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Laryngofissure and Laryngectomy in Treatment 

of Intrinsic Carcinoma of the Larynx 

J. Brown Farrior, M.D. 

TAMPA 

Introduction 

Hoarseness is, fortunately, a very early sign of 

intrinsic carcinoma of the larynx. [If such a cancer 

is removed at this early period, the possibility of 

a permanent cure is excellent. Some statistics 

report as high as 95 per cent five year cures. 

Even relatively late in the course of the disease, 

surgical removal will produce a five year cure in a 

majority of cases, as these lesions are usually 

slow growing and tend to remain localized within 

the cartilaginous box of the larynx. Although 

intrinsic carcinoma of the larynx is a curable dis- 

ease, the statistics of the Florida State Board of 

Health reveal that, during the last seven years, 

there have been 195 reported deaths from cancer 

of the larynx. This relatively high number of 

deaths has occurred for three reasons; first, the 

failure of the patient to recognize the significance 

of hoarseness as a possible sign of cancer; secondly, 

the failure of the physician to recognize the sig- 

nificance of hoarseness as a sign of cancer; and, 

thirdly, the willingness of the patient and the 

physician to accept cancer as an incurable disease. 

Any patient with hoarseness persisting for 

more than two weeks should have an indirect 

laryngoscopic examination, for this simple office 

procedure will exclude or indicate the possibility 

of a carcinoma. Fortunately, patients with hoarse- 

ness will consult a physician within the first few 

weeks. If a laryngoscopic examination is done 

and the carcinoma discovered, there will result a 

high instance of cures. If, on the other hand, the 

patient is reassured and given home remedies, the 

carcinoma will continue to grow until, at the time 

of the patient’s second examination, it has often 

become incurable. 

Surgery Versus Radiation Therapy 

The treatment of choice for intrinsic carcinoma 

; From the Tumor Clinic, Tampa Municipal Hospital, Tampa, 
la. 

_ Read before the Southeastern Medical District Meeting, 
West Palm Beach, Oct. 22, 1948, 

of the larynx is surgical removal. 

It was once hoped that fractionated radiation 

therapy would cure intrinsic carcinoma of the 

larynx. Hayes Martin' of the Memorial Hospital, 

New York City, has given a classical summary 

of present day opinion on this subject. 

During the past fifteen years, there has been a 
great deal of partisan, and often prejudiced, 
discussion as regards the most effective method 
of treatment of cancer of the larynx... . 

Fractionated radiation therapy for cancer of 
the larynx brought about some promising initial 
results and formerly it was hoped and firmly be- 
lieved by many that, with further experience and 
refinements in technique, the method would com- 
pletely supplant surgery in the treatment of this 
disease. Such early hopes have not been sus- 
tained by the experience of the past twenty years. 
Radiation therapy will cure a small percentage of 
cases of laryngeal cancer, both extrinsic and in- 
trinsic. This method of treatment, however, is 
uncertain and fraught with serious complications 
that may arise at any time, even years following 
completion of therapy. 

At the present time, it can be stated without 
question that surgical treatment (partial or total 
laryngectomy) will cure a higher percentage of 
cases of both extrinsic and intrinsic laryngeal 
cancer than will radiation therapy, provided the 
growth is in an operable stage. .. . 

Indications 

The indications for laryngeal surgery in in- 

trinsic carcinoma of the larynx are dependent upon 

the type and extent of the carcinoma: 

1. Laryngofissure is indicated when the carci- 

noma is limited to a single vocal cord without 

fixation of that cord. Clerf, Putney and O'Keefe’ 

stated that in early carcinoma of the larynx (fig. 

1A), when the carcinoma is limited to the mid- 

segment of the vocal cord, laryngofissure should 

result in better than 95 per cent five year cures. 

2. Laryngofissure is still indicated when the 

lesion involves the anterior end of the vocal cord 

(fig. 1B) or even extends to the anterior end of 

the opposite cord, utilizing either the “anterior 

commissure” technic advocated by Jackson or 

the “window” technic advocated by Kemler.* 

Jackson‘ reported 80 per cent five year cures in 
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Fig. 1—A. Laryngofissure should give better than 95 per cent five year cures in lesions of carcinoma of the larynx 

similar to the lesion shown here. 

B.—Laryngofissure will result in about 80 per cent five year cures when the lesion involves the anterior commissure. 

Fig 2—These photographs illustrate ideal cases for total laryngectomy. In all operable cases, laryngectomy should g q 

give 60 to 70 per cent five year cures. 

a series of 59 cases of laryngofissure. 

3. Total laryngectomy is indicated when the 

lesion extends posteriorly to result in fixation of 

the arytenoid (fig. 2C). Total laryngectomy is 

also indicated when it involves both vocal cords 

extensively or extends into the subglottic region 

(fig. 2D). Jackson reported 69 per cent five 

year cures in a series of 42 cases of laryngectomy. 

Surgical Technic 

In Tampa, fortunately, there is an excellent 

medical photographer. His kodachrome slides of 

recent surgical cases illustrate the technic of 

laryngofissure and total laryngectomy. 

Laryngofissure 

In a laryngofissure, the larynx is exposed 

through a vertical midline incision. After cocaini- 

zation of the larynx through the cricothyroid 

membrane, the thyroid cartilage is cut in the 

midline, or slightly to the side of the unaffected 

vocal cord. The larynx is then opened with 

cartilage hooks, exposing the interior of the larynx 

The entire affected side of the larynx is then 
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dissected subperichondrially from the inner sur- 

face of the thyroid cartilage to the most posterior 

extent of the cartilage. The dissection is carried 

superiorly and inferiorly to obtain a wide margin 

of healthy tissue surrounding the carcinoma. The 

mass of free tissue is then clamped at its upper 

and lower extent and cut free from the adjacent 

tissue. Then, with curved scissors, the cord is 

severed posteriorly from the arytenoid cartilage. 

Hemostasis is secured by ties and electrocoagu- 

lation, in order to avoid any postoperative intrinsic 

bleeding. When adequate hemostasis is secured, 

the larynx is closed, utilizing interrupted sutures 

in the external perichondrial tissue. The skin is 

closed in a vertical midline incision without the 

use of a tracheotomy tube. If hemostasis has 

been adequate, the postoperative course is usually 

uneventful. 

In its effect upon the patient for the operative 

and immediately postoperative period, laryngo- 

fissure may be compared to a tonsillectomy for 

which a local anesthetic is used. The operation it- 

self is performed under local anesthesia, with mi- 

nor discomforts comparable to those of the ton- 

sillectomy so performed. In the immediate post- 

operative period, there is some difficulty in swal- 

lowing and some pain, but the postoperative pain 

and discomfort are not nearly as severe as in the 

tonsillectomy. In the first postoperative months, 

the patient talks with a forced whisper, which is 

adequate for communication. Later in the post- 

cperative period, there develops a cicatricial band, 

which simulates the true vocal cord, and the 

patient eventually has a fairly adequate voice. 

In summary, the laryngofissure is usually an 

uneventful surgical procedure, which offers an 

excellent opportunity of permanent cure of an 

otherwise fatal disease. 

Total Laryngectomy 

With the patient under intratracheal anes- 

thesia, the larynx is exposed through a vertical 

midline incision, extending from well above the 

hyoid bone down to the substernal notch. The 

sternohyoid muscles are retracted, exposing the 

lateral surfaces of the larynx. The thyrohyoid 

muscles are removed, skeletonizing the external 

surface of the larynx. The superior laryngeal 

artery is ligated. The thyroid gland is cut at 

midline and sutured for hemostasis. The trachea 

is then dissected free and cut between the cricoid 

cartilage and the first tracheal ring. Posteriorly. 

the mucous membrane covering the lower half 

of the cricoid cartilage is saved to facilitate clos- 
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ing. At this point, a new intratracheal tube is 

inserted into the tracheal stump and brought out 

under the surgical drapes. 

The larynx is then reflected first to one side 

and then the other, and the attachments of the 

inferior constrictor of the pharynx are severed. 

The larynx is dissected upward, with dissec- 

tion of the mucous membrane off the pos- 

terior surface of the larynx up to the arytenoid 

cartilages. The larynx is then replaced in its 

bed and cut free from the hyoid bone, and the 

thyrohyoid membrane is cut superiorly. The 

larynx is again elevated and cut free from the 

mucous membrane of the hypopharynx. The 

superior cornua of the thyroid cartilages are cut 

and left in position. The larynx and epiglottis 

are removed simultaneously. The middle section 

of the hyoid bone is removed to permit a better 

closure of the hypopharynx and soft tissues. With 

the hypopharynx open, a nasal feeding tube is 

inserted into the esophagus. The hypopharynx 

is closed in T shape with a double layer of iu- 

testinal sutures. At this point, the wound is 

thoroughly irrigated in an effort to remove all 

possible contamination which may have been 

introduced into the wound from the hypopharynx. 

The tracheal stump is then sutured to the sur- 

rounding skin. The soft tissues are closed, layer 

by layer, and the skin closed with a small split 

drain, extending into the angles of the wound. 

The tracheotomy tube is left in position for the 

immediate postoperative period. A sea sponge 

is placed over the incision and adjacent soft tis- 

sues, and a pressure bandage is applied to facili- 

tate obliteration of any dead spaces and to insure 

healing by primary intention. 

In the immediate postoperative period, the 

patient is placed in Sims’ position to facilitate 

drainage from the trachea. Periodic suction is 

used as needed. He is kept on a full course of 

penicillin and sulfadiazine therapy. For the first 

three or four days postoperatively, he is fed 

through the nasal feeding tube. Thereafter, the 

feeding tube is removed, and he is able to swallow 

food through normal channels. Where, formerly, 

postoperative pulmonary complications and _fis- 

tula were relatively frequent, these have been 

practically eliminated by adequate obliteration of 

dead space and penicillin and sulfadiazine therapy. 

Operative mortality is minimal. 

Rehabilitation 

The electrolarynx has greatly facilitated the 
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rapid rehabilitation of the laryngectomized patient. 

He begins its use on the seventh postoperative 

day and, with the minimal of instruction, finds 

it a valuable means of communication. In all 

patients, it is extremely useful in the interval be- 

tween the time of surgery and the time that the 

patient can learn eructus speech. Although eruc- 

tus speech is rude, it is an effective means of 

communication. 

Contrary to the consensus among the laity, 

and medical personnel as well, laryngectomized 

patients are usually happy patients and rapidly 

adjust to the inconveniences of their malady. 

Having been relieved of the anxiety of impending 

death from carcinoma and, at times, having been 

relieved of their air hunger, these patients are 

more frequently exhilarated than they are de- 

pressed. They are always extremely happy for 

their additional years and will often take pride 

in showing their new methods of speech and 

communication. 

Summary 

It is the responsibility of the practicing phy- 
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sicians to educate their patients to the significance 

of hoarseness as an early sign of carcinoma of the 

larynx. 

Any patient, regardless of age, with hoarseness 

persisting for more than two weeks, should have 

a laryngoscopic examination. 

Surgical removal of carcinoma of the larynx 

is the treatment of choice and offers the highest 

percentage of permanent cures. 

The incidence of 49 reported deaths from 

cancer of the larynx in Florida in 1947 is indica- 

tive of grave shortcomings in clinical cancer 

service. It is my hope that knowledge of the fact 

that early intrinsic carcinoma of the larynx is a 

curable disease will reduce this mortality. 
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A Type of Anesthesia in Herniorrhaphy 

with Reference to the Aged 

JosePpH L. SELDEN, Jr., M.D. 

FORT MYERS 

We who practice on the West Coast of Flor- 

ida also practice in the geratic domain of the 

nation. Many elderly persons have hernias of 

various types, in addition to their arthritic, arte- 

riosclerotic and cardiac conditions. Any elective 

surgery in this age group requires careful pre- 

operative preparation. Much too often, however, 

we are called in to see these unfortunate patients 

anywhere from twelve to forty-eight hours after 

a strangulation of the hernia has occurred; and 

there you have before you a situation in which, 

if the call had only been put off a little longer, 

the mortician would have been in order, and you 

would have been saved much grief and sweat. 

You are confronted with the problem of how you 

can handle this very sick patient and whether 

you will be able to relieve him of his condition 

successfully. Foremost is the question—what 

Read before the Southwest Medical District Meeting, Bra- 
denton-Sarasota, Oct. 20, 1948. 

type of anesthetic can be administered with the 

least deleterious effect? 

You gentlemen in the metropolitan areas are 

fortunate enough to have on your hospital staffs 

trained anesthetists. Some of them practically 

breathe for the patient, and you are relieved of 

a great deal of that burden as you gingerly place 

the problem in the lap of the anesthetist. We in 

the smaller communities who have to depend on 

the good graces of our colleagues, or whomever 

we can collar to give the anesthetic, are con- 

fronted with a grave situation. 

Classification of Anesthetic Risks 

In reviewing the literature, I found a classifi- 

cation of anesthetic risks which is similar to the 

scale presented by the American Heart Association 

in classifying cardiac conditions, namely, grades 

I, I, II and IV. 
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Grade I. Good risk. 

Grade II. Fair risk with one or more adverse 

factors present but nothing serious. 

Grade III. Poor risk. Prepare the patient 

carefully for operation, choosing the least opera- 

tive procedure that will give the needed relief. 

Select the anesthetic drug with special regard 

to the patient’s condition. 

Grade IV. Grave risk with the patient so 

seriously ill that death is likely unless the down- 

ward progress is quickly reversed. 

In applying this classification all conditions 

of the patient, medical and surgical, are con- 

sidered, including the operation to be performed. 

Thus a patient with a toxic thyroid would be a 

grade III risk, regardless of whether a thyroidec- 

tomy or the reduction of a fractured phalanx is 

proposed. 

Factors to be Evaluated 

In classifying the grade of risk, the following 

factors are evaluated: 

1. Age. Any patient over 55 years of age 

is automatically taken out of grade I. 

2. Debility. Physical weakness, moderate to 

severe, places a patient in grade II or III. 

3. Nutrition. Obesity is a handicap to breath- 

ing in the spinal and inhalation anesthesia, and 

also increases the trauma of an abdominal opera- 

tion. 

4. Pathologic loss of weight, causing the de- 

pletion of glycogen reserves, increases the hazard. 

5. The premonition of death augurs ill and 

increases the risk greatly. 

6. The cardiovascular system. If the patient 

is able to indulge in moderate activity without 

symptoms, no concern need be felt about the 

ability of the heart to withstand the slight extra 

load of the surgical procedure, provided the an- 

esthetic is properly administered. Otherwise the 

class II cardiac case corresponds to grade III an- 

esthetic risk. Class III cardiac cases correspond to 

grade IV anesthetic risks. Uncomplicated hyperten- 

sion only slightly increases the anesthetic risk. The 

anesthetic risk in cardiovascular cases has been 

greatly overemphasized, probably because of 

cardiovascular signs of death being mistaken for 

the primary cause of death. Heart failure has been 

written on many death certificates which might 

better have read “surgical shock, postoperative 

obstruction of the bowel, hemorrhage, asphyxia 

from respiratory obstruction or poisoning from 

overdose of anesthetic agent.” 
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7. Oxygen metabolism. Hypoxemia is the 

eternal problem to the anesthetist, because the 

anesthesia may depend upon interference with 

the cellular oxidation; and several of the inhala- 

tion agents tend to displace oxygen in the re- 

spiratory tract. Rectal, spinal and intravenous 

anesthesia often diminish the tidal respiratory 

volume to the point of producing varying degrees 

of hypoxemia. One of the most frequent blocks 

to the oxygen transportation is the blood itself. 

The importance of anemia in determining the 

anesthetic risk cannot be overestimated. Thirty 

minutes of administering the usual inhalation 

agents produces a significant reduction of the 

oxygen-carrying power of the blood. 

8. The risk in thyrotoxicosis is evaluated on 

the age of the patient, duration of the disease, 

loss of weight and failure to gain weight under 

treatment. 

9. Diabetes under control is a grade II risk. 

10. Hepatic insufficiency is important because 

of the detoxifying abilities of the liver. 

11. Renal insufficiency. Any operation in- 

creases the load on the kidneys. Renal function 

tests should be used to determine the grade of 

risk, 

Disadvantages of Anesthetic Agents 

In reviewing the available anesthetic agents 

commonly used today, one finds that each 

presents certain disadvantages and contraindi- 

cations. 

1. Ether has an irritant effect on the re- 

spiratory system, and its use is not advisable in 

patients having infections of the upper part of 

the respiratory tract or chronic pulmonary dis- 

eases. 

2. Chloroform offers a low margin of safety 

and has a toxic effect on the heart and liver. 

3. Cyclopropane has a tendency to depress the 

pulse, cause cardiac arrhythmia or sudden tachy- 

cardia. It is highly explosive and is safe only in 

the hands of a skilled anesthetist. 

4. Nitrous oxide is unsatisfactory, first be- 

cause of its poor relaxing qualities and secondly 

because in long periods of anesthesia there is a 

hypoxemia, which is to be avoided in hyperten- 

sive, arteriosclerotic and poor cardiovascular 

states. When it is used in such cases, a highly 

skilled anesthetist is greatly desired. 

5. Spinal anesthesia first presents the prob- 

lem of entry into the spinal canal, which is often 

difficult in an elderly patient, who is apt to have 

arthritic changes in that area. The sudden drop 
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in blood pressure following its admin‘stration is 

shocking to hypertensive and hypotensive pa- 

tients. It is not the method of choice in toxic 

or moribund patients. The danger of hypostatic 

pneumonia is increased as the patient must lie 

flat in bed for many hours postoperatively. 

6. Pentothal sodium is a respiratory de- 

pressant and is contraindicated in the presence 

of pulmonary diseases. Also as it is a barbiturate 

derivative and is detoxified in the liver, it should 

not to be used when hepatic conditions are present. 

After examining these agents, it is obvious 

that no one of them is suitable in every case of 

grade III or IV risks. 

Method Used 

Before discussing local infiltration, I should 

like to digress somewhat. Back in 1939 I had 

charge of a fifty bed hospital in the Liberian 

Hinterland. My staff consisted of native boys 

whose ability to speak English ranged from zero 

to pidgin. Only two in the group could even 

make a pretense at writing, and with each that 

consisted principally of drawing his name. These 

boys had been trained in haphazard fashion by 

my German and British predecessors. Needless to 

say, at the earliest possible time I d:sposed of 

most of this grcup and proceeded to take on a new 

group, each of whom I taught to jump through 

the hoop in my own fashion. I might say that 

in dealing with primitive people it is a waste of 

time to attempt to teach them the logic and 

reasoning behind the methods applied in carrying 

out any procedure. You get it across just by con- 

stant repetition of the act until you wear a 

groove in their thought pattern; thereby any 

procedure becomes a series of involuntary re- 

flexes with them. I made up one type of surgi- 

cal pack and regardless of what I did, I would 

open up the whole pack even though I would only 

use one or two forceps out of it. 

