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AN EVALUATION OF THE MORE 
COMMON SERODIAGNOSTIC 

TESTS OF SYPHILIS 

JaMeEs N. Patterson, M. D. 

Jacksonville 

It is with considerable trepidation that I 
attempt to discuss in such a short space of 
time a problem so controversial in nature that 
it has had volumes written about it and one in 
which the best minds in scientific research are 
not in accord. Before attempting an evalua- 
tion of the more common serodiagnostic tests, 
I would like to review briefly the progress of 
syphilis in the body along with the reactions 
of the body against the causative organism. 
Also I wish to discuss very briefly the prin- 
ciples involved in the two different kinds of 
serodiagnostic tests, namely, the complement 
fixation and flocculation tests. 

From the viewpoint of a pathologist, syph- 
ilis is divided into three stages: 

1. Primary stage—Hard chancre. 
2. Secondary stage—Cutaneous lesions; 

mucous patches; condyloma lata; generalized 
lymphadenopathy ; periostisis ; nervous system 
involvement; iritis. 

3. Tertiary stage—gumma; diffuse les- 
ions. 

These different stages of the disease are due 
to different sets of tissue developing hyper- 
sensitiveness. The primary lesion or hard 
chancre does not appear at the site of inocu- 
lation until about a month after contact even 
though the spirochetes are widely disseminat- 
ed throughout the body within a few hours 
after inoculation. It is at first a hard nodule 
later becoming ulcerated and in which enor- 
mous numbers of spirochetes are present. Less 
than 50 per cent of serodiagnostic tests are 
positive in the early stage of the chancre. 

After the disappearance of the primary 
lesion there is a latent period during which 
all is seemingly well. This reveals an ex- 
cellent illustration of the difference between in- 
fection and clinical disease for all the tissues 

From the Bureau of Laboratories, Florida State 
Board of Health. 
Read before the Sixty-sixth Annual Meeting of the 

Florida Medical Association, held at Daytona Beach, 
May 1, 2 and 3, 1939. 

are infected and yet there are no signs of the 
disease. At the end of two or three months 
after infection the tissues of ectodermal origin 
develop the power to react and lesions recur in 
the skin, mucous membrane and central ner- 

vous system. These lesions last, as a rule, for 

a month but may recur at the same place later 
on. This recurrence is thought to be due to a 
loss of local immunity and the multiplication 
of the surviving spirochetes. The lesions of the 
secondary stage are teeming with spirochetes. 

Following the subsidence of the secondary 
lesions another latent period occurs which lasts 
anywhere from a year to fifteen or twenty 
years. The tertiary lesions occur in two main 
types—one, the gumma, a localized process 

in which necrosis is evident and the other a 
diffuse fibrotic process with very little ne- 
crosis. These lesions contain very few spiro- 
chetes and so are but slightly infectious. 

The substance formed in the body ef a per- 
son affected with syphilis and found in the 

serum and other fluid is called reagin and is 

pronounced in a variety of ways by many dif- 
ferent workers in the field. There is still much 
controversy as to its exact nature but some 
facts about it are pretty well established. Like 
antibodies in general, reagin is actually a pro- 

tein and is found only in the globulin fraction 
of the serum protein. It is carried down with 
this fraction upon half-saturation with ammo- 

nium sulfate. The albumin fraction of syphil- 
itic serum is always negative. It is thought by 
most workers that the reagin contained in 

syphilitic serum is deposited on the surface of 

the lipoidal particles of the antigen suspen- 

sion. This, as in the case of other antibodies, 

probably causes the aggregation of the antigen 
particles by acting as a sensitizing film of pro- 

tein in the presence of an electrolyte. In other 
words, it is thought that syphilitic sera (rea- 

gin globulin) forms a water insoluble (hydro- 

phobic) sensitizing film around the lipoidal 
particles and this allows for flocculation by an 
electrolyte. Normal serum protein adsorbed 
by antigen particles forms a water soluble 

(hydrophilic) protecting film which is not 

flocculated by an electrolyte and the lipoidal 

particles remain discrete. 
It has been clearly demonstrated by many 
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lines of approach that the same film of reagin 
globulin is responsible for both flocculation 
and complement fixation. The principle of the 
flocculation test, as just stated, is that the sen- 
sitized particles of antigen are agglutinated in 
the presence of an electrolyte, sodium chloride, 
which lowers the surface tension, allowing the 
individual particles to adhere to one another 
and thus produce clumping visible to the 
naked eye. In the complement fixation test the 
reagin globulin coats the lipoidal particles 
and fixes the complement so that when the in- 

dicator (sheep cells) and their amboceptors 
(antibodies) are added, there is no comple- 
ment to combine with them and hence no 
hemolysis takes place. In other words, the 

two tests provide different indicators for the 
same substance, globulin reagin. 

The first flocculation tests which were ade- 
quately sensitive and specific enough to be of 

diagnostic importance were the Sachs-Georgi, 
Meinicke and Vernes’ tests. These tests were 
developed before 1920. In general, all of them 
involved the use of a dilute transparent non- 
sensitized antigen and the precipitate formed 

slowly so that these tests may be classified as 
slow precipitation types of flocculation re- 
action. 

From 1920 to 1930 a series of flocculation 
techniques were developed and were known 

as rapid flocculation or rapid opacification 
tests. In these tests there is a high concentra- 
tion of lipoid in the antigen suspension. Of the 
rapid flocculation procedures the Kahn test 
is best known and most widely used. It owes 
its sensitivity not only to a highly concentrat- 

ed and purified antigen but to carefully de- 

termined optimum conditions for the aggrega- 

tion of the particles in syphilitic serum. 

Other tests of the same general type were 

those of Bruck, Dold, Hecht, Sachs and 

Witebsky, Scaltritti and Weiss. 

Within the last few years a third type of 
flocculation reaction has been developed. The 
antigen suspension in this type of test is sim- 
ilar to the one used in the rapid flocculation 
type but is denser due either to the larger av- 

erage size or the larger number of individual 
antigen particles. In negative serum these 
large particles redisperse but in positive serum 
they form large clumps with a clearing of 
the serum. These tests, spoken of as clarifica- 
tion type of flocculation test, include the 
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Muller, Hinton, Poeplau, Kline, Meinicke 
and Eagle. (Fig. 1 from Eagle’s “The Labora- 
tory Diagnosis of Syphilis,” copyright, C. V. 
Mosby, publishers). 

Fic. 1 
DIAGRAMMATIC REPRESENTATION OF THE DEVELOPMENT OF FLOCCULATION 

TECHNIC 

Appearance of Tests 

Macroscopic Microscopic 
Type of test P oO! 

positivo reaction 
Positive Negative 

Pinely granuler Homogeneous 
sediment translucent 

Slow preciri- 
tation 

1910-1920 cas 

Diffuse): Homogeneous 
granuler’ translucent 

Rapid Opact- 
fication 

— is u 

A few large Homogeneous, but 
clumps floating Miffusely opales- 
in clear fluid [cent or opaque 

Clarification 

1926- sl 

The question arises as to whether a comple- 
ment fixation test or a flocculation test is to be 
preferred. The ideal arrangement would be 
to do a reliable test of each kind, for occasion- 

ally we find a syphilitic serum that will react 
positive to a flocculation test and negative to 
a complement fixation test, while another posi- 
tive serum may give the reverse picture. How- 
ever, usually a syphilitic sera reacts equally 
well to a properly performed reliable floccula- 
tion or complement fixation test. The accurate 

performance of the particular test, and this 
should be emphasized, is more important than 
any particular reliable test employed. In other 
words, a properly performed Kahn test is far 
superior to an improperly performed comple- 
ment fixation test and the reverse is equally 
true. 

Simplicity of the technique of the floccula- 
tion tests, as compared with the complement 
fixation test, is so great that they bid fair 
eventually to replace the latter reaction. In the 
flocculation test only two reagents are re- 
quired, antigen and serum, while in the com- 
plement fixation five reagents are required: 
namely, complement from fresh guinea pig 
serum, sheep cell antigen, sheep cell ambo- 
ceptors from rabbit sera sensitized to sheep 
cells, antigen and serum. There are many va- 
riable factors in a Wassermann reaction, such 
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as cell fragility, complement deterioration and 
anticomplementary activity of the serum which 

have no bearing on a flocculation test. How- 

ever, although the flocculation test is much 

easier to perform than a complement fixation 
test, it is much more difficult to read. A tech- 

nician can learn very quickly to read the com- 

plement fixation test, for the difference be- 

tween the positive, negative and doubtful 

tubes are quite marked. (Fig. 2). In the 

Fic. 2 

a ¥- - Complement 

Syphilitic present 
~--'mmune or 7? oF 

. antibedy net 

3. 6. - Ant igen 

If (2) present, 
ro hemolysis 

Together at 4 (} Hemolyti« 

37s°%¢ Ambocepter 

for one hour 

6 AQ Red blood cell 

If (2) not present, 

hemol ysis. 

flocculation test we do not have an indicator 

that gives such striking differences in appear- 

ance, so that it is considerably harder.to learn 

to read a flocculation type of test. (Fig. 3 
From Kahn’s “The Kahn Test, a Practical 

Guide ;” copyright, Williams & Wilkins Co., 

publishers). 

This difficulty has been partly eliminated by 

the newer clarification tests, as the Eagle and 

Hinton tests. (See Fig. 1). 

The fallacy of “percentage agreement” 
means of comparing the value of two dif- 
ferent techniques is shown by Chart 1. (From 
Eagles’ “The Diagnosis of Syphilis,” through 

courtesy of C. V. Mosby Co., publishers.) It 
amply illustrates how figures can be juggled 
to suit the occasion. In a comparison of the 
two tests A and B on syphilitic sera, test A 

has a 90 per cent sensitivity which is excellent, 
while test B has 50 per cent sensitivity. Test 
A also has only 0.1 per cent false positives, 
while test B has 5 per cent false positives. 
Now comparing the results of these two tests 

asa 
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in a thousand tests on a general hospital popu- 
lation containing 3 per cent syphilitic patients, 
we find an absolute agreement in 93.8 per 
cent, which on the surface looks good. How- 
ever, if we perform these two tests on one 

thousand syphilitic patients we find an al- 
together different picture—an agreement in 
only 61.4 per cent. 

The fairest method of comparing or evalu- 

Fic. 3 

A. B. C. 

A., Strong Reaction; B., Weaker Reaction; C, Neg- 
ative Reaction. To read weak reactions, each tube must 
be lifted from the rack and examined individually. 

CuHartT 1 

The Fallacy of “Percentage Agreement” as a Means of 
Comparing (i the Value of Two Technics. 

Bf Test A | Test B- B 

50% 

5% 
90% Sensitivity in sy philitic sera 

G1% False reactions in nonaygnititic 9 sera 

rl 
eh 

a. 

Results Obtained in 1,000 Tests on a General Hospital 
aa Conteniey 3 per © Cent Syphilitic Patients 

Tests AandB | Tests AandB| Test A+ | Test A— 
Both Positive | Both Negative | Test B— | Test B+ 

14 | 924 | 43 | 49 
1.4% 92.4% 13% | 49% 

Absolute agreement in n 93. 8% 

b. 

zea Test A— Tests A and B | Tests A and B | 
Both Positive | Both Negative | Test B— | Test B 

so | |g S| | os 
52% 9.4% 38.1% 0.5% 

Absolute agreement in 61.4% 
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ating the different tests is to run them against 
the same known syphilitic sera and sera from 
individuals presumably non-syphilitic. Such 
tests have been conducted by the League of 
Nations Conferences and by the U. S. Public 
Health Service, with the cooperation of the 
American Society of Clinical Pathologists. 

CHART 2 

SERODIAGNOSTIC TESTS FOR SYPHILIS 

Results in Evaluation of Serodiagnostic Tests for 
Syphilis* 

| Blood Tests | Spinal Fluid Picco aid. Se 
—- —- 

SEROLOGIST ‘alse ——- false a 7 
‘reports | Positive | Terorts | Positive 
in pre- ef > n pre- — 

= syphilitic} Sumably | gyonilitic 

syphilitic bree et syphilitic boo 4 
cases (415) ” cases (110) 

oe (468) (110) a 

Brem* | 07 | 705 | 1.0 | 89.6 
Eagle ; af $4.1 0 78.0 
Hinton’ | #7 86.6 | 
Johns 2.8 69.0 | 83 45.5 
Kahn (standard) | 0.2 80.5 | 0 92.5 
Kline | 0.2 76.3 | 10 | 89.4 
Kolmer’ | 0.6 75.9 | 0 | 77.8 
Kurtz’ 3.0 86.6 0 88.0 
Lufkin & Rytz 43 | 847 | 09 | 57.3 
Rein‘ i 0.9 8.4 | 0 79.1 
Ruediger’ | 2.2 | 882 | 48 | 968 
Weiss _ | 04 | 69.4 | 55 | 743 
Williams (Army )’ | 04 | 658 | 36 | 864 

*The figures in this table are taken from—Cumming, 
H. S., H. H. Hazen, A. H. Sanford, F. E. Senear, W. 
M. Simpson, and R. A. Vonderlehr: The Evaluation 
of Serodiagnostic Tests for Syphilis in the United 
States, J. A. M. A. 106: 2083-2087 (June 8), 1935. 

*Did not perform spinal fluid tests. 
*Performed modification of complement fixation tests ; 

all other serologists performed flocculation tests. 
*Performed Kahn presumptive test. 
‘Performed Kline exclusion test. 

Chart 2 (taken from “Practical Bacteriology, 
Haematology, Parasitology,” by Stitt, Clough 
and Clough, through courtesy of The Blakes- 
ton Co., publishers), shows the results of the 
Serologic Conference conducted under the 
auspices of the U.S. Public Health Service and 
the American Society of Clinical Pathologists 

in 1934-1935. This sign : signifies a com- 

plement fixation test; Kurtz performed the 
Kahn presumptive test and Rein performed the 
Kline exclusion test. All other serologists per- 
formed a flocculation test. For this evaluation 
each specimen of blood and spinal fluid was 
divided into thirteen portions and mailed to 
the respective laboratories in each of which it 
was to be examined by one method only. The 
blood was obtained from 152 presumably nor- 
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mal persons and 415 syphilitic patients, treat- 
ed and untreated. Blood was obtained also 
from the following presumably non-syphilitic 
patients : 62 cases of cancer; 51 cases of jaun- 
dice; 53 cases of tuberculosis, and 46 cases of 

fever. From the table one can see that the 
Kahn standard test stands out because of its 
low incidence of false positives on blood sera 
of 0.2 per cent and its high sensitivity of 80.5 
per cent. On the spinal fluids it had no false 
positives and a sensitivity of 92.5 per cent. 

Our central laboratories entered the most 
recent serologic evaluation test conducted by 
the U. S. Public Health, the results of which, 

to my knowledge, have not been published as 
yet. However, I quote from a letter addressed 
to Dr. W. A. McPhaul, State Health Officer, 

from Dr. J. F. Mahoney, Senior Surgeon, 
United States Public Health Service and Di- 
rector of the Venereal Disease Research Lab- 
oratory: “The results of the performance of 
the Kahn standard test in the Florida State 
Laboratories was well above the average of 
other participants reporting this procedure. 
You have no doubt noted the high degree of 
agreement between your reports and those 

from Dr. Kahn’s laboratory. This is probably 
indicative of adherence to the procedure pre- 
scribed by Dr. Kahn himself and should en- 
courage the laboratory force in their efforts 
to perform a standard technique in a standard 
manner.” In this evaluation test our laboratory 
had a sensitivity of 76 per cent and a specifi- 
city of 100 per cent. 

The following form taken from the back of 
our new Serological Report, gives our inter- 
pretation of the meaning of the results of the 
Kahn test, showing both the old and new ter- 
minology. Under the positive might be added 
the statement that if the following diseases 
can be ruled out: trypanosomiasis, relapsing 
fever, infectious mononucleosis, malaria, lep- 

rosy and yaws, a persistently positive reaction 
may be taken as a prima facie evidence of 
syphilis even in the absence of history and 
clinical evidence of the disease. 

INTERPRETATION 

New terminology Old terminology 
Positive : ++++ or +++ 
A diagnosis of syphilis should not be made on a single 

positive serological reaction alone. If the serological 
result is not supported by the history, signs and symp- 
toms, an additional specimen should be submitted as a 
check examination. If the repeat test confirms the orig- 
inal, syphilis is indicated with a high degree of prob- 
ability. 
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Doubtful: ++ 

Neither makes nor rules out alone the diagnosis of 
syphilis, If in conjunction with a known history of 
syphilis and particularly if the patient has been under 
treatment it may be considered as positive evidence of 
syphilis. If there is no history or clinical evidence of 
syphilis, one or more specimens of blood should be sub- 
mitted for check examination. A provocative injection 
of neo-arsphenamine may be tried and samples of blood 
taken on the 2nd and 7th days sent to the laboratory 
for ‘examination. 

Negative : + or — 

A negative serological report does not exclude syph- 
ilis. Frequently positive reactions are not found in the 
primary stage and after treatment has been instituted. 
If there is any reason to suspect syphilis, another sample 
of blood should be submitted for examination. 

