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NEOPLASMS OF THE BONY PELVIS PRODUCING THE SCIATICA SYNDROME 

ELMER C. PAULSON, M.D. 

Worthington, Minnesota 

T is generally recognized that the causes of 

sciatica are manifold. However, in recent 

years, it has been emphasized in hundreds of pub- 

lications that ruptured lower lumbar intervertebral 

disks are by far the commonest cause, particularly 

of unilateral sciatica. The symptoms and signs of 

a ruptured disk are now so well known that there 

is a danger of forgetting about the other possi- 

bilities, of which Stuck lists thirteen.* 

This paper will deal with only one of these other 

causes of sciatica: tumors of the sacrum and iliac 

bones. In all cases described, a ruptured disk was 

considered clinically to be a possibility. In some of 

the cases, this was the only possibility considered. 

In others, it was one of two or three possibilities. 

In all of the cases, a painstaking perusal of the 

roentgenogram of the pelvis revealed the cause of 

the sciatic pain to be a bony tumor. It is note- 

worthy that in some of the earlier cases of the 

series, the diagnosis was completely missed on the 

first reading and only picked up in retrospect 

after the surgeon had performed a laminectomy, 

during which he encountered tumor tissue. This 

experience has not been unique with us. Radiolo 

gists generally agree that the pelvis, and particu- 

larly the sacrum, is a difficult structure in which to 

recognize early bone lesions. The most obvious 

reason for this, of course, is the variable distribu- 

tion of intestinal gas and feces over this portion 

of the radiograph. We feel that it is necessary 

for a radiologist to train himself to examine each 

sacral ridge and foramen in minute detail before 

dismissing a pelvic film as normal. 

From the Department of Radiology of the University 
of Minnesota, Minneapolis, Minnesota, and the Charles 
I’. Miller Hospital, Saint Paul, Minnesota. 
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Fig. 1. From Gray’s Anatomy, showing the relation- 
ship of the origin of the sciatic nerve to the sacrum and 
iliac bone. 

Figure 1, taken from Gray’s slnatomy, shows 

the relationship of the lumbo-sacral trunk and 

sacral plexus to the sacrum, Since the. first and 

second sacral nerves contribute important com 

ponents to the sciatic nerve, it is graphically ap 

parent that bony lesions in the proximity of the 

foramina of these nerves would cause pressure 

upon the nerves, which would be manifested by. 

symptoms along their distribution. DeSeze, Or-- 

donneau and Jurmand' describe several. cases of 

unilateral sciatica in which pelvic roentgenograms 

showed involvement of the first two sacral fora- 

mine with metastatic cancer. In their case, the 

findings exactly mimicked those of a herniated 
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disk, including loss of the Achilles reflex and pain 

along the external side of the foot to the fifth 

toe. We have been impressed, also, by the fact 

that lesions of the ilium bordering on the greater 

sciatic notch (through which the sciatic nerve 

passes posteriorly) are apparently capable of ini- 

tiating sciatic pain, probably by pressure upon the 

nerve trunk. Case 2 is an example of this condt- 

tior. 

In the practical consideration of a given case 

of sciatica, there are certain factors in the history 

which may aid the clinician in deciding whether a 

pelvic bony tumor should be considered in the 

differential diagnosis. These factors have been 

well summarized by M. J. Chavany' in his discus- 

sion of the paper by DeSeze et al. In the first 

place, these bony tumors are quite often metastatic 

carcinomas. Consequently, in any patient who has 

any history of cancer, e.g., breast carcinoma, this 

possibility should be given priority in investigation 

of a sciatic syndrome. Also, in patients of ad- 

vanced age, the possibility of metastatic cancer 

should head the list. The character of the pain 

may contribute a clue. In the case of bone metas- 

tases, the pain is usually persistent and extreme 

in degree. Even morphine may not completely 

relieve it. 

It has become the standard procedure in many 

places to order lumbar myelograms in sciatica 

cases to confirm the clinical impression of a rup- 

tured disk and to get accurate information on the 

size and location of the ruptured disk. Prelim- 

inary to the myelography, it is customary to take 

routine anteroposterior and lateral films of the 

lumbo-sacral spine. This is done with two ends 

in view : first, to search for other lesions ; and sec- 

ond, to help plan the myelogram. We believe that 

this practice should be universal and that these 

films should be studied painstakingly with a fine- 

toothed comb. One must guard against the habit 

of using these films only for planning the myelo- 

gram. 

The cases which follow were all tumors of the 

bony pelvis in which sciatic pain was a prominent 

feature : 

Case 1—R. R., a woman, aged forty-five. (Fig. 2). 

History.—Slipped on damp floor while at work seven 
weeks ago and injured her lower back and right hip. 
After a few days, her hip stiffened and she became bed- 
ridden. Treated with local heat and chiropractic adjust- 
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ments. After four weeks, she was hospitalized. Her pain 
was located in the right sacro-iliac region and radiated 
down the back of the right leg to the heel. 

Physical Examination—Generally normal except fo: 
evidence of exquisite pain on motion of right leg. 

Leboratory—Fasting blood sugar, 152 mg.; 190 mg. 
Sedimentation rate, 95 mm. Hemoglobin, 10.6 gm. Undu 
lant fever agglutination, negative. 

Clinical Diagnosis—(1) Diabetes mellitus, mild, (2) 
Herniated intervertebral disk. (3) Obscure sacro-iliac 
pathology. 

X-Ray Examination—Lumbo-sacral spine (December 
8, 1948) : Second degree spondylolisthesis of fifth lumbar 
vertebra on sacrum. Large area of bone destruction 
involving right wing of sacrum. Indistinctness of right 
sacro-iliac joint. Conclusion: Neoplasm, questionable 
type, probably metastatic. 

Course.—Given series of deep x-ray treatments to right 
sacro-iliac regicn with relief of pain and disability. A 
year later was feeling well. No follow-up since. 

Case 2—Mrs. E. J., a woman, aged forty-eight (Fig. 
3). 

History.—Had right radical mastectomy on June 27, 
1949, for carcinoma. On December 11, 1949, was ad- 
mitted to hospital with complaint of intermittent pain in 
left leg for past six weeks. Pain radiated down leg to 
ankle, aggravated by coughing and straining. 

Physical Examination —Absent right breast. Left sacro- 
iliac tenderness. 

Laboratory—Hemoglobin, 11.7 gm.; white blood cells, 
8,350. Sedimentation rate, 99 mm/hr.; 114 mm/hr. 

Diagnosis——(1) Possible metastases. 
intervertebral disk. (3) Arthritis. 

(2) Herniated 

X-Ray Examination—Pelvis (December 14, 1949): 
Showed area of destruction in left ilium and in left 
ischium, typical of carcinomatous metastases. 

Course.-—Series of deep x-ray treatments to left side 
of pelvis. Also given testosterone 75 mg. 1l-m weekly; 
later increased, for five weeks. These treatnrents were 
followed by relief from pain. 

Case 3—A. E., a man, aged sixty-seven (Fig. 4). 

History.—About two months ago, he began to experi- 
ence a little slowing of his urinary stream and nocturia. 
The symptoms continued until a week ago, when he 
developed acute urinary retention and has had to be 
catheterized daily since. 

Also, about two to three months ago, he began to have 
intermittent pain in his right leg. This pain had been 
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Fig. 2 (above). Case 1. R. R. Note the spondylolisthesis at the lumbo-sacral junc- 
tion which was not the cause of the sciatica. There is a large area of bone destruction 
in the right wing of the sacrum, which is difficult to distinguish from colonic gas 
shadows, particularly in this reproduction. The original roentgenogram showed it to 
better advantage. 

Fig. 3 (below). Case 2. E. J. Areas of destruction from carcinomatous metastases 
are demonstrated in the left ilium and left ischium. The upper lesion lies adjacent 
to the pathway of the left sciatic nerve. 
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excruciating and occurred in spells lasting two to three 
hours or more. The pain would start in buttock, knee, or 
ankle and radiate up or down the posterior aspect of the 
leg. The pain occurred anytime and was not initiated 
by activity. No history of injury. Occasionally there 
had been numbness of the leg. 

Fig. 4. Case 3, A. E. There is a large, ragged area of 
bone dstruction on the right side of the upper sacrum. 
Here, again, the diffculty of distinguishing the lesion 
from colonic gas shadows is obvious. It is often neces- 
sary to repeat the examination or use stereoscopic views 
before making a deffhite diagnosis. ~ s 

Physical Examination—Generally normal except for 
absent ankle jerk and reduced knee jerk on right side; 
normal on left. Analgesia and anesthesia of lateral side 
of right foot and last three toes. Prostate not enlarged, 
but nodular and stony hard on right side. 

Laboratory.—Urine: trace of albumin; few red blood 
cells and pus cells. Hemoglobin, 14.5 gm.; white blood 
cells, 8,700. Blood urea nitrogen, 10 mg. Acid phos- 
phatase, 5.7 units. 

Treatment.—Surgery: transurethral resection, . vasec- 
tomy. 

X-Ray Examination.— Pelvis (January 10, 1950): 
Showed a rather vague destructive process on the right 
side of the upper sacral segments: Conclusion: Car- 
cinoma metastases. 

Case 4.—J. R., a man, aged eighteen (Reproduction 
of x-ray failed to show lesion satisfactorily). 

History.—Injury to lower back four weeks ago follow- 
ed by pain in left thigh, radiating to ankle, with sciatic 
distribution. Requires cane for walking. Recent dif- 
ficulty with micturition and defecation. 
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Physical Examination—Tenderness to left of lumbar 
spine and over left hip, and along course of left sciatic 
nerve. Neurological examination negative. 

Laboratory.—Urine, negative. Hemoglobin, 92 pei 
cent; white blood cells, negative. 

X-Ray Examination—Lumbo-sacral spine (March 28 
and April 1, 1946): Showed rarefied lesion in left wing 
of the sacrum due to some type of osteoclastic tumor. 

Pathology.—Giant cell tumor (operation at University 
Hospital). 

Case 5.—H. M., a man, aged fifty-six. (Reproduction 
of x-ray failed to show lesion satisfactorily). 

History.—Weight loss, low back pain radiating down 
back of both legs to heels, progressive leg weakness for 
two months. (Patient sent to hospital with provisional 
diagnosis of ruptured disk. Scheduled for myelogram.) 

Physical Examination—Blood pressure, 150/70. Re- 
flexes normal. Tenderness, left sacro-iliac region. Pros- 
tate hard, nodular, fixed: clinically a carcinoma of the 
prostate. 

Laboratory.—Urine, negative. Hemoglobin, 10.6 gm. 
(64 per cent); white blood cells, 16,850. Acid phos- 
phatase, 25 units. 

X-Ray Examination—Lumbar spine and pelvis (De- 
cember 26, 1949): Multiple areas of osteoclastic metas- 
tases involving right side of second lumbar vertebra, 
right side of sacrum, left iliac bone, right acetabulum. 
Pathological fracture left ilium. Pelvis (February 22, 
1950): Improvement of some lesions after deep x-ray 
therapy. 

Case 6.—B, D., a woman, aged fifty-eight (Reproduc- 
tion of x-ray failed to show lesion satisfactorily). 

History —For past eleven months has complained of 
stiffness and aching pain in the hips, particularly the 
right hip. These symptoms have progressed to the 
point where she requires crutches to get around. During 
recent months, she has had numerous medical consulta 
tions and various diagnostic studies, including an intra- 
venous pyelogram which was normal and a lumber spino- 
gram which was normal. 

There was no history of injury. She has had no back 
pain. Occasionally she had pain in the right knee. No 
weight loss. Her general health appeared to be excel- 
lent. 

Physical Examination—Generally negative. There was 
some tenderness over the right iliac crest. Slight limita- 
tion of motion in right hip which is not constant. 

Laboratory.—Urine, normal. Hemoglobin, 14.3 gm. 
(86 per cent); white blood cells, 8,300. Normal differ- 
ential. The red blood cells showed a tendency to 
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rouleaux-formation. Sedimentation rate, 43 mm./hr.; 
40 mm./hr. Alkaline phosphatase, 4.5 units, 6.3 units. 
Serum proteins, 7.1 gm.; albumin/globulin, 1.6. Serum 
calcium, 10.5 mg. 

X-Ray Examination—Pelvis (January 5 and 6, 1950) : 
Showed a sclerotic appearance of the wing of the right 
ilium suggestive of osteoblastic metastasis or lympho- 
blastoma. There was a disuse atrophy of the right femur. 
Biopsy of right ilium showed metastatic carcinoma. 

Course.—The primary lesion was not discovered. She 
was given a course of deep x-ray treatments to the right 
side of the pelvis and received considerable relief from 
pain. Two months later she was re-admitted to the 
hospital in poor condition. She had anorexia, vomiting, 
abdominal distension. Repeat x-ray films of pelvis 
showed a spread of the metastases to both iliac bones and 
the lumbar spine. She expired on her fifth hospital day. 
Autopsy showed a flat carcinoma in the carina of the 
trachea which was interpreted as the primary lesion. 

Case 7.—A. B., a man, aged fifty-five (Fig. 5). 

History.—Pain in right hip, radiating down the back 
of the leg to the heel, for past two months. The pain 
has been getting progressively worse. No other symptoms 
in leg and no difficulty moving leg. No weight loss. 
Suffered from peptic ulcer for many years for which 
he had had a gastroenterostomy in 1940 and a vagot- 
omy in 1949. Had a coronary occlusion in 1949, 

Physical Examination—Generally normal. No tender- 
ness over back of right leg. No limitation of motion. 
Prostate normal. 

Laboratory —Urine normal. Hemoglobin, 6.9 gm. (41 
per cent); red blood cells, 3,120,000; white blood cells, 
11,250. Normal differential. Moderate anisocytosis, hypo- 
chromasia. Acid phosphatase, 2 units. Alkaline phos- 
phatase, 5 units. Stool for occult blood, negative on 
April 2, 1950; positive on April 4, 1950. 

X-Ray Examination—Pelvis (April 1, 1950) : Showed 
large osteolytic lesion of upper portion of right ala of 
sacrum, with some sclerosis of body of sacrum adjoin- 
ing it. Conclusion: Metastatic carcinoma. 

Gastrointestinal study (April 4, 1950): Duodenal de- 
formity indicating old duodenal ulcer, and normally func- 
tioning gastro-enterostomy. Colon (April 4): Normal. 
Chest (April 4): Left ventricular enlargement. Lungs: 
Normal. Intravenous pyelogram (April 6): Normal. 
Retrograde pyelogram (April 13): Normal. Urogram 
(April 13): Normal. Gall bladder (April 15): Non- 
visualization. Aspiration biopsy from right side of sac- 
rum showed metastatic carcinoma. Sternal marrow 
aspiration showed no tumor cells. 

Course.—Patient was given a course of deep x-ray 
treatments with some relief and discharged from the 
hospital. Primary lesion was not found. A year later, 

Novemser, 1951 

re-examination showed a spread of the lesion into the 
lumbar spine. Re-evaluation of the microscopic slides 
resulted in a new diagnosis of chordoma. 

Fig. 5. Case 7. A.B. The osteolytic lesion in the right 
wing of the sacrum with adjoining sclerosis in the body 
of the sacrum is readily apparent. A year later this 
process had spread into the lumbar spine. The biopsy 
diagnosis was chordoma. 

Case 8.—J. S., a woman, aged fifty-six (Reproduction 
of x-ray failed to show lesion satisfactorily). 

History—Backache and pain in left leg for three 
months. Attacks of pain begin as numbness of sole of 
left foot and pain in back. During the night the pain 
would become unbearable and would yield only to 
opiates. 

Physical Examination Obese. Tenderness in left calf 
muscles. Positive straight leg raising—70 degrees on 
left, 90 degrees on right. Absent ankle jerk and plantar 
heel jerk on left. 

Laboratory—Urine normal. Hemoglobin, 13.9 gm.; 
white blood cells, 5,200. Spinal fluid protein, 134 mg. 

X-Ray Examination—No films made of lumbo-sacral 
spine because this had been done on the outside and re- 
ported normal. Myelogram on June 26, 1942, showed 
constriction of dural sac at lumbo-sacral junction, more 
marked on left side. 

Course.—Patient was transferred to the University 
Hospital for laminectomy on June 30, 1942. On July 2, 
left hemilaminectomy done at level of L5—S1. A tumor 
mass was encountered in the muscles superficial to the 
laminae. Biopsy showed either Ewing’s tumor or mye- 
loma. Roentgenograms of pelvis on July 9 showed a 
large destructive lesion in the left wing of the sacrum 
consistent with metastatic lesion, or Ewing’s tumor or 
myeloma. Skull x-rays normal. She was given a series 
of deep x-ray treatments from which she obtained some 
relief and was discharged on July 18, 1942. She was 
re-admitted on February 14, 1943, for intractable pain in 
the left leg. On February 15, a high thoracic cordotomy 
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was done on the right side. On March 3 it was necessary 
to perform the same procedure on the left side for pain 
in the right leg. She died on June 24, 1943. No autopsy. 

7, 1950, disclosed that she was free of pain and appar- 
ently in good health. In April, 1951, she was re-admitted 
with reoccurrence of pain in the sacral region. Review 

Fig. 6. Case 10. F. S. There is distortion and destruction of the upper inter- 
foraminal ridges on the left side of the sacrum. Clinically there was a large tumor 
mass at this site which bulged both anteriorly and posteriorly. Microscopic diagnosis 
was sarcoma. 

Case 9.—R. H., a woman, aged twenty-six. 

History.—Intermittent pain in right sacro-iliac region 
for past two years, with attacks lasting two to six days 
at a time. For past eight months, almost constant pain 
radiating down back of right leg, made worse by cough- 
ing and sneezing. Recently, considerable pain at tip of 
spine. In last three weeks, similar symptoms in left leg 
to less degree. Pain worse at night. Patient has had 
bronchiectasis since’ childhood. Rheumatic fever six 
years ago. 

Physical Examination— Tenderness over lower lum- 
bar spine to coccyx. Sciatic nerve stretching tests posi- 
tive bilaterally, especially on right. 

Laboratory.—Urine normal. White blood cells, normal. 

X-Ray Examination—Spinogram (November 30, 1944, 
at St. Mary’s Hospital) : Showed a large mass displacing 
the dural sac posterior to the body of the fifth lumbar 
vertebra, probably an extradural mass. This may or 
may not be associated with a process involving the right 
sacro-iliac joint. Films not available. 

Surgery:—On December 9, 1944. Tumor tissue en- 
countered in muscles overlying sacrum. Laminae of 
upper sacral segment very thin. After laminectomy tumor 
tissue found in spinal canal on right side. Sacrum in- 
volved. Tumor extended up to fourth lumbar level in 
the spinal canal. Impossible to remove all of tumor. 

Pathology.—Ewing’s tumor (later changed to lym- 
phoblastoma). 
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Course.—She was given a course of deep x-ray therapy, 
with relief. A follow-up letter five years later, March 
of the microscopic slides resulted in a revision of the 
diagnosis to lymphoblastoma. 

Case 10.—F. S., a man, aged thirty-nine (Fig. 6). 

History.—In August, 1949, patient noticed dull pain in 
back aggravated by exercise. Pain gradually worsened 
over next month. Saw a doctor and had an intravenous 
urogram which was negative. In January, 1950, he took 
“adjustments” and heat treatments from a chiropractor, 
with temporary relief. In March, 1950, he again saw a 
physician who diagnosed sciatica. This was concurred 
in by an orthopedist. 

He was hospitalized on May 15, and had a spinogram 
which was reported inconclusive. A lumbar laminectomy 
was done in June, 1950. No ruptured disk was found. 
He obtained slight relief for one to two weeks. 

In July, 1950, a neurosurgeon noted spotty anesthesia 
and muscular weakness around the anus and lower but- 
tocks. There was also anal sphincter weakness. In late 
July, 1950, his sacrum was explored and a small cyst 
was removed from the left second sacral nerve root. His 
left sciatic pain was completely relieved for several weeks. 
Then there was some recurrence of pain in left side of 
the pelvis and down the left thigh. 

Physical Examination.—Moderate muscular atrophy in 
left thigh. Diminished sensation of perianal skin and 
inner thighs bilaterally. Diminished ankle jerks bilater- 
ally. Diminished sensation on dorsolateral surface of 

(Continued on Page 1091) 
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INTESTINAL OBSTRUCTION ASSOCIATED WITH FIBROCYSTIC 

DISEASE OF THE PANCREAS 

Report of Three Cases 

JAMES D. ROGERS, M.D., ARCHIE H. BAGGENSTOSS, M.D., JAMES E. MUSGROVE, 
M.D., and ROGER L. J. KENNEDY, M.D. 

Rochester, Minnesota 

NTESTINAL obstruction in infants with fibro- 

cystic disease of the pancreas may be caused 

by inspissated meconium, by volvulus, by perito- 

neal bands, and by intestinal stenosis or atresia. 

Our interest in these conditions was aroused by 

the difficulties encountered at operation in the 

third case to be reported herein. This report is 

made to bring the condition to the attention of 

surgeons and internists in the hope that the infor- 

mation contained will be of help to them when 

they are confronted by the condition and an emer- 

gency procedure is needed. 

The association of meconium ileus with pan- 

creatic cystic fibrosis was first described by Land- 

steiner in 1905. Subsequently Hurwitt and Arn- 

heim, Kaufmann and Chamberlin and most re- 

cently Hiatt and Wilson have reviewed the liter- 

ature. 

Until recently fibrocystic disease®® of the pan- 

creas has generally been fatal in children. It is 

associated with dissimilar clinical pictures depend- 

ing apparently on the variable ability of the in- 

dividual to adapt himself to deficient pancreatic 

secretion. Evidence has been presented? that the 

nutritional difficulty begins at birth and that the 

pancreatic lesion is present at birth in most, if 

not all, cases. If this is true it must be assumed 

that the meconium is likewise abnormal, but it 

rarely produces complete obstruction unless there 

are associated intestinal lesions or anomalies. Of 

the three cases of intestinal obstruction herein re- 

ported only the first one represents uncomplicated 

meconium ileus. In certain patients living beyond 

the neonatal period the celiac syndrome may be- 

come manifest (large, pale, offensive fatty stools, 

abdominal distention, anorexia, wasting, stunting 

of growth and symptoms of deficiency disease) 

and is most obvious in cases in which death occurs 

Dr. Rogers is Fellow in Surgery, Mayo Foundation, 
University of Minnesota, Rochester, Minnesota; Dr. 
Baggenstoss is with the Section on Pathologic Anatomy ; 
Dr. Musgrove is with the Division of Surgery and Dr. 
Kennedy with the Section on Pediatrics, Mayo Clinic, 
Rochester, Minnesota. 
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after six months of age. Death in this group is 

precipitated by diffuse inflammatory pulmonary 

disease. Particularly in patients who die between 

birth and six months of age the outstanding symp- 

toms are generally those of a chronic respiratory 

infection. 

Report of Cases 

Case 1—A white male infant, one day old, was ad- 
mitted to the Mayo Clinic on July 27, 1929. Birth had 
been normal. No stool or flatus had passed. The abdo- 
men was moderately distended. On rectal examination 
it was believed that an obstruction might exist at the in- 
ternal sphincter. Laparotomy was performed on the 
day of admission. Distended small bowel was en- 
countered proximal to what appeared to be an area of 
obstruction in the ileum. An enterostomy tube was 
sutured into the distended bowel. After operation gas 
escaped from the tube, but liquid and solid material 
drained poorly. Occasionally small amounts of meconium 
were obtained with irrigations. The infant regurgitated 
and vomited all oral feedings, the content of which in- 
cluded particles of meconium. Death occurred August 1, 
1929, the fifth day after birth. Prior to death many 
coarse rales were heard over the entire chest. 

Necropsy.—Moderate jaundice was manifest. The 
jejunum and proximal portion of the ileum were dilated 
and contained meconium and bile. Fifty-five centimenters 
from the pylorus an ileostomy tube had been inserted 
and the distal portion of the ileum was collapsed. There 
was no evidence of stenosis or atresia at any point. 
The liver weighed 158 gm. 

Histologic Examination.—All sections of the liver re- 
vealed atrophy of the liver cells with marked conges- 
tion of the sinusoids. Both the Kupffer and parenchymal 
cells contained an excessive amount of bile pigment. 
There were occasional bile thrombi in the biliary cana- 
liculi. Numerous polymorphonuclear and a few eosino- 
philic leukocytes were observed in the periportal lymph 
vessels and connective tissue. Sections of the pancreas 
showed marked dilatation of many intralobular ducts 
and acini. (Fig. la and b). They were filled with 
eosinophilic secretion which contained a few polymor- 
phonuclear and mononuclear leukocytes. The cells lining 
the dilated acini were flattened and had lost their zymo- 
gen granules. There was a moderate increase in both 
interacinar and interlobular connective tissue. The islets 
appeared normal. 

The diagnoses were (1) recent (five days) ileostomy 
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for meconium ileus; (2) fibrocystic disease of the pan- 
creas; (3) congestion and atrophy of the liver with 
biliary stasis and (4) icterus. 

Tissue removed consisted of 20 cm. of jejunum and 
ileum. There was congenital atresia of the ileum with 
ulceration and overlying peritonitis. The bowel proximal 

<= 

Fig. 1 (Case 1). Fibrocystic disease of the pancreas. Dilatation of ducts 
and acini with fibrosis (hematoxylin and eosin). (a) X 110; (b) X240. 

Case 2.—Within a few hours after an uncomplicated 
birth on November 9, 1946, a white female infant ex- 
hibited distention of the upper part of the abdomen. No 
stool or meconium was passed. Emesis of green material 
occurred on five occasions. The rectum was patent on 
digital examination. A roentgenogram of the abdomen 
revealed distention of the stomach and duodenum with 
fluid and gas, but no gas was seen in the intestinal tract 
below the ligament of Treitz. A diagnosis of atresia of 
the upper portion of the small bowel was made. 

Laparotomy was performed twelve hours after birth. 
On incision of the peritoneum large, dilated loops of 
small bowel and many adhesions were encountered. The 
terminal ileum was % inch (0.64 cm.) in diameter. Its 
patency, together with that of the colon, was demon- 
strated by injection of a saline solution. Twenty centi- 
meters proximal to the cecum the ileum was completely 
atretic with no demonstrable lumen. At this site there 
was a large congenital opening in the mesentery with an 
associated volvulus wherein the terminal 15 cm. of di- 
lated jejunum had twisted on itself for two complete 
turns. The bowel had perforated in this area and was 
found to be adherent to the fundus of the uterus. This 
attachment was separated and the portion of the small 
bowel in which atresia and the volvulus were situated was 
excised. An end-to-side anastomosis of the distal jejunum 
to the patent terminal ileum was performed. 
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Fig. 2 (Case 2). Specimen removed at operation. 
Atresia of ileum, mass of meconium and dilatation and 
hypertrophy of proximal intestine. 

to the stricture was dilated and filled with thick, inspis- 
sated meconium (Fig. 2). 

The infant failed to pass flatus or stool following op- 
eration. Emesis of dark green material occurred on 
several occasions, and the abdomen continued to be dis- 
tended. The child failed to respond to gastric suction 
and administration of plasma, blood and subcutaneous 
fluids and died on the fourth postoperative day. 
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Necropsy.—The peritoneal cavity contained about 50 
cc. of watery fluid. The intestinal coils were attached to 
each other and to the omentum by a thick greenish brown 

which resection of portions of jejunum and ileum with 
jejuno-ileostomy had been performed; (2) general peri- 
tonitis; (3) fibrocystic disease of the pancreas; 

Fig. 3 (Case 2). Fibrocystic disease of pancreas. Dilated ducts and acini 
contain secretion. Interstitial fibrosis (hematoxylin and eosin X110). 

exudate. The posterior portions of both lungs were 
collapsed and of increased consistency. The liver 
weighed 117 gm. and was greenish brown. There were 
superficial erosions of the mucosa in the lower third of 
the esophagus. Proximal to the anastomosis the jeju- 
num was markedly distended. When the jejunum was 
opened a thick, greenish, pseudomembranous exudate 
was found covering the mucosa. In the stomach and 
also in the colon were masses of white putty-like me- 
conium. The pancreas appeared grossly normal. 

