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PROLONGED LABOR is still one of the most

perplexing problems confronting the obstetri-

cian. It causes suffering; it taxes the emotional

equilibrium of the patient and her family; and
last, but not least, it thoroughly tests the skill,

judgment and stamina of the attendant. It invites

a high incidence of mortality and morbidity to

both the mother and fetus as a result of illtimed,

unwarranted, meddlesome operative procedures

aimed at the termination of such labors.

There has been a slow but gradual improvement
in treatment in recent years. The numerous meth-

ods of management in use today offer evidence that

none has proved exceptionally successful.

It may be stated at the outset that we are strong

advocates of the advantages of uterine stimulation

and delivery through the pelvis, if possible. There-

fore, it is our desire to briefly discuss the problem
involved and principles underlying this method of

management.

That type of prolonged labor, secondary to in-

efficient uterine contractions occurring at long or

irregular intervals and designated as uterine inertia,

is the subject of this presentation. Reference is

made only to labors in women with no mechanical
obstruction or similar cause for dystocia. No effort

is made to divide inertia into the customary pri-

mary and secondary types, inasmuch as the treat-

ment and management are alike and therefore the

division of little practical importance.

There is no accepted definition of what consti-

tutes prolonged labor; nor is the etiology known.

However, thirty hours is rather commonly accepted

as the time limit, and in lieu of knowledge regard-

ing the causative factor, management and treat-

ment necessarily must be based on efforts aimed at

supportive treatment, protective measures, stimula-

tion of contractions and avoidance of operative

intervention until the prerequisites for such proce-

dures are fulfilled. Operative interference, aimed

at delivery through the pelvis, during the trouble-

some dilating stage increases the hazards enor-

mously. So often, a policy of watchful expectancy

necessarily projects both the patient and the at-

tendant into a bad situation, the severity of which

increases as hours elapse. This situation must be

accepted by all concerned if a maximum of ob-

stetric salvage is to be obtained in a complication

present in eight to ten per cent of all labors.

Predisposing Factors

It must be admitted that the etiologic factors in

uterine inertia are unknown and undoubtedly will
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remain so until the obstetrician better understands

the mechanism responsible for the onset and con-

tinuation of the contractions of labor. However,

certain predisposing factors are known and should

be recognized as such.

Among those to be considered as predisposing

to uterine inertia must be included the attendant.

So often, we fail to rceognize "false" or prelimi-

nary contractions masquerading as those of true

labor. The uterus in true labor may contract fre-

quently and with considerable force, but with

poor efficiency, and consume several days time be-

fore terminating the dilating stage. In such cases,

the differential diagnosis between "false" and pro-

longed labor is difficult. "False" labor frequently

invites meddlesome and unwarranted interference

—with disastrous results.

Another predisposing factor is the willful effort

to terminate pregnancy by medical or surgical

measures, either as an elective procedure for con-

venience, or because of complications which

threaten the safetv of the mother or fetus. Inas-

much as the uterus is not prepared for labor, a

high percentage of such patients experience pro-

longed labor due to uterine inertia.

The injudicious use of analgesic drugs, admin-

istered by an indulgent attendant because of sub-

jective complaint, frequently serves to cause uter-

ine inertia and prolong a labor which otherwise

would have terminated in a normal number of

hours. The use of analgesia occupies an important

place in the management of uterine inertia, but

the indications for its administration must be prop-

erly evaluated, or the existing difficulty will be

increased.

Ventral and vaginal fixation of the uterus is rec-

ognized as a predisposing factor. The incidence of

uterine inertia is high among women presenting a

long period of sterility, especially those possessing

an immature type of uterus.

The primigravida. especially the elderly one, is

more susceptible: the multiparous woman less so.

but she is not exempt from the complication.

Mention has been made of the partial bicornuate

and arcuate uterus as factors. Fibroids prolong

labors, not only because thev mechanically obstruct

the pelvis, but also through interference with the

contractions of the uterine musculature.

Post-maturity is a factor, especially among wom-
en presenting histories of abnormal menses.

Other factors include contracted pelvis, pelvic

adhesions, over-distention of the uterus due to

twins or hvdramnios. emotional states, excessive

fear, and abnormal presentations and positions of

the fetus.

DeLee describes the 'dystocia-dystrophia syn-

drome" type—the short, fat woman, with a short

neck, flat nose, nasal speech, male type of pelvis

and hair distribution, along with other characteris-

tics.

The previously mentioned predisposing factors

are valuable in arousing suspicion that labor may
be prolonged, but are so inconstant in behavior

that little reliability can be placed on a single one

or a combination of the factors. Their presence, or

absence, offers little in the way of reliable prog-

nostic information for any given case.

Dangers

Dehydration, followed by physical exhaustion

and acidosis, is one of the dangers of prolonged

labor. Women in labor, unless urged to do so, fail

to take an adequate amount of fluid. Consequently,

dehydration must be anticipated and measures in-

stituted to prevent its development.

Physical exhaustion, which if not prevented or

permitted to extend over too long a period of time,

endangers the life of the mother. Evidence of ex-

haustion should be based on accelerated pulse rate,

blood pressure changes, elevated temperature, etc.

—never upon subjective statements and complaints

The condition must be anticipated and the proper

prophylactic measures instituted for postponement

of the danger during the prolonged type of labor.

Infection may develop during any labor, but its

incidence is particularly high in this type of case.

The danger increases in direct proportion to the

length of labor; especially is this true following

rupture of the membranes. In some cases the in-

fection proves harmless to the mother, inasmuch

as the primary focus—the amnion—is expelled

during the third stage of labor. On the other hand,

an infection of high virulence may attack the rem-

nants of decidua or even the myometrium and

spread by direct extension through the lymphatics

or the blood stream to complicate the puerperium.

Another maternal danger is unwarranted inter-

ference by an overanxious attendant. Two types

are involved: first, the conservative, but indulgent

type, yielding to the requests and complaints of

the patient or family, who administers, too fre-

quently or in too large doses, analgesic drugs re-

sponsible for interference with the expulsive force

of the uterus; second, the attendant possessing

poor obstetric stamina, or who with lack of regard

for the safety of the mother or fetus, attempts

unwarranted operative procedures or overstimulate;

the sluggish uterus in attempting to terminate the

complication.

Too often, at the end of a prolonged labor, the

attendant fails to remain conscious of another ma-

ternal danger—post-partum relaxation of the fa-

tigued uterus. The condition should be expected in

a high percentage of cases of prolonged labor.

Concerning the fetus, it is known that in a num-

ber of instances it will succumb in utero without

demonstrable evidence of the causative factor at
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autopsy. Others show signs of pneumonitis second-

ary to tidal-wave aspiration of infected amniotic

fluid during intrauterine respiratory activity. Also

the fetal bloodstream may be invaded by patho-

genic organisms entering it through the walls of

blood-vessels on the fetal surface of the placenta

and umbilical cord.

In addition to the hazards of infection, the fetus

is also subject to death, or irreparable harm, as

the result of trauma sustained during difficult or

illtimed operative procedures.

Management of Prolonged Labor

Inasmuch as the cause of uterine inertia is un-

known and the condition unpreventable, the man-

agement necessarily must be aimed at the recog-

nition, postponement and prevention of complica-

tions which attend it. In addition to supportive

treatment and efforts to prevent and combat in-

trapartum infection, two- basic principles govern

the management of uterine inertia: (1) alternating

periods of rest and labor, and (2) efforts aimed at

mild stimulation of uterine contractions.

For "false labor" no treatment is indicated. It

merely presents a diagnostic problem and should

not be confused with prolonged labor. The answer

rests with the failure to develop cervical change

and discharge of blood-streaked mucus in "false

labor." As a rule, a hot enema will cause "false

labor" to subside, but will stimulate contractions

of the uterus in true labor.

Relief of pain is important in the conduct of

all labors, but unfortunately the administration of

analgesic, amnesic and anesthetic drugs has a

tendency to diminish the intensity and increase

the intervals between uterine contractions. There-

fore, in all labors, the possibility of uterine inertia

must be anticipated and sedation withheld until

the potentiality of the uterus has manifested itself.

The dose and time of administration of drugs or

measures aimed at pain relief should be determined

upon objective signs or progressing labor—never

upon the complaints of the patient, or the opinions

of the family. If analgesics are withheld until the

contractions occur at regular three-minute inter-

vals, are of good intensity and last for 45 to 50

seconds and, in addition, the cervix is fairly well

thinned and two or three centimeters dilated, relief

and progressive labor are fairly well assured. On
the other hand, if administered too early, or too

frequently, uterine activity is interfered with and

labor prolonged. As a rule, it is during the first or

dilating stage that most of the serious difficulties

develop. Therefore, it is important that analgesic

medication should be withheld if irregular and in-

efficient contractions and slow thinning and dila-

tion of the cervix—the harbingers of prolonged

labor—are present. The withholding of analges ; cs

during this stage proves troublesome to all con-

cerned. It is important that the patient and family

understand that delay is best and that pain relief

is to be withheld until sufficient progress has been

made.

If, after a reasonable number of hours, it is

evident that repeated doses of analgesic drugs will

be necessary during a prolonged labor, then con-

sideration must be given to the dose and type of

drug to be administered. It must be kept in mind
that the most satisfactory progress is made by
alternating periods of rest and labor. Continuous

or deep sedation prolongs, rather than relieves, the

difficulties of the situation. Morphine gr. 1-6, cr

Dilaudid gr. 1-32, combined with scopolamine gr.

1-200, in 50 per cent magnesium sulfate is an old

favorite for the initial injection, and usually is the

combination selected for the second injection three

or four hours later. The magnesium sulfate appar-

ently prolongs the effect of the medication. If a

third or fourth injection is necessary, it consists

of Demerol mg. 100 combined with scopolamine

gr. 1-200. Both Demerol and scopolamine seem to

aid dilation of the cervix, and Demerol, if given

near delivery, is less apt to interfere with the in-

fant's respiratory efforts.

It is our practice to use paraldehyde as the basic

amnesic agent during labor. In normal cases, be-

cause of the paraldehyde's proneness to produce a

moderate degree of inertia, it is withheld until the

cervix is thin and three or four centimeters in

dilation. In cases of uterine inertia, it is not ad-

ministered until the cervix has reached a dilation

of six or seven centimeters. This same precaution

holds true for all other measures used for the

purpose of obtaining analgesia and amnesia during

labor. Without doubt, an appreciable improvement

in results is obtainable in cases of uterine inertia

by the judicious use of analgesic and amnesic

drugs.

Stimulation op Uterine Contractions

Since the underlying troublesome factor in pro-

longed labor due to uterine inertia is weak and

insufficient uterine contractions, it seems logical

that an effort should be made to stimulate the

uterus. Numerous methods of stimulation have been

advocated. In this presentation, the discussion will

be limited to the procedures we have found most

effective in safely stimulating the uterus in this

type of case.

Without doubt, castor oil irritates the intestinal

tract, and to some extent the uterus. It is a val-

uable stimulant during the first stage of labor, and

a hot enema, given after the bowels are evacuated,

seems to increase its effect.

It is well known that an intact amniotic sac

often delays the course of normal labor; artificial

rupture of the sac constitutes an excellent measure

for stimulating uterine contractions. It is our cus-
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torn to delay rupture for an hour following the

initial dose of morphine and scopolamine, and until

the cervix is fairly thin and three or more centi-

meters dilated. As a rule, rupture of the sac at

this stage of labor acts as a powerful stimulant to

the uterus and, when combined with a sedative,

serves to accelerate the progress of labor. In our

experience, this procedure has been of inestimable

value as a means of overcoming uterine inertia.

Posterior pituitary extract, as pituitrin or pito-

cin, has a definite stimulating effect upon the fre-

quency, intensity and duration of uterine contrac-

tions; therefore, it seems logical that it should be

used as a stimulating agent in cases complicated by

uterine inertia. The injudicious use of pituitrin,

earlv after its introduction into obstetrics, gave it

a bad name. Without doubt, the indiscriminate use

of the product during the dilating stage of labor is

dangerous to both mother and fetus. It is our ex-

perience that tedious operative procedures such as

difficult forceps, Duhrssen's incisions, or cesarean

section at an undesirable time, can often be avoid-

ed, or the incidence of such operative procedures

minimized, by the proper use of pituitrin. Our
experience with pituitrin as a stimulant has thor-

oughly convinced us that the judicious use of the

preparation to combat uterine inertia yields far

more favorable results than are otherwise obtain-

able.

In the presence of uterine inertia, pituitrin is

first administered by the intranasal method. Over

a period of thirteen years, we have not encoun

tered a case of over stimulation of the uterus, as

evidenced by abnormally frequent or intense con-

tractions of the uterus, or persistent slowing of the

fetal heart beats, when pituitrin was used in this

manner. It is our custom to withhold intranasal

pituitrin stimulation until there is lack of effect,

or no further stimulation resulting from the castor

oil and artificial rupture of the sac. Too, the cervix

should be thinned and three or four centimeters

dilated. Using an ordinary hypodermic syringe with

needle attached, three or four drops are instilled

into each nostril, the head is turned from side to

side and the nostrils compressed to insure spread-

ing the solution over the mucous membrane. An
increase in frequency and intensity of uterine con-

tractions occurs within four to five minutes and

persists for fifteen to thirty minutes. The dose is

repeated at fifteen- to thirty-minute intervals as

the effect appears to subside.

If the initial dose of castor oil, followed by arti-

ficial rupture of the sac, and subsequent use of

pituitrin intranasallv fail to stimulate the uterus

satisfactorily, or to increase dilation of the cervix

more than five to seven centimeters, within a period

of two hours, then pituitrin or pitocin subcutane-

ouslv is indicated. Subcutaneously it must be ad-

ministered with caution. Using a tuberculin syringe

for accuracy, the initial dose should not exceed

one-half minim of the product. In the absence of

favorable uterine response at the end of twenty

minutes, the dose is increased gradually, at twenty-

minute intervals, until a maximum of two minims
is reached. Should over-stimulation be produced, as

evidenced by intense contractions occurring at one

and one-half- to two-minute intervals and of sixty

to ninetv seconds duration, accompanied by rigidity

of the uterus and slowing of the fetal heart beats

below 100 per minute, a short period of ether in-

halation should be used to relax the uterus, slow

the contractions and restore the fetal heart beats

to normal. Following the use of pituitrin or pitocin

in this manner, the attendant often witnesses the

potentially difficult situation rapidly change, and

labor terminate spontaneously, or progress to a

stage in which it can be terminated by a simple

forceps procedure.

Without doubt, the use of pituitrin or pitocin

subcutaneously is to some degree dangerous. There-

fore the following rules governing its use are well

worth restating: (1) consider carefully the indica-

tions and possible contraindications before it is

administered; (2) use a tuberculin syringe for ac-

curate dosage; (3) obtain positive knowledge of

the frequency, duration and strength of contrac-

tions, of the station of the presenting part, the

condition of the cervix, and the rate of the fetal

heart before administration: (4) give no more

than one-half minim as the initial dose: (5) never

give it unless the patient is to be kept under con-

stant observation by the attendant or a nurse com-

petent to determine the frequency, duration and

severity of uterine contractions, and frequently ob-

serve the fetal heart rate: (6) have ether and

mask at hand for anesthesia to relax the uterus if

resulting contractions are too strong and prolonged

and the fetal heart dangerously slowed; (7) if no

effect from one-half minim is noted within 20 min-

utes, increase the second dose to one minim, and.

if still no effect is noted, increase in the same

manner up to a maximum of two minims; (8) it

satisfactory effect is not obtained from the stated

dosage, do not repeat until contractions are defi-

nitely diminishing; (9) under no circumstances

outline in advance a definite number of doses at

prescribed intervals, and, last, (10) never give

pituitrin subcutaneously to women whose labors

are complicated by toxemia, or to those previously

delivered by cesarean section.

Inasmuch as the principal dangers of prolonged

labor due to uterine inertia are physical exhaus-

tion and infection, magnified in direct proportion

to the number of hours the labor continues, it is

necessarv that the attendant anticipate both, anrl

institute measures aimed at their postponement
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and prevention. Of primary importance is the pro-

motion of rest and sleep. To repeat, the attendant

must not substitute uninterrupted rest for alter-

nating periods of rest and labor.

Obviously, the bladder must not be permitted

to distend. The patient should be catbeterized at

indicated intervals, if necessary.

Attention to an adequate intake of fluid is of

paramount importance. Such patients take fluid

infrequently and in small amounts, unless urged

to do so. The intravenous injection of 1000 to 1500

c.c. of five-per cent glucose in saline, during a rest

period, provides both nourishment and ample fluid

intake. This should be repeated at intervals during

each 24 hours until a maximum of 3000 c.c. has

been administered. In some cases the administra-

tion of glucose solution seems to stimulate uterine

contractions.

All women in this type of labor can be expected

to develop intrauterine infection. Efforts at pro-

phylaxis give better results than treatment after

signs of infection develop. If possible, sulfadiazine

by mouth in 1-gram doses should be administered

every four hours during labor and the early puer-

per'um. If it can not be administered by the oral

route, sodium sulfadiazine in 5-gram doses in 100

to 200 c.c. of distilled water can be given intra-

venously each 24 hours. Penicillin in doses of 30,-

000 units should be given intramuscularly everv

three hours during labor and the early puerperium.

The combination of sulfadiazine and penicillin

therapy as a prophylactic measure yields gratify-

ing results in lowering morbidity in this type of

case.

Infrequently all conservative measures aimed to-

ward spontaneous or simple forceps delivery fail.

When objective evidence of impending or well de-

veloped exhaustion presents itself, it becomes nec-

essary for the attendant to assume an added de-

gree of responsibility and choose some method of

terminating labor by operative interference. Re-

gardless of the procedure, it is well that glucose

in saline be administered by vein during the opera-

tion. In addition, blood may be given by trans-

fusion, if indicated. Certainly, it must be imme-
diately available, inasmuch as excessive blood loss

is frequently encountered during difficult obstetric

operative procedures. This point is emphasized
strongly.

Factors Influencing Choice of Method of Delivery

Inasmuch as subsequent labors in such cases are

usually normal or less difficult, and uterine inertia

is much less frequent in multiparous women, every

effort should be made to await full dilation and
retraction of the cervix and descent of the head
to or below the level of the ischial spines in order
to terminate the labor through the pelvis, if possi-

ble.

On the other hand, in the occasional case, indi-

cations develop for operative delivery with the

head at a station above the ischial spines, the cer-

vix incompletely dilated, the fetus alive and prog-

ress at a standstill. In such cases extraperitoneal

cesarean section—rarely the low cervical, never the

classical—is necessary to forestall a tragedy. In

the multiparous woman, with living children, cesa-

rean hysterectomy is sometimes justifiable and
often the answer when extraperitoneal section is

not possible. Always, it must be kept in mind that

cesarean section late in prolonged labor involves

a terrifically high maternal risk, unless the extra-

peritoneal or cesarean hysterectomy operation is

performed. An attendant unskilled in the latter pro-

cedures should not hesitate to transfer responsibil-

ity to one possessing such skill.

With delivery indicated when the head is at or

below the spines and the cervix thinned and six

or seven centimeters dilated, Duhrssen's incisions

of the cervix provide ample preliminary enlarge-

ment for delivery by forceps. By making scissors

incisions of 3- or 4-centimeters depth, at 2, 6 and
10 o'clock, lacerations of the cervix at the usual

sites are prevented. The cuts should be made be-

tween clamps, and repaired immediately following

delivery of the placenta and examination for ex-

tensions of the incisions. Cutting of the cervix

permits placing the incisions in the safest direction.

On the other hand, manual dilation usually re-

sults in tearing of the structure deep in one un-

controllable direction and is to be condemned. An
error so common in employing Duhrssen's incisions

is the failure to make sufficiently deep cuts, there-

by permitting sudden and dangerous extensions

during delivery of the fetus. Another error in this

type of delivery is failure to utilize the technic

until the advanced stage of exhaustion is reached.

or before death of the fetus in utero.

In our experience, many difficult situations in

such cases have been successfully overcome bv em-
ploying Duhrssen's incisions and mid-forceps de-

livery rather than resorting to cesarean section. If,

during a subsequent pregnancy, the question arises

of permitting delivery through the previously in-

cised cervix, section can be performed as an elec-

tive and clean procedure with minimal danger to

the mother. However, we have permitted subse-

quent labors to terminate through the pelvis in

such cases with gratifying results. In no case

have we encountered difficulties with the previously

incised cervix.

In conclusion, post-partum hemorrhage second-

ary to uterine atony is of frequent occurrence in

women whose labors are complicated by uterine

inertia. The successful results of a tedious and
prolonged labor and delivery may be destroyed by
this complication, unless the danger is anticipated.
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The treatment consists of careful observation, and

packing of the uterus immediately following ex-

pulsion of the placenta if necessary. The liberal

use of oxytocics and careful observation during the

early hours of the puerperium will minimize this

oft unsuspected danger following prolonged labor

due to uterine inertia.

Summary

Prolonged labor is most frequently due to uterine

inertia during the first stage of labor. The cause

of uterine inertia is unknown and the predisposing

causes are inconstant in behavior. Treatment and

management are based upon attempts to minimize

complications which mainly are dehydration, fa-

tigue, exhaustion and hemorrhage. Periods of rest

alternating with labor are indicated. Supportive

treatment by intravenous infusions of glucose so-

lution is valuable. The administration of sulfa

drugs and penicillin combats infection. Artificial

rupture of the membranes and the administration

of pituitrin are excellent and safe stimulants of

insufficient uterine contractions. Each measure

must be employed intelligently, only when defi-

nitely indicated and with due respect for cervical

change, and not as a routine procedure. If con-

servative management fails and operative interven-

tion becomes necessary, it must be undertaken

promptly. Cesarean section is usually contraindi-

cated, but if employed, it should be by an extra-

peritoneal approach. In certain cases cesarean hys-

terectomy is indicated. With partial dilation and

favorable station of the head, Duhrssen's cervical

incisions and forceps delivery afford highly satis-

factory means for terminating labor. Post-partum

hemorrhage, due to uterine atony, is frequently a

complication of prolonged labor due to uterine

inertia.

AMINOPHYLLINE GIVES RELIEF OF
DYSMENORRHEA

Nobody knows why so many women have pain-

ful, often severely painful, menstruation. Every

doctor knows that it causes a large percentage of

the suffering among his patients, and that in most

cases surgical attempts at cure prove to be failures.

The onlv permanent cure for dysmenorrhea is the

bearing of a child, and this not invariably. So.

however much the "scientific" (bv their own des-

ignation) specialists may sneer at ''symptomatic'

treatment, good doctors, and their patients, eager-

ly welcome any measure put forth by a reputable

physician as helpful in making the menstrual pe-

riods less painful.

A teacher of gynecology and a teacher of phar-

macology have made new application of a familiar

drug and report favorably. 1 The 100 cases reported

are from the private practice of the gynecologist
1. H. E. Anderson & A. R. Mclntyre, Omaha, in Neb. State

Med. Jl., Jan.

and the nurses of two large hospitals. The agent

used was in tablet form, each tablet containing

aminophylline gr. y2 , caffeine gr. l/2 , acetophene-

tidin gr. 2, aspirin gr. 2, sodium iron pyrophosphate

gr. \y2 . Two tablets q. 2 hr.. maximum of five

doses in 24 hrs. Relief was: satisfactory. 70',
;

partial, \tfc : nil, 14', .

Another series, given aminophylline alone, gr.

1^2, q. 2 to 3 h., reported 60% satisfactory results,

with possibly a bit less relief than from the com-
bination tablet.

The investigators are convinced that the mixture

is an improvement on other remedies in ordinary

use for relief of dysmenorrhea.

Rcptcrld Ti bax Pregnancy Following Vaginal
Hysterectomy

(H. C. French, M.D., Savannah, in //. Med. Assn. Go., Dec.)

White woman, aged 32, nine years previously had a

normal spontaneous delivery, but continued to bleed and
have a foul discharge lor two months. Examination re-

vealed an inversion of the uterus, and a Mayo-type va-

ginal hysterectomy was done and a one-inch iodoform

gauze placed in the culdesac. Recovery was uneventful.

On Dec. 18th. 1944. this patient was seized with pain in

the r. I. abdominal quadrant, nausea and vomiting. Pelvic

examination revealed marked tenderness in the right fornix

and a feeling of fullness, cervix and uterus not felt. The 1.

adne.xa appeared normal. Rectal examination revealed

marked tenderness and a small oblong mass in the right

side. White cells 19,000—polys 88.

There was free blood in the abdominal cavity and a

mass in the right fallopian tube. A right salpingectomy and
appendectomy were performed.

The appendix atrophic without lumen was embedded in

fat. There was a mass of blood clot 4 cm. in diameter to-

gether with fragment of macerated tube 3 cm. long. Sec-

tions showed for two of the blocks the fimbriated end of

a tube that was very vascular. There were some large

syncytial-like cells and decidual cells. Diagnosis: ruptured

tubal pregnancy.

The patient made an uneventful recovery, and thorough

search by probing the vaginal vault revealed no demon-
strable fistula in the suture line. She was last seen Aug.

2th. 1947. and has remained well.

Boric Acid a Poison
l A. W. Fellows etal, in //. Maine Med. Assn., Dec.)

Boric acid is ineffective as a bactericidal or even a bac-

teriostatic agent. Three fatal cases of suspected boric acid

poisoning are presented. Boric acid should be recognized as

a dangerous poison and eliminated from the Pharmaco-
peia.

Mumps Enxephahtis
(P. D. Knott, Sioux City, in .'/. Iowa State Med. Soe., Jan.)

Acute aseptic meningoencephalitis due to mumps virus

may occur with or without involvement of salivary gland

or gonad. A 3-year-old boy was admitted to h. semistupor-

ous, after vomiting and abd. cramps for three days, all re-

B< [bolished. Temp, fluctuation 99-101. Spinal fluid ceil

count 4. all lymphocites. On 5th day tender swelling 1.

parotid. On 7th able ;o stand in crib and take liquids by

mouth. Psyche cleared rapidly, reflexes, and control di

bowels and bladder returned.
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Aortic Valvulotomy
Horace G. Smithy, M.D., Charleston, South Carolina

GENTLEMEN of the Tri-State Medical Associa-

tion: For the last two years we have been en-

gaged in a projeot here in this institution of a re-

search nature which has been designed to develop

a surgical technic which might be applicable for

treatment of that common sequel of rheumatic

heart disease, aortic stenosis. In a few minutes we
will show a movie which will give you an idea of

the technical procedure which we have devised.

In the meantime, I'd like to present a patient

who happens to be the first clinical case in which

the procedure was applied and who has progressed

satisfactorily up to the present time. This attrac-

tive young lady wandered down from Ohio in

search of treatment for heart disease. She had

scarlet fever at the age of ten, followed by evi-

dence of rheumatic heart disease. At 18, three

years ago, this patient developed a full-blown at-

tack of acute rheumatic fever with arthralgia and

all other signs and symptoms. Shortly thereafter

evidences developed that there had been an acute

congestive failure of such severity that at one time

the patient was considered beyond hope of recov-

ery, but by the efforts of her family physician,

Dr. H. W. Beck, of Canton, Ohio, she was tided

over and got back on her feet. However, she suf-

fered severely from ascites and shortness of breath,

and still had distention of the neck veins, enlarged

liver and other evidences that her heart was per-

forming its function very inadequately when it was

decided that she be brought to Charleston.

I'd like to show you the incision in this patient's

chest wall, which will indicate the approach that

was used in exposing her heart and carrying out a

partial excision of the valve. Note the breast has

to be reflected, the explanation for the curvilinear

incision. The chest wall was entered through the

third interspace. Before operation, fluid was pres-

ent in the pericardial sac and the neck veins were

greatly distended. If you will take my word for it,

they are now fiat and no longer abnormally promi-

nent. Ascites was present to a tremendous degree

on admission to the hospital. The abdomen was

tapped and S400 c.c. of fluid removed. Nine days

postoperative there was no reformation of fluid.

The liver was then four fingerbreadths enlarged;

it is now impalpable. Orthopnea expressed in terms

of pillows required was three pillows. Now she lies

in a recumbent position without any great degree

of disturbance, requires little if any more head

elevation than the average person. Those are bits

Presented to the
linns and Virginia
i nth.

Tri-State Medical Association of the Caro-
meeting at Charleston, Fchruary 9th and

of the data, not all, but those particular points are

significant in indicating that there has been very

gratifying improvement in the patient's condition

and that the operation probably has been success-

ful. Of course it is too early to say what the result

will be in the long run, but certainly she has much
more to look forward to than before, and her own
outlook on life is entirely changed.

The patient wants to see the movie, probably

much more than anybody in here, so she can see

what was done for her. The moving picture was
not made of the patient. It was made by Dr. Wal-
ton here in a laboratory experiment and it is en-

tirely a picture of aortic valvulotomy. The titles to

these movies are not complete and because of that,

I am going to have to explain some of what goes

on.

This is the original instrument which we de-

vised for the division of one of the leaves of the

aortic valve. It is nothing more than a hooked

blade. You will see in a moment how it works.

Obviously, this type of instrument could not be

used in a human case of severe degree of calcifica-

tion and fibrosis. This is a still heart demonstra-

tion, the subject being a dog.

The pursestring suture is placed in the apex of

the heart before anything else is done so as to give

us a means of controlling hemorrhage after the

wound in the heart wall is made. After the wound
has been made, the instrument is passed through

the opening, as you see here. Now with the heart

open revealing the interior of the left ventricle, the

instrument is advanced forward and upward until

it comes a little distal to the valves in the aorta.

The valve is cut in the manner you see and the

demonstration here will show what has been ac-

complished. There is a normal leaflet not touched

by the knife while the adjacent leaflet is completely

divided.

The incision is in the 5th, 6th, 7th or 8th inter-

costal space. The chest is opened in the usual man-
ner, an ordinary retractor there works very nicely

in the chest. There is the collapsed lung overlying

the heart. The pericardium is opened in the usual

way. You will note that the rhythm of the heart is

perfectly regular, and not fast. There is no evi-

dence of ectopic beats, but watch now as the ma-
nipulation of the heart is begun. The first string

is being placed in the apex. The instrument is

passed in. You will see in the next two or three

demonstrations a severe disturbance of rhythm,

which we try to prevent. There you see ventricular

tachycardia. The valve is cut. The first string is
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tied. There is no undue loss of blood and the

heart has returned to a normal type of rhythm.

Now this is an animal, which, if examined after

operation, will present a classical murmur of aortic

regurgitation. Notice I say again, this is simply a

means of developing a technical approach to the

valve. The chest is closed in the usual manner.

Now, note here as this heart is manipulated you

will find again a severe disturbance of the rhythm.

Most of it is probably ventricular tachycardia.

Nothing is happening for the moment even with

traction of severe degree. This is the opening in

the apex controlled by finger until the instrument

is passed in the hole and then the first string i;

tied. That is a relatively quiet heart. I think that

is perfectly clear. The valve is cut and the instru-

ment withdrawn and again you will note the ar-

rhythmia has disappeared immediately. It is need-

less to say occurrence of arrhythmia of this nature

in a person having serious heart disease to begin

with might prove dangerous.

Note a marked irregularity of the beat here.

You will see running ventricular ectopic beats as

the procedure is carried on. Again, the valve has

been divided and the heart has returned to a rea-

sonably 9table sort of rhythm. The reason I am
mentioning the rhythm faotor is because we don't

have labels for the arrhythmia film which will be

shown in just a moment. This is just another dem-

onstration of the same procedure. Now the next

series of pictures will be concerned with the con-

trol of the cardiac arrhythmia.

We will have to jump from this to the first ex-

periment. The normal rhythm is resumed. That is a

syringe containing 5 per cent novocain, which is

being applied topically over the surface of the epi-

cardium and pooled in the pericardial sac. The
solution bathes the heart, thoroughly covering it.

There is an ectopic beat at the end of each stim-

ulus. The reason I am showing this is to demon-

strate the fact that topical novocain, even 5 per

cent, does not control the ectopic beats. There

again is a compensatory pause and in a slow-

motion view in a moment you will see the proce-

dure a little more clearly. You will note the wall

of the ventricle indented just as it is with the in-

strument. You will note compensatory pause which

is in one or two instances very, very marked.

There is a very marked ectopic beat there which

is no more likely to occur than is the more serious

ventricular fibrillation. You will note there the

heart is filled to distention during the compensa-

tory pause. I think that is fairly demonstrative

of the fact that topical novocain in 5 per cent so-

lution, which is pretty strong, is inadequate in con-

trolling even the simplest of arrhythmias derived

from the simulation.

This patient had mild myocardial damage, one

condition that allows a series of ectopic beats to

occur. Two per cent solution was injected into the

myocardium, the heart muscles, nothing more.

This is the same heart you saw a moment ago.

The blue color is from novocain. This area was

infiltrated and simulated just as the other area you

saw a moment ago and I think we will demonstrate

there will be no ectopic beats after this procedure.

You will note there the heart is beating at a fairly

regular, quiet sort of rate—no compensatory pause,

no ventricular fibrillation and no tachycardia, only

at the point where the novocain was injected. We
could produce the same arrhythmias as in the other

picture. At the place where the novocain was

placed in the heart there was no arrhythmic dis-

turbance.

This is the instrument used in performing the

operation on the patient whom you saw a moment

ago. I think our young lady came mainly to see

this instrument today. She has been trying to see

it ever since she has been in Charleston. It is a

specially constructed sheathed valvulotome, with a

point which is at once a sharp knife and a sharp

hook. The sheathed instrument is inserted through

the mural opening, passed till in contact with the

valve cusp, when it is unsheathed and the cusp cut

through as the knife is advanced, and its border

severed as the sharp hook is withdrawn a short

distance. Then the cutting surfaces are resheathed

and the instrument withdrawn entirely.

Naturai History and Treatment of Infectious

Hepatitis
(P. II. Long. M.D., Baltimore, in IV. Va. Med. JU, Dec.)

Best advice is that a patient with infectious hepatitis

stay in bed on his back until jaundice has disappeared, the

liver is back up under the ribs, and bromsulfalein test

shows less than 8% retention.

It is almost imposible to get patients to follow this regi-

men, so let them go to the bathroom, but otherwise keep

them in bed. When the jaundice is gone and you can't feel

the liver and there is no tenderness in the right upper

quadrant gradually get them out of bed and day by day

give them graduated exercises compatible with their

strength.

The other important thing is food. Every patient with

hepatitis should weigh more on recovery than when he

was taken ill. Base your diet on steaks and cottage cheese

—200 grams of protein daily—and plenty of carbohydrates.

Try to keep them away from fats, not because non-rancid

fats hurt them, but it is almost impossible to get fat that

is not rancid

!

If your patient cannot take anything by mouth, give

one of the intravenous protein hydrolysates day after day

until the vomiting stops.

It is a rigorous and expensive treatment: rest, costly

diet, casein, then a period of graduated exercises, but it is

the best system for few relapses and recurrences.

We are now finding in veterans hospitals individuals who
have had relapses and recurences and who now are devel-

oping classical cirrhosis of the liver, so we do know that

cirrhosis of the liver can stem directly from an attack of

acute infectious hepatitis.
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DEPARTMENTS

HUMAN BEHAVIOUR
Rex Blankinship, M.D., Editor, Richmond, Va.

PSYCHOSOMATIC MEDICINE
During the seventeenth century John Hunter

recognized the domains of mental medicine when

he said "There is not a natural action in the body,

whether voluntary or involuntary, that may not be

influenced by the peculiar state of mind at the

time." He lays it down as a law that "every part

of the body sympathizes with the mind, for what-

ever affects the mind, the body is affected in pro-

portion." As a state of mind is capable of produc-

ing a disease, another state of mind may effect a

cure. Psychosomatic medicine describes an ap-

proach to medicine as old as the art of healing is

itself. Physicians have always known that emotions,

or the emotional life, had something to do with

illness. Structural concepts have tended toward the

separation of the psyche of man and a considera-

tion of disease as only a disorder of organs and

cells. With the development of medical and surgi-

cal specialties, improved laboratory technique, in-

struments of precision, etc., has evolved what has

been termed "the machine age" of medicine. In

many instances, the psychological background of

the patient has been negleoted because all scientific

and laboratory studies were unrevealing.

Beteen the small number of obviously psychotic

persons whom a physician sees, and the large num-
ber of patients who are sick solely because of phy-

sical diseases, are a vast number of sick people

who are not "out of their minds" and yet who do

not have any definite bodily disease to account for

their illness. Psychosomatic medicine is chiefly con-

cerned with this group. It is reliably estimated thai

about a third of the patients who consult a phy-

sician fall into this group. These are the so-called

purely functional problems of medical practice.

Approximately another third of the patients who
consult a physician have symptoms that are in part

dependent upon emotional factors, even though or-

ganic findings are present. This group is even more
important than the first from the point of view of

diagnosis and treatment. The psychosomatic prob-

lems are often very complicated and because of

organic disease present, the psychic factor is capa-

ble of doing more damage than in the first group.

Another group considered to be in the realm of

"physical disease" and having to do also with the

vegetative nervous system are such conditions as

migraine, asthma and essential hypertension. Psy-

chosomatic medicine is also interested in this group

because psychic faotors seem to be important in

the etiology and treatment.

The first group has frequently been dismissed by

the physician and told they have no organic trou-

ble, the whole thing is functional. So without fur-

ther care or attention, the patient eventually lands

in the hands of an irregular practitioner or quack

healer.

It is important to recognize and accept the phy-

chic factors in their relation to disease. Do not

think of psychiatry as medicine of the madhouse

and asylum. As a matter of fact, most gross dis-

orders of the mind are recognized by friends or

the family before a physician is even consulted. It

is the early evaluation of psychic factors that is

important. Psychiatry should be considered as fun-

damental and applicable to the routine everyday

practice of medicine.

The "either or" concept must be abandoned and

efforts be made to determine how much of the

problem at hand is mental (emotional) and how
much is physical. The psyche and soma should be

considered as a combined unit rather than separate

units. Don't establish a diagnosis of a functional

disorder by exclusion. It is argued by some that

the average physician cannot find time to carry out

an exhaustive psychiatric investigation of his pa-

tient even when he recognizes some nervous ele-

ment involved. It is, however, important to know
the patient's ability to adjust to certain life situa-

tions, his pattern of reacting to them, the degree

of anxiety in his make-up, the nature and serious-

ness of his conflicts. Just as the typhoid bacillus

—

specific for typhoid fever—depends on the suscep-

tibility of the individual, so does the specificity of

psychic events depend upon the personality struc-

ture of the person. If symptoms exist without a

physical basis, or if physical disease fails to ex-

plain the symptoms completely, look for their

meaning from the standpoint of behavior.

Anxiety is the most important symptom from a

psychopathological standpoint. Anxiety is an un-

pleasant feeling tone associated with the conscious

or unconscious ideational content of a frightening

nature. Anxiety lies at the root of all psychopath-

ology and, for that matter, plays an important part

in normal behavior. There are two components to

anxiety, a psychic and a somatic, a psychological

or physiological. The psychic component of anxiety

is the sensory cortical registration of displeasure

and apprehension, the instinctual awareness that

something is wrong. The somatic component is the

motor response of rapid heart action, rapid or em-

barrassed respiration, flushing and perspiration,

and even a disturbance in the function of the

gastrointestinal and genitourinary tracts.

In spite of the enormous incidence of cardiovas-

cular disease, the majority of patients who have
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symptoms referred to the heart region do not have

evidence of organic heart disease. The reason is

not hard to find. From time immemorial the heart

has been the traditional seat of the emotions and

hence seems to act as a focal point for anxiety.

No other organ is used so frequently in a symbolic

way to refer to love and hate and should lead us

to think of the emotional significance of disturb-

ances of the heart; faint-hearted, hard-hearted,

broken-hearted, and many other such symbols are

used commonly. Psychopathologically anxiety

stands in close relation to physiological changes

and is, therefore, of utmost importance in all

branches of medicine. The relation to physiological

changes is especially close in the cardiovascular

system. Moreover anxiety neurosis, in its varying

degrees, is probably the most frequent disorder of

civilized life.

blood in a cellophane tube against a Ringer-Locke

solution has proved life-saving.

Summarizing their views, these authorities say

that an attempt should be made as early as possi-

ble to accomplish splenchnic block by medical or

surgical means; that in case this measure fails, as

it often will, the patient should be maintained on

a diet with no more than 30 gm. protein, fluid no

more than a liter, and low in salt. If restoration

of urine flow is delayed •more more than a few

days" intestinal dialysis should be instituted to

lengthen the time available for repair of kidney

damage.

UROLOGY
Raymond Thompson, M.D., Editor, Charlotte, N. C.

THE TREATMENT OF ANURIA
Although anuria does not occur with great fre-

quency, its mortality is so great unless promptly

and properly treated as to make it worthwhile to

bring our knowledge of this condition up to date.

A paper on this subject by members of the De-

partment of Medicine of the Royal Infirmary, 1

Manchester, does just this.

Urinary suppression occurs in so many differ-

ent diseases states as to make it certain that the

same mechanism can not underly all cases. In

some cases the kidneys are obviously primarily at

fault; in others the main factor in causation is

shock, dehydration or anemia. In the anuria of

sulfa drugs probably more important than blockage

of the tubules is damage to the tubule epithelium,

destroying their power of selective permeability.

It is deplored that sudden anuria after operation

or transfusion tends to cause "therapeutic despera-

tion," and the carrying out of all sorts of measures.

Spontaneous restoration of urinary secretion is

liable to occur at any time, so it is difficult to

evaluate any plan of treatment.

Our objectives are to bring about restoration of

urinary secretion as promptly as possible and to

prevent changes incompatible with life in the in-

terval. In severe cases splanchnic nerve block is

regarded favorably. The use of tetraethylammo-

nium bromide or dibenamine may be considered as

an alternative to local or spinal analgesia. The use-

fulness of alkalis and of diuretics is questioned.

As means of vicariously getting rid of wastes,

sweating and purging are inefficient, and they are

weakening. In special clinics continuous dialysis of

1. D. A. K. Black & S. W. Stanbury. Manche5ter. in British

Med. H., Dec. 25th.

PUBLIC HEALTH
N. Thomas Ennett, M.D., Editor, Greenville, N. C

A PLAX FOR MEDICAL AND HOSPITAL
CARE FOR THE LOW-INCOME GROUP

How to provide medical and hospital care for

the low-income group and at the same time pre-

serve the present high standard of medical prac-

tice is the most important question now before the

people. The question is so important that unless

the doctors can offer a good plan, we must accept

a bad plan—Federal medicine.

Upon the solution of this question rests the fu-

ture of medical practice and the welfare of the

people. So vital is the issue that it is difficult to

say which has the more at stake, the people or the

medical profession.

We believe that the majority of our citizens do

not like the idea of Federal medicine, but at the

same time they feel that some plan must be work-

ed out which will give the low-income group better

medical and hospital care than they are now get-

ting.

The Federal Government proposes compulsory

health insurance under Federal control. The Amer-

ican Medical Association has for a long time advo-

cated the Blue Cross Plan of voluntary health in-

surance, feeling that this would solve the prob-

lem, but all of us know there is a large portion of

the low-income group financially unable to carry

this insurance.

While we agree that health insurance is a good

policy, it must be brought within reach of all fam-

ilies—that none may go neglected.

The plan we have in mind is that the Federal

Government make grants for health insurance to

the several States to be administered through each

State Welfare Department, or on through each

County Welfare Department.

This would bring complete health insurance

within the reach of all citizens without regiment-

ing the medical profession or interfering with the

present doctor-patient relationship. And such a
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plan would be democratic in the extreme, in that

the state or local communities, themselves, rather

than autocratic Federal bureaus, would be in con-

trol of the medical care program.

Mr. Ewing, director of Federal Social Security,

estimates that the Federal plan would cost fifteen

billion dollars per year. It is our belief that under

a State plan the medical profession would be will-

ing to so reduce its fees for the low-income group,

that the cost to the government would be less than

one-third of that of the Federal plan.

The advantages of the plan here suggested are:

1. Full medical and hospital coverage for the

low-income group without Federal interfer-

ence.

2. A high standard of medical service for this

group.

3. No disturbance of the doctor-patient rela-

tionship.

4. Less Federalization of local government.

5. More economical than the Federal plan.

Perhaps what we have called a plan could be

better called an idea, but we believe it can be made
workable. Already there are precedents for Federal

grants, for instance, in the case of agriculture,

road building, etc., administered by the several

Sates.

THERAPEUTICS
J. F. Nash, M.D., Editor, St. Pauls, N. C.

UNRECOGNIZED FRACTURES IN HIGH
SCHOOL ATHLETES

Most doctors utilize the x-rays in every case in

which there is serious suspicion of fracture. An
article by Foster and Wells 1 reports instances of

the x-rays proving no fracture, which would have

certainly been treated as fracture in pre-x-ray

days; as well as instances of the contrary happen-

ing.

The authors have seen many more than the 14

such cases which are reported in detail. No cases

are included in which a fracture was expected be-

fore an x-ray picture was made. They tried in all

cases to make a diagnosis before x-rays were used,

but found no way of being even nearly certain.

Many cases in which symptoms almost certainly

indicated a fracture were found on x-ray examina-

tion to be only severe strains. On the other

hand, in many cases the symptoms were so mild

that no one thought a fracture had been sustained,

yet the x-rays showed fracture plainly. It proved

impossible to differentiate between a strain and a

fracture except by x-ray. Histories were of little

use; in athletic contests excitement is so high that

1. W. K. Foster, M.D., and John C. Wells, M.A., in Minne-
sota Med., Nov.

no one is able to tell the how and when of an

accident.

Every strain is a possible fracture.

Many strains sustained in athletics are never

diagnosed.

Most fractures in high school athletics that go

unrecognized occur in the hands, wrists, forearms,

feet, ankles, and lower legs.

It is the duty of the athletic department in high

schools to make an earnest effort to keep boys

with recent fractures out of competition until the

fracture is well healed.

JET vs. NEEDLE INJECTION
The method of injecting drugs without either

syringe or needle of which so much stuff has been

written in England and the U. S., is based on the

fact that an extremely fine high-pressure jet of

liquid can pierce the skin without producing pain.

The editor of the British Medical Journal con-

siders the subject.

The material for injection is contained in a small

sterile metal ampoule shaped like a blunt-nosed

bullet, with a hole three-thousands of an inch in

diameter in its end. The ampoule, which is en-

cased in an aluminum container to avoid contami-

nation, is locked in the front of an instrument, the

shape of the case of a large flashlight and contains

a calibrated high-tension spring controlled by a re-

lease button. When the spring is released it propels

a plunger against the metal ampoule, from which

liquid is forced through the small aperture in a

jet under pressures from 2,300-3,500 lb. per sq.

in. The injection is given by placing the blunt nose

of the metal ampoule against the skin, which is

stretched taut, and then releasing the spring. The
jet which is forced out passes through the skin to

a depth of 0.2-2 cm. according to the site of in-

jection and the texture of the patient's skin and

tissues.

The advantages claimed for jet injection are

complete freedom from pain in most patients and a

considerable saving of time, since the ampoules are

supplied already sterilized. There is obviously a use

for such a device in clinics where many injections

are given, as in immunization clinics, and perhaps

diabetics and those receiving penicillin or strepto-

mycin injections several times a day would prefer

it to the hypodermic needle. Jet injection, how-

ever, has its drawbacks: if the skin is wet, or if

the nose of the ampoule is not in close contact

with it, or is tilted, the injection produces a cut

and sometimes a blister. It cannot be used for

carefully placed injections or for the injection of

oily liquids. It is also possible that nerves and

blood vessels near the skin might be injured by a

high-pressure jet. Perhaps the greatest drawback af

present is the cost of the apparatus.
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The insertion of a small sharp hypodermic nee-

dle causes no pain. There is no reason for recourse

to the administration of medicaments by jet injec-

tion. There are only two excuses; viz., the use of

something "different," the use of something more
expensive.

OBSTETRICS
H. J. Langston, M.D., Editor, Danville, Va.

ECLAMPSIA PREVENTION AND CURE
It has been the custom to regard all as well

with the pregnant woman so long as the urine

shows no albumin. Now we know that long before

albumin can be found in the urine weight and

blood pressure increases warn of approaching dan-

ger. The routine use of diets high in protein and

low in salt is a simple but effective means against

the development of severe toxemia and eclampsia.

A gain of more than a pound a week or an in-

crease in diastolic blood pressure of more than 20,

regardless of the initial levels, demands concern

and special effort on the part of the doctor in

charge.

So, dramatically, Brown 1 stabs doctors awake to

the need for bettering their care of the pregnant,

and then goes on to instruct in this better care.

At times even the best clinical care fails to alter

the progress of toxemia; then labor must be in-

duced. Procrastination in the face of urgent warn-

ings invites disaster. Simple rupture of the mem-
branes at an optimum time will usually insure a

favorable outcome.

This Iowa obstetrician is not one of the multi-

tude who believe that hospital walls have no

meagre powers to cure.

When eclampsia supervenes, especially in sum-

mer, he is against transfer long distances to a hos-

pital, since such movement may precipitate fur-

ther convulsions. The principles of management of

eclamptic patients inculcated are: First, prompt

control of convulsion by deep sedation; second, the

establishment of diuresis and the lowering of the

blood pressure; and third, interval emptying of

the uterus by the most conservative means avail-

able.

Drug depression should be carried to the point

of respiratory depression and/or muscular relaxa-

tion. The results of recent studies indicate that

morphine has marked antidiuretic effects. It would

appear that the scanty urine of eclampsia may be

converted to anuria by morphine. If morphine is

used two- or three-quarter grain doses should be

given at 30-minute intervals. Failure to control the

convulsions of eclampsia by prompt and deep se-

dation encourages radical intervention. Adequate

1. W. E. Brown. Iowa City, in Kansas Med. Jour. Oct.

sedation permits preparing the patient for the

emptying of the uterus.

The convulsions controlled, O may be given in

case of cyanosis, digitalis in case of tachycardia

and pulmonary edema. A catheter is placed in the

bladder, and a slow intravenous infusion of 5 or

10 per cent dextrose is started. Hourly observa-

tions of the depth of sedation. Dehydration and
drowning of patients are equally to be guarded
against.

Slow administration of 50 to 75 ex. per hour of

an isotonic solution of dextrose serves to maintain

fluid balance during the interval of deep sedation.

A patient cannot go indefinitely without secreting

urine and survive, yet it does not follow that 12,

24, or 36 hours of anuria is invariably fatal, or

even harmful. Dramatic attempts to overcome

anuria in more than a few cases take the life they

undertake to save. Patience and a "sit tight"' phil-

osophy are counseled during this intervals.

In a day or two one may expect blood pressure

to fall, restlessness to subside, and diuresis to be

established. Now the sedation is lightened and

preparations made for terminating the pregnancy.

In all but the most unusual circumstances, simple

rupture of the membranes and small doses of pito-

cin (not pituitrin) will initiate labor. Rarely, as in

the case of an elderly infertile primigravida with

an unfavorable fetal presentation, abdominal de-

livery is to be preferred.

SURGERY
William H. Prioleau, M.D., Editor, Charleston, S. C.

MULTIPLE FRACTURES OF RIBS

Multiple fractures of ribs may occur as a

result of a crushing injury or an automobile acci-

dent. In such cases the cardio-respiratory mechan-

ism is likely to be seriously affected in one or

more ways. Intrathoracic complications may come

from a severed intercostal or internal mammary
vessel, or from a lacerated or ruptured lung. An
associated lung injury may give rise to simple or

tension pneumothorax, extensive emphysema, or air

embolism. The loss of rigidity of the chest wall

produces paradoxical respiration. The usual meth-

ods of treatment are often ineffectual or even

harmful. Supporting bandages around the chest

are inadvisable as they further embarrass respira-

tion. Intercostal nerve block relieves pain, but does

not relieve or may even increase the paradoxical

breathing; also it may result in further soft-tissue

damage by the jagged rib ends. External skeletal

traction is effective in some cases, but is very

cumbersome. The iron lung is of definite value

and may be lifesaving, but it is cumbersome and

often not available.
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In treating these cases shock therapy should be

immediately instituted, in the form of relief of

pain, oxygen inhalation and blood transfusion.

Blood and air in the pleural cavity must be aspirat-

ed. Tension pneumothorax must be relieved by cath-

eter drainage with valvular control. Hemorrhage is

generally from the chest wall and must be arrested

by operative ligature of the bleeding vessel. Of

fundamental importance is restoration of the rig-

idity of the chest wall. This problem has been at-

tacked in a very direct manner by Dr. Philip

Coleman.* He advocates internal splinting of the

fractured ends of the ribs by wiring in conjunc-

tion with bone pegs inserted into the fractured

ends. The bone pegs are obtained from the superior

border of neighboring intact ribs. He has used this

procedure in a number of cases with most satis-

factory results. The principle is sound and its ap-

plication should greatly improve the results in

these cases, both in morbidity and mortality.
•Read before Southern Surgical Association, December, 1948.

GENERAL PRACTICE
William R. Wallace, M.D., Editor, Chester, S. C.

PHARMACOLOGY OF THE FAILING
HUMAN HEART

According to McMichael' it is essential that

cardiac failure be subdivided into: (1) Failure

with a low output.—Due to hypertensive, ischae-

mic, and valvular heart disease; and (2) Failure

with high output.—Due to conditions of (a) dimin-

ished oxygen-carrying power of the blood—anae-

mia, emphysema; (b) metabolic disturbances

—

beriberi; (c) mechanical overload—arteriovenous

aneurysms, Paget's disease of the bone.

With the prevalent view that venous congestion

is a damming back of blood behind a failing pump,
and that any improvement in cardiac output will

automatically reduce this pressure, he takes issue.

Against this view there are many arguments, some
of which are: (1) Direct cardiac stimulation by
minute amounts of adrenaline, below the threshold

of dosage capable of influencing arterial pressure or

heart rate, increases the cardiac output by SO per

cent without affecting the venous pressure. (2)

Venous congestion is now recognized as an accom-

paniment of numerous circulatory disorders with a

high cardiac output. (3) In normally-acting hearts

cardiac output and venous pressure tend to rise

and fall in parallel and not inversely as would be

expected on the older view. (4) Drugs like digitalis

and theophylline may produce a rise, no change, or

a fall in cardiac output; but, whatever the cardiac

reaction, the venous pressure nearly always falls.

The venous-pressure change is therefore not deter-

I. John McMichael, M.D.. F.R.C.P., in Brit. Med. Jl., Nov.
27th, 1948.

mined by the cardiac response.

Thus it is clear, McMichael goes on, that the

application of Starling's law, which established

venous filling as a primary regulatory mechanism

in controlling cardiac output, forms a much more

satisfactory working hypothesis for the considera-

tion of the problems of circulatory dynamics in

health and disease.

Argument is adduced against the practice of

subdividing the therapy of heart failure into the

use of substances which acted on the heart (digi-

talis), while diuretics (theophylline and mercur-

ials) were supposed to act on the kidneys. It now
seems that these latter substances also benefit the

circulation itself, while digitalis seems to have an

important action on venomotor tone, possibly of

greater significance than any direct cardiac effect.

The sick man must be studied as a functioning

whole and not as a series of isolated organs. The
application of direct investigative methods to man
further makes it clear that human pharmacology

must stand on its own feet as a science yielding

results at least as valid as those of the animal lab-

oratory. In the latter, investigations are consider-

ably hampered by the use of material from vary-

ing biological species and in no sense guaranteed

to reproduce the conditions which obtain in clini-

cal medicine.

This professor of medicine cites the fact that

clinical medicine makes use of many valuable

measures long before their scientific rationale is

fully understood, and firmly allies himself with

practical bedside doctors in proclaiming that medi-

cine has a responsibility to give fair trial to new
therapeutic ideas even though their origin may be

somewhat dubious. The polypharmacists who ap-

plied all remedies—digitalis, mercurials, and vene-

section—simultaneously to the cardiac patient

probably did better to their patients than their

more scientific fellows who tried to observe the

actions of these substances one by one. The hap-

hazard use of drugs is equally to be deplored, and

we have a predominant duty to analyze the man-

ner in which each remedy may act.

RHINO-OTO-LARYNGOLOGY
Clay W. Evatt, M.D., Editor, Charleston, S. C.

TONSILLECTOMY AND POLIOMYELITIS
For several years it has been taught generally

that the removal of tonsils and adenoids in a child

when poliomyelitis was in that community multi-

plied that child's chances of getting poliomyelitis,

and particularly the more serious, bulbar type. A
Cleveland specialist 1 regards this idea that any

child who has had his tonsils or adenoids removed

is more susceptible to polio, that this susceptibility

1. C. E. Kinney. M.D.. in Ohio State Mtdical Journal, Dec.
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lasts many years, as public hysteria, and adduces

evidence in support of his view.

The American Laryngological, Rhinological and

Otological Society in the year 1946 made a survey

of 5,872 cases of poliomyelitis in the United States

—23 per cent of all cases reported. Of this num-
ber, 91 cases (1.6 per cent) followed recent re-

moval of tonsils. To further study the mathemati-

cal probabilities two additional factors, the 4- to

19-year population of a given community and the

number of tonsil and adenoid operations performed

in that community, were taken into consideration.

This survey was done for the years 1946 and

1947 in Cuyahoga County, Ohio, which has a total

population of 1.4 million, one per cent of the total

U. S. population. A study of the monthly polio

figures for this county in the past 20 years shows

that they follow the national figures closely.

It seems fair to assume that deaths and removals

from the county were balanced by new children

being moved in. The numbers of tonsil and adenoid

operations is minimal because there was no way to

obtain figures from all hospitals or from private

offices where this operation is performed.

The polio cases during both years peaked in the

month of September. During 1946, there were four

polio cases that had a tonsil operation performed

within 60 days previous to the onset of their polio.

In 1947 there was only one such case. Of these

five cases only one was of the bulbar type and it

was a mild case.

Analysis of these cases was made by Dr. Rafael

Dominguez, Cleveland, a nationally known path-

ologist, distinguished also as a mathematician.

For both 1946 and 1947 in this county the num-
ber of children who developed poliomyelitis after

having had their tonsils and adenoids removed was

less than the normal expectancy.

It is concluded that the relationship between this

operation and the acquiring of poliomyelitis is no

more than casual and that the public hysteria con-

cerning this problem is unwarranted and detrimen-

tal to the best interests of children.

GENERAL PRACTICE
James L. Hamner, M.D., Editor, Mannboro, Va.

PSYCHIATRIC EMERGENCIES
The family doctor is often confronted with

psychiatric situations, in which the patient's future

mental and emotional health may depend on the

said family doctor's handling of the case. This fact

is recognized and pertinent information is given by

an authority 1 on the subject.

A psychiatric crisis may result from the inju-

dicious or long-continued use of sedatives, the
1. Max E. Johnson, M.D., N. O. Med. Sr Surg. II., via Mod-

ern Medicine, Dec. 15th.

svmptoms often appearing insidiously.

Restlessness, confusion, disorientation and, in

some cases, hallucinations may be caused by bro-

mides. A rash is a frequent manifestation. Diagno-

sis rests upon the finding of high levels of bromides

in the blood. Treatment is the free use of sodium

chloride to substitute the chlorine for the bromine

ion.

Acute or chronic barbiturate poisoning is now
much more frequent than that by bromide. Symp-

toms are confusion, drowsiness, apathy, sometimes

acute delirium. After large doses, a person may be

in a profound shock-like state. Picrotoxin is the

best central nervous stimulant in such cases. A
respirator and 100 per cent oxygen may be re-

quired. Neosynephrin will provide longer and even-

er elevation of blood pressure than will adrenalin.

Anxiety symptoms and even convulsions may re-

sult from abrupt withdrawal of the drug.

Delirium during severe systemic disease requires

a minimum of noise and light, and infrequent

changes of attendants.

In many cases acute alcoholic disturbance SO

c.c. of SO per cent glucose containing 20 units of

regular insulin and 100 mg. of thiamin chloride

intravenously every four to six hours works won-

ders in one to three days. Slight attacks can often

be met effectively with sugar in fruit juice and

thiamin by mouth. Dexedrine (dextroampheta-

mine), 2.S to 5 mg. two or three times in the fore-

noon, may restore energy and improve the patient's

mood. Chloral hydrate or paraldehyde is preferable

for sedation.

Acute anxiety states may be the precursors of

serious psychoses. By calm and sympathetic atten-

tion the physician may determine the underlying

and ojtcn carefully hidden fears causing the anx-

iety. More than the usual time spent with such a

patient can make the difference between later men-

tal health and illness.

Most suicidal attempts occur during deep de-

pression or catatonic excitement. In the latter case

the act is usually sudden and impulsive, the ex-

pression of aggressive impulses, and prevention is

impossible. A much depressed person, however,

may destroy himself with deliberation and sus-

tained purposefulness. Suicide must be specially

guarded against when a patient is sad and depress-

ed but not greatly retarded in actions, if he ex-

presses unshakeable hopelessness, does not cry, and

speaks matter-of-factly, without drama or hysteria,

of taking his life.

A depressed and retarded patient who lacks en-

ergy and ability to cope with ordinary daily activi-

ties rarely has the fixedness-of-purpose to commit

suicide. However, he may attempt to kill himself

when he starts to recover from the deep depres-

sion, and early hospitalization may be the only

means of saving his life.
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THE OLD DOUCHE SOLUTION BEST
Forty years ago the bichloride of mercury

douche was about the only kind used. Drug man-

ufacturers vied as to which could put out the tab-

let least liable to be mistaken for a headache tablet

and so swallowed. One firm's tablet was of a dia-

mond-shape, one stamped POISON on each tablet,

another the skull-and-crossbones; still another's

tablets were blue, and imparted this color to solu-

tions; while the fourth that comes to mind offered

tablets by the dozen (or score) strung on a string

These ingenious and effective devices must have

gone out of use, for a writing in favor of the bichlo-

ride douche 1 cites as a disadvantage the chance of

confusing with medicines to be taken by mouth.

Monilia albicans vaginitis is a troublesome con-

dition in our work in both obstetrics and gyne-

cology. From all patients with symptoms or signs

of vaginitis a cervical smear is taken for gonor-

rhea, and suspension of vaginal secretions in saline

is made and a wet preparation examined imme-

diately under the microscope. Trichomonas and

monilia may be seen. The former are easily iden-

tified by their motility; monilia as a weed-like,

branching organism consisting of spores and myce-

lia. Leaving the test tube of secretions overnight at

room temperature promotes growth of monilia.

Ellison treated monilia infestations occurring in

pregnant diabetics over a two-year period with

douches of 1/4000 solution of mercury bichloride,

the patient in the prone position in a tub or with

the hips over a bedpan. The douche was taken

daily at first, less often as symptoms improved.

Pregnant patients were cautioned to insert the noz-

zle only l}4 inches in the latter months of preg-

nancy.

This treatment was effective in controlling a

large per cent of the cases. Advantages over gen-

tian violet instillations include less frequent office

treatment and less staining of clothing and office

fixtures. Besides, three cases of extreme sensitiv-

ity to gentian violet instillations when used over a

large period of time were noted, and in these cases

the bichloride douches proved effective.

No toxic symptoms were manifested in even one

of the 200 cases so treated.

1. E. T. Ellison, M.D., Dept. of Obstetrics and Gynecology,
University of Arkansas School of Medicine, in Jl. Ark. Med.
Soc, Oct.

EARLY SURGICAL TREATMENT BEST IN
MOST CASES OF ACUTE CHOLECYSTITIS
There is increasing evidence that early surgical

treatment of acute cholecystitis is advisable. The
argument for deferring operation is based upon the

fact that in many cases the acute process will sub-

side, thus permitting the operation to be done

under more favorable conditions. While this is the

case there must not be overlooked the fact that iu

a relatively large number of cases in which the

cholecystitis does not subside, very serious conse-

quences are likely to develop. Gangrene, perfora-

tion, and abscess formation are the more common
conditions; they are accompanied by a very high

mortality. Operation in the early stage of the dis-

ease is technically simple and carries a minimal

mortality. Where the attack does not subside, the

operation becomes more difficult and more danger-

ous with the passage of time. In this group of

cases the mortality is particularly high if operation

is not performed early.

In support of early surgical treatment of acute

cholecystitis Doctor Frank Glenn 1 cites the experi-

ences at the New York Hospital. The policy of

early operation in these cases was inaugurated by
Doctor George Heuer in 1932 when he became
Surgeon in Chief. At that time it was considered a

radical departure from the then present practice.

From the over-all standpoint the results have been

gratifying. The treatment in such cases is cholecys-

tectomy when the general condition of the patient

permits, otherwise a cholecystostomy. The common
duct is explored and drained where there is evi-

dence of calculous obstruction. In reviewing the

case records over this period Doctor Glenn con-

cludes that operation is advisable in the acute

phase of the disease.

1. Glenn, Frank. Surgery, 23:397-104, March, 1948.

PEDIATRICS
Albert M. Edmonds, M.D., Editor, Richmond, Va.

CARE OF THE DIABETIC MOTHER'S
NEWBORN

Not many babies are born of diabetic mothers,

but these few require special management.

A professor of pediatrics1 says that such a child

must be treated prenatally by (1) rigid control of

the diabetes, (2) control of water balance by high-

protein and salt-poor diet—no sodium after sixth

month, and (3) hormonal therapy if any imbal-

ance of hormones is found to exist.

For the delivery sedative drugs are to be dis-

pensed with or used only minimally, oxygen ad-

ministered during surgical procedures, and glucose

or insulin p. r. n.

The infant is apt to be large, obese and edema-

tous, prone to respiratory embarrassment. Post-

nata-1 care is outlined as drainage of the infant by
posture and suction, dehydration through restric-

tion of fluid, and mechanical stimulation. After

postural drainage and suction a lavage tube is

passed and stomach emptied. Then O is given, the

infant stimulated to cry and placed in O-incubator

with head dependent.

O is continued for at least 24 hrs., incubator t.

kept warm enough to keep infant's t. at 98. For
1. J. R. Gonce, Madison, Wis., in Neb. State Med. Jl, Jan,
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first 12 hrs. suction of pharynx p. r. n.—at not

less than 2-hr. intervals, and the stomach aspirated

four times. Position is changed q. 2 hr., and crying

induced by slapping feet. Later these measures ac-

cording to indications.

Fluid and food are not given so long as edema
lasts—for one to three days. Xo subcutaneous fluid

at any time, unless blood sugar falls to 30 nigms.

per cent. In such case give sugar in 10 per cent sol.

Blood sugar is to be tested at birth, and after 4, 8,

12 and 24 hrs.

MYASTHENIA GRAVIS
The present status of our knowledge of the

treatment of myasthenia gravis is given by Hop-
kins's professor of medicine. 1

Analysis of 125 cases of myasthenia gravis sug-

gests that if significant clinical remissions appear

they tend to occur early. Remissions which last

long are unusual in patients who have received

moderate or large amount sof neostigmine for

more than six months.

Sufficient data are not vet available to evaluate

the effect of thymectomy on the course of myas-

thenia gravis. Preliminary studies indicate that the

beneficial results are greater than one might expect

from spontaneous remission. In most of the cases

operated upon severe myasthenia had been mani-

fested for more than six months with no tendency

to remissions prebperatively, and large doses of

neostigmine had been administered in the pre-

operative period, and had to be continued for many
weeks after operation.

If one may assume that the thymus does play a

role in the pathogenesis of myasthenia gravis, the

mechanism by which it does so is unknown. Pres-

ent knowledge fails to support the suspicion of the

elaboration of a curariform substance by this gland.

Long-term study of the effect of thymectomy early

in the course of myasthenia gravis before prolong-

ed therapy with neostigmine may reveal informa-

tion of importance concerning the physiological

function of the thymus. The magnitude of this type

of clinical experiment is evident when one realizes

that spontaneous remission may occasionally last

for 15 years.

:. A. M. Harvey, M.D., in But. N. Y. Acad, ol .-led., AuK .

TREATMENT OF COLLES' FRACTURE
All will agree with Clement 1 that malunited

Colles' fractures are too common. All should profit

by what he has to say on the subject.

Of the two x-rav pictures the lateral is the more

important. Accurate measurements of the displace-

ment should be made before and after reduction.

as a part of the permanent x-ray record.

1. B. L. Clement, in .//. Med. Soe. X. .'., Nov.

Early reduction under complete muscular relaxa-

tion can be accomplished only by general anesthe-

sia. Continuous and even traction is made to the

fingers and thumb with efficient, unhurried counter

traction. Making use of the finger-trap attach-

ment, the operator is permitted complete use of

both hands for the manipulation of the fragments

and application of the plaster without loss of re-

duction. After reduction and before application of

the plaster, x-rays should be taken and the artic-

ular angle carefully measured, if not satisfactory

further manipulation is imperative.

The extreme palmar flexion or the Cotton-Loder

position should not be used. Reduction can best be

maintained by the sugar-tong splint reinforced with

circular plaster. The splint must be carefully pre-

pared, evenly rolled, having no wrinkles. It should

extend from a half-inch proximal to the metacarpo-

phalangeal joint on the dorsum, encircling the

elbow with the wrist and forearm in mid-supination

and pronation, extending over the volar surface of

the forearm extending just proximal to the meta-

carpo-phalangeal joint.

The splint is now trimmed at the wrist so that

the plaster edges will not overlap, it is also cut

over the thenar eminence. The splint is then en-

cased in circular plaster extending just distal to

the elbow joint and ending proximal to the meta-

carpo-phalangeal joint. When properly applied the

splint permits complete flexion in all of the finger

joints, prevents supination and pronation of the

forearm and does not completely restrict elbow

motion.

Post-operatively, the patient is instructed to use

the fingers daily, moving them through their max-

imum range in normal daily use; to abduct, ante-

riorly elevate, internally and externally rotate the

shoulder through its maximum range several times

daily.

Should post-reduction swelling pain and edema

of the fingers occur, no time should be lost in

bivalving the cast. There is usually no disturbance

of the reduction and a circular plaster should be

re-applied when the swelling has subsided. The
"sugar tong" splint is to remain undisturbed for

a minimum of five weeks.

Penicillin in Prenatal Syphilis
li. F. fohnson X- C. X. Frazier, Galveston, in Texas Retorts on

Biology & Medicine No. 4. 1948)

Of 60 syphilitic pregnant women treated with penicillin,

one gave birth to a syphilitic infant. Fetal deaths were

within range of anticipated failures of frequency. Follow-

ing one course of the treatment, protection appeared to

extend to subsequent pregnancies, obviating the need for

additional treatment. Penicillin appears to be the best

therapy for syphilis in pregnancy for protection of the

infant even in the last stage of pregnancy, ease of admin-

istration, shortness of the course for effective results, rarity

of reactions, and permanent cure of the mother.
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UNNECESSARY HOSPITALIZATION THE
BIGGEST FACTOR IN OUTRAGEOUS

COST OF MEDICAL AND
SURGICAL CARE

PLACE FOR NINE OUT OF EVERY TEN SICK PERSONS

—

IN THEIR OWN BEDS

During World War I there occurred two epi-

demics—one of streptococcus pneumonia and one
of severe influenza, with pneumonia of various

types as complications—which made it impossible

for the doctors who had not put on uniforms to

take care of, even to get to, patients in their homes.

So hospital rooms, wards, corridors, waiting rooms
and sun parlors were filled to overflowing. This
was the best way to utilize the scarcest factor in

care of the sick—the doctor. Everybody was get-

ting plenty of money, and hospital charges were a

fourth to a third of the present rate, so all could

pay hospital bills and doctors' charges.

For several years after that war money was
easily come by, and city doctors continued the

habit of sending most patients into the hospitals

who could not come to their offices. After a time

money was harder to get, and it became the custom

to wait until an expectant woman was in the pains

of labor to have her hospitalized, and to send her

home in an ambulance on the third day after her

giving birth. Patients with fractured arms and legs

were ministered to in the offices of some of our

foremost surgeons. Their fractures were reduced

and casts applied, and as soon as the plaster

set, home they were sent.

It was good practice, in obstetrics and orthoped-

ics, and it should have been continued. But it was
inconvenient to the doctor, at least not as conveni-

ent as having a dozen or more patients under one

roof; and he could charge each just as much for a

visit as he could did he visit them in their own
homes scattered over the city. And there's more to

it: Dr. A. dearly loves to have the nurses say,

"Dr. A. just keeps the hospital full;" and Dr. A.

to Dr. Z realize that folks in general think it great

credit to a doctor to ''pull the patient through"

whose condition has been so serious as to require

being "sent to the hospital;" more again, it's a lot

harder for a patient in a hospital, than for one in

his own home, to tell a keep-on-coming doctor: "I

feel like I'm getting on all right, and I'll let you
know if I don't continue to do so."

For various reasons and on various pretexts

doctors have brought the generality of folks to be-

lieve that they must go to a hospital in order to

get well of any condition severe enough to keep

them from their work. An official of a Charlotte

hospital tells me today that the cost of caring for

a patient on one of its wards for one day is $11.34.
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This does not cover doctors' or nurses' charges.

Nine-tenths of the public have accepted the teach-

ing of the doctors that a hospital is the only place

where one can get well of any but the most trivial

of diseases. And it is but natural that they should.

And they proceed naturally with the reasoning:

Doctors say I and my family must have this care:

I can not pay for it; I'll vote that it be paid for

by taxation, as the rich folks pay most of the taxes.

Right now we have a great-to-do about the poor

quality of the medical care our country folks are

getting, particularly the folks in counties having

no hospital. The State Board of Health of North

Carolina (and I have no doubt of Virginia and

South Carolina also) has been loud in proclaiming

lack of hospitals as one of the greatest of our

health lacks.

Now. as our late Senator Josiah William Bailey

was wont to repeat frequently in the course of a

speech. "Hear me."

The last year for which complete figures on mor

talitv in North Carolina have been compiled was

1946. According to those figures, compiled and

published by the North Carolina State Board of

Health, here is the record:

Death rate per thousand of whole population:

( 1 ) In counties having hospitals—7.837

(2) In counties having no hospital—6.97.

Astonishing, is it not? But it is more astonish-

ing to learn that the death rate incident to re-

production is less in the no-hospltal counties.

Here are the figures:

Maternal mortality per 1000 live births:

(1) In counties having hospitals—2.17

(2) In counties having no hospital— 1.75.

Infant mortality per 1000 live births:

(1) In counties having hospitals—37.5

(2) In counties having no hospital—34.1.

Some will say, patients in the no-hospital coun-

ties go to hospitals in other counties to die and so

are charged to the hospital county. I have heard

an ex-president of the Medical Society of the State

of North Carolina say that. But it is not true. If

a person living in North Carolina dies at the Mayo
Clinic, his death is not charged to Olmsted Coun-

ty. Minnesota, but to his home county in North

Corolina. If a Charlotte man, woman or child die

in Duke Hospital, the death is charged to Meck-

lenburg, not Durham County.

All this is not to decry the usefulness of hos-

pitals. They are essential for the practice of good

major surgery, and to a much lesser extent for the

practice of good medicine. What is decried is not

the use, but the abuse, of hospitals.

If only patients who are better off in hospitals

were sent there, and those sent were dismissed to

their homes as soon as they get to where they are

better off at home, we would have no need for an-

other hospital bed for many a long vear.

And we would see a subsidence of the demand
for medical service paid for by taxation.

This cause could be helped along considerably by

doctors ameliorating their scale of charges by from

25 to 50 per cent.

1111, BLACK WIDOW STILL A MENACE
1'he black-widow spider is greatly increasing in

numbers and invading the cities; these spiders are

found in greatest numbers in and about human
habitations—outdoor privies, also in beds, garages,

automobiles and tents and even high in office

buildings.

Until I chanced on an article by Greer, 1
it had

been my impression that few bites were currently

being inflicted by the black widow. Since this is

not so, what he has to say further is set down.

Many spider victims are subjected to needless

operations because the symptoms often simulate

acute surgical conditions of the abdomen. A victim

of the biack-widow spider an hour after a bite

writhes in agony, is terror-stricken, and expressing

fears of death.

The syndrome, as presented by six patients bit-

ten by the biack-widow spider observed in a seven-

day period in an overseas tropical area, usually fol-

lowed a similar pattern: transient severe pain at

the site of the bite; rapid local edema and redness;

in 10 to 15 minutes a burning sensation that spread

from the site and soon involved the whole body,

passing off in 20 to 30 minutes; a sudden abdom-

inal pain, often cramp-like; cramp-like pains in the

legs, arms and back; general weakness; restlessness

and extreme fear reaction; headache, nausea and

vomiting ; and burning of the soles of the feet ( this

symptom may be pathognomonic).

In children there may be convulsions, which are

extremely difficult to control. Other possible symp-

toms are paralysis, cyanosis, dyspnea and urinary

retention.

The site of injection usually showed erythema

with mild edema (in two cases the site was not

evident): board-like abdomen, nontender to palpa-

tion; hypersensitivity of the skin and calf muscles.

Two patients were in profound shock with b. p.

unobtainable (the other four had normal or slightly

elevated b. p.); motion of extremities was limited

by muscle spasm, and flexion was a prominent fea-

ture: the t. was normal or only slightly elevated:

the p. was 80 or under: moderate leukocytosis;

and the two patients in profound shock showed

albuminuria.

The patients in this series were immediately

given 10 c.c. of 10^? calcium gluconate intraven-

ously; subsequently they were given a saline in-

fusion containing 10 c.c. of 10% calcium gluconate.

1. Wm. E. K. Greer, M.D., in New Eng. Jour, of Med., Jan.
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An ice bag was applied to the affected area. Relief

was obtained in a short time in all cases and was
followed by profound sleep. The patients were out

of bed the next day and back to duty on the fourth

day, even the two patients in profound shock re-

sponded. Xo morphine was used, and antivenin

was not available.

it appears that if 'treatment is given promptly, it

is possible to reduce the fatality rate decisively.

BRITISH ANTI-LEWISITE
Serious and distressing arsenical poisoning is

encountered frequently enough to make improved

management well worth attention.

Luetscher's 1
first cases of arsenical intoxication

were seven workers in a plant producing adamsite

(diphenylamine-chorarsine), who developed a

burning, itching, scaly dermatitis which persisted

for six to eight weeks under routine therapy. These
cases responded promptly. to the application of an

ointment containing 5 per cent of BAL. This oint-

ment had an offensive odor and was irritating.

When a preparation for intramuscular use was de-

vised by Eagle, it quickly replaced the ointment

in clinical use.

Of 22 cases of arsenical dermatitis treated with

BAL. all responded well. One patient had a local-

ized exfoliative dermatitis of the face which re-

sulted from the use of neoarsphenamine, which

was treated locally with BAL ointment. After four

days' treatment the skin lesion had entirely cleared

except for a little bit of scaling about the mouth.

Perhaps 25 per cent of the cases of arsenical der-

matitis do not respond well to the use of BAL.
Another few patients show only a moderate re-

sponse. Within 24 hours itching and burning great-

ly relieved. In 48 hours the angry irritation ap-

pears to burn itself out and the patient begins to

improve rapidly.

If we could get at these patients early and treat

them intensively, our results should be very much
better. Continue the treatment with BAL for from

ten days to two weeks, with small doses, so as to

avoid relapse.

It was difficult to evaluate the action of BAL
in thrombocytopenia and granulocytopenia occur-

ring during arsenical therapy. The episodes are

usually brief and the patient gets well during the

therapy.

Occasionally a patient has been given a 5- to

10-dose ampule of an antisyphilitic agent instead

of a single dose as intended; and under these cir-

cumstances, a fatal outcome can be anticipated.

When started promptly in large doses and con-

tinued for a week after the accident, the majority

of patients so treated have been saved.

Another type of serious reaction which demands
emergency treatment is the encephalopathy which

occurs during intensive arseno-therapy. Here again

1. J. A. Luctscher, Jr.. M.D.. Baltimore, in Cincinnati Jl. of
Mrd.. Sept.

FORMATION OF OBSTRUCTING BAND IN
21 DAYS

The mention of "adhesions" causes many an
eyebrow to be lifted. Now what say about adhe-

sions causing bowel obstruction in as short a pe-

riod as three weeks? 1

A woman 33 had an interval appendicectomy (no

adhesions noted) from which she had made an un-

interrupted recovery. Exactly 21 days later she

was readmitted to hospital with colicky pain and
vomiting, symptoms which had arisen that day.

After 12 hours it was obvious that a small-bowel

obstruction existed, and laparotomy was performed.

Adhesions were found binding the cecum, omen-
tum and anterior abdominal wall scar together ; the

terminal ileum was tightly adherent to the medial

side of the cecum. The obstruction was due to a

band arising from the cecum, fixed to the pos-

terior abdominal wall, and constricting the ileum

8 in. from its termination. The band was divided,

and the patient made another uninterrupted re-

covery. She has remained well since.

A band is presumably formed by the gluing to-

gether of surfaces and their subsequent pulling

apart while the adhesion is still plastic enough to

stretch but strong enough not to rupture. Such
bands cause obstruction by their subsequent grad-

ual contraction. In the case cited a band strong

enough to cause small-bowel obstruction was form-

ed in 21 days.
1. Alexander Duff, M.D., in Brit. Med. Jl., Oct. 2nd.

WORDS FITLY SPOKEN ABOUT CANCER
It is startling to learn on high authority 1 that,

as a cause of death, cancer (including leucemial

ranks eleventh from birth to the fourth year, and
fourth from the fifth to the twentieth year. This

statement is based on the number of cases recog-

nized, and, certainly a good many go unrecognized;

so there can be no reasonable doubt that the inci-

dence is even greater.

The same authority discusses other practical

phases of the cancer problem. Melanoma, we are

reminded, is not a very rare tumor, one of every

35 skin cancers being of this terribly malignant

type. So, it is plain that any pigmented wart or

mole should be removed at the first suspicion of

growth or irritation; and it might be best to re-

move every palpable area of pigmentation as soon

as it comes under observation, for once activity is

shown, it may go on, despite all efforts at eradica-

tion, to a fatal issue in a matter of weeks.

As to cancer of the breast we are told that at

least nine-tenths of all cases can be detected

through the proper use of the eyes and the hands.
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This, I would regard as overstatement; that is, if

it be meant that by inspection and palpation one

can correctly diagnose as breast cancer nine out of

every ten cases of this tumor presenting them-

selves, and not misdiagnose as breast cancer a good

many innocent lumps in the breast.

The healthy breast, especially that of a woman
who has suckled children, is a notoriously lumpy

organ. Dr. Joseph Colt Bloodgood would not allow

a patient who came to him about a lump in her

breast to tell him which breast, until he had made
his examination. Then, if he found the lump in the

same breast the patient had found it, he went on

with other diagnostic measures; "but," he would

say, "not infrequently I 'find' the lump in the other

breat, and in such cases I abandon it as a diagnos-

tic point."
1. Texas Cancer Bulletin, Vol. 1, No. 4.

NEWS

The diagnostic terms, "Simmonds' disease"

and "Frohlich's syndrome'' (adiposogenital dystro-

phy) have been widely used, but their use is rarely

justified. Dercum's disease (adiposis dolorosa) has

not been demonstrated to be an entity.

—

Jl. A.

M. A.

A report is made 1 on a follow-up study of elev-

en cases in which a good adjustment was made

following prefrontal lobotomy. The total number

operated on was fifty-two. The main criterion in

selecting these patients for operative treatment

was distressing emotionality leading to excitement

and combatativeness. The type of mental illness

was of little significance. An aid in the readjust-

ment was rehabilitation in a favorable environ-

ment. In many cases the time required was two

years or more. In many cases there was an inter-

vening period of sluggishness and retardation.

1. Illinois Med. Jl.. Dec.

New Antibiotic Effective Against Spotted Fever
(S. D. Ross. M.D.. et al. lohns Hopkins University School of

Medicine. Baltimore,' in //. A. M. A., Dec. 24th}

Aureomycin is made from the chemicals manufactured

by a mold that belongs to the family that produces strep-

tomycin. The response of 13 patients having Rocky Moun-
tain spotted fever makes it apparent that aureomycin is

an effective therapeutic agent in this disease. In one case,

an eight-year-old boy was admitted with fever of two

days' duration and a rash of one day's duration. Ten days

previously an embedded tick was removed from his scalp

The boy was well until two days before admission. His

fever fluctuated between 103 and 104° F Aureomycin was

given within two hours. The t. returned to normal within

three days and remained so during the rest of his stay in

the hospital. The rash gradually faded and disappeared

entirely by the fourth day of treatment.

In another case, that of a three-year-old boy, the t. re-

turned to normal within two days.

In the series of patients treated, the drug was adminis-

tered lor an average period of six days—shortest 4>->,

longest 9 days.

Aureomycin was found to be superior to para-amino-

benzoic acid.

Carteret County Medical Society Meeting

A dinner meeting was held December I5th at the More-
head City Hospital, the hospital acting as host. This was a

public health meeting, the chief speaker being Dr. J. W.
R. Norton, State Health Officer.

Dr. Norton, among other things, said that he expected

to ask the coming General Assembly for a large increase

in its appropriation for public health work, this increase

to be used chiefly in expanding local health services.

Other guests at the meeting were Dr. J. F. Robertson,

President of the State Medical Society, Senators D. I..

Ward and J. D. Larkins of this District and the members
of the Carteret County Board of Health.

Dr. Robertson discussed the efforts of the Medical So-

ciety in working out a plan to meet the medical and hos-

pital needs of the low-income group.

Senators Ward and Larkins briefly discussed Dr. Nor-

ton's program, expressing a sympathetic attitude. The local

society was much pleased with the outcome of the meet-

ing, feeling that they had been fortunate in being able to

bring the State Health Officer, the President of the State

Medical Society, and members of the General Assembly

into a meeting of the local medical society.

The whole meeting had the atmosphere of a round-table

discussion of common problems, and we believe that if all

the medical societies in this State would, from time to

time, have similar meetings, it would do much toward a

better understanding between public health and private

practice, and more important still, a better understanding

between the medical profession and the general public.

The Iron Curtain needs to be lifted.

Dr. J. W. Morris, president of the society, presided. Dr.

F. E. Hyde is secretary. Reported by Dr. N. Thomas En-

nett.

University of Virginia

On November 20th, 194S, Dr. J. Edwin Wood, Jr., Pro-

fessor of Practice of Medicine, attended the Postgraduate

Course of the American College of Physicians, held at the

Massachusetts General Hospital. Boston, and addressed the

group on the subject, "Low-Sodium Diets in Vascular Dis-

ease—Physiology, and Therapeutic Considerations."

On November 22nd. the Postgraduate Program for

House Officers presented as guest speaker Dr. Harris B.

Shumacker, Jr., of the Indiana University Medical Cen-

ter. Dr. Shumacker's subject was, "The Treatment of Peri-

pheral Vascular Disorders."

Dr. Dexter M. Bullard, Superintendent of the Chestnut

Lodge Sanatorium, Rockville, Maryland, lectured to the

i unity and student body on the subject. "Limitations of

Psychotherapy," on November 23rd.

Dr. J. Edwin Wood. Jr., spoke before the Pere Mar-

quette Association of Railway Surgeons at White Sulphur

Springs, West Virginia, on November 29th. on the subject.

"The Advantages and Dangers of the Low-Sodium Diet in

the Treatment of Cardiovascular Conditions."

On December 3d, under the auspices of Pi Mu Chapter.

Phi Chi Medical Fraternity, Dr. Edmund B. Spaeth of the

Graduate School of Medicine of the University of Pennsyl-

vania, spoke to the faculty and student body on the sub-

ject. "Pathological Oculomotor Reflexes, Congenital and

Acquired."

Dr. L. G. Sewall of the Veterans Administration Hos-

pital, Roanoke, Virginia, spoke to the faculty and student

body on the subject, "Vocational Rehabilitation," on De-

cember 2nd.

On December 9th, at Shelby, North Carolina, Dr. J.
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Edwin Wood, Jr., spoke before the Postgraduate Course

in Medicine, sponsored by the Extension Division of the

University of North Carolina, on the subject, "The Man-

agement of Cardiovascular Diseases and Renal Diseases in

General Practice."

On December 10th, Dr. Charles Venable, Chief Surgeon,

Nix Hospital, San Antonio, Texas, presented to the faculty

and student body the second lecture in the series of An
nual Charles Scott Venable Lecture on Traumatic Surgery.

Dr. Venable spoke on the subject, "Transposition of Bone

Chips or Muscle Implants in Early Closure of Osteomyel-

itis, with Antibiotic Control."

Dr. Harry Gold of the School of Medicine, Cornell Uni-

versity, spoke to the faculty and student body on the sub-

ject, "Digitalis," on December 13th.

On December 14th, Alpha Omega Alpha, National Hon-

orary Medical Fraternity, presented as guest speaker, Dr.

Leo H. Bartemeier of Wayne University, Detroit, Michi-

gan. Dr. Bartemeier's subject was "Sleep and Its Disturb-

ances."

ASA

Medical College of Virginia

Dr. Eugene A. Stead, Jr., Professor of Medicine in Duke
University, delivered the Lewis T. Stoneburger, III, Lec-

ture on January 14th. This lectureship was established at

the college last year by friends who were members of the

45th General Hospital with Captain Stoneburner, an honor

graduate in medicine of the college in the class of 1937,

who lost his life in World War II.

Duke University Medical School

A month's course in Medical Mycology under the direc-

tion of Dr. Norman F. Conant is to be offered except Sun-

days during July.

Emphasis will be placed on the practical aspects of the

laboratory as an aid in helping establish a diagnosis of

fungus infection. Methods of collecting materials in the

clinic for study and culture will be stressed. Work with

patients, clinical material, cultures and laboratory animals

will serve as a basis for this course. Also, an opportunity

to study pathological material, gross and microscopic, will

be given those whose previous training would allow them
to obtain the greatest benefit from a study of such mate-

rial.

The number of applicants for the course will be limited

and applications will be considered in the order in which

they are received. An attempt will be made, however, to

select students on the basis of their previous training and
their stated need for this type of work.

A fee of $50 will be charged for this course, upon the

completion of which a suitable certificate will be awarded.

Inquiries are to be directed to Dr. Norman F. Conant,

Duke University School of Medicine, Durham, N. C.

On November 12th Mr. Oscar R. Ewing addressed the

student body on "National Health Insurance," and on
November 13th Dr. George Carrington spoke before the

same group on "Problems of Socialized Medicine."

Mr. John Kent, Director of the Department of Serol-

ogy of the Army Medical Department Research and Grad-

uate School, Washington, D. C, has been granted leave of

absence to do graduate work in the field of Microbiology

at Duke University, while Mrs. Kent (M.D. Albany, '39)

is taking advanced work in the School of Public Health at

the University of North Carolina.

Dr. W. F. H. M. Momartz of the American University

in Beirut is working with Dr. Hans Neurath as a research

associate in the general field of protein chemistry.

Dr. E. Charles Kunkle came to Duke on August 1st,

1948, as Assistant Professor of Medicine in charge of the

Division of Neurology. Dr. Kunkle was at the New York
Hospital before coming to Duke.

15%, by volume Alcohol

Each fl. oz. contains:

Sodium Salicylate, U. S. P. Powder 40 grains

Sodium Bromide, U. S. P. Granular 20 grains

Caffeine, U. S. P 4 grains

ANALGESIC, ANTIPYRETIC
AND SEDATIVE.

Average Dosage

Two to four teaspoonfuls in one to three ounces ol

water as prescribed by the physician.

How Supplied

In Pints, Five Pints and Gallons to Physicians and

Druggists.

Burwell & Dunn
Company

MANUFACTURING PHARMACISTS

Charlotte, North Carolina
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Dr. Talmage Peele, in addition to his regular duties in

the Department of Anatomy, is teaching clinical Neurology

as an associate in the Department of Medicine.

Dr. Tihaner Cskay of Oslo, Sweden, is joining the Vir-

ology group as a biochemist. Mr. Edhard Eckert, formerly

of M. I. T., has also recently joined the same group as an

Associate in Research.

Dr. Frank Marion Melton came to Duke on June 1.

1948, as Associate in Dermatology and Syphilology. Dr.

Melton was at the University of Pennsylvania Hospital

before coming to Duke.

Three physicians in the school attended the Southern

Section meeting of the American Laryngological, Rhino-

logical and Otological Society in Washington.

Dr. Watt Eagle, associate professor of surgery in charge

of Otolaryngology, president of the Southern Section, pre-

sided and introduced the new president. Dr. John J. Shea,

of Memphis.
Dr. Oscar C. E. Hansen-Pruss, associate professor of

medicine in charge of clinical microscopy, read a paper

entitled "Bacterial Allergy and Importance of Otolrayn-

gological Procedures."

Dr. Ralph Arnold, assistant professor of Otolaryngology

and Ophthalmology, participated in a discussion of "Fenes-

tration Operation."

Dr. O. L. Miller, Dr. Wm. M. Roberts, Dr. Harry
Winkler and Dr. Julian Jacobs, of The Miller Orth-

opaedic Clinic, announce the association of Dr. Ira H.

Rapp, and the affiliation of Dr. John A. Powers. Medical

Arts Building, Charlotte, North Carolina.

Drs. R. H. Lafferty and O. D. Baxter, Charlotte ra-

diologists, announce the association of Dr. James Brown-
lee Hall and Dr. John Ogden Lafferty. Drs. Lafferty

and Baxter are radiologists to Presbyterian Hospital and

Mercy Hospital, Charlotte, and Reeves Gamble Hospital.

Lincolnton, N. C. and Marion Sims Memorial Hospital,

Lancaster, S. C.

B. D. Spencer, M.D., announces the removal of his of-

fice to 208 East Boulevard, Charlotte, North Carolina.

Dr. G. Aubrey Hawes announces the association of

Dr. Cecil J. Hawes, former Resident Urological Surgeon

of Brady Urological Foundation, New York City, in the

formation of The Hawes Urology Clinic. Medical Arts

Building, Charlotte, N. C, January 1st, 1949.

MARRIED
Miss Jessica Thomas, of Roanoke, Va., and Dr. Charles

Sinclair McCall, Jr., of Bennettsville, S. C, the 16th of

January. They will make their home in New Orleans,

where Dr. McCall is a member of the staff of Tulane Uni-

versity Medical School and L'Hopital Charite.

DIED
Dr. William John Dann, Professor of Nutrition at the

Duke University School of Medicine, died at his home on

December 5th. Born at Bath, England, in 1904, he receiv-

ed the B.S. degree from the University of Sheffield in 1925,

and the Ph.D. degree from Cambridge in 1932, where he

worked under the direction of Sir Frederick Hopkins.

Dr. Dann had been at Duke University since 1935. He
became nationally recognized in the field of Nutrition and
the study of vitamins. He was a Biet Memorial Fellow at

Cambridge University between 1933-1937 and was award-
ed the Doctor of Science degree in 1943 bv the University

of Sheffield.

For many years Dr. Dann served as an editor of the

Journal oj Nutrition & Reviews, and as a member of the

Institute of Nutrition. He was co-author of the book, "The

Determinations of the Vitamins." At Duke University he

did distinguished research on pellagra and other deficiency

diseases.

Dr. Josiah Charles Trent. 34, Assistant Professor of Sur-

gery at the Duke University School of Medicine and Chief

of Thoracic Surgery, died at Duke Hospital on December

10th, after a recurrent illness. Dr. Trent was graduated

from Duke University in 1934. from the Medical School

of the University of Pennsylvania in 1938. Before assum-

ing his teaching position at Duke, he held a position in

the Department of Surgery in the School of Medicine at

the University of Michigan.

Dr. Trent, a native of Oklahoma, was a Fellow of the

American College of Surgeons, a member of the editorial

board of the North Carolina Medical Journal and of the

Journal ot the History of Medicine, and was an honorary

consultant of the Army Medical Library. He also was an

associate of the American Association for Thoracic Surgery

and a member of the American Association for the History

of Medicine as well as of the Association of University

Surgeons.

An active participant in the meetings of the North Car-

olina Medical Society, he served as secretary-treasurer ot

the Durham-Orange County Medical Society. He also was
member of the board of trustees at Lincoln Hospital. He
was recognized not only as a surgeon but as an expert in

the field of medical history. His library of medical and
scientific materials is of high. rank. He was affiliated with

the Grolier Club of New York City, one of the most emi-

nent societies of bibliophiles in the United States.
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W. D. SILKWORTH EDWARD B. TOWNS
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Dr. Hugh Smith Cumming, Surgeon General of the

United States Public Health Service 1920-1936 and for

many years a world figure in his profession, suffered a

coronary thrombosis on November 19th, 1947, from which

he only partially recovered. On December 20th, 1948, he

died at his home in Washington.

Born at Hampton, Virginia, in 1S69, Hugh Cumming

acquired his early education at the Symmes-Eaton Acad-

emy, oldest public school in America, and in private

schools, before studying for a year at City College of Bal-

timore, after which he continued his studies in languages

and sciences under private tutoring and for a year taught

school in Harford County, Maryland.

In 1891 he entered the Medical Department of the Uni-

versity of Virginia from which he was graduated in 1893

with the degree of Doctor of Medicine. He was president

of the Jefferson Literary Society, was one of the founders

of the Pi Mu medical fraternity, and was elected most

popular man in the university and historian of his class.

Following his graduation. Dr. Cumming went to Richmond

as house doctor in Dr. Hunter McGuire's old St. Luke's

Hospital, at the same time assisting Dr. McGuire in sur-

gery in the Medical College of Virginia from which, in

1S94, he obtained his second degree of Doctor of Medi-

cine.

In May, 1894, Dr. Cumming was commissioned Assistant

Surgeon, U. S. Marine Hospital Service—soon to become

the U. S. Public Health Service. In this organization he

served under nine Presidents, under five as Surgeon Gen-

eral. He became an authority on tropical diseases, hospital

management, prevention of water pollution, quarantine. He
represented the U. S. at every Pan-American Sanitary Con-

ference from 1920 till his retirement in 1947.

He served from 1929 as a member of the Board of Visit-

ors of Saint Elizabeth's Hospital, Washington, and also

was an active member of the Board of Directors of Gar-

field Memorial Hospital. He held honorary degrees from

the Medical College of Virginia, the University of Penn-

sylvania and Yale University. In 1936 he was awarded the

Hartley Gold Medal by the National Academy of Science

for "Application of Scientific Knowledge to Public Ser-

vice." Other citations included the Gorgas Medal and Prize

of the Asociation of Military Surgeons of the United

States for "distinguished service in the field of national

and international public health" and the William Freeman

Snow Award "For Distinguished Service to Humanity."

Dr. Cumming was buried at Hampton, Virginia, in the

churchyard of St. John's, oldest English parish in Amer-

ica, December 24th, 1948.

BOOKS
CANCER OF THE ESOPHAGUS AND GASTRIC

CARDIA, edited by George T. Pack, B.S., M.D., New
York City, Clinical Professor of Surgery, New York Medi-

cal College; attending surgeon, the Memorial Hospital for

Cancer and Allied Diseases. Illustrated. The C. V. Mosby
Company, St. Louis. 1949. $5.00.

The improvement in the management of cancers

of the esophagus in the last few years has made an

urgent need for a book dealing with this subject.

This is true to only a slightly lesser extent of can-

cer of the upper end of the stomach. This book

supplies all this information in a particularly at-

tractive and direct way. Small as the book is, it

contains the contributions of a score of physicians

and surgeons who can speak with most authority

on this subject of so great importance.

Radiologists, gastro-enterologists and surgeons

will need to know the contents in order to make

available to patients the most recent advances in

this field, and internists and general practitioners

Will need to know it in order to properly advise

their patients as to what can be done now for con-

ditions which were almost entirely hopeless just a

few years ago.

Roche-Organon Introduces New Antithyroid Medication

Announcement is made to the medical profession that

Antibason 'Roche-Organon'—the first methyl thiouracil

preparation to be introduced in the United States—is now
available. A prompt action of Antibason has been seen in

the control of the hyperthyroid state, and a very low

percentage of undesirable reactions; this drug has been

studied clinically in over 1300 cases of hyperthyroidism,

and has been used in the therapy of many hundreds of

other cases.

Antibason has proved beneficial in the treatment of all

states of thyroid hyperactivity due to overproduction of

thyroid hormone—thyrotoxicosis, Graves' disease, exoph-

thalmic goiter, and toxic adenoma; of exceptional advan-

tage in the medical management of hyperthyroidism when
surgery is contraindicated, as in the aged, and patients

with heart disease, diabetes or pregnancy, patients in whom
the basal metabolic rate is extremely high, and those in

whom hyperthyroidism recurs after subtotal thyroidec-

tomy.

SUICIDE AND THE MEANING OF LIFE, by Dp.

Margarethe von Andics, with a preface by Professor

Cyril Burt. The Sherwood Press, P. O. Box 566, Pacoima,

Calif., exclusive distributors of this book for the United

States of America. William Hodge & Company, Ltd., Lon-

don. 1947. $3.00.

This book is based on a scientific inquiry con-

ducted by the author in an attempt to learn why
people take their own lives. Many cases are re-

ported of interrogation and other investigation of

persons in Vienna who had attempted suicide.

A table is given showing the professions or oc-

cupations of suicides over 25 years of age in Eng-

land and Wales in the years 1910-1912. No ready

explanation appears as to why locomotive engi-

neers rank lowest (5.6 per 100,000), and owners

of hotels and public houses rank highest (65.3 per

100,000). Other figures which appear to have spe-

cial interest are these: clergymen 13, insurance

and other clerks 15.7, teachers 20.9, farm laborers

20.3, monied people 28.2, hair-dressers and barbers

29, gardeners 30.1, commercial travelers 32.2, un-

skilled workers 33.2, insurance agents 39.7, doc-

tors 46.6, lawyers 50, druggists 57.4.

Apparently the author has made little progress

toward solving the problem of why persons foredo

their own lives, and information which might helo

us materially in preventing suicides is yet to be

revealed.
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ANESTHESIA: Principles and Practice. A Presentation

for the Nursing Profession, by Alice M. Hunt. G. P.

Putnam's Sons, New York. 1949. $2.60.

This is a little book by a nurse of thorough

training in anesthesia and of vast experience in the

practice and teaching of anesthesia—and at a small

price. In the foreword Dr. Samuel C. Harvey,

speaking for the surgical department of the Yale

School of Medicine and the surgeons of the New
Haven Hospital, pays a high tribute to the author

for her skill and devotion in the performance of

her duties as a teacher and practitioner in the field

of anesthesia over a quarter of a century.

In the reviewer's opinion this little book contains

all that an anesthetist needs to know to qualify

him or her for performing the duties of this spe-

cialty, whether he or she be physician or nurse.

WHICH WAY OUT, by C. P. Oberndorf, M.D. Inter-

national Press, Inc., New York City. 1948. 53.25.

The cases recked illustrate the features charac-

terizing most of the commoner deviations from the

mental norm encountered by the psychiatrist, in-

deed, by doctors of medicine of every variety.

These relations must serve a useful purpose to any

doctor in understanding and dealing with the men-

tal quirks which are a part of perhaps a majority

of the ailments which bring patients to doctors.

NEW AND NONOFFICAL REMEDIES, 1948. Issued

under the Direction and Supervision of the Council on

Pharmacy and Chemistry of the American Medical Asso-

ciation. J. B. Lippincott Company, Philadelphia.

The issue of this book for 1948 contains de-

scriptions of the actions and usages and dosages

of a greater number of remedies than has any of

its predecessors. Most active practitioners wnll need

and wish to avail themselves of reliable informa-

tion on remedial agents which have been accepted

in the past year, as here the wheat has been pretty

well separated from the chaff.

To Speak or Not to Speak

It has been said that one should speak because he feels

he has something to say rather than because he feels he

has to say something. This is a good motto for an editor

or for anyone else for that matter. If it were universally

adhered to, newspapers could be read carefully through

from the lawn to the front door, radios could be left on

indefinitely without ever giving audible evidence of their

existence, political campaigns would be limited to the

names, addresses, ages and physical measurements of the

contestants, and there would be so little medical literature

that we could all do general practice. So there will be no

editorial this week; and it is hoped that in the future

should this space be empty, the readers will realize that it

is our compassion rather than our indolence that makes it

Where Truman and Ewing Got the Idea?

That ancient physician and teacher ... may well

have been the original father of medicine, who was later

defied by the ancient Greeks as Aesclepios (Aesculapius).

—

Bulletin N. Y. Acad, of Med.

Chuckles
So Say We

This one of many fell behind on his installments on a

new television set. Every week brought a dunning letter

—

each more heated than the last. Finally came the appeal to

the man's sense of shame. "What would your neighbors

think if we came and took away your television set?"

The response stumped the finance "experts." Wrote the

delinquent, "I took the matter up with my neighbors and
they think it would be a very lousy trick."

A Little on the Side

"Boss," said young Smithers, "I'm getting married next

week, and I'd like to have a raise."

"So you don't think two can live as cheaply as one,

eh?" his employer rejoined. "You want some more money
to defray living expenses?"

"No, it's not that," explained the prospective bride-

groom. "I'm making enough now for us to live on."

"Really?" said the boss. "Then why do you want a

raise?"

"Well, it's this way," Smithers ventured. "In an un-

guarded moment I told Mary how much I get, so I'd like

a little more for my own use that she doesn't ynow
about."

Perfect Match
Two ex-G I.'s were discussing the coming marriage of a

buddy.

"He's getting a wonderfully accomplished girl," said one

of them. "She can swim, ride, dance, drive a car, and pilot

a plane—she's a real-all-around girl."

"Yes, they should get along fine, one so complements
the other," observed the second. "You remember, Ben
learned to cook in the army."

Complete Success

When his wife opened the package she showed him
cardinal-red socks banded with black stripes, her face was
bright with satisfaction.

She beamed, "I wanted to buy you something you
would never think of purchasing for yourself."

He looked upon the socks for an amazed moment.
"My dear," he relied at last, "it is the ultimate in under-

statement when I say you have succeeded."

Goal Attained

A familiar "man-about-the courthouse" was being dis-

cussed.

"He used to be powerfully energetic," one old observer

said. "For years he chased around like mad tryin' to get a

political job."

"What does he do know?" someone asked.

"Nothing. He got the job."

A BUSINESS WOMAN'S SOLILOQUY'
Some Indebtedness to Shakespeare is Acknowledged.

To wed or not to wed. that is the question.

Whether 'tis better to marry
And be cajoled and bullied by a husband.

Or to take up stenography or clerking,

And slave, alas ! for someone else's husband ?

To love—to wed—and by a wedding end

The struggles and the thousand petty cares

That "slaves" are heir to
—

'tis a rare vocation

Devoutly to be wished for ! To love—to wed

—

To wed—perchance divorce ! Aye, there's the rub

!

For in that dream of bliss what jolts may come
When we have cast aside our little jobs

Must make us wary. There's the sorry tho't

That makes so many spinsters hesitate

;

For who would bear the long, eternal grind,
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The employer's joke, the chief clerk's contumely,

The insolence of the office boys, the smoke

Of last week's stogies clinging to the hair

When she herself may quickly end it all

By getting married? Who would not exchange

A dingy office for a kitchenette

—

K keyboard for a cook stove or a cradle

—

But that the dread of something worse to come

After the honeymoon—that life of chance

From whose dark bourne so many have returned

By way of Reno—fills us with dismay.

And makes us rather bear the jobs we have

Than change to state we know not of?

Thus cowardice makes spinsters of—so many.—Mountain States Monitor.

Ready to Trade

Angus and his wife, Maggie, had emigrated to America.

They waited while a clerk examined their passports.

The clerk stared first at the picture and then at Maggie.

He shoow his head doubtfully.

"Mr. MacTavish," he announced, "your passport seems

to be in order, but your wife's—I don't know. Can you

prove this woman is your wife?"

"Ma bonnie lad," he rejoined, "if tha can prove she isn't,

Aa'll gie ye ten pounds!"

Prisoner Wanted Help
At 5 a. m. the sleepy hotel telephone girl answered a

buzz from a house phone. An intoxicated man demanded:

"What time doesh the bar open?"

"At 11 o'clock," the girls replied with forced politeness.

He called again at 6 and again at 7 with the same ques-

tion. So the girl said: "Just a minute, sir, I'll let you speak

to the manager."

Buzzing the night clerk, she said, "There's a drunk some-

where in the hotel. He's been pestering me for two or

three hours. Will you tell him off?"

"Good morning." the clerk began gruffly. "You . .
."

"Good morning yourself, shay, when doesh th' bar

open?"

"Say, you!" the clerk exploded. "Let me tell you some-

thing. You're the kind of pest whose business we don't

cater to. Just lay off. ... we don't care if you don't ever

get into our barroom."

"Get into your barroom?" The drunk was mad, too.

"Shay, mister. I'm already in here. I'm tryin' to get out."

Diagnosis Down to a Flne Point
(The New York Physician)

A schedule award for partial loss of hearing as an occu-

pational disease was affirmed without opinion by a New
York court. The award was for 45 per cent of hearing in

claimant's left ear and 43.6 per cent loss of hearing in his

right ear.

For a While Only
"Poor Man. that was her third husband who commit-

ted suicide."

"Yes, it must have completely unmanned her."

A new recruit was being inducted and the officer asked

him if he was interested in a commission. "No, thanks,"

he replied, "I'm not too good a shot. I'd rather work on
straight salary."

Collector: "Do you believe in a hereafter?"

Woman at Doors "Certainly I do!"
Collector: "Well, this bill from Dr. Blank is over two

years old; go get the money—that's what I'm here after."

"Give, for any one year, the number of bales of cotton

exported from the United tSates."

"1491 ; none."

Irate Father: "What is that stuff on my new car?

Where have you been?"

Calm Son: "That's only traffic jam."

Abdominal Trauma Never to be Treated Lightly

(J. P. Powell. M.D., et al.. in Jl. Ind. State Med. Assn., Dec.l

A white boy, 17, playing Softball sliding for home base,

was struck in the abdomen by the catcher. He continued

to play V/i innings before he felt abdominal pains. These

pains became more intense and by midnight the boy was
brought to the hospital. En route he vomited bitter, green

fluid.

On admission abdomen was rigid to palpation and did

not move with respirations, maximum tenderness was in

mid-epigastrium, percussion was uninforming, but ascul-

tation revealed a silent abdomen. No superficial evidence

of trauma.

An upright film of the diaphragmatic area showed free

air beneath each leaf of the diaphragm. Bp. 130/80; p.

118; t. 101.2; r. 28; white cell count, 19,800; urine nor-

mal.

Exploration 2 hours after admission and 7 hours after

injury revealed a rupture of the jejunum 5 cm. in diam-

eter, six inches from the ligament of Treitz. Spilling had
been minimal. Repair was made with a purse-string suture

reinforced with interrupted Lembert silk suture. Closed

without drainage.

The postoperative course was uneventful, the patient

was ambulatory and released from the hospital on the

tenth postoperative day.

The Benjamin Franklin Clinic, of the Pennsylvania

Hospital, opened a year ago, is offering diagnostic and
consultative aid to practicing physicians for private pa-

tients on a single-fee basis. A fee of $150.00 is charged

for the complete diagnostic study, which includes all nec-

essary consultations, x-ray and laboratory studies, and
special diagnostic procedures such as biopsy, cystoscopy

and bronchoscopy. In case hospitalization is necessary, the

patient will pay hospital charges.

Errors in Electrocardiograms.— Application of elec-

trode paste to all the precordial positions conjointly rather

than separately may lead to important errors in the elec-

trogardiograms obtained, more especially in the cases of

individuals with narrow chests.—E. K. Doak, in Texas
Reports on Biol. & Med.

Vesical Apoplexy.— (Mulholland, in Jl. Am. Med.
Women's Assn.) A white woman, 53, was admitted be-

cause of profuse hematuria, which proved to be occasioned

by rupture of a small vessel in the dome of the bladder.

Hemoglobin was 38.4%, red cells less than 2 million. Blood
pressure had previously been as high as 240.

Psvchoneurosis is an old medical commodity, recently

repackaged and relabeled, anw now being spot-lighted in

town and country. A 46-year-old woman, seen first in

August, 1947, with pain in epigastrium and under ribs.

Gallbladder disease is the commonest cause of distress

in the upper part of the abdomen.

—

Am. Jl. Digest. Dis

,

Sept., 1947.

Proper diagnosis of leucemia requires aspiration and

study of the marrow of the sternum.
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Carcinoma of the Cervix — Review of 100 Cases

Everett M. Baker, M.D., Pittsburgh, Pennsylvania

Department of Gynecology,

THE past two decades have supplied a consider-

able advance in the management of patients

with malignant neoplastic disease. Most of the

established facts pertaining to the incidence, eti-

ology, heredity, pathology, situation, symptomatol-

ogy and diagnosis of cancer involving the uterine

cervix remain unchanged.

Interesting observations are brought to light

through a careful follow-up of patients treated

through a Tumor Clinic. We have reviewed 100 of

the cases from the Tumor Clinic at the Elizabeth

Steel Magee Hospital and have discovered some
very interesting facts.

In the preliminary clinical study of our patients

we emphasized the importance of a detailed analy-

tic history with a careful complete physical exam-

ination. Additional laboratory studies are requested

if they are indicated. X-ray studies of the bones,

of the lungs and other parenchymatous structures

are made if indicated for diagnosis in a particular

case. Routine examination of the bladder, ureters

and kidneys are made to learn the condition of the

urinary tract prior to institution of therapy, as well

as to serve as a standard for comparison with sub-

sequent urologic examinations during the following

courses of radiation therapy'. Routine proctoscopic

examination is believed advisable and barium ene-

mas are requested frequently. Many times negative

reports are rendered, but occasionally when one

may not suspect pathology, it will be discovered

University of Pittsburgh

through this procedure. In attempting to properly

evaluate our patients clinically for a designated

type of treatment, especially radium treatment, the

sedimentation rate and white blood count are be-

lieved to be important, together with a careful

history, which may or may not include previous

sepsis following a delivery or an abortion, or per-

haps a specific type of pelvic inflammatory disease.

Where there is a questionable history of previous

pelvic infection, especially if there is with this his-

tory a rapid sedimentation of the red blood cells

and an increase in the white blood cells, we feel

that radium is contraindicated.

In classifying clinically our cases of cervical car-

cinoma we have utilized the League of Nations

Classification.

Treatment

There has been no standard treatment for cervi-

cal carcinoma. The treatment of this condition

varies in different clinics. Variation in type of

treatment could reasonably be expected depending

upon the extent of the pathology present. Very
early borderline lesions, whether surface carcinoma

or suspicious morphologic change in the cells, come
to the attention of the clinician very frequently

and are usually managed conservatively with satis-

factory results. In such cases a deep cauterization

to destroy the metaplastic or early carcinomatoid

tissue, or a conization procedure with the electro-

surgical loop to remove such tissue, would prove
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sufficient. It is, 1 believe, generally conceded that

the use of radium, alone or in combination with

x-ray therapy, in any proven cervical carcinoma is

wise and judicious therapy.

Cashman, 1 in his report on the prevention of

cancer of the cervix uteri, stressed the importance

of deep cauterization in the treatment of ulcera-

tions and erosions of the cervix.

The criteria utilized in the decision as to whether
a given case is suitable or unsuitable for surgical

treatment are very specific and definite, with no

allowance for overlapping. Obviously, if operation

is to be employed, with or without radium therapy,

in the treatment of carcinoma of the cervix uteri,

it should be used only when the condition offers

reasonable assurance of a permanent cure. In such

cases the parametral regions should be free of

cancer; regional lymph glands should not be palp-

able; the bladder and the rectum should be normal;

there should be no evidence of hvdroureter or of

hydronephrosis; vaginal extension of the cancer,

when it exists, should be mechanically removable
with a liberal macroscopically noncancerous mar-

gin. Finally the patient should be a good operative

risk. Those who are old or obese or those who have
cardiac, pulmonary or renal disease should be

treated by radium rather than by surgery. Where
a vaginal route is chosen for hysterectomy in the

treatment of a malignant lesion of the cervix the

lesion certainly must be very early. It is our belief

that, in the presence of active pelvic inflammatory

disease and a carcinomatous lesion which falls into

Group-II. Ill, or IV, it can much more safelv and
conservatively be treated by x-radiation than by
surgery. I believe that in case of persistent pyome-
tra that responds poorly to drainage or to radia-

tion, surgery is seldom indicated. The Wertheim
operation, original or modified, has not been used

in our clinic, due to the fact that we have found

no cases that would fill the specifications of eligi-

bility for this procedure. We have had three Group-
I noncornifying, squamous-cell carcinomas of the

cervix uteri treated by simple panhysterectomy,

with one of these patients surviving for a period ol

seven years, the other two for nine vears. The lat-

ter two patients are still living and free of evidence

of residual malignancy. It is universally agreed

that x-ray treatment cannot destroy lymph nodes.

The logical treatment then would be surgical re-

moval of these nodes, which in most clinics, as in

ours, is not done.

We believe there is a definite place for a com-
bined radiation and surgical treatment. The sur-

gerv. naturallv. follows the course or courses of

radiation therapv with a given waiting period be-

tween the radiation and the surgery .This type of

treatment was discussed in detail by Babcock.2 in

a paper read before the Pennsylvania State Medi-

cal Society in September. 1947.

Dr. S. G. Henderson has been responsible lor

the radiation treatment of the patients in our tu-

mor clinic. The various types and combination

types of treatment used and the number of pa-

tients receiving each type of treatment is given in

Table X. A combination of intracavitary cone x-

radiation ( intravaginal) . external x-radiation and
radium was the most popular, 40 of our 100 pa-

tients having received this type of treatment with

19 (45' r i surviving five years or longer.

The next most popular mode of therapy was a

combination of intracavitary (intravaginal) and
external x-radiation. Twenty-six patients received

this type of treatment with 31 per cent surviving

five years or longer. Three patients were treated

with radium alone and two of the three lived five

years or longer. Three patients with Stage-I car-

cinoma were treated with a combination of radium

and surgery with a 100 per cent five-year survival.

As a general procedure factors used in x-rav

therapy by the intravaginal route have been 200

kilovolts, 15 to 20 milliamperes, and a total filtra-

tion of 0.7 mm. copper plus 1 mm. of aluminum,

and 47 cm. target-object distance. The dosage is

1.000 r (measured in air) daily up to a total of

10.000 to 12,000 r over three intravaginal areas.

For external treatment, four to six fields around
the pelvis are used with 200 to 250 kilovolts. 15 to

20 milliamperes. with a total filtration of 2.25 mm.
copper or Thoraeus 2 mm. plus 1 mm. aluminum
and 50 cm. target-object distance. Such treatment

is given fractionally over a period of four weeks

up to a total of 2.000 to 2.400 r, measured in air.

to each field.

As shown in Table XI a higher percentage of

five-year survivals in Stage-IV carcinomas was ob-

tained through a combination of intracavitary and

external x-radiation. rather than with radium, intra-

cavitary x-radiation and external x-radiation.

In Table XII the number of patients in each

clinical stage of cervical carcinoma is shown with

the percentage of five-vear survivals of each group.

The percentage of survivals drops sharply as the

e tent of the carcinomatous involvement increases.

It is interesting to note that (Table XIII) the

c rnifving and non-cornifving squamous-cell (epi-

dermoid) carcinomas show the same survival rate.

Both of our patients having adenocarcinoma died

in the fifth year.

One of the greatest problems in the treatment

of cancer of the cervix uteri, indeed cancer of anv

viscus, is the control of metastases. We have in

this <eries of 100 cases 13 cases in which the cervi-

cal cancer was completely destroyed leaving no

local evidence of the disease, but the patients suc-

cumbed to the ravages of metastatic involvement

two to five vears following the initial treatment.
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Metasiasls

Cancer of the cervix uteri may extend to any of

the neighboring organs or structures. The most
frequent extension in our series was into the cervi-

cal parametrium, the next most frequent into the

vaginal mucosa. Extension has occurred into the

corpus uteri, bladder and rectum; into the para-

metria], lumbar, iliac, mesenteric, peribronchial and
inguinal lymph nodes; and into the liver, kidneys.

pleural cavity, vertebral column, ribs, femur and
skull. In one of our cases which received a large

dosage of radium and x-ray therapy, there was no

gross or histologic evidence of cancer in the cervix

at autopsy, but widely scattered metastases were
found throughout the body. Immediately beneath

the skin of the abdominal wall and back in the

four portal areas used for x-radiation therapy,

multiple areas of cancer were demonstrated. We
have no explanation for this development. I wish

to emphasize the importance of remembering

that metastasis to the vagina, parametrium and
regional lymph nodes, if present at the time of

surgical operation, may be of microscopic size and

therefore escape detection by the ordinary methods

of examination. The rapidity with which a cancer

recurs and metastasizes determines in a large

measure its malignancy and consequently its cur-

ability. In six patients taken from this group of

100, extension of the carcinoma upward through

the lymphatics surrounding the ureters was dem-
onstrated.

St \i\iaky

Several conclusions based on autopsies can be

drawn. First, radium is contraindicated in pelvic

inflammatory disease. Second, the degree of ca-

chexia is out of all proportion to the quantity of

malignant tissue found. Third, the degree of ca-

1 and the degree of anemia bear no direct re-

lation to the amount of radiation used. Fourth,

carcinoma of the cervix uteri usually does not me-

tastasize widely. Fifth, hydroureter and hydro-

nephrosis occur in about 70 per cent of the cases

due to ureteral compression, scar tissue and tumor.
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TABLE II

Duration of Symptoms With Referenxe to Stage

Total

Clinical No. 2 Mos. 2 Mos. 6 Mos.
Grading Cases or Less to 6 Mos. to 1 yr. Over 1

I n 3 (27.3%) 2 (18.2%) 1 (9%) S (45.5%)

II 18 3 (16.7%) 8 (44.4%) 6 (33.3%)

m 22 6 (27.3%) 6 (27.3%) 1(4.=' 10 (45.5%)

IV 49 9 (18.4%) 18 (36.7%) 8 (16.4%) 14 (26.5%)

Note that most of th« patients had symptoms foi at least two months before presenting themselves for
examination ai d that a very high percentage of th<

\ atients had symptoms for two to six months before
consulting a physician.
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TABLE IV

Intestinal Tract Complications

Total

Clinical No. Melena Diarrhea Stricture Ulcer Tumor
Grading Cases Invasion

I 11 11
(9%) (9%)

II 18 1 1 2 1 1

(5.6%) (5.6%) (11.1%) (5.6%) (5.6%)

III 22 1 3 4 2

(4.5%) (13.6%) (18.2%) (9.1%)

IV 49 3 4 2 3 4

(6.1%) (8.2%) (4.1%) (6.1%) (8.2%)

The occurrence of melena. diarrhea, stricture, ulcer and tumor invasion is shown.

TABLE V

Urinary Tract Complications

Total

Clinical No. Cystitis Bladder Tumor Invasion Ureteral Obstruction

Grading Cases

I n 1 (9%) 2 (18.2%)

n 18 1 (5.6%) 1 (5.6%) 5 (27.8%)

in 22 1 (4.5%) 7 (31.8%)

IV 49 12 (24.5%) 1 (2.04%) 24 (48.9%)

The most striking thing in the above table is the incidence of ureteral pathology.
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TABLE VI

Survival Rates by Age Groups

Age Cases

(Vrs.) (No.) S-yr. Survivals Percentage..

30 2

31-35 15 4 26.6%

36-40 11 5 45.4%

41-45 13 7 53.8%

46-50 12 6 50.0%

51-55 17 6 35.3%

56-60 17 5 29.4%

61-65 7 4 57.1%

66-70 5 2 40.0%

71-75

76-80 1

TABLE VII

Clinical „ Average Race Average.

Grading
Ca<;r<:

^ ge White Colored Para

I 11 47 9 2 5

11 IS 48 17 14
III 22 47 16 6 3

IV 49 50 35 14 4

inety-one patients from our saries of 100 cases give a history of previous pregnancies. Most of these
were para-4 and 5 as shown above.
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TABLE VIII

Relation of Forms of Therapy to 5-Year Survivals in 100 Patients

Survivals

\o. Treatment No. Per Cent

2 None

2 Surgery 2 100

3 Surgery and radium 3 100

1 Surgery and X-radiation 1 100

3 Radium only 2 66.6

5 External X-radiation only

11 External X-radiation and radium 3 27.2

1 Intracavitar} X-radiation and radium

26 Intracavitary X-radiation and external X-radiation 8 31

46 Intracavitary X-radiation and external X-radiation and radium 19 41

TABLE IX

Relation of Forms of Therapy to 5-Vear Survival in Stage-4 Lesions

No. 5-Year Survivals

No. Per Cent

Intracavitary X-radiation and External X-radiation 21 7 33

Radium, intracavitary X-radiation, external X-radiation 15 2 13

TABLE X

Relation of 5-Year Survivals to Stage of Disease

Survivals

No. Per Cent

9 82

9 53

7 29

2 25

TABLE XI

Relation of Histologic Types to 5-Year Survival

Non-cornifying 26%

Cornifying 26%

Adenocarcinoma (2 died in 5th year) 0%
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Abnormal Vaginal Bleeding
Glenn S. Edgerton, M.D., Charlotte, North Carolina

ANY PHYSICIAN who deals with the female

patient is almost daily confronted with the

problem of diagnosis and treatment of abnormal

vaginal bleeding. After an accurate diagnosis is

made and adequate treatment is carried out, good

results may be anticipated in most cases.

First it is well to differentiate those cases in

which the hemorrhage is arising from some patho-

logical condition within the vagina from those in

which the origin is higher in the genital tract, or

in some remote organ or organs of the body, or

resulting from some constitutional disorder. Inflam-

mation of the mucous membrane of the vagina

may occur in infants, children and adults, and the

condition may be attributed to a number of etio-

logical factors. Among the more common are: for-

eign bodies, traumatism resulting from dyspareunia,

strong chemical douches, infected discharges from

the cervix and uterus; saprophytic, fungus, para-

sitic and gonorrheal infections; and the vaginitis

accompanying senility. Any of these agencies may
produce irregular vaginal bleeding. Among those

mentioned, the most common we have encountered

have been those cases of vaginitis resulting from

senile changes, trichomonas infections and cervi-

citis with erosion. Crossen states that only a small

percentage of women over 60 are entirely free of

symptoms resulting from senile changes in the

vagina.

Much valuable information may be gained bv
careful inspection of the vaginal mucous mem-
brane and cervix. Patients should be instructed to

refrain from douching for several days before ex-

amination so that satisfactory studies of the va-

ginal discharge may be performed. If the bleeding

is suspected of being vaginal in origin, the picture

is usually one of acute inflammation involving the

lining membrane. If no signs or symptoms sugges-

tive of vaginitis are presented, frank bleeding may
often be seen oozing from the external os, which

finding immediately eliminates the vagina as the

causative factor. Vaginal inspection also eliminates

the presence of neoplasms, venereal diseases, gran-

ulomatous lesions, etc.

The causes of abnormal uterine bleeding are best

classified as constitutional, functional and anatomi-

cal; but often no sharp line of demarcation can be

drawn, because, although the patient may be known
to have an anatomical lesion, the bleeding present

might well be functional in origin.

Presented before the Mecklenburg County Medical Society,
Charlotte, N. C, January 4th, 1949.

Among the more common constitutional diseases

in which abnormal bleeding may occur are syph-

ilis, diabetes, anemia, pulmonary tuberculosis,

chronic heart disease and various psychic and nerv-

ous disorders, any one of which by some unex-

plainable mechanism may produce prolonged uter-

ine bleeding.

While in most cases of abnormal uterine hem-

orrhage, a definite pelvic lesion of one form or

another can be demonstrated, there is still a large

group in which the most careful examination fails

to reveal any abnormality, and in which hemor-

rhage presents a serious problem. Formerly many
of these cases were explained on insufficient evi-

dence as being due to factors such as endometritis,

fibrosis uteri, etc. Now it is known that, while

these factors may play a part in some cases, they

are not concerned with the etiology of this partic-

ular group. Although menstrual disorders of this

type may be encountered at any age after the start

of menstruation, they are most commonly found

during the reproductive years. Schroeder found that

the functional group comprised 78 per cent of a

large series which came under his observation,

Buttner 51 per cent and Novak 54 per cent. Martz-

loff, Seitz, Novak and Schroeder reported that only

five to 10 per cent of their cases were found at

puberty or in early adolescence.

The bleeding encountered in this functional type

may assume the form of menorrhagia or metror-

rhagia, the former being more common. The me-

trorrhagia may be so prolonged as to run into the

next regular menstrual flow, producing continuous

bleeding. Of 66 cases studied by Novak and Martz-

loff, 62 gave a definite history of excessive men-

struation as to frequency, duration and amount.

No intermenstrual bleeding was noted in 30 cases

—a little less than 50 per cent of this group.

On the other hand, metrorrhagia with pro-

longed episodes of bleeding with no history of

periodicity was noted in 24 cases (38.8%). Amen-
orrhea or oligomenorrhea is commonly observed at

or near puberty and menopause. Of the groups

mentioned, this condition was present in 10.7 per

cent of the cases studied.