When I first began to operate, I attempted to 

use ether anesthesia. It was highly unsatis- 

factory. The first morning my native anesthetist 

slumped across the struggling patient half asleep. 

He had received most of the ether fumes. I can 

still see the ether can rolling across the floor. 

He next almost drowned the patient with fluid 

ether. It was too much of a worry to operate 

and watch the patient; so I quickly discarded 

the method. Spinal anesthesia was too expensive, 

as the operating fee was only 5 shillings and the 

hospital subsidy was very small. As long as I 

purchased my medical supplies in England and 
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Germany, I was able to get by comfortably, but 

the war quickly put an end to that source of 

supply, and drugs from America bought with 

shillings were too expensive, even though they 

were wrapped in pretty cellophane packages. 

Local anesthesia with me buying novocain in 

bulk and making up my own solution was my 

only way out. My recollection of herniorrhaphy 

attempted under novocain infiltration, as an in- 

tern and resident, were not too pleasant; in fact 

they were more vocal than local. With the 

injection of the fluid into the tissue you caused 

a distortion of the structures and landmarks. 

Attempting to work with these waterlogged tissues 

was very difficult; furthermore, you did not get 

very good relaxation of the patient’s abdominal 

wall and were continually fighting with yards of 

intestine. 

While in London I picked up a volume of the 

Kirschner Operative Surgery, in which the author 

gave a method of blocking off the intercostal 

nerves in the midaxillary line that resulted in a 

relaxed abdominal wall as well as a dry surgical 

field in which to work. The procedure is rel- 

atively simple. I give the patient as preliminary 

medication 3 grains of nembutal and H.M.C. 

no. 1. A series of skin wheals is made with 1 

per cent novocain solution, starting in the tenth 

intercostal space in the midaxillary line and 

extending down to the crest of the ilium. There 

are approximately three wheals made below the 

eleventh intercostal space. Then with a 1% 

to 2 inch needle approximately 10 cc. of 1 per 

cent novocain is injected in a fanlike manner 

at the site of these wheals down through the 

tissue into the muscle, blocking off the inter- 

costal nerves which descend around the body in 

an oblique manner supplying fibers to the mus- 

cles and skin of the anterior abdominal wall 

(fig. 1). 

When this procedure is finished, the next step 

is to block the ilioinguinal and the _ iliohypo- 

gastric nerves. These nerves pass downward and 

come close together just medially to the anterior 

superior spine of the ilium. They can be blocked 

by making a wheal just medial to the anterior 

superior spine of the ilium and through it mak- 

ing a series of injections into the underlying 

muscles in a fan-shaped pattern, having its apex 

at the anterior superior spine and the base in 

the general direction of the umbilicus. The 

first injection is passed down deep, adjacent to 

the iliac spine, the others fanning out in the 

muscle toward the umbilicus. Some surgeons ad- 
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Fig. 1—Blocking the nerves of the 

Fig. 2—Blocking of the iliohypogastric and ilioinguinal 

nerves. 

SELDEN: ANESTHESIA IN HERNIORRHAPHY 

anterior abdominal wall. 

vise picking up the spermatic cord as it passes 

over the pubic ramus and injecting it to block off 

its nerve. I have not found this to be necessary. 

In repair of bilateral hernias, the injections are 

done in a like manner on both sides, only carried 

up to the eighth intercostal space, and I usually 

repair them by using the Judd incision, which 

is a transverse low abdominal incision, similar 

to Pfannenstiel’s (fig. 2). 

After the injection, I usually wait about five 

minutes to allow the anesthetic to take effect 

before operating. I have used this method in 

over 500 cases, both here and in West Africa, 

and have had only one failure, this being a novo- 

cain reaction. The ages of the patients in this 

series ranged from a premature infant 6 months old 

to a blind woman aged 80. 

On one occasion I used this type of anesthesia 

for an exploratory laparotomy with fair success. 

Summary 

A method of inducing anesthesia by local 

infiltration of the anesthetic agent is described 

in which the blocking off of the intercostal 

nerves in the midaxillary line provides a relaxed 

abdominal wall and a dry surgical field in which 

to perform herniorrhaphy. 

A series of more than 500 cases is reported in 

which this method was successfully used, partic- 

ularly in the aged. 

416 Richards Professional Building. 
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A Plan of Conservative Management 

Eclampsia, perhaps, offers a challenge as to 

management which no other obstetric problem 

presents, for the welfare of the fetus as well as 

that of the mother must be considered. It is 

still one of the leading causes of maternal death. 

Management of antepartum eclampsia is two- 

fold, for that of the pregnant state as distinguished 

from the eclamptic state is a major problem 

when labor is not established spontaneously with- 

in a short time of control of the convulsions. 

Plans for management are somewhat varied, 

but there is a general trend toward the more 

conservative approach. It seems that too often 

there is lacking consistency, because of the varied 

views presented by authorities in the field of 

obstetrics. There is no single, well established 

plan. 

The regimen herein outlined is based on the 

following: (1) conservative management; (2) 

adapting the various steps in management to 

the individual patient, with elimination of routine 

orders; and (3) close personal supervision. 

Previously presented were 151 consecutive 

cases of eclampsia, in which series there were no 

deaths.’ To these have been added 6 cases seen 

in consultation and 3 handled personally, making 

a total of 160 cases. In this enlarged series, 

there was 1 death, occurring in a case of intra- 

partum eclampsia in which the patient was re- 

ferred to my service in the immediate postpartum 

state, in coma and moribund. The maternal 

mortality rate is, therefore, .62 per cent. Of the 

160 cases, 86, or 57.7 per cent, are classed as 

antepartum eclampsia as distinguished from in- 

trapartum and postpartum eclampsia. There 

were no maternal deaths in the 86 cases of ante- 

partum eclampsia handled by the conservative 

plan of treatment employed in these cases. 

My associates and I recognize five stages of 

management of antepartum eclampsia: (1) the 

convulsive stage, (2) the postconvulsive stage, 

(3) the controlled eclamptic stage, (4) the in- 

trapartum stage, and (5) the postpartum stage. 

Formerly of Charity Hospital and Louisiana State Uni- 
versity Medical Center, New Orleans. Now with the Watson 

inic, Lakeland. 
Read before the Northwest Medical District Meeting, Live 

Oak, Oct. 18, 1948, 

of Antepartum Eclampsia 

S. L. Watson, Jr., M.D. 

LAKELAND 

Management of the Convulsive Stage 

When a case presents itself on our service in 

which there is a history of convulsive seizures, 

our first concern is the control of these convulsive 

attacks, this being done even before the diag- 

nosis is established, for regardless of their eti- 

ology, we believe that seizures should be con- 

trolled. Sedation should be carried to the point 

of controlling seizures but not deep enough so 

that the patient cannot be aroused. The patient is 

given 4 grain of morphine and 5 grains of 

luminal sodium hypodermically on admission. 

It may be stated here that we object to the use 

of heavy or intravenous sedation. The sedative 

effect of sodium amytal, for example, is rapidly 

depressing and predisposes the patient to pul- 

monary edema and sudden drop in blood pressure 

which tends to decrease the urinary output. 

Furthermore, the effect of heavy sedation on the 

fetus must be considered. The purpose of seda- 

tion should be the control of subsequent con- 

vulsions and not the control of a seizure in prog- 

ress for these seizures are of such duration that 

by the time sedation is prepared, the convulsion 

is usually over. 

If within fifteen minutes the patient seems to 

be irritable or a convulsion recurs, 4% to %4 grain 

of morphine may be given hypodermically. If at 

the end of another half hour, hyperirritability is 

still present, we use 20 cc. of 10 per cent mag- 

nesium sulfate solution injected slowly into a 

vein. For prolonged sedative effect, luminal 

sodium is repeated in doses of 2 to 5 grains in 

order to control restlessness, this being given 

hypodermically. 

A patient should not be disturbed for the 

purpose of physical examination for a period of 

approximately an hour after therapy has been in- 

stituted, since even minor disturbances may be 

enough to cause increased irritability. During this 

period, the patient is placed in a quiet, darkened 

room and side boards are attached to the bed, but 

no forcible restraint should be used. Mouth gags 

are available in order to prevent damage to the 

tongue and buccal mucesa should a convulsion 

recur. Oxygen may be easily administered by 
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nasal catheter, and it is wise to have available 

a suction machine in order to aspirate mucus 

from the nasopharynx. 

A blood pressure cuff is placed about the arm 

on admission in order that the patient will not 

be disturbed as the blood pressure is checked 

every fifteen minutes for the first hour, and 

thereafter,,every half hour until convulsions are 

completely controlled. 

Establishment of a diagnosis is accomplished 

by a careful history to rule out previous seizures, 

with recent complaints elicited from a responsi- 

ble person. A physical examination should be 

made with speciai attention to blood pressure, eye- 

grounds, evidence of pulmonary edema, cardiac 

status, reilexes, extent of peripheral edema, con- 

dition of the uterus (whether irritable or not), 

position of the fetus, fetal heart tones, condition 

of the cervix (whether ripe or unripe), and the 

bony capacity of the pelvis. Laboratory studies 

should include a catheterized specimen of urine 

with examinations for albumin, sugar and ace- 

tone as well as microscopic study. The catheter 

is anchored and drained thereafter at intervals 

of two hours for the next twenty-four hours in 

order to check urinary output. In addition, 

routine blood count and hematocrit determina- 

tion should be made, the later to evaluate the 

extent of hemoconcentration, which is usually 

present in spite of the extensive edema. Blood 

chemistry determination should include COs 

combining power, blood sugar, urea nitrogen, 

and/or nonprotein nitrogen. We do not think 

that there is any truly typical blood chemistry 

finding in eclampsia for it is our belief that the 

readings of uric acid, for instance, vary con- 

siderably from case to case. These studies are 

done primarily to rule out other conditions. 

It has been found that should the schedule 

of sedation mentioned not control the hyper- 

irritability, spinal puncture may be done. This 

is often of considerable value both from the 

therapeutic and diagnostic standpoint. 

Before initiating actual therapy, the diagnosis 

of eclampsia must be confirmed. Intravenous 

fluids are limited to the smallest amounts neces- 

sary to establish a satisfactory urinary output. 

There is considerable danger in the use of large 

quantities of fluid by vein for this may result in 

an acute pulmonary edema with cardiac em- 

Intravenous medication is contin- 

ued only so long as the patient is unable to take 

sufficient fluids by mouth. When pulmonary 

edema is present, 50 cc. of 50 per cent dextrose 

barrassment. 
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in distilled water is given intravenously. In cases 

in which by hematocrit reading it is found that 

there is a hemoconcentration in spite of the 

peripheral edema, 100 cc. of 5 or 10 per cent 

dextrose in distilled water is given by slow drip. 

The average patient, however, receives 500 cc. 

of 20 per cent dextrose solution in distilled water 

given intravenously by drip so as to cover a 

period of forty-five to fifty minutes for its ad- 

ministration. For the next four hours, we con- 

sider 20 to 30 cc. of urine per hour as adequate 

output, and should the output be less than this 

amount, 300 cc. of 30 per cent dextrose is ad- 

ministered, or 50 cc. of 50 per cent dextrose is 

Since in most of these cases given intravenouly. 

there is a low serum protein, plasma is frequently 

of value in overcoming oliguria.” 

Management of the Postconvulsive Stage 

The postconvulsive stage is that period which 

follows the final convulsion and precedes the 

It is a period of return of full consciousness. 

gradual improvement with episodes of hyper- 

irritability and one during which treatment 

must be highly individualized, depending on the 

response of the patient to therapy. It must be 

remembered that though convulsions are under 

control, by no means is there assurance that 

they will not recur. We think that attempts 

to terminate labor at this period are contraindi- 

cated. 
Sedation is again limited to an amount neces- 

sary to control any evidence of hyperirritability. 

The doses required are usually less than those 

used in the convulsive stage, and 11% to 3 

grains of luminal sodium at intervals of three to 

six hours is usually sufficient. 

The use of intravenous fluids in this stage 

of management is limited, and as soon as the 

patient is able to take fluids by mouth, she is 

given 200 cc. an hour. This includes highly 

sweetened fruit juices, water, Coca-Cola and 

milk. Certainly, there is no danger of overload- 

ing a patient with fluid when it is taken by 

mouth. The urinary output is usually markedly 

improved in this period following the oral ad- 

ministration of liquids. 

Further, under management at this stage, it 

is suggested that oxygen therapy be continued, 

blood pressure determination be made every hour, 

and urinary output be carefully checked at two 

hour intervals. As soon as the patient is able 

to take liquids by mouth, a large dose of mag- 

nesium sulfate is given (114 ounces of a satu- 

rated solution of magnesium sulfate.) 
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Management of the Controlled Eclamptic Stage 

The controlled eclamptic stage embraces the 

period between the control of the convulsion and 

the onset of labor. There is usually definite 

improvement, and complete disappearance of 

acute toxic manifestations is not unusual. There 

may be recurrences of hyperirritability, but gen- 

erally it is a stage of improvement. Little seda- 

tion is required, and fluids are forced orally. 

The urinary output improves, and there is a 

gradual decrease in albuminuria which is at first 

slow but rapidly improves. The peripheral edema 

gradually disappears. The blood pressure is 

found to be stabilized, and the patient seems 

gradually more oriented. 

The extent of improvement varies consider- 

ably, but there is a decided change from day to 

day. Frequently, we have stated when seeing 

patients in this stage that the appearance is that 

of a very mild pre-eclampsia. 

Of the 86 cases of antepartum eclampsia, 54, 

or 62.7 per cent, were classified as intercurrent 

eclampsia. This term was used to designate 

those cases in which the interval between the 

final convulsion: and delivery was more than 

seventy-two hours.’ 

Careful observation during this period is 

imperative, and no matter how great the im- 

provement, the patient should be _ hospitalized 

through the postpartum period. No longer is an 

indwelling catheter necessary, but accurate out- 

puts are charted every eight hours. Careful 

tabulation of intake is also kept over eight hour 

periods. Daily urinalyses, with special reference 

to albuminuria, are ordered. The patient is 

given a low salt, high protein, low fat diet. Fluids 

are forced orally with 4,000 cc. for a twenty- 

four hour interval being the goal. As sedation, 

phenobarbital, grains 112, is given every night 

at bedtime and withheld during the day unless 

there is evidence of irritability. Oversedation is 

again avoided. 

The termination of pregnancy is an essential 

feature of the plan in management. We believe 

that as long as there is clinical improvement daily, 

there is no indication for termination of the preg- 

nancy, and induction of labor or operative de- 

livery should be postponed until the patient is 

in optimum condition or at least until the blood 

pressure is well stabilized and albuminuria has 

decreased. We condemn induction of labor dur- 

ing or immediately after the convulsive stage 

when this is done with the purpose of stopping 
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the convulsion. In our opinion this definitely 

increases both the maternal and the fetal mor- 

tality rate, for both patient and fetus are in the 

poorest physical condition to tolerate the pro- 

cess of delivery. We do not mean to insinuate 

that any measure is taken to halt labor should 

it be initiated spontaneously regardless of the 

stage of eclampsia in which it ensues. . 

Delay of termination of pregnancy until def- 

inite improvement takes place is advantageous 

from the standpoint of the mother because it 

affords her an opportunity to recover from the 

strain which is incident to eclampsia itself. From 

the standpoint of the fetus, delay is also advisable 

because chance for recovery from the toxic 

maternal state is permitted, as well as recovery 

from heavy sedation necessary to control the 

eclamptic state. It must be remembered that 

traumatic procedures to induce labor or hasten 

delivery affect the fetus adversely. 

Pregnancy should, however, be terminated 

without delay when response to therapy is un- 

satisfactory or when a relapse occurs. We pre- 

fer induction of labor with vaginal delivery as 

a rule, unless obstetric indication for cesarean 

section is present. 

Hurried attempts to empty the uterus are 

undesirable. We prefer a medical induction even 

though it is a slow process and may be repeated 

several times before it is successful. Our usual 

routine consists of the following: At 6 a.m., the 

patient is given 11% ounces of a saturated solu- 

tion of magnesium sulfate by mouth. Four 

hours later, she is given a high, hot enema which 

is to be retained for a few minutes. At 2 p.m., if 

no contractions have ensued, 1% minim of pit- 

ocin is given subcutaneously and is _ repeated 

every twenty minutes on an average; each time 

the amount injected is increased by % minim 

until rhythmic contractions ensue or until the 

maximum dosage of 3 minims has been reached. 

Several attempts may be made to initiate labor 

before success is attained. Each attempt, however, 

softens and shortens the cervix and increases 

uterine irritability until labor finally sets in. If it 

seems imperative that labor be established and if 

this routine has failed to produce labor, a sterile 

vaginal examination is done. The vagina is 

irrigated thoroughly with zephiran chloride 

(1:1,000 solution) after the usual preparation 

has been carried out as far as the external geni- 

talia are concerned. An examining finger is 

gently introduced through the cervical canal, 

and the cervix is stretched gently so as to admit 
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an additional finger. The stretching is carrigd 

out slowly so as to consume about fifteen min- 

utes. The membranes are then stripped from 

the lower uterine segment. Following this pro- 

cedure, there is a period of two hours allowed in 

which the patient is observed, and if contrac- 

tions are not established at the end of this time, 

pitocin induction is repeated. We seldom resort 

to rupture of the membranes to induce labor. 

Management of the Intrapartum Stage 

The intrapartum stage of management in- 

cludes the period of active labor and delivery. 

When improvement has been remarkable and 

there is little residual of the eclamptic state, 

management during this stage differs little from 

that of the average patient in labor. On the 

other hand, if labor ensues or is induced for 

reasons of having failed to respond to therapy 

and consequently is superimposed on the patient 

who is not in optimum condition, this stage re- 

quires close observation and extreme caution. If 

the patient has not reached optimum condition 

for labor and delivery, sedation should be such 

as to prevent increased irritability, and yet care 

must be exercised so that the patient is not 

overly sedated, again predisposing her to anoxia, 

cardiac embarrassment and pulmonary edema. 

The blood pressure is checked at frequent inter- 

vals. The fluid intake must be maintained, pref- 

erably by intravenous route, with the use of 

dextrose (usually 10 per cent dextrose in distilled 

water). 