Histologic Examination.—Sections of both lower lobes 
of the lungs revealed a purulent exudate in the alveoli 
with colonies of bacteria. In the liver there were ex- 
cessive amounts of bile pigment in the parenchymal and 
Kupffer’s cells and bile thrombi in the biliary canaliculi. 
There was evidence of chronic passive congestion togeth- 
er with necrosis of cells in the central portions of many 
of the lobules. Sections of the esophagus revealed ul- 
ceration of the mucosa down to the muscularis mucosae. 
A fibrinopurulent exudate covered the ulcerated areas. 
Sections of the ileum revealed ulceration down to the 
muscularis mucosae. A fibrinopurulent exudate cov- 
ered the ulcerated surface. Many polymorphonuclear 
cells and phagocytes were observed in the serosa. Ex- 
amination of sections of the pancreas revealed dilatation 
of the acini and the small intralobular ducts (Fig. 3). 
These contained an eosinophilic secretion and a few 
sloughed epithelial cells. The lining epithelial cells of 
the acini were flattened and had lost their zymogen 
granules. The interacinar connective tissue was in- 
creased slightly. 
The following diagnoses were made: (1) recent 

(three days) separation of adhesions, old peritonitis, con- 
cenital atresia of the terminal ileum and volvulus for 
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(4) pseudomembranous enteritis; (5) bronchopneumo- 
nia of both lower lobes and (6) biliary stasis of the liver. 

Case 3—A white female infant, three days old, was 
admitted to the Clinic on September 1, 1948, with a ten- 
tative diagnosis of atresia of the rectum. The pregnancy 
had been normal and the delivery uncomplicated. The 
child had had no bowel movement, but had passed urine 
within twelve hours after birth. 

Physical examination revealed a well-developed in- 
fant with a distended abdomen. The rectal temperature 
was 99.6° F. A tense mass approximately 2 cm. in 
width was found which seemed to be filled with gas. It 
occupied the cecal area and extended upward into the 
right upper quadrant of the abdomen. A firmer mass, 
parallel to this, was located on the left side of the abdo- 
men over the descending colon. Audible peristalsis was 
absent. On rectal examination it was possible to insert 
the fifth finger without difficulty to a depth of 4 to 5 cm. 
at which distance a diaphragm-like obstruction was met; 
the center of the bowel, however, seemed patent. A small 
amount of blood was noted on the examining finger. In 
other respects the physical examination gave negative 
results. 

Leukocytes numbered 18,500 per cubic millimeter of 
blood. The value for the hemoglobin and the erythro- 
cytes and differential counts were within normal limits. 
A roentgenogram of the abdomen made after a catheter 
was inserted into the rectum demonstrated distended loops 
of bowel. From the lateral view it was evident that the 
catheter was posterior to the air-filled upper portion of 
the rectum. Radiopaque oil was introduced into the 
colon and the roentgenogram showed the colon to be 
well outlined and patent. A diagnosis of intestinal ob- 
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struction was made and meconium ileus was suggested 
as a possible etiologic factor. 

At operation on the day of admission distended coils of 
small bowel presented themselves when the peritoneum 

' Appendix 
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Fig. 4 (Case 3). Specimen removed at operation. 

was incised. The terminal half of the ileum was found 
to be distended to three to four times its normal size, 
while the colon was completely collapsed but lying in its 
normal position. The history, roentgenologic studies and 
previously mentioned operative findings all pointed to 
atresia of the ileocecal valve. A short incision in the 
distal portion of ileum confirmed this diagnosis, but also 
drew attention to the thick, tenacious meconium. All 
attempts to remove the obstructing meconium were un- 
successful. Another antimesenteric incision was then 
made in the ileum approximately 6 inches (15 cm.) ceph- 
alad to the ileocecal valve, in the hope that the terminal 
ileum could be stripped between the surgeon’s fingers and 
thus its contents could be removed, but this attempt 
failed. The meconium could not be removed, the mes- 
entery of the terminal ileum was torn and there was an 
atresia of the ileocecal valve. With these three difficul- 
ties it was decided to resect the distended ileum, cecum 
and proximal ascending colon and perform a side-to-side 
ileocolostomy. The child withstood the operation fairly 
well but the attempts to remove the meconium were too 
much for her and she died fourteen hours after opera- 
tion. 

The specimen removed at operation consisted of 25 cm. 
of terminal ileum, cecum, appendix and 3 cm. of the 
right portion of the colon. The ileocecal valve was im- 
perforate. The small intestine was dilated and contained 
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sticky meconium (Fig. 4). The appendix measured 
2 cm. in length and 3 mm. in diameter and was normal. 

Necropsy.—The terminal ileum near the site of the 
anastomosis was hypertrophied and dilated and contained 
a strip of green, very firm meconium 25 cm. in length. 
There was focal congestion throughout the small in- 
testine. 

Histologic Examination—Hemorrhages into the mu- 
cosa of the ileum were present together with slight dila- 
tation of the intestinal glands. In the pancreas intra- 
lobular and interlobular ducts were dilated moderately. 
They contained eosinophilic secretion together with large 
numbers of polymorphonuclear cells (Fig. 5). A few 
acini also were dilated and contained polymorphonuclear 
cells. The interstitial connective tissue was increased in 
amount and contained many polymorphonuclear and 
mononuclear leukocytes. 

The following anatomic diagnoses were made: (1) re- 
cent (one day previously) resection of the terminal ileum 
and cecum with ileocolostomy for congenital atresia of 
ileocecal valve and meconium ileus; (2) fibrocystic dis- 
ease of the pancreas and (3) hypertrophy and dilatation 
of the ileum. 

Comment 

Use of radiopaque oil for roentgenologic exami- 

nation is of definite value in the diagnosis of ileus 

of the newborn for it will determine the patency of 

the colon and will aid in the detection of malrota- 

tion of the bowel. Knowledge such as this, gained 

preoperatively, is of value in carrying out a well- 

organized, methodical examination of the intestine 

at the time of exploratory laparotomy. The radi- 

opaque oil also distends and lubricates the col- 

lapsed distal portion of the bowel. 

Pathologic Aspects 

The appearance of the intestinal tract of cases 

of meconium ileus is rather typical although some 

variation may occur. The duodenum and jeju- 

num are usually normal in size. The upper 

part of the ileum presents the greatest degree 

of distention. This is filled with a tenacious, 

viscid meconium which is frequently so mucilagi- 

nous that fingers and instruments are not easily 

extricated after contact. The ileum is gradually 

less distended caudad so that the lower third of 

the ileum is generally normal in size and contains 

meconium that is more firm and dry than that ob- 

served in the proximal part of the ileum. Inspis- 

sated meconium has been found not infrequently 

to extend beyond the ileocecal valve and to occupy 

either the greater part of the colon or one or more 

of its anatomic divisions. In a few reports the 
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meconium responsible for obstruction has been almost invariably exhibit most of the following 

confined exclusively to the colon. The large bowel findings: (1) obstruction of the trachea, bronchi 

may exhibit appreciable distention proximal to the and bronchioles by thick, tenacious mucopurulent 
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Fig. 5 (Case 3). Fibrocystic disease of the pancreas (hematoxylin and 
eosin, 240). 

obstructing mass, in which event the terminal 

ileum may likewise be distended. There are sev- 

eral reports of ulceration and perforation of the 

large bowel chiefly in the ascending colon or he- 

patic flexure associated with inspissated meconium 

at least part of which was obstructing the colon. 

Ulceration of the small bowel such as occurred in 

Case 2 has been observed less frequently. 

Few gross changes have been noted in the ap- 

pearance of the pancreas. The lobules may be 

rounded and uneven in size with infiltration of fat 

or increased fibrous connective tissue. The gland 

may appear firmer than normal and contain tiny, 

opaque, grayish-yellow nodules. The pancreatic 

ducts are usually dilated. Histologically the pan- 

creas may vary considerably depending on the ex- 

tent of the disease. Dilated ducts and acini are 

seen to contain varying amounts of coagulated 

secretion. The cells of the epithelial lining are 

flattened and may be squamous in type. The 

acinar parenchyma is atrophied and the interacinar 

and interlobular connective tissue is increased and 

may be infiltrated with lymphocytes or mononu- 

clear cells. The islands of Langerhans are usually 

normal in size and number but may appear 

edematous. 

The lungs of patients who live beyond the neo- 

natal period and also have pancreatic changes 
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exudate; (2) emphysema and atelectasis, usually 

in combination; (3) suppurative bronchitis and 

(4) bronchiectasis with patches of bronchopneu- 

monia and abscesses. Although in infants with 

meconium ileus one or more of the findings have 

frequently been reported, more commonly a path- 

ologic description of the lungs has either been 

omitted from the reports or the changes have been 

less extensive in nature or degree. Likewise, in 

the older age group the mucous glands of the 

trachea, bronchi, esophagus, duodenum, jejunum 

and gall bladder and the acini of the salivary glands 

have been reported to be distended with a thick, 

inspissated material similar in histologic appear- 

ance to that observed in the pancreatic acini and 

ducts. Inspissation of biliary secretion, biliary 

cirrhosis, fatty infiltration of the liver and deposits 

of calcium in the kidneys have occasionally been 

described in patients who lived for more than a 

few months after birth. Occasional findings of a 

similar nature have been reported in infants with 

meconium ileus, but for the most part histologic 

descriptions of the organs have not accompanied 

the reports of these cases. 

Etiologic Factors 

The cause of fibrocystic disease of the pancreas 

is in dispute. Its presence in the newborn and its 
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early development in infants suggest a congenital 

origin consisting of stenosis or atresia of the pan- 

creatic ducts.***"7%'8 Tn a recent study® obstruc- 

tion of the pancreatic ducts was found in each of 

five cases in which serial sections of the papilla of 

Vater and the head of the pancreas were made. 

A definite familial tendency also favoring the con- 

genital hypothesis has been observed.*:7** The 

fact that congenital anomalies were present in the 

intestine and mesentery (Cases 2 and 3) suggests 

that the pancreatic lesion is also the result of a 

congenital malformation. 

Blackfan and Wolbach® and Farber" have stat- 

ed that an abnormally thick pancreatic secretion 

causes intrinsic obstruction in the acini and small 

ducts. Similar changes in other glandular struc- 

tures already mentioned have suggested that me- 

conium ileus is part of a generalized disease in- 

volving many glandular structures but with the 

greatest effect manifest in the pancreas. Because 

of the frequent occurrence of pulmonary lesions, 

the possibility that the disease resulted from infec- 

tion, particularly of a viral nature, has been ad- 

vanced but lacks supporting evidence. Vitamin de- 

ficiency is currently recognized as a complication 

rather than a probable cause of the disease. It is 

perhaps possible for such a deficiency to result in 

a keratinizing metaplasia of the epithelium of the 

duct with subsequent obstruction of the pancreatic 

ducts and of the respiratory passages by masses 

of keratinized debris, but this is a rare event. 

More than likely the early pulmonary lesions are 

the result of obstruction of the bronchi by thick, 

tenacious mucus. 

Other etiologic factors which have been suggest- 

ed are spasm in the ducts of the pancreas and other 

glands, a deficiency of mucinase or an autonomic 

imbalance in the activity of the pancreas and mu- 

cous glands any of which might tend to alter the 

normal composition of glandular secretion. 

In any event it is generally agreed that meco- 

nium ileus in the newborn is secondary to a path- 

ologic process of the pancreas and is manifest by 

the inability of the intestines to propel a thick, 

mucilaginous meconium, the altered physical state 

of which is explained by the failure of pancreatic 

enzymes, particularly trypsin, to act on it during 

intra-uterine life. 

Treatment 

Several reports®’® have been made on variable 

obstructive symptoms in newborn infants relieved 
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by the passage of plugs of meconium with no sig- 

nificant sequelae. However, until the recent re- 

port of Hiatt and Wilson’* patients who failed to 

respond to conservative measures or those on whom 

operations were performed for relief of obstruc- 

tion all died as a result of either inadequate relief 

of the obstruction or from subsequent infection. 

In 1943, Farber’? reported the first successful sur- 

gical procedure for the treatment of meconium 

ileus. He was able to remove the tenacious meco- 

nium from the bowel by irrigating the ileum with 

a 1 per cent saline solution of pancreatic extract. 

His in vitro experiments showed that when this 

abnormal material was placed in contact with sa- 

line solutions of pancreatin (1 to 10 per cent at 

37.5° C.) it was quickly reduced to a liquid state. 

This observation provides evidence for the opinion 

that the lack of pancreatic enzymes is the chief 

factor responsible for meconium ileus. The in- 

fants on whom Farber corrected bowel obstruction 

later died from intercurrent infection. 

In Hiatt and Wilson’s report the intestinal ob- 

struction was successfully relieved in five of eight 

cases of meconium ileus with proved cystic fibrosis 

of the pancreas. The three patients for whom this 

was not accomplished died within six days after 

operation, one of peritonitis, one of a devitalized 

loop of ileum and one of unknown cause as nec- 

ropsy was not performed. One of the five patients 

whose obstruction was relieved died at three 

months of age of severe, bilateral pneumonia. The 

remaining four, and the only patients who had 

meconium ileus known to survive beyond a few 

weeks or months ranged in ages from three and a 

half to twenty-six months and were in good health 

barring occasional upper respiratory infections of 

a mild or moderately severe nature. 

The successful technique employed by Hiatt and 

Wilson in overcoming the difficulty of removing 

the meconium, consists of placing a purse-string 

suture in the serosa and muscularis mucosae just 

proximal to the atrophic terminal segment of 

ileum at the point where the gut becomes dilated. 

An incision, 1 cm. long, is made into the lumen and 

a small catheter is inserted as far as possible to- 

ward the ileocecal valve. The suture is tightened 

and the terminal ileum is dilated with saline solu- 

tion. When considerable pressure has been ob- 

tained the suture is loosened and the fluid and 

chunks of meconium are allowed to escape into a 

basin. This process is repeated in the distal and 

then in the proximal direction until all meconium 
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has been removed. At this point a solution of pan- 

creatin may be inserted through the catheter which 

is removed and the enteric stoma closed. Pan- 

creatin, however, may be given as effectively 

through a nasogastric tube. Following operation 

the salient features in the successful :-anagement 

of the cases of Hiatt and Wilson have been: 

(1) low fat, high protein diet; (2) high vitamin 

intake ; (3,.) pancreatin by mouth daily; (4) early 

use of chemotherapeutic and antibiotic agents to 

combat infection and (5) frequent examinations, 

including roentgenograms of the thorax. 

Comment 

Newborn infants with meconium ileus usually 

present evidence of advanced intestinal obstruc- 

tion. Vomiting begins soon after birth, the vomi- 

tus contains bile and there is progressive abdomi- 

nal distention. There is usually no history of the 

passage of meconium or stool. Pugh stated that 

Neuhauser made a correct preoperative diagnosis 

of meconium ileus in 4 of 10 cases by observing 

small bubbles in a medium of water density distal 

to the main column of gas in the upper part of the 

small bowel. Apparently these resulted from small 

quantities of gas being forced into the tenacious 

meconium. This picture was seen in three of the 

eight cases descrited by Hiatt and Wilson. How- 

ever, it was not demonstrable by roentgenographic 

studies in two of our cases (Cases 2 and 3). 

Case 3 of our series is the only case of me- 

conium ileus associated with an imperforate ileo- 

cecal valve reported to date as far as we know. 

However, other anomalies including the atresia 

of the ileum exhibited in Case 2 have been ob- 

served frequently. Andersen’ cited two cases of 

proved fibrocystic disease of the pancreas in which 

the patients died when less than one week of age. 

In one infant, multiple atresias of the ileum were 

noted; in the other atresia of the jejunum asso- 

ciated with additional congenital anomalies was 

found. Blackfan and May’ reported four similar 

examples. In these cases with intestinal obstruc- 

tion the possibility that the pancreatic changes are 

secondary has been considered. Dilatation of the 

pancreatic acini frequently accompanies intestinal 

obstruction in the adult. In such cases, however, 

fibrosis is minimal or absent, and dilatation of the 

ducts does not occur. For these reasons the pan- 

creatic changes in the cases reported herein are 

considered as representing true fibrocystic disease 
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and not a phenomenon secondary to intestinal 

obstruction. 

Volvulus was found in Case 2 and has not in- 

frequently been observed in association with me- 

conium ileus. It is presumed to result from ex- 

cessive writhing of the characteristically elongated 

and hypertrophic coils of small bowel which are 

found proximal to the obstructing inspissated me- 

conium. The peritoneal bands occasionally en- 

countered (Case 2) have been attributed by An- 

derson and Hodges? to the peritoneal irritation 

which may occur after obstruction by meconium. 

Summary 

Intestinal obstruction in infants with fibrocystic 

disease of the pancreas may be caused by inspis- 

sated meconium, by volvulus, by peritoneal bands 

and by intestinal stenosis or atresia. 

Until recently meconium ileus has generally 

been a fatal disease of infants associated with 

pancreatic insufficiency. However, many reports 

have neglected to observe the existence of pan- 

creatic disease in intestinal obstruction of this na- 

ture since the condition was first described in 

1905. Three cases of intestinal obstruction asso- 

ciated with fibrocystic disease of the pancreas en- 

countered at the clinic were reviewed. The surgi- 

cal technique and plan for the postoperative care of 

infants with meconium ileus recently developed by 

Hiatt and Wilson has been successful in several 

cases of this condition. 
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THE TREATMENT OF CONGESTIVE HEART FAILURE 
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Saint Paul, Minnesota 

F OR the purpose of this paper, congestive 

heart failure may be defined as that condition 

that results when the heart is unable to meet the 

circulatory demands placed upon it. There are a 

great many procedures and drugs to be used in 

the treatment of congestive heart failure, and 

when such procedures and drugs are used prop- 

erly, they invariably bring about relief of the con- 

dition. The following outline for the treatment of 

congestive heart failure has been very satisfactory 

to us, and it is recognized that the procedures so 

outlined do not in any way exclude any other 

type of treatment that will bring about clinical 

relief to the patient suffering from congestive 

failure. This treatment is based upon the four 

—_— 

Decubitus 

The position of the patient at rest. The treat- 

ment of congestive heart failure necessitates the 

use of bed rest. Since these patients are already 

dyspneic, it is apparent that they must not be 

placed flat in bed, but rather should be allowed to 

sit in a semi-reclining position, or, if necessary, to 

sit in a chair with their feet elevated on an otto- 

man. Under no circumstances should the patient 

be expected to use a bedpan, for the effort of 

having the patient use a portable or a bedside com- 

mode is far less than any effort that can be ex- 

pended on the use of the bedpan. Patients are 

maintained at bed rest until they are fully compen- 

sated or at least until the compensation has reached 

its maximum. At the end of this time, patients are 

permitted up on graduated exercises. They are 

first permitted to sit on the edge of the bed, dan- 

gling their feet for ten minutes four times a day. 

If no untoward symptoms appear at the end of 

two days, they are then allowed to sit in a chair 

for fifteen minutes four times a day. Should 

this cause no difficulty the patient is then per- 

mitted to sit up in a chair for one-half hour 

four times a day. Should this not cause difficulty, 

then the patient may be up at the end of another 

Read at the Sectional Meeting of the American Acad- 
emy of General Practitioners at Willmar, Minnesota, 
April 3, 1951. 

1082 

two days 45 minutes four times a day. There is a 

gradual increase in the length of time that the 

patient may sit up during the day, depending en- 

tirely on whether any untoward sign or symptom 

results from the increase in activity. When he is 

able to sit up approximately six hours daily, it is 

felt then that maximum timing has been reached, 

and the patient then can be placed upon his own 

judgment as to the length of time that he may sit 

up. He is warned, obviously, about fatigue, pre- 

cordial pain, and any unisual symptoms that may 

occur. During the time of the graduated exer- 

cises the patient is permitted to go to the bath- 

room if it is on the same floor or in the same 

room. In addition, he is permitted to walk one- 

half block three times a day for three days. If 

there are no unusual symptoms because of this 

exercise, he may then walk one block three times 

a day for three days. He is gradually increased in 

this activity until he is walking essentially one mile 

three times a day. If at the end of this time he 

has no difficulty, then one can assume that he can 

increase his own activity according to his own 

needs and desires. He is, of course, again warned 

about reporting anything unusual which may oc- 

cur as a result of his activity. In addition, at this 

time, the patient is permitted to walk a half flight 

of stairs three times a day, and if nothing accurs 

because of this, he then may increase it to a whole 

flight three times a day. Should this cause no 

symptoms or distress, he may then continue to 

walk the stairs as desired. The purpose of grad- 

uated exercise is twofold: (1) it enables the 

patient to regain his muscle tone which has 

been lost by confinement to bed; (2) it teaches 

us whether or not the patient will have and how 

much he will have of limitation in his activity. 

Obviously if the patient has no decrease in his 

activity as shown by the graduated exercises, he 

is not limited in activity after he leaves the hos- 

pitail. On the other hand, should the patient 

have limitation put on him by virtue of his heart 

defect, for example, that he may only be able to 

walk one mile daily before he develops discom- 

fort, or if such a walk brings on anginal pain, or 

if he finds distress in walking stairs, then we 

must teach the patient that from now on he must 
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live within this limitation of physical activity un- 

til further compensation can be restored. Al- 

though bed rest is extremely important in the 

treatment of patients with congestive heart fail- 

ure, the remainder of the treatment revolves 

around the intelligent use of the three “Ds”: Diet, 

Drugs and Diuretics. 

Diet 

In the treatment of congestive heart failure a 

diet low in sodium plays an important role. It 

is true that if one can obtain an absolutely sodium- 

free diet, he can then use water as a diuretic. The 

great danger, however, in the use of such a diet 

is that the inadvertent admission of even the 

smallest amount of sodium in the diet may precipi- 

tate very severe pulmonary edema or congestive 

heart failure. From the practical standpoint it is 

well to use the 400 mg. low sodium diet which can 

be prepared easily at home and which is reason- 

ably palatable. In the use of the low sodium diet 

one must also be certain that the patient does not 

receive sodium in any of his medications and also 

that at this time he should have his fluid intake 

restricted to approximately 2,000 cc. of all liquids 

daily. This fluid restriction is not too great and 

the patient or a relative can be taught to keep an 

accurate account of the intake and output of 

fluids. If the patient is obese, then the patient 

should be placed upon a 1200 calorie low sodium 

diet and this diet maintained until adequate weight 

loss has been obtained. Since this diet may be de- 

ficient, it is well to supplement it with one of 

the multiple vitamin products. 

Drugs 

There are a great many drugs that are used 

in the treatment of congestive failure. Those that 

will be outlined here are those that we use, and 

we do not wish to infer that there are no other 

drugs which are useful in the treatment of con- 

gestive failure. The drugs are: 

1. Acidifying drugs —We limit our acidifying 

drugs to ammonium chloride. When the patient is 

seen the first time with acute congestive failure he 

receives 90 grains of Enseals of ammonium chlor- 

ide daily for four days during the week. Once 

maximum diuresis has occurred and the maximum 
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acidification has occurred, the patient can be placed 

on a maintenance dose of ammonium chloride of 

15 grains three times a day four days out of the 

week. This maintenance dose greatly enhances 

the action of the mercurial diuretics. 

2. Aminophylline.—In oral form aminophylline 

is not used because we find it ineffective in the 

treatment of congestive heart failure. Intravenous 

aminophylline in doses of 33% grains or 7% 

grains given slowly is exceedingly efficient in the 

treatment of pulmonary edema, acute nocturnal 

pulmonary dyspnea, and other phases of con- 

gestive heart failure. Occasionally the use of the 

aminophylline suppository is also effective in the 

treatment and assistance of the patient with 

pulmonary edema. 

3. Anticoagulants—The anticoagulants that 

are used are two in number, either heparin or 

dicumarol. It is believed by many that anticoagu- 

lants should be used routinely in the treatment of 

any patient with congestive heart failure because 

these patients so frequently develop embolic 

phenomena. Should the patient have an immediate 

embolic accident, then it is necessary to give anti- 

coagulant therapy immediately. This may be done 

in the following way. The coagulation time is de- 

termined, and a prothrombin activity time is esti- 

mated by the laboratory. The patient is given 

heparin 50 mg. in sterile water intravenously every 

four hours. This is continued with an attempt to 

keep the coagulation time between thirty and sixty 

minutes. The coagulation time is best determined 

every twelve hours. At the onset dicumarol is 

started immediately with a dose of 300 mg. the 

first day, 200 mg. the second day, and 100 mg. the 

third day. The heparin is continued for three days. 

At the end of the third day it is stopped because in- 

variably the dicumarol has produced its effect, and 

we then attempt to maintain the prothrombin activ- 

ity between 20 and 30 per cent of normal. The 

dose required for maintaining this activity must be 

determined empirically by varying the dose each 

day. One may avoid the intravenous use of hepa- 

rin if one so desires by giving the patient an in- 

jection of 300 mg. of heparin in Pitkin’s Men- 

struum and repeating it as needed. The dicumarol 

activity is continued until the patient is up and 

around, thus precluding the possibility of embolic 

phenomena as a result of the bed rest and con- 
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finement. If there is no need for emergency anti- 

coagulant therapy, the patient may be started im- 

meditaely on the dicumarol therapy as outlined, 

omitting the heparin from the treatment. 

Cathartics are used in the treatment of conges- 

tive heart failure for the reason that we want as 

far as possible to have the patient avoid straining 

at stool. We use petrosyllium 1 ounce two or 

three times a day and adjust the dosage to the 

patient’s needs, 

4. Digitalis —The treatment of congestive heart 

failure is almost entirely dependent upon the prop- 

er use of digitalis and its products. There are a 

great many forms of digitalis upon the market in 

the form of whole leaf preparations, purified gly- 

cosides and intravenous material. It has been our 

belief that one is best able to handle congestive 

heart failure if he uses the whole leaf product. We 

feel that there is only one important factor in 

the use of digitalis, and that is that the physician 

familiarize himself with one standard form of dig- 

italis, learn all of its idiosyncrasies and all of its 

properties, and learn to use it intelligently. For 

our purpose we use three types of digitalis prep- 

arations. The whole leaf product we use is digi- 

tora, in which the 1% grain tablet is equivalent to 

essentially 1 cat unit of digitalis. We use, as a 

glycoside, digitoxin, which comes in tablets of 0.1 

or 0.2 mg. and the average digitalizing dose is 

about 1.2 mg. to 2 mg. For an intravenous prep- 

aration we limit ourselves entirely to cedilanid, in 

which 8 cc. injected intravenously is the average 

digitalizing dose. Since occasionally some patients 

have difficulty with digitalis preparations, it is nec- 

essary to have available some digitalis-like drug. 

Squill serves this purpose in the form of “urgi- 

nin.” 

tablet. For the intravenous preparation we limit 

ourselves to ouabain, which is a strophanthin used 

in the dose 1/120 grain intravenously. The indi- 

cation for the use of digitalis is heart failure. The 

contraindications for the use of digitalis are none. 

This tablet is used the same as the digitora 

Occasionally the patient will have an idiosyncracy 

toward the drug, and when this occurs, then one of 

the digitalis-like drugs may be used rather than a 

digitalis preparation. The successful use of digi- 

talis is dependent upon using the drug to its full 

digitalizing dosage and then maintaining this digi- 

talis effect throughout the use of daily maintenance 

doses. 

1084 

In order to facilitate the treatment of patients 

with congestive heart failure, the following scheme 

is suggested when one uses the whole leaf product 

such as digitora. For the average digitalizing dose, 

use 1 cat unit for every 10 pounds of body weight. 

Thus a patient weighing 180 pounds would be 

expected to require approximately 18 cat units of 

whole leaf digitalis (18 tablets of digitora) in 

order to become digitalized. It must be remem- 

bered that some people will become digitalized be- 

fore the administration of the 18 cat units, and 

that other patients may require a great many more 

cat units than the 18 units suggested. 

If the patient is not actuely ill, the dosage is ad- 

ministered as follows: The patient receives digi- 

tora grains 1% four times a day for four days. 

During this time he will excrete essentially 1 cat 

unit of digitalis daily, so that he has lost in the 

four days 4 cat units of digitalis. Thus he has an 

active residual amount of digitalis of 12 cat units. 

