orleans) : Some-
one has said “Be not the first by whom the
new is tried, nor yet the last to lay the old
aside.” But in mastoid surgery we are con-
stantly casting the old aside and trying the
new, which goes to prove how inefficient, how
unsatisfactory is mastoid surgery for the re-

lief of chronic suppuration of the middle ear,

because we must admit that the mastoid oper-
ation for acute troubles in the middle ear
and in the mastoid is a proven achievement in

the surgery of the temporal bone. We are
now talking about chronic cases of middle ear
abscess for relief of which, our mastoid
surgery is most unsatisfactory, so I will cast
aside the old and try the new.

The beautiful part about this case is that
the drum has returned to normal, the per-
foration is closed, and there is every reason
to hope that Doctor Boebinger’s method has
affected this cure. So without going too
much into technical refinments, let us admit
that this seems to be a very important contri-
bution. Yet do not be disappointed when you
refer a patient with chronic middle ear ab-
scess to the otologist that a brilliant result
is not easily obtained. For despite all thera-
peutic and surgical measures the chronic mid-
dle ear suppuration is quite a problem, still

waiting for solution in many cases. Let us
hope that Dr. Boebinger has added something
useful to our armamentarium with this new
wrinkle in our surgery of the mastoid.

Dr. M. P. Boebinger (Closing) : I have only
had experience with two cases, but I want to
make a plea for other men to take it up and
try it. We know that in any radical mastcid,
say the Heath, it is a question of drainage.
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This little girl that I saw had chronic sup-
puration for one and a half years, and she
has been well for about one and a half
years with a normal drum and good hearing.

THE TREATMENT OF TINEAL IN-

FECTIONS OF THE HANDS
AND FEET.*

By Jeffrey C. Michael, M.D.,

Houston, Texas.

Infection of the hands and feet with
various fungi is exceedingly common.
Included in this category are such rare
infections as those with blastomvces,
sporothrix, actinomyces, and odium
albicans, but this paper deals only with
the more common infections with epi-

dermophytons or trichophytons and
designated clinically under various
jnames ; epidermophytosis, tinea ecze-

matoid and others.

During the warm months this condi-

tion constitutes between 50 and 60 per
cent of my practice. Not only is it com-
mon, but it is tenacious, recurring time
and again after apparent cure. These
qualities make it an important and in-

teresting subject, especially from the
standpoint of therapy. My own expe-
rience, summarized herein, is based
upon the observation of approximately
750 cases seen in the last thirty months
of private practice. The diagnosis of

many of these cases has been arrived
at purely by their clinical appearance,
though a goodly number have been
definitely proven by microscopical and
cultural study. The latter means are
to be advised in all cases, though at

times the demonstration of the fungus
is exceedingly difficult and time-con-
suming. According to Darier 1

,
it is

possible to demonstrate fungi in ap-
proximately 80 per cent of cases of
dysidrosiform eruptions of the hands
and feet, and the importance of basing
treatment upon certain knowledge of
the cause of the condition makes an at-

tempt, even an exhaustive one, import-
ant. Mitchell 2 also insists on the detec-

tion of the fungus before treatment is

begun, basing his demand for micros-
copical examination on the possibility

of confusing a dysidrosiform eruption
due to a fungus with one due to exter-

nal irritants.

*Read Before the Louisiana State Medical Society,
April 24-26, 1923.

The treatment of this disease varies
in certain particulars according to the
type present in the individual case.

White and Greenwood 3 have proposed
a satisfactory classification of the vari-

ous forms and it will be followed in this

paper. They divide it into the vesicu-
lar, macerated, macular, hyperkera-
totic, and lichenoid types. It is uncom-
mon to see the disease present in only
one form ; the large majority of patients

presenting several or all varieties of it.

Besides the pure types, various com-
plications may be added to the clinical

picture; these complications resulting
from a superimposed infection with
pyogenic organisms. Needless to say,

the complications must be dealt with
effectively before treatment of the dis-

ease itself can be undertaken.
The aim of treatment is, of course,

the eradication of the causative fungus.
These organisms inhabit not only the

corneous layer, but invade at least the

more superficial strata of the rete.

With the remedies in present use, it is

hardly possible to penetrate to this

depth with fungicides in sufficient con-

centration to destroy both mycelia and
spores. Mycelia disappear rather
rapidly following the application of any
parasiticide, especially if contained in

an ointment base. But the spores re-

main viable as indicated by the more or

less rapid recrudescence of the condition

as soon as a growth restraining appli-

cation is stopped.
Under these circumstances treatment

must be based upon general principles,

which are

:

(1) Mechanical or chemical removal
of epithelial debris and corneal layer

(curette, keratolytics).

(2) Destruction of fungus by drugs
(benzoic hcid, potassium permangan-
ate, chrysarobin, iodine, phenol, etc.)

(3) Alteration of cellular activity by
physical means (Roentgen-ray, ultra-

violet light).

(4) Prophylaxis (sterilization of per-

sonal clothing and prevention of con-

tact with infected material).

In addition to the foregoing there is

another important feature of treatment

that should be mentioned. This is that

disappearance of the symptoms of the

disease does not mean necessarily that

the causative organism has been eradi-
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cated, and therefore all cases should be
apparently overtreated before pro-

nounced cured. Before discharging my
patients from observation, I always
prescribe Whitfield’s ointment with in-

junctions to apply it daily for two
months, and if it happens that the end
of this period falls in the winter
months, the patient is advised to apply
it again for a month at the onset of

warm weather.
With this tabulation in mind, I will

now pass to a consideration of the
treatment of each type of the disease.

Vesicular Form.

As commonly seen upon the feet and
hands this type presents grouped, occa-

sionally isolated dysidrosiform vesi-

cles with clear, syrupy contents. No in-

flammatory areola surrounds the les-

ions unless pus formation occurs. As
none of the epidermal inhabiting fungi
appear to be pus producers, secondary
infection with staphylococcus or strep-

tococcus is the cause of the progenic
complication.

In the treatment of an uncomplicated
case it is my present custom to open the
vesicles if they are not numerous and to

Fig. 1. Profuse eruption of vesicular type.

apply potassium permanganate solution,

1 :2000, for two or three days. When
the vesicles are numerous, small, and
deeply situated, as often occurs on the
lateral surfaces of the digits, then High-
man’s 4 suggestion of soaking with warm
hypertonic solution before the applica-

tion of other remedies is put info effect.

I have found potassium permanganate
a splendid application for the vesicu-

lar type, though my results with it in

stronger concentration, as suggested by
Feldman and Ochs, 3 have not been grati-

fying.

When vesicles have ceased forming,
or practically so, or when potassium
permanganate has not caused a rapid
subsidence of the condition, silver ni-

trate in 10 per cent solution is substi-

tuted- This is painted on every day or

every other day. In fact, in the type of

the disease with numerous grouped vesi-

cles, I have recently begun immediately
with silver nitrate. It converts an exu-

dative condition into a squamous one
more quickly than anything I have used
so far. It is combined with ultra violet

light, using a water cooled lamp without
sufficient exposure to cause more than
a mild erythema. The erythema, of

course, cannot be seen on the silver

nitrate treated areas but a sound patch
of skin on the wrist or elsewhere may
be used as a guide.

Fig. 2. Vesico-bullous eruption secondarily infected
with pyogenic organisms resulting in ulcera-
tion.

This treatment has evolved itself in

my practice largely by a process of cast-
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ing around for something better, be-

cause medicaments that had been used
were not entirely satisfactory. The
black stain that is produces is a draw-
back but patients do not seriously ob-

ject to the disfiguring effect.

I do not know the exact value of the
ultra violet light in this mode of treat-

ment. Clinical experience has shown,
however, that quicker results are ob-

tained when it is combined with silver

nitrate than when the latter is used
alone. It is too early to say that the
combination of silver nitrate and ultra

violet light is actually curative. No
patient has been treated in this way
sufficiently long ago to say that he has
been cured. It may be mentioned, how-
ever, that several patients who had
early recurrences following potassium
permanganate, Whitfield’s ointment,
and roentgen ray, have so far, a matter
of three to six months, had no return of
the condition. A cure should not be
presumed in this disease until the pa-
tient has gone through at least one sum-
mer without its return. Objection may
possibly be made to this statement on
the ground that the development of the
condition after several months freedom
indicates a reinfection rather than a
recrudescence. Such an objection would
not hold, in my opinion, for the reason
that this disease is one of slow develop-
ment, and if one can judge by the state-
ments of patients it requires more than
one warm season for it to develop to
any extent.

Macerated Type.

Typically, this occurs on the apposing
surfaces of the toes, less often on the
finger webs, as white, sodden, thicken-
ed epidermis, which when detached re-

veals a red, exuding area. Fissures are
often associated with it. It is so well

known that further description is super-
fluous.

It is the commonest type of ringworm
of the feet and is rarely absent when
other forms are present. It is not par-
ticularly recalcitrant to well-directed
treatment, but treatment must be vigor-
ous and continued for several weeks or
months before eradication of the infec-

tion can be thought of.

Fir. 3. A pricarily vesicular eruption which throught
involution is subsiding into* the erythemato-
squamous (macular) type.

Whitfield’s ointment (acid salicylic

2 0, acid benzoic 4.0, Adeps Benzoat
32.0) was a more or less standard treat-

ment for a number of years. This pre-

paration has not lived up to its early

promise, and in recent months substi-

tutes for it have been proposed. Rug-
gles° suggested a formula (Tr. Iodine

4.0 Spts. Camphorae 28.0) which was
said to be superior and in this estimate

J. C. White and Sutton 7 agreed. My
own experience with it has not been sat-

isfactory.

Ruggle’s second formula (phenol 0.65,

Ung. Picis Liquida 6.0, Zinc Oxide 10.0,

Ung. Aq. Rosae 20.0) is very useful in

exudative examples of the macerated
type where the conditions prevent the

use of irritating drugs.
Several authors have spoken of the

benefit derived from mechanical remov-
al of the epidermis by means of a cur-

ette. Recently Sabouraud 8 has formu-
lated a very definite plan of treatment
based upon mechanical debridment-
Sabouraud scrapes away all the sodden
epidermis and then paints the denuded
parts with 20 per cent Tr. Iodine in al-

cohol. This procedure is repeated every

day for seven or eight days, and then

the iodine solution applied for several
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method is the most valuable yet offered,

weeks. I believe that Sabourand’s
I have varied from his directions to the
extent of curetting the disease area
every other day and by using Iocamphen
instead of 20 per cent iodine in alcohol.

Iocamphen is a proprietary remedy sug-
gested for this disease by Fordyce 9

. On
days that he does not appear for treat-

ment, the patient applies Whitfield’s

ointment morning and night, first re-

moving any accumulated debris with
a grity soap. After the first two weeks
treatment, curettage need only be done
twice a week. In approximately forty

cases in which this treatment has been
carried out, the result has been uni-

formly favorable. The large majority
have required but one month’s treat-

ment, a few have needed six weeks to

two months before being ready for dis-

charge.

Macular, Hyperkeratotic and Lichenoid
Varieties.

These varieties will be considered
together, because their treatment, ex-

cept in minor ways, is identical.

In the usual type of the macular varie-

ty, the lesion extends backward from
the digits onto the dorsum of the foot,

and hands, and occassionally presents
a red, exuding surface.

In this type curative therapy must be
delayed until the usual soothing appli-

cations have concerted the condition
into an erythemato-squamous lesion.

The hyperkeratotic patches usually oc-

cur on the ball of the foot as yellowish,
hard, oval, elevated plaques or on the
sides of the feet as linear callosities.

Lichenoid patches present oftenest on
the surfaces below the ankle

;
occassion-

ally on the back of the hands. The les-

ions are oval or round, brownish or pur-
plish in color, and show the shagrina-
tions characteristic of lichenification.

The fungus is particularly difficult to

find in the hyperkeratotic and liche-

noid types and they are probably due
to secondary changes from irritation
and inflammation.
These varieties, with the exception

of the exudative form of the macular
type noted above, allow immediate use
of strong keratotlytics. It is my cus-
tom to treat these types with Whit-
field’s ointment in full strength, some-

times increased to 10 and 20 per cent of
salicylic and benzoic acids, respective-

ly. Furthermore, roentgen-ray is arc

extremely valuable agent in these types

;

particularly of the lichenoid and hyper-
keratotic forms- By the use of these
agents, it is unusual to find a case that
does not involute completely in from six

weeks to two months.

Tinea of the Nails.

Approximately ten per cent of my
cases have shown infection of the nails ;

the diagnosis being reached almost sole-

ly by clinical observation. In only one
patient, have I seen tinea unguium with-
out evidence of the disease elsewhere.

This patient, however, gave a history

Fig. 4. Ringworm of the Nails.

of the occasional occurence of vesicles

on the toes. It is important to cure the
disease in the nails because they prob-
ably are a prolific source of reinfection
of the skin. It is not an uncommon ob-
servation to see the disease limited to
parts adjacent to an infected nail, sug-
gesting that the disease has invaded the
integument through continuity of sur-
face.

The treatment of ringworm of the nail

is founded upon the same principles as
for tinea of the skin; namely, exfolia-

tion and parasiticidal applications. In
some cases the nails are so badly dis-

eased that avulsion is indicated, but as
a general rule removal of the nail is

unnecessary. The procedure most com-
monly advised is scraping of the nail
until it becomes as thin as is bearable
and the application of Whitfield’s oint-
ment or of a saturated solution of so-
dium thiosulfate followed by 3 per cent
acetic acid. Hodges 10 obtained a cure
in his own case by scraping the nail and
Whitfield’s.
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Fir. 5. Lichenoid type. Pustules are due to second-
ary infection from scratching.

Roentgen-ray is also of value. The
best dose is one-quarter skin units
weekly. In treating this condition I

have followed the scheme outline above,
and have had uniformly successful re-

sults in those cases in which the dis-
ease affected the portion of the nail
distal to the lunula. When the entire
nail or the matrix and proximal por-
tion alone was infected treatment has
not been as successful. In any event,
cure can hardly be obtained in less than
six months, and relapses are not uncom-
mon. Provided the matrix is not in-
volved, I believe that patients can be
assured of a cure of tinea ungium.

Prophylaxis

No extensive studies have been re-

ported upon the modes of infection of
this disease. There can be no question
that it is conveyed by means of socks,
through the agency of laundries, and
particularly in places where numbers
of people go barefooted, as in gymnas-
iums and country clubs. Close personal
contact such as obtains with husband
and wife is another means of the spread
of the condition.

A knowledge of these sources of in-

fection points the way to the prophy-
laxis of the disease as well as the pre-
vention of reinfection. Patients should
either have their socks boiled, or if that
would ruin them as it will silk socks,
should soak the socks in gasoline for at
least one hour before they are washed-
Old bed-room slippers should be dis-

carded and new ones used as soon as the
disease appears to be cured. Old gloves
should be cast aside. As for shoes, it

has been my custom to have a powder
consisting of 25 per cent of boric and
salicylic acid dusted into them each day
for a week while they are in use. If

the patient is a frequenter of bathing
beaches, gymnasiums, or similar places,

he should be advised to purchase cotton
slippers and wear them at these places

instead of going barefooted.

Conclusions.

In tinea of the hands and feet suc-

cessful treatment rests upon general
principles, of which the most import-
ant are continuous exfoliation and the

use of parasiticidal applications. To
prevent recurrences it is necessary to

apparently over treat the disease.

While the general principles of treat-

ment apply to each form of the disease,

it is necessary to use special methods
according to the type present.

Silver nitrate combined with ultra

violet light is of value in the vesicular

type.

In the macerated form, the best treat-

ment is thorough erasion of the sodden
epidermis, followed by an antiparasiti-

cidal application.

The macular, hyperkeratotic, and
lichenoid types respond to roengen-ray
and Whitfield’s ointment.

In tinea unquium paring the nails,

Whitfield’s ointment, and roentgen-ray
have been found satisfactory for the

majority of cases. A few cases require

avulsion.

Prophylaxis depends upon the recog-

nition of the sources and means of con-

tagion. Public places where people go

barefooted are prolific sources of the

spread of the disease.
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DISCUSSION.
Dr. J. N. Roussel (New Orleans),—As far

as I can see there has been very little ad-

vance in the treatment of ring-worm of the

hands and feet. I believe this is due to the

fact that the ring-worm fungus is (accord-

ing to Sabouraud) not killable by any drug
of which we have any knowledge today. Like
anthrax, the spores are not killable except
by fire. There are drugs that seem to put a

quietus on it, that put the fungus, as it were,
in a state of innocuous desuetude, after which
we can by exfoliative measures get rid of it.

Go back fifty years, and you will find that
they used the same drugs that we now use,

outside of the one the Doctor mentioned,
and they were just as successful as we are.

I think it is notoriously the fact that we are
not very successful.

I am glad that I have not as many cases
as Doctor Michael’s because they would drive
me mad.

In the treatment of this condition I prefer
to use a saturated solution of Salicylic Acid
in Alcohol. It is clean, it does not ruin the
patient’s shoes (in which they are more in-

terested at times than in getting rid of the
ring-worm). In my experience, if the entire
foot is painted with this solution twice a
day for three or four days, and allowed to
peel, repeating the process every fifteen to
twenty days, we get better results than by
other methods. The X-Ray is of distinct ad-
vantage at times, but, not always, by any
means.

But what is the use of curing the average
case? You cannot convince them that it is

necessary to do certain things—that a pair
of shoes they have only worn a month or so
should be thrown away. They will not do it.

If you cure them they put on the infected
shoes and get it again. I do not see any sense
in trying to cure them, and tell them so.

But the main thing to understand is the idea
that you cannot kill the germ. I have never
cured a case, they have just gone to someone
else. Doctor Michael can cure his, but I do
not, I know.

Dr. Jeffrey C .Michael (closing) : I believe
gasoline is the best thing to use for killing
the spores in clothing. We see a good many
of these cases among people who go to gym-
nasiums, swigging pools and beaches, or any
place that people go barefooted a great deal,
and I advise my patients, so as to prevent
reinfections to get cotton slippers and wear
them instead of going in their bare feet. As
far as shoes are concerned, the best thing to
do is to get rid of the shoes.
As far as cure is concerned, I can explain

to a certain extent why Doctor Roussel does
not cure his patients, and I think the reason
is because he is pessimistic. This disease
must be treated persistently. The physician
cannot expect to get results by prescribing
some particular preparation, telling the pa-

i tient to report in three or four weeks, and if
they are apparently well at that time, advis-
ing them to await further developments. Un-
der these conditions there is recurrence in a

j

short time. The case must be treated until
1 the point is reached where one is practically
certain that the condition is cured. The

spores are hard to kill, but I think if one
keeps up the antiparasitic applications that

finally the organism is killed off.

“SOLITARY (NON-PARASITIC)
CYST OF THE LIVER.”*

By II. Y. Sims, M.D.
New Orleans.

Lancet Volume 1, 1913. Page 951
Boyd.
Non Parasitic cysts of the liver are

of two classes

:

General cystic disease and solitary

cysts.

General cystic disease is almost con-

stantly associated with cystic disease

of kidneys, and rarely also of the pan-

creas, lungs, spleen, and brain, and is

congenital.

Of the solitary cysts 34 cases operated
up to 1912, 24 were females, the average
age being 26 years. Resection should

be done if possible.

Tice Volume 7 Page 203.

Some cases have been observed to oc-

cur in infancy, and it is the opinion of

many pathologists that the cases occur-

ing in adult life are really cases that

were congenital but have been latent

a great part of life. Multilocular cysts

in the adult usually appear after 50
years of age. Women and men suffer in

the ratio of 3 to 1.

Some have taught that these cysts are
inflammatory in origin, and begin as
an intrahepatic pericholangitis. Others
regard the process as a degenerative
one. A certain number of liver cells

having disappeared, the area becomes
surrounded by a fibrous wall- Some
regard the cysts as outgrowths from
the bile ducts, or dilated new bile ducts.

The theory has also been advanced
that some of the hypoblastic cells de-

velop irregularly and from cystic areas.

The two most acceptable views are the

inflammatory origin and the develop-

ment from the hypoblastic cells.

Enlargement of the liver may be sur-

mised to be caused by the presence of

cysts when a similar cystic condition

is discovered in the kidneys.

The cyst or cysts may be small and
give rise to no symptoms or they may
*Read Before the Orleans Parish Medical Society,

on October 22, 1923.
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be so large as to fill the entire abdomen.
They may be mistaken for hydatid cysts,

ovarian cysts, or a dilated gall bladder.

The cystic condition of the kidneys
which is almost invariably present in

general cystic disease can generally be
recognized. The patient may present
symptoms of uremia, and albumin is

sometimes found in the urine.

When the cystic condition becomes

manifest early in infancy, or is marked
at the time of birth, the prognosis is

decidedly unfavorable. When the cysts

do not appear until adult life the prog-

nosis is much better and may admit of

successful removal. In cases coming on

in adult life the cysts may increase to

such a size as to produce very trouble-

some pressure symptoms and threaten

life. In some of the congenital cysts,

the patient may survive and the cyst

become large later in life. In this way
most of the adult cases are explained.

In the adult the cysts may tend to

merge and form a lesser number but of

a larger size than the infant. The por-

tal spaces are fibrous and in them some
cystic dilations. The larger bilary ducts

appear normal. The cysts are usually

the size of a walnut, though some have

attained 2 pints, and filled the entire ab-

domen. On section the cyst wall is

found to be composed of fibrous tissue.

The contents of the cyst is usually a

clear fluid but it may be darkish from
hemmorrhage, and is sometimes thick

and colloid. The fluid contains calcium

oxalate, leucin, protein, creatinin,, chol-

esterin, urea, chlorides and epithelium

debris, but not bile. There is a general

tendency toward fibrosis throughout the

liver. In the portal spaces numerous
tubules are found lined with epithelium

surrounding the interlobular veins. The
cysts arise in the portal spaces in con-

nection with these extensions.

Oxford Medicine. Vol. 3 Page 400.

Extensive hemorrhage into or rupture
of a cyst may give rise to severe symp-
toms. In rare instances the cysts have
been pedunculated. Maybe due to bil-

iary retention, though when large the

bile may disappear and the fluid may be
clear. Like the simple cysts of the com-
mon bile duct females provide the vast
majority of the cases.

Nelson. Vol. 5, Page 520.

Cystic distension of bile passages may
result from obstruction by stone, scar
tissue, tumors, or parasites.

Simple cysts, so called, usually single
and comparatively rare, have been at-

tributed to local obstruction of bile

ducts, perhaps as a result of inflamma-
tory change, perhaps due to congenital
malformation. They are usually small
and give rise to no symptoms, but occa-
sionally may reach considerable size.

Annals of Surgery. Vol. 73, Page 62

1921. Eisendrath.

In 18 per cent of polycystic kidneys
a similar condition is found in the liver.

The diagnosis rests between a hydrops
of the gall bladder with cholelithiasis,

a hydronephrosis, omental cysts, or
mesenteric tumors or cysts.

Keen’s Surgery. Vol. 1. Page 863.
Says the cyst arises in the free border

of the liver, and is frequently mistaken
for an ovarian cyst, or a cyst or tumor
of the mesentery, or omentum.

International clinics. Vol. 2. 30th Series.

Page 246.

Omental cysts have a portion of the

omentum extending ovqr the side of

the cyst and drawn out in the form of

a distinct pedicle. Tht cysts are in

some cases derived from the lymphatic
vessels.

In discussing cysts of the abdominal
cavity Dowd states that the term mes-
enteric is generally used in describing

cysts within the mesentery, mesocolon,
mesorectum, or omentum, and that

there is a distinct advantage in the use

of the term, since these regions, as well

as the cysts they contain, are anatomi-
cally similar. Up to 1920 46 cases of

omental cyst formation of all kinds had
been reported.

CASE RECORD NO. 371.

Brumfield, Alma—Lewiston, La. Admitted
6-25-23. Discharged 7-26-23. An unmarried
negress, age 24, ocupation housework, entered

Charity Hospital for the relief of “pain in

abdomen.”
F H—Negative.
P H—Usual diseases of childhood. Malaria.

Began menstruating at the age of thirteen,

regular twenty-eight day type, seven days

duration, until last year when menses lasted

but five days and at the present time but

three days. There is marked pre-menstrual
pain, same lasting after onset of flow. Last
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menstrual period 6-25-23. About this time

patient noticed mass in abdomen which has

been growing steadily since. Pain appeared

with onset of mass. No pregnancies.

p e—

R

eveals a well developed, well nour-

ished negress of twenty-four, apparently not

acutely ill. HEAD: Pupils equal, round, re-

act to light and accommodation. Nose and
ears negative. Mouth: teeth in fair condition,

fairly kept. NECK: Negative. CHEST: Bil-

ateral, symmetrical. Resonance and breath

sounds normal; no rales heard. Heart not

enlarged, regular, rhythmic, no murmurs
heard. ABDOMEN : Extending from an inch

and a half above the umbilicus to symphysis

is a smooth, elastic mass about the size of

an adult head: it has a fluid feel. It is fixed

down below and freely movable above. Area
over mass is flat to percussion: tympany in

both flanks. Vaginal Examination: Mass
can be felt.

EXTREMITIES: Negative.

Laboratory Examinations—URINE. Amber
with a specific gravity of 1,010. Reaction
acid. Negative for albumen and sugar. No
indican. A few pus cells and casts. Ad-
mitted to ward with a temperatire of 99°.

Pulse rate 120; respirations 20. Menstruat-
ing. No complaint. Given the usual pre-

operative care.

Pre-operative Diagnosis: Cyst of Right
Ovary.

Operation 7-3-23. Dr. H. V. Sims, Opr.
Associates: Drs. Gladden, W. Bradburn, H. C.

Jones and Miss Berdon (Nurse.) Ether Anes-
thesia. Anethetist: Mrs. Killingsworth.
On opening the abdomen a large tumor,

corresponding in size to about a seven months
pregnancy, was seen filling the lower abdo-
men. The uterus was displaced to the left

and jammed up against symphysis pubis. (A
pre-operative diagnosis had been made by
Drs. E. L. King, Gladden, Parham, Jones and
Sims, of Cyst of Right Overy.)
An incision was made from symphysis pu-

bis to the umbilicus and a tumor larger than
an adult’s head was found filling the lower
abdomen. On close palpation it was found
that this tumor did not arise in the pelvis,

but apparently sprang from the liver itself,

in the region of; the right lobe. This fluctua-
ing tumor was of deep p'urplish-red color, its

base was about five inches wide and about
one and a half inches thick, aparently of
liver substance. Both kidneys were appar-
ently negative and there semed to be no dis-

turbance in the region of the pancreas or
stomach—no apparent signs of metastasis.

;

This pedicle was to some extent clamped, but
: principally sutured with deep sutures to con-

,

trol hemorrhage. After ligation the pedicle
was cut and hemorrhage controlled with some

: difficulty by means of deep U sutures. The
!

gall-bladder was about five inches long on
I the under surface of this tumor and was re-
moved with tumor. Abdomen was closed

I as usual.
The tumor contained about 1,000 to 1,500

c. c. of unclotted blood.
An intravenous infusion of normal saline

solution, 1,000 c. c. given on table.
P. O. Diagnosis: Probably Hemorrhagic

Cyst of Right Lobe of Liver—Unriagnosed
Tumor originating from Liver (?).

Pathologist’s Report—

-

Gross description : Tumor from Liver.

Mass of tissue weighing about three pounds,
of a mottled, reddish-blue color. The outer

surface is smooth, moist and glistening;

doughy consistency. Blood vessels may be

seen running on the outer surface. The cut

surface is moist, glistening’ and bloody, very

irregular, containing many cystic pockets fill-

ed with more or less shiny hemorrhagic mater-
ial. Cutting into one of the firmer areas

shows a moist, glistening surface, somewhat
irregular, with a fish-meat appearance. The
whole thing is very bloody.

Final Corrected Microscopic Diagnosis:
Mass is made up of chronic inflammatory tis-

sue, markedly edematous. Microscopic ex-

amination fails to reveal presence of liver

substance in mass proper.
Progress Notes: Developed broncho pneu-

monia.
7-21-23—Patient doing well. Appetite

good.
7-26-23—Allowed to g’o home and return

to the Clinic.

DISCUSSION.

A letter from this patient received by me
October 21, 1923, states that “she is doing
extra well, is able to work, has no pains and
feels like a new person.”

Dr. Waldemar R. Metz: In 1916, during
my tenure of office as House-surgeon of Mt.
Sinai Hospital, New York, a woman was ad-

mitted with a diagnosis of right sided ovarian
cyst and whose clinical history and physical
findings were very much in keeping with the
case Dr. Sims has cited in his interesting
paper. She was examined by the Chief of the
Division, his associates and by myself and
was demonstrated to the the intern staff as
a classical example of cystic tumor of the
ovary. The patient was assigned to me for
operation and I was surprised to find on open-
ing the adbomen a large, reddish-brown mass,
about the size of a mush-mellon, soft and
boggy in consistency and in no manner asso-
ciated with the pelvic viscera. On folowing
the tumor upward I found, it attached to the
under surface of the liver, just beyond its

free border and to the right of the gall blad-
der by a long pedicle. I exercised the mass
at its pedicular origin by making a wedge
shaped incision into the liver substance, su-
turing the wound with U-sutures of chromic
catgut. I mention this case first because it

is another type of liver growth that simulated
an ovarian cyst and secondly as an illustra-

tion that upper abdominal pathology will at
times direct its clinical and physical mani-
festations in parts far removed from the
original site of trouble.

Last December a man was admitted to

my service at the Marine Hospital here, whose
symptoms I interpreted as pointing toward
gall bladder disease. For some time pre-
vious to admission he had complained of pain
in the upper quadrants of the abdomen,
associated with disturbances of the gastric
physiology and at the time of admission pl'e-
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sented a slight but persistent jaundice. At
operation I found a large solitary cyst of the
liver with pressure on the stomach and the
gall bladder. The cyst was removed without
difficulty and the patient made an uninter-
rupted post operative convalescence. The cyst
was opened, its wall scraped and the tissue

examined for the hooklets, characteristic of

echinoccus infection and none were found.
About a month after this Dr. Maes told me

he had a similar case at the Touro Infirmary,
so that while solitary cysts of the liver arc
undoubtedly not common, they are apparently
not as infrequent as the literature would
have us believe.

Dr. King: This patient had a very tense
abdomen entirely filled by this tumor mass.
She had never been pregnant. The mass could
be felt through the vagina and did not dis-

appear on catheterizing.
We all agreed on the diagnosis and in view

of the fact that Dr. Keen has made a similar
mistake we did not feel that the error in

diagnosis was particularly reprehensive.

KNOCK KNEE AND BOW LEG*
II. Theodore Simon, M.D.,

New Orleans.

Knock Knee and Bow Leg are by far

the most common of deformities of the

lower extremities and comprise fully

15 per cent of al cases in Orthopedic

Clinics. In all tables of statistics Bow
Leg is the more frequent of the two

(65 per cent) and it is likely that the ac-

tual percentage is much greater than

appears on hospital records because the

condition is thought to be of little conse-

quence, while Knock Knee is considered

by the layman and physician alike as a

serious deformity and so seeks proper
treatment.

Both deformities appear more com-
monly in the male than in female child-

ren, which is perhaps explained by
greater weight and greater susceptibi-

lity. A large proportion of cases of

Knock Knee actually develops or in-

creases to an extent demanding treat-

ment during adolescence, while most
cases of Bow Leg in patients over four-

teen years of age have existed from
early childhood.

At two periods of life do these two
deformities most often develop. First,

in early childhood, when th upright

posture is assumed; second, in adole-

scence, when rapid growth may lessen

the stability of supporting structures

and when the strain of laborious work

*Read Before the Orleans Parish Medical Society,

on October 22, 1923.

Right Bow-Leg and Left Knock Knee

may be added to increasing body weight.
The etiology of these two deformities,

excluding those caused by local disease,

is the erect posture, when the bones and
joints are unequal to the task of sus-

taining body weight and to the strain

of walking; therefore, our greatest con-

sideration is malnutrition of the baby
with its resulting changes in bony struc-

ture, namely, Rickets- If the deformi-
ties are severe, the body presents the

usual evidence of general Rickets. How-
ever, in some instances, the distortion

of the legs is the only sign of its pres-

ence.

It is rather difficult to explain why
weak legs bend in one way rather than
another. Theorizing as best we may,
first it may be assumed that a slight

deformity is present before the child

begins to walk. In young infants it is

not uncommon to find a tendency to out-

wardbowing of the lower extremities
from intrauterine posture. This can
be much exaggerated by the use of large

diapers, also by the sitting attitude of

the child. Now, when such a child be-

gins to walk, if of a vigorous and robust
type, he will be noticed to separate his

feet widely, toe in and sway his body
from side to side, all in all having a ten-

dency to produce Bow Legs. On the

other hand, let us recall a less robust

child taking his first steps. Here due
to muscle weakness and inactivity he

assumes more an attitude of so-called
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Same case after Ostealomy on Right Tibia and Left
Femur

rest, his knees are slightly flexed and
are pressed together ;

his feet are some-
what separated and are everted or toed

out—these forces are having a tendency
to produce a Knock Knee. In consider-

ing this latter condition it must be re-

membered that in the erect posture
there is normally an inward inclination

of the femur, thereby forming an angle

at the knee of about 170 degrees, this

ai:gle varying with the breadth of the

pelvis and is therefore more in adult

male. In other words, in adults there

is a normally existing condition of very
very slight Knock Knee.
The diagnosis of these two deformi-

ties is obviously simple. The only symp-
toms being a pain or sensitiveness over
the external or internal lateral liga-

ments of the knee joint depending on
whether there is an external or inter-

nal angulation,—the patients tire more
easily and are clumsy and have a poor
sense of balance in the more aggravated
types.

Some record of the deformity of every
case seen should be made, either by
X-ray Plate or just as efficient by trac-
ing the outline of the lower extremities
on a piece of paper. These give perma-
nent records which can later be com-
pared and improvement or digression
be noted.

The question, “Will the child outgrow
this condition?” inevitably needs an an-
swer. No iron-clad rules or statements
can be made but the general conception
is: In Knock Knee a slight degree of

Marked Bow-Leg in nine-year-old boy. Note Angula-
tion of Tibia and Rotation of Feet.'

deformity which is not progressive will

be outgrown if the patient is in vigorous
and robust health

; if moderate or
severe, it may remain stationary but
more probably will become worse as
time goes on unless treated- In Bow
Leg, on the other hand, a slight or even
moderate deformity will eventually dis-

appear if active treatment of the con-
stitutional condition is instituted, and
providing it is in early childhood. If,

however, after the age of six, spontan-
eous cure is unfavorable—all very
severe cases of Bow Leg require active

ti’eatment.

The treatment of both Bow Leg and
Knock Knee can be considered under
three heads

:

1. Expectant; 2. Mechanical; 3.

Operative.

1. Expectant treatment comprises
the proper medical and diatetic manage-
ment of the predisposing cause of the
deformity, if constitutional. Here it

may be added, that aside from the rou-
tine anti-ricket measures, we find Cod
Liver Oil of great benefit. For the past
year I have used either the Parke-Davis
Emulsion of Cod Liver Oil and Metagen
or the Lilly Emulsion, known as Coco
Vitamine. Both are a 40 per cent Cod
Liver Oil Emulsion with the added vita-

mine products and especially the latter,

with its cocoa taste, is extremely pala-
table and easily given to children. Im-
proper attitude is corrected, predispos-
ing ocupation in the adolescent is dis-

continued, the patient is encouraged to

be off his feet as much as possible. Both
night and morning the legs should be



330 Dicks—Utero-Sacral Ligaments.

Same as Three after Cuneoform and Linear Osteoto-
mies on both Libra.

massaged and manipulated, being bent

gently towards a corrected position.

2.

Mechanical Treatment: When
our Expectant Treatment shows no
marked improvement or shows retro-

gression, then in mild or moderate cases

of these deformities, braces may be

used to advantage if the patient is un-

der four years of age. The most effi-

cient brace is the simple straight steel

bar extending the whole length of the

lower extremity in Bow Leg on the in-

ner side, in Knock Knee along the outer.

To this bar the knee is pulled inward
in Bow Leg, outward in Knock Knee
conditions.

3.

Operative Treatment : When
Expectant and Mechanical Treatment
fail or in extreme cases where it is

hardly advisable to submit the patient

to their discomforts, operative meas-
ures, which consist of mechanical or
surgical fracture with correction,

should be instituted. In Bow Leg the
seat of operation is in most cases the
Tibia—either by a mechanical device
(osteoclast) or with chisel and malet
a fracture is made at the point of great-

est curve and an attempt made to hold

the leg in an over corrected position by
a plaster cast until firm union has taken
place.

In Knock Knee the fracture must be
made as a rule in the femur just above
the condyles—an open osteotomy with
chisel and malet is preferable, and here
again a plaster cast must hold the ex-

tremity until firm union.

Same as Three in Sitting Position. Note Knees and
Ankles in Apposition.

A point worth remembering is that

although firm bony union has occured

there is still some likelihood of recur-

rence of deformity unless some form
of support is used. As a general rule

in all severe cases I have fitted a sup-

porting brace which is worn for at

least 8 to 12 months after the last opera-

tion.

In closing, I wish to cite two cases of

interest: Figure 1 shows a Bow Leg of

the Right Leg and a Knock Knee of the

Left. Figure 2, the same case, after an
osteotomy was done on the Right Tibia

and the Left Femur showing practical-

ly perfect alignment. Figure 3 ,a nine

year old negro boy with a most marked
Bow Leg showing almost a ninety de-

gree angulation of the Tibia with Mark-
ed rotation inward of the feet. Figure

4, the same case, after a cuneoform os-

teotomy in the upper third of both Tibia

and a limear osteotomy at the junction

of the upper and middle third of both

Tibia, showing a practical cure. Figure

5, same case, in the sitting posture, with

perfect apposition of knees and ankles.

THE UTERO-SACRAL LIGAMENTS
.AND THEIR RELATION TO DE-.

. SCENSUS OF THE UTERUS.* .

By John F. 1>ici<s, M.D., F.A.C.S.,

New Orleans.

A mass of literature has accumulated

dealing with uterine displacements. The

round ligaments, so to speak, have oc-

cupied the center of the stage, to such

an extent that our attention has been

drawn from the other support that arc

Read Before the Louisiana State Medical Society,

April 24-26, 1923.



Dicks

—

Utero^Sacral Ligaments. 331

of equal importance in maintaining the

uterus in its normal position in the pel-

vis. Experience with students in the

Gynecological clinic has taught me that

they invariably diagnose retro versions

and flexions and can describe in minute
detail the various techniques of the

round ligament suspension, yet com-
pletely over look the position of the

uterus from the stand point of its rela-

tion to the vaginal outlet. This fault

is not alone confined to the students of

medicine but to a large number of prac-

tioners as well. I have often witnessed
operations upon the round ligaments for

retro displacements with descensus of

the uterus, with no attempt on the part

of the operator to over come the down-
ward sag of the entire uterus, the one
idea is to correct the retro displacement.

My object in presenting this paper is

to give due credit to each group of

structures attached to the uterus and
canal and to especially emphasize the

mid supporting group which to my mind
is most often overlooked.
Bonney of London has divided the ele-

ments comprising the sustentacular ap-

paratus into three grounps.
1

—

The upper supporting group.
2

—

The middle supporting group.
3

—

The lower supporting group.
Bonney says that it is obvious that

they all play their part in keeping the

uterus in its normal position and that

the yielding of any one of them causes
increased strain to be thrown on the

other. All the structures attached to

the body of the uterus may be classified

as the upper supporting group, under
this head we have the broad, the round,
and the ovarian ligaments. The mid
supporting group consist of the utero
sacrals and the lateral cervico pelvic or
Mackenrodt ligament. The lower sup-
porting group consist of the pelvic
floor and fascia.

Bovee, I believe was the first to really

focus our attention upon the utero sac-

ral ligaments. From 1902 to 1908 he
published many articles showing the im-
portance of these structures and describ-
ed various operative procedures which
have been most interesting and instruc-
tive to the profession. He shows that as
far back as 1850 efforts were made to

utilize these ligaments in displacements.
In this historical account he says that

the early operation consisted in folding
the ligaments with their peritoneal cov-

erings without isolating them. Bovee’s
own technique consists in dissecting the
ligaments free, then doubling them on
themselves and sutureing them to the
cervix below their normal insertion.

Professor Blaisdel of the division of

anatomy of Stanford University has
made a special study of these structures.

He is of the opinion that there are three
tissues involved, muscle, fibro elastic

tissue, and peritoneal folds.

The utero sacral ligaments were
thought b yolder anatomists to be pure-
ly peritoneal folds, but a careful review
of the literature and a dissection of
these tissues have convinced me that
they are definite ligaments and are ca-

pable of maintaining considerable pres-
sure and weight. They are doubtless
one of the important structures that
support the female generative organs.
The utero sacral ligaments arise from

the bony pelvic floor on either side of
the sacrum, they curve towards the me-
dian line and are inserted into the pos-
terior surface of the cervix. It is true
that when the abdomen is opened and
they are sized with forceps or sponge
holder, they merely appear as folds of
peritoneal tissue which is endowed with
considerable elasticity- In reality these
folds are only the edge of a strong fas-

cial sheet which extends in a circle

about the pelvic floor.

The utero sacral ligaments have at-

tracted very little attention from the
operative stand point. The general im-
pression seems to be that they are dif-

ficult of access and doubtful surgical
utility. Bovee insists on their value,

however, and Goffe has made the state-

ment that they are the most rational

structures we can use for restoring the
uterus to its normal position.

My attention was first drawn to the

importance of these ligaments in de-

scensus of the uterus in 1914 by Dr. S
M. D. Clark, since then I have shortened
them many times and I have been much
pleased with the results. The technique
that we have employed differs in sev-

eral respects from the one advanced by
Bovee. The procedure is very simple,

however. The pelvis must first be well

packed off. By making upward trac-

tion upon the body of the uterus the
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peritoneal folds containing the. utero

sacral ligaments are easily demonstrat-
ed. Several interrupted sutures are

next introduced from side to side deep

into these folds to include the ligament,

they are then brought together and the

sutures are tied in the mid line. The
number of sutures to be introduced de-

pends upon the amount of relaxation

of the ligaments. Linen is the suture

material of choice but twenty day
chromic gut has betn used with satis-

factory results. By drawing the liga-

ments together in mid line it shortens

them and by so doing gives an upward
and backward pull upon the cervix. It

can be easily understood how the short-

ning is accomplished if it is remembered
that the ligaments form a V with the

apex at the cervix.

I wish to make my ideas as to the

value of the utero sacral ligaments per-

fectly plain. I can not entirely agree
with a recent article published in the

Journal of Obstetrics and Gynecology
of Australia advocating the shortening
of these structures for complete pro-

lapse of the uterus, but I do feel that

they have a definite surgical value in

descensus of the uterus associated with
displacement. I do not wish to convey
the impression that I am under estimat-

ing the importance of the round liga-

ments- I maintain that if the abdomen
is open and we are correcting a dis-

placement by the round ligament method
and there is an associated descensus
of the uterus the utero sacrals at the
same time should be shortened. The
procedure only lengthens the operation
by a few minutes and the results in

well selected cases are most gratifying.

DISCUSSION.

Dr. H. W. Kostmayer (New Orleans:) The
fact that there are some 85,000 operations on
the round ligaments means that someone has
been wrong' in handling retro-displacement of
the uterus, and it has always been my im-
pression that in any operation for suspending
the uterus proper attention to the pathology
would mean better results. Doctor Dicks’
discussion of the utero-sacral ligaments is

in line with this thought of mine. For a great
many years I have not attempted to correct
retro-displacement of the uterus without cor-
recting the over length of the utero-sacral
ligaments.

I think in this case the method is not so
much to be discussed as the necessity for
operation. The condition groups itself in
my mind into these phases. There are two

types of retroversion of the uterus—one is

congenital and the other acquired. I be-

lieve in congenital retroversion of the uterus
the anterior vaginal wall is too short and it

has therefore held the cervix too far forward,
and therefore the round ligaments and the
utero-sacral ligaments are shortened. In the
acquired retroversion shortening' of the round
ligament or the utero-sacral is sufficient.

A further group is between the retrover-
sion and retroflexion. In the retroversion
the pathology is this. The round ligaments
have ceased to function, and utero-sacral
ligaments have ceased to function, permitting
the uterus to turn forward and the fundus to

turn backward. In retroflexion the round
ligaments have ceased to function, but the
utero-sacral ligaments are still functioning
and therefore the uterus is bent, and it would
be ridiculous to shorten the round ligament
for retroflexion of the uterus. (Illustrates on
blackboard)

.

Dr. E. H. Walet (New Orleans) : I would
like to refer to one type I had occasion to ob-
serve lately, a case of prolapse in an old

woman of sixty-six years, a woman weighing
about 220 pounds. On examination I found
the uterus dragged down under the symphy-
sis pubis and the cervix just about emerging
from the vaginal orifice. She had a rec-

tocele starting away up and coming down.
The anterior vaginal wall sometimes has a
congenital defect, but she had a straight an-
terior vaginal wall without cystocele. There-
fore she had a very marked rectocele high up.
I availed myself of the fascial repair of the
pelvic outlet. She was the mother of six-

teen children, so she had trauma to account
for the destruction of rectal fascia. I at-

tempted this for the first time. My idea was
to utilize the utero-sacral ligament; therefore
I made a long itudinal incision through the
vaginal mucosa to the recto-cervical junction
and exposed the rectal fascia. Having done
that I opened the posterior cul-de sac, and I

got to the utero-sacral ligament about here
(illustrates on blackboard) I took up the
fascia of the rectum about 1 1-2 inches be-
low the junction of the posterior cul de sac.

I went up and took a bite of the utero-sacral
ligament, much as he has, and then going
around to the other side through the rectal
fascia and the other utero-sacral ligament
and tied that. In doing this you bring the
fascia high up and shorten the utero-sacral
ligaments. Then continue to suture your rec-

tal fascia together, rescet the mucous mem-
brane, sew it over the fascia and do a perin-
eorrhaphy. t was two and a half months ago,
and I am glad to say she is relieved. That
makes me believe that Dr. Frank of Denver,
who does much of this fascial repart based
on the anatomical principles, is doing good
work.

Dr. G. A. Mayer (New Orleans) : I have
had the good fortune to follow a good many
of those cases that have had this operation
performed. The cases that have first and
second egree descensus, with the perineum
in good tone, can be cured. It is possible to

do away with sterility in certain cases by
restoring cervix to seminal lake.

The technique that has been followed is the
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same as shown in the last two pictures. We
have had no hematoma and some of the
women have become pregnant and were de-

livered without any trouble.

SOME OBSERVATIONS ON THE
PHENOLTETRACHLORPH-

THALEIN TEST OF
LIVER FUNCTION.*

By Daniel N. Silverman, M.D.,
New Orleans.

When Aaron, Beck and Schneider in

1921 simplified the technic of adminis-

tering tetrachlor and recovering this

dye from the duodenum as a means of

determining liver function, I started

my series of tests. Through the courte-

sy of Dr. Geo. S. Bel, the medical de-

partment of Tulane University granted

me sufficient supply of the dye in am-
pule form, as recommended by Aaron.

Briefly the method is as follows:

The duodenal tube is passed in the

fasting stomach and allowed to enter

the duodenum in the usual manner. The
position of the tube has been verified

by the fluoroscope in each and every

one of my examinations. With the in-

dividual recumbent, he drinks 500 c. c.

of water to produce a continuous flow.

An intravenous injection of 1 c. c. rep-

resenting 50 mg., of tetrachlor is made.
The duodenal contents are allowed to

drip into a porcelain dish containing

ten c. c. of 40 per cent sodium hydrox-
ide. This solution is changed every two
minutes in order to leave no uncertain-

ty about the dye appearing- The initial

appearance of the dye is indicated by a
faint purplish tinge. This color be-
comes more marked until a maximum
color change is seen. Aaron gives the
normal time of maximum appearance
as 17 1-2 mins. Fri&denwald and Gantt
state that the average time of excretion
in all normal cases in 13 8-10 mins.
With the introduction of the Rosen-

thal method (Dec. 1922) for the deter-
mination of percentage of phenolte-
trachlorphthalein retained in the blood,
Dr. M. P. Bowden, of the Touro Labora-
tory, and I began a series of examina-
tions of liver function by this technic.
It has also been our endeavor to corre-
late the results of the duodenal method
with the results of blood serum analy-
sis. These findings will be published
in a subsequent article. If correct, the
time of the dye elimination into the
duodenum as a liver functional test
will be of material aid to those making
examinations of duodenal contents for
other factors, such as the pancreatic
digestion and the biliary secretions.
The phenoltetrachlorphthalein test is

our best means of determining liver
function . The appearance time of the
dye may be normal in face of a chronic
biliary infection- Massive destruction
of the liver, as in cirrhosis and carcino-
ma, causes a delay in excretion of the
tetrachlor.

The results obtained in some of my
cases are shown in the accompanying
chart.

THE PHENOLTETRACHLORPHTHALEIN TEST OF LIVER FUNCTION
No. of Diagnosis Date Phthalein excretion
cases Initial time of

time maximum
•

intensity

mm. min.
1 . a. Syphiloma intra- abdominal) 10-27-22 15 18

b. After anti-leutic treatment 12-20-22 13 18
2. Hepatic syphilis 11-1-22 43 43
3. Chr. Nephritis 1-9-23 10 14
4. Chr. Appendicitis (operated) 3-17-23 18 20
5. Chr. Cholecystitis 4-4-23 19 23
6. Chr. Cholangitis 4-17-23 26
7. Cholelithiases (operated) 9-15-23 17 20
8. Chr. Bilary infection (jaundice) 9-21-23 31
9. Tropical Sprue 10-4-23 12 12

10. Hanot’s Cirrhosis 10-5-23 None in 2 1-2 hours
11. Pellagra (dermatitis) 9-24-23 None in 1 1-2 hrs.
12. Chr. Cholecystitis 10-16-23 18 30

Read Before the Orleans Parish Medical Society, on October 22, 192 3.

(1) From the Department of Medicine, School of Medicine, Tulane University of La.
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A PLEA FOR A MORE DEFINITE
INTERPRETATION OF ABDOMI-

NAL PAIN.*

By A. L. Levin.

New Orleans.

Pain, nature’s warning or danger
signal, is a very wise provision of the

Great Designer of the human body ; it

is the automatic valve in the human
machine calling for repair. Investiga-

tion as to the cause of the deranged
function of a certain mechanical device

is the practical rule in the affairs of

every day life. A careful examination
usuallv precedes the decision as to the

contemplated repairs and when the

trouble is definitely located, the neces-

sary plans for repairs are drawn and
the expert mechanic proceeds with the

work. In the huran machine; the

mechanism and functions of which are

still at this advanced scientific age
in the realm of mystery, when the sig-

nal pain is being heard, we proceed with
our measures of aid in a different man-
ner. The signal pain, naturally must be

stopped first. A hasty examination
very often is sufficient to decide on a

plan of repairs or reconstruction and a

rush job is affected. The result is in

many instances disappointment and a

painful scar as evidence of mechanical
failure to locate the seat of the trouble.

The numerous mechanical failures

which come daily under our observa-
tion in the clinics and private offices

should arouse our interest for deeper
study and a better understanding of the

most common seat of trouble, in the

most mysterious closed box of the hu-
man machinp

—

the abdomen. Tips be-

ing the object of my paper, I will pro-
ceed with the subject in a greatly con-

densed manner.
Pain in the adbomen is a long and

tedious medical chapter to cover in this

short space of time. R. W. Leftwich
enumerates several hundred causes of

pain in the abdomen. Again, abdomi-
nal pain is being classified as subjective
and objective. As the subjective pains
are usually hysterical, we shall not con-
sider them and deal exclusively with ob-

jective abdominal pain. It usually
spells pathology and may be due to a

*Read Before th-* Washington Parish Medical Society,
September 2 7, 192 3.

lesion of the skin, the subcutaneous tis-

sue, the muscle, the peritoneum or the
viscera. As most abdominal pain is

local, e. g-, that due to renal, biliary or
appendiceal colic, gastric and duodenal
ulcers, we shall consider them first and
later on call your attention to frequent
diagnostic errors.

In the discussion of abdominal pain,
we must bear in mind the symptoms
which form a complete chain of dyspep-
sia, i. e., epigastric pain, fullness, vomit-
ing, nausea, flatulence, loss of appetite,

furred tongue, constipation or periodic
looseness of bowels, heartburn and
acidity. Renal stone colic will often

produce a typical history of dyspepsia
as described and attract our attention
to the gastro-intestinal tract. But a

conscientious doctor who makes a com-
plete urinalysis will easily locate the

seat of the trouble, as exemplified by the

following case

:

A young man, aged 32, farmer, com-
plained for several years of indiges-

tion and pain in the right upper abdomi-
nal quadrant, radiating to the right

lumber region. Several attacks re-

quired morphia for relief. The perni-

cious habit of sending dyspeptics to the

X-Ray man for a gastro-intestinal pic-

ture, before even a specimen of urine
is examined, should be condemned. The
patient passed through the regular X-
Ray routine, but without any definite

information. When the next step of

procedure, i. e., extraction of teeth was
advised, he decided to change mechanics.
The history led me to suspect his right

kidney. A urinalysis revealed numer-
our pus cells, numerous red blood cells

and casts. An X-Ray of the right kid-

ney demonstrated plainly a very large

stone in the right kidney. Nephrectomy
cured the dyspepsia, and abdominal
pain.

It is often quite difficult to differ-

entiate between gall stones and right

renal colic, but a careful analysis of the

distinguishing features is often of aid.

In biliary colic during an attack, there

is severe and agonizing pain in the right

hypochondrium ; vomiting, sweating or

shivering is frequent and even collapse

may occur. The pain is likely to pass

around into the right side and to the

angle of the right scapula, or referred

to the tip of the right shoulder. Jaun-
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dice of varying degrees will result if

the calculus obstructs the common bile

duct partially or completely. Sometimes
an enlarged gall bladder can be pal-

pated. The feces should be watched for

a stone, passing it through a sieve. One
attack predisposes to another, it is

more common in women than men, fat

subjects more than thin ones, and mid-
dle life is the common age. Of great
value in the diagnosis are often the

X-ray and the recent method of obtain-

ing the bile by means of intraduodenal
gall tract drainage (W. F. Monges, p.

367—Non-surgical drainage of the gall

bladder, Lyon).
Renal Colic .—The pain starts in one

loin and radiates downward to the thigh

and to the testicle in the male, to the

labium majus in the female. The urine
contains blood, ureteral and kidney pel-

vis epithelium, pus in varying degrees,

there is frequent micturition and small
quantity of urine- Here again X-ray is

of great value. The absence of pyrexia
and tubercle bacilli in the urine will ex-

clude kidney tuberculosis. In Dietl’s

crises, we may have the same symptoms
and urinary findings, but a large hy-
dronephrotic movable kidney may some-
times help us in clearing up the situa-

tion.

Appendiceal Colic .—This is the

stumbling block upon which physician
and surgeon have clashed and met many
a Waterloo. Russell remarks on this

subject, “Nothing is more valuable and
nothing can be more misleading in

medicine than personal or individual ex-

perience.” This is specially applicable
to the question of handling abdominal
pain emanating from the appendiceal
region and its radiating territories. One
man calls in the knife the moment he
scents appendicitis, another holds lin-

geringly to the dying faith in a ster-

coral typhlitis and perityphlitis.” It is

also of benefit to quote A. M. Willis
(Virg. Med. Monthly, 49:573, Jan.
1923), “Statistics in the registration
office of the United States show a
steadily mounting number of deaths
from appendicitis. Among the causes
for this is the reduction of the number
of rural practitioners, in consequence
of which a practice of home medication
has developed.” A campaign to teach
laymen that every abdominal pain is,

possibly, due to appendiceal involve-

ment, and that cathartics are contrain-
dicated, might save many lives. Another
factor is the selection of a surgeon for
convenience sake and not considering
the surgical aptitude of the physician.”

For brevity sake, I will add my own
mite of experience in this important
field of abdominal pain in the form of
the following “dont’s”

:

1. Don’t order a purgative on first

sight.

2- Don’t favor the application of
heat, it favors increased peris-

talis.

3. Don’t minimize an ordinary attack
of indigestion, it is a revolution-
ary reaction of bacteria in the ob-
dominal kingdom.

4. Don’t fail to recognize a ruptured
appendix on your second visit even
when the patient looks somewhat
improved.

5. Don’t fail to carry out in all ab-
dominal cases detailed palpation.

6. Don’t fall in line with those who
favor a routine sacrifice of the ap-
pendix upon the altar of surgery.

7. Don’t fail to operate in any case
with a history of previous attacks,

a marked tenderness on deep pal-

pation, or marked rigidity even in

the face of an ordinary degree of
leucocytosis.

8. Don’t use morphia injudiciously.
9. Don’t overlook gastric crises of

tabes.

10.

Don’t forget syphilis of the ab-
dominal viscera.

In regard to X-ray diagnosis of ap-
pendicular involvement, I wish to make
the following remarks:
When the evidences present a picture

of a classical type of appendicitis, it is

not necessary to have an X-ray confir-
mation; operate as soon as indicated.
In the indefinite case of indigestion, the
X-ray is of value- Here I wish to em-
phasize from personal observation the
following points: A 24-hour radio-
graphic plate demonstrating a filled

appendix is not a conclusive evidence.
It simply means that the appendix is

patulous. If after purgation to get rid

of the barium, the appendix remains
filled on a 48-hour or later plate, the
evidences are more conclusive, A
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definite cecal stasis with ileo-cecal kink-
ing and distortion, even without visual-

ization of the appendix, is also very im-

portant evidence. Here again, I wish
to advise you that some of my cases

with positive X-ray records of chronic
appendicitis are free from any abdomi-
nal pain and indigestion for nearly two
years without resorting to immediate
appendectomy. The histories of some
were very" suspicious of a luetic taint

and mixed treatment was resorted to. I

also firmly believe that quite often in

cases of innocent patulous appendices,
the barium entering the lumen of the
appendix remains there as a foreign
body because the relaxed appendiceal
structures have no power to expel the

heavy metallic substance, thereby giv-

ing rise to appendicular trouble. 1

found barium in removed appendices
months after an X-ray of the gastro-

intestinal tract was made. Remember
also that the lumen of the appendix is

an excellent incubator for intestinal

parasites, such as amoeba, the flagel-

lates and pin worms. We must then
bear in mind intestinal parasites as a
cause of abdominal pain.

Angina abdominalis in gouty and
arterio-sclerotic subjects can be recog-
nized by the increased tension and the
condition of the arterial wall. Abdomi-
nal pain in an anemic, poorly nourished
and neurotic type individual, recurring
regularly without any definite causes,

and the pain is aching, tearing or dart-

ing in character, is most likely of a

neuralgic origin. Fortunately it is

rare.

An attack of gastric or intestinal

crises of tabes is often mistaken for

acute indigestion and a scapegoat is

sought in the appendix, gall bladder or

gastric ulcer. The character of the
pain, lightening like, absence of knee
jerks, ataxy or Argyle Robertson pupils

will determine the diagnosis. Blood and
cerebro-spinal fluid examination should
be made.
The existence of Pott’s disease in

children giving rise to abdominal pain
can be determined by the presence of

spinal tenderness and rigidity and
X-ray of vertebrae.

Plumbism as a factor can be recog-
nized by the history and definite symp-
toms.

The diagnosis of pancreatic pain is

not so easy. It is a severe deeply seated

epigastric pain radiating to back and
loins. Other signs of pancreatic dis-

ease, such as wasting, pigmentation of

skin, and character of stool being bulky,

offensive, with an excess of unaltered
fat, may lead one to suspect the pan-
creas as the seat of the trouble. The
determination of pancreatic enzymes in

the duodenal contents by the recent

methods is of great value, but the gen-

eral practitioner without the aid of a

well-equipped laboratory should adhere
for the present to the points above men
tioned.

Acute perforation of gastric, duode-
nal or intestinal ulcers present a char-

acteristic acute, agonizing pain, board-

like abdominal rigidity, not relieved by
morphia, flexion of thighs, symptoms
of shock, history of previous digestive

disturbances and sometimes the pres-

ence of blood in gastric contents. It

must be diagnosed early and closure of

perforation affected, within 10 hours
of the occurrence. Otherwise the prog-
nosis is very grave.

Abdominal pain caused by gastric

and duodenal ulcer .—Serious thought
and consideration should be given to

this type of pain. Many errors have
been made and discouraging postopera-

tive results are quite common. The
cause of delayed pain in various types

of ulcer is invariably pylorospasm.
Other factors may cause it and it is not

so easy to distinguish. Close clinical

observation will establish the diagnosis

in a large number of cases. The peri-

odicity of the attacks, with remissions,

the relationship of pain to food, acid

curve of gastric contents, the presence

of blood in gastric contents, also in the

feces, a blood stain on the silk thread,

localized pain, frequent vomiting,
hematemesis and roentgenographic ex-

aminations are all important diagnos-

tic aid. The pain and the behavior of

the gastric secretions vary according to

the location of the ulcer.

A differentiation between duodenal
ulcer and gall bladder disease with or

without stones is quite a difficult task.

It might be of value to bear in mind a

few useful points. In gall bladder dis-

ease with stones, the pain varies greatly

in intensity and duration and may be
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accompanied by fever and followed by
temporary icterus; it is usually accom-

panied by nausea which is not relieved

by vomiting; on palpation, the pain is

usually over the gall bladder region.

Bear in mind that the roentgeno-

graphic diagnosis of duodenal ulcer is

only presumptive and not authoritative.

I remember one instance in the operat-

ing room where out of 5 cases operated

on for duodenal ulcer, 4 proved to be

gall bladder cases.

While discussing this phase of ab-

dominal pain, I wish to relate briefly the

histories of two cases which came under
my observation, one over three years

ago and the other about a month ago.

Case 1. A gentleman above middle

age began to complain of intense peri-

odic abdominal pain, accompanied by

the usual chain of dyspeptic symptoms.
The pain at times would be intense and
lasting for hours- He lost considerably

in weight. Neither physical examina-
tion nor laboratory findings had defi-

nite illuminating points to establish a

diagnosis. The attending physician

could no longer hold back the surgeons

knife, so an exploratory was performed.
A mass, involving the duodeno-biliary-

pancreatic region was found and a gas-

tro-enterostomy was performed. The
mass was considered to be a duodenal
ulcer of long standing, assuming a mali-

gnant character. The operative pro-

cedure brought several months relief,

followed by agonizing pain. After a

second long tedious struggle, the ab-

domen was reopened and an ulcer was
found at the site of the gastro-enter-

ostomy. A jejuno-je.iunostomy was
made with relief again for only several

months and a third period of agonizing
pain. This time I was granted the op-

portunity of studying the case with the

surgeon who was at a loss as to what
surgical move to make. The roentgen-
ographic studies made 'several times
demonstrated that the surgical routes

were working well. After much de-

liberation and speculation, the surgeon
hesitated to interfere a third time and
referred the patient to me for “medical
play”, as he termed it. I resorted to the

time-worn remedy, mercury and iodide,

in spite of a negative blood and spinal
fluid. It is a delightful end of the story,

the patient is enjoying life once more
for nearly a year.

Case 2. A gentleman also above mid-
dle age developed upper abdominal pain
only two months ago. There was a
vague history of a mild form of indiges-

tion off and on for about five months.
He was referred to me by his family
physician to determine the cause of the
upper abdominal pain. It would come
mostly in the evening or during the
night. Aspirin was sufficient to con-
trol the pain, an occasional vomiting
spell would precede the pain. On phy-
sical examination, I though I could pal-

pate a small mass at the right epigas-
tric angle- The gastric analysis on two
occasions revealed the presence of dark
blood- An X-ray demonstrated plainly

a definite duodenal irregularity and de-

formity. On several occasions, the vom-
itus contained specks of blood ; the fluid

of a gastric lavage had a slight bloody
discoloration. Occult blood was posi-

tive in gastric contents but negative
in stool. A strong suspicion of duode-
nal ulcer, probably malignancy was en-

tertained by me as well as the surgeon.
Medical trial for 10 days along the lines

of duodenal ulcer failed to give any re-

sults. Laparotomy was decided upon
and was performed by two of the lead-

ing surgeons. To my chagrin, the sur-

geons could not find the source of the
pain as there was no evidence of ulcer

or cancer. Hemorrhoidectomy was
done. ‘Cancer turned out to be hemorr-
hoids’ was the remark made to me by
the patient’s closest friend, “now we
can feed him on anything we want”,
was the next sentence. Four days after

the operation, he was sent home. Five
days later ,a sudden hematemesis end-
ed his life before the surgeon could
reach him. What was the cause of his

abdominal pain, and where was the
source of the bleeding? These ques-
tions are still unanswered. Neither
the medical nor the surgical mechanics
have been able to solve the problem def-

initely. This and similar accidents are
often a source of worry to many of us,

mechanics of the human machine. Can
the keys to the most mysterious closed

box of the human machine be found?
Hence my plea for a more definite inter-

pretation of abdominal pain.
1222 Matson Blanche Bldg.
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SYSTEMIC DISEASES WITH TEETH
AS THE PRIMARY CAUSE.*

By Ciias. P. Kelleher. D.lbS.

New Orleans.

Prof. Oral Surgery, Dental Dept., Loyola Unioer-
Sch. of Medicine ; Senior Visiting Surgeon. Dental
sity ; Prof. Oral Surgery, Loyola Pout-Graduate,

Dept., Charity Hospital.

One of the most important advances
which has been made during the past
decade in the science of medicine, and
when I say medicine I mean it in its

broadest sense which must include all

branches of the healing art, has been the

development of our knowledge concern-
ing the role which disease in one part
of the body plays in the etiology of dis-

ease in other parts of the body. The
recent advances in dentistry have
brought this field of work into very
close relationship with that of medicine.
Today it is necessary for the physician
to take into account the condition of the
teeth in formulating his diagnosis of a
large variety of medical cases. It is

equally necessary that a dentist make a

careful survey and inquiry into the gen-
eral condition of the patient before de-

ciding upon dental procedure, for some
of the systemic disturbances indicate
need of thorough and radical dentistry,

while under conditions of good resis-

tance of the patient a more conserva-
tive measure may be preferable. The
subject of focal infection is a big sub-
ject and cannot be covered in one even-
ing. There is no question but what the
importance of good teeth and their pres-

ervation has been pressed home to the
public at large too effectively during
the last two decades by the dental pro-
fession so that now many of the patients
who have had this extensive dental work
done in the past are now suffering from
systemic lesions. There is no question
but what the dental profession has al-

lowed the pendulum to swing too far in

the conservation of tooth structure, and
today there is danger of having the
pendulum swing too far back in the
eradication of teeth for the purpose of
relieving some systemic conditions- It

marks a great step forward in health
preservation that numerous scientific

researches which have been brought for-

Read Before the Orleans Parish Medical Society, on
October 22, 1923,

ward during the last decade have served
to prove unequivocally what some den-
tists have long suspected and what some
physicians have believed ;—namely, that
there is a most important relationship
between certain diseased conditions
about the mouth , and systemic diseases.
Yet, we must not forget in formulating
our diagnosis that the mouth is only
one place where we may look for the
origin of these low grade infections.

We find the origin of these low grade
infections of the body in :

1. The Pelvis, which includes the
Urethra in the male and the Tubes and
Ovaries in the female.

2. The Appendix.
3. The Gall-Bladder.
4. The Head and Neck, which in-

cludes the Tonsils, the Sinuses, the
Teeth and Gums.

All of these places in the body must
be taken into consideration in running
down a low grade infection. There is

no question but what these low grade
infections are a greater menace today
to humanity than all of the diseases
of bacterial origin combined, except-
ing possibly tuberculosis. Within the
last quarter of a century we have seen
two great changes come over the world.
First, we have seen the average length
of life per individual greatly increased.
Secondly, if we look at the lists care-
fully we find that the causes of death
have increased in some of the columns
and decreased in others. There is for
example an agreeable falling off in

deaths due to typhoid, cholera and small
pox, and increase on the other hand in

the number of heart and kidney deaths,
and those due to arteriosclerosis and
anemia, and to certain other things too
frequently regarded as a necessary ac-

companiment of old age. Quoting from
Prof. Martin H. Fisher of the Universi-
ty of Cincinnati, he says; “Old age, in

my opinion, is not so much the cause
of many of the pathological changes
attributed to it, but these changes are
the cause of old age.” He says further;
“There is a physiological death, but I

question very much from the people and
patients that I have seen whether a

physiological death ever occurs much
below 90 or 100 years.” The question
now comes up, if we no longer die of

the old causes, and it is conceded that
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we do not, then what is it that carries

us away in our forties, fifties and six-

ties? Barring gross accidents and such
diseases as cancer we now die largely

of the direct or indirect consequences

of low grade infections, the nature and
pfevention of which is only now becom-
ing clear. We do not die of acute scarlet

fever as we used to ; we do not die of

acute typhoid, of acute pneumonia as

much as we used to, and most of us do

not yet die physiologically, that is, of

old age. In many cities where former-
ly there were hundreds of typhoid cases,

today there are hardly enough to demon-
strate the disease to medical students,

but many of those who have been spared
typhoid, die by newer causes. These
newer causes of death are subtler forms
of infection and subtler types of dis-

ease. They are largely systemic infec-

tions, low grade in their origin and
spring from local causes, and are so

very small that they are largely over-

looked. Dr. Charles H. Mayo, in a

paper some time ago, made this state-

ment : “As we see things today, it

means there will be far less surgery
and less sickness when the full benefit

of the knowledge of low grade infections

becomes known throughout the world.”
Three fourths of the Mayo Clinic is ab-

dominal surgery, nearly all of which can
be traced to mouth infections. All this

is being materialized by evolution. It

will be indeed Utopian when the medi-
cal profession, the dental profession and
the laity are all working together to

stamp out all of the preventable dis-

eases which are a menace to humanity.
The time is coming when future genera-
tions will no longer die of low grade in-

fections as we are today because the
source and prevention of these diseases

will be known and the effects of them
will be realized. Periods of progress in

medicine and dentistry have occured
only as scientific and general knowledge
have advanced. Yet, wonderful strides

have been made in all lines of medicine
during the past century by the public’s

appreciation of disease and its preven-
tion; and this has been brought about
more by the protection of the people
by public health laws and the saving of

children than through the knowledge
of the use of drugs. It is a hundred
years since we began to preserve meats

and vegetables in the process of canning
while hot and the exclusion of air by the

means of sealed covers, but it was not
until Pasture’s time that we understood
the scientific reason for this in the dis-

truction of bacteria by heat and the

prevention of the entrance of living

germs by the process of sealing. It has
been definitely shown first by Hunter
of London, later by Rosenow, Billings

and Hartzell, and many other American
phyteiciansj and dentists that chronic

diseases, acute diseases and special

local diseases, such as arthritis, neuri-

tis, iritis, nephritis, sciatica, acute

paralysis and heart lesions come from
mouth infections in many instances.

Also that appendicitis, disease of the

gall-bladder and ulcers of the stomach
are caused by a mass of bacteria in the

capillary circulation at the base of the

mucous cells in these organs, and is

caused in the same manner from local

infection originating from somewhere.
While as we have staged there are sev-

eral sources in the body for the entrance
of bacteria and their culture in a local

focus, it is conceded that the mouth is

the most common. In the mouth we
have several sources for the entrance
of bacteria. The tonsils commonly har-
bor the disease grems. We find them
frequently in the disease known as

pyorrhea, and we find them in absces-

ses about the roots of the teeth. It has
been believed for a long time that acute
infections may disseminate toxins

which produce systemic manifestations.
It was also recognized a long time ago
that areas of local infections in one part
of the body may set up secondary foci

in other parts, as in diffuse nephritis

which often follows acute attacks of

tonsillitis. It has also been observed
many times that septic emboli from
wounds or as a result of surgical opera-
tions may be carried from the blood
stream from the wound to distant parts
and set up secondary infections. The
knowledge of these facts is not new. If

acute infections are able to produce
disabling metastases why may not
chronic infections cause the same? In
fact they do. There is an abundance of
clinical evidence in practically every
hospital in the country showing this to

be a fact. The prompt subsidence of
secondary lesions such as iritis and neu-



340 Kelleher—Teeth in Systemic Diseases.

ritis after the eradication of a primary
focus, such as a chronic abscessed tooth,

or the eradication of a pyorrhea pocket

is stricking evidence of the relationship

of mouth infections to secondary mani-
festations. Very few adults are without
some form of infection in some part of

the jaws. These lesions may be and
sometimes are so small as to give the

patient no physical discomfort what-
ever, and in a large majority of instan-

ces the knowledge of the same to the

patient is not present. That serious

manifestations are not more common
as a result of this foci is probably due
to two factors; first, the nor.ral re-

sistance of the individual; second,

to the fact that the bacteria of ehr; nic

processes are usually of relatively low
virulence. Rosenow has shown that

these pathogenic organisms may not al-

ways remain of low virulence. He be-

lieves they have the property of muta-
tions and the theory of mutations in

animal life is that the variability in the

germ plasm is such that it may at times
give rise to morbid and permanent vari-

ations and these if advantageous to

the animal are preserved by natural
selection. So according to Rosenow
these pathogenic organisms may be of

low virulence today when the individual

resistance is sufficient to take care of

them and later if the patient’s resis-

tance becomes lowered the future gen-
erations of the same low virulent patho-
genic organism may take on a different

characteristic and with suitable envir-

onment and nutrition become exceeding-
ly virulent. By getting into the blood
or lymph streams, these organisms are
carried to different parts of the body,
and there set up secondary manifesta-
tions of diseases. There is an abund-
ance of clinical evidence that such love

grade infections may originate in the
mouth. Lang of London reports 175
cases of iritis, 71 of which were due
to mouth infections. Billings of Chica-
go reports 498 cases of chronic arthri-

tis, 89 per cent of which show definite

X-Ray evidence of alveolar abscesses.

Billings also showed a second group of

70 patients of myostiti, neuritis, goitre,

asthma and nephritis, 74 per cent of

which had alveolar abscesses. Of course
in many cases multiple infection may be
To produce a cure, all contributing

present in various parts of the body,
causes must be removed. As we see it

then, the patient’s resistance must be
the determining factor as to our ad-
vice to the patient- The resistance to

infection may be lowered by a large

variety of causes, such as drug habits,

tuberculosis, anemia and other blood
diseases, diseases of the ductless glands,
lead poisoning, therapeutic use of mer-
cury and potassium iodide, pregnancy,
old age, over-work, lack of proper
nourishment, faulty methods of living,

etc. In these patients, oral and other
forms of sepsis are a greater menace to

health than in the case of normal indi-

viduals. A dentist sees two classes of

individuals; healthy individuals and
sick people. The patients who consult

a physician are usually ill. For this

reason the advice to an average patient

given by a physican is usually more
radical. The future dental treatments
must be based more upon the results

obtained by a more thorough examina-
tion of the patient. If the patient’s re-

sistance has been lowered through any
cause, radical dentistry should be prac-

ticed. We must not overlook the fact

that certain types of patients may tol-

erate successfully a certain class of den-

tal work, whereby it would be a failure

in another patient of less resistance.

We should study the resistance of our
patients. The physician should take

into consideration the resistance of the

patients before determining upon the

extraction of teeth. We are not yet

ready to say that devitalized teeth are a

menace to mankind, neither are we
ready to say that all patients may toler-

ate devitalized teeth. It is unfortunate

that both the physician and dentist of

today are depending too much upon X-
Ray findings in making their diagnosis.

The radiogram is not a picture of the

pathology but a shadow of the condi-

tions that are present. Many conditions

may be read into a radiogram by the in-

experienced. We must only use the

radiogram in conjunction with the case

history, physical diagnosis, etc. We
must not overlook the fact that the radi-

ogram is only one link in the whole

chain of evidence from which we may
formulate a judicious diagnosis. Know-
ing what we do of the far reaching ef-

fects of low grade infection, it is our
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duty when a patient is suffering from
systemic disease, to completely eradi-

cate that infection wherever we may
find it. Too often teeth are condemned
by the physician when the origin of the

infection may be in some other part of

the body, due to incomplete examina-
tion.

In closing, I want to ask you gentle-

men a favor. When you refer patients

to the dentists don’t send them there

with instructions to have this or that

tooth pulled. Frequently patients come
to my office and say Dr. X senr me here

to have this tooth pulled, just the same
if I were to send them to you with in-

structions to remove appendix or leg.

DISCUSSION.
Dr. Lurie : I rise to add my simple words

of commendation for Dr. Kelleher’s paper
and to coincide with him in much that he
has said. In my own practice I have noted
what would seem to be miraculous a cure of

some chronic cases. In others there has been
failure, much as the essayist has shown. Per-
haps the failure has been in the lack of the
proper consideration of the metastatic focus
or the degree of destruction which has taken
place and was then considered the diseased
condition or site for treatment. In this con-
nection I would like to ask Dr. Kelleher his
opinion of such teeth as are often pictured
with enlargement of the roots, as excemen-
tosis, with out alveolar destruction or distur-
bance of the lamina dura or infection. These
cases are most often noted with cases of ad-
vanced arthritis of the deformans type. There
has been nothing’ said of root canal surgery
and the method of its practice nor what can
be considered good root canal filling. What
is the status of the devitalized tooth? Many
questions such as these were sent out in
questionnaire form by Dr. Byron Dowling
of New York and in summing up from his
hundred replies there was no agreement by
the dental profession on any of the points.
It would be interesting to learn what the
local opinion is on these subjects, if Dr. Kel-
leher can enlighten us.

Dr. R. Lyons: I would like to compliment
the essayist on a most interesting paper. The
subject of focal infections, especially as re-
gards the teeth, has been extensively inves-
tigated by the medical as well as dental pro-
fessions during the past five or more years,
and while much has been learned, the subject
is far from exhausted.

It is a good sign to note that dentists and
doctors are co-operating more and more for
the purpose of detecting or eliminating the
teeth as a source of infection. The whole-
sale extraction of teeth is no longer justifia-
ble because a patient has an arthritis. The
X-Ray has been one of the greatest aids in re-
stricting this frequently unjustifiable proce-
dure. Dr. Kelleher, tonight, did not enter
into a discussion of the cases that are not ma-
terially benefited by proper dentistry even
though no other foci of infection are demon-

strable. It should be borne in mind by both
physician, and dentists that long standing
joint involvements due originally to mouth
infections may not clear up after the elimina-

tion of the dental infection for the reason
that the infecting organism has gained a foot-

hold in one or more joints so that the removal
of the original focus is like “closing the barn-
door after the horse has escaped.” Further-
more, a damaged joint will never be quite

normal again. We should, therefore, be very
guarded in our prognosis in long standing
arthritic cases especially, for even the promi-
nent may be a matter of, not weeks, but
months.

Dr. Bass: Some years ago I became inter-

ested, with Dr. F. M. Johns, in the subject of
pyorrhoea. Although we did not continue our
studies our experience at that time led to

certain definite impressions.
One of those impressions was that what

is generally recognized and diagnosed as py-
orrhoea and, in fact, the condition shown by
Dr. Kelleher’s picture tonight, is the advanced
stage or end of a disease which has existed
for many years. The early stages of the
disease are not ordinarily recognized.

Another one of those impressions was that
pyorrhoea is practically a universal disease
of adult life and frequently before that time,
I venture the opinion that pyorrhoea can be
demonstrated in the mouth of every person
here tonight.

I should also like to call attention to the
fact that in the management of pyorrhoea
dentists and others lay emphasis upon opera-
tive treatment, etc., to the neglect of the
most important thing, viz, mouth hygiene, or
properly brushing the teeth and cleansing the
teeth at night before retiring.

Dr. Kelleher (closing) : I wish to thank
you gentlemen for the interest shown in my
paper.

In reply to Dr. Jamison, as I have said be-
fore, there is no question that in the past
too many teeth have been sacrificed in the
search for a foci of infection when a proper
diagnosis would have prevented this needless
loss of teeth. However, it must be borne in
mind that the teeth are only one factor to
consider in our diagnosis, and if not the direct
cause of disease may be a contributing cause
and should be eradicated, which procedure
would not show results unless the other con-
tributing causes were also corrected.

Answering Dr. Johns’ statement that he has
never found infection on a tooth that was
filled to the apical end, I wish to quote one
recent case at Charity Hospital: A young
nurse suffering from acute arthritis had two
lower molars devitilized. Radiogram showed
slight apical infection, also roots filled to
apex; teeth were extracted under local anes-
thetic and sent to P. D. and were found to be
streptococci.

Relative to the technique of extracting
teeth, treatment of pyorrhea pockets and in-

terpretation of dental radiograms discussed
by Dr. Lurie, your chairman of the Scientific
Program Committee has informed me that
he plans to have several of my dental col-
leagues come before you, and I hope they will
touch upon these subjects, which time for-
bids tonight.
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WANTED: MORE CAREFUL MEDICAL
WRITING.

It is certainly true that we, of the
South, do not contribute our full share
to medical literature; we are not as
prolific, in this respect, as our North-
ern brethern. However, with our im-
proved state medical organizations and,
especially, the wonderful growth of the
Southern Medical Association, we are
doing much better than formerly and
will soon “come into our own.”
When we do write, we should try to

word our papers in attractive style and
be especially careful of our rhetoric and
our grammar. There are numerous
errors which we see quite often (too
often) and we must confess that they
are more commonly seen in the papers
of our Southern confreres—which is

doubtless due, to a large extent, to the
fact mentioned above, i. e., that we are
not as experienced writers as we should
be. We refer, especially, to such as
“operated” for “operated upon,”
“tubercular” for “tuberculous,” “tem-
perature” for “fever,” etc- We feel
satisfied that, in time, our diction will
be as good as that in any other locality.
The object of this brief editorial is to

call attention, not only to our lack of
writings, comparatively speaking, but
also to plead for clearness in expres-
sion and care as to literary style.

STEINMETZ.

“I do not wish to work for money.
Let me draw it as I wish and if I draw

T. E. 'Wright M. D., Monroe.
W. R. Eidson, M. D., Baton Rouge.
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S. J. Couvillon, M. D., Moreauville.

Editor-in-Chief
General Manager.

Business Manager.

too much, tell me- Do not fix an
amount. If I think of money I will not

work as well. Build me a house, if you
wish, and a laboratory. That is all.”

Such was the agreement between
Charles Proteus Steinmetz, the electri-

cal wizzard, and the General Electric

Company, of Schenectady.

This man, speaking a foreign tongue,

handicapped with a congenital de-

formity of the spine, came to America,
and within the span of a bare quarter-

century accomplished unbelieving feats

with electricity. In his laboratory in

Schenectady he had but recently gen-

erated “lightning” of a voltage that

rivaled Vulcan himself.

Steinmetz died, October 26, 1923, of

myocarditis, leaving virtually no estate.

His books, papers, an old electric auto-

mobile, and a fifteen hundred dollar in-

surance policy, the same as is issued to

all veteran employees of the General

Electric Companv, apparently comprised
his entire worldly wealth. But though
he is dead, his spirit will go on, for sci-

ence will be indebted to Steinmetz for

many years to come. His aims and
ambitions, as expressed in his own

words, proclaimed him as a true scien-

tist. Medicine can well add her tribute,

along with all other branches of science,

to a man who unquestionably could have

made millions, but who never drew a

salary.
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HOSPITAL EXPANSION.

The increasing number of private
hospitals is evidence of the desire of

many people to be cared for in these in-

stitutions. Any person who has been
treated in a well regulated, properly
operated hospital realizes the differ-

ence in institutional care and care at

home. Supply and demand go together,
therefore in many States as well as our
own, a number of new hospitals are
being organized and operated.

In New Orleans the Hotel Dieu has
now under construction a new hospital
unit which will be the last word in mod-
ern hospital construction. At the Touro
Infirmary there is also in the course of
construction a very large addition,

which, when completed, will materially
relieve the strain of present over-
crowding at that institution. We ex-
pect to hear, at an early date, of the
breaking of ground for the Dibert Me-
morial Tuberculosis Hospital which is

so sorely needed in this community.
With the completion of these three new
hospital units we will have advanced
materially towards bringing hospital
organization back to pre-war status, at

least, as regards accommodations suf-
ficient for the needs of our city and sur-
rounding territory.

With our medical confreres of Baton
Rouge, we rejoice in the opening of
their beautiful new Sanitarium, The
Lady of the Lake. The name of the
structure is as beautiful as the building
itself. There is no question of the need
of such an institidioi, in our Capitol
and, with the organization of its Staff,
we can expect scientific contributions
of no mean merit in the immediate
future.

THE PUBLIC HEALTH NURSE.

The responsibilities of a public health
nurse are very great and her qualifica-
tions and training should be commensu-
rate with the responsible duties im-
posed upon her.

The following resolution pertaining
to the necessary prerequisites for ex-
amination for certificate for public
health nurses was recently adopted by
the California State Board of Health:

Resolved, that aplicants for exam-
ination for certificate as public health
nurse shall be:

1

—

Registered nurses under the laws
of California, and

2

—

Shall have completed a public

health nursing course of from four to

eight months in a school approved by
the California State Board of Health,
or

3

—

Shall have completed at least a
semester (four months) of post-gradu-

ate work in social service, including
theory and practical work, or

4

—

Shall present evidence of having
engaged in general public health nurs-
ing for at least two years in connection
with a public health organization ap-

proved by the California State Board
of Health.

5

—

All applications for examination
as public health nurse shall be filed in

the office of the California State Board
of Health and shall be passed on by a

committee of the board.
6

—

Upon examination, credit of 5 per

cent will be given to applicants who
have completed a four months’ course
in public health nursing, and 10 per
cent to applicants who have completed
an eight months’ course in public

health nursing.

THE STATE SOCIETY.

As this issue is about to go to press,

the fiscal year of the Louisiana State
Medical Society for 1923 passes into

history. The State Medical Society has
reasons to be proud of the record just

made, as during the fiscal year 1174
active members were enrolled from the
doctors of the State, the highest they
have reached in the history of organ-
ized medicine The numerical strength
even surmounts the record made at the
recent meeting of the American Medi-
cal Association in New Orleans, by
thirty members. At that time we were
materially assisted by the influence of

a special representative from the
American Medical Association, who
toured our State in the soliciting of

members, and also by the added inter-

est which was naturally attracted by
the meeting of the American Medical
Association in Louisiana- So in the
past year, this effort making can be
only attributed to the increased activi-

ties of the various medical organiza-
tions and district societies of the State
Medical Society. They have tried in
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every way to make the State Society

more attractive and of more personal

benefit to each individual member of

the Society. The gospel has even been
carried into the remote sections of the

State, resulting in new organizations
where previously little or no medical
organization occurred. The last two
annual meetings of the State Society

were attended by a larger number of

members than ever previously recorded.
This is simply a reflection of an in-

crease of medical activities and medi-
cal interest.

The State Medical Society is going to

be entertained at its next annual meet-
ing in April, 1924, in Opelousas, by the

hospitable physicians of St. Landry
parish. These physicians with their

usual display of good judgment, and
far sight into the future, have seen in

their wisdom to select Dr. Fred J.

Mayer as the chairman of their local

arrangement committee. Dr. Mayer is

one of our ex-presidents, and it will be
useless to state that they are acutely
active and are initiating their plans for
making the meeting the best and most
satisfactory in the history of the State
Society. To the many of us who are
familiar with the natural attractions in

Opelousas and close vicinities, it is use-

less to have pointed out the unusual
stroke of nature in laying out this

beauty spot of Southwest Louisiana.
She blessed them with scenery un-
equalled, and endowed the same to men
from which have sprung some of our
most renowned physicians, who enjoy

reputations of being hospitable in every

true sense of the word. They are all

co-operating jointly to make this meet-
ing a great success. We are assured of

ample hotel and other accommodations,
which should not distract in the least

or tend to influence one to miss such an
unusual opportunity. Opelousas real-

ized her opportunities in having the

State Society with her, and are making
plans to excel any other city which have
had the' honor of entertaining the State

Society. “Past records will not stand,

we must have a new one,” seems to be

their slogan.

Other than making the necessary

plans incident to the social entertaining

of its guests, you may feel confident

that the scientific program, from all in-

dications, will be up to the standard.
From information now in our hands,

wTe can feel assured of the attendance
of two special representatives from the

American Medical Association. The
object desired to be accomplished by
their attendance, is to assist the State

Society from a viewpoint of organized
medicine, and aid in every way possible

to stimulate activities along some of

the lines which are now foremost before

the medical profession. We hope that

their presence will add to the stimula-

tion and result in their being able to

come in contact with a larger represen-

tation of our State Society.

Indications are, therefore, for a most

successful meeting. Make your plans

early to attend.
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Diathermy in Urology.

Dr. H. W. E. Walther demonstrated
the new Fischer hospital diathermy
unit and lauded its value in the treat-

ment of certain urological conditions.

Diathermy, the latest and unquestion-

ably the most useful of the high fre-

quency modalities, is employed in two
forms—medical and surgical—both
being generated in the same way, but
applied differently. In medical dia-

thermy we raise the temperature of tis-

sues only within physiological limits

;

in surgical diathermy we far ex-

ceed this limit; destroying tissue.

d’Arsonval current is used. Dr.
Walther stated that much benefit

to his patient had been noted in

applying medical diathermy to cases of

arthritis, prostatitis, seminal vesiculi-

tis and epididymitis. The pain usually

disappears after the first treatment and
the swelling and period of confinement
to bed are most favorably influenced.

Applications require twenty minutes.

In surgical diathermy (electro-coagu-

lation), where high frequency current
is applied for the destruction of tissue

by heat, without sparking, we have a
modality for destroying new growths
that is bloodless, clean, producing little

shock, and which seals all lymph chan-
nels in its wake. For treating tumors
of the bladder, cervix, urethra and ex-

ternal genitals, it surpasses scalpel-sur-

gery.

Dr. Walther stated that he first be-

came interested in surgical diathermy
after a visit to Dr. Gustav Kolischer at

Michael Reese Hospital, Chicago, where
Kolischer has done commendable work
with diathermy and radium in cancer of

the bladder and of the prostate. It is

today conceded by all that the only

scientific way of handling malignant
neoplasms of the bladder or prostate is

through the open bladder. Some few
selected vesical papilloma, of small size,

can be successfully treated by diathermy
and radium through the cystoscope. But
the majority of bladder growths, ex-

tending from trigone into the internal

vesical spincter, are best treated

through the cystotomy wound. Kol-

ischer lays stress upon the point that,

in treating tumors of the lower urinary
tract by means of diathermy, one re-

quires an apparatus that will deliver up
to 4000 M. A. current. This can only
be obtained in the newer type of ma-
chines.

The results obtained with diathermy
in the Urological Service of the Hotel
Dieu will be reported in detail later in

a special article on the subject. Dr.
Walther acknowledged indebtedness to

his associate, Dr. C. L. Peacock, for his

valuable assistance in this work.
Dr. Dimitry: Dr. Walther ’s demon-

stration carries a message of assistance

to those who handle malignant cases,

for by his Diathermy demonstration he
enlightens us on a procedure that may
prove valuable in preventing metastasis
i. e., if malignancy is accepted as a local

and not a general condition. Surgery
cares for the offending condition, but
by removal it adds the possible danger
of dissemination. The Deep X-ray is

stated to be beneficial if administered
a short while before operation for it is

said to constrict surrounding lymphat-
ics and vessels.

I have often desired, in my special

line, to add still further precaution by
the use of the hot iron, and I had hoped
to have used this diathermy procedure,
but lacked a working knowledge until

this night, when the doctor has so well

explained its use.

I would ask further enlightment of its

use when the eye is to be removed for a
malignancy. After the use of the dia-

thermy needle, should we wait for a
slough before proceeding with the knife

and scissors to remove the eye?
Dr. Walther: It is best to wait sever-

al days to a week for each slough to

come away before attempting removal
of tumor mass.

Laminectomy for Intraspinal Pathology.

Dr. J .T- Nix: reported a case to

stress the value of liminectomy for the

most varied conditions involving the

spinal cord. He believes the operation
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should be done more often than it is,

and feels that with proper care and
study the operative mortality should be
no higher than for other major surgi-
cal procedures.

Probably the best work on the sub-
ject is that of Elsberg’s “Diagnosis and
Treatment of Surgical Diseases of the
Spinal Cord and its Membranes”, pub-
lished in 1916, from which the follow-
ing is quoted:

“Opening the spinal canal has a pro-
found effect upon the spinal cord and
acts beneficially upon some spinal dis-
eases, whose nature is, as yet, not clear-
ly understood, and whose pathology is

unknown.” He goes on to state that he
has observed these results in patients
presenting signs of tumor, but in whom
no tumor, nor visible evidence of patho-
logy was found, in patients with symp-
toms and signs of multiple sclerosis,
with indefinite sensory disturbances
and in those presenting abnormalities
of the spinal vessels. In many of these
cases there was not increase of ultra
spinal pressure nor other lesion of ex-
panding character.

The case tonight is that of a young
man, thirty-seven who gives a history
of crushing injury between two cars
about three years ago, after which, he
was apparently well for two years. Be-
ginning about January 1st, 1923 his legs
began to get weak and unsteady, and
he had a peculiar burning pain in the
calves with cramps at night. The con-
dition has gradually grown worse until
just before admittance to the hospital
his thighs at times would violently con-
tract on abdomen, when lying down dur-
ing the day, and all night even while
asleep. Occasionally when standing if

he should cough or sneeze, his legs would
violently jerk up causing his to fall.

There were no bladder or rectal symp-
toms, his Wasserman was negative, his
physical examination and history re-
vealed nothing. He was given two in-
jections of Salvarsan without results.

Diagnosis made was Intraspinal ir-

ritation from tumor, pressure or spicule
of bone. This was verified by Dr. Ca-
zenavette who localized the irritation
at level of 3rd lumbar vertebrae. Pa-
tient was kept under close observation
for two months, when after showing no

improvement operation was decided
upon.

Laminectomy started under local an-

esthesia, but patient finally given gas

with some ether- The laminae on right

side were much thicker than on the left

side and meninges of cord somewhat
adherent. There was no evidence of

increased pressure nor other pathology,

excepting thickened laminae with adher-

ent dura, so the membrane was not in-

cised.

Patient for the past five days showed
wonderful improvement, all symptoms
disappearing entirely, then, they grad-

ually returned until a large amount of

serum was let out from under the skin

incision. After this the symptoms rap-

idly disappeared again. For four days

now there has been absolutely no signs

of any discomfort, nor return of pre-

vious symptoms. We hope and expect

to obtain a very good result.

His experience with laminectomy for

spinal pathology has been limited to

four cases. First : A case similar to

the present one though more advanced,

the patient being confined entirely to

bed, and gives no history of injury.

Operated in 1917 she completely recov-

ered and attended all household duties

for four years. In the eary part of 1922

she developed acute nephritis and died

after a brief illness. At the time of her

death she was fifty-four years of age.

Second case : Operated in 1920 evi-

dence of spinal tumor at level of 3rd

lumbar vertebrae. Dura opened, appar-
ently the vessels were engorged but no

tumor was found. Patient left one

month later for California and no mes-
sage has been received since.

Third case: Operated here about
three months ago showed a tumor locat-

ed at level of 9th. thoracic vertebrae.

Section of tumor sent to laboratory, and
report showed it to be malignant lioma.

The tumor was too extensive to be re-

moved, involving the entire circumfer-

ence of meninges of the cord-

For the localization of the pathology
Dr. Nix gave credit to the very able as-

sistance of Dr. Cazenavette and his con-

frere, Dr. Perret.
In the few cases he has had there has

been no operative mortality and the

patients have recovered remarkably bet-



Proceedings of Hotel Dieu Staff 347

ter than he expected, there being very
little apreciable shock.

In concluding he wished to empha-
size that : All tumors of the spinal cord,

cases of apparent ultra spinal pressure,

all vertebral fracture with evidence of

pressure and countless other conditions

should have the benefit of laminectomy.
It will prevent many an untimely death
and save or restore health of many un-
fortunate paralytics.

Dr. Cazenavette: Through the kind-

ness of Dr. Nix I saw two of the cases

he referred to. The first was that of

Mme. B., an elderly lady, who at the
time of my visit on Sept. 3rd, 1923, com-
plained of weakness and pains in the
lower extremities and also of partial

loss of control of bladder and rectum.
The initial symptom consisted of pain
in the back, radiating to the hips and
thighs, began some five or six months
previously. These pains were very
severe and were pronounced at night.

During the past two months she had had
involuntary and uncontrolable move-
ments in the limbs, frequently accom-
panied by severe pains. The bladder
and rectal involvement were of about
two weeks’ duration.

The neurological examination reveal-

ed almost complete paralysis of both
lower extremities, with occasional un-
controlable movements of flexion of
thigh on abdomen- The deep reflexes,

knee-jerk etc., were greatly exaggerated
and Babinski and ankle clonus were
present on both sides. Loss of sensa-
tion to touch and pain extended up to

the umbilicus. No abnormal nervous
symptoms were present above the waist
line. The above symptoms with a his-

tory of gradual loss of control of bladder
and rectum proved quite conclusively
that we were dealing with a case of tu-

mor at about the ninth segment.
At the time of my second visit, on

Sept. 10th her condition was much ag-
grevated. There was then not only
complete paralysis of motion and sensa-
tion in the lower limbs but also com-
plete loss of rectal and vesical control.
All the reflexes were abolished. The line

of sensory demarkation was at the um-
bilicus on the right and a little lower
on the left.

The cerobro-spinal fluid and serum
examinations were negative for lues.

The operation, on Sept. 13th. revealed

a glioma extending from the eighth to

the tenth dorsal segment of cord.

The second case was that of Mr. D.
who came to see me on Oct. 6th., 1923.

His complaint consisted of weakness
in the right lower extremity and severe

pain in the lumbar region. The pain was
rather constant and worse at night.

Some months ago he noticed the diffi-

culty in walking. He could not raise

the foot to clear the ground. This foot

felt stiff and weak. Examination show-
ed no atrophy of muscles of affected leg.

But there was inability to move the leg

and foot and also marked exaggeration
of deep reflexes and Babinski. There
was at times involuntary movements of

the affected limb. The left leg was not

affected and there was no affection of

the bladder or rectum. Thorough search

for sensory disturbances showed noth-

ing but a hyperaesthetic area in the lum-
bar region (about 3rd lumbar). This
area was also painful to touch.

These symptoms increased until he
could not use leg at all and could not
rest from the severity of the pain.

There was present symptoms of men-
ingeal irritation, causing involuntary
movements in the right foot and leg.

The diagnosis made was that of prob-
able tumor affecting the meninges and
cauda at about level of third lumbar
vertebrae.

The operation on Nov. 18th, 1923
showed evidence of projection of bone
causing pressure on right side and ad-
herent meninges on the left, at the third
lumbar. Since the operation he has had
no pain, no involuntary movements in

limb and has regained some power in

the leg.

Before closing this discussion I wish
to emphasize the necessity of a neurolo
gical examination in all cases of “back-
ache”, especially when this symptom is

worse at night and in the recumbent
position. Such an examination might
reveal these pains to be of root or in-

traspinal origin and amenable to sur-

gical intervention.



NEWS AND COMMENT

New Orleans, April 21, 1923.

To the Officers and Members, House of
Delegates, L. S. M. S., New Orleans,
La.:

Gentlemen

:

Since the last meeting of the Louisi-
ana State Medical Society, the Louisi-
ana State Board of Medical Examiners
has granted 84 original certificates, as
follows

:

Medicine and Surgery.

Examination 55
Reciprocity 9

Midwifery.

Examination 20
Of the 55 certificates issued after

written examination, 3 were temporary
permits, pending the applicants’ com-
pletion of citizenship. Seven appli-
cants failed to pass the examinations in
medicine and surgery and 6 in midwif-
ery

; of the 17 applicants for undergrad-
uate examination, 16 were successful
and 1 unsuccessful.
The number of physicians legally

qualified for 1922 was approximately
1,840, which is a slight increase on last

year, taking into consideration the fact
that fewer original cei’fificates were
issued in 1922—21 less than in 1921.
This is evidence that the physicians
were prompt in renewing.
The official list of physicians and

surgeons, midwives and chiropodists
for 1922 was sent to all practitioners
and other interested parties, including
the offices of the secretary of the
Louisiana State Medical Society, Inter-
nal Revenue Department, Prohibition
Director, Louisiana State Board of
Health, District Attorneys and Clerks
of Court. Only the names of those who
had been issued original or renewed
certificates for the year 1922, up to
date of publication, were included
therein. During this year, we continue
to furnish your office and the various
departments interested with lists of
those who renew their certificates for
1923, and the current licenses of these
Departments are issued accordingly.

Since our last report, the Board has
held four regular meetings—two joint

examination and business meetings and
two business meetings. In addition,
the members of the board went to
Baton Rouge in June of 1922 to com-
bine our efforts with those of the
Louisiana State Medical Society when
the chiropractic bill was placed before
the Committee on Public Health and
Sanitation of the State Legislature.
We are glad to be able to say that this
committee gave a unanimous unfavor-
able report on the chiropractic bill. We
feel that we owe to the members of the
committee and to all those who gave
their assistance in killing this measure
a vote of thanks for the stand they took
in keping the regulation of the practice
of medicine in its proper sphere in the
State of Louisiana. We have every
reason to believe that the chiropractors
will bring up another bill before the
Legislature next year, as we get inqui-
ries almost daily in regard to chiro-
practic licensure in Louisiana. The
board has been very active in the sup-
pressing of the chiropractors who have
come to Louisiana and we have suc-
ceeded, by personal interview, in stop-
ping quite a few before they started.

We believe that we have fewer chiro-
practors in Louisiana than in any other
State in the Union; we have only one
openly practicing and he leaves the
State next month.
We might take this occasion to state

the secretary of this board, Dr. Harri-
son, attended the Annual Congress on
Medical Education, Medical Licensure,
Public Health and Hospitals in Chicago
recently. After a comparison of the
problems which confront the other
State boards, the secretary has returned
to Louisiana confident of the fact that
Louisiana has one of the strongest, if

not the strongest medical law in the
United States. As an instance which
shows that we are not alone in our
belief, we give the following excerpt
from Dr. H. M. Platter’s article “En-
forcement of the Medical Practice Act”
read at this meeting. “...I would in-

vite your attention to the penalty sec-

tions of the Louisiana and Ohio laws.

The former is superior in that it also

includes procedure by injunction. Both
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are sufficiently active to cause conster-

nation in the ranks of organized oppo-

sition and I hope, bring to successful

realization the protection of the pub-

lic. .

During the past year, Washington
and Tennessee were added to our list of

States with which Louisiana recipro-

cates; this makes a total of 37. In

checking over the requirements of the

different States you will find that

Louisiana ranks with the highest.

As a matter of general information

w^might say that the board has decided

that on and after June, 1923, this board

will give no examination in any other

than the English language, a require-

ment exacted by nearly every State.

We beg to submit the following sum-
mary report, from audit of certified

public accountant, through date of

March 31, 1923. The detailed financial

report is being sent the Governor, as is

customary, and a copy of this report is

also on file in our office. We would
be very glad, at any time, to show the

detailed report to anyone interested.

Condensed Cash Summary—March 31,

1922, to March 31, 1923.

Cash balance, March 31,

1922 $ 7,163.06

Receipts March 31, 1922, to

March 31, 1923 6,509.04

Total $13,672.10

Disbursements 6,374-62

Cash balance, March 31,

1923 $ 7,297.48

During this period $777.18 was ex-

pended for special investigations in al-

leged cases of violation and in violation

proceedings. From the results obtained
we feel that this amount was well

spent. This expenditure was reduced
to a minimum by the splendid co-opera-

tion which was given us by the office

of the Attorney General. We appreci-

ate, in particular, the earnest attention

which the Hon. T. Semmes Walmsley,
Assistant to the Attorney General, has
rendered.

All cases of alleged violation reported
by the board since the last meeting have
been handled, either through the courts
or by personal interview and communi-
cations. Many cases reported were sat-

isfactorily adjusted after personal in-

terview, when possible, with the re-

ported parties. In some cases in which
conclusive evidence had to be obtained,

special investigators were employed by
the board to investigate the charges
made.

Forty-eight of these cases of alleged

violation were placed in active file-

They may be classified under the fol-

lowing headings
:

(a) practicing medi-
cine without a license (miscellaneous)

;

(b) osteopaths; (c) chiropractors; (d)

optometrists; (e) various limited prac-
titioners; (f) licensed practitioners;

(g) licensed midwives; (h) druggists;
(i) chiropodists; (j) miscellaneous.

The present status of these cases is as

follows

:

Pending 11
Dismissed 20
Injunction 9

Conviction (court) 4
Criminal proceedings 1

Certificate reinstated 1

Deceased 1

Recommended for examination.... 1

In the case of Dr. Marble, who was a
licensed physician who practiced chiro-

practic, we believe that he has been
finally stopped from practicing any-
thing whatsoever for, according to the
office of the Attorney General, he
leaves our State for parts unknown the
early part of next month.
The board refused to renew for the

year 1923 the certificates of four mid-
wives and recently an injunction was
taken out against another midwife, re-

straining her from practicing.

It might interest the profession to

know that the Fife Brothers, Lake
Charles, were tried for practicing medi-
cine and convicted

;
they were refused

writs of certiorari and prohibition by
the Supreme Court of the State, the
reasons given by the Supreme Court
for its refusal to grant the writs being
that . . . “the law defining the practice
of medicine in Louisiana is constitu-
tional and sound in principle. .

. ” The
Fife Brothers were subsequently sen-
tenced to 60 days in jail, and the judge
admonished that if they came before
him again on the same offense, and
were convicted, he would give them a
year in jail. We have been informed
that the Fife Brothers are chiroprac-
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tors. We wish to commend most highly
the attitude and assistance of a number
of the members of the medical profes-

sion of Lake Charles and the local legal

authorities. More convictionc of this

kind would be obtained if we could get
the combined efforts of the medical pro-
fesion and the local State authorities,

as was done in the Fife case.

We also feel that better results would
be obtained if more physicians would
report violators of the law, when they
come in contact with them, and allow
us to use their evidence. We assure the
profession, and particularly those in

the country, that if they will report
cases of alleged violation coming te

their attention, that we will take action
for prosecution, if sufficient evidence
is obtained.

In passing we might say that, with
the exception of one or two minor cases,

we have had very little complaint in re-

gard to osteopaths. The secretary in-

terviewed a number of beauty special-

ists who had been reported and, with
one exception, matters were satisfacto-

rily adjusted. In one case, the party is

under criminal charges and the case is

now pending. We have been informed
that she intends to leave town. The sec-

retary has also had personal interviews
with several shoe dealers, who had
clerks who had taken courses by mail,
in regard to broken arches, etc., and we
believe we have stopped most of that.

The term of office of Dr. Thos. E.
Wright, Monroe, vice-president of the
board, will expire on Augst 24, 1923,
and recommendations should be made
to the Governor for the vacancy at this

meeting of the State Society. Dr.
Wright has been a member of the board
for six years, and we could always count
upon him to stand for the interest of
the board and organized medicine. We
feel that Dr. Wright has been quite an
asset to the board and it has been our
pleasure to serve with him. His at-

tendance and interest has always been
100 per cent.

Respectfully submitted,

Louisiana State Board of Medical Ex-
aminers,

By Roy B. Harrison, M. D.,

Secretary-Treasurer.

Monthly Bulletin of the Orleans Parish
Medical Society.

Dr. Lucien A. LeDoux, Secretary.

The Society during the past month
held two meetings. A scientific and a
Joint Clinical Meeting with the Staff

of the Charity Hospital. At the Scien-

tific Meeting three papers were read.

At the Clinical Meeting cases were
presented and discussed by Drs. Walde-
mar R. Metz, H. W. E. Walther, E. D.

Fenner, J. E. Landry, Randolph Lyons,

J. Birney Guthrie and J. A. Storck.

At the annual election held Decem-
ber 8th, 1923, the following members
were elected to the Board of Directors

for 1924:
Dr. S. Chaille Jamison, president;

Dr. Urban Maes, first vice-president;

Dr. Maurice J. Gelpi, second vice-presi-

dent ;
Dr. E. A. Ficklen, third vice-

president; Dr. Lucien A. LeDoux, sec-

retary; Dr. John A. Lanford, treasurer;

Dr. Daniel N. Silverman, librarian.

Additional members Board of Direc-

tors: Dr. H. W. Kostmayer, Dr. J. J.

Irwin and Dr. W. A. Reed.

The Scientific Meeting scheduled for

December 24th, was dispensed with by

the board.

Dr. S. F. Elder and Dr- Sara E.

Huckaby were elected to active mem-
bership.

January Program.

January 7th, Joint Board Meeting;

January 14th, Annual Installation

Meeting; January 28th, Scientific

Meeting.

A dinner was given December 4,

1923, at the Hotel Commodore, by the

Rockefeller Foundation, in honor of a

group of health officers representing

eighteen foreign governments, who for

the past three months have been in the

United States under the auspices of the

Health Section of the League of Nations

for the study and observation of vari-

ous types of public health organization.
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Dr. George E. Vincent, president of

the Foundation, presided at the dinner.

Dr. William H. Welch, director of the

Johns Hopkins University School of

Hygiene and Public Health, in the ab-

sence of Dr. F. F. Russell, general direc-

tor of the Foundation’s International

Health Board, extended greetings to the

foreign visitors on behalf of the public

health workers of the United States.

The other speakers were: Mr. John D.
Rockefeller, Jr., Chairman of the Board
of Trustees of the Rockefeller Founda-
tion; Dr. Hugh S. Gumming, Surgeon
General of the United States Public
Health Service; Dr. Linsly R. Williams,
Managing Director of the National
Tuberculosis Association

;
Dr. W. S.

Rankin, State Health Officer, North
Carolina, and Dr. Norman V. Lothian,

of the Health Section of the League of

Nations.
The visit of these health officials to

the United States represented the third

general interchange1 of public health
personnel arranged by the Health Sec-

tion of the League of Nations. The
first took place in Belgium and Italy in

1922, and the second in England and
Poland during February, March and
April, 1923.

In the present group were represen-
tatives delegated by their respective
governments, among them many of the
most eminent sanitarians in the world,
from France, England, Italy, Russia,
Poland, Spain, Holland, Belgium,
Greece, Jugoslavia, Germany, Switzer-
land, Norway, Mexico, Salvador, Brazil,

Chile, and Canada.
The system of international inter-

change of public health personnel was
made posible by a contribution to the
Health Section of the League of Nations
from the International Health Board
of the Rockefeller Foundation, amount-
ing to $60,080 a year, for a period of
three years. The object of the plan is

to bring the public health personnel of
different countries into close relation-
ship with each other, to effect a mutu-
ally profitable exchange of views on
health subjects, to make comparative
studies of health organization and leg-

islation in different countries, and to

promote international co-operation in

establishing uniform standards for pub-
lic health regulations.