If time and facilities permitted, the optimum 
procedure would be to carry out both a floc- 
culation and a complement fixation reaction on 
every specimen. The next best procedure 
would be to do another flocculation test in ad- 
dition to the Kahn standard test and this may 
be done in the future. However, until that 

time arrives the Kahn test alone is best suited 
to our needs, because of simplicity of techni- 
cal detail, its high sensitivity and high speci- 
ficity. 

DISCUSSION 

Dr. Wiley M. Sams, Miami: 
I would like to ask Dr. Patterson if the State Lab- 

oratories located elsewhere than in Jacksonville are 
prepared to do the Kahn presumptive test on serologi- 
cal specimens submitted ? 

From time to time, I have heard some criticism of 
the tests as reported by the State Laboratory, on the 
ground that they were not sensitive enough. On such 
occasions I have pointed out to a number of physicians 
that it was much more important to have a test on the 
insensitive side which will yield few false positives than 
to have one which is too sensitive, and consequently 
open to this defect. Many of us, particularly in routine 
work, are inclined to lean rather heavily on the report 
of the serological test, and it is important that false 
positive results be kept at a minimum. I feel that it is 
much better for a man to have missed the diagnosis 
because the test is not sensitive enough, than to have 
made one in a case where it is not warranted. 

Dr. James N. Patterson (Concluding): 
We have transferred the performance of the Kahn 

test from the Tallahassee and Pensacola laboratories 
to the central laboratory in Jacksonville. We felt that 
neither of the branch laboratories had sufficient per- 
sonnel nor performed enough tests to do them efficiently. 
Then, too, the one technician in each of these labora- 
tories was frequently interrupted while performing this 
test by physicians bringing in specimens for immediate 
examination as for diphtheria, malaria, gonorrhea, etc. 
These interruptions frequently permitted the saline- 
antigen mixture to stand too long and allowed irregu- 
lar periods of incubation, all of which interferred with 
accurate and uniform results. We feel that where 
technicians are uniiterrupted in their work, as in the 
central laboratory, that the results are more accurate. 

We are continuing to do the Kahn tests at the branch 
laboratories in Tampa and Miami. We do the Kahn 
presumptive and the Kahn standard three tube test on 
every specimen. However, only one report is given, as it 
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would be confusing to the physicians to receive two re- 
ports on the same specimen. We perform the Kahn pre- 
sumptive and the Kahn standard three tube test on every 
specimen, not using the presumptive test as a screen 
test as is done in many laboratories. In the near future 
we hope to discontinue the Kahn presumptive test and 
do another test, as the Eagle, Hinton or Kline, in addi- 
tion to the standard Kahn test. 

THE VALUE OF THE TUBERCULIN 
TEST 

P. P. McCain, M. D. 

Sanatorium, N. C. 

The control of tuberculosis depends largely 
on early diagnosis and on isolation of the 
active cases. In order to discover cases of tu- 
berculosis early we cannot wait for symptoms, 
physical signs and the finding of tubercle 
bacilli in the sputum, for when these are pres- 
ent the cases are almost always in the advanced 
and communicable. stage and the individuals 
have already infected the other members of 
their families. 

In order to discover cases in the early stage 
it is necessary to examine the apparently well, 
those most likely to have the disease and also 
those whose occupations are such as to make 
them a special menace to others, the known 
contacts, high school and college students, 
teen age and young adult groups, teachers in 

all grades and in colleges, industrial workers, 
nurse maids, food handlers and those living 
in heavily infected communities. 

The examination of these groups should be 
by means of the tuberculin test to eliminate 
those who have no tuberculous infections and 
by making roentgenograms of all positive re- 
actors. As the incidence and mortality rates 
from tuberculosis decrease there will be a 
smaller and smaller percentage of persons giv- 
ing positive tuberculin reactions, fewer roent- 
genograms will need to be made, and the cost 
of surveys will be correspondingly less. 

By examining those who are apparently 
well practically all the cases discovered are in 
the early and curable stage. During the last 
two years Doctor Logie, of the Division of 
Tuberculosis of the Florida State Board of 
Health, tested 12,866 high school students and 
discovered 72 cases of re-infection type tuber- 

Superintendent, North Carolina Tuberculosis Sana- 
torium, Sanatorium, N. C. 

Read before the Annual Conference on Tuberculosis, 
Florida Tuberculosis and Health Association, Sarasota, 
April 3, 4 and 5, 1939. 



culosis, of which 77.8 per cent were minimal, 
15.3 per cent were moderately advanced and 
only 6.9 per cent were far advanced. In a 
survey of 9,000 college students the Exten- 
sion Department of the North Carolina Sana- 
torium found 56 cases of re-infection type tu- 
berculosis, of which 80 per cent were minimal 
and 20 per cent moderately advanced. Such 
results contrast strikingly with the classifica- 
tion of patients admitted to sanatoria the 
country over as shown by a recent study by 
the American Medical Association. Only 13 
per cent of the admissions were in the mini- 
mal stage, 29.7 per cent in the moderately ad- 
vanced stage and 57.3 per cent in the far ad- 
vanced. 

Of the various forms of the test, the intra- 

cutaneous is by far the most accurate. It is 
preferable to use a weaker dilution first and, 

if the test is negative, a stronger dilution in 
forty-eight to seventy-two hours. When there 
are large groups to be tested and when there 
are more applications for clinics than the 
workers can supply, the writer feels that a 
practical procedure is to use a single medium 
sized dose, 0.1 mg. of old tuberculin, or 0.0005 
mg. of purified protein derivitive. Quite a 
number of workers use this medium sized dose 
for group testing. The two-dose procedure 
will likely show from 8 to 10 per cent more 
positive reactors, but it is not likely that any 
clinical cases of tuberculosis will be negative 
to the medium sized dose. 

There are several forms of tuberculin avail- 

able. Purified protein derivative is unquestion- 

ably the best and most specific. Old tuberculin, 

when prepared and carefully standardized by 

the best laboratories, is sufficiently accurate to 

justify its use in the testing of large groups 

where available funds are limited. It is needful 

for all preparations of tuberculin to be kept 

in a refrigerator and for only fresh dilutions 

to be used. 

Almost 100 per cent of those who live in 
close contact with an open case of tuberculosis 
will show positive tuberculin reactions. In 
spite of this fact it is usually wise to give the 
test to such contacts, for most of them look 
and feel well and a strongly positive tu- 
berculin test will make such an impression 
that they will be much more likely to try to 
keep from getting further infection and will 
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be more willing to have an annual roentgen- 
ologic examination. 

The tuberculin test should be employed fre- 
quently by all physicians. Tuberculosis con- 
trol cannot be accomplished without the co- 
operation and assistance of the rank and file 
of the medical profession. When a physician 
discovers a patient with tuberculosis, he should 
not be content with seeing that the patient 
gets the proper care and takes the necessary 
precautions to prevent spreading his infec- 
tion, but he should give the tuberculin test to 

all contacts and see that all positive reactors 
have roentgenologic examinations. The physi- 
cian should, of course, make a reasonable 

charge for the administration of the test to 
those who can pay, and he can doubtless ar- 
range for the county or city health department 
to give the test to those who are indigent. 
Provision should be made by the State Board 
of Health or by the State Tuberculosis Asso- 
ciation for physicians to secure tuberculin 
without charge. 

Within recent years articles have appeared 
in the literature which are causing some doubt 
and confusion in the minds of some tuberculo- 
sis workers as to the value of the tuberculin 
test. Several authors have reported that 

many individuals with negative tuberculin re- 
actions show densities in their roentgenograms 
which are generally considered as typical of 
calcified tuberculous lesions. In the January 
1939 issue of the U. S. Public Health Journal, 
Lumsden, Dearing and Brown, in a study of 
certain groups, report a lack of correlation be- 
tween the tuberculi:, tests and the roentgenol- 
ogic findings and also in the results of the tests 
made on the same individuals with different 
preparations of tuberculin. McKneely, of the 
Public Health Service, last year at the meet- 
ing of the National Tuberculosis Association 

reported finding many individuals showing 
calcified lesions and some with lesions sup- 

posed to be clinically significant who had neg- 
ative tuberculin tests in the study of a group 
at Hagerstown, Maryland. 

Most authorities are now of the opinion 
that a positive tuberculin test indicates ex- 
isting tuberculous infection, the presence 
somewhere in the body of live tubercle bacilli 
Several years ago Krause reported cases of 

proved clinical tuberculosis in which, as the 

disease improved, the tuberculin test became 

~_ —_ ae ok ee ok 

wm hHRH Kw 

wy 

= 



Jour. F. M. A. 
Decemser, 193 

less pronounced and when the lesions became 
calcified the tuberculin test became entirely 
negative. From a practical standpoint, there- 
fore, the test is all the more valuable, since it 

is negative in individuals with obsolete lesions, 
and since a positive reaction would indicate 
the possibility of a clinically significant lesion 
and the need of further study. As public health 
workers we are interested not in those who 
have been infected in the past and whose 
lesions are now healed, but in those who are 

now infected and diseased. 

The percentage of patients showing calci- 
fied lung lesions on roentgenologic examina- 
tion in some sections of our country is so high 
that some authorities feel that the lesions may 
be due to some agent other than the tubercle 

bacillus. The Research Committee of the Na- 
tional Tuberculosis Association is planning 
to make an investigation of this phase of the 
subject. 

The lesions considered of clinical signifi- 
cance seen in roentgenograms of persons 
showing a negative tuberculin test are almost 
surely due to some non-tuberculous condition, 
such as pneumonitis, bronchopneumonia or 
bronchiectasis. Such lesions oftentime cast 
shadows on the roentgenograms which strong- 
ly simulate tuberculosis. If such densities dis- 
appear in a few days or weeks, the lesions are 
unquestionably non-tuberculous. In any event 
roentgenologic densities indicating clinically 
significant lesions in persons with negative tu- 
berculin tests would need to be proved to be 
tuberculous by other procedures before they 
could be considered as such. It is often neces- 
sary to make a series of films and also neces- 
sary to repeat the tuberculin test. In question- 
able cases it is not only needful to examine the 
sputum, but also the stomach contents and 

to use cultures and animal inoculation to es- 
tablish the diagnosis. 

Allergy usually appears within three to 
seven weeks after infection with tubercle ba- 
cilli, McPhedran showed several years ago 
that occasionally the reaction was delayed and 
the densities due to inflammatory tuberculous 
lesions could be seen before allergy appeared. 
It is generally known, too, that for a few 
weeks following debilitating diseases, such as 
influenza or measles, allergy may be suspend- 
ed and also that in patients desperately sick 
with tuberculosis their resistance is so low- 
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ered that they will not react even to large 
doses of tuberculin. In the latter instance it is, 

however, usually easy to establish the diag- 
nosis by other means. 

In a wide experience extending over twenty- 
seven years the writer is thoroughly convinced 
of the reliability of the tuberculin test and of 
the necessity of its extensive use if tuberculo- 
sis is to be brought under control. Probably 
no biological test is absolutely infallible, but, 
if the proper safeguards are used, the writer 
feels that the tuberculin test is as free from 
error as any other test used in medicine. 

Within recent years the veterinarians have 
almost completely eradicated tuberculosis from 
the cattle of the United States by the use of 
the tuberculin test and by slaughtering the 
positive reactors. We can also control tuber- 

culosis in human beings by finding those in- 
fected by means of the tuberculin test, by 
x-raying the positive reactors and by isolating 
and treating those with active disease. 

DIFFERENTIAL DIAGNOSIS IN 
TUBERCULOSIS WORK 

Norvat M. Marr, M. D. 

St. Petersburg 

In preparation of a paper on the differential 
diagnosis in tuberculosis work, I believe that 
it is in order to discuss first a few of the rather 
pertinent points in diagnosis. The points which 
are to be brought out are quite elementary, 
but it is felt that they are, nevertheless, im- 
portant. We will consider tuberculosis as it 
involves the pulmonary apparatus. An effort 
will be made to present a few of the common 

maladies which are most apt to confuse the 
physician in the diagnosis of pulmonary tu- 
berculosis. We are all conscious of the fact 
that there are a great many conditions, some 
common and some rare, which may simulate 
and imitate the tuberculous state. 

The classical primary infection in the lungs 
has been so well established that exceptions 
simply tend to prove the rule. For the most 
part it can be said that primary lesions are 
practically always the same, irrespective of 
the patient’s age or race. During the past gen- 
eration there has been a great change in the 
tuberculosis incidence over the entire world. 
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The infection rate has decreased in certain 
areas to less than half the population, whereas 
a generation ago over three-fourths were in- 
fected before the age of fifteen. For the most 
part, the adult primary infections are more 
localized in the parenchyma of the lung, and 
simulate the reinfection type so closely that 
they are almost indistinguishable. The com- 
mon type of parenchymal lesion causes the 
formation of an infiltrative mass. A rather 
characteristic feature of these lesions is that 
they appear in the upper halves of the lungs 
and there is usually very slight lymph node in- 
volvement. An area of infiltration or indura- 
tion can usually be recognized by percussion 
and auscultation, unless the area is deep- 

seated. The importance of rales as an early di- 
agnostic sign of pulmonary tuberculosis is 
much over-estimated. Rales are important in a 
person with fever and a bacillary sputum. If 
they do not accompany secretion or expectora- 
tion, and the temperature and sedimentation 

rate are normal, they are probably cicatricial in 
nature. Negative percussion and auscultation 
findings do not exclude a pulmonary process 
when the lesion is near the hilus, or a miliary 
state is present. 

A history of cough, loss of weight, fatigue, 
hemoptysis, pleurisy, fever, or night sweats, 
should make us think of tuberculosis infec- 
tion. Cough, expectoration, hemoptysis, and 
weakness usually mean that the disease is ad- 
vanced, and it behooves us to diagnose tuber- 

culosis before these symptoms have appeared. 

However, severity of symptoms is not neces- 
sarily a measure of the rapidity of the spread 
of the lesions. All of us can recall the patient 
who upon examination is found to be in the 
advanced state of tuberculosis; who had, or 

at least complained of, very few symptoms; 
and who was more or less inclined to belittle 
those symptoms which he had. This is the 
dangerous type since it can very easily and 
quickly advance to an open case of tuberculo- 

sis. It might be well to mention that the so- 
called acute upper respiratory infection pre- 
sents many of the above named symptoms and 
should always lead us to investigate the pos- 
sibility of tuberculosis. 

One of the most valuable aids in the diag- 
nosis of tuberculosis is the tuberculin test, and 

this is particularly true in children. When tu- 
berculin comes in contact with cells which 
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have been rendered sensitive by previous tu- 
berculosis infection, they call forth a definite 
and prolonged inflammatory reaction. This is 
the basis for the specific action of tuberculin as 
a diagnostic aid. It is assumed that when a 
patient reacts to tuberculin he either has, 
or has had, tuberculosis infection. On the 

other hand, failure to react to the tuberculin 

test does not mean that he does not suffer 
from tuberculosis, because there are certain 

conditions under which sensitization may dis- 
appear temporarily, as in the case of the ex- 
anthemas, influenzal infection, malnutrition, 

a rapidly spreading tuberculosis with a marked 
lowering, or even a total disappearance, of the 

power to react, and in states of extremely low 
vitality. 

The place of the x-ray in the diagnosis of 
tuberculosis is too well known and recognized 
to require comment at this time. The place of 
the sedimentation rate of red corpuscles and 
its diagnostic value is worthy of mention. It 
is well recognized that there is an accelera- 
tion of the sedimentation time under many and 
varied conditions, and there is a great deal 
we do not know about these low rates. How- 
ever, the fact remains that it is unlikely that 
a person suffering from active tuberculosis 
with symptoms of toxemia, will show a nor- 
mal sedimentation. Therefore, for practical 
purposes, in the absence of x-ray facilities, 
the sedimentation test because of its simplicity 
is a very valuable laboratory aid. 

We are all conscious of the many pulmo- 
nary conditions which may simulate pulmo- 
nary tuberculosis, but time will not permit 
us to present many of these, and I have se- 
lected a few of what I believe to be the more 
common conditions with which we are con- 
fronted in private practice. 

The first condition I have in mind is the 
pulmonary infection secondary to accessory 
sinus infection, which I believe is more com- 

mon than diagnosed. In these conditions there 
is usually a history of repeated sinus infection 
and a rather persistent cough, which may lead 
to chronic lesions such as asthma or bron- 
chiectasis. Acute respiratory infections, for- 
eign bodies, pneumonia, measles, and whoop- 
ing cougi frequently precede bronchiectasis. 
There is a damage to the bronchial wall with 
loss of elasticity. The chronic local symptom 
is a productive cough, and it may be men- 
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tioned here that the sputum of bronchiectasis 
is not always foul-smelling as was formerly 
thought. The common physical sign is me- 
dium crackling rales persisting in one or both 
lower lobes and which may lead to the suspi- 

cion of tuberculosis. However, to repeat what 
I said earlier in the paper, rales are not of any 
great value in establishing the diagnosis of 
tuberculosis. If bronchiectasis occurs in the 
lower lobes, which it usually does, there should 

be no confusion, as tuberculosis invariably 
starts at the apex and extends downward. 
However, if the bronchi of the upper lobes are 
involved it is very difficult to distinguish the 
two conditions since a tuberculosis excava- 
tion and the dilated bronchi may give the same 
physical signs. The history, x-ray findings 
essentially negative except for a thickening of 
the bronchial trunks, absence of tubercles in 

the sputum, and usually a normal sedimenta- 
tion rate, should lead to the correct diagnosis. 
X-ray examination following the trachiobron- 
chial instaliation of a radiopaque oil is also 
extremely valuable in establishing the di- 
agnosis. 

