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If all babies were alikeand standardized, then one food would 

probably take care of the nutritional requirements of most 

babies. 

BUT—physicians know that foods must be altered to suit the 

nutritional requirements of each infant. 

MEAD'S INFANT DIET MATERIALS are helping physicians 

to do scientific infant feeding. 
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The Mead Policy ie (the carbohydrate of choice for 

Mead’s Infant Diet Materials are advertised only to phy- modified cow's milk mixtures) . 
sicians. No feeding directions accompany trade packages. 
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by written instructions from her doctor, who changes the MEAD S CASEC (a useful ad- 
feedings from time to time to meet the nutritional re- junct when the baby is suffering 
quirements of the growing infant. Literature furnished : ‘ 

only to physicians from Fermentative Diarrhea). 

i 
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COD LIVER OIL (as important 

to protect the infant from 

Rickets as orange juice protects 

from scurvy). 

MEAD JOHNSON & COMPANY 

Evansville, Indiana, U. S. A. 
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THE PSYCHOLOGY OF COMPENSATION 

NEUROSIS* 

ARTHUR SWEENEY, M.D. 

St. Paul, Minn. 

When one falls downstairs in his own house, he 

nurses his bruises and in a few days gets well. 

When a public service corporation, through negli- 

gence, inflicts similar injuries, he does not get well, 

but develops a symptom complex known as liti- 

gation neurosis. Why this difference in reaction 

to identical injuries? 

It is wholly due to the psychological reaction. 

It is a mental and emotional process in which many 

factors are operative. Given an accident in which 

no severe bodily injury is received, but in which 

slight bruising is attended by fright shock that 

surrounds most railway injuries, we have conditions 

that easily and naturally lead to an emotional 

hyperexcitability. There is no physical shock to 

depress the activity of the nervous system, no loss 

of blood to exhaust the strength, no unconscious- 

ness to modify our susceptibility to impressions, 

and no actual pain to absorb our attention in a 

concrete manner. Consequently our emotional 

nature is wide awake and impressionable. There 

is an acute perception of the surroundings of the 

accident, a vivid realization of the horrors of other 

people’s injuries, an active consciousness of what 

might have happened, and a sense of self-congratu- 

lation on the narrowness of the escape. To pass 

through such an occurrence without experiencing 

fear would be practically impossible, unless one 

has his emotional nature well under control. 

After the accident it is discussed with relatives 

and friends. The details are described with infinite 

precision. Its horrors are depicted with lurid de- 

scription. The victim, already shaken by the pri- 

mary emotional shock, is further shaken by the 

sympathetic and ill-judged curiosity of the relatives 

and friends, who ply him with questions and re- 

*Presented before the Minnesota State Medical As- 
Sociation, Minneapolis, April, 1925. 

marks which tend to fix upon his mind the unpleas- 

ant details of what has happened. He goes to 

bed, but sleep deserts him, and he acts the scene 

all over again in the restless hours of the night. 

At this early period two emotions possess him. 

One is fear, which from the start has dominated 

him. The other is resentment, gradually increasing, 

against the negligence which allowed the accident 

to happen. He begins to feel that “they” had no 

right to allow the condition causing the accident 

to exist. “They” had no right to jeopardize the 

lives of their passengers. These emotions now 

begin to be accompanied by certain physical symp- 

toms. The head aches, and there is a nervous feel- 

ing down the spine, later to be replaced by pain 

and tenderness. There are physical weakness, a 

sense of mental fatigue, and a tendency toward 

irritability and lack of control of the feelings 

under expressions of sympathy. After a few days 

these symptoms become pronounced, and the pa- 

tient is reduced to the more or less marked condition 

of neurasthenia so often met with. 

About this period the claim agent makes his 

appearance, and talks in a friendly way about the 

legal aspects of the case. He is too friendly, and 

the sick man fears a trap to inveigle him into some 

statement unfavorable to his case; or he is too 

abrupt and offensive, and in this he sees a practical 

denial of liability for his injuries, or an assertion 

that they do not exist, at least in the degree claimed. 

The visit of the claim agent is attended by one 

or two of these emotions. Henceforth his attitude 

is one of hostility. There is subconscious reasser- 

tion of the reality of all the symptoms. Not only 

are they real, but they are severe, more severe 

than at first thought. They must mean something 

radically wrong with the system. 

“Why should I feel so badly unless I have some- 

thing seriously wrong with me? Do not these 

pains, headaches, numbness, and weakness mean 

some organic condition from which I may perhaps 

never get well? Why should I sleep so poorly, 

dream so much, and awake so unrefreshed?” This 

is the period of apprehension, in which the patient 
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lives in a condition of uncertainty as to the out- 

come, tinctured with the certainty that the outcome, 

whatever it may be, will be bad. So far, we have to 

deal only with fear and resentment, suspicion and 

apprehension; other emotions, perhaps less inno- 

cent, are to follow. 

Now come thoughts about compensation. How 

much? The condition has dragged its weary length 

for several weeks, and the symptoms are now well 

developed and established. How much is adequate 

compensation? That depends! Will I recover? 

When will I recover? Will my recovery be com- 

plete? Will I ever be the same man again? Who 

is going to pay for my loss of time? My expenses 

are large, and they must be met. Will I be able to 

get my job back? Will these symptoms not be 

liable to recur when I do go back to work? The 

compensation must be adequate for my losses in 

the past, for my losses in the future, and for all 

that I am suffering and have suffered. The mental 

attitude now becomes hostile. They must pay— 

they must pay well. But how much? How can I 

tell how much time I will lose or how much my 

expenses will be? How can I settle until I know 

how long I am going to be sick? The thought that 

comes at this time is, the longer I am sick, the more 

they will have to pay. Why should I hurry to say 

that I am well? And so attention becomes fixed 

on symptoms. Daily self-analysis prolongs the 

condition, and the mental state, influenced con- 

sciously or unconsciously by cupidity, becomes sta- 

tionary, and no effort is made by the patient to 

arouse himself from his morbid, emotional con- 

dition. 

So the condition drags on. Cupidity has now 

become the ally of fear, resentment, suspicion, and 

apprehension. Self-analysis increases the suffer- 

ing. The patient daily compares his present state 

with his former one, and each analysis increases 

his certainty of the severity of his condition and 

warps his judgment of fairness and equity. He has 

acquired a morbid mental habit, which leads to 

exaggeration, typical of the traumatic neurasthenic, 

and he becomes a nuisance to himself and to all 

about him. , 

At this period, or earlier, he receives a visit from 

a friend of a lawyer, who has recovered prodigious 

verdicts in cases not half as bad as his. He shows 

him photographic reproductions of checks in settle- 

ment of verdicts obtained by the legal luminary in 

other cases. If he can do it in these cases, why 

THE PSYCHOLOGY OF COMPENSATION NEUROSIS 

cannot he recover a larger amount in this much 

more serious case? Would he not just talk with 

the lawyer and let him tell what he could do for 

him? And finally he signs a contract givine 50 

per cent of the prospective damages to the lawyer, 

After the client is fairly hooked, the lawyer does 

not apparently hurry toward the settlement of the 

case. The law’s delays are many, and in the 

months in which the case drags the symptoms might 

naturally disappear. And they do frequently dis. 

appear, but the plaintiff cannot now afford to admit 

it. He must go on, after his condition has largely 

disappeared, claiming still to suffer with the acute. 

ness of the first few weeks. He cannot now afford 

to admit that he is well. If he improves, he dimin- 

ishes the amount of compensation he will get. He 

continues to complain and to exaggerate. The 

phase between exaggeration and malingering is like 

that between daylight and darkness. One cannot 

tell when the one leaves off and the other begins. 

He is, however, susceptible to adverse suggestion, 

and under the mere suggestion of the attorney weak- 

ness becomes paralysis, frequency of urination be- 

comes incontinence, and the picture of neurasthenia 

gradually begins to merge into that of organic 

disease. : 

Before the trial he must be examined by the 

defendant’s physicians. He realizes that it is a 

test of wits. He is alert and clear minded, fenc- 

ing shrewdly for advantage in the description 

of subjective symptoms, at no time admitting any 

improvement, and insisting on a detailed descrip- 

tion of the severity and reality of all that he has 

suffered. He is not to be caught off his guard, and 

he reinforces his statements by appropriate facial 

expressions, indicative of the severity of his pain. 

His back pains him, and every movement is guarded 

by rigidity of the erectores spine. His leg is help- 

less, and he allows pins to be stuck into it without 

flinching. He acts the part as naturally as he can, 

and he sticks by the assumed symptoms, with as 

great vigor as by those which were in the early 

stage the real ones. His sickness is not now a mere 

malady. It has become a battle—a contest in 

which there is a prize to be won by shrewdness 

and determination; and in which he realizes he 

has an advantage before the jury. 

After the verdict, which is seldom as large as his 

cupidity desires, he has at last something definite 

to look forward to. So has the lawyer. If the case 

is appealed he cannot afford to get well before 
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the next trial, and he keeps up the appearance of 

invalidism, as best he can, long after his symptoms 

have ceased to be real and when memory of past 

sufferings has to be galvanized into actuality by 

forced imagination. He is weary of the struggle, 

but cannot give in. If the case is promptly settled 

after the verdict the conditions are different. He 

has won! The moral effect of this cannot be 

underestimated. Unacknowledged, he has been 

waging a battle, and he has had a victory. At once 

the mental state changes. From one of fear and 

apprehension, it has changed to optimistic cer- 

taint’. All doubts are dispelled. He can now free 

himse. from the morbid mental habit of months 

and can think of happier things than pain and 

suffering. The mind is absolved from the resent- 

ment which it has secretly entertained for months. 

The antecedent depressing conditions have dis- 

appeared, and he can calmly look forward to re- 

turning to work and resuming his normal life. 

DISCUSSION 

Dr. A. S.-Hamitton, Minneapolis: It has been a plea- 
sure to listen to Dr. Sweeney’s exposition of this subject. 
By virtue of his numerous years in practice, his long experi- 
ence in teaching medical jurisprudence at the University, 
his frequent appearance in cases of this sort where the 
compensation element is involved, and by virtue of a rather 
genial personality it always seems to me he gets a little 
closer to his patients even on the adverse side than most 
doctors can. I think he is in a position to speak with more 
authority on this than almost anyone else, in this part of 
the world anyhow. His statement of the case is very clear 
and convincing, very complete. 

Dr. Sweeney has pointed out the fact that these people 
are not to be looked upon as dishonest merely because they 
seem to be presenting claims in excess of what perhaps 
the physician may think is fair, but there are valid reasons 
for that. In my experience a pure malingerer is a rare 
individual, an uncommon individual. By pure malingerer 
I mean a man who malignantly sets out with the purpose 
to defraud a company, and, with no injury at all or with 
an injury that is so slight that it is of no significance or 
with a purely manufactured injury, lays claim to very high 
damages. There have been a few of those cases. For in- 
stance one was a man who broke his back—for the fourth 
time—and crushed his cord, miraculously broke his back 
and crushed the cord again—we didn’t see him that time— 
and broke his back a sixth time and crushed his cord, and 
I am expecting to see that man again. I am convinced he" 
is going to try that trick again. A man won’t stop the 
sixth time. 

Now, there are very few cases I would say of pure malin- 
gering, but the idea of more or less conscious deceit—I say 
more or less because it is always difficult to say how much 
consciousness there is in the element—certainly enters into 
many compensation cases. One will be a little more chari- 

table with these people if one only recalls that deceit is a 
very common idea in the world. You know there is a cer- 
tain group of medical men who practice according to the 
so-called Freudian psychology, and one of the methods of 
getting out the facts is to surprise them out of the fellow. 
You have to assume that the man won’t tell you the truth 
even with no object apparently except to save his own dig- 
nity or something like that. To get him to tell the truth 
you have to have him lie down on the couch and fold his 
hands and compose himself and say exactly what comes 
into his mind, but if you sit face to face with him he won’t 
tell the truth. 

So I say deceit is very common in life and we must not 
blame these people too much. Besides, there are many 
things that can hardly be classed as deceit that tend to 
aggravate the claims of the patients. For instance, most 
patients do not realize that illness somehow gets well gradu- 
ally. We aren’t ill today and then wholly well tomorrow, 
but we are just a little bit better or worse tomorrow, as 
the case may be. And so a man who has an injury of a 
certain sort goes about; he is still a little bit stiff some- 
where in his arm or his leg and perhaps he has even a little 
pain, and as long as that thing is there he considers that 
he is the victim of this accident, and that is the way it goes 
on. The man doesn’t recognize that if he would just go 
back to work in a short time the stiffness will disappear 
and the pain is gone and he is just as he was before. 

Dr. W. H. Hencstier, St. Paul: The very able pres- 
entation of this subject by Dr. Sweeney leaves very little 
to be added. I should like to mention as evidence of what 
Dr. Sweeney has portrayed here the action of some of the 
men who have returned from the wartime service overseas. 
For five years, from 1919 until 1924, the sub-district office 
of St. Paul sent the neurological cases to our office for 
opinion as to their condition and for a rating. In looking 
back over these five years I can see a large percentage of 
these men who fit in very nicely to what Dr. Sweeney has 
just called to your attention. 

It was usually my custom in examining these men to go 
into the history of things pretty well and to find out just 
exactly how they felt about the compensation end of it. 
The average question asked by these soldiers when we 
would finish with them would be, “Doctor, how much com- 
pensation do you think I ought to get?” It was a very 
rare occurrence to have one of these men ask, “Doctor, do 
you think I will get well?” It was a question of “how 
much do you think the government will pay me.” If, to 
draw them out psychologically, we would differ with them 
on the matter of compensation and say, “Oh, I don’t see 
why you should get any compensation,” then they would 
simply spring into the hostile attitude which Dr. Sweeney 
has portrayed. They went to Europe, the government 
dragged chem into the service, they paid so much a month 
for their insurance, and they couldn’t work, therefore they 

- ought to be paid. 
The government has a system of rating men: temporary 

disability or total disability or permanent disability. When 
these cases were settled on a temporary basis the greater 
percentage of them would straighten out very nicely. If 
they were in vocational training they would go ahead very 
nicely. They would report back to the office once a month 
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or once in two months for an examination and we would 
find they were getting along nicely. But just the minute 
the temporary rating ran out and the question of perma- 
nent rating came up, then they would get worse again. All 
the old symptoms would crop up and it would be a question 
of getting affidavits and producing evidence to show why 
they should receive a permanent rating. Peculiarly enough, 
as Dr. Sweeney has brought out, these were not the men 
who were badly hurt but they were the men in whom there 
had been a minor injury with a large amount of nervous 
shock. 

I bring this point out not in criticism of the ex-service 
men but merely as evidence to show that the compensation 
neurosis exists wherever there is a basis for the least amount 
of compensation, because no man who served for the gov- 
ernment could receive any more than $150 a month. The 
majority of them received a smaller amount. 

Those of us who are doing this neurological work know 
that we are continually beset by ambulance-chasing attor- 
neys to take cases against corporations in which there is 
a faint hope or a fair chance of getting compensation. The 
attorney fans into flame the spark of resentment in the 
individual and thereby produces the compensation neurosis. 

Dr. ArtHuR Sweeney (closing): I have only a word 
to say in closing and that is that in these cases in which 
injury occurs and to which compensation is attached we 
should recognize the fact that a man is not a mere physical 
being but that he is a mental animal as well, not only a 
mental animal but an emotional animal, for a man uses his 
emotions ninety-five times where he uses his reasoning 
powers once. If we recognize in the examination of these 
cases the psychological basis of symptoms, assume an opti- 
mistic rather than a pessimistic attitude as to the recovery, 
we are doing a real service to the individual. Unfortu- 
nately a great many doctors do not adopt that attitude and 
tend to increase the emotional distress of the patient by 
agreeing with him as to the severity and seriousness of 
his trouble. 

“P.0-4” Not Admitted to N. N. R—The Council on 
Pharmacy and Chemistry reports that “P-O-4” is the pro- 
prietary non-descriptive designation under which Lehn & 
Fink, Inc., New York, market a preparation alleged to be 
a mixture of two parts of tribasic magnesium phosphate 
and one part of tribasic calcium phosphate. The prepara- 
tion is claimed to be a “therapeutically balanced” mixture 
which is “A New Antacid for symptoms of hyperacidity, 
such as ‘acid’ stomach, pain, heartburn, acid regurgitation, 
distress and gas.” The Council explains that, in order that 
a correct estimate of the therapeutic value of tertiary mag- 
nesium phosphate and tertiary calcium phosphate may be 
gained, it is important that physicians use them under 
their proper names and base the selection of one or the 
other on the requirements of the particular patient. The 
Council found “P-O0-4” inadmissible to New and Non- 
official Remedies because the use of a mixture of tertiary 
calcium phosphate and tertiary magnesium phosphate in 
fixed proportions under a non-descriptive name is irrational 
and the claim that it is “a therapeutically balanced” mix- 
ture is unwarranted. (Journal A. M. A., Sept. 13, 1924, 
p. 861.) 

PUBLIC HEALTH—A CHALLENGE TO THE MEDICAL PROFESSION 

PUBLIC HEALTH—A CHALLENGE TO 

MEDICAL PROFESSION* 

O. E. Locxen, M.D. 
The Northwestern Clinic 

Crookston, Minn. 

The science of medicine in the last twenty years 

has developed by such gigantic strides that in every 

respect it is parallel to if not in advance of the 

tremendous development in the industrial and 

mechanical world. The achievement of scientific 

discovery in the diagnosis and treatment of disease 

is a romance of interest beyond the appreciation of 

human thought and yet the medical profession 

today stands before the public an object of criti- 

cism more severe than at any time since the first 

struggle to separate medical progress from the 

priesthood. In the public press and platform the 

medical profession is presented to the popular 

fancy as an assembly of men similar to the United 

States Senate, a continual target for a barrage of 

jokes, light humor and sarcasm. As individuals 

we are granted the fair respect offered to educated 

people, but as an organization we are accepted with 

mild reservations, classified as a group of people 

out of step with modern methods of human contact, 

bound down by a system of ancient ethics which are 

are as unchangeable as the tides, forbidding us to 

speak in a language understandable by the mere 

public, cloaking our knowledge in secrecy on the 

supposition that the facts of medicine are for the 

scientific mind and not for the common herd. 

Dr. McCormick of Kentucky, noted public health 

leader, recently said “that the advance in require- 

ments for medical practice had been so rapid that 

the doctor was appalled at the extent of science he 

had to learn and as a consequence had seemed to 

devote himself to science rather than humanity. 

He is better prepared today than he ever was be- 

fore in the history of the world to diagnose, treat 

and prevent disease, but the people among whom 

he practices do not know it. He talks in terms they 

do not understand, forgetting that any quack can 

use as big words as the best doctor. He sits in his 

office, in the hospital, in the medical college, a 

recluse. The plain fact is that the modern doctor 

has to be humanized before the public has the con- 

fidence in him it ought to have and it used to have.” 

*Read before the Minnesota State Medical Associa- 
tion, Minneapolis, April, 1925. 
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Medical education is coming in for its share of 

the criticism. Dr. Arthur Bevan of Chicago, noted 

medical educator, recently expressed a widely prev- 

alent idea: “85 to 95 per cent of cases of disease 

can be and are cared for by the general practi- 

tioner. Five to 15 per cent are and should be 

cared for by the specialist.” 

Dr. Witherspoon of Nashville, discussing this 

subject, declares, “In the face of this, the teaching 

is almost entirely by the specialist and full-time 

instructor. There is too little viewpoint of the 

physician and his relation to the patient and the 

public and there is too much fundamental science 

and too little application to medical problems. 

There is no vision of the community to be served 

or the practice to be developed.” 

An intelligent educated layman, M. W. Forbush, 

writing in the Journal of the American Medical 

Association on “How the Doctor Looks to the Lay- 

man,” stated: “He is too matter of fact in his diag- 

noses, too dependent on mere materia medica for 

his cures. The modern physician ought to realize 

more deeply and minister more wisely to the ignor- 

ance rather than only to the sickness of the average 

person. There should be a popularizing of medi- 

cine through friendly co-operation of local medical 

societies to call the doctor more often when well 

and less often when sick—to teach us regi- 

men of living and how to prolong life joyously 

instead of to eke it out. The intelligent layman is 

ready for a national campaign of health education.” 

A recent editorial in our own Journal-Lancet, 

commenting on the fact that the average attendance 

at our state medical association meetings was 350 

out of some 1,900 physicians, stated: “The com- 

mittee who have the whole matter in charge have 

realized for some time that the medical profession 

of Minnesota are still asleep and that they need a 

decided arousing and awakening. It is partly in- 

difference, partly laxness, and partly their own 

idea of their superiority when they neglect their 

medical journals and their medical meetings.” 

Anyone who has had any experience with medi- 

cal questions before the legislature appreciates 

fully the soundness of the criticisms presented 

against the failure of the medical profession in its 

contact with the public. 

Because thinking men have believed that medical 

practice, as such, is incapable of serving fully the 

demands of the public health, we have witnessed 
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in recent years the development of numerous agen- 

cies to administer to special problems of health 

on the underlying theory that where the public can 

handle a problem better, the public finds a way. 

1. The State of Minnesota maintains a special 

hospital for its indigent crippled children, and this 

finds new forces in the Shriners’ hospital and the 

coming Eustis and Dowling institutions. 

2. The state provides a state tuberculosis sana- 

torium and together with the several counties main- 

tains fourteen county sanatoria for tuberculosis for 

both free and pay patients. 

3. The State of Minnesota maintains a general 

hospital at the University for both free and pay 

patients. 

4. The University again by private endowment 

is soon to open a special cancer institute on its 

campus. 

5. Public health nurses are increasing in num- 

ber; the total today active in the field of socialized 

medicine in Minnesota are 334, of which 210 are 

in the three large cities and 124 in the rest of the 

state, instructing and guiding the public in its prob- 

lems of individual and community health. 

6. Under Federal aid, through the Shepard- 

Towner Act, the Maternal and Infant welfare ac- 

tivities are spreading throughout the state by free 

clinics and extension courses from the University 

direct to the mothers and we have a special direc- 

tor of this department associated with the State 

Board of Health. 

7. In the particular field of venereal disease 

control, the state again supervises the diagnosis 

and treatment by special legislation, and a special 

department director compels the physician to give 

special literature to every venereal patient. 

8. Then we have the general welfare agencies, 

the Red Cross, and the Minnesota Public Health 

Association with its active county units spreading 

its activities in health education, from tuberculosis 

to all the problems of physical fitness. 

9. Now we hear new developments of child 

guidance clinics aiming to solve the problem of 

mental deviates in the public schools and we find 

an increasing demand for a state institution of 

Psychiatry, where early mental cases can be treated 

with the hope of reducing the demands on the state 

hospitals for the insane. 

What is the significance of this altruistic and 

paternalistic tendency in disease control? What 
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challenge does it bring’ to a thinking medical pro- 

fession? Before we can answer these questions let 

us review the achievements and limitations of mod- 

ern medicine as we read them from the reports of 

Vital Statistics: 

TABLE I 

IMPORTANT DISEASES OF DECREASING DEATH RATES 

United States 
Rate per 
100,000 
Pop. 

39.9 

22.8 

7.6 

Minnesota 
Disease Year Rate 

Typhoid Fever 

Year 

1900 

1910 

1920 

1910 

1920 

1924 

32.1 

3.0 

1.46 

Diphtheria 

Tuberculosis 

Diarrhea and Enteri- 

tis (under 2 years) 1900 

1910 

1920 

Pneumonia 

TABLE II 

IMPORTANT DISEASES OF INCREASING DEATH RATE 

United States 
Rate per 
100,000 
Pop. 

Minnesota 
Disease Year Rate Year 

1900 

1910 

‘1920 

Scarlet Fever 10.2 

11.7 

12.5 

1910 

1920 

1924 

14.5 

4.6 

8.17 

Nephritis 
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Cerebral Hemorrhage 

Apoplexy 1900 

1910 

1920 

67.5 

75.9 

81.0 

Heart Disease 123.1 

142.3 

141.8 

Cancer 

TABLE III 

FIVE PRINCIPAL CAUSES OF DEATH IN UNITED STATES 

FOR YEAR 1920 

United States Minne- 
Rate per esota 

100,000 Pop. Rate 

142.3 113.7 

138.7 89.0 

113.2 89.5 

103.4 83.3 

Organic Heart Disease 

Pneumonia 

Tuberculosis 

Bright’s Disease 

(Acute and Chronic) 

Cancer 83.4 95.4 

What conclusions can we logically make from 

these figures? 

In Table I, the reduction in the mortality of 

typhoid fever has been made not through superior 

diagnosis or treatment, but by pure water and milk 

supplies principally. The reduction in diphtheria 

mortality has been subsidized by the state providing 

free antitoxin for every community and establish- 

ing laboratories for culture diagnosis. There is 

no excuse for 217 deaths from diphtheria in Min- 

nesota in 1924. The Schick test for susceptibility, 

toxin-antitoxin for prevention and antitoxin for 

treatment should shame a physician to disgrace for 

a prevailing 15 per cent mortality rate. Tubercu- 

losis need not wait anxiously for further reports 

on the Mollgaard gold cure method. With a de- 

crease in the death rate of 50 per cent in 20 years 

with the present approved methods it is merely a 

question of greater effort. 

Diarrhea and enteritis have succumbed to pure 

milk and anti-fly campaigns. Pneumonia incidence 

decreases as the hygienic habits of living and labor 
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are improved and the common cold is treated intel- 

ligently. 

But what of Table II? Here we have no assis- 

tance from Public Health Education or Propa- 

ganda, state subsidy or altruistic agencies. Scarlet 

fever, through the brilliant achievements of the 

Dicks, will soon take its place in Table I, dependent 

largely on how active an interest the profession 

takes in the use of the established means of its 

prevention among the proven susceptibles. 

But in spite of our scientific achievement in pa- 

thology, immunology and physiology, the ghosts 

of nephritis, cerebral hemorrhage and apoplexy, 

heart disease and cancer go marching on without 

hindrance. What answer is the medical profession 

going to give to an informed public who will soon 

demand a better solution of the problem of these 

diseases ? 

Before answering this question there is one prob- 

lem further to be mentioned. The question of rural 

health compared to urban health. Dr. Charles 

Mayo recently stated in a public address that the 

city youth today was healthier than his country 

cousin. The army draft of the world war indicated 

a greater percentage of defective young men from 

the strictly rural population than from the cities. 

Death rates in large cities have been constantly 

falling, whereas the death rates in rural America 

have not shown a proportionate decrease. In recent 

years the death rate of the city of New York with 

all its slums has been lower than the death rate in 

rural New York. In 1921, for the first time in the 

history of accurate statistics in the United States, 

we find a higher death rate for babies under one 

year of age in rural America as compared with 

urban America. A recent survey in the University 

of Minnesota by Dr. Diehl analyzing 3,478 physi- 

cal examinations of male students showed a much 

higher proportion of physical defects in students 

coming from rural communities than from the 

cities with a population above 50,000. 

As a solution for the failure of rural America 

to be supplied with adequate health information 

and protection a new movement has developed in 

eastern and southern states under the influence 

of the International Health Board, formerly the 

Rockefeller Foundation, co-operating with the 

United States Public Health Service, in establish- 

ing full-time county health organizations capable 

of carrying into the remote rural communities all 
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the information of modern health education. A 

recent effort to permit such an organization to be 

established in Minnesota, to take the place of the 

present inadequate township system of health su- 

pervision, failed in the present legislature largely 

by the.testimony of the only physician member of 

the legislature standing before the public health 

committee declaring that present conditions of 

health supervision were satisfactory, and that any 

added expense in promoting further health activ- 

ities of this type would be unnecessary and uneco- 

nomical. Minnesota will take its place among the 

enlightened states when the public learns the value 

of these health measures, for then that public will 

demand for itself what the organized profession is 

not giving it. 

In presenting an answer to the challenge of the 

problem of the increasing death rates listed in 

Table II, in meeting the challenge of physical de- 

fects in apparently healthy persons of either school 

age or maturity, the leaders of the American Med- 

ical Association have begun a campaign to enlist 

the interest of the medical profession and the pub- 

lic in the latest weapon against disease, the periodic 

medical or physical examination. Early recogni- 

tion of defects and early institution of treatment, 

which has proven so effective in the warfare against 

tuberculosis, now is to be used against nephritis, 

hypertension, cardiac disease and ‘apoplexy just 

as it is already launched against cancer by the 

National Cancer Association. The helplessness of 

our present methods of combating these diseases is 

apparent. The possibilities of this new viewpoint 

are as great as we have the energy to make them. 

Dr. Dodson of Chicago asks these questions: 

“Is the medical profession as now constituted pre- 

pared to meet this demand which to some degree 

it must create? Is the average family physician 

so educated as to the facts and possibilities of pre- 

ventive medicine that he can render as effective 

service in this line as he is supposed to render in 

curative medicine? It must be acknowledged that 

he is not.” 

Here is a challenge to the rank and file of our 

profession. If we are not prepared we must take 

steps to remedy our weakness. The practicing 

physician must either gain his information from 

special postgraduate short courses or through the 

established health journals which are presenting 

the new truths of hygiene and physical fitness in 
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attractive form for both the profession and the 

laity. 

Medical students of the future must have a revi- 

sion of training, not with the addition of new courses 

in public health, but with a change of attitude on 

the part of the instructors in every course to stress 

the importance of preventive measures in every 

disease. 

Standards for records of histories and physical 

examinations can best be obtained from the systems 

recommended in the hospital standardization plan 

of the American College of Surgeons, and the new 

records for periodic examinations now issued from 

the central office of the American Medical Associa- 

tion. 

Having prepared ourselves to render service, the 

public fear of medical examination which is born 

of ignorance must be overcome by education. The 

place to overcome this is largely in the schools, 

where the coming generation is being given its 

ideas. A public so poorly educated in the science 

of disease prevention and treatment as we have 

today cannot distinguish between the judgment of 

a physician and a chiropractor. We cannot longer 

afford to call the public health activities socialistic 

or bolshevik. The demand for them is imperative 

and will continue to multiply. The time cannot 

be far away when periodic health examinations 

will be as common as dental prophylaxis is today. 

As a profession we have been laboring too much 

as a defense organization. The rules that govern 

medicine in law are made by those outside the pro- 

fession without our aid. We can and must assume 

a leadership of this advancing trend of public 

health and preventive medicine. Such leadership 

will bring the largest possible service to the people 

and will conserve for the profession its dignity and 

compensation. 

Our own state medical society with the broadly 

balanced program offered this year, and the em- 

ployment of the services of a secretary jointly with 

the Minnesota Public Health Association, indicate 

that the medical leaders of the state have seen the 

light. The challenge remains for us, the rank and 

file of the practitioners of medicine, to widen our 

vision accordingly. — 

DISCUSSION 

Dr. F. R. Wetser, Windom: I don’t know as I am capa- 
ble of giving the paper its proper discussion, but there 
was a point that came to my mind as the Doctor was read- 
ing his paper, and that was the manner in which we are 

handling our cases throughout the southern portion of the 
state, and especially throughout Cottonwood County. We 
found down there that the county nurse has been a great 
factor in helping to solve many of our difficulties, especially 
in bringing to our attention cases that were a litttle bit 
peculiar in their characteristics that probably county nurses 
didn’t fully understand. We found that cases throughout 
the field, and especially through the public schools where 
cases came up, would be referred back to physicians, and 
in that manner the case would be traced to its source. 

Some years ago throughout our public schools we had 
an epidemic of diphtheria. We couldn’t trace it. We didn’t 
know just exactly where it came from, but we believed 
that there were certain individuals in our community that 
were carriers of this disease. We, therefore, got the physi- 
cians of the community together and we went through the 
entire public school system. There we found four carriers 
of diphtheria. We quarantined them and administered the 
proper serum for their cure, etc. We have stamped out 
diphtheria in our community, so that I doubt if there has 
been a case in the city of Windom in the last eight or 
ten years, 

Dr. A. J. CuHestey, Minneapolis: In relation to Dr. 
Locken’s chart: the reduction in the typhoid fever death 
rate reflects great credit on the practitioners throughout 
the state, for the family physician is the first line of de- 
fense for the public and with his intelligent co-operation 
the municipal and state health authorities have been able 
to bring about this reduction in typhoid fever. To be 
sure, most places in Minnesota now have public water sup- 
plies that are absolutely safe and the majority are so con- 
structed that under no circumstances will they be likely 
to become polluted. 

In relation to milk supplies, the situation is not as good. 
Milk supplies need improvement in nearly all places in the 
state. Only a small proportion of the cities and villages 
in Minnesota enforce pasteurization and under present 
conditions pasteurization is the practical method for pro- 
tection of the public milk supplies. 

But the fundamental thing in the reduction of the typhoid 
fever rate is the work conducted by the Division of Pre- 
ventable Disease under Dr. O. McDaniel in tracing typhoid 
carriers. Minnesota probably has identified a larger num- 
ber of typhoid carriers than any other state. One hundred 
and twenty-nine carriers have been identified to date through 
laboratory examinations following field investigations of 
typhoid outbreaks. To these 129 chronic carriers have 
been traced 647 cases, including 45 fatalities. The first 
official acknowledsment by the legislature of this work 
was made recently, when $6,000 per annum was appropri- 
ated to the Industrial Commission to be used at the sug- 
gestion of the State Board of Health for financial aid to 
carriers who seriously lose on their income through the 
restrictions imposed for the protection of the public. This 
fund is administered by the Industrial Commission at the 
request of the State Board of Health because the Board 
did not desire to decide the amount of compensation or 
details of that character. The Board will give all the infor- 
mation regarding the carriers to the Industrial Commission. 
For example, a typhoid carrier who is a cook finds it very 
difficult to adjust himself to any other occupation and get 
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an income comparable to what he received as a cook. Yet 
it is necessary for the protection of the public that he shall 
not be allowed to handle food that is to be eaten without 
being cooked after he handles it. 

In getting control of typhoid carriers we are cutting out 
the sources of typhoid infection. 

The same might be done to a degree in diphtheria. The 
difference is that diphtheria carriers are temporary carriers 
and proper treatment usually will relieve the carrier of 
the infection, which is not true at present with typhoid 
carriers. Why toxin-antitoxin immunization has not been 
taken up more generally in Minnesota is difficult to under- 
stand. The legislature provides money for diphtheria anti- 
toxin only. They will appropriate nothing for Schick test 
material or toxin-antitoxin. They think that each com- 
munity should decide whether it will provide toxin-anti- 
toxin. 

Analysis of the deaths from diphtheria shows a fatality 
rate of 13.1 among children under five years, while the 
fatality rate of all cases is only 5.5, or 218 deaths in 3,940 
cases in 1924. It is not a reflection on the medical pro- 
fession that 218 diphtheria deaths occurred in 1924 in 
Minnesota, because a great many of the fatal cases were 
children too young to express their feelings to their parents, 
who let them go until they obviously were very sick be- 
fore calling the doctor. In the meantime, those few days 
passed when antitoxin would have neutralized the toxins 
of the diphtheria germs and saved the child’s life. Of 
course, this appears more often in the rural districts than 
in the cities. But school doctors and nurses do not reach 
children under school age and toxin-antitoxin protection 
must come through the work of the family physician. 

Protection for the child against scarlet fever also must 
come through the family physician. An analysis of the 
207 deaths from scarlet fever in 1924 shows a fatality rate 
of 5.4 among children under 5 years, while the fatality 
rate of all cases is only 2.04, or 207 deaths in 10,135 cases. 
Aside from these deaths the disabling complications which 
so frequently follow scarlet fever should be prevented. 
Although Minnesota is very fortunate in having a pro- 

gressive medical profession and good medical service along 
health lines, there should be more organized effort, particu- 
larly on the part of the county and district societies, to 
impress upon parents the need for immunization and spe- 
cial protection against exposure to infectious diseases of 
children under school age. 

Dr. Rowntree: Is there any other discussion? I think 
that Dr. Locken wished to lay emphasis on public health 
measures that have to do with these chronic diseases of 
middle and later life, and I think this paper has been 
extremely timely. I would suggest to him that he come 
on the program next year with some definite constructive 
plans. This is going to be a matter of education of the 
profession and the public. He has a keen interest and 
there is a tremendous field for service, and I believe simply 
to get the ideas across the support will be forthcoming. 

! would like to ask Dr. Chesley if he sees anything from 
the public health point of view, any steps that are being 
taken or any that he sees may be taken to advantage in 
connection with this other group of diseases. 
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Dr. Cuestey: That is difficult to answer. After our 
recent experience with malignant smallpox I have back- 
slid considerably in my confidence in so-called educational 
health measures. When antivaccination legislation is in- 
troduced and seriously considered in the legislature, anti- 
vaccination bills and antimedical bills of all kinds appar- 
ently taking more time and causing more interest in the 
legislature than anything that relates to advance in medi- 
cal science, than anything that can be done for the promo- 
tion of health, individual or community, it leads one to 
suspect that the real moving power is fear, not health edu- 
cation, when anything is done by the individual for his 
own health or by the community for the public health. 
People never will be educated out of fear of death and 
possibly if some of this joyful welfare educational stuff 
were mixed with a little bit of sudden death it would 
become more effective. 

The cults assure people that the doctors do not know 
anything and cite one case to prove it and show what the 
cult can do. At the antivivisection hearing in the legis- 
lature a man who ought not to be allowed to run at large 
takes the floor and talks against Dr. Charles Mayo and 
his associates here in the University, and the audience and 
the members of the legislature listen to this fellow with 
more attention and with greater interest apparently than 
they do to the best man the medical men can put forth. 
But during the war or the flu epidemic, when fear was 
uppermost, nothing was heard about the antis or the cults. 
Then the doctor was depended upon. 

It seems to me that we ought to take advantage of those 
occasions when the medical profession is conceded to be 
the sole recourse of the people and to develop that side 
of the argument and not allow the antis, through organiza- 
tion, to beat the medical profession with high-sounding 
phrases not backed by facts at all. Dr. Meyers referred 
to the American Association for Medical Progress and 
recommended the establishment of a branch of the asso- 
ciation in this state. Medical men should take united 
action in seeing that all educators who are interested in 
public health problems join the state branch of this asso- 
ciation. If that were done it would be a great advantage 
when anti-medical bills are introduced in the legislature. 

As State Health Officer, it is my duty to speak against 
anti-medical bills, but physicians in general practice hesi- 
tate to do so. If the physician represents the state medical 
society or a county organization, or, better yet, the state 
branch of the American Association for Medical Progress, 
the members of which are mostly lay people, it would not 
reflect upon him if he spoke before the legislature and his 
words would have more influence with the legislature and 
the public. 

Dr. O. E. Locken (closing): When I began the prac- 
tice of medicine, just a few years ago, one of the first 
things that struck me was the very common criticism on the 
part of the average physician against the public because 
of their failure to appreciate the medical profession and 
their tendency to run to the cults and the so-called quacks, 
as we considered them in our own community. I believed 
that at that time, and I had just as grievous an opinion 
of the public as the average man who had been out in the 
field for years apparently had. 
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I have had occasion in the last few years to change my 
mind about that. It has been my privilege to have served 
as chairman of the committee on public health in the 
League of Municipalities, and I have spoken before the 
men that represent the marshals and aldermen of our towns 
in Minnesota for the last three years. I have found the 
greatest interest in the problem of public health. Begin- 
ning that same work in my own community, it has been 
my privilege to have spoken at a great many organizations 
in our town on public health, through the means of having 
served incidentally as a public health officer in that com- 
munity. I have found a most active interest on the part 
of the people and appreciation for efforts in public health 
measures. I have changed my mind about the public. 

I don’t think we can say, as I know one physician said 
a few years ago when we tried to interest him in this move- 
ment, “The public be damned! We're doing too much 
for them now on general measures for which we get no 
reward.” Last year we had Dr. Meyerding come up to our 
local medical society and we had an entire meeting just 
devoted to this general problem of public health and medi- 
cal economics. I have found a great change on the part 
of the physicians in their attitude on this problem in this 
last year as compared with three years ago. I have inci- 
dentally found that as this thing is developing we have less 
interference and less question of having some of our prac- 
tice taken away from us by men we feel are inferior or 
that are teaching people pseudo-science. 

I feel that the movement we have started there has been 
of great good and can be and should be carried out, edu- 
cating the public. As an internist I have found that my 
power over these patients of cardio-renal disease and the 
cases that I have had occasion to send to more renowned 
physicians have come back to me more unsatisfactory than 
any other class of patients. I am convinced that I can be 
of greater service to them and to myself if we can use the 
same measures against these conditions that I have listed 
in this paper, and I believe that represents a challenge to 
the medical profession. 

THE ACTION OF QUININE 

Quinine has long had some vogue as an antipyretic. It 
has been given a rather high rating among the fever allay- 
ing drugs because of the belief that it acts not merely by 
depressing the heat-regulating centers, but also by decreas- 
ing heat production. For the febrile patient treated with 
quinine some advantage might accrue from prevention of 
the undue loss of protein that the heightened tissue break- 
down is believed to bring about in fevers. A recent inves- 
tigation, however, indicates conclusively that in non-malarial 
febrile conditions it is not possible through quinine therapy 
to lessen materially the waste of energy or the destruction 
of body tissue. , 

(Jour. A. M. A., June 27, 1925, p. 2006.) 

If that man may be considered truly great who can make 
two blades of grass grow where only one grew before, what 
can be said of those who have made conditions such that 
only one death now occurs where two deaths occurred fifty 
years ago?—Hyeeia. 

A CLINICAL STUDY OF COLONIC FUNCTION 

A CLINICAL STUDY OF COLONIC 

FUNCTION* 

E. L. Garpner, M.D. 

Minneapolis 

“The sins of the colon are its diseases, but | 

sometimes wonder whether it is not more sinned 

against than sinning, for what with attacks 

from above with purges, attacks from below with 

douches, and frontal attacks by the surgeon, its 

sorrows are numerous and real.” 