The monthly meeting of the Shreve-
port Medical Society was held on No-
vember 6th, 1923.

Resolutions drawn up by the Memo-
rial Committee commemorating the

death of Dr. W. H. Billingsley and Dr.

S. Y. Alexander were read. Dr. Ragan
made a motion, which was seconded and
passed, that the disposition of these

resolutions be left to the judgment of

the secretary.

Dr. R. H. Blackman read an interest-
ing and instructive paper on “Uterine
bleeding.” Discussion by Drs. Boden-
heimer, Heard, Barrow.

Dr. J. E. Heard read a valuable paper
on “Regional Anaesthesia.” Discussion
by Drs. Ragan, Stamper, Johns, Boden-
heimer, Pirkle-

Dr. Barrow showed a roentgenogram
of a patient having a chest tumor,
probably sarcoma, who improved re-

markably under X-ray therapy.

Dr. Herold called attention to the

Tri-State Medical Society meeting at

Texarkana, Tex., December 5th and

6th.
R. T. Lucas,

Secretary.

There is a great deal of difference

of opinion among medical men regard-

ing the value of scopolamin as applied

to criminology as demonstrated here by

Dr. R. E. House of Ferris, Tex. The
demonstration before the society was
under most unsatisfactory conditions.

The test at the Parish Prison proved

more satisfactory. Those who watched
the demonstration from beginning to

end felt that there was a good deal of

merit in his work.

The Public Health Committee of the

American Medical Association has ar-

ranged with the local medical societies

throughout the country to give monthly
radio health talks. The Orleans Parish
Medical Society, in conjunction with the

radio station of Tulane University, will

begin the program Friday, December
21st, between 8 and 9 p. m.

Dr. E. 0. Trahan, of Baton Rouge,
has been appointed Chairman of the
Section on Bacteriology and Pathology;
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and Dr. J. N. Roussel, of New Orleans,
has been appointed Chairman of the
Section on Dermatblogy, for the ap-
proaching meeting of the Louisiana
State Medical Society to be held in

Opelousas. Those desiring to read
papers are asked to get in touch with
the chairmen as soon, as possible.

At a recent meeting of the St. Landry
Parish Medical Society the following
were appointed Committee on Arrange-
ments : Dr. Fred Mayer, chairman,
Opelousas; Dr. B. A. Littell, Opelou-
sas; Dr. J. N. Brown, Washington; Dr.
W. R. Boudreau, Washington; Dr. F. C.

Shute, Opelousas.

Washington, D. C., December 10,

1923.—The Department of Commerce
announces that compilations made by
the Bureau of the Census shows that
the mortality rate for the registration

area was 11.8 in 1922 per 100,000 popu-
lation, against 11.6 in 1921. Six States,

Michigan, Mississippi, Ohio, Pennsyl-
vania, Virginia and Wisconsin show
lower mortality rates for 1922 than for
1921. The lowest 1922 State rate (8.1)

is shown for Idaho and the highest
(14.7) for Maine and Vermont each
For cities which at the last census had
populations of 100,000 or more, the low-
est rate (7.5) is shown for Akron, and
the highest (17.8) for Memphis.

Appointment of Dr. S. Josephine
Baker, of New York, as Consulting Di-
rector in Maternity and Infancy and
Child Hygiene of the Children’s Bureau
of the United States Department of
Labor, is announced by Grace Abbot,
Chief of the Bureau.

Physicians and druggists throughout
the country are receiving in their mail
a card bearing an excellent likeness of
Emil von Behring, the eminent bacteri-

ologist, who is probably best known for
his discovery of diphtheria Antitoxin.
Inquiry reveals that this card is the
first of a scientists’ set being issued
by the H. K. Mulford Co., Philadelphia.

Alvarenga Prize of the College of
Physicians of Philadelphia.—The Col-

lege of Physicians of Philadelphia an-

nounces that the next award of the

Alvarenga Prize, being the income for

one year of the bequest of the late Senor
Alvarenga, and amounting to about

Three hundred Dollars, will be made
on July 14th, 1924, providing that an
essay deemed by the Committee of

Award to be worthy of the prize shall

have been offered.

Essays intended for competition may
be upon any subject in medicine, but

can not have been published.

Examinations of candidates for en-

trance into the Regular Corps of the

United States Public Health Service

will be held at the following named
places on the dates specified:

At Washington, D. C., January 7,

1924.

At Chicago, 111., January 7, 1924.

At San Francisco, Ca., January 7,

1924.
Requests for information or permis-

sion to take this examination should be

addressed to the Surgeon General United

States Public Health Service, Washing-
ton, D. C.

H. S. Gumming,
Surgeon General.

At the December meeting of Shreve-

port Medical Society, the following

officers were elected for 1924 : Presi-

dent, Willis P. Butler; vice-presidents,

I. Henry Smith and Edgar L. Sander-

son ; treasurer, Lewis Cass Spencer, re-

elected; secretary, Robt. H. Lucas, re-

elected. Delegates to the State Society

will be selected at the January meeting.

Contracts have been let and work
has been started on the new North
Louisiana Sanitarium, on Hamilton
Terrace, Louisiana avenue, Shreveport.

It is to be a fire-proof building, modern
in every respect, and will be owned and

operated by Drs. Louis Abramson and

A. A. Herold ;
when complete, together

with out-buildings, etc., it is said that

it will represent the outlay of approxi-

mately a quarter of a million dollars.

The Highland Sanitarium, Shreve-

port, is contemplating the erection of

an annex to their already commodious
institution ; the contract will probably

be awarded very soon.
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The Tri-State Medical Society Meeting.

The Tri-State Medical Society of

Arkansas, Louisiana and Texas held its

nineteenth annual meeting in Texar-

kana, Tex., on December 5th and 6th,

under the presidency of Dr. 0. M.
Heartsill of Marshall, Tex. Much in-

terest was shown in the sessions, there

being a total attendance of about 200-

The papers were of high quality, visit-

ors reading being Dr. Frank Smythe, of

Memphis, on “Shockless Surgery”; Dr.

J. C. Masson, of Mayo Clinic, on “Post-

operative Ventral Hernia,” and Dr.

Grayson Carroll, of St. Louis, on
“Ureteral Obstruction.”

Dr. A. E. Chase, of Texarkana, Tex.,

was elected president for the ensuing
year; Drs. L. J. Kosminsky, E. L. San-
derson and F. S. Littlejohn, vice-presi-

dents for Arkansas, Louisiana and
Texas, respectively; Dr. F. H. Walker,
of Shreveport, La., was selected as sec-

retary-treasurer for his seventh term.
Shreveport was chosen as the meeting
place for 1924.

Automobile Fatalities 1922.

Washington, D. C., December 3, 1923.

The Department of Commerce an-
nounces that the returns compiled by
the Bureau of the Census show that

during the year 1922, 11,666 death re-

sulting from accidents caused by auto-

mobiles and other motor vehicles (ex-

cluding motorcycles), occurred within
the death registration area of the
United States (exclusive of Hawaii),
which area contains 85 per cent of the
total population. This number repre-

sents a death rate of 12.5 per 100,000
population, as against 11.5 in 1921, 10.4

in 1920, 9.4 in 1919, 9.3 in 1918 and 9
in 1917. In the 27 States for which
data for 1917 are available the actual
number of those deaths increased from
6,014 in that year to 9,581 in 1922, the
corresponding rates for these two years
being 8.7 and 12.9.

The recent convention of the Radio-
logical Society of North America was
held in Rochester, Minn. It is the larg-
est X-ray society in the world- Dr.
Granger and Dr. Leon J. Menville of
New Orleans, and Dr. Barrow of

Shreveport, were in attendance. The
convention was held on December 3rd
to 8th, and was attended by a large

number of its members, comprising the

foremost radiologists of America and
Canada.

Dr. Leon J. Menville, Councilor of

the Radiological Society of North
America, also ex-president of the State

Radiological Society, and chairman of

the House of Delegates of the Louisi-

ana State Medical Society, was elected

vice-president of the Radiological

Society of North America. The next

meeting will be held in Kansas City.

The Lafourche Valley Medical So-

ciety on November 20th, 1923, at 11:00

a. m., held a wonderful meeting as a

guest of Drs. St. Martin of Houma, La.,

at the Elks’ Home in Houma. The fol-

lowing participated in the Scientific

program: Drs. W. E. Kittredge, of Tal-

lieu; Thos. B. Pugh, Napoleonville ; W.
A. Martin; W. O. D. Jones, New Or-

leans, and R. C. Mooney, United States

Veterans’ Bureau. After the Scientific

meeting, wihch was well attended, an

elegant dinner was served at the Houma
Hotel.

The American Association ror the

Study of Goiter, composed of goiter

surgeons, pathologists, Anaesthetists,

Internists and Radiologists, will have,

its annual meeting in Bloomington, 111.,

the 23rd, 24th and 25th of next Janu-

ary.

Removals.

Dr. P. T. Talbot, from 1120 to 1112

Maison Blanche Building.

Dr. Wm. M. Johnson, from 1218 to

1112 Maison Blanche Building.

Dr. Wm. B. White, from Shreveport,

La., to Stamford, Conn.
The following have moved their

offices to the new Giddens-Lane Build-

ing in Shreveport : Drs. D. H. Alverson,

S. C. Barrow, A. P. Crain, J. L. Ewing,
Ellis and Butler, C. R. Gowan, W. S.

Harmon, W. R- Harwell, J. F. O’Leary,

M. R. Purnell, T. Ragan, O. C. Rigby,

C. C. Sims, E. C. Simonton, W. P. Yer-

ger.

Dr. W. E. Wilkinson, formrely of Ga-

hagen, La., is now located at Haynes-
ville.
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Dr. J. C. Parrott, from Robeline, La.,

to Campti, La.
Dr. J. B. Glass, from Flora, La-, to

Robeline, La.
Dr. R. F. DeRouen, from Clarence,

La., to Natchitoches, La.
Dr. W. N. Hankins, from Campti,

La., to Alexandria, La.

DIED—Dr. Chester Owen Smith,
Casapalca, Peru, November 23rd, 1923.

Dr. Smith was born in the Parish of

Winn, La., March 12th, 1896. Gradu-
ated from Jena High School in 1914;
graduated from Tulane University in

1921. Served internship in Hospital
Santo Tomas, Panama Canal Zone in

1922, after which he accepted a position

with the Cerro de Pasco Copper Cor-
poration, Casapalca, Peru, where he
met his utimely demise from the dread-
ed malady, “Tropical Malaria.”
DIED—Dr. S. W. Stafford, of New

Orleans. Following an illness of sev-

eral months, Dr. Stafford died suddenly
on December 3rd, 1923, age 50 years.

He was formerly superintendent of the

Charity Hospital of New Orleans, and
a prominent surgeon of this society.

DIED—On December 4th, Dr. I. E-

Siess, of Alexandria, La.
DIED—Dr. W. M. Lynch, of New

Orleans, on December 6th. Dr. Lynch
was 68 years old.

DIED—On December 11th, 1923, at

Chicago, Mr. Wm. Whitford, age 68
years.

Dr. W. H. Knolle will visit New Or-
leans during the holidays.

The Chairman of Section on Medi-
cine wishes that all members who de-

sire to present papers in this section,

send their request, along with title of

paper, at once, so that the section can
be completed. Address care of the
Louisiana State Medical Society, 1551
Canal street.

The conference of the Health Offi-

cers of Mississippi and Louisiana, held
in New Orleans, December 13 and 14,

was a notable success.

There were registered 136, among
whom wei’e representatives of the two
State Boards of Health, directors of
different bureaus, surgeons of the Illi-

nois Central, Yazoo and Mississippi
Valley and Southern Pacific railroads,

sanitary engineers and public health
nurses.

There was no set program, the dis-

cussions being led by men who had had
experience in the various subjects se-

lected. Among the speakers were : Dr.

W. S. Leathers, State Health Officer of

Mississippi ; Dr. H. M. Bracken, of the

American Social Hygiene Association,
New York; Dr. L. D. Fricks, Surgeon
United States Public Health Service,

Memphis, Tenn-
; Dr. John A. Ferrell,

Director for the United States, Inter-

national Health Board, New York; Dr.

S. C. Beach, Health Officer, Illinois

Central Railroad, Chicago; Dr. R. W.
Knox, Chief Surgeon, Southern Pacific,

Houston ;
Dr. J. Shirley Sweeney, of

Johns Hopkins University; Dr. F. J.

Underwood, Director of Child Welfare;
Dr. Henry Boswell, Director Bureau of

Tuberculosis; Dr. C. C. Applewhite,
Director of Rural Sanitation, and Dr.

W. W. Hall, President of the Mississippi

State Board of Health- Dr. T. T. Tarl-

ton, Dr. L. C. Chamberlain and Dr. B.

A. Ledbetter, members Louisiana State

Board of Health, and Dr. John Callan,

Superintendent of Public Health, New
Orleans, were present.

Dr. L. D. Fricks and Dr. C. P. Coogle

gave a demonstration in diagnosis of

splenic malaria. They had as subjects

seven little boys.

Dr. W. H. Seeman, Bacteriologist for

the Louisiana State Board of Health

and New Orleans City Board of Health,

gave a demonstration of the Schick test.

Great interest was shown, especially

in the subjects of vital statistics, mor-

bidity reports, railway sanitation and
child hygiene.

Dr. Oscar Dowling and Dr. W. S.

Leathers presided at the opening meet-

ing. The other meetings were presided

over alternately by health officers from
Mississippi and Louisiana.
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THE SCOPE AND INDICATIONS OF
MYOMECTOMY IN FIBROIDS

OF THE UTERUS.*
By C. Jeff Miller, M.D., F.A.C.S.

New Orleans.

The technique of hysterectomy as a
method of treatment of fibroids of the

uterus has probably been perfected to

an extent hardly equalled by any other

abdominal operation. The mortality has
been reduced to such a low percentage
and the ultimate results are so satis-

factory that it is difficult to persuade
the average surgeon that any other
method of treat ment could possibly yield

equally good results. If we consider that

a fibroid is a benign growth, that many
do not cause symptoms which affect the

patient’s health, and that but a small

number serve as a possible origin for

maligncy, we must admit that hyster-

ectomy is a very radical procedure in

many cases. Moreover, during recent
years it has been shown that certain

types of fibroids can be admirably
treated with radium, and radium and
hysterectomy are unquestionably the
two most popular procedures of the
present day.

We have not fully appreciated the

scope of myomectomy, partly because no
definite technique can be advised for all

cases, and partly because of the preva-
lent belief that it is not as safe an op-

eration as hysterectomy, and that fur-

ther growths will form in too large a

percentage of cases to justify its em-
ployment. For these reasons it is not
performed nearly as often as it is indi-

cated; indeed a review of hospital rec-

ords will show that its performance is

•Read Before the Louisiana State Medical Society,
April 24-26, 1923.

comparatively rare, in spite of the fact

that it has been long since shown that it

yields excellent ultimate results, with a
mortality no greater than in hyster-
ectomy.

There is no doubt that in the majority
of cases of fibroids requiring surgical

treatment hysterectomy is the more
suitable and the more satisfactory oper-
ation, for the scope of myomectomy is

limited by many factors. Its outstand-
ing claim is that it preserves the men-
strual function, and that a fair per-

centage of pregnancies follows its per-

formance. Before it can be made a
more popular operation, however, it

must be shown that the number of

pregnancies is sufficient to warrant the
preservation of the uterus, that the

growths do not recur as often as is be-

lieved, and that menstrual disturbances
are corrected.

It is already proved that the mortality
following myomectomy is no higher
than in the case of the well established
hysterectomy, and it is difficult to de-

termine the basis of the prevalent im-
pression that it is a more dangerous
operation. Since few surgeons have had
a very wide experience in its perform-
ance, the impression is probably based
upon isolated instances, or the occasional
case that ended disastrously. The oper-
ative mortality reported by W. J. Mayo
is no greater than in the case of hyster-
ectomy, and his figures are confirmed
by Arthur Giles, who reported a mor-
tality of less than 1 per cent in a series

of 107 cases, and 1.8 per cent in a series

of 167 cases. Victor Bonney has re-

ported a 2 per cent mortality in 100
cases. In 50 consecutive cases in my
own private practice, I find that there
was one fatality, or a 2 per cent mor-

355
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tality. This death occurred in a young
girl, 28 years old, who was by no means
a satisfactory risk, as she had been
bleeding over a long period of time,

and was extremely anemic. Multiple
growths were removed, including a very
large one of the sub-mucous type, but
there was no evidence of shock at the

conclusion of the operation, and for the

first three days there were no untoward
symptoms. She then developed an acute
dilatation of the stomach, which could

not be controlled by any measures, and
death ensued on the seventh day. There
was no evidence of infection or hem-
orrhage at any time. The other cases

all made uneventful recoveries, with but
two exceptions. One developed a hem-
orrhage on the eleventh day, which was
the time of her regular menstrual
period. Drainage was instituted through
the lower end of the abdominal incision,

and the only ill effect was the prolonga-
tion of her convalescence. She left the

hospital with the wound well healed, and
reports excellent health ever since. The
other case ran a septic temperature, be-

ginning about the seventh day. The con-
dition was diagnosed as a bilateral

parametritis, and on the nineteenth day
a quantity of pus was evacuated through
the original incision, after which she
made a good recovery. This patient also

was extremely anemic, and in other
ways was not an ideal surgical risk.

One of the co mmon objections urged
against myomectomy is the danger of

recurrence of fibroids, and the ease
with which small growths may be over-
looked at the time of operation, which
eventually develop and demand further
intervention. It has been difficult to

establish definitely what percentage of
cases upon whom myomectomy has been
performed develop subsequent fibroids.

Arthur Giles, who has recently investi-

gated his own series of cases, found the
uterus of normal size with no return of
the growths in 90 per cent of 88 cases.

Just how many of the 10 per cent' in
whom the recurrence was reported
showed new growths, or minute growths
overlooked at the time of operation can,
of course, hardly be estimated. Seme
of the growths were very small, the size

of a mulberry or a pea, and were giving
rise to no symptoms. They were merely
reported as having been found at the

time of the subsequent examination. In

my own series of 50 cases I have been
able to follow up 35, and only one of

these (2.8 per cent) showed a recur-
rence. This was found by the attend-
ing physician three years afterwards, in

the course of a pelvic examination to

determine the duration of a pregnancy.
It was very small, located on the an-
terior wall, and was giving rise to no
symptoms. In this case myomectomy
was not performed by laparotomy, and
the small growth was probably over-

looked owing to the difficulties of ex-

amination through the vaginal vault.

The percentage of recurrence reported
by Giles is considerably higher than that

reported by other surgeons, but even a

recurrence of 10 per cent does not neces-

sarily offer an insurmountable objec-

tion to myomectomy, since only a few of

the recurrent growths cause symptoms
and in those cases a short application of

radium usually controls the trouble.

Another question of interest is the

effect of myomectomy on the menstrual
loss, and on this point we can give our
patients fairly definite assurance. Of
the cases which I have been able to fol-

low up, 95 per cent menstruate regu-

larly and normally, and 97 per cent re-

port their general health markedly im-

proved. Two patients report continued

ill health. In one of these cases the

menstrual disturbances were entirely

controlled, but two years later she was
obliged to submit to an operation for

acute intestinal obstruction, which does

not seem to have been in any way con-

nected with the previous operation. In

the other case a decided neurotic ele-

ment is present. Five per cent of the

patients report menstruation still pro-

fuse, though in practically all the cases

the flow is distinctly less. Dysmenor-
rhea is very commonly associated with

fibroids, and a large number report this

symptom either improved or more read-

ily controlled by simple measures. Two
patients have not menstruated since the

operation
;
one of these was 48 years old,

and the myomectomy was done in the

course of very extensive work in the

upper abdomen
;
the other patient was

36. The conclusion to be drawn, then,

is that about 5 per cent of our cases will

continue to menstruate profusely fol-

lowing myomectomy. But since we have
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an ideal therapeutic agent in radium,
which can be used in graduated doses
without producing a premature meno-
pause, this objection is also not insuper-

able. I might add that in one of my
own cases excessive bleeding following
myomectomy has already been controlled

in this way.
The next important point to be con-

sidered is what percentage of women
bear children after this operation. So
many considerations enter in, however,
that no definite conclusions could be
drawn without an exhaustive study of a
large series of cases, and I am not aware
that any single collection has been pub-
lished large enough to decide this point.

In Giles’ series, 28 per cent of the
women who had a chance to conceive

became pregnant. In my own series,

among the 35 whom I was able to follow

up, six were unmarried, and there were
ten pregnancies among the remaining
29 patients (about 28.6 per cent). Of
these, six patients, or 60 per cent, had
not been pregnant previously. Three
were pregnant at the time of operation,

of whom one miscarried five days aft-

erwards. She later conceived and was
delivered normally at term. Five others

were also delivered normally at term.
One had a premature rupture of the

membranes at a little over seven months.
Two were delivered by Caesarean sec-

tion. In one case the patient was de-

livered in another service, and the indi-

cations are not known. The second
patient conceived twice, and was deliv-

ered each time by abdominal section for

borderline contraction, the test of labor

being given during the first pregnancy.
She died four days after the second sec-

tion of acute dilatation of the stomach.
The last patient is now nearly three

months pregnant. Of the 19 who had
the chance of pregnancy and did not
conceive, it is interesting to note that

14, or over 75 per cent, had been married
prior to the operation sufficiently long

to have borne children, and yet had
never been pregnant. These figures

prove that so many other factors may
enter the question of pregnancy that it

is not well to emphasize this possibility

unduly. The average woman, however,
does desire to preserve the menstrual
function and to become pregnant if she

can, and myomectomy makes both of

these things possible. And pregnancy
does follow in a sufficient number of

cases to recommend the operation un-
qualifiedly whenever it is indicated.

Some women will insist upon the
assurance that hysterectomy gives that
there will be no return of the trouble,

and request that that type of operation
be done which will make the outcome
final. I think, however, that if the ad-
vantages of myomectomy are placed be-

fore the average woman in the proper
light, and if the possibility of the use
of radium if trouble does recur is ex-

plained to her, she will usually prefer
myomectomy when it can be performed.
Its advantages have so far outweighed
its disadvantages in my own work that

I am prompted: to widen its indications

whenever possible.

In deciding whether hysterectomy,
myomectomy or radium is indicated in

uterine fibroids, we must take into con-
sideration not only the number, size and
location of the fibroids, but also the age
and social and financial condition of the
patient. When a woman is dependent
on her own efforts, and perhaps is sup-
porting a family also, when it is impera-
tive that she return to work at the
earliest possible moment and in the best
possible condition, no chance must be
taken of a second operation or even of

further treatment. The age of the
patient is also an important considera-
tion. Myomectomy has few indications

after 38. In a few of my cases the
patients were older, but there were
always special reasons for the pro-

cedure; in 86 per cent of the cases the

patients were under 38. In single

women in the late thirties the indica-

tions for myomectomy would not be so

urgent as in the married nullipara who
especially desired children. The indica-

tions also are somewhat qualified by the

history of previous pregnancies. When
a woman has several living children

there is less reason to preserve the

uterus than in the case of the woman
with no children who particularly de-

sires motherhood. There is also another
reason for preservation of the uterus
which may well be emphasized here,

namely, for the correction of prolapse.

This series will show several instances,

all among older women, where fibroids

were associated with retrodisplacement
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and cystocele. Myomectomy was done
with the interposition operation, and in

no single instance was the result unsat-

isfactory, whereas when hysterectomy
is done in these cases, we not infre-

quently find the results of plastic work
poor, and a subsequent prolapse of the

vaginal walls.

It is handly necessary to add here

that myomectomy is useless if the ap-

pendages are diseased. Fibroids are
frequently associated with chronic sal-

pingitis and with ovarian disorders, and
in these cases neither radium nor my-
omectomy -has the slightest indication,

and hysterectomy is the only possible

procedure.
The ideal case for myomectomy is the

single, well defined, encapsulated tumor.
As a rule, the case presenting numerous
small growths does not give satisfactory

results. It is easy to overlook them, and
if they are of different types and widely
distributed, a damaged and useless

organ may be left, and the whole point

of the operation be defeated. I have,

however, removed as many as 18

growths from one uterus, the woman
afterwards conceiving and delivering

normally, and in 28 of the 50 cases upon
which this study is based, multiple
growths were removed, some of them
from five to eight inches in diameter.
I might point out in this connection that

in a large service in a public hospital

we find fewer indications for myomec-
tomy, owing to the fact that the colored

patients particularly seldom seek medi-
cal relief until they are driven to it by
pain or incapacity for work. When they
do present themselves, the growths are
so numerous or of such enormous size

that nothing but hysterectomy can be
considered. Moreover, there is fre-

quently associated tubal disease, and
even in the cases where this is not pres-

ent and myomectomy might be possible,

the difficulty of persuading them to re-

turn for further observation and treat-

ment if necessary makes hysterectomy
most frequently the operation of choice.

The sub-peritoneal fibroid is most
easily handled, although when it is

found presenting a broad base thq
uterine wound is sometimes very diffi-

cult to close. There is rarely any diffi-

culty in removing the interstitial types,

and many of these growths may be re-

moved through a single incision by
tunnelling into the uterine musculature.
This point, however, is often over-
emphasized because of the fear of multi-
ple incisions through the peritoneal cov-
ering of the uterus. It is better, in

many instances, to make more than one
incision than to run the risk of damag-
ing the uterine muscle by blunt dissec-

tion in an endeavor to reach many
growths through one incision. Sub-
mucous growths often present difficul-

ties, and usually demand opening the
uterine cavity. These are the cases
which sometimes present subsequent in-

fections of the operative field, and must
be managed with the strictest aseptic

precautions. In 20 per cent cf my cases,

however, in which the cavity was op-
ened, only one had a complicated re-

covery.
Fibroids are most frequently located

in the anterior wall of the uterus and
are most easily dealt with in that posi-

tion. Over half of the growths in my
own series were so located. Tumors
situated between the folds of the broad
ligaments present occasionally some
rather exasperating problems owing to

the relations cf the blood supply and the

ureters, but with care these problems
are readily solved. Tumors involving
the lower uterine segment and the cervi-

cal region will more often demand
hysterectomy because the elongation of

the cervix they produce is difficult to

deal with after their removal.
Hemorrhage during the operation is

sometimes rather annoying but with in-

creasing experience this is easily con-

trolled. In addition to careful suturing
of the wounds, it is a good plan to

throw a ligature about the branches
coursing along the side of the uterus;

this may be dene as a preliminary step,

on one side or on both as indicated, and
the operation as a result will be practi-

cally bloodless. One of the chief diffi-

culties of myomectomy is the control of

cozing, and endeavors to overcome it

have prompted the use of too much liga-

ture material and tco tight suturing. It

was pointed out many years ago by Ur.

Ochsner of Chicago that some of our

mishaps arise from too tight suturing

of wounds, and Dr. Mayo also attributes

many complications to over-zealousness

in this regard. The sutures should be
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placed sufficiently taut merely to con-

trol the oozing, and a suture should be

placed about half an inch beyond each

end of the incision. The results are sur-

prisingly effective.

Myomectomy is often applicable to

growths complicating pregnancy, though

as a matter of fact the majority of

wcmen with fibroids will often pass

through an uneventful pregnancy and

deliver normally at term. Too often do

we see the uterus removed in the early

months of pregnancy with a child occu-

pying the cavity, a procedure practi-

cally never indicated with a non-viable

child. The average case can proceed to

term and be delivered according to the

indications at that time. Certainly

where growths have risen out of the

pelvis and do not interfere with the

birth canal the test of labor should be

allowed. Where growths occupy the

pelvis, the patient may be subjected to

myomectomy during the pregnancy

without disturbing the fetus. I have

done this in three instances, in only one

of which the patient miscarried. In the

second of these cases the growth practi-

cally filled the pelvic cavity and mis-

carriage seemed inevitable, but after

myomectomy the patient went to term

and delivered normally In the third in-

stance the patient was four months

pregnant and had an incarcerated fi-

broid. This was drawn out of the pelvis

and removed, and she also delivered

normally at term.

These cases have been reviewed with
the idea of showing that we may extend
the indications and scope of myomec-
tomy, and to emphasize that there is no
standardized technique for its per-

formance. Each case must be decided

on its own merits, but with ingenuity, a

careful search for minute growths,
thorough hemostasis, and strict aseptic

precautions the operation is in every
way as safe and as satisfactory as

hysterectomy, and, while its scope is

limited, it is decidedly superior to the

more radical procedures.

DEAFNESS AND ITS PREVEN-
TION.*

By W. T. Patton, M.D.\
New Okleans.

A specialist reading a paper before a
general body such as this, should at-

tempt to find a subject of interest and
understanding for the general practi-

tioner.

I have chosen deafness and its pre-
vention. Let me emphasize 'prevention,

and not treatment, for I will touch upon
the treatment only in so far as it relates

to prevention. Certainly this subject is

of great interest to all medical men, but
especially to the general practitioner

and the pediatrician, for as these are

thrown in closer contact with patients
and at an earlier age than the aurist, it

is to them, first, that the patient with
slight, or beginning ear trouble comes
or is brought.

It may be stated in the beginning that
most ear conditions seen early can be
cured and permanent damage avoided,
that most chronic deafness can seldom
be improved and rarely be cured.

Of all the misfortunes that can be-

fall one probably that of being deaf or
blind is the worst, which of the two is

the most distressing would be hard to

decide.

Deafness may be divided into three
classes : Congenital, hereditary and ac-

quired. The so-called deaf mutes be-

long to the first and second class, and
need our attention mainly from the edu-
cational point of view, these unfortun-
ates should be placed in institutions for
the deaf and dumb at an early date
where they can often be educated and
made useful citizens.

Acquired deafness may be divided in-

to two great classes, conduction deaf-

ness and perception deafness, and possi-

bly a third, otosclerosis. Conduction
deafness is much the most common, al-

though many believe the Perception ap-
paratus is always involved. What do
we mean by conduction deafness. The
ear is divided into external ear, drum
membrane, middle ear, and oscicles, in-

ternal ear with the cochlear, part of

eighth nerve, the eighth nerve and brain
center. The outer ear, external canal,

*Read Before the Louisiana State Medical Society,
April 24-26, 1923.

fDied September 4, 1923.
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drum membrane, osicles, and middle
ear simply receive the sound and trans-

mit it to the internal ear and auditory
nerve, therefore the structures are
known as the conduction apparatus, and
deafness due to trouble in these parts
known as conduction deafness. Deaf-
ness due to injury or disease of the
cochlear nerve, internal ear, eighth
nerve or brain is called perception deaf-

ness.

Congenital deafness takes place before

the child is born and may be due to a
true congenital defect because of an ab-

normal development, or to syphilis of

one or both parents. Hereditary deaf-

ness can be claimed only in those cases

in which there is a deafness among the
ancestors in the direct line. Acquired
deafness comes on after birth within
the first few months or later on in life,

the result of some febrile disturbances,
one of the exanthemates, or because of

certain localized conditions, which in-

terfere with the delicate mechanism of

the middle ear. The majority of cases
are the result of neglect of the ears dur-
ing or after measles, scarlet fever and
meningitis, the meningitis may be eith-

er of the epidemic type or one of the
low grade meningitides so often caused
by syphilis, deafness caused by menin-
gitis is usually of the perception appa-
ratus. It is a sad commentary on our
knowledge of the subject that over 30
per cent of the inmates of our institu-

tions for the deaf, are children who
have an acquired deafness which might
have been prevented if taken in time.

The removal of the tonsil and adenoid
is a question of vital importance, parti-

cularly in relation to the subject with
which we are dealing, there may be in-

numerable controversies as to whether
the adenoids and tonsils should be re-

moved, or when, for the purpose of im-
proving health

;
there should be no ques-

tion about their removal when any
signs of ear trouble occur. The large

adenoids give sufficient trouble to call

for their removal. As to the small ade-

noids which often block and infect the
mouth of the eustachian tube, that is

open to question in minds of those who
have not seen the aftermath, in the

form of progressive deafness. No mat-
ter how small the adenoids are, no mat-
ter at what age they are first noted, be

it the first months of life or during the

second and third year, they should be
removed, as soon as there is any evi-

dence that they are causing trouble,

particularly with the ears.

As a general rule, the majority of

men are in favor of leaving the tonsils

in situ until the second year of the
child’s life, unless they are found to

be directly responsible for systemic dis-

ease, or have been the seat of repeated
local infection, however we must not
lose sight of the fact that tonsils may
cause impairment of hearing because of

their close proximitely to the eustachian

tube.

The discharging ear has been, or is,

an infected ear. Certain deposits have
taken place in the tympanic cavity,

such as the deposits of fibrin and per-

haps inspissated pus, this may make an
alteration in the hearing mechanism
which may be permanent, the eustach-

ian tube may still be inflamed so that

no air reaches the middle ear, or else a

small perforation dry and crusted over
may remain unnoticed, these are condi-

tions which can readily be remedied if

seen early, but which are sure to leave

their mark later on, if neglected. All

children’s ears should be tested after

any suppurative conditions, and one
should not be satisfied until the hearing
has been brought back as nearly to nor-

mal as possible.

It is only necessary to call attention

to the various amount of harm that is

done to ears during the exanthematous
diseases, particularly measles, scarlet

fever and meningitis. The ears are usu-

ally taken care of during the acute

stages of the disease, and remedial
measures are at once used, yet the after

effects, or chronic conditions such

as adhesive processes, or slight dis-

charge are neglected for years, which
means permanent impairment of hear-

ing.

Medical men are realizing more and
more that they must acquaint them-
selves with the various factors that lead

to deafness in childhood, and with those

factors which arrive in childhood and
bring about deafness in later life, the

problem divides itself into three parts

—

1. Education of the parents, teachers

and physicians to those factors which
give rise to deafness. 2. The proper in-



Patton—Deafness. 361

terpretation of causative factor in early

childhood which can be corrected at

that time. 3. Preventive measures
which will arise during the routine ex-

amination of children’s ears. In a paper
of this kind we have not the time to

take up each of these subjects as we
should, under the first heading, “Edu-
cation of the parents, teacher and physi-

cians, etc.” I will only mention a few
points. Children whose parents or rela-

tives have had progressive deafness,

children born of parents closely related,

or of any syphilitic parents should all

be more closely observed by parents
and doctors. Under the second head-
ing ‘‘The proper interpretation of causa-

tive factor in early childhood which can
be corrected at that time,” the general

public, also the general practitioner

should know that a discharging ear is

not only a source of danger to life, but
will probably injure hearing, don’t send
these cases away with the suggestion to

wash out ear with salt solution or sim-
ply tell them “as long as the ears are
discharging the poison is coming out,

not to try and stop the discharge”, this

is frequent advice I regret to say. Even
after ear has ceased to discharge, child-

ren tested will be found to be slightly

deaf, it is neglect in these early suppur-
ating ears or in the adhesive or so-called

catarrhal conditions that lead to deaf-

ness in later life. These conditions can
be treated in a number of different

ways, and it is only by careful study of

the case that we often can cure these
acute and early conditions and prevent
serious deafness late in life.

The third, “Preventive measures
which will arise during the routine ex-

amination of children’s ears.” Usually
all school boards have an oculist com
nected with them, the eyes are closely

watched, yet few school boards have an
otologist connected with them and usu-
ally it is the duty of the teacher to de-

tect ear trouble, this is rather unsatis-

factory for the early conditions are
overlooked or if recognized the child is

told to have ears examined and that is

the end of it. Certainly ears should
have the same supervision as the eyes.

Ears of all children should be examined
by otolgist routinely, nurses can be in-

structed to make the simpler examina-
tion, and refer those children who need

more detailed studies to the specialists.

Clinics should be established in the

schools themselves so that under a com-
petent aurist the treatment can be ex-

pidited and little time lost from school

duty.

It will be noted that so far the writer
has devoted his attention to only chil-

dren and purposely, for many times
deafness can be prevented but seldom
cured, and often only slightly improved,
therefore prevention should start with
earliest manifestation of ear trouble

which in a great percentage of cases can
be traced back to early childhood.

Now let us dwell for a few minutes
on the so-called chronic progressive
deafness; this is a very common condi-

tion and usually associated with tenni-

tus, this form of deafness is placed in

three categories— chronic catarrhal,

otitis media, otosclerosis and nerve
deafness. The three periods at which
progressive deafness most commonly
has its onset are at the crisis of life:

puberty, adolescense and the meno-
pause, and to these may be added a

fourth, the oncoming of actual old age.

Here we could write several papers on
causes, I will mention only a few con-

ditions to look for; focal infection, heart

and kidney trouble, diseases of the in-

ternal gland, menstrual disorders, ner-

vous condition, worry or shock, distur-

bances after severe illness, blood pres-

sure changes, in fact a complete and
most painstaking examination of the

entire body is called for, even when we
can find no cause.

Otosclerosis. There are about ten

different theories as to the cause of

otosclerosis. Brude gives authorities

for syphilis, artereo-sclerosis, chills, in-

ternal secrection changes, latent tetany,

rheumatism and gout, uremic intoxica-

tion, scrofula, anemia, rickets, osteo-

melacia, auto-intoxication, tuberculosis,

tropho-neurosis, and wasting diseases.

The hereditary nature is most marked,
as with bony abnormalities and some
bone diseases. Moons and Politzer gave
reasons for considering it a primary
disease of the bony labyrinth, the mucous
membrane was found perfectly normal.

Mayer now considers it an undescribed
variety of otitis-fibrosa and osteofibro-

matosis. Ferreri says, there seems a

“great affinity” between ostemalacia,
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rickets and otosclerosis, therefore the
treatment by phosphorous, cod-liver oil

and gland therapy. Sieberman regards
it, as an over development in the laby-

rinth of cartilage remnants, which nor-
mally are there at least until adult life,

especially in the region in front of and
above the oval window.

In discussing perception deafness
there have been two theories as to

etiology that have divided otologists into

two camps: First, those who have be-

lieved in the theory of negative pres-

sure and, second, those who have be-

lieved in infection as the primary cause.

Andrews claims that all deafness is the
result of a deep infection in the lymphoid
tissues, that the infection then exists as

a chronic focus, subject to acute ex-

acerbation, that the resulting deafness
does not occur from extension by con-
tinuity of the infected tissue through
the tubes and middle ear, so much as it

is the result of the toxin acting on the
perception apparatus, that is we have
perception deafness from the beginning,
without regard to tissue action in the
middle ear. Lymphoid tissue predomi-
nates until adolescence then is replaced
by fibrous and mucoid element, which
are much more suspectible to infection.

The next class of cases follow infectious

diseases, which in many instances, re-

sult in chronic foci, subject to acute ex-

acerbation throughout life. Foci of in-

fection may lay dormant for years in

teeth, tonsils or other membranes of
Waldeyer’s ring, sinuses, lymph glands,

etc. ,and only after some sickness, as
influenza, measles, diphtheria, etc., the
patient develops a progressive deafness.
Why this infection takes place in a par-
ticular joint in the endocordium or mid-
dle ear, we do not know, but once hav-
ing occurred, the tissue reactions go on
in the same organ indefinitely. In all

cases where there is a functional distur-

bance of the perception apparatus and
in the organ of hearing, as in other
organs, the restoration of function is

dependent on whether its special nerve
mechanism is irreparably damaged or
only functionally disturbed. The mouth,
nose and lymphoid tissue continually
harbor a number of bacteria. These
patients have low resistance and over-

work is as patent in activating the focal

process as is exposure, this being the

case it is believed that the deafness is a
manifestation of the systemic infection

resulting from a special strain of bac-

teria, the toxin acting on the perception
apparatus from the beginning and con-

tinuing to act until the terminal stage of

marked perception deafness on nerve
degeneration, the accompanying gross

tissue changes in the conduction ap-

paratus playing but a minor roll in the

deafness.

Of all the cranial nerves none is so

vulnerable to syphilitic infection as the

eighth, or auditory, for this reason it fre-

quently happens that the eighth nerve is

first to feel its influence, and the otolo-

gist is thereby afforded an opportunity

to recognize the general character of the

disease from the start. In the majority

of cases the cochlear branch is affected

to a far greater degree than the vesti-

bular, both may be affected simul-

taneously. In the marked shortening of

bone conduction we have one of the most
reliable and most striking evidences of

luetic infection, as it is perhaps the most
striking sign, occuring in 95 per cent of

cases. A deafness without apparent
middle ear trouble, showing a positive

Rinne, should at once arrest the atten-

tion of the aurist. These cases if treated

early by salvarsan, potassium iodide and
mercury is good for improvement of

hearing, but should be guarded
;
prog-

nosis of the hereditary type is bad.

Conclusions

:

1. Deafness if seen early can often

be cured.

2. Neglect and under treatment of

diseases of the ear, nose and throat in

childhood is responsible for a great deal

of deafness in later life.

3. Syphilis and focal infection are the

most common causes of perception deaf-

ness.

4. In all deafness of long duration

the changes for improvement are slight,

for cure, practically hopeless.

5. It is absolutely necessary to edu-

cate the doctors, teachers and parents of

the great necessity of insisting upon

having all cases of deafness treated

early and vigorously, thereby hoping to

prevent a great deal of deafness in later

life.
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DISCUSSION
Dr. Homer Duptiy (New Orleans) : I shall

touch upon a phase of the subject which I

hope will interest the general man.
I make a plea for the more frequent per-

formance of tympanotomy—incision of the
ear drum. If a child has an acute middle ear
suppuration there are only three possible out-
comes: First, there may be spontaneous

! rupture of the ear drum with relief of symp-
toms—pain, temperature, etc., and possible
restoration of hearing'. Second, abscess with-
out perforation, but with subsidence of the
temperature and pain and the ultimate recov-
ery of hearing. And a third group in which
there has been no perforation of the ear
drum and yet when the acute sumptoms have
passed away exudate remains in the middle
ear. It is this third group that we so often
see with marked and permanent deafness.
The persistence of pain and temperature

due to otitis media calls for incision. Not to
do this is to invite spontaneous perforation
which is not desirable. Even without this
undersizable perforation by Nature the pain
and temperature may disappear but the post-
inflammatory remains in the middle ear may
so disorganize its contained structures that
incurable deafness may ensue. Years after,
these patients seek relief but the permanent
damage was done during the previous attack
of ear trouble when no incision of the drum
was performed. To wait for Nature to per-
forate is to ask for something which does not
equal in efficiency the surgeon’s incision. A
timely and properly performed tympanotomy
is conservative and does help preserve the
hearing.

Dr. .A. E. Weil (New Orleans): I think
there is no question that the ear, nose and
throat men are the men who see the disast-
rous results following neglected cases of ear
conditions which result in deafness. I think
we are all pretty much agreed with what
Doctor Patton has said in his paper. We also
agree with what Doctor Dupuy has said about
opening the ear drum. But I would g’o a
step further than Dr. Duptiy in his state-
ment, and in fact I would be inclined to dis-
agree with him on the subject. He says that
Nature ruptures the drum and the pus is al-
lowed to escape and we have sufficient drain-
age. I doubt that. I have seen a great many
of these acute otitis cases, especially in child-
ren, in which the case has been watched, the
temperature and pain allowed to go on for two
or three days

; finally the ear drum is rup-
tured and you get drainage after a fashion,
but if you look at the drum you will see a
little bit of a pin-hole opening through which
the pus in being forced. I claim that that is
net sufficient drainage and that these ears
frequently do not get well,, and certainly not
as quickly as cases where there has been an
incision in the drum. Therefore I maintain
that where a child has pain and temperature
we are not justified in waiting 3 or 4 days
but within the first twenty-four hours, if the
pain and temperature remain, free incision
should be made, and adequate drainage es-
tablished. Drainage of the middle ear is the
sine qua non in the treatment of acute otitis.

Doctor Patton has spoken of the removal
of tonsils and adenoids, and of course we all

agree on that. But he made one statement
with which I am not entirely in accord, and
that is that adenoids in a child should be re-

moved, no matter what the age of the child.

I do not believe that adenoids and tonsils

should be removed under five or six years of
age, unless we can see that they are causing
definite and distinct damage to the ear.

One further point has not been touched
upon by Doctor Patton, probably on account
of lack of time, and that is deafness resulting
from acute otitis, cases that go on discharg-
ing for a certain length of time. In ordinary
otitis if a tympanotomy is properly performed
in a few days the drum membrane returns to
normal and the hearing is restored. But there
are a certain number of cases in which this
does not happen and in which the suppuration
suppurated for six weeks without distinct sign
ing much sign of abatement. It is in those
cases that I think the otologist has a distinct
function. I maintain where an ear has been1

supurated for six weeks without distinct signs
of subsidence, it is time for us to interfere
and open the mastoid and get free drainage
of the ear from in front and behind. A mas-
toid operation is not a serious operation in
acute mastoid. And where you get an acute
otitis which persists for six weeks, the mucous
membrane of the mastoid is certainly involved
as well as the middle ear, and in those cases
I claim we are following conservative pro-
cedure in opening the mastoid and draining
these ears from behind as well as in front. If
they are allowed to persist indefinitely we
will get chronic otitis with large perforation
of the drum, and the chances are it will not
heal. If it does heal it leaves a scar and the
hearing is permanently affected. Consequent-
ly I claim that conservatism requires opening
the mastoid if middle ear trouble persists,
without distinct signs of subsidence, for about
six weeks.

Dr. F. C. Ewing (Alexandria) : A few years
ago, across the ocean, I asked a young man in
one of the hospitals why he had' taken up eye
work, and he said “Because you cannot cure
anything in the ear.” That was true some
years ago, and it is too mucn so today. We
know that tuberculosis is a reproach to the
general practitioner, and I think otosclerosis
is a reproach to our profession. The paper
has given you the pathology but the otology,
is something we know little about. The first

cause we do not know. I have ceased to treat
it, because I think the treatment is ineffectual
and in a small place like Alexandria, people
reproach you for not doing them good, the
contact being more intimate. Furthermore,,
honesty is the best policy.” Of course the
important thing is prevention. The Doctor
says 20 per cent of deafness could be prevent-
ed. If 20 per cent could be prevented, them
90 per cent, of preventable cases must be due
to adenoids and tonsils—those due to infec-
tion, we can not foresee and they can only
be prevented through hygiene. How can we
foresee syphilis, for instance? The main
thing is to do something when the imminent
happens. I advocate a free myringotomy;,
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free syringing, and the postural treatment of
acute suppurative otitis media where the
membrane has -not ruptureu.

In influenza infection you may not see
any flow for twenty-four hours, after my-
ringotomy, and then it will run out like water.
I endorse what the Doctor says about the mas-
toid operation. I question whether you could
prevent toxemia in scarlet fever and suppera-
tion of the middle ear by spraying. The Doc-
tor speaks about catarrh causing deafness.
Catarrh will regulate itself when the patient’s
health improves. I see many tubercular pa-
tients, if it is the simple, unobstructive form,
in the Veteran’s Hospital at Alexandria. We
know better than to spray them. We say,
“You will be better when your health is bet-
ter.” these boys want me to treat them for
nose and throat catarrah, but what is the use?
We know unless we build up the system treat-
ment is useless in tuberculosis. A great
deal of prevention resolves itself into build-
ing up a strong body by regularity of living,
by bathing and fresh air and rational hygene.

Dr. T. R. Ragan (Shreveport) : I take to
myself as well as the profession generally a
great deal of reproach in allowing this condi-
tion to progress towards deafness. I think
the paper is directed toward the general man
to make him more cautious. We all see run-
ning ears that are constant and many of
them have a history of having existed for
many years. If the parents see a bad eye
they call attention to it, but they do not know
the importance of calling attention to ears
in the same way. I think we should all take
this to ourselves and see that we do our part
in calling attention to the specialist, so they
may get proper treatment early. In the city
where they have school inspectors a great
deal of attention is paid to them, but in many
cases the damage is already done. It is up
to the profession generally to recognize this
and call attention early enough so they may
get the right treatment and prevent the deaf-
ness which is incurable after it occurs.

Dr. Rufus Jackson (Baton Roug'e) : I want
to mention one class of case mentioned by
Doctor Dupuy, and that is the case that does
not come to immediate and active suppura-
tion. With the multiplication of the charac-
ter of infections we are having today, and
the borderland cases of the different groups,
we are having many cases that do not come
to frank supperative process, anc: yet in these
cases the child may have impairment of hear-
ing for a considerable length of time. To my
mind that is one of the most important condi-
tions that the general practitioner should be
watching for today. If the ear drum perfor-
ates and the child is relieved by nature; if
there is no pain behind the ear or other ’ob-
jective symptoms, the child is not in immi-
nent danger; but this other condition is in-
sidious. You find the child has a slight deaf-
ness which does not clear up completely in
a few days. That is the case that leads to
constriction of the eustachian tube and an
adherent process of the middle ear.

There are some controversial aspects of
this question that are very tempting to us
specialists but that are not of

interest to the general practitioner; and as
Doctor Patton has said, it is important that
this should be considered by the general prac-
titioner. But I must say this—and I am a
good enoug'h friend of Doctor Weil to say it—that I have never seen any man perform
a mastoidotomy on six weeks supperation. I

have been taught by the best men I know
and they followed the idea that mastoid oper-
ation is reserved for necrosis of the bone,
that you must have a necrotic process of the
mastoid cells, or a granulation process of the

antrum, before you are justified in doing a

mastoid operation.

But if a man has cleared up the nose to

keep it from continuing this infection through
the Eustachian tube, and there are no positive

findings to indicate necrosis or granulation
process there is some constitutional condition
that needs to be cared for.

Dr. William Sheppegrell (New Orleans) : I

was not present when Doctor Patton read his

paper, but have heard nothing in the discus-

sion regarding the effects of hayfever on
deafness. Cases that have suffered from
hayfever for a number of years, almost in-

varibly have a certain degree of deafness as

a complication, the hearing usually being low-
ered 25 per cent., and frequently 50 per cent

or more. Unfortunately, hayfever is rarely
recognized the first year of its development
as forming a distinct clinical picture. An ex-

amination of the nostrils, however, shows a

difference between hayfever and coryza that

is easily recognized by the expert, and ab-

solutely confirmed by the diagnostic tests.

The first year the patient is rarely treated
for hayfever, as he usually assumes that he

has a cold. The second year he becomes sus-

picious on account of its character and peri-

odicity, and the third he begins to realize he

has hayfever. The subject of hayfever
fortunately, is now better understood
and I wish to emphasize the import-
tance of its early recognition and treatment
with a view of preventing deafness, as early

cases respond especially well to the immuniz-
ing treatment. After the seeon 1 season the

aars become more affected, and this tendency
increases with each season.

You first have congestion of the Eustachian
tubes and consequent defective ventilation of

the middle ears, then retraction of the drums,
and later a condition develops which is as dif-

ficult to treat as the usual cases of eatarrhl

deafness. I especially wish to call your at-

tention to this phase of hayfever, as such
cases are more apt to come to the attention
of the general practitioner.

Dr. W. T. Patton (closing) : I believe with
Doctor Weil that after six weeks of continu-
ous discharge you should do a simple mas-
toid and get a larger opening.

Doctor Ewing spoke of otosclerosis. Otos-

clerosis and osteomalacia have been studied
together lately and I think the experiments
have been practical. In some cases the use

of codliver oil has been quite helpful.

I thank Doctor Ragan, because he is the

only general practitioner who spoke ,and I

had hoped that the general men would not be

so timid, but would give us some discussion.
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OSTEOMYELITIS.*
By Urban Maes, M.D.

New Orleans.

While there is no disease in the surgi-

cal category which is better known or

better understood than 'osteomyelitis, it

still presents many phases in which the

diagnostic acumen of the surgeon of ex-

perience is taxed, and in spite of labora-

tory data and careful X-raying, an oc-

casional case still slips by with exten-

sive loss of function or even loss of life.

Two axioms which should be uppermost
in the mind of every surgeon are: No
purgation in acute abdominal pain until

the diagnosis is assured, and early op-

eration in osteomyelitis. Many sur-

geons in large centers, and those with
hospital and dispensary services rarely

see acute infectious osteomyelitis in its

initial stage. It is to the general prac-

titioner that the warning must be

sounded, for he is called first, and may
undertake medical treatment at the only

time when actual benefit can come from
anything but a mutilating surgical pro-

cedure, when bone has been destroyed,

and life and limb are in jeopardy.
The older name, acute infectious

osteomyelitis, has given way to acute

hematogenous osteomyelitis, both as

more fitting, and as a more exact de-

scription of the disease, which is always
blood-borne or metastatic

;
septicemia is

not necessarily implied, although this

condition mya suprevene, and is un-
doubtedly present in many if not most
of the fatal cases.

In order to review fully acute hema-
togenous osteomyelitis as an entity, it is

necessary to recall the circulation in

bone as originally described by Lexer;
the etiology is the same whether we ac-

cept his conception or the more recent
observations of Starr, and there is only

a minor point of difference in their

theories as to the treatment of the dis-

ease. Lexer has shown that the main
nutrient vessel enters the shaft of the
long bone near the middle, and divides,

sending branches to both ends, which,
after numerous divisions, end in fine

capillaries in or near the metaphysis.
The epiphysis gets its blood supply from
the cortical branches, which are numer-
ous and distributed to the entire sur-

*Read Before the Louisiana State Medical Society,
April 24-26, 1923.

face, while the cortex of the shaft is

supplied from the periosteal vessels. It

will thus be evident that the long bones
derive their blood supply from three

separate sources, and this will explain

in a measure why the cortex becomes in-

volved only secondarily in osteomyelitis,

while the epiphysis is rarely if ever at-

tacked by the disease. On the other

hand, it is the fine capillaries originat-

ing from the main nutrient vessel in

which the septic infarct becomes lodged,

and we have simply to apply the reac-

tionary phenomena of inflammation to

bone tissue to complete the early pic-

ture of hematogenous osteomyelitis.

With this fundamental view of bone
circulation before us, let us now turn
to the pathology and attempt to com-
plete the picture before considering the
diagnosis and treatment. The septic in-

farct may have its origin in an un-
noticed skin furuncle, a tonsillar crypt,

or the mouth cavity, and is carried in

the general circulation until a satisfac-

tory lodging place is found. The lung
and cerebral capillaries, being relatively

large, do not arrest the infarct, and it

finally reaches the terminal capillaries

in the metaphysis of the long bone,
where the bacterial colony begins to

grow. On account of bone density we
cannot have much, if any swelling,

therefore early necrosis occurs, which
may extend rapidly along the marrow
of the diaphysis or may find its

way through the cancellous struc-

ture to the surface, and make itself

known as a subperiosteal abscess. In
the experience of the most .of us, both
of these phenomena are possible, and
the contentions of both Lexer and Starr
would seem to be correct. With in-

creasing inflammation, more pressure
is exerted, and actual death of bone
occurs with localization of the abscess
and the casting off of a sequestrum. In
many instances this localization does
not occur, and we see rapid involvment
of the entire marrow. In an example
of this sort recently observed, the in-

fection found its way to the sub-perios-

teal layer and spread rapidly in this

space, causing a necrosis of the entire

shaft of the femur by cutting off its

blood supply. In most instances, how-
ever, where death of the patient does
not supervene, localized death of bone
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gives relief to the patient, while the
surgeon is at his wits’ end to terminate
the long suppurative process.

The organism found is usually the
staphylococcus aureus, which would
seem to be expected. Occasionally a
strain of streptococci may be found, but
this organism does not have the wan-
dering or metastasizing properties of
the staphylococcus, usually causing
trouble by local reaction or through the
lymph stream.
The clinical picture of acute hemato-

genous osteomyelitis is fairly character-

istic, although there may be some ob-
scuring or complicating condition to

mask the symptom complex. Just as

there are those of us who still on occa-

sion give a purgative in acute abdomi-
nal pain so we may sometimes be
tempted to treat pain in or near a joint

with salicylates, etc.; but we should
remember always that just as the giving
of a cathartic has complicated many a
simple appendix, so valuable time may
be lost in medical treatment of osteo-

myelitis. The time to recognize and
attack acute hematogenous osteomyelitis

is at the onset, during the stage of in-

flammatory reaction and before the

actual death of bone takes place, for it

is only during this period that con-

servative surgery will avail.

In most instances the diagnosis rests

cn a rather clear-cut story. The aver-

age case occurs in a child between two
and 1 ten years of age, who has bad
tonsils, bad teeth, or possibly an insig-

nificant skin infection. Exposure or

traumatism may play a part, although
the injury fnav be so slight as to be al-

together forgotten. As a rule, persist-

ent, localized pain near a joint is the

first symptom, which is quickly followed

by a chill, with temperature up to 103
or 104, and the usual symptoms of tox-

emia, such as vomiting, dry tongue,

headache, etc. The blood picture will

show a marked leukocytosis, 20 to

30,000, with a corresponding increase

in the polymorphonuclear leukocytes.

It is at this stage that recognition of

the disease and prompt treatment will

save much time and suffering to both

patient and physician. Unless proper
treatment is inaugurated at once, red-

ness and edema become marked in the

soft parts, and there is a corresponding

increase in the toxemia, as well as local

destruction of bone. To quote from
Starr, “The diagnosis must be made on
signs present. Severe pain in the

neighborhood of a joint, with a spot of

tenderness, in a growing child is ex-

tremely significant. If it is accom-
panied by high fever and rapid pulse,

with high blood count, the diagnosis is

moderately certain.”

Let me emphasize here that the X-ray
is useless at this stage of the disease,

and may even be misleading. By the

time gross changes can be demonstrated
radiographically, the opportune time to

inaugurate treatment will have passed.
The diseases from which acute hema-

togenous ostemyelitis must be differen-

tiated are acute articular rheumatism
and acute infectious arthritis. In the

former there is less constitutional reac-

tion and mere localized pain confined

to the joint itself rather than to the

neighborhood of the joint. There is im-
mediate joint swelling and much less

severe pain, with a more gradual onset.

In arthritis, there is mere joint fixa-

tion from muscle spasm, with the

swelling limited to the synovial mem-
brane of the joint.

In our own study of 23 cases from
the records of Touro Infirmary, sum-
marized by Dr. A. B. Pitkin, we find

that eight patients were admitted with-

out any diagnosis having been made.
Four were sent in with a diagnosis of

chronic osteomyelitis, and the remaining
eleven were variously classified as “in-

testinal upset,” rheumatism, typhoid

fever and tuberculosis. The duration

of the disease before admission varied

from three days to five years. The
X-ray diagnosis was positive in all of

the old cases, but showed nothing up to

the third day in any case, at which time
there was already marked bone destruc-

tion. The stay days in the hospital va-

ried from one—in a patient with a small

focus in the oscalcis, which was easily

removed with a curet—to 84. All of

these patients were discharged still un-

healed.

I believe most of us are prepared to

accept the pathological picture as al-

ready presented, and can visualize the

process as a true bone abscess, analog-

ous to any other abscess except as to

the special tissue involved. The soft
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parts accommodate swelling to a greater

or less extent, but unyielding bone can-

not swell. There is consequently but

one outcome to bone inflammation, and
that is necrosis from local anemia. This
local death of bone and the profound
toxemia can be combatted only by fol-

: lowing the old surgical adage, “ubi pus
ibi evacua.” There has arisen some dis-

cussion as to the propriety of following
Starr’s suggestion of simply opening the

periosteum in early cases. The writer
would prefer going a step further and
making several drill holes in the can-

cellous bone structure in these cases, or

even opening the marrow canal with a
trephine where this is indicated. The
instrument armamentarium would be
very simple. A small carpenter’s gim-
let added to the surgeon’s pocket case

and used under aseptic precautions
might be the means of saving a great

deal of disability and cutting down a

needless mortality.

Kellogg Speed has called attention to

the disturbance of growth following
osteomyelitis in growing children. This
would remind us that the maintenance
of normal longitudinal bone growth is

dependent on sufficient blood supply in

the region of the epiphysis, and while
Starr suggests that holes be made in the
cancellous bone in the direction of the
epiphysis, this latter must not be in-

jured. Our drill boles must be in the
metaphysis, but not through it.

Should the opportune time for the
inauguration of treatment be passed,
however, we then have to deal with an
entirely different phase of the disease,

and it is here that surgical skill and
ingenuity may be taxed to their utter-

most. Once actual death of bone has
occurred, the subsequent handling of

the case will depend on the rapidity of
the spread of the infection, and whether
or not there has been an early perfora-
tion of the cortex with localization of

the infection. Radical treatment varies
all the way from simple removal of the
sequestrum to complete excision of the
shaft of the bone involved. Moreover,
the infected cavity left after the re-

moval of the sequestrum varies in ex-
tent and in the amount of the surround-
ing infection, and may require an ex-

tensive use of the curet and chisel and
the removal of a sufficient amount of

bone to require later some plastic pro-
cedure, or even a bone graft.

The best method of filling the bone
cavities left after such operations has
been the source of much speculation.
The various plasters, waxes and bone
chips have all had their day. Lining
the cavity with skin, as suggested by
Neuber, is a valuable procedure if the
infection has been entirely eliminated;
but this, like all other procedures, is

destined to failure in the face of infec-

tion. Bancroft has shown that we may
be more conservative since the infec-

tion can be controlled by the proper use
of Dakin’s solution, and there are even
some instances in which with this

method of treatment the sequestrum has
become reorganized and healed in place.

Since the experience of army surgeons
has been so valuable in the application

of Dakin’s solution by Carrel’s tech-

nique in bone suppuration, the writer
would advocate the use of this method,
which has been most helpful in his own
personal experience. The bone cavity
treated in this way will usually fill with
healthy granulations, which in turn be-

come covered by epidermis. This is in

most cases followed by a reproduction
of new bone to fill in the cavity. The
subject of bone grafting is a chapter
unto itself, and will not be touched on
here.

In conclusion, let me urge early diag-
nosis and prompt operation in acute
hematogenous ostemyelitis. In this way
alone, we can save life and preserve
function.

When in doubt, early exploration
under aseptic precautions can do no
harm, and if a trephine or burr is not
pt hand, several holes made with a
carpenter’s gimlet may be sufficient to

limit the process.

In chronic cases, the use of Dakin’s
solution by Carrel’s technique will give

good results and limit the extensive use

of the chisel with the subsequent neces-

sity of bone grafting.
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DISCUSSION
Dr. John Oeschner (New Orleans) : It is

more particularly of the acute condition that
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I wish to speak. To those of us who see much
osteomyelitis there are certain conditions that

are absolutely axiomatic, and I had hoped
that the general practitioner was sufficiently

conversant with the symptomatology of ostep-

myelitis to know that it has its corollary in

appendicitis. There is only one treatment in

the acute condition, just as in appendicitis.

There is certainly no general practitioner who
being' faced with pain located over McBur-
ney’s point, chill, high temperature, total

leucocyte count of anywhere from 10,000 to

30,000 would hesitate for a moment to cut

into the abdomen and take out the appendix.

Anybody who would would be regarded as a
medical idiot. And yet we are permitting

our children suffering from osteomyelitis to

lose bone, to lose joints, to lose life itself,

simply because we are afraid to tackle the

job. What do we have? A child, usually be-

tween two and ten, and on up to adolescence.

This child has a chill, high temperature, leu-

coytosis. What is it? It is an infection.

Where is it? When it occurs in the region of

the appendix, it is appendicitis. But where
do we have complaint of pain? Invaribly at

the end of one of the long bones, and what
happens? The infection travels, usually the

infarct takes place at the epiphysis, and there
pain is complained of. You will have swell-

ing, and redness, and heat. There is no possi-

bility of the infection going into the soft tis-

sues—you cannot do it. But in three or four
days Nature has done what you could not do—
it has worked through and made a sub-pare-
tal abscess, and then the vainest tyro in medi-
cine could take care of it. It does not require
any special education. The abscess is opened—and the doctor is a big man. But the bone
has been irreparably damaged, sometimes has
to be removed, and sometimes the joint is in-

volved.
What should be done? As in the appendix

get the pus out, for in seventy-two hours—
in twenty-four hour, the damage is done for
all time. Cut down over the site of the pain
and with a trephine go in and take off two
or three little plugs of bone, but do not bother
the marrow.

Dr.Isadore Cohn (New Orleans) : I do not
know that I have ever heard a presentation so
concise, so definite, and so much to the point
as this of Doctor Maes, and of so much value
to most of us.

Doctor Oeschner in his discussion touched
some interesting points, but he did not go
far enough. He said after a few days pus
gets out and forms an aabscess, then somebody
opens the abscess, and he is a big man. Gen-
tlemen, I think he is a little man who does
that. If he does not go in where the infec-
tion started the medulla he has not done
enough. The time to make a diagnosis of
osteomyelitis, as Doctor Maes has beautifully
put it, is before the X-Ray can help us. Those
who sit down and depend upon the X-Ray
might as well do nothing. You cannot depend
on it.

The trephine is a good instrument, and does
little harm, but the simplest of all measures
is possible in a well equipped hospital where
you have a motor-driven drill and can make
two or three openings and drain the abscess.

Please throw your curettes away. Put them
in a museum. If you use a curette you are
simply scraping off some of the cells which
are protecting you. Whether you use Dakin’s
solution, or whether you use dichloramin, or
whether you use anything'—as long as you
have the abscess drained you have done your
duty, and the main thing to remember is that
since there is pus along the periosteum there
is certainly pus in the bone.
We have all seen people using gouges, and

mallets and chisels to get into the bone. The
cause of death in fracture of the long bone
is fat embolism. The first pathological
change that takes place in the medullary
canal is fatty degeneration. If we use a
gouge and mallet we are forcing fat globules
into the circulation and increasing the chance
of fat embolism.

Let us not forg’et the many complications
that may arise, and when we see these pa-
tients do not wait for the X-Ray to help us.

Dr. S. C. Barrow (Shreveport) : I want to
correct one little error. The paper states
that the X-Ray is of absolutely no value, and
it has been likewise stated by those who dis-

cussed the paper. Radiologists will admit that
the X-Ray has no value in osteomyelitis to the
extent of demonstrating that there is an os-
teomyelitis, but I will gamble that these gen-
tlemen who discussed the paper invaribly have
an X-Ray examination, if only for the pur-
pose of excluding injury or trauma to the
bone, excluding arthritis, and various other
things. An X-Ray examination, even though
negative, is of as much value as when posi-
tive. I do not presume to tell you that we
can show you an acute, osteomyelitis, but we
can tell you in all cases that there are not
other things that no doubt will confuse you.

Dr. Urban Maes (closing) : I want to say
that Doctor Barrow’s point is well taken. We
all have X-Ray pictures made, but we use
them in a negative way.

THE VALUE TO THE GENERAL
PRACTITIONER OF X-RAY EX-
AMINATION OF THE STOM-
ACH AND DUODENUM.*
By Adolph IIenriqtjes, M.D.

Assistant Professor of Medicine ( Radiology )

Tulanei University,

New Orleans.

Little did Roentgen, the discoverer of

the X-ray, realize, at the time he made
his monumental discovery in 1895, the

broad field of application which was to

follow.

Today the X-ray is used in every civ-

ilized country of the globe both as an
aid to diagnosis and in the growing field

of therapy.
If you look over the list of scientific

exhibits at this meeting you will note

that, of a total of 56, that 13 are entirely

*Read Before the Louisiana State Medical Society,
April 24-26, 1923.
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X-ray and that three additional exhibits

are partly radiographic, a very high
percentage of the whole exhibit.

In no phase of X-ray work has there

been more definite and certain strides

made than in the study of the digestive

tract.

With thorough, careful study it is now
possible to determine the presence of 90
to 95 per cent of organic lesions of the
stomach and duodenum. A negative
diagnosis may be made in an equally

large percentage of cases. Dr. Will

Mayo said that in health one should be
able to eat anything and even throw in

an old shoe besides without feeling any
inconvenience from the stomach. This
agrees with the teaching of some of our
leading internists among whom I may
mention my chief in medicine, Dr.
George S. Bel.

When a patient comes in complaining
of indigestion, only too often the poor
stomach is blamed off hand and the pa-

tient becomes a human drug store

—

pound after pound of chemicals, pint

after pint of liquids poured into the
protesting organ.
Some one has termed the stomach the

greatest liar of all the organs of the
anatomy. It has been referred to as
the alarm box of the body.
How many patients have been dieted

and fasted for a peptic ulcer when the
trouble existed outside the stomach. On
the other hand how many individuals
have been labeled chronic dyspeptics
and consigned to indefinite invalidsm
when a real lesion of stomach or duo-
denum could have been definitely lo-

cated and relief secured by skillful sur-

gery.

The practice of medicine is tending to

become more and more scientific. If,

in the examination of our cases, our
findings can be made objective and if

the subjective phenomena minimized as
a basis of diagnosis then will diagnosis
reach its highest scientific attainment.
The principle advantage of X-ray ex-

amination exists in the fact that the
findings are objective. A thorough ex-
amination of each part of the stomach
and duodenum permits the careful, pain-
staking, trained Roentgenologist to

state with reasonable assurance that an
organic lesion of the stomach or duo-
denum does or does not exist.

In order to determine the presence of
abnormalitis in the gastric or duodenal
wall, it is necessary to be familiar with
normal appearances. I find that the
greatest source of error for beginners
in Roentgenology in making interpreta-
tions is that they are unacquainted with
the normal stomach. As an example of
this, I put the question to my students
beginning their course in X-ray as to

what was abnormal about the appear-
ance of a certain stomach. There were
eight answers each one stating an ab-
normality. I could see not even one.

The stomach is subject to so many va-
riations of position and peristalsis that
anyone seriously considering taking up
this work should spend several months
at least in the study of the normal and
its variations. Otherwise both the
Roentgenologist and the physician rely-

ing upon his report will be subjected to

many needless embarrassments.
If this has happened to you, do not

blame the X-ray for the fault lies rather
with the one using it.

At least 85 per cent of the value of
the X-ray in diagnosis is in the correct
interpretation of the shadows cast by
it upon the screen or plate.

In making the X-ray examination
the routine I have adopted begins with
a preliminary fluoroscopy of the pa-
tient’s chest. Then the oaesophagus, the
fundus of the stomach, the median por-
tion, the pyloric antrum, the pylorus
itself and the duodenum are studied in
turn. Care should be given to each part
of the stomach as though one were deal-
ing with several organs.

It is possible to identify definitely the
pylorus as such, one sees the shadow
produced by the muscle between the
pyloric antrum on one side and the duo-
denum on the other. The determina-
tion of the location of an ulcer, whether
post-pyloric or prepyloric is an added
advantage as ulcers of the duodenum
are so seldom found to have a malignant
process engrafted upon them.

In my own experience the fluoroscope
has been more satisfactory than the
skiagraph. It permits examination
from many angles. One can associate
palpation with fluoroscopy and note in
many cases the relation of palpable
masses to filling defects in the gastric
outline. Also through the abdominal
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wall the storach may be moved about
and many spasms, especially about the

pyloric antrum, may be overcome; be-

sides the flexibility of the walls of the

stomach may be determined in this way.
This is an important point in suspected

early maligncy of the stomach as in a

small percentage of cases a gastric

tumor may not project within the gas-

tric lumen.

The examination of the digestive tract

is not complete, however, without plates

of the gall bladder region and an ex-

amination of the terminal ileum, ap-

pendix and colon.

At times, recourse is necessary to the

use of the opaque enema which gives

us a better idea of the walls of the colon,

from just above the rectum as far as

the caecum, than any other known
method of examination outside of a most
thorough exploratory laparotomy.

In conclusion : Bv a more accurate

means of diagnosis of organic lesions of

the stomach and duodenum which we
possess in the X-ray, much misdirected

treatment will be avoided when the

stomach and duodenum ax*e not at fault.

On the other hand, many cases which
are classified as chronic dyspeptics will

be- restored to health by the recognition

of an organic lesion and its relief by
the skilled surgeon.

DISCUSSION

Dr. S. C. Barrow (Shreveport) : This is a
subject that should be brought before the pro-

fession whenever possible. I was asked by a

physician yesterday, a man who knows medi-
cine well, if the X-Ray was of any value in

the determination of gastro carcinoma. I

have ag'ain been asked if by the X-Ray we
could determine ihe presence of a simple
pyelitis. These questions indicate a lack of

information on the part of the profession
generally as to what the X-Ray will do,, and
one of the most important points for the pro-
fession to know is in just what conditions
the X-Ray is valuable
We had a treat in December hearing Dr.

Carman read a paper in which he reported
523 cases of duodenal ulcer which were diag-
nosed by the X-Ray and 520 found to be cor-
rect. It does not interest you how the ex-
amination is made, or the technique used; the
thing that interests you is the fact that a
correctly made and interpreted X-Ray examin-

ation in these conditions mentioned by Doctor
Henriques will put you right in a large major-
ity of cases. We cannot all attain the pro-
ficiency of Doctor Carman, but with reason-
able care and skill we can detect the large
majority of these conditions.

Dr. A. A. Herold, (Shreveport) : From the
standpoint of the internist, I would like to
say a word or two about this most important
means of diagnosis. I recall a case in which
we were in doubt whether it was duodenal
ulcer or gall bladder infection. The report
of the radiologist was in favor of duodenal
ulcer. At the same time the man was under-
going treatment with another man for gall

bladder infection. We got together and de-

cided that it might be both. This man went
away a good many miles to be treated by a
gastroenterologist in a distant city, who made
a diagnosis of colitis, but he did not cure him.
He came back for further treatment for duo-
denal ulcer and gall bladder infection.

Too often these patients will go from doc-
tor to doctor until when we go to look for
the real trouble we have to call on the radio-

logist to help us out in our dilemma. And it

is not so much the technique of the radiolo-
gist, as his ability in interpretation, as Doctor
Henriques has emphasized.

Dr. E. Denegre Martin (New Orleans) : It

is singular the impression that prevails, es-

pecially among the practitioners away from
the large centers, who are not familiar with
X-Ray work. The general impression seems
to be that all you have to do is to send the

patient to the radiologist, and a diagnosis
will come back. For myself, I depend much
on the radiologist. But the history must go
with the case. It is just as important that

the radiologist should know the history as to

know the technique of taking the picture. We
have many times been misled when the diag-

nosis was not confirmed, and I believe many
of these instances are where the history has
not been taken.

I am afraid we are going a little too far

today on the laboratory side. As long as

scientific medicine is in the hands of the

scientists it is all right; but we are not all

scientists, and I am afraid we are depending
too much today for diagnosis upon the labora-
tory, and are forgetting examination of our
patients, getting the history, and putting the

two together. Our laboratories should be for

the confirmation of diagnosis, and not for

the purpose of making diagnosis on which the

surgeon may operate. I have as much faith

in the X-Ray apparatus as anybody in the

world. There is not a day that I do not use

it. But we must not depend upon it exclu-

sively.

Dr. Adolph Henriques (closing) : I wish to

thank Doctor Barrow for his discussion. As
I said, the method is objective, and at least

85 per cent of the value of the method de-

pends upon correct interpretation.
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FULL TERM ABDOMINAL PREG-
NANCY (A CASE REPORT) .*

By Lucien A. Ledoux, M.D.

Visiting Obstetrician. Charity Hospital
,

New Orleans.

The occurence of full term abdominal
pregnancy is rare. To operate and de-

liver a living fetus is unusual. The case

I am reporting tonight presents several

phases of more than ordinary interest.

In the July, 1922, issue of Surgery,
Gynecology and Obstetrics, Dr. P. Graf-
fagnino, of New Orleans, reported that

from 1906 to 1920 there was on record
at the Charity Hospital of Louisiana,
eleven (11) cases of advanced abdomi-
nal pregnancy

;
since that time two cases

have been added and in both instances

we have had the good fortune to have
both of them come under our observa-
tion.

After reviewing this record, I have
briefly classified them as follows: (a)

Primipara, 5; (b) Multipara, 4; (c)

unclassified, 3; all cases were colored

women. Fifty per cent occurred in

woren between the ages of 26 and 30.

The youngest was 20, the eldest 90.

Eight of these cases were full term
foetuses, one seven months, the other

four months; additionally a case of

twins, period of gestation not stated

;

two unclassified; one deserted before
operation. Of the 12 cases recorded,

two (2) were viable foetuses; one (1)

died a few hours after birth, the other
was discharged and at last reports was
living and well. Nine cases were dis-

charged as well; three (3) cases died.
Jane P., colored, age 28 years. Admitted

to ward 39, Charity Hospital, March 10, 1923,
complaining of vomiting since last August,
feeling of fullness in lower abdomen and pres-
sure on the rectum. Headache, backache and
constipated.

F. H. Negative for syphilis, T. B. and can-
cer.

P. H. Usual childhood diseases, otherwise
negative.

M. H. Menses at 14 years of age. Regu-
lar, 30 day type, duration 4 to 6 days, color
normal, flow moderate, no dysmenorrhea.
Last menstrual period, July 1st to 15th; pa-
tient is not sure as to exact date.

P. I. Last August patient began having
vomiting spells which have continued to this
time. About a month ag’o, patient took some
sort of purgative and shortly afterwards
noticed that her baby was lower than usual.

'Read Before the Orleans Parish Medical Society,
November 12, 1923.

She states, tho, that she has carried low all

along. Her bowels are badly constipated and
she has to resort to castor oil to get results.

Phy. Exam. Shows a colored female, very
poorly nourished and skin rough and dry.

Head: (Eyes) Pupils equal and regular,
react to light and accommodation. No edema
found.

Mouth: Teeth in bad condition. Tongue
coated; tonsils hypertrophied.

Neck: No glandular enlargement.
Chest: (Lungs) Respiratory rate and breath

sounds normal. (Heart) Enlarged to the left,

strong and forcible systolic blow at the apex
which is not transmitted.
Abdomen: Enlarged an ddistende'd. Foe-

tal parts found to extend to the umbilicus.
Back of foetus appears to be low down and
to the left. Foetal small parts generally felt

over abdomen to pubis.
Vaginal examination: Bulging of post-

vaginal wall is noted, cervex found very high,
behind the pubis. Cervix is soft, but will not
admit one finger.

X-Ray of case of Full Term Abdominal Pregnancy.
This picture was taken several days before the
operation. Of interest is the low level of the foetal
vertex.

Rectal: Foetal head is found to be en-
croaching upon the rectum, and the vagina, in
the cul-de-sac as far down as the coccyx.

Diagnosis: Full term pregnancy, foetus
viable. Vertex, occipito-posterior partially
incarcerated.

Her temperature on admission 99 degrees,
pulse 110, urinalysis 3-14-23, negative except
for few hyaline cases. Coagulation time 4
minutes. B. P. S. 190, D. 110, Wassermann
negative.
X-Ray report: Enlarged size and density

foetal gravid bones. In addition, as you will
see, the plate shows that the pelvis was amply
large enough for the passage of the head and
the vertex is very low, lying near the level
of the bi-ischial line. The case was examined
by Dr. Kostmayer and members of the Staff
and we agreed that in all probability it was
a case of relaxed uterine wall, which allowed
the head to sink low into the pelvis; possibility
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of an extra-uterine pregnancy. We decided to

note case closely and be prepared for vaginal
hysterotomy.

Progress Notes: 3-10-23: Head low in

cul-de-sac and resting on coccyx, cervical os

found with great difficulty. Cervix pointing
upwards.

3-14-23: External os, two fingers dilated,

general condition good.
3-15-23: 9 A. M.: Few cramp-like pains

are felt in lower abdomen. 4 P. M. : Pains
are becoming more regular and more like

labor pains. No show. 6 P. M.: Pain more
frequent, every 2-3 minutes, duration 15-20
seconds, similar to labor pains. Perineum
beginning to bulge and upon rectal examina-
tion there is found to be a definite attempt
to expel the foetus.

8 P. M. : I saw the patient and ordered her
prepared for operation. Patient was pre-
pared for plastic work. Under ether anaes-
thesia it was found that the vertex was push-
ing through the recto-vaginal septum. The
cervix was found high up, anterior, behind
the pubis and above the bladder, soft and
internal os persistently closed.

Vaginal hysterotomy and forceps had been
decided upon, but in view of our findings,
an extra-uterine pregnancy, median section
was done.

Operation 3-15-23: Median incision about
6 in. long, middle of incision at point of um-
bilicus. Skin, facia and peritoneum very thin
and adherent. Peritoneum opened at level
of umbilicus; dark brown colored omentum
bulged out, followed by a portion of trans-
verse colon. The uterus was not visible.
Hand was introduced into abdomen and foetus
found lying free in the abdominal cavity. The
membranes were found ruptured. Male foe-
tus delivered, which breathed and cried im-
mediately. Color somewhat cyanotic. Cord
clamped and cut. Placenta and membranes,
which were bile stained, found adherent to
the right tube, broad ligament, caecum and
under surface of the liver. The fimbriated
end of the right tube was the point of origin
of the umbilical cord. There was no abdomi-
nal bleeding. The uterus was in normal posi-
tion, purplish colored and soft, and about the
size of a three months pregnancy. Both
tubes, though enlarged, were normal. Ovar-
ies normal. Removal of placenta was deemed
too harzardous and was 'left in situ with a
firm pack about the base.

Presentation-vertex-position R. 0. P.
Weight of child 7 1-2 pounds.
Abdomen closed according to usual tech-

nique with silk-worm and catgut sutures.
Drain and lap six at lower angle of wound.
Patient did fairly well throughout and there
was no bleeding from the cut skin surfaces.

The following day the condition of the
mother and child was excellent. Succeeding
days showed satisfactory progress, with free
drainage. The drain and pack were removed
by the end of the fifth day. Patient was
given water and sugar freely. Temperature
averaged normal, pulse 95. On the 25th
ten days after operation, the patient’s temper-
ature rose to 103, pulse 120, followed by a
severe chill. The course that followed was
typically septic; became distended and show-

ed all symptoms of a g'eneral peritonitis. Her
condition progressively grew worse and she
died March 31st, 16 days after operation. I

was able to get a partial autopsy. The abdo-
men contained straw colored fluid and there
was evidence of a moderate grade general
peritonitis. The placenta was found attached
to the fimbriated end of the right tube, post
surface of right broad ligament and appende-
cial region of the caecum. About half of it

had become detached and seperated by organ-
ized blood clot. All evidence of umbilical
cord and membrane had disappeared.
The baby was discharged on the 12th day

and at last report was doing very well.

DISCUSSION

Dr. S. M. Blackshear: I would like to ask

the Doctor why he had not removed the pla-

centa? It seems to me he would have re-

moved it after taking out the drains.

Dr. E. L. King: I think I can answer Dr.

Blackshear’s question. It is pretty well es-

tablished that the removal of a placenta in

the case of a pregnancy such as this (i. e.

with a living child) is dangerous. There is

danger of fatal hemorrhage from the vessels

of the placental site. In the reported cases

where the placentae have been removed there
has been attachment to the uterus or to the
broad ligaments, or to both. Under such
conditions, it is better to do a hysterectomy,
removing uterus, broad ligament (or liga-

ments) and placenta en masse. The only
other way to handle the situation is to leave
the placenta alone. In case the foetus has
been dead for some time, removal of the
placenta is simple and free from risk.

Recently a case was reported (Practical
Medicine Series, Chicago, one or two years
ago) in which the placenta was left intact

and firmly attached in the cul-de-sac; the

abdomen was closed without drainage. The
operator reported on the patient’s condition
one year later. The placenta was still there,

and was not giving any trouble. Its ultimate
fate has not been determined.

The advisability of drainage in such a case,

with the placenta left undisturbed, is possi-

bly open to question, but it has always been
the custom.

Dr. H. W. Kostmayer: Dr. LeDoux’s case
came some three or four weeks after

I had had a similar one. In the first

case, the woman had foetal parts close

beneath the abdominal wall. The X-ray
showed an intra-uterine pregnancy; there was
some doubt as to the diagnosis. The Radi-
ologist reported an intra-uterine pregnancy.
On X-ray examination, about the foetus, there
was the uterine wall. The ultimate test in

diagnosis is to find the uterus separate from
the pregnancy on physical examination. The
rest makes no difference. I saw this patient,

and without having seen the X-ray, I found
the uterine body lying in front, and to the
right side. There was no doubt about that.

I then went down to the X-ray room and
studied the plate. I removed a dead foetus.
This was the first of the two cases. This
problem was simple.
When the other patient came along, I told

Dr. LeDoux that some years ago Dr. Hidder,
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of London, had told me of having opened the

posterior cul-de-sac, put on Elliott forceps
and delivered a baby, and after the 7th, 8th

or 9th day the dried up placenta was pulled

away. His case made an uneventful recovery.

I told Dr. LeDoux I thoug'ht his case was
somewhat similar.

It was decided to either split the cervix or
split the cul-de-sac and remove the fetus.

But on examination under anaesthesia the
fetus raised up into the abdomen. The
problem was difficult. An abdominal sec-

tion was decided upon. In answer to Dr.
Blackshear, the only thing that might be done
is to go back into the abdomen about the
10th day. This seems worth thinking of. If

you pack, most of them die of sepsis. I had
a case in which I lost mother and baby, the
mother from sepsis from a packed abdomen,
and the baby from syphilis. It seems best
that we should leave it in for all time or
leave it in without packing and go in at a
future time. This case was fascinating, fol-

lowing on top of the other one.
Dr. LeDoux (close) : I think that Dr.

Blackshear has been answered pretty well.
The patient weig’hed about 95 pounds and
was lucky to survive the anaesthetic. I
thank Dr. King for assisting me in explaining
this to Dr. Blackshear.

I am inclined to agree with Dr. Kostmayer
that closing without drainage is the safest
procedure. I have never been up against this
type of case before, but I believe it is best
to close.

In answer to Dr. Michinard. The cervix
was very soft, but the internal os was found
persistently closed.
As regards the psychic features of this case.

She last menstruated about the 1st to the
15th of July and delivered about the 15th
of March. She was about due.

In closing I want to emphasize two points:
(1) the typical normal labor pains oceuring
at frequent intervals with bulging perineum;
(2) as in a previous case the uterus was the
size of a three months pregnancy. I have
read reports of other cases and found that
the uterus enlarged almost up to the 3rd
month.

AN APPRECIATION OF SOME OF
THE MODERN METHODS IN
THE DIAGNOSIS AND TREAT-

MENT OF SYPHILIS.*
By Frank J. Chalaron, M.D.

New Orleans.

Modern methods of diagnosis of syph-
ilis date from 1905 when Schaudinn and
Hoffman identified S. pallida as the
causative organism of the disease, and
thus made possible the positive identifi-
cation of a lesion as a chancre in a
minimal time. In order to realize the
value of this discovery, we must remem-
ber that the diagnosis of the primary

"Read Before the Louisiana State Medical Society,
April 24-26. 1923.

lesion had up to that time been based
on purely clinical data and observation.

The period of incubation, the appearance
of the lesion, its induration, or lack of

induration, the accompanying non-sup-
purating adenitis, and the number of the

lesions were in the main features in the

differential diagnosis. That there ex-

isted a strong idoubt as to the positive-

ness of the diagnosis even when all the

symptoms were found in a given case

is evidenced by the fact that many able

syphilographers advised that no matter
how typical the primary lesion, no treat-

ment be instituted until the appearance
of the secondary eruption. On the other

hand, induration, copious suppuration,,

multiplicity of lesions, and healing after

cauterization frequently led to a denial

of syphilis to the sorrow and confusion

of the diagnostician when a few weeks
later the patient returned with a telltale

secondary eruption.

Today the diagnosis of the primary
lesion is based solely on the presence of

the specific organism as demonstrated,
by the microscope or the complement
fixation test. Contrasting the two'

methods the importance of the time
saved In establishing adequate treat-

ment is evident. We know that mod-
erate invasion of the body by a few
spirochetes preceeds or is simultaneous
with the appearance of the primary
lesion. This time gained means the
practical certainty of crushing the dis-

ease in a year at most, as against the
possibility of a cure after two or more
years.

Of the means at our command to

demonstrate the S. pallida in a lesion

or its satellite bubo I will discuss the
best.

The Dark Field.

By this diagnostic method it is pos-
sible to identify 65 per cent of genital

lesions as chancres on first examination.
Only 14 per cent of those in which the
organism was not found gave a posi-
tive blood Wasserman at a later date.

However, the dark field examination
has requisites which discount its value
to the general practicioner. It demands
a certain amount of technical skill in

the proper adjustment of the dark
ground illuminator and in the differen-
tiation of the spirochetes and what is

more important it requires either bright
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sunlight or an intense artificial light.

It should therefore be reserved for the
specialist or the laboratory worker.
The Fontana-Tridondeau stain. This

method is practically as accurate as the
dark field over which it has advan-
tages commending it as the diagnostic
method of choice to the physician who
makes his own examination. Simplic-
ity of technique easily obtainable in

ingredients, rapidity of procedure, and
finally the fact that slides may be kept
for 24 hours without affecting the re-

sult of the examination warrants its

description.

After cleansing the field with a
saline solution or distilled water, serum
is made to ooze from the suspected
lesion by rubbing with a piece of

moistened gauze, or by gently scarify-
ing the edges with a needle. After
waiting a few minutes, enough exudate
is obtained to make two or three slides.

The serum is taken up and spread in a
very thin layer with a platinum loop or
an ordinary wooden toothpick. The
slides dry very quickly depending on
the thickness of the layer. Sol. No. 1

Dehemoglobinizer — (acetic acid 1,

formalin 2, distilled water 100) is al-

lowed to run over the slide for one min-
ute. Sol. No. 2 mordant (tanic acid 5,

distilled water 100). This is applied
and the slide is warmed over the flame
for one minute washing off in tap water.
Sol. No. 3 stain (Nitrate of silver 20
per cent sol. add drop by drop strong
ammonia until precipitate is redissolved

ered and solution has a slightly opales-

cent appearance.) Apply cold for one
minute, then warm over flame for ten
seconds; wash in distilled or cistern
water and either dry in air or by mov-
ing in warm air over flame. Care
should be taken not to boil when warm-
ing as an excess of heat causes the
spirochetes to lose some of their identi-

fying convolutions. The organisms
appear black on a yellow background.
If the lesion has been treated locally

with mercurials cr caustics which kill

the superficial organisms and give
negative slides, the application of nor-
mal saline compresses for 24 hours will

freqeuntly bring back the spirochetes
to the surface. It may be that in spite

of the last procedure the slides remain
negative. Then puncture of a gland in

the satellite bubo as advocated by
Schultz must be resorted to. With a

hypodermic armed with a fine needle

two or three drops of sterile normal
saline sol. are injected in the most
prominent gland of the bubo. The
needle is rotated in the gland a few
times to produce exudation of glandular
secretion then by aspiration the injected

saline is withdrawn and spread on the

slide for examination. Gland puncture
has given positive findings in 50 per

cent of cases in which the dark field had
previously failed to show spirochete

pallida.

Klauder and Kolmer, and later

Fuentes, found that exudate from
chancrous lesions gave a uniformity
positive W. R. Even in cases where
mercurials had been applied and in

which the blood W. was neg. The im-

portance of this additional aid in the

early diagnosis of syphilis can not be

over estimated, since neither contami-

nation nor local treatment affect it and
it is present before the blood gives a

positive reaction. It is in those cases

where other diagnostic tests have failed

that it should be used. The authors

state clearly that this procedure should

not supersede the use of the dark field

but should be used only in neg. cases.

It would seem that if Klauder and

Kolmer’s findings are confirmed by

other observers, a great step has been

made in our ability to express a decided

opinion as to the positiveness or nega-

tiveness of a suspicious lesion. There

is a small percentage of cases which
while presenting the clinical appear-

ance of a chancre are persistently nega-

tive to all other tests. It is customary
under such conditions to reserve the

diagnosis until lack of secondary mani-
festations ; repeated negative blood tests

have proved their non-sylpilitic nature.

The Wassermann Test.

This test was presented to the medi-

cal world by its author in 1906, and
was considered as a specific variation of

the complement fixation test described

by Bordet and Gengou earlier in 1906.

It was not very long before various re-

search workers showed that the test

was not only not biologically specific,

but that it had an average error ap-

proximating 30 per cent. While this

demonstration of its deficiency stimu-
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lated research for a more accurate

technique and undoubtedly greatly in-

creased its degree of accuracy it

brought forth a great number of modi-

fications of the original test and a
voluminous literature. Many of these

modifications were of no value, and
have been discarded as such. Others

have gained favor and are still in use,

producing because of their differences a

lack of uniformity in results, which is

to say the least very disconcerting to

the clinician. The most able serolo-

gists have given their best thought and
most earnest efforts to clearing of this

confusion, in their endeavor to stand-

ardize the W. R. Kolmer’s work along

this line is the most complete and com-
prehensive, and though it covers six

years arduous work it is net yet fin-

ished. The W. R. has given as high as

98 per cent of positive results in un-

treated cases; yet it must be remem-
bered that this high average of accuracy

is not obtainable by all serologists and
that implicit reliance should not be

placed in it. Broeman has emphasized
the tendency to rely largely on labora-

tory methods for a diagnosis rather

than on the history of the clinical evi-

dence. Correlation between the W. R.

and the clinical findings is essential to

a correct diagnosis. As valuable as is

this test, much damage is being done
by its injudicious and ill-timed use,

especially when the report of a negative

reaction establishes in the patient’s

mind the belief of a cure and causes the

too early cessation of treatment. Quot-

ing from Kilduffe: “A negative R.

means that there are no foci of spiro-

chetes sufficiently active to bring about
the formation of a detectable amount of

reagin in the blood; hence as an indica-

tion of complete removal of trepone-

mata at a given moment a single nega-
tive W. is useless.” At all times when
tests are being made the patient should

clearly understand that these tests are

undertaken with a view of following

the progress of the treatment and that

their value lies in their interpretation

when compared to sufficiency of medi-
cation at that time.

It must be noted that certain other

conditions than syphilis give positive re-

action (yaws, leprosy, pneumonia) and
that alcoholism and anesthesia may

cause false negatives. While weakly
positive R. are diagnostically of doubtful
value a strongly positive R. (yaws,
leprosy excluded) obtained by a compe-
tent serologist means spyhilis in 98 per-

cent of cases. In the interpretation of

the W. there should exist the fullest

collaboration between the clinician and
the serologist if the maximum of ac-

curacy is to be obtained. When the W.
does not conform with the clinical evi-

dence, the test should be repeated and
checked by another laboratory before its

dictum is accepted as final.

Limitation of time prevents anything
but a most cursory discussion of the
modern treatment of syphilis.

Just as the discovery of Schaudinn
marks the opening chapter in the his-

tory of the modern diagnosis of syph-
ilis so does Erlich’s presentation of 606
in 1910 open that of modern treatment.
Unfortunately Erlich’s hope for a com-
plete sterilization of the body by one
curative dose of salvarsan was not re-

alized. But that in salvarsan and its

justly fnore popular improvement neo-
salvarsan he added materially to our
therapeutic armamentarium is undeni-
able. The value of the arsenobenzols is

greatest in the early stages of the dis-

ease, when the spirochetal invasion of

the blooid! is compartively slight, and
when their tripanocidal action can be
used with telling effect and little fear
of untoward accidents.

The administration of 606 without
regard to the weight of the patient is a
common practice which contravenes
Erlich’s plan of giving stated amounts
of salvarsan for a certain number of
pounds of body weight. Schamberg has
shown that the minimum tripanocidal
doses are .005 for salvarsan and .009 for
neosalvarsan per kilo, of body weight.
In the light of this knowledge, the prac-
tice of beginning the treatment of early
syphilis with the doses totally inade-
quate in tripanocidal action seems irra-

tional. Those small doses kill but few
spirochetes and tend to establish a re-

sistance to arsenic in the surviving or-

ganisms.
The plan of giving several courses

consisting of six to eight doses of arse-
phenamin or neoarsenphenamin at week-
ly intervals reinforced by weekly intra-

muscular injections of mercury salicy-
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late seems to be the favorite method of

treatment adopted by American physi-

cians. Confining observation to the use

of the arsenical it is urged that this

plan is only applicable to the treatment
of early syphilis. In late syphilis, when
pathological changes are common in the
liver, the blood vessels, and the nervous
system and there is more danger of

arsenic accumulation a course of arse-

phenamin should not exceed four doses.

The elimination of arsenic is progressive

up to the fourth dose; after this there

is gradual diminution in the process of
elimination and a corresponding arseni-

cal retention in the body. Disregard
of this fact may explain the increase in

the number of cases of severe dermati-
tis. The gratifying results obtained by
Krefting (U. and C. review, October
1922) after 10 years experience in the
treatment of syphilis with salvarsan
alone have not been confirmed by other
observers and the combination of in-

travenous injections of the arsenoben-
zenes with the use of mercurials is still

the method of choice.

It is in the treatment of neuro-syph-
ilis that some of the more radical steps
have been undertaken by modern syph-
ilographers and neurologists. This is

easily understood when we recall that
while syphilis was admitted as a possible

etiological factor in some cases of tabes
and of paresis it was not even suspected
of being the sole cause of those morbid
conditions. In spite -of the great ad-
vance in our knowledge of the etiology,

pathological anatomy, serelogv and
treatment of cerebo-spinal syphilis

many problems remain unsolved. We
know that invasion of the cerebo-spinal
system by spirochetes occurs at a much
earlier date than had been thought pos-
sible some years ago. But do we know
why in patients showing involvement
of the nervous system the rest of the
body escapes unscathed, or when the
rest of the body bears the brunt of the
attack the nervous system remains free
from invasion. Some syphilographers
explain this phenomenon by the
theory that strains of spirochetes
show a predilection for nervous tissue.

This is still a debatable point which re-

quires further elucidation and confirma-
tion. In the treatment of neuro-syph-
ilis, authorities are divided as to the

best procedure. Fordyce and many
other able clinicians favor the Swift
and Ellis method for the introduction
of medication into the cerebo-spinal
system. Sachs and others prefer Dur-
cum’s method of spinal drainage imme-
diately preceding the administration of

a dose of arsphenamine. Bryne’s
method of injecting mercurialized
serum into the spinal canal has some
supporters. Ogilvie’s method of intro-

ducing neoarsphenamine directly" into

the spinal canal is used by a few. Stokes

uses this method to reinforce the Swift
and Ellis treatment. In 1922, Corbus
and co-workers describe “A new method
for increasing the penetration of arse-

nic into the spinal fluid in the treatment
of neural syphilis.” Inspired by the

work of Weed and McKibben who were
the first to show that intravenous in-

jection of hyper tonic saline solution

caused a marked fall in the spinal pres-

sure as well as a diminution of brain

bulk, and Foley’s study of the phenom-
enon in decompression hernias who had
noticed that following the injection of

hypertonic, salin solution the hernia re-

cedes into the skull in about two hours.

It occurred to Corbus that it might be

possible by this method to increase the

amount of aresnic that would be car-

ried by the spinal fluid fatre intra-

venous injection. This procedure was
carried out on 28 patients suffering

from different manifestations of cerebp-

spinal syphilis, and the results checked

by pressure readings, serologic tests and
careful estimation of the arsenic con-

tents of the spinal fluid. All patients

had been under treatment before com-
ing under observation for the experi-

mnt, and in all but one, the serologic

findings were positive. Some of the

patients obtained their first negative

serologic finding after this treatment.

Arsenic was recovered in the spinal

fluid of all but two cases, and the

pressure was normal in all the cases.

The method consists of administering

intravenously 100 C. C. of sterile 15

per cent saline solution warm to 100 de-

grees. This creates in the patient a

feeling of warmth which gradually con-

centrates in the lumbar region and dis-

appears in about ten minutes. Six

hours later when the flow of spinal

fluid begins to rise from the choroid
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plexus and perivascular spaces a full

dose 'of neoarsephenamin is given intra-

venously. The patient is kept fasting

and in bed beginning one hour before the

saline injection, and though allowed to

leave the bed is advised not to eat for

three hours after the administration of

the neoarsephenamin.
In conclusion, the method is simple,

painless and carries no more risk than

the usual intravenous injection. The
patient is confined to bed for seven

hours at the most, except when spinal

puncture is made for purposes of exam-
ination of the fluid. Diffusion of arse-

nic in the spinal canal is more uniform
than in other methods of spinal treat-

ment. Personally, I have used this

method in six cases and while I realize

that so few observations are inconclu-

sive, yet the improvement obtained in

both the clinical symptoms and serologi-

cal findings have determined me to give

the method a further trial.

DISCUSSION
Dr. M. H. Foster (Alexandria) : In view

of the fact that the Mayo Clinic have an-

nounced recently that they are failing to

diagnose 66 per cent of venereal sores exam-
ined as suspicious by the dark field method,
we should hesitate considerably before we
rush headlong- when we look at a sore and
conclude we have a soft chancre. This diagno-
sis is only arrived at at the Mayo clinic by re-

peated investigations and if necessary by a

puncture.
I admit that at the beginning I looked at

dark field investigation from afar, and tried

to line myself up with various other plans

of finding the spirochaete
;
but after running

through all of them I have come to the con-
clusion that the dark field is the most relia-

ble method of finding the spirochaete.
In regard to treatment, I have used several

treatments, but since the intravenous meth-
od has come out I believe it offers a distinct

advance. However, if we favor the exhibi-
tion of mercury as well as arsphenamin, there
is another method which has a decided ad-
vantage, and that is the Otting plan, which
depends upon the exhibition of mercury to-

gether with sulphur waters.
I hope we will remember the point brought

out, and not make a diagnosis upon cursory
examination,but make an accurate diagnosis
and treat adequately afterwards.

Dr. Jeffrey C. Michael (Houston, Texas) :

Doctor Chalaron has given a very conserva-
tive presentation of this subject, particularly
as regards treatment. On the other hand, I

want to call your attention to what may seem
a radical method of treating early syphilis.
By early, I mean primary cases still negative
serologically. This is the method advocated by
Pollizer, of giving 3 maximum doses of salvar-
san on three successive days, then following

for six weeks with mercury salicylate every
five days, grains one to two; and then a sub-

sequent course of three doses of salvarsan. J

have had personal experience with this method
and I have been able to follow four cases
through a year. None of these patients has
given a positive Wassermann, and I believe
these cases are cured, clinically as well as ser-

ologically I think this method in properly
selected cases—in young, robust men who
have no impairment of function of important
organs—i Sof considerable value as an abor-
tive method in the type of case I have men-
tioned.

Dr. E. H. Ellis (Crowley) : There is one
class of cases which I wish to refer to, and
that is the effect of late syphilis. Tabetics in
the latter stages sometimes come to us in a
deplorable condition, and the treatment I wish
to refer to now is palliative, and in my hands
has given the patient more relief than any
treatment that I have given. I believe that
this section here has been very slow to adopt
the Swift-Ellis treatment of tabes, that is,

neosalvarsan intraspinously. Not being able
to use that, not having a laboratory at hand
sufficient to prepare this method of treat-
ment, I resorted to giving mercury intra-
venously, and I have three cases that I have
treated that way—cases that had been g’iven
mercury subcutaneously and intravenously
without any perceptable relief, the patients
going down and suffering more and more in-

salvarsan and neosalvarsan intravenously,
tensely all the time. I concluded to try mer-
cury intraspinously on one case. I gave
twelve doses at ten-day intervals, and there
was great relief after the first dose. One
woman when she came to the sanatorium was
unable to walk, had to be carried up the
stairs, and after three doses intraspinously she
walks up the stairway and says she feels per-
fectly well. I gave her twelve doses intras-
pinously, and the last time I tried it I could
not get into the spine—I do not know why.
The two other cases received four doses in-
traspinously with marked improvement. All
the cases were markedly improved after the
first injection. This mercury is put up by
Mulford, 1-24 grain intraspinously.

Dr. C. S. Holbrook (New Orleans) : I wish
to say a few words bearing out what Doctor
Ellis has said. Treatment by intraspinous
injection of mercurialized serum is good and
is easily prepared. You may get serum in
ampouls if you wish, and make your own.
It has the disadvantage of being rather pain-
ful, more so than the Swift-Ellis treatment.
The Swift-Ellis treatment is giving a dose of
salvarsan, and a half hour later collecting
50 cc of blood. The first few doses the time
interval is usually narrowed. The blood is
taken under aseptic conditions and placed
in the ice box; the following day the serum
is separated and inactivated; then 25 to SO
cc of salvarsan are injected into the spine.
This treatment must certainly be considered
when we attack nervous syphilis, and there is
one thing very definite, and that is that it re-
lieves the pain of tabes. I do not think it
will cure a general paretic. Some cases get
improvement under the Swift-Ellis treatment
that cannot be expected to do so under any
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other treatment. In the past six months I

have had a series of 75 or 80 cases, with no
bad results at all and some results that could

not have been obtained by any other treat-

ment.
I wish to call you rattention to the Her-

xheimer reaction. The other day I had occa-

sion to see a case that died following the in-

jection of 6-10 grams of neosalvarsan. This
patient had been given rubs of mercury for

a month, and then after a negative kidney
examination she was given 6-10 gram of neo-
salvarsan. Next day she was not feeling so

well.' I saw her in consultation about the

third day, when she was unconscious with
positive disturbances of reflexes and anklec-

onus. The patient died an hour or two after.

It was a type of Herxheimer reaction. I have
seen in the past two years two such cases

that died, both following a small dose with
no active disturbance at all.

Dr. Frank J. Chalaron (closing) : In regard
to the Pellitzer method, this method has been
known and accepted by many men, but it cer-

tainly has not met with general favor among
the profession. There is always the danger
of acute arsenical poisoning if the doses are
repeated so rapidly. We know that the great-
er part of the arsenic is eliminated in the first

twenty-four hours. About fifty per cent,

through the bowels, and 30 per cent through
the urine; but what becomes of the rest? It

has been proven by competent men that there
is an accumulation of arsenic in the body af-

ter the fourth dose and that elimination de-

creases.
As to the treatment of Swift-EUis and the

Byrnes method, I discussed that in my paper.
Of course the Swift-Ellis has the endorsement
of, Fordyce, one of the greatest American
syphilographers but on the other hand there
is a class of physicians led by Sachs of St.
Louis who object to the Swift-Ellis, and prefer
spinal drainage. To those who have had but
slight experience with the Swift-Ellis it is

very fine. You give it to three or four cases
and it works beautifully, then you get a re-
action that makes you fearful and you give
up the Swift-Ellis for some time. Your tech-
nique may be faulty, or it may be due to
faulty preparation of the serum.

SICKLE CELL ANAEMIA (REPORT
OF A CASE) .*

By S. Chaille Jamison, M.D.
New Orleans.

The following case is reported because
of the great rarity of this condition. So
far as I can find from a search of the
literature, the cases mentioned in

Mason’s article, appearing in the Jour-
nal of October 14, 1922, Volume 79, No.
16, are the only ones on record; three,

his own case making four.

In the laboratories of Clinical Medi-
cine, at Tulane University, thousands of

Read Before the Orleans Parish Medical Society,
November 12, 1923.

blood smears from negroes have been

studied during the past ten years, and

we feel confident that the case reported

here is the only one of this type that

has occurred in this mass of material.

This patient was in my service at the

Charity Hospital ten years ago, and we
became deeply interested in the curi-

ously shaped red blood corpuscles, and

have been on the lookout for such cases

since, but none have appeared. At that

time, Herrick’s and Washburn’s cases

were the only ones on record. I was

familiar with Herrick’s report.

Ida Milton: Colored Female 11 years old.

Admitted to Ward 41, August 16th, 1912. Up
to one year of age she was a healthy baby

and gained weight in a normal manner; she

was weaned at one year. Since that time she

has always been sickly and thin. She has had

none of the usual diseases of childhood, with

the exception of measles at seven years. She

constantly suffers from sore throat and head-

aches; frequently complains of aching pains

in the legs and arms.

Between her first and second year, she had

a very severe attack of “yellow jaundice

which lasted for several months. Since this

primary severe attack, she has had mild at-

tacks of jaundice and vomiting nearly every

month. These attacks only last for a couple

of days, but the stomach rejects everything,

and great weakness is apparent. During the

vomiting the conjunctiva and urine are yel-

low tinged, but the stools dark. All of her

life she has had fever and “dumb chills”, ac-

cording to her mother. Her bowels have al-

ways been regular; she has never had dia-

rrhoea. The doctors of her native town, Le-

compte, La., called the condition malaria.

The father and mother are both in good

health. There is no venereal history. The

mother had malaria while nursing the child.

She comes to the service complaining only

of weakness and shortness of breath.

Physical examination: The patient is a

chocolate colored negro female child, fairly

well nourished, but under developed. The

mucous membrane of the buccal cavity is pale.

The teeth are in fair condition. The tonsils

are enlarged. The crypts well marked with

pus exuding from one or two of them. The

lymphatic glands are moderately enlarged all

over the body. The lungs are negative. The

heart is negative except for a soft systolic

murmur, which is not transmitted. The abdo-

men appears slightly distended, but there are

no areas of tenderness or rigidity and no

fluid is present. The liver is palpable two

finger breadths below the costal margin; the

spleen is palpable; the kidneys are not palpa-

ble. The reflexes are normal. The urine

was negative on several examinations except

for a few hyaline casts. During the patient’s

stay in the hospital of about four months the

temperature ranged from normal to 101; the

p'ulse from 85 to 110. The blood pressure

was not taken.
Blood Pictures: Jan. 27th, 1913 Hg'l. 30
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per cent to 35 per cent. Neutrophiles 44 per
cent. Small lymphocytes 4 per cent. Large
lymphocytes 3*3 per cent. Large mononeu-
clear leucocytes 11 per cent. Transitional

forms 4 per cent. Myelocytes 3 per cent.

Eosinophiles 0 per cent; basophiles 1 per cent.

Neucleated reds 0. Total white corpuscles
>14,900. Total red corpuscles 1,912,000.
January 28, 1913. Hgh. 30 per cent to

35 per cent. Neutrophiles 61 per cent; small
lymphoctyes 3 per cent; large lymphocytes
26 per cent; large mononeuclear lymphocytes
4 per cent. Eosinophiles 0 per cent; baso-
philes 0 per cent. Transotionals 4 per cent;
Myelocytes 1 per cent. Neucleated red blood
corpuscles one for every one hundred white
cells. Total white blood corpuscles 17,000;
total reds 2,048,000.