He then receives digitora grains 1% three times 

a day for three days. He loses 3 cat units during 

this time in his urine, so that he retains 6 more cat 

units of digitalis or an effective dosage of 18 cat 

units of digitalis. If he should become digitalized 

before this time, as manifested by a drop in the 

apical heart rate to 60 or 70 beats per minute and 

the development of profuse diuresis or the ap- 

pearance of nausea, one may then feel that the 

patient has received adequate digitalization. If 

this has not occurred, however, then digitora 

grains 1% three times daily is continued until 

such an effect has occurred. Once the patient is 

digitalized, he is then placed on a maintenance 

dose of digitalis, which on the average is digitora 

grains 1% daily, but it may well be as high as 

digitora grains 1% three times daily. The main- 

tenance dose must be determined empirically. 

If the patient requires rapid digitalization be- 

cause he is acutely ill, one may use digitora in 

the following manner: Since the patient theo- 

retically should require 18 cat units of whole leaf 

digitalis to be digitalized, we give the patient 9 

tablets of digitora grains 1% immediately, then in 

four hours 5 tablets of digitora grains 1%, and 

then, if not digitalized, give him the remaining 4 

tablets of digitora. However, this method is not 

as efficient or as good as the next method, which 

entails the use of digitoxin. 

Digitoxin is the most effective oral glycoside 

that we have. It is absorbed almost in toto and 

almost immediately from the gastrointestinal tract. 
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Since the average digitalizing dose is 1.2 mg., one 

may give the patient six 0.2 mg. tablets immediate- 

ly and await digitalization. However, since dig- 

italization may require more than 1.2 mg. of digi- 

toxin, we prefer to give the patient the 0.2 mg. of 

digitoxin every half hour until the patient is com- 

pletely digitalized. When digitalized, we then use 

a maintenance dose of digitoxin which is approxi- 

mately 0.1 to 0.2 mg. daily. 

If the patient cannot take the drug orally be- 

cause he is vomiting or he is too ill, we then use 

intravenous cedilanid which is the most efficient 

preparation for intravenous use. One may give 

the patient 8 cc. of the drug immediately, but 

here we prefer to give the patient 4 cc. of the 

drug intravenously and then every two hours 2 cc. 

more intravenously until he is digitalized. The 

maintenance dose is 2 to 4 cc. per day. 

In the use of digitalis the following don’ts 

should be observed : 

1. Don’t digitalize a patient rapidly if he has 

been taking digitalis previously. 

2. Don’t digitalize the elderly or the aged 

patient rapidly. 

3. Don’t rapidly digitalize a patient with a re- 

cent myocardial infarction. 

If the patient has received digitalis previously, 

one may give him 1 cat unit of digitora three 

times a day until digitalization occurs. If digi- 

toxin is used, we would use 0.2 mg. every three 

hours until the desired effect has been produced, 

and with cedilanid 2 cc. every three hours until 

the desired effect has been produced. In the aged 

and in patients with myocardial infarction the 

patient will often become digitalized much more 

quickly than is expected and usually with much 

less than the calculated dose. 

4. The fourth don’t is don’t give the first doses 

of mercurial diuretics just at the completion of 

rapid digitalization. If one does, occasionally 

there is a remobilization of digitalis from the 

edema fluid into the circulating blood which pro- 

duces a very severe toxic reaction. If one has 

not given the mercurial diuretic simultaneously 

with digitalis, then he should wait about two or 

three days after the patient has been placed on 

his maintenance dose of digitalis and then start 

the use of the diuretic very slowly. 

5. The final don’t is don’t use intravenous cal- 

cium along with digitalization for it may pro- 

duce rather. bizarre and unexpected disturbances 
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in the rhythm. It is important to remember that 

with the use of whole leaf digitalis one can never 

kill a patient with the drug taken by mouth, but 

one can kill a patient with intravenous digitalis. 

It is always well to remember also that with all 

digitalis more people have died from too little 

digitalis than have ever died from receiving too 

much. 

Glucose is used in the treatment of congestive 

failure in two ways: (1) 1,000 cc. of 10 per cent 

glucose intravenously in sterile water in order to 

furnish nourishment and to produce diuresis ; and 

(2) in the treatment of acute pulmonary edema 

to establish diuresis by giving 25 cc. of 25 per 

cent glucose intravenously. 

Opiates are very important in the treatment of 

congestive heart failure, and we like if possible 

to use morphine sulphate grains 4 with atropine 

sulphate grains 1/150. Should the patient be sen- 

sitive to the morphine or its derivative, then we 

would suggest the use of demerol or some other 

substitute. The drug is given as often as is nec- 

essary to allay apprehension and pain. 

Oxygen.—Oxygen may be life saving to the pa- 

tient with congestive heart failure. If the patient 

is anoxic, the oxygen may be administered by 

mask or by tent. It is necessary to point out, 

however, that in patients with emphysema or 

chronic cor pulmonale, the anoxia that is present 

is one of the mechanisms that enables the patient 

to breathe because the anoxia acts as a respira- 

tory stimulant. Here the use of 100 per cent oxy- 

gen often precipitates the patient into apnea with 

respiratory acidosis and the patient thus may die. 

When a patient has emphysema or chronic cor 

pulmonale, it is probably better to give the pa- 

tient oxygen, not in 100 per cent dosage but in 

oxygen mixtures and give it to him twenty min- 

utes out of every hour. 

Sedatives.—Sedatives are very important in the 

treatment of congestive heart failure. Here such 

sedatives as are needed should be given to the 

patient to relieve apprehension and anxiety. It 

must be again emphasized that the patient should 

not receive any of the sodium salts of the drugs, 

and bromides are absolutely excluded. 

Diuretics 

There are a good many mercurial diuretics 

that are efficient in removing edema fluid. They 

are salyrgan-theophylline, mercuhydrin or theo- 
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merin. In addition, there are oral tablets of mer- 

curial diuretics such as oral salygran-theophylline 

and the oral preparation of mercuhydrin. At 

times it may be necessary to mechanically remove 

the fluid from the patient, such as one does in 

massive ascites or massive hydrothorax. In mas- 

sive peripheral edema the use of the Southey tube 

occasionally will enable the patient to be comfort- 

able. 

Bleeding the patient when venous pressure is 

very high is also effective in the treatment of 

congestive heart failure, or one can do a bloodless 

venesection by the use of tourniquets around the 

four extremities and then release them progres- 

sively and slowly. We use salyrgan-theophylline 

largely for no other reason than we are familiar 

with the drug. We give the patient 1 cc. intra- 

muscularly every day from the time he is seen 

until maximum diuresis has been established and 

until his weight has been maintained at a constant 

level. When this occurs, the interval between 

each injection is increased until we find a maxi- 

mum number of days that can elapse before the 

patient begins to show a gain in weight and 

edema. At this time the patient receives routinely 

salyrgan-theophylline, either 4 or 1 cc. intramus- 

cularly. We have discouraged the use of the oral 

tablet because it is unpredictable in its results, 

even though often very effective. In the instances 

where the diuretic must be used very often, or if 

the patient is not in a position to see a physician, 

frequently we teach either the patient or some 

member of the family to give the mercurial diu- 

retic. The patient weighs himself daily, and at 

the first sign of weight gain he or a relative ad- 

ministers the mercurial diuretic. 

Since congestive heart failure may be either 

acute or chronic, the drugs that have been out- 

lined above are still those that are used in the 

treatment of congestive heart failure, be it acute 

or chronic. In the instance of a chronic form of 

congestive heart failure, the patient who weighs 

180 pounds when first seen would be placed upon 

the following routine: 

1. He would be placed in bed, a portable com- 

mode supplied to him, and he would remain in 

bed until maximum compensation had been estab- 

lished, then he would be permitted to be up on 

graduated exercises. 

2. If he is obese, he would be placed upon a 

1,200 calorie low sodium diet. Fluids would be 
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restricted to 2,000 cc. a day. The fluid intake 

and output would be measured, and a multiple vi- 

tamin capsule would be administered. Ammoni- 

um chloride grains 15 six times daily would be 

administered for four consecutive days, then 

omitted for three days, and administered again 

for four consecutive days. This would be con- 

tinued until the patient had maximum diuresis, 

and then the patient would be placed upon 15 

grains of ammonium chloride three times a day 

for four days out of each week. Aminophylline 

would not be administered unless the patient was 

having a marked pulmonary edema or seizures of 

cardiac dyspnea or cardiac asthma. In this event 

the patient would be given 7% grains of amino- 

phylline intravenously as needed to relieve the 

symptoms. The anticoagulant drugs would not 

be administered unless there was evidence that the 

patient had had embolic phenomena or unless be- 

cause of the appearance of varicosities or phlebo- 

thromboses it seemed likely that he would have 

an embolic accident. Should they be administered, 

they would be administered as in the outline given 

above. The patient would be given 1 ounce of 

petrosyllium three times a day until the stools 

were loose and mushy. The dose would be ad- 

justed to maintain a loose stool. Digitalis would 

be administered in the method as outlined above. 

In the patient weighing 180 pounds and not acute- 

ly ill, we would give the patient digitora grains 

1% four times a day for four days, and three 

times a day for three days, and then if not digi- 

talized he would receive one tablet three times a 

day until digitalized. When digitalized, he would 

receive one or two tablets daily to maintain the 

digitalization. Should he need immediate digitali- 

zation and could take the drug orally, we would 

give him digitoxin as outlined above, and if he 

were vomiting, cedilanid would be given as out- 

lined. In order to produce diuresis it might be 

necessary in this patient to give 1,000 cc. of 10 

per cent glucose intravenously or 25 cc. of 25 

per cent glucose intravenously. Morphine sulphate 

grains 4% with atropine sulphate grains 1/150 

would be given every three hours for sedation and 

to allay apprehension. Oxygen would be admin- 

istered, if needed, and sedation, usually in the 

form of mebaral grains %4 four times daily. Im- 

mediatly when seen he would receive 1 cc. of 

salyrgan-theophylline intramuscularly and_ this 

would be repeated daily as outlined above. Should 

it be necessary to bleed the patient, this would be 
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done, or if necessary, mechanical removal of fluid 

by the use of paracentesis, thoracentesis or the 

Southey tubes be instituted. The treatment would 

be continued until the patient had become com- 

pensated, and then we would retain the use of 

maintenance doses of digitalis, ammonium chlo- 

ride with restricted fluid intake and the routine 

use of salyrgan-theophylline intramuscularly. In 

addition, we would teach the patient to live within 

the limits of his compensation and thus restore 

him to as much productive activity as would be 

compatible with the restoration of compensation. 

Acute cardiac failure may also be termed car- 

diac asthma, acute nocturnal dyspnea or acute 

pulmonary edema, et cetera. It represents acute 

left heart failure. When seen the patient is usual- 

ly very dyspneic, there is pulmonary edema and 

the patient is anxious and usually struggling for 

air. In these instances, the drugs as outlined above 

would be used as follows: the intravenous injec- 

tion of morphine sulphate grains 1/6 or %4 im- 

mediately. This is almost specific in allaying ap- 

prehension and depressing the irritability of the 

respiratory center so that the patient almost im- 

meditaely receives relief. If the patient does not 

receive relief, he should then receive 7% grains 

of aminophylline with 1 cc. of salyrgan-theophyl- 

line intravenously. One may follow this with 25 

cc. of 25 per cent glucose. In elderly patients it is 

well to check the prostate for possible obstruction 

to the bladder neck; and if there is any likeli- 

hood that such obstruction is present, the patient 

should have an indwelling catheter to prevent 

acute urinary retention. Should a patient still be 

in failure, one can then rapidly digitalize him, 

using either digitoxin by mouth if the patient can 

take it without vomiting, or if necessary, cedilanid 

intravenously. Should these fail, one may occa- 

sionally relieve the patient by bleeding, and if the 

condition persists, he should then be supplied with 

oxygen. In any event, once the acute seizure has 

been relieved, it is apparent that since the patient 

has undergone an acute attack of congestive heart 

failure it will in all likelihood return, and it is, 

therefore, best to treat the patient now as you 

would if he had chronic congestive heart failure, 

using the methods outlined above and again de- 

pending upon digitalis, low sodium, restriction of 

fluid and mercurial diuretics to maintain com- 

pensation. 

In summary, an outline has been given for the 

treatment of patients with congestive heart failure. 

It is recognized that there are many means of 

treating congestive heart failure and that there 

are many drugs that are adequate in not only re- 

lieving but also maintaining relief of a patient 

suffering from congestive heart failure. The im- 

portant factors in the treatment of patients with 

congestive heart failure are that they receive prop- 

er diet low in sodium, that they receive proper 

fluid restriction, that they receive proper digitali- 

zation and maintenance of digitalization, and that 

the mercurial diuretics be used both therapeuti- 

cally and prophylactically. 

In conclusion, it must be emphasized that the 

treatment of congestive heart failure is time con- 

suming and at times depends upon infinite atten- 

tion to detail, remembering always that in the 

treatment of congestive heart failure he who goes 

slowly makes the most haste. 

U. S. FUNDS FINANCE MEDICAL RESEARCH 

At least 60 per cent of all medical research in this 
country today is financed with dollars from the federal 
government, divided about evenly between staff work at 
U.S. institutions and U.S.-supported projects at non- 
government schools and laboratories. 

Furthermore, while Public Health Service still is the 
major source of USS. research dollars, other government 
departments contribute many millions—in fact, about 47 
per cent. 

These conclusions are based on data available in Wash- 
ington on medical research operations of Public Health 
Service, the military services, Atomic Energy Commis- 
sion and Veterans Administration. 
Here is an outline of the flow of feeral dollars for 

government and non-government medical research during 
fiscal 1951, ending last July 1: 

1. Approximately $102,000,000 was spent on_ all 
types of medical research, public and private. The 
figure is based on actual government expenditures 
plus an estimate by Public Health Service of non- 
government expenditures. 
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2. The federal government’s contribution to this 
total was $63,542,078, made up of $30,905,329 paid to 
outsiders and $32 636,750 spent directly on govern- 
ment projects. The result was government financing 
of 62 per cent of all médical research during the 
year. 
3. All non-government research cost about $70 
million, but 45 per cent of this was paid in federal 
grant or contract funds. 

* * x 

In addition to supplying 62 per cent of all funds for 
medical research, the government spent another $27,- 
066,659 during fiscal 1951 on the advance of medical 
sctence outside the federal government. This money was 
paid out in grants by the Public Health Service for dis- 
ease control programs in the states; for teaching, train- 
ing and fellowship programs in medical colleges and uni- 
versities ; and for the construction of laboratory facilities 
in non-federal institutions. 

—A.M.A. Capitol Clinic, Oct. 9, 1951. 
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NEW DEVELOPMENTS IN THE USE OF CORTISONE IN RHEUMATOID 

ARTHRITIS 

PAUL J. BILKA, M.D. 

Minneapolis, Minnesota 

HREE years ago the first patient with rheu- 

matoid arthritis was given cortisone (then 

known as compound E) in an attempt to favor- 

ably affect the course of this chronic disabling 

disease. The reactions that greeted the first re- 

ports of the wonders of this new drug ranged 

from unrestrained hope to frank disbelief. The 

three years that have since gone by have seen an 

unparalleled number of papers published concern- 

ing the actions of cortisone and ACTH. This has 

allowed for the tempering of the initial extreme 

reactions. Also during the last one year, since 

cortisone and ACTH have been generally avail- 

able, all doctors have had the opportunity to ob- 

serve for themselves the action of these drugs on 

patients with rheumatoid arthritis as well as many 

other disorders. And by now most of you prob- 

ably have had at least one or two patients under 

your care who were given these agents, and you 

may have formulated certain conclusions regard- 

ing their place in your medical practice. 

I shall report some of our experiences in the 

use of cortisone in patients with rheumatoid 

arthritis, and present a few tentative conclusions 

of practical value in managing these patients. 

Immediate Antirheumatic Effect of Cortisone 

The majority of a series of fifty patients with 

active rheumatoid arthritis had a prompt improve- 

ment in their aching, stiffness, and joint swelling 

along with a sense of well-being and a loss of 

their “toxicity” (Table I). The results will vary, 

of course, depending on the stage and activity 

TABLE I 

Marked relief (more than 75%) ......--eeeeeeeees 65% 
Deemeete sehet C50 Oe FET) oc cccicccscccvvsesec 15% 
Mild relief (less than 50%) ........cececeeccees 20% 

of the disease process. One can expect little 

change in a “burned out” or severely ankylosed 

patient. 

Presented at the annual meeting of the Southern 
Minnesota Medical Association, September 10, 1951, 
Rochester, Minnesota. 
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Effect After Cortisone Is Stopped 

Table II lists the response of these patients to 

the cessation of cortisone therapy and their status 

at least one month later. 

TABLE II 

Immediate loss of improvement ..............----50% 
Slower loss of improvement ...........-----eee005 45% 
Retained major part of improvement .............. 5% 

It is apparent that only a very few patients 

are able to retain the major part of the cortisone 

induced improvement. However, a much larger 

number are able to maintain at least some benefit, 

as an increased body weight or hemoglobin, or a 

straighter knee or elbow. 

Attempts to Produce “Remissions” 

In an attempt to increase the number of patients 

who might go into a remission as a result of 

cortisone therapy, the methods listed in Table III 

have been considered. With the exception of 

TABLE III. METHODS OF CORTISONE 

ADMINISTRATION 

Heavy dosage of cortisone 
Alternate day administration 
Repeated courses 
Moderate dosage with gradual tapering off 
Terminal administration of ACTH 
Combined cortisone and gold 

Mbwhrd 
a 

method 6, the combined use of cortisone and gold, 

the method of cortisone administration seemed to 

have little effect on the ability of the patient to 

retain his antirheumatic improvement. 

Twelve patients given cortisone* and gold** 

have been followed for over one month after the 

completion of a “course” of 2 to 5gm. (average 

3 gm.) cortisone. The results are listed in 

Table IV. 

TABLE IV 

Te er ees 2 
Excellent (50% residual improvement) ............ 2 
Good (25 to 50% residual improvement) .......... 4 
Little or no residual improvement ................ 4 

These figures are quite similar to those from 

the most reliable studies available on the results 

* Cortisone supplied through the courtesy of Merck 
and Co. 

** Gold supplied through the courtesy of Schering 
and Co. 
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of gold alone.t They do not indicate any 

potentiation, nor do they indicate an inhibition by 

cortisone of the gold effect. In addition, there 

did not appear to be a lessened incidence of gold 

toxicity, for of twenty patients, two developed 

skin reactions requiring the cessation of gold 

while still receiving cortisone. Therefore, the 

usual precautions concerning gold salts adminis- 

tration are necessary with the combined program. 

This type of schedule appears to offer certain 

practical advantages in the management of some 

rheumatoid arthritic patients in that one can con- 

trol the active disease with cortisone for the first 

two months or so and at the same time build up 

a sufficient gold effect which will be able to mani- 

fest itself in a significant number of patients soon 

after the cortisone is stopped. 

Hypercortisonism and Complications of Therapy 

Twenty-five per cent of all patients given 

cortisone showed one or more of the physiologic 

responses of excess cortisone administration. 

These reactions, consisting of fullness of the 

face, adema, striae, acne, mental stimulation or 

depression, glycosuria, et cetera, were all of a 

mild or moderate degree and were controlled by 

stopping or reducing the dosage of cortisone. 

An almost similar percentage of patients 

showed a reaction that appeared to be independent 
° 
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of the cortisone dosage. This has been listed as 

a “complication.” 

TABLE V 

teens Bo pay BY Sai 

fren al strains 
Visual blurring 
Post-therapy asthenia 

The two gastrointestinal complications, occur- 

ring in a consecutive series of fifty patients, con- 

stituted an incidence of 4 per cent. Whether 

there is a true etiologic relationship of cortisone 

to duodenal ulcer is difficult to say. It would 

appear that convincing evidence of this is still 

lacking.* However, the ability of cortisone to 

mask the signs and symptoms of the complications 

of duodenal ulcer and specific infections as 

pneumonia, et cetera, seems indisputable. There- 

fore, it behooves the physician to be extra alert 

in watching for any complicating disorder in 

patients receiving cortisone therapy. 

The fractures and ligament strains in our 

patients were believed due to their increased 

physical activity incident to the reduced joint pain 

and stiffness, and the sense of well-being, rather 

than any specific tissue action of cortisone. 

A significant flare in their arthritis occurred in 

two patients immediately after cortisone was 

stopped. In both instances therapy was stopped 

rather abruptly after a previous dosage of 75 to 
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100 mg. cortisone per day. Figure 1 graphically 

illustrates the course of one of these patients. 

Twenty-four hours after her last dose of cortisone 

this patient had a severe exacerbation of all of 

her joint symptoms and in addition showed signs 

of acute adrenal insufficiency, namely: fever, 

weakness, anorexia, abdominal pain, nausea, 

vomiting, diarrhea and mild hypotension. She 

responded promptly with cortisone as her sole 

medication. 

Maintenance Cortisone Therapy 

Maintaining one’s patient on continuous corti- 

sone therapy is another alternative open to the 

physician. The two major problems to consider 

are: (1) the cost of medication and care; (2) 

the occurrence of side effects and complications. 

We have mentioned some of the side effects in 

the discussion of shorter term therapy. Whether 

long-term cortisone therapy will present any new 

or additional problems is hard to say. Figure 2 

illustrates the course of a fifty-three-year-old 

woman patient who had been under continuous 

cortisone medication for over a year. In her 

tenth month of treatment she developed an 

albuminuria, which over the next two months 

increased in degree. Her urine then also showed 

granular and cellular casts. No hypertension had 
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occurred. Cortisone was stopped and a complete 

urologic investigation was done, which was 

negative except for the albumin and casts. The 

Pauntz test for amyloidosis was negative. After 

thorough discussion with the patient and her 

family, cortisone was resumed in order to control 

the reactivated rheumatoid arthritis. The al- 

buminuria and cylinduria have continued without 

change over the past two months. Her blood 

pressure and blood urea nitrogen remain normal. 

Two other patients have been under cortisone 

therapy of almost a year’s duration and have 

shown no renal changes. One of these patients 

recently has demonstrated complete unresponsive- 

ness to the Thorn eosinophil test; however, his 

17-ketosteroids continue at a normal level. 

Cortisone in Association With Physical Medicine 

and Orthopedic Surgery 

The use of cortisone as adjunctive therapy to 

physical medicine and orthopedic surgery has 

proved to be of great value in the care of the 

severe rheumatoid arthritic. Physical therapy is 

more easily tolerated, and with the active partici- 

pation of the patient, flexion contractures, muscle 

atrophy, et cetera, can often be corrected with 

unexpected ease. Surgery can be performed in 

the disabled patient, whereas previously attempts 
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CORTISONE IN RHEUMATOID ARTHRITIS—BILKA 

at orthopedic rehabilitation had to be put off 

until one felt that the rheumatic process was com- 

pletely inactive, and even then the fear of a post- 

operative flare was always present. The following 

brief case report illustrates this value of cortisone. 
Mr. H., aged thirty-one, had rheumatoid spondylitis 

with ankylosis of the spine and both hips of 
fifteen years’ duration. There was little active disease. 
The patient was given 100 mg. cortisone the day before 
and for fifteen days after operation for the right hip 
cup arthroplasty. The postoperative course was ex- 
ceptionally benign. There was no muscle spasm, and 
the patient was so active in the use of his hip that it 
was put in a splint to restrict motion! Three days 
after cortisone was stopped the patient developed iritis 
of the right eye, but there was prompt response to 
cortisone after the usual measures failed. 

The second hip operation was done without cortisone. 
There was a marked difference in postoperative pain 
and spasm. The patient required narcotics for two days 
and the extremity was placed in traction for over two 
weeks. There was moderate resistance to physical 
therapy when this was started, but this promptly im- 
proved on resuming cortisone. 

In conclusion, I would like to offer the follow- 

ing four simple rules as a guide to the proper 

and safe use of cortisone in your patients: 

1. Be sure of the diagnosis. 

2. Make a complete appraisal of the patient. 

3. Apprise the patient of the probable effects 

of the drug. 

4. Closely supervise the program. 

By observing these principles you will be able 

to offer to your patient, with minimal risk, the 

advantages which this truly remarkable drug 

allows in the management of the disabled rheuma- 

toid arthritic. 
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NEOPLASMS OF THE BONY PELVIS PRODUCING 

SCIATICA SYNDROME 

(Continued from Page 1074) 

each foot. Rectal mass palpable on left side, continuous 
with sacrum. This mass was firm, fixed and painful. A 
hard, fixed, non-tender mass, about 4 to 6 cm. in diam- 
eter, was evident over dorsal aspect of sacrum. 

Laboratory—Hemoglobin, 12.9; white blood cells, 7000. 
Blood urea nitrogen, 8. 

X-Ray Examination—Lumbo-sacral spine (November 
16, 1950) : Showed a mass in the left side of the sacrum 
enlarging and destroying the upper sacral foramina. The 
mass appears to penetrate both anterior and posterior 
sacral walls. 

Surgery —On December 3, 1950, a midline abdominal 
incision was made and a grapefruit sized tumor found 
attached to the sacrum. Microscopic pathology : Sarcoma. 

Conclusion 

Ten case histories and roentgenograms are used 

to illustrate the fact that some instances of sciatica 

are caused by malignant tumors in the sacrum and 

ilia. Five of these cases were carcinomatous metas- 

tases, with the primary lesions in the breast, 
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prostate, and lung. There was one example each, 

of giant cell tumor, chordoma, Ewing’s tumor or 

myeloma, lymphoblastoma, and sarcoma. 

Neoplastic lesions in the bony pelvis, particular- 

ly in the sacrum, are difficult to recognize on the 

roentgenogram because of the almost universal 

presence of overlying intestinal gas shadows. 

However, they should be assiduously searched for 

in every case of sciatic pain. They can be identi- 

fied by careful scrutiny of the individual sacral 

foramina and ridges. Interference by intestinal 

gas can be dispelled by repeated examinations (in 

which the distribution of the gas usually shifts) 

or by stereoscopic film examination. 
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EARLY USE OF ACTH IN-A SEVERE BURN 

Report of Case 

HENDRIK DE KRUIF, M.D., and NORMAN H. BAKER, M.D. 

Fergus Falls, Minnesota 

B HE following report is concerned with the use 

of large doses of ACTH in the treatment of 

a severe burn from the very outset. Such a pro- 

gram was suggested to us by the remarkable result 

of Whitelaw*® and by the motion pictures’ illus- 

trating his case. 

Case Report 

The patient, B. W., was a nine-year-old white boy 
whom we first saw on July 5, 1951, within an hour after 
he had sustained severe burns while pouring gasoline 
over a burning stump. There were second degree burns 
with massive blistering of the entire face, neck, ears, 
shoulder girdle and -hands and of large areas on the 
right arm and right lower leg, an estimated 20 per cent 
of the body surface. The hair was singed to the length 
of a “crew cut,” but there was no involvement of the 
scalp. There were third degree burns of the tip of the 
nose and chin, of the prominent parts of the right ear, 
of a round area 5 cm. in diameter on the right arm over 
the triceps muscle, and of the skin over the spine of the 
right scapula and the right mandibular ramus. In view 
of the manner of injury and the severity of the burns 
about the nose and mouth, there was good reason to 
suspect that the respiratory tract might also be involved. 
These suspicions were confirmed by later events. 

Emergency treatment consisted of the immediate ad- 
ministration of morphine sulfate, gr. 1%4, and the applica- 
tion of sterile vaseline and pressure dressings (gauze 
fluffs and ace bandages) to all burned areas. This was 
accomplished within half an hour of admission (within 
ninety minutes after the burn occurred) ; and most of the 
pain, tremor and agitation subsided along with completion 
of this treatment. Plasma was started within two hours 
as an emergency measure. 

Physical examination revealed a very robust young 
boy with no abnormalities except the burns. The rectal 
temperature was 98° F., the pulse 100, the respirations 26, 
and the blood pressure (left leg) 118/84. The weight 
was 65 pounds (29.5 kg.). 

During the next hour the following program of treat- 
ment was begun: 

1. Aureomycin 500 mg. by mouth, and thereafter 250 
mg. every four hours, for a total of 28.650 gm. in twenty 
days. During the first two days, most of the aureomycin 
was given by rectum; some was added to the intravenous 
drip. 

2. Tetanus antitoxin 1500 units subcutaneously after a 
negative skin test. 

3. Plasma, a total of 11 units (300 cc.) in three days. 
The first unit was given rapidly and the remainder by 
slow drip, continuously except for a temporary rest 
during the second night and the substitution of 5 per cent 
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dextrose in distilled water the next day. The hemoglobin 
was 90 per cent (Sahli) fourteen hours after the burn 
occurred and remained close to this level during the acute 
stage. His lowest blood pressure reading was 124/54, 
about twelve hours after admission. His urinary output 
was 650 cc. in the first twenty-four hours, 870 cc. in the 
second twenty-four hours, and was always over 1,000 cc. 
per twenty-four hours thereafter. 