Numerous explanations were formerly given of

the causation of functional uterine bleeding, but

the correct clue was not advanced until 1928, when

Novak, Corner, Zondek and Schroeder studied the

ovarian and pituitary changes associated with this

condition. These cases showed the characteristic

finding of absence of the corpora lutea and persist-
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ence of the unruptured follicles, bringing about a

continued effect of folliculin or theelin, with a

complete failure of progestin, the corpus luteutn

hormone. Since the motivating hormones of the

pituitary, and over-production of folliculin, were

found to be mainly responsible for the production

of the proliferative phase in the endometrium, the

persistence of the latter was found to be associated

with a lack of progestin, resulting in the absence

of the secretory phase of the menstrual cycle, and

the finding of the typical Swiss-cheese endome-

trium. The imbalance of these hormones furnish us

satisfactory answers to most of our cases of func-

tional uterine bleeding.

Endometrial studies in these cases reveal it to

be intact; however, Schroder, after careful exam-

ination, pointed out that it contained many scat-

trede, small areas of necrobiosis with localized

thrombosis and small areas of desquamation. The
abnormal bleeding in some cases assumes such se-

rious proportions that it is difficult for us to be-

lieve its source could be in such small, scattered

areas. Therefore, most investigators are of the

opinion that there is an additional biological factor

which increases the permeability of the uterine

vessels, thus permitting a massive exodus of blood

by diapedesis, leaving the surface of the lining

membrane relatively intact. This "factor" or

"bleeding principle" is thought by Hartman to

have its origin in the anterior pituitary. The find-

ing of typical endometrial hyperplasia in cases of

amenorrhea of long standing leads us further to

conclude that some such intrinsic factor is the

underlying cause.

Abnormal menstruation occurring at, or shortly

after, puberty can usually be attributed to a func-

tional disorder. Pelvic examination is done only to

eliminate the occasional rare case of pregnancy,

post-pregnancy, and the neoplastic, inflammatory

and tuberculous diseases. On the other hand, ab-

normal bleeding occurring in older women, more

especially those near the menopausal age, presents

an infinitely more serious problem, and a diagnos-

tic dilation and curettage is certainly indicated in

all cases in which no other cause can be found. It

is a hazardous practice to temporize with endo-

crines, oxytocics and other measures, when there

is a very strong possibility that the patient with

whom we are dealing might already be a victim

of a corporeal cancer. It is in this age-group that

administration of large doses of estrogen frequently

complicates the picture by producing irregular

bleeding. Serious hemorrhages frequently recurring

in young women after repeated curettages consti-

tute one of the most trying problems in gynecologi-

cal practice. Fortunately, most all of these cases can

be controlled with some form of organo-therapy

and curettages; but there still remains an occa-

sional rare case in which all forms of conservative,

treatment fail and more radical surgery, or radio-

therapy in sub-sterilizing doses, has to be instituted

in order for the patient to maintain a normal level

of health.

Of the anatomical lesions causing abnormal uter-

ine bleeding, retained gestational products follow-

ing either lull-term delivery, or more often abor-

tion, have been found to be the most common
etiological factors. Large masses of placental tissue

may be retained for a considerable time with little

or no bleeding, while in other cases alarming hem-
orrhage may occur from very small fragments of

retained chorionic tissue. The hemorrhage is most
likely due to the opening of large venous spaces

which may or may not have become incorporated

in the uterine wall as a placental polyp.

Uterine myomata are said to be the second most
frequent anatomical cause of abnormal uterine

bleeding. Xo cases have been reported before

puberty and only a few before 19 years of age.

They are seen less frequently between 20 and 30
than in the following decades. Graves estimated

that the clinical incidence of myomata reached its

peak at the age of 45, after which it gradually

diminished. He also revealed from autopsy reports

that 20 per cent of all women over thirty-five were

myomatous to a greater or lesser degree. Albrecht

and Schroeder, in reviewing a large number of

cases, found that 75 to 80 per cent of myomatous
bleeding was menorrhagic in type. They also

warned that post-menopausal bleeding from a

myomatous uterus was a grave symptom which

called for immediate investigation. Conservatism is

the watchword in the management of these cases

in the third and fourth decades, surgical interven-

tion being dependent upon the size, position and

rapidity of the growth, the amount of the abnor-

mal bleeding, and the degree of pelvic discomfort.

Cancer of the cervix uteri and of the corpus uteri

are the two most serious causes of abnormal uterine

bleeding. As we are aware, cancer is no respecter

of age, but it is encountered most frequentlv be-

tween the ages of 35 and 60. In a study of 387

pateints with cancer of the cervix uteri at Johns

Hopkins Hospital, Martzloff found that 66 per cent

were between the ages of 36 and 55 years, 18 per

rent were under 36 years, and 29 per cent were

past the age of 50. Cancer of the corpus uteri is

more commonly seen in a slightly older age-group,

the greatest number of cases being seen during the

sixth decade of life. Of 102 cases reviewed at Me-
morial Hospital, New York City, Healy found that

the average was 54.7 years. His youngest patient

was 19 years of age, the oldest 76. Only four pa-

tients were under 40. The ratio of cancer of the

cervix uteri to corporeal cancer has been reported

by investigators as ranging from 6 to 1 to 8 to 1.
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Irregular vaginal spotting or bleeding, especially

after coitus, douching, stools or examination, is of

great significance. Hemorrhage from the uterus in

a woman definitely beyond menopause must be

regarded as positive evidence of cancer until thor-

ough examination demonstrates conclusively that

no malignancy is present.

Benign polypi of the cervix and body of uterus

are likewise not uncommon causes of irregular va-

ginal bleeding. Cervical inspection is all that is

necessary for diagnosis of the cervical type, but

the corporeal variety is usually not revealed until

routine pathologic examination of the uterus or cur-

ettings is done.

Whereas bleeding during the early months of

pregnancy is most likely due to threatened abor-

tion or possible extra-uterine pregnancy, on rare

occasions hydatidiform mole might be the under-

lying cause. Schumann estimated that the incidence

of this condition was about 1 in 2,000 pregnancies.

Moles are thought to precede chorioepithelioma in

about 50 per cent of the patients, whereas only

about 5 per cent of the moles are followed by the

development of chorioepithelioma. The three most

definite evidences of their presence are: enlarge-

ment of the uterus to a size greater than that of a

normal pregnancy of a corresponding duration, ex-

trusion of one or more of the" typical grape-like

vesicles, and exaggeration of the Friedman test to

2 to 3 times that of a normal pregnancy.

Chorioepitheloma, one of the most malignant tu-

mors known, must be kept in mind constantly when
dealing with cases of hydatidiform mole. They are

usually encountered within a few months, or one

or two years, after parturition, abortion, or mole

pregnancy; but one case has been reported as oc-

curring 31 years after emptying the uterus of a

mole. Persistence of the anterior pituitary hormone
test to 7 or 8 times its normal value, and patholo-

gic examination of the uterine curettings, quickly

reveal the nature of the condition.

For many years we have been aware of the in-

creasing frequency of ectopic pregnancy as a cause

of irregular vaginal bleeding, and consequently the

mortality has been reduced considerably. Occasion-

ally some of the unruptured cases in obese patients

are most difficult to differentiate from early incom-

plete abortions, inflammatory adnexal disease and

persistent corpus-luteum cysts. A careful history,

close observation, Friedman test, and more re-

cently gynecography in some of the clinics, have

improved the diagnostic accuracy, and better re-

sults are being obtained.

Finally the importance of the ovaries in the

etiology of uterine bleeding must be constantlv

kept in mind. These organs play host to a great

variety of tumors, benign and malignant, that are

capable of bringing about physiological changes

which may manifest themselves in palpable pelvic

tumors, pain and uterine bleeding. Many of these

patients are symptom-free until routine pelvic ex-

amination discloses masses in one or both adnexal

regions. In a series of 109 cases analyzed by Nor-

ris and Vogt, 42 were reported due to the discovery

of a mass, 39 due to pain and 30 due to abnormal

uterine bleeding. Thirty-seven of these patients

complained of dysuria and 18 gave a history of

weight loss.

In summary, abnormal vaginal bleeding is a con-

dition which warrants careful and thorough inves-

tigation. Its causes are many and the outcome is

dependent upon correct diagnosis and treatment.
—Professional Building

Night Cramps in the Limbs Cured by Quinine

All of us would be glad to know what to do for

our patients who have cramps, particularly leg

cramps, worse at night.

Moss and Herrman1 say 3 grains of quinine sul-

phate at bedtime is adequate in many cases. If

cramps begin before retiring, 3 grains are to be

given after supper and repeated at bedtime.
I. H. K. Moss & L. G. Hermann, Cincinnati, in Am. Heart

JU, V 35 (1948).

A plus 40 or 50 BMR is common in patients

with, congestive heart failure who need not ex-

hibit dyspnea or cyanosis.
—Cardiovascular Diseases (Lippincott) .

Precocity in a Girl Aged 5: Due to Stilbestrol

Inunction
(C. H. Whittle, M.D., and A. Lyell, M.B., in Proc. Royal So-

ciety of Medicine, England, Nov., 1948)

(Case reported May 20th, 194S) This child had total

alopecia from 1 year of age after chickenpox and otitis

media. In December, 1947, she was given stilbestrol oint-

ment 0.5% to rub into the scalp, and the mother con-

tinued to use this for 13 weeks. After ten weeks' treat-

ment vaginal bleeding occurred, was fairly heavy for a

week, and continued for four weeks, for the last week of

which she was in hospital.

For the last two or three months there has been deep

pigmentation of the areolae of the breasts, and the breasts

have become prominent. There is deep pigmentation also

of the trunk.

Investigation in hospital shows a healthy well-grown

child, with rather a deep voice. The scalp hair appears to

be growing: eyebrows present, eyelashes, on both upper

and lower lids, scanty on lower. No pubic or axillary hair.

Dosage: 2 ounces of ointment (emulsifying base) yield

240 mg. of stilbestrol—or 2.7 mg. daily if all were ab-

sorbed.

Special Examinations: (1) 17-ketosteroid output 1-7 mg.

per diem, i.e., normal. (2) X-ray of the skull—sella turcica

normal.

Nephrectomy was performed on a child 9 years of age,

with extreme hypertension due to unilateral atrophic pye-

lonephritis. The blood pressure, the urine and the chemi-

cal content of the blood remain normal now, 24 months
following the operation. The pronounced hemorrhagic re-

tinitis evident before the operation was no longer present

at the time of last examination.—B. M. Gasul et al., in

Jour. A. M. A., Jan. 29th.
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DEPARTMENTS

HUMAN BEHAVIOUR
Rex Blan kinship, M.D., Editor, Richmond, Va.

MANAGEMENT OF THE ACUTELY
DISTURBED MENTAL PATIENT

Frequently the question is asked how to best

facilitate the hospitalization of an acutely disturb-

ed patient. In most instances, the physician is not

called until the acute phase develops, even thougn

the family might have noted changes in the indi-

vidual's behavior for some time. The dramatic

change that demands attention to the abnormal

state is usually the manifestation of acute excite-

ment, profound depression, bizarre behavior or

suicidal threats or attempts. When these changes

occur emergency treatment is imperative. The
establishment of control is essential to avoid danger

both to the patient and to others, and from finan-

cial, moral and business involvement. Obviouslv
:

hospitalization is the first consideration.

Before confronting the patient with hospitaliza-

tion, accord should be reached with the responsible

members of the family, and arrangement with the

hospital should be made for admission. Proper

consideration of financial arrangements beforehand

will obviate moving the patient from one hospital

to another, which, in most instances, is detrimental

to the progress of the patient. In the event that

the patient, when properly approached, is unwill-

ing to accept the decision, it is often necessary to

resort to certain legal steps, such as commitment,

court order, or, in the case of indigency, action by
the Department of Public Welfare, depending upon

the diagnosis and urgency of immediate control.

No hospital can detain a person against his will

unless legal steps are taken to do so.

After all plans have been completed, then an

effort should be made to explain them simply and

frankly to the patient. If his cooperation is ob-

tained, the hospitalization can be brought about

smoothly. If the patient is unwilling to accept the

decisions of his physician and family the way is

still clear for action in his best interests. It is not

wise to allow much time to elapse after discussing

plans with the patient before putting them into

effect. Most patients rightly, in my experience,

resent subterfuge, deceit, trickery, and being

"knocked out" with drugs in order to facilitate

hospitalization. If the physician is honest and firm

in his explanations and decisions, the patient will

appreciate the doctor's attitude later even though

he may be resentful and abusive at the time.

GENERAL PRACTICE
William R. Wallace, M.D.. Editor, Chester, S. C.

PSYCHIATRY FOR THE GENERAL
PRACTITIONER

An understanding of the emotional and per-

sonality nature of their patients is essential for

general practice. Of the advances made in psychia-

try in the present century, one of the most impor-

tant is general recognition of the fact that dis-

orders of the psyche make up a large part of gen-

eral practice and that the practitioner can do just

as much for most such patients as can the psychia-

trist. Many ill patients show no physical signs of

disease but the presence of physical disease does

not exclude mental conflicts.

Wall's1 exposition of this subject is given in

brief.

Many patients presenting somatic symptoms of

anxiety and exhaustion states are ambulant and
can be successfully treated by a physician who has

a reasonable knowledge of psychiatry as now
taught in our medical schools, though not a spe-

cialist. Of course, such patients should be given a

thorough examination to eliminate serious organic

disease. Prolonged and unnecessary examinations

and treatments should be avoided, an early diagno-

sis of an emotional or neurotic condition being im-

portant to prevent patients from thinking that

their neurotic condition is actually some obscure

physical ailment.

A psychiatric examination, like a physical, fol-

lows recognized guides. The life setting in whicn

the symptoms first developed is especially impor-

tant. The approach to patients who have heart dis-

ease, or who only think they have, is most impor-

tant and may mean the difference between invalid-

ism and a reasonably satisfactory and useful life.

These patients frequently have unnecessary fears

and can be taught to better understand their con-

dition. Early diagnosis and treatment is also im-

portant with the more serious psychiatric disease.

A more healthy view is now taken of sex and

marriage, especially by younger people, and it is

important that physicians aid this trend. Parent-

hood is often not properly understood, especially

by the male parent. Both parents need aid in psy-

chologic adjustment to parenthood. Physicians

should be on the watch for the development of

emotional disorders in young people in order that

they may be properly treated before adequate re-

adjustment becomes almost impossible. Early

symptoms of depressive reaction should be differ-

entiated from milder states. Emotional disturbances

associated with the climacteric and old age require

1. J. H. Wall, General Practice Clinics, Oct., 1938.
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special attention for both men and women. Older

people should be encouraged to develop hobbies,

simple occupations, or diversions to keep them oc-

cupied.

THERAPEUTICS
J. F. Nash, M.D., Editor, St. Pauls, N. C.

A SATISFACTORY ANTISPASMODIC COM-
BINATION" FOR USE IN VARIOUS

MEDICAL CONDITIONS

An antispasmodic combination consisting of

extract of belladonna leaves, 11 mg., homatropine

methyl bromide 2 mg. and phenobarbital 16 mg.

per tablet* was used by Hertz 1 in a series of 66

cases comprising various medical conditions in

which relaxation of smooth muscles or depression

of the vagus, or both simultaneously, were deemed

advisable. The results are reported as highly satis-

factory.

Conditions in which this antispasmodic mixture

was found useful were many and varied, as shown

in the following table:

In a series of 66 cases of various types of med-

ical conditions treated by the antispasmodic and

sedative combination known as Amalgin, 53

(80.3%) showed complete remission and 60

(90.97c) showed great improvement. These re-

sults were highly gratifying to the clinician and

the patients.
•The medication used in this series of cases was Amalgin, man-

Drug Company. Inc., 95 Madison Ave-

'w York, in Medical Times, Jan.)

used i

ufactured by the Amfre
niie. New York 16, N. \

1. Lucius F. Herz, N

TABLE I

The Results of Amalgin Therapy in a Series of 66 Cases

Number with

Number Complete

Diagnosis of Cases Remission Remarks

Biliary Colic 5 4 1 complicated by stones

Pylorospasm and 9 7 1 malignancy— 1 other

Cardiospasm

Peptic Ulcer* 22 16 4 obtained temporary relief

—2 required surgery

Bronchial Asthma
Coronary Sclerosis and

5

4

5

4

2 complicated by emphysema

Angina Pectoris (No cases

of thrombosis)

Constipation. Colon Con-
sciousness, Spastic Colitis

and Non specific Ulcerative

Colitis*

Paralysis Agitans

in therapy and fluid

Partial re-

mission in 3

olitis; antacids, "diet,

1 case of nonspecific ulcera-

tive colitis obtained some re-

lief. Surgery recommended
Uncomplicated cases such as

Dietl's crises. Stones not

found

Marked improvement of

symptoms, tremor apprecia-

bly decreased, gait improved

amin therapy and fluid regulation

DERMATOLOGY
For tin; issue, Victor R. Hirsciimann. M.D., Editor,

Durham, N. C.

MAI NTA IX I \"G A PROPHYLACTIC
APPROACH TO DERMATOLOGIC

TOPICAL THERAPY
The majority of dermatoses are due to phy-

siological dysfunction of the skin rather than to

any demonstrable etiological agent. Because of this,

very few specifics can be found in the armamenta-

rium of therapeutics. Finding the cause of the func-

tional disturbance and taking measures to correct

it will usually yield better results than the appli-

cation of topical medicaments. The guiding princi-

ple in local therapv is to do no harm to the skin.

Many diseases are self-limited, and if the skin is

supported and protected, the affection will subside

within a reasonable period. Such a simple condition
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as dermatitis venenata, which would normally sub-

side within a period of ten to twelve days if only

protected, mav become a formidable problem if

over-enthusiastically treated.

The proper selection of the type of the medica-

ment is often more important than the active in-

gredients. To apply an ointment to an actively

exudative lesion will almost invariably bring about

disaster, while the application of a saline compress

would probably bring relief.

Much of a sensible conservatism is succinctly

expressed bv Ingraham 1 in a recent article in the

British Medical Journal and is quoted herewith.

"Local applications are rarely to be employed as

therapeutic weapons; seldom is it desirable to at-

tack. The purpose of local treatment is commonly

to support and protect the skin to effect its own

recovery, to improve the conditions under which

it is functioning. For that reason the character and

form of the application, its physical qualities, and

the manner in which it is employed and applied

are of more importance than the ingredients." "A
point of major importance in treatment is to re-

member that the disease affects a human being and

not a laboratory diagnosis; that the disease has a

natural history and tends to run a natural course

of its own: further that its presence automatically

sets in action a varietv of defense mechanisms

about some of which we may understand a little,

but about many of which we certainly know noth-

ing. It is undoubtedly these defense mechanism-

which ultimately effect a cure, and we must be

careful not to interfere with or harm their activi-

ties, and must cut across them only with caution

In short, even with the most modern and scientific

weapons it is still the patient and not the disease

that must be treated."

With the exception of the limited number of

specific medicaments all that can be accomplished

by local therapy is epitomized below:

1. Cleansing (baths, soaks, compresses, oils)

2. Soothing (baths, soaks, compresses, powders.

lotions, etc.)

3. Antipruritic action (tars, local anesthetics,

phenolic substances, menthol, etc.)

4. Counterirritation (tars, camphor, menthol,

etc.)

5. Antisepsis (gentian violet, boric acid, ammo-

niated mercury, sephiran, etc.)

6. Maceration (compresses, ointments)

7. Keratolytic action (salicylic acid, resorcin,

compounds, anthralin, etc.)

8. Absorption (starch, zinc oxide, talc, etc.)

Q. Keratoplasty (tar and calicylic acid in weak

concentrations, etc.)

10. Emollient act :on (ointment.- and oils)

I. John T. IngRAHAM: British Medical Journal, July

J4th. 1

11. Astringency (witch hazel, Burow's solution,

potassium permanganate, etc.)

12. Protection (plasters, pastes, boots)

13. Support (elastic bandages, stockings, pres-

sure dressings).

Bearing in mind that one is attempting to ac-

complish certain end results physically, rather than

through any specific action of the agent toward the

disease entity, the medicament and its form should

be chosen to effect that result with the least inter-

ference with the normal reparative powers of the

skin. For example, in the treatment of stasis ecze-

ma the primary physical conditions to be met are

cleansing, antisepsis, then absorption, protection,

and support.

The proper selection of the physical character-

istics of the therapeutic agent both according to

the stage of the disease and its anatomical location

is of utmost importance in prevention of causing

undue suffering and prolongation of the disease.

This as well as other general principles will be cov-

ered in the list of "Do's" and "Dont's."

Things to do—
1. Develop a simplified list of remedies and

know what they can do, beneficially and det-

rimentally.

2. Recognize the stage of the disease and treat it

according to its characteristics. Compresses,

s iaks, baths for exudative lesions, then lotions

and pastes, finally unguents.

3. Make a diagnosis, and if this cannot be done

definitively treat conservatively until the

diagnosis becomes evident.

4. Use general medical principles to the fullest

extent. Treat the patient as well as the local-

ized condition.

5. Place diseased parts at rest.

6. Protect from eager hands and eager relatives

7. Continue applications as long as efficacious.

Step up tempo of therapy cautiously.

8. Discontinue agents immediately upon appear-

ance of any untoward reaction.

9. Be sure your patient understands how, when,

and wrhere to use medicaments, give him a

written brief.

10. See patients at frequent enough intervals so

that adverse changes can be detected early,

and advise the patient to cease treatment if

there is any regression.

1 1

.

Patch test when in doubt of the effect of any-

new agent. Always try a new agent on a por-

tion of the disease before applying it to the

total.

12. Pay attention t<> whit the patient says about

previous experiences and sensitivities. Ask

about these.

13. Have patience.

14. Tell the patient he cannot wash any derma-

titis awav. He will usually try to do it.
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Things not to do—
1. Apply ointment to flexures and intertriginous

areas during the day.

2. Use chemotherapeutic and antibiotic agents

which are given orally or parenterally on the

skin as they are quite prone to sensitize.

3. Use local anesthetics on the skin without ade-

quate patch testing.

4. Use ointments on exudative lesions or vesi-

cular lesions.

5. Become impatient.

o. Fail to get a serological examination.

7. Fail to recognize the patient as a whole.

8. Attack the disease.

9. Continue treating a case which remains a

problem. Refer it.

PEDIATRICS
Albert M. Edmonds, M.D.. Editor, Richmond, Ya.

EARLY IMMUNIZATION AGAINST PERTUS-
SIS, DIPHTHERIA, AND TETANUS 1

Early in the course of pediatric education it

was felt that the newborn infant was fully able to

develop antibacterial and antitoxic substances.

Hirszfeld, in 1926, but forth the theory that the

ability to produce antibodies is not complete until

maturation of the various organs and tissues has

occurred. This teaching has persisted until quite

recently.

If immunization against pertussis be delayed

until after six months of age, no protection is af-

forded during the period of greatest risk of mor-

b
:

dity and mortality. In view of this some recently

have tried immunization procedures in the earlier

months and have found that protection resulted.

The protection may not be quite as complete as

that resulting from later immunization schedules:

however, there were very definitely fewer cases of

pertussis, and these in turn experienced a negligi-

ble mortality rate and much reduced morbidity

Some authors have advocated a course of pertussis

vaccine for the mother before delivery, particularly

if the mother has not herself had pertussis. This

procedure will generally result in the mother's

trjnsferring antibodies adequate to protect her off-

spring for four to six months.

Recently 198 normal, full-term infants were im-

munized against pertussis, diphtheria and tetanus

with a triple combined vaccine bv means of three

injections at four-week intervals. The material used

for inoculation consisted of aluminum-hydroxide

adsorbed tetanus and diphtheria toxoid, to which

wa« added 20 billion c.c. phase-T H. pertussis or-

ganisms. An initial dose of 0.5 c.c. was given at

one week of age. followed by 1.00 c.c. at five and

nine weeks of age; and a booster dose was given at

six to twelve months. The results were evaluated

by means of the antibacterial and antitoxic anti-

bodies produced. The antibacterial and antitoxic

titrations are not exactly correlated with clinical

immunity; however, the correlation is sufficiently

close to be used interchangeably.

One month after the third injection, tetanus anti-

toxin levels were found to be protective in all in-

fants tested. Eighty-four per cent of the same

babies had a protective level of diphtheria anti-

toxin; after the booster dose this figure rose to 99

per cent. Sixty per cent of these same children had

protective titers against pertussis. A booster dose

did not change this figure. The reactions in the

series reported were not very severe; however, five

sterile abscesses did result from 403 injections.

There is a new triple vaccine now on the market

which was not used in this series. This vaccine

causes far fewer reactions; therefore, the reactions

in this series are not a true picture of this phase

of the problem as it now exists.

Since it has been shown that early immunization

is productive of adequate protection during the

period of greatest risk, it would seem that early

immunization, starting by 2'/2 or three months of

age, is both desirable and necessary. At least per-

tussis immunization should be begun at this time,

and, if one chooses, diphtheria and tetanus im-

munization may be done later.

1. Abstracted from :

Pediatrics, Jan., 1949.
cle by A. Di Sant'Agiiese, M.D.,

HOSPITALS
R. B. Davis, M.D., Editor, Greensboro, N. C.

WHAT IS THE FUTURE OF SMALL
HOSPITALS?

A few yeaks ago one was continually hearing

that small hospitals would soon be closed. Today,

one is continually hearing that small hospitals must

be built at every county seat, in order to render

adequate medical service to the rural sections of

the country. Which one of these opinions will pre-

vail?

From whom did these opinions originate? One
did not hear the continual decrying of small hos-

pitals from the citizens being served by these hos-

pitals. It was from the medical and nursing profes-

sion that the criticism of inadequate and unsatis-

factory service of the small institution was broad-

cast. It was the members of the profession who

called themselves leaders and who were connected

wilh large institutions and frequently those con-

dueling medical schools. If the writer's information

is correct, it is this small group of individuals thai
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are now propagandizing the necessity for building

small hospitals at enormous cost with tax money,

contributions by private individuals, or a combina-

tion of the two.

One wonders what it is that in so short a span

of years caused intelligent people, who are looked

upon as leaders, to about-face without giving the

rest of the profession a plausible reason. Appar-

ently, the only reason advanced is that qualified

doctors will not go into practice in a small com-

munity unless that community sees to it that he is

given an expensive building, with expensive equip-

ment, all expensively operated, to do his work in.

Can it be possible that the medical profession is

demanding such a drain on the economy of the

community before he will agree to render his ser-

vices to sick humanity? If this is true, then there

must be something wrong with the young doctors

graduating today. If so, what is wrong?

Are not the young people of today interested in

the same things as their fathers and mothers,

grandfathers and grandmothers, were interested in?

Particularly in the matters of happiness, content-

ment, security, the welfare of their loved ones,

friends and community pride? If they have lost

these fine qualities it must be due to their educa-

tion which all will admit has changed tremendously

during the last 50 years.

What can then be said of the present-day method

of educating doctors, dentists and nurses? Many.

many people within and without the profession

have expressed themselves to the writer. Almost

unanimously they say that there is too much em-

phasis upon rare diseases and conditions, too little

upon diseases and conditions of every-day occur-

rence. Further, that students are taught to diagnose

and treat diseases only in or at the door of large

hospitals with tremendously expensive equipment

that make no pretense of balancing the budget

and pay scant respect to the importance of the

doctor-patient relationship.

Those responsible for these teachings are the

same ones who are advocating a flock of small

hospitals for the convenience of their students, now

become doctors, whom they have taught to be help-

less without a multiplicity of expensive diagnostic

tests, rooms at $10.00 a day and up. and one to

three nurses at $8.00 to $10.00 a day, each. It is

n > small wonder, therefore, that these young doc-

tors are afraid to enter general practice in the

small community. Those responsible for instilling

this fear complex now tell us that it is our burden

to cure the complex by building expensive institu-

tions for these doctors, dentists and nurses to

work in.

The author herewith presents his opinion con-

cerning a remedy. First, reduce the number of

years in college required of the student before he

can enter medical school. Second, reduce the cost

of medical education by using all of the physical

equipment and the time of the teachers more eco-

nomically. Third, admit twice as many students,

teaching two shifts of classes and teaching only

what is necessary to make a good general practi-

tioner. Fourth, admit a much larger percentage of

boys from rural sections who will agree to return

t i a rural section and practice general medicine for

a period of three to five years, regardless of wheth-

er or not there is a hospital in hollerin' distance.

And fifth, to those who have served as a general

practitii ner for such a period make opportunity

available first to them for specializing if they so

desire.

In the past small hospitals have, for the most

part, been operated by private money and effort.

Who can conceive of the economical administration

of a 50-bed hospital through and by politicians?

Every small hospital, like every small child, needs

a daddy. Too few trustees, and especially political

trustees, are willing to spend enough time studying

the problems of the operation of small hospitals.

Therefore, if small hospitals are to continue to

operate on a satisfactory basis we must prepare

some one to daddy them. In the past this burden

has usually fallen on an M.D. Is there any part of

any medical curriculum today that teaches any-

thing about the operation of a small hospital?

There are courses in several of the large institu-

tions known as Hospital Administration courses.

But these are few, and too far from the high school

graduate. If one has to be a college graduate be-

fore he can enter this field, economical provision is

impossible. Small hospitals will remain through

many years to come, but they must be under the

watchful eve of interested medical personnel, with

the help of business administrators where this is

practicable.

DENTISTRY
J. H. Guion, D.D.S.. Editor, Charlotte. N. C.

THE INFLUENCE OF ASCORBIC ACID
SALTS AXD ORANGE JUICE ON

DENTAL ENAMEL
A contribution of value to dental caries pre-

vention is made by Ruskin and associates. 1

Dissolution of dental substance by lemon juice

is commonly observed by the dental profession,

particularly in connection with advancing caries in

childrtn. Frequently, the fibers of crushed orange

would be found between the teeth, and the caries

would be observed in relationship to these deposits.

An investigation was undertaken to determine

1. S. L Ruskin. et al., in Am. J. Digest £>«., 15:302, 1948.
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whether the sodium and calcium salts of ascorbic

acid would be free from the enamel-attacking ac-

tion. For this purpose five groups of teeth were

utilized, in each group one tooth with beginning

cavitation. The teeth were placed in beakers con-

taining the following solutions: Group 1, 10% so-

lution of ascorbic acid; Group 2, 10% solution of

sodium ascorbate: Group 3, lC/c solution of cal-

cium ascorbate: Group 4, fresh orange juice;

Group 5. water. Solutions were changed daily and

the teeth were kept immersed for one week.

In teeth exposed to ascorbic acid, virtually the

whole enamel showed a thick layer of disintegrat-

ing substance. Areas of cavitation became greatly

enlarged. Root areas, while not attacked, showed

a yellowish discoloration.

Teeth exposed to sodium ascorbate revealed no

enamel disturbance, or increase of cavitation. The
tooth roots showed a yellowish color but there was
no color change of the crown.

Teeth exposed to calcium ascorbate revealed no

enamel dissolution but rather a deposition of the

calcium ascorbate on the surface of the whole tooth

covering the root as well as the crown. The area

of cavitation also showed deposition of calcium

around the edges and in the cavity tending to fill

the cavity itself. This deposit resembled the normal

calcium salt depositio nof "tartar" of teeth.

Teeth exposed to orange juice revealed little or

no evidence of enamel dissolution over intact sur-

faces. However, where cavitation occurred, there

was a rim of enamel dissolution around the border

of the cavity, indicating that the exposed enamel,

wherever a carious invasion has already occurred,

was particularly vulnerable to the attacking orange

juice. Tooth roots showed but little color change.

There was no evidence of roughness of the enamel

or the general dissolution that was seen with ascor-

bic acid.

It appears from these experiments that the nor-

mal drinking of orange juice will not influence the

enamel of the teeth except where cavitation has

already been produced. Under these circumstances

it appears extremely important that all dental cav-

ities should be promptly filled, particularly in chil-

dren. Also where vitamin C is indicated, the use of

ascorbic acid should be replaced by a neutral salt

such as sodium or calcium ascorbate, both of which
fail to show anv involvement of the dental en-

amel.

Rapid Simple Blood Sugar Test
(J Kliebcrt, Jerusalem, in Am. J. Clin. Path., 18: 551-553, 19481

The lest i< said to be valuable in emergencies and exact

plough In indicate the effect of protamine zinc insulin.

Both hyper- and hypoglycemia can be determined rapidlv

;md easily without special equipment. A 20% solution of

KOH and a 20% solution of trichloracetic acid are the

only chemicals needed. Apparatus consists of an ordinary

funnel, filter paper, test tubes, burner, and pipets or glass

syringe for measuring fluids.

About 4 c-c. of venous blood is run into a test-tube con-

taining an equal amount of trichloracetic acid. The mix-

ture is vigorously shaken, allowed to stand a few minutes,

and filtered. 1.5 c.c. of a 2% solution of KOH is added
and the fluid boiled for 1^> or 2 minutes.

A glass pebble should be added or the tube shaken dur-

ing boiling. If several test-tubes are prepared simultane-

ously in a water-bath, heating time is increased to five

minutes, but prolonged boiling is avoided.

If testing has to be delayed, a little fluoride should be

mixed with the blood to prevent coagulation and glycoly-

sis.

Normal blood sugar produces a light lemon color, mod-
erate glycemia a deep fellow shade, extremely high values

an orange hue. Hypoglycemic samples are very light yellow

or may be completely colorless.

Since the color does not change for 12 hours, the morn-
ing test tube may be saved for comparison with blood sam-
ples taken at intervals during the day.

GENERAL PRACTICE
James L. Hamner, M.D., Editor, Mannboro, Va.

ARACHNIDISM—CALCIUM GLUCONATE
HIGHLY EFFECTIVE

The black-widow spider is greatly increasing

in numbers and invading the larger cities. These

spiders are found, besides in outdoor privies, also

in beds, garages, automobiles and tents and even

high in office buildings, according to Greer,1 who
goes on to emphasize the fact that many spider

victims are subjected to needless operations be-

cause the symptoms often simulate acute surgical

conditions of the abdomen.

His description of the symptoms is vivid. A
victim of the black-widow spider, an hour after a

bite, writhes in agony, terror-stricken, and express-

ing fears of death. The syndrome, as presented by
six patients bitten by the black-widow spider ob-

served in a 7-day period in an overseas tropical

area, usually followed one pattern: transient se-

vere local pain at the site of the bite; rapid local

edema and redness; in 10 to 15 minutes a "burn-

ing sensation" that spread from the site and soon

involved the whole body, passing off in 20 to 30

minutes; a sudden abdominal pain, often cramp-

like; cramp-like pains in the legs, arms and back;

general weakness; restlessness and extreme fear re-

action; headache, nausea and vomiting; and burn-

ing of the soles of the feet—this symptom may be

pathognomonic.

In children there may be convulsions, which are

extremely difficult to control. Other possible symp-

toms are paralysis, cyanosis, dyspnea and urinary

retention.

The site of the injection usually showed ery-

thema with mild edema (in 2 cases the site was

not evident) : a board-like abdomen, non-tender to
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palpation; hypersensitivity of the skin; call" mus-

cles were tender to palpation; two patients were in

profound shock with b. p. unobtainable (the other

4 had normal or slightly elevated b. p.); motion

of extremities was limited by muscle spasm, and

flexion was a prominent feature; the t. was normal

or only slightly elevated: the p. was slow, being

80 or under; moderate leukocytosis; and the two

patients presenting a picture of profound shock

showed albuminuria.

The patients in this series were immediately

given 10 c.c. of lOVf calcium gluconate intraven-

ously. Subsequently they were given a saline infu-

sion containing 10 c.c. of 10% calcium gluconate.

An ice bag was applied to the affected area. Relief

was obtained in a short time in all cases and was

followed by profound sleep. The patients were out

of bed the next day and back to duty on the 4lh

day. Even the two patients in profound shock re-

sponded. No morphine was used and antivenin was

not available.

1. Wm. E. R Greer. Boston, in New Eng

UROLOGY
Raymond Thompson, M.D.. Editor, Charlotte. N. C.

ACUTE NEPHRITIS IN CHILDHOOD
Diseases of the kidney or disturbances of kid

ney function are common in childhood. Congenital

malformations and infection are the most common
in infancy and continue to give trouble in older

children, but nephrosis and acute nephritis become
the more common diseases after the first year. The
disease usually follows a streptococcus infection, a

sore throat or scarlet fever, but may at times fol-

low impetigo, pneumococcus or staphylococcus in-

fection. Acute nephritis is an alarming condition

at any period of life. Dodd 1 covers the subject well

and gives a reassuring prognosis for cases treated

with magnesium sulphate.

Tvpicallv. a child has an upper respiratory in-

fection; as he is recovering he does not seem well:

has a headache; face, feet and ankles swell: he

vomits and his urine is brown or red. There is

slight or no fever, moderate brawny edema without

much pitting; b. p. is elevated; liver enlarged,

often somewhat tender; heart rate fast with a sys-

tolic murmur or gallop rythm. or slow—fifty to

sixty; urine of high sp. gr., contains red blood

cells, albumin and casts. Acute nephritis can occur

and yet no changes be found in the urine.

The prognosis generally is good—an incidence

of less than 2% of chronic nephritis developins

after acute nephritis, in the acute stage of nephritis

the fatalities are 2%.
Bed rest tends to lower b. p.. decreases the bur-

1. Katharine Dndrl in Cincinnati Jour of Med., Tan.

den un heart and kidneys. The child who is quite

ill will seldom take much fluid, food or salt and

often vomits what he takes. For the child who is

not very ill, fluid, food, protein and salt in ordi-

nary amounts do no harm. Severity of kidney

damage, height of b. p., cerebral symptoms and

degree of cardiac failure bear little relation to the

diet consumed. Chemotherapy and antibiotics

should be used it the precipitating infection per-

sists or new infection supervenes. Thev have no

effect on the nephritis itself.

The majority have oliguria but anuria is rare

and seldom lasts more than a day or two; more

often due to dehydration from vomiting and fail-

ure to take fluids than to kidney damage. A great

tieal of water should l.e given, even to a continuous

intravenous drip of 5', glucose in water.

Children with marked hypertension are prone to

headache, vomiting, confusion, convulsions and

sometimes transient blindness. Retention of nitro-

genous waste products is usually mild or non-exist-

ent and acidosis is not seen. These symptoms are

probably cerebral ischemia resulting from general-

ized vasospasm. On this assumption magnesium

sulphate is the drug of choice. For the usual case,

the dose is 0.1 c.c. oi a 50 , solution per pound

of body weight intramuscularly, q. 4 to 8 hrs. In

emergencies the intravenous injection of 100 to 200

c.c. of a one or two per cent sol. usually reduces

o. p. dramatically. A solution of calcium chloridt

should be kept handy in case an excessive dose of

magnesium produces respiratory arrest. In mild

cases or for continuous treatment one to three

ounces of a 50'/( solution of mag. sulph. by mouth

or by rectum, two to three times a day, may suf-

fice.

After a fall the b. p. may rise again in the sec

ond or third week, probably due to release of pres-

sor from kidneys, as in chronic nephritis, rather

than to vasopasm. Secondary rise is often accom-

panied by elev. of non-protein nitrogen. This is

not encephalopathy, and it is not influenced by

mag. sulph.; nor is the hypertension of chronic

nephritis so influenced. Most children with acute

nephritis who are seriously ill suffer from cardiac

failure—dyspnea, orthopnea, distension of neck

veins, cardiac enlargement and large tender liver.

And a greater degree of edema. Although roent-

genograms show congestion of the lungs, sometime-

with pleural effusion: it is rare to hear rales in the

chest. Heart failure will often respond to rest in

bed; in severe cases O, sedatives and digitalis are

effective; the last-named 10-15 mgs. of digalin per

pound of body weight intramuscularly, Yi the dose

at once. ' « at 4-hr. intervals, or in severe cases ]A

the dose at 4-hr. intervals. Continue with one-tenth

the digitalizing dose daily for several days.

These children may be allowed to resume full

activity as soon as thev feel like doing so.
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THE SENSIBLE READY WAY OF GETTING
DOCTORS TO LOCATE AND STAY IN

RURAL COUNTIES

A good friend of mine, Dr. Walter Lackey, a

general practitioner, an honor graduate B.S of the

University of North Carolina, an honor graduate

M.D. of the University of Virginia, who served his

internship at the University of Virginia Hospital,

spent his professional life in and about his native

village of Fallston, N. C.—less than 500 in-

habitants.

It was he who stimulated me to work on the

Medical Society of the State of North Carolina to

establish the first Section on the General Practice

of Medicine and Surgery. We chose the name.
A few years later we went to St. Louis and in-

duced the Southern Medical Association to estab-

lish a like Section.

A member of the Council of the Southern Med-
ical Association asked me: "What do the general

practitioners want from a Section on General Prac-

tice that they do not get from the Sections we now
have?" My answer was: "They want a Section in

which they will be encouraged to do most of their

own diagnosis and treatment, and will tell each

other how to do this better and better; instead of

being told to refer all their cases of any difficulty

and to what specialist."

Today the G. P. Section is the best attended in

our State Society and I believe the same is true of

the Southern. An early president of this Section of

the S. M. A. was Dr. W. L. Pressly, of Due West,

S. C, this year's Foremost General Practitioner of

the United States.

Dr. Lackey ha dfew inhibitions. He had excel-

lent training, and he kept up with medical ad-

vances. He did his own blood-matching and gave

his patients transfusions. He purchased a proctol-

ogy table and operated on his patients' hemor-

rhoids. At least one Fellow of the American Col-

lege of Surgeons had a hemorrhoid operation at

the hands of General Practitioner Lackey.

Right now we have a great-to-do about the poor

quality of the medical care our country folks are

getting, particularly the folks in counties having

no hospital. The State Board of Health of North

Carolina (and I have no doubt of Virginia and

South Carolina also) has been loud in proclaiming

lack of hospitals as one of the greatest of our

health lacks.

Now, as our late Senator Josiah William Bailey

was wont to repeat frequently in the course of a

speech, "Hear me."

The last year for which complete figures on mor-

tality in North Carolina have been compiled was

1946. According to those figures, compiled and
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published by the North Carolina State Board of

Health, here is the record:

Death rate per thousand of whole population:

(1) In counties having hospitals—7.837

(2) In counties having no hospital—6.97.

Astonishing, is it not? But it is more astonish-

ing to learn that the death rate incident to re-

production is less in the no-hospital counties.

Here are the figures:

Maternal mortality per 1000 live births:

(1) In counties having hospitals—2.17

(2) In counties having no hospital— 1.75.

Infant mortality per 1000 live births:

(1) In counties having hospitals—37.5

(2) In counties having no hospital—34.1.

The mortality statistics from the latest report of

the State Board of Health of South Carolina are

analyzed somewhat differently.

Here is a revealing synopsis:

Deaths in S. C. from All causes

State Total 8.3 per 1000 Population

Cities Total 14.7 per 1000 Population

Counties Total 6.9 per 1000 Population

Certainly all the general hospitals are in the

cities.

The fact that a city in Virginia is not a part of

a county, but an entirely separate political entity,

makes it convenient to show by statistics from that

State how the mortality in any city compares with

that in the adjacent county. Totaling these figures

and taking the average again gives evidence in

favor of the counties.

Deaths in Virginia from All Causes

State Total 9.5 per 1000 Population

Cities Total 10.1 per 1000 Population

Adjacent Counties 9.1 per 1000 Population

The official journal of The Tri-State Medical

Association has been supplying evidence against

the Socialization of Medicine and against hospitali-

zation on every pretext for a long time.

In the issue of this Journal for July, 1937:

The Metropolitan Life Insurance Company's
statistical bulletin for July, 1935, gives these fig-

ures for 1930: "At birth a white male has an ex-

pectation of life of 56.7 years if an urban resident

and of 62 years if dwelling in a rural section. The
corresponding figures for a white female are 61.05

and 65.09. At other ages corresponding differences

between the urban and the rural population are

found."

From our issue for October, 1938:

Those who condemn the present method of ren-

dering medical care in this country and yearn to

see a system akin to that now in operation in cer-

tain foreign countries admit that residents of the

cities, with their hospitals and their specialists and
their laboratories are pretty well cared for: but.

thev sav: look at the countrv folks. Well, let's look

at them and see what may be seen.

Quoting U. S. P. H. Reports, July 15th (1938):
"For most causes of illness, especially fatal ill-

ness, rural residents still have definitely lower rates

than urban residents."

"The distribution of the incidence of mental dis-

ease is similar to that of physical illness."

"Regardless of the way in which ill health is

measured rural residents possess definite advan-
tages over urban residents."

From our issue for March, 1939:

Dr. Haven Emerson has evidently undergone a

change of heart as to the need for radical change
in our present way of rendering medical care. In a

recent address he said, "We are now the possessors

of better general health, are less afflicted with dis-

ease known to be preventable, are more secure in

the survival and growth of our offspring to matur-
ity and have an average expectancy nf life greater

than that of any population group in the history

of man."

When and where need exists, then and there

additional hospitals should be built but careful and
detailed studies of each community must be made
which reveal such need and that the hospital, when
built, can be properly administered and main-

tained."

In the same issue were quoted the latest avail-

able figures which showed that in Germany 40 per

cent of the money collected to pay for their ser-

vices is paid to political appointees for "adminis-

tration."

From our issue for February, 1940:

Dr. Harvey Cushing's The Medical Career, pub-
lished since his death last October: "The general

practitioner or family doctor is still with us and
plays the same important role he has always play-

ed. For nine-tenths of what he is called on to do,

the operating table and the trained nurse and the

roentgen-ray and the mechano-therapeutist are

wholly unnecessary: and when they are needed, he

ii ually kno^s where to get at them."

Dr. Cushing was physician and surgeon, a world

authority on thr medicine and the surgery of the

nervous system.

In our issue for August, 1940:

What are hospitals and doctors for but to keep

folks living a long time in comfort? And how are

we to judge of the adequacy of supply of doctors

and hospitals if not by the death rate?

According to the latest authoritative figures:

Poor and ignorant as we are and with just a

sprinkling of hospital beds, in Xorth Carolina, in

1939, 9.1 persons per 1000 of population died; the I

Massachusetts figure was 11.5, the New York'

figure 11.5, that of Illinois—every one of them

having four or five times as many beds per 1000 of

population as has Xorth Carolina.
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Tnat Mr. Truman continues to rant, "In a coun-

try as rich as ours, it is a shocking lact that tenb

bi minions lack, adequate medical care," is not at

an surprising, it is surprising that intelligent peo-

ple, many 01 tnem doctors opposed to the sociali-

zation ot medicine, parrot the statement that rural

loiics do not yet adequte medical ana hospital care.

The closest synonym lor adequate is sufficient.

If "the proof of the pudding is in the eating,"

sufficient medical and hospital care is that af-

forded in areas in which folks live longest.

Some will say, patients in the no-hospital coun-

ties go to hospitals in other counties to die and so

are charged to the hospital county. I have heard

an ex-president of the Medical Society of the State

of North Carolina say that. But it is not true. If

a person living in North Carolina dies at the Mayo
Clinic, his death is not charged to Olmsted Coun-
ty, Minnesota, but to his home county in North
Corolina. If a Charlotte man, woman or child die

in Duke Hospital, the death is charged to Meck-
lenburg, not Durham County.

Nobody can pooh-pooh these statistical facts.

They are compiled by State Health Officers every

one of whom is committed to the idea that, though

city folks are getting adequate care, country folks

are not. You may bet the family silver against a

busted balloon that, if the figures told a story the

reverse of the one they do tell, they would have

been shouted from every "New Deal'' rostum, and
published at least weekly in every "Fellow Trav-

eler" newspaper.

The crux of the matter is this.

Country people have too much difficulty in get-

ting their medical care. They do not get as much
as they desire; they get all, they want. (Want
means need. An old-maid great-aunt of my own
who had a perfect command of language was often

heard to say, "That child wants a whipping.")

Why is it that doctors entering practice now will

not go to counties which have no hospitals? The
answer is plain: ( 1 ) because they have been taught

throughout their medical course that a doctor can

not practice modern medicine without a hospital,

a thoroughly equipped laboratory, and everv va-

riety of specialists at his elbow: and (2) because

specialists — on and off medical faculties — have
taught the public for the past 50 years to spell

SPECIALIST in capitals, general practitioner in

lower case.

True, about 10 years ago some of the specialists

began to see that too few were entering general

practice to do the country and night work, and
thus the whole present arrangement—vastly com-
fortable for medical college professors and other

specialists—was being threatened ; so they changed
their tune somewhat.

Study the figures, and you will see that what
Dr. Cushing said is true right now. Teach medical
students that the vast majority of practice no more
requires the wisdom of an Osier or a Mayo than
uie talent of a Raphael is required for the painting
of a chicken coop; that the sulfa drugs, penicillin,

vaccines, and toxoids are just as effective in home
as in hospital; and that the burden of proof is on
the man who says childbirth in a hospital is safer

tnan in an average home, for mother or child, when
conducted by the same medical man.

All this is not to decry the usefulness of hos-

pitals. They are essential for the practice of good
major surgery, and to a much lesser extent for the

practice of good medicine. What is decried is not

the use, but the abuse, of hospitals.

Teach medical students that best medical prac-
tice can be carried out in the country and the vil-

lages, that the best place for the great majority of

sick folks is in their own beds, and that the few
who need to go to a hospital can be got there in

plenty of time; and young doctors will establish

themselves in rural counties for their life's work
and bring up sons to take over when they, them-
selves, pass on. And it will be many a long day
before there will be any need or demand for the

provision of even one more hospital bed.

SENSITIZATION TO PENICILLIN: Types of

Reactions: Therapy and Prevention

Too little attention is paid to the possibility

of penicillin causing unpleasant, even dangerous
reactions; also to the likelihood of sensitizing a

patient who does not at the time need penicillin

and so depriving him of its benefits when, at some
future time, he does need it.

Feldman's 1 words should be heeded.

Penicillin is a highly sensitizing agent. Reserve
its use for indicated conditions due to an organism
sensitive to its action. Inquire if the patient has
had previous penicillin therapy and if a reaction

did or did not occur. (Spontaneous hypo- or de-

sensitization may occur.) Inquire about previous

fungus infections.

Dermatomycosis predisposes to sensitization.

Treat existent fungus infections. If hypersensitivity

is suspected, patch test for epidermal sensitivity.

Use topical penicillin for no more than five or

seven days. Discontinue its use at the first sign of

a reaction.

Protect the skin from contact with penicillin.

Wash hands well after exposure.

Desensitization can be attempted with gradually

increasing doses of penicillin.

In the treatment of reactions spontaneous desen-

sitization may occur. Discontinue penicillin unless
1. M. D. Fcldman. in Ohio State Med. Jl, Feb.
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there is a critical need for it. Give therapeutic

doses of an antihistaminic.

Injecting benadryl intravenously will often per-

mit continuation of penicillin.

When the symptoms subside, give an intramus-

cular test dose of 1000 units of another brand of

penicillin. (Have epinephrine or intravenous bena-

dryl at hand.) Continue with oral antihistaminics;

change antihistaminics if no response occurs from

one tvpe in four to five days.

If no reaction to 1000 units in four hours, give

10,000 units and increase by 10,000 to 20,000 units

q. 4 h. if the patient remains asymptomatic.

Penicillin can often be resumed in full therapeu-

tic dosage. If reactions recur, increase the anti-

histamine to the effective level.

TREATMENT OF PRIMARY ATYPICAL
NONBACTERIAL PNEUMONIA

WITH AUREOMYCIN
Primary, atypical, nonbacterial pneumonia has

been reported with increasing frequency during the

past fifteen years. No causative agent has been

isolated, although pooled sputum from such pa-

tients has been shown to be capable of inciting the

disease in human volunteers. No specific labora-

tory procedure has been evolved for confirming the

clinical diagnosis.

The diagnosis is based on onset (usually grad-

ual), with nonproductive cough, fever, headache,

chilly sensations; minimal signs in the chest which

are out of proportion to the roentgen evidence of

consolidation, and low to normal leukcyte count.

Pathogenic organisms are not frequently isolated

from sputum. Neither sulfadiazine nor penicillin

brings about clinical improvement.

Recently, aureomycin, an antibiotic derived from

cultures of Streptomyces aureofaciens has been

shown to be effective in various bacterial, rick-

ettsial and viral infections.

A group of 13 consecutive patients with primary,

atvp :

cal, nonbacterial pneumonia was treated by

Schoenbach and Bryer 1 with the oral administra-

tion of the hydrochloride salt of aureomycin. begun

on the 2nd to 21st day of illness.

Ten of these patients had received penicillin

and or sulfadiazine without improvement. The

fever, preceding aureomycin therapy, was 101-105.2

in nine patients 104 or higher. Many complained

of nausea—and with abdominal pain in one patient,

with diarrhea in another. In 9 cases there were dull-

ness to percussion, rales and abnormal breath

sounds. Definite areas of infiltration to x-rays were

shown, usually far out of proportion to the physical

siams. In five cases more than one lobe was in-

volved. Both lungs showed involvement in four pa-

1. E. B Schoenbach and M. S. Bryer. Baltimore, in Jour. A
M. A.. Tan. 29th.

tients. Leukocytes were 4,800 to 17,000 in this

group, in only two patients was the initial count

more than 10.000.

Only oral aureomycin was employed in this

group of patients. Initial dose was 30 to 50 mg.

per kilogram of body weight per day. The usual

schedule—a priming dose of 100 to 250 mg. q. 1

h. for three doses, same dosage q. 2 h. until afe-

brile (rectal t. 100 or less). Thereafter, the drug

was given q. 4 to 6 h.. for 2 to 5 days (15 to 20

mg. per kilogram). Patients treated on the second

to 21st day of their illness became afebrile within

12 to 72 hours. Nine patients were afebrile within

24 hours after the institution of aureomycin ther-

apy.

The cough improved only gradually. Weakness

of varying degree was evident during convales-

cence.

A total of 18 completely studied patients have

been treated to date. The results have been suffi-

cientlyl encouraging to indicate that this drug is

an effective chemotherapeutic agent for this dis-

ease.

The Relation of Ascorbic Acid to Chronic Arthritis

( E F Traut M D. and F. L. Maronsek, M.D., in 111. Med. Jl..

Jan.)

Every vitamin in the alphabet up to and including K
has been indicted as insufficient in chronic arthritis and

most of them have been advocated as helpful in the treat-

ment. Especially has deficiency of ascorbic acid been

indicted as a cause of rheumatoid arthritis and of rheu-

matic fever.

Swift gave 15 rheumatic patients 150 mg. of ascorbic

acid daily without improving their condition. Abt et al.

studied the relation of ascorbic acid to children with rheu-

matic fever. The levels of ascorbic acid were not lower

than those of controls. Giving the patient 300 to 600 mg.

of ascorbic acid in addition to that of the diet did not

affect the course of the rheumatism. Hall et al- found low

serum ascorbic acid levels in chronic arthritis. Giving these

patients 200 mg. of vitamin C daily for eight months re-

stored normal levels but did not benefit the arthritis. Some

of the vitamin concentrates, especially the powerful D
products, are not to be adjudged harmless.

Low levels of ascorbic acid in the serum are not charac-

teri -tic of chronic arthritis.

On the principle of good hygiene it is well to restore low

levels of serum ascorbid acid to normal, but not with the

anticipation that any improvement in the arthritis will

result

Sarcoma Discovered in Hemorrhoid After Ligature

Operation
iFric A Crook, M.Ch.. in Prar. Royal Society of Med., Dec,

1948)

A ligature operation was performed on a, man, aged 40,

for hemorrhoids; one of the hemorrhoids which was ex-

cised on account of its size on microscopic examination

showed carcoma.

The problem arose whether radical treatment should be

adopted.

The opinions expressed were that in view of the hemor-

rhoid having been completely removed, the patient should

be kept under observation and further operative measures

carried out if there were any evidence of local recurrence.
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NEWS
Duke University Medical School

Dr. E. C. HambL'n, Professor of Endocrinology, deliv-

ered lectures Feb. 7th and Sth at the University of Utah,

Salt Lake City. From there he went on to conferences at

Portland, Oregon, and San Francisco.

At Los Angeles Dr. Hamblen will teach a course in en-

docrinology at the Obstetrical and Gynecological Post-

graduate Assembly of Southern California February 14th-

19th; and make an address at the College of Medical

Evangelists. February 21st-22nd the Duke physician will

teach in the Postgraduate Course in Endocrinology at

Oklahoma City. His final lecture in the series will be given

in Chicago February 23rd, the annual Bacon Lecture in

Obstetrics and Gynecology at the University of Illinois

School of Medicine.

The 65 th General Hospital has been activated recently

at the Duke University School of Medicine as an army
reserve unit, and Dean W. C. Davison, commanding offi-

cer, is now assembling a staff of key personnel. Dr. Davi-

son holds a colonel's commission in the Army Medical Re-
serve Corps.

Organization of the unit at Duke is part of a program
of the Surgeon-General of the Army whereby reserve units

composed of me nwho have had experience working to-

gether are organizejd for service.

The 1000-bed hospital is a lineal descendant of Base
Hospital 65, which served in France during World War I.

This unit was organized by the late Dr. John Wesley
Long, of Greensboro, and the late Dr. Frederic M. Hanes,

former Professor of Medicine.

In World War II the 65th General Hospital was acti-

vated, staffed mainly by Duke physicians and served in

England from 1933 to 1945. The hospital was used prima-

rily for surgical specialties.

Dr. Oscar Hansen-Pruss, chief of the Duke University

allergy clinic and professor of medicine, was elected vice-

president of the Southeastern Allergy Association at an
election held during the association meeting here recently.

A book describing "neuropathological changes of peri-

pheral nerves in war wounds," written jointly by Dr.

Barnes Woodhall, professor of neurosurgery at Duke, and
Dr. William R. Lyons, associate professor of anatomy, Uni-
versity of California Medical School, has just been pub-
lished by Saunders.

Dr. Guy Odom, associate professor of neurosurgery,

will participate in a round-table panel on cancer of the

brain attended by sixteen representatives from leading

medical schools in this country and Canada, at a National
Cancer Conference of the American Cancer Society in

Memphis, February 25th-27th.

University of Virginia

On December 16th, 194S. the Phi Beta Pi Medical Fra-
ternity, under its Annual Cancer Lectureship, presented as

guest speaker Dr. John J. Bittner, of the Division of Can-
cer Biology, Psysiology Department, University of Minne-
sota. Dr. Bittner spoke to the faculty and student body
on the subject: "The Genesis of Mammary Cancer 'n

Mice."

As guest speaker in a series of Lectures on Psychiatry,
Dr. Wendell Muncie, of Baltimore, spoke to the faculty

and student body on the subject: "The Psychobiological

Approach to Personality Disorders," on the same date.

On January 10th, under the auspices of the Postgraduate
Program for House Officers, Dr. James Gamble, of the

School of Medicine of Harvard University, gave a lecture

entitled, "Electrolytes."

On January 11th, Dr. Joseph E. Barrett, State Commis-
sioner of Mental Hygiene and Hospitals, was guest speaker

in the series of lectures on Psychiatry. Dr. Barrett's sub-

ject was: "Opportunities in the State Hospital System."

On January 13th, Dr. Frank Strickler, of Roanoke, pre-

sented a lecture on "Strephossymbolia," as one in the se-

ries of Lectures on Psychiatry.

On January 17th, Dr. C. L. Gemmill, Professor of Phar-

macology, spoke at the Long Island College of Medicine
on the subject: "Enzyme Inhibition in Pharmacology."
The group of residents who trained under Dr. Tiffany

Johns Williams during his tenure as Professor of Obstetrics

and Gynecology at the University of Virginia—1931 to

1947—have established a lectureship fund in memory of

Dr. Williams. The initial Tiffany Johns Williams Annual
Memorial Lecture will be given at the University on the

night of April Sth, by Dr. Nicholson J. Eastman, Ob-
stretrician-in-Chief, Johns Hopkins Hospital.

At the regular monthly meeting of the Carteret Coun-
ty Medical Society, January 10th, Dr. William A. Smith,

Director of the State- Division of Tuberculosis, discussed

the coming mass x-ray for Carteret County to begin Feb-
ruary 15th. Following the scientific program the annual
election of officers took place. Dr. Frank E. Hyde, Beau-
fort, was elected President to succeed Dr. J. W. Morris,

Morehead City; Dr. S. W. Hatcher, Morehead City, Sec-

retary-Treasurer. Dr. B. F. Royal was elected delegate to

the state society. The society membership accepted without
dissent the A. M. A. $25.00 assessment to fight socialized

medicine. The meeting was a dinner affair held at the

Morehead City Hospital, the hospital acting as host.

Dr. C. L. Stuckey, Charlotte, announces the association

of Dr. Ralph M. Bell in the practice of Internal Medi-
cine.

CHARLES B. TOWNS HOSPITAL
Established, 1901

FOR ALCOHOLISM, NARCOTIC
AND BARBITURATE ADDICTIONS

Exclusively
«

THE TOWNS TREATMENT is a medical and
psychiatric procedure.

Withdrawal of narcotics, either opiates or synthetics,

is by gradual reduction and specific medication.

After 47 years, this treatment is generally accepted as

standard.

Physicians and psychiatrists in residency. Trained
nursing, physio and hydrotherapy staff.

Patients are assured of complete privacy if desired.

Length and cost of treatment are predetermined.

Advantageously situated facing Central Park. Sola-

rium and recreation roof. Excellent cuisine and ser-

vice.

Literature on request.

W. D. SILKWORTH EDWARD B. TOWNS
Medical Supt. Director

293 Central Park West, New York 24, N. Y.
SChuyler 4-0770

Member American Hospital Assoc.

Our ad also appears in J. A. M. A. and other leading

medical Journals.
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Temple Confers Doctor of Science Degree on George

W. Merck

At the formal opening of the modern $2,000,000 Phar-

macy School Building at Temple University in Philadel-

phia, Dr. Robert Livingston Johnson, president of Temple
University, conferred upon George W. Merck, president of

Merck X Co., the honorary degree of Doctor of Science in

recognition of his diversified and meritorious services to

his country and the chemical industry.

In acknowledging this latest homage, Mr. Merck spoke

on "The Individual in a Changing World," wherein he

stressed the wisdom of adhering to the precepts of conduct

as instituted by William Penn and Benjamin Franklin.

In 193S, Philadelphia College of Pharmacy conferred on

Mr. Merck the degree of Doctor of Pharmacy. In July,

1946, he received from Secretary of War Robert P. Patter-

son the Nation's highest civilian award—the Medal for

Merit— for his exhaustive research and potential contribu-

tions to the development of biological warfare. In Decem-
ber, 1947, Mr. Merck was made the recipient of the cov-

eted Chemical Industry Medal, at which time he was cited

for "outstanding accomplishments in the field of pharma-

ceuticals, carried out under his leadership, by Merck & Co.,

and for his wartime contributions to chemical industry."

Monroe T. Gilmour. M.D., F A.C.P., and Horace H.

Hodges, M.D., Diplomates of the American Board of In-

ternal Medicine, announce the opening of the Gilmour-

Hodges Clinic, Internal Medicine and Diagnosis, 13S1

Durwood Drive, Charlotte.

The Private Diagnostic Clinic of The Bowman Gray
School or Medicine, Winston-Salem, N. C, announces the

appointments of Dr. Winston Roberts in Ophthalmoogy

and Dr. Eben Alexander, Jr., in Neurosurgery.

Dr. Logan O. Jones announces the opening of offices at

161S Elizabeth Avenue, Charlotte, N. C. for the practice

of Internal Medicine.

Charles K McAdams, Jr., M.D., announces the open-

ing of offices at 401-410 Professional Building, Charlotte,

for general practice, in association with Dr. C. L. Nance.

l)llli

Dr. Hack Urquhart Stephenson. 77, died in a Richmond
hospital January 20th. He was born in Southampton

County, educated in that county's schools, Corinth Acad-

emy, Richmond College and the Medical College of Vir-

ginia.

After practicing at Toana, James City County, from

1895 to 1922, Dr. Stephenson moved to Richmond for

practice, later becoming Medical Advisor for the Industrial

Commission of Virginia.

He served as chairman of the Democratic Party for

James City County from 1900 to 1907 and was chairman

of the board of supervisors for the county from 1904 to

1908.

Dr. Stephenson was a member of the General Assembly

of Virginia from 1910 to 1914.

He was chairman of the board of directors of the East-

ern State Hospital from 1908 to 1922 and since 1918 has

been a member of the Board of Medical Examiners or

Virginia. He was a member of the Richmond Academy of

Medicine, the Medical Society of Virginia, the American

Medical Association and a former president of the Alumni

Association of the Medical College of Virginia-

Dr. Hunter Holmes McGuire. 74, a member of one of

the country's most prominent medical families, died Jan.

21st. Past president of the American Ophthalmological

DRINK
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Society, he was founder of Winchester Memorial Hos-

pital and its president for 48 years. He was a nephew of

the late Dr. Hunter McGuire, surgeon to Stonewall Jack-

son's Corps in the War Between the States.

Dr. McGuire was past president of the Virginia Medical

Society and founder and first president of the Virginia

Society of Ophthalmology and Oto-Laryngology.

For many years he had been active in Winchester mu-
nicipal affairs. He was a former member of the City

Council and was vice-chairman of the City School Board.

Dr. John Mason Pressly, 5S, whose entire professional

career as a medical practitioner with the exception of the

period of his military service during World War I, has

been spent in Belmont, and who endeared himself to the

people of the community by his faithful service and en-

during friendship, died January 31st at the Presbyterian

Hospital, Charlotte, where he was seriously ill for several

weeks. Because of failing health, Dr. Pressly retired from

active practice a few years ago, and spent much of his

time at his summer residence at Crescent Beach, S. C.

Dr. Pressly was born at Lincolnton April 21st, 1890, the

son of a physician, the late Dr. John McMillan Pressly,

who practiced his profession in Lincolnton until his early

death at the age of 31.

Hoffmann-LaRoche, Inc., has just announced the ap-

pointment of H. Leon Drye as division sale smanager of

the Atlanta division. Mr. Drye was born in Stanly County,

N. C. He served in the Army Air Force during World War
II and joined Roche in 1945. For the past three years Mr.
Drye has represented Roche with headquarters in Char-
lotte. N. C.

Charles C. Haskell & Company, Inc., announce the

completion of their new plant and office building at 9 South
Harvie Street, Richmond 20, Virginia. Completey modern-
ized and with increased manufacturing and research facili-

ties, the new quarters were occupied on January 15th.

Faith Cure?
(A. P. Friedman ct al.. in //. A. M. A., Jan. 22nd)

The patients attended a clinic devoted exclusively to the

problem of headache. Complete studies, including roent-

genograms of the skull and electroencephalograms, were
done before any medication was given- The thoroughness
of the investigation was in itself a psychotherapeutic pro-

cedure in many cases. After the medication was started,

the patient returned to the clinic at regular intervals at

which time some form of psychotherapy was given. The
effectiveness of the medication depended to some extent on
the physician prescribing the medication, the time he spent

with the patient and the frequency with which the patient

was seen by him. We noted in many cases that patients

would maintain a state of improvement if they were seen

at weekly intervals but would have a recurrence of head-
ache if they were seen at monthly intervals instead.

Acute disease of the appendices epiploicae should be

considered in any case with atypical abdominal pain, par-
ticularly pain in the left loer abdominal quadrant. Pre-

operative diagnosis of epiploic appendix disease is difficult

to establish.—John D. German, in W. Va. Med. Jl., Feb.

Pernicious anemia is not a complete diagnosis until

gastric cancer has been ruled out.

BISONATE
(Formerly Called BIPEPSDNATE)

Each fluid ounce contains:

Bismuth Subsalicylate, U.S.P 8 Grs.

Salol, U.S.P 2 Grs.

Calcium Phenolsulphonate 2 Grs.

Sodium Phenosulphonate 2 Grs.

Zinc Phenolsulphonate, N. F 1 Gr.

Pepsin, U.S.P 4 Grs.

ASTRINGENT AND CARMINATIVE

EFFECTIVE IN DIARRHEAS.

AVERAGE DOSAGE

FOR CHILDREN — Half teaspoonful every

fifteen minutes for six doses, then a tea-

spoonful every hour until conditions are re-

lieved.

FOR ADULTS—Double the above dosage.

HOW SUPPLIED

In Pints, Five-Pints and Gallons to Physicians

and Druggists only.

SAMPLE SENT TO ANY PHYSICIAN IN

THE U. S. ON REQUEST

Burwell & Dunn
Company

MANUFACTURING PHARMACISTS

Charlotte, North Carolina
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BOOKS
questioning, many surgeons from many countries.

The book is cordially recommended to the careful

consideration of surgeons doing work in this field.

BLOOD TRANSFUSION, by Elmer L. DeGowls, M
D., Associate Professor of Internal Medicine, and Robert
C. Hardin, Mb.. Assistant Professor of Internal Medi-
cine, University of Iowa; and John B. Alsever, M.D.,
Senior Surgeon, U. S. Public Health Service. 5S7 pages
with 200 diagrammatic drawings. W. B. Saunders Com-
pany, Philadelphia and London. 1949. $9.00.

The book covers the entire field of blood trans-

fusion, the major portion being devoted to the va-

rious aspects of the use of whole blood. It was the

purpose of the authors to write a book of interest

and us' fulness to (1) physicians and medical stu-

dents whose patients receive transfusions; (2) phy-
sicians and others who supervise transfusion ser-

vices; and (3) laboratory technicians who perform

the tests and carry out the procedures necessary

to the performance of this therapeutic measure.

After a historical perspective, duly considered

are the subjects of: choice of blood, blood deriva-

tives and plasma substitutes, groups and types, lab-

oratory procedures. Then follow, in separate sec-

tions, information as to the transfusion of whole

blood, preparation and administration of plasma,

preparation and administration of blood derivatives

and plasma substitutes, transfusion services and
transfusion equipment. All of these matters are

gone into in such detail as to provide ample in-

struction in the choice and administration of these

very valuable curative agents.

THE SURGERY OF THE STOMACH AND DUODE-
NUM, b> T. H. Somervell, M.A., M.B., B.Ch. (Cantab.),

F.R.C.S. (Eng.), Surgeon-in-Charge, London Mission Hos-
pital. Ncyyoor. S. India Examiner in Surgery to the Uni-
versity of Madras. The Williams and Wilkins Company,
Mt. Royal and Guilford Aves., Baltimore. 1948. $11.

The author says that he was impelled to write

this book after having worked as a surgeon for

twenty-three years in South India in a large Mis-

sion Hospital in a district where gastric and duode-

nal disease is extremely common, which circum-

stance afforded unusual opportunities for working

out the treatment of gastric conditions, and espe-

cially for duodenal ulcer. A second reason was his

conclusion that the operations of ligature of the

gastric vessel and of vagotomy are likely to prove

important in the treatment. The author considers

that the evidence so far goes to show the results

of vagotomy to be practically as satisfactory as the

more serious operation of gastrectomy. Then, he

was impressed with the great future for the trans-

thoracic route as a means of access to the upper

abdomen.

The book is a compilation of a large number of

papers and special articles, and the conclusions ar-

rived at by the author by watching at work and

SURGERY OF THE HAND, by Sterling Bunnell, M.
D.. Honorary Member of American Academy of Ortho-
pedic Surgeons, Member of American Surgical Association,

American Association of Plastic Surgeons, etc. Second edi-

tion. J. B. Lippincott Company, E. Washington Square,

Philadelphia. 1949. $16.

Developments in surgery of the hand within

three years, combined with the popularity of the

first edition of this book, have made necessary a

second edition. No doctor needs to be reminded of

the great importance of doing the best possible for

any patient of his who has sustained an injury to

this member.

The book divides itself into a consideration of

the normal hand, reconstruction of the hand, inju-

ries and infections and other conditions of a path-

ologic nature.

The dealing is elaborate and minute. The accu-

rate description in words is adequately supplement-

ed by a great number of careful drawings and pho-

tographs. Every general practitioner and every gen-

eral surgeon will do well to add this to the list of

books he uses daily, for the better satisfaction of

himself as well as his patients.

OBSTETRIC ANALGESIA AND ANESTHESIA—Their
Effects Upon Labor and the Child, by Franklin F. Sny-
der, M.D., Associate Professor of Obstetrics and Associate

Professor of Anatomy, Harvard Medical School. 401 pages

with 114 figures and IS tables. W. B. Saunders Company,
Philadelphia and London. 1949. $6.50.

The book presents the status praesens of the use

of drugs for preventing. and relieving pain in ob-

stetrical patients, with a careful evaluation of the

recent advances. Unavoidable hazards are pointed

out, the pros and cons stated impartially, in order

that the reader (and through him his patients)

may profit most from the vast experience recorded

in the great number of case reports on obstetric

analgesia. The author has kept it in mind that two

questions must determine the usefulness of the

data: one, the amount of pain relief for the mother,

and two. the margin of safety for mother and

child.

Section one is devoted to respiratory injuries to

the child, section two to treatment of pain during

labor. Section two has chapters on analgesic agents

and labor pains; morphine: scopolamine; scopola-

mine-morphine analgesia; barbiturates; rectal

ether, magnesium sulphate and avertin; paralde-

hyde; choloroform; narcotic gases—nitrous oxide,

ethylene, cyclopropane; and local anesthetics.

This important subject is elaborately treated in

a way to enable the reader to choose the best an-

algesic and/or anesthetic for use in any given case,

and to administer it in the best possible manner.
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THE 1948 YEAR BOOK OF GENERAL SURGERY,
edited by Evarts A. Graham, A.B., M.D., Professor or"

Surgery, Washington University School of Medicine; Sur

geon-in-Chief of the Barnes Hospital and of the Children's

Hospital, St. Louis. The Year Book Publishers, Inc., 304 S.

Dearborn St., Chicago. $4.50.

Answers are afforded to such important practical

questions as (and these are only a few):

Should injection of epinephrine to restore heart

action be made into auricle or ventricle?

What simple procedure in heart patients pro-

vides a rough index of heart reserve?

What spinal fluid abnormality may cause failure

of spinal anesthesia?

What important procedure is often neglected in

the treatment of decubitus ulcer?

What test helps differentiate herpes zoster from

acute abdominal disease?

CLINICAL ASPECTS AND TREATMENT OF SUR-
GICAL INFECTIONS, by Frank Lamont Meleney, M.
D., F.A.C.S., Associate Professor of Clinical Surgery, Col-

lege of Physicians and Surgeons, Columbia University; As-

sociate Visiting Surgeon. Presbyterian Hospital, New York
City. Wthi a Foreword by Allen O. Whipple, M.D. 840

pages with 287 figures. W. B. Saunders Company, Phila-

delphia and London. 1949. $12-00.

Not a one of us who has had experience of gen-

eral practice, even, I dare say, not a one who has

started off in practice as surgeon, can look back

over his professional experience and say honestly

that his management has not seriously failed of

best achievement in many a surgical infection

has been entrusted to his care.

Here is a book, the serious study of which will

reduce these failures to a minimum.

THE BUSINESS SIDE OF MEDICAL PRACTICE, by
Theodore Wiprud, Executive Director and Secretary of

the Medical Society of The District of Columbia and Man-
aging Editor of the Medical Annals of the District of Co-
lumbia. Second Edition. 232 pages with 22 figures. W. B.

Saunders Company, Philadelphia and London. 1949. $3.50.

It is an odd circumstance that, as doctors of

medicine have gone on in rapid stride from repre-

sentatives of a noble profession to members of

ordinary trade, they have become squeamish about

admitting that the practice of medicine must pro-

vide a livelihood for its devotees. In Virginia, in

Maryland, in Massachusetts, in Pennsylvania, as

far back as the Colonial period, although the poor

were ministered to gratis, no doctor hesitated to

speak of his profession as a business.

In recent years such honesty has been conspic-

uous by its absence.

All we need now as to monetary arrangements

is to join a local credit bureau, depend on its re-

ports, and, in case of doubt, serve in the way of

our fathers.

A third of all scars that develop into cancer are burn
scars.

OPTAURAL

OPTAURAL
INDICATED IN THE TREATMENT

OF OTITIS MEDIA

Contents: One-half Fluid Ounce

Atropine Sulphate .... grains 0.02

S

Benzocaine ..... grains J.000

Antipyrine ..... grains 8.000

Glycerine . . . q. s. J4 fluid ounce

Prepared by the Manufacturers of Kolposine

SAMPLES ON REQUEST

OPTIMUS PHARMACEUTICALS COMPANY, INC.
TAYLORS. SOUTH CAROLINA
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—

an aqueous solution of

fat-soluble and water-soluble vitamins

for intramuscular injection

Each 2 cc. ampul provides in aqueous solution:

Vitamin A 10,000 U.S.P. Units
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Presidential Address

of tht (HarolittttB anil 32:rgiitia

Charles N. Wyatt, M.D., Greenville, South Carolina

zhiznl ^asrtrirtiiutt

Gentlemen of the Tri-State Medical Association—and
Ladies:

I
SHOULD like to begin my talk to you with an

expression of the profoundest gratitude for the

honor that you have seen fit to bestow upon me. I

deeply appreciate this honor, and assure you that I

shall ever strive to do my part in the promotion of

the influence and welfare of this Association.

In searching for something to say to you today,

I did not feel qualified to read you a scientific

paper on some new therapy. I am a general prac-

titioner, one of a group that has come to depend

on you of the specialty group to show us the way.

I did feel, however, that I might leave a thought

with you and that is this—are we of the medical

profession losing our prestige in our communities

and among our people?

As you know, this is the fiftieth anniversary of

this Association and, looking over the names of the

illustrious leaders that this group has had over the

past forty-nine years, it seems to me that they

must have stood out in their communities in their

day, and that they wielded a good and abundant

influence in the affairs of their areas. Their advice

was sought and freely given: their time was asked

for. and given gladly: their votes were sought and

cast according to the d :ctates of their minds and

Delivered at the Semi-Centennial Meeting held at William*-
b irg, Virginia, February 21st-22nd, 1949.

hearts. They were not politicians, but many served

their towns and counties well as aldermen and

mayors and legislators. Is it a wonder that thev

were looked up to and closely followed in their

opinions and manners.

Today, the doctors, particularly the general

practitioners, are a busy lot. Very few take time

to interest themselves other than casually in what

is going on in the community. Only few belong to,

and make any effort to attend the meetings of the

civic organizations of the communities in which

they live. Many fail to exercise their right to vote,

much less to find the main plank of the platform

on which a candidate is running.

There are many calls made upon physicians,

monetarv as well as professional. These calls are

accepted gladly bv most of us as a matter of

course, but do many take the time to aid in the

promotion of these activities that are annually put

on in every community each year? We are losing

contact with our fellow citizens, a contact that

deeply concerns us in these days when politicians

and other meddlers would have us regimented and

organized in unions as in the case of the les.3

trained individuals. Can you tolerate the idea of .1

union of doctors? Such a thing can be!

Many doctors have carelessly stated that we, as

a group, are dominated bv the American Medical
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Association. Are we? Has there ever been any re-

striction placed on physicians as to where thev

shall locate to practice, what hours they shall work,

and what fees they shall have? Not to my knowl-

edge; nor, so I believe, to the knowledge of any

of you. The second World War placed much em-

phasis upon more adequate and better distributed

medical care. Also, it gave added prestige to spe-

cialization. Many good, experienced general practi-

tioners were shunted around in the 3rmed services

because thev were not "diplomates" of this or that

Board. Far be it from me to belittle specialization

or any Board, but I do believe that a great deal

of the patient-doctor relationship is lost by this, a

fact that is more or less generally recognized; and

that relationship is sorely needed in these times.

The cost of medical care has been increased, we
are well aware. Is this increase due to the physi-

cians? Not entirely. There has been a demand by

the publ'c for some special medical attention, much
of which could be adequately handled by the gen-

eral practitioner, who can manage eighty to eighty-

five per cent of all of the illnesses of his patients.

Specialists are needed and are called frequently for

aid to the patient and the practitioner. The spe-

cialists' fee must of necessity be higher because

of the time spent in tra'ning as well as the cost of

special equipment, and office overhead required in

their field. But, in many instances the fees charged

have been exorbitant, and it is difficult for a lay

person to understand the why of these high fees.

The doctors themselves seldom take the time to

explain the necessity of the fees, and in some cases

the doctor does not take time to tell the patient

h's trouble or to explain the treatment. This only

adds more fuel to the fire and stimulates desire for

Government Medicine. An instance of this was

cited to me some few weeks ago by a lay friend of

mine. It seems that this man received a statement

from his family doctor that was rather high. Upon
questioning his doctor, he found that the doctor

charged sixty-five dollars for his presence at an

operation on the man's wife, at which he did no:

operate or even assist. And remember in this in-

s'ancc the offender was not a specialist, but a gen-

eral practitioner.

Doesn't it seem, therefore. Gentlemen, that it is

time to take stock in our own house and once

again, like the Master did of old, chase out the

m^ney-changers from the Temple, and try again

to establish ourselves and our profession in the

goodwill of the people that we serve? The Oath of

Hippocrates has stood the test of time and it can

he aDtly apolied today. I would beseech you now.

' iday. Gent'emen, to get the jaundice out of you'-

eves, to set our house in order, to strive to attain

a?ain the patient-doctor relationship; and when the

going is hard, fees normal again, and competition

tough, let's reaffirm our belief in ourselves, our

training, our profession, and "do unto others as

we would have them do unto us."

There is nothing so soothing to the conscience of

a doctor as the knowledge that as he lays his weary

mind and body down to sleep, he has done his best

and his all to better the lot of his fellows by that

God-endowed sense of service and sacrifice for the

betterment of others, assuming and discharging

community responsibility, patient responsibility,

regardless of financial standing.

Doctor—family or specialist—confidante, advis-

er, confessor, healer, to his fellows—may every one

of us ever be.

Hepatic Coma
(T. I-. Murphy et at, Boston, in N. E. II. Med., J3>*:605-612,

19481

Liver coma is a distinct and frequent terminal syndrome

which appears with severe primary hepatic disease such as

Laennec's cirrhosis or healed acute yellow atrophy. This

abstract is from an article based on a study of 40 patients

who died in hepatic coma.

It may be spontaneous, or precipitated by infection,

hemorrhage from esophageal varices; or the injudicious use

of morphine, a barbiturate, or paraldehyde.

Symptoms go on from lethargy with mental depression

and drowsiness to noisy confusion- If coma develops rap-

idly the outcome is almost invariably fatal. Several periods

of drowsiness ar.d confusion may ensue before the coma-

tos state.

With the onset of coma. t. p. and r. rate may gradually

rise; b. p. may fall and the white cells increase. In spite

of presumably adequate fluid intake the urine secretion

may beet me scant. The plasma CO., combining power is

only mi derately reduced and blood sugar levels are no!

dangerously low.

N'o coi sistent changes, other than those resulting from

the liver disease, are to be observed.

Treatment must be directed toward maintenance of nu-

trition, control of infection or hemorrhage, and the with-

holding of sedatives. Neither glucose, sodium succinate,

caffeine, nor benzedrine will often prove of benefit.

Re (in the Lookout for Extragenital Chancres
ill. A. Tucker and T. L. Mulherin, Baltimore, in Am. Jl. Syph.,

Gon. & Vcn. Dis., 32. 1948)

In indolent, indurated lesion anywhere on the person

should mouse suspicion of syphilis, and serologic tests and

dirkfield microscopic examinations should be performed.

This suspicion is greatly increased if related lymph nodes

zre en'arged.

Chancres in uncommon sites rarely have the classic form

and less than 10"^ are recognized in the seronegative

phase. In 219 cases of extragenital chancre seen in Johns

Honkins Hospital and several other Baltimore clinics over

40 different diagnoses had been offered and a corresponding

number of remedies applied.

Chancres have been seen on the forehead, eyelid, nasal

septum, cheek, chin, tonsil, suprasternal notch, abdomen.

buttock, anus and rectum, wrist, fingers, ankle, toes and

sole

Among the recorded diagnoses are tonsillitis, tuberculo-

us, thrombosed hemorrhoids, scarlet fever, human or insect

bite, herpes zoster, avitaminosis. leukemia, lymphosarcoma

and scabies.

Diagnostic and therapeutic error can be avoided only by

reliance on the laboratory.
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Ophthalmology and the General Practitioner

Clay W. Evatt, M.D., Charleston, South Carolina

EYE CONDITIONS are seen every day by the

general practitioner, many of which he should

be able to diagnose and treat himself, the others

he should recognize as cases for the specialist.

Every general practitioner should have a Snell-

ing and Jaeger chart for testing the distant and

near vision. Many insurance companies require

such records. Many industrial companies require

distance, near and color vision records of their em-

ployees. In all cases of eye and head injuries, the

vision should be tested before treatment is begun

and aga :n when the patient is discharged. This is

especially important in compensation cases.

Many mothers now bring their sons to the doc-

tor to ascertain whether his vision is up to military

requirements.

A high percentage of sufferers complain to the

dDctor of headache. Many headaches are due to

eve strain, as is blurred vision, "pulling sensation"

and vertigo. A simple visual check-up and the gen-

eral man will be aided in his decision to rule out

eye strain headaches or to refer the patient on to

the eve physician.

Eye injuries and foreign bodies in the eye are

most frequently seen first by the general man. As

soon as the patient is seen and the vision tested

butyn 1 per cent, 0.5 per cent pontocaine or some

other acceptable topical anesthetic is instilled in

the eye. If there is redness a drop of adrenalin 1-

1000'or 1-2000 also is instilled. In three to five

minutes the eye is anesthet'zed sufficiently to pro-

ceed further. (If the eye has not become blanched

we are dealing with an affection of the deeper tis-

sues.) A drop of fluorescein, 2 per cent, or mercu-

rochrome. 2 per cent, is instilled and lavaged out

This method stains and shows up well the extent

of the foreign body or injury.

A laceration or puncture wound may extend en-

tirely through the cornea into the inner eye, yet be

so smooth as to be entirely missed without use of

th's staining method. With a small eyespud the

superficial foreign bodies may be removed. The
deeper foreign bodies and more extensive injuries

should be sent immediately to the eye physician.

Following removal of the small foreign body, it is

a matter of personal experience whether to cover

the eye or n')t with a patch. Bacteriostatic oint-

ment is usually instilled though probably of little

value. Examination is not complete until the lids

are everted and the fornices inspected.

Lacerations involving lid margins should be su

t-'red wtih meticulous care, tissue to like tissue,

otherwise epiphora and scarring will result.

Presented to the Tri-State Medical Association's Semi-

centennial Meeting held at Williamsburg, Virginia, on the

21st and 22nd of February.

Flash burns, so frequently crippling for a few

days, are satisfactorily treated by dark room, im-

mediate and constant application of cold packs,

and pontocaine, 0.5 per cent, solution and oint-

ment.

In summer, you are called to treat beach and

surf blindness. In such cases dark glases, cold com-

presses and bland ointments usually give comfort

Chemical burns, whether from acid or alkali,

should be immediately and profusely flushed out

with water. Sulfathiazole or other bland ointment

is instilled. Severely burned patients should be im-

mediately hospitalized.

Stys are constantly treated by the general man.

The most common cause of stys is too much car-

bohydrate foods—not sugar in the urine, but a high

sugar content in the blood. In these cases, it is

wise to cut down the carbohydrates and increase

the fruits, vegetables, and vitamins. Three unit

doses of insulin are efficacious here. It is said that

workers in tin mines and canning factories do not

have boils and stys, therefore tin pronate is used.

The dose is two grains, three times daily, till 100

doses have been taken.

Vaccines are stand-bys in the armamentarium. Re-

fractive errors are the second biggest cause of stys.

Blepharitis—Lid margins are subject to the same
deficiencies and infections as any other hair-bear-

ing integument, and respond to symptomatic treat-

ment.

Chalazion as differentiated from the sty is round,

firm to the touch, and does not point on the lid

margin. The only treatment is careful dissection or

curettement after crucial incision.

Pingueculum and pterygium are conjunctival

new growths best treated by the eye man.

Many anemias, leukemias, and allergies are re-

vealed by changes in the conjunctival appearance.

Red eyes may conveniently be grouped into

conjunctivitis, iritis, and glaucoma. In red eyes the

differential diagnosis is of utmost importance.

Conjunctivitis is a superficial condition differen-

tiated immediately by the adrenalin test. It is due

to infection, allergy, physical or chemical insult,

and is treated according to the cause.

Iritis is a reaction of the iris to insult. There is

marked photophobia, pain; pupil is small, and con-

gestion deep. Usually it is caused by syphilis, tu-

berculosis, or foci elsewhere in the body. It occurs

at any age.

Acute glaucoma—The pupil is large, congestion

deep, pain very severe, tenderness is marked, vision

much r'ecreased tension greatly increased, cornea

steamy, no photophobia, halo around lights, usual-

ly in person over forty years of age. These recur-
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rent attacks have been mistaken for migraine with

pain centering in the eye.

The pupil has been called the "baby of the eye,"

"apple of the eye," "window of the soul," and much
information may be gained by observing it. Neu-

rologic states, brain injuries and tumors, iritis,

glaucoma, and many general metabolic conditions

may give rise to significant changes in the pupil.

In nyctalopia or night blindness, the subject is

slow to find his seat in the darkened theater, and

is unduly blinded by lights at night. This is due

to vitamin-A deficiency and is promptly relieved

by vitamin-A therapy.

Affections of the cornea, mild or severe, should

be treated by the eye physican.

Cataracts are congenital, traumatic, or senile.

We no longer wait for cataracts to m'ature. With

the present techniques they may be successfully

operated on whenever they interfere with the pa-

tient's pursuit of his usual occupation in his usual

way.

The general practitioner may use his ophthalmo-

scope with as much profit as he uses his stetho-

scope. The eye-ground changes are very significant

during pregnancy and infectious diseases; in dis-

eases of the cardivascular system, of metabolism,

of the endocrine glands, and in various neurologic

states. Indeed, the physician, whatever his special-

ty, who uses the ophthalmoscope, is a far jump

ahead of his fellow practitioner who does not avail

himself of this very helpful instrument.

Discussion

Dr. J. M. Northington, Charlotte: Mr. President, I just

wish that my old friend Dr. Cyrus Thompson were here

to hear this paper by a specialist. Dr. Thompson was a

wise man, as many of you can testify, and he understood

the meaning of words- He said that he never went on a

trip that he did not take along a copy of the King James
version of the Scripture, a copy of the Essays of Michel de

Montaigne, and a small flask of good whiskey.

Dr. Thompson seldom used the word "specialist" (the

short e sound) ; he pronounced it "speecialist" (a long e

and two of them) ; because, he was wont to say, "their

arguments are generally so specious." Certainly there is

nothing speecialist about the dealing with this subject by
Specialist Evatt. We have been delighted, as well as in-

structed, I am sure, Dr. Evatt

Dr. R. H. Courtney, Richmond: Mr. Chairman. I wan.

to compliment Dr. Evatt. I think I am the only one other

specialist here. I realize how difficult it is to present this

to an audience with the simplicity he has done it. and Ik

has done it well.

I take this occasion to simply make one remark, which

is the source of a great deal of concern, and that is to

take every chance I get with a general group to call their

attention to the fact that old age is not a cause of poor

vision. I see so many people every day. and so does Dr.

Evatt, living a life of insecurity, inability to carry on

their vocation or avocation simply because they have been

told, "you are getting old." It is not true in the least that

age, of itself, is a cause for failing vision. In the absence

of pathology, there is no reason elderly persons should not

see as well as younger persons, when they have the proper

lenses. Now, if they can't see with lenses, then we should

find out why they can't see with lenses. We should know
the cause of their poor vision. There are so many reasons

we can't simply dismiss it by saying, "Well, you have

probably got a cataract;" or. if the vision suddenly fails.

saj "Well, you probably had a hemorrhage in the back of

your eye-"

Cataract and hemorrhage are not the only causes of

poor vision in the old. If they have beginning cataract,

then we ought to do something about it. If the vision is

failing from beginning glaucoma, and nothing is done
about it. that patient will go on to blindness, about which
nothing can be done. We should know win the patien;

can't see well. I keep hammering over that, reiterate it for

the sake of emphasis.

The other night when Vice-President Barklej was h
Richmond somebody offered him a glass of water and he

said he wouldn't have any, hi was from Kentucky. 1 am
going to take this chance to get a glass of water.

President Wyatt: Dr. Evatt

Dr. Evatt (closing) : I just want to thank Dr. North-
ington for his kindness in calling to memory Dr. Thomp-
son, one of the keenest wits and wisest philosophers any of

us ever knew. I came to know Dr. Thompson at my firs",

attendance on a Tri-State meeting. I was never with that

man even for a few minutes that he didn't tell me some-
thing that stuck for life.

I want to thank Dr. Courtney for his very kind re-

mark-. He was a teacher of mine in years gone by. when
I was much younger than I am now. I appreciated him
then: I appreciate him now.

Synthetic Drug .Relieves Asthma
i I.. X. Cay and T. W. Long, in II. A. M. A.. Feb. 12th)

Aludrine. a synthetic drug modified from adrenalin, gen-

erally affords quick and pleasant relief for asthma suffer-

ers.

Aludrine solution was administered by hand atomizer.

Patients were instructed to take five inhalations at the

onset of wheezing and repeat this in five minutes if neces-

cary and if no untoward symptoms appeared. Each patient

was able to determine for himself the best number of in-

halaticns and courses to use in his individual case.

Every patient experiencing mild asthma reported imme-
diate ar.t! complete relief after one course of three to six

inhalations. Sixteen of 19 patients experiencing asthma oi

moderate severity obtained moderate to marked relief with

two to three courses of four to six inhalations each. The
remaining patients of the 19 obtained mild relief.

A Better Mercuriai Diuretic.—Many report thiomerin

a- less ti .\ic and less irritating than the older organic mer-
(. "rials Ii is the only organic mercurial diuretic that is

tolerated in the subcutaneous tissue; it must not be in-

jected into edematous skin or adipose tissues. It may be

used a test in from 0.25 to 0.5 ex. doses subcutaneous!} in

any patient suspected of hypersensitivity to mercury. In

diuretic potency it is at least equal the older preparations;

il i- less dramatically dehydrating on the first day, more
persistent in effect fir two or three days. Acid salts aug-

ment this action to the point that doses 0.5 ex. to 0.75 ex.

(20 to .^0 mg.) are effective. Renal irritation is less likely

than after the use of other mercurials. Thiomerin has been

given on five successive days without producing albuminu-

ria, cylindruria, or hematuria.

Glutamic Acid has been administered mentally handi-

capped children, and this conclusion arrived at: "It is

thought that glutamic acid is indicated only as an adjunct

to teaching."

—

Jour. Missouri M. A., March.
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DEPARTMENTS

UROLOGY
Raymond Thompson, M.D., Editor, Charlotte, N. C.

TOTAL CYSTECTOMY
Malignant tumor of the urinary bladder is fair-

ly common and, untreated, causes great suffering,

especially in its later stages. Cystectomy itself is

not a difficult operation, but the diversion of the

urinary flow which it necessitates is not so simple

a procedure. Cystitis is prone to develop early in

malignancy; this responds poorly to the usual

forms of treatment, and in elderly persons soon

leads to an ascending infection with dilatation of

the ureters and renal insufficiency. In such cases

transplantation of the ureters into the colon be-

comes a very hazardous procedure which the sur-

geon has been loath to undertake. The choice of

technique, too, has been a difficulty. The simple

ones have not 'been satisfactory, and the more elab-

orate seemed suitable only for the specialist.

It is easy to agree with the foregoing statement

of this British authority. 1 Reading him further one

learns of a promising way of dealing better with

these grave situations.

Some years ago, a method was introduced of im-

planting the ureters into the colonic wall, without

interrupting their continuity with the bladder, as a

first stage. After three weeks the ureters are divid-

ed a short distance below the site of the implant

and the severed end of the upper segment is tuck-

ed into the colon through a small incision in its

wall. The object is to allow the ureter to get over

the stage of edema and constriction due to its in-

clusion in the wall of the bowel and also to obtain

a new blood supply from adhesions, before it is

subjected to the risk of infection from fecal con-

tamination.

Sworn's first case was in 1946, and he has now
done six cases in all, with no operative mortality.

Through a right paramedian incision extending

a little above the umbilicus the bladder is first ex-

amined and the question of operability decided

then the left ureter is found on the posterior ab-

dominal wall and isolated for a few inches. A con-

venient part of the lower colon is chosen and an

incision made through the peritoneal and muscle

coats down to the mucous membrane to make a

comfortable bed for the ureter. The area must be

properly peritonized. A similar procedure is then

carried out on the right side and the abdomen
closed.

Xo, or very little, urine may be formed for 4S
1. B. R. Sworn, M.B.. F.R.C.S.. Honorary Surgeon, Stafford

General Infirmary, in Brit. Med. 71., Feb. 5th.

hours following the operation, but after that the

flow is normal. In most cases the patient will have

been on urinary antiseptics before operation, and
these should be continued when the flow is re-

stored.

In all cases there has been considerable trouble

after this stage from abdominal distention and
tympanites; this may last up to 10 days before the

bowel regains normal function. An important bene-

fit of the operation is that this phase is passed be-

fore the ureter is opened into the bowel.

The second stage is best done three weeks later,

and for the last of these weeks the patient is given

a course of sulphasuxidine. The abdomen is opened

through the original incision, which is now carried

down to the pubes. The peritoneum is divided over

the left ureter so as to expose it just below the

implant and it is cleanly divided ()4 in.) below

this. A small incision is made into the lumen of

the colon as close as possible below the implant

and the upper divided end of the ureter passed

into the bowel, which is then sutured round it. A
little sulphanilamide powder is rubbed into the

area and the peritoneum is closed over it. The right

side is treated in a similar fashion.

If the bladder is considered to be removable the

cystectomy is then carried out. This is largely ex-

traperitoneal, although it is usually better to in-

clude the peritoneum over the site of the tumor.

The pelvic peritoneum is reconstituted and the

space below drained through a separate suprapubic

stab wound. The abdominal incision is then closed.

There is remarkable little upset following this

stage, considerably less than after the first one.

Although there is some discomfort from the urinary

incontinence, this seldom lasts more than a few

days.

Six cases with malignant or pre-malignant condi-

tions of the bladder are described. In all the cases

transplantation of the ureters was carried out by

the method of implanting the ureters in continuity,

as a first stage, followed by cystectomy. There was
no operative mortality.

The Editor of this Department has had some
experience with this operation, done in one stage;

and this experience was not encouraging. The two-

stage operation would appear on its face to offer

good results, and this report of good results bears

out the promise; and it is my intention to make
use of it in the first case which seems appropriate.

Cheering as to Psoriasis

Psoriasis responds to treatment with undecylenic acid,

according to Perlman. 1

Seventeen of his patients with chronic psoriasis, local-

ized and generalized, were given gradually increases doses

of undecylenic acid by mouth for varying periods of time,

with disappearance of the lesions, permanent relief of the

1. H. A. Perlman, in lour. A. M. A., Feb. 12th.
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itching, and, in several instances, improvement or dis-

appearance of joint pains.

This acid has been tried on a small number of patients

with neurodermatitis and appears to have a definite effect

cm the lesions.

It seems that the greatest benefit is in the subacute and

chronic psoriasis lesions which are generalized on the body

In psoriasis of only a few years' duration, remarkable im-

provement was noticed after two or three weeks- In some

cases clinical response was not noticed under three months,

when large plaques of psoriasis were soon replaced by noi-

mal skin.

Perlman states further that with the continued use of

undecylenic acid before and after the skin has cleared up.

new lesions fail to appear and in those few instances in

which new lesions appeared they seemed to be short lived,

disappearing spontaneously ; and concludes with "It is

highly probable that the recurrence of psoriasis can be pre-

vented, at least in a significant proportion of cases, by a

maintenance dose of undecvlenic acid."

DENTISTRY
J. H. Guion, D.D.S., Editor, Charlotte. N. C.

ORTHODONTIC DIAGNOSIS
Orthodontic diagnosis, Friel 1 says candidly,

cannot be an exact science. The variation in the

shape of the head and of the relationship of the

teeth to points or lines is so great in the individual

and at different periods of growth as to necessitate

individual consideration as to whether the case is

abnormal or normal for that individual. The mod-

ern tendency is for medical and dental science to

rely too much on instruments for measurement and

too little on clinical observation. It is easy to teach

undergraduates and post-graduates to use measur-

ing instruments in diagnosis but it is exceedingly

difficult to teach clinical observation.

All physicains as well as all dentists are actively

interested in the problems of tooth-straightening.

All will enjoy an abstract of what Friel has to say

further.

Most orthodontic diagnoses are made from teeth

only, their relationship to each other in their own
arch and the relationship of the arches to one an-

other. This is not the best approach. The first

thing to do is to observe the wav the child walks

into the room, the posture, the build of the child

the relationship of the lips at rest and the way tru :

Tps and jaws move during talking. The next step

is a more detailed observation of the relationship

of the jaws to one another and to the rest of the

face in an antero-posterior. lateral and vertical

direction. Then look into the mouth.

The arch relationship should conform to the pre-

vious observations of the jaw relationship, though

it can be obscured by individual movements and

inclinations of teeth and arrest of growth due to

local factors such as premature extraction of teeth.

1. Prof. Sheldon Friel. M. Dent. Sc. Sc.D.. F.D.S., in Proc.
Royal Soc. of Med. (Eng.) Jan.

It can also be obscured by the amount of develop-

ment of the chin or face. There are varieties of

normal chins from the protruding shelf below the

apices of the teeth to the almost vertical chin that

is nearly in the same place as the alveolar bone.

The lower jaw can be normal and the malrelation

due entirely to the upper face. The form of the

arches and their relationships to the basal bone,

the individual malpositions and inclinations of teeth

and how they came to take up their positions have

to be recorded. After this it is well to examine fur-

ther any special points which may have arisen dur-

ing the examination—as to tonsils, swallowing,

nasal insufficiency, habits, etc. The history of the

case should follow in order to see if it is possible to

discover whether the cause is still in operation.

There are four groups of factors that may affect

the form of the jaws and consequent alignment and

relationship of the teeth. First, and probably the

most important, is the inherited pattern for the

size and form of the jaws. It can be modified to a

certain degree by treatment: it can be altered for

better or worse, mainly the latter, bv one or all of

the three other groups of factors. These threi'

groups are function, systemic disease and local

factors.

The inherited size and form of the lower jaw

can be altered by the imposition of a local factor.

The upper incisors can be locked inside the lower

incisors due to extensive extraction of the decidu-

ous teeth before the age of five years and can pro-

duce a true prenormal lower jaw. On the other

hand it is doubtful if an inherited large lower jaw

can be prevented from attaining its predetermine 1

full size.

The normal individual whose teeth have erupted

closes his teeth together and presses his tongue

against the anterior portion of his palate and

against the cheek when swallowing. In infants, on

the other hand, the tongue lies between the gum
pads and the cheeks act as the resistance. The in-

fant type of swallowing may persist to the detri-

ment of the occlusion of the teeth.

Systemic disease of sufficient duration and inten-

sity can inhibit the growth of the jaws, and it is in

the early years of life that more harm is done. The

lit iwth of the jaws from birth to three years of age

is aibout the same as that in all the subsequent

years. A great hindrance to growth in the early

years leaves a mark from which the jaws seldom

recover.

Thumb-sucking can do much damage in case of

pocr general health and nutrition, very little dam-

age in the healthy growing child. The same applies

to premature extraction of decidous teeth, especial-

ly in the lower jaw.

It is a common practice to send models of a case

to an orthodontist, expecting him to make the dias-
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nosis, without even having seen the patient and

with a very inadequate, or no, history. Models do

not give sufficient information of the amount of

basal bone present, to say nothing of the fact that

they provide no idea of the profile, posture and

habits of the patient.

HUMAN BEHAVIOUR
Rex Blaxkixship, M.D., Editor, Richmond, Ya.

ALCOHOLICS ANONYMOUS
The so-called alcoholic has been ''cured" by

treatments almost as varied as the personality

types that become involved with alcohol. Many
have been "cured" by principles which do not in-

volve the term treatment—certainly not in a spe-

cific sense.

In 1934 Mr. William Wilson solved his alcohol

problem by means of a personal religious experi-

ence. He was subsequently prompted to organize

the group called Alcoholics Anonymous which has

grown rapidly and accomplished a great deal.

Among the principles involved are, first, regular

group meeting, where members are urged to dis-

cuss their experiences and talk about their prob-

lems freely and frankly; and second, all are urged

to read their book entitled "Alcoholics Anony-

mous" which contains the fundamentals and must

be read in order to gain an understanding of the

problem. Working with prospects making their first

contact with the organization serves two purposes,

since it not only helps the beginner in his first

efforts but also aids the helper who derives from

his efforts something which is important for his

continued sobriety.

This group has laid claim to a recovery rate of

about seventy-five per cent of those who really try

their method. The rapid growth of this organiza-

tion and the apparent results obtained certainly

command respect and warrant a search for the ex-

planation.

Just to say that a religious experience solves the

problem is not the entire answer. One characteris-

tic that most alcoholics present is egocentricity.

They are dominated by a feeling of self importance

and are determined at all sacrifices to maintain

this feeling. The alcoholic must be the master of

his destiny and tolerate no control from man or

God. The main point is that if the alcoholic can

truly accept a power greater than himself, he, by
this step alone, modifies permanently or tempo-

rarily his inner personality structure. When he can

do this without resentment he is no longer an alco-

holic. To his friends and family he has gotten re-

ligion; to the psychiatrist, it is more of an emo-

tional resolution, or self-hypnosis.

So-called emotional cures mav be rather unrelia-

ble; however, it is sensible to change emotions by
using emotion, and subsequently bring the mind
and intellect to help anchor the new emotional ex-

perience.

What Alcoholics Anonymous have done should

make us consider the emotional principles of treat-

ment, as others less scientific get results that have

been denied us.

PEDIATRICS
Albert M. Edmonds, M.D., Editor, Richmond, Ya.

EPILEPSY IN CHILDHOOD
(Abstracted from the Journal of tlw American Medical

Association, Vol. 138, Page 1012)

Epilepsy is a common syndrome which is too

frequently encountered by all of us. The recent

publication by M. G. Peterman is well worth re-

viewing. Epilepsy is being better controlled but not

cured, a fact worth stressing in discussing the prob-

lem with parents. Epilepsy is a chronic inherited

disease which is present before birth. The latent

condition may never become manifest; however,

potentially it is always possible. We will have no

cure until we can control eugenics.

Recent advances in the study of epilepsy have

resulted in a classification of the causes of con-

vulsions in children, thereby making diagnosis pos-

sible. Studies of the metabolic changes precipitat-

ing convulsions have resulted in dietary adjust-

ments which help in their prevention. The introduc-

tion of the encephalograph in 1929 was the great-

est advance in this field. The encephalogram is of

value in the diagnosis, in establishing the heredi-

tary nature of the condition and in evaluating the

results of treatment.

For diagnosis of epilepsy an adequate and com-

plete history together with description of the seiz-

ures are requisite. Each case should be confirmed

by electroencephlogram before complete acceptance

and the institution of therapy. One convulsion

should not be dismissed as unimportant, to wait for

recurring convulsive seizures. Fainting spells and

behavior problems should be considered potential

epileptic manifestations.

Peterman believes that all children who have

infantile or febrile convulsions are potential epi-

leptics; that each of these patients should have an

electroencephalogram unles the convulsion is due

to meningitis, encephalitis, or poisoning; and that

this procedure will discover a large percentage to

be potential epileptics.

Petit mal is a serious disease which has a char-

acteristic electroencephalographic pattern. All petit

mal patients are potential grand mal patients. Tri-

methadione is the drug of choice for petit mal;

however, it will precipitate seizures in patients with



SOUTHERX MEDICINE & SURGERY

grand mal. Therefore it is important to know ex-

actly what condition one is treating before begin-

ning treatment. Trimethadione is effective in a

third of the cases of uncomplicated petit mal.

Phenobarbital, dilantin, and caffeine have generallv

been found of little value. In some cases trimetha-

dione will depress the bone marrow; fatalities have

been so occasioned.

Paradione, very similar to trimethadione, has re-

cently been introduced and should be tried if tri-

methadione is ineffective. It is used in the same

way, and has the same toxicity as trimethadione.

Either may be supplemented by phenobarbital.

Thvphenytoin. introduced in 1941, has been used

for both petit and grand mal with satisfactory re-

sults. Of 73 patients treated, 30 had grand mal,

nine petit mal, eight had both, three had chronic-

encephalitis, and 16 had cerebral birth injuries.

Of the 30 with grand mal 20 were improved, eight

unimproved, and in two toxic symptoms resulted.

Seven of the nine patients with petit mal were

improved, two not improved—both have been con-

vulsion-free on trimethadione. Of the combined

cases, four improved and four did not. The dosage

of the drug is 0.13 grams two to three times daily;

may be increased to 0.39 grams three to four times

daily. The drug may be supplemented in petit mal

by trimethadione; in grand mal or combined cases

by phenobarbital. Toxicity has been manifested by

hypertrophy of the gums, ataxia, disequilibrium

and incoordination, and dry rash. No instance of

depression of the bone marrow has been encoun-

tered.

Phenobarbital remains most effective for con-

trolling grand mal. Dilantin is required as a supple-

ment to phenobarbital in some cases. Mesantoin,

very similar to dilantin, may well be used inter-

changeably with it. If these means of control are

ineffective, ketogenic diet should be given a trial.

A new barbiturate "AX L.. f
" has been given in the

same dosage as phenobarbital. Fourteen patients

with grand mal have been improved and five not

improved. Two had reactions to the drug requiring

its discontinuance. One with petit mal has been

improved; and of four with combined petit mal

and grand mal two have been improved and two

unimproved.

GENERAL PRACTICE
William R. Wallace, M.D., Editor, Chester, S. C.

ACUTE BEXIGX PERICARDITIS

Acute nonspecific pericarditis is still mis-

taken for myocardial infarction. Electrocardiograms

should be made early and often to disclose the S-T

elevation and T wave inversion.

The foregoing statements of two eminent teach-

ers of medicine 1
will be of more than ordinary in-

terest to physicians generallv. And what they say

further will be read eagerly.

The chief symptom is chest p3in, usually sub-

sternal or epigastric, occasionally on one side of

the midline or in the shoulder.

In contrast to the dull, constant myocardial dis-

tress, pain may be lancinating and intermittent,

crushing, oppressive or like indigestion. It may be

aggravated by deep breathing, body movement, or

coughing and may extend over the entire chest or

radiate to the back or arms. Profuse perspiration

is fairly frequent. Pain usually lasts one or two
days, may recur; twinges are sometimes felt for

months.

A pericardial friction rub, often overlooked, may
persist for 12 to 24 hours. Dyspnea may result from

rigidity of chest muscles. Rarely, syncope or drop
in blood pressure is observed. A feeling of well-

being generally returns in a few days, with no
residua! symptoms to indicate coronary or rheu-

matic involvement.

T. of 101 to 102° commonly begins with the

pain and continues for several days. The sedimen-

tation rate is almost invariably high and the leuko-

cyte count often slightly elevated.

Ecg. changes are due to subepicardial myo-
carditis. Unlike the reciprocal changes of myocar-

dial infarction, S-T variations are always in the

same direction. The QRS complex is seldom affect-

ed but if effusion occurs may be of low amplitude.

Q waves do not appear if previously absent and if

present do not vary. In contrast to the record for

rheumatic fever, a-v conduction time remains nor-

mal. T waves may be tall and sharp at onset, espe-

cially in precordial leads, but are soon lower and

flatter. After about a week, inversion begins and

continues for a few days to several months.

Among 17 Army cases of nonspecific pericarditis

six were originally thought to be myocardial in-

farction.

Civilian involvement is probably as common and

even more often misdiagnosed as coronary occlu-

sion or considered a result of rheumatic fever, ure-

mia, pneumonia, or other serious disease.

The etiology is unknown ; the condition often

follows upper respiratory infection and may be the

pericardial version of pleurisv. which sometimes

precedes or accompanies an attack. Possibly the

pericardium is sensitized by bacteria and becomes

inflamed with the next exposure.

It is of vast importance to the patient that no

benign attack be miscalled coronary occlusion. It

seems certain that a considerable number of pa-

tients who get along so well after being told they

have coronary7 occlusion have nothing more serious

than benign pericarditis.

1. R. B. Logne. M.D.. Atlanta, and II. II. Wendros, M.D.,
Philadelphia, in Am. Heart Journal, 36 (1948).
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GENERAL PRACTICE
James L. Hamner, M.D., Editor, Mannboro, Ya.

THE VALUE OF EARLY RECOGNITION AND
EARLY THERAPY IN CEREBRAL

PALSY
Cerebral palsy is widespread. Each year there

are born seven per 100,000 of population. Of these

seven, one will die in infancy, and two will be

feeble-minded, leaving four treatable or educable.

Of these four, one will be severe or homebound,

two moderate, and one mild. All doctors should be

on the lookout for them, recognize them, and see

that proper treatment is begun early and carried

out long and faithfully—and above all, realize that

it gives a hope in the future.

The family doctor or the pediatrician has the

first opportunity to recognize cerebral palsy and to

plan the management, whether or not he is to carry

it out.

Watkins 1 gives sound instruction which has po-

tentialities of great good for these afflicted little

ones.

Cerebral palsy is a neuromuscular disorder,

caused by faulty development in, or damage to,

the part of the brain which has to do with the con-

trol of motor function. The causes are divisible into

3 groups:

Prenatal factors: Errors or defects in develop-

ment of a part of the brain. The cutting off of

adequate O from the developing baby by any

means may result in increased permeability and

fragility of the tiny blood vessels, and so cause pe-

techial hemorrhages. Threatened abortion early in

pregnancy can cause this type of anoxia. Other

causes are virus diseases during pregnancy, Ger-

man measles in particular, in the early months.

Circumnatal factors: Among these are prematur-

ity, fast labor and delivery, too much medication

during labor; blockage to the venous return of

blood by the cord around the baby's neck or

stretching the neck in breech deliveries. Placenta

praevia if not treated early may result in sufficient

anoxia to cause damage. Poor or faulty obstetrics

accounts for only V} of cerebral palsy. Among
these faults are: improper use of forceps, too much
pull on the head or on the bod)' in breech deliverv

may rupture the vein of Galen.

Post-natal factors: Head injury by blows, falls

or accidents. Encephalitis, meningitis, whooping
cough under six months of age, and the complicat

ing encephalitis of any of the childhood diseases.

There are five types of cerebral palsy: athetosis,

spasticity, ataxia, tremor and rigidity.

In athetosis the lesion is in the basal ganglia.

Symptoms are purposeless motion and an uncon-
1. Margaret Watkins. Dallas, in Jl. Am. Women's M. A., Feb.

scious effort to get a part or parts of the body

into a distorted position. Deaf athetoids are, as a

rule, so smart they learn lip reading without being

taught, and the deafness may not be discovered

until they are of school age. They are poor eaters,

have poor sucking powers which make feeding dif-

ficult.

Characteristically the arms are adducted, the

fingers clenched, and the thumbs abducted. There

is a lot of purposeless, aimless motion of the fin-

gers and toes, later of the arms and legs. Head and

sitting balance are greatly delayed. When the baby

is held up to a standing position the legs scissor

and the feet are distorted as in talipes equinus. If

the tension has already developed you can feel the

baby go stiff in your hands. The reflexes are all

normal or slightly hyperactive and there are no

pathological reflexes.

In spasticity the lesion is in the motor cortex.

There may be a monoplegia, hemiplegia, paraple-

gia or quadraplegia. These babies are prone to

vomit due to the spasticity itself. The characteris-

tic attitude is flexion of the arms and clenching of

the fists; early the legs are in extension and may
even scissor in supine position. There is delay in

reciprocation, which is normally developed by three

months. The deep tendon reflexes are positive.

There is sustained ankle clonus; in severe cases

may be patella clonus. The cremasteric and abdom-
inal reflexes are absent. Most characteristic is the

presence of the stretch reflex in the involved ex-

tremity—when an attempt is made to move a joint

there is resistance on the part of the spastic group

of muscles and a "jerk back'' as the muscles are

stretched.

In ataxia the damage is to the cerebellum. There

is loss of proprioceptive sensation. Loss of control

of the tongue muscles makes a feeding problem.

These babies prefer to be left alone. They get car

sick easily. There is a nystagmus or they roll their

heads back and forth; aimless motion of the hands

and feet, and many turn the hands upward and
downward repeatedly. As a rule they are limp and

flabby, may have a lateral or a rotary nystagmus.

The deep tendon reflexes are hypoactive. The
babinski reflex may or may not be present and

there is usually past-pointing on testing the reach

and grasp.

Tremor and rigidity are usually found together,

as a rule postnatal, postinfectious, the lesions so

diffuse that the picture will vary greatly. The tre-

mor is fine, increased by intention. The most char-

acteristic finding of rigidity is the feel of the mus-

cles. They are like lead pipes and the extremities

can be moved only with difficulty.

The treatment is a combination of physical, oc-

cupational and speech therapy. This is the ideal,

to be given in a treatment center. Before this, start
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with the little baby as soon as cerebral palsy is

recognized, or even suspected. The parents are

taught exercises to be given at the same tunc a

simple rhyme is sung—for a conditioned response,

through repetition of the given rhyme and the

given exercise. Passive motion is changed to active

assisted motion and finally to active motion. The

exercises are standardized throughout the countrv

and have been found helpful in all types. In athe-

tosis the exercises help to bring about relaxation

and to improve muscular control and coordination.

In the spastic they are aimed at improving re-

ciprocation and establishment of good behavior

patterns, in ataxia to improve muscle tone and

through repetition to give better performance of

function.

As the baby progresses he is taught to hold up

his head, to crawl, to sit, to stand, and to walk. It

is much easier to teach the little fellow and to

make his developmental age coincide as nearly as

possible with his chronological age. When we re-

member that because of impairment of the neuro-

muscular system these children do not do auto-

matically those things which they should do, and

that they can be taught a different type of muscle

control, we can see the value of early training in

good patterns of behavior before bad habits are

established.

The parents of many, perhaps most, of the chil-

dren with cerebral palsy blame the condition on

poor or faulty obstetrics. One of the most impor-

tant facts to be learned from this article is that in

less than 5''i is this blame justifiable.

GYNECOLOGY

THE THERAPEUTIC USE OF ESTROGENS
IN GENERAL PRACTICE

We need to review frequently what is known

about the usefulness of estrogens. Sevringhaus1

tells us the present state of this knowledge.

Whatever the type of estrogen given and what-

ever the route doses must be adequate by trial.

Often large doses are required at first, but soon

they can be gradually reduced. Small, frequent

amounts are preferred to large doses at long inter-

vals. Aqueous suspensions of minute crystals in-

jected hypodermically in small amounts remain ac-

tive for several days.

Intramuscular doses in vegetable oil exert estro-

genic effects for five to ten days, but local reactions

are frequent. Pellets placed in subcutaneous tissue

are effective but may produce a foreign-bodv re

action.

I. E. L. Sevringhaus. New York City, in Ann. hit. Med., 29:
595-600, 1948)

Natural estrogens are usually given intramuscu-

larly. Synthetic hormones, nonsteroid and less ex-

pensive than biologic products, .ire effective either

by mouth or parenterals. Nausea, rare with nat-

ural compounds, sometimes accompanies adminis-

tration of synthetic hormones.

The most common use of estrogens is to alleviate

tusal symptoms. Severe recurrent dysmenor-

rhea is usually overcome by generous daily doses

taken from the fifth day of How for the next 20

days.

When breast or uterine tissue fails to develop

during adolescence, growth may be stimulated, if

the structures are not entirely lacking, by sus-

tained administration of estrogens in cycles simu-

lating the natural menstrual cycle. Exact proce-

dures must be determined empirically.

Except with certain types of metastatic breast

cancer in elderly women, estrogens are not to be

given to patients with carcinoma, or after its sur-

gical removal. Therapeutic doses probablv do not

initiate but may stimulate growth of carcinoma-

tous tissue in the genitalia or breasts. Physical

examination should be done before and at intervals

during treatment.

Resumption of bleeding after the menopause,

menorrhagia in young women, unwanted enlarge-

ment of breasts, and subjective tension states are

manifestations of excessive dosage.

Endometriosis is a contraindication to estrogen

therapy.

THERAPEUTICS
J. F. Nash, M.D., Editor, St. Pauls, N. C.

AN EVALUATION OF THE ANTIHISTA-
MINE DRUGS

The most effective of the antihistamine sub-

stances include "benadrvl hydrochloride," "pyri-

benzamine hydrochloride," "neoantergan," "the-

phorin." and "histadyl."

Two actions are noteworthy: ability to inhibit

whealing and ability to dry up mucous secretion.

Urticaria responds dramatically; in both the idio-

pathic and the serum-sickness type there is com-

plete subsidence of symptoms in 85 to 95 per cent

of patients within 20 minutes after the ingestion

of 50 to 100 milligrams of the medication. In other

allergic diseases in which whealing and edema are

prominent, the benefit would be equallv as strik-

ing were it not for secondary infection. The anti-

histaminic drugs are most beneficial in hay fever

during the early part of the season when the secre-

tion is clear watery fluid and when there is no sec-

ondary infection. The same benefits are obtained

in perennial rhinitis and allergic sinus disease in

1. Arthur Dintenfass, M.D.. in Jour. Med. Soc. N. J., Feb.
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the absence of suppurative changes.

Results are gratifying in incipient asthma, both

in the infantile type, characterized by edema in

the lungs, and in the pertussis-like cough of aller-

gic bronchitis, which so often is the beginning of

asthma. In the stage of thick, tenacious expectora-

tion, there is little if any benefit from oral admin-

istration. Intravenous injection of 10 to 50 milli-

grams may briefly control severe attacks of asthma

when aminophyllin and epinephrine fail. These

preparations are similarly used in shock from in-

gestion or inhalation of antigens to which patients

are extremely sensitive, or in shock due to the ac-

cidental intravenous injection of therapeutic anti-

gens.

In atopic eczema and contact dermatitis of the

poison ivy type, the pruritus is effectively controll-

ed, especially if it is associated with localized edema

without secondary infection.

In allergic headache, it is difficult to evaluate

the effectiveness of these drugs.

Allergic conjunctivitis has been materially bene-

fited by the topical use of weak solution as well as

by oral medication.

Reaction to penicillin and sulfonamides, as well

as to other drugs, have been readily controlled. A
l-to-1000 solution of "Benadryl" was found helpful

in the treatment of local and generalized reactions

in insulin-sensitive diabetics.

Several cases of acute laryngo-tracheo-bronchitis

responded to intravenous or intramuscular injection

of "benadryl" with rapid decrease in symptoms of

inspiratory obstruction.

Combinations of these drugs have been useful

where undesired side-effects occurred; for example,

"thephorin" which may give a stimulant effect, has

been administered during the day and "benadryl"

or ••pyribenzamine" given at bedtime.

Antihistamine drugs have a high incidence of

side reactions— sedation, drowsiness, dizziness,

headaches, throat dryness, nausea, nervousness, ir-

ritability and muscular twitching. The sedative ac-

tion may be used to good advantage, and if neces-

sary, may be counteracted by the use of caffeine or

amphetamine. There are no reports of organic dam-
age as a result of this prolonged use.

The antihistaminic drugs are purely palliative,

have unpleasant side effects, and do not affect the

course of the disease. They should be used as an

adjunct to, and in conjunction with, the specific

allergic methods of elimination and hyposensitiza-

tion.

THE MANAGEMENT OF ASTHMA IN
CHILDREN

In infants and young children the diagnosis

of asthma may be reached only after exclusion of

many conditions which produce dyspnea, wheezing

and cough. Among these conditions are: bronchial

obstruction due to foreign body, flaccid epiglottis,

mediastinal masses, congenital heart disease, bron-

chial infection, croup, pertussis, tuberculosis, cystic

fibrosis of the pancreas, and tetany. The age of the

patient, the history and the physical findings ex-

clude many of these at once. Occasionally exten-

sive diagnostic studies will be necessary before the

nature of the process is revealed. In young children

the error of considering all wheezing as asthma is

probably made less often than is the reverse, in

which asthma is not considered as a possibility be-

cause of the youth of the patient.

Diagnosis is usually not the principal problem
in older children. In this group the question re-

solves itself into determining the specific etiology

of the asthma, and discovering the most satisfac-

tory program for immediate symptomatic relief and
for long-range treatment, the most essential in-

gredient of which is a pattern of life which does

not leave the asthmatic child marooned from nor-

mal childhood activities by prohibitions and re-

strictions.

After this introductory, Dees 1 goes on to give a

highly instructive outline of the management of

asthma in children.

A careful, detailed history regarding the type of

onset, time of occurrence, nature and duration of

typical symptoms, environment, diet, and medica-

tions prior to and during attacks, will often give

the clue to the etiology. Emphasis is placed on
the fact that "an hour spent in history taking is

more valuable than several hours of skin-testing."

Because of safety, ease of correct performance and
minimal discomfort, scratch-testing is best adapted

for use in children up to 14 years. Intradermal

tests are indicated if these results are doubtful

or negative.

Elimination diets are very useful. In marked
food sensitivity cause and effect are quickly recog-

nized by patients and parents.

When testing and therapeutic trials have been

completed detailed written instructions must be

given to parents.

The drug of choice for severe, acute asthma in

children is epinephrine hydrochloride 1:1000, in

dosage of 0.1 c.c, hypodermically, repeated every

10 to IS minutes for several doses. Adrenalin chlo-

ride 1:100 or 1:500 in peanut oil or gelatin 0.3

c.c. to 0.5 c.c, intramuscularly, is useful to main-

tain the relief obtained from aqueous epinephrine.

Combinations of aminophyllin, ephedrine and

barbiturates for oral use will relieve most of the

moderately severe attacks. Aminophyllin is a diu-

retic, which demands large fluid intake to prevent

dehydration. Barbiturates are apt to produce re-

actions several hours after ingestion. Syrup of

1. Susan C. Decs in Jour. Amcr. Med. Women's Assn., Jan.
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ipecac alone or in combination with iodides, is

often dramatically effective in young children.

Steam inhalations, oxygen, oxygen-helium mixtures,

are life-saving in severe, acute attacks. Bronchos-

copy may relieve a child in status asthmaticus

when tenacious secretions or atelectasis threaten

life. Antihistaminics are less effective in asthma

than in other allergic conditions.

For chronic asthma medicines should be held to

the minimum dosage which will effectively control

symptoms. The type should be varied from time

to time. For long-time use, iodides, aminophvllin

and ephedrine are most satisfactory.

Bacterial vaccines prepared from tonsils or ade-

noids, from bronchoscopic aspiration, or from nose

and throat cultures, are often effective in children

who have asthma with respiratory infections. These

can be incorporated into allergen mixtures and are

usually well tolerated.

Allergic children need the routine immunizations

even more than do normal children since therapeu-

tic serum may provoke serious allergic reactions.

HOSPITALS
R. B. Davis, M.D., Editor, Greensboro, N. C.

WHAT'S SAUCE FOR THE GOOSE IS SAUCE
FOR THE GANDER

This old adage might well be looked into when
we study the hospital situation in our country. For

a long time the medical profession and all its allies

have been hide-bound as to the application of med-

ical ethics. The principles of ethics which have

guided our forefathers in medicine are sound, and

as applicable today as at any time in the past 2,000

years. Changes in application of these principles

are necessitated by evolutionary processes in med-

icine and all other fields. Those few who have

changed separate themselves into two groups—the

bold and ignorant in one group and the wise and

powerful in another. The chances are that neither

you nor your hospital belongs to either of these

groups. It is further possible that you have suffer-

ed financially as a result.

The change adopted by the bold and ignorant

would not be attracted to the inherently honest

individual or group. If you or your hospital i^

classified in this group, then most likely you will

be spoken of in your community as a quack, a

charlatan, or a plain out-and-out mercenary char-

acter, with litlte regard for truth and honor. The
quality of service given by an institution, the char-

acter and extent of the training of those in charge,

the cost and effectiveness of diagnostic and thera-

peutic equipment are but a few of the features

which have been falsely advertised. There are hos-

pitals whose personnel advertise that they never

turn anyone away because of lack of money and

that everyone's credit is good.

The wise and powerful group we are discuss-

ing crave the limelight. If any one of these in-

dividuals leaves town for a day the fact finds its

way into the newspapers. If some prominent pa-

tient enters a hospital it is rare but that some
paragraph appears in the public prints. It is cer-

tain that if a member of the hospital staff have a

patient with a rare disease, or take any kind of

"course" that, too, is published. These individuals

are not entirely mercenary, most of them are in-

terested primarily in the welfare of mankind. It

can be said, however, that their thought processes

are dominated by "big I and little you."