Pneumoniosis is a condition which we may 
assume is rare in Floridians, but, since we see 

patients from various sections of the country, 
it is well to keep this condition in mind. It 
is due to the inhalation of inorganic dusts, the 
principal one being silica, and is primarily an 
occupational disease. It occurs in those indi- 
viduals who have been exposed to dust con- 
taining silica over a number of years. The 
signs are those of chronic bronchitis with 
emphysema followed later by fibrosis, and 
sometimes with ‘ght-sided myocardial failure 
or pulmonary 1 ertension. The sputum is 
usually mucopuruleut and quite profuse. In the 
later stages of the disease, tuberculosis may 
be superimposed. X-ray study and sputum 
examination are most important to determine 
whether there is an associated tuberculous 
state. 

There are other non-tubercular chronic 
bronchial and pulmonary diseases which may 
be mistaken for tuberculosis, namely, my- 
cotic infection, spirochetal bronchitis, chronic 

bronchitis, abscess, new growths, syphilis, 
atypical forms of pneumonia, pneumonitis, 
and diseases of the pleura. Occasionally, the 
secondary signs of cardiac disease which occur 
in the lungs may confuse us. This is partic- 
ularly true when rales, due to circulatory dis- 
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turbance, appear in the apex. Mitral stenosis 
may cause the aforementioned pulmonary 

signs. 
Finally, in differentiating the various pul- 

monary conditions which may simulate tuber- 
culosis, a careful history and physical exam- 
ination are in order, together with a corre- 

lation of all laboratory procedures such as 
blood studies, sputum examination, tuberculin 
test, bronchoscopy, and, lastly and most im- 
portant, the roentgenologic findings. 

821 Power & Light Bldg. 

TUBERCULOSIS IN 

ADULTS 

N. O. Pearce, M. D. 

Miami Beach 

PRIMARY 

Primary tuberculosis in adults is a subject 
of rapidly growing significance. 

Early studies in European cities indicated 
that nearly all individuals were infected with 
tuberculosis before reaching adult life. Today, 

with our lessened incidence of tuberculosis 
and our extensive facilities for isolating pa- 
tients or making them non-infectious, fewer 
and fewer individuals are receiving their first 
infection in childhood, and more and more 
after they reach maturity. 

Exactly what is meant by the term “pri- 
mary tuberculosis’? To be exact, it is the 
term which has recently been adopted by the 
National Tuberculosis Association to replace 
the term “childhood type tuberculosis.” 

The former classification of tuberculosis 
into “childhood” and “adult” types of tuber- 
culosis was confusing because children were 
sometimes found to have the adult type tu- 
berculosis, and adults were found to have the 

childhood type. So, instead of the terms 
“childhood” and “adult” tuberculosis, we now 

have the terms “primary” and “reinfection” 
tuberculosis, and we know that both types 
occur in individuals of all ages. 

What is primary tuberculosis and what is 
the difference between it and reinfection tu- 
berculosis? Primary tuberculosis is defined as 
“the totality of the morbid processes follow- 
ing the first implantation of tubercle bacilli.” 
First infection of tuberculosis is usually the 
result of inhalation of tuberculosis germs. The 
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primary infection focus is situated usually in 
the lower parts of the upper lobes, or in the 
upper parts of the lower lobes, closely be- 
neath the pleura. This primary lesion consists 
of a small tuberculous pneumonia. It is, in 
most instances, a single focus, although mul- 
tiple foci occur. The center of this focus rapid- 
ly undergoes caseation. During the early 
stages of this lesion, bacilli are carried 

through the lymph channels to the regional 
bronchopulmonary lymph nodes, causing in 
them caseating lesions. The direct anatomical 

result of a primary infection, commonly 
called “primary complex,” consists, then, of 
(1) a caseous pneumonic focus in the pul- 
monary tissue (the parenchymal focus) and 
(2) one or more foci in the tributary lymph 
nodes (the regional lymph-node focus). The 
most frequent development of the primary 
complex is encapsulation by fibrous tissue, 
calcification and even ossification of the par- 
enchymal and regional lymph node foci. 

First, or primary infection of tuberculosis, 
is usually benign in character, rarely gives 
rise to symptoms and infrequently produces 
a pathology which may be discovered either by 
a physical or x-ray examination. The most re- 
liable and constant indication that there has 
been an invasion of the body by the tubercle 
bacilli is the positive reaction to the tuberculin 
skin test. It is believed that when the first 
tubercle bacilli enter the human body, certain 
protein substances are thrown off by the 
metabolism of these bacilli which serve to 
sensitize the tissues of the body so that they 
become allergic to this substance. This process 
probably occurs within seven or eight weeks 

after the original invasion by the tubercle 
bacilli. The reaction of the body tissues to in- 
fection of the tubercle bacilli is quite different 
in the sensitized or allergic patient from that 
in the patient who has never developed this 
allergy. A positive reaction to this test gives 
definite information that there has been, at 

some time, an invasion and infection by the 
tubercle bacilli but gives us no information 
as to the site of the infection, the time of the 
invasion or the extent of the pathology that 
may have occurred as the result of the in- 
fection. It tells us that the primary infection 
having taken place, the tissues are sensitized, 
and further activity of the tubercle bacilli in 
that person will probably produce a pathology 
of the reinfection, or, as it was formerly 
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known, adult type of tuberculosis. In a small 
proportion of primary infection cases, the 
x-ray picture will show some evidence of the 
pathological process, usually in the lungs or 
adjoining lymph nodes. 

The term “reinfection type tuberculosis’’ 
usually refers to the common type of chronic, 
ulcerative and progressive pulmonary tuber- 
culosis. It is due to reinfection with tubercle 
bacilli. Inasmuch as reinfection type tubercu- 
losis presupposes a primary infection, it is 
most prevalent in adult life but does occur in 
children. 

It is not always possible, on the basis of 
clinical and x-ray findings, to differentiate be- 
tween primary and reinfection tuberculosis. 
It is important, however, to determine the 
type of infection because it has much to do 
with the prognosis and treatment. In primary 
tuberculosis the initial focus is a single par- 
enchymal lesion usually in the lower or mid- 
lung field and in the hilar lymph nodes, while 
in reinfection tuberculosis, the lesion is a par- 
enchymal focus usually in the upper third of 

the lung with little involvement of the hilar 
lymph nodes. In the retrogressive stage of pri- 
mary tuberculosis, we have encapsulation, cal- 

cification and ossification, while in the reinfec- 

tion type we have resorption, fibrosis and occa- 
sionally calcification. In the progressive state 
of primary tuberculosis, we have lymphatic 
and hematogenous dissemination, spread by 
contiguity, while in the reinfection type, we 
have bronchogenic spread, caseation and li- 
quefaction and excavation. The histological 
characteristic in primary tuberculosis are 
fibrotic encapsulation of caseous or calcified 
foci while in the reinfection type we have 
fibrous organization of non-resorbed infiltra- 
tion, caseation and excavation. When the 

processes follow the course commonly seen, 
there is little difficulty in determining the type 
of tuberculosis. 

Having discussed the difference between 
primary and reinfection types of tuberculosis, 
let us consider for a moment the difference 
between primary infection of tuberculosis in 
children and adults. 

Dr. Henry C. Sweany, in a recent article, 
pointed out that in primary infection in adults 
there is a tendency for the initial invasion to 
be confined to the parenchyma of the lung with 
a diminishing lymph node involvement as the 
patient’s age increases. Also, in primary infec- 
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tion in adults, the tendency is for the lesion 
to localize in the upper parts of the lung 
similar to the situation in reinfection type tu- 
berculosis. Furthermore, primary tuberculosis 
lesions in adults seem much more likely to soft- 
en and ulcerate than do primary lesions in 
children. There is less tendency for the lesion 
to calcify and when it does calcify, it resembles 
the lesions of reinfection type tuberculosis. 
Doctor Sweany suggests that this difference 
may be due to the change in the anatomy of 
the lymphatic system with advancing age and 
believes there is a tendency to localize the in- 
fection in adult life rather than to allow it to 
spread throughout the body. The principal va- 
riation between the young and old, so far as 
tuberculosis is concerned, is the difference in 

the speed of the growth of the body cells. 
Fibrous tissues form more slowly in the adult 
and give the parasites an opportunity to out- 
grow the capsule, thus leading to the over- 
flowing type of tubercle or to the actual rup- 
ture of the tubercle. Actual pathological evi- 
dences seem to show that the adult primary in- 
fections are more apt to assume the propor- 
tions of the reinfecton type while in primary 
tuberculosis in children, there is a tendency 
to lymphatic spread and tuberculous menin- 
gitis. 

Doctor Sweany, in this discussion, notes 

the tendency for primary infection in adults 
to localize in the apices in contrast to the mid- 

dle or lower lungs involved in the child. He 
suggests that it is possible that the adult may 
have a slightly greater resistance to the inva- 
sion of these organisms than is present in the 
child and that the bacilli fail to find permanent 
lodging in the bases of the lungs and drift into 
the apices where they become adapted to the 
tissues and a lesion develops. Therefore, it 
should be pointed out that in adults there is 
often greater difficulty in differentiating pri- 
mary tuberculosis from the reinfection type 
than there is in children; first because of the 

location of the initial lesion ; second, because of 

the frequent absence of gross lymph node in- 
volvement ; and third, because the healed lesion 

has more of the appearance of the healed rein- 
fection lesion. Also, it should be remembered 

that there is a greater tendency for primary 
tuberculosis in the adult to spread from the 
initial focus and quickly to assume the char- 
acteristics of the reinfection type. 

541 Lincoln Road. 
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THERAPEUTIC PNEUMOTHORAX 
ITS TECHNIQUE, INDICATIONS AND VALUE 

WILi1AM O. Fow ter, M.D. 

Orlando 

Like many of the procedures now practiced 
in modern medicine, the therapeutic use of 
pneumothorax is alleged to date back to the 
time of Hippocrates. However, in the latter 
half of the nineteenth century the modern idea 
of pneumothorax was conceived by Carson 
and then, several decades later, Forlanini made 

an extensive study of its use and indications. 
At approximately the same time John B. 
Murphy introduced the use of artificial thera- 
peutic pneumothorax into this country. The 
fight for priority between Murphy and For- 
lanini is of historical interest but of little 
value to a brief discussion of the technique, 
indications and complications of therapeutic 
pneumothorax. 

Pneumothorax is not a “magic bullet’’ such 
as Erlich searched for and in no sense of the 
word is it a substitute for rest and sanatorium 
care. If I can leave nothing more than the 
knowledge that pneumothorax is not a cure- 
all for tuberculosis, I will feel that my time 
has not been wasted. Rest is the main principle 
in tuberculosis treatment and pneumothorax 
supplies local rest to the lung just as a splint 
rests a fractured limb. In addition to rest, 

however, collapse therapy produces an approx- 
imation of cavity walls and allows them to 
heal. 

Artificial pneumothorax is not an easy 
simple operation and is safe only in the hands 
of experienced operators in a sanatorium or 
hospital where the patient can be watched and 
the serious emergencies and complications 
coped with instantaneously. In some localities 
patients are afraid of the treatment because of 
the deaths that have resulted from either air 
embolism, pleural shock or spontaneous com- 
pression pneumothorax. The technique used at 
the State Tuberculosis Sanatorium is as 
follows: 

The patient is placed on his side with a hard 
pillow under his chest to produce a curve in 
the spine and spread the ribs on the topside. 
The skin is prepared with merthiolate and a 
sterile sheet placed over the area so that the 
small hole is over the site of election. I prefer 
the midaxillary line in the fifth interspace be- 
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cause most adhesions are in the upper chest 
posteriorly ; consequently, a low operative site 
gives a much higher incidence of successful in- 
ductions. The chest wall is then infiltrated with 
novocain; a small nick is made through the 
skin with a Bard Parker blade and a No. 
18 or No. 19 needle inserted between the ribs 
into the pleural space. If the needle is advanced 
slowly you can feel the point go through the 
parietal pleura. At that moment you will ob- 
tain a negative oscillation of the manometer. 
The entire reading should be on the negative 
side for the small plus-minus readings en- 
countered are intrapulmonary readings and a 
negative reading with slight oscillations grad- 
ually rising toward the zero or positive level 
are encountered when the needle is in a vein. 
A small quantity of air is then introduced and 
a reading taken. If the reading is still negative 
enough air is introduced to make 50 cc. and 
another reading taken; if the pressures are 
still negative, enough air is added to make a 
total of 150 to 200 cc. for the initial refill. 
Refills are given every day for 4 days, 

gradually increasing the amount of air 

used daily to 300 cc. Then refills are given 3 
times a week using not over 400 cc. at refill 
and the interval is determined by the intra- 
pleural pressures and the status of the collapse 
as observed under the fluoroscope. Most op- 
erators now prefer small frequent refills so 
that the bellows effect of large infrequent re- 
fills can be eliminated. 

To state the indications for therapeutic 
pneumothorax dogmatically is impossible be- 
cause each case should be individualized and 
the recommendations tempered with knowl- 
edge gained from continued use of the pro- 
cedure and close association with treated cases. 
As a starting point we may say that an open 
cavity, a positive sputum, x-ray evidence of 
progression, laboratory evidence of activity 
such as elevated temperature, change in the 
blood picture, and accelerated sedimentation 
test are fairly safe indications for the use of 
artificial pneumothorax. In addition pulmo- 
nary hemorrhage is most easily controlled by 
an adequate pneumothorax. The beginner is 
often guilty of overtreatment at both extremes 
of the disease. The ideal type of patient is the 
one with predominently unilateral disease; 
however, the patient with bilateral disease 
should not be given up as hopeless merely be- 
cause his lesion is bilateral. One of the safest 
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rules for this extreme is to refrain from using 
pneumothorax on any patient who doesn’t 
have at least two of his original five lobes left 
uninvolved or unless he has a vital capacity of 
at least 40 per cent. If the disease has pro- 
gressed to this extreme, pneumothorax cannot 

be instituted without causing extreme dyspnea 
and nearly always the patient’s progress will 
be downhill. However, a few of these patients 
on bed rest will improve sufficiently to be 
amenable to collapse therapy at some future 
date. The other extreme is the minimal and 
moderately advanced group. A good percent- 
age of this group will become inactive on bed 
rest alone and since a pneumothorax once 

started must be continued from three to pre- 
ferably five years, such patients should be 
given a trial on bed rest, or simpler collapse 
therapy such as phrenicotomy. However, at 
any evidence of progress either by physical 
examination or x-ray, the appearance of a 

cavity or the development of a positive sputum 
should influence the physician to consider 
seriously some appropriate form of collapse 
therapy. Another important consideration is 
the age of the patient. People in the younger 
age groups (teens and early 20’s) require 
more radical use of collapse therapy because 
of their tendency to progress. A recent study 
from the Chicago Municipal Tuberculosis 
Sanatorium showed that in 70 per cent of 
minimal cases treated conservatively in the 
younger age group the patients had recur- 

rences and progressed to become far advanced 
whereas approximately 100 per cent of this 
age group treated with pneumothorax re- 
mained well once their disease had been pro- 
nounced arrested. 

The contraindications to pneumothorax 
likewise are difficult to state dogmatically. The 
first contraindication to pneumothorax is the 
inability to produce an adequate collapse. Any 
pneumothorax which is not producing the de- 
sired result is a hazard rather than an asset 
and if it can’t be converted into an adequate 
pneumothorax, it should be discontinued. 

Hopeless cases and very early cases are not 
suitable for artificial pneumothorax unless 
individualization of the patient changes the 
picture as noted earlier in the paper. Many 
observers consider small lower lobe lesions 
contraindications, until these patients have 
been given a trial at bed rest and phrenico- 
tomy. Severe myocardial damage is a definite 
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contraindication because of the strain thrown 
on the right heart as a result of the encroach- 
ment on the pulmonary circulation. 

The upper age limit for the use of pneumo- 
thorax is not definite. Some doctors are treat- 
ing patients in their sixties so I prefer to study 
the patient carefully and if a thorough ex- 
amination of the cardiorespiratory system, in- 
cluding an electrocardiogram, reveals no phys- 
ical contraindication, I don’t let the patient’s 
age act as a contraindicant to the use of 

some form of collapse therapy. Those in the 
upper age group may not get well. However, 
they can often be converted into the so-called 
maximum benefit type who are no longer a 
menace to their fellowmen. They may then go 
home and lead a partially restricted life and 
probably die of some other degenerative dis- 
ease of senility. 

The complications of therapeutic pneumo- 
thorax are numerous and change a simple 
technique i:nto a serious operation requiring 
the utmost care and careful watching. The 

most common complication is pleural effusion. 
Practically 100 per cent of patients will de- 
velop a small amount of fluid at one time or 
another. The important thing to remember is 
that the development of fluid is not a contra- 
indication to the continuation of the pneumo- 
thorax. Extreme care should be exercised so 
that the sterile or clear effusion does not be- 
come secondarily infected. The treatment of 
pleural effusion is too large a subject to in- 
cluded here. 