4. ACTH (Armour): An initial dose of 25 mg. was 
given within the first two hours. Thereafter, the patient 
received 25 mg. intramuscularly every six hours for ten 
days, and the dose was then rapidly tapered off in the 
ensuing six days. The total dose of ACTH was 1,290 
mg. in sixteen days. During the administration of ACTH 
there was no significant change in either the blood pres- 
sure or the weight. A strong (3+) glycosuria on the 
first day was attributed to intravenous glucose, and 
thereafter the urine never contained more than a trace 
of sugar. After the third day potassium chloride gr. 5 
three times daily was given orally during the remainder 
of the course of ACTH. 

5. Cortone (Merck): 5 mg. per cc. in a vanishing 
cream base was used on the more resistant areas during 
the period when ACTH was being tapered off. 

During the first twenty-four hours the patient was able 
to take milk, eggs, soup and small amounts of water by 
mouth. Occasional injections of demerol, 50 mg., con- 
trolled his pain and restlessness. Then suddenly in the 
night, thirty-four hours after the accident, he began to 
have serious respiratory difficulty. This was accompanied 
by cyanosis, coarse rhonchi throughout the chest, a rise 
in the respirations to 48 per minute; retraction of the 
soft tissues of the thorax with inspiration, and the 
expectoration of mucoid material containing strands of 
mucus membrane of the respiratory tract. However, the 
lung fields were resonant. Despite conservative treatment 
—steam, oxygen by nasal catheter, morphine and atropine, 
and suction of the nasopharynx—his condition steadily 
deteriorated in the next five hours; and after two short 
spells of apnea a tracheotomy was performed with 
striking and immediate relief. The tracheotomy tube was 
required for only four days. However, the patient con- 
tinued to cough up desquamated mucus membrane for 
about a week. 

After the tracheotomy, improvement was rapid. The 
appetite returned almost immediately, so that he was on 
a full high calorie, high protein diet with supplemental 
vitamins by the fifth day. Two days later daily intra- 
muscular injections of liver extract were begun and 
continued well into the convalescent period. Extreme 
restlessness during the first week was attributed to the 
heat and to itching of the face beneath the bandages. 
This was finally controlled somewhat by histadyl and 
surfacaine ointment. 
On the fourth day the necrotic skin was debrided from 

the burned areas, and fresh vaseline pressure dressings 
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were applied. Dressings were changed daily thereafter. 
Beneath the necrotic skin there was very little weeping. 
The small amount of blister fluid appeared almost gela- 
tinous in consistency. Except in the small areas of deeper 
burn mentioned above, there was already evidence of 
rapid epithelialization of the face, neck, shoulders and 
left hand. These areas were healed and left uncovered 
by the eighth day. 

As was generally true of the right side, the right hand 
was more seriously burned than the left. At the initial 
debridement no viable epithelium could be seen on gross 
inspection. However, in the next six days epithelium 
spread rapidly from foci that were originally invisible. 
The right hand required no more treatment after the 
twelfth day. 

The deeper burns of the nose and chin healed quickly 
because of their small surface. The area beneath the 
right mandibular ramus, about 7 by 2 cm. in size, filled 
in rapidly and divided itself into several small unhealed 
foci between the eleventh and sixteenth days. This was 
then treated with 1 per cent aqueous gentian violet. 

The most stubborn areas were the right ear and the 
area over the right triceps muscle, both of which were 
involved in superficial low-grade infections. These re- 
sponded to hydrogen peroxide, bacitracin ointment and 
then gentian violet during the third week. The last dress- 
ing was removed from the arm on the nineteenth day. By 
the twentieth day there was good eschar formation on 
the unhealed areas, and the patient was discharged from 
the hospital to continue the application of gentian violet 
at home. The burns were reported to be completely 
healed on August 12, 1951, thirty-eight days after the 
burns occurred. 

Discussion 

We have made no attempt to show that ACTH 

might replace accepted therapeutic measures in the 

case of a burn; but rather have used the hormone 

in conjunction with these measures. It remains to 

consider how the addition of ACTH to the thera- 

peutic regimen may have affected the patient’s 

condition in general and his skin in particular. 

As regards his general condition, the patient 

reacted in a very mild manner when one considers 

the over-all severity of the burn. He was never in 

a state of shock. His urine volume was always 

adequate. His highest temperature was 101.2° F. 

by rectum on the second day, and he was essen- 

tially afebrile thereafter. Save for the second day, 

when he nearly died from respiratory obstruction 

and required a tracheotomy, his appetite was al- 

ways good. Although his food intake was not 

calculated, he consumed enormous amounts of 

protein and maintained his body weight without 

detectable edema. His only severe discomfort was 

early itching of the nose and pain associated with 

the debridement of skin and the changing of dress- 

ings. Despite this early discomfort, the heat, 
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heavy bandages and confinement to bed, his mental 

attitude and co-operation were always remarkably 

good. 

The most striking feature of the case was the 

rapid resolution of the skin lesions. Large areas 

of second degree burns healed so soon that there 

was scarcely time for infection to develop. The 

rapid epithelialization of smaller third degree 

burns forstalled scarring considerably. What part 

may ACTH have had in the course of this heal- 

ing? Sauer et al* have concluded from physiologic 

tests that ACTH increases the peripheral circu- 

lation in the skin. It seems likely then, that the 

use of ACTH immediately after the original in- 

sult might, by dilatation of the capillaries, tend to 

combat infarction of viable remnants of epithelium 

in the burned areas. The preservation of these 

small remnants—perhaps at the base of hair fol- 

licles—may throw the balance in favor of suc- 

cessful epithelialization. It will be recalled that 

ACTH therapy was begun within two hours of 

the injury, in this case. This may help to explain 

the astounding progress made by the patient in the 

first few days. 

It was also observed that the oozing from the 

injured skin was much less than would have been 

expected in the absence of ACTH therapy. If 

this was also true of the respiratory mucus mem- 

brane, then ACTH therapy also helped the patient 

to survive his critical period of upper respiratory 

obstruction. . 

Summary 

The case of a nine-year-old boy burned exten- 

sively by gasoline is here reported. ACTH in 

doses of 25 mg. every six hours was begun within 

2 hours of the time of the burn. The results in 

this case suggest that ACTH, when used im- 

mediately and in conjunction with other therapeu- 

tic measures, profoundly shortened the course of 

healing, prevented scarring by rapid epithelializa- 

tion, and perhaps made skin grafting unnecessary. 
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THE ROUTINE USE OF TUB BATHS IN POSTPARTUM PERINEAL CARE 

JANE E. HODGSON, M.D., AND LOIS A. DAY, M.D. 

Saint Paul, Minnesota 

LL standard obstetrical textbooks in their 

discussions of postpartum perineal care give 

explicit and detailed instructions as to the use of 

perineal flushings with weak antiseptic solutions 

following each urination and defecation and at 

regular intervals throughout the postpartum 

period. Tub bathing is prohibited in the post- 

partum period for periods ranging from four to 

eight weeks. Booklets to the expectant mother 

repeatedly caution the patient against the use of 

tub baths in the late prenatal period as well. 

Titus,®> Williams,* De Lee,? Beck? and’ McCor- 

mick* vary but little in their postpartum routine. 

Titus® advises: “Patients should be flushed with 

a weak solution of liquor cresolis saponatus fol- 

lowed by sterile water after each defecation or 

urination. This is done while the patient is still 

on the bedpan. This implement should be sterilized 

frequently, and in hospitals it is essential that 

each patient’s bed and all of its utensils should be 

a separate unit devoted solely to that patient.” Ac- 

cording to Williams Obstetrics, as revised by H. 

Stander®: ‘Twice daily, after each movement of 

the bowels, prior to catheterization and before any 

local treatment or examination, the external geni- 

talia should be cleansed with sterile cotton 

pledgets, using liquid soap, followed by 1:1000 

solution of bichloride or oxycyanide solution, care 

being taken that the parts are washed from above 

downwards, the pledgets being discarded after a 

single application so as to avoid contamination 

from the rectum.” 

One can only wonder how this technique, un- 

changed since Semmelweiss, so cumbersome and 

time-consuming, has withstood revision. Like 

erysipelas, puerperal sepsis is fast becoming a dis- 

ease of antiquity. In modern private obstetrical 

services, fever from endometritis is seen less often 

than fever secondary to breast abscess or throm- 

bophlebitis. It is doubtful that modern eradication 

of postpartum pelvic infection is due to the cum- 

bersome postpartum perineal routine in standard 

use, which routine has remained unchanged in the 

past sixty-five years. In July 1949, one of the 

authors (J.E.H.) herself underwent a normal de- 

livery accompanied by the usual postpartum dis- 

comfort from the episiotomy. The relief of pain 
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on the third postpartum day by twice daily tub 

baths was so remarkable that the writer immediate- 

ly instituted their use in her obstetrical practice. 

Results were extremely gratifying, and this pro- 

cedure has become a routine part of the post- 

partum care. Many fellow physicians in this 

locality are also using tub baths as a routine part 

of their postpartum care. At the Midway Hos- 

pital, Saint Paul, Minnesota, it is now estimated 

that 90 per cent of the obstetrical patients follow 

this routine. 

Routine 

On the first morning following delivery, the pa- 

tient takes a fifteen-minute warm, soapy tub bath. 

This is continued twice daily until the patient is 

discharged from the hospital. The patient is fur- 

thermore advised to continue the baths at home as 

indicated for a sore perineum. It is possible to 

dispense with all routine nursing care, including 

external douches, flushings, bed baths, perineal 

lights, et cetera. A sterile perineal pad is used be- 

tween baths. 

Advantages 

Marked Increase in Patient’s Physical Com- 

fort.—Physical comfort is obviously improved 

with the elimination of lochia and perspiration. 

The saponific action of the soap dissolves the dried 

and adherent blood and serum from the perineal 

skin. Analgesics required for perineal discomfort 

are greatly reduced, 

Reduction in Nursing Care.—lIt is estimated 

that each patient requires at least one to two hours 

of nursing care per day to receive the usual and 

accepted perineal routine. The daily bed baths and 

the series of four to six external flushings require 

a great deal of nursing care. Providing a sterile 

bedpan, antiseptic solution, sterile cotton balls for 

drying, and perineal lights, as well as the equip- 

ment and maintenance of the cart for this equip- 

ment, obviously results in a rapid mounting of 

nurse-hours per patient. In contrast, tub baths re- 

quire less than ten minutes for a nurse or aide to 

thoroughly clean and prepare the tub for the next 

patient. In a detailed motion study of standard 
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perineal care, which was made by K. T. Hara,’ 

former obstetrical supervisor at Maternity Hos- 

pital, Minneapolis, Minnesota, she concluded that 

seventy-five minutes of nursing care per patient 

per day were required to follow out the external 

douching method. The time required in the central 

supply room to sterilize and prepare supplies was 

additional. At Miller Hospital in Saint Paul, 

Minnesota, the supervisor and head nurse in the 

obstetric department estimate that “from forty- 

five to sixty minutes of nursing care per patient 

per day is saved during the first three postpartum 

days by giving the obstetrical patients tub baths.” 

These conclusions are arrived at by: “(1) time 

saved by increased patient comfort, eliminating 

extra steps by nurse; (2) elimination of bed 

baths; (3) elimination of perineal care.” During 

these times of critical nursing shortages, it would 

seem that in addition to the advantages to the pa- 

tient, the saving of every nurse-hour is of para- 

mount importance. 

Improvement of Bladder Function.—It has al- 

ways been appreciated that warm baths greatly 

improve bladder function and reduce bladder dis- 

comfort. Patients requiring catheterization in the 

postpartum period are practically nonexistent 

when tub baths are used soon after delivery. 

Improved Wound Healing.—The episiotomy 

wounds are definitely improved by tub baths in 

the early postpartum period. The perineum is less 

indurated, and consequently the healing process is 

improved. Since beginning this routine, the writer 

has had no episiotomy breakdowns in over 400 

consecutive episiotomies. Two episiotomy wounds 

had small hematomas, both of which were surgical- 

ly evacuated. Neither wound broke down, but 

healed promptly, and the tub baths were not in- 

terrupted in either case. 

Reduction of Rectal Discomfort.—Many post- 

partum patients are plagued with hemorrhoidal 

discomfort, and the warm, twice daily tub baths 

have done much to alleviate this condition. 

Improvement of Patient's Morale-—A few iso- 

lated patients have been reluctant to begin this 

apparently unusual routine. After a bit of educa- 

tion and persuasion, every patient is thoroughly 

convinced of its value. The cleanliness, freedom 

from malodorous secretions and general sense of 
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well-being improve the patient’s morale. The 

esthetic advantages are definite, and the obvious 

difference in general well-being, as manifested by 

the “clean” tub-bathed patient versus the time- 

honored “sterile technique” patient, is quite 

marked. 

Possible Disadvantages 

Infection.— 

1. Local—As mentioned above, in this con- 

secutive group of over 400 episiotomies, not one 

breakdown occurred ; induration was lessened, and 

the marked increase in patient comfort would sug- 

gest that local infection is lessened. 

2. Pelvic Infection—The argument against 

tub baths, as given by the standard obstetrical text- 

books, is the possibility of the entrance of infec- 

tion through the vagina by contaminated bath 

water. Many questions arise at this point, such 

as the distance that the bath water traverses the 

birth passages. An effort to determine the dis- 

tance that the water ascends into the vagina did 

not seem practical or possible, due to the marked 

individual variability in patulousness of the vagina 

and cervix, descensus of the uterus, flexion of the 

lower extremities while in the tub, et cetera. It 

seems unlikely that clean soapy bath water is more 

of a contaminant than are the dried lochial dis- 

charges contaminated with feces and urine that are 

inevitably present upon the perineal skin during 

the standard form of postpartum care. In the past, 

numerous culture studies have been made of the 

cervix and vagina during the postpartum period, 

all of which revealed this area to be far from 

being a sterile field. A comparison of cervical cul- 

tures in the tub-bath-treated patients as compared 

with a group treated according to standard post- 

partum procedures would be of interest ; however, 

in private patients, such a study would be extreme- 

ly difficult to carry out, and it was felt that a care- 

ful clinical appraisal was of equal or greater value 

in evaluating this new procedure. 

Increased Postpartum Bleeding.—The pos- 

sibility of warm tub baths increasing postpartum 

bleeding had been raised. An increase of uterine 

bleeding has not been noted in our series of cases. 

There was no evidence of postpartum hemorrhage 

or even excessive bleeding that could be attributed 

to the tub baths. 

(Continued on Page 1105) 
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PREVENTION OF POSTANESTHETIC NAUSEA WITH 

DIMENHYDRINATE (DRAMAMINE®) 

D. KEITH MILLETT, M.D., and MYRON O. HENRY, M.D. 

Minneapolis, Minnesota 

HE anticipation of severe nausea and vomit- 

ing following general anesthesia and surgery 

often adds much apprehension to the already wor- 

ried patient about to undergo a surgical procedure. 

It would give great mental comfort to the patient 

if his physician were able to assure him that he 

would not be nauseated, or vomit, and that he 

should be able to eat a full meal as soon as he is 

awake after surgery. This is the art of medi- 

cine. It is also the science of medicine. 

The ophthalmologists, as pointed out by Stock- 

er,® have a special interest in preventing nausea 

and vomiting after ophthalmic surgery since the 

retching and vomiting may so increase the intra- 

ocular tension as to produce disastrous surgical 

results. Otologists, also, have a special problem 

controlling extreme postoperative vertigo, nausea, 

and vomiting after labyrinthine fenestration oper- 

ations. Campbell? has reported the effective use 

of Dramamine in these cases. 

Gay and Carliner® were the first to report the 

use of Dramamine to control nausea and vomiting. 

While investigating its effectiveness as an anti- 

histamine, they accidentally discovered its value 

in preventing nausea and vomiting of motion sick- 

ness. - Their careful study of 1,366 soldiers aboard 

the General Ballou revealed that Dramamine was 

effective in both the prevention and treatment of 

the nausea and vomiting associated with seasick- 

ness. Strickland and Hahn’ reported the effec- 

tiveness of Dramamine in decreasing the nausea 

and vomiting of air sickness. Beeler et al’ used 

Dramamine in conjunction. with roentgenotherapy 

and considered it effective in decreasing the fre- 

quency and severity of radiation sickness. 

In light of these reports, it occurred to one of 

us (D. K.M.) that Dramamine might effectively 

control nausea and vomiting following general 

anesthesia and surgery. Our results clearly show 

that it is effective when used as part of the pre- 

anesthetic medication. 

The manufacturers state that chemically Drama- 

mine is B-dimethylaminoethyl benzohydryl ether 

8-chlorotheophyllinate. It consists of diphenhy- 

dramine hydrochloride, commonly called Benadryl 

hydrochloride, which gives it its antihistaminic 
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properties, and 8-chlorotheophylline, which has 

some atropine-like activities. The antihistaminic 

activity, as determined by the method of Loew® 

has been found to be about one and one-half times 

as great as the ether base. The spasmolytic activity, 

as measured by the technique of Magnus,’ is less 

than that of the ether base. This is probably be- 

cause it is relatively insoluble in water. 

Gay and Carliner* found no evidence of untow- 

ard reactions in their group of over 300 men 

using doses of 400 mg. to 800 mg. per twenty- 

four-period. 

The mode of action of Dramamine is not clearly 

understood. Stocker® has proposed that its effec- 

tiveness may be due to: (1) action on the laby- 

rinth, (2) action on the vomiting center, or (3) 

action at a subcortical level by altering the ab- 

normal afferent labyrinthine impulses. 

Evidence is accumulating to indicate that its 

action is central rather than on the peripheral por- 

tion of the labyrinthine apparatus. Schiff* has 

likened the action of Dramamine to the action of 

morphine. Whereas morphine does not affect the 

peripheral pain receptors, but alters the interpreta- 

tion of the pain at a subcortical level ; Dramamine, 

also, probably does not affect the peripheral re- 

ceptors (labyrinthine), but probably alters the 

central responses to the vestibular stimuli. On the 

basis of his own work, Winston" has suggested 

that, pharmacologically, Dramamine may be an 

antiacetylcholine agent when acetylocholine ex- 

ceeds its normal physiological level. 

We have used Dramamine as part of the pre- 

anesthetic medication in sixty-nine cases under- 

going anesthesia for orthopedic procedures rang- 

ing from simple manipulations to major recon- 

structive orthopedic surgery in patients from two 

to eighty-four years of age. 

The dosage of Dramamine was 50 mg. for chil- 

dren and 100 mg. for adults, given orally thirty to 

forty-five minutes before surgery. It may also be 

given rectally as a suspension in 20 cc. of isotonic 

saline. The only other preanesthetic medication 

was morphine, gr. 1/6, with scopolamine (or atro- 

pine), gr. 1/150, for an average adult. The an- 

esthetic used was 2.5 per cent sodium pentothal 
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POSTANESTHETIC NAUSEA—MIL™UETT AND HENRY 

TABLE I. INCIDENCE OF POSTOPERATIVE NAUSEA 
AND VOMITING 

Post- Post- Total Postop. 
No. operative operative Nausea and/or 

Cases  jNausea omiting Vomiting 

Without Preoperative 33 8 8 8 
Dramamine (control) (24.2%) (24.2%) (24.2%) 

With Preoperative 69 4 1 5 
Dramamine (5.8%) (1.4%) (7.2%) 

with four units of curare per cc. given intraven- 

ously and supplemented with nitrous oxide. The 

anesthetic time varied from five minutes to two 

hours and thirty-five minutes. An exact record 

was kept of any postanesthetic nausea or vomiting 

and the patient’s ability to take food and fluids 

by mouth. 

As a control group, thirty-three similar ortho- 

pedic patients immediately preceding this series 

were recorded and studied in a similar manner. 

Also, several patients in this series had had a pre- 

vious anesthetic without Dramamine and thus 

served partly as their own controls. All of the 

patients were questioned concerning the occur- 

rence of nausea and vomiting following their pre- 

vious operations and were asked to compare their 

two postoperative experiences. Of the thirty-three 

patients who did not receive Dramamine as part 

of their preanesthetic medication, eight (24.2 per 

cent) complained of nausea and vomited one or 

more times postoperatively. 

Dramamine was given as part of the preanes- 

thetic medication to sixty-nine patients. Of these, 

four (5.8 per cent) complained of some nausea 

postoperatively, but did not vomit. One patient 

(1.4 per cent), a child who had received ether for 

a period of one hour and fifty minutes, vomited 

once. In this group, twenty-five gave a history of 

having had a previous anesthesia. Sixteen (64 per 

cent) of these twenty-five patients stated that they 

were nauseated and vomited following the pre- 

vious surgery. After having received Dramamine 

preoperatively in this series, only two (8 per cent) 

of these same twenty-five were even slightly nau- 

seated and none vomited. 

The remarkable difference between the 64 per 

cent who gave a history of nausea and vomiting 

following previous surgery, and the 24 per cent of 

the control group (without Dramamine), is un- 

doubtedly due largely to the effect of the dif- 

ferent anesthetic agents used. Whereas most of 

the cases in this series received sodium pentothal 

and nitrous oxide anesthesia, many in that high 

64 per cent received ether. 
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A full diet is ordered for all of our postopera- 

tive orthopaedic patients. Those who had received 

Dramamine preoperatively were usually able to 

take oral fluids as soon as they were well awake. 

At first, it was difficult to convince the nursing 

personnel to give the patients full, regular diets 

because they expected postoperative nausea and 

vomiting which has heretofore been so common. 

Dehydration was a transient problem in only two 

cases. In neither case was it due to nausea or 

vomiting. 

One of us (M.O.H.) had a herniorraphy re- 

cently enough to receive the benefits of Drama- 

mine as part of the preanesthetic medication. He 

was able to take water by mouth by the time he 

had returned from the operating room to his bed. 

Despite the fact that a portion of incarcerated 

bowel and omentum had to be dissected from the 

hernial sac, he was able to take a light meal two 

hours postoperatively without experiencing any 

nausea or vomiting. 

We have had no untoward reactions from Dram- 

amine used as part of the preanesthetic medica- 

tion in over 100 cases. Drowsiness has been re- 

ported to be an infrequent side effect, but this 

would be difficult to evaluate in postanesthetic 

patients. 

Conclusions 

1. Dramamine is effective in controlling post- 

anesthetic nausea and vomiting. 

2. The use of Dramamine as part of the pre- 

anesthetic medication is a valuable adjunct to the 

art of medicine. 
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President’s Letter 

“PREPAID VOLUNTARY HEALTH PROTECTION” 

REPAID health insurance has been growing very rapidly, although it has been 
in operation only a few years. Such is the report of Dr. George F. Lull, secre- 

tary and general manager of the American Medical Association, in his secretary’s 
letter of September 14. He quotes The Health Insurance Council report that half of 

the nation’s population at the end of last year was covered by some type of voluntary 
protection against the economic hazards of sickness and accident. All forms of 

such voluntary health protection scored tremendous gains in 1950. Hospital expense 
protection was extended to 76,961,000 persons. This was 17 per cent greater than 

just a year before. Great strides were also made by surgical and medical expense 
coverages in 1950. Surgical expense protection was provided to 54,477,000 persons 

at the end of last year, an increase of 32 per cent for the year. 

Minnesota has kept pace with these gains. This state was a pioneer in offering 
Blue Cross to the public with Blue Shield following later, having been endorsed by 

the Minnesota State Medical Association. Minnesota Medical Service, Inc., showed 
a total enrollment of over 500,000 subscribers as of August 31, 1951. Minnesota 
Blue Shield plan is less than four years old. Blue Shield has endeavored to enlarge 

its program, meanwhile building up a safe reserve. This was possible because of 
a very low overhead. Physicians are helping greatly in making these plans a success. 
This growth in Blue Shield has been a very healthy one as each month’s surplus has 
been added to the reserve fund to thus prepare for any possible emergency. Of this 

surplus, $900,000 is in government bonds. 

One of the dangers confronting both Blue Shield and Blue Cross is overutiliza- 
tion. Members with contracts are prone to utilize hospital services for minor ail- 

ments. This adds greatly to the cost of Blue Cross. It would seem that some system 
of education should be worked out whereby subscribers would be more interested 
in protecting their plan from overutilization. When this utilization approaches 100 

per cent or is over 90 per cent, trouble is brewing. This may mean increased rates. 

While sickness insurance is growing rapidly the directors of both plans feel that 
it is not as yet perfect. More study is being given this matter and the hope is that 
coverage can be extended to cover more medical cases, possibly even office cases 
without increasing fees too much. 

The American people are well aware of the value of prepaid voluntary health 
protection. The gain in subscribers has been tremendous. The system is working 

well. 

s Mn 

President, Minnesota State Medical Association 
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rs Editorial * 

Cart B. Drake, M.D., Editor; Georce Eart, M.D., Henry L. Uxtricu, M.D., Associate Editors 

PREMATURE MEDICAL PUBLICITY 

REMATURE medical publicity is an expen- 

sive and sometimes harmful procedure. It leads 

to self-medication which often follows self-diag- 

nosis and may result in tragedy. It often causes 

heartbreaking disappointments. 

We have dwelt on the subject of premature 

medical publicity before, but an article entitled 

“When Medicine Makes the Headlines” by Dr. 

Russell S. Boles of Philadelphia, which appeared 

in the Saturday Review of Literature (May 19, 

1951), leads us to further consideration of the 

subject. 

The desire of physicians to contribute some- 

thing of scientific or medical value for the good 

of humanity—a perfectly praiseworthy ambition 

—leads them to present before a medical meeting 

or in a medical journal a new operation or treat- 

ment which in their opinion deserves further in- 

vestigation. The new idea is picked up by a 

newspaper reporter or a journalist and is present- 

ed to the public, ever eager for medical news, as 

established fact. The patient goes, then, to his 

physician and demands the “low-down” on the 

subject and sometimes even demands the new 

treatment. It has been said that the physician of 

today must keep up with his news magazines and 

papers as well as his medical journals in order to 

answer his patients’ questions. And he must often 

exhibit a good deal of backbone in resisting pres- 

sure to prescribe contrary to his best judgment. 

As Boles mentions, the manufacture of peni- 

cillin increased from 21,192 billion units in 1943 

to 133,229,493 billion units in 1949. In the case of 

streptomycin, the 1,174,582 grams produced in 

1946 was upped to 83,699,137 grams in 1949. 

This is out of all proportion to indications for 

their use, and one reason for their overuse is that 

the public expects to have them administered for 

conditions for which they can serve no useful 

purpose. Penicillin, especially, is used for every- 

thing, with little consideration for the fact that it 

may cause reactions and may sensitize an individ- 

ual so that future use may be futile or even dan- 

gerous. Aureomycin by destroying certain bac- 
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teria in the intestinal tract, may cause a vitamin 

deficiency besides being highly irritating to the 

digestive tract. 

The anti-histaminic drugs, $100,000,000 worth 

of which were sold over the counter in 1950, are 

another example of premature publicity and over- 

evaluation. The test of time has proved them of 

limited value. 

The case of ACTH and Cortisone is another il- 

lustration of premature enthusiasm. While they 

may produce marvelous results initially, in certain 

cases they, as a rule, must be administered con- 

tinuously to maintain their initial effect, and this 

is likely to cause side effects of a most dangerous 

character. 

The remedy recommended by Boles to prevent 

this premature publicity is not new. He recom- 

mends that each county and state society possess 

a committee to which the lay press can refer. The 

existence of such a committee needs to be em- 

phasized from time to time. There will always be, 

however, the sensational writer who is continually 

on the outlook for sensational material and is not 

too interested in accurate evaluation of medical 

news. 

HOSPITAL CARE OF THE AGED 

NOT A FUNCTION OF THE 

FEDERAL GOVERNMENT 

6 kn OPPOSE Federal Security Administrator 

Ewing’s proposal to provide sixty days a year 

of free hospital care to all persons sixty-five or 

over who are covered by old-age and survivors’ 

insurance of the Social Security system and their 

dependents may seem to some as hardhearted. 