In this humorous vein, Arthur F. Hurst' has 

forcefully directed our attention recently to some 

popular misconceptions of bowel function. The 

colon has attracted the attention of both the patient 

and medical advisor for some 2,000 years. “Pliny 

(quoting again), A. D. 77, tells how the Egyptians 

learned to wash out their bowels from observing 

the habits of the ibis; ‘he (the ibis) washes the 

inside of his body by introducing water with his 

beak into the channel by which our health demands 

that the residue of our food should leave.’ It is 

cruel to deprive the ibis of his claim to this epoch- 

making discovery, but the truth must be told; the 

ibis does not give himself a Plombiéres douche, 

but after washing his beak in water he oils it in 

his preen-gland, which is situated near the anus, 

in preparation for preening his feathers.” Hurst 

goes on in the same humorous vein showing the 

popular attention directed towards the colon, fre- 

quently revived, at times even being a religious 

function. It is stated that Louis XIV received sev- 

eral thousand intestinal douches during his life- 

time. 

Various “fads and fancies” have appeared even 

in modern medicine. Over nine-tenths of the 

patients with gastrointestinal symptoms, many of 

whom are in states of semi-invalidism, have so- 

called functional disturbances of the gastrointes- 

tinal tract, the colon most often being the offender. 

A large percentage of these troubles are due to 

either gross ignorance of normal hygiene or very 

frequently to improper directions by the medical 

adviser. Either physicians have not acquainted 

themselves with normal physiological function or 

simply do not take pains to investigate their cases 

properly. The best evidence of this is the fact that 

stool examinations are comparatively rare in the 

*Presidential Address read before the Minnesota 
Pathological Society, May 19, 1925. 
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average hospital and also little that is trustworthy 

js written on the subject in the common textbooks 

of medicine. Very few of the systems of medicine 

even pay more than passing notice to the subject. 

Shortly after I started the practice of medicine 

some “functional” gastrointestinal patients came to 

me for examination. I tried to take care of them 

according to the usual methods as described in 

the literature and taught at that time. I found that 

many of the patients drifted into various fads with 

indifferent results. Christian Science seemed to 

help more of them than anything else, and with 

my present knowledge of these cases the reason is 

obvious. During the last ten years or more these 

cases have not been dismissed as neurasthenic, but 

have been given a careful study. In each case a 

careful history and examination has been made. 

Something over 1,000 colons have been studied by 

roentgen ray and a large percentage of these have 

had repeated stool examinations and complete gas- 

trointestinal studies. My interest in the subject has 

been intensified because of the popularity of vari- 

ous diets, many of which are pure fads; the unsat- 

isfactory results of various surgical procedures; 

the long list of new cathartics and other laxative 

measures; and more recently the revival, especially 

in the East and in Europe, of colonic irrigations. 

In presenting the subject I have no pathological 

material to show, for obvious reasons, but it seems 

to me that we can legitimately discuss abnormal 

physiological function in a pathological society. 

I have been able to discover but little pathological 

study of the colon except by gross methods, and in 

time, as technic improves, it is not unlikely that 

definite morphological changes will be demonstrat- 

ed in some of the more chronic cases. 

In order to understand abnormal function we 

shall briefly review the main points of anatomy 

and physiology. We cannot separate colonic func- 

tion from that of the entire gastrointestinal tract, 

but we shall develop our subject by focusing pri- 

marily upon the colon. 

Anatomical Considerations.—The colon develops 

in the embryo from the hind-gut, which at first is 

a straight tube lying more to the left side of the 

body. The anlage of the cecum at first lies in the 

upper part of the left abdomen and by a process 

of rotation and twisting reaches first the right up- 

per abdomen and finally the lower right quadrant. 

This migration carries the peritoneum, mesentery 

and blood vessels with it. The process may be 
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interrupted at any stage or it may go astray so that 

part or all of the colon may be transposed. These 

facts are of importance for two reasons: (1) 

Various so-called kinks and bands or membranes 

may appear; (2) parts of the colon may be either 

unusually shortened or show unusual loops. This 

explains part of the great variability of the normal 

colon. The anal canal below the level of the in- 

ternal sphincter is derived from the fetal cloaca 

and is lined with modified ectoderm or skin. 

In the average normal adult the colon is about 

1.5 meters in length and equals about one-fifth the 

entire gastrointestinal tract. The length, however, 

greatly varies; the short, heavy individual is more 

likely to have a shorter colon than the asthenic 

type; but exceptions are common. The mobility 

of the colon also shows great variation; it may lie 

anywhere in the abdomen except as controlled by 

several more or less fixed points. The cecum is 

ordinarily free, but shows great variation. The 

ascending colon, the hepatic flexure, splenic flex- 

ure, and pelvic colon are comparatively fixed. 

These flexures are sometimes considered as places 

of true anatomical obstruction because of misinter- 

pretation of x-ray shadows which can be read only 

from one plane. There is normally a delay of the 

clyster at the junction of the sigmoid and iliac 

colon and also at the splenic flexure. 

Normally, the colon is largest and has the thin- 

nest wall over the cecum and ascending colon. 

There is a gradual but slight decrease in calibre 

from this region until the ampulla recti is reached. 

The colonic wall is made up of an inner mucosa 

and submucosa, a middle circular nonstriated mus- 

cular coat and a very thin outer longitudinal mus- 

cular coat the fibres of which are grouped into 

three longitudinal bands, one in front and two 

laterally. These bands continue as far as the am- 

pulla recti, where the anterior band ends and the 

other two form a heavy longitudinal coat. The 

longitudinal muscle bands are shorter than the 

colon and cause numerous sacculations. The cir- 

cular fibres are heavy at the rectosigmoidal junc- 

ture (O’Beirne’s sphincter? ). 

The peritoneum completely surrounds the mov- 

able part of the colon except at the mesenteric 

attachment. At fixed points the colon lies retro- 

peritoneally. In the rectum the intestinal muscle 

becomes greatly thickened at the lower end, where 

it forms the internal anal sphincter. The external 

sphincter and the anal channel are embryologically 
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differently derived. The lining here is modified 

skin and the muscular coat striated muscle. The 

proximal colon is guarded by the ileocecal valve, 

which consists of folds derived by an invagination 

of the ileum into the colon. Opposite this valve 

there is present a constriction of the colonic wall. 

This valve is usually competent, but there is great 

variation in apparently normal individuals. 

The anatomy of the blood supply is of little 

importance except that it is less in the distal por- 

tion of the colon than in the proximal colon, and 

the terminal vessels have poorer collateral circu- 

lation. The rectum, on the other hand, has a very 

abundant blood supply. 

Efferent nerves of the colon are supplied by the 

thoracicolumbar (sympathetic nerves) and the cra- 

niosacral (parasympathetic) divisions of the auto- 

nomic nervous system. Fibres from both divisions 

go to Auerbach’s plexus lying between the circular 

and longitudinal muscles and to Meisner’s plexus 

lying in the submucosa. This latter plexus is much 

smaller than Auerbach’s plexus, probably because 

it does not control motor impulses. Afferent im- 

pulses pass by the visceral reflex arc through the 

cerebrospinal axis. The mucous membrane of the 

colon, according to Hurst,” has very few sensory 

fibres as compared with skin or other sensory or- 

gans. The whole gastrointestinal nervous system 

is greatly influenced by its connection with cerebro- 

spinal system. 

The neuromuscular apparatus of the intestinal 

tract is imperfectly understood. There is a gradual 

Keith* 

has suggested that there is an intermediate tissue 

between non-striated muscle on the one hand and 

sympathetic nervous tissue on the other; and he 

anatomical transition of nerve to muscle. 

has called attention to the embryological relation- 

ship. It was while studying cardiac muscle with 

Flack that ke decided to study intestinal muscle 

because he thought this more primitive tissue might 

show a connection between nerve and muscle. He 

first studied rats and found a ganglionic collar 

near the ileocecal junction which was intermediate 

between the elements of Auerbach’s plexus and the 

non-striated muscle'cells. This tissue closely re- 

sembled the nodal areas of the heart. He believed 

that in rats at least this area was a source of ner- 

vous impulses. A “preliminary survey” showed 

similar nodal tissue at the distal transverse colon 

and in the lower descending colon. Nodal tissue 
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was scarce in the appendix, cecum and ascending 

colon. He suggested that this nodal tissue may 

have functions similar to those in the myocardium, 

The rectum has a similar motor nervous supply. 

The anal canal has cutaneous sensation. The sen. 

sory nerves of the anal region are closely connected 

with that of the neck of the bladder and urethra, 

the vagina in the female, and prostate in the male, 

Fig. 1. Normal formed stool. 

Pain from this region may be referred to the hip 

joint or inner side of the knee because of nervous 

connections with the obturator nerve. The rectum 

also lies upon the sacral plexus, which may be 

stimulated by pressure. 

The mucous membrane of the colon is pale, 

smooth and has circular semilunar folds at the 

dividing line between the sacculations. No villi 

are present. Numerous follicles and crypts of 

Lieberkiihn are present. Solitary glands are few 

and are more numerous in the cecum. 

Physiology.—The gastrointestinal canal is a tube 

of striated muscle consisting of two layers, an 

internal circular and an outer longitudinal. This 

tube is modified according to physiological require- 

ments, but the fundamental properties of non- 

striated muscle form the basis of its function: 

1. Non-striated muscle contracts more sluggish- 

ly than striated muscle. The rate of con- 

traction is slow, the refractory period long 

and after frequent stimulation it may pass 

into long periods of fatigue. After pro- 

longed rest it seems to become hyper- 

irritable and responds to slight stimuli 

by powerful contraction. (Related to 

massive peristaltic movements. ) 

2. There is transmission of stimuli from fibre 

to fibre in smooth muscle. 
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Smooth muscle can maintain a_ lasting 

contraction without fatigue (shells of bi- 

valves). (This may explain spastic con- 

ditions of the colon.) 

“Muscle tonus is fundamental” (Cannon), 

but it may be influenced by extrinsic fac- 

tors. 

Smooth muscle in hollow organs responds 

to tension by contraction. 

Shortening of muscle is caused by direct 

irritation. 

Tendency to rhythmic contraction is a pri- 

mary function. 

These fundamental properties may show changes 

in degree because of physiological and anatomical 

requirements. 

The smooth muscle of the intestinal tract has 

been adapted for various functions. Alvarez* has 

brought evidence to show that “denervated muscle” 

strips from various parts of the gastrointestinal 

tube behave physiologically very differently. Upon 

these findings he has advanced his “gradient” the- 

ory. The rate of rhythmic contractions in the 

duodenum is twenty per minute, lower ileum ten 

per minute, but an excised segment from the colon 

is “slow to start beating; its rate is slow; it tends 

to contract down into a hard knot and stay that 

way, and the gradient is poor and often reversed.” 

In the small intestine Alvarez believes the “rate of 

rhythmic contraction continues to vary inversely 

as the distance from the pylorus.” Besides gradi- 

ents of rhythm the same author believes there are 

gradients of tonus, of irritability as shown by re- 

sponse to stimuli, and of anatomical structure of 

the muscular and vascular supply of the gastro- 

intestinal tube. He likens the response of any part 

of the gastrointestinal tract to stimuli, to ripples 

from a stone thrown in a flowing stream of water. 

Ripples extend in all directions; but reach a much 

shorter distance up stream because of a downward 

“osradient,” the current. 

This leads up to the question of what is the mech- 

anism of normal peristaltic movements. 

The “law of the intestine” of Bayliss and Star- 

ling,’ or the “myenteric reflex” of Cannon,° as well 

as the studies of Meltzer’ (“law of contrary ener- 

vation”) have attempted to explain the phenomena 

observed. The regulation of peristalsis is believed 

to be under the control of Auerbach’s plexus lying 

between the muscular coats. This reflex consists 

in the production of a relaxation, with inhibition 

of movements, below the area of bowel distended 

either by a mass of food or an inflated bag. Above 

the area there is an increase of tone, with powerful 

contractions, which moves the content onward. This 

effect can be prevented by stimulation of the 

splanchnics and increased by vagal stimulation, 

according to Bayliss and Starling and others. 

Alvarez attempts to disprove this law by various 

experiments. He believes that the simpler gradi- 

ent idea is sufficient to explain the onward course 

of the bowel content. He does not minimize the 

importance of the myenteric plexus and the in- 

fluence of the central nervous system, but does 

believe that peristalsis is autonomic and an in- 

herent property of intestinal non-striated muscle. 

The gradient theory surely fits in with clinical 

observations and makes abnormal physiological 

phenomena more easily explained. Alvarez be- 

lieves that normally ripples of waves from one or 

more pacemakers in the stomach or duodenum pass 

through the entire intestinal tract including the 

Fig. 2. Soft formed stool. Normal stool on 
coarse diet. 

colon. The response to the stimulus depends upon 

the intensity of the stimuli and to the inherent 

physiological properties of the segment concerned 

and its state of irritability, tonus, etc., at the time 

the stimulus arrives; he shows tracings which can 

surely be so interpreted. Alvarez claims that the 

myenteric reflex is difficult to demonstrate and 

seems to occur only with maximum stimulation of 

the gut. He states that in over 2,000 experiments 

the usual effect below an area of bowel distended 

by the usual normal content is not relaxation, but 

contraction which affords a very important safe- 
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guard against too rapid emptying. (Thereby dif- 

fering from Bayliss and Starling.) 

Auerbach’s plexus probably co-ordinates move- 

ments both those reflex and those furnished by the 

central nervous system, but Alvarez believes the 

rush waves in the bowel are too slow if the im- 

pulses of each segment traveled only by nerve 

instead of muscle fibre to muscle fibre. At least the 

major part of stimulation is due to muscle trans- 

mission. Auerbach’s plexus shows much larger 

cells and fibres than the submucosal Meissner’s 

plexus. This latter seems to control glands of the 

mucous membrane and receive stimuli from the 

mucous membrane, transmitting them to the motor 

Auerbach’s plexus. In brief these plexuses are 

regulatory mechanisms which “expedite conduc- 

tion.” 

The anatomist Keith as stated before has shown 

some node-like cells in various parts of the gas- 

trointestinal tube and has advanced the idea that 

the intestinal tract is regulated by several pace- 

makers which when functioning abnormally pro- 

duce irregularities and disturbances similar to- that 

observed in disturbed conduction in the heart. He 

has not proven his hypothesis although the ana- 

tomical evidence.of areas of “nodal tissue” is con- 

siderable. > ee 

The extrinsic nerves have profound influence up- 

on gastrointestinal function as shown by Cannon 

and others. Eppinger’s® idea of explaining nearly 

all functional disturbances by lack of balance be- 

tween the vagus and sympathetic systems is not 

tenable either experimentally or clinically. 

creased vagus action, however, has a tendency to 

increase tonicity and peristalsis, and secretions, 

while sympathetic stimulation has the opposite ef- 

fect. The vagus, instead of being a purely exci- 

tatory, and the sympathetic an inhibitory, are both 

probably mixed, and the effect of stimulation or 

inhibition is variable. The recent work of Hatch- 

er® upon the vomiting reflex would strengthen this 

opinion. Division of the extrinsic nerves is fol- 

lowed by recovery of intestinal function, in much 

the same way as the heart has been shown to re- 

cover. ; 

Let us now discuss some of the functions peculiar 

to the colon. It is guarded at the proximal end by 

the ileocecal valve, which consists of sensitive mus- 

cle fibres, as well as the increased density of the 

nervous plexus. It probably controls more or less 

imperfectly the passage of food into the colon and 

In- 
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the regurgitation of colonic contents. An  ileo. 

pyloric reflex mechanism has been suggested but 

not proven (Barclay’®). The fluid content of the 

ileum is admitted into the cecum and ascending 

colon, which are essentially an organ of absorp. 

tion, especially for water. No digestion takes place 

except when incomplete in the small intestine or 

when due to bacterial action. There is probably 

very little absorption of food material. This prox. 

imal colon is much larger and thinner walled than 

the distal colon. In the distal third of the trans. 

verse colon and up to the rectosigmoidal junction 

we have essentially an organ of storage and elimi- 

nation. 

The motor mechanism of the colon has afforded 

a great deal of discussion, but there are essentially 

two main types of movement. 

1. Cannon® believes the prevailing movements 

of the proximal colon are antiperistaltic, consisting 

' 

Fig. 3. Large constipated stool. 

of a series of waves perhaps at the rate of five a 

minute for four or five minutes and at intervals 

of several minutes or more. Case™ has confirmed 

his observations. The antiperistalsis may very of- 

ten, however, be only apparent and due to back 

pressure from localized contraction of short seg- 

ments farther on with displacement of content in 

either direction. 

2. Mass movements, as first described by Holz- 

knecht,”* begin usually in the distal half of the 

colon with disappearance of haustral markings and 

the formation of a sausage-like bowel and a deep 

forceful contraction wave. This movement is rare- 

ly seen except when taking food or upon arising 

in the morning. I have seen it a few times after 
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giving a barium clyster. Normally there is proba- 

bly a gastro-colic reflex. 

Haustral churning in the distal colon may be 

observed either in animals opened under saline 

solution or in man after a clyster. It is probably 

of little physiological importance. Rieder has de- 

scribed “pendulum” movements especially in the 

f 

Fig. 4. Small spastic stool. 

transverse colon due to twisting and gross move- 

ments of the bowel. This is again of little impor- 

tance and probably has often been confused with 

the normal mobility of the free parts of the colon, 

which are always changing position with respira- 

tory movements and from pressure of the small 

bowel and other organs. By far the most impor- 

tant are the mass movements occurring only at 

rare intervals, four or five times a day or less. 

“After all of the soluble material and most of 

the water have been absorbed from the intestinal 

contents, they are carried from the cecum and as- 

cending colon by the mass peristalsis to the pelvic 

colon, where they remain until the first peristaltic 

wave of the following morning occurs either as a 

result of the stimulus of getting up and dressing 

or of breakfast. They are then carried into the 

previously empty rectum, where they give rise to 

the desire to defecate, which is followed by the 

normal reflex process of defecation. Consequently 

during the greater part of the day the cecum, as- 

cending colon and pelvic colon are more or less 

full but the rest of the colon is generally empty.” 

(Hurst, 1922.*) 

Normally in the colon we have then certain de- 

lays: : 

1. At some point in the transverse colon, lead- 

ing to filling of the cecum and ascending 

colon. 

Recto-sigmoidal junction, leading to accu- 

mulation in the pelvic colon. 

3. Above the anal canal, leading to accumu- 

lation in the rectum. This last is normally 

under voluntary control, but rectal muscle 

sensation may become impaired or the acces- 

sory muscles of defecation defective and as 

a result abnormal accumulation in the rec- 

tum may occur. 

Fig. 5. Spastic “baled hay” stool. 

Sensations from the colon are normally few ex- 

cept the stimulus for defecation. Hurst? has care- 

fully studied the sensation of the colon, the sum- 

mary of which is as follows: 

1. The mucous membrane of the colon to the 

anal canal is insensitive to tactile and thermal 

sensations, or to irritants. 

2. The sensation of fullness in the alimentary 

canal is due to a slow increase in tension exerted 

on the fibres of its muscular coat; the adequate 

tension is constant for each segment, but the vol- 

ume of contents necessary to produce this tension 

varies with the tone of the muscle fibres. The 

sensation of fullness in the rectum causes a call 

for defecation. 

3. “The only immediate cause of true visceral 

pain is tension; this is exerted on the muscular 

coat of hollow organs. * * * Pain in diseases 

of the alimentary canal is most frequently true vis- 

ceral pain; it is sometimes due to spread of the 

disease to surrounding sensitive structures or to 

tension exerted on the peritoneal connections; and, 

lastly, it may be situated in the skin, muscles, and 

connective tissues, to which it is referred from the 

segment of the central nervous system, which re- 

ceives the afferent nerves from the affected organ.” 

(Hurst. ) 

4. Tenderness may be reflex, with segmental 

distribution, or may be increased by external pres- 

sure whenever it increases the tension in the organ. 
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It may also be due to spreading of disease to the 

parietal peritoneum. 

5. Visceral sensibility may be increased when 

there is an irritable condition of the central ner- 

vous system. 

Clinical Considerations—Any of the normal 

physiological phenomena may be altered by either 

functional disturbances or by disease, and the com- 

plaints of the individual be due to disturbed mo- 

tility or sensation. By far the most common cause 

of abnormal function is due to changes of stimuli 

from the central nervous system, especially if the 

patient or physician misinterprets the symptoms, 

and tries to bring about relief without taking into 

due consideration the abnormal physiological pro- 

cess in hand. “Functional” colonic disturbances 

produce several groups of symptoms: 

1. Those due directly to the action of the colon. 

2. Reflex symptoms affecting other parts of the 

digestive tract or other organs. 

3. Symptoms, although colonic, are associated 

along with disturbance of the entire gastro- 

intestinal tract. (Toxemias, central nervous 

system disturbances, etc.) 

4. Reflex vasomotor symptoms or symptoms of 

“so-called” auto-intoxication. 

The more common symptoms referable directly 

to colonic function are as follows: 

1. Disturbances of motility, especially those 

of constipation or diarrhea. This will be discussed 

later. 

2. Loss of weight, in some cases due to the 

interference with absorption. 

3. Disturbances of visceral sensation. Sense 

of pressure or fullness, pain and tenderness are the 

more common sensations of which the patient com- 

plains. The pain from an irritable colon may be 

directly over the fixed parts of the colon or may 

be referred to the lower abdomen below the navel, 

especially when originating from disturbed func- 

tion of the transverse colon or other mobile seg- 

ments. The pain is often related to the taking of 

food or to defecation, and is increased by irritable 

foods or active catharsis. Chilling of the body or 

ice cold foods often increase the distress; applica- 

tion of heat to the abdomen, the drinking of hot 

water or the taking of a warm enema gives relief. 

The pain has a tendency to shift from place to 

place and is characterized by its inconstancy of in- 

tensity, duration, position and relation to food. 

Very often the distress is most at night when the 
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colon is most.heavily loaded, or after some unusual 

nervous strain or shock. At times severe colic inay 

occur but is different from the usual organic le. 

sion colic, in being relieved by large doses of anti- 

spasmodics. 

Reflex symptoms are many. The belching of 

gas, nausea, vomiting, anorexia, epigastric pain, 

and other disturbances of the stomach are common. 

4 

Fig. 6. Small loosely formed stovci. Fermentative, 
containing starch and gas bubbles. Strongly acid. 

There may be definite disturbances of motility and 

secretion. A full rectum interferes with emptying 

of the stomach, and enemas have been known to 

cause reflex vomiting. Alvarez states that the gradi- 

ent may be made steeper and increase action, or be 

flattened out with a slowing up of function. Re- 

flex cardiac symptoms such as tachycardia often 

occur. Frequent urination and other symptoms of 

vesical irritability are frequently associated with 

colon irritability. A reflex pyloric spasm or a 

cardiospasm is a common symptom of colonic dis- 

ease. Colonic symptoms are often associated with 

symptoms produced in other viscera, all of which 

have a common etiology. 

Toxemias, chronic infections, general vagotonic 

and sympathotonic states (both of which are pri- 

marily rare), and many other conditions seem to 

spend their force upon non-striated muscle and 

cause a multitude of symptoms. It is not uncom- 

mon to find cardiospasm, pyloric spasm, hyper- 

peristalsis of the stomach, hypertonic conditions of 

the colon, and anal sphinctor spasm in the same 

individual; or less often atonic states. More fre- 

quently there is a mixture of hypertonicity and 
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atonicity in various segments of the gastrointestinal 

tract. .The same stimulus or absence of stimulus 

does not always produce the same effect in the 

various segments. 

The theories'® concerning auwtointoxication are 

too numerous to even enumerate, and impossible to 

intelligently review. Very little reliable scientific 

evidence is at hand, except on the negative side. 

The body has a remarkable resistance against ab- 

sorption through the mucous membrane of noxious 

substances produced by digestion or bacterial ac- 

tion; and also the secondary defenses are extremely 

effective. The results of surgical treatment furnish 

little but negative evidence. Christian Science and 

other cults are at present many strides ahead of 

colonic resection and short-circuiting operations if 

the results of the treatment can be interpreted by 

relief of symptoms. On the other hand, it can con- 

servatively be said from clinical evidence that ab- 

sorption of toxic substances or some other dis- 

turbance of the chemical or physical process of 

digestion and absorption may produce symptoms or 

even disease, but probably on the whole this theory 

of autointoxication has been overstressed both by 

patient and physician until the fear of constipation 

has become a phobia to both. It has been shown 

that many of the symptoms of autointoxication can 

be produced reflexly by experimental distension of 

the distal colon or rectum and can be almost in- 

stantaneously relieved by release of the tension. 

The experimental evidence at hand suggests that 

both factors, those of abnormal absorption and 

those of abnormal motor activity, may separately 

or together produce the general symptoms known 

as “autointoxication.” These general symptoms are 

familiar to every one. The nervous depression and 

lack of power for prolonged mental effort; the 

sallow muddy complexion; the cold extremities, 

subnormal temperature, and tendency to other cir- 

culatory disturbances; the muscular, nerve and 

joint pains; the headache and vertigo; the impair- 

ment of nutrition; and hosts of other symptoms 

characterized by their variability may occur in the 

general symptom complex. 

Very frequently the patients with abnormal co- 

lonic function are the victims of cathartic or enema 

habits, or of various dietary fads; and the symp- 

toms are produced by the treatment. I would agree 

with Hurst when he says: “Purgatives often cause 

abdominal pain, intestinal stasis rarely. Bacterial 

decomposition is very active and an excess of toxins 

is produced and absorbed in the colon when its 

contents are kept fluid by the use of purgatives, but 

the reverse is the case in the semi-solid or solid 

contents of the colon in intestinal stasis.” 

The history and symptoms of these patients are 

sufficient to suspect an irritable colon; but a phys- 

ical examination, an examination of the stools, the 

roentgen examination and finally the therapeutic 

test may be necessary to thoroughly understand the 

case under observation. There is no sharp dividing 

line between normal physiological variations on the 

one hand and definite colonic pathology such as an 

ulcerative colitis on the other; the irritable colon 

may develop ulceration. Some of the colons have 

been shown to be thickened or have areas of de- 

generation or fibrosis, as demonstrated by Keith* 

in colons removed for intestinal stasis. 

The function of the colon from a practical stand- 

point depends upon the balance between two forces 

at work: (1) The force of onward peristalsis and 

(2) the resistance to that force. Often the ten- 

dency to hypertonicity or spasm of the circular 

Fig. 7. Mushy stool, non-fermentative. 

muscle must be compensated by an increase of 

A normal optimum balance between 

these forces exists. The normal for the different 

individuals may be different, due to inherited ana- 

tomical and physiological characteristics, or to ac- 

quired factors extrinsic to the bowel. With such 

great variations of the normal we should be very 

peristalsis. 

careful in the interpretation of our findings and 

symptoms. 

Examinations of the Stools.—The typical normal 

stool is cylindrical in shape, about one inch in 

diameter and about the consistency of putty. Some 
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variation exists in consistency due to diet and fluid 

content. The color varies with the bile content 

and the diet. The normal individual usually has 

one normal stool per day and at the most two. 

The odor is mild and not especially unpleasant. 

The normal stool weighs about 200 grams, is 75 

per cent water and 25 per cent solids. It is faintly 

alkaline, neutral or less commonly faintly acid in 

reaction. The bulk of the solids is made up ot 

dead bacteria and dried up secretions from the di- 

gestive tract. Grossly no mucus nor undigested 

food particles should be observed. The normal 

stool usually sinks in water. By microscopic ex- 

amination the normal should show little or no 

undigested starch cells. Connective and elastic tis- 

sue, and meat fibres devoid of striations and nuclei 

are sometimes present. Soaps” and occasionally 

soap crystals may be present, but rarely free fat 

nor fatty acid crystals. There may be a large 

amount of vegetable residue. Crystals of ammo- 

nium magnesium phosphate or triple phosphates, 

calcium phosphate and calcium oxalate may be 

present. A stool which in its latter part is soft 

should never be considered as a constipated stool, 

because it must come from high in the colon. 

The abnormal stool may be mushy or liquid; 

spastic, in small balls or pencil-like; spastic but 

compressed into a mass in the rectum (the “baled 

hay” stool); or a truly constipated stool. Except 

for the constipated stool the other types indicate 

an overactive bowel with one or the other element 

most active. The truly constipated stool is one 

similar to the normal, but larger in calibre and 

dryer. It is not associated with colonic symptoms 

and gives little trouble except irritation in the rec- 

tum and possibly hemorrhoids, or occasionally re- 

flex symptoms. Mucus which can be seen by in- 

spection commonly coats spastic stools. Mucus in- 

timately mixed into the stool indicates extreme 

irritation. Leucocytes and blood do not appear 

except in definite ulcerative lesions. 

In excessive fermentation of carbohydrates the 

stools are spongy or liquid, very strongly acid with 

a sour odor, very irritating and usually contain so 

much gas that they float upon water. Microscopic 

examination shows undigested starch. One point 

should be remembered in differential diagnosis: 

A normal individual during a diarrhea after a 

cathartic may have an acid stool containing undi- 

gested starch, but usually clostridia such as are 

found in carbohydrate fermentation are not com- 
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mon. Putrefactive stools in my experience are 

uncommon and when they appear are strongly 

alkaline in reaction and have a hydrogen sulphide 

odor. Repeated examinations of the stools ust 

be made to find the average for the patient being 

studied, because the normal varies considerably 

with diet, exercise, and nervous strain. 

The roentgen examination is only an aid in the 

interpretation. It gives information about the ¢en- 

eral habitus of the individual and his reactions to 

both a barium meal and the opaque clyster. The 

barium meal is well along in the colon in the aver- 

age normal individual at the end of thirty-six to 

forty-eight hours and should be evacuated in forty- 

eight to seventy-two hours. The position of the 

meal at various intervals is so dependent upon the 

| 

Fig. 8. Chronic dyspepsia and pain. Note bran and 
fibre. (Normal individual who took “roughage” to 
prevent trouble.) 

patient’s idiosyncrasies that interpretation must be 

guarded. The effect of diet, time of bowel move- 

ments, exercise, and mental impressions greatly in- 

fluence the motility. Very much more important 

is the way in which the bowel handles the meal 

when viewed under the fluoroscope as related to 

points of tenderness and pain. Films furnish some 

details which cannot be seen under the screen. 

The colon shows various degrees of motility, 

dilatation and spasm, and the presence or absence 

of normal haustration. Filling defects are due to 
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organic disease, which is beyond this discussion. 

Congenital abnormalities such as position and un- 

usual looping can be recognized. Personally 1 

have not seen sharp kinks in the colon sufficient to 

produce the slightest obstruction except in definite 

organic disease. A thorough search for other or- 

ganic abdominal disease must be made, because 

colonic disturbances may be secondary to peptic 

ulcer, achylia gastrica, carcinoma, gallbladder dis- 

ease, pelvic disease, appendicitis, etc. 

The opaque clyster is usually taken rather slowly 

by the normal individual. Slight delays are noted 

at the rectosigmoidal junction, where the pelvic 

colon crosses the left iliac fossa, or at the splenic 

flexure. Pain and distress are not severe and very 

little contraction of the colon can be seen. The 

capacity of the colon is usually 1,000 to 1,500 c.c., 

and with a gravity pressure of 1.5 to 2 feet the 

ileocecal valve is rarely or slightly incompetent. 

In many irritable colons, even in the absence of 

clinical ulceration, the clyster may be taken very 

rapidly; and haustration may be greatly decreased 

or absent in the distal colon, and the bowel ex- 

tremely irritable, even to the point of extreme local- 

ized spasm or massive peristaltic movements—in 

such cases the pain may be severe. The amount of 

ileocecal incompetence is usually directly propor- 

tional to the amount of dilatation of the cecum and 

ascending colon. Proximal colon dilation is most 

frequently associated with hypertonic conditions of 

the distal colon (the dyskinetic constipation of the 

Germans’). Much more rarely there is a general 

colonic dilation; such a condition is best typified 

in the megalo-colon of Hirschsprung. 

The popular medical conception that the barium 

meal must be evacuated in two or three days has 

caused much meddlesome therapy. It was long ago 

recognized that the patients with large atonic colons 

could go days or even weeks without stools and 

still be in good health. The symptoms were none 

or only a sensation of weight and distension. 

Recently Alvarez and Freedlander’® stated that 

barium is no index of the rate at which food leaves 

the body—it is only comparative as far as the drug 

is concerned. I have not uncommonly seen barium 

act as a cathartic and cause a diarrhea, while in 

others impaction has occurred. The above authors 

fed normal medical students small glass beads 

with a regular diet. Most of the subjects required 

four days in which to get rid of 75 per cent of the 

beads, some passed only 50 to 60 per cent in nine 

days. The writers conclude that the colon may 

normally contain residue for one week. They also 

state, “When the end portion of a formed stool is 

quite soft, we can say, with a considerable degree of 

confidence, that the colon has emptied itself as far 

back as the ascending colon, and we need then have 

no fear of a marked intestinal stasis.” They also 

agree with Burnett that “men with slow rates and 

well formed, well digested stools should have 

good health, and those with the fast rates and 

voluminous, mushy, badly digested and frothy 

stools should have poor nutrition, flatulence and 

indigestion.” This has been my clinical observa- 

tion for several years; but I also believe the chronic- 

ally spastic stool is the most common in chronic 

colonic disturbances. 

Let us next discuss “intestinal stasis and consti- 

pation,” terms which have been loosely applied to 

all sorts of disturbances. The word “constipation” 

should be reserved for the truly large formed dry 

stool and may occur in two conditions: 

1. Atony of the colon. This is very uncommon 

and is best seen in megalocolon, or following enema 

habit. 

2. Rectal dilatation due to a decreased defeca- 

tion reflex. The stool in this latter condition is 

very often large, but may be made up of small 

balls compressed into a mass forming a “baled 

hay” type of stool, indicating a spastic colon above 

the rectum. This condition may occur where there 

is anal sphincter spasm from any cause. This type 

of constipation, called dyschezia by Hurst, may 

occur either in a normal or in various spastic con- 

ditions of the colon. Atonic constipation is very 

rare, dyschezia relatively common; the latter is the 

most common type of constipation in my experi- 

ence in the man who earns his living by outdoor 

muscular effort. The symptoms are comparatively 

few other than rectal and reflex. 

Of chief interest, however, is that largest group 

of patients who have spastic conditions of the 

bowel which they believe and very frequently make 

the physician believe are constipation. They com- 

plain of the various colonic reflex and general 

symptoms described above, upon which the symp- 

toms of irritation from cathartics, enemas, and 

dietary fads are superimposed. The stools may be 

spastic, “baled hay” type, or liquid, or there may 

be alternation of diarrhea and spastic stools, all 

depending upon the balance between longitudinal 

peristalis and tonic resistance. For short periods 



508 

when patients are well the stools may be normal. 

For descriptive purposes we shall, more or less 

arbitrarily, describe certain clinical types. 

Group I. There is the neurotic individual who 

has some indefinite chronic dyspepsia which is as- 

sociated with what he calls “gas on the bowels” 

and irregularity of stools. He may watch his stools 

and see remnants of food which were eaten two or 

three days before, which is interpreted as abnormal. 

Since the stools are not normal and since he does 

not have the sensation of satisfaction after defeca- 

tion, he takes a laxative or enema to relieve some 

of the discomfort. On the following day and on 

the next he may have no stool or, he thinks, an 

insufficient stool, and as a result draws the con- 

clusion that he has constipation. In the future he 

“does not allow” himself to go without “proper 

movement” of the bowels, develops a vicious cycle 

and in time has increased spasm of the descending 

colon which nature tries to remedy by increasing 

peristalsis, but often fails. Dilatation of the prox- 

imal colon may appear, very often marked incom- 

petency of the ileocecal valve, and all the symp- 

toms of dysfunction. 

Upon examination the patient may be under- 

nourished and gives the impression of general ill- 

health. The physical signs are nothing much more 

than a tender ropy colon especially in left lower 

abdomen, and sometimes a large gurgling cecum. 

Rectal examination shows no fecal matter in the 

rectum. These patients become greatly depressed 

and over-react both to cerebral stimuli or to dis- 

agreeable impulses from their digestive tract. The 

patient consults a physician and is often discharged 

as a “neurasthenic” without an investigation of 

either his diet or habits. Frequently magnesia, cas- 

cara, mineral oil or bran is prescribed for various 

symptoms, or he is treated for mistaken organic 

conditions, such as a gastric ulcer, because of a re- 

flex pyloric spasm. Exploratory laparotomies may 

be done, gallbladders and appendices removed, all 

without permanent help to the patient. The x-ray 

examination may or may not disclose delay in 

motility, but does disclose extreme irritability and 

very often a dilated proximal colon. Although, as 

Rost'® has shown, there may be muscular hyper- 

trophy and occasionally violent contractions of this 

dilated colon, it usually is not able to overcome 

the resistance of the spastic distal colon. 

Group II. A somewhat similar condition may 

occur in normal individuals who have used too 

A CLINICAL STUDY OF COLONIC FUNCTION 

coarse a diet or laxatives as a preventive measure, 

or in those with irregular dietary habits, such: as 

imperfect mastication, irregular meals, etc. I have 

commonly seen this condition in business and pro- 

fessional men who are under strain and without 

sufficient rest and exercise. 

Group III. The irritable colon may be second- 

ary to organic conditions occurring in the abdomen 

especially when treated by magnesia or other laxa- 

tive drugs. I wonder if a popular medical sign of 

gallbladder disease, consisting of tenderness and 

pain in the left lower abdomen, may not be due 

to the prolonged use of magnesia or saline cathar- 

tics. Many times I have treated the colon dis- 

turbance, with disappearance of all symptoms, be- 

cause the gallbladder had in the meanwhile become 

quiescent. Appendicitis or pelvic disease may also 

cause an irritable colon. A few adhesions from the 

left tubal region to the pelvic colon may cause 

marked localized spasm. 

Group IV. An irritable colon may be second- 

ary to chronic infections and toxemia. Focal in- 

fection and chronic pulmonary tuberculosis fre- 

quently have gastrointestinal symptoms of which 

the colon is most important. It should not be 

confused with ulcerative colitis. 

Group V. Vagotonic individuals are less com- 

mon than some would lead us to believe. How- 

ever, occasional individuals do seem to show signs 

of overstimulation of the cranio-sacral autonomic 

system, the colon being a part of the picture. These 

patients have a tendency to show spasm of the vari- 

ous sphincters, irregularities of secretion, and vari- 

ous circulatory disturbances. 

Group VI. The irritable colon may persist fol- 

lowing some acute enterocolitis, or on the other 

hand a gradually increasing irritability may cause 

a chronic diarrhea without any tendency to spastic 

stools. Such a condition may follow achylia gas- 

trica. 

Group VII. A somewhat different type of irrita- 

bility may occur in cases of carbohydrate fermenta- 

tion, in which the stools are typical of the condi- 

tion. The etiology is uncertain, but it frequently 

occurs in patients who overeat of carbohydrates, 

especially starch, and where sufficient exercise is not 

taken to properly metabolize the excess. A. D. 

Schmidt and Strassburger’’ suggest that some of 

these patients may have a congenital weakness in 

consuming carbohydrates, especially in splitting 

cellulose. The intestinal contents assisted by bac- 
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teria ferment in the large intestine, cause the for- 

mation of gas, often fluid or spongy stools, and 

extreme bowel irritability. These patients frequent- 

ly complain of dizziness, headaches, flatulence, 

tachycardia, and various vague symptoms. Irrita- 

tion about the anus is common, and sometimes these 

patients seem prone to pains in the extremities or 

even deforming arthritis. Dental caries and spongy 

gums in my experience may be one of the first 

symptoms of the disturbance. In some of the cases 

with large carbohydrate ingestion, the liver may be 

slightly enlarged, the skin have a yellowish sallow 

appearance, and bile pigments may be increased 

in the urine. 

tional liver insufficiency in these cases. 

Group VIII. A condition associated with severe 

right abdominal pain must be discussed. This con- 

sists of cases who are usually fairly well, but who 

under nervous strain or other unrecognized causes 

have attacks of severe right lower abdominal colic, 

sometimes so severe they may faint or go into 

shock. Severe nausea and vomiting may follow. 

Sometimes before the onset of pain the patient de- 

scribes a sensation of weight in the right lower 

abdomen, or, opposite to his usual sensations, feels 

as if all motility has stopped. He sometimes has 

discovered a “swelling” in the right lower abdo- 

men; and following the attack of pain this “swell- 

ing” disappears and he passes copious stools, but 

tenderness persists for several days. Upon several 

occasions I have observed this cystic mass in the 

right lower abdomen and have had it firmly contract 

under my hand, at which time the patient com- 

plained of discomfort or pain. This was followed 

by gurgling and a disappearance of the tumor. 

This condition may or may not be associated with 

the secretory anomaly known as “mucous colitis,” 

a term which does not really designate a clinical 

entity and is not a “colitis” at all, but an indica- 

tion of an abnormal secretory function of the bowel 

associated with disturbances of motility. This con- 

dition as described is often confused with appendi- 

citis. 

Closely related to this same abnormality is that 

observed by T. S. Wilson’® as “rigid stiffening” 

of the cecum and ascending colon and by Philip 

Turner’® as “hardening,” in which the bowel shows 

increased tone while the muscle fibres of the cir- 

cular coat are in an extended condition. Wilson 

Possibly there may be some func- 

attempts to explain the phenomenon physiologically 

by Sherrington’s theory of “postural activity” of 

muscle fibres. It would seem, however, that the 

fundamental properties of smooth muscle could ex- 

plain the condition more simply; the phenomenon 

being nothing more than variation of the irritable 

colon. 

Group IX. Many cases of abnormal bowel func- 

tion have certain symptoms absent and others in- 

tensified. Especially is this true in some cases of 

migraine, the headache being the only severe symp- 

tom. 

Group X. Congenital defects, folds and bands 

predispose patients to irritable colon, but should 

not be considered as etiological. 