We may take it for granted that there always

will be the haves and the have-nots. Let us admit

that some of the haves did not get it honestly and

some of the have-nots deserve a great deal more
than they have. By and large, however, people get

about what they deserve and what they work for.

For the number-one group, I hold no brief, but I

am sometimes against their principles and practices

Of the number-two group I would request that they

look into a reducing mirror long enough to get a

fair perspective of themselves and their activities.

I would further request that they be willing for

every ethical doctor or group of doctors, independ-

ent of the size of their hospital, to be allowed the

same ethical freedom as they have taken them-

selves. If it is ethical for a 500-bed hospital to be

in the papers as having as a patient, under the

care of the Chief of Medicine, Doctor Blank, a

certain person from a certain section of the State

with Rockv Mountain spotted fever, who is being

treated by a certain therapy; then they should

admit that if any 50-bed hospital has a similar

case it should be worth just as much to the public

to find it out. If a practitioner has, through trial-

and-error, developed a successful treatment for

rheumatism of the knee, he should not be called

unethical if he reports it to his county, district or

State society, and the paper be published in a lay

magazine.

The thought that I wish to convey is that the

same ethical procedure should be followed by al!

doctors, regardless of the size of the institution of

which one may be a part. Then, and only then,

can we say that honest medicine has a way of

reaching the public without the criticism of the

hide-bound, narrow-minded medical critics. A man
who accomplishes something worthwhile should not

be penalized because he sees to it that the public

knows of his activities. This does not mean that

publication of exaggerated or untruthful statements

should be allowed; the integrity of the statement

should be scrupulously guarded. But all should be

measured with the same vard-stick.
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SEMI-CENTENNIAL MEETING
TRI-STATE MEDICAL ASSOCIATION

of

THE CAROLINAS AND VIRGINIA
February 21st-22nd, 1949

Williamsburg, Va.

Monday Morning Session

February 21st

The Semi-Centennial Meeting of the Tri-State

Medical Association of The Carolinas and Virginia

convened in the Williamsburg Lodge, Williamsburg,

Virginia, at 10 o'clock, Dr. Russell Buxton, Chair-

man of the Local Committee, presiding.

Chairman Buxton : Will the meeting please come

to order.

It is certainly a great deal of pleasure to me to

be here. It has afforded me much happiness to

prepare for this meeting' and I hope you all will

enjoy it as much as we have in trying to make it

possible for you to enjoy it.

Dr. Northington just called my attention to a

very interesting thing. I would like to read the

inscription on this gavel:

"Gavel made of timber from Belroi, the ances-

tral home of Dr. Walter Reed, in Gloucester Coun-

ty, Virginia."

This gavel was presented to the Association by
Dr. James K. Hall on February 19th, 1923. It

seems very appropriate to call this to your atten-

tion right now, because of the nearness of Wil-

liamsburg to Gloucester, and because of Dr. Hall,

whose loyal support of this Association was one of

its mainstays for nearly 40 of the 50 years of its

existence.

Again I extend a welcome to all of you with the

hope that this will be a pleasurable and profitable

meeting for you.

I will ask The Reverend Mr. Francis Craighill,

Rector of Bruton Parish, to deliver the Invocation.

The Reverend Mr. Francis Craighill: May I be

bold enough on behalf of the Clergy of the three

States to express our appreciation for the sympa-

thetic cooperation which you do give to the Clergy.

Sometimes it must be a little trying for you, but

the Clergymen do appreciate it.

O God most high, who only is the well or spring

of life and the true source of health and wellbe-

ing, who has created the physicians and surgeons

as Thy agents, we offer our prayers for all those

who practice in the art of medicine for giving their

lives to the service of humanity. Grant to each

such a high sense of his calling that he may prac-

tice his calling with purity and with holiness.

To each one of these give strength for the duties

of the day, understanding, insight and skill, the

right judgment in all things, sympathy and under-

standing with human suffering, and such devotion

to the ideals, which are the glory of his profession,

that he may ever put the good of others above

personal advantage and the welfare of his patients

above all else; further all efforts made for the pre-

vention of sickness and enlighten with Thy truth

the minds of those who through medical research

are seeking to extend the boundaries of knowledge

and to lay a more secure foundation for human
happiness.

May this meeting and this Association contribute

to all these ends; and so may sickness be healed,

happiness be increased, and the will of Him be

fulfilled, who came, that we might have life and

have it more abundantly. All this we ask in the

name of Thy son, Jesus Christ, our Lord. Amen!

Chairman Buxton: A great deal of the credit

for this meeting and its preparation goes to Dr.

Frank A. Dick, President of the James-City Coun-

ty Medical Society. I will ask Dr. Dick to speak to

you now.

Dr. Frank A. Dick: Mr. President, Members
and Guests of the Tri-State Medical Association

of the Carolinas and Virginia. Assembling for the

first time in Williamsburg, this society meets on

ground which is sacred to our American heritage.

Within a few miles of where we now meet occurred

many events of most importance relating to the

foundation of our great Nation. Seven miles to thi

southwest is James Town, the site of the first per-

manent settlement of Englishmen in America, while

barely a dozen miles northeast lies Yorktown,

where the patriots under George Washington forc-

ed the surrender of the British under Lord- -Corn-

wallis.

Although the history of Williamsburg extends

into four centuries, its principal historical interest

is concentrated in the Eighteenth Century, at

which time this City was the Capital and metrop-

olis of the Virginia Colony.

From James Town in 1671 Governor William

Berkeley wrote to England that he thanked God
that there were no free schools or printing in Vir-

gina and hoped there would be none for a hundred

years. Yet, before the turn of the century the great

college of William and Mary was founded, and
printing soon followed in Williamsburg. Here in

this City Patrick Henry delivered his famous trea-

son speech; and here in 1773 was taken the first

step toward the union of the Colonies. Here were

adopted resolutions calling upon Congress to de-

clare the Colonies free and independent states, a

bold, patriotic action which led to the Declaration

of Independence.

Many other great events occurred here in Colo-

nial Williamsburg, not the least of which was the

adoption of George Mason's Declaration of Rights,
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which was later incorporated into the Constitution

as the Bill of Rights.

Of greatest interest to the medical profession,

however, is the fact that here in Williamsburg was
established the first State-supported hospital that

took care of the mentally ill, the Eastern State

Hospital.

Mi. President, as President of the Williamsburg

and James-City County Medical Society, and on

behalf of my colleagues, it affords me much pleas-

ure to welcome you, the Tri-State Medical Associa-

tion, to our historic City.

Chairman Buxton: At this time it gives me a

great deal of pleasure to ask the President of the

Tri-State Medical Association, Dr. Charles N.
Wyatt of Greenville, South Carolina, to take the

chair and deliver his address.

President Wyatt: Mr. Chairman, Ladies and

Gentlemen: This being the Fiftieth Anniversary of

the Tri-State Medical Association, comprised of

doctors of the two Carolinas and Virginia, my talk

is going to carry back over the past fifty years

dealing with the men who have served thsi Asso-

ciation as President.

(President Wyatt reads his address.)

Members Recieved at Semi-Centennial
Meeting

North Carolina:

Davis, Rachel D., Kinston

Griffin, Thomas Ray, Troutman
McFayden, Oscar L., Jr., Fayetteville

McRae, Marvin Everett, Greensboro

Mumford, A. M., Winterville

Pate, M. B., Jr., St. Pauls

Piver, W. C, Jr., Washington

Taliaferro, R. M., Greensboro

South Carolina:

Alford, D. L., Spartanburg

Carpenter, Elford, Greenville

Cochran, W . N., Spartanburg

Flynn, James T., Greer

Haynsworth, C. H., Greenville

Johnson, George Dean, Spartanburg

Judy, W. S., Greenville

LaRoche, Ripon W., Williamston

Marion, Malcolm L., Chester

Smith, C. Conrad, Chester

Switzer, Paul Kent, Jr., Union

Watson, David Frontis, Greenville

Wilkins, McMurray, Jr., Greenville

Williams, Ernest H., Greenville

1 irgtnta

:

Abbitt, John W., Portsmouth

Bailey, Benjamin Herman, Sandston

Beamer-Maxwell, Eleanor, Williamsburg

Beaven, Charles William, Newport News
Beecroft, Morris Brvan, Newport News
Bell, B. I., Williamsburg

Bradley, Chester Dale, Newport News
Call, John D., Richmond
Coates, Thomas F., Jr.,

Creecy, Albert A., Newport News
Davis. Charles E., Jr., Norfolk

Davis, Robt. A., Newport News
Easley, Charles A., Danville

Edmonds, Albert Merritt, Richmond
Floyd, Elliott D., Norfolk

Fuller, W. W., Williamsburg

Goldman, M. S., Norfolk

Gravatt, A. Broaddus, Jr., Kilmarnock

Greenspon, Emanuel, Newport News
Grier, George S., Ill, Newport News
Grossmann, William, Petersburg

Hankins, George Geddy, Newport News
Hoffman, Robt. A., Richmond
Hoge, Randolph H., Richmond
Hogg, Paul, Newport News
Jones, G. L., Williamsburg

Kennon, Beverley R., Ill, Norfolk

Lekites, D. L., Chincoteague

Massie, John Robt., Jr., Richmond
McGee, James Edward, Jr., Richmond
Michaux, Richard A., Richmond
Nesbitt, Isaac Floyd, Newport News
Parker, Rea, Jr., Smithfield

Payne, Waverly, Newport News
Poindexter, Wm. O., Newport News
Rosenberg, Maurice S., Waverly

Shinn, H. L., Halliford

Siegel, Edward V., Newport News
Smoot, John Lewis, Fredericksburg

Spengler, L. C, Roanoke

Stokes, Hugh G., Williamsburg

Tankard, J. Will, Hilton Village

Thompson, W. Taliaferro, Jr., Richmond
Thomson, James L., Norfolk

Tucker, J. Randolph, Williamsburg

Tureman, G. R., Richmond
Ward, Oscar Wilde, Jr., Phoebus

Wright, Robert H., Jr.. Phoebus

Zfass, Hyman Samuel, Richmond

Miscellaneous States:

Tuohy, Edward B., Washington
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IN MEMORIAM
Doctor James King Hall

1S75-194S

By Dr. Wm. deB. MacXider

Words first spoken by Socrates find once

again their true meaning when applied to the life

of James K. Hall: "A man whose desires were

drawn towards knowledge in every form and who
was therefore absorbed in the pleasures of the soul

—one who was harmoniously constituted and who
was not covetous or mean or a boaster or a coward

and could never therefore be unjust or hard in his

dealings—who had no secret corner of meanness

and was a searcher after and lover of the truth in

all things." At such a high level of related ex-

cellence lived the subject of this sketch who was

born on a plantation of ancestral lineage near

Statesville, North Carolina, September 28th, 1875,

and died in Saint Luke's Hospital, Richmond, Vir-

gina, in the early evening of September 10th, 1948.

James K. Hall was the son of Dr. Eugenius A.

and Amanda McCullough (Howard) Hall. His fore-

bears were of Scotch and Scotch-Irish stock who,

abhorring restraint and searching for freedom went

from their Scottish environment first to Ireland

and later to America where they settled in Penn-

sylvania, near Harrisburg. James Hall, the great,

great grandfather of James K. Hall, came South

and settled on land in Iredell County, North Caro-

lina, transferred to him by the Earl of Granville

in 1751. The descendants of this James Hall until

the present time have had their own thoughts, they

have formulated their own opinions regardless of

transitory human behavior and have insisted on a

freedom of speech for these opinions, which opin-

ions with them became convictions. They have been

of sturdy body, of strong and determined mind
with hearts of purity and compassion. For a source

of livelihood the Halls in general lent their hands

to the soil, a difficult adventure in the western

Piedmont of North Carolina. Life came hard and
it left its imprint on the toilers as determination.

It imparted character through accomplishment.

James K. Hall and those before him believed in

toil. They assumed as did Ruskin that: "toil is th'_-

'aw. Success comes not by self-indulgence and in-

dolence but by toil. When one gets to love work,

his life is a happv one." The minds of the Halls

and the Kings found effective releases as teachers,

preachers and physicians, often as a combination
of these intellectual aspirations as the teacher-

n^acher or physician-preacher. It is a far cry from
s"<h helpfulness to the hyperspecialization in med-

Prcsented at the fiftieth annual meeting of the Tri-Statc

Medical Association held at Williamsburg, Virginia, Feb-
ruary 22nd. 1949.

icine as we find it today. But this breadth of pur-

pose was found in Dr. Hall. He was first a good

doctor and erected on this sound bed rock of gen-

eral medical understanding came his specialization

as psychiatrist. With such a concept he could never

understand how a psychologist as such, and as no

more, could be an effective psychiatrist. Both the

lay and the professional voice that speaks against

hyper-medical specialization should be heard. The

teachers in the Hall family were of the classical

type. Many of them had felt the learned influence

of Princeton University and from the Academy
which they founded in the country near Statesville,

these scholars trained students for the University

of North Carolina and later for Davidson College.

Their religion and the preachers that came from

them were Presbyterian. Abstract theology with its

modernistic trends had no place. Their faith was

the faith of the fathers. God is. It was this order

of instruction with its deep religious implications

that trained James K. Hall for his entrance into

the University with the class of 1901. In a special-

ized sense he was not well prepared for this adven-

ture. His training lacked the intellectual froth of

the city school. The breadth of understanding avail-

able through his instructors was limited, but what

there was of it, of Latin and Greek and mathe-

matics and English, required toil for its mastery

and through this toil for mastery as perfection

there came determination, self-dependence and

character.

James K. Hall entered the University of North

Carolina in the fall of 1897 and graduated with

the special designation of magna cum laude in

June, 1901. He came to the University to study

and to learn and he proceeded to do this. He did

not "go out" for athletic or social adventures, he

"stayed in" for understanding. He did not join a

social fraternity. He was more concerned with the

brotherhood of man and fatherhood of God. No
specialized handshake or grip is necessary in this

organization. Jim Hall's great heart and the loving

kindnesses from it grasped all hands and unlocked

all doors. Not once in his four years at Chapel Hill

did he go home for that lapse of usefulness desig-

nated a "week end." These precious days not filled

by classroom duties were used for collateral reading

and to keep in a state of mental freshness that

wh'ch had transpired in the lecture hall and labor-

atory. A man of such interests indicating as they

do worthwhileness of purpose is often called upon

by his associates when difficulties develop. During

his undergraduate years Dr. Hall was elected Presi-

dent of the Athletic Association and also assistant

editor of the University weekly paper, The Tar

Heel. These were little honors but with the years

many great ones came to him. He did not go for

them. During these vears at the Universitv h:
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came under the influence of instructors who were

strong and stimulating and those who were not so

strong. He picked the former to tie to for learning

and for guidance and as ideals for a way of life.

Such a relation applied in a special sense to Dr.

Eben Alexander, Professor of Greek, and to Dr.

H. V. Wilson, Professor of Biology. And how dif-

ferent these men were. The former broadly learned

with a philosophical order of intelligence, in love

with his ancient language, quiet and kindly, in

search of beauty and insisting on good form in

even' human relationship. The latter, dominated

by an exacting scientific point of view which must

find its place in all things, brooking no philosophi-

cal ramblings and demanding proof, demonstrable

proof for those facts as law that regulate the ani-

mate and inanimate. One found in Jim Hall these

personalities blended as a composite and better

than the individuals from which they came. From
one his love and intimacy with the classical lan-

guages was both strengthened and extended and

from the other, a fact became a fact, sacred as the

truth which it represented and eternal as such.

Hall's intellectual ability at the University had

technical recognition by giving him membership in

the Phi Beta Kappa Society and it also enabled

him to complete his first year in the Medical School

during his senior year as an undergraduate. He
spent a fifth year at the University as a second

year medical student and then transferred to the

Jefferson Medical College to graduate in 1904.

During Dr. Hall's days as a student of medicine

certainly two individuals as teachers profoundly

impressed him and exerted their influence, Dr.

Richard H. Whitehead, Professor of Anatomy and
Dean of the Medical School at the University; and
at Jefferson. Dr. J. Chalmers DaCosta, Professor

of Surgery. One might have thought that surgery

would have held Hall as a devotee. However,

during a year's interneship at the Philadelphia

Polyclinic Hospital he came under the influence of

the eminent neurologist, Dr. William G. Spiller,

and the equally famous psychiatrist, Dr. Francis

X. Dercum. These men unfolded to him what little

there was at that time to unfold in the understand-

ing of the nervous organization of the human be-

ing. The opportunity to extend and to apply this

information came with the offer of the post of as-

sistant physician at the State Hospital for the In-

sane at Morganton, North Carolina. From the day
he commenced his duties at this institution until

his death his life was given without restrain to a

study of human behavior in those individuals un-

able to relate themselves to that environment in

which they were placed so that unhappiness, strife

and crime became ways of life in their distorted

mental universe.

At the State Hospital in Morganton, Dr. Hall

was associated with Dr. Paul V. Anderson and Dr.

E. M. Gayle, both of whom were assistant physi-

cians. After five years of superb training and prac-

tice under the supervision and guidance of Dr. P.

L. Murphy, superintendent of the Morganton Hos-

pital, these three men purchased land and certain

buildings on the northern outskirts of Richmond
and established Westbrook Sanatorium. This pri-

vate institution under their guidance was at once

a success and with the years since 1911 it has

grown in reputation through achievement to be

come one of the leading medical institutions of its

kind in the entire South and Southwest. Success

and attainment are often characteristics which per-

mit an individual to seek composure and to find

rest and ease. For Dr. Hall such concepts were

impossib'e. There was no commencing or ending to

his day of toil for others. Sundays were not spent

at ease at church or at home with the charm of his

family. Such sabbath days of rest more than likely

found him in some jail or other penal institution

in which he searched the inmates for a physical

basis for their mental aberrations as crime, and not

infrequently he was successful. Or perhaps he spent

hours upon hours with a father or a mother dis-

traught with sorrow over a mental situation in

their family. He gave and gave until the end. The
greatest contributions of this man to human suffer-

ing are unknown and unknowable. They mav be

found in the deep and inner life of innumerable

human beings far removed from any organized

medical assistance who came to him as father-

confessor and mental adjustor to be rerelated to

life as they had to live it.

Dr. Hall was a deeply religious person. His faith

was in God and the goodness of mankind. To him
departures from this goodness as sin were not

meanness as an entity to be corrected by punitive

measures but instances of mental sickness, as

symptoms seeking an understanding and a read-

justment of the individual. With such a concept

of the human being as an individual dominated by

goodness he became the champion of those sick in

mind who were under legal indictment for their

way of life. The lawyer intent on punishment, the

psychiatr'st insistent on mental sickness clashed

at the bar of legal justice. Many will recall such

scenes in which expert medical testimony furnished

calmly and with great force by Dr. Hall, capti-

vated the jury with its logic and honesty for the

benefit of an insane individual.

Dr. Hall from his school days until his death

was a reader of great breadth. He became broadly

learned. He was consistently a student of medicine.

Not only were medical journals in the domain of

neurology and psychiatry studied and digested but

medical journals of broader import held his interest
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so that as he progressed as a specialist in his

elected domain of medicine he also became a good

doctor lor the sick organism as a whole. He keenly

appreciated the significance of the modified whole-

ness of the individual as disease in its ability 1

1

disturb pjrts of the individual, the various nerv-

ous systems not primarily the locus of disease. Dr.

Hall not only read and studied with thoughtful

inquisitiveness. he furthermore cared to record

these thoughts. Thus he became the author of in-

numerable medical publications which made their

appearance in both general and specialized medical

journals. In addition to such communications there

regularly appeared under his name in a section de-

voted to"Human Behaviour" in the journal, "South-

ern Medicine and Surgery," short, incisive, power-

ful statements, charming in their presentation, con-

cerning various aspects of human behavior. Here

Dr. Hall stood forth in thoughtfulness, honesty and

fearlessness. Dr. Hill's great single medical contri-

bution appeared in 1944 under the designation.

"One Hundred Years of American Psychiatry." He
was the general editor for the American Psychiatric

Association of this superb volume. It was his

brain that gave it birth and his hand saw it to

its completion as an authoritative historical docu-

ment. In this magnum opus one finds in splendid

detail the history of the development of psychiatry

as a medical entity in this country, the establish-

ment of institutions for the physical care of such

patients and the changes in such institutions as

they evolved from homes of detention for the in-

sane to highly specialized hospitals for the analysis

and understanding of the complexity of the mind

in a state of unrelatedness. Through this monumer-

tal work Dr. Hall takes his place of permanency in

psychiatric literature.

James K. Hall loved people and people loved

him. Resting securely on this love was respect for

the man's great wisdom and high character. Such

recognition gave him power amongst his peers and

he was used by them to further the progress of

many organizations for the advancement of medi-

cine in general and psychiatry in particular. As

president he guided the Tri-State Medical Associa-

tion, the Richmond Academy of Medicine, South-

ern Psychiatric Association, Association of Private

Psychiatric Hospitals and the American Psychiatric

Association. In this national organization his power

reached its height as constructive guide for the de-

velopment of measures to care for the ever-increas-

ing number of mentally sick human beings in

America

Dr. Hall's power of mind and of body, his ability

to give himself with such abandon for the welfare

of others was made possible by the devotion, un-

derstanding and self-sacrifice of a great woman and

a perfect wife. In her loveliness and gentleness, by

character and through determination she made a

home of charm for their family and friends. On
February 29th, 1912. Dr. Hall was married to

Laura Witherspoon Ervin of Morgantqn, North

Carolina. From this union there came three sons.

James King. Jr.. Dorman Thompson and Samuel

Ervin. In these sons the strength of the father is

blended with the fineness of the mother.

James King Hall was a physician and a spe-

of high distinction in his realm of medicine.

With hippocratic wisdom he saw his specialty as a

part of the larger and interdependent whole. He
knew that time would both heal and relate, that

ephemeral fads were unnatural and would perish.

He was both sound and dependable as he lived a

life that everyone knew was a good life and one

worthy of infinite trust. Memories of him not only

bless and burn but they emphasize to us and make
us cherish the value of the intellect, the goodness

of the heart and the power of character.

Doctor W. Lowndes Peple
By Dr. Thomas W. Mcrrell

Mr. President and members of the Tri-State

Medical Association, if this were a sermon and i

to choose a text, it would be from Hamlet: "Those

friends thou hast and their adoption tried, grapple

them to thy soul with hoops of steel." It is from

the confines of such a hoop placed around me by

Lowndes Peple many, many years ago that I

speak.

W. Lowndes Peple. M.D., F.A.C.S., was born in

1874 and died in 1948. He was Past-President of

the Tri-State Medical Association, Past-President

of the Medical Society of Virginia and of the Rich-

mond Academy of Medicine and Vice-President of

the Southern Surgical Association. He was profes-

sor of histology and later on clinical professor of,

surgery at the Medical College of Virginia. With

the rank of major, he served with Base Hospital

45 in World War I.

These and manv other deserved honors came his

way and certainly show that here was no ordinary

man. Yet to those who knew- him thev are matters

of little import, for to know Dr. Peple was to come

under the spell of an unusual personality. It was

penetrating rather than dominating. A prominent

surgeon recently said. "I never knew how much of

my life he filled. In later years I have not seen him

a great deal, but now that he is gone, there is never

a day that some incisive remark of his does not

come back to me, some little trick of speech, illus

tration or story—that reminds me of him." The

same thought in different words has been expressed

by so many, it amply justifies us on this occasion

to -peak of his spirit and mind and leave the fac-

tual recording of his work to other men.
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In analysis of character, four things stand out as

dominant characteristics:

1. An intense desire, almost a passion, to relieve

suffering.

2. A reverence for and delight in the use of good

English.

3. A feeling that God's world was an out-of-

doors world.

4. An abiding, quiet, but irrepressible sense of

humor, correlating the whole.

Broadly speaking, there are two kinds of doc-

tors in the world: first, doctors who are interested

in human beings who are sick; and second, doc-

tors who are interested in the disease which afflicts

a human being. Dr. Peple belonged almost wholly

to the first classification. He regarded medicine as

a healing art and where he could not help, he saw

nothing particularly attractive.

I believe this was partly 'due to his early associa-

tion with Dr. Hunter McGuire. A little over fiftv

years ago, in the student days of the speaker, Dr.

Hunter, assisted by Dr. Stuart McGuire with Dr.

Peple present, was doing a terrible operation, the

removal of the upper right maxilla for cancer. In

the back of the amphitheatre an awful racket arose

when a non-medical .spectator fainted and fell down
the steps. "What is that?" asked Dr. Hunter; and,

on being told, he stopped the operation and turned

to the class, "I hope," he said, "that you who are

students are here in this pit of horror that you
may learn to do this operation and perhaps some
day may learn enough about cancer so that such

operations as this will not be necessary." He point-

ed to the window, "The sun is shining out of

doors, the trees are green and the birds are singing,

how anyone could come here for amusement is be-

yond my imagination." There was intense stillness

as he turned to the patient and resumed his work.

The late Dr. Hugh M. Taylor impressed his

classes with "A surgeon is a doctor who can oper-

ate," and that was certainly Dr. Peple's approach

to the s'ck. His papers on cancer show best just

what is meant. I think his statistics of cure, and

benefit are as good as other master surgeons, but

the results with the best are disappointing. He
could never forget the terrible suffering of these

women and there is deep pathos in one of these

articles where he repeatedly asks questions — the

answer always being, "I wish I knew."

Charles Eliot of Harvard once defined educa-

tion as a state of mind. If this be so, then Lowndes
Peple was the most educated person I have ever

known, yet he had received no great formal edu-

cation. I think the credit for this state of mind
goes to his parents, two rare persons who success-

fully defied economics through their own culture

and love for beauty.

Dr. Peple loved to tell of the winter evenings Ions;

ago, how when home work was done, he and his

brothers and the boys of the neighborhood would
gather in the sitting room. There, by light of the

lamp, his father would read aloud from the great

works of literature and discuss them. Here was
born an intense love of good English and a love of

definitive words.

Words became precision implements and a well-

turned phrase had all the fascination for him that

a well-turned ankle had for the beau of the Vic-

torian Era. No mean phrase-maker himself, he
would listen avidly to men of ability in this line.

He would sit and listen to men like Cyrus Thomp-
son and J. K. Hall as a cat would wait for a mouse,

to capture some original arrangement of words, 'to

be stored in the work-shop of his mind.

All this led to an originality of medical writing

which in the humble opinion of the speaker con-

stitute his chief desert to fame. He felt that good
medicine and good surgery called for the telling in

the garb of good literature. He had scant use for

the Fishbein formula in medical writing: the his-

torical introduction followed by the case report;

the summary and conclusion and a meticulous bib-

liography; all premeditatedly as dry as dust. This

does not mean that he was not surgically informa-

tive, but rather that he had a story to tell about

his work with a human being; and because his in-

terest lay in the human being rather than in the

"whereases" and the reduction of real bereavement

to a formal resolution, he was probably called on

to write more memorials than any other doctor of

his time.

Three papers to my mind are paramount, first,

Globus Diospyri Virginiana Seminum, the removal

of a ball of persimmon seeds from an Italian

stomach. As a case report in the Journal of the A.

M. A. the facts would not have justified more than

half a dozen lines; but written with an accentuation

of background, and as another critic has said, in

the manner of Mark Twain, it becomes unique per-

formance in medical literature.

Second, his paper on the black-widow spider

syndrome. This was so new as to be nearly an

original contribution, only one man in his audience

having ever heard of it. The highlight of this pa-

per is that of a surgeon who would not be stam-

peded into an operation. I thought when I heard

it, and still think, that the American College of

Surgeons would do well to get a list of cases from

their applicants of situations where they did not

operate, for surely surgical judgment is a higher

attribute than surgical dexterity.

Third, and above all, read "Mildred," in the

Bulletin of the McGuire Clinic, December, 1937,

if for no other reason than for your soul's good. It

is the story of a sick child and fifteen operations

under general anesthesia for a congenital defect of
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the liver over a period of ten years. Before you

are through, I think you will see this child looking

at this surgeon with eyes most of us reserve for

God. I am equally sure there was something divine

in his technique, something more reminiscent of

the hills of Galilee than of the confines of an oper-

ating room.

His recreations were simple and mainly out of

doors. The little animals of the woods and fields

were to him personalities much as Brer Rabbit

has become, but his favorites were the birds. I

have had him say to me on an Atlantic fishing

trip, "Let's get up early to go down on the beach

to see the shore birds"; and, after dinner at the

farm, "Let's sit on the porch and listen to the

whippoorwills." Every sound of the out-of-doors

was meaningful and the bird calls were the voices

of friends.

His sense of humor was never absent. It was a

gentle thing and usually raised a chuckle rather

than a laugh. In some drastic crisis of surgerv, he

would quietly say something to set the nurses tit-

tering, and the case records at Saint Luke's were

not exempt from remarks and notations which to

sav the least were not conventional. One morning

after making his rounds and seeing an old Jewish

woman who had been operated upon the day be-

fore, there appeared upon the history the following

progress note, "I would not wish it to a dog, what

I have suffered this night."

So lived and did not die this wonderful human
being who elected to transmute his thoughts to the

world through the medium of surgery. It is well

that we should review his virtues, for we live in

parlous times and there are movements about which

attack the very soul of the art of healing. The eth-

ics and the traditions of medicine are vital things

and may we think of Dr. Peple and others like

him as McOabe thought of the Confederate sol-

diers. "Who laid down their lives, to transmit to

their children the heritage of their forefathers.
-

'

Doctor Horace G. Smithy
By Dr. Clay W. Evatt

Horace G. Smithy, Jr., was borw in Norfolk,

Virginia, July 19th, 1914. He attended the Epis-

copal High School at Alexandria, Virginia, and the

University of Florida. He participated in baseball

and boxing both in college and professionally, and

was for a time assistant coach of football at the

Citadel.

While a medical student at the University of

Virginia, he discovered in himself a heart murmur
indicative of aortic valvular disease. He graduated

in Medicine in 1938 and began his post-graduate

training as interne at Roper Hospital, Charleston.

He progressed through the residencies in Surgery

to a full-time teaching position at the Medical

College of the State of South Carolina. At the time

of his death, October 28th, 1948, he ranked as As-

sistant Professor of Surgery. He was a Licentiate

of the National Board of Surgery, a Fellow of the

American College of Surgeons. He was a gifted

teacher, a diligent and meticulous investigator in

the research laboratory. He worked on peritoneal

adhesions, pancreatic .secretions, and the treatment

of valvular stenosis.

As he realized that his aortic stenosis would

soon bring his death he made every possible effort

to perfect an operation to relieve the mechanical

obstruction of the heart valves. The first patien:

to have this operation was exhibited to this Asso-

ciation at its meeting in Charleston last February.

His bodilv suffering during the many exacerba-

tions of his condition, and his disappointment in-

duced by these various delays in accomplishing his

coal, were inspiring to those close to him. Some of

his last reports were dictated while he was liter-

ally on his death-bed. He did demonstrate that

stenosis of the aortic valve can be surgically treat-

ed without prohibitive mortality. His procaine in-

filtration into the heart muscle to prevent arrhyth

mias during cardiac operations is also a lasting

contribution to surgerv. He made friends. He ex-

hibited an indomitable spirit in the face of enor-

mous obstacles even at the cost of hastening his

early death.

He had the confidence, esteem, and good-wi!!

of his friends, co-workers, students and nurses.

With his clear mind and his sure hands he estab-

lished new procedures, pushed forward to new
achievements on the frontier of cardiac surgery.

He had fairness and dignity. We who knew of

these qualities of heart and mind deeply regret his

untimely passing.

(Continued in April issue)

Orthostatic Hypotension
(A. S. Vuskis & ('.. C. Griffith. Los Angeles, in Calif. Med.. 69-

Postural hypotension and tachycardia results from in-

adequate return of blood to the heart. The essential factor

is poor tone of the venous capillaries.

When the erect position is assumed, blood stagnates in

th( lower part of the body, and with the consequent sharp

fall in blood pressure, weakness and fainting.

The reaction to upright posture is often most severe in

the morning. In cases here observed orthostatc hypotension

was satisfactorily controlled by a single large daily dos^'

of paredrine hydrobromide taken orally before arising.

Upright position causes extreme pallor of disk and fun-

dus, contraction of vessels, drop in blood pressure, acceler-

ated pulse, rise of venous pressure and prolonged circula-

tion time, all these symptoms and signs being reversed

when the patient lies on his back.

The condition should be suspected if exhaustion is felt

acutely in the morning but decreases during the day. if

faintness or dim vision is produced by standing and abol-

ished by lying down, or if unexplained syncope or periods

of diminished sweating occur.

Blood pressure is usually normal when the body is hori-

zontal, but in the vertical position may fall below 50 sys-

tolic, especially early in the morning or after exercise.
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By July of this year we will have lost almosc

one-third of the physicians and dentists who are

now in the Armed Forces. An overwhelming ma-

jority of these are former V-12 and ASTP students

whose tours of duty have been completed.

This new loss means that the Armed Forces will

not have enough professional men to give necessary

medical services to the almost 1,700,000 men and

women who are serving their country. Without an

adequate number of qualified medical personnel

we would be helpless in the event of any crisis.

There are 15,000 young physicians and dentists

in America today who were deferred from the draft

and excused from combat in order to complete

their professional education. Of this group, 8,000

received all or part of their professional training at

government expense—the remaining 7,000 paid for

their own education, but were excused from the

draft and combat service:

By the end of July, 1949, we will be short 1,600

physicians and 1,160 dentists. By next December

this shortage will grow to 2,200 physicians and 1,-

400 dentists.

We will have no one to take the place of these

men other than those who are obtained through

normal procurement. This method is still not suffi-

cient to meet our needs. Last month, for example,

we commissioned only 30 physicians and 20 dent-

ists through our regular procurement channels.

There are 8,000 men whom we educated as phy-

sicians and dentists and who have not served, and

7,000 who were deferred to complete their educa-

tion and did not serve.

From the ranks of these 15,000 men we should

obtain the replacements for those who have served

and who are now entitled to return to civilian life

if they desire. We propose to make our appeal to

these former ASTP and V-12 students before tak-

ing more drastic steps. I am confident that they

will recognize their obligations if they are ac-

quainted with the facts.

It is our sincere hope that this campaign will

succeed. If it does not, then we shall be forced to

resort to more drastic means—holding men in the

service beyond their normal time and asking Con-

gress to pass a draft law. We do not wish to take

either of these steps, but failure in this campaign

will force us to take both of them.

I was not in favor of the Government—Us All

—

educating physicians and dentists. It was a silly

procedure, but who would have thought it so silly

as to not include an iron-clad contract compelling

service to the Government on demand in payment

for such education. Not having done that, now,

instead of asking Congress to pass a law to com-

pel payment of this debt, generous doctors who
have been given nothing by the Government are

begged to come forward, and all of us threatened

with the draft!

NEWS

School of Medicine, University of Virginia

Under the auspices of the Postgraduate Program for

House Officers, the following guest speakers have recently

presented lectures to the Faculty and Student Body:

February 21st—Dr. Helen B. Taussig, Johns Hopkins.

Subject: "Differential Diagnosis of Congenital Cardiac

Malformations of the Cyanotic Type-"

February 28th—Dr. Homer W. Smith,- New York Uni-

versity College of Medicine. Subject: "Clinical Implications

of Disturbed Renal Function."

March 7th—Dr. Russell L. Haden, formerly Chief of

Medicine, Cleveland Clinic. Subject: "Leukemia."

March 14th—Dr. Harry L. Alexander, Washington Uni-

versity, St. Louis. Subject: "The Broader Aspects of Al-

lergy."

Dr. A. D. Hart, Associate Professor of Medicine, ad-

dressed members of the Lynchburg Academy of Medicine

on the subject, "Psychosomatic Concepts of Disease," at a

meeting on February 15th.

At the meeting of the Virginia Council on Health and

Medical Care, held at Richmond on January 29th, Dr. H.
B. Mulholland, Professor of Medicine, was re-elected

Chairman of the Council.

On February 18th, Dr- C. B. Oberndorf, Clinical Profes-

sor of Psychology, Columbia University, spoke to the fac-

ulty and student body on the subject: "Basis of Psycho-

analytic Therapy."

Dr. E. P. Lehman, Professor of Surgery, delivered the

first Major G. Seelig Lecture at the Washington University

School of Medicine on February 18th. Dr. Lehman's sub-

ject was "The Reaction of the Peritoneum."

At the Annual Meeting of the Georgia Society of Oph-

thalmology and Otolaryngology, held at Savannah on

March 4th-5th, Dr. Fletcher D. Woodward presented the

following lectures: "Paralysis of the Larynx" and "Prob-

lems in Laryngology."

Dr. Chalmers L. Gemmill, Professor of Pharmacology,

presented a paper entitled "Glycolysis in Pharmacology"

at the Army Chemical Center on March 9th.

Dr. H. B. Mulholland attended the Second Annual

Rural Health Conference at Chapel Hill, N. C, on March

11th, and spoke to the group on the subject, "The Prob-

lems of Rural Medicine."

Bowman Gray School of Medicine

Dr. A. Alonso, Head of the Division of Chest Surgery

at the University of Chile, visited the School and Hospi-

tal recently to look over the plant and observe some oper-

ations.

Dr. Thomas T. Mackie, Director of the Institute of

Tropical Medicine, heads a group of five staff members

who left on March 1st to establish a laboratory at Boca

Chica in the Dominican Republic. The group, which in-

cludes Dr. Janet Mackie; Miss Bessie Sonnenberg, para-

sitologist of the Veterans Administration's tropical disease

clinic; Herbert Cox, research assistant; and John Booe of

Winston-Salem, will study parasitic intestinal infections

and malaria control under auspices of the West Indies Su-

gar Corporation.

Dr. Frederick K. Garvey, Director of the Department of

Urology, speaks on "Traumatic Injuries of the Urinary

Tract" at the meeting of the Southern Railway Associa-

tion Surgeons in Cincinnati the latter part of March. Dr-

A- DeT. Valk, Professor of Clinical Surgery, also attends

the meeting.
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the liver over a period of ten years. Before you

are through, I think you will see this child looking

at this surgeon with eyes most of us reserve for

God. I am equally sure there was something divine

in his technique, something more reminiscent of

the hills of Galilee than of the confines of an oper-

ating room.

His recreations were simple and mainly out of

doors. The little animals of the woods and fields

were to him personalities much as Brer Rabbit

has become, but his favorites were the birds. I

have had him say to me on an Atlantic fishing

trip, "Let's get up early to go down on the beach

to see the shore birds"; and, after dinner at the

farm, "Let's sit on the porch and listen to the

whippoorwills." Every sound of the out-of-doors

was meaningful and the bird calls were the voices

of friends.

His sense of humor was never absent. It was a

gentle thing and usually raised a chuckle rather

than a laugh. In some drastic crisis of surgery, he

would quietly say something to set the nurses tit-

tering, and the case records at Saint Luke's were

not exempt from remarks and notations which to

say the least were not conventional. One morning

after making his rounds and seeing an old Jewish

woman who had been operated upon the day be-

fore, there appeared upon the history the following

progress note, "I would not wish it to a dog, what

I have suffered this night."

So lived and did not die this wonderful human
being who elected to transmute his thoughts to the

world through the medium of surgery. It is well

that we should review his virtues, for we live in

parlous times and there are movements about which

attack the very soul of the art of healing. The eth-

ics and the traditions of medicine are vital things

and may we think of Dr. Peple and others like

him as McCabe thought of the Confederate sol-

diers, "Who laid down their lives, to transmit to

their children the heritage of their forefathers."

Doctor Horace G. Smithy
By Dr. Clay W. Evatt

Horace G. Smithy, Jr., was born in Norfolk,

Virginia, July 19th, 1914. He attended the Epis-

copal High School at Alexandria. Virginia, and the

University of Florida. He participated in baseball

and boxing both in college and professionally, and

was for a time assistant coach of football at the

Citadel.

While a medical student at the University of

Virginia, he discovered in himself a heart murmur
indicative of aortic valvular disease. He graduated

in Medicine in 1938 and began his post-graduate

training as interne at Roper Hospital, Charleston.

He progressed through the residencies in Surgery

to a full-time teaching position at the Medical

College of the State of South Carolina. At the time

of his death, October 28th, 194S, he ranked, as As-

sistant Professor of Surgery. He was a Licentiate

of the National Board of Surgery, a Fellow of the

American College of Surgeons. He was a gifted

teacher, a diligent and meticulous investigator in

the research laboratory. He worked on peritoneal

adhesions, pancreatic secretions, and the treatment

of valvular stenosis.

As he realized that his aortic stenosis would

soon bring his death he made every possible effort

to perfect an operation to relieve the mechanical

obstruction of the heart valves. The first patient

to have this operation was exhibited to this Asso-

ciation at its meeting in Charleston last February.

His bodilv suffering during the manv exacerba-

tions of his condition, and his disappointment in-

duced by these various delays in accomplishing his

coal, were inspiring to those close to him. Some of

his last reports were dictated while he was liter-

ally on his death-bed. He did demonstrate that

stenosis of the aortic valve can be surgically treat

ed without prohibitive mortality. His procaine in-

filtration into the heart muscle to prevent arrhyth

mias during cardiac operations is also a lasting

contribution to surgerv. He made friends. He ex-

hibited an indomitable spirit in the face of enor-

mous obstacles even at the cost of hastening his

early death.

He had the confidence, esteem, and good-will

of his friends, co-workers, students and nurses.

With his clear mind and his sure hands he estab-

lished new procedures, pushed forward to new
achievements on the frontier of cardiac surgery.

He had fairness and dignity. We who knew of

these qualities of heart and mind deeply regret his

untimelv passing.

(Continued in April issue)

Orthostatic Hypotension
(A. S. Vufkis & G. C. Griffith. Los Angeles, in Calif. Med., 6<<-

Postural hypotension and tachycardia results from in-

adequate return of blood to the heart. The essential factor

is poor tone of the venous capillaries.

When the erect position is assumed, blood stagnates in

the lower part of the body, and with the consequent sharp

fall in blood pressure, weakness and fainting.

The reaction to upright posture is often most severe >n

the morning. In cases here observed orthostatc hypotension

was satisfactorily controlled by a single large daily doso

of paredrine hydrobromide taken orally before arising.

Upright position causes extreme pallor of disk and fun-

dus, contraction of vessels, drop in blood pressure, acceler-

ated pulse, rise of venous pressure and prolonged circula-

tion time, all these symptoms and signs being reversed

when the patient lies on his back.

The condition should be suspected if exhaustion is felt

acutely in the morning but decreases during the day. if

faintness or dim vision is produced by standing and abol-

ished by lying down, or if unexplained syncope or periods

of diminished sweating occur.

Blood pressure is usually normal when the body is hori-

zontal, but in the vertical position may fall below SO sys-

tolic, especially early in the morning or after exercise.
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By July of this year we will have lost almost

one-third of the physicians and dentists who are

now in the Armed Forces. An overwhelming ma-

jority of these are former V-12 and ASTP students

whose tours of duty have been completed.

This new loss means that the Armed Forces will

not have enough professional men to give necessary

medical services to the almost 1,700,000 men and

women who are serving their country. Without an

adequate number of qualified medical personnel

we would be helpless in the event of any crisis.

There are 15,000 young physicians and dentists

in America today who were deferred from the draft

and excused from combat in order to complete

their professional education. Of this group, 8,000

received all or part of their professional training at

government expense—the remaining 7,000 paid for

their own education, but were excused from the

draft and combat service.

By the end of July, 1949, we will be short 1,600

physicians and 1,160 dentists. By next December

this shortage will grow to 2,200 physicians and 1,-

400 dentists.

We will have no one to take the place of these

men other than those who are obtained through

normal procurement. This method is still not suffi-

cient to meet our needs. Last month, for example,

we commissioned only 30 physicians and 20 dent-

ists through our regular procurement channels.

There are 8,000 men whom we educated as phy-

sicians and dentists and who have not served, and

7,000 who were deferred to complete their educa-

tion and did not serve.

From the ranks of these 15,000 men we should

obtain the replacements for those who have served

and who are now entitled to return to civilian life

if they desire. We propose to make our appeal to

these former ASTP and V-12 students before tak-

ing more drastic steps. I am confident that they

will recognize their obligations if they are ac-

quainted with the facts.

It is our sincere hope that this campaign will

succeed. If it does not, then we shall be forced to

resort to more drastic means—holding men in the

service beyond their normal time and asking Con-

gress to pass a draft law. We do not wish to take

either of these steps, but failure in this campaign

will force us to take both of them.

I was not in favor of the Government—Us All

—

educating physicians and dentists. It was a silly

procedure, but who would have thought it so silly

as to not include an iron-clad contract compelling

service to the Government on demand in payment

for such education. Not having done that, now,

instead of asking Congress to pass a law to com-

pel payment of this debt, generous doctors who
have been given nothing by the Government are

begged to come forward, and all of us threatened

with the draft!

NEWS

School or Medicine, University of Virginia

Under the auspices of the Postgraduate Program for

House Officers, the following guest speakers have recently

presented lectures to the Faculty and Student Body:
February 21st—Dr. Helen B. Taussig, Johns Hopkins.

Subject: "Differential Diagnosis of Congenital Cardiac

Malformations of the Cyanotic Type-"

February 28th—Dr. Homer W. Smith,- New York Uni-

versity College of Medicine. Subject: ''Clinical Implications

of Disturbed Renal Function."

March 7th—Dr. Russell L. Haden, formerly Chief of

Medicine, Cleveland Clinic. Subject: "Leukemia."

March 14th—Dr. Harry L. Alexander, Washington Uni-

versity, St. Louis. Subject: "The Broader Aspects of Al-

lergy."

Dr. A. D. Hart, Associate Professor of Medicine, ad-

dressed members of the Lynchburg Academy of Medicine

on the subject, "Psychosomatic Concepts of Disease," at a

meeting on February 15th.

At the meeting of the Virginia Council on Health and
Medical Care, held at Richmond on January 29th, Dr. H.
B. Mulholland, Professor of Medicine, was re-elected

Chairman of the Council.

On February 18th, Dr- C. B. Oberndorf, Clinical Profes-

sor of Psychology, Columbia University, spoke to the fac-

ulty and student body on the subject: "Basis of Psycho-

analytic Therapy."

Dr. E. P. Lehman, Professor of Surgery, delivered the

first Major G. Seelig Lecture at the Washington University

School of Medicine on February 18th. Dr. Lehman's sub-

ject was "The Reaction of the Peritoneum."

At the Annual Meeting of the Georgia Society of Oph-
thalmology and Otolaryngology, held at Savannah on

March 4th-5th, Dr. Fletcher D. Woodward presented the

following lectures: "Paralysis of the Larynx" and "Prob-

lems in Laryngology."

Dr. Chalmers L. Gemmill, Professor of Pharmacology,

presented a paper entitled "Glycolysis in Pharmacology"

at the Army Chemical Center on March 9th.

Dr. H. B. Mulholland attended the Second Annual

Rural Health Conference at Chapel Hill, N. C, on March
11th, and spoke to the group on the subject, "The Prob-

lems of Rural Medicine."

Bowman Gray School of Medicine

Dr. A. Alonso, Head of the Division of Chest Surgery

at the University of Chile, visited the School and Hospi-

tal recently to look over the plant and observe some oper-

ations.

Dr. Thomas T. Mackic, Director of the Institute of

Tropical Medicine, heads a group of five staff members

who left on March 1st to establish a laboratory at Boca

Chica in the Dominican Republic. The group, which in-

cludes Dr. Janet Mackie; Miss Bessie Sonnenbcrg, para-

sitologist of the Veterans Administration's tropical disease

clinic; Herbert Cox, research assistant; and John Booc of

Winston-Salem, will study parasitic intestinal infections

and malaria control under auspices of the West Indies Su-

gar Corporation.

I Jr. Frederick K. Garvey, Director of the Department of

Urology, speaks on "Traumatic Injuries of the Urinary

Tract" at the meeting of the Southern Railway Associa-

tion Surgeons in Cincinnati the latter part of March. Dr-

A- DeT. Valk. Professor of Clinical Surgery, also attends

(he meeting.
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Dr. Frank R. Lock, Head of the Department of Obstet-

rics and Gynecology, presented a paper at the meeting of

the Missouri State Medical Association in Kansas City on

March 30th.

Dr. Wingate M. Johnson, Professor of Clinical Medicine,

was one of the speakers at the meeting of the Buffalo (N.

Y.) Academy of Medicine in February He will be one of

the speakers for the Symposium on Allergy and Immunol-
ogy held by the Medical College of Virginia in Richmond,
March 17th and ISth.

Dr. Lloyd J. Thompson, Professor of Neuropsychiatry,

attended a two-day meeting of neuropsychiatric consult-

ants held recently in the office of the Surgeon General of

the Army in Washington.

Dr. William Lennox, Assistant Professor of Neurology
at Harvard, spoke on "Psychiatric Aspects of Certain Con-
vulsive Disorders" at the March meeting of the Bow-man
Gray Medical Society.

BOOKS

The Greensboro Academy of Medicine arranged an
elaborate Medical Symposium, which was held on March
17th at the Jefferson Country Club. Greensboro, N. C.

The large attendance manifested enthusiastic appreciation

of many valuable features.

Dr. Hamilton W. McKay, of Charlotte, was chosen

president-elect of the Southern Medical Association at its

recent meeting at Miami-

New Synthetic Drug Parpanit Useful Against
Parkinson's Disease

(R. S. Schwab and Lenis Leigh. Boston, in //. A. M. A., Mar.
5th)

Thirty-one of a group of SO patients with Parkinson's
disease experienced more improvement from parpanit than
they did from previous treatment with scopolamine, stra-

monium, or belladonna.

The degree of improvement during parpanit therapy was
usually about 25 per cent. Half of the SO had a decrease

in rigidity with increased freedom or speed of movement
and greater ease in eating and talking, and about half no-
ticed a decrease in tremor.

In 40% of the group, symptoms had been present from
one to five years, in 32% from five to 10 years, and in

28% over 10 years. There was a fairly close connection
between the duration of symptoms and severity of the
disease. None of the SO patients was bedridden. Four bed-
ridden patients with Parkinson's disease treated with par-

panit were not significantly benefited. The disease devel-
oped following encephalitis in 38 cases and was associated
with hardening of the arteries in seven cases.

No change from parpanit therapy was noticed in 11

patients, the effect of the drug being similar to that of

treatment with scopolamine or stramonium. Eight were
considered worse after parpanit therapy.

Hernia of the umbilical cord occurs about once in

5,000 to 6,000 births. These hernias should be operated
upon as soon as possible. If left alone necrosis and gan-
grene of the sac followed by peritonitis usually occurs and
the child dies within a few days.—P. J. Trinica in Ky.
Med. Jour., Feb.

Edema in the throat, with little pain and redness, should
cause one to suspect diphtheritic sore throat, whether a

throat culture is positive or not. The physician must
make the diagnosis of diphtheria and give antitoxin to

suspected cases without waiting for the culture.—F. K.
Mostofi in Jour. A. M. A.

BRITISH SURGICAL PRACTICE under the general

editorship of Sir Ernest Rock Carlinc, F.R.C.S. and
F.R.C.P., consulting surgeon, Westminster Hospital, and

J Patlrson Ross, M.S.. F.R.C.S., surgeon and director of

Surgical Clinic Unit, St. Bartholomew's Hospital, Profes-

sor of Surgery, University of London. In eight volumes,
Vol. 4. Butterworth & Co. (Publishers), Ltd., London.
The C. V Mosby Company, St. Louis. 1948. $15.00.

This volume of this great work has just become
available. Contributors to the volume number
more than forty of the foremost physicians, sur-

geons and specialists of Britain. From Facial Palsy

to Hiccup expert and detailed consideration is giv-

en to every disease condition likely to be encoun-

tered in medical or surgical practice. For conditions

requiring surgery the appropriate technical proce-

dures are described with the utmost vividness and
so with the greatest teaching value.

HANDBOOK OF DISEASES OF THE SKIN, by Rich-
ard L. Sutton, M.D., Emeritus Professor of Dermatology
and Sypbilology, University of Kansas Medical School,

and Richard L. Sutton, Jr., M.D.. Associate Professor of

Dermatology and Syphilology, University of Kansas Med-
ical School- 1057 illustrations. The C. V. Mosby Company,
St. Louis. 1949. $12.50.

The senior author has written many text-books

on Diseases of the Skin, a considerable number of

them in collaboration with the junior author. Every

one of them has been distinguished by practical

usefulness rather than attempt at encyclopedic

completeness. The volume under review "is intend-

ed to supply a text useful to medical students,

practitioners and specialists in dermatology." The
intent has been carried out in a very fine way.

PLASTIC SURGERY OF THE NOSE, by Albert P.

Seltzer, M.D., M.Sc. (Med.), Sc.D., F.I.C.S., F.A.C.S.,

Associate in Otolaryngology, Graduate School of Medicine,

University of Pennsylvania;. Chief of Plastic and Recon-
structive Surgery. Community Hospital, Philadelphia- 221

illustrations, including 7 plates in color. /. B. Lippincolt

Company, Philadelphia. $12.00.

The practice of plastic surgery in a rude form

certainly antedates recorded history. One could

readily have anticipated that so prominent a fea-

ture as the nose would be the organ on which ear-

liest attempts at better shaping or reconstruction

would first be made.

This book makes mention of this early plastic

surgery and then goes on to record the develop-

ments which have led to well-nigh perfection in the

techniques of today. The author clearly presents

the procedures that have been most successfully

used by his colleagues and himself, describing the

underlying principles and the details of technique,

presenting and coordinating the anatomy, psysiol-

ogy and surgerv involved.

A chapter of unique value is the final chapter

which deals with the unsuccessful operation—its

causes and prevention.
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The Early Practice of Medicine in the James Town Area

with Some Comments on the Development of the Eastern

State Hospital, Past, Present, and Future

Joseph E. Barrett, M.D., Richmond, and Williamsburg, Virginia

Commissioner of Mentai Health and Hygiene of the Commonwealth of Virginia

IN THESE curious and troubled days of atom

bombs and iron curtains, it is sometimes both

interesting and instructive to look back over the

years to that chapter in our history when Virginia

was founded and when our society in this new
world was beginning to take shape. We can find in

this era a point of reference from which to measure

our scientific and technical progress—and we can

find here also evidence of an abiding faith in man
and man's future, a faith which has all too infre-

quently accompanied this progress..

There is no locality more appropriate than Wil-

liamsburg from which to take this backward
glance. Williamsburg through a crucial century was
the capital of Virginia, the center of England's larg-

est, wealthiest and most populous colony, the po-

litical headquarters for a significant generation of

Virginia patriots — patriots who believed in the

principles of self-government and who fought for

their beliefs. This afternoon I am concerned onlv

with the medical record of this past century, but
it is a record which is meaningless unless inter-

preted in the light of our history and our heritage.

Presented to the Tri-State Medical Association's Semi-
centennial Meeting held at Williamsburg, Virginia, on the

21st and 22nd of February.

Virginia's early doctors faced almost unbeliev-

able handicaps. Medicine itself was just emerging

from the whims and superstitions of the Middle

Ages. The systematic study of anatomy, chemistry

and physiology had only begun, and practitioners

in the new world were separated even from the

meager knowledge of their contemporaries in Eng-

land and the Continent by a broad ocean and a

hazardous journey.

These early doctors of Virginia had to meet not

only the challenging medical problems of the day,

but all the other trials arid hardships of their fron-

tier community. They suffered from famine. They
were handicapped by the factional quarrels which

often shook the struggling new colony. And they

had no more immunity than their patients from

recurrent Indian attacks. The first doctor to set

foot on Virginia soil was in fact ambushed for his

pains. This was the unlucky Henry Kenton, ship's

surgeon in the company of fleet commander Bar-

tholomew Gilbert. In 1603, while exploring in the

"Chesepian Bay in the country of Virginia," Ken-
ton went ashore with Captain Gilbert and three

other companions. All disappeared, almost certainly

victims of marauding Indians. Many decades pass-

ed before stockades, ammunition, and garrison
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troops allowed the colonial doctor to carry out his

war against disease in peace.

The best evidence of the medical challenges

which faced the seventeenth-century doctor is the

extraordinary, the appalling, death rate. Dr.

Wyndham Blanton, whose careful studies so illum-

ine the medical historv of this State, estimates that

in 1618 only six hundred out of seventeen hundred

immigrants who had come to the colony during the

previous decade were still alive. Many colonists

died from famine or Indian attack, but others fell

victim to the diseases of their day.

Musty bread and "stinking beer" made scurvy

a menace from the moment that their frail ships

left England. Upon arrival in the new world, the

colonists unwisely settled on the marshy island of

James Town, disregarding instructions from their

parent London Company. Dysentery, more graphi-

cally known as "the Bloody Flux," flourished with

the aid of what one contemporary called the

"brackish, slimey water at James Fort." Beriberi,

so familiar today to American troops who served in

the South Pacific, harassed their forefathers also:

"swellings" are listed high among the "cruell dis-

eases" of early Virginia. To this list are added the

respiratory illnesses: influenza, pneumonia, and

pleurisy—as well as an affliction now diagnosed as

lead colic, believed to have been caused by leaden

containers then used for water, wine and cider.

The famous "summer sickness" which plagued

new arrivals was long thought to be malaria. To-

day, however, authorities believe the culprit to

have been typhoid fever. Survivors of "summer
sickness" developed tolerance for the disease, and

historians have found little evidence of recurrent

malarial attacks in letters and diaries of the period.

In the eighteenth century malaria became known
in the colonies, together with smallpox and the

dreaded yellow fever, but in the earlier century-

diseases were usually caused by food or hardships,

and were rarely epidemic.

The fever and pain which accompanied so manv
other hardships must often have discouraged even

the most courageous settler. For its first quarter-

century, the colony had a precarious existence.

Food was scarce, and searching parties found not

g:>ld but hostile Indians. The stormy Atlantic made
the link to the Mother Country precarious indeed.

Supplies dwindled as tempers flared. Disease, like

all other misfortunes, was considered a sign of

God's disfavor. The colonist who lay wracked by
fever on his crude bunk in the heat of the summer
must have felt certain that the hand of the Lord
was raised against the whole undertaking. It was
true that John Rolfe was soon to discover how to

cure tobacco, "the Indian weed," and that the

broad-leafed plant was soon to become Virginia's

gold and the staple crop of a revived colonv. But

in 1613, the Spanish Ambassador in London prob

ably exaggerated little when he contentedly report-

ed to Philip of Spain: "There are about three hun-

dred men there more or less; and the majority sick

and badly treated, because they have nothing to

eat but bread of maize with fish; nor do they drink

anything but water—all of which is contrary to the

nature of the English—on which account they all

wish to return and would have done so if thev had

been at liberty."

There were no doctors among the 144 settlers

who left England in 1606, but among the adven-

turers were two "chirurgeons"— the pharmicists'

mates and medical corpsmen of a bygone day. No
more is known of Will Wilkerson than his name,

but the work of the second chirurgeon, Thomas
Wotton, was roundly praised by Captain John
Smith himself. However, the first accredited "Doc-

tor of Physicke" to reach Jamestown was Dr. Wal-

ter Russell, who arrived in 1608, and whose niche

in history is made secure by the "Precious oile"

with which he treated Smith when the hardy Cap-

tain was stung by a stingrav. The victim had given

himself up for lost, and had even marked a spot

for his grave. The location of this encounter at the

mouth of the Rappahannock is appropriately

known on today's maps as Stingray Point. Russell

soon left the hard-pressed colony, but other doc-

tors came to carry on his pioneering work. Typical

among these was Dr. John Pott, whose servants

rowed him along the broad James River to call on

his sick "parishioners." Pott was active as well in

the political feuds of his day, and was also among
the first colonists to purchase land on the present

site of Williamsburg.

One little-known accomplishment of Virginia's

colonists, rescued from obscurity by Dr. Blanton,

was the construction in 1612 of a hospital at

Henricopolis, a new town near the falls of the

James River. Although an apparent victim to

flames during the great Indian massacre of 1622,

this was the first hospital in English America, a

crude but verifiable forerunner of the Pennsylvania

Hospital at Philadelphia, founded in 1750, and the

New York Hospital, established in 1769.

In 1611, Sir Thomas Dale had sailed fifty miles

upriver from Jamestown to lay out Henricopolis.

on a site occupied today by Dutch Gap. Before a

year had passed, three streets were faced with well-

framed houses, and storehouses, block houses and

a church had been erected. The hospital, design-

ed to accommodate eighty patients, was built on

a protected spot just across the river. One contem-

porary writes: "Here they were building also an

Hospitall with fourescore lodgings (and beds al-

readie sent to furnish them) for the sicke and

lame, with keepers to attend them for comfort and

recoverie." Another writer calls it "Mount Malado
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... a retreat or guest house for sicke people, a

high seat amid wholesome aire. . .
." The use of the

term "guest house'' is common in the seventeenth

century, and reflects a concept made current in

Bacon's Xew Atlantis, which was published about

this time. Voyagers coming to a new land were

here to be refreshed after their trip, and seasoned

to the climate of their new home. The London

company and the colony were moved by both

sympathy for the sufferers and by a practical sense

of responsibility toward their investment in this

strange and unpredictable land. Although Amer-

ica's first hospital was short-lived, it deserves more

attention from historians and the public.

In 1699, as you know, Williamsburg became

Virginia's capital, and for the next century was

the small but lively center of the colony. Doctors

and apothecaries opened up shop in the town, at-

tending to cutlass wounds or gout during "Publick

Times." and in other seasons of the year minister-

ing to tradesmen, college students, and the occa-

sional visitors at the town houses of wealthy plant-

ers or even at the Governor's Palace.

In the early years of the century, a typical doc-

tor was the kindly Robert Davidson, whose recon-

structed apothecary shop stands today on Duke of

Gloucester Street. Davidson, an early mayor of

Williamsburg, sold ''Balsams, Decoctions, Electua-

ries, Elixirs, Emplaisters, Extracts, Infusions, Li-

quors, Magisteries, Oils, Ointments" and other

tried and true remedies of his day. On his death

in 1739, an obituary in the Virginia Gazette re-

called him as "a kind, good-natur'd Man, always

ready to give his Advice and Assistance to the

Poor" and "endowed with many other good Quali-

ties, which obtain'd him the Love and Esteem of

his Acquaintance, who generally lament his Death."

Later in the colonial period, the famous Dr.

James McClurg appears. Dr. McClurg, whose Ro-

man nose and sharply-chiselled profile stares out at

today's readers from Dr. Blanton's pages, was
graduated from the University of Edinburgh—the

best-known medical school of his day—and in 1773

arrived at Williamsburg. A theorist rather than a

surgeon or apothecary, he was first to hold the

chair of Anatomy and Medicine at the College of

William and Mary—the second chair of its kind

established in America. The doctor prospered, and

by 1783 owned five slaves: he is buried in the old

St. John's Churchyard in Richmond.

Another doctor well known in Williamsburg in

the Revolutionary period was Thomas Tudor
Tucker, brother of Judge St. George Tucker. Dr.

Tucker, who helped care for wounded soldiers,

later tried to set up his practice in Charleston, but

met with difficulties not unknown to the young
doctor of today. One problem, wrote Dr. Tucker

from Charleston, was that ".
. . most People have

some Kind of Engagement or attachment to a par-

ticular Physician which only time or accident can

be expected to break." He added that "Physicians

in this part of the Wr

orld do not immediately re-

ceive their Fees as in England. . .
." The harassed

doctor finally gave up his practice and entered pol-

itics, serving in Congress and becoming Treasurer

of the United States.

Williamsburg's best-known medical family, was

the remarkable Gait family. Since Samuel Gait

of Londonderry settled here in 1735, this family

has produced no fewer than thirteen medical

men. The Gaits have always had a close con-

nection with Eastern State Hospital, and offer

me the pleasant opportunity to turn my re-

marks now to the Hospital. Samuel's son, John

Minson Gait, followed John Sequeyra as attendant

physician at the Hospital. This young doctor, who
became senior field surgeon of Virginia troops dur-

ing the Revolution, served the Hospital until his

death in 1808, resisting lucrative offers to leave

Williamsburg—despite the complaint of one of the

leading surgeons of the day that Gait was "a great

man, whose sphere should not be cramped by prac-

tising in a little village!" James Gait—John's

brother, and known as "a man of much human-

ity"—was no doctor, but became first "Keeper"

of the Hospital at an annual salary of one hundred

pounds, while his good wife served simultaneously

as "Matron" for twenty-five pounds per annum.

James Gait's son, William T. Gait, succeeded his

father as Keeper. John Minson Gait's son, Alexan-

der Dickie Gait, succeeded his father as visiting

physician—and the latter's son, John Minson Gait

II, became the first Superintendent of the Hospi-

tal, acting both as physician and administrator.

The interest of the Gait family in our Hospital

has continued to the present day, for just this last

year Mrs. V. Lee Kirby, a direct descendant, pre-

sented for its library a distinguished collection o;

books and papers which once belonged to John

Minson Gait II.

Eastern State Hospital first opened its doors on

October 12th, 1773, and is believed to be the first

government-supported mental hospital in America,

and among the first in the world. Its need was

realized early in the eighteenth century; the care

of the insane, like relief for paupers, was con-

sidered a local problem, and was the responsibility

of the vestry of each parish. Since no single parish

could build or maintain a proper asylum, those

who suffered from mental illnesses were either left

at large in a world with which they could not be-

come adjusted, or were placed in crude almshouses

or jails where they were often mistreated. The
humane Governor Fauquier in 1767 urged the As-

sembly to establish a hospital for "persons who
are so unhappy as to be deprived of their reason,"

and in 1770 an act of this intent was passed. It is



MEDIC1XE IX THE JAMES 701C.V AREA—Barrett April, 1949

interesting to note that among the first trustees of

Eastern State Hospital were Peyton Randolph,

George Wythe, Thomas Nelson the "Signer," John

Blair, John Tazewell, and John Randolph the

"Tory." Eight lots were purchased on the south

side of France Street, and a beautifully propor-

tioned Georgian building was erected, surmounted

bv a graceful cupola, after the design and specifi-

cations of the Philadelphia architect Robert Smith.

The site was carefully noted bv contemporary

map-makers. On the "Frenchman's Map" of 1782,

for example, it is listed as "Maison des foux," or

"home of the mad."

I will now move quickly across the years from

the past to the present, to make a few comments

about our plans for the new Eastern State Hos-

pital already under construction at Dunbar, just

outside Williamsburg. This transition is not as

abrupt as it seems, for we are strengthened as we
plan for the future bv the continuing traditions of

the past. Prominent Virginians support our hos-

pital and our work today just as did their antece-

dents two centuries ago. Communitv interest in the

treatment and care of our patients is another com-

mon bond, for volunteer groups through the years

continue to help us lead sick minds back to sanity

and usefulness. It seems to me highly appropriate

that the oldest government-supported mental hos-

pital in America is to be replaced by the newest

—

that all we have learned in our long experience

here is incorporated in the plans now rapidly ap-

proaching fruition. Perhaps, as the new plant at

Dunbar nears completion, some way may be found

to memorialize Virginia's pioneering work in the

field of mental hygiene. We might, for example,

restore our earliest building on its original founda-

tions as a museum to commemorate our past; and

behind it. we might build a modern research lab-

oratory for the study of mental diseases. Perhaps

the College, which falls heir to the Williamsburg

property of Eastern State Hospital, may some day
join with us in such an undertaking.

We have learned much, of course, since those

colonial days. We now recognize that mental illness

is not a visitation of Divine disfavor, but evidence

of emotional and personality disorders. We know
that many of these conditions if recognized early

can be prevented from developing to a point where

hospitalization is needed. We know the value of

mental hygiene clinics in this work. We cannot

immunize any person against mental illness, but

we can do much to prevent serious mental illness

bv recognizing it and treating it at its earliest

stages. With public understanding and public sup-

port, we believe we can contribute substantially to

the health of our community.

Our present work and our future plans in the

field of mental health and hygiene in Virginia may

be summarized bv our five chief objectives. First,

we must have proper treatment of patients at the

hospital level. Second, we must see that all our

personnel — medical, nursing and auxiliary — is

properly educated and trained. Third, each com-

munity must be fully informed on the subject of

mental illness. Fourth, we are trying to recognize

symptoms of mental illness early and treat cases

before hospitalization is necessary: here, we relv

in great measure on our expanding program of

mental hygiene clinics. Fifth, and finally, we must

carry forward a well-rounded program of research,

to provide us with new knowledge and new tech-

niques to combat mental illness.

We are trying to do this with the patience and

resourcefulness of some of those first doctors in

the Virginia Colony—and with a full measure of

their faith in their fellow-man.

Discussion

Dr. Northinxton: Mr. President, I just want to sav

that it is a wonderful thing to know that we have such a

man as Dr. Barrett, who is impressed with the situation

as to the need for promoting mental health and has such

a clear concept of what should be done about it. I assure

you as a Virginian who is temporarily sojourning in North

Carolina. I rejoice that we have a man so eminently capa-

ble at the head of our Mental Public Health organization.

I knew very intimately his predecessor. Dr. Hugh Henry,

and I want to bear testimony and give thanks that the

mantle of Elijah has descended on the shoulders of so

worthy an Elisha.

Some of you will be interested to know more about Dr.

James McClurg- During the Revolution he was Physician-

General and Director of Hospitals of Virginia. In 1783

Madison advocated his appointment as Secretary of For-

eign Affairs for the United States. In 17S7 he was ap-

pointed to the Constitutional Convention, where he advo-

cated a life-tenure for the president. He was a member of

the Executive Committee of Virginia in the early years of

Washington's administration.

He loved fine horses and as long as he stayed in the flat

country (he was born at Hampton) this passion brought

him no grief. Indeed, his luck held out for two-score years

after his removal to Richmond, situated, like Rome, on

her seven hills. On July 9th, 1823, his horses ran away
with him down Ninth Street Hill, right by Capitol Square,

threw him out of his carriage and broke his neck.

That's how it happens that this doughty Scotsman lies

buried in the Churchyard of old St. John's.

Dr. Barrett: I want to express my appreciation for be-

ing permitted to present this problem to the Association.

Common Errors in Rh Testing
(J. W Goldsmith and I. I.. McKelvey, Minneapolis, in Minn.

Mr,!., Feb.)

Errors in Rh testing have led to many instances of se-

vere transfusion reactions and even to fatalities. Equallv

as tragic is the sensitization of Rh-negative girls and
women in the child-bearing age by transfusions because

of erroneous classification with respect to the Rh factor.

Such sensitization may jeopardize future pregnancies, giv-

ing rise to congenital hemolytic disease of the newborn
and may even destroy the woman's chance to have one

normal infant. Such mistakes are largely preventable.
—University Hospitals

Write the author for a reprint.
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Use of Plastic Materials in Plastic Surgery of the Nose and Face
Robert Alan Franklyn, M.D., Hollywood, California

ALTHOUGH for many years the trend has been

towards the use of autogenous or preserved

cartilage to obviate such conditions as saddle-nose

and receding chin, rather than the use of foreign

substances, I have had satisfactory results for the

past five years with the newer synthetics. The most

satisfactory of these has been methyl methacry-

late—an acrylic resin, colorless, odorless, shatter-

resistant, which can be sawed, drilled or machined
like wood.

It is light in weight, unaffected by water, salt

solutions, acids, alkalies, or animal oils, and is

inert in the presence of metals. It has high tensile,

flexural and compressive strength, and high impact

Fig. 1 Condition due to nasal trauma. Before implant. Fig. 2 After implant.

Fig. .? Old nasal trauma- Before implant. Fig. 4 After implant.
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resistance. The softening temperature is 140 to

240° Fahrenheit. In addition it is inert biologically

and free from bacterial or fungus deterioration.

This material is readily obtainable and is inexpen-

sive. It has the advantages of being easily steriliz-

able by immersion in alcohol and of being suscepti-

ble of careful fashioning to the defect preoper-

atively—thus cutting actual operative time in cases

of saddle-nose or receding chin to a very few min-

utes.

In a series of twenty-one of my own cases heal-

ing took place promptly with no evidence of infec-

tion or foreign-body reaction, and no evidence of

displacement or absorption of the implants—this

over a time interval of five years, which is a better

record than that obtained bv the use of preserved

cartilage implants prior to this. Encapsulation of

the implant takes place in a few weeks, locking the

implant firmly into position.

A series of three patients in which the polysty-

rene type resins were used gave good results, but

the use of this plastic was discontinued due to

mechanical difficulties in shaping preoperatively.

In five cases in which bakelite was used, this

Fig. 5 Result of improper submucous resection,

implant.

Before Fig. 6 After implant.

Fig. 7 Congenital saddle-nose. Before implant. Fig. 8 After implant.
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material gave satisfactory results with the addi-

tional advantage of having high resistance to the

sterilizing solutions, the other plastics becoming

somewhat pitted if immersed for longer than thirty

minutes in alcoholic solutions.

Common sites for implantation are the dorsum

of the nose for correction of profile defects such as

saddle-nose—either of traumatic, syphilitic, con-

genital or of faulty submucous operative origin,

and the anterior part of the mandible in cases of

receding chin.

The shaped implant of plastic is placed in the

desired area of the nose through an intranasal in-

tent rtilaginous opening beneath the periosteum of

the nasal dorsum. It is held in place for one week
by adhesive tape externally applied, after which

time it is firmly adherent to the nasal bones. For

receding chin, the shaped implant is inserted into

a pocket under the periosteum formed through an

inframental incision, followed bv undermining the

subcutaneous tissue and muscle from the bone. In

addition to the shaping of the implant to the de-

sired shape, many holes, three millimeters in diam-

eter, are drilled through its entire substance allow-

ing the growth of fibrous tissue through the implant

to cause it to adhere in the position in which it is

placed.

Fig. 9 Receding chin. Before implant. Fig. 10 After implant.

Fig. 11 Before chin implant. Fig- 12 After implant.
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Investigation is now being directed toward in-

jection of emulsions of newer synthetics directly

into the area affected, as was done years ago by

the now condemned paraffin technique, thus avoid-

ing operation.

It is within the realm of possibility that complex

period up to five years, and have as yet shown no

evidence of provoking a foreign-body reaction and

show no alteration in size or shape. Acrylics cause

less postoperative reaction than cartilage or cancel-

lous bone grafts and become firmly adherent with-

out suturing within seven to twentv-one days.

Fig. 13 Before implant.

structures such as the complete cartilaginous and

bony framework of the nose, ear, mandible and

fingers may be duplicated synthetically and suc-

cessfully implanted.

The acrylic implants have been observed for a

Fig. 14 After implant.
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CHLOROMYCETIN FOR ROCKY MOUNTAIN
SPOTTED FEVER*

Spotted fever is an acute, specific, infectious rickettsial

disease, transmitted through the bite of the tick. Its sea-

sonal incidence corresponds to the seasons when ticks are

most abundant.

Onset by chill, then continuous moderate fever, severe

arthritic and muscular pain, and profuse skin eruption,

sometime? turning purplish or black, on the ankles, wrist

and back, spreading to all parts of the body.

Until Chloromycetin, treatment was largely symptomatic.

The Eastern form of spotted fever is endemic in Mary-
land, beginning usually in May and reaching its peak to-

ward the end of June. In May, 1948, Pincoffs el al. pro-

posed to test the new antibiotic on spotted fever patients.

Fifteen cases were selected and referred to the University

Hospital. Ten of these were under 16 years of age (2 to

16), five older (17 to 64), all white.

Chloromycetin was administered orally in all but one

case (that one by gavage). Following an initial dose of SO

to 75 mg. per kilo, tablets of 0.25 gm. for children, and
From the Office of the Surgeon General of the Army. March

21st.

0.5 gm- for adults were given q. 3 h., day and night. For

some young children, the tablets were pulverized and

mixed with water or chocolate syrup, or given in capsules.

In the first four cases, therapy was continued for four

days after t. reached normal. In the remaining cases, the

drug was discontinued when t. remained below 100°

(rect.) for 24 hours. Symptoms improved uniformly in

the first 24 hours. The eruption did not spread after treat-

ment was begun and it had markedly receded by the end

of the second day. On the third day, the majority were

plainly convalescent, showed interest in their surroundings,

increased strength, and return of appetite. In all cases the

t. dropped to normal within 76 hours after the initial dose

and remained so during convalescence.

Between 1933 and 1937, 2,190 cases were reported, 65

per cent in the mountain and Pacific states and approxi-

mately 28 per cent in the South Atlantic area.

The Maryland Department of Health records 576 cases

between 1938 and 1947 in which the mortality rate was

^U.8 per cent. Among those treated in 1948 with Chloro-

mycetin there was no mortality, although four infections

were classed as virulent.
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The Social Aspect of Medicine

Walter B. Martin, M.D., Norfolk Virginia

THE immediate problem that faces our profession

today is the defeat of the present proposal to

establish a system of compulsory health taxation

under control of the Federal Government; our ob-

jective is to bring the best in American medicine

within the reach of all of our people without sac-

rificing the principles and ideals of democratic self-

government as laid down by that group of great

men, who, 175 years ago, trod the streets of Wil-

liamsburg. We are of little faith if we do not be-

lieve that this can be accomplished, and our cour-

age is less than theirs if we do not resolve to set

ourselves to the task. On the proper solution of

this problem rests the welfare of all of our people,

but the responsibility of leadership is ours. We are

the custodians of medical knowledge. We, more

than any other group, are competent to evaluate

various proposals in terms of their ultimate re-

action on medical service. We know the compo-

nents of good medicine and we can foresee the de-

structive effect on the quality of medicine of hasty

and unwise legislation. We as physicians cannot

afford to view the matter from the standpoint of

our own selfish interests. Medicine, with all of its

benefits, belongs to the people. As its custodians

and dispensers, our obligation is heavy, for we
must approach the problem uninfluenced by per-

sonal interest. It is our duty as individual doctors

and as a profession to interest ourselves in the

problem of the distribution of good medical care

It is our solemn obligation to inform the people of

this state, and of this nation, of the fallacy of

quack remedies now being proposed just as it is to

advise our patients in matters of their health.

It is worthwhile, in planning the future of med-

icine, to look back to the accomplishments of the

past. As a boy in the Virginia mountains I was

familiar with the hills and ranges that encompassed

our valley, and was acquainted with the trails thai

led to their crests. We often climbed these moun-
tains and, as we made the ascent, would pause at

a favorable spot to look back on the way we had

come. As we stood high above the valley, we were

thrilled by our achievements and were stimulated

to further endeavor to gain the heights above us.

We were little impressed by some stranger to the

mountains who might suggest an easy path that

would bring us without effort more quickly to our

goal. We knew that through ignorance or sloth he

Presented to the Tri-State Medical Association's Semi-

centennial Meeting held at Williamsburg, Virginia, on the

21st and 22nd of February.

would lead us back to the valley from which we
had ascended.

As we look back to the last fifty years of med-
icine, we know that great advances have been

made. We know that the road before us is difficult,

but we are resolved that we will not be enticed

from it by the fair promises of the ignorant or the

venial. We are resolved that we will not be be-

guiled or seduced into accepting any program that

will degrade the quality of medicine, or raise a

barrier against the continued advance of the science

of medic'ne.

What medicine has accomplished during the pas:

fifty years is a glorious and inspiring story made
possible by a free profession in a free country,

under a free economy. It lives in the memory of

many of us here whose experiences have covered

this period. It is a long way from the small bov
sitting on a gate post by a muddy road, waiting

for the doctor on horseback, who dispensed the

medicine of the day from his saddlebags, to the

environment of a well ordered clinic. During that

period of years the average expectation of life in

this country has increased by eighteen years. If

the mortality rate of fifty years ago for five dis-

eases only—typhoid, diphtheria, pneumonia, acute

diarrheas, and tuberculosis—prevailed today with

our present population, 600,000 people now alive

would have died in the years just past. If we turn

to the mortality tables, we find that the mortality

rate in the United States is second only to that in

New Zealand; and it must be borne in mind that

the entire population of the United States is in-

cluded in these figures, while in New Zealand the

natives are excluded. Furthermore, the mortality

rate in the United States has been raised by the

very high automobile accident rate. The latest fig-

ures issued by the Metropolitan Life Insurance

Company give the mortality rate for 1948 as 9.9.

This represents an all-time low, and reflects the

excellent present state of health in this nation. We
have more doctors than any other nation. From
our seventy Grade-A schools are given the best

medical and surgical training to be had in the

world. This flow of well-trained physicians will be

further augmented when five new medical schools

now projected are in operation. We have more

hospital beds and more and better hospitals. We
have more dentists, more nurses and more skilled

technicians. Our equipment and technical appli-

ances are the envv of the world.
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In spite of these great advances and our superior

health position, the medical profession and the sys-

tem of medicine under which these advances have

been accomplished are under attack. Powerful

groups are earnestly striving to overthrow our pres-

ent system and to jeopardize the medical welfare

of our people by seeking to establish a federally

controlled health tax plan, modelled on the Old

World system of Germany and England. I do not

propose to discuss the basis of our opposition to

Federal medicine, or the background of the move-

ment. I would rather bring to you proposals for

correcting conditions that exist, and which give

strength to the movement for socialized medicine.

The problem presented is easy to state, but difficult

to implement. Briefly, it is how to best bring about

a wider spread of good medical care, so as to reach

the people in rural areas, small towns, mining

camps, and industrial groups, as well as the eco-

nomically secure who live in the shadow of well-

organized medical institutions, without sacrificing

our principles of freedom.

There are two barriers that prevent the orderly

spread of good medical service to everyone. They

are the economic and the geographic factors. It is

a curious commentary that the great advances

made by American medicine have created the con-

ditions that threaten its integrity. The cost of pro-

ducing good medical care has greatly increased.

Modern medicine demands expensive equipment,

great buildings and complicated machinery. Edu-

cation in medicine is longer, more arduous and

more costly. Trained personnel is needed in larg<:

numbers to apply and keep in order the machinery

of medicine. The demand and the need for hos-

pital care has increased, but not as rapidly as the

cost. The fact that the costs of medical care have

not advanced as rapidly as the general cost of liv-

ing is not generally appreciated. Physicians more

and more choose the larger cities and medical cen-

ters rather than the rural areas and small towns.

This is largely due to the desire of younger doctors

to locate within the range of well equipped hos-

pitals, so that they may be able to practice the

kind of medicine that they have been taught to

practice. Concentration of medical facilities in the

larger cities has brought about this concentration

of medical personnel. It is necessary to develop a

better distribution of medical facilities.

The American Medical Asociation has pointed

out many factors concerned in health other than

purely medical care. The first of these is a reason-

able standard of nutrition, sanitation, housing,

clothing and recreation. It is obvious that much

distress is due net to poor medical care, but to

low general standards of living, based on ignorance

or economic deficiency. Nearly 50 per cent of our

population is without benefit of sewage, in some

states as high as 78 per cent. A large percentage

of rural dwellers are without a protected water

supply. In some states as high as 39 per cent of

our housing is sub-standard. Dietary deficiency is

common, especially in certain areas, and there are

also deficiencies in clothing and recreational facili-

ties.

The American Medical Association has repeat-

edly urged the provision of preventative medical

service through professionally competent health

departments in all localities. It reemphasized this

pi ivision recently in its twelve-point program

''urging the establishment of local public health

units and services, and the incorporation in health

centers and local public health units of such ser-

vices as a communicable disease control, vital sta-

tistics, t nvimnmental sanitation, control of venereal

disease, maternal and child hvgiene, and public

health laboratory services. Also the remuneration

of health officials commensurate with their health

responsibilities."

The Hill-Burton Bill, now an Act. received the

full support of the med'eal profession, and the

purpose of that Act is now being carried out in a

practical way. In Virginia a complete survey of

hospital facilities has been made, in accordance

with the provisions of the Act, and a long-term

program designed to provide an integrated system

of hea'.th centers, small hospitals, intermediate hos-

pitals and general hospitals, is in process of being

realized. At the present time about $3,000,000.00

in hospital construction is going forward. These

hospitals are being located on the basis of pop-

ulation trends and trade centers. The general hos-

pitals are being developed in large population cen-

ters, preferably near or in teaching centers. The

secondary group of hospitals will be developed in

the smaller cities, and be capable of carrying out

all but very highly specialized medical and surgi-

cale procedures. In the small towns and rural areas.

there will be developed small dispensaries, hos-

pitals and health centers. Around these centers

should group the doctors who serve the population

of the rural areas and small towns. Adequate lab-

oratory and x-ray facilities will be available so

th3t these doctors and, through them, all of their

patients will have access to modern medical facili-

ties. It is obvious that such a program will have

to be developed over a period of years. It is not

merely a matter of establishing facilities, even if

sufficient funds were available for carrying out

such a program in its entirety. It will be neces-

sary to gradually develop technical personnel and

auxiliary services that will make these facilities

workable. With the extension of such units to the

small towns and rural areas, the problem of rural

medical service will be greatly lessened. The pres-

ent refusal of doctors to establish themselves for
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practice in the rural areas will be checked and

reversed, since the principal factors that draw

them to these centers is their desire to have access

to adequate facilities. When the purpose of the

Hill-Burton Act is accomplished, the geographical

barrier to medical service will then have been

largely removed.

In its most recent platform, the American Med-

ical Association has declared for the "Encourage-

ment of prompt development of diagnostic facili-

ties, health centers and hospital services, locally

originated for rural and other areas in which the

need can be shown, and with local administration

and control as provided by the National Survey

and Construction Act or by suitable private agen-

cies.

The problem of financing hospital and profes-

sional service is being dealt with on- a large scale

through the various non-profit prepayment plans

and through commercial carriers. The development

of these plans has been going forward for many
years, especially since the formation of the Coun-

cil on Medical Service of the American Medical

Association. The full support of all the physicians

of this country should be behind this movement.

This principle has been stated by the American

Med.'cal Association as follows: "Further develop-

ment and wider coverage by hospitals and medical

care plans to meet the cost of illness with extension

as rapidly as possible into the rural areas. Aid to

the indigent and the medically indigent by the

utilization of voluntary hospital and medical care

plans, with local administration and local determi-

nation of needs." The extent to which the people

in this country are already covered under volun-

tary plans is probably not fully recognized. Over

thirty million people are enrolled in the Blue Cross,

and over ten million in the prepayment medical

care plans. A recent survey of accident and health

coverage in the United States as of December 31st,

1947, reveals that over thirty-one million workers

are insured under some form of voluntary pro-

tection against the loss of income due to sickness

cr accident. Over fifty-two million individuals are

protected by some form of hospital expense cov-

erage. Over twenty-six million had surgical expens j

coverage, and over nine million people had medi-

cal cost coverage. The rapid progress of this type

of insurance is illustrated by the fact that the

number of individuals covered by combined pre-

payment voluntary and commercial carriers has in-

creased 241 per cent from 1941 to 1947. It is a

reasonable expectation that this form of voluntary

nsurance against the costs of illness may be ex-

tended to include a large proportion of the pop-

ulation of the United States. This is being done

largely on a local basis, and without Federal aid,

control or regulations. It is being done without

extraordinary expense, or the creation of a new

army of Federal officeholders.

The Federal Government is committed to .pro-

viding medical care for its disabled veterans and

for sickness arising as a result of military service.

The story of the government's activities in this

field prior to the end of World War II is a sad

one. The quality of care provided was poor, and

the cost to the taxpayers high. Hospitals were con-

structed without regard to population needs, or of

access to the service of recognized medical centers.

The present plans of the Veterans Administration

for hospital construction conforms to the old fa-

miliar political pattern. It is of the utmost impor-

tance that the plans initiated by General Hawley

be supported and that hospital construction under

the Veterans Administration be integrated with

construction unde the Hill-Burton Act. With the

development of a well balanced hospital service,

extending from the small dispensary type to the

general hospital, capable of providing expert care,

there is no reason why the majority of veterans

should not receive medical service in their own
community, under the physician of their choice,

and only be transferred to the general type of

hospital for sound medical or surgical reasons. The

American Medical Association urges the "Integra-

tion of veterans medical care and hospital facilities

with other medical care and hospital programs, and

with maintenance of high standards of medical

care, including care of the veteran in his own

community."

I have presented to you the important phases of

a plan to extend medical service to our people on a

voluntary basis and without government control.

This does not in any way cover the full plan of

the American Medical Association. This plan deals

also with the consolidation of all medical services

of the Federal Government in a single department

of health, with the financing of medical research,

with the creation of a medical care authority in

each state, with mental hygiene health education,

oare of the aged and chronically ill, industrial

medicine and the financing of medical education.

Time does not permit the review of these plans

in detail.

I would emphasize, however, that the basic phi-

losophy behind this program is local control as

contrasted to Federal regulation and domination.

The corollary of local control, however, is local

responsibility. If we are to put our plans into

operation there must be an awakening of each

community to the part it must play. I speak to

you as one physician to another. It is you who

must assume leadership in health matters in your

own community. It is you who must aid in the

extension of Blue Cross and Blue Shield in your

area and in developing adequate facilities under
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the Hill-Burton Act. The best medium of expres-

sion in health matters for a community is through

a community health council so constituted as to

represent the important consumer groups as well

as the medical and allied professions. You, as

physicians, should be the advisors and counselors

of such groups. I have not mentioned Virginia thus

far, but I have given you our philosophy and our

plan of battle. It is not complicated and it is not

new. It merely reaffirms the basic philosophy of

those men who, familiar with the historv of

government and fresh from the grip of ancient

tyranny, resolved to create a state and a constitu-

tion that would protect the rights and dignity of

the individual citizen. These rights are now bein^

threatened. We are being beguiled into accepting

old evils and old tyrannies under new names. The
welfare state is to bring us to Utopia by an easy

and painless path. We are to have security for

everyone by merely adding another payroll deduc-

tion. What you are not told is that for every ounce

of security you barter a pound of freedom. This

issue is greater than the integrity of medicine or

the better distribution of medical service. It is the

same problem that faced Patrick Henry, George

Wythe, Thomas Jefferson and Richard Henry Lee

in this town of Williamsburg. May our vision, our

wisdom and our courage equal theirs.

—521 Wainwright Building

Discussion

Dr. J. W. Davis, Lynchburg: I would like to ask it

there is any program being planned whereby there will be

available more physicians in small towns and rural com-

munities, so that the doctors already there will have time

to, as has been suggested, make themselves better under-

stood in the communities and so create a better relation-

ship between the doctors and the public. As it is these

doctors don't have the time to see the patients who call

upon thtm much less get around and try to develop good

public relations.

In Lynchburg we have a Public Relations Committee

trying to work out some program whereby the public will

have a better understanding of our problems. Our patients

are complaining of being in an assembly line, yet we have

to do it that way because of lack of medical aid, and I

was just wondering if anything is being done to create

more doctors for the small towns?

Dr. Martin: Mr. President, our real problem in small

towns and rural areas is lack of facilities. We now have

more doctors than any country in the world, which is on

the basis of about one doctor to every 750 people. De-

mands are being made for doctors by the Armed Services,

Public Health Service, and various other industrial groups,

etc. The demand originally made by the Armed Services

was for 5.000 extra medical personnel; when the situation

was analyzed the actual need was 2,000- Those of you

who were in the armed forces during the war know there

was a tremendous waste of medical personnel. There were

67,000 doctors to take care of slightly over 11 million

men.

The demands of the Veterans Bureau and of the Public

Health Service withdraw many doctors from civilian prac-

tice, but if their program is integrated with the program

under the Hill-Burton Act, and those men are taken care

of in their home towns by their own physicians, there

will not be a necessity for drawing nearly so many doc-
tors into these services.

Actually, what is to be dune in the production of doc-
tors in the medical schools is under way. but our present

problem now is the matter of proper distribution and
proper utilization of their services.

Dr. Ciay W. Evatt, Charleston: Mr. President, being a

Methodist, I would like to >aj Amen to everything that
has been ;aid and bring the thing down a little further to

the community level.

In our town the Roper Hospital has a committee to

acquaint the community with what the hospital does. We
haw a series oi pictures the size of that blackboard, with
two good looking nurses to go around and put it on be-
i' re the Rotary Club, Lions Club, and various other civic

groups. There we have a blood bank, pictures of operation

n om, with figures that go along with the cost of operation
ii the hospital, and we acquaint our taxpayers with the

fact that we opei thai la >pital under a plan of one

dollar le than any other hospital under the Duke Foun-
dation, which is not a bad thin;; to bring to their atten-

tion.

It is the consensus that since "Labor" has been running
the country under the Roosevelt regime the professional

laston the emergency room in

Rcper Hospital saves the city over S100.000 a year, for

which no tax is set aside. In our Medical Societ\ even
member Iil!s out a questionnaire which says whether or

not he will be available for new patients, for night calls

for new patients, for night calls for old patients, and all

ind of thing.

Cur community has in a "few years grown from 80 to

und 200 thousand and we are pushed for time and
space, but at the same time we can take active part in the

civic and church life of our community.
1

i not being a doctor for a couple of hours a week,
i i Ef with other men where I don't hear of suffering

It dees ail of us good and the doctors should get together

and work out a workable worthwhile program and our

Senators and Congressmen will listen to us, and do listen

to us, and I think every Congressman from our State is

going to vote against Socialized Medicine. I hope we will

continue to inform and instruct and bother and nag our

men in Washington so that the specter of Socialized Medi-
an-.' will be laid, i nee for all.

Dr. H. J Langston, Danville: I am sure all of you like

myself have talked to some of our professors in our med-
ical schec's about getting your men in medical school. The
Chairman of the Admission Committee of one school was
a classmate of mine and he said, "We will admit any boy
you set tl us that has A and B grades, but if he doesn''

have A and B grades, then he can't get in here."

Well, you knew, and I know that over the last 50 years

many men whose grades were no better than C have been

the leaders in medicine.

Now, Dr. Martin, I wish we could get the authorities at

the Medical College of Virginia and the University of Vir-

ginie to see the importance of talking to these applicants

and finding out if they are really interested in medicine

and not depending entirely on A and B. Many doctors

who are practicing like to start to work at nine in the

morning and step at four in the afternoon. People get sick

24 hours a day. If a man is in earnest about wanting to

practice medicine, he is going to see his patient when thai

patient is sick.

We need to get more teachers in our medical schools like

some of the men you and I knew: Paul LaRoche, Murat
Willis, Stuart McGuire, Charlie Robins, J. K. Hall, and

men like that who knew what kind of applicants to pick

and then how to make good doctors of them.
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Now, let's go back to the matter of charges. I nave

never had a standard fee for obstetrics or surgery. K a

man wants me to look after his wife, I will look after her.

If he can pay a certain sum, all right; if he can't, ail

right. Instead of having standard fees let's have scale fees.

Dr. Northtxgton : It seems that everybody, including

the most active opponents of all attempts to socialize med-
icine, says that people are getting adequate medical service

in the urban and congested districts, but are not getting it

in the rural districts. What do we mean by adequate ser-

vice? If adequate medical service means the kind of service

under which the population of a given county will live

longer than will those in an average county of the State,

then the rural folks of Virginia and the Carolinas are

getting medical service that is adequate, or certainly, med-
ical service more nearly adequate than the urban popula-

tion is getting. I have over many years compiled the sta-

tistics and as our friend Al Smith would say: "Let's look

at the record." Never within my recollection in the State

of North Carolina, the State of South Carolina, or the

State of Virginia—and I presume and dare say the same

situation exists all over—has there been a report from the

State Board of Health that doesn't show that the people

in the county in which there is no hospital have a greater

expectancy of life than in the counties in which there are

hospitals.

I heard the President of the State Medical Society of

North Carolina get up and say that was. -because people in

Ashe County, Alleghany County, and other counties that

don't have hospitals go to the city hospitals to die. That's

absurd. A man's death is charged to the county in which

he resided, not the county in which he died. If you go

from James-City County to the Mayo Clinic and die

there, your death is charged to James-City County, Vir-

ginia, and not to Olmsted County, Minnesota.

The very last report which was made by the North Car-

olina Board of Health showed that in that State, in the

counties that do not have hospitals, the number per thou-

sand of population to die in one year was 25 per cent

more in counties that have hospitals than in the counties

that don't have hospitals.

Now. that doesn't mean at all that people in those coun-

ties without hospitals don't get adequate hospital service.

It does mean that they get the hospital service that they

really need, not that they do not need.

The mortality statistics from the State Board of Health

of South Carolina are analyzed somewhat differently. Quot-
ing: State of South Carolina as a whole: 8.3 deaths per

one thousand population. For the cities, 14.7; for the coun-
ties, 6.9. There was only one county in South Carolina in

which the area of county outside the city had a larger mor-
tality rate than the largest city within that county. Rock
Hill is in the County of York. Mortality was 7.6 per

thousand in Rock Hill, 7.9 in York Countv outside Rock
Hill-

Further, the population's average age is higher outside

the cities than inside the cities. A great many young peo-
ple go to the cities, very few of them stay in the country,

yet many of them, when they get old, go back to the coun
try to die. So the death rate should be higher in the coun-
ties.

In the State of Virginia, deaths from all causes 9.5 per

thousand population; for the counties immediately adja-

cent to the cities 9.1 per one thousand population.

Now. whatever you may do with these fiures, I will say

this: if the figures were the reverse, the figures shown for

the counties were for the cites, and those for the cities

were for the counties, you would hear them quoted loudly

in support of the assumption that the country folks are

getting r';;adequate medical care. There is no question

whatever but there are too few doctors in a lot of rural

areas and one doctor has to take care of a whole lot of

people; but if the proof of the pudding be in the eating,

he's doing a better job of keeping his people out of heaven

than is his city brother.

I was brought up in Mecklenburg County, 80 miles from
Richmond, and anybody that had to go to a hospital went

to Richmond. I never knew anyone to lack for medical

care or surgery and our mortality record is a good deal

better than that of the City of Richmond.

Dr. Haven Emerson, Professor Emeritus of Public

Health at Columbia University, who in former days was a

stout advocate of the socialization of medicine, by 1939.

ten years ago, had seen the light. He said: "We are now
the possessors of better general health, are less afflicted

with disease known to be preventable, and more secure in

the survival of our offspring to maturity and have an

average expectancy of life, better than that in any pop-

ulation in the history of man.
"When and where need exists there additional hospitals

should be built, after careful and detailed study of each

community is made and reveals such need, and that the

hospital when built can be properly administered and

maintained."

Dr. Harvey Cushing, in the very front rank as a medi-

cal neurologist and as a neurological surgeon, left this

opinion:

"The general practitioner or family doctor is still with

us and plays the same important role he has always play-

ed. For nine-tenths of what he is called on to do, hospital,

operating table, trained nurse, physiotherapist are wholly

unnecessary, and when they are needed he knows where

to get them,"

The teaching of the medical schools of today, given

altogether by specialists, is that every patient should be

put through a certain diagnostic routine, "given the

works," "put through the mill." For the small fraction of

patients who need elaborate study, the general practitioner

can do most of the tests, and have the others done, and
the man can get well quicker outside of the hospital and

at far less expense. When students are taught they can

take care of practically all of their medical cases, referring

the major surgical cases to the hospitals, and do their prac-

tice in their offices and patients' homes, then you will have

no difficulty in getting men after they graduate in medi-

cine to go to the rural sections or communities where

there aren't any doctors-

Dr. R. B. Davis, Greensboro: Six States in the Union
have passed laws to help educate any young man who
will agree to practice medicine in a rural district. These

are North Carolina, Georgia, Kentucky, Virginia, Tennes-

see and South Carolina.

That boy or girl must first become matriculated in a

college and the Admissions Committees are turning down
19 out of every 20 applicants. How are you going to give

them the M.D. degree without letting them go to college?

That is where our trouble is, gentlemen. Had we enough

doctors going into general practice today we would not

have socialized medicine bearing down on us like we have.

It is your fault and my fault, and unless we do some-

thing about graduating more boys the politicians will do

it for us. They are not going to ask ten men in any med-
ical school whether a boy can be admitted or not. They
are going to say, "You take this boy and make a doctor

of him." Such boys are going to promise to practice med-
icine in a rural district. Tomorrow we can fill every med-
ical school in the United States with enough boys to fill

in all these needs if they would just accept them, but they

won't do it.

Dr. W. R. Wallace, Chester, S. C: I think the ques-

tion regarding medical education is whether or not we are

going to reduce our standard of medical education- I was
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on a committee a few years ago to work on the problem

of increasing the number of doctors in South Carolina. I

am not connected with the Medical College at all—am
connected with the Board of Health. The politicians in

South Carolina said "We have got to have more doctors,"

but they did not appropriate one dollar to increase the

number of microscopes, the laboratory facilities, etc. So

the basic principle there is, if we are going to educate

more doctors we have got to have more money. I don't

think any of us would like to see the standard of medical

education lowered. The people of the United States deserve

the very best of medical care and attention and we have

to have good medical education.

I think there are a lot of statistical lies about mortality

rates.

Dr. Ncrthington: The figures for S. C. are supplied

by your own State Board of Health, of which you are

President.

Dr. K. B. Pace. Greenville, N. C: Mr. President, and

Members of the Society: The Wagner-Murray-Dingell Bill

would set up the largest, strongest political group this

country has ever known. You should read that bill. I be-

lieve 50 thousand doctors would stop practicing medicine

if that bill would go in as it is. The first 30 pages are

pretty sweet, but from page 35 on you can't buy a lead

pencil without getting orders from The Board, a board of

16 people set up in Washington with Mr- Ewing as presi-

dent, and every board in the State has to get permission

from "The Board."

I have heard doctors talk who worked in these Veteran

Hospitals and that is a pretty fair example of socialized

medicine. They say it takes over 50 per cent of their time

filling out blanks.

This bill says something has got to be done to remedy

the shortage of doctors. How in the world would socialized

medicine do it.when doctors work 12 hours or more a day,

seven days in the week now, and under the Government

they wouldn't be able to work but eight hours a day five

days in the week. How in the world would that help the

shortage of doctors? In 1900 to 1910 there were something

like 300 medical schools and colleges in the United States,

while now we have 70. There aren't enough places to train

them, all running to capacity, or more than capacity, and

doing the very best job they can.

When we have a medical meeting what we talk and dis-

cuss in this meeting, if you don't mind, is like all others,

how terrible the bill is. and it stops right there. We don't

know what goes on in Washington. Right now 500 laymen

in Washington trying to pass this bill. Every one of us

should write his Congressman and put on the pressure. As

all of you know, pressure is the only thing that counts for

a thing in the world in politics.

Now, at home people are very fairminded if the doctor

explains everything in simple terms. We have an oppor-

tunity tc do it in the civic clubs—Rotary, Kiwanis, and

every other—and see that at certain times in the year.

once a quarter at least, some program is put on to explain

this Bill No. 5. You won't have any trouble explaining it

to them. The patient himself is tied down and regimented

almost as bad as the doctor is. They can't get a thing in

the world without the request going through all these

boards and they will either be entirely well or totally dead

by the time it comes back.

That bill is bad. I have read it two or three times and

it is worse than bad. I believe any of us would be glad to

go back to a nice job of farming- In fact, I am saving

forty acres myself to go back to when it does pass. I don't

think we should stop, we should fight it. We should get

all the facts and present them. Tell the people the reason

there aren't enough doctors is because the medical colleges

have been refined down to 70. We all want them better

and the better they are the better we like it. If you in-

form the people properly, they will go right along with

you. and there is no question about it, but we think the

bill is so preposterous it may not pass. We can't depend

too much on that because there is so much pressure up
there, something for nothing, how they are imposed on by

medical care, so inadequate, they actually believe it them-

selves, and I think they need to be straightened out by
the proper information.

Dr. F. A. Dick, Williamsburg: Mr. President, I would
like to ask one or two questions. Dr. Martin suggested

that the Veterans Administration was building more and

more hospitals; that other service organizations and Vet-

erans Administration were closing hospitals for lack of

facilities to operate the beds. He suggested that if the

veterans were to have their non-service-connected disabili-

ties treated in our local communities and local hospitals,

there would not be such need for increase in the number
of Veterans Administration Hospitals.

Dr. Martin is a member of the Board of Trustees of the

A. M. A. I happen to know that that is one of the ideas

out of the Board of Trustees. All of us know it is an ex-

cellent idea-

Now, these things will have to be done by an Act of

Congress. Every bureau of the Federal Government or

State Government, or any other government, is very jeal-

ous of its prerogatives and the only way to get these

things fiom a bureau that a bureau has had and keep

them from grabbing more is by legislative acts.

Now, I would like to know if the Board of Trustees has

presented any legislation to Congress to that effect? If not.

why ?

Dr. Northdjgton: Mr. President, may I say a word.

What do you think would occur providing this bill is

passed? I can call spirits from the vasty deep, but will

they come?

Dr. Martin: Mr. President, and audience: I would like

to say this: My speech this morning was not to review all

the faults of socialized medicine as that has been done be-

fore, but I wanted to point out that we must have a

method to provide a few basic needs the people have and
give strength to the movement behind the socialized med-
icine. Those two things are better distribution of facilities

and distribution of medical personnel, and a method of

financing medical care so as to relieve the middle class of

people from catastrophic illness.

Still, the cost of medical care in the United States as

compared to other things is relatively low, but we all

know with a long illness some people are confronted with

a difficult situation trying to meet their medical bill.

Now, with those two things in mind, I will try to an-

swer some of the questions. I happen to be on the Gover-

nor's Commission studying medical education in Virginia.

The number of medical students applying for admission is

in excess of the number of vacancies available in all the

medical schools. It is not as great as has been stated.

Those figures are based on possibly every boy who wants

to enter medical school applying to anywhere from five to

ten. fifteen or even twenty medical schools, hoping to get

into one Nevertheless, there are a considerable number

who can't get in.

Admission is not limited entirely to A and B grades.

Aptitude is tested, whether the student has the aptitude

and desire and real feeling in his heart that he wants to

be a doctor. And the third, what is obtainable on char-

acter, stability and background as fitting for this profes-

sion.

As to increasing the medical schools. The politicians

wanted to increase the number of doctors, but there must

not be any appreciable increase in the cost- That, of

course, is impossible. To increase the number of medical
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students materially means major expenditures, and until

the states are ready to put real money into expansion of

medical schools, it is not possible to raise the number very

materially.

Now. as to the number of graduates, the figure for 1945

is correct, but that was an unusual year because a number

of students were called into military service and not al-

lowed to complete their pre-medical training. Five new

medical schools are either projected or on the way. At the

present time the number of graduates is a little abo\

e

normal and the last figure was 2 per cent higher consider-

ing even the rise in population than it has been before.

That increase may not be enough, but we are on the up-

grade.

The A. M. A. is not in the business of drawing bills, but

it can present facts and does to impress members of Con-

gress who may present a bill and anticipate the bill will

provide some of the features of the program in support of

these things they advocate will be brought into Congress.

Now, I particularly wanted to bring out that we must

have a positive program; must have an answer to the

question of medical care; to the problems of medical care

of the chronically ill; to the problems of finance and cost

of medical care and extension of medical facilities; and

second, that is a community and local problem. That is a

responsibility of the local doctors and the State society

right on down the line. The doctor must take an active

part in developing community and health councils and

studying the problems in his own community.

Forty or fifty years ago the doctor, judge, school teacher

and minister were the four men who set the standards for

the thinking of the community. The doctor was an ad-

viser on many things other than medicine itself. The peo-

ple had confidence in him and believed he was interested

in the welfare of that community. We have lost that. We
got busy with our own affairs and haven't taken part.

Now, we have to restore that relationship, have got to get

back and show the people we are interested as doctors in

the medical and general welfare of that community. Once

that is accomplished the rest of it will follow.

I believe 90 per cent of our trouble is the misinforma-

tion people have received- Now, the A. M. A. is preparing

to turn loose an enormous amount of factual information

—data that will come down to the State societies, local

societies and into your hands. That material ought to be

used, and the people in your community ought to be given

the facts.

What tremendous advance in medicine has been under

the free system of medicine ; what our present status is

from the standpoint of doctors, hospitals, nurses, etc., as

compared with the rest of the world under this system of

medicine; and how that system can be destroyed and how
we will sink to the level of the rest of the world if we
allow the Federal Government to take over the practice

of medicine through a Compulsory Health Tax.

A Differential Medium for Routine Diphtheria
Diagnosis

fOna R. Whitley, M.S.. and Samuel R. Damon, Ph.D., in Public
Health Reports, Fub. 18th)

The most widely used diagnostic medium for the culti-

vation of C. diphtheriae for more than 50 years has been

Loffler's coagulated blood serum. In the hands of a critical

worker it has left much to be desired.

After the trial of many formulae and an experience ex-

tending over a number of years the described dextrose

serum tellurite medium was evolved.

Reliance on microscopic examination of stained smears
from Lbffier slants for diagnosis of diphtheria may result

in error because:

(a) Not all strains of C. diphtheriae will grow on this

medium.

(b) The cellular morphology may be so altered as to be

unrecognizable because of variations in the composi-

tion of the medium.

(c) Small numbers of diphtheria bacilli may be masked

due to overgrowth of commensal organisms.

(d) The medium may be digested by proteolytic organ-

isms present in the inoculum-

The laboratory diagnosis of diphtheria would become

more objective and reliable if the specimen from the pa-

tient could be planted simultaneously on Loftier and a

plating medium on which C. diphtheriae would appear in

differential colonies and from which microscopic examina-

tion could be made directly.

The advantages of this medium are:

It grows all types of C. diphtheriae.

It yields more positives than does the Lbffier medium.

The growth of diphtheroids is usually suppressed up to

24 hours and when they do come up it is in easily differ-

entiated colonies.

The characteristic cellular morphology of C. diphtheriae

growing on the medium is not greatly altered.

The colonial morphology of C. diphtheriae is distinct

and recognition of typical colonies serves to confirm ten-

tative conclusions based on smear examinations.

The colonies are large enough to be easily identified after

18-24 hours incubation, i. e., at the time when diagnostic

smears are being made from Lbffier.

If isolation of pure cultures is desired this may be ac-

complished at 18-24 hours after inoculation of the me-
dium.

It is easy to prepare and of uniform composition.

It does not become toxic on storage.

It is not digested by proteolytic organisms.

For Formula for preparation of this medium address re-

quest to Surgeon General, V . S. P. H. Service, Washington-

Virulent Diphtheria
(A. M. Fisher and S. Cobb, Baltimore, in Bull. Johns Hopkins

Hosp., 83: 297-325, 1948)

In the past few years the incidence and severity of diph-

theria have been increasing throughout the United States,

and the age group affected has been older.

Of 30 virulent cases observed at Johns Hopkins and
Sydenham hospitals 21 were fatal- Patients were from

three to seventy years old. In In several instances death

occurred after complete disappearance of local edema,

membranous lesins and ulceration.

Immunity should not be taken for granted, for neither

previous toxoid injections nor an earlier attack of the dis-

ease is an absolute preventive. A wrong diagnosis and de-

lay in starting treatment may be fatal.

Consideration of diphtheria as a possible cause of any

acute disease of the upper respiratory tract is urged. In

every suspected case antitoxin should be given at once. If

therapy is delayed four or five days heart, nerve and
adrenal tissues may become fatally involved. By that time

toxin already combined with vulnerable cells is beyond
reach of neutralizing injections and may be lethal despite

subsequent antitoxin therapy.

(The enly fatal cases of diphtheria that have come under

my observation were seen in World War I. Both had been

treated for several days as cases of Vincent's angina.

—

J. M. N.)

fust in Case Somebody Should Ask You—
Spontaneous Rupture of the pregnant uterus can occur.

A case is reported while the patient was sitting in a beauty

parlor, the first symptom being "a sudden, tearing sensa-

tion."

—

Jour. Missouri M. A., March.
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IN MEMORIAM
Doctor Stuart McGuire

By Dr. Jas. M. Northdjcton

Dr. Stuart McGtJire was one of the ablest,

one of the most magnetic, and one of the most fa-

mous of the surgeons of his time. As a practi-

tioner and as a teacher of surgery, as a hospital

administrator, and as an emergency Army surgeon,

he had few peers. As a citizen, small indeed was

the number of those who did more for his citv and

his State.

All these phases of the life of this many-talented

doctor of medicine have been covered over and

over, before and since his death. I have to speak

of him only as a member of the Tri-State Medical

Association of the Carolinas and Virginia.

Dr. Stuart's father, Dr. Hunter McGuire, was

one of the organizers of the Tri-State, and pre-

sented a paper on Cancer at its first meeting after

organization, this meeting held at Charlotte in

1899. Soon thereafter Dr. Stuart came into the

organization and he presided over the Tenth An-
nual Meeting, also held at Charlotte. Several fea-

tures of his presidential address are worthy of

special note. He said his effort as president had

been to accomplish three objects: first, to arouse

enthusiasm among the members; second, to arrange

an attractive program; and third, to present the

advantages of the association in such a way as to

induce good men to apply for membership. "Dur-
ing the past year," he went on, "by correspond-

ence, by personal interviews, and by speeches at

county, district and State societies the Association

has been called to the attention of the profession

of the three States in a way which will continue to

bear good fruit for years to come."

Largely through the energetic exercise of his in-

fluence, 65 new members were brought into the

Association in the year of his presidency.

Over many years Dr. McGuire and his partner

and alter ego, Dr. W. Lowndes Peple, alternated in

attending the meetings of this Association. At the

opening of any meeting he was attending Dr. Mc-
Guire would choose a seat two or three rows from

the front, a bit to the right of the center, and there

he would sit, paying rapt attention to every ad-

dress or essay, whatever the subject might be—sur-

gical, medical, pediatric, obstetric, ophthalmologic,

dermatologic or what not. He remembered every-

thing that was said, and contributed much of value

to the discussions. When the meeting recessed and

he went to a meal or his bed, he was back in his

seat promptly for the next session.

Dr. Stuart McGuire was a great son of a great

father. Dr. Hunter McGuire. Chief Surgeon to

Stonewall Jackson's Corps, established himself in

Richmond right after the end of the War on the

South. Soon he became Professor of Surgery in the

Medical College of Virginia, and some time later

he converted the old Spotswood Hotel, on Gover-

nor Street, into a hospital which he named for "the

beloved physician," St. Luke. On graduation from

the University of Virginia Medical School, Dr. Stu-

art came with his father.

Several years further on Dr. Hunter McGuire
gathered around him a group of able and ambitious

doctors and organized the University College of

Medicine, and Virginia Hospital. There Dr. Stuart

lectured and operated with such brilliancy as to

add to the luster of the McGuire name, and to give

him a national reputation. In 1898, Dr. Hunter

McGuire and his surgeon son built the present St.

Luke's Hospital at Harrison and Grace. This hos-

pital has been added to from time to time and 2.5

years ago the McGuire Clinic was formally organ-

ized in connection with the hospital.

Dr. Stuart McGuire served as president of the

new medical college" for many years till, in 1910,

largely through the efforts of Dr. George Ben John-

ston and himself, a merger was effected between

the Medical Col'.ege of Virginia and the University

College of Medicine.

For nearly ten years Dr. McGuire had been in-

capacitated for his professional labors. He had,

however, retained the post and discharged the du-

ties of Chairman of the Board of Visitors of the

Medical College of Virginia till the time of his

death, the 27th of October, last.

Dr. McGuire's interest in the Tri-State Medical

Associat'on was maintained until the end of his

days. Within his last year he wrote me a letter

which I treasure, in which he gave expression to

this affectionate interest, and said "but for you and

a few other stalwarts the Tri-State would have long

ceased to be."

Let us never fail in honoring his memory, nor in

emulating his example.

Hoetor Charles R. Robins, Sr.
By Dr. Richard A. Michaux

It ie with deep sorrow that we record into the

minutes of the Tri-State Medical Association the

death of Dr. Charles Russell Robins in his eigh-

tieth year on October 16th, 194S.

Dr. Robins, son of William Broaddus and Eliz-

abeth Mebane Robins, was born December 31st.

1868, in Richmond, Virginia. He received his early

education in the Richmond City schools, after

which he accepted a position with the Southern

Manufacturing Company. This enabled him to ac-

cumulate the necessary funds to begin his life work,

wh'ch was the study and practice of medicine. He
was graduated from the Medical College of Vir-
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ginia in 1894. He then took postgraduate work at

the Boston Marine Hospital and Harvard Medi-

cal School; after eighteen months he returned to

Richmond and became assistant to Dr. George Ben

Johnston for a period of five years. During this

period he was appointed assistant professor of Gyn-

ecology at the Medical College of Virginia.

Those of us who have had the privilege of being

closely associated with Dr. Robins are proud of

his distinguished record as a teacher, surgeon, hos-

pital administrator and civic leader. From 1907 to

1938 he served his alma mater as professor of Gy-

necology. Dr. Robins was not only noted for his

outstanding surgery but also as a writer of scien-

tific papers. He became particularly noted through-

out the world for his method of inguinal hernia

repair. About this subject Dr. Robins loved to talk

and write.

Other than being a member of the Tri-State

Medical Association, he was a charter member of

the Southeastern Obstetrical Association, and the

American Board of Surgery; past vice-president

of the Southern Surgical Association and the past

president of the Richmond Academy of Medicine;

fellow of the American Medical Association and

the American College of Surgeons. He also be-

longed to the Medical Society of Virginia and the

Southern Medical Association.

As a leader in his community Dr. Robins also

distinguished himself. For manv years he was a

member of the School Board of Richmond, a mem-
ber of the Board of the Westmoreland Club, presi-

dent of the local Rotary Club, a director of the

State Planters Bank, and governor of the Society

of the Colonial Wars and Virginia Sons of the Rev-

olution. A monument which now stands as an ex-

pression of his leadership is Stuart Circle Hospital

of which he was one of the founders in 1913. For

thirty years, from 1913 to 1943, Dr. Robins serv-

ed as president of this hospital. No one was more

beloved by the men and women who staffed his

hospital.

The passing of Dr. Robins is not only a great

loss to this organization and his profession, but to

men of all walks of life.

Doctor William Thomas Parrot!
By Dr. Jas. K. Hall

Late in the afternoon of Friday. July 23d, I

attended in the Church of Christ on Gordon Street

in Kinston, North Carolina, the funeral service

of my many-years friend. I nthe Parrott Memorial

Hospital of Kinston he had died early in the after-

noon of the day before. His physical structure had

become so victimized by malignancy that Death
proffered him the only portal of relief from long-

continued suffering. Yet he had lived reasonably

Reproduced from the issue for August, 1948, of South-

ern Medicine & Surgery.

long, estimated even in terms of mere years—

a

poor measuring rod to apply to a busy, commend-
able mortal.

Dr. Parrott was born on the family plantation

near Kinston on September 11th, 1875. Except for

the few years spent elsewhere as a student, he

lived his life for almost seventy-three years

amongst his people and he gave himself gener-

ously in ministrations to them up to the level of

his high capacity.

His education was obtained in Kinston, at the

University of North Carolina, at the University

fo Maryland, and at the School of Medicine of

Tulane University, from which he was graduated

in 1899. Prior to that graduation, he had trained

himself in pharmacy in Baltimore. Before entering

upon private practice in Kinston he did graduate

work in medicine in London and in Berlin. In the

former city he devoted himself especially to the

study of some of the tropical diseases, in which he

exercised an alert interest throughout the remain-

der of his life.

Through the joint efforts of Dr. W. T. Parrott

and his brother, Dr. James M. Parrott, Kinston

was blessed many years ago by the creation of a

private hospital—now known as the Parrott Me-
morial Hospital. Such an undertaking would have

been hazardous in that distant day for two phy-

sicians so young had they not been equally un-

usual. The Parrott Hospital served as an incentive

to other communities and it became also an ex-

emplar. In that hospital difficult medicine was
practised skillfully and the effort of the young

medical men to extend the periphery of medical

knowledge was unceasing.

Dr. W. T. Parrott, ever on tip-toe for the newer

knowledge, early sensed the possibilities of diag-

nostic helpfulness latent in the newly discovered

x-rays. Eventually he specialized in radiology. In

that field he was a pioneer. He finally became a

victim of his professional zeal and unselfishness.

The penetrating energy of the rays insidiously

thwarted the functioning of many of the cells of

his active body, and ultimately he lost a hand.

For many years he must have suffered constantly,

but he did not complain. When handicaps made it

necessary for him to give up regretfully his radio-

logical work, he gave no thought to retiring.

Instead, he stepped into another domain of med-

ical practice. He became the Medical Superintend-

ent of the Caswell Training School—North Caro-

lina's institution for the care and the education

of the state's mentally subnormal children. Others,

perhaps, but none of us who knew Dr. Parrott.

marveled at all that when more than 60 years old

he was eager to undertake the superintendency of

a mental hospital. He was a modest man, but he

was also always yearning to know more and to

do more, and he did not associate the thought of
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age with the human mind. He doubted not, per-

haps, that his desire to know was associated with

the capacity to learn; and learning was always his

chief delight. He probably did not experience phy-

sical comfort during the years of his superin-

tendency. The x-ray burns had deprived him of a

hand, and the deeply penetrating powerful energy

doubtless disturbed the normal functioning of

myriad cells. But his mind was devoted to his new
and all-engaging interest, and not to contemplation

of himself. He made a splendid superintendent of

the school, winning and holding the devotion of

the children and the admiration of those who la-

boured with him and the deep appreciation of the

people of the state of North Carolina.

Dr. Parrott was an individualist. He evolved,

rather than adopted, opinions. He was unostenta-

tious, and the thought of publicising himself would

have pained him. But he probably had little respect

for mere conformity. He belonged to that school

of medicine that looked upon the physician as the

ministering servant of the people around him. Day
and night and hours and weather and compensa-

tion meant little to him. In his philosophy the

doctor was the most trusted citizen, and the most

useful, too, in the community. What greater re-

ward could there be?

During the service in the church there were no

flowers, no choir, no music, no eulogium. The
minister's recitations and his prayer expressed the

thanks of the large assemblage for the splendor

of Dr. Parrott's life and of his devotion to his

fellow-mortals.

Long-needed rain fell as a benediction during

the service in the church and the interment in

the lovely cemetery on Shine Street. While I was

a guest in Dr. Parrott's home one night several

years ago, he told me that Elizabeth Shine, a na-

tive of the county of which Kinston is the seat,

became the wife of George Farragut, a native of

an island of the Mediterranean. They became the

parents of the great naval commander, David

Glasgow Faragut, born in Tennessee. I doubt not

that Shine Street, within a few feet of which Dr.

Parrott lies encrypted, does honor to the family

name of the mother of the great Admiral.

During the interment, while the blessed rain fell

upon the parched earth, I found myself wondering

if the eager, restless mind of Dr. Parrott had not

already spoken to Elizabeth Shine Farragut about

her mighty son. And I wondered, too, if Dr. Par-

rott might not then be in communion with manv
of h ; s friends and mine of other days—Dr. Dave
Tayloe. of Washington: Dr. Cyrus Thompson, of

Jacksonville: Dr. Wm. Warren, of Williamston:

Dr. Chas. O'Hagan Laughinghouse, of Greenville:

and Dr. Marriott, of Battleboro.

The dead man still lives. The son, who bears

his father's full name, is likewise a physician. The
other son, not long ago a prisoner of war of the

Germans, is now a lawyer. He is soon to be a state

legislator. The widow all the rest of the days of

her life will be comforted and sustained by her

contemplation of her husband's unselfish and he-

roic life. Always he was giving himself in ministra-

tions to others. For him there was no other way
of life.

Doctor Joseph Bear
Drs. M. Pierce Rucker, George S. Fui.tz, Jr., and

Rex Blankixsiiip

Joseph Bear was born in Richmond on June

17th, 1889. He attended the local schools and en-

tered the Medical College of Virginia where he re-

ceived the degree of Doctor of Medicine in 1912.

Following his graduation he served for one year as

house physician and surgeon at the Memorial Hos-

pital, Richmond, and then entered into private

practice with the late Dr. M. L. Anderson. Dur-

ing World War I he served as a First Lieutenant

in the Medical Corps. He prepared himself for his

specialty of obstetrics and gynecology with post-

graduate training at Johns Hopkins, the Mayo
Clinic, the University of Pennsylvania, and the

Lying-in Hospitals of Chicago and New York.

Despite the demands of a large practice he faith-

fully served the Medical College of Virginia as \

member of the faculty, and became Assistant Pro-

fessor of Obstetrics.

He was a member of many local, state and na-

tional medical societies and at the time of his death

was President of the Richmond Obstetric and Gy-

necological Club.

Dr. Bear was a devoted member of Beth Ahabah
Synagogue and was active in the work of its or-

ganizations.

Always Dr. Bear's first concern was service to

others; this he gave unselfishly to his patients, to

his friends, to the community, and to his students

and many young physicians, and their lives were

enriched by their contacts with him. He gave of

himself in his benevolent help to his fellowman

and the Tri-State Medical Association pays tribute

to this beloved phvsician.

Doctor Andrew Blair
By Dr. C. L. Sttjckey

On June 3rd, 1948, Andrew Blair, M.D., F.A.

C.P., was stricken with a coronary artery occlusion

while at work in his office in Charlotte. North Car-

olina, and died shortly after being removed to the

Presbyterian Hospital, his death occurring within

one hour after the onset of symptoms.

Andrew Blair was born in Carlisle, Pennsylvania.
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of Scotch ancestry, in 1896. His pre-medical edu-

cation was delayed and interrupted by World War
I in which he served as a soldier. He received his

B.S. degree in 1921 from Dickinson College and

in 1925 received an M.A. degree from the same

school. He graduated in medicine from the Univer-

sity of Pennsylvania School of Medicine in 1924.

After an interneship in Cleveland he moved to

Charlotte, where he began the practice of medicine,

and shortly thereafter restricted his practice to in-

ternal medicine. He affiliated himself with all of

the Charlotte hospitals, the Mecklenburg County
Medical Society, the North Carolina State Medical

Society, the Tri-State Medical Association and the

American Medical Association. In 1940 he became
a diplomate of the American Board of Internal

Medicine by examination, and a Fellow of the

American College of Physicians.

After confining his practice to internal medicine

he remained the family physician for the majority

of his patients, and upheld his position with dig-

nity and respect acquired by few. From personal

observations it is evident that many of his patients

have been lost without his sound advice on matters

beyond the realm of scientific medicine as well as

on matters in his primary field of endeavor. He
was a friend to his patients, knew their eccentrici-

ties, and possessed an uncanny skill jn arriving at

the seat of their difficulties. He was able to quickly

evaluate the emotional status of his patients, was
a shrewd diagnostician, kept abreast of advances

in medical therapy, had an unfailing memory, and

kept up the hope of improvement in his patients

by many ingenious methods. Because of these fea-

tures he was able to practice medicine with a rare

art. He was especially fond of the oft-neglected

aged person and revived in many their hope to

live usefully. Disorders of sugar metabolism and

the heart of the older person were two of his fa-

vorite subjects. He was always actively interested

in the education of nurses and played a consider-

able role in improving the facilities and procedures

for the education of nurses of the Presbyterian

Hospital in Charlotte.

In spite of his long hours spent in maintaining

the comfort and health of his patients, he devoted

much of his energy to his family and household

where he was so fondly loved and revered.

(More in May)

No-Siren Ambulances.—Bellevue Hospital, in down-
town New York, has its own ambulances, and they answer
125 calls daily. Not one of them has a siren. Within the

past few months at least three persons have been killed in

N. C.— 1 by an ambulance, the ther 2 by an automobile
driven in violation of ordinary traffic regulations taking

an injured child to a hospital, "with the horn pleading for

right of way." The child was killed, and its mother. The
child's injury which occasioned the wild trip and resultant

tragedies was trivial.

SEMI-CENTENNIAL MEETING
TRI-STATE MEDICAL ASSOCIATION

of

THE CAROLINAS AND VIRGINIA
February 21st-22nd, 1949

Williamsburg, Va.

Tuesday Morning Session

February 22nd
The meeting convened at 9:30, President Wyatt

presiding.

President Wyatt: The meeting will please

come to order.

First on our program is the report of the Sec-

retary on the Meeting of Councillors.

Dr. Northington: Gentlemen, this is largely a

formality, mainly to report on the meeting of the

Council last evening. The Council recommends
and the whole meeting then acts on the recommen-
dation.

Dr. Russell Buxton, of Newport News, Presi-

dent-Elect, becomes President. The Council chooses

Dr. R. B. Davis, of Greensboro, as President-Elect

;

the Vice-Presidents, Dr. J. E. Barrett, of Williams-

burg; Dr. Furman Wallace, of Spartanburg, S. C,
and Dr. W. T. Harris, of Troy, North Carolina.

Vacancies on the Council are filled by the Coun-

cil. The term is three years.

The three retiring members of the Council were

re-elected, so these members move up from the

bottom of the list to the top of the list: Dr. Rex
Blankinship, of Richmond, Dr. C. M. Gilmore, of

Greensboro, and Dr. F. E. Kredel, of Charleston.

As to place of the 1950 meeting, which falls to

North Carolina, we had very cordial invitations

from the Buncombe County Medical Society, Ashe-

ville; the Wake County Medical Society, Raleigh,

and the Cumberland County Medical Society, Fav-

etteville. The Council chose Fayetteville as the

place for the meeting next year.