January 30th, 1913: Hgl. 30 per cent to 35
per cent; total reds 1,624,000; total whites
17.000.
February 5th, 1913: Hgl. 30 per cent to 35

per cent; total whites 15,000; total reds,
1.856.000.
The case appeared to show nothing out of

the ordinary until one examined the blood
smears, when the curious configuration of
many of the red cells became evident. Five
or six of the corpuscles seen in every field
of the oil immersion were crescenic, sickle
shaped or long and narrow and pointed at
both ends. The smears were studied rather
carefully by Dr. C. C. Bass, Dr. F. M. Johns
and myself, who agreed that they were unique
in our experience. The corpuscles in this
case seemed to us identical with those shown
in the picture of other observers and published
elsewhere.

DISCUSSION
Dr. J. C. Cole: I would like to vouch for

the fact that Dr. Jamison had such a case,
for I recall having seen the smears. I can
add nothing more to what he has said, further
than I think that when we get cases of this
kind or any other case of scientific or unusu-
al interest they should be reported at the
time.

Dr. S. Chaille Jamison: I want to thank Dr.
Cole for vouching for my case. Dr. Bass got
me to report the case and I am here, unfor-
tunately, at a time when he is away from the
city at the meeting of the Southern Medical
Association.

Unfortunately for science, the case did not
die; at least we were not in a position
to obtain autopsy. Unfortunately for
the case, the mother took her from
Hospital. It was one of those cases without
known etiology. We suspected syphillis but the
Wassermann had not taken the position it

has at the present time. Did not find any
Hospital records showing a positive Wasser-
mann. I think it must have been a case of
hereditary lues. There were not ova in the
stools. • As far as the blood picture
went, on account of the lack of eneucleated
corpuscles and her youth we could not make
a diagnosis of pernicious anemia. We put it

down as a case of secondary anemia. I tried
to follow up the case. I wrote several postal
cards, one a year ago, but received no an-
swer.

PRACTICAL APPLICATION OF
HIGH VOLTAGE X-RAYS. 1*

By S. C. Barrow, M.D.
Shreveport, La.

The subject of high voltage X-Ray
therapy has already in the last few
years been so discussed and re-discussed
that it is hardly possible now to touch
on a point that has not been investigated
and certain ideas established, in many
instances definite facts established and
laws formulated.

This does not mean that the science

of deep therapy is now exact but rather
by extensive study and experimentation
a foundation has been laid upon which
there will grew a really scientific X-Ray
therapy.

By the term high voltage we mean
voltage in the neighborhood of 200 K. V.
or more and while this has only recently

come into general use, we must not for-

get that voltage of this intensity was
used by the pioneers with small m. a.

in the eld days of the static machine
and induction coil. Years ago I saw
X-Rays being used for deep therapy in

which the back-up spark on points was
14 to 15 inches. Riviere reported in

1903 a case of carcinoma successfully

treated by X-Rays, using a Muret tube
backing up a 40 c. m. spark gap.

This is only said to remind us that

high voltage therapy is not so recent as

the general public and profession be-

lieve and that we can only expect re-

sults if administered in accordance with
the laws which have been and are being
formulated by truly scientific researches
and not in the haphazard guess work of
the past. The development of accurate
measuring apparatus and facts deter-

mined as a result have done more to ad-
vance X-ray therapy and place it on a
firm basis than the manufacture of high
voltage machines. In fact the whole
technique of deep X-ray thereapy has
been changed because of the facts es-

tablished, the result of accurate ioniza-

tion measurements in the depth.
In the beginning it would be well for

us to remember that it has never been
proven and few claim that there is any
difference in the biologic action of

X-Rays produced by 200 K. V. and those

*Read Before the Louisiana State Medical Society,
April 24-26, 1923.
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by 100 K. V. providing the same energy
is delivered to the cell. The detailed

work of Kroneig and Fraedrick has
definitely settled this point and they
summarize their results in these words:
“Within the limits of hardness of radia-

tion investigated (X-Rays filtered

through 3 m. m. of aluminum and
X-Rays filtered through 1 m. m. of

copper) the intensity of the biologic ac-

tion is practically independent of the
hardness of the rays, the intensity of

the biologic action is only dependent
upon the radiation energy absorbed.
A lesion on the surface will respond

in the same manner to X-Rays generated
by high voltage as by low voltage and so

a lesion in the deep tissues will respond
in the same way providing the same
radiation energy is delivered to the part.

Again it has been proven and now ac-

cepted that only a small part of the
X-Ray results produced in the tissues is

due to the primary beam but rather to

the scattered and secondary radiation
and a phenomena known to us all since

the early days is that scattered and more
secondary ravs result when high vol-

tage is used than low voltage. The ac-

tion of the primary rays is an indirect

one; the biologic action being produced
by the beta corpuscular elements set up
in the tissue. The result of the primary
radiation. A self evident fact also ex-
ists that these beta corpuscular elements
are more numerous at the point of im-
pact of the primary beam than distant
from it, hence the only logical conclu-

sion will be that more intense effects re-

sult when the primary radiation is accu-
rately focused than when indiscrimi-
nately applied.

The question then naturally present-
ing itself first to our minds is why use
high voltage? In a few words but accu-
rately, the answer is: Because we can
do the same thing more quickly, more
precisely and with more certainty than
when using low voltagq.

It is my opinion that the man operat-
ing a machine capable of generating
140 K. V. can do in most cases as suc-
cessful work as the one operating with
200 K. V. providing he comprehends the
basic principals and uses a technique
necessary to deliver to the depth the
proper amount of measured radiation
energy. A comparison of the depth

doses gotten when operating with 200
K. V. with those attained by using 140
K. V. is convincing evidence of the ad-
vantage in using the former. The use of
the lower voltage necessitates multiple
ports and necessarily renders more diffi-

cult, more hazardous and more inac-

curate the delivery of the proper depth
dose.

By the use of modern apparatus it is

now possible to determine accurately the
exact amount of radiation which reaches
the deep tissues compared to the amount
delivered to the surface. The ionization

effect of X-Rays is in direct proportion
to the quantity and the same amount of

ionization in the tissue results in the
same biologic action regardless of

Showing Uniform Radiation of Pelvis using H.V. X-Ray
alone

whether a high or low voltage is used.

The various measuring apparatus now
in use, all of which are based on the same
principal—the electroscope response to

ionization—enable us to tell the exact

per cent of surface radiation which
reaches various depths in the tissue, and
by simple mathematical calculations we
can devise formulae which will give us

the required dose at any depth. The use

of ionization measurements has estab-

lished the following facts which we must
hold in mind and which form the basic

principles of deep thereby :

(a) The greater the T. S. D. the

greater the proportion depth dose.

(b) The larger the port of entry the

larger the depth dose.
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(c) The greater part of the depth

dose is due to secondary radiation.

(d) That the higher the voltage used

the greater is the proportionate depth

dose.

(e) The biologic action is dependent

on the quantity rather than the quality

of radiation.

Here I would urge the necessity of

everyone doing high voltage therapy

having access to a measuring appara-

tus of some type for the testing of his

own apparatus and the devising of for-

mulae for administering different

doses. To blindly follow the curves,

twists, turns and silhouettes now so

common, is to invite disaster as surely

as will the practice of treating so many
hours because the manufacturer says

so.

The skin tolerance is yet and doubt-

less always will be a barrier and limit

to radiation and forces us to a cross-

fire attack in the use of high, the same
not so difficult, as in low voltage

X-Rays.
The use of high voltage X-Rays is

principally concerned in the treatment
of malignancy. That X-Rays will de-

vitalize cancer cells is admitted and the

problem confronting us is, what is the

necessary amount of radiation to per-

manently inhibit the growth of the va-

rious maligant cells and how can we
deliver same without endangering the

normal cells? Two questions are here
asked covering the most important
phase of X-Ray Therapy and the an-

swer to neither seems likely in the near
future.

The X-Ray cancer dose varies accord-
ing to the type of neoplasm and is un-
determined clinically. Wood proposes
as a unit the amount of X-Rays neces-
sary to inhibit a certain rat tumor of

constant and tested biological qualities

but its use seems impracticable. Seitz

and Wintz speak of cancer and other
doses in terms of erythema doses and as
this is the limit beyond which we should
not go, it seems at this stage the most
practical unit for clinical use. From
clinical experimentation they claim the
carcinoma cell is permanently inhibited
by 110 per cent of an amount of X-Rays
which, if applied to the skin, will pro-
duce a deep tanning in two to three
weeks, about 80 per cent of this amount

inhibits the sarcoma cell and 30 per cent

produces amenorrhea.
In our practice we have tried to work

out a practical scheme of dealing with
cancer cases beneath the surface and
have convinced ourselves that 110 per
cent to 115 per cent of the amount of

X-Rays which will produce a heavy tan-
ning of the skin will, if delivered to the
carcinoma cell within a period of a few
days, produce for the time being a dis-

appearance of the local disease in many
cases.

Immediately on the installation of our
high voltage apparatus we set about to

determine, using a given setting, the
time required to produce a safe erythe-
ma. Knowing by past experience the
factors used when operating with 140'

K. V. necessary to produce this effect,,

by the use of the iontoquantimeter we
calculated the requried time and boldly
administered the dose which we esti-

mated at 9 ma. hours using 200 K. V,.

at 20 inch distance and a half m. m. cop-
per filter. We soon found this produced
rather too heavy a re-action and after

a little experimenting we demonstrated
to our satisfaction that 7 1-2 ma. hours
was the required dose and if applied to

a surface epithelioma without infiltra-

tion and depth, will effect a cure. This
is the dose we are using at this time.
Our next problem was then how to

deliver this dose to various depths plus
10 or 15 per cent without over-dosing
the skin. Having determined what per
cent of the surface dose reached various
depths and having selected to use two,
three or four ports of entry, it was easy
to calculate what fraction of a full Jose
to apply to each port in order to get the
required amount to a three or four inch
depth. This technique will be illustrat-

ed later by slides.

In the use of H. V. X-Rays accuracy
in posturing the patient or parts to be
irradiated is more necessary and should
be followed with more care than in the
use of lower voltages. In fact it is ab-
solutely essential that the parts to be
irradiated should be brought directly in

the part of the central beam and as small'

ports of entry used as is compatible with
the aim of saturating a given area. The
operation of an X-Ray tube with H. V.
is comparable with the use of a high
powered rifle, if aimed correctly and ac-
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curately, the object in mind may be giv-

en a death blow without danger to sur-

rounding objects but if fired without
proper thought and care, may not only
miss the objective but result in disaster

to other objects in the vicinity. For this

reason I have chosen an installation

which is shown in illustration that en-

ables me to place my tube at any angle

or shift desired and at the same time
allows the patient to be postured in any
pose desirable. The practice of treat-

ing patients through a hole in the wall,

floor or ceiling, I believe is incompati-

ble with accuracy and will ever be so

until tubes are made which will enable

us to get sufficient depth doses in one
or not more than two ports of entry de-

spite the opinions and practice of some
of our authorities and good friends to

the contrary.

In the treatment of deep malignancy
the area of known and suspicioned ma-
lignancy must receive a saturation

dose of equal intensity as near as possi-

ble throughout

—

one small area of dis-

ease if under- dosed vitiates the whole
result while an overdose at other parts

only lowers the resistance of tissue

needed in the defense. With a tube and
table installation where angulation of

tube and patient can be easily arranged,
it is easy to saturate an area, say of

the pelvis, with X-Rays, of any desired

size, with any desired dose. In the ma-
jority of cases with present voltages

and present depth doses attainable this

can only be accomplished by the use of

several ports of entry, four will easily

cover the average requirements.
Realizing the difficulty of accom-

plishing this end by the use of a small
number of ports has led some to the
practice of using radium and X-
Rays conjointly, which I believe to

be illogical, unscientific and from a phy-
sical and biologic standpoint, grossly
wrong. The intensity of radium radia-

tion decreases so rapidly as we measure
out from the point of contact that with-
in a few c. m. its effect is negligible

while with X-Rays the variation is

scarcely noticeable. Using the radium
measurements of intensity given by
Schmid’s with the X-ray measurements
made in our laboratory, we find it im-
possible to juggle the figures into any
combination after many hours effort

which will show a uniform radiation in

any way approaching the uniformity
gotten by X-Rays alone. In practice

our results have been equally disap-

pointing. Where we have used the two
in combination we have had cystitis,

proetitis, colitis and seen our patients

grow worse day by day. The cuts il-

lustrating Schmitz’ technique, if ex-

amined carefully, will show the same
wide variation of dosage, far over at

some points and way under at others,

as the chart which we show you.

In all cases of malignancy definitely

limited to a small area or to an organ or

tissue, the removal or destruction of

which will not hazard the life of the pa-

Showing Lack of Uniform Radiation when using
Radium and X-Ray Combined

tient or probably disseminate the dis-

ease; radium or surgery, it would ap-

pear, should claim first consideration.

In others where the disease is more v
ride

spread or when from anatomy of the

parts we may expect early scattering,

X-Radiation is the choice. An unbaised

opinion or group of opinions will in

many instances place the case in a class

calling for the judicious use of all

agents, X-Rays, radium, surgery and the

guiding advice of a good medical con-

sultant.

A patient with cancer has a systemic

disease regardless of whether the can-

cer cell is localized or not and the phy-

siologic defences and repair will as of-

ten determine the result as will the re-
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moval or destruction of the cancer focus.

These are facts that must be realized

by all of us when we review our failures

and seek an explanation for our occa-

sional successes.

In 1917 a distress signal was sounded
by the people of Europe when a con-

science less and .deadly foe was striking

at their very vitals and threatening des-

truction of civilizations structure. That
wonderful mind, leader and inspirer of

men, arose to the occasion and by forc-

ing a unity of action paved the way for

the checking and final destruction of the

menace which hovered over the whole
world.

Today an SOS signal is in the air, a
deadly enemy threatens every man,
woman and child and they are looking
to the medical profession for help as Eu-
rope appealed to America. Shall we or
will we fail them? We need no leader

to point us the way. Unity of action
we know is the only solution. We are
all members of a great profession and
it should matter not to which particu-

lar branch the individual case should go.

For the accomplishing of the greatest
good to the greatest number let us pool

and coordinate our efforts, the Radio
Therapist, the clinician and the surgeon.

DISCUSSION
Dr. Lester J. Williams (Baton Rouge) : The

greatest aid to the physician are the instru-
ments of precision, and I believe the X-Ray
can be numbered among the instruments of
precision. With the advent of the high volt-

age X-Ray machine, such as Dr. Barrow has
so ably discussed, we have a precision of X-
Ray dosage that has not been seen in the
past. Malignancy is the greatest menace at
this time that we have to deal with, and our
real hope of salvation I think lies in the high
voltage apparatus and deep X-Ray therapy.

I was in hopes Doctor Barrow would give
us some of the statistics of his work along
this line, and I trust in closing he will see fit

to mention some of his clinical cases.
Dr. Adolph Henriques (New Orleans) : I

cannot say that I agree altogether with Doctor
Barrow in several of the statements he made.
It is true that Seitz and Johnson are of the
opinion that it is a question of the quantity
of X-Ray that gets into the tissue, but a
great many other authorities are of the opin-
ion that the quality of the radiation plays a
great part in the treatment of malignancy.
A great many authorities are of the opinion,
and I heartily concur with them, that the
best results to be obtained in the treatment
of malignancy by radio therapeutic measures
consist of combining radium with the high
voltage X-Ray therapy. I think the results
to be obtained will be better by a careful
study of the dosage, and by combining these

two agencies. It is a fact that in a number
of cases we can cause the disappearance of
malignant growth by means of radio therapy.
Ewing has called attention to the fact that
the reaction of the tissues to these agents
is specific, that tissue defects are called forth
by these agents which are produced by no
other means. Unquestionably the use of a
radioactive substance, or radio therapy and the
high voltage X-Ray will cause an increasing
number of palliations, and an increased j;er

-

centage of total disappearance of the growth

„

But I do not think that radio activity and high
voltage therapy have solved the problem of
cancer. Until we find something which will
take care of the metastases we have not
reached the solution of the problem. But
unquestionably it is a step in the right direc-
tion, although there are so many unknown
factors in cancer that we have not reached
the correct solution. I think the local growth
should be treated, but also the matter of hy-
giene and living considered as well as the
local growth.

Dr. S. C. Barrow (closing') : I can only
say to Doctor Williams that I have no sta-
tistics. We are trying to cure cancer andi
other things and are succeeding to the ex-
tent of clearing up some cases for the time
being that make us extremely enthusiastic,
but we have no cures of cancer that we know
of. If we have, possibly we will know it af-
ter a lapse of years. In the meantime we
are trying to use a measure that is clearing"
them up more rapidly and apparently more
effectively than anything we have used be-
fore. We are using radium constantly ancS
regularly, in proper doses, in every case of
incipient carcinoma of the cervix, but we sc
seldom get them when they are incipient that
we cannot depend upon radium to reach out
and get the malignant cells that have passed
beyond the cervical tissue. We did use-
radium and X-Ray together, but it gave us-
some distressing results, so we came t© the
conclusion that we were overdoing the treat-
ment in certain fields and underdoing it iru
others, so we now use radium only where we
know the disease is still limited” to the cer-
vix. These are rare cases. But we cannot
use these two agents together successfully at
the same time.

REPORT OF ONE HUNDRED ANES-
THETICS ADMINISTERED WITH

ETHYLENE GAS.*
By E. E. Allgeyer, M.D.

New Orleans.

In our search for the best anesthetic
in all respects, there has come to us
Ethylene, the employment of which is
undoubtedly in its infancy, and I have
come tonight to point out certain facts
concerning this drug.
To Dr. A. B. Luckhart, of Chicago1

,
we must give the credit for discovering
from a practical point of view its anes-

*Read Before the Orleans Parish Medical Society-
November 12, 1923.
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thetic property. In the American Medi-
cal Association Journal, we are told that

Hermann and Davy and Muller some
forty years ago employed Ethylene and
Acetylene in anesthesia, and the older

books upon this subject mention this

compound. Dr. Luckhart contends that

the latter was a co mbination of Ethylene
with Chlorine. All the literature seems
to be so undecided that I deem it unnec-
essary to go further into it.

Ethylene is a gas of ordinary tem-
perature, having the formula C-H 4

.

Its odor as we know it commercially is

that of molasses and garlic, and when
inhaled in concentrated form, produces

an irritating cough, leaving a metallic

taste. It becomes liquid only under
great pressure. That it is inflammable,
can be readily seen when one knows that

it is a part of our ordinary illuminating

gas, but for practical purposes, unless

exposed to a flame, this is nearly negligi-

ble. It forms an explosive mixture when
combined with four parts to 96 parts of

air. It is manufactured by the dehydra-
tion of grain of Ethyl Alcohol with
Phosphoric Acid, and placed commer-
cially in the large tanks with which we
are familiar.

Before going into this subject, a fore-

word seems timely and necessary. We
do not want the impression to be made
that this work is to praise this new
agent, for if it is to be not practical, we
Avant to condemn it and to do it right

now.
Taking the cases as I have seen them

in my A\rork, they can be tabulated as

follows: Laparotomies, which consist

of nearly every variety of work, ap-

pendectomies predominating, 36; other
major operations which include hernias,

breast amputations, amputations of

limbs, thyroidectomies, etc., 35; minor
operations, those usually done in the
treatment room, 29; in other words, a

fair assortment of all sorts of surgical

work. In this series, records were kept

as to time of induction
;
length of opera-

tion
;

degree of relaxation
;

whether
Ether was required or not

; the time for

return to consciousness after anesthesia

was discontinued
;
whether the amount

of hemorrhage was increased, and the

amount of nausea and vomiting follow-

ing anesthesia.

Induction was in every instance,

rapid, as we note it in Nitrous Oxide
anesthesia, the operation being begun
usually within ten minutes. In quite a

number, we were obliged to have the

operator wait for twelve minutes; this,

of course, is no improvement on the

other methods.
To consider shock and many other

points bearing on this important symp-
tom, the length of time of the operation

should be stated. The usual range was
from a few minutes to, in one case, three

hours and ten minutes. Eighteen of our

cases were of over one hour’s duration.

The other average longer procedures
were from 30 minutes to one hour.

The much flaunted relaxation so

widely spread the whole country over, I

am afraid can not be corroborated in all

instances. In eighty of the cases, the

relaxation was very satisfactory and all

work could be done deliberately. In the

remaining twenty, eight of these were
slightly difficult, but by increasing the

dose, surgical anesthesia was obtained

and maintained. In ten cases, Ether
was necessary to produce thorough re-

laxation, the amount given ranging from
one-half an ounce to two and one-half

ounces. These patients gave us consid-

erable trouble and strained without the

addition of the more powerful relaxant.

It is interesting to note that six cf these

were upper abdominal operations involv-

ing a gall bladder region, one respected

by all of us and quite a test as to the

capability of an anesthetic drug to

abolish reflexes. In two patients, it was
necessary to push anesthesia to a near

dangerous overdose. These were for

unprepared patients in both instances

and should warn us that the danger dose

must be anticipated at times.

The general opinion that comes to us

is that quite deep anesthesia is obtained

with a usually low percentage of Ethy-

lene (85-80) and a high percentage of

Oxygen (15-20 Oxygen). Unfortu-

nately, my observations have not proved

this to* be a fact. The records show that

the average was 86-92 per cent Ethy-

lene, the remainder Oxygen (14-8 Oxy-

gen). This, I believe, is of great inter-

est to all because any method which ne-

cessitates the exclusion of all air should

recall the vital necessity of Oxygen, and

the more we can allow, the more safety

to our patient. We are all well ac-
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quainted with the cyanotic patient when
Nitrous Oxide is used and we know that

not often were we able to do work with

this anesthetic and a percentage of

Oxygen greater than 5 per cent on up
rarely to 10 per cent. Since practice

shows us that we are infrequently re-

quired to reduce this percentage to

lower than 8 per cent for continued

lengths of time, which my records show,

it is a striking advantage gained over

the older method. That prolonged an-

oxemia is a danger, we must appreciate

and by all means foster all research

which will eliminate this condition.

Having considered the two most ad-

vertised points in this form of anes-

thesia, we must consider the effect on
the circulation as we see in on the oper-

ating table. As a foreword, actual blood

pressures were not taken, but the pulse

rate was charted every five miutes and
any change apparent to the finger in

the volume of the pulse was noted. The
condition known as shock was not con-

sidered unless the rate was increased to

above 120 and the volume perceptibly

decreased. In only nine cases was this

rate exceeded, nor did I consider these

patients shocked. Two of these were
operations on the thyroid with a border-

ing failure of circulation when started.

Three were cases of acute appendicitis

with considerable toxemia when the op-

eration was undertaken. Reviewing
these latter records, I find that the re-

mainder show only a mild degree of

circulatory failure, if any. In no case

was it necessary to infuse the patient in

order to support the circulation. The
striking observation of the pulse is its

slowness which I have no doubt is caused

by direct action of Ethylene. What the

physiological reason for this is, has as

yet been undetermined; still it is an
interesting fact in following up the cases

after anesthesia, to find that the degree

of depression to the circulatory system
is minimum as compared to our results

with previous methods. In other words,

patients who have been operated under
this drug to produce insensibility were

I found less drained of their vitality, a

necessary requisite for a speedy con-

valescence.

To show a few of the effects when
prolonged administration has been un-
dergone, I can cite the long cases

:

1. One of 2 hours and 45 minutes
duration which shows a chart with the

pulse at the start, 76, rising in 45 min-
utes to 110, then falling back rapidly to

90 and remaining so until its termina-
tion. The pulse was full and regular
throughout.

2. Another case of 3 hours and 10
minutes; a pulse of 110, remaining so

for 1 hour and 35 minutes, then increas-

ing to 134 for 15 minutes, returning to

100 until the end of the operation.

3. The above is quite the usual pic-

ture in the average long procedure and
one which I am sure teaches us a great
deal.

In all but one record, did we find that

consciousness did not return almost im-
mediately upon discontinuing the anes-
thesia, even when Ether was used as a
relaxant. This, to my mind, will show
that if the latter drug must be employed,
only a small amount is usually required.

One icf the most disagreeable symp-
toms that patients complain of follow-

ing operation is that of nausea and
vomiting. Has this new agent improved
this condition? I shall leave this matter
to your own judgment when you have
seen cur results. The records used show
what the patient did the first eight or
ten hours following, after which lapse

of time all of the drug employed had
been eleminated. The results are as
follows

:

1. In nine cases only do we see the
patient made considerably sick by being
nauseated and vomiting several times.

2. Thirteen others were bothered with
considerable nausea, having only one or

no emesis.
3. Five others suffered with a negli-

gible nausea, the remainder being free

of any such complications.
It must be stated that in some, the

patient was permitted to return home
practically at once and such a follow up
was impossible. This only happened
eight or ten times. In my opinion, the
records will show a decided advantage
over the former methods and we hope
in the future such good results will be
maintained.

So far I have presented the praise-

worthy facts concerning the employment
of Ethylene. New, let us look into its

disadvantages. The bad odor of this

compound is one most complained of by
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both patient and attending staff and
which should certainly be eliminated if

possible.

A decided disadvantage from many
points of view is the increased amount
of bleeding at the site of operation. This
is explained as a vasomotor relaxation.

In the face of exsanguination or conges-

tion and also in certain individuals with
a low coagulation time, this would be a

decided contraindication for its use.

Physiologic experimentation has only

been begun and a great deal of work
will be necessary before conclusions can
be made as to its effects upon the vital

systems of the human organism. Still

we can state some clinical observations
of what we think will be the results. The
respiration is usually slow throughout,
some remaining within the normal limit

of 18-24 and some considerably slower
than that. This is due most probably
to a depressing action upon the respira-

tory center. I believe that experimenta-
tion will uphold this contention. Air
passages are not irritated under Ethy-
lene and administration with acute
bronchitis pre-existing, did not in any
way increase the severity of the inflam-
mation.

The heart rate is slow, some coming
down to as low as 50, in a few instances,

and many times I have seen the pulse

beat between 60-70, in spite of consider-

able operative manipulation. Whether
this is a stimulation of the centers slow-

ing the heart or a depression of the ac-

celerators has not as yet been de-

termined. Simultaneously, the blood
pressure shows a fall, again a vasomotor
depression and relaxation along with the
slowing of the heart. In a few cases
where continuous blood pressure was
taken, the charts show from 10-30 mms
mercury drop in the systolic at first and
gradually rising towards its original

level. These records though are only
too few for a study of this fact. It seems
safe to say that in the presence of myo-
cardial degeneration, Ethylene is safer

than Nitrous Oxide on account of the
lessened anoxemia required to produce
anesthesia. The kidneys, a part of the

cardiorenal system seem to be unaf-
fected clinically, for in the face of ex-

tensive disease of this organ, it wras ad-

ministered and less harm was done than

is usually seen w?hen surgical interven-

tion is necessary in such cases.

In summarizing my statistics, I can
state that I consider that

:

1. Ethylene gas, on the one hand,

does produce a deeper anesthesia with
accompanying relaxation than does

Nitrous Oxide and that it does so with-

out requiring that the necessary amount
of Oxygen be nearly as limited.

2. On the other hand it has not been
able to produce this relaxation in quite

as great a percentage of abdominal work
as does Ether, but when this is required,

only small amounts will give us the de-

sired results as were shown when we
consider the eight of the nine cases so

treated were awake immediately, not

having any of the effects of the latter

drug.
3. Less shock is certainly the prevail-

ing picture presenting itself and one

giving incentive to desire to prove this

quality without doubt.

4. The unprepared patient whom we
must subsequently treat in the office or

in the treatment room of the hospital

can be given a much safer anesthetic.

This class of case so frequently required

a dangerous over-dose when Nitrous

Oxide was employed that I personally

have welcomed any other products which

would eliminate such a condition.

5. Hemorrhage is increased, a great

possibility for a contraindication.

6. All facts considered so far, it is a

safer gas anesthetic.

DISCUSSION

Dr. O. C. Cassegrain: I had occasion, about

two weeks ago, to use ethylene for the first

time. Dr. Allgeyer gave it for me. It was
a simple case a DcCe application of Radium
but the thing that struck me most was the

rapidity with which the patient came out of

the anesthesia. About 2 minutes I should say.

She was conversing rationally as she left the

operating room.
Dr. W. B. Baker: In regard to the slowing

of the pulse. Dr. Jackson, a pharmacologist,

has done considerable experimental work
with ethylene, and believes that the heart is

retarded by stimulation of the vagus centers,

but that it would be impossible to produce
death by this action. He believes that ethy-

lene produces death in the same way as does

nitrous oxide by suffocation.
Our experience with nausea and vomiting

following ethylene anesthesia has been about

the same as Dr. Allgeyer’s, but there is one

other little point I wish to bring out—patients

frequently complained of headache following

nitrous oxide, presumably due to anoxemia.
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This very rarely occurs following ehtylene.

We have in our work a considerable num-
ber of blood pressure records, and I have to

disagree with Dr. Allgeyer on that point.

Ours show a uniform rise of about ten or

twenty mm., in the early stages of the anes-
thetic, followed usually by a return to nor-
mal in a short time, which is maintained usu-
ally throughout the remainder of the opera-
tion.

One of the main disadvantages I have ex-

perienced is the lack of uniform results. Many
cases are very easy, but I have had several
which I was entirely unable to handle with-
out resorting to ether.

Dr. Herb of Chicago has done 900 cr 1000
cases up to the present time. At first she
used about 80 pe rcent ethylene and 20 per
cent oxyg'en. At that time she procured her
ethylene from Dr. Luekhart, who I understand
had it made in the university laboratories.
When she began getting it from che present
commercial source, she found it necessary to
increase the percentage of ethylene to 85 or
90,and cut down the oxygen correspondingly,
presumably because of impurities in the gas.
We hope that when we can get pure ethylene
there will not be so much odor, and that anes-
thesia can be maintained with a lower per-
centage of the gas, making it possible to give
more oxygen.
Up to the present time, there has been

only one death from ethylene reported, and
it was from a series of twenty cases. I do
not know the details of this case, and can
only give it to you for what it is worth. Dr.
Herb claims almost 1000 with no trouble of
any kind, and several hundred other cases
have been done in different places with no
fatalities.

I wish to compliment Dr. Allg’eyer on the
case records. It is a difficult task to chart
all the details he has given and administer
an anesthetic at the same time.

Dr. E. E. Allgeyer: There were many facts
I did not bring out on account of small
amount of time. I have noticed the ab-

sence of headaches Dr. Baker mentioned.
With nitrous oxide patients often get head-
aches from low percentages of oxygen re-

quired.
As far as the blood pressure is concerned, I

stated my records were insufficient to make
a statement as I deemed it more necessary to

v/atch the patient than to take the blood pres-

sure every five minutes. This is difficult un-
less there is someone helping.

I noticed that most of the cases in which
we have had unstable results have been usu-
ally in laboratories and nearly all were in

the upper abdomen, where deep anesthesia
must be obtained before there is relaxation
of the parts concerned.

We are not getting the absolutely pure
product. The Ohio Manufacturing Co., have
just written to me saying that they are mak-
ing every effort to bring it up to sandard.

Dr. Cassegrain’s case (D. & C application
of radium) shows the usual results that we
have seen. Those patients are quite nau-
seated and vomit a great deal where anes-
thetized by nitrous oxide. I have administer-
ed ethylene three times for such applications
around the pelvis and they have not suffered
hardly any nausea which seems a great im-
provement.

Contra-indications: I stated that increase
of hemorrhage was likely to occur therefore
bleeders may have dangerous hemorrhage as
a result. I have noticed in the obstetrical
work under ethylene (in version and applica-
tion of forceps) that the uterus was so re-
laxed that bleeding was quite excessive I

had to turn to nitrous oxide. This did not hap-
pen in more than 2 cases.

In the presence of medical conditions such
as cardio renal disease, diabetes, mild inflam-
mation of the lungs the gas was administered
with no aggravation of the pathology present.
It seems that ethylene does not do any harm
when such are present and we hope that more
work of this character will uphold our pres-
ent opinion.
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Mr. President, ladies and gentlemen:
I wish it were in my power to speak in

adequate terms of the life work of the

distinguished guest of the evening, but
fortunately for me the achievements of

Sir Thomas Oliver are so universally

recognized that they speak for him and
for his labors far more eloquently than
any praise that could be showered upon
him by the most gifted orator.

To extol his merits before a medical
audience would be very much like “car-

rying coals” to his home in Newcastle

—

a superfluous and futile task. It is,

however, only right and proper, since

Sir Thomas has traveled so far from his

busy home on the Tyne, to honor us with
this visit, that we should show him as

medical men and citizens of an enlight-

ened community, that we share in the
sentiments of admiration and respect

which are felt for him everywhere for

the life of faithful service that he has
given to the betterment of the industrial

classes of his country and of the world.

In no way has the humanizing in-

fluences of medicine been better dis-

played than in the special field of work
in which Sir Thomas Oliver has been
engaged.

In fact, in the cultivation of that

branch of hygiene and preventive medi-
cine which is dedicated to the study of

the relations of the dangerous trades

and occupations to health and effi-

ciency, the medical profession has
proved the most potent agency for the
protection and uplift of the appressed
and suffering masses of the underworld
of toil.

In the study of the physical ills which
affect the health and lives of the in-

dustrial classes the medical profession
has had to deal at first hand, with the

fundamental causes of poverty and dis-

tress. In this way hygiene and sani-

tary science have inevitably merged the

interests of medicine with those of a
common humanity, of sociology and
political economy; and in this way,
again, Medicine has been not only a

help mate but a guide to the Church and
to the State.

The dangers and diseases inherent to

certain occupations and trades were
known in the earliest civilizations and
as far back as Hippocrates and Galen.

But it was not until the invention of

the steam engine and the rapid advance
of the mechanical and chemical sciences

and arts, in the latter part of the eigh-

teenth century, that the tremendous
rise in the manufacturing industries

and trades brought before the eye of

the world the evils and dangers that be-

set the swarming multitudes who flock-

ed to the great centers of industry and
commerce.
The effect of this rapid concentration

of an indigent and improvident popula-

tion in a crowded and unhealthy en-

vironment, and of the indiscriminate
employment of men, women and children

without sanitary supervision or govern-
mental control, soon became apparent.
The working people realized that steam,
machinery, electricity and speed had not

improved their lot in life and spoke of

their conditions as one of slavery and of

their factories and sweatshops as

“slaughter houses.”

The conditions that prevailed in the

British industrial centers up to the mid-
dle of the last century, 1850 and later,

388
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were a were sample of the general mis-

ery that prevailed among the working
classes the world over. Infantile and
juvenile mortality was enormous, and
those who attained youth became prema-
turely old and decrepit before manhood.
In one manufacturing city, Manchester,
in 1863, the average age of the working
classes was only 22 years as compared
with the 46 years of the higher classes.

Even much later the general death rate

for the whole of England of 22 per 1,000

was raised to 36 per 1000 per annum in

the industrial districts. The squalor,

misery and the toll of death exacted of

the underworld of toil, as the price of

industrial and manufacturing progress,
has furnished an inexhaustable theme
for the poets, novelists, artists and his-

torians of all countries. These evils

need only be mentioned to make us
realize in all their vividness the violent

social reactions and revolutionary up-
heavals that they have brought forth in

the more oppressed countries of Europe
arid which are now the subject of anx-
ious concern of the entire civilized

world.

England, the most active and produc-
tive manufacturing nation, was pri-

marily concerned in the alleviation of
these growing evils and the need of pro-
tecting her industrial population was
recognized not only in the interests of
pure humanity, but as a matter of social,

political and economic necessity. Laws
directed to the hygienic and moral pro-
tection of the wage earners by inspec-
tion and supervision of the factories
through justices of the peace and by the
clergy were enacted as early as 1802.
These were soon found inadequate and
other laws of broader scope were added
in the course of years. But it was not
until 1891 that the supervision and sani-
tary control of the factories and trades
was placed in the hands of the sanitary
authorities and local medical officers of
health. In 1897 the workmen’s compen-
sation act was passed by parliament
which, as subsequently amended and ex-
panded in 1906, marks one of the great-
est epochs in the history of protective
labor legislation. In the form of insur-
ance against accident and occupational
disease, and in other ways, it has been
adopted in principle* at least, by most of
the great nations of the world.

The constantly growing agitation and
discussion of the living and social condi-

tions of the industrial classes has led to

administrative and legislative reforms;

which have improved the status of labor

all over the world. The trend and ten-

dency of legislation in England, in the

continent of Europe, and especially in

our own country, has been to limit the

hours of labor, to raise the age limit of
child labor from 5 to 15 and even 16

years in some states; to exclude women
and children from certain industries,

especially dangerous to their age and
sex ; to provide hours of rest and recrea-

tion; to provide for adequate ventila-

tion, fire protection, light, heat andi

safety devices against machinery and
other industrial accidents

;
to protect

the eye, ear, nose and skin of the opera-

tives in certain industries in which these

organs are especially endangered; to

allay dangerous dust in mining, textile

factories and other dust-creating occu-

pations; to regulate the manufacture of
certain especially toxic products such as

lead, phosphorous, mercury and other
noxious substances; to provide in some
cases for the periodical medical examin-
ations of all employees, and, again, to

provide compensation and indemnity for

the disabilities and deaths caused by ac-

cident or diseases contracted in the line-

of duty.

In the endeavor to attained these and'

other beneficent ends the labor leaders;

have found inspiration and their most
effective weapons in the vast storehouse-

of medical knowledge,—a
' knowledge

which has accumulated in modern times
through the painstaking researches and
laborious investigations of the master
workers of our profession throughout
the world. Therefore, of all the agen-
cies that are working for the physical

welfare and social uplift of the laboring
classes, the physician stands foremost
as the guadian of their most vital inter-

ests.

It is as an exponent of this splendid
1

function that we welcome and honor our
distinguished guest of the evening. In
a vigorous medical career bridged over
by a span of nearly half a century of un-
remitting activity, he has devoted his

best energies to the investigation of the
diseases that are peculiar to the indus-
trial classes and has enriched the litera-



390 Matas-Oliver—Preventive Medicine.

tine of the profession by original con-
tributions on the causes, prevention and
treatment of these diseases. Through
his studies on metallic and mineral pois-

onings as developed in the white lead

and lucifer match factories, and potter-

ies, and by his researches on the meth-
ods of allaying the injurious effects of

the dust of mines and textile factories,

he has obtained practical results which
have minimized the occupational dan-
gers of these industries and thereby-

saved the lives of thousands of workers
engaged in these hitherto forbidding oc-

cupations. As an expert in occupational
diseases and industrial hygiene he has
served as counsellor to his government
on several national and international
commissions which have directed the
measures upon which protective labor
legislation has been based.

His earlier essays on heredity, and his

quite recent discussion “on the factors
which make for efficiency and social up-
lifting of industry,” and “on some social

and medical gains of industrial legisla-

tion,” which appeared last year, show
him to be a philosopher and a statesman,
as well as a doctor. He has been a
pleader all his life for the humanization
of industry and for the uplifting influ-

ence of work, and through it, raising the
standard of mankind and the dignity
of labor. On the other hand, he has tem-
pered his enthusiasm with sound judg-
ment in standing for the co-operation
of the employer with the employed so
that “the program of industrial hygiene
shall all be settled in conformity with
reason and experience and not by mere
sentiment.”

In conclusion. Sir Thomas Oliver’s
writings all clearly show that in spite of
his great flights into other neighboring
domains, he has remained first and fore-
most a physician. It is with the prac-
ticed eye of a medical man, familiar by
long and close contact with the physiog-
nomy and behavior of disease, and as a
clinician keenly trained by long hours of

observation at the bedside, that he has
seen the light which has brought relief

and comfort to his suffering fellows.

And it is as a doctor of medicine and as
a master in his profession that we now
hail Sir Thomas Oliver as one of the
stalwart knights of our order.

Sir Thomas Oliver, M. D., (Glascow)

F. R. S. C., (London) then addressed

the Society, his subject being: “Some

Unrealized Possibilities of Preventive

Medicine.

Permit me to thank you for the

warmth of the reception you have given
me. I feel it is indeed a great honor
and I deem it a great privilege to ad-

dress this audience. It is my intention

to say a few words about preventive
medicine from an industrial point of

view. I am pleased to see that in New
Orleans, as in America generally, there

has been a marked decline in the num-
ber of cases of tuberculosis; as the de-

cline cormenced before the discovery

of the tubercle bacillus it is clearly not

due to this circumstance. Material

prosperity by increasing the resistance

of the individual may have played a part

but it matters little so long as the result

is secured. Without further preface I

pass at once to the subject of preventive
medicine from the industrial point of

view.

I have always held that a man’s occu-

pation should never be a source of illness

to him, but be his means of making a

livelihood and, as far as possible, a

source of pleasure to him. This, how-
ever, has not always been the case. In

the early part of last century, children

of tender years, five or six, were em-
ployed in the coal mines in Great Brit-

ain. The foremen often found the chil-

dren asleep, and thrashed them. Chil-

dren too were employed in factories and
had to work 10 or 12 hours a day. All

this has changed. There is now no child

labor in England under 16 years of age.

Occasionally the law is broken and a

child of 12 years of age may be found
employed. Boys in England leave

school at the age of 14 and are not

taken on as apprentices in factories

until the age of 16. What just to do

with these lads during these two years

is a difficulty. Formerly many of them
worked for small wages as errand and
telegraph boys. They helped to raise

the family income, but the work led

Professor of Principles and Practice of Medicine of

Durham College of Medicine of Newcastle-on-
Tyne, England.
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nowhere. We are making efforts to

establish training schools in vocational

work to which these boys can be sent.

In the early part of last century chil-

dren were taken from the poor houses
and hired out to factory owners. These
were known as “apprentice” children.

After the battle of Waterloo in 1815,

England suffered then, as now, from
unemployment; one-fifth of the people

at that period had become impover-
ished ;

there was much privation and as

a consequence parents sent their chil-

dren into the factories. The prentice

children leased out by the guardians of

the poor were sent out in groups and
were housed together in barracks. I

have been in one of these houses in the

neighborhood of Bradford in Yorkshire
and I was struck with the thickness of

the walls of the building, practically a
prison for children whose delicate hands
I feel sure could not wrench the iron

bars if they tried to. All of this, how-
ever, is a thing of the past.

Talking of boy labor, I remember in

my own father’s house a boy, not more
than eight or nine years of age, coming
with the sweep and being sent up the
chimney to sweep it. Young as I was,
it made me shudder. The practice con-
tinued until after the middle of the last

cetnury when a boy was suffocated in a
chimney. The practice was then for-

bidden by law.

It is a strange circumstance that with
all our unhappy experience in England
of child labor the United States of
America did not apply it. No nation, it

would appear, seems to benefit by the
experience of another.
My name has been associated with

lead poisoning in the industries—the
story of the campaign against it in

Great Britain is simply this. Dr. Matas
told you I began life as a doctor among
cotton spinners. It was amongst these
factory workers that I got into touch
with the laboring classes and came to

take an interest in them. After I was
appointed physician to the Royal Vic-
toria Infirmary of Newcastle-on-Tyne,
I was struck with the large number of

admissions of men and women (par-

ticularly the latter) suffering from lead
poisoning. Hardly a few weeks would
pass without there appearing in the
daily newspapers the account of the

death of a young female from lead

poisoning. Newcastle-on-Tyne is a
center of the white lead industry and
after watching the repetiton of these

sad events I made up my mind that at a
meeting of the British Association of

Science I would draw attention to the
fact and see whether something could
not be done. Lead poisoning was also

taken by me as the subject of lectures

at the Royal College of Physicians in

London. It was after the delivery of

these lectures that Mr. Asquith, then
Home Secretary, appointed a commit-
tee to inquire into the subject of lead

poisoning and invited me to serve, upon
it. I did so. At this particular time I

had known of ruddy, healthy looking

young women going into white lead fac-

tories and dying six to eight weeks aft-

erwards. As a result of the delibera-

tions of the home office committee we
advised the abolition of female labor in

the dangerous processes of white lead

manufacture. This was done. The
employers attacked me and told me that

this would ruin their trade. Women’s
organizations also asked me what busi-

ness I had to interfere with women’s
labor. It was almost impossible for

women, if they were pregnant, to go on
working in the lead factories without
miscarrying. Or, if they went to term,
the infant usually died a day or two
after birth, in convulsions. I have
known of married white lead workers
who had followed their occupation dur-
ing two, three and four pregnancies and
their infants dying before or shortly

after birth, yet when the women subse-
quently took up out-of-door work and
became pregnant they gave birth to

healthy children and these lived. It was
because of the appalling loss of infant
life that I pressed for the elimination of
women from the dangerous processes of
white lead manufacture.

In cor^equence of the reduction in

the number of female lead workers and
with improved factory regulations in-

dustrial lead poisoning in Newcastle-
upon-Tyne and elsewhere has consider-
ably disappeared.

I was invited to go to Hungary as
there had been several deaths from lead
poisoning. When I got there the Minis-
ter of Labor graciously received me and
placed a government office at my dis-



392 Matas-Oliver—Preventive Medicine.

posal. In Hungary the manufacture of

pottery in many places is a home in-

dustry. A potter’s house is also his

workroom. In the kitchen the ware is

made and dipped in the lead glaze
;
here

too the family lives. The children are

raised in an atmosphere laden with lead

dust. We examined the clothes of the

children and we found lead in these, also

in the ordinary household utensils. The
whole family was thus breathing and
swallowing lead dust. It therefore was
not an unusual thing to find that the

potter’s wife or children had died from
plumbism or that some one of the

family was paralyzed. When I reached
Hodmezovaserly, a large village, I was
received by the master potter and in-

vited to visit one of the potter’s houses.

Here a sad sight met my gaze: women,
men and children paralyzed, one or two
of the m blind. The people pleaded with
me and asked if nothing could be done
to help them. That evening we formed
ourselves into a small committee, a

Hungarian doctor assisting me. It was
my wish to report direct to the Hun-
garian government and the recom-
mendation I made was simply this:

that the dipping and drying of the

glazed ware should be carried on away
from the homes of the potters and be

done in a communal house in each vil-

lage so that a potter’s family would be

no longer exposed to lead dust. Three
years after that I went back to Hungary
to see the result. When I got to one of

the villages the doctor met me; he had
prepared a list of cases of lead poison-

ing in the village for the last 20 years,

and there were, 80, 77, 75, 84, etc., until

the id ate of the establishment of the

communal dipping house, when the

number of cases fell to 14 and in the

following years to eight and three. In

addition, the doctor said that he had
received a telegram from the Secretary
of State requesting him to see whether
he could find in the village any cases

of lead poisoning in infants, but the

doctor, after a careful search, could not

find one. This circumstance shows that

much can be idone to alleviate and pre-

vent industrial lead poisoning.

To one other occupational disease I

would like to draw your attention and
that is phosphorus poisoning in the
manufacture of lucifer matches. Sev-

eral cases had occurred in Great Brit-
ain. It is a painful malady. The jaw
bones become inflamed and the affected
portion of bone dies; the pus secreted,

if aspired into the lungs, may cause
broncho - pneumonia. When visiting

match works in France and Belgium
I found among the workers not only
cases of necrosis of the jaw bones but a
peculiar fragility of long bones, with-
out undue strain the long bones of the

body would snap. In Hungary, I saw
several cases of phosphorus necrosis,

some of which were fatal. I found in a
village in Prussian Silesia, in a match
factory, one woman working without
her lower jaw; it had been removed by
a surgeon

;
all she had was the upper

jaw with a small dental plate resting

on the floor of the mouth. There was
considerable scarring of the neck caused
by the operation and yet notwithstand-
ing all this woman had suffered she

had returned to the match factory. It

seemed to me that the only thing to do
was to try to find a harmless substitute

for white phosphorus. I went to France
and found that the French government
was using sesquisulphide of phosphorus.
I experimented upon animals and I

found that the sesquisulphide was non-
poisonous. My colleague, Sir Edward
Thorpe, and I, therefore, recommended
to the home office the desirability of

doing away with white phosphorus and
this was done. In factories where they

had previously cases of phosphorus ne-

crosis, these now ceased, under the new
conditions. This is an illustration of

what can be done to transform a harm-
ful into a harmless occupation ; we did

not abolish an industry but substituted

a non-poisonous for a poisonous sub-

stance.

We are all, as medical men, more or

less interested in the conditions of labor

for the working classes. Since I came
to the states I have had the opportunity

of discussing labor problems with Mr.

Secretary Davis in Washington, also

with Mr. Samuel Gompers as regards
trade unionism. Mr. Gompers told me
that when he began his life’s career

there was no limit to the length of time

men could work. They could work well

on into the night, but now all this has

been stopped; 44 to 48 hours a week is

today the average for nearly all trades,
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with the result, as Mr. Gompers says,

that the longevity of the working classes

has distinctly lengthened. To this

circumstance higher wages and shorter

hours have also contributed. We have
no desire to underestimate the good re-

sults which trade unionism has secured

;

all we say is this : that as medical men
we will co-operate and lend our aid to

any form of activity which will promote
better industrial conditions and improve
the health of the working classes.
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EDUCATION OR LEGISLATION?
It will not be long before the smoke of

political combat will have cleared away
and the new governor of Louisiana will

be sworn in; at the same time, a new
legislature will begin to function (or
disfunction, as time will tell). Many
matters of vital interest to us, as cit-

izens, as medical men and as guardians
of the public health, will come up for
consideration. While we have an excel-

lent committee on “Public Policy and
Legislation,” these gentlemen cannot do
much good unless they have the whole-
hearted support of each and every one
of us. It is now a little early; but, in

order that we may do better than here-

tofore, let each member of the L. S. M.
S. make up his mind to put his shoulder
to the wheel, discuss these matters with
his legislators—elect, early and often,

and, later, when the session opens, go to

Baton Rouge, if need be, and, by person-
al interview, impress upon these sena-
tors and representatives the need of cer-

tain things and the absurdity of others.

In this connection, we are reproducing
an article by Dr. E. C. Ellett, Memphis,
Tenn., originally published in the A. M.
A. Bulletin for December, 1923, entitled

“Whose Responsibility?”
“A few days ago, I was listening to a

man reciting his unfortunate experience
with a doctor, by whom he seemed, ac-

cording to his statement, to have been
badly treated, owing to incompetence on

the part of the physician. The patient

was a prominent influential and intelli-

gent man, to whom one would naturally
listen with respect. He was answered
in this manner: ‘Mr. T., no one knows
better than the doctors that such an ex-

perience is possible, and doubtless hap-
pens, and efforts have been made for

many years to have laws passed whose
object is to eliminate such possibilities.

Every line in our laws looking to that

end has been put there by the physicians
over the strenuous opposition of the

people, such as you.’ He was fair mind-
ed enough to see that this was true and
to admit it. Now it is strictly true that

every line of the law that attempts to

regulate the practice of medicine was en-

acted through the efforts of the regular

medical profession. It is equally true

that no law has been passed, or proposed
for passage, by the profession that in

any way sought to work to the advant-
age of the regular profession. We have
only answered for certain educational
requirements, possessing which a man
could practice medicine as he worship-
ped God, ‘according to the dictates of

his own conscience.’

“We read in a recent number of the

Bulletin (November, 1923), that a so-

ciety has been formed in the interest of

scientific medicine, with laymen at its

head. (“The friends of Medical Pro-
gress”). It is high time that such a so-

ciety should spring into being, and that
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the doctors be relieved of the physical

and financial burden of legislative load,

which is intended to work to the bene-
fit of the people and not to the

benefit of the medical profession. For
the thirty odd years that I have prac-
ticed medicine, there has been a con-

tinual watch and fight and worry nec-

essary, when the state legislature was
in session, to protect the existing laws
from harmful onslaughts, and occasion-

ally to add a little to the structure. At
the last session, an attempt was made
to emasculate the law of one state by
doing awTay with the preliminary re-

quirements. This was done because the
son of one of the legislators was unable
to enter a medical school on account of

lacking of educational attainments.
“The question presents itself. Why

should the medical profession take upon
itself, or be called upon to fight this

battle of altruism? Why not quit, and
let all the quacks and skeptics and
short horses and faddists that the peo-
ple want enter the field of healing? A
dignified statement of the aims and
achievements of the regular profession
should be placed before the people, but
why summon the doctors to go before
legislative committees, and contribute to

funds to enact proper laws ! To the
best of our knowledge, our opinion is

not wanted, at least is not sought. We
come out in favor of what we think is

right, and almost invariably we are ac-

cused of self-seeking; the measures we
advocate are looked on as measures for
our profit and protection. As a matter

of fact, we are the least concerned. We
can protect ourselves and families from
the incompetent and the unprepared,
and this sort of competition probably
never hurts us.

We do vast amounts of public work
for nothing, in hospitals, dispensaries,

state and county institutions, etc., work
whose money value is very large, and
this service is accepted, but when it

comes to asking a hearing on matters
in regard to which our experience and
position should entitle us to be listened

to with respect, we find that our opin-
ions are neither wanted nor heeded.
One is almost tempted to advocate a
‘strike,’ and to demand that if we treat

the state’s and city’s poor gratuitously,

and teach in state institutions for noth-
ing we be given a respectful hearing,
and that our advice be heeded when it

comes to matters of public health and
measures looking to its protection from
the ignorant and unprepared.”

“It is the fashion to combat the ap-

peals of the medical profession on these
lines with a recital of cures in cases in

which regular medical treatment failed.

The treatment of diseases is but a small
part of the question. Epidemiology,
prevention of disease, sanitation and
other large and important questions
which are essentially medical are things
that can only be dealt jwith by trained
men. With these matters, the faddist,

the cults and the thousand and one heal-

ing systems do not deal. They are the
only concerned with treating the indi-

vidual sick person and for a fee.”



PROCEEDINGS OF TOURO INFIRMARY STAFF

Clinical Meeting December, 1923.

(Dr. Feingold, Presiding)

Dr. Heninger: Tonight I wish to dis-

cuss the type of irregularity known as
“Heart Block”. There are two cases
which I wish to present; the etiology

of the two is different. I regret that
I cannot show either one of these cases
for certain reasons. The first case (I

do not know much about the clinical

history) was referred by Dr. Lyons to

the Department of Electrocardiogra-
phy for cardiograms. It was interest-

ing that this lady is known to have had
a peculiar heart disease over a period of

30 years and that it was diagnosed as
“heart block” by Dr. McKenzie over'15
years ago. She had an infectious dis-

ease—I believe Diphtheria. Cardio-
graphic tracings taken in this hospital
showed the sino-auricular—that is,

there is an altered transmission of the
impulse between the pace maker known
as the sino-auricular node and the auri-

cles. Normally, the impulse is received
at the sino-auricular node, passes down
the auricle in a wavelike motion, just
like the ripples resulting from throw-
ing pebbles in a pond of water, and they
collect at the auriculo-ventricular bun-
dle, and transmitted down the “bundle
of His” traveling down to the right and
left branches where it further divides

into numerous small branches, known
as aborizations which run into the
muscle substance of the ventricles.

Thus you see any conditions patholo-

gic or otherwise which would intercede

or delay this impulse anywhere along
this conductive pathway would have a
tendency to cause a heart block. Neces-
sarily, there are different types of heart
block—may be a low grade or a com-
plete block which would give you the

Adam-Stokes syndrome. A sympathe-
tic disturbance would probably cause

a heart block of a very low grade. In

this specific case, the symptoms being
of paroxysmal character, it was thought
best to determine whether this was a

sympathetic block or a true pathological

condition. The method used to deter-

mine this is to do away with the vague
stimulation by the administration of

atropine. This patient was given 1-150
of atropine hypodermically, the exact
amount of atropine received by the pa-
tient not being known on account of the
poor syringe. Cardiograms were im-
mediately taken, 2 minutes, 4 minutes
and 6 minutes after the injection with
the result that the heart block was not
done away with in any of these sets of
tracings. Therefore, we came to the
conclusion that this was a typical case
of pathologic sinu-auricular block, due
to diphtheretic infection, progressing
very slowly.

The second case of heart block is an
exceptional one. This is a case referred
by Dr. Matas, of a traumatic arterio-

venous aneurism of the right femural,
resulting from a pistol shot wound
eleven months ago. The case presented
tumor of the right groin, a palpable
thrill, and enormous enlargement at

that extremity with all the findings of

an arterio-venous aneurism. Aside from
this most interesting feature, our atten-

tion was called to the fact that on deep
pressure over the aneurism, there was a

marked slowing of the pulse. This case

was brought to the Department of Elec-

trocadiography for a complete study of

the cardiovascular system. Cardio-

graphs were taken before and imme-
diately after pressure. Instantaneous-

ly, after pressure there was a slowing
of the heart rate to the extent of thirty

beats per minute. The slowing pro-

gressed until there was a definite de-

layed conduction of the impulse from
the auricle to the ventricle thus estab-

lishing a low grade heart block. On re-

moving pressure, this delayed conduc-

tion was done away with. Up to about

ten days ago, the cause of the heart block

or this marked slowing of the pulse, was
thought to be due to a sudden overfill-

ing of the ventricles after restoring the

circulation to its normal pathway. Re-
cent work has shown that there is no
increase or very little increase in the

pressure in the veins but that this is the

result of the stimulation of the vagus.

It occurred to us that atropine would
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do away with this block or slowing of

the heart beat in the event that it was
due to stimulation of the vagus. Again
the syringe failed, but enough atropine
was obtained so that the slowing and
the conduction time of the impulse was
not altered as much as it was previous
to the injection of atropine. Further
work will be done upon this case and
will be the basis for a communication
at some future date. On passing, I wish
to mention that these are the first elec-

trocardiographic tracings taken on an
arteriovenous aneurism in the United
States as far as the literature shows

:

Dr. Heninger: Case 3. This case is

a very interesting one, although it is

not a heart block but it represents the
first case in this institution of which I

know that died following the adminis-
tration of quinidine sulphate. The pa-
tient was a white man 78 years of
age, entered inside service Touro In-
firmary October 22, 1923, died Novem-
ber 13, 1923. This patient is shown
thru the courtesy of Dr. Lemann.
The findings according to the record

were that the man was rather elderly

looking, marked edema of the lungs and
ankles, evtreme yspnoea, cyanosis. No
general adenopathy, conjunctive1 suf-
fused, no teeth, lips purple. The heart:
Left border extends to the left axillary

line 6 interspace. Right Border : 4

cm. from the mid. sternal line in the
third interspace. There is no visible or
palpable apex impulse. The heart
sounds are distant. The radial pulse
was irregular, easily compressible, rate
120. The abdomen showed free fluid,

liver and spleen not palpable.

On October 27th, electrocardio-

gram was taken and showed auricular
fibrillation. Digitalis was instituted.

Up to this time, 2 ozs. of Tr. Digitalis

had been administered by mouth. Oct.

30th, cardiogram was again taken—the
heart rate was estimated at about 60.

Digitalis was discontinued, although
the heart at this time was still fibrillat-

ing. The spacing between the beats
was so marked that the progress sheet
shows a diagnosis of premature con-
tractions. Nov. 3rd cardiograph shows
fibrillations still present. Auscultation
revealed what was thought to be pre-
mature contraction. Digitalis was in-

stituted again. On Nov. 5th notes from

the progress sheet show pulse 50; an-
other cardiogram taken at this time
shows a marked coupling of beats. Digi-
talis discontinued. Nov. 12th it was
considered that possibly quinidine sul-

phate would stop the fibrillation, and
so was administered in doses of 2 grains
three times daily. A total of 14 grains
was given. On the morning of the 13th
I decided to take another cardiogram to

ascertain the results of this therapeu-
sis. On going to the ward to see the
patient that morning, he was complain-
ing of most excruciating pain in the ab-

domen. He had been given an enema
without relief. He complained about
his treatment in Touro and I thought
he was malingering so that he would
not be taken to the cardiograph labo-

ratory. At about 10 o’clock that morn-
ing cardiograms were taken without
any disturbance whatever and patient

was returned to the ward within a
period of 10 minutes. By noon the pain
did not seem to abate, patient was given
morphine 1-4 grain. In spite of this

the pain still persisted. Patient’s ab-

domen was examined—no evidence of

rigidity was found, abdomen was soft,

flat, no distension. Pain seemed to be
somewhat localized in the epigastrium.

The cardiogram was immediately de-

veloped and had changed completely
from the previous one. It now showed
in addition to auricular fibrillation,

numerous premature contractions which
probably arose in the right ventricle.

From this and the excruciating pain in

the abdomen, the diagnosis of coronary
thrombosis of the left coronary artery
was made. In fact, the death certificate

was signed this way before autopsy. At
midnight, patient became pulseless and
died at 3 A. M.

At 9 o’clock next morning, Nov. 14th
autopsy was performed by Dr. Bowden,
later viewed by Dr. Duval, Dr. Lanford
being out of the city. The heart was
exposed, coronary arteries were opened
and found patent and in perfect condi-

tion. The leaflets of the mitral valve
were markedly sclerosed and the diag-
nosis of “thrombosis of the left coron-
ary” was apparently wrong. After the
heart was removed from the pericardial

sac and studied carefully, there was an
area about the size of a dollar found in

the left ventricle which resembled
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either an old gumma that was healed or

an area of the muscle which had degen-
erated following some previous infarct

many years ago. This area was one of

fibrosis which completely replaced the
muscle tissue of the heart. The remain-
ing muscle fibres were in fairly good
condition in comparison. Such an area
of fibrosis would clinically represent a
condition which would follow a coron-

ary thrombosis and possibly was the

cause of these premature contractions

arising in the right ventricle. Thus the

cardiogram in this case told the truth.

The cause of the man’s pain was no
doubt hemorrhagic infarct of the spleen

which was caused by the administration
of quinidine, the same conditions hav-
ing been reported throughout the United
States on various occasions and it is

one of the frequent causes of death in

these cases.

Dr. Lyons: Discussion Dr. Heninger’s

case. I would like to say just a word
about the first case because I have had
her under observation for about fifteen

years. The irregularity began imme-
diately after a bad case of Diphtheria

30 years ago. Every doctor who listen-

ed to her heart noted it was extremely
irregular. I have watched it for fifteen

years. She has gone through one preg-
nancy 16 years ago without difficulty.

She required considerably more physi-

cal care than a normal individual but
with moderate limitation of physical ex-

ertion she is apparently in good health.

The iterpretation of sphymographic
tracings before we had the electrocar-

diograms was not clear. There was evi-

dence of some heart block and McKenzie
wrote a rather noncommittal letter to

that effect. These are the first electro-

cardiograms that have been made. Sino-

auricular block according to the most
modern authorities that I have seen in

the last year state that you have a total

cardiac standstill. The impulse is

blocked in the sino-auricular node
itself, or if not blocked in the node be-

tween it and the auricles. There is,

therefore, no auricular contraction or
ventricular response.

If you look at the electrocardiogra-

phic curve, you simply have an absence
of everything. No cardiac movement
at all.

This tracing does show P-waves, with

markedly increased conduction time. I

personally do not quite understand the
exact mechanism of this irregularity.
I hoped Dr. Lemann would get Dr.
Dr. White of Boston to give him an
interpretation on the curves when he
was in Boston. The atropine test was
not satisfactory for the reason that Dr.
Heninger stated. It was in a darkened
room and only 1-150 of a grain and
grobably 1-3 of this was lost. The in-

terpretation of the curve to my mind is

not all a simple matter.
Dr. Lemann: I wish to answer the

question as to the cause of embolism
after quinidine. It is thought to be due
to the fact that quinidine stops fibril-

lation, and that when the auricle be-

gins its orderly contractions, a piece of

the mural thrombus previously existing

in the auricle is swept off into the blood

stream. That is the reason they are

afraid of quinidine. I heard from Dr.

Levine of Boston, who can speak au-

thoritatively on quinidine, that his ex-

perience was apparently the same as

ours was here in this case. In old hearts

quinidine is dangerous.
Dr. Eshleman: I wanted to know

whether the autopsy had shown any de-

finite point from which the embolus
had caused death.

Dr. Heninger: When the perito-

neum was opened there was a quantity

of bloody fluid in the peritoneal cavity.

Dr. Duval said it was due to a gas bacil-

lus following death. The real cause of

death he thinks was cardiorenal death

brought on suddenly by possibly an em-

bolus arising from the leaflets of the

mitral valve being thrown off by the

peculiar action of quinidine and finally

lodging in the spleen.

Dr. Lemann: It is only fair to say

that this patient was moribund when he

came in. He was 72 years old, gasping

for breath, and with general anasarca.

He was rendered comfortable by ade-

quate doses of digitalis. However, these

full doses of digitalis did not bring

about a cessation of the fibrillation, as

evidenced by the electrocardiograph,

even when clinically he had had enough

digitalis. I must say that previously I

have been a doubter as to the danger of

quinidine. Quinidine is a salt of quin-

ine, quite analogous to the ordinary

quinine salt we use in malaria, and I
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have always asked myself why quini-

dine could be so dangerous when we
used quinine so generally in the South.

If quinidine and quinine are so danger-

ous, why have we not seen cases of death

due to quinine? Many doses of quinine

must have been given to patients with
heart trouble who also had malaria, or

1

what was thought to be malaria. I shall

proceed with quinidine in the future

with considerably more respect.

A case of Poliomyelitis with Normal
Spinal Fluid—Ludo Von Meysenbug, M.
D., A. B., D. P. boy, aged 2 1-4 years,

neg. birth and feeding history—none of

the children’s diseases.

Spent summer in Evanston, 111., re-

turning to New Orleans on September
1st. On September 15th, Sat. boy was
vaccinated at his home, running about

apparently perfectly normal. That night

had fever, mother called up to ask if it

might be due to vaccination. Was tol'd

probably not. Two days later—saw
patient again and he had fever up to

103 5-10, was drowsy and listless but no
special complaints. Was kept in bed
most of time, but allowed to get up to

go to stool, etc. Four days after onset

patient was very listless, whining, re-

fused food, and resented being disturb-

ed, wanted to be left alone. He seemed

to have pain in his leg, but it was diffi-

cult to understand which leg and he
moved both legs when necessary. Tem-
perature was normal for a day or two,

then shot up again to 104. The physical

examination two days after the prob-

able onset (the night of the vaccina-

tion) showed only a typical grippal

throat. Rafleps were all normal. On
the fourth day, the vaccination began to

take and resulted in a very severe take,

the whole upper arm swelling and being
very red and tender. Temperature at

this time was ascribed to the vaccina-
tion and aside from the listlessness and
somewhat vague evidence of pain in one
or the other leg and the red throat, the
boy’s main trouble seemed to center
about the vaccination. Seven days after
after the first rise in temperature, he
complained of a great deal of pain, and
it was noticed that he refused to move,
even in his bed. The reflexes at this
time showed an absent K. J. on the left,

sluggish but present on the right. There
was also no plantar response on the left

and there seemed to be foot drop and
loss of tone of muscles of the left leg.

A lumbar puncture was done the next
day, 8 days after onset of the disease
and probably not more than 2 days af-

ter onset of paralysis. The fluid was
not under tension, Jdropping out very
slowly. It was perfectly clear. The
cell count showed 5 cells per cmm. and
globulin test was negative. Routine
Wassermann was also negative. This
spinal fluid finding threw considerable
doubt on the diagnosis of poliomyelitis.

The only other condition that could have
given a similar clinical picture is peri-

pheral neuritis, where pain is the prom-
inent symptom, as it was in this case.

In looking up peripheral neuritis in the
text books, I found the statement that
it sometimes follows an oridinary acute
naso-pharyngitis, such as this boy had
at the onset. As you can see from the
chart, there was no feve/ while he was
in the hospital and the pain in his leg

had subsided. There was flaccid par-
alysis of his left leg, absent k. j. and
plantar reflex on that side.

Two 'days after leaving the hospital
he could wriggle his toes, and then mo-
tion of the upper leg returned. Toe drop
remained also loss of k. j. and plantar
response. The interesting and unusual
feature of this case is the normal spinal
fluid. In considering the pathology of
poliomyelitis we know that the earliest

change is a hyperemia of the pia and
blood vessels passing into the cord and
an accumulation of lymphocytes and
polymorphs, about them. It is to this

that we ascribe the spinal fluid changes.

But in a study of 2000 polio spinal
fluids, Neal and Abramson found in-

creased polys in only 37 instances and
then not always in the first few days.
Of 500 fluids carefully studied by these
authors, they found only 23 in which
the cytology was normal, but they al-

ways found increase in globulin. Of
30 cases showing flaccid paralysis,
there were 11 giving no pheocytosis.

Dr. F. W. Peabody, whose name will
always be thought of in connection
with poliomyelitis, wrote me that a nor-
mal spinal fluid is extremely unusual
in the pre-paralytic stage, but that a
normal cell count occurs in a small ma-
jority of instances after the onset of
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paralysis. In his experience, a com-
plete absence of globulin in the first

week after the onset of paralysis is

very unusual.
I was considerably reluctant to make

a diagnosis of poliomyelitis with that
spinal fluid finding, but clinically there
could be no doubt of it. The tempera-
ture reaction was masked by the vacci-

nation but there appears to have been
a dromedary type of curve, such as
Peabody describes as occurring in some
instances of the disease.

I have asked Dr. O’Ferrall, who saw
this boy with me about one week after

lumbar puncture, to give you his opin-

ion of the case and also to outline early

treatment.
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At a meeting of the Southern Surgi-

cal Association held at White Sulphur

Springs, W. Va., on December 11-13,

the surgeons of New Orleans were well

represented by a large delegation and

by a number of valuable contributions

to the program and to the discussions.

Drs. F. W. Parham, It. Matas, C. J.

Miller, H. B. Gessner, S. M. D. Clark,

J. A. Danna, I. Cohn and U. Maes (re-

elected treasurer) were present.

Dr. Cohn read on “Splenectomy as a

treatment for Purpura Hemorrhagica,”

Dr. Gessner on “Report of cases of the

Matas operation for aneurism with a

statistical review,” Dr. Matas “on the

secondary effects of Arterio-venous fis-

tulae on the heart and general circula-

tion,” Dr. Miller on “The Cure of In-

continence of Urine in Women.”
Tulane graduates outside of New

Orleans also contributed notable

papers. Dr. DuBose of Selma, Ala., on

“Cholecystduodenostomy and Cholecyst-

gastrostomy,” Dr. Dunbar Newell, of

Chattanooga, Tenn., on “Bone Sarco-

ma,” Dr. James N. Mason, of Birming-

ham, Ala., on “The Influence of hemor-

rhage on the mortality of gunshot

wounds and other injuries of the abdo-

men.”
The retiring president, Dr. James F.

Mitchell, entertained the association

with an interesting and beautifully

illustrated lantern-slide travalogue of

a naturalists’s expedition to the “Gala-

pagos” islands in the Pacific, headed by

Mr. Beebe, the well known explorer and

naturalist, Dr. Mitchell participating as

surgeon of the expedition.

Dr. LeGrand Guerry, of Columbia, S.

C., was elected president, and Drs. Roys-

ter and Maes re-elected secretary and

treasurer, respectively.

Dr. S. M. D. Clark was awarded a

prize, a silver cup, in a golf contest.

The next meeting will be held in De-

cember, 1924, at Charleston, S. C.

were especially discussed and illus-

trated. Dr. Matas was the guest of
honor at a luncheon given by Drs. J. M.
Finney, Thayer and members of Dr.
Finney’s staff.

On Sunday, December 16, Dr. Matas,
Dr. Finney and Dr. Welch delivered ad-
dresses at the Memorial Services held
at the Johns Hopkins University in

honor of the late Dr. William S. Hal-
sted, Professor of Surgery and Surgeon
in chief of the John Hopkins Hospital.
The services were attended by a very
representative gathering of Dr. Hal-
sted’s former associates, pupils and
friends, who had assembled from many
parts of the country to pay a tribute of
respect and affection for their chief,

the eminent founder of the Surgical
School of Johns Hopkins University.
President Goodnow presided over the
meeting.

Award of the Sofie A. Nordhdff-Jung
Cancer Research Prize .

Dr. Johannes Fibiger, professor or-

dinarius in pathological anatomy at the
University of Copenhagen, has demon-
strated, following repeated experimen-
tation, that parasites play an import-
ant role in the formation of certain
types of tumors in the proventriculi of
rats.

Furthermore he has succeeded in ef-

fecting papillomata and undoubted car-

cinoma through the parasite nematode.
Where others have failed after years
of persistent researches, he first met
with success in artificially inducing
malignant tumors through external ir-

ritations and so thrown wide new
avenue to future findings. Though the
earlier results of Fibiger’s work date

back a number of years, he unremit-
tingly labored towards an interpreta-

tion of the significance of parasitic irri-

tants in malignant tumor formation,
likewise of mechanical and chemical ir-

ritants. Fibiger and his associates
On Thursday, December 14, Dr.

Matas held a surgical clinic at the Johns
, ,

Hopkins Hospital, in which the Tests have contributed generously to the

for the Efficiency of the Collateral Cir- literature of cancer production through

culation as a Preliminary to the Occlu- the feeding to rats of oats and the ap-

sion of the Large Surgical Arteries, plication of tar to their tissues. In this

401
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way they have confirmed the successful

work of Stahr and Yamagiva.
In a word, Fibiger’s advances

towards the solution of the problem of

the causitivei irritants productive of
cancer are at the same time most com-
prehensive and most remarkable.
The Commission on the award con-

sisted of Professors Borst, Doederlein,
v. Romberg and Sauerbrueh, all of the
University of Munich.

The Webster Parish Medical Society
met Thursday, November 22. at 2 p. m.
in the Scout Theater at Minden for
their regular fall meeting. Scientific

papers were read by Drs. Butler of

Springhill, and Crutsinger, Baker and
Martin of Minden. The papers were
enjoyed and the subjects discussed by
all the members present.

Dr. L. Longino made a very instruc-

tive talk on the need of a Hospital for
Minden and Webster Parish. After a
general discussion a resolution endors-
ing the hospital was unanimously
passed. Dr. Paul Crutsinger and Dr.
C. M. Baker were elected members of

a committee to aid the movement for a
hospital.

The following officers were elected

to serve during the year 1924 : Dr. W.
McDade, of Minden, president; Dr. J.

D. Kilgore, of Minden, vice president;
Dr. C. M. Baker, of Minden, secretary
and treasurer. Dr. B. A. Norman of

Sibley was elected delegate to the State
Convention, with Dr. J. D. Kilgore as

alternate.

At the January meeting of Shreve-
port Medical Society, the scientific pro-

gram was furnished by the Charity
Hospital staff. It was clinico-patha-

logical and clinical and dealt, especially,

with tuberculous meningitis; some of

the cases were diagnosed ante-mortem,
some post-mortem, only, closing with
the presentation of two living cases,

one of which will doubtless recover,

prognosis in the other being doubtful.

Delegates to the State Society meet-
ing in Opelousas were named, viz: Drs.

J. E. Knighton, S. C. Barrow, W. H.
Adams, E. L. Sanderson, T. P. Lloyd.

Alternates: A. P. Crain, M. S. Picard,

J. M. Bodenheimer, J. J. Frater, I. B.

Rougon. Inasmuch as there were 122

members on the roll of the society for

1923, it is expected that over 100 will

have paid dues before April, in order
to entitle Caddo Parish to five dele-

gates.

Drs. L. H. Pirkle and T. E. Williams
have purchased a site in the western
part of Shreveport, known as Queens-
borough, and have announced their in-

tention of erecting thereon a modern
hospital building.

Dr. C. W. Phillips, formerly of

Haynesville, La., has recently moved to

Shreveport.

Monthly Bulletin of the Orleans Parish

Medical Society.

The society begins the year with a

total membership of 476. There are

many physicians who are eligible, and

every effort should be made to bring

them into our organization.

The President announces the ap-

pointment of Dr. Sam Hobson as chair-

man of the Scientific Essays Commit-
tee. Members desirous of reading pa-

pers during the coming year are re-

quested to communicate with him at an

early date, thereby facilitating the

preparation of the program for the

coming year.

Delinquents for the fourth quarter

are required to pay their dues before

February 15th.

Annual dues for the state society and

first quarter dues for the Orleans

Parish Medical Society are payable

January 1st. Prompt remittance will

facilitate the work in the office and

assist in reducing certain expenses.

The annual meeting of the society

was held Monday, January 14th, 1924.

Dr. H. W. Kostmayer, the retiring

President presented his report, and Dr.

S. Chaille Jamison read the President’s

address. In addition the reports of

officers and various chairmen were

read, and evidently the society has

progressed and had a most successful

year. After the meeting refreshments

were served. A total attendance at this

meeting was over 175.

The joint meeting of the old and new
Boards of Directors was held Monday,



Neivs and Comment. 403

January 7th, and plans for the coming

year were discussed.

Applications for membership pend-

ing: Dr. Larry J. Dupuy, Dr. W. N.

Floyd and Dr. Elliott Kiblinger.

Delinquents number eight.

February Program.

February 4th, Board meeting; Febru-

ary 11th, scientific meeting; February

26th, scientific meeting.

Treasurer’s Report for December, 1923.

Total receipts $489.96

Total expenditures 479.85

Resources.

Domicile fund, Liberty bonds,

par value $30,000.00

Library endowment fund,

bonds, par value 3,500.00

Medical relief fund, savings

account 96.23

$33,596.23

Librarian’s Report for December.

The work of the year has carried the

organization of the library well on to

completion. Four thousand two hun-

dred books have been added to the rec-

ords. Of these 133 were received from
the New Orleans Medical and Surgical

Journal; 131 were added by purchase,

115 by binding and 167 by gift. This

brings the total of books as shown in

the completed records to 9,600 volumes.

There remain approximately 1,000 vol-

umes more. All of these are from the

old Charity Hospital collection, the dates

ranging from 1750 to 1865. Another
three months should completely finish

the cataloguing to date.

A pamphlet and reprint collection has
been started which we expect to make
of unusual value for quick reference

work. We have already over 300 on
file and shall add to the collection as

rapidly as possible.

A noteworthy addition to the library

during the past year is a complete set

of Guy’s Hospital Reports, which we
imported directly.

As authorized by the Library Com-
mittee, the evening hours of opening

were discontinued on May 31st. In
September, Tulane University asked
permission to resume the evening hours
at their own expense for the use of the

students of the Medical School. This
permission was granted by the society

and the library has been open from
7 to 10 six evenings each week since

October; Mr. Leonard Wilson being in

charge.
The reference work continued

through the summer months to a grati-

fying extent, the average daily attend-

ance for the year being from 8 to 10.

Twenty-five subject bibliographies have
been prepared and placed on file for

further use.

The library has been the recipient of
gifts from the following persons : Dr.
P. B. McCutchon, Dr. J. A. Lanford,
Dr. H. L. Johnson, Dr. A. E. Fossier,

Mr. Fung y Figueras and the Eye, Ear,
Nose and Throat Hospital.

Monthly Bulletin of the Shreveport
Medical Society, January, 1924.

January 9th, program by Charity
Hospital staff. February 5th, program
by North Louisiana staff. March 4th,

program by Highland Sanitarium staff.

April 1st, program by Schumpert Sani-
tarium staff.

Willis P. Butler, M. D., President.

I wish to express to the members of

the Shreveport Medical Society, my
appreciation of the honor and confi-

dence displayed in electing me presi-

dent of the society for the year 1924.
In making committee appointments I

have selected those whom I feel sure
will gladly serve and do all possible in

support of the officers. The Program
Committee is already busy, and we can
look forward to interesting meetings.

I expect to serve to the best of my
ability and ask that each member give
the officers the fullest co-operation be-
cause this is necessary if we are to

have a successful and profitable year.
Finally, I ask that you attend the

meetings, bring others with you, join in

the discussions and help keep the at-

tendance record as near 100 per cent as
possible.

Officers for 1924:
President—Dr. Willis P. Butler.
First Vice-President—Dr. I. Henry

Smith.
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Second Vice-President—Dr. E. L.

Sanderson.
Secretary—Dr. Robert T. Lucas.
Treasurer—Dr. Lewis Cass Spencer.
Committees for 1924 will be an-

nounced in the next Bulletin.

The regular monthly meeting of the

Shreveport Medical Society was called

to order by President Pirkle at 8 p. m.
Thii’ty-three members were present.

Minutes of the last meeting were read
and corrected.

Treasurer’s report. Dr. Spencer re-

ported that there are eight members
who have not paid 1923 dues. There is

$7.89 in the bank and a bill for $15
outstanding against the society.

Secretary’s report. For the year
ending with the November meeting
there were present at the twelve meet-
ings a total of 348. Average attend-

ance per meeting 29. Present enroll-

ment 123. Deaths two, Dr. S. Y. Alex-
ander and Dr. W. H. Billingsley. New
me.nbers seven, Drs. Best, Caldwell,

Gowon, Gilmer, Heard, Simonton and
Sandridge. Transfers one, Dr. R. F.

Harrell. Resignations one, Dr. 0. B.

Hicks. Number who have not attended
any meeting during the year, 37.

Election of officers.

For President Dr. Willis P. Butler
was nominated by Dr. Heath. The
nomination was seconded by Dr. Ragen.
Dr. Butler elected by acclamation.
For First Vice-President Dr. I. Henry

Smith was nominated by Dr. Hendrick.
The nomination was seconded by Dr.

Ruthledge. Dr. Smith elected by accla-

mation.
For Second Vice-President Dr. E. L.

Sanderson was noninated by Dr. Her-
old. The nomination was seconded by
Dr. Heath. Dr. Sanderson elected by
acclamation.

For Secretary Dr. R. T. Lucas was
nominated by Dr. Blackman. The nomi-
nation was seconded. Dr. Lucas elected

by acclamation.
For Treasurer Dr. L. C. Spencer was

nominated by Dr. Hendricks. The'
nomination was seconded. Dr. Spencer
elected by acclamation.

There being no objections the Janu-
ary meeting was decided on for the
election of delegates to the Louisiana
State Medical Society.

There was no unfinished business.

Dr. Boyce announced that the City
Library has taken over the Medical So-
ciety’s library.

Dr. Sanderson started a healthy gen-
eral discussion as to how to increase
interest in the society and increase its

usefulness to its members and to the
community.

Dr. Herold announced the meeting
of the Tri-State Medical Society at
Texarkana on the 5th and 6th.

On motion the society adjourned.
R. T. Lucas,

Secretary.

Fifth District Medical Society.

On December 11th at the St. Francis
Sanitarium clinic building, was held
one of the most delightful and satisfac-

tory meetings of the Fifth District

Medical Society ever held. About 60
members attended. A program of un-
usual interest was given by men over
the district. Dr. C. P. Gray gave the
president’s address. Luncheon was
served by the St. Francis Sanitarium
and several talks were made, including

a splendid, short, spicy speech by Dr.

Gaines, of Tallulah. Dr. Fisher, of

Choudrant, was elected President; Dr.
Perot, of Monroe, was elected Secretary,

and Dr. C. P. Gray, of Monroe, was
elected delegate to represent the dis-

trict society. All the meetings of the

Fifth District Medical Society are held

in Monroe, because of the central loca-

tion and railroad facilities.

Ouachita Parish Medical Society.

Ouachita Parish Medical Society has a

large membership, the largest in its his-

tory. This society holds an annual ban-

quet, usually in Decenber at the time

of election of officers. The banquet
held this year at the Hotel Monroe was
attended by practically the full mem-
bership. Officers for next year are:

Dr. Hirsch, President
;

Dr. Peters,

Secretary; Dr. Bennett, delegate to

state society, and Dr. George Wright,
alternate delegate. These banquets are

very delightful occasions for the men,
and the spirit of fraternalism is always

boosted on these occasions.

The staff of the St. Francis Sani-

tarium holds monthly meetings in the

clinical building of that institution.
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Short but splendid programs are car-

ried out. Case reports and discussions

appear to be more generally enjoyed
than papers. These meetings are un-
usually well attended.

During the past year the Ouachita
Flying Squadron, composed of about
ten men of Monroe, have visited in a
body the Morehouse Society on two
occasions, the Caldwell Society for one
meeting, and the La Salle Society for
one meeting. This group of men in

visiting the smaller socities carry with
them practically a full program and
place it at the disposal of the smaller
•society. Each of the societies so far
visited have treated the Flying Squad-
ron to a splendid banquet on each occa-
sion. Lincoln and Jackson, joint so-

ciety, will hold a meeting early in the
year in some convenient place and the
same group of men will attend in a
body. The amount of good that is

accomplished by these visits we believe,

is considerable. The small society main-
tains its membership; it is stimulated
to make a substantial showing and is

held together in a way not obtained by
any other influence like this one.

St. Tammany Parish Medical Society.
St. Tammany Parish Medical Society

held its regular monthly and annual
business meeting Thursday night of
last week at the Southern Hotel, with
the following members in attendance:
Dr. J. K. Griffith, President

;
Dr. W. R.

Singleton, Secretary-Treasurer; Drs. G.
R. Pennington, J. F. Polk, F. F. Young,
J. F. Buquoi, C. F. Farmer, H. D.
Bulloch, R. B. Paine, W. L. Stevenson
and A. G. Maylie.

Dr. Stevenson illustrated the Schick
test for diphtheria, on living subjects,
which proved very instructive and un-
usually interesting to the members,
many of whom saw the operation for
the first time.

_

This being a business meeting scien-
tific papers and discussions were dis-

pensed with and the following officers
were elected for the ensuing year : Dr.
J. K. Griffith, President; Dr. G. R.

i

Pennington, Vice-President; Dr. W. R.
Singleton, Secretary - Treasurer

;
all

three re-elected. Delegate to the Louis-

iana State Medical Society, Dr. *F. F.

Young; alternate, Dr. A. G. Maylie.

The American Congress on Internal

Medicine.

The eighth annual clinical session of

the American Congress on Internal

Medicine will be held in the amphithea-
tres, wards and laboratories of the va-

rious institutions concerned with medi-
cal teaching, at St. Louis, Mo., begin-

ning Monday, February 18th, 1924.

Practitioners and laboratory workers
interested in the progress of scientific,

clinical and research medicine are in-

vited to take advantage of the oppor-
tunities afforded by this session.

Twenty-nine thousand Ford workers
have defective vision, according to a

report made by the Ford management
to the Eye Eight Conservation Council

of America, which, following investiga-

tion of industrial waste of the Hoover
committee of the Federated American
Engineering Societies, is conducting a

survey of the eyesight conditions among
the nation’s industries.

The Department of Commerce is pub-
lishing each week the census mortality
reports from the largest cities of the

United States.

There are given for each city the

total number of deaths reported (still

births excluded), the death rate, the

number of deaths under one year of

age ,and the infant mortality rate based
on deaths under one year for the week
and estimated births for the previous
calendar year.

The Department of Commerce an-
nounces lower death rates of mothers
from childbirth or puerperal causes in

1922 than in any year since 1916.

National Committee for Mental
Hygiene.

Dr. Frankwood E. Williams was re-

elected Medical Director of the National
Committee for Mental Hygiene at the

annual meeting of the Board of Direc-
tors, held in New York City, on Decem-
ber 28. The following were elected

members of the Executive Committee:
Dr. Williams L. Russell, Medical Direc-
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tor, Bloomingdale Hospital, White
Plains, New York; Dr. Waiter E. Fer-
nald, Superintendent, Massachusetts
School for the Feebleminded, Waverly;
Dr. Stephen P. Duggan, Director, In-

stitute of International Education, New
Fork City; Dr. William A. White, Su-
perintendent, St. Elizabeths Hospital,

Washington, D. C. ;
Dr. Charles P. Em-

erson, Dean of the Medical School, Uni-
versity of. Indiana, Indianapolis; Dr. C.

Floyd Haviland, Chairman, State Hos-
pital Commission, Albany, New York;
Dr. Arthur H. Ruggles, Superintendent,
Butler Hospital, Providence, Rhode Is-

land, and Mr. Matthew C. Fleming, at-

torney, New York City. Dr. William
H. Welch, President of the National
Committee for Mental Hygiene, pre-

sided.

Louisiana Nurses Board of Examiners.
The semi-annual examination of the

Louisiana Nurses Board of Examiners
was held in New Orleans and Shreve-
port, December 10th and 11th. Seven-
ty-nine applicants qualified as regis-

tered nurses.
The Louisiana Nurses Board of Ex-

aminers is composed of the following
doctors: John T. Crebbin, President;
Joseph S. Hebert, Secretary-Treasurer;
George S. Brown, New Orelans

;
Fred

J. Frater, Shreveport
;
Robert W. Faulk,

Monroe.

Removal : Dr. A. J. Newman, from
Montpelier, Louisiana, to Hammond,
Louisiana.

Died : Callan—On Friday, December
28, 1923, at 5 o’clock p. m., Dr. John
Callan.

Dabney—On Friday, December 28,

1923, at 11 o’clock a. m., Dr. Thomas
Smith Dabney, aged 73 years, a native

of Mississippi, husband of the late Ida
Ewing and father of Thomas Ewing
Dabney.

The Secretary of the state society an-

nounces plans for the Opelousas conven-
tion are actively underway, and every-

thing points to a record breaking at-

tendance.

Monthly Radio Health Talks spon-
sored by the Orleans Parish Medical

Society is given regularly every third

Friday in the month, over the Tulane
University radio station WAAC. Hour
8:30 p. m. sharp. Dr. Homer Dupuy
will be the next speaker.

The societies in the state have just

completed one of their most successful

years. Help us learn of your activities

by sending to the editor of this column
news, personal and of a medical nature.

St. Rita’s Infirmary in Opelousas has

just been completed.

STATISTICAL DATA FOR THE MONTH
OF NOVEMBER, 1923, OBTAINED •

FROM THE RECORDS OF THE
CITY BOARD OF HEALTH.

Births.

Male, white .

Male, colored

357
139

Total
Female, white
Female, colored

496
282
163

Total
By physicians
By midwives

Deaths White
Diphtheria 4

Typhoid 0

Malaria 0

Scarlet Fever 9

Whooping Cough 0

Influenza 6

Measles 1

C. S. Meningitis 2

Tuberculosis 22

Cancer 30
Apoplexy 37
Endocarditis and Myocarditis. 8

Angina Pectoris . . . 3

Other Circulatory Diseases... 76

Broncho Pneumonia 20

Lobar Pneumonia 13

Other Respiratory Diseases... 5

Diarrhoea and Enteritis 9

Appendicitis 3

Other Digestive U
Acute Nephritis 0

Chronic Nephritis 18

All other Genito-Urinary Dis-

eases 3

Puerperal State 5

Malformations 3

External Causes 33

. . . 445

. . . 521

. . . 420
Colored

2

0

1

0

1

3

0
1

23
13
20
10
0

46
13
21
3
4
3

5
5

10

2
5
9

20

Death Rate Per 1,000 Per Annum for the

Month—Non-residents Excluded.

White
Colored

14.86 12.96

27.71 26.06

Total 18.35 16.08

Deaths from premature births, violence,

etc., are not excluded.
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Dr. T. I. St. Martin of Houma, La.,

has been appointed chairman of the

Section on Rdiology for the approach-

ing meeting of the Louisiana State

Medical Society.

BOOK REVIEWS

Tonsillectomy, By Greenfield Sluder M. D.,

Pub. by C. V. Mosby Co. St. Louis. 1923.

In this very excellent monograph the col-

lateral problems of embryology, physiology,

and pathology, are given a thorough review.
This feature alone gives the work a special

value. The chapter on Adenoidectomy by
direct vision is timely, for the usual technic
applied i nthis operation is hardly the last

word in the surgery of the postnasal space.

Even if one does not accept the Sluder method
for tonsillectomy as the best, this volume,
written with the collaboration of Arthur
Proetz and I. D. Kelly, Jr., is replete with
valuable information relating to the ever in-

teresting tonsil question.
Homer Dupuy.

Rhus Dermatitis (Poison Ivy) Its Pathology
and Chemotherapy. By James B. McNair.
The University of Chicago Press. Chicago,
Illinois, 1923.
James B. McNair’s Book, Rhus Dermatitis,

proved to be a book of greater depth and
greater importance than one would have ex-
pected from reading the title only and I do
not thing it is fair to him that the work be
reviewed from the standpoint of Dermato-
logy only; the volume should be of great in-

terest to the Chemist and Botanist as well.
I am sure all Dermatologists would have wel-
comed a final decision that Lobinol was the
undoubted cause of this Dermatitis Venenata
and also that a specific antidote had been
found but, with it all, one must admit that
McNair’s volume is intensely interesting and
should be read by all doctors, those practising
in the rural districts particularly, as well as
those specially interested in diseases of the
skin.. The report of many case histories in
detail will prove, even to those of us who
have seen a fair amount of Rhus Poison, in-
teresting and considerably enlightening.

H. E. Menage.

Diseases of the Skin, Fifth Edition Rev. By
Richard L. Sutton, M. D., LL. D. C. V.
Mosby Co., St. Louis, Mo. 1923.
The American Dermatologists have written

many excellent books on diseases of the skin;
the Fifth Edition of Diseases of the Skin by
Sutton is certainly an addition to them. The
index is unusually complete for a volume of
that size, and with its numerous references,
the general practitioner as well as the medi-
cal student would make no mistake in reading
it. The illustrations are numerous and in
many instances excellent; to read the book
is a pleasure on account of the clear large
type and excellent paper the publishers deem-
ed wise to use.

H. E. Menage.

The Examination of Patients. By Nellis B.
Foster, M. D., Associate Professor of Medi-
cine, Cornell University. W. B. Saunders
and Company, 1923.
As a system of examination, the text is

rather differently written by keeping the
reader constantly in mind of the fact that
a live patient is being examined. Each ab-
normality that may be noted has its varia-
tions listed and the practical significance of
the variations is indicated. The book is com-
pletely up-to-date, the laboratory findings
and interpretations are well thought out and
an excellent colored plate brings out the char-
acteristic eye grounds. The actual methods
of eliciting the various physical findings and
abnormal reflexes are not given in enough
detail for undergraduate use, but is still very
desirable for advanced workers.

F. M. Johns.

Outlines of Medical Zoology. By Robert W.
Hegner, William W. Cort and Frances M.

Root, Department of Medical Zoology, Johns
Hopkins University. The Macmillan Com-
pany, 1923.
This little volume is the outgrowth of the

small bulletin issued by the same authors, en-
titled “Diagnosis of Protozoa and Worms Par-
asitic in Man”, which was published in 1921
and which has gained wide circulation. The
new book is along the same lines and con-
tains considerably more material, especially
in the treatment of the protozoan infections.

Two colored plates depicting the various ma-
laria parasites are exceptionally good. The
volume does not cover even in outline quite
enough general zoology to supplant any of the
more complete books; and as a text-book for
medical students I think it is seriously handi-
capped by not including the life cycle of the
various worms parasitic in man. It is still

essentially a volume devoted to diagnosis. The
addition of the chapter on Arthropods makes
the volume of considerably more importance
than the earlier bulletin.

F. M. Johns.

Orthopedic Surgery. By Royal Whitman. M.
D., M. R. C. S., F .A. C. S., 7th. Edition,

Lea & Febiger Philadelphia and New York,
1923.

The earlier editions of this book have served
for many years as a text book on Orthopedic
Surgery. In this seventh edition new illus-

trations have been added and certain impor-
tant chapters have been strengthened and
lengthened. The wide experience and thor-
ough knowledge of the author have enabled
him to produce a book that should be in every
medical library. To the general practitioner
the work will be valuable for reference, and
to the medical student the greatest aid in un-
derstanding this specialty

;
the Orthopedic Sur-

geon will find many practical points and help-
ful suggestions, no matter what his own ex-
perience may be, and will profit through its

reading. Certain proceedures that have
proved valuable in the experience of the au-
thor have been elaborated, and the whole sub-
ject has been covered in a masterly way. The
last chapter , Collateral Orthopedics ,is worthy
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of careful study, and will repay anyone inter-

ested in the subject.
P. A. Mcllhenny.

Non-Surgical Drainage of the Gall Tract. By
B. B. Vincent Lyon, A. B., M. D. Lea &
Febiger, Philadelphia and New York, 1923.
There is no subject in the field of modern

medicine which has aroused in recent years
a keener sense of interest and stimulated
greater effort of closer study and observation
than the one which the author has so admir-
ably surveyed and presented in this volume.
In introducing the subject, he touched upon
the attractiveness of scientific research in a
field heretofore unexplored. He succeeded
in penetrating the Gibralter of man, nature’s
pride. With unlimited zeal, perseverance and
enthusiasm, the author pursued his course,
weathered the fiercest storms of criticism
and stood unflinchingly at his post of duty
until he created this volume, a monument to
his heroic efforts to explore the filtration
plant of the human machine. With the skill

of a well trained architect, he rescribes first
the foundations of that plant and the func-
tioning capacity of each part. Then, he pro-
ceeds to unravel the mysteries of man’s most
wonderful chemical laboratory. The histori-
cal sketch is quite interesting, although it can
be traced to an earlier period, the Babylonian
school of the Talmud. The plea for an early
recognition of biliary disease and its rela-
tionship to the gastro-intestinal tract merits
our attention. A study of the new diagnostic
methods for the detection of liver and gall

bladder diseases adds much to the advance in
medical knowledge. Marty promising fea-
tures to detect liver and pancreatic diseases
with their wide range of influence upon the
gastro-intestinal tract are in store by master-
ing the chapters on quantitative determination
of enzyme acivity in duodenal fluids, and func-
tional tests of the liver. We may not agree
with him on the ABC bile, a few details of
his method or the contrary innervation fea-
ture for lack of proof by animal experimenta-
tion, but the convincing evidence presented of
results obtained speak for the fact and fully
justify the act. This volume is brimful of
interesting though for the internist and sur-
geon who quite often fail in their efforts to

brng relief to the chronic gastro-intestinal
invalid whose cause the author has greatly
espoused.

A. L. Levin.

Hygiene and Public Health. By Lewis C.
Parkes, M. D., and Henry R. Kenwood, M.
B., 7th edition. P. Blakiston’s Son & Co.,
Philadelphia, 1923.
Parkes and Kenwood’s text book of Hy-

giene and Public Health represents in itself

a most complete and efficient exposition of
our knowledge regarding those influences
which actively contribute to the health of the
individual and of the community.

It is divided into fifteen chapters covering
the subjects of Water, Excreta and Refuse
Disposal, Air and Ventilation, Warming and
Lighting, Buildings, Climate, Exercise and
Clothing, Foods, Infectious and Gommunicable
Diseases Maternity and Child Welfare, School

Hygiene, Industrial and Marine Hygiene Dis-
infection and a chapter on Vital Statistics.

The discussion of each of these subjects is

most excellent and comprehensive; notably
the section of Communicable Diseases. This

is very complete and comprises a very com-
prehensive summary of our knowledge of the

acute infectious diseases, their transmission

and statistical data of their prevalence. It

is notable that this chapter also contains a
section on cancer which is of pecuilar inter-

est. It includes also a discussion of Venereal
Diseases and reflects the attitude of the au-

thors to this subject. The conditions under
which venereal diseases in England are com-
batted and the- manner in which this work is

carried on is in many ways different from the

ones employed in this country. However,
it is possible for a central Government to

bring pressure of a kind with which we are

not familiar.
The whole book is written essentially for

conditions as they exist and prevail in Eng-
land and the British Empire, but there is no

doubt that a great deal of the advice could be

applied with advantage in this country.

The book has the usual atmosphere of the

English author, but it is not distinguished by

any particular bias. The chapter on Ventila-;

tion, Heating and Lighting presents problems
with which we are familiar and which in many
instances we solve with greater ease on ac-

count of the conditions peculiar to the United
States.

No one could read this discussion of these

most important subjects without deriving great

benefit and a wider vision of the problems
which confront the Hygienist and the Public

Health Official; It is always worth while to

view an object from two or more different

standpoints, by so doing we improve our own
perspective, this is what the treaties of Parkes

and Kenwood accomplish to a marked degree.

Oscar Dowling.

Pennington’s “Diseases and Injuries of the

Rectum, Anus and Pelvic Colon.” By J.

Rawson Pennington, M. D., F. A. C. S. P.

Blakiston’s Son & Co., 1012 Walnut St.,

Philadelphia, 1923.
Pennington has given us a book of more

than usual interest from both a historical as

well as a medical standpoint. Each subject is

well covered and the illustrations are above

the average for a work of this sort. The anat-

omy, physiology, and pathology is thoroughly

covered in a clear, concise manner followed

by the author’s operative technique and a very

comprehensive bibliography. The volume will

be found of equal value for both surgeon and

pl-actitioner.

C. L. Peacock.

Obstetrics for Nurses. By Charles B. Reed,

M. D. 2nd., Edition C. V. Mosby Company,
St. Louis, 1923.
The text is large, clear and distinct and

good for night reading. Cuts are well illus-

trated, are clear and can be followed easily

by the text. The descriptions are short to the

point and should be easily grasped by the

pupil nurse.
P. B. Salatich.
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NEPHROLITHIASIS AS A COMPLI-
CATION OF PREGNANCY.
By Aime Paul Ueineck, M.D.,

Chicago, III.

A somewhat exhaustive survey of the

literature of the subject supplemented

by a careful analytical study of my
private and hospital cases leads me to

formulate the following conclusions

:

Renal lithiasis associated with, or

complicating pregnancy has not re-

ceived adequate study. Not infre-

quently, it escapes detection
;
not un-

commonly, it is misdiagnosed and
therefore injudiciously treated.

Nephrolithiasis occurs at all periods

of the child-bearing age; in primiparae,
deutiparae, and multiparae. It may
coexist with concretions in other or-

gans. It is observed in pregnancies
normal or abnormal in type, location

and evolution; it may be one of two
more pathological states coexisting
with, and influencing or not, the evo-
lution of an otherwise normal gesta-
tion.

Renal calculi, associated with or

complicating pregnancy, are unilateral

or bilateral, single, double or multiple
and (like calculi in the non-pregnant)
vary in location, shape, size, mo-
bility chemical composition and
other characteristics. Their formation
either antedates, is simultaneous with,
or consecutive to, the first or any suc-

ceeding pregnancy of the patient at

hand.
The calculi excepted, the calculous

kidney may show but slight structural
deviation from the normal

;
or it may

be anomalous in type (single kidney),
(fused kidney), b. location (ectopic kid-
ney), or c. structure (polycystic kidney,
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hydronephrosis, pyonephrosis). The
anatomical anomalies presented by a
calculous kidney are congenital, ac-

quired, or both.

If acquired, they are either of inde-

pendent origin, or determined by the
presence of calculi. Renal calculi, sooner
or later, provoke structural kidney
changes, degenerative, inflammatory,
hyperplastic or neoplastic, in nature.

Nephrolithiasis, occurring in preg-
nant women, determines the same ana-
tomical changes, in the affected kidney
as are found in the calculous kidney of

the non-pregnant. These structural

changes, the resultant of irritation, ob-

struction and infection, manifest them-
selves by exudative, proliferating and
degenerative processes, often suppura-
tive in character ;

rarely, neoplastic.

Under the influence of stones, the
epithelium of the renal tubules may ne-

crose, form cysts or become malignant.
In the absence of infection, the lesions

presented- are those of atrophic and dif-

fuse nephritis. Generally, the aseptic

stage of calculus is brief. Infection,

sooner or later, supervenes and gives

rise to one or more of the following

conditions: Pyelonephritis with or

without abscess formation, perine-

phritis, sclerotic or suppurative pyone-
phrosis, and partial or complete con-

version of the kidney into a sclero-

lipomatous mass.

In nephrolithiasis, early diagnosis

leads to the institution of logical treat-

ment before irreparable kidney changes
have taken place. An accurate diagno-
sis presupposes an intelligent interpre-

tation of the subjective symptoms, of

the bacterial, chemical and microscopi-
cal urinary findings, of the X-ray data
and also the combined use of the cysto-

scope and the X-rays as employed in
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pyelography. In every case, there
should be a complete roentgenographic
exposure of the urinary bladder of both
kidneys and both ureters. The skia-

graph is a permanent record. Skia-
graphy shows (a) whether calculi are
present in one or both kidneys; (b) the
number, size and shape of the calculi;

(c) their location—pelvis, calyx, paren-
chyma, or pyo—or hydronephritis cavi-

ties; (d) the presence of extra-renal
calcareous deposits.

Pyelography, a most valuable diagnos-
tic procedure, should only be employed
when the dangers attending its use are
far outweighed by the information
which it offers. It enables us to deter-
mine the presence or absence of
pathologic changes in the reno-pelvic
outline and whether a doubtful shadow
is or is not extra-renal.

Pain, local and radiating, is the most
important subjective symptom. Its

character and intensity are influenced
by many factors; size, nature and mo-
bility of the calculus or calculi, degree
and acuity of infection, etc. It is pro-
voked by walking, fatigue or exercise,

and subsides with rest. Hematuria, in-

termittent or continuous, scant or pro-
fuse, and pyuria are also important
symptoms.

In cases of persistent lumbar pain, a
radiograph of the kidneys, ureters and
urinary bladder is of great service to

the clinician. Radiography of the uri-

nary system has limitations, determined
to a large extent by

:

a. defective technique;
b. defective interpretation of shadows seen

in the negative:
c. impossibility of obtaining a satisfactory

negative

;

d. defects in negatives;
e. caseous kidneys;
f. calcified mesenteric glands;
g. phleboliths;
h. bony deposits in the pelvic ligaments.

If the symptoms be mild, obscure,
indefinite and identification of the
A -ray shadows uncertain, the medical
treatment of renal lithiasis is to be in-

stituted and the pregnancy is permitted
to proceed undisturbed. After the
puerperium, or better, after the period
of lactation, operative treatment is to

be urged in suitable cases.

As many renal stones are spontane-
ously expelled, a patient should be kept

under observation for a limited period

of time and nature given full oppor-
tunity to remove the stone or stones

without recourse to surgical interven-

tion. Operations for renal stones give

such good immediate and remote re-

sults, that treatment with supposed sol-

vents find few advocates.

In the absence of contra-indications,

operation can be performed with safety

up to tne sixth month of pregnancy, to

both mother and child. Up to that time
in the absence of contra-indications

operative treatment is to be instituted

in cases.

(a) of renal calculi too large to be

spontaneously expelled through the

natural channels even if the symptoms
be recent in origin, or slight in inten-

sity, nothing is gained by delay. Be
not too optimistic as to small renal cal-

culi ; of all calculi, they are the ones
most apt to lodge and become impacted
in the ureter.

(b) of multiple calculi, irrespective

of site, size, or number.
(c) of recurring attacks of exces-

sive pain localized to, or radiating from,
the renal region.

(d) of profuse or continuous hema-
turia.

(e) of acute pyelonephritis, of cor-

tical or pericortical pus formation and
pus collection, and bilateral pyelone-

phritis.

(f) of a calculus giving rise to uri-

nary retention within the renal pelvis.

Such retention, always a menace to kid-

ney integrity may lead to hydronephro-
sis, pyonephrosis, etc. A stone in the

cortex of the kidney does not furnish

as urgent an indication for operation as

one in the renal pelvis.

(g) Obstructive calculous anuria.

This condition calls for immediate re-

lief.

(h) of bilateral nephrolithiasis. In

bilateral cases, first operate on the least

involved kidney provided there is no
acute pathological process in the other

kidney, requiring immediate attention.

In from two to three weeks, operate on

the other kidney. If one of the kidneys

be the seat of acute complications, it

should be the first to receive surgical

relief.

(i) of stone in one kidney and dis-

ease in the other.
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(j) of renal lithiasis co-existing

with tubercular or neoplastic disease of

the same kidney.

(k) of a calculus or calculi in a pa-
tient’s only kidney; here, the patient’s

existence depends on the unhampered
function of his remaining or sole kid-

ney.

Nephrolithiasis and its complications
are subjected for cure to the following
operations, each of which has its re-

spective indications, limitations and in-

creasing field of usefulness—pelvio-

lithotomy, nephrolithotomy, nephrec-
tomy, nephrostomy, incision and evacu-
ation of perinephric phlegmons. It may
be necessary to supplement any of the
fore-mentioned operations with tempo-
rary drainage cf the renal pelvis, renal
paranchyma, or perirenal regions. Al-
ways ascertain, before operating for
renal stones the functional efficiency of

the opposite kidney; as, the necessity

for a nephrectomy may arise unex-
pectedly during the course of any kid-

ney operation.

Pelviotomy or pelvic-lithotomy, the
operation most generally used for ne-

phrolithiasis, is well adapted to the re-

moval of stones present in the renal

pelvis. With it, dangerous hemorrhage,
immediate, consecutive or secondary is

of rare occurrence. Pyelotomy does not
injure the renal parenchyma. It is un-
suited for removal of voluminous or
branched calculi. The pelvis is to be
incised on its posterior vascular aspect.

Nephrotomy or nephrolithotomy, is

attended with destruction of kidney tis-

sue, followed at times by secondary
hemorrhage. The friability of the kid-

ney tissue may be such that the stitches

tear out. Nephrotomy permits a thor-

ough exploration of the organ and a
complete removal of the calculi. It pos-

sesses the signal advantage of not en-

tailing the sacrifice of the kidney. It

is employed also when calculus or cal-

culi lie just beneath the renal surface,

when the renal pelvis is abnormally
small or if the kidney is so bound by
adhesions that its exteriorization is in-

advisable. If pyelotomy be out of the
question, nephrotomy is the operation
of election for nephrolithiasis. Usually
all the calculi can be removed through
a large incision; in special cases, sev-

eral small incisions may be made. If

infection exists, pass a drain through
the cut cortex to the renal pelvis, also

pass a drain to the kidney.
Nephrectomy is indicated:

(a) In multiple, parenchymatous
large coral-shaped calculi unsuited to

pyelotomy or nephrotomy.
(b) In renal hemorrhage that can-

not be checked.
(c) In cases presenting advanced

necrotic, suppurative or destructive
renal changes.

(d) When the kidney is reduced to
a mere shell.

(e) When the kidney has been
transformed into a sclero-lipomatous
mass.

(f) If it seems probable that
nephrolithotomy will leave a permanent
urinary fistula.

(g) In chronic fistulae of the kid-

ney, pelvis or ureter which have not
yielded to non-operative treatment.

(h) In malignant disease such as
tuberculosis, cancer, etc., in a stone-
bearing kidney.

If there be doubt as to the functional
integrity of the other kidney, nephrec-
tomy has had to be performed during
the actual existence of pregnancy in
many cases with satisfactory results as
regards the mother, the continuance of
pregnancy and the health of the child.

Nephrolithiasis in pregnant women
calls for the same operative procedure
as in the non-pregnant. In the preg-
nant these operative procedures have
the same indications, limitations, pal-
liative and curative efficacy as in the
non-pregnant. During pregnancy, the
lumbar route of approach to the kidney
is the only one that can be considered.
Pregnancy apparently does not unfavor-
ably influence the prognosis of opera-
tions for the relief of nephrolithiasis.

Operations for the relief and cure of
nephrolithiasis and its various compli-
cations do not, any more than other
major abdominal operation such as ap-
pendectomy, cholecystectomy, etc., un-
favorably influence the course of preg-
nancy. They do not jeopardize the foe-
tal or maternal life.