Time will not permit, even if I had the informa- 

tion, to discuss the secretory, chemical and bac- 

terial factors concerned in the subject. I myself 

have not been able to grasp any workable concep- 

tion of these phases either in the normal or patho- 

logical. 

It may be said that some of the above symptoms, 

which have been discussed, should not be con- 

sidered as due to functional but to definitely dis- 

eased states. None of these cases, however, show 

gross pathology; but perhaps more careful micro- 

scopic study along the lines described by Keith 

may disclose structural changes. Sigmoidoscopic 

examination shows nothing more than a granular 

appearance of the mucous membrane in some cases. 

There is no inflammatory exudate in the stools, ex- 

cept when ulceration is superimposed. 

Treatment.—The management of these cases is 

comparatively simple when there is a thorough 

understanding of the individual patient at hand. 

Each individual should be studied from an etio- 

logical standpoint; -abnormal hygiene and socio- 

logical or economic difficulties must be investigated 

and the patient instructed as to proper “back- 

ground” for good health. He must have a healthy 

mental outlook upon his condition and the world 

in general. He should be taught something of the 

fundamental principles of normal gastrointestinal 

physiology, normal hygiene, and dietetics. Many 

of these patients come in with a complaint of con- 

stipation and when asked why they think that they 

are constipated they state that they do not have 

sufficient bowel movement either because of what 

they believe is an insufficient quantity of stool, or 

the sensation of relief is not present. It must be 

explained to them that normally food should stay 

in the digestive tract for two days or more and 

the sensation of fullness or absence of satisfaction 
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from stooling is not necessarily due to accumula- 

tion of fecal matter, but due to the muscular con- 

dition of the bowel. I frequently ask them: “If 

you had taken a dose of castor oil and had 4 or 5 

stools, would you then interpret the sensation of 

wishing to have a farther defecation as meaning that 

something is in the bowel?” They naturally answer 

in the negative. They are also told how their 

treatment and mental attitude may increase the 

spasm and pain, and at the same time make their 

brain more susceptible to disagreeable sensations. 

It is only by such psychotherapy, if you please 

to call it such (I prefer to call it education), that 

the patients will gain sufficient confidence to fol- 

low your instructions. The directions should be 

given in the minutest detail, in writing; and these 

patients should be shown what a normal stool 

should be and cautioned that a spastic stool may 

mean just as much or more irritation and over- 

action of the bowel as a liquid or mushy evacua- 

tion. 

In either case all cathartics and irritating foods 

should be withdrawn. Instead of increasing peri- 

stalsis by giving foods with a great deal of refuse, 

the motility of the bowel, especially circular mus- 

cle spasm, should be decreased. This is done by 

giving food “concentrates.” 

scription of coarse foods, bran and mineral oil 

should not be given in bowel conditions where there 

is increased irritability. In my experience atonc 

conditions of the bowel, associated with slowing 

of peristalsis, is very rare, although the general 

impression among physicians and patients is just 

the opposite. A coarse diet should be prescribed 

only in these atonic cases and only as it is con- 

sistent with having normal stools without abdom- 

inal pain or discomfort. Large quantities of bran 

and coarse foods, cathartics and other therapeutic 

agents may temporarily give the spastic cases re- 

lief by keeping the bowel empty and thereby pre- 

venting muscular tension or possible absorption of 

toxins; but the irritability and spasm are increased 

by the treatment and a vicious cycle is established. 

In many of these cases the distal colon is so con- 

tracted that a normal content will cause tension and 

disturb sensation; on the other hand the larger 

and weaker proximal colon attempts to compensate 

for the functional obstruction in the lower colon, 

fails in the effort and secondarily becomes atonic, 

dilates and allows regurgitation through the ileo- 

cecal valve into the ileum. 

The universal pre- 

In order to relieve the spasm I have used anti. 

spasmodics such as belladonna, and in most cases 

have used calcium salts. The late Dr. Sippy used 

calcium salts almost routinely in the colon cases 

with diarrhea, especially prescribing the purest cal- 

cium carbonate and phosphate. The effect of cal- 

cium salts is probably threefold: 

1. It has a mild alkaline reaction and inhibits 

growth of organisms growing upon fermenting car- 

bohydrates (i.e., in acid medium). 

2. It gives bulk to the stools, furnishing suff. 

cient calcium salts, which are required for stool 

formation. 

3. The calcium ion may possibly relieve some 

of the spasm; this later effect, however, is diff- 

cult to demonstrate. 

Upon this treatment, which is similar to that 

employed in acute diarrheas, a chronically irritable 

colon gradually improves. Loose, mushy or liquid 

stools again begin to assume form and in spastic 

cases the stools increase in size. Not uncommonly 

on such a regime the relaxation obtained in the 

distal colon allows the abnormal peristalsis to force 

out stools before the water has been absorbed. In 

other words a case of so-called spastic constipation 

passes through a stage of diarrhea before the stools 

begin to become normally formed. 

For temporary relief, when the patients have not 

stooled we are in the habit of injecting into the 

rectum a very small quantity of olive or cottonseed 

oil and have them retain it over night. Sometimes 

this may be followed on the next day by the injec- 

tion of a very small quantity of warm water, the 

maximum being a half pint. We of late have not 

found it very often necessary to use any of the 

mineral oils or combinations of mineral oil and 

agar. 

Each case must be treated individually, depend- 

ing upon the indications, the details of which are 

beyond the scope of this discussion. The return 

to the more bulky foods is directed by the condition 

of the stools and symptoms of the patient. Some 

individuals have a tendency to a recurernce of 

symptoms when upon nervous strain or return to 

coarse foods. 

I believe that much of the publicity given to 

certain dietary fads and to encouraging the use of 

bran and other coarse foods is distinctly harmful 

to the public and is causing a great deal of semi- 

invalidism. 
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There are a few points of scientific interest which 

suggest themselves to me for farther investigation. 

A microscopic pathological study should be made 

more commonly of tissues from the intestinal tract, 

either that removed from operations or that from 

fresh autopsies. The question of mineral metab- 

olism is also extremely interesting. 

at least, the use of magnesium salts or anything 

which whips up peristalsis and shortens the time 

which food stays within the tract may cause with- 

drawal of calcium salts from the body and even 

definite bone pathology.*°** The effect of calcium 

administration in these cases of irritable colon asso- 

ciated with the cathartic habit may possibly be sup- 

plying a calcium deficiency. 

“The milk cure” has long been used by osteo- 

paths and some irregular institutions for these con- 

ditions; possibly the large calcium content as well 

as bacterial flora bring about the good results 

sometimes obtained. Coarse vegetables, I believe, 

contain a ratio of calcium to magnesium of 1:1, 

while in the body the ratio is somewhere near 4 

to 5:1; this must also be taken into consideration, 

after prolonged use of vegetable diets. 

In animals, 

In fermentative conditions associated with for- 

mation of organic acids the calcium content of the 

bowel may possibly also be used for a neutraliza- 

tion of acids. 

These are only a few of the problems which 

have been suggested by my study. In conclusion 

it may be stated that atonic constipation, a ‘term 

which should be reserved for a sluggish acting 

bowel not associated with hypertonicity, is a rare 

condition in the physician’s office and usually does 

not produce symptoms other than those of disten- 

sion and pressure. Rectal constipation or dysche- 

zia is more common than atonic colonic constipa- 

tion, but these patients also are comparatively free 

from symptoms except those of a reflex nature and 

those due to hemorrhoids or other trouble in the 

rectum; this condition is a purely hygienic one 

except in some organic nervous diseases. The ma- 

jority of patients who do consult the physician and 

are truly uncomfortable or ill, are of the irritable 

bowel type. They are not always neurasthenics, 

but should be carefully studied and advised. More 

harm is frequently being done by so-called “cor- 

rective measures” employed either by the patient 

or medical advisor than is produced by the original 

condition for which the patient has been treated. 

I would also appeal to more interest in pre- 

pathological conditions. The clinician, and the 

pathologist as well, has been more interested in 

structural damage of tissue, rather than the body 

as a living machine and the patient as a human 

being. 
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Surgeon General Cumming says that the cross scarifica- 
tion method of vaccination, which was formerly common 
and which is still adhered to by some, is dangerous. He 
recommends that if an incision is made for the purpose 
of vaccinating, it should not draw blood, if possible to 
avoid this, and that it should not be more than one-eighth 
of an inch in length. If two such incisions are made, they 
should be one inch apart. Hf they are placed closer to- 
gether than one inch, they are very likely to coalesce. If 
vaccination is done by the method of making a small 
abrasion, such as may be done with a specially prepared 
instrument, this should not be more than one-sixteenth 
of an inch in diameter, and if two such abrasions are 
made, they should be one inch apart. — Health News, 
U. S. P. H. Service. 
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THE EFFECT OF ENVIRONMENT ON THE 

UPPER RESPIRATORY TRACT* 

Harotp I. Litiie, M.D. 
Section on Otolaryngology and Rhinology 

Mayo Clinic 
Rochester, Minnesota 

It is reasonable to expect that variations in the 

environmental conditions of the upper respiratory 

tract would effect characteristic changes in the 

activity in its function. Other organs of the body 

present characteristic physiologic variations which 

are well recognized even by the layman, and cause 

little or no concern. The reactions of the skin are 

somewhat similar to those of the upper respiratory 

tract because both are more or less exposed to the 

same conditions. The skin can be protected, how- 

ever, according to the need. Sunburn causes no 

concern. The tanning following the sunburn is 

recognized as the end-result and a desideratum. 

A person who does not tan has learned to avoid 

exposure to the sunshine; so, too, certain persons 

have learned that their upper respiratory tract 

makes them uncomfortable when they are exposed 

to certain adverse weather and atmospheric condi- 

tions. Many other organs are managed from the 

standpoint of physiologic limitations. 

The functions of the upper respiratory tract are: 

(1) moistening of the inspired air; (2) warming 

of the inspired air; (3) cleaning of the inspired 

air; and (4) olfaction, which is really a separate 

function and carried on by the highly specialized 

membrane lining. The available surface is in- 

creased by the provision of projecting plates, the 

turbinate bones in the nasal cavity, which are cov- 

ered with functioning membrane. Witheut describ- 

ing the nasal mucous membrane in detail histo- 

logically, it may be said in general that the mem- 

brane is, covered by ciliated columnar epithelium, 

except in the olfactory area, and is inseparably 

united with the periosteum and perichondrium. 

The submucosa contains many glandular elements 

of the racemose type and is richly vascularized, 

especially by vessels arranged in sinuses and by a 

close capillary network. In structure, and in the 

nature of the nervous stimulus to which it may 

respond, it is analogous to, and even identical with, 

erectile tissue. Tiny capillary twigs are seen in 

contact with the basal layer of the gland epithe- 

*Read before the Minnesota State Medical Associa- 
tion, April 27-29, 1925, Minneapolis. 
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lium, and Wright has said that direct diapedesis 

of the white cells into the acini of the gland has 

been observed. The contractile elements of the 

stroma are composed of elastic tissue and involun- 

tary muscle fibers. The glands and involuntary 

muscle fibers are innervated by the sympathetic 

coming through the sphenopalatine ganglion. It 

is thus evident that the reactions are entirely under 

vasomotor control, and are, in reality, automatic. 

Vasomotor dilatation entails not only an exudation 

of the serum from the blood vessels in the stroma, 

and a consequent swelling of it, but simultaneously 

a direct discharge into the glands and onto the 

surface of the mucosa. Around the gland ducts, 

whose mouths usually lie in a sulcus of the surface 

epithelium: is a more or less thick network of capil- 

laries. Vasomotor dilatation of these capillaries 

would produce considerable constriction of the 

gland outlets. When vasoconstriction takes place 

there results a free discharge and a consequent 

shrinkage of the membrane. The natural nasal 

secretion has considerable bactericidal power; the 

olfactory secretion has not. It is seen then that 

the function of the upper respiratory tract proper 

is carried on by its highly specialized mucous 

membrane under vasomotor control. 

Tatum has recently shown experimentally that 

the nasal respiratory mechanism is adaptive, lessen- 

ing resistance when respiratory need is increased, 

and vice versa. The dilation of the vessels, when 

it is not carried to the point of rendering the 

amount of air supply to the lungs insufficient, not 

only renders the air warmer, moister, and freer 

from dust and bacteria when it reaches the phar- 

ynx, but, by reducing the space in the respiratory 

region of the nose, it directs a more copious sup- 

ply of it toward the olfactory region. Wright says, 

“The internal configuration. of every nose, even 

of those we would pronounce normal, varies so 

greatly that every nasal chamber is a law unto 

itself. Anterior and posterior rhinoscopy are often 

incapable of furnishing us with trustworthy infor- 

mation as to the efficiency of the nasal chambers 

in the performance of these functions. The state- 

ments of patients are still more untrustworthy. 

Some fail. to appreciate even extreme nasal ob- 

struction. Others complain of it when it mani- 

festly does not exist. The clinical experience, the 

common sense of the physician, and his ability to 

judge the patient’s temperament are more impor- 

tant guides to the appreciation of how these func- 



lesis 

has 

ihe 

lun- 

tary 

netic 

It 

nder 

atic, 

ition 

oma, 

usly 

the 

ucts, 

‘face 

apil- 

aries 

the 

ylace 

uent 

1asal 

- the 

that 

oper 

cous 

that 

ssen- 

ased. 

when 

the 

, not 

freer 

ohar- 

atory 

sup- 

says, 

even 

Ss sO 

unto 

often 

nfor- 

nbers 

state- 

thy. 

l ob- 

nani- 

», the 

ity to 

npor- 

func- 

THE EFFECT OF ENVIRONMENT ON 

tions are in reality being performed, than the help 

his technical skill or the instruments of precision 

at his disposal furnish him.” 

Paget believes that the function of the nose is 

to filter the air and that the other ascribed func- 

He believes that 

nearly every healthy man has lost the power to 

breathe through his nose because of the tendency 

to alar collapse, and that if more respiration was 

nasal, there would be less pulmonary disease. 

Chepmell, Paget’s annotation, 

quotes Catlin’s book, “Shut your mouth,” written 

in the early forties. Catlin was impressed by the 

healthiness of the American Indian children, whose 

mothers insisted on their breathing through their 

noses. Hagemann believes that the function may 

be emunctory to a large extent. Wright said, 

“Vasomotor phenomena answer to every demand 

of physiologic need only so far as the mechanism 

is undamaged in all its parts. Repeated temporary 

exaggeration of physiologic response leads grad- 

ually to the graver forms of polypoid rhinitis and 

atrophic states.” 

tions are entirely subsidiary. 

in discussing 

The function of the nose is carried on by virtue 

of its internal configuration and the mechanism 

of its mucous membrane. As the air enters the 

vestibule, it takes an upward course, passes over 

the superior surface of the inferior turbinate, over 

both surfaces of the middle turbinate, and enters 

the pharynx. The membrane of the pharynx is 

essentially like that of the nose, except that it is 

not so specialized. In the pharynx, however, there 

is lymphoid tissue which is not encountered in the 

nose. In passing over these structures, the air cur- 

rents take up the moisture from the surface, and 

are warmed and filtered. In expiration, the air 

currents are directed largely over the inferior tur- 

binate. The function of the accessory sinuses in 

man is a moot question, but it is apparent that 

they are ventilated by the negative pressure effect 

of the passing air stream. The function of the 

tonsillar tissue in the pharynx is also a moot ques- 

tion; that it has a function in early childhood, 

even though it is not understood and cannot be 

specified, is quite probable. 

Symptoms related to the upper respiratory tract 

are less common, and less often complained of, in 

a warm, equable climate. This is because there is 

less necessity for the nose to overfunction in order 

to prepare the air for the lower respiratory tract. 

Such a climate, however, has its definite draw- 
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backs, as it has been shown that mental and physi- 

cal productivity is at a lower level than in less 

equable environments. Huntington, in his “Civili- 

zation and climate,” proves that the output of 

factory workers increases as mean temperature 

decreases, and that no other elements of weather 

seem to have a real influence on such productivity. 

He attributes the superiority of persons who live 

in hard, rugged climates to the subjection of their 

bodies to frequent and extreme alternations of tem- 

perature. The reasonable physiologic explanation 

of this phenomenon seems to be the stimulation 

of vasomotor tonus. 

Moore says, “Climate is the summation of at- 

mospheric conditions as recorded for a long period 

of time,” or, in other words, “it is the totality of 

weather, while weather is the physical condition 

of the atmosphere at a given time, or during a 

limited period.” 

James, in discussing the exact nature and effect 

of ventilation, says: “It was formerly thought 

that the atmosphere affected the body only, or 

chiefly, through the absorption of its elements 

by the lungs. but it has been found that this is not 

the case, and that these symptoms that accompany 

a stay in an ill-ventilated room are caused by the 

effect of the atmosphere on the surface of the body. 

* * * Tn this connection, the various respira- 

tory membranes are to be thought of as internal 

body surfaces, which are also brought into direct 

physical contact with the atmosphere. Heat, hu- 

midity, and stillness are the essentials in a bad 

atmosphere, and coolness, dryness, and motion of 

the air constitute good ventilation.” Spratt drew 

the following conclusions: (1) the influence of 

climate in the etiology and treatment of disease 

has been overestimated; (2) acute and chronic 

inflammation of the respiratory tracts are more 

frequent and worse during the winter months; (3) 

these conditions are not due to cold, but to certain 

artificial conditions under which the individual 

lives from six to eight months, the artificial cli- 

mate, including crowding, dust, overheated rooms 

with dry air, sudden changes from heated rooms to 

cold outside air, and deficiency of sunlight; ahd 

(4) diseases of the ear, nose and throat are com- 

mon in the north due to these conditions. 

From what has been described as the dormal 

physiologic reaction of the nose, it can be seen 

how, with a perfectly acting mechanism, and par- 

ticularly the vasomotor mechanism, the ose would 
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adapt itself to different atmospheres. In the vari- 

able, rugged climate of the Northwest, with fre- 

quent weather changes, the upper respiratory mem- 

brane might be expected to become hypertrophic; 

whereas, in the warm, equable climate, where the 

nose is not required to function excessively, there 

should be very little change. It is easy to under- 

stand, then, that in our section of the country, in 

adolescent and early adult life, many symptoms 

might arise from the physiologic activity of the 

respiratory membrane, particularly as it is at this 

period of life that the erectile tissue function is 

at its height. This is why many such persons 

complain of nasal obstruction and excessive secre- 

tion. It has been variously estimated that secre- 

tion from the respiratory membrane might amount 

to from a pint to a quart a day. Patients often 

complain of obstruction on alternate sides, but, as 

a matter of fact, this is quite normal. Scarcely 

ever are both sides of the nose open to the same 

extent, for the reason that there appears to be a 

cycle of reaction; that is, while the mucous mem- 

brane of one nostril is filling to a point approach- 

ing obstruction, the other nostril is opening and 

throwing off its secretion, and by the time the 

nostril that is filled has completed the opposite 

phase. The cycle may not always take place quite _ 

to the extent described. 

Patients often complain of obstruction at night 

onthe side on which they are lying. This is the 

result of passive congestion and is quite a normal 

condition. Complaint is also made of a consider- 

able amount of secretion in the pharynx in the 

morning, which may be quite natural, inasmuch 

as there is a collection during the night which has 

not been disposed of, as it would have been during 

the day by involuntary swallowing. Many such 

persons feel that the condition is detrimental to 

their health, but I have seen no evidence of this; 

it is usually the most robust type of patient who 

has this kind of complaint. 

With the condition of hypertrophic rhinitis 

superimposed on nasal obstruction caused by an- 

atomic defect, such as a crooked septum, the symp- 

toms are naturally aggravated. In other words, 

there is an anatomic and a physiologic obstruc- 

tion. Often, in this type of case, the correction of 

the anatomic obstruction by some operative meas- 

ure which conserves the membrane will largely 

relieve the symptoms. If not, a change to a high, 

dry climate will often effect the change by natural 
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processes. The dry and equable atmosphere will 

take up the excess secretion that the hypertropliic 

mucosa is producing, and there will be little or 

no variation to cause the excessive physiologic re- 

sponses. It is in this type of nose that destructive 

intranasal operations were often performed for- 

merly, but I believe they are contraindicated. 

Occupation has a great deal to do with the phy;i- 

ologic responses of the upper respiratory mer- 

branes. It has been shown that steam laundry 

workers, who have been engaged in this type of 

work a long time, invariably present rather definite 

grades of atrophy of the membrane of the nose. 

This can be explained on the basis of climatic 

conditions, already discussed. The lumberjack, 

the farmer, the delivery man, and others, who are 

constantly out of doors in all kinds of weather, 

are not subject to infection of the upper respira- 

tory tract, or to those symptoms seen so often in 

persons who live a sedentary, indoor life. Atten- 

tion to personal hygiene will in some measure 

relieve the symptoms. The city dweller has found 

that he must protect his feet from wet or cold, or, 

have a “cold in the head.” “The man clad all day 

in the same kind of clothing finds that he can not 

remove any part of it without the risk of taking 

cold. His wife wears high shoes or spats during 

the day, when it is warm, and has her neck and 

chest protected, but in the evening, attending a 

social function, she apparently disregards all sane 

principles of dress; yet it is observed that she is 

less disposed to catch cold than the man.” 

This is another example of the hardening proc- 

ess. The vasomotor tone is better developed in 

those who expose the surfaces of the body and 

change the clothing to suit the occasion than in 

those who always dress in the same manner. Sus- 

ceptibility to the physiologic changes can be large- 

ly controlled by training; that is, the city dweller 

can become a farmer or a rural delivery man, and 

gradually acquire the same physiologic reactions; 

and the reverse is true. 

The best example of the hardening process is 

seen in the American Indian of former years. If 

asked why his body needed to be so lightly clad 

in inclement weather, he would answer, “Me all 

face.” 

There is another type of physiologic reaction 

within the nose which is due to some derangement 

of the sympathetic nervous system, and results in 

what is called a vasomotor rhinitis. It may be 
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occasioned by susceptibility to proteins, bacteria, 

food, and pollens, and can sometimes be controlled 

by removing the causal factor if it can be ascer- 

tained. Sometimes, if the causal factor cannot be 

readily discovered, topical application to the re- 

gion of the sphenopalatine ganglion, as shown by 

Sluder, is beneficial. Sneezing, according to Bru- 

baker, may be the manifestation of the vasomotor 

thinitis. It is customary for the human being, in 

order to clear the nose, to blow it in some manner, 

and he usually closes the open nostril and blows 

against the opposite one. This creates a strong 

positive pressure in the nasopharynx, and may 

produce untoward results, because it may cause 

infection of the ear or accessory sinuses. Animals 

are seldom affected because their only method of 

clearing the nose is by sneezing. ; 

SUMMARY 

If the upper respiratory tract is considered an 

organ, the normal functioning of which is neces- 

sary for the general well-being of the body, the 

explanation of certain physiologic reactions due 

to environmental conditions is incumbent on the 

medical advisor. 
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DISCUSSION 

Dr. J. A. Pratt, Minneapolis: The doctor states that 
one function of the nose is moistening the inspired air, 
and, while it is the usual theory taught, I feel it is not a 
function but an incident. In a normal nose we should have 
enough moisture to keep the tissue in a functioning con- 
dition, and stop irritation by friction of the passing air 
currents. 

It is normal for all animals to breathe through their 
noses. When this is not done normally, it is due to me- 
chanical obstruction. All defective noses, in time, will 
try to reconstruct themselves to be as near a physiological 
functioning nose as possible and this is accomplished by 
compensatory hypertrophies and atrophies. 

I believe that the function of the sinuses is negligible 
and that they are entirely vestigial, having possibly as much 
to do with the function of the nose as the appendix has 
with the function of the intestines. 

I did not know that each nostril operates separately as 
opening and throwing off its secretion in a cycle manner. 
This may be true, but it does not agree with my under- 
standing of the physiological action of the nose. 

I heartily agree with the doctor that operative measures 
should conserve the nasal membrane and that destructive 
intranasal operations should not be performed. 

The presence of atrophic changes in the nasal mem- 
brane in laundry workers may be explained by certain 
hypo-physical conditions brought about by the working 
conditions. In practically every case of atrophic rhinitis, 
regardless of occupation, there is a hypo-physical condi- 
tion present. 

The lack of sickness as to respiratory diseases of our 
female population, who expose themselves quite as much 
as the American Indian, hardly reconciles one’s past teach- 
ing that respiratory diseases are caused by drafts, wet 
feet and insufficient clothing. If this is a gradual harden- 
ing process, then I am quite sure a normal nose can adjust 
itself to any atmospheric change. 

I believe, if we have normal action of our protective body 
functions, we can adjust ourselves to all atmospheric 
changes. If we are lacking in certain or part of certain 
functions, we will do better in atmospheric conditions 
which supply this deficiency. 

I am afraid the doctor is not strong on pets, because 
the dog and cat clean their nasal passages, not only by 
sneezing, but by hawking. 

If our mothers would teach their children to hawk 
(in private), we would have less ear infections. Every 
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one who has a suppurating affection of the nose should 
hawk the discharge out rather than blow it. 

To. repeat—if we have a normal functioning nose, we 
can adapt ourselves to any climate. 

Dr. Horace Newnart, Minneapolis: I feel that Dr. 
Lillie in his very excellent paper has rendered us a decided 
service in pointing out to the general practitioner and the 
rhinologist the fact that many of the symptoms of which 
our patients complain, so far as the upper respiratory tract 
is concerned, are due, not to causes existing within the 
individual, but to causes entirely apart from him in his 
environment. One big factor, the one which we do not as 
yet all recognize, but which many are trying to combat, is 
that of insufficient humidification of the air we breathe. 

Take a typical case who comes to us occasionally in such 
a condition as to suggest that he is neurotic, complaining 
of irritation of the naso-pharynx and an accumulation of 
desiccated secretion. He has a sore throat with irritation 
and cough. He states that he has more or less dropping 
into the throat. The careful examiner going over such a 
case will first of all exclude empyema of the paranasal 
sinuses. He will also exclude a deviated nasal septum, 
which may be the cause of an increased negative pressure 
with excessive secretion and the above symptoms. How- 
ever, if this patient is seen sufficiently early in the day, 
before, through swallowing and eating, he has disturbed 
the accumulated secretions, one will find on the fauces 
a greater or lesser amount of extremely dry, tenacious secre- 
tion which is responsible for many of the symptoms of 
which the average patient of this class complains. 

Unfortunately, many of these patients have been the 
victims of one or more operations, suggested with honest 
intent by the operator, who had sincerely hoped to relieve 
the patient’s condition. Too often, however, the environ- 
mental factor has been completely overlooked,—that is, the 
important factor of decreased humidity. Dean E. P. Lyon 
of the Medical School of the University of Minnesota has 
worked extensively on the subject of proper humidification 
of the air in our homes and has given us some very inter- 
esting facts. Among other things, he has shown that in 
the average home in this climate—and, of course, we have 
in mind just now patients living particularly in this north- 
ern climate with severe winters—with its excessively dry 
atmosphere superheated, is altogether too lacking in mois- 
ture content for health. This is equally true of the air in 
our schools, offices and factories. The result is, naturally, 
irritation through desiccation of the surface of the mucous 
membrane with at first an attempt to make good the defi- 
ciency by hypersecretion. Dr. Lyon has brought out the 
fact that the remedy as ordinarily suggested for our homes, 
consisting of attaching to the radiator a small ready-made 
humidifier, is absolutely inadequate to the requirements. 
It has been shown that one of these ready-made humidifiers 
actually produces less moisture in the air than is exhaled 
and evaporated from the skin of a single individual. For 
the average dwelling house from 25 to 75 gallons of water 
should be evaporated in twenty-four hours in order to pro- 
duce the desired results. This is allowing for a change of 
air at the usual rate. 

During the past few months I have been very much 
impressed by the results obtained by the successful arti- 
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ficial humidification of the air in the residences of some 
of my patients (I might as well say “ex-patients” now, for 
they very seldom consult us in regard to the upper respira- 
tory tract disturbances, of which they frequently «om. 
plained and for which they often consulted the rhinologist), 
Without going into details, these new and successful sys. 
tems of humidification consist of a small plant, electrically 
driven, by which at least 50 per cent of the maximum 
humidity is automatically maintained. The results in the 
homes in which this humidification has been successfully 
carried out are not only gratifying, but even surprising in 
the reduction of the number of “colds” among the occu- 
pants. In several instances we have noted a decided im- 
provement in the symptoms of individuals suffering from 
chronic so-called “catarrhal deafness.” 

Another practical way of partially meeting the situation 
and in handling these patients is to have them sleep out 
of doors the year round where, during the sleeping hours, 
they have the advantage of the natural air not deprived of 
its moisture content through excessive heating. 
We believe that a more universal application, in a prac- 

tical way, of artificially producing greater humidity in our 
dwelling places and working places will go far toward 
overcoming the conditions to which the essayist has so 
ably called our attention. 

Dr. H. I. Littre (closing): The moistening of air is an 
important function of the nose. This can be shown ex- 
perimentally by having dry air inhaled by a tracheotomi- 
tized animal, then taking it from the trachea and getting 
the moisture content. Further, it can be shown experimen- 
tally that the warm ether vapor given for inhalation pur- 
poses for anesthesia has the same temperature in the 
trachea as cold ether vapor given in the same manner. 

So far as the cycle of function of the nose is concerned, 
one accustomed to looking through a nose speculum has 
seen the membranes on one side of the nose swollen and 
on the opposite side covered with little droplets of secre- 
tion. In five minutes that membrane will be seen to have 
shrunken more and the membranes on the opposite side 
to have swollen more. That is in line with the experimen- 
tal work carried on in the University of Chicago during 
the last few years, showing the adaptive mechanism of nasal 
respiration. 

Possibly I was misunderstood with regard to atrophic 
rhinitis. By atrophic states of the membrane I do not 
mean ozena or fetid rhinitis, but secondary atrophy of the 
membrane. It is different in appearance from hypertrophic 
or normal type of membrane, and the secretion is different 
from the normal. 

Naturally, symptoms can be aggravated by anatomic 
defects, and I suggested that there were anatomic defects 
which interfered with the respiratory function. These should 
be corrected, but in correcting them it is not necessary to 
destroy important functional membrane. In other words, 
we must look at our patients as a “whole” and not through 
the “hole” of the nose speculum. That muco-purulent se- 
cretion in the nasopharynx may cause symptoms is a well 
directed point. In that type of nose, the function is not 
being carried on properly, due to environmental conditions, 
as Dr. Newhart has suggested, and the proper amount of 
humidity in the environs will usually correct the fault. 
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POSTOPERATIVE PULMONARY COMPLICATIONS 

But, on the other hand, topical applications to the mem- 
brane, in my experience, do little good. Stimulating the 
glands to secrete will cause the symptoms to disappear if 
environmental conditions are corrected. 

Animals do hawk. I had a dog, I usually have quite a 
number of them, who had a pansinusitis. Necropsy showed 
that all the paranasal sinuses were involved. Veterinarians 
have told me that this condition usually is an aftermath 
of distemper. A notable example of maxillary sinusitis in 
a dog is that of one used for breeding purposes at the 
present time, which was cleared up by a maxillary sinus 
operation. It is difficult to determine which sinus is in- 
volved in animals. The sense of smell is nearly always 
interfered with. 

Examination of Some Liquid Petrolatum Agar Emulsions. 
—At the request of the Council on Pharmacy and Chemistry 
the A. M. A. Chemical Laboratory has elaborated a method 
for the analysis of mixtures containing liquid petrolatum 
and agar. In connection with this work, the Laboratory 
analyzed some of the preparations on the market. Agarol 
Compound (William R. Warner & Co., Inc.): The formula 
of this preparation is not divulged and no claims for its 
composition are made except that it contains liquid petro- 
latum and agar (in unstated amounts) and %4 of a grain 
of phenolphthalein in each teaspoonful. Of the prepara- 
tions examined, Agarol Compound was the lowest in liquid 
petrolatum. Possibly its low value in this essential may 
account for its having been reinforced by phenolphthalein. 
Agrilin (Lehn & Fink, Inc.): This is claimed to contain 
liquid petrolatum 38.6 per cent, and agar 2.25 per cent. 
The analysis indicated about 90 per cent of the claimed 
amount of liquid petrolatum and about 64 per cent of the 

Petrolagar (Deshell Labora- 
tories): At the time of its introduction, this was claimed 
to contain “10 per cent of prepared agar-agar” and 65 per 

claimed amount of agar. 

cent of liquid petrolatum. In response for a definite state- 
ment of composition requested by the Council on Pharmacy 
and Chemistry, the firm stated the preparation to contain 
liquid petrolatum U.S.P. 65 c.c. and agar U.S.P. 10 gm. in 
100 c.c. The Laboratory did not confirm the claimed com- 
position. It contained the highest proportion of liquid 
petrolatum of any of the preparations examined, but was 
relatively low in agar content. Since the analysis was 
made, the manufacturer has informed the Council on Phar- 
macy and Chemistry that the product now being marketed 
contains one and one-half per cent of agar U.S.P. Squibb 
Liquid Petrolatum With Agar (E. R. Squibb and Sons) : 
This is stated to contain 50 per cent of liquid petrolatum 
and 1.5 per cent of agar. These claims were substantially 
confirmed by the analysis. Terralin With Agar-Agar (The 
Hillside Chemical Company): No claims for the composi- 
tion are made except that it is “petroleum purificatum with 
agar-agar.” The Laboratory reports that the petrolatum 
in the preparation cannot be considered liquid petrolatum 
of U.S.P. quality. The preparation contained 39.8 per cent 
of liquid petrolatum and about 0.3 per cent of agar. (Jour. 
\. M. A;, May 30, 1925, p. 1682.) 

POSTOPERATIVE. PULMONARY 

COMPLICATIONS* 

P. G. Boman,. M.D. 
The Duluth Clinic 
Duluth, Minn. 

One of the most distressing tragedies of hospital 

experience, both to the surgeon and to the relatives 

of the patient concerned, is to see a young, healthy 

individual come into the hospital for a simple oper- 

ation of choice and die of a postoperative pulmo- 

nary complication. 

Usually the surgeon classifies it as a postoper- 

ative pneumonia, and one of the uncontrollable 

accidents of surgery, attempting to console the rela- 

tives with the thought that, even though it was a 

most sad and distressing culmination of a successful 

operation, it was incidental to a secondary risk in 

no way dependent upon his surgery. In the past, 

surgery itself has taken little credit for the respon- 

sibility of these complications; it has been much 

more easy to explain everything on the basis of the 

anesthesia, leaving the impression, both with the 

profession and with the laity, that the anesthetist, 

and not the surgeon, bore the responsibility for 

whatever defense the lungs are granted during and 

after operation. 

Fortunately, all patients who develop postoper- 

ative pulmonary complications do not die; many 

cases are not even diagnosed. It appears from a 

large number of statistics, however, that one in 

every thirty to fifty patients operated upon develops 

a pulmonary complication, and one in every one 

hundred and fifty to one hundred and seventy-five 

dies, giving a morbiditv of between 2 and 3 per 

cent, and a mortality of about .6 per cent. Sta- 

tistics vary according to the type of surgery which 

is done. In hospitals and clinics where selective 

surgery is being done, the percentage of postoper- 

ative pulmonary complications is lower than in 

those where urgent and desperate risk cases are 

treated. It is evident that, aside from the fatal 

termination, postoperative pulmonary complications 

play a very important réle from the standpoint of 

delayed convalescence, secondary complications, 

and economic loss. 

In recent years there has been an increasing at- 

tempt to study this problem both from a scientific 

aspect and from an economic point of view. Evi- 

*Read before the Minnesota State Medical -Associa- 
tion, Minneapolis, April, 1925. 
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dence of the latter is seen in the fact that many 

hospitals are analyzing all cases of delayed con- 

valescence, with a view to determining the cause 

and providing a remedy. Recent medical literature 

shows that there has been an ever-increasing effort 

in many of the American hospitals to analyze his- 

tories and to determine the end-results in the sur- 

gical cases, and it is to be noted that the study of 

postoperative pulmonary complications is given a 

prominent place. In many hospitals the diagnosis 

and. recording of these complications, however, is 

too frequently left to the intern or not recorded at 

all. It has been my observation, in attempting to 

review surgical records from the standpoint of pul- 

monary complications, that the data have been most 

inadequate and insufficient to form any definite 

opinion as to what complications occurred. How- 

ever, where careful records have been made, and a 

systematic attempt made to record and classify all 

complications, very valuable data are obtainable. 

From such data it is evident that there has been a 

definite increase in the morbidity percentage, with 

a corresponding decrease in the mortality percen- 

tage. It has also placed in the discard the old 

designation “ether pneumonia,” and brought to the 

foreground the embolic theory, which appears to 

be the most logical and satisfactory explanation 

in the majority of postoperative pulmonary com- 

plications. 

Cutler and Morton,’ in 1917, reporting on 3,490 

cases at the Massachusetts General Hospital, had a 

pulmonary morbidity of 1.86, with a mortality of 

.94. Cutler and Hunt,’ in 1920, reporting from the 

Peter Bent Brigham Hospital, out of 1,562 cases, 

had a pulmonary morbidity of 3.52, and a pulmo- 

nary mortality of .7, whereas in 1921,° out of 1,604 

cases they had a pulmonary morbidity of 3.92, and 

a mortality of .31. Likewise, at the Presbyterian 

Hospital in New York, where this question was 

given careful study, the morbidity increased from 

2.3 per cent in 1915 and 1916,* to 3.3 per cent in 

1917.5 Elwyn,°® in reviewing 2,932 cases at the 

Mount Sinai Hospital in New York, from March 8, 

1921, to Sept. 1, 1922, reported a morbidity of 

2.76 per cent, whereas in the period from Sept. 1, 

1922, until Sept. 1, 1923,7 out of 1,734 patients to 

whom a general anesthetic was administered there 

was a morbidity of 3 per cent, and of 399 patients 

operated under local anesthesia there was a mor- 

bidity of 2.7 per cent. This increase in morbidity 

is partly accounted for by the fact that numerous 
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unexplained “postoperative reactions” had definite. 

ly been recognized and classified as pulmonary 

complications. 

At St. Mary’s Hospital, Duluth, in 1923, there 

were seventeen cases of postoperative pulmonary 

complications reported out of a total of 979 major 

operations, giving a morbidity of 1.7 per cent. 

During 1924, when the members of the staff were 

urged to make a more careful study of all postoper- 

ative reactions, there were twenty-seven cases of 

postoperative pulmonary complications out of a 

total of 1,254 major operations, giving a morbidity 

of 2.15 per cent. The mortality percentage during 

1923 was .61 per cent, and during 1924, .63 per 

cent. 

In 1924, out of 511 major operations performed 

at St. Mary’s Hospital by surgeons of the Duluth 

Clinic, sixteen developed postoperative pulmonary 

complications, giving a morbidity of 3.13 per cent. 

There were five deaths, due to the postoperative 

pulmonary complications, resulting in a mortality 

percentage of .97. The mortality percentage of the 

morbidity was 31.2. During this time the postoper- 

ative course of all surgical patients was carefully 

watched, and an attempt made to classify all com- 

plications. 

In the past the anesthetic has been considered 

the most important factor, and by many the only 

factor, in these complications, but it is now evident 

that its chief effect is only contributory, and that 

it should be considered with such other secondary 

factors as infection, pre-existing lung disease, de- 

bility, chilling of the body, surgical manipulation 

and type of operation done. 

Cutler was one of the first to explain these post- 

operative pulmonary complications on the basis 

of embolic origin. Recent articles (Herb,® Lee,° 

Wharton and Pierson’®) are supporting his views, 

and it seems that careful physical and roentgeno- 

logical examinations, with a correct interpretation 

of them, will place the majority of postoperative 

pulmonary complications in the embolic class. 

However, there are still many men who are con- 

vinced that the anesthetic plays the most important 

réle, and ascribe the lung insult to aspiration and 

irritation. It is unquestionably true that some cases 

can be explained on this basis. However, if it does 

play such an important réle, it is difficult to account 

for the fact that postoperative pulmonary compli- 

cations occur in local anesthetic operations, pro- 

ducing almost as high a percentage as where a 
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general anesthetic is used. Elwyn’ believes that 

the greater number of cases of postoperative pul- 

monary complications are due to small or large 

areas of atelectasis or collapse in the lungs, but 

he is unable to explain why these should occur. 

Scott?! suggests that infarction, in an atelectatic 

area, may be the usual mechanism of postoperative 

broncho-pneumonia. 

Mandl,’? reporting from Hocheneggs’ service at 

Vienna, shows a percentage of 10.9 in 227 cases 

of hernia performed under local, and a percentage 

of 9.8 in 415 operations performed under general, 

while in gastroenterostomies for carcinoma the per- 

centage where local was used was ‘22.2 per cent, 

against 15.9 per cent where a general anesthetic 

was used. 

We must not forget, however, that surgery per- 

formed in European clinics is on older and more 

neglected patients than on the usual American 

groups. This fact would modify the choice of an- 

esthetic and its influences. 

Furthermore, these postoperative lesions are 

usually situated in the lower lobes, more frequently 

on the right side than on the left, and thus are 

comparable to pathologic studies on embolism and 

infarction. 

It is true that the anesthetic plays a contributing 

role in certain cases, especially where there is a 

focus of pulmonary disease present. It cannot be 

questioned but that it will cause a flareup of a 

quiescent tuberculous lesion at times, or of an old 

bronchitis. These, however, occasionally flare up 

following operations under local anesthesia. Like- 

wise, the importance of sepsis as a secondary factor 

cannot be denied, and often in septic abdominal 

lesions the lung is involved by direct extension. 

Chilling and cold undoubtedly are of importance, 

in that the resistance is lowered to infection. Evi- 

dence of this is seen in many cases of this type 

where the Group IV pneumococcus is found. 

It is now generally accepted that the site of oper- 

ation and the character of the operative procedure 

are constant and all-important factors. Statistics 

show that the relation of the operative field to the 

diaphragm bears a direct relation to postoperative 

pulmonary complications, and this relationship 

appears to be the most constant of all etiological 

factors. Cutler and Hunt,’ in a group of sixty- 

three cases of postoperative pulmonary complica- 

tions, report 68 per cent following laparotomies. 