Applications for Fellowship to be passed on at

th ;s meeting were here read, and the whole list

elected by unanimous vote.

List carried in the March issue.

President Wyatt: The report of the secretary

is before you. As to officers for the coming year

and the meeting place, if there are any nomina-

tions from the floor, they are in order at this time.

Motion from the floor that the recommendation

of Council as read by Secretary be accepted Sec-

onded.

President Wyatt: Motion has been made and

seconded that the recommendation of the Council

as read by the Secretary be accepted. Is there any

discussion? All those in favor of the recommenda-

tion of the Council for the officers, as well as the

meeting place for next year, let it be known by

saying "aye:" opposed "no." Motion carried.
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Dr. Northington: The Financial Report, gen-

tlemen, is as follows:

On hand, subject to check, Feb. 1, 1948..$ 868.80

Certificates of deposit, Feb. 1, 1948 3,000.00

Receipts Feb. 1, 1948, to Feb. 1, 1949.... 3,089.00

Disbursements, attested by attached vouch-

ers, Feb. 1, 1948, to Feb. 1, 1949 3,311.04

Balance Feb. 1, 1949:

Certificates of Deposit 3,000.00

Subject to Check 646.82

This Financial Report was given last evening to

the Council and audited by a committee consisting

of Dr. John Wyatt Davis and Dr. C. M. Gilmore.

President Wyatt: Report of the Treasurer is

made. What is the wish in the matter?

Motion made, seconded and carried, that the re-

port be accepted as read by Dr. Northington.

President Wyatt: Gentlemen, the office of Sec-

retary-Treasurer is filled annually and last night

the Council forgot to fill this office. It very vio-

lentlv hit me in the head after I had gone to bed.

A motion is in order for electing a Secretary-Treas-

urer of the Tri-State Medical Association for the

ensuing year.

Dr. Xorthington was nominated, motion second-

ed.

President Wyatt: Dr. Northington has been

nominated and seconded.

Motion made from the audience that the nom-

inations be closed, and that the President cast the

unanimous vote for Dr. Northington 's re-election

Seconded.

President Wyatt: Motion has now been made

and seconded that nominations be closed. Is there

any discussion? Those in favor, say ''aye;" oppos-

ed "no." Motion carried.

President Wyatt: It gives me much pleasure

to cast the unanimous vote of this Association for

Dr. Northington, to succeed himself as Secretary-

Treasurer.

Dr. Northington: Gentlemen, you will recall

that at the meeting last year there was a

report submitted and read to the meeting on the

revision of the Constitution and By-Laws. At that

time the Secretary-Tresaurer was instructed to

publish the proposed revision in an early issue of

the official Journal of the Association. This was

do«e. Each of you thus received a copy. A good

many of the Council were on the committee for

revision. If you wish. I wrll read it, or if vou want

to pass on it from your previous knowledge of it,

we won't take the time to read it.

President Wyatt: Gentlemen, this was pub-

lished in the Journal of April, 1948. It has been

hid over for one year for any further revision and

acceptance or rejection, and is approved by the

Council.

Motion that reading be dispensed with and the

revision, as published, be adopted. Seconded.

President Wyatt: Motion has been made and

seconded. Is there any discussion? All those in

favor of adopting the revision in the Constitution

and By-Laws as read at the last meeting in Char-

leston, and published in the Journal, let it be

known by saving "aye:" opposed "no." Motion

carried.

Dr. Northington: I would like while I am up
here before you to remind you, as I have many
times, that this is not an automatically perpetu-

ated organization. When this Association was
founded fifty years ago, the Southern Medical As-

sociation had not yet been born. There were none

of these societies of specialists—Eye, Ear, Nose
and Throat; Internal Medicine; Pediatrics; Ortho-

pedic Surgery—in our territory; no such thing is

the Southeastern Surgical Association. We didn't

have these post-graduate courses being given every

month—sometimes two a month—in our territory.

In Durham less than a month ago a very elaborate

course was put on at Watts Hospital, and within

less than a month from now there is going to be

another one at Duke Hospital. They are being

held all over all our three states and all over the

country, and all this makes a whole lot more com-

petition for the favorable interest of young doctors

who look about for means of keeping up with what

is <;oing on in medicine. I bespeak the active effort

of everyone of vou in the matter of continually re-

cruiting the membership. In my native county, it

used to be said that the reason why some Buford

was always in office was that a Buford canvassed

just as hard the day after election as the day be-

fore. That's the idea.

The number of members brought in this year

from Newport News is certainly a great tribute to

Dr. Buxton's activity and interest and influence. It

is phenomenal. Each one of us should constitute

himself a committee of one and be interested in

this purpose not just a few days before the meet-

ing, but throughout the year.

Cancer of the Larynx
(Journal Kansas Med. Soc, March)

Cancer of the larynx is responsible for one per cent of

deaths due to cancer and occurs most frequently in the

fifth and sixth decades of life—rarely under 40. It occurs

ten times more frequently in man than in woman. Intrinsic

lesions account for 70 per cent of these cancers.

Hoarseness of many weeks duration is the principal

symptom of the intrinsic lesion.

Fullness in the throat, excess mucus and dysphagia are

the principal symptoms of the extrinsic.

Metastasis is late in intrinsic lesions but early in ex-

trinsic lesions.

Diagnosis is positive only by biopsy, but history, in-

direct examination, and roentsenoloiical study must be

used to determine the extent of the lesion.

Cure: 85 per cent of the intrinsic cancers of the larynx

and 60 per cent of the extrinsic cancers of the larynx can

be cured if treated early.
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DEPARTMENTS

HUMAN BEHAVIOUR
Rex Blanklnship, M.D., Editor, Richmond, Va.

NATIONAL MENTAL HEALTH WEEK
In July, 1946, tie Congress of the United States

passed the National Mental Health Act. The pur-

pose of this legislation is to expand mental health

services in the states and communities where the}'

are most needed. Financial help is provided on a

match money basis; that is, the Federal Govern-

ment will provide two dollars for every one dollar

the State provides. The administration of these

funds on the state level is invested in the State

Health Department, the Department of Mental

Hygiene, or other agencies or departments, which

may be properly designated.

In order to emphasize the importance of mental

health, the week of April 24th-30th of this year

has been designated as National Mental Health

Week. A proclamation by the President of the

United States, and the Governor of each State,

is planned. The Junior Chamber of Commerce is

sponsoring this program, which is designed to

stimulate an awareness that in mental illnesses, as

in other diseases such as cancer, tuberculosis and
poliomyelitis, early recognition, diagnosis and

treatment tremendously increases the chances of

prevention, improvement and cure. Statistics well

known to most of you reveal that mental patients

occupy 600,000 hospital beds in the United States,

representing more than one-half of all hospital beds

provided for other types of patients—not to men-
tion the multitude of milder emotional and mental

disorders, treated or untreated, that do not lead to

hospitalization. We must realize that a mental

hygiene program would help substantially to re-

place obsolete ideas of fear and shame regarding

mental ills with up-to-date knowledge of the posi-

tive factors for developing mental health.

Mental hygiene simply involves the conservation

of mental health. This can onlv be done to any
appreciable degree by instituting preventive meas-

ures early. Obviously, an educational program de-

signed to enlighten ever)' one as to the early rec-

ognition of maladjustment and social disorders is

essential. The home, school and church have always

been the exponents of mental hygiene; however,

the expansion of educational facilities has included

mental hygiene as a subject in postgraduate work
instead of in the elementary school where it more
properly should be taught. Influences bearing on

mental health are constant throughout our lives.

Juvenile delinquency, some types of criminal be-

havior, marital discord and divorce, alcoholism, are

but a few of the social disorders that can, conceiv-

ably, be prevented by indoctrinating the principles

of mental hygiene early. We know that the treat-

ment of such disorders is tedious and yields poor

results. We believe that preventive measures will

substantially reward our efforts.

Before and during National Mental Health

Week, lend your efforts and support to your local

Mental Hygiene chapter. If your community has

no local chapter of the Mental Hygiene Society,

then contact the local Junior Chamber of Com-
merce and ask them what they are going to do

about it. You will find the lay group interested and

some enthusiastic, for the purpose behind it is to

educate the public to prevent the development of

mental sickness and to provide better care and

treatment for those already sick in our public in-

stitutions. Could there be a more worthy cause?

GYNECOLOGY
Rachel D. Davis, M.D., Editor, Kinston, N. C.

INTRODUCTION AND OUTLINE
The invitation to become the Editor of a sec-

tion on Gynecology in this honorable old Journal

of Southern Medicine & Surgery was indeed very

flattering. And knowing my limitations, I accepted.

In my efforts to fill this Editorship, I ask for

criticisms, both constructive and destructive. 1

also ask for contributions from fellow Gynecolo-

gists in the area served by this Journal. From re-

ported observations there may come important

scientific data which will be helpful in the field of

gynecology. I ask for your criticisms, your toler-

ance, your guidance and your manuscripts.

In thinking through the problems facing the

average Gynecologist in routine daily office proce-

dures, two came to my mind. First, the inadequate

classification and standardization of biological,

synthetic and chemical products used in the field

of gynecology. Two months ago I began, with the

help of several of the greater pharmaceutical man-

ufacturers, to collect data in this field, and all

houses approached were gracious and helpfully co-

operative. One great house wrote that the subject

would take several full-time research workers eigh-

teen months to investigate, classify and standardize

the dosage of this group of drugs. So I made a

coup d'etat and came up with the second subject

of evident most common interest—the greater rela-

tive importance of the cervix uteri in gynecology;

leaving the first subject, I hope, to some interested

research group who will carry on in that particular

field.
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The cervix being the most accessible and most

vulnerable of all gynecological fields has in recent

years been emphasized by several workers. I be-

lieve that the present great emphasis on the cervb:

was begun by Dr. Catharine MacFarlane in her

work in cancer detection and prevention. To treat

the subject of the cervix thoroughly, this work

will be divided into a series of short articles which

will appear monthly in this Department, in the

following sequence:

Article 1. A Review of the Embryology, An-

atomy, Histology, Blood, Lymph and

Nerve Supply of the Cervix Uteri.

Article 2. Physiology and Chemistry of the

Cervix Uteri.

Article 3. Normal Cyclic Changes in the Cer-

vix Uteri.

Article 4. The Mechanics of the Cervix in Re-

lation to its Fulcrum and Leverage

in Health and Disease — Giving

Mathematical Proofs and Illustra-

tions.

Article 5. Traumatic Diseases of the Cervix

Uteri.

Article 6. Infectious Diseases of the Cervix

Uteri.

Article 7. Metabolic Diseases of the Cervix

Uteri.

Article 8. Non-malignant Growths of the Cer-

vix Uteri.

Article 9. Malignant Growths of the Cervix

Uteri.

Article 10. Therapies of Choice in Diseases of

the Cervix LTteri.

UROLOGY
Raymond Thompson, M.D., Editor, Charlotte, N. C.

ON THE VARIOUS SURGICAL PROCEDURES
FOR THE RELIEF OF PROSTATIC

OBSTRUCTION
For a text-book by many British genitourinary

surgeons, just published, 1 Winsbury-YVhite contrib-

utes a chapter covering this subject. It seems in

order to, once in a while, set down in this Depart-

ment some authoritative statement as to the status

of prostatic surgery as regards proper choice of

different procedures to meet indications in different

cases. As Millin says in another chapter of this

new book, "The multiplicity of procedures advo-

cated, each vehemently supported by its proto-

gonists and equally strenuously criticised by oth-

ers, suggest to the impartial observer that the pros-

tatic millenium is far from realization." And
Walker, in still another chapter, dissents to the

views of those who hold that every case of pros-

1. A Textbook of Genito-urinary Surgery. Edited by H. P.
Winsbury-White, published by Williams & Wilkins, Baltimore,

tatic obstruction can be adequately dealt with by

means of the resectoscope, while commending its

use in cases of fibrous prostate, of middle-lobe en-

largement, of lesser degrees of enlargement of the

lateral lobes, and of many cases of prostatic can-

cer. Further indications are poor general condition

of the patient or grave complicating disease. An
astute observation made by Walker is that the dis-

comforts of a skillfully performed resection are so

much less than those of a prostatectomy that a

patient will usually submit with good grace to 1

second operation should this become necessary.

Winsbury-White realizes that the number of

procedures recommended, each on the authority of

surgeons of eminence, must be perplexing, and he

admonishes every one who is to undertake these

operations to master all the details at a center

where such work is concentrated.

Importance is attached to the invasion of remote

parts of the organism by infective material forced

from the diseased prostate and deep urethra by

preoperative instrumentation. Preliminary supra-

pubic drainage still finds a place of value in many
cases. The Wilson Hey method, which reduces pre-

and post-operative instrumentation to a minimum
is credited with being a considerable advance. The

chief advantage of the retropubic operation as

popularized by Millin is that the surgeon is able

to get at all bleeding points. The advantages of

getting a patient up in chair within a day or two

are realized.

Suprapubic prostatectomy followed by supra-

pubic drainage, the author says, offers plenty of

scope for sound and successful surgery, and in his

opinion "only the prospect of shorter convalescence

justifies the newer procedures." Considering every-

thing, suprapubic is recommended over perineal

prostatectomy.

It is urged that every urologist make himself

expert in perurethral resections, and so be able to

better balance the advantages of one approach

against those of another in any given case.

It seems remarkable that nowhere is any men-

tion made of the work of Theodore Davis.

OBSTETRICS
H. J. Lancston, M.D., Editor, Danville, Va.

TOXEMIAS OF PREGNANCY
Some degree of toxemia occurs in 10 per cent of

all pregnancies and the toxemias are a major cause

of maternal and fetal disaster, so it behooves all

who care for child-bearing women to keep posted

on best means for prevention and cure.

An excellent article by Stromme1
is given in

substance. His classification is:

1. Wm. B. Stromme, Minneapolis, in Minn. Med., Feb., 1949.
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1. Vomiting oj Pregnancy, which occurs in at

least half of all pregnancies. Pernicious vomiting

of pregnancy is rare. Eyegrounds in the pernicious

vomiter show at times variable degrees of hemor-

rhage. Determination of urine acetone helpful in

deciding on the severity. For those with mild

symptoms, first forbid fatty and very salty foods,

coffee, raw fruits and vegetables, and milk. Give

snacks between meals of crackers, toast or cookies,

and a mild sedative. In more severe cases large

doses of thiamine and pyridoxine—at least SO mg.

of each every few days by vein and muscle—are

of decided help to many, but not all. Occasionally

the addition of ascorbic acid and liver extract will

aid.

Those requiring hospitalization, until vomiting

ceases: Nothing by mouth, 3,000 ex. of 5 or 10%
glucose parenterally each day (2/3 of it in saline)

,

parenteral thiamine, pyridoxine and ascorbic acid;

complete isolation from all visitors and relatives;

strict bed rest; reassurance from doctor and nurse.

After vomiting ceases: 1st day—Dry and frequent

feedings of toast, baked potatoes, crackers, etc.;

parenteral fluids; 2nd day—Same dry diet of five

meals between which small amounts of tea and

carbonated beverages; 3rd day—Full diet. May be

allowed up.

For stubborn case gastric lavage and subcutane-

ous fluids with long needles. It was necessary, in

order to save life, to only 6 of 59,000 obstetric

patients.

2. Acute Yellow Atrophy is characterized by

jaundice, drowsiness, headache, vomiting, diarrhea,

delirium or coma. It may occur at any time during

pregnancy; mortality 30%. Fatal oases are usually

sudden in onset, with convulsions. The patient

should be hospitalized and should receive 500 c.c.

of 20 r
'r glucose intravenously four times a day,

intravenous amino acids, and molar lactate solu-

tion in 500 c.c. amounts as needed to maintain

acid-base equilibrium.

3. Hypertensive Cardiovascular disease, not a

true toxemia, gives a history of previous hyper-

tension—b. p. 150-160/90-100, or higher. There is

little or no edema and urine tests are clear for

protein, blood n-p. N normal, eyegrounds show

early arteriolar spasm, later permanent vascular

changes. Treatment is rest, sedation, restriction of

activity. The hypertensive patient must be observ-

ed frequently and critically throughout pregnancy.

4. Renal Disease: The majority of obstetric pa-

tients with renal disease have the arteriolosclerotic

or nephrosclerotic type. It usually begins insidi-

ously with albuminaria often casts as well, later

hypertension. Edema may be marked. Symptoms
are lassitude, headache, dizziness and visual dis-

turbances. Differentiate from pyeloureteritis by
microscopic study.) In the severe types, urine out-

put falls and with it there is retention of N and
uremia. Concentration and PSP tests, and blood

urea nitrogen and blood uric acid, and the oph-

thalmoscope will differentiate. Maternal and fetal

mortality rate are high. Treatment is restriction

of fluids and salt plus the use of mercurial diuret-

ics. If not far advanced and without uremia, a

moderate fluid intake and no restriction of protein,

only moderate limitation of salt. One should not

hesitate in terminating the pregnancy at any time

in the more serious chronic nephritic patient. Post-

partum sterilization should be considered.

5. Mild Pre-eclampsia: B. p. up to 160/100,

slight albuminuria, symptoms mild or absent.

There may or may not be significant weight in-

crease and edema. Suggested managements: No
activity, no walks, no trips to the store, no com-
pany. One hour bed rest in the morning and one

or two hours in the afternoon. Phenobarbital, one-

half grain, twice or three times a day; salt, half

the usual amount; if there is edema fluids only 3

pints a day. Diet should have normal or higher

protein content. Saline cathartic in J/2 glass water

before breakfast once or twice a week. Instruct to

call in if has headaches, epigastric pain, spots be-

fore the eyes or increased swelling. Does not re-

spond to these measures, strict bed rest in a hos-

pital and stringent adherence to these rules should

be carried out.

6. Severe Pre-eclampsia occurs in the third tri-

mester of the primigravid, b. p. 180-200/110-130,

much albumin in the urine, edema marked or ab-

sent. May have no complaints, usually "sick feel-

ing'' with headaches or epigastric pain, may have

visual disturbances. Urine output is diminished,

but there is no increase of blood urea N; only the

Ibood uric acid rises. Eyegrounds occasionally show

spasm and retinal edema. Kidney function tests

are usually unaltered. Eclampsia often follows.

Hospital care is mandatory: a dark room, disturb-

ance minimum, morphine, repeated in four hours,

chloral hydrate or barbiturate q. 6 h. 500 c.c. 20%
glucose in water IV 4 i.d. Any acidosis, IV molar

lactate solution in 500 c.c. amounts. Oxygen should

be available, as well as a tongue blade mouth gag

in the event of convulsions. Diet should be soft,

low in salt, with oral fluids restricted to 1,500 c.c.

a day if edema is present. If no response in 40

hours, non-traumatic delivery is advised—Cesarean

section under local anesthesia. In some instances a

multipara at term with a partially dilated and

effaced cervix, induction by rupture of membranes

be better, with forceps delivery at full dilatation

of the cervix. Frequently intrauterine death of the

fetus will occur, often followed by spontaneous im-

provement in the toxemia.

7. Eclampsia: Becoming rare. Management is

same as severe pre-eclampsia with convulsions.
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Maternal mortality is under 5%, fetal mortality

40-50%. Eclampsia occurs in subsequent pregnan-

cies in 4%, toxemias in iS'/c. The best treatment

of eclampsia is conservative—the Stroganoff man-

agement modified. Usually, labor supervenes in the

antepartum patient; but induction of labor and/or

operative delivery, including Cesarean section, may
be necessitated.

—University Hospitals

NEUROLOGICAL SURGERY
C. C. Coleman, M.D., J. M- Meredith, M.D., and

C. E. Troland, M.D., Editors, Richmond, Va.

THE MANAGEMENT OF SPINAL INJURIES
WITH CORD OR CAUDA EQUINA

INVOLVEMENT*
Fracture, dislocation or a combination of frac-

ture and dislocation of the spine is frequently asso-

ciated with injury to the enclosed spinal cord or

to roots of the cauda equina.

Considering first those injuries in the thoracic

and upper lumbar regions of the spine, there are

three three important facts to be determined when

a patient is first admitted: (1) Positive Neurologi-

cal findings, especially with respect to the degree

of motor and sensory loss in the extremities in-

volved, as well as the condition of the reflexes and

sphincters; (2) X-ray examination of the injured

area of the spine to determine the location and

degree of trauma; and (3) Lumbar puncture and
the Queckenstedt test to be certain that a sub-

arachnoid block is or is not present. All these

examinations must be withheld if the patient is in

shock on admission, by which is meant the pres-

ence of a systolic blood pressure reading of 90 or

less, or a pulse rate of 120/m or more, usually

associated with a cold, moist skin. Shock is con-

siderably more frequent in spinal injuries with

cord involvement than in most head injuries. It is

best cormbatted by raising the foot of the bed and

by the intravenous infusion of fluids, plasma or

blood.

It is important to determine if there has been

a complete interruption of cord function and

whether it was immediate or delayed. Complete

interruption of cord function means not only com-

plete paraplegia and areflexia, but also loss of all-

modalities of sensation below the injury, i. e.,

pin-prick sensation, differentiation between heat

and cold, and deep pressure and joint sense. If

the examiner can grasp each of the patient's great

toes and bend them forcefully upward and down-

ward without the patient's being aware of it, one

may conclude that the cord interruption has been

*From the Department of Neurological Surgery, Medical

College of Virginia, Richmond.

complete if there is no motor power or reflexes

present below the site of the cord lesion and all

other modalities of sensation are lost as well. Nor-

mal plantar (flexion) response in one or both feet

can occur in the presence of a completely divided

thoracic cord. A positive Babinski sign is evidence

that the cord (pyramidal tract) has not been en-

tirely interrupted. In the presence of an immediate

and complete cord injury, as outlined above, lami-

nectomy and decompression at the site of the

spinal and cord injury is of no benefit toward re-

storing function even though a subarachnoid block

may be relieved. Laminectomy is indicated only if

there is an incomplete cord injury or late develop-

ment of complete paralysis with evidence of a par-

tial or total block on Queckenstedt test. To these

rules there are scarcely ever any exceptions. By
adhering strictly to them, unnecessary and useless

operations may be avoided in spinal injuries with

cord involvement. Another good general rule is that

in closed spinal cord injuries, laminectomy is never

indicated, however severe the cord injury, unless

there is at least some degree of subarachnoid

block.

In bullet and knife wounds another problem pre-

sents itself — infection — and immediate or very

early operation is indicated, especially to close the

dura and arachnoidal tear, in order to eliminate a

subarachnoid leak, and the risk of meningitis.

In cervical spine fractures or dislocations with

cord involvement, laminectomy has practically been

abandoned today in favor of application of the

Crutchfield skull tongs (the use of which was sug-

gested by one of us (C. C. C.) in 1932) which

will reduce practically all early fracture-disloca-

tions very satisfactorily down to and including the

first thoracic and even the second thoracic verte-

brae. In immediate and complete cervical cord

injuries, this method of reducing the fracture, as

is true of all methods, offers no hope of appre-

ciable restoration of cord function, but it does re-

lieve root pains in the shoulders and arms and also

eliminates the "do-nothing" attitude which is oth-

erwise so depressing to the patient and his rela-

tives.

In injuries of the cauda equina (below the 2nd

lumbar vertebra) one is justified in waiting two or

three weeks after injury before operation, as these

lesions are more analogous to peripheral nerve in-

juries than they are to those of the solid cord. It is

possible occasionally to suture completely divided

roots of the cauda equina, thus insuring at least

considerable restoration of motor and sensory func-

tion in the lower extremities.

The three most dreaded complications of spinal

cord injury are (1) decubiti, (2) genito-urinary

infections, and (3) pneumonia (especially in high

cord injuries). Treatment of the bladder paralysis

is best carried out in conjunction with a urologist.
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GENERAL PRACTICE
James L. Hamner, M.D., Editor, Mannboro, Va.

WHY MALARIA CURES GENERAL
PARALYSIS

There has been much discussion as to the

modus operandi of malaria therapy in cases of gen-

eral paresis. Some have attributed the benefit to

fever per se, and claimed that results equally as

good could be obtained from diathermy.

Can general paralysis be cured with malaria

therapy alone? Observations made over the last 23

years at the Central State Hospital, Indianapolis,

answer this question in the affirmative. If a rever-

sal of all the serologic reactions has been obtained,

the cure is permanent and a relapse does not occur.

Question and answer are supplied by a State

Hospital physician, who goes on to answer many-

questions which need to be answered.

Malaria, supplies only the necessary stimulus to

the mechanism by which immunity is finally ob-

tained. Individuals vary greatly in their defensive

powers, therefore this type of therapy cannot be

expected to be curative in all cases. For this rea-

son one sees cases in which a few malarial parox-

ysms will lead to complete cure. On the other

extreme are cases in which the best course of ma-
larial fever will not stimulate the reticuloendo-

thelial system sufficiently, and the paralytic brain

process remains unaffected.

In the past, with intensive, routine anti-syphil-

itic treatment, it was possible to obtain a negative

Wassermann of the blood in only 7% of patients

with an old and neglected syphilis. With the addi-

tional use of malaria therapy, negativity is obtain-

able in 61%.
Bone marrow examinations, which were corre-

lated with serologic studies on general paralytic

patients who died at various intervals following

malaria therapy, revealed that the large number of

macrophages produced during acute malaria could

be observed from five to seven, and even for more

years, afterwards.

Elevated temperature, according to this investi-

gating clinician, is only a minor factor of a num-
ber of highly complicated and separate phases

which make up the mode of action of malaria

therapy. The principal factor is activation of the

reticuloendothelial system, expressing itself in the

production and stimulation of macrophages. As a

result of this stimulus to the reticuloendothelial

cells immune reactions are developed. The en-

hanced tissue immunity inhibits the growth of the

spirochetes which finally disintegrate and disappear

from the tissue. This is followed by a regression

and complete resolution of the inflammatory proc-

ess which is the major characteristic of the general

paralytic brain process.

A STUDY OF DEPRESSIVE STATES IN THE
AGING

Of 365 patients over 60 consecutively admitted

to hospital in the service of Clow and Allen, in a

10-year period, 65% had functional types of men-

tal illness; 85% of the organic cases had degenera-

tive mental conditions associated either with cere-

bral arteriosclerosis or senility—wearing out?

Of the 237 with functional disorders, 80.5%

were depressive. Only 27% of the patients with

psychosis with cerebral arteriosclerosis or senile

psychosis associated with organic brain changes i

advancing years, showed a conspicuously depressed

mood although brief periods of depression were

manifested in many of the others.

One-third of the patients with psychosis with

cerebral arteriosclerosis had predominant depres-

sion of mood, whereas of the generally more de-

teriorated group with senile psychosis, less than

one-tenth were predominantly depressed. As is fre-

quently observed, a consistently depressed and sui-

cidal patient suffering from psychosis, with cere-

bral arteriosclerosis, became complacent as mental

deterioration progressed. In the deteriorated or-

ganic patients irritability was the most prominent

emotional expression.

The characteristics of depression at various ages

are determined in a broad sense by factors associ-

ated with the changing nature of adjustment to

what may be conflicting drives between self-preser-

vation on one hand, and race preservation or the

sexual instinct on the other.

1. H. E. Clow and E. B. Allen in Geriatrics, Feb.

GENERAL PRACTICE
William R. Wallace, M.D., Editor, Chester, S. C.

ACUTE DERMATOMYOSITIS
This editorial is owing to a misapprehension.

The title of Holmes' article appeared to me as

denoting something brand new among disease con-

ditions. The first few paragraphs showed me my
error. Then it occurred to me that my Osier's

Modem Medicine (1907) might make some men-

tion of it, and so it does—essentially, the same

dealing as that of the article published this month,

except for the encouraging results now reported

from the exhibition of curative agents recently pro-

duced.

The substance of English doctors' report1
is given

here to help some reader who encounters a case of

this rare and serious disease, and whose ignorance

1. J. MacD. Holmes, M.D., M.R.C.P., in Brit. Med. H., Sept.

11th.



SOUTHERN MEDICINE & SURGERY April, 1949

of it may be as profound as was that of the editor

up till yesterday.

Acute non-suppurative myositis involving several

muscle groups was first described in 1887, inde-

pendently, by Wagner, Unverricht, and Hepp.
The chief clinical features of the disease are

widespread edema of muscle groups with intense

pain and tenderness, fever, and often inflammatory

lesions of the overlying skin. Unverricht coined the

term "dermatomyositis" to describe the disease

with cutaneous lesions, but this term has since been

applied to a large and ill-defined group of skin

affections associated with muscular swelling or

atrophy and with wide variation in the severity

and duration of symptoms.

Holmes's case appears to be the first in which

an organism has been grown from a biopsy speci-

men of muscle. After many unsuccessful attempts

Strep, viridans was obtained in pure culture, by
muscle biopsy.

The affected muscles are usually soft and friable

and may be adherent to the surrounding skin and
subcutaneous tissues; later they may become in-

durated and scarred. The muscles are oedematous

in the acute stages, with areas of haemorrhage.

The skin usually shows macular or petechial haem-

horrages and a variable degree of inflammatory in-

filtration and oedema.

The degree of inflammatory change varies great-

ly; in the late stages the muscle fibres may be en-

tirely replaced by fibrous tissue, with perhaps a

few areas of cellular infiltration—the picture of

"myositis fibrosa." Occasionally the inflammatory

changes involve the walls of blood vessels. In some
cases the myocardium and muscles of deglutition

are affected. In many cases there is no leucocytosis

even in the acute phases, in others a moderate or

even high polymorph, count. There is often a mod-
erate degree of splenomegaly.

The clinical picture, once seen, should be unmis-

takable. The only condition which at first sight

may give difficulty is trichiniasis. Eosinophilia is

almost invariable in trichiniasis.

THERAPEUTICS
J. F. Nash, M.D., Editor, St. Pauls, N. C.

TREATMENT OF PSYCHOSES IN OLD AGE
A hopeless attitude by physicians toward

mental disease in the aged is unfortunately com-

mon because of the general belief that these condi-

tions are largely dependent upon progressive and

irreversible organic brain disease. Cerebral changes

in aged persons who have had no mental break-

down similar to senile arterio-sclerotic psychoses

show that these changes are not necessarily the

cause of the psychoses. Some syndromes are partly

or entirely the result of contributory reversible

factors and other independent syndromes, especially

affective mood disorders, which frequently respond

to electroshock therapy.

On this foundation, Solomon 1 builds an argu-

ment against the prevalent concept of hopelessness

insuch cases.

Personal reactions to aging are important in

connection with mental illnesses of the aged. Both
somatic illnesses and adjustment problems must be

considered when treating senile patients. Morbid
reactions which reach the psychotic stage form a

special diagnostic and therapeutic problem but are

not all hopeless.

Psychotic reactions which respond to treatment

must be differentiated from deterioration psvcho

ses. Reactive depressions and anxiety accompanied

by slow thinking, speech and action may be im-

properly diagnosed as senile psychoses with deteri-

orated intellect. They frequently respond, however,

to psychotherapy with attention to somatic and

environmental factors, though shock therapy mav
occasionally be necessary in prolonged cases. Af-

fective disorders are also encountered in the aged

and must be differentiated from senile dementia.

Good results have frequently been obtained by the

use of electroshock treatment in these cases, 14 of

16 patients over 60 years old recovering. Relapses

may occur and require repeated treatments. Pre-

frontal lobotomy was successfully used in the treat-

ment of severe chronic depression in four patients

over 60 years old who had not responded to elec-

troshock therapy and other treatments.

The results of recent studies indicate that aged

patients tolerate convulsive shock therapy well; it

should be considered in any case not senile or ar-

teriosclerotic psychosis. Severe cardiovascular dis-

ease with decompensation and severe spinal osteo-

porosis are the only definite contraindications re-

ported. Hypertension, general or cerebral arterio-

sclerosis, diabetes, arthritis, etc., are not necessarily

contraindications. The risks of electroshock therapy

must be balanced against those of a continued

psychosis in determining use of this treatment. It

has materially reduced the duration of hospitaliza-

tion in psychiatric hospitals for these patients.

1. C. I. Solomon, General Practice Clinics, Jan., 1949.

From the Fairmont (N. D.) Sentinel: "Mr. and Mrs.

R left Wednesday for Rochester, Minn., where Mrs.

R expects to have a garter removed by the Mayo
Brothers."

A neighborly note that was discovered in the Little Rock
(Ark.) Gazette: "Dr. P returned home from Baltimore

yesterday and will take up his cuties at the hospital."

"The physician felt the patient's purse and decided that

there was no hope."
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H. F. Starr, M.D Greensboro, N. C.

Pediatrics

Albert M. Edmonds, M.D Richmond, Va.

Dermatology

J. Lamar Callaway, M.D Durham, N. C.

Allergy

Katharine MacInnis, M.D Columbia, S. C.

Neurologic Surgery

C. C. Coleman, M.D., and Associates Richmond, Va.

Gynecology

Rachel D. Davis, M.D Kinston, N. C
Offerings for the pages of this Journal are requested and

given careful consideration in each case. Manuscripts not

found suitable for our use will not be returned unless author
encloses postage.

As is true of most Medical Journals, all costs of cuts,

must be borne by the author.

The Simple and Sure Way of Meeting the
Threat of an Act of Congress to

Socialize Medicine

All we have to do is to notify the members of

both Houses of the Congress that we will not ac-

cept employment under this or any similar Act of

Congress.

At the same time we should notify our patients

and the general public that we firmly purpose to

keep our offices open and render medical care as

has been our custom. Most of us might well add
that we realize we have been too prone to order

our patients into hospitals and to join in the

clamor for more and more hospital beds, and that

we have been guilty of gross over-charging, and
that we are going to mend our ways.

In our issues for the past three months we have
proved by Board of Health reports: (1) That the

death rate in the States of Virginia, North and
South Carolina, for the counties which have no
hospital, is materially lower than for the counties

which have hospitals; (2) that this favorable

record for the no-county hospital applies also to

the mortality incident to childbearing, and (3)

that the record in Minnesota is better among the

rural than the urban population.

Doubtless other States will show the same.

I sent in the $25.00 "assessed" by the American
Medical Association. Although I could find noth-

ing in the Constitution or By-Laws which, even by
implication, authorized such an assessment, and
although I had (and have) no faith in the efficacy

of the proposed method of meeting the Wagner-
Murray-Dingell propaganda with counter-propa-

ganda. People are commonly thought of as edu-

cated or uneducated. This fails to take into con-

sideration a third, perhaps the largest, group—the

uneducable. Those persons who do not know that

the people of our country are getting the best

medical attention in the world j"ust can not be con-

vinced. There are none so blind as those who will

not see.

"The owlet. Atheism, sailing on obscure wings

athwart the noon,

Closes his blue-fringed lids and holds them
tight,

And hooting at the glorious sun of Heaven,

Calls out, 'Where is it?'
"

Within the past month the only General Hos-
pital in the richest agricultural county in North
Carolina, and a county having a number of suc-

cessfully operated factories, reported a $30,000

deficit for last year's operation, and the cost of

care in this hospital as more than $11.00 per day.

Is there anything in the A. M. A. plan to provide

for the payment of $11.00 for every day for hos-
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pitalization in every case of sickness of every kind

in the United States?

Send no patient to a hospital who would be just

as well off at home.

Keep him there only so long as it is to his best

interests—financial included—to remain there.

Tell the whole population the truth about the

lower mortality rates in the rural parts.

Medical schools and medical societies teach med-

ical students, and medical doctors who have been

wrongly educated, that they can practice good

medicine anywhere in these United States in reach

oj the good laboratory and hospital assistance that

is needed on occasion, and that such assistance is

in reach oj every county—and there will be no

difficulty in getting young doctors to locate for life

in the rural districts.

Demosthenes remarked two thousand years ago

that "it is hateful to people to hear one speak well

of himself.'' Apparently, those who are conducting

the affairs of the A. M. A. have not taken proper

cognizance of this trait of human nature which has

persisted even to our own times.

Even the pompous Mr. Ewing iterates and re-

iterates that no doctor is obliged to enter into the

plan proposed by Messrs. Wagner, Murray and

Dingell. Of course we know we do not. Let us

proclaim in a dignified, convincing way that we
will not—and even the most obtuse among these

gluttons for power will realize that they can not

rub an Aladdin's lamp and bring forth a hundred

thousand doctors.

It is pertinent here to republish words uttered

by Dr. J. B. Powers, of Wake Forest, in the meet-

ing of the Medical Society of North Carolina held

at Greensboro 55 years ago.

"The doctors of North Carolina are ready to be

first to lead in any cause which shall bear the best

fruit for our State and nation. Let the forces be

generated here, to resist the tidal wave of paternal-

ism, communism and anarchy threatening in so

many occult forms and deceptive methods to sweep

over our fair land. Having inherited strong ances-

tral traits from our revolutionary fathers, having

descended from a people distinguished for broad

and liberal common-sense, our population so far

from admixture of foreign blood have become the

nursery of patriotism and the people of North Car-

olina may becomingly arise and hurl themselves as

an immense battering ram against the walls of

these wild speculations abroad in the land, and

break them down and exterminate them because

they develop parasites not citizens and patriots,

because they tend to subvert and undermine our

institutions and not protect them.

Let us encourage thrift and progress along every

line, but let it be grounded on the basis of self-

help and not public help. Away writh Coxey* dnd

everything that smacks of him. Let us be a great

people—a patriotic people, but let us be sure of

our foundation—let us build upon the rock of self

help.

*Look up Coxey 's Army.

NEWS
Medical College of Virginia

Dr. Morris Fishbein, editor of the Journal of the A. M.
A., spoke on the Association's program for medical care

on April Sth under the sponsorship of the College's Gamma
Chapter, Sigma Zeta.

The College will confer the honorary degree of Doctor

of Science upon Dr. Wortley F. Rudd, dean emeritus of

the School of Pharmacy, at commencement on June 7th.

Dr- Rudd served on the Faculty for 43 years, for 27 of

which he was Dean of the School of Pharmacy, the posi-

tion from which he retired June 1st. 1947. In 1941, he was
honored by the University of Maryland with a Doctorate

in Science, and last May he received the degree of Doctor

of Humanities from the University of Tampa.
The Herty Chemistry Award for exceptional contribution

to the field of chemistry in the Southeast was made to

Dr. Rudd last May. A portrait of the former dean was
presented to the College last year by the Richmond Re-

tail Druggists Association.

An operational budget of 54,332,298.08 for 1949-50, for

the College and its Hospital Divisions, was adopted by the

institution's Board of Visitors, this being an increase of

5441,139.35 over the current budget for the fiscal year

wich ends June 30th.

The Hospital Division will have a budget of $3,400,000,

an increase of S389.875 over its current one; that for the

College Division $932,298.08, an increase of $51,264.45 over

the 1943-49 provision.

The College's instructional department shows the largest

increase in the School of Dentistry, where additional stu-

dents will be admitted. This School will have a budget of

$191,625, a jump of $29,625 over the present one. Other

features of the budget: School of Medicine, $372,082.60.

an increase of $6,821.83; School of Pharmacy, $86,322, an

increase of $3,208; School of Basic Nursing, $65,155, an

increase of $2,807.20.

Seven members of the Adjunct Faculty have been pro-

moted to the Faculty School of Medicine, effective July

1st. They are: Dr. Thomas W. Murrell, Jr. from Associate

to \ssistant Professor in Dermatology and Syphilology;

Dr. James O. Burke, from Associate to Assistant Professor

of Medicine; Dr. G. Watson James, III, from Research

Fellow to Assistant Professor of Medicine; Dr. H. St.

George Tucker. Jr.. from Associate to Assistant Professor

of Medicine ; Dr. Leslie Edwards from Associate to Assist-

ant Professor of Physiology; Dr. Benedict Eagler from As-

sociate to Assistant Professor of Psychiatry and Neurology;

and Dr. William L. Weaver from Associate to Assistant

Professor of Public Health.

Thirty-eight new members have been appointed to the

Adjunct Faculty in the School of Medicine, one in the

School of Pharmacy, fifteen in the School of Nursing. In

addition. 27 promotions have been approved within the

adjunct faculty.

The Hospital Division of the College is in process of in-

stalling a generator capable of producing 500,000 cubic feet

of oxygen per month. This will be the largest unit installed

at a hospital in the world and the second unit to be in-
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stalled in a hospital. Oxygen will be piped at first to all

operating rooms, emergency rooms, and nurseries in the

hospitals of the Division as well as to two private rooms

on each floor, so as to be obtainable by simply turning a

faucet- The system is scheduled for full operation by July

1st. The institution is renting the equipment from Air

Products Corporation and will pay for it on a sliding scale

based on the amount of oxygen consumed. Based on the

current rate of consumption of from 150,000 to 200,000

cubic feet per month, the hospital will pay to generate its

own oxygen an estimated 512,000, whereas at the present

time it is paying $21,000 per year.

Social Forces and Their Effect on the Exceptional

Child

Leading psychiatrists, and other physicians, psycholo-

gists and educators will meet at Richmond April 22nd for

an all-day conference on the emotional problems of the

child with special behavior and emotional difficulties, the

physically-handicapped child and the slow-learner.

Special attention will be directed to environmental influ-

ences—home, school, church and community at large.

The conference is being sponsored by the Child Research

clinic of The Woods Schools of Langhorne, Bucks County,

Pa., and is under the joint auspices of the Department of

Neuropsychiatry of the Medical College of Virginia and

the Department of Mental Hygiene and Hospitals of the

Commonwealth of Virginia.

Dr. R- Finley Gayle, Jr., President of the Southern

Psychiatric Association, professor of Neuropsychiatry at

the Medical College of Virginia, neurologist- and psychia-

trist-in-chief of Virginia Medical College Hospital, and

Dr. Paul Dozier, New York, consulting psychiatrist of The

Woods Schools, are leaders of the panel discussions.

Speakers at the morning session include Dr. Coleman

Longan, Richmond, neuropsychiatrist; Dr. Leo J. Kanner,

of Johns Hopkins; and Mr. George A. Walton, Principal

Emeritus, George School. Bucks County, Pa.

Speakers at the afternoon conference will be Dr. Rich-

ard L. Frank, of Columbia; Dr. Joseph E. Barrett, Com-
missioner, Department of Mental Hygiene and Hospitals,

Commonwealth of Virginia; and Dr. Charles A. Chappie,

of the University of Pennsylvania.

The conference will be held at the Hotel John Mar-
shall

North Carolina Academy of General Practice

The First Annual Assembly of the N. C Academy of

General Practice was held in Charlotte March 27th and

28th.

Sunday, March 27th

S:30 P. M.—Meeting of Board of Directors.

Monday, March 28th

Call to Order, Roscoe D. McMillan, M.D., Chairman

Committee on Arrangements.

Address of Welcome, Mr. H. H. Baxter, Mayor of Char-

lotte-

Response, G. Grady Dixon, M.D., Ayden.

Presentation of President John R. Bender, M.D., Win-

ston-Salem.

President's Address.

Report of Secretary-Treasurer.

Report of Nominating Committee.

The Prophylaxis and Treatment of Acute Infections

—

Sam S. Ravenel, M.D., Greensboro.

When Does a General Practitioner Need a Surgeon—R.

L. Sanders, M.D., Memphis. Tennessee.

The General Practitioner and the North Carolina Acad-

emy of General Practice—Amos N- Johnson, M.D., Gar-

land.

Use and Abuse of Chemotherapy—George T. Harrell,

M.D., Bowman Gray School of Medicine, Winston-Salem.

The Application of Psychosomatic Techniques to the

General Practice of Medicine—Maurice H. Greenhill, M.D.,

School oi Medicine, Duke University, Durham.
Premature Separation of the Normally Implanted Pla-

centa—Bayard Carter, Department of Obstetrics and Gyne-

cology, Duke University, Durham.
Banquet (Main Ball Room).
Presentation of W. L. (Buck) Pressly, M.D., Due West,

S. C, and other Distinguished Guests.

Officers 1948-1949

President—John R. Bender, M.D-, Winston-Salem.

Vice-President—William A. Sams, M.D., Marshall.

Secretary-Treasurer—Roscoe D. McMillan, M.D., Red
Springs (1948-1951).

The regular monthly meetings of the Carteret County
Medical Sotiety were held at the Morehead City Hos-

pital, Feb. 14th and March 14th. At the February meeting

it was reported that the invitation to the Second Disrict

Medical Society, to meet next year at Morehead City, had
been accepted. The new President of the Society is Dr-

W. R. Thompson, Morehead City, and the new Secretary

is Dr. L. W. Moore, Beaufort.

At our March meeting the chief items discussed were

the X-ray Follow-up Program, after the mass x-ray is

concluded, and the matter of the use of Immune Globulin,

in the control of measles.

At the meeting of the Beaufort Rotary Club, March
15th, Dr F. E. Hyde, President of the Society, discussed

"Political Medicine" and his talk was favorably received.
Reported by X. Thomas Ennett, Cor. Sec.

Dr. Clay W. Evatt announces the association of Dr.
David R. Stack, Jr., in the practice of Ophthalmology,

Otolaryngology and Maxillofacial Surgery, 91 Rutledgc

Avenue. Charleston, South Carolina.

Squbb's Shannon Given Big Appointment

Dr. James A. Shannon of the Squibb Institute for Med-
ical Research, New Brunswick, N. J., has been appointed

to the National Heart Institute as Associate Director in

charge of research. In addition to having direct charge of

intramural research activities Dr. Shannon will conduct

research in certain aspects of heart disease. The National

Heart Institute is a major unit within the National Insti-

tutes of Health, Research Branch of the Public Health

Service with headquarters at Bethesda, Maryland.

Dr. R. Douglas Neal announces the new location of his

offices, for the practice of General Surgery, 305 Profes-

sional Building, Charlotte, N. C.

Perforated Duodenal Ulcer in a Boy
(Peter W. Philip in Brit. Med. Jour., Jan. 29th)

A boy, aged 14, collapsed in school at midday on Dec.

9th, 1948, and was admitted to hospital forthwith. He
complained of severe abdominal pain, was very shocked,

and required heat and morphine. His abdomen was rigid

from peritonitis due to perforation of an anterior duodenal

ulcer of fairly long standing. Under thiopentone, with gas-

oxygen and ether, at 4 p. m. the perforation was closed

with difficulty. The abdomen was cleaned out by sucker

and closed without drainage. Next morning a Ryle's tube

was passed and drip-feed intravenous dextrose and saline

was set going, both kept going for two days only- The

patient had penicillin by injection for three days. He gave

no further trouble and was discharged on Jan. 3rd.

This case is remarkable on account of the youth of the

patient and the fact that he was symptom-free, although

his ulcer was not recent.
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BOOKS
MAYO CLINIC DIET MANUAL, by The Committee

on Dietetics of the Mayo Clinic. 329 pages. W. B. Saunders

Company, Philadelphia and London. 1949. $4.00.

The material of this book was prepared for use

in teaching and planning the guides for patients of

the Mayo Clinic and the hospitals of Rochester,

Minn. This material has been made available as a

diet manual in response to a very general demand

on the part of physicians, surgeons, nurses and die-

titians in this country and abroad.

CLINICAL CASE-TAKING. Guides for the Study of

Patients. History-taking and Physical Examination or

Semiology of Disease in the Various Systems, by George

R. Herrmann, M.D., Ph.D., Professor of Medicine, Uni-

versity of Texas- Fourth edition. The C. V. Mosby Co.,

St. Louis. 1949. $3.50.

It would be difficult to say too often or with too

much emphasis that a well-taken history is still

the most important of the diagnostic procedures,

certainly as applied to cases of chronic illness.

This, the fourth, edition of this superb little book

has no superior in this field.

THE AMERICAN INDIAN IN NORTH CAROLINA,
by Douglas L. Rights. Duke University Press, Durham,

N. C. 1947. $5.00.

Many attempts have been made to account for

the American Indian in this hemisphere, and to

record his doings prior to and subsequent to the

coming of the European. The present volume makes

discriminating use of the accounts of the adven-

tures of various pioneers, describes a great many
archeological findings and weaves out of the whole

a story of absorbing interest.

There are chapters on:

The Indians meet the Spaniards

The Indians meet the English

Decline of the Coastal Tribes

The Tuscarora

Discoveries of John Lederle

Lawson's long Trail

The Dividing Line

The Land of Eden

Last Chronicles of the Piedmont Tribe

The Catawba
The Indians of Robeson County

The Cherokee

One can gather from these chapter heads that

the subject is well covered. The description is such

as to give the work a high literary value. The illus-

trations, many of them copies of drawings made
hundreds of years ago, greatly enhance the value

of the work. Identification of the place of occur-

rence of the events with their present names con-

stitute a valuable feature.

CAMPBELL'S OPERATIVE ORTHOPEDICS; Editor

J. S. Speed, M.D.; Associate Editor Hugh Smith, M.D.,
Memphis. In II Volumes. Second Edition, with 1141 Illus-

trations, including 2 color plates. The C. V. Mosby Co., St.

Louis. 1949. $30.00.

This edition is the result of the collaboration of

a dozen specialists in this field, all except three

members of the Staff of the Campbell Clinic and

of the Faculty of the University of Tennessee.

These three are: Dr. Francis Murphey, Memphis;
Dr. D. B. Slocum, Walter Reed Hospital; and Dr.

M. X. Smith-Petersen, Massachusetts General Hos-

pital.

The editors say that in this edition they have

deviated widely from the concise style of the first,

writing here primarily for the Fellow or Resident

and bearing in mind the limits of his experience

have set forth the subjects in much greater detail.

Preoperative and postoperative care are amply

covered. More than sixty pages are given over to

apparatus, some seventy to surgical technic, as

many more to surgical approaches. Chapters on

acute infectious arthritis, joint trauma, dislocations,

fractures, malunited fractures, delayed union, peri-

pheral nerve injuries, and amputations make up

the rest of the first volume.

The second volume deals exhaustively with mis-

cellaneous affections of joints, joint tuberculosis,

arthrodesis, ankylosis and deformity, arthroplasty:

miscellaneous affections of bones; bone and joint

tumors; affections of muscles, tendons and tendon-

sheaths; affections of skin, fasciae and bursae;

poliomyelitis; postural affections; and congenital

anomalies.

Each of the chapters is the work of an orthopedic

surgeon who can and does speak with authority.

The result is a coverage of the surgery of ortho-

pedics second to none.

ATLAS OF PERIPHERAL NERVE INJURIES, by

Wm. R- Lyons, Ph.D., Associate Professor of Anatomy,

University of California Medical School and, Barnes

Woodhall, M.D., Professor of Neurosurgery, Duke Medi-

ical School, Durham, N. C. II'. B. Saunders Company,
Philadelphia and London. 1949. $16.00.

The treatment of peripheral nerve injuries is rec-

ognized as one of the most pressing and one of the

most neglected problems in neurosurgery, military

and civilian. This volume represents an undertak-

ing on the part of the authors to teach, on the

basis of the neural pathology in each instance, the

procedures promising most in ultimate functional

result. A number of neurosurgeons of commanding

ability have contributed to the collection and inter-

pretation. Chapters are devoted to the consideration

of the peripheral nerve, the completely severed

nerve, traumatic nerve lesions in continuity, nerve

sutures, nerve grafts. A helpful bibliography and

index enhance the value of the atlas.
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CARDIAC CATHETERIZATION IN CONGENITAL
HEART DISEASE. A Clinical and Physiological Study in

Infants and Children, by Andre Cournand, M.D., Asso-

ciate Professor, Department of Medicine, College of Phy-

sicians and Surgeons, Columbia University; Janet S. Bald-

win, M.D., Assistant Professor, Department of Pediatrics.

New York University College of Medicine; and Aaron

Himmelsteix, M.D., Instructor, Department of Surgery,

College of Physicians and Surgeons, Columbia University.

The Commonwealth Fund, New York. 1949- $4.00.

Lately catheterization of the right side of the

heart has come to be used much in the diagnosis of

congenital malformation of the heart and large ves-

sels. This book was undertaken in an effort to pool

the results of a great many separate studies, to

compare and integrate the clinical and physiologi-

cal data. Cardiac catheterization, at first under-

taken with some trepidation, has proved practically

devoid of danger, and has added tremendously to

the accurate diagnosis of congenital heart disease

and to the differentiation of those conditions in

which surgical procedures promise much, from

those in which thev promise little.

A SURGEON'S GUIDE TO LOCAL ANAESTHESIA.
A Manual of Shockless Surgery, by C. E. Corlette, M.D.,

Ch.M. (Syd.), F.R.A.C.S., Consulting Surgeon, Sydney

Hospital, Sydney, New South Wales. With 200 orginal

illustrations. The Williams and Wilkins Co., Baltimore.

1948. S8.50.

With all the additions to the lists of anesthetic

agents of various other means of administration,

local anesthesia still has a large field. The author

points out that to most doctors and to most pa-

tients local anesthesia means something which is

to 'be employed in the performance of only rather

trivial surgery. He has, over a period of twenty-

five years, employed local anesthesia in a greater

and greater number of operations generally done

under general anesthesia. He has employed it in

thousands of major operations of great variety and

his enthusiasm for it is immense. The author would

not have the reader conclude that he can obtain

satisfactory results in major operations under local

anesthesia without first training himself by per-

forming many operations in cases of lesser gravity.

-

There is much about pre-medication, which, the

reader is warned, will fail if not carried out with

careful attention to detail at every point.

Th'e book is warmly recommended to general

practitioner and to general surgeon as containing

much information which may be applied to the ad-

vantage of a great number of their patients.

OPERATING ROOM TECHNIOUE, by Edythe Lou-
; Alexander, R N.. Supervisor of the Operating Rooms

of the Roosevelt Hospital, New York City. With 668 illus-

trations. Second Edition. The C. V. Mosby Company, St.

Louis. 1949. S10.00.

The first edition of this book appeared in 1943.

Its value and popularity is attested by the fact

that four reprintings have been necessary to supply
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the demand. Now a new edition is offered to sup-

ply those who still desire the book with all the in-

formation contained in the first edition, and infor-

mation on developments of the intervening years.

In the book under review principles and methods

of operating technique are fully described and illus-

trated. There is an outline for a series of lectures

dealing with this whole subject, and a set of ques-

tions. New methods of preparation, and of sterili-

zation of supplies, sutures and materials, are em-

phasized Many additional operations have been

described in each section. It would be hard to sug-

gest an improvement.

CURRENT THERAPY, 1949—Latest Approved Meth-

ods of Treatment for the Practicing Physician, by How-
ard F. F. Conn. M.D., Editor. Consulting Editors: M.
Edward Davis, Vincent J. Derbes, Garfield G. Duncan,
Hugh J. Ji.wi.it, William J. Kerr, Perrln H. Long, H
Houston Merritt, Paul A. O'Leary, Walter L. Palmer,

Hobart A Rfjmann, Cyrus C. Sturcis, Robert H. Wil-

liams. 672 pages. II'. B. Saunders Company, Philadelphia

and London. 1949. $10.00.

This book is the product of the collaboration of

some 125 of our foremost clinicians. It gives the

latest and best treatment of every disease one is

like to encounter: of common cold, mumps, cirrho-

sis of the liver, Simmonds' disease, malignant tu-

mor of the thyroid, prostatic abscess, syphilis, acne

vulgaris, the various anemias, abscess of the brain,

toxemias of pregnancy, spider bites, phlebothrom-

CHARLES B. TOWNS HOSPITAL
Established 1901

FOR ALCOHOLISM, NARCOTIC
AND BARBITURATE ADDICTIONS

Exclusively

THE TOWNS TREATMENT is a medical and

psychiatric procedure.

Withdrawal of narcotics, either opiates or synthetics,

is by gradual reduction and specific medication.

After 47 years, this treatment is generally accepted as

standard.

Physicians and psychiatrists in residency. Trained

nursing, physio and hydrotherapy staff.
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Length and cost of treatment are predetermined.
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rium and recreation roof. Excellent cuisine and ser-

vice.

Literature on ret;:,.
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Medical Supt. Director

293 Central Park West, New York 24, N. Y.

SChuyler 4-0770
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Our ad also appears in J. A. M. A. and other leading
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bosis and thrombophlebitis. Whatever the disease

on which you desire information as to the treat-

ment—whether it be one on which you would ordi-

narily have to consult a book on medicine, general

surgery, dermatology, gynecology, obstetrics, or

diseases of the nervous system—here you will find

it in one volume and on the highest authority.

Every doctor who treats patients should have a

copy.

PRACTICAL ASPECTS OF THYROID DISEASE, by
George Crile, Jr., M.D., F.A.C-S., Department of Sur-

gery. Cleveland Clinic. 3SS pages with 101 figures. W. B.

Saunders Company, Philadelphia and London. 1949. $6.00.

The name Crile has been pronounced as author-

ity on thyroid disease for at least a third of a cen-

tury. Dr. George Crile always spoke and wrote

very much to the point, ' dealing with essentials.

The present author. Dr. George Crile. Jr., is of like

mind. He has written for us a small book which

contains all that anyone needs to know about thy-

roid disease.

NEUROANATOMY, by Fred A. Mettxer, A.M., M.D.,

Ph.D.. Associate Professor of Anatomy, College of Physi-

cians and Surgeons. Columbia University, New York. With
357 illustrations including 33 in color. Second edition- The

C. V. Mosby Company. 154S. $10.00.

The author acknowledges indebtedness to those

who offered suggestions since the appearance of

the first edition, many of which are responsible for

changes in the present edition. Xew material on

the arterial blood supply and venous drainage of

the neuraxis is included, as this is said not to be

readily available in English. Also new- is the record

of the development—largely in the author's own
laboratory—of a correlation between- the thalamus

and thp cerebral cortex. Simplifications of certain

concepts regarded as important, made possible and

necessary by recent research, are offered. The illus-

trations, by drawings and by reproduction of pho-

tographs, admirably supplement the text.

THE 194S YEAR BOOK OF DERMATOLOGY AND
SYPHILOLOGY. Edited by Marion B. Sulzberger, MD.,
Professor of Dermatology and Syphilology, Post-Graduate

Medical School, New York University-Bellevue Medical

Center; and Rudolf L. Baer, M.D.. Assistant Professor of

Clinical Dermatology and Syphiloiogy, Post-Grtduate

Medical School. The Year Book Publishers, Inc., 304 S.

Dearborn St., Chicago. 1949. $5.00.

Specimen subjects of special interest:

Successful care of cycosis barbae

Vitamin administration along with BAL
emic complications of poison oak derma-

titis

Whooping cough prevention in infants with

eczema

Most effective treatment of interstitial kera-

titis.
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Ectopic Pregnancy
Henry J. Langston, M.D., Danville Virginia

ECTOPIC means out of the normal place, there-

fore all pregnancies elsewhere than in the uter-

ine cavity, regardless of location and attachments,

are ectopic.

This condition may be complicated with normal

pregnancy, ovarian cyst, adnexal disease, gallblad-

der disease or partial obstruction, and cause symp-
toms of an acute surgical disease of the abdomen.
Very little was written about this condition back
of this century. Beginning about 1910, many re-

ports show the medical profession just beginning

to recognize and cope with this condition, one of

the most difficult incident to human reproduction.

Loss of life of embryo, fetus and baby is tragic and
expensive. The loss of life of women of childbear

ing age is still greater than it should be. This con-

dition apparently has no respect for social position,

race, or geographical location, and it may occur

in the experience of any woman from the age of

16 years to the age of 45—and it is not always the

first pregnancy, nor the fourth.

I have seen this condition in a girl 16 years of

age, whose symptoms resembled those of acute ap-

pendicitis, and at operation I found instead of

acute appendicitis, an ectopic pregnancy which was
beginning to rupture. There are many cases that

Id not come to operation, but the patient dies and
;

unless an autopsy is performed, no one ever knows
the cause of death.

Presented to the Tri-State Medical Association's Semi-
centennial Meeting held at Williamsburg, Virginia, on the
21st and 22nd of February.

This case illustrates the point: The sixth of this

month I was called to come in a hurry to a certain

address to see a person who was desperately ill.

On my arrival, examination revealed that a colored

girl 22 years of age was dead. Her mother gave

me the history that she had missed her menstrua-

tion two months; the night before she had gone to

a picture show and while there had eaten n ot doa i
:

Immediately after the picture show was over she

called a taxicab and came home. Soon after she ar-

rived home she began to feel "fainty" and started

vomiting. They finally got hold of her doctor and

he came to see her, said she had a little intestinal

upset, and gave her a hypodermic. The doctor in

attendance had not gotten the history of the fact

that she had missed two menstrual periods. After

getting this history, I reported the case to the cor-

oner. Autopsy revealed that the patient had a rup-

tured ectopic pregnancy and had died from the

effects.

I am sure that as we look back on the last 30

or 40 years, and even further, we can recall in-

stances of young women who died apparently with-

out any reasonable cause and, in the light of the

illustration just given, realize that ectopic preg-

nancy might well have been the cause of death.

Some of us may wonder why we take up at this

time the matter of ectopic pregnancy, when we
are able to read so many stories about it in recent

publications. My main reasons are two: first, that

it is essential to get a true history of each patient

as we see her, and we always assume that her
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pregnancy i.s normal—which it may be; but at the

same time it may be complicated with an ectopic

condition. On the other hand, we may have cases

that baffle us. These cases will give very few clini-

cal symptoms different from those of ordinary

pregnancy; yet a blood count may show that the

white and differential is a little unusual, and the

uterus at the end of two or three months appears

not as large as it should be. Then as we go along,

the uterus fails to grow and one day the patient

calls us in a hurry and she is "fainty" and sick and

maybe cold and clammy and we get there and find

the patient in shock, giving some of the cardinal

symptoms of a ruptured ectopic pregnancy.

The other reason is that this is definitely an

economic problem requiring not only decisive judg-

ment and decision but quick action. I am sure all

of us have ourselves practiced "watchful waiting,"

when we should have taken vigorous measures. Oc-

casionally we may operate on a patient unneces-

sarily, but in the long run we will save not only i

great hospital expense and a lot of expensive med-
ication, but now and then save a life and enable

a woman to reproduce her kind without complica-

tions—and we have been able to sleep better when
we got home at night.

The following are the points of consideration in

the diagnosis of a case of ectopic pregnancy:

First, a clear-cut history of the patient's men-
strual periods, whether she be married or single

—

for some of us see ectopic pregnancy in unmarried

women almost as often as we see it in married

women—and the unmarried girl is less apt to give

the whole story, so it behooves us to insist upon

the facts—not with a mind of curiosity, but with

a mind of interest and life-preservation.

The second step is a careful laboratory exam-
ination—getting a blood picture, a positive or neg-

ative Kahn, accurate urinalysis; and then if we
are in doubt about the pregnancy, a rabbit test, or

some other one of the pregnancy tests that is rec-

ommended.
Then the third step, a careful physical exam-

ination, should be gentle and easy, preferably with

an ungloved hand, because the hand covered with

skin only will give you most information.

After we have made up our minds whether or

not it is an ectopic pregnancy, per se, or an ectopic

pregnancy with some other disease, we should do

something before we have a tragedy. I perhaps

have been radical in the management of my cases

of ectopic pregnancy, but, to date, I have not lost

a mother and fortunately all of the cases that T

had diagnosed as ectopic pregnancy turned out to

be so. In a number of instances where I had made
a diagnosis of acute appendicitis and there were

some discrepancies in the findings, I have found

that it wasn't acute appendicitis, but ectopic preg-

nancy. Only last year I had three such cases; one

was in a colored girl 16 years of age; one was in

a woman 37 years of age, who had never had a

baby; and the other was in a girl 24 years of age.

The only case in which I came near losing the

patient was a case where I was pretty sure the

diagnosis was ectopic pregnancy, but my consult-

ant insisted upon a vaginal examination, and in

the process of the examination the clot that had

formed was dislocated and the patient came within

an ace of dying before the operation could be per-

formed.

One author reports that in cases of ruptured

ectopic pregnancy the pupil of the eye on the side

of the rupture will be dilated. This is a nice point

to notice; it may be significant, but it is only one

more and perhaps a minor symptom. Before we
take up the treatment, it will be well to remember
always that in cases of ruptured ectopic pregnancy

if we operate and remove the pregnancy and do

not resect the tubes, we can have an ectopic preg-

nancy in the same tube again. I wish to stress the

importance of having her blood type and the Rh
factor determined, and try to get some idea as to

whether or not a transfusion will be necessary, be-

fore an operation is done. If the hemoglobin is 60

to 65 per cent and the red cell count around three

million, in my experience it is better to leave off

the transfusion and give iron and concentrated

form of liver, hypodermically. and have these pa-

tients moving around often and early following the

operation.

Treatment
Treatment of all cases of ectopic pregnancy, re-

gardless of the location, is surgical. However, a

few cases have been reported in which no opera-

tion was performed, and two to forty years have

elapsed, and the patient survived, with the finding

of small bones in the abdominal cavity when x-ray

examination was made for something other than

pregnancy. The records show too few live babies in

connection with ectopic pregnancy to justify any-

thing except surgical measures. The surgical treat-

ment of ectopic pregnancies should be guided bv
judgment which has to do with the preservation

of the health of the patient and in getting her

through the operation still capable of reproducing

her kind. In some of the reports I have read, men
have been a little free in removing the uterus in

the case of interstitial pregnancy, for instance,

where there had been a rent in the body of the

uterus as a result of the rupture. If there is a good
tube on the opposite side, although the rent in the

uterus may be long and large, I think we are jus-

tified in repairing the rent, because a uterus that

has had the experience of a recent pregnancy heals

almost overnight. With this general statement, I

would like to suggest that the following methods be.
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followed more or less, depending upon the indi-

vidual experience in managing ectopic pregnancies:

First, in the case of tubal pregnancy, where it is

discovered that the pregnancy is in the tube and

hasn't ruptured, incision of the tube and removal

of the pregnancy, and closing the incision with

plain interrupted catgut sutures will preserve the

tube for future use. In cases where we operate and

the tube is already ruptured, and too much damage

has not been done to the tube and hemorrhage is

easily controlled, I think we can do the same thing

to this tube. I have, in a majority of instances,

however, found that the tube has to be removed

with the pregnancy.

Now in cases where the products of gestation

have attached themselves to an ovary as a result of

having been expelled from the fimbriated extrem-

ity of the tube, we may be able to dissect the prod-

ucts of gestation and preserve the ovary, but more

often we will find it necessary to remove the ovary

with the products of gestation.

In managing ectopic pregnancy in other parts of

hte pelvis and abdominal cavity an entirely differ-

ent picture is presented. If the products of gesta-

tion have attached themselves to the broad and

round ligaments or to the right or the left of the

uterosacral area, or in the midline back of the

uterus, then we find it necessary to remove the

embryo or fetus, but to leave the placenta with

the amniotic sac, ligating the cord close up to the

placenta, and closing the abdomen without drain-

age.

Cases of ectopic pregnancy have been reported

with the placenta attached to the small intestine

and part of the omentum, to the sigmoid, attached

up high in the abdominal cavity to the abdominal

wall and the omentum—in fact this pregnancy may
attach itself to any one of many of the abdominal

organs. In these cases the same procedure in man-
aging the placenta and amniotic sac may be fol-

lowed. Some of the early cases of abdominal preg-

nancy were lost because the operator felt that it

was imperative that the placenta be dissected away
from its attachments.

I would like to emphasize two or three points in

connection with closing up the abdomen: First,

remove the blood clots, but leave all of the am-
niotic fluid in the abdominal cavity. After leaving

in this amniotic fluid, at subsequent operations I

have found very few adhesions; whereas in the

cases I have observed where all the fluid was re-

moved, there were more adhesions. Then, too, the

fluid may have something to do with the ability

of the organs in the abdominal cavity to absorb

the placenta and amniotic sac. I again want to

emphasize the importance of keeping drains out of

the abdomen following any type of ectopic preg-

nancv.

I haven't mentioned the fact that we can have

an ectopic pregnancy and an infected tube at the

same time, but we can; also we can have a gan-

grenous appendix connected with an ectopic preg-

nancy. This general rule applies to these opera-

tions, too: i.e., closing up the abdomen without

drainage.

The postoperative treatment of these cases offers

no particularly big problems. Each case should

have an outline for itself, but generally we can feed

these patients rather early, keep the bowels open,

and give them just enough opiates to keep them
comfortable. If distention of the abdomen begins

do not wait; deal with it heroically from the be-

ginning. The second day after the operation put

the patient on full diet; and the third or fourth

day have her up a chair; the fifth or sixth day on

her feet, up walking.

In case of an ectopic pregnancy plus a normal

pregnancy, remove the ectopic pregnancy, leaving

the normal pregnancy alone, and the majority of

such patients will come through with a live baby,

barring complications of kidney or heart and lungs

and toxemia.

In this connection, I would like to report two

cases of abdominal pregnancy successfully treated

with a live baby in each instance. The first case,

of some 20 years ago—a colored woman, 28, mar-

ried very early, four babies previously. She had

missed six menstrual periods. Externally a baby
could be felt, unquestionably outside the uterus,

with the head well down in the pelvis. The uterus

was rather hard, and the size of a 2-months preg-

nancy; I saw the patient again at eight months,

when she had begun to have so much pain that a

laparotomy was deemed necessary. The baby was
in the pelvis, head to left, and it was fastened down
in the pelvis; the uterus was right up on the occi-

put. This pressure had caused a marked deformity

of the head. The baby was alive, but because of

the deformity of the head it died in a few hours.

In this instance the placenta was attached around

the umbilicus of the patient, and on the omentum
and some of the small intestine. I ligated the cord

close to the placenta, removed the part of the pla-

centa attached to the abdominal wall, which ap-

parently caused very little bleeding, and closed the

abdomen. The woman made an uneventful recov-

ery. Two years later, this fibrous uterus had in-

creased in size from the growth of a good many
individual fibroids. I did a hysterectomy, and to

my amazement, found in the upper abdomen no

adhesions and all the products of gestation which

were left in the abdomen at the time of the first

operation had been absorbed.

I report this case merely to remind us of the ob-

servation of the ability of the abdominal cavity

lo care of such an abnormal situation.
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The second case is that of a girl of 23. I saw

her three or four months before the final outcome.

She came to see me, said she was pregnant, not

married, and wanted me to help her. She gave a

Story of having been pregnant four years before,

and having had twins normally without any diffi-

culty. She was delivered by a midwife. The uterus

was down in the pelvic cavity, more or less fixed.

1 didn't see this patient any more for several weeks.

Finally the mother called me to come to see her.

This was the middle of July, 1948. I told her her

pregnancy was not in the womb and that she

should be operated on. She didn't want to be oper-

ated on, so I didn't hear any more from her until

the 30th of July, when she had all the earmarks of

what we would call labor. She was having severe

pains at intervals, the abdominal wall would ball

up, but I could find no evidence of a uterus. Her
pain was so severe that there was no argument

about going to the hospital, where a laparotomy

was performed. First, the amniotic sac was rup-

tured, and everywhere I noticed on the viscera,

the baby itself, the amniotic sac, little substances

that had the appearance of cotton balls—hundreds

of them. I located the feet, and brought a nice,

normal baby—had no trouble in breathing, just

went along and did like any other baby. I then

began to investigate. I found that the uterus was
extremely small and just to the left, and down in

the pelvis. Following the cord on down to the right

side, I found the placenta attached to what ap-

peared to be the right tube and right ovary. T lift-

ed it out with two curved clamps, clipped it

off and delivered it. Careful examination revealed

no evidence of a tube, other than the part that was
attached to the ovary. I ligated the attachments,

covering up the raw surfaces with peritoneum, and
tried to get the uterus up out of the left side of

the pelvis, but the structures were so pushed down
and stuck that I left them alone. I then closed the

abdomen without drainage. The duration of the

operation was 20 minutes. The patient was up in a

chair in four days, in six days she was walking
around, and in eight days she left the hospital. I

went by to see her on the 19th of this month, and
found her in excellent health, menstruating nor-

mally.

Pathological report in this latter case:

Date: 7-30-48 Tissue: Placenta

Gross Description: The specimen consists of a
placenta from the abdominal cavity measuring 1

5

x 12 x 7 cm. containing an eccentrically placed
cord 45 cm. x 1.2 cm. The membranes are intact

on one surface. The other surface is irregular.

markedly hemorrhagic, not covered by intact mem-
branes. This surface is irregularly lobulated. soft

but firm, and yellowish-gray to purplish-red. Sev-
eral large, wet. edematous nodules are noted. The

cut surface of these nodular areas is soft but firm

and vellowish-gray to purplish-red. Beneath these

solid nodular areas is normal spongy, reddish-

brown placental tissue. These nodules may possibly

represent Fallopian tube or ovary but cannot be

definitely identified.

Microscopic Description: Several sections show
normal-appearing placental tissue. Other sections

show amorphous material partly made up of fibrous

tissue with no definite structure. No ovarian tissue

can be recognized.

Diagnosis: Placenta

Summary
I have brought to our attention the condition of

ectopic pregnancy to emphasize that it is a prob-

lem with all of us, and that it behooves us to be on

the alert and make a proper and accurate diagnosis

of ectopic pregnancy, and then not play the game
of watchful waiting because we can save practi-

cally all these women if the diagnosis is made early

enough and treatment is instituted.

Surgical treatment is the treatment, and the

(inly treatment in the management of ectopic preg-

nancy.

We can always expect many complications in

ectopic pregnancy and often we may make a diag-

nosis of acute cholecystitis, or acute appendicitis,

or acute something else, and we must get in the

abdomen to find it to be ectopic pregnancy.

It is much safer for the patient to make a diag-

nosis of ectopic pregnancy before rupture than

afterwards.

We can have normal pregnancy and ectopic

pregnancy at the same time, and it behooves us to

be on the alert and to take care of the ectopic

pregnancy in such a manner as to preserve the

normal pregnancy.

Discussion

Dr. Russell Buxton", Xewport News: It is always a

pleasure to hear a paper on ectopic pregnancy. As Dr.

l.ungston has brought out. the cases are much more com-
mon and much more tragic sometimes than we are led to

believe. I agree that the menstrual history ought to be

stressed. A vivid remembrance is how a Chief in Gynec
ology drilled it into all of us who worked under him as

residents and internes, so that we did not dare come into

the operating room without having an accurate menstrual

history. His own method was to ask the patient when she

last menstruated and. if the menstrual flow was normal,

then he would ask about the month before that, then the

month before that, and it wasn't until he had gotten the

history for the previous three months that he was satis-

fied. I don't think that point can be stressed too much.
One thing I would like to bring out that Dr. Langston

didn't mention and that is the value of the rectal examina-
tion. So often because we are in a hurry, or for no reason

;;t all. wc neglect to do a rectal examination- Quite often

the diagnosis can be made by feeling a blood clot in the

cul-de-sac by rectal examination that we cannot pick up
irom the usual pelvic examination.

I would like to talk a minute about the cause of death

in such cases. In the past eleven years now my recollection
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is that we have had three deaths from ectopic pregnancy.

Two of these patients were operated upon and one was

rot. The one not operated upon was a Gypsy, who could

speak no English and we, unfortunately, never obtained an

adequate history. We know there was a mass in the abdo-

men, but that was about as far as we got. She weighed

some 250 or 300 pounds and came in the hospital one

afternoon and I believe died the next morning. Autopsy

revealed a tremendous rent in the tube and uterus from

rupture of a tubal pregnancy.

The next case was that of the wife of a British Naval

Officer, who was residing in New York, and learning that

her husband was coming into Newport News by ship, she

took a bus trip from New York to Newport News. She

began to have pain in her abdomen shortly after leaving

Newark and she was taken off the bus in Washington for

n matter of hours; but she was so anxious to see her hus-

band tha* she continued her trip without medical assist-

ance. She came into the hospital, the diagnosis was made
promptly and she was operated on, and had transfusion

on the table and postoperative transfusion. She did fairly

well for a period of twelve hours and then died rather

suddenly

The next patient was a colored woman who came into

my office one night around 8 o'clock. The history was that

of tubal pregnancy. Her general condition was not bad
She had not been particularly ill and had not had a greal

deal of pain. If such patients don't have pain it is hard to

pet them to consent to anything in the way of surgery.

She refused to stay in the hospital that night and wouldn't

have anything done, and even though the diagnosis was
presumably ectopic pregnancy I. against my will, let her

go home, and the next morning about 9 o'clock she came
in all bled out. She was operated on promptly, given trans-

ition, and eight hours after the operation died of pulmo-
nary edema.

I have gone into detail in these three cases, because I

l eel that in each the cause of death is fairly established.

It seems that in the length of time between the beginning

cl symptoms and the time of operation there is a point at

which the approach of death becomes irreversible, despite

operation and transfusion, or anything else that we do,

these patients have reached the end of their rope, if the

wait between the time they begin to bleed and the time

the bleeding is stopped has been too long.

Dr. Langston (closing) : I am glad Dr. Buxton brought

out these cases and their stories, which bear out what I

said. ''No watchful waiting in ectopic pregnancy." There

is no excuse for any woman who has an ectopic preg-

nancy dying from hemorrhage if she is operated on
promptly.

Now, the point about a rectal examination. I didn't say

much about examination of these patients. In a majority

of cases you can make a diagnosis without examination if

the hemorrhage has occurred. In the most pathetic case I

ever had (several years ago) I had made a diagnosis be-

fore the patient left the office of ectopic pregnancy. I had
delivered her of a full-term baby two years before and
her father didn't think she had what I said and asked for

a consultation. She had stopped bleeding. In a lot of these

cases after that first bleeding spell the flow will stop. You
should not be deceived by that, but should go ahead and
operate. Never, in such a case, is it safe to do a vaginal

examination. The doctor who came in consultation said he
wanted to make an examination, which he did—and she

had another bleeding spell, which frightened him and he
said, "Let's give her a transfusion and watch and wait."

So a period of watching and waiting started there. I was
a bit provoked about it, and because of this the father

said he didn't want me to see his daughter further. Under
other management she went on, with transfusion over and

ever, and after two weeks she was operated on. Two weeks

is too long to wait. She eventually got well after six weeks

of hospitalization.

In this connection I recall a case of "acute appendicitis"

in a 16-year-old girl. The history was that of acute ap-

pendicitis—vomiting, general abdominal pain, tenderness

on the right side—'but there were a few little things about

Lhe blood count that made me suspicious. For acute appen-

dicitis, the leukocytosis was all right, but the poly count

wasn't all right- Then, learning that the girl had missed

two months menstruation, I said "there is a possibility

that I have made a mistake in diagnosis and that it is an

ectopic pregnancy." It turned out that she didn't have a

thing wrong with her appendix, but she had an ectopic

which had just begun to expel itself and she had just

enough pain and rigidity, and a little temperature elevation

and tenderness, to simulate appendicitis.

Now, we just can't be too careful about these women
who are having babies, whether they are married or single,

and we can't be too careful about the diagnosis of abdom-
inal pregnancy. In any community where there are women
you are going to have pregnancy, and you are going to

have these ectopic pregnancies, in the tube and outside the

tube, in far larger number than is generally supposed.

Spontaneous Intraabdominal Haemorrhage
(A. L. Woolf, M.B., in British Med. Jour., April 2nd)

Spontaneous intraperitoneal haemorrhage

—

i.e., that oc-

curring without any obvious cause such as cirrhosis of the

liver and rupture of aneurysm—has been recorded in 26

cases. In only eight of these cases were necropsies per-

formed. In two cases a definite arterial rupture was found;

but in the remaining five no single vessel could be held

responsible, though in one case the hematoma was re-

lated to the branches of the ileocolic artery. Four of the

cases had clinical or morbid anatomical evidence of hyper-

tension or arteriosclerosis. Three cases following appendec-

tomy showed no evidence of vascular disease, but in these

cases blood-pressure readings before the catastrophe or

reports on the histology of the kidneys are lacking.

Three additional cases of intraabdominal hemorrhage are

reported. In all three there were evidence of hypertension.

The first case was one of spontaneous intraperitoneal hem-
orrhage with no morbid anatomical source for the bleed

ing apart from hypertensive changes in the smaller vessels-

The second showed intramuscular hematomata; hyperten-

sive arteriolar disease was sufficient to account for the

hemorrhage. The third case showed a hemoperitoneum

from rupture of a perirenal hematoma. There was clinical

evidence of severe hypertension.

The Association of Maternal Obesity, Larce Babies,

and Diabetes
(J. A. L. Gilbert, M.Dl, in Brit. Med. 11.. April 23rd)

The obstetric histories of the majority of diabetic women
are characterized by an abnormally high foetal loss rate

before the onset of clinical diabetes. A review of the ob-

iletric histories of a large number of diabetic women dis-

closed that a high percentage of large babies were born

many years before the onset of clinical diabetes. Another

investigator reports the incidence of babies with birth

weights in excess of 11 lbs. to be as follows: non-diabetic

women, 0.07% ; and diabetic women, 6.4%.

The present investigation reveals that six out of 21

women who had obstetric histories of a high fetal loss

ir,te and who had given birth to babies weighing 10 lbs.

or more eventually developed diabetes and that the dia-

betes was associated with obesity.

The clinical and experimental observations suggest that

excessive secretion of the anterior pituitary growth factor

during pregnancy may account for the maternal obesity,

hrge babies and ultimate maternal diabetes.
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An Analysis of Maternal Mortality in the City of Charlotte and

County of Mecklenburg for the Ten -Year Period 1938-1947*
O. Hunter Jones, M.D., Charlotte, North Carolina

Maternal Mortality Rate 1938-1947

(Per 1000 Live Birth- 1

Charlotte and Meck'burg N.C. U.S.

Year White Negro Total N.C. U.S.

1938 5.5 6.1 5.7 5.6 4.4

1939 5.3 4.6 5.0 5.0 4.0

1940 4.1 8.7 5.3 5.2 3.8,

1941 4.9 6.4 5.3 4.0 3.2

1942 2.7 8.2 4.2 3.5 2.6

1943 2.3 4.9 3.0 3.3 2.5

1944 1.3 4.0 2.0 3.0 2.3

1945 2.0 5.0 2.8 2.7 2.1

1946 0.3 4.9 1.3 2.1 1.6

1947 0.9 1.6 1.0 1.8

**

112 Maternal Deaths 1938-1947

Charlotte and Mecklenburg

Hemorrhage, Shock, etc.

(a) Deaths due directly to

hemorrhage: 26 (23' , I

ectopic pregnancy 4 ( 2 X )

abortion 3 ( 3 "
)

placenta praevia 7 ( 3 "
)

accidental

hemorrhage 1 ( 1
"

)

postpartum

hemorrhage 6 ( 4 "
)

(b) Hemorrhage an associated

factor:

exhaustion state,

shock 3
( IX)

rupture of uterus 1 ( 1 "
)

abdominal

pregnancy 1 ( 1 "
)

Toxemia oj Pregnancy, etc. 38 (34', I

Hyperemesis

gravidarum 3 ( 3 W)
Polyneuritis of

pregnancy 1 ( 1 "
)

Xephritis, etc. 14 ( 7X)
Eclampsia 20 (10 "

)

Injection: 25(22',)
Abortion 13 ( 3 X)
Puerperal sepsis 12 ( 3 "

)

Embolism: 7 ( 2N) 7 (6

Other: 16(14.3%)
Pyelonephritis 3( 3 W)
Cardiac 4 ( IN)

*This analysis was compiled from the death certificates

filed with the local Health Department.

Miscellaneous 6( IN)
(pernicious anemia;

pneumonia; intestinal

obstruction [2J;

thrombocytopenic

purpura; urinary

suppression

)

Cause of death

undetermined 3 ( 3 N

)

112

Analysis

Hemorrhage:

Sixteen deaths occurred in the first five years,

ten in the last five years.

Sixteen were of negro mothers.

Placenta praevia and postpartum hemorrhage

predominate: however, only two of each in the past

five vears.

All ectopic deaths occurred in the last five vears.

Toxemia oj Pregnancy (including hyperemesis

gravidarum and polyneuritis)

:

Toxemia was the leading cause of death. Almost

one-half of the deaths occurred in the last five

years. Twenty-one of the thirty-eight deaths were

of whites. In twenty of the thirty-eight the cause

was eclampsia. Severe preeclampsia (not infre-

ciiently fulminating) and eclampsia occur in Char-

lotte yearly.

Infection:

No death from puerperal sepsis has occurred in

the past four years.

Nineteen of the twenty-five deaths were of

whites.

Three white and one colored abortion deaths

occurred in 1947. In other words, in 1947 there

were only six maternal deaths, four of these due to

septic abortion. However, there has been no ap-

preciable increase in the abortion death-rate in the

past five years over the preceding five years.

Only three of the sixteen abortions were ad-

mitted to be self-induced.

Embolism:

Five of the seven "embolism" deaths were of

whites. There were no autopsies. It is probable that

the diagnosis was incorrect in some of these cases.

Other:

Of the sixteen deaths in the miscellaneous group,

only five were of negroes (in three the cause of

death was undetermined).
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Cesarean Section:

There were seven (six white) cesarean deaths.

Three were due to infection (including one gas-

bacillus) ; one hemorrhage (placenta praevia) ; one

intestinal obstruction; one eclampsia; one urinary

suppression. Five of the seven cesareans were

classical. Two of the three peritonitis cases were

classical.

Anesthesia:

No deaths were attributed to anesthesia; how-

ever, in one case it was listed as a contributing fac-

tor.

Autopsies:

Twelve autopsies were performed — nine on

whites and three on negroes—giving an autopsy

rate of only 10.7 per cent. However, the trend is

toward a considerably higher rate—in 1948 the

rate was 55 per cent.

A"on-resident cases:

Twenty-four (21 per cent) of the 112 patients

lived outside of Mecklenburg County, several at

considerable distances, but most resided in neigh-

boring communities.

Comment
In the ten-year period there were 36,048 births

in Charlotte and Mecklenburg County, with 112

maternal deaths (including abortions and ectop-

ics). One hundred deaths occurred in hospitals and

twelve in homes. All were attended by physicians

(at least during their terminal illness), except one

patient. No deaths occurred with midwives.

Forty-six (41%) of the 112 deaths occurred in

the colored race, although only 25 per cent of the

deliveries were colored. With the exception of 1939,

the rate for colored patients is consistently greater

than for white—usually twice, occasionally three

or more times as great.

Ten years ago the state maternal mortality rate

was a fraction over three times the 1947 rate,

while the Charlotte-Mecklenburg rate was over

five-and-a-half times the 1947 rate. By way of

comparison, the rate for Brooklyn, New York, in

1937 (the year the Brooklyn Committee on Ma-
ternal Welfare began its analysis of maternal

deaths) was 4.7 and in 1946, 0.9. The North Car-

olina State rate has been consistently higher than

the United States rate.

In most places deaths from toxemia of pregnancy
are decreasing. Since this is not the case locally, at

least to any appreciable degree, it becomes more
disturbing when one realizes that most toxemia

deaths are preventable. Such deaths represent in-

adequate prenatal care, or else failure to recognize

s
;gnificant signs and symptoms. In the presence of

these symptoms immediate hospitalization and
prompt treatment is in order. To delay is to invite

disaster! The termination of pregnancy by cesa-

rean section in the case of fulminating preeclamp-

sia, if conservative measures do not give immediate

results, may be life-saving. However, it is well-

known that cesarean after the onset of eclampsia

is rarely, if ever, indicated and greatly increases

mortality. The use of continuous caudal or contin-

uous spinal anesthesia in preeclampsia-eclampsia

has teen shown to lower toxemia mortality, and
thus warrants the fullest exploration and trial in

capable hands.

Greenhill 1 states: "Nearly everyone now agrees

that excessive loss of blood is the most frequent

cause of maternal death." Gordon,2 in his exten-

sive Brooklyn study, found this to be true. The
J 948 report of the North Carolina Maternal Wel-
fare Committee showed this to be the case in North
Carolina. That hemorrhage is not the leading cause

of death in Charlotte is undoubtedly due, in part,

to the greater availability of blood (hospital blood

banks). It is encouraging that there were only ten

deaths from hemorrhage in the last five years, as

compared to sixteen in the preceding five years.

However, it is alarming that all four ectopic deaths

occurred during the last five years. Most hemor-
rhage deaths are preventable. Treatment of hem-
orrhage and shock should be early. Plasma is of

temporary value only and is not a satisfactory sub-

stitute for blood. The Red Cross blood-bank pro-

gram should go far toward preventing the hemor-

rhage toll. Finally, it is the job of the obstetrician

to reduce the shock and trauma of delivery.

The fact that two of the three cesarean sections

followed by death from infection were classical

sections clearly emphasizes the need for better se-

lection of the type of operative procedure. The
low-flap section has supplanted the classic opera-

tion to a considerable extent. Many physicians

have given up the classic section completely. More-
over, one should be prepared to use the extraperi-

toneal technique in the presence of actual infec-

tion.

The abortion deaths bear out the statement of

Dr. Frank Lock,3 Chairman of the North Carolina

Maternal Welfare Committee, who said: "Abor-

tions represent a widespread menace in our State."

Antibiotics should go far toward preventing

puerperal-sepsis deaths.

The reduction in mortality is a part of the coun-

try-wide decrease. It represents better obstetrics,

which means a higher standard of obstetrical prac-

tice on the part of the physician, as well as educa-

tion of the public and the desire for better care on

the part of the patient; outpatient clinics; more
hospital deliveries—in 1947, out of a total of 5,796

deliveries, only 135 occurred in the home—sixty-

four by doctors and seventy-one (all colored) by
midwives. Certainly availability of sulfa, penicil-

lin, streptomycin, plasma and blood has been a
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major factor. Much credit should also be given

the State Maternal Welfare Committee. Finally,

prosperity has undoubtedly been a factor.

Si mie of the death certificates were very inade-

quately filled out. At best it is hard to get accu-

rate information from death certificates. This has

been well recognized by the various city, county

and state maternal welfare committees. Gordon,-

in his Brooklyn report, said: "Deductions made

from statistical tabulations based upon the meager

information on the certificates of death can never

be more than generalized"; and Dr. Frank Lock :i

reminded that a large number of our death certifi-

cates are incompletely or inaccurately filled out,

thereby often making it necesary to reclassify such

deaths as "unknown cause," unless an autopsy or

other information permits an accurate diagnosis.

/ would like to suggest that the State Maternal

Welfare Committee {through subcommittees) re-

view each death report before it is officially filed

with the Health Department.

The decrease from 5.7 to 1.0, per 1000 live

births, in the past ten years is quite gratifying.

However, let us remember that most maternal

deaths are preventable.

**Since completion of this study, the 1948 figures for

Charlotte and Mecklenburg County have become avail-

able. In 1948 the rate for whites was 1.1, for colored 3.3,

giving a total rate of 1.6.
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After injection wait five minutes before operating.

I have- used this method in over 500 cases and have had

only one failure, this being a novocain reaction. Ages of

patients six months to 80 years.

.Anesthesia in Herniorrhaphy
(Jos. L. Selden, Jr., Fort Myers, in //. Fla. Med. Assn., April)

While in London I picked up a method of blocking off

the intercostal nerves in the midaxillary line that results

in a relaxed abdominal wall as well as a dry surgical field.

The procedure: Preliminary medication 3 grains of nem-
butal, and H. M. C. No. 1. A series of skin wheals is made
with 1% novocain starting in the 10th intercostal space in

the midaxillary line and extending down to the crest of the

ilium, three wheals below the 11th intercostal space; then

with a iyi to 2 in. needle 10 c.c. of 1% novocain is in-

jected in a fanlike manner at the site of these wheals down
through the tissue into the muscle, blocking off the inter-

costal nerves which descend around the body in an oblique

manner supplying fibers to the muscles and skin of the

anterior abdominal wall-

The next step is to block the ilioinguinal and the ilio-

hypogastric nerves, by making a wheal just medial to the

anterior superior spine of the ilium and through it making
a series of injections into the underlying muscles in a fan-

shaped pattern, having its apex at the anterior superior

spine and the base in the general direction of the umbili-

cus. The first injection is passed down deep, adjacent to

ihe iliac spine, the others fanning out in the muscle toward
the umbilicus. In repair of bilateral hernias, the injections

are done in a like manner on both sides, only carried up
to the 8th intercostal space, and I usually repair them by
using the Judd incision.

Prevention of Abdominal Adhesions
(C. A. Schiff et at., Chicago, in Surgery, Feb.)

It is true that there may be contraindications to early

feeding and the use of prostigmine- Many surgeons would
he reluctant to employ this regimen following gastrointes-

linal anastomosis. However, bowel resection and anastomo-

sis are not required in most cases in which operation is

performed for relief of intestinal obstruction due to ad-

hesions. It is in this type of case that constant stimulation

of peristalsis would be especially indicated.

The importance of gastrointestinal motility in the pre-

vention of adhesions has been assumed but never ade-

quately proved heretofore. Intraabdominal adhesions were
produced in 16 dogs by distributing talcum powder on the

surface of the small bowel. In the dogs in which peristaltic

activity of the bowel was depressed, an average of 17.4

adhesions was produced by the talcum powder. In the

dogs in which peristaltic activity of the bowel was stim-

ulated by early feeding and prostigmine, an average of 5.1

adhesions was produced by the same amount of talcum

powder. There was a 71 per cent reduction in the number
of adhesions produced in the group of dogs in which peris-

taltic activity was stimulated. Early feeding supplemented

by hypodermic injections of prostigmine are valuable aids

in the prevention of abdominal adhesions.

—Michael Reese Hospital

Psychosomatic Medicine a Designation to be Recretted.

General Practitioner Can Do Most of It
(P. K. Arzt, St. Paul, in Jl.-Lancet, Nov.)

The recent popular acceptance of the name, psychosom-

atic medicine, is, in many ways, to be regretted. It sounds

too much like an announcement of marriage between the

mind and the body (psyche and soma) with all the special-

ties of surgery, medicine and psychiatry, members of the

bridal party.

When a psychosomatic diagnosis has been made, the

great majority can be helped without the aid of a psychia-

trist. The condition should be explained logically and sim-

ply to the patient. Repeated examinations create a doubt in

the mind of the patient as to the competence of his phy-

sician, and also serve to cement more firmly the functional

foundation of the symptoms. Many a patient's conflicts

will be very superficial and can be "talked out and ex-

plained to him" by a friendly, sensible, philosophically-

inclined physician who has enough time to listen. Other

cases will respond to simple environmental manipulation.

Some will require interviewing other members of the pa-

tient's family.

Other cases of course will be more complicated with

deeper-seated and more complex conflicts; some will re-

spond to the various forms of narcosynthesis using sodium

amytal or pentothal. These drugs release the inhibitory

influence of the cortex- Thus with the "censor" not func-

tioning, the patient can talk more freely and bring to the

surface ideas and feelings which have been repressed. Dur-

ing the procedure positive suggestions can be made which

will relieve the tension and do away with the symptoms.

In other individuals, a form of psychotherapy, deeper

than superficial ventilation and reassurance, is necessary.

A few will require formal psychoanalysis.

A number of cases of "spontaneous" fracture of ribs

have been reported, with a clear history of sudden pain

following coughing or sneezing.
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Essential Hypertension
A Clinical Report on Twelve Cases

Crane Gardenier, M.D., San Francisco

ONE of the most important problems presented

by most patients is that of nervous tension,

anxiety and worry. This is especially characteristic

of hypertensive patients. According to Weiss, 1

psychic factors are of much consequence in the

causation of essential hypertension, and large allow-

ance should therefore be made for the emotional

element in individual blood pressure readings.

Essential hypertension is classified by some clin-

icians as a disease, by others as a symptomatic

phase having no definite etiological factors. Al-

though Uthoff2 states that essential hypertension is

in many cases an obstructive uropathic phenome-

non, Schramm3 reports that essential hypertension

has no clear-cut etiology.

The writer's experience with hypertensive pa-

tients has demonstrated an important diagnostic

entity. The presentation of hypertension as a symp-

tom is only one phase of the diagnosis, while the

underlying cause may or may not be one of a com-

bination of contributing factors based upon a his-

tory of emotional, organic or pathological involve-

ment.

Because of such a diversity of opinion as to the

basic causes of hypertension, the mode of therapy

we are to use becomes a problem. We cannot ap-

proach the treatment of hypertension with any one

standardized form of medication. The writer's opin-

ion is that prompt alleviation of the predominating

symptoms, relief from nervous tension and reduc-

tion of the elevated arterial tension, are the pri-

mary objectives. For the moment, the underlying

causes become secondary as we probe deeper into

the symptoms, physical findings and results of lab-

oratory tests.

I believe that hypertension without any assignable

cause—essential hypertension—is a purely func-

tional manifestation of emotional origin. Lewi'1

directed attention to the flush of embarrassment,

the cold sweat of panic, the pallor of fear and

goose-pimples of surprise and shock—all due to the

emotional rections on the sympathetic, physiologi-

cally and psychologically akin to hypertension; all

due to the same emotional cause, all transitory,

none of any real consequence, but all disconcerting.

The therapy of hypertension has gone through a

number of cycles. We at one time believed protein

to be responsible for hypertension and kidney dis-

ease. All such patients were denied eggs and red

meat. Salt was not permitted. Then we had a

period during which focal infections, auto-intoxica-

tion, etc., were considered chiefly to blame. In the

more extreme cases, patients were told to stop

working, take it easy, take no exercise; and alco-

hol, tobacco, tea and coffee were denied. By this

time, the patient was in a fair way to becoming a

nervous wreck. These and many other theories and
therapies prevailed for a time, only to give way to

others which proved equally unsatisfactory and
were, in their turn, discarded.

It is admitted that the height of arterial tension

is one of the best indexes to the condition as well

as to the prognosis for the hypertensive patient.

It is not my purpose to list all of the methods of

therapy or to give a long list of drugs. I shall

merely mention a few of these drugs in order to

demonstrate their shortcomings.

Although the nitrites lower the blood pressure,

the speed and extent of decline depend upon the

dose and preparation3 as well as the degree of sus-

ceptibility or tolerance. Excessive doses of any of

the nitrites prove toxic after a time. Mild to severe

headaches, vertigo, etc., commonly ensue on the

use of the nitrites and, due to cerebral vasodilation,

they produce, the cerebrospinal fluid pressure may
be so greatly elevated as at times to greatly in-

crease the patient's suffering, even incapacitate him
entirely. Tolerance to the nitrites develops within a

few days through their continual use, and larger

doses must be used to obtain the original vascular

effects.

Thiocyanates, because of their so frequent toxic

effects, have lost what little favor they enjoyed for

a time. According to Corcoran and Page,6 neither

the decreased arterial pressure following sympa-
thectomy, nor the therapeutic use of thiocyanate,

brings about the undoing of the efferent arteriolar

constriction; so neither sympathectomy nor thio-

cyanate reverses the process that leads to increased

arterial pressure and renal vaso-constriction.

The place of digitalis should be considered in

those cases of essential hypertension associated

with myocardial failure.

Some time ago I had occasion to prescribe for

one of my patients a proprietory combination of

drugs, the formula of which impressed me as

rational and as likely, by synergistic action, to be

effective, certain objectionable features of any one

drug being counteracted by combination with other

drugs.
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The formula of this proprietary medicament*

consisted of theobromine sodium salicylate 2 l
/j.

grains, aminophyllin 1 grain and phenobarbital J4

grain. On trial this combination effected a gradual

lowering of the arterial tension. Its action was so

sustained that it appears to fulfill the requirement

of an effective hypotensive, even in those cases in

which medication is necessary over a prolonged

period of time.

Any vasodilating drug, according to Weiss and

Ellis,
7 which fulfills the demands in the treatment

of arterial hypertension must have a constant, sus-

tained action and must not act by dilating all the

constricted arterioles, must not give rise to unpleas-

ant symptoms or side effects; and must contribute

to the maintenance of the normal functions of the

organs, particularly of the heart and kidneys.

It is not the purpose of this paper to discuss the

pharmacology of the drugs contained in this rem-

edy which has proved so effective in my hands,

as their therapeutic action is thoroughly well known

through being prescribed so generally. I merely re-

port that a combination of drugs when properly

and scientifically formulated can adequately fulfil

our requirements for a potent hypotensive without

any side actions.

Aminophyllin exerts a vasodilator action and

aids respiration. Theobromine sodium salicylate

has its characteristic diuretic action, circumventing

edema. Phenobarbital has a mild sedative action,

favorably influencing the stabilization of the nerv-

ous syndrome. Such a combination of drugs prom-

ises to exert an efficient and effective hypotensive

effect, and this promise has been fulfilled in my
experience.

The following condensed report is made on a

group of patients for whom I have prescribed this

proprietory formula:

Case 1.—A 60-year-old man suffering severe precordial

pain radiating down the left arm on even slight exertion.

Nitroglycerine sr. 1 100 sublingual, and theobromine com-

pound with phenobarbital were prescribed. Short-lived re-

lief from severe attacks was afforded by the nitroglycerin,

but no apparent lasting relief from the theobromine. Placed

on Ambrotal, within 24 hours and for the past two months

the patient has been practically pain-free and is able to do

routine household duties and walk up hills and stairs with-

out difficulty. During this time his blood pressure has not

been affected, remaining at 136-140 86-90.

Case 2.—A 52-year-old woman with severe occipital

headaches, dizziness, precordial distress with palpitation for

over ten years. Blood pressure has varied from 210 130 to

240 144. Many different prescriptions have been used which

would bring relief of symptoms and lower pressure to 180-

200 106-116 for 1 to 2 weeks; then symptoms would re-

turn and another prescription would be used with the same
result. Placed on Ambrotal 2 months ago

;
pressure has

remained 170-180/96-102, and except for times of severe

emotional distress this woman has been practically symp-
tom-free.

Case 3.—A man. aged 65, first seen by me 3 months
ago. History of recent acute myocardial failure. He was

'Ambrotal is the proprietory name of this balanced combination
of drugs.

on digitoxin and some unknown hypotensive. Pulse was 64,

blood pressure 240 146; pulmonary edema moderate and

considerable dyspnea. Medication was not changed for the

first week and condition remained essentially the same.

Following this he was placed an Ambrotal (digitoxin con-

tinued). Within 3 days the pulmonary edema completely

cleared up, dyspnea gradually disappeared and the blood

pressure gradually dropped to 190 110. where it has essen-

tially remained for the past 6 weeks. He is now able to go

out for walks, walks upstairs without experiencing any

chest distress.

Case 4.—A woman, aged 78, with a history of occipital

headaches and dizziness for many years. When first seen

blood pressure was 192 106. Placed on wide variety of

hypotensives with slight reduction in symptoms, but pres-

sure remained essentially the same, the lowest recorded

being 186 102- Placed on Ambrotal 2 months ago; pressure

gradually dropped to 172 94, where it has remained and

except for an occasional very mild attack of dizziness, she

has been symptom-free.

Case 5.—A woman, aged 48, with a history of extreme

nervousness, fullness in head, occasional occipital headache

and dizziness. Blood pressure 192/96. Placed on Ambrotal,

seen 3 days later and stated she felt "wonderful," blood

pressure 152 86. Since that time she has had estrogenic

hormone therapy ; continues to be in good spirits, is symp-
tom-free and her pressure has remained at 148-152/84-86.

Case 6.—A woman, aged 67, with history of fullness in

head, severe dizziness, moderate dyspnea, and slight exer-

tional precordial pain, for 2 years or more. Examination

revealed generalized advanced arteriosclerosis, blood pres-

sure 176 112. Placed on Ambrotal and seen in 1 week; diz-

ziness, fullness in head and precordial pain had practically

disappeared, but dyspnea remained about the same. Blood

pressure has not changed materially in the past 2 months,

remaining at 170-180 106-114; but, except for the dyspnea,

she has remained practically symptom-free.

Case 7.—A man, aged 52, with history of severe precor-

dial pain on exertion since death of son 2 weeks previously.

Examination revealed amazingly advanced generalized ar-

teriosclerosis, blood pressure 156/102. ECG was within

normal limits. He was placed on Ambrotal and oral testos-

terone. Symptoms have gradually subsided and he is now
back at work as an automobile mechanic experiencing no

pain or giddiness. Blood pressure has not been materially

affected, remaining at 148-156/94-102.

Case 8.—A woman, aged 75, with history of severe dysp-

nea, hypertension (200 plus), ankle edema, and precordial

pain on slight exertion for many years. Examination re-

vealed blood pressure 236 122, greatly enlarged heart (to

left), and severe dependent edema. She was placed on dig-

toxin (this had to be discontinued because of extreme gas-

tric disturbance), and mannitol hexanitrite- Pressure was
reduced under this regimen to 194 104; but all symptoms
were exggerated, and- dizziness and headaches were added.

At her own request, all medication was discontinued. I did

not see her until a year later, at which time her condition

was essentially the same as at the first visit. She was then

placed on Ambrotal. Her pressure gradually dropped to

186 98 over a period of a month, the edema is markedly

less, the dyspnea and precordial pain much less pronounced,

and she has developed none of the side reactions she suf-

fered with the previous medications.

The following is a small group made up of pa-

tients who came for physical check-ups, with no

complaints of any import, who were found to have

hypertension in varying degrees and were all plac-

ed on Ambrotal. None had any side reactions. As

they had no complaints to begin with, merely a

report as to the effect of Ambrotal on the pressure

is made.
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Case P.—A man, aged 52, with original blood pressure

of 168/96; gradually reduced to 136/S8 in a period of a

month and has remained essentially that for the past 2

months.

Case 10.—A woman, aged 37, with original blood pres-

sure of 162/90; gradually reduced to 140/82 in a period of

2 weeks and has remained^ essentially that for the past 6

weeks.

Case 11.—A man, aged 46, with original blood pressure

of 194/106; dropped to 132/78 with no untoward reaction

and has remained essentially that for the past 4 weeks.

Case 12.—A young woman, aged only 34, with original

blood pressure of 186/94; no essential change in pressure

for 6 weeks; medication discontinued.

Of the 12 hypertensive cases presented, eight

showed marked improvement, two gratifying im-

provement, one no essential change in pressure;

and one, who previously had an anginal syndrome

has been given complete relief from all her symp-

toms.

Although 12 cases cannot furnish conclusive evi-

dence for evaluating the therapeutic efficiency of a

medicament, these results are so promising as to

deserve a clinical report, that other physicians may
have opportunity to give their patients, similarly

affected and not responding to conventional meth-

ods of treatment, a trial of this method, which I

have found gratifying. I am following through with

an additional and larger group. As soon as my facts

are correlated, I shall report them in a paper to

follow.

Conclusion

While it is generally recognized that rest and re-

assurance have an important place in the clinical

management of hypertensive patients, in relieving

the symptoms consequent on elevated arterial ten-

sion, no experienced physician would depend on

these measures alone. Remedial agents procured

from the drug store must be exhibited. Of these,

Ambrotal has given best results in my hands.

Following hypotensive therapy, the pressure drop

may not reach the conventional norm; however,

the lowered pressure may be the normal for that

particular patient.

Clinical and experimental studies indicate that

essential hypertension is a deep-seated constitu-

tional disorder which may be woven into the struc-

ture and personality of the individual.

The clue to the satisfactory management of the

hypertensive patient may often be found in the

emotional life of the patient.

Relieving the anxiety of the hypertensive patient

is important and can become more effective even if

the blood pressure level is not materially lowered.

By the judicious selection of medicaments great-

est symptomatic relief is to be obtained. The re-

sults in the case here reported strongly suggest

that a reliable preparation scientifically balanced

is now available in tablet form and enteric coated*
*"Ambrotal" is the registered trademark of Reeve Chemical

Company, Inc., 105 Court St., Brooklyn 2, N. Y.

to prevent any gastric disturbance. It is an effective

vasodilator, cardiac stimulant and diuretic, with a

supplemental mild sedative action.

Any hypotensive to meet clinical approval must
lower the blood pressure gradually and safely and

must maintain that level. It must be free of any

side actions and must give the patient the sympto-

matic relief anticipated from visiting his or her

physician.

My results were gratifying, my patients did not

complain of any side actions such as vertigo, head-

ache, fullness, etc., which were quite evident prior

to placing them on this preparation. I am now us-

ing it routinely for all my hypertensive patients.
—4446 Mission Street
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Preliminary Report of Effect of Two Hormones on
Rheumatoid Arthritis

(Proc. Staff Meetings Mayo Clinic, April 13th)

Certain clinical and biochemical features of rheumatoid
arthritis have been markedly improved by the daily intra-

muscular injection of either the adrenal cortical hormone,
17-hydroxy-ll-dehydrocortico-sterone (compound E) or

the pituitary adrenocorticotropic hormone, ACTH. Articu-

lar, muscular and other symptoms were lessened notably,

and sedimentation rates were reduced when either hor-

mone was employed; when the use of them was discon-

tinued symptoms and signs of rheumatoid arthritis usual-

ly, but not always, returned or increased promptly.

Certain clinical facts and theoretic considerations com-

bine to suggest that these adrenal and pituitary hormones
may be useful against other rheumatic diseases and against

certain nonrheumatic conditions.

In a survey of 315 distinct strains of staphylococci,

7-6% were found to be resistant of one unit of penicillin.
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DEPARTMENTS

HUMAN BEHAVIOUR
I'or this issue Thomas F. Coates, Jr., M.D-, of the staff

of Westbrook Sanatorium, Richmond, Va.

TREATMENT BY HYPNOSIS
Hypnosis has been known to man since ancient

times. Medicine men and priests used it for re-

ligious and therapeutic purposes. The ability to

hypnotize was considered supernatural and during

the middle ages came to be considered an evil

power, and the hypnotist was an agent of the devil.

The modern scientific use of hypnosis began with

lhe work of Anton Mesmer in the eighteenth cen-

tury. While Mesmer failed to recognize the psych-

ological nature of hypnosis and attributed it to

"animal magnetism" he stimulated other workers

n the field, and even indirectly influenced Freud,

whose failures with hypnosis led to his discovery

of psychoanalysis. With the advent of psycho-

analysis, interest in hypnosis as a therapeutic

method waned. During World War I interest in

hypnosis was revived, and during the past twenty-

five years significant advances in the technique

and understanding of hypnosis have been made.

Notable research has been carried on by trained

reliable investigators.

Because of its amazing character and often be-

wildering manifestations, hypnosis is readily mis-

understood not only by uneducated laymen, but by

intelligent laymen and professional men, whose in-

formation is apt to be gained from nineteenth cen-

tury literature, comic books, fiction or stage per-

formances. Hypnosis is particularly vulnerable to

undeserved condemnation and abuse on one hand,

and controlled, over-enthusiastic support on the

other hand. Many books and articles written for

the public are mixtures of ignorance, misinforma-

tion and half-truths, and may be entirely mislead-

ing.

Work with hypnosis has been stimulated by the

need for brief psychotherapeutic methods, and it

has been found to be effective in this field, and to

have certain advantages over other brief methods.

Physicians in general are apt to dismiss hypnosis

as of no practical value because of the belief that

results are achieved only by direct suggestion and

are purely temporary. This is far from the truth.

Hypnosis is of great practical value in the experi-

mental study of human behaviour and in psycho-

therapy.

Hypnotherapy is of great value in selected cases

when used as an adjunct to proven psychotherapeu-

tic methods. It may be used for symptom removal,

as an aid to psychobiologic therapy, and in the

form of hypnoanalysis.

Symptom removal is the oldest of hypnothera-

peutic techniques, and because it does not deal

with causes it is the least successful; however, in

selected cases, symptom removal may be of value.

Some cases of alcoholic addiction, nail-biting, in-

somnia, etc., respond remarkably well to symptom
removal.

Hypnosis can be extremely effective as an aid in

psychobiologic techniques of guidance, persuasion,

reassurance, desensitization, reeducation and recon-

ditioning. For such therapies a light or medium

trance is sufficient.

In certain cases requiring deeper therapy hypno-

analysis, a form of hypnotherapy utilizing hypno-

sis and psychoanalytic techniques may be employ-

ed. As a matter of course, in such cases the ther-

apist should be a person highly trained in both

hypnosis and psychoanalysis.

In summary, it may be said that hypnosis has in

recent years been revived both as an adjunct to

psychotherapy and as a method of studying human
behaviour. In the hands of competent therapists, it

has real value when utilized in combination with

various established psychotherapeutic techniques.

It is not a cure-all, and its development has been

hindered by extravagant and unfounded claims of

some of its exponents.

UROLOGY
Raymond Thompson, M.D., Editor, Charlotte, N. C.

CYSTITIS: CAUSES AND TREATMENT
Because cystitis is a common disease which af-

flicts both sexes and at all ages, and because it

frequently happens that a patient is given pro-

longed treatment for "cystitis" without any im-

provement, whereas if attention were directed to

lhe diagnosis and treatment of the primary disease

carried out, the inflammation of the bladder would

disappear, we need frequently to review our knowl-

edge of the subject.

There are a few types of cystitis in which the

pathology is located in the bladder. Chronic in-

fections of the upper urinary system usually cause

some degree of cystitis. In many instances, the

only symptoms of renal infection are urgency,

burning and frequency of urination. Pyelonephritis

should be considered as a possible cause in any

long-standing case of irritable bladder. The diag-

nosis can be made by excretory pyelography, ure-

teral catheterization, and cultures of the urine from

each kidney. Since the newer antibiotics have a

specificity for certain types of bacteria, the treat-

ment of this disease is much more satisfactory

than previously.
1. Norris J. Heckel, Chicago, in Miss. Valley Med. Jl., May.
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All these considerations, induced Heckel1 to

write a practical article on this subject, which is

herewith given in esence for our good.

Tuberculosis of the kidney has in the last few

years become less frequent. The manifestations are

chiefly the signs and symptoms of cystitis. The
kidney lesion, especially in its early stages, seldom

gives a sign. In the beginning the urinary fre-

quency is more disturbing at night—polyuria with

the nocturia. Later painful urination, urgency and

bladder spasms are characteristic. Tuberculosis of

the genitourinary tract should be suspected in any

patient with an irritable bladder. Nephrectomy

should be done at the earliest possible time, pro-

vided adequate proof be obtained that the disease

exists, and that it is unilateral.

A large staghorn calculus may form in one kid-

ney or both, and the patient have not a symptom.

The predominant complaint is cystitis which is

caused by the urinary infection secondary to the

calculus. Bladder calculi occur more frequently in

men than in women and always cystitis is asso-

ciated. On x-ray film 15 to 20 per cent of stones

fail to produce a shadow. Exact diagnosis can best

be made by a cystoscopic examination.

Bladder diverticulum is more common in men;

usually with obstruction at the bladder neck or

paralysis of the bladder with retention of urine.

A sac of a diverticulum may be of greater size than

the bladder. Because of the retention of urine and

infection, cystitis always coexists. This, with the

signs and symptoms of bladder-neck obstruction,

is suggestive. Cystoscopy will reveal the location of

the orifice, cystography the size of the diverticu-

lum.

Tumors of the bladder rarely produce cystitis.

Prostatic hypertrophy afflicts from 65 to 70 per

cent of men aged 55. In enlargement of the mid-

dle lobe, a median bar or a fibrosis, cystoscopic ex-

amination is necessary in order to make an accu-

rate diagnosis.

Some state that 15 to 20 per cent of the men
who reach 60 will develop a prostatic cancer.

Early cancer of the prostate causes no symptoms.

It is only when urinary obstruction occurs or me-
tastases that the patient consults his physician.

Every man, regardless of the symptoms for which

he consults his physician, should have a rectal ex-

amination. If this is made a routine procedure,

many more early cancers will be recognized.

In a majority of cases of prostatic cancer the

diagnosis is easy to make; in a few it is difficult

rnd must depend upon a biopsy. Occasionally a

long-standing prostatic infection or prostatic stones

may be difficult to differentiate from prostatic can-

cer. The latter can be recognized in an x-ray film.

Chronic infection of the prostate does not prove

a previous venereal infection. Chronic prostatitis

may produce many types of symptoms, one group

being frequency, urgency, nocturia and burning,

usually with a urethral discharge especially upon

arising. The prostate gland is gently massaged and

the fluid expressed is examined under the micro-

scope. The presence of 10 or more pus cells to a

high power field is pathologic. Of all the various

treatments advocated for chronic prostatitis, pros-

tatic massage and the application of heat, prefer-

ably by a prostatic heater, is best. The newer anti-

biotics have little, if any, value.

Strictures of the urethra have greatly decreased

in frequency in recent years. The diagnosis is still

best made by sounds.

HOSPITALS
R. B. Davis, M.D., Editor, Greensboro, N. C.

TWO WRONGS DON'T MAKE A RIGHT
I would like to present a side of medical edu-

cation in the United States that is probably not

generally realized; i.e., the matter of stipends for

the preclinical professors in the first two years af

medical school. So far as I have learned, no one

has written on this subject. There is no reason for

a feeling that the cardiologist, the surgeon, or the

dermatologist, is rendering a more humanitarian

purpose than is the teacher. Although the pre-

clinical teacher does not often come in direct con-

tact with the sick individual, in an indirect manner

he comes in contact with more patients and there-

by renders, perhaps, greater humanitarian service.

The laborer is worthy of his hire. The doctor

who dedicates his life to teaching is in a strategic

position in the program of medicine. He, then,

should be paid in keeping with the service ren-

dered. Not long ago a professor teaching biochem-

istry made this statement to me, "The colleges will

employ a teacher as cheaply as they can get him

to work." He further stated that he was almost out

of tune with most the doctors with whom he was

graduated, those doctors having entered private

practice were making so much more money than

he, living in so much finer houses, driving more

expensive automobiles, and entertaining more elab-

orately. He cited the case of one doctor his college

had graduated a few years ago, only by giving him
the benefit of every doubt, his work was so in-

ferior to that of the average student in his class.

A few weeks before this conversation took place

between the writer and the professor, the professor

was told by the young doctor that he had not had

a very busy day, having seen no more than 35 or

40 patients, that he usually saw 65 or 75 patients

a day. That young man's net income must have

been five or six times as much as that of this pro-

fessor and head of a department, with a teaching
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experience of 25 years.

There are several reasons why the preclinical

professors are not paid better salaries, none of

them incorrectible, and none of them should have

ever prevented the teaching doctor from getting a

better income. One reason—and this to their honor

—is that the teachers in the preclinical years have

never organized in a concerted effort to increase

their income. Yet, self-preservation is the first law

of nature and as deplorable as it would be for

teachers to go on a strike, it seems sometimes that

it would be the lesser of two evils.

Another reason that they have not been better

paid is that tuition has not in a half-century been

in keeping with the expense of a medical educa-

tion, and if tuition and endowment are increased

it is too often spent for expensive equipment, and
buildings, and even propaganda to advertise the

greatness of the institution. We should recognize

that it is the teacher that imparts knowledge and

imbues the student with the ambition to become a

perpetual seeker after knowledge. No other expense

should be put ahead of obtaining good teachers.

Someone might say that many teachers are not

as interested as they should be, in our students,

and that the teachers do not work long hours. In

certain instances, all of this may be true. There
are good teachers and there are teachers who ded-

icate their lives unselfishly to a most honorable

purpose. More doctors would become teachers if

the income were in keeping with what they de-

serve. More doctors would spend more hours work-

ing in the teaching profession if they could feel

that members of the profession outside teaching

appreciated their efforts. How many of us in pri-

vate practice know the salary of a single preclini-

cal professor in our Alma Mater, or if we do, how
many of us would trade his income for the salary

of the teacher? On our part, this is a sin of omis-

sion; we omit to spend the time and energy neces-

sary to acquaint ourselves with the problems of

teachers of medicine, indeed of all teachers. From
now on it will be my privilege and pleasure to

work in behalf of their interests. I hereby invite

all doctors in private practice to investigate the

salary of the preclinical teachers in their Alma
Mater and if their experience coincides with mine,

to join me in a nation-wide propaganda campaign
of appreciation for their services. To those who are

financially able, and wish to give substantial sup-

port to their Alma Mater, do so with the string

attached that at least a certain percentage of the

gift must be used to increase the salary of the

preclinical professors. They have borne their bur-

dens well from that standpoint; they have com-
plained little.

Let us not delay in coming to their rescue until

they are forced to a less desirable means of relief.

GYNECOLOGY
Rachel D. Davis, M.D., Editor, Kinston, N. C.

Dr. Davis has outlined a number of articles for

her Department. Herewith is presented

—

ARTICLE I

A REVIEW OF THE EMBRYOLOGY, ANAT-
OMY AND HISTOLOGY, AND OF THE
BLOOD, LYMPH AND NERVE SUPPLY

OF THE CERVIX UTERI
Embryology:

Arises from mesoderm from the ventromedian

surface of the genital ridge. Becomes evident the

fifth to sixth week of life. Undifferentiated as to

pre-determined sex until seventh week.

7th week—The Mullerian ducts appear.

7th to 9th weeks—The caudal ends of the Mul-
lerian ducts fuse to form genital cord.

9th week—The fused common tube is the pre-

cursor to the uterus, the cervix and upper one-

third of the vagina.

At 6 weeks—The ectodermal genital tubercle ap-

pears, the caudal portion of which develops the

urethral groove.

7th week—the genital tubercle elongates to form

the external genitalia.

8th week—The urethral groove ruptures, mak-
ing the external opening for the urogenital sinus.

10th week—The growth of the permanent kid-

ney and suprarenal glands displace the Mullerian

ducts, making two bends and establishing three re-

gions: the upper unfused ends—the tubes; the

middle fused portion—the corpus; and a third or

caudal portion—the uterine cervix and the upper

third of the vagina.

12th to 20th weeks—The lower two-thirds of

the vagina rises from Muller's tubercle with the

entodermal epithelium of the mesodermal side of

the urogenital sinus replacing the epithelium of

the entire Mullerian system.

7th month—The uterine and cervical epithelium

invaginates to make the respective glands.

8th, 9th and 10th fetal mos.—Continued growth.

Anomalies occurring may include the kidneys,

ureters, bladder, urethra, Fallopian tubes, uterine

body, cervix and vagina in various relationships

and positions. The most commonly found are dou-

ble uterus, double cervix, absent uterus, absent cer-

vix, bicornate uterus, etc.; some connecting with

the external genital sinus, and some not.

Anatomy of the Cervix:

The lower constricted segment of the uterine

body, the cervix uteri, is cone-shaped, wider in the

middle, with the ends forming the internal and

external orifices, directed downward and backward,

the anterior lip being shorter than the posterior,
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yet both lips normally touching the posterior va-

ginal wall. The axis of the cervix is contrariwise to

the axis of the body. The cervix is divided into

two portions—the supravaginal and the vaginal;

the supravaginal portion being separate from the

bladder by fibrous tissue which extends laterally

between the broad ligaments. Posteriorly, the su-

pravaginal portion is covered by peritoneum which

is prolonged into the posterior vaginal wall where

it is reflected on to the rectum, forming the recto-

uterine excavation—the lowest point in the perito-

neal cavity.

Histology of the Cervix:

The cervix consists chiefly of circular bundles of

muscles with great sphincter powers. From outside

inward, the first layer is composed of a longitudi-

nal layer of muscle, continuous with the smooth

muscle of the vagina, and reaching above to be

continuous with the outer musculature of the uter-

ine body, ending in longitudinal bundles in the

broad and round ligaments. The next inner layer

is a great group of circular muscle bundles con-

tinuous with, and interlaced into, the lower anal-

ogous layers of circular and longitudinal muscles

of the stratum supravascularis of the uterine body;

hence the mechanism of cervical effacement. There

is a relative absence of the stratum vascularis and

the stratum submucosum as seen in the uterine

body; hence the relative freedom from hemorrhage,

except in the high lateral areas of the cervix. In

the cervical muscles, the collagenous and elastic

elements are especially numerous, being much more
abundant here than in the uterine body; hence the

great capacity for dilating and contracting. The
relative increase or decrease in the elastic and col-

lagenous elements produces relative atony or steno-

sis.

The mucosa of the cervix differs from that of

the corpus in that it is firmer, shows a surface of

multiple folds—room for dilatation. The surface is

lined with tall columnar epithelium with oval nu-

clei at the bases of the cells, with mucus in their

apices. A great number of these cells carry cilia

—

protective mechanism. In the mucosa are large

branched glands—sites for infection lined with tall

mucus-secreting columnar epithelium, guard plugs

for the corpus. The cervical mucosa and glands

have in recent works been found to undergo cvclic

changes.

The outer surface of the vaginal portion of the

cervix is covered with smooth stratified squamous
epithelium containing an appreciable wealth of

glycogen. The transition from the columnar to the

stratified squamous epithelium occurs just within

the external cervical os, and is often marked by
small papillae in the lamina propria—hence an

area for physiological erosion and cell unrest.

The Blood Supply:

From the uterine artery, from the anterior of

the internal iliac medialward on the levator ani

muscle, toward and 2 cms. from the cervix, it

crosses above and in front of the ureter to which

it gives off small branches, reaches the side of the

uterus, ascends within the broad ligament to the

tubal uterine junction, then laterally toward the

ovary, its terminal branches joining those of the

ovarian artery. This artery supplies branches to

the cervix and to the upper vagina—hence a low

blood supply. In the upper vagina it anastomoses

with the vaginal arteries. The venous return is

accomplished by the vaginal and uterine venous

plexus into the hypogastric veins—the route for

emboli.

The Lymphatics: Three sets

—

1. Externally to the iliac glands.

(Primarily drains the greater anterior half

of cervix).

2. Postero-laterally to the hypogastric glands.

(Drains greater part of cervix).

3. Posteriorly to the common iliac glands.

(Primarily drains posterior half of cervix).

Nerve Supply:

A review quickly—The entire autonomic nerve

supply of the cervix comes from the hypogastric

plexuses (presacral), to form the bilateral pelvic

plexuses from which nerve fibers course along the

great vessel in the broad ligaments and in the fas-

cia of the cardinal and uterosacral ligaments to

reach the fascial sheaths of the pelvic organs (ex-

cept the ovaries), to supply their muscular and
mucosal layers.

DENTISTRY
J. H. Guion, D.D.S., Editor, Charlotte, N. C.

DENTAL CARIES: The Effect of Two
Similar Diets

The findings on the relationship between the

nutritional value of a diet and the incidence of

caries are very contradictory. Based upon observa-

tions in human beings many have concluded that

the high nutritional value of the diet is of a pri-

mary importance for the prevention and control of

caries. Others, comparing the incidence of caries

in well and in malnourished subjects, are in con-

tradiction.

Because of this confusion, and for the further

reason that Schweigert et al. have observed signifi-

cant reduction in caries incidence through the par-

tial substitution of the dietary sucrose by lard, by
casein, or by both, certain Danish investigators 1

have tested the effect on dental caries of two simi-
1. H. Granadps, ct al.. Department of Diolugy, Polytechnic In-

stitutc, Copenhagen, in Jour. Dental Research, Feb.
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lar diets having the same growth-promoting action

and the same initial pH.

The two rations were outlined in such a way as

to include in both 70 per cent of their content as

ingredients of identical nature, mostly carbohy-

drates. The essential differences between the re-

maining 30 per cent of the two diets consisted in

the kinds and quantities of protein, fat and car-

bohydrates.

Thirty Syrian hamsters, 23 days old, from lit-

ters of a stock colony maintained on a diet of

Purina Laboratory Chow and raw milk, were litter-

mate distributed into two groups of IS animals

each. The animals were set in screen bottom cages

without bedding and reared for 100 days on the

two diets described. The rations, as well as dis-

tilled water, were available ad libitum, and the

animals were weighed ever}' week.

In Diet 1 the fat content was mainly lard, and

in Diet 2 the fat was butterfat, supplied by the

powdered milk.

Diet 1 contained 23.60 r
,r of protein, supplied

by the casein, yeast and corn. Diet 2 contained

only 12.52'r supplied by the powdered milk, corn,

yeast and alfalfa.

At the end of the experimental period the ani-

mals were sacrificed and autopsy was performed on

all. The molars were examined under a low-power

dissecting microscope and the gross carious lesions

were scored.

The animals from both groups exhibited the

same healthy appearance. The growth of the two

groups was the same. The autopsv did not reveal

gross changes other than those in the oral cavity.

Gingival atrophy and alveolar resorption were

found in most of the animals of Group 1. In some

animals of Group 2 these changes -were less mark-

ed.

Average scores of carious lesions: Group 1, 1.75:

Group 2, 2.43.

Since diet 1 induced a lower caries activity, con-

comitant with higher periodontic disturbances, it

is possible that the differences in protein content

of the two diets may have played an important

role in the causation of such an inversal relation-

ship between the incidence of caries and of perio-

dontal lesions in the two groups. This possibilitv

would agree with the results of the investigators

who have found that some amino acids and certain

products of protein putrefaction may decrease the

incidence of caries at the same time that they mav
produce marked periodontal disturbance.

food. Vitamin deficiency seems less prevalent in Poland than

il is in America.