In the pregnant, after operation per-
formed for nephrolithiasis and any of
its various complications, gestation
usually follows its evolution undisturbed
and is but slightly more hazardous to-
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mother and child than pregnancy
under normal conditions, provided the

remaining kidney is functioning norm-
ally. Parturition and lactation are

uninfluenced. The nephrectomized

woman may be permitted to marry, or

if married to undertake the risk of

pregnancy, provided she is in otherwise

fit condition. As a rule, there is no
reason to interrupt pregnancy occuring

in women with only a single kidney. If

the remaining kidney is healthy, the

strain of pregnancy can be fairly well

borne. The development and persist-

ence of serious symptoms may, if opera-

tive treatment be absolutely contra-in-

dicated, call for the induction either of

abortion or of premature labor.

CONSERVATISM IN DEALING
WITH PELVIC INFECTION.*

By Tiiomas E. Sellers, M.D., F.A.C.S.,

New Orleans.

The high mortality and dreadful

morbidity of pelvic infection is a well

known subject. About one-third of

gynecology deals with pelvic infection.

The records of Charity Hospital show
1,207 cases of pelvic infection out of

3,667 gynecological cases handled in

1921 and 1922. On account of the fre-

quency of pelvic infection I feel that

this subject cannot be too often dis-

cussed, especially the conservative

treatment.

There are three outstanding points

in the conservative treatment of pelvic

infection.

1. Avoid an abdominal section by
rest treatment and vaginal drainage.

2. Conserve tube and ovary (if

operated) for reproductive purposes.

3. Conserve as much ovarian tissue

as possible for its internal secretion.

A large percentage of cases are cured

by the rest treatment. This is shown
by a questionnaire sent to three hun-
dred cases of pelvic infection who were
handled at the Charity Hospital. One

Operated 48
Not operated 55

*Read Before the Louisiana State Medical Society,
January 24-26, 1924.

hundred and three of these answered,
giving the following results

:

Three of the non-operative cases have
become pregnant. To secure the best
results, the rest treatment must be
properly carried out. The patient
should stay absolutely in bed during the
the febrile stage and then two or three
weeks after the temperature is normal

;

nourishing food, ice bags to abdomen
and hot douches when indicated will

hasten recovery.

The post abortal and post partal in-

fections should be given a much longer
period of rest than the neisserian.

They should be confined to bed after the

temperature is normal for at least two
or three weeks. The patient should
then live an inactive life for a period
of months, spending as much time in

bed as is practical. It is also important
that there be sexual rest. At the end
of this time if there are many subjec-

tive symptoms as well as menstrual
disorders, an abdominal section must be
considered. Those cases where an ab-
dominal section is necessary, have
gained much by the rest treatment. It

not only lowers mortality, but makes a
conservative operation possible.

As indicated above, the neisserian in-

fection responds more readily to rest

treatment. Before considering an ab-

dominal section in this type, the tem-
perature should be normal for two
weeks, there should not be a rise in

temperature after a vaginal examina-
tion and the total leucocyte count must
be normal.
The mortality of the neisserian infec-

tion is much lower than the post abortal
and post partal infections. The record
of the Charity Hospital for 1922 is as

follows

:

Neisserian 75%
Post partal and post abortal 7.5%
Undetermined 1 3.75%

These figures should be lower in

private practice where a more intelli-

gent class is handled, and where a long
rest treatment is practical.

Pelvic infection is often complicated

Cured or
improved

33
39

Slightly
improved

10
9

Not
improved

5

7

Died
1
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by pelvic abscess, this is especially true

of the post abortal and post partal

types. During 1921 and 1922 there

were thirty-eight posterior colpotomies

done at Charity Hospital
;
twenty-three

of these were post abortal, three neis-

serian and twelve undetermined. There
were five deaths, three of which had
septicemia when they came to the hos-

pital. It was necessary to perform an
abdominal section on five, prior to their

dismissal from the hospital. The re-

maining twenty-eight cases were not

followed up, but no doubt some were
forced to return for subsequent treat-

ment.
Dr. Wharton reports 25 per cent of

pelvic abscess cases are permanently
cured by vaginal drainage; 23 per cent

are improved permanently, and 57 per

cent resulted in ultimate failure, in that

the patients are not permanently re-

lieved of their symptoms. Personally

I consider Dr. Wharton’s figures are

conservative.

A posterior colpotomy is a simple
operation, but not always well done.

This accounts for the difference in

opinion as to its curative value.

The patient should be prepared as

for other vaginal operations. A general
anaesthetic should be given, patient

placed in the lithotomy position, scrub-

bed with soap and water followed by
alcohol and draped with sterile sheets.

Place a weighted speculum into the
vagina, then with a tenaculum pull the
cervix forward and upward. Insert a
long aspirating needle through the
vaginal mucosa in the mid line close

to the cervix. If pus is located leave
the needle in place, incise the mucosa
and insert a uterine dressing forcep,

using the needle as a guide. Much of
the pus can be evacuated in this man-
ner, but the mucosal incision should be
well dilated with two fingers, then pass
the fingers into the cul-de-sac and search
for other pus pockets. After the ab-
scess is opened and well dilated insert
two or three iodoform packs into the
cul-de-sac for twenty-four to thirty-six

hours. The vaginal opening should be
dilated every forty-eight hours either
with uterine dress forceps or the fin-

gers until the abscess stops draining.
Do not irrigate the pus pocket. Now
the case should be handled like any

other case of pelvic infection. I con-
sider the exploration of the pelvis with
the fingers the most important step of

the operation.

2. Long rest treatment before an
abdominal section will do more to make
it possible to conserve the tubes and
ovaries than any one thing. The
amount of ovarian tissue and the tubes
conserved is almost in ratio to the num-
ber of days the patient rests in bed.
When the abdomen is opened it is im-
portant that the tubes be handled with
care, avoiding traumatising them with
instruments. The tubes should be ex-
amined to determine whether they are
open, this can be accomplished by in-

flating them with air, or catheteriza-
tion. I will not discuss the plastic

operations recommended for obstructed
tubes. We should do more plastic work
on the ovaries instead of removing the
organs. This can only be done to an
advantage by using small needles and
fine suture materials, being careful not
to disturb its blood supply any more
than necessary. Before operating on a
case of Neisserian Salpingitis, even
after a long rest, an attempt should be
made to eradicate the focus of infec-
tion special attention being given to
bartholin, Skene and endpcerv'ical
glands. The husband as another source
of infection should also be examined
and treated if necessary. The failure
to remove the focus of infection is re-

sponsible for many of our recurrent at-

tacks of salpingitis. A small percent-
age will be forced to return for further
surgery in spite of all precautionary
measures. The course pursued neces-
sarily depends somewhat upon the
patient

; her age, her desire to repro-
duce and whether or not she is of the
laboring class.

3. Often the tubes are badly dis-

eased and for reasons already stated it

is necessary to remove them. In doing
this it is essential that the blood supply
of the ovary is not disturbed any more
than is necessary as the function of the
organ depends upon its blood supply.
This can be accomplished by cutting
the meso-salpinx close to the tubes and
ligating the vessels separately. The im-
portance of this has been brought home
to me after opening a number of abdo-
mens for a second operation and find-
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ing a small sclerotic mass instead of the

functioning ovary.

The ovarian branch of the uterine is

frequently ligated in performing a

supra vaginal hystoredtomy. An at-

tempt should always be made to con-

serve this vessel, which can be done by
clamping close to the uterine wall thus

avoiding the vessel. Even if both tubes

are removed conserve the uterus if pos-

sible
;
we must not forget the psychology

of menstruation.

My plea first and last is for long rest

treatment and more colpotomies which
will reduce the number of abdominal
sections and make it possible to con-

serve more tubes and ovaries.

DISCUSSION.

Dr. Lucien A. LeDoux (New Orleans) : The
subject of pelvic infection is one of equal
interest to the specialist and to the general
practitioner. It is a big subject. We have
heard from time to time the mention of the

word “rest” in the treatment of pelvic in-

fection, but in spite of all that has been said

of the value of rest, we still see cases that

if they had had proper rest the ultimate re-

sults would have been better.

What do we mean by rest treatment? By
rest treatment I do not mean simply order-
ing the patient home and to bed. That
patient should be put to bed and on her
back, not allowed to sit up in bed or sit over
the edge of the bed

;
she should have ice bags

and hot douches, particular care being taken
to have the douche bag at the proper level;

she should also have mild laxatives and a
nourishing diet. This patient should remain
in bed and on her back for as long a time
as is found necessary. I remember a case
at the hospital a few years ago where, after
seven weeks of observation, we found the
patient every four or five days running a
temperature of 99 to 100, and on close ques-
tioning of the internes we found that the
nurse had every few days been giving the
patient a “good” douche, placing her on the
roller and taking her to the treatment room
to do this. This evidently was sufficient to
cause her temperature and to prolong her
treatment in bed. The rest treatment is usu-
ally as important as the operation itself, be-
cause the results of your operation depend
upon the amount and type of rest that your
patient has received.

The success of your treatment depends on
several things—first the absence of temper-
ature, as Dr. Sellers has brought out, absence
of temperature for two or three weeks; nor-
mal leucocyte count, and no pain on exam-
ination. I have seen cases that were free
from temperature, had a normal leucocyte
count, but on examination they still suffered
pain. These three things ^form an index as
to the patient’s condition for operation. Rest
makes the operation easier for the surgeon,
it allows maximum conservatism at opera-

tion, and very often it postpones or entirely

eliminates the need for operation.

As regards the cul-de-sac drainage, this is

important, and as Dr. Sellers mentioned, is

not done sufficiently. There is some dan-

ger in doing it in cases in which it is not

indicated, for instance where we have infec-

tion of the perimetrium—there little would
be gained. The patient whose general con-

dition is poor, who has been carrying infec-

tion for many weeks, who is probably in dan-

ger of passing out,—too much trauma would
be dangerous.. It may not endanger her life,

but will make subsekuent operations more
tedious and difficult.

As regards the use of iodoform packs, we
have been using a large rubber tube for

drainage with the pack around it. We allow

it to remain in position four or five days, and
after removal we have found a sufficiently

patulous opening to allow free drainage.

Dr. P. B. Salatich (New Orleans) I think

the most scientific part of gynecology is con-

servatism. It is all right to talk about con-

servatism, but there are two points you must
adhere to if you are going to get results.

First, we all agree that long rest is import-

ant, and if you want to be conservative three

weeks of a febril condition is not sufficient.

I remember a woman who was anxious to

have a baby, but she had first a miscarriage,

and then an extra-uterine pregnancy, which
become infected. I kept her in bed for four
months—two months after the temperature i

subsided. On opening her up I found the

right side entirely destroyed, and on the

left side a hydrosalpinx containing four
j

ounces of fluid, and the ovary the size of an
apple. I clamped off part of the tube that

contained water—split the tube and took out
three-fourths of the ovary, and kept the

woman in bed a long time ,and she is now
the mother of two children.

A second matter of importance is careful
dissection. If you want conservatism you
must operate carefully, more so than if you
do a radical operation. Never put an in-

strument on a structure that is to remain.
Try to do as little traumatism as possible,

because if you catch any part you will have
a raw surface and some adhesions. After the
patient is operated on, continued use of the
ice bag and having the patient elevated as
hight as she will stand, is important.

Another point that is important, after you
have done all this work many times the
uterus sags down to the bottom of the pelvis,

and if you catch it up with a suture of catgut
it will pull it up and prevent a certain amount
of adhesion.

Another thing, it is important to give these
patients careful instructions afterwards. Tell
them to keep up the douche for a long' period
of time, tell them to rest a good deal, to be
careful about their diet and not eat anything
that will cause gas, and make them keep
their bowels open, if you want results.

You get better results by resecting the
ovary and making a careful suturing, if pos-
sible covering the raw surface along the line

of the cut. If you have to remove both
ovaries and the uterus remains, be sure to
save a piece of that ovary. I have had sev-
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eral cases in which I placed a piece of ovary

to the side of the incision, between the skin

and the fascia, for the reason that if the

ovary become infected it would be easily re-

moved. You will find a large percentage of

patients will not suffer from the disagreeable
menopause symptoms, and will continue to

menstruate after the operation.
Dr. Paul Michinard (New Orleans) : This

question of conservatism in pelvic infection

is a very broad one, and I will limit my re-

marks to the Fallopian tubes. Some of the
men who follow us in the wards and amphi-
theatre have a misconception of the behavior
of diseases of the Fallopion tubes. They
draw a parallel between the Fallopian tubes
and the appendix. Bear this in mind—the
appendix vermiformis is subject to gangrene,
it rarely has an exudate protecting' the sur-

rounding tissue; while in the Fallopian tubes,
owing to very wonderful circulation, we never
have gangrenous degeneration. They are
always protected by exudate. Now if that
Fallapian tube is protected by an exudate,
can you tell whether you are dealing with the
perisalpinx or the endosalpinx? We have
repeatedly removed tubes from the exudate
and found them not badly diseased at all.

Those cases of perisalpinx will get well under
conservative treatment, irrespective of the
quantity of exudate around them.
Another thing, I believe that every case of

salpingitis will eventually become well
symptomatically if taken in time. We see
these at the hospital, the laboring class who
have been working, with diseased tubes. We
do not meet that class of people in private
work. If we could take these people in the
hospital, have them remain in bed for two
months, we would get better results. But the
great trouble in the hospital, we are thinking
of the $1.50 a day it costs, and are filling
up our beds. I have been fighting for a long
time in my classes to try to save the Fallo-
pian tubes. You remove diseased tubes
bathed in exudate, and if you follow those
cases you will find that a majority are suf-
fering just as much after operation as before.
Have you saved a life? As a rule that Fallo-
pian tube would not have killed her. If I
had my way in treating salpingitis I would
keep tbe woman in bed for three consecutive
months, and I believe if we did that we would
not have recourse to so many surgical pro-
cedures.

Dr. M. J. Gelpi (New Orleans) : I want to
mention a word in connection with conserva-
tion of the tubes, particularly with regard to
the possibility of pregnancy occurring after
a certain type of salpingitis. We are occa-
sionally confronted with the problem of the
young married woman who is anxious to have
a child, who is operated upon, and at the
time of operation presents two hydrosalpinx,
though occasionally there may be but a single
one. The question arises as to whether it is

possible to leave in such a hydrosalpinx and
give the woman a chance to become pregnant.

Just as we have two distinct types of pel-
vic abscess, so we have two distinct types of
hydrosalpinx. One is the result of intra
tubal infection, shows lymphoid and plasma
cell infiltration extending deeply in the walls.

and if you try conservative treatment on such

a hydrosalpinx, you court failure as a rule and

your patient will not become pregnant. This

type should be removed. If, on the other-

hand, you have the type that occurs following

extra-tubal infection, as after appendicitis,

where after sealing' of the fimbriated end, the

hydrostatic pressure in the tube gradually

stretches it into a thin wall, showing nothing

abnormal microscopically—in that case the

tube can be conserved. You can open that

tube, if the woman is anxious to become
pregnant, and by a plastic operation you may
still have a very good chance of pregnancy
occurring. I think that is a nice little patho-

logical point, because occasionally you do

find cases where pregnancy is longed for,

and in the type of hydrosalpinx where you
have a thin wall as described, resection is

justifiable, and pregnancy sometimes super-

venes.
Dr. P. Graffagnino (Nw Orleans) : There

is one point I want to emphasize. Experi-

ence has taught the gynecologist no longer to

consider acute salpingitis a surgical disease

;

it is a medical disease, pure and simple, and
surgery is only indicated for the complica-

tions that follow—accumulations of pus, ad-

hesions, uterine displacement, etc. Yet, de-

spite the reiterated assertions voiced by au-

thorities to this effect and innumerable pub-
lications from their pen on conservative treat-

ment, an astonishingly large number of cases

of acute salpingitis are subjected to opera-
tion without adequate conservative treatment,
with a resultant high mortality, as proved by
hospital records.

Dr. J. L. Adams (Monroe) : Since this

paper is heard principally by practitioners

and men of lesser surgical experience, I want
to call attention to one important point.

_

We
are all urging conservatism to-day, but it is

very easy for the pendulum to swing from
one extreme to the other. I had a case a

few days back that illustrates very forcibly

what I am trying to bring out. This patient

was brought to the hospital, wrapped in ice

and given the usual course of treatment, and
we thought a little pain was necessary. She
was treated for two weeks and -allowed to

return home, apparently well of the infec-

tion, Neisserian in type. But there was a
constant dull pain going on. One afternoon
it became necessary to rush the patient to

the sanitorium and operate. What did we
find? We found the appendix had been
engaged with the right tube and had
undergone gangrenous degeneration. Do
not be too sure of what is going to happen
under conservative treatment. It is largely a

medical rather than a surgical condition in

the beginning, but be sure to watch for the
dull pain that may follow.

Dr. H. W. Kostmayer (New Orleans) : As
old as the subject is, I cannot keep still

when the rest treatment is talked about, be-
cause without it we could not do much in
gynecology. I think it is well to emphasize
the necessity for conservatism in surgery,
but a great many of us do not do surgery and
yet we continue to treat gynecological cases.

I want to emphasize what Dr. LeDoux said,

and that is the correctness of rest treatment.
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We go into the ward at the hospital and tell

the internes who make the rounds with you
that this is a case for rest treatment, that

she needs a long rest, and she may not need
anything further, but whether she does or

not, she needs a long preliminary rest before

surgery is done. Go in a few days and look

at the patient’s chart, the temperature is

still the same as before, she still complains
of pain, and when you ask what the rest

treatment consists of you will find she is

being made to go with the nurse to the

dressing room to receive a douche, or she

is being made by the nurse to go to the

toilet—the nurse will not bring her a bed-
pan. Not because she does not want to

take care of the patient but the nurse
thinks it is all right for her to get up'. I

think if the man doing' no surgery in gyne-
cology would learn how to give the rest

treatment, he would have a big asset. The
patient who takes the rest treatment from
me must agree that she is not to be propped
up to eat; she must not get up to the toilet

or to bathe
;

she is given a douche, by a
skilful attendant if possible, or by somebody
who will administer the douche after she has
been told how to give it. The douche must
be hanging just high enough so the contents
will flow. Invaribly it is suspended at the
extreme length of the tube. It saves time,
of course, to give a douche that way, but it

does not do any g’ood. What is in the
douche does not count so long as it is hot.
What you want is heat in contact with tne
abdominal vault. Use iodine, or salt, or any-
thing, as long as it is hot, that is all that
is necessary.
When rest treatment is properly applied

the results are valuable, both as preparatory
for surgery and frequently curative.

Dr. C. P. Gray (Monroe) : Just two points
on this subject that I wish to call to your at-
tention. First, this is one of the most im-
portant subjects that will be under discussion
at this or any other meeting, because of the
fact that it always has been of great interest
and will be as long as we continue to prac-
tice medicine.

The next point is, Why, conservative
treatment, why all this rest in bed? Why con-
servative surgery? We are all agreed that
conservatism and rest is the treatment par
excellence. Let us for a moment consider
why it is the treatment. It is because of the
fact that this condition is found in the young-
unmarried female and in the married woman
in her child-bearing period. These are
sufficient reasons as to why we should give
it serious consideration. The woman’s future
welfare depends upon the treatment she gets
during the first few weeks or the first few
days of this condition. If we could only look
back and follow the trail to the end—the trail
that has been made by reckless surg'ery, the
blighted and wrecked lives of women scat-
tered along the trail, due to the radical sur-
gery which has been performed, the desexing
of women with all of its consequent complica-
tions, we surely would be more conservative
in our treatment.

Dr. T. B. Sellers (Closing) : I wish to
thank Dr. LeDoux and Dr. Kostmayer for em-

phasizing the rest treatment, as time would
not permit me to go into details.

I agree with Dr. Mic-hinard, that the longer
the rest the better the result.

I want to thank Dr. Gelpi for the point
that he brought out. It is one I had not
considered, but I think it is worth while.

Dr. Adams mentioned a fact that we must
not forget. Practically 50 per cent of the
pelvic infections have complicating appendi-
citis, the appendix is bound down in the mass
of adhesions and becomes acutely or sub-
acutely involved. So in cases that do not
respond to the rest treatment, and in the ab-
sence of a mass in the cul-de-sac, the appen-
dix must be considered as a causative factor.

HEARTBURN; ITS CAUSES AND
TREATMENT. A PRELIMI-

NARY REPORT.*
By A. I.. Levin*, M.D.,

New Orleans.

Introduction .
—Heartburn is not a

disease, but a symptom, even as such,

I trust, a free discussion of it will be of

value to the practitioner
; for as Left-

wich wisely expresses himself, “The

first thing a doctor sees when called to

a patient is not a disease, but a symp-

tom.’' The physician, when in a dif-

ficulty and endeavoring to make a diag-

nosis, is asking himself the question,

“To what disease or condition may this

symptom point?” Heartburn is quite

a frequent symptom and every practi-

tioner knows how to correct it, but un-

fortunately, only temporarily. Why?
There is an old philosophical expres-

sion, “Everything in nature needs a

grain of luck.” If this also applies to

medical science, heartburn is certainly

out of luck, for the writer of medical

textbooks have failed in their obliga-

tions to dwell on this most common,
and at times most distressing symptom,
indicating the existence of a deranged

function somewhere in the digestive

apparatus.

Definition .—Heartburn is defined as

a burning sensation in the esophagus
and pharynx, due to acidity of the

stomach. In medical parlance, the

terms, pyrosis; Fr. fer chaud, ore-

mason; Ger. sod brennen, Gr. pyr., fire

’"Read Before the Orleans Parish Medical Society,
December 10, 1923.
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and cardialgia; Fr. cardialgie; Ger.

magenweh, are used. The originator

of this expression, however, be he a

laynan or a medical man, certainly

furnished a misfit link in the chain of

gastric symptoms, for it does not fur-

nish a correct understanding pertain-

ing to the organ affected.

Literature .—There are no references

in the literature, American or foreign,

for a period of 14 years under the head-

ing “Heartburn.” It is referred to

simply as a symptom complex asso-

ciated with other conditions. Most of

the standard recent medical publica-

tions do not mention a word about
heartburn. Osier mentions only the

terms, cardialgia and pyrosis, in des-

cribing the symptoms of acute gastritis.

Sir James Mackenzie, in a recent

publication, states “that it is due to

sour or acid sto mach contents, regurgi-
tating into the esophagus, or in patients

having a history of acute gastritis; it

is also likely due sometimes to gall

stone colic.”

Green states that the peculiar pain
in the stomach known as heartburn is

most common in functional disturb-

ances of the stomach.
Hutchinson, Shenen and Coleman

claim that heartburn is frequently a re-

flex phenomenon occurring in the preg-
nant state.

Forcheimer and Billings describe
heartburn as a reflex neuroses of gas-
trointestinal origin.

Allbutt and Rolleston state, “In dys-
pepsia, the presence of food in the
stomach, instead of being unfelt as in

health, gives rise to a sense of epigas-
trial oppression or even pain. The
pain may be diffused; it is very often
situated at the junction of the esopha-
gus with the stomach opposite the end
of the sternum, when it is known as

“heartburn.” Again they state “in

acute catarrh, and in chronic irritative

conditions of the stomach, there is pain
in the pit of the stomach, as already de-

scribed under dyspepsia,—e. g. heart-
burn.

R. C. • Kemp describes pyrosis or
heartburn as consisting in the ejection
of chyme from the stomach into the
esophagus with which is associated a
burning sensation in the epigastrium.
As a symptom, it most frequently oc-
curs with hyperchlorrhydoia, also with

chronic gastritis, and has been found
with achylia and other gastric condi-

tions. It may occur as a neurosis, es-

pecially among the hysteric or neures-

thenic, with normal gastric contents

and is of a mixed type both motor and
sensory.”

A. L. Benedict, without entering into

the complexities of a discussion of the

management of the very varied condi-

tions upon which pyrosis may depend,
suggests remedies to maintain or res-

tore the normal downward ali x entary
current. In his opinion, then, the
phenomenon occurs as a result of a
reverse peristalsis which develops from
various causes. He also maintains that
pyrosis depends upon acidity, hydro-
chloric or fermentative acids, which
might be present in the stomach.

J. Katz discusses the causes of heart-
burn and gastric hyperacidity from a
gastroenterologic standpoint and lays

stress on the fact that in all cases the
cause must be ascertained, removed or

treated. He enu m erates dhe follow-
ing causes

:

(1) All neurological conditions and
severe types of mental disturbances.

(2) Disturbances of vision.

(3) Nasal obstructions and mouth
breathing.

(4) Defective teeth.

(5) Hypothyroidism.
(6) Cardiac disturbances.

(7) Toxemias of any kind, especial-
ly those following influenza.

(8) Disturbances of the gastro-
enteric system, as ulcers, gastritis,- ap-
pendicitis, colitis, enteritis, and their
combinations.

(9) Gall bladder disturbances.
(10) Various nephritic disturb-

ances and diabetes mellitus.

(11) Belvic disturbances in the
female.

(12) Sexual disturbances and per-
versions.

(13) Bregnancy.

_

(14) The quantity, quality and kind
of food. Heavy meat eaters and those
who indulge in highly spiced or
seasoned food and sweets will eventual-
ly have hyperacidity.

(15) Drugs, as phenacetin, salicy-

lates and acetanilid.

(16) Night work or keeping late
hours.

(17) Great indulgence in tea, coffee
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or alcoholic stimulants; we may also

add the excessive use of tobacco.

(18) Eating of yeast.

(19) Excitement of any kind.

Underlying pathology : It is a re-

markable fact that nowhere do we find

a description of a definite understand-
ing of the underlying pathology, ex-

cept for a few scattered remarks that

there is a disturbed gastric secretion,

that a reverse peristalsis exists and
that hyperesthesia is present. From
these facts, it can be construed that we
are dealing with a possible derange-
ment of the nervous and glandular ele-

ments.
Personal Views .—The above brief

and incomplete review does not furnish
saUsfactory explanations of the follow-

ing facts, namely

:

1. If heartburn is chiefly dependent
on acidity, why do patients with nor-

mal acidity, subacidity and even achy-
lia, suffer from it? In my experience,

this is the most com non group of

patients afflicted with heartburn.
2. Why is it that a large number of

hypeichlorrhydria patients do not suf-

fer from it?

3. The fact that marked hyperes-
thesia is met with in achylia proves
that some other factor is involved in

the process.

4. If acid and hypheresthesia are
the combined factors, why do we often
fail to obtain relief with alkalies and
sedatives.

5. We often see cases of chronic
severe heartburn after appendectory
and cholecystectomy, in whom ulcer

has been excluded and attention was
paid to removal of foci of infection.

Where lies the secret of this phenome-
non?

6. It is a common statement made
by patients, “I always get heartburn
after eating fried greasy food or
sweets.” Gastric analysis reveals a
normal secretion. Why do these arti-

cles of food call forth, in that class of
patients, pyrosis?
With the advent in the last few years

of nonsurgical biliary drainage, the
study of the biliary tract has occupied
a prominent place in modern medicine.
My attention has been focused on this

field of work and I must confess that
almost every case with a suspicious
biliary infection presents the symptom

of heartburn. I therefore, concluded
to make a few interesting observations.
With the duodenal tube in the stomach,
I injected a quantity of a dilute HCL
(.2 to .5) into the stomach. No dis-

comfort was produced. I pulled the

tube out and reached the cardia and
into the esophagus where I placed the

dilute acid solution; a slight sour taste

was produced, but no heartburn. I

then allowed the tube to enter the duo-
denum and when the biliary drainage
started, I obtained a quantity of bile,

pulled the tube into the stomach, and
reinjected the bile. Almost in every
instance, the typical heartburn was
produced temporarily. I have also

noted that a large number of cases of

chronic biliary infections present
definite evidence of an existing reverse
peristalsis. In fact, every case with
duodenal stasis and regurgitation suf-

fers from pyrosis, in spite of the fact

that a subacidity, or approaching nor-

mal exists. This led me to conclude
that a toxic biliary agent is being ab-

sorbed in the blood and following in

the path of a reverse current produces
that hyperesthesia, gastric esophageal,
pharyngeal and even k'ngual, com on-

ly designated as heartburn. In the

early stage of the infection, the toxic

agent, biliary or otherwise, may pro-

duce an irritative hyperchlorrhydria,
but later on, if not relieved it causes a

downward secretory disturbance; as a

reverse current is probably produced
by it, these two factors cause nerve ir-

ritation along the reverse path, caus-
ing hyperesthesia. This is evidently
accomplished, not from contact irrita-

tion alone, but also through an hemato-
genous route, the toxic substance being
absorbed into the blood. If this be true,

then any toxic condition in the body,

blood dyscrasias, dietary imprudence,
or a neuropathic state which can cause
a derangement in the function of '.lie

liver, gall bladder and ducts, will even-

tually produce heartburn. I woud
recommend the use of a substitute
term, “toxic hyperesthesia!” (gastric,

esophageal, pharyngeal, as the case

might be,) in preference to the term,
cardialgia or pyrosis; and suggest a

classification into the following groups:

1 . Transient.
2. Periodic.

3. Persistent.
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Transient—when due to temporary
biliary stasis, which can easily be re-

lieved by a purgative.
Periodic—when the biliary stasis is

the result of a periodic catarrhal in-

flammatory reaction.

Persistent—when the chronic in-

flammatory reactions brought about
tissue changes through- the entire

biliary tract, including the liver, the

relief in such cases is difficult, and
even the surgeon is not the master of

the situation.

Treat rent: The treatment of the
underlying biliary toxemia is in my
opinion the most rational way of hand-
ling the situation, and not the attempt
to change the acidity by mere alkalies,

as is commonly practised. Heartburn
is nature’s warning of a derangement
in the biliary apparatus as much as
pain is the automatic signal in the hu-
man machine. Even in the transient
type, steps should be taken to prevent
a reoccurrence of a biliary stasis. The
golden rules which have been lately

adapted in the treatment of gall blad-

der disease should be equally applied
when heartburn is the signal. What
are those golden rules?

1. Eradicate the source of the start-

ing point of the trouble wherever and
whatever it might be, infection, error
in diet, faulty mode of living, over-
work, sedentary life, worry, and any-
thing which tends to exhaust or pro-
duce a short in the human battery.

2. Give a chance to the biliary appa-
ratus to recuperate.

3. Improve the drainage of bile.

4. Endeavor to keep the bile in a
liquified state.

5. Correct an existing reverse cur-
rent.

6. Prevent, if possible, the absorp-
tion of toxic biliary products by tak-
ing proper measures early.

All of these can be accomplished in
the following manner

;

a. Diet—small and frequent meals,
avoiding fried foods, excess of fats
and sweets and highly seasoned foods.

b. Plenty of water, 8 to 10 glasses
per day.

c. Alkalinized fluids, such as Vichy,
3 or 4 times per day.

d. The bulk of the diet must be
vegetables and fruit.

e. Plenty of exercise.

f. Sedatives and protective agents
for relief.

g. Periodic exposure of liver and
gastric areas to thermo light and prob-
ably X-ray.

h. Correct constipation and prevent
intestinal stasis.

i. Impress the patient with the im-
portance of intelligent co-operation.

The most successful sedatives in my
hands are calcined magnesia, sodium
bicarbonate and extract belladonna;
olive oil, mineral oil and pure vaseline
as protectives. Of great importance, is

the employment of gastric lavage, every
day at first, later on, on alternating
days. As the primary aim is to get
rid of a toxin, it must be continued for
a long time in order to obtain any posi-

tive or permanent results. Nonsurgi-
cal drainage of the gall tract, in the
severer types, plus a transduodenal
lavage, is an excellent procedure
to restore the normal downward
alimentary current. According to

Benedict, the stipulation of the
salivary secretions by chewing
gum, slippery elm or a piece of candy,
will check reverse esophageal peristal-
sis; anodynes should be resorted to for
pylorospasm and strychnine should be
employed if there is a marked atony of
any part of the alimentary canal.

A few words in regard to the use
of thermo light and X-ray exposure.
Three of my cases of a very stubborn
type of pyrosis with pain in the gall
bladder area have been materially re-
lieved of their distress by the use of -the

thermo light, twice or thrice daily, over
the gall bladder area, for a period of
twenty minutes, in addition to other
measures outlined. The German
writers have recently advocated the use
of X-ray for the reduction of hyperacid-
ity. The impression in some quarters
is that it does not aid the healing of
gastric or duodenal ulcers, that it does
not reduce acidity, and consequently
it does not relieve the pain. Will it be
of any value in pyrosis? This would be
an interesting observation for the
radiologist.

SUMMARY.
1 Heartburn does not primarily de-

pend upon acidity.

2. My observations tend to
strengthen my belief that a toxic agent,
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biliary or otherwise, is the primary

causative factor.

3. The irritation primarily is prob-

ably hematogenous, producing an hy-

peresthesia.

4. A reverse current carries the

sensation upwards.
5. Toxic hyperesthesia (gastric,

esophageal, pharyngeal, buccal, lin-

gual), is a better term than pyrosis or

cardialgia.
1222 Maison Blanche Bldg.

BIBLIOGRAPHY.
1. Osier & McCrae (Vol. Ill, page 228).

2. Green: Medical Diagnosis. (Page 102).

3. Hutchinson, Shenen 8c Coleman: An index of

treatment. (Page 788).

4. Allbutt 8c Rolleston: System of Medicine. (Vol.

Ill, Pages 354 & 417).
5. Forcheimer 6c Billings: (Vol. III).

6. Kemp, R. C. Diseases of the stomach, intes-

tines and pancreas.
7. Benedict, A. L. Pyrosis. (Ref. Handbook of the

Med. Sciences, 7: 432, 1917.

8. Katz, J. Etiology and treatment and gastric

typeracidity. Med. Rec. N. Y. 192 1 C, 591.

DISCUSSION.

Doctor Daniel N. Silverman. Heart burn,

as the Doctor stated, is to be regarded as a

symptom of reflex origin, due to disturbance

of the nervous system as a result of patho-

logy within the stomach or elsewhere. The
hyperesthetic conditions of the gastricmucous

membrane is Productive of numerous other

symptoms, underlying cause of which must
be sought for. Relative to the part played
by the gastric secretion in inducing a burn-
ing sensation, it is interesting to learn from
the physiologists, Carlson and later Bel, that

perfectly normal individuals may have equally
high acidities as have been found in any cases
of gastric disturbance. Rebfuss’s report of

a series of two thousand analyses has shown
that either reduced or absent acidities were
the only findings of clinical significance. T

do not think that regurgitation of duodenal
contents, either normal or pathological, into
the stomach has any bearing on the symptom,
heart burn. In my studies of normal indivi-

duals I have found that the stomach contained
regurgitated bile in fifty per cent. Indivi-
duals, having had cholecystectomy performed,
have a constant regurgitation of infected bile

into their stomach; however, very few of such
cases will complain of nyrosis; in fact, many
become entirely free of symptoms and some;
are cured following the operation.

Primary disease of the gall-bladder and
liver, occasionally of the pancreas, and quite
often of the appendix, are some of the causes
that are found in the digestive tract produc-
ing the- various gastric symptoms. Extrinsic
causes are found in diseases of the chest
organs, urinary and vascular system.

Dr. Hilliard E. Miller. I wish to comment
on Dr. Levin’s paper only as it relates to
pregnant women. Heartburn, and even the
condition of hyperemesis gravidarum, appears
to me, in the majority of cases, to be due to
pylorospasm, which is usually promptly re-

lieved by the administration of sedatives. A
few months ago it was suggested in one of

the journals of obstetrics that luminol of soda

was very efficacious in this condition, and I

believe two successful cases were reported.

I have followed this suggestion, giving the

drug in two grain doses before each meal,

and I have promptly relieved several cases of

the ordinary vomiting of pregnancy, as well

as one or two that approached a condition

of hyperemesis.
Dr. E. Denegre Martin. I am sure if an

orthopedist were here he would add one more
symptom: flat feet.

The doctor spoke of the pancreas as one

of the causes—I recall two cases of cancer

of the pancreas that suffered from this con-

dition.

I too suffer from heartburn, for some time.

I have a simple remedy, soda crackers. Only
last night it took four soda crackers to quell

the storm. There may be patients who can-

not submit to lavage and it would be well for

them to know a simple and efficient means of

relief.

Dr. A. L. Levin. (Closing) : Dr. Sil-

verman’s remark that we often find bile

in the stomachs of individuals who have
no symtoms of heartburn cannot be consid-

ered as evidence to refute my theory. He
probably misunderstood the contention in my
paper. When I said biliary toxemia is the

principle cause of heartburn I meant infect-

ed bile, not normal bile. Of course normal
bile does not contain that particular toxin

which pathologic bile does, and that partic-

ular toxin in pathologic bile is the cause of

the disturbance, hence we may have normal
bile in the stomach without any symptoms.
Infected bile in the stomach is a pathologic
condition.
As far as Pancreatic and Appendicial dis-

eases are concerned, it is possible that they
are the contributory factors in the biliary

infection, or they might be the primary agents
so that it is quite common to find heartburn
in chronic biliary toxemias plus Pancreatic
diseases and Appendicial involvement. Re-
cent investigations of the relationship of Pan-
creatic diseases to diseases of the liver and
gall bladder prove that a very large number
of cases show involvement of both Pancreas
and biliary tract.

My main contention is that the heartburn is

not caused by an acid radicle, but by a toxin

circulated in the blood originating in the

biliary tract.

Dr. Simon contends that the presence or

absence of mucous play's an important part

in protecting the mucous membrane from ir-

ritation.

Personally' I cannot agree with Dr. Simon
in this respect. It is a well known fact that

in chronic gastritis we have an excess of

mucous. The mucous membrane of the stom-

ach should then be well protected
;
yet those

are the principal cases where heartburn
plays a very important part. In most of

my cases I have observed a condition of chro-

nic gastritis with a marked subacidity border-

ing almost on achylia, and heartburn was
the principal disturbing element, for relief

of which they sought medical aid.
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Dr. Martin’s remarks can be answered in

a simple way. I stated plainly that intelli-

gent co-operation is an important factor in

obtaining good results in cases of heartburn,
and I am sorry to say that in this respect he
is the ideal doctor who usually makes the
worst patient.
The most important point, and the one

which I want to stress in my paper general-
ly is that the teaching, as we find it in text-
books, that hyperacidity is the main factor
in heartburn is unquestionably misleading.
In most of my cases I have definitely ob-
served chronic biliary toxemias associated
with pyrosis, and I am convinced that a
closer study of that most interesting and
heretofore unexplained distressing symptom
in gastro-intestinal diseases will bear out my
conviction as stated in my paper.

SENSITIZATION OF BREAST FED
INFANTS TO FOOD PROTEINS
IN MOTHER’S MILK, WITH

REPORT OF CASES.*
By Ludo von Meysenbug, M.D.,

New Orleans.

Instructor in Pediatrics, Tulane University of Lou-
isiana j Associate in Pediatrics, Touro Infirmary.

Perhaps the most puzzling problem
that has presented itself to the pediat-
rist in the past has been that of persist-

ent colic, diarrhea or skin eruptions in

an otherwise normal breast fed baby.
For generations past our forefathers
believed that the diet of the nursing
mother might affect the infant through
her milk, but we have discarded that
belief as a superstition chiefly because
we were not able to prove it to be true.

To be sure, mother’s milk has not
escaped investigation when such symp-
toms existed in the infant, but analysis
was usually considered negative be-

cause a normal fat, sugar or protein
content had been found; and, we blush
now to admit it, many an infant has
been deprived of the protection of it’s

mother’s milk simply because the colic

did not yield to the ordinary household
remedies or mayhap even to the more
stringent measures adopted by the phy-
sician in charge.
High fat content has for a long time

held the center of interest and forms
the basis of Czerny’s “exudative diathe-
sis”; and true it is that in some in-

stances a reduction of the fat resulted
in an improvement in clinical symp-
toms. However, that the fat alone was
*Read Before the Orleans Parish Medical Society,

December 10, 1923.

responsible soon came to be recognized
as a fallacy and other investigations

were undertaken.
Some years ago Talbot 1 reported sev-

eral cases of eczema in children and
gave us our earliest indications that
protein sensitization forms the tap root

of the disease. Speaking of the simi-

larity between certain forms of eczema
and urticaria he says: “—the earliest

lesions to appear are so similar to cer-

tain forms of urticaria that it is often
impossible to distinguish between the
two. As time goes on the urticarial-

like eruption becomes a typical eczema.
This sequence of events can be pro-
duced experimentally or accidentally by
giving too much egg to an individual
who has an idiosyncrasy to hen’s egg.
There is little doubt in my mind that
this form of eczema is usually a late

stage of urticaria.” Again : “More re-

cently it has been possible to differenti-

ate the various types of the disease
(eczema) by the skin tests with foreign
proteins.” The work of Schloss had
given the impetus to investigation along
this line.

That the eczema of nursing infants
might belong to the same group of sen-
sitization phenomena had entirely
escaped attention. How close many in-

vestigators came to the truth has been
brought home to me by personal experi-
ence. When I was an interne on Dr.
Talbot’s service, we performed many
routine skin tests with food allegens. So
often did we obtain positive reactions
in young infants to foods, particularly
egg albumin, which we knew the infant
had never eaten, that we abandoned the
tests as worthless and charged the posi-
tive reactions to faulty technique.
Little did we suspect that we had actu-
ally put our finger on the key to a very
important discovery.

It remained for Shannon 2
, two years

ago, to make this discovery and to prove
beyond peradventure of a doubt that
food proteins are excreted as foreign
proteins in breast milk. So interesting
is Shannon’s work that it warrants giv-
ing you a few details.

He sensitized guinea-pigs to egg
white by subcutaneous injection with
this solution. Twelve days later these
sensitized pigs, together with control
pigs were injected intraperitoneally
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and intrathecally with breast milk from
a mother whose infant had eczema and
who itself gave a positive skin test for

egg albumin. The sensitized pigs im-

mediately exhibited the symptoms of

severe anaphylactic shock, those in-

jected intrathecally dying within a few
hours, while the controls remained free

of any symptoms. Further and similar

experiments performed with breast

milk from mothers whose infants pre-

sented colic or diarrhea, or both, gave
similar results. Conversely, breast milk
from mothers who had eaten no eggs
failed to cause anaphylaxis when in-

jected into egg-sensitized guinea pigs.

Shannon has since extended his work
and proven that other proteins besides

egg albumin may pass into the mother’s

milk and cause symptoms in the infant.

As corroborative evidence of this

allergy theory of eczema we find in the

differential blood count an increase in

the eosinophiles, often as high as 20%

;

furthermore, skin tests with food pro-

teins will within a few minutes demon-
strate the specific protein to which the

individual is sensitized. Removal of

such protein from the diet of the nurs-

ing mother will quickly result in relief

from symptoms.
The technique of skin tests in infants

merits a brief description. The back
is washed with soap and water and
thoroughly dried. Alcohol may be
used, but is not necessary. A number
of small cuts, about one-eighth inch long,

are made with a sharp scalpel, but are
not deep enough to draw blood, al-

though they do pentrate the skin. On
each cut is placed a protein and to it is

added a drop of 0.1 normal sodium
hydroxide solution to dissolve the pro-
tein and to permit of its rapid absorp-
tions. At the end of 15 minutes the
proteins are washed off and the re-

actions are noted, always comparing the
inoculated cuts with normal controls
on which no protein was placed. The
interpretation of the positive reaction
has been the subject of considerable
discussion among workers in this field.

Walker (3) requires an urticarial
wheal one-half cm. in diameter for possi-
tive interpretation. In infants, how-
ever, this standard is not suitable- A
definite erythema, in the absence of a
similar reaction in the control, should

be regarded as positive and the lesser

reactions should be kept in mind. This
is the standard by which Shannon (4)

interprets his reactions.

As the food proteins are quite ex-

pensive and a large number of them
must be used if one hopes to find the of-

fending one, I have adopted another
procedure which is admittedly not as

scientific and accurate and which does

not give the answer within a few min-
utes as does the skin test. This pro-

cedure consists in having the mother
keep a record of all food that she eats

for a period of several days to a week,
no change being made in her diet. A
study of such a record will usually show
a predominent taste for one article of

food. This food can then be eliminated
from her diet. It might be argued that
the element of chance plays the lead-

ing role in one’s choice of the food to

be interdicted, but my experience has
shown me that the method is practical.

The chief objection to it is that during
those days of recording, the infant con-

tinues to be fussy or to have colic or

diarrhea and if this takes the form of

nocturnal serenading, the parents are

apt to become discouraged. However, a

little explaining usually clears up this

feature. Of course one must be pre-

pared to perform the skin tests, using
all food proteins that occur in the

mother’s diet, if the above procedure
does not prove successful.

I will now give you the report of four
cases recently coming under my ob-

servation. The first case is that of a

baby girl first seen when 1 month old.

She was three weeks premature, de-

livered with forceps and was the first

pregnancy. The birth weight was not
recorded, but at four weeks she weighed
9 lbs. 6 oz. General physical examina-
tion was negative, as was the blood
Wassermann. The bowels were normal
and no skin eruption was noted at this

time. The baby nursed one breast two
hours and received no other food. She
was lost sight of until 6 months of age
when she returned with the story that

the bowels had been loose for several

weeks, numbering 5—6 a day and that
there had been a skin eruption for 3

months, which had resisted all attempts
on the part of the mother to clear it and
a calomine lotion given by a physician
had likewise not been of any benefit.
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The bowels at this time numbered 3 to

4 a day, there was no colic or excessive

crying. The physical examination was
negative save for a severe, moist and
scaling eczema, covering the entire face

anl extending on to the neck. The baby
was still exclusively breast fed. The
mother’s diet was investigated and it

was ascertained that she ate 3 to 4 eggs
a day, two for breakfast, one for lunch

and food cooked with eggs for dinner.

I told her to exclude eggs and food
cooked with eggs from her diet and to

apply nothing to the eczema. This she

did and returned in 10 days. The skin

at that time was entirely clear and the

baby was having one or two normal
stools a day. The mother then recalled

a period about 3 months before when
she herself had been sick and had eaten
nothing but toast, milk and tea for one
week, during which time the baby’s

eczema had cleared up without treat-

ment, only to return shortly after the

mother resumed her usual diet.

Case two, a colored baby first seen in

the outpatient department of Touro In-

firmary when one month old, was full

term, normal delivery, normal at birth,

birth weight not recorded. Breast fed

to date, no other food given. The com-
plaint was a skin eruption since one
week of age, no symptoms accompany-
ing it. Examination of the baby shows
normal palms and soles, but large areas
of desquamation over the trunk, neck
and face, with some crusts. The weight
was 8 lbs. 2 oz. Blood Wassermann on
baby and mother were both negative.

The baby was being nursed irregularly.

No treatment was prescribed other than
regulation of the nursing interval to

every two hours at one breast. When
next seen, two months later, the eczema
was still present and there was a good
deal of colic and some spitting up after
nursing. The bowels were regular, one
or two a day. A luetin test at this time
was negative.

It was learned that the mother ate
3 eggs for breakfast and food cooked
with eggs at the other meals. She was
instructed to omit all eggs from her
diet, but to make no other changes. No
medication was prescribed. In two
weeks she returned and the baby’s skin
was entirely clear having begun to im-
prove 2 to 3 days after the mother had
withheld eggs from her diet. There

was no more colic and no fussiness.

There was some evidence of rickets.

The third case is the boy baby of a

physician, seen first when 2 weeks old.

The complaint was loose bowels and
colic, crying and fussing almost all the

time, especially at night.

He was full term, forceps delivered,

weighing 6 1-2 lbs. at birth and was
being breast fed regularly every three

hours. There is abundant milk, the

breasts leaking between nursings. For
several days the bowels have been very

loose, the stools numbering 10 to 12 a

day, green, watery, with small fat curds

and some mucus, but no blood. He
spits up if disturbed after nursing.

Physical examination shows a small,

icteric baby with depressed fontanels

and overlapping sutures. There is no
evidence of rickets and the viscera are

negative; no glandular enlargement.

Analysis of the mother’s milk shows 4

per cent cream and calcium 32 mgs. per

100 cc, which is normal. No treatment

prescribed except instruction as to

proper method of nursing in order to

obviate swallowing of air, nursing too

fast, etc. One week later there was
still a good deal of colic and crying, but

the bowels were not loose. Weight be-

fore and after nursing showed that the

baby got 3 oz. from one breast. The
mother was then asked to keep a record

of her food at all meals for one week,
but to make no changes in her diet. Ex-
amination of the record showed that she

ate oatmeal every morning for break-
fast and lots of it. She was therefore

instructed to omit oatmeal. This she
did and four days later the Ibaby began
to improve. One week later it had no
colic and slept all night without crying.

During the day he was happy and play-

ful and cried only occasionally before
a feeding was due. He had gained one
pound in two weeks since the mother’s
diet had been regulated. After a time
the mother broke over the traces and
had to satisfy her craving for oatmeal.
This was followed within a few hours
by a return of symptoms in the baby,
colic, diarrhea and crying. The mother
knew the remedy and after that obeyed
instructions very carefully. The baby
has had no trouble for the past eight
months.
The fourth case is a female baby

three and one-half months old, full
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term, normal delivery, normal at birth,

breast fed irregularly to date no other
food being given. Past history is nega-
tive for any infectious diseases. Pres-
ent illness dates from the time the baby
was three weeks of age, since when
there has been a rash on the face and
neck. No history of desquamation of

palms and soles. The bowels became
loose about one week before the baby
was brought to the office, the stools

numbering 5 to 6 a day, green, watery
with white flakes in them. There has
been no fever, sleep is normal and the

appetite is good.

The mother, questioned as to her diet,

admits eating eggs at every meal, total-

ling 4 to 5 eggs a day.

Physical examination of the baby was
negative save for a diffuse papular
eczema of the face and neck, with a
few papules over the back. The stool

showed nothing remarkable. No medi-
cation was prescribed, but the mother
was forbdden the use of eggs in any
form. Five days later she returned
with the baby and the eczema had en-
tirely disappeared and the bowels were
normal.

These cases need no comment, but
they are interesting because they show
that no matter what measures one
might adopt, short of weaning, no re-

lief from symptoms need be expected
unless the offending food be eliminated
from the mother’s diet. As previously
stated, if we cannot pick out the food
responsible for the trouble, we must be
prepared to perform the skin tests, us-
ing all foods that occur in the mother’s
diet.

The evidence at hand leaves little

doubt but that when we encounter ob-
stinate cases of colic, diarrhea with
curdy stools, excessive crying and
fussiness or eczema in a breast fed baby
that is otherwise healthy and gaining
normally in weigth, we are dealing with
sensitization to some article of food
that the mother is eating. This fact
readily explains an observation that has
long been well recognized, namely, that
one infant will thrive on breast milk
that another cannot tolerate. We often
hear the expression : “I had to wean my
baby because my milk was poisoning
him”—and such weaning is, also, all too
often occasioned at the advice of the

attending physician. A little study of

such cases would prevent many a feed-

ing disaster.

Therefore it is contended that all

cases of eczema, colic, diarrhea, or ex-

cessive crying in otherwise normal
nursing infants, that do not promptly
yield to the recognized simple methods
of treatment, must be studied for de-
termination of sensitivity in the infant

to all of the foods contained in the
mother’s diet. Unless the physician
has accomplished this, he must be con-
sidered as having failed to do his whole
duty to the patient.
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DISCUSSION

Dr. I. I. Lemann: I can only say pretty
much what Dr. Simon has said. On the whole,
the sensitization test in my hands has been
disappointing. I have been doing them some
four (4) years and I have seen very few
successful results. Recently, on a trip to

Boston, I saw the test being worked out at

the Massachusetts General Hospital by Dr.
Rackmann. He was able to show us a

group of cases of asthma due to orris face
powder the ladies use. There were quite a
few cases and the most satisfactory cases

of positive reaction I have seen.

Dr. Von Meysenbug’ (closing) : I have
not had any experience with intradermal
tests with foods proteins, but have had with
the tuberculin test. It is a rather difficult

thing to do, especially with a large number
of tests. It requires precision and careful

technique to get within the skin. A baby’s
skin is tender and it cannot always be done
satisfactorily, where scratching can be

done pretty well without a delicate technique.

I am not surprised to hear Dr. Simon and Dr.

Lemann say that tests were unsatisfactory be-

cause frequently in babies we do not get any

results at all. In such cases we simply have

to be guided by what might be causing the

trouble. In most cases we have found eggs

the offending food. It is simple to interdict

eggs in mothers’ food.

In regard to the way the eggs are cooked,

it does not make any difference. Albumin

may be excreted in mother’s milk and if the

baby becomes sensitized to it, trouble ensues.

I have also used the group extracts that Dr.

Simon spoke of and much time and unneces-

sary labor is thereby saved.
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MERCUROSAL IN SYPHILIS.

By Chas. E. Veediee, M.D.,

New Oeleans.

Syphilographers generally are agreed

that mercury is still the sheet anchor in

the treatment of syphilis.

In order of acknowledged efficiency

the various preparations of mercury

are divided as follows according to the

desired method of administration, be-

ginning with the time-honored pills,

then inunctions, intramuscular injec-

tions and finally the most refined

method, the intravenous administra-

tion.

The use of mercury by vapor baths

has been practically obsolete for some
time.

Whether mercury should be given as

an interval injection with one of the

arsenicals (Arsphenamines) or whether
a course of the former should succeed

the latter is a moot question, for expe-

rience teaches us that he who is a rou-

tinist in the treatment of Syphilis is

doomed to disappointment.

For intramuscular injection we have
a choice of the soluble or insoluble salts

of mercury, both of which are open to

the objection of pain following admin-
istration, the insoluble salts being the

lesser offenders.

For intravenous injection, we have
had the objection advanced that veins

were sclerosed and that infant admin-
istration was prohibited.

Within the past year the writer has
had occasion to use Mercurosal, a syn-

thetic organic compound of mercury
containing approximately 44 per cent

of mercury and having a very low toxic

index, the formula being di-sodium-
hydroxy-mercuri-salicyl-oxy-acetate.

This preparation has been used with
uniformly good results and the follow-

ing cases are taken from my records

as exhibiting the efficacy of this

remedy in the different types of Lues
reported.

Case 1. White female, examined
September, 1920, no history of primary
lesion, a few macular spots on fore-

head and various parts of body, very
discreet in appearance; reflexes normal
no subjective symptoms, her hair
dresser first called her attention to the
“spots.” Blood Wassermann four plus,

refused spinal puncture and was very
irregular in attendance for treatment.

Received during 1920 five injections

of neoarsphenamine, dose 0.9 grammes
each, during 1921 received one course
of intraumuscular injections of mer-
cury Salicylate averaging one and one
half grains each and numbering in all,

twelve injections and during the latter

part of that year received four injec-

tions of neoarsphenamine dose 0.9

grammes each. Wassermann in Decem-
ber, 1921, was two plus with a four
plus Tchernugobow. Early in 1922
this patient received twelve intraven-
ous injections of mercurosal dose 0.1

gramme in 5 cc. of distilled water at
three-day Intervals, one month after
taking course the Wassermann was
negative, six months later the Wasser-
mann was still negative, with no objec-
tive symptoms.

Case 2. Early Lues ;
white male, age

23, macular rash over entire body, gen-
eral adenopathy, history of sore six

weeks previous, Wassermann four plus
positive.

Treatment consisted of neoarsphena-
mine 0.8 gramme doses combined with
mercurosal 0.1 gramme, the arsenic

being given once weekly and the mer-
cury twice weekly for a period of five

weeks at the end of which period the
Wassermann was negative and the case
symptom free.

Two months later the Wassermann
was negative and three injections of ar-
senic with six of mercurosal as above
outlined were administered.

Two months later the Wassermann
was negative and two injections of ar-
senic and four of mercurosal were
given, following this course the patient
was tonsillectomised.

Two months later this patient pre-
sented a negative Wassermann and was
symptom free.

Case 3. Acute lues, white male 28,
chancre, dark field and India ink posi-
tive for Spirochetae Pallida, inguinal
adenitis, bilateral, duration of sore, one
week.

Treatment—Eight injections of
neoarsphenamine 0.9 gramme doses at
weekly intervals combined with mercu-
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rosal twice weekly in 0.1 grammes
doses. Wassermann one week after

treatment was concluded, negative and
six months later Wassermann remained
negative.

Case 4. Late lues. Meningeal type,

white male 36 married, all sorts of

treatment during last twelve years at

irregular periods. Persistent vertico-

occipital headache, knee reflexes ab-

sent, slight Romberg, negative blood

Wassermann, spinal fluid shows a

strong leutic curve with colloidal gold

set, increased cell count and globulin,

positive Wassermann, no increase of

pressure.

Treatment—Ten injections of

neoarsphenamine 0.9 gramme doses at

weekly intervals combined with twenty
intravenous injections of mercurosal
0.1 gramme doses administered twice
weekly.

During the sixth week of the course
the spine was again tapped at which
time there was an increase of pressure,

but a decrease of all other previous
findings. One week following conclu-

sion, of course, the spine was again
tapped with the following findings,

cells normal, slight increase of globulin,

weekly positive Wasserman to 1 c. c.,

slight elevation of gold curve in the
5th, dilution all subjective symptoms
improved. This case is again under
treatment after a rest period of six

weeks and has received six intravenous
injections of mercurosal in 0.1 gramme
doses at six-day intervals combined
with sodium iodide intravenously in 30-

grain doses every three days
;
all symp-

toms of headache have disappeared and
the man is at work and comfortable.

Mercurosal seems to be non-toxic in
the dosage as cited, no reactions have
been observed, beyond some transitory
redness of the gum margins. There has
been no occlusion or irritation of the
veins noticed following injection.

In practically all of the cases men-
tioned the same vein, the median
basilic of the left arm has supported the
entire series of treatments.

It would appear that in this new
preparation, we have a form of mercury
which is well worth adding to our anti-

syphilitic remedies.

TUMORS OF BONE*
By F. W. Parham, M.D., F.A.C.S.,

New Orleans.

Of late years much attention has been
given the subject of tumors of bone,

largely due to the enthusiastic devotion
to their study of such men as Blood-
good, Ewing, Coley and others.

Bloodgood has been for thirty years
persistently studying and periodically

giving the profession the results of his

painstaking investigations. He has
brought to this study not only the skill

of the trained surgical pathologist, but
has utilized the remarkably developed
resources of the Roentgeon ray.

Ewing, one of the foremost patholo-
gists of the present day has made an
intensive study not only by means of

pathologic sections but also with the X-
Ray in diagnosis and treatment of bone
tumors and Coley in the face of much
discouragement and ridicule has per-
sisted in his work with an enthusiasm
and determination rarely witnessed.

Bloodgood’s observations are based
upon a personal study of 270 cases
made pathologically and by means of
the X-Ray. His articles published from
time to time in the Journal of Ra-
diology, Annals of Surgery and else-

where merit the most careful study by
surgeons, pathologists and roentgenolo-
gists.

Coley reports the end-results of a ser-

ies of 251 cases of sarcoma of the long
bones observed from 1890 to 1919.

Ewing, Whose book on Neopladtic
Disease is a remarkable contribution,
which may be consulted with confi-

dence, has recently given us a most
valuable discussion of bone tumors in

the Archives of Surgery. These works
must be carefully studied by all who de-

sire to acquire a comprehensive knowl-
edge of the subject. Yet the whole sub-

ject is still in more or less confusion,
due largely to the fact that no agree-
ment has been reached by pathologists
and surgeons as to a proper nomencla-
ture of bone disease.

The American College of Surgeons is

now lending its organized effort to clear

up this confusion and put the nomencla-
ture of bone tumors on a rational basis.

To this end it has appointed a Regis-
trar, who has established a registry for

"Read Before the Louisiana State Medical Society,
April 24-26, 1923.
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bone tumors. In this work Dr. Blood-
good, of Baltimore, and Dr. Ewing, of

New York, are heartily co-operating.

This registry is endeavoring to get the
history, necessary clinical data, X-Ray
examination, and a specimen of the tu-

mor or slides secured by operation or at

autopsy, in every case of bone sarcoma,
or supposed sarcoma. The data and
specimens, with X-Ray plates, thus se-

cured are sent on to Dr. Codman in Bos-
ton. He examines the evidence and
sends it on to Dr. Bloodgood and Dr.
Ewing, who return their findings
to Dr. Codman. The case with all data
is then registered* and filed in suitable

envelopes. A copy of the evidence with
opinions and any advice desired is for-

warded to the surgeon sending the case
report and all other cases in the registry

will be mailed to him if desired. Sur-
gery, Gynecology and Obstetrics will

publish from time to time statements
from the registry, so as to keep the pro-
fession abreast with the worK.

In a letter recently received by me
from Dr. Codman he says : “The pres-

ent status of the registry is this. We
have registered 268 cases of supposed-
sarcoma and I am at present abstract-
ing and analyzing these cases for publi-

cation in Surgery, Gynecology and Ob-
stetrics. The data of each, consisting of

history, X-Rays and microscopic slides

are filed in Manila envelopes 10x12 in-

ches. Each case has been submitted to

as many pathologists as possible who
are willing to review the case and state

their opinions on its malignancy and on
the name under which it should be
classified. The need of uniformity in

nomenclature is very apparent for the
variety of names which one case can
accumulate is strikingly shown. In or-

der to crystallize the nomenclature so
that it may be more intelligible in dif-

ferent laboratories I have drawn up a
diagram found on a printed sheet en-
closed. One of these sheets is enclosed
in each envelope so that any pathologist
or surgeon can write his opinion of any
given case on the sheet.” With proper
co-operation on the part of the surgeons
and pathologists in this country you
can easily see what may be done in es-

tablishing a rational basis for diagnosis
and the management of these cases.
You can easily see the advisability of
such an intensive and systematic study

of this unsatisfactorily cultivated do-

main of surgery. Greenough, Simmons
and Harmer, for instance, in their re-

view of the bone sarcoma cases for a
ten year period from two up-to-date

clinics, namely, the Massachusetts Gen-
eral and the Huntington Hospital,

found 148 listed as bone-sarcoma but
on restudy only 66 could be classed as

primary malignant new growths of

bony origin, the remaining 82 proving
to be metastatic tumors (29), sarcoma
of bone secondary to sarcoma of the
soft parts (28), inflammatory condi-

tions, (11), and non-sarcomatous type,

(14 cases). “It is not surprising,

therefore,” writes Codman, “that the

percentage of error in isolated clinics

is even greater.” In fact, most of the
supposed-to-be sarcoma is not sarcoma
at all.

For years many cases of bone sarco-

ma submitted to amputation have subse-
quently died of metastasis to lungs, be-

cause their real nature was not suffi-

ciently early recognized; on the other
hand, many benign tumor cases have
been subjected to amputation when con-
servative treatment would have suf-

ficed.

In spite of the fact that in 1824 Sir

Benjamin Brody had the foresight to

examine the amputated leg of a young
woman and found an abscess in the ti-

bia which it was apparent could easily

have been cured without the sacrifice

of the limb, surgeons have been slow in

learning that destructive surgery is to

be avoided where less radical procedure
would save limb as well as life. So con-
sistently and successfully did Sir Wil-
liam Ferguson strive to do this that he
is justly entitled to be called the father
of conservative surgery.

In bone surgery this conservatism
was especially tardy in manifesting it-

self, idue to the failure of surgeons to
grasp the distinction between benign
and malignant tumors. This notwith-
standing the observations of some for-
ward-looking men of the last century.
Ewing notes that as early as 1852 Nela-
ton and Robin in a well illustratel mono-
graph, clearly pointed out' the gross,
microscopic and clinical features of the
(benign) giant-cell tumor, contrasted it

with malignant osteogenic sarcoma and
urged conservative treatment. Gross
also, he says, in 1868, clearly described
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the disease and recognized its benign
nature. Thompson, of Galveston, has
recently called attention to the very
clear description of benign tumors of

bones given by Sir James Paget in his

lectures on Surgical Pathology in 1854,

stating “that they are not apt to recur
after complete removal and have not in

general any features of malignant
disease.”

Strangely, such definite teachings
were overlooked and the benign tumor
became included with the malignant and
suffered the same mutilation ! In order

to change this order of things there

must be collaboration between the sur-

geon, pathologist and roentgenologist as

now proposed in the scheme elaborated
by Dr. Codman for the American Col-

lege of Surgeons.

As stated by Ewing, embryology,
physiology and pathology of bone, and
the study of abundance of clinical ma-
terial are the most fruitful sources of

progress in the future. Clinical study
by the surgeon and morphological re-

search by the pathologist must be broad-
ly and systematically planned,. The
surgeon must provide complete clinical

pictures of the different neoplastic dis-

eases of bone, and the pathologist must
discover the origin, predisposing ana-
tomic conditions, mode of growth and
general etiologic factors. Finally a
means of dissemination of this knowl-
edge must be found. The usefulness of

such a co-ordinating body as that form-
ing the Registry of Bone Sarcoma be-

comes at once apparent.
Much of the trouble arises from the

variants of the typical tumor. The
typical giant-cell tumor, recognized as
benign and recovering under conserva-
tive treatment would not often in com-
petent hands give rise to difficulty,

whereas in another case, apparently be-
nign, metastasis finally closes the
scene. An interesting case in point is

that of LeConte’s reported by Blood-
good. He and other pathologists pro-
nounced it non-malignant and urged
conservative treatment. Extentive re-

currences in the femur necesitated later
a hip-joint amputation. Death finally
occurred from hemorrhage from iliac

vessels involved in metastasis.
All the energies of the profession

must be directed towards improving our
means of diagnosis, so that we may

early distinguish the innocent from the
malignant tumor of bone.

It would not be possible in the time
alloted to a paper of this kind to go into

anything like an adequate discussion of

the diagnostic means at our disposal. I

shall, therefore, only cursorily refer to

some of the salient features of the sub-
ject.

First I will lay down the now self-

evident proposition that some tumors
of bone are benign and some malignant.
It is also clear from the evidence fur-

nished by Coley, Bloodgood, Ewing and
others, that even some malignant dis-

ease of bone is amenable to conservative
treatment. We are gradually learning
to distinguish these.

The remarkable improvements in the
technical features of X-Ray apparatus
are enabling the skilled X-Ray worker
to evolve interpretations from his flou-

oroscopic and film examinations that are
truly astonishing. The clinical history
and the roentgenological data are
giving us a wonderful insight into
hitherto little understood pathologic
conditions. Finally, the exploratory in-

cision for direct observation of the tu-
mor and the obtaining of a piece of tis-

sue for miscroscopic study, now coun-
tenanced and advised by the surgical
pathologist, is a most valuable expe-
dient for checking the other data and
preventing our adopting a wrong proce-
dure.

Bloodgood in his monograph on The
Diagnosis and Treatment of Benign and
Malignant Tumors of Bone goes into
the matter very thoroughly. The harm-
less roentgenologic examination is en-
abling us to get very early information
regarding changes in bone. To this end
he recommends repeated examinations
at intervals of affected bones. In this
way the earliest possible information
is obtainable. The age of onset, dura-
tion of symptoms, symptoms of onset,
such as pain, pathological fracture,
swelling, disturbance of function, his-

tory of fracture and history of trauma
all have distinct significance and often
permit of a satisfactory diagnosis.

Bloodgood lays great stress upon ex-
amination of any bone subjected to
trauma the moment there is any com-
plaint by the individual. If this were
done many cases would be recognized

early and successfully handled
;
failure
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to do so gives us frequently the infor-

mation too late, after metastasis is al-

ready on its way. For example, only

seven of twenty-three of his cases of

central sarcoma were operated on with-
in six months of the first symptom. He
thinks “this observation gives hope
that if these central sarcomas are re-

cognized and treated within a few days
or weeks after the onset of the first

symptom the probabilitities of a cure
will be greatly increased.” As em-
phasizing the advisability of repeated
examinations at intervals he mentions
the case of a surgeon who sprained his

ank’e July, 1916.. X-Ray examinations
were made at intervals until August 10

when the lesion was found in the outer
condyle of the femur and operation done
September 9. Other instances in point

are cited. In summing up his exper-
ience of twenty-seven years with bone
tumors Bloodgood remarks : “At the
present time the diagnosis of a bone le-

sion, especially in its early stage, in the
great majority of cases must be made
at the exploratory incision and in mak-
ing this incision the surgeon should be
prepared to prevent the dissemination
of tumor tissue, especially of myxoma,
into the exposed normal tissues. This
is most important when the lesion can
be removed by local resection rather
than by amputation.” Myxoma, usually
considered benign, is prone to metasta-
size and in this respect must be consid-

ered malignant, although easily extir-

pated locally.

“The number of cures in periosteal

and central sarcomas are too few
to estimate the danger of exploratory
incision without such destruction.” He
remarks that “the present results of

periosteal and central sarcoma do not
offer much.” He does not feel prepared
to discuss the results of X-Ray, radium
and toxins, but “can find no evidence
that these agents have any effect upon
the lung metastasis and. this is 'the

cause of death.” The chances of re-

covery even after amputation are small,

being only four per cent. The only
chance seers to be furnished by early
diagnosis. When his paper was writ-
ten we know nothing about deep X-Ray
therapy. Recent reports extend the
hope that this high voltage machine
may materially add to our therapeutic
armamentarium, even in metastasis to

the lung. Ewing, who has had much
experience in the use of radium and X-
Ray in the Memorial Hospital in New
York thinks the goal to be aimed at is

the non-operative treatment. “The main
exceptions to this proposal, of which
there are many, are found among the
early osteogenic sarcomas with which
prompt amputation has effected some
cures.” He thinks the therapeutic test

decisive as between certain classes of

bone tumors. “Myxomas and diffuse

endotheliomas melt down rapidly under
roentgen ray and radium,” and they
control the growth of benign central

tumors.

When the clinical data, roentgen ray
findings and therapeutic tests have
been carefully weighed by an experienc-
ed observer,” he believes “there will be
few cases remaining for exploratory in-

cision.” From his experience at the
Memorial Hospital he has become a
strong advocate of the physical agents.
He refers to the case of Jiingling re-

ported cured by the roentgen ray—

a

large medullary sarcoma of the upper
end of the femur. Jiingling records
also the spontaneous regression of two
other cases located in the humerus and
fibula. Ashhurst in a paper read be-

fore the American College of Surgeons
expresses the view that Coley’s toxins
should be used in all cases of bone sar-

coma.

In conclusion I would say that with
early diagnosis and the prompt employ-
ment of the roentgen-ray, Coley’s toxins
and radium most of the benign cases
may be cured and many malignant
ones greatly benefited if not cured.

Operation should be conservative where
promising, but amputation should not
be delayed longer than necessary for
the thorough therapeutic tests.

The X-Ray, properly applied as a
therapeutic test, will often render valu-
able aid in clearing up a diagnosis. I

would especially stress the fact that
bone sarcomas treated in the most radi-

cal manner generally die, not from re-

currence, but from metastasis to the
lungs. Bloodgood had been able to find
in 1920 four cases, two of central and
two of periosteal, sarcoma, that sur-
vived over five years, the others dying
from metastasis to the lungs, some as
early as a few months, some as late as
two years and more. But in all these
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cases the metastasis was already on its

•way at the time of the amputation. The
only hope is early discovery of the dis-

ease in the bone. This can only be done
Sby prompt X-Ray examination when-
ever there is a history of injury follow-

ed by complaint localized in a particular

spot. Not only one examination, but re-

peated examinations must be done until

there is complete cessation of trouble.

I have already mentioned an instance in

point. But the surgeon’s formula should
be: early diagnosis and successful treat-

ment go together.

DISCUSSION.
Dr. E. D. Fenner (New Orleans): I can-

not add anything to the beautiful presenta-
tion made by Dr. Parham indicating the lines

<on which we may assist in getting informa-
tion in regard to sarcoma, but I want to re-

cord a unique instance of sarcoma in a child
whose history record I have unfortunately
not been able to furnish to the sarcoma com-
mittee. This case was unique because it was
a case of a little girl about eight years of age
who was brought to the hospital in her early
childhood, when about two years old, pre-
senting a very remarkable case of partial gi-

gantism involving the whole lower extremity,
not only the soft parts, but the left labia ma-
jora. After a few years she received a blow
on this hypertrophied limb from which there
developed a tumor. She presented herself
and I made an exploratory incision and got
a piece of the tumor, and got back a report
that it was osteo sarcoma. Then the problem
arose as to how we should treat it. I finally
determined to do an amputation of the limb,
removing the lower end of the femoral con-
dyles, for this reaosn—that provided she in

the future should be fortunate to become one
of the four living sarcomas five years after
operation, and was able to wear an artifi-

cial limb, that by amputating through the
condyles I would arrest in part the growth
of the femur so as to prevent the gigantism
from reasserting itself in the upper portion
of the limb. Since the operation, from which
she recovered without any particular diffi-

culty, I have never been able to get in touch
With the patient to find out whether recur-
rence took place or not. But the instance
£f sarcoma upon so unique a case as partial
gigantism involving the whole lower extrem-
ity seems to me quite unusual.

Dr. Rudolph Matas (New Orleans) : I re-
gret that I did not hear the paper, although
I know more or less the ideas the paper pre-
sented. I can only say that the subject is

-most opportune for the surgeon and for the
general practitioner, who has the greatest
-responsibility in these cases. I am speaking
of course, of primary bone tumors in general,
and particularly of primary sarcoma, because
carcinomas are always secondary to growth
<elsewhere.

I am sure Dr. Parham has covered the sub-
ject thoroughly, but I would like to mention
the practical question of the attitude of the

practitioner and practical surgeon in dealing
with the problem. He deals with tumors of
the bone as the primary growth. What is

he to do, I think that rests essentially upon
a few points. The first thing when we see
a patient with tumor of the bone is to deter-
mine what kind of a tumor it is. We are
not now dealing with the sweeping rule that
primary tumor means amputation. The ques-
tion is rather that of conservatism—whether
conservatism can be applied or not. That
question hinges on another point—the nature
of the growth and how early we find it. We
have now histologically quite decided evi-

dence to show that a large number of tumors
which in the past condemned the patient to
amputation, can now be treated by simple ex-
clusion of the exudate and allowing the bone
to remain without mutilation of the limb.
We have other growths in which we must in-

terfere, and even when we do interfere we
know they are absolutely fatal from the start.

This group is of two types—the small round-
cell sarcoma, and the slow-growing, giant cell

tumor, myeloid in type, which is essentially
benign. The surgeon ought to be conserva-
tive, he ought not to amputate if it is the be-
nign type, but if he has a round-cell tumor,
even if he operates he knows the results will

probably be fatal anyway. It is the greatest
kind of a problem. In fact, the question
comes to us whether it is worth while to do
anything with the small round-cell sarcomas
at all. Judging by the late work of Blood-
good it is not worth while to do anything in

the way of radical operation because the pa-
tients almost invariably die of metastasis to

the lung. Scarcely 4 per cent, have survived
five years after amputation.

It does not look as if it were possible to

accomplish anything therefore beyond muti-
lation. I think however, we are going too
far on that side, and I am thoroughly of the
opinion that if we can make a diagnosis early
enough, as we should be able to do if the
patient complains early, we can accomplish
much by conservative treatment. Of course
there is no amputation to be done without
careful section by a pathologist. The respon-
sibility of the pathologist is enormous—

a

great weight is thrown on him, and also a

great burden on the Roentgenologist, for

we depend on these men in the early stages

to furnish us the indications for action.

I think in a general way that the thing that

really counts in the biological diagnosis is the

size of the cells. The tumor which shows
proliferation, giant cells of the myeloid type,

should be treated conservatively. A central

tumor can be treated in a conservative
fashion provided the bone has not been so

destroyed that it is impossible to preserve it

after extirpation of the tumor; but if a

large portion of the bone has been destroyed,
amputation is better. The old rule that the

nearer the cells approach the adult type the

more benign, holds true in bone tumors. The
smaller the cells the more danger of malig-

nant disease.

I wish I could relate instances to you from
my own experience which would illustrate

this disease. We have three things in mind
—the small cell tumor, malignant; the large
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cell tumor, benign; and the mixed type in

between. There is a domain here in which
we have benign and malignant elements and
in which we should give the patient the bene-

fit of the doubt. Where there is a mixed
type of cell, large and small, on the border
line, we should amputate. I certainly would
advise that plan and would follow it myself.

I think Dr. Parham gave you the views ac-

cepted today by the best authorities.

Dr. O. C. Cassegrain (New Orleans) : I

would like to speak especially of the matter
of taking more than one X-Ray picture, and
also with reference to the incision.

I have in mind a case I saw last winter, a

man who came with tumor of the femur. His
thigh was very much enlarged, and the first

X-Ray picture came back with the diagnosis

of sarcoma of the femur. The picture did

not impress our chief as sarcoma, and we had
another picture made, which cast still more
doubt on the diagnosis. So we had the third

picture made, and after going over the three
pictures there was some doubt in our minds
as to whether it was sarcoma or not. An ex-

ploratory incision was made, and it revealed
a ossifying hematoma seven inches long and
three inches wide, shaped like the head of a
spear. The hematoma was removed, and the
patient made an uneventful recovery. If we
had accepted the first report from the X-Ray
man we would probably have amputated the
man’s limb.

Dr. J. A. Danna (New Orleans) : II would
like to hear more general discussion of this

subject because I believe it is one that the
surgeon has to deal with often. In listening

to Dr. Parham’s paper and to Dr. Matas’ re-

marks the picture of the surgeon face to face
with a case of this kind struck me
very forcibly. You can compile statistics

showing the results in certain conditions, but
the determination on the operating table as

to what kind of case you are dealing with
and just what to do for it is not always a
very easy thing.
My experience with amputation for sar-

coma of the extremities has been that every
case I have known of has died. The more
recent advances in the treatment of these
cases with the help of Coley’s toxins, radium
and the X-Ray, make one feel that the handl-
ing of these cases is comparatively safe. I

am always in fear and trembling in the pres-
ence of possible malignancy whenever I think
of making an incision into that tumor, even
though I know I am immediately going to

remove the tumor, because incision into the
tumor for the purpose of getting a section
means the possibility of sending some of the
cells into the circulation and the early prob-
ability of metastasis somewhere. I would
like to lay emphasis on the fact that with the
help of radium, and especially the X-Ray and
Coley’s toxins, sarcoma of bone and of the
extremities, sarcoma generally, is not as fatal

as it used to be in the past. We are now
curing many of these cases. I only hope that
deep X-Ray therapy will develop to the point
where some day we will be able to give the
patient deep X-Ray treatment before the
operation and make our field safe for incising
these tumors for the purpose of getting sec-

tions without the probability of starting Im~
mediate metastasis.

Dr. C. H. Mosely (Monroe) : There is jus£
one point that I have been guided by in mak-
ing up my mind as to the condition that ex-
ists. I have never seen a sarcoma that fol-

lowed a fracture. In the war and since I
do not believe I have seen a case where the
continuity of the bone was destroyed, where
the tumefaction that followed was a sarcoma-
tous condition. It has generally been some
other condition that we have to deal with, a
tuberculous condition that gives us all the
X-Ray findings and the clinical symptomato-
logy that would make us think of sarcoma*
A man gets up at night in a hurry and bumps
his chin on a chair. To my mind that is a
more potentially sarcomatous blow than
would be a gunshot or a fracture.

Dr. F. W. Parham (closing) : I only wanlt
to emphasize one point that was brought out,,
and that is the necessity of finding out the;
nature of these tumors as early as possible-
in the history of their development, and the
only way to do that is by means of the X-Ray*
When a patient suffers trauma of the bone
and continues to complain as a result of thafc
trauma, we should make an examination of-
that bone at once, and if necessary of other'
bones in the immediate vicinity, and not only
that, but the examination should be repeated'
at intervals. In the case I related, and which
I think is a good illustration, the surgeon
sprained his ankle, but it was only by repeat-
ed examination from time to time that it was
found that the trouble was in the internal
malleolus. It was operated and relieved. lie

certainly was a potential sarcoma, and it was
his only chance. In view of the fact that
Bloodgood in 1920 stated that only four cases
of osteogenic sarcoma are living five years
after operation—in view of that fact, and the
fact that we know they die, not from recur-
rence in the bone, but from metastatis to the
lung, I think it is important for us to fore-
stall such a termination by finding out at the
earliest possible moment by means of the X-
Ray what the nature of the tumor is, and
let our treatment be determined accordingly*
By considering the age of the. patient, the
onset of the trouble and the various feature®
connected with it, we can gain a very consid-
erable amount of clinical information regard- .

ing the case; but the X-Ray is of prime re-
liance, and with the present perfection of
X-Ray apparatus I think it is the duty of the
surgeon to employ it early and as frequently
as may be necessary in order to make early
diagnosis.

THE DRUG SCOPOLAMIN*
By E. House, M.D.,

Ferris, Tex.

One is forced with reluctance to ac-
cept, as indisputably true the statement,
that it is embarrassing to a physiclarg
to present personally any research
work, or to discuss his achievements*

*Read Before the Orleans Parish Medical! Society,.
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Such a delicate task is never undertak-
en without casting a seeming shadow of
egotism and conceit. I would have you
feel, my desire was to respect modesty
and to refrain from self praise.

It is questionable, if there can be
found in the United States pharmaco-
poea a drug entitled to more respect
and appreciation. I shall not discuss
the treatment of addicts except to say
in that field scopolamin stands alone.

For local anesthesia like tonsillecto-

my, it is used to eliminate, every phase
of mental excitement. In this work
Scop gr 1-50 is given two houre before
the operation.

When scopolamin grain l-130th is

combined with morphin grain 1-4 to

grain 1-2 it will ease any type of colic

where morphin and atropin fail.

'Shockless Surgery is now a proven
requirement and for that purpose, sco-
polamin ranks supreme, not withstand-
ing all that is said to the contrary. The
assertion that scopolamin is more de-
pressing to the respiration than is atro-
pin cannot be proven by clinical tests.

In clinical doses, neither drug effects
the respiration.

I appreciate scopolamin anesthesia in

obstetrics as another one of the mighty
good things cast into the therapeutic
discard. For this reason, I will only
'-discuss my deduction and technic.

The policy of unwarranted precau-
tion will never develop any idea, and
there is nothing more fatal than not
wanting to see the principles of truth.

For that reason, I went to New York
to observe the management of a case

. of obstetrics by the Gauss method. The
men who demonstrated convinced me
they had very little, if any, previous
experience with scopolamin. I left New
York disappointed.

After a digest of my observations,
the idea presented itself to me

; that
there is always a better way to do any-
thing. That throughout nature laws
were in pairs, the law of control. If

scopolamin would cause blue babies,
there was some drug which would pre-
vent scopolamin from producing blue
babies, that if scopolamin did not kill

the mother, it should not kill the baby,
that of morphin was contra—indicated
with the newly born baby, it should be

contra-indicated with the unborn
baby.
When I returned home my confidence

was established, that the strychnin in

the old Florence—Rosser addict treat-

ment would prevent the blue baby. Good
luck favored me in my first case. My
record to date shows six hundred and
thirty six cases of scopolamin anesthe-
sia in obstetrics and the finger of criti-

cism cannot be pointed to one death, due
to scopolamin.

I improved with each case. I studied
each detail and made improvements
where I observed they were necessary.
After four years of experimenting, I

selected the technic I have, so far, never
been influenced to change.

I rarely commence scopolamin until

I suspect I can finish delivery in four
hours. I give first, scopolamin grain
l-130th. In ten to twenty minutes, I in-

ject scopolamin grain l-200th plus apo-
morphia grain l-60th. In twenty to

thirty minutes absorbtion of the drug
should be complete, and I then adminis-
ter chloroform, selected from a careful

comparison with cannabis indica, gas,

and ether. I invite the patient to count
after me slowly, and in a loud voice, to

divert her mind, until she can no longer

count. The chloroform quickly pro-

duces unconsciousness, and its use is

then discontinued.
After the chloroform is removed, the

patient rapidly passes from analgesia

through hypalgesia into the stage called

amnesia, and the manifestations of the

amnesia can only be estimated from
experience. I never permit, the nervous
phenomena of a patient, or the conver-

sation, to influence me while she is in

the throes of a labor pain, but I do note

most carefully the condition of the mind
in the intervals between pains. If I

decide after thirty minutes that the

stage of amnesia is not satisfactory, I

again administer chloroform and again

invite the patient to count after me.

The number she reaches tells me ac-

curately the condition of her mind. If

the patient can count to forty, I give

scopolamin grain l-200th. It is diffi-

cult and slow and requires large doses

of scopolamin when used alone to pro-

duce unconsciousness, but it is very easy

for a small dose of scopolamin to hold

the cerebrum depressed after the synap-
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ses are contracted with chloroform.

Clinical investigation has proven that

scopolamin and chloroform act similar

upon the nervous system.

The only danger to anticipate with
scopolamin in obstetrics is the effect

of the drug upon the baby. You cannot

get away from the fact, that the baby
will be as drowsy as the mother. To
prevent the blue baby, inject strychnin

sulphate, grain l-80th deep into the ab-

dominal tissues of the expectant mother
five minutes before delivery is antici-

pated. Babies are very sensitive to the

effect of strychnin. This size dose was
selected only after many careful tests

from grain l-30th to grain l-100th. The
strychnin as you all know is an antidote

to any drug which contracts the synap-
ses of the dendrites of the cortical cells,

hence the blue baby only needs stimula-

tion of the pneumogastric nerve.

When the head passes over the peri-

neum, if believed necessary, again per-

mit a few inhallations of chloroform as

every mother loves to say I do not re-

member when my baby was born” The
bajpy leaves a temperature reputed to

be one hundred and five degrees. At
the moment of delivery, have the room
warm and a hot blanket ready. If you
will instantly wrap it in the hot blank-
et, hemostat, cut the cord, then establish

regular breathing, there is no reason to

anticipate any trouble with the baby so

far as scopolamin is concerned. I con-
sider scopolamin grain l-60th the limit

of safety. If that amount (where apo-
morphia and chloroform are used) is

not sufficient for the purpose desired,

I allow the patient to appreciate the
extra pain. You need at times a pa-
tient’s help, and when you learn to hold
them on the border line, you can depend
upon their assistance, I keep my baby
awake for an hour and do not nurse for
six hours.

It was in my obstetrical practice that
I observed my patients would reply cor-
rectly to questions, and retain no mem-
ory of the query or answer they gave.
I worked quietly on this idea for five
years, as I respected ridicule, and when
I had made three hundred tests without
a failure, I deduced the idea that I could
take a criminal and rob his mind
against his will of the stored content
called memory.

Facts should make cynicism capitu-

late to common sense. I wish to make
the unequivocal and emphatic state-

ment that I am not one hundred per-

cent perfect, nor can I ever be, but the

drug is one hundred percent perfect.

The criminal work is to me a thousand
times harder to understand than the

use of scopolamin in obstetrics.

I will make no attempt to explain

how my work is accomplished. I

thought I knew, as I selected a plausi-

ble explanation from the latest edition

of the physiology, but when men, whose
life work is the study of the brain, ad-

vise me my explanation is all wrong
and that they themselves cannot under-
stand, after witnessing a demonstra-
tion, I ask to be pardoned for this apol-

ogy.
Like myself, most people lack dis-

crimination to arrive at a coherent con-

clusion. To illustrate: I ridiculed the
mosquito theory. No man regrets the
attitude I assumed more than myself.
I was sincere in my belief that malaria
was due to a miasma and displayed no
evidence that I was a conservative man.
The description of some men, outlining

my technic, is antithetical to the facts.

I give first scopolamin grain l-80th
plus apomorphia grain l-40th. In ten
minutes I give scopolamin grain l-130th
then in twenty minutes I commence to

test out the absorbtion of the drug and
give scopolamin grain l-200th every
fifteen minutes until memory is inhibit-

ed or destroyed. Then to prevent any
possibility of malingering, I chloroform
to complete anesthesia which is of
course beyond unconsciousness. I then
await the functioning of the auditory
center, and engage the individual in

conversation when the tongue can cor-

rectly articulate. This condition I have
named the “House’s Receptive Stage”.
The criminal work is tedious, slow and
so tiresome, as it is very difficult to
make the individual understand, the im-
port of your question. Unless a man
follows a test to a conclusion, he will

have ample grounds for criticism as it

is sometimes necessary to present a
thought in several different ways, when
the memory is vague or the question is

too long.

In the examination stage you observe
a child-like frankness and a child-like
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honesty, where the replies to questions

are given without evasiveness and an
openness without guile, deceit, or fraud.

The idea of placing a criminal by the

use of scopolamin in a state of the mind
called artificial sleep, is to release facts

firmly implanted in the mind, which
for various reasons are closely guarded
under normal conditions, thereby leav-

ing the mind free for expression unre-

strained by motives of self interest.

The interpreter cannot make the indi-

vidual examined speak what is in the

interpreter’s mind, but he will give from
his own mind, previous experiences

stored there as memory, irrespective of

whether he would normally wish to do

so, and regardless of the thoughts and
attitude of the interpreter. The most
difficult argument I have had to meet
is that a chronic liar cannot be made to

tell the truth. The fact is, they have
proven my easiest subjects, for the rea-

son: A lie is built around the truth,

and ycu cannot tell a lie, no matter how
many hundred of times, without think-

ing at the same time of the truth. You
cannot tangle up a man telling the truth

because he does not have to remember
what he said, but a liar does have to

remember what he said. It is easier to

tangle up a deeply intoxicated man than
it is to enmesh a sane man in the tangle

skeins of his own strings of fabrica-

tions. To illustrate such a case:

At San Quentin, two men by the names
of Farrer and Carver, under life sen-

tence for murder, volunteered for the

test to prove their innocence. Carver
went to sleep after the first dose of sco-

polamin grain 1-130 but awoke when I

rolled up his sleeve for the second injec-

tion. He came off of the table and re-

fused to continue with the test. To
the committee he said “my head is

swimming, I can hardly see and I

scarcely know now what I am saying,

if I took another dose of the medicine,
I might not know what I said. He told

the committee they had mislead him,
that he thought he would be in his right

mind and the drug would make him tell

the truth anyway. When told that he
owed it to science to continue the test,

replied he did not owe science a blank
thing.

Farrer did not wake up and contin-

ued the test. To a reply of many lead-

ing questions, the following story was
selected, “Carver and I went to the
chinaman’s store to rob him. I was in

the front part of the store at the cash
register, and Carver was in the back
part of the store where the chinaman
was and Carver shot him twice. I put
the money in my overcoat pocket. I had
two forty five pistols, but I did not
shoot. When I left the store, I went
to the bay and dropped in my guns.”

Since the Carver episode, I raised my
initial dose of scopolamin from grain
l-130th to grain l-80th. At San Quen-
tin was another chronic liar, who de-

sired to prove his innocence. I do not
wish to infer that he was a natural born
liar because he was a native son of

Louisiana but to tell you that he con-

fessed to robberies all the way from
Louisiana to California, giving details

of arrest and robberies, the authorities

had no previous knowledge of. He was
nick-named Six Bits as he had seventy-
five years to serve. His one redeeming
quality was, he admitted no murders,
but confided in me that he shot at and
missed three times a negro in New Or-
leans. His name was John Johnson.
(Colored.)
The criminal serves no righteous pur-

pose. His protection constitutes noth-

ing to the public welfare, and he vio-

lates all the principles of morals, as well

as inhibits the best interests of civili-

zation. By that I mean, the criminal

should be the concern of every citizen

and every State should create a depart-
ment of criminology and place a man
in charge who has a sympathetic heart

and a mind capable of intensely study-

ing the Cause and Cure of Crime. Hu-
man destiny is made by man and not

the creator.

Let me invite you to consider how
very practical some so-called imprac-
tical things are. The Cardio Pneumo-
graph Machine is an instrument which
accurately measures mental repression

and when once the value of the cardio

pheumograph machine and the use of

scopolamin, checked against one an-

other, are firmly established in the

minds of the people, there will be shown
a large minority who are seething with

a fine idealism for the Constitution?

And WHY?. There is no provision in

the Constitution for the protection of
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the law violator. It is the certainty

of punishment that most deters crime,

as is shown in the English Courts.

These two methods are, to say the least,

worthy of consideration.

Were it not for the peace officer, life

and property would be of little value. If

that be true, then they should have
every aid consistent with humaneness.
The two methods above mentioned may
not be infallible, but with the two meth-
ods, I do not believe a criminal could

defeat the purpose of the law.

Today, the best the American public

can expect for their protection is one
conviction in ten trials, and five per cent

of those convicted are innocent. I be-

lieve sincerely, I could take Dr. J. A.

Larson, the inventor of the so-called

“Lie Detector” and by checking our
results, show a percentage, of not

less than fifty percent. That would be
forty percent, more than all the present

day resources of our Government. The
value of the two methods, in dollars and
cents cannot be estimated when statis-

tics say, one third of every dollar collect-

ed in taxes is spent for the control of

crime. At Berkeley, California, scopo-

lamin was tested against the machine
by the same list of questions, that was
used by Dr. Larson on the suspected

murderer, Wilkins. The replies elicit-

ed, from Wilkins, showed the same as

the markings on the carbon sheet. Wil-
kins was acquitted, the findings of the

machine were not presented for legal

reasons to the jury. Wilkins volunteer-

ed for the scopolamin test, that he might
further satisfy those dissatisfied with
the finding of the jury .

The lie is the criminal’s only weapon
of defense. With the lie the criminal
is hard to defeat. A weapon that will

win nine legal battles out of ten must
be a powerful weapon. If the lie is the
great problem to handle, then why not
try to control it. To control it you
must start with children. Their mind
is like an empty bottle. It is easy with
these statistics to see why the lawyer,
with few exceptions, does not want any-
thing which will make a man tell the
truth. Here I will offer a statement
from the lecture of Dr. Thomas. B.
Simms—Head of |the Department of
Philosophy of Trinity University—“In
spite of the fact that some of our fine

men are in the practice of some phase
of the law, the legal profession today

has the lowest standard of ethics of any
of our worthy vocations; They, as a

rule, are little concerned with the hu-

manitarian spirit.”

I invite your consideration to the

O’Leary Case. This was an amnesia
case, selected for me at San Quentin,

had I known the condition of the man
I would have refused him for fear of

a failure. As it resulted, it proved a

blessing in disguise.

O’Leary was called the walking dead
man. He is said to be one of the strang-

est cases of multiple personality on rec-

ord. He claimed he was shell shocked
in France, although he could not tell

where or when. The American Legion
at San Francisco then investigated his

war record. It was revealed that as

Sergeant Eugene O’Leary, he was lost

somewhere in France and had not been
seen again until he was found in a Gov-
ernment Hospital, after the signing of

the armistice, suffering with complete
loss of memory.
Under scopolamin anesthesia, he said

his name was Burns and his father’s

name was Pierre Burns and that he was
born, in Luxemburg, Belgium. When the
war broke out he joined the American
Army under the name of Eugene
O’Leary, and was made a Seargent in

Company D of the sixth Artillery. He
said he was wounded five times by a
shell at the Battle of the Arganne. Some
one spoke up and said “That’s a lie” he
was not wounded. I said “If you were
wounded put your finger on the wouds.”
He pointed to five places on his hip. 1

investigated and found the shell scars
on his hip.

This case led me to believe that un-
der scopolamin anesthesia, a physician
might by a set of test questions trail

out every nerve tract, and locate the
area of diseased tissue in the brain.

Also he might make a diagnosis of a
case of insanity as to whether it was
curable or incurable.

With those ideas in contemplation, I

went to Austin, Texas, to test out again
this theory. Dr. Joe Wooten, one of
the leading physicians of Austin and
a Regent of the University of Texas,
to whom my idea appealed, went with
me to see Dr. Preston, Superintendent
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of the Asylum. Dr. Wooten’s persua-
sive arguments did not appeal to Dr.
Preston except as an absurd proposi-
tion. I then corresponded with Psychia-
trists over the Country and I am now
in a position to quote what the other
man has to say : Dr. P. R. Vessie, Supt.

of the Gowanda State Hospital at Go-
wanda, New York, in a paper read at

Albany, N. Y. Oct. 19th, 1923 reported
four cases briefly as follows

;
“For three

months, a man 39 years old remained in

bed in a continuous stupor, with no sign

of mental activity. He was quite help-

less as to his personal care, but permit-

ted himself to be spoon fed. Under sco-

polamin anesthesia, his delusion was
found and discussed with him. The next
day he spoke voluntarily, remarking
that his belief was probably imaginary.
Dr. Vessie says “This case shows what
actually was done for a patient

when his delusions, otherwise hidden
in darkness, was brought to light with
the help of scopolamin.
Case number two suffered also with a
delusion, that chemicals were placed in

his food rendering it unfit for human
consumption.

Case number three, Dr. Vessie says,

emphasizes the possibility of coping to

advantage by means of scopalamin with
patients who conceal the ideas which
rule their conduct. This patient was
under observation for two years and
ten months, during which time no in-

formation was obtained as to his life

history or his delusion. Under the
medicine he related the details of his

trouble and gave his life history.

Case number four—a young man
sent to us from the penitentiary gave a
fictitious name as was later proved. He
persisted in making funny faces, whist-
ling and laughing in a peculiar way. He
defied the attendants and especially re-

sented with a sneer any question. From
November the 16th, 1922, until Septem-
ber 13th, 1923, he steadily maintained
this secretive, obstinate, impenetrable
attitude. On the latter date, he was
placed in a state of scopolamin anes-
thesia in accordance with the method of

Dr. R. E. House, the first physician to

introduce this revolutionary practice in

the field of criminology, as the writer
is now employing it in the field of in-

sanity. The patient admitted that he

had assumed in the past, at least eight-

een aliases. He then told his right name
and gave his life history. A communi-
cation was sent to his mother in Ohio
to the address he gave. Her reply is as

follows”

:

“Received your letter and was glad

to hear from you and that my son is in

your hospital and safe, as he left home
and we never heard where he was until

you notified us.”

Dr. Vessie closes his paper in the

following words:
“The result obtained in these various

cases seemed to prove quite conclusively

that scopolamin, judiciously used, may
be of great practical assistance to the

alienist in the difficult task of penetrat-

ing the dark recesses of disordered

minds.
Dr. Vessie read a paper last week in

Washington entitled “Scopolamin, The
Detector of Delusions.”

I have reported Dr. Vessie’s work as

a debt of gratitude and also for what
benefit it might offer to any Neurolo-

gist who might have desired to hear my
paper.

In a recent letter Dr. Vessie writes

he conducted a series of ten cases of

catatonic praecox and found a blocking,

so that replies cannot be obtained. If

a psychiatrist should happen to pick as

his first case a catatonic praecox, he

would fail to obtain results.

The condensed conclusions from my
experience in criminology are:

First—The science of criminology

should have for its purpose, the protec-

tion of the innocent and the education

of the guilty.

Second—Our jails are a disgrace to

any Christian nation and peace officers

are very considerate or very inconsid-

erate men.
Third—The poor man has a meager

chance in a Texas courthouse, as we do

not have a public defender, with the lib-

erties of a public prosecutor.

Fourth—Witnesses are all biased.

It is appalling to note the percentage of

witnesses who lie intentionally or unin-

tentionally.

Fifth—I believe in a punishment for

every crime and for every murder, but

the punishment should be to teach the

beauty of a good action and the de-

formity of an evil one.
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Sixth—Disease is the greatest cause

of crime. If the medical profession

would concern itself about the Cause

and Cure of Crime with the same in-

tensity she investigates the cause and

cure of cancer, she would reduce the

number two-thirds, now being sent to

the penal institutions.

The legal status of my idea does not

concern me. I have no desire to send

any man to the penitentiary, but the

innocent has invited my sincere sym-

pathy. I can see no provision being-

made to care for the children criminally

inclined, who will to-morrow prey on

society and later to become hogs in a

pen.

I would like to see in Texas a Depart-

ment of Criminology similar to the

State Board of Health, with a staff

composed of a Minister, a Lawyer, a

Teacher, a Layman and a Physician.

That staff made up of three women and
two men, I make that distinction for

the reason, “A mother some how just

knows.” The potential power of

America is not her iron or waterfalls,

but the undeveloped character of her

children.

I have refused all offers of pay, in

no other way, in seeking the recogni-

tion of my Fraternity, can I prove my
motive is sncere.

If scopolamn anesthesia can be prov-

en ten per cent reliable, its use should

be made legal, as a humans “Third De-
gree” and the administration restricted

to those physicians, who can show a re-

cord of one hundred cases as assistants.

The liar I have the most contempt
for, is the man who turns State evi-

dence. I wish every one of them could

be made to prove their contention under
scopolamin anesthesia. Some of them
I know are honest, but in my work, I

have my first one to meet.
This will be my last .professional

paper, and I am glad I am in the city

of my graduation as a physician. My
financial condition will not permit me
to further neglect my private practice.

My patrons are offended, when sick-

ness comes to their home and I am
away. Twelve men I have assisted to

be set free will always comfort me for
the financial outlay, I will need in my
old age.
A man may be censured by some and

criticised by others, but I still believe

in giving to the world the best you have

and the best will come back to you.

THE USE OF THE STEM PESSARY
IN SELECTED CASES OF DYS-
MENORRHEA AND STER-

ILITY.*
By I-Iiixiaed E. Miller. M.D., F.A.C.S.,

New Orleans.

Dysmenorrhea and sterility, either

singly or associated, are perhaps as

common as any conditions which the

gynecologist is called upon to treat,

and certainly as baffling. As yet we

know practically nothing of their. pri-

mary causes, which have been various-

ly attributed to infectious diseases, bad

hygiene in early life, anemias, and mal-

function of the glands of internal secre-

tion, particularly the thyroid ;
not a sin-

gle one of these contentions, however,,

has yet been proved. We are most of-

ten confronted with cases in which no-

gross lesion exists, in which the men-

strual flow is normal in character, in

short, in which there is no reasonable-

explanation for the presence of these

two conditions. The percentage of fail-

ures reported from every method of

treatment is disheartening, and the-

variety of treatments advocated is elo-

quent testimony to the fact that none

is uniformly successful, and that the

specific remedy is yet to be found.

Men who have investigated the sub-

jects report that dysmenorrhea and

sterility are increasing everywhere,,

with the continued progress of civiliza-

tion and the added complexities and re-

finements of life. Norris states that 13

per cent of all foreign and 20 per cent

of native marriages in this country are

sterile. Macomber places the figure at

10 per cent, with the male responsible

in perhaps 50 per cent of these, and

Reynolds agrees with him. Arthur

Giles, quoting Simpson, gives 10.9 per

cent as the figure for village communi-
ties and 16.3 per cent among the aristo-

cracy. The percentage of sterility,

therefore, ranges from 10 to 15 per cent

and is increasing. As to dysmenorrhea,

Norris asserts that 75 per cent of all

women suffer from it in various forms,

while Blair Bell in his recent report, per-

haps the most exhaustive on the sub-

ject, gives an average incidence of 66.5

per cent. In the face of such figures

*Read Before the Orleans Parish Medical Society*.

December 10, 1923.
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the importance of the subject can hardly
be overestimated. Moreover, the fre-

quent association of both conditions in

the same patient not only gives an ad-
ded interest but leads to the inevitable
conclusion that common causes are re-

sponsible in the majority of cases, and
that the same type of treatment will be
equally applicable to both conditions.

It might be well at this point to

clarify the subject by defining our use
of the terms. By sterility we mean in-

ability to bear children by women who
have sexual relations and who have done
nothing to prevent conception

; a woman
who becomes pregnant, even though she
aborts or miscarries habitually, cer-
tainly cannot be considered sterile. A
woman primarily sterile has never borne
children; a woman secondarily sterile

has borne children once, but can do so
no longer. Under the average circum-
stances a marriage may be considered
sterile at the end of two years; Ansell,
quoted by Norris, reports that 88.1 per
cent of a series of 6,035 fertile mar-
riages culminated in pregnancy by this
time. He also adds that the first child
is usually born within 16 months of
marriage, and the majority of investi-
gators agree with him that if preg-
nancy is to occur, it will usually occur
within the first year.

By dysmenorrhea we mean pain re-

curring regularly at each menstrual
period

;
it is primary if it dates from

the first two years of puberty, second-
ary if it is of later origin. It may vary
from acute discomfort to actual intoler-

able pain. It necessarily varies, too,

with the physical and nervous condition
of each individual patient, and of course
with individual tolerance of pain. We
do not include those cases in which the
dysmenorrhea occurs only occasionally,

and then can be explained on the
grounds of exposure, undue exertion, or
concurrent illness. I think you will

find that the majority of cases which
seek relief for dysmenorrhea are wo-
men of fairly good general health, with
no special nervous symptoms, who are
partially or entirely incapacitated for
a certain period of time each month.
The subject of sterility is not one

that concerns either the life or the gen-
eral health of women

; it has to do, from
a social aspect, with the welfare of the
.state, and from a personal aspect, with

the happiness of the individual. Any
procedure for its relief, therefore, is

based on the desires of the patient
rather than the necessity of the case.

This is not true of dysmenorrhea. The
severe type always, and the moderate
type frequently, constantly recurring
without relief, affect the general health
of the patient and often lead to a train
of nervous symptoms whereby a vicious
circle is set up, and each succeeding
period becomes harder to endure than
the last, and is less promptly reacted
from. Moreover, many of these cases
occur in women of the professional and
working classes, whose livelihood is

dependent on their own efforts.

From an economic standpoint they can-
not afford to absent themselves from
their work regularly, or even to have
their output, as it were, materially les-

sened by their physical disability if they
are not entirely incapacitated. In many
cases, therefore, the relief of dysme-
norrhea is an urgent problem.

I have been led to consider again the

use of the stem pessary for the relief of

certain selected cases of dysmenorrhea
and sterility for two reasons: the radi-

cal procedures advocated by many of

our leading gynecologists under these
circumstances, and recent literature un-
reservedly condemning the stem. I ad-

mit that its present status is decidedly
indefinite, ranging from unqualified
approval, with too often promiscuous
use in improperly selected cases, to

wholesale condemnation on the ground
that it is unsafe and ineffective. Both
these attitudes are unfortunate, the lat-

ter, I believe, rather more so, because
frequently the no-stem advocates give

their approval to measures much more
radical and correspondingly more dan-
gerous. For example, one gynecologist

favors dilatation with Emmett amputa-
tion of the cervix

;
another advises dila-

tation followed by laparotomy, with the

facile comment that it does no harm to

open the abdomen when the patient is

under anesthesia anyway; and a third

advocates anterior hysterotomy. And
bear in mind that these very radical

procedures are advised for and practis-

ed on young, unmarried women. They
are questionable, it seems to me, even

if they presented an unbroken series of

successes. Naturally they do not, and
the morbidity, and even mortality, small
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though it be, that follows them, certain-

ly cannot be defended in the cure of

sterility, which, as we have already

pointed out, has no relation to life and
health; or in the cure of dysmenorrhea,

whose relation is purely relative.

For the purposes of this paper I have
reviewed 95 cases in our private prac-

tice, covering a period of 10 years, in

which the stem was used to correct one

or both of these conditions. During
that same period probably 2,000 cases

have consulted us for similar condi-

tions, but the stem was used in only 95,

not quite 5 per cent of the number.
Reginald Rawls, in a recent report, gives

figures only slightly higher, 1.3 per

cent, in his review of the cases in a

large hospital service in which the stem
was considered justified. I would have
you note that it is applicable only in a

smaH number of cases, and that the

primary factor of safety as well as suc-

cess lies in the proper selection of the

cases.

It is never applicable in the presence
of any gross pelvic lesion. Salpingitis,

either puerperal or gonorrheal, active

or passive, is a positive contra-indica-

tion, as are urethritis, endometritis,

any inflammatory condition of the cer-

vix, ovarian changes, and a positive

Wasserman. In short, in the presence
of any sort of infection, demonstrated
by history, physical examination or la-

boratory findings, or merely suspected,
the stem is not safe and must not be
considered. It cannot be used, natural-
ly, in the presence of any gross patho-
logy, which is either irreparable or de-

mands surgery, such as the congenital
absence of any portion of the genital
tract, bicornate uterus, uterine or ova-
rian tumors, or prolapse and prociden-
tia in secondary sterility. General con-
tions must also be corrected, such as
obesity, certain febrile and nerve con-
ditions, and goiter. It follows, then,
that the stem can be used only in cases
in which no gross pathology exists.

These include infantile and undevelop-
ed uterus, pinhole os, the abnormally
long and conical cervix, anteflexion, and
the constricted internal os. There is

frequently in such conditions an in-
crease in the muscle or fibrous tissue
about the internal os, sometimes lead-
ing to the formation of a distinct ring,
which simulates a condition of hyper-

trophic stenosis such as we see in cer-

tain stomach conditions. It is surpris-

ing to note how often one or more of
these conditions will be found in an
otherwise normal pelvis, and how, in

such cases, the dysmenorrhea is prac-
tically always of the type long ago char-
acterized as “spasmodic” or “expulsive”,,

and always indicating relief by mechan-
ical means.
Our procedure in these cases is as

follows: A detailed history is taken
with particular reference to past medi-
cal diseases of the acute infectious type,

as well as appendicitis; to the general
health, including bowel function and
nervous symptoms; and to the dysme-
norrhea, including the time of the ap-
pearance and the duration of the pain,

its character, and the nature of the
flow. A careful general examination
is then made, followed by a bimanual
pelvic examination, except in the case
of young girls, when the examination
is made by rectum. In no case is the
pelvic examination omitted. Infection
is ruled out by the physical findings
and careful laboratory examination.
The husband is then questioned as t»
his past history, and is examined by a
competent genito-urinary specialist. A
woman is never subjected to any opera-
tive procedure of any sort for the relief

of sterility until her husband has been
pronounced virile. General conditions
such as obesity, constipation, etc., are
corrected. Then and not until then
dilatation with the use of the stem is

advised.

We have found that any period of the
month except during the actual flow is

equally satisfactory for the procedure.
We use the routine pre-operative pre-
paration of oil and enemata, and the
parts are clipped. Shaving is not nec-
essary. We prefer gas oxygen anesthe-
sia, which gives satisfactory relaxation
and eliminates the unpleasant after-ef-

fects of ether, and the strictest asepsis
is observed throughout. The patient,
when fully relaxed, is put in the lithoto-
my position, and the parts are
thoroughly cleansed with green soap
and alcohol. A Sims speculum is in-

serted, the cervix grasped with a vul-
sellum, and dilatation done with the
Goodell or Hegar dilators up to 3-4
inches. The dilation must be done
slowly, to avoid tearing, and very thor-
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oughly, as many of these cervices are

extremely hard and unyielding. I do

not see how dilatation can be done be-

yond 3-4 inches without grave risk of

laceration. Curettage is not done ex-

cept in definite cases of hyperplasia,

when there is no co-existent inflamma-
tory condition. The endometrium in

the majority of these cases is normal,

and promiscous curettage is very often

a further factor in the condition of ster-

ility we are seeking to correct. The
stem is then inserted, secured with sil-

ver wire, a button at each end, and a

shot. We have used various types of

stems at different times, but have
found the Baldwin glass stem the most
uniformly satisfactory. It is easy to

insert and remove, and is perfectly

sanitary.