Empyemas both putrid and tuberculous are 

serious complications and require specialized 
treatments. The best treatment is the careful 
adherence to rules of asepsis, thereby pre- 
venting their occurrence, if possible. 

Spontaneous compression pneumothorax is 
a serious emergency produced by a needle tear 
of the lung or the tearing off of an adhesion 
producing a rent in the lung. During inspira- 
tion the rent is open but during expiration the 
rent is closed; as the pressure builds up, 
dyspnea develops, producing more forceful 
breathing and higher pressure in the pleural 
cavity. If the pressure is not relieved by insert- 
ing a needle or trocar, death ensues rapidly. 

The side to be needled is quickly noted by feel- 
ing for the apex beat of the heart and need- 
ling the side opposite to the one into which 
vou find the heart displaced. 
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Air embolism considered by many to be 
identical with pleural shock is another major 
emergency. It is produced by air entering the 
pulmonary veins which are under a negative 
pressure during inspiration. The treatment is 
to place the patient in the shock position so 
the emboli won’t reach the brain. Its preven- 
tion is through careful adherence to the use 
of manometer readings and never introducing 
air unless you have a typical pleural oscilla- 
tion. When I am inducing an initial pneumo- 
thorax I require the patient to return to his 
bed on a stretcher and remain flat of his back 
for four hours without a pillow. 

Adhesions and mediastinal herniation are 
common complications and should be men- 
tioned but time prevents any detailed dis- 
cussion. 

In conclusion, let me repeat that artificial 
pneumothorax is not a cure-all for tuberculo- 
sis and unless it is combined with adequate 
rest and careful sanatorium or hospital super- 
vision, it will fail and your patients will lose 
faith in the value of the treatment. Further- 
more, pneumothorax is effective in only 30 
per cent of the cases and must be utilized along 
with other forms of surgical collapse in order 
to secure optimum results. 

State Tuberculosis Sanatorium. 

WILL THE X-RAY REPLACE THE 
CLINICIAN IN THE DIAGNOSIS 
OF EARLY TUBERCULOSIS? 

CHARLES M. Gray, M. D. 

Tampa 

In the month of December, 1895, Roentgen 

announced for the first time his discovery of 
what later became known as the x-ray. Since 
that time the advancement in technique and 
in the art of diagnosis through the use of this 
medium has been so rapid and spectacular 
that now, just a short forty-three years later, 
I have been asked to speak on the subject, 
“Will the X-ray Replace the Clinician in the 
Diagnosis of Early Tuberculosis?” I do not 
know to whom I am indebted for such a title; 

I do know that whoever it is has given me the 
opportunity to discuss not only the intended 

Read before the Annual Conference on Tuberculosis, 
Florida Tuberculosis and Health Association, Sarasota, 
April 3, 4 and 5, 1939. 



subject but also the inferred meanings held 

within those twelve words. 
Will the x-ray replace the clinician in the 

early diagnosis of tuberculosis? To me such a 
title, while it expresses well the common trend 
of thought and habit of expression, is vicious 
in its implications. In the first place such a 
statement or question could be, and in too 
many instances has been interpreted as as- 
suming that any x-ray film, per se, is of par- 
amount importance. The mere making of such 
a statement should at once suggest its fallacy. 
So far as the film itself is concerned there is 
no place in the realm of roentgen diagnosis 
where exact and meticulous technique is of 
more importance than in the field of early tu- 
berculosis. Time after time we have had films 
sent to us for interpretation which were of 
such poor quality that our report could be only 
to that effect. To attempt to examine and in- 
terpret a film of poor technical quality is not 
only poor judgment but may actually be mis- 
leading. What constitutes a film of good qual- 
ity is a matter of personal opinion, this lead- 
ing to the corollary that the film should be 
taken by the roentgenologist, or one especially 
trained in the interpretation of chest films, so 
that a film of the exact quality to which he is 
accustomed be obtained. Any film will not do 
and it is up to us, whose responsibility it is 
to carry on these examinations, to demand 
that high technical standards be set up and 
maintained. 

Having qualified the question given as the 
title of this paper in regard to the x-ray film 
itself am I now in a position to answer it? 
In my opinion I am emphatically not in such 
a position, as the question still reads, ‘Will 
the X-ray Replace the Clinician in the Early 
Diagnosis of Tuberculosis?’ No x-ray, per se, 

ever made a diagnosis of anything. My point 
can be made in no uncertain terms by para- 
phrasing a quotation of Stone to the effect 
that “an x-ray film has never made a diag- 
nosis, but an x-ray film in the hands of a roent- 
genologist has led to many.” I call your at- 
tention to the fact that I say “in the hands 
of a roentgenologist,” including in that term 
those men especially trained in the interpre- 
tation of chest films. I am emphatically of the 
opinion that the responsibility for the proper 
interpretation of x-ray films of the chest in 
the diagnosis of tuberculosis should be and 
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must be in the hands of properly qualified men 
trained in the art of roentgen interpretation. 

Roentgenology as a specialty—and I do not 
think that anyone now will question that it is 
—has gone through a period in its develop- 
ment which is to me similar to that in which 
surgery found itself in the early eighteenth 
century. Those were the years when the sur- 
geons and the barbers were classed as one, 
the years when anyone so desiring could ac- 
quire a set of instruments and announce the 
opening of an office for the practice of that 
specialty. There were no standards to be 
maintained, no qualifications to be met. Such 
a state of affairs held, as you will remember, 
until 1745, when, by royal proclamation, the 
surgeons were formally separated from the 
barbers and it was made an offense to prac- 
tice the art without being examined and li- 
censed by ten of their number. From this be- 
ginning came the rapid advance in scientific 
surgery. 

Roentgenology has been going through a 
somewhat similar period. Since 1895 the en- 
gineering and technical advance, aided by its 
background of experience and its personnel of 
highly trained men, has been rapid. On the 
other hand, because of the fact that Roent- 

gen’s discovery marked the birth of an en- 
tirely new procedure, whose very basic prin- 
ciples, so far as medicine was concerned, had 
to be stumbled onto and later worked out and 
amplified through the mouth-to-mouth inter- 
change of ideas and applications, the training 
of men in roentgenology has been compara- 
tively slow. Up to the present time it has been 
perfectly legitimate for anyone to buy and 
install x-ray equipment and, by that very fact, 
set themselves up as experts in x-ray diagno- 
sis—and this even in the face of the fact that 
they had no training or experience to assume 
that role. But now, in my opinion, that day 
is past. In a field as highly specialized as roent- 
genology, in a specialty where the demand for 
highly accurate and exact diagnosis is being 
made daily by both the profession and the 
laity, I consider it improper and really dan- 
gerous for a man to attempt to practice roent- 

genology without having had several years in 
actual training. I am of the opinion that the 
“barber stage” of roentgenology is past, tak- 
ing with it the period of haphazard, slipshod 
work. 
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And how important this is to the future of 
the diagnosis of early tuberculosis! As I have 
said before, nowhere in the field of x-ray diag- 

nosis is training and experience of more im- 
portance than in tuberculosis of the chest. I 
feel strongly that this responsibility should be 
shouldered by trained roentgenologists, and 
that anyone who attempts to do so solely be- 
cause of the possession of an x-ray diagnostic 
unit is definitely out of line, is being unfair to 
the patient, and is leaving himself open to 
charges of misconduct. 

The thought may be running through your 
mind that I am taking an unduly long time to 
come to the question at hand, that I am spend- 
ing too much time on a mole hill in getting to 
the mountain. The fact remains, however, that 

I could not discuss the question without first 
calling to your attention the erroneous use of 
the word “x-ray,” without first putting myself 
on a firm basis for such a discussion. And now 
that I have made the point that in the x-ray 
diagnosis of tuberculosis of the chest we must 
have films of highest quality, and a trained 
roentgenologist to interpret them, I am going 
to take the liberty to change the subject under 
discussion to read, “Will the Roentgenologist 
Replace the Clinician in the Diagnosis of 
Early Tuberculosis?’ This at once gives the 
reason for the course I have taken and admits 
a question which can be discussed and, I hope, 
answered. 

The roentgenologist will never replace the 
clinician in the diagnosis of early tuberculosis. 
It may seem to you that I am being far too 
dogmatic in making a pointblank statement 
such as that but if we look at the question 
from different angles I think that I can pre- 
sent sound reasons for so saying. In the first 
place, and this is most important, a roentgen- 
ologist, if he is worth his salt at all, is a 
clinician. It is true that his mode of examin- 
ation is through the use of the x-ray film 
rather than the stethoscope, but this does not 
deny him the right to the use of an accurate 
history or other means of physical diagnosis, 
all of which should and must be used in giv- 
ing him the proper background for the inter- 
pretation of the film. In trying to separate the 
clinician from the roentgenologist I feel that 
a grave injustice is being done the conscien- 
tious and careful roentgenologist. 

Again, I feel that the question at point as- 
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sumes far too much importance for a single 
diagnostic procedure. I question whether the 
day will ever come when we, as physicians, 
can in all honesty attempt to make a diagnosis 
by a single procedure. I admit the importance 
of the roentgen examination in the diagnosis 
of tuberculosis, just as I admit the importance 
of the cardiograph in the diagnosis of cardiac 
disease, but I do not admit its omnipotence. 
And finally, roentgenologists are, after all, 

human beings and, as human beings, are sus- 
ceptible to error. For that reason I feel that 
every case of suspected tuberculosis referred to 
the roentgenologist for consultation must have 
complete, thorough, and accurate physical 
studies made to serve both as a guiding light 
and as a check. In other words, and this is the 

sum and substance of my paper, the roentgen- 
ologist and the internist, rather than the one 
replacing the other, must work hand in hand, 
pooling their findings and information, and 
arriving at a diagnosis together. 

An objection might now be raised that I 
am evading the true issue or question intended 
by the author of the title of this paper, an 
objection calling attention to those cases 
showing a minimal apical infiltration found on 
roentgen examination but missed on routine 
physical examination because of the paucity 
or lack of physical signs. I am quite certain 
that such a point would be thrown at me if 
this were a radiological meeting. However, 
I readily admit that I have purposely omitted 
such a discussion at this time and for several 
reasons. In the first place, I feel that a dis- 
cussion of detailed x-ray findings and their in- 
terpretation would be rather out of place in 
a meeting such as this. Secondly, I do not 
feel that a single x-ray examination is as in- 
fallible as some of its too enthusiastic support- 
ers would have one believe. In support of this 
I call attention to those cases, far more nu- 

merous than you might suppose, in which re- 
peated examinations must be done before the 
roentgenologist can arrive at a diagnosis. The 
tubercle bacillus, as you see, does not always 

leave its calling card at the first examination. 
Again, I feel that while the raising of such a 
question would probably lead to vigorous dis- 
cussion and debate, it should serve only to 
bring us back to the point I have already made, 
namely, that the roentgenologist and the in- 
ternist must work together. 
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There is no question that a roentgen ex- 
amination may at times pick up an early tu- 
berculous infection which has escaped the 
stethoscope of the clinician, that in extremely 
early cases, where the internist can only sur- 
mise or suspect tuberculosis, the roentgen ex- 
amination may confirm the diagnosis, but to 
me this in no way possible can mean that the 
examination and opinions of the internist 
must be abandoned. I have only to remember 
the very faint, early infiltration of a non- 
specific pneumonitis, of an early anthracosis, or 
fungus infection, to realize how important 
and greatly needed are the careful studies of 
a skilled internist. The diagnosis of early tu- 
berculosis—I repeat so that I may emphasize 
—is not the place for grandstand work by any 
one specialty but is rather a game where team- 
work of the highest type must be used. 

304 Citizens Bank Building. 

MECKEL’S DIVERTICULUM 

REpoRT OF CASE WITH SIMPLE INVERSION 

CAUSING PARTIAL OBSTRUCTION OF ILEUM 

L. W. Martin, M.D. 

Sebring 

There is wide recognition of the persistence 
of the embryonic vitelline duct or yolk stalk 
to form a pouch at its union with the intestine 
in from one to three per cent of all individuals. 
The yolk sac degenerates about the fourth te 
sixth month when the abdominal wall closes, 
and the allantois takes over its function. At 
the same time the vitelline duct involutes to 
fibrous strands running from the intestine to 

the umbilicus in the umbilical cord. Instead 
of progressing normally to obliteration rem- 

nants may persist in any degree from simple 
strands between the intestine and umbilicus to 
a diverticulum pouching from the intestine, or 
even to a perfect tube, a fecal fistula between 
the intestine and umbilicus. 

Meckel’s diverticulum may be found at any 
period in life but in clinical cases reported 
there is predominance in children and young 
adults ; there is also a predominance in the male 

sex estimated in different reported series from 
4to 1, to2to1. The anatomy of this anomaly 
is extremely variable, being represented by a 

Read before the Second Annual Meeting of the South- 
west Medical District, Bradenton, September 29, 1938. 
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mere cupola, like out-pouching, or may be a 
projection 12 inches long, but average diver- 
ticulum is the size of a finger with its end 
rounded, split or lobulated and its point of 
origin is usually opposite the mesentery of 
the bowel. Its attachment may be near or even 
within the mesentery, or it may have a mesen- 
tery of its own. The most common site of the 

diverticulum is 12 to 36 inches proximal to 
the ileocecal junction, but it may be located 
anywhere along the small intestine, this va- 
riation being due to the place of development 
of the limbs of the umbilical flexure of the 
mid-gut. 

The presence of Meckel’s diverticulum may 
cause a surgical crisis of such diversity and 
severity that Fitz considered it a greater men- 
ace to life than the appendix. McCann grouped 
the diverse complications under three general 

headings as follows: 

1. Unusual forms, umbilical polyp, enterocysts, cal- 
culi, foreign bodies, polyps, and tumors. 

2. Inflammatory, catarrhal and gangrenous, typhoid, 
peptic, tuberculosis ulcers. 

3. Intestinal obstruction, band loop volvulus, pedicle, 
hernia, intussusception, invagination. 

However, there are few references in the 
literature to simple invagination dissociated 
from attendant complications. McCann re- 
ports a case of simple inversion of a Meckel’s 
diverticulum. 

About 44 per cent of all surgical complica- 
tions arising from diverticulum in different 
form have been found to be intestinal obstruc- 
tion. 

In 1925 Lower reported a summary of in- 
vaginated diverticula producing obstruction 
and intussusception and this numbered only 
25 cases. However, Harkins gave a more com- 
plete report, December, 1933, in the Annals of 
Surgery when he reported 160 cases in the 
literature, with a statistical analysis of 114 
cases, including two cases of this combina- 
tion in which the patients underwent opera- 
tion at the University of Chicago Clinics. 

In these cases, histories of previous abdom- 

inal crises were very incomplete but a large 
number gave a history of previous attacks of 
varying symptoms and intensities, and usually 
of such remittancy that it was difficult to tell 
exactly when the present illness began. Fur- 
thermore, since most of these patients were 
operated upon, the duration of the final attack 
was as much dependent upon the impression 
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of necessity for operation that the disease 
aroused in the minds of the surgeons, as it was 
upon the severity of the disease itself. The sur- 
geon often tended to delay to make a more 
definite diagnosis, surgery being used as a last 

resort. This condition, in cases reported, car- 
ried a mortality rate of about 50 per cent. 

Pain, most often of a colicky nature, was 
present in 76 per cent under 1 year of age, and 
in 85 per cent over this age. Vomiting was 
present in 92 per cent of cases but due to high 
obstruction meteorism was not encountered to 
any great extent. Tenderness and rigidity 
were present in about equal proportions in 
about 75 per cent of cases. 

Simple invagination of Meckel’s diverticu- 
lum has been so rare and cases have been so 
incomplete that no definite conclusion can be 
drawn as to any differential points from the 
foregoing. In 1932, McCann reported a case 
of simple invagination in a boy, aged 6, and 
in this report he gave a brief, but incomplete 
summary of ten other cases found in the liter- 
ature to that date. With the case I am about to 
report, the total to date is 12 cases. Seven of 
these patients died and five recovered, giving 
a mortality of 58 per cent. 

REPORT OF A CASE OF SIMPLE INVAGINATION 

S. F., a male, white, high school pupil, aged 17 years 
and weighing 110 pounds, had a history of never having 
been a strong child. He had always been a big eater, 
suffering from childhood with indigestion and consti- 
pation. There was no history of a serious illness and the 
family history was negative. The patient was brought to 
my office September 23, with a history of having had 
a moderate blow on the upper abdomen caused by a fall 
on a printing press the day before. When he awakened 
on the morning of the 23rd he suffered with cramps 
of mild severity in upper abdomen. His temperature was 
98 F.; pulse, 84; white cells, 8,000; and urine, negative. 
There was slight tenderness in upper abdomen, more 
marked just above and to the right of the umbilicus. A 
diagnosis of possible injury to intestine from the blow 
was made and the patient was advised to go to bed, 
take an enema and eat no solid food. 