Mandl’? reports a morbidity of 14.5 per cent in 
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abdominal and hernial operations, with a morbid- 

ity of 8.5 per cent on all others. A recent report 

from the Mount Sinai Hospital® at New York gives 

still higher figures: In 1,087 operations of the 

stomach, gallbladder, ducts, appendix, hernia, 

small and large intestine, and exploratory laparot- 

omies, the morbidity percentage was 6.29, where- 

as in 1,852 operations on other parts of the body 

the morbidity percentage was only .7 per cent.. 

In operations on the stomach, the morbidity per- 

centage was 13.8 per cent. 

At St. Mary’s Hospital, in 1923, 70 per cent of 

the postoperative pulmonary complications were 

on abdominal cases, whereas in 1924 the percen- 

tage was 66. 

These figures have been variously interpreted. 

Many men claim that the splinting effects on the 

diaphragm produced by abdominal operations 

cause a decreased aeration of the lungs, with an 

increased congestion, making an ideal site for the 

development of infection. There are several re- 

ports which show a decrease in the pulmonary mor- 

bidity by routinely employing such means as deep 

breathing exercises, counter-irritants, and preoper- 

ative administration of digitalis. On the other 

hand, others, like Cutler and Hunt,?:* interpret this 

on the basis of an increased mobility of the opera- 

tive field, and especially the abdominal wall, with 

a greater tendency toward the liberation of emboli. 

Further studies will undoubtedly show that the lat- 

ter view is probably correct. It would appear, 

however, that an embolus lodging in a congested 

area would produce more symptoms, due to a great- 

er area involved, especially if the emboli are from 

a septic field. It is also evident that a pulmonary 

infarction would be of less serious consequence 

where the pulmonary circulation was normal. 

Various classifications of postoperative pulmo- 

nary complications have been brought forward. 

Of these, the classification of Cutler and Morton’ 

appears to be the simplest and causes the least 

difficulty in dividing the various cases. The divi- 

sions of this classification are: 

1. Pulmonary infarction—small emboli from 

the operative field. 

2. Lobar and broncho-pneumonia. 

3. Bronchitis. 

4. Pleurisy. 

5. Pulmonary embolism, due to large embol: 

occluding the main trunk of the pulmo- 

nary artery or its principal branches. 
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Empyema. 

Lung abscess. 

Cases in which there has been an exacerba- 

tion of a tuberculous lesion. 

According to this classification, out of 1,694 

cases occurring at the Peter Bent Brigham Hos- 

pital from Jan. 1, 1920, to Jan. 1, 1921, Cutler and 

Hunt* reported sixty-three cases, or 3.92 per cent 

morbidity. All of these cases were very carefully 

studied, and controlled by means of the roentgen 

ray. Out of this number there was only one case 

that could be classified as “lobar pneumonia,” and 

this occurred in a patient operated on under a local 

anesthetic for an indirect left inguinal hernia. 

There were seven cases of broncho-pneumonia, all 

operated on under a general anesthetic. Sixteen 

cases were classified as “bronchitis,” in eleven of 

which there was evidence of previously existing 

pulmonary disease, two cases of pleurisy, one case 

of empyema, and two cases of pulmonary em- 

bolism. Under the classification of “pulmonary 

infarction” there were thirty-two of the total sixty- 

three complications. 

In classifying the postoperative pulmonary com- 

plications occurring at St. Mary’s Hospital in 1923, 

the diagnoses of the attending physicians were ac- 

cepted. However, during 1924 the classification 

was made according to the subjective and objective 

symptoms presented. Of the seventeen cases in 

1923, there were six cases of lobar pneumonia, four 

cases of broncho-pneumonia, three cases of bron- 

chitis, two cases of pulmonary infarction, one case 

In 1924 

there were three cases of lobar pneumonia, and 

one of these possibly was embolic; two cases of 

broncho-pneumonia, one of which died suddenly, 

suggesting pulmonary embolism; eight cases of 

bronchitis, nine cases of pulmonary infarction, 

three cases of pulmonary embolism, one case of 

pleurisy, one case of postoperative massive col- 

lapse. 

of pleuritis, one case of lung abscess. 

In the Duluth Clinic series there was one case 

of lobar pneumonia, one case of broncho-pneumo- 

nia, five cases of bronchitis, six cases of pulmonary 

infarction, two cases of pulmonary embolism, and 

one case of postoperative massive collapse. 

The cases of pulmonary infarction form a group 

with a rather typical clinical picture—the abrupt 

onset, the characteristic physical signs, and the 

sudden subsidence (except when the emboli arise 

in a septic field). The clinical picture has been 

very clearly described by Cutler,? Wharton and 

Pierson.’° The onset occurs usually with sudilen 

pain on respiration, almost always situated along 

the costal margin, below the axilla or scapula. 

Preceding this there is usually a rise in pulse, tem- 

perature and respiration, and with the pain these 

may increase. The temperature, however, is usual- 

ly not as high on the first day as it is on the second 

day or the third. In about half the cases a slight 

cough develops, and the patient may expectorate a 

moderate amount of frothy sputum, which is often 

blood-tinged. Immediate auscultation of the chest 

usually reveals one or more small areas filled with 

fine rales, with some impairment of breath sounds. 

If the focus is sufficiently large there will be some 

change in fremitus. A friction rub may be the 

most distinct sign, but is present only when the 

area of the infarct reaches the periphery of the 

lobe. Some of the smaller thrombi do not cause 

sufficiently large infarcts to do this. 

With regard to the time of onset, there is some 

difference of opinion. From Cutler’s work,” * it 

appears that it can appear as early as within twen- 

ty-four hours. In his series, the onset in twenty-one 

of the thirty-two cases was within the first four 

days, and in six cases it was within twenty-four 

hours. Wharton and Pierson” state that the onset 

is usually during the second or third week, while 

Hampton and Wharton,"* in reporting on fifty-one 

different cases at Johns Hopkins Hospital with 

pulmonary infarction or pulmonary embolism, 

found that in 75 per cent of cases the onset was 

during the second and third week, and 20 per cent 

after the third week, and in only 5 per cent during 

the first week. 

Radiographs will invariably demonstrate small 

areas of consolidation, which from time to time 

will take the form of cone-shaped shadows, with 

the base outward. Unless these roentgenograms 

are taken early they may fail to show these shad- 

ows, as these lesions chiefly represent merely a 

change in blood distribution and soon clear up. 

The return to normal, as a rule, is complete in six 

or seven days. 

An interesting case reported by Whipple,‘ from 

the Presbyterian Hospital, New York, illustrates 

this type of case: 

A young woman, operated on under ether anesthesia, 
for dilatation of a stricture of the rectum, developed gen- 
eral peritonitis from an unrecognized perforation, and died 
within thirty-six hours. Ten hours before she died she 
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developed dullness, distant broncho-vesicular breathing, 
over the posterior part of the left lower lobe. She was 
radiographed, and there was a shadow in the left lower 
lobe. The autopsy showed no hepatization nor definite 
consolidation, but very marked congestion of the vessels, 
with exudate in the alveoli devoid of fibrin. The two 
lungs removed at the autopsy were radiographed and 
showed the same relative shadow in the left lower lobe. 

This illustrates the possibility of obtaining early 

roentgen evidence. It likewise shows that conges- 

tion, without the presence of fibrin, such as found 

in an early infarct, can be definitely demonstrated 

with the roentgen ray. 

It is quite evident that a large number of the 

cases classified by Cutler and Hunt as “pulmonary 

infarctions” were of the type previously called 

“postoperative reactions.” It also appears, on 

looking over the older reports on postoperative 

pulmonary complications, that the symptomatology 

described would place a great many of the so-called 

“pneumonias” in this class. 

There is one other postoperative pulmonary com- 

plication whose incidence is probably constant and 

much more common than suspected, namely, post- 

operative massive collapse of the lungs. According 

to Scott," there have been sixty-four cases of this 

condition reported in the literature. Twenty of 

these have been reported in the three years since 

1921. Two years ago, before the Minnesota State 

Medical Society, Hirschboeck’* reported four cases 

from St. Mary’s Hospital. One other case was diag- 

nosed during the past year. Undoubtedly a far 

larger number have been recognized but not re- 

ported. 

Several recent articles,%12:141°.1%17.18 as well as 

one System of Medicine,’® have described in detail 

the symptoms. Briefly stated, they are as follows: 

A few hours to as long as seven days after a sur- 

gical operation (usually abdominal) the patient 

suddenly presents the symptoms of a catastrophe. 

In the mild to moderately severe and latent cases - 

the symptoms are less pronounced or practically 

absent. There is usually only a moderate febrile 

reaction, unless infection is coincidentally present, 

when the temperature may rise to 104, or even 

higher. There is usually an increase in the 

respiratory rate. A pulse rate and a respiratory 

rate directly related to the febrile reaction are to 

be expected. The.physical signs in the chest are 

perhaps the most characteristic findings. On in- 

spection, a diminution or absence of respiratory 

movements of the chest wall over the affected area 

is noted. The intercostal spaces are narrower than 

upon the normal side. The cardiac impulse is dis- 

placed toward the affected side. In left-sided cases 

the apex has a tendency to tilt outward and up- 

ward, so that the apex impulse of the heart-beat 

may often be felt in the axilla, while in right-sided 

cases the impulse may be felt at the tip of the 

sternum or even to the right of it. The dome of 

the diaphragm on the affected side is abnormally 

high, and this can readily be detected by percussion 

in the left-sided cases. 

Over the collapsed area the breath sounds are 

either greatly diminished or suppressed, or bron- 

chial in character. The bronchial breathing is 

usually accompanied by bronchophony and _ pec- 

toriloquy, while the diminished breath sounds are 

usually associated with diminished vocal fremitus. 

Scott't has observed marked diminution in breath 

sounds during the development of this condition 

and a later replacement by loud bronchial breath- 

ing. 

I shall not further discuss the physical signs, as 

they vary according to the involvement and the 

time of observation. The roentgenogram is of the 

greatest corroborative aid. 

As to the etiology of this condition, there are 

probably several factors: 

Bronchial obstruction, due to mucous plugs 

or foreign bodies. 

Paralyses or bronchial spasm due to reflex 

irritation from other parts of the body. 

Arrest of the respiratory muscles, either of 

the chest walls or of the diaphragm itself. 

This arrest may be caused by direct ner- 

vous influence or by posture. 

Scott"' believes that there must be some reflex 

which causes a constriction in the air passages, 

probably affecting the small bronchioles, not de- 

pendent originally on infection, and acting on both 

lungs to some extent. In respect to the exact chan- 

nel through which this reflex acts, he mentions three 

possibilities: (1) vasomotor; (2) bronchiole 

spasm; (3) swelling of the mucous membrane. 

With regard to treatment of postoperative pul- 

monary complications, prophylaxis unquestionably 

plays the most important réle. Prevention consists 

in eliminating as far as posible, or combating, 

where elimination is impossible, the predisposing 

factors in the etiology of the complication. In 
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every operative case special effort should be made 

to elicit a history of recent or recurrent infection 

of the respiratory tract, and to check the history 

by careful examination. Except in cases of real 

emergency, patients giving such a history or show- 

ing physical signs of an inflamed respiratory mu- 

cosa, should be urged to wait for at least a week 

after all evidence of such infection has disappeared. 

Care should be exercised in the choice and admin- 

istration of the anesthetic. Exposure of the patient 

before, during, and after operation, to currents of 

air and chilling, should definitely be avoided. Re- 

duce as far as possible all trauma during operation. 

Maintain accurate hemostasis and control sepsis. 

Furthermore, a high fluid intake and all general 

precautions giving assistance to the circulatory 

apparatus will be of definite value once such com- 

plications are established. 

CONCLUSIONS 

My brief discussion of this very important sub- 

ject has been for two purposes: 

1. To call attention to the high percentage of 

postoperative pulmonary complications. 

2. To emphasize the importance which pulmo- 

nary embolism and infarction play as the real etio- 

logical factors in postoperative pulmonary compli- 

cations, and that other factors, formerly considered 

of prime importance, such as anesthesia, infection, 

pre-existing lung disease, old age, debility, and 

chilling of the body are rather of a secondary na- 

ture. 
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DISCUSSION 
Dr. Harotp Epwarp Ricuarpson, St. Paul: The presen- 

tation of this important subject by Dr. Boman has heen 
very interesting. It is a subject which demands the atten- 
tion of every surgeon. True enough, these particular con- 
ditions are relatively infrequent, but when one does occur 
it is at least disconcerting and, oftentimes, a real catas- 
trophe. 

I am very glad that Dr. Boman put prophylaxis {first 
when he took up treatment, for it appears to be the all- 
important element. In so placing it he puts the respon- 
sibility for these conditions directly where it belongs, and 
that is upon the surgeon himself. If we are going to do 
anything to prevent these conditions the very least we can 
do is thoroughly and routinely to examine our patients 
before operation. It is extraordinary that in this day of 
remarkable advancement in medical science we are still 
seeing patients coming to major surgical operations with- 
out any physical examination except that of the part in- 
volved. 

Dr. Greene called my attention recently to the case of 
a patient who was subjected to a major surgical operation 
of convenience despite a readily distinguishable and easily 
diagnosticable aortic aneurysm with obvious and marked 
manubrial pulsations. This condition had been entirely 
overlooked. The patient died on the operating table. 

Frankly a lack of knowledge of the condition of the 
heart, lungs, kidneys and blood before operations of choice 
is inexcusable. Every patient is entitled to a thorough 
and complete physical examination before operation. A 
careful history should be taken, a thorough physical ex- 
amination made and wherever practical an electrocardio- 
graphic record should be obtained inasmuch as some of 
the most dangerous surgical risks are those carrying breast 
lesions readily determinable by the electrocardiograph, and 
by no other means. We should pay much more attention 
to minor cardiac dilatations and to symptoms of myocardial 
insufficiency. The urine should be carefully investigated 
and certainly, wherever practical, these patients should 
have a phthalein excretion test. 
A remark that Dr. Litzenberg made to his students some 

years ago I think very aptly applies here. He said at that 
time that the obstetrician should never lose sight of the 
fact that his patient consists of more than just a pelvis. 
Likewise our surgeons, also, should never forget that their 
patient consists of more than merely an abdomen to be 
opened or a hernia to be repaired. We must never lose 
sight of the three most vital organs: the heart, the lungs 
and the kidneys. There is always too great a tendency 
both to hurry our patients into the hospital and to hurry 
them out. 

Some surgeons boast of the fact that their thyroid cases 
leave the hospital in four days, their appendix cases in 
nine days and their gallbladder cases in fourteen days. 
This is merely a confession of the fact that the surgeon 
is placing his own reputation before the actual welfare of 
the patient. If we are going to pay any attention to the 
economic loss of the individual patient, we cannot blind 
ourselves to the fact that these people are a long time in 
recovering wholly from major surgical operations. This 
time could be materially shortened by keeping these cases 
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in the hospital after operation sufficiently long to enable 
them properly to regain their strength and endurance. As 
Dr. Greene has aptly said, if a surgeon is to appreciate 
properly the point of view of the patient he should have 
a major surgical operation performed on himself once 
every year. 
Many patients need rest and upbuilding before a major 

surgical operation is attempted, and after the operation they 
should be given sufficient time to make at least a partial 
convalescence before they are thrown on their own re- 
sources. 

Instead of pulmonary embolism being the most impor- 
tant causative factor in these cases, it seems rather that 
we can go still one step further back and say that the 
important réle played by embolism is the result of a defi- 
ciency of the circulation. It is questionable, if the circula- 
tion is normal, that emboli such as are thrown off from the 
site of operation can play as important a réle as we might 
think on first impression. 

In connection with what I have said regarding the im- 
portant part played by the circulation in the development 
of postoperative pulmonary complications, it is interesting 
to note that in the slides Dr. Boman has just shown, the 
heart in every one was very definitely enlarged. 

_ Dr. N. M. Kerrn, Rochester, Minn.: These pulmonary 
complications are of interest not only to the surgeon but 
also to the physician. At St. Mary’s Hospital our general 
conclusions as to preoperative examination, and morbidity, 
are practically the same as Dr. Boman’s. There is no doubt 
that pulmonary infarction is much more often diagnosed 
now than it was say ten years ago. 

Perhaps the most important clinical work on pulmonary 
infarction was done by Dr. L. A. Conner of New York 
about 1912 on cases of typhoid fever. He showed very 
clearly that in cases of thrombosis, particularly femoral 
thrombosis, pulmonary infarction often gave us the clue 
of the venous thrombosis before there were clinical local 
symptoms. That is, pain in the legs, for instance, or pain 
in the calves, would be followed by pulmonary infarction 
two or three days before the edema and all the other signs 
of local phlebitis. In this way the clinical knowledge that 
pulmonary infarction does often occur and that the symp- 
toms are typical is an aid to early diagnosis. 

There is no doubt that in upper abdominal operations, 
particularly on the stomach, pulmonary complications are 
more common; and there is no doubt that with more ac- 
curate preliminary examination these complications can 
be reduced. A thing that our surgeons are stressing at the 
present time is the use of the new anesthetic, ethylene. 
They feel that since they have been using ethylene they 
have got fewer complications. I believe that with ethylene 
they are giving the anesthetic probably more carefully than 
they did the routine ether’ anesthetic. 

It does not seem to me that yet we know the exact causes 
of these postoperative pulmonary complications. Pulmonary 
infarction is a typical clinical entity. Similarly broncho- 
pneumonia has usually a clean-cut clinical picture. Now, 
why do some patients get bronchopneumonia and some 
patients infarction? If pulmonary embolism is the cause 
you would think pulmonary infarction would be more com- 
mon. Dr. Lemon in the last year has done some very inter- 

esting experimental work on dogs with anesthetics. He 
gave these animals ether for a period of forty minutes. 
During this time he put foreign substances like certain 
dyes, lampblack, and certain opaque solutions as bismuth 
and barium in the animal’s mouth. The interesting thing 
he found was that the position of the animal at the time 
of the anesthesia made a great difference, and that in a 
great many of these animals these substances passed down 
the trachea and reached even the terminal alveoli. That 
would seem to show that there is a remarkably effective 
reflex mechanism in the upper respiratory passages for 
preventing the spread of infection to the lungs, and that 
anesthesia must play a part in breaking down that mech- 
anism. 

Dr. G. D. Heap, Minneapolis: Inasmuch as you are 
kind enough to ask me to say a word, I will do so, although 
I would rather not take the time of others who probably 
have something more definite in their minds to express 
than I have formulated on this subject. I always feel that 
a man learns something every time he attends any session 
of our society or any of its section meetings; and today I 
have learned what I didn’t know before, namely, that pul- 
monary embolism heads the list of the postoperative lung 
complications. I had supposed when I came and before 
this paper was read that pneumonia headed the list. Of 
course, to a degree it is an academic matter as to whether 
or not embolism or broncho or lobar pneumonia are the 
chief complications which we should look out for. Never- 
theless, the important practical thing that comes home I 
think to all of us is, How are we to prevent these distress- 
ing accidents of surgery? 

I must confess that the older I grow and the more people 
I see operated upon, the more I dread to advise an opera- 
tive procedure upon any person past middle life. The out- 
come is so uncertain. Now, the surgeon, of course, sees 
these cases every day. The busy surgeon is operating upon 
a very large number of them. It is only now and then that 
one patient dies out of many that pass through his hands. 
But I think the medical man is most forcibly impressed 
with the loss cf the life in individuals where an operation 
is not an absolute necessity, but is one of choice. 

I remember some years ago, and I shall never forget the 
incident, of a young woman coming into my office, appar- 
ently in very good health, complaining of considerable ab- 
dominal pain. I examined her and found that she had a 
small fibroid of the uterus. She was about thirty-eight 
years of age. The remainder of the examination was en- 
tirely negative. I said to her, “Well, I think you had better 
have that tumor removed. It probably will grow and sub- 
sequently will give you a good deal of trouble. It is now 
not bothering you much and you had better have it ex- 
cised now while you are still a comparatively young wom- 
an.” She demurred and said, “Well, Doctor, the pain is 
not bad; can’t I get along very well without having it re- 
moved?” “Why, yes,” I said, “perhaps you can. Possibly 
in later life it will degenerate and you won't have to have 
the operation, but the chances are that you will.” She 
went home and on my advice subsequently had the oper- 
ative procedure done. On the third day she died of lobar 
pneumonia. 

Now, I have always thought of that case every time there 
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comes up a decision as to whether or not a patient shall 
be operated upon. What sort of advice must one give in 
these operations of choice? I feel that we should be ex- 
tremely conservative. For the reason stated, I feel that 
every one of these patients before operation should first be 
looked over carefully from the standpoint that Dr. Richard- 
son has. mentioned: the heart, lungs, and kidneys, by a 
man who is not looking at the patient entirely from the 
surgical point of view. Nature deals very well with many 
supposedly operative lesions if they are left alone. 

I am sure that many lives would be saved and many of 
these postoperative complications would not occur if more 
time were taken when these patients of a defective mech- 
anism are placed in the hospital for operative procedure, 
if we could give them plenty of time to quiet down, rest 
up, re-establish their normal circulation, and, most of all, 
re-establish a higher natural resistance. 

Dr. Mary S. WHeEtstone, Minneapolis: When I was a 
student at Ann Arbor, Dr. McLain talked with a lady who 
came all the way from the state of New York who had a 
fibroid tumor of the uterus. She was in excellent health. 
He said, “Does it disturb you in any way apart from its 
large size?” “Nothing whatever,” she answered. He ad- 
vised her to go home and go about her business and not 
let anyone touch her as long as she was so well as that. 

I remembered that when I became a physician and some 
fibroid cases came to me. I now think of four that were 
not so definite as that. They were in excellent health, no 
disturbances whatever, except one had a hemorrhage. She 
would not consent to an operation. She was near the 
menopause, and the hemorrhages later disappeared. They 
are all well and in good health the last I heard of them. 
Two I examined years later after the menopause. The 
tumors had disappeared. 

Dr. Paut G. Boman (closing): It is impossible to go 
into the etiology of these conditions fully in a short presen- 
tation. I realize that in many of these complications it is 
very difficult to determine the exact etiology, but some of 

POSTOPERATIVE PULMONARY COMPLICATIONS 

the most important factors have been brought out. With 
regard to pulmonary embolism—and when we speak of 
embolism we don’t refer here to the large emboli which 
usually cause immediate death, but to the small e:nbolj 
which produce infarction—there is no question but that 
the circulation is of great importance. I think Wharton 
and Pierson bring this out very ably in their communica. 
tion which was read before the American Medical Asso- 
ciation two years ago. They classify infarction first of all 
as “incomplete infarction,’ which is produced in normal 
lungs, then “complete infarction,’ which takes pldce in 
lungs where there is pulmonary congestion and _ finally 
“fatal pulmonary embolism.” 

I think that the preoperative examination of the patient 
is by far the most important in the treatment of postoper- 
ative pulmonary complications. It is only when the sur- 
geons will recognize this and will take sufficient time and 
care to examine their patients properly and to treat them 
properly that the morbidity and mortality are going to be 
decreased. 

With regard to the statistics which Dr. Nippert referred 
to, the cases reported from the Peter Bent Brigham Hos- 
pital were all subjected to very careful preoperative exami- 
nation, the statistics of Massachusetts were all previous 
to the influenza epidemic, and the statistics from St. Mary’s 
were all after the influenza epidemic. So that I don’t be- 
lieve it is of any great importance with regard to these 
statistics or would make any great difference. We know 
that if a careful study is made of all postoperative reac- 
tions, the postoperative complication morbidity is going 
to be considerably higher than that which is reported in 
the average hospital and by the average surgeon. With 
regard to the nose and throat infections they undoubtedly 
play a very important role, and if I had had more time 
I would have mentioned them. I did have them listed 
under “infections.” 

I wish to thank Drs. Richardson, Keith, Head and the 
others for the very splendid discussions they have given 
my paper. 

PROPHYLAXIS OF ENDEMIC GOITER 
The prevention of simple goiter in endemic goiter re- 

gions by the administration of iodin tablets to school chil- 
dren and by the use of iodized salt is being extended year 
by year. Iodin tablets are given the school children of 
the following cities (and doubtless in other cities) : 
Ithaca, North Tonawanda, Syracuse, Watertown and Cort- 
land in New York State; Akron and Cleveland, Ohio, and 
Zurich, Switzerland. The health department of Michigan 
has co-operated with the state medical association, salt 
manufacturers and wholesale dealers, so that all table salts 
sold in Michigan contain small amounts of iodin. Many 
of the schools of West Virginia, Washington and Utah are 
applying this preventive measure under the state boards 
of health. Rochester, New York, iodizes the city water 
supply for one week twice yearly. The dangers and unto- 
ward effects from the use of iodin for the prevention of 
goiter are negligible; preventive work among school chil- 
dren should be carried out under medical supervision. 
The occasional appearance of “iodin hyperthyroidism” 
seems to be due to the use of large doses or to the con- 

tinued use of iodin by a person over twenty with adeno- 
matous goiter. A study of the literature does not reveal 
any report of a case due to the administration of iodin 
preparations in the schools according to the dosage recom- 
mended by Marine and Kimball. 

(Jour. A. M. A., June 13, p. 1858.) 

SENSITIZATION TO POLLEN 

If a patient reacts to both giant ragweed (Ambrosia 
trifida) and common ragweed (Ambrosia artemisizfolia) 
the first conclusion might be that he is sensitive to both 
pollens. However, it would be best to make retests with 
varying dilutions of the two pollens to find out whether 
the patient is much more sensitive to one than to the 
other. If the patient reacts equally to the two pollens, 
he should be treated with an extract. representing the two 
pollens. Treatment with one pollen would not protect 
him against sensitiveness to the other pollen, since pollen 
sensitization is highly specific. 

(Jour. A. M. A., June 27, 1925, p. 2022.) 
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OBSERVATIONS ON DRY LABOR* 

LAWRENCE M. RANDALL, M.D. 
Section on Obstetrics, Mayo Clinic 

Rochester, Minnesota 

Rupture of the amniotic sac prior to the onset 

of labor, or early in labor, is usually regarded as 

unfavorable to the normal progress of confinement. 

Such rupture removes the hydrostatic dilating 

wedge and throws the burden of opening the cervix 

on the presenting part of the babe, thus substituting 

a relatively unyielding object for the yielding bag 

of waters. The results of dry labor, as they con- 

cern the mother, are considered to be prolonged 

and painful labor, more extensive lacerations, and 

an increased liability to infection. 

The reason for this early breaking of the fetal 

envelopes is not always apparent. We may assume 

that there is a variation in the strength of the mem- 

branes in different patients. Other factors, how- 

‘ever, may contribute to this complication. Pelvic 

deformity, which will not permit of accurate fit- 

ting of the presenting part into the inlet, engage- 

ment of the occiput in the posterior half of the 

pelvis, and other anomalous presentations appear 

to be causes. In some instances the cervix seems 

to be responsible, particularly in the multipara 

with a scarred and chronically infected endocervix, 

when a low grade infection may have weakened the 

membranes just over the os. There is also the 

cervix that is long and conical, and apparently 

deficient in elastic tissue. Such a cervix at term 

is often not so well effaced and softened as the 

normal. It is possible that this condition acts to 

hold the presenting part out of the lower uterine 

segment. This allows the full pressure of the early 

contractions to be vented on that portion of the 

membranes immediately over the os, and thus pro- 

duce their rupture. 

Eighty-eight (12.5 per cent) of the last 700 

obstetrical patients at the Mayo Clinic had prema- 

ture or early rupture of the bag of waters. Fifty- 

six of the patients were primiparas, and thirty-two 

were multiparas. Rupture of the membranes oc- 

curred before the onset of labor in thirty-eight 

primiparas and in nineteen multiparas, and at the 

onset, or very early in labor, in nineteen primi- 

paras and in thirteen multiparas. The time of rup- 

ture had no bearing on the subsequent course. 

*Read before the Southern Minnesota Medical Asso- 
ciation, Owatonna, May 18, 1925. 
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The occiput engaged in the anterior position in 

thirty-eight primiparas and in nineteen multiparas. 

There were five breech presentations, two in primi- 

paras and three in multiparas, making a total of 

forty primiparas and twenty-two multiparas, of 

which twenty-six of the former and all of the latter 

delivered spontaneously. 

Twenty-five babes engaged with the occiput pos- 

terior in sixteen primiparas and in nine multiparas. 

Two of the primiparas and eight of the multiparas 

delivered spontaneously. There was one shoulder 

presentation. 

Thirteen primiparas and two multiparas had 

contracted pelves. Six of the former and one of 

the latter had spontaneous deliveries. These pelves 

were classified as nine simple flat; three with nar- 

rowed outlet; one generally contracted; one flat 

rachitic, and one with an immobile coccyx that 

impeded delivery. 

Several women had abnormal cervixes and four 

developed edema of the cervix during labor. 

The average length of time primiparas were in 

labor was seventeen hours, and multiparas, ten 

hours. The primiparas, with a primary anterior 

position, were in labor on the average thirteen and 

one-half hours, and those with a primary posterior 

position, twenty-six and one-half hours. Sixteen 

primiparas and five multiparas were in labor 

longer than twenty hours, in each instance with 

factors other than the dry labor to explain the long 

duration. Twenty-nine deliveries were made by 

forceps, sixteen median, and thirteen low opera- 

tion. Seven median forceps deliveries were per- 

formed in connection with manual rotation for a 

posterior occiput; six were performed after spon- 

taneous rotation of an occiput posterior. Three 

median forceps deliveries were made because of 

a long second stage in a primary anterior position. 

Of the thirteen low forceps deliveries, six were 

indicated to prevent threatened asphyxia of the 

babe and seven to terminate a protracted second 

stage. 

There were nine vaginal lacerations and thirty- 

three episiotomies with repair. Three cervical lac- 

erations required repair. Other cervixes may have 

been torn. However, in the absence of unexplain- 

able bleeding with a well contracted fundus, it is 

best not to pull the cervix down and inspect it. 

Cervical tears, unless bleeding, are better not re- 

paired until involution is complete. 

There was no maternal mortality and the mor- 
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bidity was limited to one patient who developed 

phlebitis. She was admitted with an acute respira- 

tory infection, however. 

One abdominal cesarean section became _nec- 

essary in a multipara. A contraction ring with 

threatened rupture of the uterus developed before 

there was sufficient dilatation for delivery through 

the vagina. The patient’s recovery was uneventful. 

The management of dry labor is worthy of some 

discussion. In case of premature or early rupture, 

a careful pelvic and abdominal examination should 

be made. If the findings are an ample pelvis, nor- 

mal soft tissues and a babe presenting by breech 

or a well-flexed right or left anterior position of 

the occiput, little trouble need be expected. Detec- 

tion of an atypical pelvis, a rigid or scarred cervix, 

or an unfavorable presentation, alters the case. 

Delivery in these cases would probably be difficult, 

even with an intact dilating bag. 

Much depends on the care during the first stage. 

Absolute adherence to asepsis is even more impor- 

tant than when patients have intact membranes. 

Rectal examination and abdominal palpation will 

usually yield all the information necessary for the 

successful conduct of labor. However, should one 

be in doubt concerning the position or the progress 

of dilatation, a vaginal examination should be 

made. An occiput posterior should be diagnosed 

in the first stage of labor. Should the progress of 

these cases be unsatisfactory, correction may be 

anticipated early in the second stage. 

The length of labor in most cases depends large- 

ly on the facility of cervical dilatation. In favor- 

able cases of dry labor, little need be done save 

the usual first-stage measures. In unfavorable 

cases, however, much is gained by the use of mor- 

phin and magnesium sulphate solution injected 

into the muscle. This is usually given as 4% grain 

of morphin sulphate dissolved in 2 c.c. of 25 per 

cent sterile and chemically pure magnesium sul- 

phate. Occasionally, 14 or 1% grain dose of 

morphin is used. Injection deep into the muscle 

is necessary for complete and rapid absorption and 

to prevent slough which may occur with a super- 

ficial injection. The injection may be repeated 

two or three times during the labor; the usual 

result is a reasonably comfortable first stage of 

labor and, more important, a relaxation of the 

cervical tissues, which materially assists dilatation. 

Dr. Gwathmey, in conjunction with the staff of 

the New York Lying-In Hospital, uses rectal anal- 

OBSERVATIONS ON DRY LABOR 

gesia in obstetrics. This oil and ether mixture |ias 

proved valuable in their hands, and seems to lend 

itself particularly to the cases of complicated dry 

labor. I have tried it in a few cases with good 

results. 

In an occasional case the cervix thins out well, 

but does not dilate even with good contractions. 

Digital stretching, carried to the elastic limit and 

avoiding laceration, may then be necessary. This 

procedure should not be confused with manual 

dilatation in the ordinary sense, as no attempt is 

made to complete the opening of the os. If a 

cervix remains dilated at 2 to 3 cm. with good 

uterine contractions, careful stretching will often 

hasten satisfactory progress. One stretching is, as 

a rule, sufficient; a second is rarely necessary. 

Edema of the cervix is not uncommon; it oc- 

curred in four patients of this series. It is an 

unfortunate sequel, as a deep tear may result. 

Complete relaxation secured by 14 grain of mor- 

phin is probably the best treatment. With a reduc- 

tion in the severity of the pains, the circulation is 

re-established, the edema frequently disappears, 

and labor proceeds. 

In the second stage of labor, the principal diffi- 

culty was in the management of occiput posterior 

positions and pelvic deformities. These two con- 

ditions are, of course, not peculiar to premature 

rupture of the membranes. Dry labor, however, 

is often a serious handicap when there is either a 

posterior occiput or an atypical pelvis. These two 

conditions are in themselves major problems. The 

pelvic deformity is a definite and more or’ less 

unalterable factor, unless it is sufficient to warrant 

cesarean section. The occiput posterior, on the 

other hand, can, as a rule, be corrected; it should 

be diagnosed early in labor and its progress 

watched closely. It is probable that most long, 

hard, dry labors are primarily due to an unrec- 

ognized posterior position of the occiput. Spon- 

taneous rotation is to be expected in a fair propor- 

tion of cases. Manual correction with the hand 

whose palm encounters the occiput is successful 

many times, following which the course may be 

often left to nature. Forceps are often needed. 

Failure of manual correction may be due to 

the impinging of the posterior shoulder on the 

promontory of the sacrum. In such cases, the so- 

called Pomeroy maneuver of carrying the hand 

up to the posterior shoulder and lifting it over the 

promontory is of value. This allows the occiput 
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APPARATUS FOR TRANSFERENCE OF PATIENTS 

to be rotated anteriorly without the twist of the 

shoulder to turn it back. 

SUMMARY 

Premature or early rupture of the bag of waters 

occurs in about 12.5 per cent of labors. The aver- 

age length of labor is not increased because of this 

complication in itself. 

Early rupture of the membranes should lead 

the physician to examine the patient carefully for 

any anomaly of the bony pelvis, soft tissues, or 

presentation of the babe. In case of a primiparous 

or multiparous woman in whom the bony pelvis 
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and soft parts are normal and the babe presenting 

by breech or a well-flexed occiput anterior posi- 

tion, little trouble need be feared. 

The employment of morphin and 2 c.c. of 25 

per cent solution of magnesium sulphate, injected 

well into the muscle, is of material assistance both 

in making the patient comfortable and facilitating 

the relaxation of the cervix. Colonic oil and ether 

analgesia may also be of value in this connection. 

Occiput posterior should be watched, since many 

long dry labors are no doubt due to the failure to 

recognize this condition. 

APPARATUS FOR THE TRANSFERENCE OF 

PATIENTS* 

Pau N. Jepson, M.D. 

Section on Orthopedic Surgery, 
Mayo Clinic 

Rochester, Minnesota 

In a hospital where a large number of ortho- 

pedic patients require careful transportation on a 

Bradford frame, it was found convenient and al- 

most necessary to use a so-called transfer truck. 

The apparatus is so constructed that it may~ be 

wheeled through the door of an ordinary hospital 

Figure 1. 

room, and beneath the bed, the two arms (Fig. 1, 

F and F) extending over the patient lying on a 

Bradford frame. The handle working the shaft in 

*Submitted for publication February 26, 1925. 

the gear housing (E) controls the hooks which are 

attached to the four corners of the Bradford frame. 

The special gear at E is self-locking and so con- 

structed that the elevation of the patient is always 

Detail of A. 
Figure 2. 

under control. After the patient is lifted from the 

bed by means of the elevating device, the truck is 

pulled out in the room and the arms (G and G) 

are turned under the Bradford frame. The patient 

can now be transferred wherever necessary. A lock- 

ing device is applied to one set of trucks (Fig. 2) 

so they will travel straight ahead. The apparatus 

is so easily managed that one person can readily 

handle the patient. The measurements for the 

apparatus are: B, 4 inches narrower than the 

hospital door; C, 64 inches, and D, 60 inches. The 

material used is so-called 14” “T” iron for the 

main structure, braced with ordinary cold rolled 

iron. One-fourth inch steel cable is used as tackle. 
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THE PROGRAM OF A TESTIMONIAL DINNER TO 
DR. RICHARD OLDING BEARD 
UNIVERSITY OF MINNESOTA 

JUNE 12, 1925 
Members of the Board of Regents of the University of 

Minnesota, the faculty of the Medical School, and a group 
of medical alumni and friends, tendered to Dr. Richard 
Olding Beard, who is retiring from active teaching service, 
with the close of the school year, a testimonial dinner at 
the Minneapolis Club on June 12, 1925. 

The occasion was beautifully appointed in the large 
dining hall, which was filled with Dr. Beard’s friends and 
associates, and among them many of his old students. 

Dr. Lotus D. Coffman, President of the University of 
Minnesota, presided. At the close of the dinner, before 
introducing the speakers of the evening, President Coff- 
man said: 

It now becomes my very pleasant duty to preside at this 
meeting. I scarcely like to call it a meeting, because it 
is no ordinary assembly. I am sure it isn’t a ceremony, 
because there isn’t anyone to be married here tonight; 
and I have been conscious for the last half-hour that it 
isn’t an obituary, for the honor guest of the evening is 
very much alive. He is as wide awake and intellectually 
as gifted as he ever was. We have several here who have 
known Dr. Beard in various capacities at the University 
far more intimately than I. They will be able to speak 
of his work and service here. 

It has been my good fortune since I came to the state 
to have him aid me in making a partial survey of the Uni- 
versity. He and his associates prepared such elaborate 
statistical reports that the Legislative Committee said, 
upon examining them, “What does it all mean, anyway?” 

Since he has been connected with the University of 
Minnesota he has been one of the leaders of the movement 
for the consolidation of medical education at and in the 
University. He was one of those persons who recognized 
that after all medical education can only flower and come 
into its fruit in a University environment, and that if you 
are able to build a strong and influential medical school 
it will be partly because you have done the same thing 
for other departments of the University. When the various 
medical schools of the state were consolidated, Dr. Beard 
was one of those who insisted that they should be made a 
part of the University. Most of you know he has been 
prominent, too, in the movement for the advancement of 
nursing education. All in all, he has been a force of 
great influence; a leader who emphasized fundamentals 
and who saw far into the future. 

It is a fine thing for one at the close of his labors in an 
institution to have a group of his friends assemble in this 
way to pay their respects to him. 

As the first speaker of the evening, I have the honor 
to introduce Mr. Frederick B. Snyder, President of the 
Board of Regents. 

President Snyder: Mr. Toastmaster, and most honored 
guest of the evening, ladies and gentlemen: 

If I hesitate a bit in my talk tonight will you please 
attribute it to the fact that I have not come prepared to 
deliver any set speech. I preferred, rather, to come just 
as one of the friends of the honored guest, in order that 

I might speak the little word I have to say direct from 
the heart, and leave it to his closer associates whe are 
familiar with the great work he has done to tell you about 
that. 

It is a great pleasure to be here tonight to express my 
appreciation of the work this good man has done, and to 
tell you that I personally have a regret in this, that, through 
no fault of his own, but just by reason of the passing of 
time, he has been obliged in a way to give up his work, 
You know, as we live and go along in life, we are apt to 
forget the passing of time, and that advancing years bring 
with them certain penalties. If the penalty should happen 
to be illness of mind or body, perhaps we may have been 
guilty of something in our past life which has brought 
upon us that penalty; but when a man goes through his 
life and expends upwards of thirty-seven years in a given 
cause, serving the state, and then wakes up one morning 
and is told, “You are penalized. The age limit has run 
against you; your salary must be cut, and your usefulness 
is not what it was yesterday”—that is pretty hard; be- 
cause in the case cf our honored guest, his eyes are as 
bright, and the grasp of his hand is as firm as it ever 
was. We shall hear from him tonight and I know his 
mind is as alert as it has been in all these years, and I 
know, too, that there is seated in his being that same 
imagination which has carried him forward all this time 
and is going to carry him still further along. I ask you, 
Dr. Beard, not to feel discouraged just because this time 
limit has been set down on you. Perhaps time will prove 
it to have been happily prearranged. While you have done 
many things in the upbuilding of the Medical School of 
the University of Minnesota, destined to carry your name 
forward when you are gone, it is safe to predict that the 
task you have undertaken since your retirement, to raise 
an endowment for the Medical School, will bear fruit not 
only in gifts while you are active, but long afterwards 
when wills and testaments are opened and reveal bequests 
and legacies which, without your efforts, would never have 
been made. 

On behalf of the Board of Regents, I bring you greet- 
ings. The Board appreciates all you have done and wishes 
you God-speed in your new work. 

President Coffman announced that Dr. William J. Mayo, 
who had expected to be present and to speak upon the 
occasion, had been detained in Rochester on account, 
doubtless, of the series of severe storms which had struck 
that city during the preceding two days. 