These patients tolerate poorly traumatic pro- 

cedures, loss of blood and prolonged inhalation 

anesthesia. Bearing this fact in mind, delivery 

must be planned to reduce trauma to a minimuin 

and this should be, if possible, effected under 

local anesthesia, in combination with the seda- 

tion used throughout labor, rather than to 

rely on inhalation anesthetics for delivery. Blood 

should be held available in the delivery room at 

the time of delivery, for, as stated, loss of blood 

is tolerated poorly, and furthermore, there is the 

tendency in this type of case to vascular collapse 

following delivery. This condition is best ¢om- 

bated by immediate use of blood. 

Management of the Postpartum Stage 

There is, too often, the feeling that once an 

eclamptic patient is delivered, nothing can go 

wrong. Close observation in the immediate 

postpartum period is imperative. Convulsions 
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may recur if the patient becomes hyperirritable, 

and in the event that they should recur, a. 1/6 

grain of morphine and 3 grains of luminal are 

ordered given hypodermically. As mentioned 

previously, peripheral vascular collapse is a com- 

mon complication following delivery, and the 

patient should be watched with this in mind for 

at least an hour afterward. As a precaution, an 

infusion of 500 cc. of 20 per cent dextrose is 

started at the time of delivery, and the rate of 

administration should be such that the entire 

amount is administered over a period of forty- 

five to fifty minutes. Blood pressure should be 

checked at fifteen minute intervals for the next 

twenty-four hours. After this time, the blood 

pressure is taken twice daily for the remainder 

of the stay in the hospital. Urinary output is 

carefully charted at eight hour intervals for the 

first twenty-four hours and thereafter on a 

twenty-four hour basis. Urinalysis is ordered 

daily. The period of hospitalization following 

delivery should be ten days. 

It should be stressed in talking to the patient 

on the date of discharge that she be followed at 

regular intervals for the remainder of her child- 

bearing period. 

Discussion 

We believe that the figures submitted here 

are evidence that maternal results are better when 

close observation and a conservative and highly 

individualized routine are followed. Our plan of 

management is certainly diametrically opposed to 

that of the proponents of immediate emptying 

of the uterus once the diagnosis of eclampsia is 

established. We believe, however, that our point 

of view is justified when we consider the excellent 

maternal results. 

Regarding fetai results, it may be stated that 

the longer the interval between convulsions and 

delivery the higher the rate of survival. Ninety 

babies were born to 86 mothers. Of these, there 

was a gross fatality rate of 28 fetal deaths, or 31 

per cent. The fatality rate of 13 of 57 babies 

delivered to the 54 mothers in the group of inter- 

current eclampsia was 22.9 per cent; this is cer- 

tainly lower than the fatality rate for 15 deaths 

among 33 babies born to 32 mothers in the group 

delivered within three days of the convulsions, 

which was 45.4 per cent. These figures would 

lead one to believe that the conservative manage- 

ment enhances the chances of survival of the 

fetus. We consider this an additional argument 

in favor of the conservative treatment. 
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Summary 

We have presented a plan for the management 

of eclampsia which is based on three points: (1) 

conservative management, (2) adapting the var- 

ious steps in management to the _ individual 

patient with elimination of routine orders, and 

(3) close personal supervision. 

One hundred and sixty cases of eclampsia 

are reviewed, in which there were 86 cases of 

antepartum eclampsia. In this group, there were 

no maternal deaths. 

To summarize, we conclude that the maternal 
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mortality is lower and the fetal salvage greater 

when a closely supervised conservative regimen 

is followed. 
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General Principles in the Treatment of Tuberculosis 
Rotiin D. THompson, M.D. 

ORLANDO 

This subject “General Principles in the Treat- 

ment of Tuberculosis” is indeed a broad one. To 

restrict somewhat all that it might imply, will you 

please go along with me as we take the patient at 

the time the diagnosis of tuberculosis is made 

and follow him through the months or years he is 

under medical surveillance? In my mind there 

are three definite periods in each patient’s episode 

with tuberculosis, not the least important of which 

is the interval between diagnosis and treatment. 

First Period 

The period when the patient receives his diag- 

nosis and prepares for hospitalization calls for 

clear thinking, careful explanation and truthful 

answers. We are dealing with and planning for 

the next year or two of that patient’s life, outlin- 

ing, if you will, a comprehensive plan that will lead 

to his ultimate recovery. This is to include his 

preparation for admission to the sanatorium, the 

period in the sanatorium, and last, but certainly 

not least, his postsanatorium life, that period dur- 

ing which we must help him guard against any 

reactivation of his disease. 

When a person is told that he has tuberculosis, 

the diagnosis is usually met with great emotional 

shock and frustration. No patient actually re- 

ceives the diagnosis without some manifestation of 

doubt, discouragement, despair, or mental anguish. 

In the majority of cases the realization comes with 

a profound violence. His having tuberculosis is 

something incredible; it has never once entered 

his mind. Certainly he has heard of tuberculosis, 

and he may even have observed it in some friend 

Superintendent and Medical Director, Florida State Sana- 
toria. 

Read before The Southern Tuberculosis Conference at its 
annual meeting, Savannah, Ga., Oct. 1, 1948. 

or member of his family, but it has never before 

touched him personally. Now, the diagnosis of 

tuberculosis is made in his case, and invariably his 

first reaction is one of rebellion or abject de- 

pression. 

The knowledge that the average patient has of 

tuberculosis is extremely limited. He believes only 

that here is a disease that has always had a high 

mortality rate, a wasting, chronic, incurable dis- 

ease, the victim of which is generally feared, ostra- 

cized and shunned. The reason for this belief is 

that too many people have paid little or no at- 

tention to the constant and thorough health edu- 

cation that has been going on for years through the 

national and local Tuberculosis and Health Asso- 

ciations. 

The doctor’s initial approach can hopelessly 

terrify or confuse the patient, or, if administered 

with tact and understanding, can convince him 

that here is great hope, that life may still be full 

and rich. He must be cautiously led through 

this period which usually carries with it a large 

measure of despair. He must not be allowed to go 

off on some tangent and seek a quick cure, of 

which there is none; neither must he be allowed 

to assume an attitude of indifference, nor sink 

into one of despondence. Now, more than at any 

other time, he needs counsel, whether it be from 

his doctor or a member of some welfare agency. 

Many persons do not know that the city, 

county or state in which they reside provides a 

special hospital for cases such as theirs. They 

never have had occasion, nor necessity, for occu- 

pancy in such an institution. Fewer than you 

would suppose know that public taxation provides 

for such care. Tuberculosis demands extensive and 
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prolonged treatment, the expense of which is pro- 

hibitive to the average family, without some as- 

sistance. 

Naturally the patient has the solicitude of his 

family at heart, and he cannot relinquish anxiety 

or make any progress as long as he is harassed 

with concern over their finances. Here we must 

consult with welfare agencies and relief organiza- 

tions, for they are the ones to assist in matters 

financial, to make provision for the care of small 

children and in every way try to maintain the fam- 

ily unit while the patient is absent from the 

home. 

Since the old idea of stigma still persists, many 

a patient bitterly resents his diagnosis on that 

score. He begins his cure with a feeling of great 

personal persecution. While every effort should 

be made to assure him that tuberculosis is no 

respecter of persons or classes, I find that the 

sanatorium will usually dispel such bitter feelings. 

Therein lies the great psychologic benefit of going 

to a sanatorium. The association of other fine 

people who are likewise burdened is the inspiration 

he needs. No one who has taken the cure but re- 

members those first grievous days in the sanato- 

rium, nor the triumph that comes later with the 

arrest of his disease. 

The patient practically always asks “How long 

will I have to be there?” This query can be 

answered best, I think, by stating that the sanato- 

rium doctor can determine the length of time after 

a thorough physical examination and the custom- 

ary roentgen and laboratory studies have been 

completed. At this point he should be informed 

as to what sanatorium life is, what he may expect, 

and what he must do to gain a recovery. He, too, 

must accept some of the responsibilities of his case. 

Nor must his family be ignored. If families 

could only be made to understand how important it 

is to maintain a calm and cheerful attitude, they 

could be a tower of strength to the patient. 

Every assistance should be given him in filing 

his application through the proper agencies, be- 

ginning with the forwarding of the roentgenogram 

of his chest to the sanatorium with the applica- 

tion. 

This first period may not seem too significant 

in the “General Principles in the Treatment of 

Tuberculosis,” but it is the initial step, and as such 

is an important phase on which much depends. 

Second Period 

Now comes the period—‘The Patient in the 

Sanatorium”—a new type of living for each pa- 
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tient. His powers of adjustment to his new en- 

vironment, to the acceptance and toleration of his 

tuberculosis are indeed taxed. The staff and all 

others at the sanatorium are strangers to him, and 

he undoubtedly feels very much alone and dis- 

couraged. 

His doctor and his nurse now come into his life, 

and their approach and their first words can be 

of immeasurable comfort. The doctor to whose 

floor or service the patient is admitted should 

make it a point to see that patient as soon as pos- 

sible, to impart a word of welcome and to outline 

a brief sketch of what the next few days may con- 

tain, namely, the routine of careful physical exam- 

ination, another roentgenogram of the chest and 

blood, urine and sputum studies. A great many 

of these people have never been in a hospital be- 

fore, know nothing of hospital procedure. During 

this visit the doctor observes the patient as he 

really is on admission and can determine to some 

degree his psychologic approach. This _ initial 

interview can, therefore, do much for both the 

patient and the doctor. 

We ail know that rest is certainly the most 

important prescription—general rest—the entire 

body is ‘tat ease.” Here the patient first begins 

to learn what the word “rest” actually means. Few 

patients have really been at rest while at home 

awaiting admission. The lungs are vital organs, 

and in order to bring about pulmonary rest, the en- 

tire body must join in to help the affected lung 

recover. Any thing that we can do to lessen re- 

spiratory effort and frequency must be used. If 

one can reduce the number of respirations by only 

4 a minute, that means 240 in every hour and 

5,760 each twenty-four hours. That is our first 

objective. Next, by bed rest we can reduce the 

heart rate. If the heart can be made to reduce its 

pulsations by only 8 a minute, we have 480 per 

hour and 11,520 per twenty-four hours. 

Now, let us consider the body temperature, 

which is easily raised by tuberculosis. There is 

nothing like bed rest to bring about a normal body 

temperature. Actual rest does reduce the toxicity 

of the patient’s disease. It lessens absorption of 

toxins, it permits absorption of recent spreads and 

infiltrations, and it permits the more rapid forma- 

tion of healing tissue, fibrosis or scar tissue. 

So many patients complain of indigestion, gas 

and allied stomach symptoms. They at home have 

been forcing foods, especially rich foods, such as 

raw eggs, malted milk and eggnog. 

A patient should be put on three full meals a 

day. Bed rest and proper timing of meals will 
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cure more dyspepsia, gas and like symptoms than 

the majority of dyspepsia pills and powders. We 

must remember that if a tuberculous patient 

abuses his stomach, he invites indigestion. His 

stomach cannot stand the insult of highly con- 

centrated foods every two hours without becoming 

embarrassed. Patients will do better on three good 

meals a day, will gain more weight and have fewer 

gastric symptoms. 

Mealtime in a sanatorium occupies three par- 

ticularly important periods in each day of a pa- 

tient’s life. He should endeavor to eat slowly and 

properly masticate his food. Each mealtime 

should be a period of relaxation to satisfy a 

stomach which is ready and willing to receive a 

good meal. The daily diet should contain a 

minimum of 3,000 calaries. All dairy products 

should occupy a prominent part in the patient’s 

intake inasmuch as these products are rich in 

vitamins A and D and no tuberculous patient 

ever recovered without an ample supply. 

Eating between meals destroys the appetite 

for a good, full meal and should be discouraged. 

If brought-in foods are allowed, they should be 

eaten at mealtime only. I am a nonbeliever in 

foods being brought in, with the exception of fruits 

and salted nuts; the latter contain vitamins and 

fats. I do not subscribe to candy as it is usually 

eaten between meals, but in place of candy I per- 

mit chewing gum. I believe that it does at times 

help to reduce the dryness of the throat; therefore, 

it may reduce the cough reflex, and, too, the 

patient is getting some form of a confection. 

Certain patients may have to be fed oftener 

than just three times a day. I refer to the pa- 

tients receiving pneumoperitoneum. Pneumoperi- 

toneum seems to reduce the capacity of the 

stomach, and a full, large meal will not be tol- 

erated. Also, postoperatively, patients must re- 

ceive particular attention. 

The diabetic patient is always a great concern. 

On admission this patient must receive a thorough 

study as to his carbohydrate tolerance, his blood 

sugar and his insulin dosage, if that is required. 

Patients who show on physical examination an 

avitaminosis should receive increased doses of 

vitamins besides the three meals a day. 

All patients must be made to realize that fancy 

foods, confections and barbecued sandwiches lend 

little to their nutrition. The patient must make 

many sacrifices as the road to health is not easy; 

indeed, it requires a great deal of self discipline to 

maintain a pattern of life so that the disease re- 

mains under control. 
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Today, in addition to the application of gen- 

eral body rest, we possess many useful and success- 

ful methods of applying localized rest to the sick 

and diseased lung. In addition to local rest, we 

must use bed rest as well, in order to get the most 

from sanatorium care. 

I shall not go into the indications for, nor the 

technics of, the different forms of collapse therapy. 

When the patient’s case, with all available data, 

is brought to the staff meeting, the decision as to 

what type of compression therapy shall or shall not 

be used is made. Rarely do we find two cases 

alike. I like the counsel of more than one doctor 

who knows the indications and has observed the 

results of the various methods of this type of 

treatment. 

I believe that today almost every sanatorium 

will record that from 70 per cent to 75 per cent 

of the patients are receiving some form of collapse 

therapy. Phrenic nerve block is perhaps the 

simplest form of surgical rest for the lung. This 

is a temporary paralysis of the nerve; rarely is a 

permanent paralysis indicated. 

Artificial pneumothorax properly used with in- 

telligence and technical skill is well tolerated and 

can be very successful. The duration of this pro- 

cedure over many years is, however, to be con- 

demned. We are seeing too many patients today 

who have had years of repeated pneumothorax re- 

fills, only to have this therapy terminate with an 

unexpanded and atelectatic lung, and too fre- 

quently, a complicating tuberculous empyema. 

When to stop refills is most important and many 

time not easy to determine. Too many pa- 

tients are told that “all you have to do is to take 

pneumothorax.” They forget about other neces- 

sary and obligatory habits which they must form 

so that their disease will remain controlled. 

I do not believe that a pneumothorax should 

be carried over twenty-four to thirty-six months 

at the most. If adhesions are present, the patient 

deserves an exploratory thoracoscopic examination. 

If feasible, the adhesions should be severed. If 

the surgeon believes a lysis is not justified, the 

pneumothorax should be abandoned and another 

form of collapse therapy considered because the 

indications for collapse still pertain. 

Pneumoperitoneum occupies a well deserved 

place in our armamentarium. It is well tolerated; 

there are fewer complications than with pneumo- 

thorax, and it may well be used in combination 

with a phrenic nerve block. In many cases it can 

be used as a steppingstone to major surgery. I 

have seen in many cases so much improvement 
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that the disease becomes arrested, and major sur- 

gery, which was included in the original program 

for the patient, was not necessary. 

Our major surgery includes: extrapleural 

pneumothorax or oleothorax, thoracoplasty, and 

section, which is the removal of a lobe or entire 

lung. 

No surgical program should be attempted 

without a trained and competent thoracic surgeon. 

The preoperative treatment cannot be passed over 

lightly. The surgical theater should be well sup- 

plied with proper personnel, experienced in this 

highly technical work. We must remember that 

thoracic surgeons and their assistants cannot be 

trained in a short time. 

Too much stress cannot be placed on post- 

operative care. After all the work on the patient 

before the operation, followed by the skill and the 

technics of competent and trained surgeons, we 

cannot afford to lessen or decrease our efforts at 

this stage. With transfusions, oxygen, intravenous 

medication and fluids, and constant watch over the 

blood pressure during the days and nights that 

follow major surgery, our hands are full of watch- 

ful expectancy. Only the trained personnel, our 

surgeons and our nurses, are capable of assisting 

the patient with major surgery. They must be 

ready to anticipate and meet any emergency. We 

must remember that in all cases of collapse treat- 

ment there is just as much tuberculosis present in 

the lung the day following surgery as before. 

Major collapse merely places the diseased lung at 

practically complete and permanent rest. 

Now begins the long period of bed rest to per- 

mit adequate fibrosis and healing. Symptoms, in- 

cluding expectoration, pain, cough and distress, 

must be met with and properly interpreted and 

treated. 

In some cases there may be proper indications 

for the complete removal of one lobe of a lung, or 

even the entire lung itself. This, indeed, requires 

skill of the highest order and the postoperative 

care requires constant, selected attention for many 

days. 

The question of chemotherapy and antibiotic 

therapy must be answered. The administration of 

streptomycin must be considered but only in those 

cases in which research and experience have shown 

it to be really efficacious. Its widespread use is 

to be condemned. Streptomycin has its place in 

acute types of tuberculosis, in endobronchial, 

laryngeal, preoperative and postoperative cases, 

in extrapulmonary disease and in draining sinuses. 

This antibiotic should be given 14 to 1 Gm. in di- 
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vided daily doses over a period of about forty-two 

days, and in some cases even smaller doses are 

advised. Toxic symptoms, such as vertigo, loss of 

hearing, renal damage and dermal changes, may 

occur. Despite the wide publicity it has received, 

streptomycin is not a cure-all; it is only an 

adjunct, a booster, if you will, in selected cases. 

Streptomycin has its place and should be kept 

there. Experience and great caution must be used 

in administering this drug. 

The far advanced, terminal and maximum 

benefit cases should be hospitalized, as far as pos- 

sible, in single rooms. They require more nursing 

care and attention, they usually have more visitors, 

and this separation bids well for the patients whose 

condition shows improvement. 

I am definitely opposed to smoking or other 

uses of tobacco. Smoking tends to retard diges- 

tion and increases bronchial irritation. We see 

more tuberculosis of the larynx in smokers than 

in nonsmokers. It is indeed just another habit 

that a patient must give up while under treatment. 

As the condition of patients improves and in- 

creased physical activity can be considered, a real 

plan of graduated exercise now comes into the 

picture. The doctor on the service and the com- 

bined staff must be the judges and directors, while 

the nurses must understand and supervise this 

period of slowly increasing activity. The doctor’s 

good judgment is gained only by experience, and 

the patient must necessarily heed his orders and 

prescription for exercise. 

During the period of getting the patient up, let 

us err on the side of safety rather than proceed 

too rapidly. Let there be no gambling at this 

point. If this plan of increased exercise is care- 

fully explained to the patient, his great eagerness 

to get up will be moderated with common sense 

and the final success is more assured. 

