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THE CENTENARY OF THE DEMONSTRATION OF ETHER ANESTHESIA 

OWEN W. PARKER, M.D. 

Duluth, Minnesota 

N October 16, 1896, in the amphitheatre of the 

old Millard Hall of the Medical School at 

the University of Minnesota. a program was #iven 

to commemorate the fiftieth anniversary of the 

giving of ether for anesthesia at the Massachusetts 

General Hospital in Boston. 

Dr. Burnside Foster, Saint Paul, in his usual 

brilliant style and Bostonian manner, gave a 

thrilling, dramatic and eloquent address, describ- 

ing this great historical event and the two main 

actors in the drama, Dr. William T. G. Morton 

of Boston, the dentist, and Dr. J. Collins Warren, 

the surgeon. 

Dr. Foster’s words were most inspiring and 

illuminating to me, a freshman, and I have always 

remembered the event with great pleasure and 

interest. 

This year, on October 16, another fifty years 

have passed and it is the one hundreth anniver- 

sary of this momentous event. No doubt the oc- 

casion is being appropriately celebrated in many 

places this year and especially at the old Massa- 

chusetts General Hospital, where the fiftieth an- 

niversary was notably observed. On the commit- 

tee of arrangements at that time were such out- 

standing men as Drs. J. Collins Warren, Wil- 

liam L, Richardson, Frederick Shattuck, and Wil- 

liam S. Bigelow, while on the honorary committee 

were Charles W. Elliott, president of Harvard 

University ; Dr. Hunter McGuire, Richmond, Vir- 

ginia, who attended General “Stonewall” Jackson 

following his tragic shooting accidentally by his 

own men; Drs. William W. Keen and William 

Pepper, Philadelphia ; Dr. Henry H. Mudd, Saint 
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Louis; Dr. Nicholas Senn, Chicago; Dr. Charles 

McBurney, New York; Drs. William Osler and 

William S. Halstad, Baltimore; Dr. Roswell 

Park, Buffalo, and others. 

Among the addresses made were those by Dr. 

William H. Welch, Baltimore, Dr. Charles Mc- 

Burney, New York, and Dr. Wier Mitchell, 

Philadelphia. 

The “Ether Room” has been restored to its 

original appearance and presents much the same 

appearance that it did when used as an operating 

theater. Imagine, if you will, Dr. John Collins 

Warren, the surgeon in chief, a man short in 

stature, austere, puritanical, a man of ability, of 

initiative and force, with the best surgical training 

of his day. The hour for the operation arrived 

and Dr. Morton was not on hand. Ten minutes 

passed and then Dr. Warren, the eminent sur- 

geon, looking around with a smile on his face, 

slightly sarcastic, suggested that as Dr. Morton 

was not present, it might be well to let the opera- 

tion go on as usual. At that moment Dr. Morton 

came in, breathless from haste, carrying the newly 

made inhaler, which had just been delivered to 

him. With a coolness and self-possession in 

strong contrast to the general nervous tension of 

the assembly, Dr. Morton proceeded to admin- 

ister sulphuric ether to a human being for the 

purpose of eliminating pain by forced anesthesia 

in a surgical operation. Pouring the ether into 

the inhaler, he lifted it to the patient’s nostrils, 

allowing the man to breathe the fumes. Watching 

the patient’s face intently and feeling of his 

pulse, he turned to Dr. Warren who stood near 
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with his surgeon’s knife behind him and said 

quietly, “Your patient is ready, Doctor.” Dr. 

Warren proceeded with the operation, the removal 

of a tumor from the neck. The operation lasted 

one half hour, during which time no cry or groan 

escaped the patient and there was no indication 

of suffering. At the conclusion Dr. Warren turn- 

ed to the audience, composed of members of the 

medical profession, doctors and students, and all 

the great surgeons of Boston, including the 

celebrated Dr. Joseph Bigelow and his son, Dr. 

Henry J. Bigelow, and said in his impressive man- 

ner, “Gentlemen, this is no humbug!” Dr. Bige- 

low remarked, “I have seen something today that 

will go around the world!” 

On the wall of the “Ether Room” is the fol- 

lowing legend: “On October 16, 1846, in this 

room, the operating theater of the hospital, was 

given the first public demonstration of anesthesia 

to the extent of producing insensibility to pain 

during a serious surgical operation. Sulphuric 

ether was administered by William Thomas Green 

Morton, a Boston dentist. The patient was Gilbert 

Abbott. The operation was the removal of a 

tumor under the jaw. The surgeon was John 

Collins Warren. The patient declared that he 

had felt no pain during the operation, and was 

discharged as well December 7. Knowledge of 

this discovery spread from this room throughout 

the civilized world, and a new era for surgery 

began.” 

To Dr. Henry J. Bigelow is due the credit of 

pointing out that this experience showed that ether 

was “safe, certain, and complete.” It was a dem- 

onstration of the practicability of surgical an- 

esthesia, which had been dreamed about for many 

years, and it was this triple feat that constituted 

the “discovery” and entitled October 16, 1846, 

to have a special name like that of our national 

holiday. 

The trustees of the Massachusetts General 

Hospital, soon after the event, made a report ac- 

cording the honor and credit of the discovery to 

Dr. Morton and presented him with a silver box 

containing $1,000. Later on Dr. Morton received 

a prize from the French Academy of Sciences, 

the Cross of the Order of Vasa from Sweden 

and Norway, and the Cross of the Order of St. 

Vladimir from Russia. 

In the public gardens of Boston a monument 

was erected “to commemorate the discovery that 

the inhalation of ether causes insensibility to 
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pain.” The inscription continues, “first proved to 

the world at the Massachusetts General Hospital 

in Boston, October 16, 1846.” Dr. Morton’s deed 

though not his name is thus honored. Yet an- 

other monument stands over Dr. Morton’s grave 

in Mount Auburn Cemetery near Boston, erected 

by the citizens of Boston and bearing the follow- 

ing inscription written by the late Dr. Jacob 
Bigelow: 

“William T. G. Morton, inventor and revealer 

of anesthetic inhalation, before whom, in all time, 

surgery was agony, by whom pain in surgery 

was averted and annulled, since whom science has 

control of pain.” 

On the outside walls of the new public library 

in Boston are memorial tablets with about 500 

names of writers, artists and scientists. Here 

Boston inscribed Dr. Morton’s name. 

A still more eloquent expression of the gratitude 

of Massachusetts is the inscription of Dr. Mor- 

ton’s name upon the base of the dome of the new 

chamber of the House of Representatives in the 

State House in Boston, among the selected fifty- 

three of Massachusetts’ most famous citizens— 

“names selected,” as stated at the time of the 

event, “in such a way that they shall either mark 

an epoch or designate a man that has turned 

the course of events.” The following names will 

indicate the general trend of the selection: Morse, 

Morton, Bell, Emerson, Hawthorne, Holmes, 

Longfellow, Edwards, Channing, Endicott, Win- 

throp, John Adams and John Q. Adams, Webster, 

Sumner, Choate, Everett, Bowdich, and others. 

Stimulated by Dr. Foster’s eloquent address, | 

visited the “Ether Room” at the Massachusetts 

General Hospital in 1906 and consulted literature 

on the history of ether anesthesia. 

I am indebted to the Treadwell Library and to 

the articles by Frederic A. Washburn, to Dr. 

Morton’s son and wife, to the great address of 

Dr. William H. Welch and to Dr. Frank Cole, 

Head of Anesthesia, St. Mary’s Hospital, Duluth, 

for much information regarding this great event. 

I am not going into the great controversy over 

the discovery of ether, as that is a long story.* | 

have been much interested in it, especially in the 

story of Dr. Crawford Long of Georgia. I once 

visited in Georgia and saw a statue of him in the 

court house yard of a small town. His statue 

*Suffice it to mention the names of the chief actors: Dr. 
Morton, Dr. Wells, Dr. Jackson, chemist, and Dr. Long. 

(Continued on Page 4002) 
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A BRIEF SURVEY OF PROSTATIC SURGERY 

C. D. CREEVY, M.D. 

Minneapolis, Minnesota 

HE demand for the surgical treatment of ob- 

struction at the vesical neck has increased 

many fold in recent years, partly because the 

number of men living past the age of sixty has 

nearly trebled in the past half century, and partly 

because modern surgical operations upon the 

prostate gland have so reduced the risk and dis- 

comfort that patients have lost much of their 

dread of the procedure. 

Our knowledge of prostatic disorders has de- 

Although Ulassa ascribed diffi- 

culties with urination to prostatic enlargements as 

long ago as the sixteenth century, we still do 

not know what causes these enlargements. The 

occurrence of benign hypertrophy has been attrib- 

uted to sexual overindulgence, to impaired vascu- 

veloped slowly. 

larity due to arteriosclerosis, to chronic inflamma- 

tion, to habitual prolonged voluntary retention of 

the urine, and to the influence of hormones. 

Lower has related it to an excess of androgens, 

Zuckerman to an oversupply of estrogens, and 

others have postulated an increase of prolans 

from the anterior pituitary. All three of these 

hormones have produced enlargements of the 

prostate in experimental animals, but the histolog- 

ical appearances of these enlargements bear no 

resemblance to those occurring naturally, and 

treatments based upon these theories have failed. 

Despite the clinical importance of prostatism, 

deliberate surgical removal of the gland was a 

late development, probably because of gaps in 

useful knowledge of anesthesia, asepsis, and 

pathology. The ancient lithotomists undoubtedly 

removed bits of prostatic tissue at times, but this 

apparently added too much to the risk. 

Logieally enough, the first deliberate opera- 

tions aimed at the prostate gland were done 

through the urethra. Paré in 1575, Guthrie in 

1834, and Mercier and Civiale in 1856, all de- 

vised instruments to incise the gland or to ex- 

cise bits of it. Bottini devised a cautery for this 

purpose in 1873, but none of these instruments 

permitted the surgeon to see what he was doing, 

and the results were so uncertain that their use 

was abandoned. 

From the Urological Division, Department of Surgery, Medi- 
cal School, University of Minnesota. 

Read before the annual meeting of the Minnesota State 
Medical Association, St. Paul, May 22, 1946. 
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While Amussat is said to have removed a por- 

tion of the prostate suprapubically in 1832, this 

was incidental to a lithotomy, and it is probable 

that the first deliberate open operation was the 

perineal morcellation of a carcinoma by Billroth 

in 1867. Twenty years later, perineal enucleation 

through a median incision into the bulbous and 

membranous urethras had become so popular 

that Goodfellow was able in 1891 to report 

seventy-two cases with but two deaths, but the 

ensuing urinary incontinence led to abandonment 

of this approach. 

Zuckerkandl and Voelcker improved results by 

approaching the prostate extraurethrally from be- 

hind, but it remained for Young, in 1903, to de- 

vise an extraurethral approach which permitted 

enucleation of the gland and control of bleeding 

under direct vision, an operation which has re- 

mained essentially unchanged ever since. 

In the meantime, however, the frequency of 

rectal injuries and of urinary incontinence after 

the perineal operations resulted in a preference 

for the suprapubic approach. Led by Belfield, 

several surgeons in 1885 began excising the in- 

travesical median lobe through the bladder, but 

leaving the lateral lobes behind gave such unre- 

liable results that Fuller, in 1895, developed the 

suprapubic enucleation subsequently popularized 

by Guiteras and Freyer. Their functional results 

were so good as to lead to virtual abandonment, 

for the time being, of the perineal and trans- 

urethral methods. 

Many surgeons still practice, with considerable 

satisfaction, the blind suprapubic enucleation of 

Fuller, but others have modified the operation 

considerably ; Squier advocated a high incision in 

the bladder, hoping that gravity would lead the 

urine out of the urethra rather than out of the 

incision during recovery. Judd used an incision 

long enough to permit enucleation and subsequent 

trimming under vision; and Lower and Harris 

practiced reconstruction of. the vesical neck and 

primary closure. 

The first surgeons to perform enucleation 

thought that they were removing the entire pros- 

tate, but Motz and Perearneau and others subse- 

quently demonstrated that they were enucleating 
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an encapsulated mass of hypertrophy and leaving 

behind a surgical capsule of compressed but nor- 

mal prostatic tissue. 

Young soon discovered that those obstructing 

glands which were fibrous and contracted rather 

than enlarged could not be enucleated, and de- 

vised the first prostatic punch to remove them. 

This was limited in its usefulness by very poor 

illumination supplied by a head mirror, and by the 

lack of satisfactory means of controlling hemor- 

rhage. 

In 1913 Bugbee and Stevenson applied to the 

prostate Beer’s method of cystoscopic electrocoag- 

ulation of tumors of the bladder with the Oudin 

current and an insulated electrode. They sought 

to produce a channel through the middle lobe 

by repeated electrocoagulation. While this was 

probably the first transurethral attack upon the 

prostate under good visual control, it was aban- 

doned because too little tissue was removed. 

In 1918, Braasch devised a modification of his 

cystoscope which permitted removal of tissue un- 

der direct vision, but lacked the means to stop 

bleeding. Caulk (1920) remedied the latter de- 

fect by adopting a cylindrical electric cautery to 

a punch similar to Young’s, and did much to pop- 

ularize the transurethral operation, but his instru- 

ment never became popular because of poor 

visualization, and of troublesome postoperative 

infections in the cauterized tissue. 

In 1926 Bumpus modified Braasch’s prostatic 

excisor and added an electrode for the electro- 

coagulation of bleeders with current from a spark 

gap generator. His was the first instrument 

which permitted removal of tissue and control of 

bleeding by electrocoagulation with good vision, 

but it was cumbersome and time-consuming to 

use. These defects were later remedied by 

Thompson. 

Also in 1926, Stern devised the first resecto- 

scope which removed tissue with a wire loop 

activated by an undamped or cutting current gen- 

erated by a radio transmitter tube, but he was 

hampered by the fact that his current did not con- 

trol bleeding. This difficulty was overcome by 

T. M. Davis, who devised an electromagnetic foot 

switch which permitted him to use an undamped, 

tube-generated current for cutting, and a damped, 

spark gap-generated current for electrocoagulation 

of bleeders. K. M. Walker subsequently devised 

an insulated sheath for the resectoscope and Mc- 

Carthy combined the advances of those three 
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workers with his foroblique telescope to produce 

the first practicable instrument capable of excis- 

ing tissue with a loop, coagulating bleeders, and 

affordmg excellent vision. Not long thereafter, 

manufacturers began to supply surgical diathermy 

machines which generated cutting currents by 

means of radio tubes, coagulating currents by 

means of spark gaps, and which were equipped 

with selective foot switches. 

Nesbit subsequently modified the McCarthy 

instrument so that it could be manipulated with 

one hand. Employing the Oconor rectal sheath, 

he was able to use the other hand to push pros- 

tatic tissue into the path of the loop, and to judge 

by palpation how much prostatic tissue was left. 

This was a very important advance, since it per- 

mitted a much more complete excision of tissue. 

Meanwhile, Foley had devised his now almost 

universally used hemostatic bag catheter. 

While these direct surgical attacks upon the 

prostate were being developed, several indirect 

methods had been tried and found ineffectual. 

Castration, popularized by White around 1895, 

proved to be too uncertain in its results and to 

have too many unpleasant by-effects. Bier’s 

ligation of the internal iliac arteries, designed 

to deprive the gland of its blood supply, turned 

out to be dangerous and unsatisfactory. The 

intraprostatic injection of .sclerosing agents, pro- 

posed by Heine in 1874, failed of its objective. 

Hormones have also failed to influence benign 

prostatic hypertrophy favorably. Testosterone, 

in addition to being useless in causing shrinkage 

of the gland, was shown by Huggins to promote 

growth and metastasis of prostatic carcinoma ; the 

estrogens proved unsatisfactory in benign lesions, 

and so did Lower’s inhibin. 

Thus, the urological surgeon has three types 

of operation available in prostatism. He should 

try to make the operation suit the needs of the 

patient, rather than the reverse. 

Irrespective of the type of prostatic operation 

to be done, careful attention must be given to the 

general condition of the patient, particularly as 

concerns the degenerative diseases (cardiovas- 

cular disorders, diabetes). One must remember 

that the patient may dehydrate himself in an 

effort to reduce the frequency of urination or to 

prolong the interval between catheterizations. 

Moreover patients with impaired renal function 

may lose their appetites and develop. vitamin and 

other nutritional deficiencies. 
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PROSTATIC SURGERY—CREEVY 

Another important consideration is the renal 

function. If it is normal, as judged by the urea 

nitrogen, nothing is to be gained by preliminary 

drainage of the bladder. If it is slightly impaired, 

a brief period of intermittent catheterization with 

forced fluids may suffice to restore it to a satis- 

factory state, as evidenced by a normal urea nitro- 

gen, good appetite, good urine output, and satis- 

factory general appearance. The inlying catheter 

is avoided if possible because it may irritate the 

bladder, and so reduce the capacity as to inter- 

fere with the easy performance of any but perineal 

prostatectomy. 
If there is severe impairment of the renal func- 

tion, an inlying catheter and forced fluids should 

be tried with the proviso that, if improvement is 

not rapid, suprapubic cystostomy should be done. 

It is always desirable to culture the urine when 

the patient is first seen so that the proper urinary 

antiseptic can be used at once if needed (in gen- 

eral, sulfathiazole for Gram negative, and penicil- 

lin for Gram positive organisms). Many favor 

the routine use of small doses of a sulfonamide 

whenever repeated catheterization is necessary. 

It is usually desirable to have matched blood, 

or at least a matched donor, on hand when opera- 

tion is begun, so that transfusion may be started 

at once if bleeding is at all excessive. 

Spinal anesthesia is used in all cases unless 

specially contraindicated, because it is practically 

free from risk if properly used, and because it, 

more than any other type of anesthesia, insures 

a quiet bladder and relaxed urethra. 

Bilateral vasectomy is done routinely just be- 

fore the prostatectomy is started. 

As soon as the patient is in position on the 

table, a drip of 10 per cent glucose in distilled 

water is started intravenously. It aids in main- 

taining the blood pressure, replaces fluid lost 

(bleeding, perspiration) and promotes diuresis, 

thus minimizing the reflux of irrigating fluid into 

the ureters during the transurethral . operation. 

In this connection, it is important to keep the 

pressure at which the irrigating solution enters 

the bladder at as low a level as possible, lest the 

water enter the open prostatic veins and pro- 

duce hemolysis in the circulating blood. This 

may lead to a reaction not unlike that seen after 

the transfusion of incompatible blood, and may 

be responsible for fatalities. It also seems likely 

that blood may be hemolyzed in the bladder and 

washed into the circulation. It may prove desir- 
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able to use a 5 per cent solution of glucose rather 

than plain water as the irrigating fluid. 

Hemostasis during and at the end of operation 

is of enormous importance. Elderly patients 

stand the loss of blood poorly, and many a stormy 

convalescence or death is due directly to an ex- 

cessive but overlooked loss of blood during or 

after operation. Simple blood loss may, by some 

poorly understood mechanism, apparently lead to 

uremia. In connection with after-bleeding, it is 

important that the blood pressure be at or near its 

usual level at the end of the operation ; otherwise, 

a postoperative rise will lead to hemorrhage, and 

may turn the tide against the patient. In trans- 

urethral resection, this means careful electroco- 

agulation of bleeding points; one should not de- 

pend upon traction upon an inflated bag in the 

prostatic fossa except in case of dire necessity. 

It is uncertain in controlling bleeding, and may 

damage the external sphincter. 

In suprapubic prostatectomy, I prefer to in- 

sert a pack of vaselined gauze into the prostatic 

cavity after large individual spurters have been 

controlled by suture. In perineal prostatectomy 

one can ordinarily ligate individual bleeders ; this 

is one of the best features of this operation. 

In the postoperative care, free, unobstructed 

drainage of urine is of paramount importance. 

After transurethral resection, I prefer to use a 

two-way hemostatic bag catheter (Foley-Alcock) 

with a continuous drip of sterile 0.5 per cent 

saline. 

A size 24 Foley catheter with a 30 c.c. bag is 

ordinarily used after perineal prostatectomy, and 

a size 32 or 34 mushroom catheter makes a satis- 

factory suprapubic tube after the suprapubic op- 

eration. These tubes are best irrigated periodi- 

cally by hand during the first twenty-four hours. 

Any complaint of distention of the bladder re- 

quires prompt evacuation of clots by the surgeon 

himself. The time to take the patient back to 

the operating room fot control of excessive post- 

operative bleeding is when one is wondering 

whether it will be necessary. Here again, bleed- 

ing demands prompt transfusion. 

Postoperatively, fluids should be given intra- 

venously in sufficient quantity to replace all fluid 

lost by whatever route, and to produce an output 

of at least one thousand cubic centimeters of 

urine per twenty-four hours. However, if the 

output is low in relation to the fluid intake, one 

must check the urea nitrogen of the blood, and 

997 



PROSTATIC SURGERY—CREEVY 

resist the temptation to overload the cardiovascu- 

lar apparatus by an exessive fluid intake. 

Continuous nasal suction is used if any ileus 

develops, and suitable .antiseptics are given if 

febrile reactions occur. One must be very cau- 

tious in using sulfonamides in the presence of 

renal damage; if they are used, blood levels. must 

be determined frequently. 

The average patient is hyperventilated several 

times daily, turned frequently, and is encouraged 

to move about -in bed and to cough. In the ab- 

sence of complications, he sits up in a chair on the 

first postoperative day, and walks about the room 

on the second or third day. In the case of supra- 

pubic prestatectomy, the early ambulation is made 

safer. by using a transverse incision through the 

skin and rectus sheath, and by closing it with 32 

B & S gaugé stainless steel wire. 

The catheter is removed after transurethral re- 

section on the third postoperative day, and after 

perineal prostatectomy on the eighth postoperative 

day. After suprapubic prostatectomy, an inlying 

catheter is inserted and the suprapubic tube is 

removed as soon as the urine has remained free 

of blood for a minimum of twenty-four hours. 

The time of removal of the catheter depends upon 

the state of the wound, and upon the absence of 

leakage of urine therefrom. 

After removal of the catheter, one should check 

the residual urine on two consecutive days if 

The catheter 

is left in for a day or two if the residual exceeds 

there is any difficulty in voiding. 

one hundred cubic centimeters, after which the 

same routine is followed. 

In general, one may say that the stay in the 

hospital after open operations averages two to 

three times longer than that after transurethral 

resection. Also, the incisions cause disconifort 

which is absent after the closed operation. The 

risk to life is greatest from suprapubic prostatec- 

tomy, averaging about 8 per cent in large series 

in good hands, although this may be lower since 

the advent of the sulfonamides, penicillin, and the 

more intelligent use of transfusions. The func- 

tional results of the suprapubic operations are 

good. 

I prefer to use it in those cases in which the 

prostate is very large, or in which there is a 

vesical calculus too large for litholapaxy, a stric- 

ture too high for avoidance by a perineal urethrot- 

omy, or when ankylosis of the hips prevents the 

use of the position necessary for the transureth- 

ral or perineal operations. 

The mortality of perineal prostatectomy is low, 

but the incidence of urinary incontinence is too 

high, in my opinion, to justify its routine use. 

I prefer to reserve it for localized carcinoma of 

the prostate, because it offers the only chance 

of cure in this condition. 

Transurethral resection is performed, with a 

mortality of about 2 per cent, in all other cases. 

The postoperative hospital stay averages eight 

days, convalescence is usually comfortable, and 

the incidence of permanent incontinence is small. 

INSULIN AND ANTIVIVISECTION 

"An appeal to enlightend citizens to refrain from sup- 
porting antivivisection activities was issued by the Amer- 
ican Diabetes Association at its recent meeting in To- 
ronto celebrating the silver anniversary of the discovery 
of insulin. 

The appeal was made on the basis of the role played 
by experimental dogs in the development of insulin. 

The statement passed by the Association was a resolu- 
tion as follows: 

“Whereas, the American Diabetes Association at this 
meeting is commemorating the 25th anniversary of the 
discovery of insulin; and whereas insulin has been in- 
strumental in restoring the health and saving the lives 

of countless human beings suffering from diabetes; and 
whereas the great work of Banting and Best in discover- 
ing insulin, and the subsequent scientific investigations 
clarifying its actions and uses, would have been impos- 
sible without the use of dogs and other domestic ani- 
mals as experimental subjects; therefore be it resolved 
that the American Diabetes Association hereby . testifies 
to the value of the use of dogs and other domestic ani- 
mals for purposes of scientific research; and urges all 
enlightened citizens to refrain from supporting the 
misguided efforts of so-called antivivisectionists, who 
constantly try to hamper the advancement of scientific 
medicine.” 
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DOUBLE AND ACCESSORY URETHRA 

GEORGE W. IRMISCH, M.D. and EDWARD N. COOK, MLD. 

Rochester, Minnesota 

ONGENITAL abnormalities of the urethra 

are rare. For this reason, cases when seen 

should be added to the record. Care should be 

exercised in description so that the newly re- 

ported cases may be classified. To this end we 

shall refer to the literature, outline an accepted 

classification and describe the cases accordingly. 

A perusal of the literature reveals that isolated 

reports of cases made their appearance during the 

nineteenth century. These cases, with later ones, 

were reviewed by Mackenzie in 1916. More re- 

cently the literature was reviewed by Perlmann 

when he reparted his case in 1930 and by Lows- 

ley when he reported two cases in 1939. 

From the complete double penis to its congenital 

These 

abnormalities, in themselves, do no harm. As a 

absence are many anomalous variations. 

result, one does not see these patients unless they 

are undergoing a general physical examination 

for some other reason, or the part becomes dis- 

eased. 

The largest number of reports of cases are 

found in the foreign literature, and for similar 

abnormalities such terms as “double urethra,’ 

“urethra duplex” and “accessory urethra’ may 

be used. This leads to confusion, which can 

only be cleared by proper classification. 

A true duplication of the urethra occurs only 

with a double penis and is extremely rare. Of 

almost equal rarity is the double urethra in a 

single penis, where the two channels lie parallel, 

both terminating in the bladder. Bernadet’s case 

is an example. Perlmann found only seven cases 

in the literature, his own case included. To this 

we may now add the cases of Nicoletti, Heymann 

and Delvigne, case in 1934 brought the 

total to ten. 

whose 

The more common anomalies, of which ‘there 

are several varieties, fall into the category of ac- 

cessory urethra. Taruff studied the varieties and 

in 1891 offered a classification which, in general, 

has been followed by subsequent investigators. 

He distinguished four main types. 

classification is as follows: 

Briefly his 

Dr. Irmisch is a Fellow in Urology, Mayo Foundation, and 
ve Cook is with the Section of Urology, Mayo Clinic, Rochester, 

innesota. 
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1. Blind-ending canals.’ 
(a) The canal opgns*on the surface of the penis 

but does not commuicate with the urethra or bladder. 
(b) The canal opens into the urethta but does not 

open on the surface of the penis. 2 
2. An accessory canal which conveys seminal Ania 

and is independent of the urethra. This hats” been re- 
ferred to as a seminiferous canal. 

3. An accessory canal which communicates with 
both the urethra and the surface of the penis. This 
may be termed simply a “bifurcation of the urethra” 
or a “uriniferous canal.” Berger reported a case in 
this classification. 

4. Certain congenital urethral fistulas which usually 
arise from defects in the embryonic cloaca. 

The two cases which we observed are distinctly 

different from each other according to this clas- 

sification and therefore will be described sepa- 

rately. We shall then indicate to which part of 

the classification each case belongs. 

Report of Cases 

Case 1.—A white man, twenty-six years of age, 'was 
sent for examination because of a discharge from the 
urethra. The patient had had twenty-nine months of 
active military service and was in excellent health. The 
general physical examination gave grossly negative re- 
sults. Urologic examination revealed a thick, purulent 
discharge which exuded, not from the urinary meatus, 
but from a small opening in the glans penis just above 
the urinary meatus (Fig. 1). Smear and culture estab- 
lished the fact that the infection was nonspecific. Fol- 
lowing treatment with penicillin, the discharge stopped: 
As the accessory canal remained dry, a 5 F. ureteral 
catheter was passed into the opening. The catheter? 
easily passed to a depth of 14 cm. Roentgenograms were 
taken after a small amount of skiodan had been in- 
jected. The roentgenogram showed a small amount of 
contrast media extending from the tip of the catheter 
outlining a small irregular tract. Repeated injections of 
skiodan showed the tract to end blindly. The blind end 
was dilated in cauliflower fashion and was situated 
beneath the symphysis pubis (Fig. 2). Examination of 
the patient’s bladder and the upper part of his urinary 
tract failed to reveal any additional information. This 
was the only abnormality of the genito-urinary system. 

An important observation in this case was the prompt 
response of the infection to penicillin. It was ex- 
plained to the patient that the accepted treatment was 
surgical and, if the infection persisted, surgical excision 
of the accessory canal would be necessary, The pa- 
tient was then closely observed for six months but no 
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Fig. 1. Glans penis, demonstrating the two meatuses. 

recurrence of the infection appeared. It seems possible 
that this may mark another step in our chemotherapeutic 
progress in the treatment of infections which previously 
required surgical intervention, 

Case 2.—A white man, forty-five years of age, re- 
ported at the clinic in December, 1945, complaining of 
backache. Examination disclosed hemivertebra of the 
fifth lumbar vertebra. Because of a severe sudden at- 
tack of lumbar pain, the patient was sent for urologic 
investigation. 

Special examination disclosed a congenital abnormality 
of the penis, which appeared as two incompletely formed 
organs which had fused. The point of fusion of the 
glans was distinctly marked by a cleft on the dorsal 
and ventral surfaces. Each glans was further dis- 
tinguished by having a distinct urinary meatus (Fig. 
3, a and b). Since congenital abnormalities of the 
genito-urinary system are frequently multiple and since 
the patient gave a history suggestive of renal colic, an 
excretory urogram was requested. Here one saw bi- 
lateral duplication of calices, pelves and ureters (Fig. 4). 
Cystoscopy was then performed to determine whether 
the bilateral duplication was complete and also to study 
further the abnormal penis and urethra. 

Through the larger meatus the cystoscope passed 
easily. The bladder appeared normal; only one ureteral 
orifice was seen on each side. The orifices functioned 
normally and clear spurts of urine were seen. During 
a further search for an ectopic ureter, however, an 
orifice was seen just inside the vesical neck. No spurt 
was seen and an attempt at ureteral catheterization 
failed. It became apparent that this was the vesical 
end of the second urethra. 

The patient gave an interesting history. When he 
was a young man he had a double stream and, when 
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_ Fig. 2. _Radiopaque medium outlining accessory urethra. 
Note blind end dilated in cauliflower fashion behind the 
symphysis pubis. 

urinating, could void with equal force through both 
channels. During World War I a nonspecific infection 
developed which caused a discharge from both chan- 
nels. When he was treated, ‘his condition aroused medi- 
cal interest. The medical officers passed catheters through 
both channels into his bladder. The patient related that 
since that time the stream had decreased in caliber 
through the second channel, so that at the time of 
observation here it was a thin stream with dribbling. 
He had also observed that he urinated through this 
channel only when his bladder was unusually distended. 
The patient stated that he thought he had a “stricture” 
which had developed since his’ infection. A urethrogram 
made of the second urethra showed a very definite ob- 
struction and this may well be the case (Fig. 5). The 
stream from the normal urethra had remained un- 
changed. 

As regards the ejaculation of seminal fluid, before the 
development of the previously described stricture, there 
was ejaculation through both urethral channels. This 
was brought to the patient’s attention since he had to 
massage the second channel in order to evacuate the 
secretion and prevent a continued dribble. 

That the second urethra did not function normally 
was brought out by the fact that the dribbling of urine 
was almost an incontinence. After the patient voided 
he had to strip the second urethra dry. If he did not 
do this he noticed a continual dribbling. The second 
urethra had the tendency to fill from the bladder gradu- 
ally and a sudden movement or crossing of the legs 
squeezed the urine out of the urethra. While Figure 
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A drop of urine at the orifice of the abnormal meatus. b. Cleft between two incomplete glandes penis. Fig. 3, a. 

Fig. 5. Distended abnormal urethra filled with contrast medium. 

Fig. 4. Hemivertebra of the fifth lumbar vertebra; also bilateral 
duplication of calices, pelves and ureters. 
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3 a@ was being made, a drop of urine appeared at the 
second urinary meatus while the meatus of the nor- 

urethra, although held open, remained dry. 

Comment 

The first case is an example of accessory 

urethra. Since the accessory urethra consists 

of a blind-ending canal'14 cm. in length which 

did net communicate with the urethra or blad- 

der, it belongs to group 1 (a). Lowsley reported 

forty-two such cases in the literature up to 

1939, his two cases included. 

The second case is of a type more rare, and 

of much more interest. It is an example of a 

double urethra in a single but anomalous penis. 

Perlmann reported a case of this type in 1930 as 

the seventh. We were unable to find the report 

of a single case since that time. Of added inter- 

est is the fact that this patient demonstrates the 

multiplicity of congenital anomalies, presenting 

bilateral duplicated calices, pelves and ureters 

and hemivertebra of the fifth lumbar vertebra. 

These patients also demonstrate the fact that 

these congenital anomalies do no harm and go 

unobserved unless they are complicated by dis- 

ease or are found during examination for some 

other cause. 

Summary 

Two cases of anomalous urethra are reported 

and classified. They are of two distinct types: 

(1) an accessory urethra*l4 cm. long of the 

blind-ending type, which opened on the surface 

of the glans penis and’ did not communicate with 

urethra or bladder; (2}¢a complete, duplication 

of the urethra in a single but anomalous penis. 

The two urethras opened on the surface of the 

ND ACCESSORY URETHRA—IRMISCH AND COOK 

glans and transversed the penis, both terminat- 
ing in the bladder. 

The patient described in Case 1 reported for 

examination because of infection of the accessory 

canal. This was promptly cleared up with peni- 

cillin and did not recur during ‘an observation 

period of six months. It is suggested that this 

type of treatment may obviate, in many 

complete excision of the accessory canal. 

The patient described in Case 2 came to the 

orthopedic department because of severe back- 

ache. Orthopedic examination revealed hemi- 

vertebra of the fifth lumbar vertebra. Urologic 

examination revealed a bilateral duplication of 

calices, pelves and ureters in the upper part of 

the urinary tract. Then a complete duplication 

of the urethra in a single anomalous penis was 

found. This case demonstrates the multiplicity 

of congenital anomalies. 

cases, 

Urethral anomalies are seen only when the 

part becomes diseased, or constitute an incidental 

finding on general physical examination for other 

causes. 
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THE CENTENARY OF THE DEMONSTRATION OF ETHER ANESTHESIA 

(Continued from Page 994) 

is also in the hall at the capitol in Washington, 

D. C., along with Alexander H. Stevens, Vice 

President of the Southern Confederacy, repre- 

senting Georgia’s two most distinguished sons. 

Dr. Morton died in New York City of cerebral 

hemorrhage while riding with his wife in a park. 

He was taken to St. Luke’s Hospital and was 

there recognized by the chief surgeon, who turned 
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to the house physicians and said, “Young gentle- 

men, you see lying before you a man who has 

done more for humanity and for the relief of suf- 

fering than any man who has ever lived.” 

I have been prompted to prepare this communi- 

cation in commemoration of the one hundredth 

anniversary, with the hope that it will prove of 

interest, and “lest we forget.” 
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SOME EXPERIENCES IN THE TREATMENT OF CHRONIC SUPPURATIVE OTITIS MEDIA 

EUGENE F. McELMEEL, M.D. 
Minneapolis, Minnesota 

BVIOUSLY, from the title and in the allow- 

ed time no attempt can be made to discuss 

chronic otitis media exhaustively. Rather, a few 

of the problems encountered in treating chronic 

otitis media will be mentioned along with our im- 

pression as to how to combat them. ~ 

In the first place, a definition of what is meant 

by the term chronic otitis media is proper. Ac- 

cording to Dench? any aural discharge which per- 

sists in spite of adequate therapy for more than 

three months should be considered chronic. This 

attempt at differentiation between acute and 

chronic otitis media on a purely temporal basis 

is hardly scientific. The pathologist has pretty 

exactly differentiated the two histologic states, 

and time has nothing to do with it. A better defini- 

tion is given by Boies? when he states that “chron- : £ , 
ic suppurative otitis media is a continued suppura- 

tion from the middle ear following an acute 

necrotic otitis media or a primary suppuration 

in the middle ear with hyperplastic mucosa; 

uncommonly it occurs following an invagination 

of epithelium from Shrapnell’s membrane to form 

a cholesteatoma without pre-existing perforation ; 

or an ordinary otitis media in a previously nor- 

mal middle ear.” Thus an infection may qualify 

as an acute infection only as long as it is his- 

tologically acute, and is chronic as soon as it 

meets the requirements of the pathologist. It is 

then possible for an aural infection to be chronic 

within hours of its inception. It is therefore 

those ears in which bacterial invasion, either by 

thrombosis of venous drainage or nutrient ar- 

teries causes devitalization of tissue of the middle 

ear in which chronic infection develops and this 

certainly does not occur only after ninety days. 

As far as the chronic ears are concerned, it is 

obvious that they mainly can be treated’ without 

surgical intervention particularly if their chron- 

icity is recognized early and the necrotic process 

is not permitted to progress arbitrarily under the 

guise of acute infection, for two or three months. 

There will be a small percentage of middle ear 

infections, however, which ‘will necessitate opera- 

Presented before the Minnesota. Academy of Ophthalmology 
and Otolaryngology at the annual meeting of the Minnesota 
State Medical Association, St. Paul, Minnesota, May 20, 1946. 
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tion and it is about these that this paper is 

chiefly concerned. 

To evaluate chronic infection of the middle ear 

properly, some sort of classification should be in 

mind. Obviously it is impossible to construct 

any hard and set rule that will infallibly fit each 

case, but for clear thinking and generally intelli- 

gent diagnosis some formal arrangement should 

be available. Ersner*® divides the chronic ears 

simply into two groups and calls them benign and 

perilous. This is probably oversimplified. Lil- 

lie’s® classification seems more complete and gives 

one a ‘fairly accurate guide in diagnosis and 

therapy of chronic suppurative otitis media. He 

has four types. ! ri 

Type I is characterized by a thin mucoid‘ dis- 

charge with little or no odor. The discharge 

comes from a perforation which is in the’ anterior 

quadrant of the drum membrane, and the. dis- 

charge is chiefly from the eustachian tube. Evi- 

dence of destructive disease’ in the middle ear is 

lacking. This discharge is increased and more 

purulent during head colds. Contributing fac- 

tors in the continuation of the discharge are 

pathologic conditions of the nose and the naso- 

pharynx. “” 

Type II is characterized by pathologic changés 

confined to the middle ear. The perforation. is 

central, usually large, and the middle ear is 

filled with mucopurulent or purulent secretion. 