The patient is kept in the hospital

for three days, to observe any post-

operative reaction. She is then dis-

charged, with orders to remain quiet

for several days longer, then to resume
her usual occupations, but to take no
violent exercise. The stem is usually

worn from four to eight weeks. The
patient reports to the office to have it

removed, or goes to her own physician

if she is from out of the city.

As has been said, this report is based
on 95 cases covering a period of 10

years. Thirteen patients were single,

or 13.7 per cent, and eighty-two were
married, or 86.3 per cent. The duration
of marriage varied from 6 weeks (this

patient consulted us for severe dysme-
norrhea) to 19 years. Only 14 had been
married 2 years or less, and of these

one had previously been married 8
years and had had 2 induced abortions.

The average duration of marriage was
5 years. The ages varied from 20 (3
patients) to 44 (one patient) . The ma-
jority were between 25 and 30, and the
average age was 27.6 years.

The dysmenorrhea was of primary
origin in 56 of the cases, or 72.7 per
cent. Blair Bell’s figures for primary
dysmenorrhea vary from 33 per cent
to 97.5 per cent, an average of 64.1 per
cent. Fourteen patients, or 18.2 per
cent developed it after marriage, and 7
or 9.5 per cent developed it at intervals
varying from 2 to 17 years after the
onset of menstruation. The time was
not stated in 18 cases.

In this series 28 patients, 29.5 per

cent, of whom 13 were unmarried, com-
plained of dysmenorrhea chiefly. All

were primarily sterile. Nineteen, 20
per cent, complained of sterility chiefly.

Of these 2 had had spontaneous abor-
tions 5 and 8 years before

;
two had had

induced abortions; one had had two
induced abortions in a former mar-
riage

;
one had used contraceptive

measures. The remaining 46, 48.4 per
cent, complained of both sterility and
dysmenorrhea, and 2, or 2.1 per cent,

complained of scanty menstruation
also. All but 5 of the series, it will be
noted, were primarily sterile.

Twenty-nine patients, 30.5 per cent,

gave a history of previous acute infec-

tious diseases in addition to the usual

diseases of childhood. Thirteen had
had previous dilatations and curettages

(13.7 per cent), 2 of these after abor-

tions. Thirteen had had abdominal
operations (13.7 per cent), mainly ap-
pendectomies, though all but 4 included
work on the uterus or ovaries.

The physical findings included pin-

hole os, undeveloped and infantile uter-

us, anteflexion, elongated cervix, retro-

version, kinked canal, and long and
short vagina. Twenty cases complained
of leukorrhea, 11 had hyperplasia, and
5 endocervicitis. Cases of endocervici-
tis are no longer treated with the stem,
as the risk of infection is considered
too great for the possible benefit that
might result.

In all cases the treatment was dila-

tation as described, plus curetage in

the cases of hyperplasia, and the inser-

tion of the stem. The Baldwin stem
was used 67 times (73.7 per cent)

;
the

other types included the 'Gill Wylie,
Watkins and Black, and in one case the

gutta percha stem was used, the cervix

being too small to admit any other kind.

In 8 cases other operations were done,

including appendectomy, internal and
external Alexander suspensions, punc-
turing of ovarian cysts, and release of

post-operative adhesions.
In 8 cases the stem fell out or had to

be removed before the appointed time.

In one case it was removed at the end
of 2 weeks for temperature, later traced

to a lung condition. One Gill Wylie
stem was removed in 7 days for bleed-

ing. Three Baldwin stems were re-

moved at the end of 3 weeks for persis-

tent discomfort. Three others fell out
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after exertion or falls at 2, 4 and 6

weeks respectively. The other stems
were worn from 2 weeks in one case to

6 months in one case, the average time
being 7.1 weeks. Three patients re-

ported excessive pain at the periods
while the stem was in place. The others
reported no discomfort of any kind.
No case showed an abnormal rise of
temperature or any other condition at-

tributable to its use, and there was not
a single case of infection. This is a
distinct contrast to Dr. Hirst’s report
of 7 per cent of infections at the Wo-
man’s Hospital and even to Dr. Rawls’
report of 3.9 per cent of infections.

Sixty-nine cases out of the 95 have
been followed up over a period of one to

10 years, 72.6 per cent. Five other
patients reported from 2 to 6 periods
after operation painless, but have been
lost sight of since" and have not been in-

cluded in this report. Of the 69 fol-

lowed up, 63 were married, 91.3 per
cent. Of these 23 have become preg-
nant, over 36.5 per cent of the possible
cases. Three had only abortions, but
the others are known to have had at
least one full term pregnancy each. It

is interesting to note that the two pa-
tients curetted after their early abor-
tions never conceived again, and that
the patients who had induced their early
abortions and had used contraceptive
measures also remained sterile. The
patients who became pregnant had been
married from 2 to 5 years, an average
of 3.6 years. The ages varied from
21 to 36, an average of 28 years.
The Baldwin stem was used 15
times, the Watkins 6, the Black
once, and the gutta percha once. The
findings included undeveloped uterus in
13 cases, pin-hole os in 4, acute ante-
flexion in 2, and kinked canal in 1. One
of these cases had a profuse endocervi-
citis.

Of the patients who complained of
dysmenorrhea, either chiefly or in con-
nection with sterility, 74 in number, 58
have been followed up, 79.3 per cent.
Eleven, 19 per cent, report no relief at
all. Most of these gave a history of pro-
longed nervousness and constipation,
and it was realized at the time of opera-
tion that these conditions, together with
the strong neurotic demerit present,
would make relief a very difficult mat-
ter. Twenty-one, 36.2 per cent report

partial or temporary relief
;
of these 8

report complete relief for periods vary-

ing from 6 months to 6 years, and 10

report their general health markedly
improved. It might be stated here that

many of the patients who were partial-

ly or temporarily relieved state that

with the relief they secured for several

months their general health was so

much improved that when the dysme-
norrhea did recur it was much more
easily endured and the reaction from
it was prompt, instead of lasting almost

to the next period, as had frequently

happened before operation. Twenty-
six patients, 44.8 per cent, were com-
pletely and permanetly relieved. Of
these, 2 had previously required hypo-
dermic relief practically every period.

Twelve of this group report a marked
improvement in their general health,

with a gain in weight. The 2 cases of

scanty menstruation report no change
in the flow.

Of the cases which have been follow-

ed up, then, 36.5 per cent have become
pregnant, 44.8 per cent have been per-

manently relieved of dysmenorrhea,
and 36.2 per cent have been partially

or temporarily relieved. Other advo-
cates of the stem report cures of steril-

ity in from 25 to 70 per cent of their

cases, and of dysmenorrhea in from 40
to 90 per cent. In each instance I be-
lieve that the lower figures are more
accurate. In view of the percentage of

good results, however, together with the
safety of the procedure in properly
selected cases where no gross pelvic

lesion exists, its ease of performance,
and the very slight discomfort and in-

convenience it causes the patient, I be-
lieve that dilatation with the use of the
stem should certainly be considered in
cases of dysmenorrhea, and sterility be-
fore any more radical procedure is un-
dertaken.
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DISCUSSION.

Dr. E. Denegre Martin (New Orleans) :

This is a very interesting subject, especially
due to the fact that today we are fighting
birth control fanatics rather than attempting
the cure of sterility. All surgeons have been
confronted at times with these cases. Dr.
Miller did not mention the Outerbridge drain,
which I have used in a number of cases of
sterility, and two, I recall, became pregnant
within a few months, though sterile for sev-
eral years after marriage. I personally pre-
fer the self retaining hard rubber stem pes-
sary, though it does slip out occasionally, to
the Baldwin pessary which has to be held in

place with silver wire. Sterility is not al-

ways due to stenosis and flexion alone, often
flexion with retroversion or marked retrover-
sion will prevent conception and unless both
conditions are corrected failure is inevitable.
In girls from 16 to 20 years of age dysme-
norrhea is quite common. I do not know
whether it is due to the character of exercise
they take or to lack of exercise, but many are
not only incapacitated during the menstrual

period, but frequently suffer so that a seda-
tive must be administered. In these cases I

have given relief in at least 75 per cent and
cured 50 per cent with the stem pessary. Best
results, I believe, are obtained by leaving the
pessary in situ for at least three months. Dr.
Miller has discussed the subject so thoroughly
and described the conditions calling for the
use of the pessary as well as the precautions
to be taken in its application, that it would be
but a repetition of what was said to prolong
the discussion.

Dr. Hilliard E. Miller (closing) : in re-

gard to the self retaining stem pessary as

mentioned by Dr. Salatich, I will say that the
retaining prongs of this pessary are made of

steel, and as a rule after a short period of

time, become coroded. Also if the prongs
are sufficiently sparated to retain the pes-
sary, they are apt to bring about a tissue

necrosis at the cervical canal. Infection, as
I have attempted to show in my paper, must
be eliminated by a careful selection of cases,

and the elimination of all evidence of infes-

tion previous to the insertoin of the stem. I

have stated that a very careful examination
should be made of smears from the cervix
and urethra, and the patient questioned care-
fully regarding the existence of either speci-

fic or other infections previous to the opera-
tion.
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DR. PORTMANN.

Dr. Georges Portmann, Professor
agrege of the Medical Faculty of Bor-
deaux, France, visited New Orleans late

in January while en route to Havana.
Dr. Portmann was delegated by the
French Government to visit the Ear,
Nose and Throat Clinics of Canada and
the United States, including in his tour
Montreal and Quebec, New York, Bos-
ton, Philadelphia, Chicago, St. Louis,
San Francisco, Los Angeles, New Or-
leans, and Havana. He lectured in all

these cities on his original investiga-
tions on subjects related to the special-
ties of the Ear, Nose and Throat, and
gave demonstrations of the original
methods pursued in the special Senses
Clinics of the Faculty of Bordeaux,
which his chief, the eminent Professor
E. J. Moure, has directed with great
success for many years.

While in New Orleans he operated at
the Eye, Ear, Nose and Throat Hos-
pital, performing a successful laryng-
ectomy for carcinoma under local and
regional anesthesia by the Moure-Port-
mann method. As the special guest of
the Eye, Ear, Nose and Throat Club of
New Orleans, under the chairmanship
of Dr. Henry Blum, he demonstrated
Moure’s method of operating for malig-
nant tumors of the upper jaw, includ-
ing the ethmoidal and orbital regions.

,

He also presented a summary of his
original researches on the functions of
the ductus endo-lymphaticus, as studied
comparatively in the small sting-ray

fish. In this species, the duct comes up
to the surface of the skin, where it is

easily accessible to experimentation.

The effects of injury, such as cauteriza-

tion cause vertigo and other disturb-

ances in co-ordination and locomotion
characteristic of labyrinth disease was
strikingly illustrated by charts, lantern

slides and moving pictures. He also

demonstrated the fundamental differ-

ences between the lesions of the cere-

bellum and those of the labyrinth.

The lectures and demonstrations were
given in a lucid and masterful manner,
which made them most instructive and
enjoyable.

While in New Orleans, Dr. Portmann
was the guest of Dr. Lynch and of the
Staff of the Senses Hospital. At the
Hospital he was especially interested in

the demonstration of the original
methods of laryngoscopy by suspension,
bronchoscopy, esophagoscopy and other
procedures devised by Dr. Lynch. He
was also entertained socially by Dr.
Chassaignac, Mrs. DeRoaldes, and Dr.
Matas.

TYPHOID FEVER IN 1923.

The journal of the A. M. A. recently
published its annual summary of ty-
phoid death rates in the larger Ameri-
can cities. It is evident from the
figures there given that the period of
rapid reduction in this disease, which
began about 1910 and lasted to about
1919, is now at an end. For the last
five years the total rate for the whole
group of cities with a population some-
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thing over 25,000,000 has fluctuated

within a rather narrow range, not

above 4.0 and not below 3.2.

While some further improvement in

typhoid death rates may be anticipated,

there is one factor that is likely to make
the control of this disease a more seri-

ous problem in the near future. There

is every reason to believe that the sud-

den drop in typhoid rates following the

war was due in large part to the typhoid

vaccination effected on such a large

scale in the army camps. The new
group of young men now reaching the

age of typhoid susceptibility is not so

well protected. Possibly also the effect

of the army vaccinations is now wear-

ing off, although there is no proof of

this- It is, of course, problematic to

what extent a typhoid increase for

these reasons may be counterbalanced

by improved methods of administrative

control.

It ig plain that the cities in our South-

ern States are having more trouble in

bringing about typhoid decrease than

are the Northern cities. Such cities as

Memphis, Atlanta, Nashville and Dal-

las may, however, well be encouraged
to renew their efforts by the success

achieved by such cities as Richmond,
Baltimore and particularly Louisville,

and more recently by Birmingham and
New Orleans.
The measures for effecting typhoid

control are now about as well known
as those for yellow fever: general sew-
erage, filtration or chlorination of

water supplies, pasturization of milk,

and wherever these measures are effec-

tually carried out, control of carriers.

So long as rural typhoid persists at its

present level, the cities will have to

suffer for sins of sanitation not their

own ; but the success already obtained in

certain municipalities over a consid-

erable period of years demonstrates
that, with methods now known and
under conditions now prevailing, the

average typhoid rate for this whole
group of cities ought to be and prob-
ably can be reduced to about half its

present figure. This may take a decade
or two, but it is surely coming.
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The Mississippi-Louisiana-Arkansas

sections of the American College of

Surgeons met in joint session for their

annual conference at the Hotel Ed-
wards, Jackson, Miss., on January 25-

26, 1924. Interesting clinics were held

in the mornings at the various hospitals

in Jackson, and round table conferences

occupied the afternoon and night ses-

sions The guests attending the meet-
ing were : Dr. W. C. MacCarty, Mayo
Clinic, Rochester, Minn., and Dr. J. T.

Case. Battle Creek Sanitarium, Battle

Creek. Mich., both giving several valu-

able talks- Dr. M. T. MacEachern,
Chicago, and Dr. Allan Craig, Chicago,
represented the College. Mr. Robert
Jolly, Superintendent, Baptist Hospital.

Houston, Texas, made an interesting

talk on hospital standardization. Dr.

C. W. Allen, New Orleans, and Dr. J.

D. Spellman, Superintendent, Touro In-

firmary, New Orleans, addressed the
meeting. Other Louisiana members of

the College in attendance were : Doctors
F. W. Parham, C. Jeff Miller, H. W. E-

Walther, C. G. Cole, J. F. Dicks, T. B.

Sellers, L. H. Landry, W. B. Chamber-
lin, L. B. Crawford, J. C. Willis, C. H.
Mosely, I. J. Newton, and R. O. Sim-
mons. The executive committee for
Louisiana for the coming year, elected

at this meeting, are: Dr. J. C. Willis,

Shreveport, chairman; Dr. C. G. Cole,

New Orleans, secretary, and Dr. L. B-
Crawford, Patterson, counselor.

Monthly Bulletin of the Shreveport
Medical Society.

February meeting of Shreveport
Medical Society, Tuesday, the 5th, at

Charity Hospital, at 8 p. m.
February 5th, program by North

Louisiana Staff.

March 4th, program by Highland
Sanitarium Staff.

April 1st, program by Schumpert
Sanitarium Staff.

Committees for 192U.

Ethics: Drs. S. C. Barrow, A. P.
Crain, F. J. Frater, T. R. Ragan, N. W.
Sentell.

Program : All of officers and Drs. J.

A. Hendrick, Louis Abramson, S. C.

Barrow, A. J. Thomas, A. G. Heath.
Entertainment: Drs. F. H. Walke, J.

M. Bodenheimer, W. S- Kerlin, C. C.

Rigby.
Memorial : Drs. A. A. Herold, M. F.

Smith, T. E. Williams.
Committee on Revision of Constitu-

tion and By-Laws : Drs. J. S. Knighton,
A. A. Herold, S. C- Barrow, E. L. San-
derson, J. M. Bodenheimer.

Library: Dr. S. W. Boyce.
Charity Hospital, January 10, 1924.

The Shreveport Medical Society was
called to order by President Butler at

8 :06. Minutes of the last meeting were
read and approved. Fifty-one mem-
bers were present.

Scientific Program.

The Charity Hospital staff had
charge of the scientific program. The
general subject was generalized miliary
tuberculosis with presentation of histo-

ries, physical findings, laboratory data
progress, and autopsy findings with
specimens of three patients, ages one
year, one and a half years, and twenty-
four years- One patient from the wards
was shown. General discussion by Drs.
Thomas, I. Henry Smith, Picard,
Gowan, Knighton, Young, W. S. Kerlin,
Lucas, Sanderson. Following the gen-
eral discussion, Dr. Rauls, who had
charge of the presentations, read a
paper summerizing generalized miliary
tuberculosis.

Dr, Rigby presented a patient, a six-

year-old boy, with a tumor of the tongue.
General discussion followed.

New Business.

Election of delegates and alternates.
Drs. Knighton, Adams, Lloyd, Barrow
and Sanderson were nominated for

delegates. A motion was made, second-
ed and passed that nominations be
closed and these five be elected by ac-
clamation. Drs. Crain, Picard, Boden-
heimer, J. J. Frater and Rougon were
nominated for alternates. A motion
was made, seconded and passed that
nominations be closed and that these
five be elected by acclamation.

Dr. Sanderson called attention to the
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desirability of the medical profession
keeping out of politics and offered a
resolution incorporating this. His reso-

lution was seconded by Dr. Heath. Dis-

cussion by Drs. Knighton and Boden-
heimer. Dr. Herold made a motion
that the resolution be tabled. The mo-
tion was seconded by Dr. Knighton. The
motion to table the resolution was
passed.

Dr. Knighton made a motion that the

resolutions adopted by the Medical Ad-
visory Board of Shreveport Charity

Hospital January 4, 1924, be adopted

by the Shreveport Medical Society.

Motion seconded by Dr. Herold. Dr.

Lloyd made a motion that Dr. Knigh-

ton’s motion be tabled. Motion second-

ed by Dr. Bodenheimer. Dr. Lloyd’s

motion passed.

Following this action the secretary,

on request, read the resolution adopted

by the Medical Advisory Board of the

Shreveport Charity Hospital, January
4, 1924, which incorporated approval

of the present system of management
of State hospitals and sending of a copy
of the resolution to the three candi-

dates for governor of the State of

Louisiana. Dr. Sanderson made a mo-
tion that the above action of the society

be given to the press. Motion seconded
by Dr. Rigby. Dr. Lloyd made a substi-

tute motion, which was accepted that

the Shreveport Medical Society go on
record as taking no action on the reso-

lution of the Medical Advisory Board of

the Shreveport Charity Hospital.

The Society was adjourned at 10:45.

ROBT. T. LUCAS,
Secretary.

Invitation.

All those interested are cordially in-

vited to be present at the Annual Com
gress on Medical Education. Medical
Licensure, Public Health and Hospitals,
March 3, 4 and 5, 1924

;
Florentine

Room, Congress Hotel, Michigan Ave-
nue and Congress street, Chicago.

Program of the fifth annual meeting
of the Louisiana State Radiological
Society at New Orleans, La., January
19th, 1924.

Officers of the Society : Lucien For •

tier, M. D., president; C. P. Rutledge

M. D., vice president
;
Harold G. F. Ed-

wards, M. D., secretary-treasurer.
Morning session, January 19th, at 10

. m., at Hotel Roosevelt.

Executive Sessio?i.

President’s address, reading of min-
utes, unfinished business, report of
officers and committees, election of new
members, election of officers, new busi-
ness, adoption of new Constitution and
By-Laws.

Afternoon session, January 19th, at

2 p. m., X-ray Clinic of Dr. Amedee
Granger, at Charity Hospital.
Evening session, January 19th, 7 :30

p. m., held at Hutchinson Memorial,
1551 Canal street.

Scientific Program.

1. Title unannounced, A. J. Pacini, M.
D-, Chicago.

2. “Report of a Case of Myeloma”
(with lantern slide demonstration),
C. P. Rutledge, M. D., Shreveport.

3. “The Necessity of Standardization
of Radiographic Technique,” G. C.
McKinney, M. D., Lake Charles.

4. Title unannounced, A. Henriques, M.
D.

,
New Orleans.

5- “Therapeutic Application of Roent-
gen Rays,” Harold G. F. Edwards,
M. D., Lafayette.

. “Radiological Findings in Leprosy,”
L. J. Williams, M. D., Baton Rouge.

7. Demonstration of Films and Slides
by members of the Society.

National Conference on Vocational
Rehabilitation of Civilian Disabled,
February 4-8, 1924, Washington. D. C.,

Hotel Hamilton.

Whisky as Medicine.

Announcement has just been made by
Fullerton Cook, chairman of the Re-
vision Committee of the United States
Pharmacopoeia, that standards for
whisky and brandy as medicines will

be included in the newr Pharmacopoeia
now being revised- This is in response
to a demand by the physicians of the
country.
Under the national prohibition laws,

whisky and brandy are classed as medi-
cines and as such are legally prescribed
in many cases of serious illness, but at
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the present time no legal standards ex-

ist for their purity.

All physicians of the General Revis-

ion Committee, acting as a sub-commit-

tee were appointed to study the situa-

tion and take the necessary action. This

, sub-committee has issued the following

statement : t

“In view of the fact that a large num-
ber of physicians in the United States

believe alcohol to be a valuable thera-

peutic agent, and in view of the wide-
spread adulteration of the alcoholic

liquors at present available, the mem-
bers of this Referee Committee feel that

for the protection of the public there
should be an official standard for me-
dicinal spirits.”

By including standards for whisky
and brandy as medicines, in the Phar-
macopoeia, which is the legal standard
for drugs and medicines under the Food
and Drugs Act, the machinery of the

United States Department of Agricul-
ture and of the Boards of Health and
Boards of Pharmacy throughout the
country is enlisted in protecting the
sick against adulterated and poisonous
products.

State Meeting Reservations.

The chairman of the Committee of

Arrangements for the approaching
meeting of the Louisiana State Medical
Society requests that members send in

their reservation at once for hotel ac-

commodation for the approaching meet-
ing of the Louisiana State Medical
Society. By doing this it will simplify
very much the designation for room
space, and will aid the committee mate-
rially in being able to locate every one
in a suitable place. The meeting is to

be held in Opelousas, April 22nd, 23rd
and 24th, 1924. House of Delegates
convenes on April 21st.

Chairmen of Sections for the Approach-
ing Meeting of the Louisiana State

Medical Society at Opelousas,

La.

Medicine and Therapeutics—Dr,
Geo. S. Bel, New Orleans.

Pediatrics—Dr. Louis I. Tyler,
Baton Rouge, La.

Nervous Diseases—Dr. John N.

Thomas, Pineville, La.

Bacteriology and Pathology—Dr. E.

0. Trahan, Baton Rouge, La.

Health and Sanitation—Dr. E. M-
Ellis, Crowley, La.

General Surgery—Dr. R. C. Kemp,
Baton Rouge, La.

Gynecology and Obstetrics—Dr,

Maurice Gelpi, New Orleans, La.

Eye, Ear, Nose and Throat—Dr. C.

A. Weiss, Baton Rouge, La.

Urology—Dr. Paul J. Gelpi, -New Or-

leans, La-

Dermatology—Dr. J. N. Roussel,

New Orleans, La.
Radiology—Dr. T. I. St. Martin,

Houma, La.

New Orleans, La., February 9.

—

Nation-wide participation in the com-
petition by the Hibernia Bank & Trust
Company of New Orleans to obtain fea-

sible methods of combatting the menace
of the boll weevil through prizes of-

fered for the five best essays submitted
before March 15th, is indicated by the

fact that with the proposition still with-

in five weeks of its completion, answers
and suggestions have been submitted
from 13 states and the city of Wash-
ington.

The President of the Orleans Parish
Medical Society, Dr. Chaille Jamison,
appointed Dr. Homer Dupuy general
chairman of the committee to entertain
the Southern Medical Association in

New Orleans, during the month of No-
vember.

Additions to the hospital facilities of

this City will soon be completed. The
new building of Touro Infirmary and
two floors of the main building of Hotel
Dieu are about finished.

Dr. T. M. Van Studdiford has com-
pleted a Post Graduate course taken
at the Columbia University, Vander-
bilt Clinic, and Bernard Skin and Can-
cer Hospital, St. Louis, Missouri, and
is now located in New Orleans.

Monthly Bulletin of the Orleans Parish
Medical Society.

The Society held two meetings during
the month of February.
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February 11th, the following papers

were presented

:

“Syphilis and Pregnancy”....
By Dr. E. L. King.

“Promotions in the Medical Re-

serve Corps,” by Dr. Robert Shackle-

ford, Major, U. S. Army.
“Relative Value of Percussion

and X-Ray in Cardiology”
By Dr. A. E. Fossier.

February 25th, the following papers

were presented

:

“The Value of Roetgen Ray in the

Diagnosis of Gall Stones”
By Dr. Leon J. Menville.

“Further Observations of the

Operative Cure of Colitis Ani
and Vulvae”
By Dr. Carroll W. Allen

“Some Suggestions in Physical

Diagnosis”
By Dr. O. W. Bethea.

New Members. The Board of Direct-

ors, at its last meeting, elected Dr. W.
N. Floyd and Dr. Elliott Kiblinger to ac-

tive membership, and Dr. Larry J. Du-
puy to associate membership.

The Chairman of the Scientific Es-
says Committee has sent out a circular

letter. Prompt replies will facilitate

the preparation of the program for the

year.

Dues for the Louisiana State Medical
Society were payable January 1st. To
date very few of our membership have
qualified. Your attention is called to

this very important matter.

Librarian’s Report for January

The work of the Library, coincident
with the first of the year, has been par-
ticularly heavy. 65 volumes of jour-
nals have been prepared and sent to

the National Library Bindery Co., of

Atlanta, whose work has been formally
approved. 120 books have been cata-

loged. Of these 22 were received by
1923 subscription, 1 by purchase, 1 by
bindery, 12 by Gift and 23 from the
New Orleans Medical and Surgical Jour-
nal. 164 pamphlets have been added to

our files.

A meeting of the Library Committee
was held on January 19th at which three

members were present. A budget of

$1,975 was presented, based on the ex-

penditures of 1923, and approved by
the Committee, with the proviso that

effort should be made to live within the
actual income of the securities. It was
decided to renew the subscription to

the American Institute of Medicine ab-

stracts, at the special price of $160.00
which had been made to us as a sub-

scriber to the entire series.

Bulletin of the Louisiana State Medical
Society.

The meeting of the Louisiana State

Medical Society to be held in Opelousas,

April 22r.d, 23rd, and 24th, House of

Delegates convening on April 21st, will

no doubt be one of great scientific op-

portunities, and accompanied by un-
usual entertainment. It would be
natural to presume that visiting such a

remarkable and historical part of our
State, that each and everyone of us
contemplating attending the sessions

should arm ourselves with a review of

its history, so that we may be in a posi-

tion to enjoy and appreciate them. With
this object in view, through the gener-

osity of the Journal Committee and its

editor, Dr. H. W. E. Walther, it has
been arranged that the April issue of

our Journal will be made a special feat-

ure carrying an abundant supply of in-

formation concerning Opelousas, St.

Landry Parish, and a review of the pic-

turesque Southwest Louisiana.
Through the activities of Dr. Fred J.

Mayer, Chairman of the Arrangement
Committee, unusual plans are being
made for our entertainment. A de-

tailed account of these will be published
in the April issue of the Journal. You
may rest assured that the social enter-

tainment will be all ore might desire.

The Arrangement Committee are now
actively engaged in making prepara-
tions for the comforts of all those at-

tending. Dr. Fred .J. Mayer requests

that all those desiring to attend, the ses-

sion should communicate with him at

once, so that he may see that suitable

quarters may be reserved. It is essen-

tial that you attend to this at once, so

that the committee may not be handi-
capped in its functions. We are espe-

cially fortunate at this Annual Meeting
to have with us two representatives
from the American Medicp.l Associa-
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tion. Their names have not yet been
supplied, but will be announced as soon
as I am informed. This will afford the
members of our Society the opportunity
of having a personal contact with some
of the Board of Directors of the Ameri-
can Medical Association. Their pres-

ence and influence should be of material
assistance to us, both in the legislative

and scientific affairs of our Society.

The headquarters for the Annual Meet-
ing will be at the Court House- Regis-
tration room will be on the lower floor

of the new Court House.

Partial Program of Opelousas, Meeting

Section on Medicine and Therapeutics.

Dr. George S. Bel, Chairman, New Or-
leans.

1.

—“Pneumonia From the Standpoint
of the General Practitioner,” Dr. S.

B. Wolf, Opelousas.

2.

—“The Acute Abdomen,” Dr. A. A.
Herold, Shreveport.

3.

—“Case Report of Tumor Involving
Carotid Sheath Presenting Some
Interesting Diagnostic Problems,”
Dr. J. E. Knighton, Shreveport.

4.

—“Splenectomy For the Cure of Pur-
pura Hemorrhagica,” Dr. I. I. Le-
mann, New Orleans.

5.

—“The Clinical Diagnosis of Pancre-
atic Disease,” Dr. Daniel N. Silver-

man, New Orleans.

6.

—“Percussion of the Heart,” Dr. A.
E. Fossier, New Orleans.

7.

—“Lobar Pneumonia,” Dr. C. W.
Johnson, Monroe-

Section on Pediatrics.

Dr. Louis I. Tvler, Chairman, Baton
Rouge.

1.

—“Epidemic Vomiting in Children,”
Dr. M. S. Picard, Shreveport.

2.

—“Feeding Problems,” Dr. C. J.

Bloom, New Orleans.

3.

—“Clinical Observations On Prevail-
ing Grippal Infections Among In-

fants and Children,” Dr. M. Loeber,
New Orleans-
Collaborating: Drs. J. E. Pollock
and F. W. Dearman, Jr., New Or-
leans.

Section On Nervous Diseases.

Dr. John N. Thomas, Chairman, Pine-
ville.

1.
—“The Rehabilitation of the Recov-

ered Patient,” Dr. David H. Keller,

Medical Director, Louisiana Hos-
pital for Insane, Pineville.

To open discussion, Dr. John D.
Young, Shreveport

;
Miss Betty C.

Britton, Social Service Worker,
State Hospital, Jackson, La-

2.

—“Some Observations from the Neu-
rological Clinic,” Dr. L. L. Cazena-
vette, New Orleans.
To open discussion, Dr. Joseph
O’Hara, New Orleans; Dr. C. V.
Unsworth, New Orleans.

3.

—“Syringomyelia and Possibilities To'

Be Learned From the Study of Its

Pathology in Regards to Neuro-
Surgery,” by Dr. John D. Young,
Shreveport.
To open discussion, Dr. W- J. Otis,

New Orleans; Dr. E. McC. Connely,
New Orleans.

Section On Bacteriology and Pathology.

Dr. E. 0. Trahan, Chairman, Baton
Rouge.

No program received to date.

Section On Public Health and Sanita-
tion.

Dr. E. M. Ellis, Chairman, Crowley.

1
—

“Analysis of Some Morbidity Re-
ports,” Dr. Oscar Dowling, New
Orleans.

2.

—“Malaria in the Seventh District,”

M. A. Barber, Ph.D., Crowley. Soe-

cial Expert, U. S. Public Health
Service.

3.

—“Tuberculosis,” Dr. Wallace Durel,
Covington.

4.

—“Crude Statistics,” Dr. George
Dempsey, New Orleans.

Section On General Surgery.

Dr. R. C- Kemp, Chairman, Baton
Rouge.

1.

—“Minor Injuries of the Hand,” Dr.
E. Der.egre Martin, New Orleans.

2.

—Anastomosis of the 11th to 7th
Cranial Nerves to Correct Facial
Paralysis,” Dr. J. T. Nix, New Or-
leans.

3.

—“Resection of the Rectum With
Normal Restoration of the Bowel at
the Anal Outlet,” Dr. Carroll W.
Allen, New Orleans.

4—“Appendectomy Under Local Anes-
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thesia,” Dr. R. B. Wallace, Alexan-
dria.

5.

—“Acute Obstruction of the Bowels,”
Dr. E. M. Ellis, Crowley.

6.

—“Fractures of the Base of the
Radius: Method of Treatment and
End Results,” Dr. Isadore Cohn and
Dr. Paul G. Lacroix, New Orleans.

7.

—“Diagnosis ar.d Surgical Treatment
of Congenital Hypertrophic Pyloric
Stenosis, with Report of Cases,” Dr.

Thomas B. Sellers, New Orleans.

Section On Gynecology and Obstetrics.

Dr. Maurice J. Gelpi, Chairman, New
Orleans.

1—“Extra Uterine Pregnancy,” Dr. O.

P. Daly, Lafayette.

2.

—“Diagnosis in Gynecology,” Dr.
Paul Michinard, New Orleans.

3.

—“Speaking of Caesarean Sections,”

Dr. Louis B. Crawford, Patterson.
4.

—

“Version Versus Forceps,” Dr.
Lucien A. LeDoux, New Orleans.

Section on Eye, Ear, Nose, Throat, and
Stomatology.

Dr. C. A. Weiss, Chairman, Baton
Rouge.

1.

—“Stricture of Esophagus Produced
by Lye,” Dr. R. C. Lynch, New Or-
leans.

To open discussion, Dr. A. I. Weil,
New Orleans; Dr. A. B. Moise, New
Orleans.

2.

—“More Recent Ophthalmic Prog-
ress,” Dr. Charles Bahn, New Or-
leans.

To open discussion, Dr. D. C. lies,

Lake Charles; Dr. F. C. Bennett,
Monroe.

'3.—“The Eye and the Clinician,” Dr. T.
J. Dimitry, New Orleans.
To open discussion, Dr. A. L. Whit-
mire, New Orleans; Dr. Brown La-
rose, New Orleans.

4.

—

“Dysphonia, As Expressing Disease
Remote From the Larynx,” Dr.
Homer Dupuy, New Orleans-
To open discussion, Dr. J. F. Mou-
ton, Lafayette; Dr. E. R. Gar.dy,
Alexandria.

5.

—“Mastoid As a Problem of the Gen-
eral Practitioner,” Dr. Edwin Whit-
aker, Baton Rouge.
To open discussion, Dr. M. P. Boeb-
inger, New Orleans; Dr. G. W.
Blackshear, New Orleans.

Section On Urology.

Dr. Paul J. Gelpi, Chairman, New
Orleans.

1.

—“Three Renal Cases With Uncom-
mon Pathology,” Dr. P. Jorda
Kahle, New Orleans, La.

2.

—“A Plea For More Frequent Opera-
tive Interference in Urethral Strict-

ure,” Dr. Abraham Nelken, New
Orleans.

Section On Dermatology.

Dr. J. N. Roussel, Chairman,. New
Orleans.

1.

—“The Use and Abuse of X-Rays in

the Treatment of Common Skin
Disease,” Dr. Earl D. Crutchfield,
Galveston, Texas.
To open discussion, Dr. J. N.
Roussel, New Orleans.

2.

—“The More Common Dermatoses
due to Occupational and External
Irritants,” Dr. R. T. Van Studdi-

ford, New Orleans.

To open discussion, Dr. Henry Me-
nage, New Orleans.
New Orleans.

Section on Radiology.

Dr. T. I. St. Martin, Chairman, Houma.

1.

—“Radio-Dermatitis and its Treat-
ment,” Dr. A. U. Desjardins,
Rochester, Minnesota.

2.

—“Important Physiotherapeutic Prin-

ciples,” Dr. A. J. Pacini, Chicago,
Illinois.

3.

—“The Roentgen Ray Treatment of

Diseased Tonsils and Adenoids,”
Dr. Harold G. F. Edwards, Lafay-
ette.

To open discussion, Dr. S. C. Bar-
row, Shreveport.

Removals: Dr. C. W. Lewis from Cha-

taignier to Eunice, La. Dr. G. M. Har-

ris from Magde, to Cheneyville, La. Dr.

R. J. Mailhes from 4115 Dumaine street

to 1525 Hillary street, New Orleans,

La.

Died: On January 22nd, at Biloxi,

Mississippi, Dr. J. 0. Pratt, formerly

of New Orleans, aged 42 years.
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POSTOPERATIVE PULMONARYEMBOLISM.**

Joseph E. Heabd, M.D.,

Shreveport, La.

Pulmonary embolism is a postopera-

tive complication with which all sur-

geons are familiar and although occur-

ring in only a small number of operat-

ed cases, the certainty with which
death soon follows its unexpected and
sudden development, interrupting an
otherwise uneventful convalescence, es-

tablishes it as one of the most dreaded
complications.

Postoperative pulmonary embolism
may be caused by a dislodged blood-

clot, the entrance of fat into the circu-

lation or a combination of both, but

only blood-clot embolism is considered
in this paper.

It is not the purpose here to add any-
thing new in the way of diagnosis and
treatment of such a familiar and rather
hopeless condition, but to try to deter-

mine just what type of case and opera-
tion produce the most frequent occur-

rence of such a fatal postoperative
complication.
Embolism has been recognized and

studied from all angles since the year
1846. Virchow1 working from 1846
to 1856, put the doctrine of embolism
upon a sound basis. The next most im-
portant work upon this subject was
carried out by Cohn 2

, and later by
Cohnheim 3

. The writing of Welch4

upon Thrombosis and Embolism is a
classic.

Symptoms and Diagnosis.

Fortunately, since it is usually fatal,

pulmonary embolism occurs in only a
very small number of operated cases.

*Read before Fourth District Medical Society, Shreve-
port, La., Oct. 16, 1923.

*Work done while a Fellow in Surgery, Mayo Clinic,
Rochester, Minn.

No. 10

It is a condition for which little can be
done, when once the surgeon is sure of

the diagnosis in cases that live for sev-

eral hours, and most cases die within
such a short time after the appearance
of symptoms that the surgeon seldom
reaches the bedside. The occurrence is

probably more frequent than is gener-
ally thought, since many cases that
complain of pain in the chest with com-
paratively no physical findings are mild
pulmonary embolus. Such cases are
often wrongly diagnosed pleurisy,

myositis and broncho-pneumonia and
it is highly probable that many cases
that are diagnosed broncho-pneumonia
are pulmonary embolism of moderate
severity.

Wyder, quoted by Ochsner and
Schneider 5

,
thinks that atheroma of the

coronary arteries may simulate pul-
monary embolism, but there is usually
the history of previous attacks. Schu-
macher, quoted by Ochsner and Schnei-
der 5

,
thinks that sudden internal hemor-

rhage, also myocardial degeneration
may produce a similar picture. In the
series of cases reported here, the diag-
nosis has frequently been confused with
myocardial degeneration. Myocardial
degeneration and pulmonary embolism
may produce very similar pictures, but
in cases which have had a very thor-
ough preoperative examination with no
previous history of cardiac trouble, the
diagnosis would be much more in
favor of pulmonary embolism.
The usual picture of postoperative

pulmonary embolism is a patient with
an uneventful convalescence, usually
somewhere within the first or second
week after operation, while engaged in
some form of physical exertion, as
walking about, taking a bath, or strain-
ing at stool, suddenly feels faint and
falls to the floor. They often complain
of precordial pain, or a tightness

New Orleans Medical
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through the chest, dyspnea is marked,
respiration rapid and labored, with
marked cyanosis- The pulse is rapid
and of poor quality. Cold sweat often
stands out on the face, which bears a
very anxious expression. The extremi-
ties are cold and clammy. Death often
follows within five to twenty minutes.

Precordial pain, a pain through the
chest, or a feeling of tightness through
the chest is a fairly constant symptom.
Sudden pain in the chest occurred in a
high percentage of the cases here, and
could probably be found in a larger
number, should the patient, being ra-
tional enough to answer intelligently,

be questioned regarding it.

The presence of noticeable varicosed
veins, or a previously existing thrombo-
phlebitis lends much weight to a diag-
nosis of pulmonary embolism.

Prevention and Treatment.

When once a pulmonary embolism
has developed, even if there is enough
time before death to do anything, the
treatment is rather discouraging. This
being true, the most of the surgeon’s
attention should be given to measures
which may prevent as far as possible,

such a fatal complication.
Conditions favoring the development

of postoperative embolism may be
grouped under two general head®;:

Faults in the patient, and faults in the
operative technique and postopera-
tive care. Under the former head
may be mentioined such conditions
as anaemia microorganisms in the
blood stream, and general physical con-
ditions below par, excess of white blood
cells (Anningson, quoted by Ochsner
and Schneider"), and excess of calcium
salts in the blood.

Kretz0 was able to find some primary
infectious focus in every case of fatal
pulmonary embolism from primary
thrombosis. In some cases the walls of
the veins were inflamed, but in others
the intravascular coagulation was due
to infectious organisms in the blood.

Gibson 7 mentions infection from the
intestinal canal, sepsis which may ex-
ist before operation, and concentration
of the blood, as some of the predispos-
ing causes of pulmonary embolism-
Lenormant 8 in 792 operations, re-

ported pulmonary embolism in 0.5 of
1 per cent. He ascribes the thrombosis

to infection not necessarily occurring
during operation, but possibly due to

paralysis of some part of the digestive

tract with absorption of septic matter.
In reviewing the literature on the

subject he states that 106 out of 233
cases of pulmonary embolism proved
fatal.

He thinks that prevention is the only

treatment, and advises digitalis before

operation when the pulse is small and
the heart action weak, and also in cases

of large abdominal tumors. Injections

of salt solution are indispensable, he be-

lieves, before attempting any opera-

tion, when the patient is anemic from
profuse hemorrhage, or arterial tension

is much reduced.
Anesthesia should be as brief as pos-

sible.

Such conditions as have been men-
tioned under faults with the patient, as

far as possible should be guarded
against and combated as far as it is

practical, but the surgeon is often com-
pelled to operate upon a case that is in

poor physical condition, knowing that

such a case is a poor operative risk. All

foci oi infection should be cleaned up as

suggested by Wilson 9
.

Many faults of operative technique
and postoperative care have been men-
tioned by many writers, each man
thinking that he has the proper solution

of the problem. Looking through the

literature on the subject, one finds that

the use of the Trendelenburg position

is mentioned a number of times as a
predisposing cause of postoperative
embolism. Many surgeons think that

any position which interferes witih the

circulation in the veins of the lower ex-

tremities, is a predisposing cause.

Zweifel, quoted by Ochsner and
Schneider 5

, reported eighteen deaths
due to pulmonary embolism in 1,832

cases operated upon a table which in-

terfered with the circulation of the
lower extremities, or one death in every
100 cases operated, and only three

deaths in 860 cases operated upon a

table without this feature. He advises

the precaution be taken to avoid all

pressure upon the veins of the lower ex-

tremities as occurs when the legs hang
over the table, and the Trendelenburg
position.

Further statistics by him showed five

deaths from thrombosis in 450 lapa-
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rotomies, although the extremities

were not traumatized during the opera-

tion, but following a change of tech-

nique, which change consists in the ab-

solute control of the oozing of blood
and the application of a purse-string
suture covering all raw surface in the
pelvis. He had five deaths from throm-
bosis in 2,060 laparatomies and one
death in 484 operations for fibroids of

the uterus.

Olshausen, quoted by Oschner and
Schneider3

,
calls attention to the fre-

quent occurrence of pulmonary embo-
lism in cases operated upon in the Tren-
delenburg position, reporting fourteen
cases of thrombosis in 2,443 operations.

Five hundred and seventy-one of these

were fibroids with seven cases of

thrombosis. Abandonment of a position
which compressed the veins of the low-
er extremities gave very gratifying re-

sults.

Eberth and Shimmelbusch, quoted
from Cumston10

, showed with their ex-

periment that a single uncomplicated
slowing down of the flow of the blood,

whether it causes migration of the
leukocytes toward the vessel wall, or
forces the blood corpuscles toward it

can not in itself result in the formation
of a clot writhin the vessel when no
other lesion is present; that when the
vessel wall is injured the blood plates

may appear in the upper strata of the
stream, due to a slowing of the latter,

and as they come in contact with the
injured portions of the vessel walls,

they become adherent there, and more
or less agglutination of the blood plates

results ;
the blood plates in the develop-

ment of these thrombi are the integral
etiologic factors. With a circulation in

good condition, the development of ob-
structing thrombi is rare unless there
are some further local complications.

Zurhelle11 discusses the connection
between postoperative thrombosis, in-

fection, and the depositing of fibrin.

His conclusions from much research
were that a retardation of the blood
stream is the main factor in the pro-
duction of a thrombus, and that there
is a mechanical piling up of the blood
plates in the more sluggish blood
stream. This conglutination of the
blood plates is entirely different from
coagulation of fibrin, and the latter is

not necessary for the formation of

thrombus; when it occurs it is secon-
dary. His experiments show the use-
lessness of attempting to prevent
thrombosis by reducing the coagulata-
bility of the blood, since one is unable
to act on the blood plates. All that can
be accomplished is to prevent the blood
stream from becoming sluggish.

Aschoff12 suggests that it may be pos-
sible to prevent thrombosis by chang-
ing the physical conditions in the cir-

culation, by combating any tendency to
a slower pulse rate. He does not be-
lieve that thrombosis is always of an
infectious origin, but superimposed in-
fection transforms a primary insigni-
ficant thrombus into a dangerous
thrombophlebitis.
Fromme, quoted from Ochsner and

Schneider 5
, put into the jugular veins

of rabbits silk threads impregnated
with bacteria. The threads impreg-
nated with any form of bacteria regu-
larly produced thrombi. Sterile thread
produced thrombosis only in anemic
animals or those in bad physical condi-
tion.

Talke, quoted from Ochsner and
Schneider 3

, placed cultures of staphylo-
cocci near thirteen arteries and thirty-
one veins in thirteen animals. The re-
moval of these Vessels after nine to
twelve hours showed eleven arteries
and twenty-two veins to be thrombosed.
McCann13 thinks that the transfixion

of pedicles and tissue is a cause of pul-
monary embolism. He especially con-
demns the transfixion of the broad
ligaments, omentum and mesentery,
avoiding unnecessary clots and hema-
tomas, which often become mildly in-
fected. He warns against stitching
too tightly and cutting into blood ves-
sels, and stresses the point that vessels
should be picked up cleanly and ligated
without encompassing masses of tissue-
He recommends the adoption of a tech-
nique and the use of instruments that
cause the least trauma to vessels and
surrounding tissue, stating that he has
had no case of embolism since adopt-
ing this method.

A. L. Smith14 believes that pulmo-
nary embolism is due to a hyperfib-
rinous condition of the blood. He takes
pains to let his patients drink freely,
sees that the full normal proportion of
water is in the blood, and keeps up the
fluid after operation- He advises the
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reduction of the length of time on the

operating table, and the use in so far

as possible of round pointed, flat-eyed

needles, to reduce hemorrhage. He be-

lieves in free early movements of the
patient after operation.

Wilson 9 stresses as precautionary
measures, the reduction of vascular
traumatism to a minimum at operation
and the encouragement of very early
free movement on the part of the
patient.

As a cause of femoral thrombosis, in-

jury to the edges of the wound by re-

tractors has been mentioned.
Symonds13 thinks that enforcement

of dorsal position and knee-pillows
after a laparotomy, favor thrombosis
by starving the circulation. He has
abandoned enforced dorsal positioin in

all but grave cases of peritonitis and
encourages free movements. He has
not had a case of pulmonary embolism
in many years.

Lenormant8 calls attention to the
careful management of veins while
operating. Veins of any size should be
ligated separately, rather than in a
bunch. In abdominal work especial

care should be exercised in avoiding in-

jury to the epigastric veins. After
operation he recommends stimulants
for the heart, saline injections, and
copious intake of fluids to combat
thickening of the blood. An early

purge is used by some surgeons to com-
bat stasis in the intestines. The pa-
tient should not be allowed to lie per-

fectly still, since this favors the forma-
tion of thrombus. Patients should not
be out of bed too early. In regard to

some forms of anesthesia Lenormant
states that Ranze advises preliminary
scopolamine and morphine to reduce
the amount of chloroform. Witzel pre-
fers ether which is less depressing.

Otte16
, assistant at Rissman’s Mater-

nity Hospital, believes that the tech-

nique for general anesthesia which has
been in use for several years there has
prevented any serious complication.
The special features of this technique
are a disinfecting of the air passages
and prevention of chilling the patient.

The mouth is repeatedly washed out
with a disinfectant and steam inhala-
tions of a mixture of thymol, salicylic

acid, alcohol and water is given- This
is again given after the operation,

while the patient is still asleep. Ether
is used for the anesthetic. He states

that even in patients with pre-existing
respiratory infections no aggravation
has occurred since this technique was
introduced.

Mauclaire17 reports a case of bilat-

eral phlebitis of the spermatic veins
and slight pulmonary embolism follow-
ing inguinal herniotomy. He summar-
izes twenty-five cases in the literature

with twenty-five others briefly men-
tioned, and seven cases of femoral
phlebitis. The mortality in twenty-five
cases of which the details were known,
was 50 per cent. He states that embo-
lism is usually tardy with sudden onset,

and generally with hemoptysis. If

phlebitis develops in the spermatic ves-

sels the region must be immobilized,
and he suggests that embolism might
be avoided by injections of hirudin,
the spermatic veins high up. In urgent
cases he does not hesitate to ligate the
femoral and iliac veins for the preven-
tion of embolism.

According to Trendelenburg, quoted
from Meyer18

, coagulation of the blood
and recurrence of embolic accident can
be avoided by injections of hirudin.
Trendelenburg’s assistants, Rimaun
and Wolf, investigated the problem and
found that 1 mg. of hirudin prevents
the coagulation of 5 cc- of blood for
four and one-half hours. This would
mean for a patient of average weight, 1

gm. about 15 grs., a rather expensive
procedure as the cost of 1 gm. is about
$20.00. The drug injected intraven-
ously in large quantities proved harm-
less.

Some surgeons recommend the excis-

ion of varicosed veins previous to

operation, thus eliminating as far as

possible a fertile field for the forma-
tion of an embolus.
Trauma to tissue and infection must

play an important part in the forma-
tion of embolus, since both, depending
upon, the extent and severity, cause
thrombosis in venous trunks and plexu-

ses, the veins, more thin walled and less

resistant than the arteries, usually

being affected. And the more throm-
bus formation present, the more chance
there is of a piece being broken off

and carried as an embolus to the lungs.

Neoplasms also, and any condition
which causes a congestion or slowing
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of the blood stream in veins and venous
plexuses must favor thrombosis.
A large percentage of cases of pul-

monary embolism die within a few min-
utes after symptoms appear and the
time between the first appearance of the
symptoms and death is so short that
little can be done.
When death does not follow immedi-

ately, the patient should be elevated so

as to favor respiration. There should
be plenty of fresh air and even oxygen
inhalations may be given.

Venesection has been recommended
for dilatation of the right heart. Hot
water bottles may be applied to the ex-

tremities for the failure of the peri-

pheral circulation.

Rapid stimulation with caffein, cam-
phor, strychnin, also ammonia, ether
and brandy hypodermatically may be
used. Morphia can be given in closes

sufficient to counteract shock and re-

lieve pain, which is often present.

Most authorities divide pulmonary
embolism into three groups

:

Group (1), in which there is immedi-
ate death occurring when only a small
portion of the pulmonary circulation is

obstructed.
Group (2), in which death follows

within a few minutes after symptoms
appear and is due to a more or less

blocking of the pulmonary circulation-

Group (3), in which death is delayed
hours, and in some cases two or three
days, and is the result of an increase by
thrombosis, of a blockage of a portion
of the pulmonary circulation, starting
with an embolism.
Mann19 was able to produce death ex-

perimentally in animals only by a more
or less complete blocking of the pul-
monary circulation. He states that it

was impossible to produce death or seri-

ously endanger the animal’s life unless
the pulmonary circulation was greatly
obstructed. He also used animals with
much depressed circulation, subjected to
hours anesthesia, dogs practically mori-
bund with distemper, under local and
general anesthesia, and dogs that had
been starved. All results were practi-
cally the same.
Trendelenburg, quoted by Meyer18

,

thinks that about 50 per cent of cases of
pulmonary embolism have only one
branch of the pulmonary artery ob-
structed at first, and may live for an

hour. This type of case he considers

suitable for his operation, in which the

clot is removed from the pulmonary ar-

tery- The operation is described in de-

tail by Meyer. Exposure is obtained by
a horizontal incision 10 cm. in length
over the second left rib. The inner end
of this incision is crossed by a perpen-
dicular incision, starting just below the
sterno-clavicular articulation, passing
the third rib cartilage about one inch
outside the sternal border, avoiding the
internal mammary artery. The second
rib and cartilage are cleared from the
field of operation and the third cartilage

is divided. The pleura is opened with
an incision corresponding to the outer
incision. The pericardium is exposed
and opened with an incision inside the
phrenic nerve and vessels at the level of
the third rib. With Trendelenburg’s
special sound, a rubber tube is passed
through the transverse sinus, and
around the ascending aorta and pulmo-
nary artery. The assistant pulls upon
these for compression just before the ar-

tery is opened. The artery is opened
about one-half inch longitudinally, and
special curved forceps are used to re-

move the embolus. Not more than forty-

five seconds can be consumed while
opening the vessel and removing the
clot, since the interruption of the circu-

lation here is not borne longer.

With special forceps, the edges of the
vessel wound are lifted and closure made
temporarily with a clamp. The elastic

compression may now be released, and
the circulation re-established. The ves-
sel wound is closed with interrupted silk

sutures.

Trendelenburg’s assistants, quoted
from Meyer, found that the aorta and
pulmonary artery could be compressed
only forty-five seconds, but the vena
cava could be compressed for six to
eight minutes with no serious conse-
quences.
Lawen and Sievers20

, working in
Trendelenburg’s Clinic, made experi-
ments on rabbits. They found that with
simultaneous constriction of the pul-
monary artery and aorta, the heart and
brain suffer most. The heart is more
resistant and adapts itself more readily
to changed conditions. The heart can
stand simultaneous constrictions of the
pulmonary artery and aorta for six min-
utes. The animals tolerated this with-
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out apparent injury for one minute. By
releasing the constriction for a short
time and reapplying, more time can be
consumed. Experiments proved the
same when the arteries were constricted
separately. The heart tolerates con-

striction of the large veins better than
the large arteries. The heart resumed
its function after the vena cava had been
constricted for nine minutes, but irre-

parable disturbances had occurred in the
brain. Rabbits were able to tolerate,

without apparent injury, constriction of
the large veins for three or four min-
utes.

Jeger working with this information,
by compressing the two veins, found
that he could lesiurely open the vessel

and remove the clot. Incision of the pul-

monary artery brought immediately re-

lief to the distended right heart.

Trendelenburg21 removed a strip of
lung 15 cm. long by 1 cm. thick from
one calf and passed it through the
jugular vein onto the left branch of the
pulmonary artery of another calf. The
animal rapidly recovered after the re-
moval of the artificial embolus.
He calls attention to the fact that

after one embolus has been removed,
one that has been easily overlooked
causes death. He and his assistants
have done this on human subjects and
one case lived several days, but finally
died of pneumonia. He has never had a
recovery after this operation-
Ritzman22 found that from numerous

experiments on cadavers this operation
from an anatomic standpoint was prac-
ticable. He mentions the difficulty of
operative procedure on account of fail-

ure to recognize the complication in
time.

Analysis of Cases at Mayo Clinic.
The cases of postoperative embolism

occurring at St. Mary’s Hospital,
Rochester, covering the period from the
opening of the hospital in September,
1889, to and including December, 1911,
were reported by Wilson 9 in 1912.
From 1899 to and including 1911,

there were approximately 57,000 major
operations, with forty-seven fatalities
from postoperative embolism.

Autopsies were performed on forty-
one of forty-seven fatalities and the
diagnosis was confirmed. In the re-
maining six the clinical diagnosis was
quite positive.

The' total number of deaths in the hos-
pital for the period concerned was 864.
The mortality from embolism based on
63,573 operations was 0.07 of 1 per cent,

or 1 death in every 1,352 operations.
Cerebral and pulmonary embolism

were considered in Wilson’s report, but
only pulmonary embolism is considered
in this report. Only thirty-six of Wil-
son’s cases were pulmonary embolism,
of the remaining, ten were cerebral and
one coronary.

In twenty-eight of the forty-one cases
posted, the location of the original

thrombus was found in the field of
operation or femoral vein.

Wilson thought that following opera-
tion on the blood vessels, alimentary
canal, and genito-urinary organs, from
1 to 2 per cent of all cases give more or
less distinct evidence of emboli, 70 per
cent of which are in the lungs of cases
that come to autopsy. He states that
about 80 per cent can be determined as
venous in origin, 10 per cent cardiac,
and 10 per cent scattered or undeter-
mined.
From the year 1912 to 1920 inclusive,

there occurred at the Mayo Clinic 104
cases of postoperative embolism.
Infarcts were not included, only cases of
gross embolus or thrombosis in the pul-

monary artery were accepted. Of the
104 cases, five recovered, the clinical

symptoms being sufficient to warrant a

diagnosis of pulmonary embolism.
There were several other cases, not in-

cluded, in which the symptoms were
very similar to those found in pulmo-
nary embolism, but the symptoms pre-

sented would not justify a diagnosis of
embolism. Autopsy was performed on
ninety of the ninety-nine cases that died,

and the diagnosis was confirmed.
In this period there were performed

at St. Mary’s and Colonial Hospitals
125,164 operations. This includes the
last four years of operations performed
at the Colonial Hospital. Pulmonary
embolism occurred once in every 1,203

cases operated upon, or a percentage of

0.08 of 1 per cent. In this period there

were 104,360 patients operated upon.

Of these 60,755 were females and 43,605

were males. There were seventy-three
cases of embolism among females, or an
occurrence of one in every 832 women
operated upon. There were thirty-one

cases among males, or an occurrence of
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one in every 1,406 men operated upon.
In this period there were 2,654 deaths
following operation. Ninety-nine cases

of embolism were fatal, or one in every
twenty-six deaths or 3.7 per cent- The
oldest of the 1-04 cases of pulmonary em-
bolism was eighty-two years, and the
youngest six years. The average age
was fifty-three years. Eighty-three
were married, eleven were single and
ten were widowed. Fifty-one of the 104
were in good physical condition when
operated. Thirty-seven were in fairly

good physical condition, and sixteen
were in poor physical condition- The
anesthetic was ether in ninety-nine
cases, novocaine was used in two, co-

caine in two, combined novocaine and
ether in one. Only seventy-four of the
104 cases had hemoglobin readings. Of
the seventy-four cases fifty-three had
a hemoglobin below 50 per cent. Four-
teen had a hemoglobin between 50
per cent and 70 per cent, and seven had
a homoglobin below 50 per cent. The
longest time between operation and
•death was fifty-eight days. The short-

est time between operation and death
was six hours. The average time be-

tween operation and death was ten
days. In thirty-three cases the time
between the first appearance of symp-
toms of pulmonary emoblism and death
was recorded. Eleven of the thirty-

three cases lived more than an hour
after symptoms developed. One case
lived three days, one lived one day, and
two lived twelve hours. Most of the
cases lived only ten to thirty minutes
after the appearance of symptoms.

In table No. 1 all cases are given
with the total number of operations for
nine years in each particular type of
operation, the number of cases develop-
ing pulmonary embolism and the pro-
portion of occurrence.
Thus it is seen that pulmonary embo-

lism occurred proportionately most fre-

quently in cecostomy. There were
twenty-one cases on which this opera-
tion was performed in nine years, with
one case of pulmonary embolism occur-
ring, or one case in every twenty-one
cases upon which this operation was

Type of Operation.

Cecostomy
Abdominal Exploration for Carcinoma
Resection of Bladder
Arthroplasty
Mikulicz Operation
Laminectomy
Suprapubic Cystostomy for Stones. . . .

Resection of Rectum
Abdominal Hysterectomy
Resection of Stomach
Umbilical Herniotomy
Splenectomy
Craniotomy
Prostatectomy
Vaginal Hysterectomy
Bovee Operation
Gastroenterostomy
Salpingectomy and Oophorectomy
Cholecystecomy
Fracture of Long Bones Reduced
Alcohol Injection of Fifth Nerve
Varicose Vein Operation
Bowel Resections
Nephrectomy
Amputation of Breast
Osteomyelitis Operation
Choledochotomy
Inguinal Herniotomy
Perineorrhaphy (Simple)
Appendectomy
Hemorrhoid Operation
Ligation of Thyroid Artery
Thyroidectomy

Cases of Frequency
Number of Pulmonary of Occur-
Operations Embolism rence of Pul-

for nine for nine monary
years. years. Embolism.
21 1 1-21

190 4 1-47
190 3 1-63
75 1 1-75

231 2 1-115
118 1 1-118
327 2 1-163
549 3 1-183

3,751 18 1-208
934 4 1-233
482 2 1-241
279 1 1-279
596 2 1-298

1,313 4 1-328
1,594 4 1-398
450 1 1-450

5,056 9 1-561
2,404 4 1-601
9,344 15 1-622
625 1 1-625
710 1 1-710
745 1 1-745
803 1 1-803

1,736 2 1-868
2,624 3 1-874
894 1 1-894

1,019 1 1-1019
3,313 3 1-1104
2,134 1 1-2134
8,944 4 1-2237
2,277 1 1-2277
4,145

14,911
1 1-4145
3 1-4970

TABLE 1.
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done. Abdominal exploration for car-

cinoma shows the next most frequent

occurrence. There were 190 operations

in this group and four cases of embo-
lism, or one case in every forty-seven

explored, etc., down the table.

explored, and four cases of embolism.
The frequency of pulmonary embolism
in this type of operation seems very
high to yield four cases of pulmonary
embolism in only 190 cases operated.
The other types of operations in this

TABLE II.

Type of Operation.

Resection of Rectum
Abdominal Hysterectomy
Resection of Stomach
Prostatectomy
Vaginal Hysterectomy
Gastroenterostomy
Salpingectomy and Oophorectomy
Cholecystecomy
Amputation of Breast
Inguinal Herniotomy
Appendectomy
Thyroidectomy

In table No. II only types of opera-
tions are considered in which 300 or
more operations have been performed
in nine years and in which three or
more cases of pulmonary embolism have
occurred. From this table it is seen
that resection of the rectum shows the
most frequent occurrence. There were
549 operations performed with three
cases of pulmonary embolism, or an oc-
currence of one case in every 183 oper-
ated.

Abdominal hysterectomy is second
with 3,751 cases operated. Eighteen
cases of embolism, or an occurrence of
one case of embolism in every 208 cases
operated, etc., down the table-

Number of
Cases of

Pulmonary
Frequency
of Occur-

Operations Embolism rence of Pul-
for nine for nine monary
years. years. Embolism.
549 3 1-183

3,751 18 1-208
934 4 1-233

1,313 4 1-328
1,594 4 1-398
5,056 9 1-561
2,404 4 1-601
9,344 15 1-622
2,624 3 1-874
3,313 3 1-1104
8,944

14,911
4 1-2237
3 7-4970

table show close to a thousand or more
patients operated.
From table No. 1 it is seen that cecos-

tomies yield the most frequent occur-

rence of pulmonary embolism, or one
case in every twenty-one cases oper-

ated- Other types of operation would
seem to yield a high occurrence of em-
bolism according to this table, but the

number of cases operated upon is too

small to draw a fair conclusion.

A fair idea of the real frequency is

given in table No. II. Here the number
of operations and the number of embo-
lism cases are large enough to make a

fair estimate of the true frequency of

occurrence.

TABLE III.

Type of Operation.

Abdominal Exploration for Carcinoma
Abdominal Hysterectomy
Resection of Stomach
Prostatectomy
Vaginal Hysterectomy
Gastroenterostomy
Salpingectomy and Oophorectomy
Cholecystectomy
Appendectomy

Table No. Ill shows only types of
operations for nine years in which four
or more cases of pulmonary embolism
occurred.
Abdominal explorations for carci-

noma are first with only 190 patients

Cases of Frequency
Number of Pulmonary of Occur-
Operations Embolism rence of Pul-

for nine for nine monary
years. years. Embolism.
190 4 1-47

3,751 18 1-208
934 4 1-233

1,313 4 1-328
1,694 4 1-398
5,066 9 1-561
2,404 4 1-601
9,344 16 1-622
8,944 4 1-2237

From a glance over the preceding
tables it is easily seen that pulmonary
embolism is practically an insignificant

proposition except in cases where the
abdominal cavity is opened. It is

easily seen that operations about the
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pelvis give the highest occurrence, due
doubtless, to the fact that operations in

this region are performed in the midst
of large plexuses of veins with the close
proximity of the large iliac veins,
which are often found thrombosed at
autopsy. It is interesting to note that
in thirteen of the 104 old cases reported
here, were varicosed veins of the legs
noticed in the physical findings.

Varicosed veins are commonly
thought to be predisposing factors in

the occurrence of pulmonary embolism,
but it is highly probable that thirteen
cases of varicosed veins would be found
in any series of 104 operated cases
picked at random-

Thirty-four of the ninety cases upon
which an autopsy was performed,
showed a gross thrombosis of veins
other than the pulmonary vessels. The
most frequent site was the iliac veins.

Seventeen cases showed a thrombosis
of the iliac veins; occurring nine times
on the left, five times on the right and
on both sides in three cases.

In seventy-one of the cases the pul-
monary embolus was bilateral or oc-
cluding the pulmonary artery, and in
twenty-nine cases the embolus was uni-
lateral.
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DUODENAL ULCER AND ITS SUR-
GICAL TREATMENT.*
By Prof. Dr. Hans Finsterer,

Vienna, Austria.

Duodenal ulcer is to-day more fre-

quently observed than gastric ulcer be-

cause of better diagnosis, as the cases

of so-called “nervous hyperacidity”,

ptosis and stomach dilatation are really

duodenal ulcers and the cases of pyloric

stenosis show only an enormous muscu-

lar hypertrophy and duodenal ulcers as

cause of the disease.

Up to 1914 I observed 90 gastric

ulcers and pylorus stenosis and only 29
duodenal ulcers, later more duodenal
ulcers were found. (163 gastric ulcers,

353 duodenal ulcers and 38 cases with
combined gastric and duodenal ulcers).

Ulcer of the 'posterior wall is more
frequent than that of the anterior wall.

If it penetrates into the pancreas, very
severe pains are observed which are
constant (formerly the pains were peri-

odical) and can hardly be alleviated by
morphine. Hyperacidity is almost al-

ways present, but it is necessary to use
not only a test breakfast, but also a
testmeal with ordinary food, because in

cases of anacidity after breakfast, hy-
peracidity could be proven after a test

meal. In my own material I had 94
per cent hyperacidity- In the cases
with anacidity a gastric ulcer, penetrat-
ing into the parcreas was found besides
the duodenal ulcer. This hyperacidity
seems to be of great importance for the
beginning of gastro-jejunal ulcer after
gastro enterostomy and for the fact
that a malignant degeneration is very
rare in duodenal ulcer (I never ob-
served in my material a malignant de-
generation of a duodenal ulcer).

Diagnosis can easily be made in

chronic ulcer, but, confusion with ap-
pendicitis, cholelithiasis, etc., is pos-
sible, also with cancer of the stomach,
as hyperacidity, hunger pains, etc., in

cases of cancer can be observed (two
personal observations).

The fresh ulcer should be treated
first by internal measures. I never
operated upon a fresh ulcer, most of
my patients were sick from ten to

*Read Before the Orleans Parish Medical Society,
November 26th, 1924.
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thirty years, none of them for less than
six months.

In chronic ulcers operation is the best

method of treatment. In acute perfora-
tion, resection can be performed if peri-

tonitis is not yet present; otherwise
perforation is sutured over, a posterior
gastroenterostomy performed and the

abdomen cleaned by sufficient irriga-

tion with salt solution up to 40 litres.

Acute profuse hemorrhage I consider
as an indication for immediate opera-
tion because the early operation
started within the forty-eight

hours after the beginning of severe
symptoms forestalls the fatality by
erosion of a large vessel (Art- pancreat.
duodenal, etc.), prevents the perforation
into the free abdominal cavity which
can happen very quickly.

%
I operated on

a case ten hours after the beginning of
the profuse hemorrhage ; during the
laparotomy the bleeding duodenal ulcer

perforated and much blood entered the
abdominal cavity; the patient could be
saved by a typical resection of the
duodenum and stomach. In another
case the perforation happened forty-

eight hours after the beginning of

acute hemorrhage. This patient came
too late (ten hours) for operation,
therefore he could not be saved.
The early operation gives the best re-

sults if resection is perfomned I have
performed twenty resections in the
stage of profuse hemorrhage without
any deaths. The best method is the re-

section of the duodenum with ulcer, the
pylorus and a large part of the stomach.
In ulcers of the anterior wall the resec-
tion is always possible ; in the ulcers of
the posterior wall only if the penetrat-
ing ulcer does not reach as far as the
papilla and if the common ducts can be
isolated from the indurated base of the
ulcer.

The resection of the duodenal ulcer
has become a typical operation which I

perform always under local anaesthe-
sia with 1/2% novocain solution. In
exact conductive anaesthesia of the ob-
dominal wall, median laparotomy is

performed, then splanchnic anaesthesia
from the front is done with y2% novo-
cain solution.

After separating the duodenum from
the pancreas, the duodenum is blindly
closed, then two-thirds of the stomach
is removed, the upper third of the

stomach opening is closed and an anas-
tomosis between the lower part of the
stomach opening and jejunum is per-
formed. In penetrating ulcer the bot-
tom of the ulcer is left behind and the
abdomen drained.

If the duodenal ulcer cannot be re-

sected on account of its anatomical ex-
tension-, I perform the resection of the
stomach for exclusion of the duodenal
ulcer, which method I published and re-

commended in 1918 in Zentralblatt fiir

Chirurgie. In my method the stomach
is cut through near the pylorus, the dis-

tal lumen closed, then at least two-
thirds of the stomach are removed and
the anastomosis between jejunum and
the reduced opening of the stomach
stump is perfomed typically.

The immediate results with resection
of the duodenum are good. I have
among my 272 resections of the duode-
num and stomach, ten deaths—3.6%
mortality—During the war the mor-
tality was higher (54 resections with 5

deaths—9.2%) ; since 1919 I had among
218 resections only 5 deaths—2.3%
mortality.
With my method of stomach resection

for exclusion of the duodenal ulcer, I

have a mortality of 1.6% (61 operations
with ore death). These good results

are due to using local anasthesia
;
under

this I had never observed a death after

operation due to so-called operative
shock or cardiac paralysis, nor did I

observe a death by pneumonia, although
52 patients were 60 to 76 years of age.

For these old patients an exaci: after-

treatment is very important. No mor-
phine in order to avoid retention, deep
breathing exercises and expectoration,
besides every two hours 2 c- cm. of

camphorated oil are injected subcutane-
ously.

The permanent results are better

with resection than with gastroenter-

ostomy. I have among my resections

94% good permanent results ;
the pa-

tient eats everything without pain, can
work like normal people. Six per cent

have some little trouble from big ven-

tral hernias, etc., but these patients are

also satisfied with their condition as

the former symptoms have disappeared-
I have until now no recurrence or gas-

tro-jejunal ulcer. These good perma-
nent results have to be attributed to the

extensive stomach resection (two-
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thirds of the stomach) and not to the
removal of the pylorus. I had among
my thirty-eight radical operations for
gastro-jejunal ulcers six cases, in

which the duodenum with the pylorus
and the antrum one-third of the
stomach had been removed by other
surgeons and in spite of pyloric resec-
tion, a large gastro-jejunal ulcer was
found which I had to resect.

I never observed a gastro-jejunal
nicer among my 253 resections of the

duodenum with the typical anastomosis.

With my method of stomach resection

for eo:clusion of duodenal ulcer which
cannot be resected, the permanent re-

sults are as good as with duodenal re-

section if a large portion (at least two-
thirds—three-fourths) of the stomach
are removed and retrograde filling of
the duodenum and excluded stomach
stump is prevented. For this reason it

is very important to use not the method
Reichel—Polya, but the method Hof-
meister, in which the stomach is cut
through obliquely to the stomach axis,

the upper part of the opening is closed,

and the anastomosis performed with
the lower part. In my material I had
94% absolutely good results, in 6% I

observed recurrences in cases in which
only one-third of the stomach was re-

moved. All these cases were operated
in 1919, when I had found that ana-
cidity was produced by the extensive
resections which I believed to be detri-

mental to the patient. I am convinced
that these gastro-jejunal ulcers could
have been avoided if a greater part of
the stomach had been removed-

With gastroenterostomy the perma-
nent results are not so good (only 60-

80%), therefore I refuse the proposal
of Habern to make a simple gastroen-
terostomy in not radically operated
ulcers.

The resection of the penetrating ulcer
is very difficult, great experience is ne-
cessary in order to get good results. My
method of stomach resection for exclu-
sion is no more difficult than a gastro-
enterostomy. Therefore it would be a
great benefit to perform this method
instead of gastroenterostomy, as the
permanent results are almost as good
as with the resection of the duodenum
and stomach.

A REVIEW OF A SERIES OF CASES
OF FIBROIDS OF THE UTERUS
FROM THE RECORDS OF

CHARITY HOSPITAL *

C. Jeff Miller, M.D.. F.A.C.S.
New Orleans.

Because the patients with fibroids of

the uterus at Charity Hospital present

problems not generally encountered

elsewhere, and because this institution

has such an abundance of material, it

occurred to me that it might be a mat-

ter of information and interest to re-

view a series of these' cases- More-
over, the work is done by a large num-
ber of surgeons, and it was a matter
of curiosity to me to find out just how
much in accord they were in the indica-

tions for operation and the technique

employed. The inadequacy of the

records prevented my carrying out my
original intention of reviewing the

cases for a period of years, and I have,

therefore, analyzed 150 cases admitted
during the first months of 1921, when
the records are rather more complete,

which gives us a series large enough to

base definite conclusions upon, and
have studied them as to types of dis-

ease, methods of treatment, and imme-
diate operative results.

The relative incidence of disease in

the colored and white races has always
been a matter of interest, and the vari-

ation in fibroids of the uterus is par-

ticularly noteworthy. Of the 150 cases

analyzed for this paper, over 91% per
cent were colored. A study of the inci-

dence from 1913 through 1922 shows
practically the same divergence, there

being 2,353 colored patients admitted,
against 263 whites, or over 90%, and
Hoffman, in his statistical study based
on 10,000 cases, gives about the same
figures. Roughly, therefore, nine col-

ored women have fibroids of the uterus
for every white woman so affected.

The youngest colored patient was 20
and the oldest 76, while over 51% were
between 30 and 40, the average age
being just over 36 years. The young-
est white patient was 21, the oldest 57,

and the majority, 38.5%, were between
30 and 40, the average age being 38 and
a half years.

Special attention was paid to the
early menstrual history, with the idea of

’Read Before the Orleans Parish Medical Socie.ty,
November 7th, 1923.
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determining whether the presence of

fibroids coincided with previous men-
strual irregularities. Previous dys-

menorrhea has long been listed as one

of the significant symptoms in fibroids,

but our records at Charity Hospital do

not bear this out. Only 39-4% of the

patients gave a history of previous dys-

menorrhea, which is considerably under
the figures of such men as Norris and
Blair Bell, who give a general incidence

of from 60 to 75%. Nearly 14% of

the colored patients complained of

menorrhagia always, and 3% complain-

ed of scanty menstruation always, with
long periods of amenorrhea. Nine col-

ored patients, nearly 7%, had passed
the menopause from 2 to 20 years,

while two white patients had passed it

14 and 19 years ago. None of these

patients gave a history of bleeding

since the cessation of menses, but
sought relief for pain, discomfort, or

pressure symptoms.
The marital history is interesting in

view of our generally accepted belief

that patients with fibroids show a high
percentage of sterility. Ninety-five

per cent of the colored patients had had
marital relations, and 85% of the white-

But among the married colored women
44% were sterile, and among the white

18%, a total of 41%, which is consider-

ably higher than the general figures

for sterility recorded by Rongy, Norris
and Arthur Giles, whose highest esti-

mates do not run over 20%. Moreover,
only 81% of the various colored women
had had full term pregnancies, and
89% of the white, while the number of

children borne is noticeably lower than
the average. Nearly half of the colored

women had but one child each, and only
seven had more than three, while prac-
tically the same figures hold for the
white patients. Among the colored
women more than three-quarters of the
pregnancies had occurred more than 10
years before, and over half more than
15 years before, the average being
nearly 14 years, while the average for
white patients was 23 years. This is

of interest as showing how a patient,
fertile in early life, becomes sterile

over a period of years with the insidi-

ous development of the uterine growth.
The duration of the tumor naturally

could not be arrived at accurately. The
known duration varied from one month

to 22 years, and was over a year in

65% of the cases aware of the growth.
Eighteen per cent of the patients had
been told of the existence of the tumor
just prior to admission, and 10% en-

tered the hospital entirely unaware of

its existence. These figures are almost
incredible in view of the fact that in

the majority of the colored patients the

tumor was distinctly visible on casual

inspection of the abdomen, and in near-

ly every case was easily mapped out on
palpation. To illustrate, in 19 cases the

growth extended to the umbilicus, and
in 26 others it extended from two to six

inches above; in 14 cases it was the

size of a six months pregnancy, and in

seven others the size of an eight to nine
months pregnancy. The average col-

ored patient, as is well known, avoids
hospital treatment until driven to it by
pain or actual incapacity, and in spite

of the extreme discomfort which mere
size alone must have caused, these

women carried these enormous growths
over long periods of time until grave
symptoms appeared or until, as in many
instances, an acute attack of pelvic dis-

ease forced them to apply for treat-

ment. In none of the white patients

was the growth reported to be visible

on inspection or on abdominal palpa-

tion.

The symptoms complained of may be
divided roughly into four classes, pain,

menstrual irregularities, bladder symp-
toms, and general symptoms, but it

should be borne in mind that the ma-
jority of these patients had adnexal dis-

ease also, and differentiation of the

symptoms was almost impossible. Pain,

varying all the way from intolerable

discomfort to a mere sense of weight,
was complained of by practically every
patient, but acute pain in every case was
associated with adnexal disease. Six-

teen per cent of the patients complained
of dysmenorrhea since the known onset

of the growth, while 50% complained
of menorrhagia or metrorrhagia, and

7% complained of amenorrhea followed
by metrorrhagia. Fifteen per cent

also stated that the mass increased in'

size at the time of their periods. In

all, 55% complained of some variation

of the flow- Forty per cent complained
of bladder symptoms, chiefly frequency
with pain, while two patients were ad-

mitted with acute suppression of urine
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due to pressure. The group who com-
plained of temperature, chills and diges-
tive symptoms were found in every in-
stance to have pelvic peritonitis, usu-
ally associated with salpingitis.

The prevalence of venereal disease in
such an institution as Charity is taken
for granted, and it is not surprising to
find that nearly 17% of the patients,
all of them colored, had strongly posi-
tive Wassermanns. Thirteen per cent,
the majority colored, had positive
smears, and three colored patients had
both syphilis and gonorrhea. In no
case in this series was the hemoglobin
below 40%, and in only 11 cases was it

belowT the safe normal of 70%.
Of the 150 cases 23, 15.3%, were not

operated for various reasons. Six re-
fused operation, and in the remaining
17 operation was not advised by the
staff because of other conditions pres-
ent, including active syphilitic lesions,
and cardiac, pulmonary and kidney dis-
QciSG.

Supravaginal amputation was done in
66% of the cases, complete hysterec-
tomy in 21%, and myomectomy in 8%,
while the remaining operations included
vaginal removal, colpotomy, explora-
tion, and curettage followed by radium.
It will be noted at once how small a
number could be subjected either to
myomectomy or to radiation, both be-
cause of the size of the tumor and be-
cause of adnexal complications. To
consider the latter phase first, in 64 of
the cases, 53% of the laparotomies, it

was necessary to remove both tubes and
ovaries in toto, and in 8% unilateral re-
moval was necessary. Bilateral sal-
pingectomy was done in 13%, and un-
ilateral oophorectomy in 15%. To sum
up, over half of the patients had condi-
tions necessitating the entire removal
of the uterus and the adnexa, while
nearly all, 93%, had some form of tubal
or ovarian disease- The tubes were
involved in nearly 75% of the cases,
the conditions including in the order
named chronic salpingitis, pyosalpinx
and hydrosalpinx, while the ovaries
[were involved in 80%, the conditions
including cystic oophoritis, and der-
moid, hemorrhagic and intraligamen-
tary cysts. Additional operations includ-
ed appendectomy in 57% of the series,

i

cholecystectomy twice, each time in a
colored patient with gallstones, umbili-

cal herniotomy, perineorrhaphy, and
suspension., Drainage was done in 5%
of the cases, usually for persistent ooz-
ing, but in one case for a grave appen-
diceal abscess, which almost overshad-
owed the pelvic condition. These 127
cases were done by 27 surgeons, of
whom one did 24, without a fatality,

and 11 did one each.
The location of the growth is of in-

terest because of the variations in tech-
nique demanded. In 42 cases it was
found in the lower uterine segment, and
in 18 of these cases it was intraligamen-
tary. In nine cases it was found in the
fundus, involving the adnexa, and in 11
in the posterior culdesac, while in two
cases it encroached on the vagina. In
one case it was adherent to the stomach,
in one to the liver and gallbladder, and
in one it was parasitic and attached to
the omentum. The cervix was mark-
edly displaced in 22 cases, and the blad-
der in 12, and the pelvis was reported
completely blocked in 13 cases. One
patient, a white woman, had but one
tumor, but in every other instance the
growth was multiple, varying from. 2
to 17, with an average of possibly nine.
All types were represented, practically
every case showing more than one kind.
Ninety-eight per cent showed intramu-
ral growths, and 15% were submucous;
26% were pedunculated, 36% calcare-
ous, and one had a twisted pedicle.
Seven were infected and six were soft,
four sloughing, and two necrotic. Six-
teen weighed between 5 and 10 pounds,
four between 15 and 20 pounds, one
weighed 25 pounds, and two weighed 30
pounds.

Associated carcinoma of the cervix
was found in three cases, and fibrosar-
coma in one. Of the carcinoma cases,
one was discharged without treatment,
the. condition being inoperable, and
radium out of the question because of
a clearcut history of acute salpingitis.
The second was treated with radium.
The third was discovered at operation,
following supravaginal amputation

:

excision of the cervix and a portion of
the vagina was done at once- The case
of fibrosarcoma showed in addition to
the. large, myomatous growth a retro-
peritoneal tumor arising from the fun-
dus and involving all the abdominal
viscera. The condition was inoperable,
and immediate closure was done.
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An attempt was made to analyze the

immediate operative results in view of

the long disputed question as to whether
supravaginal amputation or complete
hysterectomy gives the smoother con-

valescence. In the 85 supravaginal am-
putations there was a 25% morbidity,
including a staphylococcal infection of

the cervical stump, thrombo-phlebitis
with associated pneumonia, broncho-
pneumonia, bronchitis and pleurisy.

Sixteen cases required catheterization,

of whom three developed cystitis; one
patient had a vomiting spell on the
eighth day and tore the wound open, so

that re-suturing was necessary; one
case had a vaginal hemorrhage on the
fifth day, necessitating packing and
suturing; and one case developed a rec-

tovaginal fistula.

In the 27 complete hysterectomies
there was a 27% morbidity during con-
valescence, including thrombo-phlebitis,
broncho-pneumonia, cystitis, and two
hemorrhages ; one of these patients had
to be packed three times, and finally

transfused.

The hospital stay days were practi-
cally the same for both operations.
Comment on this point, however, is not
exactly fair, because of the conditions
in such a hospital as Charity, where the
colored patients are tempted to malin-
ger because they are more comfortable
than they would be at home ; where they
must wait for absolute recovery before
attempting train trips that are fre-

quently long and tedious; and in some
instances where they must even wait
for money for the expenses of the trip.

Eighty-three per cent of the supra-
vaginal operations, and 85% of the com-
plete hysterectomies did not rise above
101 during the first three days. After
the third day, 63% of the supravaginal
cases ran temperature over S3, and nor-
mal was reached as an average on the
eleventh day. In the complete opera-
tions, the same percentage ran tempera-
ture over 99 after the third day, and
normal was reached as an average on
the thirteenth day. This temperature
may be explained in several ways—by
the poor general condition of so many
of the patients, due to delay in treat-
ment and to an unhygienic mode of life,

as well as by the fact that in all servi-
ces inflammatory conditions are not

allowed to cool off thoroughly before
operation.

Five cases in this series died, a mor-
tality of 4.1%; all were supravaginal
operations, giving a mortality of 5.9%
for that particular series. To analyze
the deaths, the first occurred in the
case of fibro-sarcoma already described,
the patient dying in three days from
shock. The second case died in 24
hours, following the removal of a
sloughing myoma; the third died of
broncho-pneumonia in, five days; the
fourth died of peritonitis

; the fifth died
in 48 hours, following a two hour opera-
tion, and the loss of a quantity of blood
by rectum just before death.

In conclusion, I would point out these
facts

:

1. Fibroids of the uterus at Charity
Hospital form an unusually interesting
group of cases, not only because of the
frequency of this condition among col-

ored women, but also because of the size

and number of the growths, as well as
the associated adnexal disease.

2. Either we have less malignancy
complicating fibroids than is reported
from other clinics, which is not borne
out by a study of the cancer statistics

of the hospital, or we need more careful
study of our specimens. I mention this,

not with the idea of reflecting on the
pathological department, but to pro-
voke a discussion of this point.

3. In the hands of the experienced
surgeon, the supravaginal and the com-
plete hysterectomy are equally safe; in

the hands of the occasional operator the
supravaginal operation is the safer, be-

cause there is less risk of injury to the
bladder and ureters.

4. While our mortality is steadily
declining, having been reduced from
11.2% in 1913 to 5.5% in 1922, it is still

higher than it should be, and we can-
not attribute it altogether to the condi-
tion of our patients or the pathology
they present. We need a clearer concep-
tion of the principles of pelvic surgery
and a more carefully standardized tech-
nique on the part of the occasional
operator if the mortality is to be re-

duced to the 2% reported from repre-
sentative English and American clinics.

DISCUSSION.
(Opened by Dr. E. L. King). There are

two points which I would like to mention;

first, the question of the combination of gall
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bladder disease with this condition. I would
call attention to the fact that colored people
<do have gall stones. We do not need to be
reminded of that here in New Orleans, but in

other parts of the world the impression seems
to prevail that colored people are immune to

this trouble. The records of the Charity
Hospital show that this is not so. Secondly,
if the cervix is not in prime condition, and
its removal can be easily accomplished, I feel

that complete hysterectomy is preferable.
We see patients in the clinic later that present
better results than others upon whom supra-
vaginal hysterectomy had been performed.
Thpy do not complain of leukorrhea as do
many who still carry the cervix with them.
If the cervix is lacerated or markedly cystic
I believe, from the evidence we see in the
clinic, that it is better to take it out.

(Dr. E. H. Walet) : I want to ask Dr. Miller
his experience with sloughing fibroids. I

have not encountered them very often my-
self, but recently a woman of about 40 came
into my service at the Charity Hospital pre-
senting symptoms of a fibroid tumor about
the size of a small cocoanut. She had been
running’ a temperature for some time, showed
pronounced secondary anaemia and was hav-
ing a very marked purulent vaginal discharge.
Under rest and general treatment she im-
proved. The uterus was explored without
anesthetic and she was relieved of a slough-
ing mass in process of expulsion. Since then
her progress has been very noticeable. Her
red count, which was 1,700,000 is now (three
weeks after first count) 2,700,000.

(Dr. J. A. Danna) : As Dr. Miller’s paper is

almost wholly statistical and the question of
percentage of fibroids in the colored popula-
tion comes up, I think we ought to take into
consideration the fact that the number of
colored patients treated and operated in
Charity Hospital represents nearly all of the
colored people operated on in New Orleans and
vicinity. For there is very little surgery done
on colored women in this region outside of
Charity Hospital, and the colored cases oper-
ated are more serious than the white, only
the sicker ones being admitted owing to lack
of room in the colored wards.

In order to make a fair comparison, there-
fore, the number of white cases operated on
in the other hospitals in this region should be
added to the white statistics. This would
mean at least three times as many whites in
the city alone.

(Dr. S. Chaille Jamison) : I see a gentleman
among us who probably has had the widest
experience in the diagnosis and treatment of
fibroids of any man in the United States. I

do not think this paper would be complete
unless Dr. E. S. Lewis says a few words
about it.

(Dr. E. S. Lewis) : As Dr. Danna stated the
pap'er of Dr. Miller deals chiefly with statistics
regarding the preponderance of fibroids in the
colored race. This was my experience dur-
ing my active life. The weight of the tu-
mors mentoned in his paper recalls to my
mind their enormous size in the early days
of. fibroid operations, the average weight
being between 45 to GO pounds. As to

whether a complete operation is preferable to
a suprapubic amputation, if the cervix is

small and healthy I prefer to preserve it for
the better support resulting to the bladder.
If diseased the complete operation is advis-
able thereby avoiding the possibility of can-
cer or of annoying discharges.

(Dr. C. Jeff Miller, closing) : Several of
the points brought out in the discussion were
eliminated in my paper because of the short
time allotted. In regard to the question of
whether or not the cervix should be removed,
I would say that it depends largely on the
history the patient gives. If the woman is

nulliparous and the cervix is normal, with no
suspicion of pathology, I should be rather in-
clined to leave it in place. But in the case of
women who have borne children, who have
lacerations of the cervix and pathology of the
cervical mucosa, I prefer to do the complete
operation. Many cases return complaining
of leukorrhea and a bloody discharge when
the cervix has not been removed, and for that
reason I have been doing the complete opera-
tion very frequently. I think my report
shows conclusively that it is quite as safe
and the convalescence is quite as smooth as
in the supravaginal amputation. There does
not appear to be any more contraction or
shortening, of the vagina after the complete
operation if the cervix is removed properly
and a large portion of the vagina is not re-
moved with it. We have sufficient material
at hand now to judge the merits of complete
hysterectomy, and I think we are coming to
do it more and more.

AN UNUSUAL FOREIGN BODY
FOUND IN URINARY

BLADDER.*
T. H. Watkins, M. D„ and O. W. Moss, M. D.

Lake Charles, La.
This case was referred to us by a

colleague practicing in Cameron Par-
ish. His letter stated that a piece of
marsh grass had been lost in the ure-
thra and that he was referring case to
us for removal.

Mr. K., a Creole, speaking only
French, whose general appearance did
not measure up to the normal men-
tally, stated that four negroes had
caught him, thrown him down and in-
serted the marsh grass into his penis,
breaking it off so that he could not re-
move it. He stated that they were ene-
mies of his and did it for meanness. On
questioning him we ascertained that it

had been in the penis for at least three
weeks and because of the pain and
bleeding he wanted it removed.

Physical Examination—White male,
age 19, no general adenopathy. Head,
teeth in good condition, no enlarged ton-
sils seen. Eyes—pupils equal and react
to light and accommodation. Chest

—

full and equal expansion of lungs, no
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rales heard. Heart—not enlarged and
free from murmurs. Pulse—regular,

full, rate 72, blood pressure systolic 120

diastolic 72. Abdomen—liver not en-

larged, spleen not palpable, tenderness

and rigidity over bladder region.

Genitals—Urethra was enlarged,

easily admitting a No. 27 F sound which
slid into the bladder by its own weight.

A stone was easily detected by move-
ment of this sound conveying the usual

grating sensation to the fingers-

Extremities—Showed no abnormali-

ties.

Urinalysis

:

Reaction—Alkaline. Specific gravi-

ty, 1,016. Albumen—Trace. Sugar

—

None. Pus cells—Many- Red blood

cells—Many. Bacteria—Many. Casts
—None. Epithelium—Present. Triple

Phosphate Crystals—Present.

Blood Count:
Total White, 10,450. Differential.

Small Lymphocytes, 17. Large Lym-
phocytes, 6- Polymorpho—Leucocytes,

75. Eosinophilis, 2. Wassermann,
negative.

October 5, 1923, under gas-ether
anesthesia a suprapubic opening was
made into the bladder which revealed a

large piece of marsh grass, 1-8 inch in

diameter and about 12 inches long, coil-

ed in the bladder, this was calcified and
covered with lime salts. It was re-

moved with some difficulty as both ends
were embedded into the bladder wall.

The bladder was then irrigated with
warm sterile saline and a smaller rub-

ber catheter inserted in the suprapubic
opening for drainage and wound closed

in usual manner. He had an uneventful
recovery and was discharged from hos-
pital on October 15, 1923.

COMMENT.
This boy who unquestionably is subnormal

mentally evidently was in the habit of pro-
ducing sexual excitement by introducing
objects into the urethra thus tickling the
vera montana. In his excitement he evi-
dently introduced the marsh grass too far
thus entering the bladder where the sphinc-
ter gripped it and in his attempt at removal
broke it off.

OPELOUSAS AND THE ATTAKA-
PAS COUNTRY.

The St. Landry Parish Medical So-
ciety, in inviting the State Medical
Society to meet in Opelousas, was in-

U. S. Post Office and Government Bldg.

fluenced by two motives: first, to

stimulate medical organization, to

arouse the medical fraternity from the

lethargy existing in medical circles

throughout southwestern Louisiana, and
to teach them the value and necessity

of medical organization. Second: to

give the fraternity in north and cen-

tral Louisiana an opportunity of visit-

ing this section, and by personal obser-
vation note the unrivaled resources of

soil and climate of the Attakapas coun-
try, of which Opelousas, the third old-

est town in the State, is the center.

The Attakapas from the northern
boundary of old St. Landry (i. e., St.

Landry before its division) in Lat- 31 to

the Gulf Coast in Lat. 29i/
2 >

measures
nearly one hundred miles; from the

east line of Iberia to Lake Arthur (an
aneurism of the Mermentau river) on
the west line of Vermilion Parish, meas-
ures eighty-five miles, the sea marsh
of this region averages miles in

width ;
within this area lie the par-

ishes of St. Landry, St- Martin, St.

Mary, Iberia, Lafayette, Vermilion,
Acadia and Evangeline. Some writers

include old Calcasieu and the parishes

Opelousas High School
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Lacombe Hotel

recently carved from it. Excluding the
latter, the eight parishes contain over
three and a quarter million acres of
some of the most fertile lands on earth,
adapted to all the staple crops, cotton,
corn, rice and sugar cane, and all the
fruits and vegetables of the temperate
and sub-tropical zones especially the
orange and other citrus fruits, together
with the fig of every variety. Seventy-
five percent of the swamp area and
much of the sea marsh is reclaimable,
and is suited to rice, cane and sea island
cotton on the shell ridges of the marsh.
A heavy belt of cypress, “the wood eter-
nal,” divides the marsh from the till-

able lands. These lands grow higher
from the Gulf line north; in the Cote-
gelce hills of Lafayette, and on the
banks of the Vermilion river the eleva-
tion is forty feet above sea level

; in St-

Landry from forty to seventy-five feet
above the Gulf. The highest elevations
are found on Belle Isle, Cote Blanche,
Grand Cote, and Petit Anse, where the
elevation reaches from 160 to 185 feet
above sea level. Professor Hilgard in
his geological report on this section
says

:

“Few sections of the United States
indeed can offer such inducements to
settlers, as the Prairie region between

Court House

the Mississippi bottoms, the Nez Pique
and the Mermentau rivers; healthier

by far than the prairies of the north-
west fanned by the sea breezes, well
watered, etc., while the exuberantly
fertile soil produce both sugar cane ana
cotton in profusion, continuing to do so
in many cases after seventy years’ ex-
haustive culture. Well may the Teche
country be styled by its inhabitants the
“Eden of Louisiana.” The editor of the
Chicago Tribune, years ago, after visit-

ing this section, wrote

:

“If by some supreme effort of nature,
southwestern Louisiana, with its soil,

climate, and production, could be taken
up and transported north, to the lati-

tude of Illinois and Indiana, and be
there set down in the pathway of East-
ern and Western travel, it would create
a commotion that would throw the
discovery of gold in Colifornia in the
shade at the time of the greatest excite-
ment. The people would rush to it in
countless thousands, every man would
be intent in securing a few acres of
these wonderfully productive and
profitable sugar places. These Teche
lands if in Illinois, would bring from
$300 to $500 per acre (See W. H. Per-
rins Works, Southwestern, Louisiana),
and yet on the little Teche in St. Lan-
dry, and all the way down the lower
Teche, along other streams and in the
prairie lands, land can still be bought
for from $20 to $100 per acre.
The mineral resources of this section

are great, the largest deposit of almost
pure chloride of sodium and sulphur in
the world are here- And as to petro-
leum, it is believed that a vast under-
ground lake of oil at unknown depth
exists, and that heretofore only little
pools have been struck. All of the oil
discovered has been of salt dome vari-
ety.

_

Going from West to East from
Mexico, the oil changes from an asphal-
tum to a parafin base. Some of the oil
from Arse LaButte, in Lafayette, has
positively an aromatic terebinthic odor,
and oil from Belle Isle is whiter than
kerosene. It is strange that manufac-
turing^ chemists have not had their
scouts investigating here, in their search
for oil of suitable viscosity. With sul-
phur

.

and salt, the bases of organic
chemistry, there ought to be a line of
chemical factories in all these Attaka-
pas towns, west to Sabine. The waste
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of raw material in the Attakapas, not
to speak of its neglected resources,
would enrich and build up prosperous
principalities in Europe- The magnifi-
cent hardwoods, burned in open fire-

places, the sawmill waste, the destruc-
tive distillation of which into alcohol,

would supplant gasoline as in Sweden,
100 square miles more favored than any
the pine stumps left to rot instead of
conversion into turpentine, these afford
possibilities that ought to pay the pub-
lic debt. The lack of scientific and in-

tensive methods of cultivation that
could make sixteen stalks grow where
one grew before, the indifference to
seed selection, rotation, drainage, and
then when in dispite of all, bounteous
harvests are garnered, lack of co-opera-
tion in marketing depletes the farm-
ers’s exchequer that ought to be full to
overflowing, in order to meet the taxa-
tion that amounts to $1.00 per acre.
The failure to exploit the fig, orange,
and pecan possibilities would amaze a
foreigner, or even one of our own people
from a state like California, that has
gone the limit on exploitation. An acre
of orange land in California sells for
more than a farm in Louisiana, and yet
the finest sunkist citrus products of
California is an insipid joke along side
a Louisiana sweet grown in the Attaka-
pas. But of all the neglected possibili-
ties, the greatest of all is the climate.
The towns of the Attakapas, properly
sewered and paved, ought to furnish a
chain of health resorts for Northern
visitors in winter, and summer resort
for the people of this State who have
neither time nor money to go to some
mountain resort, and even then unless
they reach an altitude not less than

Court Street

Landry Street

Sewanee or Asheville they will be cooler

at home. It is hard to make our friends

in the north and central Louisiana be-

lieve that this section is warmer in win-

ter and cooler in summer than the rest

of the State—there is a reason. An ob-

servant citizen (W. H. Cline, of Lake
Charles), asked “Why is this particular

other section of equal extent in the same
latitude?” and he answers his own ques-

tion :

“1st. The Gulf of Mexico reaches

its northern most latitude, west of the

Mississippi river on the coast of south-

western Louisiana-”
“2nd. The inner Gulf stream, a

stream with a current of two or three

miles an hour flowing parallel with the

coast, makes its nearest approach to

land at the mouth of Calcasieu Pass,

this brings the warm water or tne south

to our shores, tempering the atmos-

phere as it comes in contact with it.”

“3rd. Large bodies of water, in the

form of lakes, are distributed along the

coast, from five to forty miles inland.

These bodies of water, connected with

the Gulf as they are, tend to modify the

atmosphere, cooling it in summer and

warming it in winter. As the sun heats

and rarifies the air on land, the air that

has become cooled by contact with the

water passes inland to fill the vacum,
thus producing a constant succes-

sion of delightful breezes, which reach

inland about one hundred miles. Then
north of this region, which is mostly

prairie, stretches a vast forest
_

of

stately pine, magnificent oak, beautiful

pecan and tall hickory, with many
shrubs and smaller trees in the inter-

mediate spaces- This forest reaches up

through this State and Arkansas to the
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Missouri line, where it has in its front
as a line of breastwork against the
northern blizzards, the Ozark moun-
tains. Sheltered behind the great
natural barrier, composed of the for-

ests and mountains, you can understand
how it is that we enjoy a better climate
than our neighbors, who are from be-
hind the shelter. When the blizzard
from Minnesota and Dakota starts
southward, it meets an obstruction in

the Ozark mountains, is still further
obstructed, and modified by the forest,

so that by the time it reaches southwest
Louisiana, it is but a cool wave, produc-
ing rainfall, but rarely frost. The main
body of the blizzard being divided, one
wing sweeps down, through Indian Ter-
ritory and Texas, and is called a
norther, much dreaded even is southern
Texas. The other wing tears down the
Mississippi Valley as through a tunnel,
producing a prodigious rainfall, reach-
ing seventy-five inches per annum in
New Orleans, while only fifty in Lake
Charles (Opelousas, Lafayette, and
other towns within the blessed area).
The temperature of this region is

more even then it is east or west of us.
During the blizzard of January, 1887,
the lowest temperature reached here
was 25° above zero. At the same time
in Houston, Texas, it was 18° above
zero, and 100 miles west of Houston
11° above zero. East of us, 100 miles
and upward, the thermometer marked
23, 19 and 18 degrees above zero. The
difference in temperatures from one
month to another is rarely more than
5° to 8°, and the difference from noon
to midnight not more than 5° to 10°.

The temperature in the hottest month
rarely rises over 90° F. The prevailing
winds in the spring and summer, in
fact nearly all the year around, are from
the south- The hottest months are
June and September. The temperature
not very high in June, but the wind is

usually from the north and is uncom-
fortable. Great relief is experienced
when the wind changes to the south.
The first two-thirds of September is

quite uncomfortable for the same rea-
son, and for the further reason that the
system, as all over the south, is below
par after a long summer. It is then when
the cotton pickers go out in the chill
morning dew that the Aestevo autum-
nal types prevail in malarial spots. The

Equinoxial winds soon freshen up
things and usher in a delightful Octo-
ber, the beauties of Indian summer last-

ing until Christmas and New Year. All

summer is pleasant in the shade, the
Gulf breezes in the evening laden with
salt tang of the sea and the odor of the
Antilles and the perfume of the orange
groves, the magnolia fiscaeta, and gran-
diflora, the roses and other flowers of
the Attakapas are as delightful as those
from “Araby the blest,” and have earn-
ed the title of the “Eden of Louisiana-”

There are but few days in summer at
night when a light cover is uncomfort-
able after 10 o’clock and a necessity
after midnight, i. e., if the sleeping
chamber has a southern exposure.
Every room in the house would be com-
fortable if the people would only adopt
the Spanish-American style of architec-
ture, with its central patio, every room
opening to the outside or to the central
patio, or still better to both. The pre-
vailing type of building, whether the
old plantation, the colonial, or the mod-
ern bungalow with low pitched roof, or
the Queen Ann front and Mary Ann
back, all maximize the heat and discom-
fort with their dead air spaces and thin
walls, and minimize the comfort which
the natural salubrity of the climate
affords. For the reasons already given,
the Attakapas has a practical immunity
from tropical tornadoes and cyclones
which its proximitp to the Gulf might
lead one to infer, would be an annual
occurrence. There is but one storm cel-

lar in all this area, and the wealthy
citizen who built it has never had occa-
sion to use it. Our sister States east
and west and even sections of our own
State are not so blessed.

Opelousas, third oldest town in
Louisiana, incorporated as a town Feb-
ruary 14th, 1821, incorporated as a city
June 20th, 1906, has paved sidewalks,
so constructed as to give any part of
the city a good walk to any other part
of the city

; has wood block and gravel
streets on every principal street. The
main street leading north to south is
the Pershing Highway, Landry street,
leading east to west is the Evangeline
Highway. Present population 5,918,
waterworks system installed 1898, elec-
tric light system installed 1898, sewer-
age system installed in 1912, fire equip-
ment and fire alarm system installed
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1914. Fire equipment motor truck used

in 1917- Banks: Opelousas St. Landry
State and Trust Company, Planter’s

Bank and Trust Company, Parish Bank
and Trust Company. Combined capi-

tal : Surplus and undivided profits,

$471,822.17; total deposits, $4,552,-

053.60; total resources, $5,056,063.67.

Courts: Sixteenth Judicial District,

Federal Court, City Court. Manufac-
turing plants: Ice Factory, Compress
Moss Factory, Broom Factory, Saw-
mills, Mattress Factory, Ice Cream Fac-

tory, Pop Factory, Oil Mill, Syrup Fac-

tory, Wood and Coal Yards. Munici-

pality owns: electric light plant, fire

department, sewer system, fire alarm
system, paved sidewalks, wood block

and gravel streets. Anticipated 1924

:

City Hall and Auditorium, a children’s

playground, a tourist park, a white way.
Schools: Opelousas High School, Ope-
lousas Elementary School, Academy In-

stitute. Also suitable schools for ne-

groes. Civic organizations: Civic

League of Opelousas, Woman’s Club,

Evangeline Highway Association (now
called the Opelousas Chamber of

Commerce), Rotary Club. Fraternal
organizations: Masons, Elks, Knights
of Columbus, Woodmen of the

World, Catholic Daughters of

America, Eastern Star, Columbian Mu-
tual Association. Mercantile business-
es: 160 firms, including five drug
stores, two sanitariums, two printing
offices, one newspaper, one photo
studio, two hotels, four restaurants,
many rooming houses. Opelousas is

the county seat of St. Landry parish,

Las a population of 5,918, and a trading
population of over 100,000. It is im-
portant that those who intend to come
to the meeting in April, should advise
the Committee on Arrangement to

make room reservations, stating
whether accompanied by ladies or not.

If this is done, every visitor will be as-
sured of comfortable and clean sleeping
quarters. It is the intention of the com-

mittee to have a room census taken of

all rooms in easy walking distance of

the meeting place in the center of town.
These rooms must be listed and rented
at a reasonable rate, and charged up to

the committee with whom the visitors

will settle, so that the visitors will be
absolutely under no social obligations

whatever to the householder. This is

necessary because private homes want
to entertain free of cash. The commit-
tee realizes that the medicos have no
time to spare for social entertainment,
.save that provided by the committee.
Private homes must charge for rooms,
the only exceptions being that they en-

tertain relatives, family and consulting
physicians. This will obviate the ob-

jection that doctors have to lodging
anywhere save in hotels. They will se-

cure more privacy and comfort than in

over-crowded hotels. The committee
would like to see a larger attendance of

ladies than is usual at these conven-
tions. Everything will be so arranged
that if there is any discomfort it will

be entirely the fault of the visitor, and
not that of the committee. The conven-
tion will meeet in the Court House,

• which has a seating capacity of 600.

Judge Henry Pavy has kindly cancelled
all cases on the docket for the dates of

the convention. There is ample space
there for any scientific exhibits. The
commercial exhibits will be featured to

the extent of securing a^special building
near the House of Delegates. If clini-

cal material presents, there are sanita-

riums with operating facilities. The en-

tertainments will consist of the usual
complimentary lunches, banquet, auto-
rides, and music. Opelousas has never
fallen down on entertaining the strang-
er within her gates, and she is not going
to do so now. No delegate need hesi-

tate about coming for fear of not being
housed. All that is asked is that you
notify the committee in time. The local

Committee on Arrangements has as its

chairman Dr. Fred J. Mayer.
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FREE CLINICS.

Recently there appeared in the Medi-
cal Pocket Quarterly, issued by the firm
of Reed and Carnick, an article which
we consider presents some pertinent
facts in so lucid a manner as to deserve
reprinting in our columns. The fact
that hospital abuse has been a subject
widely discussed in our community and
because the matter is claiming the at-

tention of the profession elsewhere
makes an exposition such as this
worthy of careful perusal. The article
follows

:

“The free clinic idea is fundamen-
tally sound. But, like many other good
ideas, it can be worked to death; and
when doctors spend all day in a free
clinic and are in their offices only in
the evening—they should not kick be-
cause business is rotten.”

“Clinic work is like love—it is only
worth while when undertaken by a
novice. The moment a physician be-
comes a professional “clinician,” his
value to himself and to his regular
patients is diminished.”

“In all of the large cities there are
many thousands of doctors doing clinic
or free work—some for the city, some
for churches, some for the Veteran’s
Bureau. Go to their offices or homes
and you will be told that they will re-
turn at seven and may be consulted be-
tween then and 10 o’clock. Fine way
to build a large practice.”
“As an economic problem of the indi-

vidual doctor, the free clinic is a drag
upon his time, an acid that etches away

the valuable years of his life without
appreciable return, a cord that ties his

hands and deprives him of the oppor-
tunity to build a large practice.”

“The medical profession is becoming
insane on the subject of charity treat-

ment. Certain leaders with a hand-
some income piling in, start free
clinics, and all the younger fry,

who ought to be in their offi-

ces attending to their own patients,

are attracted like the moth to the flame
—they spend the day at the clinic ad-
ministering to so-called charity pa-
tients.”

“Why is it that the medical profes-
sion is the only one to give its services
—the only thing it has to sell—free to
the public? Do young lawyers band
together and offer to try suits or dam-
age cases for poor people? Are there
legal clinics where a man can take a
sick lawsuit and have it brought to life?

Then why should physicians be so eter-
nally anxious to part with their time?”

“The doctors of the United States
give away $1,000,000 worth of time
every day in the year. And easily half
of this time goes to grafters who con-
gregate around the clinic—who are at-
tracted by anything that has the word
“Free” in it, like steel filings to a mag-
net. No attempt is made, at most of
these clinics, to separate the sheep from
the goat—if you have a shawl around
your head or a seam has parted in your
coat, and you look “poor,” you get the
services of a Class A physician in
almost any city in the country.”

“Free service to those that de-

471
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serve it—yes. And administered
by those doctors that can afford
it—yes. But when young doctors
who need every dollar they can
rake and scrape in, give up eight out of
ten of their daily hours, waiting upon
and serving people who probably have
more money in currency in an old sock
at home than the doctor who is attend-
ing them can earn in a year—then we
see what fools we doctors be. Laugh-
ing up their sleeve, these “charity”
patients go home and write back to the
folks in the country about how soft
these Americans are—no sense of the
dollar at all—pay big wages—give you
medical treatment free. “Come on
over, and in a few years you can go
back with a sockfull of money.”