Now is the time for our great and good facility 

—occupational therapy—to creep into the pro- 

gram. The restless anxiety of many a patient has 

been eased and sedated by his accomplishing some- 

thing with his hands. Let it start with bedside di- 

rection and supervision according to the doctor’s 

advice. As the exercise of the patient increases 

from month to month, many can participate in one 

or more of the following projects in use daily in the 

Florida sanatoriums: 

1. Blood Bank 

2. Clothes to and from the cleaners 

3. Entertainment Committee 
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4. The Florisan Club 

(a) Executive Committee 

(b) The Patients’ Council 

(c) The Membership Committee (new 

patients ) 

(d) The Patients’ Own Store 

5. Hairdressing 

6. Information Desk 

7. Patients’ Library 

8. Mail Service to Patients 

(Pick-up, delivery and money orders) 

9. Daily Newspaper Delivery 

10. Religious Committee 

11. The Sanatorium Magazine 

12. Occupational Therapy Assistants 

(Teaching other patients knitting, needle 

point, leather work, and the like) 

At the beginning of the patient’s sanatorium 

life many “don’ts” were injected into his daily 

routine. Now we are beginning to replace the 

“don’ts” with “do’s.” Every increase in exercise 

must be recognized by the patient and his family 

as a test for the tolerance to physical activity 

without producing any symptoms whatsoever. As 

the patient exhibits his ability to tolerate increased 

physical activity with his clinical picture showing 

no evidence of harm, he can, with safety, have 

gradually longer periods of being out of bed, can 

assume such duties as are listed in the occupational 

therapy plan. We must remember that this pro- 

gram occupies many weeks and months. Judg- 

ment, planning and the estimate of tolerance to 

physical activity are carefully weighed. 

As soon as the patient reaches the period when 

he is able to be dressed and is enjoying at least 

one meal in the main dining room, the rehabili- 

tation counselor must now appear on the scene. 

The counselor may discuss with the patient the 

advisability of vocational guidance and training. 

He should review the case with the medical di- 

rector or the staff physician, the occupational 

therapist and the medical social worker so that 

he may have a comprehensive picture of this 

patient. 

Two to three weeks prior to the time of dis- 

charge, it is well to notify the patient’s family, the 

County Health Unit, the local Tuberculosis and 

Health Association secretary, and any other allied 

agency, that the patient, whose disease is now ap- 

parently arrested, will soon be ready to return 

home. Thus the agencies then have time to as- 

certain whether or not the home is ready to re- 

ceive this patient, and any investigation relative to 
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home conditions can be made. Thus begins the 

follow-up of this case. 

Third Period 

Our work does not begin at the door of the 

sanatorium, nor does it end there. Tuberculosis is 

prone to relapse, and without guidance, care and 

follow-up work the patient’s disease may again be- 

come active. Let us follow the patient after dis- 

charge. I advise all rest hours for three months, 

then the first recheck roentgen study, and if 

all is well, the morning rest hour may be reduced 

by fifteen minutes a week. The afternoon rest 

hour should be continued for months, sometimes 

years. 

The patient, after many months, and even 

years, in the sanatorium, must learn to live with 

normal people again. I like to call it “getting 

housebroke.” If the patient has had a permanent 

collapse, schooling and vocational training at home 

can well start at the end of the third month, pro- 

vided the roentgenogram is favorable. ° 

In cases of temporary collapse, such as pneu- 

mothorax, I like to allow a six months’ period to 

elapse before attempting any increases in physical 

activity, to be sure that the pneumothorax has been 

properly carried out and that the patient is well 

adjusted. 

The first year out, I recommend that the pa- 

tient have a roentgen examination of the chest 

every three months, each roentgenogram to be 

compared with his previous roentgenograms. Every 

three months his hours of work in his training 

course, or in his business, may be increased, all 

of which must be carefully outlined for the patient. 

Conclusion 

The “General Principles in the Treatment of 

Tuberculosis” are few; the details are many, and 

in each case must be individualized. Let us al- 

ways remember that each case of tuberculosis rep- 

resents a person. Would that each case could be 

ideal! 

Our work combines a careful diagnosis, judi- 

cious guidance, proper and timely treatment, con- 

tinuous and constant follow-up of cases; and by 

the consummation of such efforts, we cherish the 

hope of restored health to each individual patient 

entrusted to our care. 

Box 3513. 
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Progress in Public Health in Florida 

Witson T. Sowper, M.D. 

JACKSONVILLE 

Largely as a result of recurrent epidemics of 

yellow fever, the state constitution of 1885 pro- 

vided that there should be a State Board of 

Health which would supervise all matters relating 

to public health in the state of Florida. This 

step had been urged for many years by the 

Florida Medical Association and in particular by 

Dr. Joseph P. Wall of Tampa, a former president 

of that Association. He is considered by some to 

be the father of the State Board of Health. The 

constitution further authorized the establishment 

of county boards of health, but this step was not 

mandatory as in the case of the State Board of 

Health. Nevertheless, county boards of health 

were established by the legislature before any 

steps were taken to establish the overall state 

agency. 

Florida suffered a severe epidemic of yellow 

fever in 1888 centering around Jacksonville, which 

disrupted the business and economic life of the 

entire state for many months and cost the state 

not only a great deal in dollars and cents but 

also many lives. One of the things that added to 

the general confusion of the situation was the 

fact that the county boards of health proceeded 

individually according to their separate ideas in 

dealing with the epidemic. Many quarantined their 

neighbors by force of arms and by other methods 

so that normal travel in the state was impossible 

and no one knew at what point he might be 

stopped. Even articles of commerce and letters 

were required to be fumigated or their movement 

altogether prohibited. As a result of the chaos that 

prevailed at that time the Governor called a 

special session of the legislature early in 1889, 

and an act was passed creating the Florida State 

Board of Health. Dr. Joseph Y. Porter became 

the first State Health Officer, he having distin- 

guished himself by his work during the epidemic 

in Jacksonville. He continued in that position 

and served with the state until 1917. A few years 

after his appointment, because the county boards 

of health did not acknowledge the application of 

the State Board of Health’s regulations within 

their domain and because some confusion thereby 
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continued, the county boards of health were 

abolished altogether, and county agents of the 

State Board of Health were appointed for each 

county. 

The early history of the State Board of 

Health would occupy a large volume in itself, 

and I have studied the old reports only enough 

to have a superficial knowledge of events of that 

time. I could not do better than to summarize 

the activities of the agency during its first twenty 

years by quoting from the statement by E. M. 

Hendry, president of the State Board of Health, 

to the Governor in transmitting the annual report 

of 1909 as follows: 

It is not my purpose to more than direct your 
attention to certain features of this report which to 
me are particularly interesting from a business man’s 
point of view and which seem to bear especially 
upon the State-wide influence which the Board 
has induced during the past twenty years and from 
which great good has resulted to the people both 
educationally and practically. 

It is a well known fact that prior to the great 
epidemic of yellow fever in 1888 the increase in the 
State’s population from immigration was almost in- 
appreciable compared with the gain since the period 
mentioned. It is within the memory of even our 
younger people that as each summer came there was 
talk of yellow fever, its probability of occurrence and 
the point where it would first make its appearance. 
This periodic agitation of a subject which vitally 
interested not only the physical life of the citizen, 
but his business existence as well, brought about con- 
ditions which yearly disturbed home comfort and 
retarded the coming of people into the State, besides 
restricting investment of capital, so necessary to 
develop many important industries and avenues of 
commerce which held out flattering returns. People 
were scary, and naturally so in placing their money 
where health conditions were so uncertain and where 
an epidemic of yellow fever depressed values to a 
degree that it would take years of exemption to 
recover from. Then again, the diversity of opinion 
as to management when disasters of this character 
did occur and the inconvenience and annoyance to 
travel and commerce which arose on each county 
line, demoralized both the citizen and business, so 
that at almost every path and by-road in the State, 
the traveller, whether from an infected portion of the 
State or not, was harassed by guards, who in the 
majority of instances were ignorant of the essential 
requirements of their positions, and who rendered 
really no practical service in restricting the spread 
of a contagion, but did inflict, by their orders and 
insistence of them, many indignities on women and 
children, and in several instances serious impairment 
to health. 

He further pointed out the difference in con- 

ditions in the state during the yellow fever 

epidemic in 1888 and an epidemic which occurred 
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in Pensacola in 1905. He continued: “In 1905— 

in the latter instance—without a ten-mile area 
around Pensacola travel within the state was 

undisturbed. Business followed its usual methods 

and there was no panic, no excitement no hysteria 

of even those most sceptical of the ability of the 

State Board of Health to cope with the situation.” 

He pertinently inquired: “Would people come 

to the State from the West, Northwest, Northeast, 

and middle West, buy property, institute new in- 

dustries, and settle permanently among us, if they 

did not feel that their lives were being guarded 

against disease, and their accumulations of prop- 

erty interests were being protected against need- 

less fright and senseless panic?” 

It is hard in the year 1948 to realize the un- 

certainty that prevailed here during these years 

as to life and health. During most of this period 

and before it, the term “season” was generally 

used to refer to the summer months when yellow 

fever and other diseases prevailed as contrasted 

with the use of the term at the present time re- 

ferring to the winter tourist season. The annual 

meeting of the State Board of Health was fixed 

by law to take place on the second Tuesday in 

February so that sanitary rules and regulations 

could be fixed and the public advised of them well 

in advance of the fever “season.” Unfortunately, 

we have very few reliable figures on birth rates 

or general death rates by diseases for the first 

years of the Board’s existence. It would be of 

great interest to us to be able to compare death 

rates and the occurrence of various diseases in 

1889 and at present. Unfortunately, this is 

impossible. Dr. Porter recognized this handicap 

almost at once and vigorously and continuously 

advocated the establishment of a Bureau of Vital 

Statistics until this was finally brought about in 

1917. We have every reason to believe that prog- 

ress made prior to that time was remarkable, 

but we cannot offer too much statistical evidence 

to show the progress that was made. 

We do, however, have good figures since the 

year 1917, and a little later I shall show you 

some charts and tables illustrating progress made 

in public health in the state, of which we can all 

be proud. I should like to emphasize, however, 

that it would be presumptious for the State Board 

of Health to claim credit for all these accomplish- 

ments. We share with the private physicians 

of the state especially the honor of having been 

workers in this field. We must also remember 

that a large share of these accomplishments must 

also be credited to workers other than physicians 
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in the field of public health and out of it. The 

betterment of economic conditions has certainly 

contributed immeasurably to the decline in mor- 

tality in tuberculosis and for that matter all the 

other diseases including those of enteric origin. 

For instance, the plumber has certainly made a 

definite contribution in the betterment of sanitary 

facilities which cannot be disputed. 

Not the least of the factors that have influ- 

enced the health situation in Florida favorably 

has been the increasing knowledge on the part 

of the public of health matters and of the steps 

necessary in order to stay well. I am proud to 

report that the State Board of Health recognized 

very early the part that health education plays 

in a total health program. As early as 1892 the 

Board began the printing and distribution of 

the monthly magazine “Health Notes” with the 

avowed purpose of educating the public rather 

than restricting such information to physicians 

and health workers. Except for a few short in- 

termissions this publication has been printed con- 

tinuously until the present time. 

Because the people of the state have ap- 

parently thought that a public health program 

was a worth while investment, the annual state 

appropriation has increased from a beginning of 

$50,000 per annum (but only about $25,000 per 

annum was made available for several years) to 

$1,500,000 at the present time, this latter figure 

not including federal and local funds. There is 

evidence to show that the volume of work done 

has kept pace with the public demand and with 

the availability of funds. As an example I may 

cite the fact that during the ten year period 1906- 

1915 the Bureau of Laboratories performed 

164,837 tests and examinations while during the 

period 1938-1947 a total of 11,439,161 tests and 

examinations were performed, a seventyfold in- 

crease. I could cite for you many other evidences 

of performance on the part of the Board and its 

employees, but the one mentioned is perhaps 

sufficient. 

After the first world war there was a reviva 

of interest in local health departments. A cam 

paign for the establishment of county health de 

partments was, however, nipped in the bud b: 

a reduction in the appropriation for the Stat» 

Board of Health, and interest did not again be- 

come general on this subject until a decade later. 

One of the milestones in the history of public 

health in the state that should never be forgotten 
was the passage of an act in 1931 to authorize 

the establishment of county health units. Ths 

gy 
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is one of the finest and soundest enabling acts 

that I have encountered in the country and has 

stood the test of time without amendment up to 

the present. The act not only avoids the confu- 

sion of providing for entirely independent local 

health departments, which would result in the 

same confusion and lack of coordination as exis- 

ted in earlier years, but also provides for a 

decentralization of administration and _ responsi- 

bility to local officials. You all know what 

progress we have made in the establishment of 

county health units since that time. All but five 

small counties now have full time health depart- 

ments, and 97 per cent of the population is 

served. Outstanding progress has also been made 

in the consolidation of official health agencies 

locally so that at present only a few cities and 

very few local school boards attempt to carry on 

a health program separate from that of the county 

health department. 

I should like to outline for you more com- 

pletely the establishment and history of each of 

the separate activities and bureaus of the State 

Board of Health, but time is not available, ex- 

cept to summarize briefly some of the outstanding 

improvements that have taken place in public 

health in the state. In order to illustrate this prog- 

ress, I direct your attention to table 1 showing 

TABLE 
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the gross death rates during the thirty-one year 

period 1917-1947. You will note that there has 

been a steady decline (fig. 1). If the same death 
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FIGURE 1 

rate had prevailed in 1947 as prevailed in 1917, 

5,624 more people would have died during the 

year. This is a definite and substantial saving 

of human life. In interpreting this chart it 

should be noted that the 1947 figures are pro- 

visional as yet but that the rate shown is some- 

what higher than that for 1945 and 1946. It 

1—RECORDED DEATHS AND DEATH RATES PER 100,000 POPULATION, FLORIDA, 1917-1947 
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should not surprise us if the gross death rate 

rises further in the coming years when we con- 

sider the increasing percentage of the population 

that is made up of older people (tables 2 and 3). 

TABLE 2.—TOTAL POPULATION AND SELECTED 

AGE GROUP PER CENTS, FLORIDA, 1910, 1920 

1930, 1940 

Years Population Per Cent | Per Cent 
40 Yrs.+ | 50Yrs.+ 

1940 1,897,414 32% | 19% 
1930 1,468,211 28% 16% 
1920 968,470 | 25% 14% 
1910 752,619 | 20% 11% 

TABLE 3—NUMBER OF EXTRA DEATHS WHICH 
WOULD HAVE OCCURRED IF THE 1917 DEATH 

RATES WERE STILL IN EFFECT DURING 1947 

Total deaths 6,115 
Infant deaths : 4,181 
Maternal deaths 577 
Typhoid fever . 574 
Malaria ; 713 
Tuberculosis 2,101 
Diphtheria 226 
Diarrhea and Enteritis 2,178 

The graphs showing the steady decline in mor- 

tality from malaria, diphtheria, tuberculosis and 

the enteric diseases and the drop in maternal 

and infant death rates are gratifying, but we 

get a_ different we glance at 

the death rates for cancer and _ heart 

(figs. 2-10). Naturally some increase in mortality 
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from these latter causes is due to the aging of the 

population, but the amount of increase seems not 

to be altogether ‘accounted for by this factor. 

These graphs and tables, while showing that 

considerable and substantial progress has been 

made in the past, point out the need for and the 

direction of campaigns for the future. 

1217 Pearl Street. 
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Amebiasis and the Proctologist 

RAtpH F. ALtEN, M.D. ~ 

MIAMI 

Amebiasis is a clinical term applied to the 

syndrome produced by the invasion of the tissues 

of man by the pathogenic ameba, Endamoeba 

histolytica. Pathologic change produced by this 

organism involves, primarily in uncomplicated 

cases, the mucosa and submucosa of the colon with 

an occasional invasion of the lower ileum. 

It has been shown by numerous surveys made 

in different regions of the United States that from 

8 to 10 per cent of the population is affected with 

amebiasis. It has also been shown that about one 

third of the patients harboring this parasite will 

have lesions located in the rectum and sigmoid. 

One can estimate then that approximately 800,000 

people in the United States have lesions of ame- 

biasis that may be seen on proctoscopic examina- 

tion. By similar deduction one can assume that 

in Jacksonville there are approximately 5,700 

cases, in Dade County 13,300 cases, in Tampa 

3,600 cases and in Orlando 1,200 cases in which 

lesions of amebiasis are present in the rectum and 

sigmoid. Thus, it becomes obvious that this dis- 

ease should be one of extreme interest to physi- 

cians doing proctosigmoidoscopic examinations. 

Pathologic Manifestations 

When the lesions of amebiasis are present and 

can be seen on proctosigmoidoscopic examination, 

they are usually so typical in appearance that little 

doubt is left as to their nature. Craig’ has em- 

phasized that E. histolytica invades the mucosal 

epithelium by a lytic action produced by secre- 

tions of the ameba. After the amebae have passed 

through the mucosa and enter the submucosal 

layer, lysis continues and degenerative changes are 

produced in these structures. It is in the sub- 

mucosa that the brunt of the invasion occurs. It 

is in this layer, also, that degenerative and exu- 

dative changes take place without often affecting 

the muscularis to any degree. The necrotic tissue of 

the submucosa is thrown off through the small 

opening in the mucosa, and the typical amebic 

ulcer is produced. 

When seen through the proctoscope, amebic 

ulcerations appear as rounded, yellowish to gray- 

ish, elevated plaques surrounded by a definite 

halo of fiery red mucosa. The ulcers are usually 

Read before the Florida Proctologic Society, First Annual 
Meeting, St. Augustine, April 11, 1948, 

discrete, and the area of inflamed mucosa sur- 

rounding them is sharply demarcated. The 
mucosa intervening between the ulcerations ap- 

pears normal. When the yellowish gray accumu- 

lation in the center of this ulceration is wiped away 

with an applicator, the base is seen located beneath 

the level of the sharply defined, rounded margins. 

The base usually bleeds profusely, and the ulcer 

appears as a punched out, sharply defined crater. 

In no other ulcerative proctitis does one see a 

picture so typical in appearance. 

Many writers have emphasized that amebic 

ulcers are more apt to appear on the upper surface 

of the rectal valves. In my experience I have found 

that amebic ulcers frequently appear in definite 

clusters or as an individual ulcer located low in 

the rectum; but, in my cases I have been unable 

to find a predilection for the upper surfaces of the 

valves. It appears that the ulceration occurs 

more frequently on the margin of the valves than 

at any other location in the rectum. 