On September 24, the patient was seen at home, when 
his pains were of more severe nature, but not localized. 
There was some vomiting; temperature, 100 F.; pulse, 
96 ; white cells, 10,500. A policy of watchful waiting was 
now adopted, as no positive diagnosis could be made, 
the condition presenting no typical picture of abdominal 
pathology. The patient’s condition did not seem to war- 
rant an exploratory operation for possible injury from 
the blow, due to time elapsed since the injury. An ice 
bag was applied to the abdomen, fluids were limited, and 
the patient seemed to improve in the next 24 hours. 
Pains were less, tenderness was not so marked, and he 
vomited only twice during this time. 

At 10 a. m,, September 25, temperature was 99 F.; 
pulse 110. The patient felt much better but did not look 
generally improved. He was seen again on September 26 
and his condition remained unchanged. There was some 
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vomiting, but very little pain. Tenderness was still pres- 
ent, but apparently the abdomen was less rigid. 

About noon on September 27, the patient was seen in 
answer to an urgent call, and was found in a critical 
condition. His temperature was 102 F.; pulse, 140; 
and he vomited all fluids taken by mouth. There was 
colicky pain over the whole upper abdomen, which was 
worse in the area just to the right of and above the 
umbilicus. The upper abdomen was distended; there were 
tenderness and some rigidity of the area of most intense 
pain. The white cell count now was 16,500, with 85 per 
cent polymorphonuclears. Urine showed three plus albu- 
min with granular casts. After consultation, an immedi- 
ate exploratory laparotomy was advised, based on a 
diagnosis of possible peritonitis from injury to the 
intestine. 

An upper right rectus incision was made and upon ex- 
ploration of exposed small intestine there was definite 
visible change in size of ileum about 24 inches above ileo- 
cecal junction with an apparent obstruction within lumen 
of gut at this area. Proximally the intestines were dis- 
tended and red, while distally, the gut was collapsed. 
Upon palpation at this area the gut was found to be 
filled with a boggy mass with a hard ball-like mass at 
proximal end of boggy mass. On further examination of 
proximal gut the hard mass could be pushed distally 
within the lumen of the gut, and as this was done an 
opening was noted near the mesenteric border of gut 
through which the whole mass was pushed out of intes- 
tine and recognized as Meckel’s diverticulum. The di- 
verticulum was resected near gut edges, inverted, and 
closed with purse string suture. The patient showed im- 
mediate improvement and was apparently out of danger 
in three day’s time. 

The pathologist’s report of the specimen removed 
was as follows: 

“The tissue from S. F. consists of an elongated pouch 
6 cm. long by 23 mm. in diameter. The peritoneal sur- 
faces are smooth and of a dusky reddish color. The 
distal end shows a small invagination. In the margin 
of this invagination there is a surgical incision about 2 
cm. long which exposes a large, firmly fixed concretion 
or fecalith about 2 cm. in diameter. Microscopical 
sections from the wall of this pouch show the structure 
of the intestine. The mucosa is quite necrotic. The un- 
derlying tissue shows congestion, edema and infiltration 
with plasma cells and also areas of necrosis in the 
serosa.” 

Laboratory opinion: “Meckel’s diverticulum, diverti- 
culitis with fecalith and invagination.” 

Conclusion : Meckel’s diverticulum is the re- 

mains of embryonic structure of great clinical 

importance as a cause of abdominal affections. 

The incidence in all individuals has been vari- 

ously reported as from one to three per cent. 
There have been 163 cases of invaginated 
Meckel’s diverticulum with intussusception 
reported in the literature. Only 11 cases of 
simple, invaginated Meckel’s diverticulum 
with obstruction of ileum are reported in the 
literature previous to this report. 

An inflamed or invaginated Meckel’s diver- 
ticulum is an unusual but significant cause of 
intestinal obstruction, perforation, intestinal 
hemorrhage, and of many baffling abdominal 
conditions. 
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PRE-CONVENTION MEETING 

The Pre-convention Meeting of the Flor- 
ida Medical Association, according to an an- 
nouncement of President Leigh F. Robinson, 

will be held in Jacksonville, Sunday, January 

21, 1940 at the George Washington Hotel. 

Officers, councilors and members of the vari- 
ous standing committees of the Association 
are urged to attend. All members of the 

State Association are also invited to be pres- 
ent at any or all of the sessions. 

During the forenoon the Association’s 
Committee on Scientific Work will meet to 
review applications of those desiring to read 
scientific papers at the annual convention in 
Tampa. The program for the scientific ses- 
sions will be completed at the Pre-convention 
Meeting and members who wish to read pa- 
pers should have their applications in the 
hands of Dr. Walter C. Jones, chairman of 
the Committee, not later than January 5. 

The Association’s Executive Committee 
and the Council will hold meetings of their 
groups in the forenoon, to pass on some im- 
portant matters that are pending. 

A luncheon is scheduled at noon, to which 

all members of the Association are cordially 
invited. Following the luncheon the twelve 
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councilors will read their annual reports and 
submit them for publication in the Journal. 
Chairmen of standing committees who are 
present will be called upon for preliminary 
reports of the activities of their committees. 
These committee reports need not be sub- 

mitted in writing, as regular, annual reports 

will be read at the first meeting of the House 

of Delegates at the Tampa convention. 
Local committees of the Hillsborough 

County Medical Society are well organized 
and making elaborate plans for the 1940 con- 

vention, under the leadership of Dr. J. R. 
Boling, general chairman. There will un- 

doubtedly be some interesting announcements 
at the Pre-convention Meeting concerning the 

plans of the entertaining society. 

THE PLATFORM OF THE AMERICAN 

MEDICAL ASSOCIATION 

The American Medical Association advo- 

cates: 

1. The establishment of an agency of fed- 

eral government under which shall be coor- 

dinated and administered all medical and 

health functions of the federal government 

exclusive of those of the Army and Navy. 

2. The allotment of such funds as the Con- 
gress may make available to any state in ac- 
tual need for the prevention of disease, the 
promotion of health and the care of the sick 
on proof of such need. 

3. The principle that the care of the pub- 
lic health and the provision of medical ser- 
vice to the sick is primarily a local responsi- 
bility. 

4. The development of a mechanism for 

meeting the needs of expansion of preventive 
medical services with local determination of 

needs and local control of administration. 

5. The extension of medical care for the 
indigent and the medically indigent with lo- 

cal determination of needs and local control 
of administration. 

6. In the extension of medical services to 
all the people, the utmost utilization of quali- 
fied medical and hospital facilities already 
established. 

7. The continued development of the pri- 
vate practice of medicine, subject to such 

changes as may be necessary to maintain the 



quality of medical services and to increase 

their availability. 

8. Expansion of public health and medical 
services consistent with the American system 
of democracy. 

In publishing the platform in its Nov. 25 
issue, The Journal of the American Medical 

Association says: 

In the various actions of the House of Delegates 
during the special session held in Chicago in September 
last year, and again at the meeting in St. Louis, certain 
constructive proposals were made which had the full 
approval of the House of Delegates. Now the Board 
of Trustees of the American Medical Association has 
formulated these concepts into a constructive platform 
for the Association. 

The Association advocates : 

“1. The establishment of an agency of 
federal government under which shall be coor- 
dinated and administered all medical and 
health functions of the federal government 

exclusive of those of the Army and Navy. 
Today the medical and health functions of the United 

States are divided among a multiplicity of departments, 
bureaus and federal agencies. Thus, the United States 
Public Health Service is in the Federal Security Agen- 
cy; the Children’s Bureau in the Department of Labor; 
the Food and Drug Administration in the Department 
of Agriculture; the Veterans’ Administration and many 
other medical functions are separate bureaus of the 
government. The WPA, CCC and PWA are concerned 
with a similarity of efforts in the field of preventive 
medicine. The Federal Works Administration and the 
Federal Housing Administration also have some medi- 
cal functions. 

Since 1875 the American Medical Association has 
urged the establishment of a single agency in the fed- 
eral government under which all such functions could 
be correlated in the interest of efficiency, the avoidance 
of duplication and a saving of vast sums of money. 
Such a federal health agency, with a secretary in the 
cabinet, or a commission of five or seven members, in- 
cluding competent physicians, would be able to admin- 
ister the medical and health affairs of the government 
with far more efficiency than is now done. 

The allotment of such funds as the Con- 
gress may make available to any state in ac- 
tual need for the prevention of disease, the 
promotion of health and the care of the sick 
on proof of such need. 

The physicians of the United States have given 
freely of their time and of their funds for the care of 
the sick. Their contributions to free medical service 
amount to at least $1,000,000 a day. The physicians of 
this country have urged that every person needing med- 
ical care be provided with such care. They have urged 
also the allotment of funds for campaigns against ma- 
ternal mortality, against venereal disease and for the 
investigation and control of cancer. The medical pro- 
fession does not oppose appropriations by Congress of 
funds for medical purposes. It feels however that, in 
many instances, states have sought aid and appropria- 
tions for such functions without any actual need on the 
part of the state, in order to secure such federal funds 
as might be available. It has also been impossible, under 
present technics, to meet actual needs which might exist 
in certain states with low per capita incomes, with needs 
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far beyond those of wealthier states, in which vast sums 
are spent. 

It is proposed here simply that Congress make avail- 
able such funds as can be made available for health pur- 
poses; that these funds be administered by the federal 
health agency, mentioned in the first plank of this plat- 
form, and that the funds be allotted on proof of actual 
need to the federal health agency, when that need be 
for the prevention of disease, for the promotion of 
health or for the care of the sick. 

“3. The principle that the care of the pub- 

lic health and the provision of medical service 

to the sick is primarily a local responsibility. 
Obviously if federal funds are made available to the 

individual states for the purposes mentioned in the 
second plank of this platform, there might well be a 
lessened tendency in many communities to devote the 
community’s funds for the purpose and, in effect, to 
demand that the federal government take over the prob- 
lem of the care of the sick. Hence it is suggested that 
communities do their utmost to meet such needs with 
funds locally available before bringing their need to the 
federal health agency, and that the federal health agency 
determine whether or not the community has done its 
utmost to meet such need before alloting federal funds 
for the purpose. 

“4. The development of a mechanism for 

meeting the needs of expansion of preventive 

medical services with local determination of 

needs and local control of administration. 
The medical profession is not static. It wishes to ex- 

tend preventive medical service to all the people within 
the funds available for such a purpose. Obviously, this 
will require not only a federal health agency which may 
make suggestions and initiate plans, but also a mechan- 
ism in each community for the actual expansion of pre- 
ventive medical service and for the proper expenditure 
of funds developed both locally and federally. In the 
development of new legislation, such mechanism may be 
suitably outlined. 

—e 
. The extension of medical care for the 

indigent and the medically indigent with local 

determination of needs and local control of 

administration. 

The medical profession does not yield to any other 
group in this country in its desire to extend medical 
care to all those unable to provide themselves with med- 
ical service. The American Medical Association through 
its House of Delegates has already recognized the pos- 
sible existence of a small group of persons able to pro- 
vide themselves with the necessities of life commonly 
recognized as standard in their own communities but 
not capable of meeting a medical emergency. It is rec- 
ognized, however, that only persons of the same commu- 
nity fully familiar with the circumstances can determine 
the number of people who come properly under such 
classification and that only persons in actual contact with 
such instances are capable of administering suitably and 
efficiently the medical care that may be required. Hence 
it is the platform of the American Medical Association 
that medical care be provided for the indigent and the 
medically indigent in every community but that local 
funds be first utilized and that local agencies determine 
the nature of the need and control the expenditure of 
such funds as may be developed either in the community 
or by the federal government. 

“6. In the extension of medical services to 
all the people, the utmost utilization of quali- 



Jour. F. M.A 

DeEcEMBER, 

fied medical and hospital facilities already 
established. 

In the so-called National Health Program it is assert- 
ed that one half the counties of the United States are 
without suitable hospitals, and vast sums are requested 
for the building of new hospitals. In contrast, reputable 
agencies within the medical profession assert that there 
are only thirteen counties more than 30 miles removed 
from a suitable hospital and that in eight of those 
thirteen counties there are five persons per square mile. 
In the United States today the percentage of hospital 
beds per thousand of population is higher than that of 
any other country in the world. This fact is completely 
ignored by those who would indulge in a program for 
the building of great numbers of new hospitals. 

Moreover, it seems to be taken for granted that hos- 
pital building has languished in recent years, whereas 
considerable numbers of hospitals have been built with 
federal funds by various state agencies and also by the 
PWA, the WPA and the Federal Works Administra- 
tion. 

Analyses may indicate that in many instances such 
hospitals were built without adequate study as to the 
need which existed or as to the possible efficient func- 
tioning once they were erected. Moreover, there is evi- 
dence that in recent years many of the hospitals of the 
United States known as nonprofit voluntary hospitals 
have had a considerable lack of occupancy, owing no 
doubt to the financial situation in considerable part. It 
seems logical to suggest then that such federal funds as 
may he available be utilized in providing the needy sick 
with hospitalization in these well established existing in- 
stitutions before any attempt is made to indulge in a vast 
building program with new hospitals. In this point of 
view the American College of Surgeons, the American 
Hospital Association, the Catholic Hospital Associa- 
tion, the Protestant Hospital Association and practically 
every other interested voluntary body agree. 

Again it has been argued that the demands for medi- 
cal care in some sections of the country might require 
the importation of considerable numbers of physicians 
or the transportation of numbers of physicians from 
the areas in which they now are to other areas. In this 
connection it would seem to be obvious that a change in 
the economic status of the communities concerned would 
result promptly in the presence of physicians who might 
be seeking locations. The utilization of existing qualified 
facilities would be far more economical than any at- 
tempt to develop new facilities. 

“7. The continued development of the 
private practice of medicine, subject to such 
changes as may be necessary to maintain the 
quality of medical services and to increase 
their availability. 

In the United States today our sickness and death 
rates are lower than those of any other great country 
in the world. This fact was recognized by the President 
of the United States when he sent the National Health 
Program to the Congress for careful study. The Presi- 
dent emphasized that a low death rate may not mean 
much to a man who happens to be dying at the time of 
tuberculosis. The medical profession recognizes the im- 
portance of doing everything possible to prevent every 
unnecessary death. At the same time it has not been es- 
tablished by any available evidence that a change in the 
system of medical practice which would substitute sal- 
aried government doctors for the private practitioner or 
which would make the private practitioner subject to 
the control of public officials would in any way lower 
sickness and death rates. 

There exists, of course, the fact that some persons 
are unable to obtain medical service in the circumstances 
in which they live and that others, surrounded by good 
facilities, do not have the funds available to secure such 
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services. Obviously, here again, there is the question of 
economics as the basis of the difficulty and perhaps lack 
of organization in distribution of medical service and a 
failure to utilize new methods for the distribution of 
costs which might improve the situation. 

The medical profession has approved prepayment 
plans to cover the costs of hospitalization and also pre- 
payment plans on a cash indemnity basis for meeting 
the costs of medical care. It continues, however, to feel 
that the development of the private practice of medicine 
which has taken place in this country has led to higher 
standards of medical practice and of medical service 
than are elsewhere available and that the maintenance 
of the quality of the service is fundamental in any 
health program. 

“8 Expansion of public health and medical 
services consistent with the American system 
of democracy. 

Careful study of the history of the development of 
medical care in various nations of the world leads to 
the inevitable conclusion that the introduction of meth- 
ods such as compulsory sickness insurance, state medi- 
cine and similar technics results in a trend toward 
communism or totalitarianism and away from democ- 
racy as the established form of government. The inten- 
sification of dependence of the individual on the state 
for the provision of the necessities of life tends to 
make the individual more and more the creature of the 
state rather than to make the state the servant of the 
citizen. Great leaders of American thought have re- 
peatedly emphasized the fact that liberty is too great a 
price to pay for security. George Washington said ‘He 
who seeks security through surrender of liberty loses 
both.’ Benjamin Franklin said ‘They that can give up 
essential liberty to obtain a little temporary safety de- 
serve neither liberty nor safety.’ 

In these times, when the maintenance of the American 
democracy seems to be the most important objective 
for all the people of this country, the people may well 
consider whether some of the plans and programs that 
have been offered for changing the nature of medical 
service are not in effect the first step toward an aband- 
onment of the self reliance, free will and personal re- 
sponsibility that must be the basis of a democratic 
system of government.” 

NATIONAL PHYSICIANS’ COMMIT- 
TEE FOR EXTENSION OF 

MEDICAL SERVICE 

“On Nov. 18, in Chicago, a formal meeting 
of an executive board officially launched a 
new organization, the National Physicians’ 
Committee for the Extension of Medical Ser- 
vice,” a report in The Journal of the American 
Medical Association for Dec. 2 says. “At this 
meeting the following officers were elected: 
Dr. Edward H. Cary, Dallas, Texas, chair- 
man; Dr. Austin A. Hayden, Chicago, secre- 
tary, and Dr. N. S. Davis III, Chicago, treas- 
urer. These officers were given authority to 
act as a management committee for the new 

organization. 