The Finns are building new hospitals at a rapid rate

which, from an architectural point of view, surpass in both

beauty ;md function any of ours.Hospital accommodations

arc far superior to those in this country from several

points of view. Patient-units seldom exceed four to eight

beds and in general are limited to two patients. The
patient-units are protected from other hospital noises, and
in general one is impressed by the tendency to orient all

hospital functions around the interest and comfort of the

patient. This includes hospital structure, housekeeping ser-

vices, nursing and auxiliary nursing services, and medical

attitudes. This was the most striking contrast that I noted

between Finnish and American medicine, where, too often

in the latter the patient may be looked upon as a deterrent

to the efficient functioning of the hospital services.

GENERAL PRACTICE
William R. Wallace, M.D., Editor, Chester, S. C.

Good Health, Good Medicine, Good Hospitals in

Poland and Finland
(E. B. Ferris. Cin.. in Cincinnati Jl. of Med.. Nov.)

Although I saw hundreds of patients, I did not see a

sinsle case of primary vitamin or nutritional deficiency,

which verifies the impression that the people have adequate

TICK PARALYSIS IX EASTERN' UNITED
STATES

Abstracted from Article by T. G. Ransmeier, M.D., in Jour, of
Pediatrics, Vol. 34, No. 3, 1949.

Tick paralysis in man and animals was first

mentioned in Australia more than a hundred years

ago. In 1904 it was described as affecting sheep in

South Africa. Later cows, horses, rabbits, guinea

pigs, dogs, cats and other animals have been found

susceptible. The disease is commonest in the young
of the various species. The first human cases in

North America were reported from British Colum-
bia in 1912, followed shortly by others from Ore-

gon and Idaho. Since then the disease has been

recognized in Crete and Jugoslavia, and reports of

many additional cases have been published from

the northwestern L'nited States and western Can-

ada. The first cases from the eastern states were

reported from South Carolina and Georgia in 1938.

Various species of Ixodidae (hard ticks) have

been reported to cause paralysis. Argasidae (soft

ticks) have not been implicated. While engorging

on its victim, the tick apparently injects a neuro-

toxin. This toxic agent is thought to act upon the

spinal cord anl bulbar nuclei, causing incoordina-

tion, weakness, and paralysis. Evidently it is rap-

idly destroyed or excreted, for when the tick is re-

moved the nerve cells regain normal function.

In the eastern United States the dog tick, Der-

macentor variabilis Say, has been responsible for

paralysis in cases where positive identification of

the tick was made. Reports from South Carolina

iind Washington City of finding D. andersoni on

patients with tick paralysis are subject to question

since D. andersoni is not known to occur in the

East. On the other hand, D. variabilis is widely

distributed over the East as far west as Texas,

Oklahoma and Nebraska, and is also prevalent in

California.
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Since 1938 three cases of tick paralysis have

been reported from Georgia and three from South

Carolina followed by single cases from North Car-

olina, New York and the District of Columbia, two

from Kentucky, and three from Virginia. In all,

14 cases occurring east of the Mississippi River

have been published, and one from Texas. As yet

the disease has not been reported from New Eng-

land. Additional cases might be expected through-

out the range of D. variabilis.

It appears that the tick must feed for several

days before symptoms develop. Paralysis has oc-

curred in infants after a tick has engorged for

four days, and various studies indicate that large

amounts of toxin are injected on the fifth and

sixth days. Female ticks may feed on a suitable

host for periods of four to ten days or more. Male
ixodid ticks engorge to a lesser degree and feed

lor a shorter period. It has been suggested that this

may explain why the female is more apt to pro-

duce paralysis.

Most human cases occur in children, especially

in young girls. The tick is "usually attached to the

scalp and hidden by the hair. Both whites and

non-whites are susceptible.

Irritability may be noted 24 hours before ap-

pearance of motor symptoms. Mild diarrhea mav
occur. In many cases the first alarming symptoms
appear in the morning when on arising the child

shows weakness and poor control of the legs.

Usually there are no sensory changes. There may
be hyperesthesia and paresthesia in the affected ex-

tremities. Flaccid paralysis soon develops and

ascends in one or more days to involve the trunk,

arms, neck, tongue and pharynx. Tendon reflexes

?re diminished or absent. If the trunk is affected

the abdominal reflexes also are unobtainable. There

is little or no stiffness of the neck and back. With
bulbar involvement the voice becomes thick and
nasal; the child is unable to swallow and chokes

on pharyngeal secretions. Nystagmus and strabis-

mus are sometimes noted, and in infants terminal

convulsions may occur. The respirations become
abdominal in type, shallow, rapid and finally irreg-

ular. Restlessness gives way to stupor and death

results from paralysis of the respiratory muscles

or from respiratory obstruction by aspirated mate-
rial.

The temperature seldom exceeds 100° F. unless

there is a secondary infection. The leucocyte count
;

s usually normal, although a count of 10,000 to

17,000 is occasionally observed. The spinal fluid ;s

almost always normal. The erythrocyte count,

hemoglobin, and urine show no changes.

If the tick is removed before appearance of bul-

bar symptoms, the paralysis subsides and recovery

is complete within a few days. In milder cases re-

covery may be complete within 24 hours. Never-

theless all patients should be observed carefully

until recovery is well under way, because if other

ticks or retained mouthparts have been overlooked

the paralysis may progress. When bulbar or res-

piratory paralysis develops, death may occur if the

tick is not removed in time.

The tick is usually located on the scalp or neck,

but may be attached to any part of the body, espe-

cially the ear, axilla, groin, vulva, or popliteal

space. It should be removed immediately, with

care that the mouthparts do not remain embedded
in the skin. Mouthparts which have been retained

should promptly be exvised. The whole body sur-

face should be searched for other ticks.

Tick paralysis must be differentiated from polio-

myelitis. Usually there is no fever or muscle spasm

and little or no stiffness of the back and neck, and

the spinal fluid is normal. Ataxia often precedes

paralysis by hours or even days—first in the legs,

then in the arms. Ascending involvement is partic-

ularly suggestive of tick paralysis, while progres-

sion of paralysis without fever is uncommon in

poliomyelitis. The muscular weakness in typical

cases is diffuse, and symmetrical. Generally there is

equal involvement of the legs, but sometimes the

tendon reflexes return more rapidly on one side

than on the other.

The prognosis is excellent if the whole tick is

completely removed. The recovery is generally

rapid and complete when the removal of the tick

has been 'accomplished.

SURGERY
William H. Prioleau, M.D., Editor, Charleston, S. C.

FOREIGN SUBSTANCE AND BOWEL
ANASTOMOSIS

The large intestine does not lend itself to

anastomosis as well as the small intestine due to

the fact that its walls are less pliable and its con-

tents more solid. Anastomosis of the large intestine

has to be made under most favorable conditions,

and even then there is some uncertainty concern-

ing its security. For additional protection against

leakage the anastomosis is often reinforced with

omentum, either pedicled or free.

Inasmuch as the first stage of the healing process

is agglutination of the opposed surfaces by coag-

ulation, it was only natural to think that the re

cently developed absorbable hemostatic materials

might be suitable for reinforcing intestinal anasto-

mosis. Experiments along this line were conducted

by Laufman and Method. 1 They sutured strips of

gelatin sponge and oxidized cellulose around the

bowel over the anastomotic line. In the small in-

testine there was no difference in the results be-

tween the control and the experimental group.

Thev all did well.
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In anastomosis of the large intestine the con-

trol group did much better than the experimental

groups. In the latter there was a high incidence of

peritonitis and disruption of the anastomosis. In

the surviving animals of the experimental groups

there was evidence of a healed but extensive peri-

tonitis. While all anastomoses were made carefully

by the open method, the unavoidable sources of

contamination were the open ends of the bowel,

and the suture holes which pierced the submucosa.

The most likely explanation of the poor results

in the experimental groups is that the absorbable

hemostatic substances liquefy more rapidly in a

contaminated field. This situation creates an idea!

culture medium for the growth of any bacteria

present. In the control group the local defense

mechanism was generally able to take care of any

contamination.

While it is sometimes dangerous to apply to

human beings the results of experimental work on

dogs, it seems safe in this instance to assume that

gelatin sponge and oxidized cellulose should not be

used to reinforce anastomoses of the large intes-

tine.

1. Laufman, Harold, & Method, Harold. S., C. & O.. Vol. 86:
669-673, 1948.

PEDIATRICS
Albert M. Edmonds, M.D., Editor, Richmond, Va.

INSTRUCTIVE BITS FROM A SYMPOSIUM
OX PEDIATRICS

(Jour. Mo. State Med. Assn., Dec.)

H. E. Peterson. M. D.: In upper respiratory

injections sulfadiazine should be given in full dos-

age from the beginning—a grain of sulfa per pound
of body weight per day, divided into six doses and
given at 4-hr. intervals. Children stand larger doses

of sulfa than adults and with fewer complications.

The same remarks go for penicillin. Many doctors

use penicillin in inadequate doses to begin with and

then, after patient starts to show improvement,

taper off. Penicillin should be given in large doses,

given until the patient is well, and then stopped. I

would condemn the use of sulfa frequently for

mild upper respiratory infections or for children

subject to frequent colds.

C. T. Herbert, M. D.: Following this last

measles epidemic, I have had three cases of acute

nephritis. If a nephritic patient is just having some
red cells and a few casts with no edema and no

distress, or O want, there is no emergency. But if

the child is edematous and needs O, one should try

to get in and one has to remove the edema. Re-

strict fluid, give 2 per cent magnesium sulfate in-

travenously. If able to take it by mouth, give 50

per cent magnesium sulfate until diarrhea develops

and then stop it. Amigen or any other protein prep-

aration is contraindicated in nephritis. Give a salt-

free diet—wash the butter and bake the bread.

Such patients are losing proteins, so give beef, veal

and chicken. Push proteins as much as possible by
mouth, but at first the nephritic is not going to

eat. He cannot, because he is sick, so one has to

tide him over as best one can, but no protein sub-

stitute should be given intravenously or subcutane-

ously.

If there is any secondary infection, give peni-

cillin in big doses until the infection is conquered

and then stop it. Urine specimens, nonprotein N
and b. p. should be checked daily. I try to keep

my patients down until they are free of fever, are

gaining weight (have no edema) and are not losing

any blood in the urine.

C. K. Hamilton, M. D.: I do not think there is

any good treatment for pinworms in infants.

Eventually the child will expel all his pinworms
and be free from the infestation. Of course they

crawl out of the anus at night and lay eggs on the

skin and crawl back in, and the youngsters scratch

themselves and get eggs" under the fingernails and

on the bed-clothing, and they put their hands in

their mouths and reinfect themselves and may in-

fect the whole family. The whole family must be

examined and the whole family treated. Into a

crock of hot water put a handful of garlic bulbs

and let it steep over night—in the basement. The
next morning give a plain enema, then one or two

ounces of this garlic solution as a retention enema,

and repeat daily for several days. Mittens to keep

the youngsters from scratching themselves. Around

the rectum S per cent ammoniated mercury will

take care of the eggs on the skin.

Youngsters who have been exposed, we can pre-

vent the measle attack by using large doses of

serum gamma globulin within the first six or seven

days. This serum is an antibody. Those who receive

the serum gamma globulin after the attack has be-

gun go through a much milder course. Sometimes a

rash lasts a day or so, and sometimes there is 3

little elevation of t. and little cough and coryza.

It is an important therapeutic and prophylactic

procedure in the treatment of measles.

H. E. Petersen, M. D.: Colic? One first takes

the fat out of the food, in favor of assimilable

forms of carbohydrate. (I speak of bottle babies.)

Atropine is of value, and phenobarbital is indispen-

sable. Then assume that the baby may be allergic

to milk. Put him on goat's milk, or soybean prod-

uct. The use of pabulum or rice flour or potato flour

to thicken the feeding is of tremendous value. One
may need to try them all and use them all. If there

is any one answer, I have not found it. It is not a

completely hopeless problem, but in some of the

cases the main thing to know is the art of keeping

the mother happv until the baby is 3 or 4 months

old.
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Dr. Hamilton: I have never seen colic in a

clinic baby. I do not believe in the strict schedules.

The clinic babies are generally fed when hungry.

Mothers who have eight or nine children do not

have time to worry about the youngster, if he has

colic or not. A loose schedule of feeding and less

concern from parents will minimize much of the

crying.

Dr. Peterson: If these colicky babies are allow-

ed to have their food every couple of hours, small

amounts of one or two ounces or as much as they

wish, many of them will be kept still with that.

Dr. Herbert: I give fruits, cooked in the pres-

sure cooker, starting with dried peaches and add-

ing a lot of sugar, pulverizing the whole; and sel-

dom do I have to use a laxative. When I do, petro-

syllium is the one I prefer.

Jackson Eto, M. D.: In case of constipation it

would be wise to look at the anus for rectal As-

sures. Apply 10 per cent silver nitrate solution to

any fissures. Sometimes one has to resort to min-

eral oil to keep the bowel movements soft. B-com-

plex may change the bacterial flora of the intes-

tines, thus preventing the formation of hard, dry

stools. Feeding a little molasses or dilating the

the rectum will help in a lot of these cases. The
small tip of the douche equipment, greased with

vaseline and pushed into the rectum, will help

many a child to pass a stool comfortably.

W. J. Shaw, M .D., Moderator: Last year in

Missouri 49 of the 67 reported deaths from per-

tussis were in infants under 1 year of age, 41 under

6 months. Should immunization be done earlier?

J. C. Jandon, M. D.: There is a fair amount of

evidence that one can transfer immunity to the

fetus by immunizing the mother during the last tri-

mester of pregnancy. At one clinic pertussis im-

munizations with a water vaccine are started in

(he first 6 to 12 weeks of life.

E. J. Schwartz, M. D.: Hyperimmune human
serum, one dose shortly after exposure and another

dose a week later, protect the majority of young
children from whooping cough. Those are the ones

that most need protection. Two or three doses of

hyperimmune serum in the treatment of the whoop-

ing cough cut down the severity and frequency of

the paroxysms and shortens the duration of the

disease.

Dr. Landon: Benadryl and pyribenzamine have

been disappointing in the treatment of infantile

eczema. If the eczema is due to allergy to milk,

number one on my list is nutramigen.

For active rheumatic fever give salicylates for

symptomatic relief but rest still remains the only

thing that we really have in the active treatment.

Dr. Shaw: At six years an immunized, Schick -

positive child is exposed to a case of diphtheria in

the home. Should one give a small dose of anti-

toxin?

Dr. Jandon: All susceptible contacts of a diph-

theria patient should be given antitoxin 1,500 to

5,000 units.

Routine tetanus toxoid inoculation is strongly to

be advised.

We are starting to feed our babies when they

want to be fed, and to individualize their care from

the first day. We are going back to some of the

good old grandmothers' ideas.

THERAPEUTICS
J. F. Nash, M.D., Editor, St. Pauls, N. C.

THE THERAPEUTIC TEST: A NEGLECTED
DIAGNOSTIC METHOD

When tests are inconclusive or cannot be per-

formed, when consultation is refused, when the

diagnosis cannot be made with the data at hand,

in many cases much may be gained by applying

the therapeutic test.

A sensible Jerseyite 1 thus begins an article as

full of meat as an egg.

Take good note of the particulars following:

Vitamin Deficiencies.—Where a vitamin-B-com-

plex deficiency is suspected, the preferred combina-

tion contains only thiamin chloride, riboflavin, and

niacinamide. Folic acid might improve a patient

with unsuspected pernicious anemia and so confuse

the diagnosis. Folic acid is specific for sprue and

with rare exceptions should be reserved for that

condition.

Hypervitaminosis.—The vitamin enthusiast may
be removed from his beloved capsules for a few

weeks to see if his ill-defined complaints clear up.

Gout.—No laboratory or x-ray studies are of

much use in early gout. In atypical arthritis or

arthralgia, rarely a spectacular success will result

from the use of colchicine or neocinchophen.

Spondylitis.—Despite sclerotic changes in the

spine found by x-ray, much "arthritis" is emotion-

ally produced. Two incapacitated patients were

cured recently by psychiatric interview.

Masked Hyperthyroidism.—The occasional ben-

efits that elderly coronary patients derive from

aminophyllin, phenobarbital, or potassium iodide

tablets are probably due to the iodine content and

a masked hyperthyroidism. The elderly patient

whose auricular fibrillation responds poorly to the

digitalis preparations is suspect. Because the B.

M. R. in heart failure may be misleading, a thera-

peutic test with propyl thiouracil is indicated. An
obese woman of 67 with auricular fibrillation did

not respond to digoxin or quinidine, but after two

weeks of propyl thiouracil the pulse was normal in

rate and rhythm. Propyl thiouracil is more specific,

but the iodides are more rapid in action and might

be indicated in a toxic patient.

1. Sidney Friedenberg, Camden, in //. Med. Soc. N. J., Mar.
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Hypothyroidism is common, frequently with

other diseases and so overlooked. If one or two

grains of desiccated thyroid substance do not clear

up the fatigue, irritability, and complaint of ab-

dominal distention in a short time, there is no hy-

pothyroidism.

Scales for Hypochondriacs.—Recountal of symp-

toms suggests brain tumor, hypoglycemia, carci-

noma, and psychoneurosis. All are discarded except

the latter when the serious mien vanishes as she

darts over to the scales, her expression beatific, like

a pagan worshipper approaching a minor shrine.

The Climacteric.—All hot flashes are not the

menopause. If 100,000 International Units of

estrogenic substance has been given weekly for

three weeks without improvement the climacteric

has little to do with the emotional symptoms.

The male with coronary-artery disease who ben-

efits from testosterone propionate does so because

the Leydig cells of his testicles have ceased to

function.

Premenstrual Tension.—The mechanism is wa-

ter reention: it is often confused with neurosis. In

10 days preceding onset of the menses give am-

monium chloride or methyl testosterone. Intramus-

cular mercuhydrin is more dramatic in its relief.

Stilbesterol, one or two mgms. daily, for the first

20 days of the period to inhibit ovulation. This is

also useful in dysmenorrhea.

Addison's Disease.—Five mgms. of desoxveorti-

costerone acetate intramuscularly and salt solution

intravenously for three or four days to a cachec-

tic, vomiting patient whose sorrowing family are

gathered at the "death-bed'
-

may establish doctor's

fame (for a month or two).

Chronic Urticaria & Pruritus. — Spraying the

mattress and base-boards with a DDT solution

may result in a "cure." Nocturnal pruritus in an

elderly lady cleared up with one application of

the emulsion of benzvl benzoate although lesions

tvpical of scabies were not found.

Exfoliative Dermatitis. — An obdurate case

should have a trial of BAL therapv.

Myasthenia Gravis.—The "neurasthenic" who
complains of spells of weakness or more localized

complaints will, within the hour, be greatly re-

lieved by the diagnostic ampule of neostigmine and

atropine sulfate, if myasthenia gravis is the cause.

Convulsive Disorders.—In children, the possibil-

ity of petit mal is often forgotten. A girl of seven

complained of weakness and dizziness, usually on

her way to school. Tridione cleared up the svmp-
toms completely: and the syndrome recurred when
a placebo was given. In narcolepsy amphetamine
sulfate produces an immediate, gratifying effect;

it may lessen the appetite and if it does desoxye-

phedrine hydrochloride mav be found to be equally

effective.

Postero-Lateral Sclerosis.—A course with a good

crude live rextract should be given for several

months. Pernicious anemia may announce itself by

neurologic symptoms before the blood picture is

diagnostic.

Syphilis.—Late latent syphilis with positive

serologic reaction, no physical findings, and a nor-

mal fluoroscopy of the heart and great vessels need

not be treated. If vague symptoms persist a course

of bismuth—orally or intramuscularly—should be

first given. Some cases of "inoperable carcinoma"

have yielded to penicillin and mapharsen, before

their day to K I.

Headaches.—In a case of headache of "chronic

sinusitis," relief with an "antihistaminic" tablet

suggests an allergy. Migraine is aided within the

hour by dihydroergotamine subcutaneously. An
elimination diet for food allergy sometimes is cura-

tive. -Nicotinic acid intramuscularly or intraven-

ously is temporarily effective in the "hypertensive"

headache.

Occipital neuralgia is improved by procaine hy-

drochloride infiltration into the scalp or occipital

nerve. The same result may sometimes be obtained

bv spraying with ethyl chloride spray.

Chronic headache in the elderly often responds

well to nicotinic acid, 25 to 100 mgms. q. 4 h. The
"small apoplexies" also benefit from its use.

Examination of the eye grounds should be done

before treatment is initiated.

OBSTETRICS
H. J. Langston, M.D., Editor, Danville, Va.

. A NEW PREGNANCY TEST
A new pregnancy test, apparently highly accu-

rate, inexpensive and simple to perform in the of-

fice without the use of animals or the aid of an

outsidelaboratory, is presented by Garrett. 1 The
test has been used with slightly varying technique

on 250 patients without one incorrect result.

The test is recommended in cases which fulfill

the following criteria: 1 ) history of reasonably reg-

ular menstrual periods: 2) present periods over-

due: 3) healthy appearance with no anemia or

vaginal bleeding: 4) pelvic examination reasonably

normal findings, except for possible signs suggest-

ing pregnancy: and 5) subject must not have had
any recent endocrine treatment with the exception

if thyroid. These criteria having been satisfied: 1)

1 mg. estrone in oil is injected deep into a deltoid

muscle: 2) 48 or 12 hrs. later a similar injection is

made into the other deltoid muscle, and 3) five

days after the first injection (120 hrs.) 1 mg.
estrone in oil is injected into the deltoid first used.

Atner. Jl. of Surg., Sept.,



May, 1949 SOUTHERN MEDICINE & SURGERY 145

Alternate method: If for some reason the third

injection cannot be made five days after the first,

the second injection is made 72 hrs. after the first,

and the third is made six days after the first.

If menstruation intervenes, a diagnosis of no

pregnancy is made and the test discontinued.

If the vaginal bleeding begins within 24 hours

following the third injection, and lasts 24 hours or

more, the patient is presumed to -be not pregnant.

If she fails to have such a vaginal flow, she is pre-

sumed to be pregnant.

The test is not applicable to a patient who is

bleeding.

The woman whose vaginal flow is overdue for a

period of days or weeks and then appears is a con-

stant worry to the physician. The test will prob-

ably prove to be of little value in patients with

ectopic pregnancy, hydatidiform mole or chorio-

nepithelioma, but it will prove satisfactory for rou-

tine use on most patients who walk into the physi-

cian's office.

GENERAL PRACTICE
James L. Hamner, M.D., Editor, Mannboro, Va.

PHYSICAL TREATMENT OF THE HEMI-
PLEGIC PATIENT IN GENERAL

PRACTICE
Many doctors in general practice would like to

know how best to manage their patients who have
"had a stroke." Dinken 1 writes hopefully and in

detail.

Treatment should be instituted in most cases

within the first week. The fear of producing ex-

tension or reactivation of the cerebral vascular le-

sion is without justification. The common contrac-

tures about the shoulder can be avoided, as can
the flexion deformities of wrist and fingers, the

externally rotated hip, the flexed knee and the

dropped foot.

Measurement of the extent of disability, and
progress in recovery, should include determination

of muscle strength, range of joint motion and
functional testing of the factors inherent in daily

living.

There are 20 movements in the upper extremity;

1 5 in the lower. In addition, the patient is tested

as to his ability to perform the activities of dailv

life.

Any combination of the following items may
be required in the individual case:

1. Physical Therapy

1. Heat (hot packs, infra-red, paraffin, etc.)

2. Massage
3. Electrotherapy, i.e., low frequency current

for electrical stimulation

1. Iliiruld Dinken, M.D., Denver, in Jl. A. M. A., April 30th.

4. Mechanotherapy (pulley exercises, shoul-

der wheel, parallel bars, etc.)

5. Exercise (passive, active assistive, active

and active resistive, muscle reeducation,

gait retraining, speech, etc.)

6. Appliances (splints, braces, crutches,

canes, etc.)

II. Occupational Therapy
1. Diversional activities (tonic)

2. Functional activities, i.e., fine coordination

of fingers, hands, etc. (kinetic)

3. Prevocational (metric)

III. Rehabilitation

1. Physical

2. Psychologic-psychiatric

3. Social

4. Educational

5. Vocational

The three principal indications given for the use

of heat in hemiplegia are pain, spasticity and ede-

ma. Patients fare better with moist heat by hot

packs, followed by massage, especially if edema is

a feature. Aside from these limited indications,

heat and massage are of little value. It is infinitely

more important to devote time to the functional

program of retraining and movement reeducation.

When flaccidity persists electrical stimulation

may help to maintain tone and prevent atrophy.

Spastic groups should not be stimulated. Movement
reeducation must be done painstakingly indicating

to the patient origins and insertions and type of

movement desired. Often, reciprocal motion or use

of the good extremities first will be of help. In

many cases movement is possible even though the

patient, on direct questioning, denies ability to use

the part Every attempt should be made to make
the patient ambulatory as soon as possible. Some
mechanical aid may be required, at first, in the

walking program. Postural and balance training

should be incorporated in the program.

Pulley exercises offer reciprocal motion which is

invaluable. They permit stretching of contractures,

such as occur in the shoulder. The patient conducts

the movement and hence does not fear the pain of

passive stretching as done by another. Appliances

are often indicated. Splints may be made of plas-

tic or of padded plaster shells. They are espe-

cially useful in prevention of contractures of the

wrist and fingers. A short leg brace with a 90°

stop at the ankle may be required to correct a per-

sistent drop foot which interferes with walking.

The use of a foot board earlv, to keep weight of

the bed clothes from the lower extremities is of

value. Sandbags or pillows may be used to main-

tain normal alignment in bed.

Occupational therapy provides many activities

improving muscle strength, coordination and en-

durance, boosts morale, and helps toward return-

ing the patient to societv as a productive citizen.
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HEAD INJURIES IN

GENERAL PRACTICE

THE EMERGENCY MANAGEMENT OF
CRANIOCEREBRAL INJURIES

Any physician may be called upon to care for

a patient with an acute head trauma, and, Martin 1

well says, it is within the ability of any physician

to give such a patient intelligent care when the

treatment does not involve major neurosurgical

procedures.

There is little to be gained by classifying cranio-

cerebral trauma on the basis of the type of frac-

ture, since some of the most severe injuries are

accompanied by no bone injury whatsoever. On
the other hand, severe fractures may be sustained

with minimal neurological injury. Craniocerebral

injuries range from so-called mild concussion, with

or without temporary loss of consciousness, to pro-

found shock, unconsciousness for hours or days,

with signs of organic destruction: or an open

wound ranging from a minor scalp abrasion to :t

compound, comminuted fracture with indriven bone
fragments and herniation of the lacerated brain.

Shock should be treated by replacement of any
considerable blood-loss; patient flat in bed, but

the head of the bed should never be lowered; bed

warm, face on side and with the tongue held out

of the throat if the airway tends to obstruct. At

first opportunity he should be given a thorough

neurological examination without excessive manip-
ulation. The unconscious oatient can be well ap-

praised by studying the pupillary reflexes, the tone

of the facial musculature, the various skin and ten-

don reflexes, the tone of the muscles of the ex-

tremities, the pulse, b. p. and r., and the evidences

of any localized flaccidity, spasticity, or convulsive

movements.

X-ray study of the head must be deferred until

completely out of shock and until after a period of

rest in bed, unless it is the very rare instance of a

depressed fracture with convulsions or intracranial

bleeding. Even so, x-ray pictures are seldom a ne-

cessity. The presence or absence of a fracture of

the skull seldom alters the care of the patient,

since the injury to the brain is the important issue.

It is well, especially in the unconscious patient, to

take at the same time pictures of the cervical spine,

since the chances for cervical injury are great in

accidents resulting in craniocerebral injury.

Such patients, especially those who have suffered

severe injury, will be intermittently irrational and
verv restless. Morphine must never be given to

such a patient. The patient is not restless because
of pain, but because of the irritative phenomena

1. John Martin, Chicago, iv. me, March.

which are peculiar to cerebral injury. Give sodium

amytal sufficient to quiet but not to stupefy. Only

mild restraint should be applied. Restlessness may
mean a full bladder, wet sheets, unnoticed fracture

of extremity, or other simple thing. B. p. recorded

hourly in the unconscious patient, r. watched for

any depression, pupils for any change in response

to light. A lapse from lucidity into unconsciousness

or even mild stupor is one of the cardinal signs of

post-traumatic intracranial bleeding. One should

be on the alert for convulsions or one-sided spas-

licity.

IHe patient with the milder head injury, with

or without a fracture, should be allowed out of bed

at his own discretion as soon as he feels like get-

ting out, but he should not be allowed to escape

ihe observation of the doctor for several days, until

all likelihood of delayed complication is past, such

as subdural clot formation. Usually headache di-

minishes as strength and well-being return. Great

concern tor one oj these headaches on the part oj

tin doctor may establish it on a chronic basis.

If the patient remain? unconscious he will need

Lie usual attention to fluid intake—24-hour total

of 1200 to 1500 c.c. if there be cerebral edema

—

protein kept high, chloride within normal limits.

Head of the bed elevated slightly after the b. p.

stabilized, penicillin as a prophylactic against

pneumonia: patient turned frequently, and care of

the skin must be meticulous. Lumbar puncture is

nut us' Jul in reducing the intracranial pressure, the

fluid rapidly reforms; it is much better to give 150

to 200 c.c. of 50% sucrose, without dilution, as an

intravenous drip over a period of two hours, re-

peated twice during 24 hours s. o. s. Intravenous

magnesium sulphate is not without danger of pro-

ducing convulsions. Ordinarily any other form of

medication is contraindicated.

. In case of flow of blood or cerebrospinal fluid,

or both, from the affected ear, such an ear must

never be inspected with instruments—never swab-

bed, cleansed, or irrigated. A soft, copious absor-

bent occlusive dressing should be placed over that

side of the head and ear, the patient elevated

slightly in bed and kept continuously in bed. and

cautioned to lie either on his back or on the oppo-

site side. Most such complications are self-limited

and the draining stops after a few days. Penicillin

or the sulfonamides are to be given continuously

until after all show of drainage has ceased. Cere-

brospinal rhinorrhea must be treated by same med-

ication, and no instrumentation or blowing of the

nose.

Sinus of decrebrate rigiditv mean the prognosis

is almost certainly fatal.

Any scalp wound deserves careful surgical treat-

ment. The hair should be clipped and shaved wide-

ly awav from the wound; the wound should be
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thoroughly cleansed and debrided and a large pres-

sure dressing applied. The fingers of the patient

must be kept from contact with the wound. Drains

are never to be used. Local 1% novocaine suffices

for anesthesia in most scalp wounds.

The ordinary depressed fracture of the skull,

without laceration of the scalp, is seldom a surgi-

cal emergency, and many such depressions cause

no neurological symptoms and never require surgi-

cal correction.

Intracranial hemorrhage is one of the few surgi-

cal emergencies related to craniocerebral surgery.

In case of period of consciousness, followed by a

slowly developing stupor and increasing spasticity

on one side of the body'—a dissecting, extradural

hematoma may be suspected. In case of convul-

sions on the spastic side and some pupillary en

largement on the other side, most such patients

show a fracture line crossing a vascular channel in

the calvarium on the side opposite the spasticity.

Five patients required a second treatment and in only one

patient did the condition recur.

The Clinical Evaluation or Glycerite of Hydrogen
Peroxide in Vaginal and Cervical Infections

(S. P. Norman and P. P. Norman, Maiden, Mass., in Jl.-Lancet,
Minneapolis, Feb.)

Glycerite of hydrogen peroxide has been so successful in

the treatment of dermatological infections that it occurred

to us that it might be useful in the treatment of infections

of the mucous membranes, especially as seen in vaginal and
cervical conditions.

The solution used consisted of glycerite of hydrogen pe-

roxide as available in a 90% solution of hydrogen peroxide

in anhydious glycerol to a dilution of 2.5%.* For its fun-

gicidal potency and for stabilizing purposes, oxine is pres-

ent in a concentration of 0.1%. Previous reports have de-

scribed glycerite of hydrogen peroxide as bacteriotoxic for

Gram-positive and Gram-negative organisms, as well as

for B. tetanus and C- Welchii infections. It has been de-

scribed as clinically effective for postoperative wound in-

fections and for infections of the skin and mucous mem-
branes. Used orally, it lessens the number of pathogenic

bacteria-

The mixture possesses properties desirable in a vaginal

preparation in that the glycerol is hygroscopic; the pe-

roxide bacteriotoxic and deodorant; and the oxine lethal

to flagellate parasites.

Twenty successive patients were given treatment. All

complained of vaginal discharge and presented a typical

syndrome of (1) acute vaginitis (mixed type)
; (2) cervi-

cal reosion with discharge; (3) vaginal trichomonas infes-

tation. For this preliminary series, no bacteriological studies

or hanging-drop preparations were made, since we. did not

anticipate the results achieved, which we felt, however,
warranted early publication.

For each patient a vaginal tampon was saturated with
glycerite of hydrogen peroxide (2.5%) and inserted. This
was removed and the vagina and cervix inspected when
the patient returned in 24 hours. When necessary (in 5

of 20 patients), a second tampon similarly medicated was
inserted.

Twenty successive patients, presenting typical vaginal

and cervical infections, bacterial and parasitic, were treat-

ed with glycerite of hydrogen peroxide tamponage. Fifteen

patients had complete remission following one treatment.
'Supplied by International Pharmaceutical Corporation, Bos-

ton, Mass.

AUTOUROTHERAPY in URTICARIA
(S. A. Donieio, in Acta Med. Philip V, 1948, via Cur. Med. Dig.,

Jan.)

Results are on a group of 112 patients with urticaria of

varied etiology. Into a sterilized basin, the patient voids

urine. Fiist flow is discarded. To every c.c. of the freshly

voided urine, one drop of 1% iodine in 70% alchol is

added. The mxture is slightly shaken, allowed to stand 1

or 2 minutes, and is ready for injection. An injection of

1% novocaine solution is first made. Start with 0.5 c.c. in

children, 1 c.c. in adults and increase by multiples of 0.5

c.c. and 1 c.c, respectively. Give daily or e.o.d. After a

series of 5 to 10 injections rest 5 to 7 days; repeat series

as occasion demands.

During periods of treatment the patient is to eat all

foods which have brought about attacks of urticaria.

In this series the number of injections ranged from 5 to

25—15 average. Absence of symptoms even after a pro-
longed taking of fods which were previously productive of

symptoms was required for classing as a cure. In 80% of

there cases other treatments had been tried but gave only

a temporary relief.

Of the group of 112 patients, 106 have had a follow-up

study from three months to three and one-half years.

There has been no recurrence of the urticaria during this

period of observation. One case failed to respond to 45

injections. There were no untoward reactions to the treat-

ments save local pain. Abscess-formation occurred in four

cases.

The Practical Management of Acne
fPaul G. Reque in Jour. Med. Assn. Ala., March)

The most important local remedy used in acne is sulfur,

jsually as lotia alba, N. F., the formula for which is:

Zinc sulfate 4
Precipitated sulfur 10

Potassium sulfurette 10

Rose water, q.s. ad 100

Occasionally 2% resorcinol and 2% sulfur precipitate,

in an emulsion base, is preferred- Drying of the skin, mild

exfoliation, and mild antiseptic action result from the use

of these preparations and they are applied each night to

all areas involved. A recently marketed sulfur preparation

is of particular value in treating deep seated papules and

pustules. It is applied locally by means of a glass rod to

the individual lesion once or twice daily, being rubbed in

for about one minute. Durring the day an astringent lotion

consisting of 1% boric acid and 1% camphor in alcohol is

washed over the face and neck removing excess oil.

Hospital officials did a double take when they came
across an item in the Franklin (Pa.) News-Herald a while

back. It read, in part: "The donation will be used to pur-

chase new wenches for the hospital, as the old ones are in

a dilapidated state."

A molybdenum-iron complex (Mol-Iron, 2 tab. t.i.d.)

has been found to be very effective in causing significant

increases in the hemoglobin concentration of most patients

with anemia of pregnancy within a three-weeks period.

If the hemoglobin does not show a significant increase in

this period of time, further hematologic studies are indi-

cated.
—Dieckwann.

Accidents come fourth as a cause of death in the U. S.

Statistics have shown that in a 6-year period 3.9% of all

motor-vehicle drivers were involved in 36% of the acci-

dents.
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GOVERNMENT MEDICAL CARE IN ACTION
A Boston doctor who has recently had a period

of medical practice in England, this following on

a number of years, residing in that country re-

cently contributed an article 1 on the present status

of practice among Britishers.

In England the panel system was initiated in

1912 for more than a fourth of the population;

during World War II it was expanded to include

half the population. Under this system only the

services of the general practitioner in the office and

at home was provided. Since July, 1948, all types

of medical, nursing, hospital, and dental services

have been included, and eyeglasses, dental replace-

ments, braces, sick room appliances—all the things

incident to sickness and accident—have been prom-

ised.

Practitioners are swamped by patients with petty

complaints. Certificates for sick leave, extra food

and even hot-water-bottles take up much of their

time. Those doctors with a panel of 2,000 see an

average of fifty patients a day; those with a panel

of 4,000, 100 a day. The panels are large, as indi-

viduals are assigned directly to the general prac-

titioners only. The easiest way to get off work is

by means of a doctor's certificate, and if the doc-

tor doesn't readily comply, the individual joins

another panel. X-ray service, for the most part, is

limited to the hospitals, and so those rendering this

type of service have not sufficient time to meet the

demands of all such hospital cases. House calls

day or night being free, a practitioner is commonly
worn out by night calls, which he dare not refuse,

lest the case be possibly a grave emergency; and

there's the dread of being reported to Government

officials. Orthopedic appliances and eyeglasses, be-

ing free, are so over-prescribed that more than half

the estimate for a year was used up in the first

three months.

For specialists (in England these are known as

consultants) the average compensation is $2,500

net after taxes—and this for one who has spent a

minimum of fifteen years in study and practice.

The mechanic in England is better compensated!

When convalescence is paid for by others it is

bound to be protracted. Subjective symptoms are

always difficult for the physician to evaluate, and

the addition of certain factors inherent in govern-

ment care of sickness makes differentiation of se-

rious organic illness from functional or simulated

complaints wellnigh impossible. Since it is advan-

tageous for individual to present themselves to a

doctor makitig medical complaints, more and more

are doing so, to the further confusion of an already

hopelessly confused system.

Then there is the factor of laboratory abuse, a
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practice much too general in our own country. A
clinical pathologist- tells us plainly that the

alarming increase in the number of laboratory ex-

aminations must stop or be stopped before things

reach the stage of becoming a farce. It would give

rise to much acrimonious debate, says this sufferer,

whether the process should be stopped by the clin-

ician, by the laboratory staff, or by the hospital

authorities, and whether it should be stopped by
innuendo, persuasion, coercion or compulsion. He
does not propose to allow himself to become en-

tangled in this delicate point; but he is sure that

more collaboration between clinical and laboratory

staffs could do much to root out obsolete and un-

necessary work, and in other cases properly chosen

investigations which are of importance could be

substituted with advantage to all.

One wonders how bitter must be the reflec-

tion of a British doctor today, when he recalls

how once he could sing, "Britons never, never,

never will be slaves."

1. Sweet, W. H., in N. E. Jl. of Med., Feb. 3d.
2. E. B. Hendry, M.D., in Brit. Med. Jl., Sept., 1948.

PEOPLE DO NOT LIVE LONGEST IN STATES
WHERE DOCTORS AND HOSPITAL

BEDS ARE THICKEST
The Statistical Bureau of the Metropolitan Life

Insurance Company has computed life tables for

the white population of the United States, by sex,

in each State and in the several geographic div-

isions of the country.

The best record for longevity in our country is

found in the West North Central States—average

length of life (expectation of life at birth) 65.23

vears for white males and 69.22 years for white

females. At the adult ages, the West North Central

States also hold the banner record. The area of

poorest showing—you would never guess it—is

the Northeastern area of the country. Thus, at age

45, expectation of life among white men was 27.56

years in the West North Central States, as com-
pared with 25.37 years in New England, and with

only 24.74 years in the Middle Atlantic States—
New York, New Jersey, Pennsylvania, Maryland
and Delaware; among white women the corre-

sponding figures were 30.23 years, 28.32 years and
27.56 years.

I started out to determine the population per

doctor of medicine in practice, and the population

per hospital bed in these three groups of States.

Two whole days were spent on the West North
Centra! and the New England figures, so the Mid-
dle Atlantic figures went undetermined.

Pop. per M.D. Pop. per Hosp. Bed
Minnesota 900 225

Iowa 842 291

North Dakota 1230 221

South Dakota 1300 200
Kansas 833 313

Nebraska 800 257

Missouri 730 277

Total 6635—Ave- 948 1784—Ave. 255

Pop.perM.D. Pop. per Hosp. Bed
Massachusetts 534 185

Connecticut 630 202

Rhode Island 745 211

New Hampshire 715 189

Vermont 652 264

Maine S3S 245

Total 4114—Ave. 686 1296—Ave. 216

Here are the figures, honestly come by, accepted

as authentic, so far as I know, by everybody. They
show for the group of States in which expectation

of life is highest less than 74 per cent as many
doctors, and less than 85 per cent as many hospital

beds per 1000 of population, as shown by the

group of States in which expectation of life is sec-

ond lowest. As to hospital beds the discrepancy is

even greater, for throughout New England there

are Convalescent Homes, Retreats of various sorts,

and other institutions which are to all intents and

purposes hospitals, and the beds of these institu-

tions are not included in this enumeration.

Finally, the suicide rate in the Western group is

materially lower than in New England. Thus it is

seen that the people in this Prairie group of States

are not only kept alive longer, but are kept hap-

pier, than are those in which wealth, culture, doc-

tors and hospital beds most abound.

DR. KITCHIN RETIRES
After nearly 20 years of high accomplishment

in the post of president of Wake Forest College,

Dr. Thurman D. Kitchin has asked to be relieved

of the exacting duties of the office. Almost con-

stantly since his graduation in medicine in 1908,

Dr. Kitchin has devoted his large energies and

abilities to the service of Wake Forest. For many
years he was dean of the medical school, and when
the presidency of the college became vacant the

Board of Trustees turned as one man to Dr. Kitch-

in to take up where Dr. William Louis Poteat left

off; and a great man and an illustrious teacher

stepped into the shoes of a great man and an illus-

trious teacher.

Let us all hope that the like will come about

when President Kitchin lays down the scepter in

June of next year, as to the succession, and as to

the then President-Emeritus Kitchin continuing to

teach and advise at this old college as did Presi-

dent-Emeritus Poteat.

DR. KING HIS COUNTY'S CHOICE
GENERAL PRACTITIONER

The doctors of Mecklenburg proclaim that Dr.

Parks McCombs King holds first place with them

as General Practitioner of the Year. Since 1903,
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except for a year in France in World War I, Dr.

King has ministered to the health needs of persons

in every .stratum of this city's and county's people,

and all these people have found his services of the

highest scientific grade and rendered with the

kindliest consideration.

The members of the Medical Society of the

State of North Carolina could not possibly do bet-

ter than to vote him the Stale's best; and then it

would be entirely fitting for the American Medical

Association to choose him the first doctor in the

Nation.

RADIOLOGY A MEDICAL SPECIALTY
NOT A HOSPITAL APPANAGE

At a meeting held May 10th the North Caro-

lina Radiological Society spoke out as follows:

Whereas

—

1. The practice of Radiology is an important part of

the practice of Medicine; and

2. At least twenty-nine Blue Cross hospital policies do

not include the practice of Radiology; and

3. The Medical Society of the State of North Carolina

is attempting to form a medical insurance plan for

the lower-income group;

4. It will simplify the acceptance of this medical in-

surance by the public if Radiology is included in

the Medical policy rather than as at present in the

Hospital policy.

Therefore, be it Resolved: That the North Carolina Ra-
diological Society go on record as being in favor of elim-

inating X-ray practice from the Hospital policies and of

favoring the inclusion of the practice of Radiology in the

Medical and Surgical policies.

Be it further Resolved: That our representatives to tlr;

Council of the North Carolina Medical Society be advised

of this action.

Be it further Resolved: That individual copies of thess

resolutions be forwarded to all the Trustees of both Blue

Cross companies in North Carolina.

Be it further Resolved: That copies of this resolution

be forwarded to the Governor of North Carolina, the

Insurance Commissioner of North Carolina, and the indi-

vidual members of the North Carolina Legislature.

It is our understanding that the courts have

ruled repeatedly that only doctors of medicine can

legally practice medicine. True, we see notices in

the daily papers advertising psychologists, hair-

removal specialists, and others, as holding them-

selves out to the public for what looks to the

naked eye just like the practice of medicine. And
only last week there came to this office a card

signed by "Mrs." somebody, offering "professional

care of alcoholics'' at a certain address.

I hope the radiologists maintain their position

is practitioners of an important specialty of medi-

cine, and not hire themselves to hospitals, to be
sublet to individuals in need of expert radiologic

examination or treatment.

^Doctor Gliomas ffi- iticfllmr

By Dr. William Francis Martin

Doctor Thomas Marshall McCoy was one of

Mecklenburg's oldest, best known and most belov-

ed family doctors, and his passing a few hours after

the close of New Year's Day, at his home in Char-

lotte, saddened the hearts of all of his associates in

the medical profession as well as countless friends

and patients throughout Mecklenburg, Gaston and

Lincoln counties.

"Dr. Tom" was born August 30th, 1873, in Long

Creek township, Mecklenburg County. He attended

school at Beech Cliff Academy until the age of fif-

teen, when he was forced to give up his schooling

in order to help his father with the farm work, as

he was one of the oldest of a family of twelve chil-

dren. He still had a great desire for a better edu-

cation and after a few years he reentered school

at A. & M. College (now State) at Raleigh, but

soon his finances ran low and he was compelled to

return to the farm again. After a few years his

yearning for more education, and the realization

that farming was not especially profitable, caused

him to make up his mind to again leave the farm.

He sold his livestock and other farm equipment,

and began working as a guard of prisoners. After

several years of saving his earnings he entered the

North Carolina Medical College at Davidson, re-

ceived his diploma in 1906 and began practice at

Mountain Island, N. C. For many years his prac-

tice covered a large surrounding area, traveling in

his road cart or buggy over bad roads, many now
40 or 50 feet under Catawba River, in all kinds of

weather, both night and day, often receiving very

1'ttle compensation, but his first thought was to

care for the sick.

In 1908 Dr. McCoy was married to Miss Daisy

Shipp of Yazoo City, Miss., who was a school

teacher in his community. Later they moved to

Mt. Holly, and here a large number of new families

were added to his already large practice in the

Mountain Island community, but he worked even

harder, never failing to heed any call.

After many years he began to feel the strain

that a large country practice always entails, so he

decided to move to Charlotte. Here he soon had a

large office practice, and continued making many
calls in Gaston County and kept office hours three

afternoons a week in Mt. Holly, because he would

not refuse to serve the many patients and friends

he had made during the years. He soon realized

that his work was just as heavy as ever and he

continued in very active practice until two years

before World War II, when due to his age he was

compelled to slow down with his work. Then, he

had a period of lighter work.
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Now came the war and the shortage of doctors

and Dr. McCoy, being a loyal citizen and having a

great love for humanity, soon found himself back

in active practice, doing his part. He also served

on the Medical Examining Board. On July 19th,

1944, his beloved wife, who had been an invalid

for a number of years, and for whom he had cared

so tenderly, passed away, and after this he devoted

even more time to the care of the sick and needy.

After the war was over he tried once again to

give up his active practice, which he did to some

extent, but there was always those who would have

no one but Dr. Tom. Even though he was in de-

clining health for several months before his death,

he was still seeing some patients in his office, both

in Charlotte and Mt. Holly, and making calls. Four

days before his death he spent the day at his be-

loved home place in the country and went rabbit

hunting, his favorite sport. Three days before his

death he made calls on the sick.

Dr. McCoy was an honorary member of the

Mecklenburg County Medical Society, the Tri-

State Medical Association and the North Carolina

State Medical Society. He never tried, or even

cared for the fields of specialization—that is, the

specialization so much desired by so many doctors

of today—but his specialization was his great love

for humanity, which was manifested by his un-

selfish, untiring administration to the sick, of

whatever grade of wealth or color.

Dr. McCoy was born and reared an Episcopal-

ian and was an active supporter of St. Mark's

Episcopal Church in Long Creek community where

he and his family had been communicants for years

past. Here his last rites were held and he was laid

to rest in the church burying ground. Not being

blessed with children of his own he spent much of

his time and means on the education of his neph-

ews and nieces whom he loved and who loved and

honored him.

As one who knew him intimately for many vears,

I can say there was never a finer Christian gentle-

man, doctor or friend, and I pray to God that we
may have more men like him.

NEWS

The phenomenon of antagonism among different kinds

of microorganisms was employed empirically 30 or more
centuries ago by the Chinese who cured boils, carbuncles,

infectious acne, and like ailments by treating the infected

areas with soybean curd that had become infested with
mold (Penicillium.") —Texas Reports on Biology & Md.

Abnormality or the serum potassium should be con-

sidered whenever the patient consults a physician because
of severe muscular weakness.

—Sou. Med. 11.

University of Virginia School of Medicine

Dr. F. D. Woodward, Professor of Otolaryngology, ad-

dressed the Section on Otolaryngology of the Washington
Academy of Medicine on "The Treatment of Chronic Sup-

puration of the Ear" at the Army and Navy Club on
March 15th.

On March 17th and 18th, Dr. Oscar Swineford, Jr.,

participated in the Symposium on Allergy and Immun-
ology, held by the Medical College of Virginia, presenting

a paper entitled "The Role of Infection in Allergy."

On April 1st, under the auspices of the Postgraduate

Program for House Officers, Dr. John S. Lundy of the

Mayo Clinic lectured to the faculty and student body on
the subject, "Anesthesiology Offers Many Opportunities."

Dr. James F. Brailsford of Birmingham, England, was
guest speaker at the meeting of the Virginia Radiological

Society, held at the University of Virginia Hospital on
April 2nd. Dr. Brailsford spoke on the "Diagnosis of Bone
Tumors-"

On April 4th, the Postgraduate Program for House Of-

ficers piesented as guest speaker Dr. Charles H. Best,

University of Toronto. The subject of Dr. Best's lecture

was "The Pancreas, the Guardian of the Liver."

Dr. Oscar Swineford, Jr., spoke on "Some Problems of

Bacterial Allergy" at the meeting of the Southwestern

Allergy Forum, held at El Paso, Texas, April 4th and Sth.

Dr. H. B. Mulholland addressed the Harrison County
Medical Society, Clarksburg, West Virginia, on April 7th,

on "Modern Treatment of Diabetes Mellitus."

Dr. Nicholson J. Eastman, Professor of Obstetrics, Johns
Hopkins Medical School, delivered the first Annual Tiffany

Johns Williams Memorial Lecture on April 8th. The title

of Dr. Eastman's lecture was "The Placental Barrier."

Dr. H. Rowland Pearsall has been promoted to Assistant

Professor of Internal Medicine and designated Coordinator

of the Cancer Program, effective April 1st.

Dr. Page Booker has been appointed Instructor in Pe-

diatrics on completion of his residency on July 1st-

Medical College of Virginia

The 112 th commencement of the College will be held at

the Mosque Theatre, June 7th, Honorable William M.
Tuck, Governor of the Commonwealth, delivering the ad-

dress. It is expected that 239 students will be graduated

from the schools of medicine, dentistry, pharmacy and
nursing this year.

An honorary degree of Doctor of Science will be con-

ferred upon Dean Emeritus, Dr. Wortley F. Rudd-

Bowman Gray School of Medicine
Dr. Frederick A. Blount, graduate of the University of

Pennsylvania School of Medicine, has been appointed as-

sistant in clinical pediatrics. Dr. Angus Crawford Ran-
dolph, graduate of the medical school of the University of

Virginia, has been appointed instructor in clinical psychia-

try.

A crystalline non-alkaloid product of ragweed first de-

tected and traced to its isolation by its antistaphylococcic

activity was prepared from crude aqueous leaf extract.—Texas Reports on Biology & Md.

New Funcus Killer is Discovered by Duke Student
Glen R. Gale, a 19-year-old pre-mcdical student from

Mount Croghan, S. C, reported his discovery May 7th

at the annual meeting of the North Carolina Academy of

Science held at Chapel Hill. An unnamed organism which
kills fungi. Gale's discovery was tested against 28 different

fungus organisms and killed or stopped the growth of all

of them. Among the- fungi tested were those causing ring-

worm, athlete's foot, and two lung infections. The new
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fungus killer was equally effective against organisms which

cause apple scab, cotton-root rot, apple blotch, canker of

leaf spot, foot rot in wheat.

Dr. W. Harding Kneedler, who succeeded to the prac-

tice of Dr. E. J. Wannamaker some 15 months ago, an-

i.ounces his return to Siam as a Medical Missionary. His

address will be care American Presbyterian Mission, Bang-

kok. His family will remain at Davidson, N. C. Dr. John
Minroe DOUGLAS will take over Dr. Kneedler's office and
records, and the records of Dr. Wannamaker.

Dr. David T. Smith, Professor of Clinical Medicine at

Duke, was chosen president-elect of the National Tuber-

culosis Association, at its meeting held at Detroit the first

week in May. Dr. H. Stuart Willis, of the State Sanato-

rium at McCain, was re-elected secretary.

Dr. C. A. Kinney, who has been a member of the sur-

gical stafi of the McLeod Infirmary, Florence, S. C, for

the past 14 years, and chief surgeon of the infirmary

since the death of Dr. James McLeod in 1947, has ten-

dered his resignation to the board of trustees of the in-

stitution with the request that it be effective at once.

It is announced that Dr. O T. Ftnklea has been ap-

pointed acting director of the surgical division of the

hospital, with Dr. M. D. Ellis filling temporarily the va-

cancy caused by the resignation of Dr. Kinney.

Course in Gastrointestinal Surcery

The National Gastroenterological Association, in cooper-

ation with the Postgraduate Division of Tufts College

Medical School and the First and Second Surgical Services

ol the Boston City Hospital, announces a course in gastro-

intestinal surgery to be given at the Boston City Hospital

on October 27th-29th.

The ccurse will be under the direction of Dr. Owen H.
Wangenstcen. Professor of Surgery, University of Minne-
sota Medical School; assisted by Lord Alfred Webb-John-
son. President of the Royal College of Surgeons, London,
other distinguished guests and the members of the surgical

staff of the Boston City Hospital.

Enrollment in the course is limited to 250, the fee $35.00

persons. Veterans may take this course under per G. I. Bill

of Rights.

For juriher information and enrollment write the NA-
TIONAL GASTORENTEROLOGICAL ASSOCIATION,
DqS. GSJ, 1819 Broadway, New York 23.

American Association of Railway Surgeons

The Sixty-first Annual Meeting of the American Asso-

ciation of Railway Surgeons will be held at the Drake
Hotel, Chicago, June 30th—July 2nd.

Room reservations may be made at the Drake Hotel or

at the nearbv Knickerbocker Hotel.

DIED
Dr. Spurgeon B. Moore, 57, Portsmouth, Va., eye, ear,

nose and throat specialist, died May 2d in a hospital

shortly after he suffered a heart attack at his home. Dr
Moore was active in civic affairs and served as a member
of the City Council from 1932 to 1936. He served as a

phvsician in the Naval Hospital in Portsmouth in World
War I.

He was a native of Vilas, N. C, and had lived in Ports-

mouth for 31 years. Survivors include five doctor brothers:

Dr. Delos Moore of Dublin, Ga., Dr- William G. Moore of

Sumter. S. C, Dr. B. D. Moore and Dr. Oliver S. Moore
of Mount Hollv and Dr. Edgar D. Moore of Charlotte.
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Dr. Isaac Carrington Harrison, 78, a former president

of the Medical Society of Virginia and for 35 years a

leading physician of Danville, Va., died recently at a Rich-

mon hospital. Born in Amelia County, he was a graduate

of old Richmond College and later taught school in North
Carolina. He received the degree of M.D. at the Univer-

sity of Virginia in 1895.

Dr. Harrison became president of the Medical Society

of Virginia in 1932.

He was active in the organization of both Hilltop Tu-
berculosis Sanatorium and Memorial Hospital, in Dan
ville. For a number of years he served on the Danville

School Board, the Danville Police Commission, and the

Virginia State Board of Medical Examiners. He began the

practice of medicine in Clarksville in 189S, going to Dan -

ville in 1910.

BOOKS

Dr. Cecil Rigby, prominent Spartanburg, S .C, physi-

cian, died suddenly March 23d at his home. He was a

graduate of The Citadel and the University of Maryland.

Surviving is his wife, Dr. Hallie Clark Rigby, who was
associated in practice with him.

Clinical Experiences with a New Antlhistamlnic

Drug—Thephorin
(M. Monchek, New York City, in Jl.-Lancet, Nov.)

Results:

Seasonal hay fever (early, middle and late

types) 77.1% relieved

Bronchial asthma (seasonal and non-sea-

sonal types) 57.8% "

Allergic vasomotor rhinitis 68.9% "

Cutaneous allergies (acute and chronic

urticaria, atopic eczema and contact

types of dermatoses) 91.7% "

A new antihistaminic drug, Thephorin, was evaluated

clinically in 113 allergic patients.

The depressant effect so frequently encountered by pa-

tients receiving the other histamine antagonists was far

less frequently observed by persons taking Thephorin. The
wakefulness it sometimes produces can be effectively coun-

teracted by the use of a mild sedative-hypnotic.

Thephorin deserves a definite place in the management
of allergic disorders.

None of the antihistaminics has a curative action and
none of them must be looked upon as a substitute for the

usual procedures in the therapy of allergy. As with other

drugs, the relief obtained with Thephorin lasts only for

several hours.

FUNDAMENTALS OF INTERNAL MEDICINE, by
Wallace Mason Yater, Yater Clinic, Washington, D. C.

Third edition. Appleton-Centitry-Crojts, Inc., New York.

$12.00.

With justice is the claim made that in this edition

is retained the original concept of simplification

and conciseness and exclusion of theoretical and

redundant material. There is a new and enlarged

article on Electrocardiography. Chemotherapy and
Antibiotic Theragy are given a section as is Inha-

lational Therapy. In the body of the book doses of

drugs are given in the metric system only, but a

table of equivalents of the two systems is given in

the back of the book. It seems that little if any-

thing has been left out the inclusion of which

would have added to the value of the book to the

busy doctor or his patients.

THE COMPLEAT PEDIATRICIAN, Practical, Diag-

nostic, Therapeutic and Preventive Pediatrics, by Wllburt
C. Davison, M.A., D.Sc, LLD., M.D., Professor of Pedia-

trics, Duke University School of Medicine and Pediatrician,

Duke Hospital. Seemaii Printery for Duke University Press,

Durham, N. C. 1949. Sixth Edition. $5.00.

The preface tells us that in this, the sixth, edi-

tion, 6,500 lines have been changed and additional

pediatric information gleaned from 2,500 recent

articles correlated with the preexisting knowledge

and presented as an up-to-date digest. A great

many users of previous editions have found the

Compleat Pediatrician, with its emphasis on symp-
toms and signs as clues rather than on description,

of more practical value than a systematic text-book.

The author repeats his initial declaration that this

book was not intended to be read consecutively,

but only when in need of information. Nowhere else

can a doctor experiencing the need for help in mak-
ing a diagnosis or suiting treatment in a difficult

pediatric case apply with better prospect of having

his needs met.

CHARLES B. TOWNS HOSPITAL
ESTABLISHED 1901

FOR ALCOHOLISM NARCOTIC AND BARBITURATE ADDICTIONS exclusively

The Towns Treatment for alcoholism is a medical and psychiatric procedure. Restoration of normal
physical functioning is the first objective. This makes possible a more rapid approach to the ALCOHOLIC
PROBLEM itself and to its varied psychiatric manifestations.

The Towns Treatment for the varied drug addictions accomplishes a rapid but human withdrawal.

It is effective in reducing the intensity of the withdrawal syndrome. The psychological phase of the

habit receives individualized psychiatric attention in an effort to minimize relapse.

Patients are assured complete privacy if desired. Length and cost of treatment are predetermined.

Physicians and psychiatrists in residency. Trained nursing, physio and hydrotherapy staff.

Literature on request.

W. D. Stlkworth, Medical Supt. Edward B. Towns, Director

293 CENTRAL PARK WEST • NEW YORK 24, N.. Y. • SChuyler 4-0770
Member American Hospital Association. Our adv.also appears in the JAMA and other hading medical

journals.
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HANDBOOK OF MATERIA MEDICA, TOXICOL-
OGY, AND PHARMACOLOGY, bj Forrest Ramon Dav-

son, B.A., M.Sc, Ph.D., .Ml: Consultant and Toxicolo-

gist, Minneapolis, Minn. Formerly Assistant Professor of

Pharmacology in Sc1h.h1 of Medicine, University oi Ar

l.ansas, Little Rock. Fourth edition with 35 illustrations

including 4 in color. The C. V. Mosby Co., St. Louis. 1949.

$8.50.

The author's aim in this revision is to present

again information on drugs essential for the student

in medical college and the physician in practice.

Due notice is paid to the trend toward a closer cor-

relation between the basic sciences involved and

clinical medicine. Certain essentials of pharmacy

are presented. Prescription writing continues to be

given a place of prominence. New remedies which

have proved their usefulness and others which hold

lorth promise of becoming very useful are ade-

quately discussed. The author has accomplished his

aim of presenting useful, practical and up-to-date

information.

THE ALCOHOLIC WOMAN: Case Studies in the

Psychodynamics of Alcoholism, by Benjamin Carpman,
M.D.. Chief Psychotherapist, St. Elizabeth's Hospital,

Washington. The Linacre Press, Washington 6. 1948. $3.75.

The claim is made that "Dr. Carpman's work

explores the real reasons for the desire to drink

—

'•e not only tells what happens to the alcoholic

roman, but why she is that way."

The accuracy of the case histories given is not

questioned. But that these alcoholic women were

(or are) typical alcoholic women is not true; it is

not 5 per cent true. Not even the authority con-

ferred by a staff position at St. Elizabeth's can

make this book anything other than a collection of

prurient tales.

A PRIMER OF ELECTROCARDIOGRAPHY, by
George E. Burch, M.D., F.A.C.P., Henderson Professor of

Medicine, Tulane University school of Medicine; and
Travis Winsor, M.D., F.A.C.P., Assistant Clinical Profes-

sor of Medicine, University of Southern California Medical

School. Second edition, thoroughly revised, with 265 illus-

trations. Lea & Febiger, Washington Square, Philadelphia

6. 1949. $4.50.

The appreciative welcome accorded the first edi-

tion of this work necessitates the publication of a

second edition. The plan of the first has been fol-

lowed in general. Mechanisms responsible for the

various patterns of infarction are desscribed in

more detail and are more profusely illustrated. The
book is heartly recommended to all those who wish

to begin the study of how to make and interpret

electrocardiograms.

CHILD HEALTH SERVICES AND PEDIATRIC ED-
UCATION: Report of the Committee for the Study of

Health Services, The American Academy of Pediatrics, with
the cooperation of the U S. Public Health Service and the

U. C. Children's Bureau. The Commonwealth Fund, 41

East 57th St.. Xew York City 22. 1949. S3. 50.

A nation-wide survey has recently been made by

the American Academy of Pediatrics with a view

to obtaining information on the facilities available

for health care of our infants and children. The
conduct of this study was aided by the U. S. P.

11. S. and the U .S. Children's Bureau.

The findings are here presented in more than a

hundred charts and diagrams. A supplementary

volume now in press promises to present more of

the data accumulated on this survey.

THE PSYCHOLOGY OF EVERYDAY LIFE, by James
M.A., B.Sc, DPhil., F.R.S.E., Emeritus Professor

of Psychology, University of Edinburgh. 11th edition. Dis-

Iributed in the United States by The Sherwood Press, P.

0. Box 566, Pacomia, Calif. (Los Angeles District). $3.00.

The book has an attractive title and it is attrac-

tive reading. The preface to the first edition (1920)

acknowledges particular indebtedness to McDou-
!
rall, Morton Prince, William James and William

A. White, which sufficiently attests the soundness

of the author's psychologic concepts. Among the

most attractive chapter heads are: appetites and

instincts; play, relaxation and work; defense mech-

anisms; remembering and forgetting; imagining

and thinking; illusions, hallucinations and dreams,

spiritistic phenomena.

In an appendix are given the names of the hun-

dred best books on psychology.

Every intelligent person, especially every physi-

cian, should purchase and thoroughly acquaint him-

self with this little book.

PSYCHODYNAMICS AND THE ALLERGIC PA-
TIENT, by Harold A. Abramson, M.D., F.A.C.A., Asso-

ciate Physician for Allergy, The Mount Sinai Hospital; As-

sistant Professor of Physiology, Columbia University. The
Bruce Publishing Co., 423 LaSalle Medical Bldg-, Minne-
apolis, 1948.

The body of the book is made up of a panel dis-

cussion by 10 doctors especially interested in this

subject, this followed by the general discussion.

The introduction tells us that the book is a result

of a realization that the time has come to consider

seriously the revision of our attitude toward the

theory and the practice of the therapy of the aller-

gic patient. The first chapter treats of the psycho-

somatic aspects of hay fever and asthma prior to

1900. Then there is a general presentation of the

subjects which gives the book its title, this follow-

ed by a panel discussion which interestingly sets

forth the views of the 10 discussants.

THE 1948 YEAR BOOK OF GENERAL THERAPEU-
TICS, edited by Oscar W. Bethea, Ph.M., M.D., F.A.C.P.,

Professor of Clinical Medicine, Tulane School of Medicine

(retired); Senior in Medicine, Southern Baptist Hospital;

Consulting Physician, Charity Hospital. The Year Book
Publishers, Inc., 304 S. Dearborn St., Chicago 4- $4.25.

Special attention is called to the answeres given

to these questions: Why Is It Unwise to Give Al-

kalis When Aspirin Is Being Prescribed?
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How Long After Stopping Sulfa in Meningitis

Should Bicarbonate Be Continued?

In What Two Forms of Tuberculosis Should

Streptomycin Dosage Be Doubled?

What Anticoagulant During Penicillin Therapy

of Bacterial Endocarditis?

Why Is Streptomycin Elimination Slower Than
That of Penicillin?

In What Parts of the Body Are Most Serious

Results From Overdosage of Vitamin D Observed?

THE 1948 YEAR BOOK OF NEUROLOGY, PSYCH-
IATRY and NEUROSURGERY:
NEUROLOGY: Edited by Hans H. Reese, M.D., Pro-

fessor of Neurology and Psychiatry, University of Wiscon-

sin Medical School, and Mabel G. Masten, M.D., Asso-

ciate Professor of Neuropsychiatry, University of Wiscon-

sin Medical School.

PSYCHIATRY: Edited by Noland D. C. Lewis, M.D.,

Director, New York State Psychiatric Institute and Hos-
pital ; Professor of Psychiatry, Columbia University.

NEUROSURGERY: Edited by Percival Bailey, M.D.,

Professor of Neurology and Neurological Surgery, Univer-

sity of Illinois.

The Year Book Publishers, Inc., 304 S. Dearborn St.,

Chicago 4- $5.00.

Special attention is called to bromide intoxica-

tion, the importance of testing for phenylpyruvic

acid in every case of mental deficiency, dangers of

brain injury by radiation therapy, fever-penicillin

in neurosyphilis, age limits for surgery in interver-

tebral disc protrusion, increase of remissions

through shock therapy and the kind of cases in

which prefrontal lobotomy will probably produce

best results.

BRITISH SURGICAL PRACTICE under the General

Editorship of Sir Ernest Rock Carlinc, F.R.C.S., F.R.

C.P-, Consulting Surgeon, Westminster Hospital, and J.

Faterson Ross, M.S., F.R.C.S., Surgeon and Director of

Surgical Clinical Unit, St. Bartholomew's Hospital; Pro-

fessor of Surgery, University of London. In eight columns
(with index volume), Volume 5. Butterworth & Co., Pub-
lishers, London, England. The C. V. Mosby Company, St

Louis. Mo., U. S. A. 1948. $15.00-

Among the two score contributors to this volume
are: members of the staffs of St. Bartholomew's,

Guy's, St. Mary's, Royal Northern, Birmingham
Accident, Queen Charlotte's Maternity, Manches-
ter Royal, Warwickshire, Hampstead General.

Middlesex, King's College, Westminster, Royal

F^ye, Queen Mary's, St. Thomas', and St. John's;

and members of the Faculties of the University of

Sydney, of Edinburgh, of London, of Glasgow, of

Liverpool, of Witwaterstrand, and of Oxford.

Among the subjects are Hodgkin's disease (and

iclated conditions, hormones, hyperhidrosis, hyper-

piesia, impotence, joints, kidney and ureter, larynx,

law in relation to surgery, ligatures and sutures,

limbs, liver, lumbar puncture, lung tumors, lupus

vulgaris and lymphogranuloma inguinale.

Under Hyperpiesia a definition which meets with

this reviewer's hearty approval, and which is

unique in his experience is this: Hypertension is a

clinical sign, the essential jeature of which is in-

creased diastolic blood-pressure, with which there

is associated increased systolic blood-pressure. This

clear and unequivocal statement of what is held

generally to be true, but not put into plain words,

is revealing as characterizing the teaching of this

whole work.

NEUROLOGICAL AND NEUROSURGICAL NURS-
ING, by C. G. de Gutierrez-Mahoney, M.D., Sometime

Fellow of the Rockefeller Foundation; Associate professor

of Neurology, Vanderbilt University School of Medicine;

and Esta Carini, R.N., B.S., Formerly Head Nurse and

Supervisor of the Neurological and Neurosurgical Services,

Neurological Institute, Presbyterian-Columbia Medical

Center, New York City- Illustrated. The C. V. Mosby
Company 1949. $5.75.

This book, written by a neurologist of note and

a nurse of large experience of nursing in this field,

fills a want of long standing. It seems likely that

for the proper care of neurological ptients, medi-

cal and surgical, a specially trained nurse may be

just as needful as a specially trained doctor.

Everything is covered. Striking chapter heads:

Admission and discharge of the patient

Care of the unconscious patient

Developmental diseases

Degenerative diseases and their nursing care

Convulsive disorders

Injuries of the nervous system

Nursing care of the overactive, underactive and

maladjusted patient

Special therapies

The book is full of things that should be known

by doctors and nurses, especially those who have

to do with the care of neurological patients.

CORNELL CONFERENCES ON THERAPY, Vol. III.

Edited by Harry Gold, M.D., Managing Editor, David P.

Barr, M.D., Eugene F. DuBois, M.D., McKeen Cattell,

M.D-, Walter Modell, M.D., Ralph R. Tompsett, M.D.
The MacMillan Company, New York. 1948. $3.50.

The reputation of these conferences on therapy

have been established by the two volumes already

published. The present volume (III) covers these

subjects:

Management of congestive failure

Streptomycin

Management of peptic ulcer with protein hydro-

lysates

Treatment of pneumonia

barbiturate poisoning

hepatic insufficiency

thrombophlebitis

alcoholism

infections of the genitourinary tract

Rational use of cathartic agents

Therapeutic uses of BAL
Every doctor needs a copy.
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Why Medical Education is so Expensive
R. B. Davis, M.D., Greensboro, North Carolina

NO EDUCATION for a profession is quite as

important today as is medical education. Its

merits and demerits are now under the acid test

of mass hysteria psychology. The public is tre-

mendously disturbed. The professional politicians

are energized as seldom before by a fever for power

and tax-raising. It behooves us as medical men to

take stock of the situation.

For a number of years the medical and the

allied professions have been divided into two main

groups; the educators and the practitioners. For

the most part these two groups have remained quite

a distance from each other in their thinking. While

the educators have truly been leaders in research

and medical advancement, they have lacked a

great deal of being leaders in the art of medicine

in its various ramifications. The practitioners are

experts in this field, but they have not had the

time or the organized power to make effective their

convictions as to how medical education should be

conducted.

For one of these groups to criticize the other

would be unwarranted, for they are both at fault.

What makes it worse is that up to date neither

group has suffered the consequences. Rather the

student has been the victim. He has been taught

well the answers to questions on scientific and ex-

perimental medicine; but he has hardly had the

rudiments of the art of medicine exposed to him,

Presented to the Tri-State Medical Association's Semi-
centennial Meeting held at Williamsburg, Virginia, on the

21st and 22nd of February.

much less the practical applications of the econom-

ics of medicine.

With these few observations one can more or

less orient himself to what will be said later. The
over-all cost of medical education is absolutely

absurd, and you and I are responsible for the re-

sulting grave situation. In a few words it could be

said that the high cost of medical education is not

in the teaching of the fundamentals necessary to

the practice of good medicine, but rather in ex-

perimenting with medical education on the part of

the educators. In their endeavor to furnish the

public with the very best medical doctors they have

experimented too much in the field of premedical

and medical education. Let us cite examples. A
few years ago one was required to study a foreign

language, preferably Latin, for two years, before

he could enter medical school. Also, a reading

knowledge of two live foreign languages. The next

experiment was that one must have had elaborate

courses in chemistry of all forms, before he was
admitted to a medical school. This, apparently,

has all changed. I am informed by some of the

Medical Admissions Committees that they now
much prefer a cultural premedical education, such

as English Poetry, Music, etc., than so much
chemistry. As if all this did not take time and

money, some overzealous educators decided that

everything should be included that could be

thought of, that could be crammed into a four-

year premedical college education. Experimentation

is even more costly in our medical courses, proper.
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To determine the cost of medical education let

us figure the average unskilled laboringman's sal-

ary, which could easily start after two years of

high school. We have a tremendous time element

to consider as well as dollars actually spent. Let

us fix this amount conservatively, if you please,

based upon today's labor schedule. The average?

wage is 75 cents an hour for 40 hours a week
equaling $30.00. This amount for 104 weeks com-
posing the last two high-school years amounts to

$3,120. Now the high-school expense, according to

the best information I can get, equals some $500.00

per year—teachers' salaries, transportation, books

and supplies, heat, lights and water and capital

outlay: although taxation pays to a large extent,

yet the cost is there. Therefore, at a moderate

estimate the last two years in high school cost

somebody at least $4,120.00. The picture is even

worse when we consider the four-year premedical

peril kI. Vet it is only fair to figure that the aver-

age student, after two years in a trade as an un-

skilled laboringman would be capable of drawing

a junior skilled labor fee for the first two years at

$1.00 an hour—$40.00 a week, or $4,160. It is

reasonable to assume that these people will be-

come full-fledged skilled laboringmen for their last

two years of premedical college, drawing a wage of

$1.50 an hour—$60.00 a week, or $6,240 for these

two years. That then will represent a loss of $10,-

400 for labor alone in this four-year period.

The 22-year-old skilled laborer attempting to

enter medical school would lose at least $60.00 a

week, which would make a labor loss in four years

of medical college of $12,480. It is certainly not

unreasonable to suppose that a fair number of

these prospective medical students would make
more than the average skilled laborer. It is certain

that the maintenance would be more in medical

school than it would be in the vocation of a skilled

laborer.

Let us consider the cost now of education in the

10 years from the institutional standpoint. We
have already mentioned the high-school cost as be-

ln;.' $1,000. If the figures of the academic authori-

ties represent true statistics, the cost is two to two-

and-a-half times the amount paid in as tuition.

Therefore, if the average tuition is $750,000 per

year, and this pays only one-half of the cost, the

total will figure $1,500.00 a year, or $6,000.00 for

the four years. This added to the labor cost will

amount to $16,400.00. We are not taking into

account transportation cost, extra clothes cost and
numerous other articles.

We now have a $20,500 investment in an em-
bryonic doctor who can not break through his

shell without his M.D. degree.

A letter a few days ago from an official of the

University of Pennsylvania reveals the fact that

the medical schools spend on the education of a

student, three-and-a-half times the tuition paid by

the student. If, therefore, this medical tuition is

placed at, roughly, $1,000 one can see that it costs

the college $3,500 per year to supply this part of

the doctor's training. This $14,000 added to a

labor loss for four years in medical college will

amount to $26,480.

Some of the reasons why this four-year period

is so expensive are as follows: Number one is the

expensive buildings. Everyone seems now to feel

that worthwhile knowledge cannot emanate from

an humble building economically constructed.

Rather, the buildings must be composed of stone

or of brick of the highest price, have wide corri-

dors, high-pitched ceilings and expensive interior

decorations, with special emphasis on marble or

tile wall and ceiling. These buildings are often

hundreds of feet apart, much further than the

dwellings in that particular city. Then again, much
of this very expensive space is set aside for re-

search work. In one college that I visited practi-

cally half of the two four-story buildings were set

aside for research in Anatomy, Chemistry, Physiol-

ogy and Pharmacology.

But that does not tell all the story about the

building cost. This expensive space is not utilized

as much as one-sixth of the time. Recently I vis-

ited medical colleges in Georgia, Virginia and Cal-

ifornia in the hours between ten and five, and

found only one laboratory or lecture room out of

seven, two out of eleven, and one out of four, re-

spectively, in use. One can hardly appreciate the

enormous waste in this phase alone. I believe it

safe to say that three times as many students could

easily be served in our present medical colleges

from the standpoint of utilization of building

space.

We have not mentioned the expensive and

short-lived equipment. That which does not wear

out is soon cast aside for something newer and

supposedly better. The textbooks cost entirelv too

much and are changed frequently because the de-

partment head is changed and he for reasons best

known to himself demands new texts.

The teaching personnel do not help to hold the

cost down. In the two preclinical years the pro-

fessors demanded half of their time for research.

It is not hard for one to visualize also the possi-

bility of some several students spending time in

the research laboratory helping the professor. I

myself can remember 38 years ago as a student

spending all of my bacteriology periods for two

weeks trying to identify a certain germ. However,

the research professor's time is not charged up 50

per cent to teaching and 50 per cent to some Re-

search Pharmaceutical Firm, but all to the college.

It has been argued by educators that the teachers
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in the two preclinical years especially, cannot, or

will not, teach longer hours. How long do they

teach? In one college the figures read like this for

the first nine months of the medical curriculum.

Daily average teaching time for anatomy one hour

and 48 minutes; for neuro-anatomy 30 minutes;

for bacteriology 30 minutes; for biochemistry one

hour and 40 minutes; for histology 48 minutes.

The teachers in the two clinical years use much
expensive equipment and many expensive tests too

frequently, to diagnose the simplest cases for the

student. Too much time is spent in the study of

the rare and sometimes almost unheard-of cases.

How to summarize these last items so far as cost

goes is beyond me. However, most all agree that

the medical education is too high and out of all

reason.

Now we have these figures opposite an M.D.
degree, $47,000.00. Let us not forget that this doc-

tor with an M.D. degree at a cost of $47,000.00

still is not capable of entering the production line.

He must now serve one to two years in a rotating

interneship.

If this is figured on the same basis per year for

labor loss as the four years medical college time

, was figured, we have the figure of $3,120. Which
follows, therefore, that to produce a doctor the

cost to someone or some group is $50,120. No
small part of this is borne by the student who
spent much time and money above what was act-

ually necessary to prepare him for the practice of

good general medicine. This situation in medical

education is a challenge to you and me which we
can not afford to ignore. If we do not think for our-

selves then other will think for us.

Discussion

Dr. James Asa Shield, Richmond: Mr- President, I

certainly enjoyed Dr. Davis' paper. I happen to be on the

Admission Committee for a medical school and it is an
extremely difficult job and there is nobody that needs

more help than the group making up this committee.

At the Medical College of Virginia and the University of

Virginia, I think that most of the men from Virginia who
are adequately prepared to go into medicine are being

accepted.

Now. the fact that the medical schools demand so much,
I don't wnow whose fault that is; but, if you take these

men who just barely get through, who get through on C's,

—as a good many get—I don't think you do those

men a favor. They get in medical school into competition

with these boys who are tops of their classes and they

don't make it; they don't get along as well as they or the

faculty wants them to, and there's a lot of unhappiness.

When I went to medical school in 1922, 80 some boys
were taken in in our class and the elimination was terrific.

That was not very much selection. They took me and lots

of other fellows in, but they eliminated, on and on, and
only 39 out of 82 or 83 got their degree. Now, it looks

to me like that is quite a waste.

What we are trying to do is to select men who can take

in an irreducible minimum of the enormous mass of knowl-
edge that goes to make a competent physician. I am not

sure that we arc trying to make these people too well

informed on too many things and, therefore, the faculty

demands so much that about the only men who can get

through are those who have shown the ability to make a

lot of A's and a lot of B's.

One more thing, that is about aptitudes. I was appointed

by Dr. Sanger, with Dr. J. H. Smith and Mr. Bakeman,
to investigate the Admissions Committee several years ago
;-nd that is where I got in trouble—got on the Admissions
Committee. We went through the records on this aptitude

test—tried to see what aptitude test meant; and we divided

these students into thirds—the lower third, the middle
third, and the upper third. Then we took their respective

aptitude tests, we will say in the sophomore year, then
you could take the ones in the middle third that had the

highest aptitude were much more likely to be in the upper
third the following year- So, the aptitude test in any indi-

vidual case may be completely worthless, but as a general

rule it is worth a great deal.

I remember distinctly one of these students who had
about the lowest rating in aptitude—almost a zero—but he
happened to be an A student, and he was taken into medi-
cal school and did very well. We try to see each man indi-

vidually. We have his record, his aptitude test; but the
thing that is most important to a man getting into medical
school is the recommendation of his former teachers, the

pre-medical faculty adviser on the pre-medical student.

These men over a period of many years have seldom been
wrong in their recommendations. If a man comes from
William and Mary, Hampden-Sidney, or some such good
school, sometimes we have admitted him against the rec-

ommendation of the faculty adviser of his college. But
generally those men seem to be able to size their graduates
very well. Of course, we can't write to the family or to

the boy that he has not been recommended by his academic
college to enter medicine. It is a terrific problem. We take

80 men in a year and we wish we could take many more
because the need is for so many more. That doctors like

Dr. Davis, who have a broad practical concept of the sit-

uation, to think about it and talk about, is certainly stim-

ulating, because there is no one in the world that needs
more help than these Admissions Committees.
The cost of medical education, as Dr. Davis brought out,

is astounding; the number of would-be doctors who are

applying is large, and you consider these people who have
spplied and been turned down—everybody concerned be-

comes very, very unhappy. A couple of weeks ago I saw a

young man who was turned down several years ago by a

medical school and this, I am sure, had injuriously affected

his capacity to function. He was frustrated, had never got-

ten over it. It is a very serious thing; the medical profes-

sion does have a responsibility here and they ought to

make their feelings and thinking known, as Dr. Davis has

sc admirably done today.

Dr. H. J. Langston, Danville, Va-: While Dr. Davis was
reading, I was thinking about a lot that happened in the

past ten years. Up to about ten years ago I was asked once
or twice every year to go to some high school and speak
to the graduating class on the possibilities that medicine
offered a man who wanted to serve humanity. For ten

years now I haven't been asked, and I am not surprised

that the high school students at Greensboro answered the

questions as they did.

Now, we have a lot more at stake in this business than
we realize. If I live just as long as my father, I have just

14 more years. He died when he was 75. I have 14 years

to make good, to get somebody converted to the honest-

to-God wanting to study medicine.

I am glad Dr. Shield came up here. Those boys at the

medical schools are having a hard time. We are all having
a hard time, because we are seeing some of our brightest

boys and girls who have much better minds than we had,
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because they have had better facilities, being denied the

privilege of studying medicine.

What does that mean? That means exactly this, one of

the words that I want to emphasize here is "expensive."

This is ar. expensive proposition. We need teachers who
can come to us with live knowledge born of experience.

ii In forget the old textbook. The late G. Paul

I.aRoque 1 never saw him bring a book in the class all

the years I worked under him. He would come in and

would start off and keep going. Whatever subject he taught

i:i surgery, when you got through with him you could pass

surgery- Not only could you pass it. but you could practice

it. because he had given you the stuff.

Now, we need to go back each to his community and

see to it that those high school boys and girls are taught

that what we need from them they need from us. It is a

turn-about trade proposition and I think if we do that we
would not have any trouble at all. It is expensive, but

anything you do is expensive, and we are not carrying it

alone. 1'. comes right back again to this cold proposition,

i he individual who has made good in this country is a

man who helped make it.

Dr. John Powell Williams. Richmond: As Dr. Davis

paper showed, it is an expensive thing to educate a doctor

and because of this expense we were limited to a number
of doctors, so all the people who want to be doctors can

not be doctors.

I was sent by the Medical Society of Virginia to the

meeting of the Council in Chicago on a National Emer-
gency Medical Service, where there were representatives

from all the services, including the public health service,

and this matter was discussed at length. The retiring Chief

Surgeon of the P. H. S. recommended that every effort be

made to increase the number of doctors in the country. He
said we had lost a lot of doctors during the war. His suc-

cessor said we had gained a lot of doctors during the war;
that in view of the speed-up, the year-round medical stu-

dent, we had sained about 7500 doctors. The new chief

surgeon went further. He said that we now, the United
States of America, had a smaller ratio of patients to doc-
tor than any country in the world; that Sweden, one of

the most advanced countries, came pretty near us; that

they were shooting at one doctor to two thousand pa-
tients, which they had not reached. Our ratio with our
two hundred thousand doctors to our population was con-
siderably under that.

The conclusion of the new Surgeon General of the P.

PI. S. was that the armed services who were bringing up
this matter were paying subsidies to the medical students
and would certainly make more medical students, but that

wasn't the way to do it ; that the thing to do was to utilize

the ones we had; that if we entered more students; if the

armed services were given appropriations so as to subsi-

dize medical students and make a larger increase of the

number of people coming out of medical schools, you
would increase the congestion ; that is, you would decrease
the ratio of patients to doctors in congested areas—let's

say like New York, or Richmond even—the Richmond
Academy of Medicine has 580 members in a city of less

than 200.000 with a metropolitan area of not much more
than 300.000. You take your ratio there and compare it

with the Norwegian ratio, one doctor to two thousand pa-
tients, which they are trying to acquire, but have never
gotten to.

The new Surgeon General believed that was not the way
to do it; that to increase the total output of doctors would
hurt the medical profession seriously. Dr- Davis and others
at this meeting have brought up the question of the amount
of the cost of medical care. You know perfectly well you
doctors are going to educate your sons to be doctors and
if it is going to cost him fifty thousand dollars, then he

has Lz><t to make some money. That's all there is to it. If

he is going to increase the output of doctors, thereby dimin-

ishing the ratio to patients, what is that going to do to

the cost of medical care? It is going to complicate the

rrobdem tremendously. The cost of medical care is bound
'o go up if the doctors are going to educate their children,

particularly if you arc going to educate them to be doctors.

Now, I don'l believe tin- solution to this problem is at

all the matter of turning out more doctors. I think that

that i- wrong. I am an American and a greater beliver in

democracy, letting anybody tackle what he pleases and ac-

complish it if he can ; I don't like the idea of one being

rejected and one being accepted any more than you gentle-

men do; but I just want to inject into this discussion of

this matter, which I haven't the answer to, that the solu-

tion is not to do away with our tests of suitability and

capacity, and accept every applicant into the field of med-
icine, because thereby you will certainly have socialized

medicine If you reduce your ratio down to one doctor to

one, two or three hundred patients throughout the United

States of America, then your doctors and your doctors'

tamilies cannot survive.

Dr. J. M. Northincton, Charlotte: Mr. President, the

pioblem is like that of the bald-headed man who has to

shave himself every day. It isn't a matter of production;

the problem is distribution.

The only way that I know of to get a man educated

today in a medical school to g~o out and practice where

there is no hospital in the rural areas is for medical schools

'o teach that good medicine can be practiced outside a hos-

pital. Today teachers impress upon the students, as every-

rne knows, that you cannot practice medicine effectively,

you cannot do justice to your patients, unless you have a

hospital at hand. The thing for all of us to do is to teach

that a doctor can practice good medicine for nine-tenths of

his cases—practically all his medical cases, and refer his

major surgery to the hospitals; and it doesn't include any
requisite that that hospital be right around the corner.

I was brought up in a community 80 miles from a hos-

pital, which was used by our doctors, and we did not suffer

for lack of hospitals. We had good doctors and our mor-
tality record was then and is today just as good, and I

might say better, than that of Richmond. Of course Rich-

mond takes care of many of our cases requiring specialists'

attention-

Dr. R. B. Davis (closing) : I have worked and talked

with Admissions Committees and I have seen tears roll

ciewn their cheeks. I haven't accused, do not accuse the

educators of working for anything but the best interest of

these boys, but the facts remain that these boys are set

cut into the world like a ship without a rudder. The medi-

cal educators want our help, and it is our duty to help

those who have so dedicated their lives to what we have

learned along this line in practice of various kinds. We
L'ive a hundred dollars to an Alumni Association and we
think we have done something. Most of these teachers,

whole or part time, are serving at great financial sacrifice.

Ali I ask of the educators is to listen to the practitioners,

and all I ask of the practitioners is to carry to the educa-

tors a true picture of the situation of medical education.

Dr. Williams, whom I have known a long time and who
always speaks well, thinks that it is not a problem of pro-

duction. Whether that be true or not. the people think that

there is a scarcity of doctors, and the people are going to

demand relief from what they think is the matter with

them, so if they think that there is a scarcity of doctors

and there isn't a scarcity of doctors, then those who believe

there isn't a scarcity of doctors should cry from the house-

top why they believe there isn't a scarcity of doctors.

Mind you. Dr. Williams, the public is not interested in

a research doctor. They are not very much interested in a
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cardiologist, but they are interested in a general practi-

tioner. If all the residencies that have been now provided

for all the M.D.'s finishing their rotating interneship were

taken—and most of them are—it would leave seven doc-

tors per state to practice general medicine. How do you

expect the people to believe anything else but that there is

a scarcity of doctors when there are only seven doctors

per state to practice general medicine when we get through

with the specializing? So, it is up to us. We have a tre-

mendous obligation. Dr. Northington believes that greater

production will not answer the question- I say that supply

and demand is the safest rule to go by, whether you are

buying bananas, selling mules or producing doctors.

Now, if it is a matter of distribution, what are you go-

ing to distribute? Are you going to distribute cardiologists

at Brooks Cross Roads; dermatologists at Buie's Creek;

and an asthma specialist on .a cattle ship in the Atlantic

Ocean? That is not going o satisfy the people. We want
M.D.'s to practice general medicine and see the people

that are sick regardless of what is the matter with them.

Let them decide whether they can cure them or they have

to be referred. And if they are taught the art of medicine,

then they are going to cure 85% of them, and if you will

give me 85% of the votes of Congress I will kill every bit

cf the socialized medicine that can be produced between

now and the time it is voted on. Just give me 85% of

them, cure 85% of the people and we won't have social-

ized medicine.

Treatment Outside Hospital of Severe Delirium

Tremens With Recovery in Ten Hours
(R. V. Seliger, Baltimore, in Am. II. of Psychiatry, Aug., 1948.

Studies of patients with delirium tremens reveal that

they nearly always give a history of heavy drinking, eat-

ing very little, drinking more, and then not eating at all.

Therefore, nutritional depletion (especially of vitamin Bj)

is a major factor in the production of this illness.

Because of the shortage in hospital beds, and, for some,

because of hospital costs, it has been necessary to develop

techniques for treating cases of acute alcoholism, including

delirium tremens, outside hospitals.

Thoughts to the contrary notwithstanding, this can be

easily done in office practice with the help of a nurse or

specially trained nurse's aide. After a short general and
neurological examination, the patient is placed on a couch,

given 1-2 grain phenobarbita! and 3 grains sodium dilantin

(as an anticonvulsant). At the same time an injection of

1,000 to 2,000 c.c. of 10% dextrose in normal salt solu-

tion by drip intravenous flow is started- As this goes

on, 100,000 to 200,000 units of thiamin hydrochloride (vit-

amin B,) and 25 units of insulin are introduced into the

tubing. One and a half hours later another dose of pheno-

barbital and sodium dilantin is given; another, 2 hours

later; and a third dose 3 hours later. No alcoholic beverage

of any kind is given. Candy and heavily sugared orange

juice should be available if mild insulin-shock reactions

occur.

This treatment will clear up uncomplicated cases of de-

lnium tremens in individuals under 55 in about 10 hours.

In some instances it may be wise to administer another

1,000 c.c with insulin and vitamin B, on the following

day, and for several days after the first visit the patient

should be kept on phenobarbital grains 1 and sodium

dilantin grains 3, t.i.d. and h.s., and from 50,000 to 100.-

000 units of vitamin B, intramuscularly.

This practical technique has been used with safety and

marked success with increasing frequency by the author

in the past 5 years in the uncomplicated cases of delirium

tremens.

Malignant Melanoma
(N. D. Ewing, M.D., Vincennes, in Jour. Ind. State Med. Assn.,

April)

Melanoma can assume a variety of forms. Any pigment-

ed, hairless lesion which begins to increase in size should

be treated as a melanoma until proven otherwise. Many
such lesions bleed easily and some itch. Some tend to

ulcerate and as they progress the surrounding skin may
become pigmented with a halo of soot-like particles. Later,

satellite nodules may develop in the surrounding skin, and

the regional lymph-nodes eventually become palpable. By

this time there are usually subclinical metastases beyond

the regional nodes and the disease is hopelessly advanced.

These neoplasms usually metastasize through the lymphat-

ics and seemingly have a predilection for the local intra-

dermal channels (satellite nodules). Also they metastasize

via the blood vessels more often than any other skin tu-

mor. Visceral metastases are usually pulmonary or hepatic

nodules, but no organ is immune to secondary emboli from

this cancer. The heart was found involved in 50 per cent

of the cases autopsied.

A rare type of melanoma is a nonpigmented (amelanotic)

which may resemble unhealthy granulation tissue. A flat

or "freckle-type" malignant melanoma is occasionally seen.

A melanotic whitlow is a slate-blue to black lesion in the

periungual or subungual skin. Melanomas of the eye are

second to those of the skin in frequency of occurrence.

Following removal of the orbital contents, they have a

peculiar characteristic of reappearing at distant sites after

a remarkable latency. Metastatic melanomas are occasion-

ally found in lymph-nodes, yet the most careful examina-

tion and history fail to discover the primary tumor.

Only three patients in this group survived over one year

when a dissection was done for removal of palpable nodes.

Of those who received prophylactic dissections following

excision, more than 30 per cent are living after three to

seven years—far better than the results obtained in cancer

of the stomach.

[No doctor should become lethargic as to the menace

of any pigmented, hairless lesion. Certainly to inject a

few drops of novocain into the skin and, with a sharp knife

make an elliptical incision and remove the lesion is simple

enough, and certainly it's the wisest course to pursue

—

/. M. N.I

Accessory Scrotum Posteriorly Located

(W. W. Daut, Muscatine, in II. Iowa Med. Soc., May)

A lateral duplication of the scrotum, split scrotum, oc-

curs with some frequency. Search of the literature reveals

no reference to a case such as is presented, that of an ac-

cessory scrotum between the normally developed scrotum

and the anus. Both testicles were contained in the normal

anterior scrotum.

Fresh cabbage juice hastens healing of peptic ulcers,

says Cheney, of Stanford University. In 11 of 13 cases

treated with cabbage juice, craters disappeared within 9

days. One case required 14 days; another 32. Each patient

drank a quart of juice daily, average healing time for 7

cases of duodenal ulcer was 10.4 days, and for six cases of

gastric ulcer 7.3 days—4^ lbs. cabbage yields 1 qt. of

juice. —California Medicine.

Diagnosis of myasthenia gravis is more accurate by

intravenous than by intramuscular injection of neostig.

mine. Tether, Indiana University, says in even the mildest

cases of true myasthenia gravis improvement is clear-cut.

Within a one-minute period 1 c.c. of a 1:3,000 solution

(C.5 mg.) is injected; sometimes before the needle is with-

drawn improvement is obvious. Ptosis and myasthenic

facies disappear. — Annals Int. Med.
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Psychosomatic Medicine: Notes on Treatment
John- F. Williams, M.D., Richmond, Virginia

IN THESE TIMES an introduction to psycho-

somatic medicine and a definition of the term

should not be necessary. Over one hundred years

ago Nassi and Jacobi first used it. The great Greek

writers. Plato, Aristotle and others understood man
as an integrated whole. The literature of the day,

lay and scientific, abounds with articles, many of

which are somewhat superficial and some, perhaps,

misleading. Xo one paper could cover the broad

subject of treatment. These notes are on some of

the most important points which I find useful.

Prevention of psychosomatic illness begins with

the patient's parents, and treatment often begins

at birth. Consideration of the developmental stages

of the child

—

mind and body—is essential.

The most frequent illness encountered is so-call-

ed functional gastrointestinal disease. In a series

of 200 patients previously reported by me 53 per

cent were of this nature. Almost all had been on

a rigid regimen of drug and diet therapy and had

long lists of forbidden foods. They gave histories

of many work-ups and often were told, "You have

no organic disease—there's nothing the matter with

you—it's your nerves." This unfortunate and de-

layed diagnosis by exclusion, even if accompanied

by a thousand repetitions of "there's nothing the

matter with you." will not relieve the patient. He
should be given an acceptable explanation of his

illness. If not, he often wanders onto dangerous

paths, as, "Thev made a wrong diagnosis—haven't

found the cause—is it cancer?" or "am I losing my
mind?"

During the first interview it is well for the phv-

sician to tell something of his work. It should be
made clear to the patient that he has the right of

absolute privacy, that whatever he says will be

kept in strictest confidence. When he gives personal

information the physician may stop writing and
close the folder with sufficient ostentation to draw
the patient's attention to the gesture. Note taking

is often looked upon with suspicion by these peo-

ple. As most patients have a great desire to talk

with and question the physician the physical ex-

amination may be deferred until after the prelim-

inary interviews. When it is done it should be
painstakingly complete, including a careful neu-

rological examination. The findings may be dictated

in code. Remarks to nurse or assistant should be
limited to those necessary. Any unusual display of

interest in the patient's pathology or expressions

Presented to the Tri-State Medical Association's Semi-
centennial Meeting held at Williamsburg, Virginia, on the
-1st and 22nd of February.

of alarm add to his heavy load of anxiety. Discus-

sion of blood pressure or functional murmurs are

classic examples of this. The examination, includ-

ing the necessary laboratory work, is an important

part of the treatment. By this the accumulated

debris of too much therapy and too little human
understanding is often uncovered. As many pa-

tients are confused and suspicious, interpretation

of their x-ray, ECG, and other reports should

be limited. One might well postulate a useful work-

ing rule at this point: speak to the patients in

words that he can understand—do not talk to him

in the language of medicine. If an explanation is

not understandable to a bright 12-year-old child,

it is not only wasted but may potentially be very

harmful.

How may we explain psychosomatic illness to a

patient who has been to many physicians for treat-

ment of "stomach trouble," who has had one or

more abdominal operations and who still shows no

improvement? While simple assurance may help, it

is impossible to treat most of these patients with-

out, at least, a knowledge of the fundamentals of

psychiatry and neurology. Early psychosis and

multiple sclerosis often wear the mask of neurosis.

That all emotion is accompanied by bodily

change is the basis of psychosomatics. Blushing

with embarrassment, turning pale with fright,

fainting at the sight of blood and vomiting because

of a nauseous odor are simple and useful exam-

ples. When the patient begins to understand these

explanations some remarks as, "I know you don't

imagine the pain. You have the pain. It could be

caused bv something in here or something outside

of you—in the world around you," are helpful. If

the patient can understand this, and feel it, a

significant step in his recovery has been taken. Of
course his bodily discomforts are still present and

most often will remain until he can tolerate with

more ease the pressures of life. Accordingly, the

use of drugs to control pain, insure sleep, and help

release the tight coils of his tension during the day
is advisable, provided he is told simply but force-

fully that they are only temporary aids—not cures.

However, one should bear in mind that these pa-

tients frequently demonstrate bizarre and some-

times violent drug reactions. Such aids to comfort,

therefore, will need be given with the greatest

care. All treatment must be individualized.

The immediate difficulty, as for example, "work-

ing too hard" or "having trouble with my wife" is

seldom in itself the cause of illness. Most fre-

quently it is only one link in a chain of circum-
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stance that goes back to childhood and infancy.

This becomes evident as the life story is unfolded.

The patient has been trained by long association

with physicians to discuss symptoms. Although

these are important, how he feels about the people

:md certain incidents in his life and how these forces

have influenced his wishes, hopes, disappointments,

and pleasures are immeasurably more important.

Have him talk about himself rather than of his

disease.

How may we attempt to accomplish this difficult

job? Time and great patience and a sincere desirs

to understand a fellow human being in distress

will help. One must take the role of an interested,

benign, uncritical listener. The severely admonish-

ing, finger-shaking technique accompanied by such

meaningless phrases as "the trouble with you is

you don't get hold of yourself—if you don't get

your mind off yourself you'll go crazy" and "it's

up to you—no one can help you but yourself,"

is a remnant of medievalism and has no place in

modern therapy. It is as impossible for these pa-

tients to do their own psychiatry as it is for them

to do their own abdominal surgery.

Man is forced to live his life according to his

heredity and his physical and psychological envir-

onment. He tries to satisfy his basic hungers but is

not always successful. In a sense "want to" often

conflicts with "ought to." When the feeling of

"ought to" is intensified by the rigid training of a

dominant, possessive and not too affectionate moth-

er, the foundation of psychosomatic illness is laid.

With the infant love and food are associated as

they come from the same source. Let us return to

our patient previously mentioned with "stomach

trouble." We find him still hungrily seeking the

love-food he did not get as a child. Is it strange

then, that he "feels" it in his gastrointestinal tract?

All the antispasmodics, sedatives, and tonics he

can swallow, plus 1000 repetitions of "stop think-

ing about yourself" will not relieve him; but un-

covering the specific life-forces underlying his

symptoms will give us the tools that, properly ap-

plied, will.

To advise the nervous patient to take more rest

and get away for a while is not often helpful. He
takes his anxiety with him and, having little else

to do. devotes his whole time to it. When he re-

turns he finds it more difficult to pick up his load

and go on with it. When such patients are encour-

aged to stay on the job during treatment, at least

part time, they usually make better progress. How-
ever, many patients have spent years at jobs which

they detest. Often they realize, as treatment pro-

gresses, that they have always wanted to do an

entirely different work. As the patient brings this

out it is often possible to promote sufficient devel-

opment of the idea until he finally gratifies an old

desire, quits his job, and begins the new work.

As a general rule it is not good therapy to give

the patient specific advice on his life problems.

Usually he makes decisions with difficulty, too

often succumbing to the pressures of his friends

and family. In attempting to answer the question

so frequently asked, "What shall I do—my family

advises this—or my friends tell me to do that

—

now you tell me," one may precipitate an involved,

even dangerous situation by giving direct advice.

A useful reply is "what do you want to do?" Some-
times the patient answers immediately but more
often it requires some time and effort for him to

iearn what he wants and has wanted for years.

Stated simply: find out what the patient wants
according to his own wishes—then help him do it.

In a manner of speaking, try to see and feel the

world through the patient's eyes. He must live his

jwn life. A hasty dictatorial order which alters

drastically the course of his life may prove dis-

astrous.

Hospitalization for the nervous patient with

functional complaints is often requested. Until the

general hospital can provide adequate care for the

patient with psychosomatic illness, it is advisable

to spare him the unpleasant experience of having

the word "neurotic" applied to him as an epithet.

Treatment in bed, if necessary, can be given at

home with the aid of qualified nurses who are

oriented in psychiatry. Office treatment, of course,

should be begun as soon as the patient can leave

his bed. Surgery, except in emergencies, may ini-

tiate a critical breakdown in a sensitized individual.

When an operation is unavoidable, psychiatric sup-

port during the pre- and post-operative phases may
prevent the onset of prolonged neurotic illness.

There is an encouraging trend on the part of sur-

gical colleagues to recognize the psychic compo-

nents of disease.

In a referred practice of psychosomatic medicine

it is thought-provoking indeed to find that one of

the most common etiologic factors is emotional im-

maturity. The growth and development of man,

from the complete dependence of the suckling in-

fant to the independence of the mature parent, is

:dow and painful. In many, full emotional matur-

ity is never attained. Treatment of the emotion-

ally immature patient is most often long and diffi-

cult and is no job for the novice. The complex

shower of symptoms, most of which are in the

gastrointestinal tract, can create despair in physi-

cian and patient alike. Superficial treatment, ex-

planation and support is of little value here. In

childhood, allergy to circumstance may occur. This

can be desensitized by treatment. Development by

the patient of insight and his reeducation and de-

sensitization depend not only on the ability of the

physician but also on the quality of the material
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he works with and the amount of treatment pre-

viously given by others.

At best it is difficult for us as physicians to

maintain the calm, uncritical role required of us

in treating psychosomatic illness. Those of us who

do attempt such treatment without patience and

understanding conceivably might be in a better

position to help our patients by experiencing, tem-

porarily, a severe psychosomatic illness—followed

by recovery under proper treatment.

Under the heavy pressures of life many of us

will long for the release from responsibility and for

the love and security of what, properly, is found in

childhood. So, the following expresses the cry of

the neurotic:

"Backward, tlow backward, O tide of the years

I am so weary of toil and of tears

Toil without recompense, tears all in vain

Take them, and give me my childhood again.*'

Tlii:, article and the next are discussed together.

Psychosomatic Medicine
W. Taliaferro Thompson, Jr., M.D., Richmond, Virginia

Medical Department, McGuire Clinic, St. Luke's Hospital

MEDICINE has experienced many growing pains

in its development from the earliest days of

mysticism and magic, ritual and religion, to the

present-day scientific understanding of etiology,

physio-pathology, diagnostic methods, and therapy.

The most dramatic advances have been made in

relatively recent times in what may in truth be

called the machine age in medicine. The infectious

diseases are being attacked more and more success-

fully by dramatic researches in chemical fields.

Glandular replacement therapy and vitamins have

provided the answer to many previously baffling

therapeutic problems. Instruments of precision are

opening up new conceptions of disease processes.

Yet, for all but the most pragmatic, such a mech-
anistic approach to medicine has been disappoint-

ing again and again.

Medical teaching has stressed the traditional or-

ganic approach with emphasis on the objective

diagnostic and therapeutic procedures so that the

physician of today in many instances is poorly

qualified to deal with the great bulk of patients

that present themselves daily in every doctor's of-

fice. This is true because there is no physical dis-

ease that does not have emotional factors, and the

great mass of medical practice, as Dr. Carl Binger
has so aptly phrased it, deals with the common-
place: with headache, with constipation, with fa-

tigue, with fear of disease, with fear of failure,

with fear of death, with disharmony in personal

relationships, with anxiety and depression and ten-

sion states, or with the problems of aging and
decay.

Thus, in spite of our advances in the organis-

mic, structural concepts of disease, it has become
increasingly evident that something essential is

missing in our understanding of symptomatology
Presented to the Tri-State Medical Association's Semi-
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and disease processes. We are finding out more and
more about the members of the patient's body,

and can spectacularly treat certain conditions, yet

a great many patients remain undiagnosed and

unaided.

What is this that is missing? For answer we can

turn to the writings of many men, philosophers as

well as physicians. Perhaps the most quoted is that

of Plato who more than 2,000 years ago said:

".
. . . so neither ought you to attempt to cure the

body without the soul; and this is the reason why
the cure of many diseases is unknown to the phy-

sicians of Hellas, because they are ignorant of the

whole, which ought to be studied also; for the

part can never be well unless the whole is well.

For this is the great error of our day in the treat-

ment of the human body, that physicians separate

the soul from the body."

This, then, is psychosomatic medicine. Obviously

it is no new idea, for Plato in his day and every

wise physician in his has been conscious of the

need for considering a patient as a unity, and in

evaluating both the emotional and physical mech-

anisms involved in the symptomatology or disease

of the patient, and the relation of these factors to

each other and to the patient. It is not a devalua-

tion of soma, but an endeavor to throw the psyche

into its proper perspective in the disease picture.

There are several reasons why the average doc-

tor has avoided the functional concept of disease.

In the first place many do not like what they still

feel to be the medicine of the "crazy house." They
do not consider it to be on sound scientific footing,

and they feel that it is an admission of defeat,

invariably a negative rather than a positive diag-

nosis. Even more important, however, is the fear

that an organic disease will be overlooked which

will later come to light to their embarrassment and
shame.
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Failure to make an organic diagnosis, if present,

should never be the case, for those who are cham-

pioning psychosomatic medicine most strongly em-

phasize that the first attack on any problem must

be along physical lines. Yet if an emotional origin

ol symptoms is established on a positive basis by
a careful history and physical examination, neg-

lect of this can often be as harmful to the patient

as neglect of organic disease.

Because wrestling with an illness in the realm of

the psyche is often long and difficult and the cure

is uncertain, there is a tendency on the part of the

public and doctors to look for false causes and to

hope that some active' intervention will effect an

early cure. Thus our medical fads are set up. Wit-

ness the epidemic of extracting teeth, tonsils, ap-

pendices, and gallbladders of a few years ago in

an effort to expel from the body foci of infection,

instead of searching for and eliminating foci of

irritation within the personality or the environ-

ment; the multitude of glandular preparations and

injections of a short time ago to correct a gland-

ular imbalance, instead of seeking to understand

the imbalance of the organism in its surroundings;

or the vitamin compounds too numerous to men-

tion which would be a panacea for all deficiencies,

but actually can have no effect on the needs an in-

dividual has for love, satisfaction, success, and

without which symptoms surely follow.

At this point you may well wonder whether this

paper deals with medicine or psychiatry. Actually,

psychosomatic medicine is the meeting ground of

the two. It is the application of the facts and

formulations of psychiatry and psychoanalysis to

medical problems. It is the substitution of trained

human understanding for an engaging bed-side

manner which may often be helpful but is rarely

curative. It is the recognition of the fact that a

person does not have either a functional illness or

an organic illness, but rather how much of one and

how much of the other. This brings us to the basic

concept of psychosomatic medicine: that there is

no such thing as a purely psychic illness or a

purely physical one, but only a living event taking!

place in a living organism which is itself alive only

by virtue of the fact that in it psychic and som-

atic are united in a unity.

Psychiatry was revitalized in the late 19th cen-

tury by Sigmund Freud and Adolf Meyer, devel-

oped in World War I, and integrated into medi-

cine in World War II. Psychosomatic medicine is

a taking of psychiatry into the general medical

ward. It is a necessary part of every doctor's

knowledge and equipment for many reasons. There

are just not enough psychiatrists to handle the

great mass of patients who are in need of psychia-

tric care. There are not more than some 4,000

qualified psychiatrists in the United States, while

perhaps 2 per cent of the population even in peace

time suffers from disorders of personality severe

enough to require treatment, nor does this include

the great number of those with organic symptoms
which may be either entirely or in large part due

to emotional factors.

The doctor of today may accept this problem,

but plan to have nothing to do with cases which

he considers are in the domain of the psychiatrist.

This is not possible, however, when we consider

the types of patients which rightfully can be classi-

ged as having emotional (and thus psychiatric)

factors.

Weiss and English have classified the patients

with whom psychosomatic medicine is concerned

into three groups. The first group is that large

number of sick people, comprising possibly a third

of the patients who consult a physician, who are

not insane and yet do not have any definite bodily

disease to account for their illness.

The^r second group, another third of those who
seek medical aid, comprises those who have symp-
toms that are in part dependent upon emotional

factors even though organic findings are present.

This group, obviously, presents major problems in

order that both psychic and somatic factors may
be properly dealt with, and a proper perspective

obtained as regards both diagnosis and treatment.

Group three comprises disorders usually consid-

ered wholly within the realm of pure physical dis-

ease, but in which the emotional factor has long

been recognized to be of importance, and in which
more recent work has indicated that the emotions

may be of particular significance in etiology as

well as in treatment. This group consists of the

diseases of the vegetative nervous system with

asthma, migraine, and essential hypertension, as

examples.

This approach reverses the classical concept of

pathogenesis. Rather than structural alteration

arising as a result of cellular disease with subse-

quent functional impairment and development of

symptoms, it is presupposed that first there is

psychological disturbance that may lead to func-

tional impairment and symptom formation, then

to cellular disease and structural alteration. Several

groups of investigators, notably Harold Wolff and

his associates, are attacking a number of problems,

including vasomotor rhinitis, peptic ulcer and hy-

pertension from this approach.

Flanders Dunbar has gone a step further and

has correlated personality types with certain dis-

eases heretofore considered to be purely organic.

After reviewing large numbers of consecutive hos-

pital admissions in a large general hospital she

found what she considered to be significantly simi-

lar basic personality trends in those admitted for

fractures, and patients with diabetes, rheumatic
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disease, hypertensive cardiovascular disease, coro-

nary occlusion and anginal syndrome were likewise

separated into their own respective groups. Such

studies as these are open to question, and are ob-

viously suited only to the specially trained, but

any practicing physician can keep an open mind

in regard to this type of work, and can be alert to

apply any practical benefits so revealed.

If the emotional factors are given such a scope,

then there is no way to do only "organic" medi-

cine, for the above includes almost all of organic

medicine except the neoplasms, infections, specific

deficiencies, and developmental anomalies. This is

not true of internal medicine alone, for psychiatry

and psychoanalysis can give insight into problems

i elating to every medical specialty.

There is another extremely important reason

why such an approach is an essential for every

physician, and that is that anyone but a psychia-

trist has the best chance of treating the average

case in which emotional factors may be playing a

major role. There are several reasons for this: One
is that a patient will go to a general practitioner,

internist, or surgeon much earlier than he would

go to a psychiatrist, and a psychiatrist should

rarely be the first person to see a patient even with

striking emotional disturbance. The earlier a per-

son is seen, the better is the chance for cure, and

ihe fewer misconceptions he develops about himself.

The observation made by Dr. Henry B. Richard-

son is sad but true: "When a clinic record reaches

a certain thickness, a certain weight, the patient is

usually referred for a psychiatric consultation." By
that time the patient is bewildered about himself,

feels sure that he has some disease too serious to

name, or too obscure and mysterious (and thus

also serious) to find, will have difficulty accepting

any statement made to him by any doctor, and
will have gone a long way towards fixing forever

2ny symptoms that he might have had.

Second, there is far less patient resistance to be

overcome when someone first sees a practitioner

other than a psychiatrist, for many patients still

feel that an emotional illness, treated by a psychia- -

trist is an indication of weakness and something

shameful, thus a threat to his pride, and a chal-

lenge to the integrity of his personality. If, after a

careful rounded study, formal psychiatric consul-

tation and treatment are deemed necessary, its

effectiveness can be greatly enhanced by a properly

oriented initial general examination.

Yet, even if the physician conscientiously en-

deavors to understand the patient in his entirety

and to treat him psychologically as well as organ-

ically, the patient may stop treatment at this point

because this may prove too much of a threat to his

personality. It must be remembered that earnest

treatment of an emotional conflict represents an

attack upon the way in which the patient has at-

tempted to handle his conflict, and, basically, pa-

tients have need for the symptoms presented until

a better solution to the basic problems is found.

But if the physician is straightforward, presents

the case fairly without criticism or judgment, and
understands himself that what may appear to be

secondary gain is never fundamental in the pro-

duction of symptoms, most patients will be grate-

ful and greatly helped. There will be fewer pa-

tients drifting aimlessly from one doctor to an-

other, or from one fad to another, or from one

charlatan to another.

The normal personality has been defined by Dr.

Edward Glover as being (1) free of symptoms,

(2) unhampered by mental conflict, (3) as having

a satisfactory working capacity, and (4) being

able to love someone other than himself. The ab-

normal personality is only a deviation from the

above, and to a certain extent no one fulfills the

qualifications of our definition. What, then, causes

deviations to the point that help is sought in a

physician's office?

By personality is meant the sum total of what a

person is, or that that designates and differentiates

an individual. Personality results from the inter-

play of heredity and environment, and the attempts

at adjustment of our basic needs and drives to

reality or the life situation. Life and growth imply

conflict, for social conditioning of instinctual drives

probably begins even before the infant is fed by
schedule to suit adults instead of by his hunger

pangs to suit himself, and continues throughout

life.

If this social conditioning is too rigid or too lax;

if the person is too poorly endowed intellectually

or physically to achieve any satisfying objectives;

if the situation demands an adjustment too great

lor his personality; or if there are irritations ac-

cumulated over a period of time, then conflict may
be accompanied by symptom producing anxiety.

Our cultural pattern produces anxiety. It is

predicated, as Adler has put it, on possessions,

position and power. Blame and disgrace are at-

tached to an individual's failure to "keep up with

the Joneses." There is little wonder that the idea

of the inferiority complex is recognized by so many
individuals to be a major factor in their conflict.

Hardly anyone can rest, satisfied and content, with

his possessions, position and power, or can relax

in the fierce competition which society has estab-

lished for most of us.

In addition to the above this immediate period

which we are now experiencing is highly conflict-

ual and disturbing. This is a time of unrest, doubt,

and uncertainty. We have just completed a global

war, yet another war with the atom bomb added

may be lurking ahead. The national income has
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reached astronomical levels yet the national debt

continues to mount. This should be a period of

unsurpassed prosperity, yet everyone is uneasily

expecting a major depression. The newspaper head-

lines are filled with stories of disasters, riots, crime,

strikes, wars and rumors of wars.

This being true, is there any wonder that anx-

iety is by all odds the chief causative factor for

the great majority of the diseases seen by any doc-

tor? Anxiety at one time was considered to be the

property of the psychiatrist. It is too major and

dynamic a force in human health to be so segre-

gated, however, and now has been integrated into

medicine.

Anxiety may manifest itself by symptoms aris-

ing primarily from the psyche and the proper

diagnosis may be made immediately. On the other

hand, anxiety may invade the soma with little or

no evidence of conscious anxiety, and the true

diagnosis may be reached hesitantly and after

many false starts. If the anxiety is of long duration

and deeply ingrained in the vegetative nervous

system, the patient may present one of the true

organic diseases, if by that we mean a patient that

has structural changes. There is no organ that can

not be influenced by impulses from the endocrine

or autonomic nervous system, which in turn are

closely related to emotional states. The evidence

for this is on a firm physiological basis.

What of practical value can be gained by a so-

called psychosomatic approach? In the first place,

the patient can be protected from misconceptions,

medical fads, aimless medical searchings, and ab-

normal fears or concern about his physical state.

In the second place, he can be given an explana-

tion of the physiological origin of his symptoms

and an assurance of their reality. He can be shown

how many people have similar symptoms in vary-

ing degree, and he can be desensitized to the idea

of having a sickness on an emotional rather than a

physical basis. In the third place, he can be shown

the relation between his emotions and events in

bis past or present life, and he can be given an

insight into the production of his conflicts. Thus

he can be given assistance in solving them. Finally,

the patient must understand that in many cases

medication is useful only as a crutch or aid and is

not definitive treatment. In such cases emotional

growth and a solution of the conflicts are the es-

sentials for a permanent cure.

The term psychosomatic is unwise if it connotes

in any way a new specialty or a technique that can

be mastered by only a few. The central idea of this

approach is as old as thinking man even though

new concepts and formulations have revitalized it

and made it applicable to all branches of medicine,

and even though special interest and knowledge are

necessary to utilize it fully.

It has been said that psychotherapy by the no-

vice may be as dangerous in the personality sphere

as surgery by the unskilled may be in the physical.

The aim of psychosomatic medicine is not to turn

loose on the public a lot of half-baked psychiatrists

but to stress the unity of the individual and the

importance of emotional factors, so that these

truths may be integrated into all branches of med-

icine. It has been shown that the mind and body

are indissoluble and that every physician, whether

he wishes it or not, or is conscious of it or not, is

influencing mind as well as body. Thus every phy-

sician is practicing some type psychosomatic med-

icine. Whether or not it is practiced helpfully is

dependent upon one's knowledge of human behav-

iour and one's understanding of the vital part that

emotions may play in any disease picture. The

universal acceptance of the psychosomatic concept

would be a significant advance in the history of

medicine. For many of our medical problems it

presents a challenge for today, and a hope for to-

morrow.
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Discussion

Dr. J. T. Ransone, Newport News: I wish to offer some

concepts for these two speakers to comment on. They were

excellent papers and I appreciate every word they said.

The first concept is that how neurotic a person gets and

how many symptoms he develops depends upon the time

he spends, in meditation on the rage or the fear. I make a

rule to hold the first interview two hours or more to get

the confidence of the patient and sell him that idea that

he must busy himself with reading or other diversion in

order to get painful emotions suppressed. Then we should

give more thought to the concept of the important rela-

tionship between emotions and bodily changes and sym-

pathetic nervous system stimulation. The majority of these

patients that come to me have big pupils and wet hands;

they have palpitation, and skipping heart-beats.

Nearly all those patients quiet down very readily when

you can get their minds off their painful emotions. It has

been my experience and observation that putting such a

patient in the hospital is the worst thing you can possibly

do; because he has nothing to do there, nobody to talk to,

and he spends most of the hours each day thinking of his

painful emotions- When a case in the hospital is referred

to me, my first thought is how quickly the doctor who

referred him can finish his study and give him cocksure

Ftatements that there is nothing organically wrong with

him.

I use more bravery, I think, and what might be called

fool courage, than most doctors do in reassuring these pa-

tients that I have been over them from A to Z, done a

blood count and a urinalysis, and a what not, and if some

doctor has told them their thyroid is wrong I always do

a BMR test to counteract the poison.

Dr. R. B. Davis, Greensboro: If the Tri-State in its fifty

years never did anything but present these two papers, it

would have been well worthwhile. These two papers incor-

porate the soul of medicine as practiced by the old family

doctor, and I am so glad to see now that so many of the
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younger men are thinking as the old family doctor

thought, that a patient has a soul as well as a heart, and

i liver, and if you please, a gallbladder.

I have made the .statement several times in the last few

years that we have too many specialists. We don't have

i any specialists in psychosomatic medicine. Every

doctor's ultimate success, if he is worthy of success, is

going to be based upon the manner in which he throws

himself into the life of his patient. You can see anxiety in

the form of wrinkles in the forehead gradually lessen, and

you can see the dull, listless, don't-care look in their eyes

gradually brighten, and you yourself can feel prouder of

your own life if you practice psychosomatic medicine

along with whatever specialty you choose to follow.

I am exceedingly grateful to Dr. Thompson and Dr.

Williams for bringing these matters to us.

Dr. O. B. Chamberlain, Charleston: Mr. Chairman, I

want to add my word of appreciation to these very excel-

lent papers.

As Dr. Davis said, there certainly is no need for an

apology. We can't apologize for the influence of the emo-

tions in considering the individual as a person- It is be-

ginning to find its great acceptance in medicine. It has

bien known since the time of Hippocrates, and before, but

for long years there has been too much attention centered

on the somatic. It is the last war which brought the psychic

to broad attention. It was the last war in which we saw

how widespread through the diseases ordinarily classed as

medical or surgical were the emotional factors. I don't

have to tell most of you that somewhere around sixty per

cent of all medical discharges or medical cases were be-

cause of psychosomatic illnesses. Generally, they were

classed as psychoneurosis.

It might be interesting to you to know that the reputa-

tion that the American Army got in 1943-44 of having the

large number of psychoneurotics was founded on better

classification by our medical officers.

Of course, we didn't know anything about the Germans
or about the Russians, but we wondered why we had such

a greater percentage of psychoneurotics than did the Brit-

ish. One reason for that was that when we had gastro-

intestinal trouble, mild functional symptoms of the gastro-

intestinal tract, we discharged them as psychoneurotics, but

when the English had them, they discharged them as hav-

ing chronic dyspepsia.

We come to the question again of not trying to admit

the fact that we are very' dependent upon personality and
attempts of maladjustment for these psychosomatics and,

therefore, tackle the problem as a whole, and I agree with

Dr. Davis that it has been very fine to have had at this

meeting these two very excellent papers on this subject.

Dr. J. E. Barrett, Williamsburg: Mr. Chairman, and
Members of the Society: I feel obliged to enter into this

discussion somewhat. We have had a number of papers

based largely on surgery in which we have listened to the

surgeons caution the young men going into surgery to be

careful. We in the field of mental disorders see a great

deal what we think is lack of care.

Now, I would like to discuss this general remark to

those in the field of surgery to be sure that they have the

surgical condition before they operate. Surgery has made
great advances in the past few years to the extent that il

is very easy to say, "Well, we don't know what is the

matter there, but we will just explore." An exploratory

operation is a very easy thing. You go in and you look,

and a common procedure is to conclude: "I don't see any-
thing wrong in here, but here is the appendix, so I'll take

it out as a preventive measure- I don't see anything par-

ticularly wrong with it, but I will put it under the micro-

scope and see if we can find something wrong with it-"

N'ow. these men who are doing private practice in the

field of psychiatry see those patients in their offices who
have been operated on by surgeons anywhere from one to

half a dozen times—various organs taken out. You do

something more to a patient than just take out his appen-

dix. You do something to his psyche that is very impor-

tant. It we can get over nothing more to the men in the

surgical specialties, or the men in general practice, than to

caution you to go into detail in the complaints, we will

have done much. I realize it takes time, but it is time well

spent. So many of these patients come to you complaining

of abdominal pains, as Dr. Williams pointed out. One ot

the most common complaints of these individuals is pain

in the abdomen or discomfort. I like to try to go into

those cases from a physiological basis as they are impor-

tantly associated with our emotional disturbances and dis-

orders. Suppose we just take one emotional disorder and
try to refer it to discomfort in the abdomen. Let's take

fear. Fear is a common emotional disorder, but what are

the physiological reactions to fear? We know that we get

a blanching of the skin, we get an alteration of ratio be-

tween peripheral circulation and internal circulation. If

that condition is repeated often enough, tell me why in the

world a person doesn't hurt. You have got a soggy stom-

Ech, soggy intestinal tract—everything inside is soggy and
he feels bad in his abdomen.

I think that Dr. Davis' remark to the point that every-

one of us who is practicing medicine is practicing psycho-

somatic medicine, and should be practicing more psycho-

somatic medicine. When we can't find a positive reason

for going into a person's abdomen, let's see if we can't

find out something in the background that will account

lot the symptom.

Dr. Northington, Charlotte: Mr. President, it seems to

me the use of this term "psychosomatic medicine" is on
all fours with that now of calling the white stuff that

most shirts are made out of "broadcloth." For at least a

hundred years before I was born until I was grown, broad-

cloth meant a heavy woolen cloth that you made clothing

out of. and now the term, broadcloth, is applied to a

cotton substance of which shirts are made-

This serves no good purpose. It creates confusion.

Of course, psychosomatic medicine means a certain thing

etymologically
;
psyche means the mind; soma means the

body: so psychosomatic medicine means the medicine of

the mind and the body—the medicine that every doctor

has practiced all the way back to the times when our an-

cestors lived in caves.

A great-uncle of mine who was graduated at Jefferson a

bit more than a hundred years ago told me when I was
studying medicine: "I always do this, and I recommend
you do it. Any patient who is seriously ill, include in your

directions something you know that he isn't going to do,

then you will always have a sure way out." That was
sound psychosomatic medicine.

When a patient comes with a great big, thick record, it

is too late to treat him early. I would like to remind the

speakers from the standpoint of a person who has done a

whole lot of general medicine and seen a lot of people in

private practice, that the general practitioner or the intern-

ist couldn't have gotten that patient to you any sooner. He
couldn't have gotten the consent of the patient, or the

husband of the patient, to go to see the famous specialist

at considerable cost, until it had been demonstrated that

the patient couldn't be cured locally in a day or a month.

We are told the patient should be treated by a sympa-

thetic approach, must be told he shouldn't take medicine,

that we must look in the history and find out just what
unhappy experience of a long time ago is responsible, ex-

plain it to the patient, and generally just as soon as you
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explain it the symptoms will vanish and the patient take

up his bed and walk. He will not do it for me.

In other cases, in which the psyche is more affected than

the soma, we are told the proper treatment is to have the

patient come in for an hour's interview once or twice a

week. They will not do it on the home grounds. In the

hands of the specialist away from home, and particularly

in a hospital, they may submit to treatment without drugs

and consisting largely of listening to the patient talk for

an hour or so twice a week. Just before I left home a

neurologist told me that in this class of cases an hour's

interview every week is much more effectual than having

one every two weeks or every month.

The vast majority of these patients will respond favor-

ably to treatment away from home—for a time. Many
return home believing they are cured, but the vast major-

ity of them are back in the same hospital, or in some other,

in a few months. Many go the rounds. A good many of

them are graduates of Appalachian Hall, Broadoaks, West-

brook, Tucker Hospital, and so on. Sometimes they make
the second round, while others come back again and again

to a doctor, who, she has found, "understands me."

To sum up: We have too many confusing terms already.

Psychosomatic medicine means all of medicine and all of

surgery—both sexes, all ages.

Not one patient in a thousand will keep on coming to a

doctor's office to talk out her symptoms. Mighty few of

those who go away to be cured come back and remain

cured, in the ordinary acceptance of what cured means.