In fulminating cases of amebic dysentery many 

bizarre destructive processes may be seen. The 

entire mucosa of the rectum may be necrotic. 

Ulcerations may be coalesced to form lesions of 

great size. Occasionally one of the arteries in the 

submucosa will be eroded into, and massive bleed- 

ing will occur. Various types of fistulae may be 

produced, and on occasion amebic ulcerations of 

the perianal skin will appear. This type of lesion 

is rare and as a rule is seen only in cases of ful- 

minating dysentery. 

Diagnosis 

How is one to establish a diagnosis of amebi- 

asis? In those cases in which lesions can be demon 

strated in the rectum and sigmoid, examinatior 

of the contents from the crater of the ulcer shoul 

be made. A small amount of the exudate can b: 

collected with a pipet and suspended in saline 

This suspension should be examined immediately. 

and motile trophozoites of E. histolytica will b 

found. It should be emphasized that on man 

occasions more than one examination is needed be- 

fore the amebae can be demonstrated. I have see’ 

cases in which five or six direct smears from lesions 

were examined before amebae were demonstrate: . 

If lesions cannot be found within reach of the 
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proctosigmoidoscope, one must rely upon exami- 

nation of the stool. If the stool is liquid and par- 

ticularly if the stool contains flecks of blood and 

mucus, the particles containing blood are most 

likely the portions of the stool in which the ameba 

will be found. Examination of such a specimen 

should be made within a few minutes after pas- 

sage. If the stools are formed, cysts should be 

looked for. The cysts may be demonstrated in the 

stool several hours after passage; therefore, in 

examining formed stools, there is no hurry about 

completing the examination. All authorities on 

amebiasis emphasize that the examination of only 

one stool specimen is not adequate. It has been 

proved that in about 60 per cent of the cases 

positive evidence will be missed if only: one ex- 

amination is made; therefore, in our practice my 

associates and I insist upon at least six stool ex- 

aminations before we consider the results negative. 

It has been postulated that amebae are discharged 

into the lumen of the intestine in showers and, 

therefore, the feces may be free of amebae one day 

and loaded with amebae the next day. 

ABSTRACTS OF 

AURICULAR FIBRILLATION WITH ABERRATION 

SIMULATING VENTRICULAR PAROXYSMAL TACHY- 

CARDIA. By James L. Gouaux, M.D., and Richard 

Ashman, Ph.D., Am. Heart J. 34:366-373 (Sept.) 

1947. 

The electrocardiographic findings in a case of 

auricular fibrillation are presented because there 

occurred periods when the ventricular rate was 

high, about 200 beats per minute, but with no 

aberration, and other periods when, with no greater 

ventricular rate, many successive complexes were 

of the right bundle branch block type. 

After the administration of quinidine sulfate 

the atrial rate was slowed and the ventricular rate 

was increased. Numerous aberrant QRS com- 

plexes were seen, occurring either singly or in 

groups of two, three, or more. At several places 

on the tracings, groups of from six to thirty-three 

wide, aberrant QRS complexes were seen. At other 

places, periods of equally rapid ventricular rhythm 

appeared, but the QRS complexes were narrow. 

Both when the complexes were wide.and when they 

were narrow, the same slight irregularity in rhythm 

was found. Reasons are given for believing that 

the series of wide complexes are due to aberration 

in the conduction of the supraventricular impulses 
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Lesions beyond the reach of the proctosigmoid- 

oscope may often be demonstrated by the use of 

roentgen examination. Lesions in the cecum pro- 

duce a hyperirritable cecum that is difficult to fill. 

The moth-eaten appearance of the intestines in the 

region of the cecum is characteristic of amebic 

ulceration. Lesions in the ascending, transverse 

and descending portions of the colon can fre- 

quently be seen as a disturbed mucosal pattern and 

persistent spasm of the wall of the bowel in the 

region of the ulcerations. The so-called amebic 

granulomas that are occasionally produced in the 

cecum and other parts of the colon may be demon- 

strated as definite polypoid filling defects. 

Summary 

The pathologic manifestations of E. histolytica 

are described. 

The measures necessary to establish a diagnosis 

of amebiasis are discussed. 
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through the ventricles and that they do not rep- 

resent ventricular paroxysmal tachycardia, which 

they closely resemble. 

A description is given of the probable mecha- 

nism whereby the aberration, once initiated, is 

maintained. 
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The Greatest Delusion of Our Time 

Appearing as a guest speaker over the Petten- 

gill hour on the ABC network, Aaron M. Sargent, 

San Francisco attorney, recently discussed “‘Social- 

ized Medicine,” giving the evidence arranged as 

an attorney would present a case. The high lights 

of his address to the radio audience may well be 

kept before the public by physicians through their 

wide contacts with the laity. There follow, in sub- 

stance, some of these details of vivid interest: 

This is not a dry subject which concerns only 

the business of your doctor. Actually, it is your 

business. It is no longer safe for you to let gullible 

American liberals, theoretic, impractical, inexper- 

ienced people, tinker with that business. 

Since Bismarck, the Iron Chancellor, intro- 

duced socialized medicine in Germany in 1883, it 

has consistently failed there and later in France, 

Great Britain and New Zealand. These failures 

have certain elements in common. The deficits 

put a squeeze on both doctor and patient. To 

avoid excessive cost the state had to limit the 

amount of service. Pressure was applied to force 

the doctor to use cheap remedies, even when more 

expensive treatment was necessary. Some doctors 

had to see from fifty to a hundred people in a 

single day. Adequate care was impossible. Since 

the service was free, the patient had no interest in 

keeping down the cost, but he had a definite inter- 

est in building «1p a pension claim. 

Draft rejection figures for World War II are 

not an index of our public health. These figures 

are cited by the Federal Security Agency to prove 

an emergency and to uphold its contention that the 

nation’s health is in a deplorable state with ade- 

quate care possible only under a compulsory sys- 

tem. The truth is that many rejections were for 

nonmedical causes; others involved 

which could not have been prevented by any form 

of medical treatment. Men were eliminated for 

illiteracy, mental deficiency and insanity, defec- 

tive hearing or sight and flat feet. Venereal dis- 

ease was a social rather than a medical problem. 

conditions 

Also, examinations were for combat duty. 

What of the economic consequences of the pro- 

posed compulsory scheme? Group plans and pri- 

vate insurance companies will be eliminated. They 

are unable to pay the claims that will pile up under 

a free—get something for nothing—type of law. 

Health insurance will be a government monopoly. 

There will be more waste—the result of bureauc- 

racy. In France the cost of social security in- 

creased until it consumed twenty-five per cent of 

the nation’s payroll. 

The next move will be socialized life insurance, 

to make it part of the national pension system. 

Step by step the process will go on. Government 

invasion of insurance, or of any other business, is 

like creeping paralysis. It takes over one oper- 

ation after another until the people have lost con- 

trol of everything. 

Does this thing really affect you, and your 

future? YOU will find that there is nothing free 

about free medical care. It is a direct tax on 

wages. YOU pay the bill. YOU carry the bur- 

den of every man who takes advantage of the sys- 

tem. It will reduce your standard of living. 



_ YOU will discover that you have gambled— 
and lost your opportunity to get real security under 

voluntary plans. Fifty-two million persons now 

have some form of hospitalization insurance. In- 

stead of turning over your future to a government 

bureau, do you not think YOU should arrange for 

more security by an extension of that system? 

There are at least ten communist fronts work- 

ing for social insurance. Do you think they are 

trying to improve conditions in the United States? 

Do you have the idea they are trying to build a 

strong nation able to stand up against Soviet 

Russia? 

No, the key people in these communist fronts 

realize that compulsory health insurance will bank- 

rupt the United States, as it has exhausted the 

finances of every nation which has tried that ex- 

periment. They know disorder will follow. They 

realize that controls established under that system 

will be available to set up a dictatorship. 

Social security is the greatest delusion of our 

time. We have come‘to believe we can get secur- 

ity without working for it—that it is only neces- 

sary to vote for it. Their belief in that delusion 

carried the people of another great nation to their 

destruction. They voted for the promise of a 

leader who said: 

We shall banish want. We shall banish fear. 
The essence of National Socialism is human wel- 
fare. National socialism is the revolution of the 
common man. National socialism means a new 
day of abundance at home, and a better world 
abroad. 

Those are the words of Adolph Hitler, and that 

is the delusion. 

What does America intend to do about its own 

delusion? What do you propose to do about it? 

Pa 

Understanding What People Are Like 

It is heartening to read the prediction from a 

noteworthy source that while the physical sciences 

and their applications will continue to thrive in the 

years ahead, the most significant development of 

the next century promises to be in the realm of 

understanding people. Human science, under- 

standing what people are like, is naturally the key 

to the solution of social problems and obviously 

will also help in working out many a medical 

problem. 

To understand people, one must know how 

they are alike and how they differ from one an- 

other. Inequalities are doubtless the foundation 
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stone of our democracy. Certainly in every social 

problem, observed Roger J. Williams,’ addressing 

the Centennial Meeting of the American Associa- 

tion for the Advancement of Science, differentia- 

tion or individuality is a potent factor. People 

should, then, be studied psychologically and in 

their social relations as well as anatomically and 

physiologically, he concluded. If all were alike, 

there would be no need for the freedom on which 

rests our democratic way of life. It is individual- 

ity that gives rise to the demand for freedom to 

make one’s own decisions and to live one’s own 

life. Likewise, it is individuality that makes the 

doctor-patient relationship so sacred and the pres- 

ervation of the freedom of the medical profession 

from the ruin of regimentation so vital. 

In man, inherent individuality is most highly 

developed, and superimposed upon it are the dif- 

ferences arising from environmental and cultural 

influences. The relative importance of these two 

factors has long been- and doubtless will long re- 

main a matter of conjecture. Nevertheless, when 

one considers individual variation in the shape and 

size of the body in general and of the head, nose, 

hands, feet and legs, as well as in the shape, size 

and cellular composition of the thyroid, adrenals, 

sex glands and pituitary glands, it is not reasonable 

to expect the senses to work uniformly for all.’ 

It has been established that people inherit 

through the agency of genes their entire metabolic 

machinery. Since each inheritance is distinctive, 

individual metabolic machinery is likewise distinc- 

tive. The existence of allergies and differences in 

the response to drugs is an outward manifestation 

which illustrates well the existence of distinctive 

metabolic patterns. 

Too, Williams pointed out, intelligence is not 

a unitary trait possessed in high degree by some 

and in low degree by others. Fortunately, there 

are many different ways in which one can _ be 

intelligent. 

Recognition of and care for individuality wil! 

feature the revised school system of the future 

in the opinion of this authority. Considerable 

effort in the earliest grades devoted to helping 

students become acquainted with themselves wil 

in due time have telling effect socially. Also, ‘t 

should aid materially in the solution of medic::! 

problems now hampered by too little cognizance f 

human science on the part of the physician and too 

little intelligent understanding and cooperation on 

the part of the patient. 

1. “Understanding People,” editorial, J. A. M. A. 138:8/2 
(Nov. 20) 1948. 
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Isla Bonita Piantation 

Wartime Cinchona Drama Ends 

Isla Bonita suggests tranquil beauty and peace- 

ful repose, but behind the name lies the little 

known drama of a medical Pearl Harbor of World 

War II on which the government has now rung 

down the curtain. The drama opened in the Philip- 

pines and ended in Costa Rica. It illustrates the 

consequences of unpreparedness in alternative 

sources of supply for vital drugs in time of war. 

When Gen. Douglas MacArthur realized that 

the United States would have to fight a long war 

in the malaria-infested Pacific, he knew that quin- 

ine from the cinchona trees of the Pacific islands, 

chief source of the world’s supply, would be cut off. 

As the fall of Bataan became imminent, he ordered 

Col. Arthur Fischer, a reserve officer long in 

forestry work in the Philippines, to gather as many 

cinchona seeds as possible from the experimental 

plantation he had established years before. 

Colonel Fischer succeeded in getting to the 

plantation and sorting out seeds of his best strains 

of cinchona. Spotted by a Japanese airplane, he 

hastily dumped the seeds into a bag and made his 

way back to Bataan. A few days later, he and 

about five pounds of the cinchona seeds left the 

Philippines for Australia by submarine with Gen- 

eral MacArthur. 

Soon the seeds were in carefully controlled 

storage in Washington, and Colonel Fischer set 

out with a soils expert to find a suitable plan- 

tation site. In Costa Rica, about twenty miles 

north of San Jose, they found what appeared to be 

an ideal location. 

Clearing the jungle, building an access road, 

developing the plantation took time, much time, 

despite all possible haste. With 400 acres 

cleared and buildings and equipment ready, the 

project was christened “Isla Bonita Plantation.” 

Progress was fairly encouraging until a disease 

caused by an unsuspected infection in the soil at- 

tacked the roots of the trees. A good many trees 

survived the root infection, and bark from some of 

them proved to be high in quinine content. But 

large scale production was not attained. And then 

the war was ended. 

Now the United States government has turned 

the 4,320 acre tract and its equipment over to the 

Costa Rican government. Stock from Isla Bonita 

will be used for experiments, which may produce 

lasting results for Colonel Fischer’s efforts after 

all. But with the wartime plans for big produc- 
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tion of cinchona at Isla Bonita dead, will the 

government complacently look to the Pacific Isles 

again as the main source of supply, or will Isla 

Bonita teach the lesson of long range preparedness 

in the Western Hemisphere? 

yd 

Patients Versus Cases 

One of the grand old men of medicine was 

quoted in the lay press recently as suggesting that 

it would be a good thing if the young graduates in 

medicine were trained to think of patients as pa- 

tients and not as cases. This savant opined that 

several phenomena suggest the current pattern of 

medical teaching has gone overboard in attempting 

to make things look scientific, and he deplored the 

tendency to look to the laboratory for clews in 

diagnosis in default of clinical observation and 

diagnostic acumen. 

The great strides in scientific achievements in 

recent years are a matter of pride to the profession, 

and their place in medicine is certainly not to be 

discounted in the slightest degree. In view of 

this criticism, however, it is gratifying to observe 

that perhaps somewhat belatedly but nevertheless 

definitely, the patient as such is now coming into 

his own. In the immediate past psychosomatic 

medicine has somewhat suddenly become the 

vogue, and its influence has pervaded not only the 

specialty of general practice but the other special- 

ties as well. The whole patient is considered, not 

merely his disease; the various aspects of his case 

are focused on him, not as a case number but as an 

individual. The spotlight is on him in the light 

of his disease of course, but also on him as a per- 

sonality whose reactions physically and mentally 

are distinctly peculiar to him. 

Paramount with the physician professionally 

abreast of the present trend is the whole patient 

with his characteristic traits and special problems 

as well as his particular ailment. Each patient be- 

comes an individual study, fascinating in diversity. 

Training in this respect is a great asset to the 

young physician and offers great advantage in the 

practice of his profession to the medical student of 

the future. Reversal of this commendable trend 

would no doubt be one of the many deplorable 

fruits of the regimentation of medicine. 



646 

The Physician and the Body Politic 

The physician has a tremendous obligation as 

a citizen. Today especially, with the very life of 

a. free profession at stake, interest in public affairs 

is a major responsibility of every practitioner of 

medicine. 

Patience, understanding and perseverance are 

practically always an important part of the arma- 

mentarium of the successful physician. These 

are traits admirably suited to the role of statesman 

or politician, and all too often lacking. Physicians 

are peculiarly fitted to minister to a sick society 

for the very nature of their profession gives them 

opportunity to understand human relations and to 

know human needs as well or better than any other 

group in our society. Too, their patients and 

friends and their wide contacts constitute an 

extraordinary political potential, much too seldom 

used. 

In the Eightieth Congress there were seven 

physicians in the House of Representatives and 

none in the Senate. Of these seven, all were re- 

elected last November. Four are Republicans, 

and three are Democrats. Not one is from the 

South. They represent the states of Pennsylvania 

(2), Minnesota, Nebraska, Ohio, West Virginia 

and New York. 

In former years more physicians were dis- 

tinguished in public life than today. The Declar- 

ation of Independence bears the signatures of six 

members of the medical profession, and three sign- 

ed the Constitution of the United States. Across 

the years, the pages of history are dotted with the 

names of physicians here and abroad who have dis- 

tinguished themselves in political roles. As re- 

cently as some two decades ago, two past presi- 

dents of the American Medical Association held 

cabinet posts. Doubtless the steadily increasing 

exactions and time-consuming demands of their 

profession account in some measure for the lack of 

political activity among men of medicine in the 

immediate past and at the present time. 

Democracy functions, of course, through poli- 

tics, and the guiding hand of able physicians in the 

political affairs of this nation at this time is a cry- 

ing need. Wisely enough, the distinguished states- 

man-physician, Congressman Walter H. Judd, has 

stressed the need in Washington of “more doctors 

in government and, above all, more of the kind of 

mental habits that good doctors must have.” 
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The Nemours Foundation and Its Program 

for the Crippled Children of Florida 

A. R. SHANDs, Jr., M.D. 

WILMINGTON, DEL. 

It has been thought that at this time a brief 

statement should be made to the physicians of 

Florida concerning the Nemours Foundation and 

its program for crippled children, in order that 

they may understand what the plan is for helping 

Florida children. With this thought in mind, as 

medical director of the Foundation I have prepared 

the following statement: 

Mr. Alfred I. du Pont died on April 29, 1935 

in Jacksonville and had been for many years prior 

to this date a legal resident of the state of Florida. 

Under the terms of his will the Nemours Founda- 

tion for the care and treatment of crippled chil- 

dren was established on Sept. 2, 1936, being legally 

incorporated under the laws of this state. On 

March 5, 1937 the trustees of the Alfred I. du Pont 

Estate, of which Mrs. Alfred I. du Pont is presi- 

dent, invited eight nationally recognized doctors 

to meet at Mrs. du Pont’s home “Epping Forest”’ 

in Jacksonville to plan a program for crippled chil- 

dren. These doctors, five of whom were ortho- 

pedic surgeons, were appointed to serve as a Medi- 

cal Advisory Board to the Foundation. Under the 

will it was directed that a hospital be built in Wil- 

mington, Del., within the grounds of Mr. du Pont’s 

home. After three years of planning and building, 

this was opened on July 1, 1940. It is called the 

Alfred I. du Pont Institute. It contains facilities 

for hospitalization and academic education of crip- 

pled children and laboratory facilities for research 

on problems related to the crippled child. This 

Institute has now examined and cared for over 

2,500 children. 