“A central committee of more than 800 
physicians is being formed, in which all the 
states will be represented. Some of those al- 
ready listed in the central committee include 



Drs. Howard Morrow, San _ Francisco; 

Charles W. Mayo, Rochester, Minn. ; Herman 

L. Kretschmer, Chicago, and Charles Gordon 
Heyd and Haven Emerson, New York. 

“The organization is an independent one, 
not affiliated in any way whatever with the 
committee sponsored by Mr. Frank Gannett 
under the management of Dr. Edward A. 
Rumely or with the so-called Committee of 
Physicians or with the American Medical As- 
sociation. The functions will not, it is stated, 

overlap or infringe on those of existing coun- 
ty, state or national medical organizations. 
For its finances, this organization depends 
wholly on voluntary contributions from 
physicians, dentists, nurses, hospitals, phar- 
macists and lay groups interested in the main- 
tenance of the private practice of medicine. In 
literature released by the Management Com- 
mittee, the reasons for forming this new in- 

stitution are stated as follows: 
‘Medicine is confronted with two new sets of con- 

ditions. On the one hand, widespread unemployment, 
low farm income, and the continuation of conditions 
of general depression have made it difficult for an ever 
increasing number of people to pay for the best medical 
service and proper hospitalization out of earnings. 

‘On the other hand, there is the trend—worldwide in 
scope—toward governmental paternalism and the false, 
suicidal doctrine that the “state” can provide a service 
and a security that the people cannot otherwise obtain. 
As related to medicine, the implementing of this concept 
would effect revolutionary changes in both the practice 
of medicine and the underlying philosophy which has 
given it the dynamic quality that resulted in worldwide 
leadership. 

‘If the ethical and scientific standards are to be main- 
tained, the independence of American medicine pre- 
served and the public interest best served, American 
physicians must: 

‘l. Make possible the providing of medical service to 
the indigent and those in the low income groups, and 
insure the most widespread distribution of the most 
effective methods and equipment in medicine and sur- 
gery. 

‘2. Assume the responsibility of countering destruc- 
tive propaganda by familiarizing the public with the 
facts in connection with the methods and the achieve- 
ments of American medicine.’ 

“The objectives are embodied in a motion, 
unanimously adopted by the directors: 

‘Resolved, That the National Physicians’ Committee 
for the Extension of Medical Service is a nonprofit, 
nonpolitical organization for maintaining ethical and 
scientific standards and extending medical service to all 
the people . . . and for . . . cooperating with lay and 
medical institutions and groups, interested in the preser- 
vation of national health, to make more generally known 
the achievements and to safeguard the independence of 
American medicine.’ 

“A broadgage nationwide educational pro- 
gram has been planned and the preliminary 
steps have been taken to put it in operation. 
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An effort will be made to familiarize the pub- 
lic with the aims, the methods and the effec- 
tiveness of American medicine. It is believed 
that this will result in generally improving 
health conditions and will tend to offset prop- 

aganda that is altering the point of view of 
the individual and adversely affecting the 
status of the physician. 

“The Executive Board includes Dr. Edward 
H. Cary, Dallas, Texas; Dr. Austin Hayden, 

Chicago; Dr. N. S. Davis III, Chicago; Dr. 
Irvin Abell, Louisville, Ky.; Dr. F. F. Borzell, 

Philadelphia; Dr. William F. Braasch, Roch- 
ester, Minn.; Dr. John A. Hartwell, New 

York; Dr. Roger I. Lee, Boston; Dr. Alphonse 
McMahon, St. Louis; Dr. E. H. Skinner, 

Kansas City, Mo., and Dr. Charles B. Wright, 

Minneapolis. 
“Mr. John M. Pratt has been secured as 

executive administrator. The offices are at 700 
North Michigan Avenue, Chicago.” 

MEDICAL DISTRICT MEETING—E 

The third annual meeting of the South 
Central Medical District was held at Sanford, 

Thursday afternoon at 2:30, November 9, 

with headquarters at the Mayfair Hotel. 
There was a total registration of 82, of 
which number 60 were Association members 
(from this district, 48) ; 5 were visitors; and 

17 were ladies. 
The meeting was called to order by Dr. 

W. C. Page, senior councilor, and the ad- 

dress of welcome given by Dr. T. F. Mc- 
Daniel, president of the Seminole County 
Medical Society. The first state officer called 
on was Dr. Leigh F. Robinson, president of 
the Association, who gave an interesting re- 
sume of the Association’s work and activi- 
ties so far this year. Dr. Herman Watson, 
chairman of the Council, presented a compre- 
hensive report of the Council’s activities. Dr. 
J. Sam Turberville, president-elect, who made 
the trip from Century to be present and take 
part in the meeting, spoke briefly. Dr. Gilbert 
S. Osincup, chairman of the Association’s 

Executive Committee; Dr. Horace A. Day, 

chairman of the Association’s Committee on 
Legislation and Public Policy; Dr. J. Rocher 
Chappell, chairman of the Association’s Com- 
mittee on Medical Education and Hospitals; 

and Dr. T. Z. Cason, chairman of the Asso- 
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ciation’s Committee on Medical Postgraduate 
Course, made interesting reports on the ac- 
tivities of their committees. Dr. A. B. Mc- 
Creary, the state health officer, was given 
the privilege of the floor and reported that 
the State Board of Health’s districts had been 
abolished. Three past presidents were pres- 
ent and recognized: Dr. John S. McEwan, 
Dr. W. Henry Spiers and Dr. Edward Jelks. 

Doctor Page called for invitations for the 

next meeting place and Dr. A. M. Sample, 

on behalf of the St. Lucie-Okeechobee-Indian 

River-Martin County Medical Society, in- 

vited the doctors to meet at Fort Pierce in 

1940. The _ invitation unanimously 

accepted. 

was 

After a short intermission the scientific ses- 
sion was called to order by Dr. Sample, 
junior councilor, and the following program 
presented: “The Efficacy of Anterior Pit- 
uitary Growth Principle in a Diabetic,” Dr. 
George R. Crisler, Winter Park; “Kidney 
Infection as Result of Obstruction” (illus- 
trated), Dr. Clyde F. Bowie, Leesburg: “In- 
guinal Hernia” (illustrated), Dr. Don C. 
Robertson, Orlando; and “A Resume of the 

First Year’s Work at the State Sanatorium” 
(illustrated), Dr. R. D. Thompson, Orlando. 

Following an afternoon boat ride to Blue 

Springs and various other forms of enter- 

tainment, the ladies joined the doctors and 

guests at the Mayfair Hotel for cocktajls, 

preceding the buffet supper. A delightful 

buffet supper was served at 7:30 and those 

present enjoyed an interesting program and 

pleasant evening. A hearty vote of apprecia- 

tion was given to Dr. Samuel Puleston, Dr. 

A. W. Knox and Dr. G. S. Selman, who 

served on the local arrangements committee. 

REGISTRATION — DISTRICT E 

Officers: W. C. Page, Cocoa, senior counci- 

lor; A. M. Sample, Ft. Pierce,-junior counci- 
lor; Stewart Thompson, Jacksonville, manag- 
ing director. 

Century: J. S. Turberville. Daytona Beach: 
George M. Green, Ludo von Meysenbug. Ft. 
Lauderdale: Leigh F. Robinson. Jacksonville: 
T. Z. Cason, F. V. Chappell, Edward Jelks, 
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A. B. McCreary. Lakeland: Herman Watson. 
Leesburg: Clyde F. Bowie, L. H. Oetjen, 
Marion B. O’Kelley. McIntosh: J. L. Strange. 

Orlando: Mitchell M. Andrews, H. H. 

Caffee, J. R. Chappell, C. J. Collins, Horace 
A. Day, L. Paul Foster, F. D. Gray, John 
R. Hatfield, R. P. Henderson, Edgar Hitch- 
cock, H. C. Ingram, Eugene L. Jewett, Hewitt 
Johnston, John A. Kelk, Lawrence H. Kings- 
bury, A. C. Kirk, Palmer R. Kundert, C. J. 
Larsen, Duncan McEwan, J. S. McEwan, W. 
S. Mitchell, T. A. Neal, L. M. Orr, G. S. 

Osincup, J. A. Pines, W. P. Rice, Don C. 
Robertson, Joseph G. Seltzer, W. E. Sinclair, 
W. Henry Spiers, Walter A. Weed. 

Sanford: Wade H. Garner, A. W. Knox, 

W. T. Langley, T. F. McDaniel, C. M. 

Mitchell, Charles L. Park, Samuel Puleston, 

D. S. Scott, G. S. Selman, H. D. Smith, J. 

N. Tolar. Tallahassee: B. A. Wilkinson. 

West Palm Beach: L. J. Netto. Winter Park: 

George Crisler. 

Visitors — Jacksonville: Mr. P. Kemp 

Williams. Lakeland: F. K. Hurt, J. M. Kibler. 

Sanford: Kenneth R. Bell. 

Ladies—Century: Mary Louise McDonald. 
Cocoa: Mrs. W. C. Page. Leesburg: Mrs. L. 
H. Oetjen, Mrs. M. B. O’Kelley. Maitland: 
Mrs. Jane Backer. Orlando: Mrs. H. C. In- 
gram, Mrs. L. C. Ingram, Mrs. W. S. 
Mitchell, Mrs. T. A. Neal. Sanford: Henrietta 
H. Bell, Mrs. A. W. Knox, Mrs. T. F. Me- 
Daniel, Mrs. Charles L. Park, Mrs. Douglas 
G. Scott, Mrs. J. N. Tolar. Tallahassee: Mrs. 
B. A. Wilkinson. West Palm Beach: Mrs. L. 
J. Netto. 

The progress of tuberculosis in the body is 
determined by many definite and variable epi- 

sodes and many more indefinite or contribut- 
ing factors involving both host and parasite. 
It is a “battle on many fronts” with the weak- 
est points giving way before the “enemy at- 
tack.”” All classifications, from Bard and 

Piery down to the present, bear witness to the 
fact that tuberculosis has many end results 
leading to many diverse classifications. 
Sweany, H. C., Amer. Rev. of Tuber., 1939, 
39, 



BIRTHS, MARRIAGES AND DEATHS 

BIRTHS 

Dr. and Mrs. J. Ralph Vallotton of Daytona Beach 
announce the birth of a son, Joseph Maxwell, in 
November. 

Dr. and Mrs. M. R. Clements of Tallahassee an- 
nounce the birth of a son, Merritt Ryals, Jr., on Octo- 
ber 29, 1939. 

Dr. and Mrs. Charles B. Mabry of Jacksonville 
announce the birth of a son, Charles Burrows, Jr., 
on November 8, 1939. 

Dr. and Mrs. S. Richard: Ombres of West Palm 
Beach announce the birth of a son, Severn Richard, 2nd, 
November 19, 1939. 

MARRIAGES 

Dr. O. O. Feaster and Dr. Annette M. Bieker, both 
of St. Petersburg, were married November 9 in 
Dunedin. 

DEATHS 

Dr. A. G. H. Holmes of Miami Beach died at the 
Jackson Memorial Hospital, Miami, on October 30. 
following a lingering illness. 

Dr. Corbett E. Tumlin of Miami died November 5, 
following a long illness. 

Dr. William H. Dodds of St. Cloud died in Orlando 
on Sunday, November 26. 

The United States Civil Service Commis- 
sion announces open competitive examinations 
for the positions of Junior Medical Officer 
(rotating internship), $2,000 a year, and 
Junior Medical Officer (psychiatric resident), 

$2,000 a year, St. Elizabeth’s Hospital, De- 
partment of the Interior, Washington, D. C. 
Applications must be on file with the United 

States Civil Service Commission at Washing- 
ton, not later than January 2, 1940. 

Any member in Florida interested should 
secure from the United States Public Health 
Service form number 4, giving complete in- 
formation and instructions. 

STATE NEWS ITEMS 

The following Florida doctors attended the 
meeting of the American College of Surgeons 
in Philadelphia, October 16-20: J. Ralston 
Wells, Daytona Beach; Rabun H. Williams, 
Eustis; Edwin H. Andrews, John E. Maines, 
Jr., William C. Thomas, George C. Tillman, 
Gainesville; James A. Smith, Homestead; 
Frederick Oetjen, George W. Richardson, E. 
H. Teeter, Frederick J. Waas, E. C. Watt, 
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Jacksonville; Robert B. Harkness, Lake City ; 
Bascom H. Palmer, Miami; Herman Bough- 

ton, W. Duncan Owens, Frank B. Voris, Mi- 

ami Beach; Ralph E. Russell, Thomas H. 

Wallis, Ocala; J. R. Chappell, H. A. Day, 
Frank D. Gray, C. J. Larsen, Orlando; Julius 
C. Davis, Quincy; Herbert E. White, St. 

Augustine; Francis H. Langley, St. Peters- 
burg; John R. Boling, Tampa; Lauchlin M. 
Rozier, V. D. Stone, West Palm Beach. 

* *« Xx 

Dr. M. A. Nickle of Clearwater spent two 
weeks at Mayo Clinic and toured several 
southwestern states, including California and 
New Mexico in October. 

*x* *« * 

The following doctors from Florida at- 

tended the Academy of Ophthalmology and 
Otolaryngology in Chicago in October: M. 
A. Nickle, Clearwater; L. W. Glatzau, Day- 

tona Beach; W. Jerome Knauer, Shaler 
Richardson and A. K. Wilson, Jacksonville; 
M. A. Lischkoff, Pensacola. 

* * * 

Members of the Florida Medical Associa- 
tion who attended the American Academy of 
Pediatrics in Cincinnati, November 16-18, 
were: Warren Quillian, Coral Gables; W. W. 
McKibben and Samuel J. Roberts, Miami; 
George N. Leonard and N. O. Pearce, Miami 

Beach. 
ee « 

Members of the Florida Medical Associa- 
tion who attended the International Medical 
Assembly in Chicago recently were: William 

G. Harris, Charles F. Henley, Jacksonville; 

Earl H. Roberts, Jacksonville Beach: L. L. 
Lancaster, Lake Wales; Laura M. Hobbs, C. 

Larimore Perry, Miami: Eugene B. Maxwell, 
B. G. Pollock, E. J. Thomas, Miami Beach; 
James R. Jeffrey, Miami Springs; John S. 
McEwan, Meredith Mallory, Orlando: R. 
Bradner Mertz, Tampa. 

* es 9 

Dr. R. Marshall Faver of Miami took post- 
graduate work in ophthalmology at the Chi- 
cago Eye, Ear, Nose and Throat College in 
November. 
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Florida doctors who attended the annual 
meeting of the American Academy of Derma- 
tology and Syphilology in Philadelphia in No- 
vember were: Lauren M. Sompayrac, Jack- 
sonville; Elmo D. French, Rothwell Lefholz, 

and Wiley M. Sams, Miami; C. A. Andrews, 

Tampa. 
*k * x 

The November meeting of the Suwannee 
River Medical Society was held at Peacock 
Springs, in the form of a barbecue, at which 

Dr. O. F. Green of Mayo was host. Dr. 
John F. Busey, Jr., of Lake City presented a 
paper on “Hypertension.” Visiting doctors 
were present from Lake City, Jacksonville, 
Live Oak, Gainesville, Branford, Mayo and 

Madison. 
*k * *k 

Doctors from Florida who attended the 
annual meeting of the Southern Medical As- 
sociation in Memphis, November 21-24, are 

as follows: Brooksville: S. C. Harvard. Cen- 
tury: J. I. Turberville. Chattahoochee: Ralph 
I. Stevens. Coral Gables: F. E. Kitchens, 
Warren Quillian. Eustis: M. M. Hannum. Fr. 
Lauderdale: E. M. Hendricks. Jacksonville: 
Alan Brown, A. F. Caraway, F. V. Chappell, 

S. E. Driskell, F. L. Fort, L. W. Holloway, 
F,. Gordon King, A. B. McCreary. Marianna: 
N. A. Baltzell. Miami: Laura M. Hobbs, W. 
M. Howdon, Walter C. Jones, Lucille J. 
Marsh, John D. Milton. Miami Beach: F. H. 
Dieterich, Harrison A. Walker. Panama City: 
William C. Roberts. Pensacola: C. C. Webb. 
Tampa: J. C. Dickinson, J. L. Estes, S. B. 
Forbes, Elsie M. Gilbert, D. L. Sprinkle. 

* * * 

At the Twelfth Annual Meeting of the 

Florida East Coast Medical Association, held 

in Ponte Vedra, November 10 and 11, the 

following officers were elected : 

President—I. M. Hay, Melbourne. 

Ist Vice-President—E. C. Swift, Jackson- 

ville. 

2nd Vice-President—A. J. Logie, Jackson- 
ville. — 

Sec’y-Treas.—J. S. Stewart, Miami. 

The 1940 meeting of the Association will 

be held in Miami. 
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Dr. Claude B. Wright of St. Petersburg at- 
tended a weeks’ intensive postgraduate 
course at Tulane University in New Orleans 
in October. 

* * * 

Dr. B. G. Pollock of Miami Beach attended 
the recent meeting in Chicago of the Central 

Society for Clinical Research. 

* OF * 

The annual oyster roast meeting of the 
Riverside Hospital Staff was held on October 
24. Seventy-five doctors attended the scien- 

tific meeting, which was held at the hospital, 
and the oyster roast, which was held at Dr. 
T. Z. Cason’s farm on the banks of the St. 
Johns River. 

The scientific program consisted of the fol- 
lowing papers: “Some Notes on Treatment 
of the Thymic Syndrome in Children” by Dr. 
W. McL. Shaw, with lantern slides, and 

“Medicosurgical Problems” by Dr. Webster 
Merritt, with lantern slides. Doctor Merritt’s 
paper was discussed by Dr. Edward Jelks 
who emphasized, particularly, surgical prob- 

lems in gastro-intestinal disease. 