“Let’s quit this silly frittering away
our time. Let us remain humanita-
rian—rendering free medical service to
those that assuredly are in need of it

and who cannot pay—but let us look
up their records and be certain first
that they cannot pay.”

“This free clinic business is a drag
upon the whole medical profession—

-

and especially hard on a young man
who has just hung out his shingle.
People who know that they can get the
services of specialists, X-ray examina-
tions, and everything that goes with it—for nothing—are not going to sit in
the anteroom of some young struggling
doctor and pay him $2.00 for his serv-
ices. Pay clinics are a step in the right
direction. But ' there are many more
steps to take. Let’s take them.”

POST-GRADUATE STUDY.

This is a very frequent topic for
medical writing—both editorial and
otherwise—and for good reasons. If

one will stop to think of it, there is no
profession or trade in which it is so
necessary to “keep up” as it is with
ours. Formerly, the only way in which
to get even a short refreshing or en-

lightening course was at one of the post-

graduate medical schools; for the past
decade or so, however, if one has only
a few days to spare at a time, he usu-
ally arranges to “take in” one of the

big medical centers. It has been fre-

quently observed, of late, that these are
getting too numerous ; that what we
need is quality and not quantity, in this

regard. Probably with this idea as a
basis principle, two splendid organiza-
tions have been perfected in the last

few years; we refer to the “Clinical

Congresses,” which offer those attend-
ing them, not only the latest thoughts
in surgery and medicine and allied

branches, but also an excellent week’s
postgraduate course in clinical work.

The Congress on Surgery, held last

fall in Chicago, and the one on Medi-
cine, which recently met in St. Louis,

afforded those attending great oppor-
tunities of observing what is “going
on.” It is true that the complaint is

heard about the older organization,

which applies to most societies national

in scope, and that is that it is getting
most too large to be of the value
that is intended; this objection, we feel

sure, will be overcome in some manner
—by splitting up, if necessary, so that

the meetings may be more easily hand-
led. For anyone desiring short post-

graduate courses, we commend these

most highly, not, however, to the dis-

paragement of the postgraduate
schools, which have more to offer than
ever to those having a sufficient

length of time to spare.

Doctors in these days of progressive-

ness in medicine and surgery ‘brush up”
time and money is well spent, in keep-

ing up with the procession and in get-

ting a broader point of view. The fol-

lowing limerick, written many years

ago, does not apply to-day, viz:

“There was an industrious M. D.,

Who traveled to take a P. G.

;

Now, he returned busted,
Found instruments rusted,

And patients gave him the G. B”
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The discovery and development of

Insulin by Dr. F. G. Banting, Mr. C. H.
Best and other co-operating investiga-

tors has brought relief to a multitude

of sufferers from diabetes throughout
the world. At a low price this boon has

been placed within reach of all. But it

is well known that only a beginning has

been made in alleviation even of this

one malady. Notwithstanding the mag-
nificent advances that have been ef-

fected in arresting or averting many
of the most grievous attacks of disease

on human life, mankind is beset by ene-

mies. Their strategy must be discov-

ered and circumvented. This can be
done only by patient research conduct-

ed in the main by skilled investigators

who devote their lives to scientific en-

quiry. For these investigators the pub-
lic at large must provide the means of

support, for they it is who benefit im-
mensely thereby. Such work has been
going on quietly all over the world.
Laboratories in the universities have
groups of investigators working in co-

operation under the direction of com-
petent scientists. But only now and
then does a result such as Dr- Banting
achieved strike the imagination of the
world. It is, therefore, but appropriate
that advantage should be taken of it to

appeal to the grateful public for sup-
port in making possible the continu-

ance and prosecution of this work and
of other investigations in medical sci-

ence. To effect this and to signalize

the discovery and the development of

Insulin, the Banting Research Founda-
tion has been created.

The purposes of this Foundation
have been defined to be: (a) To provide,
in the first instance, further funds for
the support of the Banting and Best
Chair of Medical Research at the Uni-
versity of Toronto.

(b) To establish a fund for the ade-
quate financial support of such scienti-

fic workers as may have proposed de-
finite problems of medical research,
and for whom funds are not otherwise
available. Such assistance may be giv-
en to persons working in the University
of Toronto or elsewhere.

All financial arrangements in con-

nection with the collection and recep-

tion of the principal and subsequent ex-

penditure of the income of the fund
have been vested in a Board of

Trustees, the members of which are
appointed for a term of three years
subject to reappointment at the end of

their respective terms of office.

The Trustees propose to make an ap-
peal to the public for funds in the im-
mediate future. In the meantime they
desire to bring these facts to our atten-

tion and they hope that we will be good
enough to communicate them to our
patients and friends who might be dis-

posed to aid so worthy a cause.

Monthly bulletin of Shreveport Medi-
cal Society.

The March Meeting of the Sheve-
port Medical Society was postponed!
The March program will be given at

the April 1st Meeting.

The regular meeting of the Shreve-
port Medical Society was held at the
Charity Hospital. Called to order by
President Butler at 8 :10 P. M. Thirty-
four' members were present. Election
to membership Dr- M. D. Hargrove.
The president called upon the Com-
mittee on Revision of the Constitution
and By-Laws, composed of Drs. Knigh-
ton, Herold, Barrow, Sanderson, and
Bodenheimer to report at the next
meeting if possible.

Communications.

A copy of the resolutions recently
adopted by the Charity Hospital Staff
of New Orleans was presented. A
letter from Dr. Lester J. Williams,
President of the Louisiana State Medi-
cal Society calling attention to the bill

pretaining to the proposed reduction of
taxes was read. A letter from Dr. C.
C. Bass, Dean of Tulane School of
Medicine, was read calling attention to
the urgent neecf of aid' for German
Medical Scientists. A communication
from Dr. Oscar Dowling, State Chair-
man American Society for the control
of Cancer, was read.

A committee of three was appointed
to draw up resolutions based on the
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communications received from Dr-

Lester J. Williams.
Application for membership, Dr. R.

C. Young and Dr. V. Simmons.
Scientific Program.
This part of the program was by

the North Louisiana Sanitarium Staff.

The subject was Acute Abdominal
Conditions. Dr. Abramson read a
paper on general surgical aspects. Dr.

Regan read a paper on the obstetrical

and gynecological phases. While Dr.

Herold dealt with the medical and
laboratory features-

Discussion by Drs. Hendrick, Lloyd,

Thomas Rauls, Rutledge, Barrow,
Boyce, Crow, Cassity, W. S. Kerlin.

Dr. Herold made some remarks on
bloodpressure and demonstrated a

new type of sphygmomanometer.
Dr. Butler introduced to the Society

Dr. Durham, surgeon-in-chief at

Shriners Hospital for Crippled Chil-

dren, who extended a cordial invita-

tion for those present to visit the hos-

pital.

Dr. Sanderson introduced Dr. L. W.
Gorton who has recently located here
for the practice of diseases of the ear,

nose and throat.

Dr. Butler introduced and the
Society was glad to have present : Drs.
Page, Lawrence, and Wren who "have
recently returned from New Orlea?is
where they have been doing post gr '.dil-

ate work-
On motion the Society adjourned.

Robert T. Lucas, Secretary.

New Orleans to Opelousas.
Those who have attended conven-

tions in the past know that a large
portion of the enjoyment going to and
from the convention lies in traveling
in groups and parties. Two plans are
submitted which should appeal to the
New Orleans men who are going to
Opelousas.
One is an automobile trip. A com-

plete itinerary is being prepared. The
tenative start will be April 21st, 7 A.
M. Walnut Street Ferry. This at-
tractive trip through South Louisiana,
Morgan City, Franklin, and Lafayette,
will put us in Opelousas in time for
supper. The return trip begins April
25th at 7 A. M-, through Port Allen
and Baton Rouge will enable us to
reach New Orleans by night fall. Road

conditions allow us a pleasant trip

which can easily be accomplished in the
time scheduled.

Should twenty-five apply, a special

Pullman will be attached to the regular
Gulf Coast line train leaving the City
the morning of April 21st, and will be
parked in Opelousas during the time of

the meeting. This will enable those
who are on this car to make it their

headquarters during the convention.
Those who are interested in either of

the above plans should make known
their wishes before April 15th, to Dr.
Lucien A. LeDoux.

Opelousas Meeting.
From present indications, the State

Convention at Opelousas is going to be
largely attended. The attractive pro-
gram both Scientific and Social should
influence a large number of us in de-
siring to put away for three days our
work and spend them with our medical
friends.

Allen Parish Medical Society.
The last regular meeting of the So-

ciety was held at Oberlin, with a large
number of the doctors of the Parish
present. Meeting was held in Kinser
Hotel. Dr. O. W. Moss of Lake Charles
presented some case reports on treat-
ment of diabetes with insulin. He
stressed its indications and use. His
presentation was very instructive and
well received by everyone. General
discussion followed. The meeting was
one of the best held by the Society, and
all who attended voted it a success.

Officers for this year, Dr. S. M.
Scott, Oakdale, President; Dr. A. J.
Heflin, Oberlin, Vice-President; Dr.
I. R. Fowler, Emad, Secretary-Treas-
urer. Next meeting to be held in the
New Elizabeth Hospital, Elizabeth.

Monthly Bulletin of the Orleans Parish
Medical Society.

The membership on March 1st, 1924

totals

:

Active Members 456

Associate Members 24
The Society held two meetings dur-

ing the month of March. March 10th,

the following papers were presented

:

“Cod Liver Oil as an Addition to the

Dietetic Regimen of the Under
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Nourished Diabetic.”

By: Dr. J. Birney Gpthrie.
“Further Observation in Relation to

the Intestinal Flora.”

By: Dr. C. C. Bass.
March 24th there was a joint meet-

ing of the Society with the Charity
Hospital Staff in the Miles Amphi-
theatre, Charity Hospital at which
time there was a very good attendance.

The average attendance during the
month was 90

Dr. A. B. Wilbur and Dr. H. Lee
Johnson were dropped for delinquency.
Letters addressed to their last known
addresses have been returned.

There are three applicants lor mem-
bership pending:

Dr. John R. Evans, Dr. Chas. W.
Kibbe and Dr. George Neves.

Treasurer’s Report for February.

Total Receipts $ 1,186.60
Total Expenditures 1,394.38

Resources.

Domicile fund, Liberty
Bonds, par value $30,000.00
bonds par value 3,500.00

Medical Relief fund, savings
account 96.23

Total Resources $33,596.23

Librarian’s Report for February.

The Assistant Librarian has com-
pleted the cataloging of 280 books and
30 pamphlets during February, bring-
ing the totals of the collection as shown
in the records to 10,000 books and 500
pamphlets. Of the books added to the
Library in February, 66 were bound
journals, 10 were received by purchase
and 5 by gift from the New Orleans
Medical & Surgical Journal.
The interest in the approaching

meeting of the State Medical Society
is shown by the greatly increased num-
ber of reference and study calls in the
preparation of papers.

Dr. Edward Plaut, president of Lehn
and Fink, Inc., New York has pres-

ented the Harriman Research Labora-
tory with the sum of $3,000 for the

year 1924, to be known as the “Plant
Research Fund for Studies in Internal

Medicine.” This fund is to aid in the
investigation of the effects of certain

therapeutic agents, especially the
endocrine glands. Dr. K. G. Falk has
been placed in charge of the work by
Dr. W. G. Lyle, director of the Harri-
man Research Laboratory.

The following Louisiana Iphysicans

attended the recent Clinical Congress
on Internal Medicine in St. Louis, viz:

Drs. C. C. Bass, New Orleans; J. E.

Knighton, T. P. Lloyd, F. G. Ellis and
A. A. Herold, Shreveport. Drs. Lloyd
and Herold were installed as F. A. C.

P. at the convocation of the College of

Physicians.

Another new private hospital for

Shreveport has been started ;
ground

has been broken for the “Tristate Sani-

tarium,” Drs. Pirkle and Williams,

owners.
Dr. W. McDade, Minden, president

of the Webster Parish Medical Society,

has recently been quite ill with an in-

fected finger.

Louisiana Railways Surgeons ' As-
sociation at Opelousas Meeting.

The Louisiana Railways Surgeons
Association, will meet on the night pre-

ceding the first day of the meeting of
the State Society and have a banquet
at which informal talks will be made.
We hope in this way to be able to dis-

cuss things pretaining to railway in-

juries and railroad surgeons in gen-
eral, more as a family gathering.
Those who are desirous of attending
please communicate with Dr. A. K.
Duncan, Secretary, 3521 Prytania
Street, New Orleans. Charges of the
banquet, etc., can be obtained from
him.

The Faculty of Medicine of Stras-
bourg, through Professor L. M. Pau-
trier, announces that the program has
been completed for the Clinic in Dis-
eases of the skin, which will begin on
or about September 22nd, 1924. This
complimentary course will be given at
the City Hospital of Strasbourg.,
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The most serious medical problem
that Russia is facing today is the great
prevalence of malaria. Last summer
in one district alone, this disease in-

capacitated 80 per cent of the popula-
tion. Twelve malaria clinics have been
established to combat the disease.

American Society for the Control of

Cancer.
Annual Meeting March 1st, 1924.

The date for holding the Annual
Meeting is fixed by law as the first

Saturday in March. This falls on
March 1. The meeting will be held in

the office of the Society, 370 Seventh
Avenue, 16th floor, at 4 o’clock in the
afternoon.

Announcement, Refresher Courses,
Shreveport Charity Hospital, 1924.

During the past two years the Staff
of the Shreveport Charity Hospital has
been considering the best means of in-

creasing the value of the hospital to the
medical profession of the Community.

The organization of the staff and of
the work of the hospital has now
reached a point at which they feel

justified in offering to the profession
a short post-graduate or “refresher”
course.

The first class will begin on Monday,
January 14, 1924 at 9:00 A. M. in the
Lecture Room of the Hospital and will

continue daily sessions 9:00 to 12:00
M.. and 1 :30 to 3 :30 P. M. until Friday,
February 8. 1924 at 12:00 A. M.

There will be no fees charged for at-
tendance on the course as the staff con-
ceives it to be their duty to lend all as-
sistance possible to the profession of
the State.

The Staff has announced that a
second session of the course will be
given April 28, to May 23rd, inclusive.

Inter-State Post-Graduate Clinic
Tour to Canada, British Isles and Paris
in 1923 is now being arranged under
the supervision of the Managing-Direc-
tor’s office of the Tri-State District
Medical Association, leaving time
about middle of May.
On account of the great demand for

reservations, applications should be
made as early as possible to Dr. Wil-
liam B. Peck, Managing-Director,
Freeport, Illinois. Preference in the

assignment of Hotel and Steamship ac-

commodations will follow the order in

which the applications are received.

The American Climatological and
Clinical Association will meet at the
Ambassador, Atlantic City, for its an-
nual convention, May 1st, 2nd, and 3rd.

150 doctors are expected to attend-

The American Urological Associa-
tion has also completed arrangements
to return to the Ambassador where it

met two years ago. This association
will spend two days at the shore, June
3rd and 4th.

The Seventh District Medical Soci-

ety.

The Meeting was called to order by
President lies at 7 :30 P. M. in the din-

ing room of the Egan Hotel where a

delicious banquet was served by the
Acadia Parish Medical Society during
which the following Scientific Pro-
gram was presented.

1. “Report of a Case of Pyloric
Stenosis,” Dr. H. L. Gardiner, Crowley.
2. “The proper Evaluation of Local
Anesthesia,” Dr. Urban Maes, New Or-
leans- 3. “The Therapeutic Applica-
tion of Roentgen Rays, Dr. H. G. F.

Edwards, Lafayette. 4. “A Paper,”
Dr. J. W. Faulk, Crowley. Election of
officers. President, Dr. J. C- Moody,
DeRidder; Vice-President, Dr. H. L.

Gardiner, Crowley
; Secretary-Treas-

urer, Dr. R. J. Young, Neame; Delegate
to State Meeting, Dr. E. M. Ellis,

Crowley. Next meeting to be held at

DeRidder.

St. Martin Parish.
At a meeting of the St. Martin

Parish Medical Society held in Breaux
Bridge, on March 11, 1924, the follow-

ing members were elected:

President, Dr. J. S. Martin, St.

Martinville; Vice-President, Dr. J. L.

Beyt, St. Martinville; Secretary-Treas-
urer, Dr. P. H- Fleming, St. Martin-
ville; Delegate; Dr. S. D. Yongue,
Breaux Bridge. Dr. O. P. Daily of

Lafayette made an interesting talk on
the “Therapeutic Uses of Alcohol.” Re-
freshments were served by the person-
nel of the Boring and Yongue Sani-

tarium.

Labor saving devices for the home



News and Comment 477

costing less than $1 were prominently
featured in the welfare exhibit con-

ducted by the Metropolitan Life In-

surance Company during the annual
convention of superintendents and
managers. In the effort to promote
good health and prolong life, the com-
pany is endeavoring to lighten the
burden of the worker in the home.

Died: On March 5th, 1924, Dr. John
L. Purser of New Orleans, aged 45
years.

Louisiana State Medical Society Meet-
ing.

Our president, Dr. Lester J. Wil-
liams, has asked that it be announced
that all meetings of the House of Dele-
gates, also the meetings of the Scie i-

t
;fic Session of the Convention will be
called to order on time as specified in

the program. Your co-operation in this

regard is earnestly requested so that
the sessions of the House and the Sci-

entific Session may not be delayed and
will be completed as planned.
As you will observe, we have a very

large program, and it will be only by
strict punctuality and adherence to time
limits of papers and discussions that
we will be able to complete same.

Plan of Entertainment.

Monday, April 21st, 1924.
Luncheon, 12 :00 p. m.

Tuesday, April 22nd, 1924.
Complimentary lunch, 12:00 p. m.,

on Court House Square.
Banquet, 8 :00 p. m. Cards must be

presented.
Film theatre party for ladies.

Wednesday, April 23rd, 1924.
Complimentary lunch, 12 :00 p. m.
A smoker.

Thursday, April 24th, 1924.
Complimentary lunch, 12:00 p. m.
Auto rides for ladies and guests.

Hotels.
New LaComb, Old LaComb, Waldorf,

Mrs. Barr, Mrs. Guidry, Miss Titard,
and Mrs- Moreau.

Headquarters.
Court House. House of Delegates in

Knights of Columbus Hall.

Begistration.
Lower floor of the Court House.

Mail.

All mail addressed in care of Conven-
tion will be taken care of at Begistra-
tion Office, and a daily notice will be
posted of letters and telegrams re-
ceived.

Information Bureau in Begistration
Office.

Clubs.
The following clubs have extended the

courtesies of their lodges to all mem-
bers of the association wearing the
official badge, and no admit card will
be necessary.
The Elks Club, corner Main and East

Belvue.
The Knights of Columbus, Main

street-

The Masons, Main street.

Committees.
Dr. Fred J. Mayer, chairman, Ar-

rangement Committee, Opelousas, La.
Dr. B. M. Littell, chairman, Becep-

tion Committee, Opelousas, La.
Dr. O- Pavy, chairman, Ladies’ Re-

ception Committee, Opelousas, La.
Dr. Frank E. Shute, chairman, Fi-

nance Committee, Opelousas, La.
Dr. Charles F. Boagni, chairman,

Auditing Committee, Opelousas, La.
Dr. B. A. Littell, chairman, Hotels

and Booms Committee, Opelousas, La.
Dr. Albert Pavy, chairman, Begistra-

tion Committee, Opelousas, La.
Dr. W. S. Boudreau, chairman, Halls

Committee, Opelousas, La.
Dr. Leon J. Menville, chairman, Sci-

entific Exhibits (State) Committee,
New Orleans, La.

Dr. Charles Lewis, Dr. M- D. Lewis,
Dr. B. A. Littell, Dr. S. B. Wolff, Dr.
Albert Pavy, Scientific Exhibits
(Local) Committee.

Dr. E- Lafleur, chairman, Commer-
cial Exhibits Committee, Opelousas,
La.

Dr. J. N. Brown, chairman, Signs
and Decorations Committee, Opelousas,
La.

Dr. Lionel Bienvenu, chairman, Ad-
vertisements and Publicity Committee,
Opelousas, La.

Dr. S. B. Wolff, chairman, Enter-
tainment Committee, Opelousas, La-

Dr. B. M. Littell, chairman, Trans-
portation and Autos Committee, Ope-
lousas, La.

All those desiring to contribute
Scientific Exhibits for the Annual
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Meeting of the Louisiana State Medi-

cal Society should get in touch with Dr.

Leon J. Menville, chairman. Your
prompt attention is earnestly requested.

Dr. Fred J. Mayer, chairman of the

Arrangement Committee, wishes it an-

nounced that unusual entertainment is

being made for all ladies in attendance

at the Annual Meeting- He wishes,

therefore, that all physicians who will

be accompanied by their wives or

daughters, notify him at once, so that

accommodations may be arranged.

Those who have not received replies

to their requests for reservations

should send in a complaint card at once

to Dr. Fred J. Mayer, chairman of the

Arrangement Committee.

Social Workers, clergymen, physi-

cians, nurses, teachers, club-women,
and members of administrative boards
of charitable and civic institutions

throughout the state are expected to at-

tend in large numbers the fourth an-

nual Louisiana State Conference for

Social Betterment in New Orleans

April 20, 21, 22, and 23.

Invitations have been sent to all

statewide organizations to hold their

annual meetings in New Orleans during
the same week, and a special period,

known as the “Agency Hour,” has been
set aside in the program of each work-
ing day to accommodate such meetings
and provide a time for round table dis-

cussions of special problems.
Child Welfare and Financial Federa-

tion will be the chief subjects brought
out in the general program. Speakers
of national prominence invited to at-

tend include Dr. Thomas Green of the
American Red Cross, Washington, D.
C.; Hon. H. L. Fuqua, Governor ?elect

of Louisiana; Prof. J. W. Fletcher of
the University of Iowa; C. W. Areson
cf the Child Welfare League of Amer-
ica, New York; Mrs. A. H. Reeve of the
National Parent-Teachers’ Association,
Philadelphia; Miss Marjorie Warren
of the American Association for Or-
ganizing Family Social Work, Louis-
ville, Kentucky ; Miss Virginia L. Kelly,

of the National Association of Travel-
ers’ Aid Society, New York; W. H.
Parker of the National conference for
Social Work, Cincinnati.

Louisiana speakers will include Prof.
Alvin Good, Natchitoches; Prof. R. H.
Bolyard, Lafayette; St. Clair adams,
New Orleans

; Rev. H. S. Johns, chap-
lain of the Louisiana State peniten-
tiary; Miss Dagne Sunny, New Or-
leans; Miss Addie Webb, Shreveport;
Miss Lydia Finley, U. S. Veterans’ Hos-
pital, Algiers, and many others.

Governor John M. Parker is honor-
ary president, with Dr. J. W. Newman
as active president

;
Miss Willis Sulli-

vant, secretary; Mrs. William Petrie of
Mansfied, recording secretary, and
Walter Lemann of Donaldsonville,

treasurer. There are eight vice-presi-

dents, representing the congressional
districts, as follows: First and Second
District, Dr. Maud Loeber, New Or-
leans; Third, Mrs. Albert Storm, Mor-
gan City; Fourth, J. M. Redmond, Mon-
roe;. Fifth, J. B. Ardis. Shreveport*,

Sixth, F. J. Heintz, Covington ;
seventh,

Miss Maud Reid, Lake Charles ;
Eighth,

Mrs. C. A. Hunter, Alexandria.
Prof, G. P. Wyckoff is chairman of

the Program Committee; Dr. David
Fichman, of Ways and Means; Dr. W.
J. Otis, of Publicity; Mrs. A. Hartman,
of Entertainment ; Dr. Maud Loeber, of

Housing and Halls; Charles H. Patter-

son, of Churches and Speakers.

United States Civil Service Examina-
tion.

Specialists, in maternal and infant

hygiene, $3,500 a year.

Assistant in maternal and infant hy-
giene, $2,000 to $3,000 a year.

Expert in maternal and infant care,

$3,000 a year.

Receipt of applications will close Feb-
ruary 26. The examinations are to fill

vacancies in the Children’s Bureau, De-
partment of Labor, at the entrance sala-

ries named above, and vacancies in po-

sitions requiring similar qualifications.

Appointees at an annual salary of

$2,500 a year or less, may be allowed
the increase of $20 a month granted by
Congress. Appointees will also be al-

lowed actual traveling expenses and $4
a day for subsistence when away from
headquarters on official business.

Conference of Maritime Quarantine
authorities of the West Coast of South
America.
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Doctor Belisario Porras, the Presi-

dent of the Republic of Panama, has

called a conference to meet in Panama,
R. P., on February 25, 26, 27, 28 and

29, for the purpose of considering the

international standardization of mari-

time quarantine on the west coast of

South America and the prevention of

international spread of communicable

disease in that littoral.

Summer Work in Public Health-

The United States Public Health

Service takes pleasure in announcing

that, in response to an extensive de-

mand for summer school work in public

health, it has arranged with Columbia
University, the University of Califor-

nia, the University of Michigan and the

University of Iowa to conduct public

health summer schools this year.

The faculties of these various sum-
mer schools will include many such

leading specialists of the United States

as Michael M. Davis (dispensary man-
agement), Robert H. Gault (criminal

psychiatry), Emery Hayhurst (indus-

trial hygiene, William J. Mayo (non-

communicable diseases), E. V. McCol-
lum and H. C. Sherman (nutrition),

William H. Park (laboratory meth-
ods), Earl B. Phelps and George C.

Whipple (public health engineering),

M. J. Rosenau and Victor C. Vaughan
(epidemiology), Thomas W. Salmon
(psycho-therapy), John H. Stokes

(syphilis), Philip Van Ingen (child hy-

giene), C. E. A. Winslow (public health

administration), and Francis Carter
Wood (cancer).

Millions of school children are handi-

capped in their studies by defective

eyes. Thousands of children are suffer-

ing from eyestrain, and large numbers
are forced to discontinue their endeav-
ors to acquire an education because of
this same physical defect. It has been
proven conclusively that poor eyesight
is an important associate cause of back-
wardness, stupidity, apparent laziness

and truancy.
A survey of statutory provisions in

j

the United States and territories for
testing the sight of school children has
been made by the Eye Sight Conserva-
tion Council of America, Times Build-
ing, New York City. The results of the

study are published in report form in

Eye Sight Conservation Bulletin No. 4.

United States Civil Service Examina-
tion.

Physician.
Receipt of applications to close Feb-

ruary 29th, 1924.

On account of the needs of the serv-

ice, papers will be rated as received and
certification made as the needs of the

service require. In the absence of

further notice, applications for this ex-

amination will be received until the

hour of closing business on February

29, 1924. If sufficient eligibles are

obtained the receipt of applications may
be closed before that time, of which due
notice will be given.

Certification will be made to fill a

vacancy as acting assistant surgeon at

$2,400 per annum in the United States

Public Health Service, Quarantine Sta-

tion, Quarantine, La., qualified in the

destruction of vermin by cyanide fumi-
gation. To be considered for this

special position applicants must state

clearly that they are applying for this

position and must establish at least six

months’ experience under proper super-

vision in the use of this vermicide.

Certificates to establish this claim from
the health board or other organization
under which the experience was ac-

quired must be filed with the applica-

tion.

Applicants for the above-named ex-

amination should be filed without delay
with the secretary, Tenth Civil Service
District, Customhouse, New Orleans,
La.
Warning as to the deadly hazards of

gas in unventilated rooms and garages
is again sounded by the Department of
the Interior, through the Bureau of

Mines. Seldom a day passes at this

season of the year but the press records
the death of one or more persons by
asphyxiation in their homes or in their
garages, the bureau’s statement recites.

The past week has been especially
prominent in this respect, particularly
in the natural gas belt of Pennsylvania,
Ohio, and West Virginia; while the
fatalities from exhaust gas from auto-
mobiles is widespread. It should never
be forgotten that in burning natural
gas, carbon monoxide may be given off

;
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while in the exhaust from an engine
this gas is practically always present
in exceedingly dangerous amounts.
Many house heaters have no flues for

carrying off the waste gases, which
then simply pass off into the rooms. If

all windows and doors are closed, as
they generally are in cold weather, the
effect of these gases sooner or later be-

comes apparent on the occupants, who
become dull and sleepy, and sometimes
die. If a gas heater without a flue is

used, a window should be partly open
all the time—that is, up a half inch or
so. The Bureau of Mines has found
that the atmosphere in a room should be
changed at least once an hour—that is

to say, the foul air should be displaced
by fresh air during that period, but if

there is a continuous fresh inflow, this

takes care of the gases being given off,

unless the individual is so close to the
source of the waste gases as to breahe
them before they are sufficiently
diluted.

Physio-therapeutic Week in Kansas
City, April 10 to 18.

The sixth annual meeting of the
Western Electro Therapeutic Associa-
tion will be held in the Little Theatre,
Kansas City, Mo., Thursday and Fri-
day, April 17th and 18th, under the
presidency of Dr. Harry H. Bowing of
Rochester, Minn. A cordial invitation
is extended to the medical profession of
nearby States.

The Exhibit.

An elaborate exhibit of physio-thera-
peutic apparatus will be held as hereto-
fore in the lobby of the Little Theatre

;

this exhibition alone will be well worth
the trip to Kansas City.

Clinics and demonstrations of technic
each afternoon and evening. For pro-
gram address the secretary, Dr. Charles
Wood Fassett, 115 East 31st street,
Kansas City, Mo.

IMPORTANT NOTICE TO MEM-
BERS OF STATE SOCIETY GOING

TO OPELOUSAS.
A reduction of ONE AND ONE-

HALF for the round trip on the “CER-
TIFICATE PLAN” will apply for mem-
bers (also dependent members of their
families) attending the meeting of
ANNUAL CONVENTION, LOUISI-

ANA STATE MEDICAL SOCIETY to

be held at OPELOUSAS, LA., on
APRIL 21-24, 1924.

The arrangement will apply from the

following territory: From all points in

Louisiana under jurisdiction of S. W-
P. A.
The following directions are submit-

ted for your guidance:
1. Tickets at the normal one-way

tariff fare for the GOING JOURNEY
must be purchased on any of the follow-

ing dates (BUT NOT on any other
date).

Dates of sale for going tickets

April 18-24, inclusive.

2. Be sure when purchasing your
going ticket to ask the ticket agent for

a Certificate Receipt. Each delegate

should have a separate Certificate Re-
ceipt covering ticket he purchases.
One receipt for more than one ticket

will not be honored or validated. If,

however, it is impossible to get a certi-

ficate receipt from the local ticket

agent, a regular receipt will be satis-

factory and should be secured when
ticket is purchased. See that the
ticket reads to the point where the con-

vention is to be held and no other. See
that your Certificate Receipt is stamped
with the same date as your ticket.

SIGN YOUR NAME to the Certificate

or Receipt in ink- Show this to the

ticket agent.

3. Call at the railroad station for

ticket and certificates at least 30 min-
utes before departure of train.

TO APPLICANT:
4. Certificates are not kept at all

stations. Ask your home station

whether you can procure certificates

and through tickets to the place of

meeting. If not, buy a local ticket to

the nearest point where a certificate

and through ticket to place of meeting
can be purchased.

5. Immediately upon your arrival at

the meeting, present your Certificate

to the endorsing officer, Dr. P. T. Tal-

bot, as the reduced fares for the return

journey WILL NOT APPLY unless

you are properly identified as provided
for by the Certificate.

6. joint Agent of the carriers will

be in attendance on April 23-25, inclu-

sive, to validate certificates.

NO REFUND of fare will be made on
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account of failure to either obtain a
proper certificate, or on account of fail-

tire to have the Certificate validated.

7. It must be understood that the re-

duction for the return journey is not
guaranteed, but is contingent on an at-

tendance of not less than 250 members
of the organization and dependent mem-
bers of their families at the meeting
holding regularly issued certificates

from ticket agents at starting points

showing payment of normal one-way
fare of not less than 67 cents on the

going trip.

8. If the necessary minimum of 250
regularly issued certificates are pre-

sented to the Joint Agent, and your
Certificate is validated you will be en-

titled to a return ticket via the same
route as the going journey at one-half
of the normal one-way tariff fare from
place of meeting to point at which your
Certificate was issued up to and includ-

ing April 28th, 1924-

9. Return tickets issued at the re-

duced fare will not be good on any lim-

ited train on which such reduced fare
transportation is not honored.

EXTRACT SOUTHWESTERN PAS-
SENGER ASSOCIATION CON-
VENTION CIRCULAR NO.

33-1924.

FARE AND ONE-HALF of the
CURRENT ONE-WAY FARES on the
CERTIFICATE PLAN will be author-
ized for the following meeting

:

OPELOUSAS, LA-, APRIL 21-24,

1924, ANNUAL CONVENTION,
LOUISIANA STATE MEDICAL SO-
CIETY. (File 15-247).
DATES OF SALE: April 18-24, in-

clusive.

FINAL HONORING DATE: April
28th, 1924.
TERRITORY : Reduction will apply

from all points in Louisiana under
jurisdiction of S. W. P. A.
RAILWAY SECRETARY: Dr. P. T.

Talbot, New Orleans, La.
JOINT AGENT : Mr. G- J. Gourbeois,
T. A., Southern Pacific Lines, Ope-

lousas, La., will validate certificates on
April 23-25, inclusive.

SPECIAL NOTE.
The following Southwestern lines are

NOT PARTY to the reduced excursion
fares herein announced:

Arkansas & Louisiana Missouri
Railway.

Fort Smith and Western Railway.

Graysonia, Nashville & Ashdown
Railroad.

Jonesboro, Lake City & Eastern
Railroad.

Kansas, Oklahoma & Gulf Railway.
Louisiana & Arkansas Railway.
Mississippi River & Bonne Terre

Railway.
St. Louis, El Reno and Western Rail-

way.

STATISTICAL DATA FOR THE MONTH OF
FEBRUARY, 1924, OBTAINED FROM
THE RECORDS OF THE CITY

BOARD OF HEALTH.

Births

—

Male, white .... . . . 332
Male, colored . . . . . . 117

Total white . . . . . 449

Female, white . . . . . . 287
Female colored . . . . 141

Total colored .

Stillbirths

—

. . . 428

By physicians . . . . . . 478
By midwives .... . . . 399

Deaths

—

White Colored Total
Diphtheria 3 0 53
Typhoid 0 0 13
Malaria 0 0 3
Scarlet Fever . . . 0 0 26
Whooping Cough 0 0
Influenza 17 14 . .

Measles 10 7 431
C. S. Meningitis. 1 1

Tuberculosis . . . . 25 31 83
Deaths

—

White Colored
Cancer . . 28 13
Apoplexy . . 36 15
Endocarditis and Myocarditis. 10 11
Angina Pectoris . 5 1

Other Circulatory Diseases

.

. . 109 50
Bronchopneumonia . . 17 21
Lobar Pneumonia . . 16 28
Other Respiratory Diseases

.

6 2
Diarrhoea and Enteritis.... 6 3
Appendicitis . . . . 3 4
Other Digestive . . . 11 9
Acute Nephritis . 4 6
Chronic Nephritis . . 22 11
All other Genito-Urinary Dis-

eases 4 4
Puerperal State . 1 5
Malformations . . . 6 2
External Causes . . . 39 25
Death rate per 1,000 per annum for the

month—non-residents excluded

:

White 17.72 15.61
Colored 33.51 29.55

Total 21.69 19.19
Deaths from premature birth, violence, etc.,

are not excluded.
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PUBLICATIONS RECEIVED.

The C. V. Mosby Company, St.

Louis,Methods in Medicine, by George
R. Herrmann, M. D., Ph. D- The Anti-
diabetic Functions of the Pancreas and
the Successful Isolation of the Anti-
diabetic Hormone-Insulin, by J. J. R.
Macloed and F. G. Banting.

The University of London Press,

Ltd., London, Diseases of the Breast,

by Willmott Evans, M. D., B. S-, B. Sc.,

F. R. C. S.

W. B. Saunders Company, Philadel-

phia and London, Operative Surgery
by Warren Stone Bickham, M. D. and
Phar. M., F. A- C. S.

Washington Government Printing
Office, Public Heath Reports, Vol 39,

Nos. 6, 7 and 8. United States Naval
Medical Bulletin, February, 1924.

United States Abridged Life Tables,

1919-1920.

Miscellaneous: Report of the Health
Department of the Panama Canal for
the Year 1922, by H. C. Fisher. A
Lepra, by Dr. H. C. de Souza Araujo.
The Johns Hopkins Hospital Reports,
Vol- xxi. Annual Report of the Libra-
ry Committee of the College of Physi-
cians of Philadelphia for the year 1923.

REPRINTS.

Children’s Upper Respiratory Ab-
scesses Descending Into the Neck and
Mediastinum, by Otto Glogauo, M. D.
Multiplex Pathology and the Cancer
Problem, by William Seaman Bain-
bridge, Sc. D., M. D., C. M. Cancer of
the Tongue, by William Seaman Bain-
bridge, M. D. Double Salpingo-oopho-
rectomy with Partial Auto-ovarian
Transplantation, Folloived by Twelve
Years of Menstruation, a Normal
Pregnancy and an Uncomplicated
Menopause at Fifty-one Years of Age,
and Transplantation of Human Ovar-
ies; Present Status and Future Possi-
bilities, by William Seaman Bainbridge
Sc. D., M. D., C- M. Oxygen in the
Peritoneal Cavity, with Report of
Cases, by William Seaman Bainbridge,
M. D., Sc. D., C. M., A. M. Kala Azar
in the Sudan, ivith Special Reference to

Its Treatment by Tartau' Emetic, by
R. G. Archibald. An Unusual Case of
Vitiligo in a Native of the Sudan, by R.
G- Archibald, D. S. 0., M. D.

BOOK REVIEWS

Surgery of the Spine and Extremities. By R.
Tunstall Taylor, B. A., M. D., F. A. C. S.

P. Blakiston’s Son &Co., Philadelphia, 1923.
Dr. Taylor expresses, in the opening lines

of the first chapter of his excellent book, the
wisdom of his rich experiences, by explaining
the difference between the ancient and mod-
ern difinitions or interpretations of the term
“Orthopaedic.” In recent years the scope of
this branch of surgery has become so greatly
broadened that this careful explanation is es-

sential. Not only does Dr. Taylor explain that
the present orthopedist is one who deals with
the nature, cause and prevention of deviations
from the normal

;
but he drops the term or-

thopedics because it is a m.snomer and uses
in its stead “surgery of the spine and extrem-
ities.” Further he points out the common
error of spelling orthopedic instead of ortho-
paedic and the consequent belief that it has
its application to disease of the feet, from
the Latin Pes or Pedis. This error is found
to exist as frequently among the medical pro-
fession as the lay people.

A continuation of this first chapter is an
interesting and very enlightening resume of
the history of surgery as related to the ear-
liest references to surgery of the spine and
extremities. This chapter alone justifies the
existence of his book, which is so arranged
throughout as to be of great value to the un-
der graduate and a thorough guide and refer-
ence for the practitioner.

The reviewer does not agree with the au-
thor’s description of the manufacture of plast-

er bandages. The hand method has been
superseded by the roller and box, driven
either by hand or electricity. A great deal of
time and labor is saved if the crinoline is cut.

on the bias in a mortise box after it is rolled
and before the plaster is worked into it.

Calling attention to the uses for plaster
splints is important and never too often men-
tioned. In a book of this kind it brings to
the reader’s mind the varied uses for such
splints which are often forgotten.

The chapter on muscle spasm and traction
is well worth reading and should be carefully
studied by all medical students and the major-
ity of general practitioners. It brings out
many sound principles which one sees violated
almost daily.

The author’s review of Blake’s work on
compound fractures including the principles

of the Balkan frame and traction with sus-

pension are included and are most essential

in any modern work on Surgery of Bones and
Joints.

The chapters on miscellaneous orthopedic
technique and general bone and joint condi-

tions are excellent and give the reader an ex-

ceedingly good working knowledge of such
subjects.

It is impossible in the short space allotted

to a review of such an excellent work to do
more than mention the strong points. Taylor
has given in a very concise and at the same
time very interesting manner a great deal of

information on the subjects of bone tubercu-



Book Reviews. 483

losis, other diseases of the spine and extremi-

ties and the ailments of the feet.

I can cheerfully recommend his book to both
students and practitioners of medicine and
surgery.

J. T. O’Ferrall.

then described most interestingly each detail

of the various stages.

It is a treat to read this volume and the
profession is indeed fortunate to have the
views of this master placed so conveniently at

their hands.
J. J. Ryan.

Mental Disorders, by Francis M. Barnes, Jr.,

M. A., M. D. C. V. Mosby Company, St.

Louis, 1923.

The advent of this, the Second Edition,

marks an epoch in literature dealing with

psychiatric problems. It presents in an emi-

nently satisfactory manner the up to date

method of preparing one’s self for the ap-

proach to the study and care of mental dis-

orders which must be met with in the daily

life of the busy physician. The author has

brought forth material which is beneficial,

and has placed the same in a manner that

can be easily digested so as to be of use to

the reader. Chapters one to six are illumin-

ating, historically and scientifically, espec-

ially Chapter Three dealing with Mental Hy-
giene and Social Psychiatry, which today is

necessary for those coming in contact with
social problems in all its phases. Chapter
Nineteen (Treatment) teems with a resume
of practical importance. In this chapter, Psy-
chotherapy is handled in a common sense

manner in which no one could take offense.

It is interesting to note that the author has
given place to the term “Constitutional In-

ferior”, the type of the herd which only this

sub-division of nomenclature describes, and
which so few neuropsychiatrists see fit to

include when discussing defective states. To
sum up, the book is just the thing for the
progressing practitioner who is unable to wade
through volumes of neurop'sychiatric litera-

ture. It is an excellent adjunct to the library

of the neuropsychiatrist and a Vade Mecum
to the medical student who already has been
allowed too little time in the college curri-

culum to intelligently learn his Principia of
neuropsychiatry. Nurses’ training schools
and social service workers should have a
copy as collateral reading. The War has
taught us the necessity of psychiatric obser-
vation and the intelligent handling of mental
cases. This volume is the means to that end.

W. J. Otis.

Cleft Lip and Palate. By Truman W. Brophy.
P. Blakiston’s Son & Co. Philadelphia,
1923.

This is a concise and handy volume on
cleft lip and palate. Many beautiful anato-
mical drawings by Spalteholz are first pre-
sented which will be much appreciated by the
reader. The text furnishes complete des-
cription of every operative detail, including
after treatment and infant feeding’ which may
be looked for not only by the experienced
surgeon but also by the student. There is

is an unusual number of instructive illustra-
tions most of which are original.

Brophy impresses upon his readers the im-
portance of adopting a classification and or-
der of procedure in the treatment of cleft
lip and palate into three stages so that the

.
tissues can be best manipulated and anato-
mical normality most nearly approached. He

The Treatment of Diabetes Mellitus. Elliott

P. Joslin, M. D., 3rd Edition, Lea & Febiger,
Philadelphia & N. Y.
Former editions of this work have always

been regarded by the medical profession as
the last word in the treatment of diabetes.
The present edition is no exception; and con-
taining not only the history of the discovery
of Insulin but also detailed methods of admin-
istering Insulin, can be looked upon as the
very latest authority on the treatment of
diebetes. Written in the usual easy style
of Joslin, it is a pleasure to read it, and short
reports of cases from time to time add interest
and emphasis to the text. Several new sec-
tions are included, besides one hundred pages
devoted to the treatment of diabetes with
Insulin. Every physician should read Dr.
Joslin’s book before attempting treatment of
a diabetic patient with, or without Insulin.

Allan Eustis.

Practical Dietetics, with reference to Diet in
Health and Disease. Alida Frances Pattee.
14th Edition—Completely Revfeed. A. F.
Pattee, Mt. Vernon, N .Y .

The fact that this work is in its 14th edi-
tion is proof of its popularity. It fills the
needs of a dietetic text book for nurses rather
than physicians. For the former, its para-
graphs of quantities accompanying most of
the chapters recommends it especially as a
class-room text book.

Allan Eustis.

The Medical Department of the United States
Army in the World War. Vols. 1 and 5.

Prepared under the direction of Maj. Gen.
M. W. Ireland, M. D. By Lieut. Col. W.
Weed, M. C., U. S. Army. Col. Chas. Lynch,
M. C., Loy McAfee ,A. M., M. D.

An appropriation of $50,000 was obtained
from Congress in 1920 for the publication
of the History of the Medical Department of
the United States Army and Navy in the
World War. The stipulation was made that
the cost was not to exceed $150,000 and it

was also stated that the edition was to be
limited to about 3000, available only to libra-
ries and institutions. The work is under the
direction of the Surgeon General of the two
branches of the service.

We have befoi’e us Vols. I and V. Volume
I is prepared under the special care of Col.
Charles Lynch, M. C., Lieut. Col. Frank W.
Weed, M. C., and Loy McAfee, A. M., M. D.,
and deals specially with the Surgeon Generals’
office, from its organization its evolution,
through its function in the World War. Of
special interest is the chapter on the “Develop-
ment of the Red Cross Medical Department
Units.” These will be found interesting to
those of us who served in these units.

The remainder of the volume is divided into
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three Sections:

—

Section 1, by Col. F.W. Weed
describes the Relationship of the Medical De-
partment within the War Department. The
various activities of the Organization of the

Surgeon General’s office with its Divisional

activites are taken up by the men who were
in charge of these various departments and
among them we see both civil and military

contributions. There is a Chapter by De-
Schweinitz, one by Vilray P. Blair and one by
Frank Billings, to mention only a few.

Section III. deals with some of the Pro-
fessional and Civilian Activities which played
such an important part. Such organizations as

the Amercan Red Cross, The Council of Na-
tional Defense, The National Research Coun-
cil, The American Medical Association, and
The Commission on Training Camp Activities.

The activities of these organizations are brief-

ly told. It would be impossible to fully detail

the tremendous amount of work done by such
a body as the Committee on Medicine, of the
Council of National Defense.
An Appendix, which is nearly half the vol-

ume, relates the various casualties of the
Medical Department, also the many General
Orders, Bulletins and Circulars and Special
Regulations promulgated by the War De-
partment, Surgeon General’s office, etc. There
are also a number of well selected charts
which will be of value for reference. The
plates are few, there being one of General
Gorgas and one of General Ireland with some
prints of the plans of various parts of the
Surgeon General’s office.

Volume V.—has been prepared largely by
Lieut. Col. Frank W. Weed and a corps of
associates who have contributed special chap-
ters. The volume is lai’gely historical in the
way that a description of all military hospi-
tals of which records are available are given.
There are descriptions with excellent photo-

graphs and drawings of the many hospitals

that were in use during the World War, with
detailed accounts and illustrations of these.

Organization, Administration, and control of
military hospital are taken up' in detail.

Both volumes have an excellent index
which will aid those using them for reference.

The printing and illustrations are excellent

and are a credit to the medical department of

the Army.
Urban Maes.

Principles of Bacteriology, by Arthur A. Ei-

senberg,, A. B., M. D., 2nd edition. C. V.

Mosby Company, St. Louis, 1923.
The second edition of Eisenberg Principals

of Bacteriology for Nurses is clearly written

but contains much information which is un-
necessary. The pages devoted to the theor-

ies of bacteriology and immunity, most of the
laboratory technique and the cultural charac-

istics and finer points of distinction of mi-

cro-organisms are of little practical value to

nurses, and yet not sufficiently complete to

be used as a text book for medical students.
M. Couret.

Chemistry for Nurses, by Fredus N. Peters,

A. M., Ph. D., 2nd. edition. C. V. Mosby
Company, St. Louis, 1923.
The second edition of Peter’s Chemistry

for nurses is very clearly written. The outline

preceeding, and the questions following, each
chapter and the chapter devoted to the poisons
are especially good. This book answers its

purpose very well but it is unfortunate that
more attention is not given to the practical

application of Chemistry as applied to nurses.
It is too elementary as a reference text for
the medical student or practitioner.

M. Couret.
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MALFORMATIONS
Chasi.es I-I. Mayo, M.D., F.A.C.S.,

Rochester.

Nothing in nature furnishes a more
interesting field for study than animal
cell growth, from fertilization to the
completed structure. Our attention is

called to the subject by frequent congen-
ital defects and anomalies of develop-
ment which may destroy life, or, to a
varying degree, impair comfort and use-

fulness.

Certain defects are minor, such as
hoarseness, caused by straining the
voice, and yet in these cases examina-
tion reveals paresis or paralysis of the
left abductor or adductor due to over-
stretching the left recurrent nerve
which passes around the arch of the
aorta and back to the larynx. Over-ten-
sion creates trouble in but 3 per cent
of persons. Both recurrent nerves arise

at approximately the same level from
the vagi. The heart, with its apex for-

ward in early development, becoming
enclosed in the chest with its apex down-
ward, passes over the left recurrent
nerve. This condition renders adenoma
of the thyroid, either in the right or left

lobe, a possible cause of increasing the
tension on an already impaired nerve.
The theory of a change of the inverte-

brate stomach and intestines to a wholly
new system in the vertebrate is plausi-

ble. The cephalic stomach, however, in

the invertebrate has become the ventri-

cles of the brain. The infundibulum of

man was the primitive pharynx and
mouth, and the straight invertebrate gut
in which the contents are propelled by
cilia has become the central canal of the
spinal cord of the vertebrate. The hu-
man embryo, in early life, has broken
off cilia filling the lower part of the
neural canal, which are later absorbed.
The essential difference between the

vertebrate and invertebrate is that in
the vertebrate the intestinal tract is in

front of the nervous system, and in the
invertebrate, behind the nervous system.
The cerebrospinal fluid is formed in the
choroid plexus, and the limited digestion
of the higher invertebrates, many of
which are blood suckers, is carried on by
digestive cell secretion from what is now
the ependyma and the choroid plexus in
the ventricles of the brain in man, and
it is claimed that there are occasionally
found in this tissue cells which resemble
liver and pancreatic cells. With proper
stimulus this might account for a possi-

ble increase in the cerebrospinal fluid,

greater than that normally made and ab-
sorbed.

In spina bifida leaking fluids often
create the irritative changes in the skin
resembling those caused by the fistulous

drainage from the pancreas. Spina bi-

fida occurs but rarely in the upper part
of the cord, being more common in the
lumbar region because of later closure
of the bone. Such tension distends the
membrane and prevents the union of the
posterior laminae, and the sac fusing
with the skin is left projecting. In many
instances spina bifida occurs after the
bony covering is complete, or nearly so,

and may cause absorption anteriorly,

posteriorly, or extend as a cord mem-
brane, with fluid lower than normal,
into the sacral canal. The occult variety
of spina bifida, if anterior, or even if

posterior, in many cases, may only be
seen with the X-ray. Small ones may
spread out and produce little or no ele-

vation of the skin, but a thickening of

the skin over them with an unusual
hairy area, as seen in adults. Large
hairy plaques of the skin of the limbs or
lower part of the body should have a
spinal X-ray test for the occult varieties

of spina bifida.

485
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Spina bifida may involve the nerves
to one or both feet, and club foot may be
associated. Should the terminal fila-

ment become detached from the coccyx
at the same period of development,
either a single club foot or double club
feet would result. Should such condi-
tions occur, or should spina bifida oc-

culta produce the same tension on cer-

tain nerves, the result would be congen-
ital failure of developmnet of the blad-

der and rectum at the cloacal stage, ex-

strophy of the bladder, imperforate
anus, with attachment of rectum to va-

gina, or posterior urethra or bladder.
Rapidly growing spina bifida may some-
times be accompanied by acephalia, or,

in a few cases, by hydrocephalus. Suc-
cessful removal of spina bifida is some-
times followed by hydrocephalus. The
agent producing such an overstimulus
in this early developmental period is

possibly a variation in the salts in the
amniotic fluid. It is noted that there is

usually an excess of amniotic fluid in

monstrosities, and in experimenting
with frogs’ eggs it is found that if they
are developed in a 0.6 per cent of a 1 per
cent salt solution, a high percentage of
spina bifida and ventricular deformities
result; 0.7 per cent of a 1 per cent solu-

tion gives a still higher percentage. The
sea salmon undoubtedly seek fresh water
in which to spawn in order to preserve
their young.

In the human embryo at an early stage
of development the size of the neural
tube and the developing colon are the
same. For a brief transitional period
there is a connection between the lower
neural canal and the developing hind
gut. The lower limbs budd off from the
lower part of the body at an early date,
when the growth of the spine is one-
third faster than that of the spinal cord.
A terminal filament attaches the neural
canal and the fused cord membranes and
idura to the region of the coccyx, and
this removes all strain from the nerves
which supply the lower part of the body,
the bladder and rectum, and the lower
limbs during this period of active
growth of the spine. All of these nerves,
as they leave the cord, pass downward
and then out of the bony foramina. If,

in an early stage, the terminal filament
should pull loose while the spine was
making its rapid growth, there might
be increased tension on certain of the

nerves passing through the bony exits
in the spinal column. It is possible that
club feet are formed in this way, and
defects in the development of the proc-
todeum uniting with the rectum, also

changes of the cloaca, causing various
types of exstrophy of the bladder and im-
perforate anus. This nerve tension may
also be brought about by the occult va-
riety of spina bifida now so often found
by means of the X-ray. The attachment
of the dilated neural canal with a few
nerves fused to the dura and dragged
downward by the more rapidly growing
spinal column, causing increased ten-

sion on such nerves, might result in va-
rious malformations of the feet, one or
both, or of the developing bladder and
rectum. With enough nerves still viable
to afford bladder control, others could
effect the changes noted in the so-called

cord bladder, such as occurs in disease
of the spinal cord, and is often unex-
plainable in patients without. Club foot
is occasionally found with spina bifida
and also occasionally with exstrophy of

the bladder. At the point of attachment
of the terminal neural filament a very
common anomaly is a dimpling of the
skin where the anus of an invertebrate
would lhave been. Vestigial remnants of

e nbryonic nerve tissue are found around
the sacrum and the coccyx, and not in-

fiequently dermoids and sinuses, all of
which have their origin in defects in the
terminal filament and attached! embry-
onic nerve tissue, or dermal tissue tract-

ed inward and buried.

It is apparent that anomalies of the
human body are normal conditions in

certain lower types of life, or the me-
chanical effects of delay, or difficulties

in transition of tissues with a shorter
heredity. What other condition could
produce exstrophy of the bladder? The
work of Brehmer shows that certain
placenta have imperfectly developed
glomeruli, thin plates of epithelium cov-
ering tufts of capillaries which serve for
a time as the urinary delivery of the
fetus to the mother. The wolffian body
(mesonephros) is an excretory struc-

ture, and delivers to the wolffian duct
and into the allantois in the early period
when it is part of the cloaca. The allan-

tois forms the bladder, the upper part
of which connects with the umbilicus by
the urachus. In the latter cysts may
rarely be found, should it, in oblitera-
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tion, contract first next to the wall of

the bladder. In the transition- from the
mesonephros to the permanent kidney
there is an intermediate period in which
the placenta of the mother performs the
function of the kidney. This occurs in

man, rabbits and guinea pigs, but never
in sheep, pigs or cats. In rats the pla-

centa furnishes the entire urinary secre-

tion until birth. Possibly failure of the
human placenta to function, thus forc-

ing on the developing bladder excretion
greater than its capacity, at the time
when the union of the pubic bones
should occur, prevents that union, and
later splits the entire collecting surface
from the umbilicus to the end of the
urethra. In one-fourth of the cases of
exstrophy of the bladder skin is seen be-

tween the normal umbilicus and the ex-

posed wall of the bladder. In three-
fourths of the cases the umbilicus is at

the upper border of the exposed bladder,
but idoes not exist as an umbilicus if the
child lives.

While some of the possible causes of
the few defects considered in this dis-

cussion have been presented many times
from many different viewpoints, others
are new suggestions. However, my op-
portunity to see so many patients with
exstrophy of the bladder (eighty-nine)
and many allied defects of bladder and
intestines, as well as a great number
with spina bifida, has strongly fixed in

my minidi the belief that the defects of
the nervous system are first, and those
of the bladder and intestines second in
importance, and that both may be asso-
ciated with or without defects of devel-
opment of the feet. I am directing at-

tention to the subject so that those who
have opportunity to study such cases,
and to secure specimens, will do their
utmost to see that these specimens reach
some true scientific observers, or anato-
mists connected with the medical schools
of universities, in order that all may
profit, and ultimately facts will replace
beliefs anidi hypotheses. Obviously much
more can be derived from an examina-
tion of fetuses than from an examina-
tion of adolescents or adults when tis-

sues that were present in early life

have disappeared through atrophy. It is

very evident that in the transition from
vertebrate to invertebrate is to be found
the cause of many of the anomalies of
development.

I have in the hospital at present the
following illustrative cases: Case 1. A
man, aged thirty-two years, with exstro-
phy of the bladder, non-union of the
public bones, complete epispadias, and
no umbilicus. Case 2. A girl, aged four
and one-half years, with exstrophy of
the bladder, non-union of the pubic
bones, and a slightly clubbed left foot, a
later defect. The umbilicus in this case
was in the normal position, and there
was an area of the skin between it and
the border of the exstrophy. In both of

these cases the ureters were transplant-
ed into the upper rectum, and the left

sigmoid and the bladder were removed.
Case 3. A boy, aged fifteen years, in

whom tension on the bladder had not
appeared until the pubic bones were
united. Epispadias was present. There
were no sphincters, and there was con-
stant soiling from leaking urine. The
ureters were transplanted to the rectum
and sigmoid; the bladder was not dis-

turbed. Case 4. A baby boy", with im-
perforate anus, on whom it was neces-
sary to perform colostomy a few days
after birth. The lower end of the rectum
was connected by a small opening with
the membranous urethra. The left foot

was clubbed.

METHOD OF EXAMINING THE
NEPHRITIC PATIENT.
Henry A. Christian, M.D.,

Boston.

There is a distinct tendency today in

medicine to replace old, tried, simple
methods by new, rather complicated
methods and laboratory teste. This is

unfortunate for two reasons : Often the
new give no more information than the
old

;
the physician loses his skill with the

old and so cannot apply them to great-
est advantage when conditions arise
which reduce his possible methods to the
simplest types. Methods and tests too
complex to be carried out by the physi-
cian himself always are at a disadvant-
age when it comes to interpretation of

the results in relation to the patient,

especially because the physician who
does not know how to do the test fails to
appreciate its limitations, and the doer
of the test, knowing nothing of the pa-
tient, is equally handicapped. This is

not to say that these newer, more com-
plicated methods are of little value.
Many are of very great value in their
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proper relationship to individual patient

and other methods. Their use requires

intelligence both in application and in-

terpretation. When this is lacking per-

haps the patients profit most in their

omission. I believe that for the majority

of patients perfectly adequate study can

be made with relatively simple methods.

As an example of this I will run over

what seems to me to be the best methods

for the examination of nephritic pa-

tients.

History and Physical Examination.

A careful, complete history and thor-

ough general physical examination

should be the first step in the study of

every nephritic. Study of the heart and

blood vessels is particularly important.

The size and rhythm of the heart should

be determined. X-ray examination of

the heart usually is not needed, for sim-

ple methods tell us quite accurately its

size. If X-ray examination is made the

tube should be at least six feet from the

plate to give parallel rays so as to pre-

vent distortion. Rhythm usually can be

analyzed satisfactorily without electro-

cardiogram if the examiner understands

cardiac arrhythmias. The electrocardio-

graph. of course, gives more accurate

information, but practically it can

usually be dispensed with to no detri-

ment to the interests of the patient. The
same applies to the polygraph. Certain-

ly the patient of moderate means should

not be urged to pay for either X-ray or

electrocardiographic study.

Much can be learned 1 from the study

of the pulse. It is most unfortunate that

the clinician of today so often has lost

the keen touch of the older generation

who had to depend on their simple

senses and comon sense for so much of

their information about their patients.

I have been interested to find that at

times I can detect a pulsus alternans

which tries the patience and technical

skill of my assistants to demonstrate

with any type of polygraph. The pulse

must be studied to determine changes in

vessel wall, variations in pulse wave and
the characteristics of the rhythm. As
stated above, most arrhythmias can be

accurately diagnosed 1 with stethoscope

and palpating finger. A manometer is

needed to record blood pressure; both

systolic and diastolic pressure should be

recorded. The manometer often will de-

tect a pulsus alternans missed by finger

and polygraphic tracing. In fact, to

recognize pulsus alternans feeling the

pulse, use of the manometer and a poly-

graphic tracing are often needed, for

sometimes the one or the other gives the

evidence. In using the manometer the

auscultatory method is best for pressure
determinations; it is well to remember
that at times silent zones occur below
the actual systolic pressure, and so the

true pressure will be missed unless the

pressure is pumped up high and ob-

servations made of the level of pressure

of the first appearing sounds with both

a rising and a falling pressure. Such
silent zones probably arise from tempo-
rary spasm of the wall of the artery.

Ophthalmoscopic examination should

be a regular part of the routine physical

examination of the patient. Much of the

greatest value in diagnosis and prog-

nosis is thus learned. The modern elec-

tric ophthalmoscope is so simple that all

practitioners should use it. Periodic

weighing of patients is important. It

gives the best index of variations in

edema. It is an indication of the ade-

quacy or inadequacy of the diet. A pro-

gressively falling weight when the pa-

tient is given a diet of sufficient calories

is a sure sign that the disease is pro-

gressing unsatisfactorily.

Hemoglobin estimations and red cell

counts are other methods of following

progression of nephritis, as a progres-

sive anemia is a definite sign of a down-
ward course in the patient’s illness.

Urine Anaylsis.

Much is to be learned from study of

albumin content and the casts and cells

in the sediment. There is a very unfor-

tunate tendency to neglect this, especial-

ly the latter, and to do it carelessly. Sed-

iments must be studied in freshly passed

specimens, for they often disintegrate

quickly, particularly in alkaline urines.

The very general custom of having urine

sediments examined by technicians prob-

ably is the cause for the very general

neglect of the valuable information to

be obtained from such study. If physi-

cians would study the urinary sediments

of their patients for themselves instead

of having technicians do it, they would

know vastly more about what is going

on. No description given you can possi-

bly replace personal observation of casts

and cells in the urine. The cast and cell

picture gives us our most accurate
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knowledge of the degree of activity of

renal disease.

Glucose should be tested for and the
specific gravity taken. The twenty-four-
hour amount of urine of patients under
study should be measured and recorded.
The value of this information is greatly
enhanced when similar observation of

fluid intake is made. The important
thing to know is whether there is a nor-

mal balance between fluid intake and
urine output. The output of urine should
be about two-thirds to three-fourths of

the fluid intake. This varies with tem-
perature, for in hot weather much more
water leaves the body as sweat.

Except for albumin, glucose, casts and
cells, specific gravity and amount, little

else can be learned from the study of the
urine. Other observations on urine, so

often reported from laboratories, are of

no real help in studying the nephritic

and represent an unintelligent waste of

money and energy.

Tests of Renal Function.

Three tests are worth while carrying
out. The others may be of use in investi-

gation but add no knowledge of practi-

cal value for the nephritic. Of course
this statement only holds true of present
knowledge; better tests may supplant
these three later. One of these tests is

of use only with slighter degrees of

nephritis; with more advanced stages
only two are needed. The three tests are

(1) the two-hour or concentration test,

often, though incorrectly, called the

Mosenthal test
;
Mosenthal merely modi-

fied the diet to suit Americans; (2) the
phenolsulphonephthalein test, and (3)
the determination of the total non-pro-
tein nitrogen or of the urea nitrogen of

the blood. Only one of these determina-
tions is needed.
The following is the best way of pro-

cedure : If it is not evident that the pa-
tient has very mild nephritis, the phenol-
sulphonephthalein test should be done,

and before breakfast in the morning
blood be taken from an arm vein for

chemical analysis. Urea determination
on the whole is easiest as to technique
and yields perhaps a little more informa-
tion than total rfon-protein nitrogen.

However, either is satisfactory. If the

values for ’phthalein excretion and blood
nitrogen are about normal, the two-hour,
or concentration test, should be done.

This may be done at the outset in the
obviously mild nephritis.

A single test of renal function may be
misleading. By repetition one learns
much more, for it is the trend of renal
function over a period of time that is

important in the nephritic case. Repeti-
tion, too, eliminates the errors of faulty
technique.

With the ’phthalein test failure to

empty the bladder, either because of
prostatic enlargement or nervousness, is

the most frequent source of error. This
easily can be checked by catheterization.
When there is a considerable discrep-
ancy between blood nitrogen and ’phtha-
lein excretion values this should be done
or, at least, the test be repeated.
Blood nitrogen values are influenced by
diet. This needs to be kept in mind in

interpreting results. Also this fact en-
hances the value of the results as a guide
to proper protein intake in the diet and
an index of progress in the patient.

The two-hour test requires nothing
more than a three-meal diet with the
largest proportion of the protein and
salt in one meal. Specimens at two-
hour intervals during a twelve-hour day
are collected and measured. Separate
specimens are not needed at night, only
the total night amount. Specific gravity
is recorded for each two-hour day speci-

men and for the night amount. No test

could be simpler.

The ’phthalein test in simplest form
can be carried out by any physicians on
office or house patients. Blood nitrogen
determinations require skilled labora-
tory technique. Fortunately very much
can be learned without using the latter,

especially when all of the other methods
spoken of above are carefully carried)

out.

Except for the blood nitrogen deter-
minations there is nothing needed in a
thorough study of the nephritic patient
beyond what any physician can readily
learn to do

;
in fact, should know how to

do, and should be expected to do. These
methods are relatively simple and not
time-consuming if intelligently planned.
They yield, when completed, knowledge
indispensable for a proper handling of
nephritic cases. The only complex one,
blood) nitrogen determinations, can be
dispensed with without any great loss to

the patient. I should prefer to see its

omission rather than imperfect carry-
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mg out of the other simpler measures as
is so often seen.

What I have said of the nephritic pa-
tient applies to other groups. Simple
methods of study are the most valuable
ones we have. Undue multiplication of

tests tend to obscure the picture, espe-
cially when the interpreter of results is

none too familiar with the tests or the
patient. It is better for the practicing
physician to adhere to methods thor-
oughly tried out. The trial out of new
methods rightly belongs to the teaching
and investigating clinics, and they needi

to be more cautious than at present in

putting their stamp of approval on the
new. By all means be sure not to make
your patient pay for some examination
of only problematic value to him.
Peter Bent Brigham Hospital.

THE STORY OF THE X-RAY.*
Lester J. Williams, M.D.,

Baton Rouge.

Tracing the science of medicine from
its earliest recorded period, there has
appeared as a seemingly vital part of it

some mysticism and a great deal of ro-

mance. The drugs were prepared at

certain phases of the moon with weird
lights and solemn incantations. A man
of medicine was marked as one who pos-
sessed supernatural power and was set

apart from his brethern as one of a high-
er order.

What would the ancients have thought
if they could have returned to our planet
in 1895 (not thirty years ago)

,
when the

X-Ray was presented to the world ?

To actually have an apparatus that
had the power to penetrate objects opa-
que to ordinary light was not even a vi-

sion with our most distinguished scien-
tists a few years prior to this epochal
discovery.
And the fact of its practicability con-

stitutes the greatest wonder that medi-
cine has produced. The operation of
the machine itself is almost uncanny. It

is as if a fairy dwelt within the confines
of the transformer ready to do the bid-

ding of the doctor.

From the first day that this fairy lo-

cated the key within the closed book,
the demands of the doctor have become
more and more varied.

*Presidential address delivered before the Lou-
isiana State Medical Society. Opelousas. La.. April
22-24, 1924.

The location of foreign metallic bodies
and the diagnosis of fractures has be-
come a most ordinary procedure. The ex-
amination of the gastro-intestinal tract
by means of the opaque meal is now a
routine measure. Every specialty has
need of the X-Ray and there is no physi-
cian who would care to practice medi-
cine without the aid and assistance of
the X-Ray’s penetrating eye.

In an address recently delivered Dr.
William J. Mayo paints a vivid picture
of what would happen if a surgeon be-
came blind. He then refers to the X-ray
as the eye of the surgeon, and adds
that when the X-Ray is discarded the
surgeon is as blind as if he had lost his

eye-sight.

During the war with Germany the
X-Ray proved its worth time after time.
The rapidity of its work among the
wounded, the facility and ease with
which the wounded soldiers were rayed
and diagnoses made were astonishing.
The Germans shipped from America

quantities of contraband articles hidden
in bales of goods, and after America de-

clared war infernal machines were like-

wise hidden, timed to explode in mid-
ocean. Again the X-Ray proved its

worth, and instantly located the arti-

cles without the necessity of further
search.

Even the battle planes were made saf-

er from accident by the examination of
the plane with the X-Ray to discover im-
perfections in the materials used.

In one of the late novels—Black Oxen
—the authoress makes of her heroine
a woman who has been rejuvenated by
the Steinach method, which is an X-Ray
treatment, utilizing the stimulating ef-

fects of the X-Ray. The story is rather
far-fetched and yet Holzknecht of Vien-
na reports of some of the cases treated

in collaboration with Steinach that “The
lassitude had disappeared and full phy-
sical and mental vigor had been restor-

ed ; a decidedly more youthful appear-
ance had been noticed, as evidenced in

the better circulation and greater firm-

ness of the skin.”
But are we any nearer the fountain of

youth with the X-Ray than Ponce de

Leon was? Conservative thinkers re-

ply in the negative.

It is admitted, however, that in treat-

ment the X-Ray has shown a most won-
derful growth. From the treatment of
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facial blemishes it has progressed
through the treatment of diseased ton-
sils, until now, thanks to our German
friends, the X-Ray with its Deep Thera-
py has entered the lists to war on cancer.

Before the war the Germans had done
some work in Deep Therapy, but it was
not until 1920 that news reached us that
they were using with good results a ma-
chine with a penetration of twenty inch-
es. Immediately the American manu-
facturers investigated the German ap-
paratus, with the result that the best
Deep Therapy machines now on the mar-
ket are of American design. This was
made possible by the efforts of Coolidge,
an American physicist, who perfected a
tube that was capable of carrying this
enormous voltage.

He has now made a greater stride by
reducing the time of treatment. For
deep seated conditions the time neces-
sary for treatment was obvioustly quite
long, but with the new water-cooled
Coolidge tube with the capacity for in-

creased milliamperage the time factor is

lowered.

Coolidge as well as many other inves-
tigators in this field are indebted to Wil-
helm Conrad Roentgen, whose discovery
made these wonders possible, and whom
medicine has honored by naming for him
the rays to which he applied the alge-
braic symbol X.

Roentgen the only child of wealthy
parents was born in Lennep, Prussia, in

1845; while most of his life was spent
in Germany his early scientific educa-
tion was received at an engineering
school at Apeldoorn in Holland. At the
age of twenty he was graduated from
the university in Zuerich, Switzerland,
with the degree of Doctor of Philosophy.
With Prof. Kundt he went to Wuerz-
burg, a place he was later to make fam-
ous by his discovery of the X-Ray. An
assistant professorship in physics in

Strassburg was his next position, and
at the age of thirty he began teaching
mathematics and physics at the Agricul-
tural Academy in Helenheim. Later he
returned to Strassburg and as Prof.
Kundt’s associate he taught theoretical
physics.

For nine years or until he was forty-
three years of age Roentgen was profes-
sor and director of the institute of phy-
sics at Geissen, leaving this position to
accept the directorship of the depart-

ment of physics at the University of
Wuerzburg, and while there in 1895 dis-

covered the X-Ray or Roentgen Ray as
it is now called.

But the entire credit should not be
given to Roentgen alone, for there are
others, whose discoveries were import-
ant steps making the ultimate goal possi-

ble. And to these scientists should we
accord their just share in this honor
high enough to include all contributors.

Particularly should we honor Crookes,
an Englishman, for his tube, and with-
out doubt Crookes was really the first
to produce X-rays.

In the discovery of the X-Ray we can
almost imagine that the stage was set
for the act, each scientist entering and
acting his part, making his discovery a
part of the drama, leading to the climax
of the play or the final discovery.

First to enter on the stage is Otto Von
Guericke with the air pump to produce
a vacuum, this in the year 1650; then
came a high tension electric current to
send through this vacuum. For the pro-
duction of the high tension current we
are indebted; to Faraday in 1838. Twen-
ty-one years later Geissler studied the
effect of passing a high tension current
through a vacuum tube, but failed to
produce the X-Ray because the degree
of vacuum necessary was lacking. This
deficiency was supplied by Herman
Sprengel in 1865, who invented the mer-
cury air pump, permitting high rarefac-
tion with more rapidity.

Then upon the scene came Eng-
land’s son, Sir William Crookes, who in
1875 exhausted tubes to the required de-
gree of vacuum and without a shadow
of a doubt produced the X-Ray.

This was the cue, to continue the
phrases of the stage, for Roentgen of
Wuerzburg to enter with a coil, a small
cylindrical-shaped tube, and a screen
consisting of a piece of card-board with
some crystals of barium platino-cyanide
deposited on it.

He actuated the Crookes tube, when
to his amazement the crystals on the
cardboard, which had been placed on a
table some distance away, fluoresced.
Again he actuated the tube making dou-
bly sure that all light was excluded and
again the fluorescence appeared.
“What did you think when you observ-

ed this phenomenon?’’ was asked of
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Roentgen. “I did not think” replied the

discoverer “I investigated.”

Like the frontiersman who blazed the

path with his ax, so did Roentgen in his

investigation open the way for added
exploration, until now the Roentgen
Ray has become so much a part of our

lives that even the children are familiar

with some of its wonders.
Since 1895 the X-Ray has passed

through many cycles beginning with an

extreme optimism when everything was
expected of it and nothing seemed im-

possible. Then the pendulum swings

back equally as far to the stage of pessi-

mism, when it was found to have limita-

tions, and the X-Ray considered without

value on account of these limitations.

Now the pendulum is stationary at the

stage of conservatism. The minor limi-

tations are recognized and discounted,

for the impossibilities of the past have

become the routine work of the present,

and who among us has the prophetic vis-

ion to forecast the future wonders of

the X-Ray.
When Roentgen died in 1923 thous-

ands of physicians in all parts of the

world were enrolled under his banner as

Roentgenologists engaged in the work
founded by this scientific genius.

To these men engaged in this hazard-

ous branch of medicine I am paraphras-

ing the words of Guy de Chauliac who in

the 14th century addressed the follow-

ing to the surgeons of France

:

“Let the roentgenologist be bold in all

sure things and fearful in all dangerous

things; let him avoid all faulty treat-

ment and practices. He ought to be

gracious to the sick, considerate to his

associates, cautious in his prognostica-

tions. Let him be modest, dignified,

gentle, pitiful and merciful; not covet-

ous nor an extortionist of money. But

rather let his reward be according to his

word, to the means of his patient, to the

quality of the issue and to his own digni-

ty.”

THE PROPER EVALUATION OF
LOCAL ANESTHESIA.*

Urban Maes. M.D.. F.A.C.S.,
New Orleans.

Local anesthesia has a large and
helpful place in surgery and its use is

*Read before the Seventh District Medical So-
ciety, Crowley, La., March G. 1924.

to be encouraged, but in spite of this

there are certain factors which make a

more detailed analysis of its status

necessary at this time. In the begin-

ning, let me apologize for seeming in any
way to detract from this most valuable

surgical adjunct, and let me say that

my purpose is merely to weigh some of

the evidence, and to urge its use only in

properly selected cases.

Fixed ideas and dogmatic statements

are not conducive to medical progress.

The physician with the single-track

medical or surgical brain will soon col-

lide with some obstacle. I can illustrate

this in no better way than by recalling

to your minds that there was a time

when the surgeons in this section were
considered extremists in the use of

chloroform as a general anesthetic. We
were almost the last to abandon the uni-

versal use of this drug, in spite of the

fact that all the commissions which had
investigated the comparative statistics

gave a much lower mortality to ether.

It took several deaths in quick succes-

sion to make us see the light. I may
say in justification of this stand, how-
ever, that I have been informed by naval

surgeons working in the tropics that

they get a better anesthesia in those

hot climates with chloroform. This may
be due to the low boiling point and too

rapid volatilization of ether; indeed, in

one institution in New Orleans, during
very hot weather, the ether to be used

on a given day is ‘Trapped” by being

kept in a tub of cracked ice to reduce its

boiling point temporarily.

While the general anesthetic in use

at the present time, such as ether, nit-

rous oxid and ethylene, have a definite

mortality, Hare pointed out long ago

that this is very low, and that the risk

is scarcely greater than is incurred in

the pursuit of one’s daily routine. Peo-

ple do not hesitate to take an ocean voy-

age for pleasure, yet the incidental risk

is rather greater than that of being put

to sleep by a competent anesthetist. I

dare say that the increased number of

automobiles in our urban communities
jeopardize life much more than does, a

well-administered general anesthetic.

Now7 a favorite argument of the advo-

cates of local anesthesia is that there is

no direct mortality dependent on its use.

This may be true, but there is an attend-
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ant morbidity and mortality which cer-

tainly must be considered. In my own
experience local and general anesthesia
divide the honors as far as mortality is

concerned. I have lost one goitre pa-
tient on the table under ether from the
collapse of a sabre trachea, and one
nephritic died after a very satisfactory

operation for hernia under local anes-
thesia. Both patients were in good con-

dition, and in both instances the anes-
thetic seemed to be the factor which pre-
cipitated the unfortunate termination.

Before considering the disadvantages
of local anesthesia, let us review in a
general way some of the more important
indications for its use. Certainly one of

our fundamental present-day difficul-

ties is the securing of trained anesthet-

ists in any but large surgical clinics

where sufficient salary can be offered

to make this specialty attractive. As a
rule, in most of our institutions we are

compelled to depend upon an ever-shift-

ing class of internes who are not inter-

ested in this branch of surgery, as they
do not intendi to follow it. The long in-

duction period with the patient held
down by several attendants, the discom-
fort of the surgeon who operates on a
struggling patient, and the consequent
stormy post-operative course have com-
pelled us in many instances to resort to

local anesthesia. For this reason, if no
other, it is well for the general surgeon
to acquaint himself with the technique
of local anesthesia, which will not only
add to his usefulness, but will be an in-

centive for him to keep himself informed
in anatomy, for it has been well said that
for a man to be proficient in local and
regional anesthesia he must be a com-
petent anatomist.

It is all the more imperative to be
familiar with all phases of local anes-
thesia as it does not seem likely that the
supply of general anesthetists is likely

to increase at any time in the near fu-

ture. Let me say parenthetically that
this is an important reason why legisla-

tures should be discouraged from pass-
ing laws limiting the administration of

general anesthetics to registered phy-
sicians. We all know many nurses who
are fully competent to look after this

procedure. Whenever I am asked to

favor such an act, I always answer by
assuring the professional anesthetist

that I shall be glad to play the game his

way as soon as he can keep me supplied
with men of specialized training who
will not gouge my patients with exorbit-
ant fees, who will furnish a routine
brand of service, and who will devote
their time and energy to the patient’s
anaesthesia and not to my operation.
This usually puts a quietus on the argu-
ment.

The use of local anesthesia makes
one a profound student of temperament
as well as a good anatomist arudi physi-
ologist, and the recent demonstration of

Professor Hans Finsterer of Vienna
would seem to lead to the conclusion
that its possibilities are unlimited. To
see this master of surgical technique
demonstrate his splanchic and mesen-
teric anesthesia and resect two-thirds
of a patient’s stomach seems more than
dramatic. The wonderful work of
Braun, followed by Crile, Cushing,
Bloodgood, Allen, Hertzler, Labat and
Farr, makes us realize the far-reaching
possibilities of the regional and neuro-
regional methods, the latter exemplified
in the work of Kulenkampff, Kappis,
Schlosser and Hartel, to say nothing of
our own great pioneer, Dr. Rudolph
Matas. But in spite of this, there are
other factors to be taken into considera-
tion, age, sex, race and temperamental
characteristics. Except for the brilliant

results of Bevan, Lewis and Downes in
operating on infants with congenital
pyloric stenosis by the Fredat-Ramstedt
technique it is questionable whether sat-

isfactory work can be done under local

anesthesia on any but starved and
many times moribund infants. Certain-
ly women are poorer patients than men,
and such temperamental races as the
Italians and French make undesirable
subjects. Also, I still Hold the view
which I advanced before a society meet-
ing some years ago, that local anesthe-
sia should usually be the method of
choice in old people, in all operations for
strangulated or incarcerated hernia, and
in physicians, for this last group of pa-
tients always has a dread of losing con-
sciousness.

In so far as actual operations are con-
cerned, it is usually agreed that in those
surgical procedures where anatomical
lines can be followed, such as hernio-
plasties, removal of tumors and dissec-
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tion of nerves and blood vessels, re-

gional and neuro-regional methods of

anesthesia have their greatest field of
usefulness. It is doubtful whether we
should employ either of these methods
where there is danger of diffusing cells

from malignant disease, or bacteria
from infected foci. During the World
War we learned very early that debride-
ment could not be done with the same
high percentage of primary union when
a local anesthesia was used in prefer-
ence to ether narcosis. The toxic thy-
roid is another contra-indication unless
some other form of anesthesia is used,
such as nitrous oxid, to “take the pa-
tient out of the operating room.’’ This
may seem to be a paradoxical statement
in the face of the brilliant work of Crile,

but I have always felt that the greater
part of Crile’s anoci-association was
Crile himself, who is certainly a master
technician and in whose hands even less

drugging than his present method de-
mands would be necessary to obtain his
brilliant results. Again, a sub-total gas-
trectomy in Finsterer’s hands seems
easy, but I doubt whether many of us
could do so well.

Most of the deliberate operations on
individual abdominal organs can be suc-
cessfully performed under local, includ-
ing the appendix, the gall-bladder, the
organs of the female pelvis, and the
kidneys, but we must remember that in
at least 35 per cent of patients with
intra-abdominal disease there is more
than one condition present, and a cer-
tain amount of exploration is always in-

dicated. Opening and closing the ab-
domen is simple enough, injection of the
mesentery of any single organ will con-
trol local pain, but an attempt to work
belond a limited! area is always accom-
panied by a sickening feeling referred
to the epigastrium, and almost invaria-
bly followed by vomiting, and partial or
complete evisceration with its usual se-

rious consequences, often necessitating a
general anesthesia to replace the ex-
truded organs. The early work of Matas
in the resection of both superior max-
illae in one patient after blocking the
second division of the trifacial was a
brilliant achievement which antedated
the subsequent work of Hartel, Schlosser
and others who used the same or a sim-
ilar technique in their respective pro-
cedures for alcoholization of the

branches of the trifacial in tic doulou-
reux. The injection of large nerve
trunks, either without or with expos-
ure, is helpful in many operations, but
as I have already pointed out, it is

much more useful when we follow
anatomical lines. It is for this rea-

son that the repair of hernias lends
itself especially to the use of local anes-
thesia by the regional or neuro-regional
method, and again for this reason I have
chosen to make an analysis of a series of

operations for the cure of this condition
to show that we should be elective in the
choice of our anaesthetic agent.

In operations for the cure of hernia
the avoidance of recurrence must be our
prime consideration, and it is an ad-
mitted fact that the incidence of recur-

rence is in almost direct proportion to

the number of deep infections following
the operation. There are other factors,

of course, but the greatest number of

recurrences follow infection. The fig-

ures collected for me by Dr. A. B. Pitkin
from the record room of Touro Infirm-
ary show that suppuration is just three

times as frequent after local anesthesia
as after general, and this in spite of the

fact that operators are usually more
careful in handling tissues when pa-

tients are awake. This is fairly conclu-

sive evidence that the use of local anes-
thesia does reduce local resistance to in-

fection. The fault does not lie in any
one agent. Some years ago I began ob-

serving the local effect of such drugs as

cocain, novocain, tropocain, etc., in re-

spect to local inflammatory reactions,

and I could see no material difference.

One manufacturer added a chemical
antiseptic to his product, and this

seemed to cause more local redness. The
local reaction of tissues to the double

salt of quinine and urea has led to its

use being abandoned by nearly everyone.

Adrenalin is a necessary addition to all

solutions which are used, and the tem-
porary anaemia and reactionary hyper-

aemia may be the cause of some of our

bad results. It is useless to remind you

that small blood accumulations separate

the tissues, thereby preventing close

union, and at the same time act as pabu-

lum for any micro-organisms that may
be carried in by the many needle punc-

tures or the skin incision. While the

deep anesthesia can be secured by the

method of Cushing and Bloodgood, ere-
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ating an oedema of the analgesic solu-

tion around the ilio-inguinal and ilio-

hypogastric nerves, the skin of the area
must be anesthetized by local infiltra-

tion, and it is this procedure which is

fraught with danger. In working with
this neuro-regional method, now advo-
cated with slight modification by Labat
and others, I attempted to minimize the
amount of solution, thinking that the
odematization might be the cause of low-
ered resistance, and I found that an
average of one ounce of a Jd per cent
solution of novocain was sufficient for
most cases, but this did not seem to in-

fluence the results materially. It is

probably no single factor, but a combin-
ation, which gives us three times as

many infected patients when local anes-
thesia is used.

The figures cover a period of eighteen
months, ending October 24, 1922. The
operations were performed by some fif-

teen surgeons, hence bad results cannot
be charged to the carelessness of any one
operator. There were 457 operations
tabulated, with 222 under local and 235
under general anesthesia. Fourteen
were femoral hernioplasties, six under
local and eight under general, and in

this group there were no infections, just
why I cannot say. The other operations
were all inguinal hernioplasties. In the
whole group there were 56 infections

following local anesthesia (usually 14
per cent novocain with 4 m. adrenalin to

the ounce), and 20 infections when gas,

ethylene or ether was used, that is 25.2

per cent for local as against 8.4 per cent

for general anesthesia. The Bassini or
Ferguson-Ancirews operation with only
slight modifications, was done through-
out the series.

In conclusion, let me emphasize again
that age, sex and race must be consid-

ered, as well as anatomy and pathology,
in the selection of an anesthesia for a
given patient. Then, when local anes-
thesia has been selected, we must be
prepared for infection three times as

often as when general narcosis is em-
ployed. Careful technique may reduce
this figure somewhat, but we must not
lose sight of the fact that we cannot ex-
pect the same immunity from local in-

flammation when we have so many fac-

tors predisposing to suppuration in the

use of local anesthetics.

LUMINOL OF SODA IN THE TREAT-
MENT OF HYPEREMESIS

GRAVIDARUM.
Hilliard E. Miller, M.D., F.A.C.S.,

New Orleans.

The high hospital mortality which is

reported for the severer types of hy-

peremesis gravidarum, variously esti-

mated at from 10 to 20 per cent, is easily

explained on the ground that a large

number of the cases are admitted in an
extreme degree of starvation and highly

toxic, while others are actually mori-
bund, so that no form of treatment, in-

cluding the induction of abortion, can
be expected to avail. On the other hand,

the condition is a serious one, even under
the most favorable conditions in private

practice, and because as yet no theory

has been advanced to cover all its phases,

the treatment remains largely empirical

and correspondingly unsatisfactory.

As yet no specific toxin has been iso-

lated as the causative agent, but it is gen-

erally accepted that the liver is unques-
tionably the organ which is primarily

involved, though just what brings about

the dysfunction has not been satisfac-

torily explained. The best explanation

yet offered is that in some manner it

becomes incapable of storing glycogen

and because of this inability is also in-

capable of detoxifying substances from
the intestinal tract. Logically, there-

fore, the administration of glucose

should rectify this condition, but that it

does not is proved by the fact that prac-

tically all that is injected is eliminated

through the kidneys very shortly after

its entrance into the blood stream.

Possibly the glands of internal secre-
tion, acting directly through the sympa-
thetic nervous system, are partially re-
sponsible, but we cannot say definitely
that any particular gland or group of
glands plays a specific part. In our
hands the administration of various
glandular extracts, particularly corpus
luteum, as advocated by Dr. B. C. Hirst,
has proved very disappointing, anid; I am
strongly inclined to believe that any
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cases which improved under this treat-

ment would have improved in the same
degree under any other form of sugges-

tive treatment.
For a long time it was believed that

Williams’ theory of the rise in the am-
monia coefficient, while it did not ex-

plain the causes, would at least aid us

in the differentiation between the toxic

and neurotic types, but it is now gener-

ally believed, and Williams himself

takes this view, that this rise is the se-

quel of starvation, and therefore is of no
value in diagnosis. Recent investiga-

tions of the liver function in the phenol-

tetrachlorothalein test seem to indicate

that we may expect considerable assist-

ance from it in determining the degree

of liver involvement and the toxicity of

the causative agent, as well as in difer-

entiating the types.

Kidney involvement is apparent only

at the last, and is usually manifested by
a slight trace of albumin and occasional

casts, proving that whatever pathology
does occur is in the convoluted tubules.

Acetone is of common occurrence, but
merely indicates a condition of acidosis,

the result of starvation and dehydration.
Experiments on the carbon dioxide com-
bining power of the blood have been uni-

formly negative.

Undoubtedly the larger group of these
cases is neurotic rather than toxic in

origin, but the differentiation as yet is

obscure, and even the neurotic group
does not respond readily to treatment in

all instances. Personally, I am firmly
convinced that in the early stages both
morning sickness and pernicious vomit-
ing are the result of pylorospasm,
though whether as a reflex from the
pregnant uterus or from the glands of

internal secretion I am not prepared to

say. Moreover, the mortality is alwTays
directly in proportion to the duration of

the symptoms. Therefore, every case of
the so-called morning sickness of preg-
nancy should be regarded as a potential

case of hyperemesis gravidarum, and
should be treated accordingly. The in-

stitution of simple measures, such as the
regulation of diet, frequent small meals,

the correction of constipation, exercise,

and the administration of small doses of

sedatives will cure a very large propor-
tion of the early cases. Too many pa-
tients, however, regard this condition as
an integral part of their pregnancy, and

delay consulting their physician con-
cerning it. They should not be alarmed
unduly, but they should certainly be in-

formed that this is not the case, and
warned that it may develop into some-
thing very much more serious if it is not
checked.

I have been led to consider this sub-
ject again for two reasons: In the
course of another investigation I hap-
pened to have my attention called to the
results in the treatment of this condition
in one of the Charity Hospital wards,
and was reminded anew of how serious
a complication of pregnancy it may be-
come; and I desire to record the very
successful results I have had from the
use of luminol of soda (phenolbarbital
sodium) as advocated by Dr. Ralph
Luikart in the April, 1923, issue of the
American Journal of Obstetrics and.

Gynecology.

During the period from 1920 through
1923 38 white women were admitted to

ward 65 at Charity Hospital with a diag-
nosis, afterwards confirmed, of the vom-
iting of pregnancy. The ages ranged
from 15 to 42. Fifty per cent were
primiparae, but one patient was preg-
nant for the thirteenth time. The stage
of gestation ranged from 6 weeks in 3

patients to 7 months in one, following
dengue fever; 55.3 per cent were preg-
nant about 3 months. Eight patients

had had the same condition in previous
pregnancies, and in one case it had oc-

curred 3 times; that is, over 21 per cent

of the multiparae, who formed 50 per

cent of the series, had experienced this

trouble more than once. The duration
varied from 1 week in 3 patients to 3

months in one. With the majority it had
lasted about 2 months. Eighty-two per

cent had temperature above normal, the

great majority being below 102. Twen-
ty-four patients, 63.3 per cent, showed a

pulse rate over 100, and in 16 of these

cases it was over 130. Thirty-nine per

cent showed changes in the urine, in-

cluding albumin, casts, acetone, indican

and diacetic acid. The highest blood

pressure was 135-85, the lowest 84-60.

In 4 cases the hemoglobin ranged from
50 to 30 per cent. Six patients had posi-

tive Wassermans, andi one had a gon-

orrheal infection. Eight were markedly
emaciated, two having lost 20 and 50

pounds, respectively, and 10 showed
definite evidence of dehydration. Three
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patients had goitres, 2 being definitely

toxic. Three had pulmonary tubercu-
losis. Other complications included
acute parotitis, measles, a streptococcal

leg abscess, appendicitis and jaundice.

Every possible method of treatment was
used, including rest in bed for all cases,

proctoclysis, hypodermoclysis, infusion,

transfusion, purgation, alkalinization,

gastric lavage, tube feeding, bromides,
opiates, glandular extracts—one patient

had 25 corpus luteum injections without
result—and 5 therapeutic abortions, 3

by catheters, ! by catheter and bag, and
1 by hysterotomy.

In 23 cases the vomiting was checked
entirely in from 5 to 40 days, the aver-
age being from 12 to 15 days. Eight
patients left the hospital against advice,

improvedl but not cured; one of these
had remained 35 days. Seven died, a
mortality of 18.4 per cent, and an analy-
sis of the deaths is interesting. The
first patient had a positive Wasser-
man, pulmonary tuberculosis, and a
streptococcal leg abscess, which had to

be drained
;
she aborted spontaneously a

month after admission, at 5 months, and
died one hour later. The secondi had a
toxic goiter, with a pulse never under
140 ;

she died suddenly on the fifteenth
day, when she was three and a half
months pregnant

; the vomiting had
never been checked. The third case had
a hysterotomy 2 months after admis-
sion, at 5 months; she died on the third
day. Case four had an induced abortion
after a month, at 4 months; she died in

3 days. Case five had an induced abor-
tion after 2 weeks

;
she was 4 months

pregnant, and died in 12 hours, before
delivery. Case six was admitted prac-
tically moribund, and died in convul-
sions in 48 hours

;
she was about 4

months pregnant, and hadi pulmonary
tuberculosis, as well as a marked anemia
from malnutrition. Case seven had an
induced abortion 3 weeks after admis-
sion

;
she developed parotitis and died in

12 days, being about 3 months pregnant.

A survey of these figures proves cer-

tain facts very definitely. The cases ad-
mitted early responded to treatment
with a fair degree of promptness, but
the longer treatment was delayed, the
less hopeful was the prognosis. Every
known therepeutic agent was employed,
but no one method was uniformly suc-

cessful, and the results in general were

most discouraging. An analysis of the
deaths, omitting those in which other
complications were present, shows that
if therapeutic abortion is to be of any
value it must be performed early; other-
wise it simply hastens the fatal issue.

In justice to the staff it should be point-

ed out that in many instances the pa-
tients, because of religious convictions,
rejected the proposal to empty the
uterus, and the delay should be charged
up to this fact, and not laid at the door
of the service.

I admit that the records from a pub-
lic institution are in no way comparable
to those in a carefully supervised pri-

vate practice, but every obstetrician at

some time runs across neglected cases
in his private work, or even carefully
supervised cases which have gotten out
of hand. At various times, therefore, in

private work I have been called upon to

meet these problems, and I have used
every method of treatment, only to dis-

card them all. I obtained particularly
unsatisfactory results with the Paddock
treatment by duodenal tube. I found
that the difficulty of swallowing the
tube increased the nervousness of pa-
tients already extremely excitable, and
it was rarely retained long enough to

get into the duodenum. I have carried
possibly 15 cases along by the starva-

tion method, hospital treatment, isola-

tion in the charge of a competent nurse,

complete starvation for 24 or 36 hours,
the fluid balance being maintained by
hypodermoclysis of normal saline solu-

tion, and procotoclysis, with a return to

a graded milk and cereal diet, and then
to solid food. I never permit a patient

to go longer than three or four days
with a pulse over 100 without advising
termination of the pregnancy. This is

one of the signs of increasing toxemia,
and a thorough respect should be paid
to it. This treatment, as I have said, has
been fairly successful, but it is long and
tedious, and I am never certain what the

outcome will be.

Acting upon Dr. Luikart’s suggestion,

for the last year I have been using lumi-

nol of soda in all cases where the vomit-
ing of pregnancy was not amenable to

simple measures, and so far I have had
unqualified success. To date I have used
the treatment in 10 patients. Five were
retaining possibly a third of the food
ingested, but were losing strength and
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weight. The other five were undoubted-
ly instances of pernicious vomiting, but
whether toxic or neurotic I cannot say.
All of the latter group had been under
hospital treatment in other services and
had had the routine measures of procto-
clysis, hypodermoclysis, glucose infu-
sions, starvation treatment and glandu-
lar therapy, with little or no result. One
of them, at least, was quite as ill as any
patient I ever saw under the same cir-

cumstances in a public service. The
same treatment was employed with all.

Two grains of luminol of soda was given
one hour before each meal, with the
same dose at bedtime, all by mouth ex-
cept in 3 cases, where the first doses
were given by hypodermic, and the pa-
tient was instructed to resume her or-

dinary diet. In one case, about three-
quarters of the food taken during the
first 24 hours was retained, after which
there were no further attacks of vomit-
ing; in every other case the relief was
immediate. Within a week they had all

gained; weight and strength, their color
was improved, and their outlook on life

was very different. The number of
doses was diminished after four or five
days, and within three weeks the drug
was discontinued entirely. In no instance
has there been a recurrence of the trou-
ble. At the present writing 5 of the pa-
tients have been delivered without dif-

ficulty of live babies, and the others are
within one or two months of term.

The only untoward symptom follow-
ing the administration of the drug was
one case of urticaria, which was relieved
by applications of soda paste. Several
patients stated that they had had wild
dreams, but none complained of restless

nights due to drowsiness during the day,
which Dr. Luikart mentioned as an ob-
jection in his report.

I can give no explanation for the suc-
cess of luminol in the treatment of this

condition except that it checks the py-
lorospasm, which I believe is largely re-

sponsible for the trouble. There may
also be an indirect effect on the nervous
system. I have not, of course, used it

in a sufficiently large series of cases to
make any statements of value concern-
ing it, but certainly it has been the most
satisfactory agent I have found; as yet
to combat this always annoying and fre-

quently serious complication of preg-
nancy.

WHAT PRODUCES THE SHADOWS
IN THE AORTIC AND HILAR

REGIONS.*
Amedee Granger. M.D.,

New Orleans.

Officier d’Academie ( France

)

: Director. Roentgen -

Ray Department, Charity Hospital ; Professor
of Radiology, Post-Graduate Medical School

of Tulane University.

Because there existed a great diver-
sity of opinion as to just what anatomi-
cal structures produced the shadows at
the base of the heart and in the hilar
regions, Drs. L. Delherm and Robert
Chaperon undertook a painstaking and
exhaustive anatomico-radiological study
of the large vessels at the base of the
heart and of the hilar structures,
bronchi, pulmonary arteries and veins,

with the hope of finding the correct an-
swer to the following questions :

1. What produces the right border of
the median shadow in normal subjects?

2. Where does the ascending aorta
pass?

3. What produces the superior curve
or the radiologic aortic arch?

4. What is the median curve, and
what produces it?

5. What produces the hilar shadows?
In brief, their aim was to determine

with precision the course of the aorta,

the superior vena cava, the pulmonary
artery and veins, the trachea and larger
bronchi, and what relations these bear
to each other on posterior-anterior views
of the thorax.

Dr. Chaperon (1) made over 175
radiographs of 14 cadavers before and
after injecting opaque material into the
larger vessels, the trachea and the larg-

er bronchi under fluoroscopic control.

To avoid disturbing the thoracic organs
and structures, the thoracic cavity was
never opened, the opaque material be-

ing injected by way of the neck and ab-

domen. The youngest subject injected

was 20 years old, and the oldest 83 years.

Aortic Shadotc.

Up to this time the majority of the

authors (2) stated; that the right border
of the median shadow was formed from
below upwards by the right auricle, the

superior vena cava, and the ascending
aorta. And that the left border of the

median shadow was formed from above
downwards by the first portion of the

*Read before the Orleans Parish .Medical So-
ciety, November 26, 1923.
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descending aorta, the pulmonary artery
and the left ventricle.

As a result of their studies on the ca-

daver, Delherm and Chaperon (3) fur-

nish indubitable radiographic evidence
that the right and left borders of the

median shadow are formed as follows:

The right border is composed of four
portions from above down

:

1°. Passing obliquely across the ster-

no-clavicular angle, the shadow of the

right innominate veins.

2°. Below is the external border of the
superior vena cava, sometimes straight,

but more often with a slight convexity

outwards. It terminates in a slight

notch. The point D.
3°. Below that oint, the shadow of the

right auricle, with convexity to the right

is seen. A well-defined notch marks
its lower end at the point D’.

4°. Finally, below this point D’ a shad-
ow usually vertical, but sometimes di-

rected obliquely outward, reaching to

the diaphragm is seen. This shadow is

formed by the interior vena cava.
The left border is composed of five

portions

:

1°. The upper end, which varies in

size with the age of the subject and the
position of the arch of the aorta, has a
straight course and is formed; by the
sterno-vertebral shadow. Rarely it runs
obliquely upward and outward and is

then produced by the left subclavian
artery.

2°. A curved shadow with convexity to

the left, the aortic hemi-circle or ter-

minal portion of the transverse arch of

the aorta-
3°. The first portion of the descending

aorta, usually vertical, sometimes slight-

ly oblique downward and to the left ;
its

lepgth is variable, normally in adults 1

to 2 cm. It may reach 5 cm. in cases of

senile aortitis.

4°. Below the Median Curve of the
Authors is seen. Its course runs obli-

quely downward and to the left in a

slight notch at the point G. Delherm
and Chaperon believe that in normal
subjects this shadow is produced entire-

ly by the trunk of the pulmonary artery,

but they are willing to admit that when
! the heart lies in an exaggerated hori-

zontal position, the lower portion of the
median curve may be produced by the
shadow of the left auricle.

5°. Below the point G the left border

of the median shadow is formed by the
shadow of the left ventricle.

Contrary to the opinion generally
held, the aortic shadow in none of their

subjects, two of whom were 73 and 83
years old respectively, and had well
marked, senile aortitis, extended beyond
the right border of the superior vena
cava cava, and they were forced to con-
clude that heretofore the diameter of the
whole or part of the superior vena cava
has been included in the measurements
of the transverse diameters of the arch
of the aorta.

In one of their subjects the radiograph
made before injecting the large vessels

with the opaque solutions, showed a
marked increase in the size of the shad-
ow at the base of the heart, and the ra-

diograph made after the large vessels

had been injected under fluoroscopic

control, showed that the aorta was only
slightly enlarged, lying entirely behind
the sternum, at some distance from the
superior vena cava and in no wise re-

sponsible for the enlarged shadow noted
above.

In a recent work, (4) to demonstrate
the relationship of the heart and its

valves to the anterior thoracic wall, Le
Wald shows that the ascending aorta is

situated behind and entirely hidden by
the sternum, and that the right border
of the upper portion of the median
shadow is formed by the shadow of the
superior vena cava.

Hilar Shadoivs.

De la Camp, Kraft, Arnsber'ger,

Schellneberg, Juageas, Cottenot, etc., at-

tribute the hilar shadows to the bron-
chial tree; Riedre, Albers-Schoenberg,
Cohn, Barj on, Gauducheau, Bordet, Gar-
cin believe that they are of vascular ori-

gin. Cowl, Groedel, Albert Weil attri-

bute them in part to the vessels and in

part to the bronchi. Finally, a large

number of practitioners believe that

they are of lymphatic origin.

As a result of their anatomo-radio-
logical studies of the hilar shadows on
cadavers injected under fluoroscopic

control, Delherm and Chaperon conclude

(5) that the normal hilar shadows and
lung markings are produced almost en-

tirely by the pulmonary arteries and
their branches.
On good radiographs of living adults,

these ramifications can be followed al-

most to the axillary zones of the lungs.
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On the other hand in radiographs of

cadavers of normal subjects when these

arteries are empty and have not been
filled with opaque material, the hilar

shadows and lung markings are either

absent or but slightly visible.

The larger bronchi produce clear

band-like shadows nearly always visible

either in the Posterio-anterior or Ob-
lique positions. Their absence suggests

that pathalogical changes have taken
place in the bronchi or the peri-bron-

chial glands.

The pulmonary veins usually invisi-

ble in children and adults can be seen

in radiographs of elderly subjects and
in certain pathological conditions.

When normal, the tracheo-bronchial

glands are not visible, but when enlarged

as the result of inflammation or disease,

they may modify the shape and dimen-
sions of the hilar shadows to a consider-

able degree. Under those conditions,

the pulmonary arteries are no longer

clearly visible, but become partially or

totally submerged in a more or less dense

shadow in contact with the cardiac

shadow and usually having a flou or

hazy outline, and the clear band (bron-

chial shadow) normally seen between
the shadows of the heart and the pul-

monary arteries disappears.
The authors believe that a correct in-

terpretation of the hilar shadows is not

possible without a minute study of the

course of the pulmonary arteries and
their branches, of the larger bronchi,

and especially of their relations to the

median shadow.
They have no doubt that in many in-

stances the ramifications of the pul-

monary arteries when unusually well

brought out, have been diagnosed as

peri-bronchial infiltrations and fibro-

sis.

The writer had many opportunities

both in his hospital and private work to

verify these landmarks, and he believes

with the authors that as they become
more generally knowm and appreciated,

the diagnosis of enlarged aorta and of

peri-hilar and peri bronchial infiltration

will become fewer.
The measurements on tele-radiographs

of the vertical diameter of the aorta

(the aortic hemi-circle) in the Post-Ant.
view, and of the transverse diameter of

the ascending aorta in the oblique view,
remain the same as before but the trans-

verse diameter of the aorta in the Post-

Ant. view becomes much less than 4.5

cm. to 8 cm. varying with age of the sub-

ject, which is given by the majority of

the authorities.

Just what this new measurement
should be we are not prepared to state

definitely at this time, but we are led

to believe from measurements made on
tele-radiographs of numerous subjects

that 2.6 cm. at 20 years increasing with

the age to 5 cm. at 70 is about right.

In our hospital service, we consider

anything over 4 cm. in a subject 40 years

or less, and anything over 5 cm. at 60

years, as pathological. These findings

have been corroborated in a sufficiently

large number of cases to convince us

that the measurements given above are

not very far from the correct ones.
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DISCUSSION.
Dr. I. I. Lemann: So important a presenta-

tion should not go without comment. To

those of us who have seen what were appar-

ently large median shadows, a change of the

interpretation means a recasting' of our ideas

and a re-studying of the things we have seen

in the past, as were as a proper viewing ot

the cases we see in the future. I have been

a warm defendant of the idea, for a good

many years, that mediastinae abnormalities

of of more frequent occurrence than most ot

us realie clinically. This piece of research,

however, begins to shake my assurance and

conviction, and if what Dr. Granger has

brought to our attention to-night is correct, I

am sure we must have made diagnoses of

aneurisms when these did not exist. I hope

he will continue his work on the cadaver and

particularly on patients who later may come

to autopsy and obtain still further evidence
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on the subject. I hope also he will continue
work on the fluroscope and skiagraph in line

with evidence he has to present to us to-

night. There are so many patients in the

Charity Hospital who later come to autopsy
that I think he will find in New Orleans a
great wealth of material.

I am also interested very much in the hilar

shadows, and shall study them with new zeal

and interest. I would like to ask Dr. Granger
if it is true that there are more hiler shad-
ows observed since our experience with the
late war than before. If this be true, have
we not been correct in attributing some of

these shadows to the effects of “g'assing” and
of the great influenza emidemic?

(Dr. Granger) in closing said, in answer to

Dr. Jones, that the measurements of the
Aorta only apply to plates made with the
patient in the upright position, and with a
target-plate distance of 6 feet or more. Ac-
cording to Vasquez and Bordet, the transverse
diameter of the arch of the Aorta under these

conditions is from 4.5 cm. to 8 cm., varying
with the age of the patient.

Basing his measurements on the new land-
mark for the shadow of the Aorta given by
Drs. Delham and Chaperon, he found that
the transverse diameter of the arch of the
Aorta varies from 2.5 to 5 cm., according to
the age of the patient. At 40 years he be-
lieves that 4 cm. is the maximum, and does
not consider the Aorta enlarged unless its

transverse diameter exceeds those dimen-
sions.

He has studied carefully the median shadow
in all the chest plates made at the Charity
Hospital for the last six months, and in all

of them the clear space which separates the
Aortic shadow from the right border of the
upper portion of the median shadow can be
clearly seen, except in the cases of Aneurism,
and he cannot help wondering’ why he did not
make this observation before.

The work of Delham and Chaperon empha-
sizes the fact that a knowledge of the normal
anatomo-radiological appearance of the vari-
ous parts of the body is essential to make
correct interpretations of radiographs. He
shares Dr. Leman’s opinion, that since the
last war and the several flu epidemics en-
larged hilar shadows are more frequently seen
than before, but he is convinced that in many
eases, intensified or slightly exaggerated hilar
shadows and lung markings are incorrectly
interpreted as peri-bronchial thickening and
fibrosis, because it is not generally recogniz-
ed that normally these shadows are produced
by the pulmonary arteries and its sub-divis-
ions, and that they vary considerably in sub-
jects of different types and ages.

TREATMENT OF PURULENT
ARTHRITIS.*

Isidore Cohn. M.D.. F.A.C.S.
New Orleans.

Professor of Clinical Surgery, Titian e University

;

Associate Senior Surgeon, Touro Infirmary.

I wish to briefly discuss a treatment

*ltead before the Orleans Parish Medical Society,
January 28th, 1924.

for purulent arthritis which has revolu-
tionized past ideas, and completely
changed the prognosis in this class of
cases. I refer to the Willems plan of
treatment.

Five years have passed since Willems
advocated the treatment of purulent
arthritis “by wide arthrotomy followed
by immediate active mobilization.’’

It is interesting to note that in his

original contribution he states “no ther-
apeutic law has been more firmly estab-

lished than that which has made immo-
bilization obligatory for every joint in-

jury from the mild to the most severe.”

We are all familiar with the old meth-
ods of treating joint suppuration. One
has but to turn to the recent address by
Professor Bastianelli (before the Amer-
ican College of Surgeons), in October,
1922 to find the following statement:
“If we were asked what is the ultimate
fate of an articular infection, almost
everyone would answer that the result

is the loss of function, if life and limbs
are not destroyed.”

He further states that “we must fight
this opinion most strenuously, as the
surgeon who believes this is like a gen-
eral who believes that he will lose the
battle.”

“Let us say instead that the aim of
treating lesions of the joints is to pre-
serve function, and if certain rules are
followed it is possible to do this in a
great many mores instances than is be-
lieved generally.”

Bastianelli credits the late John B„
Murphy with having demonstrated that
distention of synovial membranes by ex-

udation must be promptly relieved.