Since the incorporation of the Foundation it 

has been in the minds of the trustees that at some 

future date assistance would be rendered to the 

crippled children of Florida. In 1946 plans were 

made to start a program for Florida children. But 

for the war years this program would have been 

started before this time. It was thought first that 

it might be possible to render substantial aid to 

Florida children through hospitalization in the A- 

fred I. du Pont Institute in Wilmington. Ths 

idea was discussed in March 1947 with Dr. L. | 

Graves, Acting Director of the Florida Crippled 

Children’s Commission, and he was informed thit 

eae Medical Director of the Nemours Foundation, Jacksonvil ¢ 
Fla., and Wilmington, Del. 
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the Institute would accept Florida children and 

if necessary designate a minimum of ten beds to 

these patients. Over a period of two years follow- 

ing this time a few Florida children were sent to 

Wilmington. It was found that because of the 

distance this plan was not practical and would not 

result in giving real assistance to Florida crippled 

children. It was then decided by Mrs. du Pont 

and the trustees that direct aid should be given in 

the state. The question arose how best could this 

be done. During the first part of 1948 the medical 

director of the Foundation visited all of the hospi- 

tals and homes in the state caring for crippled 

children, talked with the orthopedic surgeons, 

superintendents and many board members of these 

institutions and visited representatives of many 

other agencies operating a crippled children’s pro- 

gram. He also had one conference in April 1948 

with the acting director, his secretary and two 

members of the Crippled Children’s Commission 

and the five senior orthopedic surgeons in the state 

program. These visits and conferences resulted in 

the acquisition of a great deal of information con- 

cerning the programs and finances of the agencies 

which made it evident that the greatest immediate 

need was to provide funds to make it possible for 

additional children to be admitted into the present 

institutions as there were empty beds, long waiting 

lists and insufficient funds to provide the necessary 

hospitalization. Having decided on this plan for 

direct aid, it became evident that the Nemours 

Foundation funds would go further if they were 

channeled through an existing agency. The Crip- 

pled Children’s Commission was selected and kind- 

ly consented to administer this fund. The Com- 

mission was informed that as of Oct. 1, 1948 the 

Nemours Foundation would pay within the limits 

of a specified budget ($30,000) for the hospital- 

ization and convalescent home care of those chil- 

dren under 16 years of age who were not suffering 

from infantile paralysis or cerebral palsy. Other- 

wise the definition of the crippled child which had 

been accepted by the Florida Crippled Children’s 

Commission was accepted by the Foundation. 

During the first four months of this program, the 

Nemours Foundation has paid for the hospitaliza- 

tion and convalescent home care of 36 children. 

It is estimated that the available funds for 1948- 

1949 will make it possible for approximately 100 

crippled children to be given institutional treat- 

ment who otherwise would not be able to receive 

hospital and convalescent home care during this 

period. 
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After the many conferences and discussions 

during the last two years, it was the opinion of the 

medical director that one of the greatest immediate 

needs for Florida was a meeting in which repre- 

sentatives of all crippled children’s agencies could 

get together and discuss their common problems, 

as it appeared that some agencies were not fully 

cognizant of what others were doing. With this 

thought in mind the medical director talked with 

Mr. Marcus C. Fagg and Mrs. Sylvia Carothers 

of the Florida Children’s Commission and then re- 

quested the Florida Children’s Commission to call 

a Conference on Services to Crippled Children. 

This conference was held in Jacksonville on Feb. 

4 and 5, 1949 and was attended by approximately 

100 persons representing the Florida institutions, 

agencies and societies interested in the problems of 

the crippled child. Many pediatricians, orthope- 

dic surgeons, public health officers and other phy- 

sicians were in attendance. As a result of this 

meeting many recommendations will be made for 

the coordination and improvement of the services 

for the crippled child in the state. 

It is hoped that this initial program of private 

philanthropy will be the beginning of a real and 

worth while service by the Nemours Foundation 

to the crippled children of Florida. 

sw 

Dr. Lischkoff Receives 

1948 Civic Award 

Dr. M. A. Lischkoff of Pensacola was the re- 

cipient of the 1948 award for outstanding, unre- 

munerated public service presented annually by 

the Kiwanis Club of that city. A past president of 

the club, he was the fifth Kiwanian chosen for this 

honor in the twenty-seven years of the award, and 

it was pointed out that Kiwanians must stand out 

above all others to receive this trophy from their 

own club. Presentation was made at the annual 

banquet in January, and in the absence of Dr. 

Lischkoff, who was in Miami attending the Mid- 

winter Seminar in Ophthalmology and Otolaryn- 

gology, Miss Marion Lischkoff accepted for her 

father the handsome silver vegetable dish which 

was the award. 

His efforts in the organization of the Escambia 

General Hospital won for Dr. Lischkoff this rec- 

ognition. He was cited for initiating and push- 

ing to completion this project and also for his pub- 

lic service over a long period of years during which 
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he, “retiring because of his nature and his profes- 

sion, . . .has worked quietly and untiringly on sev- 

eral projects for the betterment of his community.” 

Early in 1947, Dr. Lischkoff proposed as a Ki- 

wanis project the conversion of the decommission- 

ed Escambia Tuberculosis Sanatorium into a coun- 

ty hospital. At his instigation it became the ob- 

jective of the club and also of the Escambia Coun- 

ty Medical Society, whose entire membership 

worked unceasingly for its success. Other civic 

groups and the Board of County Commissioners 

aided generously. Hearty community cooperation 

soon made possible successful consummation of the 

project when the hospital went into full operation 

on Oct. 4, 1948, exactly one year after the five 

trustees appointed by Governor Caldwell had 

organized with Dr. Lischkoff as chairman. 

The hospital is a general hospital with seventy- 

eight beds, an outpatient department, a unit for 

contagious diseases and a wide variety of medical 

and surgical facilities. Four beds are reserved for 

mental patients, who are handled as transients. 

The various units, both for white and Negro pa- 

tients, are all connected by covered ramps. 

A long-felt need in the community, the hospital 

gives excellent service to indigent and part pay pa- 

tients and also to private patients. It has the rec- 

ognition of the American Medical Association and 

stands as a worthy monument to civic enterprise 

fostered under the able leadership of Dr. Lischkoff. 

Pa 

Urological Post Graduate Seminar 

The American Urological Association through 

its Southeastern Section announces a Urological 

Post Graduate Seminar to be held in New Orleans 

for four full days, beginning on Monday, April 18, 

and continuing through Thursday, April 21, 1949. 

The Seminar will be conducted under the auspices 

of the Division of Graduate Medicine, Tulane Uni- 

versity School of Medicine, with Dr. William D. 

Frye, Dean of the Graduate School of Medicine, 

directing the courses in collaboration with the of- 

ficers and executive committee of the Southeastern 

Section and the representative of the Central Com- 

mittee. 

This first Seminar to be presented by the 

Southeastern Section is designed especially for 

young urologists, urological residents, surgical 

interns especially interested in urology, and phy- 
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sicians and surgeons doing diagnostic urology (part 

time). While it will be of particular value to 

those preparing for examination by the American 

Board of Urology, it will also afford an excellent 

review for all urologists. 

Experienced urological teachers will lecture on 

Anatomy, Embryology, Pathology, .Physiology, 

Biochemistry, Endocrinology and Bacteriology, 

presenting their subjects in an illustrated and at- 

tractive manner. Operative Urological Clinics will 

be provided on the various services of the hospitals 

for those who wish to stay over Friday, April 22. 

The courses will be limited to 150 registrants. 

The cost will be $50 to all except residents in urol- 

ogy. Early application is recommended in view 

of the wide interest already expressed by members 

of the Section. Inquiries and applications may be 

sent to Wm. W. Frye, M.D., Dean, Graduate 

School of Medicine, Tulane University, New Or- 

leans. Also, Dr. W. L. Fitzgerald of Miami, Flor- 

ida’s representative on the executive committee of 

the Seminar, will be glad to receive communica- 

tions concerning the course. 

4 

Midwinter Seminar in 

Ophthalmology and Otolaryngology 

A select group of physicians from over the na- 

tion attended the Midwinter Seminar in Ophthal- 

mology and Otolaryngology held at the Robert 

Richter Hotel in Miami Beach, January 10-15, 

1949. Sponsored annually by the Graduate 

School of Medicine of the University of Florida, 

the Seminar this year attracted registrants from 

40 states and 3 foreign countries. 

During the first three days lectures on ophthal 

mology were presented by the following distin 

guished medical teachers: Dr. John H. Dunning 

ton, Professor of Ophthalmology at Columbia Uni 

versity College of Physicians and Surgeons and 

Director of the Eye Institute at the Presbyteria: 

Hospital in New York; Dr. Avery Prangen of the 

Mayo Clinic in Rochester, Minn.; Dr. Georgian. 

Theobald, Clinical Pathologist and Professor of 

Ophthalmology at the University of Illinois Co- 

lege of Medicine in Chicago; Dr. Derrick Vai, 

Professor of Ophthalmology at Northwestern Un - 

versity Medical School and Editor of the America. 

Journal of Ophthalmology, also of Chicago; an1 

Dr. Alan C. Woods, Director of the Wilmer Eye 

Institute at the Johns Hopkins University Scho 
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of Medicine in Baltimore. 

Noted otolaryngologists lecturing on the last 

three days were Dr. A. C. Furstenberg, Dean and 

Professor of Otolaryngology at the University of 

Michigan Medical School in Ann Arbor; Dr. Paul 

H. Holinger, Professor of Bronchoesophagology at 

the University of Illinois College of Medicine in 

Chicago; Dr. John R. Lindsay, Professor of Oto- 

laryngology at Northwestern University Medical 

School in Chicago; Dr. Philip E. Meltzer of the 

Department of Otolaryngology at the Harvard 

Medical School in Boston; and Dr. LeRoy Allen 

Schall, Professor of Otolaryngology at the Harvard 

Medical School in Boston. 
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Whitaker & Baxter Release 

The following release has been received from 

Whitaker & Baxter, campaign directors, National 

Education Campaign, American Medical Associa- 

tion: 

Immediate Release 

In a sharply-worded statement, commenting on Wash- 
ington news reports that the Federal Administration plans 
to launch anti-trust prosecutions against several State 
Medical Societies, concurrent with the opening of its drive 
for compulsory health insurance, the American Medical 
Association today announced that “We will take our case 
directly to the American people if we find the Government 
is engaged in political persecution instead of legitimate 

prosecution.” 
Dr. Elmer L. Henderson, Chairman of the Board of 

Trustees of the American Medical Association, declared: 
“The American people will not take kindly to Gestapo 

activities and the doctors of this country, when the health 
of their patients and the welfare of their profession are 
at issue, will not be frightened into non-resistance by 
threats against them. 

“We have been making our own inquiry into the activi- 
ties of Government investigators and if we find that an 
attempt is being made to use the Justice Department for 
political purposes, in an effort to stifle opposition to the 
socialization of medicine, we will air the facts to the peo- 
ple and demand a Congressional investigation into such 
activities. 

“It is both false and absurd to imply that there is a 
monopoly in health insurance under the hundreds of 
voluntary systems operating in America today, with more 
than 52,000,000 insured members. But there certainly 
would be an iron-clad monopoly if Patent Medicine Man 
Oscar Ewing got through his compulsory health insurance 
scheme and took over control of medical practice in this 
country. 

“The American Medical Association is vigorously sup- 
porting all sound voluntary health insurance systems and 
is encouraging competition, between the pre-paid medical 
and hospital plans and the private insurance indemnity 
companies, because we believe the American people will 
get better coverage, at a better price, if many competing 
plans are available. We don’t believe the people want a 
Government monopoly in the health insurance field, any 
more than they would condone a private monopoly, and 
we intend to fight the Government monopoly, proposed 
under compulsory health insurance legislation, even if the 
Federal Administration resorts to terroristic practices and 
witch-hunting in an attempt to frighten off opposition.” 

WHITAKER & BAXTER RELEASE 

STATE BOARD OF HEALTH 

Cancer Control Program 
The number of applications for aid to indigent 

persons under the Cancer Control Program has 
steadily increased up to the present time, and more 

and more persons each month have been furnished 

medical care and hospitalization under the plan. 

It now appears that Cancer Funds are not suf- 

ficient to continue the program at its present rate 

between now and July 1 when a new appropriation 

will be available. Until February 1 the maximum 

fees provided for by the fee schedules have been 

paid for professional services. Because of the 

shortage of funds, and in order to provide for as 

many indigent persons as possible and in order to 

spread available funds equitably among physicians 

rendering professional services to cancer patients, 

it will be necessary to reduce such fees paid be- 

tween now and July 1. This is a temporary and 

necessary expedient and we believe that the phy- 

sicians of the state will accept this temporary ar- 

rangement as it appears to be the only one possible 

under the circumstances. 

Reporting of Influenza 

The Surgeon Generals of the United States 

Army, Navy, Air Force and Public Health Service 

have developed a plan for the establishment of an 

Influenza Information Center at the National In- 

stitutes of Health at Bethesda, Md. This center 

will administer in this country the World Health 

Organization Influenza Program whose aim is the 

protection of the people of the world from a pan- 

demic of influenza as last experienced in 1918. 

The Information Center will collect information 

as to the occurrence of an outbreak of suspected 

influenza, and aid in the isolation of the virus as 

a means of determining the prevailing strains for 

use in the production of vaccine. 

Local health departments and the physicians 

of the state have a definite part to play in this 

program since it is they who first will have knowl- 

edge of local outbreaks of suspected influenza. 

It is, therefore, requested that physicians will 

report the occurrence of influenza in your practice, 

using as the criteria for diagnosis the “typical” 

clinical features: sudden onset of fever, muscular 

aching, prostration, and varying degrees of inflam- 

mation of the respiratory tract. 

aw 

Upon the resignation of Dr. Rollin D. Thomp- 

son, Medical Director of the Florida Tuberculosis 

Sanatoria, Mr. W. T. Edwards, chairman of the 
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Tuberculosis Board, requested that Dr. Clarence 

M. Sharp be allowed to assist them because of their 

lack of a medical director. The State Board of 

Health has agreed to lend Dr. Sharp to the Tuber- 

culosis Board on a part time basis until a successor 

to Dr. Thompson can be appointed. Dr. Sharp 

therefore is in charge of tuberculosis activities for 

both the State Board of Health and the Tuber- 

culosis Board, which operates the Sanatoria in 

Tampa, Orlando and Marianna. 

CORRESPONDENCE 

Postgraduate Short Course 
January 28, 1949 

To the Editor: 

Because there may be some dissension among 

the South Florida doctors with reference to the 

Postgraduate Short Course being held in Jackson- 

ville again this year, and since I am a member of 

the Committee on Medical Postgraduate Course 

and am from Northwest Florida, I should like to 

make a plea and give some reasons why I think this 

city is the logical, practical and fair location. 

I am under the impression that in the begin- 

ning when the Short Course was initiated it was 

designed primarily for the benefit of the general 

practitioner. I believe in this section of Florida 

there are more underprivileged general practi- 

tioners per capita than in other parts, especially 

with regard to opportunities for postgraduate in- 

struction and knowledge. A great many of the 

doctors in this section have to do real general prac- 

tice, that is, everything from bedside diagnosis and 

treatment to major surgery without too many 

facilities. They oftentimes have to do much rid- 

ing to serve the people as the miles are many and 

the practice heavy. There are but few specialists 

to whom they can refer their patients and these 

specialists are not easily accessible. They have to 

be the family doctor and the specialists in many, 

many cases. ‘The hospital facilities in this section 

are not plentiful and not accessible. There are 

but few opportunities to attend clinicopathologic 

conferences or even hospital staff conferences, and 

organized medical societies are relatively few. 

The demand for their services prevents these 

practitioners from taking postgraduate work in the 

bigger centers, to say nothing of their financial 

situation and economic status. They have to 

depend on reading journals and studying books to 

keep abreast, in a small way, of the present tempo 

of advancing scientific medicine and surgery. 

VotumE XXXV 
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There are very, very few medical conventions of 

any size or caliber held in this section of the state 

as our cities are too small to accommodate such 

gatherings. For the general practitioner of medi- 

cine in this section to get postgraduate instructions 

he has to go to extremes. He must have ambition 

and a keen desire to learn and improve if he makes 

the effort, and too often he passes up the op- 

portunity merely because it is not easily or prac- 

tically accessible. It may be true that too few 

Northwest Florida doctors attend the Postgraduate 

Short Course, but I believe as more interest and 

emphasis are placed on this opportuunity, they will 

take more and more advantage of it, for the time 

has arrived when doctors in general will take more 

interest and pride in their profession both from a 

dignified as well as an educational standpoint. 

With professional competition from colleagues and 

contemporaries, cults and governmental bureaus, 

doctors will equip themselves accordingly. They 

deserve and should have the facilities at their dis- 

posal or readily accessible. 

I believe the South Florida doctors have more 

opportunities at their command and they should 

not be adverse to our having the one and only real . 

institution for postgraduate training easily acces- 

sible. If the opportunity is removed from us, we 

will become more lethargic in our efforts and less 

informed on medicine, and both we ourselves and 

our people will suffer in consequence. Naturally 

I am biased on the subject because of my location, 

but this plea is not for me individually. I am in- 

terested in all Florida doctors and Florida medi- 

cine in general; I want to see that the doctors of 

Florida have as nearly as possible equal oppor- 

tunity. 

I appreciate and respect my position on the 

Short Course committee, and to voice my opinion 

is nothing more than I consider my privilege. | 

will do my best to work on and with this commit- 

tee to the best advantage of Florida doctors as I see 

it, and I will not lend my efforts to accommodate 

one or just a few concerned. I hope this letter will 

be received with the same interest and in the same 

spirit in which it is sent. You may use any part 

of this letter for any purpose you may choose, for 

it is intended to try to prevent any animosity or ill 

feelings in our great professional Association. 

Sincerely yours, 

(Signed) W. C. Roberts, M.D., Member 

Committee on Medical Postgraduate 

Course 

Panama City, Fla. 
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STATE NEWS ITEMS | BIRTHS, MARRIAGES AND DEATHS | 

Dr. Nelson A. Murray of Jacksonville was the 

speaker at a February meeting of the Kiwanis 

Club. Dr. Murray entitled his talk, “Magic 

Bullets,” and referred to numerous discoveries in 

the arts and sciences by that name as he touched 

upon the remarkable progress made in medicine 

during the past seventy-five years. 

Dr. Samuel R. Norris of Jacksonville was the 

presiding officer at sessions of the South Atlantic 

Association of Obstetricians and Gynecologists 

which were held in Williamsburg, Va., in February. 

se 
Dr. Duncan T. McEwan of Orlando spoke be- 

fore members of the local Rotary Club in January. 