Those over sixty-five are admittedly more liable 

to need medical care and are less able to finance 

it. The question is whether this is a proper func- 

tion of the Federal Government. 

Certain health activities which affect the na- 

tion as a whole are the function of the Federal 

Government and must of necessity be handled on 

a national basis. These include health inspection 

at the ports of entry and quarantine when neces- 

sary; control of narcotic traffic; activities of the 
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Pure Food and Drug Administration ; care of the 

health of the armed forces; regulation of water 

supply as it affects the nation’s health. Other ac- 

tivities, such as the care of the tuberculous and 

mentally ill, have come to be regarded as responsi- 

bilities of county or state—not the Federal Gov- 

ernment. 

We are aware of the frequent inequities of free 

medical care distribution, and have been factually 

apprised of the abuses of government-paid medical 

care systems in other countries, where often it is 

not the valid but the vociferous plea for medical 

attention that receives a priority. 

If medical care of the people is a proper func- 

tion of national government, how about the feed- 

ing also of the people which is a more essential 

need than medical care? How about housing, too? 

’Tis true that the Government has already 

stepped into this activity which is distinctly a so- 

cialistic activity inconsistent with our traditional 

ideas of the function of national government. 

Every time the Federal Government takes on 

a new activity in which it provides something that 

private industry can and has provided in the past, 

the public becomes more and more imbued with 

the idea that Washington can provide everything. 

There are many activities in which the Federal 

Government is now partaking that are not the 

function of government. At a time when govern- 

ment spending is showing a deficit of billions year- 

ly and the national debt is being increased to in- 

conceivable heights, a pruning of activities which 

are not the business of the national government is 

vitally essential. 

WRESTLING NO LONGER A SPORT 

E HAVE been waiting in vain for someone 

with a normal quota of decency to issue a 

protest against the wrestling bouts of today. 

When such exhibitions were limited to paid ad- 

missions, their influence was limited. With the 

advent of television, these contests which cannot 

by any stretch of the imagination be classified as 

a form of sport are transported into the home for 

the demoralization of the family members, the 

children particularly. 

The value of sports in the school and on the 

playground in the training of youth in inculcating 

the ideas of good sportsmanship has been proven 

over the years. The television has great possibili- 

ties from an educational standpoint. Its use in the 
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transmission of a modern wrestling match on the 

excuse of supplying public demand cannot be too 

strongly condemned. For the youth of this coun- 

try to be fed a demonstration of a fight in which 

gutter tactics are used, not only by the villain 

but by the hero in self defense, is bound to have 

undesirable effects on impressionable minds. It 

matters not whether the so-called wrestling match- 

es are rehearsed and the foul blows not as heavy 

as they appear ; the ingenuity of the contestants is 

taxed to find new ways of producing torture and 

breaking the rules of the sport, if any, and the 

youthful spectators are pretty sure to try out such 

tactics with the mistaken notion that they are 

wrestling. ; 

Call us “sissy,” if you wish. We insist that 

wrestling has degenerated to the point that the 

present exhibitions can no longer be classified as 

sport. Unless the whole tone of these matches is 

altered for the better, they should be prohibited. 

The television industry which has grown so rap- 

idly and has become national in its scope should 

most certainly bar wrestling matches until they 

are rescued from the gutter. 

MINNESOTA MEDICAL FOUNDATION 

The annual meeting of the Minnesota Medical Founda- 
tion was held at the Campus Club quarters at the Coff- 
man Memorial building on October 4, 1951. 

The Foundation was established in 1939 to facilitate 
the co-operation of alumni and friends of the University 
of Minnesota Medical School in improving the under- 
graduate, graduate and research functions of the Univer- 
sity, to establish scholarships and, it is hoped, professor- 
ships eventually. The Foundation also publishes The 
Bulletin of the Minnesota Hospitals and Minnesota Med- 
ical Foundation which is sent to the Foundation members 
and other subscribers. 

At an afternoon session held at the Medical Science 
Building which preceded the annual dinner meeting, four 
freshmen in the medical school: James R. Schuft of 
Verndale, a graduate of Hamline University; Omar A. 
Tveten of Waubun, a graduate of Concordia College; 
Gordon L. Backer of Luverne, a graduate of Macalester 
College; and James G. White of Minneapolis, a graduate 
of St. Thomas College, and six upper classmen in the 
medical school, Emery Johnson of Warren; Donald S. 
Mattson and Vernon D. Erickson of Minneapolis; Bar- 
bara Ann Ure of Forrest Grove, Oregon; Joseph W. 
Teynor of New Ulm and Charles L. Harris of Park 
River, North Dakota, were each presented with a $500.00 
scholarship by Dr. Owen Wangensteen, President of the 
Foundation. The session was also the occasion of an 
address by Mr. John M. Russell, Director of the John 
and Mary R. Markle Foundation of New York which 
is devoted to the financing of medical research. The key- 
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note of his address was the importance of medical edu- 
cation which is the foundation of the profession. 

The membership committee of the Minnesota Medical 
Foundation under the chairmanship of Dr. Vernon 
D. E. Smith of Saint Paul has been very active during 
the past year. It has presented programs at approximate- 
ly twenty meetings of county medical societies and hos- 
pital staffs, partially consisting of scientific talks, motion 
pictures taken and edited by Dr. Smith and including 
invitations to join the Foundation. At present the mem- 
bership consists of patron members 36; life members 340, 
and annual members 339. It is not necessary to be a 
Minnesota alumnus nor even an M.D. to become a 
member. All friends of the Medical School and those 
interested in the Foundation’s objectives are urged to 
join. Contributions may be mailed at any time to the 
Minnesota Medical Foundation, 3330 Powell Hall, Uni- 
versity Campus, Minneapolis 14. 

This year, the total receipts of the Foundation amount- 
ed to $81,463.12. Disbursements amounted to $93,382.85. 
While the Foundation is small, as foundations go, it has 
been growing in importance, and the funds it handles 
for various medical activities amount to considerable. 

The activities of the Foundation are varied. It made 
the first gift to the Mayo Memorial Association with the 
stipulation that it be used to carry on the public educa- 
tional work involved in raising the funds necessary for 
the Mayo Memorial Building. The Foundation also pro- 
vided the first grant of funds to begin the well-known 
Minnesota Human Starvation Study in the Laboratory 
of Physiological Hygiene. The Foundation has lent sup- 
port for many studies relating to such diverse subjects 
as heart and kidney disease, anemia, cancer, blood trans- 
fusions and others. 

At the October meeting, Dr. Charles G. Sheppard of 
Hutchinson and Dr. R. S. Ylvisaker of Minneapolis were 
elected new members of the Board of Trustees. Dr. 
Wesley Spink, whose term expires, was re-elected to the 
Board, and Dr. J. Richards Aurelius of Saint Paul was 
elected secretary-treasurer to take the place of Dr. 
George N. Aagaard, who leaves Minneapolis January first 
to accept the deanship of the Southwest Medical School, 
Dallas, Texas. 

INTESTINAL OBSTRUCTION ASSOCIATED 

WITH FIBROCYSTIC DISEASE 

OF THE PANCREAS 

(Continued from Page 1081) 
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HOSPITAL COSTS 

Soaring hospital rates—it is estimated they are up 
nearly 150 per cent over 1937 levels—were explained in 
various ways the other day by superintendents of leading 
Chicago institutions. 

While many things a hospital has to buy have not risen 
as much as its rates, labor, which accounts for about 60 
per cent of a hospital budget, has gone up 165 per cent in 
fourteen years. Hospital managers pointed, out, with 
fairness, that hospital help had been badly” underpaid. 

The superintendents did not attempt to make one 
obvious defense of hospital costs that can be made for 
them. If one is really sick, a bed or room in a good 
hospital is a bargain even at high prices. 

The average patient forgets that he is getting con- 
siderably more for his money than bed and board. Back 
of the wards and the private rooms lies an intricate and 
costly machinery of laboratories, operating theaters and 
therapeutic equipment. Back of this is the medical know- 
how that aids diagnosis of his illness, speeds his re- 
covery and in emergency may be the difference between 
life and death. A substantial part of today’s bigger hos- 
pital bills actually represents the continuing advance in 
medicine. It is for the laboratory work that has re- 
placed a lot of guesswork of an earlier day. 

But it is human nature to resent expenditure connected 
with illness. We are so much happier buying something 
new, than paying to regain our health in order to enjoy 
what we already have. Nobody wants to spend more 
than he has to on hospitals. The obvious answer is hos- 
pital insurance, the prudent man’s hedge against the un- 
certainties of tomorrow —Chicago Daly News, Aug. 14, 
1951. 
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MATERNAL MORTALITY STUDY SHOWS 

MARKED IMPROVEMENT 

Minnesota’s maternal mortality rate shows a 

decrease of 89 per cent since 1915—a decrease 

which puts Minnesota in fourth place and tied 

with 10 other states. Minnesota’s rate has always 

been at least 25 per cent below the United States 

average, 

According to a recently published booklet by 

the Minnesota Department of Health, Minnesota’s 

rate for 1950 was 0.58 deaths per 1,000 live births 

—44 maternal deaths. The rate in 1915 was 5.2 

per 1,000 live births. This tremendous decrease 

was accompanied by a 27 per cent increase in the 

number of live births—75,337 in 1950. In 1949 

the entire United States had a new low maternal 

mortality rate of less than 1.0 maternal deaths per 

1,000 live births, making maternal mortality no 

longer a nationwide problem. 

Study Called Potent Influence 

The booklet points out that the reasons for 

continuing reduction in maternal mortality are 

“... increasing percentage of babies born in hospi- 

tals, more well-trained physician attendants to pro- 

vide more adequate prenatal care, early diagnosis, 

and treatment of complications by antibiotics and 

blood, public health measures, including maternal 

mortality studies . . .” 

Maternal mortality studies have played an im- 

portant part in helping to improve Minnesota’s 

rate. The first study was conducted in 1941 and 

1942 and revealed a maternal mortality rate of 

2.0 per 1,000 live births. The second study was 

made in 1950 and 1951, revealing a rate of 0.6 

per 1,000 live births. These studies are to be ton- 

tinued at the request of the Minnesota State Medi- 

cal Association. The bulletin reports: 
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“Minnesota is one of four states carrying on such a 
study by a trained obstetrician investigator who inter- 
views attending physician, hospital personnel, and others. 
About half of deaths studied have been considered pre- 
ventable. Such a study is a’potent influence in reduction 
of maternal mortality.” 

Breaking down the figures showing the de- 

crease in maternal deaths, the Department of 

Health reports that “the largest part of this re- 

duction in this thirty-year interval was due to the 

decline in maternal deaths caused by toxemia (88.4 

per cent), followed closely by the decline in sepsis 

(88 per cent). ... Another public health achieve- 

ment that played an important part in the reduc- 

tion in maternal mortality, as well as in infant 

mortality, was the marked increase in the per- 

centage of births occurring in hospitals. In 1933, 

43 per cent of all births in Minnesota occurred in 

hospitals; in 1949, 98 per cent occurred in hos- 

pitals. In 1936, physicians attended 96.7 per cent 

of the births; in 1949, physicians attended 99.8 

per cent of the births.” 

Comment is made on the significance of this fine 

record by Dr. A. J. Chesley, Secretary and Ex- 

ecutive Officer of the Department of Health: 

“We can justly be proud of these accomplishments, 
which are a result of many years of close co-operation 
between those providing medical services and facilities 
and the official health and educational agencies of Minne- 
sota. The basic philosophy that preventive services as 
well as medical care are the responsibility of the local 
practicing physician has been well justified. Provision 
of accepted preventive medical services as well as medi- 
cal care and treatment thus both become not only a right 
and a privilege but also a responsibility of the physicians 
and the allied professions. The significance of the re- 
sults accomplished under this program is quite evident 
from the changes in maternal and infant mortality rates 
during the past thirty-five years. Three hundred and 
forty-eight Minnesota mothers and 3,400 Minnesota in- 
fants are alive today who would have died had 1915 
mortality rates prevailed in 1950.” 
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VOLUNTARY HEALTH INSURANCE 

GAINS ADDED SUPPORT 

With the recent report on voluntary health in- 

surance revealing important increases in coverage 

throughout the nation, come many new pledges 

of strong support for this democratic method of 

providing health protection. These sources have 

realized that government medicine would most 

certainly mean too many government controls. 

They have aligned themselves with those who 

know that the American free enterprise system has 

proved itself to be the most efficient and strongest 

way of carrying on American business. Doubt- 

less they feel that such a free enterprise system 

should continue to work well in the medical in- 

surance field, and not be replaced by the socialistic 

government controlled medicine, which has been 

found to be sadly lacking. 

Showing its continued respect for the growth 

of voluntary insurance plans, the Christian 

Science Monitor, in a recent editorial, says that 

“private initiative can well be maintained in hos- 

pital, medical care and surgical insurance, as well 

as in temporary disability insurance to substantial 

degree.” 

The paper quotes Edmund B. Whittaker, ‘vice- 

president of the Prudential Insurance Company 

of America: 

“The most significant recent social phenomenon in the 
United States has been the growing insistence of the 
public for social insurance protection. . . .” 

The editorial lauds America’s system of free 

enterprise and warns against American acceptance 

of government propaganda : 

“Free enterprise is so strong in the United States and 
has generally produced such outstanding results that its 
elimination in a large area such as this would properly 
encounter great resistance. .. . Future trends toward pri- 
vate enterprise or toward socialization are bound up in 
very significant degree with American attitudes toward 
social insurance. It behooves voluntary institutions tc 
work out the best service possible, because if they fail 
to do so, government agencies may replace them. At the 
same time the public needs to discount unwarranted 
propaganda, often largely fostered by government offi- 
cials, that government should occupy the entire field. 
There is a legitimate territory in social insurance in the 
United States which should be preserved for voluntary 
initiative.” 
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ALL-OUT CAMPAIGN BEGUN FOR 

NATIONAL HEALTH INSURANCE 

Attesting to the need for guarding against com- 

placency, word comes from the Michigan CIO 

News that a new campaign is beginning to shape 

up “to educate public opinion and mobilize public 

support for national health insurance.” The Na- 

tional Assembly for the Advancement of Public 

Relations pledged support to this campaign, charg- 

ing the American Medical Association with 

‘deliberate falsification’ when it describes Presi- 

dent Truman’s health insurance proposals as 

‘socialistic.’ 

If what the Assembly calls “sound and progres- 

sive Americanism” is Truman’s government-con- 

trolled and costly health insurance scheme, then 

most cautious Americans can be led to believe 

that members of the Assembly have been mis- 

guided in their advocacy of socialized medicine. 

There is sound proof and sober logic to show that 

government-managed medical care plans can only 

lead to inferior service and an overburden of re- 

strictive government controls. 

MEDICAL CARE COSTS 

MISINTERPRETED 

A semantic misinterpretation of recent years 

has brought about a major blight on the medical 

profession—that of making the doctor the symbol 

for high costs of everything connected with sick- 

ness. A new booklet, prepared for the California 

Medical Association by Ernest Dichter, Ph.D., a 

New York psychological consultant, states that 

“the term ‘medical care’ has far outgrown its orig- 

inal—and_ pure—denotation: the professional 

services of physicians and surgeons. ‘Medical 

care’ now loosely embraces every factor involved 

in the services, facilities and things attendant 

upon illness—doctors, nurses, hospitals, drugs, ap- 

pliances.” It is obvious that the medical society 

doesn’t own the hospitals, the pharmaceutical 

houses, the prosthetic appliance factories, and 

cannot, therefore, be blamed for the increased 

costs of these goods and services. Dr. Dichter 

writes : 

“Physicians have no control over the national economy 
as it affects the costs of nursing, domiciliary and other 
services required by the sick. And yet both individual 
physicians and their medical associations continue to 
feel apologetic and to offer public apologies about the 
high costs of ‘medical care.’” 
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“The only portion of the complex field of health re- 
sources that is under the absolute control of the doctor 
is his own service. In this, doctors can and should ac- 
cept full responsibility for costs. As for those costs in 
comparison with the other costs of sickness today, they 
represent no greater, in many cases less, a burden to the 
family economy than they did in the days of the family 
doctor.” 

The booklet points out that today the doctor’s 

services are more fully in demand and use, and 

that the patient is actually getting more for his 

money spent for medical care than he is for money 

spent for other goods and services. This is be- 

cause costs of medical care have not risen as 

rapidly nor in proportion to costs of other goods 

and services. 

Suggestions Offered for Correction 

Dr. Dichter offers certain recommendations for 

doctors and medical societies to follow to correct 

this misinterpretation of the term “medical care”: 
“That the doctor stop apologizing for costs over which 

he has no control. 
“That the medical association realistically make no at- 

tempt to change the public concept of the term ‘medical 
care’ as including the costs of all services and materials 
incident to the care and treatment of the sick, but 

“That the facts be placed before the. public (with 
sympathetic explanation of the problems of hospitals, 
nurses, pharmaceutical manufacturers, pharmacists and 
others whose economy is less flexible than the physi- 
cian’s) pointing out that medical and surgical costs have 
increased but little in the light of changed economic 
conditions and that because of this and the fact that 
doctors deny their services to none, regardless of ability 
to pay, the ‘high and/or prohibitive cost of medical 
care’ does not apply to fees of physicians and surgeons.” 

BRITISH SURGEON CITES 

HEALTH PLAN PITFALLS 

Speaking at the annual convention of the Inter- 

national College of Surgeons, a “humble member 

of the medical profession working hard at prac- 

tical surgery in the heart of London,” told 

surgeons that the costs of the National Health 

Service in England have far exceeded all esti- 

mates that were made before and during the time 

it took effect four years ago. 

Dr. A. Lawrence Abel said: “The exchequer 

has at last realized that my country cannot afford 

to make available the unbridled use of such as es- 

sential service. Whereas last year the health serv- 

ice cost nearly one billion, five hundred million 
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dollars, they have now imposed an arbitrary ceil- 

ing of under one billion, two hundred million dol- 

lars ... and a few weeks ago ordered that 50 per 

cent of the cost of dentures and spectacles should 

be paid for by the patient.” 

Instead of giving doctors more time for the 

care of the health in addition to the illnesses of 

the people, Dr. Abel said that the British health 

service has forced the doctors to become over- 

worked, requiring them to carry on too much 

non-clinical work, causing clinical work to suffer. 

Relieving the doctor of the financial part of medi- 

cal treatment was supposed to free him to see 

patients earlier in the course of their illness, and 

“would bring him into more intimate touch with 

the normal and near-normal.” Instead the near- 

opposite has occurred, according to Dr. Abel’s re- 

port. Dr. George F. Lull, Secretary of the Ameri- 

can Medical Association, commented on his re- 

marks: 

“IT found his personal remarks and the thoughts ex- 
pressed in his speech quite depressing because the pitfalls 
he recited are the same pitfalls strewn in the path of 
the medical profession in this country by vote-conscious 
politicians in their efforts to enact some form of com- 
pulsory health insurance. Like in England, they promise 
the sky, knowing full well from British experience that 
they cannot deliver.” 

THE MINNESOTA STATE BOARD OF 

MEDICAL EXAMINERS 
230 Lowry Medical Arts Building 

Saint Paul 2, Minnesota 

Julian F. DuBois, M.D., Secretary 

SAINT PAUL MAN PAYS $1,000 FINE IN 
MINNEAPOLIS COURT IN ABORTION CASE 

Re. State of Minnesota vs. Frank H. Masterjohn 

On September “«. Be Frank H. Masterjohn, forty- 
two years of age, 24 W. Sycamore Street, Saint Paul, 
paid a fine of $1, 00 in the District Court of Hennepin 
County, following a sentence that was imposed by Judge 
D. E. LaBelle of the District Court, on September 25, 
1951. Masterjohn was given his choice by the Court of 
serving one year in the Minneapolis Workhouse, or pay- 
ing the fine of $1,000 within five days. Masterjohn was 
charged with the crime of abortion. Masterjohn entered 
his plea of guilty on May 24, 1951, but the imposition of 
sentence was deferred by the Court until September 25. 

Masterjohn was arrested on May 8, 1951, following an 
investigation ordered by the Minnesota State Board of 
Medical Examiners after it had been disclosed that a 
22-year-old Benton County girl had been hospitalized at 
St. Cloud, suffering from the after effects of a criminal 
abortion. Masterjohn admitted to the Court that he had 
performed eight or nine abortions in the home of one 
John E. Capra in Minneapolis. Masterjohn was paid 
$250 for the last abortion dividing the money on the 
basis of $110 to Capra, who referred the case to him, 
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and keeping $140 for himself. Capra was placed on pro- 
bation by Judge Knudson of the Hennepin County Dis- 
trict Court for his part in the abortions. Judge LaBelle, 
however, told Masterjohn that he was engaged in a “rot- 
ten occupation,” and that the Court was going to take 
the profit out of the abortion racket. 

The Minnesota State Board of Medical Examiners 
wishes to express its appreciation for the very fine co- 
operation given in this case by certain members of the 
medical profession and hospital authorities who learned 
of the activities of the defendants Masterjohn and Capra. 

Medical Board Concludes Initial Investigation of Com- 
plaints Concerning Welfare Cases 

« The Minnesota State Board of Medical Examiners, 
following an investigation of specific and general com- 
plaints in connection with the furnishing of medical care 
to recipients of public relief, wishes to bring to the at- 
tention of the medical profession generally, certain abuses 
on the part of a relatively small number of physicians. 

In October 1950, at a meeting held at the office of the 
Director of Social Welfare of the State of Minnesota, 
certain medical problems were discussed with the Med- 
ical Service Committee of the Minnesota State Medical 
Association. At that meeting it was alleged that certain 
doctors were having ambulatory cases call daily at their 
office and that the various welfare agencies were being 
charged excessive amounts for such unnecessary calls 
and for unnecessary and needless medication and opera- 
tive procedures, Following that meeting the matter was 
referred to the Minnesota State Board of Medical Ex- 
aminers for investigation into specific cases. The Minne- 
sota State Board of Medical Examiners has concluded 
the first phase of its investigation and is unanimously of 
the opinion that certain recipients of relief were seen 
needlessly on numerous occasions. While the Minnesota 
State Board of Medical Examiners appreciates that 
there are cases in which a difference of opinion may 
exist as to the necessity of seeing a patient daily, there 
are cases in which there can be no difference of opinion. 
It is only with the latter group of cases that the Minne- 
sota State Board of Medical Examiners has concerned 
itself. The Medical Board has pointed out to the physi- 
cians concerned that the entire medical profession must 
he scrupulously honest in rendering medical care and that 
the test applies to patients who are recipients of relief as 
well as to so-called private cases. The medical profes- 
sion owes this duty, not only to the patient, but to the 
taxpayers who pay the hill. to the Legislature of Minne- 
sota, which makes the service possible, and to those who 
administer the various relief programs. The Medical 
Board believes that the most hopeful sign in the entire 
matter, is the candid way in which the physicians con- 
cerned discussed the various cases with the Medical 
Board. There was no hesitation in the frank admission 
that, perhaps, some of the cases were seen too frequent- 
ly, and that not enough thought was given to the problem 
generally, which is to have good quality medical care 
readily available to a recipient of relief at a fair and 
reasonable cost to the various political subdivisions which 
are required to pay for such services. The system of 
free choice of physician for a recipient of relief which 
Minnesota was a leader in developing, will not survive 
unless all members of the medical profession recognize 
their duty in the handling of these cases. 

_ The Minnesota State Board of Medical Examiners dis- 
likes very much to emphasize the fact that physicians 
who depart from the high standards of the medical pro- 
fession, including complete honesty in the rendition of 
medical care to recipients of relief, jeopardize, not only 
their standing in the medical profession, but with the 
em Sn, and their license to practice medicine 
as well: 

It is the hope of the Minnesota State Board of Med- 
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ical Examiners that this matter will be thoroughly dis- 
cussed within the various county medical societies. The 
matter is one that can be handled effectively at the local 
level with the assistance of the county Medical Advisory 
Committee. In the future the Minnesota State Board of 
Medical Examiners will take such disciplinary action as 
is warranted by the facts, in the event any such com- 
plaints are made to the Board. 

ROUTINE USE OF TUB BATHS IN 

POSTPARTUM PERINEAL CARE 

(Continued from Page 1095) 

Possible Lack of Bathing Facilities—On the 

obstetrical floors of some hospitals there are only 

showers or very few bathtubs, so that it is im- 

possible to allow all of the patients to follow the 

tub-bath routine. At one hospital in which tub 

bathing has become popular for postpartum care, 

the saving in nurse-hours has been so outstanding 

that new tubs are being installed voluntarily by 

the hospital. 

Summary 

A safe, comfortable, simplified and time-saving 

method of postpartum perineal care by the use of 

routine tub bathing is presented. This new routine 

is highly recommended on the basis of clinical re- 

sults, rather than any scientific data. To any ob- 

stetrician trying this method on even a small 

series, the numerous advantages will be self-evi- 

dent. 
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In an era when the chronic diseases and the health 
problems of the aging are beginning to draw increasing 
attention, we can profit greatly from the experience of 
tuberculosis control workers. Tuberculosis has many 
characteristics in common with such diseases as heart 
disease, diabetes, and arthritis, as far as program con- 
siderations are concerned. These include the prospects of 
early diagnosis, the important social and economic com- 
ponents, the possibility of extended periods of hos- 
pitalization, and the necessity for rehabilitative and 
restorative services—JosEPH W. Mountin, M.D., Public 
Health Reports, Feb. 2, 1951. 
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¢ Reports and Announcements +¢ 

AMERICAN ACADEMY OF DERMATOLOGY 
AND SYPHILOLOGY 

The tenth annual meeting of the American Academy 
of Dermatology and Syphilology will be held in Chi- 
c*go at the Palmer House, December 8 through 13. 

Principal sessions will be held in the Palmer House 
from December 10 to 13, with special courses in histo- 
pathology and mycology scheduled for December 8 
and 9 at the medical schools of the University of IIli- 
nois and Northwestern University. Special courses in 
x-ray and radium, bacteriology of tke skin, anatomy 
and embryology of the skin, and special problems in 
dermatohistopathology will also be given. 

AMERICAN COMMITTEE ON 
MATERNAL WELFARE 

The fifth American Congress on Obstetrics and Gyne- 
cology will be held in Cincinnati, Ohio, March 31 through 
April 4, at the Netherland Plaza Hotel. 

Sponsored by the American Committee on Maternal 
Welfare, the Congress will feature a comprehensive 
five-day scientific program covering the medical, nurs- 
ing and public health aspects of the maternal care 
team. : 

More than 100 obstetricians and/or gynecologists are 
expected to take part in the medical program of papers, 
panels and discussions which extends throughout the 
week, In addition there will be twenty participants in 
two public health meetings and many more in the 
nursing section. There also will ke technical and scien- 
tific exhibits, and several demonstrations of special in- 
terest. 

General medical meetings will take up the main 
subjects of dystocia, sterility, urinary incontinence, ute- 
rine carcinoma, obstetric hemorrhage, ovarian tumors, 
toxemias, and fetal wastage. Panels of four physicians 
each will consider complications of puerperium, Rh and 
Hr sensitization, maternal mortality, lesions of the vulva, 
endometriosis, pregnancy complicating medical condi- 
tions, uterine bleeding, and cesarean section. Discus- 
sions will follow each presentation, Arrangements have 
been made for submittal of written questions, either by 
mail or at the Congress. 

Congress registration fees are $5.00 for members and 
$10.00 for nontmembers. Further information, registra- 
tion or reservations can be obtained by writing to Mr. 
Donald F. Richardson, Executive Secretary, American 
Committee on Maternal Welfare, 116 South Michigan, 
Chicago 3, Illinois. 

AWARD FOR RESEARCH IN 
FIELD OF INFERTILITY 

The American Society for the Study of Sterility 
announces the opening of the 1952 contest for the most 
outstanding contribution to the subject of infertility and 
sterility. The winner will receive a cash award of 
$1,000, and the essay will appear on the program of the 
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1952 meeting of the Society. Essays submitted in this 
competition must be received not later than March 1. 
For full particulars concerning requirements of this 
competition, address the American Society for the 
Study of Sterility, 20 Magnolia Terrace, Springfield, 
Massachusetts. 

UROLOGY AWARD 

The American Urological Association offers an an- 
nual award of $1,000 (first prize of $500, second prize 
$300 and third prize $200) for essays on the result of 
some clinical or laboratory research in urology. Com- 
petition shall be limited to urologists who have been in 
such specific practice for riot more than five years and 
to men in training to become urologists. 