The odor is fetid but saprophytic changes may 

suggest caries or cholesteatoma. Granulation tis- 

sue or polyps may be present over the promontory. 

No definite caries is evident, although the ossicles 

may have been destroyed. There may be evidence 

that the tube is open and discharging. There is 

no evidence of disease in the attic. , 

Type III has its most striking pathologic 

change in the attic, although the conditions de- 

scribed in Types I and II may be associated. 

The odor of the discharge is foul. It may be 

scanty. The perforation is in Shrapnell’s mem- 

brane or along the posterior margin of the 

tympanic membrane. Cholesteatoma is usually 

present. 

Type IV contains all cases in which there are 
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signs of extension of the disease to the labyrinth, 

meninges, brain or facial nerve. Cholesteatoma 

is invariably present. Surgical intervention is 

positively indicated. 

In discussing chronic middle ear infection the 

term cholesteatoma is invariably used and an ex- 

planation of the term is proper. A true choles- 

teatoma is infrequently seen and practically never 

in direct association with the ear. It has no rela- 

tionship to chronic infection, but is the result 

of an embryonic rest with proliferation of epithe- 

lial tissue. What is meant when the term is 

used in otology is really a pseudocholesteatoma. 

Of, the pseudocholesteatomas there are two kinds, 

namely primary and secondary. The primary 

pseudocholesteatoma results from the invagina- 

tion of Shrapnell’s membrane (as a result of 

negative pressure in the middle ear) into the 

epitympanic space, as already mentioned. Infec- 

tion here is incidental since actually the middle 

ear and related structures are not really directly 

involved, but when destroyed are destroyed as a 

result of pressure necrosis. The secondary 

pseudocholesteatomas are actually related to in- 

fection and are due directly to the consequence 

of two different mechanisms and may be classi- 

fied under separate subheadings. Lederer* de- 

scribes one type as due to invasion by the squa- 

mous epithelium of the external ear canal, of the 

middle ear mucosa, in the presence of a marginal 

perforation of the pars tensa of the tympanic 

membrane or through a perforation of Shrap- 

nell’s membrane. The squamous epithelium simply 

replaces the mucous membrane and may even- 

tually line a fair part of the tympanic cavity, and 

even by way of the additus may line the mastoid 

antrum. This covering desquamates here as nor- 

mally, and the residue causes the accumulated 

mass which is called a cholesteatoma. The other 

type of secondary pseudocholesteatoma is also 

associated with chronic infection. By a process 

known to pathologists as metaplasia, the mucous 

membrane of the middle ear or antrum may in 

the presence of chronic infection change into 

squamous epithelium. Once this takes place, the 

gradual spread of the epithelium may take place 

with the same ultimate result as in the case of 

the pseudocholesteatoma resulting from direct ex- 

tension. This explains, however, a certain per- 

centage of pseudocholesteatomas which are found 

in chronically infected ears in which there is no 
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nell’s membrane. 

During my Fellowship at the University I have 

had the opportunity of observing a fairly \arge 

number of chronic suppurative middle ears. Of 

these, forty-eight have come to operation, twenty 

of which I have operated upon. It is becoming 

quite obvious to me that if operation is limited to 

the ears that fit into Type IV of the above classi- 

fication and those of Type III which after ade- 

quate attempts at non-surgical therapy persist in 

draining, and if the operation is thoroughly done, 

that healing is quite prompt and the results satis- 

factory at least from the otologist’s point of 

view. True, in some cases the eustachian tubes 

may discharge as a result of acute upper respira- 

tory infections, but this is not a serious symp- 

tom and puts the ear in the Type I class. 

In reviewing the results of radical mastoidec- 

tomy or, more properly, tympanomastoidectomy 

or some modification of the same, I have been 

impressed by what appears to be significant change 

in postoperative care. That is that during the 

early postoperative period there is a necessity 

to clean the depth of the wound to prevent it from 

filling with secretion. This used to be done by 

careful dry wiping. The fine film of granulation 

over the surface of the bowl, which forms the 

trellis upon which epithelium should eventually 

grow to line the cavity, is traumatized considera- 

bly by the dry wiping if thoroughly carried out. 

This resulted in overgrowth of granulation and 

failure of complete epithelization. To discontin- 

ue cleansing of the wound is impossible, so an 

effort was made to substitute aspiration of the 

bowl with negative air pressure. This has been 

done routinely of late, and it is my impression 

that this change in technique has hastened the 

epithelization of the radical cavities. 

Another newly added: variation in our technique 

is the administration of a therapeutic dose of 

intramuscular penicillin postoperatively for three 

to five days. Since the radical cavity is of neces- 

sity an infected wound it seems reasonable that 

the use of penicillin may cut down the amount 

of exudate postoperatively and hence hasten 

epithelization, which of course is most desirable. 

Possibly the topical use of penicillin in the wound 

might be better and will probably be given a trial. 

Finally I should like to suggest that the Lem- 

(Continued on Page 1070) 
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INTRA-OCULAR MALIGNANT MELANOMAS OF THE CHOROID 

Report of Three Cases 

W. J. BUSHARD, M.D. 

Minneapolis, Minnesota 

ALTHOUGH the incidence of intra-ocular 

malignant melanomas is low, their importance 

arises from the uniform destruction of the eye af- 

fected and a strong tendency to metastasis with a 

resultant high mortality. Their incidence is esti- 

mated by Duke-Elder® at only two to six cases per 

ten thousand eye patients. There is no sex partial- 

ity. The average age incidence is fifty years. About 

45 to 50 per cent occur in the fifth or sixth dec- 

ade of life but they may occur at any age. There 

is no known hereditary influence, differing in this 

regard greatly from retinal gliomas. Fifteen per 

cent of intra-ocular malignant melanomas arise 

in the iris and ciliary body, 85 per cent are chor- 

oidal and the majority of these are in the posterior 

half of the globe. 

Until recent years there has been considerable 

dispute relative to the histogenesis of intra-ocular 

malignant melanomas. They have been variously 

classified as melanosarcomas, melano-epitheliomas, 

and neuroblastomas. The present-day concept 

quite generally accepted is that they are of neuro- 

genic origin originating from the cells of the 

sheath of Schwann and therefore from neuro- 

ectoderm. This view was first advanced by Varo- 

cay in 1910, later supported by Masson, Laidlow 

and Murray. In 1937, Georgianna Theobald’, 

after an exhaustive histologic study of seven ma- 

lignant choroidal tumors demonstrated quite con- 

clusively in each case a neurogenic origin from 

the Schwann cells of the ciliary nerves. It is in- 

teresting to note that Ernst Fuchs in 1882 ob- 

served that choroidal tumors usually begin in 

the outer layers of the choroid, in the layers of 

Haller, Sattler and the suprachoroidea. It is in 

these layers where the nerve plexuses are most 

abundant. 

Choroidal malignant melanomas’ arise either 

as a circumscribed tumor or much more rarely 

as a diffuse infiltration of the uvea. The former 

originate as an elliptical mass of tumor cells which 

expand to rupture Bruch’s membrane and appear 

as a globular mass protruding into the vitreous, 

pushing the retina ahead of it. The retina may 

—e before the Minnesota Academy of Ophthalmology 
and Otolaryngology at the annual meeting of the Minnesota State 
Medical Association, St. Paul, Minnesota, May 20, 1946. 
From the Division of Ophthalmology, University of Minnesota. 

Octoser, 1946 

remain adherent to the tumor mass or be widely 

separated by an accumulation of sub-retinal fluid. 

If undisturbed, the tumor increases in size until 

irritation from it may provoke a glaucoma, irido- 

cyclitis or extra-ocular extension. The diffuse or 

infiltrating type is a rare form. Its slow growth, 

diffuse invasion of the uvea, long preservation 

of vision and general absence of objective signs 

lead to difficult and late diagnosis but early local 

and general metastasis. 

The clinical manifestation of these tumors is 

indeed an interesting phase of this malady, full 

of intrigue. Following the suggestion of Knapp 

in 1868, the classical clinical evolution is described 

in most textbooks, to develop in four stages: 

(1) a symptomless stage, (2) a glaucomatous 

stage, (3) a stage of extra-ocular extension, and 

(4) a stage of metastases. However, many aber- 

rations from so simple a plan have been record- 

ed. Metastases may occur in the first stage. A 

rise of tension may never occur. In fact, Dun- 

nington’ in 1938 reported a lowered tension in 

63 per cent of fifty-five cases, and he pointed out 

that glaucoma is a relatively late complication. 

The symptomless stage necessarily leads to a 

loss of much valuable time and may cover a period 

of from one to several years. It may be con- 

sidered good fortune for a choroidal tumor to 

arise at the macula causing an early disturbance in 

vision, facilitating an early diagnosis. A bullous 

detachment over a tumor may cause a field de- 

fect to warn the patient relatively early. Prob- 

ably more often the late toxic signs of glaucoma 

or iridocyclitis arouse the patient and then the 

confusing picture may temporarily lead to an 

erroneous diagnosis. 

Cloudy or opaque media make diagnosis dif- 

ficult or impossible before enucleation in a high 

per cent of cases. Burch and Camp* in 1943 

reported twelve of 113 undiagnosed before enu- 

cleation, two of these in phthisical eyes. Terry 

and Johns*® in 1935 report forty-two of ninety- 

four cases of tumor neither diagnosed nor sus- 

pected before enucleation. 

An expression of prognosis in percentage after 

enucleation is made very difficult by the interact- 

ing factors of cytology, reticulin content, age of 
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the patient, age of the tumor—that is, the length 

of time the tumor has been present—tissue re- 

sistance and completeness of removal. 

However, the prognosis of these tumors is 

based on general rules as with any malignancy, 

but the classification contributed by Callender? 

in 1931 has facilitated greatly a more accurate 

means of prognosis. Callender’s classification, 

based on cytological studies, embraces four 

groups: (1) spindle cell type with subtype A and 

B, (2) fasicular type, (3) epithelioid type, and 

(4) mixed cell type. The epithelioid and mixed 

cell types are the more malignant while the spindle 

cell subtype A is the less malignant. Callender 

and Wilder’, to supplement the cytological classi- 

fication, have described a newer method based on 

the number of argyrophilic staining fibers present 

in the reticulum or supporting tissue. They con- 

clude the degree of malignancy is inversely pro- 

portional to the number of fibers present. That is, 

the less fibrin the more malignant is the tumor. 

The pigment, a true melanin, is present in a 

variable amount. It is no index of the degree 

of malignancy. Its presence is believed an inci- 

dental metabolic activity of the neurogenic tumor 

cells which become dopaoxidase positive demon- 

strating a reversal to their embryonic character. 

Callender and Wilder* in 1939 reported 124 or 

49 per cent of 253 patients died from metastases, 

the postoperative duration varying from two days 

to fourteen years. Camp’s series® reported in 

1943 indicate a mortality rate varying from 12 

per cent in the spindle cell subtype A to 66 per 

cent in the fascicular type and 50 per cent in the 

epithelioid type. 

Three cases taken from the University Hos- 

pital file, enucleated within the last year, illus- 

trate a different’ clinical picture in each instance. 

Case 1—A white woman, sixty-five years of age, was 
first seen at the University Hospital out-patient clinic 
on June 5, 1945, with a main complaint of gradual 
loss of vision in the right eye over a period of six 
months. The patient stated that she first noticed only 
a clouding in the temporal field of the right eye. How- 
ever, this defect became more extensive and her vision 
less acute, until she was unable to see objects with her 
right eye. At no time had the patient noted any dis- 
comfort in her right eye. She denied ever having 
injured her eye or having had any previous eye dis- 
ease. The history by systems and the general examination 
reported by the medical department revealed nothing of 
significance. The eye. examination was as _ follows: 
vision in the right eye was limited to seeing light 
and motion; in the left eye it was 20/25 with a cor- 
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recting lens. The anterior segment and adnexa reveal- 
ed no abnormalities. The pupillary light reflex was in- 
tact. The intra-ocular tension is normal. Funduscopic 
examination revealed in the right eye a large bullous 
detachment involving the inferior half and part of the 
upper nasal quadrant of the retina. Peripherally the 
detachment extended from the nine o’clock to the iwo 
o'clock position. There was a cleft between a larver 
nasal and a smaller temporal bullous formation. Free 
undulations of the detached retina floating high in the 
vitreous were present as well as several areas of cystoid 
degeneration. The retinal vessels appeared dark. No 
hole in the retina could be seen. The disc and macula 
could not be visualized, their view being obstructed by 
the detached retina. Transillumination of the right 
eye although suggestive of a dark zone was not con- 
clusive. In the left eye there was an incipient cataract, 
The fundus was entirely normal except for moderate 
arteriosclerosis, 

The patient was admitted to the eye service on June 
5, 1945, with a tentative diagnosis of retinal detach- 
ment of the right eye with probable intra-ocular tumor 
and incipient cataract of the left eye. The patient was 
ordered to have absolute bed rest, occlusion of both 
eyes, and atropine into the right eye daily. Daily ex- 
amination revealed no change in the position of the 
detachment and at no time could a hole be seen. The 
intra-ocular tension by the Schiotz-Gradle tonometer 
was found to remain within normal limits. On June 
19, 1945, the subretinal fluid was drained by subcon- 
junctival scleral puncture. Two drainage points were 
created approximately 10 mm. behind the limbus, one 
in the four o’clock meridian, and the other in the 
seven o'clock meridian. Later observation revealed the 
temporal bullous detachment to be flat but the larger 
nasal portion was undisturbed. On July 10 a second 
drainage point was created under the nasal bullous de- 
tachment which allowed the retina to settle down over 
a circumscribed elevated mass, seen in the posterior one- 
third of the globe. Now a diagnosis of intra-ocular 
tumor was established and the eye enucleated on July 
17, 1945. The pathologist reported the tumor a spindle 
cell subtype B malignant melanoma. The enucleation 
was followed up with irradiation to the orbit. Fifteen- 
hundred roentgen units in air to each of two areas 
were given over a period of two weeks, plus eight- 
hundred milligram hours of radium emanation on Aug- 
ust 23, 1945. Repeated drainage of the subretinal fluid 
seemed to be an indication for irradiation; some tumor 
cells may easily have been transferred into the orbital 
tissues. This patient to date has shown no evidence 
of recurrence or metastases. 

The problem of differentiating a serous de- 

tachment and one complicated by a tumor is 

demonstrated. Free undulations of the detached 

retina, absence of pigment dust in the media, and 

absence of any toxic signs pointed to a diagnosis 

of uncomplicated retinal detachment. 

The value of irradiation in the treatment of 

malignant melanomas was reviewed by Burch and 
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Camp* in 1943. They conclude from their ex- 

perience that irradiation therapy in malignant me- 

lanomas for the purpose of arresting growth, 

preventing metastasis or prolonging life, is 

definitely valueless; but indicate that the value 

of irradiation after enucleation, when given for 

the purpose of preventing recurrence or exten- 

sion, is unsettled. 

Case 2—A white man, forty-two years old, first 
came to the University out-patient clinic on May 7, 
1945, complaining of loss of vision in the left eye six- 
teen months prior to the above date and a painful 
eye of three weeks duration. The patient stated that 
while he was chopping wood in February, 1944, he 
was hit on the left side of his forehead by a piece of 
wood. According to the history this was a minor 
injury. The eye was not hit directly but immediately 
following this accident he noticed some blurring of 
vision in the left eye and from then on his sight grad- 
ually failed. There was no pain or discomfort and 
the patient did not seek any medical advice until 
his eye became painful three weeks prior to admission. 
The general history and physical examination were 
negative. Examination of the right “eye, including 
visual acuity, intra-ocular tension and visual fields, 
was normal. The left eye had no light perception, was 
injected, with the cornea hazy, the anterior chamber 
shallow, and the pupil fixed. There were new vessel 
formations on the iris and no red reflex could be seen 
from the fundus due to opacity in the lens. The intra- 
ocular tension was 49 mm. mercury measured by the 
Schiotz-Gradle tonometer. Transillumination from be- 
low was suggestive of a darkened zone. The patient 
was admitted to the Hospital on May 7, 1945, with a 
tentative diagnosis of absolute glaucoma with a prob- 
able intra-ocular tumor in the left eye. On May 10, 
1945, the left eye was enucleated. A _histo-pathologic 
study revealed this to be an epithelioid cell malignant 
melanoma, which indicated a grave prognosis. 

This patient was perfectly well when again seen April 
9, 1946, but there was a small dark nodule under the 
conjunctiva which covers the orbital contents behind 
the upper lid. A biopsy of this nodule was reported 
by the pathoiogist to be chronic inflammatory tissue; no 
tumor cells could be demonstrated. 

In review, this case was seen only after toxic 

signs developed. . However, the loss of vision 

which ordinarily would direct a patient to seek 

medical advice began about sixteen months prior 

to the onset of secondary glaucoma. Monocular 

congestive glaucoma without signs of glaucoma 

in the opposite eye is presumptive evidence of 

intra-ocular tumer. If the fundus cannot be 

visualized the differential may become impossible. 

Case 3—A white man, forty-six years old, was ad- 
mitted to the’ University Hospital on January 31, 1946. 

Octoper, 1946 

Early in 1939 he had noted some blurring of vision in 
the right eye. He was refracted on several occasions 
by several men at that time, but glasses failed to help 
him; instead his vision failed rapidly and there seem- 
ed to be fog in front of the right eye. His vision 
dropped to discerning fingers only at two feet. 

For an interval of three years, this man lived and 
worked in the state of Michigan. He was seen there 
by several opthalmologists, one of whom told the man 
he had an intra-ocular tumor, but the patient failed 
to have an enucleation. 

In the history he stated that in October, 1938, while 
working for a creosote company in Minneapolis he 
had a lot of tar strike him in his face. His vision 
began to fail several. months later. The patient at- 
tributes the loss of vision to the injury. In fact, he 
placed a claim with the creosote company for the loss 
of sight in one eye. To determine the nature of the 
eye condition he was referred to Dr. Hansen as con- 
sultant for the insurance company. The definitive diag- 
nosis was established, and the man was urged to have 
the eye removed. 

On admission to the hospital the general physical 
examination was negative. The eye examination re- 
vealed vision in the right eye to be limited to dis- 
tinguishing fingers at two feet; vision in the left eye 
was 20/20. The tension was normal in each eye. The 
pupils reacted. The left eye was essentially normal. 
In the fundus of the right eye was seen a lobulated 
mass, temporal to the disc, involving the macula, which 
was elevated some twelve diopters; the outline was 
sharp and the surrounding retina was elevated to a 
lesser degree; the slope to the normally adherent reti- 
na was steep. There was a black area around the 
tumor mass. The nerve head was normal. The eye 
was enucleated on January 31, 1946. The tumor in this 
eye was a mixed cell type malignant melanoma, giving 
a poor prognosis. 

This last case illustrates a “so-called” ideal 

position of origin in the macula, yet there is a 

positive history of six years’ duration. Note- 

worthy is the lack of toxic symptoms or compli- 

cations during this entire period. The medico- 

legal aspect of intra-ocular’ tumors is demon- 

strated. ; 

Comment 

It may be emphasized that whenever an eye 

with a detachment, monocular congestive glau- 

coma, rhonocular iridocyclitis, ‘disturbed central 

vision in one eye without an obvious explanation, 

or a phthisical globe is seen, one must make a par- 

ticular effort to determine the presence or ab- 

sence of an intra-ocular malignancy. 

In early diagnosis’ and early enucleation lies 

our approach to influence the prognosis favorably. 

(References on Page 1011) “ 
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| iene the advent of any new drug that is 

successful in the treatment of many infec- 

tious diseases, there is a tendency to treat every 

malady due to micro-organisms with the drug 

whether or not there is any scientific background 

for this procedure. This is particularly true of 

tuberculosis. It is doubtful whether any patho- 

logical entity has been subjected to so many types 

of treatment as has this disease. 

When penicillin became available for general 

use, the medical staff at the Minnesota State 

Sanatorium felt that it might be a valuable ad- 

junct in the treatment of tuberculous cases with 

mixed infections. The drug was not used to 

cure the patient’s tuberculosis but with the idea 

of eliminating many other infections with which 

tuberculous individuals are frequently afflicted. 

In this way, it was thought that the tuberculous 

patient would have a better opportunity to cope 

with his tuberculosis. 

One of the most distressing complications of 

pulmonary tuberculosis is empyema. It is a fairly 

common complication of therapeutic pneumo- 

thorax especially when acute extensive pulmonary 

lesions are treated by this method and when many 

adhesions are present. It is also a common ac- 

companiment of spontaneous pneumothorax. 

In January, 1945, Roberts, Tubbs, and Bates* 

reported a number of patients with pleural and 

pulmonary suppurations treated with penicillin. 

A few of their empyema patients had tuberculous 

pleural effusions infected by secondary pyogenic 

organisms. These individuals were benefited by 

intrapleural penicillin therapy. Two patients with 

pyogenic empyema complicating pneumothorax 

were benefited by penicillin, Howlett and Lester? 

have reported. Bird, Busheuff and Dawson’ re- 

ported in February, 1946, two patients with 

tuberculous empyema complicated by mixed in- 

fection who were treated successfully by a com- 

bination of intramuscular and intrapleural peni- 

cillin. 

Beginning in August, 1944, all individuals de- 

veloping empyema in this institution were given 

Read before the Upper Mississippi Valley Medical Society, 
October 1945. 
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INTRAPLEURAL PENICILLIN THERAPY IN TUBERCULOSIS AND 

MIXED INFECTION EMPYEMA 

FRANCIS F. CALLAHAN, M.D., and ANTON G. SANDERSON, M.D. 

Walker, Minnesota 

a course of intrapleural penicillin regardless of 

whether the complication was due to tuberculosis 

or to a mixed infection or to a combination of 

the two. In all, fourteen patients were treated in 

this manner. The procedure was as follows: 

the pus was aspirated from the pleural space 

and the space was washed with normal saline 

solution until the effluent returned clear. Fifty- 

thousand units of penicillin were left in the 

pleural space after each aspiration. This was 

carried out for ten consecutive days and the pa- 

tient was given a rest period, usually until all 

soreness due to the needle punctures in the chest 

wall had disappeared. In the average case, this 

was usually from ten days to two weeks. The 

procedure was then repeated if further treatment 

was deemed necessary or advisable. 

The case histories of five patients who had 

mixed infection empyemas are given below. 

C. H. S., an Indian woman, aged twenty-seven, mar- 
ried, was admitted to the sanatorium October 2, 1942, 
with a moderately advanced pulmonary tuberculosis 
involving the upper lobe of the right lung. She had 
a left cervical adenitis in 1937, and a small left pleural 
effusion in 1942. A right pneumothorax was instituted 
on ‘October 30, 1942. There was a dense pleural ad- 
hesion in the apex of the right lung which prevented 
a complete collapse of the right upper lobe. This ad- 
hesion was cut by intrapleural pneumonolysis June 8, 
1944. Sputum examinations were usually positive from 
admission until February, 1944. Following the opera- 
tion, an empyema developed on the right side which 
showed pyogenic organisms but no tubercle bacilli on 
culture. The patient was seriously ill. She was given 
a ten-day course of intrapleural penicillin therapy in 
August, 1944. This was repeated in two weeks. The 
pleural fluid became clear, then disappeared completely. 
There was considerable pleural thickening and she was 
developing an obliterative pleuritis. The pleural space 
remaining was filled with sterile gomenolized oil. There 
was a recurrence of the empyema under the oil in Feb- 
ruary, 1945. The pus and oil were aspirated and she 
was given another ten-day course of penicillin therapy 
and the empyema disappeared. This time the lung was 
allowed to re-expand. The patient was discharged from 
the sanatorium with consent on November 1, 1945, and 
has returned to the sanatorium for examination at regu- 
lar intervals. All sputum examinations, including cul- 
tures, have been negative since February, 1944, and 
she has had no active symptoms of tuberculosis or 
other untoward symptoms since she was discharged. 

Minnesota MEDICINE 



PENICILLIN THERAPY—CALLAHAN AND SANDERSON 

W. W. B., an Indian, aged nineteen, single, and with- 
out occupation, was admitted to the sanatorium April 
12, 1943, with far advanced tuberculosis in the left lung 
and a moderate amount of infiltration in the middle third 
of the right lung. He had marked tuberculous involve- 
ment of the left cervical and axillary lymph nodes with 
many draining sinuses. A left pneumothorax was in- 
stituted on June 25, 1943. Fluid developed in the left 
pleural space in September, 1943, which was followed 
by a partial obliteration of the pleural space. The left 
pneumothorax was converted to oleothorax in March, 
1944. There was marked improvement in his general 
condition until July, 1944. On July 12, 1944, he devel- 
oped a pleuro-cutaneous fistula in the left cervical region 
through which he drained all the oil from his left 
pleural space. This was followed very shortly by a 
mixed infection empyema. Cultures showed staphylo- 
cocci, streptococci, diplococci and acid fast bacilli. In 
October, 1944, he developed a large tuberculous abscess 
over the sternum which broke down and left an ulcer 
in this area about 8 by 7 centimeters. In October, 
1944, he was given a ten-day course of intrapleural 
penicillin therapy and this was repeated in November 
and December. This treatment was repeated again in 
February and March, 1945. In May, 1945, he had a 
small quantity of fluid which was clear and showed 
no organisms on culture. An x-ray made in June, 
1945, showed no fluid and almost complete re-ex- 
pansion of the left lung. His sputum had been con- 
sistently positive from April -until December, 1943. He 
had nine negative sputum tests between December 28, 
1943 and October 5, 1944. His sputum became positive 
again when his left lung was about one-half re-expanded. 
He left the sanatorium against advice in June, 1945. 
He reports that his improvement has continued since 
leaving the sanatorium and that there has been no 
recurrence of the empyema. 

G. G., a white man, aged forty-one, married and a 
theater manager by occupation, became ill with tuber- 
culosis early in 1931 and received sanatorium treatment 
from April, 1931 to June, 1932. A left pneumothorax 
was done in June, 1931. Adhesions over the upper 
portion of the left upper lobe where he had a rather 
large cavity prevented a satisfactory collapse. Thora- 
coplasty was recommended but refused so the pneu- 
mothorax was converted to oleothorax in December, 
1931. When he was discharged from the sanatorium 
in 1932, he was free from sputum and active symptoms 
of disease. He worked steadily as a theater manager 
from December, 1932, to July, 1943, when he had an 
acute respiratory infection and began to cough up oil. 
The oil was aspirated from the pleural space a few days 
later and a considerable quantity of pus was found 
under the oil. Cultures from the pus showed a mixed 
infection empyema and no tubercle bacilli. He was 
admitted to the sanatorium July 16, 1943, acutely ill. 
His x-ray examination showed evidence of left pyo- 
pneumothorax with a bronchial fistula and a lipoid 
pneumonia in the lower lobe of the right lung. After 
admission his left pleural space was aspirated weekly 
and irrigated with normal saline solution and a solu- 
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tion of Azochloromide. A specimen’ of fluid from the 
left pleural space, inoculated in a guinea pig on May 
9, 1944, produced tuberculous lesions in the guinea pig. 
Cultures of fluid removed from the left pleural space 
on June 8, 1944, and on several occasions thereafter, 
proved to be negative for tubercle bacilli. This patient 
received intrapleural’ penicillin treatment for ten suc- 
cessive days in November, 1944 and February, 1945. 
The fluid became clear after the second period of treat- 
ment. He received another six doses of intrapleural 
penicillin on consecutive days in March, 1945. When 
the pleural fluid became clear the left lung began to 
re-expand. He was discharged from the sanatorium 
with consent July 7, 1945. He still has a pleural pocket 
on the left side from which 100 to 200 cc. of clear 
fluid is aspirated at intervals from two to three weeks. 
His general condition is good, he is free from all 
symptoms of active tuberculous disease and he has 
been working full time for more than six months. 

L. D., a white farmer, aged sixty, was admitted to 
the sanatorium, November 2, 1944. In April, 1943, 
he had an infection of his left great toe following 
an injury, which was treated with sulfonamides and 
the infection cleared up in two weeks. Shortly after 
this, he contracted a severe pain in his left. chest and 
was told by his home physician that ‘he had pneumonia. 
He also had had a, severe attack of pneumonia fifteen 
years earlier. In June, 1943, he was told that he had a 
healed lung tuberculosis. The City Health Depart- 
ment of Minneapolis reported a positive sputum on 
Qctober 16, 1944. When admitted to the sanatorium 
he was acutely ill, emaciated, and was coughing and 
raising large quantities of purulent sputum which was 
negative for tubercle bacilli but showed many. other 
organisms. X-ray studies revealed a localized empyema 
in the posterior portion of the left chest with a bron- 
chial fistula, and a fibroid tuberculous lesion in the upper 
portion of the right lung that was apparently healed. 
Numerous sputum examinations and .cultures.made at 
the sanatorium laboratory were: negative for, tubercle 
bacilli. The patient was given a series of intramuscu- 
lar penicillin treatments immediately after admission 
to the sanatorium. His general condition improved 
but there was little change in his cough and expectora- 
tion. He was given a series of ten intrapleural peni- 
cillin treatments in January and February and a series 
of six treatments in March, 1945. His ‘general condi- 
tion improved remarkably and the amount of expectora- 
tion was greatly reduced. There was little. change in 
the empyema pocket in the left chest but he was quite 
comfortable when he was aspirated every two weeks. 
The fluid when aspirated at two-week intervals was 
bloody but contained no pus. Due to the -patient’s age 
and the fact that he was comfortable when aspirated 
at two week intervals, he was allowed to return home 
under the care of his family physician. In, a. younger 
person it would have been advisable to obliterate the 
empyema pocket surgically. 

C. G. N.,'a white single male, aged twenty-five, by 
occupation an embalmer, was first admitted to the sana- 
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torium May 24, 1940, with a moderately advanced pul- 
monary tuberculosis involving the greater part of the 
upper lobe of the right lung. Pneumothorax was in- 
stituted on the right side May 27, 1940. He developed 
a large quantity of clear fluid in the right pleural space 
in June, 1940. Sputum on examination on May 30, 1940, 
was positive. He left the sanatorium against advice 
on October 19, 1941, but his pneumothorax was main- 
tained by his family physician. He was re-admitted 
to the sanatorium April 1, 1943, as a far advanced case 
of active pulmonary tuberculosis. He had a moderate- 
sized tuberculous pleural effusion on the left side and 
an empyema on the right side on re-admission. The 
effusion on the left side cleared up on bed rest but there 
was no change in the empyema on the right. Cultures 
made from the pus of the right pleural space were 
positive for tubercle bacilli in December, 1942, and 
January, 1943. A sputum culture showed acid fast 
bacilli in February, 1943, and there was a positive 
sputum report from the sanatorium laboratory December 
17, 1943. Since that time, his sputum examinations, in- 
cluding cultures, have been negative. Oleothorax was 
started January 26, 1944, but was abandoned. Cultures 
of the pleural fluid on November 8, 1944, showed Gram 
positive micro-organisms. In January, 1945, he was 
given a ten-day course of ‘intrapleural penicillin therapy 
and another six-day course in February, 1945. At 
the end of the second period of treatment, the pleural 
fluid became clear and the quantity was greatly re- 
duced. Before penicillin therapy was started, 150 
to 200 cc. of thick pus was aspirated from the 
chest each week. After the completion of his second 
period of penicillin therapy, about 50 c.c. of clear 
fluid was aspirated at four-week intervals. The right 
lung is re-expanding gradually and the pneumothorax 
pocket has almost disappeared. The patient was dis- 
charged from the sanatorium with consent on February 
18, 1946, but returns for chest aspirations every four 
weeks. He had been on full exercise and doing part- 
time work for more than six months previous to his 
discharge. All cultures for tubercle bacilli were nega- 
tive after the pleural fluid became clear. 

The case histories of the three patients ~ given 

below are typical of the group of nine cases of 

uncomplicated tuberculous empyemas treated by 

this method. 

L. H., a white farmer, aged forty-three, had a skin 
lesion of the face and scalp in 1926 that: was diagnosed 
as skin tuberculosis. He had a pulmonary hemorrhage 
in June, 1931, and was admitted to the sanatorium the 
first time on August 26, 1931. A left pneumothorax 
‘was instituted on March 31, 1933. He was discharged 
from the sanatorium with consent on May 28, 1936, and 
his pneumothorax was maintained by his home physi- 
cian. He was re-admitted August 31, 1944, and exam- 
ination showed a left pyopneumothorax and scattered 
fibroid tuberculosis in the upper and middle third of 
the right lung and multiple skin lesions over the face 
and scalp. Pus was aspirated from the left pleural space 
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at weekly intervals which showed acid fast bacilli on 
microscopic examination and cultures. Cultures or 
organisms other than tubercle bacilli proved to be ney:- 
tive. In December, 1944, he received intrapleural peii- 
cillin treatment for ten days with no appreciable im- 
provement. He had another course of intrapleural 
treatment on the left side for six successive days in 
January, 1945. This was repeated in March and in 
August, 1945. He developed an infection in the chest 
wall following the early treatments which interfered with 
and delayed the last two series of treatments. It was 
quite evident that penicillin therapy was not causing any 
change in this man’s pleural infection or general con- 
dition, so closed catheter drainage was instituted in the 
left pleural space in August, 1945. Following this, 
the patient’s general condition showed moderate im- 
provement. He was transferred to another sanatorium 
in January, 1946, to continue treatment. 

L. O., a farmer, unmarried, aged forty, was ad- 
mitted to the sanatorium April 1, 1944. He had had an 
acute respiratory infection in February, 1944, with chills, 
fever, cough, expectoration and hemoptysis. After a 
month of bed rest his acute symptoms subsided but he 
continued to raise sputum which was positive for tubercle 
bacilli. His admission examination revealed a moderately 
extensive infiltration in the middle third of the right 
lung. The left side showed a rather dense infiltration 
in the upper three-fourths of the lung with a large cavity 
in the first interspace and under the second rib. Pneumo- 
thorax was instituted on the left side on April 4, 1944, 
and an effusion developed in October, 1944, which 
became purulent in a short time. Cultures made from the 
fluid showed tubercle bacilli but no other organisms. 
The fluid was aspirated from the left chest at weekly in- 
tervals from October, 1944, until February, 1945. The 
pus became somewhat thinner just with aspirating and 
washing the pleural space with salt solution. Starting 
on February 13, 1945, he was given intrapleural penicillin 
treatment in the left pleural space on ten successive 
days. As there was no change in the pleural fluid or 
the patient’s condition, the treatment was not repeated. 
However, after a few more months of aspirating, the 
fluid in the pleural space became clear. The lung 
partly re-expanded and a successful three-stage thora- 
coplasty was performed in December, 1945, and Jan- 
uary, 1946. . 

M. B., a white school girl of sixteen, was admitted 
to the sanatorium on October 25, 1943. This patient’s 
tuberculosis began with an acute respiratory infection 
with fever; left-sided pleurisy, cough and expectoration 
one month before admission. Her admission examina- 
tion showed slight infiltration in the right upper lobe 
and a dense infiltration in the upper half of the left 
lung with cavity formation. A left pneumothorax was 
instituted November 8, 1943, which resulted in a fairly 
good collapse of the left lung. A small effusion de- 
veloped at once and this increased gradually. There 
was also some increase in the involvement in the right 
upper lobe. The fluid became purulent in August, 1944. 
Cultures of the. fluid showed acid fast. bacilli but no 
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other micro-organisms. The fluid was aspirated from 
the left pleural space at weekly intervals from the time 
it developed until February, 1945. At that time, the 
patient was given a ten-day course of treatment with 
jntrapleural penicillin. As there was no apparent change 
in the fluid or the patient’s condition, the treatment 
was not repeated. The weekly aspirations were con- 
tinued and by September, 1945, the fluid was practically 
clear and the lung had almost entirely re-expanded. 
A successful three-stage thoracoplasty collapse was done 
in December,’ 1945, and January, 1946. 

In addition to the three cases of uncomplicated 

tuberculous empyema reported above, six similar 

patients were given one or more ten-day courses 

of intrapleural penicillin therapy. None of them 

showed any appreciable improvement. In a few, 

it was thought that the fluid was somewhat thin- 

ner at the end of the treatment and in a number 

of these, an attempt was being made to re-expand 

the collapsed lung. Consequently, enough air 

was aspirated at the end of each treatment to leave 

a rather low intrapleural pressure. Some re- 

expansion occurred in all of these patients. Some 

of these were fit subjects for thoracoplasty later 

on and were able to have their pleural spaces oblit- 

erated more successfully and with.less surgery 

than were those who were not treated -in this 

manner. 

There were no individuals with proved secon- 

dary organisms in their pleural fluid who were 

not benefited by intrapleural penicillin therapy 

when the treatment was carried out thoroughly. 

Conversely, no specific benefit could be attributed 

to this therapy in cases of empyema showing only 

tubercle bacilli in the pleural fluid. 

Conclusions 

1. All cases of empyema occurring in tuber- 

culous individuals should be studied for infec- 

tions with secondary pyogenic organisms as well 

as for tubercle bacilli. 

2. When secondary pyogenic organisms are 

found in these cases, the patient should have the 

benefit of intrapleural penicillin therapy. Wheth- 

er it should be combined with intramuscular peni- 

cillin treatment at the same time should depend 

on the individual case. 

3. It is a mistake to expect any specific bene- 

fit from penicillin therapy in cases of uncompli- 

cated tuberculous empyema. 
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DEVELOPMENT OF A PROGRAM OF HEALTH SERVICE IN INDUSTRY 

HAROLD R. HENNESSY, M.D. 
Assistant Secretary Council on Industrial Health 

American Medical Association 

Chicago, Illinois 

ODERN living depends basically on ef- 

ficient and co-ordinated industrial produc- 

tion. In times like these, if America is to keep 

her position of world leadership, every effort must 

be made to maintain the health and productive 

efficiency of her workers at a high level. There- 

fore, from the medical point of view, good oc- 

cupational practice is a prerequisite to the well- 

being of our country as a whole, and in particular 

of that huge proportion of our population which 

earns a living in our mechanical and manufac- 

turing world. 

In general terms, the objectives of industrial 

health may be said to include the protection of 

health, the improvement of personal industrial 

efficiency and the prolongation of life of our 

workers. These objectives present today as never 

before a real challenge because if workers are to 

live healthfully and efficiently in our modern world 

of machines, the ever-new health problems as- 

sociated with changing industrial processes must 

be met—otherwise we will become victims of our 

own industrial development. 

Industrial medicine in America must remain 

vigorous and fulfill its function so that we in this 

great land will reap undreamed advantages to be 

derived from industrial applications of scientific 

discoveries. 