He spoke on the socialization of medicine, pointing 

out the evils such a plan would initiate in this 

country. 

sw 

Dr. Joseph R. Carver has opened offices for 

the practice of medicine in Branford. He former- 

ly practiced in Dalton, Ga. 

Zw 

Dr. John N. Moore of Ocala has been reap- 

pointed chairman of the State Executive Commit- 

tee, Florida Division, American Cancer Society. 

Dr. Moore has been chairman of the committee 

since 1944, 

aw 

Dr. Richard C. Cumming of Ocala recently was 

honored by the North Florida Council of the Boy 

Scouts of America for his outstanding work in Boy 

Scout activities. 

p24 

Dr. Sullivan G. Bedell of Jacksonville recently 

was a guest speaker at a meeting of the Woman’s 

Club of South Jacksonville. 

aw 

Dr. Lydia A. DeVilbiss of Miami was a guest 

at the February meeting of the Monroe County 

Medical Society. While in Key West, Dr. De- 

Vilbiss is residine at 123 Ann Street. 

oa 

Dr. Wilbur C. Sumner of Jacksonville has re- 

turned to his practice after a year’s study at the 

Memorial Hospital in New York City. 

P24 

Dr. Lillian C. Mark has returned to Jackson- 

ville from New York City where she attended sev- 

eral clinics. 

Births 

Dr. and Mrs. Talmadge S. Thompson, Venice, announce 
the birth of a son, Stanley Warren, on Jan. 16, 1949. 

Dr. and Mrs. A. Mackenzie Manson, Jacksonville, an- 
nounce the birth of a son, Alexander Mackenzie, Jr., on 
Jan. 30, 1949. 

Dr. and Mrs. J. K. David, Jr., Jacksonville, announce 
the birth of a son, Richard Joseph, on Jan. 29, 1949. 

Dr. and Mrs. Sidney Stillman, Jacksonville, announce 
the birth of a daughter, Susan Melinda, on Jan. 28, 1949. 

Dr. and Mrs. Henry L. Smith, Jr., Jacksonville, an- 
nounce the birth of a daughter on Jan. 1, 1949. 

Dr. and Mrs. Webster Merritt, Jacksonville, announce 
the birth of a son, John Webster Merritt, II, on March 
11, 1949. 

Marriages 
Dr. Willard R. Gatling of Jacksonville and Miss Jane 

Stevens Lindsay of Jacksonville were married on Dec. 26, 
1948. 

Dr. David Kirsh of Miami and Miss Athelda Gladstone 
of Birmingham, Ala., were married on Dec. 25, 1948. 

Deaths — Members 
Harold A. Ryan, Miami Beach 

sw 

LAB TECHNICIAN, former Florida resident, wishes 
to return; 14 years’ experience, including hospital, board 
of health labs, bacteriology, general work and 4 years 
Army; age 35, male, married. For further information 
write W. J. Evans, Box 710, Amarillo, Tex. 

WANTED: Practicing physician; Florida license not 
required. For further information write Clinical Director, 
Florida State Hospital, Box 189, Arcadia, Fla. 

FOR SALE: General practice, including equipment. 
Central downtown location in beautiful Sunshine City of 
St. Petersburg, Fla.; population, 100,000. Price, $5,000; 
easy terms. Leaving June 15 to accept residency. Will 
introduce. Write P. O. Box 658, Station A, St. Petersburg, 
ped 

Feb. 25, 1949 

, i —_—/ 

Doctor, when you peruse the advertising pages 

in our journal, remember this: all ads are carefully 

screened—the items, services, and messages pre- 

sented are committee-accepted. Our standards 

are of the highest. The advertisers like our jour- 

nal—that’s why they selected it for use in their 

promotional program. They seek your patronage 

and your response encourages continued use of our 

publication. In turn, the advertisers’ patronage 

helps us to produce a journal that is second to none 

in our state. When you send inquiries, tell them 

that you read their advertisement in the Florida 

Medical Journal. 

ra 
Liasaca 

On page 46 of the 1949 Florida Medical Directory at 
the end of the second column under the caption “Orlando”, 
“Florida Sanitarium+” is shown. The “+” should be 
deleted and under “Cen. Fla. State San.” the “+” should 
be shown. 

The Cen. Fla. State San. should be shown approved by 
the American College of Surgeons and the Florida Sanitar- 
ium should not be shown as approved. 

According to F. R. Arestad, M.D., of the A.M.A.,- the 
symbol was erroneously applied in the Journal A.M.A., 
August 14, 1948. 



Medical Licenses Granted 
. 

Dr. Frank D. Gray, Secretary of the State Board 

of Medical Examiners, has reported that of the 158 

applicants who took the examination of the Board, 

held November 29-30, in Jacksonville, 140 passed 

and have been issued licenses to practicé medicine 

in Florida. The names and addresses of the 140 

successful applicants follow: 

Alford, Samuel Jackson, Jr., Jacksonville (Coll. Med. 
Evangelists 1948) 

Alspach, Walter Louis, Miami (U. of Buffalo 1918) 

Andrews, Phyllis Jane, Miami (Yale 1948) 

Aten, William Goranflo, Miami (Northwestern 1943) 

Barrett, Jack William, Miami (St. Louis Univ. 1946) 
Barry, Carey Neilson, Clearwater (Duke 1948) 
Batell, Leo, Tampa (New York Univ. 1923) 
Behrens, Paul R., New York, N. Y. (Middlesex 1946) 
Bell, Alan Eddy, Seattle, Wash. (Johns Hopkins 1945) 
Belott, Joseph Adolph, Daytona Beach (N. Y. Univ. & 

Bellevue Hosp. Med. 1910) 
Benenson, William, Flushing, N. Y. (Cornell 1929) 
Berger, Robert Lawrence, Chappaqua, N. Y. (Middle- 

sex 1945) 
Bird, Cornelius Ashley, Decatur, Ga. (Emory 1941) 
Boese, Herman Lamar, Ft. Lauderdale (Tulane 1947) 
Boles, Truett Claude, Miami (U. of Texas 1948) 
Borovsky, Maxwell Philip, Chicago, Ill. (Rush Med. 

Coll. 1920) 

Bowes, Roy R., Madison College, Tenn. (Coll. Med. 
Evangelists 1943) 

Brill, Thomas Mortensen, Gainesville (Univ. of Mich. 
1944) 

Brooks, Thos. Joseph, Jr., Tallahassee (Bowman Gray 
1945) 

Brown, Edwin Wells, West Palm Beach (Duke 1941) 
Burkhardt, Hans Emerson, Ocean City, N. J. (Temple 

1941) 

Carpousis, Aris, Eglin Field (Hahnemann Medical 
1946) 

Carswell, Bowdre Lucian, Attapulgus, Ga. (University 
ot Georgia 1948) 

Childs, Lansing Gamaliel, Gainesville (Meharry Medi- 
cal Coll. 1947) 

Cornille, Alfred Joseph, Chicago, Ill. (Loyola Univer- 
sity 1942) 

Counts, Russell L., Chattanooga, Tenn. (University of 
Georgia 1947) . 

Crasson, Joseph Kenneth, Coral Gables (L. I. Coll. o 
Med. 1947) 

Curtin, Leo Vincent, New York, N. Y. (Coll. of Phy. 
& Surg., Boston 1943) 

Cushman, Robert Gale, Jacksonville (Bowman-Gray 
1946) 

Cusumano, Aurelius, New York, N. Y. (Middlesex 
1945) 

Dexter, Helen Louise Taylor, Clearwater (Columbia U. 
Coll. of Phy. & Surg. 1937) 

Dexter, Morris William, Cincinnati, Ohio (U. of Cin- 
cinnati 1942) 

DiCosola, Michael Angelo, St. Petersburg (Loyola 
Univ. 1943) 

Dornberger, George Raymond, Rochester, Minn. (Univ. 
of Neb. 1938) 

— Ervin Frank, Okeechobee (Hahnemann Med. 
1912 

Duff, Oliver Adkins, Birmingham, Ala. (Tulane 1945) 
Duke, James Roncie, Tampa (Johns Hopkins 1948) 
Dunn, Seymour, Brooklyn, N. Y. (Middlesex 1946) 
East, William James, Lake City (Ohio 1941) 
Eiben, Robert Michael, Cleveland, Ohio (Western Re- 

serve 1946) 
Ernst, Marie Katherine, Tampa (Albany Med. Coll. 

1948) 
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Fecher, Mark Patrick, Jacksonville (St. Louis 1946) 
Feldman, Leon Ralph, New York, N., Y. (Middlesex 

1945) 
Ferguson, Wm. Bernard, Miami (Indiana Univ. 1942) 
Foley, Joseph Dayton, Salisbury, Md. (Coll. Med. 

Evangelists 1947) 
Frishkorn, Paul Elliott, St. Petersburg (Univ. of Cin- 

cinnati 1947) 
Furnas, Aubrey Robert, Jacksonville (Indiana Univ. 

1948) 
Garcia, Servando Caesar, New Orleans, La. (La. Sch. 

Med. 1945) 

Gasque, MacRay, Fontana Dam, N. C. (University of 
Virginia 1944) 

Goldsmith, Maximilian Orfevre, Miami Beach (Chicago 
Med. Sch. 1943) 

Grau, Sidney, St. Petersburg (Ohio State U. 1943) 
Guiteras, George Gustavo, San Antonio, Texas (Univ. 

of Pa. 1931) 
Hammond, Merton Leonard, Panama City (Univ. of 

Md. 1942) 
Haney, Taswell Paul, St. Petersburg (University of 

Virginia 1926) 
Hanson, James Robert, Miami (Northwestern 1947) 
Hedrick, Donald W., Detroit, Mich. (U. of Michigan 

1928) 

Herndon, Benj. Eugene, Tampa (Coll. Med. Evan- 
gelists 1946) 

Hershey, Harry, Jersey City, N. J. (State U. of Iowa 
1937) 

Hodge, Leonard, Miami (Med. Coll. of Alabama 1947) 
Howard, Frank Davis, Leesburg (Univ. of Tenn. 1948) 
Hughes, Paul William, Gainesville (Boston Coll. of 

Phys. & Surg. 1944) 
Johnson, Ernest Cleveland, Jr., Savannah, Ga. (Boston 

Coll. of Phys. & Surg. 1943) 
Johnstone, Robert Henry, Chicago, Ill. (Rush Med. 

Coll. 1924) 
Karowe, Harris Elliott, Miami (Columbia U. Coll. of 

Phys. & Surg. 1947) 
Kroll, Peter Gregory, Orlando (Med. Coll. State of 

S. C. 1933) 
Laipply, Thomas Charles, Chicago, Ill. (Western Re- 

serve 1936) 
Landes, John Shriner, Cleveland, Ohio (Western Re- 

serve 1942) 
Lansman, Wilfred, Astoria, N. Y. (Middlesex 1945) 
Larson, Gerald Edwin, Orlando (Coll. Med. Evangelists 

1947) 
Leon, Andrew Joseph, Miami Beach (Middlesex 1946) 
Luppold, Luther Samuel, White Haven, Pa. (Temple 

1921) 

McChesney, William Wallace, Gastonia, N. C. (Med. 
Coll. of Virginia 1915) 

McCloskey, Bernard J., Jacksonville (Univ. of Pa. 
1922) 

McKenna, Thomas James, Ebensburg, Pa. (Univ. of 
Pittsburgh 1940) 

Mahoney, Charles Leo, Terre Haute, Ind. (St. Louis 
Univ. 1932) 

Manginelli, Vitus William, St. Petersburg (L. I. Coll 
ot Med. 1932) 

Marr, Norval Mason, New York, N. Y. (Cornell 1948) 
Massey, Bennie Jackson, Palatka (Med. Coll. State oi 

S C. 1948) 
Mehl, Omar Clayton, Ann Arbor, Mich. (U. of Pitts- 

burgh 1936) 
Meldrum, Thomas Wilson, Jacksonville (Cornell 1947 
Michael, Sidney Richard, St. Petersburg (Johns Hop 

kins 1941) 
Miller, Claude Henry, Jr., Louisville, Ky. (Creighto: 

1945) 

Miller, Marvin Black, Tampa (Univ. of Arkansas 1947 
Morgan, John Mettinger, Chamblee, Ga. (Emory 1945 
_ Maximilian, Miami Beach (L. I. Coll. Hos; 

1921 
Neill, James Moreman, Gulfport (U. of Louisville 1943 
Nichols, Photis J., Miami (Emory 1948) 
Nolan, Paul Vernon, Tampa (Univ. of Maryland 1948) 
_ Edwin Charles, Avon Park (Bowman Gray 

1946 
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O’Neal, John Barnwell, III, Elberton, Ga. (Univ. of 
Georgia 1944) 

O’Neal, Phyllis Johnson, Elberton, Ga. (Univ. of Geor- 
gia 1943) 

Osterhout, Gail Merrill, McIntosh (Univ. of Georgia 
1945) 

Pace, Sherman Homer, Winston Salem, N. C. (Duke 
1947) 

Patient, William Fred, Mitchel Field, N. Y. (St. Louis 
Univ. 1933) 

Piper, Robert Charles, Miami 
1947) 

Pitts, Robert Owen, Nashville, Tenn. (Vanderbilt 1943) 
Pollen, William, Miami (N. Y. Med. Coll. 1948) 
Polskin, Louis Julian, Birmingham, Ala. (Chicago Med. 

Sch. 1947) 

Price, Walter Coachman, Pittsburgh, Pa. (U. of Pitts- 
burgh 1947) 

Pritchett,. Joseph Henry, Jr., Augusta, Ga. (Univ. of 
Georgia 1948) 

Pross, Philip, Passaic, N. J. (Cornell 1944) 
Raider, Louis, New Orleans, La. (Dalhousie U. 1918) 
Rask, Arthur Thomas, Cleveland, Ohio (Ohio State 

Univ. 1937) 
Reeves, Geo. William, Washington, D. C. (Geo. Wash. 

Univ. 1943) 
Reiss, Jack, Coral Gables (U. of Louisville 1932) 
Rezek, Philipp Raphael, Miami (U. of Vienna 1921) 
Rhea, Samuel Barclay Donaldson, Pensacola (Vander- 

bilt 1941) 

Rhode, Geo. Milton, Jr., Jacksonville (Temple 1946) 
Richmond, Henry John, Miami (St. Louis Univ. 1948) 
Rodney, Marvin Benjamin, Brooklyn, N. Y. (Chicago 

Med. Sch. 1946) 
Rosborough, William Daniel, Marianna (Univ. of Pa. 

1931) 

Rosenberg, Albert Aaron, Atlanta, Ga. (Univ. of Geor- 
gia 1943) 

Rosenblum, Robt. Ronald, Whitestone, L. I., N. Y. 
(Middlesex 1946) 

Runge, William Francis, Washington, D. C. (George- 
town 1944) 

Sales, Louis Michael, Lake City (Boston Univ. 1935) 
Saithanick, Louis, Fall River, Mass. (Middlesex 1944) 
Sauberli, Harry Albert, Tallahassee (Vanderbilt 1932) 
Schosheim, Arnold Mortimer, Glendale, L. I., N. Y. 

(Middlesex 1945) 
Shapiro, David, Brooklyn, N. Y. (Middlesex 1945) 
Short, Jean Lovett, Lakeland (Univ. of Pa. 1934) 
Smith, Clyde Francis Brooke, Miami (Jefferson 1947) 
Smith, Fred Augustus, McRae, Ga. (Emory 1941) 
Smith, Vernon Lamaun, Miami (St. Louis Univ. 1948) 
Sorvas, George Peter, Warren, Ohio (Hahnemann 

Univ. 1937) 
Spivak, Abraham Henry, New York, N. Y. (Columbia 

U. Coll. of Phys. & Surg. 1931) 
Stauffer, Floyd Randall, Warrington (Ohio State U. 

1943) 

Stauffer, Mary Ruth Schuh, Warrington (Ohio State 
U. 1943) 

Stemerman, Irving, Newark, N. J. (Northwestern 1945) 
Strain, Richard Edgar, Needham, Mass. (Vanderbilt 

1935) 

Terheyden, Wm. Anthony, Jr, Miami Beach (Jefferson 
1947) 

Tomlinson, Walter Benjamin, Pensacola (Northwestern 
1946) 

Trent, Sophie Clara, Jacksonville (Yale 1943) 
Vaughan, James Anderson, Jr.. West Point, N. Y. (U. 

of Maryland 1946) 
Weeks, Joseph C., Lake City (Univ. of Tennessee 1932) 
Weller, Walter, Gainesville (Cornell 1918) 
Wilson, Leo Hughes, Hollywood (Duke 1947) 
Winslow, James Addison, Jr., Cuthbert, Ga. (Emory 

1944) 

Witkind, Elliott, Brooklyn, N. Y. (Middlesex 1945) 
Yarn, Charles Presh, Jr., Atlanta, Ga. (Emory 1945) 
Zoeller, Allan Frey, Miami (Univ. of Louisville 1948) 

(Univ. of Wisconsin 

NEW MEMBERS 

NEW MEMBERS 

The following doctors have joined the State 

Association through their respective county medi- 

cal societies. 

Bourkard, Ernest R., Tampa 

Cunningham, Chas. B., St. Petersburg 

Goddard, David W., Daytona Beach 

Goodnow, Chester L., St. Petersburg 

Graham, Henry H., Gainesville 

Hotard, Roland F., Jr., Winter Park 

Keedy, Christian, Miami 

Lemberg, Louis, Miami Beach 

McRae, James H., St. Petersburg 

Meaney, Richard V., Punta Gorda 

Needelman, Harry, Miami Beach 

Northup, Edwin C., Avon Park 

Reed, Howard W., Gainesville 

Robinson, Julian, Miami 

Smith, Frederico A., Miami 

Smith, Mason C., Tampa 

Steely, James A., Apalachicola 

Stem, James M., Clearwater 

Summerlin, Winston L., Gainesville 

Ungaro, Ludwig M., North Miami 

COMPONENT SOCIETY NOTES 

Bay 

On February 2, members of the Bay County 

Medical Society met with Dr. Roger F. Sondag, 

director of the Bureau of Preventable Diseases 

of the Florida State Board of Health, and Dr. 

Albert V. Hardy, director of the Bureau of 

Laboratories. The two speakers outlined the 

latest control and treatment procedures and the 

laboratory methods concerning cancer and syphilis. 

The meeting was held at the Bay County 

Health Unit in conjunction with local health 

officers. 