He called next upon Dr. Elias P. Lyon, Dean of the 
Medical School, who spoke for the Administrative Board: 
We have come together this evening to honor a man 

who has devoted his life to a human institution. A human 
institution is an interesting social and biological phenome- 
non. I say biological phenomenon, advisedly; for I think 
there can be no doubt that the origin of the human insti- 
tution lies in the gregarious instinct which is a factor of 
survival,—an instinct displayed by ants and bees, by birds, 
by many mammals. 

But the human institution is tremendously more com- 
plex than the community life of the lower forms. The 
human institution takes its purpose and character from 
the necessity of adjustments; but under the guidance of 
memory and consciousness it accomplishes. a multitude of 
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complex adjustments which are entirely differentiated from 
the life of the brutes. Perhaps one would not be going 
too far in saying that it is the human institution which 
most of all distinguishes man from the lower orders. 

Now, the first thing that strikes me about human insti- 
tutions is that they may be divided into two classes. In 
the first class the selfish ideal—the ideal of immediate 
advantage to the group concerned,—is predominant. You 
will think at once of many such organizations in society. 
In the second class, the altruistic ideal is dominant. In 
this second class are the school and all the organizations 
for social welfare. 

I think it is much to say of a man that he has devoted 
his life to a human institution whose ideals are essentially 
altruistic. This is the primary glory of the educator and 
this is the primary honor we pay to Dr. Beard. 
A human institution is said to have a life of its own. 

And this is because the analogy of the institution and of 
the organism is so fundamental. Often institutions live 
a very long time. But it is apparent that this life of the 
institution is really the combined lives of ‘the component 
individuals that from time to time make up the institution; 
just as the life of the body is the co-ordinated and integrat- 
ed activity of the individual cells, some of which are per- 
manent, but many of which come and go, are born and die. 
The body goes on living, though many of its cells be 
changed from day to day. But some of the cells, as those 
of the nervous system, stay long and have a dominating 
influence in the body. So in the institution some men are 
very intimately and fundamentally related to its destiny. 
Such a man in this Medical School has heen Dr. Beard. 
He has been a part of its brain, a part of its co-ordinating 
and planning mechanism, a part of the institutional con- 
sciousness. When such a man leaves it is like taking out 
a brain center. The loss can never be fully replaced. We 
do well to honor such a man. 

Then there is a third thing that strikes me regarding 
human institutions. Though institutions grow, change, 
decay, and sometimes die,—nevertheless the trend, the 
scope, the impetus to this life is determined by those men 
who first organize and establish the institution. They are 
the germ cells, so to speak,—the biological determinants, 
—of institutional destiny. From them flow the hormones; 
from them proceed the invisible influences which make the 
institution, perhaps hundreds of years later, what it is to 
become. Witness the English Barons at Runnymede and 
the Magna Charta, witness the signers of the Declaration 
of Independence, and the founders of our Constitution. 
For good or bad, the course of an institution is set by its 
founders. It is a great honor to Dr. Beard that he is one 
of the founders of this Medical School which has accom- 
plished so much and which appears to have such a large 
and useful future. Its high,standards, its capital facilities, 
its excellent reputation, its large outlook and its plans for 
expansion, are largely the work of his hands and his brain. 

I have worked for twelve years with Dr. Beard. We 
have not always agreed just as the thyroid and the ad- 
renals do not always agree,—as the endocrinologists tell 
us. But we have adjusted and we have compromised and 
we have co-operated. And I can truthfully say that not 
one accomplishment, not one advance, not one plan of 

these twelve years but has been largely influenced, shaped 
and invigorated by Dr. Beard. 

Take our first task, a more liberal curriculum. Prob- 
ably I am an educational radical, a pedagogic Bolshevist. 
Possibly Dr. Beard is a conservative. But he is never an 
obstructionist. He is a physiologist and he is willing to 
experiment. If we have had, as I believe we have had, 
for the past eleven years, a more stimulating curriculum, 
if we have furnished more scope for initiative and indi- 
viduality than most schools, if we have been able to ad- 
minister such a scheme more safely and soundly,—no 
small share of the praise should go to our esteemed col- 
league whom we honor here tonight. 

Or take the graduate school of medicine. Dr. Clark 
Stewart perhaps furnished the germinal idea. When I 
came here the idea was sprouting. Dr. Moore was for it. 
Dr. Beard championed it. Dean Ford, Dr. Jackson and 
the rest of us gave it form and secured its right relations 
in the University. The giving of graduate degrees in clin- 
ical subjects is known as the Minnesota idea. It is one 
of the things we are proud of; and much credit for this 
achievement, as we look at it in retrospect, goes to him 
in whose honor we celebrate. 

Or take the Mayo Foundation. In this case again the 
embryo idea was here when I came. There was division 
of opinion, which later became acrimonious. Dr. Beard 
was for it. He drew up the first papers; sketched the first 
definite picture, which formed the basis of discussion, 
criticism and betterment. He gave his heart to this cause. 
And whatever the Mayo Foundation may amount to now 
is to be set down in no small figures in the debt which 
the University of Minnesota owes to this undaunted cham- 
pion. 

And what does the Mayo Foundation amount to now? 
You may hold what opinion you will as to its immediate 
and demonstrable value to the Medical School. It did not 
work out as an adjunct or as a part of the undergraduate 
Medical School. The logic of events, the logic of Dr. 
Mayo’s fundamental provision for the advanced education 
of doctors placed this great gift in the Graduate School. 
If we had foreseen this at the start it might have saved 
us from heartache. And now that it is accomplished and 
in the right way, no one who knows the facts can doubt 
that the Foundation adds distinction to the University of 
Minnesota; or that this distinction will grow as time goes 
on. For this distinction we add largely to our tribute to 
Dr. Beard. 

Or take our further plans for the Medical School. En- 
visaged in the form of buildings, these plans contemplate 
the completion of Millard Hall and the Institute of Anat- 
omy—two structures to the securing of funds for which 
and the erection of which Dr. Beard long ago devoted time 
and energy, and one of which bears within it everywhere 
the evidences of his activity. The plans involve further 
the increase of our hospital up to about 600 beds, with an 
appropriate outpatient building; and, further, a building 
for the School of Nursing for which our guest has already 
sweat, bled and died a good many times. When the 
Nurses’ Building comes to be realized I suspect we shall 
find Dr. Beard’s name engraved on every brick and stone, 
as “Calais” was engraved on Queen Mary’s heart. 
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Now, on our planning committees from the earliest time, 
long before I came here, Dr. Beard has labored and his 
judgment and energy have been valuable. 

There is another feature of our University relationships 
of which I should like to speak in this connection. There 
was a time when the Medical School stood aloof from the 
rest of the University. It took, one might almost say, a 
certain joy in being different; in being separate. When 
I came here I remarked that it almost seemed that there 
was a wall about the Medical Campus blocking it off from 
the rest of the University. All this has been changed. 
We are now amalgamated into the greater whole. Our 
programs interdigitate with those of the other colleges. 
Hundreds of students from other colleges take subjects 
in the Medical School and representatives of our depart- 
ments sit on other faculties. We have come to realize the 
ideal that the Medical School is not an organization alone 
for the training of physicians, but rather is the custodian 
and reservoir of the Medical Sciences; the mechanism for 
supplying instruction in these sciences to all who desire 
such instruction either as the basis for a profession or as 
a part of a general education; and, finally, that the Med- 
ical School is the organization by which, through active 
research, these sciences may be forwarded and improved. 
I count this changed attitude of the Medical School as 
one of its finest achievements of the last ten years; and I 
gladly acknowledge the co-operation of Dr. Beard in this 
enterprise. 

I might speak of other things—our technician’s course, 
our public health nursing course, the embalmer’s course 
and other activities—but I can say in a word that there 
has not been an undertaking of our faculty in which Dr. 
Reard’s initiative and counsel have not been represented. 

I have reserved for the last the School of Nursing. Dr. 
Beard has gained distinction as a leader in nursing edu- 
cation. Our nursing school stands high among such insti- 
tutions. It is, as you know, the first Nursing School of 
University rank. There is not a feature of it, alike in its 
organization, curriculum and administration, that does not 
bear the impress of Dr. Beard’s labors. The Central or 
combined school is a monument to him. When nursing 
education, the world over, becomes sound education rather 
than a cheap kind of trade-training founded on the ex- 
ploitation of its apprentices, and when the history of this 
great monument is written down, Dr. Beard’s name will 
appear as that of its pioneer and apostle.—like Horace 
Mann in Public School education or Mary Lyon in the 
education of women. 

I have attempted to set forth the facts of our activities 
for twelve years and Dr. Beard’s relation to these activ- 
ities, without exaggeration or fulsome eulogy. His earnest- 
ness, honesty of purpose and ceaseless activity are admir- 
able characteristics. His love of his work. his belief in 
our high mission as medical educators, his ardent advocacy 
of high standards and his loyalty to the University are 
high lights in a career of almost forty years in this insti- 
tution. 

I want to add one more thing which has stood out 
prominently in my experience with him. Like all men of 
strong opinions and ardent desires, Dr. Beard is a hard 
fighter. He maintains his position strongly to the last. 
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But when the vote is taken and the decision made, if jt 
happens to be against him, he does not sulk in his tent, 
He is, above all, a co-operative man, a team-player. And 
that quality, all too rare among strong men, he has dis. 
played over and over again in my relations with him 
We trust that he may long remain with us as a counsel- 

lor and friend and that he may live to see the Medical 
School, whose small beginnings he witnessed and fostered, 
whose middle years he so largely helped to formulate and 
guide, become the great institution for good which his 
genius foresaw and his labors hastened. May he live in 
health, strength and happiness to see this consummation 
of his labors; and in that day, even as now, may he feel 
the acclaim of his thousands of students and his hosts of 
friends for one who honors and is honored by that choicest 
epithet: He was a teacher,—“A teacher of men!” 

President Coffman then introduced Dr. Orville N. Me- 
land, President of the Minnesota Medical Alumni, who 
responded on behalf of that Association: 

Mr. Toastmaster, Dr. Beard, Ladies and Gentlemen: 
One can hardly think of the Medical School without 

recalling its teachers. Of those teachers, one stands out 
prominently; not only because of his winning personality, 
but because of his untiring efforts in building up the 
School to what it is today. 

We remember the time when the Department of Physi- 
ology consisted of two full-time men, Professor Beard and 
Professor Scott, and a part-time man, Dr. Russel Wilcox. 
Instruction was given in a large room which served as a 
laboratory, so filled up with desks and apparatus that it 
was almost impossible to turn around in it. Another small 
room was used as the office and storeroom. After two or 
more hours in the laboratory, we went to the amphitheater 
on the floor above, where we spent another hour on its 
uncomfortable straight-backed benches. Here it was that 
Dr. Beard lectured to us. He was always prompt. Step- 
ping in briskly, he delivered a finished, very polished dis- 
course on some physiologic subject, and then as promptly 
disappeared. Here was laid the foundation for our clinical 
medicine. Those days have changed. Today the Depart- 
ment of Physiology is housed in new buildings—it has a 
larger staff; but its supporting structure was built years 
ago by this man we revere. 

Tonight we are honoring the passing of this man. He 
is severing his official connection with the University. He 
has accomplished great things and he can look back upon 
those accomplishments. To us he has not changed. He 
is a little bit older, a little grayer, but his eye is still keen. 
To us he is the same Dr. Beard. 

Dr. Beard, I wish to extend to you the congratulations, 
the love and the appreciation of the Alumni. We wish 
you Godspeed. May your memories of the past be pleas- 
ant; may your dream of a greater Medical School become 
a reality. 

President Coffman next introduced Dr. S. Marx White, 
who, as Chairman of the Committee of Arrangements 
for this testimonial occasion, spoke also on behalf of the 
Faculty. 

Dr. White expressed his disappointment over the ab- 
sence of Dr. William J. Mayo, from whom he read a 
telegram of regrets. He also read, in turn, telegrams or 
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letters received from absent friends who had been unable 
to attend. These included Dr. Walter E. List, Superin- 
tendent of the Minneapolis General Hospital; Dr. James 
T. Christison of the Department of Pediatrics; Dr. and 
Mrs. Leonard G. Rowntree and Dr. and Mrs. Harold E. 
Robertson, both men of the Mayo Foundation and for- 
merly Chiefs of Departments in the Medical School; Dr. 
Ernest M. Hammes of the Division of Nervous and Mental 
Diseases; Dr. Charles Lyman Greene, formerly Chief of 
the Department of Medicine; Drs. W. Starr Judd, William 
F. Braasch and E. A. Meyerding, of the Mayo Clinic; 
Dr. Emil S. Geist of the Department of Surgery; Dr. John 
G. Cross, formerly of the Department of Medicine; Dr. 
Karl H. Van Norman, Superintendent of the Charles T. 
Miller Hospital. 

Dr. White then spoke as follows: 
Having taken an active part in the preparation of the 

delightful experience of tonight, and realizing that Dr. 
Beard is somewhat in the position of the sweet girl-gradu- 
ate, in that he is stepping from one experience into an- 
other, as he will outline soon, I have to confess that I 
enjoy the rather unique distinction of having been here, 
as a member of the faculty of the University of Minnesota, 
longer, in point of time, than any other member of the 
Administrative Board of the School, excepting himself, 
‘although I am one more recently appointed to a position 
on that Board. 

It happens that Dr. Beard and I graduated from the 
same institution, the Northwestern University Medical 
School,—he a number of years earlier than I. I did just 
what he did, came immediately from that institution to 
Minneapolis, and, like our honored guest, have had reasons 
only for felicitation and none for regret since. 

From the time Dr. Beard came here he occupied a promi- 
nent place in the medical profession of this city. It was 
within a couple of years after his arrival here that one 
day, in a medical meeting, stimulated by the presentation 
of ‘some clinical problem, he discussed this problem from 
the standpoint of the physiologist; and, on the following 
day, was visited first by a member of the faculty of the 
Minneapolis Hospital College and, on the day succeeding 
that, by a member of the St. Paul Medical College, each 
of whom offered him the Professorship of Physiology in 
his School. He could not accept both of these positions; 
and while he regrets, and probably will express this regret 
to the St. Paul members here tonight, his inability to 
accept the St. Paul position, yet, his acceptance of the 
Minneapolis post laid the foundation for a long and dis- 
tinguished career in his special field. Out of these two 
Schools was born, in 1888, the Medical School of the 
University of Minnesota. Dr. Beard was one of its pro- 
moters; he was appointed to the Chair of Physiology; he 
remains the last member of its original faculty in active 
service. 

Almost immediately after his acceptance of the position 
he was elected secretary of the faculty and has carried the 
duties of the secretaryship of the Medical School ever 
since with the exception of about four years. He has 
shown in that capacity, in addition to the many other 
abilities he possesses, a tremendous ability in administra- 
tive matters. 

One of my earliest recollections of Dr. Beard, and this 
was in about 1899 or 1900, gives a sidelight on his char- 
acter which you will appreciate. My honored chief at 
that time was Dr. Wesbrook, then Professor of Pathology 
and Bacteriology and later Dean of the Medical School. 
Dr. Wesbrook’s appreciation of Dr. Beard expressed to me 
at that time has been very characteristic of the situation 
ever since. We had a building in which the laboratories 
of the Medical School were housed and a number of heads 
of departments were together there—Dr. Beard in Physi- 
ology, Dr. Lee in Anatomy and Dr. Wesbrook in Pathology 
and Bacteriology; and each was compelled to be always 
fighting for more room, more money, more help and more 
students. After a particularly interesting, amicable and 
productive discussion,—always short of physical violence, 
—Dr. Wesbrook said to me: “As you get more and more 
interested in the affairs of the Medical School, there is 
one thing you must do and one man you must keep your 
eye on all the time. Keep your eye on Beard. He will 
get everything there is to get and then some.” That has 
been characteristic of our honored guest of the evening. 

Following these earlier years, there has been a long 
period of very great activity for Dr. Beard. The Medical 
School of the University of Minnesota has been distin- 
guished as being manned by a group with high ideals and 
great desires for the advancement of medical education. 
In all these years there has been no movement with which 
I have been personally acquainted which has not borne 
the impress of Dr. Beard’s hand. He has had an active, 
effective and directing influence in all the advanced move- 
ments that have been made, and they are many. If the 
Medical School of the University of Minnesota stands in 
the front rank, it is because of the efforts and initiative 
and idealism of a group of men, such as he, who in spite 
of discouragement, in spite of the slowness of progress, 
have kept their ideals before them and have never swerved 
in their devotion to the school, to medical education and 
to the profession. 

Now at this time of retirement from an active position 
in the faculty, a time which might be spoken of as some- 
what of a graduation, it is interesting to note that this 
man whose energy has been so boundless, whose persever- 
ance has been so great, and whose contributions have been 
so eminent, is planning, not a cessation of his labors, but 
a step forward to something that is even bigger and, we 
hope, something that will be even better than the things 
of the past. 

The Committee on Endowment and Building Funds of 
the Medical School has had, as its head, Dr. Beard, and 
at this moment of laying down his teaching labors there 
appears to us to be an opportunity, unique, of which advan- 
tage should be taken. The Committee on Endowment and 
Building Funds has under way, with every prospect of 
success, a plan by which Dr. Beard’s efforts in the upbuild- 
ing of the Medical School will continue his active par- 
ticipation in the work of the Committee, and I believe that 
the direction of his efforts will be even more effective, 
more pleasant, and more largely productive than in the 
past. I can state with confidence my belief that we shall 
be enabled to retain him in connection with this Com- 
mittee, and we hope that he will continue in the relation 
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of general secretary at the heart of the work and will 
conduct the affairs of the organization in an effective and 
productive manner. 

I am sure that when Dr. Beard rises to reply to the 
things that have been said to him and about him tonight, 
he will give us not a backward look, but a look into the 
future, and will outline his greater plans for the Medical 
School. I think, therefore, that it is a matter for felicita- 
tion, for thankfulness on the part of this group, rather 
than for regret, that Dr. Beard steps out now from one 
performance to another. 

The toastmaster then called upon Miss Marion L. Van- 
nier, Director of the School of Nursing, to speak on behalf 
of that unit. Miss Vannier said: 

It is a pleasure to be able to express our very great 
appreciation of the service Dr. Beard has rendered to the 
cause of Nursing Education. 

I feel that I am speaking not alone for the nurses of 
the University School, but for all nurses everywhere, when 
I say that he has our deepest gratitude and our enduring 
regard. Probably no other man is so well known to the 
nursing profession. His articles and published addresses 
on the subject of Nursing Education have been read and 
appreciated by thousands of nurses in this country and 
abread;—in other words, Dr. Beard is an international 
figure in the nursing world and it is largely through his 
influence that the University of Minnesota School of Nurs- 
ing has become so well and favorably known. Here, in 
the heart of the school and in that small group of inter- 
ested teachers and administrators known as the executive 
committee, he has been a leading spirit. Ever since 1909, 
when the school was organized, he has served as secretary 
of this committee. 

His faith in the value of educational ideals, his persis- 
tence and optimism in the face of difficulty, have been 
largely responsible for the life and growth of the school, 
and I am glad to announce that even thcugh Dr. Beard 
is retiring from the faculty of the Medical School, he has 
agreed to continue his connection with the School of Nurs- 
ing committee and I hope that during the coming years 
all of his ideals and ambitions for the school will be re- 
alized. 

Even to the Nurses’ Home! Dr. White says that Dr. 
Beard always gets what he goes after and we, therefore, 
hope that we may yet succeed. I was told when I came 
here, nine years ago, that a new Nurses’ Home was soon 
to be built. We have not got it yet! But—we have Dr. 
Beard! 

The President then introduced Dr. J. C. Litzenberg, 
who spoke on behalf of the Committee on Arrangements 
of the evening, as follows: 

President Coffman, Dr. Beard, Mr. Snyder, Ladies and 
Gentlemen: I wish I had the eloquence to express what 
is in my heart. I wish I were as well fitted in my com- 
mand of the English language, as I am in my knowledge 
of Dr. Beard, to say what I desire to say on this occa- 
sion. 

As Dean Lyon was talking, I thought I would have to 
make a correction of his use of the terms Bolshevist and 
Conservative. You know there is a party, in between, 
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called the Progressive, and I would put Dr. Beard in that 
category. 

He began his career in the Medical School somewliere 
around the age of 32. At 38 he was advocating the addi- 
tion of a year to the three-year medical course. At 48 he 
was insisting upon a two-year college preparation. At 
58 he was promoting fellowships for graduate students, 
At 68 he has the same vision for medical education that 
he had at 38, 48 and 58. Dr. Beard “retired” is an im- 
possible conception. You couldn’t make him stop work- 
ing if you tried. 

In order that our gratitude to you, Dr. Beard, might 
be put into words and into something of a permanent 
form, all of these friends have asked that an appreciation 
be presented to you on this occasion of your retirement 
from active teaching. This is an appreciation, written by 
loving hearts, and I may add that it was made by an 
artist with loving hands. When I asked the Medical 
School Art Shop to do this, the head of the Art Shop 
asked that she might do it herself, because of her long 
association with you and her admiration of you and your 
work. It gives me great pleasure to present to you this 
illuminated “appreciation” in behalf of your friends and 
admirers here assembled. It is signed by the President 
of the Board of Regents, the President of the University, 
the Dean of the Medical School, the President of the 
Alumni Association of the Medical School and the Director 
of the School of Nursing, and affixed to it is the official 
seal of the University of Minnesota. 

President Coffman, in 
evening, said: 
We are proud of our Medical School, just as we are 

proud of our University. We have made great progress 
in the development of the University and its various units 
in recent years. As far as the Medical School is con- 
cerned, this progress has been due largely to the splendid 
gifts which the institution has received, rather than to 
any large increase in state support. The hospital facili- 
ties of the University of Minnesota are almost entirely the 
result of gifts. The Elliot gift of 1907 started the move- 
ment. Since then, there have been other gifts, many of 
them small, to be sure. Mrs. Todd, Mrs. Gale and Mrs. 
Mapes presented the University with the sum of $45,000, 
which was supplemented by $110,000 of University funds, 
which enabled the University to build an eye, ear, nose 
and throat hospital. Mr. William Henry Eustis gave in 
money and in property to the amount of $1,500,000 for a 
children’s hospital, a children’s convalescent home and 
their endowment. 

introducing the guest of the 

It is a fine thing for persons of private means to co- 
operate with the state in the building of a Medical School 
where young men and young women may study the science 
of medicine and nursing. If this movement continues, 
there is no reason why we should not have built here at 
the University of Minnesota as great a medical center as 
can be found anywhere in the world. This dream can be 
realized only by the co-operation of private and public 
capital. 

Even with the gifts that have already been made, we 
shall still fall short of what we should accomplish. In 
addition to these, of course, there is the gift of the Gen- 
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eral Education Board of $1,250,000, which, when matched 
by $2.350,000, will make a total of $3,600,000 for the fur- 
ther development of medical education. As yet we have 
been unable to match the General Education Board gift. 
We are still hoping that means may be found to accom- 
plish this purpose. 

Proud as we are of our Medical School, its achieve- 
ments, aims and purposes, we must still dedicate our- 
selves to the task of continuing its development if it is 
to be on a par with the leading medical schools of this 
country, and if it is to serve the people of this region as 
it should. 

I am sure that in his response to the greetings of the 
evening, our guest, whom it is my pleasure to call upon, 
will bring us a message which looks to the larger future 
of the school. 

Dr. Richard Olding Beard, in response to the addresses 
presented, said: 

It is difficult to find words to express my grateful ap- 
preciation of the goodness and the friendship that have 
prompted you in arranging this occasion for me tonight. 
That it is nothing new in my experience of you only 
serves to quicken my feeling. This same sense of your 
friendship, this same assurance of your esteem, has been 
mine for these many years. 

I am glad that you have adopted the comely fashion, 
growing comelier as it becomes more customary, of not 
waiting until “the pitcher is broken at the fountain” be- 
fore you attempt to measure its carrying capacity, to 
evaluate the service it has rendered, to note the human 
need it has sufficed, in its way, to meet; that instead you 
take such an opportunity as this to assure one of your 
kindly sense of the work he has done or tried to do, before 
he shall have reached the goal, to which we all move, 
when he would not perchance hear your assurances and 
could not feel the handclasp of those who wish him well. 

It has been one of my rather unique duties, in the doing 
of which I have taken a strange satisfaction, to have writ- 
ten a memorial, on behalf of the faculty, of each one of 
its members who has passed away since the very begin- 
ning of the school. The performance of that duty has 
been the more possible because of my intimate knowledge 
of the character and the sterling service of the men with 
whom I have worked; but, nevertheless, in the doing of 
it, I have often thought that we might better have written 
the memorial, better have spoken the words of it, put them 
into print that the recipient might have read them, before 
he passed on. 

Years ago, one day, I walked into the office of our dear 
old President Northrop to have him say to me,—‘Beard, 
I want you to write for the coming exercises (incident to 
the death of the first Dean of the School), a memorial to 
Dr. Perry H. Millard.” It was the first of the sadly long 
series of these tributes I have since undertaken, and I 
demurred, for there had been occasions of conflict between 
this militant Dean of the early day and his equally militant 
secretary. “But,” said the peace-loving Prexy, “you know 
the man and his virtues and his achievements better than 
anyone else knows them. That you and he have not al- 
ways agreed should make your testimonial to him all the 
more telling.” I wrote, and I have always been glad to 

have written, that memorial to a really remarkable per- 
sonality. There was much of power in the character of this 
man who organized the Medical School of the University 
of Minnesota. I have never re-read that memorial without 
a satisfying appreciation of the request of Dr. Northrop. 

Years afterwards, the old President said to me again, 
“There is something I want you to do for me. If I should 
go on into the other world before you do and should there 
be any occasion to write a memorial of me, I want you to 
write it.” And it is one of the rewarding events in my 
life that when he had passed on I was asked to represent 
the faculty of the University in laying this last tribute at 
the feet of the Grand Old Man of Minnesota. No duty 
could have conferred upon its doer any higher honor. And 
yet after I had written it and seen it in print, I wondered, 
again and again, to myself, if we might not far oftener 
have assured -him of our love and loyalty while he yet 
lived. My thoughts went back to old Thomas Carlyle and 
his mournful cry as he stood by the grave of the wife he 
had lost, “I loved thee, Jeanie, but I would that oftener 
I had told thee so.” 

So, yet more fully and with deeper gratitude, I appre- 
ciate the kindly things that have been said of me and of 
my service to the Medical School of Minnesota tonight. 
I shall carry the memory of them with me always. I 
appreciate particularly the beautiful thought that has 
placed these sentiments, so beautifully expressed, into this 
permanent form. 

When my friends approached me regarding the program 
of the evening it was suggested that I attempt some re- 
miniscences, but I said that I would rather not. The past 
is of value only so far as it is funded into the present,— 
into the character of the men who have made the present 
what it is. Reminiscences always suggest something of 
regret and, personally, I have none. I want to assure 
President Snyder that in reaching my retiring age, in 
giving up my active membership in the faculty of the 
University, I am not in any wise unhappy. I have nothing 
but satisfaction in the thought of the work I have done 
in the development of the Medical School, for it has been 
the love of my life. In thus coming to the time when I 
may be relieved of my teaching and executive duties I 
anticipate something of a sense of freedom. For forty 
years I have taught physiology and there are younger men, 
doubtless, who can do it now better than I. I shall enjoy 
an occasional opportunity still to lecture, perhaps to 
larger and more mature groups and upon chosen themes. 

I have no idea that retirement for me means quitting. 
I am not going to quit. I expect to go on in the service 
of the Medical School and to enjoy the chance to choose 
my own form of work. As one of the immediate oppor- 
tunities I am more than pleased to accept the continued 
direction of the work of the Committee on Endowment 
and Building Funds. I am delighted to have so able, so 
representative a body of men and women to work with 
me and I am sure that work we will. 

I should not have declined the invitation to talk remini- 
scences to you tonight, I should not have taken up this 
forward-looking task, if I had not had vision to see and 
faith to believe that this Medical School of ours has a 
large future. This occasion gives me an opportunity to 
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leave with you a message,—an opportunity I may not so 
fittingly ‘find at another time. It is a message which I 
may hope will leave some permanent impress upon your 
minds. 

Abraham Flexner, in 1910, placed the Medical School 
of Minnesota in the front rank of the teaching institutions 
of the United States. If we are to keep it there it must 
be by a quick appreciation of the need to maintain its 
actual and its relative growth among other leading schools. 
If it is to take its place in coming years as the medical 
center which, geographically and educationally, it should 
take in the Northwest, it is well that we permit no grass 
to grow under our feet. It behooves the Board of Regents, 
the faculty, the alumni and an interested and beneficently- 
minded public to be up and doing. The people at large 
do not discharge their debt to modern medical science, in 
the matter of preventive as well as curative medicine, by 
the mere payment of professional fees when they are ill. 

We enjoy, at the present moment, a fine vantage ground 
of support already gained or offered to us. We should 
not allow the failure of any individual or any public body 
to delay our acceptance of these offers or to thwart the 
development of the school’s logical future. 

It rests with the Board of Regents to determine methods 
of procedure; but the Medical School is, I believe, a unit 
in the belief that a readjustment of the offer of the Gen- 
eral Education Board should be sought at the earliest 
possible moment, to the end that its two distinct problems, 
—the one of Medical School and University Hospital ex- 
pansion,—the other of the future location of the Minne- 
apolis General Hospital,—may be separately worked out 
and each without prejudice to the other. So we may be 
given the impetus to do our part toward our self-develop- 
ment,—may be set free to work out our own salvation. 
And it can be worked out. : 

Whether or not the next legislature rises to its oppor- 
tunity to aid in this development, the way can be found 
in this Northwest, as it is being found elsewhere, to meet 
the needs of medical progress. Never has there been so 
great an awakening of the American people to the value 
of human health as there is today; never has the interest 
of a beneficently-minded public in the promotion of medi- 
cal education and research been so keen. Minnesota will 
prove no exception in meeting the rise of this tide of sym- 
pathy in the cause of health protection when her occasion 
for assistance comes. 

What is necessary to make Minnesota a great medical 
school? True, something more than mere brick and stone 
masonry, fundamental as this physical expansion is. Six 
hundred hospital beds on the Campus, the completion of 
the two medical laboratory buildings, a nurses’ hall, are 
physical necessities, but they will constitute only the shell 
into which the living kernel of our great growth is to be 

planted. ‘ 
I remember well that when the committee of the Medical 

School appointed to work out the details of needed physi- 
cal expansion reported to President Coffman, over a year 
ago, he said, “And now, gentlemen, you should be thinking 
about the question of maintenance, of support.” The Com- 
mittee on Endowment is the answer of the Medical School 

TESTIMONIAL DINNER 

to that challenge. 
question. 

It proposes to help to answer that 

Medical education, keeping pace with the growth of 
medical science, has become a necessarily expensive thing, 
Medical research is the essential stepping-stone to effective 
medical teaching, and it, too, costs money. 

A state-supported school cannot compete in these days 
with generously endowed institutions of medicine without 
something more than state appropriations. 

It needs the larger revenue that will provide an adequate 
teaching staff, at adequate compensation, to command the 
highest order of ability. 

It needs endowed chairs, particularly in the clinical 
branches, to permit the employment of full-time teachers 
at suitable salary. 

It needs an equipment of modern type, perennially 
renewed to meet the improvements of the day, for the 
effective study of the human subject and the effective 
prevention, diagnosis and treatment of disease. 

It needs an annual income for the upkeep of its library 
in the recognized classics and the current literature of 
the day. 

It needs a fund for the foundation and support of a 
University Medical Press and the promotion of original 
authorship. 

It needs a generous provision for teaching fellowships 
in number equal to its capacity to give to graduates abun- 
dant clinical material for study with unlimited opportu- 
nity of laboratory investigation, and to fulfill the need for 
this desirable type of assistant teaching. 

It needs the means to extend to the profession of medi- 
cine, at large, ample opportunity in the renewable values 
of graduate study. 

It needs endowment for the promotion of research alike 
in the fundamental medical sciences and in the constantly 
multiplying problems of preventive and remedial medi- 
cine. 

These are the things that make for a great medical 
school and these are the things for which, in full measure, 
state support cannot provide. These are the things which, 
buildings aside, invite the beneficence of the lover of his 
kind. Their recital should kindle the imagination of 
teachers and students, alumni and _professions,—incite 
their interest in an evolution in which they all may share 
and in the attainment of which they all may lend a hand. 

Not only has the Committee on Endowments and Build- 
ing Funds prepared and distributed to the alumni in the 
past few months and is now distributing to the medical 
profession, literature descriptive of the school’s need and 
the giver’s opportunity, but it has initiated the endow- 
ment fund with a subscription by the graduating class of 
June, 1925, to the first unit share of one thousand dollars. 
The generous action of the “boys” should serve as a stim- 
ulus to their colleagues in the profession and among the 
alumni. It is very interesting, at this juncture, to note 
the recent offer of the medical alumni association to assist 
in securing endowment for the school. 

There are none of us who will deny the obligation of the 
school to its alumni. Of equal force is the obligation of 
the alumni to the school. I am convinced that it will 
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benefit both if in the near future the alumni may have a 
substantial stake in the endowment of their Alma Mater, 
as they should have a substantial share in the guidance 
of its policies. 

I cannot look into a large future for the Medical School 
in which the medical profession of the state does not play 
its part. There are few of us but deplore any past occa- 
sion of difference with its members. The school needs 
their cordial support. It hardly seems just that differences 
of judgment upon past events should alienate their inter- 
est or deny to the school their encouragement and support. 
I plead with you all that for your part and through your 
influence with your professional associates you seek to 
level the barriers which any such differences have raised. 
Let us ask the profession to forget dissension and to abate 
criticism; to get together and to think together and to 
think greatly in behalf of the school. 

With a natural union of the naturally allied forces of 
the faculty, alumni and profession, there need be no limit 
to the natural growth of the school, to the spread of its 
influence, to the realization of the values it may render to 
the public “whose we are and whom we serve.” 

With the faith and the affection I hold and have held 
in the Medical School, from its beginning to the present 

‘day, I can see a large vision of its future and the future 
of medical education in Minnesota for which we have 
long hoped and waited, a vision that has sustained us 
through years of difficulty and doubt and disappointment 
and sustains us yet. A born optimist, I love to look into 
the horoscope of its future and find there something to 
work for still. 

I see a school of sufficient capacity, its laboratories ade- 
quately manned and equipped, its clinical material abun- 
dant to its teaching needs, opening wide its doors to every 
properly prepared and fitly selected student who would 
enter. I would tenaciously cling in such a school to the 
principle of intelligent selection of the human material 
which may fitly be educated by the state to serve the state 
in preventive and remedial medicine. 

I see an equipment of hospital services, suitably en- 
dowed for the investigation of the causes of disease and 
the methods of their prevention; for the application of 
modern science upon the ever advancing crest of its prog- 
ress to the diagnosis, the treatment and cure of disease. 
I see this hospital of the future the most effective mechan- 
ism for the restoration of the sick to health and to eco- 
nomic efficiency. 

I see a medical library and a medical literature in the 
Minnesota school, complete and accessible, that will con- 
tribute its quota of funded influence to the education of 
graduate and undergraduate students alike; that will yield 
its gathered stores of literary wealth to the promotion of 
research; that will invite the use by the profession of a 
circulating system; that will serve to extend the knowl- 
edge of the people at large in the things that belong unto 
their health. I see the time when the University will take 
up the task of sending suitable information to the public, 
in the interest of the public health and in substitution 
of the miserable husks of knowledge fed to it by the lay 
and the pseudo-medical press. 

I see the Minnesota School making its large perennial 
contribution to the sum and the progress of medical sci- 
ence. 

I see the widening of the limitless field of preventive 
medicine and public health, with physicians and public 
health nurses working hand in hand for the borning and 
the building of better human. bodies and the development 
of better human minds. 

I see a medical and hospital campus around which a 
group of associated public and private hospitals will clus- 
ter, which will draw their resources of library, laboratory 
and nursing service from the institution’s abundant stores. 

I see the creation of an Institute of the Medical Sciences, 
grouping, under its administrative direction, the Medical 
School and the Colleges of Dentistry and Pharniacy, the 
School of Nursing, the School of Public Health and the 
special courses which prepare for the technical services 
of them all. 

I see a medical school, again, of so high ideals and so 
generous proportions, that it will attract great teachers 
and draw great scholars, and train, in turn, great edu- 
cators and scientific investigators and clinical leaders who 
will mold the movement of their time in modern medicine. 

I see a school whose graduates will be of so initial fit- 
ness, of so cultural preparation, of so thorough professional 
training that the University may fitly and unquestioningly 
set its seal upon them as a guaranty to the public that 
the health of mind and body, the issues of life and death, 
may be safely entrusted to their guiding hand. 

I see a profession, born of such a school, that shall rise 
above the strifes and jealousies of other days, that shall 
no longer tolerate mediocrity and commercialism in its 
midst, that shall rise to the full conception of its obliga- 
tion of service, that shall awaken to that sense of social 
consciousness which will compel the full exercise of its 
educational functions for the benefit of the great mass of 
mankind, that will inspire and justify the public trust, 
that will make it the natural instigator and promoter of 
every measure for the public good. 

May these things be in Minnesota! 
In his closing comment upon Dr. Beard’s address, Presi- 

dent Coffman said: 
Some people grow wiser as they grow older; some just 

grow older. We have had two persons at the University 
of Minnesota who apparently grew wiser as they grew 
older. I refer to Dr. Nachtrieb and Dr. Beard, both of 
whom are present here this evening. 

Ever since these men became members of the staff of 
the University of Minnesota, they have insisted that labora- 
tories are as essential to the development of science as 
books are to the humanities. It has always been easy for 
the people of the state to appreciate this fundamental 
truth. This last year, when we were discussing our bien- 
nial estimates with certain representatives of the Legis- 
lature, after I had drawn a picture of the kinds of people 
whom we should have upon the faculty, the salaries which 
we should pay such persons, and of the laboratories, facili- 
ties and equipment which we should supply for them, one 
member of the Legislature said, “Mr. Coffman, why do 
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you need all these hospitals in connection with’ the Medi- 
cal School? Cannot medicine, that is, all of medicine that 
is necessary, be taught from textbooks?” It seems clear 
that we still have a long distance to travel before we have 
fully educated the public to appreciate the picture which 
Dr. Beard has drawn. 

As I said earlier in the evening, if we are able to induce 
persons of private means to co-operate with us so that the 
University of Minnesota receives gifts in amounts similar 
to those which Yale, Johns Hopkins, Western Reserve, the 
University of Chicago, and Leland Stanford receive for 
medical education, these gifts to be used to supplement 
the funds which the state is now devoting to the develop- 
ment of medical education, we can then have a school here 
which is unequaled among the schools of the world. 

MISCELLANEOUS 

We should set our minds and hearts to the task of! hay. 
ing not a second-rate school, but of having the best school 
that can possibly be made. 

Now, as we close, let me say that a generous share of 
Dr. Beard’s achievements can be attributed to the com- 
radeship and assistance of his wife. May we hope that 
he may have the comfort and guidance, the assistance and 
co-operation of this wise helper by his side for many years 
to come. 

It seems as if the pleasures of the evening would not be 
complete unless each had an opportunity to express his 
wishes to these good people. I therefore suggest that 
Dr. and Mrs. Beard stand at the door so that .we may, as 
we go out, wish for them a long life, filled with abundant 
happiness and untold opportunity for continued usefulness, 

MEDICAL SCHOOL PROVIDES AN INTIMATE CON- 
TACT OF EDUCATION WITH COMMU- 

NITY LIFE 

The University of Minnesota, faculty and students, re- 
cently had the pleasure of hearing an address by the chair- 
man of the American Medical Association’s council on medi- 
cal education, Dr. Arthur Dean Bevan. He spoke with 
authority at the cornerstone laying of the Todd Memorial 
and George Chase Christian Memorial hospitals when he 
said: “The truth is that in forty years a revolution has 
occurred. A new and great science, the science of medi- 
cine, has been born. This change has been so rapid and so 
great that even those of us who are in active work can reach 
back and touch the dark days when medicine was not a 
science.” 

“President Coffman and the regents and faculty of the 
University of Minnesota, I desire to congratulate you and 
the people of Minnesota upon the splendid development that 
is going on in your medical school. I desire especially to 
congratulate you upon the fine buildings which you are be- 
ginning to erect today. They will be centers of medical 
teaching and medical research of the best type. I have had 
the pleasure of inspecting your medical school and I be- 
lieve that you have the opportunity of developing here one 
of the great medical schools of the world. 

“Build your school on such broad lines that it will be- 
long not to the University alone, but to all the people of 
your state. Conduct it so that it will not only train general 
practitioners of medicine, specialists, and research men, but 
so that it will secure for the people of your state the best 
of preventive and curative medicine. Seek to master the 
great unsolved problems of the cause, the prevention, and 
cure of disease so that from your laboratories and clinics 
there will come great medical truths that will prove of ser- 
vice to all mankind.” 

The development of a medical school makes a university 
a part of the statewide community in a way that nothing 
else can do, he told his audience. But, he warned, hos- 
pitals must not be built and conducted with teaching as 
their sole or primary function. 

“It is an economic wrong,” said Dr. Bevan, “for a uni- 
versity to conduct a hospital for the sole purpose of teach- 

ing and research, and a sociological crime for a municipality 
to conduct a hospital as a boarding house for the care of 
the sick without regard for the educational and research 
functions of the hospital. From the interests of the commu- 
nity, therefore, this union of forces is demanded. We must 
bring about as soon as possible these affiliations between 
our universities and our great hospitals which are so situat- 
ed that they can secure the advantages of university con- 
nections. 

“The best investment that any state can make,” he said 
elsewhere in the address, “is money given for the adequate 
support of education and of medicine. There will always 
remain the great privilege and great opportunity for private 
endowment to assist medical education, medical research, 
and medical charities. It is interesting to note that the 
great endowments of Rockefeller and Carnegie, founded for 
the general benefits of mankind, have turned more and 
more to medicine as the surest way of accomplishing their 
fundamental purpose. 