Rise and Growth of Industrial Health 

Influence of Workmen’s Compensation Laws. 

—The health and welfare of American workers 

as we know this concept today, has not always 

been on the high level. Medical interest in the 

field of -occupation has existed for a long time. 

Yet, only occasional efforts at improvement took 

place in this country until about thirty-five years 

ago, when new concepts regarding responsibility 

for health conservation among industrial work- 

ers began to exert very profound influences upon 

industry and the medical profession, Prior to 

the days of compensation “loss-recovery” from 

industrial injuries was determined on the prin- 

ciples of the old English common law. Not 

Delivered at the Continuation Course for Industrial Nurses, 
University of Minnesota, Minneapolis, May 6, 1946. 
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only was litigation lengthy and expensive, but 

recovery was doubtful, and returns frequently 

so small that the disabled worker remained a bur- 

den on society. To remedy this situation work- 

men’s compensation laws were enacted. Once a 

monetary value was placed on disability arising 

out of or in the course of employment it did not 

take industry long to realize that industrial ac- 

cidents and occupational disorders were to a very 

considerable degree preventable. Furthermore, 

it was repeatedly demonstrated that health main- 

tenance and proper working environment applied 

to the worker had a very definite favorable effect 

on the rate of industrial production. It was from 

such considerations that our modern interest in 

industrial health fundamentally developed. 

It is essential therefore, to point out that in- 

dustry’s earliest medical need was for competent 

surgical treatment of injuries actually or likely 

to become compensable. For most employers this 

obligation remained for a long time the most 

important and often the only motive for providing 

medical service. Consequently, for most physi- 

cians, this relationship provided the sole point 

of contact with industry and industrial health 

methods. As time went on, many factors tended 

to modify this traditional concept of medicine’s 

usefulness to industry, and society through occu- 

pational disease legislation demanded that indus- 

try protect its employes, not alone against acci- 

dents, but also against harmful health experiences 

associated with work as a cause. Experience in 

the safety movement turned the attention of 

employers to prevention as a cardinal principle 

for lowering the incidence of disability suffered 

by workers, whether through accidents or disease, 

industrially induced or otherwise. This attitude 

was significant as it implied a gradual and steady 

reduction in the amount of remedial service re- 

quired of the industrial surgeon. As industry 

grew to better appreciate medicine, the physician 

in industry was asked to provide more and better 

preventive medicine. Society’s interest on behalf 

of its own welfare and through the force of work- 

men’s compensation laws demonstrated conclu- 

sively through the years that the health and wel- 
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fare of workers is a primary asset in our scheme 

of living. Dr. Victor G. Heiser, Medical Con- 

sultant of the National Association of Manufac- 

turers recently stated: “If our economy is go- 

ing to provide us all the goods our people need, 

eventually pay our bills and bind up the war 

wounds of miost of the western world, the human 

production capacity must be watched over as 

never before.” 

The Influence of the Public Health Movement. 

—In tracing the rise and growth of industrial 

"health, it is significant to appreciate that the 

rapid development of public health in America 

since 1900 contributed vigor and strength to the 

demand for better health in industry. Good 

health is not just a gift of fate, but a positive 

condition to be achieved through careful planning. 

General James S. Simmons, Chief, Preventive 

Medicine Service, Office of the Surgeon General, 

United States Army, in a paper read before the 

Sixth Annual Congress on Industrial Health, on 

February 15, 1944, stated: “We were able to 

develop our present great military force with such 

tapidity and to mobilize the industrial workers to 

support it only because we were armed with ef- 

fective methods and facilities for the prevention 

of disease.” At this time and in recognition of 

the organized industrial health effort made by 

the Services during the war, it is pointed out 

that as men of military age were withdrawn from 

industry, they were replaced by women, older 

men, younger men and the handicapped. Each 

of these groups presented new and different in- 

dustrial health problems. The rapid transition 

which these people made and the efficiency with 

which they produced reflects great honor and 

credit upon themselves and was certainly in keep- 

ing with the highest traditions of industrial Amer- 

ica. Unremitting attention was at all times given 

to their associated health problems. In part, this 

was what General Simmons meant when he stated 

that we were armed with effective means and fa- 

cilities for the prevention of disease. This ac- 

complishment stems from the American concept 

of good public health. 

During the war, thousands of service men and 

women were trained in the various phases of 

preventive medicine. Some of these soldiers are 

now returning. With a background of global 

travel and first hand-experience with standards 

of health far below ours, these men and women 
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will from this time on influence our way of 

thinking in matters of general health and also 

industrial health. In this respect, General Sim- 

mons has stated: “The nation, in consequence, 

faces a great opportunity, if it will take it, to 

continue the health education of these individuals 

and thereby place the public health of the United 

States on a broader and firmer basis than has 

been achieved by any nation in history.” He goes 

on to state; “A definite responsibility falls on our 

system of medical education. There must be in- 

corporated into its various branches a greater 

appreciation of the value and need of the pre- 

ventive aspect of medicine. Our schools of pub- 

lic health must train an increasing number in 

the various skills of disease prevention and pub- 

lic health administration if the nation is to face 

the future with assurance.” 

The Influence of Leadership Supplied by Or- 

ganized Medicine.—In this story of the rise and 

growth of industrial health there have been, over 

the years, a number of agencies in the American 

Medical Association which have made useful con- 

tributions in the field of industrial health. Inter-’ 

est has not in any sense been limited to discus- 

sions of clinical medicine and surgery. It has 

extended broadly into the related fields of medi- 

cal economics, public relations and social legis- 

lation. One of the earliest examples designed to 

create a better professional understanding of the 

social and medical values in industrial health was 

an investigation of workmen’s compensation’ by 

the Judicial Council in 1915. The review of 

what at that time was still largely a European 

phenomenon was of such searching character as 

to be reflected in almost all later studies, and has 

induced organized medicine to keep closely in 

touch with a movement designed to play such an 

important part in professional relationships. An- 

other development of this same early period was 

the appointment of a ‘Committee on Industrial 

Sanitation by the Section on Preventive Medi- 

cine and Public Health. This Committee very 

promptly reported that the great mass of work- 

men had been denied the enjoyment of healthful 

living and working conditions and predicted a 

large field of opportunity open to the physician 

in the industrial field. The scope of activity in 

which physicians could properly engage was out- 

lined by this Committee and included substan- 

tially all the functions now considered applicable 

in ‘present-day industrial practice. 
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Other departments and divisions of the Ameri- 

can Medical Association have long records of 

sustained interest in industrial health. This 

growing observation is reflected in the increased 

amount of space assigned to the subject in the 

publications of the Association. The most re- 

cent development is a special journal known as 

Occupational Medicine. The Chief Editor is 

Dr. William A. Sawyer of Rochester, New York. 

This new publication is designed to record prog- 

ress in the field of prevention and treatment of 

disease conditions that occur in persons engaged 

in every type of occupation. The general prac- 

titioner, the specialist, the part-time plant physi- 

cian, the industrial nurse, and the full-time medi- 

cal administrator, may expect to find it of timely 

interest and practical value. 

Industrial medicine has profited by every ad- 

vancement general medicine has made in the 

direction of self-improvement, by controlled 

undergraduate and graduate education as well 

as through the maintenance of adequate stand- 

ards of hospital training, licensure and specialist 

certification. These, to be sure, represent intent 

to improve medical care for the whole popula- 

tion, but the industrial worker it must be realized, 

comprises a large segment of our entire popula- 

tion. Reviewing the records, there have been 

studies in rehabilitation and re-employment of the 

handicapped, in problems of ventilation, air con- 

ditioning, vision testing, illumination, noise, 

fatigue, women in industry, overcrowding, men- 

tal and personal hygiene, and a host of others. As 

time went on, it became more and more appar- 

ent that a single agency in the structure of the 

American Medical Association was essential to 

guide medical leadership in the rapidly develop- 

ing field of industrial medicine. At the Atlantic 

City session of the House of Delegates in 1937, 

authorization was given to the Board of Trustees 

of the Association to proceed with the organiza- 

tion of a Council on Industrial Health as a stand- 

ing committee of the Board of Trustees. This 

Council held its first meeting in December, 1937. 

The plans of the Council included an investiga- 

tion of present activities in the field of indus- 

trial health. The objective was to outline prob- 

lems of health in industry and to indicate what 

was being done about them. The first Congress 

on Industrial Health was held at the Palmer 

House, Chicago, January 9 and 10, 1939. This 

meeting revealed the complex nature of some 
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of the problems as well as the vast exten: of 

the field itself. A fact which emerged was one 

which had previously impressed industrial health 

workers, namely, that conditions of work and 

their effect on health in relation to every kind of 

human activity would eventually come into the 

circuit of medical study and research. 

Early in the development of the Council on 

Industrial Health, a policy was adopted regard- 

ing the relationship to the constituent state medi- 

cal associations and the component county medi- 

cal societies which make up the American Medi- 

cal Association. A policy was adopted in the fol- 

lowing terms: 

“Contact should be made with the several state 

medical societies, urging them to create commit- 

tees on industrial health which will proceed at 

once to study the problems in this field in their 

respective communities. The organization of 

committees should be extended as far as prac- 

ticable to the county medical societies. These 

committees should be urged to investigate the 

present activities within their states of the several 

agencies interested in industrial health, as well as 

the proposals for industrial health legislation 

which are being presented to various legislatures. 

Educational programs should also be sponsored 

under the auspices of these committees.” 

This method of taking advantage of the struc- 

ture of organized medicine has yielded interest- 

ing results. Earlier investigation had demon- 

trated that while a fair percentage of states had 

formed committees to deal with limited aspects 

of industrial health, centralized responsibility 

was largely absent. Functions were distributed 

through several committees all of whom might 

act independently on economic, ethical or clinical 

matters. The evident need for co-ordination of 

activity appealed to the majority of state medical 

associations. In the same fashion, the state com- 

mittees urged the development of co-operating 

committees in the industrial counties, all in the 

hope that the objectives of industrial health would 

be more rapidly realized. 

As the work of the Council progressed, it 

soon became apparent to many that the relation- 

ship between medicine and industry as spon- 

sored by organized medicine was destined to play 

an important and far-reaching role in the indus- 

trial defense program so essential to a total war 

effort. The outbreak of hostilities accentuated 

the demands on industrial medicine to such an 
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extent that industrial health became almost over- 

night a major problem in the winning of the war. 

The stabilizing influence of the Council during 

the turbulent years of war added vigor and 

strength to the industrial medical phase of the 

national victory program. For what now lies 

ahead, men of affairs in both medicine and in- 

dustry. have a reserve of experience, faith and 

courage, because industrial medicine has achieved 

the position of keystone in the American arch 

of human progress. 

The Industrial Health Program 

Let us now look at a program and examine it 

as to value to employer, value to employee, scope 

and essentials and operational trends. 

The Council on Industrial Health has gone on 

record to the effect that: 

Value to Employer—As a rule an employer 

adopts a plant medical program containing func- 

tions beyond his legal obligation because he is 

convinced that such practices represent an im- 

provement in the conduct of his business. There- 

fore a physician who is asked to supply these 

services should make it a point to comprehend 

the nature of the business with which he is to be 

associated and to understand how and why he 

can be of value to it. The essential purpose 

of any industry is the development of goods and 

services of such quality and price as to permit 

the widest possible distribution. Procedures cal- 

culated to accomplish this purpose are well de- 

fined by custom and long experience in many 

industries. Elsewhere they may be exceedingly 

complicated. Often extensive consumer research 

is necessary, as well as designing of an engineer- 

ing nature. Markets must be developed, sustained 

and augmented by advertising and efficient dis- 

tribution. Competition must be met, restrictive 

legislaticn conformed with, and provision made 

for taxation and finance. Facilities for the con- 

duct of the business must be provided with proper 

equipment so arranged as to promote efficient 

production. Workmen must be employed and 

trained for specific jobs under competent super- 

vision. Sound business management requires that 

trained manpower be conserved, kept in good 

physical condition and maintained steadily at 

gainful employment. It is through the success- 

ful accomplishment of this maintenance func- 

tion that the physician in industry can make him- 
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self most helpful and not infrequently indis- 

pensable. 

Value to Employe.—The first objective of all 

industrial health activity is to promote the physical 

welfare of every worker. Certainly the interests 

of employer and employe are nearly iden- 

tical under an arrangement which tends to reduce 

loss of working time because of sickness or in- 

jury. Individual workers stand to gain substan- 

tially in every instance in which the industrial 

medical service is competently and fairly admin- 

istered. The advantage to the worker rests not 

solely on improved earning power through stead- 

ier employment but by proper placement in work 

fitted to his physical and temperamental makeup. 

Scope of Industrial Health—These values, 

which have been assigned by employer and em+ 

ployee alike, are responsible for the growth of 

‘interest in industrial health and for increasing 

demands on physicians to supply medical services 

to industry. This interest has been productive 

of much good as well as of some misdirection and 

abuse. The medical profession has as a result 

developed a point of view which has the intent 

of defining the proper scope of industrial medi- 

cal activity and of unqualifiedly condemning con- 

ditions which make it impossible to maintain ade- 

quate standards of medical performance. 

In keeping with this broad opinion, the Coun- 

cil on Industrial Health believes that a properly 

administered industrial health program should: 

1. Prevent disease or injury in industry by 

the establishment of proper control over indus- 

trial environment. 

2. Promote restoration to Health and earning 

capacity as promptly as possible after industrial 

injury or disease. 

3. Conserve the health of workmen: through 

physical supervision and education. 

These are expressions concerning scope and not 

of specific functions. On the acceptance of these 

principles rests the justification for the devel- 

opment of industrial health as a special field of 

medical interest and distinct from private practice 

and through which at the same time the aims of 

industrial and private practice are reconciled. 

Essential of an Industrial Health Service.—~ 

1. A competent physician who takes genuine 

interest in applying the principles of preventive 
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medicine and hygiene to employed groups and 

who is willing to devote regular hours to such 

service in the working environment. 

2. Industrial nurses with proper preparation, 

acting under the physician’s immediate supervi- 

sion or under standing orders developed by him 

or by the committee on industrial health of the 

county medical society. 

3. Industrial hygiene service directed at im- 

provement of working environment and control 

of all unhealthful exposures, to be provided by 

physicians and others with guidance and assist- 

ance from the specialized personnel in state and 

local-bureaus of industrial hygiene. 

4. A health program which should include: 

(a) Prompt and dependable first aid, emer- 

gency and subsequent medical and surgical care 

for all industrially induced disability. 

(b) Health conservation of employes through 

physical supervision and héalth education. 

(c) Close correlation with family physicians 

and other community health agencies for early 

and proper management of non-occupational sick- 

ness and injury. 

(d) Good records of all causes of absence from 

work as a guide to the establishment of preven- 

tive measures. 

Operational Trends.—Since the beginning, 

much has been accomplished in the matter of crys- 

tallizing the concept of the health needs in indus- 

try, but from this point on, the medical profes- 

sion must continue to furnish leadership and dem- 

onstrate beyond a doubt to both management and 

labor that in our postwar years a health service 

in industry can be operated without prejudice. 

In this connection, it is worthy of note that 

many business organizations of five hundred or 

more workers have found medical supervision 

over employes, materials, processes, and work- 

ing conditions, to be a practical- necessity. This 

trend gains strength as industrialists learn by 

education and example that maintaining trained 

manpower at gainful employment uninterrupted 

as far as possible by disability, injury or illness, 

is good business. Demands for an industrial med- 

ical service come sooner from large firms able to 

individually support adequate medical facilities. 

A more important demand should ‘come from 

small manufacturing units and other commercial 

enterprises, once a means is found for providing 
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an adequate service which they can with advan- 

tage support. Referring once more to a recent 

speech by Dr. Victor G. Heiser, he stated to the 

effect that the small size of many plants is no 

longer a valid obstacle to effective industrial 

health programs. Small businesses in a number 

of manufacturing areas have clubbed together in 

an integrated service which supplies care on a 

par with that given by some larger plants with 

their own medical departments and at the same 

time with less cost per employe. Surveys by the 

National Association of Manufacturers have 

shown almost unanimous favor for industrial 

health programs as a proved means of production 

economies and good labor-management relation- 

ships. | 

Relationships 

In bringing this paper to a close it is proper 

to mention that relationships bring to the indus- 

trial scene, the industrial physician, industrial 

nurses, industrial hygienists, chemists, medical 

specialists, medical administrators, medical statis- 

ticians, safety engineers, industrial hygiene en- 

gineers, insurance men, legislators, courts, com- 

missions, boards and attorneys, all of whom are 

vitally interested in the same objective—namely, 

health promotion and health supervision in in- 

dustry. Industrial health is therefore an all- 

inclusive term. Protection of health, prolongation 

of life of workers, prevention of disability and 

improvement of personal industrial efficiency, sup- 

ply the true meaning of the term industrial health. 

The physician and nurse should be the central 

figure in this picture. 

How does this discussion provide an insight 

into the professional growth of the nurse in in- 

_dustry? It is only important if there is validity 

in the assumption that improvements occurring 

in the medical administration of industrial health 

can hardly fail to exert a beneficial effect on all 

other agencies associated with it. Certainly, noth- 

ing should be of greater importance to a nurse 

than that she associate herself with a movement 

which under capable medical leadership has as- 

sumed high rank in the field of preventive medi- 

cine and health maintenance. Equally certain 

is it that the characteristic associations and pro- 

fessional aspirations which have always existed 

between medicine and nursing are as important 

in industry as out of it, and that the physician 

(Contumed on Page 1033) 
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CLINICAL-PATHOLOGICAL CONFERENCES 

Dr. Witt1AmM Hayrorp: This case, 0-46-428, is that of 
a twenty-five-year-old woman who was admitted to 
Minneapolis General Hospital on May 15, 1946. She 
was unable to walk because of a painful swollen left 
leg. She had had a number of small skin tumors since 
childhood. The left leg began to increase in size during 
early childhood. At the age of fifteen years because 
of the swelling of the left lower extremity she was 
forced to walk on crutches. She gradually spent more 
and more time in bed. The left leg and thigh became 
larger and heavier. She had been confined to bed 
since November, 1944. She was admitted to a local 
hospital in April 1946. On April 9, 1946, a needle 
biopsy of the leg was done. Bleeding was brisk and her 
leg rapidly increased in size. Her hemoglobin dropped 
to 36 per cent. She was given over a period of three 
days, 2,000 c.c. of blood ‘and 500 cc. of plasma. The 
pathological diagnosis from the needle biopsy was dif- 
fuse hemangiomatosis. A biopsy of one of the small 
skin tumors resulted in the diagnosis of von Reckling- 
hausen’s disease. 

On admission to Minneapolis General Hospital, she 
was poorly nourished and in no acute distress. The 
skin of the body showed a number of small, soft, cystic 
tumor masses that measured from 1 to 8 cm. in size. 
There was a marked lateral deviation of the right eye. 
She was blind in the right eye. The right optic disk 
was white in color. There was marked left scoliosis 
of the spinal column in the thoracic region. Blood pres- 
sure was 168/126. The heart appeared to be somewhat 
enlarged to the left. The heart rate was 140 per min- 
ute. The entire lower left extremity showed marked 
elephantiasis (Fig. 1). The five toes remained as the 
only external evidence of a foot. The left extremity 
was approximately eight inches longer than the right. 
There was no pulsation present. The skin over the 
extremity was tense and tender. She was anesthetized 
on May 15, 1946, and 2,700 c.c. of old blood was aspirated 
from the upper third of the leg on its, anterior aspect. 
She was given a transfusion of 500 c.c. of blood. False 
motion of the left hip and ankle joint could be felt 
while under anesthesia. An elastic bandage was ap- 
plied to the extremity.: X-ray studies showed marked 
atrophy of the tarsal bones of the foot, a dislocation of 
the hip joint and elongation of the left tibia and fibula. 
Her venous pressure was 14 cm. of citrate. A cir- 
culation time of 15 seconds was obtained with fluores- 
cein from arm to lips. Plasma proteins were normal. 

From the Minneapolis General Hospital, A. J. Hertzog, M.D., 
Pathologist. 
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DIFFUSE MYXOMA OF LOWER EXTREMITY WITH ELEPHANTIASIS 

A. J. HERTZOG, M.D. and W. D. HAYFORD, M.D. 

Minneapolis, Minnesota 

The blood volume was estimated with congo red solu- 
tion to be 5,346 c.c. Bleeding and clotting times were 
normal. Prothrombin time was 25.1 seconds as com- 
pared to a control of 19.7 seconds. She was given 
another transfusion of 500 c.c. of blood and her hemo- 
globin rose to 94 per cent (Sahli). Leukocyte count 

Fig. 1. Marked enlargement of lower 
extremity. 

was 9,000 with 78 per cent neutrophiles. Urinalysis 
showed nothing of note. Serology was negative. An 
electrocardiogram showed sinus tachycardia and left 
axis deviation. Fundoscopic examination showed marked 
arterial narrowing of the- vessels of her left eye and 
sheathing of the veins with pallor of the disc. On 
May 27, 1946, a high thigh amputation of the left ex- 
tremity was done by Dr. John F. Pohl. It was recog- 
nized at time of surgery that the line of amputation 
was through neoplastic tissue. In raising the left leg 
for draping prior to surgery there was a marked rise 
in the pulse rate and the patient’s entire cutaneous sur- 
face developed a blotchy cyanosis thought to be due to 
draining of the blood from the extremity. A consider- 
able blood loss during the operation was offset by the 
administration of 3,400 c.c. of whole blood during the 
operation. She made an uneventful postoperative re- 
covery. The skin was completely healed after three 
weeks. She was discharged on the thirty-seventh post- 
operative day. 

Dr. A. J. Herrzoc: The amputated extremety (Fig. 
2) weighed 60.5 pounds. It had been amputated 17cm. 
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Fig. 2 (above). Amputated lower extremity. 
Fig. 3 (below). Photomicrograph showing stellate cells and 

loose myxomatous stroma. 

part of the enlargement was due to grayish white, firm, 
gelatinous, slimy, myxomatous tissue. The soft tissues 
contained several large cystic cavities in the midportion 
of the leg. The largest of these measured 24 by 13 cm. 
and was filled with old clotted blood. Several small 
cavities measured up to 9 cm. and were filled with 
straw-colored serum. The knee joint showed con- 
siderable destruction of its articular surfaces. The 
joint had been invaded by the myxomatous tissue. The 
head of the talus showed partial destruction. The tarsal 
bones were largely destroyed. The soft tissues, in- 
cluding the sciatic nerve, at the line of amputation 
were involved by the neoplastic tissue. The femoral 
vein was thrombosed near the line of amputation. The 
tibia and fibula appeared preserved. Does any one wish 
to make a diagnosis before we show the microscopic 
slides? 

INTERNS AND StTuvENTS: Diffuse hemangiomatosis, 
elephantiasis, fibroma molluscum, sarcoma, or myxosar- 
coma. 

Dr. Juttan SeTHER: Microscopic study of the tumor 
showed it to be composed of small stellate cells with 
a large amount of loose myxomatous stroma (Fig. 3). 
Mitotic figures were not seen. Sections of the sciatic 
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above the knee joint. The outline of the foot had been 
destroyed by a concave enlargement of the plantar sur- 
face. The toes remained. The extremity had a boggy 
consistency. On sectioning the extremity, the greater 

CONFERENCES 

nerve showed it to be surrounded by neoplastic tissue. 
The tumor extended outward to involve the deeper part 
of the corium of the skin. Sections of the bone marrow 
of the tibia showed no evidence of neoplastic involy- 
ment. The pathological diagnosis was diffuse myx- 
oma of the lower left extremity with marked elephan- 
tiasis. 

Dr. Hertzoc: This case is largely one of a medical 
curiosity. It does bring up several diagnostic possibili- 
ties and physiological problems. This was a small 
woman weighing not more than 115 pounds and the 
amputated extremity weighed 60.5 pounds. Hence over 
50 per cent of the body weight was removed at surgery. 
Her blood volume prior to surgery was estimated to 
be 5,346 c.c. The loss of blood during surgery and as 
a result of the amputation of her extremity was replaced 
by 3,400 c.c. of blood given by transfusions at the time 
of the operation. This patient received a total of 6,400 
c.c. of blood during a period of forty-seven days. There 
was probably a complete replacement of her blood 
volume. Blood banks are a necessity for this type of 
surgery. The marked vascularity of the tumor was 
shown by its rapid increase in size following a needle 
biopsy elsewhere. Needle biopsies are always a hazard- 
ous procedure in vascular tumors. The vascularity in- 
fluenced the diagnosis of hemangioma. We never had 
an opportunity to confirm the diagnosis of neurofibro- 
matosis. It will be of interest to see how much in- 
vasion and growth occurs in the vicinity of the hip 
above the amputated stump. Histologically this is a 
benign tumor. This type of tissue is extremely .resistant 
to all forms of irradiation. Myxomatous tissue normal- 
ly occurs in the body only in the umbilical cord. It is 
a modified form of connective tissue. It is a frequent 
occurrence as a part or predominating structure of 
mesodermal tumors. Grossly these tumors can usually 
be readily recognized by their slimy mucoid translucent 
appearance. Myxomas may be benign or malignant. 
They consist of stellate or spindle shaped cells with long 
processes and abundant intercellular substance contain- 
ing mucin. The mucin is precipitated in threads by tis- 
sue fixatives. M(totic figures, irregularity in the size 
and shape of the cells with abundant cytoplasm indicate 
malignancy. Even the histologic benign myxomas are 
seldom completely encapsulated. This makes them diffi- 
cult to remove completely, and recurrences are com- 
mon. Foci of hemorrhage necrosis, and cyst forma- 
tion are frequent. Myxomas are prone to occur in sub- 
cutaneous, subserous, and intermuscular tissues. In 
neurofibromatosis some of the tumors are often com- 
posed partly of myxomatous tissue. However, we have 
nothing in this case to show that this marked ele- 
phantiasis of the leg is a part of the picture of von 
Recklinghausen’s disease, in spite of her multiple skin 
tumors. We know that occasionally the lesions of the 
nerves may be extensive and associated with a diffuse 
overgrowth of tissue in some local area such as the 
extremities or the scalp, the so-called elephantiasis 
neuromatosa. 

StupeNt: How can one exclude Milroy’s edema in 
this case? 
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Dr. Hertzoc: This brings up the whole question of 
chronic lymphedema. Progressive enlargement of one or 
more extremities or of the scrotum or vulva with thick- 
ening and induration of the skin has been known since 
ancient times under the term, “elephantiasis.” Most of 
these cases are due to chronic obstruction of the lym- 
phatic vessels. Filaria bancrofti is a common and well 
recognized cause of tropical elephantiasis. Milroy des- 
cribed a congenital type of hereditary lymphedema of 
the lower extremity that never extends above Pou- 
part’s ligament. It may be called chronic hereditary 
edema. Biopsies in these cases have shown an increase 

of connective tissue and foci of lymphocytes. Large 
collections of free fluid may be found in the subcutaneous 
tissue. In this case, there was no familial history of 
edema, the tumor invaded the left side of the pelvis, and 
the gross and microscopic picture was that of a myxoma. 
This whole subject of chronic lymphedema is a very 
involved one and some prefer to use the term ele- 
phantiasis to cover the whole group, as many objections 
can be raised against blockage of the lymphatics as an 
explanation for the complete picture. 

PatHoLocicaAL Diacnosis: Diffuse myxoma of left 
lower extremity with marked elephantiasis. 

NORMAL APPENDICES IN 1,000 APPENDECTOMIES 

HAROLD H. JOFFE, M.D., and ARTHUR H. WELLS, M.D. 

Duluth, Minnesota 

The prime purposes of this review of 1,000 consecu- 
tive cases diagnosed and operated upon for appendicitis 
over a period of three and one-half years are (1) a 
statistical review to evaluate the importance of normal 
appendices in this group, (2) the demonstration of pit- 
falls in the clinical manifestations of appendicitis, (3) 
a comparison of the diagnostic abilities of various sur- 
geons under the same system of grading, and (4) an 
estimation of the percentage of normal appendices 
which should occur in a good surgical practice. 
There is probably no other common diagnosis which 

is wrong more often than that of appendicitis. Aschoff* 
found 35 per cent normal appendices in his series of 
847 cases of primary appendectomy. Sappington and 
Horneff!® found 60.3 per cent normal appendices in 
937 cases, and Mason et al.? found 18.6 per cent normal 
appendices in 1,000 appendectomies. In scientific re- 
ports®»®8 of extensive series of cases of appendectomies 
for appendicitis, it is the accepted custom for surgeons 
to omit completely any reference to normal appendices. 
This state of presumptive infallability undoubtedly 
exists in surgeons’ hospital records throughout the 
country. : 

The conditions erroneously diagnosed as appendicitis 
are legion. Among the many diseases found at the time 
of laparotomy for supposedly appendiceal disease are 
ruptured lutein or follicular cyst of the ovary, chole- 
cystitis or cholelithiasis, perforated peptic ulcer, inflamed 
Meckel’s and other diverticula, intestinal obstruction, 
torsion or inflammation of the uterine’ adnexa, ruptured 
extra-uterine pregnancy, mesenteric vascular occlusion, 
torsion of pelvic tumor, cyst or fibroid, regional ileitis 
and renal or ureteral calculus. Although surgical condi- 
tions erroneously diagnosed as appendicitis are more 
frequently encountered, those of a medical nature such 
as psychoneurosts, pyelitis, nephritis, pneumonia, tabes 
dorsalis, rheumatic fever, diabetes, purpura hemorrhagica 
abdominalis; lead poisoning, acute infectious mono- 
nucleosis, gastritis, enteritis, colitis, mesenteric adenitis, 
malaria, and infectious hepatitis are not so “infrequent 
as to be overlooked. 

Octoper, 1946 

Anesthetists have been unjustly blamed for a severe 
postanesthetic pneumonia where the physician failed to 
obtain a careful history «nd do a thorough physical 
examination of the chest pre-operatively. A careless 
adoption of the good surgical philosophy that it is 
better to remove a normal appendix than to face the 
terror of perforation and peritonitis can become a 
scapegoat and the reflection of the surgeon’s conscience. 
We fully realize that there is no greater diagnostic 
problem in the field of surgery, but cannot approve of 
laparotomy without a thorough study of the patient. 

The microscopic examination has the final word and 
at present affords as near an accurate diagnosis as is 
possible. There can be no inflammatory reaction with- 
out easily recognizable histologic changes. The accu- 
racy of a correct histologic diagnosis is aided by certain 
pathogenetic aspects of appendicitis. The fact that the 
inflammatory process spreads in the form of a wedge 
from the mucosa to the serosa and then rapidly length- 
wise in the muscular and serosal coats, in which even 
the proximal portion of the appendix is involved quite 
early, enhances the histologic diagnostic advantages.?° 
It is the custom of this laboratory to select a minimum 
of four specimens from each appendix for sectioning. 
In the gross and microscopic study of each specimen we 
have adopted the policy of giving the surgeon the benefit 
of any doubt. The high percentage (12.4 per cent) of 
the pathologist’s diagnoses of proximal obstructive fac- 
tor without inflammation, and 2.5 per cent of appendices 
with enterobius vermicularis and no inflammation, bears 
out this sympathetic tendency and more than comfen- 
sates for any errors of missing minute areas of inflam- 
mation. All appendices including those removed pro- 
phylactically are examined by the pathologist. The latter 
group, however, are not included in this review. Further- 
more, this study does not include those patients operated 
upon for appendicitis whose appendices were not re- 
moved. 

During the three-and-one-half-year period of this 
review, there were 4,771 major operations, of which 
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TABLE I. COMPARISON OF MAJOR OPERATIONS TO 

CLINICAL-PATHOLOGICAL CONFERENCES 

APPENDECTOMIES 
= ——_— 

Year a... A | Appendectomies Percentage 

1942° 536 | 131 24.4 

1943 1265 229 | 18 

1944 1485 | 319 21.5 

1945 1485 321 21.6 

Totals 4771 a ee * 

*July 19, 1942 to December 31, 1942. 

TABLE II. NORMAL APPENDICES IN 
APPENDECTOMIES 

Appendec- Pathologic Normal % of Normal 
Year tomies Appendices | Appendices | Appendices 

1942* 131 94 37 28 .2 

1943 229 146 83 36 

1944 232 27 

21. 1945 321 253 

725 

1 

Totals 1000 

*July 19, 1942 to December 31, 1942. 

1,000 (20.9 per cent) were appendectomies. The figures 
are broken down into years in Table I. 
Among the 1,000 consecutive appendectomies reviewed, 

there were 725 in which the pathologist found some 
disease process including inflammatory, uncomplicated 
mechanical obstructive factors and pinworms, and 275 
in which no pathologic condition whatever could be 
discovered, or in which the lumen was obliterated and 
there was no active inflammatory processes. These data 
are collected in Fable II with an annual division of the 
experience. 
We feel that appendices with obliterated lumina with- 

out active inflammatory changes produce no symptoms, 
and therefore have included eleven appendices (16 per 
cent) with obliterated lumina in the sixty-eight normal 
appendices. Obliteration of the lumen is generally re- 
garded as a slow non-inflammatory atrophy which in- 
creases with age. Occasionally the lumen is obliterated 
by the repair processes following an acute inflammation. 
From a pathologic viewpoint, it is highly improbable 
that any of the multitude of symptoms or signs at- 
tributed to appendicitis can be caused by these long- 
established fibrotic changes. In a study of 400 cases 
by Ribbert®, ninety-nine (25 per cent) showed partial 
or total occlusion. Obliteration of the appendix lumen 
increases from 4 per cent in the one-to-ten-year age 
group to 58 per cent in the seventy-to-eighty-year age 
group. More than half of all people over sixty years 
of age show obliteration, and in persons over twenty 
years of age the percentage is about 32 per cent.® Oblit- 
eration was not found in the newborn, the youngest 
patient being five years of age; however, in Ribbert’s 
series total obliteration never occurred before the thir- 
teenth year. According to Bell? obliteration of the 
lumen is found in over 50 per cent of elderly persons. 
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TABLE III. A COMPARISON OF THE 321 -ApprEN- 
DECTOMIES PERFORMED BY SELECTED SURGEONS 

DURING 1945 

Suegeen Appendectomies Normal Appendice: a 
Number Per cent Number Per cen 

A 36 11.2 13 ~ 

B 25 7.7 13 50 

Cc 20 6.2 5 25 

D 17 5.3 5 29 

E 14 4.4 5 35.7 

Total 5 112 34.8 41 36.6 

All others | 209 65.1 27 12.9 

TABLE IV. CLINICAL DIAGNOSES IN SIXTY-EIGHT 
CASES WITH NORMAL APPENDICES 

Surgeons’ Working Number |Same Final 
Diagnosis of Cases | Diagnosis 

Acute appendicitis 28 16 

Recurrent appendicitis 18 16 

Chronic appendicitis | 10 7 

Subacute obstructive appendicitis 

Interval appendicitis | 3 1 

Interval obstructive appendicitis 

Subacute appendicitis 

Table III demonstrates that five surgeons performing 
112 (348 per cent) appendectomies during 1945 re- 
moved forty-one (36.6 per cent) normal appendices, 
while all other surgeons, thirty-two in number, with 
a total of 209 (65.1 per cent) appendectomies removed 
only twenty-seven (12.9 per cent) normal appendices. 

Table IV illustrates that the final diagnosis, in spite 
of the pathologist’s report of “appendix” (normal ap- 
pendix), was the same as the original working diagnosis 
in the majority of the cases. However, it was com- 
forting to note that in twelve cases of supposedly acutely 
inflamed appendices, the final diagnosis was changed by 
the surgeon to normal appendix in one, mesenteric 
adenitis in three, gastro-enteritis in four, ruptured corpus 
luteum cyst in one, diffuse myocardial disease in one, ob- 
structive appendix in one, and recurrent appendicitis in 
one case. In a single case each of the patients pre- 
operatively diagnosed as subacute, interval, and recur- 
rent appendicitis, the final diagnosis was changed to 
mesenteric lymphadenitis in two, and rheumatic dia- 
thesis in one. 

A review of the clinical manifestations and physical 
findings of the sixty-eight appendectomies with normal 
appendices removed in 1945 reveals such disparity in- 
the clinical case studies that an intelligent summarization 
is not possible. It is evident from Table V that 38.2 
per cent of these patients had a leukocytosis of over 
10,000. Only ten of the sixty-eight patients had a fever. 

A most interesting observation was made in a study 
of the pre-operative urinary findings of the sixty-eight 
cases with normal appendices. Twelve (17.6 per cent) 

MINNESOTA MEDICINE 



CLINICAL- 

TABLE V. TOTAL WHITE BLOOD CELL COUNTS AND 
68 NORMAL APPENDIX CASES TEMPERATURE IN 

PATHOLOGICAL CONFERENCES 

TABLE VI. URINARY FINDINGS IN TWELVE OF 
SIXTY-EIGHT NORMAL APPENDIX CASES 

W.B.C. Number in which temperature 
was above normal 

446,000 | 1 

6-8,000 y 3 

$-10,000 | 

10-12,000 

12-14,000 

over 14,000 

of these cases revealed changes significant of diseases 
outside of the appendix. These findings should have 
aroused suspicion and led to further investigation of 
some other plausible explanation for the symptoms. 
However, from a study of the charts of these twelve 
patients, in only two was there an attempt at following 
up these urinary findings. 
Among the twelve cases with positive urinary findings 

there were three of special interest. One was a case 
of a twelve-year-old girl who had had a similar episode 
one year ago and was diagnosed pyelitis at that time. 
Another young woman, aged twenty-one, developed < 
rheumatic diathesis a few days postoperatively, and she 
had been diagnosed as rheumatic fever once before. A 
sixteen-year-old boy complained of pain in the left 
lower abdomen of one day’s duration. Temperature was 
101° with a white blood cell count of 13,250. Urinalysis 
revealed one plus albumin, 100 pus cells, and 75 to 100 
red blood cells. The day after operation the patient 
developed a full-blown mumps orchitis. 

Incidentally, it is‘ our theory that this atavistic ten- 
dency for the appendix to obliterate is the basic etiologic 
factor in the great majority (75-80 per cent) of cases 
of acute appendicitis. Because of the greater strength 
of the muscularis in the proximal end, or for other 
reasons, fecal matter is not permitted to remain in this 
area. It does collect and cause dilatation of the lumen 
and atrophy of the walls in the distal end. The un- 
hampered obliterating tendency thus progresses in the 
proximal area, constricting the lumen to a point where 
desiccated fecal matter cannot return from the distal 
part of the appendix: The stage is now set for the proper 
degree of irritation of the walls by the dried fecal 
matter and/or the presence of an organism of sufficient 
virulence. 