Explaining to a patient how he came to have his symptoms
seldom, in the cases that have come under my observation,

lias caused those symptoms to cease to be. Psychoanalysis

L far beyond the pecuniary capacity of more than a modi-

cum of persons sick in their emotions—even if it were far

more of a sure-fire thing than even its practitioners claim

lor it.

Dr. Grady Dixon, Ayden, N. C: Mr- President, it seems

to me that these two papers this morning brings together

all the papers that have been presented at this particular

meeting, your surgical papers, your medical papers, your

medical education. All of them come back to these two
particular papers on this particular subject, which has its

ramifications in every direction that you might look, but

I do not believe that we have gotten back far enough in

oui thinking, even in psychosomatic medicine. You remem-
ber, it has been only a few short years that two out of

every five children born died before the end of the second

summer. It was a case of survival of the fittest. Once when
I was walking over the muddy roads of France I ran into

a group of Gypsies and got into a conversation with one

of those old Gypsy men. They left their babies by the

side of the haystack for 48 hours after they were born, and
they went back for it and if it had survived that long,

they figured it would live and the mother took it then

and cared for it. They didn't take particular care of their

meat, whether it was smoked or not. He said, "You can

eat anything you want to eat and digest it, providing

your system is ready for it. They had no appendicitis, no
ulcers of the stomach, and none of these things that mod-
ern man has to contend with today, I mean the civilized

man has to contend with.

There is one more thing I want to bring to your mind.

Just 45 years ago this month was the first time that man
been off the ground and took to the air. The birds have
been in the air since the beginning of time. They are ac-

customed to it. The obstetrician and pediatrician have made
the weakling live. At the present time out of 10,000 births

we have 9,370 alive at ten years of age. Less than a cen-

tury ago there was less than 5,000 of them alive. Less

than 50 years ago we were in the horse-and-buggy stage.

Nobody knew a speed greater than 20 to 30 miles an hour.

We lived as we traveled. If a man had to go from the

Capital of North Carolina to the Capital of Virginia he

took a week to go in ; he didn't take 30 or 40 minutes, or

maybe an hour as he does today- Our Air Corps Surgeons

and Air Corps Engineers say that the only limit to speed

as they see it today is the physical endurance of man.
Accelerated speed has something to do even though he is

enclosed in an air-tight container with a supply of oxygen,

to carry him at a terrific speed has an effect upon the

body that we don't know how to control. The human race

is gradually evolving, but within 45 years, the past 45 to

50 years, our activities the inventiveness of man has de-

veloped a good deal faster than the body of man has

been able to compete with. Psychosomatic medicine may
be able tc control it.

We had no such records of men dropping off in the

middle ages, in middle life with coronary disease. We
believe that we are traveling in our civilization faster than

anybody can stand it. Our medical education has not kept

up with other developments. Our physical endurance has

not kept up with other developments and the first thing

we know we will see civilization out by a man's ingenuity,

unless we as the medical men can keep up with the other

things, the mechanical side of life so we can protect man
from his own invention.

Dr. John F. Williams (closing) : Gentlemen, I have

very little to add, except this: In a discussion with the

various members after the papers have been read, prob-

ably in the evenings and sometimes at lunch hour, I find

it extremely pleasant to note that many of the members
who have been in practice far, far longer than I have can

express, and do express very simply some of the ideas that

I attempted to put into my paper. In fact, they expressed

the basic principles of psychosomatic medicine. They have
known them and studied them for many years.

A little emphasis on some of these things, as one of the

doctors mentioned reversal of the order of the papers might

be helpful. One hates to bore the listeners. This is my
fourth paper on this subject and one hates to repeat some-

thing over and over again. Dr. Thompson gave a most x-

cellent paper and I certainly enjoyed being on the program
with him. The constructive criticism and remarks of the

various members pleased me v< ry much and I hope we can

continue with some sort of program like this in future

meetings.

Dr. Thompson (closing) : Mr. President, I would simply

like to say I enjoyed being on the program and hearing

the discussions very much-

An Early Sign of Femoral Thrombosis
(G. H. Pratt, M.D., New York, in Jour. A. M. A., June 4th)

There are three veins over the tibia, which I have called

''sentinel" veins, because I believe that these veins are the

earliest objective sign of deep vein thrombosis and that

attention should be directed to their presence so that effec-

tive therapy can be started early. I have observed this sign

early in over 80 per cent of the patients with pathologic

clotting.

The clotting and thrombosis begin in the veins of the

calf muscles and progress to the popliteal vein. Propagation

is along the lining of the vein wall before occluding it. The
first veins to dilate due to this obstruction are the ones

opening directly into the popliatcal vein, particularly

branches of the anterior tibal vein. The collateral vessels

arc sufficiently abundant that dilatation of the main veins

with edema occurs late, when the clotting has occluded the

popliteal vein. At such time either embolism occurs or the

obstruction is complete and edema results. These three

small veins over the tibia empty into the saphenous and

the anterior tibial vein system, are superficial and unsup-

ported by musculature and therefore dilate very early.
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The Virginia Academy of General Practice

James L. Hamner, M.D., Mannboro, \'irginia

GLADLY do I avail myself of this opportunity

to talk to you about the Virginia Academy of

General Practice, affiliated with such an Academy

in each of the other States and the District of

Columbia, thus making up the National organiza-

tion, the American Academy of General Practice.

The American Academy, as you already know, is

an organization of general practitioners or family

doctors. General practitioner is the term applied

to the doctor who does not confine his practice to

any one field of medicine or surgery but practices

in all fields, requesting consultation and assistance

in conditions beyond the scope of his knowledge or

ability. The need for more and better training for

general practice has been recognized all along, but

the eventful years since 1940 have made this need

more critical than ever. The findings in the report

of a study made by the Committee on the Cost of

Medical Care and the Council on Medical Educa-

tion (1947) showed that:

1. The depletion of the ranks of the general

practitioner is alarming and the rate of replace-

ment is woefully inadequate.

2. TJie present ratio of specialists to general

practitioners greatly exceeds requirements, is eco-

nomically unsound and represents a waste of med-

ical resources.

3. Eighty-five per cent of the ills of the public

come within the diagnostic and therapeutic ability

of the general practitioner.

4. Three-fifths of all medical care is now and

will probably remain in the hands of the general

practitioner.

5. Without an adequate number of general

practitioners, the American people cannot obtain

adequate medical care at a reasonable cost, and

the present unregimented system of medical care

cannot survive.

These conclusions represent the informed opin-

ion of the most authoritative minds in medicine

and medical economics in this country. The rising

tide of specialization — specialization bringing

greater rewards in prestige, income and free time—
has made it impossible to keep enough doctors in

general practice. Of course, there are other reasons

for the shortage of family doctors. The armed

services put a premium on specialization. The doc-

tor who had had three years in special training

was given more consideration than the general

Presented to the Tri-State Medical Association's Semi-

centennial Meeting held at Williamsburg, Virginia, on the

21st and 22nd of February.

practitioner regardless of his ability. That made
more men leave or stay out of the general field.

Veterans facilities have taken out another large

segment. These facts clearly show that our hos-

pitals should not limit their training activities to

the development of specialists, that more of our

house officers should be trained for general practice.

Instead of adding several thousands new specialists

to the profession each year, there would be a sub-

stantial number of residencies for general practice

lo fill the depleted ranks of the general practition-

ers, and to supply the public's and the profession's

needs.

What has been done to improve conditions? Spe-

cial programs were arranged for the general prac-

titioners. The Southern Medical Association has,

for years, had a section on general practice. The
Tri-State Medical Association has always recog-

nized the need of proper training for the general

man. Many other societies have tried to arrange

programs of special interest to the family doctor.

The American Medical Association established a

section on general practice in 1946. A program of

interest to the family doctor has been arranged for

this section each year since. In addition, there

have been interim meetings of the American Med-
ical Association, with programs arranged for the

general doctor. Such a meeting was held in Cleve-

land in 1947 and another in St. Louis in Decem-

ber, 1948. It is evident that the organization has

awakened to the importance of the family doctor

in the profession, and the urgent need for more

of him. It was also evident that some special or-

ganization was needed, not only to plan his post-

graduate training but to encourage him to take

advantage of it, in order that his usefulness might

be increased.

At the first meeting of the American Medical

Medical Association's Section on General Practice,

in San Francisco in 1946, machinery was set in

action which resulted in the founding of the Acad-

emy of General Practice at the annual convention

of the Association at Atlantic City in 1947. This

meeting was held on June 10th, and several Vir-

ginia doctors joined the National organization at

that time. Others were added and our first State

meeting, an organization meeting, was held in

Roanoke in October, 1947. Application was made

for our charter, which was received in 1948, and

two hundred doctors have received their member-

ship certificates since.

The Virginia Medical Monthly of May, 1948,
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carried a report of the organization of the Virginia

Section.

The National Academy has no official connec-

tion with the American Medical Association except

that its members must be members of the Ameri-

can Medical Association. The officers of the Amer-

ican Academy of General Practice wish only to

increase the usefulness of the general practitioner

and to obtain for him the recognition which is

his due. They do not wish in any way to oppose

the established policies of the American Medical

Association. They expect to follow their policies.

The American Medical Association is the parent

body and it is to be kept strong, is to establish

public policy under which the two organizations

are to work together, and with other like-minded

doctor groups for the common good. All fully

realize that there is weakness in division and this

is no time for partition, division or differences.

The Academy wants to support the American Med-
ical Association in its high ideals and wishes to

support every other group whose aims are unselfish

and for the best interest of individual and public

health. The National Academy has a Constitution

and By-Laws which provide for officers and an ex-

ecutive body, or board of directors, under the con-

trol of the Congress of Delegates. It must meet

once each year.

The Virginia Section, the Virginia Academy of

General Practice, has its own Constitution and By-

Laws, Officers and Directors. They must meet once

each year. The Constitution and By-Laws of both

organizations provide for members, associate mem-
bers and honorary members. One must be elected

to membership in the State Academy before be-

coming a member of the American Academy. To
be eligible, he must be a graduate of an approved

medical school, a member of his county and state

society, licensed to practice in his state and of

high moral and ethical character. He must have

been engaged in general practice for three years

and must have shown interest in continuing his

medical education by engaging in some postgrad-

uate educational activity. To be eligible for con-

tinued membership, a member must have spent a

minimum of 150 hours during this three-year pe-

tiod in some type of postgraduate training accept-

able to the Membership Committee. This may be

made up by attendance at hospital staff meetings,

county, state and national society meetings, re-

fresher and formal courses, or rotating residencies

conducted by approved institutions. He may earn

a ten-hour credit by writing a scientific paper.

To justify its existence, the Academy must have

worthwhile objectives. These are outlined in the

Constitution and By-Laws and, I feel, are worth

repeating here. The Academy wants to encourage

and assist in providing postgraduate study for the

general practitioner. It wants to interest medical

students in entering general practice. Also, it wants

to protect the right of the general practitioner to

engage in the medical and surgical procedures for

which he is qualified and this means, of course,

obtaining for him the right to hospitalize his pa-

tients, when necesary, and to serve on hospital

staffs. Finally, the Academy wishes to advance

medical science and private and public health. It

would also improve the patient-physician relation-

ship.

Naturally, you should be interested in knowing

what the Academy has done. Since its inception,

the progress in organization has been remarkable.

There are thousands of members throughout the

states and in the District of Columbia and Hawaii.

Affiliate chapters are in practically all the states.

The National organization is particularly well or-

ganized. It has efficient officers, able directors and

active committees. The State organizations, their

officers and committees are active in their respec-

tive areas. Much progress has been made. The
Committee on Education has been working for high

standards of training for general doctors. It has

interested Medical Colleges in giving more atten-

tion to general work and special programs. The
Hospital Committee has been successful in getting

many hospitals to give special rotating interneships

for the general doctor.

A new residency in general practice was inaugu-

rated in the United States Naval Hospitals on

July 1st, 1948. The University of Michigan offers

residencies in general practice. Colorado General

Hospital has one residency in general practice in

operation, others are in prospect all over the coun-

try. General practice has been allotted a formal

training program of its own in the Army's overall

medical training program. Several states offer med-

ical school scholarships to students who agree to

practice for a few years in rural areas. Some col-

leges send students out to work with doctors in

rural areas. Others send residents to community
hospitals for general training. The Medical College

of Virginia has had such a program for several

years. The University of Virginia joins this plan in

July. Postgraduate courses are being offered all

over the country. The first annual assembly of the

American Academy of General Practice will be

held in Cincinnati on March 7th-9th, next. The

Academy has done much to bring all of this about.

It will keep working to do more.

We hear a lot about Socialized Medicine these

days and our Public Relations groups have done a

great deal in trying to inform the doctors, as well

as the people, as to its dangers; but propaganda

will not carry much conviction nor will the efforts

of the public-relations groups suffice. If the Amer-

ican doctor wants the public to support his cause
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for a free, unregimented profession, he must regain

whatever has been lost of the confidence, the es-

teem, and the warm affection which have charac-

terized the relations between physician and patient

in the past. It is the general practitioner, or family

doctor, who holds the key to the situation. If his

services arc adequate to the needs of the people,

if his charges are fair, if his relationship with his

patient- is personal and cordial, if he gives them

the service they desire and deserve, then the peo-

ple will not demand a revolution in our system of

medical practice. They will not give up their liber-

ties except under some delusion.

The people want good doctors who will take an

interest in their personal health problems. They
want family doctors. If they feel that they do not

enjoj -uch relationship with their doctor under

present methods of practice, it is not surprising

thai Mime of them fall victim to the siren song of

governmental paternalism.

It is conceded that the general practitioner has

not kept pace with his colleagues in the special

fields in scientific attainment. This was inevitable.

No man can cultivate a hundred-acre field as thor-

oughly as one can cultivate a five-acre field. But

there is good reason to believe that the family

doctor's habitual attitude of considering his pa-

tients as a whole more than compensates in good,

to those who put their health problems in his

hands, for whatever he may lack of the specialist's

scientific exactness in a narrow field, with its prone-

ness to give him the local or regional viewpoint.

Let us not forget that the family doctors are the

shock troops of the healing arts, on call for any

emergency. They are called when junior breaks his

aim; at the onset of either real or fancied ailment;

to ease the final pain of those past any earthly

.-kill. Xight and day, good w-eather and bad, are

the same to him in his response to a patient's

needs.

It is he who is largely responsible for the great

reduction in mortality from acute contagious dis-

ease. The areas served by him have a lower mor-

tality rate, and surprisingly, the mortality rate

from conditions incident to childbirth, infant and

maternal, compares most favorably with areas in

which hospitals and specialists abound. His early

diagnosis has been the chief factor in getting pa-

tients to the surgeon or specialist. He realizes his

need for the specialist under certain definite cir-

cumstances. He wants most of all to improve him-

self so that he will be a better family doctor

—

better able to serve his patients by caring for them
personally in nine-tenths of the cases; better able

to decide wiselv when the one-tenth need the ser-

vices of his friends, the specialists.

Here is where the American Academy of Gen-
eral Practice comes in. The Academy holds that

the specialist and general practitioner are equally

necessary. It also holds that the family doctor is

the foundation stone, the base of the pyramid of

our system of medical care, and that he should

have the proper training to make him recognize

his limitations, as well as his abilities, and that he

should have access to necessary hospital facilities

tn do his work. The Academy stands as his repre-

sentative. Its function is to speak for his branch

of the profession. Its goal is to assure that ade-

quate medical care of high quality be made avail-

able to all the families of America. The Academy
wishes to work for conditions, circumstances and

opportunities for the general practitioner which he

could not individually attain. It would provide

training and encouragement to make him the best

family doctor in the world. It has dedicated itself

to that end and beseeches the support of all groups

of medical people.

Every general practitioner owes it to himself,

and to his profession, to qualify for membership

in the American Academy of General Practice; and

when he has become a member, to do everything in

his power to further its development and aims, so

long as they are devoted to the prevention of dis-

ease and the welfare of suffering humanity every-

where.

Dr. R. B. Davis: All of us are proud of the important

part Dr. Hamner has taken in organizing the Academy of

General Practice. Surgeons and all other doctors who limit

their fields of work are glad of any deveopments that work
toward gaining for these wheel-horses of the profession

their due. No one more than I realizes that the great ma-
jority of general practitioners are rendering wonderful high-

class service. The organization of the Academy will make
it of even higher-class.

Dr. J. M. Xorthdjcton : As I wrote Dr. Hamner, "The
best general practitioner in the United States, Dr. W. I..

Pressly, of Due West, S. C, another good Tri-State man,
was to have been here with us to talk about general prac-

tice; but he has been called to Washington, so we must
turn to the next-best G. P.'' We have just seen how
capably the pinch-hitting was done.

I am proud of our record in the cause of general prac-

tice. Dr. Walter Lackey (another good Tri-State man),
and your secretary brought about the formation of the

Section on the General Practice of Medicine and Surgery

'we chose the exact title) of the Medical Society of the

State of North Carolina. We went to St. Louis and did

the same for the Southern Medical Association. We par-

ticipated in the program of the first such Section of the

A. M. A.

Asked by a councilor of the Southern Association, "What
would be gained by the formation of this new section?," I

replied. "The object is to have a section in which men in

general practice will be told, and tell each other, how to

diagnose the cases of, and treat, their own patients, not

what specialists to send them to."

We -lit the Section right away. Dr. Pressly was one of

its first presidents.

I predict that Dr. Hamner also will be chosen General

Practitioner No. 1 in the U. S., and president of the Sec-

tion on General Practice in the Southern Medical Associa-

tion.
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DEPARTMENTS

HUMAN BEHAVIOUR
Rex Blankinship, M.D., Editor, Richmond, Va.

"ANTIBUSE"
(A drug therapy for alcoholism)

Over one hundred years ago a wise French phy-

sician said, "If a new drug is introduced you nad

better hurry and use it before it loses its efficacy."

At the recent meeting of the American Psychiatric

Association held in Montreal, the drug Antibuse

was discussed at length regarding its use in the

treatment of alcoholism. From Danish sources have

come reports of a new approach to the medical

management of alcoholism; namely, treatment with

tetraethyl-thiuram disulfide, designated under the

trade name of Antibuse. It is said that this sub-

stance is non-toxic and has the property of pro-

ducing unpleasant effects when alcohol is taken

after its administration. Antibuse is relatively non-

toxic and is slowly absorbed from the gastrointes-

tinal tract. It has to be administered several hours

before alcohol is taken. It is slowly eliminated and

is not habit-forming. This drug acts by interference

with the normal combustion of alcohol in the bodv
and produces flushing, dyspnea, palpitation, hyper-

ventilation, increased pulse rate, nausea and vom-
iting, followed by drowsiness.

The plan of treatment is to give 2 grams (4

tablets) of Antibuse the first day, 1-1.5 grams (2-3

tablets) the second day, and 0.5 grams (1 tablet)

daily thereafter. The patient should be advised of

the plan of treatment—the results are best in a

cooperative patient. It is further suggested that the

patient be encouraged to drink the usual amount
of alcohol until he is forced to stop because of

aversion symptoms. It is not advisable to adminis-

ter the drug to patients in a state of intoxication

because of the violent reaction which may ensue.

Depending upon the type of patient, treatment

should continue until permanent self-control is

established. Antibuse may have to be given for

several weeks, months or even a year. General

supportive therapy with vitamins, etc., should be

instituted and psychotherapy is essential in a large

percentage of cases. About the only contraindica-

tion is cardiovascular disease, in which cases ex-

treme precautions should be taken.

Chance led to the discovery of the drug by Drs.

Eric Jacobson and Jens Hald. In search of an an-

thelmintic, their attention was directed toward
Antibuse, of which drug thev ingested a considered

dosage. Xo side effects were noted until a few days
later they attended a cocktail party. Since they

both got sick and had to leave the party, it was

considered more than a coincidence. The drug was

suspected and subsequent animal experimentation

confirmed their suspicion.

Antibuse as yet is not available on the market in

the United States. It is available in Canada, and a

good many of my acquaintances brought some of

the drug into the States. Some clinics in the Unit

ed States have a supply for clinical studies and

their results will soon be reported.

Of course, we recognize this drug (Antibuse)

treatment of alcoholics as a modification of the

aversion and conditioned reflex treatment. It is

hoped that results will be equal to expectation. The

writer was impressed with the reported results, but

doubtful as to the permanency of this drug in

treating alcoholics except in highly selected cases.

We have seen many drugs introduced with enthusi-

asm as to their curative value only to find later of

their very limited use. I did not bring any Anti-

buse back with me from Canada.

ORTHOPEDIC SURGERY
James H. Cherry, M.D., Editor, Asheville, N. C.

RUPTURE OF THE INVERTERVERTEBRAL
DISC

During the past fifteen years, a great deal of

scientific and clinical work has been done on the

problem of derangement of the intervertebral disc.

It is true that in many respects this condition has

been overemphasized. However, there is no doubt

that a derangement of the intervertebral disc, and

particularly in the lumbar area, can give rise to

great and painful disability.

The author, during the past year-and-a-half, has

had an opportunity, in association with Dr. Thomas

H. Weaver, chief of Orthopedics at the Oteen Vet-

erans Facilities, to operate on forty-five cases of

either protrusion or rupture of the intervertebral

disc. These cases were selected from a group of

three hundred cases of veterans presenting them-

selves with low-back pain and sciatica, and from

a further detailed study, one hundred cases in

which myelograms were done with pantopaque in-

jection.*

In addition to this, an equal number of cases

has been operated on from private practice, giving

?. total of some ninety cases during the past three

years. From this, we have drawn the following

conclusions.

(1) Congenital anomalies of the lumbar spine

may predispose to a rupture or protrusion of a

lower-lumbar disc. These anomalies may include

asymmetrical lumbar facets, spina bifida, spondy-

lolisthesis of varying degrees, so-called "sixth lum-

bar vertebra spine" with sacralization of the trans-

*Detailcd paper to be published later.
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verse processes of the last lumbar vertebra and the

fiist sacral, and congenital increased lumbo-sacral

carrying angle.

(2) Other predispositions are acute and/or re-

peated trauma, chronic strain, poor postural align-

ments, obesity, inequality of length of legs, and

other static conditions, such as flat feet and in-

creased dorsal kyphosis and visceroptosis.

(3) In addition to a true herniation or rupture

of the intervertebral disc in the lumbar area, there

are two other derangements of the disc which may
give rise to low backache and secondary sciatica.

The first of these is a so-called "shifting" or pro-

trusion of the disc which may, or may not, be

associated with any of the congenital anomalies

named above, particularly asymmetrical facets. It

is well recognized that the nuclear portion of the

intervertebral disc is a semisolid mass of the con-

sistency of soft rubber, which may shift in any

given direction depending upon the downward force

of the spine and the degree of laxity of the re-

straining annular portion of the disc which is com-

posed of ligamentous fibrous tissue. The strength

of the latter may depend a great deal upon the

congenital anatomical formation of the adjacent

joints as well as previous trauma such as one sees

in sprains, and the predispositions named above.

Another condition which we often see is a thinning

or flattening of the disc which comes from repeat-

ed stress and strain unassociated with actual shift-

ing or herniation. Despite the fact that there is no

protrusion or herniation, this latter condition can

very well give rise to nerve-root pain, inasmuch as

the interspace from which the segmental nerve root

arises may be compressed, transmitting a positive

pressure to the nerve tissue. That is the reason

why simple decompression, in cases where no pro-

trusion or herniation of the disc is found, will often

rel'eve sciatica symptoms.

(4) Despite the fact that intraspinal studies are

not absolutely necessary in indicating the level

or actual condition of the disc, we feel that in bor-

der-line cases, where the symptoms and signs are

not clear-cut, intraspinal pantopaque studies

should be carried out, and that, at the same time,

careful fluoroscopic and AP, lateral and three-quar-

ter x-ray studies should be made, the surgeon be-

ing present throughout this examination.

( 5 ) Due to the fact that most derangements of

the lumbar disc are associated with some kind of

bony anomaly or predisposition, each case should

be studied carefully by either the neurosurgeon or

orthopedist to determine whether fusion, at the

time of excision of the disc, is indicated. There

has been a great tendency on the part of neuro-

surgeons to ignore the predisposition factors and,

for that reason, a great manv persons who have
had a simple excision of the disc, have had to re-

turn to the orthopedist for further treatment, sur-

gical or otherwise.

(6) Whether a case presenting signs and symp-

toms indicating protrusion of the lumbar disc

should be handled by a neurosurgeon or an ortho-

pedist, depends a great deal on the local medical

and surgical set-up and the background and train-

ing of the specialists involved. The ideal situation

is one whereby these cases may be studied and

treated by neurosuregon and orthopedist jointly,

and it is felt very strongly by the author that, in

medical centers in which this situation obtains, all

such cases should be managed throughout by mem-
bers of both these specialties in intimate collabora-

tion. However, it should be strongly pointed out

that in recent years many orthopedists have had

neurosurgical training and are fully capable of

taking care of all the phases of disc surgery. Some
neurosurgeons have also had sufficient orthopedic

training to carry out acceptable orthopedic surgery,

and if necessary, surgical fusions following disc ex-

cisions.

(7) The final results in our present series of

cases, as well as in previous cases, indicate that

nine out of ten disc cases given careful study and

proper surgical techniques will show good, often

dramatic, improvement in signs and symptoms.

DENTISTRY
J. H. Guion, D.D.S., Editor, Charlotte, N. C.

PULP HEALING
1. R. L. Glass and H. A. Zander, in Joitr. of Dental Research,

April)

The treatment of exposed pulp remains un-

standardized because no certain criteria for pulp

healing have been established. In the opinion of

Glass and Zander 1 pulp capping is performed to

maintain the vitality of a tooth, is justifiable only

if healing results under the capping material.

These authorities elaborate:

There exists no clinical method by which one

can determine whether or not healing results. It is

a well-known fact that pulp degeneration and
necrosis may occur without any clinical signs or

symptoms. A roentgenogram shows only whether or

not gross pathological changes have resulted at the

apex of a tooth. Vitality tests may indicate a vital

tooth although the entire coronal portion is ne-

crotic.

To determine whether a sound, young pulp that

is deliberately exposed is capable of healing, the

following experiment was carried out. Without an-

esthesia, occlusal or gingival third cavities were

prepared under a warm water spray in sound bi-

cuspid teeth to be extracted for orthodontic pur-

poses. After a classical cavity preparation was
made, the pulp was exposed. The tooth was then
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isolated with cotton rolls, the cavity dried with

compressed air, and the exposure was capped with

one of the following materials: (1) a paste of zinc

oxide and eugenol, or (2) a paste of calcium hy-

droxide and tap water. The remainder of the cav-

ity in either case was filled with zinc oxide and

eugenol. Only patients losing a minimum of two

teeth were included in this study, so that healing

could be studied under different conditions in the

same patient. Zinc oxide eugenol and calcium hy-

droxide water pastes were used as capping mate-

rials under which to study healing, because of the

acceptance of the former as a bland filling materia t

and the successful results with the latter in ampu-
tation experiments. A total of 40 sound teeth from

children 9 to IS years of age were used.

These teeth were extracted—at intervals of 24

hours—2, 4, 6, 8 and 12 weeks after the pulp cap-

ping was performed. The extracted teeth were im-

mediately ground into longitudinal slabs, fixed in

Zender formol, decalcified in 5 per cent nitric acid,

and prepared in the usual manner for celloidin

sections, which were stained with hematoxylin and

eosin.

Xo healing was observed in exposed pulps

capped with zinc oxide eugenol; pulps so treated

remained vital but chronic inflammation persisted.

Exposed pulps capped with calcium hydroxide

healed rapidly with little inflammatory reaction;

within four weeks the original site of exposure was

completely walled off by a new odontoblastic layer

and a new dentin barrier.

GENERAL PRACTICE
William R. Wallace, M.D., Editor, Chester, S. C.

RELAPSING TERTIAN MALARIA
The time is always ripe for a statement of the

status praesens of the treatment of malaria.

Wise 1 has made such a statement, the gist of

which is, with thanks to the author, passed on to

our readers.

A common error has been to diagnose malaria

when neurosis is the disability. Several cases of

bronchiectasis and virus pneumonia have been

treated to intoxication with atabrine, the chronic

fever having been attributed to malaria. In two

instances, fever was treated with atabrine for a long

period, malaria being assumed to be the cause, and

on x-ray examination tuberculosis with cavity was
discovered. Pyelitis and chronic hepatitis must be

considered in the differential diagnosis.

If all reasonable diagnostic efforts have been ex-

hausted, and fever of unknown origin must be

treated by trial with drugs, it should be borne in

mind that atabrine, quinine, or chloroquine, in

I. R. A. Wise, in Texas Jour, of Medicine, May.

therapeutic doses, will render the patient fever-free

within 72 hours at the longest if the fever is due
to malaria, and continuing the drug longer as a

therapeutic test is not sound medical practice.

Plasmodium ovale has no tendency to relapse;

100 per cent of cases are cured by small doses of

quinine. Plasmodium vivax initial attacks are uni-

formly susceptible to cure, but recurrences are fre-

quent. Occasionally relapse occurs after seven to

twelve months, but the total duration of the infec-

tion dose not exceed fourteen months.

Quinine, atabrine, and chloroquine are effective

unly upon the red-cell stage of the malarial para-

sites, have little effect on gametocytes and none

upon the exo-erythrocytic phase. Plasmochin acts

upon the gametocytes, may be upon the exo-erthro-

cytic phase. Penaquine acts upon the exor-erthro-

cytic form.

The total cure of malaria rests between the proper

balancing of three factors: (1) the drug's efficacy:

(2) the host's immunologic reaction; and (3) the

characteristics of the infecting strain.

Quinine, atabrine, and chloroquine were effective

in decreasing the parasites at the end of 48 hours

in this order: chloroquine 86, atabrine 77, quinine

45%.
In controlling the fever: on the second day after

introduction of quinine therapy in delayed primary

attacks, more than 30% of the patients continued

to have fever, on chloroquine 10%, and on quina-

crine 20%. In relapsing cases the percentage is

smaller in all three: quinine 10%, atabrine 8 and
chloroquine 1. In controlling aches, weakness, diz-

ziness and nausea, chloroquine and atabrine are

both more effective than quinine.

In choosing a method of treatment in a case of

relapsing vivax malaria, the physician must balance

the disabling effects of the recurrence, the patient's

physical status, and the drugs available. To use an

innocuous drug, such as chloroquine, for two days

every two to four months, and wait for immunity,

or to put the patient in the hospital for 14 days of

quinine-plasmochin with its potential danger must
be weighed by the physician. Under close observa-

tion and control of activity, the reactions to plas-

mochin have not been serious.

OXYGEN IN THE TREATMENT OF ACUTE
ALCOHOLIC INTOXICATION

This journal has been gratified recently to note

the repeated appearance in the best journals of arti-

cles recommending the treatment of grave condi-

tions in the home.

All doctors in general practice would like to

know ;i better way of dealing with cases of abuse

of alcohol. Two Philadelphia Hospital physician'1

offer a better way.
1. C. X. Davis. AM)., and H. F. Robertson, M.D., in Qua--

I'nwl on Studies on Alcohol, June.
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The treatment consists of the administration by

mask of pure oxygen for 20 minutes every hour for

six hours. For the occasional patient who is suffer-

ing from delirium tremens the oxygen is given for

20 min. of each hour, for 24 to 48 hours, until the

patient has reacted favorably. No toxic reactions

from the administration of pure oxygen have been

noted. The personnel must be sympathetic and

understanding and gain the confidence of the pa-

tient in order to avoid arousing fear.

One hundred patients showed a striking improve-

ment of their acute alcoholic intoxication not hith-

erto experienced with other methods of treatment.

Sedative medication was found unnecessary except

in the severe psychotic phase of delirium tremens.

Patients who are critically ill will require additional

supportive medication, such as the intravenous

"Blockley Cocktail"* and measures to preserve

adequate liver function.

Everybody knows that alcohol is eliminated

largely in the breath so it is manifest that increas-

ing the rate of air passage into and out of the lungs

will accelerate the ridding of the system of alcohol

which has been imbibed. The glucose and vitamins

are indicated because all heavy consumers of alco-

hol are depleted of these essential food elements.

Modification of Dr. Davis consists of: 500 to 1.000 c.c.

10rr glucose, 10 units insulin; and 1 ampule containing 6

mg. pyridoxine hydrochloride, 20 mg. thiamin hydrochlo-

ride, 6 mg. riboflavin, 40 mg. niacin amide. 6 mg. sodium

pantothenate and 100 mg. ascorbic acid.

UROLOGY
Raymond Thompson, M.D., Editor, Charlotte, N. C.

RECENT ADVANCES IN UROLOGY
A Louisville urologist 1 has recently called at-

tention that vesical neck hvperplasia in woman is

fairly analogous to prostatic hypertrophy in man.

For the not very uncommon complaint in women
of urinary frequency, nocturia, terminal dysuria

and general nervousness, which complaints in the

past, as Lich points out, we have usually passed

off as a part of the menopausal syndrome, Lich

advices as the only treatment urethral dilatation

with large sounds.

We are told that these patients, as a group, have

definite pathological changes in the vesical neck

which is comparable to posterior commissural hy-

pertrophy in man, that, in other words, these wom-
en are suffering with an obstructive uropathy of

the vesical neck. The obstruction is not obvious

wi!h the usual cystoscopy, but with the use of the

retrograde lens one can see a variable degree of

bladder neck thickening which may completely sur-

round the internal urinary meatus. Normally the

vesical neck tissue is glandular, with low cuboidal

1. Robert Lich, Jr.. M.D., in A"v. Med. Jour., June.

epithelium and rather small glands and consider-

able interstitial tissue.

A further analogy lies in the fact that tissue re-

moved from patients with hypertrophy of the vesi-

cal neck closely resembles microscopically prostatic

tissue removed because of hypertrophy. The prox-

imal portion, if not the entire female urethra, is

identical in its embryologic derivation to the pos-

terior (prostatic) urethra in the male.

This hypertrophied tissue at the vesical neck in

woman is resected with the transurethral resec-

toscope much the same as a prostatic resection is

carried out in the male. The resection must be done

with the utmost care and accuracy not only that

tissue essential to urinary control be not removed,

but because unless all the hypertrophied tissue is

removed from the entire circumference of the ves-

ical neck the symptoms will be unimproved. All

these patients can be relieved, says Lich, and cer-

tainly we owe them such relief from a chain cf

symptoms, particularly the associated nervousness

and psychically, which tend to be much more se-

rious than a comparable prostatism in man.

Resection of a total of 25 grams of tissue in a

woman who had undergone two gynecologic opera-

tive procedures without relief of her urinary symp-

toms, which at best were vague, afforded astonish-

ing relief. This patient when examined vaginally

with a cystoscope in place was found to have such

a mound of tissue about the vesical neck as, in a

man, would have been considered to be a substan-

tial prostatic hypertrophy. The removal was done

in two stages because it was believed that on the

first resection so much tissue was being removed

as to cause fear of perforating the bladder. As 3

result, the patient was only moderately improved,

and the second resection was undertaken with

complete relief.

It is to be emphasized that any woman, whether

or not in or near the climacteric, who has trouble-

some urinary symptoms and a clear urine, should

have a thorough cystoscopic examination with spe-

cial lenses to determine the presence or absence of

pathologic changes at the vesical neck.

HISTORIC MEDICINE

OBSERVATIONS OF SPECIAL INTEREST TO
PHYSICIANS

From History of the Dividing Line

Col. William Byrd was the chief of the Com-
missioners for running the line between Virginia

and North Carolina. The survey was begun in

March. 1728, and concluded in November of the

same year. Five years later the redoubtable colonel

journeyed through Southside Virginia to the con-
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fluence of the Dan and Staunton rivers thence on-

ward to the region of the present Leaksville, N. C,
in which region he had acquired by patent and/or

purchase some 25,000 acres.

The colonel's father, the first Wm. Byrd of West-

over, had sent the son abroad to be educated at

Oxford, and he had been admitted to the English

bar, and lived for several years in the highest social

circles of England.

Nothing escaped his attention. Notations of his

on these journeys include a good many on medical

matters and natural history which will prove of

interest to many.

The survey was begun at the Atlantic. Approach-

ing this beginning point by way of Norfolk, the

colonel was moved to make some acute remarks on

conditions in that town. With these we begin.

The trade with the West Indies contributes much toward

debauching the country by importing an abundance of

rum, which breaks the constitutions, vitiates the morals,

and ruins the industry of most of the poor people.

At Prescot landing, upon Northwest river:

We hardly allowed ourselves leisure to eat, which we
had less stomach to do, by reason the dinner was served

up by the landlord, whose nose stood on such ticklish

terms, that it was in danger of falling into the dish.

Where Northwest river flows into Albemarle

Sound, their tents not having arrived, they spent

be night in the ''miserable cottage" of one recently

come from Maryland where

—

We were almost devoured by vermin. However, we were

above complaining, being all philosophers enough to im-

prove such slender distresses into mirth and good humor.

On the 10th, a little west of the Dismal:
[From] bad husbandry milk is so scarce in the winter

season that were a big-bellied woman to long for it, she

would lose her longing.

The inhabitants devour so much swine's flesh that it fills

Ijsem full of gross humors.

Yaws is called the country distemper. This has all the

symptoms of syphilis, with this aggravation, that no prep-

aration of mercury will touch it.

Considering the foul and pernicious effects of eating

swine's flesh in a hot country, it was wisely forbidden to

the Jews.

The night of the 12th:

A clear sky, spangled with stars, was our canopy, which
being the last thing we saw before we fell asleep, gave us

magnificent dreams-

On the 16th:

The poor fellows began to be troubled with fluxes, oc-

casioned by had water and moist lodging; but chewing ot

rhubarb kept that malady within bounds.

On the 17th:

Our landlord's whole family Ton the borders of the Dis-

mal! are devoured by mosquitos all the summer, and have
agues every spring and fall.

September 21st:

Several of our men had intermittent fevers. Our chief

medicine was dogwood bark, which we used, instead of

that of Peru, with good success.

I found some plants of star-grass. The rattlesnake has
such an antipathy to this plant, that if you smear your

hands with the juice of it, you may handle the viper

safely.

September 26th:

Abundance of St. Andrew's cross—used by Indian trad-

ers to cure their horses when bitten by rattlesnakes.

September 27th:

In stony grounds we found great quantity of the true

ipocoacanna [ipecacuanha], here called Indian physic ....
it generally cures .... bloody fluxes at once or twice tak-
ing-

September 29th:

We found in the lowgrounds a fern, said to be much the
strongest antidote yet discovered against the poison of the

rattlesnake.

October 7th:

Abundance of coltsfoot and maidenhair, both excellent

pectoral plants.

October 9th:

Wild angelica grows plentifully. The root of this plant,

being very warm and aromatic, is coveted by woodsmen
as a dry dram, that is when rum, that cordial for all dis-

tresses, is wanting.

October 17th:

Near our camp a shrub something like that which bears
the barberry, though much smaller- The leaves had a fresh,

agreeable smell, and I am persuaded the ladies would be
apt to fancy a tea made of them, provided they were told

how far it came, and were obliged to buy it very dear.

October 19th:

A prodigious flight of wild pigeons. The flocks of these

birds are so amazingly great that they darken the sky. . . .

Under some trees where they light, it is no strange thing
io find the ground covered three inches thick with their

dung.

October 21st:

Our Indian hunter killed a bear so fat that there was no
way to kill him but by firing in at his ear. The bears,

going down hill, are obliged to sidle along very awkwardly,
to keep their lights [lungs] from rising up into their throat.

October 24th:

One of the people shot a rackoon. . . . When fat it has
much higher relish than mutton or kid.

October 26th (241 miles and 230 poles, in a

straight line, from Coratuck inlet):

A commissioner bruised his foot against a stump, which
brought on a fit of gout. Bathing his foot in cold water
made it less painful and gave hope of reducing the swell-

ing in a short time.

This moist situation began to infect some of the men
with fevers, and some with fluxes, which were soon re-

moved with Peruvian bark and ipocoacanah.

October 28th:

Our commissioner's pain began now to abate as the

swelling increased. . . . Nothing will relieve the pain of

gout more than rattlesnake oil, which will penetrate even
the pores of glass when warmed in the sun- . . . Seneca
root infused in wine has enabled cripples to throw away
crutches and walk miles.

We had a man in our company who ate as much as any
other two, but all he swallowed stuck by him until it was
carried off by a strong purge. Without this assistance, often

repeated, his belly would swell to such a bulk that he

could scarcely breathe when he lay down, just as if he had
had an asthma; notwithstanding all this, he used abund-
ance of exercise, by which it was wonderful the peristaltic

motions were not more vigorously promoted. At last we
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gave him a moderate dose of ipocoacanah, which had so

happy eflect that, from that day forward to the end of

our journey, all his complaints ceased, and the passages

continued unobstructed.

October 29th:

Our podagrous friend seemed to need only one day more

to reduce his foot to fit his boot, and the rain procured

this benefit for him.

Certainly no Tartar ever loved horseflesh, or a Hottentot

puts and garbage better than woodsmen do bear meat.

Our Indian disclosed to me that, if any Indian woman did

not prove to be with child at a decent time after mar-

riage, her husband entered into a bear diet for six weeks.

. . . All the married men of our company were joyful

lathers within 40 weeks after they got home, and most of

the single men had children sworn to them within the

same time, our chaplain always excepted, who cast out

that kind of devil by dint of fasting and prayer.

The portable provisions I would furnish our foresters

withal arc glue-broth and rockahominy: one contains the

essence of meat, the other of bread. . . . One pound (each)

of this cookery would keep a man in good heart for a

month.

In the summer of 1736. the surgeon of a ship came

ashore at York to visit a patient. He was no sooner got

into the house than it began to rain with many claps of

ihunder. Soon a flash of lightning struck the surgeon dead

as he was walking about the room, but hurt no other per-

son, at the same time making a hole in a pine tree, which

grew ten feet from a window: and on the breast of the

surgeon was the figure of a pine tree, as exactly delineated

as any limner in the world could draw it.

I would not care to lie still and be knocked on the head

as the Jews were by Antiochus, because they believed it

unlawful to stand to their defense on the Lord's day; nor

would I, like the New England magistrate, order a man to

the whipping-post for daring to ride for a midwife on that

day.

Indians laugh at the English who can not stir to a next

neighbor without a horse, saying two legs are better than

six.

There is no climate that produces everything, nor is it

fit it should be so, because were it not for the mutual

supply one country receives from another, in order to

make up each other's wants, the wars between bordering

nations would be perpetual and irreconcilable-

As a help to bear fatigue I used to chew a root of

Ginseng as I walked along. This kept up my spirits and
made me trip away nimbly. ... It cheers the heart of man
and makes him look down with great composure on the

crosses of the world. . . . This noble plant grows [in

many places] including the area near our mountains, but

as sparingly as truth and public spirit.

The flesh of the river turtle is wholesome, the eggs sweet

and invigorating, so that some wives recommend them
earnestly to their husbands.

The Indian shot an otter, but our people were better

fed than to ea tit. Its flesh has a rank fishy taste, and for

that reason might be a proper regale for the Samoeids, who
drink the Czar of Muscovy's health in train oil.

Xovember 15th:

We crossed the Trading Path and came to the uppermost
inhabitant, on a plantation of Colonel Mumford. where
our men almost burst themselves with potatoes and milk.

November 19th:

At Captain Embry's our landlady set out all her spits.

ivens, gridirons and saucepans to work, though it proved
but a Mahometan feast, there being nothing to drink but
water.

November 20th:

Arrived that evening at Colonel Boiling's, within hearing

of the falls of the Appomattox, where first, from a primi-

tive course of life, we began to relapse into luxury.

INTERNAL MEDICINE
George R. Wilkinson, M.D., Editor, Greenville, S. C.

PROPEPTAN THERAPY FOR GASTRO-
INTESTINAL FOOD HYPER-

SENSITIVITY
Until now the treatment of gastrointestinal

food-hypersensitivity has been prolonged and the

results poor. The commonly used methods: (1)

exclusion of the offending food for prolonged

periods; sometimes for life. This method is im-

practical if there is sensitivity to a commonly used

food. (2) Desensitization, which is time-consuming,

often unsatisfactory. Very small quantities of the

food may produce severe constitutional reactions.

(3) Skeptophylactic desensitization. Minute
amounts of all foods to be served at the meal are

given 45 minutes a. c. for several months. This

procedure frequently produces good results but is

irksome due to the time required.

A group of Jefferson investigators 1 make this

statement as an introduction to their presentation

of the case for propeptan therapy.

The propeptan therapy of food-hypersensitivity,

we are told, has been used in Europe and South

America for many years, and has yielded excellent

clinical results. The procedure is simple, the diet is

adequate from the onset of treatment and perma-

nent deallergization is apparently produced.

Following preliminary studies the food to which

the patient was being desensitized was excluded

from the diet and each patient was given 0.1 Gm.
of type-specific propeptan in capsule form exactly

45 minutes before each meal. If hypersensitive to

several foods, the patient received one capsule of

each such food 45 minutes a. c. At the end of

three days, in case the propeptan alone had not

produced any untoward manifestations, the small-

est amount of the offending food which the patient

was known to tolerate was added to each of the

meals. After three to five days, no symptoms, of-

fending food increased, 20 to 25 per cent q. three

to five days, ingestion of average quantities of the

food without discomfort.

At any time any distress, largest amount of the

food previously tolerated was given for one week,

the amount then slowly and carefully increased.

With tolerance of average quantities of the of-

fending food, that quantity was given for one to

two weeks. The propeptan capsules taken daily

were then gradually reduced until, at the end of

two to three weeks, none was being given.

Propeptans are preparations resulting from di-

1, Alison H, Price et o/.j Philadelphia, in 11. Digest. Dis., May.
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gestion of individual proteins by hydrochloric acid,

pepsin and trypsin. They are composed of proteo-

ses, peptones, subpeptones, simple peptides and

amino acids in definite proportions. They are type

secific and will protect animals sensitized by either

the intravenous, subcutaneous or oral routes,

against death in anaphylactic shock.

In this small group of food-hypersensitive per-

sons propeptan gave excellent results. All felt im-

proved in one week and most were free of symp-

toms in two weeks. After four to seven months al!

are symptom-free.
—Jefferson Medical College and Hospital

THERAPEUTICS
J. F. Nash, M.D., Editor, St. Pauls, N. C.

MANAGEMENT OF ACUTE RENAL
FAILURE

Until 40 years ago every case of acute nephrit-

is was treated with an absolute milk diet. It was
so bland a nutrient that it could not irritate the

kidneys and it assured a satisfactory caloric in-

take. A few years later it was demonstrated that

large amounts of proteins and sodium chloride

were detrimental to patients with acute nephritis,

and a diet poor in protein and sodium chloride was

advocated. Thus pointedly, Snapper 1 introduces us

to what he has to say about management of acute

renal failure.

He goes on:

In the last decade the evil results of the starva-

tion diet have been emphasized—increase in the

catabolism of body proteins which in its turn leads

to an increase of the nonprotein N of the blood.

On a starvation diet so much body protein is bro-

ken down that from this source alone 20 grams of

urea are formed daily. This is the reason why
many clinicians now attempt to avoid starvation.

As proteins and salts should be avoided, Borsr.

has advocated a daily diet consisting of 200 grams
of butter and 200 grams of sugar. The butter is

first melted, then carefully mixed with the sugar

and 12 grams of flour and some coffee flavor are

added. The whole is put into the refrigerator. A
teaspoonful of this mixture given in iced condition

is palatable, but most patients complain if they

have to take 400 grams of it daily. Only patients

who have been persuaded of the necessity for such

a diet may be able to tolerate it. On this diet the

body produces only four grams of urea daily. Borst

calculates that a patient with no kidney function

should live five times as long on such a regimen as

on a starvation diet. It should also be remembered
that toxic substances like potassium, which play

1. I. Snapper, New York City, in Bui. N Y. Acad, of Med.,
April.

an important role in uremia, are derived from the

endogenous break-down of protein.

Acute glomerulonephritis has a tendency to heal

spontaneously, and in lower-nephron nephrosis re-

generation of the tubules always starts after 10

days have elapsed. Therefore, everything must be
done to assure survival of the patient for 10 to 14

days after the anuria has set in.

The main measure in the treatment of acute an-

uria consists of reduction of intake of fluids, elec-

trolytes and proteins. In general, the daily fluid

intake should not exceed 800 c.c. which is sufficient

to compensate for the loss of water via the respira-

tory tract and the skin. In case water is lost by
diarrhea or vomiting the fluid intake should be

increased. A diet of 800 c.c. of fruit juice can be
used at least for a short time.

It may be advisable to increase the caloric in-

take by ingestion of fat and carbohydrate. During
hunger considerable amounts of protein are broken

down which give rise to the formation of extra urea

and other nitrogenous metabolites. For this reason,

Borst has advocated his butter-and-sugar diet. In

nearly all cases of anuria intravenous injections of

large quantities of fluids and salts are contraindi-

cated. In hypochloremia sodium chloride should be

given, in acidosis bicarbonate.

It seems that in most cases of acute anuria these

measures will be sufficient to keep the patient alive.

Occasionally more drastic measure may be neces-

sary. The latter is often the case in patients with

anuria who have been treated with large amounts
of fluid and salts. Under these circumstances, the

artificial kidney, peritoneal dialysis, and exsangui-

notransfusion have been used, occasionally with

success. All these drastic methods have their ad-

vantages and disadvantages and should be employ-

ed only if strict indications exist.

"FAMILIAL LEG ACHE" A SCIENTIFIC
DIAGNOSIS

With children, the symptom of leg ache is prob-

ably as common as any other complaint. In most

instances little is done due to the frequency and
lack of evident seriousness. Generally, the parent

gives little attention to the complaint because of

a childhood recollection of similar leg pains, unless

the pain is very persistent, and then rheumatic

fever is thought of.

Since leg ache is a common symptom of it, it is

natural for parents to feel concern as to rheumatic

fever, in which cases it is imperative that therapy

be instituted immediately; and the condition is not

rheumatic fever, it is necessary that the fears of

the family be allayed. Careful examination of chil-

dren in Heppson's1 practice with leg ache revealed

that 75 per cent of all cases had no demonstrable
1. E. M Heppson, M.D., Salt Lake City, in Rocky Mountain

Med. Jl., April.
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disorder, but either the mother or father had as a

child experienced leg ache. For this disorder, he

suggests the name "familial leg ache."'

Exposure to cold is a common cause. In some

instances walking into a cold room will induge leg

ache. The usual experience is that it occurs after

walking to and from school, or running and jump-

ing, in cold weather. The pain occurs in late even-

ing following these activities, or after dancing in

adolescents. Physical activity and exposure to cold

are the two main factors.

The one characteristic of familial leg ache is

afternoon or evening pain in the calves of the legs,

usually interfering with sleep. In many cases the

slightest running or jumping will make the child

scream with pain in two or three hours and will

last until therapy is instituted. There is no stiff-

ness or limitation of motion after resting. Pain

persists with or without activity. It is peculiar that

leg ache rarely is felt after a night of sleep and

yet may occur four to five hours after the patient

has retired.

A steady aching extends from the ankle to the

knee joints and may extend to the thigh. There is

no pain in any joint. The ache may last the entire

night. It usually appears first in the third or fourth

year.

Inspection reveals a contracted muscle group

similar to that in a case of tetany.

A child may have both familial leg ache and
iheumatic fever.

Flat feet and other foot disorders may produce

pain similar to familial leg ache, but repeated ex-

amination will reveal the cause. Corrective arches

and shoes, and exercises for the feet give relief.

Symptoms are easily relieved by aspirin 2J4 to

5 grains p.r.n., allowing a restful night. Symptoms
will not recur until the causative factors are again

brought into play. Massage and heat will also

bring immediate relief, but only for a short time.

GENERAL PRACTICE
James L. Hamner, M.D., Editor, Mannboro, Ya.

THE INTERVERTEBRAL DISC:
CONSERVATIVE TREATMENT

A more conservative attitude is now taken to-

ward the management of intervertebral disc trou-

bles.

Here is abstracted a helpful article 1 presented

t& a recent meeting of the St. Louis Medical So-

ciety.

Key has abandoned the diagnosis of sacro-iliac

strain, lumbosacral strain, postural strain, trau-

matic strain, facet syndrome, and hypertrophic

spondylitis as explaining pain in the low-back with

Bid. St. Louis Med. Soc.

or without sciatica. We now believe that all of the

conditions formerly given these diagnoses are caus-

ed by lesions of the intervertebral disc in the lum-

bosacral region. This means that 90 per cent of the

patients with lowback pain are suffering from in-

tervertebral disc lesions. The other 10 per cent are

suffering from one of a number of conditions

—

spondylolisthesis, ankylosing arthritis of the spine,

neoplasms and infections; especially tuberculosis

;>f the spine.

In the majority of these cases the symptoms
will subside spontaneously or under conservative

treatment.

Rest is the most important measure: continuous

bed rest in a hospital, with or without traction;

or relative rest at home. It is usually tempered to

the severity of the symptoms. Prolonged bed rest

is not advisable. If the patient is not improved

within two weeks, some other measures should be

used.

Manipulation in various forms is used, either

wnth or without anesthesia. If done properly, it

rarely aggravates the symptoms. We usually ma-
nipulate without anesthesia.

Heat tends to relieve muscle spasm and is grate-

ful to the patient. It may be applied as hot packs,

infra-red or diathermy or as a soak in a tub of hot

water and may or may not be followed by massage.

A fracture board gives firm support under the

mattress, usually a sheet of plywood which pre-

vents sagging and in many instances makes the

patient more comfortable.

Support for the low-back is afforded by a laced,

reinforced corset for women and a wide, reinforc-

ed canvas belt for the men. This limits the move-
ment of the back and in many cases lessens the

pain.

The patient is advised against prolonged stand-

ing, heavy lifting or excessive bending.

Back stretching and postural exercises are ad-

vised for those patients wdiose symptoms are not

acute, and it is believed that correcting the pos-

ture, recurrence of the strain is lessened.

A moderate amount of codeine in severe cases,

but rely chiefly upon salicylates. All patients are

given vitamin B for its tonic effect. Nervous pa-

tients are sometimes given small doses of barbitu-

rates in addition to reassurance.

Anything that can be done to improve the pa-

tient's general health is done.

If these measures do not result in sufficient re-

lief to enable the patient to resume his normal

manner of life and to be fairly comfortable while

doing so, operative treatment should be consid-

ered. By operative treatment, we mean surgical

removal of the disc. Only in rare instances do we
fuse the spine after the offending disc has been

removed.
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SURGERY
William H. Prioleau, M.D., Editor, Charleston, S. C.

THYROTOXICOSIS WITHOUT ELEVATED
BASAL METABOLISM

In the diagnosis of functional disease of the

thyroid gland, there is no specific test, and main
reliance must be placed upon clinical judgment.

While the basal metabolic rate is generally ele-

vated in hyperthyroidism it is not invariably so,

and conversely an elevation of the basal metabolic

rate is not necessarily diagnostic of hyperthyroid-

ism. The explanation of this is that the determina-

tion of the basal metabolic rate is not a specific

test.

In explanation of the above, Chesky and
Schmidt 1 consider that there is a difference be-

tween hyperthyroidism and thyrotoxicosis. In hy-

perthyroidism the excess thyroxine produces the

typical symptoms of Graves' disease with an ele-

vation of the basal metabolic rate, and usually

exophthalmos. On the other hand, they recognize

a clinical picture often occurring in pafients with

long-standing goitre. In this group of cases the

symptoms are predominantly cardiac. They may
have auricular fibrillation and all stages of conges-

tive failure. The eye signs are generally absent

and the basal metabolic rate is only slightly ele-

vated or may even be subnormal. In the acute

hyperthyroidism of Graves' disease the thyroid

tissue is hyperplastic. In the latter group of cases

the tissue shows varying degrees of degeneration

and an absence of hyperplasia. The most convinc-

ing proof in these cases is the remarkable improve-

ment in the cardiac condition following thyroid-

ectomy.

In summary, the authors hold that the term

hyperthyroidism should be restricted to diffuse

hyperplastic goitre in which elevated basal me-
tabolism is a distinguishing feature. They consider

that the general clinical picture of thyrotoxicosis is

best explained on the basis of perverted thyroid

secretion, rather than excessive normal secretion.
1. Chesky, V. *K., and Schmidt, C. R.: Thyrotoxicosis Without

Elevated Ba^al Metabolism. Jour, of the International College of
Surgeons, May -June, 1949.

PEDIATRICS
Albert M. Edmonds, M.D.. Editor, Richmond, Va.

THERAPY IN INFANTILE ECZEMA
A distinguished Boston pediatrician makes a

contribution 1 to the current literature which is of

immense value as an addition to knowledge of the

disease condition dealt with per se, and of much
more value for its teaching of the philosophy of

medicine in general.
1. Lewis Webb Hill, Boston, in Jour. A. M. A., May 14th.

One can but wonder how much discouragement,

even how much loss of faith in medicine's power
over disease in general, had its origin in the teach-

ing emibodied in the next two paragraphs.

In 1922 I wrote that, with painstaking and intelligent

care, most cases of infantile eczema can be cured entirely.

In 1934 I said that the treatment of eczema may be sum-
marized in six words: "Find the cause and remove it."

These statements were due to the optimism of youth. The
condition in many cases cannot be cured entirely, and find-

ing the cause does not happen as often as the books tell

us.

In 1948 I say infantile eczema is a perplexing and ex-

asperating disease to treat, and I wish I understood it

better.

What passes as infantile eczema may be any one

of many things—atopic, contact or seborrheic der-

matitis, nummular eczema, an eczematized fun-

gous infection, a low-grade pyogenic infection. It

may have no content of allergy.

Hill has seen a five-year-old child who had been

tested with 236 foods; her mother proudly pre-

senting a list of the 109 foods which did her harm,

typed in red, and a list of the 127 which she could

eat, typed in black.

Included among those which she must not eat were
squab, calves' brain, venison, caviar, poppy seed, bay
leaves, thyme, red currant and sanka coffee. She was for-

tunately found not to be allergic to pheasant, turtle, arti-

choke, garlic, horse-radish, tripe or caraway seed-

This authority now agrees with those who say

the only way to determine what foods are of im-

portance is to remove them from the diet and see

what happens. If so many foods are involved that

an adequate diet is not left, only those should be

removed which elicit the greatest reactions, and
"no eczematous baby should ever have an inade-

quate diet no matter what his cutaneous reactions

are." In a great number of cases it seems to make
little difference what the diet is, in spite of positive

reactions to various foods.

Many cases of infantile eczema have nothing to

do with the diet. Dermatitis which begins rather

suddenly after the age of six months stands a good

chance of being contact dermatitis.

"Atopic dermatitis is a disease; contact derma-

titis is an episode." The two necessities are to use

the right kind of salve or lotion for the right kind

of dermatitis and to protect the involved areas

from any and all trauma.

Hill knows of no good way to stop itching. A
possible exception is the ingestion of unsaturated

fatty acids in the form of linseed oil, corn oil or

lard, as originally recommended by Hansen. This

treatment can do no harm to the child, which is

more than can be said of some treatments being

used.

Emphasis is placed on four things: (1) the need

for a commonsense point of view concerning cu-

taneous tests with foods, (2) the need for more

attention by allergists to local treatment, (3) the
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necessity of protecting the skin from external

trauma and (4) the fact that not all eczema in in-

fants has tn do with the diet and that contacl der-

matitis is not uncommon.

SURGICAL TREATMENT FOR COARCTA-
TION OF THE AORTA

Abstracted from article by R. E. Gross, M.D., in Jour.

A. M. A., January 29th

Coarctation is a congenital obstruction of the

aorta; a segment of the vessel has only a tiny, in

i'utne cases no, lumen. It is four or live times as

common in males as in females, and can be readily

tecognized by adequate physical examination.

Reifenstein et al. reviewed postmortem materia!

from the larger hospitals of the Boston area and
picked out for study all cases of coarctation,

whether or not the coarctation had contributed to

death.

A quarter of the patients lived a long life at a

reasonably high efficiency. Some lived to advanced
old age. Some had mild or moderate disability take

them to a physician. In some instances, the ab-

normality was unsuspected during life.

Twenty-two per cent of the subj'ects died from
bacterial—usually streptococcus viridans—endocar-

ditis or aortitis. In 23 per cent of the cases death

was sudden from rupture of the aorta, in most
cases preceded by hypertension. In 28 per cent

death was brought about by the hypertensive state.

Deaths from cardiac failure were about twice

those from intracranial hemorrhage. Excluding

those who died from "incidental" causes, the aver-

age age at death was about 30 years.

Palpation of the femoral arteries reveals great

diminution or absence of pulsations, impulses com-
ing later than those of the radial artery—a re-

versal of normal. Blood pressure in the legs, nor-

mally 30 or 40 mm. higher than that in the arms,
is in aortic block decidedly below that in the arms.
The pressure in the arms is in the upper range of

normal, or at hypertensive levels. When any patient

is found to have elevated pressure in the arms, the

examiner should examine the circulation in the

legs. Evidence of collateral arterial circulation is

often observed, commonly in adults. It is more
easily detected in thin subjects. Pulsations may be
seen and felt medial to and below either scapula,

above and beneath the clavicles and along either

side of the sternum. From the internal mammary
arteries pulsations may extend downward, along
the course of the epigastric arteries. Pulsations on
the anterior part of the chest are apt to be more
intense on the right.

Frequently, but not constantly, a systolic mur-
mur of mild or moderate intensity is to be heard
over the precordium, well transmitted to the left

of the interscapular area. The level of the p. m. i.

of the murmur at the left of the spine is no indica-

tion (if the level of the aortic block. The systolic

murmur, so frequently described, may arise from

the constricted segment itself; but in some in-

it comes from an angulation of a channel,

notably where the internal mammary artery takes

off from the subclavian. Furthermore, a systolic

murmur may originate from an associated inter-

ventricular septal defect, or from a bicuspid aortic

valve. /// some cases there is no murmur. Others

exhibit a continuous murmur, accentuated during

systole, dying off in diastole. Little reliance can be

placed on murmurs in determining the presence or

absence of a coarctation.

For exact diagnosis of the anatomic abnormality,,

angiocardiography is most useful.

Tlie most reliable method of anastomosis is that

m which vessels' ends are brought together with a

continuous mattress suture of silk, the stitches be-

ing taken through the entire thickness of the aortic

wall and the ends of the vessel turned outward.

This brings intima to intima, and no silk is exposed

on the internal surface. Intratracheal anesthesia is

essential, and it is important to have a cannula in

an ankle vein for administration of blood.

The 60 patients with coarctation of the aorta

operated on ranged in age from 5 to 30 years. In

six cases on opening the mediastinum, the obstruc-

tion was found to be of such nature that it could

not be removed. The seven deaths were ascribed to

too-sudden removal of the clamp on the aorta,

cerebral anoxia, aortic-valve insufficiency, cyclopro-

pane anesthesia, associated rheumatic mitral sten-

osis, and hemorrhage from anastomosis.

Table I

Data in 60 Operations for Coarctation

Operation, Result No- of Cases

Exploration only 6

Subclavian anastomosis 2

Resection of coarctation; end to end
anastomosis

Death from various causes 7

No relief of hypertension 1

Fair relief of hypertension 3

Complete relief of hypertension 41

Although some excellent results have been ob-

tained from operations on patients in the late twen-

ties, there can be no doubt that most can be done

for younger persons and that the chances for bene

ficial effects will diminish as one deals with older

and older patients.

Surgical correction for coarctation of the aorta

is an undertaking of considerable magnitude. The
procedure is time-consuming and is beset with dan-

gerous pitfalls if one attempts to compromise on

the steps which demand patience, gentleness and
great accuracy of technic. These operations are

exhausting for the surgeon, anesthetist, and the

entire team, but the compensation is great, in the

form of extremely gratifying results whenever hy-

pertension is relieved.
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THE PRESIDENT OF THE TRI-STATE
MEDICAL ASSOCIATION

Russell von Lehn Buxton was born in his

father's hospital in 1908, the second year after the

hospital was opened. His father, Dr. Joseph Thom-

as Buxton, was a native of Jackson, N. C, his

mother, nee Helen von Lehn, of Elizabeth, N. J.

After finishing grammar school in Newport News,

he attended the Episcopal High School, Alexandria,

Va., graduating there in 1925. After graduation at

Princeton, four years later, he began medical

ment. During 1938 he was acting head of the Eliz-

abeth Buxton Hospital and was also assistant in-

structor in gynecology at the Medical College of

Virginia for the sessions of 1939 and 1940. Follow-

ing his father's death in 1940, he became surgeon-

in-charge, which position he has occupied ever

since. Dr. Buxton has been president of the War-

wick County Medical Society and is now serving

as president of the Seaboard Medical Society and

the Peninsula Academy of Medicine.

Outside of medicine, sailing has been his chief

studies at the University of Pennsylvania, where

he maintained high rank throughout the four years,

and was awarded his degree in medicine in 1933.

Immediately thereafter, young Dr. Buxton entered

on his service of three years in the Philadelphia

Hospital, where he became assistant chief resident

in obstetrics and gynecology.

His next year was to have been spent at the

Cleveland Clinic, but his father's strength failed to

such a degree as to necessitate the son's return

home, after ten months, to relieve the father of

much of his work in surgery and hospital manage-

diversion. At the present time he is serving a sec-

ond term as Commodore of the Hampton Yacht

Club. Two years ago, he and several other doctors

of his vicinity combined business with pleasure and

sailed from Hampton to the American Medical As-

sociation's meeting at Atlantic City.

While in Cleveland, Dr. Buxton met Miss Eli-

nor Hedrick, who is now Mrs. Buxton. Although

Mrs. Buxton was born in Columbus, Ohio, she

lived most of her life in Cleveland where the mar-

riage took place in October, 1937. Her grammar

school education was in the public schools of Cleve-
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land and her college and University education was

at the Western Reserve University. Their family

consists of three boys, Joseph, Russell, Jr., and

Louis.

Among the contributions to medical literature

of the subject of this sketch are papers on:

Treatment of Abortion— 1937

Trichomonas Vaginalis Vaginitis— 1937

Streptococcus Meningitis successfully treated with Sul-

fanilamide—1938

A case of Volatile Oil Poisoning—1940

Meningococci Meningitis: Death following withdrawal

of Spinal Fluid—1944
Bronchocolic Fistula— 1945

Tetanus—1945

Periarteritis Nosoda— 1945

Treatment of Lymphopathia Venereum—1942

False Negative Friedman Test for Pregnancy

—

1944

The Pathogenesis of Acute Suppurative Parotitis—1931

Unusual Tumors of the Abdomen—1947

Treatment of Thrombophlebitis and thrombo-angitis with

Ltamon Chloride—1948

Gout Simulating Rheumatoid Arthritis—1948 (Dr. Bux-

ton and Dr. W. A. Read)

Atrophic Arthritis, Splenomegaly and Leukopenia—Re-

port of two cases—1949 (Dr. Buxton and Dr. E. C. Eick-

hoff)

Poisoning in Children
(W. \V. Lueck, in Jl.-Lancet. May)

Insecticides or rodenticides—lead arsen-ate and -ite, so-

dium fluoride, sodium arsenite, red quill, thallium sulfate.

DDT and phosphorus—caused most of these poisonings.

Kerosen; was the commonest single agent. Liniments, the

majority of which contained methyl salicylate, barbitu-

rates, lye, turpentine, alcohol, furniture polish, iodine and

"Ex-Lax" caused many; boric acid, lead, opium, lysol,

atropine, hilex, moth balls, not a few.

A very common means was the ingestion of poisons

stored in soft-drink bottles. Many of the insect and ro-

dent poisons were mistaken for food and were even cook-

ed and served as cereal. Exploration of the medicine cab-

inet or of a mother's purse was another common source.

Boric acid solution, and potassium bromate, present in

home permanent hair waving sets, were mixed with infant',

formula.

A 14-year-old boy brought to the hospital in coma, had
bilateral trephinations on suspicion of subdural hematoma.
Three days later he gave a history of ingesting barbitu-

rates.

Poisoning should be thought oj in every patient present-

ing unusual symptoms.

DDT. insoluble in water, in an organic solvent the toxic

effects have been reported from ingestion, inhalation and
contact. Urethane gave the best results for control of the

neurological symptoms, with Dilantin the next most effec-

tive drug. Calcium gluconate intravenously is reported to

be of value.

Methylene blue is the drug of choice for treatment o r

secondary methemoglobinemia. It brings about reversal of

methemoglobin. The dosage is 1 mg. as 1% sol. per Kilo,

of body weight in adults, 2 mg. p£r Kilo- in infants, intra-

\enously over a period of five minutes. If cyanosis remains

after an hour, a second dose of 2 mg. per Kilo, to be given.

It may be given orally in doses of 3' to 10 mg. per Kilo.

In case of cyanide poisoning, 0.5 gram sodium nitrite, in

vein over 5 to 10 minutes to produce methemoglobin.
Methemoglobin helps combat cyanide poisoning. Inhalation

of amyl nitrite is used while preparing the intravenous

medication.

Salicylate intoxication is generally explained on the basis

(.:' hyperventilation due to a direct stimulation of the res-

piratory center by the salicylate. Carbon dioxide is blown

oft, causing a loss of blood CO.,, resulting in alkalosis with

a high pH value early. Remove the unabsorbed salicylate

by lavage; give 5 per cent glucose and normal saline.

Thiamine is probably indicated. Vitamin K for the corec-

tion of the hypoprothrombinemia, barbiturates to slow tho

respiratory rate.

Immediately after the ingestion of alkali, give diluted

vinegar, lemon juice or orange juice. To visible burns ap-

pl> olive oil or lard. Liquids and soft foods may be given

as tolerated. In case the esophagus is seen to be undam-
aged, by the fourth day a soft rubber, eyeless catheter

filled with mercury or small lead shot should be passed

without force into the stomach, to remain 2 minutes.

Dilations daily, gradually increasing the size catheter, until

tenth day, a 30 to 34 F., for five minutes. After daily

dilations for two weeks gradually decreased-

In kerosene poisoning, lavage with copious amount bt

weak sodium bircarbonate solution. Caffeine as stimulant;

penicillin early to prevent pneumonia and 50% dextrose

solution with oxygen pulmonary edema.

For lavage use large tube on which can be fitted 250 c.c.

aspirating bulb. Insert the tube stomach, then inject a

bulbful of water and aspirate repeated until the returns

are clear. The foot of the bed should be elevated, the head

turned to one side and an aspirator used to remove vom-
itus or other material from the mouth.

False Serologic Tests for Syphilis in Infants of

Treated Mothers
(D. Moon-Adams, New York City, in N. Y. State II. of Mei.,

Aug. 15, 1948)

To establish the diagnosis of syphilis in the newly born

infant several procedures may be necessary. These include

serologic tests, physical examinations, roentgenograms of

the long bones, dark field examination of scrapings from

the umbilican vein, and dark field examination of any
suspicious lesion on the skin or mucous membrane. The
limitations of serologic tests as a means of diagnosis have

long been recognized. In 1915, nine years after the Wasser-

m?nn test was devised. Fildes reported on its unreliability

in the diagnosis of syphilis in the new born.

The present study is based on the serologic findings of

47C infants of treated syphilitic mothers examined during

the past three years at Bellevue Hospital.

False positive serologic tests were found in 47.3% of in-

fants tested in the first month of life, in 16% of infants

tested in the second month of life, and in 1.2% of infants

tested in the third month of life.

False negative reactions were found in five cases or 1%
of the total. In one of these, syphilis was probably ac-

quired.

The duration of false positive serologic tests varied from
24 days to 14 weeks.

Compared with statistics based on mothers treated with

arsenicals and bismuth, a greater number of false positive

serologic tests can be expected in the infants of mothers

treated with penicillin-

Acute trichinosis is not apt to show eosinophilia. A
fatal such case is reported in an exchange for the last

month.

A citizen of the U. S- engaged for several years in rub-

ber investigations in the Dominican Republic writes to

Science that our common, sneeze-producing ragweed is

much cultivated in that country and used for poultices in

the treatment of various pains and other ills.
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DEATH RATE NOW THE LOWEST EVER
The Little Fellow from Missouri ought to

read the latest report on the health of our peo-

ple. 1 He and his man Ewing waxed indignant at

the "unnecessary loss of life."

The Little Fellow was a haberdasher, the Ew-
ing person a lawyer. Will the two please come for-

ward with a report on the accomplishment of hab-

erdashers and lawyers comparable to that of the

Metropolitan on the accomplishment of doctors.

Health conditions have been exceptionally good

during the first quarter of 1949. The incidence of

the respiratory diseases in these winter months

lias been relatively low, and there has been no se-

rious outbreak of any communicable disease. Mor-
tality from all causes combined has declined to a

new low for this period of the year. The death

rate among the 19^4 million industrial policyhold-

ers of the Metropolitan Life Insurance Company
was 6.8 per 1,000, or 3.7 per cent below the pre-

vious minimum for the January-March period re-

corded in 1947, and 5.3 per cent below the rate

for the like part of last year.

The improvement in mortality has been greater

among white females than among white males.

Among females, each age group experienced

lower rates than a year ago; among white males,

better records were made in all but two groups

—

10 to 14 years and 25 to 34 years. Even in the

age range 35 to 74, the death rate has dropped S

per cent for each sex since last year.

Diseases which have recorded new low death

rate for this part of the year include the principal

communicable diseases of childhood, influenza and

pneumonia, tuberculosis, syphilis, diarrhea and en-

teritis, appendicitis, and diseases of the puerperal

state.

The death rate from pneumonia and influenza

combined for the three winter months was 26.3 per

100,000, a lower rate than that recorded during

the summer months before the development of

chemotherapy. The death rate from these diseases

in the first quarter of last year was 34.3; in the

preceding five years it had averaged well over 50

per 100,000.

The four principal communicable diseases of

childhood together recorded a death rate of only

1.1 per 100,000. There was not a single death

from scarlet fever among these millions of policy-

holders in the three-month period; the rate from

diphtheria was only one per million. Both these

diseases have been virtually eliminated as causes

of death among these insured.

The mortality from tuberculosis for the first

three months of the year .was 26.0 per 100,000, or

1. Statistical Bulletin, Metrop. Life Ins. Co.
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8 per cent below the corresponding rate a year

ago. Other noteworthy decreases in mortality rang-

ed from 8 per cent for the diseases of the puer-

peral state to 17 per cent for appendicitis, 19 per

cent for syphilis, and 23 per cent for diarrhea and

enteritis. Acute poliomyelitis showed a slight in-

crease, due largely to the cases among policyhold-

ers on the Pacific Coast early in the year.

The chronic degenerative diseases have also play-

ed a part in the favorable record so far this year.

The cardiovascular-renal diseases, which account

for so large a part of the total mortality, registered

the lowest death rate in a decade. Even the mor-

tality from the diseases of the coronary arteries,

which has increased continuously for many years,

showed a slight decline. While the crude death

rates from cancer and from diabetes are somewhat

higher than in 1948, the increase reflects simply

the aging of the policyholder group. When adjust-

ment is made for this factor, the cancer death rate

shows a slight decrease in the first three months of

1949 as compared with the corresponding period a

year ago. The age-adjusted death rates from dia-

betes are the same in both years.

The external causes of death, like the diseases,

have made a good record so far in 1949. The

death rate from all forms of accidents combined is

somewhat lower than a year ago. New minimum

death rates are recorded for home and for occu-

pational accidents. Motor vehicle fatalities are run-

ning slightly higher than last year.

A FAIR SAMPLE OF THE REASONING OF
THE MIGHTY MINDS

The Associate Director of the National Insti-

tute of Health, at Bethesda, Md., one N. H. Top-

ping, M.D., has an article on The Common Cold,

in the Wisconsin Medical Journal's May issue,

from which I quote:

"Various studies indicate that the toll of the

common cold in this country is at least one work-

ing day per employee per annum. If that is so,

there will be more than sixty million days lost to

industry this year because of colds. Even at an

average daily wage of $7.00, the loss in wages to-

tals more than $420,000,000.

On the assumption that every family in the

United States spends on an average of $10 a year

for drugs and medical care in the treatment of

colds, the total amount spent for these items would

be $400,000,000.

The cost to employers resulting from lost pro-

duction and disrupted routine is extremely difficult

to estimate.

On the basis of the figures cited, it is thus esti-

mated that the cost of the common cold to the

American people is well over a billion dollars a

year. Although the common cold is generally con-

sidered a minor infection, any disease that runs to

such astronomic figures in cost must be rated high

in the list of enemies of the public health."

\'i\\ isn't that marvelous? Everybody but a

Government employee knows that, in spite of the

loss of the "60 million days" to industry, and the

millions of tons of the products of industry being

hauled to Europe as a gift, more goods are being

produced by piddling (not working) 40 hours a

week than can be used up.

This Mighty Mind should ask somebody drv be-

hind the ears about the time that corn was burned

instead of coal in the Middle West—because the

crop was so huge as to be unsalable. He might

learn from any Southerner that a crop of eleven

million bales of cotton always meant prosperity in

Dixie; a crop of fourteen million bales, sore finan-

cial distress.

It is alarming to realize that such ignorance of

the most fundamental laws of economics prevails

in all the departments of the Government at Wash-
ington. But it is not surprising. It is of the same

pattern as: "Tax and tax; spend and spend," put

forth in all seriousness by a Government financial

wizard, a top friend and adviser of F. D. R., as

the formula for prosperity.

And, "It makes no difference how much the Gov-

ernment owes, so long as it owes it to its own citi-

zens."

So three members of a family of a dozen may
borrow any amounts from the other nine, squan-

der every cent of it, and the family be no poorer!

EMINENT PSYCHIATRIST SPEAKS OUT
AGAINST THE BOMBARDMENT OF

THE PUBLIC WITH THINGS
PSYCHLVTRIC AND

PSEUDOPSYCHIATRIC
This journal has over and over expressed its

concern over the over-emphasis on the importance

of the place of psychiatric ills amongst the total

of health ills. Never has it expressed itself more

forcefully in this connection than does Dr. Charles

Burlingame, Psychiatrist-in-Chief, in his Report to

the. Directors of the Neuro-psychiatric Institute of

the Hartford Retreat*

A proper sense of proportion is the essence of

wisdom. Neuropsychiatrist after neuropsychiatrist

tells us that some sixty of every hundred patients

who come to doctors come because of neuropsy-

chiatric ailments. From a new textbook by an emi-

nent pediatrician we learn that "upper respiratory

infections produce over fifty per cent of all ill-

nesses in children and adults." There we are—110

per cent, ten per cent more than the total, ac-

counted for, and the accounting just begun!

There is an imperative need that every doctor
*One Hundred Twenty-fifth Annual Report for the year ending

March 31st, 1949.
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avail himself of every opportunity—in office, in

homes of patients, before clubs and fraternal

groups, before Sunday-school classes — wherever

two or three are gathered together—to spread the

teaching of Dr. Burlingame and his kind of psy-

chiatrists.

Today, the reading, listening, and theater-going public is

being bombarded with things psychiatric and pseudo-

psychiatric. An appalling percentage of it, and more im-

portant, an increasing percentage of it, is indescribably

"bad." We have arrived at a veritable nightmare of psych-

iatric "thrillers" blaring from the radio, and psychiatric

spectacles splashed across film screens, as well as over pulp

magazines and some of the better publications on the mar-
ket. Publicists are helping to overcrowd the new hospitals

they urge this nation and its states to build. We know that

fear causes many weakened and discouraged minds to

break. We need to get people out of hospitals and other

institutions—not talk about getting more of them in-

More than ever before, the emphasis is negative—on

mental disease, rather than on mental health—actually cre-

ating ai.xiety while aiming to cure anxiety. If there were

some consolidated, organized effort to convince people that

they are on the very brink of an emotional breakdown,

frcm w hich only psychiatry can snatch them back, a more
complete coverage could not be hoped for.

Hordes of people are being given the impression that

they need the services of psychiatrists; they are then being

advised that the shortage of psychiatrists makes it quite

impossible for them to get psychiatric help. They are

being warned that one out of twenty or twenty-five per-

sons will wind up in a mental hospital; they are then being

presented with the terrifying picture of the horrible condi-

tions in mental hospitals.

Something should be done to stop this onslaught of in-

judicious publicity. Otherwise, the danger is that emotional

instability will be increased, and psychiatry will find itself

merged in the public mind with charlatanry, cultism, and
metaphysics, eventually ending up with the problem of

convincing the public that scientific psychiatry is not what
the American people so glibly refer to as a "racket"! This

will be a big job. It should be the concern of everyone in

the [medical] field-

Psychiatry can be so over-emphasized, over-stated, over-

claimed, and over-popularized that our field is placed in

the class of providing public misinformaton. Recently a

syndicated newspaper column carried a story that a movie
actress had had her dog psychoanalyzed because at a style-

show the animal had been restless and unable to concen-

trate on what was new in the world of women's clothing.

The article went on to tell that the dog's condition had
been diagnosed as an anxiety state

!

It is absolutely necessary for us to be conservatice and
modest in all of our public statements. Over-emphasis and
over-claiming are inevitably followed by loss of public

confidence and respect, which often as not manifests itself

in ridicule- and satire. Symptoms are already evident that

such a reaction to psychiatry is setting in—listen to your
radio almost any evening, glance at the cartoons in almost

any magazine or newspaper. I might add that public con-
fidence and respect are far more easily gained than re-

gained. Ridicule of mental disorders does not indicate a

growing public confidence in psychiatry as a scientific

branch of medicine.

We must keep a sense of balance in regard to those

hypotheses with which we are inclined to agree. Hypothe-
ses art stimuli to research, but their pitfall lies in the

common error of repeating them so often and so firmly

that the fact they are still hypotheses is lost sight of. If

we do sec facts in what are only theories, we are destined

to build a great superstructure, only to have its foundation

some day collapse, and the structure topple.

We must never lose our humility in the face of what we
do not know. We must present our own theories under
their proper name. This will foster a mutual tolerance

among ourselves and over the years will win the confidence

of the other sciences and of the public.

Certainly it is necessary to keep a sense of balance in

connection with psychiatric therapy, to adhere to the policy

of sustaining and keeping at our command all forms of

therapy that are beyond the experimental stage. Thus, we
must always be on guard against over-enthusiasm for any-

single therapy to the exclusion of all others. We must curb

any tendency in our specialty toward "exclusionist groups"
who believe that their own school of thought contains the

cne and indispensable answer to all psychiatric problems.

PSYCHIATRIC EMERGENCIES
In considering the emergency nature of a

psychiatric condition one must bear in mind that

it is not only the possibility of a fatal outcome

that is ordinarily the danger; more important and
frequently insufficiently considered is the danger

to the patient's future mental and emotional health

which may follow upon an acute situation.

This fine approach to the consideration of

psychiatrics by Johnson 1 seized on my attention.

Many a time have I called on my psychiatric

friends to write an essay on mental states which

are prone to lead to self-destruction. Johnson's

article covers what I had in mind, and its sub-

stance follows.

The family doctor is called upon when a threat

of suicide is believed to exist. The physician must
decide without delay whether the patient is poten-

tially suicidal or not, and take appropriate action.

Most bona fide suicidal attempts and successful

suicides occur either in the course of a severe de-

pression or in catatonic excitement. In the latter

condition, suicide is likely to be a sudden impul-

sive affair, and attacks on others may occur as

well. A sufficiently depressed person kills himself

with deliberate purposefulness, and the decision

may be carried out so rapidly that there is no op-

portunity for prevention. More commonly the pa-

tient broods over the matter of self-destruction for

a considerable time and may or may not apprise

others of what is in his mind. A suicidal intent

may be strongly suspected when the patient is ob-

viously sad and depressed, but not greatly retarded

in action, does not cry, expresses unshakable hope-

lessness, or speaks of suicide matter-of-factly. Sui-

cide is most likely as a patient is going into or

coming out of a deep depression.

A practitioner frequently sees such patients com-

plaining of various somatic dysfunctions but par-

ticularly of lack of energy and of being no longer

able to cope with day-to-day problems. Early rec-

ognition of suicidal potentiality demands prompt

hospitalization.

1. M. E. Johnson, in N. 0. Med. & Surg. J., Sept., 1948.
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Symptoms of drug overuse may appear insidi-

ously and go unrecognized until a dangerous toxic

state has been reached. Particularly bromide in-

toxication follows long use of any one or more of

various proprietaries. A rash is not found in all

cases. A blood bromide estimation is indicated in

any case of a toxic delirious reaction having no

obvious cause. Stop intake of the drug and give

sodium chloride parenterally and by mouth to ex-

crete bromide.

Carotid Sinus Syncope.—This is a fairly com-

mon sort of attack, frequently misdiagnosed. Loss

of consciousness may be sudden or gradual. Usual-

ly the victim becomes pallid and sweats profusely.

The heart rate may fall as low as 40, the b. p. to a

low figure. Radial pulse may be impercepible. Con-

sciousness returns quickly; there is confusion for

some minutes and weakness for days afterward.

Hvperirritability of the carotid sinus is demonstra-

ble in many cases. Ten minims epinephrine sol., 1-

1000, stat. Aromatic spirits of ammonia or whis-

key straight is useful as soon as swallowing is pos-

sible. Atropine, gr. 1/120, t.i.d., will lessen vagus

irritability. Clothing should be loose about the

neck, the patient assured he has no heart disease.

5.000 Consecutive Deliveries Without a Maternal
Death Due to Pregnancy

(Norman Emblin in British Med. Jour., Feb. 12th)

In the Halifax Municipal Obstetric Service there were,

between Sept. 12th, 1946, and Oct. Sth, 1948, 5,000 con-

secutive deliveries without a maternal death due to preg-

nancy. This num'ber includes all women after the 28th

week of pregnancy (a) who were admitted to the hospital

from inside or outside the borough, whether to the gen-

eral medical and surgical wards, the maternity department

or the special unit for the reception of septic cases; and
(b) who were delivered in their own homes by the Domi-
ciliary Service or independent midwives. No emergency has

ever been refused admission. In this series there was one

death from acute myeloblasts leukemia.

Rufus Thomas described the Croydon Obstetric Service

and published a series of 3,144 consecutive deliveries con-

ducted by this service between Jan. 3rd, 1938, and June
4th, 1939. without a maternal death due to pregnancy. In

this number there were two deaths—one from pneumococ-
cal pnenmonia and the other from post-partum hemor-
rhage, delivered at home by an independent midwife and
admitted after delivery- So far as I know this is the

largest consecutive number of cases with the lowest ma-
ternal mortality ever reported in any country. Although

the Croydon figure has been exceeded in Halifax by 1,856

deliveries it must be remembered that Thomas did not

have the help of the later and more effective sulphona-
mides, blood and plasma banks, penicillin, or the advan-
tage of the knowledge of the rhesus factor in safeguarding

against transfusion accidents.

change in the blood cells. Four patients with renal colic

were studied, two of whom had a positive diagnosis of

renal Iithiasis. An average dose of 5 mg. gave an average

period of relief of four hours. Others have reported similar

results with small numbers of cases of renal colic. This

drug was used with atropine sulfate on a few occasions.

This drug has been given for relief of pain in surgical

patients and patients with inoperable, incurable cancer. In

a series of 137 consecutive surgical patients requiring relief

o f pain, satisfactory analgesic effect was obtained in 94-

1

pei cent with the use of Adanon Hydrochloride. The dose

most commonly employed was 10 mg., the average period

cf relief four hours.

It appears that while Adanon does not meet all the

requisites of the "perfect analgesic," it has many advan-
tages over other such drugs as are now commonly em-
ployed against pain. However, with the evidence now at

hand, it is concluded that this drug should be considered

a potentially addictive drug.

Sodium Sulfacetimide in Ophthalmology
(Leo L. Mayer, St. Louis, in Archives of Ophthalmology. Feb.)

Infection of the conjunctiva and the ocular adnexa has

long been a source of distraction to the ophthalmologist,

the bacteriologist and. primarily, the patient. Silver prep-

arations, while moderately efficacious, were often irritating

and might cause argyrosis; silver protein preparations, in

addition, were excellent culture mediums. Ethyl hydro-

cupreine. zinc sulfate and copper sulfate, also had draw-

backs. Following the discovery of the sulfonamide

drugs, the 5% ointment prepared for ophthalmic use was
rot very efficacious; "there were many reports of sensitiv-

ity. The sodium sulfanilamide could be dissolved only 2%,
and little could be expected of such a weak solution. Pen-

icillin, locally, either in solution or in ointment form, is

marvelous when penetration is at its maximum, and cer-

tainly when given intramuscularly, as in cases of gon-

orrheal conjunctivitis, it is generally efficient in curing the

disease.

In May, 1946. I was supplied with a quantity of a 30%
solution of sodium sulfacetimide. It is said to be the only

sulfonamide drug which can be prepared in such highly

concentrated solution at the physiologic pH of 7.4. About

3,000 eyes with acute and chronic conjunctivitis were

treated. There were no reactions which could be consid-

ered either as a sensitivity or as an allergic reaction. Three

patients complained of burning, so severe it was necessary

to stop the use of the drug. In 365 eyes in which a foreign

body was removed—from the lids, by simple wiping of the

cornea or, when deeply embedded, by spudding out—

a

30% solution of sodium sulfacetimide was dropped in the

rye for several days. No infection occurred in any case.

The average mean period of recovery for all the cases of

acute and chronic conjunctivitis with 30% sodium sulfa-

cetimide was three days.

A New Analgesic
(Cyril Costello, M.D., and James McDonald, M.D., in Jour.

Missouri State Med. Assn., May)

Adanon Hydrochloride is a crystalline powder, soluble

in water and alcohol. In humans, trial therapeutic doses

have had no effect on t., p., b. p., or respiration, and no

Bacitracin Ointment for Pyogenic Skin Infections
(F. J. Eichenlaub and M. A. Olivo, Washington, in Med.

Annals D. C, May)

Bacitracin is strongly inhibitory of many gram-positive

cocci, aerobic and anerobic. also for the gram-negative

meningococci and gonococci. This new antibiotic gives re-

sults superior to those in general use in treating impetigo

and ecthyma, and the secondary pyogenic infections of

various dermatoses.

Boric-acid compresses are used before applying the oint-

ment t.i.d. The composition is Bacitracin, 500 units per

gram, in a water-miscible base that melts at 98.6°. In

case of much weeping, the ointment is mixed with starch

and zinc oxide to form a paste.
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NEWS
Duke University Medical School

A grant of $100,000 has just been awarded Duke Uni-

versity, by the Rockefeller Foundation, for research in

physical biochemistry. The grant will support protein re-

search .it Duke for a seven-year period under the direc-

tion of Dr. Hans Neurath, professor of physical biochem-

istry. The funds provided are in addition to a similar grant

of $25,000 awarded in 1946 for a five-year period. Duke's

Medical School is one of the few institutions in this coun-

try which have a physical biochemistry division. This

division was organized by Dr. Neurath in 1939 under the

direction of Dr. W. A. Perlzweig, chairman of the bio-

chemistry department.

Research work now under way includes the study of

pioteolytic enzymes—protein components which control

the rate of formation and use of body proteins from in-

vested foods. Overactivity or deficiency in any one of the

large number of enzymes may be of serious consequence

for the body as a whole and may lead to various types of

disease. An important recent discovery by Dr. Neurath and

his associates revealed that the activity of several of these

enzymes may be slowed down or completely stopped by

the addition of specific synthetic compounds.

Another investigation deals with insulin, a specific pro-

tein which controls the use of sugar by the body and is

today the only therapeutic aid in controlling diabetes. An
intensive study of muscle proteins, especially those of the

heart muscle, has just been started.

Medical College of Virginia

Richmond
A total of 235 students received degrees at the 112th

commencement on June 7th.

The degrees awarded were: doctor of medicine, 68; doc-

tor of dental surgery, 30; bachelor of science in pharmacy,

38; bachelor of science in nursing, 11; bachelor of science

in nursing education, 9.

Also, graduates in nursing, 36; graduates in physical

therapy, 38; master of science in physical medicine, 4;

master of science in pharmacology, 1.

The graduates represented 2i States, the District of Co-
lumbia, Puerto Rico, Belgian Congo, Canal Zone, India

and Venezuela.

Dr. Wortlcy F. Rudd, dean emeritus of the School of

Pharmacy, was awarded the honorary degree of doctor of

science. Governor William M. Tuck delivered the com-
mencement address.

Georgia State Hospital Doctors Call Bluff of
Politician Hospital Bosses and Talmadge

Twelve doctors at Georgia's Hospital for the Insane at

Milledgeville won their own terms in a contest with the

state administration. They agreed to resume their posi-

tions June 11th when the resignation of State Welfare
Director Jack Forrester and Deputy Director T. A. Dech-
man are effective.

The doctors refused a $100-a-month salary raise, order-

ed by Forrester in an effort to recruit new staff members
following their dismissal.

The doctors told Governor Herman Talmadge they could
not accept a salary increase "when all of our nurses, at-

tendants and other employees receive scarcely a living

wage."

The doctors tendered resignations, protesting Dechman's
administration. They said they would not serve under For-
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rester and Dcchman. Forrester threw the resignations back

a'- the doctors, discharged them on the spot, and notified

them that if they were not off Georgia State property in a

lew hours they would be treated as trespassers. Talmadge

refused to fire the two officials, but backed Forrester in

his dismissal of the doctors, despite the criticism of his

top political advisers.

The doctors won by standing together firmly.

Dr. Walter E. Daniel announces the opening of hi-,

office for the practice of Urology, 523-525 Professional

Building, Charlotte, N. C.

\\ i Iks North Carolina Medical Symposium

The Western North Carolina Medical Symposium, spon-

sored by the Tenth District Medical Society, was held in

Asheville on April 29th and 30th. Speakers included Drs.

M H Grecnhill, Bayard Carter, and E. P- Alyea of Dur-

ham, Dr. Edgar R. Pund of Augusta, Ga.; Dr. Ernest C.

Faust of New Orleans; Dr. Henry W. Meyerding of Roch-

cster, Minn.; Dr. James F. Robertson of Wilmington; Dr.

Rescoe D. McMillan of Red Springs; Dr. Samuel F. Rave-

nel of Greensboro; Dr. H. H. Bradshaw of Winston-

Salem; Dr. Edward B Tuohy of Washington, D. C; Dr.

Joseph A. Elliott of Charlotte; Dr. Fred J. Hodges of Ann
Arbor, Mich.; Dr. C. H. McCaskey of Indianapolis, Ind.

:

Dr. E. D. Peasley of Asheville; and Dr. S. Bornstein of

Oteen.

The regular monthly meeting of the Carteret County
Mi mm u Society was held at the Morehead City Hospital

May 9th, 1949. This was a dinner meeting, the hospital

acting as host.

Dr. Ben Royal, Morehead City, the society's delegate

to the Slate Medical Meeting, made an interesting report

on the Pinehurst Meeting. (Dr- Royal was elected First

Vice-President).

Two instructive cases were reported by Dr. Theodore

Salter of Beaufort—one a case of acute lymphatic leu-

kemia; the other a case of post-measles, bi-lateral pneu-

monia with post-partum pulmonary emboli. Both cases

were fatal.

In the absence of Dr. Frank E. Hyde, president, Dr
S. W- Hatcher, secretary, presided.

Reported by N. Thomas Ennett, M.D.

Corresponding Secretary.

Dr. Hans Lowenbach, a lieutenant-colonel in the Army
Medical Corps Reserve and chief of the neuropsychiatric

service of the newly-organized 65th General Hospital at

Duke, has been called to active duty as a neuropsychiatric

consultant in the European Theater. The assignment came
through the Army Surgeon-General's office specifying one
year of duty.

Dr. Lowenbach has been granted a leave of absence
from Duke for this special service beginning June 20th

The probable area of his work will be Germany or Austria
He will contribute to the Army's new teaching program for

young army doctors abroad, in addition to other duties.

The eminent specialist, an associate professor of neuro-

psychiatry at Duke, was in Germany for seven months in

1946 as special emissary of the government. His mission
was to unearth and evaluate examples of German medical
progress since the beginning of World War II.

Dr. Lowenbach reported at that time that he found "not
a glimpse of a new concept or an important new tech-
nique" produced under the Hitler regime. A native of

Dusseldorf, he received his medical education in Germany-
He came to Duke in 1940.

Dr. Ernest W. Franklin, Jr., Diplomatc of American
Board of Obstetrics and Gynecology, announces the open-
ing of his new clinic on Saturday, the thirtieth of April
Receiving guests from five until six. 1322 Scott Avenue.

I)i< Thomas W. Huey, Jr., announces the opening of

117 Wesl S.venth Street, Charlotte, North Caro-

lina. Practice limited to Obstetrics and Gynecology.

Dr. Huey is a native of Rock Hill, S. C, a graduate of

the Citadel in letters and of the University of Pennsylvania

in medicine. His internship and residency were served i.i

Philadelphia hospitals.

The Hemphill Radiology Clinic announces its oper-

ing at 1420 East Fifth Street, Charlotte, N. C, on June

13th. James E. Hemphill, M.D., Diplomate American

Board Radiology, is physician in charge.

ANNOUNCEMENT
The publication is announced of Volume I, Number I.

of the new Netherlands surgical journal, Dutch Archives

of Surgery, for which Oxford University Press is the Unit-

ed States agent. Issued quarterly, the annual subscription is

$8-50.

Heretofore Dutch surgeons have relied on Nederlandb

Tijdschrift voor Geneeskunde for presentation of their

contributions. The new Dutch Archives of Surgery is the

first Netherlands journal devoted exclusively to the inter-

ests of surgery as well as the first one to be published in

Knglish text. It is the official organ of the Dutch College

for the Advancement of Surgical Science and its constituent

bodies, including the Dutch Societies for General Surgery

Orthopaedic Surgery, Urology, Neuro-surgery, Plastic Sur-

gery. Thoracic Surgery, and Anaesthesiology.
—Oxford University Press, Inc.

114th Fifth Avenue, New York 11, N. Y.

What Tractors Do To Drivers
(E. C. Paulson, in Minnesota Med.. April)

Driving a farm tractor can produce lower backache,

neck stiffness and extremity pain, digestive upsets, frequent

stools, heartburn, urinary frequency, and dizziness. The
writer had difficulty on several occasions in excluding other

maladies The symptoms promptly subside with cessation

of tractor work. In a few cases it was deemed necessary

to x-ray the gastrointestinal, and even the genitourinary,

tract, to exclude organic lesions.

The average tractor is equipped with a notoriously un-

comfortable steel seat. Many a farmer has substituted a

"hydraulic seat," which helps soften up-and-down bumps,
but does nothing to the even-more-troublesome side-to-side

lurches. Rubber tires, make of tractor, age, height and

weight of the driver, bore no relationship to complaints.

A seat which would eliminate all the bumps and lurches

wculd be ideal solution of the problem. Measures useful in

preventing symptoms are shorter work periods on the trac-

tor, especially at the beginning of spring work, reduced

speed over rough ground, and standing on the tractor

chassis, with knees slightly flexed, to absorb shock. Ab-
dominal and or back supports are helpful in certain cases.

The treatment of symptoms is on an empirical basis. Ces-

sation of driving for indefinite periods is of prior impor-

tance.

The wife of Ah Wong brought forth offspring with only

;> suggestion of lemon cast.

"How come." asked Ah Wong of his deep-orange (same

like Ah) spouse, "Two Wongs not make one White."

Her smile was childlike and bland, "Purely Occidental,

Ah Wong, purely Occidental."
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BOOKS
HANDBOOK OF SURGERY, by Eric C. Mekte, M.B.,

Ch.B., F.R.C.S. (Edin.), F.I.C.S., Professor of Clinical

Surgery, King Edward VIII, College of Medicine, Singa-

pore; and Ian Mackenzie, M.B.E., MB., Ch.B., F.R.C.S.

(Edin.), First Assistant, Department of Surgery, Univer-

sity of Durham. With a foreword by the late Sir John
Fraser, Bart., M.C., M.D., Ch.M., F.RC.S. (Edin.) Sec-

ond Edition. The Williams and Wilkins Company, Balti-

more. 1949. $6.00-

This book grew out of the author conducting,

over a number of years, a class of preparation for

the Final Examination in Surgery. It is doubtful

if more of value could be condensed into so small

a compass. It is particularly recommended to the

attention of the general practitioner—as a guide to

treatment in those cases which he decides to treat,

and as a guide to differential diagnosis of puzzling

abdominal cases.

SYMPOSIUM ON MEDICOLEGAL PROBLEMS un-

der the co-sponsorship of the Institute of Medicine of

Chicago, the Chicago Bar Association and the Chicago

Medical Society. Edited by Samuel A. Levlnson, M.D.,

Ph.D., University of Illinois College of Medicine. Series

Two. J. B. Lippincott Company, Philadelphia and London.

1949. $5.00.

Series II, as was series I, is written by a doctor

and a lawyer. The subject matter is entirely new.

The purpose to select problems of a controversial

nature is continued. The five subjects here dis-

cussed are

—

The human skeleton in legal medicine

Psychiatry and the civil law

criminal law

Federal control of drugs and cosmetics

Radiation hazards and health protection in

radio-active research.

PSYCHOSOMATIC MEDICINE: The Clinical Applica-

tion of Psychopathology to General Medical Problems, by
Edward Weiss, M.D., Professor of Clinical Medicine, Tem-
ple University Medical School, Philadelphia; and O. Spur-

geon English, M.D., Prefessor of Psychiatry, Temple Uni-

ple University Medical School, Philadelphia- New (2nd)

Edition. S03 pages. W. B. Saunders Company, Philadel-

phia and London. 1949. Price $9.50.

The book is written on the assumption that too

little consideration is given to the fact that most

illnesses called physical have a large emotional

content. It is assumed that under our present man-
agement patients not found obviously diseased

phvsically are given scant consideration.

We are told that there is much of failure to rec-

ognize neurosis, this being labeled and treated as

organic disease. It is said that personality study is

just as important in the problems of illness as lab-

oratory investigations, and that realization of this

fact by physicians generally will go far toward re-

lieving the fear of missing organic disease, because

it will supply him with additional information to

confirm his diagnosis of functional disease.

Complaint is made against the neglecting to

look into the emotional aspects of a case, "because

the physical findings are sufficient to account for

the illness."

The psyche and the personality are used as syn-

onyms. The large and intricate subject of person-

ality development is handled very confidently in a

chapter. It is gratifying to read in the summary of

this chapter:

As has been said, all illness is a problem of dis-

turbance of psyche and soma, hence all medicine is

psychosomatic medicine. In fact, when this is thor-

oughly understood, there will no longer be a neces-

sity for the term psychosomatic medicine.

This reviewer is one of the many who have said

repeatedly that all illness involves a disturbance of

psyche and soma, that nine-tenths of physicians

fully realize the fact, and that there is now no

more excuse for the term "psychosomatic medi-

cine" than for the terms "past experience," or

•finally and at last."

Under special psychotherapeutic treatment pro-

cedures are presented: terrorism, placebos, rest,

suggestion and persuasion, hypnosis, religious as-

surances, psychoanalysis, transference, use of

dreams, mental catharsis, and other measures. Ap-

plications to diseases of the various physical sys-

tems of the body are discussed in special chapters.

GERIATRIC MEDICINE—The Care of the Aging and

Aged: Edited by Edward J. Stleglitz, M.S., M.D., F.A.

C.P., Attending Internist, Suburban Hospital, Bethesda,

Maryland; Doctor's Hospital, Washington, D. C. New
2nd edition. 773 pages, with 180 figures. W- B. Saunders

Company, Philadelphia and London. 1949. Price $12.00.

This book is written by some half-hundred teach-

ers in medicine, surgery, dermatology, urology,

psychiatry, otolaryngology, psychology, sociology,

physical medicine, anesthesiology, endocrinology,

physiology, pathology, obstetrics, gynecology, neu-

rology, maxillo-facial surgery, orthopedics and

proctology.

The results of the observations and researches of

these eminent representatives of these various spe-

cialties are edited and made into a coordinated

whole constituting a book of rare worth to the ag-

ing and aged, through the improved ministrations

of their doctors.

ORAL AND DENTAL DIAGNOSIS—With Suggestions

for Treatment: By Kurt H. Thoma, D.M.D., F.D.S.R.C.S.

Eng., Professor of Oral Surgery, Emeritus, and Brackett

Professor of Oral Pathology, Harvard University. With

Contributions by Henry Goldman, D.M.D., Head of the

Dental Department, Beth Israel Hospital, Boston; Fred

Trevor, D-M.D., Formerly Instructor in Oral Pathology,

Harvard Dental School. New, 3rd edition. 563 pages with

776 illustrations, 60 in color. W. B. Saunders Company,
Philadelphia and London. 1949. Price $9.50.
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Special attention has been paid to prophylactic

treatment with fluorides, subgingival curettage;

and treatment of fractures of the maxillae. More

than a hundred new illustrations supplement the

textual descriptions of symptoms and diagnostic

techniques.

Part I is devoted to principles and methods of

examination and diagnosis, by history, physical

and x-ray examination, and laboratory tests; and

rpecial methods for investigating deficiency, and

dental and oral diseases.

Part II discusses with particularity the diagnosis

and treatment of various dental and oral diseases,

congenital and acquired. A chapter of special in-

terest and value is that on oral foci as a potential

?ource of systemic disease.

Throughout the work is characterized by breadth

of knowledge of the subjects in all their bearings.

The technical procedures are described so clearly

and accurately as to enable the careful reader to

put them promptly into practice.

TRENDS IN MEDICAL EDUCATION, provided by
The New York Academy of Medicine, edited by Mahlon
Ashford. M.D. The Commonwealth Fund, New York.

1949. $3.00.

Chapter heads are:

Premedical Education and the Selection of Med-
ical Students

Undergraduate Medical Education

Medical Education of Interns and Residents

Graduate and Postgraduate Training for Special-

ization

Responsibility of Medical Schools and Hospitals

in the Education of the General Practitioner

Relation of Group Practice and Community
Medical Services to Medical Education

The several subdivisions of these broad subject:;

are presented as essays, each of which is subjected

to critical discussion.

THE ROAD TO REASON, by Lecomte dtj Nouy,
translated and edited by Mary Lecomte du Nouy. Long-
mans, Green and Co., New York and Toronto. $3.50.

The author, one of the most highly educated
men of all times, has written a dozen profound
books on themes of science and philosophy. His
earnest studies which have won for him the degrees
of LL.B., Ph.B., Sc.B., Ph.D., and Sc.D., and his

unflagging devotion to learning since his academic
years qualify him. as few have ever been qualified,

to write a book with the object of reconciling gen-
uine science and genuine religion.

This reviewer would be delighted to know that
The Road to Reason had been made a textbook of
English, of science, and of philosophy in every high
school in the Nation. There is a good deal in it

that this reviewer must regard as absurd, but—
Whoso thinketh a perfect piece to see,

Thinks what ne'er was, nor is, nor e'er shall be.

ROAD TO SURVIVAL, by William Yoght, with an

Introduction by Bernard Barich. William Sloan Asso-

ciates, Inc., New York. $4.00.

The Introduction sounds a warning against the

wastage of natural resources. Such statements as

"The productivity of much of the earth, through

man's mistreatment of it, has fallen to such an

extent that what one man-hour of labor could for-

merly produce, now requires ten, fifty, or even a

hundreds hours," are gross exaggeration. People

can better be warned by sticking to facts.

The Foreword loudly proclaims certain facts

which no man desires. Its deductions from those

facts are far from irrefutable.

Coming to the book proper, Paragraph I: "The
gray combers of the Tasman Sea raced past the

ship from astern and with a slow rhythm, like that

of a long pendulum, they lifted its screw to race

futilely in the air, Captain Martins, after rising

early, as was his custom"

—

Buy the book and go on from there if vou will.

This reviewer has had all he can stand of non-

sensical verbiage. It must have been written on

contract at so much a word. Who ever heard of

gray combers or anything else under the sun or

moon, "racing" "with a slow rhythm"? And this

marvel of nature "lifted its screw out of the wa-

ter"! Mirabile dictu! Who cares what Captain

Martin's custom was? I don't have to eat a whole

omelette to find out the qualitv of the eggs.

I am disappointed in Bernard Baruch. One must

wonder how it happened.
As great oaks are from little acorns grown,

So little acorns from great oaks are blown.

PHYSICAL SIGNS IN CLINICAL SURGERY, by
Hamilton Bailey, F.RC.S. (Eng.), F.A.C.S., F.I.C.S

,

F.R.S.E., Surgeon Royal Northern Hospital. London, etc.:

Formerly External Examiner in Surgery. University of

Bristol. Eleventh Edition. 1949. Williams & Wilkins Co.,

Baltimore. $9.00.

Doctors will be interested by this from the

preface: "In most trades concerned with produc-

tion the Government [British] has instituted a

system of priorities, but the Ministry of Health

has not succeeded in establishing any prioritv for

medical literature Medical students' text-

books have to take their turn in delivery of paper

from mills, in printing and in binding, with man-
uals on greyhound racing and "How to Play Po-

ke/."

The author's aim has been to train the student

"to assemble data upon which to formulate a rea-

soned diagnosis."

The sound sense of the author is attested by
these sentences:

Whenever pain is a feature of the case it is an

excellent practice to instruct the patient to place a

finger on the site of the pain.

Always test for fluctuation in two planes at right

angles to each other.
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Engorgement of the external jugular vein is the

earliest and best sign that the patient is receiving

too much fluid intravenously.

Occurring in the course of peritonitis, repeated

hiccough often means that the diaphragmatic peri-

toneum has become inflamed. It is a fairly regular

accompaniment of uremia.

There is no mistaking protrusion of the tongue

that has been practiced before the mirror by a

hypochondriac.

One does not need the mysteries of palmistry to

read in the hands something of the past, a good

deal of the present, and even a little of the future.

How to examine the different parts is described

in the intelligent way one would anticipate from

these preliminary observations.

Of special interest are the chapters on non-acute

abdominal conditions, examination of the blood-

vessels, the spine, the peripheral nerves, and signs

to_ confirm a suspicion of neurosis.

The history and the examination are the main

things in diagnosis; laboratory examinations are

helps.

CLINICAL AUSCULTATION OF THE HEART, by
Samuel A. Levine, M.D., Clinical Professor of Medicine,

Harvard Medical School; Physician, Peter Bent Brigham
Hospital; and W. Proctor Harvey, M.D., Research Fel-

low in Medicine, Harvard Medical School, Assistant in

Medicine, Peter Bent Brigham Hospital. 327 pages with

286 figures. W .B. Saunders Company, Philadelphia and

London. 1949- $6.50.

For nearly half a century laboratory means of

affording information on the condition of the heart

have been developing and expanding with such

rapidity, and have been so emphasized as to cause

investigation of the condition of this organ by
physical diagnostic means to be seriously neglect-

ed. The authors of this book have been increas-

ingly impressed with the serious import of this fact

and have prepared a book for the instruction of

medical students and of doctors in practice in the

means of eliciting information of the heart's con-

dition by physical diagnostic methods, and of in-

terpreting their findings. The book will find a

hearty welcome by all doctors who believe that

every patient should have a careful history and

an intelligent examination by all the means avail-

able through the use of our five senses, before

proceeding to the making of laboratory investiga-

tions.

CARE OF THE SURGICAL PATIENT — Including

Pathologic Physiology and Principles of Diagnosis and
Treatment, by Jacob Fine, M.D., Surgeon-in-Chief. Beth

Israel Hospital ; Professor of Surgery at Beth Israel Hos-
pital, Harvard Medical School. 544 pages with 40 figures.

W. B. Saunders Company, Philadelphia and London. 1949.

$8.00.

The author declares that this is not a textbook

of surgery, but is a book intended to serve the

special purpose of providing a ready guide for the

over-all care of the surgical patient. It deals with

basic principles involved in the diagnosis and treat-

ment of surgical conditions. Section I has chapters

on useful hints in surgical diagnosis, fluid and elec-

trolyte balance, nutrition, hemorrhage and trau-

matic shock, and surgical infections. Section II is

devoted to regional and special surgery, Section

III to endocrine diseases and hormone therapy,

Section IV to coincidental medical illnesses in sur-

gical patients, Section V to clinical and laboratory

methodology and Section VI to general preopera-

tive and postoperative care.

The book is made up of such matters as were

treated of in books that used to be published un-

der the title Principles of Surgery. One could

hardly give it higher praise than to say it is Nich-

olas Senn's book brought up to date.

NUTRITION AND DIET IN HEALTH AND DIS-
EASE, by James S. McLester, M.D., Professor of Medi-

cine, University of Alabama, Birmingham. New, Fifth Edi-

tion. 800 pages. W. B. Saunders Company, Philadelphia

and London. 1949. $9.00.

Previous editions of this book have given it a

high place among the authorities on the science of

nutrition and its application in health and disease.

A vast deal of new knowledge is recorded in this,

the fifth, edition, requiring that much of the book

be rewritten as well as that much be added. Partic-

ularly is it to be noted that generally speaking

diets are more liberalized as to quantity and va-

riety. The chapter on infant feeding has been re-

written entirely, also that on nutrition in indus-

try, and a new chapter on the feeding of surgical

patients has been provided.

THE AMERICAN NURSES DICTIONARY—The Defi-

nition and pronunciation of Terms in the Nursing Vocab-

ulary, by Alice L. Price, B.S., R.N., Instructor in Nurs-

ing Arts at Columbia Hospital, Milwaukee. 656 pages.

W. B- Saunders Company, Philadelphia and London. 1949.

$3.75.

There has long been a need for a dictionary less

comprehensive than those published for doctors of

medicine, to meet the requirements of nurses.

Nurse Price has provided a book which will serve

this purpose. It is suggested that when it comes

to its second edition, each word defined have a

brief statement of its derivation.

A helpful Nurses' Vocabulary Aid is supplied

under separate cover.

The incidence of amebiasis in the United States, as

shown by the results of a study of men recruited for the

Navy, was: from Northern States, 7-8%, from Southern

States 14.7%.

Norfolk (Va-) Virginian-Pilot: "Miss R , an attrac-

tive young health nurse, was involved in an accident while

motoring in the Cumberlands yesterday. The area in which

she was injured is spectacularly scenic."
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CHUCKLES
A headline once carried by a Washington daily, on a

mild illness suffered by F. D. Roosevelt: "President kept

to room by coed."

The Columbus (Ga.) Dispatch: "Recovering from a head

injury and shock caused by coming in contact with a

highly-charged wife, Mr E left Mercy Hospital last

Wednesday."

A royal send-off from the Wichita (Kans) Eagle: "Dr.

S , one of our most eligible bachelors, is retiring from

practice. Hale and hearty at 65, the doctor says all he

wants is a little peach and quiet."

Man (at police station) : "Could I see the burglar who
broke into my house last night?"

Sergeant: "Win do you want to see him?"
Man "I'd like to ask him how he got in without wak-

ing my wife."

For an hour the querulous customer had been testing

fountain pens to find one that suited him. Having tried

virtually every pin in the shop, he had covered several

i paper with the words "Tempus Fugit."

At last the saleswoman came up with a pen she was
certain he'd like, and calling on her last bit of selling

technique, she said:

"Here's one that I know is going to suit you, Mr. Fu-
git"

Interviewing a prospective maid, she said: "If you're

accepted, I don't want you to be like some of the others-
jealous of my wealth and position, resentful and envious

because they have to look up to me."

"I'm not like that," said the applicant gently. "I've

often looked up at flagpole sitters, but never with envy."

McTavish, proprietor of the corner confectionary, was
the proud possessor of a new cash register. An old friend

dropped in to buy a five-cent cigar and noticed that Mc-
I avish pocketed the money instead of ringing it up on
the new cash register. "Why not ring it up," he asked,

"won't you forget it?"

"Dinna worry. I'll nae forget it. Ye ken I keep track

in my head until I get a dollar, and then I ring it up. It

saves the wear-r and tear-r on the machine."

Victims of an auto accident in Scotland were lying

about the roadside when a native chanced along. "Mon,"
he asked one of the injured, "has the insurance man been
round yet?"

"Noo," was the reply.

"Ah, weel, I'll just lie down beside ye for a bit!"

"I hear a girl socked you one at the masquerade ball

last night."

"Yeah, I told her how well she looked in a bustle."

"Wtll. what's wrong with that?"

"She wasn't wearing one."

The clergyman was preparing his sermon while his little

daughter watched with interest.

"Daddy." she asked, "does God tell you what to say?"
"Of course, child, why do you ask?"
"Then why do you scratch some of it out?"

Back from a day at the office, father asked his children

whether they had been good children all day. "Oh, yes,"

said his little daughter, "I washed the tea things."

"And I wiped them dry." his small son chimed in.

Turning to the youngest of the trio, Daddy asked, "And
what did you do. Margaret?"

She chuckled gleefully. "I picked up the pieces."

And now, doctor, thatl've told you I'm going to marry
Ruth, there's one thing I'd like to get off my chest."

"I understand, my boy. What is it?"

"A tatoocd heart with the name 'Mabel' on it!"

The wife opened an upstairs window and, leaning out,

demanded: "Where have you been till this hour of the

morning?"

"Why, why, at a meeting c-c-considering a strike," mut-

tered the late-returning labor official-

"Well." his wife shouted down to him, "you just go

back to the meeting and report a lockout!"

Id' should be on the lookout for—
Q FEVER

(A. G. Bower, in Arizona Med., May)

The causative factor it has been decided belongs to a

new and separate genus, which has been named Coxiella

burneti. Cases have been recognized in widely separated

parts of the United States.

Cattle represent the animal reservoir. Dust contaminated

by manure particles or urine appears to transmit the dis-

ease.

Incubation period is short- onset abrupt with headache,

fever, and chills, generalized muscular aching and weakness.

True rigor is common, several tiroes a day, followed by

profuse sweating. Sense of fullness in the abdomen with

no apparent distention is frequent. Spleen is rarelv en-

larged.

Majority of cases have dry or productive cough by the

fifth day ; a patchy consolidation, usually in one lobe very

similar to the ground-glass appearance of primary atypical

pneumonia and, like that disease, tends to remain visible

long after all the symptoms are gone-

T. range is 98 to 105, septic type; the p. low as in bru-

cellosis or typhoid. Occasionally maculo-papular rash over

the trunk Course from day or two to a month.
Specimens of blood: one is taken early, and one or more

taken later to establish rising titers. Specific antibodies are

either absent, or present in very low titer, early final diag-

nosis hinges upon either their initial appearance, or an in-

crease in the titer as the disease progresses.

Streptomycin was given to seven patients—two to three

grams in 24 hours during the febrile period, and 1 to 2

grams for the next two to four days; or the dose in six

parts given every four hours intramuscularly.

Aureomycin, a dose every four hours, for eight to ten

days, daily amount 50 mg. per kilogram of weight, has

proven specific.

The death rate is very low.

Over 400 cases of Q fever are known to have occurred

in California since 1946.

Gdxmkkhea is preventable by means of a penicillin

tablet of 250,000 units taken orally a few hours after ex-

posure; among naval personnel reduced the incidence of

shore leave infection from 11.9 per 1,000 to 0. The aver-

age period between exposure and medication was less than

two hours. No case of sensitization to the drug, penicillin-

fast strains of gonococcus, nor suppressed syphilitic infec-

tion was seen. —Pub. Health Rep.
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Low Back Pain with Sciatica

The Importance of the Ruptured Intervertebral Disc
Charles E. Troland, M.D., Richmond, Virginia

LOW-BACK PAIN with sciatica is an ever-pres-

ent problem and has received a great deal of

study for many years. Certainly a large number
of causative agents for such pain exists, as recently

emphasized by Meredith, 10 but it now seems ob-

vious that the ruptured intervertebral disc is the

most common lesion producing this syndrome.

Many exhaustive treatises and extended reviews of

results by various methods of treatment of rup-

tured discs have been published and the present

report will, therefore, be confined to a general dis-

cussion of this common problem. The convictions

that have evolved from close study of a consider-

able number of sufferers from low-back and leg

pain will be presented.

The anatomy of the intervertebral disc was first

described by Vesalius in 15SS. However, it was not

until 1927 that Schmorl 13 noted the pathological

entity of ruptured discs and reported the frequent

occurrence of this lesion in routine post-mortem

examinations of spines. Even then the clinical sig-

nificance of the protruding cartilage was not rec-

ognized, although many of these masses were re-

moved under the mistaken diagnosis of chondroma.

In 1929 Dandy4 reported the removal of cartilagi-

nous masses compressing the cauda equina in two

cases and correctly recognized the site of origin of

:hese masses as being the intervertebral disc. How-
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ever, it was not until the publication of a longer

series of cases by Mixter arid Barr 11 in 1934 that a

great deal of attention was given to this common
clinical entity. The immense amount of such at-

tention is attested by the fact that whereas in 1930

no articles concerning the intervertebral disc were

noted in the Index Medicus, there were 59 such

articles in 1940 and 95 in 1945. This wild enthusi-

asm has now begun to subside and it is felt that

within the next few years the ruptured interver-

tebral disc will be firmly established in its rightful

place as by far the most frequent but not the sole

cause of lower-lumbar and leg pain.

Some of the loss of enthusiasm for the operative

treatment of ruptured intervertebral discs can be

attributed to relatively adverse reports of opera-

tive results by Kirstein,3 and Aitken and Brad-

ford. 1 The latter authors in particular noted such

poor results that their paper deserves close scru-

tiny. It should be noted that the statistics com-

piled by these authors concern compensation cases

alone and it is well known that this type of case

does poorly after any type of therapy. It is also

quite obvious that poor surgical judgment and

faulty technic played a large part in the cases col-

lected from insurance files. Even these adverse re

ports, however, do not justify the abdominal ap-

proach advocated by Lane and Moore. 7 This ap-

proach with its inherent necessity for the mobili-

zation of bowel and great vessels is too fraught

with peril for serious consideration.
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That good and in fact excellent results can be

obtained by the removal of ruptured intervertebral

discs is amply shown by the reports of Spurling

and Grantham,14 Love,8 Bradford and Spurling,' 1

Peyton and Simmons.'- Lyerly and Grizzard,9 and
i it hers. The results of operations on this type of

case at the .Medical College of Virginia have not

been recently compiled, but there is ample reason

l(i believe that they are eminently satisfactory.

The crux of the matter of obtaining a good opera-

live result is, as has been demonstrated by Peyton

and Simmons,12 the finding of the ruptured disc.

This fact naturally demands that only those pa-

tients who truly have ruptured or markedly pro-

truding discs be subjected to operation. As diag-

nostic acumen increases the final results will im-

prove. It is naturally essential that the operation

be properly performed and this presupposes inti-

mate anatomical and surgical knowledge, as well

a.- frequent usage of such knowledge. The removal

of a ruptured intervertebral cartilage is not an

operation to be undertaken lightly.

The patient's history is almost always of diag-

nostic importance. Usually the patient remembers
a single incident, such as lifting a heavy object, at

the time of onset of pain, but such an injury is not

essentia] to diagnosis. The pain is usually confined

to the lumbar region primarily, but within a few

hours or days, there is radiation into one leg.

Coughing, sneezing or straining aggravates the pain

and the patient learns to walk with the knee of the

affected leg flexed so as to relax the sciatic nerve.

On examination there is often tenderness over the

affected intervertebral space and deep pressure hers

may cause radiation of pain down the leg. Straight-

leg-raising is always limited during an exacerbation

of pain and all movements of the lumbar spine,

particularly towards the painful side, are limited.

Jugular compression usually accentuates the back
and leg pain. On neurological examination, there

is hvpesthesia on the lateral aspect of the foot and
ankle and diminution or absence of the ankle jerk

if the protruded disc is at the LS-Sl interspace

and sensory changes on the dorsum of the foot and
great toe without reflex change if the pathology is

located at L4-L5 interspace. In the infrequently

found protruded L3-L4 disc, there is diminution of

the appropriate knee jerk. Definite neurological

signs are not found in all cases and in fact none
of the above-named signs is essential for diag-

nosis, but the typical case will show most, if not

all of these evidences of pathology.

Roentgenological examination is of extreme im-

portance in evaluating cases of low-back pain with

sciatica. Frequently, there is narrowing of one of

the intervertebral spaces, but such narrowing is

not essential for the diagnosis of ruptured inter-

vertebral disc. The principal function of x-ravs in

these cases is to rule out some conditions, such as

spondylolisthesis, marked arthritis, and metastatic

malignancy, which can produce the syndrome of

low-back pain with sciatica. The question of exam-

ination with a contrast media, myelography, is a

moot one. Some neurosurgeons insist upon this

test on every suspected case of ruptured disc,

whereas others contend that it should never be

carried out. In the clinic with which the author is

associated myelography is used sparingly and it?

findings are never considered as a definite indica-

tion either for or against operation. It is occasion-

ally used in an atypical problem case, or where a

spinal-cord tumor is suspected, but the findings

must agree with the clinical examination and, in

general, myelography has the status of a rather

weak reed upon which to lean.

If the history, examination and x-rav findings

indicate the presence of a ruptured intervertebral

disc, the next problem is one of proper treat-

ment. Certainly, almost all cases should have a trial

on conservative treatment, by which is meant com-

plete bed rest with fracture boards under the mat-

tress, heat and mild analgesics. The period of bed

rest varies with the physician in charge, but it is

generally felt that unless there is definite allevia-

tion of symptoms within two weeks of such treat-

ment, the patient should have operation. The prime

exception to the trial of conservative therapy is

the patient exhibit'ng gross neurological deficit,

who should have immediate operation; and the phy-

sician, who is utilizing conservative management,

should always be on the alert for the development

of such damage. This advocacy of early operation

on patients with gross neurological impairment has

been placed upon a sound basis by Lindblom and

Rexed." who demonstrated severe damage to nerve

roots and spinal ganglia in many disc protrusions.

The patient with mild, occasional, and non-dis-

abling symptoms should never have operative treat-

ment. Just as the case of mild dyspepsia should

not be a candidate for gastric resection, so the pa-

tient, who misses only a few days a year from

work and can otherwise live very comfortably,

should not have a disc removed. However, just as

surely as the patient with frequent bouts of severe

abdominal pain, associated with gastric bleeding,

is in need of prompt and adequate treatment, so

(he repeatedly disabled patient with low-back and

leg pain should have the offending disc removed.

Tt is, also, worthy of note that conservative treat-

ment can be too protracted. In some clinics in this

country, the period of bed rest is extended over

many weeks and in Europe may involve months

but it is difficult to regard months of bed rest as

conservative therapy.

The choice of patient for operative treatment is

of great importance, even after the presence of a
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ruptured disc has been definitely indicated. Com-
pensation cases notoriously do not respond well

to most types of surgery. Whenever possible, it is

best to have the question of compensation settled

before surgery is undertaken. The financial settle-

ment of these compensation cases should be suffi-

cient to cover operative treatment if the patient so

desires, but it should be understood that the ques-

tion of compensation is settled once and for all

time. Certainly the results of disc surgery in the

Armed Forces were tremendously improved by

allowing the patient with definite indication of a

ruptured disc to be discharged, either with or

without surgerv. Of course, it is not always possi-

ble to settle compensation cases before operation,

but it is felt that such a policy is sound. It is

always well to exhaust every possible method of

conservative therapy in the psychoneurotic indi-

vidual before resorting to surgery. These people

are often willing, and frequently eager, to undergo

surgery as a concrete proof to their relatives and

friends that their complaints are genuine, but the

results of the surgery are likely to be poor. Un-

fortunately, profound psychoneurosis and a ruptur-

ed disc producing disability may occur in the same

patient, but a guarded prognosis must be made.

The operative technic will be only briefly out-

lined. In the usual case, a lower midline incision

is made and the muscles on the appropriate side

are stripped from the spinous processes, so as to

expose the L4-LS and lumbo-sacral interspaces.

The ligamentum flavum is incised and reflected and

the interspace thought to be the seat of pathology

is explored. Usually, it is not necessary to remove

any bone, but wherever necessary, small pieces of

the adjoining laminae can be removed to facilitate

exposure. Adequate exposure is essential, but the

routine removal of an entire side of the lamina is

definitely contraindicated. The nerve root is iden-

tified and gently retracted and the underlying

space explored. In markedly protruding or rup-

tured discs the root is often found to be markedly

angulated by the underlying mass. The loose car-

tilaginous material is then removed and pituitary

rongeurs are inserted through the torn ligament to

remove other loose fragments. This removal of

additional loose fragments is an essential part of

the operation and will materially decrease the num-
ber of recurrences. Gentle curettage is frequently

carried out, but under no circumstances should

such curettage be vigorous. The author has had no

personal experience with complications of curet-

tage, but has personal knowledge of at least three

instances in which operators have torn openings

through the anterior longitudinal ligament and

ruptured the aorta with fatal consequences. Fol-

lowing the removal of the disc, the nerve root is

allowed to resume its normal location and the liga-

mentum flavum is replaced. The other of the two

exposed interspaces is then similarly explored. This

second exploration is invariably done, as multiple

discs occur with sufficient frequency to warrant its

routine use.