Doubtless all are familiar with the fact
that Murphy ad,vised puncture, aspira-
tion and formaldehyde and glycerine in-

jections. Thus we find recognition of

the early efforts to outline a method to
prevent ankylosis.

It is surprising how few contribu-
tions to the subject of acute suppuration
of joint lesions have been made in the
last few years. Many of these which
have been written have not taken into
account the epoch-making work of Wil-
lems.

One may read in recent works de-
voted to joint conditions such state-
ments as the following: “Willems ad-
vises in addition to the opening in the
capsule early active motion to accom-
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plish drainage. Opinions differ as to

the efficacy of this treatment. The Car-
rel-Dakin treatment has its advocates.
Whatever method) of drainage be adopt-
ed, care must be taken that it is thor-

ough.” (Ely.)

Ober advised against the abandon-
ment of immobilization of septic knee
joints.

One who has seen beneficial re-

sults from the use of the present meth-
od, which seems revolutionary, can
agree in every word with the expression
of Bastianelli. “It seemed impossible at
the beginning of the war that purulent
arthritis could be treated by small open-
ings and by active mobilization, but now
clinical experience has shown that mo-
bilization according to Willems has
stood the test of time.”

The reason there has been so much
skepticism about this latest development
in joint surgery is a general lack of ap-
preciation of the great ability of the
synovial membrane to deal with infec-

tion.

Steward (in a recent issue of the
British Medical Journal) claims that
synovial membrane can deal with infec-

tion more efficiently than the perito-

neum. Further, we sometime forget that
absorption from synovial membranse is

slow because of the absence of lymphat-
ics within the joints. This slow absorp-
tion means distention of the capsule
and a consequent loss of tonicity of the
capsule; retention of infection within
the joint results in destruction of the
joint cartilages.

In order to avoid destruction early
treatment must be instituted, and this

following the old rule where there is pus
it must be evacuated.

Referring once more to the work of
Bastianelli, we find the statement “we
are coming back to the old, venerable
tradition, nature healing efforts.”

Willems recognized that immobiliza-
tion, and introduction of drainage tubes
followed by frequent irrigation, meant
only one result—ankylosis. Most of us
can point to some such result in our ex-

perience.

All of us recall cases of acute sup-
puration within joints which has re-

sulted in ankylosis, whether from punc-
tured wounds or metastatic infection.

They will also remember that ankylosis
has followed even when drainage was

established. We do not have to look back
many years to recall the time when the
master surgeons would incise and drain
a joint and introduce several rubber
tubes, after which a plaster cast would
be applied. The prognosis for motion
was always bad.

When Willems first suggested his
plan many could hardly believe the truth
which he stated.

At the Belgian congress in 1919 this
new method was hailed as “the most
valuable acquisition that the surgery of
the war has given us.”

1. The method consists in incision of
the joint capsule as soon as pus is found
to be present.

2. Drainage tubes are not used.
3. Immediate active mobilization is

instituted.

4. Weight bearing is. permitted as
soon as the patient’s temperature is less

than 100.

The results are marvelous. I have pa-
tients with gonorrheal joints, and other
acute purulent types, operated by this

method who have perfect functioning
joints now.

There are some details which it is well

to observe when using the method

:

1. Drainage. After incising the cap-
sule there is a tendency for the synovial
membrane to unite unless something is

done to prevent closure. This is easily

done by suturing the capsule to the skin

margin on either side. This will make a

gaping wound. No drainage tubes are
used. No irrigating fluids should be
used. Willems states: “I am of the opin-
ion that irrigations are more harmful
than useful.”

Nature provides the best possible an-

tiseptic in the form of an increased sup-
ply of synovial fluid.

Active mobilization of a joint in-

creases the synovial fluid output. Mo-
bilization of the joint diminishes pain;

of this the patient must be assured.

Pain results from distention of the cap-

sule.

Movement approximates muscle planes

thus forcing out fluid which may have
“laked” in the inter-muscular planes.

After the patient is convinced of this

truth you will have little trouble with
active motion. The character of the

fluid; changes rapidly from purulent to

sero-purulent and then a clear serous

fluid. It is surprising how quick these
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joint wounds heal, and how stable the

joints are.

This method is useful not only in the

treatment of the purulent arthritis, but

also in the elective operation on joints.

I have found it chiefly useful in arthrot-

omy, and arthroplasty where a closed

joint which becomes distended is pain-

ful. If in these cases one leaves a small

opening for the discharge of synovial

fluid the patient is thereby made more
comfortable and the surgeon feels a

sense of security against infection.

By this method one can almost confi-

dently predict that the patient will have

a useful joint in a type of case previously

considered hopeless for anything except

an ankvlosed joint.

DISCUSSION.

Dr. Urban Maes—I cannot refrain from dis-

cussing this very important subject. We can-

not call attention too frequently to the bril-

liant results of the open .treatment of sup-

purating joints. A review of the recent

literature also points out the fact that other

forms of synovitis may be benefitted by
Willems treatment.

It was my g’ood fortune in the World War
to see many of these cases, and in the major-

ity of instances, the knee, the largest joint

in the body, was the one involved and is the

joint which is specially adapted to Willem’s

treatment.
I would like to stress two points, (1)_ that

passive motion will not do. Our early failures

were due to the use of passive rather than

active motion. (2) It is a question in my
mind, whether we should suture the capsule

to the skin. The reason for this modification

of Willem's original suggestion is probably
because we have placed our openings in bad
positions, where free drainage could not take
place. The gross anatomy of the knee joint

must be considered and our openings placed
in such a way that the various pockets can
empty themselves. The action of the ham-
string tendons must be taken into considera-
tion. I have sometimes thought that direct

infection from the sutured skin to the capsule
might mix our infection by guiding in skin

organisms into the joint in the intervals of
rest, when drainage was not forcing secretions
out, and in this way were prolonging con-
valescence.

The afrebrile patient should be encouraged
to walk. This should be done when the tem-
perature is under 100. In those patients
where the endothelial lining of a joint has
been distroyed and adhesions are hound to
form, these will be stretched and still give
a certain amount of function whereas ad-
hesion with a fixation dressing means ankyl-
osis.

Willems treatment may be briefly described
as drainage plus active motion. The latter
•to be in the walking patient when the temp-
erature is under 100.

Dr. Cohn—There is mightly little to add.
Willem’s method, it is agreed, is a good thing

and the only point of discussion which has
arisen between Dr. Maes and myself is

whether we should put in a couple of cat gut
sutures, or whether we should he afraid that
by so doing infection would be introduced
from without. It is not everybody who is

able to make the incision so that it will re-
main open. Most of us had better stick to
putting a couple of sutures in.

THE NEW ORLEANS MEDICAL AND
SURGICAL JOURNAL.
An Historical Sketch.

Mary Louise Marshall,
New Orleans.

Assistant in Charge, Orleans Parish Medical
Society Library.

On this, the eightieth birthday of the
Netv Orleans Medical apd Surgical
Journal, it is with pardonable pleasure
that we allow ourselves to review its

romantic history, so indissolubly inter-
woven with the careers of our great
physicians and the advance of medical
science in the South.
When Drs. E. D. Fenner and Abner

Hester issued the first number in May,
1844, there was not a single medical
journal published in the Southern states,

and only two in the middle West, at

Cincinnati anidl Louisville. It was Dr.
Fenner’s enthusiastic belief, as ex-
pressed on various occasions, that South-
ern medical schools and Southern jour-
nals could best serve Southern doctors
and help them in the solution of prob-
lems distinctively their own. In pur-
suit of this principle he was one of the
founders and the first dean of the New
Orleans School of Medicine in 1856. His
biographer says : “He was a zealous la-

borer in medicine . . . the first to es-

tablish in this country the system of real
clinical teaching. . . The fount of his
heart was almost illimitable, and the
great stream flowed silently, deeply, on
through life to that ocean of eternal
happiness not seen by human eyes, but
which is at best the reward for labors
well performed.” Of Dr. Hester, Dr.
Fenner says, at the time of his ideath in
1854: “It will be conceded by all who
knew him that he was a physician of
rare skill and judgment, of ample re-

sources, bold and prompt in action and
untiring in his attention to the sick. . .

He was ever willing to consult with his
honorable brethren when desired, but
most of his patients were content to
trust their lives to his skill and judg-
ment. He was remarkable for his fine
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personal appearance and the urbanity
of his manners. . . We see in his life an
illustration of the triumph of talent and
perseverance over great obstacles ! He
came here a stranger oppressed with
poverty; he died possessed of a hand-

city of New Orleans, and finding our for-
tunes alike desperate, a fellow-feeling gave
l'ise to an intimacy between us which it is
hoped wili endure through life. Without
money, with but few acquaintances and de-
pendent on a precarious practice, which bare-
ly afforded the most economical support, we
determined to project the hazardous advcn-

NO. 1. mHOE! VOL. I.

NEW-ORLEANS MEDICAL JOURNAL,
DEVOTED TO

THE CULTIVATION OF MEDICINE,
AND THE

ASSOCIATE SCIENCES.

(BI-MONTHLY.)

arrangement.

1.

——Ofiginal Communications, Cases, and Surgical Operations occuhng in

Private Practice.

2.

—Health of the City, with Reports from the New-Orleans Hospitals.

3——Periscope of Practical Medicine— or Spirit of the Medical Journal*,

Foreign & Domestic.

A Brief Notices of Recent Medical Literature.

EDITED BY

ERASMUS D. FENNER, M. D,

AND

A. HESTER, M. D.,

One of the Physicians to the New-Orleans Charay HosyUaL

“Summum bonmn Medicirur Sanitas."

(Gu)

SISMAY 1844. SIS*

PMI.YTEO B\~ J. DOB.

some competence, beloved and regretted
by a large circle of admiring friends.”

Ur. Fenner’s account of the beginning
of the Journal is most interesting. He
says

:

“Happening to be thrown together in the

ture of a Southern Medical Journal and
trust to the liberality of the medical profes-
sion for its support. The field was ample,
rich and entirely unoccupied, but it was
difficult to see how the experiment could suc-
ceed without having one cent of capital to
start with. We actually had the prospectus
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printed on credit, one of our book-sellers

being willing- to go that far at all hazards,

and we paid the bill—three dollars—cue of

the first spare money we had. The prospec-

tus being out and distributed throughout the

country we were fairly committed to bring

out the work; but as yet, could find no per-

son willing to undertake the publication. All

we had to give was our own labor, which was
cheerfully offered, but something more sub-

stantial was required. We appealed to the

booksellers, to the proprietors of the City

newspapers, and finally, to the Medical Col-

lege, and leading physicians of the city for

a guaranty of $500, but all to no purpose.

The enterprise was conceived in poverty and
finally poverty brought it forth ! At this

stage of our gestation, we had the good luck

to meet with a poor French printer who had

a handful of type and nothing to do. Him
we persuaded by means of flattering promises

to bring out the first number, and thus the

New Orleans Medical Journal saw the light!

Each number made out to pay its own way,
but left no. surplus on hand. In this manner
we struggled through the first volume and
were entering on the second with prospects

somewhat improved when an unexpected
rival appeared in the field. The Professors

of the Louisiana Medical College issued a

prospectus announcing the early appearance

of a new medical journal from their school.

A union was effected between the two and
the late Prof. Harrison and Carpenter joined

us in the publication of the Neiv Orleans
Medical and Surgical Journal. In 1848 we
voluntarily withdrew from the Journal and
in less than two years Drs. Carpenter and
Harrison were removed by the hand of death,

leaving the present worthy editor (Dr. Hes-

ter) alone in his glory.”

The Journal was published regularly

until the outbreak of the Civil War,
when both its publication and the New
Orleans School of Medicine were discon-

tinued. At the close of the war, owing
to reconstruction conditions, publication

was not resumed, and in May, 1866, the

first number of the Southern Journal

of Medical Sciences was issued with

Dr. Fenner as editor-in-chief. He says

at this time editorilly

:

“Impress-ed with a sense of the paramount
duty of coming now to the work of humbly
assisting in the rapid redemption of the minds
of our people from the thralldom incident to

a state of war, especially impressed with a

sense of the duty we owe to Society in a

proper cultivation of the most important of

earthly pursuits, we present this undertaking

to our professional brethern for their patron-

age and fostering care. Our time ,our labor,

our money, all are expended in the enter-

prise, and all more for the benefit of every

individual patron than .they can possibly be

for us. The editorial career is nothing new
to us, and we know full well, in the incipiency

of our enterprise all the difficulties to be en-

countered. One of us was a founder of the

first medical journal that ever existed in

New Orleans. The others have had ample ex-

perience in the conduct of the second. We
would gladly have seen this work conducted

by others, and we waited long after the

cessation of the war, in .the hope chat a good
journal would be issued from New Orleans.

It has not been done, however, and we now
buckle on the harness once more, determined

to do our humble part towards the mainten-

ance of a southern medical literature and
opening wide the door for all our brethren to

do likewise.

The importance of a periodical medical

literature, no man can question. It is >>ne of

the striking and important features of the

age in which we live, that besides our in-

numberable daily issues of newspapers, the

now indispensable vehicle of general infor-

mation throughout the civilized world, the

progress of the arts and sciences is distinctly

measured by the size of the current of period-

ical literature. These are the vehicle which
carry to every man’s door, at short mtervals

and 'at cheap rates all the useful informa-

tion of the day. From these, the best of

books are ultimately made
;
their circulation

is comparatively limited and they transmit

the mass of knowledge in a digested form to

after ages ”

Nothing has more clearly given an impetus
to medical progress in the South than the

establishment of medical journals. Former-
ly there were but few medical writers in

our country—Heustis, Cartwright, Boling and
J. C. No-tt standing almost alone. Since 1844
many and most able writers have appeared
before the profession and our Southern medi-
cal journals have been quoted everywhere.”

By unfortunate coincidence, Dr. Fen-
ner died, following a short illness, on
the very day the new journal made its

appearance.

Contrary to expectations, the Neio
Orleans Medical and Surgical Jour-

nal resumed publication in July, 1866,

under the editorship of Drs. Warren
Stone, James Jones, Stanford Chaille

and W. €. Nichols. In November, 1867,

a union was brought about between the

editorial staff of the Southern Jour-

nal of Medical Sciences and that of

the old journal, under the title Netv
Orleans Medical and Surgical Jour-
nal, New Series, and regular publica-

tion has continued until the present

time.

In 1922 the Journal was purchased
by the Louisiana State Medical Society,

and since July of that year has been di-

rectly controlled and published as the

official organ of the Society.

The roster of editors of the Journal
since its incipiency includes the names
of many notable in the history of medi-
cine who are no longer with us. Among
these we may mention, in addition to its
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founders, Drs. Fenner and Hester, Drs.
William M. Carpenter, Warren Stone,
James Jones, Samuel Bemiss, Josiah
Nott, Samuel Logan, Stanford E.
Chaille, John W. Mallett, T. G. Richard-
son, Joseph Holt, A. B. Miles, P. E.
Archinard, A. McShane, A. W. de
Roaldes and Isadore Dyer.

It has been the policy of the adminis-
tration of The New Orleans Medical
and. Surgical Journal, from its earli-

est beginnings, to voice Southern medi-
cal thought and to serve at all times
Southern medical interests. This is an
ideal well worthy of sincere praise, and
its field of service at the present time
is in no sense diminished. Owned and
administered by the Louisiana State
Medical Society, its future is linked with
that of the Society, and therefore is de-
serving of the whole-hearted support of
every exponent of organized medicine.
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A REVIEW OF THE HISTORY OF
LOCAL ANESTHESIA.

In reviewing- the subject of local

anesthesia for our eightieth anniversary
number it is to be noted that it had its

beginning just half this number of years
ago, when Karl Roller made his notable
announcement of the discovery of cocain
before the Opthalmological Congress at
Heidelberg in 1884. It is also of interest
to note that the entire field of anesthesia
has been developed during the lifetime
of our journal. Ether was still in its

swadling clothes, having been intro-
duced but two years previously by Craw-
ford Long ,and chloroform had not yet
made its debut into the surgical arena.
And with Lister and Pasteur yet to
illuminate the medical firmament it may
be truly said that the life of this journal
reaches back to primitive medical times
when viewed from the standpoint of
present-day medical knowledge.

The writer began his medical career
during the experimental period of local

anesthesia. The enthusiasm which fol-

lowed Roller’s revolutionizing announce-
ment had already abated, the result of
many fatalities following the rash and
indiscriminate use of a dangerous drug.
Following the lull there remained a few
enterprising and courageous leaders
gifted with prophetic vision who had not
lost faith, who by their persistent ef-

forts in the clinic and experimental lab-

oratory laid the foundation and upon it

built the structure of local anesthesia as
we know it today. Schleich, Reclus, Hal-
stead, Corning, Matas, Crile, Cushing,

Barker, Braun and others comprised
this noble band. We note with pride the

Americans among them.

Schleich has been called the father of

local anesthesia, and probably did more
than any one man to popularize its use
through his discovery that edematiza-
tion of the tissues with extremely weak
isotonic solutions (1 to 10,000) was suf-

ficient for surgical anesthesia. As a con-

sequence, the Schleich solutions soon be-

came popular and were in use in all

clinics.

The use of cold and construction in

numbing the sensibilities had long been
known, but it remained for J. Leonard
Corning to intrdouce the constrictor and
his ischaemic methods into local anesthe-
sia where his name had already become
well known by his many valuable sug-
gestions. The same Corning was later

to discover spinal anesthesia.

At this stage local anesthesia had
reached a point where a greater degree
of refinement of technic was to be
looked for, and it was here that George
Crile ond Rudolph Matas each contrib-

uted a rich and voluminous chapter. Dr.

Matas conceived the idea and outlined
and defined the use of the intra-neural,
peri-neural and para-neural methods,
and by these methods first amputated a

thigh by blocking the sciatic, anterior
crural and obturator nerves. He later

worked out his intra-orbital injection of

the foramen rotundum for resections of

the upper jaw and the infra-malar route
for reaching the third division of the
fifth nerve at the foramen ovale.
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About this time Dr. Matas was per-
fecting his infiltrating apparatus. This
was probably the first of its kind, and
had its beginning in a nursing bottle and
later a pop bottle charged wth a bicycle

pump, and finally developed into the

perfected metal apparatus with pump
attached, a relic of which is still to be
seen on a shelf of the instrument room
of Touro Infirmary. It was in this ap-
paratus that the Braun solution of Eu-
cain B was largely used, and for a time
displaced the Schleich formulae.

Dr. Matas was also the first to call at-

tention to and utilize the blocking of the
three nerve trunks at the elbow, median,
ulnar and musculo-spiral, for operations
on the forearm and peripheral parts.

It is thus seen that the achievements
and accomplishments of Prof. Matas fill

a large chapter of local anesthesia, and
its history cannot be written without
their enumeration. While they may have
been forgotten by some it is a pleasure
for one who worked under him and was
guided by him for so many years and
who, among others, shared the conta-
gion of his enthusiasm, to look back
upon what seems but yesterday and re-

cord our labors.

It is of interest that nearly at the
same time that Dr. Matas was amputat-
ing a thigh under local anesthesia. Prof.
George Crile amputated an arm by
blocking the brachial plexus and per-
fected many of the finer points in local

anesthesia, giving us the term “nerve
blocking,” and later his anoci method.

It must be remembered that all of
this early work and practically all of the
fundamental principles upon wdiich local

anesthesia has been established were ac-

complished through the use of cocain
and before the days of adrenalin. These
men had to be constantly alert to the
dangers of the drug they were using.

It may not be unitneresting to l’ecount

some of the practices resorted to in

avoiding toxicity. Corning having dis-

covered the value of ischemia and the
use of the constrictor for this purpose,
it was common practice to first render a
limb ischemic and then apply a constric-
tor proximal to the field. After inject-

ing the parts with the anesthetic solu-

tion, they were massaged to aid its dif-

fusion; this was necessary in the ab-
sence of all circulation. In this way the
duration of the anesthesia was limited

only by the time it was safe to allow the
constrictor to remain in position.

Corning also devised a set of rings to
use on the head which later gave place to
an ordinary piece of rubber tubing
snugly drawn around the head above the
ears.

It is seen from the above that the
value of retarding the circulation to

prevent absorption of the anesthetic and
to intensify its local action was early
recognized. These methods were not ap-
plicable to the trunk, and here ice was
called into use. In the days before rub-
ber bags, bladders filled with ice were
often placed over the field after infiltra-

tion to chill the parts and still the circu-

lation.

The introduction of adrenalin about
1900, the result of years of search by
numerous investigators, and finally per-

fected by Takamine, marked the begin-
ning of a new epoch and furnished a

great stimulus to local anesthesia. This
theurapeutic constrictor, well named by
Braun the “chemical tourniquet,” revo-

lutionized the older methods. The intro-

duction of novocain, that great achieve-

ment of the synthetic chemist’s art, oc-

curred about this time, and in combina-
tion with adrenalin rapidly displaced the

cocain and eucain solutions from the

general surgical ampitheatre.

Following the advent of the novocain
adrenalin solutions other young and

stalwart champions entered the arna
and numerous converts flocked to

their standards. Many of these

enthusiastic deciples of local anes-

thesia had received their training at the

hands of the great masters and were
schooled in the use of the more danger-

ous cocain. Thus equipped, they were
well prepared to “carry on” with the

newer and safer novocain-adrenalin so-

lutions and began the conquest of new
territory by daily widening its scope and
multiplying the applications of local

anesthesia. In this country we are

proud to acknowledge as foremost

amongst them such men as Hertzler,

Shelton, Babcock, Mitchell, Harris

Bramsford Lewis, Gellhorn, Farr and
Smith (dental surgery).

Abroad, the original workers and in-

vestigators were equally as numerous,
and innovations and major undertak-

ings of the first magnitude became the

order of the day until as page after page
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is unfolded, each illuminated with new
material, it would seem that there is lit-

tle left in major surgery that has not

been done with local anesthesia.

The intra-spinal, para-vertebral, in-

tra-sacral, para-sacral, intra-venous and
intra-cranial injections (5th nerve) are

a few of the more notable additions to

our armamentarium.

In reviewing this work I cannot pass'

over the recent visit of our distinguished

foreign guest, Prof. Finsterer, without

pausing to note the part he has played

in developing local anesthesia. Always
an ardent advocate of these methods and
a bold and original investigator, he has

done much to popularize its use. Some
years back he was quite active with

para-vertebral methods for intra-ab-

dominal operations with which he was
quite successful. These methods, how-
ever, never appealed to the writer as

sufficiently feasible or practicable for

routine clinical use, and it was gratify-

ing to note that Prof. Finisterer had
dropped them for direct intra-abdominal

injections, which method he recently

demonstrated here with such brilliancy

as to meet the approval of the most ex-

acting critic.

The subject of spinal anesthesia has

not yet been referred to, and has always

been regarded by the writer as a sep-

arate and distinct field. It should not,

however, be omitted even in this brief

review, as it is distinctly an American
discovery, for which we are indebted to

Corning, already referred to, whose
name appears so frequently and cred-

itably in the earlier history of this sub-

ject.

Corning, who was an original and
constructive thinker, conceived the idea

of making injections of local anesthetics

(at that time cocain) deep into the back
around the spinal column, thinking that

they might be carried by the circulation

into the spinal cord and result in anes-

thesia. Just how the circulation was to

do this he does not explain, but he

thought it worth a trial and selected a

dog for his first attempt. He finally

succeeded and was able to completely

paralyze sensation in the posterior half

of the dog’s body. Motion was but little

affected, as the animal was able to walk
about with unsteady, wobbly use of his

hind quarters. Sensation was completely

paralyzed as demonstrated by the appli-

cation of forceps and cautery to the

hind parts, to which the dog seemed to

offer no objections, as his only response

was a not uncontented wag of his tail.

After several successful demonstrations
on animals he applied it successfully on
patients on whom he performed intra-

urethral, rectal and other operations.

The results of these investigations were
published in the New York Medical
Journal, October 31, 1885. It will be
noted that this was just one year follow-

ing the introduction of cocain. Coming
at this time was not prominently known
as a surgeon and had but little oppor-
tunity to give this methods a wider ap-

plication, and after creating a mild de-

gree of interest among his American
confreres, the incident was soon forgot-

ten. Foreign investigators were, how-
ever, more alert and quickly realized its

possibilities. Quincke, Bier and Tuffier

develpoing the idea, soon perfected in-

tra-spinal technic which for a time be-

came popularly known as Bier’s intra-

spinal anesthesia.

Thus furnished with a foreign veneer
and creditable recognition abroad, it

soon found its way back into American
clinics. To Prof. Matas is due the credit

of having first used this method in

America, as far as can be determined by
any records. An unsuccessful attempt
having been made on November 10,

1899, with eucain, resulting in only par-

tial anesthesia. A suitable subject was
again selected a few weeks later and
with the assistance of Professors Felix

Larue and H. B. Gessner, with myself as

interne, a patient from Ward 1 (col-

ored male surgical), Charity Hospital,

was taken to the dressing room and an
intra-spinal injection of cocain made
which resulted in immediate and com-
plete anesthesia of almost the entire

body. A few days later, December 18,

1889, the same patient was operated on

for hemmorrhoids at the regular surgi-

cal clinic with the same complete and
thorough anesthesia. Following this, it

was used extensively for a time by Prof.

Matas and his staff. Prof. Chassaignac
early adopted the method as a routine in

his clinic, and with his assistant Dr. S.

P. Delaup, used it almost daily. Dr.

Delaup later succeeding Dr. Chassiagnac

as professor of Genito Urinary Diseases

in the New Orleans Polyclinic, continued

in its use up to the time of his death.
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when he had made many thousand in-

jections, a record probably not equalled
by anyone in this country. During- the
earlier days of spinal anesthesia Prof.
Barker of London undertook an elabor-
ate and extensive study of the subject
and did much to elucidate many disputed
poilnts regarding the movement and
diffusion of the injected solution within
the dural sac.

A briqf mention should, be made of a
visit of Prof. Jonnesco of Bukharest to
this country some years ago, following a
tour of the principle clinics of Europe,
in which he demonstrated his high
spinal injections in the dorsal and even
cervical region in an attempt to bring
the entire body under the influence of
spina] anesthesia. The method was ex-
tremely dangerous and resulted in many
near accidents on the table. These in-

jections were tried by a few following
his visit, but were soon abandoned.
The growing importance of local anes-

thesia is now evidenced by the fact that
it is in use in all large clinics in this
country, even where it was formely
looked upon with disfavor or of little

consequence.

Its general use has so increased, and
with it the inevitable mortality, that the
American Medical Association has
deemed it expedient for some years past
to appoint a committee to study these
fatalities. This committee, under the
guidance and direction of Dr. Mayer of
New York as chairman, has rendered
distinguished and creditable service.

Their last report, a complete and val-
uable document, has but recently been
published with a tabulation of a long list

of fatalities, which, as has been the ex-
perience in the past, have occurred in the
specialties where strong solutions of co-

cain are in common use. The careful
study of this report is recommended to
all who make use of local anesthesia in
onv way.
The disturbing feature of this report

to the writer was the fact that in several
cases in which ether has been used as an
antidote it was apparently without ef-

fect in warding off the fatal termina-
tion. This is contrary to my experience
in a fair number of cases. I am glad to
say that only one occurred in my own
practice. In the others I was called in

by my confreres to assist, and all cases,
five or six in number, recovered.

A typical case is as follolws : Mr. Y.
had had several teeth extracted by a
neighboring dentist. Anesthesia was
difficult to establish, and repeated in-

jections (amount and strength not ob-
tainable) were made. Following the ex-
trations he was quite faint and nause-
ated, and in a few minutes went into
general convulsions. I was near by and
tvas notified. I grabbed a bottle of ether
and was there in a few minutes. During
ing this delay two other convulsions had
occurred, each harder and of longer dur-
ation than the preceding one. On arrival
the patient was lying across a couch un-
conscious, pale, clammy, pulse rapid and
feeble, respirations shallow and irregu-
lar. I lowered his head slightly below
the level of his body and placing a cone
over his mouth and nose, began to slow-
ly administer ether. In a few minutes he
began to have another convulsion, but
by slightly quickening the flow of ether
he soon relaxed, after which the ether
was lessened to a very slow drop, and in

a very little while it became evident that
he was improving. The pulse became
slower and of better volume and tone,

the respirations were deeper and his

color began to slowly return. After
about fifteen or twenty minutes, the pa-
tient’s general condition appearing much
better, I suspended the ether. In a few
minutes there was another convulsion
which was again controlled with the
ether, and following this it was slowly
continued for about twenty minutes. The
patient appearing nearly normal, though
still unconscious, it was again suspend-
ed. In about five minutes there was
slight evidence of a beginning convul-
sion which a few drops of ether con-

trollled. The ether was then continued
intermittently for about twenty minutes
longer, making in all nearly an hour dur-
ing which it had been administered.

After a further wait of about fifteen

minutes there was evidence of returning
consciousness with pulse and respiration
about normal. I remained with the pa-

tient in all about an hour and a half and
left him semi-conscious. I instructed

those with him to allow him to remain
recumbent with head down for another
hour and to administer the ether as they
had seen me do on the first return of

any trouble. I learned next day that he
had gotton on without further disturb-

ance, and aside from being a little weak
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and nervous, was none the worse for his

experience.
This and similar cases have convinced

me of the value of ether as an antidote

when administered slowly by the drop
method just short of the stage of excite-

ment.

In poisoning from local anesthetics we
have in mild cases depression of the res-

piratory, circulatory and vaso-motor
centers. In severe and lethal cases we
have paralysis, respiration usually stop-

ping first. In seeking an antidote we
must either find one which neutralizes

the poison in the centers (and we have
no such agent) or one which stimulates

these centers as long as they are capable
of response and until the poison can be
eliminated. In absolutely lethal cases

where paralysis sets in early there is, of

course, no hope from stimulants. A pa-
tient showing decided symptoms of pois-

oning from a local anesthetic is pale and
clammy, respirations shallow and irreg-

ular, pulse rapid and weak ,and he is

usually anxious and restless. If we now
picture to ourselves a patient going un-
der ether anesthesia just before the
stage of excitement sets in, the face is

flushed, respirations deep, with pulse

full and bounding, just exactly the oppo-
sitepicture to the above. We may argue
that in mild cases where the centers are
only depressed but still capable of re-

sponding to the effects of ether, that
these cases may have gotten well if left

alone, and that in lethal cases where the
centers are paralyzed, nothing does
good, but this does not detract from the
merits of ether in being a quick-acting,

uniform stimulant of the rspiratory,

circulatory and vaso-motor centers, and
it is the only one I know which meets all

these requirments, and until something
better is found I feel it should be given
further trial. This question could be
further setlted by a few animal experi-

ments, and I hope that the above-men-
tioned committee will institute such in-

vestigations. We have in digitalis,

strychnine, caffeine, camphor, mor-
phine, adrenalin, amyl nitrite, etc.,

drugs which meet the indications only
partially or have other objectionable
effects which makes them of but little

avail in serious cases.

One point which has impressed the
writer when in conversation with many
surgeons otherwise well informed and

skillful in the technical use of local anes-
thesia, is their lack of knowledge of the
fundamental principles which underlie
its use, and I feel that much good can be
accomplished by disseminating a knowl-
edge of these facts. All local anesthetics
are universal protoplasmic poisons af-

fecting all protoplasm alike by combin-
ing with it and forming a definite

chemical combination resulting in its

paralysis and this paralysis of the pro-
toplasm of the sensory nerve tissue re-

sults in the anesthesia which we utilize

surgically. To accomplish this combin-
ation the anesthetic must be kept in

contact with the tissues at the point of

injection for a sufficient length of time
(a few minutes) . It is broken up by the
constant flow of blood through the part
and is practically capable of maintain-
ing anesthesia as long as the circulation

can be controlled. When broken up it is

not liberated in its original form, but is

disintegrated into its constituent parts,

some of which possess a similar though
lessened degree of toxicity. This means
that the anesthetic can act but once, and
if exhausted locally, there can be no cen-

tral or constitutional reaction. The
protoplasm of any given area of tissue

is capable of combining with and fixing
a much larger quantity of the anesthetic
than that which is needed to produce
complete paralysis of all nerve tissue,

motor as well as sensary, provided the
circulation can be controlled.

This is the key to the situation and is

the solution, of the successful use of local

without toxicity. This means that when-
ever toxic symptoms have occurred it is

the result of an excess of the drug hav-
ing been used above what was needed to
completely saturate the tissues, or of it

not having been held at the point of in-

jection sufficiently long to accomplish
fixation.

Much could be said about the formu-
lae of solutions in accomplishing the
above purpose by aiding their penetra-
tion into the tissue cells, but as this sub-
ject cannot be completely reviewed in

the limited space allowed;, reference is

made to the now quite numerous and ex-

cellent textbooks on this subject.
Before closing, two drugs which exer-

cise a synergestic action should be given
brief mention. Adrenalin (the chemical
tourniquet, Braun) accomplishes the
purpose of contracting all small vessels
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and thus arresting the circulation in the

injected part and for general use should

not exceed three or four drops to each
ounce of local anesthetic solution. It is a
toxic and dangerous drug if used too

freely and may produce alarming symp-
toms which I have frequently seen and
which may be misinterpreted as toxicity

from the anesthetic. The patient’s face

is usually quite flushed, there is a pain-

ful sense of constriction about the heart
with a throbbing, bursting headache.

Amyl nitrite, or a few drops of chloro-

form, have usually worked well in re-

lieving the condition. Morphine sul-

phate is a valuable synergistic drug
when properly used, and from my ob-

servation I believe materially lessens

toxicity. The anxious, nervous and ap-
prehensive patient is more likely to de-

velop toxic symptoms. One-quarter
grain of morphine given hypodermically

one hour beforehand relieves this ner-
vous tention and makes the patient more
apathetic and indifferent to his sur-
roundings. Scopolamine gr. 1/150 as an
adjunct to the morphine produces a fur-
ther favorable effect.

Another effect of the morphine which
has seemed to me quite probable in less-

ening toxicity, though difficult of dem-
onstration, is that when once the cen-

ters are brought under its influence,
they are less responsive to other drugs,
and in this way it increases tolerance or
resistance. Administered as an anti-

dote after the toxic symptoms have oc-

curred and the anesthetic has made its

impression on the centers, it does not
exercise the same efefct, and when used
has been found of little value and at

times has complicated the situation.

Carroll W. Allen.



PROCEEDINGS TOURO INFIRMARY STAFF

Dr. M. Feingold, presiding.
Dr. C. L. Eslilemail : Case 1. I first

saw this patient V. S. in May, 1911. She
was 43 years ol dat that time and was
complaining of nervousness, exophthal-
mos and enlarged tyroid, swelling of
feet and legs.

Family History was negative.

Past Illness. Never sick before.
Present Illness

:

In 1903 she was
called out of the theater and told that
her husband had suddenly died. The
shock was very great and she was ner-
vous for a long time afterwards. She
thinks this was the beginning of her
trouble and shortly afterwards noticed
tremor of her fingers when trying to

thread a needle. Some months later she
noted undue prominence of her eyes.

After three years of nervousness and
other symptoms she was finally advised
that she had exophthalmic goiter. This
about 1906.
From 1906 to 1911 she was treated by

many physicians. This treatment con-
sisted of X-ray application to the thy-
roid once or twice a week for two or
three months. Also the use of Roger’s
serum then advocated. In addition many
differtn drugs were used. During these
five years she was confined to bed fre-

quently for long intervals on account of
weakness and a bad heart. Her lower
extremities were dropsical. She was
short of breath on slight exertion and
had frequent attacks of palpitation. Her
nervousness, tremor and exhaustion con-
tinued. She lost much weight.
On May 13, 1911, when first seen by

me, her physical examination showed
very noticeable exophthalmus. Nystag-
mus was marked, the eyeballs did not
co-ordinate well, and the upper lid failed

to readily follow the eye-ball downward
while observing a moving object. The
thyroid was only moderately, but sym-
metrically, enlarged, both lobes and the
isthmus being involved. Her neck meas-
ured 12 3-8 inches

;
all the vessels in her

neck pulsated visibly and a distinct

thrill could be felt over the thyroid
gland.

The precardial region was prominent
and distinct, heaving was seen and felt.

The heart was markedly enlarged both
to the left and right, the apex being well
outside of the left nipple line. The heart

sounds were very irregular and a loud
systolic murmur was heard widely over
the anterior chest. P 2 was accentuated,
pulse rate was 130 per minute; systolic
blood pressure, 175.

Liver much enlarged and very tender
from passive congesion : Legs edema-
tous to hte knees. Urine showed a trace
of albumin; otherwise negative. There
was fine tremor to the fingers, marked
nervousness and evidence of consider-
able loss of weight. She was a typical
and severe case of Exophthalmic Goiter
with dilated heart.

Treatment : She was put in bed and
given large doses of Digitalis. Quinine
Hydrobromate was being used exten-
sively at this time and was given her in

five-grain doses four times daily. Sev-
eral months later quinine was discon-
tinued and she was given four grains of
chromium sulphate three times a day for
about two months. No special improve-
ment was noticed in her thyroid condi-
tion as the result of these medicines. Her
heart improved under rest and Digitalis
but was always badly damaged. In Oc-
tober, 1912, about a year and a half
after she had first been seen by me, her
nervousness had improved, th thyroid
was distinctly smaller and tremor was
less noticeable. About Christmas, 1912,
she had an attack of cardiac dilation

with blood streaked sputum and great
dyspnoea, which confined her to bed for
many weeks. In February, 1913, her
heart wa sbetter and she was able to be
up and about. The thyroid symptoms
were subsiding. In July her only daugh-
ter died of typhoid. She stood the shock
well and without any special nervous
symptoms developing. In August, 1914,
her condition was still improving. She
was less nervous and gaining weight,
but still had a badly damaged heart. In
August, 1915, her condition was about
the same. In May, 1915, she was shown
at a clinical meeting here; 1915 to 1918
she was seen at long intervals chiefly on
account of her heart symptoms

;
oedeme

of legs was always present with dysp-
noea on slight exertion. In January,
1918, the thyroid could be felt but would
hardly be called enlarged, and it is

doubtful whether she would have been
considered a thyroid case if it were not
for the striking exophthalmos which
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still persisted. There was no tremor and
no nervousness. She had gained 40 or

50 pounds in the preceding few years.

From 1918 t othe present time she has
complained only of her heart. At times
she has been forced to take to bed for
several weeks of rest. The last serious

attack of heart weakness occurred in

April, 1923, when her condition was so

bad as to make me advise her to send for

her son who was in Washington. How-
ever, under rest and Digitalis she im-
proved again after a month or more in

bed. In May, 1921, her Basal Metabolic
rate was plus 35. In February, 1922, it

was plus 44.2. This in spite of the com-
plete subsidence of all the toxic manifes-
tations of hyperthyroidism.

I present her because she is a very in-

teresting case of Grave’s Disease which
has gradually subsided, not- as a result

of any particular treatment so far as I

can see. Mild cases quite often have
periods of improvement, but it is rare

for a severe case of this type to show
spontaneous recovery without operation.

At the presen time she has none of the

acute manifestations of hyperthyroid-
ism

;
she merely shows the residual dam-

age, chiefly to her heart. The exoph-
thalmos also remains os- it frequently

does.

Dr. Maes

:

What did her kidneys test

show?
Dr. Eshleman

:

Her urine has showed
albumin at times, nothing else. It has

been merely passive congestion of the

ikdneys associated w ithcardiac disease.

Her blood pressure has varied between
140 and 175. There hos been nothing to

indicate a nephritis; all of the oedema
has been that of a cardiac condition.

Dr. Guthrie

:

Dr. Eshleman men-
tioned several very interesting points.

Digitalis in thyrotoxicosis is of very lit-

tle value. Another phase of the case as

it strikes me is the extreme dilation of

the aortic arch. There is a horizontal
pulsating behind the notch and a width
about 11 ems. at the level of the first in-

terspace, and I would suspect aneuvsm.
A recent experience I have had in a

limited number of cases in controlling
tachycardia with quinidine sulphate is

of interest. I have been able with this

drug to add to the comfort of the pa-
tient by the slowing of the pulse. If we
can relieve the heart of work by slowing
the rate apreciably, we have done good

work in these cases. If by administering
harmless drugs we can accomplish this,

it is worth while. I am not opening the
question of jinidine in other heart con-
ditions. Qiunidine s an somer of quinine
which was isolated by Pasteur in 1854.
There is much fear, and I believe un-
necessary fear, connected with the use
of quinidine. Personally, I do not feel

there is any more risk in its use than
quinine in the same dosage. There oc-

curred a marked diminution in sweating,
nervous symptoms and a decided slow-
ing of the pulse in four cases in which
we triedi it.

Dr. Eshleman

:

As far as aneurysm is

concerned, she has none of the classical

signs of aneurism. On inspection, there
is no lift to the sternum, no tracheal tug.

While we might figure that th ewiden-
ing of the arch is too wide to be normal,
X-ray plates and fluroscope have not
shown it to be aneurism. Aneurisms are
much more fusiform in shape and more
prone to produce marked symptoms.

Dr. Maes : How lang ago treated with
X-ray, and how much?

Dr. Eshleman : It was aprt of the
treatment carried out some time be-

tween 1906 and 1911 before she came to

me. She thinks it was in 1908. Once or

twice a week for two or three months
the thyroid' was exposed ot the rays.

Dr. Maes : How long did she have
edema?

Dr. Eshleman

:

She has had it from
1911 to the present time. When first

seen in 1911 she was a violently toxic

individual. Dr. Matas thought her too

bad for an operation. At that time she

had a humming, pulsating thyroid with
a dilated heart and oede na. About 1913
her toxic symptoms began to subside

and continued! to subside until 1918.

Since 1918 her hyperthyroidism has dis-

appeared, and you will note that the

gland can no longer be seen or felt. Her
heart has been the only remaining feat-

ure in her case. She is now 56 years old,

has oedema of legs, dyspnoea on exer-

tion and a bad heart, but her thyroid in-

toxication has gradually subsided and is

no longer an essential feature of the

case.

Case No. 2. Dr. Eshleman : This pa-

tient, O. B. D., who is 57 years old, was
referred to me by a laryngologist in No-
vember, 1923, on account of hoarseness

of seven weeks’ duration. You will note
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that he has complete aphonia, being un-

able to rois his voice above a whisper.
He has a paresis of the left recurrent
laryngeal nerve. I was asked to examine
his chest to determine, if possible, the

cause of this condition.

Nearly all cases of left vocal cord pa-
resis, not dut to local diseoses in the
larynx itself, are caused by aneurism of

the aortic arch. This is on account of

the anatomy of the parts, the left recur-

rent laryngeal nerve passing down the

left side of the neck, hooks around the
aorta and passes back upward to the
larynx. On the right side the recurrent
nerve does not pass near the aortic arch,

but hooks around the subclavian artery.

A right vocal cord paresis is, therefore,

rarely associated with aneurism. With-
out quoting definite statistics, I would
say that probably from 90 to 95 per cent
of the cases of left vocal cord paresis
are due to aortic aneurism. I was, there-

fore, careful to look for an aneurism in

this case.

History is as follows

:

Family history and previous illnesses

of no special importance. A few months
ago, before his present illness, he noted
general weakness and a slight tendency
to dyspnoea on exertion. There was no
cough.

Present Illness : Seven weeks before I

first saw him, while drinking some
orange juice, he noted that it “didn’t
seem to go down the right way,” but no
choking occurred. Thirty minutes later

he stopped to talk to a friend on the
street and noted that his voice was de-

cidedly husky, in fact almost gone. No
improvement took place and he consult-

ed a physician who examined him and
had his sputum examined with negative
results. He was finally referred to a

laryngologist, who found the left vocal
cord flaccid and referred him to me for
examination. His examination showed
marked pulsation, heaving in character,
lifting the left clavicle and second rib

with each impulse. No tracheal tug, no
'diastolic shock, and no thrill was felt.

On percussion dullness extended from
the right sternal margin 4 inches to the
left; in fact, the entire left infra-clavi-

cular region above the third rib was
dull. Posteriorly, dullness on the left

extended downward to the level of the
fifth dorsal vertebra. On auscultation
the heart was negative and no bruit was

heard. The breath sounds over the dull

area were slightly diminished, there was
no increase in the vocal fremitus

;
a few

barely perceptible fine crackling rales

could be heard. These rales were not
any more than might be produced by
slight compression of the lung by an
aneurism. The blood pressure was equal
in the two arms, systolic 160, diastolic

110. The radial vessels were sclerosed.

His total and differential blood count
was normal. Wassermann was negative.

He had lost from 6 to 8 pounds during
the preceding weeks.

I examined him several times before
any X-ray examination was made, final-

ly concluding that he had an aneurism of

the arch projecting into the left chest,

causing pressure on the left recurrent
laryngeal. I think that with his history
the vocal paresis, and; the physical signs

of dullness and pulsation in the regian
mentioned, that this diagnosis would be
correct 95 times out of 100. We then
X-rayed him and found the condition

shown in these plates which Dr. Samuel
says is not an aneurism, but a growth
in the upper lobe of the left lung. This
is of course causing the pressure on the
nerve trunk. At first I was not inclined

to accept the X-ray diagnosis, but after

observing another X-ray made fifteen

days later, I am ready to accept the diag-

nosis. The nature of the growth is un-
determined, but it is in all probability a
carcinoma.

Treatment : Has consisted in one ap-
plication of high voltage deep X-ray
therapy. He also has taken 20 drops of
K. I. three times daily. It is too soon
yet to note any change in the condition.
eHis interesting because ordinarily he
should have had an aneurism. The pul-

sation seen must be transmitted to the
growth by the aorta. I would like some
of the internists here to come and con-
firm the fact that marked pulsation is

present. Dr. Samuel will explain the
X-ray to you. (X-ray pictures demon-
strated.)

Dr. Simons: Any glands?
Dr. Eshleman: No glands are palpo-

ble. Wassermann is negative. X-ray
says it is not an aneurysm. We take it

to be a glandular condition of unknown
nature. He had had K. I. since.

Dr. Nelken: What is the pulsation
you say is to be seen ?

Dr. Eshleman : I can see it lift his up-
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per chest, but do not know why the
fluoroscope does not show it. It must be
aortic pulsation transmitted to the tu-

mor mass.
Dr. Bamberg : What about the breath

sounds?
Dr. Eslileman: The breath sounds are

not well detected over the mass. No in-

crease in voice sounds. There are a few
crackling rales to be heard which could
easily be produced by slight compression
of the lungs. He does not cough to any
extent. On swallowing, the food does not
always go down right, but he says he
never chokes on food.

Dr. Maes\ Any aneurismal bruit?
Dr. Eslileman : No. We practically

pay no attention to bruit in diagnosis
of aneurism. When I was a student the
diagnosis used to depend on bruit. Now
the heaving impulse and wide area of

dullness combined with symptoms are
the diagnostic points. Bruit is not pres-

ent in 50 per cent of the cases.

Dr. Nelken

:

Any difference in pulses?
Dr. Eslileman: No, but when this

sign is present it is a valuable sign of

aneurism.
Dr. Gessner: Is it possible that this is

an aneurism being cured by deposit of
layers of clot?

Dr. Eslileman: Dr. Samuel says no.
Clotting might explain the lack of pul-
sation under the fluoroscope, but he be-
lieves that there is a distinct disconnec-
tion between the shadow and the aorta.
In the lateral view he says he can see
that the shadow is not connected with
the aorta. That is the chief reason why,
he says, it is not aneurism.

Dr. Eslileman

:

There was no loss of
weight since he first came under my ob-
servation on November 28th.

Dr. Keareny: Any improvement in

his voice?

Dr. Eslileman: None since sudden
aphonia took place about seven weeks
before I saw him.

Dr. Eslileman: I believe the diagno-
sis of anuerism would be correct 99
times out of 100, but i nthis case I be-

lieve Dr. Samuel’s belief is correct, and
we are dealing with a malignant growth
of the carcinomatous type. I do not
think it is luetic. I d onot think it is any
benign tumor of the lung such as fibro-

ma, lipoma, dermoid cyst.
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Medical activities of the past month
have centered preparing for the State

Medical Convention at Opelousas. There
has been little of special interest re-

ported, but the Convention activities

should furnish much interesting news
and comments for our next issue.

There is one division of the U. S.

Veterans Bureau that the general pub-
lic hears little or nothing about. It

is taken for granted. This Division

is the Mail Sub-Division.

It has been said that this Post Office,

with the possible exception of the Cen-
tral City Post Office, is the largest one
in the City of Washington.

Medical Advice by Radio to Vessels
at Sea.

"While most large passenger vessels
carry physicians, there are few ships
other than such vessels that do. The
Public Health Service is often called on
for medical advice in the case of per-
sons who are ill or injured on board
vessels where there is no doctor.

Philadelphia Academy of Surgery.

The Samual D- Gross Prize, Fifteen

Hundred Dollars. Essays will be re-

ceived in competition for the prize un-

til January 1st. 1925.

The coditions annexed by the testa-

tor are that the prize “shall be awarded
every five years to the writer of the

best original essay, not exceeding one

hundred and fifty printed pages, oc-

tavo, in length, illustrative of some sub-

ject in Surgical Pathology or Surgical

Practice, founded upon original investi-

gations, the candidates for the prize

to be American citizens”.

It is Expressly stipulated that the

competitor who receives the prize shall

publish his essay in book form, and that

he shall deposit one copy of the work
in the Samual D. Gross Library of the

Philadelphia Academy of Surgery, and
that on the title page it shall be stated

that to the essay was awarded the Sam-
ual D. Gross Prize of the Philadelphia
Academy of Surgery.
The essays, which must be written

by a single author in the English lan-

guage, should be sent to the“Trustees
of the Samual D. Gross Prize of the
Philadelphia Academy of Surgery, care
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of the College of Physicians, 19 S. 22d
St., Philadelphia,” on or before Jan-
uary 1st, 1925.

The organization of a new division

in the U. S. Veterans Bureau to handle
all matters pertaining to guardianship
has been authorized, it was announced
today by General Frank T. Hines, Di-

rector of the Bureau.

The new division will function under
the Control Service which is headed by
Major Davis G. Arnold, Assistant Di-

rector.

Dr. Mary Griscom, a well known
Philadelphia physician, who has spent
the last nine months in relief work for

the American Friends Service Commit-
tee in Austria, has just returned to

America.

Dr- Griscom had charge of the anti-

tuberculosis work for the Service Com-
mittee in accordance with a program
supported by that organization and the

Austrian Department of Health in a

fight against the menacing plague

which threatened the lives of tens of

thousands of their children.

With the health of her child popula-

tion sapped by years of undernourish-
ment during the war, Austria was un-

able to check the invasion of tubercu-

losis. Very young children are infected

with the disease and the government
has not been able to provide treatment.

Dr. Griscom has been associated with
Dr. von Pirquet, the famous child

specialist in Vienna. Teachers are

trained in anti-tuberculosis and child-

care methods in Dr. von Pirquefc’s clinc,

then are sent out into the remote dis-

tricts of the provinces to give instruc-

tion in the homes and schools.

The Austrian government is fast re-

gaining her ability to cope with her
gigantic health problems, says Dr. Gris-

com. The Friends Service has been abk
to save the lives and health of hundreds
of children by making it possible for

them to have medical attention and
suitable food.

The dangerous fallacy that the atmos-
phere in a closed garage is safe as long
as an automobile engine continues to

function has been disproved by a test

conducted by engineers of the Interior
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Department at the Pittsburgh Experi-
ment Station of the Bureau of Mines.

Jackie Coogan will forsake the movies
for ten weeks this summer in order to

lead a modern “Children’s Crusade”
throughout the United States in an ap-
peal to the children of America for a
million-dollar shipload of foodstuffs for
the destitute orphan children of the
Near Est and then will sail in person to

deliver the goods to the Near East
orphans in Greece, Palestine and
Syria, it became known here today
when Charles V. Vickrey, general secre-

tary of the Near East Relief, made pub-
lic a letter from Mr. John H. (Jack)
Coogan, Jackie’s father, giving his con-
sent to the trip.

U. S. Veterans’ Bureau.
Dr. Edgar O- Crossman, manager of

District No. 1, U. S. Veterans’ Bureau,
has been appointed Acting Medical Di-
rector, in charge of the Medical Divis-
ion, according to an announcement made
today by General Frank T. Hines, direc-

tor of the bureau.
Dr. Crossman is a well known special-

ist on mental diseases, and General
Hines expressed his satisfaction in being
able to make a greater use of his medi-
cal skill in the new position.

REMOVALS.
Tarleton, Dr. T. T.—From Jeanerette

to Grand Coteau, La.
Patterson, Dr. G. C.—From Vernon to

Ruston, La.

PUBLICATIONS RECEIVED.
C. V. Mosby, St. Louis: “Applied

Pathology in Diseases of the Nose,
Throat and Ear,” by Joseph C. Beck, M.
D„ F. A. C. S.

Paul B. Hoeber, Inc., New York:
“Radium Report of the Memorial Hos-
pital, New, Second Series, 1923.”

Bailliere, Tindall and Cox, London

:

“War Against Tropical Disease,” by
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THE EDUCATION OF THE DEAF
CHILD.*

Max A. Goldstein, M.D., F.A.C.S.,

St. Louis.

In New Orleans, as in every large

municipality, there is an awakening in-

terest in the problems of the handicap-
ped child and the more satisfactory
measures to be employed by the larger
community in coping with these handi-
caps.

The question that confronts us to-

night is the intelligent disposal of the
Deaf and Defectives in speech in this

community.

To my colleagues in Oto-laryngology
in New Orleans, I want to emphasize
the fact that we in the medical profes-
sion and not this special field, owe re-

sponsibilities to the community which
are as important as the medical and
surgical efficiency which we offer as
our handicraft. The doctor must share
with the teacher, with the parent, and
with every organization and individual
in a community, the trust imposed upon
him in the care, education and proper
disposal of the deaf child and the child

handicapped by defects in speech, as
well as in the normal child. If we in

the medical profession have not as yet
equipped ourselves to render such ser-

vice to the congenitally deaf child, it

does not relieve us of our responsibili-
ties to him. Oto-laryngology must in-

clude ip its field a better understanding
of all of the conditions that apply to the
deaf child, including an analysis of the
types of deafness, degrees of deafness,
his peculiar psychology, additional
methods and possibilities, and the end

*Read before the Orleans Parish Medical So-
ciety, January 10, 1024.

results that can be expected of modern
pedagogic methods. In the evolution of
methods of education, the teacher of the
deaf has also participated, and the ex-

ploitation of the sign-language is becom-
ing more obsolete year by year as a bet-

ter understanding and more efficient

application of speech-training is devel-

oped-
Another phase of the question which

the Oto-laryngologist must not overlook

is legislative measures for the benefit of

the deaf child in the municipality and
in the state.

Committees on education in the state

legislatures must familiarize themselves
with the care and the best form of
training for the deaf so that they may
intelligently enact the necessary meas-
ures for this large and growing class of
the handicapped. The Oto-laryngologist
must contribute his quota and his in-

fluence toward a better understanding
of these problems. In some states there
is more effective legislation and larger
appropriation for the care of sick cattle

and for the disposal of hog-cholera than
for the intelligent disposal of the deaf
child.

The program that is now carried out
by the public school system of every
large city is to establish special classes
for the teaching of deaf children in
conjunction with one of the public
schools or assign an entire school in
the system where the deaf child may be
taught by modern pedagogic methods.
Such modern pedagogy consists in
teaching the child fluent, flexible, audi-
ble speech and making his further con-
tact with the normal community possi-
ble by efficient lip-reading. We advo-
cate beginning the deaf child’s instruc-
tion at an early age when the speech
mechanism is still pliable and plastic-
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and when the active little brain is in its

most receptive state for the acquisition

of oral speech.

New Orleans has already made an

auspicious beginning in this work and
a class for the speech teaching of deaf

children by oral methods is already in

operation under the administration of

the public school system.

The Permanent Committee on the

Deaf Child of the American Medical As-

sociation, of which I am the secretary,

presented a resolution at. the anuual
meeting of the A. M. A. in St. Louis

two years ago, as follows

:

“Resolved, That we recommend ex^

clusively oral instruction of deaf chil-

dren and that the oral teaching of the

congenitally deaf child and the acquired

deaf child be made a part of a depart-

ment of the public school system in all

larger cities.”

With one or two exceptions, this reso-

lution has been carried out in every
large city where day-schools for the
deaf in conjunction with the public

school system have been established.

To give you a practical demonstration
of what is being done in the oral train-

ing of the deaf child, I have asked a
group of deaf children now being in-

structed in New Orleans together with
their teacher to give you a few exer-
cises in speech and lip-reading. These
children have been selected at random
and at short notice and no effort at a
systematic demonstration has been
made, but for those unfamiliar with this
form of training there will be much
food for thought and I hope some stimu-
lation to participate in these activities

in the future. To efficiently train a
totally deaf child by speech methods
that will result in intelligent, fluent
speech, we need specially trained teach-
ers. There are but few training schools
in the land where such teachers can
qualify. There is a scarcity of good
teachers because it requires an unusual
combination of characteristics to make
a successful teacher of the deaf. She
must have a world of patience; a sym-
pathetic understanding of the handicap
which the deaf child faces; a compre-
hension of his peculiar psychology; a
knowledge of the principles and the
anatomy and physiology of the hearing

and speech organs and experience in the

class room with practical pedagogy
under the supervision of qualified sea-

soned instructors.

The teacher of the deaf is woefully

underpaid and that is one reason why
intelligent men and women who could

apply themselves to this noble cause,

seek other avenues for their brains and
energies.

Another constructive criticism which
I desire to submit is that the teacher of

the deaf to produce successful speech

results with her pupils, should not have
inflicted on her an ungraded class of

from 12 to 15 pupils as is the case in

New Orleans today; she should be re-

quired to concentrate her energies on a

graded class of not more than 6 or 8

pupils per teacher. So much of the in-

struction imparted to the deaf child

becomes an individual equation, and
only by limiting the class to a small
working field can the best results in

speech be obtained.

Active co-operation must be devel-

oped in every community and in every
school for the deaf between the teacher
in charge of these groups of children
and the Oto-laryngologist. Your local

Ear, Nose and Throat Society should
select one or two of its members who
are kindly disposed to assist in the de-

velopment of this problem
;
these men

should visit the classroom at least once
a week for an hour or two, become more
intimately acquainted with the teaching
methods of the deaf child in the class-

room, and confer with the teacher on
the problems that arise in the pedagogy
and scientific conduct of these pupils.

Only by such co-operation will im-
provements in the methods of instruc-

tion be made and the utilitarian value
in the training of the deaf child be in-

creased.

The medicine of the state will not be
the highest attainments of surgical

technique and profound therapeutics,

but all intelligently applied measures
for the prevention of disease. Here
again the Oto-laryngologist must per-
form his duty more effectively. The
community must be taught through this

branch of the medical profession about
the causes of deafness, the tendencies of

hereditary transmission, the effects of

diseases such as tuberculosis, syphilis,
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rickets, scarlet fever, measles, etc.; the

disposal of mechanical defects and ob-

structions such as adenoids, hypertro-

phied tonsils, obstructing turbinates

and septum. There is an almost limited

field of activity for the Oto-laryngo-

logist ; he can be of inestimable service,

not only by his surgical training, but

because of his knowledge of the pathol-

ogy of the ear, and his training as an
advisor to the family in which such

handicaps are presented for considera-

tion.

The force of public opinion sways the

machinery by which the community is

developed. You members of the special

medical profession are an important
factor in shaping public opinion and
must assume this responsibility in the
future more effectively than in the past.

Education is the keystone to the greater
development of a nation and it is the
vital underlying principle in the devel-

opment of every movement for prog-
ress. This education is as necessary to

an understanding of the deaf child as it

is to the normal child. Educate the
community, therefore, in those phases
of the problem with which you are
qualified to assert your authority be-

cause of your training and of your ex-

perience ; help educate the educators and
the legislators. Incidentally, study the
deaf child more closely and get addi-
tional education yourselves.
Not only is the congenitally deaf

child a subject for your serious con-
sideration but the school child who ac-

quires deafness of a rather profound
degree is seriously handicapped in his

further instruction. A child of 10 or 12
years of age who develops scarlet-fever

or measles and has his drum membranes
or ossicles gradually sloughed away by
chronic suppuration or whose auditory
nerve is seriously affected as the re-

sult of poliomyelitis, meningitis or
typhoid fever, is no longer in a condition
to be placed in the normal school room
under normal environment. When the
hearing is very materially depreciated
in this large group of children, he
should be taught efficient lip-reading so
that he may go back into the normal
school room and again take his place
with normal fellow-pupils. This child

of course, has a tremendous a^set which
the congenitally deaf child only acquires
mechanically, that is, fluent oral speech.

Another type is the hard-of-hearing

child who can still hear conversational

voice at a distance of less than 10 ft.

These children should be placed in

smaller groups than are found in the
normal school room where more indivi-

dual attention may be given by the
teacher. Instead of receiving repri-

mands by teacher and parents for what
is presumed to be inattention to his

studies, this child should be considera-

tely cared for arid the handicap of his

defective hearing constantly borne in
mind.

Not only the deaf child but also the
deaf adult claims a share of our consid-
eration. If a survey were made of
adults who have become deafened as a
result of disease or injury,—deafened
to such a degree that otological skill may
no longer offer promise of improve-
ment or arrest of the defective hearings
the sum total of such a survey through-
out the land would go into the hundred-
thousandths. Otologists are today in

a position in a large percentage of such
cases to make a differential diagnosis
of the types of deafness and to offer
honest advice as to whether further
treatment should be undertaken. I

hold that if a diagnosis of clinical oto-
sclerosis can be made by functional!

hearing tests together with a history'

of the case that the most honest advice
that an otologist can offer such a pa-
tient is to discontinue further treatment
and take up lip-reading.

Lip-reading or speech reading is not
a convenient thing for the otologist to
shift his professional responsibility on,
but a real asset to the deafened. If
lip-reading is systematically and earn-
estly studied and the instruction given
by a competent teacher, the average
deafened person who so applies himself,
may in the course of from 4 to 6 months
become an efficient lip-reader and there-
by develop a splendid asset and sub-
stitute for his defective hearing or even
complete deafness.

I cannot conclude these considerations
of the handicapped without mention of
another large group of children who
until comparatively recently have re-
ceived no dignified pedagogic and scien-
tific study of recognition, namely, the
child handicapped by one of the several
defects in speech such as stammering.
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stuttering, lisping, baby-talk, lolling and

other cognate speech defects. If the

law of average holds good in every

large community, about 10% of the en-

tire number of school children in every

large community are afflicted with some

form of defective speech, varying from

a slight impediment to a serious hand-

icap. By far the largest proportion of

these speech defects are amenable to

correction by special pedagogic and

speech exercises and the adoption of

efficient, corrective measures by special-

ly trained teachers and specially se-

lected centers to which such children

should be sent for this training is a

matter to be seriously considered by

every large metropolitan city, especially

in its public school system.

The demonstration of the group of

children to illustrate some of the feat-

ure which I have emphasized in pre-

senting this matter for your considera-

tion, tells its own human interest story.

Many of you have never before realized

that a congenitally deaf child could be

taught to speak and to speak fluently,

distinctly and with good voice inflec-

tion.

You have called these children “Deaf

and Dumb.” Dumbness, as a patholo-

gical entity is very rare. A congeni-

tally deaf child uncared for and untrain-

ed by special pedagogy, is dumb because

speech is but an imitation of sounds

heard by our human fellows and a child

born deaf cannot imitate spoken lang-

uage because he cannot hear it- To the

totally deaf child, speech must be taught

mechanically by properly trained teach-

ers and this mechanical speech can be

developed to such a degree of smooth-

ness and naturalness as in many instan-

ces not to be distinguished from normal
speech by the untrained ear.

In conclusion, I appeal to the splendid

municipality of New Orleans and to the

State of Louisiana more consideration

on the part of parents, teachers, social

service workers, the medical profession,

Boards of Education, and Legislators,

for a greater degree of consideration,

more substantial appropriations, the

selection of an adequate staff of trained

teachers for the education and develop-

ment of the Deaf child and his handi-

capped neighbor, the child witn defec-

tive speech.

INCORRECT DIAGNOSIS OF RIGHT
ILIAC SURGICAL CONDITIONS;
REPORT OF CASES AND
GENERAL REMARKS.*

A. C. King, M.D., F.A.C.S.,

New Orleans.

The diagnosis of appendicitis and
other surgical conditions of the right

iliac region is easy,—sometimes. The
difficulties confronting us are many and
varied, and it is not surprising that

errors are frequent, especially since

many competent physicians persist in

making rapid fire diagnoses. I mean
diagnoses fi’om some of the clinical

symptoms, omitting perhaps the most
important.

Certainly each case should receive the

most careful consideration, no matter

how easy and simple and clear cut the

diagnosis appears. In addition to the

routine abdominal examination by pal-

pation, the blood count, urinalysis,

etc., every case, where possible, is en-

titled to a carefully made gastrointesti-

nal and genito-urinary x-ray examina-
tion. We owe such a careful going over

to both the patient and to ourselves.

In spite of all this, however, we are

going right along making mistake after

mistake, some of them excusable, and
others not. The difficulties of making
correct diagnoses in all cases are num-
erous, as some of those reported in this

paper will show.
We may be fortunate in diagnosing

case after case by the mere process of

laying on of hands, but if we persist in

this superficial method, we will err

sooner or later. Often we even omit

the hand method and are guided by the

pulse and temperature alone. Listen

to Sir D’Arcy Power. He says, “Many
have died because the surgeon has trust-

ed the pulse and temperature, when he

ought to have examined the abdomen.”
Eventually we slip.

In reference to chronic appendicitis,

there are two groups of symptoms, Iliac

and Gastric. We pass over the iliac for

the present. The gastric symptoms are

those of “chronic dyspepsia”, gas in

the stomach, loss of appetite, coated

tongue and nausea ; or again, symptoms
of peptic ulcer, acid eructations, gnaw-

*Read before the Orleans Parish Medical So-

ciety, January 28. 1024.
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ing sensations in the epigastrium and
“hunger pains”, relieved by eating.

Moynihan has aptly said, “There is

now no longer any doubt in my own
mind that the commonest site of gas-

tric ulcer is in the right iliac fossa.

That is to say, in the majority of cases,

where the symptoms would justify or
compel a diagnosis of ulcer, the patient

is suffering from a lesion elsewhere,
and more often than not, from a lesion

in the appendix.”
So much from this renowned author-

ity. Some of us can recall cases of

vomiting of blood which, at operation,
revealed nothing further than a chronic
or subacute appendix.

If we accept the five signs of appendi-
citis as emphasized by Murphy, namely
pain, nausea and vomiting, local sen-
sitiveness, leukocytosis, and tempera-
ture, then add a sixth, Meltzer’s leg-

raising test, we have a combination by
which one should invariably arrive at

a correct conclusion; yet by disregard-
ing one or more of these symptoms, and
omitting the gastro-intestinal and geni-
to-urinary examinations, not a day
passes that some one of us is not guilty
of committing a diagnostic error.

Meltzer’s sign is a most valuable con-
firmatory sign, especially useful in

chronic appendicitis, and fails only
where the appendix is either high up,
near the kidney or gall bladder, or be-
low the pelvic brim. Under these con-
ditions, other symptoms also fail, as
witness the many gall bladder incisions
through which nothing but a chronic
appendix is removed, or a mid-line in-

cision below the umbilicus, through
which and appendix is found behind the
right broad ligament or in Douglas’
pouch. No doubt many of the old time
pelvic abscesses were of appendiceal ori-

gin.

Now let us dissect these symptoms,
and try to ascertain why we err; then
let’s shake them together again, and
compliment ourselves that we are not
mistaken even more frequently.

Case I. Young white female, ill three days.
Temperature 102, pulse elevated, marked
rigidity, and pain in right iliac region. No
blood count, no microscopic examination of
urine. Diagnosis by the attending physician
and myself, as consultant, acute appendici-
tis. After reaching the hospital, a second
consultant was called in as a matter of safety,
who not only agreed to the diagnosis, but
added, “You have not only an acute appendix,

but a ruptured appendix, with a belly full

of pus”.
Immediate operation. A perfectly normal

appendix brought out of the incision, and
removed. A perfectly clean and normal peri-

toneum throughout, and not a drop of pus
in sight. Further search revealed no pathology.
Temperature ran on for three weeks, varying
from 101 to 104. Patient comfortable. Sev-
eral negative Widal and malarial reports.

No urine examination for pyelitis, as at that
time pyelitis with us was not a recognized
pathological condition. I believe now that
this was a simple case of pyelitis, which re-

covered under rest in bed, proper diet, free
fluids, and appendectomy.

Thinking' over this and other cases diag-

nosed as typhoid fever, and running a pro-

longed course, I feel sure that in years gone
by, hundreds, or even thousands, of typhoid
fever cases were not typhoid at all but pye-
litis. Please note that typhoid is infrequent
at the present day as compared with the num-
ber of cases twenty and twenty-five years
ago.

Case II. Colored female. Age nineteen.
Right-sided pain upon pressure and some nau-
sea if pressure was continued. No tempera-
ture. No leukocytosis. Pelvic examination,
casually made, negative. Diagnosis, chronic
appendicitis. Right rectus incision with a
normal appendix presenting itself for removal,
which was done. Further search revealed
the right ovary lying at McBurney’s point
and attached to the parietal peritoneum by
a band one inch wide. This was severed and
the ovary replaced in the pelvis. Thus this

case of chronic appendicitis was cured. A
careless diagnosis was certainly made in this

case, by the writer.
Case III. White female. Age thirty. Preg-

nant for the fourth time. Right-sided pain
at intervals for three years, always more
pronounced during pregnancy. No nausea or

vomiting'; no blood count made at any time.
“Laying on of the hands” diagnosis, made on
account of pain at McBurney’s point, and the
presence of a small mass. Operation advised
previously but deferred. During her fourth
pregnancy, the symptoms becoming more
marked, operation was urged, and on account
of pregnancy, a consultation requested and
granted. One of the most acute observers in
this City was called in, made an examination,
and said, “Yes, I fully concur in the diag-
nosis of chronic appendicitis, and I can feel
the tumor easily. I think you will find at
operation a fold of omentum wrapped around
the appendix”. Operation the following day.
Right rectus incision. A perfectly normal
appendix was brought up and removed, and
a further search made. The mass previously
felt proved to be a cystic condition of the
fimbriated extremity of the right fallopian
tube, misplaced and held in this position by
adhesions. The tube was carefully removed.
The patient was thusly cured of non-existent
chronic appendicitis, and aborted a dead foe-
tus some three weeks later.

Case IV. Colored female. Age thirty-
two. Admitted to the hospital rather acutely
ill and with all the symptons referable to
the gall bladder. Diagnosed by the admit-
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ting officer as acute cholecystitis. Symptoms,
pain of an acute character in this region, tem-
perture, slight nausea, increased pulse rate,

exquisite pressure pain, Murphy’s percussion

test absolutely positive for gall bladder patho-

logy. No particular pain over McBurney’s
point. Meltzer’s sign absent. No gastro in-

testinal or genito-urinary series made on ac-

count of the acuteness of the condition. Op-
eration three days later. Incision over gall

bladder sufficiently large to explore throughly.

Gall bladder perfectly normal; duodenum and
stomach normal; no adhesions or evidences

of an acute trouble anywhere in the upper
abdomen. The appendix was now brought
into view and found acutely inflamed, and
removed. In pulling up the caecum ana
colon through the incision, it is not always
possible to definitely locate the appendix, and
in this case, it may have been retro-caecal

and high up.
Case V. Colored female. Age thirty-nine.

Transferred from Medical Ward in Charity
Hospital to our service. This case had been
beautifully worked up and a diagnosis of

appendiceal- abscess made. Temperature, leu-

kocyte count 22,000, a tender mass in right

iliac fossa, size of an orange. Right rectus
incision made and a dark mass exposed, with
the appendiceal tip adherent. Appendix re-

moved and attention directed to the mass,
which proved to be a right-tubal pregnancy,
foetus dead, and macerated mass adherent
to small bowel and appendix. Removed. This
case had been seen and examined by not less

than half a dozen men and all concurred in

the diagnosis.
Case VI. Colored female admitted at ele-

ven P. M. to our service. Patient in extremis,
thready pulse, profuse perspiration, vomiting,
abdomen exquisitely painful throughout. Was
seen by a house officer three times during
the night, who in the face of the general
condition did not operate. Was seen by my-
self at nine a. m. next day. Condition about
the same except the vomiting, which had
ceased. Patient looked as if no matter what
was done or not done, death was inevitable.
Seen by Dr. Martin at three P. M., who gave
expression to the same opinion. Under Fow-
ler’s position, hypodermoclysis, proctoclysis,
etc., at the end of three days, patient began
to improve. Abdomen still painful in right
iliac fossa; pulse still running around 120,
but better volume. No vaginal examination
made at this time, on account of extreme
condition. At the end of three weeks, pa-
tient’s condition considered fair enough to
risk operating. At this time, a mass the size
of an orange could be felt in right side of
pelvis, bulging upward almost to McBurney’s
point. Midline incision. A mass of clots
found filling Douglas’ pouch and fibrinous
masses attached to surrounding structures
A large black mass filled the right side of
pelvic cavity, extending upward. Tubal preg-
nancy diagnosed, and the mass removed. No
blood or clots elsewhere than in the pelvis.
Why the intense upper abdominal symptoms?
Why the generalized pain finally sifting down
to the right iliac fossa and right pelvic region?
Several diagnoses were made, ranging from
perforated gastric or duodenal ulcer to a

pin-hole perforation of the appendix, with
leakage and general peritonitis. Not until
the mass could be felt was a ruptured tubal
pregnancy suspected.

Case VII. White female. Age fourteen.
History of a sudden fall two months previous
while dancing. Acute pain in lower abdomen
for a few days but not disabling. Several
minor attacks of similar pain since, considered
by her physician as of no consequence. When
seen by myself, pain was quite marked in

right iliac region, but patient persistently
placed her finger lower than McBurney’s
point. Temperature 101 2-5. Pulse corres
ponding. Slight nausea. Consultation with
Dr. Martin held, and operation advised. Right
rectus incision, through which a healthy ap-
pendix was delivered, but judging by an in-

flamed tip, it had apparently been torn loose
from attachment to some organ. After its

removal, further search was made and a gan-
grenous ovarian cyst, size of a large orange,
twisted on its pedicle, was delivered and
easily removed. In this case, my attention
was arrested by the persistency with which
the patient placed a finger lower than ths
normal location of the appendix, insisting that
was the spot giving most pain. This lesson
has been of value.

Case VIII. White woman. Age fifty-one.
Mother of six children. Patient rather nerv-
ous and possesses a vivid imagination. Has
complained of pain in right side for about
eighteen months, indefinite in character.
Treated by myself one year ago and relieved.
Later attended by another physician and re-

lieved. Again by a third, with no relief.

Being called in July 23rd, I determined to
come to some conclusion, if posible, so had
gastric-intestinal and genito-urinary, complete
urinalysis, and blood examinations made, and
in addition, the last half a dozen defective
teeth extracted. All examinations negative
and so reported. Appendix not visualized.
Please note that. Patient continued to com-
plain of pain, which she insisted confined it-

self to the right lumbar region. Pressure
elicited no pain, or soreness there, but by
long and firm pressure over the appendix,
elicited slight discomfort. In the face of
negative X-ray findings as to stone, a diagno-
sis of chronic appendicitis was made, and
later through a midline incision, a hard
fibrous occluded appendix was removed, no
other pathology being found. Patient is now
well and her imagination at peace.

Case IX. This is the prize case. Colored
female eleven years old, admitted to our hos-
pital service with a diagnosis of ruptured ap-
pendix and general peritonitis, by one of the
house officers. Seen by myself the following
morning. Patient’s expression gave no evi-

dence of a profound abdominal condition.
Abdomen almost flat and negative as to pain,
except over pelvis. Blood count 27,500. As
I approached fhe bed, noticed the patient was
on the bed-pan, and when asked the reason,
she replied that she had had a diarrhoea for
several days. Examination revealed no ten-
derness over the appendix, but a large mass
almost filling the pelvic cavity, easily felt.

Turning' to the intern, I remarked that this
patient had either a dermoid cyst or fecal im-
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paction. Upon rectal examination, impaction
to a marked degree was discovered. Ether
was administered and about a quart of fecal

matter removed, followed by a thorough colo-

nic flush. Twenty-four hours later, blood
count down to 17,000, following day 9,000,
and normal one day later. Another cure for
appendicitis.

Case X. Visiting the Michael Reese Hos-
pital some years ago, saw Daniel Eisendroth
operating a case of acute appendicitis in a

child of two and a half years. Right rectus
incision exposed a perfectly normal appendix,
while near the lower border of the liver a
necrotic looking area about the size of a sil-

ver dollar was found and excised. It would
have been interesting to know the final diag-

nosis.

Case XI. Large tumor was filling right
side from liver to pelvic brim, and diagnosed
appendiceal abscess. Apparently no blood
count was made, but of more importance, a
urethral catheterization was done, and a
hydronephrosis cleared up.

Case XII. Colored girl. Age fourteen, ad-
mitted to our service, with diagnosis of rup-
tured appendix and general peritonitis. Tem-
perature 103, pulse 124. Apparently very
ill. Immediate operation. An acutely in-

flamed appendix removed. No other pa-
thology found. No blood count made at this

time on account of haste in operating. During
the operation I remarked to the intern assist-

ing that we must find some other cause for
the high temperature

;
that it certainly was

not due to the appendix entirely. Advised
looking for p'lasmodia. Temperature the fol-

lowing day up as high 103. Blood negative
for malaria. On third day temperature still

high. Patient very restless and irritable.
Abdomen not sensitive or distended. At nine
p. m. that night, plasmodia were found, and
under vigorous quinine treatment, tempera-
ture was normal in forty-eight hours.

Nuzum, in studying one thousand
cases of tabes in the Cook County Hos-
pital, Chicago, found ninety-seven opera-
tions performed unnecessarily, eighteen
of which were for an appendicitis
which did not exist.

We certainly should not skimp our ex-
aminations. They ought to be as com-
plete as it is possible to make them, and
the case studied from all angles, yet
such cases as No. 5 baffle us, while for
case No. 9 no excuse can be offered save
carelessness.

Conclusions—we are likely to con-
tinue making mistakes.

DISCUSSION.

Dr. Hermann Gessner: I want to congratu-
late Dr. King on having missed making one
of the classical errors in operating for appen-
dicitis—operating' when the true condition is

pneumonia. This has occurred in a number
of cases. I had occasion to do that once
under peculiar circumstances.

This patient came into Charity Hospital

very ill and presenting a rigid abdomen. A
thorough examination was made and a pneu-
monia recognized. In spite of the fact that
he had pneumonia, his abdominal symptoms
were so marked that I opened the abdomen
under local anesthesia. A normal appendix
was found and removed. The patient subse-
quently died; autopsy showed pneumonia,
with no complication. It was a case of right
pneumonia, with a pleuritis which no doubt
extended through the diaphragm to the peri-

toneum, thus causing abdominal rigidity.

Fortunately the operation, as it was done
under local anesthesia, to the exclusion of
ether did not aggravate his pneumonia.

Dr. Urban Maes: Dr. King has opened a
very important topic for discussion. Acute
appendicitis is a fairly definite condition to

most of us and the percentage of error in the
diagnosis of this condition is small, in fact
the cases overlooked are so few they are ex-

cusable.
The subject on which I wish to speak is the

diagnosis of chronic appendicitis. In the
absence of the history of an acute attack
chronic appendicitis is a most difficult disease

to recognize. The acute case has four or five

cardinal signs which are present in most in-

stances, which when taken together usually
are pathognomonic especially when a few
other causes of pathology in the right iliac

fossa are eliminated. I do not know any
group of symptoms that make the recognition
of chronic appendicitis easy and I do know of
three patients operated on for this, condition,

and a stone was found in the ureter. Very
recently Dr. Marshall Clinton of Buffalo has
called my attention to a condition worthy of
mention, especially where pain in the right
side is a predominating symptom. This is a
neuritis of the 12th intercostal nerve. In one
patient, appendix and gall-bladder were re-

moved and a floating kidney was anchored,
but the pain persisted and was found to be a
neuritis of the 12th intercostal nerve. This
pathological entity is found in people with a
long 12th rib or in short-waisted people where
the 12th rib touches the crest of the ilium in

certain positions thus setting up a traumatic
neuritis.

In looking over my statistics of end results

in chronic appendicitis, I find that about 30
per cent of my patients return with gall-

bladder disease. Both chronic appendicitis
and chronic cholicystitis cause the same type
of reflex dyspepsia. This and the 12th rib

condition should be remembered in our pa-
tients on whom we suspect chronic appendi-
citis.

Dr. A. C. King (closing) : I wish to thank
Dr. Gessner for congratulating me for not
operating cases of pneumonia having or sup-
osed to have acute appedicitis. Perhaps I

failed to diagnose the pneumonic condition.
I stated in my paper that Nuzum has re-

ported 9 1-2 per cent of 1.000 cases of
syphilitic infections of various kinds operated
unnecessarily. I have often wondered many
times if we have not operated on a syphilitic

right iliac pain and called it chronic appendi-
citis.

Dr. Martin referred to leg pains in chronic
appendicitis. I have also observed this and
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especially in women. Flexing the thigh gives

relief in most cases.

Meltzer’s sign is simply a confirmatory
sign and is valuable. The appendix normally
lies on the ilio-paoas muscle, and in this test

or sign pressure over the appendix while the
leg is being elevated by the patient, held per-
fectly stiff while lifting it, gives pain. The
appendix is simply squeezed between the tense
muscle and fingers.

SYPHILIS AND PREGNANCY.*
By Dr. E. L. King, M.D., F.A.C.S.,

Assistant Professor of Obstetrics. School of Medi-

cine, Tulane University of Louisiana

.

To Osier, I think, is ascribed the re-

mark that to know syphilis is to know
medicine, and while I do not pretend to

know either, I feel that it is well occa-
sionally to consider this widespread dis-

ease in its relation to the various special-

ties. We are all liable to encounter it

in our work, and if it is recognized early
and treated properly, the results are
often surprisingly gratifying. However,
some syphilographers and a fair num-
ber of neurologists are rather pessimis-
tic as regards a permanent cure, unless
the disease is treated much more ener-
getically and for a much longer period
of time than is generally done.
Women may be infected with syphilis

before becoming pregnant, at trie time
of conception, or at any time during
pregnancy. Many luetic women are
sterile, however (DeLee), but if or.e

should become pregnant, the child is

always luetic, and generally dies prema-
turely and is expelled from the uterus.
If untreated, the patient as a rule car-
ries each fetus nearer to term than the
preceding one, until finally a living but
sypilitic child is born. If syphilis is

contracted at the time of conception, the
child is always luetic (Williams), the
the outcome is practically the same. In
such a case, DeLee states that “early
abortion is the rule,” though William's
says that “on the other hand it [i. e.,

syphilis] plays but a small part in the
causation of early abortion.” Probably
both are right

; there are so many etio-
logical factors responsible for abortions
that syphilis may be to blame ror only
a small number of the total, even though
we admit that most cases of simultane-
ous syphilis and pregnancy end in this

*Read before the Orleans Parish Medical So-
ciety, February 11, 1924.

manner. If the mother is infected dur-
ing early pregnancy, the child is usually

luetic, but if she becomes syphiltitic in

the later months, the child may escape.

Le Pileur (quoted by Williams) found
that in 139 women who had become
syphilitic after having borne children,

the fetal mortality was 78 per cent after
developing this infection, as contrasted
with 3.8 per cent before this event.

It is generally agreed that recent
syphilis has a more disastrous effect on
a pregnant woman than on one not preg-
nant. The chancre is larger than usual,

and is more rebellious to treatment.
Vulvar lesions, such as condylomata and
ulcerations, are frequently found in

florid cases, and are hard to cure. The
general symptoms are often exagger-
ated, and ill-defined pains, neuralgias,

etc., should arouse our suspicion. On
the other hand, we encounter much more
frequently what we may call latent

syphilis. The patient gives no history

of an initial lesion, has no visible mani-
festations of Ides, but often gives a his-

tory of spontaneous premature delivery

of one or more macerated infants. In
such a case a positive Wasserman reac-

tion is practically always obtained. The
fact that the history is often negative
regarding the initial lesion may mean
that chancre of the cervix is much more
common than is generally thought, but
is symptomless and hence is not diag-

nosed. In many of these women, es-

pecially in those of the clinic type (and
more especially in negroes), no clear

history of secondaries can be obtained.
These patients do not complain and ap-

pear to be in excellent health ; neverthe-
less, they will probably lose their babies
unless properly treated.

The effects of syphilis on the fetus,

as noted above, is disastrous if there is

no treatment or if the treatment is in-

adequate- Lespinasse quotes Marcus as
stating that 90.2 per cent of children
born of untreated mothers are luetic.

Fournier, in 45 untreated cases, report-

ed 37, or 82 per cent, fetal deaths (29
still-births or miscarriages, while 8

died soon after birth) ; of the eight liv-

ing children, six had syphilis. Leredde
states that when the treatment is inade-

quate the fetal mortality may be as high
as 64 per cent. Williams states that of

705 fetal deaths in 10,000 deliveries at

the Johns Hopkins Hospital, syphilis
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was the responsible factor in 26.4 per
cent. Besides these, many others that

were born alive died in a few days, and
still others lived, but developed signs of

hereditary lues later. Of these 705
deaths, 334 fetuses were delivered

prematurely, and syphilis was respon-

sible in 40 per cent of these cases. Simi-

lar figures can be obtained from the re-

ports of many other observers, but these

quoted above are sufficient to impress
us with the gravity of this complication.

Naturally, early diagnosis is of para-
mount importance. In the active cases,

in which pregnancy and infection are

coincident, or in which infection occurs
after pregnancy, this is usually easy, es-

pecially if vulvar lesions are present.

In many cases, however, which we may
call latent, the history of spontaneous
stillbirths in multiparae may be the sole

warning. Here the Wasserman reaction

is almost invariably positive. In primi-
parae, the positive Wasserman may be
the first intimation of trouble. Of
course, the question of the reliability of
the Wasserman test is involved. Lespi-
nasse gives the following figures, based
on series of cases of undoubted and
proved syphilis: primary stage, 73.5 per
cent positive (Vedder), 92.3 per cent
positive (Noguchi)

;
secondary stage,

Vedder, 91.9 per cent positive, Noguchi,
96 per cent, Craig 96.1 per cent, Swift,
92 per cent; tertiary stage, Vedder,
86-3 per cent, Noguchi, 89.8 per cent,

Craig, 87.4 per cent, Swift, 80 per cent

;

latent stage, Vedder, 80.7 per cent, No
guchi, 77.7 per cent, Craig, 68.1 per cent,

Swift, 64 per cent. So that the usual
acceptance of the Wasserman reaction
as 90 to 95 per cent accurate is approxi-
mately correct, especially when the re-

action is strongly positive. In preg-
nancy, however, there is an unexplained
variation, as occasionally, according to
Williams, a woman with a positive reac-
tion before delivery will later, after de-
livery, be found to respond negatively,
in spite of the fact that no treatment
was administered. DeLee has made the
same observation, and feels that the
Wasserman reaction in pregnancy needs
more study. In the present state of our
knowledge, however, it is certainly bet-
ter to consider a pregnant woman with
a strongly positive reaction as luetic and
treat her accordingly. The results of
this test have called into question the

validity of Colle’s law, that a healthy
woman may have a luetic child by a
syphilic husband, as in practically all

such cases the maternal reaction is

positive. Profeta’s law, that a luetic

woman may give birth to a healthy child

which is immune to syphilis, is also

negatived. Williams, however, is not
quite prepared to give up Colie’s iaw,
and cites the following case in support
of this position. A colored woman, who
had been delivered several times of
healthy children at the Johns Hopkins
Hospital, was delivered of twins, one
healthy and one definitely luetic. On
being questioned, she admitted inter-

course within a few hours with two dif-

ferent men, her husband and another;
the latter was under treatment at the
Hopkins clinic at the time for syphilis.

The patient had a negative Wasserman
reaction, and subsequently gave birth

to several more healthy children.

After delivery, the diagnosis of fetal

syphilis is best made by autopsy on the
still-born fetus, and lues should be diag-

nosed only if the treponema is found in

the organs. If the baby lives, clinical

observation by a pediatrician is advis-

able. The Wasserman reaction on
blood obtained from the cord at delivery

is stated by Williams to be so unreliable

as not to be worth the trouble, and we
have had the same experience in a series

of several score cases studied at the
Charity Hospital. Williams, Slemons,
and others lay great stress on the micro-
scopic study of the placenta, claiming
that there is a characteristic clubbing
and thickening of the villi, which are
almost devoid of blood-vessels and are
packed with round or oval cells- Wil-
liams, in particular, emphasizes these
findings as diagrostic of lues, but states

that negative findings do not rule out
lues in the child. In an attempt to con-
firm these findings, several hundred
placentae were examined in the patho-
logical department of the Charity Hos-
pital a couple of years ago, but the
pathologists could not satisfy tKemselves
that there were any characteristic

changes, and the results were so unsat-
isfactory that the study was discon-

tinued.

Once diagnosed, the indication is

clear, and the patient should be treated
as vigorously as if she were not preg-
nant. Some claim that arsenic in the
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last month of pregnancy is particularly

liable to cause premature labor, more so

than at any other time. This, however,
is by no means universally admitted. As
in all other cases, best results are ob-

tained by the use of arsphenamin and
mercury. DeLee is averse to the use of

arsenic-als when the diagnosis is based
solely on a positive test, preferring mer-
cury and tonics in such cases. Davis
states that in using arsenicals there is a
distinct danger to the fetus, but that the
risk is justifiable, as the fetal mortality
from lues is so high. It appears, from
the literature, that even incomplete
treatment will save the baby; three or
four months of treatment nearly always
assures an apparently healthy, vigorous
child. One of our patients, who had deliv-

ered a macerated fetus in June, 1922 (at

which time her Wasserman test was
strongly positive), returned to the clinic

in August, 1923, received six doses of
neo-arsphenamin and a couple of mer-
curial rubs, and was delivered of a vig-

orous full-time baby in November.
Thorough treatment will give most ex-
cellent results, as far as the fetus is con-
cerned. As an example, I may refer to

another patient, colored, who had lost

nine babies from lues. Treatment from
early pregnancy resulted in a healthy
baby, and two others have been born
since. Two years ago, the mother and
the first child were found to have
weakly positive reactions, and so they
were given treatment in the special

clinic, with a prompt return to the nega-
tive state. In our work so far, we have
not seen any ill-effects from arsenicals,
but we must bear in mind the frequency
of toxemias and of renal complications
in pregnancy, as, of course, arsenic
would be contraindicated if such a com-
plication were present.

In checking over the 1923 records of
the Charity Hospital, I found that of
326 Wasserman reactions on white
pregnant women, 318 were negative and
8 were positive, a frequency of 2.4 per
cent. Three hundred forty-nine colored
women were tested, with 59 positive re-
sults, or 16.9 per cent- These figures
correspond very closely with those of
Williams, who gives 2.5 per cent and
16.3 per cent, respectively. In another
ward, where the complications of preg-
nancy and of puerperium are treated,
there were 6 positive reports in 177

tests, or 3.4 per cent. In investigating
these 73 cases showing positive results,

our findings were as follows: in 52 of
the colored patients there were 19 still-

births (10 macerated), one abortion,
three premature dead babies, six prema-
ture living babies, another premature
baby which died twelve hours after
birth (the mother was eclampic), and
22 babies at or near full term were born
alive and left the hospital with their

mothers. Thus there were 28 living

babies in 52 colored cases, showing a
fetal mortality of 46 per cent. Of six

white patients, one delivered a stillborn

baby of four pounds, one a stillborn

baby at term, one delivered prematurely
at six months ,one aborted at three
months, and only two delivered full

time, living children. Of the fifteen

other patients, some left the hospital

undelivered, and the records of the
others were not available.

Hence it behooves us to watch for
spyhilis in our pregnant women, espe-
cially in our colored clinics. In our work
in the Charity Hospital out-patient de-

partment, we have our patients routine-
ly tested, and feel that we are accom-
plishing some good thereby. In private
work, a routine Wasserman test is not
so essential, but every patient with a
suspicious history or a record of a spon-
taneous, unexplained stillbirth should
be carefully studied. In obstetrics, as
in all other fields, eternal vigilance is

essential in order to obtain good results.

I desire to thank Dr. J. E. Kanatser,
intern at Charity Hospital, for his

valued assistance in looking up and
tabulating the records of the institu-

tion.
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DISCUSSION.

Dr. J. S. Hebert: Of course the subject is

one that would fill a lage book and Dr.
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King certainly cannot do justice to the subject
and specialty in such a short space of time.

From a practical standpoint, the most sur-

prising and interesting feature about this

subject is one that faces all of us who do
obstetrics. We have heard the statements
made by Dr. Landford and the nature of his

discussion did not touch upon it. Here is an
apparently healthy husband and wife

;
in due

course of time an apparently healthy baby is

born. In about one to three weeks to our
great surprise we have a newborn baby with
typical general syphilis. The situation is a
very embarrassing one to explain to the

father and mother and the question arises as

to how shall we meet this problem. Generally
the accoucher (at least I do not) does not
or possibly feels that he should not make a

diagnosis. We call in a specialist and the
diagnosis is then made.

The mysterious question then arises: who
does it come from? We take the blood from
the father and get a negative report. We
take repeated cultures and examinations and
all come back negative. There is a possibil-

ity it is from the mother. We take cultures

and Wassermans; all examinations are made,
and all come back negative. Where does it

come from? I would like Dr. King to en-
lighten me on the subject.

Dr. E. L. King (closing) : The question of

syphilis as a cause of abortions has been con-
sidered in our work. The general consensus
of opinion is that syphilis does not usually
cause abortion in the early months—they gen-
erally carry to the later months and lose the
child in the last two or three months of
pregnancy.

I have a patient, 19 years old, brought into
Charity Hospital yesterday. She has had six

spontaneous abortions. I hardly think she
has syphilis.

I know of one lady who has had six or
seven miscarriages. She was anxious to have
children and would even go to bed for weeks
and still she would lose her baby. In this par-
ticular case, the patient and her husband were
thoroughly examined

;
there was no history of

syphilis; Wasserman negative on both and
nothing else to be found. Everything in the
way of necessary surgery was done, to no
avail. So we cannot explain these cases on
the grounds of syphilis. Chronic endometritis
may sometimes be responsible.

There has been some interesting work done
at Yale, which was reported in the Journal
A. M. A. sometime ago. These investigators
treated pregnant animals with neosalvarsan
and later killed the animals. They found
fairly large amount of arsenic in the mater-
nal liver and in the placenta, but practically
all the tissues of the foetuses were negative
for arsenic. Apparently, the conclusion is

that the foetus is protected by the storing up
of arsenic in placenta.

Dr. Hebert asked for the explanation of the
luetic child with apparently healthy father
and mother. The only thing I see is that
possibly the husband did have syphilis with a
negative Wasserman, a so-called latent case.

SOME SUGGESTIONS IN PHYSICAL
DIAGNOSIS.*

O. W. Bethea, M.D.,

New Orleans.

It is not my hope in this brief discus-

sion to present any matter of special or

unusual interest, and it is entirely pos-

sible that some or all of these plans sug-

gested have been tried out by most clini-

cians- But I have been unable to find

them in literature, and as they have been
of some real value to me, I am passing
them on with the hope that they may
aid someone else, even though it be in a
limited way.

i'ig. 1

Exposing the Chest.

It is well understood that for
=
a thor-

ough examination of the chest it is best
to have the patient stripped to the
waist; it is often desirable, however, to
expose the back of a man when for some
reason it is not convenient to have them
sufficiently disrobe. When the two-
piece underwear is worn it is customary
to raise the shirts as shown in figure 1.

This very imperfectly exposes the back.
It will be found in these cases that the
back can be fairly well exposed by the
following plan

:

Have the patient raise the arms out
from the sides, as shown in Figure 2;

*Read before the Orleans Parish Medical So-
ciety, February 25, 1924.
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Fig. 2

as the shirt is lifted as high as possible,

then sweep the arms forward as shown
in Figure 3, as the clothing is carried

over the shoulders, then drop the arms
as shown in figure 4. By comparing
Figure 1 and Figure 4 the difference in

the surface exposed for examination can
be readily appreciated. Of course this

will not apply where the patient wears
a union suit.

Position For Examining the Back of
the Thorax.

The most commonly used position is

to have the patient fold the arms with
the hands tucked in the axillae, or to

fold the arms with the hands brought
across -to the opposite shoulders. The
position that I suggest is to have the

hands loosely locked and the patient

bending forward until the hands barely
touch the front of the body (see Figures
5 and 6). It has the following advan-
tages :

1. It lends itself to relaxation.

2. It keeps the hands and arms still

and eliminates the extraneous sounds
(in auscultation) often produced by the

patient’s hands on his skin when the

arms are folded in the usual way. These
sounds which result from rubbing or

scratching may very materially inter-

fere with a careful examination.
3. It lends itself to comfortable res-

piration possibly better than does the
folded arms.

4.

This position also favors the
separtion of the scapulae as well or
better than the usual positions. This is

shown in Figure 7, where the vertebral
borders of the scapulae have been blue-

penciled- In testing out this position I

blue-penciled these borders in various
positions and believe that I am correct
in stating that the separation here com-
pares favorably with that obtained by
folding the arms.

Palpating the Apex Beat of the Heart.

It has seemed to me that this can
sometimes be located by “ulnar palpa-
tion” when other measures fail. (See
Figure 8.) The palm of the hand may
be either down or up as the ulnar side

of the hand and the little finger is placed
in the various intercostal spaces.

Developing Crepitant Rales.

The usual routine is to have the
patient exhale and then cough, this be-

ing followed by a deep inhalation. The
plan that I suggest is to have the pa-
tient forcibly exhale then wait as long
as comfortable, then deeply inhale. It

seems that this period of rest after a
forced exhalation possibly gives a bet-

ter opportunity or the agglutination of
surfaces, the preparation of which gives

rise to the sound that is sought.

Fig. 3
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Fig. 5 Fig. 6

Fig. 4

Preparing the Surface For Ausculta-

tion.

In examining the front of the chests
of men the presence of hair often inter-

feres with auscultation. The usual sug-
gestion is to moisten this hair before ex-
amination. This does not always per-
mit good work, particularly with the
Bowles’ stethoscope. The area in which
the hair will interfere is usually small
and I have found it much better to

shave and dry this area before begin-
ning the examination.

Proper Breathing For Auscultation.

One of the greatest difficulties in lis-

tening to the pulmonary sounds is to

have the patient breathe right for an
examination. I have often found it of
considerable advantage to teach the
patient how to co-operate by proper
breathing before beginning this phase
of the examination. I do this by hold-
ing my face where the patient can hear
my breathing and I at the same time
can watch the movements of the
patient’s chest, and then having them
breathe with me until they have ob-
tained the desired rate and depth. I

then tell them to continue to breathe
just that way until directed otherwise.

Examinaion of the Chest After Removal
of Adhesive Plaster.

When a side of the chest is strapped
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Fig. 7

with adhesive plaster the function of

the lung on that side is impaired and
the other side takes on a certain amount
of compensatory activity. On the side
strapped not only is the lung proper

Fig. 8

compressed, but the muscles of respira-
tion are interfered with very much in

the same way as would the muscles of a
hand that was put in splints. After the
strapping is removed it may be quite
some time before the normal function
is restored, even where there is no
pathology. This condition would obtain
very much as would be the case in the
hand kept in splints for several days.
It would seem desirable, therefore,

when there is any doubt as to the find-

ings after removal of adhesive to re-

examine, after a period of some hours
at least, before attaching too much im-
portance to the findings, as compared
with the other side of the chest.

FURTHER OBSERVATIONS ON
THE OPERATIVE CURE OF PRU-

RITIS ANI AND VULVAE.*
Carroll W. Allen, M.D., F.A.C.S.

New Orleans.

In April, 1920, I presented before the
meeting of the American Medical Asso«
ciation some observations on the opera-
tive cure of pruritus ani and vulvae.

Since this time I have had considerable
further experience and wish to again
bring this matter before the profession
with some further observations.

Since I have undertaken the study of
this condition there have been some re-

ports by Murray, Hirschman, Ward and
others, who have been able to incrimi-

nate streptococcus fecalis as a causative
factor and isolated it for the purpose of

making a vaccine. As my investiga-

tions antidated their reports on this

work and as they only obtained about 50
per cent cures after many months of
treatment I felt that anything which
offered more immediate results should
be carefully followed up.

As a result of my observatrons on nu-
merous cases I am convinced that re-

flexes have but little, if any, influence

in producing this condition, or if they
are productive factors the removal of

these causes by operative or other

means is not always followed by a subsi-

dence of the pruritus once it has become
established.

Among the measures which I adopt-

ed in my preliminary study of this sub-

*Read before the Orleans Parish Medical So-

ciety, January 28, 1924.
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ject, were alcohol and quinin injections,

but these were abandoned after a time
as the results were too transient or dis-

appointing in other ways.

Observation made by injections of the
pudic nerve have convinced me that this

nerve plays no part in the affection.

I am quite willing to believe that

some specific infection is the factor in

producing this condition as the involved

parts do not conform to the recognized
distribution of any particular nerve.

The thickened and leathery appearance
of the involved parts may also add to

this view, although this condition may
be entirely the result of frequent
scratching and rubbing, which these

patients so often indulge in in a futile

effort to obtain relief.

Whatever the cause may be if we
have an operative remedy that is

prompt and efficient I feel we should
avail ourselves of it until something
better is found.

I quote the following from my orig-

inal report as the operative technic has
not been improved upon, but some ob-

servations made on recent cases may
somewhat modify my views regarding
the efficiency of dividing the inferior

pudendal nerve, particularly in cases
where the involvement was not exten-
sive and involved only the posterior sur-

face of the scrotum or lower half of the
vulva, in addition to the anal circum-
ference. In these cases a simple dissec-

tion made subcutaneously into the area
between the coccyx and perineum and a
division of this nerve on both sides has
been followed by almost complete relief.

In stout individuals, or where the dis-

section is difficult or the nerve not
readily found, a fairly deep crescentic
incision made mid-way between the
coccyx and anus, with the horns
turned toward the perineum and
carried out about two inches on each side

of the mid line, has very effective-

ly divided the inferior pudendal
as well as all coccygeal nerves
which run forward in this area. This
last operative procedure has proved
quite effective whenever used and while
I prefer the operation as first proposed
in the typical case one occasionally
meets complicated conditions associated
with fistuli or hemmorrhoids, in which
it is inadvisable to do any more surgery

around the anal margin than is abso-

lutely necessary.
I give below the original description

of the operation, which has proved so

effective in my hands.
“The proposed operation has in view

- the separation of the skin from the

underlying tissue, thus dividing all

nerves which reach the affected parts,

rendering them anesthetic and prevent-
ing the skin from immediately healing
to the underlying tissues by packing;
which is kept up until a firm bed of

granulation has formed which usually
requires about one week, when the
packing is discontinued the skin is

allowed to fall back in place, where it

soon is again firmly united, leaving an
anesthetic area which nearly equals the
extent of the undermined area. This
anesthetic area is not complained of, but
is usually a quite welcome change. It

gradually diminishes in size with the
return of normal sensation after a few
months, and has in my experience not
been followed by a return of the pru-
ritis.

The operation on the anal region is

the simpler. The area involved must
first be accurately determined. It is

usually quite symmetrical and uniform
on both sides. A series of incisions are
now made beginning at the anal margin
and continued outward to about one-
half inch beyond the affected area,
which rarely exceeds two inches. A
series of these incisions are made about
one inch apart at their peripheral ex-
tremities until the entire perianal region
has been covered.

These skin strips are now dissected
up, preferably with a scalpel, except at
their two ends, which are left attached.
In separating the skin from the subcu-
taneous tissues, but a small margin of
tissue is left attached to its under sur-
face to insure a sufficient circulation
to prevent sloughirg. As the pruritic
area rarely involves the mucous sur-
faces the incisions need not invade
them, and in a few cases where the
vaginal mucosa seemed to have been in-

volved, it cleared up with the relief of
the external parts. The operation on
the vaginal outlet is performed in the
same general way as on the anal region,
and should need no special description.
After dissecting up the skin flaps, the
space beneath is packed with iodoform
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gauze. Frequent sitz baths with a lib-

eral supply of soap has always been in-

sisted on as an after-treatment. They
keep the parts cleansed and are more ef-

fective and comfortable than irriga-

tions. The packs may occasionally need

changing, but often remain the full

time, about one week. After the packs

are removed, the parts quickly unite and
the total disability is about two weeks.

In considering this operation in the

light of the recent bacteriologic investi-

gations of streptococcus fecalis, it is

possible that the iodoform plays an anti-

septic role here, or, more likely, the

soap, which has been proved a quite

active germicide and in the exposed con-

dition of the tissues may eradicate the

infection, if such is the cause ; or should

we take the other view that the pro-

longed anesthesia of the parts effec-

tively breaks up the itching and scratch-

ing habit, the fact is that the patients

get well and, as far as I have been able

to follow them, remain well.”

There was one case, which I operated
upon last year, which was badly com-
plicated by an anal stenosis, the result

of chronic ulceration and which left me
in a rather unsatisfactory condition and
I have not heard from her since- With
this exception I have followed all cases

and there has been no recurrence as far

as they have reported to me.

SOME PROBABLE FUNCTIONS OF
THE SPLEEN AS DEMON-
STRABLE BY THE EFFECTS
OF RADIO-ACTIVITY UPON

THAT ORGAN.*
Adolph Henriques, M.D.,

New Orleans.

Assistant Professor of Medicine ( Radiology ),

School of Medicine, Tulan'e University.

The functions of the spleen, in the
past, have been very obscure and, to

judge by the statements of current text-

books of physiology, are still more or
less problematical. In this paper are
recorded personal observations noted by
the application of Radium or X-rays
over the splenic area, through the skin
of the abdominal wall. The term radio-
activity is employed to indicate both
X-rays and Radium, as it is generally

*Read before the Orleans Parish Medical So-
cietj', January 2S, 1924.

accepted that the effects of the two-
agents, in equal dosage, are quite simi-
lar.

The diminution in size of an enlarged
spleen, so frequently noted following
the application of radio-activity to it

suggests the probability of a stimula-
tion of function, as indicated by certain
effects coincident with its shrinkage.
The writer believes that the stimula-
tion of the non-palpable spleen has also
been effected by this method.
The effect of the application of radio-

activity to the spleen, to be discussed
in this paper are:

1. Relief of capillary hemorrhage.
2. Increase in hemoglobin.
3. Increase in red blood cells.

4. Decrease in white blood cells.

5. Stimulation of immune bodies.
6. Effects on other organs.

The observations are based upon the
treatment of several cases of myeloge-
nous leukemia, one case of pernicious
anemia, one case of splenic anemia or
Banti’s disease, one case of tuberculous
peritonitis, and one case of extensive
pulmonary tuberculosis complicated by
ileocaecal tuberculosis.

1. Relief of capillary hemorrhage.
In myelogenous leukemia the writer

noted the attacks of bleeding from the
nose were overcome by radium over the
spleen.

In connection with the relief of hem-
orrhage by irradiation of the spleen,

Nagy (1) reports:
“Irradiation of spleen with a stimu-

lating dose of the X-Rays was found
to increase the coagulability of the blood
in cases of hemoptysis, hemophilia, ab-
dominal hemorrhage, and the hem-
orrhage following minor operations,
Prophylactic irradiation diminished the
hemorrhage of tonsillotomy and adeno-
tomy. The effect was noted in a few
minutes and lasted for from two to four-
teen days or longer.”
Nagy recommends such irradiation

in cases of hemorrhagic diathesis, hem-
ophilia, purpura, pulmonary and renal
hemorrhage, menorrhagia, bleeding my-
omas and other hemorrhagic gynecologi-

cal diseases, childbirth, bladder hem-
orrhage, and post operative hemorrhag-
es, and as a prophylactic measure be-

fore operation.
Nurnberger (2) reports:

Of 25 patients suffering Trom uterine
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hemorrhage, 18 were permanently re-

lieved by the treatment. In several

cases the bleeding stopped within Y2
hour of the treatment. In the majority
cessation took place on the third day,

which is the day on which the coagulant
factor reaches its highest intensity.

One fourth the erythema dose was gi-

ven. If as rarely happened, no effect

was obtained, three days later an ad-

ditional thwo-thirds was given.

Schmitz and Bundy (3) state:

“The menorrhagias or metrorrhagias
accompaning adnexal disease and the
pernicious bleeding from different

parts of the body during the pregnant
state are often intractable to the usual
forms of treatment. Though the ad-

nexal disease may be clinically or sur-

gically healed, uterine hemorrhage may
persist even after repeated curettages.

These hemorrhages respond almost im-
mediately to an exposure of the spleen

to a stimulating dose of rays of about
15% erythema skin dose. Should the
bleeding persist after 24 hours, twice
the dose is given.”

2. Increase in hemoglobin.
3- Increase in red blood cells.

Both hemoglobin and the red blood
cells were markedly increased after

treating the spleen by Radium in cases

of myelogenous leukemia. Within 90
days after beginning treatment the hem-
oglobin was raised in one case from
54% to 90%. The red blood cells were
markedly increased from 2 million to

5 million and above within 90 days in

several instances.

In a case of pernicious anemia, with
no splenic enlargement the red count
of 400 thousand was increased to 2 mil-

lion in 5 weeks and from 2 to 5 million
in 31/2 months later. The hemoglobin
in this case increased from 25% to 50%
within 5 weeks and to 85% within 8
weeks. Although this case of pernicious
anemia subsequently died, the marked
effect of radiation in stimulating re-

generation of the blood is worthy of
note.

The spleen was concerned in the in-

crease of hemoglobin and red blood cells.

The effects followed the application of
the Radium. The mechanism of the
process cannot be stated, it is probable
that the more complete and more rapid
liberation of the iron from the effete
red cells brought to the spleen was an

important factor in this change. This
iron sent by the liver to the bone marrow
resulted in an increased number and
richness of the red cells.

Moynihan (4) states:

“Changes in the blood which agree
with those found in splenectomized
animals. There is a temperary anemia,
gradually subsiding in approximately
two month’s time, and there is an in-

crease in leucocytes, whose number re-

turn to the normal very slowly.”

If anemia and leucocytosis mean les-

sened splenic function, then improve-
ment in red blood and decrease of

leucocytes point to increased function.
4. Decrease in white blood cells.