* * 

Dr. A. T. Cobb of Gainesville has returned 
from a vacation, several days of which were 
spent in study of clinical surgery at Cook 
County Graduate School of Medicine, Chica- 

He also visited other clinics. 

CORBETT EDWARD TUMLIN 

Dr. Corbett Edward Tumlin, who was born 

in Atlanta, Georgia, in 1893, died at the Jack- 

son Memorial Hospital, Miami, November 5, 
1939. 

Doctor Tumlin worked his way through 
the Georgia College of Eclectic Medicine and 

Surgery, from which he graduated in 1918. 
He came to Florida and practiced in Volusia 
County before settling in Miami in 1922. His 
rise was very rapid and he soon built up a 
large industrial practice. He was one of the 
County Surgeons for the Florida Power and 
Light Company and for nearly ten years a 
member of the State Board of Medical Ex- 
aminers, working actively toward the eradi- 

cation of “snowbirds” who tried to practice 

go. 



in the Miami area. For several years he was 
a member of the Legislative Committee of the 
Florida Medical Association. He was hotel 
physician for several of Miami’s large bay- 
front hotels and surgeon for the Tropical 

Park Race Track. 
Among the organizations of which he was 

a member were the Woodmen of the World, 

Civitan Club, Mahi Shrine Temple, Scottish 

Rite, Biscayne Lodge of F. and A. M., Royal 
Arcanum, the Elks, and the American, Flor- 

ida, and Southern Medical Associations and 

the Dade County Medical Society. He was 
president of the newly formed Florida Asso- 
ciation of Industrial Surgeons. 

Doctor Tumlin is survived by his widow, 

Mable FitzGibbon Tumlin, and three daugh- 

ters: Mrs. Marjorie Haggard, Julia and 
Corbett Elizabeth Tumlin. 

Because he was so full of life, so active in 
medical and civic affairs, he will be greatly 
missed by his colleagues, by his patients, and 

by the community at large. 

EER RS 

ALBERT GARRETT HOLMES 

Dr. Albert Garrett Holmes, 75, resident of 

Miami since 1900 and one of the city’s first 
physicians, died in Jackson Memorial Hos- 
pital October 30, following a lingering illness, 

which caused his retirement from active prac- 
tice in 1936. 

Doctor Hoimes received his preparatory 
medical training at Hope College, Holland, 
Mich., and received his medical degree at 
Rush Medical, now part of the University of 
Chicago. 

He began his practice in Michigan. Later 
he went on medical duty into the western In- 
dian territory, now the State of Oklahoma. 
In 1893 he went to Tampa, returning several 
months later to Chicago, where he served for 
two years as medical officer on the City Board 
of Health. 

Doctor Holmes came to Miami from Chi- 
cago as an employe of the Flagler System on 
the overseas railroad, a position he held for 

two years. His family followed him in 1910. 
During his career in South Florida, Doctor 

Holmes served as a federal physician among 
the Seminole Indians. He was for 11 years 
a member of the Dade County School Board, 
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a member of the Central Baptist Church and 
for 24 years was Superintendent of the Sun- 

day School. 
He was a member of the Dade County, 

Florida and American Medical Associations. 
Surviving are the widow, Mrs. Crystal 

Holmes; three daughters, Mrs. Malcolm An- 
derson, Mrs. Edna Palmer and Miss Crystal 
Holmes, and a stepson, Nevin LaHuts, all of 
Miami. 

Doctor Holmes, who ministered to the 

poor as well as the rich, will be missed by a 
legion of friends who knew and loved him. 

ANAL ORE AES 5 MRR 

JOSEPH LEE KIRBY-SMITH 

Dr. Joseph Lee Kirby-Smith, 57, noted 
throughout Florida and the South as a der- 

matologist, died at 3 o'clock, November 5, 
at his residence, 1894 Edgewood Avenue, 
Jacksonville, following a brief illness. He had 
attended to his professional duties until nine 
days previously. 

Doctor Kirby-Smith was born in Sewanee, 
Tenn., in 1882, next to the youngest of 11 
children of Gen. and Mrs. Edmund Kirby- 

Smith. He was educated at the Sewanee Mili- 
tary Academy and later was graduated with 

highest honors at the University of the South, 
where he received his medical degree in 1906. 

Doctor Kirby-Smith’s graduate work in 
dermatology in New York City from 1906- 
1910 included services at Bellevue and allied 
hospitals, New York City Department of 
Health Hospitals. He served at the New York 
Skin and Cancer Hospital as a member of the 
house staff for a year and a half. He also 
served as an instructor of dermatology at New 
York University, Bellevue Hospital Clinic and 
at Dr. Fordyce’s clinic. 

He moved to Jacksonville in 1911 where he 
continued active in his chosen profession. He 
was married to Miss Lillian Lee Anderson of 
Jacksonville July 20, 1912. 

A pioneer in the field of tropical medicine, 
he served as chief of the Department of Der- 
matology at St. Vincent’s, St. Luke’s and 
Duval County Hospitals over a period of 
many years. He also was dermatologist at 
Riverside Hospital. He lectured by invitation 
to the London Medical Association on the 
subject of tropical medicine in the Spring of 
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1926. In 1927, he was awarded the honorary 

degree of Sc.D. from the University of the 
South for research work. 

He belonged to the following dermatologi- 
cal and medical associations: Diplomat Amer- 
ican Board of Dermatology and Syphilology, 
1935; organizer of Florida Dermatological 
Association, member of the Florida Medical 

Association, Southern Medical Association, 

Fellow of American Medical Association, 

American Society of Tropical Medicine, 
American Society of Parasitology, American 

Society of Dermatology. 

Doctor Kirby-Smith was a member of Phi 

Delta Theta fraternity, Florida Yacht Club, 

Sons of the American Revolution, Illinois 

chapter, and a member of the Church of the 

Good Shepherd. 

He was a veteran of the World War, in 

which he served as a first lieutenant and an 

associate surgeon, U. S. Public Health 

Service. 

Doctor Kirby-Smith is survived by his 

widow, three daughters, Mrs. P. Warner 

Frazer of Gainesville, Selden Kirby-Smith 

and Barbara Kirby-Smith, Jacksonville; by 

five sisters and two brothers. 

REN ES A ARS 

COMPONENT COUNTY SOCIETIES 

BREVARD COUNTY MEDICAL SOCIETY 

The October meeting of the Brevard Coun- 
ty Medical Society was held on the evening of 
the 11th at the office of Dr. T. C. Kenaston 
of Cocoa. A plan for the creation of a Coun- 
ty Health Unit to be formed in Brevard in 
conjunction with Indian River County, was 
approved. A committee consisting of Drs. 
I. K. Hicks of Melbourne, T. C. Kenaston of 

Cocoa and G. E. Christie of Titusville was 
named to confer with county officials to help 
work out a plan of organization. 

* * * 

DUVAL COUNTY MEDICAL SOCIETY 

At the meeting of the Duval County Medi- 

cal Society held November 7, resolutions were 

passed regarding the recent death of Dr. J. L. 

Kirby-Smith, as follows: 
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IN MEMORIAM 

JoserpH Lee Kirsy-SmitH, M. D. 

It is with profound sorrow that we record the death, 
on Sunday, November 5, 1939, of one of the most 
outstanding and best loved members of the Duval 
County Medical Society — Doctor Joseph Lee Kirby- 
Smith, 

Born in Sewanee, Tennessee in 1882, a member of 
one of the South’s oldest and most distinguished fami- 
lies, Doctor Kirby-Smith received his M. D. degree 
from the University of the South in 1906. For four 
years thereafter he took post-graduate work in New 
York, specializing in dermatology. During his twenty- 
eight years of active practice in Jacksonville, he did 
pioneer research in dermatology and tropical medi- 
cine and won international recognition, largely be- 
cause of original work on Larvae Migrans. 

BE IT RESOLVED that in the passing of Doctor 
Kirby-Smith an irreparable loss has been sustained, 
not only by the members of this Society, but by the 
profession at large, as well as by the citizens of this 
community to whom he ministered untiringly. Gifted 
with a brilliant mind, an unfailing sense of humor, 
and possessed of lofty ideals which were never com- 
promised, he won the respect, admiration, and love 
of an ever-increasing circle of friends and colleagues. 
His utter devotion to his calling, and his constant 
effort to elevate the standards of medical practice 
were an unfailing inspiration to his fellow workers. 

BE IT FURTHER RESOLVED that a copy of 
these Resolutions be spread upon the minutes of the 
Duval County Medical Society; that a copy be sent 
to his family; and that the same be published in the 
Journal of the Florida Medical Association. 

Very respectfully, 

F. L. Fort, M. D., Chairman 
Ben Manhoff, M. D. 
B. F. Woolsey, M. D. 
J. W. Hayes, M. D. 
W. W. Kirk, M. D. 
Russell Dean, M. D. 
Gordon H. Ira, M. D. 

* * 

SOCIETY ESCAMBIA COUNTY MEDICAL 

Dr. Toulmin Gaines of Mobile, past-presi- 
dent of the Alabama State Medical Associa- 
tion, was guest speaker at the meeting of the 

Escambia County Medical Society held at 
Pensacola, November 14. The subject of 
Doctor Gaines’ paper was “Bromoderma”,. 

* *« x 

MANATEE AND SARASOTA COUNTY 
MEDICAL SOCIETIES 

Drs. J. E. Harris and Millard White of 
Sarasota were principal speakers at a joint 
meeting of the Manatee and Sarasota County 
Medical Societies held on the evening of Oc- 
tober 18 at the Whitfield Estates, Sarasota. 

Doctor Harris presented a paper on “Pul- 
monary Thrombosis’ and Doctor White 
spoke on “Blood Reactions in the Treatment 
with Sulfanilamide,” 
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ORANGE COUNTY MEDICAL SOCIETY 

The Orange County Medical Society, hav- 
ing a membership of 85 (the largest in its 
history) has joined the honor roll of 100% 
paid societies. Officers who served this socie- 
ty during 1939 were: president, Carl D. Hoff- 
mann: vice-president, Claude Anderson; sec- 

retary, Fred Mathers; and treasurer, H. C. 

Ingram. 
i 

PASCO-HERNANDO-CITRUS COUNTY 
MEDICAL SOCIETY 

Dr. S. C. Harvard entertained the Medi- 
cal Society at the Tangerine Hotel, Brooks- 
ville, November 9. A full course chicken 
dinner was enjoyed at the hotel, followed by 
the scientific meeting in the parlor of the 
hotel. 

The committee on new charter reported 

that the charter was ready for signatures so 
that it may be finally granted by the State 
incorporating the Medical Society. 

Treatment of syphilis was discussed by 
those present, and Dr. W. H. Walters of La- 
coochee reported a case of tape worm. 

Dr. Walters invited the Society to hold its 
next meeting with him in Lacoochee. 

Those present were: Drs. J. T. Bradshaw, 

E. W. Brown, G. R. Creekmore, Geo. A. 
Dame, W. W. Jones, S. C. Harvard, and W. 
H. Walters. 

* * x 

PINELLAS COUNTY MEDICAL SOCIETY 

Members of the Pinellas County Medical 
Society gathered for a dinner meeting on the 
evening of November 3 at the Veterans’ Facil- 
ity at Bay Pines. Dr. V. P. Sydenstricker of 
the University of Georgia, scheduled to be 

guest speaker was unable to be present, but 
an interesting scientific program was never- 
theless presented by the members of the facili- 
ty. Talks were given by Dr. W. E. Kendall, 
chief medical officer; Dr. O. N. Nelson, chief 
of the ear, eye, nose, and throat division; 
and Dr. B. T. Wright, chief of the medical 
service. Doctor Nelson presented a color 
motion picture showing several operations, 
including the removal of cataracts. 

The Pinellas County Medical Society met 
at the Power and Light Building, St. Peters- 
burg at 8 p. m., November 17. Senior Censor, 
Dr. Prescott LeBreton, opened the meeting. 
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The following were elected to membership: 
Drs. Francis J. Mantell, Bay Pines; Harold 
Eugene Weller, St. Petersburg; Robert John- 
son Needles, St. Petersburg; Miller Ost Mc- 
Nay, St. Petersburg; John Putnam Rowell, 
St. Petersburg; Everett Manship Harrison, 
Dunedin; H. Tuttle Stull, St. Petersburg; 

Edmund Myers, St. Petersburg, and Elmer 

Bernard Campbell, St. Petersburg. 

Dr. John Herring then took the Chair. 
He announced the election of Dr. Prescott Le- 
Breton by the Board of Censors as its Chair- 
man. He then introduced the State Health 
Officer, Dr. A. B. McCreary, who spoke on 

“Efficient Health Administration.” The 
second speaker was Dr. J. Braden Quicksall 
who gave a lecture and several reels of motion 
pictures on “Anesthesia.” 

PINELLAS COUNTY MEDICAL SOCIETY 

REVIEWS ITS HISTORY 

A review of the history of the Pinellas 
County Medical Society was released recently 
in a 28-page publication. It is dedicated to 
Drs. L. B. Dickerson, A. P. Albaugh, J. D. 
Peabody, W. M. Davis and O. O. Feaster. In 
the Foreword appears a very interesting 
writeup entitled “Some Reminiscences” by 
Dr. W. M. Davis, the society’s first secretary- 
treasurer. Doctor Davis states that in 1912 
when Pinellas County became a political unit, 
the territory having been previously a part of 
Hillsborough County, several of the physicians 
who had been practicing in St. Petersburg dis- 
cussed the founding of the Pinellas County 
Medical Society. 

Although Pinellas County had been separat- 
ed from its parent county in January, 1912, it 
was not until the fall of 1913 that a meeting 

was called to perfect a medical organization. 
Doctor Peabody, Doctor Wilcox and Doctor 
Davis became active in starting the organiza- 
tion. None of the physicians practicing in St. 
Petersburg had been members of the Hills- 
borough County Medical Society, although 
many, if not most, of the Pinellas County 
physicians had been members of organized 
medicine in other communities before coming 
to Florida. Tampa was so inaccessible that it 
would hardly have been possible to attend the 
meetings there. The only communication at 
that time with Tampa was a boat which op- 
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erated twice daily. The population of St. 
Petersburg at that time was about 9,000 and 
the same three to one tourist-permanent pop- 
ulation existed then as now. Transportation 
at that time was a difficult matter for, while 

a few of the doctors had automobiles, the 
roads were mere sandy trails through the 
woods. The first member of this new society 
to attend an annual meeting of the State Med- 
ical Association was Dr. W. M. Davis, in the 

spring of 1914. The meeting was held in 
Orlando. 

This new publication on the history of the 
Pinellas County Medical Society from 1913 
to 1939 is filled with interesting reading. 

. * * 
POLK COUNTY MEDICAL SOCIETY 

Dr. Palmer R. Kundert of Orlando and Dr. 
Waldo Horton of Winter Haven were prin- 
cipal speakers at the meeting of the Polk 
County Medical Society held on the evening 
of October 12. Doctor Kundert’s topic was 
“Epithelial Tumors of the Bladder” and Doc- 
tor Horton spoke on “1939 Sub-Tropical 
Dermatology.” 

The need for a county health unit was em- 

phasized by members of the Polk County 
Medical Society at a meeting held in Winter 
Haven on November 8. A committee was 
appointed to confer with the county commis- 
sioners with reference to the establishment of 
a health unit. 

The scientific program consisted of two 
papers, one by Dr. Henry Fuller of Mulberry 
on “Some Aspects of Pernicious Anemia” and 
the other by Dr. W. W. Shafer of Haines 
City on “Medical Practice in the Horse and 
Buggy Days.” << e * 

VOLUSIA COUNTY MEDICAL SOCIETY 
The first fall meeting of the Volusia Coun- 

tv Medical Society was held at Branandale, 
just north of New Smyrna Beach on the even- 
ing of October 10. There was no formal pro- 

gram but those attending held a round table 
discussion on cases attended this summer. 

Dr. L. V. L. Brown, vice president of the 
Volusia County Medical Society, presided 
over the regular monthly meeting of that 

organization held Tuesday evening, Novem- 
ber 14, at Stetson Commons, DeLand. A 
planked steak dinner was served before ad- 
journment to the lounge for the business and 
scientific session. 
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ABSTRACT DEPARTMENT 

Members of the Florida Medical Association who 
have had articles published in out-of-state medical 
journals are requested to forward such journals or 
reprints to Box 1018, Jacksonville, for abstracting 
in this department. 

Physiological Effects of Radiation. I. A Study 
of the in Vitro Effect of High Fever Temper- 
atures upon Certain Experimental Animal 
Tumors, JArESs, JoHN J., Rochester, N. Y. 

(now of Lakeland, Fla.), and WaArRREN, 

StraFrorpD L., Rochester, N. Y., Am. J. Roent- 

genol., 41: 685-708 (May), 1939. 

In the first of a series of studies on the 
effect of heat and roentgen radiation on nor- 
mal tissues and varied types of tumors the 
authors give the results of their experimenta- 
tion on several animal tumors with high fever 
temperatures in vitro. This type of experimen- 
tation has been performed before but only 
with temperatures in excess of those consistent 
with human life and under only very simple 
experimental conditions. 