“The taking over of the medical school by the univer- 
sity has brought to the presidents and trustees of our univer- 
sities a large and complex problem. Medicine has become 
such an important part of modern life that it touches every 
man, woman and child in the community, and when a uni- 
versity develops a medical department it at once assumes 
through that medical department a function which brings 
it for the first time in its history into the everyday life of 
the people. The medical school cannot be developed along 
the narrower lines of some departments of the university. 
The medical school drags the university into the practical, 
every-day life of the people through its hospitals, dispen- 
saries and public health work, its maternity work, infant 
welfare work, its care of the blind and deaf and crippled 
children, and its nurses’ training schools. It influences not 
only the patients of these institutions but the people who 
manage and support them, and also the medical profession. 
This marriage of the university and of medicine can be 
productive of great good if both parties to the contract 
learn to do their part. The development of a medical 
school along the best lines will be a fine thing for the uni- 
versity. It will have a broadening effect. It will make the 
university a part of the community in a way that nothing 
else could do.”—Minnesota Chats, Vol. 3, No. 54. 
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EDITORIAL 

Twelve-hour Hospital Nursing 

The disposition of the nurses’ hours is a propo- 

sition which should be solved by the nurses them- 

selves. The public, the hospitals and, to a lesser 

degree, physicians, are, however, interested in the 

solution. 

The recent decision of the nurses and hospitals 

in the fourth district of the Nurses State Associa- 

tion to substitute the twelve-hour shift for private 

nursing in hospitals (the change does not affect 

nursing in the home) for the customary twenty- 

four-hour shift is a step in keeping with the gen- 

eral trend throughout the country. The twelve- 

hour shift, however, has decided disadvantages as 

well as advantages. 

The change became effective July 1 in all hos- 

pitals in the fourth district of the Nurses Associa- 

tion, which includes the counties of Isanti, Chisago, 

Anoka, Ramsey, Washington, Dakota, Scott, Rice 

and Goodhue. The step was not taken hastily. There 

had been some talk of such a change for several 

years. Hospital authorities have felt that the con- 

templated change should properly come from the 

nurses’ organization. Eventually a committee of 

the Private Duty Section of the nurses of the fourth 

district was appointed to investigate the matter 

and letters were written to the principal hospitals 

throughout the country. It was found that except 

for a small north-central district of this country, 

which includes Minnesota, the twelve-hour day had 

become very general and not a single hospital 

expressed the desire to return to the former sched- 

ule. 

The Private Duty Section heard the committee 

report and voted to recommend the change to the 

Board of Directors of the Association. The Board 

met the hospital superintendents and the superin- 

tendents of nurses of many of the hospitals in the 

fourth district and an agreement to make the 

change was reached. Later, those hospitals not 

represented at this meeting joined in. 

The public has no means of organized expres- 

sion of their reaction to such a step. The phase 

they are likely to see first is the expense of two 

nurses under the new system instead of one. In 

certain instances the already heavy expense of sick- 

ness in hospitals is undoubtedly going to be even 

greater and, in our opinion, unnecessarily so where 

little attention at nighttime aside from the mere 

presence of a nurse in case of emergency is needed. 

Floor care, which is a form of so-called commu- 

nity nursing, will have to improve considerably 

to justify the new arrangement. 

On the other hand, a patient requiring the active 

services of a nurse at night should not, and, as a 

rule, does not, expect the private nurse to be on 

duty all day and all night. 

Under the new scheme patients will receive more 

attention during waking hours and the hospitals 

will assume more responsibility for night care in 

all but the seriously sick. Serious sickness is an 

emergency which will still have to be met by stren- 

uous though expensive measures. 

From the hospital standpoint the fact that the 

new system has proved so generally satisfactory is 

significant. The hospitals feel they can handle 

their responsibility better by not dividing their 

responsibility at night with a sleeping nurse and 

during daytime with an absent nurse. It does 

seem as though the expense of hospital administra- 

tion may increase somewhat with the necessity for 
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more floor nurses. Whether hospitals will have 

fewer patients remains to be seen. 

The twelve-hour schedule has been in effect be- 

fore this in numerous hospitals throughout the 

state, including the University, Minneapolis Gen- 

eral, Swedish and Eitel hospitals in Minneapolis. 

The nurses’ standpoint is fully as important as 

any other. A working day from 7 A. M. to 7 P. M. 

is a long one in any vocation, and we doubt whether 

the change will prove a relief to the nurse. To 

be at work at 7 A. M. in the morning means early 

rising and by 7 in the evening little energy is likely 

to be left for evening relaxation. Provision has 

been made for some time off in the afternoon after 

two weeks of continuous service with a patient. 

No sunlight hours off duty, however, is bad as a 

steady diet. On the other hand, most lectures, con- 

certs and entertainments come in the evening and 

have been generally denied the private duty nurse. 

One phase of the old system which had much 

to do with the desire for the twelve-hour hospital 

duty was the necessity of the nurse being on duty 

in a kimona. Sleeping in the same room with a 

patient is often not best for either patient or nurse. 

With the twelve-hour system it, too, becomes easier 

to control the troublesome afternoon visitor, who 

often undoes much of the improvement in the pa- 

tient’s morale built up by the nurse. 

Personally, we feel that the private duty nurses 

have been poorly advised. If in the nurses’ place 

we would much prefer the old system or at least 

some leeway as to choice in individual cases. We 

venture to predict that the change will drive an 

even larger percentage of nurses out of private 

duty into the less arduous spheres open to the 

trained nurse. 

Let George Do It 

The communication which immediately follows 

in this number of Minnesota MEDICINE expresses 

sentiments with which most of us agree. The sug- 

gestion is made that “much more might be accom- 

plished by the profession in cleaning up its own 

ranks than by seeking repressive legislation against 

uacks or irregulars.” Both activities are impor- o Pp 
tant. 

Justice in legislative demands is no guarantee 

of success. The individual members of the legis- 

lative committees have to be shown the justice of 
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a proposal and must be shown in a certain way, 

The malpractice act is a good example. When 

it was brought up in the legislature four years ago 

it died in committee. Personal contact in addition 

to justice of the cause was what accomplished the 

result this year. 

As to cleaning up our own ranks, that is a 

perpetual need which will doubtless always exist. 

Whose duty it is to correct abuses in medical prac- 

tice in general is a matter about which there exists 

a very general misunderstanding. 

The secretary of the Minnesota State Medical 

Association frequently receives communications 

about the presence of quacks in a certain locality 

and the query whether something cannot be done 

about it. The State Association has never assumed 

the responsibility nor provided the necessary per- 

sonnel for seeking out violators of medical prac- 

tice laws and prosecuting them. That is not its 

function nor is it in particular that of local county 

societies. The organized profession has jurisdic- 

tion over its own members only and should, it is 

true, keep its skirts clean. 

Members of county societies share with other 

citizens responsibility for the state of medical 

practice in their locality. It is the duty of the 

local county attorney to prosecute offenders, but 

someone must submit the necessary evidence of 

the guilt of a practitioner or quack in order to 

obtain even a trial. The natural dislike of trial 

publicity leads too often to withdrawal of testi- 

mony and defeats justice. 

Misunderstanding exists as to the functions of 

the Minnesota State Board of Medical Examiners. 

Its duty is to license Doctors of Medicine and re- 

voke licenses upon submission of proper evidence. 

It passes on educational and moral qualifications 

and may revoke a license only after proper hearing 

of evidence of immoral, dishonorable or unprofes- 

sional conduct, the accused having the right to 

appear with his attorney before the Board and 

appeal to a higher court if he so desires. The 

Board acts as a court and has neither the means 

nor personnel to act as a police body to enforce 

medical practice laws. 

Further, when testimony is submitted to the 

Board it must be conclusive. The word of a single 

individual as to the conduct of a physician is not 

in itself sufficient. 

indispensable. 

One or more witnesses are 

And just and fortunate is such 
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provision, else any one of us might at any time 

have his license revoked upon the statement of one 

unscrupulous individual. 

The experience of the Board in attempting to 

assist in prosecuting violators of medical practice 

is frequently disheartening. A number of times 

when assisting in a prosecution the grand jury 

has refused to return a true bill upon presentation 

of evidence apparently sufficient at least to start 

atrial. For instance, in certain parts of the state 

midwifery has been practiced by unlicensed indi- 

viduals for years. Efforts to control this situation 

and convict offenders have proved futile in some 

instances by the presence on the jury of a farmer’s 

wife who had been attended by the accused. In 

like manner juries have refused to convict un- 

licensed practitioners although the defendant has 

admitted practicing without a license. The mini- 

mum penalty for a misdemeanor of this kind, being 

a fine of $50 or ten days’ imprisonment, scarcely 

serves as much of a deterrent. A jury is as a rule 

loath to take away an individual’s livelihood un- 

less he is shown to be distinctly harmful. The fact 

remains in medical practice as in other lines that 

if a locality does not wish to enforce a law, the 

law is not going to be enforced. 

The physician along with other citizens carries 

the responsibility of bringing offenders to time. 

And this in spite of the fact that the physician’s 

motives are likely to be misconstrued. The lay- 

man, however, is the one most wronged by dishon- 

est or incompetent medical practice and his insis- 

tence on his legal right of redress will do much to 

prevent such practices whether on the part of the 

licensed or unlicensed practitioner. 

COMMUNICATIONS 

900 Nicollet Ave., July 10, 1925. 

The Editor of Minnesota Mepicine: 

I have been reading the transactions of the House of 
Delegates with much interest. It seems that through the 
efforts of Dr. Herman Johnson, who left his practice for 
four months, which he devoted to the Legislature, and, at 
an expense of two thousand dollars, a time limit of two 
years instead of six for the filing of malpractice charges 
was secured. That was a fine result, but it was a result 
that ought to have been accomplished at less cost of time 
and money. No legislator who was not a crook could 
have denied the justice of such a demand on the part of 
the profession. The delegates seemed to have the faith 
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that sufficient time and money spent in dining and educat- 
ing members of later legislatures will be effective in se- 
curing the demands of the medical profession for further 
advances in medical reform. I- have serious doubts. 
Twenty-five or thirty years ago, when the Osteopathic Bill 
was put through the Legislature, a brilliant young gradu- 
ate of my own college practicing law in northern Minne- 
sota was one of its sponsors. I wrote to him and ex- 
pressed my surprise and disappointment. He defended 
himself with the usual arguments of what he had seen 
accomplished by osteopathy. One of the senators who 
had opposed the bill told me that he had been offered 
money to help put the bill through. It’s notorious that the 
irregulars of all kinds and their friends of the Medical 
Freedom sort are willing to spend large amounts to cor- 
rupt legislatures, and I don’t believe the medical profes- 
sion can compete successfully with them. The prejudice 
of the average legislator against the profession is not alto- 
gether baseless. The wisdom and virtue enshrined in the 
regular profession is only one side of the story, and I 
share with other men the impression that much more might 
be accomplished by the profession in cleaning up its own 
ranks than by seeking repressive legislation against quacks 
or irregulars. Over a year ago I sent to the Minnesota 
Board of Medical Examiners full details of the swindling 
of a simple-minded man by a crooked doctor. 
I am aware no notice was taken of the facts. 
We have laws enough on the statute books now to give 

abundance of opportunity to clean up many abuses in the 
state of Minnesota, some of them in our own ranks, but 
we have apparently lacked necessary interest or have sim- 
ply been content to “let George do it.” 

Very truly yours, 
Epwarp J. Brown. 

So far as 

POLIOMYELITIS OUTBREAK 

Minneapolis, Minn., July 20, 1925. 
To the Editor: 

Dr. A. J. Chesley, Executive Officer, said that you would 
like to have some information concerning the poliomye- 
litis outbreak in southeastern Minnesota. The attached 
sheet gives the incidence of poliomyelitis cases to date 
as reported during June and July. Southern Minnesota 
has reported nearly all of the cases. Twenty-eight of the 
49 cases reported during June and July have come from 
Winona County. Seventeen of the Winona County cases 
have been reported from Winona City. 

Only two deaths have been thus far reported. The 
local physicians estimate that to every case of poliomye- 
litis there are 20 to 25 cases of acute illness which present 
symptoms simulating the early symptoms of poliomyelitis 
but which recover after a few days’ illness without any 
apparent muscular impairment. 

The cases in the southeastern part of the state have 
been investigated by our epidemiologists, and in almost 
every case they find a history of exposure to a known case 
or to some person who had a transient acute illness with- 
out paralysis. 

Under date of July 10 the Wisconsin State Board of 
Health reported that a few cases of poliomyelitis had de- 
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veloped in Trempealeau and Buffalo Counties (Wisconsin), 
along the Mississippi north of La Crosse, and on July 15 
the Wisconsin State Board of Health reported two cases 
at Alma, Wisconsin, and two at La Crosse. We have since 
received report through other sources of 14 cases in Gales- 
ville, Wisconsin. 

Very truly, 
O. McDaniet, 

Director. 
POLIOMYELITIS 

Anoka County— 
EE eo cvnkekdkenvaeeenanswn vKedaneed 1 

Blue Earth County— 
OE on. a cecseeeeserhesbewansekedee ne 3 
We CE WHR i oi. 066 cs ck ccdcdecediceece 1 

Carver County— 
COON TOWNEND oc ccscivicvcdcvcaseccccovese 6 
TI RED os. kcdssc0secresoccsveccees 3 

Fillmore County— 
RE CHEE cccecccccccecseesens cetacean ae 2 

Hennepin County— 
Minneapolis City .............. Viseresnebetene’ 1 

Roseau County— 
WEEE vicvanccssvesave ptade nkoeneaiees 1 

Scott County— 
Sy EO: CNR, 6 éccrcedncenersnenceccees 1 

Stevens County— 
Chokio Village 

Wabasha County— 
NE TD vviecanwceavesacancanediars wahiie han 1 

Winona County— 
ORD TUNED x iecccsddnnceneccnseneine 1 
i, SE. WES vticwencneseaneeawwaneaetne » 3 
hc bos esate eeecoenbenaeeiie 17° 
Bk NE PIN cscs cesccecnscaseesanns 2 
PE SED: is... 0 ttc pansaneaanan<aewnienees 1 
DE CEE icdatcncesrenseeeieereceunimacevs 1 
TEE TOD occ wees ccccvexcedieccensed 1 
WE SEE kketutscsnandsnscnwcnuieadasse 2 

BE casiinsanctenndeiarbusiesadeieeantenanes 49 

*Two deaths. 

Minnesota State Board of Health Regulations for polio- 
myelitis require: 

1. Immediate report by telephone or telegraph “collect” 
to Division of Preventable Diseases, of all recognized or 
suspected cases. 

2. Isolation of patient in screened room for 2 to 3 
weeks from onset. 

3. Collection of patient’s nose, throat, and mouth dis- 
charges on cloths, to be burned at once. 

4. Disinfection of bowel and bladder discharges. 
5. Private funeral and terminal disinfection if death 

occurs. 
6. Children in the house, and persons associated with 

the patient, shall be kept under observation for two weeks 
after last exposure and during this period must not attend 
any public, private or parochial church or Sunday school, 
or any public or private gathering whatever. 

COMMUNICATIONS 

Note.—Do not overlook danger from convalescenis and 
“carriers.” 

7. Dogs, cats and other household pets must be kept 
out of house. 

Nore.—Abortive cases of poliomyelitis are dangerous 
and should be isolated under the same precautions as para- 
lyzed cases. 

Whenever poliomyelitis prevails in a locality the local 
board of health shall cause a search for, and a careful 
examination of, all ill children to be made and all children 
with fever shall be isolated pending the diagnosis. 
Note.—The most effective agency in the control of 

poliomyelitis is the employment of public health nurses 
who, in co-operation with the physician, will teach sick- 
room precautions, the necessity for rest in bed, and the 
need of proper support for affected parts. 
An epidemiologist is sent to make lumbar puncture, 

administer serum, trace source of infection, if possible, 
and to advise local health officer relative to control meas- 
ures, upon receipt of report of a case or suspected case 
of poliomyelitis or cerebrospinal meningitis. Early lumbar 
puncture is of the greatest importance in both diseases. 

Outfits for collection of spinal fluid specimens for lab- 
oratory examination are furnished free of charge upon 
request by the Division of Preventable Diseases, State 
Board of Health, University Campus, Minneapolis. 

PRECAUTIONS TO BE TAKEN IF ACUTE POLIOMYELITIS 
(INFANTILE PARALYSIS) OR EPIDEMIC MEN- 

INGITIS IS PRESENT 

To prevent spread of these diseases and thereby avoid 
sickness, suffering and death, observe the following: 

1. Keep your children off from the streets. 
2. Do not let them play with any children or associate 

with adults who are not entirely well. 
3. Keep them as quiet as possible and be sure they 

get a full amount of rest and sleep. 
4. Keep your house properly screened and swat every 

fly that gets inside. 
5. Keep sick persons who do not belong in your house 

out of your house. 
6. Be careful as to what goes into the mouth: (a) 

Wash children’s hands frequently; (b) cultivate the habit 
of keeping fingers and things not to be eaten out of the 
mouth. 

7. Be careful as to food: (a) Make sure that hands 
are washed thoroughly just before eating; (b) avoid eat- 
ing uncooked foods and vegetables that have been handled 
by unknown persons or that have been exposed to street 
dust or to flies; (c) make sure that all fruit consumed is 
ripe and not over-ripe or decayed. 

8. Use individual drinking cups and do not use your 
cup for a dipper or a dipper for a cup. 

IN CASE OF SICKNESS 

1. If one of the children or an adult in your family 
appears sick or complains of not feeling well, separate 
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REPORTS AND ANNOUNCEMENTS OF SOCIETIES 

that person from the rest of the family and call a doctor 
at once. Do not allow any visitors to enter your house. 

2. After waiting upon the sick person be sure to wash 
your hands immediately and again before eating or pre- 
paring food for others. 

3. Collect nose and throat discharges in paper napkins 
or in small pieces of old cloth and burn immediately. 

4. Bowel and bladder discharges must be disinfected 
before depositing them in a sewer or cesspool or else- 
where. To disinfect stools use 5 per cent formalin solution, 
or 5 per cent carbolic acid solution or such other disin- 
fectant as your physician or health officer shall advise. 
Always use as much of the disinfectant solution as there 
is of the discharges to be disinfected. 

5. Obey directions of your doctor and your health 
officer. 

REMEMBER! 

1. One-fifth of all persons sick with poliomyelitis die 
and many who survive remain more or less disabled 
throughout their lifetime. 

2. Three-fourths of all cases occur in children under 
ten years of age. 

3. When the disease occurs in adults, death claims 
about one-half of the cases. 

4. It pays to be careful, first as to the children, sec- 
ondly as to the grownups. 

OBITUARY 

SS I Be a aE 

DR. E. 0’B. FRELIGH 

The community of Stillwater was shocked Sunday night 
when it was learned that Dr. Edgar O’Brien Freligh died 
suddenly at his home. Death was attributed to heart dis- 
ease. 

Dr. Freligh was born in Ottawa, province of Ontario, 
Canada, February 23, 1857, being a few months past 68 
years old at the time of his death. 
He was united in marriage with Nina Berwick Rennie, 

of Montreal, November 10, 1886, and in 1887 they came to 
Stillwater, where they have since resided. 

Dr. Freligh was a communicant of Ascension Episcopal 
Church, and was a member of the Knights of Pythias, 
Elks No. 179, and Eagle lodges. He was the physician 
for the latter organization. He was president of the Wash- 
ington County Medical Society at the time of his death. 
When a young man, Dr. Freligh graduated from the 

college of pharmacy at McGill University, Montreal, Can- 
ada. Later the degree of Doctor of Medicine was be- 
stowed upon him by his alma mater. 

Dr. Freligh is survived by the widow; one daughter, 
Mrs. C. E. Doran, Stillwater; two sons, Dr. W. Proto Fre- 
ligh, Albert Lea, Minn., and Harold E. Freligh, of St. Paul; 
three sisters, Mrs. S. A. Huntington, Vancouver, B. C., 
Mrs. William Henderson, Boston, Mass., and Mrs. A. W. 
Howell, Montreal, Canada. 
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REPORTS AND ANNOUNCE- 

MENTS OF SOCIETIES 

NORTHERN MINNESOTA MEDICAL ASSOCIATION 
The annual meeting of the Northern Minnesota Medical 

Association will be held this year, Monday and Tuesday, 
August 24 and 25, at Brainerd, Minnesota. The morning 
sessions will be devoted to clinical work, with the presen- 
tation of scientific papers occupying the afternoon ses- 
sions. 

A banquet will be given the guests of the Association 
Monday evening at 7 o’clock at Breezy Point. A program 
of musical numbers and dancing will follow. 

The following program has been arranged: 

Monpay Morninc, Aucust 24TH 

CLINICAL PROGRAM 

8:00 A. M. to 8:40 A. M. 
Eye, Ear, Nose and Throat Clinic 

Dr. C. G. Nordin, Brainerd 
Dr. N. H. Gillespie, Duluth 

8:40 A. M. to 9:20 A. M. 
Neurological and Mental Clinic 

Dr. W. S. Patterson, Fergus Falls 
Dr. Joseph Nicholson, Brainerd 

9:20 A. M. to 10:00 A. M. 
Surgical Clinic 

Demonstration of Operated Fracture Cases 
Dr. J. A. Thabes, Brainerd 

10:00 A. M. 
General Clinic 

Dr. J. B. Derauf, Brainerd 
Dr. A. W. Ide and staff, St. Paul 

Monpay Arrernoon, Aucust 24TH 
SCIENTIFIC PROGRAM 

1. Surgery in the home with some interesting surgical 
WET. cocn<n seen Dr. R. G. Christie, Long Prairie 

2. Some phases of renal diagnosis and the classifica- 
tions of renal diseases from the medical stand- 
Mc catsookcesnin’ Dr. F. J. Hirschboeck, Duluth 

3. Chronic backache: Some applications of ortho- 
pedic knowledge to the problems involved in 
relief from a common disorder..........++++0++ 

Dr. J. R. Kuth, Duluth 
4. Colon irritability..... Dr. E. L. Gardner, Minneapolis 
5. Diabetes in private practice. .....ccccccsccccccces 

Dr. Fred H. Stangl, St. Cloud 
6. The treatment of unilateral pulmonary tuberculosis 

with associated empyema...........cccesseeces 
Dr. Carl A. Hedblom, Madison, Wis. 

7. The value of X-ray as a therapeutic agent......... 
Dr. A. U. Desjardins, Rochester 

8. The management of sinusitis in children.......... 
Dr. Roy A. Barlow, Madison, Wis. 

Monpay Evenine, Aucust 247TH 
7 oCLock 

Annual Banquet at Breezy Point 
President’s Address—Dr. E. L. Tuohy, Duluth 



Tuespay Morninc, Aucust 25TH 
CLINICAL PROGRAM 

8:00 A. M. to 8:40 A. M. 
Pediatric Clinic 

Dr. M. P. Gerber, Brainerd 
Dr. O. W. Rowe, Duluth 

8:40 A. M. to 9:20 A. M. 
Genito-Urinary Clinic 

Dr. Gilbert Thomas, Minneapolis 
Dr. R. A. Beise, Brainerd 

9:20 A. M. to 10:00 A. M. 
Special Clinic ; 

Dr. Carl Hedblom, Madison, Wis. 
10:00 A. M. to 10:40 A. M. 

General Clinic 
Involving Roentgen Presentations 

Dr. M. J. Kern, St. Cloud, Minn. 
Dr. J. C. McMillan, Winnipeg 

10:40 A. M. to 12 A. M. 
Clinic on Diabetes 

Dr. Russell M. Wilder, Mayo Clinic, Rochester 
Dr. Fred Stangl, St. Cloud 

Tuespay Arrernoon, Aucust 25TH 
SCIENTIFIC PROGRAM 

Inguinal hernias.......... Dr. George Earl, St. Paul 
2. The value of history taking in general disease, and 

gastro-intestinal disease particularly............ 
Dr. George B. Eusterman, Rochester 

3. The radiological findings in some of the more com- 
mon diseases of the colon........cccccccccccce 

Dr. J. C. McMillan, Winnipeg 
4. Peripheral vascular changes in disease............ 

Dr. G. H. Brown, Rochester 
5. Diathermia in general practice..............2-00 

Dr. O. V. Johnson, Sebeka 
i NR ies ce etsdsecaens Dr. C. W. More, Eveleth 
7. The fundamental principles involved in successful 

” eancer surgery..Dr. Wm. A. Ground, Superior, Wis. 
8. Mercurochrome in acute infections of the central 

nervous system...... Dr. W. H. Hengstler, St. Paul 

_ . 

WABASHA COUNTY MEDICAL SOCIETY 
At the fifty-seventh annual meeting of the Wabasha 

County Medical Society, held in Plainview, Minnesota, 
Thursday, July 9, 1925, the following officers were elected 
for the coming year: President, Dr. D. S. Fleischhauer, 
Wabasha; vice-president, Dr. E. A. French, Plainview; 
secretary-treasurer, Dr. W. F. Wilson, Lake City. Dr. 
E. H. Bayley, Lake City, was elected as delegate to the 
State Association meeting, with Dr. H. E. Bowers, Lake 
City, as alternate. 

Committees appointed included a Public Health Com- 
mittee, consisting of Drs. H. E. Bowers, Lake City; E. H. 
Bayley, Lake City, and: D. P. Dempsey, Kellogg, and a 
Committee on Legislation, composed of the following mem- 
bers: Drs. J. A. Slocumb, Plainview; D. S. Fleischhauer, 
Wabasha, and E. H. Bayley, Lake City. 
A dinner and social hour preceded the scientific program, 

which was opened with the president’s address, “Medical 
Co-operation,” by Dr. H. E. Bowers, at 2 o’clock. Other 

GENERAL INTEREST 

numbers included an address by Dr. E. A. Meyerding 
St. Paul, secretary of the State Medical Association, on 
“Insurance and Other Medical Economic Problems,” and 
a paper entitled “Some of the Newer Developments in the 
Cancer Field,” presented by Dr. William C. McCarty, of the 
Mayo Clinic staff, Rochester, Minn. 

Senator James A. Carley, who was an invited guest at 
the meeting, was given an ovation on the stand he took in 
regard to legislative matters in the last session of the 
State Senate. He responded with an appreciation of the 
manner in which legislative matters were handled by the 
members of the medical profession. 

On motion, the society instructed its secretary to write 
a letter of appreciation to senators and representatives 
from the district, thanking them for their stand regarding 
medical legislation during the last session of the legislature, 

The society voted to hold the next regular meeting at 
Wabasha in July, 1926. 

AMERICAN ELECTROTHERAPEUTIC 
ASSOCIATION 

The American Electrotherapeutic Association will hold 
its 35th Annual Session September 15 to 18 at the Hotel 
Drake, Chicago, Ill. Papers will be read by the leading 
men in the field of physical therapeutics and by invited 
guests of national reputation. A demonstration of actual 
technic of application of the various physical modalities 
will be given. There will be a complete exhibit of the 
latest electrotherapeutic apparatus and accessories. ll 
legally licensed physicians are welcome and detailed pro- 
gram can be obtained by addressing Dr. Richard Kovacs, 
Secretary, 223 East 68th Street, New York City. 

OF GENERAL INTEREST 

Dr. F. C. Schuldt, St. Paul, who has been abroad for 
two months, has returned home. 

Dr. Albert Fritsche, of New Ulm, is spending a six 
weeks’ vacation in our western states and in western 
Canada. 

Dr. and Mrs. Theo. Hammermeister, of New Ulm, have 
returned from a camping and fishing trip in northern 
Minnesota. 

Dr. E. R. Jellison, formerly of New Auburn, has opened 
offices in the Walker Building, Minneapolis, for the practice 
of medicine. 

Dr. and Mrs. F. P. Strathern, of St. Peter, left July 17 
for a three weeks’ trip to Denver, Salt Lake City and Yel- 
lowstone Park. 

Dr. and Mrs. Charles H. Mayo, who have been abroad, 
returned home by motor from New York, where they were 
joined by their sons, Charles Mayo, Jr., and Joseph Mayo. 

Dr. George T. Baskett, assistant superintendent of the 
State Hospital at St. Peter, together with Mrs. Baskett, 
has returned from a trip to Big Timber, Montana, and 
Yellowstone Park. 

Dr. I. E. Bowing has withdrawn from the partnership 
of Stangl, Bowing and Stangl, at St. Cloud, Minnesota, 
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NEW AND NON-OFFICIAL REMEDIES 

and removed to Port Washington, Wisconsin, where he has 
located for the practice of his profession. 

Dr. Charles A. Lapierre, of Minneapolis, accompanied by 
his wife and daughter, Ada, is making a three months’ 

tour of Europe and will return the latter part of September. 
Dr. Arthur Lapierre and Dr. Jean Lapierre, sons of Dr. 

' Lapierre, have taken over their father’s practice in his 
absence. 

An examination was held by the American Board of 
Otolaryngology on May 26, 1925, at the Medico-Chirurgical 
Hospital, Philadelphia. The next examination will be held 
at the University of Illinois School of Medicine on October 
19, 1925. Applications may be secured from the Secretary, 
Dr. H. W. Loeb, 1402 South Grand Boulevard, St. Louis, 
Missouri. , 

Dr. K. H. Van Norman, of St. Paul, has accepted the 
directorship of a group of three hospitals located on the 
campus of Western Reserve University, Cleveland, Ohio. 
Dr. Van Norman will leave his present position as super- 
intendent of the Charles T. Miller Memorial hospital and 
the Wilder Dispensary within the next three months to 
assume his duties in Cleveland. 

Five fellowships in neuropsychiatry have been established 
in the Graduate School of Medicine of the University of 
Pennsylvania by the Commonwealth Fund of New York. 
The courses begin October 12, 1925, and are for three 
years, one year being devoted to fundamental work, one to 
practical and one to investigation. The yearly stipend will 
amount to about $2,200.00 per annum. Applications should 
be addressed to the Dean of the Graduate School of Medi- 
cine, University of Pennsylvania, Philadelphia. 

The former Nurses’ Home at 577 Oakland Ave., St. Paul, 
has been converted into a convalescent home for women 
and is being operated by the Junior League of St. Paul, 
whose members guarantee its financial support for one 
year in advance. 

The house accommodates twelve patients and has been 
redecorated with a view to providing the atmosphere of 
cheerfulness, comfort and quiet most conducive to speedy 
convalescence. 

A registered nurse is in charge of the home, assisted by 
an advisory board whose chairman is a physician. There 
is a competent cook and the need for additional service is 
regulated by the number of patients. ; 

The rates are nominal: seven dollars a week for double 
room and twelve dollars for room alone, including meals. 
Meals will be served in the rooms if desired for an addi- 
tional charge of ten cents a meal. 

Forty members of the Ramsey County Medical Society, 
which has endorsed the home, have made use of its facil- 
ities. Among the patients have been heart cases whose 
home conditions were unsatisfactory, cataract cases await- 
ing operation, “worn-out mothers” who need rest, cases 
recovering from operation no longer in need of hospital 
care, but not yet able to take up their regular duties. 

The house is always open for inspection and information 
may be had over the telephone (Elkhurst 4076) from Miss 
Durkee, who is in charge, or through the Junior League 
member who is on duty at the home each afternoon. 

NEW AND NON-OFFICIAL 

REMEDIES 

The following articles have been accepted by the Coun- 
cil on Pharmacy and Chemistry: 

AmerRIcAN CHEMICAL LABORATORIES: 
Rhus Tox. Antigen (Strickler) 
Rhus Venenata Antigen (Strickler) 

Britt, Loerrrer & WEIL: 
Loeflund’s Malt Extract With Calcium 
Loeflund’s Malt Extract With Cod Liver Oil 

LepERLE ANTITOXIN LABORATORIES: 
Scarlet Fever Streptococcus Antitoxin (Unconcen- 

trated) 
Wm. S. Merrett Co.: 

Pituitary Extract (Obstetrical) -Merrell 
Pituitary Extract (Surgical) -Merrell 

H. K. Mutrorp Co. 
Lamb’s Quarters Pollen Extract-Mulford Treatment 

Sets. 
Scarlatinal Antitoxin (Unconcentrated) -Mulford 

Parke, Davis & Co.: 
Tuna Fish Protein Diagnostic-P. D. & Co. 

Freperick Stearns & Co.: 
Insulin-Stearns, 80 Units, 5 c.c. 
Insulin-Stearns, 80 Units, 10 c.c. 

Winturop CuHemicat Co.: 
Solarson 

TRUTH ABOUT MEDICINES 
NEW AND NON-OFFICIAL REMEDIES 

Poison Ivy Extract-Lederle (In Almond Oil).—A solu- 
tion in almond oil of a substance extracted from the fresh 
leaves of poison ivy (Rhus toxicodendron). The prepara- 
tion is used to desensitize persons against poisoning with 
Rhus toxicodendron and to relieve the symptoms of the 
dermatitis produced by contact with the plant. It is in- 
jected intramuscularly. The preparation is supplied in 
syringes containing 1 c.c. Lederle Antitoxin Laboratories, 
New York. 

Pollens Dried-Mulford—The dried pollen of various 
species of plants. Pollens dried-Mulford are intended 
for diagnosis only (Allergic Protein Preparations, New 
and Non-official Remedies, 1925, p. 278). A small amount 
of the dried pollen is rubbed into an abrasion of the skin 
to which has been applied a drop of physiological solution 
of sodium chloride or of tenth-normal sodium hydroxide 
solution. An urticarial wheal appearing within a half hour 
from the time of application indicates a sensitiveness to 
the particular pollen used. Pollens dried-Mulford are 
marketed in packages of one capillary tube containing a 
sterile needle and sufficient pollen for one test; in pack- 
ages of six capillary tubes and in vials containing 0.05 
gm. of pollen. . 

Typhoid Vaccine-P. D. & Co. (New and Non-official 
Remedies, 1925, p. 363.)—This is also marketed in, pack- 
ages of thirty ampules, ten containing 500 million and 
twenty containing 1,000 million killed typhoid bacilli each. 
Parke, Davis & Co., Detroit. 

Typhoid Paratyphoid Vaccine-P. D. & Co. (New and 
Non-official Remedies, 1925, p. 363).—This is also mar- 
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keted in packages of thirty ampules, ten containing 500 
million killed typhoid bacilli, 375 million killed paraty- 
phoid A and 375 million killed paratyphoid B bacilli, and 
twenty containing 1,000 million killed typhoid bacilli, 750 
million killed paratyphoid A and 750 million killed para- 
typhoid B bacilli. Parke, Davis & Co., Detroit. (Jour. 
A. M. A., June 13, 1925, p. 1825.) 

Stovarsol — Acetylaminohydroxyphenylarsonic Acid.— 
Stovarsol contains from 27.1 to 27.4 per cent of arsenic. 
Stovarsol has been reported to produce favorable effects 
in the treatment of amebic dysentery. It is claimed to 
yield satisfactory results both in the eradication of dysen- 
terie cysts and encysted flagellates and for general amebic 
dysentery. Stovarsol is not proposed for the treatment of 
syphilis and its use in amebic infections is still in the 
experimental stage. Stovarsol is supplied in tablets con- 
taining 0.25 gm. Powers-Weightman-Rosengarten Co., 
Philadelphia. 

Insulin-Mulford:--A brand of insulin (New and Non- 
official Remedies, 1925, p. 171). Insulin-Mulford is sup- 
plied in the following forms: Insulin-Mulford is sup- 
5 c.c.; Insulin-Mulford 20 units, 5 c.c.; Insulin-Mulford 40 
units, 5 c.c. H. K. Mulford Co., Philadelphia (Jour. A. 
M. A., June 20, 1925, p. 1917). 
Rhus Tox. Antigen (Strickler) —A solution of a sub- 

stance extracted from the fresh leaves of Rhus toxicoden- 
dron. Rhus Tox. Antigen (Strickler) is used to deter- 
mine sensitiveness to Rhus toxicodendron, to desensitize 
persons against poisoning with Rhus toxicodendron, and 
to relieve the symptoms of the dermatitis produced through 
contact with the plant. Rhus Tox. Antigen (Strickler) 
is supplied in packages of four 1 c.c. vials for use in pro- 
phylaxis and treatment and as Rhus Tox. Dermal Test in 
packages of a 1 c.c. vial (accompanied by a vial of Rhus 
venenata germal test) for use in determining sensitive- 
ness. American Chemical Laboratories, Philadelphia. 

Rhus Venenata Antigen (Strickler)—A solution of a sub- 
stance extracted from the fresh leaves of Rhus venenata. 
Rhus Venenata Antigen (Strickler) is used to determine 
sensitiveness to Rhus venenata, to desensitize persons 
against poisoning with Rhus venenata, and to relieve the 
symptoms of the dermatitis produced through contact with 
the plant. Rhus venenata antigen (Strickler) is supplied 
in packages of four 1 c.c. vials for use in prophylaxis and 
treatment, and as Rhus venenata dermal test in packages 
of a 1 c.c. vial (accompanied by a vial of Rhus Tox. Der- 
mal Test) for use in determining sensitiveness. 
Chemical Laboratories, Philadelphia. 
June 27, 1925, p. 2003.) 

American 
(Jour. A. M. A,, 

PREVENTIVE TREATMENT FOR RABIES 
The Harris Pasteur Treatment for rabies can be given 

and kept on hand by the physician and is reliable. New 
and Non-official Remedies, 1925, lists the antirabic vaccine 
of a number of manufacturers which is sent out in pack- 
ages of seven, fourteen and twenty-one doses. Recently 
the Council on Pharmacy and Chemistry has announced 
the acceptance of antirabic vaccine of this class marketed 
by the H. K. Mulford Co., the Cutter Laboratory and the 
Lederle Antitoxin Laboratories. 

(Jour. A. M. A., June 27, 1925, p. 2022.) 
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SOTA ACADEMY OF MEDICINE 

Meeting of April 15, 1925 

The regular monthly meeting of the Minnesota Academy 
of Medicine was held at the Town and Country Club on 
Wednesday evening, April 15, 1925, at 8 o’clock. The meet- 
ing was called to order by the President, Dr. H. P. Ritchie, 
There were 40 members and 4 visitors present. 

The minutes of the March meeting were read and ap. 
proved. 

The Secretary read a letter from the Minnesota Histori- 
cal Society acknowledging receipt of the old minute books 
of the Academy which have been placed in their vault for 
safe-keeping. 

Dr. R. O. Beard was elected to honorary membership in 
the Academy. 

Dr. Oscar Owre reported a case of nephroma of the 
kidney. 

Dr. Geo. Doucias Heap reported the following case of 
Carcinoma of the Stomach Simulating Ulcer of the Stom- 
ach or Duodenum. (Specimen shown.) 

Cancer of the stomach is rarely associated at its onset 
with an acute hemorrhage from the stomach and bowels. 
The case I wish to report began with a sudden emesis of 
a large quantity of blood and also the passage of bloody 
stools. In its history and clinical findings it simulated an 
ulcer of the stomach or duodenum. This was the early 
diagnosis made. The subsequent development of a mass 
in the body of the stomach raised the question of cancer. 
The presence of a perforation in the center of the growth 
in the hard scirrhous part of the mass suggested strongly 
carcinoma superimposed upon an ulcer base. 

Mr. O. J. O., 61 years, married, children, traveling sales- 
man. Has been a healthy man all his life aside from some 
stomach trouble off and on which has bothered him for 
the last twenty years. On November 16, 1924, while on a 
trip to North Dakota, he was suddenly seized with nausea 
and vomited up a large quantity of blood, a wash-basin 
full. He also had a number of black, tarry stools. On 
the day following the large hemorrhage, he vomited again 
a quantity of blood, he thinks about a cupful. After 
the hemorrhage he felt very weak and exhausted. He 
was seen by a physician who told him he had a duode- 
nal ulcer and kept him in bed with an ice bag over his 
upper abdomen and on starvation for four or five days, 
after which he was allowed to return home, where I exam- 
ined him on December 4, 1924. 

The examination revealed a tall, thin, extremely anemic- 
looking man, weak and exhausted from hemorrhage. He 
was complaining of some discomfort in the upper abdomen, 
but the examination disclosed no tenderness. No mass 
could be felt, no enlarged lymph glands. The entire ex- 
amination was negative, outside of a dark brown stool con- 
taining occult blood, and the blood findings of a high- 
grade secondary anemia. Hemoglobin, 42 per cent; R.B.C., 
2,696,000; color index, 89; W.B.C., 14250. Differential 
leucocyte count: P.M.N., 84.5; Lymph., 8.0; L.Mono., 3.5; 
Trans., 2.5; Eosin, 1.0; Baso., 0.0; Myelocytes, 0.5. No 
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poikilucytosis, no anisocytosis, no polychromatophilia. No 
y-ray or gastric studies were done on account of the pa- 
tient’s condition. 
A diagnosis of gastric or duodenal ulcer was made and 

the patient put upon a rest cure for ulcer, with the alka- 
line treatment and liquid foods. He had very little dis- 
comfort, the color of the stools gradually lightened, and 
his illness pursued the regular course, except that the 
stools always contained a small amount of occult blood. 
After he had been in bed and under treatment for six 
weeks, I began to allow him semi-solid food. He then 
commenced to complain of pain in the left upper abdomen 
close to the left costal margin and, on palpation in this 
area, a small mass, the size of a pullet’s egg, was pal- 
pated. It was movable, descended on inspiration and 
was clearly in the great curvature of the stomach. Only 
two interpretations of the mass could with reasonableness 
be made, i.e., an ulcer in the greater curvature with dense 
adhesions and perigastritis, and a carcinoma of the great- 
er curvature. 

The gastric distress increased, the mass became larger 
and more tender, and on March 30, 1925, Dr. George Eitel 
opened the abdomen and found a sharply circumscribed 
carcinoma the size of an orange in the greater curvature 
of the stomach, without metastases, but with dense adhe- 
sions to the transverse colon. 

The mass with a part of the stomach wall was excised, 
together with a portion of the transverse colon. The pa- 
tient lived four days following the operation. (Exhibits 
specimen.) 