The effect of radio-activity on the
spleen is very marked where the white
cell count is high. This is clearly seen
in those cases where the neutrophiles
are in excess as in myelogenous leuke-
mia. Irridiation may effect a marked
reduction in the white cells from
a height of 800 thousand to with-
in 20 thousand within a relatively
short time, a few weeks period.
The leucocytes are especially sus-
ceptible to the action of radio-activity
anywhere in the body, the lymphocytes-
most of all. It has been argued that
the effect of irradiation of the spleen
is on the circulating blood within it-

If this were so, then irradiation of the
limbs would produce a greater fall in
the white count than irradiation of the
spleen. However, this is not the case,
as irradiation of the spleen produces
the greater decrease, indicating a’ spe-
cial effect upon the spleen itself aside
from any effect upon the blood circu-
lating within it.

How intimately the destruction of
leucocytes is concerned with the produc-
tion of immune bodies or antibodies
we do not know at present although
the physiologists favor the view that
bacteriolysins are formed both by the
intact and by disintegrating leucocytes.
Kolmer (5) states:
“It is probable that the endolysins

act not only on bacteria that have been
phagocytosed, but also upon free bac-
teria when liberated through disinte-
gration of leucocytes.”
More recently Carrell (6) states:

“Leucocytes, according to their con-
dition, set free substances of varied
nature. Trephones are secreted by nor-
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mal cells, or diffuse from dead cells

before the onset of disintegration.”

These trephones stimulate the pro-

liferation of epithelial and of connective
tissue.

“Murphy recently found tiiat, after

an animal has been exposed to roentgen
rays, lymphocytes divide in its serum
more readily than in that of an animal
which has not been irradiated. This
effect may be attributed to the destruc-

tion or stimulation by roentgen rays
of lymphocytes and the setting free of

trephones in the plasma, which then
becomes less inhibitory for cell proli-

feration. A similar weakening of the

growth restraining power of plasma
under the influence of trephones may
cause, in part, the response of the or-

ganism to protein therapy. It is pos-

sible that the growth promoting pro-

perties of leucocytes are utilized by the
deseased organism as fully as their

power of opposing bacteria and other
foreign substances.”

5.The stimulation of immune bodies.

“Pfeiffer and Mark (7), in investi-

gating the formation of immune bodies
in cholera found that the spleen and
the medulla of the long bones contained
a far larger proportion of these sub-
stances than any other part of the body

;

and this reservoir, so to speak, of de-

fensive substances continued for many
months, until the bactericidal proper-
ties in the blood were slowly brought
up to the standard found in the spleen
and the bones. They also found that
immunity could be developed in an ani-

mal whose spleen had been removed
some months before; but if the produc-
tion of immunity was attempted and
the spleen then at once removed, the
immunity failed to develop. In 1891
Bardach injected 25 normal dogs, and
25 dogs from which the spleen had been
removed, with 1 cc of an anthrax cul-

ture. Of the 25 spleenless dogs, 19
died; of the 25 normal dogs, 5 died.”

Morris and Bullock (7) took 88 rats
and splenectomized under ether. A
similar number were treated by abdomi-
nal castration as a fair basis of com-
parison of the effect of operative
trauma alone upon the subsequent
health of the animals. They injected
both sets of animals with a subcutane-
ous sublethal dose of broth culture of
the bacillus of rat plague. Of the cas-

trated rats, 22.7 per cent died
;
of the

spleenless rats, 87.5 died.”

Quoting Moynihan further: “Hek-
toen’s experiments appear to show that
antibodies are produced in the spleen,
lymphatic tissues and bone marrow.”
“So far as I am aware, no observations
to support these conclusions have yet
been made on man. But the evidence as
to the defensive properties of the spleen
which these experiments reveal is so
strong that remembrance of this func-
tion of the spleen should always be
borne in mind when the operation of
splenectomy is under consideration.”

Eleven years ago Dr. J. M. Batchelor re-
ferred a case of extensive peritoneal tubercu-
losis for X-ray treatment. The patient had
had 7 laparotomies within 3 years and a per-
sistent sinus. The last opeation was by Dr.
Batchelor, who reported everything within
the abdominal cavity was studded with tuber-
cles. Under very mild X-radiation over the
entire abdomen the patient responded well.
Sixty-five treatments were given over a
period of 18 months. The sinus had healed
promptly and the patient seen a few days ago
was free from all symptoms; well for a period
of 9 1-2 years since her discharge.

C. S. referred by Dr. R. Matas with an ex-
tensive pulmonary tuberculosis complicated
by an ileocaecal tuberculosis. The pulmonary
lesion was quiescent, the patient’s principal
symptoms referable to the ileocaecal region.
For 3 1-2 years there were frequent attacks
of pain, distention, indigestion, with marked
loss of weight and strength. The presence of
the pulmonary lesion together with the mot-
tling of the caecum on X-ray examination
(described first by Stierlin as indicative, later
by Lawrason Brown of this country as char-
acteristic of ileo-caecal tuberculosis), justi-

fied the diagnosis of ileo-caecal tuberculosis.
Small doses of X-rays to the abdomen, exclud-
ing the liver, but including the spleen, have
resulted in a prompt increase in weight and
strength which have been maintained, and
practical absence of symptoms in four months.
A re-examination of the ileo-caecal region
within the week shows a practically normal
appearance of the caecum and ascending
colon. Increasing intervals of treatment cor-
responding to the steady improvement should
permit this patient’s discharge shortly. The
complement fixation test a few weeks ago was
negative. The prompt recovery of this patient
justifies the belief that improvement was ac-

celerated by stimulation of his spleen by
radio-activity. In this connection, there is a
growing tendency to treat the spleen by small
doses of X-rays as an adjuvant in the treat-

ment of pulmonary tuberculosis.

6. Effects on other organs.
To attempt to describe the relation of

the spleen to other organs, including the

liver, at this stage of our knowledge,
would be foolhardy. However brief

mention should be made of the effects
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of a radio-activity upon a case of splenic

or Banti’s disease—a case with marked
splenic enlargement, hepatic enlarge-

ment, anemia, indigestion, ascites.

This patient, a child of 10 years, referred
by Dr. W. W. Butterworth in May, 1922,
showed the above symptoms and had been
ailing for 1 1-2 years previously. Radium ap-
plications were made monthly and improve-
ment followed the first series of applications
the spleen and liver diminished in size and
the ascites disappeared. Five series of appli-

cations were made to December, 1922. In
December, 1922, and February, 1923, X-rays
were applied to the spleen. The boy’s mother
was directed to return him for monthly obser-
vations, but owing' to press of other affairs
failed to do so. This child was seen a few
days ago and the mother considered him well
as he showed no symptoms of indigestion, had
gained in weight and looked well. Examina-
tion revealed no hepatic enlargement; the
spleen was soft and about one-half to two-
fifth its previous size. The mother was in-

formed the child was not cured and instructed
again to return for treatment.

This case, 20 months after treatment was
begun, has maintained a marked improve-
ment; whether we describe it as splenic
anemia, Banti’s disease or cirrhosis of the
liver.

Naunym and others consider that
splenic anemia is merely a type of he-
patic cirrhosis in which the liver

changes are relatively slight, at least

until the final stages are approaching.
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DISCUSSION.

Dr. A. C. King: I would like to ask Dr.

Henriques about cervical adenitis of tubercu-

lar origin. These cases are very interesting

from a surgical standpoint and operation is

not always successful.
Dr. A. Henriques (closin) : In answer to Dr.

King, as far as tubercular adenitis is con-
cerned, I have had a number of these cases
and they have responded very well by X-ray
treatment of the enlarged glands, directly

over the glands. I think in the future, in

view of all the information we are disclosing
about the spleen, that I shall also treat the
spleen when called upon to treat cases of tu-

bercular adenitis with the x-ray.

RELATIVE VALUE OF PERCUS-
SION AND X-RAY IN CARDI-

OLOGY*
A. E. Fossier, A.M., M.D.,

New Orleans.

The accurate delineation of the heart
is essential in diagnosing diseases of
that organ, for one of the most, if not
the most, important factor in the diag-
nosis and prognosis of cardiac condi-
tions is the mapping out the size, shape
and position of that organ.

Unfortunately in this day of instru-
mental diagnosis, percussion is becom-
ing more and more a lost art, its value
unrecognized and to a great extent it
has been superceded by the X-ray.

It is the purpose of this paper to con-
sider the relative value of percussion as
compared to the X-ray in the delina.-

tion of the heart borders.
Orthodiagraphy and teleradiography

have not given results sufficiently accu-
rate and illuminating even in the hands
of the most skilful cardiologist and ra-
diologist. It is the consensus of opin-
ion among the most skilful radiologists
that in the diagnosis of heart
conditions very limited information is
to be had from this means. Sir James
Mackenzie in Oxford Medicine voices
the opinion of many of our leading car-
diologists in the following

:

“Indeed I am doubtful if an X-Ray
examination of the heart has ever
thrown the slightest light on a cardiac
condition.”
And also the continuing:
“Like the modification of the stethe-

scope, the modification of the X-Ray
methods by orthodiagrophy and telero-
entgenography has been of little prac-
tical use.”

The X-Ray has not given us a basis
on which we can determine the narmal-
ity of the heart size. The normal heart
size of the radiologists is very much
greater than that determined by the
anatomists. To this day the difference
between the two has not been reconciled
or explained.
The most patent difficulties often re-

sulting in delineating the heart’s area
by means of the Roentgen rays, are :-

(1) Approximately only one third of

’Bead before the Orleans Parish Medical So-
ciety, February 11, 1924.
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the circumference of the heart’s silhou-

ette is usually shown in the skiagraph,

(2) Inability of mapping accurately
the lower border of the heart from the
upper margin of the liver.

(3) Frequent invisibility of the
heart’s apex because of being imbedded
in the diaphragm.

(4) Influence of respiration and ex-

piration on the size of the heart.

(5) Difficulty of radiographing
heart at proper respiratory phase.

(6) Occasional influence of the sha-

dows caused by the sternum, spinal col-

umn and the great blood vessels in de-

termining the cardiac borders.

(7) Extreme variability in the size

of the transverse diameter.

(8) Frequent inability to detect the

apex, making the determination of the

longitudinal diameter only approxima-
tive and inaccurate.

(9) Variations in the size of the heart

In its systole and diastole.

(10) Variability in size, shape and
position of the heart in individuals hav-

ing high and low diaphragms.
(11) Divergence of the rays is always

an important factor of error.

(12) All extra-cardial structures, the
pericardium, pericardial fat, pericar-

dial blood vessels are included in the
heart’s silhouette and cause more or less

distortion of the shape and enlargement
of the size of the heart’s shadow.

(13) Slipshod technic, improper dis-

tance of tube from plate, inaccurate fo-

cussing, are sources of great errors-

(14) Size, shape and deformation of
the chest.

(15) Changes in heart’s size and
shape due to changes in posture.

(16) Lack of correlation in the size

of the radiologic and anatomical heaht.

Accurate percussion gives the follow-
ing advantages:

(1) Delineation of the whole heart-

(2) Heart accurately made out in

size, shape and position.

(3) Patients percussed in the recum-
bent posture.

(4) Heart may be differentiated from
the liver.

(5) Both the transverse and longitu-
dinal diameters are available.

(6) Percussion of the heart itself

and not its pericardial appendages and
foreign structures can be made out.

(7) Apex can always be made out.

(Exceptions are exceedingly rare)

(8) Shading of dullness and resis-

tance due to a difference in density be-
tween the fat and cardiac tissues.

(9) Close approximation in the size

of the percussed and anatomical heart.

(10) Correlation of the size of the
clenched fist and the heart thereby de-
termining its normality.

(11) Heart area can be more accu-
rately measured.

(12) Always available, quickly done,
and can be repeated at will.

The exaggeration of the heart size
: ncreases 'proportionately through its

size and through its position. This
difference is greatly reduced in the ver-
tical heart, (the long narrow heart com-
monly called the drop heart), and it is

increased proportionately as the heart
increases in its obliquity and in the
greater length of its transverse dia-

meter. In other words, the narrower
the transverse diameter the less the ex-
aggeration of the cardiac shadow, the
larger the transverse diameter the
greater the exaggeration. It is then
apparent that this exaggeration propor-
tionately increases with the size of the
heart. The reasons for this phenome-
non are many, but the main two are

;

first, the parallelism of the rays is not
absolute, even at a great distance, and
certainly not so at a distance of six feet

from the target to the plate, yet in this

country this distance is generally ac-

cepted as sufficient. According to Va-
quez and Bordet, 1 the distance of one
meter, a meter and a half or even two
meters, give too considerable exaggera-
tion of the heart’s silhouette. It is only
at two meters and a half that the exag-
geration of the heart’s shadow is reduc-
ed to its practical minimum, that is, the
projection of an object fifteen centime-
ters in size is augmented by only four
or five millimeters.
They also insist that in radioscopy of

precision it is necessary for the tube to

be accurately centered on the region to

be studied. The method practiced by
Vaquez and Bordet 1

is the best and the
most exact of any of the others recom-
mended- The following is a proceed-
ure advocated by these authorities:

“We illuminate the radioscopic screen
and by means of a diaphragm with a cir-

cular opening we so adjust it that the
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image of the heart is exactly contained
in the interior of the luminous circle, the
diameter of which should correspond ex-

actly to the greatest diameter of the
heart. We then fix the patient and the
tube in their respective positions

;
we

give the diaphragm a greater opening,

we place a plate instead of the screen

or between the screen and the thorax
and set the apparatus in action.”

Bardeen 2 claims that the most practi-

cal distance is two meters
;
he also states

that at this distance there is a sufficient

dispersion of the rays to make it neces-

sary to allow for enlargement of the
heart’s silhouette over cardiac outline.

For reasons 'already explained the
transverse diameter of the cardiac sil-

houette presents such variations in size

as to render the diameter absolutely un-
reliable in determining whether the
heart is enlarged. Bardeen 2 says “We
have therefore discarded the trans-

verse diameter of the heart’s silhouette

in favor of the area as a means of esti-

mating the relative heart size.”

The linear measurement of the longi-

tudinal diameter beginning at the inter-

section of the right contour of the heart
and the origin of the blood vessels ex-

tending to the apex is equally unreliable

for determining the normal size of that

organ. Alfred Cohn 3 says “The dif-

ficulty of locating the apex precisely in

a photographic plate makes the estima-
tion of the long diameter inexact.”

The measurement of the area of the

heart was then suggested to determine
the normality of its size, but because of

the inaccuracy of the transverse and
longitudinal diameters it proved of dubi-

ous help in the diagnosis of cardiac con-
ditions. Cohn 3 says : To delimit the

area of cardiac shadow requires that

the extremities of the lines represent-

ing the right and left borders of the

heart be joined by curved lines drawn
arbitrarily. With experience these

lines are properly drawn by different
observers in a consistent manner, but
no doubt each observer draws them dif-

ferently. But the complete outline fails

in exact representation also because of

the difficulty, indeed, often because of

the impossibility of locating the apex in

certain individuals. On being able to

locate this point accurately depends the
value of the measurement, both of the
long diameter and the area.”

Bardeen 2 claims that an accurate
outline of the apex is the chief diffi-

culty that confronts one when he at-

tempts to complete a line to the lower
border of the heart.

The following conclusions reached by
H. W. Smith and W. A. Bloedern 4 in
their excellent essay on the size of the
normal heart, reflect the generally ac-
cepted opinion of radiologists

; “The
method employed (Bardeen’s) does not
furnish satisfactory standard by which
to determine if the heart is abnormal in
size. The failure not being due to
method, but to great and unexplained
variability in the organ studied, the dif-

ficulty still remains whatever means to
ascertain the size of the individual heart
under consideration. Hence any con-
clusion as to the relative size of the
heart, based on comparative dimensions,
ratios, or relation to body landmark is

fallacious and should be applied clini-

cally with great reserve.”
The size of the normal heart must

first be determined before we can re-
cognize its abnormality. The radiolo-
gists have tried to give us the basis of
normalcy, but unfortunately all their
tabulations, formulae, have been more
or less barren of very accurate results.
Of course an enormously enlarged heart
will be shown as such on the plate, but
when it is considered that the greater
the size of the heart the more is its ex-
aggeration and. often a smaller part of
its contour is visible, and the more it is

imbedded in the diaphragm, this diag-
nostic means loses a great deal of
whatever value it may have.

But .when it is a matter of a slight
dilatation or enlargement, a question of
which side is enlarged, or when it is
necessary to make out its full contour to
determine a pathological condition, then
the X-ray is of doubtful utility.
The second reason for the exaggera-

tion of the heart size, especially in the
obese who have a high diaphragm and
with the apex pushed upwards, is peri-
cardial and extra-pericardial fat. This
fatty cushion surrounding the apex of
the heart is distinguishable from the
cardiac tissues by percussion.

Hirschfelder 5 says that fat may be
deposited in the heart in solid masses
of adipose tissue, especially in the peri-
cardium in fat individuals, particularly
in those addicted to alcohol, and it is
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very often associated with coronary
sclerosis. This condition is designated
as fatty infiltration or obese heart. He
also mentions that in normal hearts
there is a considerable amount of fat 30
to 60 gm. ( (1 to 2 ounces), collected just
beneath the endothelial layer of the peri-

cardium, along the auricoventricular

and inter-ventricular groves (coronary,
longitudinal sulci), at the base of the

artery and scattered elsewhere over the

heart. It has been shown by W. Mul-
ler, 0 Hirch, 7 Kirch, 8 that the weight of

adipose tissue may actually exceed the

weight of cardiac muscles.
The teleradiographic examination of

these hearts showed great enlargement
over the normal, the percussion revealed

a heart the size of the patient’s fist,

which manifested no clinical evidence
of any cardiac pathology. The differ-

ence of resistance and of the percussion
note over the adipose tissue is readily

recognized from that of the heart.

G. Schwartz" called attention to this

source of error from a radiologic stand-
point and proved that the left cardio-

diaphragmatic sinus, instead of being
clear, is filled by a shadow, less heavy,
it is true, than that usually cast by the

heart, and proved this to be caused by
the presence of fat.

A thorough search of the literature

on this subject failed to reveal any ref-

erence pertaining to the recognition of

this source of error by percussion, and
as far as I can ascertain this is the first

time the same has been called to the at-

tention of the profession.

The question now arises, what is the
size of a normal heart, and how can it

be determined? The normal size of the
heart of an individual is the size of his

clenched fist. This fact was brought
cut by the celebrated Laennec, and ac-

cepted by the leading authorities on
anatomy. Davis in his anatomy says:
“The heart is somewhat larger than the
clenched fist.” Cunningham in his book
on anatomy also mentions that the
heart is roughly estimated as being
about the same size of the closed fist.

The size of the normal heart handed
down from the great Bouillaud10 in 1840
to the present time varies according to

different authorities from 8.7 to 9.0

cm., at its broadest, 5.8 to 6.2 cm., at its

thickest and 12.0 to 12-5 cm., from its

base to its apex. A study of tables of

the size, of normal hearts as shown by
the X-ray in orthodiography and tele-

roentgenography by Clatyor and Mer-
rill,

10 Bernard Smith, 11 Dietlen,1 - Bar-
deen, R. Lutembacher 13

,
and others, give

the size of the transverse diameter to

be from 10.7 to 14.4 cm., and the longi-

tudinal diameter from 11.8 to 15.8 cm.
The reader had the opportunity of

observing in Camp Beauregard in the
fall of 1917, 257 soldiers with normal
hearts. These hearts were made out by
percussion and special attention paid to

determine the transverse and longitudi-

nal diameters. The heart at its broad-
est, or its transvers diameter correspond-
ed closely to the figures given by the
anatomists, the average being 9.0 cm.,
with a minimum of 8.0 and a maximum
of 10.5 cm. The longitudinal diameter
gave an average of 9.27 cm., and varied
from 7.5 to 11-4 cm. The linear measure-
ment of the transverse diameter was in

nearly all cases approximately that of
the longitudinal.

Vaquez and Bordet 1 in their book
“The Heart and the Aorta,” published
in 1920, write the following:

“In the recumbent position, as we
have said, the two diameters, longitudi-

nal and horizontal, are perceptibly
equal. Sometimes, however, the first is

greater than the second, by from 5 mm.
to about 1 cm. in exceptional cases it is

less by several millimetres. In the
standing position the longitudinal posi-

tion may be increased a little, which is,

however, very rare, on the contrary, the
horizontal diameter always diminishes.
It then becomes inferior to the other by
from 5 mm. to 1 cm.”

This correlation of the clenched fist

and the heart is constant, and is the
only practical determinator of its nor-
malcy. The slightest pathological vari-

ation of its size may thus be recognized
with a greater degree of exactitude
than is possible by any other method. I

have found that the transverse diame-
ter corresponds to the linear measure-
ment of a line beginning at the juncture
of the inner side of a hand and the
wrist, and ending at the middle joint of

the fourth finger. An individual with
a large fist will have a corresponding
large heart, and one with a small fist

will have a small heart. The correla-

tion of the size and shape of the hand
and that of the stature of the individual
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is - likewise constant. Tall, slim per-
sons of the visceroptotic type, with
vertical heart having a small transverse
diameter, have long narrow hands

;

those who have a high diaphragm with
heart showing marked obliquity, have
wide stocky hands. Furthermore the
size of the hands as well as that of the
heart are influenced by the same factor,

physical work- It has been observed
that vocations involving manual labor
affect the breath and thickness of the
hand, and not its length. The simplicity

of the percussion technique used, the
ease with which it is learned, the cor-

rectness of its results, and its great
value in diagnosis, commends itself for
its more general use by the profession.

The following quotation taken from
Thomas Lewis is appropriate:

“That the value of a method of diag-

nosis is to be assessed, not by the suc-

cess with which it is employed in special

trained hands, but by its success when
employed by the average medical man-
When a professed expert introduces a

new diagnostic test or revives an old

one, even though he may be able to show
that in his hands it has great value,

which is not always the case, yet by his

advertisement he will do more harm
than good unless he is able to state the
method of his test so clearly, and unless

the test is so simple, that it is easily

acquired and used by the majority of

his professional brethren. Assuredly
the method would be attempted on his

authority, whether rightly or not; as it

is perfectly well known in specific in-

stances, the test may be properly ap-

plied and quite erroneous conclusions

drawn from it. I allude especially to

methods of estimating the size of the

heart and to the close differentiation of

various types of cardiac murmur which
are treated at length.

In regard to electrocardiography, I

should say that it has value in elucidat-

ing irregularities on occasions, but that

its indiscriminate use is much to be de-

plored.”

This could also be applied to the

rays!

The time allotted being too short to

enter into a discussion of the relative

merits of various methods of percus-

sion, and to speak of the technique em-
ployed by me, I wish to state that to

anyone who may be interested and who
may wish a demonstration, my time is

at his disposal.
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DISCUSSION.

Dr. Leon J. Menville: I am not here to de-

fend the science of roentgenology as it needs

no defense in this instance as it is based upon
known laws of physics and electricity.

We are all firm believers in percussion,

some more adept than others: Dr. Fossier ’s

ability along this line is well known; but I

would like to inform him that the apex of the

heart is not as difficult to visualize as he

would have us believe. By taking a table-

spoonful of a solution made with the white

powder of a seidlitz powder and the same
amount from the blue powder, the patient will

show after swallowing these solutions a small

gas bubble in the cardia of the stomach which
will clearly outline the apex

As Dr. Fossier has quoted the work of

Vaquez and Bordet on the Heart and the

Aorta, I might mention that the book is an
X-ray one, and that Dr. H. Vaquez is a re-

nowned French internist, and I would like to

mention what they have to say on the mensu-
ration of the heart by the X-rays. “To pre-

vent deformations due to the X-rays the

patient should be placed from 2.5 meters to 3

meters from the target of the tube and at

this distance the rays which arise from the

target of the tube take a perceptible parallel

direction and strike the circumference of the

heart grazing it at almost equal angles: The
parallelism of the rays is not absolute, but the

errors of projection are insignificant.” And
it is for this reason that I am taking my meas-
urements at the distance of 8 feet.
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THE VALUE OF THE ROENTGEN
RAY IN THE DIAGNOSIS OF

GALL STONES.*

Leon J. Menville, M.D.,

New Okleans.

Radiological Division, Dept, of Medicine,

Tulane Uhiversity.

It was in the year 1900 that Carl
Beck, of New York, showed the first

X-ray plates of gall stones. His presen-
tation elicited favorable comment by the
internists and surgeons of the time. A
reasonable inference was that with bet-

ter apparatus and improved technique,
gall stones would be shown in a very
large percentage of cases. Promptly
upon the heels of this enthusiasm came
a feeling of distrust from many who had
great faith in the X-ray diagnosis of
gall stones; this was brought about by
the comparatively few report from
Roentgenologists showing gall stones on
X-ray plates.

In 1910, Pfahler, of Philadelphia, re-

ported three positive diagnoses of gall

stones, and Haenisch, of Hamburg and
Cole of New York, each reported three
positive diagnoses on the same occa-
sion. Following the year 1910, we find
increased frequency of positive reports.
In 1914 Pfhaler of Philadelphia, 1 makes
the statement that he believed 50 per
cent of gall stones can be demonstrated
on an X-ray plate. There were many
who thought that he had quite overshot
the mark. Next came a report from
Caldwell 2 in 1915, protesting against the
making of positive diagnoses on the in-

sufficient evidence of very indefinite

shadows. He says, “It is very easy to

make a roentgen diagnosis of gall

stones. The difficult thing at present is

to avoid making such a diagnosis occa-
sionally when no stones are present.”
Not that Caldwell’s faith in the diagno-
sis of gall stones with the X-ray wav-
ered, but he was for conservatism.

That the value of the X-ray as a
means of diagnosing gall stones was ac-

cepted by many with reluctance and
misgiving, is well known to all Roentge-
nologists and even to this day, there are
quite a number who are skeptical of its

practicability. I wish to inform you
that today, the X-ray is of great value
in the diagnosing of gall stones.

Drs. Carman, McCarthy and Camp 3

of the Mayo Clinic, read a paper in De-
cember, 1923, before the North Ameri-
can Radiological Society, in which
paper they reported that out of 226
cases operated upon, and gall stones
found, 78 cases had been previously
diagnosed as positive with the X-ray and
139 were reported negative, giving the

X-ray a 38.4 per cent positive diagnosis.

With the improved technique as used
by Carman, we can in all honesty state

to the internist and surgeon, that we
can now make possible a positive diag-

nosis of gall stones in from 30 to 40 per

cent of all cases, and I feel quite certain

that it will not be long before we can
materially add to this percentage.

A negative X-ray examination for

gall stones is valueless, and we should

view with grave suspicion the Roentge-
nologist who would impress us with the

value of his negative report.

It is of scientific interest to learn why
we have been unable to demonstrate as

many gall stones as we do in urinary

stones.

(4) It is becoming clearer in late

years that the primary formation of gall

stones is itself largely depended upon
stagnation of bile, such as may arise in

the gall bladder if an intermittent or

incomplete closure of the cystic duct be

brought about by such things as tight

lacing, pregnancy, or even the unequal

sagging of the abdominal viscera. Then,

although some bile moves in and out of

the gall bladder, there is stagnation, and

even in the clear, uninfected fluid,

cholesterine crystals may separate out

and cluster about a central point until

there is formed a solitary round or oval,

slightly roughened stone-like mass,

which usually lies loose in the neck of

the gall bladder. This is the first type

named by Aschoof5 and Bacmeister, r>

the (1) radial cholesterine stone, be-

cause it is composed of nearly pure

cholesterine (C„ 7
H 160)—90-95 per cent

cholesterine. The most common gall

stone is the (2) mixed stone with a

nucleus formed of cholesterine

(C„-H, 0O) and a mantle of calcium bili-

rubin (C 10H 18N2O 3 ). (3) Laminated

calcium cholesterine stones and the soft,

blackish green, calcium bilirubin concre-

tions, are usually formed in the hepatic

ducts, more rarely get into the gall-

bladder. (4) Pure calcium carbonate
(CaCo3 ).
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Every substance absorbs some part of

X-ray passing through it and, there-

fore, casts a shadow. However, some
substances are much more absorbent
than others and will cast a much darker
shadow. This absorption or shadowing
is about in proportion to the cube of the
atomic number of the substance multi-

plied by its density.

I worked, out and formulated a refer-

ence table of the absorbability of all the

elements, which was presented in a

paper at the Chicago meeting of the

Radiological Society of North America 7
,

from which table I shall make an at-

tempt to show why some gall stones will

cast sufficient shadow to be shown on
an X-ray plate while others do not, also

why we may never be able to demon-
strate all gall stones.

Let us consider first the almost pure
cholesterine stone (90-95 per cent pure)
with a chemical formula (C 27H JG0) ;

in

a molecule of cholesterine we have 27
atoms of carbon, 46 of hydrogen and 1

of oxygen : looking at our reference table

we find that the absorbability rate of

carbon is 3.416 and as we have 27 atoms
we multiply 3.416 times 27 and we have

92.232

Hydrogen is .00072 times
46 and we have -03312

Oxygen is 5.803

Total 98.06812
absorbability rate of one molecule of

cholesterine.

Let us study the more common gall

stones, the mixed stone, which has a
nucleus of cholesterine with a mantle
of calcium, the calcium bilirubin stone.

We find that calcium has an absorba-
bility rate of 121.114. Bilirubin

(C irH 18N 20 3 ) by the same process as

employed in calculating the absorbabil-

ity of one molecule of cholesterine, we
find bilirubin to be 78.7476: and the ab-

sorbability rate of cholesterine we have
already found to be 98.06812 ;

therefore

the total absorbability rate of one mole-
cule of calcium bilirubin gall stone is

297.92972 or three times more than that

of one molecule of cholesterine, that is

to say it will cast a shadow three times
denser than that of a cholesterine stone
If the more common gall stones with an
absorbability rate of 297.92972 are dif-

ficult to demonstrate, how much more
difficult is it to show those of an absor-

bability rate of only 98.06812. We have
another variety of gall stones: calcium
carbonate ; unfortunately not so com-
mon as the calcium bilirubin stones, with
a formula of (CaCo3

),the absorbability
rate is, 141.939, on examining the absor-
bability rate of the calcium bilirubin

stone we find that it has a rate of 297.

92972, twice as great as that of the cal-

cium carbonate stone. In reality this

is not true, as in the instance of calcium
bilirubin stone we allowed a full atom-
rate of calcium, and we are told that the
calcium only forms a mantle and the
amount must be small, therefore the ab-
sorbability rate or the shadow cast of
the calcium bilirubin stone would be in

proportion to its highest atomic number
calcium, while in the instance of the cal-

cium carbonate stone, there is always
a full atom of calcium. The larger the
stone the denser the shadow cast, a stone
2 cm thick will cast a shadow twice as
great as one of 1 cm, provided the chem-
ical compositions are the same. In the
instance of the urinary stone, taking the
calcium phosphate stone with a formula
of Ca

3
(P0

4 ) 2 we find that its absorba-
bility rate is 543.038 and the shadow
cast will be over thhee times that of the
calcium carbonate gall stone and nearly
five times greater than the cholesterine
stone. It is quite evident therdfore,
why some gall stones will not cast a
shadow upon an X-ray plate while near-
ly all urinary stones are demonstrated.
To emphasize the statement I have

previously made that a negative X-ray
examination for gall stones is without
value, I have only to remind you that
the very faint shadow cast by many gall

stones while present but not visible on
an X-ray plate, is due to the low absor-
bability rate.

Summary

(1) The X-ray is a valuable means of
diagnosing gall-stones; from 30 to 40
percent. Positive diagnosis is now be-
ing reported.

(2) A negative X-ray examination
for gall stones is valueless.

(3) The shadow cast by gall-stones
is dependent upon their absorbability
rate, the higher the rate, the denser the
shadow.
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COD LIVER OIL AS AN ADDITION
TO THE DIETARY REGIMEN OF

THE UNDERNOURISHED
DIABETIC*

J. Birney Guthrie, M.D.,

New Orleans.

Diabetes is a disease involving most
conspicuously, carbohydrate metabol-
ism ; and we are concerned with the pro-

blem of feeding these patients so as to

supply sufficient protein to preserve ni-

trogen equilibrium and values energy
adequate for the day’s task, notwith-
standing the relative inability to utilize

the usual carbohydrate quota. The prob-
lem in the treatment of diabetes at the
present time with insulin available is the
same as at the time when it was first

said, “The art lies in the feeding of the
fats.” The carbohydrate tolerance is

readily determined by recording the
daily intake of carbohydrate as such and
reckoning 58% of the protein and 10%
of the fat as glucose. The sum
of these three factors is the total ingest-
ed glucose. The glucose excreted is

compared with this and the glucose tol-

erance is determined. The minimum
protein need is readily computed by mul-
tiplying the weight in kilos by 0.66 if

there is occasion to restrict protein, or
by 1.0 if no such need exists. The quan-
tity of fat that may be consumed offers
a more serious problem. Patients never
die suddenly in diabetes from an excess
of carbohydrate in the diet; but
there is a long and a sad story of
deaths from an excess of fat. Insulin
has added much to the ease with which
we can establish an adequate diet which
will keep the patient at work and re-
duce his discomfort. However, even

*Kead bpfore the Orleans Parish Medical So-
ciety, March 10, 1924.

with its aid, we are at times quite anx-
ious as to the ability of the patient to
completely burn the fats necessary to
furnish the total energy for the day’s
work.

Recent work on the subject by Wood-
yatt 1

, P. A. Shaffer 2
, Ladd and Palmer*

and others has given us a mathemati-
cal basis by which we can calculate ap-
proximately how much fat it is safe to
allow the patient. The calculation is

in relationship of the glucose equivalent
of the protein and carbohydrate ele-

ments to the fatty acids. In cases of
mild diabetes and sometimes in the cases
of severity we can arrange a diet that
will furnish sufficient carbohydrate to
ensure combustion of the needed fats.

Insulin in low doses may be required in

some of these moderately severe cases.

The severe cases all require insulin
;
and

even with insulin we must watch the
fats most carefully. Often we are
forced to do without insulin and resort
to under-nutrition to get the patient
sugar-free. In severe cases accompan-
ied with emaciation we aim to feed all

the fat that can be safely burned, con-
sistent, of course with the energy needs
of the patient and within the limit of
safety so far as acidosis is concerned.
The patient often comes to us in a

state of extreme emaciation, and when
his test period is over, and a satisfac-

tory maintenance diet determined, it is

a matter of weeks before he is suffi-

ciently built up to be able to return to
usefulness and the day’s task.

It is in this type of case that one needs
all the factors possible to restore the
patient to something approaching a nor-
mal state of nutrition. The revival of
the use of cod-liver oil in cases of mal-
nutrition which we have seen during
the last three years has filled the litera-

ture and has impressed the writer with
the necessity of securing for every case
where any form of diet restriction is

carried out, an adequate supply of the
so-called vitamins. Cod-liver oil seems
to be richer in the fat-soluble A. sub-
stance than any other known food-stuff.

Zilva and Drummond 4 put the content
of this substance in cod-liver oil at 200
times that of butter-fat. This figure
was determined by experiments on white
rats which were fed a diet deficient

only in the fat-soluble A. substance.
This basal diet was complete in every
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other respect. Various fats were then
added to the basal diet and the quantity

of these necessary to establish growth
in the young animals, prevent rickets

and xerophthalmia was measured. This
method of study was practically the
same as carried out by McCollum and
Davis 5 in originally determining the ex-

istence of the fat-soluble A. substance.

It is of interest here to note that McCol-
lum denied the existance of any so-called

vitamins excepting the fat-soluble A.

and the water soluble B. substances.

He has with his associates6 called atten-

tion to the lack of identity of the anti-

rachitic substance and the substance
which cures the eye disease, xeropthal-

mia, and stimulates growth.
Cod-liver oil which is Warmed and

aereated by blowing air through it loses

the power to cure deficiency xeroph-
thalmia but preserves its antirachitic

properties intact.

The experiments of McCollum and his

associates on rats lead them to conclude
that the cod-liver oil contains in abun-
dance some substance which is present
in butter-fat, the best food-fat we know,
in very slight amounts, and which ex-

erts a directive influence on bone-devel-

opment, enables animals to grow with
even an inadequate supply of calcium or
phosphorus. This substance they con-

sider as distinct from fat-soluble A.
which is essential to growth. Sim-
monds, Shipley, McCollum and Park6 be-

lieve that they have determined two dis-

tinct organic factors, operating in the
nutrition of a mammal, which are asso-

ciated with certain fats.

Experimental evidence is apparently
negative as to the existence of McCol-
lum’s water soluble B. substance (anti-

neuritic) in cod-liver oil. Heinrich,
Lax7 produced beriberi in pigeons by
feeding polished rice and attempted to

cure this by feeding cod-liver oil and ex-

tracts made from it in addition to the
basal diet. The experiments failed to

show any antineuritic element (Water-
soluble B.) in the oil. Lax states that
the A. substance is destroyed by heat-

ing to 80° to 90° C. and the B. sub-
stance by heating to 1*20°C. Codliver
oil, he says, can contain neither because
its preparation is usually at 130°C.

This .conclusion, seems at variance
with most workers who have furnshed
protocols of experiments showing that

the A. substance, at least, is present to-

gether with the antirachitic substance.
Nothing is available to the writer to

support a claim for the existence in cod-

liver oil of the so-called vitamin C (anti-

scorbutic) substance- It is fairly well
determined through years of use that
the oil in quantities sufficient to supply
necessary amounts of the growth-favor-
ing substance and the antirachitic sub-
stance, can be taken continuously dur-
ing long periods without harm to the
patient. Clinical evidence of its value
in malnutrition is abundant. Even
though we have experimental data to

prove its worth in only one or two re-

spects, is it not possible that other more
remote effects may yet be demonstrat-
ed, Where chemistry fails biologic

methods may later give the reason for
previously obtained empiric results. The
parallel with insulin suggests itself.

Who is there who believes that the effect

of insulin is confined exclusively to act-

ivation of carbohydrate metabolism?
The positive laboratory results with

codliver oil justify its use as a preven-
tive and cure of rickets in infancy, child-

hood and adolescence. The adult does
not suffer from active rickets but the
same dietetic or hygienic deficiencies

which produce it in the child, may im-
pair the health of the cells of the adult

body and bring about disease.

The whole story of the vitamins is yet

to be written and investigators are still

waiting on the chemist to determine
their exact nature. Meanwhile, it

seems just to conclude that such foods
as produce the best possible conditions

of growth and such conditions of cell-

nutrition as secure resistance to disease

in the young of animals or of man are
also necessary to the proper nutrition

of the cells of the adult. Also diseases

which may be brought about by food
deficiencies of long standing are to be
avoid by striving at all times to main-
tain a proper supply of the varieties of

foods which because of containing essen-

tial activating substances, experience
and laboratory data have taught us are
necessary to health. Dietetics in dis-

ease consists usually in the restriction

of certain food-stuffs and their substitu-

tion by other foods. In this restriction,

we shall fail if we omit the considera-
tion of these food-constituents of as yet,

undetermined chemical nature.
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Diabetes is no exception. If carbohy-
drates are to be restricted, fats must be
substituted as a source of energy. If

fats cannot be substituted in proper
quantity either the individual must live

on a lower plane of activity or be helped
by insulin to reach the grade of activity

commensurate with his usefulness.

Fat restriction implies the risk of de-

ficiency of one and probably two essen-
tial substances. These substances are
found in cod-liver oil. Cod-liver oil

would then seem to be a most desirable
addition to the dietary of a diabetic

who has lost much weight. This addi-
tion can be made by substituting cod-
liver oil for other fats as soon as the
fats in the diet have reached say 60
grams daily. Thirty cc. of the oil are
of very much more value than the
equivalent of other known forms of fat

from a nutritional standpoint-

The writer has used cod-liver oil as
a routine in the treatment of emaciated
diabetic patients during the last six

months and has found that the gain in

weight and strength has been more
rapid with it than without it. Eight
cases were kept on a maintenance diet,

some with and some without insulin, and
weighed regularly. This method of ob-
servation is imperfect because of possi-

ble change in other conditions, but the
course of the eight cases with whom it

was carried out seemed to justify the
procedure.

In a dietetic regimen, it seems highly
desirable to attempt to embody all of the
essential substances known as vitamins.
The exact amount necessary cannot be
laid down in the present state of our
knowledge. Failing this exactness of
dosage, one must safe-guard the patient
by adding to the diet what would be
slight excess of these substances. No
harm could possibly come to the patient
under such a plan comparable to the harm
that might result during a prolonged
dietetic restriction where these sub-
stances were lacking. Cod-liver oil

seems to be the richest possible known
source of fat-soluble substances and is

utilized by the author to make sure they
are taken by the patient.

In the series of eight cases, whose
ages ranged from 26 to 62, observed by
the author upon the cod-liver oil addi-
tion to the diet, the usual observations
were made upon the urine and the su-

gar-content of the blood. The diet was
checked with the usual degree of accu-
racy in a diabetic clinic for ambulatory
patients. While there appeared a more
rapid gain in weight and strength with
cod-liver oil than without it, no improve-
ment in the tolerance that could be at-

tributed to this measure was observed.
One of these cases showed a particu-

larly noteworthy gain in weight.

B. W. S. was a diabetic who had been admit-
ted to Touro Infirmary, service of Dr. Le-
mann, July 13-23 in an extreme state of ema-
ciation and weakness. He had lost 56 1-2

lbs. in weight and had been on a diet restric-

tion constantly during the previous year.

He complained of polyuria, ravenous appetite,

cramps in the legs and deterioration of vision.

There was some edema of the ankles, and
numerous petechial spots in the skin. Over
the mastoid regions there were pigmented
spots. The gums showed pyorrhea, the ton-
gue was brown but moist. The chest showed
a wasted musculature. The lungs were appa-
rently normal. The heart was normal in size.

The heart sounds were muffled. Blood pres-
sure was 100-70. There was evidence of
arterial thickening. Abdomen was prominent
and some fluctuation was noted in the flanks
with patient lying down. The liver was about
3 c. m. below the costal margin. The weight
on admission was 93 1-2 lbs.; height, 5 ft.

6 in. The urine on admision showed sugar,

25 grams in 24 hours. The blood-sugar was
266 m. g. per cc. on a diet of C 100—P42

—

F51. Acetone was present in the urine and
in the breath. Under insulin, he became
promptly sugar free and the fasting blood-
sugar was reduced to 132 m. g. per cc. There
was a constant gain in strength. The dose
of insulin was increased to 30 units (H 10).
The blood sugar being the guide; because of

a high threshold, 200. A slight gain of weight
7 lbs. occurred during the 2 months in the
hospital. At the time of discharge to the
clinic Sept. 12-23, he weighed 95 1-2 lbs. and
was sugar-free with a blood sugar of 133 on
a diet of C. 46; P. 52; F. 48, no acetone in

breath or urine. Insulin dose was kept at

30 units. He continued to gain weight slow-
ly and C-ct. 18-23, three months after treat-

ment with Insulin was begun, he weighed
107 1-2 lbs. At this time 30 cc. of cod-liver

oil was made part of his daily diet, being sub-

stituted or 30 g. m. of other fat. On Jan. 24-

24 he weig'hed 122 1-2 lbs., and March 17-24,

131 lbs. The gain during first three months
was 14 lbs., that during the second 3 months
after cod-liver oil aded was 17 lbs. This
period shows a greater increase in weight
with the oil than without it. The patient
noted a very marked improvement in his

strength and took up a more laborious task.

A cough which had troubled him for some
years disappeared completely.

There is nothing very startling in these
figures, but it must be remembered that the
gain in weight during the two periods compar-
ed, was upon the same diet so far as caloric

value and quantities of carbohydrate, protein
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and fat are concerned, I feel sure such a gain
might have occurred due to other causes, but
the course of this case and the seven others
lead me to believe that in cod-liver oil, we
have a valuable addition to the dietary of all
under-nourished or emaciated diabetic pa-
tients. In the growing child who is diabetic
and who shows marked emaciation, the indi-
cation is absolute and it would seem so neces-
sary as even to justify the use of insulin, if

for no other reason, than to make possible
the addition of cod-liver oil to the dietary.
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DISCUSSION
Dr. Allen Eustis:
I do not like to see this admirable paper go

by without some discussion.
I have seen one or two of the cases in which

Dr. Guthrie has used Cod Liver Oil, and they
certainly do show some improvement. I have
not had the opportunity to use it myself.

One point he memtioned, but failed to em-
phasize : fat soluble vitamine is a promoter
of nutrition. Experimental animals on a diet
deficient in this vitamine show marked mal-
nutrition long before sclero-derma develops.
There is no doubt cod liver oil does contain
what some vegetable oils do not contain, viz
fat soluble vitamin, and animals without fat
soluble content do not nourish properly.

Another point outside of vitamine condi-
tion. I have had occasion, recently, to exam-
ine the stools of a great many diabetes, and
often the stools are fatty, showing poor ab-
sorption. Cod liver oil renders itself most
soluble. Two (2) teaspoonsful, if completely
absorbed, have a greater calorie effect than
one ( 1 ) oz. of butter, if passed through the
bowel unabsorbed.

AN OVARIAN GRAFT: A CASE
REPORT.

C. Jeff Miller, M. D., F. A. C. S.,

New Orleans.

The following case is of interest be-
cause of the behavior of an ovarian
graft which was finally removed be-
cause of discomfort at thie site of its im-
plantation and an intractable metror-
rhagia which began with the swelling
of the graft and persisted until its re-

moval.

Mrs. A. R. B., aged 28, first consulted
me in 1915. Her family history was
negative. She had had typhoid at 19,

measles and mumps recently, and ma-
laria several times. Her menstrual his-

tory began at 17 and after the first year
was fairly regular. She had always suf-

fered from dysmenorrhea, with intense
backache and headache. She had had
one full term, normal delivery, during
which she was severely lacerated and
following which she ran a slight tem-
perature. Two years before her appen-
dix had been removed, together with the
entire left and a portion of the right
ovary for multiple cysts. The lacera-

tions were also repaired, though the re-

sults were not good. She had been ner-

vous all her life.

When I first saw her she was mark-
edly anemic and had lost considerable
weight following a persistent diarrhea
which had begun three months before.

There had been a profound sexual ex-

citement since mumps four months be-

fore, and her chronic nervousness had
been much increased. She also com-
plained of severe headaches, for which
no cause could be found other than the

pelvic condition. As the diarrhea was
apparently not of amebic or tubercular
origin it was decided that the pelvic con-

dition justified operation. Therefore, in

April, 1915, the uterus was curetted, an
extensive tear of the cervix repaired, the
right ovary removed, and the uterus

suspended by the Montgomery tech-

nique. The remnant of the ovary was
markedly cystic and buried in adhesions,

and there were also marked adhesions
between the sigmoid and the stump of

the left ovary, which were freed. As
small portions of the ovarian tissue ap-

peared normal, and I was extremely de-

sirous of conserving function because of

the patient’s age, before closure about
half of the regaining portion of the

remaining portion of the right ovary
was tucked into a dry area behind the

peritoneum and the left rectus muscle.

The patient’s recovery was uneventful

and she left the hospital in excellent con-

dition. The sexual disturbance disap-

peared entirely and she gained in

weight, although she continued to com-
plain of headache and backache. Mens-
truation was re-established about three

months after the operation. The periods

were irregular, frequently coming a

week or even two, ahead of time, but the

dysmenorrhea disappeared entirely.

In July of 1917 she consulted me
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again, stating that about three months
before a small mass had appeared about
an inch to the left of the scar, which was
gradually enlarging and was very sensi-
tive on pressure. Coincident with its

appearance a metrorrhagia had devel-

oped which had been practically continu-
ous since. Examination showed what
was obviously a cystic condition of the
ovarian graft, and its excision was ad-
vised.

The operation was entirely without
incident. A small portion of the graft
was still apparently normal, but the

lower end was cystic and contained
about three ounces of clear fluid. The
pathological study showed an active cor-

pus luteum. Within a few days after

the operation the metarrhagia ceased
entirely and there has been no return
of the flow since.

The case is of interest as illustrating

changes that may take place in grafted

ovarian tissue, and also as illustrating

the relation between the metrorrhagia
and the gradual enlargement of the

ovarian cyst.
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PREVALENCE OF TUBERCULOSIS.

Hardly anyone will be prepared to
combat the assertion that tuberculosis is

one of the most prevalent diseases com-
mon to civilized countries, and that it is

one of the greatest scourges that ever
persecuted mankind. In England and
Wales it is responsible for 50,000 deaths,
in Germany over 60,000, in France over
840,000, and in the United States 160,-
000 annually.

The fatality is greater during infancy
than at any other period of life. Cob-
bett, the English authority, states that
16.7 per cent of the deaths occur during
the first five years. From this time on
up to the fifteenth year there is a de-
cline, but the increase is rapid after the
school period has been passed and a
maximum is reached between the 35th
and 55th year. Then there follows a sec-

ond decline to a minimum in the eighth
decenium.

In Louisiana during the years 1914 to

1922, inclusive, 20,214 persons are re-

ported to have died of pulmonary tuber-
culosis. This, including deaths from
other forms of tuberculosis, brings the
total mortality up to 21,912 for this

period.

In 1918 3,040 persons died from the
pulmonary type as a result of the influ-

enza epidemic. In 1919 the deaths had
dropped to 2,326, rising to 2,360 in 1920.
In 1921 there is a decided decline to

2,053 and in 1922 to 2,052.

There exists an apparent increase

from 1914 to 1918. In 1912 there were
1,915 deaths, 2,330 in 1916, and 2,579 in

1917. The greatest increasce during

these four years is between 1915 and
1916, and another rise in 1918 for the
reason already given; this year marks
the peak of the curve for the 9-year
period.

The death rate from pulmonary tuber-
culosis shows a steady increase for the
first five years. In 1914 it was 90.3 per
100,000, increasing to 110.3 in 1915, to
133.3 in 1916, 146.3 in 1917, and reach-
ing a maximum in 1918 of 171.0.

From 1918 onward, with the exception
of 1920, there is a steady decline in the
rate. In 1919 it had dropped to 129.7,

rising in 1920 to 130.6, and falling in

1921 to 113.2, and finally reaching the
lowest recent figure of 111.7 per 100,000
in 1922.

It would be rash to draw definite con-
clusions from these statistical data, the
accuracy of which is open to question,

notably those figures prior to Louisi-

ana’s entrance into the Registration

Area in 1918. There is, however, a sug-
gestion of a gradual decline, which we
understand is the case for the United
States taken as a whole. On the other

hand, too, it may mean that patients are
receiving better care and are not dying
so rapidly. It is possible, though, that

the statistics may represent an actual

diminution in the number of cases. We
may be unduly pessimistic, but we hard-

ly believe that the latter inference rep-

resents the true state of affairs.

ARE WE TRUE TO OUR TRUST?

The Principles of Medical Ethics of

the American Medical Association,

Chapter III, Section 1, relating to Phy-

549
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sicians as Citizens, sets forth : “As
good citizens and because their profes-
sional training specially qualifies them
to render this service, should give advice
concerning the public health of the com-
munity. They should bear their full part
in enforcing its laws and sustaining the
institutions that advance the interest of
humanity. They should co-operate espe-
cially with the proper authorities in the
administration of sanitary laws and
regulations. They should be ready to

counsel the public on subjects relating to

sanitary police, public hygiene and legal

medicine.”

Recognizing the importance of report-
ing births and deaths and communicable
diseases, the State Medical Society in

1923 adopted a resolution urging upon
the members of the profession of the
State of Louisiana that they take cog-
nizance of this obligation. While it had
its effect upon some, the records of the

Bureau of Vital Statistics of the State
Board of Health show that an astonish-
ing number of our physicians, some of

whom, however, may be retired, are
more or less delinquent in the matter of
reporting. One hundred and sixty-seven
in Louisiana in 1923 did not report a
birth or death, while 145 sent in less

than four reports of births and deaths.

The records of the Bureau of Epi-
demiology show for the period of 1916
to 1923, inclusive, that there were re-

ported throughout the State 7,520 cases

of diphtheria, of which 946 died; 21,213
cases of gonorrhea were reported, with
87 deaths; malaria, 14,044 cases, with
3,854 deaths; smallpox, 8,028 cases, with
427 deaths; syphilis, 18,314 cases and
2,093 deaths; tuberculosis, 16,550 cases
and 18,734 deaths; typhoid, 8,929 cases
and 3,303 deaths.

You will note the disparity in number
of cases as compared with deaths. It is

conceded that for every death from
tuberculosis there are ten cases.

In addition to the cases reported to

the Epidemiological Department there
were taken from the death certificates

(included in figures in preceding para-
graph) deaths from communicable dis-

eases during 1922, 1,141, and 1923 2,749,

or a total of 3,890 that had not been re-

ported as required by Act 79 of 1921
and the Sanitary Code of 1923.

Vital statistics are the health book-
keeping of the State. No argument is

required to demonstrate the ultimate im-
portance of tnese figures. Individually
and collectively, the physicians can ren-
der the State a great service by making
full and prompt reports. If these were
complete the prejudice that exists
against the South would be removed, be-
cause we would have a correct statistical
answer for the questions raised as to
whether this is a land of mosquitoes,
alligators and sickness. Our death rate
for 1923 is 12 per thousand, many points
lower than it was ten years ago, but by
concerted action and the prevention of
unnecessary sickness it can be made to
compare favorably with the lowest rate
in the United States.

PRESENT STATUS OF INSULIN.

It has now been about two years since
the first announcement came from To-
ronto relative to the work of Banting
and Best. Many were skeptical, for the
isolation of the endocrine substance of
the Islands of Langerhans, free from
pancreatic enzymes and dangerous pro-
teins, had long been sought in vain.
Others were too optimistic, and, partly
through the exaggerations in the lay
press, the idea that a “cure-all” for dia-
betes had been discovered became more
or less widespread. It was not long,
however, before the medical profession
learned! of the value and the limitations
of the new discovery, partly due to
teachings of those to whom the Toronto
group sent an early supply of the ex-
tract and partly through the instruc-
tions given by the pharmaceutical house
in the United States which received
rights from the discoverers. Later, this
was supplemented by the munificence of
Mr. John D. Rockefeller, Jr., whose gift

enabled certain clinics to provide free
instructions to physicians.

Much has been published of late as to
the present status of insulin therapy,
while the ultra-optimistic have been
somewhat disappointed in the achieve-
ments of the product, there has been no
swinging back of the pendulum at all

for the conservative therapist; in fact,

experience with the extract is so gratify-

ing that we sometimes wonder why this

principle was not isolated earlier and
thereby more lives saved and more vic-

tims of diabetes mellitus made more



Editorials. 551

comfortable, with life more worth while
for them. Although, as stated above, it

is not a “cure-all,” there is no doubt but
that many patients have had their toler-

ance raised by maintaining a low blood-

sugar level over a prolonged period

through the use of insulin. Reports of

apparent cures have been slow in com-
ing in, but ,we hear of some, especially

in the young. The Shreveport Charity
Hospital records a case of a boy of 14,

admitted with diabetic acidosis, on the

verge of coma, with acute nephritis, who
was not only tided over his acute trouble

with the aid of insulin, but who, after

four months of treatment, has resumed
his normal life, on a fairly high caloric

diet, and who remains apparently per-

fectly well, after leaving off the extract

for eight months. Certainly, nothing

better could be hoped for than the result

in this boy, who, undoubtedly, would
have died of diabetic coma in 1923 but

for the work of Banting and Best

!

Then, again, insulin has found a place

in treating non-diabetic conditions, as

cases reported in recent medical litera-

ture testify, such as in non-diabetic

acidosis and in acute shock. In the con-

dition of diabetes, complicating tubercu-

losis (or, vice-versa), in which a proper

diet has heretofore been a most baffling

proposition, insulin has proven a God-

send, for, with its aid, we are enabled to

feed the patient sufficiently to fight

off the ravages of the “Great White
Plague.”
We predict that, within the next year

or so, the chemical composition of the

extract will have been worked out to

such a point that its administration will

be accompanied by less inconvenience

than at present
;
at least, let us hope so,

for the sake of our timid patients, who
rebel at the idea of one, two or three

“sticks” per day.

THE CHARITY HOSPITAL OF LOUISIANA
IN NEW ORLEANS.

This institution has had an interest-

ing history since 1908. In that year

Col. W. G. Vincent, a devoted member of

the Board of Administrators, offered a

resolution inviting the members of the

Visiting Staff to organize and to elect

a committee for conference with the

Board. At that time the executive man-

agement was in the hands of three
house surgeons, who not only performed
the duties of a superintendent, but also
took care of the emergency surgery of
the hospital, had surgical wards within
its walls and practiced outside as well.
In effect they were the superior officers
of the Visiting Staff and their competi-
tors within and without the institution.
As might be expected, there was no co-
operation between Visiting Staff and
House Staff. It follows that when Col.
Vincent’s resolution was adopted the
Visiting Staff cheerfully accepted the
invitation, organized and selected a Con-
ference Committee. There ensued a
period of futile struggle to make useful
and effective this committee. The Board
had voted for the resolution

; it went no
further.

The election of Gov. Luther E. Hall in
1912 brought a change in the situation.
He appointed a board not with a view
to supporting certain individuals for
the house surgeonships, but for the
single purpose of giving the institution
the best possible administration. This
Board called in consultation Dr. S. S.
Goldwater, of New York City, then
Superintendent of Mt. Sinai Hospital
and an ex-president of the American
Hospital Association. After a thorough
study of the situation he made recom-
mendations of which the principal were
the selection of a whole-time superin-
tendent who should practice neither
within nor without the hospital, and the
development of a Conference Commit-
tee of the Visiting Staff, which should
co-operate with the superintendent in

advising the Board on all professional
matters. Under the new system the
House Staff, irtcluding now resident
physicians as well as surgeons, were to
do emergency work only, holding no hos-
pital wards and doing no outside prac-
tice. These changes, promptly effected
by the Board in 1913, made for a notable
increase in the efficiency of the hospital.
The year 1916 came all too quickly,

and with it a change in administration.
The all-time superintendent who had
labored to modernize the institution, was
promptly dismissed to make room for
his successor, who had contributed ma-
terially to the election of the incoming
governor. Unfortunately, the new in-

cumbent had been Assistant House Sur-
geon when that position carried with it
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vice-regal authority; he had not been
converted to the new system. Within a
short time after his appointment the
Conference Committee had lost much of

its authority and influence in represent-
ing the Visiting Staff. The situation

drifted back noticeably but not altogeth-

er to the status before 1913. After some
three or four years the reactionary ex-

ecutive, realizing the need of co-opera-

tion on the part of the Visiting Staff,

sought this co-operation and inaugurat-
ed a new era of progress along this line.

However, before he had had time to ac-

complish much his health gave way to

an extent that compelled his retirement.
His successor, now in office, made the

policy of co-operation his own from the

beginning, and carried it out to a degree
not previously known in Charity Hos-
pital. Besides vigorously pushing the

physical improvement of the hospital so

as to relieve overcrowding and eliminate

unnecessary steps in the handling of ad-

missions as well as to provide up-to-date

equipment (including radium) as rap-

idly as possible, he has worked hand in

hand with the Board in giving the Visit-

ing Staff its proper place in the institu-

tion. All matters of a professional

charcter are acted on only after refer-

ence to the Staff. For example, the Vis-

iting Staff recommends promotions of

its members from subordinate to higher
ranks; this provides a systematic grad-
ing of the responsibility placed on them
with increasing experience and skill.

There is an era of general good feel-

ing and of effective team work. Under
the circumstances it is natural that the

visiting physicians and surgeons should

endeavor to perpetuate the status quo
and to guard against its being disturbed

by political events. To that end legisla-

tion is being considered to provide over-

lapping terms in the board. With this

provision an incoming State administra-

tion can introduce changes in the Board
only gradually; a complete change at

one stroke will then no longer be possi-

ble. It is felt that in this manner con-

tinuity of policy can be secured. Fur-
ther, the taking up of medical executive

work will be made more attractive by
the fact that a sudden loss of position,

as in the upheaval of 1916, will not have
to be feared. It is not reasonable to ex-

pect men of ability to seek or accept em-
ployment that may be terminated after

years of efficient service because the
appointive power wishes to reward
some faithful friend for campaign serv-
ices. With this change effected the
Charity Hospital in New Orleans will

need but one thing to help it climb up to
its rightful place in American medicine,
and that is adequate appropriations. It

is run on about half the per diem per
capita of any similar institution in our
country.

Let us give this time-honored refuge
of the sick and injured, with its honor-
able record of service, the necessary
tools to work with, free from handicap

!

CORRESPONDENCE.

To the Editor

:

My attention was especially attracted
to the interesting historical sketch of
the Journal contained in the eightieth
anniversary number. Aside from its

general interest to the medical profes-
sion of the state, it was eminently ap-
propriate to the occasion and is an ad-
dition to our archives. With this last

idea in view, I desire to make two nota-

tions which I believe are deserving of
special mention in connection therewith.

I wish to refer first to the period

from 1896, when the JOURNAL was fac-

ing financial disaster, to the time of its

acquisition by the Louisiana State Med-
ical Society in 1922. The Journal was
then under the able and efficient editor-

ship of Doctors Chassaignac and Dyer.
There were several notable achieve-

ments for the Journal in these 26
years. From June, 1896, to June, 1922,

the Journal never failed to appear on

time. In July, 1897, an edition de luxe

was published, commemorating its 50th

anniversary. The Journal appeared
uninterruptedly during the World War.
In 1919 The American Journal of Trop-

ical Diseases and Preventive Medicine
was incorporated with it. Finally, it is

a noteworthy fact, that the Journal
continued under the same management
for the unusually long period of 26 years

and proved in its hands a financial suc-

cess.

Secondly, I wish to refer to the “pur-

chase” of the Journal by the Louisiana

State Medical Society in 1922. A recital

of the facts in the case will show that

the term “acquisition” rather than “pur-

chase” applies to the transaction. At
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the first meeting of the Executive Com-
mittee of the society in May, 1922, Dr.
A. E. Fossier, Chairman of the A. M. A.
Arrangement Committee, appeared and
offered the New Orleans Medical and
Surgical Journal, which had been pur-
chased by his committee, provided it

would assume the remaining indebted-

ness. He stated that the chairmen of all

the sub-committees had endorsed his ac-

tion, that a cash payment of $3,000.00

had been made, and $2,000.00 was still

due. This offer was accepted, and thus

was the Journal acquired by the state

society. It is gratifying to note that all

obligations have been met up to date

without cost to the society.

The sketch would be incomplete with-
out the mention of some of the distin-

guished men who edited the Journal
from 1884 to 1890, for the names of Drs.
Bruns, Matas and Parham are linked
with the long and honorable career of

the Journal.

I feel sure that you believe as I do that

the above facts will help to perfect the
records, and I therefore request you to

publish this communication in the next
number of the JOURNAL.

Cordially yours,

Paul J. Gelpi.

May 12, 1924.
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Address of Mr. J. L. Ballard.

Mr. Chairman, Ladies and Gentlemen:
When the Almighty created the hea-

vens and the earth ; when from out the

great deep arose the untrodden land;

when He had jeweled the earth with His
beautiful gardens and hung His lamps
high up in the heavens, He fashioned

a being in imitation of His own fault-

less form, graced him with something of

His own divine attributes, and gave
this kingly creation to the world. He
prescribed the zone in w7hich he must
move in fulfillment of his destiny; He
appointed the limits he should not pass

;

but He gave him ambition and a desire

to learn and know, and the journey from
childhood’s cradle to the last long sleep

is a ceasingless search for light.

In the fabled history of Greece we are

told that a party of Ionians once bar-

gained with some Milesian fisherman
for the next draft of fishes they should

catch. When the net was drawn up,

it was found to contain a golden tripod

which it was believed that Helen had
thrown into the sea while returning
from Troy. Very naturally a dispute

arose as to whether the tripod belonged
to the Ionians or to the fisherman. Be-
ing unable to settle this controversy
themselves, they referred it to the oracle

at Delphi. The oracle said, “Give it to

the wisest-” The Milesians, thinking
that Thales, their own philosopher, was
the wisest man on earth, sent it to him.
But Thales, being too modest to deem
himself perfect, forwarded it to Bias,

another of the Grecian sages, w’ho, in

turn, and for similar reasons, sent it to

Pittacus ; and so it went around until it

came to Solon ; and his decision was,
that “God, alone, is wise;” and he sent

it to Delphi to be consecrated to Deity
at that place.

But while we are not possessed with
absolute wisdom, there are some things
we have learned and known We have
discovered that in all this wide world
no one lives to himself alone. By re-

fusing to fraternize with his fellows, an
individual may, in some degree, lessen

the enjoyment of all; but the friendship
he withholds will not enrich him, but
only brings him the nearer to social

bankruptcy. It is the duty of every one to
relinquish, if necessary, something of
his owm convenience in order to make
this good old world in w7hich we live

brighter and happier.

We have learned that it is even sweet
to suffer for humanity; and that much
of our national grandeur and many of
our most valued privileges have come to
us through the sacrifice of others. Cur-
tis Guild tells us that nations, like indi-
viduals, become great, not from diffi-

culties avoided, but from difficulties

overcome; and the spell which avoids
them is neither riches nor poverty, but
sacrifice. There is not a great cathe-
dral, there is not a mighty viaduct,
there is not a line of rails stretching
across field, veldt or prairie, that has
not Moloch-like, demanded its sacrifice

of human life. This much is demanded
of the spread of civilization

;
that the

many may rejoice, the few must suffer.

The Egyptian died, but he left the Pyra-
mids behind him ; the Phoenician died,

but he left the world the alphabet and
navigation. The Greek died, but poetry
and philosophy bloomed in the places

where he had striven. The Roman died,

but the barbarian, who slew7 him never
could shake that mighty fabric of law'

which was to become the basis of all so-

cial order. The Swede and the German
died, but from out the murky smoke of

thirty years of battle w7as enkindled the

pure white fire of religious liberty. The
Frenchman died, but underneath his

heroic form lay dead the feudal sys-

tem never to rise again. The English-

man died, but the wastes of Australia

and Manitoba furnish food for the hun-
gry for Europe, the monsters of the

Ganges no longer feed on innocent

children, the girl-wife no longer per-

ishes in torment on the funeral pyre,

and the haunts of the thug and the tiger

have become the highways of com-
merce and the field of the husbandman’s
increase.

In our owm history, we read of the

minute-man of the Revolution. And
who was he? George William Curtis

tells us he was the husband and father,

who, born to love liberty and to know
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that lawful liberty was their only guar-
anty to peace and progress, left the
plow in the furrow and the hammer on
the bench, and, kissing the wife and
little ones, marched to die or be free.

He was the old, the middle-aged and the
young. He was the son and lover, the

plain, shy youth of the village choir

whose heart beat to arms for the good
of his country, and who felt, though
perhaps he could not say, with the old

English cavalier

:

“I could not love thee, dear, so much
Loved I not honor more.”

He was Captain Miles, of Concord,

who said he went to battle as he went to

church. He was Captain Davis, of

Action, who reproved his men for jest-

ing on the march. He was Deacon
Josiah Hayes, of Sudbury, eighty years

of age, who marched with his company
to the Old South Bridge, joined in the

hot pursuit to Lexington, and who there

fell as gloriously as did Warren at

Bunker Hill. He was young James
Hayward ,of Acton, twenty-two years

of age, foremost in that deadly race

from Concord to Charleston, who raised

his piece at the same moment with a
British soldier, exclaiming, “You are a
dead man !” The Britain fell, shot

through the heart. James Hayward fell

mortally wounded. “Father,” he said,

“I started with forty balls; I have but
three left. Tell mother not to grieve
too much ; and tell her whom I love more
than mother, I am not sorry I turned
out.”

Sacrifice all along the line of history

!

The tragedies of today, tomorrow, be-

come forces, lifting nations to higher
planes of liberty and propelling them to

further achievement as great events are
overtaken and woven in the loom of

time.

Mr. Chairman—Two score and five

years ago our fathers brought forth in

this city a society, born in love, estab-
lished on the altar of sacrifice, nurtured
with the milk of human kindness,
bathed in the blood of heroes, dedicated
and devoted to humanity, and, annually
since you have assembled in convention
to revere the memory, pay tribute of
praise to the worth of those comrades
who had fallen in rank since your last

assemblage
;
mark the progress made in

the various branches of .your profession

and lay plans for future achievements.

All for the uplift of humanity, the

amelioration of suffering, the eradica-

tion of disease, the preservation of

human life and the glory of God- And
tonight ancient Opelousas rejoins to ac-

knowledge the return of the scions of

her distinguished sons, and modern
Opelousas is happy to welcome and en-

tertain them.
Opelousas, the city of your birth as

an organization, has to her credit a long
list of wonderful achievements during
her more than two hundred years of

existence, and these fraught not without
disappointments, heart aches and dis-

paragements. We have had epidemic
upon epidemic, we have had epidemics
of yellow fever, those of typhoid, small-

pox, malaria and even the “flu,” but,

gentlemen, it has been a long, long time
since we have suffered from such an
epidemic of doctors as we have had dur-

ing the past few days.

Your short sojourn in our midst has
been delightful to us, and we trust has
been pleasant for you. Aside from this

it has been of untold educational value

to us—you have been an inspiration.

We are impressed seriously and
solemnly with that lofty place you hold

in our society—with that strategic niche
which is yours in our civilization, and
are called upon to acknowledge that debt

of gratitude we can never repay. In-

deed, there are few holier relationships

than that existing between my doctor
and me. Who brought me into this

world- My doctor. Whom did mother
call at the dead of night when I had the
croup? My doctor. Who tenderly re-

moved the thorn from my bare foot and
administered the paregoric when I had
eaten green apples? My doctor. And,
in later life, who sat by my bed and felt

my quickened pulse and soothed my
fevered brow, giving unconsciously to

me that which I could neither perceive
nor appreciate—his very life—for to me
and such as me is imputed the burden
which wears the doctor’s life and in-

creases that deadweight upon his heart
which eventually claims him. Then
when it is over, when life has ebbed out
its little way, who is he who notes the
soul’s departure and is the first to feel

the cold breath of death as he steals

over my prostrate form, and who is he



556 Proceedings of Louisicma State Medical Society.

that pronounces me dead? My doctor.

Is he not very part of me, and do I ap-
preciate him? So often it is the case
that when we’ve recovered from the bed
of affliction and stand again basking
in the sunlight of health and happiness,
despite our promises and earnst protes-
tations to the contrary, our God is

neglected and our doctor forgot. How
often is the doctor as much a casualty
of a raging disease as the patient who
succumbs—for into every case he in-

jects something of himself and partakes
of the nature of each case until he is no
longer able to withstand the advances
of disease and he, too, is taken from us.

The press records

—

a doctor died—when
in reality a soul as great as God’s uni-
verse and a heart bursting for humanity
has shaken off this mortal coil and
joined the celestial choir. And as we
drop the sympathetic tear over his last
resting place we recall Graves’ immor-
tal definition of life.

I have seen some mighty engine rush-
ing madly through the darkness, heed-
less of opposition and fearless of dan-
ger. I thought that was grand. I have
seen the lightning flash across the sky,
making the midnight as bright as the
noonday sun. I thought that was grand.
I have seen the light break over the east-
ern hills in glory, driving the lazy dark-
ness like mists before a sunbeam gale—
I know that was grand, but the grandest
thing I ever saw was the grand lignt ot
a beautiful life wrapping itself in bene-
dictions around the destinies of men and
finding a home in the blessed bosom of
the everlasting God.

That, gentlemen, is my doctor!

Oh! doctors, one and all we greet you,
And we hope at last to meet you,
On the Golden Shore.

Report of the House of Delegates to the
General Assembly .

In accordance with the constitution
and by-laws, the House of Delegates
wishes to report the following actions
representing the deliberations and
business transacted by your House of
Delegates at the present meeting.
The various meetings of the Execu-

tive Committee, of the Council, reports
of Councilors, and of Standing and
Special Committees, were read to the

House of Delegates and properly dis-

posed of. The President’s Report was re-

plete with recommendations, and upon
report of the special committee, the fol-

lowing items of interest were adopted.
First, the election of a president, and

president-elect, the present-elect taking
office one year after his election. This
to go into effect in 1925.
The Secretary-Treasurer’s report

contained one important recommenda-
tion, that of having the Louisiana State
Medical Society indorse the principle of
assisting to establish some form of peri-

odic health examinations throughout
the state. The report of the Journal
Committee covering the management
and editing of the Journal for the past
nine months for the present Journal
Committee was read and after some
slight modification was accepted. The
new Journal Committee presently con-
stituted, has the following personnel:
Dr. H. B- Gessner, three years; Dr. A.
A. Herold and Dr. A. O. Hoefeld, two
years; Dr. O. Dowling and Dr. H. W. E.
Walther, one year. Their report showed
that the affairs of the Journal were in

a very satisfactory condition, and at

present free of obligation on the part
of the Louisiana State Medical Society.

The House of Delegates adopted the

principle contained in the report of the
Committee on Hygienic Marriage Law,
submitted by Dr. R. McG. Carruth,
chairman. The resolution requested
that the bill be presented to our legal

advisor for its determination as to its

constitutionality and then submitted to

the Committee on Public Policy and
Legislation.

Upon the recommendation of the

Women’s Auxiliary, the committee was
discontinued.
The Committee on Walter Reid Memo-

rial made a very interesting report, and
by motion approved the appropriation
of the sum of $400 by the local Arrange-
ment Committee of the New Orleans
Convention, and amended the by-laws
whereby the surplus money remaining
in the Annual Arrangement Fund each
year should be turnd over to the Walter
Reid Committee, up to such time that

the funds will reach $2,000, after which
it shall be returned to the General Fund
of the State Secretary, in accordance
with the resolution amending the by-

laws offered by Dr. Marvin Cappell.
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Approval of the plan of the Commit-
tee on Publication, whereby one-half of
the expenses of making and printing of

cuts presented by the essayists is equally
borne by the Louisiana State Medical
Society and the essayist up to the num-
ber of ten, expenses over ten cuts are
borne entirely by the essayists. The
Committee on Health and Public In-

struction submitted a very interesting

report in regard to legislation dealing

with the faulty labeling and sale of lye.

It was recommended that the Commit-
tee on Public Policy and Legislation in-

troduce a proper bill containing the

most modern provision for the control

of this commodity.
A resolution was offered by the St.

Landry Parish Medical Society giving
notice of an amendment to the charter,

making the provision for having the

Secretary of the State Body make its

Executive Body. This will be intro-

duced formally in 1925, according to the

provisions made for such amendments.
The following officers, after being

•duly nominated, were elected as officers

of the Louisiana State Medical Society

:

President—C. V. Unsworth, New Orleans.

1st Vice-President—E. M. Ellis, Crowley.
2nd Vice-President—Carson R. Reed,

Natchitoches.
3rd Vice-President—Roy B. Harrison, New

Orleans.
Councillors

:

1st District—S. M. Blackshear, New Or-
leans.

2nd District—H. W. Kostmayer, New Or-
leans.

4th District—A. A. Herold, Shreveport.
5th District—F. C. Bennett, Monroe.
Two members State Board of Medical Ex-

aminers: for vacancy in re—Dr. J. E. Knigh-
ton, expiring on date of

J. E. Knighton, Shreveport; S. C. Barrow,
Shreveport.

Committee on Scientific Work—H. P.

Jones, Elizabeth Bass, secretary-treasurer.
Committee on Public Policy and Legisla-

tion—D. J'. McAnn, W. B. Phillips, R. B. Har-
rison, president and secretary.

Committee on Publication—P. S. Mcllhen-
ny, J. J. Ayo, secretary-treasurer.

Committee on Medical Education—B. W.
Smith.

Committee on Medical Defense—R. O. Sim-
mons.

Committee on Hospitals—G. M. Snellings,
P. Graffagnino, 0. P. Daly, S. D. Yongue,
Charles Chassaignac.

Committee on Health and Public Instruc-
tion: W. H. Seemann, F. R. Gomila, J. W.
Featherston, G. M. G. Stafford, W. F. Car-
stens.

Journal Committee, for term of three years—H. B. Gessner.

Delegate to American Medical Association—S. M. Blackshear, two years; Alternate, L.

J. Williams, two years.
Next Place of Meeting—New Orleans.
Dr. Leon J. Menville was elected chairman

of the House of Delegates.

The Resolution Committee offered the
following resolutions, which were
unanimously passed:

“Whereas, Those in attendance upon
the meeting of our State Society have
profited to the utmost by the courtesies
and consideration shown them, we sub-
mit the following:
Be it resolved, That our thanks be ex-

tended to the profession of Opelousas
and of St. Landry Parish, to the Com-
mittees on Arrangement and Entertain-
ment, and especially to the genial local

chairman, Dr. Fred J. Mayer, for his
energetic and painstaking efforts. Also
to the Elks, the Knights of Columbus,
and the Masons, for the privileges and
courtesies afforded us.

Be it further resolved, That we ex-
tend our thanks to the management of
the various hotels, the citizens who have
thrown open their homes to us and the
public of Opelousas in general, for the
most unique and general hospitality ac-
corded us.

Be it further resolved, That we are
deeply appreciative of the delightful
and sumptuous luncheons served by the
Masons and their ladies, by the Knights
of Columbus and their ladies, our breth-
ren of St. Landry Parish Medical
Society and their ladies, and barbecue
at Washington, cooked and served in a
style that appealed to the most sensitive
gastronomic senses.
Be it further resolved, That our

thanks be extended to the Press for the
kindness and consideration shown us at
all times

; also to those in charge of the
ladies’ entertainments for the unusual
courtesies shown our ladies.

In general, the proverbial hospitality
of Opelousas and St. Landry has been
outdone in this instance and we shall
ever cherish the memory of this meet-
ing.

We could not close this report without
expressing our debt of gratitude to our
earnest secretary-treasurer. Dr. P. T.
Talbot and his assistants, for their un-
tiring efforts to make our meeting suc-
cessful, and to them we also extend sin-
cere thanks.

Whereas, one of our members, who is
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unavoidably absent from this meeting,
is now voluntarily retiring from “offi-

cial harness,” after rendering most
valuable services to this society for
many years; and

Whereas, Dr. George S. Bel has
shown, by his example, after retiring

from the presidency, that interest in

this great organization should not lag

with the surrender of the highest office,

he having, since then, served as Coun-
cilor for eight years

;

Therefore, be it resolved, That we are
deeply appreciative of the eminent servi-

ces rendered to organized medicine in

Louisiana, by Dr. Bel, who, as a Coun-
cilor, conciliator, or mediator, seems to
be endowed with unusual powers, and
for these reasons we hereby extend our
deep and lasting thanks to Dr. Bel.

Report of Our Delegate to Mississippi
State Meeting.

To the Officers and Members of the
Louisiana State Medical Society :

Gentlemen—
In rendering this, my report as the

Fraternal Delegate from the Louisiana
State Medical Society to the Mississippi
State Medical Association, which met
in Jackson. Mississippi, May 13th, 14th
and 15th, I wish first to thank you for
having had the honor and privilege of
serving the Society in this capacity.
My credentials were presented at the

first meeting. The President, Dr. Dear-
man, in introducing me, spoke briefly of
his recent visit as the Fraternal Dele-
gate from Mississippi to our Annual
Meeting in Opelousas, mentioning the
many kindnesses and courtesies that
were extended him while a guest in our
midst. It is needless to say that I was
warmly received and made to feel the
genuineness of the welcome from the
time of my arrival to that of my de-
parture.
The House of Delegates met each

morning from 8:00 to 9:30, and after
a recess of a few minutes, was followed
by the Scientific Sessions. The meetings
were well attended, there being over 450
members and guests registered. The
scientific papers were splendid, cover-
ing a large range of subjects; the dis-

cussions were prompt and liberal. Clin-
ics were held at the various hospitals
from 8:00 to 9:00 each morning. Prac-

tically all of the meetings were held in
the beautiiul new Edwards House,
where most of the members were regis-
tered. This facilitated and encouraged
a larger attendance at the meetings, and
proved both pleasant and a saving of
time for the members.
The general arrangements were under

the auspices of the Central Medical So-
ciety, Dr. G. E. Adkins of Jackson, Pres-
ident. Besides the ideal arrange rent of

the business and scientific meeting there
were many delightful entertainment
features. The public meeting on Tues-
day night, held in the magnificent new
Municipal Auditorium, was a treat. The
President’s address, covering briefly

many subjects interesting to all minds
today, was listened to with closest atten-

tion. Governor Whitfield paid a tribute

to the medical profession, the gist of

which was that “the wealth of the state

was dependent upon the health of her
citizens.”

A trip by special train to the great

State Tuberculosis Sanitarium at Sani-

tarium, Mississippi, said to be the larg-

est and most modern institution of its

kind in the world, and which is attract-

ing the attention of health workers from
all parts of the country, proved of much
interest and a revelation to most of the

visitors. Dr. Boswell, whose inspiration

and years of strenuous effort in arous-

ing the people of Mississippi to the

needs of such an institution, said that

“the hospital was a great monument to

the members of the Mississippi State

Medical Association.” The train trip

and dinner proved an excellent oppor-

tunity for bringing the doctors together

for closer and better acquaintance.

Another delightful affair, following

the close of the Scientific Session Thurs-

day morning, was the elaborate lunch-

eon given by the physicians of Jackson.

I was impressed by a provision in

their by-laws making any member who
has reached the age of 60 years and who
has served the society for ten consecu-

tive years, a member for life without

further payment of dues while retaining

his power to vote. Also, all ex-Presi-

dents and Honorary members without

further payment of dues, but privileged

to vote.

Relative to the Journal, I am pleased

to report that a committee of three, con-

sisting of the Secretary, Dr. T. M. Dye,
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of Clarksdale, Dr. E. F. Howard and Dr.
S. W. Johnson, of Vicksburg, were ap-
pointed to confer with our JOURNAL
Committee and with power to act.

In the exchange of Fraternal Dele-

gates one can readily appreciate the
great opoprtunity it affords for bring-
ing the organizations closer together,

stimulating all to a common interest in

organized medicine. I am voicing the

sentiment as expressed by the President

and Secretary of the Mississippi State

Medical Association, in stating that the

experience this year has been of inesti-

mable value, and that they hope to see it

extended to other near-by states in the

future.

Cordially yours,

Elizabeth Bass, M. D.



NEWS AND COMMENT

Orleans Parish Medical Society-

During the past month the society

held two scientific meetings. Five
scientific papers were read and in addi-

tion Dr. Robert King, medical mission-

ary, was the guest of the society.

There has been a noticeable falling

off of applications for membership.
Every effort should be made toward in-

creasing our membership and all eligible

physicians in this parish should be ap-

proached with this object in view.

Many members have neglected to re-

turn their discussions within the time
required by our by-laws, and as a result

many of our papers appear with an in-

completed list of discussions. The at-

tendance at our meetings during the

past month have been greater than for

several months past. This gratifying

increase in attendance will greatly en-

courage the Scientific Essays Commit-
tee.

The minutes for the year 1923 will

soon be bound and will be available for

reference in the library.

Beginning with Volume 77 of the New
Orleans Medical and Surgical Journal,

the Orleans Parish Medical Society will

sign a contract for a period of one year.

The society was well represented at

the State Medical Convention in Ope-
lousas- A score or more members of

this society read papers and many more
took part in the discussions which fol-

lowed.
Meetings scheduled for the month of

June are as follows:
June 9th, Clinical meeting, Charity

Hospital.
June 23rd, Scientific meeting,

Hutchinson Memorial.

Report of Librarian for Month of April.

The Assistant Librarian has com-
pleted the cataloging of 280 books dur-
ing the month. Of these 30 were re-
ceived by gift, 15 from the New Orleans
Medical and Surgical Journal, and 1 re-

placing a lost copy.
The night hours of opening in the

library were discontinued on May 1st
by order of the Dean of the Medical
School, as the use seemed not to justify
the expenditure.

Report of Treasurer for Month of April.

Total receipts $ 524.10
Total expenditures 502.04

Resources.
Domicile fund, Liberty bonds,
par value $30,000.00

Library endowment fund,
bonds par value 3,500.00

Medical relief fund, savings
account 96.23

$33,596.23

Monthly Bulletin of the Shreveport
Medical Society, May, 1924.

The May meeting of the Shreveport
Medical Society was held May 6th at

Charity Hospital at 8 p. m.
Scientific Program by Schu npart Sani-

tarium Staff.

Subject: Symposium on Cancer.
History and Theories of Etiology

—

Dr. J. J. Frater.
Diagnosis and Treatment :

Surface Cancer—Dr. C. B. Erickson.
Digestive Tract—Dr. J. S. Knighton.
Breast and Pelvic Organs—Drs. J. C.

Willis and B. C. Garrett.

Bones—Dr. Guy A. Caldwell.

Radiological Diagnosis and Treat-

ment—Dr. S. C. Barrow.
June Scientific Program by Drs. Pirkle,

Williams, Harris and Green.
Subject: The Female Pelvis.

Surgery of the Tubes and Ovaries—
Dr. L. H. Pirkle.

Caesarian Section

—

Dr. T. E. Wil-

liams.

Female Pelvis from a Urological

Standpoint—Dr. E. W. Harris.

Extra-Pelvis Symptoms Due to Pel-

vis Pathology

—

Dr. H. L. Green.
Toxemias of Pregnancy

—

Dr. W. B.

Heidorn.
Ectopic Gestation—Dr. S. W. Boyce.

Scientific Program
Highland Sanitarium Staff had

charge of the program, the subject be-

ing Some Chronic Abdominal Condi-

tions.

Dr. Hendrick made a plea for a com-

plete history and physical examination

with the utilization of all diagnostic

agencies to arrive at a correct diagnosis

before subjecting the patient to an oper-

ation.
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Dr. John’s paper was on The Interpre-
tation of Abdominal Pain.

Dr. Prothro, Some Symptoms of
Chronic Gall Bladder Disease.

Dr. Lloyd, Chronic Intestinal Tox-
emia.

Dr. Douglas, Indigestion.

Dr. Rutledge, The Barium Meal and
Opiate Enema in Chronic Abdominal
Conditions Illustrated with X-ray pic-

tures.

Discussion by Drs. Thomas, W. S.

Kerlin, Crain, Rougon, I. Henry Smith,
Cassity, Young, Barrow.

Closing by Drs. Hendrick, Lloyd,
Douglas, Johns and Prothro.
The papers and discussions were in-

structive and interesting, continuing the
high type of scientific program which
has characterized the meetings this year.

On motion the Society adjourned.
Robert T. Lucas, Secretary.

An interesting monograph by Dr.
Lewis Heermann, Surgeon in the United
States Navy, and a prominent medical
figure in the City of New Orleans in the
last century, has been received from the
Editor, United States Navy Medical
Bulletin, and is on file in the Library of

the Orleans Parish Medical Society.

At the recent meeting of the Louisi-

ana State Medical Society in Opelousas
the Louisiana Railway Surgeons’ Asso-
ciation was reorganized with the follow-
ing officers

:

President—Dr. Hermann B. Gessner,
New Orleans.

Vice-President—Dr. 0. P. Daly, La-
fayette.

Secretary—Dr. W. Bradburn, New
Orleans.
The next meeting will take place in

Alexandria in September.

First Lepers for New Additional Build-
ings at Carville, La.

“The first of the additional buildings
provided by Congressional Act of Feb-
ruary 20, 1923, to enlarge the National
Leper Home at Carville, La., have been
completed and twelve lepers who had
been temporarily detained elsewhere
were moved to Carville, April 4,” Sur-
geon General Cummings, of the U. S.

Public Health Service, stated recently.

Westemi Physiotherapy Associatio7i.

The sixth annual meeting of the West-
ern Physiotherapy Association was held
at the Little Theatre, Kansas City, Mo.,
April 17 and 18, 1924, under the presi-

dency of Dr. Harry H. Bowing, of Ro-
chester, Minn. The following officers
were elected for the ensuing year

:

President—L. A. Marty, M.D., Kan-
sas City, Mo.

First Vice-President—R. W. Fouts,
M.D., Omaha, Neb.

Second Vice-President—W. P. Patter-
son, M.D., Springfield, Mo.

Secretary—Charles Wood Fassett,
M.D., Kansas City, Mo.

Treasurer—W. P. Grimes, M.D., Kan-
sas City, Mo.

Registrar—H. A. Spilman, M.D., Ot-
tumwa, Iowa.

Board of Trustees—H. H. Bowing,
M.D., Rochester, Minn.; L. B. Foster,
M. D., Walters, Okla.
The association meeting was preceded

by a six-day session of the Western
School of Physiotherapy, a class of 100
attending. Next meeting will be held in

Kansas City, April, 1925.

St. Tammany Parish Medical Society.

The St. Tammany Parish Medical So-
ciety met in regular monthly session on
Friday, May 9th, at Slidell in the Co r-
munity Room of the Association of Com-
merce, with the following members pres-
ent: Dr. J. K. Griffith, president; Dr.
F. R. Singleton, secretary-treasurer;
Drs. R. B. Paine, P. L. Cusachs, J. F.

Polk, F. F. Young, B. B. Warren, H. D.
Bulloch, H. E. Gautreaux and A. G.
Maylie, with Dr. Chaille Jamison of

New Orleans as an honored guest.

Dr. Jamison came from New Orleans
for the special purpose of attending this

meeting, at which he delivered a dis-

course on “Cerebro-Spinal Syphilis.”

The lecture was as interesting as enter-

taining, and the round table talk that

followed, led by Drs. Young and Gau-
treaux, brought forth many new and in-

structive points.

Light refreshments were served. The
society held a short business session and
adjourned to meet next month in Man-
deville.

Most people have the mistaken idea

that sunburn is caused by “the heat of
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the sun.” This is incorrect. Sunburn is

caused by the ultra-violet rays, which
constitute only 7 per cent of sunlight.

Nature herself provides a form of pro-

tection against the ultra-violet rays, for

when a person is exposed continually to

sunlight he will find that after several

attacks of sunburn the skin becomes
tanned or freckled. Tan and freckles

are simply the natural pigment which
nature provides as a yellow screen

through which the ultra-violet rays can

not pass and cause real injury by con-

tinued burning.

Foot and Mouth Disease.

In view of the epizootic of foot and
mouth disease in cattle in certain parts

of California at the present time and the

interference with travel and with the

shipment of certain foodstuffs (includ-

ing milk) as the result of the presence

of this disease, Acting Surgeon General

White of the Public Health Service was
asked to discuss foot and mouth disease

from the viewpoint of its possible dan-

ger to human beings.

‘‘The disease,” Dr. White states, ‘‘is

an acute, highly contagious malady af-

fecting chiefly cloven-hoofed animals,

such as cattle and sheep. Animals suf-

fering from foot and mouth disease have
fever, followed hv an eruption consist-

ing of vesicles (small blister-like sores)

occuring chiefly on the mucous mer-
brane of the mouth and on the skin at

the cleft of the hoof and less frequently

on the udders and other portions of the

skin. There is usually prolonged ill

health and much wasting of the tissues.

‘‘The germ which causes this disease

has not been identified, but it is known

that it occurs particularly in the exudate

from the vesicles, in the saliva, and in

the milk of infected animals, though it

is not limited to these materials. It is

readily destroyed by heat, such as the

boiling or oasteurization of milk.

“Adult human beings are not very apt

to contract the disease, but it is by no

means rare among children.

“The question has been raised as to

whether the disease in children known

as “impetigo contagiosa” may not be

identical with foot and mouth disease in

animals, but no one has yet been able to

answer this question either in the af-

firmative or in the negative. Foot and

mouth disease is not very fatal in cattle,

and apparently much less so in human
beings, if at all. It does cause serious
losses when cattle are infected, because
of the interference with the sale of

milk, the reduction of the quantity of

beef produced, and also on account of

the expense and inconvenience resulting

fro n quarantines against infected dis-

tricts.”

Dr. Appleton H. Pierce, Senior Sur-
geon, U. S. Public Health Service Re-
serve, has been appointed as Medical
Officer in charge of the recently com-
pleted U. S. Veterans’ Hospital No. 95,

Northampton, Mass., General Frank T.

Hines, director of the U. S. eVterans’
Eureau, has announced.

PERSONAL.
Dr. L. Rosa H. Gantt, of Spartanburg,

S. C., a prominent Eye, Ear, Nose and
Throat Specialist, was a guest of Dr.
Elizabeth Bass during the past month.
Dr. Gantt is Treasurer of the Medical
Women’s National Association.

Dr. Hermann B. Gessner has been
elected to fill a three-year term on the

Journal Committee of the Louisiana
State Medical Society.

At a recent meeting of the American
Gastro-Enterology Society at Atlantic

City Dr. D. N. Silver ran was elected to

membership.

REMOVALS.
Surgery, Gynecology and Obstetrics

—The Surgical Publishing Company of

Chicago, editorial and business offices

now located at 30 North Michigan Ave-
nue, Chicago, will remove on April 29,

1924, to 54 East Erie Street, Chicago.

DIED.

On May 19th, 1924, Dr. C. F. Sartor,

of New Orleans, aged 50 years.

The Fourth District Medical Society

held its regular semi-annual meeting at

the Shreveport Charity Hospital on May
8, 1924, under the presidency of Dr. T. J.

Fleming of Mansfield, Dr. J. E. Heard
of Shreveport being secretary. The
meeting was well attended and much in-

terest shown in the following program:
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Call to order by President T. J. Flem-
ing.

Greeting, by District Councilor A. A.
Herold.

1. The Early Diagnosis of Early Pul-
monary Tuberculosis, C. R. Gowan. Dis-
cussion opened by J. E. Knighton and
W. S. Kerlin.

2. Miliary Tuberculosis, W. B. Rawls.
Discussion opened by A. A. Herold.

Dinner by Charity Hospital, Dr. W.
P. Morrill, Superintendent.

3. Some Surgical Conditions of the
Breast, B. C. Garrett.

4. The Gall Bladder, made opaque to

X-Ray by use of calcium-tetrabrom-
phthalein, with demonstration of plates,

S. C. Barrow.
5. Report of an Interesting Case, W.

S. Kerlin.
6. Local Anesthesia in Prostatic Sur-

gery, J. R. Stamper. Discussion opened
by I. B. Rougon.
Announcements by the Secretary.
Adjournment till Autumn, 1924.

Dr. Wilkins McDade, Minden, Presi-
dent of Webster Parish Medical Society,
has recently recovered from a bad infec-

tion of the hand.

The new North Louisiana Sanitarium,
Shreveport, will be opened for patients
about July 1st, 1924.

At the Shreveport Charity Hospital
•definite diagnosis was recently made of
a case of suspected leprosy and the pa-
tient was committed to the U. S. Hos-
pital at Carville, La., being conveyed
there by Dr. Dowling, State Health Offi-
cer. The patient has a combination of
the anesthetic and tubercular types.

Dr. H. 0. Barker, who was stationed
at Shreveport for nearly four years as
sub-district Medical Officer of U. S. Vet-
erans’ Bureau, has recently been trans-
ferred to Hospital No. 27, near Pine-
ville, La. Dr. Barker did excellent work
at the Shreveport office and made many
friends there, who are glad to know that
his transfer is in the nature of a promo-
tion.

S. M. A. Committees Ajjpointed.

Dr. Homer Dupuy, chairman of com-
mittee of arrangements for the South-

ern Medical Association meeting, which
will be held in New Orleans, November
24-27, has appointed the following
chairmen who will serve as a general
committee: Dr. E. L. Leckert and Dr.
Geo. Dempsey, buildings and halls; Dr.
H. W. E. Walther, commercial exhibits;

Dr. F. M. Johns, scientific exhibits; Dr.
John Lanford, finance; Dr. J. C. Men-
endez, hotels ; Dr. P- T. Talbot, registra-

tion; Dr. Paul J. Gelpi, entertainment;
Dr. Leon Menville, badges

;
Dr. Jules Du-

puy, lanterns; Dr. Daniel Silverman,
membership; Dr. F. R. Gomilla, automo-
biles; Dr. A. I. Weil, golf; Dr. H. E.

Bernadas, publicity; Dr. M. J. Lyons,
alumni dinners; Dr. R. C. Lynch, clin-

ics; Dr. Elizabeth Bass, women physi-

cians; Dr. B. A. Ledbetter, public

health; Dr. A. L. Whitmire, informa-
tion; Dr. C. V. Unsworth, for Louisiana
State Medical Society; Dr. Chaille Jami-
son, ex-officio chairman, and Dr. Lucien
Ledoux, secretary.

It is expected that we will have an at-

tendance of over 2,500. Money will be

needed to worthily entertain our con-

freres from all parts of the South.

Funds are being collected by the follow-

ing members of the finance committee:
Drs. R. Bernhard, A. Nelken, Lucian
Landry, M. Boebinger, Chas. Samuel, A.

L. Levin, L. R. DeBuys and E. L. King.

The other committees have begun
functioning and are enthusiastic in their

endeavor to insure the success of what
must prove a notable event in the his-

tory of Louisiana medicine.

At a recent meeting' of the Charity
Hospital Staff. New Orleans, a commit-
fee was appointed to investigate the prob-

lem of depolitiralizing this institution.

The members of the Staff annointed on
this committee are : Dr. H. B. Ges«ner,

chairman; Dr. I. I. Lemann, Dr. E. H.
Walet, Dr. H. W. E. Walther, and Dr. E.

L. King.

At the call of Dr. C. V. Unsworth,
president Louisiana State Medical So-

ciety, 140 representative men and wo-
men met at a luncheon at the Hotel
Roosevelt recently to hear Dr. Linslv R.

Williams, of New York City, who is

managing director of the National Tu-
berculosis Association. Dr. Williams
made a plea for a larger program of
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tuberculosis work in Louisiana, to be
chiefly along educational lines. Among
others to address the gathering were

:

Dr. Oscar Dowling, State Health Offi-
cer; Miss Kate M. Gordon, vice-presi-

dent Orleans Parish Anti-Tuberculosis
League; Dr. Ernest Lewis, president of
the State League; Dr. Wallace J. Durel,
of Covington; Dr. R. G. Patterson, of

Ohio; Miss Sara Ellis, president of Tan-
gipahoa Parish League, and Dr. J. A.
Danna.

Report of the Louisiana State Tubercu-
losis Commission of the State of

Louisiana, 1923-1924.

Governor John M. Parker,
Baton Rouge, La.

Dear Governor Parker

:

The following is a report of the Lou-
isiana State Tuberculosis Commission:
The Commission was created by a bill

enacted in 1912. The purpose set forth

is as follows:

“To provide for the suppression of

tuberculosis within the State and rreans
for the isolation, care, cure and treat-

ment of persons suffering therefrom
;
to

authorize the acquisition of two or more
sites for the location of sanatoria for
persons ill with tuberculosis; to provide
funds, ways and means for the estab-

lishment and maintenance of such sana-
toria and placing such sanatoria, subject

to the general supervision of the State
Board of Health, under the administra-
tion and charge of the State Tuberculo-
sis Commission.”
The irembership designated is: The

Governor, the Attorney General, the
President and Secretary of the State
Board of Health.

In 1918 the Act was amended, adding
three members (physicians) to the Com-
mission

;
these to be selected upon the

recommendation of the Anti-Tuberculo-
sis League, one of the three to be a New
Orleans physician, and two from a list

of six non-residents of New Orleans.
In 1922 the Act was again amended,

increasing the membership of the Com-
mission. Under this amendment seven
are chosen as before

;
the additional two

members it provides shall be women, one
of whom shall be selected from the City
of New Orleans.

1.

The Commission purchased in

1915 six hundred and twenty-three

(623) acres of land several miles from
Alexandria, for the establishment of a
district state sanatorium.

2. It entered into negotiations with
the Orleans Parish Anti-Tuberculosis
League (March, 1918), whereby the
State would take over Camp Hygeia,
near Slidell. The proposition was ac-
cepted by the Commission, but the trans-
fer was never made by the League.

3. The offer of the Louisiana Anti-
Tuberculosis League of Greenwell
Springs (November 28, 1922) to the
Commission was not accepted as objec-
tions were made to the inaccessibility of
the location and doubt expressed as to
whether it could be legally accepted by
the State so long as it was encumbered.

4. January 23, 1923, the Commission
agreed to accept the Greenwell Springs
property when the transfer could be
made with an unencumbered title.

5. On April 4, 1924, the Greenwell
Springs property was again offered,

free from encumbrance, and was ac-

cepted by the Commission. At the same
meeting it was agreed to sell the Alex-
andria property at $12.00 per acre. The
sale has been consummated.
From year to year numerous efforts

were made to have meetings of the Com-
mission. Most of these were unsuccess-
ful. In order to bring about co-operative

effort, and that the Commission may ac-

complish the purpose for which it was
created, it has been suggested by the
National Tuberculosis Association that

there should be a complete reorganiza-
tion. The functions of the Commission
should be the same as those exercised by
boards of trustees of tuberculosis sana-

toria—it should purchase suitable sites,

select plans, construct, equip and admin-
ister sanatoria.

It is doubtful if the Governor and the

Attorney General should be members of

the Commission, and it would seem more
reasonable that the list of physicians

sent in should be nominated by the State

Medical Society; also that the Governor
should not be limited to two women, one

of these from New Orleans. From the

experience of other States, it would seem
wise that the Bresident of the State

Board of Health should be designated as

Chairman of the Commission, and, as

members, the Secretary of the State

Board of Health and the Director of the

Bureau of Tuberculosis Control of the
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State Board of Health. Since the gen-
erally accepted plan is that there should
be a sanatorium for each congressional
District of any State, there should be
selected as additional members, one per-

son from five Congressional Districts,

these to be other than districts in which
Shreveport and New Orleans are situ-

ated.

Nominations for membership on the

Commission should not be limited by
law to any group or groups.

The Bureau of Tuberculosis Control

of the State Board of Health should

work in harmony with the Tuberculosis

Commission.
I take pleasure in submitting the

financial statement as shown on the

books

:

Received form State Tre-
asurer, December 20,

1913 $ 100.00
Less expenses 100.00

Received January 6, . .

1915 $ 9,900.00
Less expenses (including

purchase land) $ 3,524.50
$6,375.50

February 20, 1918,
received 10,000.00

Deposited Hibernia Bank,
December 7, 1921 $16,375.50

Deposit, sale (April 4,

1924) land Alexan-
dria, 10 per cent 747.60

Interest Hibernia
Bank 1,176.69

$18,229.79
Less expenses incurred 163.25

$18,136.54
Balance due on Alex-

andria land, May 13,
1924

i 6,728.40

Amount due Commis-
sion to date $24,864.94

Respectfully submitted,

Oscar Dowling,
President, Louisiana State Tuberculosis

Commission.

New Orleans, La., May 15, 1924.

PUBLICATIONS RECEIVED.

W. B. Saunders Company, Philadelphia
and London: “The Circulatory Distur-
bances of the Extremities,” by Leo
Buerger, M. A., M. D. “Pediatrics,” by
various authors, edited by Isaac A. Abt,

M. D. “
Differential Diagnosis,” Vol.

II, by Richard C. Cabot, M. D.

F. A- Davis Company, Philadelphia:

“Cosmetic Surgery,” by Charles Conrad
Miller, M. D. “Cancer of the Breast,”

by L. Duncan Bulkley, A. M., M. D.

“Maternity Nursing in a Nutshell”

,

by
Elizabeth H. Wickham, R. N. “Dis-

eases of Middle Life,” Vols. I and II

edited by Frank A-Craig, M. D. “The
Relative position of Rest of the Eyes and
the Prolonged Occlusion Test,” by F.

W. Marlow, M. D., M. R. C. S. Eng., F.

A. C. S. “Modern Treatment and Medi-
cal Formulary ,” compiled by W. B-

Campbell, M. D.

Funk & Wagnalls Company, New
York and London. “Food for Health’s
Sake,” by Lucy H. Gillett, A. M. “The
Young Child’s Health,” by Henry L. K
Shaw, M. D. “The Human Machine,”
by William H. Howell, Ph. D., M. D.,

L. L- D., Sc. D., “Taking Care of Your
Heart,” by P. Stuart Hart, A. M., M. D.,

“The Quest for Health,” by James A.
Tobey.

Lea & Febiger, Philadelphia and New
York: “Modern Urology,” Vols. I and
II, edited by Hugh Cabot, M. D., C. M.
G., F. A. C. S.

Paul B. Hoeber, Inc., New York:
“What Every Mother Should Know,”
by Charles G. Kerley, M- D.

P. Blakiston’s Son & Company, Phil-
adelphia: “Gynecology and Pelvic
Surgery,” by Roland E. Skeel, M. D.,

A. M., M. S.

D. Appleton & Co., New York and
London: “Clinical Laboratory Diagno-
sis,” by Rober Sylvester Morris, A. B.,

M. D.

Physicians and Surgeons Book Com-
pany, New York: “Genitourinary Dis-
eases and Syphilis,” by Henry H. Mor-
ton, M. D„ F. A. C. S-

'

Washington Government Printing Of-
fice : “Public Health Bulletin No. 139.”
“Hygienic Laborotory Bulletin No. 135.”

Public Health Reports,” Vol. 39, Nos.
14, 15, 16, 17.

Miscellaneous: “Social Control of
the Feebleminded,” by Stanley P. Da-
vies, Ph. D. “Les Regimes Fondamen-
taux,” by Paisseau, P. Carnot, A. Lem-
ierre, A. Baudouin Rathery, J.—Ch.
Roux, Marcel Labbe.
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REPRINTS

“Liver Abscess,” by A. I. Ludlow,
M. D., F- A. C. S. “Successive Pregnan-
cies in eash Member of a Didelphic Ute-
rus with Cesarean Delivery in each
Case on Account of Dystocia caused by
Retroversion of the Non-Pregnant Ute-
rus,” by Gilbert Fitzpatrick, M. D., F.

A. C- S.

BOOK REVIEWS.
Radium Report of The Memorial Hospital,
New York, Second Series 1923. Paul B.

Hoeber, Inc., New York, 1924.

A glance at the list of contributors is suffi-

cient to recommend this report to all radium
workers, as containing valuable information
about radium application and therapy. Chap-
ter 2, dealing with technical principles em-
ployed in radium therapy, is of great value.
Radium emanation, its indications and
method of application is explained in a very
clear and concise manner. A report is given
of the effect and results obtained with
radium in all forms of malignant disease.
Tables are given in chapter xv showing the
results obtained in carcinoma of the bladder
in both intravesical and suprapubic methods
i f radium application, and the following
statement is made by Benjamin S. Barringer:
“I have never seen any operative statistics
that compare at all with those of the above
tables”

LEON J. MENVILLE, M. D.

Endocrinology. Lectures On. by Walter
Timme, M. D.. Paul B. Hoeber, Inc., New
York, 1924.

The monograph is an elaborated article on
“Clinical Endocrinology” which appeared in
the Neurological Bulletin for January, 1921.
It is justly published in response for reprints
of his article on the subject.

Dr. Walter Timme has presented in an
understandable English and has treated logi-
cally a difficult subject “Endocrinology” and
should you read his monograph you will
obtain most valuable information.

T. J. DIMITRY, M. D.

War against tropical disease, bv Andrew Bal-
four, C. B., C. M. G., M. D„ B. Sc. (Public
Health), F. R. C. P. (Edin.), D. P. H.
(Camb.), Director-in-Chief, Wellcome Bu-
reau of Scientific Research. Bailliere, Tin-
dall & Cox, London, 1924.

This book l mgs together seven interesting
papers, all but one of which (The Palm from
a Sanitary Standpoint) have been published
previously. They are as follows: Some As-
pects of Tropical Sanitation, Tropical Pro-
blems in the New World, Preventive Inocula-
tion against Typhoid and Cholera, The Medi-
cal Entomology of Salonica, Sanitary and In-

sanitary Makeshifts in the Eastern War Areas,
The ProbLem of Hygiene in Egypt, and the
Palm from a Sanitary Standpoint.

The papers which had previously been pub-
lished have been revised, altered in some
places and brought up to date.

The titles indicate the nature of the sub-
ject dealt with. The subjects are treated
in a most interesting way by a world-author-
ity. Andrew Balfour has had the most ex-
tensive experience in dealing with conditions
and diseases met with in tropical countries.
The book is of special interest because the
author speaks from actual experience in deal-

ing’ practically with the problems that are
met.

This work is well illustrated with a large
number of original pictures, practically all of
which are made from photographs. They
are well selected and are interesting and in-

structive. Students of tropical medicine, and
especially those contemplating taking up du-
ties and responsibilities in tropical countries,
will benefit greatly by reading this book.

C. C. BASS.

The Elements of Public Health, by George
Sparr Luckett, A. B., M. D., and Harold
Farnsworth Gray, B. S., M. S., Gr. P. H.,
P. Blakiston’s Son and Company, Philadel-
phia, 1923.

Luckett & Gray have just published a book
entitled “The Elements of Public Health Ad-
ministration” which does much credit to the
two authors. It is divided into three sections.
The first is comprised of 21 chapters of Pu-
blic Health Administrative Measures; the
second on the Preventable Diseases under 42
headings and the third is an appendix divid-

ed into ten different categories.

We have read the sections of this book
carefully and with great pleasure. It is

clear and lucid, and while it does not contain
much new information, still the manner in

which the information is distributed makes
ie easily accessible, and we believe that this

book should prove of great benefit to the
average Health Officer. The section devoted
to communicable diseases considers a large
number with a brief synopsis of the causes,
diagnosis and manner of prevention together
with the mode of transmission and other use-
ful data.

The appendix is unique and contains de-
sirable information on the manner of hand-
ling courses for public health nurses and mid-
wives, describes also the plan for organiza-
tion of relief service units, complete instruc-
tions for use together with facsimile of dairy
score card, finally a desci’iption of the Schick
Test as well as different disinfection and de-
lousing methods.

We believe that this book fills the need
that more extensive and complete reference
books on Public Health, Hygiene and Pre-
ventive Medicine do not. In the first place
the information is so arranged that it is easi-

ly accessible, there is neither too much nor
too little and there is as a rule just what one
needs and wants at a critical moment.

OSCAR DOWLING, M. D.









DATE DUE SUP
UNIVERSITY OP CALIFORNIA MEDICAL SCHOOL LIBRARY

THIS BOOK IS DUE ON THE LAST DATE
STAMPED BELOW



v . 76 Ne
1923- ' ar

1924

w Orleans
ci surgica]

medical
j ournal .

19054

A OV 3 0 1928

W/A/fpS?
^ 0 IS*- 1

avi/~. r\ -

1/ - ^ W-

( MAR 18 198 IK $
fu VMA ^ar--: ,

f
i 'm

—
|

lm-9,’25

library of the

University of California Medical School
and Hospitals