4 

Brevard 

The regular meeting of the Brevard County 

Medical Society was held on February 8 in Mel- 

bourne. The scientific session was devoted to 

movies on the diagnosis and treatment of pulmon- 

ary tuberculosis. 
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At the business meeting, the society voted to 

organize a woman’s auxiliary to the society, and a 

tentative date was set for the organizational 

meeting. 
At a special meeting of the society on February 

21, held at the Indian River Hotel in Rockledge, 

Dr. Karl M. Houser of the University of Penn- 

sylvania spoke on the issue of compulsory health 

insurance. Dr. Robert H. Ivy, professor of plas- 

tic surgery at the University of Pennsylvania, 

spoke on plastic surgery and demonstrated his ad- 

dress with lantern slides. 

Guests other than the speakers included den- 

tists of the county, Gen. Norman T. Kirk, retired 

surgeon general of the United States Army, Dr. 

J. J. Clark of Atlanta, Drs. Fred Mathers, Frank 

J. Pyle and Eugene L. Jewett of Orlando, Drs. Ro- 

bert J. Jahn and Lee E. Parmley of Winter Haven, 

and Dr. Herbert Gibbey of Wilkes-Barre, Pa. 

At this meeting the wives of the members were 

organized into a Woman’s Auxiliary to the Brevard 

County Medical Society. 

All members of the society have paid 1949 

State Association dues. 

pa 

DeSoto-Hardee-Highlands-Charlotte-Glades 

Dr. S. L. Watson, Jr., of Lakeland was the 

guest speaker at the February meeting of the De- 

Soto-Hardee-Highlands-Charlotte-Glades County 

Medical Society, which was held at Aqua Vitae 

Springs. Dr. Watson discussed “Relative Infer- 

tility.” Sixteen members and three guests attend- 

ed the meeting. 

Sw 

Indian River 

Members of the Indian River County Medical 

Society have paid their 1949 Association dues. 

ea 

: Marion 

Members of the Marion County Medical So- 

ciety held their regular monthly meeting on Feb- 

ruary 16 at the “1890 House.” Dr. Eugene G. 

Peek, Sr., reported that the liaison committee to 

the health department had approved the proposed 

program submitted by Dr. Charles H. Blandford, 

director of the Marion County Health Unit, for the 

work to be done by the unit. 

The following members were present at the 

meeting: Drs. William H. Anderson, Jr., Richard 

C. Cumming, T. Hartley Davis, Bertrand F. 
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Drake, William H. Garvin, Jr., Henry L. Harrell, 

Eaton G. Lindner, Carl S. Lytle, William J. Mc- 

Govern, Eugene G. Peek, Eugene G. Peek, Jr., 

Ralph E. Russell, Robert E. Thompson, Thos. H. 

Wallis, Harry F. Watt and Herbert M. Webb, Jr. 

Dr. Blandford was a guest. 

aw 

Nassau 

Association dues for 1949 have been received 

from all members of the Nassau County Medical 

Society. 

4 

Pasco-Hernando-Citrus 

At the scientific session of the February 10 

meeting of the Pasco-Hernando-Citrus County 

Medical Society, Dr. S. Carnes Harvard discussed 

‘Postmenopausal Bleeding.” A case of mucocele 

of the appendix and cecal area found incidentally 

after a hysterectomy was discussed by Dr. W. 

Wardlaw Jones. 

In conjunction with the meeting, the annual 

“Ladies’ Night” was held at the Magnolia Lodge 

in Crystal River. Members present were Drs. 

Donald G. Bradshaw, George R. Creekmore, 

S. Carnes Harvard, W. Wardlaw Jones, Jere W. 

Kirkpatrick, William B. Moon and William H. 

Walters, Jr. Guests of the society were Mrs. 

Bradshaw, Miss Daborah Coppleman, Mrs. Creek- 

more, Mrs. Harvard, Mrs. Jones, Mrs. Kirkpatrick 

and Mrs. Moon. 

x4 

Polk 

At the February meeting of the Polk County 

Medical Society, Dr. A. McGehee Harvey, profes- 

sor of Clinical Medicine at Johns Hopkins Univer- 

sity, was the guest speaker. Dr. Harvey presented 

an outstanding and enlightening paper on “The 

Disease Conditions of the Elderly Patient and 

Suggestions and Means of Adequately Caring for 

This Group of Patients.” 

Dr. Byron Y. Pennington, president, conducted 

the meeting. Eighty persons were present, in- 

cluding visiting doctors from Orlando and Tampa. 

Among the guests were Dr. Miller of Mountain 

Lake and Dr. Dohme of Sharp & Dohme. 

ya 

Seminole 

The entire membership of the Seminole County 

Medical Society has paid its State Association dues 

for 1949, 
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TREATMENT 

OF CONSTIPATION 

IN 

mucous 

eolitis 

<=. METAMI 

SEARLE 

ee 
The treatment of the constipation in 

mucous colic does not differ from the treat- 
ment of uncomplicated constipation. It is, 
as always, of great importance to avoid irri- 
tating aperients, .... The stools should be 
rendered soft and more bulky and therefore 
more easy to expel with . . . and unirritating 
vegetable mucilages.” 

—Hurst, A., in Portis, S. A.: Diseases of the Digestive System, 

ed. 2, Philadelphia, Lea & Febiger, 1944, p. 692. 

By providing soft, demulcent, water-retain- 

ing, mucilloid bulk, Metamucil—the 

“smoothage” treatment of constipation— 
promotes a return to normal elimination. 

( d | | / is the highly refined mucilloid- 

of Plantago ovata (50%), a seed of the 

psyllium group, combined with dextrose 

(50%), as a dispersing agent. 

Research in the Sert 

G. D. SEARLE & CO., CHICAGO 80, ILLINOIS 
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Complete body 
# 

whirlpool therapy is now 

possible in any tub... at the 
eo 

g 
€ 

hospital, or at the physician’s office. 

patient’s home, in the small 

Just push up the Schroeter 

WHIRLPOOL CARRIAGE, raise the 

top, swing the arm over the tub, and 

lower the agitator into the bath. 

Compact, safe, easily operated, and 

portable. Extremely low in cost and 

it operates for only 7 cents an hour. 

Accepted by the A.M.A. Council 

on Physical Medicine and approved 

by Underwriters’ Laboratories. 

See your surgical dealer to 

purchase or rent the 

Scbsocioe 
WHIRLPOOL 

© 
CARRIAGE 

WHIRLPOOL CARRIAGE, INC., 142 Joralemon Street, Brooklyn 2, N.Y. 
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Frank L. Keeler 

Dr. Frank L. Keeler of Miami died at his resi- 

dence on Dec. 7, 1948. He was 74 years of age. 

Dr. Keeler received his medical education at 

the Lincoln Memorial University Medical Depart- 

ment, Knoxville, Tenn., which was later merged 

with the University of Tennessee College of Medi- 

cine. He was graduated in 1900. He began the 

practice of medicine in Indian Territory and had 

offices in Perry, Okla., before moving to Miami in 

1918. 

Early in 1945 Dr. Keeler retired from active 

practice because of ill health. Previous to that 

time, he had specialized in obstetrics. He was 

active in community affairs and through the years 

was especially known for his widespread work with 

the poor. 

Dr. Keeler was an honorary member of the 

Dade County Medical Association and of the 

Florida Medical Association, and was also a mem- 

ber of the American Medical Association. 

Survivors include two daughters, Mrs. Herbert 

Gaylord and Mrs. Helen Spach; a son, Emerson 

Keeler; five grandchildren and one great-grand- 

child, all of Miami. 

James Emery Rawlings 

Dr. James E. Rawlings of Daytona Beach died 

at Halifax Hospital on Dec. 23, 1948. He was 69 

years of age. 

Dr. Rawlings was born in 1879 in Raphine, 

Va. He was graduated from the University of 

Maryland School of Medicine and College of Phy- 

sicians and Surgeons in 1904. A foremost local 

authority on skin diseases and malaria, he was 

forced to retire because of ill health three years 

before his death. 

He served in the Spanish American War in 

1898, first visiting Florida en route to Cuba. 

Shortly thereafter, he came to Daytona Beach. 

At the outbreak of World War I, Dr. Rawlings 

entered military service in England with the 

British Forces. When the United States entered 

the war, he transferred to the United States Army 

Medical Corps. He had an active interest in vet- 

erans’ affairs, having served as commander of both 

(Continued on page 658) 
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EDGEWOOD... 

. Me 

i th) 

ALO Iau 

EBLE, 

ae sat ~~ nor * 7 

ne ae ~ - i Hy 

aeeelemeat Se re ae are ae 
pti ~ " ; ; 

A Distinctive Southern Sanitarium Fully Equipped for Complete 

Diagnosis and Treatment of Nervous and Mental Disorders... 
in an Atmosphere of Congenial Friendliness and Quiet Charm. 

Edgewood offers all approved therapeutic aids; complete 
bath departments; supervised individual physical rehabili- 
tation programs. Living accommodations are private and 
comfortable. Recreational facilities excellent. Full time 
psychiatrists, adequate nurses and psychiatric aides assure 
individual care and treatment. More detailed information 
on request. 

Psychiatrist-In-Chiet Orin R. Yost, M.D. 

EDGEWOOD 
ORANGEBURG SOUTH CAROLINA 
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-E&J Folding 
WHEEL CHAIRS 
gE Used by thousands for 
Se TRAVEL, WORK, PLAY 

Everest & Jennings folding Wheel Chairs are 
LIGHTEST AND STRONGEST of all! 

They fold compactly for travel, work, play. 
Beautifully designed of chromium plated 
tubular steel. Insist on a genuine E & J Light- 

weight Wheel Chair. America’s finest. 

EVEREST & JENNINGS bept.71 
161 NORTH HIGHLAND AVENUE - LOS ANGELES 38, CALIF. 
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the United Spanish War Veterans and the Ameri- 

can Legion posts in Daytona Beach. 

He was a member of the Volusia County Medi- 

cal Society, a life member of the Florida Medical 

Association and a fellow of the American Medical 

Association. 

Surviving are his widow, Mrs. Pauline Schon 

Rawlings, and a sister. 

BOOKS RECEIVED - 

JK. ATTWOOD, Pharmacist 
Medical Arts Building 

1022 Park Street 

JACKSONVILLE 4, FLORIDA 

BIOLIGICALS TEST SOLUTIONS 

STAINS (MICROSCOPIC) 

PRESCRIPTIONS 

Out-of-Town Orders Shipped by Return Mail 

S.A, Kyle Funeral Director 

17 WEST UNION STREET 

JACKSONVILLE 2, FLORIDA 

Phones 5-3766 5-3767 

ANA PUBLIC RELATIONS WORKSHOP, A MANUAL OF PRAC- 
TICAL PUBLIC RELATIONS TECHNIQUES FOR THE GUIDANCE 
OF THE NATIONAL MEMBERSHIP OF THE AMERICAN NURSES’ 
ASSOCIATION. By Edward L. Bernays. Price, $2.50. Pp. 32. 
Illustrations, 39. New York: American Nurses’ Associa- 
tion, 1948. 

This manual, prepared by the noted counsel on pub- 
lic relations, Edward L. Bernays, is such a comprehensive 
and useful work that it would be helpful to professional 
organizations of whatever field and should command wide 
general interest. It is a clear, simple, thorough, highly 
practical exposition of public relations technics, illustrated 
with 39 charts and photographs. 

Prepared by experts for groups desiring to utilize the 
manifold technics of modern public relations on a day-to- 
day basis, this how-to book sets forth in direct, readable 
fashion how most effectively to utilize the press, radio and 
television, movies, direct mail, public meetings and other 
mediums of communication so as to give ideas and factual 
information the widest possible circulation among the 
public. 5 

4 

ANNUAL REPRINT OF THE REPORTS OF THE COUNCIL ON 
PHARMACY AND CHEMISTRY OF THE AMERICAN MEDICAL 
ASSOCIATION FOR 1947. Pp. 126. Chicago: American 
Medical Association, 1948. 

The A.M.A,. Council of Pharmacy and Chemistry Re- 
ports for 1947 are made available in a small volume for the 
convenience of physicians and others interested in medicine. 
The book contains reports of the Council previously pub- 
lished in the Journal of the American Medical Association, 
along with such editorial comments as have accompanied 
them, and also lesser reports included as a matter of 
record. 

sw 

NEW AND NONOFFICIAL REMEDIES. Council on Pharmacy 
and Chemistry of the American Medical Association. 
Price $3.00. Pp. 800. Philadelphia: J. B. Lippincott 
Company, 1948. 

This book is published annually under the direction and 
supervision of the Council on Pharmacy and Chemistry, a 
standing committee appointed by the Board of Trustees of 
the American Medical Association to consider medicinal 
and allied preparations offered by pharmaceutical and 
other manufacturers for prophylactic or therapeutic use by 
the physician. In this volume are listed and described 
articles which the Council has found acceptable up to June 
15, 1948. 

4 

HEALTH EDUCATION. A publication of the Joint Com- 
mittee on Health Problems in Education of the National 
Education Association and the American Medical Associa- 
tion. Price, $3.00. Pp. 413. Chicago: American Medical 
Association, 1948. 

ser 
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A completely rewritten 1948 edition of this standard 
textbook is now available. This comprehensive, readable 
and up-to-date volume contains the contributed material 
of nearly a hundred outstanding leaders in health educa- 
tion. Its clear, nontechnical presentation of material makes 
it excellent for supplementary reading as well as for a 
textbook. 

Present day problems with solutions proved effective 
by experience are discussed in the twenty chapters under 
such titles as Health Problems: Past, Present and Future; 
Solving School and Community Health Problems; Find- 
ing and Using Resources, and Health Education in Action. 

WOMAN’S AUXILIARY 
To TH2 

FLORIDA MEDICAL ASSOCIATION, INC. 

OFFICERS 

Mrs. L. FE. Parmuey, President.......... Winter Haven 

Mrs. C. F. Hentey, President-elect........ Jacksonville 

Mrs. R. J. Jamun, Ist Vice Pres......... Winter Haven 

Mrs, C. R. DeArmas, 2nd Vice Pres..... Daytona Beach 

Mrs. R. G. Lewis, 3rd Vice Pres..... West Palm Beach 

Mrs. BB. A. Wirkinson, 4th Vice Pres..... Tallahassee 

Mrs. C. RK. Morcan, Jr., Recording Sec’y.....Miami 

Mrs. F. E. Berr, Corresponding Sec’y......... Gainesville 
Bee We. FSO, De iivcsccsscccsase Lakeland 

COMMITTEE CHAIRMEN 

Mrs, C. D. Rortins, Editorial............ Jacksonville 
Mrs. J. R. Boutware, Jr., Finance............ Lakeland 

ee. B.S. Pe Tin sdcncccccsesicccess Orlando 
Dees, 8C.. Ge. SR. Si occ ccccccescccess Tampa 
Mrs. C. H. Murpny, Postwar Planning........ Bartow 

Mars. S. R. HiccrnsotHam, Jr., Program.......... Tampa 
Mrs. J. L. Anperson, Public Relations............ Miami 

Mrs. ‘T. A. Snow, Student Loan Fund....... Gainesville 
Bee. Be. A. TR... Rs 00 6000860008008 Sarasota 
Mrs. R. J. Jann, Organization.. ...-Winter Haven 
Mrs. F. W. Kruecer, Revisions............ Jacksonville 
Mrs. W. C. Wituiams, Jr., Historian..West Palm Beach 

Mrs. L. M. Jenxins, Parliamentarian............+ Miami 

Bae. OTe GEE, TN ino0000 0000 cs00se8 Orlando 
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Advertisement 

Local Auxiliary Meets 
Leon-Gadsden-Liberty-Wakulla-Jefferson 

The wives of the Chattahoochee doctors were 

hostess to the newly organized Woman’s Auxiliary 

to the Leon-Gadsden-Liberty-Wakulla-Jefferson 

County Medical Society on January 20 at the 

Florida State Hospital in Chattahoochee. 

Dr. John Seberg of the Florida State Hospital 

Dental Staff spoke on ‘Florine Treatment and Its 

Relation to Caries Prevention.” Mrs. James B. 

O’Connor of Chattahoochee discussed the Consti- 

tution and By-Laws of the Woman’s Auxiliary to 

the Florida Medical Association. 

The auxiliary’s officers for this year are: Mrs. 

Merritt R. Clements of Tallahassee, president; 

Mrs. Taylor W. Griffin of Quincy, vice president; 

Mrs. William D. Rogers of Chattahoochee, secre- 

tary; Mrs. Charles F. James, Jr., of Tallahassee, 

treasurer; Mrs. Ernest W. Ekermeyer of Tallahas- 

see, membership chairman; Mrs. Benjamin A. Wil- 

(Continued on page 660) 

From where | sit 
4y Joe Marsh 

Get The Truth! 

Called on my good friend ‘‘Cappy”’ 

Miller, who edits the County Bee, just 

the other day. And hanging up on the 

wall of Cappy’s office I noticed this 

slogan for his paper: 

‘Remember there are always two 

sides to every question. Get both sides. 

Then be truthful.” 

A good slogan . . . not just for a 

newspaper—for people, too. Because 

there’ll always be two sides to every 

question: the side of those who vote 

one way, and those who vote another 

—the side of those who enjoy a tem- 

perate beverage like beer or ale, and of 

those who swear by nothing but cider. 

And from where I sit, once you’ve 

got both sides—and faced them truth- 
fully, you realize that these differences 

of opinion are a precious part of what 

we call Democracy—the right of the 
individual to vote as he believes, to 

speak his mind, to choose his own 

beverage of moderation, whether beer 
or cider. 

Copyright, 1948, United States Brewers Foundation 



Dairy Foods 
SHOULD BE 

Daily Foods 

A delightful way to get the 

daily quota of nourishing 

dairy foods is Sealtest Ice 

Cream. In addition to Vita- 

min A and calcium, it is rich 

in other minerals, vitamins 

and protein, and contains 10 

important Amino Acids. 

Sorithern Dairies. 
called 
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kinson of Tallahassee, program chairman; Mrs. 

Bricey M. Rhodes of Tallahassee, publicity chair- 

man; Mrs. Otis G. Kendrick, Jr., of Tallahassee, 

cl distribution chairman. Dr. Charles F. 

James, Jr., of Tallahassee is medical advisory 

chairman. 

After the meeting the ladies joined the doctors 

and their guests for dinner in the Staff dining 

room. Seventy-five were present. 

PATRONIZE 

OUR 

ADVERTISERS 

Allen’ Ss Invaliel Home 
MILLEDGEVILLE, GA 

Established 1890 

For the treatment of 
NERVOUS AND MENTAL DISEASES 

Grounds 600 Acres 

Buildings Brick Fireproof 

Comfortable Convenient 
Site High and Healthful 

E. W. ALLEN, M.D., Department for Men 
H. D. ALten, M.D., Department for Women 

Terms Reasonawte 