Conclusions 

1. Since one-fifth of the major operations in this 
hospital are appendectomies and more than one-fourth 
of the primary appendectomies were for normal appen- 
dices, according to the pathologist’s report, the relative 
importance of this group of cases is well established. 

Case No. Urinary Findings 

1 40-50 pus cells 

4 plus albumin 

1 plus sugar and acetone 

3 plus sugar 

1 plus sugar 

25 pus cells 

20 red blood cells 

30 pus cells 

60-80 pus cells 

3 plus albumin and innumerable red blood cells 

10-15 red blood cells and 2 plus albumin 

1 plus albumin, 75-100 red blood cells, 100 pus cells 

2. These errors are committed primarily by a small 
group of surgeons who perform a relatively high per- 
centage of the appendectomies. 

3. From 15 to 20 per cent of normal appendices should 
be removed in a good surgical practice. This adequately 
protects appendicitis cases with mild manifestations. 

4. This hospital’s records of clinical manifestations 
are quite inadequate in the group of appendectomies in 
which normal appendices are removed. 

5. The present common disregard of the pathologist’s 
diagnosis of normal appendix has led to a false sense 
of infallibility, even to the neglect of obvious signs of 
disease outside of the appendix. 

6. The basic etiologic factor in at least three- 
fourths of the cases of acute appendicitis is an atavistic 
tendency for the appendix lumen to obliterate. This 
narrowing process progresses more rapidly in the proxi- 
mal end while the distal lumen is being dilated by 
desiccating fecal -matter. 
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HISTORY OF MEDICINE IN MINNESOTA 

NOTES ON THE HISTORY OF MEDICINE IN FILLMORE COUNTY 

PRIOR TO 1900 

By NORA H. GUTHREY 

Mayo Clinic 

Rochester, Minnesota 

(Continued from September Issue) 

Orson A. Case, an eclectic physician, practiced in various communities in 

southern Minnesota, probably beginning in the late fifties or the early sixties. He 

is said to have been the first physician, date not known, in the village of Sanborn, 

Redwood County. By 1864, presumably after leaving Sanborn, he was practicing 

in Preston, Fillmore County, and apparently was an active member of the 

community. 

Beginning in February of 1866, or earlier, there appeared regularly in the 

Preston Republican his professional card, in the usual boxed form employed for 

such notices: “O. A. Case, Eclectic Physician. Office next door west of the 

Minnesota House, Preston.” Out of the state for a time in 1866, Dr. Case returned 

to Preston the following year and in 1869 he was instrumental in organizing the 

Fillmore County Eclectic Medical Society. The first meeting was held in his 

office on May 3, 1869, and he became the first president; other members were 

J. J. Morey, perhaps then of Preston, but in the early seventies of Spring Valley 

and Etna; and J. W. Eighmy, then of Fillmore Village. In the seven years of 

the society’s existence, Dr. Case served often as its president. 

It has appeared in reminiscences concerning Dr. John A. Ross that Dr. Ross 

settled in Preston in 1869 in response to a call from the community for a first- 

class physician because Dr. Case and Dr. Lafayette Redmon were leaving to 

return to medical school, in compliance with changing conditions of practice. 

(The first attempt to regulate medical practice in Minnesota was made in 1869.) 

And this statement has been confirmed by the newspaper comment that in February, 

1870, Dr. Case returned to Preston after spending the winter “upon a term of 

the Chicago Medical College,” that he was better prepared than ever before to 

discharge his whole duty in the profession of medicine and surgery and that he 

and Dr. Ross, who in the meantime had become quite well and favorably known 

in the community, had formed a partnership. This editorial note as to medical 

study is born out by official records which state that in 1870 Dr. Case was 

graduated from the Bennett College of Eclectic Medicine and Surgery in Chicago. 

The partnership with Dr. Ross was short-lived. By September Dr. Case had 

been appointed deputy coroner of Fillmore County and was in Chatfield, sharing 

offices with Dr. H. Thomas, who also was an eclectic practitioner. Less than a 

year later Dr. Case was in Fountain, but he soon removed once more to 

Preston, where he remained about two years, active in the Fillmore County 

Eclectic Medical Society, in civic affairs, in fraternal organizations dnd in his 

practice of medicine. From time to time there appeared announcements or state- 

ments from him regarding the business of the medical society and the state of 
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public health—for instance, that the health of the people was improving, that 

the signs of epidemical diseases were disappearing; and, once, that he had 

procured genuine, reliable vaccine virus, which he could route to families de- 

siring to avail themselves of this effectual remedy against the spread of small- 

Pox. Lanesboro. was his next choice of residence, where he remained from the 

spring of 1873 into 1875, or longer. 

In these ten years at various times he issued invitations to all persons indebted 

to him for professional service or otherwise to come forward and settle at once, 

because he was leaving the state or the community or because, simply, he needed 

all that was due him with the least possible delay. Inasmuch as there was not 

always evidence of his departure, the latter reason probably was the chief one. 

By 1877 this practitioner was in Grand Meadow, “ a physician of fair ability,” 

but he moved elsewhere the following year. Subsequently he again settled in 

Chatfield, because in the official register of physicians of the state of 1883-1890 

he was listed as in that village, practicing under the Affidavit Law of 1887. In a 

later edition of the register he was enrolled, without address, as the possessor of 

an exemption certificate. His name did not appear in the first issue, in 1906, 

of the directory of the American Medical Association. 

‘William Bicknell Coats, born in 1864, was a graduate, in 1886, of the Col- 

lege of Medicine of Syracuse University, in Syracuse, New York, and on April 8, 

1889, then resident in Washington County, he was licensed 'to practice in Min- 

nesota, receiving state certificate No. 62-B (R). Although in 1893 Dr. Coats 

received a license to practice medicine in Iowa, he remained in Minnesota for 

several years, following his profession in Harmony, Fillmore County, from 1896 

to 1901, inclusive. He then removed to Sheboygan, Wisconsin, where he was 

in practice through 1918; thereafter for five years, although he was listed in the 

national medical directory as at Sheboygan, the entry carried the symbol which 

signifies “address unknown.” 

Isaac §. Cole, a native of Cheshire, Massachusetts, born in 1819, was at- 

tracted in his thirties by opportunity in the Middle West and in 1856 came to 

Chatfield, Fillmore County, with his brother, Sylvester, a druggist from Pittsfield, 

Massachusetts. Sylvester Cole, believed to be suffering from tuberculosis, sought 

alleviation if not cure of the disease in the salubrious climate of Minnesota. 

It has been recalled that Isaac and Sylvester Cole erected in Chatfield a brick. 

building in which they established a drugstore, the building that since has housed 

Richter’s Drugstore, and that Sylvester, although never strong, continued as a 

druggist in the village until his death at the age of fifty-seven years. In the 

Chatfield Democrat there was published at various times in the summer of 1859 an 

advertisement of a new drugstore in Chatfield in which it was stated that a 

good assortment of “drugs, medicines, dyestuffs, perfumery, et cetera, et cetera,” 

was kept at the New Brick Store and that they would be sold at reasonable Prices 

by I. S. Cole, M.D.; also ‘that strychnine was always on hand. Halloran, in his 

history of Chatfield written from memory, stated that Drs. Cole and Eggleston 

owned the first regular drugstore of which he knew in the village and that Cole, 

A. H. Trow and R. W. Twitchell were the first physicians of his remembrance. 

J. D. Eggleston, it has appeared, was not a practitioner of medicine, but for a 

time clerked for Dr. Cole and later was an independent merchant, first in Fill- 

more and later in Wykoff. Among the physicians in Chatfield of this same early 

period were also Drs. Luke Miller, D. N. Morse and, probably, (W. A.?) Mor- 

rison, an herb doctor. 
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Before the building of the new drugstore, however, the name of: I. S. Cole 

appeared in the local newspapers of 1856 with that of G. E. Cole (a lawyer) as 

a banker and dealer in real estate and land warrants. When the village of 

Chatfield was incorporated, in 1857, Dr. Cole served as a trustee on the council ; 

and in the year 1857-1858 he was a member of the village school board. 

A tall, stender, dark-complexioned man, well groomed, who wore the con- 

ventional whiskers of the period, Dr. Cole is remembered in Chatfield both as a 

good citizen, worthy of the positions of trust which he held, and as a kindly, 

capable physician and surgeon who possessed the confidence of the community. 

Record is preserved in the First Annual Catalogue of the Chatfield Academy, of 

1859, that he (like Dr. Luke Miller) was a lecturer on anatomy, physiology and 

hygiene at this institution of short but honorable history that had been organized 

in 1856. Although his was the varied practice of civilian life in a pioneer 

settlement, the chief mention of him professionally has been found in news items 

concerning local settlers which give evidence of his skill in treating the victims 

of serious accidents. He was called, for example, with Dr. Twitchell when Dr. 

William H. Dean, of Spring Valley, was injured; and in his own vicinity he took 

care of one Mr. Nathan P. Langdon, who “was shot in the leg below the knee, 

breaking both bones and otherwise mangling his limb in a horrible manner. He 

was immediately taken to Chatfield and placed under the treatment of Dr. Cole 

of that place, but in spite of the best of care it became necessary to amputate the 

limb.” A later comment disclosed that Dr. Luke Miller, who had assisted in 

dressing the wound a week after the operation, the first time of dressing since 

the amputation, stated that the patient was doing well and that no doubt was en- 

tertained of his recovery. 

When Dr. Cole came from New England in 1856, he brought with him his 

wife, Mary J. Cole, aged thirty-three years, like himself a native of Massachusetts, 

and their little son, David, a year old; a daughter, Mary, was born in Chatfield 

in 1859. A census report of 1857 reveals that Dr. and Mrs. Cole were well endowed 

financially, in comparison with the average pioneer settlers, and that they were 

accompanied from the East by two servants, Richard Rice and T. Smith, each of 

whom was the possessor of some hundreds of dollars worth of personal property. 

Dr. Cole early built the beautiful brick residence, pretentious in its day, since 

known as “the Atchison house,” in which the family made their home for the 

few years that they were in Chatfield. In spite of her superior advantages in the 

‘village, to the sheltered eastern woman the conditions of life in the frontier town 

no doubt seemed extremely crude and they perhaps were equally uncongenial to her 

husband. It has been said that early in 1861 Dr. Cole left Chatfield for the South, 

going first to New Orleans, and that Mrs. Cole who two years previously had 

returned to Massachusetts with the children, closed his affairs in Chatfield 

through correspondence with local agents. 

Subsequently Dr. Cole rejoined his family in Massachusetts. The son and 

daughter lived to grow up; Mary remained unmarried; David died in his 

twenties. 

In Chatfield Dr. Cole often was heard to say that if he ever had carcinoma of 

the stomach he would kill himself. He did not commit suicide, but unfortunately, 

while still a young man, he died from the disease he had so dreaded. 

W. F. Coleman, a dentist as well as, and apparently more than, a physician, 

was in Chatfield in 1857 at least. Through the columns of the Chatfield Republican 

in that year he respectfully informed the citizens of Chatfield and vicinity that 
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he was prepared to perform all operations pertaining to the science of Dental 

Surgery, and that he inserted teeth on pivots, gold, silver and gutta percha plates. 

Robert L. Conkey was born in 1874 in Preston, Minnesota, one of the 

five children of Charles H. Conkey and Sara Ripley Conkey. A sister died in 

infancy ; the three brothers, Harry, Edward and William, died in their adult years. 

Charles H. Conkey, of Scotch parentage, was born at Beekmantown, New York, 

in 1828, and in the early years of Fillmore County came with his Canadian wife 

into the community of Preston to follow his occupations of merchant and miller. 

Mr. Conkey was a progressive citizen, active in civic and political affairs. He 

served as auditor of Fillmore County for six years and was state senator for 

three terms, in 1874, 1875 and 1877. 

Robert L. Conkey, of excellent native ability and personal attributes, early 

decided on the study of medicine. Graduated from Rush Medical College in 

Chicago in 1897 and licensed in Minnesota in October of the same year, he at once 

began practice in the village of Canton. In 1898, by suicide, his promising life 

came to an untimely end. He was unmarried. 

Charles McHenry Cooper was born on December 21, 1865, on a farm near 

Versailles, Indiana, the son of Lemuel Cooper and Jane Willis Cooper, American 

farmers, the father of English descent and the mother of Scotch ancestry. There 

were five other children, Evaline and Ann Margaret, Jesse and James, and an 

older brother who died of measles in an army camp during the Civil War. 

When Charles Cooper was a young boy, he came with his family to a farm 

home in Olmsted County a few miles southeast of Rochester and on the out- 

skirts of the village of Marion. He attended the common school in Marion but 

because in those years his health was frail his family thought him unable to 

carry the work of high school; consequently, it was not until he was twenty-one 

years old, when after his father’s death he and his mother had moved into Chat- 

field where his sister Evaline was a teacher, that he entered high school. A bril- 

liant student, he completed the course in three years and was graduated in June, 

1889, as valedictorian; he is said to have had a perfect average in geometry, his 

theorems in which were all original. Premedical courses not being requisite at that 

period, in the autumn of 1889 he entered the College of Homeopathic Medicine and 

Surgery of the University of Minnesota and, although he worked his way and 

was in poor health, he again completed in three years the work of four years, and 

in 1892 received the degrees of bachelor of science and doctor of medicine; in the 

same year he was licensed to practice medicine in the state of Minnesota. 

After graduation Dr. Cooper returned to Chatfield, the family home, to begin 

his professional career and he remained there as a general practitioner until 

his death thirty years later. His offices were in the Root River State Bank 

Building until 1912, when he established consulting rooms in his home; this 

residence stands on the boundary line between Olmsted and Fillmore Counties. 

During the years of Dr. Cooper’s practice in Chatfield, other physicians of the town, 

some of them resident there for many years and some for a relatively short time, 

were John C. Dickson, since 1873; Florence J. Halloran and Charles C. Walker, 

both of whom began practice there prior to 1900; and F. L. Smith, W. L. Free- 

man, George E. Jackson, C. W. Woodruff and Alexander MacDonald. Some of 

the later group long had been in practice, some were new graduates, but all came to 

Chatfield in or after 1900. 

Dr. Cooper was regarded by fellow physicians and patients as an excellent 

physician, able and conscientious, and by the entire community as a fine citizen. 
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He owned his home, was representative of all that was good and constructive, 

was public-spirited to an unusual degree, taking an active part in community 

affairs and promoting every worthy cause. He was a member of the Presbyterian 

Church and served as president and trustee of the Presbyterian Society. From 

1902 to 1911 he was mayor of the village and from 1900 to 1920, when he re- 

signed because of ill health, was president of the school board, in which capacity 

it was annually his privilege and pleasure to present their diplomas to the graduates 

of the high school. Because of his social ease and his gifts as an extemporaneous 

speaker he was much sought to give addresses and to preside at community affairs. 

Dark-complexioned, with a closely trimmed beard, and always scrupulously 

groomed, he was of fine appearance. He was affiliated with various fraternal 

organizations, among them the Masons (the Blue Lodge, in which he held the 

office of Worshipful Master; the Chapter, of which he was at one time High 

Priest; and the Knights Templar), the Modern Woodmen of America and the 

Ancient Order of United Workmen. 

On May 1, 1895, Charles McH. Cooper was married to Kittie Cole, of Chat- 

field, an American girl of French and Dutch descent. Of the marriage there were 

four children: Russella Jean, Frances Eliza, Elisabeth and Charles Cole Cooper. 

Dr. Cooper died of tuberculosis at his home in Chatfield on November 23, 1922, 

survived by his wife and the four children. At the time these notes were com- 

piled, in 1943, all were living: Mrs. Cooper in Chatfield; Russella Jean, wife of 

G. A. Haven, of Chatfield; Frances Eliza, formerly a teacher in Minnesota, in 

Lewiston, Chatfield and Cokato, and for more than fifteen years at Casper, 

Wyoming; Elisabeth, a settlement worker in Minneapolis and Philadelphia, for 

many years in charge of work for women and girls at Labor Temple, New York 

City, and in latest years in charge of the Community House at Riverdale, New 

York; the son, Charles Cole Cooper, a physician of St. Paul, Minnesota, was, in 

July, 1943, a lieutenant in the Medical Corps of the United States Army stationed 

somewhere in Alaska. 

A comment from Dr. Charles Cole Cooper is worthy of note: “Of special in- 

terest to me is the fact that my father was an open, that is, a contagious case of 

tuberculosis for many years, yet raised four children to adulthood and not one 

became tuberculous, because he recognized the contagiousness of tuberculosis and 

guarded himself accordingly.” 

N. S. Craig in April, 1870, began his practice as a resident physician and 

surgeon in the village of Granger, Bristol Township. He brought with him the 

endorsement and good wishes of the Preston Republican, which stated that Dr. 

Craig commanded the respect and confidence of all personal acquaintances. In 

his conventional business card Dr. Craig set forth that he would give prompt 

attention to all professional calls. His name was not noted in early business and 

professional directories of the state nor was a subsequent newspaper notice ob- 

served. 

John W. Crees, probably then a middle-aged man, was one of the first 

representatives of medical practice in Fillmore County. In 1857 it was he who 

started the first drugstore in Preston and he remained in the village seven years 

longer. That he compounded medicines has been learned from sundry advertise- 

ments in issues of the Preston Republican in the early sixties. By 1861 he perhaps 

had given up the drug store, for J. B. Fox, general dealer in drugs and the usual 

“and so forth,” was advertising the medicine of Dr. J. W. Crees, preparations 

which would seem to have been of all sorts, suitable for man and beast. 
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Dr. Crees served as a member of the board of county commissioners from 

January 7, 1862, to January 6, 1863, and was vice president of the Preston 

Lyceum, which was organized late in 1862. Active further in social and civic af- 

fairs, Dr. Crees with “Mrs. Dr. Crees” was prominent in making arrangements 

for celebrating the anniversary of the national independence on July 4, 1862, in a 

manner creditable to the village. Others identified with this occasion were Dr. and 

Mrs. Lafayette Redmon, of Preston, and the day was observed with much 

ceremony. In this same year, when recruiting of troops for the Union Army was in 

progress and when, locally, a resolution was passed to pay bounty to all enlisting 

men who had families, Dr. Crees was one of the signers. 

Apparently well established in the community, Dr. Crees was elected county 

coroner, to serve from January 7, 1864, to January 3, 1865. An item in the 

Republican of April 22, 1864, called attention to the card of Dr. Crees which 

appeared in another column. The reporter stated that the doctor devoted his at- 

tention to the practice of medicine; that he had had experience and success in the 

treatment of diseases and was possessed of skill, as many would testify, and ended 

by recommending him to the patronage of those so unfortunate as to need the 

services Of a physician. The professional card itself follows: 

J. W. Crees, M.D., most respectfully offers his services as a physician. He will devote 
his entire attention to the treatment of disease and having been many years in his profession 
believes himself competent to do justice to all who may think proper to employ him. His 
office is the second door west of the county office. April 22, 1864. 

By the middle of June, 1864, however, Dr. Crees had removed to St. Anthony, 

Minnesota, to take charge of a water-cure establishment, recently put into 

operation in the Winslow House, which had been purchased and fitted up for 

that purpose by Dr. Trall, of New York. 

The only other note available concerning this interesting practitioner has been 

that of Armstrong, in his paper on the history of medicine in Ramsey County, 

in a paragraph dealing with itinerant “doctors,” to the effect that among these 

practitioners were Dr. Trallwill (Dr. Trall?), who lectured on hygienic medicine, 

and a Dr. Crees, “an old experienced medical electrician” who, in 1865, had 

opened a hygienic boarding house on Seventh Street below Broadway, in St. 

Paul, having come from St. Anthony, where he had been concerned with an 

institution of similar character. 

H. Curtis was early in the village of Fillmore, a settlement founded in 

1855 and re-organized in 1858. The little town, at the junction of Bear and Deer 

Creeks, had a hotel, the Tremont House, three stores and several grist mills in 

anticipation of custom from the excellent farms of the region. The doctor’s 

professional card, as it appears in Bishop’s History of Fillmore County of 1858, 

is as follows: 

H, CURTIS, M.D., Physician 
and Surgeon, Dealer in Drugs, 
Medicines, Books and Stationery, 
Perfumery, Paints, Oils, Sc. 
Main Street Fillmore 

The only other note observed regarding this practitioner occurred in a news- 

paper item in December, 1867, concerning the performance of craniotomy to deliver 

a large child that was described dramatically as a monstrosity: “The operation was 

performed by Dr. O. A. Case assisted by Dr. Curtis. Mrs........... is now in 

a very comfortable condition, requiring but little if any medical attention.” 

(To Be Continued in the November Issue) 
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Presidents Letter 

Minnesota's Prepaid Medical Care Plan 

f- EW things of an economic nature have such great possibility for preserving the present 
system of medical practice in Minnesota as has Minnesota’s prepaid medical care plan. 

Together with similar plans now in operation in thirty-three other states, voluntary prepaid 
medical plans have been a serious obstruction to proponents of national compulsory health 
insurance such as the Wagner-Murray-Dingell. Bill. Beyond that, it answers the challenge 
which the co-operative medical care group presents. Also, it provides a medium of extend- 
ing to 80 per cent of the people, that is, all except the 10 per cent indigent and 10 per cent 
wealthy, the same health insurance program which so many industrial groups have sponsored. 
Moreover, it is a companion measure for prepaid hospital care plans which have proved so 
effective throughout the entire country. It is the medical profession’s answer to our greatest 
economic problem, the increased cost of medical care. Under these circumstances, its scope 
is broad and its need is great. 

Following recommendations of the reference committee adopted by the House of Dele- 
gates, meetings were held with officials of the Minnesota Hospital Service Association to 
overcome any obstacles that might interfere with the harmonious, desired relationship between 
the two groups. By-laws, constitution and articles of incorporation have been prepared in 
tentative form. In fact, the work of each of the four subcommittees has been brought up 
to date so far as that has been possible without final completion of all details. 

Solicitation of funds from the membership, using a legally proper and protective form of 
pledge, was among the first steps recommended. The pledge was written by Mr. F. Manley 
Brist, and an effective, completely descriptive brochure was prepared by Mr. R. R. Rosell 
and his staff. These were both sent to every member with a request that each member 
volunteer through the pledge as much money as possible. Final features of the plan must 
be held in abeyance until the full $100,000 is subscribed. With the minimum amount $25.00, 
the maximum $500.00 and a membership of 2,500, to date (September 15) only $46,000.00 
has been subscribed. And this is true despite the fact that a second appeal for funds 
has been made to the entire membership. 

Many physicians use annuity insurance as a means of providing an income for the later 
years of life. Why should not physicians be willing to invest in the preservation of the 
American system of medicine—in a plan which would preserve their prestige, their inde- 
pendence and their right to exercise their own judgment, as well as insure their income? By 
investing $500 now in prepaid medical service, a physician can make certain of maintaining 
his present status and he can help maintain the health standards of this nation at their 
present high level. 

If at the age of forty, for example, a physician has paid to a standard, old-line life 
insurance company $1,000 in premiums, at the age of fifty he may draw a monthly income 
of $5.34, or an annual income of $64. Assuming conservatively, that the average net income 
of physicians in Minnesota is $6,000 per year, the $500 premium paid to Prepaid Medical 
Service is then insuring an income 100 times as great as that purchased by an insurance 
premium twice as great. And the prepaid medical care income starts at once instead of ten 
years later. It even pays an additional 4 per cent dividend. 

It has been asked, “Why does not the American or State Medical Association do some- 
thing to prevent passage of such bills as the Wagner-Murray-Dingell Bill?” This type of 
voluntary prepaid medical care is the answer propounded by both organizations for such 
compulsory insurance plans. Here, truly, is a challenge. If we are not willing to insure 
our practices and the American System of Medicine by paying a single, reasonably small 
premium, let us not complain when government takes the reins and political medicine is 
imposed upon us, 14 

= 

President, Minnesota State Medical Association 
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FINANCIAL AID FOR NEEDY PHYSICIANS 

“That These Too May Live” 

IVhat a queer Guild are thes¢e—Physicians— 
They toil and work to save the human kind, 
\Vith little thought of providence, they die 
Still in the harness, because, too late they find 
The busy, thoughtless world has passed them by. 

That these too may live with heads held high 
Against the day when illness lays them low, 
Or Time with fleeting wings, swoops from the sky 
And makes them memories of the passing show. 

For these are proud folk tho even justly proud, 
Who live their lives to ease the woes of man 
Nor ‘count the cost in cold, penurious terms 
But render service when, and where they can. 

These are the men and women set apart 
IVherever civic centers may obtain 
To set a certain standard mode of life 
And with unfaltering courage play the game. 

And play the game it is, until “Lights Out” 
Comes ringing o’er the hill for the last call 
And Man’s humanity to man’s epitomized 
In these stout hearts who give their very all. 

‘Tis given to few of these to be secure 
IVho go beyond the busy days of life, 
And so it gives us pause while still we toil, 
To wonder how we may fare in the strife. 

yi thus a plea is born for those we love, 
4 “Benefit Fund” for these to carry on, 
Who in their lonély hours may find surcease, 
Vith heads unbowed, still face the setting sun. 

May the road along their rim of life 
Be strewn with roses at their feet. 
The thorns are gone, there is no storm or strife 
But only sweet contentment as the years repeat. 

Joun J. Ryan, M.D. 

HE above poem was written by a member of 

the Ramsey County Medical Society in 1940 

and appears in the brochure regarding the Ram- 

sey County Medical Foundation which was 

founded in November, 1938. 

We all know of one or more members of our 

profession who, owing to infirmities incident to 

declining years or other factors, have been in dire 

need during the last years of life. Too often a 

physician’s widow is left without sufficient sup- 

port. 

In 1938 a few members of the Ramsey County 

Medical Society and the Women’s Auxiliary 

founded the Ramsey County Medical Foundation. 

Octoser, 1946 

Impressed by specific examples of need, these 

members incorporated the Foundation as an or- 

ganization separate from the society, making it an 

exclusively charitable organization for the benefit 

of only needy members and their families. All 

members of the county society are automatically 

members of the Foundation and now pay $1.00 a 

year dues, but the Foundation elects its own 

Board of Directors which in turn elects the offi- 

cers. No disbursements are to be made until a 

fund of $25,000 has been accumulated, and there- 

after only 50 per cent of the net earnings of the 

fund are to be used until the fund reaches $50,000. 

How many medical societies have established 

trust funds or foundations to provide financial as- 

sistance to elderly members or their widows, we 

do not know. Doubtless there are a number. Our 

attention was called recently to one established in 

1943 by Dr. Harold Swanberg of Quincy, Illinois, 

and the Adams County Medical Society. Known 

as the Swanberg Medical Foundation, it is to be 

operated exclusively for charitable, scientific, lit- 

erary or educational purposes. Growth of the 

fund is assured not only from contributions but 

by a provision that not more than 80 per cent of 

its income may be spent annually. Because there 

is little precedent for the functioning of such an 

organization, the trutees of the Swanberg Medical 

Foundation are desirous of receiving suggestions. 

Such a foundation provides a repository for 

direct gifts or bequests by will. Contributions are 

tax exempt. It also provides a way for grateful 

patients or institutions (such as municipal hos- 

pitals which have been accepting the services of 

physicians in caring for hospital patients, free 

and for part pay) to display their appreciation. 

Every large county society should establish a 

foundation to provide assistance to members in 

case of need. It would be a simple matter for 

each state medical society to do likewise to pro- 

vide for equally needy members in rural districts. 

While the purpose of such a foundation may well 

be charity in most cases, other activities such as 

providing for a medical library might well be 

considered. The present time is a favorable one 
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for establishing such foundations when contri- 

butions are tax exempt and result in a reduction 

in income tax. 

The medical profession as a whole has been 

rather thoughtless in making provision for aiding 

its needy members and their families. 

ATOM BOMBING 

OLLOWING the bombing of Hiroshima and 

Nagasaki, the Army delegated the Manhattan 

Engineering District Investigating Group to make 

a first-hand investigation of the effect of atom 

bombing of the two cities, with special reference 

to immediate and late radiation effects. The 

group arrived on the scene of the bombing about 

a month after the bombs had been dropped, and 

the report gives as reliable information as is 

possible at such a late date. 

The report states that the damage done by 

the explosion of an atomic bomb is the result of 

several factors: the blast of the explosion, the 

fires produced by the intense heat of the ex- 

plosion, and the secondary fires induced by the 

destruction of buildings. Casualties are the re- 

sult of blast pressure, flash burns due to the ex- 

plosion, burns from fires, mechanical injuries 

from destruction of buildings, and radiation ef- 

fects. 

As the atomic bomb exploded above the earth, 

there was a downward thrust to the blast which 

destroyed everything within a mile radius, ex- 

cept certain reinforced concrete structures; and 

nearly everything within a three-mile radius was 

heavily damaged. The heat generated by the blast 

burned the surface of objects as far as a mile 

and a half distant. Resultant fires, aggravated by 

high winds blowing inwards towards the center 

of the fire, completely destroyed everything over 

an area of 4.4 square miles at Hiroshima. The 

presence of hills prevented such widespread 

destruction at Nagasaki. 

No estimate could be made of the deaths re- 

sulting from the blast pressure alone. It was 

estimated that 75 per cent of the total deaths 

were due to burns Which were sustained as far 

as two miles from the explosion. Some 95 per 

cent of injuries were due to burns caused either 

by the bomb itself or by secondary fires. The 

greatest number of radiation injuries were 

probably due to the ultra-violet rays which caused 

flesh burns. Effects from the gamma rays emitted 

by the atomic nuclei themselves were next in 
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importance and were similar to an overdose of 

x-rays. According to the report, radiation in- 

juries were primarily those suffered during ‘he 

first minute following the explosion. There was 

no evidence that fission products or induced radio- 

activity caused any casualties. Injuries due to 

radiation by gamma rays consisted of epilation, 

petechiae, inflammation of the mouth and throat, 

bleeding, vomiting, diarrhea and fever. Blood 

platelets were reduced and in severe cases a 

leukopenia resulted. Nausea and vomiting ap- 

peared in a few hours and sometimes lasted two 

or three days. In the most severe cases, death 

from gamma ray radiation came by the tenth 

day, and in the less severe cases not for a month. 

Recovery occurred in the milder cases. 

Some 66,000 people were killed and 69,000 

injured in Hiroshima by the one bomb, and 39,- 

000 were killed and 25,000 injured in Nagasaki 

by the second bomb,-while major portions of both 

cities were destroyed. Such is the frightful toll 

which can be expected from atom bombing in 

the future. 

Those who uphold the use of such a frightful 

weapon in warfare justify its use in the thought 

that thousands of American lives and probably an 

equal number of Japanese lives were saved be- 

cause the bombing brought a speedy end to the 

war. 

The atom bomb should be a convincing argu- 

ment that there must never be another war. Sup- 

port of the United Nations by every country in 

the world is the only way that war in the future 

can be prevented. 

CHECK YOUR INSURANCE POLICIES 

N jenn attention of holders of disability insur- 

ance in the Commercial Casualty Insurance 

Company was recently called to the fact that cer- 

tain disability insurance policies contain a clause 

which stipulates as follows: 

“If the insured shall carry with another com- 

pany, corporation, association or society other 

insurance covering the same loss without giving 

written notice: to the company, then in that case 

the company shall be liable only for such portion 

of the indemnity promised as the said indemnity 

bears to the total amount of like indemnity in 

all policies covering such loss, and for the return 

of such part of the premium paid as shall ex- 

ceed the pro rata for the indémnity thus deter- 

mined.” 
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[his means, in effect, that in case the insurance 

company has not been so notified you are paying 

a higher premium than you should for the actual 

existing coverage. You should immediately ex- 

amine your policy or policies and ascertain wheth- 

er this clause is contained in any policy. If so, 

you should write the company for a statement 

that in case of a claim it will not be prorated. 

The Commercial Casualty Insurance policy does 

not contain this clause. 

It would be well to check other provisions in 

disability policies also. One policy we have en- 

countered provides that after the age of fifty- 

five the indemnity is cut 50 per cent. Unless 

one reads his policy carefully, the possessor of 

such a policy would receive a distinct jolt in case 

of disability. Such provisions are included to 

enable insurance companies to charge lower pre- 

miums and, while legal, they constitute tricks 

of the trade which are not emphasized. 

Read your insurance policies or have an insur- 

ance expert pass judgment on them. 

COMPULSORY INSURANCE AND PUBLIC HEALTH 

AM speaking to you as the very retiring president of 
what may be considered the parent organization of the 

American Medical Association. You may recall that 
our state organization is forty years older than the na- 
tional one and that leading members of this Society 
were predominantly active in the original effort to create 
a national organization, which now. has become the 
largest and most important medical association in the 
world, far surpassing in size and extent of activities 
its original progenitor. 

The principles of proper behavior in any walk in 
life, and particularly in the profession of medicine, are 
timeless and immutable. For forty years before the 
American Medical Association was formed, members 
of the New York State Society had adhered to certain 
concepts of ethics which ultimately, became the “law 
of the land,” so to speak, when formally phrased in 
Article 2, of the Constitution of the American Medical 
Association, which reads: 

The objects of the Association are to promote the sci- 
ence and art of medicine and the betterment of public 
health. 
The first section of Chapter One of its Principles 

of Professional ‘Ethics reads: 

Delivered by Edward Cunniffe, M.D., Past President of the 
Medical ‘Society of the State of New York, at the annual meet- 
ing of the Medial. Society of the State of New York, New York 
City, May 1, 1946. 
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A profession has for its prime object the service it can 
render to humanity; reward or financial gain should be 
a subordinate consideration. The practice of medicine 
is a profession. In choosing this profession, an individual 
assumes an obligation to conduct himself in accord with 
its ideals, 

This language did not constitute an original promulga- 
tion at the time it was first uttered as a canon of ethics. 
It was merely the crystalization of the characteristics of 
behavior of the best medical men at all times and in all 
ages, embodied formally in the foregoing words. 

I have presented these considerations for the purpose 
of making the point, that it is nothirig new in our tradi- 
tion for emphasis to be placed on the maintenance of 
standards. Medicine would not have advanced through 
the centuries if this had not always been the motive 
activating the physician. For a comparatively brief 
period—almost a century and a half—the New York State 
Society has met annually for the purpose of increasing 
the quality of medical care, so we are indeed well fitted 
by a long tradition to continue to safeguard the best 
interest of the public today, when pressures for social 
novelties have become very great. 

It is interesting to compare our background and long 
experience in providing medical care with that of those 
who are so vocal in new plans to completely revolutionize 
the practice of medicine. It happens that the training 
for fitness in this pursuit resides exclusively in the 
medical profession and none of it inheres in the prin- 
cipal promoters of the schemes who can be at best only 
administrators or salesmen of the services we render. 
Nor are they bound by any rule of responsibility for 
the statements they make in espousing their cause. Ex- 
Mayor LaGuardia of New York City, appearing and 
testifying at the hearing on the Wagner-Murray-Dingell 
Bill in Washington, recently said that if the bill were 
passed, he would then stop his New York program for 
delivering medical care. It is extremely difficult for 
me to understand how he can stop anything that was 
never started, for this plan has never sold a policy or 
treated a patient. In addition, he claimed that a baby 
cost $100 a pound in New York City. This, in spite 
of the fact that 13,459 babies were delivered in the mu- 
nicipal hospitals of our city during the year 1945. That 
1945 was a poor year for obstetrics in municipal hos- 
pitals can be realized, when a service delivering 200 
babies per month in previous years delivered but 75 
per month in 1945. I want to emphasize that for the 
13,459 babies born in municipal hospitals, no doctor re- 
ceived any compensation, but in accordance with the 
time-honored tradition of the medical profession, their 
services were freely given. This good proponent of the 
bill apparently did not realize that thousands of babies 
were delivered under the EMIC program, a program 
developed for,the wives of men in the military forces. 
For these patients, the doctor’s fee was $50, except 
in cases where complications demanded a specialist; then 
the amount was $75. The average baby weighs about 
six pounds. If Mr. LaGuardia’s charge were true, the 
expense would be $600. When so many babies are de- 
livered at such a small fee or for no fee at all, it is 
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plain to be seen that there is something wrong with the 
good man’s mathematics. Apparently the statement was 
made merely because it would attract attention by its 
sonorous phrasing, and advance the cause of socialized 
medicine, but not at all because there was any real basis 
to support it. Another example of this habit of over- 
stating the truth is illustrated in the testimony of Mrs. 
Caroline Ware, who is president of the American As- 
sociation of University Women, who claimed she repre- 
sented 80,000 women and testified her society was in 
favor of the bill. Upon examination she admitted that 
her society had not held a convention since before the 
war and finally she was forced to admit that she had 
canvassed but thirteen women and the question asked 
was not about the bill but if they favored the exten- 
sion of medical service. If they answered in the affirma- 
tive, they were supposed to favor a bill on which they 
had not offered an opinion. Yet she glibly reported her 
society in favor of it. The prize witness, however, was 
former Secretary Ickes who appeared in behalf of the 
bill and admitted that he had never read it but was in 
favor of it. When chided for this, he answered that 
most senators did not read bills before voting on them. 
I, myself, doubt very much whether Senators Wagner 
or Murray ever read the bill, and so far as Mr. Dingell 
is concerned, if he has read it, I am sure he does not 
understand it. 

Mr. Altmeyer of the Social Security Board explained 
to the Committee that the bill would provide medical 
care cheaper than the existing system because the gov- 
ernment and the employer would help pay for it. It 
might be pointed out that the government gets its money 
only from taxes and it is a simple rule of economy that 
increased costs can only come out of increased prices. 
Even Mr. Wallace rather belatedly admits that fact. 
While speaking of expense, it has been reported by 
some members of the Congress that for the administra- 
tion of this plan it would be necessary to spend more 
than two billion dollars annually before a dollar goes 
to nurse or hospital or doctor. This expense would be 
for such items as directors, inspectors, paymasters, audi- 
tors, statisticians, stenographers, clerks, equipment, rent 
and so forth. This figure is based on the supposition 
of having one inspector for every thousand patients, 
whereas in England experience shows there has to be one 
inspector for every hundred patients. Mr. Altmeyer 
on questioning was forced to admit that neither Messrs. 
Wagner, Murray or Dingell wrote the bill but it was 
the brain child of Mr. Falk, who admits that he has 
spent ten years in preparing it. This is the fifth bill 
for socialized medicine that Mr. Falk has written, and 
had presented to Congress by some of the New Deal 
representatives, the last bill being the second one he had 
introduced in 1945. The first four bills presented were 
admitted to be unsatisfactory, so with all the govern- 
ment resources behind him and an abundance of time, 
working for ten years, it is now shown that he has failed 
to succeed in this attempt. A few days after the cur- 
rent bill was presented, the New York Times published 
an editocial that was somewhat critical, whereupon Mr. 
Wagner wrote a letter to the paper stating that he knew 
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it was not a perfect bill but hoped it would be be:ter 
after the hearing. 