The first prize essay will appear on the program of 
the forthcoming meeting of the American Urological 
Association, to be held at the Chalfonte-Haddon Hall, 
Atlantic City, New Jersey, June 23 to 26. 

For full particulars write the secretary, Dr. Charles 
H. de T. Shivers, Boardwalk National Arcade Building, 
Atlantic City, New Jersey. Essays must be in his hands 
before February 15. 

MINNESOTA PUBLIC HEALTH ASSOCIATION 

The 45th annual meeting of the Minnesota Public 
Health Association held October 23, was attended by 
more than 450 people from all parts of the state. 

At the business meeting held in the afternoon, Dr. W. 
F. Braasch, Rochester, president, and Dr. E. A. Meyer- 
ding, executive secretary, gave their reports. 

“We should never lose sight of the fact that tuber- 
culosis is a contagious disease and that our job is not 
done as long as there is a single case,” said Dr. Braasch. 
“Short of some startling discovery of a new means of 
prevention or cure, the job in the future promises to be 
more difficult than it has been in the past.” 
New officers elected at the meeting were: President, 

Ray M. Amberg, and treasurer, Earl Sauer, both of St. 
Paul. Officers re-elected were: Dr. W. H. Valentine, 
Tracy, secretary, Montreville J. Brown, St. Paul, first 
vice president, Mrs. H. E. Johnson, Willow River, second 
vice president. 

The members of the Minnesota Public Health Associa- 
tion approved an annual grant of $7,500 to the Univer- 
sity of Minnesota for tuberculosis research. This fund 
will be known as the H. Longstreet Taylor grant, in 
honor of Dr. H. Longstreet Taylor, pioneer Minnesota 
tuberculosis worker. Dr. Taylor, who died in 1932, was 
known as the “Father of the tuberculosis sanatorium 
movement in Minnesota.” 

Speakers at the dinner were: Dr. Robert J. Ariderson, 
Washington, and Dr. J. D. Adamson, Winnipeg. Dr. 
Anderson, who was born in Zumbrota, Minnesota, and 
received his medical degree from the University of Min- 

(Continued on Page 1108) 
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An Advertisement of G. D. Searle & Co. 

(The Council on Pharmacy and Chemistry of the American Medical Association has adopted 
the following statement of Actions and Uses and of Dosage for publication in connection 
with a description of Banthine Bromide for inclusion in New and Nonofficial Remedies) 

METHANTHELINE Bromipe.— Banthine®Bromide (Searle) 

A-diethylmethylaminoethy] 9-xanthenecarboxylate bromide 

Actions and Uses.— Methantheline bromide, a para- 
sympatholytic agent, produces both the peripheral 
action of anticholinergic drugs such as atropine and 
the ganglionic blocking action of drugs such as tetra- 
ethylammonium chloride. Tolerated amounts of meth- 
antheline bromide exert side effects typical of atropine- 
like drugs, but cause less tachycardia, and also less 
postural hypotension than does tetraethylammonium 
chloride. Toxic doses produce a curare-like action at 
the somatic neuromuscular junction. 

Clinical studies indicate that the drug effectively in- 
hibits motility of the gastrointestinal and genitourinary 
tracts and, to a variable degree, diminishes the volume 
of perspiration and salivary, gastric and pancreatic se- 
cretions. It also decreases mucoprotein secretion. Like 
atropine, it produces mydriasis and cycloplegia when 
applied locally to the eye or administered systemically, 
but until more clinical evidence becomes available, its 
local use for this purpose is not recommended. The 
value of the drug for preventing abnormal cardiac re- 
flexes through the vagus during thoracic surgery, or as 
an agent for rout:»e preoperative medication in place 
of atropine, requires further investigation before final 
conclusions can be reached. 

Methantheline bromide is indicated for clinical use 
whenever anticholinergic spasmolytic action is desired, 
provided it is not contraindicated because of its atro- 
pine-like characteristics or because of a patient’s intol- 
erance to the unavoidable side effects of such therapy. 
It is useful as an adjunct in the management of peptic 
ulcer, chronic hypertrophic gastritis, certain less specific 
forms of gastritis, pylorospasm, hyperemesis gravidarum, 
biliary dyskinesia, acute and chronic pancreatitis, hy- 
permotility of, the small intestine not associated with 
organic change, ileostomies, spastic colon (mucous coli- 
tis, irritable bowel), diverticulitis, ureteral and urinary 
bladder spasm, hyperhidrosis or control of normal sweat- 
ing which aggravates certain dermatoses, and control of 
salivation. 

Methantheline bromide produces some degree of 
cycloplegia and mydriasis in therapeutic doses and 

therefore should not be administered to patients with 
glaucoma. It sometimes decreases the ability to read 
fine print. Xerostomia (dryness of the mouth) is a com- 
mon, sometimes transient, side effect. Urinary retention 
of varying degree may occur in elderly male patients 
with prostatic hypertrophy, and some patients may have 
difficulty emptying the rectum. Patients with edematous 
duodenal ulceration may experience nausea and vomit- 
ing during initial administration of the drug. These 
patients should take only liquids during the institution 
of drug therapy. All patients should be advised of the 
possible occurrence of side effects. Overdosage sufficient 
to produce a curare-like action may be counteracted by 
prompt subcutaneous injection of 2 mg. of neostigmine 
methylsulfate. 

Dosage.— Methantheline bromide is administered 
orally or parenterally by either the intramuscular or 
intravenous route. Parenteral administration is not 
advised for patients able to take the drug orally. The 
average initial adult dose, oral or parenteral, is 50 mg. 
For patients with considerable intolerance, 25 mg. may 
be employed. In the management of peptic ulcer, a 
beginning schedule of 50 mg. three times daily before 
meals and 100 to 150 mg. on retiring is suggested. How- 
ever, the usual effective dose is 100 mg. four times 
daily, although some patients may require more or 
less than this amount. The dosage may be increased to 
tolerance, using dryness of the mouth as a guide, and 
adjusted to meet the individual response of patients. 
Maintenance dosage in peptic ulcer is usually consid- 
ered to be about one-half the therapeutic level. In the 
management of other hypermotile or hypersecretory 
states, the dosage should be adjusted to the smallest 
amount which will relieve the symptoms. When spastic 
conditions are secondary to inflammatory or other or- 
ganic lesions, therapy directed toward the cause should 
be employed whenever possible. 

G. D. SEARLE & Co. 
Tablets Banthine Bromide: 50 mg. 
Ampuls Banthine Bromide: 50 mg. 
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REPORTS AND 

Relationship of Stress 

to Autonomic Lability 

Studies in psychosomatics have shown that func- 
tional disorders often are a result of the patient's 
inability to adjust to emotionally stressful situations 
(stressor factors). 
Nervous tension and chronic anxiety, discharged 

through a labile Autonomic Nervous System, ca2 
cause somatic disturbance. ‘? Such states may in- 
volve any one of the organ systems or several at one 
time. ** The outline below is designed to relate 
gastrointestinal and cardiovascular symptomatology 
to the exaggerated response of the autonomic 
nervous system. 

Physiologic Effects of 
Autonomic Discharge 

Sympathetic Parasympathetic 

Gastro- Hypermotility 
intestinal Gastrointestinal 

spasm 
Hypersecretion 

ys — ee Slow lhieart 
iphera rate 

— ~~ Vasodilatation 

Folgieetion ‘ies 
: achycardia eartburn 

Spaciionel Elevated bi Nausea-vomiting 
tions Pressure Low blood pressure 

Dry mouth Colonic spasm 
and throat 

The data here tabulated is from references 3-4.5.6.7+ given below. 

When the clinical picture 1s suggestive of func- 
tional disorder, the diagnosis is supported by the 
a of the following indications of autonomic 
ability: 

Variable Blood Pressure 
ly Temperature Variations 
Changing pulse rate 

Deviations in B. M. R. 
Exaggerated Cold Pressure Reflex 

Oculo-Cardiac Reflex Abnormalities 
Glucose Tolerance Alterations 

Therapy in these cases is directed toward: 1) 
relieving the somatic disturbance to prepare the 
patient for psychotherapy* ; 2) guidance in making 
cdjustment to stressful situations and correction of 
unhealthy attitudes. 

*Drug treatment using adrenergic and cholinergic blocking agents 
in conjunction with sedatives, 8.9.10. 
1. Ebaugh, F.: Postgrad. Med. 4: 208, 1948. 2. Wilbur, D.: 
J.A.M.A. 141: 1199, 1949. 3. Williams,’ E. and Carmichael, C.: 
J. Nat'l. Med. Assoc. 42; 32, 1950. 4. Goodman, L. and Gilman, 
A.: The Pharmacological Basis of Therapeutics, The Macmillan 
Co., 1941. 5. Katz, L. et al: Ann. Int, Med. 27; 261, 1947. 
6. Weiss, E. et al: Am. J. Psychiat. 107: 264, 1950. 7. Alvarez, 
\7.: Chicago Med. Soc. Bulletin, 581, 1950. 8. Rakoff, A.: A 
Course in Practical Therapeutics, Williams and Wilkins, 1948. 
9. Karnosh, L. and Zucker, E.: A Handbook of Psychiatry. C. V. 
Mosby Co., 1945, 10. Harris, L.: Canad, M.A.J. 58: 251, 1948. 
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MINNESOTA PUBLIC HEALTH ASSOCIATION 

(Continued from Page 1106) 

nesota, is chief of the Division of Chronic Disease and 
Tuberculosis, United States Public Health Service. Dr. 
Adamson is director of medicine, Deer Lodge Hospital. 

“No other state has worked more vigorously than 
Minnesota to banish tuberculosis,” Dr. Anderson said 
in his address. “Progress in controlling tuberculosis has 
been achieved here because you have been wise enough 
to adopt a co-ordinated, co-operative approach to the 
problem. It is your working partnership of professional 
and voluntary organizations, of public and private institu- 
tions, that has cut the mortality rate so drastically. 

“Because of the progress already made, because of the 
low mortality and morbidity rates, because of your rela- 
tive adequacy of hospital beds—tuberculosis control 
workers of Minnesota now have a rare opportunity. 
Significant contributions can be made here that will 
strengthen control measures not only in Minnesota, but 
wherever tuberculosis is fought. 

“Although the stumbling block of residence require- 
ments has been partially overcome for the purposes of 
tuberculosis control in Minnesota, it remains a major 
problem in other States. The freedom to move across 
state boundaries necessarily enjoyed by our people may 
contribute somewhat to a local problem of tuberculosis 
control, but especially in times like these, we must en- 
courage and safeguard their mobility. 

“It is obvious that physicians alone cannot eradicate 
tuberculosis. Not even all the voluntary and professional 
public health workers can remove some of the obstacles 
to complete eradication. We can find the cases, we can 
provide the beds, we can more and more frequently ar- 
rest the disease. But the final responsibility for com- 
plete eradication rests with the entire community. Ev- 
ery institution and every member of society must help 
us restore to health and usefulness the victims of the 
disease.” 

Special honor was paid to three doctors who have 
heen outstanding leaders in the fight against TB in Min- 
nesota. They were Dr. A. J. Chesley, executive officer 
of the State Board of Health, who has been with the 
department for fifty years; Dr. Francis F. Callahan, 
chief of the medical unit of the State Division of So- 
cial Welfare; Dr. E. L. Tuohy, Duluth, expert in in- 
ternal medicine and pioneer in the state TB program. 

Distinguished service plaques were presented to six 
men who have served for a quarter century or more as 
sanatorium commissioners. They were Dr. Charles M. 
Sherman, Luverne, Southwestern Minnesota sanatorium ; 
Irving Todd, Hastings, Mineral Springs sanatorium; 
KImer F. Blu, Duluth, St. Louis county sanatorium com- 
missioner; B. A. Deterling, Granite Falls, Riverside sana- 
torium; Dr. O. F. Melby, Thief River Falls, Oakland 
Park sanatorium; and Dr. S$. Marx White, Minneapolis, 
Hennepin county sanatorium commissioner. 

In addition, thirty-nine pioneer Christmas Seal work- 
ers—volunteers who have been in Christmas Seal work 
for twenty-five years or longer, were honored. They 
represented all parts of Minnesota. - 

The sale of Christmas Seals for 195] begins Monday, 
November 19, and continues through December 25. 

(Continued on Page 1110) 
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Get this BIG new edition of pm 

“Calorie Saving Recipes” 

CTS) E = 

RECIPES CUT CALORIES 23 TO 89 PERCENT 
-——=—. 

This 32-page booklet is crammed with appetizing, low-calorie recipes, 
all fully sweetened with SUCARYL,® the non-caloric sweetener that can 
be used just like sugar for a true, evenly blended, cooked-in sweetness. 
Double the size of the first edition, the new booklet includes a section 

on canning and freezing with SUCARYL, a feature especially important to 
diabetic patients. And with the many new cooked and baked dishes that 
have been added, a wide variety of low-calorie menus is readily available. 
These recipes save from 23 to 89 percent in calories—an average saving of 

43 percent—simply by using SUCARYL in place of sugar. 
To obtain a supply of these handy-to-use recipe booklets, just fill in and mail 

the convenient coupon below. Quick-dissolving SUCARYL Sodium tablets are 
available at pharmacies in bottles of 100 and 1000; SUCARYL Sweetening 

Solution, in either sodium or calcium form, is available in 
4-fluidounce bottles. Recipes use either tablets or liquids. Obbott 

— aaa ie Kr FC PE aE SF SF Se se se ee se eH =< =< 

> ABBOTT LABORATORIES, NORTH CHICAGO, ILLINOIS e 
e 
e Without charge or obligation, please send me copies of 
& the new, enlarged SUCARYL recipe booklet. 

SEND NOW & 

FoR YOUR re NAME 
* (please print or write plainly) 

FREE SUPPLY e 
ae ADDRESS. 
* 
e e CITY. ZONE STATE. 
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REPORTS AND ANNOUNCEMENTS 

(Continued from Page 1108) 

MINNESOTA SOCIETY FOR THE 
PREVENTION OF BLINDNESS 

The Minnesota Society for the Prevention of Blindness 
will hold its twelfth annual meeting Friday, November 
30, at a dinner in Coffman Memorial Union, University 
of Minnesota, 6:15 P.M. 

Dr. David M. Freeman, professor of ophthalmology, 
Washington University School of Medicine, St. Louis, 
Missouri, will be the speaker. He will talk on the im- 
portance to the public health movement, of the eye health 
survey in eye diseases of both children and adults. Dr. 
Freeman is participating in an outstanding eye health 
survey, in St. Louis and St. Louis County, sponsored by 
the National Society for the Prevention of Blindness and 
conducted from Washington University under the direc- 
tion of Dr. Richard G. Scobee. Although the survey re- 
port is in process of being compiled, Dr. Freeman will 
review the findings in his talk before the Society. 

Tickets for the dinner may be reserved at the Society’s 
headquarters on the campus of the University, 15th and 
Washington Avenues S.E., Minneapolis. 

CONTINUATION COURSE 

Pediatrics —The University of Minnesota will pre- 
sent a continuation course in pediatrics from January 
7 to 9. The course will be held at the Center for 
Continuation Study and is intended for general physi- 
cians. Dr. Allan M. Butler, professor of pediatrics, 

Cook County Graduate School of Medicine 

ANNOUNCES CONTINUOUS COURSES 
SURGERY—Intensive Course in Surgical: Technic, two 

weeks, starting November 26, January 21, Feb- 
ruary 4. 

Surgical Technic, Surgical Anatomy and Clinical 
Srey, four weeks, starting February 4, 

arch 3. 
Surgical Anatomy and Clinical Duspery, two weeks, 

starting February 18 and March 1 
Surgery of Colon and Rectum, one ail starting 

November 26, March 3. 
Gallbladder Surgery, ten hours, starting April 21. 
Basic nee in Gunn Surgery, two weeks, 

starting March 3 
I . Sromeahone Cope, two weeks, starting 

February 18, March 17. 
Vaginal Specsech to Pelvic Surgery, one week, start- 

ing March 
sh Course, two weeks, starting 

March 3, March 31. 
MEDICINE—Intensive General Course, two weeks, 

starting April 21 
BicstwecnsGieguety and Heart Disease, two weeks, 

starting March 1 
CROLOPT—tenasive Course, two weeks, starting 

Apri ’ 
Ten Bey Practical Course in Cystoscopy every two 

weeks. 
ROENTGENOLOGY—Two-Week Lecture and Clinical 

Courses each month. 
General, Intensive and Special Courses in All Branches of 

Medicine, Surgery and the Specialties 

TEACHING FACULTY — ATTENDING 

STAFF OF COOK COUNTY HOSPITAL 
ADDRESS: REGISTRAR, 427 South Honore Street, 

Chicago 12, Illinois 
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Harvard Medical School, Boston, will be the guest 
speaker for the course and will deliver the annual 
Clarence M. Jackson Lecture, sponsored by the Phi Beta 
Pi medical fraternity, on Tuesday evening, January 
8. For the Jackson Lecture, Dr. Butler will present 
the subject, “Parenteral Fluid Therapy in Diabetic Aci- 
dosis.” Dr. Irvine McQuarrie, professor and head of 
the Department of Pediatrics, will be chairman for the 
course and will be joined by clinical and full-time mem- 
bers of the staff of the University of Minnesota and the 
Mayo Foundation. 

Gynecology—Dr. F. B. Carter, professor and head 
of the Department of Obstetrics and Gynecology, Duke 
University, Durham, North Carolina, will be visiting 
faculty member for a continuation course in gynecology 
to be presented by the University of Minnesota from 
January 3 to 5. The course is intended for general 
physicians and will be presented at the Center for Con- 
tinuation Study. Dr. John S. Gillam, Department of 
Obstetrics and Gynecology, Fargo Clinic, Fargo, North 
Dakota, formerly a member of the staff of the Uni- 
versity of Minnesota Medical School, will also partici- 
pate as a visiting faculty member. The course is pre- 
sented under the direction of Dr. John L. McKelvey, 
professor and head of the Department of Obstetrics and 
Gynecology of the University of Minnesota. 

WABASHA COUNTY SOCIETY 

The eighty-third annual meeting of the Wabasha 
County Medical Society was held at Lake City on 
October 4. Presiding at the afternoon and evening 
sessions was Dr. William P. Gjerde, Lake City, retir- 
ing president of the organization. 

At a business session the following officers were elect- 
ed for the next year: Dr. Doreen A. Martin, Wabasha, 
president; Dr. E. C. Bayley, Lake City, vice president; 
Dr. W. F. Wilson, Lake City, secretary-treasurer, and 
Dr. B. A. Flesche, Lake City, assistant secretary. 
Plainview was selected as the site of the next annual 
meeting. 

The evening program included the following presen- 
tations: “Pancreatitis, a Case Report,” which was 
the president’s address by Dr. Gjerde. “Office Gynecol- 
ogy,” by Dr. David G. Decker, Rochester. “Clinical 
Use of ACTH and Cortisone in Rheumatic Diseases,” 
by Dr. L. Emmerson Ward, Rochester. 

Deaths from all forms of tuberculosis in 1949 are 
estimated to have numbered 39,000. The estimated death 
rate of 26.2 per 100,000 population is 9 per cent lower 
than the rate for 1948, after allowance is made for the 
changes in classification procedure. A further decrease 
of approximately 15 per cent appears to have occurred 
in 1950. Changes in mortality from both respiratory 
tuberculosis, which accounts for 93 per cent of the 
deaths, and nonrespiratory forms of the disease con- 
tribute to the decreases—Evetyn H. Haupin and Oris 
D. Turner, Public Health Reports, May 4, 1951. 
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NE 

Saint Paul's Exclusive 

CRESTVIEW 

NEUROPSYCHIATRIC 

HOSPITAL 

New .. Modern. . Complete . 

Providing the highest standard of service at the lowest cost. 

e Occupational therapy and recreational department. 
e Complete X-ray and laboratory. 
e Electrocardiography—basal metabolism. 
e Electroencephalography available. 
e All patients rooms air-conditioned. 
e Background music and psychotherapy sound equipment. 
e Medically staffed by every neurologist and psychiatrist 

in Saint Paul. 
e Especially trained nursing staff. 

MEMBER of the American Hospital Association 
MEMBER of the Minnesota Hospital Association 
APPROVED by the Minnesota State Medical Association 

and the Ramsey County Medical Society. 

CRESTVIEW HOSPITAL e 145 W. College Ave., St. Paul 

GArfield 5841 

A non-profit organization 

Patients’ Lounge 

CHART LEGEND 
The tablet material (2 gm. equiva- 
lent to 30.8 grains Doraxamin) 
was added to 150 cc. artificial 
gastric juice and stirred at 37 
degrees C. Every 10 minutes 
there was removed 20 cc. of the 
mixture which was replaced by 
20 cc. of fresh artificial gastric 
juice. At regular intervals the pH 
of the mixture was determined 

1 

PROMPT, PROLONGED PAIN RELIEF 

FOR THE TREATMENT of 
peptic ulcer and hyperacidity, the 
market has long afforded neutral- 
izing agents which are satisfactory 
to a degree. Frequently, however, 
a dosage sufficient for prompt, 
lasting pain relief brings in its 
wake a discouraging acid rebound. 

Doraxamin brand of dihydroxy 
aluminum aminoacetate rules out 
this reaction. Because it is a chem- 
ical combination of aluminum with 
glycine, one of the amino acids, 
it provides both rapid acid neu- 
tralization by the amino acid and 
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a secondary prolonged buffering of 
acid by the decomposition of the 
aluminum salt of the glycine. 

Doraxamin raises the pH of arti- 
ficial gastric juice to approximately 
3.9 in ten minutes, and maintains 
a pH of above 3.0 for two hours. 
Repeated tests have shown con- 
clusively that, even when Doraxa- 
min is given in excess, the pH 
never reaches a maximum of more 
than 4.5. There is, therefore, no 
danger of alkalosis and no acid 
rebound. 

WITHOUT ACID REBOUND with o Beckman pH meter. 

References: 
1 Krantz, Kibler and Bell: “The Neutralization of 
Gastric Acidity with Basic Aluminum Aminoace- 
ate. J. Pharmacol, and Exper. Therap., 82:247 

2 Paul, Ww. D., and Rhomberg, C.: “Medical my 
ment of Uncomplicated Peptic Ulcer,” J. lowa 
Soc. 35:167-85 (1945) 

3 Holbert, J. M., Noble, ang and Grote, I. W.: 
J.A.Ph.A., oe Edition, 36:149 (1947). 

4 Mater, ps , Noble, Nancy, and Grote, I.W.: 
A.Ph.A., Monae Edition, 37:292-294 ra 
D TABLETS 

BRAND OF DIHYOROXY ALUMINUM AMINOACETATE 

oS =. 
SMITH-DORSEY Division of the Wander Company 
LINCOLN, NEBRASKA # DALLAS ¢ LOS ANGELES « MEMPHIS 
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Woman’s Auxiliary | 

CHAIRMAN REPORTS ON NEW LEGISLATION 

Mrs. H. F. R. Plass 

As early as last June, presidential election maneuver- 
ings became apparent. After months of preparation, a 
group of Federal Security Agency officials and some 
labor leaders publicized a plan for use in the 1952 cam- 
paign. This plan calls for the Federal Government to pay 
hospital costs for persons sixty-five years of age or 
older who are covered by social security. They would be 
eligible for hospitalization even if earning sufficient 
money to make them ineligible for old age insurance 
payments. The estimated cost of the program was not 
made public, but the sponsors have indicated that a pos- 
sible seven million persons would be covered. The plan 
must not have gained much popular approval, because, 
at this time, the Washington office of the American Med- 
ical Association does not feel Mr. Truman and his party 
are going to make this an issue in the coming election. 

S. 1186 and H. R. 3298 (the Humphrey-Durham bills) 
revising the federal prescription code have been the cen- 
ter of much argument. In the original draft, the FSA 
Administrator was to decide what drugs should be 
labeled “prescription drugs” and what ones “over the 
counter.” The Washington Office of the AMA feels this 
will be amended along the lines suggested by the AMA. 
In the final form it is felt that the drug industry and the 
medical profession will continue to decide which drugs 
are harmful or habit-forming. 

H. R. 910 (the Bolton bill) was opposed by the AMA. 
This bill provides Federal aid to nursing education in 
four different categories: (a) Annual payments to 
schools for cost of instruction; (b) Grants for construc- 
tion and equipment of new schools or expansion of exist- 
ing schools; (c) Scholarships; (d) Grants for special 
projects and recruitment. A yearly sum of five million 
dollars was to be budgeted for the construction plans 
alone. Such funds as were necessary to carry out the 
other purposes of the act were to be appropriated. The 
Board of Trustees of the AMA proposed a federal pro- 
gram which would accomplish three things, namely: 
(a) a one-time grant-in-aid would provide for the con- 
struction of necessary additional nursing schools and the 
renovation of certain existing facilities; (b) a grant of 
federal funds made to the Committee on Careers in 
Nursing or some comparable private agency which would 
provide for a strong national promotions and information 

program to bring qualified young people into nursing, to 
improve the profession and encourage nurses to remain 
active in their profession; and (c) a temporary grant- 
in-aid, not to exceed five years, and administered by the 
states, would provide for an increase in the number of 
qualified teachers in the nursing field. Again, this is an 
opportunity for members to write representatives and 
express their opinion. 
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This will be an election year. Be alert, watch news- 
papers for current legislation, and keep Congressmen in- 
formed of opinions on this legislation. 

AUXILIARY HISTORY (Concluded) 

Mrs. E. M. Hammes, Sr. 

Through a nurses’ recruitment committee, several aux- 
iliaries interest high school graduates in taking up the 
nursing profession. One auxiliary gives a fund to enter- 
tain and bring cheer to old people, a charity which 
brings a good deal of pleasure to a group of people often 
overlooked. Donations of athletic equipment, toys and 
books have been given to a boys’ vocational school. 

Sending underprivileged children to a summer camp 
has been a very worthwhile charity of one of the larger 
auxiliaries, 

Besides giving to these charities, we have raised money 
to buy a handsome office desk and chair to be placed in 
the Dr. William A. O’Brien Memorial Room. When the 
new Mayo Memorial building is completed on the Uni- 
versity of Minnesota campus, it will contain a room in 
memory of Dr. O’Brien, who was Professor of Preven- 
tive Medicine and Director of Postgraduate Medical 
Education at the University, and also one of the best 
friends the Woman’s Auxiliary ever had. We unanimous- 
ly wanted the privilege of having some part in this 
memorial. The desk will have a small plaque saying it is 
the gift of the Woman’s Auxiliary to the Minnesota 
State Medical Association. 

In the fall we hold the annual Workshop and school of 
instruction for the county auxiliary presidents and their 
committees. 

The Workshop and Health Days are now an estab- 
lished part of our program, and have opened up a field 
of further usefulness to the Auxiliary. 

The first Health Day took place at Worthington, in 
southwestern Minnesota. 
The idea of Health Days originated with Mrs. Harold 

Wahlquist, and I have asked her to explain them in her 
own words: 
“Health Days in Minnesota have become an important 

part of Auxiliary activity. We have been able to plan 
them because of wide community interest in improving 
local health conditions. People have shown a real desire 
to learn how they can work together better and to study 
other needs not yet apparent. 

“Health Days have been planned under the leadership 
of the Woman’s Auxiliary, the Minnesota State Medical 
Association and the Minnesota Department of Health. 

“Previous to their inception in 1947, auxiliaries held 
public relation meetings inviting guests to attend. In in- 
itiating the idea of Health Days, we hoped to awaken 
communities to the great possibilities of health educa- 
tion by community cooperation, to rouse laity to learn 
to know health problems, and to realize many health mat- 
ters are their local responsibility and can best be cared 
for through local effort. We also wanted them to learn 
to look to reliable sources for authentic information. To 
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ALCOHOLICS 

ACHIEVE 

INSPIRATION 

FOR 

RECOVERY 

Where gracious living, a 

homelike atmosphere and 

understanding compan- 

ionship contribute to suc- 

. cessful rehabilitation. 
are = 

200 acres on the shores of beautiful Lake Chisago 

The methods of treatment used at the Hazelden Foundation are based on a true understanding of the 
problem of alcoholism. Among the founders of the nonprofit Hazelden Foundation are men who have re- 
covered from alcoholism through the proved program of Alcoholics Anonymous and who know the problems 
of the alcoholic. All inquiries will be kept confidential. 