The question of whether or not a spinal fusion

should be performed at the time of disc removal

has been the subject of much debate among the

workers in this field. On the one hand Barr2 has

advocated fusion in all cases and, at the other

extreme, Spurling and Grantham 14 have felt that

primary fusion is never indicated. The latter work-

ers have decried the division of responsibility be-

tween orthopedist and neurosurgeon and have pre-

ferred to have the patient return for a fusion if it

iater seems indicated. Barr2 noted an improvement

in results with combined disc removal and fusion,

but Peyton and Simmons 12 failed to find such

improvement in their cases. The clinic with which

tne present author is associated feels that fusion is

indicated in a small minority of patients with a

ruptured disc as the cause of low-back pain and

sciatica. These cases needing fusion are those with

histories and findings definitely indicating marked

mechanical instability of the spine. Unless such

evidence of instability is quite marked, it is pre-

ferred that disc removal alone be carried out with

the patient's understanding that a fusion may ulti-

mately be warranted. Frequently, the orthopedist

is available at time of operation and is ready to

perform fusion, unless definite disc pathology is

found. Indiscriminate fusion is certainly contra-

indicated. Just as the over-eager neurosurgeon will

operate upon many cases without disc pathology,

so the over-zealous orthopedist will subject many
patients to useless fusion.

The postoperative care of the patient is of para-

mount importance in obtaining a satisfactory re-

sult. It is customary to keep the patient at bed rest

for two weeks and to markedly curtail his activi-

ties for at least two months. Heavy labor should

not be attempted for a minimum of four and pref-

erably six months. The elderly patient may never

return to heavy labor, without frequent deleterious

results. It must be borne in mind that the patient,

with a disc removed, does not have a completely

normal back, although the vast majority of pa-

tients can carry out any activity. It is certainly

obvious also that the addition of a spinal fusion to

disc removal will not restore the spine to normality.

In summary, it is becoming increasingly clear

that the ruptured intervertebral disc is the most

frequent cause of low-back pain with sciatica.

Proper surgical judgment, which entails the selec-

tion (if only those patients for operation who have

disabling symptoms from a true disc protrusion

and are psychologically equipped to make a recov-

LOW BACK PAIN
To Page 221
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The Modern Diabetic
William R. Jordan. M.D., Richmond, Virginia

THE AVERAGE DIABETIC in L913 1 died after

less than five years of his disease. In 1922 he

lived six years. Now he lives over fourteen years.

Before 1922 the child diabetic lived only two

vears. Now he may expect to pass the 50-year

mark. Trior to 1922 the pregnant diabetic was a

rarity, and the normal live offspring even more so.

\ii\\ White reports from the Joslin Clinic- a series

of 221 pregnanl diabetic women giving birth to

200 normal infants. Prior to 1922 the diabetic re-

quiring surgery was in mortal danger. Today a

major operation on a diabetic is a casual event

with the outlook as good as in non-diabetics oi

comparable general condition. Before 1922, 40 per

cent of carbuncles occurred in diabetics with a

'"earful mortality. Now a carbuncle is seen infre-

quently, and with prompt and vigorous treatment

recoverv is almost certain.

In what can we attribute such an outlook? In

I "14 Allen advocated with good reason the under-

nutrition diet which alone advanced the life of the

average diabetic 25 per cent after the onset of the

disease. A few children lived twice as long with it

as they would have on the former qualitative type

of diet. Too often the undernutrition principle of

dietary management of the diabetic is overlooked.

Vet statistics of life insurance companies give

startling notice that such is true. A weight 25 per

cent above normal carries with it a mortality rate

of 40 per cent greater than normal. When one is

considering the "free diets" with the disdainful

attitude of its advocates toward a high blood sugar

level, it is well to bear in mind that even an excess

weight of 10 per cent leads to premature death. In

other words most of us feel that the diet is the

foundation of all good treatment for diabetes. It

nerd not be very strict. As a matter of fact a diet

liberal in starch and protein and in variety of

foods is probablv the best diet. Weight reduction

can usually be obtained by the omission of sweets

and alcoholic beverages and by the reduction of

grease. We need to think in terms of meals and
not of calories and grams. A breakfast of fruit,

milk, bacon, egg, bread, and a pat of butter and
two meals of meat and vegetables, bread, butter,

milk, and fruit affords a satisafctory diet for most
patients. The amounts are regulated to control

body weight. Fruit between meals, rather than a*

meals, and milk at bedtime will decrease the inci-
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dence of reactions and of glycosuria in the more

severe diabetic taking moderate or large doses of

insulin.

In [922 insulin was introduced to the medical

profession and its value is reflected in the statistics

at the beginning of this paper. In spite of its well

known value there remain patients and rarely even

doctors who shy away from it. Some just dislike

"the needle," but others fear that, once insulin is

used, it will always be necessary. On the contrary

it seems likely that the immediate control of the

blood sugar by diet and insulin at the onset of

diabetes will render the disease so much milder

that many patients will require no insulin which

would have been needed permanently if a high

blood sugar had continued for long, as is often

true if control with diet 'done is attempted. The
work of Dohan and Lukens :i shows experimentally

what harm an elevated blood sugar can do. They
injected glucose in cats to maintain the blood

sugar high for varying lengths of time. If the

injections were discontinued after nine days, the

diabetes which had developed would eventually

disappear and the damaged islet cells would re-

cover. If the high blood sugar was permitted for

two weeks or more, the diabetes became perma-

nent, another argument against the free diet and

ignoring a high blood sugar level.

The major advance in insulin therapy was the

discovery of the product itself for production in

volume. There have been many subsequent ad-

vances. Joslin, by careful clinical observations on

a large scale, learned, and so informed the rest of

us, that there is an efficient method of insulin

therapv which is based on its physiological proper-

ties in conjunction with the physiology of digestion

and absorption of food and the behavior of the

individual patient, ft is not reasonable to expect a

dose of regular insulin given before supper to cause

a fall in fasting blood sugar below its bedtime level.

The old insulin acts but eight hours and the action

of the supper dose is complete by 2:00 a. m. The
influence of exercise, emotions, and inflammation

have all been emphasized. It is proper for us not

only to honor the discoverers of our medical tools

but also to pav homage to the clinicians who have

showed us how to use them properly.

Protamine insulin, with its prolonged action of

twenty-four hours or more, has made the manage-

ment of the insulin-treated case much more con-

venient to the patient. Again one must remember

that this action is fairlv constant through the
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twenty-four hours when large daily doses are

given. Meals, however, cause peaks of the blood

sugar which in the moderately severe diabetic are

not adequately reduced by such action without

insulin reactions occurring at other times in the

day, notably the wee morning hours. To offset this

we use a simultaneous and usually separate injec-

tion of a quickly acting insulin.

Crystalline insulin with its ten-hour action is a

good supplement for the protamine insulin before

breakfast. It takes care of breakfast and lunch and

brings the patient to the supper table with a satis-

factory blood sugar. A bedtime lunch of milk and

crackers tends to prevent the too great fall in

blood sugar which would occur during sleep when
there is no food intake. When the total insulin

dosage exceeds 30 units, we use a supplementary

dose of crystalline equal only to one-third the

dose of protamine, for example, 30 units of prota-

mine plus 10 units of crystalline as two injections

fifteen minutes before breakfast daily.

Today diabetic coma is no longer the hazard to

life that it was thirty years ago when it marked
the end of 60 per cent of the diabetics. The mor-

tality rate from coma, when it occurs, is still con-

siderable, but insulin has eliminated it as a major

cause of death in diabetics. The recent discovery

of low potassium as a cause of collapse in such

cases has opened up a new field for study. So far

it has affected my treatment of coma to this extent

only—I use Ringer's solution with its small potas-

sium content, instead of saline, intravenously in

such cases. One other measure that has seemed

useful is the intravenous use of an aqueous solu-

tion of adrenal cortex in coma cases with a dan-

gerously low level of blood pressure. Today we
realize that the above procedures and others like

them are trivial as compared with insulin and

fluids. The primary disorder is high sugar which

responds to insulin in large doses in the first three

hours. The secondary dehydration and acidosis are

followed by circulatory collapse and kidney depres-

sion, which are combatted by Ringer's or saline

solution intravenously. Never should we lose sight

of the fact that these two are the real essentials

of treatment.

The complications of diabetes are due to infec-

tion and to arterial and nerve degeneration. Infec-

tion has been handled very well with the contin-

uous control of the blood sugar with insulin and
the control of the infection with antibiotics such

as penicillin. The establishment and maintenance

of free drainage in localized pyogenic infections is

essential and in conjunction with the above two

procedures usually effective.

The degenerative conditions in the diabetic are

those of advancing age, although the neurologic

changes resemble those of syphilis. The results of

arterial damage become apparent in the eyes, brain,

heart, kidneys, and feet. Proper dieting and con-

trol of sugar and fat seem to postpone these com-
plications. This was apparent in a series from the

University Hospital, Philadelphia,4 as well as in

joslin's cases reported by White5 and in my cases

as reported by Bailey, although there are others

who feel that such treatment is totally ineffective

for the purpose. However, for the management of

the complications, we have several new measures.

The cardiac therapeutic advances are not notable.

It might be worthwhile to call attention to the

frequency with which coronary occlusion is first

suspected by discovering auricular fibrillation

which occasionally is the only early evidence, save

electrocardiographic changes, of a coronary occlu-

sion. We are using dicumerol in most cases, but

in those with hemorrhages elsewhere we are very-

cautions. Rutin has been recommended for the

retinitis with hemorrhage, but its value is un-

proven. ' Occasionally one sees marked improve-

ment, especially in early retinitis, when rutin is

given. Joslin, at the A. M. A. exhibit, showed a

decrease in hemorrhages after its use, but retinitis

occasionally improves markedly with good general

diabetic care alone.

Rutin has also been used with the kidney mani-

festation of diabetes known as intercapillary glom-

erular sclerosis. Beardwood, at a recent (Januarv,

1949) meeting of The Diabetes Association of the

District of Columbia, stated that early retinitis

and the early kidney condition above seemed simi-

lar and possibly rutin would be found equally

useful in the early stages of both conditions.

Surgery for the diabetic foot has improved a

great deal in recent years. The essential of treat-

ment is that it should be prompt, vigorous, and
inclusive. Not only must the diabetes be controlled,

but the general welfare of the patient must be

maintained by all measures, and surgical treatment

must be instituted at once. A foot with simple

infection can become necrotic or gangrenous in a

period of hours if neglected. Prompt drainage of a

small abscess may save a leg. Wet dressings and

penicillin may so reduce swelling as to restore an

embarrassed local circulation. Transmeta tarsal am-
putations at the Joslin Clinic have left the pa-

tients, in many instances, with a useful foot instead

of the stump of a leg.

In the laboratory field which is of so much im-

portance to diabetics, we find a few advances. The
Clinitest set furnishes patients with such a quick

and convenient method of testing the urine for

sugar that many more patients now find that early

sign of danger than formerly did. It takes but a

few seconds and gives us tremendous help in con-

trolling the disease. The quick blood sugar method
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Acute Perforated Peptic Ulcer

J. E. McGee, M.D., and W. A. Johns, M.D.

Johnston-Willis Hospital

Richmond, Virginia

THE surgical complications of peptic ulcer: I.

hemorrhage, 2. obstruction, 3. intractability,

and 4. perforation are well known. Acute perfora-

tion presents a true surgical emergency and entails

prompt diagnosis, proper surgical intervention and

constant vigilance during the postoperative period.

In the past ten years there have been 36 cases of

perforated ulcer at Johnston-Willis Hospital. There

were five deaths in this group, a percentage of

13.9. However, of the 33 patients who were oper-

ated on there were two deaths, a mortality of 6.66

per cent.

Collins4 states that Boneti in 1679 was the first

to describe the condition of perforated peptic ulcer.

Mikulicz in 1880 described an unsuccessful at-

tempt at closure of a perforation. Heussner and

Roux in 1892 were the first to report successful

closure. Since this time there have been increasing

reports of successful suture, and of late the main
interest in this problem has been in decreasing

the mortality and in attempting to prevent the de-

velopment of late complications.

The majority of these cases occur in the 30-to-

50-year age group. Eighteen of our cases were in

this age period. There were 33 male and three

female patients in this series. The majority of

patients with perforated ulcer give a history of

chronic gastrointestinal disturbances of several

years' duration. Graham'5
states that these patients

usually have an exacerbation of the ulcer svmp-
toms just prior to the perforation. The first symp-
tom is usually a sudden, agonizing abdominal pain,

at first localized in the epigastrium; but as the

gastroduodenal contents spread through the peri-

toneal cavity the pain becomes generalized. It is

often referred to the shoulder, most commonly the

right.

The symptoms are usually so severe that the

patient seeks medical aid at once. When seen he

appears desperately ill and may even seem to be
in shock. Blalock22 states that perforation of pep-
tic ulcer may cause peripheral circulatory failure.

The temperature is slightly elevated and the pulse

;ate is around 100. Examination of the abdomen
reveals involuntary spasm of a boardlike nature
which is constant in the entire respiratory cycle.

Meyer8 states that muscular rigidity is a viscero-

motor reflex and is nature's effort to protect the
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diseased organ. The amount of muscular rigidity,

therefore, depends on the chemical constitution of

the injurious agent. Gastric contents have been

shown to cause a marked chemical peritonitis.

Kingsbury and Schilling" report that x-ray ex-

amination of 199 cases of perforated ulcer revealed

pneumoperitoneum in only 52.8 per cent. Thus,

negative x-ray examination cannot definitely

rule out rupture of a viscus. Of the 20 cases x-

rayed at the Johnston-Willis Hospital IS showed

free air. The leucocyte count is elevated—usually

between 14,000 and 16,000.

Therefore, a patient who has complained of

chronic gastrointestinal disturbance, who experi-

ences a sudden, agonizing epigastric pain which

may be referred to the shoulder regions, and who
has the appearance of shock plus a boardlike ab-

dominal rigidity, must be considered to have a

perforated peptic ulcer. Evidence of free air under

the diaphragm, plus a leucocytosis, is confirmatory

evidence which need not always be present.

It is generally agreed that patients having per-

forated peptic ulcer should be operated on within

six hours of onset of symptoms. Davison, Aries and

Pilot"' state that mortality and morbidity is deter-

mined by the length of time of contamination of

the peritoneal cavity.

The patient is sedated with morphine and an

intravenous infusion of 5 per cent dextrose in

normal saline is given while the operating room is

being prepared. A Levin tube is not placed in the

stomach until during or after surgery. Baritell 1 be-

lieves that the retching which usually accompanies

introduction of a Levin tube may force additional

gastroduodenal contents into the peritoneal cavity.

At the Johnston-Willis Hospital, general inhala-

tion anesthesia with use of ethylene, ether and

oxygen, has proved satisfactory. This gives good

relaxation, and postoperative pulmonary complica-

tions have been few7
. An upper right rectus or a

right subcostal incision is used. The subcostal in-

cision in the few cases in which we have made
use of it has proved very satisfactory. It is felt

that the liver aids in the prevention of postopera-

tive hernia.

The fibrin and peritoneal fluid will usually lead

to the site of the perforation which in 75 per cent

of these cases was situated in the duodenum—most

commonly the anterior superior aspect of the

duodenum. As mentioned by Kingsbury and Schill-

ing." the tvpe of material or method used to close
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the perforation seems to make little difference. Il

is thought that fibrin formation seals the perfora-

tion and that suture merely provides a framework.

upon which the fibrin may form. The usual pro-

cedure is first to apply a purse-string suture of

silk or linen. Because of the excessive edema and

induration often surrounding the perforation, it is

in many cases impossible to close the perforation

with this suture alone. This suture, however,

effectively reduces the size of the perforation, and

two or three interrupted Lembert sutures over the

opening will usually close it. It is well to include a

piece of omentum in these interrupted sutures if

there is any doubt about the efficacy of the closure.

Any accessible gastric fluid is then removed by
suction but no attempt is made at vigorous suction

or lavage. We make no attempt to drain the peri-

toneal cavity, 10 and the wound is closed in layers.

Stainless steel wire or braided tantalum wire is

used to close the fascia.

Following operation, the patient is placed on con-

tinuous gastric suction, and receives adequate in-

travenous fluids with intravenous vitamins plus

prophylactic penicillin. The suction is continued

until intestinal peristalsis returns, usually in three

or four days. The gastric tube is then removed and

the patient receives the usual treatment for an

acute ulcer. Penicillin is used to prevent pulmonarv

as well as abdominal complications and is con-

tinued until the temperature has bten normal for

48 hours. This agrees with Brown and Andrus,^

\vho believe that penicillin aids in keeping down
postoperative morbidity.

These patients have to be watched closelv for

postoperative complications. They usually come to

operation in a poor nutritional state, and this, plus

the emergency nature of the operation and the

peritonitis, causes the rather frequent development

of complications, the commonest being wound in-

fection, pneumonia, subphrenic abscess and pelvic

abscess. Wound infection headed the list of com-

plications in our series. It occurred in five cases,

pneumonia in three, empyema and pelvic abscess

in one case, each.

Davison, Aries and Pilot5 have shown that the

trastroduodenal fluid is usually sterile within the

first six hours of perforation and that those patients

who are operated on within this time, have a rela-

tively benign convalescence. The incidence of bac-

terial peritonitis increases rapidly after this six-

hour period and consequently the morbiditv and

mortality are increased. Four of the five fatal cases

in this series gave a history of perforation having

occurred from 18 to 48 hours prior to admission.

Three of our fatal cases were of patients over

70 years old. Rafsky, Weingarten and Krieger''

state that complicating diseases play an important

part in the prognosis of patients who have per-

forated ulcer after passing the 60th milestone. The}'

report a 55 per cent mortality in this age group.

There were two deaths among our 33 operative

cases. One case was that of a 70-year-old man with

a history of cardiac disease, whose perforation oc-

curred more than 18 hours prior to operation. This

patient died on the tenth postoperative day. The
second fatal case was of a 51 -year-old man, operat-

ed on within five hours of perforation, who develop-

ed a lobar pneumonia and died on the ninth post-

operative day. This patient, treated prior to the

advent of penicillin, received sulfapyridine. In the

three remaining cases the patients were never in

condition to withstand surgery. All gave a history

of perforation in excess of 18 hours' duration.

Summary

Patients who give a history of gastrointestinal

complaints of long standing, who experience sud-

den, agonizing abdominal pain, and who appear

shocked and have a 'boardlike abdominal rigidity

should be presumed to have an acute, perforated

peptic ulcer. Pneumoperitoneum is not always de-

monstrable by x-ray examination.

The proper corrective procedure appears to be

immediate surgery, with closure of the perfora-

tion by simple suture and use of an omental tag in

some cases to meet special indications. Drainage of

the abdominal cavity appears to be unnecessary.

During the postoperative period the surgeon and

his helpers should be on the alert for evidences of

wound infections, pneumonia, subphrenic abscess

and pelvic abscess. Penicillin is effective in lower-

ing postoperative morbidity.

Mortality is high in elderly patients and in those

with a long time interval between perforation and

treatment.
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Discussion

Dr. H. L. DeNoon, Nassawaddox, Va.: Mr. Chairman, I

want to congratulate Dr. McGcc on his excellent presen-

tation. Peptic ulcer is one of our most frequent diseases

pnd its requiring treatment by both medical and surgical

men makes it of concern to all. The complications that

are most dramatic are perforation and massive hemor-

rhage. The doctor has covered perforated cases cases very

well indeed. He has called attention to several things of

special interest. Anyone discussing perforation of a peptic

ulcer today must consider the possibility of treating it

without surgery. I think it is undoubtedly true that in

many cases of pin-point perforation there is severe pain

and a good deal of spasm rigidity without the rest of the

symptomatology of the more severe cases.

The question also arises whether it is wise to do some-
thing more than close the perforation. In days gone by
various more or less rigid rules have been adopted. During
my residency at one of the larger hospitals it was a rule

that if the patient's pulse was over 120 nothing was to be

done; if less, a gastroenterostomy was to be done. I think

this plan has generally been discarded as a standard pro-
cedure, and most surgeons will close the ulcer and treat

with the antibiotics and probably with constant suction.

It is also interesting to note that these ulcers can per-

forate while under active medical treatment. I personally

have seen two perforate while in the hospital on medical

treatment.

I have enjoyed this paper very much indeed and I ap-

preciate the privilege of discussing it.

Dr. Frank A. Johns: Mr. Chairman and Members: Dr.
McGee covered a small series of our cases. Most interest-

ing to to me is the fact that the history usually, if accu-
rately gotten, gives a very prompt diagnosis. Two of our
cases seem worthy of special mention. A man, 52, who
had indigestion for IS or 20 years, went home for lunch
and. while walking around doing a little work in his gar-
den before lunch was put on the table, was seized with
an agonizing pain and was gotten into his bedroom and
on the side of his bed, but had not had his shoes removed.
In that position he became more comfortable and he re-

mained in that position until I got there from Richmond,
which was two hours later, and in days before the roads
were as good as they are now. He was taken, as many of
these ulcer patients are, suddenly, as if he were shot in the
abdomen. He had the typical story of indigestion over
many years and had nothing done about it and his medi-
cal regimen had not given him relief. This attack was
typical. We brought him to the hospital and he had a
closure, and a closure only, and had a satisfactory recov-
ery.

The other patient, an individual much older, while out
hunting in the fall was taken with an agonizing pain and
knocked down as if he had been shot in the back. He
remained there on the wet ground until about sundown
and was brought to the hospital 18 hours after his per-
foration and operated on. He had all the complications-
pneumonia, and all that goes with it. Exposure and hi;
advanced years, with poor blood supply around his ulcer,
weighed too heavily against him and he finally died of
complications that go with it, abscesses and pneumonia.

I cite these cases for the reason that if these patients
could have been gotten to us earlier they could have been
cured—practically all those below sixty years of age. In
those advanced in years, late operations are too often fatal.
Xow. my own feeling is that the thing to do for a

perforated ulcer is prompt closure. We can have all de-
grees of perforations, pin-point up to a large enough open-
ing to have a bite of food plug the opening, as we did

in one of our cases. This man had eaten a banana shortly

before he had a perforation and at operation the perfora-

tion was found to be blocked by the banana, which, of

course, was a fortunate thing. So you may have pin-

point perforations or you may have one as larg£ as your

linger. Now, pin-point perforations, many of them get

well. I am one that believes that if you are satisfied a

man has a perforation, it should be explored. If it is pin-

point, well and good, he will get well anyway, but if it is

larger, you may have an opportunity to save his life. I

don't believe anything should be done but closure on the

omentum or suspend the ligaments all over the closure to

insure them a complete closure.

Dr. John W. Davis, Lynchburg: I enjoyed Dr. Mc-
Gee's paper a great deal and I don't want to discuss hi;

paper, just want to pass on a case that I had about two
weeks ago. The man, 72 years of age, was taken sick

about 4 in the afternoon and we saw him and started to

operate on him about 11 that night. He had hypertension,

arteriosclerosis, heart disease involving mitral and aortic

valves and marked cardiac oppression. He was a bad
operative risk, but we gave him ether anesthesia and found

just a small opening, which was closed with three sutures

^nd some omentum. The patient was put back to bed

with a tube in his nose to drain his stomach, and kept as

quiet as possible. The family couldn't afford a nurse. The
next afternoon the old man pulled the tube out and when
I went in to see him that night he was in the bathroom
washing, his feet. That was the last of his staying in bed.

We never put the tube back and he got up and went tc

the bathroom every day. He got well and left the hospital

on the eighth day.

President Wyatt: I would like to ask Dr. McGee and
and Dr. Johns what objection they would have to drain-

ing, in addition to closures, particularly in cases of 12 to

18 hours' duration. Since they admitted complications,

septic abscesses, why not drain those cases just to prevent

trouble?

Dr. Frank Johns: Mr. President, I am of the school

that doesn't believe in draining peritonitis unless you have

a localized abscess. If we have a localized abscess, we do

try to drain it; otherwise, we don't. We think to put a

drain in the peritoneum in cases of perforated ulcer, rou-

tinely, is probably the worst thing you can do; because

v ou may get further separation. Nor do we drain any case

uf peritonitis unless it is definitely localized, forming a

definite abscess. We know we can't drain all the areas

involved because of the intestines and simply drain th=

areas localized, and those areas only.

Dr. William A. Johns: Mr. Chairman and Members of

the Association: We appreciate this discussion. I think Dr.

Frank Johns has answered the question in regard to drain-

age. Our special interest in this question was brought

about by two reasons. One is. there has been some recent

discussior in the surgical literature concerning the con-

servative treatment of perforated peptic ulcer by a so-

called continuous suction—non-operative treatment. No
doubt many of you are familiar with this.

Second, there has been some discussion about treatment

of perforated peptic ulcer by more radical surgery at the

time of perforation in certain selected cases. By that I

mean some surgery further than simple closure of the per-

foration. We condemn certainly the first one, and feel that

the proper thing to do is simple closure of the perforation,

either by sutures, or by omental tags, or by using part of

the round ligament. If further surgery is needed, it is much
better to put it off until some later date when the patient's

condition has been improved to the point where he is bet-

ter able to stand surgical treatment.
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The Treatment of Poliomyelitis and Other Virus Diseases

with Vitamin C
Fred R. Klenner, M.D.. Reidsville, North Carolina

IN A PREVIOUS REPORT dealing with the an-

tagonistic properties of ascorbic acid to the

virus of atypical pneumonia, mention was made of

'he fact that other types of virus infections had
responded favorably to vitamin C. This paper is to

present these findings as well as the results of sub-

sequent studies on the virus of poliomyelitis, the

viruses causing measles, mumps, chickenpox,

herpes zoster, herpes simplex and influenza. Fur-

ther studies with the virus of atypical pneumonia
will also be discussed.

These observations of the action of ascorbic acid

on virus diseases were made independently of anv
knowledge of previous studies using vitamin C on

virus pathology, except for the negative report of

Sabin after treating Rhesus monkeys experimen-

lally infected wtih the poliomyelitis virus. A re-

view of the literature in preparation of this paper,

however, presented an almost unbelievable record

of such studies. The years of labor in animal ex-

perimentations; the cost in human effort and in

"grants," and the volumes written, make it diffi-

cult to understand how so many investigators

could have failed in comprehending the one thing

that would have given positive results a decade

ago. This one thing was the size of the dose of

vitamin C employed and the frequency of its ad-

ministration. In all fairness it must be said that

Jungeblut noted on several occasions that he at-

tribuated his failure of results to the possibility

that the strength of his injectable "C" was inade-

quate. It was he who unequivocally said that

"vitamin C can truthfully be designated as the

antitoxic and antiviral vitamin."

In developing this paper it was felt that, since

all virus infections were more or less akin, only

one of this family would be considered in detail.

Poliomyelitis, because of its prevalence and the

seriousness of the problem it presents, was cho-

sen as the disease to be so treated.

Poliomyelitis is in most instances an acute

febrile disease of sudden onset, with symptoms of a

systemic infection which either abruptly abort or

develop to hyperesthesia, asymmetry of reflexes

and flaccid paralysis or palsies of muscle groups.

It affects individuals of all ages, but mainly chil-

dren, as do more common childhood diseases to

which class it most likely belongs. Only slight con-

tact between the carrier of the virus and the sus-

ceptible person suffices in some cases for the trans-

fer of the causative organism. In this respect and
also in that the virus can be demonstrated in the

nasal washings as early as six days before onset

01 symptoms, poliomyelitis resembles measles. We
never have an epidemic of poliomyelitis preceding

an epidemic of measles; the opposite is frequently

true. This grouping of the virus organisms is too

often repeated not to carry some significance. For
example, atypical pneumonia and influenza are

caused by closely allied viruses; so are chickenpox,

herpes zoster and herpes simplex; so are measles,

mumps and poliomyelitis. The incubation period

depends on the mode of entry. In experimental

animals. Fraser and others showed that the average

was 6.6 days with intracerebral inoculation and
ten days when the intravenous route was used.

Howitt mentions that the virus reaches the nerv-

ous system sooner after intranasal than after in-

travenous instillations. Transmission (Brodie,

1934) is by means of droplets from the mucous
membrane of the upper respiratory tract. Infec-

tion by means of raw milk, human feces and house

flies is highly improbable.

The research of Flexner, Clark and Amoss in

1914 proved that poliomyelitis is a disease of the

entire nervous system, that the sensory ganglia are

the seats of early and profound histological changes.

The disease is significant mainly for the paralysis

produced through injury to the motor neurons of

the spinal cord and brain. This is caused by a

special affinity of the virus for a certain type of

nerve tissue. Experiments show the cerebral cortex

to be the most unsatisfactory site for growth, that

large amounts of the virus placed in this area are

apt to disappear in a short time. Observations in

monkeys and in man show that the anterior horn

cells, particularly those of the lumbar cord, are

the most favorable sites for proliferation of the

virus.

In all clinically ill patients the virus eventually

(ravels in the course of its invasion by several

channels. The virus can make a direct assault

through the olfactory bulb, to the brain, medulla

and spinal cord. The virus can enter the blood

stream directly or through the lymph channels.

Following damage to the natural portective bar-

rier, the choroid plexus, it can make its way to

the central nervous system, or it can be excreted

back onto the nasal mucous membrane where it

will pick up the direct route of the olfactory bulb.
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Clark, Turner and Reynolds (1926, 1927, 1929,)

concluded that the virus chiefly travels by the

direct route to the brain. Lennette and Hudson

(1935) confirmed this theory and reported their

studies indicating that human infection is chiefly

through the nasopharynx. Brodi and others

showed that by section of the olfactory tracts in

monkeys infection by the direct route was pre-

vented. It is of more than mere academic interest

that while the nasal mucosa of the monkey con-

tains branches of the 5th and 7th cranial nerves

and that in addition, since the virus can readily

gravitate from the nasopharynx to the tonsil bed

with its nerve supply, if the olfactory tracts are

cut no infection will occur. The most likely expla-

nation is that the olfactory is non-medullated. the

neurones lie in the nasal mucosa and are thus

exposed to the virus. The sciatic nerve (Brodi)

will transport the virus only when it has been

injured, suggesting that lack of myelin may render

the healthy olfactory nerve vulnerable to the

virus.

The most important of the secondary routes of

infection is by the excretion of the virus from the

blood stream onto the nasal mucosa. Lennette and

Hudson (1934, 1935) demonstrated in monkeys
that by sectioning the olfactory tracts and then

inoculating by the intravenous route with the

virus of poliomyelitis, they could prevent infec-

tion.

This would fit in with the work of Jungeblut

and others that the spread of the virus through the

central nervous system is along nerve tracts, rather

than by means of the cerebrospinal fluid, the in-

fection to become manifest when the first cell group

is reached, and by relays of fibers, reaches the mid-

brain. Here numerous fiber-paths run in all direc-

tions and the virus is carried by both motor and

sensory axons, causing disease at many levels of

the brain and cord.

Since there is always a period of septicemia

in the first few days of poliomyelitis, it might be

that this is the all-important route and that the

virus is grown on a living tissue, the blood, and
then is deposited out on the surface of the olfac-

tory bulb. From this we conclude that the time

to destroy the virus is during this incubation period

which varies more with virulence and power of

multiplication than with size of initial dose.

The second flanking maneuver of importance is

through the choroid plexus. It is the function of

the choroid plexus and the pial lymphatic vessels

to exclude the virus present in the blood from the

nervous system. Once these protective structures

are injured, however, the exclusion ceases and in-

fection can follow readily. Changes in the struc-

ture or function of the meningeal choroid plexus

complex, too slight to be detected in the cerebro-

spinal fluid or as morphological alterations, mate-

rially diminish its protective power. Flexner and

Amoss injected large doses of the virus intraven-

ously, then tested the cerebrospinal fluid and

found no virus after the first 48 hours; virus in

small amounts at the end of 72 hours; after 96

hours evidence of free access to this system. The
virus was still present 19 days later when paralysis

was beginning.

Poliomyelitis in man is always more severe if

exercise is taken at time of the infection. Here

one must consider the factor of filtration of the

virus through the choroid plexus as being increased

due to the elevation of the vascular bed pressure.

Also, that, by the acceleration of the blood flow

caused by greater oxygen demand in physical effort,

a marked increase in the percentage of the virus

deposited on the nasal mucosa would result.

We must agree with Fairbrother and Hurst that

too little consideration has been given to the path-

ology of the nervous system and in particular to

the drainage of the tissue fluids. These men con-

firmed the earlier work of Schroder, who stressed

that the normal flow of these fluids is along the

perivascular spaces from the center of the cord

outward, and that any inflammatory exudate oc-

cupying these spaces must be swept into the pial

meshes; further that meningeal infiltration may
seem nothing more than a drainage of cells from

the interior of the cord. Fairbrother and Hurst

found that meningeal infiltration does not occur in

monkeys until the perivascular infiltration begin-

ning in the deeper vessels reaches the surface.

The presence of the filtrable microorganism or

virus of poliomyelitis upon the mucous membrane
of the nose and throat does not necessarily lead to

infection. It may give rise to a class of healthy

carriers who are themselves immune. Amoss and

Taylor found a secretion of the mucous membrane
capable of neutralizing or inactivating the virus,

this property absent altogether from the secretions

of some persons, in those of others present at one

time and not at another. It is probable that in

actively immune animals the passage of the neu-

tralizing substance from the blood into the cerebro-

spinal fluid would continue as long as the inflam-

mation present in the meninges rendered the struc-

tures easily permeable to the protein consituents of

the blood. This secretion A' could not have the

properties of a true antibody. The virus of polio-

myelitis is intracellular from the time it invades

the terminal cells of the olfactory system until the

end of the disease, except when crossing the synap-

tic junctions between cells. This explains why the

virus cannot be neutralized by antibodies in the

serum. Further protection is afforded the virus by

the functional barrier between the circulating blood

and the central nervous system.
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Since immunization against poliomyelitis com-

parable to that against other bacterial diseases is

still a matter of the future, it suggested itself that

some antibiotic could be found that would destroy

this scourge while in the phase of blood-stream

invasion Sabin's negative report on the value of

ascorbic acid on the poliomyelitis virus stopped

jungeblut's work, but we were cognizant of its dra-

matic effect on the virus causing atypical pneumo-

nia, and so kept up hope. These results were so

consistently positive that we did not hesitate to try

its effectiveness against all tvpe sof virus infections.

The frequent administration of massive doses of

vitamin C was so encouraging in the early days of

the 1948 epidemic of poliomyelitis that a review

of the literature was begun. Heaslip, in the Aus-

tralian Journal of Experimental Biology & Medi-

cine reported a mean urinary output of vitamin C
under a load test of 19.9 per cent in 60 poliomy-

elitis cases, as contrasted with a mean figure of

44.3 per cent in 45 healthy contacts. This was

suggestive of some relationship between the degree

of vitamin C saturation and the infectious and non-

infectious state. He was also able to show a cor-

relation between the severity of the attack and the

level of urinary excretion of the vitamin. This

would indicate that a deficiency of vitamin C in

the diet predisposed to infection and to severity of

attack. Sabin reported ne appreciable difference in

infectivity of poliomyelitis in monkeys with much
or no vitamin C in the diet. Many others, how-

ever, have reported that a "deficient vitamin C
nutrition increases susceptibility to infection," and

many others that animals dying from the effects

of the poliomyelitis virus show a reduction of vit-

amin C in the tissues. Heaslip found a definte re-

lationship between the severity of the infection and

the level of vitamin C nutrition. It is consistent

with accepted physiological action of vitamin C to

expect and anti-edema effect in any given affected

area. It is worthy of note that bacterial toxins can

cause losses of from 50 to 85 per cent of the vit-

amin C normally contained in the adrenals. Junge-

blut's investigations seemed to justify the conclu-

sion that vitamin C was the "antibiotic" that

would destroy the virus organism. He stated that

the prophylactic and therapeutic administration of

synthetic or natural vitamin C had given evidence

of having distinct therapeutic properties in experi-

mental poliomyelitis, and that the proper injection

dose was directly proportional to the speed of the

infection and the stage at which the process had

arrived. Jungeblut stated in 1937 that the paren-

teral administration of natural vitamin C during

the incubation period of poliomyelitis in monkeys

is always followed by a distinct change in the se-

verity of the disease; that after the fifth day of

the disease distinctly larger doses are required. He

realized, at that early date, that for a fast progress-

ing infection such as results from the R. M. V.

strain, very large doses—400 mg. crystalline C
maximum in a 24-hour period—of vitamin C would

be required; for the Aycock virus with its slower

infection potential small amounts of the vitamin

would suffice. Even with almost infinitesimal

amounts—100 mg. ascorbic acid for each 24-hour

period—he was able to demonstrate that the non-

paralytic survivors in one series was six times as

great as in the controls. In our work we shall speak

of six, ten and 20 thousand mg. in a similar time

period.

Harde et al. reported that diphtheria toxin is

inactivated by vitamin C in vitro and to a lesser

extent in vivo. I have confirmed this finding, in-

deed extended it. Diphtheria can be cured in man
by the adminsitration of massive frequent doses of

hexuronic acid (vitamin C) given intravenously

and/or intramuscularly. To the synthetic drug,

by mouth, there is little response, even when 1000

to 2000 mg. is used every two hours. This cure in

diphtheria is brought about in half the time re-

quired to remove the membrane and give negative

smears by antitoxin. This membrane is removed by

lysis when "C" is given, rather than by sloughing

as results with the use of the antitoxin. An advan-

tage of this form of therapy is that the danger of

serum reaction is eliminated. The only disadvan-

tage of the ascorbic acid therapy is the inconveni-

ence of the multiple injections. This concept of the

action of vitamin C against certain toxins has led

to treating other diseases producing exotoxins. For

years it has been our knowledge that vitamin C in

500 to 1000 mg. doses injected I. M. would cure

bacillary dysentery of the Shiga type. Children

having 10 to 15 bloody stools per day have cleared

in 48 hours under this schedule while at the same

time reverting to normal feedings. This dual action

of vitamin C against certain toxins and the virus

organism becomes more intelligible with the work

of Kligler, Warburg and others who believed that

the detoxication effected by hexuronic acid is

brought about by a direct combination of the vit-

amin with the toxin or virus, this followed by oxi-

dation of the new compound which destroys both

the virus or toxin and the vitamin. Borsook et al.

decided that the main chemical action of ascorbic

acid is as a powerful reducing agent, and the virus

causing poliomyelitis is known to be susceptible to

the oxidizing action of various agents. It is in point

here to remark that vitamin C is an integral part

of the oxidation-reduction system of the body, thus

playing a definite part in natural resistance.

In the poliomyelitis epidemic in North Carolina

in 1948, 60 cases of this disease came under our

care. These patients presented all or almost all of

these signs and symptoms: Fever of 101 to 104.6°,
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headache, pain at the back of the eyes, conjunc-

tivitis, scarlet throat; pain between the shoulders,

the back of the neck, one or more extremity, the

lumbar back; nausea, vomiting and constipation.

Ir IS of these cases the diagnosis was confirmed

by lumbar puncture; the cell count ranging from

ii to 125. Eight had bee.i in contact with a

proven case; two of this group received spinal

taps. Examination of the spinal fluid was not car-

ried out in others for the reasons: (1) Flexner and
Amoss had warned that "simple lumbar puncture

attended with even very slight hemorrhage opens

the way for the passage of the virus from the

blood into the central nervous system and thus

promotes infection." (2) A patient presenting all

or almost all of the above signs and symptoms
during an epidemic of poliomyelitis must be con-

sidered infected with this virus. (3) Routine lum-

bar puncture would have made it obligatory to re-

port each case as diagnosed to the health authori-

ties. This would have deprived myself of valuable

clinical material and the patients of most valuable

therapy, since they would have been removed to

a receiving center in a nearby town.

The treatment employed was vitamin C in mas-
sive doses. It was given like any other antibiotic

every two to four hours. The initial dose was 1000
to 2000 mg., depending on age. Children up to four

years received the injections intramuscularly. Since

laboratory facilitates for whole blood and urine de-

terminations of the concentration of vitamin C
were not available, the temperature curve was
adopted as the guide for additional medication.

The rectal temperature was recorded every two
hours. No temperature response after the second
hour was taken to indicate the second 1000
or 2000 mg. If there was a drop in fever

after two hours, two more hours was allowed be-

fore the second dose. This schedule was followed

for 24 hours. After this time the fever was con-

sistently down, so the drug was given 1000 to 2000
mg. every six hours for the next 48 hours. Al!

patients were clinically well after 72 hours. After
three patients had a relapse the drug was con-
tinued for at least 48 hours longer—1000 to 2000
mg. every eight to 12 hours. Where spinal taps
were performed, it was the rule to find a reversion
of the fluid to normal after the second day of
treatment.

For patients treated in the home the dose sched-
ule was 2000 mg. by needle every six hours, sup-
plemented by 1000 to 2000 mg. every two hours
by mouth. The tablet was crushed and dissolved
in fruit juice. All of the natural "C" in fruit juice
is taken up by the body; this made us expect
catalytic action from this medium. Rutin, 20 mg..
was used with vitamin C by mouth in a few cases^
instead of the fruit juice. Hawley and others have

shown that vitamin C taken by mouth will show
its peak of excretion in the urine in from four to

six hours. Intravenous administration produces this

peak in from one to three hours. By this route,

however, the concentration in the blood is raised

so suddenly that a transitory overflow into the

urine results before the tissues are saturated. Some
authorities suggest that the subcutaneous method
is the most conservative in terms of vitamin C loss,

but this factor is overwhelmingly neutralized by
the factor of pain inflicted.

Two patients in this series of 60 regurgitated

fluid through the nose. This was interpreted as

representing the dangerous bulbar type. For a pa-

tient in this category postural drainage, oxygen
administration, in some cases tracheotomy, needs

to be instituted, until the vitamin C has had suffi-

cient time to work—in our experience 36 hours.

Failure to recognize this factor might sacrifice the

chance of recovery. With these precautions taken,

every patient of this series recovered uneventfully

within three to five days.

In the treatment of other types of virus infec-

tions the same "fluid" dose schedule was adopted.

In herpes zoster 2000 to 3000 mg. of vitamin C
was given every 12 hours, this supplemented by
1000 mg. in fruit juice by mouth every two hours.

Eight cases were treated in this series, all of adults.

Seven experienced cessation of pain within two
hours of the first injection and remained so without

the use of any other analgesic medication. Seven of

these cases showed drying of the vesicles within 24

hours and were clear of lesions within 72 hours.

They received from five to seven injections. One
patient

;
a diabetic, stated that she was always con-

scious of an uncomfortable feeling, but that it was
not an actual pain. Although nine-tenths of the

vesicles cleared in the usual 72-hour period, she

was given 14 injections, the last seven of only

1000 mg. This extra therapy was given because of

a small ulceration, an inch in diameter, secondarily

infected by rupture of the vesicles by a corset stave

prior to the first visit. Vitamin C apparently had
nc effect on this lesion, which was healed in two
weeks under compound tincture of benzoin locally

and penicillin and sulfadiazine by mouth. (The
patient objected to taking penicillin by needle.)

One of the patients, a man of 65, came to the office

doubled up with abdominal pain and with a his-

tory of having taken opiates for the preceding 36

hours. He gave the impression of having an acute

surgical condition. A massive array of vesicles ex-

tended from the dorsal nerve roots to the umbili-

cus, a hand's breadth wide. He was given 3000
mg. of vitamin C intravenously and directed to re-

turn to the office in four to five hours. It was diffi-

cult to convince him that his abdominal pain was
the result of his having "shingles." He returned in
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four hours completely free of pain. He was given

an additional 2000 mg. of vitamin C, and follow-

ing the schedule given above he recovered com-

pletely in three days.

In herpes simplex it is important to continue the

treatment for at least 72 hours. We have seen

"fever blisters" that appeared healed after two in-

jections recur when therapy was discontinued after

24 hours. Vitamin C in a strength of 1000 mg. per

10 c.c. of buffered solution gave no response when
applied locally. This was true no matter how often

the applications were made. In several cases 10

mg. of riboflavin by mouth t.i.d. in conjunction

with the vitamin C injections appeared to cause

faster healing.

Chickenpox gave equally good response, the vesi-

cles responding in the same manner as did those ol

herpes. These vesicles were crusted after the first

24 hours, and the patient well in three to four

days. We interpreted this similarity of response in

these three diseases to suggest that the viruses re-

sponsible were closely related to one another.

Many cases of influenza were treated with vit-

amin C. The size of the dose and the number of

injections required were in direct proportion to the

fever curve and to the duration of the illness. Forc-

ing of fruit juice was always recommended, be-

cause of the frequency and ease of reinfection dur-

ing certain periods of the year.

The response of virus encephalitis to ascorbic

acid therapy was dramatic. Six cases of virus en-

cephalitis were treated and cured with vitamin C
injections. Two cases were associated with virus

pneumonia; one followed chickenpox, one mumps,
one measles and one a combination of measles and

mumps. In the case that followed the measle-

mumps complex, definite evidence was found to

confirm the belief that massive, frequent injections

are necessary in treating virus infections with vit-

amin C. This lad of eight years was first seen with

a temperature of 104°. He was lethargic, very irri-

table when molested. His mother said he had grad-

ually developed his present clinical picture over the

preceding four or five days. His first symptom was
anorexia which became complete 36 hours before

his first examination. He next complained of a

generalized headache, later he became stuporous.

Although very athletic and active, he voluntarily

took to his bed. He was given 2000 mg. of vitamin

C intravenously and allowed to return home be-

cause there were no available hospital accommo-
dations. His mother was asked to make an hourly

memorandum of his conduct until his visit set for

the following day. Seen 18 hours after the initial

injection of vitamin C, the memorandum revealed

a quick response to the antibiotic—after two hours

he asked for food and ate a hearty supper, then

played about the house as usual and then, for sev-

eral hours, he appeared to have completely recov-

ered. Six hours following the initial injection, he

began to revert to the condition of his first visit.

When seen the second time temperature was
101.6°, he was sleepy but he would respond to

questions. The rude irritability shown prior to the

first injection was strikingly absent. A second in-

jection of 2000 mg. vitamin C was given intra-

venously and 1000 mg. of "C" prescribed every

two hours by mouth. The next day he was fever-

and symptom-free. As a precautionary measure a

third 2000 mg. was given with direction to con-

tinue the drug by mouth for at least 48 hours. He
has remained well since. A lad of 12 years had

generalized headache a week after having mumps,
this followed by malaise, and in 12 hours a lethar-

gic state and a fever of 105°. Admitted to hospital

he was given 2000 mg. of vitamin C then, and 1000

mg. every two hours. Following the third injection

he was sitting up in bed, laughing, talking, begging

for food and completely without pain. He was dis-

charged 24 hours following admission clinically

well. Since relapses do occur if the drug is discon-

tinued too soon, he was given 2000 mg. of vitamin

C every 12 hours for two additional days.

The use of vitamin C in measles proved to be a

medical curiosity. During an epidemic vitamin C
was used prophylactically and all those who re-

ceived as much as 1000 mg. every six hours, by

vein or muscle, were protected from the virus.

Given by mouth, 1000 mg. in fruit juice every two

hours was not protective unless it was given around

the clock. It was further found that 1000 mg. by

mouth, four to six times each day, would modify

the attack; with the appearance of Koplik's spots

pnd fever, if the administration was increased to

12 doses each 24 hours, all signs and symptoms

would disappear in 48 hours. If the drug was dis-

continued or reduced to three or four doses each

24 hours following the disappearance of Koplik's

spots, within another 48-hour period the fever, the

conjunctivitis and Koplik's spots would be back.

It was our privilege to observe this picture over

and over in two little volunteer girls for 30 days.

These "research helpers" were my own little daugh-

ters. The measle virus was eventually destroyed in

this instance by continuing 12,000 mg. by mouth

each 24 hours for four days. We interpreted this

result to indicate that on withdrawing the drug

with the cessations of signs and symptoms, a small

quantity of the virus remained, which after an-

other incubation period produced anew the first

stage of measles; when the drug was continued be-

yond the clearing stage the virus was destroyed in

toto. No case of post-measles bronchopneumonia

was seen. The "measles-cough" of measles bronchit-

is was over with after three or four 1000 mg. injec-

tions of "C" at 6-hour intervals. This was true
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even when other medications well above the calcu-

lated dose range for cough had had no effect.

Whenever a patient presented a mixed-virus infec-

tion, such as receding mumps and developing

measles, it was found that double the calculated

dose of vitamin C was necesary to obtain the usual

results.

Of mumps, 33 cases were treated wtih ascorbic-

acid. When vitamin C was given at the peak of the

infection the fever was gone within 24 hours, the

pain within 36 hours, the swelling in 48 to 72

hours. Two cases were complicated wtih orchitis.

A young man of 23 years developed bilateral

orchitis one Friday morning, by seven o'clock that

night he was in severe pain, had a fever of 105"

and was nursing testicles the size of tennis balls.

Vitamin C was started at this time—1000 mg.

every two hours, intravenously. The pain began to

subside following the first injection and ceased in

12 hours. There was no fever after 36 hours. The

patient was out of bed feeling his old self after 60

hours. He had received 25,000 mg. of "C" in this

60-hour period. An experiment involving three

cousins: One, a boy of seven, had the old routine

of bed rest, aspirin, and warm camphor oil applica-

tions and iodex to the swollen glands. This child

had a rough time for a week. A second boy, aged

! 1 . was allowed to develop mumps to the point of

maximum swelling without any therapy, then given

vitamin C, 1000 mg. intramuscularly, every two to

four hours. This lad was entirely well in 48 hours.

To the third patient, a girl of 9, vitamin C was

given on the up curve when the swellings were 60

per cent of the expected, and the temperature re-

corded at 102.3°. The dose was 1000 mg. of vit-

amin C given intravenously every four hours. This

child was well and remained so from the third day

of treatment.

Further studies on virus pneumonia showed that

the clinical response was better when vitamin C
was given to these patients according to the dose

schedule outlined for poliomyelitis. Where pneu-

monitis was demonstrated, the clearing of the chest

film was parallel with the clinical recovery. In

cases of consolidation of entire lobes the x-ray

clearing lagged days behind the clinical response.

In these cases 1000 mg. of "C" should be given

every 12 hours for at least a week after the pa-

tient is apparently well. There was no change in

the results as given in a previous paper; the pa-

teints were well in the third day of treatment.

In using vitamin C as an antibiotic no factor of

toxicity need be considered. To confirm this obser-

vation 200 consecutive hospital patients were given

ascorbic acid, 500 to 1000 mg. every four to six

hours, for five to ten days. One volunteer received

100,000 mg. in a 12-day period. It must be remem-

bered that 90 per cent of these patients did not

have a virus infection to assist in destroying the

vitamin. In no instance did examination of the

blood or urine indicate any toxic reaction, and at

no time were there any clinical manifestations of a

reaction to the drug. When vitamin C was given

by mouth one per cent of these patients vomited

shortly after taking the drug. In half of these

cases the vomiting was controlled by increasing the

carbohydrate content of the mixture. This reaction

was not interpreted as representing a toxic manifes-

tation : rather it was thought to be due to a hyper-

sensitive gastric mucosa. The dose was reduced

from 1000 to 100 mg. in young children showing

this complex; vomiting occurred as before. How-
ever, in these same patients administration of

massive, frequent doses of. vitamin C by needle

effected a cure of the infection without causing

vomiting.

From a review of the literature one can safely

state that in all instances of experimental work

with ascorbic acid on the virus organism the

amount of virus used was beyond the range of the

administered dose of this vitamin. No one would

expect to relieve kidney colic with a five-grain

aspirin tablet; by the same logic we cannot hope

to destroy the virus organism with doses of vita-

min C of 10 to 400 mg. The results which we have

reported in virus diseases using vitamin C as the

antibiotic may seem fantastic. These results, how-

ever, are no different from the results we see when
administering the sulfa, or the mold-derived drugs

against many other kinds of infections. In these

latter instances we expect and usually get 48- to

72-hour cures; it is laying no claim to miracle-

w'orkins; then, when we say that many virus infec-

tions can be cleared within a similar time limit.

Benadryl in the Treatment of Certain Diseases of the
Skin

(P. A. O'Leary & E. M. Farber, Rochester, Minn., in

Jl. A. M. A., July 19th)

Treatment of urticaria and allied dermatoses should be-

gin with small doses of Benadryl, such as 50 mg. t. i. d.,

increased gradually until the minimal maintenance dose

lias been determined. Patients may require 300 to 400 mg.
a day for several weeks, but frequently are able to decrease

the amount gradually until smaller doses become equally

effective.

Side reactions sometimes occur, such as loss of judgment
or confusion.

Benadryl is highly effective in the treatment of acute and
chronic urtciaria and angioneurotic edema, but relief is ob-

tained only while the drug is being used. The drug de-

creases the severity of paroxysms of pruritus for some
patients who have atopic dermatitis but is not a potent

antipruritic drug. The condition of patients in the edema-
tous phase of scleroderma is temporarily improved. Dis-

continuance of the drug because of side effects was nec-

essary for only 10 patients.
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DEPARTMENTS

HUMAN BEHAVIOUR
For this issue J. R. Saunders, M.D., Editor,

Richmond, Va.
Westbrook Sanatorium

BEHAVIOUR DISORDERS IN CHILDREN
The daily press and radio are repeatedly car-

rying accounts of juvenile delinquency in this or

that community. This delinquency has arisen to

such proportions as to become a nation-wide prob-

lem. As we know, a goodly portion of juvenile

delinquency is a behaviour disorder problem that

proper understanding and treatment would go a

long way toward solving. Mental hygiene and

psychiatry are doing a great deal along this line,

but in order to do more the general practitioner,

the pediatrician, the teacher and others should cer-

tainly have a better understanding of the cause of

behaviour disorders of children.

In order to have an understanding of the cause

of behaviour disorders in children, it is necessary

to realize that children are not like adults. They
must be evaluated as to stages of growth and de-

velopment. It is important to be able to evaluate a

child's capacity to move from stage to stage of

development. Since the child is immature and plas-

tic he is moulded by his environment. Environ-

mental influence on the emotions and physical

make-up is a definite entity. A child, therefore,

cannot be considered apart from the family. The
child-family relationship is of prime importance.

It is well known that the early life of a child has

a definite physical and emotional relationship to

its mother.

The dividing line between physiological and
pathological behaviour of a child is very difficult

to determine. It is generally agreed that most
children have symptoms of a personality abnor-

mality at some time in their lives. A type o.
f

personality normal at one time is not considered

normal later on in life; for example, early de-

pendency on parents and temper tnatrums.

The classification of behaviour and personality

disorders in children, according to Potter, is as

follows:

(1) Disorders due to structural changes in the

brain, such as the result of trauma, infection, and
family idiocy.

( 2 ) Physiological effects on the central nerv-

ous system, such as endocrine disorders.

(3) Personality disturbance, such as those that

complicate convalescence from a disease.

(4) Environmental.

The most important factors having to do with

growth and development of the child are the home,

the school and the neighbourhood. Therefore, if we
have adequate information concerning either or all

of these, it will be much easier to analyze the be-

haviour of the child in question.

It is necessary for us to have an adequate knowl-

edge of the psychological needs of a child before

attempting to correct or advise concerning a be-

haviour disorder in a child. The child must have

love and affection; he must have the feeling that

he is wanted at home; he must have the feeling

that all will be well from day to day. He needs to

grow and develop at his own speed, to his own
pattern.

Space will not permit me to relate all the fac-

tors that have been considered as causative of

behaviour disorders in children. I will name only

some of those most widely accepted by authori-

ties in this field: friction arising from incompati-

bility of parents, broken home by divorce or death

of parent, prolonged illness of one or both parents,

inadequate parent-child relationship, oversolicitous

parent, alcoholism in one or both parents, rejec-

tion by parent or parents, parental overdomina-

uon, jealousy of sibling encouraged by contrast-

ing siblings in each other's presence, overcowding

in the home, unsatisfactory relationship with

teacher.

One could write at length concerning relation-

ship between child and teacher. It is my feeling

that much more thought should be given to this

by the school authorities than there has been in the

past. Next to parent-child relationship, the child-

teacher relationship is most important. Many
schools are coming around to testing children from

a psychological standpoint. I wonder if there is an

adequate amount of psychological testing of teach-

ers who are greatly responsible for influencing the

behaviour of our future citizens.

Many disturbancse center around the age of

adolescence. There has been an emancipation from

weaning. Sexual problems frequently arise at this

age; self support is beginning. At this age many
types of neuroses similar to those seen in adults

manifest themselves. Intense anxiety reactions with

panic states may be seen. Some of the acute anx-

ieties at this age are really the beginning of a

schizophrenic reaction. An adolescent frequently

has a feeling of insecurity and may have a fleeting

depression. Delinquency usually reaches a peak at

this age. Accompanying this there is usually tru-

ancy and rebellion against authority.

In conclusion, I wish to emphasize again how
important it is for all of us to have a full under-

standing of behaviour disorders of children and

adolescents. An accurate evaluation of the early

symptoms of behaviour disorders in children is as

essential as an early diagnosis of any physical

disease.
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OPHTHALMOLOGY
Clarence B. Foster, M.D., Editor, Charlotte, N. C.

EXAMINATION OF THE OCULAR FUNDUS
In the busy routine of clinical practice, only

those examinations that are proven and that can

be done within a reasonable length of time are

carried out. Ocular fundoscopy is a proven proce-

dure; it can be done with the expenditure of a

minimum of time and effort. Yet it is not routinely

'i part of the office or home examination.

The instrument used is an ophthalmoscope of

standard make, such as is found in the May head.

The electricity is best furnished by dry cells in

the handle.

The fundus may be viewed through a small pu-

pil in a semi-dark room. Particularly is this true

for those examiners who routinely use an ophthal-

moscope. For those who do but two or three fun-

doscopies per week, a dilated pupil is necessary for

a clear, unobstructed view.

In children between five and 15, atropine 5%,
one drop used once between the lids of each eye

is all that is necessary. Each lachrymal punctum

should be compressed with the fingertips for one

or two minutes to prevent excessive absorption of

the drug. Between the ages of 15 and 40, homa-

tropine 2% will serve the same purpose. From
40 years up, 10% ephedrine sulphate, preceded by

one drop of yijc pontocain will serve the same

purpose, without the risk of inducing acute attacks

of glaucoma. Some examiners use pontocain and

ephedrine for most of their patients. In case of a

suspected latent glaucoma, at the conclusion of

the examination, eserine sulphate /4%, one drop

may be used to cause the pupil to return to nor-

mal size.

These mydriatic solutions may be put up in any

medium in which they are soluble. However, at

room temperature, the only certain method of pre-

venting bacterial and fungus growth is to use as a

Folvent 1 to 5000 zephiran chloride. The solutions

will then keep indefinitely.

The easiest method of performing ophthalmos-

copy is to face the patient, sitting or standing,

heads at the same level, employing the right eye

when examining the patient's left eye. The patient

now looks past the examiner's head at any point

on the far end of the room, and the examiner,

keeping his line of sight parallel to the patient's

line of sight, picks up the red reflex of the fundus

he wishes to examine, and follows it in until his

brow just touches the patient's brow, when a
fundus view will be obtained.

Once the focus on the retina has been obtained,

the small hemorrhagic spots of diabetes, and the

central splotches of nephritic degeneration can be

identified; the edematous nerve head will be noted

in increased incranial pressures; and the changes

of hypertensive vascular disease evaluated by a

study of the retinal arterioles.

If a failure to focus on the retina is met with,

'he trouble may be due to a cataract, or to severe

corneal scarring, or inflammation. Step back about

two feet; if a cataract be present, the red pupillary

reflex will be gone. In scarring or inflammation, it

will be greatly reduced. If the ophthalmoscopic

light be shone on the pupillary area, inspection

with the naked eye will readily lead to the differ-

ential diagnosis.

HOSPITALS
R. B. Davis, M.D., Editor, Greensboro, N. C.

FIND YOUR HOSPITAL LEAKS
To find human mistakes and errors on a na-

tional basis requires the F. B. I.; on a state basis,

a host of state law enforcement officers; on a city

basis, our city police, including plainclothesmen.

The personnel in all of these departments are often

tremendously surprised at the tracks left by those

who commit crimes. One would, therefore, expect

tracks to be left by hospital employees' indiffer-

ence toward the trust placed in them.

The two main leaks in every hospital are wast-

age and misappropriation of materials. Lesser leaks

are poor collections and poor buying. Many hos-

pitals have spent large sums of money employing

"experts" to tell them what is the matter. Reports

of these "experts" are voluminous and in many
cases are of great value, but all too often are of

no practcial value for cure of the trouble. More
can be accomplished by applying common sense to

hospital administration.

First, let us take up wastage. There are many
doctors and nurses who can do an excellent job of

dressing by soiling only two or three small balls of

cotton, or perhaps using no more than two or three

pieces of gauze; other doctors or nurses will use

two pieces of 4 x 4 as cleansing material and a

great excess of alcohol that runs over and wastes

as much as is used before the gauze reaches the

wound. Before the dressing is completed, these

wasteful persons have either dropped one or two

pieces of gauze on the floor or put on many times as

much as is necessary. Find out how many packs of

gauze each floor is using and how many clean and

draining wounds have been dressed. It will surprise

anyone to see how much wastage of dressing ma-

terials occurs in his hospital. This is also true of

nearly all drugs and solutions used.

Another item of considerable waste is oxygen.

Oxygen is bought in large quantities and it is sel-

dom that any check is made at the end of the
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month to see how many litres of O have been

charged to patients and how many the hospital has

been charged for. Empty tanks for which there is

a charge of rental by the company are seldom re-

turned the day they are empty.

In a great many instances food is left on a

tray because the patient does not like that

article of food, and not because the patient was not

hungry. The dietitian should visit every patient

when a diet is ordered and find out the patient's

likes and dislikes, and appropriate notes should be

passed on to those serving trays, the dietitian

keeping copies. Those taking up trays should be

instructed by the dietitian to return those on which

lood has been left to her inspection table.

A great many housekeeping articles, such as

sheets, pillow cases, blankets, chairs, etc., are wast-

ed because repair is not made immediately after a

tear or breakage is discovered. A three-legged chair

lasts only long enough for one person to sit down
in it once. Every hospital has chairs that have been

so abused. When a person's toe catches in a one-

inch tear in a sheet it is likely to become a one-

foot tear immediately. Early repairs of furniture

and linens would facilitate the use of black ink

instead of red in your hospital.

A perpetual inventory will reduce to a minimum
misappropriation of hospital property by employees

and patients. Many patients have, erroneously or

purposely, taken an electric fan or a few towels

when they went home. An inventory of each room's

furniture when it is vacated, checked off against

that room's last vacancy would remedy that situa-

tion af once. The writer has known M.D.'s to feel

that they have a special prvilege to walk off with

hospital property and "forget" to return it. Any
patient taking splints out of the hospital should be

required to pay for them. When the property with

the receipt is returned, the money should be re-

turned. All doctors borrowing any equipment from

the hospital should sign a "lend lease" book. Each
month, this book should be checked by the admin-

istrator. The taking out of food and linen by em-

ployees can soon be taken care of by an alert

housekeeper or dietitain. Anyone acting as receiv-

ing clerk should sign a detailed receipt. One hos-

pital I know was keeping one employee in coal.

The hospital was paying for the coal and part of it

would be delivered to the engineer's home. The
purchasing agent can break any institution. Hon-
esty is relative. Many persons who would not steal

from an individual have no compunctions against

stealing from a corporation or any branch of gov-

ernment.

A great many industrial representatives see

to it that a nice wrist watch and an electric

clock or a set of aluminum ware, or a couple of

hams are included in the order that is never charg-

ed for as such. This is presumably a courtesy to the

individual who appears to be the purchasing agent.

The hard and fast rule should be set for the pur-

chasing agent to report to the hospital all such

gratuities. A number of theatre tickets or several

ball-game tickets may influence the purchasing

agent receiving these gratuities to buy material

and supplies that are not of the best quality or

not now needed by the hospital.

Last, but not least, poor collections cannot be

overlooked. Thanks to the Blue Cross system of

insurance, this problem is not so difficult as before.

The writer has supported this plan for Sickness

Insurance for years to cover both doctor and hos-

pital bills. This plan, by the way, is the greatest

blow to the forces driving for socialized medicine.

However, the rule is hospital administrators do not

collect as they should. One way to remedy this

situation would be to set the administrator's salary

at a percentage of money collected. The writer of

this artcile published in the August, 1948, issue

of Southern Medicine & Surgery an essay

method by which this could be done. Another way
to keep check on this item is for the board of

directors to examine at a monthly meeting a report

from the business manager as to services sold and

money collected.

There are other leaks we all recognize. There are

various ways of stopping them if found. The fact

remains there are far too many hospitals operating

at a financial loss right now.

To summarize: Keep perpetual daily inventory.

Pay well for and demand high-class, economical

dietary and housekeeping departments. Take a de-

posit for all equipment carried out by patients.

Have all doctors sign for equipment borrowed.

Have the purchasing agent report all gratuities im-

mediately to the hospital board. Fix the adminis-

trator's salary on a percentage basis.

UROLOGY
Raymond Thompson, M.D., Editor, Charlotte, N. C.

ANDROGEN-CONTROL THERAPY IN
CARCINOMA OF PROSTATE

There is gradually evolving a treatment for

cancer of the prostate which combines orchidec-

tomy with oestrogenic therapy carried on ad in-

finitum, but in such case the orchidectomy must not

be long deferred. From an article by a famous

Dutch surgeon 1 one learns that this method is

growing in popularity in Holland.

This authority (Dr. H. Muller) estimates the

frequency of prostatic carcinoma in patients with

"prostatic symptoms" varies between 11 and 35

1. Dr. II. Muller, Surgical Dept. of tlic University of Leydcn,
in Archivum Chirurgiaim Neerlandicum, Vol. 1, Fasciculus I,

1949.
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per cent, according to the age of the patients and

the technique of removal of tissue for examination.

.M idler goes on to state his opinions on the diag-

nosis and treatment.

In a patient with disturbances of micturition the

diagnosis is at once certain on the finding of a

stony hard nodular prostate. Disturbances of mic-

turition is of no value for early diagnosis. Once

disturbances of micturition have developed, the

carcinoma is practically always inoperable. If the

carcinoma has a scanty stroma, the tumor may be

softer than in simple hypertrophy of the prostate.

Nevertheless, most surgeons still consider rectal

examination as the most reliable aid to diagnosis.

Transurethral biopsy and perineal puncture

\ ield the diagnosis in some cases. As long as the

carcinoma has not extended beyond the limits of

the capsule, the phosphatase level remains normal.

A raised acid phosphatase content may be taken

a.- indicative of prostatic carcinoma, but in this

case the tumour is undoubtedly inoperable. When
the prostate feels hard on rectal examination and

the acid phosphatase level is still normal and "

clearly increased content of alkaline phosphatase

is found, and other causes for this increase can be

excluded, the diagnosis of prostatic carcinoma with

bone metastases is probable.

So long as we cannot speak of a cure writh andro-

gen-control therapy, the best treatment in early

cancer is still total prostatectomy. In practice this

operation is but seldom feasible, as patients almost

always come too late. Because of high mortality

and the frequency of incontinence after the opera-

tion, various eminent urologists have abandoned
this operation. The only solution is a thorough in-

vestigation of all men over the age of SO years;

this is. however, a requirement still difficult to ful-

nl.

Since it became known that estrogen therapy was
capable of reducing the size of the tumor the hope

has been expressed that by this means an inoper-

able tumour could be rendered operable. In prac-

tice little has been achieved in this direction.

It is difficult to formulate the correct lines of

treatment because of the wide variation in the re-

actions of different patients. It is now generally

accepted that only the more highly differentiated

adenocarcinomas are influenced bv androgen-con-

trol therapy.

Our present plan of treatment is as follows:

Prostatic carcinoma without pain: stilbestrol 5-

10 mgms. daily.

Recurrence (sometimes indicated by a rise of

acid phosphatase and sedimentation rate without

subjective symptoms) : castration and stilbestrol 1-

5 mgms. daily.

Prostatic carcinoma with metastasis-pains: cas-

tration and stilbestrol 1-3 mgms. daily, possibly

with raising of the dosage up to 20 mgms. daily.

Recurrence: increase of the dosage of stilbestrol

and roentgen irradiation, possibly with irradiation

of the pituitary.

Obstructive phenomena not rapidly yielding to

treatment: transurethral resection.

Regular follow-up of the phosphatase level and

the sedimentation rate is necessary so that increase

in the dosage of stilbestrol or castration can be

decided on early. We consider that a monthly, and

later a two-month control is indicated.

DENTISTRY
J. H. Guion, D.D.S., Editor, Charlotte, N. C.

CORRECTION OF JAW DEFORMITIES
General surgeons and dental surgeons share the

interest in and care of jaw deformities. A Harvard

professor's summarization of the best practice in

this field 1
is here sent down for our readers. It is"

also borne in mind that family doctors need to

know how to best advise parents of children with

such deformities.

In children many jaw deformities can be treated

by means of orthodontic procedures. Later in life,

or if the deformity is severe, surgical correction

may give excellent cosmetic and occlusial results

The deformities referred to are mandibular protru-

sion, mandibular retrusion and open incisor bite.

These deformities are frequently of congenital

origin, often inherited: or acquired through mal-

union of a fracture, underdevelopment as in early

cases of ankylosis, or overdevelopment, as from

acromegaly or leontiasis ossea.

One of two sites may be selected for the opera-

tive correction, the ascending ramus or the body

of i he mandible. For prognathism and mandibular

underdevelopment both operations have their cham-

pions. For correction of open bite the operation in

the ramus is not suitable, because closing the oc-

clusion would cause distraction of the osteotomized

ramus, and the action of the elevator muscles

would likely cause recurrence.

The operation performed in the ascending ramus

is a bilateral osteotomy, whereas in the body of

the mandible an ostectomy is used for setting the

jaw back in protrusion or closing it in open bite.

For advancing the jaw in retrusion, a sliding Z
osteotomy is recommended. If the jaw is protrud-

ing without open bite, a parallelogram is excised;

if an open bite also exists, a wedge-shaped or

rhomboid piece i>f bone has to be removed to

allow, through angulation, the bringing together of

the anterior teeth.

Correction of the deformitv and repositioning of

1. Ku.t H. Thoma. Brookline, Mass.. in New England 31. of
Med., May 12th.
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the teeth may be accomplished by either osteotomy

or ostectomy.

Osteotomy is accomplished by a transverse divi-

sion of the ramus of the mandible and shifting of

the bone backward, or forward, where it is held in

position during the course of healing. The proce-

dure is simple to execute, avoids the possibility

of injury to the inferior alveolar nerve and does

not entail sacrifice of useful bone, nor does it dam-

age the mandibular arch or teeth. It can be done

without contamination from the oral cavity. Dis-

advantages are: chance of a parotid fistula, of in-

jury to the facial nerve, of serious hemorrhage

from the internal maxillary artery, serious derange-

ment of the muscles of mastication, of overriding

of the fragments, nonunion, malunion and open-

bite deformities.

For ostectomy the site of operation is accessible,

a section can be removed without interference

with the inferior alveolar nerve or its associated

.structures (as in osteotomy); it does not interfere

with the muscles of mastication, and fragments can

be repositioned more accurately; a splint fitted to

the mandible often holds the fragments in place

after short periods of intermaxillary fixation. Ostec-

tomy necessitates the sacrifice of one or two teeth

on each side of the mandible, and of a section of

bone; but the fact that it offers almost uniformly

successful results with a minimum of effort and

only slight chance of complications makes it pref-

erable in most cases.

The "bow-back operation" was devised to cor-

rect unilateral prognathism, but it can be used for

bilateral cases as well. An osteotomy is done in the

surgical neck of the condyle that allows the jaw

to be set back; the jaw is wired in this position

lor three weeks if fascia has been inserted between

the fragments to form a false joint, longer if bone

union is desired. This procedure eliminates most of

the objections raised against the other methods,

but is not applicable to the correction of very ex-

treme cases or to cases with open bite.

OBSTETRICS
H. J. Langston, M.D., Editor, Danville, Va.

STILBESTROL THE REMEDY FOR HABIT-
UAL AND THREATENED ABORTION

Every doctor who undertakes the care of a

pregnant woman will hail with delight this report

on an effective means of managing a class of prac-

tice for which there has been no satisfactory man-
igement heretofore.

The treatment of threatened abortion and habit-

ual abortion by high doses of diethylstilbestrol was
1. C. .1. Paolone, New York City, if. JI. Amcr. Med. Women's

Assn., June.

originated by Karanky in 1942. He found that the

pregnant woman could tolerate 200 mg. of this

drug daily with no ill effects, and he gave some of

his patients 24,000 mg. without producing any ap-

parent harm. It is estimated that the pregnant

woman tolerates stilbestrol in doses 1000 times as

great as does a non-pregnant woman.
An obstetrical attendant at the New York In-

firmary 1 has had the opportunity in the past \
x/z

years to observe the efficacy of large doses of

stilbestrol in a number of cases of threatened and

habitual abortion. The doses used are in conform-

ity with Karanky's recommendations, with modifi-

cations in size and frequency according to the dic-

tates of judgment in the particular case.

An illustrative case:

A 28-year-old, had had three previous pregnan-

cies, all terminating in spontaneous abortion at the

9th to the 11th week. The patient again became

pregnant; no untoward symptoms until the 14th

week; then severe uterine contractions and some

vaginal bleeding. Stilbestrol given, 25 mg. by mouth
every 15 minutes, beginning in 1J^ hrs. of the on-

set of symptoms. Almost immediate relief from the

cramps was obtained, bleeding diminished— kept

up untli 16 doses (a total of 400 mg.) had been

taken in four hours. Another 200 mg. was given in

the following four hours, 25 mg. every half hour.

With attempts to reduce the dose subsequently

there were recurrences of cramps and some bleeding

for the ensuing week. With each of these threats

the patient resumed taking 25 mg. every 15 to 30

min. In the six months before delivery she was
confined to her apartment, allowed room and bath-

room privileges when not bleeding. Whenever
bleeding or cramps recurred she immediately re-

sumed frequent 25 mg. doses of stilbestrol until the

svmptoms subsided. Thus, from July 25th, 1947, to

January 5th, 1948, when treatment was discon-

tinued, this patient took a total of 7,000 mg. At no

time were any untoward symptoms attributable to

the drug. On January 23d she had a spontaneous

delivery of a normal 7 lbs.-lO oz. infant. This

patient again became pregnant before her baby
was three months old, and this time had a com-

pletely uneventful course, terminating in the birth

of a normal infant. At no time during the last

pregnancy were there any cramps or bleeding and

no stilbestrol was given.

Eight cases are described exemplifying situations

in which, judging from experiences with similar

cases, abortion would have occurred inevitably if

stilbestrol had not been used. The first two cases

are particularly instructive because of the many
previous repeated abortions, all of which had failed

to respond to other accepted methods of therapv.

In five cases not described in detail, this method
failed, although used early enough and with proper
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cooperation by the patients. In not one of these,

however, was a recognizable fetus recovered.

These were cases of blighted ova or otherwise ab-

normal conceptions.

One failure with this method of treatment oc-

curred in a patient who was uncooperative and at

six months expelled a well formed, but non-viable,

fetus.

Eight cases are described in which stilbestrol

therapy succeeded in salvaging pregnancy where

all indications were that abortion would inevitably

have occurred. In four of these cases previous

pregnancies had been lost with other methods of

treatment.

The lack of toxicity of large doses of stilbestrol

in the pregnant state is demonstrated in these

cases.

GENERAL PRACTICE
James L. Hamner, M.D., Editor, Mannboro, Va.

HYPOTHYROIDISM WITH LOSS OF
WEIGHT AND WITHOUT MYXEDEMA
We think of /ry/>erthyroidism as causing loss of

weight. Hee is the essence of a report of loss of

weight featuring Ay/>othyroidism.

Hypothyroidism with loss of weight and without

myxedema must be differentiated from hypo-

anterio*- pituitarism (Simmond's disease) hypo-

adrenocorticism (Addison's disease), anorexia

nervosa, neurasthenia, hyperinsulinism, multiple

glandular failure, wasting states with neoplastic

disease, malnutrition, and hypoovarianism. In-

cipient tuberculosis, diabetes mellitus, chronic focal

infections, and even mild hyperthyroidism should

be kept in mind.

In Simmond's disease the BMR is low ave. —33.

there is a wasting, a characteristic loss of axillary

hair, and atrophy of sexual organs. These patients

respond to injections of thyrotropic hormone bv a

rise in the BMR; cases of primary myxedema fail

to do so.

In the diagnosis of mild Addison's disease pig-

mentation helps greatly.

Test on urinary Xa CI excretion, after a Na CI

depletion diet, is believed to be specific providing

diabetes mellitus and nephritis be excluded. BMR
is mius 15 to 35. Intravenous glucose test shows
normal hyperglycemic phase, abnormal fall, and

hypoglycemic prolongation.

Anorexia nervosa is identified by characteristic

psychiatric features.

Xeutasthenia is a less dramatic psvchoneurosis

than anorexia nervosa.

Mild hyperthyroidism with its irritability, fa-

\V li. Si-ankus and B. J. Peters, Wood, in Wise. Med.
May.

Usability, loss of weight, can be confused with this

type of hypothyroidism. The increased appetite

and sweating, tremor and BMR, and decreased

blood cholesterol feature the hyper state.

The weakness and hypoglycemia in hypothyroid-

ism may suggest hyperinsulinism, which is charac-

terized by history of attacks with relief upon eat-

ing, increased insulin sensitivity and hypoglycemic

unresponsiveness; the 30-hour fast test will assist.

Xeoplastic disease increased sedimentation rate

and there may be direct evidence of the tumor.

Appropriate hematologic studies diagnose per-

nicious anemia.

Apparently normal individuals are observed on

occasion with a lowered BMR.
Treatment of hypothyroidism is extremely satis-

factory: desiccated thyroid gland is the prepara-

tion of choice. It is active by oral administration.

There is a 24-hour delay in action after a single

oral dose, maximal response in ten days. Follow-

ing discontinuance of thyroid medication as long

a period as 70 days may elapse before the BMR
returns to its initial level.

Start with a daily dose of 30 to 60 mg. and in-

crease 30 mg. at a time, to 180 to 240 mg. Increase

no oftener than once a week. Desired maintenance

dose is the largest not producing evidence of hyper-

thyroidism. The pulse rate may be used as an

index to dosage. The proper amount of thyroid may
varv from time to time, necessitating continual su-

pervision. Any cardiac symptoms, after the first

two or three daily doses thyroid should be stopped

for two or three days.

Case report: 22-year-old hospital attendant, 24-

pound loss of weight, anorexia, increasing weak-

ness, and persistent headaches. 122 lbs. b. p. 88/

60: p. 88: t. 98.2: ht. 71 l/A in- In view of a per-

sistent BMR—34 and —32 c
>, . increased oral glu-

cose tolerance, slightly increased resistance to in-

sulin and absence of findings to indicate other dis-

ease. A trial of thyroid was made. The symptoms

disappeared within a week; he gained 12 lbs. in

three weeks; the BMR rose to —4 and b. p. to

110 65.

Right Now for Urticaria
(E. C. Fox & T. L. Shields, Dallas, in Jour. A. M. A.. July 2nd.

Frequently it is advisable on the initial visit to give: (1)

castor oil, (2) an adequate dose of epinephrine in oil

(1:500) and (3) one of the antihistamines. In many of the

cases of acute disease this suffices. Severer cases may re-

ouire antipruritic lotions and soda and starch baths to

alleviate itching.

Few of the cases of acute disease have a definite food

allergy basis, but often there is an allergic manifestation

due to drugs.

Foreign Body in Eye.—In any such case take statement

in patient's own words and keep it as a record for at least

5 years.
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LOW BACK PAIN
From Page 203

ery, combined with good surgery, will produce ex-

cellent results in a high percentage of cases. In a

small percentage of cases, the results will be en-

hanced by spinal fusion.
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Discussion

Dr. Russell Buxton: This subject is of too much im-

portance to all of us who are doing any type of medicine

and surgery to be allowed to go by without discussion,

and probably some questions asked concerning, it. Of

course, we all are acquainted with the back and forth

twing of treatment by surgery. I believe that we have

just heard a very authoritative answer to the question of

when and when not to operate. The psychological equip-

ment of the patient, I am sure, as Dr. Troland stressed,

is one of the most important factors and all of us should

take that into careful consideration before deciding on

.-.-nding a patient to a surgeon for removal of the disc,

because there is no point in sending the patient that we
know is not going to get a good result.

I would like to ask Dr. Troland if he will discuss the

use of exercise in the conservative treatment of a rup-

tured disc in the milder cases.

Dr. Tloland: We prefer to put the patient at complete

rest in even the milder cases—absolute bed rest for a short

period of time, maybe a week or perhaps a little more than

that; but if the symptoms completely subside within the

space of a week we then do want to begin them on grad-

uated exercises, sometimes in bed, raising or turning, in bed.

We do feel that they should be graduated slowly, but first

a period of complete bed rest.

As I mentioned at first we do feel that there are and

have been thousands of disc operations that should never

have been carried out. For a long time anyone who had

any back pain at all was operated upon, and I am sure

that all over the country the entire operation procedure

received a certain amount of bad notoriety. We strongly

believe that ruptured intervertebral disc is the common
cause of low-back pain and sciatica. Those people who
have a ruptured disc or mild symptoms of it should be

operated on. It is only by a careful selection of cases that

the operative results are going to be improved so the disc

can take its rightful place.

MODERN DIABETIC
From Page 205

gives us an excellent additional aid for detection

of diabetes in large groups of people. This has been

demonstrated at recent medical meetings. Much
the better way to find diabetics seems to be that

advised by Joslin. He recommends the obvious

—

testing their relatives, especially the fat ones over

twenty-five years of age. In addition, annually we

should certainly test the urine of every patient we

see. The urine to be tested should be voided two

to three hours after a full meal if we are to find

the milder diabetes. In such patients the early

morning or fasting urine is apt to be free of sugar.

The finding of sugar in the urine in routine exam-

inations of large groups of people and on exam-

ination for insurance is ample evidence that dia-

betes can be present in people who consider them-

selves well and even in the complete absence of

symptoms. This emphasizes the need and the bene-

fit of routine urinalyses on a larger scale than used

in the past.

In conclusion, we may say that diabetics are

more numerous today than ever before, that we

need to find them early, and finally that they have

an exceptionally bright outlook if we employ our

present knowledge in treating them.
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Discussion

Pklsident Wyatt: In a case of an adult of a diabetic

family—this patient I have in mind is the daughter of a
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diabetic—she more or less consistently runs a trace of su-

gar in the urine, two or possibly three determinations have
shown blood sugar within normal range. I would like to

know what would be your advice as to this individual, or

what should be the procedure on the part of the doctor
in taking care of her?

Dr. Jordan (closing): Mr. Chairman, the problem which
you bring up is one which we run across right often. I

do think that the amount of blood sugar an hour after a
meal including sweets is a far better index of the need for
treatment than the amount of fasting blood sugar.

If such a woman as cited takes her regular meals
with sweets and her blood sugar an hour after that meal
is only ISO milligrams, certainly she is a controlled dia-
betic—if a diabetic at all—and for my own use I can
interpret that far better than I can the results of a
glucose-tolerance test. I recall one such test I ran to find
cut if the man had a drop in sugar after taking glucose,
to see if he was having hypoglycemia reactions spontane-
ous in making, and his fasting blood sugar was perfectly
normal; yet the blood sugar an hour after the glucose was
j02, and two hours afterwards it was down to 60. Cer-
tainly a man with a blood sugar of 300 one would pre-
sume to be a diabetic. That was nearly fifteen years ago.
This man is now 73 years old and he has never shown
any signs of diabetes during that period of time. So it is

plain to me that the amount of sugar in the blood an
hour after the meal would be the best test, and, in view
o< the family history and the occasional coincidence, that
she should have an examination every six months. Other
than that, I see no reason for restricting her activities.

THERAPEUTICS
J. F. Nash, M.D., Editor, St. Pauls, N. C.

THE MANAGEMENT OF STATUS
ASTHMATICUS

Happily, status asthmaticus is not of very fre-

quent occurrence, as it is commonly mismanaged.
Eisenstadt's 1

forceful condemnation of the use of
epinephrine and ephedrine, and his wise outline of
the proper management is passed on to our readers.

In status asthmaticus, the severe, continuous
asthma is unrelieved by injections of epinephrine
even when frequently repeated and in increased
dosage. Stopping all epinephrine and ephedrine
compounds is the most important procedure em-
ployed. All sympathomimetic medications should be
discontinued for 48 to 72 hours, preferably the
later. During this interval there is a strong tempta-
tion to reintroduce epinephrine, especially when
substitute therapy is of little value.
When reintroduced only 5 to 8 minims should

be given, repeated p. r. n., even within IS or 20
minutes.

The problem resolves itself into keeping the pa-
tient alive and as comfortable as possible for 48 to
12 hours, when, epinephrine being again introduc-
ed, if there is no infection in the bronchi, or min-
imal, response is immediate and fairly complete.

These patients are dehydrated. They have been
Mck for days without sleep, food or fluids. We

1. W. S. ESsenStadt, -Minneapolis, in Jl.-Lancct, Tune.

routinely give two to three liters of 5% glucose in

distilled water or in osotonic sodium chloride solu-

tion, alternately, during the first two or three days
of hospitalization. Additional fluids should be given
orally as tolerated.

Aminophyllin intravenously is of benefit—initial-

ly 0.25 grams (3fi grains) in 10 c.c. of diluent

given slowly, preferably through a fine needle. This
dose q. 4 to 6 hrs. is usually sufficient for sympto-
matic relief; dosage may be increased to 7 1/. grains
in 20 c.c. of diluent. In the presence of cardiac
complications caution must be used. When patients
become refractory to aminophyllin by intravenous
injection or aerosolization, its use should be dis-

continued.

Other helpful agents are: Oxygen by nasal
catheter or B. L. B. mask, and demerol with cau-
tion, for effective sedation and bronchodilating
effect: max. initial dose 50 mgm. intramuscularly,

may later be necessary to increase to 75 mgm.
rarely to 100 mgm. repeated, at 6 to 8 hr. inter-

vals, up to four or live days.

Morphine should never be used in asthma, and
especially so in status asthmaticus.

To thin out bronchial secretions the best medi-
cation is K I, sat. sol., 10-15 min 4 i. d.

Elevation of the diaphragm may increase the
vital capacity. The palm of either "hand is placed
underneath the ribs on one side and pushed up-
ward and inward during the latter half of expira-
tion, the maneuver repeated on the other side.

This is done three to four times daily.

Gillaspie2 has used ethyl alcohol by vein with
highly satisfactory results.

Status asthmaticus is a period of intense dyspnea
which may last for several days. Edema of the

bronchial musculature decrease the lumen of the
bronchi to produce the dyspnea and wheezing. The
outpouring of tenacious mucus plugs the bronchi
to add to the difficulty of respiration.

Differential diagnosis must rule out cancer, for-

eign body in the bronchus, mechanical pressure,

mediastinal growths and substernal thvroid.

Solutions of 5% ethyl alcohol in 5% glucose-
saline solution are available commercially. The
solution should be given 100 to 120 drops per min-
ute so that 100 c.c. of the solution is given in the
first 10 minutes. The rate can then be reduced to

80 to 100 drops per minute, depending on the
reaction.

Intravenous alcohol was given 20 times to seven
patients during the past 18 months. Excellent relief

of symptoms occurred in six patients. The other
patient became restless, complained of headache,
had nausea and vomiting, and only slight relief of

asthma. No other complications were experienced.

Detailed case reports and results are to be pub-
lished later.

2. J D. Gillaspie, Boulder, Colo., in Rocky Mountain
Jl; July.
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PEDIATRICS
Albert M. Edmonds, M.D., Editor, Richmond, Va.

THERAPY AND PROGNOSIS OF FIBROCYS-
TIC DISEASE OF THE PANCREAS

Abstracted from article by D. H. Anderson, M.D., in

Pediatrics, April, 1949.

Fibrocystic disease of the pancreas is a not

uncommon disease usually fatal in infancy or early

childhood. The advent of penicillin and other new

chemotherapeutic agents has altered the picture in

this as in many other diseases.

One of the most characteristic features of the

disease which remains to be explained is the

development of a persistent bronchitis. This is

usually the cause of death—directly as a suppur-

ative bronchitis leading to bronchiectasis, atelecta-

sis or other pulmonary complication, or indirectly

bv way of cor pulmonalis. There are a number of

curious features about this bronchitis. I. Although

it appears in the first half-year of life in most cases,

it may not be present until some years have passed.

2. The bronchial secretion is viscous and may be

abundant, accounting for the pertussis-like cough

and the occasional instances of atelectasis. 3. Cul-

tures taken early grow Staph, aureus haemolythus

in nearly every case, usually in pure culture. There

is a mixed flora sometimes in cases of chronic

bronchiectasis, pyocyaneus being a common asso-

ciate of staphylococcus. 4. In many cases the toxic

symptoms seem mild, the spread of infection to the

lung parenchyma a terminal event. Death is com-

monly by asphyxia due to pus filling the bronchi.

Moreover, there is no apparent special suscepti-

bility to staphylococcal infection of the skin or else-

where than in the bronchi.

Regarding the relation between the pancreatic

and bronchial lesions, it was first proposed that

the lack of pancreatic secretion and consequent

poor digestion led to a deficiency of some sub-

stance essential for normal functioning of the

bronchi. The facts that vitamin A is poorly ab-

sorbed by these patients and that deficiency of

vitamin A may lead to a change from ciliated to

squamous epithelium in the bronchial mucosa sug-

gested that vitamin A might be the specific sub-

stance. The fact that intensive therapy with diet

and supplementary vitamins does not appear to

affect a well established bronchial lesion may be

interpreted as evidence that such a lesion is irre-

versible. Since the absorption of vitamin A, and
presumably of other fat-soluble essential sub-

stances, is greater when the dietary fat is low, it

is logical to restrict dietary fat in general but

with care to provide an abundance of foods known
to contain much of these substances. The occa-

sional late appearance of bronchial symptoms is

attributed to individual variation in the digestive

efficiency of patients with the disease.

The second hypothesis is that the bronchial le-

sion, like the pancreatic, is due to a hereditary

defect, the difficulty in secretion in the bronchi

analogous to that in the pancreas, with occlusion

of pathways by viscous material. The tendency to

relapse is interpreted as the result of the abnor-

mality of the bronchial mucus. The rational ther-

apeutic approach on the basis of this hypothesis

is to provide chemotherapy as indicated, and to

recommend a good normal diet as desired.

The evidence presented here consists of these

three types of data in support of the nutritional

hypothesis: first, on the thesis that nutrition is

adequate in the absence of infection; second, evi-

dence that general dietary measures affect the ab-

sorption of specific substances; and, third, an an-

alysis of the status of the patients of this series as

of July, 1948, lo evaluate dietary therapy, chemo-

therapy, and early diagnosis.

In support of the first point Dr. Anderson pre-

sents two infants in whose cases the diagnosis was

made early, who presented no signs and who made
satisfactory weight gains. Evidence is presented

that the vitamin A absorption curves are very

markedy elevated in those children on diet restric-

tion above those who were not on a strict dietary

regimen, and that early diagnosis and particularly

early administration of penicillin have been of

great value in prolonging the life of these children.

Also she feels that diet regulation has been a major

part of the therapy.

The evidence presented, based primarily on the

number of patients who received early dietary

therapy and who have remained free from impor-

tant bronchial infections, favors a nutritional hypo-

thesis of the etiology of the respiratory infection in

fibrocystic disease of the pancreas. The question of

the etiology of fibrocystic disease of the pancreas

will not be settled until there is proof of either a

specific deficiency and the mechanisms by which it

operates, or of some congenital abnormality of the

bronchi. Evidence for the nutritional hypothesis is

sufficient for practical application. Since the hypo-

thetical specific deficiency is unknown, dietary

therapy must depend on general knowledge of

digestive function in pancreatic deficiency. Occa-

sional failures may be attributed to incomplete

knowledge and to failures in carrying out the diets.

The failure of response of patients with pulmonary

lesions of long standing, or with infection by or-

ganisms resistant to available chemotherapeutic

agents, is to be expected. In the long run the chief

benefit of penicillin will probably be in the prompt

control of early stages of infection.
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HISTORIC MEDICINE

COLONEL BYRDS OBSERVATIONS OF
SPECIAL INTEREST TO PHYSICIANS

From A Journey to the Land of Eden

In the year 1733, the year after George Wash-
ington was born, Col. Byrd made his memorable
Journey to the Land of Eden, a 20,000-acre tract

"15 miles long, one mile broad at its east end in

North Carolina and three broad at its west end,"
extending westward from the site on which Dan-
ville, Va., has since been built:

September 11th:

Having recommended my family to the protection of
the Almighty, I crossed the river [James] with two serv-
ants and four horses and rode to Col. Mumford's. .

After dining plentifully I rode to Major Mumford's.

12th:

The Major was ill of a purging and vomiting, attended
with a fever which brought him low. I prescribed him a
gallon or two of chicken broth, which washed him as clean
as a gun, and quenched his fever.

13th:

I sent a runner half a mile out of the road to Col.
Drury Stith's, 1 who was good enough to come to us with
three bottles of pretty good Madeira, which cheered our
hearts mightily.

15th:

We proceeded to Mr. Mumford's quarters, where our
companions raised their drooping spirits with a cheerful
dram, and having wet both eyes, we rode on-

20th:

We killed two large rattlesnakes, both fat, but nobody
would carry them to our quarters, although thev would
have added much to the luxury of our supper.

25th:

One of our woodsmen reported the nearness of a large
body of Indians

. . . which so shocked the little major,
whose tongue had never lain still, he was speechless for
sixteen hours.

27th:

My knee pained me very much, from a bang against a
tree, though I broke not the laws of traveling by uttering
the least complaint.

October 1st:

I plunged into the river for a small cold I caught, and
was entirely cured by it.

We had venison in abundance which a true woodsman
tan eat contentedly without anv bread at all

3d:

One of our Indians shot a wild goose, that was very
lousy, which nevertheless was good meat.

4th:

Peter JoneS2 had a smart fit of an ague, which shook
bun severely, though he bore it like a man; but the small
major had a small fever, and bore it like a child- he
groaned as if he had been in labor.

1

.

A great-great-great grandfather of the Editor.
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5th and 6th:

We had the good fortune to knock down a young buf-
falo, which was welcome, because it was a change of diet,

which of all changes, next to that of bedfellows, is the
most agreeable. We made our supper on the tongue and
udder of the buffalo, which were so good that a cardinal
legate might have made a meal on them during the carni-
val.

7th:

The sorrel tree is frequent here, whose leaves brewed in
beer, are good for dropsies, green-sickness and cachexies.
Also were many paw-paw trees, the wood whereof Indians
make very dry to rub fire out of it.

9th:

I had an upper tooth loose for some time. Tooth-draw-
ers we had none. I caused a twine a fathom long to b;
tied around the root of the tooth, the other end to the
snag of a log, so that I could just stand upright ; then
bending my knees. I sprang vigorously upward, which
drew the tooth with the greatest ease.

11th and 12th:

Reached Blue Stone [on another tract of the Colonel's
land, near the present Clarksville. Va. ] on return, where
my landlady received us with a grim welcome, which I did
not expect, since I brought her husband back in good
health, though perhaps that might be the reason.

We ate our fill of potatoes and milk which is delicious

fare to those who have made a campaign in the woods.
I put my tenant in mind of many things done amiss,

told him he must correct his own errors and those of his
wife. He scratched his head at this last, from whence I

inferred that the gray mare was the better horse

14th (near Brunswick Church):
We did our landlord all the good we were able, by

bleeding his sick negro, and giving him a dose of Indian
physic.

When church was done we refreshed our teacher with a
glass of wine, and then receiving his blessing, took horse.

15th:

Our bounteous landlady cherished us with roast beef and
chicken pie.

16th:

[At Mr. Banister's] after pouring down a basin of

chocolate, I wished peace to that house, and departed.
I pushed forward with vigor, and reached Merchant's

Hope Point [later City Point, now Hopewell], where my
boat was waiting for me. and wafted me safe over.

Weartnc of Rimless Sfectaci.es May Cause Cancer of
Face

{?.. F. Corson et at. in Arch. Derma, tr Syphil.)

In nine of 12 patients the condition was diagnosed as
cancer, one keratoses, premalignant growths caused by ra-
diation, in two chronic actinic dermatitis, a skin disturb-
ance caused by light rays. Rimless spectacle lenses are espe-
cially responsible for transmission of light and its focusing
on the skin below the lower edge of the lens, especially

lenses of round or oval outline.

The route traversed by the light beam could be blocked
readily at either edg£ by the use of a lacquer employed by
the optical trade known as rim black. When carefully ap-
plied either to the upper or the lower rim of the lens it

was hardly noticeable and the rays we deemed important
in theri effects on the skin were entirely cut off.

The rapidity with which regular respirations are estab-
lished is the best index of the baby's condition at birth and
of his chances for the future—7". M. Lamb, Brooklyn.
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CATHOLIC HEALTH AGENCIES OPPOSE
THE NATIONAL HEALTH PROGRAM 1

The Bureau of Health and Hospitals of the

National Catholic Welfare Conference, the Na-
tional Conference of Catholic Charities and the

Catholic Hospital Association have issued a state-

ment rejecting the concept of an exclusive state

responsibility for the health and wellbeing of the

American people.

They again insist that a partnership between the

state and other agencies provides a better solution

and is more in keeping with our traditional prac-

tice. Well do they say: monopoly means control:

partnership means freedom.

Catholic agencies recommend increase in grants

for hospital construction, assistance to medical

colleges by paying up to 50 per cent of the salaries

of the teaching staff with a ceiling of $10,000 per

person per year, grants-in-aid for the medical

schools, loan scholarships to medical students and
subsidizing of physicians to encourage service in

rural areas. They would meet the costs of prepay-

ment plans for medical care by permitting a reduc-

tion of premiums up to $75.00 for health insurance

from the net income tax of all persons in the lower

income groups, the funds thus lost by the govern-

ment to be replaced with new taxation. They also

recommend appropriation of $200,000,000 annually

to assist the states in providing health care for the

indigent and medically indigent, the money to be

used in purchasing insurance and in voluntary

plans for those thus classified. Each state would

establish a state health insurance agency with a

council appointed by the governor to determine

policies and approve regulations made by the fed-

eral council.

They offer also the opinion that the highly com-

plicated system set forth in the Wagner-Murray-
Dingell bill would, in the judgment of hospital au-

thorities and medical men, be in practice unman-
ageable and would so increase demands on existing

facilities and personnel as to cause grave deteriora-

tion in the quality of the service rendered.

The editor of Southern Medicine & Surgery has

yet to see proposed a plan by which $11.00 per

day can be paid for all the days in hospital de-

manded by "I've-got-hospital-insurance people."

He urges now, as for the past 20 years, that the

majority of sick folks being sent to hospitals be

treated in our offices and their homes, and that,

for those who need to go to hospitals, hospital stays

be reduced on the average as much as 40 per cent.

Fearful and wonderful are the mental processes

of those who can believe that paying hospital in-

surance premiums will not increase demands for

I. Editorial, Jour. A. M. A., May 21st.
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hospital beds, or, that hospitals can, for $5.00 per

day supply to insured person a bed that costs the

hospital $11.00 a day when supplied to an unin-

sured person.

AMERICAN COUNCIL OF CHRISTIAN
CHURCHES AGAIXST SOCIALIZED

MEDICINE
At its Spring Convention held at Denver April

27th-29th, the American Council of Christian

Churches, by unanimous vote, passed the following

Resolution:

For the State to usurp responsibility for the medical

care of its citizens, whatever its name and title, constitutes

an infringement of human responsibility and individual

freedom which God has not given to the State.

God created man for His own glory, gave him a body
as a lit organ for his soul, and made man responsible to

Him, not to the State, in his care of his body. The State

has no right to destroy this relationship, and require by

law, force, or other method the submission of the body
to its paternal care.

The scul and the body are inseparably connected, parted

only by death; and when the State attempts such care of

the body , it inevitably moves to direct the mind and

spirit.

The depravity of man, as taught in the Bible, so aggra-

vates State control as it relates to government officials,

politicians, physicians, and patients as to produce a cor-

rupt, inefficient, expensive bureaucratic and intolerable sys-

tem.

Socialized medicine in any form represents, we believe,

a clear violation of the Fourth Amendment of our Con-
stitution which guarantees "The right of the people to be

secure in their persons"

The battle against State medicine is not for the doctors

plone, but ie belongs to all Christian people who cherish

their own freedom as well as the physician.

CONGENITAL GLAUCOMA MUST BE
RECOGNIZED EARLY

There are few more pathetic sights than a blind

child. All doctors need to be reminded often of all

the conditions which may lead to blindness, par-

ticularly of the early manifestations of such condi-

tions that are remediable when given the proper

treatment early.

A Birmingham ophthalmologist 1 discusses such

a condition and urges that doctors be on the look-

out for congenital glaucoma, that no child be

blinded by this development through the doctor's

obtuseness or neglect.

Glaucoma in the newborn and the infant some-

limes is overlooked in its early stages when it is

still possible to reestablish the normal physiology

of the intraocular fluid. Some of these babies re-

ceive many compliments on their "big, beautiful

eyes."

The earliest typical sign is an increased size of

the eye, which appears large in proportion to the

baby's head. The baby sleeps fitfully, cries, and,

because of the extreme sensitivity to light, hides
1. Alston Callahan, Birmingham, in Jl. Med. Assn. Ala., July.

its face. As the glaucoma advances and the tension

becomes more elevated, the cornea is stretched su

that it loses its transparency and becomes cloudy.

Cases have been confused with interstitial keratitis.

The differentiating sign is that the glaucomatous

eye is larger than normal; in interstitial keratitis

the eye is of normal size.

If the disease continues, the corneal clouding

may become a permanent opacity. Vision is greatly

reduced from this cause and in an even greater de-

gree from damage to the optic nerve. Because of

the plastic nature of the coats of the eye, the eye

is gradually distended until it reaches the stage of

imphthalmus ("ox eye.") Recognition is now easy,

but by this time useful vision has been entirely

lost, and the canal of Schlemm so obliterated that

normal drainage cannot be reestablished.

The diagnosis is made by clinical appearance,

verified, and its degree of severity known, by meas-

uring the tension of the eye (best under ether an-

esthesia).

Treatment with miotics has no value.

On Becoming a Member of the Fifty-Year

Club
Dr. R. E. Kane, in the Bulletin of the St. Louis

Medical Society:

When Dr. Oliver Wendell Holmes was twenty

vears of age, he wrote, "The Last Leaf." Two of

its verses about the old man, who "totters o'er the

ground" tell us:

The mossy marbles rest

On the lips that he has prest

In their bloom,

And the names he loved to hear

Have been carved for many a year

On the tomb.

And if I should live to be

The last leaf upon the tree

In the spring,

Let them smile, as I do now,

At the old forsaken bough

Where I cling.

When he was seventy he wrote, "I was a little

over twenty years old when I wrote, 'The Last

Leaf." The world was a garden to me then; it is a

churchyard now. And yet those are not bitter or

scalding tears that fall from my eyes upon 'mossy

marbles.' The young who left my side early in my
life's journey are still with me in the unchanged

beauty and freshness of youth. The melancholy of

old age has a divine tenderness in it, which only

the sad experiences of life can lend to a lonely

soul." «

The classical expression of the Autocrat of the

Breakfast Table have started a nostalgic longing

for the return of bygone days in Dr. Kane's Celtic

brain, and so he gives you

—
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If I could live again—a boy,

I'd just repeat the boundless joy

Of running barefoot with my dog,

To find the old moss-covered log

Where I last sat, with homemade hook

And lifted sun perch from the brook.

I'd lie beneath the willow trees,

Where lilac blossoms filled the breeze,

To listen to the catbirds sing,

And drink, face downward, from the spring.

I'd dream my youth would always last,

And have a future—not a past.

I'd rather be a carefree lad

Whose eye is keen, whose heart is glad,

Whose whistle mimics all the notes

That pour from woodland's feathered throats,

Whose feet still travel toward the dawn
With Faith and Hope to urge them on,

Whose soul has not been warped by Pride,

Who walks with Truth close by his side,

Whose ear is sharp, whose arm is strong,

Whose days and nights are never long,

I'd rather these, than fame or gold,

—

Poor playthings of that boy—grown old.

What to Tell Parents of a Newborn with
Congenital Malformations

(Robet. E. Lucy, M.D., in Jl.-Lancet, Minneapolis, March)

If a physician delivers a baby with some type

of abnormality, he is immediately asked the cause

of the malformation and whether any other chil-

dren born of these parents will be malformed. The
parents were usually informed that these things

happened occasionally and they need not fear hav-

ing any other babies with malformations.

However, Murphy 1 showed "that in a family

possessing a malformed child, the birth of a sub-

sequent malformed offspring takes place with a

frequency that is 25 times the general population."

The malformations were genetic in origin and were

from factors inherent in the germ cells prior to

fertilization. After fertilization has taken place con-

genital defect may be produced either by the ac-

tion of therapeutic amounts of maternal, pelvic

radium or roentgen irradiation or by a material

attack of rubella. He believes that any pregnant

woman who has had an attack of rubella or has

undergone x-ray or radium treatment in pregnancy

should be aborted.
1. Dr. Doiifflas Murphy, formerly of Rutherfordton, N. C, for

many years of Philadelphia.

SECONDARY IMMUNE RESPONSE TO
TETANUS TOXOID 1

A review of the 30 reported cases of tetanus

occurring in actively immunized personnel of the

British and American armies permits the following

conclusion. The only type of tetanus that need be
1. Abstracted from article of the same name by J. J. Miller,

M. D., ct al., in Pediatrics, Jan., 1949.

feared in recently immunized individuals is that

which may occur following extensive trauma or

massive contamination. It is characterized by short

incubation period, sometimes less than one week,

and a high case fatality rate. The reinjection of

toxoid on wounding in two such instances failed to

prevent death.

The speed of the antitoxin response during the

week subsequent to a reinjection of tetanus toxoid

was observed in a group of more than ISO actively

immunized children. Marked individual differences

were observed. Factors which influenced the speed

of response were:

1. The type of toxoid employed in the basic im-

munization; alum precipitated or aluminum hy-

droxide-adsorbed toxoid inducing a superior capac-

ity to react promptly when compared to fluid

toxoid.

2. The type of toxoid used for the reinjection

(for the secondary stimulus); fluid toxoid induc-

ing a more rapid rise in antitoxin than alum-pre-

cipitated toxoid.

3. The interval elapsing since the last injection

of toxoid. When this interval was greater than four

years the speed of response was occasionally slow-

ed.

Experimental evidence is advanced indicating

that the simultaneous injection of prophylactic

antitoxin and tetanus toxoid in different extremi-

ties does not prevent the secondary immune re-

sponse to the toxoid. It is therefore suggested that

the maximal prophylactic effect against tetanus in

severely wounded immunized individuals (and/or

when immunization occurred more than four years

previously) may be obtained by simultaneous in-

jection of toxoid and antitoxin in different extrem-

ities.

Chronic Right Abdominal Pain With Urinary

Symptoms
(E. L. Etherton ct al., Oak Park, in ///. Med. JL, June)

A 23-year-old man admitted to the surgical service of

hospital on 9-17-48 with complaints of persistent RAQ
pains and frequency of urination for past two years. Dav
of admission pains more severe plus nausea and vomiting.

He was admitted walking in a stooped position; no history

of pyuria or hematuria, but had had treatment for dysuria

one year previously. T. P. R. 99:2-88-22. B. P. 146/80,

marked pointed tenderness over McBurney's point with

rebound and psoas tenderness. Otherwise, examination neg-

ative.

W. B. C. 15,750. Urine cloudy, straw color, acid. sp. gr.

1.024. Albumin and sugar negative, trace of acetone. Pus

cells 2-4 per h. p. f., occasional epithelial cells. No red

cells or casts.

X-rays revealed a Iamellated radio-opaque object in the

RAQ the size of an olive. IV pyelogram both kidneys and

ureters negative, no obstruction. The radio-opaque object

was lateral to r. ureter.

Operation. Appendix the size of a frankfurter and con-

tained a stone the size of a small olive. The appendix

was red, thick and adherent to the neighborhood of the

bladder.
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NEWS
Si. i in Carolina Surgeons Form New Society

A '.-roup of the foremost surgeons of South Carolina,

alter preliminary discussion at the South Carolina Medical

Association meeting at Myrtle Beach in May, perfected

the organization of the South Carolina Surgical Society at

a meeting held at Charleston, June 23d. The organization

is composed entirely of surgeons certified by the American

Board of Surgery and its purpose is the furtherance of the

art and science of surgery in the state.

The meetings are to be held annually and will consist of

academic discussions and operative clinics. The next meet-

ing will be held at Columbia in the Spring of 1950. Dr.

George Bunch, Columbia, is President; Dr. Edward F.

Parker, Charleston. Vice-President; and Dr. W. C. Cantey,

Columbia, Secretary-Treasurer.

Charter members of the Society are Drs. George H.

Bunch. Sr., George Benct, William C. Cantey, William M.
Corbett, Roger G. Doughty. Richard Ferguson, Charles J.

Lemmon, Jr., Karl M. Lippert and George T. McCutchen,

Columbia; Drs. Frederick E. Kredel, Edward F. Parker,

R. \V. Postlethwait, William H. Prioleau and Joseph S.

Rhamc, Charleston; Dr. Richard F. Baker, Sumter; Dr.

Angus Hinson, Rock Hill; Dr. G. B. Hodge, Spartanburg;

Drs. Thaddeus B. Reeves and David A. Wilson, Greenville;

and Dr. Claude W. Perry, Anderson.

Duke University School of Medicine

Dr. Richard H. Corales, Jr., of New Orleans, assistant

resident in neurosurgery at the Duke University School of

Medicine, has been awarded a Damon Runyon Clinical

Research Fellowship. The award, for one year, from July,

1 Q49-July, 1950, was made on recommendation of the

Committee on Growth of the National Research Council.

Dr. Corales will participate in a Duke research program in

the field of brain tumors under the direction of Dr. Barnes

Woodhali and Dr. Guy Odom, professor and assistant pro-

fessor of neurosurgery. Two other post-doctorate fellow-

ships for Duke neurosurgeons have been awarded from
the Atomic Energy Commission to Dr. Frank Wrenn, of

Anderson, S. C, and from the National Institute of Health

to Dr. Courtland Davis, of Alexandria, Ya. Drs. Wrenn
end Davis will conduct studies in cooperation with the

Duke department of biochemistry and division of neurol-

ogy.

Two Duke Hospital staff physicians have been assigned

to the Laboratory of the Atomic Bomb Casualty Com-
mittee Commission for service in Japan: Dr. Robert F.

Poole, Jr., of Raleigh, from the department of pediatrics

and Dr. Paul G. Fillmore of Provo, Utah, assistant resi-

dent in medicine, will serve for two years. Dr. Poole has

been a member of the house staff at Duke since his grad-

uation from the Duke School of Medicine in 1947. Dr.
Fillmore received his M.D. at Duke in 1946.

Alumni Award Given Dr. W. R. Wallace

Dr. William Robert Wallace, prominent Chester, S. C,
physician and former president of the South Carolina Med-
ical Association, has been selected to receive the Gold "P"
alumni award at the Presbyterian College commencement
exercises. The award is given annually to the alumnus who
has made the greatest achievement in his chosen profes-
sion.

Entering Presbyterian in 1899 and being graduated in

the class of 1903, Dr. Wallace has maintained a close in-

terest in the college for all these years. He is a member
of the Board of Trustees, serving as Vice Chairman.

Two of his sons, William and Furman, were graduated

in 1937.

Dr. Wallace is author of many essays, and has served

lor many years as a member of the State Board of

Health, for several years as its Chairman.

Upon being graduated from the Medical College of Vir-

ginia in 1908 and serving his internship, he became Chief

of House Staff of Roper Hospital, in Charleston. Since

that timi he has taken postgraduate work at the New
York Polyclinic, and held the office of Chief of Staff at

the Chester Sanatorium, and Pryor Hospital, Chester. He
has filled many offices, up to the Presidency, in the South

Carolina Medical Association, and has been Councilor and
Vice-President of the Tri-State Medical Association.

Dr. Wallace has also been active in community affairs,

serving as President of the Chester Rotary Club and as

an elder of the Purity Presbyterian Church of Chester.

Dr. Patricia Carter, of Charleston, S. C, announces the

association of Dr. Thomas G. Herbert, Jr., in the practice

ol Gynecology and Obstetrics.

Dr. Katherine McInnis, of Columbia, is the first

woman to be elected to the Board of Regents of the

American College of Allergists.

Dr. W. L. Pressly, of Due West, S. C, was awarded the

Honorary Degree of Doctor of Pubdic Health by the

Board of Visitors of Medical College of the State of South

Carolina, at the recent meeting of the Board.

Dr. J. L. Valley, of Pickens, S. C, was paid a remark-

able tribute by the citizens of Pickens County gathering

from far and wide to honor their doctor, who has been in

practice in that community for 42 years. Following a pic-

nic supper Dr. Valley was presented with a new automo-
bile, a bronze plaque, and a check for $1,000. Several hun-

dred of the 6,000 babies whom Dr. Valley has delivered in

his years of practice participated in the celebration.

Dr. James R. Younc, of Anderson, S. C, has been

awarded a beautiful bronze plaque by the American Can-

cer Society in token of his contributions to progress in the

war against cancer.

Edward S. King, M.D., F.A.C.P., announces the opening

of his office at Professional Building, South Washington

Street, Shelby, North Carolina. Practice limited to Pedia-

trics.

James M. Alexander, M.D., Charlotte, announces the

association of Hugh D. Verner, M.D., in the practice of

Internal Medicine.

Penn Mutual Lite Insurance Company has given

5250,000 for the construction of a new heart clinic at the

I Diversity of Pennsylvania Medical School, and an addi-

tional $25,000 to extend an original grant made in 1940

for cancer research.

Doctor Buckman Parke-Davis Medical Staff

R. J. Buckman, M.D., has been appointed to the medical

staff of the sales and promotion division of Parke, Davis &
Company, Detroit.

Dr. Buckman received his Doctorate in Medicine from
the University of Louisville School of Medicine in 1930. He
has spent 10 years in the practice of general medicine in

his home state of Kentucky, and in Tennessee; and 9 years

in medical work in the pharmaceutical industry. With a

background of experience in medical correspondence, med-
ical literature, clinical investigation, and participations in
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the training of sales staffs, Dr. Buckman comes to Parke-

Davis exceptionally well equipped for his assignment to the

office of Medical Consultant.

Nitgooen Mustard Therapy m Hodgkin's Disease
(Wm. Dameshek, M.D., ct al., in Blood, April)

Nitrogen mustard (HN2 ) was given by vein for the

treatment of 50 successive cases of Hodgkin's disease, most

of them severe and far advanced. Doses smaller than the

usually recommended 0.1 mg. per Kg. were used in courses

of four to six injections-

Nausea and vomiting followed administration 93.2% of

cases, chills in 12.4%, and fever in 6.8% of cases. Dyspnea,

cyanosis and diarrhea were rare.

In previously untreated cases, remissions were much
shorter than those obtained with Rontgen therapy. How
ever, striking remissions were commonly obtained in x-

ray-resistant cases. Remissions lasted from 17 to 331 days

and in those receiving multiple courses were roughly pro-

portional to the total dosage administered. A moderate

prolongation of the remission period was obtained when
HN2 was combined with x-ray therapy.

Fever, night sweats, weakness and itching responded well

in most cases to HN, therapy. Many previously incapaci-

tated patients were completely rehabilitated for several

weeks to several months after a single course.

Adenopathy and splenomegaly regressed in 70.2 and
n.7% of cases, respectively. Lymphoid masses previously

lesistant to x-ray therapy appeared to develop increased

sensitivity to x-rays after a course of HN2
therapy.

Nitrogen mustard is a useful drug in the treatment of

Hodgkin's disease, particularly in severe cases with marked
constituticnal symptoms and visceral involvement. In these

cases, a period of complete rehabilitation and a definite

increase in life span of from two months to two years ma)'

follow the use of one or several courses of HN2 .

Although a chemical without any radioactivity, its effects

resemble closely those of x-ray. It is, however, often effec-

tive in producing complete remissions in cases that have

proved completely refractory to continued x-ray therapy.

A resumption in radiosensitivity may follow the use of a

course of HN2 therapy.

April

What to do for your patients in—
Prevention of Air-sickness

(Sir Harold Whittingham, F.R.C.P., in Brit. Med. Jour
9th)

Air-sickness is rare in civil passenger flying, unless in

"bumy" weather. It is important to take steps to prevent

diabetics, expectant mothers, and those suffering from
gastrointestinal diseases (including postoperation cases)

from being air-sick- The best preventive measure is to

give hyoscine hydrobromide, 1/100 gr.,* by mouth an hour
before flight, and to repeat two hours later if necessary:

for children 1/200 gr. After the first stage of the journey-

probably no more tablets will be needed unless bumpy
weather is encountered.

Advice should be given of the need for sound rest the

night before a flight, proper evacuation of the bowels, a

light meal an hour before taking off, and small light meals
during the trip. In addition, those prone to travel sickness

should wear suitable clothing so as to be warm but not
too warm, and should protect against aircraft noise by
means of moistened cotton-wool plugs as provided on
board. If they feel sick during flight they should lie back
in their seats looking upwards.

A S A C

cla tied by the Army Medical Department
re efficient than hyoscine.

15%, by volume Alcohol

Each fl. oz. contains:

Sodium Salicylate, U. S. P. Powder 40 grains

Sodium Bromide, U. S. P. Granular 20 grains

Caffeine, U. S. P 4 grains

ANALGESIC, ANTIPYRETIC
AND SEDATIVE.

Average Dosage

Two to four teaspoonfuls in one to three ounces oi

water as prescribed by the physician.

How Supplied

In Pints, Five Pints and Gallons to Physicians and

Druggists.

Burwell & Dunn
Company

MANUFACTURING PHARMACISTS

Charlotte, North Carolina
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BOOKS
MEDICINE THROUGH©! T ANTIQUITY, by Benja-

min l.i i Gordon, M.D., Member American Association
of the History of Medicine and American Academy of

Ophthalmology and Otolaryngology; Author of The Rom-
ance of Medicine. Foreword by Or. Max Neuburcer. F . A.
Davis Company, 1914-16 Cherry St., Philadelphia 3. $6.00.
1 949.

The book traces the history of medicine from
prehistoric times to the end of the Greco-Roman
period with the fall of Rome in 476 A. D. The
ancient records speak for themselves. Discoveries
in the fields of archeology, anthropology and paleo-

pathology which in recent years have thrown a
flood of light on prehistoric medicine are given
prominent place. As the art of healing goes far

beyond the confines of written history, modern
medicine cannot be considered independent of the

practices of the ancient doctors. The book supplies

information on the medicine of a period given
scant attention by most medical historians.

THE ADRENAL GLAND, by Frank A- Hartman,
Ph.D., Research Professor of Physiology, and Katharine
A. Browneix, Ph.D., Instructor in Psysiojpgy, Ohio State
University, Columbus. 581 pages, 72 illustrations. Lea &
Febiger, Washington Square, Philadelphia 6. 1949. $12.00.

The work covers the subject of the adrenal gland
and its homologues, including a study of all phases
o f interrenal and chromaffin tissue. It presents a
'ull account of our knowledge of these tissues, espe-

cially from the junctional viewpoint, as determined
by experimentation and observation.

Development, structure, chemistry, physiology
and pharmacology are treated extensively; and an
account is given of the changes in the gland and
in the body when the gland is pathological, to-

gether with the changes in soma and psyche. At-
tention is paid to the function of interrenal tissue

and adrenal cortex. Epinephrine is- discussed in

detail, with emphasis on the conditions determin-
ing its secretion and its effects in the pharmoco-
logical and the physiological range.

The book informs us as to Cushing's syndrome;
relation of the gland to diet; diagnosis and treat-

ment of Addison's disease; relation of the cortex
to the sexual organs, including studies in this field;

and the normal pituitary gland, with a chapter on
hypertrophy and regeneration.

Essential points in the history of the develop-
ment of our knowledge in this field are woven into
the text. Each chapter is summarized and there is

a 125-page bibliography.

ternal Medicine, University of Iowa, Iowa City. Paul B
Hoeber, Inc., Medical Book Dept. of Harper & Brothers,
New York. 1949. s.s.so.

This work is an elaborate consideration of dis-

i ases of the blood and the parts which manufacture
the blood. The discussion of the reticulo-endothe-

li.il system is particularly clear and informative.

Under "Bone Marrow"— if humeri, why not fe-

mora? The point is made that a complete under-
standing of blood-formation is not essential for

diagnosis and treatment of blood dyscrasias.

The progress made in this field since the publi-

cation of the first edition is duly recorded. Notaoie
advances have been made in therapy. The author
considers particularly important the extension of

the use of folic acid.

EXPERIMENTAL SURGERY Including Surgical Phy-
siology, by J. Markowitz, M.B.E., M.B. (Tor.), Ph.D.,
M.S. in Exp. Surg. (Minn.), Associate Professor of Phy-
siology, University of Toronto. Second edition. The Wil-
liams & Wilkins Co., Baltimore. 1949. $7.00.

The author says in his introduction it is not die

best course in surgery that provides post-graduate
training in physiology, biochemistry and pathology,

and then lets the student hold a retractor in the

final year, and make and close an abdominal in-

cision. One might assume that he is the kind of

"practical man" who scoffs at wide learning. Not
so. He is widely and deeply learned, and brings

all this learning to practical application to the

matter at hand.

His discussion of the antivivisection movement
should be read by every citizen. Following on this,

all the details of the use of laboratory animals for

perfection in the technique of operations to be done
on humans are elaborated.

There are chapters on the experimental produc-
tion of chronic peptic ulcer, surgical physiology of

intestinal obstruction, experimental surgery of the

pancreas, fascial transplantation, experimental sur-

gery of the heart, transplantation of organs—and
many others.

Then comes the epiloque, with its opening sen-

tence: "It is our wish that this book may become
a contribution to the pedagogy of surgery and sur-

gical craftsmanship."

The author is too wise a man to have hoped to

much influence the run-of-mine surgeon. For the

elect he will prove an inspiration and a guiding star.

The elect of the craft he will lead into all surgical

knowledge.

HEMATOLOGY for Students and Practitioners, by
Willis M. Fowler, M.D., Professor of Internal Medicine.
University of Iowrt, Iowa City. Revised second edition will
1S4 illustrations; eight plates in full color. With a chapter
by Elmer L. DeGowln, M.D., Associate Professor of In-

THE PREMATURE INFANT, Medical and Nursing
Care, by Julius H. Hess, M.D., Professor Emeritus, De-
partment of Pediatrics, University of Illinois College of
Medicine, and Evelyn C. Lundeen, R.N., Supervisor, Pre-
mature Infant Station, Sarah Morris Hospital Station of

Michael Reese Hospital, Chicago. 101 illustrations. Second
edition. /. B. Lippincott Co., Philadelphia. 1949. $6.00.

This revision of a high-ranking book on infant
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prematurity is so well done as to bring the work

to the point of showing forth the present knowl-

edge of the subject.

All the new material on the various phases of the

subject is included.

One of the most cheering and stimulating sta-

tistics possible is this: "There has been a decline

from an average of 8.27% of all infants admitted

during the first 12 years of the Sarah Morris Hos-

pital Station, to less than 0.1% [the decimal point

is properly placed] during 1947."

Full information is given on the establishment

and conduct of premature infant stations, incuba-

tors, immediate care, home care, feeding, drug and

other therapeutic agents, asphyxia and cyanosis,

hemorrhage, hernia, anemia, nutritional and infec-

tious diseases, and later physical and mental de-

velopment.

INDIVIDUALISM AND ECONOMIC ORDER, by
Fkledrich A. Hayek. The University of Chicago Press

1948. $5.00.

This book is not intended for the use of those of

only average interests and of only average infor-

mation in economics.

The chapter subjects are:

Individualism: True and False

Economics and Knowledge

The Facts of the Social Sciences

The Use of Knowledge in Society

The Meaning of Competition

"Free" Enterprise and Competitive Order

Socialists Calculation

I: The Nature and History of the Problem
II: The State of the Debate

III: The Competitive Solution

A Community Reserve Currency

The Ricardo Effect

The Economic Condition of Interstate Feder-

alism.

The author proves conclusively the inability of

so putting into effect socialist theories as to offer a

workable substitute for the pricing system of a free

market. The final essay offers economic proposals

for a possible future world community.

TRENDS IN MEDICAL EDUCATION. The New York
Academy of Medicine Institute on Medical Education, 1947,

Edited by Mahlon Ashford, M.D., 1949. The Common-
wealth Fund, New York. $3.00.

There are chapters on:

The Responsibility of the Secondary School

to Medical Education

The Responsibility of the Colleges to Med ; -

cal Education

The Selection of Medical Students

The Effect of Modern Development in the

Science of Medicine upon the Undergrad-
uate Curriculum

Basic Psychiatry in the Undergraduate Med-
ical Program

The Education of the Doctor in Social and

Moral Responsibility—all these in Sections

I and II.

The next two sections discuss:

The Medical Education of Internes and Resi-

dents

Graduate and Post-graduate Training for Spe-

cialization

The Responsibility of Medical Schools and

Hospitals in the Education of the General

Practitioner

The Relation of Group Practice and Com-
munity Medical Services to Medical Educa-
tion.

All these matters are presented by experts in

their individual fields, and each presentation is

subjected to a general discussion. In the opinion of

the reviewer the "Trends" is a rather weak word
to use in this connection. The book is really a

description of medical education as it is and as, in

the opinion of the authors, it ought to be.

MEDICAL ETYMOLOGY—The History and Derivation

of Medical Terms for Students in Medicine, Dentistry,

and Nursing, by O. H. Perry Pepper, M.D., Professor of

Medicine, University of Pennsylvania. 263 pages. W. B.

Saunders Company, 1949. $5.50.

The author takes cognizance of the deterioration

in the use of language by our students and practi-

tioners of medicine. He recognizes and records the

influences leading to this deterioration. As he says,

medical terminology has never been easy and it

becomes more troublesome year by year as new
terms are born, many of them of mixed and doubt-

ful parentage.

It is fitting that such a book should come from

a University, and from a member of a medical

family, both long famed for high scholarship. The
book contains information sorely needed by the

vast majority of medical students and graduates.

As the author cannot fail to realize, those who
need the book most will use it least.

BOOKS RECEIVED
ARMAMENT AND HISTORY, by Major General J.

F. C. Fuller, C.B., C.B.E., D.S.O. Charles Scribner's Sons,

New York City. $2.50.

Works Well
There's a great deal of partial deafness among our

c'derly patients. More than one oldster I've treated has

proved hard to handle because of his inability to hear

words spoken in a moderate tone. It suddenly struck me
that if I allowed such patients to use a stethoscope, they

would be able to hear me without my shouting. It work-
ed—and has become standard procedure whenever I treat

patents with impaired hearing.
—A. J. Mendelsohn, M.D., Brooklyn.
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Doctors generally will be interested to read this

—

Critical Review of the Fenestration Operation
Nodine in .//. Med. Attn. Ala., May)

The operation is indicated in cases with stapes ankylosis

and very slight secondary nerve degeneration. Suitable but

not ideal arc those patients with stapes ankylosis and

slightly impaired cochlear function in whom hearing may
be restored to the practical unaided level.

Most patients prefer what they gain from the operation

to the use of a hearing aid. Even average results delight

the patients and they claim better comprehension of

speech than prior to fenestration surgery.

There is evidence that the fenestration operation delays

or arrests nerve degeneration of otosclerosis.

Ii patients maintain practical hearing for two years

postoperatively the results may be considered- permanent.

With careful selection of cases and technique, the risks

of the operation are nil.

Heartburn
ill. 1. Tumen & E. M. Cohn, Philadelphia, in Jl. A. M. A., Jan.

29th)

One hundred and twenty patients were studied to deter-

mine the incidence of heartburn and its clinical features.

Among these 46 had heartburn, in 26 severe enough to be

considered a major symptom. Heartburn described usually

as a burning discomfort diffuse, behind the lower part of

the sternum, often radiating upward along the course A
the esophagus, often with acid regurgitation, belching,

nausea and epigastric pressure.

Nervous tension was the commonest precipitating cause

Sensitivity to certain foods—as fats and spicy foods—fre-

quently induced heartburn, but the role of foods in this

respect was apparently not specific allergy. Heartburn was
not a symptom of ulcer. It was not dependent on the

degree of gastric acidity. It is probably produced by alter-

ations in the tonus of the lower part of the esophagus. In

these patients this seemed most frequently induced by
faulty eating habits.