The bill, as you know, was skillfully maneuvered a way 
from the Appropriations Committee and into the Coim- 
mittee on Education and Labor, of which Mr. Murray js 
chairman. It would take a considerable length of time 
to hear all those who wanted to testify, so the chairman 
in his goodness and generosity decided that only those 
representing national organizations could appear before 
the committee ; consequently, the New York State Medi- 
cal Society, consisting of nearly 20,000 doctors who de- 
liver medical care, is not permitted to appear but can 
send a statement to be placed on the record. On the 
other hand, the Physicians Forum, an organization 
which claims to have a membership of about 700 and 
a Boston group, the remains of the old Committee of 
400, were allowed to testify. These were the only physi- 
cians to testify for the bill and represent less than 2,000 
members, while those doctors testifying against the bill 
represented 125,000. Practically all the testimony for 
the bill has been presented by government employes 
and women who represented very little. The com- 
mittee, however, contains some very discerning members 
and it has been a daily occurrence to have the direct 
statements of the witnesses appearing in favor of the 
bill absolutely discredited upon cross-examination on 
their own statements. 

Mr. Altmeyer, Mr. LaGuardia and others proclaim that 
the doctors would make more money under this pro- 
gram than they receive in the present system. As a 
matter of fact, the definition of a profession which is 
one of our principles of ethics stresses the fact that 
money is not the prime object, but rather the services 
it can render to humanity is its goal. They say that 
more money will be received by the doctors and yet the 
program will cost the people less. It is hard to under- 
stand how pay to the physicians can be increased, plus 
the expense necessary to establish the enormous bureauc- 
racy necessary to administer it and still have the cost 
to the people lower than at present. This will require 
some further explanation on the part of the proponents 
of the bill. 

There is no substitute for experience. The experience 
of every country in the world that has tried compulsory 
health insurance has been unsatisfactory. Now they pro- 
pose to give this inferior medical care to the American 
people, in the Wagner-Murray-Dingell Bill. It can be 
likened to a hope and a wish for Utopia to arrive, 
coupled with an unlimited spending program to try to 
bring it about. It is the most unrealistic act ever 
proposed to the Congress, and assumes that government 
regulation in this country can be run more successfully 
than it has been in others where it has been tried. To- 
day the people of our country get medical care by going 
directly to their doctor. Under this bill a government 
clerk steps in between the doctor and his patient, with 
memoranda, schedules, rules, regulations, directives, 
thousands of them, changed from day to day, all insti- 
tuted by the little bureaucratic gods that are appointed 
in droves of hundreds of thousands by the Social Se- 
curity Administrator. Under this bill the. Social Security 
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Administrator will have more power over the health 
of the people of the United States, vested in his’ own 
person, than could ever be assumed and exerted well by 
a single individual. 

Let us look over the record of the countries which have 
accepted compulsory health insurance. Germany, which 
was the first country to be burdened with this pro- 
cram, was at one time the mecca of students from all 
over the globe, seeking postgraduate education. In sev- 
enty years the cost of their program multiplied 100 
times. Practically 50 per cent of all the money collected 
was used for overhead expenses to administer the pro- 
gram, the doctors receiving the benefit of practically 
one-half. The total social taxes subtracted from the 
wages in Germany left the employes with little, barely 
enough for living expenses, and rendered it impossible 
for them to even leave the country and seek what offered 
them a more fertile field. 

In England in forty years the cost has multiplied sev- 
enty times. A New York physician of my acquaintance 
who worked for a while with a London doctor reported 
that they had an office on one side of the house for 
panel patients and another on the opposite side for pri- 
vate patients. In a three-hour period this doctor would 
see 100 patients under the compulsory health insurance 
plan, ask them what their trouble was, give them a 
stock prescription, and let them depart. He never saw a 
single patient take off his shirt and receive an examina- 
tion with a stethoscope. The secretary of the British 
Medical Association is responsible for the statement that 
no system of medical care will be successful if control 
of it is in the government. The failure of the system in 
England should be a lesson to us in this country. We 
see the people of England rapidly socializing everything, 
and preparing, perhaps, to go over in time completely 
to the Russian system. If that is the direction in which 
we are also drifting, a good way to begin is with medi- 
cine, taxing that and then moving along to the coal 
mines and the other industries, each new step calling for 
more taxes, so that the burden becomes so great that no- 
body has any money left to buy anything and we all 
live on the largess of a beneficent and all-wise govern- 
ment which not only takes care of us from the cradle 
to the grave, but supplies us with living quarters, food 
to eat, clothes to wear, and rations everything out to 
those it likes and those it doesn’t like, from shoe strings 
to automobiles. I say, if that is what the American 
people want, the Wagner-Murray-Dingell Bill will take 
us a long way toward it and make each further step 
easier toward complete regimentation, domination and 
dictatorship. This law will prepare us for such a situa- 
tion by a series of headaches produced by our efforts 
to get a doctor when we are sick, from a government 
that has taken over the job of running and ruining the 
medical profession. 

New Zealand’s experience in so short a time as six 
years is another lesson to us if we wish to be warned 
in time. According to the Minister of Health of that 
country, it has degenerated into a racket. He describes 
hospitals filled with patients with minor ailments. Doc- 
tors no longer seek improvement of their skills in post- 
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graduate education because they have no chance to put 
their abilities into practice; there is not sufficient time 
to spend with each patient, so extensive is the overuse 
of insurance facilities. Patients go to insurance doc- 
tors mainly for certificates enabling them to get paid for 
being sick, rather than to get over their sickness. People 
who are really seriously ill seldom think of using the 
compulsory insurance system. They go to a practi- 
tioner who does not take panel patients, and therefore has 
time to treat sick people. They would rather pay more 
to receive treatment from a physician who will have time 
to give a proper examination. 

Austria and Italy have inferior medical service for 
their people. Dr. Dublin of the Metropolitan Life In- 
surance Company recently returned from a trip to Eu- 
rope where he inspected the medical needs of France. 
He has reported that medical care delivered to the 
French people under compulsory insurance is very 
poor, and also reiterates that the medical care delivered 
to the people of the United States is the best in any 
country in the world. If such is the case, and he should 
be a good judge, it is hard to understand why the people 
of this country would listen to a proposal to establish 
a foreign system which has proved to be unsatisfactory. 

I would like to speak on the other side of this ques- 
tion and tell of the great advantages that have been 
brought about by the medical care of the people of this 
country in the past seventy years under the leadership 
of the American Medical Association, but time will not 
permit. I can only say that the people of this country 
should consider long and carefully before they saddle 
such tremendous expense upon themselves and their 
children for inferior medical care—Reprinted from 
Vital Speeches of the Day, Vol. 12, No. 16, June 1, 1946. 

HEALTH SERVICE IN INDUSTRY 

(Continued from Page 1016) 

should have every inclination and obvious incen- 

tive to translate these relationships into the health 

activities of industry. It is unnecessary to point 

out that of the variety of non-medical activities 

associated with industrial health, good nursing 

based on suitable training and adequate concept 

of functions has come to be regarded as indis- 

pensable. 

Conclusion 

In conclusion, let me leave this thought with 

you. America in the eyes of the world stands 

today victorious and powerful. She is on the 

threshold of a tremendous industrial era. From 

here on and for what lies ahead, she needs, as 

never before, men and women with the courage 

to dream, the will to do, and a heart with the 

word America engraved permanently therein. 
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MEDICAL LEADERSHIP CHALLENGED AT 

TWO HARBORS CONFERENCE 

“Medical care belongs to the consumer! The 

producer—that is, the physician—cannot hope to 

furnish leadership in the distribution of medical 

care equal to what the consumer can!” 

This was the gospel preached at a conference 

held recently at Two Harbors, Minnesota, a con- 

ference which was designed to touch off a na- 

tion-wide movement to bring together into one 

federation all cc-operative health plans in this 

country and thus further “consumer-controllec” 

group medical care. 

Into this co-operative health movement have 

stepped many representatives of education, poli- 

tics and even the government itself, through 

some of its agencies. In full force, their dele- 

gates turned out at the Two Harbors confer- 

ence to attempt to debunk federalized medicine, 

undermine doctor-sponsored voluntary prepay- 

ment medical care plans and come up as the 

champions of America’s health, with the one and 

only answer to health needs—a grand and glori- 

ous federation of co-operative health plans. 

Medical Profession Representatives Invited 

Quietly observing the proceedings at the con- 

ference were three representatives of the medical 

profession, Thomas A. Hendricks, secretary of 

the Council on Medical Service of the American 

Medical Association; C. H. Crownhart, secre- 

tary of the State Medical Society of Wisconsin; 

and R. R. Rosell, executive secretary of the Min- 

nesota State Medical Association. They were 

invited guests of the conference sponsors, al- 

though they took no part in the proceedings. The 

three men have prepared a joint report of the 

conference, noting the highlights, the trend of 

thinking of the delegates, identifying the speak- 

ers and leaders and presenting key quotations. 

One basic fact is noted in this report, and that 

is that the co-operative movement, apparently 
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capitalizing upon the proposed compulsory health 

insurance program of the federal government, is 

proceeding to point out that the doctors’ answer 

to threatened federal control of medicine is not 

the right one. 

Doctors Accused of Self-Interest 

Using the catch-phrase ‘Medical care belongs 

to the consumer!” the consumer-control advocates 

insinuate that the health insurance programs 

sponsored by state medical societies belong to 

the producers, the doctors, and are operated for 

the benefit of the doctors and not for the public. 

According to the report, there were some 200 

delegates and visitors present from twenty or 

more states, four provinces of Canada, Hawaii 

and Nova Scotia. Many government employes 

were registered, practically all as delegates of 

Group Health of Washington, D. C. (This or- 

ganization, the report adds, figured in the anti- 

trust suit of 1938.) Government agencies repre- 

sented were, in the main, the Children’s Bureau, 

the Farm Security administration and the Social 

Security administration. 

It was also observed that the co-operative move- 

ment is to be forwarded in all lines by the Farm- 

ers Home administration, newly formed from 

the old Farm Security agency. This administra- 

tion is setting out to emphasize the necessity of 

health achievements among the rural groups. 

AMA Charged With “Crime” 

Among the personnel making up the confer- 

ence was Dr. Michael Shadid, founder of the 

Community Hospital at Elk City, Oklahoma, who 

was introduced as a pioneer in the co-operative 

health movement. He pictured the American 

Medical Association as “convicted before the bar 

of public opinion as guilty of both crime and 

misdemeanor.” He said that its leadership was 

that of the blind leading the blind, that the AMA 

was contemptuous, as well as neglectful, of proper 

public health interest. 

MINNESOTA MEDICINE 
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Another major speech was that of Dr. John 

B. Lawrence, associate director and staff member 

of the Group Health Association and Labor 

Health Institute of St. Louis, Missouri. It was 

he who said that physicians cannot furnish lead- 

ership necessary to distribute medical service, 

that medical service will hereafter have to depend 

on the consumer for its quality and character. 

Cites Inadequacy of Rural Medical Service 

Among his arguments for health co-operatives 

was the inadequacy of medical services offered 

in rural areas as compared to that obtainable in 

urban areas. He also brought out the Selective 

Service statistics on the percentage of rejections 

for military service. Dr. Lawrence criticized the 

commercial type of health insurance plan as in- 

adequate and said that medical care cannot be 

bought by money alone. Voluntary prepayment 

medical care plans will succeed only with great 

difficulty, said he, because there is, first of all, an 

insufficiency of physicians, and, second, an in- 

sufficiency of physicians properly trained in pre- 

ventive medicine! 

Dr. Lawrence declared, “Medically owned or 

controlled plans provide only protection against 

catastrophic illness and that’s about all that you 

can get out of them.” 

One speaker at the conference claimed that 

the insufficient number of doctors was due in part 

to a failure of the consumer to demand sufficient 

medical care. One small voice, representing no 

doubt the views of others on the Washington 

payroll, was heard speaking in favor of a na- 

tional health program ; this speaker was careful to 

make allowances for the development of co-opera- 

tives’ voluntary plans. 

Dean Clark Warns of Pitfalls 

Dr. Dean Clark, who is medical director of 

Health Insurance Plans of Greater New York, 

was one of the few speakers to warn of the diffi- 

culties and dangers which are encountered in the 

setting up of group practice plans. He outlined 

several elements of such plans that should be 

examined—scope of service, how a plan affects 

the physician, the attitude towards the patient as 

a person under the plan, the quality of service 

available, the relationship between the physician 

and the plan. He pointed out with some emphasis 

that group health plans must always compete 
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with the high standards of medical service of the 

community. Said he: 
“Without objective appraisal according to recognized 

standards, we are apt to be misled into a morass of 
half-baked, inadequate, haphazard plans that will in- 
evitably set back our health progress for a generation 
and will result in all of us—patients and physicians— 
giving up in despair without having established a sound 
workable pattern, either professionally or economically.” 

Haven Emerson versus Kingsley Roberts 

Dr. Kingsley Roberts, director of the Medical 

Administration Service, Inc., New York. City, 

gave an extemporaneous talk, presenting his out- 

line for a basic health conservation and prepaid 

medical care program. He warned that no mat-. 

ter what their medical care program is called, all 

those in the co-operative health movement must 

remember that they are “dealing in the long run 

with the problem of insurance.” 

Dr. Haven Emerson, professor emeritus, Co- 

lumbia University, addresséd the gathering and 

answered several points made by Dr. Roberts. 

Dr. Emerson warned that in all its attempts to 

set up medical care programs, the public must 

keep in mind that the sights have been set by 

the medical profession, which, he declared, has 

not, as suggested, been indifferent or sluggish. 

Any failure for health improvement programs to 

catch on, he said, is traceable to a failure of public 

interest, not to a failure of the profession. 

Dr. Emerson cited the instance of the AMA’s 

position a few years back on periodic health 

examinations, when, despite the publicity on the 

necessity of these examinations, and despite the 

work of the membership, the public has remained 

indifferent. 

Soft-Soap Salesmanship Condemned 

Nor did Dr. Emerson agree with Dr. Roberts 

that in the sale of the co-operative health pro- 

gram any and every device known, whereby 

public interest in the program could be height- 

ened, should be used. Dr. Roberts had suggested 

that even the tactics of soft-soap salesmen could 

be employed, implying that the end would justify 

the means; but Dr. Emerson pointed out that 

there is no need for the public to follow “mounte- 

banks” in solving problems dealing with so grave 

a matter as the nation’s health. There are, he 

said, legitimate ways to promote public health 

education. He concluded by saying that the 

leadership in the field of public health education 

is likely to continue to come from the medical 
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profession and that. the leadership should be 

utilized by the Américan public. 

Dr. Emerson was invited by the conference 

sponsors to address the get-together banquet. Per- 

mission was granted to him at one time during 

the sessions to address the delegates on the con- 

vention floor. It was then when he refuted some 

of the statements advanced by Dr. Roberts. 

Dr. Emerson’s words were addressed to a 

conference highly critical of the medical pro- 

fession and at a gathering being bombarded by a 

huge amount of propaganda. He did not defend 

the profession so much as he challenged the basis 

of any criticism to the medical field. 

“Let us from now forward,’ Dr. Emerson 

said, “discard the dishonest, politically expedient, 

but misleading and intellectually deceptive and 

confusing term ‘health insurance’ and commit 

ourselves, at least at this present stage of our 

immediate and pressing concern, to insurance 

that medical care will be available and will be 

paid for.” 

Co-op Organ Criticizes Emerson 

“Where Were Those Ethics, Dr. Emerson?” 

was the caption on an editorial attacking Dr. 

Emerson’s banquet address, which appeared in 

The Co-operative Builder, official organ of Cen- 

tral Co-operative Wholesale, The Co-op Guilds 

Clubs and the Co-op Youth League. The editorial 

took Dr. Emerson bitterly to task for his re- 

fusal to sit silently and accept the judgment 

being passed upon the medical profession. It 

called him “a medic of some school bench repute” 

and said that “if some doctors weren’t so en- 

grossed in their own, largely manual, skill” they 

wouldn’t be such perfect examples of “drag-your- 

feet conservatism” and “stand-pat leadership.” 

The editorial accused Dr. Emerson of timing 

his remarks so that they could not be refuted. 

It said that he sat through the business sessions, 

when debate would have been welcomed, only to 

get up at the banquet and present a “time-killing 

harangue” at a time when “common decency” 

would prevent other conferees from answering 

him. The writer conveniently forgot Dr. Em- 

erson’s previous remarks on the convention floor 

and that he was an invited banquet speaker. 

Claim Conference “Makes History” 

A second editorial in the same issue of the 

paper proclaimed that “history” had been “made 
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at Two Harbors!” The historic act, according 
to the editorial, was the voting to establish a ‘ o- 
operative Health Federation of America. “U:.t4 
now,” it was stated, “the national (co-operative) 

movement has concentrated more on consumers’ 

goods and farm supplies, particularly petroleum, 

and wherever co-op health care plans have sprung 

up, they’ve been developed spontaneously as ex- 

pressions of the bitter need of the people.” Now 

with a central agency, to “co-ordinate experiences 
and offer aid and advice” the co-operative move- 

ment can grow. Health care, the editorial in- 

sisted, “is a natural for the democratic co-opera- 
tive movement.” 

There is, however, evidently some dissension 

in the ranks with regard to this latter point. One 

of the speakers at the conference made this re- 

mark: “Experience of co-operatives in the sale 

of groceries and similar items cannot support a 

program of prepayment insurance, for medicine 

is not a commodity.” That was Harry Becker, 

president, Group Health Association, Washing- 

ton, D.C. 

Labor Plans to Found Own Non-Profit 

Medical Care Plans 

Labor groups, to all appearances, will now 

begin campaigning in earnest for legislation to 

enable them to set up médical care plans in com- 

petition with doctor-sponsored plans. 

Labor’s determination to have a voice in medi- 

cal affairs was evidenced by the attendance at 

the Two Harbors meeting of representatives both 

of the CIO and the AFL. 

Indication of its determination to found its 

share of voluntary non-profit prepaid medical 

care plans has been made positive by action of 

the AFL, taken since the Two Harbors affair. 

At the convention of the Minnesota Federa- 

tion of Labor, held in Mankato in mid-Septem- 

ber, among the resolutions placed before the dele- 

gates for their approval was one which recom- 

mends the passage of a Minnesota enabling act 

to foster the formation of non-profit medical 

care plans by labor and other lay groups. 

Besides this, was the endorsement of the Wag- 

ner-Murray-Dingell Bill by Nelson H. Cruick- 

shank, social security director for the American 

Federation of Labor, who told the delegates that 

“American workers need health insurance as 

much as they need fire protection.” 
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Minnesota Academy of Medicine 

Meeting of April 10, 1946 

The regular monthly meeting of the Minnesota Acad- 
emy of Medicine was held at the Town and Country 
Club on Wednesday evening, April 10, 1946. Dinner 
was served at seven o’clock and the meeting was called 
to order at 8:10 p.m. by the president, Dr. S. E. 
Sweitzer. 

There were fifty-two members and three guests pres- 
ent. 

Minutes of the March meeting were read and ap- 
proved. 

Dr. Carl B. Drake read the following memorial to 
Dr. John Armstrong, and a motion was carried that 
this be spread on the minutes of the Academy and 
a copy sent to Dr. Armstrong’s family. 

JOHN MILTON ARMSTRONG 
; 1875—1946 

John M. Armstrong joined the Minnesota Academy 
of Medicine on March 3, 1909, with the presentation of 
his thesis entitled “The Diagnosis of Smallpox.” This 
was published in the Archives of Diagnosis in 1909. 
He served as president of the Academy in 1941. Beside 
being a member of the Academy, he was also a mem- 
ber of the Minnesota Dermatological Society and the 
Ramsey County Medical Society of which he was presi- 
dent in 1914. 

He was born in Saint Paul, April 10, 1875, the son 
of George W. and Jane C. Armstrong, who came to 
Saint Paul in 1853. He was graduated from Central 
High School in 1894 and from the University of Min- 
nesota Medical School in 1901. He was a member of 
Chi Psi and Nu Sigma Nu fraternities. After serving 
an internship at St. Joseph’s hospital in Saint Paul, 
he practiced a few months at Montgomery, Minnesota, 
before starting practice in Saint Paul in 1902. 

John Armstrong specialized early in dermatology and 
genito-urinary diseases and was clinical instructor in 
the University of Minnesota Medical School from 1903 
to 1916. In 1913-1914 he took postgraduate work in his 
specialty in Vienna and became a skilled diagnostician. 

He took a keen interest in the history of medicine 
and medical literature in Minnesota and the country at 
large. It was he who began and developed the medical 

museum of the Ramsey County Medical Society. He 
was a member of the first Historical Committee of the 
Minnesota State Medical Association and began the 
publication in 1938 of the History of Medicine in Min- 
nesota, in MINNESOTA MeEpicINE. He maintained a 
steadfast interest in the Ramsey County Medical Library 
from the time he was first a member of the Library 
Committee in 1906. He also served on the Board of 
Trustees of the Hill Reference Library and was a mem- 
ber of the State Historical Society’s Executive Com- 
mittee. 

John Armstrong was a lover of books and had an 
inquiring mind which led him into many phases of 
natural history, astronomy, and the microscopic study 
of fungi and parasites, geology, and even the Einstein 
Theory of Relativity. Archery was for years a hobby 
and he constructed beautiful bows and arrows made 
from imported woods. 
He retired from active practice in 1941, but main- 

tained his interest in life and particularly in books and 
libraries, in spite of poor health the last year of his life. 
Death came December 15, 1945, following a short ill- 
ness. 

He married Ida Dobyns of Shelbyville, Missouri, in 
1909. Mrs. Armstrong and four children survive him: 
Jane, Anne (Mrs. W. A. Wallis), Elizabeth (Mrs. 
Russell T. Nichols), and John Milton, Jr. 
Members of the Academy will be added to the list 

of those who knew him well and appreciated his keen 
mind and his friendship. 

Cart B. DRAKE 

Motions were made, seconded and carried that the 
Articles of Incorporation and the new Constitution, as 
well as the new By-Laws of the Academy be accepted. 

The scientific program followed. 

Dr. Logan Leven, St. Paul, read his Inaugural Thesis, 
entitled “Congenital Atresia of the Esophagus with 
Tracheo-Esophageal Fistula; Surgical Treatment.” 
Lantern slides were shown. 

The meeting adjourned. 
A. E. Caxp.e, M.D. 

Secretary 

Meeting of May 8, 1946 

The regular monthly meeting of the Minnesota Acad- 
emy of Medicine was held at the Town and Country 
Club on Wednesday evening, May 8, 1946. Dinner was 
served at seven o'clock and the meeting was called to 
order at 8:15 p.m. by the president, Dr. S. E. Sweitzer. 

There were forty-five members and five guests present. 
Dr. R. T. LaVake read the following memorial to 

Dr. Thomas S. Roberts. 

Octoser, 1946 

THOMAS SADLER ROBERTS 
1858—1946 

Dr. Thomas Sadler Roberts, next to the last charter 
member of the Minnesota Academy of Medicine, was 
born in Germantown, Pennsylvania, February 16, 1858. 

He was brought to Minneapolis when his parents 
settled permanently in this city in 1869 and attended 
the Jefferson Public School then situated at the present 
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site of the Court House. From 1877 to 1879 he attended 
the University of Minnesota, then became surveyor and 
land examiner for the Northern Pacific Railroad in 
1880 and 1881. He then went to the University of 
Pennsylvania and received his M.D. degree in 1885, 
and, after interning at the Philadelphia Children’s Hos- 
pital and the Philadelphia General Hospital, Dr. Roberts 
came to Minneapolis and received his license to. practice 
in 1886. 

In 1887 he became one of the charter members of the 
Minnesota Academy of Medicine which held its first 
meeting October 12, 1887. 

In 1901 Dr. Roberts became professor of pediatrics 
at the University of Minnesota, clinical professor of 
pediatrics in 1906, and emeritus professor in 1913. 

From boyhood, Dr. Roberts had made ornithology 
a hobby and he pursued this hobby throughout his pro- 
fessional career. After a distinguished career of twenty- 
nine years as a physician, he decided to retire from 
active practice and devote the remainder of his life to 
his hobby of ornithology. He was made professor of 
ornithology and director of the Natural History Mu- 
seum of the University of Minnesota in 1915. He kept 
up his interest in the Minnesota Academy of Medicine 
and became its president in 1936. 

Dr. Roberts became the foremost authority on the 
birds of Minnesota and published his works on the 
Birds of Minnesota in 1932, for which in 1938 he was 
awarded its Brewster Gold Medal by the American 
Ornithologists’ Union, for outstanding achievement. 

Dr. Roberts was a member of Nu Sigma Nu, Sigma 
Xi, and Alpha Omega Alpha. 

To few is it vouchsafed to achieve a distinguished 
name in two fields of activity. This he did. Apart 
from his scientific acumen, his most outstanding attribute 
was his power of winning the abiding friendship and 
absolute confidence of the most intelligent and discrim- 
inating men and women of his community. 

Dr. Roberts died April 19, 1946. He is survived by his 
wife, Agnes Williams Roberts, a sister Mary Emma 
Roberts, both of Minneapolis; a brother, John Walter 
Roberts, Millville, New Jersey; two sons, Carroll and 
Thomas, and a daughter, Mrs. Joseph Seybold, all of 
Minneapolis. 

Dr. Leo G. Rigler read the following memorial to 
Dr. Robert Glenn Allison. 

ROBERT GLENN ALLISON 
1887—1946 

Robert Glenn Allison was born in York, South Caro- 
lina, November 25, 1887, the son of William Meek 
Allison and Nancy Glenn. He was graduated from the 
Medical School of the University of Maryland in 1912, 
following which he went to the Trudeau Sanatorium, 
Saranac Lake, New York, to do graduate study his 
intention being to specialize in tuberculosis. While there 
as house physician he became interested in the roent- 
genologic interpretation of chest films, an interest which, 
of course, remained with him throughout his life. In 
1914 he became radiologist to the Municipal Tuberculosis 
Sanatorium in Chicago and remained there until 1916. 
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A period of study in radiology with Dr. Louis Gregory 
Cole in New York City and at Cornell University {oJ- 
lowed. This had, without doubt, a profound infivence 
on his future career. 

He enlisted in the United States Army as a first 
lieutenant in 1917 and acted as radiologist in the Medical 
Corps, being discharged with the rank of captain on 
February 26, 1919. Thereupon he ‘went to the Harper 
Hospital in Detroit, Michigan, where he remained for 
one more year doing radiological work. 

In 1920 Dr. Allison came to Minneapolis, becoming 
an assistant professor in radiology at the. University of 
Minnesota, spending half time as radiologist to the Uni- 
versity Hospital. At that time he established an office 
for the practice of radiology in which he continued 
until his passing. In 1927 he gave up his active work 
at the University, devoting himself entirely to a very 
busy practice in his office and to his work at a variety 
of institutions. During his life he held positions as 
radiologist at the Glen Lake Sanatorium, the Lyman- 
hurst School for Tuberculosis, the New Asbury Hos- 
pital, the Abbott Hospital and the Northwestern Hos- 
pital. 
On May 5, 1922, Dr. Allison was married to Helen 

Bullitt Lowry who, with their daughter, Margaret Glenn, 
survives him. 

Dr. Allison was a member of the American Medical 
Association, the American College of Radiology, th: 
American Roentgen Ray Society, the Radiological So- 
ciety of North America, the Minnesota Club in St. 
Paul, and the Minikahda Club in Minneapolis. He was 
an early member of the Minneapolis Academy of Medi- 
cine and the first radiologist to be elected to the Min- 
nesota Academy of Medicine, which he joined on No- 
vember 13, 1935. 

Bob Allison will be long remembered for his per- 
vading and charming personality. He was a most genial 
host, and an evening at his home was an enjoyable ex- 
perience. A raconteur of the first order, he could il- 
lustrate any point with a keen wit. He represented that 
most unusual combination of great competence in a 
field of endeavor and an engaging manner which made 
him a friend to so many people. He made many solid 
contributions to radiology both in the fields of diagnosis 
and therapy. Dr. Allison’s passing was a great loss both 
to this Academy and to each one of us personally. 

A motion was carried that these memorials be spread 
on the minutes of the Academy and copies sent to the 
families. 
The scientific program followed. 

APPENDICITIS—PERSONAL EXPERIENCES 

WILLIAM A. HANSON, MLD., and L. H. FOWLER, M.D. 
Minneapolis, Minnesota 

Since Huster’s report! in 1753 proving that the vermi- 
form appendix could be the seat of inflammation and 
abscess formation, and the suggestion by Meiler? in 
1827 that the disease may be cured by surgical inter- 
vention, it remained for Reginald Fitz of Boston, Massa- 
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chusetts in 1886 to arouse an active interest in the dis- 
ease which he designated as “appendicitis.” Since then 
many reports and treatises have been written on the 
subject. 

From a review of acute appendicitis on the surgical 
service of the Students Health Service at the University 
of Minnesota from 1931 to 1946, we wish to report in 
brief '422 consecutive cases of diagnosed appendicitis 
with operation and complications without mortality. 
The number of cases varied per year, the greatest 
number, fifty-five, occuring in 1939 and 1940. ‘Che small- 
est number, twenty-one, were in 1941 and 1942 period. 

One may make reference to any standard textbook 
of surgery regarding the symptomology of the disease; 
however, we believe that pain with its proper inter- 
pretation, tenderness over McBurney’s area in con- 
junction with Rovsing’s and Lister’s signs, are of para- 
mount importance in diagnosing the disease. It has 
been our observation that the majority of patients have 
a normal pulse and temperature on admission, which 
agrees with the report of one of us (Fowler), in a 
previous review of 250 cases. The average leukocyte 
count in the series of cases was 14,652 per cubic milli- 
meter with an increase of the polymorphonuclear cells. 
However, we discovered between 5 and 10 per cent 
of the cases revealed a normal or subnormal leukocyte 
count. 

In this series of 422 cases there were seventeen case 
or 4 per cent with perforated appendices and an in- 
correct diagnosis in 13 per cent, inasmuch as there 
were other pathological conditions to account for the 
symptoms presented on admission.. It should also be 
stated that three surgeons, L. H. Fowler, W. A. Hanson 
and O. J. Campbell performed the operations in fre- 
quency as named, 

Retrocecal and ruptured appendices gave us most con- 
cern, “and gastro-enteritis of virus origin was frequently 
encountered and simulated the symptoms of appendicitis. 
In summarizing the series we observed in patients with 
ruptured appendices, three factors stand out: (1) the 
patient did not seek consultation until several days after 
the onset of the symptoms; (2) purgatives for indiges- 
tion were frequently taken; and (3) errors of diagnosis 
were made. 
Of the seventeen patients with perforated appendices, 

eleven required two operations. Meckel’s diverticuli 
were present in three cases, carcinoid of the appendix 
occurred once, and one large mucocele was found once 
at operation. The average age of the patients was 20.1 
years, the ratio of males to females was 7 to 5, and 
hospitalization averaged 14.9 days. 

Regarding anesthesia, 97 per cent of the patients were 
given novacain, metacain, or pontocain, generally in the 
third lumbar interspace, with reinforcement in a few of 
the cases with ethylene, nitrous oxide or cyclopropane, 
while three per cent received inhalation anesthesia 
alone. 

McBurney’s incision or its modification was used 
the majority of cases. Less than 1 per cent had pul- 
monary complications. One patient had a pulmonary 
infarct or right basal pleurisy of a minimal character, 
and another experienced a postoperative evisceration 
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ten days after appendectomy for acute gangrenous ap- 
pendicitis, undoubtedly due to a severe hay-fever asthma 
which was uncontrollable and acute bronchitis, with the 
evisceration occurring in a right lower rectus incision. 
One patient required an enterostomy after ten days for 
an intestinal obstruction of the small intestine, and one 
had an intussusception of the terminal ileum into the 
ilio-cecal valve with intestinal obstruction, requiring 
operation six months after appendectomy for acute sup- 
purative appendicitis. 
We have employed the sulfa drugs since the report 

of its use, by Sterling, Mueller and Henry Cave of 
Roosevelt Hospital in New York?:5, in ruptured appen- 
dices and spreading peritonitis. As a rule 6 to 8 grams 
of sulfanilamide have been used intraperitoneally with 
drainage. However, in a few cases sulfathiazole was- 
used in the same amount. Since 1943, at Dr. Wesley 
Spink’s suggestion®, sulfanilamide has been used intra- 
peritoneally and sulfadiazine intravenously and orally. 
We had encountered urinary suppression in two patients 
due to sulfathiazole which, however, was minimal in 
character and disappeared following increased fluid in- 
take and further alkali administration. 

Dr. Henry Cave? has reported 1,000 cases of appen- 
dicitis with three deaths. Of these, drainage was in- 
stituted in 35 per cent of the cases and sulfanilamide 
was used in 40 per cent. 
We also found it advantageous to use Wangensteen’s® 

nasal suction postoperatively until no distention was 
present, with penicillin intra-muscularly as indicated. In 
addition, intravenous fluids were given, either 5 or 10 
per cent glucose or 5 per cent glucose in normal saline 
with thiamine chloride 10 milligrams, riboflavin 5 milli- 
grams and nicotinamide 50 milligrams. No enemas were 
given before the fourth or fifth day. Sedation was em- 
ployed as. needed. 3 

Conclusion: We have presented a brief summary of 
422 patients with acute appendicitis, some with compli- 
cations of operation, from 1931 to 1946 without mor- 
tality, and in summary we wish to emphasize the im- 
portance of early diagnosis and operation when the 
decision is made that the patient has acute appendicitis. 
We also believe this has been possible through the 
splendid co-operation of the medical service whose mem- 
bers are “appendicitis minded.” 
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Discussion 
Dr. R. T. LAVAKE, Minneapolis: It may seem 

strange that an_ obstetrician and gynecologist should 
enter into this discussion, but I am glad that the sub- 
ject of appendicitis has been brought up because I would 
like to hear an expression of opinion on whether 
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one should or should not invert the appendix stump. 
Some, of course, cannot be inverted. I was brought 
up to believe that it was almost criminal not to invert 
the stump but, after following that technique for seven- 
teen years, aldwin of Columbus persuaded me 
that merely tying off the appendix and dropping it 
back was the safer method. He and Dr. Deaver of 
Philadelphia had examined the records of three 
large Eastern hospitals as well as their own records and 
found the latter method safer from the standpoint of 
avoiding fecal fistulas and peritonitis. The most usual 
technique of inversion is to clamp and crush the appen- 
dix and tie in the track of the clamp and then car- 
bolize the stump. They showed that after crushing 
the appendix one could not be sure of getting at the 
bacteria with a wooden applicator; whereas if you 
tie the appendix without crushing it with a clamp, 
you can eliminate all bacteria with the carbolic. Take 
plenty of time in doing this and then wipe it dry with 
gauze pressure. 

Inverting has four disadvantages. The peritoneum 
and outer bowel coat around the appendix is so thin 
that no matter what your care in not penetrating the 
bowel you can get a culture from the needle used in 
over 30 per cent of cases. You may include a nutrient 
artery with a subsequent sloughing and blowout. You 
form a frequent abscess cavity between the crushed 
and tied stump and the inversion tie because you can- 
not asepticize the crushed appendix. This abscess often 
results in a complication until it breaks into the gut. 
By inversion you frequently produce a kinking which 
gives more postoperative symptoms of distress. By the 
tie method alone, Dr. Baldwin had done well over 2,200 
appendectomies without mishap and with much di- 
minished afterpain. My last seventeen years’ experience 
with this method persuades me that Dr. Baldwin was 
correct. However, when one is called upon, in a gyne- 
cologic or obstetrical case, to remove the appendix, 
it is not pleasant to think that if disaster occurs, severe 
criticisim will ensue if the appendix has not been in- 
verted. I would like an expression of opinion, though 
I feel sure that Dr. Baldwin’s judgment is correct. 

Dr. WiittAmM P. Santer, Minneapolis: In eighteen 
months on my ship in the Pacific, we operated on 164 
cases of appendicitis. It would be interesting to know 
the pathologic diagnosis in Dr. Hanson’s series. 

Of our 164 cases, only three were of the interval varie- 
ty with a history of previous attacks. Ten were classi- 
fied as subacute and the remaining 151 were in all stages: 
acute suppurative, gangrenous, ruptured, and ruptured 
with appendiceal abscess. Our patients were received 
from other ships at various time intervals from the on- 
set of their illness. Many were from ships with no 
medical officer aboard and were treated expectantly by 
the pharmacist mates who had given large doses of 
sulfa and/or penicillin. We had one death in our 
series in an acute ruptured appendix which was ade- 
quately drained. Autopsy showed death occurred from 
generalized peritonitis following rupture of a localized 
abscess which occurred on the tenth postoperative day. 
Dr. Hanson is to be congratulated on no deaths in his 
series. 

In regard to Dr. LaVake’s discussion, the choice of 
whether one inverts or doesn’t invert the stump seems 
to rest with the individual operator. A large number 
of doctors in the navy didn’t invert the stump and their 
cases seemed to do as well as ours who inverted. I do 
recall one death in a naval hospital of a case in which 
autopsy showed a blowout of the non-inverted stump 
with generalized peritonitis. 
My experience with appendicitis at sea opens the ques- 

tion in mind whether prophylactic appendectomy under 
certain circumstances is not justifiable. 

Dr. L. H. Fowrer, Minneapolis: I take the liberty of 
trying to answer Dr. LaVake’s question of inversion 
of the stump. When I first started out practicing some 
twenty-five years ago, I had offices with Dr. Dunsmoor. 
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At that time I would assist him in his cases, and if | 
happened to get a case of my own he would turn around 
and help me. So far as I know, he never inverted the 
stump, and I am sure his results were just as good as 
mine. When I would invert the stump, he did not say 
anything against it, so one day I asked him about it. 
He said, “Every man should do it the way he sleeps 
the best at night.” I have nearly always inverted the 
stump, and I think I have done Breese. 500 and 1,000 
appendectomies. I don’t invert the stump if the cecum 
is extensively inflamed. Robertson demonstrated that 
when the stump is inverted there is an abscess develops 
between the purse-string suture and the stump. I 
tie off with plain catgut and then put in a purse-string 
suture. If an abscess forms, it will empty into the 
cecum and we still have a smooth exterior. 

In answer to Dr. Sadler’s question as to what the 
pathology was in the series of cases at the Health 
Service, 85 per cent of these we have done have 
been pathologically diagnosed as acute suppurative ap- 
pendicitis. 