You will note the scirrhous type of the growth, in the 
center of which there is a small perforation. Inasmuch 
as the perforation is in a hard portion of the mass, the 
question is raised whether this case is an illustration of a 
carcinoma superimposed upon an ulcer. This occurs in 
about 8 to 10 per cent of carcinomata of the stomach. 
The history of a long gastric ailment over years, with a 
sudden severe hemorrhage, and the course which the case 
pursued strengthens this interpretation of this condition. 

DISCUSSION 

Dr. Assotr: Was there carcinoma in the whole area? 

Dr. Heap: I do not know. A piece was cut out near 
the periphery and sent over to the University. This is the 
first case of carcinoma of the stomach which I have ob- 
served in which the onset of symptoms was ushered in 
by severe hemorrhage from the stomach and bowels. 

Dr. Jupp: This certainly is a very interesting case and 
illustrates very well the type of case we see which starts 
with an ulcer of the stomach and when it comes to opera- 
tion is found to be malignant. The question of whether 
or not it was malignant in the first place is pretty hard 
to settle. This case certainly suggests that it was an ulcer 
at the start. 

Dr. Heap: There is another point of interest I might 
add. This man lived about four days after the resection 
was done. On the fourth day it was thought advisable to 
give 200 c.c. of 1 per cent glucose solution intravenously. 
After about 100 c.c. of glucose had been put in the vein 
he was given one unit of insulin by order of the attending 
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surgeon. Of course, the patient was hypoglycemic because 
of his long starvation. Immediately after this man had 
been given the one unit of insulin he developed a very 
severe chill lasting a number of hours, with marked rest- 
lessness and symptoms of shock. He showed all the evi- 
dences of the presence of an extreme state of hypoglycemia, 
from which he did not rally. The patient’s condition was 
not good at the time the glucose and insulin were given. 
I do not think the giving of this smal lamount of insulin 
had any effect upon the outcome. 

Dr. W. F. Braascu reported a case of cystic degenera- 
tion in hydronephrosis. 

Dr. F. R. Wricut gave a review of Lichtenstein’s Mono- 
graph on “Gonad Therapy.” 

Dr. Heap: The question arises in the minds of a good 
many of us as to just how long the effects of this trans- 
plantation of gland remain? 

Dr. Wricut: The case mentioned was eight years, but 
he says that when this operation is done on animals they 
will remain for an indefinite period, or throughout the 
animal’s life. This man was twenty-nine years old. when 
operated and thirty-seven when the report was made. 

In the absence of Dr. H. L. Taylor, Dr. E. K. Geer of 
St. Paul gave a short talk and showed a moving picture, 
in four reels, of the development of “Pulmonary Tubercu- 
losis.” This picture was prepared by Dr. Louis Gregory 
Cole of New York City. 

The meeting adjourned. 
Joun E. Hynes, M.D., 

Secretary. 

Meeting of May 13, 1925 

The Minnesota Academy of Medicine held its regular 
monthly meeting at the Town and Country Club on Wed- 
nesday evening, May 13, 1925, at 8 o’clock. In the absence 
of the President and Vice President, the meeting was called 
to order by Dr. J. T. Christison. There were 47 members 
and 1 visitor present. 

The minutes of the April meeting were read and ap- 
proved. 

Dr. Cart B. Drake (St. Paul) reported the following 
case of Hemochromatosis. 

The patient is a male, aged 47, whom I first observed at 
the Ancker Hospital two years ago. At that time he was 
complaining of a loss of some eighteen pounds of weight 
during the preceding seven months, marked weakness for 
a year, and a mass in the right abdomen which he had 
noticed a month before and which seemed to be rapidly 
enlarging. His attention had been called a month previous 
to a marked change in the color of his face and hands. 
He had been perfectly well up to a year previous to his 
admission to the hospital, at which time he noticed dizzi- 
ness and lassitude. 

Born in Poland, he came to this country at the age of 
six. He had had measles in childhood. For some eight 
years he had had some stiffness in his right knee. He 
had noticed some loss of hearing in the right ear for the 
past three years which did not seem to be progressing. 
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No family history of tuberculosis, cancer, or diabetes 
could be elicited. Venereal infection was denied. He had 
smoked cigarettes since childhood. He began drinking 
beer at the age of fourteen, taking an occasional drink. 
As a young man he was accustomed to drink about a pint 
or two of beer daily. Since his marriage, at the age of 
twenty-four, he has been in the habit of drinking half 
alcohol and hot water flavored with lemon very frequently 

‘and for a number of years three times a day before his 
meals. He denies ever having been intoxicated. 

Examination at that time was essentially the picture 
he presents tonight. His weight is 142 pounds, what it 
was two years ago, although he states he has lost and 
regained 24 pounds during the interval. The color of his 
face and neck suggests a deep tan, while the hands besides 
being dark are slate-tinged. Xanthomata are present on 
both upper and lower eyelids. There is no change in the 
pigmentation of the mucous membrane of the mouth, the 
skin of the axille, nipples, pubic region or feet. There 
is no adenitis or jaundice present. The abdomen is mod- 
erately enlarged and a mass continuous with the liver ex- 
tends downward some three fingers’ breadth below the level 
of the umbilicus on the right and corresponds to a marked 
enlargement of the liver lobe on the left. The lower border 
is distinctly sharp and indurated. Splenic dullness is in- 
creased, but the border of the spleen is not palpable. No 
ascites can be determined. Physical examination fails to 
show other abnormalities. 

Blood pressure two years ago was 110/70. Repeated 
examination of the urine failed to show the presence of 
bile or other abnormality. 

Blood examination was Hb., 70 per cent; R.B.C., 2,700,- 
000; W.B.C., 8,200; and a normal differential count. The 
blood Wassermann was negative. 

The roentgenogram of the stomach failed to show any 
filling defect, but the stomach and colon were distinctly 
pushed to the left and downward respectively. 

The patient lost weight during his month’s stay in the 
hospital and weighed 118 pounds on discharge. A neo- 
plasm affecting the liver was suspected and roentgen-ray 
treatment was advised, but only one treatment was given. 

The patient was lost sight of until yesterday (May 12, 
1925). He states he has had great difficulty in obtaining 
any work he can do because he cannot pass a physical 
examination. He feels stronger, can walk several miles 
without difficulty and has gained in weight from 118 to 142 
pounds. He thinks his abdomen is slightly smaller and 
the pigmentation of his hands somewhat less than two years 
ago. 

The patient appears somewhat improved, due doubless to 
his gain in weight. Blood examination now is: Hb. 
85%, R.B.C. 4,500,000; W.B.C. 4,600. The urine is normal. 
Fluoroscopy shows no mediastinal thickening. There is 
poor excursion of the diaphragm on respiration and the 
dome of the liver extends nearly to the nipple level on the 
right. Blood pressure is 114/76. 

Diagnosis: Hemochromatosis. 

In 1882 Hanot and Chauffard reported two cases of dia- 
betes mellitus associated with hypertrophic cirrhosis of the 
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liver and a bronze-like pigmentation of the expos d yr. 
faces of the skin. In the next few years several similar 
cases of so-called bronze diabetes were reported by other 
writers. 

In 1899 von Recklinghausen described a condition of 
general pigmentation of the viscera which he called hemo. 
chromatosis and pointed out its relation to bronze dia. 
betes. He described two forms of pigment present, one the 
brown pigment, hemosiderin, which reacted to iron tests 
and which was found disseminated throughout the liver 
and pancreas particularly, but also in the lymph glands and 
skin. The other pigment, hemofucsin, ochre-yellow in color, 
which did not react to tests for iron, was found in the 
smooth muscles of the stomach and intestines particularly, 

Some hundred cases of hemochromatosis have been re- 
ported to date. 

In 1921 Blanton and Healy summarized the eighty-one 
cases so far reported. The liver in such cases is enlarged 
and cirrhotic due to both intra- and extra-cellular deposits 
of pigment—for the most part hemosiderin. The pancreas 
is golden bronze or brown in color and fibrotic, the islands 
of Langerhans being rarely affected. Eighty-five per cent 
of the cases reported had shown sugar in the urine. The 
spleen varied in size and the abdominal lymph nodes par- 
ticularly showed brown or chocolate-colored changes. Iron 
pigment was found in the skin in small amounts in only 
half of the cases reported. 

Explanation as to the cause of the disease has for the 
most part been theoretical. The picture points to a toxic 
agent affecting liver cells particularly and possibly red cells 
also, although anemia is not the rule. If red cells are ab- 
normally destroyed, the destruction is kept pace with by 
new cell formation. We do know that hemosiderin de- 
posits are found in pernicious anemia also. 
A recent contribution to the subject has been made by 

Mallory, who reported in the January, 1925, number of the 
American Journal of Pathology, the finding of ten cases 
with pigmentation of the viscera justifying the diagnosis 
of hemochromatosis in a series of 288 necropsies performed 
during the year ending March 1, 1923, at the Boston City 
Hospital. Just as astonishing was the failure to find a 
single case in the following year. 

The two outstanding features in the study of these ten 
cases was the frequent history of the excessive use of alco- 
hol and the exposure to copper poisoning in the trades. 
Suspecting that the two factors were related, investigations 
were made. 

Rabbits were administered copper orally, intravenously 
and subcutaneously with resulting hemofucsin deposits in 
the liver and other organs. Analysis was then made of 
numerous alcoholic beverages. Whereas wines contained 
in most instances only a fraction of a milligram of copper 
per liter, and many specimens of distilled liquors contained 
less than 10 mgm. of copper per liter, enormous quantities 
of copper were found in some specimens of moonshine. 
One sample contained as high as 1,250 mgm. of copper per 
liter, corresponding in toxicity to 4.95 c.c. of copper sul- 
phate. 

The logical conclusion is that hemochromatosis is the 
result of copper poisoning. Mallory states that whereas the 
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human organism can tolerate small doses of copper, the 
excessive absorption of copper over a prolonged period of 
years produces the picture of hemochromatosis. When the 
pancreas becomes sufficiently affected, diabetes mellitus 
complicates the picture. 

As sources of copper poisoning, Mallory points out: 

1. Distilled liquor contaminated with copper dissolved 
from copper condensers by the action of volatile organic 
acids (citric and acetic) distilled over with the alcohol. 

2. Occupations in which copper is absorbed by inhala- 
tion of dust or handling. 

3. Acid foods (fatty acids in lard, organic acids in 
jellies, candies, etc.) cooked in copper vessels. _ 

My patient is the picture of hemochromatosis. The low 
blood pressure and gastric crises of Addison’s disease are 
lacking. The duration is too long for a neoplasm involv- 
ing the liver. There is no history of poisoning from arsenic 
or silver. History of lues is lacking and the Wassermann 
is negative. The lack of jaundice is against a Hanot’s 
cirrhosis. 

Diabetes is likely to develop and the patient has been 
warned to cease the use of alcohol. 

DISCUSSION 

‘ Dr. L. A. Nippert: Dr. Drake’s reference to the neces- 
sity of taking a careful history is illustrated by the history 
of a farmer who complained of persistent cough and ex- 
pectoration which troubled him for several years. Nothing 
definite was found on physical examination but the fluoro- 
scope showed black deposits scattered throughout both 
lungs. On further questioning it was found that he had 
worked in a copper mine for fifteen years before he be- 
came a farmer nine years ago. 

Dr. A. C. SrracHAvER (Minneapolis) reported a case of 
resection of two-thirds of the stomach for a large ulcer, 
the interest in the case being on account of the pre-opera- 
tive diagnosis of carcinoma of the stomach so advanced as 
to probably be inoperable. 

Patient, Henry P., aged 63 years, was admitted to the 
medical service of the University Hospital complaining of 
cardiac symptoms, with nausea, weakness, and loss of appe- 
tite. When seen in consultation by the staff of the surgical 
service, the patient’s hemoglobin was 28 per cent, R.B.C. 
1,820,000, W.B.C. 7,800; free HCl 0; total 0; stools posi- 
tive for blood. Fluoroscopic examination showed a large 
filling defect on the lesser curvature of the stomach, be- 
lieved to be cancer. As there was no evidence of any me- 
tastasis, the cul-de-sac being negative on rectal examina- 
tion and the supraclavicular findings negative, it was felt 
that the only hope for the patient was through operation. 
Two pre-operative blood transfusions were given, raising 
the hemoglobin to 34 per cent and the red blood cells to 
2,100,000. 

Operation: On opening the abdomen a large lesion with 
a crater was exposed on the lesser curvature of the stomach. 
The contents of the peritoneal cavity were otherwise nega- 
tive. The mass grossly appeared to be malignant, but was 
local and removable; therefore, an excision of two-thirds 
of the stomach with cautery and a poly-anastomosis with 
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jejunal loop about 14 inches from the duodeno-jejunal 
angle was done. 

The patient was transfused again on the evening fol- 
lowing the operation. There was no vomiting or disten- 
sion, and save for transient auricular fibrillation on the day 
following the operation, convalescence was uneventful. 

Microscopic examination by the University Hospital 
pathologist showed benign ulcer. 

It is impossible to decide by the appearance of a certain 
large, limited group of ulcers of the stomach whether the 
lesion is benign or malignant. These lesions should always 
be removed whenever possible and microscopic examination 
made. Many carcinomas have been operated upon under 
the diagnosis of simple ulcer of the stomach, gastroenter- 
ostomy alone being performed or incomplete destruction by 
the cautery; the patient, after a time, died from carci- 
noma. Likewise, massive benign ulcers of the stomach 
have, erroneously, been considered inoperable, as in the 
above case. 

Transfusions of blood should be resorted to more fre- 
quently in the pre-operative preparation of the patient. 
The procedure forces the resistance in extra-hazardous 
cases and makes operable what would otherwise be an in- 
operable case. 

Dr. A. A. Law (Minneapolis) reported 3 cases of malig- 
nancy of the gallbladder. 

Dr. F. E. Burcu (St. Paul) read a paper entitled “Oph- 
thalmoscopic Evidence of General Circulatory Disease,” 
and showed lantern slides. 

DISCUSSION 

Dr. Murray: The subject of retinal arteriosclerosis is 
one of a great deal of interest not only to the ophthalmolo- 
gist but to the internist. A great many of these patients 
first come to the ophthalmologist complaining of eyestrain, 
blurred vision, headache, dizziness and other symptoms of 
eyestrain. It is of very great importance to the ophthal- 
mologist to study all these cases carefully to see these 
changes. When changes occur in the retina in the course — 
of arteriosclerosis, and. they are gross changes, they are very 
easily recognized. Dr. Burch pointed out the changes seen 
in those cases. But in the early cases, in cases of hyper- 
piesis where fundus changes are not so marked, it is im- 
portant to find them at that time. Lesions in the retina are 
not always good indications of the type of arteriosclerosis. 
There are certain changes which are found in the early 
stages of arteriosclerosis. Instead of having contracted ar- 
teries we often see broad arteries, full arteries with broader 
light reflexes. Sometimes at that stage we find a hyperemic 
disc, and it is important to make a very careful study of 
the fundus. 
When we attempt to classify the types of arteriosclerosis 

by the changes that occur in the retinal vessels we get into 
a rather difficult subject. If we have a case of essential 
hypertension, we get, usually, certain changes in the fun- 
dus, but they may vary a great deal. I refer to the cases 
in which there are no renal or cardiac changes. In one of 
the cases Dr. Burch showed you, which I had under observa- 
tion, there have been no renal changes at any time. That 
case showed rather marked retinal changes present, i.e., 
narrowing of the arteries with increased light reflex, com- 
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pression of the veins by arteries, also hemorrhages and 
areas of exudate; she had fundus changes which might 
have indicated hypertension plus nephritis, although the 
exudates did not appear as in albuminuric retinitis. This 
particular case had hemorrhages; the areas of exudates dis- 
appeared, and others have followed. This case also had a 
cerebral hemorrhage from which she recovered. About six 
months after the picture was taken, the patient died from 
abdominal hemorrhage from the mesenteric vessels. 

These cases are important from a prognostic standpoint, 
as the condition of the retinal vessels is some indication of 
the condition of the cerebral vessels. I do not think Dr. 
Burch referred to Moore’s report on this. I believe he 
reported on 44 cases of cerebral hemorrhage, in which 70 
per cent showed arteriosclerosis in the retinal vessels and 
30 per cent showed no fundus changes. 

These cases are of interest to the internists and I hope we 
will hear from them as to the value of ophthalmoscopic ex- 
aminations in these cases. 

Dr. Futton: It is not as a mere matter of form that I 
compliment Dr. Burch on his excellent paper, for its prac- 
tical merit must be apparent to every member of the 
Academy who has had the very great privilege of listening 
to it. It will be an extremely useful document to refer 
to and to study in the future. 

I have recently read a paper, by the same author, in 
which he takes up the relationship of high blood pressure 
and vascular diseases to cataract operative procedures. In 
this paper he has worked up some very valuable tables 
which are most useful in bringing about a more thorough 
understanding in regard to the relationship of these condi- 
tions and in the end are instrumental in producing the 
best possible results for the relief of such eye conditions. 
In the early stages of cataract and in monocular cataracts, 
the ophthalmoscope gives valuable information as to the 
condition of the blood vessels, local and systemic. Re- 
cently I have devoted considerable time to the study of 
tuberculous disease of the eye. Here again this instrument 
is our most valuable aid. 

For a long time we believed that the retina was an index 
for the study of kidney conditions and that the kidney 
condition was the chief causative factor of retinal pathol- 
ogy. We are now aware, however, that nephritis may not 
produce retinitis any more than retinitis can produce 
nephritis. There is a retinal picture consisting of cork- 
screw arteries, kinked veins, small white spots seen in all 
parts of the retina, especially around the macule, and a 
brick-dust colored disc which were looked upon as indica- 
tive of high blood pressure due to kidney complications, 
but this condition may be met with independent of any 
kidney trouble; but when to this condition there is quickly 
added edema, hemorrhages, and numerous white foci, we 
know we have a development of parenchymatous nephritis 
and the end of the patient is near at hand. 

I agree with Dr. Burch in his comments upon thrombosis 
of the retinal veins. A careful ophthalmologic study of 
this condition has been made by a number of oculists re- 
cently and many cases reported. It may exist with or 
without systemic disease. Most of the cases I have met 
with have been traced to a septic focus, the removal of 
which brings prompt relief to this form of retinal trouble. 
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The prognosis is always extremely favorable, esp:-cially 
when the pathology is confined to the branches of the cen. 
tral retinal vein. 

The pictures shown here tonight illustrate in « very 
thorough and satisfactory manner the vascular diseases of 
the fundus, as seen by the ophthalmoscope. 

The internist has much to explain in regard to blood 
pressure. We sometimes find a vast difference in the blood 
tension of the right and left arm. Blood pressure in nor- 
mal blood vessels, even as high as 200, is not considered 
dangerous if the walls of the vessels are normal. So contra- 
dictory are the results of the blood tension taken by dif- 
ferent doctors at different times as to indicate that the 
instruments used for this purpose are not as reliable as 
they should be. They do not seem to be as accurate as 
those the oculists use for taking the tension of the eye. 
By means of the tenometer, associated with the dynamome- 
ter, not only an accurate measurement of ocular tension 
but an accurate estimate of the retinal arterial blood pres- 
sure is obtainable. 

This paper indicates to us very forcibly that an accurate 
knowledge of the fundus conditions as revealed by the 
ophthalmoscope aids us very materially in obtaining a cor- 
rect diagnosis, prognosis and treatment of patients with 
diseases of the heart, blood vessels, and kidneys, as well as 
intracranial diseases. 

Dr. Burcu (in closing): I am very grateful for this dis- 
cussion. I wish to call your attention to the use of the 
electric ophthalmoscope leading to errors in interpretation 
of the light reflex. The ophthalmoscope which had a bead- 
ed lens in the tiny lamp often exaggerated the reflex. If 
we use the slit mirror ophthalmoscope with the softer lizht 
we find it makes a great difference. 

The classification of circulatory and renal diseases is not 
clear in the minds of the ophthalmologists, but by discus- 
sions between ophthalmologists, internists and _patholo- 
gists, we are acquiring information that eventually will 
permit us to know how to interpret these changes much 
more correctly than we do today. 

Dr. E. S. Jupp (Rochester) gave a “Review of the Re- 
sults of Operations on the Biliary Tract and Pancreas.” 
Lantern slides and charts were shown. 

DISCUSSION 
Dr. Mann: This has been an exceedingly interesting 

series of points all along the line. I only wish to touch on 
one or two phases, and one is the early diagnosis of chronic 
cholecystitis. I think we all realize that the diagnosis has 
been difficult to make; that in the past—or a few years 
ago, at least—almost no diagnosis was made unless it was 
of gallstones, and now we feel that gallstones are simply 
an end process in this inflammation of the gallbladder and 
come fifteen to twenty years after inflammation of the gall- 
bladder first begins. Exactly as the early diagnosis of 
appendicitis used to rest on abscess, a perforation, or a 
gangrene, and in the early stages was not diagnosed, so it 
has been even a longer time before we have been able to 
come to an early diagnosis of chronic cholecystitis. 
We had quite a series of very interesting cases which 

showed symptoms which did not point to the gallbladder 
and in many of which there was no diagnosis made. These 
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cases liad been studied before; some in various clinics and 
by various groups of men, and without any adequate diag- 
nosis. The internist and myself studied these cases, making 
an intensive study of them. In all of these a test meal was 
given, and a full fluoroscopic and laboratory examination 
was made, and they were completely studied from the medi- 
cal side. We had definite hours each week in which to go 
over those cases which seemed to be nearest a diagnosis. 
The first case which came to operation was a young man 
who had so much disability that he was hardly able to 
work. He had symptoms which pointed to chronic appen- 
dicitis, or to chronic ulcer of the duodenum or stomach, or 
to abdominal adhesions, and not definitely to the gall- 
bladder. There was no history of colic. Most of these 
cases give no history of colic. We looked this man over 
carefully; all the findings were negative. He had moder- 
ate tenderness over the gallbladder. By putting him on 
the table and having him bend forward with his arms 
hanging free, we could get under the ribs a little better 
than we had been able to before. On pressure he was ten- 
der over the gallbladder area in this position. When he 
was flat on his back we could hardly tell. 

Here, then, we had a man who had been under treat- 
ment for over a year, who had not worked because he was 
not well enough to work; and on whom no diagnosis had 
been made. He had abdominal symptoms which constitut- 
ed a real disability, and had tenderness over the gall- 
bladder. I told him he might have a gallbladder but we 
could not say definitely. He said “If there is anything you 
can do, I want you to do it,” so we tried. He had a gall- 
bladder that did not look much changed from the normal. 
The liver had a few little markings on it, like streaks of 
connective tissue markings from a chronic localized hepa- 
titis, radiating out from the gallbladder margin of the 
liver. I did a cholecystectomy on him and the microscope 
showed definitely a chronic cholecystitis. 
We selected one or two more which came near this one 

in type of symptoms and operated them. The operative 
findings were similar. In the end 240 (or more) patients 
were carefully re-studied and out of that number we se- 
lected 57 for operation. Every one of the 57 showed patho- 
logical changes in the laboratory. The changes in the liver 
were very interesting. They were similar in type, but 
varied in the degree of the changes. In the first grade— 
perhaps about 25 per cent—we could not see any change 
with the eye. In the rest we could see changes. We studied 
these latter in a series of 4. In the first group we could 
see faint markings on the upper surface of the liver. The 
gallbladders were more adherent to the liver. In these 
would be vein-like markings more evident on the upper 
than on the lower surface of the liver. The second grade 
would be definite streaks going from the gallbladder mar- 
gin of the liver, radiating like a fan. In the third class 
we found areas in which the connective tissue in the liver 
was more dense and in grooves near the gallbladder margin 
which left the liver substance more or less in spindle- 
shaped masses between the grooves of contracted connec- 
tive tissue, the result of a prolonged chronic hepatitis 
spreading from the gallbladder region as a center. Then 
we got a few cases in this series in which the whole edge 
was atrophied like a half-moon, the color was like grayish 
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wet leather with the streaks running fanlike beyond it; so 
we felt that that was the end-result of the chronic localized 
hepatitis which we noticed as faint markings in the first 
grade. This constitutes the fourth grade of the chronic 
localized hepatitis. 

In the whole series of cases we tried to get some kind of 
a history which would lead us to a diagnosis and we could 
not. The patients all showed some abdominal disturbance, 
usually connected with definite indigestion and associated 
with pain or distress, and causing a definite disability. 
There was no colic in most of the cases. But there was, 
first, definite disability; and, second, definite tenderness 
over the gallbladder area. So I think we can move ahead 
and make a diagnosis in these chronic cases on those two 
points, after all other probable diagnoses are carefully ruled 
out. First, a Jong history of abdominal pain or distress 
usually associated more or less with digestive disturbances 
and constituting a real disability; and, second, definite ten- 
derness over the gallbladder area. 

Dr. Dunsmoor: I am tremendously interested in such a 
presentation as Dr. Judd’s, particularly with that reference 
showing that the real pathology does not always depend 
upon gallstones being present, and I agree most thoroughly 
with his deduction that the gravity is decidedly increased 
when associated with pancreatitis or an obstructive jaun- 
dice without gallstones. I am confident that pneumonia is 
no more frequent in biliary operations than in cases de- 
pending upon any other pathology which is above the level 
of the umbilicus. I personally believe that surgical pneu- 
monias follow most frequently those cases which have se- 
vere shock which permits the pneumococcus to get the 
best of the fight before reaction sets in. Operations in- 
volving injury to the splanchnic system easily produce more 
shock than others save where there has been tremendous 
hemorrhage. 

I am very much pleased with what Dr. Judd says about 
care in reducing obesity before operating. I am positive 
that any such procedure should antedate for a long time an 
operation and then allow the patient to begin the upgrade 
diet before operating. Recently I operated for gallstones 
on two women who each weighed over 400 pounds and as 
both made a complete recovery, they support my theory. 

Dr. Farr: I am sure that Dr. Judd has brought out many 
important points based, as they are, on a great deal of ex- 
perience. I wish only to refer to two particular features in 
this discussion. One relates to the incidence of pneumonia 
and the other to local anesthesia as an aid in making a 
diagnosis. 

I am glad to find that Dr. Judd’s position is opposed to 
that taken by his chief, who recently stated that, as most 
pneumonias are embolic in origin, the kind of anesthesia 
makes but little difference. It is my belief that even if 
pneumonia is embolic in its origin, the healthy lung is 
better able to cope with the process than is the lung which 
is water-logged with infectious material from the naso- 
pharynx—a condition which frequently results when general 
anesthesia has been given. 

The second point relates to the question of local anes- 
thesia as an aid in making diagnoses. I wish to refer to 
what we have termed the “physiologic test.” We first made 
use of this test many years ago in differentiating between 
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the appendix and a right ovarian cyst as the cause of the 
patient’s symptoms. We have now tested the method many 
times and believe that when traction upon a suspected or- 
gan reproduces the patient’s symptoms, that this organ is 
apt to be the seat of the disease. Today I operated upon 
a dentist, 30 years of age, who had been sick for three 
years. He had been on bowel management for a number 
of months and his main symptom was pain in the left 
upper quadrant, especially late at night. He was slightly 
tender over the gallbladder and pressure over his appendix 
region caused referred pain on the left side. I inspected 
his organs at operation; the gallbladder was white and 
thick and there was one enlarged gland near its base. The 
appendix was retrocecal and obviously pathologic. Trac- 
tion upon the appendix, however, did not reproduce his 
symptoms. After the removal of the appendix, his gall- 
bladder was grasped and by making traction his former 
symptoms could be produced. This test was made four 
or five times and each time the patient complained of pain 
in the left side. 

I would therefore suggest that surgeons familiarize them- 
selves with local anesthesia and use it in abdominal sur- 
gery, in which case a very large percentage of this work 
can be done without special difficulty. I would further 
suggest that by the use of the “physiologic test” we may 
perhaps have a means of cleaning up the diagnosis in the 
case of obscure intraperitoneal lesions. 

Dr. L. A. Nippert: Dr. Judd’s most instructive paper 
reminds me of the introduction to the discussion of gall- 
bladder disease by Dr. Ochsner, of Chicago, which he read 
before the Hennepin County Medical Society twenty or 
twenty-five years ago. He stated that while on a visit to a 
small town in Minnesota he asked his friend, the doctor in 
charge of the hospital, how it came about that in this small 
town he had so many operations for gallbladder disease 
when in the great city of Chicago he himself saw so few. 
The doctor replied, “That is very simple, we diagnose our 
cases.” Then Dr. Ochsner stated that he began to think 
over so many chronic cases of indigestion that troubled him 
year in and year out, and began to suspect gallbladder dis- 
ease, operated and cured them. Suspecting an illness is 
often the first step to a correct diagnosis. 

Dr. StracHAveR: I would like to ask Dr. Judd how 
much significance he attaches to a subserous deposit of 
fat in the gallbladder. 

Dr. Jupp (in closing): We are having a very interesting 
time in finding sut just how much can be accomplished by 
the use of the x-ray in making a diagnosis. Dr. Carman of 
our x-ray laboratory is very much interested in the Graham 
test. That it does show the gallbladder there is no doubt, 
but the question arises as to the interpretation of the find- 
ings. He is quite enthusiastic over what he has been able 
to accomplish with it to date, and we feel that we are learn- 
ing just a little more about this each day. If the gall- 
bladder is taken out, the pathologists are pretty sure to 
agree that it shows some evidence of inflammation. 

For a long time we have endeavored to determine the 
exact significance of fatty. deposits in the wall of the gall- 
bladder and also of the enlargement of the regional lym- 
phatics, which Dr. Deaver so frequently mentions. These 
were some of the problems presented in our cases of Group 
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1 cholecystitis. So far as our present knowledge :- cop. 
cerned, the only point on which we can base a diagnosis jn 
the absence of definite findings of gallbladder disease at the 
time of operation, is the history of attacks of pain such as 
occur in the presence of known gallbladder disease. 

The more often one investigates the liver, the more he 
is impressed by the fact that the white lines in the liver 
and the changes in its appearance which we have attrib. 
uted to primary infection of the gallbladder frequently 
exist in patients who have no history of gallbladder trouble 
and in whom we are unable to find evidence of inflamma. 
tion in the gallbladder. We have observed it in exploring 
cases of ulcer and appendicitis. If a section of liver is ex. 
cised and microscopic study made, you will always find 
round cell infiltration, and a condition which you will be 
obliged to call hepatitis. 

The point which I wish to bring out is that if we study a 
large group of cases of early cholecystitis from the stand- 
point of end-results, we shall find that the percentage of 
cures will run very low unless the operation is based on a 
good clinical history in which the chief complaint was of 
attacks of colicky pain. Sometimes dyspepsia, migraine, 
and arthritis apparently improve after removal of the gall- 
bladder. 

Joun E. Hynes, M.D., 
Secretary. » 

CASE REPORTS 

Members are requested to report interesting and unusual 
cases for publication in this department. Many cases 
reported at hospital staff meetinge and similar meetings are 
very instructive and worthy of publication. 

AN UNUSUAL CASE OF VAGINAL HEMORRHAGE* 
REPORT OF CASE 

J. A. Urner, M.D. 
Minneapolis 

G. H., aged 28 years, a married woman, entered the hos- 
pital March 14, 1925, complaining of vaginal hemorrhage 
since March 1]. Her last menstrual period was March 9 
and she stopped flowing the morning of March 11. The 
January and February periods had been normal. The after- 
noon of March 11, while eating lunch, she again began to 
flow. This was ushered in with a sharp, knife-like pain 
which localized in the left lower quadrant. Following this, 
she flowed profusely without any pain. She consulted her 
physician and he put in a tight vaginal pack. The flowing 
stopped for a while and she removed the pack. The night 
before her- entrance to the hospital the bleeding again be- 
came profuse, and her physician saw her at her home. 
He curetted the uterine cavity, put an intra-uterine pack 
in place and followed it with a tight vaginal pack. This 
partially stopped the flow, but the patient removed the 

*From Division A, Gynecological Service, Dr. F. L. 
Adair, Chief, Minneapolis General Hospital. 
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packs and again the flow became very profuse. The physi- 
cian was called and the patient was sent to the hospital. 
She had been married eleven years. Her husband was 

living and well, but she had not lived with him for one and 
one-half years. She had one child, living and well. This 
had been a normal labor delivery, and puerperium. She 
had had no miscarriages or abortions. 

Menstrual periods had begun when she was thirteen years 
old, the regular twenty-eight day type, of three days’ dura- 
tion, with moderate flow. The last period was March 9. 
There had been no clots or pain and no discharge. 

The patient had had measles and pertussis in childhood, 
and typhoid fever in January of this year, but no other 
diseases and no operations. The family history was nega- 
tive. There was no venereal disease, and examination by 
systems revealed nothing of importance. 

When the patient entered the hospital she was. definitely 
pale and anemic. Her pulse was 130, but regular, tempera- 
ture 100, blood pressure 126/82. Examination of the chest 
and heart was negative. 

Bimanual examination: The external genitalia, Bartholin 
glands, vaginal walls, and adnexe were normal. The 
perineum was competent. Rectal examination showed the 
uterus in anterior position, normal size and consistency, 
freely movable, and not tender. There was a profuse 
bloody discharge with frank hemorrhage from the vagina. 
Speculum examination revealed large clots in the vagina. 
When these were removed the cervix appeared normal and 
there was no bleeding from it, but the blood seemed to well 
up from the posterior fornix. As thorough an exploration 
as possible was made of the vagina and no ulcerations or 
perforations could be made out, but the bleeding seemed 
to come from the posterior fornix (using a Graves specu- 
lum, with the anterior and posterior blades obscuring some- 
what the entire field of vision). A tentative diagnosis was 
made of (1) possible perforated pelvic hematocele, (2) 
ruptured varix of the vagina in the posterior fornix. The 
bleeding was controlled with a tight vaginal pack. 

The next morning, March 15, the pack was removed. By 
using various types of specula and small retractors the 
bleeding point was found on the anterior vaginal wall to 
the left of the urethra and under the base of the bladder. 
There was definite arterial bleeding from this point. A 
tight pack was the only effective means of stopping the 
bleeding. The patient was given 350 c.c. of citrated blood 
intravenously, followed by 500 c.c. of normal saline 
solution. For the next three days it was necessary to keep 
the vagina packed to control the flow. March 19 another 
small transfusion was given. The vagina was kept packed 
off and on until March 27 when, under gas anesthesia, the 
vaginal wall was explored. The bleeding point was found 
as mentioned above. The flow came from the bottom of a 
blind pocket of sufficient size to admit the tip of a forceps 
and about 1.5 cm. deep. The pockets were lined with 
what appeared to be normal mucosa and there was appar- 
ently no inflammation. The vaginal mucosa was incised, 
the bleeding point ligated and the cavity obliterated and 
closed with catgut. 

The patient recovered promptly and aside from a rather 
severe secondary anemia she had no further trouble. 

HEREDITARY HEMORRHAGIC TELANGIECTASIS* 
REPORT OF CASE 

V. J. Scuwartz, M.>. 
Minneapolis 

L. W., a housewife, aged 49, was admitted to the hospital 
December 4, 1924, with severe epistaxis. She had been 
troubled in this way innumerable times since she was four- 
teen years of age. She had also had severe hemorrhages 
from the tip of the tongue and from the tip of her right 
little finger on several occasions, and had been aware of a 
number of reddish spots on her face, tongue, and hands 
for many years. She had had frequent attacks of tonsillitis 
and had had most of the acute infectious diseases. Five 
years ago she had a submucous resection elsewhere, and a 
perforated septum resulted. Two years ago she had a nasal 
hemorrhage so severe as to require hospitalization. A week 
prior to her admission to the hospital she had had another 
such attack. 

During her eleven years of married life the patient had 
had six pregnancies, three of which resulted in miscarriages 
at about ten weeks. She had three children, living and 
well, and her husband, aged 40, was living and well. Her 
father died of heart trouble. An item of great importance 
was the fact that her mother died as a result of frequent, 

A sister died in 
infancy of diphtheria, and three brothers were living and 
well. 

almost uncontrollable nasal hemorrhages. 

Except for a definite anemia secondary to her epistaxes, 
the patient’s laboratory studies showed nothing abnormal. 
The coagulation time was five minutes, the bleeding time 
two and one-half minutes. By a firm tamponade the epis- 
taxis was held in check for a day or two at a time, but 
shortly after the removal of each pack the hemorrhage re- 
curred. The process, therefore, had to be repeated a num- 
ber of times before it was possible to attempt cauterization. 
This was finally begun and continued with success, being 
directed principally at the margin of the perforation and 
at the septal surface immediately adjacent to this. 

The patient was transferred to the Medical Service, where 
attention was drawn to the fact that there were a number 
of dark or bright red spots, from 1 to 4 mm. in diameter, 
scattered over the body, both in the skin and mucous mem- 
brane. Most of these were rounded and they were present 
on the dorsum and the tip of the tongue, the lips, the hard 
and soft palates, the nasal mucosa, the conjunctive, the 
auricles, the cheeks, the hands and fingers, and one or two 
on the trunk. These spots greatly resembled petechiz, but 
differed markedly in that the petechie are temporary 
structures, being only small bloody effusions, whereas the 
lesions present were greatly engorged, swollen capillaries 
and venules; in other words, telangiectases. 

It would be of great importance to know whether or not 
the patient’s mother, who died as the result of epistaxes, 
also had these vascular anomalies. I believe that she had, 

*From the Eye, Ear, Nose and Throat Service, Dr. 
F. J. Pratt, Chief, Minneapolis General Hospital. 
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although there is no proof beyond the history. If such were 
the case, another family would be added to a very small 
group, for up to 1923 there had not been more than thirty 
reported families, involving fifty-seven patients, who exhib- 
ited this hereditary hemorrhagic telangiectasis. Even if 
there were no such lesions in the preceding generation, it 
still remains a rare affection. 

Ample precedent exists for the study of this condition in 
rhinolaryngology, for Chiari was one of the very first to 
recognize these lesions as telangiectases in a case of epi- 
taxis, although he regarded them as caused by or associated 
with hemophilia. As a matter of fact they have no relation 
to hemophilia, purpura, acquired angiomas, or the hemor- 
rhagic diathesis. ? 

I wish only to mention very briefly the principal features 
of hereditary telangiectasis as recapitulated by Weber in 
1908 and Steiner in 1917. The only constant etiologic fac- 
tor is heredity. Both sexes are involved about equally and 
may transmit the disease in the same degree. It is con- 
genital, and is characterized by a development defect in 
the walls of the dilated capillaries. These latter lie imme- 
diately beneath the markedly thinned epidermis or epi- 
thelium. They are simply large blood-spaces, lined only 
with a single layer of endothelium, and their walls seem 
to have no elastic nor muscle fibers. This structure predis- 
poses to easy rupture, either traumatic or spontaneous, and 
so to hemorrhage of small or great degree. This occurs 
most frequently from the nose, usually long before the indi- 
vidual lesions appear, which may not be until middle life, 
and less often from the tongue and fingers as in the case 
of our patient. Unfortunately the hemorrhages and subse- 
quent anemia seem to increase with age in frequency and 
in severity, but by thorough use of the cautery, preferably 
the chromic acid bead, and possibly radium, great improve- 
ment, if not complete cure, may be brought about. 

TRANSFORMATION OF THE MIDDLE FINGER INTO 
A THUMB 

REPORT OF A CASE 

Paut N. Jepson, M.D. 
Section on Orthopedic Surgery, Mayo Clinic 

Rochester, Minnesota 

A young man, aged twenty-four, drove thirty-five miles 
to the Mayo Clinic after sustaining a traumatic amputation 
of the left thumb and forefinger. The first phalanx of the 
middle finger was fractured and the skin on the lateral 
side was badly lacerated. The remaining phalanges were 
attached to the hand by the skin on the medial side of 
the finger. The blood and nerve supply on the medial 
side appeared to be intact. The skin over the dorsum of 
the hand had been torn away, leaving the tendons exposed. 
After consultation, it was thought advisable to make an 
attempt to utilize the remaining phalanges of the middle 
finger as a thumb. The patient was anesthetized and the 
hand thoroughly cleansed with green soap and then painted 
with iodin. The fractured first phalanx of the third finger 
was removed, and the proximal end of the second phalanx 
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freshened down to cancellous bone. The terminal end of 
the first metacarpal bone was also freshened and the re. 
maining phalanges of the middle finger were trans; lanted 
and sutured to the stump of the thumb with chromic cat. 
gut. These sutures were placed through what remained 
of the old capsule. The skin which remained intact op 
the medial side of the third finger served as a covering 
for the stump of the amputated index finger and the medial 

Fig. 1. Palmar surface of the hand. 

side of the newly made thumb. The remaining skin was 
brought around over the dorsum of the hand and sutured 
in place, and a temporary splint applied. 

Fifteen hundred units of antitetanic serum was given 
to the patient, and a dressing applied and left intact for 
four days. At the end of this time the dressing was 
changed, and it was found that areas of the skin had 
sloughed away. Moist dressings were then applied every 
three hours, and at the end of ten days the hand was 
entirely cleaned up, leaving a fresh raw surface to which 
a Thiersch skin-graft was applied. The skin-graft took 
nicely and two weeks later a cast was applied and the 
patient sent home. He wore this cast for about two months 
and was able to plow corn and do general farm work. At 

Fig. 2. Dorsal view of the hand. 

the end of this time, roentgenograms showed that bony 
union had taken place, and the patient was allowed to go 
without the cast (Figs. 1 and 2). Physiotherapy was 
started and now the patient is able to grasp coarse objects 
between the newly made thumb and the fourth and fifth 
fingers, and it is expected that with further physiotherapy 
he will gain more motion. 

The average length of human life in the United States is 
about 56 years. The average span of life in this country 
has been lengthened approximately fifteen years since 1870. 
—Hygeia. 
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Abstracts to be submitted to Section Supervisors. 