HAZELDEN FOUNDATION 

Lake Chisago, Center City, Minn. Telephone 83 

THE NEW TATCH-A-TRAY 

The perfect accessory for holding instruments 

and many miscellaneous articles. Practical—At- 

tractive—Convenient. Easily attached by hand 

—no tools required. 

Size of Tray — 8"x 12"— TRAY STAINLESS 

STEEL. 

Prompt delivery from stock. 

Price — $5.95 Each 

C. F. ANDERSON CO., INC. 

Surgical & Hospital Equipment 

901 MARQUETTE AVENUE ATlantic 6508 MINNEAPOLIS 2, MINN. 
Saint Paul—ZEnith 2055 
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WOMAN’S AUXILIARY 

AUXILIARY HISTORY 

(Continued from Page 1112) 

date, as many as fifty to sixty other organizations have 
acted as co-sponsors in various communities and have 
assisted with planning and work. Trade areas have 
determined the number of counties included in a Health 
Day plan. 

“Health Day programs have varied in content and 
form. They have been planned to meet local needs. We 
have used movies, ten-minute talks, panel discussions, 
forty-five-minute talks, round tables. Participants have 
been specialists in their field and local citizens. Exhibits 
by the voluntary health organizations and contests for 
school children have increased interest. 

“Direct results of Health Days are already evident. 
They are the formation of County Health Councils, the 
employment of county health nurses, the active participa- 
tion of laity in Food Handlers Schools, the enactment of 
necessary health legislation. The intangible results will 
never be revealed completely. They are apparent in the 
increased community appreciation of the contribution to 
public health of the private practitioner. Said one county 
auxiliary president, ‘Health Day was considered an out- 
standing day in this community because people felt that 
the medical people were working with them.’ 

“As in other health promotional efforts, the auxiliary 
is proud to be leading the way, and hopes Health Days 
will continue in all communities regardless of who in- 
itiates them. They were planned originally to awaken 
laity to their responsibilities to their communities and 
when outside organizations with our assistance take up 
the torch, our objective has been realized.” 

Our State Auxiliary has been represented from time 
to time in the national Auxiliary. Among members who 
have been thus honored are Mrs. James Blake of Hop- 

Laboratories in 

Minneapolis and 

Principal Cities of 

Upper Midwest 

COMPANY 

kins, who was national president in 1933; Mrs. Harold 
Wahlquist of Minneapolis, of whom we are so justly 
proud, is now national president; Mrs. William 
Byrnes, Minneapolis, was national parliamentarian in 
1933; Mrs. J. J. Ryan of Saint Paul served as national 
historian for four years; Mrs. S. S. Hesselgrave of 
Saint Paul, who is one of our outstanding members, and 
whose continuing work and loyalty are greatly appre- 
ciated, acted as recording secretary, 1931-32-33; Mrs. 
Charles W. Waas, Saint Paul, our immediate past state 
president, was a member of the Nominating Committee 
of the national Auxiliary in 1950. 
We feel that we have accomplished much in the 

twenty-nine years of our existence. We hope that this 
is but a beginning, and that we shall go on to greater 
success, and make this state, of which we are so proud, 
equally proud of the Woman’s Auxiliary to the Minne- 
sota State Medical Association. 

AUXILIARY JOINS DOCTORS FOR 
COUNTY MEETING 

Doctors’ wives from many out-of-town communities 
joined Crookston members of the Auxiliary to the Red 
River Valley Medical Association for the September 
meeting at Crookston. 

After a dinner meeting at the Hotel Crookston, aux- 
iliary members met at the home of Dr. and Mrs. O. K. 
Behr for a business meeting, which was presided over 
by Mrs. A. R. Reff, vice president, in the absence of the 
president, Mrs. George Sather, Fosston. 

During the business session, it was announced that the 
Woman’s Auxiliary to the American Medical Associa- 
tion had contributed $10,000 to the American Medical 
Education fund, at the twenty-eighth annual convention 
in Atlantic City in June. The Auxiliary was asked to 
help support this fund. 

Initial distribution of grants totaling more than a 
million dollars to seventy-nine medical schools in the 
country was made July 19 by the American Medical 
Education Foundation. 

PREVENTION OF POSTANESTHETIC 

NAUSEA 

(Continued from Page 1097) 

7. Magnus, R.: Versuche am iiberlebenden Diinndarm 
—_ Saugethieren. Arch. f. d. ges. Physiol., 102 :123, 

. Schiff, M.; Esmond, W. G., and Himwich, H. E.: 
Forced circling movements (adversive syndrome). 
Arch. Otolaryng., 51:671, 1950. 

. Stocker, F. W.: The use of antihistaminic drugs in 
ophthalmology. South. M. J., 43:242, 1950. 

. Strickland, B. A., and Hahn, G. L.: The effective- 
ness of Dramamine in the prevention of airsickness. 
Science, 109 :359, 1949, 

. Winston, J.; Rubin, A., and Rehberger, J. M.: The 
effects of Dramamine upon cochlear function and 
the vestibular responses to turning in normal sub- 
jects. Ann. Otol., Rhin., & Laryng., 59:622, 1950. 
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In Memoriam 

KAHLIL AROUNI 

Dr. Kahlil Arouni of Saint Paul died suddenly Octo- 
ber 21, 1951, at the age of sixty. 

He was born at Zahley, Mount Lebanon Republic, 
Syria, October 15, 1891. He obtained his medical edu- 
cation at the French University of Beyrouth, Mount 
Lebanon Republic, where he graduated in 1914. He 
served an internship at St. Joseph’s Hospital in Saint 
Paul. 

Surviving are his wife, Esther; two sons, Thomas J. 
and Dr. John J. Arouni, and a daughter, Mrs. Charles 
Grosche. 

PAUL WILLIAM GIESSLER 

Dr. Paul W. Giessler, a prominent orthopedist of 
Minneapolis, died September 24, 1951. He had been in 
poor health and had retired from active practice in 1936 
because of coronary heart disease. 
He was born in Minneapolis, June 6, 1885. He at- 

tended Central High School in Minneapolis and acquired 
his M.D. from the University of Minnesota Medical 
School in 1913. After serving an internship at Ancker 
Hospital, Saint Paul, he spent a year in orthopedic work 
at Gillette Hospital in Saint Paul. He then took post- 
graduate work at Massachusetts General Hospital in 
Boston. 
During World War I, Dr. Giessler served as captain in 

the Medical Corps of the army and served overseas. 
He became Assistant Clinical Professor at the Uni- 

versity of Minnesota Medical School, was formerly head 
of Orthopedics at the Minneapolis General Hospital, was 
a founder of Michael Dowling School, and was the 
school’s orthopedic surgeon for eighteen years; he was 
also connected with the Veterans Hospital and the 
Shriners Hospital for Crippled Children. More recently 
he was associated in his specialty with Dr. John F. Pohl. 
He was a member of Hennepin County, Minnesota 

State and American Medical Associations, the American 
College of Surgeons, the American Academy of Ortho- 
pedics, the Minneapolis Academy of Medicine, the Minne- 
sota Orthopedic Society, and the Central States Ortho- 
pedic Society. 
He was a member of Alpha Delta Phi and Nu Sigma 

Nu fraternities, the Minneapolis Rotary Club, and Ply- 
mouth Congregational Church. For four years Dr. 
Giessler was chairman of the Health & Hospitals Com- 
mittee of the Minneapolis Community Chest. 
An accomplished musician, he was organist at Park 

Avenue Congregational Church for many years. He was 
known as an expert accompanist and his services were in 
constant demand. 

Surviving are his wife, Catherine, and a son, Paul 
Thomas, who is in the armed services stationed at a 
military base in Texas. 

Novemser, 1951 

LOUIS HENRY HEDENSTROM 

Dr. Louis H. Hedenstrom, a Cambridge physician for 
many years, died at Bethesda Hospital, Saint Paul, Sep- 
tember 29, 1951. 

He was born in Falum, Sweden, September 3, 1884, and 
came with his parents to Lake Park, Minnesota, in 1886 
and to Saint Paul two years later. He attended Me- 
chanic Arts High School in Saint Paul and graduated 
from the University of Minnesota medical school in 
1911. After interning at Bethesda Hospital, Saint Paul, 
he practiced at Martell, Wisconsin, from 1912 to 1915. 

On October 4, 1915, Dr. Hedenstrom married Ebba 
Hultkrans of Saint Paul and the same month went tu 
Cambridge where they have since lived. He is survived 
by his wife and two sons, Dr. Philip Hedenstrom of 
Marshall and Paul, a senior in the medical school of the 
University of Minnesota. His mother and four brothers 
also survive him. 

Dr. Hedenstrom was a member of the East Central 
Minnesota Medical Society, the Minnesota State Medical 
Association and the American Medical Association. 

ARTHUR E. KARLSTROM 

Dr. Arthur E. Karlstrom, a pediatrician of Minne- 
apolis, died October 4, 1951, at St. Barnabas Hospital 
after a long illness, 

Born at Aitkin, Minnesota, January 7, 1902, he ob- 
tained his M.D. degree from the University of Minne- 
sota medical school in 1935 and interned at the Univer- 
sity Hospital. He took postgraduate work at Strong 
Memorial Hospital in Rochester, New York, and had a 
teaching fellowship in psychiatry. He also had a teach- 
ing fellowship in pediatrics at Minnesota General Hos- 
pital for a year. He held the appointment of Clinical 
Instructor in Pediatrics at the University of Minnesota 
medical school and was the Director of Child Study 
Clinics in the Minneapolis Public Schools. He special- 
ized in child psychiatry as well as pediatrics. 

A pediatrician on the staff of St. Barnabus and Asbury 
hospitals, he was a member of the American Academy 
of Pediatrics, the Northwest Society of Pediatrists, the 
Hennepin County Medical Society, the Minnesota State 
Medical Association and the American Medical Associa- 
tion. A deacon at the Central Free Church, he was also 
a member of the Christian Business Men’s Committee of 
Minneapolis and the National Association of Evangel- 
icals. 

Dr. Karlstrom is survived by his wife, Eunice; two 

daughters, Marian and Carolyn; his parents, Mr. and 
Mrs. E. A. Karlstrom; and a sister, Mrs. Clarence Ny- 
holm, all of Minneapolis. 
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. Of General Interest e 

Ophthalmic Preparation Contaminated.—Schering 
Corporation of Bloomfield, New Jersey, has an- 
nounced that a shipment of its ophthalmic prepara- 
tion of cortisone acetate, marketed under the trade 
name of Cortogen Acetate Ophthalmic Suspension, 
is contaminated with Pseudomonas aeruginosa organisms. 
Only one batch of the material may be contaminated, 
but the firm is recalling all shipments of the drug. 
Physicians who have any of the drug on hand would 
be well advised not to administer it to their patients. 

* 2 -s 

Dr. Merrill D. Chesler is now associated with Dr. 
Samuel G. Balkin at 410 Doctors Building, Minne- 
apolis, in the practice of plastic and reconstructive 
surgery. A graduate of the University of Minnesota 
Medical School in 1943, Dr. Chesler worked in gen- 
eral surgery at Minneapolis Veterans Hospital for 
three years. Following this, he completed a two- 
year fellowship in plastic surgery at New Orleans, 
Louisiana. 

* * * 

The first issue of the Journal of the Student Amer- 
ican Medical Association will appear in January, 
1952. Published monthly except during the sum- 
mer months, the magazine will have a circulation 
of more than 33,000 (26,191 medical students and 
about 7,000 interns). 

* * * 

Dr. G, R. Hassett, Waverly, was married to Miss 
Margaret Moriarty at Missouri Valley, Iowa, in 
September. Following the wedding, the couple left 
for a two-week trip through the East. 

* * * 

Dr. William B. Stromme, Minneapolis, gave a talk 
at a meeting of the Lyons-Lincoln County Medical 
Society on September 25. His topic was “Analge- 
sia and Anesthesia in Obstetrics.” 

* * * 

On the centennial of Major Walter Reed’s birth, 
the Army Medical Center was changed in name to 
Walter Reed Army Medical Center. Ever since 
1923, when Dr. Reéd’s name was dropped from the 
official title, the public, as well as military personnel, 
has continued to refer to the Army Medical Center 
as the Walter Reed. Re-education of the public is 
sometimes difficult and in this instance was impos- 
sible, so the Army Medical Service capitulated. 

* * * 
It was announced on October 1 that Dr. George 

C, Jacobs had closed his office in Fergus Falls and 
had retired from the active practice of medicine. 
Dr. Jacobs practiced at Fergus Falls for many years. 

* * * 
Dr. Lloyd S. Nelson, Minneapolis, was recently 

certified by the American Board of Pediatrics. 
* * * 

The National Institute of Health reports 3.705 
grants awarded during fiscal 1951 at a total cost of 
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$44,371,188. Medical research grants account for 
$17,306,529, or about 25 per cent of all medical re- 
search conducted in non-Federal institutions. 

* * * 

Announcement has been made of the marriage of 
Miss Rena Claire Brainerd and Dr. John C. Brown, 
Saint Paul, on August 18. Dr. Brown has retired 
from active practice and has moved to Los Gatos, 
California, Dr. and Mrs. Brown are now at home 
at 36 Peralta Street, Los Gatos. 

* * * 

Dr. C. G. Sheppard, Hutchinson, was elected presi- 
dent of the Minnesota Public Health Conference at 
a meeting in Minneapolis on September 29. He 
succeeds Dr. Viktor Wilson, Rochester. Among oth- 
er officers elected was Dr. W. O. B. Nelson, Fergus 
Falls, first vice president. Dr, S. A. Whitson, Albert 
Lea, was named to the executive committee. 

* * * 

A new clinic building in McIntosh was dedicated 
on October 13. The kuilding, 26 by 56 feet, con- 
tains eleven rooms, including x-ray and examination 
rooms and laboratory. The medical staff of the 
clinic includes Dr. C. L. Roholt, who recently con- 
cluded thirty years of practice at Waverly, and 
Dr. William H. Henney. 

* * * 

Dr. W. Randolph Lovelace, II, chairman of the 
Armed Forces Medical Policy Council, and Dr. 
C. W. Mayo, Rochester, made a tour of U. S. in- 
stallations this fall to obtain suggestions for im- 
proving military medicine and surgery. Their sched- 
uled tour called for them to visit Alaska and Japan, 
where they were to be accompanied by Surgeon 
General Sheele of the U. S. Public Health Service, 
and then to continue to Korea, Thailand, Arabia, 
Turkey, North Africa, France, Germany, Sweden and 
England, returning to Washington, D. C., on Octo- 
ber 29. 

*x* * * 

“Behavior” was the subject of a talk given by 
Dr. R. F. Mears, Northfield, at a meeting of the 
Northfield Business and Professional Women’s Club 
on October 1. Dr. Mears discussed the various 
factors which can affect a person’s reaction to a 
given situation. 

* * * 

The curtailment in the size of the Mayo Memorial 
Medical Center, in the process of construction at the 
University Medical School, has made it necessary 
to eliminate the medical library and the two floors of 
the building which were intended for the Depart- 
ment of Pathology, including the E. T. Bell Pathol- 
ogy Museum. 

It is planned, therefore, to carry out the original 
plan for the construction of a building on the vacant 
corner between the Anatomy Building and the Medi- 
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only 50c would buy in the past. 

One man receives a “60c dollar.” 

The other receives a “$1.00 dollar.” 

When 95 A Dollar A Bollar? 

It is quite common today to hear about a “50c dollar”—a dollar that buys what 

Many people, however, have not heard about the “60c dollar’—a dollar of 

investment income that shrinks to 60c after income taxes are paid. 

Two men in similar financial circumstances ($12,000 taxable income bracket for 

example) are each receiving income from investments: 

WHY? 

Income from corporate bonds and stocks, government bonds, contracts for deed, 

mortgages and most other investments is subject to our present Federal Income tax. 

Income from Municipal Bonds is exempt from such tax. 

ARE YOU INTERESTED IN RECEIVING A “$1.00 DOLLAR” 

FROM YOUR INVESTMENTS? 

TELEPHONES 
St. Paul: Cedar 8407 
Minneapolis: Nestor 6886 

Write or call for descriptive circulars of municipal bonds we are currently offering. 

JURAN & MOODY 

MUNICIPAL SECURITIES EXCLUSIVELY 
GROUND FLOOR 

Minnesota Mutual Life Bldg. 
St. Paul 1, Minnesota 

cal Sciences Building, plans for which were made 
eight or nine years ago, to house the medical library 
and the E. T. Bell Pathology Museum. Construc- 
tion will start as soon as sufficient funds have been 
provided by state legislative appropriation or pri- 
vate subscription, or both. 

Funds already paid in or pledged or that will be 
subscribed in the future are being segregated for this 
purpose. Contributions, deductable for income tax 
purposes, may be made payable to the E. T. Bell 
Pathology Museum Fund and sent to the Minnesota 
Medical Foundation, University of Minnesota, Minne- 
ipolis 14. 

Novemser, 1951 

Dr. and Mrs. C. H. Slocumb, Rochester, left on 
September 11 for a two-month trip to Europe. 
During their tour Dr. Slocumb spoke at medical 
meetings in several countries. 

* a * 

It was announced on September 20 that Dr, Merton 
A. Johnson planned to end his practice at Storden 
before the end of the year to take over the Houston 
Clinic at Nevada, Iowa. The exact date when he 
planned to leave Storden was not stated. 

* cs * 

Early in September, Dr. A. F. Sether, Ruthton. 
presented the Ruthton Public School with baseball 
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Annual Clinical Conference 

Chicago Medical Society 

March 4, 5, 6, and 7, 1952 

Palmer House, Chicago 

Half hour lectures on subjects of interest 

to both the general practitioner and special- 

ist. Daily teaching demonstration periods. 

Four panels on timely topics. 

Plan now to attend. 

ACCIDENT - HOSPITAL - SICKNESS 

INSURANCE 

FOR PHYSICIANS, SURGEONS, DENTISTS EXCLUSIVELY 

PHYSICIANS 
SURGEONS 
DENTISTS 

Ait ALL 

COME FROM 
— 

$5,000.00 accidental death................ $8.00 
$25.00 weekly endemntty, accident Quarterly 

sickness 
$10,000.00 accidental Bs aisinanenwen $16.00 
$50.00 weekly indemnity, accident Quarterly 

and sickness 
$15,000.00 accidental death............ $24.00 
$75.00 weekly indemnity, accident Quarterly 

and sickness 
$20,000.00 accidental death............ $32.00 
$100.00 weekly indemnity, accident Quarterly 

‘sickness 
Cost has never exceeded amounts shown. 

ALSO MOSPITAL POLICIES FOR pepeesens 
WIVES AND CHILDREN AT SMAL 

ADDITIONAL COST 

" 85c out of each $1.00 gross income used for 
members’ benefits 

$4,000,000.00 $17,000,000.00 

INVESTED ASSETS PAID FOR CLAIMS 
$200,000.00 deposited with State of Nebraska for protection of our members. 

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

PHYSICIANS CASUALTY ASSOCIATION 
PHYSICIANS HEALTH ASSOCIATION 

49 years under the same management 
400 First National Bank Bldg., Omaha 2, Nebr. 
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equipment valued at several hundred dollars, thereby 
earning the wholehearted gratitude of all of the 
community’s school children. 

+ eo * 

Dr. Clyde A. Undine, Minneapolis, attended the 
Midwest regional meeting of the American College 
of Physicians at Columbus, Ohio, on October 13. 

ca ok * 

Principal speaker at a meeting of the Renville 
County Hospital Auxiliary at Bird Island on Sep- 
tember 29 was Dr. N, J. Bradley, superintendent of 
the Willmar State Hospital. Dr. Bradley discussed 
mental illness, its cause and treatment. 

* * * 

Fifty-nine of seventy-three former fellows in neu- 
rosurgery at the Mayo Foundation returned to 
Rochester on September 28 to honor Dr. A. W. 
Adson, head of the section on neurosurgery at the 
Mayo Clinic for many years. The two-day reunion 
program included surgical clinics, scientific round- 
table discussions, and entertainment. It concluded 
with a formal reunion banquet, at which Dr. Adson 
was presented with a book containing notes of per- 
sonal tributes to him by the former fellows. 

* * * 

The Federal grant-in-aid funds to state departments 
of health in 1951, to assist various health programs, 
exclusive of the hospital construction program, 
amounted to $39,578,866. In the same year the U. S. 
Children’s Bureau budget for maternal and child 
health and crippled children programs in the states 
amounted to $22,611,424. Approximately 40 per cent 
of Federal funds allocated to state departments of 
health are reallocated among local public health 
units. Should either of the pending bills (S. 445 
or H.R. 274) become law, local public health units 
could receive from the Federal Government as much 
as one dollar per capita in addition to the sums 
mentioned above-—AMA Special Bulletin, October 17, 
1951. 

* * * 

Dr. Russell H. Frost, superintendent of Glen Lake 
Sanatorium, was recently elected president of the 
Minnesota Rehabilitation Association, a new organi- 
zation to promote the welfare of handicapped per- 
sons. 

* * * 

It was announced on September 21 that Dr. Milton 
G. Brown had returned to his position as clinical di- 
rector of the Hastings State Hospital. He had been 
absent for several months while under treatment for 
a heart condition. 

x * * 

Dr. Edward Q. Ertel, Ellendale, attended a con- 
vention of the Rock Island Railroad Surgeons at 
Colorado Springs, Colorado, during the first week of 
October. 

e ee 

Nine Minnesota physicians became fellows in the 
International College of Surgeons at a meeting of 
its United States and Canadian chapters at Chicago 
from September 10 through 13. The nine Minnesota 
men are Dr. R. W. Kearney, Mankato; Dr. E. M. 
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In establishing this new store, the A. S. Aloe Company was governed 
solely by one aim: that of bringing faster, better service to physi- 
cians, hospitals and laboratories in this area. Here you will find 
functional displays designed to eliminate confusion in making your 
selections. Visit us to see new equipment; call us for prompt emer- 
gency service. Free parking is provided adjacent to building. Tele- 
phone: LIncoln 7601. 

ee din ss oma tt 

a. s.- aloe COMPGMY OF MINNESOTA ¢ 927 Portland Ave. © Minneapolis 4, Minn. 

Jones, Saint Paul; Dr. T, J. Kinsella, Dr. S. R. Max- 
einer, Dr. Martin Nordland and Dr. J. H. Moe, all 
of Minneapolis; Dr. T. T. Myers, Dr. C. W. Mayo 
and Dr. William L. Benedict, all of Rochester. 

* * * 

Dr. R. J. Kotval, Pipestone, was recently named 
to head the Pipestone County Public Health Ad- 
visory Commission. 

x * x 

Thirteen alumni of the University of Minnesota 
College of Medical Sciences were presented gold 
medals at the annual faculty dinner on October 8 
at the Coffman Memorial Union. 

x * * 

Dr. J. L. Morrill, president of the University, pre- 
sented the University’s Outstanding Achievement 
medals to: Dr. Frank E. Burch, Saint Paul, emeritus 
professor of ophthalmology, University of Minne- 
sota; Dr. Albert J. Chesley, Saint Paul, executive 
officer, Minnesota State Department of Health; Dr. 
Fred L: Adair, formerly of Minneapolis, now emeri- 
tus professor of obstetrics and gynecology, Uni- 
versity of Chicago; Dr. Earl R. Carlson, interna- 
tionally known neurologist of New York; Dr. Arild 
E. Hansen, chairman, department of pediatrics, Uni- 
versity of Texas; Alma C. Haupt, director of nurs- 
ing, Metropolitan Life Insurance Company. Also 
recipients were Dr. Herman E. Hilleboe, commis- 
sioner of health, State of New York; Pearl McIver, 

Novemser, 1951 

chief of the division of public health nursing, U. S. 
Public Health Service; Dr. James E. Perkins, New 
York, managing director of the National Tubercu- 
losis Association; Dr. Edith L. Potter, professor of 
pathology, University of Chicago; Dr. William P. 
Shepard, president, American Public Health Associa- 
tion; Dr. Albert M. Snell, formerly head of a medical 
section at the Mayo Clinic and now with the Palo 
Alto Clinic in California; Dr. Edward L. Tuohy, chief 
of medicine in the Duluth Clinic. 

The meeting was presided over by Dr. George 
N. Aagaard, director of continuation medical educa- 
tion. Dean Harold S. Diehl and Dr. Elexious T. 
Bell spoke at the meeting. 

* * * 

A twelve-county regional welfare conference was 
held at Anoka on October 18. Counties participating 
were Anoka, Benton, Chisago, Isanti, Kanabec, Meek- 
er, Mille Lacs, Morrison, Sherburne, Stearns, Todd 
and Wright. Among the speakers at the meeting 
was Dr. Walter P. Gardner, Saint Paul, member of 
the governor’s mental health advisory committee 
and former superintendent of Anoka State Hospital. 

* * * 

Dr, John L. Emmett, Rochester, was elected secre- 
tary-treasurer of the North Central Section of the 
American Urological Association at a meeting of the 
organization on October 6. 
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BROWN & DAY, INC. 

St. Paul 1, Minnesota 

AT YOUR CONVENIENCE, 

DOCTOR... 

you are cordially invited to visit our new 
and modern prescription pharmacy located on 
the street floor of the Foshay Tower, 100 South 
Ninth Street. 

With our expanded facilities we will be able 
to increase and extend the service we have 
been privileged to perform for the medical pro- 
fession over the past years. 

Exclusive Prescription Pharmacy 

Biologicals Pharmaceuticals Dressings 
Surgical Instruments Rubber Sundries 

JOSEPH E. DAHL CO. 
(Two Locations) 

100 South Ninth Street, LaSalle Medical Bldg. 
ATlantic 5445 Minneapolis 
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Dr. R. F. Hedin, Red Wing, discussed the European 
medical situation at a meeting of the Red Wing 
Kiwanis Club on September 13. Dr. Hedin had re- 
cently returned from a trip to Europe. On Septem- 
ber 24 at a meeting of the Red Wing Lions Club 
he also gave a talk on his European tour, describing 
primarily his impressions of several of the countries. 

so @ 

Wayzata acquired a new physician late in October 
when Dr. Leonard L. Kallestad, formerly of Brown- 
ton, opened offices in the newly remodeled and re- 
named Kallestad Building. The building was pur- 
chased by Dr. Kallestad and his dentist brother, 
Dr. H. O. Kallestad, who also has his offices located 
there. 

Dr. Leonard Kallestad a graduate of the Universi- 
ty of Minnesota Medical School in 1938, served his 
internship at Minneapolis General Hospital and then 
entered practice at Hutchinson. He entered the 
Army in 1943 and acted as surgeon for the Manhattan 
District project at Oak Ridge; Tennessee. On his re- 
turn to civilian life he became a partner in the 
Brownton Clinic, where he practiced until moving to 
Wayzata. 

a. 

Dr. and Mrs. A, N. Bessesen, Jr., Minneapolis, 
used an early September vacation for a trip to the 
Northwest Angle, Minnesota’s northernmost point 
of the United States. 

* * * 

Dr. Ralph Estrem, Fergus Falls, was appointed 
deputy county coroner of Otter Tail County early in 
October. County coroner is Dr, Carl Lund. 

* * * 

A check for $25,000 has been turned over to the 
University of Minnesota by the Minnesota Heart 
Association for research in heart disease in 1951-1952. 
This is the second time this amount has been granted 
the University by the Heart Association, which will 
conduct its annual Minnesota Heart Fund campaign 
next February. Dr. Harold S. Diehl, dean of medical 
sciences, received the check from Mr. Alan W. Giles, 
chairman of the 1952 Heart Fund. 

* * * 

Dr. D. John Lauer, a graduate of the University 
of Minnesota Medical School and former assistant 
professor of industrial medicine at the University of 
Cincinnati, has been appointed medical director of the 
Jones and Laughlin Steel Corporation. A native of 
Saint Paul, he earned one of the nation’s first doctor- 
ate degrees in industrial medicine from the University 
of Pittsburgh. In his new position he will direct the 
employe health program and medical facilities in the 
corporation’s plants and factories throughout the 
United States. 

_— 

Dr. Bruce Boynton, Ada, was the principal speaker 
at a meeting of the Eleventh District of the Minne- 
sota Nurses’ Association at Ada on September 20. 