In general, I am surprised that this subject is of 
interest to a group of men like this; but, when one 
considers -that today appendicitis kills four times as 
many people under the age of fifty as cancer does, I 
think we can still follow Deaver, Murphy, and the other 
great surgeons, and discuss it over and over again. 
“Fifteen years of good luck” should have been the 
title of Dr. Hanson’s paper. We must hasten to say 
that this low mortailty rate does not hold true in our 
private cases. These patients were all young; they came 
in early, and were operated upon early. House phy- 
sicians have been trained to call the surgeon at the first 
sign of abdominal pain. A sudden onset of abdominal 
pain lasting twelve hours, which usually is not severe, 
localized tenderness in the lower right quadrant and usu- 
ally leukocytosis, will warrant a diagnosis of appendicitis 
in 90 per cent of cases. The patient does not have to 
have a high leukocyte count. The crux is to operate 
when they have minimal findings. Ninety per cent of the 
cases in the first twenty-four to forty-eight hours have 
a normal temperature and pulse. Diarrhea is uncom- 
mon; in my experience, loose bowel movements will be 
present in about 4 to 5 per cent of the cases. Rectal 
tenderness is of little significance, unless the appendix 
is lying low in the pelvis. I prefer spinal anesthesia. 
I think it is the ideal thing for appendectomy, and one 
can do a much nicer and cleaner piece of work. I like a 
lateral modified McBurney incision. 

The perforated appendices we could talk about all 
night. Unless a patient is definitely toxic with a dis- 
tended rigid abdomen with undoubted extensive diffuse 
peritonitis, I still believe it will be better for the patient 
to have the appendix out in order to eliminate fur- 
ther contamination of the abdominal cavity. My ex- 
perience has been that we do not do any harm and 
may do some good in taking it out. If the patient 
has a diffuse peritonitis and is very toxic, I believe in 
conservative treatment. 

Dr. A. E. Benjamin, Minneapolis: There is one 
method of treatment of an abscessed appendix that has 
not been mentioned so far tonight. We have been in 
the habit of turning patients over on the abdomen 
when the appendix has ruptured and formed an abscess, 
and “drainage is necessary. These patients will recover 
rapidly if this position is assumed. have seen 
the appendix slough and come out through the wound 
where it has been unsafe to remove the appendix 
at the time of operation. In such cases, I have found 
it unnecessary to do a second operation to remove the 
appendix. When we have decided to invert the stump, 
we have not crushed the appendix, but tied the base 
off with a plain catgut suture and inverted it with a 
stronger and more durable suture. It seems unnecessary 
to puncture the intestine in placing this purse-string 
suture if it is carefully done. In some cases where we 
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do not invert, we tie the appendix off with a fairly heavy 
catgut suture, carbolizing the stump and cover it with 
omentum. 

Dr. W. A. Hanson, in closing: Regarding the in- 
version of the stump of the appendix, we have discussed 
the merits of this procedure. Generally, we have in- 
verted the stump, but, in answer to Dr. LaVake’s ques- 
tion of inverting the stump, we do not believe this is 
of great significance if one sterilizes the base with 
phenol and alcohol. 

There can be no doubt as to the value of the sulfa 
drugs in reducing mortality in appendicits, when one re- 
views the literature. It is interesting to note the ex- 
cellent results of H. W. Scott and F. Ware who 
report 506 cases of appendicits, with one death in 272 
cases of acute unruptured appendicitis, and seven deaths 
in 234 cases of perforated appendicitis. They empha- 
size immediate operation and sulpha drugs in all cases. 

There can be no doubt of the importance of early 
recognition in this never-ending stimulating surgical 
problem. 

AN ARTIFICIAL SPHINCTER—A NEW OPERA- 

TION AND DEVICE FOR CONTROL OF 

URINARY INCONTINENCE AND NOC- 

TURNAL ENURESIS 

FREDERIC E. B. FOLEY, M.D. 
Saint Paul, Minnesota 

Abstract 

Previous means of caring for urinary incontinence 
and nocturnal enuresis have been makeshifts and far 
from satisfactory. 

A distinction must be made between correction of 
incontinence and care or control of the condition. The 
subject presented does not, deal with correction or cure 
of incontinence. 

The new means of controlling or caring for incon- 
tinence presented is accomplished by a very simple and 
minor operation and use of an equally simple device. 

In the permanently incontinent adult male a segment 
of the urethra extending forward from the penoscrotal 
junction is isolated from the other structures of the 
penis by a plastic operation which forms a cutaneous 
tunnel between the cavernous bodies and the corpus 
spongiosum and its contained urethra. To the seg- 
ment of urethra thus isolated, a very light-weight pneu- 
matic incontinence clamp is applied. The clamp is in- 
flated to compress the urethra and prevent escape of 
urine by an inflating device carried it the trouser’s 
pocket: It would appear that a similar operation for 
isolation of the female urethra is feasible. 

For control of temporary incontinence in the adult 
male, the pneumatic incontinence clamp may be applied 
to the whole circumference of the penis with its con- 
tained urethra. In boys with either ‘permanent or tem- 
porary incontinence or nocturnal enuresis, the pneumatic 
clamp may be applied to the whole circumference of 
the penis. 

The artificial sphincter, as the pneumatic incontinence 
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clamp and inflating device have been called; permit what 
to outward appearance is normal urination. 

The cutaneous tunnel operation, and clinical use of 
the artificial sphincter, are shown in lantern slides and 
a motion picture film. 

Discussion 

Dr. C. D. Creevy, Minneapolis: I think this is an 
extraordinarily ingenious device. Urologists are already 
indebted to Dr. Foley for his balloon catheter which has 
very much simplified the use of the inlying catheter and 
which has been of considerable assistance in controlling 
bleeding following the operation of transurethral resec- 
tion. Now he has come forward with a device to aid in 
correcting one of the most annoying complications, 
from the patient’s point of view, of prostatic operations. 
I believe that there is a very real and important place 
in urology for the operation and for the artificial sphinc- 
ter of Dr. Foley’s devising. 

Dr. E. A. Recnier, Minneapolis: I-would like to 
know what pressure is required in this closed system 
and what the fate of the urethra is going to be, due to 
pressure, and how often it has to be released to prevent 
ischemic necrosis. 

Dr. Forey, in closing: It would not be a difficult mat- 
ter to determine among different individuals the exact 
pressure in millimeters of water or mercury required 
to prevent the escape of urine. This would require only 
the connection of a manometer to the distention duct 
of the device. As yet I have not made such determina- 
tions. 

It is surprising how little pressure upon the urethra 
is required to occlude it and prevent the escape of 
urine. 

Most of these old men are bothered by their inconti- 
nence only when up and about. Most of them do not 
leak when in bed at night or at any time when in the 
recumbent position. At all events, they get along with- 
out too much discomfort with a urinal in bed at night. 
So it is possible to remove the clamp and relieve the 
skin of its contact for seven or eight hours out of the 
twenty-four. 

One of these old fellows at the Ancker Hospital wore 
his pneumatic incontinence clamp night and day over a 
period of ten days. This constant contact of the clamp 
did not produce a significant irritation of the skin. 

In cases of nocturnal enuresis the clamp is applied 
only during the night, and no skin irritation results. 
I have not had enough experience with the apparatus to 
know definitely just what may be required as to periodic 
removals of the clamp to avoid skin irritation. 

The meeting was adjourned. 
A. E. CARDLE 
Secretary 

A gift of $250,000 for a new Institute for Research in 
Tropical Medicine to be located in Liberia was recently 
announced by Harvey S. Firestone, president of the 
Firestone Tire and Rubber Company. The gift is in 
memory of the late Harvey S. Firestone, Sr., and is a 
contribution to Liberia’s celebration of its 100 years of 
independence as a republic. The new institute will be 
operated by the American Foundation for Tropical Med- 
icine, of which Dr. Thomas T. Mackie is president. It 
was due to the farsightedness of Harvey S. Firestone, 
Senior, that rubber was developed in Liberia following 
World War I so that during World War II the Allies 
had a substantial source of rubber. 
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FIBROMA OF THE STOMACH 

Case Report 

W. H. RUCKER, MLD., F.A.C.S. 
Minneapolis, Minnesota 

Benign tumors of the stomach are not uncommon, 
yet they are encountered infrequently enough at the 
operating table to be of interest to the surgeon. Euster- 
man and Sentry, in 1922, found that only 1.3 per cent 
in their series of all gastric tumors coming to opera- 
tion were benign. Their report, however, would tend 
to exaggerate the rarity of the actual incidence of these 
lesions. The majority cause few, if any symptoms, 
many of them are not diagnosed, a fairly large percent- 
age become malignant before their discovery and some 
are overlooked at autopsy. Hillstrom, in 1930, stated 
that 5 per cent of all the gastric neoplasms coming to 
operation or found at autopsy at the University of 
Minnesota were benign. In 1936, Rigler and Erick- 
son reported 26 per cent of 194 gastric tumors found 
at autopsy were not malignant, and also that 11 per 
cent of 239 neoplasms, diagnosed by x-ray, were be- 
nign. Schindler reported that about 1.5 per cent to 
2 per cent of the patients he gastroscoped showed benign 
tumors. Unquestionably, in recent years the more fre- 
quent use of the gastroscope and improved technique 
in the use of the x-ray is discounting the rarity of these 
tumors and consequently bringing more of them to 
operation. 

Approximately 65 per cent of all benign tuniors of 
the stomach demanding attention are adenomas; some 
25 per cent are smooth muscle tumors and about 9 
per cent or 10 per cent are fibromas, angiomas and neuro- 
genic tumors. Fibromas -comprise about 3 per cent 
of the entire group. Other tumors, such as aberrant 
pancreatic tissue, lipoma, myxoma, et cetera, do occur 
but are rare. Adenomas, smooth muscle tumors and 
neurogenic tumors frequently become malignant but 
fibromas usually remain benign. 

The symptoms caused by these growths depend upon 
their size, configuration and location and whether they 
ulcerate. Obstruction may result because of their size 
or pedunculation. When located in the body of the 
stomach, these lesions are often symptomless, but when 
near the pylorus they frequently give the clinical pic- 
ture of peptic ulcers. Ulceration is the source of bleed- 
ing, commonly of a severe type. 

Diagnosis is dependent upon accurate x-ray and 
gastroscopic examination, but the differential diagnosis 
from malignant tumors will demand actual removal 
and microscopic section. 
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Benign tumors of the stomach should be treated by 
gastric resection. Malignant growths have followed 
simple excision. 

Fig. 1. Roentgenogram shows defect in lesser curvature of 
stomach. 

Case Report 

On January 3, 1946, a housewife, fifty-seven years 
of age, was first seen complaining of a pain in the epi- 
gastrium. She stated that this pain had begun rather 
suddenly twelve years earlier. It was severe and gnaw- 
ing in character and occurred two hours after meals 
and also at night. It was relieved by soda and food, 
especially milk. At times she was nauseated but never 
vomited. Eight years before she had passed a large 
amount of bright red blood, and occasionally since 
had noticed small amounts of blood in the stool. She had 
always been constipated and for relief had taken cascara 
and bran. 

In her past history we find that she had diphtheria 
as a child and tuberculosis at the age of fourteen. An 
x-ray taken of her chest two years ago was negative 
for tuberculosis. A partial resection of the ovaries, a 
uterine suspension and an appendectomy were done 
twenty-eight years ago. She has had two uncomplicated 
pregnancies and her menopause occurred nine years 
ago. Aside from the fact that she drank seven or eight 
cups of coffee each day and had lost 10 pounds in weight 
in the last eight years, her history was negative. 
On physical examination she was a healthy appearing, 
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well-developed woman weighing 183 pounds. Her tem- 
perature was 98°, pulse 68, blood pressure 134/94 and 
respirations 18. Except for the fact that she had arti- 
ficial dentures, an accentuated first sound over the apex 

x-ray report completed on January 8 read as follows: 
“There is a definite filling defect associated with a 
filled crater on the lesser curvature of the stomach 
about 2 inches prepyloric. I would be very suspicious 

Fig. 2. Section of stomach wall shows tumor mass with 
ulcer crater. 

Fig. 4. Photomicrograph. 

of her heart, impaired resonance over the base of the 
left lung, and slight tenderness in the epigastrium and 
over the descending colon, her physical examination was 
entirely negative. 

The urine was essentially normal; the hemoglobin 
13.6 grams and the Kline exclusion test negative. 

A tentative diagnosis of duodenal ulcer was made 
and the patient referred to x-ray for confirmation. The 
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Fig. 3. Appearance of tumor on cross section, 

that this lesion is malignant and a second set of films 
should be made after medical management.” She was 
placed on an ulcer regime, and when she returned Feb- 
ruary 10 her symptoms had disappeared. She felt 
well. X-ray examination was repeated and disclosed the 
following: “There is a defect in the pyloric end of 
the stomach on the lesser curvature side, this protrud- 
ing into the stomach. Within this defect there is a 
small fleck of barium which represents an ulcer crater. 
Peristalsis passed. through this region. The stomach 
is emptying at a normal rate. The weight of evidence 
is in favor of this representing a benign tumor. A 
leiomyma or lipoma should be considered.” 

Following this report operation was considered, and 
the patient entered the hospital on March 12 for further 
study. All essential laboratory tests were done. The 
urine and blood tests were normal, the hemoglobin being 
13.9 grams. The sedimentation rate was raised to 37 in 
sixty minutes. The gastric analysis after histamine 
stimulation showed no achlorhydria. The stool showed 
2 plus blood by the guaiac test. The electrocardiogram 
was negative. Films of the chest showed a markedly 
thickened pleura over the base of both lungs with large 
calcified pleural flacks. There were a few obsolete tu- 
berculous calcified deposits. 

A gastroscopic examination was described as follows 
by Dr. R. S. Ylvisaker: “Gastroscopy was carried out 
without difficulty after topical pontocaine anesthesia to 
the pharynx and upper esophagus. After a preliminary 
aspiration of the stomach contents the entire stomach 
was well visualized and the mucosa in general appeared 
rather pale. In the antrum of the stomach in the lesser 
curvature side is a smooth tumor mass which pro- 
trudes into the lumen of the stomach, being approxi- 
mately 1 cm. high. The surface of this tumor mass 
is indented but the base of this indentation could not 
be visualized so that the absence of ulceration could 
not be allowed. There was some redness of the sur- 
face of the tumor mass. It is located just proximally 
to the pylorus but I do not believe it involves the 
pylorus. The balance of the stomach is normal except 
for the pale mucosa. Impression: Benign tumor of 
~ lesser curvature side of the antrum of the stom- 
ach.” 

1043 



MINNEAPOLIS SURGICAL SOCIETY 

Having determined that the patient was in good physi- 
cal condition and having confirmed the findings with 
the gastroscope, operation seemed indicated. 

Operation was performed on March 18. A left trans- 
verse subcostal incision was made and the abdomen ex- 
plored. No enlarged glands or other evidence of metas- 
tasis were found. The tumor mass could be palpated 
in the stoma on the lesser curvature. A small incision 
was made through the stomach wall and the mass in- 
spected. The size, appearance and broad attachment 
of the tumor and the possibility of its being malignant 
made resection of the stomach the logical procedure. 
The incision was closed and a Hofmeister type of re- 
section done. About one-third of the stomach was re- 
sected and a retrocolic anastomosis accomplished. 
The patient withstood the operation well, made an 

uneventful recovery and left the hospital on the four- 
teenth postoperative day. 

The pathologist, Dr. Stuurmans, described the tumor 
as follows: 

“Macroscopic Specimen: Tumor of the stomach wall. 
Segment of stomach wall removed measures 3x4x9x16 
cm. A submucosal intramural tumor, measuring 2.5 
cm. in diameter presents into the lumen; a dimple pre- 
sents at the apex, covered by mucosa, apparently repre- 
senting a healed ulcer. On cross section the tumor is 
well encapsulated and appears benign grossly. The 
gastric mucosa presents nothing of note. 

“Microscopic Specimen: On cut section the tumor 
appears to be of fibrous origin, rather than muscular; 
differential staining with azocarmine, VanGieson’s and 
Foot’s silver stain, rule out muscle and nerve tissue. 
The gastric mucosa and submucosa show heavy round 
cell infiltrate, edema and small areas of ulceration over 
the dimpled area of the tumor. At the depth of the 
defect only the surface epithelium of the mucosa is 
present, with no glands apparent. 

“Diagnosis: Fibroma of gastric wall with overlying 
healing ulcer.” 

Summary 

This case is reported because it involved a rather 
uncommon tumor of the stomach, a fibroma, and be- 
cause it gave a classical textbook picture of this type 
of lesion. 

SURGICAL TREATMENT OF GALL-BLADDER 
DISEASE 

Report of 561 Consecutive Cases at 
Fairview Hospital 

ARTHUR C. SKJOLD, M.D. 
Minneapolis, Minnesota 

In preparing this study of the surgical treatment of 
gall-bladder diseases it was felt that all cases in which 
the gall bladder was operated upon should be used. 
Statistics from 561 consecutive cases over a period of 
ten years, from 1936 to 1945 inclusive, at Fairview Hos- 
pital, Minneapolis were used. These records have been 
compiled on a yearly basis so that comparisons could 
be made. They have also been classified as to the 
types of operation, namely, cholecystectomy, cholecyst- 
otomy, choledochotomy and choledocholithotomy. 

A pathological study and classification has also been 
made based on gross and microscopic examination of 
operative specimens by the pathologist, autopsy records 

1044 

and observations of the surgeon at tke time of opera- 
tion. 

A comparison has been made with similar studies 
from other hospitals and clinics reported in the litera- 
ture. The available records found, however, are from 
well organized clinics and large general hospitals, so 
there may be a large discrepancy in comparing our 
statistics with theirs. 

The problem of stones in the common bile duct is 
one of more and more concern. It is felt by many sur- 
geons and observers that the low incidence of stones 
found in the common duct is because there are so few 
choledochotomies done. 

An attempt will be made to show you that the sta- 
tistics from reputable clinics and hospitals indicate that 
where more explorations of the common duct are done 
there is a higher incidence of choledocholithiasis. 

It is of general opinion among leading surgeons and 
investigators that the common duct be examined thor- 
oughly at the time that cholecystectomy is performed. 
They also feel that an exploration of the common and 
hepatic ducts be done in all cases: 

1. In which the common duct is definitely dilated or 
thickened. 

2. In which a stone in the common duct can be pal- 
pated or is suspected. 

3. In which the head of the pancreas is enlarged. 
4. In which an aspiration of the common duct re- 

veals a dark or murkey, cloudy bile. 
5. In which an existance of pancreatitis or jaundice 

occurs. 
6. In which the presence of chills and fever, nausea 

and vomiting has occurred. 

It has been pointed out that in acute cases satisfactory 
examination and exploration of the common duct is 
omitted and often impossible because of the urgency 
of the situation. It is in these cases especially where 
common duct stones occur’ more frequently. In order 
to make a thorough examination of the biliary tree 
it is better to wait until the acuteness subsides so that a 
satisfactory examination and exploration can be done. 
It will be shown that our mortality is lower and our 
patients have a less stormy convalescence if the acute 
cholecystitis is allowed to subside before operation is 
undertaken. 

It is possible that the low incidence of choledo- 
chotomies in our series of cases in this hospital may be 
due to early diagnosis and to early operation before 
involvement of the biliary tree and pancreas occurs. 
It has been definitely established by competent workers 
that involvement of the biliary tree and pancreas is 
definitely decreased by these early procedures. It is 
possible that the patients seen in a small private hospital 
appear for operation before these complications exist. 
We must not overlook the possibility that patients, in 
whom common duct stones may have been left, have 
gone to other surgeons or clinics for further surgical 
care. 

The most common symptoms following a biliary 
operation in which a stone is still in the common duct 
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TABLE I. SUMMARY 

= ] 
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Number of Cases 41 35 53 43 56 66 56 58 67 86 561 

Cholecystectomies 35 27 46 29 40 53 44 49 58 80 461 

Cholecystotomies 56 6Veei + = F 6 | 81 
| 

Choledochotomies e+ @ 3S. 73 3-8 2 2 34 

Other Operations 11 13 26 81116 5 18 15 21 140 

Males 8 515 91215 711 8 10 100 

Females 33 30 38 34 44 51 49 47 59 76 | 461 

is a persistent and recurring severe pain. There may 
or may not be jaundice present. 

The presence of jaundice has not been felt to be of 
too great significance in dealing with biliary stones. 
The apprehension of dealing with jatindiced patients 
has now been diminished by the use of Vitamin “K,” 
transfusions .and the establishment of a _bio-chemical 
balance. 
A total of 561 operations on the gall bladder have 

been studied (Table 1). In 1937 there were only thirty- 
five gall-bladder operations. This can be explained 
probably by the general economic situation occurring 
during the middle of. the depression. Since then the 
number has gradually increased until 1945 when ninety- 
six gall-bladder operations were done. : 
Of these 561 gall-bladder operations, 461 were chole- 

cystectomies (82.17 per cent). You will notice that the 
percentage of cholecystectomies has increased during 
the last six years until in 1945, 90 per cent of all the 
gall-bladder operations were cholecystectomies. 

There were eighty-one cholecystotomies, a percentage 
of 14.43. This figure is high but has decreased from the 
high of 30.23 per cent in 1939 to the low of 6.97 per 
cent in 1945, when only six cholecystotomies were done 
out of eighty-six operations. 

This decrease in cholecystotomies is due to better 
preparation of the patient, better surgical risks, earlier 
diagnosis and operation, and the realization the chole- 
cystotomy is not a satisfactory operation. 

There were thirty-four choledochotomies done. This 
is 6.06 per cent of the total number of operations. This 
percentage is small when compared to figures from large 
general hospitals and large clinics. It would be inter- 
esting to compare this figure with choledochotomies in 
other small private hospitals. We found nineteen cases 
of stones in the common duct, which is 3.56 per cent. 

O’Shea reports 6.6 per cent choledochotomies at St. 
Vincents ands Harlem Hospitals, New York City, with 
5.5 per cent with stones in the common duct. 
Heyd and Holtz report 7.7 per cent at Post-Graduate 

Hospital, New York City, with 6.3 per cent stones in 
the common duct. 

Parsons reports 16 per cent choledochotomies at Vicks- 
burg Hospital, Mississippi, with 15 per cent with stones 
in the common duct. 
Lahey Clinic reports 37.5 per cent choledochotomies 

with 16.8 per cent with stones in the common duct. 
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TABLE II. PATHOLOGICAL CLASSIFICATION 

Cases an 

Obvious Pathological Cholecystitis 
Cholecystectomies) (Grades 2 & 3) 402 87.2 

Possible or Borderline Pathology 
(Grade 1) 50 10.88 

Cholesterosis with Inflammation 19 4.1 

Cholesterosis Alone 3 6 

Cholesterosis with Stones 2 3 

Cancer 9 1.6 

Cholelithiasis 439 78.2 

Choledocholithiasis 19 3.56 

Hydrops 8 1.42 

Empyema 2 od 

Abscess in Abdomen 4 7 

Gangrenous Gall Bladder 9 1.6 

Ruptured Gall Bladder } 4 Pi 

Massachusetts General Hospital reports 44 per cent 
choledochotomies with 20.7 per cent with stones in the 
common duct. 

Cheevers reports 37.9 per cent choledochotomies at 
Peter Bent Bringham Hospital, Boston, with 16.7 per 
cent with stones in the common duct. 

Mattson reports twenty-nine choledochotomies out of 
283 cholecystectomies at the Minneapolis General Hos- 
pital, which is about 10 per cent. He found stones in 
fourteen patients, which is about 5 per cent. 

There were 140 other operations done simultaneously 
with gall-bladder surgery. These were mainly appen- 
dectomies. However, there were others, such as post- 
operative hernias and allied operations. The ratio of 
females to males was about 4.5 to 1, there being 461 
females operated upon and 100 males. 
We have found that the average age of individuals 

undergoing cholecystectomy was fifty-three years for 
males and fifty for females. The average age for 
cholecystotomies was 53.8 years for men and fifty-five 
for men. It is usually thought that individuals with 
gall-bladder disease are younger than this average age. 
This is possibly so inasmuch as many do not undergo 
operation until their symptoms have persisted for some 
time. 

Our average age for cancer in the male was forty- 
nine, and in the female was 64.6 years. As we had 
only nine cases of cancer these figures are probably not 
too conclusive. These were all cancer of the gall blad- 
der or bile ducts. 

Probably the most interesting part of this study is 
the pathological aspect (Table II). In our obvious 
pathological cholecystitis group there were 402 cases, 
or a percentage of 87.2. This pathological determina- 
tion was based on a polymorphonuclear and lympho- 
cytic infiltration of the mucosa with gross thickening 
of the wall in grade 2. 

In grade 3 there was a diffuse polymorphonuclear 
and lymphocytic infiltration throughout the whole wall, 
with necrotic and degenerative changes. 

In our next group with probable or border-line pa- 
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TABLE III. MORTALITY 

Cn WDAOK AMY 
SSSSSSSSSS) Tol | cot 

Cholecystectomy 01211010114 8 1.73 

Cholecystotomy 0123111210) 12 13.95 

Choledochotomy 2000100300 6 17.64 

Cancer 1000101211 7 77.77 

thology we found fifty cases or a percentage of 10.88. 
In this group there was only a lymphocytic infiltra- 
tion of mucosa with beginning thickening of the wall. 

We found nineteen cases of cholesterosis with inflam- 
mation (4.1 per cent), three cases of cholesterosis alone 
(.6 per cent), and two cases of cholesterosis with stones 
(.3 per cent). 
There were nine cases of cancer (1.6 per cent). 
Out of the total number of. individuals operated upon 

we found stones present in 439 or 78.2 per cent. 
O’Shea reported 47.2 per cent of cholelithiasis in his 

series of 1,575 cases. 
Heyd and Holtz reported 69 per cent in their series 

of 3,306 cases. 
Cheevers reported 44 per cent cholelithiasis in their 

series of 426 cases. 
Stones were found in the common duct in nineteen 

cases which gives us about 3.56 per cent. We believe 
this percentage is low. There were only thirty-four 
exploratory operations on the common duct which would 
mean that stones were found in 55 per cent of the 
choledochotomies. 

There were eight cases of hydrops (1.42 per cent), 
two cases of empyema (.3 per cent), four abscesses in 
the abdomen (.7 per cent), four ruptured gall bladders 
(.7 per cent), and nine gangrenous gall bladders (1.6 
per cent). 

Classifying the empyema, abscess in the abdomen, 
and ruptured gall bladder together, we had nineteen 
cases in this very acute group, contributing to a high 
mortality. 

2 2 

Eight patients (1.73 per cent) in our series died from 
cholecystectomy alone (Table III). 

There were twelve deaths in our eighty-one cholecys- 
totomies (13.95 per cent). Many of these cholecystot- 
omies were done in acute cases which doubtless ac- 
counts for the high mortality. In reviewing the litera- 
ture we found the mortality varied from 21 to 27 per 
cent. There were six deaths in those in whom choledo- 
chotomy was done. Several of these had been operated 
upon the second time which contributes to this mor- 
tality of 17.64 per cent. There were seven deaths in 
which cancer of the gall bladder or ducts was found, 
giving us a percentage of 77.77. 

In reviewing the causes of death in the whole group 
of 561 operations, we find the largest number of deaths 
(seven) were due to cancer. Six deaths were due to 
pneumonia, six to shock and hemorrhage, four to peri- 
tonitis, two to coronary disease, two to pulmonary em- 
bolism, two to acute pancreatitis, two to ruptured gall 
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bladder, one to a grangrenous gall bladder, and onc to 
evisceration and cerebral hemorrhage. 

It would be possible to group the four cases of per- 
itonitis with the two cases of acute pancreatitis, the 
two cases of ruptured gall bladder and the one case 
of gangrene of the gall bladder, making a total of nine 
patients in this group who died from infection of the 
peritoneal cavity. 

Because of the large number of deaths from cholecys- 
totomies we felt we would like to break these down 
and briefly discuss each death according to cause of 
death, age, and white blood count. We found that 
eleveti of these twelve deaths were in individuals over 
fifty-three years of age, that is, in older people. An- 
other observation made was that in practically all in- 
stances in which there was a high white blood count 
there was a very stormy convalescence, requiring a 
long stay in the hospital, or else a fatal termination. 
In those that died we found seven of .the twelve had 
high white blood counts. 

Conclusion 

A review of 561 consecutive cases of gall-bladder dis- 
ease operated at Fairview Hospital, Minneapolis, from 
1936 to 1945 has been made. 
There were thirty-three deaths, a mortality of 5.8 

per cent. 
Cholecystectomies numbered: 461 with eight deaths, a 

mortality of 1.73 per cent. 
Cholecystotomies totaled eighty-one with twelve 

* deaths, a mortality of 13.95 per cent. 
Common ducts were drained and explored in thirty- 

four cases, a percentage of 6.06. 
Stones were present in the common ducts in nineteen 

cases, a percentage of 3.56. 
Cholelithiasis cases numbered 439, a percentage of 

78.2. 
There was a history of jaundice in seventy-one cases. 
One cholecystogastrostomy was performed. 
The death rate was found to be higher in elderly 

patients and in those in whom the condition was acute. 
In reviewing the literature the consensus seemed to 

be that there was a higher mortality and a more pro- 
longed convalescence in the acute cases when operations 
were performed early. It was definitely felt that bet- 
ter results were obtained if the acute phase was allowed 
to subside before operation. , 

Heyd, Holtz, Lahey, Walters and Graham all feel 
that early diagnosis of gall-bladder disease and early 
operation will prevent many complications in the ductus 
choledochus. 
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ACUTE HEMORRHAGIC PANCREATITIS 

Report of Case 

NATHAN KENNETH JENSEN, MLD. 
Consultant in Surgery, Veterans Hospital 

Minneapolis, Minnesota 

A fifty-five-year-old white male, veteran of World 
War I and father of six children, was first admitted 
to the Minneapolis Veterans’ Hospital on March 18, 
1939, complaining of epigastric pain radiating to the 
back, slight jaundice, anorexia, and occasional vomiting. 

His past history revealed that in 1910, at twenty- 
years of age he contracted typhoid fever. While in the 
army in 1919 he experienced a severe attack of in- 
fluenza, and since military service he has been periodic- 
ally bothered by “rheumatism.” Family history revealed 
that his mother lived to ninety-two, his father was 
accidentally killed at fifty-six, and of five siblings, one 
died at sixty of “stomach trouble.” 

The present illness had its onset in 1935 with an 
attack of .painless jaundice lasting three weeks. In 
1939 he suffered two attacks of severe epigastric pain 
radiating to the back and associated with nausea and 
vomiting. These’ both were of twenty-four hour dura- 
tion. In February, 1939, a similar but much more 
severe attack required five days of hospitalization in 
Little Falls, Minnesota. A diagnosis of cholecystitis 
with stones was made at this time and cholecystectomy 
recommended. Between February 28 and March 14, three 
similar attacks occurred, the last one being quite severe 
and accompanied by mild jaundice. This last attack 
brought him to the Veterans’ Hospital for his first ad- 
mission. 
He had noticed no food discrimination except meat, 

especially fat pork which seemed to disagree with him 
and occasionally percipitated an attack. 

Physical examination on admission to the hospital 
revealed no abnormalities. Laboratory studies showed an 
icterus index of 5.5, and were otherwise normal. 
Cholecystography failed to visualize the gall bladder. 
On April 12, 1939, a cholecystectomy without ex- 

ploration of the common duct or pancreas was carried 
out and a thickened, scarred gall bladder filled with 
calculi was removed. 
On the third postoperative day, a severe attack of 

epigastric pain radiating to the back and accompanied 
by fever of 4 degrees, vomiting and prostration oc- 
curred. This persisted for thirty-six hours and then 
gradually subsided. He was discharged from the hos- 
pital on April 25, 1939. . 

Following his discharge he did well until June 3 
when ,he had an attack of epigastric pain with vomiting 
lasting twenty-four hours. A severe episode of similar 
nature, lasting four days and associated with mild jaun- 
dice and accompanied by periodic numbness and tingling 
of the hands and feet, muscle cramps, weakness and 
sweating, and “twiching” of muscles and of the face, 
occurred on June 8. 
He was readmitted to the Minneapolis Veterans’ Hos- 

pital on June 14, 1939. The only residual findings present 
at this time were muscle guard in the right upper quad- 
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rant and tenderness in the epigastrium. The icterus 
index was 7.5 and his white blood count was 6,500. 
Gastro-intestinal x-ray study revealed no abnormality. 
After thirty-two days hospitalization he was discharged 
with a diagnosis of common duct calculus, now having 
passed, and psychoneurosis with hysterical manifesta- 
tions. The latter diagnosis apparently covered the his- 
tory of numbness and tingling of the hands, muscle 
twitching and sweating. 

The third ‘hospital admission was November 19, 1939. 
Forty-eight hours prior to this admission the patient 
had been seized with one of his now typical attacks of 
mid-epigastric pain radiating to the back and accom- 
panied by profuse vomiting. This seizure had come on 
a half hour after eating pork chops for breakfast. On 
admission the entire abdomen was rigid. The W.B.C. 
was 12,000, icterus index 20. Urine showed 1+ al- 
bumin. The possibility of a perforated peptic ulcer 
was considered, but upright films of the abdomen re- 
vealed no free gas. His acute findings gradually sub- 
sided by November 24 with return of laboratory find- 
ings to normal, A gastro-intestinal x-ray study revealed 
a non-typical deformity of the duodenal bulb, and an 
x-ray diagnosis of duodenal ulcer was made. The 
possibility of a common duct stone which had now 
passed was also considered. No adequate explanation 
of the initial diffuse abdominal rigidity was advanced. 
He was discharged January 19, 1940. 

In August of 1941 the patient was again readmitted 
to the Veterans Hospital following a similar but quite 
severe attack. He complained that these attacks were 
very frequent with varying degrees of severity, and 
requested that something be done to relieve him. He 
also made the observation that with the more severe 
attacks he had stuffiness 6f the nose and ears and 
developed “red, itchy bumps, like mosquito bites” over 
his body. Studies on this admission revealed no new 
findings. The gastro-intestinal x-ray showed a normal 
duodenum. 

During the next four and a-half years this man was 
incapacitated almost continuously. Each year he would 
experience four or five major episodes of severe epigas- 
tric pain radiating to the back, accompanied by vomit- 
ing, exquisite abdominal tenderness, prostration, and 
fever. These would necessitate three to four weeks con- 
finement in bed, and were accompanied by nasal obstruc- 
tion, plugging of the ears and urticaria, coming on about 
twelve hours after onset of the abdominal pain and 
lasting three or four days. Many minor attacks of 
pain occurred between the major episodes, often several 
times a week. These had the same inception as the 
major attacks, causing vomiting, prostration, and ab- 
dominal tenderness, but fading out after four to six 
hours and not accompanied by the nasal, aural, or skin 
manifestations. With many of the major episodes he 
noted numbness and tingling of the extremities, twitch- 
ing of muscles, and muscle cramps. 

On February 4, 1946, following breakfast, a typical 
episode of epigastric and back pain developed. Vomit- 
ing ensued, and gradually the severity of the pain in- 
creased. On the morning of February 5 the pain 
changed to a severe cutting or burning sensation, in- 
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volving the entire abdomen and accompanied by persis- 
tent vomiting, profound weakness and prostration. He 
was seen by his local doctor who notified the Min- 
neapolis Veterans Hospital that he was sending the 

increased density over the right diaphragm and physical 
signs of fluid were present. By the ninth hospital day 
these signs had increased considerably and aspiration 
of the right pleural space yielded 500 c.c. of opalescent 

Fig. 1 (left). X-ray of chest taken in upright position on admission to hospital, thirty-six hours 
after onset of symptoms. Note increased density above and obliterating right diaphragm. 

Fig. 2 (right). X-ray of upper abdomen, stomach and duodenum outlined by barium meal. Note 
small oval shadow just above first portion of the duodenum. This was thought to be a calculus 
in the common duct. Exploration revealed that it lay just where it is shown in this film, which 
is to the left of the suprapancreatic portion of the common duct. 

patient in with an acute diffuse peritonitis. He arrived 
at the hospital in the early evening of this day. Ex- 
amination on admission showed an acutely ill man, face 
suffused, flushed, and slightly cyanotic. His finger tips 
were shrunken, cold and frankly cyanotic. He was in 
very severe pain. The abdomen was diffusely rigid, 
somewhat distended, and rebound tenderness was ex- 
quisite and generalized. The abdominal wall was 
slightly edematous and the abdominal skin was faintly 
cyanotic and boggy. Admission temperature was 99.4°, 
blood pressure 108 systolic, 84 diastolic, pulse 128, 
respirations 30. Coarse rales were present over both 
bases of the lungs and percussion revealed increased 
dullness at the right base fusing with liver dullness 
below. Laboratory studies revealed W.B.C. 20,500 with 
90 per cent PMN’s. Urine showed 2+ albumin with 
both red and white cells in appreciable numbers. Fluid 
aspirated from the peritoneal cavity by diagnostic 
needle puncture showed 3,400 W.B.C. per cc. and 
4,500 R.B.C., many of the later undergoing hemolysis. 

A clinical diagnosis of hemorrhagic pancreatic ne- 
crosis was made, and blood sent to the University Hos- 
pital for emergency amylase determination. This showed 
1,500 Somogyi units, confirming the diagnosis. Con- 
servative management was elected. He was placed in 
an oxygen tent and gastric suction instituted. During 
the next four days while suction was maintained 500 
c.c. of citrated blood and 4,500 c.c. of plasma with 
adequate crystalloids to maintain a good urinary out- 
put were administered. With the return of bowel func- 
tion on the fifth day, suction was discontinued. In the 
following three days, 3,000 c.c. of plasma with 3,000 
c.c. of 10 per cent amino acids were given. A gradually 
increasing dyspnea developed during this time. On ad- 
mission an upright chest film (Fig. 1) had revealed 
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bronze colored fluid. This fluid contained over 400 
Somogyi units of amylase per c.c. Cellular elements 
were mainly small and large round cells. Cultures were 
sterile. This aspiration greatly relieved the dyspnea. 
However, on admission an indefinite mass was sensed 
in the epigastrium. This had now become very large, and 
as the remittent fever had gradually increased to a 
maximum at this time of 104° F., cautious exploration 
of this mass was felt advisable, the hope being that the 
mass would be cystic and its contents could be drained 
without soiling the general peritoneal cavity. Using local 
anesthesia a 3-inch incision was made through the old 
cholecystectomy scar and the mass explored without 
entering the general peritoneal cavity. It was found 
to be made up of extremely edematous omentum, 
mesentery and bowel all matted together. There was 
nothing to drain and the small incision was closed. 