Members are urged to abstract valuable articles which 
they run across in their reading and send the abstracts to 
the physicians in charge of the respective sections. In order 
to avoid duplication it would be well to communicate with 
one of the section supervisors before the article is abstracted. 

MEDICINE 

SUPERVISORS: 

F. J. HIRSCHBOECK, 

FIDELITY BLDG., DULUTH 

THOMAS A. PEPPARD, 

LA SALLE BLDG., MINNEAPOLIS 

An- 
The 

TUBERCULOSIS OF THE NERVOUS SYSTEM: 
thony Feiling (Tubercle (London), 1925, VI, 313). 
subject is discussed under the following headings: 

First, tuberculous tumors or tuberculomata of the brain 
_and spinal cord; secondly, the nervous complications of 
spinal caries; and, thirdly, tuberculous meningitis. 

As regards tumors of the brain, only a small proportion, 
probably not over 5 or 6 per cent, are tuberculomata and 
the diagnosis is so difficult that to defer an operation for 
the relief of intracranial tension, with perhaps the chance 
of preserving visual acuity, as well as saving much suffer- 
ing, in the fear that the tumor may be a tuberculoma, is 
an excess of caution which is not warranted by the facts. 

In cases of Pott’s disease, the spinal cord may be affected 
in one of three ways: first, by the pressure of an abscess, 
which, penetrating the posterior common ligament of the 
spine, may either press on the anterior aspect of the theca 
or extend all around it; secondly, a chronic tuberculous 
pachymeningitis may be set up; thirdly, and by far the 
least common, the spinal cord may be compressed by a 
vary sharp angular curvature or by a loosened piece of 
dead bone. 

Just as in cases of compression paraplegia due to other 
causes, the histological changes found in the cord and the 
amount of secondary degenerations in the nerve tracts are 
generally much less than might have been expected— 
always, indeed, much less than the loss of function in life 
would lead us to suppose. This fact may be ascribed to 
the remarkable powers of recovery which are sometimes 
displayed by these cases, a natural event which has to be 
carefully kept in mind when questions of treatment, and 
especially of any operative treatment, are discussed. 

A generalization is made that the change from a spastic 
paraplegia in extension to one in flexion is a grave sign, 
while the supervention of flaccidity in a case previously 
spastic is of even more ominous significance. 

In regard to encephalitis, there are no symptoms pecu- 
liar to tubercular meningitis which may not be found in 
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encephalitis lethargica, but possibly some of the following 
points may be held to have some value in diagnosis. 

(1) The onset of the disease is as a rule more abrupt 
in encephalitis than in tubercular meningitis, though we 
must remember that the early stages of the disease in 
tubercular meningitis may escape recognition. 

(2) Well-marked vomiting as an early symptom points 
rather to meningitis than to encephalitis. 

(3) In the later stages of the disease, when the patient 
is more or less stuporous, it is generally easier in encepha- 
litis to arouse him to answer questions more or less ration- 
ally than it is in a corresponding stage of tubercular 
meningitis. 

(4) Marked stiffness or rigid‘ty of the neck, and even 
more head retraction, are certainly more indicative of 
meningitis than of encephalitis; this distinction, however, 
may lack value, because, in my own experience, any severe 
degree of head retraction or even stiffness of the neck 
has been the exception in cases of tubercular meningitis 
in the adult. 

(5) Persistent ocular palsies, and especially palsies of 
conjugate movement, such as elevation of the eyes, are 
more characteristic of encephalitis. 

(6) 
ous, the typical Parkinsonian immobility of facies and gen- 
eralized rigidity of the limbs will provide a valuable clue 
in favor of encephalitis. Finally, though this is really a 
confession of weakness, only time may inform us with 
certainty; for it is, of common consent, very unusual for 

Sometimes, even in cases which are quite stupor- 

cases of tubercular meningitis to survive for more than 
three weeks after the first definite onset of symptoms. 

A. T. Lairp, M.D. 

— a 
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MAYO CLINIC, ROCHESTER 

RESECTION OF THE STOMACH BY KOCHER’S 
METHOD: Tetsuzo Aoyama (Annals of Surgery, Ixxxi, 
1925, 125-131). The author describes in detail the technic 
of the Kocher operation, which consists of resecting the 
involved portion of the pylorus, invaginating and suturing 
the cut edge of the stomach, and anastomosing the cut end 
of the duodenum to the posterior gastric wall. He favors 
this method because it is a rapid operation with security 
of sutures and after resection there is a reconstruction of 
a form which most resembles the normal stomach. 

Forty-two cases which have been operated by this method 
are reported. Of these five had ulcerous diseases and 
thirty-seven had carcinoma of the stomach. No deaths 

In the cancerous cases there 
Of these, two patients 

occurred in the benign cases. 
were seven deaths (19 per cent). 
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had resection of the transverse colon at the same time. In’ 
one case peritonitis developed. In four cases death was 
not attributed to peritonitis and there was no apparent 
retention of ingesta. 

A case of adenocarcinoma is reported as living and well 
six years after resection by this method. Moreover, free 
hydrochloric acid was absent before operation but has now 
reappeared. 

J. K. Hottoway, M.D. 

ACUTE PANCREATITIS: Sir Berkeley Moynihan 
(Annals of Surgery, 1925, Ixxxi, 132-142). Three types 
of acute pancreatitis are described in this article, namely, 
hemorrhagic, gangrenous, and suppurative. These types 
differ only in degree. In the most acute form death is 
rapid unless early operation is performed. In the more 
chronic forms the patient may survive, and abscess in and 
around the gland may form so slowly that there is time 
for it to point in front. 

The symptoms are pain, in the worst intensity, in the 
epigastrium, felt also in the back and often in both loins. 
Collapse follows, in which the pulse rises rapidly and loses 
volume. The blood pressure falls. There is profound 
shock, of greater severity than the greatest hemorrhage 
could cause. Vomiting is almost invariably present and 
occurs early. A peculiar type of cyanosis is often seen. 
The face is livid and patches of slate-blue color may be dis- 
tributed irregularly over the abdomen and limbs. When 
this is observed it is considered undeniable evidence of 
acute pancreatic disease. The respirations are quick, faint, 
and shallow. The abdomen is rigid, with firmness most 
marked in the epigastrium. This rigidity is obdurate and 
unyielding, and immobility of all the abdominal muscles, 
including the diaphragm, is complete. Tenderness is most 
marked above the umbilicus. 

By comparison the symptoms of other acute abdominal 
conditions are mild with those of acute pancreatitis. The 
collapse following intraperitoneal hemorrhage is not so 
great. The pain seen in perforation of a gastric or duode- 
nal ulcer, while severe, does not reach the intensity of that 
experienced in acute pancreatitis, and shock measured by 
pulse rate and volume and fall of blood pressure does not 
occur in perforation. Pulse rate in perforation is changed 
very little from the normal. In hepatic colic the patient is 
restless, moaning and twisting; in perforation of an ulcer 
he is motionless; in acute pancreatitis he is almost so. 
Acute intestinal obstruction may closely mimic acute pan- 
creatitis, but here there is no collapse and there is no sud- 
den and overwhelming seizure. Moreover, general disten- 
tion which follows intestinal obstruction is unlike that of 
acute pancreatitis, where there is distention above and flat- 
ness below. : ‘ 

The cause of acute pancreatitis is not always well under- 
stood. However, the close relation of the ducts of the liver 
and the pancreas, and the peculiar anatomic proximity of 
their outlets into the duodenum, the lymphatic system 
whereby in cases of gall-bladder infection lymphangitis 
spreads downward to the common duct and pancreas, and 
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the frequent association of cholelithiasis and pancretitis, 
both acute and chronic, help to confirm the belief i: the 
dependence of pancreatic inflammation upon causes aris. 
ing in the biliary passages. In acute pancreatitis the 
immediate cause of the gland necrosis is the activation of 
the pancreatic juice by some agent or other. According 
to Nordmann’s experiments (Arch. Klin. Chir., 1913, cii, 
66) stasis of pancreatic juice within the ducts of the giand 
and the access of organisms with or without bile to the 
duct were necessary for the production of pancreatitis in 
dogs. The author discusses the work of Archibald and 
Mann, wherein it was shown that the occurrence of acute 
pancreatitis as a result of the injection of bile into the duct 
of the pancreas must be exceedingly small. Anatomic or 
physiologic conditions are favorable in only 4.5 per cent 
of the bodies examined (Judd). However, the author sug- 
gests the possibility of these conditions being present in 
a high percentage of persons who suffer acute pancreatitis. 
He further believes two conditions to be essential in the 
development of pancreatitis: first, an anatomical arrange- 
ment of the parts at the termination of the two ducts 
which permits of their conversion into one channel by 
closure of the orifice of the ampulla into the duodenum, 
and secondly, the presence of infected bile, associated or 
not with cholelithiasis in the gall-bladder or in the bile 
ducts. Acute lymphangitis can play little part in the onset 
of the most acute forms of pancreatitis. 

Treatment consists largely of securing adequate drainage 
of the pancreatic area and release of pressure of bile upon 
the ducts. Cholecystostomy in many cases is sufficient. 
Subsequent elimination of gallstones and gall-bladder is 
desirable. 

J. K. Hottoway, M.D. 

DRAINAGE OF THE THORACIC DUCT IN EXPERI- 
MENTAL PERITONITIS: H. Hoyt Cox, M.D., and Lewis 
B. Bell, M.D. (Annals of Surgery, Ixxxi, May, 1925, No. 5, 
911-917). Following the work of Costain and others the 
authors of this article used a number of series of dogs to 
determine what results they could obtain in treatment of 
peritonitis by establishing thoracic duct fistule and also 
by ligation of the duct. They also carried out closed loop 
and peritoneal absorption experiments and reported on 
their results as follows: 

It was not possible to find a lethal standard because they 
were unable to bring about a uniformly fatal peritonitis 
by following the technic of Costain. 

“Drainage of the thoracic duct did not prolong the lives 
of the animals but appeared to hasten death.” “Ligation 
of the duct without drainage seemed to prolong the lives 
of the dogs.” 

In closed loop experiments, drainage of the thoracic duct 
did not materially prolong the lives of the dogs. 

In the experiments on absorption from the peritoneal 
cavity they found that the rate of absorption through the 
thoracic duct was not constant. 

W. P. Hersst, M.D. 
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THE ROLE OF THE PYLORODUODENAL NERVE 
SUPPLY IN THE SURGERY OF DUODENAL ULCER: 
Benedetto Schiassi, M.D., Modena, Italy (Annals of Sur- 
gery, Ixxxi, May, 1925, No. 5, p. 939). The author of 
this article proposes that the mechanism of the anatomic 
alteration in the duodenum through the sympathetic nervous 
system begins with the action of the brain on that nerve. 
With this as a thesis he describes his procedures in full and 
reports his results. 

The method of severing the sympathetic nerves to the 
stomach consists of an incision two and one-half inches in 
the gastrocolic epiploon along the antrum and body of the 
stomach, through which the posterior pyloroduodenal region 
can be explored; an incision of the gastrohepatic epiploon, 
one-third inch above and parallel with the lesser curvature, 
in which the pyloric artery and a few small vessels with 
the nervous elements of the sympathetic are divided; 
through the first incision the stomach is incised vertically 
from the lesser to the greater curvature through the serous 
and part of the muscular coat; Lembert suture of this inci- 
sion with closely placed silk sutures; closure of the gastro- 
colic epiploon with a few interrupted sutures; a similar in- 
cision on the anterior surface of the stomach sutured as in 
the posterior incision, thus accomplishing section of the 
parasympathetic branches of the vagus. 

The cases he has treated have been divided into three’ 
groups: 

(1) “Opening the abdomen .of patients who did not suf- 
fer serious hemorrhages and did not in consequence need 
an immediate rest of the pyloroduodenum: as soon as it was 
found that the lesion did not cause any stenosis or deformity 
of the intestine, I made only the excision of the nerves of 
the two sections (patients thus operated on eight in num- 
ber).” 

(2) “In those patients in whom I found deformity of the 
pyloroduodenal region, so as to produce a difficult evacua- 
tion of the stomach, who also had copious hemorrhages, I 
did besides the above also the gastro-enterostomy (patients 
thus operated fifteen in number) .” 

(3) “In those patients upon whom a gastro-enterostomy 
had been performed and in whom radioscopy showed a good 
function, notwithstanding the return of morbid symptoms, 
I made only the excision of the two sections, sympathetic 
and parasympathetic (patients thus operated on three in 
number) .” 

“The impartial and careful observation and attention 
given to all these patients, and the keen interest shown by 
my colleagues in following with me for a long time the his- 
tory and the details after the operation, have fully convinced 
us that this operative proceeding is the best which has been 
done so far as the treatment of duodenal ulcer.” 

There are illustrations of the anatomy and operative pro- 
cedures. 

W. P. Hersst, M.D. 

CLINICAL NOTES ON TUBERCULOSIS OF THE 
KIDNEY: Mauritz Persson (Annals of Surgery, 1xxxi, 
1025, 94). Rarely does a kidney extirpated for tuberculosis 
slow any signs of previous trauma whether the kidney is 
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very much destroyed by the tuberculous process or whether 
the tuberculosis is still at an early stage. The author re- 
ports a case of a previously healthy man of thirty-two, who 
on March 7, 1920, was hit by a heavy stone across the 
upper part of the abdomen. Hematuria followed with in- 
tense desire to micturate, and pain localized in the right 
side of the abdomen just below the costal arch. There was 
no pain in the back and no radiation of pain. Frequency, 
urgency, and nocturia following. Urination was without 
pain and the amount of urine did not increase, but the 
urine remained bloody. Abdominal pain and intermittent 
hematuria persisted until after August of the same year. 
There was still some pain on January 24, 1924, and exami- 
nation at that time showed microscopic blood in the urine, 
but no tubercle bacilli. Upon cystoscopic examination no 
urine was obtained from the right kidney. The left was 
normal. A right nephrectomy was done. The upper pole 
of the kidney presented a dark oval fluctuating area half 
the size of a hen’s egg, which proved to be a traumatic cyst 
(illus.). The surface of the kidney was otherwise normal. 
Separated from the cyst by a partition half a millimeter 
in thickness was a second cavity the size of a Spanish nut. 
Carious degeneration had an extension of two millimeters 
all around the cavity, in the wall of which were numerous 
tuberculous nodules. There was no macroscopic communi- 
cation with the renal pelvis. 

The author contends that while the cyst might be a true 
cystic formation, a cystic tumor, or the remains of a healed 
tuberculous process, the only reasonable explanation is that 
it was due to trauma. There is doubt concerning the rela- 
tion of the two processes, though it is suggestive that the 
trauma produced a locus minoris resistentiz, at which place 
an embolus with the bacillus had settled. 

In Acta chir. Scandinav. IV, 1923, Perman published an- 
alyses of fourteen cases of tuberculous kidneys, with dupli- 
cation of pelvis and ureter, which he found in the literature, 
as well as a similar case of his own. In this he called 
attention to the question of extension of the tuberculosis 
within the kidney. The author reports a case of his own 
presenting a similar anomaly, a male of eighteen, in which 
the process involved the lower two-thirds of the kidney and 
ureter. The upper third of the kidney was apparently sep- 
arated from the lower third by a well formed fibrous tissue 
septum. However, four typical tubercles were found in 
this upper portion. In the lower two-thirds was an exten- 
sive and advanced tuberculous process. The upper third 
contained only a few microscopic tuberculous foci having 
subcapsular location in the cortex. Some microscopic tu- 
bercles were found in the same location in a pyramid. There 
were no changes in the mucous membrane or in the ureter. 

In Perman’s review two of twelve showed involvement 
of both pelves and ureters. In ten cases there were no 
macroscopic changes in either the parenchyma or in the 
pelvis or ureter. But three of these cases had microscop- 
ical tubercles in the sound part of the kidney. In two, 
tubercles were located in the cortical structure. In Per- 
man’s own case there were no microscopical changes seen 
in the sound part of the kidney. 

Ekehorn’s theory purports that renal tuberculosis has a 
hematogenous unilocular origin and that its further exten- 
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sion within the kidney usually takes place through an infec- 
tion of the pelvis and papillary apices in the neighborhood 
and through the starting from here of a peripheral tubercu- 
lization of the renal parenchyma. According to this theory, 
the tuberculous changes would be limited to one-half the 
kidney, whereas the other half of the kidney and pelvis 
and ureter would be free from tubefculosis for a compara- 
tively long time. An infection of this part of the kidney 
would take place through a tuberculous process ascending 
via the ureter. According to Crabtree, extension would 
take place at an early stage via the subcapsular lymphatic 
plexus in the cortical structure of the kidney. In many 
cases then the changes should be found in the cortex of 
the sound portion, even though there are no changes in the 
corresponding renal pelvis and ureter. The author inclines 
to Crabtree’s explanation, although he expresses no opinion 
as to which is the more common route. 

J. K. Hottoway, M.D. 

PEDIATRICS 

SUPERVISORS: 

CHESTER A. STEWART, 

LA SALLE BLDG., MINNEAPOLIS 

ROY N. ANDREWS, 

MANKATO CLINIC, MANKATO 

HEAD INFECTIONS IN INFANCY AND CHILD- 
HOOD: Clarence H. Smith, M.D. (Arch. of Ped., April, 
1925). There is a wealth of contributions about sinusitis 
in the adult, but there is comparatively little on record 
about our present theme. At birth the ethmoid labyrinth 
is the most important of the sinuses; it is then well devel- 
oped, having the full number of cells anterior and _pos- 
terior, and even then it is anatomically significant. After 
the sixth year the sphenoid and frontal sinuses are well 
developed. They are outgrowths from the ethmoid cells. 
If no ethmoid cell extends into the frontal bone there will 
be no frontal sinus. The maxillary sinus is small at birth 
but it develops rapidly, soon acquiring clinical signifi- 
cance. 

When infants under two years of age acquire a disease 
affecting these sinuses it always attacks the tissues as a 
whole rather than any particular sinus. The most com- 
mon cause of sinus infection is from adenoids and dis- 
eased tonsils. These infect by direct contiguity of tissue 
and through the lymphatics. Nasal discharge and nasal 
stoppage are two prominent symptoms. The discharge may 
be post-nasal, passing into the pharynx and esophagus. 
Sneezing is also common. You can suspect chronic para- 
nasal sinusitis when a child is listless, has poor appetite, 
is underweight and has a poor color, especially if these 
symptoms persist after removal of adenoids and tonsils and 
if there is no tangible systemic fault discernible. 

Transillumination is of no service in children. X-ray 
examination is most important. Only with this can you 
tell whether or not the patient has a frontal, a sphenoid, 
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or a maxillary sinus, and, if present, whether ii is of 
clinical importance. 

R. N. Anprews, M.D., 

MUMPS OF THE PANCREAS: Albert M. Sievens, 
M.D. (Arch. of Ped., May, 1925). Epidemic parotitis js 
a disease which has no place in the ordinary hospital ser. 
vice because of its contagious nature. The hospit«! for 
contagious diseases ignores mumps because it is relatively 
harmless. 

During the past winter four cases of mumps were ob- 
served which were complicated by a very characteristic 
and constant syndrome. A child is seen with typical parot- 
id swelling, mild fever and constitutional reaction. By 
the fourth day the fever is less and the swelling has passed 
its maximum. On the fifth or sixth day there is very little 
fever, the swelling of the face is noticeably smaller and 
the child seems nearly well. At this point, there is com- 
plaint of discomfort in the epigastrium with a great deal 
of prostration and the temperature is found to be 102 to 
104. Then the child begins to vomit; nothing is retained 
on the stomach for 36 to 60 hours, during which time 
fever persists with rapid pulse, anorexia, and constipation. 
Then the temperature drops to normal, food and water are 
taken freely and, except for general weakness and eyes 
bloodshot from violent retching, the child appears none 
the worse. 

Pain was generally of mild character at onset, referred 
to a point just below the ensiform appendix. Tender- 
ness in the epigastrium was a constant sign; pressure to 
elicit this sign usually brought on a wave of intense nausea. 
Vomiting was the outstanding symptom, coming on within 
an hour of the temperature rise and persisting for an aver- 
age of two days with total intolerance for food. Prostra- 
tion was noted at the onset out of all proportion to the 
degree of pain complained of. Constipation was the rule. 

It is believed that this condition is a metastasis to the 
pancreas of the virus causing mumps. 

Certainly, the symptoms are sufficiently alarming to 
justify the exclusion of appendicitis, intussusception and 
ileus by the most careful observation. In the presence 
of a parotitis, the probabilities are in favor of pancreatic 
mumps. 

R. N. Anprews, M.D. 

DYSPEPSIA IN THE BREAST-FED, NEW-BORN IN- 
FANT: CAUSES, SYMPTOMS AND MANAGEMENT: 
Arthur M. Dannenberg, M.D. (Arch. of Ped., May, 1925). 
Breast-milk is a combination of carbohydrate, fat, protein 
and mineral salts. The carbohydrate is in the form of 
lactose, a disaccharide which is but slowly absorbed in 
the intestinal tract. Consequently, much of it reaches the 
lower portion of the small intestine, where it is fermented 
by the aciduric bacteria with the production of lactic acid, 
carbon dioxide and hydrogen. If the infant’s carbohy- 
drate tolerance is not exceeded by the lactose content of 
the breast-milk, little fermentation occurs. But should the 
digestive tolerance to lactose be congenitally low, or should 
an unusually large quantity of lactose be present in the 
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milk, fermentation becomes excessive and large quantities 
of lactic acid and gas are produced. 
The role which the fatty acids themselves play in stimu- 

lating peristalsis is still debatable. There seems to be no 
question, however, that clinically, in cases where the fat 
content of the milk is very high, the same irritative symp- 
toms in the intestines are observed as occur in excessive 
sugar fermentation. The normal proteins of breast-milk 
so rarely play a part in the alimentary disorders of the 
new-born that a discussion of the physiological processes 
involved in their digestion may be omitted. 
The mineral substances of the milk are largely absorbed 

from the small intestines and to a negligible degree from 
other parts of the alimentary canal. After absorption they 
may in part re-enter the intestines from the circulation. 
Mineral salts are also supplied by the digestive secretions. 
These salts are absolutely necessary for digestion and 
metabolism, but their action is complicated and not as 
yet thoroughly understood. 
Among the ordinary symptoms are colic, vomiting, and 

frequent loose bowel movements. Of these, colic is, per- 
haps, the most annoying, because of the infant’s persistent 
crying and restlessness. It is invariably accompanied by 
marked gaseous distention of the abdomen, straining, the 
frequent passage of flatus, and loose bowel movements. 
‘The bowel movements of dyspepsia are characteristic. 
They are usually discharged quite forcibly with the flatus, 
and are, therefore, frothy. They are numerous, varying 
from three to twelve or more a day, are loose or liquid, 
and rarely, if ever, pasty. They have a sour odor and give 
an intense acid reaction to litmus. 

Infants with dyspepsia will, as a rule, eagerly take the 
breast whenever offered. This leads the untrained mother 
to believe that hunger is the cause of the crying and rest- 
lessness. 

Treatment.—A reduction of the sugar and fat intake in 
infants is a prime consideration. In the well-developed 
robust infant, it is a better plan to decrease the sugar and 
fat intake by lessening the frequency of the feedings, 
shortening the time at the breast and making up the de- 
creased bulk intake with one or two ounces of boiled water 
given immediately before a feeding. Babies obtain from 
40 to 60 per cent of their feeding in the first two minutes, 
and from 60 to 80 per cent in the first four minutes. The 
shortened feeding must, therefore, not exceed five, or at 
the most, six minutes. With the knowledge that the dys- 
pepsia is due to excessive acid fermentation within the 
intestinal tract, the logical thing to do to combat it is to 
give the infant, in addition to a shortened breast-feeding, 
a food rich in mineral bases and proteins. Cows’ milk 
lends itself ideally to this purpose. A skimmed cow’s 
milk boiled for two minutes and diluted one-third to one- 
half with boiled water should be used. A 1 to 3 per cent 
calcium caseinate solution may be substituted for the 
boiled skimmed milk. Within a week or two, the quantity 
of skimmed milk or calcium caseinate solution given to the 
infant may be reduced. Then, if the dyspepsia does not 
return, it may be reduced still further until the infant is 
entirely on the breast. 

Drugs play practically no part in the treatment of dys- 
pep-ia of new-born, breast-fed infants. Castor oil, calo- 
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mel, or olive oil should never be given to infants with 
dyspepsia. It is dangerous practice, for the additional 
loss of fluid due to the purgation increases the dehydration 
and further lowers their tolerance for breast-milk. 

R. N. Anprews, M.D. 

RECENT STUDIES IN BRONCHIAL ASTHMA AND 
CHRONIC BRONCHITIS IN CHILDREN: Ralph H. 
Kuhns, B.S., M.D. (Archives of Pediatrics, February, 
1925). Recurrent attacks of dyspnea without a rise in 
temperature and with the lungs containing sibilant rales 
which gradually clear up in from one to three days should 
be looked upon as asthma, no matter how young the infant; 
and the cessation of rales after the injection of adrenalin 
will prove the diagnosis. 

It is generally agreed that asthma is due to a stenosis of 
the bronchioles. It has been demonstrated that in animals 
dying from anaphylactic shock, the cause of death is a 
stenosis of the bronchioles. From this viewpoint asthma is 
a manifestation of anaphylactic shock in an individual who 
has become sensitized to a particular foreign protein sub- 
stance. As anaphylaxis is a peripheral phenomenon, asthma 
is also peripheral, not a central neurosis. 

Until very recently, asthma has been looked upon as a 
disease having no pathological changes, due to the fact that 
it was considered to be a neurosis. Pottenger, of California, 
in a recent article states that asthma has an essential pa- 
thology consisting of a thickening of the entire bronchial 
wall, which at times almost oblierates the lumen of the 
tubes. This thickened musculature results from an over- 
stimulation of the physiological process, for the vagus nerve 
is in a state of hyper-irritability; consequently these tissues 
are subject to prolonged vagus action. 

Toxemia is the only factor that is common to all the so- 
called types. Just how much this toxemia is due to faulty 
metabolism, and how much to septic absorption is difficult 
to say, but both factors are present in most cases. Every 
asthmatic hangs in a state of delicate balance between the 
absorption and the elimination of toxins. An attack of 
asthma is the crisis of a toxic storm. 

In the author’s experience, the first attack of asthma in 
infancy was usually traced to a change in diet, with egg, 
cereal or milk in the order of frequency. In early child- 
hood the pollens and animal extracts were the next most 
common offenders. In late childhood he found frequent 
attacks of bronchitis, pneumonia, influenza, pertussis, mea- 
sles and chronic sinus infections the common diseases pre- 
liminary to a chronic bronchitis with asthma. 

In treating the acute attack, mustard plasters applied 
to the thorax will often relieve the spasm sufficiently to 
reduce the respiration. Adrenalin chloride given hypoder- 
mically is also a useful drug to combat the severe dyspnea. 

Inasmuch as the activity of the vagus nerve which be- 
longs to the parasympathetic system is antagonized by the 
sympathetic nerves and inasmuch as a relative increase in 
the calcium ions produces the same effect as sympathetic 
stimulation, the administration of calcium is a rational 
therapeutic measure in combating asthmatic paroxysms. 

Exposure to the mercury vapor quartz light, together with 
combined calcium thyroid therapy, appears to fix perma- 
nently the ionic calcium content of the blood serum. The 
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lamp is raised about one meter from the patient and frac- 
tional body exposures are made two or three times weekly 
or oftener. The time of exposure, at first two minutes, is 
increased at each treatment by from two to three minutes, 
depending on the tolerance of the individual. At each 
successive treatment the distance between patient and lamp 
is decreased by three inches. The smallest distance reached 
is about 18 inches, while the longest exposure made may 
reach 15 minutes or, in exceptional cases, when the toler- 
ance of the individual is great, 20 minutes. 

R. N. Anprews, M.D., 

THE USE OF TRIPLE DISTILLED WATER IN THE 
TREATMENT OF CHILDREN: Theodore LeBoutillier, 
M.D. (Arch. of Ped., May, 1925). The intravenous use 
of distilled water has been employed for some time in 
massive doses, though small quantities, as now given, have 
produced speedy and spectacular results in many cases. 

There is a distinct biochemical reaction, which takes 
place in the blood cells, though as yet our knowledge of 
blood chemistry is not far enough advanced to demonstrate 
all the changes which take place. In the author’s study 
of 200 patients at the time of and 24 hours after treatment, 
he has found that the average increase of red cells is 
115,000, which increase persists for over a week. There 
is no increase or change in the white cells, but an increase 
of from 2 to 4 per cent in hemoglobin. When coagulation 
time of the blood is prolonged, following an injection, 
within 12 hours, coagulation time will be reduced from 
three to six minutes. In so-called acidosis and normal or 
hypernormal children, within 24 hours, the CO2 content 
of the blood will change remarkably. In children with a 
normal COs content, there was no change, while when the 
COz content was above normal, i.e., around 67, there was 
a reduction to normal in 24 hours. 

Ordinary tap water, which has been distilled three times, 
is used. The water should be freshly prepared and used 
within three or four days at the most. The dosage em- 
ployed varies with the age and condition of the patient, 
from one-half to one and a half c.c. being given intrave- 
nously, or two to three c.c. intramuscularly. 

In a chronic or subacute condition, one treatment a 
week will be found all that is required, while in acute 
cases the treatment should be given at about two- or 
three-day intervals until a maximum result is obtained, at 
which time they should not be given more frequently than 
at weekly or two-weekly intervals. 

The results obtained in 22 cases of acidosis, some of 
them associated with cyclic vomiting, have been very re- 
markable. 

The action of triple distilled sterile water is by hemol- 
ysis. There is a breaking down of a proportionate num- 
ber of red cells, liberating their contents into the blood 
streams. The absorption: of their contents by the tissues, 
starting an acquired immunity. The production of a slight 
increase in red cells; a general tonic action, which, in 
many cases, is marked. There is often a startling im- 
provement in cases where there is nerve involvement or 
when the disease is of nervous origin. 

R. N. Anprews, M.D. 
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APPENDICITIS AND LESIONS COMPLICATING ITs 
DIAGNOSIS: DEDUCTIONS FROM X-RAY EXAMI. 
NATIONS: Samuel B. Childs, M.D., Denver, Colo. (Radi- 
ology, 1925, 4, 107). The use of x-ray as an aid in the 
diagnosis of acute appendicitis is seldom advisable except 
for the exclusion of calculi or a pneumonia which may 
be entirely responsible for symptoms referred to the appen- 
dix area. In chronic cases, however, the x-ray visualizes 
certain abnormalities and a fluoroscopic examination is 
essential. Consideration is here given only to pathology 
in the appendix, associated with definite symptoms closely 
simulating those produced by stomach or duodenal ulcer 
or disease of the gallbladder. In some of these cases there 
is no history of acute appendicitis, but the removal of the 
appendix by completely relieving symptoms demonstrates 
that pathology in the appendix was their cause. 

Several writers have emphasized the following cardinal 
points as indicative of diseased appendix: 

(1) Visualized appendix constantly tender to palpa- 
tion—considered one of the most reliable signs when ten- 
derness is limited to right iliac fossa. 

(2) Persistent kink or angulation—generally due to 
adhesion or short mesentery. 

(3) Delayed emptying. 
(4) Bulbous tip with small lumen near the cecum. 

This type usually shows delayed emptying. 
(5) Fixation by adhesions at tip or throughout entire 

length, pathologic but not sufficient evidence for removal. 
(6) Concretions—considered contributory evidence. 
(7) Segmented appendix—not a reliable sign. These 

signs are arranged in order of reliability. Indirect evi- 
dence includes pylorospasm, delayed motility of stomach, 
ileal and colonic stasis, occasionally spasticity of colon. 

Co-existent lesions complicating the diagnosis are rather 
numerous, e.g.: tubo-ovarian disease, calculus in kidney 
or ureter, duodenal or gastric ulcer, cholecystitis, Lane’s 
kink, Jackson’s membrane, diaphragmatic pleurisy, dilated 
cecum and ascending colon, cancer and tuberculosis of 
cecum, mesenteric lymphadenitis and affections of the 
spinal nerves. The diagnosis of these conditions is very 
important in order that they, as well as the appendix, may 
have surgical treatment if indicated to effect permanent 
relief from symptoms. 

In over 70 per cent of cases the appendix is visualized 
when barium is taken by mouth. Probably some of the 
unvisualized appendices are post-cecal. The diagnosis of 
chronic appendicitis without visualization is unwarranted 
and unreliable. 

The following routine method is recommended: Take 
complete history relative to gastro-intestinal tract. If 
symptoms suggest possible existence of calculus in kidney 
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or ureter, films of those areas should be made. Films 
should also be made-of the gallbladder area prior to a 
barium meal. The chest should be examined by the fluoro- 
scope, especially for adhesions of the diaphragm or for 
cardio-vascular changes. After the barium meal, fluoro- 
scope the stomach and duodenum. After six hours the 
patient should return’ to determine any delayed motility 
of the stomach and evidence of stasis in ileum or other 
abnormalities of small intestine. Patient should return for 
%4hour and 48-hour examinations and afterward, if neces- 
sary, to determine emptying time of the appendix and 
cecum. Both should normally empty at the same time. 
A post-cecal appendix at times is visualized only after the 
cecum has emptied and when the tip points upward it is 
usually held by adhesions and produces symptoms. 

James Cutusert, M.D. 
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RONTGENOGRAPHIE DER MANNLICHEN HARN- 
ROHRE (Frumkin. Fort. a.d., Geb. d. Réntgen., v. 33, p. 
401, Apr., 1925). The author uses a 25 per cent solution 
of sodium bromide injected by a large glass syringe. 50 
to 100 c.c. is used and in some cases a small amount of 
3 per cent cocaine must be first injected. Plates are taken 
with the patient prone, but rotated slightly to one side, 
the tube entering between the thighs. No ill effects were 
observed. 

The primary indication for the examination is stricture 
of the urethra. It makes possible the visualization of the 
urethra beyond a severe stricture. True, traumatic, and 
false diverticule of the urethra are clearly outlined. Oper- 
ation may frequently be avoided by utilizing the informa- 
tion gained by this method. 

Leo G. Ricier, M.D. 

PHYSICIANS LICENSED AT THE APRIL, 1925, EXAMINATION TO PRACTICE MEDICINE 

AND SURGERY IN THE STATE OF MINNESOTA 

Upon EXAMINATION 

Name School and Date of Graduation Address 

Allison, Ernest Fridolf......... St. Louis U. Sch. of Med., 
 } Seca Minneapolis, St. Barnabas Hospital. 

Bakkila, Henry Elmer.......... U. of Minn., M. B., 1924....... Duluth, St. Mary’s Hospital. 

Dungay, Neil Stanley.......... U. of Minn., M. B., 1925....... Northfield, Minn. 

Fischer, Mario McCaughin...... U. of Minn., M. B., 1924....... Duluth, St. Mary’s Hospital. 

Gay, James Gaston............ Johns Hopkins, M. D., 1923..... Rochester, care Mayo Clinic. 

Lund, Arthur Edward.......... Rush, 4 yr. Cert. Med., 1924....St. Paul, care St. Luke’s Hospital. 

Morehead, Oliver J...........+ U. of Minn., M. B., 1925....... Minneapolis, care General Heapieet. 

Palmer, Reuben N.........csse0 U. of Minn., M. B., 1925....... Chisago City, Minn. ; 

Rasmussen, Carl Christian...... Northwestern, 4 yr. Cert. Med., 

SE ecb nskstaccdsonksetvebess Minneapolis, care Swedish Hospital. 

Smith, Newton Dean........... U. Buffalo, M. D., 1923......... Rochester, care Mayo Clinic. 

Watson, Cecil James.......... »U. of Minn., M. B., 1925....... U. of Minn., Dept. of Pathology. 

THROUGH RECIPROCITY 

Anderson, Edward Waldemar ...U. of Ia., M. D., 1923.......... Rochester, Minn. 

Brosseau, Jesse Edward........ -P. & S. Chicago, M. D., 1906. ...Frankfort, S. D. 

Caylor, Harold Delos......... Pp SS SO OTe Rochester, Minn. 

Flancher, Leon Harry......... -Marquette, M. D., 1910......... Lake Park, Minn. 

Gorder, Arne Christian........ FS 2 Se eee Rochester, Minn. 

Hamrick, Robert Arnold..:.....Johns Hopkins, M. D., 1923..... Rochester, Minn. r 

SG, HE tcceskeeekenswnud -Woman’s Med. Coll. Pa., 

ee I aro ick os Saw aie Rochester, Minn. 

Kaasa, Lawrence Jens ......... eee Se eT Albert Lea, Minn. 

Kearney, Chas. A........-eeeee 2 SF See Minneapolis, 1105 28th St. W. 

Kirchner, Augustus .......... .U. of Mich., M. D., 1920........ Rochester, Minn. 

McKeithen, Archibald Murdock. .Johns Hopkins, M. D., 1920..... Rochester, Minn. 

Montgomery, Hamilton ........ Harvard, M. D., 1922.......... Rochester, Minn. 

Nickel, Allen A. C...........- ce, BE Dh. TBs anc cccewtevre Rochester, Minn. 

Pinger, Frank Wm.........-+- .U. of Calif., M. D., 1916....... Minneapolis, 4206 Harriet Ave. 

Schmitt, Oscar Joseph......... -St. Louis U., M. D., 1920....... Caledonia, Minn. 

| Shafter, Royce Roemer......... U. of Mich., M. D., 1923...... .Rochester, Minn. 
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BOOKS RECEIVED FOR REVIEW 

PROCEEDINGS OF THE INTERNATIONAL CONFERENCE ON 
HeattH Prosiems 1n Tropicat America. 1,010 pages. 
Illus. United Fruit Company, 1925. 

Tue INTERNATIONAL MepicaL ANNUAL. Cloth, $6.00. New 
York: William Wood & Co., 1925. 

INTERNATIONAL Cuinics. Vol. II. Thirty-fifth series. Edit- 
ed by Henry W. Cattell, A.M., M.D., Philadelphia, in 
collaboration with others. 311 pages. Illus. Philadel- 
phia and London: J. P. Lippincott Co., 1925. 

TuimteeNntH ANNUAL Report MepicaLt DepartMENT, Unit- 

Boston: 

ED Fruir Company. 247 pages. Illus. 
Mass.: United Fruit Company, 1925. 

ENZYME INTELLIGENCE AND WHENCE AND WHITHEr Nels 
Quevli, Reg. Phar., LL.B. 578 pages. Illus. Cloth, 
$3.65. Lakefield, Minn.: Standard Book Co., 1925, 

Diasetes—Its TREATMENT BY INSULIN AND Drier. A hand. 
book for the patient. Orlando H. Petty, A.M. MD, 
F.A.C.P., and William H. Stoner, A.M., M.D., F.A.CP. 
133 pages. Illus. Cloth, $1.50. Philadelphia: F, A. 
Davis Co., 1925. 

Pseupo Appenpicitis. Thierry de Martel and Eduard An. 
toine. Translated from the French by James A. Evans, 
A.B., M.D. 211 pages. 41 engravings. Cloth, $3.00, 
Philadelphia: F. A. Davis Co., 1925. 

Cau.bridge, 

WANTED-—Salaried appointments for Class A physicians 
in all branches of the medical profession. Let us put 
you in touch with the best man for your opening. Our 
nation-wide connections enable us to give superior ser- 
vice. Aznoe’s National Physicians’ Exchange, 30 North 
Michigan Ave., Chicago. Established 1896. Member 
The Chicago Association of Commerce. ‘ 

FOR SALE—General practice in southern Minnesota vil- 
lage; good dairy farming community; three tributary 
towns without physician; cash receipts last year, $9,000. 
Residence designed for use as small hospital; separate 
office building. Good man will make money from start. 
Address C-25, care Minnesota MEDICINE. 

COLLECTION SERVICE — American Medical Board of 
Adjustors, First National Bank Building, Chicago. Guar- 
anteed Delinquent Collection Service, anywhere U. S. A. 
(Medical profession exclusively). Debtors pay you 
direct. Litigation avoided. Adjustments encouraged. 
No “Agency” methods. Financially responsible. WRITE! 

WANTED—Eye, ear, nose and throat specialist to share 
offices in St. Paul. Large amount of referred work. Ad- 
dress C-36, care Minnesota MEpIcINne. 

OFFICE SPACE FOR RENT—In Physicians and Surgeons 
Building, Minneapolis, with two doctors. Privileges of 
thoroughly equipped laboratory and x-ray facilities. Ad- 
dress C-35, or telephone Geneva 2887. 

MINNEAPOLIS MEDICAL AND SURGICAL BUSINESS 
for sale. $6,000 cash. All new equipment. X-ray Bucky 
Diaphragm. Sinusoidal outfit. Ultra Violet Water 
Cooled Lamp. Diathermy outfit. Have to live in Flor- 
ida. Phone or write for particulars. , Dr. C. F. Fleming, 
117 South East Fourth Street, Minneapolis. 

FOR SALE—Two used surgical tables and one surgeon's 
office stand, including nine glass stoppered bottles. $15 
each. Address Dr. C. F. Fleming, 117 South East Fourth 
Street, Minneapolis. 

FOR SALE—Office lease and equipment in downtown office 
in heart of St. Paul retail district. Lease in conjunc- 
tion with dentist. Established twelve years. Leaving to 
specialize, about September first. Address C-34, care 
MINNESOTA MEDICINE. 

FOR SALE—Haldane Basal Metabolic Machine; includes 
three Haldane units, motorized, on stand, tank separate. 
Will sell very reasonable. A. G. Stasel, Business Man- 
ager, Nicollet Clinic, 1009 Nicollet Avenue, Minneapolis, 
Minn. 

OFFICE SPACE for rent in new downtown building with 
a group of physicians. New X-ray and Clinical Labora- 
tory. Two rooms and common waiting room: $50 to 
$65 a month. Free parking space for your own and 
patients’ automobiles. Pediatrician and internist de- 
sired. Address C-37, care Minnesota MeEpIcInNe. 