* * * 

“Convulsions in the Cerebral Palsy Children” was 
the title of a talk given by Dr. Harold Flanagan, 
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225 Sheridan Road 

A completely equipped sanitarium for the care of 

nervous and mental disorders, alcoholism and drug addiction 

offering all forms of treatment, including electric shock. 

SAMUEL LIEBMAN, M.S., M.D. 

Medical Director 

North Shore 

Health Resort 

Winnetka, Illinois 

on the Shores of 

Lake Michigan 

Phone Winnetka 6-0211 

Saint Paul, at an open meeting held by the Cerebral 
Palsy Council of Minnesota in Saint Paul on Sep- 
tember 13. 

x * * 

After fifty-one years of medical practice, Dr. Wil- 
liam A, Coventry, Duluth, retired from active practice 
on September 17, his seventy-fifth birthday. 

A graduate of the University of Michigan College 
of Medicine, Dr. Coventry began practice in Duluth 
in 1901. He was a major factor in the organization 
of the Duluth Clinic in 1916. He took postgraduate 
work at the University of Vienna, at the Rotunda 
Hospital in Dublin and at the New York Lying-In 
Hospital. Nationally known for his work in obstet- 
rics and gynecology, he has published numerous 
articles in medical journals. 
Always interested in Duluth’s civic affairs, he has 

worked with the Duluth Chamber of Commerce and 
other organizations for many years. In 1948 he was 
made a member of Duluth’s Hall of Fame, and in 
1949 he was named as one of Minnesota’s 100 living 
great men by the state Junior Chamber of Com- 
merce. He was president of the Minnesota State 
Medical Association in 1926 and was presented with 
its Distinguished Service Medal in 1946. He was 
active in the development of the Blue Shield plan and 
is one of twenty Minnesota physicians on the organi- 
zation’s board of directors. 

Of Dr. Coventry’s four children, his two sons are 
also physicians: Dr. William D, Coventry, Duluth, 
and Dr. Markham B. Coventry, Rochester. 

Novemser, 1951 

Dr. Robert Rosenthal, Saint Paul pediatrician, gave 
a talk on “Physical Aspects of Mental Deficiency” 
at a meeting of the Saint Paul Association for ’ 
Mentally Retarded Children on October 3. 

* ok * 

Following the death of Dr. A, E. Karlstrom during 
the middle of October, his associate, Dr. Harold W. 
Hermann, announced that he will continue in the 
practice of pediatrics in their offices at 1610 West 
Lake Street, Minneapolis. 

e ¢ 

Dr. Leo R. Prins recently opened an office at 222 
Medical Arts Building, Albert Lea, for the practice 
of urology. Previously he had been associated with 
the Surgical and Medical Clinic of Albert Lea since 
1937. 

Dr. Prins presented a paper on a new automatic 
valve for use with the resectoscope at the North 
Central Section of the American Urological As- 
sociation meeting held at Toledo, Ohio, on October 
5. 

* * x 

The following Minnesota physicians attended post- 
graduate courses at the Cook County Graduate 
School of Medicine in October: Dr. Ove A. Erdal, 
Albert Lea; Dr. John Bellomo, Dr. Bernard D. 
Stack, Dr. Fred L. Webber, and Dr, E. R. Youngren, 
all of Saint Paul. 

* * * 

Dr. Robert W. Goltz has opened an office at 652 
Medical Arts Building, Minneapolis, for the practice 
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The Birches Sanitarium, Ine. 

A hospital for the care and treatment of 

Nervous and Mental disorders. 

ful environment. 

Recreational and occupational therapy. 

2391 Woodland Avehue 

Duluth 3, Minnesota’ 

Quiet, cheer- 

Specially trained personnel. 

Dr. L. R. Gowan, M.D., M.S., Medical Director 

of dermatology. He is a diplomate of the American 
Board of Dermatology and Syphilology. He is the 
son of Dr. E. V. Goltz, Saint Paul, and interned at 
Ancker Hospital, Saint Paul. He took postgraduate 
work in dermatology at the University of Minne- 
sota. 

x * * 

At the annual meeting of the Minnesota Society 
of Internal Medicine at Saint Paul on October 27, 
Dr. Samuel Boyer, Duluth, was elected president; 
Dr. John Briggs, Saint Paul, vice president; Dr. 
Robert L. Parker, Rochester, re-elected secretary- 
treasurer. 

* * * 

Dr. W. B. Halme, Wadena, has announced that he 
is now conducting a practice in Menahga twice each 
week. According to his announcement, he is avail- 
able to Menahga patients on Wednesday mornings 
and Saturday afternoons. 

* * * 

Dr. Peter J. Schultz, Richfield (Minneapolis sub- 
urb), is now taking a special course in surgery at 
the University of Pennsylvania, where he will stay 
until June. His practice is being conducted during his 
absence by Dr. Roger Larson. 

oe “ * 

Dr. D. S. Branham, staff member of the St. Peter 
State Hospital, was the principal speaker at a meet- 
ing of the Blue Earth County Public Health Associa- 
tion auxiliary units at Mankato on October 2. The 
subject discussed at the meeting was “Geriatrics: 
Problems and Care of the Aged.” 

2. Ss 

Observance of Public Health Week began in 
Crow Wing County on October 8, with the first day’s 
events devoted to cancer education. Scheduled for 
the second day of the week was a program on 
dental health and civil defense. Speakers at the 
numerous events were local and state physicians and 
nurses. The week’s program was sponsored by local 
civic veteran and service groups in co-operation with 
the Minnesota Department of Health, Minnesota 
Heart Association, American Cancer Society and 
Mental Hygiene Society. 

*¢* 

Dr. David A. Sher, Virginia, who is associated 
with the Lenont-Peterson Clinic, presented a paper 
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on encephalitis at a meeting of the Northwest Pedi- 
atric Society in the Twin Cities during the last week- 
end in September. Sessions of the society were held 
at Bayport and at the University of Minnesota Hos- 
pitals. 

x * * 

Dr. George N. Aagaard, director of postgraduate 
medical education at the University of Minnesota, 
has been named dean of the Southwest Medical 
School at the University of Texas in Dallas. He will 
begin his new duties on January 1. Dr. Aagaard was 
named to his present post in March, 1948, succeed- 
ing the late Dr. William A. O’Brien. 

x ok * 

Among the speakers at a meeting of the Minne- 
sota Welfare Conference, Region 8, at Owatonna on 
October 11 was Dr. Reynold A. Jensen, chief of the 
child psychiatry department at the University of 
Minnesota Hospitals. The meeting was concerned 
with problems of the mentally retarded. Dr. Jensen’s 
talk was entitled “Developing a Program of Preven- 
tive Mental Health Service.” 

* * * 

Dr. John R. Petersen, Minneapolis, retiring medical 
director of the Lutheran Brotherhood, fraternal in- 
surance organization, was honored at a luncheon 
given by officers of the organization on September 
21. Dr. Petersen has been chief medical examiner 
for the organization since it first applied for a charter 
in 1918. In 1940 he was elected to the board of di- 
rectors and named medical director. 

A graduate of the University of Minnesota Medical 
School in 1897, Dr. Petersen practiced medicine at 
Renville, Willmar and Madison before moving to 
Minneapolis. 

* * * 

An immunization clinic for children was _ con- 
ducted by Dr. H, A. Palmer at Blackduck on Sep- 
tember 25. 

* * * 

Dr. and Mrs. Waltman Walters, Rochester, recently 
returned from a trip to Europe. During the trip 
Dr. Walters spoke at meetings of two surgical 
organizations. The tour lasted about a month and 
one-half. 

* * * 

As principal speaker at a meeting of the Saint Paul 
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Business and Professional Women’s Association on 
September 20, Dr. D. R. Gillespie, chairman of the 
Saint Paul Area Public Health Council, discussed 
community health problems in relation to the organi- 
zation of city and county health departments. 

* * « 

Dr. L. H. Bendiz, Annandale, has been named 
Wright County coroner to complete the unexpired 
term of Dr, C. L. Roholt, who resigned upon moving 
rom th ounty. f e county ea 

Dr. F. H. Magney, Duluth, spoke on “Civil De- 
fense” at a meeting of the St. Louis County Medical 
Society at Duluth on September 13. 

x * x 

Immunization clinics were conducted in various 
cities of Blue Earth County during October. At 
Mapleton the clinic was under the direction of 
Dr. E. G, Howard and Dr, J. C. Vezina. Dr. Vezina 
also conducted a clinic at Pemberton. At St. Clair 
the clinic was directed by Dr. R. O. Juliar, while 
Dr. B. N. Batdorf was in charge of one at Good 
Thunder. x * 

“Home Accident Prevention, Especially as It Per- 
tains to Children” was the title of a talk given by 
Dr.. Tague C, Chisholm, Minneapolis, at a meeting 
of the Cottonwood County Nursing Service at 
Mountain Lake on September 18. 

eee 

Dr. John Austin Culligan, son of Dr. John M. 
Culligan of Saint Paul, recently completed his intern- 
ship at the Graduate Hospital, University of Pennsyl- 
vania. He spent two months as ship’s surgeon on the 
S. S. Independence, cruising in the Mediterranean. 
On October 1 he entered the Mayo Foundation: as a 
fellow in surgery. 

: * « 

Dr. Edward B. Tuohy, son of Dr, E. L. Tuohy of 
Duluth and recently with the Section on Anesthesi- 
ology at the Mayo Clinic, not long ago visited Air 
Force hospitals in Great Britain, France and Ger- 
many. Dr. Tuohy is a member of the National Board 
‘of Consultants to the Surgeon General of the Air 
Force, Major General Harry G. Armstrong. While 
in London, Dr. Tuohy read a paper before the In- 
ternational Anesthesia Research Society on “Adapta- 
tions of Continuous Spinal Anesthesia in Medicine 
and Surgery.” 

* * * 

It was announced on October 19 that Dr. C. G. 
Uhley, Crookston, had been elected president of the 
Minnesota division of the American Cancer Society, 
to succeed Dr. Arthur H. Wells, Duluth. Elected 
as a vice president of the organization was Dr. David 
P. Anderson, Austin. 

-_ 

Dr. Phillips Roth, formerly of Harrisburg, Pennsyl- 
vania, has joined the staff of the Oliver Clinic at 
Graceville. A graduate of Yale University, Dr. Roth 
is associated in practice with Dr. I. L. Oliver. 

* * x 

Dr. C. C. Craig, International Falls, was given a 
belated birthday party by fifty close friends on Oc- 
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Important News! 

GLENWOOD INGLEWOOD NOW HAS 

FLUORIDE 

SPR WATER 

ce vel Tooth Decay 

Other Glenwood-Inglewood Waters: 
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tober 16. Although Dr, Craig’s seventy-fifth birthday 
occurred on October 4, he was on vacation at the 
time so the party at which his friends wished to honor 
him had to be delayed. Dr. Craig has practiced medi- 
cine at International Falls for thirty-five years. 

HOSPITAL NEWS 

The board of directors of the Northwestern Hos- 
pital Association announced on September 17 that 
Dr. Oscar F. Mellby, Thief River Falls, had been 
appointed honorary chairman for a building fund 
campaign designed to provide an addition to the 
existing hospital at Thief River Falls. 

At a meeting of the county boards of Todd and 
Wadena Counties at Long Prairie on September 5, 
it was voted to close Fair Oaks Sanatorium at 
Wadena on November 1. Inability to obtain a super- 
intendent was given as the reason for the closing. 
The institution has been operated jointly by the 
two counties since 1916. 

* * * 

Recently elected as staff officers of the new 
Buffalo Memorial Hospital are the following: Dr. 
S. J. Raetz, Maple Lake, chief-of-staff; Dr. T. J. 
Catlin, Buffalo, vice president; Dr. W. P. Anderson, 
Buffalo, secretary-treasurer; Dr. W. E. Hall, Maple 
Lake, trustee on the executive board. 

. es 

The Clearwater County Memorial Hospital, Bagley, 
was recently judged the best hospital built since 
World War II in a contest conducted by the Ameri- 
can Institute of Architects. In the first postwar hos- 
pital contest held by the AIA, the $253,000 thirty-bed 
Clearwater hospital won out against more than 
twenty other institutions, including several large 
metropolitan and veterans hospitals. 

Entries were rated by a panel including three 
nationally known architects and two prominent hos- 
pital administrators. Judges were impressed most 
by the efficient layout of the one-story Clearwater 
structure. 

* 2. 8 

Results of staff elections recently held at North- 
western Hospital, Minneapolis, are as follows: Dr. 
Kenneth Bulkley, president; Dr. Willard Peterson, 
vice president, and Dr. N. E. Rud, secretary-treasurer. 

BLUE CROSS-BLUE SHIELD 

Blue Shield medical care plans have enrolled twenty- 
one million people in the United States and Canada, 
according to an announcement by the Blue Shield Com- 
mission, Chicago, national association of the non-profit 
Blue Shield plans, sponsored by the medical profession. 
The twenty-one millionth subscriber is Rosemarie Hart 
of Saint Paul, a Northwest Airlines stewardess, who 
became a member of the Northwest Airlines group in 
the Minnesota Blue Shield Plan. 

Frank E. Smith, director of the Blue Shield Com- 
mission, presented Miss Hart with a certificate in com- 
memoration of the event, at a ceremony in Saint Paul 
which was attended by officials of the state’s hospital and 
medical associations and by civic leaders who have sup- 
ported the non-profit Blue Shield medical care prepay- 
ment movement in Minnesota and elsewhere. 

“This is a remarkable tribute to the medical profes- 
sion,” said Smith. “The 115,000 doctors who sponsor 
the seventy-seven non-profit Blue Shield Plans have 
given dramatic proof that the voluntary prepayment 
principle can be made to work. Enrollment of twenty- 
one million people within the space of only a few years 
is ample testimony to the fact that the public wants this 
type of protection. Even more encouraging is the ac- 
celerated speed at which enrollment is growing. Blue 
Shield Plans added more than six million members dur- 
ing the past twelve months.” 

Minnesota Blue Shield announced that its own en- 
rollment has reached the 500,000 mark. “This is a 
splendid record of achievement,” commented Smith, 
“especially in view of the fact that the Minnesota Plan 
started from scratch less than five years ago.” 

‘ Help Fight TB Help Fight TB 
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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 re- 
views of any or every recent book which may be of 
interest to physicians. 

STATISTICS FOR MEDICAL STUDENTS and In- 
vestigators in the Clinical and Biological Sciences. 
Frederick J. Moore, M.D., Associate Professor of 
Experimental Medicine, University of Southern Cali- 
fornia School of Medicine; Frank B. Cramer, B.S., 
Research Fellow, and Robert G. Knowles, M.S., Re- 
search Associate, Department of Experimental Medi- 
cine, University of Southern California School of 
Medicine. 113 pages. Illus. Price $3.25, cloth. Phila- 
delphia: Blakiston Co., 1951. 

THE HEALING TOUCH. Harley Williams. 370 
pages. Illus. Price $6.75, cloth. Springfield, Illinois: 
Charles C Thomas, 1951. 

INDEX OF MODERN REMEDIES. Scott Murray, 
Editor. 116 pages. Price $2.00, paper cover. Toronto, 
Canada: The Scottish Chemist, 1951. 

INTERNAL MEDICINE—Its Theory and Practice. 
John H. Musser, B.S., M.D., F.A.C.P. Late Profes- 
sor of Medicine, Tulane University of Louisiana 
School of Medicine, New Orleans. Fifth Edition 
edited by Michael G. Wohl, M.D., F.A.C.P. As- 
sociate Professor of Medicine, Temple University 
School of Medicine, Chief of Nutrition Clinic, Phila- 
delphia General Hospital, Chief of Endocrine Clinic, 

Temple University Hospital. With eighty contributors. 
1563 pages. Illus. Price $15.00, cloth. Philadelphia: 
Lea & Febiger, 1951. 

A BIBLIOGRAPHY OF INFANTILE PARALYSIS. 
With Selected Abstracts and Annotations. Second 
Edition. National Foundation for Infantile Paralysis, 
Inc. Edited by Morris Fishbein, M.D., Editor, Ex- 
cerpta Medica, and Ella M. Salmonsen, Chief, Medi- 
cal Department, John Crerar Library, Chicago; with 
Ludvig Hektoen, M.D.,- Editor Emeritus, Archives of 
Pathology. 899 pages. Price $16.00, cloth. Philadelphia: 
J. B. Lippincott Co., 1951. 

DIABETES CONTROL. Edward L. Bortz, M.D. Chief 
of Medical Service B, The Lankenau Hospital; As- 
sociate Professor of Medicine, Graduate School of 
Medicine, University of Pennsylvania, Philadelphia. 
Former President of American Medical Association. 
264 pages. Illus. Price $3.50, cloth. Philadelphia: Lea 
& Febiger, 1951. 

THE CHANGING YEARS. What to do about the 
menopause. Madeline Gray. 224 pages. Price $2.75, 
cloth. Garden City, New York: Doubleday & Com- 
pany, Inc., 1951. 

TECHNICAL METHODS FOR THE _  TECH- 
NICIAN. Anson Lee Brown, B.A., M.D., President 
of Anson L. Brown, Inc. 4th ed. 784 pages. IIlus. 
can $10.00. Columbus, Ohio: Anson L. Brown, Inc., 

51. 
This large volume is intended to assist students who 

wish to become laboratory technicians.. In an attempt 
to be convenient and time-saving, the style is necessarily 
simple. As such, only an outline of the technical methods 
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is presented with no preparation or explanation for the 
end result. 

The contents are arranged in an orderly fashion, and 
the book contains up-to-date material. The tests are 
fairly inclusive. However, only slight attention is given 
to the phases of bacteriology and parasitology. The 
questions at the end of the chapters might be of some 
value to the student technicians. The personal 
preferences of the author are stressed and at times be- 
come superfluous. 

With the exception of the color plates of the blood 
cells, most of the illustrations and figures, and more 
particularly the photographs, are not clear. 

A reference list is included at the end of the book. 
However, a bibliography is not employed, nor has proper 
attention been given the accepted names of some of the 
procedures. 

The scope of the book is limited, serving only as an 
elementary textbook pursuant to a very general clinical 
technician. It would be of little value as a reference 
book, since most of the procedures are not detailed and 
lack the theoretical basis for the methods. 

Betty R. Warp 

CLINICAL APPLICATIONS OF SUGGESTION 
AND HYPNOSIS... William T. Heron, M.A., Ph.D., 
Professor of Psychology, University of Minnesota. 116 
pages. Price $3.00. Springfield, Ill.: Charles C 
Thomas, 1950. 
This book should ke read by all physicians who are 

interested in the use of hypnosis in the treatment of 
functional diseases. To date there have been very few 
books written for the general practitioner. This is 
the only book I have seen and read that gives in brief 
the methods of induction in a simple form, and in 
addition gives precautions in the use of hypnosis that 
have in the past been so little stressed. Sufficient stress 
has not been placed, however, on the theory of how 
hypnosis works, particularly since physicians are 

REST HOSPITAL | 

2527 Second Avenue South, Minneapolis 

A quiet, ethical hospital with therapeutic facilities 
for the diagnosis and treatment of nervous and 
mental disorders. Invites co-operation of all repu- 
table physicians. Electroencephalography avail- 
able. 

PSYCHIATRISTS IN CHARGE 
Dr. Hewitt B. Hannah 

Dr. Andrew J. Leemhuis. 

skeptical of anything new in this type of modern day 
treatment. 
Any physician who is interested in trying hypnosis on 

his patients would gain a great deal by reading this 
book, since it gives him a good outline and fair under- 
standing of the procedures. It would be better, however, 
to have a fuller understanding of what type of 
functional diseases hypnosis benefits. If the physician 
does not know the types of diseases that hypnosis is 
able to help, he would become greatly discouraged in 
finding out after his use of such a treatment that his 
patient gains no Lenefit. 

CLARENCE SIEGEL, M.D. 

SAW-GE-MAH (MEDICINE MAN). By Louis J. 
Gariepy, M.D. 326 pages. Price $3.00. Saint Paul: 
Northland Press, 1950. 
Saw-Ge-Mah (Medicine Man), written by Louis J. 

Gariepy, M.D., is a delightful story which should hold 
the interest of every medical student, physician and nurse. 
Lay persons, too, who enjoy human interest stories rooted 
in the humble folk will find much to satisfy them in this 
book. Individuals who have received their support and 
college education from parents in good financial cir- 
cumstances may find difficulty in appreciating this story, 
for Saw-Ge-Mah is the story of Hal Adams, son of a 
poor mill worker, who decides to become a doctor. His 
premedical and medical education is obtained after years 
of struggle, long hours and hard work. During a two- 
year internship, the young physician is further handi- 
capped by being subjected to humilities inflicted by the 
senior house physician, a boyhood rival and son of the 
wealthy mill owner. The tragic death of Mary, the girl 
whom he had hoped to have for his wife, added further 
to the trials during this period of his life. 

Hal Adams, the young general practitioner, starts his 
practice in his own home town, Blufftown, Michigan. 
The long hours and arduous tasks of the country doctor 
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are endured and enjoyed by the young medic who has 
set his goal at becoming a great surgeon. With the 
help of a most understanding and sympathetic wife, 
Kate, Hal exemplifies the finest in medical practice 
amongst the poor and deserving people of his commu- 
nity. Later, as a specialist in surgery in Detroit, he 
becomes a leader in his profession and climbs to posi- 
tions of importance in the medical life of the city. 

Dr. Hal Adams fulfills his mission in medicine by 
practicing the very finest type of medicine, by becoming 
the champion of the cause of the general practitioner 
and by leaving no stone unturned in helping young phy- 
sicians to obtain hospital staff appointments and to 
further their graduate education. Loyal and devoted to 
his loved ones during the many years of struggle, hard- 
ships and heavy medical practice, Hal Adams remained 
a humble man in spite of his greatness. 

THE PROSTATE GLAND. By Herbert R. Kenyon, 
M.D., Associate Attending Urologist, Univ. Hospital, 
New York University—Bellevue Medical Center and 
Morrisania City Hospital, N. Y. C.; Attending Urol- 
ogist, Lenox Hill Hospital; Associate Clinical Pro- 
fessor of Urology, N. Y. University. 194 pages. Price 
$2.95. New York: Random House, 1950. 

Doctor Kenyon has done a very admirable job in pre- 
senting a difficult subject of considerable interest to the 
public. His topics are well organized, and the continuity 
of thought and description runs well throughout the book. 

The book is somewhat technical in many respects for 
the average lay person but his descriptive matter gets 
his point across. 

The scope of the book is large and covers all phases 
of prostatic pathology. It is a book which could be 
highly recommended to doctors who do not specialize in 
urology as well as medical students and laity who might 
be interested. 

IrvinG Victor, M.D. 

THE MANAGEMENT OF THE PATIENT WITH 
SEVERE BRONCHIAL ASTHMA. Maurice S. 
Segal, M.D., Assistant Professor in Medicine, Tufts 
College Medical School; Director, Department of 
Inhalational Therapy, Boston City Hospital, Boston, 
Mass. 158 pages. Price $3.50. Springfield, IIL: 
Charles C Thomas, 1950. 

This book, in itself, is an excellent outline giving a 
clinical concept of bronchial asthma and its treatment 
in detail. It discusses for the general practitioner 
particularly the pathophysiology, the acute paroxysm, 
complications, fatalities, and classification of the disease. 
It gives the physician a rather detailed discussion of 
the physiology of bronchial asthma and a better under- 
standing of how the disease acts. The treatment of 
bronchial asthma is discussed in detail; however, I do 
not feel that anything new has been added to the 
knowledge of the treatment of this disease. It is how- 
ever, a good review for the general practitioner and 
internist. 

At the time that this book went to press the use 
of ACTH and Cortisone in the treatment of bronchial 
asthma had just been made available to the physician. 

NoveMBer, 1951 

COMPLETE 

Laboratow. Sowice 

Deep X-Ray Therapy 

Roentgen Diagnosis 

Radium Treatment 

Radium Rentals 

Clinical Biochemistry 

Clinical Pathology 

Tissue Examination 

Clinical Bacteriology 

Interpretation of YOUR E.K.G. records 

Toxicological Examinations 

MURPHY LABORATORIES 
—Est. 1919 

Minneapolis: 612 Wesley Temple Bldg., At. 4786 

St. Paul: 348 Hamm Bldg., Ce. 7125 

If no answer call: 222 Exeter Pl., Ne. 1291 

There is only a brief note regarding the dosage of this 
drug in the treatment in this disease. 

This is an excellent review for the physician and will 
help to create a better understanding between the patient 
and physician in the management of severe bronchial 
asthma. 

CLARENCE StEGEL, M.D. 

SURGERY OF THE STOMACH AND DUODE- 
NUM: A HANDBOOK OF OPERATIVE SUR- 
GERY. By Claude E. Welch, M.D., Associate Visit- 
ing Surgeon, Massachusetts General Hospital; Clinical 
Associate in Surgery, Harvard Medical School. II- 
lustrated by Muriel McLatchie Miller. 349 pages. 
Price $8.50. Chicago: The Year Book Publishers, 
1951. 

The first of a series of handbooks giving step-by-step 
techniques of the more common operations in general 
surgery, this volume deals exclusively with the stomach 
and duodenum. All the various types of resections and 
enterostomies for kenign and malignant lesions are pre- 
sented. The handling of such difficult problems as 
actively bleeding ulcer, stomach ulcer and gastro-colic 
fistula is outlined in detail. 

The illustrations are outstanding, with the printed 
text presented on the facing page, making the drawings 
easy to follow. 

The techniques are generally those in use at the 
Massachusetts General Hospital. The book can be 
highly recommended. 

Epwarp W. Sickets, M.D. 
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THE NEW YORK ACADEMY OF MEDICINE; 
ITS FIRST HUNDRED YEARS. By Philip Van 
Ingen. 573 pages. Illus. Price $10.00. New York: 
Columbia University Press, 1949. 
This fascinating and extremely well-written narrative 

provides a biographical sketch of organized medicine in 
our largest city. By the end of the book, the reader has 
gained a sense of intimacy with the organization, the 
activities of whose members are recorded. The New 
York Academy has no life except that of its members, 
but in these pages the organization seems to breathe 
and outlive its human components. 

The Academy was founded to separate the regular 
practitioners who based their work on science from 
rogues who practiced quackery. Additional objects of the 
organization were the promotion of the character, inter- 
ests and honor of the profession and the cultivation and 
advancement of the science of medicine. 

From such beginnings has come the giant Academy 
of Medicine today. A visit to the splendid library, 
housed in the large Fifth Avenue residence of the Acad- 
emy at 103rd Street, is a memorable experience for any 
physician. The 1951 giant Academy is a complex or- 
ganization of several thousand members. The Academy 
has an annual income exceeding one-third of a million 
dollars. This is an interesting story. 

DonaLp DEF. Bauer, M.D. 

CHEST X-RAY DIAGNOSIS. By Max Ritvo, M.D., 
Assistant Professor of Radiology, Harvard Medical 
School; Instructor in Radiology, Tufts Medical 
School. Roentgenologist-in-chief and Director, De- 
partment of Radiology, Boston City Hospital; Asso- 
ciate Radiologist, Beth Israel Hospital, Boston, Mass. ; 
Radiologist, Jewish Memorial Hospital, Jewish Tuber- 
culosis Sanatorium of New England, Revere Memorial 
Hospital, and Hudson Hospital. 558 pages. Illus. 
Price $15.00. Philadelphia: Lea & Febiger, 1951. 
More than 600 illustrations appear in this work. 

X-ray negatives are employed liberally and appear as 
negatives, which is a decidedly favorable situation. 

Chest x-ray films are becoming increasingly common- 
place in medical practice. Ritvo warns against per- 
mitting lowering of standards of interpretation. A 
false security derives from a negative report. Great 
harm can result to an individual and his family from 
a false report of tuberculosis or cancer. The impor- 
tance of making a consultation of the referral of a pa- 
tient for an x-ray is stressed. The radiologist needs all 
available clinical data, not to please the radiologist, but 
to provide the patient and referring physician with the 
very best possible interpretation of the findings on the 
exposed film. 

Ritvo includes chapters on lungs, mediastinum, pleura, 
diaphragms, heart, aorta, pulmonary artery, pericardium 
and the soft tissues of the neck and chest wall. 

DonaLp DEF. BAveEr, M.D. 
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