Beginning with the tenth hospital day, the patient 
began to improve. His fever gradually fell. He began 
to eat a little and strength slowly flowed back. The 
mass persisted and by the, twenty-ninth day it was 
obviously cystic and the skin of the previous explora- 
tory incision was reddened and bulging slightly. Un- 
der local anesthesia this softened area was incised and 
a large cyst containing over 1,500 c.c. of fluid resembling 
whey and containing many bits of necrotic tissue and 
fibrin was entered. This fluid was sterile on culture. 
A catheter was inserted in the cyst and drainage in- 
stituted. At first about 600 c.c. of white opalescent 
fluid drained away each day. This gradually diminished 
to 250 c.c. daily by the twentieth day, and ceased in 
forty days. The fluid from the cyst was of the same 
nature as pancreatic secretion collected from the duo- 
denum by a special double lumen tube, and its flow was 
increased by the parenteral injection of secretion. We 
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were also able to make the observation that pancreatic 
secretion can be influenced by psychic stimulation. After 
this patient’s appetite returned, if we talked to him of 
his favorite foods the drainage catheter dripped profuse- 
ly. No digestion of skin occurred about the opening of 
the sinus, supporting the physiologists’ contention that 
it takes succus entericus to activate the trypsinogen 
secreted by the pancreas. 

In the abdominal x-ray film made on this admis- 
sion and in the films made on previous admissions, we 
found a calculus about the size of a navy bean in prop- 
er position to be in the common bile duct. The posi- 
tion of this calculus was rechecked by x-ray after the 
patient’s general condition improved and again was 
found to be in the region of the choledochus. (Fig. 2). 
Somewhat later, the cyst having disappeared, we ex- 
plored this patient’s common duct. It was somewhat 
dilated, and contained a small amount of biliary mud, 
but no calculus. Bile aseptically removed for culture 
yielded colon bacillus. The calculus was found in the 
areolar tissue of the hepatico-duodenal ligament adja- 
cent to the common duct. His postoperative convales- 
cence has been uneventful to date. 

Discussion 

Although pancreatitis has been much more frequently 
recognized pre-operatively in the last few years, it still 
remains a very poorly understood disease, and as such 
it remains an unsolved problem. The mortality is high, 
the pathology has not been completely elucidated and 
the etiology remains in the realm of speculation. In 
brief, we have about as much light on the subject as 
Dante described in Hell: “just enough to illuminate 
the darkness.” 

However, with more frequent pre-operative recogni- 
tion of the condition has come an appreciation of the 
advantages of conservative management, and a better 
understanding of the problem to be met in this man- 
agement. Lampson? in 1942 reported a series of cases of 
hemorrhagic necrosis of the pancreas with a mortality 
of 33 per cent following immediate operation and only 
5 per cent if surgical intervention is delayed. He ad- 
vises suction, transfusion of whole blood, infusion of 
plasma, oxygen and chemotherapy as forming the es- 
sentials in ithe treatment during the acute phase. 
Drainage should be withheld until a pseudo cyst forms 
which can be drained without resoiling of the peri- 
toneal cavity. 

These cysts will spontaneously become obliterated 
with adequate and prolonged drainage*> The rational of 
blood, plasma, chemotherapy and suction is sound. 
Blood is lost in very appreciable amounts during the 
hemorrhagic phase. Enormous amounts of plasma 
leave the circulation for the serous cavities which are 
irritated by seepage of the corrosive pancreatic secre- 
tion into them. The loss of plasma accounts for the 
peculiar cyanosis seen in many of these patients and 
soon leads to profound shock with severe hemocon- 
centration if not replaced. Albuminuria always occurs 
in the severe cases resulting in additional protein loss. 
Infection of the necrotic pancreatic tissue spreading 
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to the retroperitoneal tissues and the peritoneal cavity 
is a frequent and serious complication. This may often 
be prevented by adequate chemotherapy, as it was in 
our case by 200,000 units of penicillin daily for the first 
fourteen days. With the acute peritoneal irritation 
ileus develops, and suction should be promptly instituted 
and maintained until bowel function returns. 

One important complication which has recently been 
emphasized is hypocalcemia during the acute phase. 
Edmondson and Berne! have recently reported an in- 
teresting study of this problem. In thirty-six of fifty 
cases of pancreatic necrosis which they studied the 
blood calcium fell below 9 mgm per cent, sometimes 
between the second and fifteenth day of the illness: They 
found also that a-serum calcium below 7 mgm per cent 
was associated with a fatal prognosis. I was not aware 
of this feature of the disease during this patient’s acute 
illness, but certainly from his history it is evident that 
he has had mild tetany with some of the earlier at- 
tacks. His mild tetany was once diagnosed as hysteria 
on an earlier admission. Diabetes occasionally follows 
pancreatic necrosis, and periodic glucose tolerance tests 
are indicated to detect disturbed carbohydrate utilization 
during the course of the acute illness. So far in this 
patient no evidence of diabetes has developed. After 
subsidence of the acute phase, evaluation of the ex- 
ocrine function of the pancreas should be undertaken 
by the utilization of a double lumen tube, one aperture 
opening into the stomach to remove gastric secretion and 
the other opening in the duodenum adjacent to the 
ampulla of Vater. Pancreatic response to secretion can 
thus be determined and some idea of its function ob- 
tained. This aids in subsequent management. 

At present we are limited in our treatment of the 
basic causative factors to correction of any existing 
biliary pathology. Frequently none of significance is 
found, and frequently as in the case presented we have no 
assurance that subsequent attacks of varying severity 
will not continue to threaten the life of the patient. 
Effective definite treatment awaits better elucidation of 
etiology. We now know that Opie’s classical case of 
pancreatitis with stone in the ampulla of Vater has been 
misinterpreted these many years. Simple regurgitation 
of bile into the pancreatic ducts does not cause pan- 
creatitis. This has been demonstrated by countless 
cholangiograms which have also outlined the pancreatic 
ducts with no ill effects. However, infected bile will 
frequently cause pancreatitis if it enters the pancreatic 
ducts. Thus it seems that pancreatitis occurs in con- 
junction with cholangitis. This cholangitis may or may 
not be on the basis of biliary obstruction, as obstruc- 
tion is not essential either to cholangitis or regurgitation. 
The possibility of pancreatic sensitization to biliary in- 
fection, with subsequent occurrence of the Arthus or 
Swartzman phenomena in the pancreas on re-exposure 
to the infectious antigen by its regurgitation into the 
pancreatic ducts, appeals to me as an excellent theoretical 
explanation of this disease which needs further inves- 
tigation. The pathology fits all right, the sequence of 
events is proper, and the present case presents interesting 
generalized allergic reactions with each major attack. 
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Discussion 

Dr. E. A. Recnirer: I would like to ask Dr. Jensen 
whether he knows the source of the loss of calcium and 
how early in the disease-does it take place? 

Dr. JENSEN: Previous observers have attributed the 
loss of calcium from the blood stream to the formation 
of calcium soaps. The calcium soaps come about by 
the combining of calcium with the fatty acids liberated 
in the areas of fat necrosis, occurring with pancreatic 
necrosis. This explanation is not adequate, as calcium 
stores in the body, particularly in the skeleton, are too 
abundant and mobile to allow blood’ depletion by this 
mechanism. What the true explanation is remains yet 
to be discovered. 

In answer to the second part.of your question, how 
early in the disease does the loss of calcium take place, 
I do not know the earliest observation made, but it is 
safe to say that in the first twenty-four hours the 
blood calcium will begin to fall. The lowest point is 
reached some time between the second and the fifteenth 
day of the disease. On an average, the lowest blood cal- 
cium levels will develop on the sixth day. Some ob- 
servers have felt that a blood calcium of 7 mg. per 
cent uniformly carries a fatal prognosis. 

Dr. A. A. Zrerotp: I should like to ask Dr. Jensen 
-if he has any reason to believe that the calculus might 
be a pancreatic calculus? It is quite as plausible to 
consider pancreatic calculi as the source of trouble as 
it is calculi within the gall bladder or even within 
the common duct. Apparently, here, we are not able 
to identify stones in the pancreatic duct as well as is 
done elsewhere. 

Dr. JENSEN: The calculus recovered at operation was 
found to the left of the common duct and superior to 
the first portion of the duodenum. Thus it was well 
out of the area occupied by the pancreas. Your point 
that pancreatic calculi can be the source of pancreatic 
necrosis is well made. 

Dr. Wittarp Wuirte: Back in 1938 and 1939 the 
patient was having repeated episodes. Was there any 
reason why he shouldn’t have been operated on. at that 
time? He had a pretty good clinical picture of stone 
in the common duct at that time, and I wonder if there 
is any reason why operation was not done. 

Dr. JENSEN: From the records of the previous hos- 
pital admission, I have not been able to find any reason 
why this patient was not operated on and the common 
duct explored prior to his present admission. It- may 
well have been that consent for the operation was not 
forthcoming until his recent severe crisis, which fright- 
ened him sufficiently to make an operation seem worth 
while. 

VOLVULUS OF THE STOMACH 

Report of Case 

GEORGE S. BERGH, M.D. 

Minneapolis, Minnesota 

Volvulus of the stomach is a relatively uncommon 
condition. The rotation or twist in such a case may oc- 
cur around a vertical axis (volvulus organo-axialis) or 

~ From the Department of Surgery, The Veterans’ Hospital, 
Minneapolis, Minnesota, University of Minnesota Service. 
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around a transverse axis (volvulus mesenterio-axialis). 
In order that volvulus may occur it is essential that there 
be ‘elongation of suspensary ligaments of the stomach 
and a fixed axis about which the rotation may occur, 
The volvulus may be total and acute, or partial and 
intermittent. 

The following case report summarizes the essential 
data concerning a patient with intermittent partial gas- 
tric volvulus of the mesenterio-axial type who was 
treated recently at the Veterans’ Hospital. 

Case Report 

W. F., male, aged fifty-nine, was admitted to the hos- 
pital February 15, 1946. He stated that he had been well 
until November 1, 1945, when he had developed an inter- 
mittent, dull pain in the epigastrium. The pain was 
most severe immediately following meals and it persisted 
for about one hour after the ingestion of food. 

In December 1945, the pain became more severe. It 
continued to be intermittent in character. The patient 
also developed nausea and vomiting, and on several 
occasions he vomited a coffee-ground material and had 
tarry stools. 
He entered a hospital in his local community Janu- 

ary 15, 1946. A diagnosis of peptic ulcer was made, 
and he was placed on an ulcer regimen. His symptoms 
were alleviated, but they were not completely relieved. 
og! — discharged from the local hospital February 

The patient stated that he had suffered a weight loss 
of approximately 40 pounds during the four months pre- 
ceding admission. 

The past history revealed that he had had an inguinal 
hernia on the right side for four years. He had suf- 
fered a moderately severe frostbite of both feet in 1935. 

Examination revealed a well developed, adult, white 
male, showing evidence of recent weight loss. The 
temperature and pulse were normal. The abdomen was 
flat, and there was no muscle spasm. The patient com- 
plained of tenderness throughout the upper abdomen, 
most marked in the epigastrium. There were no pal- 
pable intra-abdominal masses. There was a reducible 
indirect inguinal hernia on the right side. 

The hemoglobin was 14.3 grams, the red blood cell 
count was 4,700,000 and the leukocyte count was 6,900. 
The urine was negative. The gastric contents contained 
50 units of free acid with the histamine test. Stool 
examinations demonstrated the presence of occult blood. 

X-ray examination revealed a partial volvulus of the 
stomach and the niche of a gastric ulcer on the lesser 
curvature in the middle third of the stomach. 
The patient was treated by bed rest, sedation, and 

a bland diet for approximately four weeks. The ulcer 
crater diminished in size and the patient improved 
symptomatically. The postprandial pain, however, per- 
sisted, and x-ray examination again revealed the pres- 
ence of mesenterio-axial volvulus of the stomach. 

On March 18, 1946, subtotal gastric resection was 
performed, using Dr. W angensteen’s technique for aseptic 
anastomosis. At operation the duodenum was found to 
be extremely mobile due to persistence of its dorsal 
mesentery. The mobility of the duodenum permitted 
the lower portion of the stomach to move anteriorly, 
upward, and to the left. The upper part of the stomach, 
on the other hand, was fixed by the gastro-hepatic lig- 
ament and by the left gastric artery, the fixed portion 
providing an axis about which the torsion occurred. 
At the midportion of the lesser curvature there was an 
indurated, benign ulcer about 7 millimetres in diameter. 
Whether the ulcer was a factor in the production of 
the volvulus or was secondary to it was impossible to 
ascertain. However, since it was located at the point 
on the lesser curvature where the deformity due to tor- 
sion was greatest, it seemed most likely that the ulcer 
was secondary to the volvulus. 
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The postoperative convalescence was uneventful. 
X-ray examination demonstrated a well-functioning 
stoma, and examination of the gastric contents revealed 
achlorhydria both before and after the administration 
of histamine. 

Fs 

Fig. 1. Roentgenogram shows partial volvulus of the 
stomach. 

On April 1, 1946, the right indirect inguinal hernia 
was repaired, and the patient was discharged from the 
hospital two weeks later feeling entirely well. 

Summary 

A case of partial gastric volvulus of the mesenterio- 
axial type has been described. The torsion was made 
possible by the presence of a mobile duodenum, per- 
mitting rotation of the lower portion of the stomach 
anteriorly, upward, and to the left. A benign gastric 
ulcer was present on the lesser curvature. Subtotal 
gastric resection was performed, and the operation was 
followed by complete relief of symptoms. 

Discussion 

Dr. Cart Rice: I would like to ask if Dr. Bergh 
would recommend gastrectomy on every volvulus of the 
stomach ? 

Dr RaymMonp Hepin: I would like to ask whether 
or not he had findings of hypertrophy of the circular 
or longitudinal muscle of the stomach and whether or 
not this might be an etiological factor? 

Dr. BerGH: My experience with volvulus of the stom- 
ach has been limited, but I think gastrectomy may be 
a good procedure. Although some men have reported 
good results from simply anchoring the stomach, it 
seems to me that that procedure is very likely to be un- 
satisfactory. Patients may have recurrent trouble over 
a long period of time. Doctor Wangensteen has had 
experience with patients with recurrent volvulus of the 
stomach and has performed gastric resection with good 
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results. Whether it should be done always or not, I 
am not prepared to say, but the risk of resection is not 
great, and it seems that it should produce very good 
results. 

Our patient had no abnormal hypertrophy of the 

Fig. 2. Roentgenogram shows an ulcer_of the lesser 
curvature in a patient with mesenterio-axial volvulus 
of the stomach. 

muscle of the stomach wall. The etiologic agents that 
have been mentioned in medical reports have been 
various, but the one thing that must exist before vol- 
vulus can occur is laxity of the suspensory ligaments of 
the stomach. A ‘number of exciting causes have been 
mentioned, including hour-glass stomach, benign tumors, 
malignant tumors, and ulcers. In other cases such 
lesions have not been demonstrated at all. 

A MODIFIED HALSTED BULKHEAD RECTAL 

ANASTOMOSIS FOR USE IN RESECTION 

OF CANCERS OF THE RECTOSIGMOID — 

AND UPPER RECTUM 

Inaugural Thesis 

CLARENCE DENNIS, M.D. 
Minneapolis, Minnesota 

Probably no surgeon has made more careful studies 
of the problems of intestinal anastomosis’ than W. S. 
Halsted. He established beyond reasonable doubt the 
security of the suture line to be achieved by careful 
serosa-to-serosa approximation without contamination of 
those surfaces by lumenal contents. His methods of 
achieving such apposition were varied, usually using pre- 

From the Department of Surony, University of Minnesota, 
the University Hospitals and the Minneapolis General Hospital. 

Supported by a research grant from the Graduate School 
the University of Minnesota. 

1051 



section sutures or other rather cumbersome methods; 
the Parker-Kerr method came from his laboratory in 
1908. Anastomosis over paired clamps was not intro- 
duced into general usage until 1931 by Martzloff and 
Burget. 
The method of Halsted of particular interest in con- 

nection with rectal anastomoses is his modified bulk- 
head procedure, by the use of which he found pos- 
sible a greater degree of security than by any other 
method. It consists in closure of the bowel with purse- 
string sutures at the site of subsequent electrocautery 
section, apposition of the two ends of bowel, and end- 
to-end suture with a circular row of interrupted, silk, 
Halsted mattress stitches. Re-establishment of intes- 
tinal continuity was accomplished by puncturing the dou- 
ble diaphragm with a special shielded knife introduced 
per rectum. 
Upon cursory examination, certain defects seem to 

mar the procedure. The most obvious is the large 
amount of tissue inverted into the lumen of the gut. Hal- 
sted’s observations were supported by those of Gatch, 
and showed that, with use of one row of sutures, 
the amount of tissue which could be so inverted, with- 
out resulting obstruction, could be enough completely 
to fill the lumen. A second objection is related to the 
risk of false passage by the knife into other tissues 
than the double diaphragm. 

In so far as I have been able to learn, there has been 
no published report of the use of this safest of Hal- 
sted’s procedures in clinical cases. 

In most parts of the gastro-intestinal tract of man, 
end-to-end anastomoses may readily be made by some 
modification of the Martzloff-Burget anastomosis. An 
exception to this generalization is found in the recto- 
sigmoid and rectum. As a result a variety of methods 
has been re-evaluated by Dr. Wangensteen in the recent 
past. Such procedures as the Hocheneg “pull-through” 
operation are fraught with difficulties of poor blood 
supply, an unclean field, and retrograde mesenteric throm- 
bosis. Anastomosis of the bowel ends through an 
anoscope, in two of which I participated, is difficult and 
cumbersome, and the results are not wholly satisfac- 
tory. 
Wangensteen concluded that any resectable lesion of 

the rectum more than 5 cm. above the dentate line could 
best be anastomosed over modified Martzloff clamps 
entirely from within the abdomen. The accomplishment 
of such anastomoses is clumsy and difficult because of 
the limitation in accessibility caused by the presence of 
clamps in a space already narrowed by the bony con- 
fines of the pelvis. Certainty of placement of sutures 
at the posterior end of the suture line is virtually im- 
possible because the entire suture line cannot be vis- 
ualized. In fourteen cases which he reported, Wangen- 
steen experienced infections in the space between the 
anastomosis and the hollow of the sacrum in nine in- 
stances. He states that the defect in the suture line, 
when palpable on rectal examination, has usually been 
in the posterior portion thereof. In these low anasto- 
moses, therefore, his practice has been to place a soft 
rubber drain through a stab wound behind the anus 
into this space. When drainage occurs, it is a matter 
of weeks before healing occurs. 
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The method of closure of the rectal stump in resec- 
tions for ulcerative colitis, which I reported to this 
society last year, suggested application of the bulkhead 
principle to rectal anastomoses. The sawing motion 
of the steel wire threaded through the double diaphragm 
and out through a proctoscope was envisioned as a 
means of cutting the diaphragm more safely than by the 
knife. Use of this measure was quickly abandoned le- 
cause the wire usually broke, necessitating use of a 
knife anyway. Finally, the diaphragm was opened by 
cutting and withdrawing both purse strings just be- 
fore tying the last silk suture. The chief advantages , 
anticipated by use of the bulkhead method were accurate 
and positive placement of the posterior sutures, less 
restricted freedom of manipulation through elimination 
of clamps from the pelvis, and diminished chance of 
spillage during the procedure. 

The method, as it has recently been employed, is 
as follows: 

The bowel is mobilized by division of the superior 
hemorrhoidal vessels and clearing the hollow of the 
sacrum to a point well below the lesion. Dissection is 
carried to the bowel well below the lesion and along on 
the longitudinal muscle for 2 to 3 cm., dividing the 
middle hemorrhoidal vessels if necessary. A O-chromic 
purse-string suture is placed on the rectum about 1 cm. 
above the lower limit of preparation and the ends are 
left long. A second purse-string is placed 1 cm. higher, 
and the division is made between with the cautery. Sim- 
ilar preparation and division are made at the apex 
of the sigmoid or on whatever segment is to be anas- 
tomosed to the rectum. 

Prior to apposition of the closed ends of bowel, the 
posterior seven interrupted, Halsted mattress, silk sutures 
are placed so as to emerge at the very margin of the 
area of preparation (3-0 Deknatel). The bowel ends 
are now approximated by sliding the upper end down on 
the sutures to the rectum. .These seven sutures are 
carefully tied. The remainder of the anastomosis lies 
anteriorly or laterally and can be completed under direct 
vision by use of eight or nine similar mattress sutures. 
Prior to tying the last of these, the purse-strings are 
cut with a slender knife blade and withdrawn altogether. 

Usually one hand of the operator is now placed be- 
neath the drapes and a No. 24 catheter on a catheter 
guide is passed through the anastomosis and secured 
in position from below. The anastomosis is extra- 
peritonealized by flaps originally derived from the meso- 
sigmoid. Usually 3 grams of sulfathiazole is placed 
beneath this peritoneal closure. In the early cases, a 
Penrose drain was placed extraperitoneally to the supra- 
pubic region. This recently has been omitted. 

It is with apologies that this report is presented, as 
this method to date has been employed on but seven 
cases. At first it was employed in situations in which 
anastomoses could with little difficulty have been per- 
formed over clamps. As the method proved uniformly 
successful, it was employed for progressively lower le- 
sions. Six of the cases reported were from the Min- 
neapolis General Hospital, and one from the University 
Hospitals. It is a pleasure to acknowledge the gener- 
ous co-operation and suggestions of Dr. A. A. Zierold 
and Dr. O. J. Campbell during the development of the 
present procedure. Most of the difficulties were re- 
solved by employment of the anastomosis in the experi- 
mental laboratory before trial clinically. 

One death occurred, apparently from pulmonary em- 
bolus, thirty hours after operation. One patient, num- 

MINNESOTA MEDICINE 



MINNEAPOLIS SURGICAL SOCIETY 

ber 4 in the table, developed a small bowel obstruction 
due to leakage of a suture line in the bladder following 
resection of a portion of that viscus with the recto- 

TABLE I. THE BULKHEAD 

Presenting 
complic. 

Prelim. 
colostomy 

sed 

nature of exploration of feasibil'ty. Although it offers 
promise, adequate and more extended trial will be re- 
quired to evaluate it fully. 

METHOD IN RECTAL ANASTOMOSES 

Infection 
or leak. 

Adequate 
sulfasux. 

M.G.H Inanition 
7295 °44 

2.—M.G.H. 
2304 '45 

3.—M.G.H. 
3776 '45 

4.—M.G.H. 
3296 '45 

5.—M.G.H. AdCa Auric. ventr. 
6885 °45 block 

6.—M.G.H. 
569 '46 | 

7.—U.H. 
746052 

AdCa 

AdCa 

AdCa 

AdCa Auric. fibril. 
Precord. pain 

| Ule. 
| colitis 

| 

None 

Hemorrhage No None 

No 1 3 None 

No 1 ‘ None 

Indication 

Hemorrhage No 

Yes None 

Died* 

lleostomy Nonet 
for 11 mon. 

7Acm. 

| 
} 

| Obstruction N 5 cm. 

* Patient was admitted with auricular fibrillation and precordial pain. After an apparently uneventful postoperative 
course for 30 hours, he died suddenly apparently of pulmonary embolism. No autopsy was permitted. 
t Ileoproctostomy with resection of terminal ileum and all of colon except 7 cm. of rectum. 

sigmoid; leakage resulted from removal of the inlying 
catheter by the patient eighteen hours after surgery. A 
catheter enterostomy was required to correct the sit- 
uation. Patient number 7 developed distension and vom- 
iting forty-eight hours following ileoproctostomy at 
7 cm., after the rectal tube had accidentally been left 
clamped for ten hours. Despite this acid test, no leak- 
age occurred in this or any other case. 

Some of the patients were in the upper age brackets, 
but they seemed to do as well as the. younger ones. 
The one death seems to have been related to a pre- 
existing cardiac lesion. 

Sulfasuxidine was given to most of these patients, 
but review of the charts shows that dosage was adequate 
in only one case. 

Studies are incomplete, and this presentation is in the 
nature of a preliminary report. 

Review of the limited experience here recorded seems 
to indicate certain advantages in this method of anas- 
tomosis low in the pelvis: 

1. More space for manipulation is afforded by ab- 
sence of clamps in the pelvis, . 
Danger of spillage incident to removal of clamps is 
minimized, 
Absolute accuracy in apposition of the bowel and 
inversion of the mucosa is facilitated, and 
Healing without leakage or infection of either the 
colic or abdominal wall wounds has been uniform 
(although one man died acutely of pulmonary em- 
bolism thirty hours postoperatively). 

In conclusion, the present experience with this mod- 
ification of Halsted’s bulkhead anastomosis is in the 
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An experi- 

Discussion 

Dr. O. J. CAMPBELL: I watched Dr. Dennis’ approach 
to the problem of low anastomoses with a great deal of 
interest. I am convinced it offers decided advantages 
over the clamp method. It has always been my practice 
to use the De Martell clamp because they are applied 
horizontally instead of vertically as the Wangensteen 
clamp, thus avoiding the necessity of placing sutures 
in more or less blindly at the most posterior angle. On 
the other hand, the De Martell clamps are not entirely 
satisfactory, being a little bit too long for most pelves. 
I had thought of asking the company to make a shorter 
clamp and had visualized a device to enable one to rotate 
the clamps for ease of insertion in the posterior layer. 
After watching Doctor Dennis’ simple application of 
this bulkhead operation, I believe that clamps are un- 
necessary. I am confident a larger series of cases will 
merely bear out Dr. Dennis’ favorable experience with 
those he has reported. 

Dr. A. A. Z1rroLp: I believe this is something that 
is going to ‘make possible anastomoses that heretofore 
have not been satisfactory. Dr. Dennis mentioned in 
a modest manner the shortness of his series, but if 
results of this series are compared with many other re- 
sults, the difference is so great as to be significant. This 
is a most ingenious method and certainly is the simplest, 
safest, and most accurate method to have come to my 
attention. 

(Continued on Page 1068) 



In Memoriam 

FRANK H, ALEXANDER 

Dr. Frank H. Alexander, seventy-eight years old, died 
August 3, 1946, at his home after a long illness. 

Funeral services were conducted by Montgomery 
Lodge A. F. & A. M. in the Listoe and Wold Chapel. 
Interment was in Forest Cemetery where he was buried 
near his long-time associate, the late Dr. Mason Allen. 

Dr. Alexander was born in Charlotte, Vermont, in 
1868 and studied medicine and surgery at the University 
of Minnesota, receiving his M.D. in 1897. 

For fourteen years he served as physician and sur- 
geon for the Great Northern Railway at Barnesville, 
moving to Saint Paul in 1911. From that time he prac- 
ticed in Saint Paul, having offices at the corner of Rice 
Street and University Avenue for several years, and 
later moving to the Lowry Building where he was as- 
sociated with the late Drs. L. M. Benepe and Mason 
Allen until their deaths. In late years and until his 
retirement in 1940, he was associated with Dr. James L. 
Benepe. 
He was a member of the Ramsey County Medical So- 

ciety, the Minnesota State Medical Association, the 
American Medical Association, Pierson Lodge No. 169 
A.F.&A.M. of Barnesville, the Order of the Mystic 
Shrine and the Masonic Club of Saint Paul. 

He was preceded in death by his wife, Jennie, who 
died two years ago. He is survived by a daughter, 
Mrs. R. G. Keyworth, and four. grandchildren, all of 
Saint Paul. 
Those who knew him will remember him as a good 

friend to all his fellow practitioners, always ready and 
willing to help the younger fellow. His association 
with the late Mason Allen, their genuine good fellow- 
ship together and undying friendship, may well have 
named them the Damon and Pythias of Saint Paul 
medical circles. 

WILLIAM J. LITTLE 

With the passing on July 17, 1946, of Dr. William 
James Little, the medical profession of Saint Paul lost 
one of its pioneer members in the practice of ophthal- 
mology. Early in his career, however, he became more 
closely associated with educational work and school hy- 
giene, for which he was better known and where he 
achieved greater recognition. 

Dr. Little was born in Red Bank, Pennsylvania, on 
November 18, 1873, the son of John Wilder Little and 
Elizabeth Jane Watterson. He spent his childhood days 
in Nebraska, where he graduated from Hastings College, 
Nebraska, in 1894, with the degree of B.A., and com- 
pleted his medical education at the University of Michi- 
gan in 1898, specializing in ophthalmology. 
He practiced his specialty at Independence, Missouri, 

from 1898 to 1899; at Shelton, Nebraska, from 1899 to 
1900, coming to Saint Paul in 1901. In this specialty 
he had the opportunity to become associated with an- 
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other prominent ophthalmologist, the late J. S. Johnson, 
with whom he remained a short time. Shortly there- 
after, the opportunity came for filling the position of a 
chemistry teacher in a new manual ‘high school. 

Dr. Little was well versed. in the fundamentals of a 
classical education and the sciences, so that this position 
gave him the opportunity to discharge his teaching obli- 
gations in the morning and left him free to practice 
his specialty in the afternoon. He remained in this 
work until 1919, when he was appointed principal of 
Humboldt High School until 1921, after which he was 
appointed director of high schools and director of hy- 
giene until 1932. Following this appointment, he was 
transferred to the principalship of Johnson High School, 
retiring in 1942. 

Varied were his non-professional interests. He was a 
member of the Presbyterian Church, a Shriner and a 
Mason, a member of the Scottish rite, thirty-second 
degree, and of the Interprofessional Institute of Ameri- 
ca. 

Dr. Little was also intensely interested in music. 
He sang with a'rich bass voice, played the viola in con- 
cert and in his own quartet, and he was instrumental 
in organizing many high school quartets during his 
educational career. 

In outdoor life and activities he was an ardent trout 
fisherman and hunter. In addition, he promoted activi- 
ties of the Boy Scouts in their organization and their 
annual Courts of Review. 
He was an active member of the Ramsey County 

Medical Society, Minnesota State Medical Association 
and the American Medical Association. 

Dr. Little was married to Lillian Colter of Saint 
Paul in 1923. Surviving him are his wife and a daugh- 
ter, Ruth, and three sisters, Mrs. William McClintock 
and Mrs. Anna Mae Johnson, both of Saint Paul, and 
Mrs. Henning Gustafson of Madison, Nebraska. 

Kart DepotpH, M.D. 

The National Cancer Institute’s training program, 
designed to increase the ranks of medical specialists in 
diagnosis and treatment of cancer, has been accelerated 
through funds recently appropriated by Congress re- 
sulting in fifteen new appointments. 
The training program is considered to be one of the 

most effective means of making better diagnostic treat- 
ment and services available for cancer patients. Al- 
though the program was begun a few months after the 
institute was established in August, 1937, it was cur- 
tailed during the War. 
Up to July, 1946, eighty-two physicians had received 

the specialized training provided by the traineeships 
awarded by the institute. At that time, seven physicians 
were still in training; twenty-three new trainees went 
on duty during July, and the fifteen recommended for 
August will raise the total to forty-five. With its 
program currently expanding, it is expected that the 
total will be greatly increased by the end of the year. 

The physicians spend from ‘one to three years in train- 
ing at a cancer hospital or in a hospital with a large 
cancer service. 
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« Reports and Announcements ¢ 

MEDICAL BROADCAST FOR OCTOBER 

The following radio schedule of talks on medic 
and dental subjects by William O’Brien, M.D., Direc- 
tor of Postgraduate Medical Education, University of 
Minnesota, is sponsored by the Minnesota State Medical 
Association, the Minnesota State Dental Association, 
the Minnesota Hospital Association and the University 
of Minnesota School of the Air. 

1— 4:45 P. M.—WCCO 
2—11:00 A. M.—KUOM 

3— 4:45 P. M.—WCCO 
5—11:30 A. M.—KUOM-KROC- 

KFAM 
9—11:00 A. M.—K UOM 

Visiting the Sick 
Your Health is 
Hands 
Farm Accidents 

in Your 

Medicine in the News 
An Erect Body is a Well- 
Balanced Body 

9— 4:45 P. M.—WCCO Hospital Administration as 
areer 

10— 4:45 P. M.—WCCO Principles of First Aid 
12—11:30 A. M.—K UOM-K ROC. 

KFAM Medicine in the News 
15— 4.45 P. M.—WCCO The Public and Nursing 
16—11:00 A. M.—_K UOM Your Feet are Your Body’s 

Foundation 
17— 4:45 P. M.—WCCO Accident Prevention 
19—11:30 A. M.—KUOM-KROC- 

KFAM Medicine in the News 
22— 4:45 P. M.—WCCO Changes in the Nursing 

Profession 
23—11:00 A. M.—_ KUOM The Skin is Nature’s Cover- 

ing for the Body 
24— 4:45 P. M.—WCCO Bone Fractures 
26—11:30 A. an: )\ Medicine in the News 

29— 4:45 P. M.—WCCO Trends in Hospital Building 
30—11:00 A. M.—_K UOM Glossy Hair is Healthy Hair 
31— 4:45 P. M.—WCCO Oral Medicine 

AMERICAN ACADEMY OF DERMATOLOGY 
AND SYPHILOLOGY 

The fifth annual meeting of the American Academy 
of Dermatology and Syphilology is scheduled for Cleve- 
land, Ohio, from Saturday, December 7, through Thurs- 
day, December 12, 1946. 

The principal sessions will be held at the Statler 
hotel with daily symposia at the Allerton hotel and 
teaching clinics at Cleveland City hospital Monday, 
Tuesday, and Wednesday of the convention week. There 
will be an extensive scientific and commercial exhibit 
held in connection with the meeting, which will feature 
special lectures by members of the Academy and by 
famed authorities in such other fields as atomic energy, 
radiology, and surgery. 

The Academy is chiefly concerned with teaching and 
in consequence the entire session will be a sort of “post- 
graduate” seminar for the visiting physicians from all 
parts of the United States and Canada. The annual 
banquet will be held Wednesday night of the convention 
week. Dr. Harold M. Cole of Cleveland is general 
chairman for local arrangements. 

There will be special courses given in dermatopathol- 
ogy, mycology, x-ray and radium therapy, medical 
photography, industrial dermatoses, tuberculides, sar- 
coid and leprosy; drug eruptions, bacteriology of the 
skin, and mucous membrane diseases. 

Subjects for symposia will include pharmaceutical 
therapy, syphilis, x-ray and radium therapy, hormones 
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in dermatology, physical therapy, diagnosis and treat- 
ment of ringworm, dermatopathology round table, phy- 
siology and chemistry of the skin, allergy, and the 
psychosomatic factor in skin diseases. 

Dr. Earl D. Osborne, 471 Delaware Ave., Buffalo, New 
York, is secretary of the Academy. 

SOUTHERN MINNESOTA MEDICAL ASSOCIATION 
The annual meeting of the Southern Minnesota Medi- 

cal Association was held in the auditorium of Shattuck 
Military Academy in Faribault on September 9. At the 
scientific sessions held from nine to twelve noon and 
two to five p.m., papers were presented by Drs. Paul R. 
Lipscomb, John L. Morgan, Louis E. Prickman, Louis 
A. Brunsting, Charles R. Watkins, Byron E. Hall, 
George B. Eusterman, Waltman Walters and Wallace 
E. Herrell, all of Rochester. Drs. Joseph C. Michael 
and S. S. Ramsdell, of Minneapolis, reviewed and ana- 
lyzed the 152 cases of poliomyelitis treated at the Minne- 
apolis General Hospital in 1944. Case reports were 
made by Dr. George B. Eusterman, Rochester; Dr. 
Peter Hermanson, Hendrick; Dr. Harvey O. Skinner, 
Saint Paul, and Dr. Arthur Benjamin, Minneapolis. 

Election of officers was held during the luncheon 
period in the Shattuck refectory. The concluding event 
of the meeting was a banquet at 6:30 at the Hotel 
Faribault. Addresses were given by Dr. Edwin J. 
Simons, Swanville, president of the Minnesota State 
Medical Association; ; Dr. Carl B. McKaig, Pine Island, 
president of the Southern Minnesota Association, and 
Dr. E. J. Baldes, of Rochester, who spoke on “Ger- 
many Today.” 

General arrangements were in charge of Drs. Charles 
M. Robilliard, Frederick R. Huxley and Paul F. Meyer. 
Shattuck School arrangements were made by Drs. Carl 
W. Rumpf and Paul H. Weaver. Other committees 
were: banquet and luncheon, Drs. Frank W. Stevenson, 
Carl A. Traeger, and Norman Lende; transportation, 
Drs. Arthur W. Nuetzman, Donald J. Studer and Joseph 
O. McKeon; reception, Drs. Frederick U. Davis, Adolph 
M. Hanson and William H. Rumpf. 

RESEARCH GRANT FOR STUDIES ON BRUCELLOSIS 
A research grant of $10,000 a year for three years 

has been made available to the ‘Department of Medicine 
at the University of Minnesota Medical School by the 
United States Public Health Service for studies on 
brucellosis. This research project is under the direc- 
tion of Dr. Wesley W. Spink, Professor of Medicine. 
Associated with him are Dr. Wendell H. Hall and Dr. 
A. I. Braude. Investigations are under way in an attempt 
to clarify the pathogenesis of brucellosis in human 
beings and a clinical and experimental evaluation of 
thereapeutic agents. In addition, epidemiological studies 
are being extended. Those in charge are ready to 
assist physicians throughout the state in any problems 
they may encounter with the disease. 
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ANALYSES OF 

NUTRITIVE VALUES: 

Combblda., srrine> BABY SOUP 

CHICKEN VEGETABLE 

Solids % 11.8 ‘ 13.4 
5 KINDS: 

CHICKEN 

Fat % 15 BEEF 
Carbohydrate % 

by difference 6.4 A . £ . ‘ LAMB 

Calories per ounce 14 LIVER 

Crude Fibre % 0.15 . 7 VEGETABLE 

Calcium % 

Protein % 2.63 

Allin Glass 
Jars 

Phosphorus % 

Iron Mg. per 100 g. ° 72 

Copper Mg. per 100 g. J 35 

Manganese Mg. per 100g. d 173 

Vitamin A—I. U. Per 100g. 7000 

Thiamine Mg. per 100 g. 080 036 

Riboflavin Mg. per 100 g. 62 068 

Ascorbic Acid Mg. per 
100 g. 73 2.7 

Niacin Mg. per 100 g. 77 1.54 1.22 1.29 

Copies of this Chart in Convenient File Card Form 

Will be Sent upon Request 

Campbell’s Strained Baby Soups represent fine 
quality . . .in ingredients . . . in care and method of 
cooking . . . in retention of minerals and conservation 
of vitamins ... and in good flavor. Every resource of 
Campbell’s Kitchens is devoted to that aim. 