Sections of tumor under closely controlled 
conditions were subjected to various heat 
levels and for varied periods of time and were 
then transplanted into healthy animals. 

The thermal death time for mouse sarcoma 
180 was found to be 15 hours at 41.5 degrees 
C. and 8 hours at 42 degrees C. and for the 
rat carcinoma 13 and 7 hours respectively. 
Using the suspension method for the Jensen 
sarcoma the thermal death time was 10 hours 
and 4 hours at the previously mentioned heat 
levels and for the Brown Pearce rabbit epi- 
thelioma 20 hours at 42 degrees C. 

Sublethal exposures show cellular damage 
both histologically and in the increased prolon- 
gation of the appearance time. 

There is no permanent alteration in growth 
characteristic if the tumor starts growing. 

Paraduodenal Hernia, Snyper, J. W., Miami, 

Surgery 5: 389-397 (Mar.), 1939. 

Snyder reports a case of paraduodenal her- 

nia, an extremely rare condition probably of 
embryological origin. 

The patient, an active tubercular 51 years of 
age, had for four years complained of severe 
abdominal colic after meals, relieved to some 

extent by heat, enemas and the knee-chest 
position. On April 6, 1938, phrenic exeresis 
was performed. Seventeen days after this the 

_— 2 
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patient complained of severe abdominal pain 
unrelieved by enemas. Emesis and gradual 
abdominal distention ensued. X-ray revealed 
dilated loops of ileum with fluid levels. 

The abdomen, at operation, contained no 
intestines, only a tense mass resembling an 
ovarian cyst, beneath the surface of which in- 
testines could be seen. The mass was opened 
and intestines allowed to extrude through the 
sac. The intestines were then reduced through 

the neck of the sac and the anterior margin 
of the neck was sutured to the posterior ab- 
dominal wall. Two days after operation the 
patient developed a consolidation of the right 
base, terminating in death. 

The author discusses at length the various 
theories of origin and gives adequate descrip- 
tions of the two main types. 

Preoperative diagnosis is based on the his- 
tory of repeated attacks of abdominal colic 
with soreness and distention; visible peristal- 
sis and a palpable, resonant, gurgling, bal- 
loon-like tumor in the lower abdomen and 
later involving the entire abdomen. X-ray 
examination is of paramount value, in that 
the intestines appear clumped as though “con- 
tained in a bag.” 

Isolated Injury of the Mesentery Without Per- 

foration of the Abdominal Wall, Owens, W. 

Duncan, Miami Beach, and McCriamrocn, 

J. M., Miami, Surgery, 6: 74-75 (July), 1939. 

A two year old child was admitted to the 
hospital in profound shock with a history of 
having been struck in the abdomen by cement 
blocks from a collapsing wall. The picture was 
one of acute intra-abdominal hemorrhage 
probably from a ruptured spleen. 

On opening the abdomen 200 cc. of blood 
was suctioned out along with numerous large 
clots. The spleen, liver and other organs were 
intact. Exploration of the small intestine re- 
vealed a laceration in the mesentery through 
both leaves at the mid-portion. The lacera- 
tion was 15 cm. long and there were various 
bleeding points. These were tied and the la- 
ceration repaired. 

The postoperative course was stormy but 
caused no real concern and the child is now 
in good health. 

The authors warn against undue delay in 
operative interference when dealing with 
these cases. 
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WOMAN’S AUXILIARY 
TO THE 

FLORIDA MEDICAL ASSOCIATION, INC. 

OFFICERS 
Mas... C, Tuamant, Pets oo osccsccevccccess Orlando 
Mrs. Gorpon H. Ira, First Vice President... .Jacksonville 
Mrs. F. W’. Kruecer, Second Vice President So. Jacksonville 
Mrs. Joun HatFietp, Corr nding Secretary..Orlando 
Mrs. Henry Leroy OetyENn ecretary-Treasurer. Leesburg 
Mrs. Crayton E. Royce, Historian.......... Jacksonville 
Mrs. Epwarp Jerks, Historian.............. Jacksonville 

COMMITTEE CHAIRMEN 
Mrs. Joun A. Pines, Press and Publicity....... Orlando 
Mrs. Leicu F. Roprnson, Hygeia.......... ‘t. Lauderdale 
Mrs. Rosert D. Fercuson, Public Relations........ Ocala 
Mrs. S. M. Coperanp, Legislation ............ Jacksonville 
Mrs. Gorpon H. Ira, Program............--+ Jacksonville 
ee ee ee rrr Lakeland 
Mrs. ti, W. McMurray, Exhibits.......... Ft. Lauderdale 
Mrs. Watter A. WEED, Archives...........-.. Lakeland 
Mrs. F. W. Kruecer, Organization........... Jacksonville 

DISTRICT CHAIRMEN 
Mrs. G. C. Tittman, North Central “B” ....... Gainesville 
Mas. E. W. Vear, Northeast “C” ......cccc0e> Jacksonville 
Mrs. W. W. Harpen, Southwest “D” ...... St. Petersburg 
Mrs. Frank D. Gray, South Central “E” ........ Orlando 
Mas. H. A. Leavitt, Southeast “F” ............:. Miami 

DISTRICT MEETINGS 

The third annual meeting of the North 
Central Medical District was held in Ocala, 
October 26, 1939. After registration the 
ladies were taken for a delightful trip in the 
glass bottomed boats at Silver Springs then 
to the Highlands Hotel where tea was served 

and a business meeting held. 

Mrs. L. C. Ingram was present and gave a 

very interesting talk on her plans for the work 
of the auxiliary. 

At seven o'clock the ladies joined the doc- 
tors at the Marion Hotel for dinner. 

x ok Ox 

The meeting for the South Central Medi- 

cal District was held in Sanford, Thursday, 
November 9, 1939. The program was car- 
ried out as scheduled, a most delightful fea- 

ture being the boat ride to Lemon Bluff. 

On the boat delicious refreshments were 
served and a business meeting was held. As 

there are few local auxiliaries in this district, 

Mrs. Ingram’s suggestion that they have a 

district organization was very favorably re- 
ceived and officers for the remainder of the 

year were elected. Mrs. Julian N. Tolar, 
Sanford, will act as president and Mrs. W. 

C. Page, Cocoa, secretary-treasurer. 

Later the ladies and guests joined the doc- 
tors at the Mayfair Hotel for cocktails and a 
buffet supper. 

This, being the last of the District meet- 

ings for 1939, completes the first year for 

— 
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the Woman’s Auxiliary District meetings. 
From the splendid attendance, the delightful 
entertainment provided at each meeting, and 
the many complimentary remarks heard for 
new plans, it is very evident that this new 
venture will become very popular and profit- 
able, especially with ladies who are not as- 
sociated with local County Auxiliaries. 

* K * 

TO ALL COUNTY LEGISLATIVE CHAIRMEN 

I am passing on to you the suggested pro- 
gram from our National chairman, Mrs. Ar- 

thur A. Herold, with the hope that each coun- 

ty auxiliary will cooperate in making the 
legislative department this year one of out- 
standing interest and education to all mem- 
bers. If we do nothing more than educate 
ourselves along the lines of legislation, it will 
be a step forward in our work. Please re- 
port to me any activities that you sponsor so 
that I may include them in my report to Mrs. 

Herold at the close of the year. 
Looking forward to hearing from you and 

with very best wishes for your success I am, 
Faithfully yours, 

Minnie R. Copeland, (Mrs. S. M.) 
Chairman State Legislation. 

1. Objective : 
1. Self Education. 
2. Intelligent cooperation with your local Medical 

Society. 
3. Education of the public. 

2. Plan: 
1. Self Education. 

(a) Study groups specifically studying pending 
Federal legislation, with special stress laid 
on “The Wagner Health Bill.” 

(b) Every Auxiliary meeting alloting time for 
“Medical Current Events.” 

(c) Constant reading of your A. M. A. Journal 
and respective State Medical Journals. 

(d) Keep file of newspaper clippings and pamph- 
lets pertaining to medical legislation. 

2. Intelligent cooperation with your Medical Society. 
(a) Alert and wide awake Auxiliary membership. 
(b) Every Auxiliary member registered. 
(c) Every Auxiliary member voting. 
(d) With approval of your State and local Medi- 

cal Society make contacts with your Con- 
gressmen and Senators. 

3. Education of the public. 
(a) Request that doctors furnish “Speakers”’ 

of those especially interested in and well 
informed on “Medical Economics.” Suggest 
that our auxiliary members make engage- 
ments for doctors to speak on programs of 
P.-T. A. groups and all other clubs, especial- 
ly the men’s luncheon clubs. 

(b) Encourage your members to affiliate with 
other clubs and to serve as officers on their 
boards, for then they may ask that authentic 
information on health be presented at their 
club meetings. This phase of your work 
should be worked out in cooperation with 
your Chairman of Public Relations. 

Why LAcTOGEN” 
Is so easy for 

Infants to Digest 

WO steps are taken so that Lactogen, 
, which is made from cow’s milk, may 
closely approximate woman’s milk insofar 
as digestibility is concerned. 

One of these steps is to subject the modi- 
fied milk to the process of homogenization. 
In this process the milk is forced by a high 
pressure pump through very fine passages 
in which friction and shearing action break 
up the fat globules as shown by the follow- 
ing photomicrographs. 

COW’S MILK FAT GLOBULES 
aee~ ais 

Before Homogenization After Homogenization 

Any difficulties in digestion caused by the 
physical characteristics of the fat of cow’s 
milk are thus obviated by this process. 

Because of this reduction in the size of the 
fat globules which renders the fat of cow’s 
milk more readily digestible, Lactogen con- 
tains the full amount of fat that a proper 
formula for infants should have. Further, 

this is entirely milk fat, not vegetable or any 
other substitute fat. The infant’s need for 
milk fat is, therefore, fully met with this 

one easily digestible food. 

No laity advertis- 
ing. No feeding 
directions given ex- 
cept to physicians. A) 

spRiv i 4 

COWs 4irq MODIFIES 

Na ‘ os" 

For free samples of Lactogen 
& and literature, mail your profes- 

sional blank to Lactogen Dept. 

NESTLE’S MILK PRODUCTS, Inc. 
155 East 44th Street... New York, N. Y. 
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THE TUCKER SANATORIUM, Incorporated 
212 West Franklin Street (Corner of Madison) RICHMOND, VIRGINIA 
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Private Sanatorium for neurological cases under the charge of Drs. Beverley R. Tucker, 

Howard R. Masters and James Asa Shield. Department of Physiotherapy. 
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located on one of Orlando’s beautiful lakes and 
encircled by shaded lawns and orange groves, 
offers a cheerful, homelike atmosphere that in- 
duces rest and relaxation for the convalescent 
and the nervously fatigued individual seeking 
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for those able to engage in them, and the best 
of nursing care by skilled professional nurses. 
Member of American Hospital Association. 
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(c) Emphasize whenever you hear “Socialized 
Medicine” discussed, the fact that preventive 
medicine—not mere spending of money, is of 
importance. There is no such thing as free 
medicine—you pay for it in taxes. Make 
argument specific rather than general, for 
remember, a person is always more inter- 
ested in what concerns him personally. 

COUNTY AUXILIARY MEETINGS 
POLK COUNTY AUXILIARY 

Submitted by Mrs. J. R. Boulware 

The Auxiliary to the Polk County Medical 
Society held a dinner meeting at the Lake 
Region Hotel in Winter Haven, November 
11, 1939. Mrs. C. H. Murphy of Bartow, 
who presided, urged all members to support 
the Tuberculosis Christmas seal sale, keeping 
in mind the benefit to Camp Miller. 

Mrs. R. L. Cline read a news letter from 
the Auxiliary Bulletin and Mrs. R. H. Mooty 
of Winter Haven read an article on “Hygeia” 
from the same magazine. Attention was 
called to the American Medical Association’s 
broadcast over NBC, Thursday afternoons 
at 4:30, on “Medicine in the News.” 

Those present were Mrs. C. H. Murphy, 
Bartow; Mrs. Eugene Meneray, Mrs. S. Al- 
len Clark, Mrs. John Jares, Mrs. R. L. Cline, 
Lakeland; Mrs. F. E. Irons, Mrs. Ivan Gess- 

ler, Mrs. W. T. Simpson, Mrs. R. H. Mooty, 
Winter Haven; and Mrs. W. W. Shafer, 

Haines City. 
x * x 

DUVAL COUNTY AUXILIARY 

The October meeting of the Woman’s Aux- 
iliary to the Duval County Medical Society 
was held in the home of Mrs. S. R. Norris, 
1853 Edgewood Ave., with Mrs. Luther W. 
Holloway and Mrs. E. C. Swift, as co- 

hostesses. 
Mrs. C. E. Royce, president, presided. Mrs. 

John F. Lovejoy, Public Relations Chairman, 
announced that a Health Institute would be 
held again next spring with a number of 
prominent speakers appearing on the program. 
An effort will also be made to sponsor pro- 
grams in some of the outlying districts and at 
the Woman’s Club. 

Mrs. J. W. Hayes, Philanthropic Chair- 
man, outlined a number of activities that will 
be undertaken by her committee. She stat- 
ed that Mrs. Louie Limbaugh and Mrs. 
Eugene Simmons had prepared the menu for 
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CLEAR LAKE LODGE 
1500 Rio Grand Ave. 
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GYNECOLOGY—Two Weeks’ Course April 15, 
1940. One Week Personal Course Vaginal Ap- 
proach to Pelvic Surgery, April 8, 1940. 

OBSTETRICS— Two Weeks’ Course April 29, 
1940. Informal Course every week. 

OTOLARYNGOLOGY —Two Weeks’ Course 
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OPHTHALMOLOGY—Two Weeks’ Course start- 
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the doctors at the last meeting of the Duval 
County Medical Society. The Auxiliary 
voted to donate $25.00 for this department 
during the coming year. 

Mrs. S. R. Norris, introduced the guest 
speaker, Dr. Edward Jelks, who gave an edu- 
cational address on State Medicine. Doctor 
Jelks stated that it was the purpose of the 
medical profession to raise the standard of 
medical practice and paid high tribute to the 

present system now in use in the United 

States. He said that State Medicine is a 

subject worthy of deepest thought and con- 

sideration and illustrated with diagrams and 

figures the importance of studying this sub- 

ject well before drawing conclusions as it 

might seriously affect the great masses. 

At the close of the meeting members were 

invited into the dining room where delicious 

refreshments were served from an attractive- 

ly appointed table overlaid with a beautiful 

white embroidered linen cover and centered 

with a lovely arrangement of yellow crysan- 

themums in a flat crystal bowl surrounded 

with yellow crystal bubbles. Tall lighted 

tapers in twin crystal candelabra stood on 

either side. Mrs. C. E. Royce poured. About 

forty members and guests were present. 

BOOKS RECEIVED 

DO YOU WANT TO BECOME A DocTOR? By Morris FISHBEIN, 

M.D., Editor Journal of American Medical Association. 

For the young man about to enter college and for the 

medical student this book surveys the whole field of 

medicine today, describing in detail the several stages 

of academic preparation, and offering much practical 

advice on the opportunities, work and obligations in 

general medical practice and in certain related pro- 

fessions. It is strictly up to date, taking cognizance of 

the changing social, legislative and economic factors 

which are affecting the medical profession more and 

more. The high-school senior will find here a complete 

synopsis of the required training for becoming a doctor. 

He is told how to select a college and the courses of 

study best. suited to his purpose. The essentials of a 

good medical school are defined; followed by a list of 

every approved medical school in the U. S. A. and 

Canada. Comparative costs under varying circumstances 

are considered. The important postgraduate work of the 

intern is fully discussed. A final chapter covers medical 

organizations and their relation to the physician and the 

public. Cloth. Pp. 176. Price $1.50. New York: 

Frederick A. Stokes Co., 1939. 
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Brawner’s Sanitarium 
SMYRNA, GEORGIA 

(Suburb of Atlanta) 

For Nervous and Mental Disorders, Drug and 
Alcohol Addictions. 

Approved diagnostic and therapeutic methods. 

Hydrotherapy, Electrotherapy, Massage, X-Ray 
and Laboratory. 

Special Department for General Invalids and 
Senile cases at Monthly Rates. 

James N. Brawner, M.D., Medical Supt. 

Avsert F. Brawner, M.D., Resident Supt. 

PHYSICIANS CASUALTY ASSOCIATION 
PHYSICIANS HEALTH ASSOCIATION 

cuanest 
SICKNESS 

(50,000 POLICIES IN FORCE) 
Liberal Hospital Expense Coverage for $10.00 per year 

F 
$5,000.00 accidental death $33.00 

$25.00 weekly indemnity, accident and sickness per year 

$10,000.00 accidental death — §4¢'00 
$50.00 weekly indemnity, accident and sickness per year 

$15,000.00 accidental death 599,00 
$75.00 weekly indemnity, accident and sickness per year 

37 years under same management 

$1,700,000 INVESTED ASSETS 
$9,000,000 PAID FOR CLAIMS 

$200,000 deposited with the State of Nebraska for 
protection of our members 

Disability need not be incurred in line of duty—benefits 
from the beginning day of disability 

Send for application, Doctor, to 

400 First National Bank Building . Omaha, Nebraska 