LOOK FOR THE 

CAMPBELL SOUP COMPANY, Camden, N. J. RED-AND-WHITE LABEL 
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+ Of General Interest + 

Dr. Ellsworth A. Thayer, formerly of Truman, has 
announced the opening of his offices in Fairmont. 

* * * 

Dr. Arthur W. Eckstein, formerly a member of the 
staff at the State Hospital at Faribault, has entered 
private practice at Grand Meadow. 

*x* * * 

The cornerstone of the new Heise Clinic in Winona 
has been laid, and the work on the structure is reported 
as progressing favorably. 

* * * 

Dr. Charles M. Jessico, Duluth, has been discharged 
from service in the USNR and has resumed his prac- 
tice of neuropsychiatry at the Duluth Clinic. 

* * * 

Dr. Francis J. Pelant, formerly in practice at New 
Ulm, has assumed his duties at the State Hospital in 
St. Peter. 

* * * 

Dr. Frederick Huxley, Dr. Donald Studer, Dr. Arthur 
W. Nuetzman and Dr. Frederick Davis, Faribault, at- 
tended the institute on the Kenny Treatment for polio 
held at the Michael Dowling School in Minneapolis. 

x * * 

Dr. Lawrence J. Kaasa, who has been in practice in 
Albert Lea for the past twenty years, has accepted 
a position with the Veterans Administration in Wash- 
ington, D. C. 

* * * 

Drs. Otto B. Fesenmaier and Dr. Theodore F. Ham- 
mermeister, of New Ulm, attended the two-day polio 
clinic sponsored by the National Foundation for In- 
fantile Paralysis in Minneapolis. 

* * * 

Charity Hospital, New Orleans, Louisiana, has award- 
ed a scholarship to Dr. Kenneth Bray, of Biwabik. Since 
his discharge from military service, Dr. Bray has been 
assisting at the Bray hosiptal at Biwabik. 

* * * 

Dr. Viktor O. Wilson, of the Minnesota Department 
of Public Health, University of Minnesota, was guest 
speaker at a mass meeting at Fosston to promote estab- 
lishment of a permanent hospital in East Polke County. 

* * * 

Dr. Morrill E. Withrow, city health officer of Inter- 
national Falls, attended the conference of national health 
officers held in Minneapolis for discussion of the polio 
outbreak in the State. 

ss 

Dr. P. Theodore Watson, who was recently de- 
activated from the Navy Medical Corps, has entered 
the practice of obstretrics and gynecology in associa- 
tion with Dr. Bernice Moriarity and Dr. Norbert J. 
Lilleberg at 1034 Lowry Medical Arts Building, Saint 
Paul. 
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— 

Dr. Harold W. Havel, Jordan, has moved his offices 
from the Hotel Jordan to the Snyder Building on Water 
Street, where he is occupying the former offices of Dr, 
William H. Phillips. 

* * * 

Faribault doctors who attended the polio clinic held 
at the University of Minnesota included Drs. Charles M. 
Robilliard, Paul Weaver, Carl W. Rumpf, Carl A, 
Traeger and Paul F. Meyer. 

* * * 

Dr. W. D. Haufe has entered general practice at 
Eveleth. Dr. Haufe is a graduate of the University 
of Wisconsin School of Medicine and a veteran of the 
last war, where he took part in four major campaigns. 

* * * 

Drs. Earl C. Elkins and Frank Krusen, Mayo Clinic, 
Rochester, have been in New York, where they attended 
the meeting of the American Congress of Physical 
Therapy and the Baruch Conference on Physical Medi- 
cine. 

* * * 

Dr. Ernest E. Mariette, superintendent of Glen Lake 
Sanatorium, Hennepin County participated in the Study 
of Tuberculosis Control—a United States Public Health 
Service training course—held recently at the Univer- 
sity of Minnesota. 

x * * 

Dr. H. Worley Kendell, of the Mayo Clinic, was 
chosen president-elect of the American Congress of 
Physical Medicine at the 24th annual meeting of the 
organization held in New York City in September. Dr. 
Kendell will take office in September, 1947. 

* * * 

Dr. Frederick J. Kottke, research fellow in physiology, 
and Dr. Herbert S. Wells, professor of biophysics, at 
the University of Minnesota, were guest speakers at 
the first postwar meeting of the Congress of Physical 
Medicine, held in New York City, September 4 to 7. 

* * * 

Charles Lovelace, three-year-old son of Dr. William 
R. Lovelace, of the Mayo Clinic, died of infantile paraly- 
sis at Warm Springs, Georgia, on August 13 1946. 
Another son, William R. Lovelace, III, aged six, died of 
the same disease in Rochester on July 8. 

* * * 

Announcement has been made of the appointment of 
Dr. George L. Joyce as coroner of Olmsted County 
for the unexpired term of Dr. John E. Crewe, of 
Rochester who has resigned because of failing health. 
Dr. Joyce will carry on the duties of the office until a 
successor has been elected in the November elections 
to take over on January 1. Dr. Joyce is not a candidate. 

(Continued on Page 1060) 
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OF GENERAL INTEREST 

THE TABLET METHOD FOR 

DETECTING URINE-SUGAR 

CLINITEST 

offers these advantages to physician, labora- 

tory technician, patient: 

ELIMINATES 

Use of flame 
Bulky apparatus 
Measuring of 

reagents 

PROVIDES 

Simplicity 
Speed 
Convenience of 

technic 

Simply drop one Clinitest 
Tablet into test tube con- 
taining proper amount of 
diluted urine. Allow time 
for reaction, compare with 
color scale. 

FOR OFFICE USE 
Clinitest Laboratory Outfit (No. 
2108) Includes—Tablets for 180 
tests, test tubes, rack, droppers, 
color scale, instructions. Ad- 
ditional tablets can be purchased 
as required, 

FOR PATIENT USE 
Clinitest Plastic Pocket-Size Set 
(No. 2106) Includes—All essen- 
tials for testing—in a small, 
durable pocket-size case of Ten- 
ite plastic. 

Order from your dealer. 

Complete information upon 
request. 

AMES COMPANY, Inc., Elkhart, Ind. 
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Jay C. Hormel has pledged $15,000 for the first year’s 
operation of a research fellowship in heart disease and 
rheumatic fever, a project sponsored by the Minnesota 
American Legion. Their plan calls for a fund of $300,- 
000, but Mr. Hormel’s gift makes it possible to begin 
functioning immediately. 

k * * 

According to a recent announcement issued by James 
Baker, executive secretary of the Hennepin County Med- 
ical Society, about 170 of the 175 Minneapolis phy- 
sicians in military service have resumed their practices, 
Lack of adequate office accommodations, however has 
necessitated considerable “doubling up.” 

a 

Mr. and Mrs. M. R. Walker, Saint Paul, announce 
the marriage of their daughter, Betty Jane, to Dr. 
Sherman W. Schultz, Jr., at Calvary Lutheran Church 
in Hamline on Saturday evening, August 24, 1946. 

Dr. Schultz is the son of Mr. and Mrs. S. W. Schultz, 
288 South Saratoga Avenue, Saint Paul. 

* * * 

Dr. Louis W. Wittrock, of St. Cloud, has purchased 
the practice and hospital of the late Dr. Frank T. Brig- 
ham in Watkins. Dr. Wittrock is a graduate of St. 
John’s University and Marquette University School of 
Medicine, and has done postgraduate work at the Uni- 
versity of Minnesota. He was recently released from 
the Navy where he had served for three years with the 
rank of lieutenant commander. 

* * * 

Dr. A. D. Rydlan of Minneapolis has joined the staff 
of the Northwestern Clinic at Crookston. Dr. Rydlan, 
who is a graduate of St. Olaf’s College and Marquette 
University was recently released from the Navy, where 
he had served as ship's surgeon. He was formerly 
engaged in specializing in nervous and mental diseases 
and was a member of several hospital staffs in Mil- 
waukee, Wisconsin. 

x *k * 

Dr. G. Arvid Hedberg, director of Nopeming Sana- 
torium, suffered minor injuries in a fire which destroyed 
his summer home at Chub Lake. 
Wakened by the smell of smoke, Mrs. Hedberg 

aroused the household which at the time consisted of 
Dr. and Mrs. Hedberg, their two children, Susan, nine, 
and Karen six, and five guests, all of whom were given 
shelter at the homes of* friends about a_ half-mile 
distant. 

* * * 

The American Red Cross will continue to supply per- 
sonnel for the overseas clubs for occupational troops. 
Of the 3100 Red Cross workers still in foreign service, 
more than half are engaged in club and recreational 
service. The Army supplies quarters and maintenance 
personnel. These clubs are available to dependents of 
servicemen and overseas War Department personnel 
The cost of this program for the Red Cross will total 
$16,272,000 for the fiscal year. 

(Continued on Page 1062) 
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(Continued from Page 1060) 

Dr. Asher T. White, Minneapolis, who was one of the 
240 scientists and physicians in the radiological safety 
section at the Bikini bomb tests, has returned home. In 
an interview Dr. White, the only Minneapolis man on 
the project, said that the Geiger counter measured radio- 
activity with such accuracy at Bikini that not one of the 
40,000 men engaged in “Operations Crossroads” was 
injured by gamma rays, the destructive action of which 
had been so feared. 

se @ 

Dr. Bernice A: Nelson has opened offices for the 
practice of medicine in Northome. Dr. Nelson gradu- 
ated from University of Minnesota School of Medicine 
in 1943. She served her internship at the Minneapolis 
General Hospital, where she also had a _ fellowship 
for eighteen months. More recently she was associated 
with Dr. James H. Bender at the hospital in Bigfork, 
and for several weeks prior to locating in Northome 
she was engaged in special study of polio in Minneapolis. 

* *x * 

Because of the polio outbreak the celebration in honor 
of Dr. William W. Will, in recognition of his forty 
years of continuous service to the community of Bertha, 
originally scheduled for September 8, was held on Sep- 
tember 22. Starting at noon with a parade, an open air 
program was presented at the city park. The speakers 
included Governor Edward J. Thye and Dr. Edwin 
J. Simons, of Swanville, president of the Minnesota State 

Medical Association. A reception at the high sc}:col 
followed the program in the park and old friends and 
new presented their felicitations to Dr. Will. 

*x* * * 

Dr. William Wandell Johnstone who has been as- 
sociated with the Bratrud Clinic at Thief River Falls 
pending departure for the mission field,’ has gone to 
Okoboji, Iowa, for conference with the Sudan Interior 
Mission Board prior to departure to a leper hospita! in 
Nigeria, West Africa. 

Both Dr. and Mrs. Johnstone, who is accompanying 
her husband, are graduates of Wheaton College, Wheat- 
on, Illinois. Dr. Johnstone took his medical degree at 
Northwestern UniVersity, Chicago. 

*x* * * 

“Operation C-X for Health,” the first project of the 
kind in the world in a large city, will begin functioning 
in Duluth in November. “Operation-X,” meaning 
“Chest X-Rays,” will be conducted jointly by the Duluth 
City Health Department, the St. Louis County Tuber- 
culosis and Health Association and the Nopeming Sana- 
torium and will be the largest single x-ray tuberculosis 
survey ever undertaken and the first instance of mass 
radiography in a metropolitan center with a mobile 
laboratory. 

* * * 

Dr. Albert J. Chesley, head of the State Health De- 
partment, has announced Colonel Herbert M. Bosch as 
successor to Harold A. Whittaker, sanitation division 

The Birches Sanitarium, Inc. 

A hospital for the care and treatment of 
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ful environment. 
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director. Colonel Bosch, public health engineer in the 
division of sanitation, who recently returned from mili- 
tary service, had been with the department for ten years 
at the time of his enlistment. 

Mr. Whittaker has been made head of the public 
health engineering section of the School of Public Health 
at the University of Minnesota. 

*x* * * 

A sudden heart attack has sent Dr. Henry C. Doms, 
of Slayton, as a patient to his own hospital, where he 
must remain in bed for not less than six weeks of 
complete rest on orders of Drs. Arthur C. Kerkhof 
and Norman Nelson, heart specialists of Minneapolis, 
who corroborated an earlier diagnosis made by Dr. 
Roy Pierson, of Slayton. Overwork during the war 
years is said to have caused Dr. Dom’s attack, or as he 
explains it “The old ticker just couldn’t take it any 
more.” 

*x* * * 

Dr. Christopher Graham, of Rochester, was the “Big 
Little American” recently singled out for special honor 
by Morton Downey, popular singer on the Mutual Broad- 
casting system. The salute to Dr. Graham, who cele- 
brated his ninetieth birthday on April 3, was carried 
over an international network that extended to Bermuda, 
Trinidad and Alaska. 
A member of the Mayo Clinic until he retired at 

sixty-three, Dr. Graham has since devoted himself to 
interesting the youth of his community in agricultural 
pursuits and to studying the problems confronting farm- 
ers of the State. 

Ocroser, 1946 

Dr. Peter Boysen has sold his hospital at Pelican 
Rapids to Dr. Henry A. Korda, of Foley, and Dr. 
Howard Kaliher, of St. Cloud. The new owners are 
both graduates of the University of Minnesota Medical 
School and have been in practice in their respective 
localities. Dr. Kaliher was a member of the Medical 
Reserve and Dr. Korda was just recently discharged 
from military service. 

Dr. Boysen opened his hospital two years after 
entering practice at Pelican Rapids in 1911. Other than 
taking a lengthy vacation, Dr. Boysen’s future plans are 
indefinite. 

* * x 

Dr. and Mrs. John E. Soper, Minneapolis, celebrated 
their golden wedding anniversary on September 16 with 
open house for their friends at the Dude Room of the 
Covered Wagon. 

A native of England, Dr. Soper is a veteran of 
World War I, past commander of the Minnesota Chap- 
ter of the Disabled American veterans, past commander 
of the Order of the Purple Heart and a member of 
Peterson Post of the American Legion. Prior to his 
retirement from practice, Dr. Soper was a member of 
the medical staff at the Veterans’ Hospital, Fort Snell- 
ing. 

* * * 

Dr. Ralph S. Armstrong, of Winnebago, is now 
located in his new office building which has been under 
construction for some months. Since coming to Winne- 
bago, Dr. Armstrong has been assisting local physicians 
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because lack of office space prevented establishing his 
own Office. 

Dr. Armstrong, who is a graduate of the University 
of Minnesota School of Medicine, entered military sery- 
ice immediately following the completion of his medical 
course. He was on assignment in the South Pacific 
for three years and just prior to the end of the war was 
transferred to the Army Aviation Hospital at St. Peters- 
burg, Florida. 

= 2 

Dr. Sidney C. Stenerodden, of Grand Forks, North 
Dakota has joined the St. Cloud Clinic. Dr. Stenerod- 
den recently returned to civilian practice after three 
and a half years of military service in the Pacific Thea- 

KALMAN & COMPANY, INC. tre. A major, he was awarded the Bronze Star, the 
Presidential Unit Citation Ribbon and the Combat Medi- 
cal Badge. Since his release from service last April, 
he has been in residence at the Fairview Hospital in 
Minneapolis. 

Dr. Stenerodden is a graduate of Rush Medical Col- 

Investment Securities 

Members: lege, Chicago, and he interned at Ancker Hospital in 
‘Chicago Stock Exchange Saint Paul. 

Minneapolis-St. Paul Stock Exchange eS. ¢ 2 

Dr. Roger J. Burkhardt, whose home was in Chaska 
until he became associated with the Mayo Clinic in 
1940, has announced the opening of offices for the prac- 
tice of dermatology and syphilology in the Physicians 
and Surgeons Building in San Jose, California. 

Dr. Burkhardt took his medical degree at the Univer- 
sity of Minnesota in 1938 and was in the Department of 
Dermatology and Syphilology from October, 1940, until 
July, 1944, when he entered the United States Public 

ACCIDENT + HOSPITAL - SICKNESS Health Service and was placed in charge of Rapid 
Treatment Centers for Veneral Disease at San Antonio, 

= Texas, and Charlotte, North Carolina. 
* * * 

FOR PHYSICIANS, SURGEONS DENTISTS EXCLUSIVELY Dr. Arthur E. Walker, Saint Paul, who was released 
7 7 from military service in April of this year, is now as- 

sociated in practice with Dr. Harold J. Prendergast in 
offices at 768 Lowry Medical Arts Building. Before 
entering the Army Medical Corps, where he held the 
rank of major, Dr. Walker was located at 867 Grand 

ST. PAUL MINNEAPOLIS 

$5000.00 cccidental Sees PQ. Avenue. Following his induction in January, 1944, he 
2 ——s —_ ' wn was assigned to the Umatilla Ordnance Depot at Her- 
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and sickness of his time in service. Later he was made post 
$15,000.00 accidental death............ $24.00 <H , ae 375.00 weekly indemnity, pon PK surgeon at the Prisoners of War Camp in Algona, lowa. 

sickness Dr. Walker graduated from Marquette University 
$20,000.00 accidental t-te eee $32.00 : : : - $100.00 weekly indemnity, accident FR ow Medical School ony and interned at St. Joseph’s 

and sickness Hospital in Saint Paul. 
ALSO mogertel- EXPENSE ron jruusens xk * * 

VES AND CHILDR 
. Dr. John F. Schmid, formerly of Worthington, is now 

86c out of each $1.00 gross income used for associated in practice with Dr. Kenneth W. Covey at 
members’ benefits Mahnomen. Dr. Schmid, a 1941 graduate of the Uni- 

$2,900,000.00 © $13,500,000.00 versity of Minnesota College of Medicine, served his 
INVESTED ASSETS PAID FOR CLAIMS internship at King’s County Hospital in New York City. 
natn Geta miinae a EE Cy He entered military service in December, 1942, and was 

Disability need not be ineurred in line of duty—benefits from a major when discharged in August of this year. His 
he beginning day of disability assignment areas included the British West Indies, 

suniiiiaein CASUALTY ASSOCIATION where he attended the Duke of Windsor, and Canadian 
PHYSICIANS HEALTH ASSOCIATION Alaska. In February, 1944, he was assigned to the 

44 years under the the same management 
400 FIRST NATIONAL BANK BUILDING ® OMAHA 2, NEBRASKA U. S. General Hospital at Camp Carson; Colorado 
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Springs, Colorado, where he participated in a special 
study of trench foot. While at Camp Carson, Dr. 
Schmid served as chief of the section on skin diseases 
and was later made chief of the section on tropical 
diseases. He was cited for his work in malaria and 
received the Army Commendation award. 

* * * 

Dr. Theodor E. Bratrud, who has been engaged in 
postgraduate work at the University of Minnesota 
School of Medicine for the past six years has joined 
his father, Dr. Edward Bratrud in the Bratrud Clinic 
at Thief River Falls. 

Dr. Bratrud, a graduate of Marquette University 
School of Medicine, served his internship at the Mil- 
waukee County General Hospital. His postgraduate 
work at the University of Minnesota brought him the 
degree of M.S. in pathology. During the past year he 
has been associated with his uncle, Dr. Arthur Bratrud, 
of Minneapolis. He was also clinical instructor in sur- 
gery at the University. 

* *x * 

Work on the Delmore Clinic Building at Roseau has 
progressed far enough to permit occupancy of the of- 
fices on the first and second floors, but it will be some 
weeks before remodeling has been completed. Originally 
the Farmers and Merchants State Bank, it was pur- 
chased by Dr. John L. Delmore, Sr., for clinic purposes 
after the bank closed about a year ago. Alterations 
were started early last spring. Offices, x-ray room and 
laboratory are modern in every detail, and everything 
possible has been incorporated in the remodeling which 

will contribtife to the comfort and convenience of the 
patients. 

Dr. Delmore and his sons Dr. John L., Jr., and Dr. 
Robert, are associated in the clinic operation. 

* * * 

Dr. Albert Olson, formerly of Cloquet, who was re- 
cently discharged from military service, has entered 
practice in association with Dr. Dewey E. Morehead at 
Owatonna. Following his graduation from the Univer- 
sity of Minnesota Medical School, Dr. Olson took ad- 
vanced training at the city hospital in San Francisco 
prior to entering the Army. He went overseas with the 
96th Infantry Division and participated in the Leyte 
and Okinawa campaigns. Later he was assigned to the 
Fourth General Hospital at Fort McKinley, Manila, in 
the internal medicine and dermatology sections. In 
April, he returned to this country with a planeload 
of patients and was later discharged at Camp Beale, 
California, with the rank of major. Dr. Olson was 
awarded the Philippine Liberation Medal with two stars, 
the Asiatic Pacific Ribbon and Bronze Arrowhead, the 
Victory Ribbon and the Bronze Star Medal. 

x* * * 

Henry W. Morris, head of the medical photography 
laboratory at the University of Minnesota, has been 
elected a fellow of the Biological Photographic Associa- 
tion, one of three specialists awarded the first fellow- 
ships ever given in this field. Mr. Morris, who has been 
taking pictures of patients for doctors for the past thirty- 
eight years began his work at the old free dispensary 
on Washington Avenue after having been employed there 
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in a sort of general utility capacity for two years. He 
was sent to the Eastman Kodak Company to “learn a 
little about taking pictures,” and a year later took the 
first color plates of microscopic specimens, working with 
Dr. Charles Mayo. In discussing his work, Mr. Morris 
said that the rapid development of photomicrography in 
the past fifteen years has made it an indispensable tool 
of research. 

* * * 

Drs. Truman A. and Homer H. Hedemark who ‘e- 
cently moved to Ortonville from Thief River Falls, 
are now located in their new offices in the Shumaker 
Building. The Doctors Hedemark, who are brothers, 
both took their premedical work at the University of 
Minnesota and their medical degrees at the St. “Louis 
University Medical School. 

Dr. Truman Hedemark, following his graduation from 
medical school in 1925, interned at Ancker Hospital in 
Saint Paul, and served as city doctor for Saint Paul 
and county health officer for Ramsey County for three 
years. Later he was in practice for several years at 
Revillo, South Dakota, and at the same time was a 
member of the staff of St. Bernard’s Hospital at Mil- 
bank. Specializing in obstetrics and pediatrics, he joined 
the Bratrud Clinic at Thief River Falls and served 
on the staff of St. Luke’s Hospital there. He is a vet- 
eran of World War I and active in the American 
Legion. 

* * * 

Dr. Homer Hedemark took his medical degree in 
1933 and interned at Ancker Hospital. He was engaged 
in general practice at Marietta for about a year and 
a half before joining the Bratrud Clinic, where he has 
been chief surgeon for the past three years. 

* * * 

Dr. George T. VanRooy has joined the Bratrud 
Clinic at Thief River Falls. A 1941 graduate of the 
University of Minnesota Medical School, Dr. Van 
Rooy was in military service for more than three years. 
His assignments include the Station Hospital at Salt 
Lake City and the 18lst General Hospital in India. 
Following his graduation from the School of Military 
Neuropsychiatry, he was assigned to work in this field 
at Mason General Hospital and on the U. S. Hospital 
Ship, Stafford. He was discharged early in the year 
with the rank of captain, and has since been doing 
special work in medicine and surgery at the University 
of Minnesota. 

After forty-four months in the Army Air Forces, 
where he was a major, Dr. Theodore W. Stransky 
has reopened his offices in Owatonna. While in serv- 
ice Dr. Stransky attended the School of Aviation Medi- 
cine at Randolph Field, Texas, and the advanced sur- 
geons’ school at Orlando, Florida, where he received the 
rating of flight surgeon. His duties took him to Jeffer- 
son Barracks, Missouri, the San Antonio Aviation Cadet 
center and the Muroc Test Base in California. Since 
his return from service he has done postgraduate work 
at the Mayo Clinic, the Children’s Hospital in Mil- 
waukee, the University of Minnesota and the University 
of Chicago. 
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Colonel John M. Caldwell, MC, has been appointed 
successor to Brigadier General William C. Menninger as 
chief of the Neuropsychiatry Consultants Division, U. S. 
Army. Dr. Menninger was separated from service on 
June 27. 

Colonel Caldwell was a fellow at the Mayo Clinic 
from October, 1929, to December, 1932, specializing in 
neurology and psychiatry. He received an M.S. degree 
in medicine from the University of Minnesota in 1932. 
Shortly afterward he entered the Army Medical Corps 
with the rank of lieutenant and his subsequent assign- 
ments included the Corzal Hospital in the Canal Zone, 
where the majority of the patients are mental cases 
and St. Elizabeth’s Hospital, District of Columbia. 
While at the latter hospital Colonel Caldwell was ac- 
credited by the American Board of Psychiatry and 
Neurology. 

In 1941 he was assigned to the neuropsychiatry section 
at Walter Reed Hospital, Washington, D. C., and was 
later made chief of the section. He was at the Medical 
Department Replacement Center at Camp Robinson, Ar- 
kansas, for two months, after which he supervised the. 
activation of the 54th General Hospital at Camp Ellis, 
Illinois, on May 25, 1943, and accompanied it to New 
Guinea and from there to the Philippines. In the fall 
of 1945 the hospital was established in Tokyo. Deacti- 
vated in December, 1945, the staff continued operation 
as the 27th General Hospital with Colonel Caldwell as 
commanding officer. 

Colonel Caldwell returned to this country on March 
1 of this year and was assigned to understudy General 
Menninger. 

* * * 

Lieutenant Philip E. Rostad, of Moorhead, has report- 
ed for active duty in the Army Medical Corps and is 
engaged in an eight weeks’ basic training cuorse at 
Brooke Army Medical Center, Fort Sam Houston, 
Texas. Lieutenant Rostad is a graduate of the University 
of Minnesota School of Medicine. 

Dr. Frederick J. Vollmer, eye, ear, nose and throat 
specialist, who was in practice at Grand Forks, North 
Dakota, before entering military service more than five 
years ago, has joined the Winona Clinic. Dr. Vollmer 
went overseas in February, 1944, with the 97th General 
Hospital as chief of the eye, ear, nose and throat section 
and was stationed at Oxford, England, for four months. 
From there he was assigned to the London area for a 
year, where he treated many well-known persons, in- 
cluding Winston Churchill, and the exiled King Peter 
of Yugoslavia. Later he was made chief of the eye, 
ear, nose and throat section of the 129th General Hospital 
at Wrexham, North Wales, which was the maxillo- 
facial plastic center for fourteen hospitals in North 
Wales. 

Returned to this country in August, 1945, he was on 
assignment at the Walter Reed General Hospital in 
Washington, D. C., from the following October until 
April, 1946, when he received his terminal leave. 
A graduate of the University of North Dakota and 

Rush Medical College, Chicago, Dr. Vollmer has been 
in practice since 1934. He served his internship at St. 
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Barnabas Hospital in Minneapolis and did postgraduate 
work at Rush and the Illinois Research Hospital in 
Chicago. 

* * * 

HOSPITAL NEWS 

Cecelia Hauge, chief nurse at the University Hos- 
pitals, has been made chief of the nursing section in 
the department of medicine and surgery, Veterans Ad- 
ministration, at Fort Snelling. 

Miss Hauge graduated from the Minnesota School of 
Nursing in 1929 and was appointed superintendent 
of nurses at the University Hospitals in 1935. Im- 

mediately after the declaration of war, she joined the 
Army Nursing Corps and went overseas with the 26th 
General Hospital Unit in October, 1942. She returned 
to this country in May, 1945, and was assigned as 
chief nurse at the Cushing General Hospital in Framing- 
ham, Massachusetts, where she remained until rejoin- 
ing the staff at the University Hospitals last January. 

ee a 

Dr. John S. Siegel of Virginia has been appointed 
a director on the advisory council of the National 
Jewish Hospital at Denver. Founded in 1899, the hos- 
pital is the first free non-sectarian, nation-wide institu- 
tion for the care of tuberculous patients in this country, 
As a director, Dr. Sigel will assist in the formulation 
of policies. 

' MINNEAPOLIS SURGICAL SOCIETY 
(Continued from Page 1053) 

Dr. JoHN R. Parne: How much of a diaphragm is 
left at the site of anastomosis in these cases? 

Dr. Martin NorkvLAND: To what kind of lesion is this 
most applicable, what is the purpose of the low pro- 
cedure, and what are the aftereffects as far as recur- 
rence is concerned ? 

Dr. Dennis: With regard to the matter of the size 
of the diaphragm, a good deal of tissue is inverted into 
the bowel. On one or two that we have looked at 
over variable periods, we have found that the stoma 
looks small through the anastomosis, but the inverted 
bowel forms a partial diaphragm around this stoma and 
is very free and like a veil, and it does not look 
as though it would interfere with the passage of material. 
Material seems to go by satisfactorily. A great deal less 
tissue is left inside the lumen of the bowel than in 
the “pull-through” operation, where one has a length of 
intestine 3 to 4 cm. long left inside the lumen of the 
bowel. ; 

With regard to the type of lesion for which this sort 
of resection is in order, that question has been very 
beautifully discussed in Dr. Wangensteen’s paper on 
“Low Recto-Sigmoid and Rectal Resections.” He is in- 
clined to feel that the lesion that goes within 5 cm. of 
the anus or the type that involves the levator muscles is 
probably not susceptible to resection by this type of 
procedure. 

This operation interests me not so much for carcinoma 
as for resections for chronic ulcerative colitis. Here 
these anastomoses have to be made very low sometimes 
to find mucosa nearly normal enough to leave. 

Ernest R. Anperson, M.D. 
Recorder 
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26 Geneva Road 

THE MARY E. POGUE SCHOOL 

For Retarded and Epileptic Children 

Children are grouped according to type and have their own separate departments. Separate 

Large beautiful grounds. Five school rooms. 

Wheaton, Ill. 

Teachers are all college trained and have 

Occupational Therapy. Speech Corrective Work. 
The School is only 26 miles west of Chicago. All west highways out of Chicago pass 
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BOOK REVIEWS 
Books listed here become the property of the Ramsey, 

Hennepin and St. Louis County Medical Libraries when 
reviewed. Members, however, are urged to write reviews 
of any or every recent book which may be of interest 
to physicians. 

BOOKS RECEIVED FOR REVIEW 

OperATIvE GyNECOLOGY. Richard W. Te Linde, M.D. 
Professor of Gynecology, John Hopkins University, 
and Chief Gynecologist, Johns Hopkins Hospital. 751 
pages. Illus. Price, $18.00, cloth. Philadelphia: J. B. 
Lippincott Co., 1946. 

Tue Cuest—A Handbook of Roenigen Diagnosis. Leo 
G. Rigler, M.D. Professor and Chief, Departn#@™t of 
Radiology, University of Minnesota. 352 pages.’ Illus. 
Price, $6.50, cloth. Chicago: Year Book Publishers, 
1946. 

Harvey CusHinc—A Biography. John F. Fulton. 754 
pages. Illus. Price, $5.00, cloth. Springfield, Illinois : 
Charles C. Thomas, 1946. 

DISEASES OF THE RETINA. Herman Elwyn, M.D., Senior 
Assistant Surgeon, New York Eye and Ear Infirmary. With 
170 illustrations, nineteen in color. 587 pages. Price $10. 
Philadelphia: The Blakiston Company, 1946. 
This is the first new book devoted entirely to retinal 

disturbances since the work of Leber in 1915 and 1916. 
It presents excellent detail in pathological descrip- 

tions. The section on diseases of the retina resulting 
from circulatory disturbances is especially interesting. 
This book is recommended for the internist as well as 
for the practicing ophthalmologist. 

Frank Apair, M.D. 

HUMAN EMBRYOLOGY. Bradley M. Patten, Professor of 
Anatomy, University of Michigan Medical School. 776 pages, 
ce Price, $7.00. Philadelphia: The Blakiston Co., 

This seven hundred-page book, in which the author 
has brought out a very comprehensive outline of this 
most important fundamental medical science, human em- 
bryology, is a valuable addition to any medical library. 
Much of the comparative and theoretical material has 
been omitted, because as the author points out, the 
medical student in his pre-medical course has covered 
the comparative studies. The author urges the impor- 
tance of the study of embrybdlogy to the student in medi- 
cine. When the student finds himself deeply engrossed 
in anatomical detail, he will realize the need of know- 
ing the embryological fundamentals: how the adult 
structure came to be as it is, whether normal or ab- 
normal, what the developmental processes were that 
brought about any present malformation, and what ef- 
fect may be expected on the welfare and future health of 

ZEMMER 

— 

Ocroser, 1946 

orr plete ine « 

THE ZEMMER COMPANY 

\ | ( MN 10-46 y 

REVIEWS 
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the individual. Upon this knowledge,: often, is based 
consultation opinion. 

Congenital anomalies are shown in detail because of 
their clinical importance. Time-lapse motion pictures 
clearly demonstrate ovulation in a rabbit. Maturation 
is described in great detail in studies on the human. 
Several of the illustrations of the very early human 
embyro are photographs of specimens from the Car- 
negie collection. The author has painstakingly prepared 
serial sections with detailed descriptions of the em- 
bryonic structure. Photomicroscopic time-lapse pictures 
show early cell division in a fertilized monkey ovum 
that was washed from the tube and then cultivated 
in plasma. Similar photographs demonstrate the morula 
and blastula stages in the rabbit. The text shows ex- 
cellent photomicrographs of double monsters developing 
in chicks, and there are extensive drawings of the vari- 
ous types of conjoined twins. No effort has been 
spared to illustrate this book with a profuse number 
of drawings which, together with extremely readable 
English, make the text very applicable to the student in 
medicine or the practicing physician who has retained 
an interest in embryology. 

F. C. Scuutpt, M.D., F.A.C.S. 

BACTERIOLOGIST RECEIVES 
GORGAS MEDAL FOR SERVICE 

Brigadier General Raymond A. Kelser received the 
1946 Gorgas Medal, sponsored by Wyeth Incorporated 
of Philadelphia, and awarded by the Association of 
Military Surgeons of the United States for outstanding 
work in preventive medicine for the armed forces. Dur- 
ing World War II General Kelser served as director of 
the Veterinary Division of the Surgeon General’s Office 
of the U. S. Army and did prominent work in erad- 
icating rinderpest, a cattle disease, in the Philippine Is- 
lands, enabling the Filipinos to have their own domestic 
milk supply. General Kelser is now dean of the College 
of Veterinary Medicine and professor of bacteriology 
at the University of Pennsylvania.—Science News Letter, 
October 19, 1946. 

TAILORS TO MEN 

SINCE 1886 

The finest imported and 
domestic woclens such as 
SCHUSLER’S have in stock 
are not too fine to match 
the hand tailoring we al- 
ways have and always 
will employ. 

J. T. SCHUSLER co. 
379 Robert St. St. Paul 
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MISCELLANEOUS 

CHRONIC SUPPURATIVE OTITIS MEDIA 

(Continued from Page 1004) Classified Advertising 
pert endaural approach has merit and does give, 

on the whole, very satisfactory results. 

1. There is less soft tissue disturbance. ASSISTANT WANTED-—In general practice, in coun- 
ty seat town of 2800, new Sister Hospital. Consider. 

2. The operative maneuvers are more directly able surgery and obstetrics. Nearly new home avail- 
: ble. Sal 50.00 a month. Address D-207, 

over the middle ear and antrum where usually eee nyt mesma —s ‘, Cate 

the most important work is centered. It seems 

to be a perfect approach for the modified tym- WANTED—Associate (general practitioner or sur- 
panomastoidectomy. geon). Overworked M.D., age 38, wishes to share 

, ‘ ° work, vacation periods, week ends, et cetera. New 
3. The construction of the plastic flap is mage-to-order two-man office; new hospital in village 

simplified. of 2,000 in Scandinavian trade area of 15,000 in Min- 
. : i nesota. Address D-208, care MINNESOTA MEDICINE, 

4. Postoperative care and discomfort is les- 

sened. 
my , , POSITION WANTED—Experienced laboratory techni- 

When the technique is carefully followed it cian and office assistant wishes position in physician's 
would seem to have distinct advantage in the office or clinic. Twin Cities preferred. Address D-209 

: : care MINNESOTA MEDICINE. 
tympanomastoidectomy over the classical post- 

aural route. 
References PHYSICIAN WANTED—In eastern South Dakota, 

town of 1,000 population. Excellent farming communi- 
1. Boies, L. R.: Chronic su pusative otitis media. Ann. Otol., ty. Hospital under a em only one in county— 

Rhinol. an ryngol., 54:265, 1945. population 13,000. Physician needed badly; excellent 
 pengF. Edward B.; Diseases of the is "company 1903," opportunity. Address G. H. Maxam, President, Kings- 
. Ersner, Mathew S.: Mastoiditis and sinus Dhiebitis. In bury County Memorial Hospital, Lake Preston, South 

ackson and Jackson: Diseases of the Nose, Throat and Dakota. 
r. P. 306. Philadelphia: W. B. Saunders Company, 1945. 

. Lederer, F. L.: Diseases of the Ear, Nose and Throat. 
P. 182, Philadelphia: F. A. ene Coueeny. — aes 

5. Lillie, H. L: A mpirical clinical classification of chronic J 
suppurative otitis media. Atlantic M. J., 31:559-564, (May) X-RAY AND LABORATORY TECHNICIAN 
1928. WANTED—Five-doctor clinic with completely equip- 

ped laboratory. Salary open. Address D-210, care 
MINNESOTA MEDICINE. : 

Practical Nursing Course 
Nine months’ course open to high school WANTED—Well-qualified young physician interested in 

, : internal medicine and general practice for association 
graduates or women with equivalent with well-established general surgeon in suburbs. 
education. Address D-176, care MINNESOTA MEDICINE. 

For further information 
: PHYSICIAN WANTED — Scandinavian community 

write —e see bey Pe. bay | new 
: * modern home and office combined, occupied by former 

Mrs. Lydia Zielke, Supt. of Nurses doctor and available at reasonable rent. No invest- 
FR ANKLIN HOSPIT AL ment required for dwelling and office. Territory estab- 

lished. Thriving farm and dairy community. John O. 
501 Franklin Avenue Minneapolis 5, Minnesota yg nanan Commeicial Club Committee, Stor- 

en, Minnesota. 

PHYSICIAN WANTED—Good country town with 
e drug store, good schools and churches. An exception- 

Friedman Pregnancy Test pd large territory. Address D-201, care MINNESOTA 
MEDICINE. 

Requires Only 48 Hours 

PRICE $5.00 FOR SALE—Long-established general practice, South- 
WRITE FOR FREE MAILING TUBE ern Minnesota. Population 2700. Community hospital 

AND VIAL to be built soon. Excellent hospital close by. Well- 
equipped office. Priced on inventory value. Modern 

Established 1938 home, if desired. Immediate possession. Address 
§ ‘ ’ D-195, care MINNESOTA MEDICINE. 

Pregnancy Diagnostic Laboratories 

DYSART, IOWA FOR SALE—1942 Birtcher surgical diathermy power 
unit with a Nesbit-McCarthy prostatic resectoscope. 
Address D-211, care MINNESOTA MEDICINE. 
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