Therapy necessitates correction of poor eating habits. In

those patients in whom the symptom is of psjxhogenic

crigin, appropriate psychotherapy is indicated.

The Fallacy of the Basal Metabolic Rate
(J. K. Fancher. Atlanta, in Jl. Med. Assn. of Ga., March)

It appears probable that determination of the serum
precipitable iodine will, because of greater accuracy, sup-

plant basal metabolism studies in patients suffering from
disturbances of the thyroid gland.

The fallacy of the BMR is that it is too often regarded
as an absolute test of thyroid function, whereas it is of

value only in the very high and very low readings. It

should be done but its value should be carefully estimated
as compared with the blood cholesterol, bone age, blood
iodine, history and physical examination. A further fallacy

is that the usual procedure of taking the BMR in the

physician's office does not insure absolute rest of the pa-
tient and the test is then grossly inaccurate.

At the present time we have no simple single test of
thyroid function that is reliable for all grades of thyroid
disorders, and the diagnosis still requires the taking of a
detailed history, skilful general examination, and sound
judgment.

The limited value of the BMR should be generally rec-
ognized.

Treatment of Pneumonia by Single Injection Daily
of Potassium Penictllen

(I. F. Volini et at., Chicago, in III. Med. Jl., March)
Penicillin is now specific therapy for the pneumonias,

especially of pneumococcic origin- Total daily dose is 300,-

000 Oxford units for all but the most severe infections.

Potassium penicillin G in a suspension of peanut oil with

a dispersion of beeswax, was given 104 patients with pneu-

monia admitted to Cook County Hospital, intramuscular

injection once daily of 1 c.c. of mixture containing 300,000

Oxford units of penicillin.

Cllinical response was good, with temp, of 61.5% of

patient's normal in 72 hours. No significant toxic reactions.

The mortality rate was 3.89s ! m eacn death there were
associated diseases or complications which qualified the

conclusion that pneumonia was the primary cause o f

death.

Because of the incidence (ii%) of concurrent diseases,

and the presence of complications in all patients who died,

it is concluded that failure to respond to treatment after

7." hours of therapy necessitates reevaluation of the case.

I The foregoing statements do not apply to virus pneu-
monias.

—

Editor.]

Pneumonia due to the pneumococcus—95% of all cases

—shows dramatic response to 20.000 units penicillin in

saline, intramuscularly, q. 3 hr. Streptococcus and staphlo-

coccus pnenmonias require much larger doses. The pneu-
monia due to Friedlander's bacillus does not respond to

penicillin. It is best treated by sulfadiazine and streptomy-

cin, which must be given early to be sure to prevent dis-

aster. Streptomycin elicits satisfactory response in many
cases of acute tuberculous pneumonia. "Virus" pneumonias
occur very frequently ; the treatment is purely supportive

and symptomatic. —Cornell Conferences on Therapy.

Aureomyctne in Primary Atypical Pneumonia
(Gordon Meiklejohn and Capt. Robt. I. Shragg, in Jour. A. M.

A.. May 28th)

The present study deals with the results of aureomycin
therapy in a group of young adults who were suffering from

primary atypical pneumonia of more than average severity.

Aureomycin appeared to be uniformly effective in the 22

treated persons. Defervescence was rapid in the majority

ol cases.

Relapse apparently may occur even when treatment with

the drug is continued for several days after the temp, has

returned to normal. Aureomycin appeared to be as effective

in treating the relapse as the initial episode.

It seems likely that smaller doses may prove adequate.

With the oral dosage used in this study, 4.0 Gm. per day,

nausea and vomiting occurred with distressing frequency.

Smaller oral dosage and parenteral administration of the

drug may offer more satisfactory therapeutic regimens.

Promising Results From Use of Compound E in Acute
Rheumatic Fever

(F. S. Hench et at. in Proc. Staff Meet. Mayo Clinic, May 25th)

In each of three patients with acute rheumatic fever the

intragluteal administration of the intragluteal administra-

tio nof the adrenal corcial hormone 17-hydroxy-ll-dehy-

drocorticosterone (compound E) was followed by the

rapid disappearance, not only of fever, tachycardia and
polyarthritis, but also of the elevated sedimentation rates

and abnormal electrocardiographic changes.

In view of the markedly beneficial effect of compound
E on the skeletal muscles and fibrous tissues of patients

with rheumatoid arthritis, it may be hoped that compound
E will exert a similar effect on the cardiac muscles and
fibrous valves in rheumatic fever, an effect which salicylates

cannot produce.

The effects of compound E observed in this study are

encouraging. These patients will have to be observed for

many months before it can be determined whether or not

compound E has prevented or lessened the development of

chronic organic injury to the heart valves od myocardium.
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Effect of HC1 on Gastric and Duodenal Mobility
(Pekk-a Brummer & Alfred Bundul, in An. Medicinae Internae

Fenniae, Fasc. 1, 1949)

The authors have observed the effect of HC1 upon gas-

tric and duodenal motility. In connection with an ordinary

x-ray examination the subjects were given HC1 either orally

as a drink or by a gastric tube as an intragastric injection.

An adequate dosage of the acid was found to cause cessa-

tion of both the gastric and the duodenal peristalsis and a

rise in the tonus. This action was seen particularly with

persons with achlorhydria, but it was also observed with

those with acid gastric secretion, especially those having

free HC1 in the empty stomach. The manner of adminis-

tration of the acid did not influence the effect. The action

of HC1 upon the motility is therefore probably produced

by direct irritation of the stomach and the duodenum and

not. for instance, by irritation of the mucous membrane
of the pharynx and the esophagus ; and it apparently de-

pends primarily upon whether or not the stomach, of the

subject contains free HCI acid at the time of ingestion of

the administered acid.

The writers have observed the roentgenologic gas content

of the colon in persons with achlorhydria and those with

acid gastric secretion and have been able to find any dif-

ference in this respect. It is the opinion of the writers that

this finding supports the concept that at least no marked
disturbances are present in achlorhydria in the bacterial

flora of the colon.

Severe Bleeding of an Esophageal Vartx Controlled by
OxYCEL

(D. A. Dolowitz et al, Salt Lake City, in Rocky Mountain Med.
11., July)

A case of severe bleeding from an esophageal varLx is

reported. The hemorrhage was arrested by the local appli-

cation of oxycel through an esophagoscpe. In such cases

care must be taken to untwist the varices so that the

bleeding point can be seen and the oxycel applied directly

to it.

In some of the cases encountered, the patient will be

moribund, so that even esophagoscopy is a severe surgical

risk. Endoscopy and local application of a coagulant may
be a life-saving procedure and should be tried.

Rupture of the Liver soon after Labour.—A case is

reported* in a 6-para, 32, 17 hours hours after parturi-

tion. The onset was sudden, one hour after expulsion ot

the placenta, manifested by collapse, repeated vomiting,

sharp pain to back and right shoulder, pulse 112, hgbn.

51%. Transfusion was given, 4 pints whole blood. Eight
hours later, p. 120, laparotomy disclosed much fresh blood
in peritoneal cavity, subscapular hematoma over rt. lobe of

liver. Blood was removed, "oxycel" gauze stopped the hem-
orrhage. Penicillin was given. Fever lasted 43 days. Re-
covery complete.

•British Med. II., May 28th.

The Future of Cesarean Section
(Carl Bachman, M.D., Philadelphia, in Penn. Med. Jour., May)

Careful evaluation of the results of operation by con-
scientious local hospital staffs and community groups of

obstetricians can serve to reduce current operative rates,

without prejudice to the interests and welfare of prospec-
tive mothers and their infants, and to their benefit. The
almost certain fruits of future research in obstetrics will

lie to reduce still further the necessity for resort to cesa-
rean section. Advances in other fields will contribute to
I his end. for whatever will improve the childhood and
adolescenl health of prospective mothers, and encourage
early marriage, will tend to make childbearing the natural
and healthv function that it fundamentals is and shouid
be.

Rare

Opportunity
•

in

Family

Practice

TOWN OF XEAR 1000

CENTER OF RICHEST SECTION OF BEST-
BALANCED PRODUCING COUNTY IN

NORTH CAROLINA

STOCK-RAISING, POULTRY-RAISING,

TOBACCO-GROWING, COTTON-GROWING

BANNER STRAWBERRY AND BLUEBERRY

COUNTY OF THE UNITED STATES

TRUCK-RAISING IN QUANTITY

MONEY CROPS YEAR ROUND

SMALL MANUFACTURING PLANT IN THE

TOWN

CITIZENS PLEDGE FULL AND HEARTY

SUPPORT TO DOCTOR

Will place all their Health Problems in the hands

of Doctor who locates among them, seek and abide

by his advice as to Specialist and Hospital Services,

Preventive Inoculations and Health Examinations.

NO BETTER HUNTING AND FISHING

.ANYWHERE.

We are in great need of a Family Doctor.

Write MISS MACY COX
Magnolia, Duplin County, N. C.
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Diagnosis of Pelvic Appendicitis
Flr.man Wallace, M.D., and E. M. Colvin, M.D., Spartanburg, South Carolina

From the Department of Surgery, Spartanburg General Hospital

ONE of the bitterest experiences possible to a

doctor of medicine is to have an appendix per-

forate while the patient is under his care. This

practically never occurs when the appendix is in

its usual location. Even the more difficult syndrome

of retrocecal appendicitis has become familiar as

experience and knowledge have accumulated. The
present obscure syndrome is appendicitis with the

appendix located in the pelvis.

It has been striking to observe the number of

cases of pelvic appendicitis that go on to perfora-

tion. In order to confirm that general observation,

134 consecutive cases of acute appendicitis were

reviewed. In 18 of these cases, the appendix was

located in the pelvis. Of this number, four cases

(22 c/c) had gone on to perforation. Only 4.3 per

cent of the abdominal and retrocecal group were

found to be perforated at the time of operation. A
summary of the cases of pelvic appendicitis fol-

lows.

Presented to the Tri-State Medical Association's Semi-

centennial Meeting held at Williamsburg, Virginia, on the

J 1st and 22nd of February.
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What can be learned from this review? The his-

tory is very important. Three out of four perfora-

tions occurred in children, few of whom can give a

reliable history. The most characteristic symptom
was abdominal pain—usually described as epigas-

tric. Localization of the pain in the right lower

quadrant failed to occur in most instances. As
peritonitis advanced, suprapubic pain or pain in

either lower quadrant developed.

Nausea occurred in 80 per cent of the cases,

with vomiting in many instances.

In the early stages there was no instance of ab-

dominal tenderness or rigidity. In the more ad-

vanced cases, tenderness and rigidity developed in

the right or left lower quadrant, or the suprapubic

region. In the perforated or gangrenous cases, the

findings were those usual to peritonitis.

The most reliable physical finding is tenderness

on the right disclosed by rectal examination. This

may be the only positive physical finding in an

early case.

The temperature elevation was that usually seen

in appendicitis, in half the cases ranging between

normal and 100°.

The most characteristic laboratory finding was a

polymorphonuclear leucocytosis. The poly count

was significantly elevated in 96 per cent. The dif-

ferential was much more reliable than the total

count.

A review of the findings at operation revealed

that 72 per cent of the appendices were suppura-

tive, gangrenous or perforated.

The traditional differential diagnosis of acute

salpingitis and appendicitis is no longer an impor-

tant source of confusion. It was not a big factor

in these cases and the subject will not be gone

into here.

By far the most important condition to be dif-

ferentiated is acute gastroenteritis. A history of

dietary indiscretion is frequently a confusing point.

Diarrhea is not usually a feature, there is less

fever, and the patient does not appear as ill in

appendicitis. The patient usually lies quiet and

shows some apprehension.

The differentiation of ruptured diverticulum has

been reviewed previously. 1 There is usually a sud-

den onset of left lower-quadrant pain, accompa-

nied by the findings of localized peritonitis in this

location.

The treatment of the peritonitis resulting from

perforation of the appendix will not be discussed,

further than to say it was essentially the regimen

previously published.2 3

In conclusion, the more characteristic picture of

pelvic appendicitis is a history of epigastric pain,

nausea, and frequently vomiting. The patient lies

quiet, is apprehensive, and has a low-grade fever.

The abdominal examination is not characteristic.

The rectal examination reveals tenderness on the

right. The differential blood count shows a dis-

tinctly elevated poly count.

Summary
The pelvic peritonitis syndrome is presented and

illustrative cases reviewed and discussed.
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Discussion

Dr. J. M. Northlncton, Charlotte: Mr. President, some
IS years ago I conceived the idea that it would be an ex-

cellent thing to have a placard posted in every drug store

in North Carolina advising against the taking of purgatives

by big or little, young or old, for a pain in the belly. I

undertook to get the signatures to a such placard of the

State Board of Health, the Medical Society of the State,

and the State Pharmaceutical Association. The State Health

Officer and the State Medical Society heartily approved the

action. The Secretary of the State Pharmaceutical Asso-

ciation, who happened at that time to be also the Dean
of the School of Pharmacy of the University of N. C,
first replied that he was in favor of it, and he thought he

could get the endorsement of his association. But there

came in a few days a statement that the Pharmaceutical

Association would endorse the placing of such a placard

only if it advised against the giving of a purgative in cases

of abdominal pain lasting more than 23 hours.

Well, that would be worse than no placard at all, be-

cause in the first 24 hours—even the first 12 or six hours

—

is the very time the harm is going to be done, and such a

placard would be an endorsement of giving a purgative to

a person in the first 24 hours of his bellyache.

I note that Dr. Wallace reported that the largest part

of this mortality was among children. Nearly everybody

has stopped giving grown persons purgatives when they

have abdominal pains, but I think it is still a general belief

that for a child, particularly a small child, a purgative is

entirely harmless at any time.

Now, the gentleman who was formerly the secretary of

the State Pharmaceutical Association and the Dean of the

Pharmacy School of the University is dead, so I am going

to start my campaign for the placard in every drug, store

all over again.

Dr. H. L. DeNoon, Nassawaddox: Mr. Chairman, I

apologize for intruding again, but this is an excellent paper.

Dr. Wallace has seen fit to review over 130 cases and
anybody who reviews a hundred cases of any common
disease, medical or surgical, will certainly find something

to refresh himself and his friends to whom he reads the

paper and those who try to discuss it.

I agree entirely with the things that he has said. Appen-
dicitis is always with us. It has been talked about so much
that most of us feel like it isn't easy to miss, but those of

us who deal with it daily know it is very easy to miss.

The differential diagnosis of acute appendicitis is not nec-

essarily easy.
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I was taken with what the doctor said about the high

poly count. The PMN's are more likely to be elevated. I

n one of these children with a bursted pelvic ap-

pendicitis, who had a leukocyte count of 4.500 and a dif-

ferential around 60, so we can't pin our entire faith on

what the Lumber or variety of white cells will tell us.

Most of them will be higher. As a general thing, we look

for the acute, local tenderness, which in these cases may
not develop until perforation has occurred. Rectal ten-

derness is a very dependable sign and I think we don't

feel as often that we are dealing with tubes as we used

to, in either race, in either younger or older women. We
don't have that dread so often as we did before the ad-

vent of penicillin.

It is advisable to keep appendicitis in mind constantly

and I would call attention to three groups of people who
will have this type of. you might say, hidden diagnosis,

with appendicitis and prove treacherous to us—doctors

and their wives: the nurses who frequently will endure a

lot of pain in the side for quite a time, and occasionally

will purge themselves hoping to get by without operation;

and the colored people, who, as another of the speakers

here this morning said, can stand pain better and delay

doin ganything drastic longer.

I have enjoyed this paper very much indeed and I want

to add that I certainly approve of what Dr. Northington

has said. Anyone working up a large or small series of

cases, or reading a long series from one of the greater

clinics on appendicitis that is perforated will find almost

invariably that the case at some stage of the game has

been purged.

I recall a consultation in which my medical consultant

said if I would just see this child, who was very toxic, if

I would assure him it didn't have appendicitis he wanted
to give it castor oil. Well, it was toxic; it didn't have ap-

pendicitis, but somehow I talked him out of the castor

oil. I think it is a very real problem, the purging of persons

with acute abdominal pain.

Dr. Wallace (closing) : I wish to thank Dr. Northington

for bringing out the point about the laxatives and also

Dr. DeNoon. Certainly that is one of the most important
points in preventing perforations, preventing confusion

and preventing death, in these cases.

I want to thank Dr. Northington also for stressing the

point that it is just as dangerous to give the laxative in

children. As we mentioned, perforations are much more
common in children, but fortunately there was no more
mortality in this series, however.

I want to thank Dr. DeNoon for stressing the point that

the laboratory findings are not always dependable. While
the poly count is usually elevated, it was not always ele-

vated—in one case it was only 55%—bearing out also the

fact that these cases are more likely to be among, doctors,

nurses and their families.

Thank vou very much.

The Electronic Brain

From an Editorial in British Medical Journal, June ISth.

During, the past two years a mechanical brain has been
developed at Manchester University by Professor F. C.

Williams, of the Department of Electrotechnics. The ma-
chine includes 1,000 wireless valves, which are able to re-

tain for long periods electrical charges representing num-
bers. This mechanism affords the machine a "memory"
which lasts until it has been cleared of its charges. It can
"recall" how far it has progressed in its calculations in

order to supply the next step, and is able to "choose" be-
tween two alternatives at a great number of points in an
extensive chain of calculations.

The speed of the apparatus is several thousand times

faster than that of the human bain. In half an hour it is

able to solve a calculation that would employ a mathema-

tician for several months.

Extensive damage to the human brain can occur without

great loss of memory, whereas partial destruction of the

machine is accompanied by a comparable loss of function

But we understand further developments of the machine

may make it in this respect comparable with the bram.

The machine answers only set problems. It cannot create

its own ideas and the language to express them; it will

attempt the insoluble until stopped by the operator; ii

has no opinions, no creative thinking, and no emotions.

Professor Jefferson, speaking of the natural brain, ob-

served that "however functions may be mimicked by ma-
chines it remains itself and is unique in nature." The em-
phasis on the uniqueness of the thing in nature is impor-

tant, for, as Jefferson observed, the ill-formed may be

tempted to go to great lengths of fantasy.

Reduction of Mortality in Surgery of Aged
(Wm. L. Ester, Jr., M.D., in Penn. Med. Jour., June)

Postoperative mortality is particularly high in emergency
surgery of the elderly. Early operation in these emergencv
cases and proper choice of operation should reduce the

mortality rate.

In elective surgery, cardiovascular accidents, advanced
cancer, and hepatic and renal insufficiency were found to

make the major contributions to postoperative mortality;

pulmonary embolus was a factor in two cases.

Suggested for reducing mortality:

Earlier recognition of gastric and colon cancer and better

measures to prevent and treat hepatic and renal insuffi-

ciency.

Early ambulation and measures to prevent phlebothrom-
hosis and thrombophlebitis.

With a meticulously executed and sufficiently compre-
hensive therapeutic plan, elective surgery in the aged may
be perfoimed with a reasonably low postoperaive mortality

rate.

Multiple Myeloma
(Hugh Smith. Jr., M.D., in Jour, of South Carolina Med. Assn.,

June)
Although uncommon, multiple myeloma is not rare. Sev-

en cases have been diagnosed at this hospital [Pratt, Bos-

ton 1 from the last 7.000 admissions. The diagnosis should

be considered in any patient complaining of various bone
pains, especially if he is anemic, shows evidence of renal

damage, and has a rapid sedimentation rate. Often the

diagnosis can be made from smiple laboratory tests that

can be performed easily in any physician's office.

Uremia without significant hypertension should strongly

suggest the diagnosis of multiple myeloma, amyloidosis, or

hypervitaminosis D.

Bence-Jones protein is found in the urine in over one-

half the cases.

X-rays are frequently diagnostic. Multiple "punched out"

areas in the skull and ribs may make the diagnosis obvious.

Think
"I don't know whether the woeful failure of most people

to think is due to faulty methods of teaching in our schools

or not, but I am inclined to think that it is. Thinking

after a while, becomes the most pleasurable thing, in the

w orld. Failing to find the joy which they should find in

accomplishing something, they turn to every imaginable

variety of amusement. Instead of learning to drink in joy

through their minds, they try to find it without effort,

through their stomachs. It is all because they don't think,

wen't think. We sometimes learn a lot from our failures, if

we have put into them the effort, the very best thought

and work we are capable of.

—

Thomas Edison.
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Cerebral Palsy as a Public Health Measure in South Carolina
Weston Cook, M.D., Columbia

South Carolina Public Health Association, Myrtle Beach, June 1st.

IT IS A PLEASURE to have the opportunity of

talking with this group. Having been closely

associated with many of you in public health

work, I feel that I am pretty nearly a member of

this association.

Many of you will have already heard much of

what I plan to discuss, some of you a number of

times. We will try to vary it a bit, so that it will

not sound too familiar.

Under the heading assigned me I plan to outline

the background of cerebral palsy and discuss recent

happenings that have brought about renewal of

interest in the subject; to discuss the magnitude

of the problem in our State and how it is apt to

vary in the future; to list the causes of this con-

dition and how these may affect prophylaxis, and,

finally, to outline our treatment plan and the pro-

gram that is being developed in this State. Also, I

plan to use a short film showing typical plans of

treatment of cerebral palsies in one of the better

institutions.

Cerebral palsy—paralysis caused by trouble in

the brain—can be any one of a number of different

kinds. The condition was first described as spastic

paralysis by a Doctor Little a number of years

ago, as a condition present from birth, character-

ized by stiffness and loss of activity of muscles

and accompanied by a speech defect, drooling, a

scissors gait, and mental deficiency. Because of

some errors in this description and because of the

unfortunate attitude to the name spastic paralysis,

the name has been changed to cerebral palsy.

Spasticity, or over-activity of muscles, is a fea-

ture of 40 per cent of the cases. The next largest

group, nearly as many as are spastic, are athetotic.

Here we have uncontrollable, involuntary motions.

In an attempt to limit these motions, the extremi-

tis are frequently held tightly, which may be con-

fusing in resembling spasticity. In this group, we
find many of our most promising conditions for

treatment, the mentality being usually normal.

Other categories are rigidity, in which, because

of muscular change, a lead-pipe type of resistance

to any activity is offered; and the ataxia, with

loss of balance and kinesthetic sense.

Typically, we see a child that may, or may not,

have been born of a difficult delivery. For a num-
ber of months following birth the baby appeared

to be no different from others; then, at the age

when babies begin to turn over, sit up, or creep,

this one did not develop such abilities. After

months of waiting and hoping, it was realized that

something was decidedly wrong. Of a large series

of cases, the average age at which the condition

was first recognized was eight months.

As the child grows older, the appearance varies

according to the type of disease. With spasticity,

the more powerful muscles will pull the extremities

into positions of deformity. In some cases involun-

tary contractions of the facial muscles produce

grimacing. Such contractions of muscles of the

lower extremities make it impossible for the child

to stand or walk. Deficient control of the lips and

tongue may cause drooling, and, a little later, a

speech handicap.

With the combination of severe physical handi-

cap and serious mental deficiency, it is no wonder

that for many years treatment was regarded as of

little or no value.

Thirty years ago, Doctor Winthrop Phelps first

began to preach that in many cases the mentality

was normal and, with proper treatment, consider-

able improvement could be obtained. This has been

the crux of the changing attitude toward cerebral

palsy. True, with a severe physical handicap, many
of these children will not spontaneously learn what

we consider basic activities. However, if something

approaching normal mentality exists, then it is

possible to teach these basic activities by a repeti-

tive program of exercises. In much the same man-
ner normal children learn more highly skilled ac-

tivities, for example swimming. Not all children

with cerebral palsy can be taught to walk; but

many of them can.

Now then, how much of a problem exists in our

State? and what is to be done about it? Statistics

say that for each 100,000 of population, seven ba-

bies are born each year who will prove to have

cerebral palsy. Of these seven babies, one will be

so' severely handicapped that he will not survive,

one will be so mildly handicapped that his condi-

tion will be only slightly evident and no treatment

will be needed. Of the remaining five, three will

have intelligence sufficient for participation in a

training program. Thus, each year, for 100,000 of

our population, we receive five new cases in need

of treatment, three of which will be able to profit

also by an educational program. If these figures

are correct, then in our population of two million,

we have now 2,000 such persons under the age of

20.

For many years, it was thought that the main

cause of cerebral palsy was brain injury received

during delivery, frequently blamed on the obste-
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trician. Recent studies, particularly of the path-

ological changes, have brought about a realization

thai trauma is, at most, a minor factor.

An attempt is being made to establish a central

registry of brains of children dead of cerebral

palsy. Not until sufficient brains have been studied

will we know the true story of what is going on.

The factors of etiologic importance recently ap-

preciated are:

First, congenital variation. Just as other struc-

tures of the body may be imperfectly or incom-

pletely developed, so is it possible for different

structures of the brain to develop abnormally. In

some cases entire structures are missing. This is

now thought to be of major importance in the pro-

duction of cerebral palsy.

Secondly, hemorrhagic phenomena may be of

importance, particularly as seen in the presence of

Rh factor of incompatibility of mother and child.

For some unknown reason, this is most likely to

cause athetosis—involuntary motions, facial grim-

acing, etc.

In premature chilren, a factor operates that has

been termed the premature pressure change. This

means that the incompletely developed blood ves-

sels are unable to withstand the sudden drop from

the high intrauterine pressure to the low atmos-

pheric. The particular site of the ensuing rupture

then determines the picture that will be seen.

Other factors are exanthematous diseases during

pregnancy and prolonged anoxia—caused either by
pharmacological or mechanical agents, by post-

natal cerebral accidents, by whooping cough or

convulsive seizures.

From this very brief examination of the causes

of the disease, I believe it is evident that while

we have been gaining a better understanding of its

production, we have been able to do little in the

way of preventing the development of cerebral

palsy. Thus, we will have to accept the present

figure of 2,000 children, and anticipate a yearly

addition of 100 children that will be in need of

treatment.

As we have seen, the important thing in deter-

mining whether or not a child can be benefited is

the state of his mentality. A normal intelligence

promises some improvement under a thorough

treatment program. This treatment is expensive.

Braces for one child may cost $175.00 or $200.00.

The time of physical and occupational therapists

is valuable and limited. For these reasons, I think

it is only right that the cases to receive treatment
should be those most likely to benefit. Thus, be-

tore undertaking any extensive training program,
1 try to see each child several times in an attempt
to decide concerning his mental status. This, in

itself, is a difficult problem, for with a physical

handicap involving hands and a speech defect, test-

ing is difficult. We use a number of psychometric

tests and the services of trained psychologists, but

in the final analysis, it seems that a more accurate

evaluation can be made by observation by a person

familiar with this disease.

Another factor of importance concerning the

treatability in an individual case is that the child

be at the proper age for treatment. Generally

speaking, treatment by physical, occupational and

speech therapists is of little value before the age

oi three, and the greatest benefits can be obtained

between the ages of three and ten. Even within

this range, a child must have reached a certain

level of mental development to show reasonable

promise of gaining to higher levels. A child must

be able to sit up before training for standing and

walking will benefit him. There is no point in giv-

ing speech teaching to a child that cannot make
sounds and does not want to talk.

All conditions that would obstruct learning in

any way should, in so far as is possible, be elimi-

nated. These conditions are chiefly convulsive seiz-

ures, eye deformities and hearing defects. It has

been our policy to insist that seizures be controlled

before attempting a training program.

It is thought that surgery for cross-eyes should

be delayed until the age of eight. We have been

trying glasses in some of these cases in which they

appear to be indicated. Hearing aids are essential

in a large number of cases, particularly cases in

wh ;ch speech training is to be used.

Finally, after a child has met these qualifica-

tions, before undertaking the treatment program,

he is evaluated to determine if, at this stage, sur-

gery can be done that will speed his progress. Here

is the ideal place for properly selected operative

procedures on a child of normal mentality at the

proper age and stage, with precluding factors re-

duced to a minimum; and, orthopedically, in the

best possible condition to progress, then we are

ready to proceed with the therapies.

Physical and occupational therapy is an exer-

cise program that, with time, becomes a motion-

or habit-pattern that enables the child to carry on

the desired activity. Each case is treated with a

prescription of definite exercises aimed at strength-

ening certain muscle groups, or relaxation, to do

away with undesirable involuntary motions. Basic

patterns, such as the reciprocal actions of the legs,

and reach and grasp in the hands, are given special

attention first, so that walking and feeding will be

possible.

In addition to physical and occupational therapy,

many of these children will need help in learning

to speak properly. Many factors enter into these

speech difficulties. Spasticity can involve the tongue

and voluntary muscles of the mouth and throat.

In many cases partial hearing losses make some
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sounds go unheard and, therefore, unspoken. In

many, irregularity of diaphragmatic motion makes

lor difficult speech. Trained speech therapists can

properly evaluate the various factors and can some-

times produce truly amazing improvement.

What facilities have we now and what is being

planned to meet these needs in our state? Before

going into this, I would like to say that I am a

private practitioner of medicine, doing orthopedic

surgery for a living, and I firmly believe that the

cost of medical care is the responsibility of the

individual and not the state, so long as he is finan-

cially able As to cerebral palsy, however, the

treatment program is so long—measured in terms

of years rather than months—the services of tech-

nical specialists are so expensive, and so much spe-

cial expensive equipment is necessary, that very

few families are able to bear the cost. Here, cer-

tainly, is a situation of major importance as a

public health problem. So, then, what facilities

have we available and in prospect to meet this

need?

First, we are planning regular cerebral palsy

clinics under the direction of the Crippled Chil-

dren's Division of the State Board of Health.

These are to be held twice monthly. It is planned

that cases will be referred from the regular crip-

pled children's clinics about the state, to the cen-

trally located cerebral palsy clinic. All patients

will be examined locally to ascertain which cases

are obviously too severely handicapped to be aided

by treatment. The cerebral palsy clinics will serve

as a diagnostic facility. Where needed, hospitali-

zation will be done and medical and surgical treat-

ment provided in a manner similar to that of the

orthopedic clinics. Necessary bracing will be done

in these clinics.

Physical and occupational therapists trained in

cerebral palsy work are already working with the

Crippled Children's program. Their work has been

invaluable during the stages of providing for reg-

ular clinics; they will be of even greater service

in the future. In this phase of the treatment of

cerebral palsy, we are in satisfactory condition.

The facilities for speech work are still somewhat
limited. In the past year, speech clinics have been

started in Columbia and Charleston, under the

sponsorship of the Junior League; and the clinic

in Charleston has treated some cases of cerebral

palsy. Plans are being made for speech therapy in

Columbia next year. In addition, the State Crip-

pled Children's Society is sponsoring a speech

clinic to be held at Furman University in the early

[/art of this summer. Particular stress is being given

to cerebral palsy speech work at this clinic.

One very desirable element in a well rounded
program is provision of recreation and social con-

tacts for these children during the summer months.

This is a field in which South Carolina is a leader.

For five years, two orthopedic camps have been

run, one for white and one for colored. This has

been accomplished largely through the efforts of

one of your members. Many of these palsied chil-

dren attend these camps—it has been astounding

to me to see the way some of them blossom out

with the opportunity of meeting other children.

There are some that need facilities which we
do not have and I wonder when and how it

will be possible to procure them. High on this list

is an institution for the in-patient care of seriously

handicapped patients in families not able to care

lor them. Only a few weeks ago a mother of a

cerebral palsied child, deserted by the father, at-

tempted suicide. Her physician says she will at-

tempt the same thing again, unless some arrange-

ments are made for relieving her of the care of

this child. She is still in the State Hospital receiv-

ing shock therapy. Her child is being cared for by

a sister who already has a large family. What will

happen when the mother is ready to be dismissed?

I can think of another; a nearly adult boy,

whose only relative, his mother, had fallen and

broken her hip. While he was one of the better

cases, according to the family physician, he was

totally unable to care for himself. The only answer

I could give him was to suggest the State Training

School at Clinton, though most of you know how
difficult it is to gain admission there. The institu-

tion is overcrowded and the facilities are for the

treatment of the mentally handicapped. This con-

dition could be detrimental to many of our cere-

bral palsy cases. What has happened to this boy?

1 do not know.

Another crying need, not exactly a public health

problem, but a cerebral palsy problem, is the pro-

vision of facilities for education. Only a very few

of these children are so mildly handicapped that

they are able to attend a normal school. Yet, many
of them are perfectly able to learn and be educated

if the facilities are available. I believe the answer

to this problem is not in home teaching, but in

special schools, for not only the cerebral palsied,

but for all types of crippled children—victims of

cerebral palsy, severe polio, spina bifida—and

others who cannot go to school.

Within the past two months, in Columbia, we
have opened two schools for children with cerebral

palsy, one for white and one for colored. These

can care for only a pitifully small number of pa-

tients. The purpose is to demonstrate the good that

can be accomplished by a treatment and educa-

tional program in properly selected cases. It is our

hope that by demonstrating this, we will be able

eventually to build up a school designed and staff-

ed with the needs of crippled children in mind—

a

To Pane. 249
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Varicose Veins -- A Rational Treatment
J. Robert Massie, Jr., M.D., Richmond, Virginia

McGuire Clinic

THK treatment of varicose veins continues to

pass through cycles, varying between conserv-

atism and radical surgery. My own treatment,

too, has passed through cycles. In the beginning

high and low ligations with excision of segments

of the veins was done. While in the armed forces,

I was convinced that high ligation with retrograde

injection of a sclerosing agent was the best method

of therapy. With a very few exceptions these pa-

tients did nicely postoperatively except for the

usual chemical phlebitis and febrile courses. Upon
being discharged from the hospital the veins were

apparently obliterated and all seemed well. To my
surprise, however, later during the war, many of

these same patients again passed through my
wards, having been sent from duty because of a

recurrence of the varicosities. Examination fre-

quently showed only the surgical scar of the high

ligation and with little or no evidence that the

remainder of the vein had ever been obliterated

by the sclerosing agent. Complete recanalization

had occurred, and I once again changed methods,

abandoning the use of sclerosing agents as a major

effort to obliterate large varicose veins. Treatment

then reverted to multiple ligations and excision of

segments.

Shortly after returning to private practice, a

patient appeared who had been operated upon

about two years previously by a colleague who had

used the multiple ligation method. The surgical

scars were plainly visible but the veins were com-

petent again. Operation was repeated through the

same scars and again segments of the veins were

removed. His edema and aching improved tempo-

rarily but when last seen the patient was again

wearing elastic stockings, and would not consent

to more surgery—for which he cannot be blamed.

My associates had long been stripping varicose

veins, and their patients seemed to be improved

more than mine and recurrences were fewer. My
method of therapy again changed. I now believe

that it is wise to remove all varicose veins of any
real significance by stripping, if possible.

Sherman's"' studies of the anatomical connections

between the deep and superficial venous channels,

and his conclusions that some type of stripping

operation is necessary to eradicate all these com-

munications seems most convincing that the best

treatment for extensive varicosities is to remove

Presented to the Tri-State Medical Association's Semi-

centennial Meeting held at Williamsburg, Virginia, on the

21s) and 22nd of February.

the entire offending vein. By removing the entire

vein, recanalization is impossible and the connec-

tions with the deep channels are permanently

eradicated.

The use of sclerosing agents is limited to the

very small varicosities. It is also used occasionally

following surgery to take care of the smaller vari-

cosities about the ankle. This use is principally in

women patients for cosmetic reasons. The small

veins which are found about the ankle and lower

leg rarely cause any trouble after the upper por-

tion of the vein has been stripped and are usually

ignored in men patients. Those who are treated

with sclerosing agents are always told that the in-

jected vein will probably recanalize in time, and
that they should then return for repeat injections.

Keller 1
in 1905 was apparently the first to use

a type of stripping technique. He was followed by
Mayo- in 1906, who described the instrument

which bears his name and is in use today. In

1907 Babcock 3 developed the stripper which is the

one used mainly by my associates and myself,

though we occasionally use the Mavo stripper.

The usual care should be taken in determining

preoperatively the patency of the deep venous

channels or of sufficient venous pathways to take

care of the return flow of blood from the lower

extremities. To me the most dependable and the

simplest method to determine this is the use of

elastic bandages. If the patient's symptoms are re-

lieved by the wearing of elastic bandages, the oper-

ator can be assured that it is safe to remove the

superficial veins. A history of thrombophlebitis in

past years has almost always been reckoned a con-

traindication for surgery. However, it is safe to

remove troublesome varicosities from these patients

provided the venous channels other than those to

be removed are proven adequate. Venography is of

real help in those few cases in which, after the

application of the usual tests, there exists some

doubt in the surgeon's mind. Venograms are easily

and simply done and should be used when there is

any doubt.

Technique

The technique of the use of the Mayo instru-

ment has been recently described by Hodge, Grim-

son and Schiebel4 and will not be discussed here.

Our method of using the Babcock stripper is

essentially the same as in the original description

in 1907. All veins of any significance involving the

greater or lesser saphenous systems are removed

by stripping now if possible.
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An oblique incision is made just below the in-

guinal ligament and the greater saphenous vein is

identified and divided between clamps. The proxi-

mal end is dissected up to its junction with the

femoral vein and is there ligated and removed,

including all the tributaries in this area. The Bab-

cock stripper is passed down through the vein as

far as possible, preferably to a point just above

the ankle, and a catgut ligature is placed tightly

around the upper end of the vein and the strip-

per. An incision is made over the distal end of the

stripper and the end of the instrument is brought

out through this incision, the vein at this point

being again divided, and a ligature placed on the

distal end. The stripper is then pulled out through

the lower incision, and it is accompanied by the

entire vein. Pressure is applied along the bed of

the vein, the wounds are closed, and pressure dress-

ings are used. Bleeding is usually mild, and pres-

sure can control any excessive bleeding which

might occur.

Should it be possible to pass the stripper through

only a short segment of the vein, because of va-

rious reasons, such as extreme tortuosity or fri-

ability of the vessel, that segment can be removed

as just described, and the stripping procedure is

repeated until the entire vein is removed in seg-

ments.

In a few cases it is necessary and is possible to

pass the instrument from below upwards but care

should be taken that the stripper follows the super-

ficial vein and does not enter the deep vessels by

way of a communicating vein. In cases in which

the Babcock instrument fails to remove the vein,

the Mayo technique has at times been found to

be most useful.

Cases are encountered in which the vein cannot

be stripped because of various reasons such as ex-

treme tortuosity or thinness of the vein walls. In

these cases the high and low ligation with excision

of segments is considered to be the operation of

choice.

A general or spinal anesthesia is usually neces-

cary for the stripping operation, though it can be

performed under local. In order for it to be car-

ried out under local anesthesia, heavy sedation,

such as hyoscine, is added to the usual preoperative

medication.

Following the stripping procedure, pressure

dressings are applied from the toes to the groin,

and early ambulation is adhered to. Interesting

enough, my associates who have been using this

operation routinely when possible since 1930 do

not apply pressure dressings nor do they use early

ambulation; and they have had only one case of

thrombosis or embolism, and this one case is ques-

tionable. This makes us wonder if early ambulation

is really a preventive of embolism.

Patients in whose cases early ambulation has

been used usually leave the hospital on about the

third day and return to the office for suture re-

moval. Troublesome hematomata are rare.

Statistics

In the 18-year period between January 1st,

1930, and December 31st, 1948, 142 patients were

operated upon for varicose veins. Of these 57 had

only the stripping operation. The remaining 85

were treated with high and low ligations and ex-

cision of segments. Of the 142 patients, there was

one death and no other serious complication.

The patient who died was a 45-year-old, very

obese, white woman, with a normal blood pressure,

who had a bilateral stripping operation for severe

varicosities and who remained in bed for seven

days. She was made ambulatory on the eighth day,

and when leaving the hospital on the tenth post-

operative day developed a severe headache and

fainted. She was readmitted to the hospital imme-

diately and soon regained consciousness, but con-

tinued to complain of severe headache. Spinal

punctures revealed clear fluid under no increased

pressure, but the headaches were relieved tempo-

rarily by each puncture. There was no paralysis.

The blood pressure remained within normal limits,

and the wounds of the legs had healed nicely.

Nine days after the initial fainting spell, the pa-

tient developed irregularity of the pupils and an

even more severe headache, became stuporous, and

died.

Autopsy permission was not granted. Her hus-

band stated that she had two sisters who had died

similar deaths except that there had been no pre-

ceding operation. For lack of autopsy evidence, it

is assumed that she died of a cerebral embolus

which passed by way of the vertebral veins. On
the other hand she may have had a brain tumor or

some other pathological condition. Clinically it re-

sembled a subarachnoid hemorrhage, but the spinal

fluid was clear.

Summary

A method of complete removal of varicose veins

by stripping is reviewed. The procedure seems safe

—only one fatality and no other serious complica-

tion in 57 cases, and there exists some doubt as to

whether this death is directly attributable to the

operation. The percentage of recurrences seems

less than when other standard surgical procedures

are employed.
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Some Preclinical Signs of Disease
Grover C. Dale, M.D., Goldboro, North Carolina

ONE cannot approach any subject in medicine

without giving serious thought to heredity. The
material of which man is constructed, from the

towering stature itself down to the very nucleolus

of the cell unit, bespeaks the quality of ancestral

fibre. The stock of the family may be of the

hickory-nut variety—hard, adaptable to environ-

ment, resistant to disease by virtue of its structure,

of long life. It may be of the lemon family, which

perishes quickly. All men have tendencies or re-

sistances which form a part of them. The records

of parents, grandparents, aunts, uncles and older

brothers give hints, insights, and occasionally cy-

clonic evidences of disease. A man of sixty years

has a blood pressure of 200, an enlarged heart,

firm arteries, a little albumin and a few casts in

the urine. He has a son, aged 20, strikingly like

the father, with a blood pressure of 120. His voice,

movements, stature, tissues and heart sounds are

those of the father. But his arteries are patheti-

cally like the father's. We should like to envision

the father in retrospect at age 20, but we have

the son. We see the father's early years in the son

and confirm the elements of constitution in the

father's blood pressure. As has been said by

Crampton, "we must know you

—

you, completely

down to the ground and underground, too, for your

ancestors are there."

The red, glazed tongue, the swollen, bleeding

gums, the fissured corners of the mouth are readily

recognized as deficiency phenomena. These signs

are confusing among people who eat amply. To
eliminate an inadequate diet in the etiology is defi-

nite progress toward establishing a metabolic dis-

order or senile changes as the cause of deficiency.

Neuritis and neuralgia of the scalp, neck, limbs,

chest and abdomen are frequently associated with

or sequels to respiratory infection. The same may
be true of vertigo or Bell's palsy. The vascular

spiders of the trunk are diagnostic of cirrhosis of

the liver. Dilatations of the superficial veins of the

chest, arms and abdomen suggest constrictive peri-

carditis. Look for histamine as the cause of uni-

lateral headaches, nervous fatigue as the cause of

constant nagging headache. An inverted T-4 in

the electrocardiogram of a young person may be a

clue to an emotional imbalance. Such people flush

in the neck and chest, sweat in axillae and palms

and breathe heavily. If one of these people has an

infection or other organic disease superimposed the

functional manifestations are magnified many fold.

A sentinel pile proclaims a fissure in ano and

the patient need not suffer painful instrumentation.

How shrill the cry of a baby with an anal fissure!

A bleeding pile in a child is probably a polyp.

Internal piles may alert the doctor to a diseased

liver. Clubbing fingers bespeak cardiorespiratory

pathology. Chronic cyanosis in a child is a blast

for a septal defect, comparable to the slapping feet

for locomotor ataxia. Recurrent furuncles indicate

a neutropenia which, in its turn, may direct the

doctor to grave disease. Herpes of the lip is prob-

ably a truer sign of chest pathology than pain or

fever. In general, one could say that a slow pulse

indicates composure, stamina. Contrariwise, a

rapid pulse reveals instability, inward tension,

weakness, shorter life.

Hypertension suggests cardiovascular disease;

hypotension, old age; obesity, few feasting years;

scrawny body, many active, useful years. The
hairy chest reveals strength, earthiness. The thick

bony hand reveals work and power. A tortuous

hard dorsalis pedis is the twin brother to the coro-

nary with the same characteristics. A look at one's

eyegrounds stimulates intelligent medical prophesy.

The flabbiness of inactivity and decay is in pro-

portion to the strength of the inguinal ring. A sud-

denly inflamed great toe and tophi of the ear

—

gout! Spindle shaped fingers—rheumatoid arthritis.

Spooning nails—chronic anemia. Curvature of the

nails—tuberculosis. Longitudinal ridges of the

nails—interrupted growth by disease episodes. A
pallid young negro with ulcerous legs—sickle-cell

disease!

If systolic blood pressure falls upon exertion, the

myocardium is diseased. If at the same time the

diastolic rises the heart has no reserve power. A
systolic blood pressure higher in prone position

than in standing position is a readable vital index

of physical staleness. It may forewarn of approach-

ing illness. It may weed out unfit athletes; it can

give advanced evidence of phvsical condition of

the pugilist. It tests the efficiency of sympathetic

control of blood distribution, '"the function upon

which life itself depends every flying second of

existence." It is a simple search for the presence

or prospect of unnoticed disease.

Finally, we marvel at the peaceful sleep of the

unworried. His wealth surpasses the increment of

labor and industry. He dreams not; or if he

dreams, how pleasurablv! If he works, fatigue en-

sues and vigor is restored with natural sleep. In

such a man there is no preclinical sign of functional

disease. He is, in this respect, one of a type having

a range as wide as from General Robert E. Lee,

to our sleepy native black man. Whatever may
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come to him, he does not worry. Happiness, the

legal tender of the soul, is man's ultimate ambition

and his most potent medicine.

Hot packs are beneficial. Drainage is profuse on the

second day and continues two or three days longer. The

defect heals quickly with a thin, white, nonadherent scar,

and induration resolves in two to four weeks.

CEREBRAL PALSY—From Page 245

school that is especially designed, equipped and

operated to take care of the needs of cerebral pal-

sied and all crippled children in this state.

Summary

1. A general background of cerebral palsy has

been presented, with particular stress on the

changes that have brought about a renewal of hope

for the treatment of some of these patients.

2. The problem as it exists in South Carolina

and the facilities now available are discussed.
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Effects of Lightning
(.Maj. if. T. G. Lynch & llaj. P. H. Shorthouse, Royal Army

Med. Corps, England, in Lancet, 256, 1949}

During an army soccer game, forked lightning struck in

the midst of the teams, killing two players and injuring,

another and the referee.

Postmortem examinations were made six hours after-

ward in one case and 14 hours afterward in the other.

Prominent features of the two fatal cases were hemor-
rhages and necrosis in the pancreas and streaks on the

exterior of the bodies.

The men nearest to the bolt were struck to the ground

at once; the others fell but soon got to their feet. Neither

of the two injured men saw the flash. Each was in shock;

pupils were dilated; pulse rapid with poor volume.

The player lost consciousness for two minutes and could

not speak for half an hour. The referee had flaccid paraly-

sis of one arm and both legs; within 16 hours, motor
power gradually returned, preceded by the return of sen-

sation. Two small burns were found on his feet.

The spleens were greatly congested and twice normal
size. Both brains showed scanty minute hemorrhages. Each
pancreas shewed massive lobular and multilobular necro-

sis, chiefly in the tails. Hemorrhage was not an essential

part ; there was coagulative appearance of the necrosis

and occasional large gas bubbles. In the lungs, alveoli and
small blood vessels and capillaries -were ruptured in num-
erous places.

Penicillin Injection of Carbuncles
(T. IF. Bate, Phoenix, in Ann. Surff.. 129, 1949)

The pain of a carbuncle is relieved promptly and infec-

tion rapidly checked by local injection of a solution of

penicillin and novocain.

Penicillin is mixed with 5 to 20 c.c, as required, of 2%
solution of novocain, 1O0.000 units per c.c. A 24 or 2(1

needle and a lock type of syringe are employed.
The skin beyond the indurated portion is carefully

cleaned; a small wheal at first made in relatively healthv
tissue and other sites are infiltrated around the carbuncle.

When completed, the wheals should be continuous.

Laboratory Studies of Cerebrospinal Fluid in

Meningitis and Poliomyelitis
(II. II. Joffe & A. H. Wells, Duluth, in Minn. Med., June)

In a selected series of meningeal inflammatory condi-

tions, including 72 cases of acute purulent meningitis, IS

of tuberculous meningitis and 122 of poliomyelitis, N. in-

tracellularis was found in 51.37o of acute purulent menin-

gitis, pneumococcus in 23.6%; H. influenza in 15.3%;

streptococcus in 6.9%; staphy. aureus in 2.8%.

In the group of acute purulent meningitis, the total cell

count was above 1,000 per cu. mm. in 90.3%, in tuber-

culous meningitis from 50 to 500 in 86.8%, and in 93.4%

of the cases of poliomyelitis the total cell count was below

200 per cu. mm.
Only 8.3% of the acute purulent meningitides had a

lymphocyte count above 15% of the total cell count. Of

these, one due to H. influenza had a total cell count of

306. while in the five cases due to N. intracellulars it

ranged from 3.100 to 7.225. In only 3.3% of cases of polio-

myelitis was the lymphocyte count below 15% of the total

cell count. In these three cases tne total cell count ranged

from 152 to 333. This, we believe, reflects the predomi-

nance of the neutrophile in the very early stage of the

disease. In the tuberculous meningitis series, the lympho-

cyte count ranged from 72 to 98%.
A differential count with more than 15% lymphocytes

strongly suggests inflammations due to the tubercle ba-

cillus or the poliomyelitis virus.

Tuberculous meningitis can be differentiated with fair

certainty from poliomyelitis by the almost uniformly low

spinal fluid sugars in the former, and a level above 50 mg.

per cent in the latter.

The combination of a total cell count between 25 and 500

with a predominance of lymphocytes, an increased protein

with a decreased sugar and chloride content, is rarely seen

in any other inflammation of the brain and its meninges

except n tuberculous meningitis.

Causes of Death of Infants Delivered by Cesarean

Section
(Thus. XL Lamb, in Brooklyn Hospital Jl., vst Quarter, 1949)

There were 11 deaths that should not have occurred at

all ; 7 attributed to developmental anomalies, that were

probably inevitable. This left 28 cases in which death re-

sulted from causes that are at times and to some extent

preventable or amenable to treatment. In 20 of those 28

cases hypoxia, actual or possible, was probably the prin-

cipal cause of death. Hypoxia is produced by any agent

that seriously diminishes the oxygen available to the fetal

tissues. The baby may be born dead or so badly asphyxiat-

ed that death ensues despite all treatment ; or the damage
may be insufficient to cause death yet severe enough to

produce irreversible changes in the brain resulting in men-
tal deficiency and neurological disorders.

For Mumps
CA. L. Ilayiie et al.. Chicago, in /. A. M. A., June 25th)

Diethylstilbestrol prevents the development of orchitis

ir mumps, and greatly reduces the need for surgery in the

cases which develop. Orally administered and lacking loxii

effects, and giving dramatic clinical results, diethylstilbes

trol is the best treatment as a preventive and cure 01

mumps orchitis.

Desage: 5 mg. daily; time of recovery 3 to 5 days.
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DEPARTMENTS

HUMAN BEHAVIOUR
,NKINSHIP, M.D., Editor, Richmond, Va.

SCHIZOPHRENIA (DEMENTIA PRAECOX)

This disorder of personality development has

more interest, study and speculation than

any other type of mental disease, largely because

it constitutes 20 per cent of the first admissions

to state hospitals and comprises about 60 per cent

of the hospital population. The chronicity of the

disorder creates quite an economic problem, be-

cause of prolonged treatment plans and indefinite

periods of hospitalization. Over 40 thousand new

cases develop in the I'nited States each year.

The "Hi! of this disorder may be at any time

;: m late childh 1 to late middle age. .Most fre-

quently it make.- its appearance during adolescence.

plausibly explained on the basis that it is

at this time in the life of the individual that the

most perplexing of life's problems arise: such as

life's future plans, going off to school, religion.

sex, vocation, and in general emancipation from

dependency to independence. Fortunately most in-

dividuals, after some degree of turmoil and con-

flict, make an adequate adjustment. Many, how-

ever, encounter great difficulty in successfully

emerging from this period. This disorder of per-

sonality seems to be partly inborn and partly ac-

quired. Dr. Adolf Meyer says that schizophrenia

is not a disease but a pernicious and insidious de-

veloping reaction type of maladjustment. It is the

end results of the accumulation of defective think-

ing and faulty reaction habits. Its victims fall into

dishonest and unfair techniques of meeting life's

situations. They dream, dodge, substitute, brood,

blame others, blame poor health, isolate themselves,

become suspicious, resort to negativism and suffer

from blocking. Their fantasies and day dreams

become delusions. Whenever we have to employ

the terms "queer." "peculiar." "bizarre." in de-

scribing a personalitv. we can be reasonably sure

that we are dealing with some degree of the schizo-

phrenic reaction type.

Schizophrenic vouths are shv. sensitive, selt-

conscious, proud, prudish, determined, lacking in

self-confidence, manv times the victims of stormy

sex urges, and at other times deficient in the sex

impulse. They usually suffer because of excessive

repression and improperly resolved conflicts. Nat-

urally they recoil from the struggle with real life

situations. After months or vears of thsi type of

tension, a sort of cumulative crisis is reached and

these unfortunate voung people sometimes indulge

in a precipitate and final retreat from reality. This

retreat from reality is rarely complete but usually

in varying degrees and in various segments of the

personality. Repression to some lower level is the

rule—to some juvenile level where at one stage the

individual was happy or encountered a minimum
number of conflicts. In any event, the situation

becomes intolerable and the individual can no

longer function adequately in society.

The schizoid child is not normal and the very

traits which set him apart as an example of good-

ness and meekness are the identical ones which are

responsible for the schizophrenic symptomatology.

The difficult child, the one that exhibits a normal

degree of curiosity and learns by experience, is in

less danger of developing the schizophrenic reac-

tion.

Preventive measures should be instituted early

and directed toward offsetting withdrawal symp-

toms and helping the individual to gradually adjust

to accepting reality instead of constantly escaping

it. Once the disorder has become established, pro-

longed treatment becomes necessary—long tedious

months of hospitalization with many ups and

downs. Psychotherapy and insulin shock treatment

yield best results. Electroshock is helpful in dissi-

pating some of the symptoms and can be used con-

currently with insulin. Lobotomy is used in extreme

cases but results are certainly not in accord with

ideal objectives.

UROLOGY
Raymond Thompson, M.D., Editor, Charlotte, N. C.

H\ URONEPHROSIS A COMMON AND
SERIOUS DISEASE CONDITION

H\droxephrosis is of great importance to every

practitioner of medicine and surgery, because it is

of frequent occurrence, in many instances it runs

a silent course, and its clinical manifestations are

protean. It may be unilateral or bilateral, infected

or noninfected, congenital or acquired. ,

Kretschmer 1 now calls attention to the impor-

tance of being on the lookout for it, and tells us

how to recognize it.

Hydronephrosis has no typical symptom com-

plex. In many cases it runs so silent a course that

when symptoms first bring the patient to his phy-

sician he is beyond relief, examination showing

wellnigh complete destruction of one or both kid-

neys. The first symptoms may be chills, fever and

sweats, often with pus in the urine. The absence

of pus from the urine may complicate the diagno-

sis which may be obvious a few days later when
the urine show3 a large amount of pus. Some pa-

tients complain of vague and indefinite abdominal

!. II. L. Kretschmer. M.D., Chicago, in ///. Med. //., April.
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pain, the nature of which is established only when

intravenous urogram shows a marked hydronephro-

sis. Pain with nausea and vomiting is frequent,

especially in children.

Hematuria may be the first symptom coming on

after a friendly scuffle, a light tap on the abdomen,

vigorous abdominal massage, or following sliding

to third base. In these cases the diagnosis may be

extremely difficult, especially when there is no vis-

ualization of t he hydronephrotic kidney. Gross

hematuria is rare. Severe bleeding into a large

hydronephrosis may induce profound shock or col-

lapse. Backache of long standing with no response

to treatment should arouse at once a suspicion that

we are not dealing with a lumbago and an intra-

venous urogram should be made.

When the patient presents himself with an ab-

dominal tumor with symptoms compatible with

hvdronephrosis, a tentative diagnosis is possible.

-It the patient volunteers the information that the

tumor varies in size, or if by massage he can re-

duce the size of the tumor, we have further evi-

dence.

Urinary symptoms are rarely due to hydroneph-

rosis. Diagnosis is based on the intravenous uro-

gram.

Hydronephrosis occurs in every pregnant woman.
The dilatation of the upper urinary tract is due

primarily to endocrine activity, secondarily to the

pressure of the pregnant uterus against the brim

of thre pelvis. Dilatation and pressure lead to stag-

nation of urine, which predisposes to infection re-

sulting in pyelitis of pregnancy.

Pyelitis of pregnancy is a preventable disease.

Foci of infection in the teeth, tonsils and sinuses

should be eradicated. Special attention should be

directed to the intestinal tract. Intercurrent infec-

tions, including colds, should be avoided. With the

termination of pregnancy the dilatation rapidly

disappears. Persistence after termination of the

pregnancy implies an organic lesion, probably ex-

istent before the pregnancy.

The incidence of hydronephrosis in various le-

sions of the gynecological tract is much higher than

is generally appreciated. Hvdronephrotic changes,

small to extensive, were found in 65.7% of cases

of uterine fibroids; in 81.9% of cases of ovarian

cysts; and in 25% of cases of uterine prolapse.

Hydronephrosis predisposes to infection and may
account for postoperative chills, fever and pyuria.

Tn prostatic obstruction the occurrence of hydro-

nephrosis is 39%. In many cases following removal

of the obstruction, marked regression of the hydro-

nephrosis occurs. The incidence is much higher in

carcinoma of the prostate.

If a diagnosis of hydronephrosis is made imme-
diately after an injury it is obvious that the trauma

served only to focus attention upon a preexisting

hydronephrosis.

Trauma sustained many years ago resulting in

extravasation of urine with some infection which

might result in periureteral adhesions may be a

factor in the hydronephrosis.

Radium and/or deep x-ray therapy may, bv pro-

ducing excessive fibrosis, result in hydronephrosis.

It is not generally realized that hydronephrosis

in children is a relatively common condition, fre-

quently overlooked because symptoms are apt to

be few and mild, and the urinary symptoms are

often overshadowed by the gastrointestinal symp-

toms.

Many cases enter the hospital late in the course

of the disease, unrecognized, and in extremis. The
routine use of intravenous urograms would discover

many more cases before irreparable damage to the

kidneys has been done.

Recurring attacks of pyelitis and chronic pyuria

demand competent urological stud} -

.

DENTISTRY
J. H. Guion, D.D.S., Editor, Charlotte, N. C.

DENTAL SEPSIS AND CHRONIC
- RHEUMATISM

Some 35 years ago attention was drawn to the

importance of focal sepsis, and particularly dental

sepsis in general disease. "This was followed by an

era of extractions which struck terror into the heart

of the populace." We still find it extremely diffi-

cult, in many cases, to say whether or not teeth

should come out.

Before the Royal Society of Medicine, Kersey 1

discussed the status presens of this subject.

In a review of fibrositic cases infection was found

of importance in 26.4% of cases, and dental infec-

tion in only some 25% of these. Even in treating

these 6.6% of the total by means of dental surgery

there will be many disappointments, but there will

be a few brilliant successes.

Theories are becoming more 'biochemical and less

infective! How does dental sepsis fit in with this

conception? Infection probably plays the part of

the finger on the trigger of the machine-gun—some-

limes the trigger gets stuck down even when the

finger is removed, sometimes another finger, e.g., a

food, trauma (physical allergy) or shock, will again

depress the trigger, or has perhaps been the of-

fending finger all the time.

Osteoarthritis is considered to be mainly due to

wear and tear and aging (sometimes premature

aging) and infection does not play any direct part

in its etiology but may be a factor in a concom-

1. (J. U. Kersey, in Proc. Rural Society of Medicine, March.
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itant fibrositis. Cases of rheumatoid arthritis

—

especially those with a fairly acute onset, com-

mencing with involvement of one of the larger

joints, often remaining rather asymmetrical in its

distribution, with no early loss in weight—often

give a history of infection or show gross sepsis.

Such cases react well to removal of the septic fo-

cus; but such treatment gives disappointing results

in ankylosing spondylitis. True fibrositis and fibro-

sitic perineuritis present a much more encouraging

picture.

In deciding on the advisability of radical dental

treatment, says Kersey, one must consider (a) the

type of rheumatism present, (b) the clinical evi-

dence in the particular case, i.e., the presence of

other trigger factors and infections, and (c) the

dental evidence both clinical and x-ray. In the

consideration of the teeth themselves, apical abscess

formation, dead and crowned teeth, teeth with root

absorption or hypercementosis. and unerupted

teeth are all suspect: but each must be considered

.in its own merit and in conjection with the age of

the patient.

When, afttr considering all these criteria one is

still in doubt, it is often wise to pull the mosc

suspected teeth and observe the patient's reaction.

Whenever there is. on medical grounds, a strong

case for extraction, it is as well again to draw only

one or two teeth on the first occasion, giving peni

cillin at the same time. If a reaction is obtained,

with increase in pain or swelling of the joints, then

extraction should be spaced out at intervals of

seven to ten days to produce a vaccine effect. In

such cases an autogenous vaccine is often wortii

preparing, the bottle to be put on the shelf and

used later, only if necessary, as a further stimulus

to the organism if a temporary improvement is not

maintained.

In some cases it will be obvious that dental ex-

tractions are indicated: in some extractions would

obviously be a crime; and the appearance of the

teeth is but a poor guide. In many cases, however,

careful elimination and then consultation between
the physician and dentist is necessary before any
campaign can be planned.

This authority sums up: I would suggest that

one look upon dental sepsis as the occasional trig-

ger in firing off some biochemical mechanism we
oo not as yet understand; alternatively gross sepsis

may help to sensitize the mechanism to the pull of

.he other triggers.

ing to force its way out through the skin of the thigh.

How the needle got into the woman's body remains a

mystery. Probably she sat in a comfortably upholstered

chair which was harboring the needle in the right position

foi a stab which produced so little discomfort as to be

overlooked.

I Uncle George Hubbard, a colored man who worked as

a mason in our neighborhood, so his grandson bragged to

me, swallowed a fishbone in his youth, and had it work
out years later through the bridge of his nose.—/. M. N.l

GENERAL PRACTICE
James I.. Hamner, M.D., Editor, Mannboro, Va.

Cutaneous Manifestation of a Travklino NtEui-t
<l. Roncliose, Providence, in Rhode Island Med. hmr. May)

\n elderly woman under care for a common eczematoid
dermatosis "i the hands, developed a furuncle on one
ihiuh. Because of varicose veins an infra-red photograph
was made. Surprisingly enough, a roentgen plate, obtained
lor the sake of completeness, showed a sewing needle try-

INSUL1N MIXTURES: REPORTS OF THREE
REPRESENTATIVE CASES

It has been Stern's 1 experience that 35-50 per

cent of all diabetics can be well regulated on diet

alone. Of those requiring insulin 70-75 per cent

require 40 units of insulin or less daily for ade-

quate control—any of the various insulin usages

now at our disposal—i.e., three or four injections

of regular insulin or one injection of globin or

protamine zinc insulin daily. Of the severe diabet-

ics—those requiring over 40 units of insulin daily'

—an extremely large proportion cannot be be sat-

isfactorily controlled by our usual methods.

A new insulin preparation is formed when reg-

ular and protamine zinc insulin are mixed in an

ampule or syringe. The characteristics of this prep-

aration are such that it acts rapidly and intensely

enough to control postprandial rises in blood sugar.

without producing hypoglycemic reactions between

meals. It also acts long enough to maintain the

tasting blood sugar within normal limits without

producing distressing nocturnal ''reactions."

The technique of regulating a patient with an

insulin mixture is not difficult. Patients are trans-

ferred to a 2:1 (regular: PZI) mixture, the dose

being calculated from the total number of units of

PZI and regular insulin which the patient has pre-

viously required over a 24-hour period for optimal

control, [f the patient continues to spill sugar on

arising the PZI in the mixture is increased—e.g.,

3:2 mixture, whereas, the regular insulin is in-

reased if postprandial hyperglycemia and glycos-

uria persist e.g., 3:1 mixture.

Precautions—Since all the daily doses are com-

bined in one injection, a concentration of 80 units

per c.c. is preferable (less fluid to inject). Prepara-

tions of one manufacturer should be used persist-

ently in order to keep conditions as constant as

j>os<il>le. The dose of unmodified insulin is drawn
into the syringe first. The mixing of the two in-

sulins is easy to do bul difficult to explain. Pa-

tients must be shown how. The new feature to be

learned is how to draw an air bubble into the

syringe and roll it through to mix the doses.

t. Sol. ii. Stem. Jr., MIL. New Orleans, in Medical rimes
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Advantages which insulin mixtures offer: (1)

these mixtures are made to fit each patient's needs;

(2) only one daily injection is required; (3)

tedious dietary readjustments are unnecessary and

(4) they do not increase the number of insulins

commercially available which would, in turn, fur-

ther complicate therapy. The indications for ex-

temporaneous mixtures are those cases which are

not adequately regulated by one daily injection of

globin or protamine zinc insulin and who require

multiple injections of regular insulin for adequate

control.

THE MANAGEMENT OF STATUS
ASTHMATICUS

Status asthmaticus is a condition of severe,

continuous asthma, unrelieved by injections of

epinephrine even when frequently repeated and in

increased dosage. In that latter clause lies the

insistent reason for this abstract. 1

Treatment: Stop all epinephrine and ephedrine

compounds. This is the most important feature of

treatment. All sympathomimetic medications should

be removed for a period of 48 to 72 hours. During

this interval there is a strong temptation to re-

introduce epinephrine, especially when substitute

therapy is of little value.

When reintroduced, give only 5 to 8 minims p.

i. n.. repeating even within IS min.

The problem resolves itself into keeping the pa-

tient alive and as comfortable as possible for 48 to

12 hours, when epinephrine is again introduced,

the patient will respond, if there is no infection in

the bronchi.

These patients are dehydrated. They have been

sick for days without sleep, food or fluids.

We routinely give 2 to 3 liters of 5%. glucose in

distilled water or Na CI solution alternately during

the first two or three days of hospitalization. Addi-

tional fluids should be given orally as tolerated.

Aminophyllin intravenously, initially 0.25 grams

(3-j4 grains) dose for symptomatic relief q. 4 h.;

up to V/i grains in 20 c.c. of diluent. In the pres-

ence of cardiac complications caution must be used.

When the patients become refractory to amino-

phyllin its use should be discontinued.

Oxygen by nasal catheter, or B. L. B. mask, is

helpful.

Demerol with caution, is effective, for sedation

and bronchodilating effect. Morphine should never

be used in asthma, and especially in status asth-

maticus. Initial demerol, dose max. 50 mgm. in-

tramuscularly. May later be necessary to increase

to 75 mgm.. rarely to 100. Six to eight-hour inter-

vals up to four or five days.

To thin out bronchial secretions best is potas-

sium iodide 10-15 m. 4 i. d.

1. VV. E. Eiscnstadt, Minneapolis, in Jl.-Lancet, June.

Elevation of the diaphragm may increase in the

vital capacity. The palm of either hand is placed

underneath the ribs on one side and pushed up-

ward and inward during the latter half of respira-

tion. Repeated on the other side, three to four

times daily.

HOSPITALS
R. B. Davis, M.D., Editor, Greensboro, N. C.

HOSPITALS BEWARE!!
For some years, there has been the most im-

practical leadership imaginable in the nursing pro-

fession. The National Nurses Association no more
represents the opinion of the rank and file of R.

N.'s in the country than does the American Medi-

cal Association represent the opinion of the rank

and file of the physicians of the country. That we
physicians have been poorly led for the last 25

years is now common knowledge; and the pro-

posed socialization of medicine is the result of this

poor leadership.

The most recent disturbing element in the Na-
tional Nurses Association is the publication of a

book known as Nursing For The Future, by Esther

L. Brown, Ph.D., of the Russell Sage Foundation.

The editor does not bnow what the Russell Sage

Foundation is, where it came from, what it aims

and ambitions are, nor has he heard of the Carne-

gie Corporation unless the Carnegie Foundation is

the name for the Carnegie Corporation. At any

rate, it seems that these two foundations were in-

terested in providing material or funds for this

book.

This book apparently has been very carefully

prepared and skillfully propagandized in the inter-

est of a new type of nurse, the "professional

nurse," who can obtain her education as a nurse

only after obtaining a college degree. It is rather

significant to note that this Dr. Brown is not an

M.D., nor an R.N.; rather, if you please, a doctor

of philosophy. Where she obtained her degree and

what experience she has had with doctors, nurses,

and sick people, we do not know. Her recommen-

dations seem to be based upon the opinion that the

present R.N. is only a little above the scrub woman
of the hospital in intellect and standing, that the

present training schools for nurses are so inade-

quate that the immediate closing of many of them

is demanded.

Some of the nurses have realized, just as many
of the doctors realized some months ago, that they

could no longer follow the present leadership. Some
of these nurses have been bold enough to speak

out and to give from their vast personal experience

some of the most pertinent facts in regard to nurs-

ing the sick in this democratic country.
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The editor is led to believe that il is the duty

of his department in this journal to warn hospitals

that they are being bombed from above by an or-

ganization calling itself the National Nursing Ac-

crediting Service, 1790 Broadway. It would appear

that this philosopher Brown is either directly or

indirectly concerned with this organization. The

stationery does not have on it who is the president,

but there was a notice sent out to the State League

of Nurses Education, State Nursing Association,

State Board of Nurse Examiners, and the State

Organization for Public Health Nursing, inviting

them to a so-called Work Meeting to be held in

New Orleans August 2nd-4th, Denver August 9th-

11th, Chicago August 16th-18th, and New York

City August 23rd-25th. The notice was signed by

Hazel A. Goff. Whether or not she is also a philoso-

pher, an K.N'., M.D., or Communist is not stated,

but she is designated as Director of the Study on

the Unification of Accrediting Activities. For at-

tending one of these Work Conferences a $5.00

registration fee will be charged. It is significant to

note that this notification of intention on the part

of a member to attend this meeting should be sent

to the director in New York not later than July

22nd, but the delegate is to make her own hotel

reservations.

The Georgia State Nurses Association and the

Arkansas Nurses who are running the training

schools in that state have apparently become
alarmed and are trying to maintain the present

status of the R.N. Would it not be wise for the

State Hospital Associations of North Carolina.

South Carolina, and Virginia, through the execu-

tive boards, to immediately studv philosopher

Brown's book and see if her interpretation of the

nursing field is in keeping with the opinion of

M.D.'s, R.N.'s and others who know most about

running hospitals and training schools, and treat-

ing sick people? It is high time that these organi-

zations, together with the State Nurses' organiza-

tion, pool their resources and come out boldly in

defense of the profession that has stood the test

of time, that has ingratiated itself into the hearts

of millions of people, and whose future now de-

pends upon the loyalty of those whom it has served

The Brown report first of all advocates the so

cialization of medicine; it further advocates Fed-
eral aid to run these superprofessional nurses' in-

stitutions of learning; but it does not advocate the

accrediting of nursing schools by the nurses asso-

ciation or the hospital association or any other

medical body—rather, there is set up an organiza-

tion known as the National Nursing Accreditins

Service which shall dictate to the training schools

and accredit or discredit them, as the "Service"

sees fit. It further states that wide publicity should

be given to this "Service" from the great city of

New York, and that the lay public should be pro-

pagandized profusely into believing that any train-

ing school for nurses not accredited by this body

is a '"disgrace" to the community. Apparently this

report accuses hospitals of being less interested in

training nurses to care for sick people, than in

getting cheap labor from the student nurses. This

is a harsh indictment by one who is not an M.D.,

of an institution that has been built upon blood,

muscle and bone of doctors and nurses for the

last 75 years. One would think that this philoso-

pher Brown had never been ill in her life, nor had

any of her people ever been treated or nursed by
members of the healing professions.

Some of her statements lead one to the conclu-

sion that she is advocating beyond reasonable

doubt that nurses should be divided into two

groups—superprofessional nurses and practical

nurses; and that the practical nurses should do

only menial services under the domination of the

superprofessionals. It would seem that we would

have superprofessional nurses taking the role of

the junior doctor who would be entirely responsi-

ble for the patient except when the chief was
actually at the bedside. This function today is

usually carried out by the interne or resident. One
wonders how long it will be before the Brown
Philosophy will include the General Practice of

Medicine by the professional nurse.

I have no crow to pick with her about speaking

of the practical nurse, for she renders many
valuable nursing services to the sick person.

Philosopher Brown seems to think that hospital

schools of nursing cannot possibly prepare nurses,

so she would have them prepared by the universi-

ties. Therefore, these hospitals' training schools

should be closed or be allowed to operate only as

practical nurses' training schools. Mind you, these,

too, to be accredited or not by this new National

Nursing Accrediting Service. She says that the idea

promulgated in her report has the support of con-

sultants of the U. S. Public Health Service for

Cadet Nurses, and that they rated training schools

for nurses as "very poor," "poor," "fair," "good,"

or "excellent;" and of the 1250 training schools in

the U. S., only 147 were rated as good or excel-

lent." It does not state who these experts were

who so confidently damned 80 per cent of the train-

ing schools over the country, but I am certain that

few. if any, of these consultants have ever operated

a training school for nurses, operated a hospital,

or maintained a satisfactory private practice of

medicine.

The medical profession has been gotten into s

sad plighl by following bad leaders. Now the nurs-

ing profession is rapidly -falling in line behind just

such leaders, and unless some of the practical-mind-

ed nurses, doctors and hospital administrators rec-
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ognize the seriousness of the threat, and take time

enough off to counteract the influence of these mis-

informed, impractical, and (many of them) social-

istic minded individuals, disaster will result.

It is plain from the modus operandi of these

would-be dictators in nursing education and prac-

tice that this is but part and parcel of the move-

ment to destroy all the organizations and institu-

tions upon which our very freedom and liberty de-

pend.

GENERAL PRACTICE
William R. Wallace, M.D., Editor, Chester, S. C.

GENERAL PRACTITIONERS FULLY ABLE
TO DO MOST OF THEIR PSYCHIATRY
The successor to Dr. William A. White at St.

Elizabeths tells us a formidable psychiatric term-

inology has grown up which has done much to dis-

courage medical students and physicians from in-

teresting themselves in the psychiatric aspects of

practice. This calls to mind a report from a stu-

dent that his dog was dead and the retort of the

demonstrator: "You say 'my dog is dead'; I say,

you killed that dog."

Dr. Overholser goes on to say a good deal with

which this journal heartily agrees, which, indeed

it has been loudly proclaiming for many a weary

year, with little encouragement from psychiatrists.

Psychosomatic medicine is a somewhat unfor-

tunate term indicating what is not true, namely,

that there is a soma which is separate from the

psyche; the two cannot be considered separately.

A more recent objection to the term comes from a

perversion of its original meaning toward an in-

terpretation of it as meaning "neurotic." Much is

heard of "psychosomatic illness" as meaning ill-

ness in which physical symptoms are caused pri-

marily by psychologic factors, i.e., are "psycho-

genic." The reverse situation, however, is equally

important. I realize that these objections will

probably not affect the use of a term which already

has become thoroughly embedded in the medical

literature, and even in common speech.

Any physician who has been the proverbial

"good doctor," who has been a successful family

practitioner, has been practicing psychiatry.

Patients who go to the physician with vague

physical complaints, for which no organic basis

can be found, call for a careful investigation of

the emotional factors and what the patient is try-

ing f subconsciously) to express by his symptoms.

In this group one should look for the possibility

of a prevailing mood of depression. Alvarez has

recently been quoted as advising that one always

I. Winfred « )vorholser, Washington, in //. Mo. Med. Assn.,

ask the patient "Are you happy?" Sometimes the

patient suffering from an early depression has

vague symptoms—uneasiness in the gastrointesti-

nal tract, lowered energy, and a feeling of being

"sick all over." Accompanying this may be a feel-

ing of sadness and unworthiness, which if not

recognized may lead to suicide. Nor should it be

thought that because the patient threatens suicide

he can be depended upon not to attempt it; that

legend dies hard. The family physician can handle

most of these problems. The patient feels confi-

dence in him, and is usually ready to cooperate

with the physician is given an opportunity to un-

burden himself and to discuss his symptoms freely.

Psychotherapy is a broad term. There are many
types and many degrees of depth. Psychoanalysis

is a lengthy procedure, not applicable to all cases,

to be practiced by the highly trained in that field.

Many patients respond to simple reassurance, to

ventilation of their symptoms or to a mild degree

of support.

It is and will continue to be the province of

the family physician to care for the general run

of patients suffering from emotional disturbances.

Some form of psychotherapy is an inherent part

of the treatment of the patient although not nec-

essarily under that name. It must not be forgotten

that a patient suffering from a neurosis may have,

or develop, an organic disability as well. By the

methods best suited, with tact and understanding,

the patient must be guided to a mature way of

dealing with his situation. He must understand

the relation of his symptoms to the particular mal-

adjustment which he is suffering. In achieving this

end the family physician, the man whom the pa-

tient trusts, the man whom he knows to under-

stand him and to be tolerant of him, will play an

important, an essential role.

THERAPEUTICS
J. F. Nash, M.D., Editor, St. Pauls, N. C.

ANTIHISTAMINE DRUGS AS CURES OF
THE COMMON COLD

Pyribenzamine, Thenylene, Neoantergan and

Histadyl as well as Benadryl were the drugs used

in this study, with a combination of codeine sul-

fate with papaverine hydrochloride as the control. 1

Brewster's original objective was to determine the

percentage of colds which could be aborted.

The dose for adults was arbitrarily set at SO

mgm. lor I he antihistaminic drugs, 16 mgm. each

of codeine and papaverine for the control. Each

patient was instructed to repeat the doses q. 4 h.

when awake for at least three doses and report the

[. I. \l. Brewster, Capt., MX'.. U. S. Navy, in U. S. Naval
Med. But.. Jan., 1949.
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following a. m. The cold was considered aborted

or cured when all signs and symptoms disappeared

completely within 2 4h. of beginning of treatment,

and did not recur in 48 hours after all treatment.

was stopped.

In this series of 572 patients with common colds.

19 of 21 patients in whom treatment was begun

within the first hour of symptoms were cured.

In Ho (74', ) of those whose treatment begun

in 6 hours were cured. The "control" treatment

was little effective.

It is believed by this Naval medical officer

that:

The incidence of the common cold will be re-

duced to a startling degree when the antihistamine

drugs are more widely prescribed for early medica-

tion of colds, much as aspirin is at the present time.

These new drugs stop the sneezing, coughing and

the discharge from the nose which now is left in-

visible on door knobs, faucet handles, handrails, in

the air we breathe and on other places of contact.

If properly and universally used, the antihistamin-

ics could reduce the incidence of colds to near the

vanishing point.

ARTHRITIS
All doctors are eagerly interested at all times

in the present status of knowledge of arthritis.

Here is a summary of a clear statement of the

case.'

The diagnosis of gonorrheal arthritis is based on

behavior of the articular disease, with identification

of Neisseria in the genital secretions. Neisseria in-

fection of intraarticular exudates occurs in only a

fourth to a third of the cases. Gonorrheal arthritis

should be cured promptly by adequate doses of

penicillin. 'Ten'ciilin-resistant gonorrheal arthritis"

often proves to be rheumatoid arthritis provoked
to activity by the gonorrhea.

The treatment of suppurative arthritis due to

pyogenic organisms is daily intramuscular intra-

articular injections of penicillin, supplemented by
arthrotomy only if destruction of the articulation

is proceeding in spite of the antibiotic therapy.

Early and adequate use of chemotherapy and anti-

biotics usually makes incisions and drainage unnec-

essary.

Coccidioidal arthritis musl now be consideration

in differential diagnosis of specific forms of arthritis

encountered in this country. Though still a rare

disease in most parts of the United States, cocci-

dioidomycosis is being encountered with increas-

ing frequencv. It is readily mistaken for tubercu-

losis. The diagnosis must be made by culture of

fluid aspirated from suspected joints or. in still-

doubtful cases, by joint biopsy. Specific remedies
for this disease have not been developed, and. as

1. E. F. Rosenburg, M.D., Ph.D., in Jour. A. M. A.. July 2nd.

extension to other organs may result, amputation

is required in some cases.

Rheumatoid arthritis occurs at any age—peak

20 to 30; muscle atrophy and some debility develop

promptly. Characteristics: polyarticular, an insid-

ious onset, and slow, though sometimes irregular,

progression. Atypically, joint involvement may be

sudden. May be monoarticular for a long time.

Neither the laboratories nor the x-rays are of

great aid.

When usual procedures fail to clarify the diag-

nosis the physician is justified in performing ar-

ticular biopsy to establish the diagnosis or rheu-

matoid arthritis.

The best results obtained are not by application

of any single measure, but from continuing intelli-

gent application of a program of many measures.

After two decades of use of gold compounds in

treatment of rheumatoid arthritis, opinions are still

divided regarding its effectiveness. There is con-

siderable evidence that gold can lessen the progress

of inflammatory lesions of rheumatoid arthritis in

a considerable proportion of cases.

BAL is effective in treatment of toxic reactions

resulting from gold, as granulopenia, exfoliative

dermattiis, nephritis and thrombopenic purpura.

Osteoarthritis of the primary type is widespread.

It is generally ascribed to wear and tear, but this

is too simple an explanation. The deformities which

result are not so extensive as those of rheumatoid

arthritis, but serious crippling can result.

A predilection for terminal joints of the fingers

is characteristic of osteoarthritis, whereas the

proximal interphalangeal joints and the metacarpo-

phalangeal joints are characteristically affected in

rheumatoid arthritis.

Treatment of osteoarthritis will always be lim-

ited bv the poor powers of cartilage to heal.

At present there is a renewal of interest in intra-

articular injections. Acid potassium phosphate, lac-

tic acid, and benzyl salicylate are the agents most

commonly used.

The Prevention of Accidents
(Win. Gissane, in Proc. Royal Soc. of Mel. (Lond.1. April)

Events leading up to accidents, as recounted by the vic-

tims, have theri root in every-day matters; particularly

so in home accidents, and road accidents in children. Of

accidents of the domestic type, 60% are caused by falls.

Industrial accidents are much more frequent in jobs that

do not demand much thought from the worker, where the

machines are planned to do the thinking part of the work.

Really dangerous-looking jobs which demand concentration

by the worker upon the job at hand are notable for the

infrequency of accidents.

We should pursue the problem of accident prevention

from the human angle by education through personal con-

tacl villi (he victims and their families.
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SURGERY
William H. Prioleau, M.D., Editor, Charleston, S. C.

PRESENT STATUS OF THE INJECTION
TREATMENT OF HERNIA

The injection method of treating hernia has

met with little popularity. This is explained by a

number of facts, among which are that the opera-

tive treatment is generally satisfactory, and that

the average surgeon has had little or no experience

with treatment by injection. Also, the injection

treatment has been practiced by many not quali-

fied, thus placing it in the category of quackery.

Dr. Amos Koontz 1 about 1940 began treating a

series of cases by this method so as to determine

its value from his own experience. World War II

caused an interruption of five years. He has re-

cently reported the results in those cases treated

prior to his entering the service.

He concludes that in general the surgical treat-

ment of hernia is far superior. He also concludes

that the injection method can cure some cases.

This method is particularly applicable in elderly

infirm patients in whom operation is contraindicat-

ed; in industrial cases with large rings, but no

demonstrable hernia; in some instances where the

patient refuses operation; and in recurrences with

small fascial defects.

In some cases the injection treatment does not

effect a complete cure but gives great relief when
used in conjunction with the wearing of a truss.

The recurrence rate following the injection treat-

ment is high, but the operative repair is no more
difficult than in post-operative recurrences.

Whereas there is a definite place for the injec-

tion treatment of hernia, as in many other condi-

tions, it should be practiced only by those who are

qualified to do so.

1. Koontz, A. R.: Arch. Surg., 58:273, 1949.

GYNECOLOGY
Rachel D. Davis, M.D., Editor, Kinston, N. C.

THE MANAGEMENT OF THE MENOPAUSE,
WITH PSYCHOSOMATIC ASPECTS

Every doctor should learn well what Novak 1

has learned about how best to help women at the

climacteric.

Many v.-omen are apprehensive about the meno-
pause; some even fear they may lose their minds.

No woman loses her mind from the menopause
alone. There are a good many women and men
who do develop psychoses in middle life, but the

psychoses are not due to the menopause.

The menopause does not cause cancer. Many
1. Emil Novak, in IV. Va. Med. Jl.. Dec.

women do get cancer in middle life, but they also

get it at other ages and the menopause has nothing

to do with the starting of a cancerous process.

Many women believe that the menopause means
the end of their physical attractiveness and the end

of sex feeling. That, of course, is not true. In the

human being the ovary has very little to do with

libido, the sex sense. A quadruped no longer goes

into heat if the ovaries are removed, but in the

human female the seat of libido is in the psyche.

The ovaries in themselves are not essential at all

to sex gratification.

Many women have far more sex feeling after the

menopause than they had before. During menstrual

life for many women the fear of pregnancy prevents

sexual pleasure. Once they are beyond the risk of

pregnancy this inhibition is removed and the wom-
an allows herself full gratification.

Most women around the menopausal epoch put

on weight—five, 10 or 15 pounds. Most often they

are concerned about the middle-age deposit of fat

around the abdomen. Only a small percentage of

women get quite heavy; thsi can be controlled by
dietetic and other measures.

We are assured by this authority on these mat-

ters :

A doctor can treat women much more honestly

and much more effectively by talking to them at

this time than he can by shooting hypodermics into

them. To all of this sort of thing we apply the

fancy name of psychosomatic medicine. It is the

same kind of medicine that every common-sense

doctor has always practiced—taking the time to

explain to women in words which have meanings

just what the menopause is, and in all but a few

cases nothing like estrogen therapy has been, or

will be, needed to tide them over.

The ovary functionally lives for 32 or 33 years

and when it dies it stays dead. No one ever has

been able to reactivate or rejuvenate the ovary.

The uterus can be rejuvenated. It is possible by

certain hormonal means to convert the small atro-

phic uterus of a woman 100 years old into one the

size of the big, husky organ of a woman of 25

years, if you give her estrogen followed by enough

corpus luteum hormone you can produce a perfect

reproduction of a menstrual cycle.

It is done in some cases by certain tumors which

tend to appear in women long after the menopause.

The tumors reproduce the sex hormone, which re-

juvenates the uterus.

..The characteristic menopausal endocrine change

is cessation of production of the estrogenic or ova-

rian hormone, while the pituitary keeps on func-

tioning long beyond the menopause; so the ad-

ministration of estrogen is rational for symptoms
if they become severe.

If a patient at 40 comes because she is nervous
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and irritable, can't sleep, and has bad digestion

and the doctor .-ays "the change of life is begin-

ning to work on you," and reaches for the hypo-

dermic, he does that woman a lot of harm. Using

hypodermic estrogen for menopausal women is un-

necessary and it is undesirable.

We have an abundance of good oral estrogen

preparation.-. Stilbestrol has been a real godsend

to women because it relieves when administered by

the oral route.

The most important representative of that group

is diethylstilbestrol. Stilbestrol, in 10 to 15 per

lent of women, produces unpleasant effects—not

dangerous. When and if they occur, there are avail-

able other oral estrogens less liable to produce

these effects.

No woman needs estrogen therapy constantly.

The doctrine of a maintenance dose is a wicked

one. No more than 10 to 15 per cent of all women

at the climacteric need treatment for the unpleas-

ant symptoms incidental to that process. If you

give a woman such therapy constantly you can

prolong the menopause and thus delay that re-

adjustment which must take place. Give estrogen

only in those cases and at those times when the

symptoms are sufficiently severe to be a real prob-

lem to her.

In women who have cancer of the uterus which

is treated by radiation, and menopausal symptoms

develops subsequently, testosterone is preferable

because it relieves the symptoms without the haz-

ard of estrogens.

PUBLIC HEALTH
N. Thomas Ennett, M.D., Editor, Greenville, N. C

THE NEW SCHOOL HEALTH PROGRAM
The last General Assembly decided to embark

upon a School Health program of vital importance.

The program will be carried on under the joint

sponsorship of the State Board of Health with

5326,211.00 and the State Board of Education

with 5550.000.00.

These boards are asking local school officials and

local health officials to submit plans for spending

the money in their units. The money may be spent

for additional nurses, doctors, and dentists, health

educators, and the correction of physical defects

of poor school children.

Some of the more conservative physicians may
look upon the correction of defects as a step to-

ward socialized medicine, though we believe that

on second thought they will realize that this pro-

gram, if generally adopted throughout the United

States would do much to combat the trends to-

wards socialized medicine. The fact that so many
poor school children with defects that impair their

health and retard their school progress were being

neglected, made many intelligent citizens look fa-

vorably upon the idea of socialized medicine. These

intelligent citizens felt, and in our opinion rightly

so, that if the family could not provide remedial

iervii the State, for its own protection, should

provide it.

As we understand the program it will be based

on a plan w:orked out by the local school superin-

tendent and the local health officer, in conjunction

with the local medical society, and later submitted

to the State Board of Education and the State

Board of Health for final approval.

Of course medical and surgical fees for school

work must be reduced in keeping with reductions

already approved by the State Medical Society for

orthopedic work, Blind Commission work, and the

Blue Cross Insurance Plan.

It is well for the medical profession of the State

that the leaders in the State Medical Society have

already read "the handwriting on the wall" and are

trying hard to make amends for our oversight in

the past, when many of us in the profession ignored

the obligation we owed society, itself.

As a local Health Officer, constitutionally op-

posed to socialized medicine, may we express the

hope that the rank and file of the medical profes-

sion will be realistic in this program, bringing their

fees down to a level where the majority of the in-

telligent tax-paying public will feel that the pro-

fession is giving full cooperation to the state school

health program.

Experience With a New Insulin
(X. K. Kirkpatrick, in Proc. Staff Meet. Mayo Clinic, July 6th)

Insulin, designated by the manufacturers as NPH 50, is

a neutral crystalline protamine zinc insulin with an action

intermediate between that of regular insulin and p.z.i.

At the Clinic the practice has been to use p.z.i. for pa-

tients who require 20 units of insulin or less a day. Those

who require more than 20 units have been treated with

insulins mixed in the syringe.

Diabetic patients using, insulin who lived in Rochestei

or near by, who were under supervision and who were

willing to try it were given this insuln. Nearly all of them

were engaged in their usual occupations and eating at

home.

After use of the new insulin* for a period of two to

six months, comparison was made of control during and

before the use of new insulin.

Reactions from overdosage of NPH 50 were more easily

recognized than those from p.z.i. Control of diabetes ob-

tainable with this new insulin is certainly more satisfactory

than that obtanable with p.z.i. alone. For control of dia-

betes of considerable severity additional regular insulin

seems to be required. Even so the new insulin is more

convenient to use than mxitures made in the syringe of

regular and p.z.i. Of these 20 patients only one expressed

a preference for the earlier procedure.
*\Vc art- indebted to Dr. F. B. Peck, associate diretor, Medical

Division, Lilly Research Laboratories, for these supplies.

Inoperable Cancer.—Read conclusions- of article by

Adair et. al., in Journal A. M. A., August 13th.
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COCCYGODYNIA
Coccygodynia is an ailment too frequently over-

looked. A review of Mentzer's1 records for the last

nine years shows this diagnosis to have been made
in 150 cases, and thus his successful treatment ex-

plains the essay.

A diagnosis is often suggested by the way a pa-

tient squirms after sitting awhile, and the evident

distress when getting up from the sitting position.

The pain rapidly disappears after walking a little.

Many find that lying on the back causes pain in

this area and are relieved by turning on the abdo-
men. Some relief is often obtained after defecation.

The coccyx is palpated with the index finger in-

serted its full length into the rectum and then

manipulated bimanually. In coccygodynia, exten-

sion of the coccyx causes pain. The ischial spine

is then located on one side, and with deep pres-

sure, the finger is moved towards the coccyx, there-

by pressing on the levator and coccygeus muscles
on that side. This pressure is repeated on the op-

posite side, and the difference in tone is noted.

The patient is asked which side is more tender to

pressure, and in almost every case there is unilat-

eral spasm when coccygodynia exists, and this ma-
nipulation almost invariably reduplicates the pain.

In differential diagnosis, a deep-lying ichio-rec-

tal or supralevator abscess must be ruled out. In

the latter case, the pain is different, being con-

tinuous even when the patient is walking, and
more often there are urologic symptoms. Also, there

is fever, tenderness to deep pressure on the skin

overlying the abscess is present, and digital exam-
ination reveals a boggy, tender encroachment into

the rectal lumen rather than the tense border of a

spastic muscle. Fissure and cryptitis must also be

kept in mind, but here, too, the pain is different

and usually increases rather than lessens after a

bowel movement; it is characterized by burning

and cutting rather than the cramping of coccygo-

dynia.

The condition is much more common in the fe-

male, with a ratio of 133 to 17. Of the 133 women,
63 had had pregnancies, while 70 had not. Only
one gave a history oj injury to the coccyx during

delivery.

As soon as the diagnosis of cocygodynia was
made in this series, massage of the involved mus-
cles was started.

The index finger is inserted full length into the

rectum, then swept from the ischial spine to the

coccyx on the affected side, pressure being exerted

on the levator and coccygeus muscles. The first

massage is usually light. If the diagnosis is correct

the patient observes noticeable relief for 24 to 48
1. C. G. -Mentzer, Miami, in //. Via. Med. Assn., July.
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hours. The second massage is given 24 to 48 hours

after the first. The masages arc heavier and longer

as the treatments progress.

When a patient returns in four days and has had

or only two days, the next visit is set at two

days, and then the interval between treatments is

gradually lengthened. In the more painful cases in

n of an oil-soluble anesthetic about the

coccyx and into the involved muscles was carried

out in 45 cases under caudal or local anesthesia, in

addition to the massage. Massage alone was done

in 105 cases. The number of treatments varied

from one to 21—an average of 5.7 per patient.

Applying Kleckner's classification of true and

referred types to this series of 150 cases shows that

true coccygodynia was present in only 12, while

the others were of the referred type. The coccyx is

not itself injured or diseased and the causative fac-

tor is some other stimulus which is responsible for

the reflex spasm of the levator muscles, thereby

producing the pain.

Perhaps if the cocygodynia symptom were not

called to the attention of the patient it would be

accepted as one of the usual sequelae of anal sur-

gery. Relief would and has come in many unsus-

pected cases by the softening of these scars and
aeration of the nerve end caught in them.

It is though! thai a focal infection is the etiologic

factor in referred coccygodynia, causing tonic

spasm through a nerve reflex.

The diagnosis is easily made. The treatment is

simple and can be carried out in the home or of-

fice. Elimination of infection is done by surgery

or medical treatment, as indicated. The results of

lent are gratifying.

PAINFUL AMPUTATION STUMPS AND
PHANTOM LIMBS

The medical treatment of these cases has
been disappointing and the difficulties encountered
in getting relief by surgical measures is evident
from the current neurosurgical practice of treating

some of these cases by excising areas of the brain.

Russell 1 describes a treatment at the periphery
by a very simple procedure which in many cases

proves successful. The first method tried was to

deaden the neuromata with procaine and to percuss
them for 10 to 15 minutes with a piece of wood
The use of a local analgesic before the first treat-

ment has been discontinued as unnecessary, and
instead a sphymomanometer cuff is applied to the

amputation stump and inflated to over 200. Within
two or three minutes the tender scars and neuro-
mata become less sensitive, and gentle hammering
with a wooden mallet or by means of a mechanical
vibrator can be started and continued wtih increas-

ing vigour for 10 minutes. The blows of the mallet
are usually transmitted to the neuroma through a

wooden applicator.

If the stump is too short for the cuff, pressure is

just as effective as hammering in abolishing the

stump pain.

During percussion or pressure on the neuromata

a great variety of sensations are referred to the

phantom foot or hand. These gradually become

less and the part of the phantom affected becomes

numb and painless in 5 to 10 minutes if the

strength of percussion is correct.

There are usually at least three neuromata in

each stump, which should all be treated in the same
way. Bruising of the stump should be avoided, but

if a bruise develops next treatment can be supplied

to the nerve just above the neuroma.

After tieatment the patient should wear his arti-

ficial limb for as long as he wishes—the more the

stump is exercised the better. Jactitation usually

ceases to be troublesome after the first or second

treatment.

Treatment is repeated at least twice daily, but

before long one treatment a day is usually suffi-

cient, and the patient soon learns to knock awav
his phantom pain whenever it becomes trouble-

some. A heavy mallet is required to treat neuro

mata buried under thigh muscles, but in other in-

stances a light mallet may be adequate.

During percussion of the neuromata, but before

the onset of general numbness in the stump, many
sensations of long-since vanished parts of phantom
and pre-amputation sensations commonly reappear.

I. W. R. Russell, in British Med. .'/.. June 11th.

A SIMPLE METHOD FOR THE DETERMI-
NATION OF PLASMA SALICYLATE

It is well established that salicylate in large

doses is the best treatment for acute rheumatism
and that if the desired results are to be obtained

from salicylates, the plasma salicylate concentra-

tion must be maintained above a certain level. A
method by which this level can be readily deter-

mined, quickly and easily, by anv physician at

the bedside is described. 1

Equipment required: (1) A lancet such as a

scalpel blade; (2) a glass or plastic cup 5 mm. in

diameter and 3 deep with vertical walls. (3) Ca-
pillary tubes 7 cm. in length. 1.00 cm. in diam-

eter—the inside 2 3 of the tube wetted with a

sol. three parts by wt. powd. gum acacia mixed
in a mortar with 10 parts water, and then with

seven par f s by wt. of magnesium sulfate. The tube

was then dried at about 95° C. To prevent coag-

ulation a bit of heparin was placed in one end of

the tube and allowed to fall out the other end. (4)

A small rubber bulb, one end with a hole into

which the end of a cap. iube snugly fits, at the

opposite end a larger hole that may be occluded
1. J. II. Miller & R. W. Whitehead. Denver, in Rocky Mottn-

d. II., /uly.
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with a finger tip. (5) A small block of rubber

with a small hole so that it may be used to cap the

capillary tube and support it in an upright posi-

tion. (6) A microscope slide—the glass cup "2"

may be fastened to one end of it. (7) A sat. sol. of

ferric nitrate in distilled water— 1 c.c. suffices for

100 tests. (8) A color scale made by matching

with water colors or oils the colors produced by
plasmas of known salicylate content. Prepared

tubes should be used in making the standard color

scale in order to compensate for such changes as

may be introduced by the acacia-magnesium sul-

fate reagent. The scale should be mounted on a

yellow-green background.

A finger tip is wiped with alcohol, punctured,

and wiped dry. About 0.1 c.c. blood is gathered

in the glass cup. By using the rubber bulb attach-

ed to the untreated end of the capillary tube, the

blood is drawn into the tube for a little more than

two-thirds its length and then nearly extruded

back into the cup, repeated several times until the

coating in the tube is dissolved. The tube is then

filled to within a few mm. of the top. The column

of blood must be unbroken by air bubbles.

The tube horizontal, the filling end occluded with

a finger, the rubber bulb is removed. The filling

end is then capped with the rubber block and the

tube set nearly vertical, using the rubber block as

the base. In a few minutes the erythrocytes will

clump and begin to settle rapidly. After the tube

has stood for IS minutes the column of plasma

will be 2 to 3 cm. The tube is broken at the line

of demarkation while holding it horizontally. By
using the rubber bulb the plasma is extruded upon

the glass slide. The end of the tube is wiped dry

and ferric nitrate reagent equal to l/3rd the quan-

tity of plasma is drawn in and expressed on top

of the drop of plasma, gently stirred to form a

coagulum. The density of the purple coloration of

this coagulum is then compared with the standard

color chart and the salicylate concentration esti-

mated.

Oxalated plasma is unsatisfactory since oxalates

interfere with the color reaction.

With the exception of the cotton and the alco-

hol, all the equipment necessary to perform SO

tests can be easily contained in a box 2J4 x 1 x J/i

in.

Time required three min., and IS min. wait.

The test is equally accurate whether sodium sali-

cylate or aspirin was used for oral therapy.

"THE RICE DIET" IN A NUTSHELL
It remained for a medical student 1 to put in a

paragraph the status praesens of this widely-her-

alded and much-debated therapeutic measure.

"All this material can be summarized concisely

by saying that the rice diet, according to the avail-

able reports, has a place in the treatment of hyper-

tension, if the individual patient prefers the rigors

of the diet to the rigors of his disease. The mech-

anism of action remains unknown, with the rela-

tive roles of salt restriction, fat restriction, nitro-

gen metabolism, and psychic factors requiring fur-

ther study. Much more fundamental work on the

role of the kidney in hypertension is necessary to

clarify the mechanism."
1. Livingston Johnson,

June.
Bowman Gray School of Med.,

CORRIGENDA
To The, Editor:

Due to an error which is entirely my own fault,

the following corrections should be recognized in

the next issue.

The errors are to be found in the July issue, page

216, in the fourth and sixth paragraphs.

In the fourth paragraph, the remark, "In chil-

dren between five and fifteen, atropine 5%, one

drop," should be changed to "In children between

five and fifteen, atropine 1%, one drop."

In the sixth paragraph, the words "Employing
the right eye when examining the patient's left

eye" should be changed to "Employing the right

eye when examining the patient's right eye."

Sincerely yours,
—Clarence B. Foster, M.D.

Frequency of Cancer in 7,500 Routine Autopsies
(R. H. Rigdon & L. A. Kidder, Galveston, in Texas Reports on

Biology & Medicine, No. 2, 1949)

As officially reported, in 1935 there were 61,663 deaths

in. Texas—6.7% due to cancer; in 1945, 58,853 deaths of

which 10.2% were due to cancer.

Of the cases examined in the Department of Pathology

between 1941 and 194S of persons 70 years or older at the

time of death, 23.5% had cancer. One-half of this group
died between 70 and 74 years, 50% of the remainder be-

tween 74 and 79 years of age.

These data do not support the opinion that cancer is

on the increase. It would appear that more persons die

from cancer than is indicated by data compiled from rou-

tine death certificates.

How To Be of Most Service to the Patient Who Has
Hypertension

(E. J. C. Beardsley, in Trans. Col. of Phys. of Phila., 1935)

An understanding, as perfect as may be possible, of the

heredity, the environment, the accidents of fate that havs
affected the patient is quite as necessary as is a study of

the physical signs exhibited by the body. Understanding of

the patient's background renders one sympathetic to his

present ills; comprehension of the problem, with sympathy
and understanding, kindness and optimism in outlook, fills

the patient's emotional needs. Symptomatic treatment by
simple, inexpensive and age-old remedies, relieves, as a

rule, the physical symptoms.

Filipinos Do Not Have Trichinosis.—Up to the present

time no case of trichinosis in a Filipino has ever been

leported. Even among the swine no case has yet been dis-

covered by government veterinarians.—Sison el al. in //

A. M. A.. July 19th.
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South Carolina are sponsoring, from September ISth

I , nsive Neuropsj cbiatric

ever to be held in this region. In this project

cees are being assisted by the Smith Carolina Men-
tal and Social Hygienic Society and the Conference for

Work. The meeting will be held at Edgewood Sani-

tarium, near C irg, South Carolina.

ing on the program at the seminar are 25 psy-

chiatrists of note, coming from Toronto, Chicago, Jackson-

ville, Philadelphia, \nn Arbor, Richmond, Glasgow (Scot-

land), and many other centers. Social workers and psych-

iatrists throughout the nation are expecting to attend; also

general practitioners from Southeastern United States, pub-

I teachers, P. T. A. workers, and many other lay

groups.

\ nominal registration fee of .$3.00 for non-professionals

and $5.00 for professionals will he charged. For those wish-

ing to attend the barbecue and banquet on Thursday and

Friday, - respectively, tickets can be reserved at $2.00 for

the barbecue and $2.50 for the banquet.

Tin Utii Anni m Symposium of the Duke University
M w SCHOOL will be held at Durham, N. C,. Thurs-

day, Friday and Saturday, October 13th, 14th and 15th.

The general subject will be the "Basis of Disease." Among
i speakers will be Doctors Stanley Bradley, New
ity; D. E. Clark. Chicago; John Dingle, Cleveland;

Robert Klnian. St, Louis; Paul Klempercr, New York City;

Joseph Lilienthal, Jr.. Baltimore; C. N. H. Long, New
Haven; William Parson , l narlotti iville; Hans Selye, Mon-
treal; and Robert Wilkin-, Boston.

The Nationai Gastroenterological Association will

hold its 14th Scientific Sessions at the Somerset in Boston
October 24th-26th.

Among the contributors to the program are Lord Alfred

Webb-Johnson, President of the Royal College of Sur-

geons, London; Dr. J. M. T. Finney, Jr., Baltimore; Dr.

Owen H. Wangensteen, Professor of Surgery, University

of Minnesota Medical School; Dr. Maxwell Finland, Dr.

Frank Lahcy and Dr. William B. Castle, Boston; Dr.

George Crile, Jr., Cleveland.

At the Annual Banquet the winner of the Association's

1949 Price Award Contest, for the best unpublished con-

tribution on Gastroenterology or an allied subject, will

receive the prize of $100 and a Certificate of Merit.

Immediately following the Convention on October 27th-

29th, a course in Gastrointestinal Surgery will be given at

the Boston City Hospital under the sponsorship of the

Association.

For further information write The. Secretary, National

Gastroenterological Association, 1S19 Broadway, New
York 23, N. V.

Carteret County Medical Society

A dinner meeting was held Aueust 8th at the Morehead
City Hospital acting as host; Dr. F. E. Hyde, president,

in the chair; Dr. S. W. Hatcher, secretary.

A lecture was given on the old and new style cataract

operation by Dr. Alan Davidson of New Bern. The lecture

was illustrated by a movie of the operation.

The County Health Officer. Dr. N. Thomas Ennett, in-

troduced Mr. Harry Wettig, Jr., a Venereal Disease Inves-

tigator of the United States Public Health Service, re-

cently assigned to Carteret County on a part-time basis.

Mr. Wettig will serve the private physicians as well as the

Health Department, particularly will he help to keep de-

linquent patients under treatment.

The Health Officer also briefly discussed with the Medi-

cal Society the matter of the new School Health Program,
including treatment for indigent school chilrcn, requesting

that the President refer the matter to the society Public

Health Relations Committee for study and recommenda-
tion.

Reported by Dr. N. Thomas Ennett,

Corresponding Secretary.

Testimonial Dinner for Doctor Coleman

Dr. Claude C. Coleman, chief neurosurgeon in the hos-

pital division at the Medical College of Virginia, Rich-

mond, was given a testimonial dinner at the Hotel John
Marshall May 30th. Guests included 15 surgeons from
various parts of the country who obtained their start in

training under him at the Medical College of Virginia.

Speakers included Dr. Howard Naffziger, of California,

member of the board of regents, and past president of the

College of Surgeons; Dr. John E. Oomfret, president of

William and Mary; Dr. W. E. Sanger, president of the

Medical College of Virginia; Dr. Winchell McK. Craig,

director of the department of neurosurgery at the Mayo
Clinic; and Honorable A. Willis Robertson, United States

Senator from Virginia.

The dinner was attended by over 70 physicians, sur-

geons, and friends of the honor guest.

Doctor Coleman, a pioneer in this field, founded the

department of neurosurgery at the Medical College of

Virginia in 1919. During World War I he served as chief

of the school of brain surgery at Fort Oglethorpe. During

World War II he served as civilian consultant in neuro-

surgery to the surgeon general of the Army.

John M. Douglas, M.D., M.S. (Medicine), Diplomate

of the American Board of Internal Medicine, announces

the opening of offices at 307 Professional Building, Char-
lotte, N. C. Practice limited to Internal Medicine and Car-

diologv.

Dr. Ralph M. Bell announces the opening of offices

for the practice of Hematology and Internal Medicine,

1425 Elizabeth Avenue, Charlotte, North Carolina.

Tbe Association of Surgeons of the Pennsylvania
Railroad will hold its Annual Meeting Oct. 7th and 8th at

the Statler Hotel, Washington.

Dr. James W. Davis, Statesville, N. C-, is President;

Dr. W. J. Connelly, 111 E. Main St., Carnegie, Pa., Chair-

man Program Committee.

A Distinctive Sani-

tarium For Diagnosis

and Treatment of Ner-
vous and Mental Dis-

orders Alcoholism,

Narcotic and Barbitu-

rate Addiction. . . Rest

and Convalescence.

EDGEWOOD
ORANGEBURG, SOUTH CAROLINA

Edgewood offers all approved therapeutic aids. Complete bath depart-
ments. Living accommodations private and commodious. Excellent climate
year 'round. Unusual recreational and physical rehabilitation facilities.

Occupational therapy. Specialize in electro-shock and insulin therapy.
Separate department alcoholism, narcotic, barbiturate addiction. Gradual
reduction method. Full time Fsychiatrists. nurses, and aides assure
individual care and treatment. For detailed information write

EDGEWOOD • ORANGEBURG, S, C.

Orin R. Yost, M. D. Psych atrist-ln-Chie
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DIED

Dr. Sterling Ruffln, son of Dr. John K. Ruffin, and

grandson of Thomas Ruffin, Chief Justice of the Su-

preme Court of North Carolina, died in a Washington

hospital June 1st. Born at Graham, N. C, in 1866, he

was graduated in letters from the University of his native

State. His medical degree was obtained at George Wash-
ington University, Washington, in 1884.

Dr. Ruffin for 22 years held the chair of medicine at

George Washington and was physician-in-chief to its hos-

pital. He had numbered among his patients Woodrow
Wilson and many another of the great.

A magnificent trbiute has been paid him by Dr. Arthur

Hooe:
"And so ranged the scope of his practice from digni-

tary to pauper—faithfully ministering to all with lik.^

skill, diligence and sympathy."

BOOKS

Schering Appoints Assistant to President

The appointment of Mr. Mortimer Fox as Assistant to

the President has been announced by Mr. Francis C.

Brown, president of Schering Corporation, pharmaceutical

manufacturers of Bloomfield and Union, N. J.

Mr. Fox has served with the War Production Board

where he was simultaneously for almost a year Regional

Statistician in Detroit and Research Advisor to the Auto-
motive Branch in Washington. He enlisted in the Army in

1942 and was rapidly promoted through the ranks to the

grade of Captain of Air Corps. His duties included budget

and supply in addition to serving in Washington at the

Pentagon Building as statistical officer. Mr. Fox earlier

was for five years economist for the investment trust, Tri-

Continental Corporation of New York.

A graduate of Yale University, Mr. Fox later was grad-

uated from Harvard Business School with the master's de-

gree in business administration.

DOCTOR WANTED
Chadbourn, N. C.

Two doctors in active practice in the town of

Chadbourn, N. C, have died in the past few

months.

Chadbourn has a Population of 2,000, a large

Veneer Plant, Large Wholesale Meat Packing

Plant and Freezer Locker, 2 Drug Stores with 3

Registered Druggists, the First Strawberry Mar-
ket in N. C, Large Modern Gin, Sweet Potato

Curing House (150,000 bu.), 4 Tobacco Ware-
houses (8,000,000 pounds), 4 Cafes and 50 other

businesses.

The people of Chadbourn and the surrounding

territory are urgently in need of additional medi-

cal care, and both the physicians—one a cardiac

invalid doing only very limited practice—would
welcome another doctor.

Chadbourn's one bank carries around 2^ mil-

lion dollars deposit. The physicians there serve Sy>

to 7 thousand people.

Address inquiries to

C. L. Tate, Waccamaw Bank & Trust Co.,

Chadbourn, N. C.

Atlas of Roentgenographs Positions, by
Venita Merrill, is a two-volume reference. Vol. I

dealing with the osseous system other than the

skull. Vol. II with radiography of the skull and vis-

cera. A concise and pertinent discussion of "Pre-

liminary Steps in Roentgenography" is first made.

This is followed by a short discussion of anatomy
in general and anatomical terms.

The body divisions are then covered in detail

showing anatomical drawings, with descriptions,

photographs of proper and improper positioning

with resulting radiographs. The text is clear and

precise without verbosity.

At the end of Volume I there is a Glossary of

Anatomical and Medical Terms and a Bibliogra-

phy for this volume.

Technical factors are deliberately eliminated,

and justly so, because of the many varied types

and powers of x-ray machines. They also should

not be included because of the technical likes and

dislikes of individual radiologists. The descriptions

are accurate. The reproductions are excellent. Con-

ventional as well as all known unusual positions

are shown and described.

The Atlas is undoubtedly the most complete yet

published in any language. This is no surprise

when one considers the training and encouragement

that the author had while at the New York Hos-

pital, the Department being under the direction

of Dr. John R. Carty.

The Picker Corporation is to be commended
for making this Atlas possible. It should be a part

of every x-ray installation.

The price is $30.00, year 1949.

The publishers are C. V. Mosby Co., 3207

Washington Bvd., St. Louis 3.

—Allan Tuggle, M.D.

ESSENTIALS OF ORTHOPAEDICS, by Philip Wiles,

M.S. (Lond.), F.R.C.S. (Eng.), F.A.C.A. (Hon.), Orth-

opaedic Surgeon, Middlesex Hospital and King Edward
Memorial Hospital; Consulting Surgeon, Royal Surrey Co.

Hospital. With seven colour plates and 365 text figures.

The Blakislon Company, 1012 Walnut Street, Philadelphia

S, and Toronto. 1949. $10.00.

The preface answers a question which has oc-

curred to many of us. Why the term orthopedics?

Nicholas Andry, in 1741, wrote a book which he

called L'Orthopaedic, because it was about

"straightening children," and the term was later

broadened to cover much more than the treatment

ot crooked backs and lags.

The author says he has had in mind primarily

the needs of the general practitioner, the under-

graduate student, and the postgraduate beginning

his surgical training.
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Contents: Postural Defects; Back Pain; The

Spine; The Hip; The Knee; The Foot and Ankle;

The Shoulder Girdle; The Elbow; The Wrist ami

Hand; Pyogenic Infection; Tuberculosis; Chronic

Arthritis; Tumors of Bone; Diseases and Con-

genital Defects of Bone; Diseases of the Nervous

S) stem.

Our own orthopedists are credited with having

made particularly great progress in the last decade.

The position of the author on controversial sub-

jects, such as the importance of intervertebral disc

lesions as a cause of backache, is one of conserva-

tism.

The directness and compactness of the book rec-

ommend it to one who wants to find reliable infor-

mation in this field without having to read twice

as much stuff of no advantage to himself or his

patient.

HOW TO BECOME A DOCTOR, by Georce R. Moon,

A.B., M.A.. Examiner and Recorder, University of Illi-

nois Colleges of Medicine, Dentistry and Pharmacy. The

Blakisto), Company, 1012 Walnut Street, Philadelphia 5.

Toronto. 1949. $2.00.

This book has been prepared to aid those who

wish to become physicians or dentists in planning

their training and in other ways getting the maxi-

mum chance of being accepted as a student by a

college of medicine or dentistry, later in succeeding

in their studies, and still later in their profession.

This stupendous undertaking the author has car-

ried to a remarkably successful conclusion. Every

prospective physician or dentist, his parents or

guardians, and every teacher of what are called

premedical subjects should know this book well.

THE PRACTICE OF REFRACTION, by Sir Stewart
Duke-Elder, K.C.V.O., M.A.. D.Sc. (St. And.), Ph.D
(Lond.), M.D., F.R.C.S.; Surgeon-Oculist to H.M. The
Kins; Consulting Ophthalmic Surgeon in the Army and
the Royal Air Force. Fifth Edition, with 216 illustration;.

The C, V. Mosby Co., 3207 Washington Blvd., St. Louis

3. 1949. 5

Twenty years ago the author prepared the fust

edition of this book with the purpose of present-

in" in a manner suitable for the student and the

practitioner the essential principles of the correc-

tion of defects in the optical system of the eyes

and their associate muscles. The book was intended

for clinical use, its object essentially practical. It is

recognized that the art of refraction cannot be
learned by reading, that painstaking practice on
large numbers of cases of all kinds is essential for

perfection in the art.

Through all the editions the plan has remained

unchanged, new matter being added from time to

time as necessitated by advances. In this edition

the mechanism of accommodation has been brought

up to date and a chapter added on anomalies of

convergence.

This reviewer has for many years urged the

practicality and desirability of general practition-

ers of medicine ding 90'/c of the refraction work

for their patients, referring the W< difficult cases

to the ophthalmologist. Here is the book you need

lor taking the first step toward accomplishing this

end and adding very materially to your income.

REVIEW OF DENTISTRY: Questions and Answers,

Edited by James T. Ginn, B.S., D.D.S., Professor and
Chief of Division of Operative Dentistry, Professor ul

Oral Medicine, University of Tennessee College of Dentis-

try, Memphis. The C. V. Mosby Company, 3207 Washing-

ton Blvd., St. Louis 3. 1949. $5.75.

The editor says that this book was prepared to

serve as an authoritative guide for those prepar-

ing for examinations, to serve as a general review

for the undergraduate student, and to serve as a

handbook and ready reference for the general prac-

titioner of dentistry. He believes dental literature

becoming so extensive has made the need for such

a book felt for a long time.

The lists of consultants is made up of the names

of more than two score authorities on dental prob-

lems of every variety.

The book appears to be admirably suited to

serve the several purposes which inspired its pro-

duction.

THE SCIENCE AND ART OF JOINT MANIPULA-
TION, by James Mennell, M.A., M.D., B.C. (Cantab).

Consulting Physician in Physical Medicine. St. Thomas'
Hospital; one time visiting Associate Professor of Physical

Medicine. University of Southern California. Vol. I, The
Extremities—2nd edition, with 299 illustrations. The Blak-

iston Company, 1012 Walnut St., Philadelphia 5, and
Toronto. 1949. $7.50.

The author calls particular attention to the fact

that three new and two alternate technics are in-

cluded in this new edition, which is planned to

meet the needs of the student, the practitioner, and

the orthopedic surgeon. New illustrations and x-

ray photographs have been added to the large num-
ber of line drawings and other illustrations.

A large part of the book consists of detailed tech-

nic of joint manipulation, with photographs show-

ing the positions of the therapist's hands for carry-

ing out the various technics. The variations of tech-

nic for treatment in each joint are amply described.

BRIEF PSYCHOTHERAPY: A Handbook for Physi-

cians on the Clinical Aspects of Neuroses, by Bertrand S.

Frohman, M.D., Beverly Hills, California. With the Col-

laboration of Evelyn P. Frohman. Foreword by Walter
C. Alvarez, M.D. Lea & Febiger, S. Washington Sq.. Phil-

adelphia 6. 1948. $4.

This reviewer well agrees with Alvarez that the

fact of this book being written by a doctor who
has had years in general practice and is therefore

well acquainted with the type of patient who goes

from physician to phvsician. never suspecting that
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he is in need of a psychiatrist, assures a book of

value to doctors other than psychiatrists.

The clinical manifestations of the neuroses are

described with a view to aiding the physician in

recognizing and managing the psychological ele-

ments in the functional disorders encountered in

the routine of practice. The aim of the book is to

be of special service to the practitioner and the

psvchotherapist. It will find welcome at the hand 5

of those doctors who combine both these individ-

uals in themselves.

For those of the general public who will be in-

terested to peruse these pages a special glossary is

included.

A TEXTBOOK OF NEUROPATHOLOGY—With Clin-

ical, Anatomical and Technical Supplements, by Ben W.
Lichenstein, B.S., M.S., M.D., Associate Professor of

Neurology, the University of Illinois College of Medicine

;

State Neuropathologist, Illinois Neuropsychiatry Institute.

New, 1st Edition. 474 pages with 282 figures. W. B. Saun-
ders Company, W. Washington Sq.. Philadelphia and Lon-
don. 1949. $9.50.

This book is primarily for the medical student

and for those taking special training in neurology

and psychiatry. However, it serves well the needs

of any physician desirous of keeping abreast of the

times in information on many disease conditions

of common occurrence in practice.

The coverage is complete. Of special interest to

the general physician will be the chapters on de-

generation, regeneration, inflammation, hemorrhage,

neoplasms, and malformations.

PROGRESS IN NEUROLOGY AND PSYCHIATRY:
An Annual Review, Volume IV, edited by E. A. Spiegel,

Professor and Head of the Department of Experimental
Neurology, Temple University School of Medicine, Phila-

delphia. Grime & Stratton, 381 Fourth Ave., New York 16,

N. Y. 1949. S10.00.

The editor says that the output of writings on

this subject has made compromises inevitable. In

many instances the choosing to include this and

exclude that has been difficult. Certain subjects are

reviewed biannuallv. Subdivision of the book as

made into four parts: basic sciences, neurology,

neurosurgery, and psychiatry has been retained.

The editorial board is made up of four of the most

eminent teachers in this field, and contributions

are made by more than a hundred authorities. The
book will serve well to keep any doctor posted on

recent developments in this field.

DOCTOR WANTED
Lake Waccamaw, N. C.

Village. Summer Resort and Rural Practice in

Ideal Section open fur Good Doctor.

Write K. Clyde Council, Council Tool Co.

Lake Waccamaw, N. C.

DOCTOR WANTED
Alberta, Va.

Village of 500, in Center of Old Tobacco Belt,

junction S. A. L. and Virginian R. R., on U. S.

Highway No. 1, 35 miles from Petersburg.

Surrounding area in high state of cultivation.

Village has Wood-working Plant.

Only physician, 66, retiring.

Write Dr. B. J. Montgomery, Alberta, Va.

Chuckles

Floridian (picking up a melon) : "Is this the largest

apple you can grow in your State?"

Californian: "Stop fingering that grape."

"Sister," said the minister severely, "you should avoid
even the appearance of evil. For instance, on your side-

board, you have several cut glass decanters, each half filled

with what appears to be ardent spirits."

"But, Mr. Brown," she protested, "it isn't anything of

the kind. The bottles look so pretty on the sideboard that

I fill them half way with a mixture of floor stain and
wood alcohol just for the looks."

"That's why I'm cautioning you. sister," said the rever-

end gentlemen. "Feeling a trifle faint, I helped myself to a.

dose from the big decanter in the middle."

During a conversation with an old friend he hadn't seen

for some time, a Florida farmer asked how he had been
sleeping.

"I sleep good nights," he said, "and I sleep pretty good
mornings, but afternoons I just seem to twist and turn."

"Might this package belong to you?" the postmaster

asked. "The name on it is obliterated."

"It can't be mine," the young man replied. "My name is

McGonigle."

Professor: "So you admit this freshman was carried to

the pool and thrown in with his clothes on. Just what part

did you take in this disgraceful affair?"

Sophomore: "The left leg. sir."

Bus Driver: "Can't you see that sign? It says 'No
Smoking."

Passenger: "Sure, but you have a lot of crazy signs. That
one says 'Wear Shurfit corsets.' I'm not paying any atten-

tion to any of 'em."

Motorist: "I'm sorry I ran over your hen. Would two
dollars pay for her?"

Farmer: "Better make it four. I have a rooster that was
mighty fond of that hen and the shock might kill him."

First Farmer: "Since I bought me a new car I don't

have to walk to the bank to make deposits."

Second: "Now you drive in?"

First: "No, I just don't make any deposits."

Magistrate: ''You cannot drive now for two yeai fo

iu're a danger to pedestrians."

Defendant: "But, your honor, my living depends on it."

Magistrate: "So does theirs."
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Atrophic Arthritis, Splenomegaly and Leukopenia
Report of Two Cases

Russell Buxton, M.D., and Everett C. Eickhoff, M.D., Newport News, Virginia

Elizabeth Buxton Hospital

IN 1924 Eelty called attention to a new symptom
complex, which is characterized by polyarthritis,

a marked decrease in the number of leukocytes and

splenic enlargement. 1 Prior to this time other work-

ers, including Chaufford, Still and Herringham, had

noted this same association of clinical findings, and

although Eelty himself did not feel that he had

described a new disease, nevertheless this combina-

tion of arthritis, leukopenia and splenomegaly has

been called Felty's syndrome. Since the publication

of Felty's paper, many similar cases have been re-

ported and undoubtedly there are numerous others

that have not reached the literature. It has become
apparent from the cases reported that there is a

definite disease involving the joints, spleen and
elements of the peripheral blood. Many of the re-

ported cases, however, did not meet all of these

requirements so as to classify them as Felty's syn-

drome and, in addition, no etiological factor has

been found.234
"'

11

. It is the purpose of this paper

to present two cases in which arthritis is associated

with neutropenia and splenomegaly and to point out

the result of splenectomy in these two cases and to

suggest a possibly etiological factor for the syn

drome.

Case 1.—A 55-year-old white man, first seen in the clinic

September. 1945. complaining of recurrent migratory

arthritis during the past twenty years. His present attack

Presented to the Tri-State Medical Association's Semi-

Centennial Meeting held at Williamsburg, Virginia, on the

21st and 22nd of February.

was of four months' duration. He has always been able to

work but has complained of stiffness and pain in the joints.

The patient came to the clinic after his wife noticed thai

his skin was jaundiced. Past medical history revealed a

tonsillectomy and extraction of all teeth as a possible source

of infection. Physical examination revealed jaundice, brown-

ish discolorations of the lower extremities and pale mucous
membranes. There was pain and swelling of the joints with

fusiform fingers. A firm mass in the upper left abdomen
was thought to be the spleen. The blood showed: reds 2,-

600,000, whites 800, pmns. 4, lymphs. 84, monos. 12, Was-
sermann was negative, blood urea 20 mgm. per cent, and
icterus index 40 TJ. He was given supportive therapy and

transfusion of 500 c.c. citrated blood was given on the

23rd. 24th and 26th of October. Blood studies on the 26th

were reds 3,000,000, whites 850, hgbn. 60%, pmns. 8.

lymphs. 88, eos. 3„ monos 4. He received 500 c.c. citrated

whole blood on the 28th and again on the 30th of October.

The blood showed on the 30th: reds 2,290,000, whites 650,

hgbn. 65, pmns. 13, lymphs. 79, monos. 5 and eos. 3. A
barium enema revealed a mass in the upper left abdomen
that pushed the splenic flexure downward and inward. It l-

interesting to note here that the patient received five pints

of blood in eight days with no appreciable change in the

blood count. However, the patient's general condition im-

proved considerably and he was discharged.

He was again admitted on December 13th, 1945, com-
plaining of jaundice and low blood pressure. He had lost

weight, his appetite was good but he became fatigued easily.

Physical examination at this time revealed a firm mass in

the upper left abdomen extending to the level of the um-
bilicus and moving with respiration. The liver was palpable

at two fingers below the costal margin. The blood showed:

reds 4.040,000. whites 350, hg.bn. 80, pmns. 8, lymphs. 90.

and monos. 2. The patient received 500 c.c. citrated blood

and was discharged on December 12th. During the next six

weeks his condition became progressively worse. He noticed
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swelling ol the feet which soon extended to the umbilicus

The edema subsided with the administration ol diuretii

.iiul restricted Quids. On March 27th, 1946 h i ail

admitted with marked ascites, anemia, jaundice and de-

; uii. 1. nt edema, The blood showed: reds 2,200,00

1.100. hiii.i: 15, pmns 6, lymphs O, monos. i. He was

given another transfusion ..i 500 c.c. citrated blood ....

April 5th another the l7ih. Again, the patient received five

blood with no appreciable chance in the periph i

bloi .1 picture. The jaundice and malaise increased markedly,

could not be palpated and the spleen was palpable

.it the umbilicus, and the arthritis was progressive \ para

centesis was done on April 26th and three liters ol trav

colored fluid was withdrawn. The liver margin was now
palpable and Pender, iclerus index 76 l

!

. and tin bl

studies now showed reds 2,940,000, whites 2,100, lit,',

i
. mph

In view ..I the patient's long and tedious pasl histor\

ami lack ol response to transfusion a splenectomj wa
advised, This was dime al the Medical College of Virginia

Hi ii bj i»i Herbert C. Lee and it was through his

kindness and cooperation thai we were able to follow in

.me .nurse. Transfusion of 500 c.c. citrated blood

\ca^ given on May 7th ; 1.000 c.c. blood .m Maj 8th. The
splenectomj was done nn Maj 9th, 1,000 i . citrated

1 od being given during the course of the operation. Or,

ill- afternoon of the same daj blood studies were reds

4,520,000, whites 15,600, hgbn. 86, pmns. 87, lymphs. 6.

I'he spleen measured 21x15x10 cm., and weighed 14.-0

crams. It was grayish on the surface and deep red on

section. A diagnosis of mild fibroqongestive splenomegaly
was made. The patient received 500 c.c. citrated blood on
Maj 12th and on the -4th blond studies were: red- 4,470,-

000. whites 6.200, hgbn. 84, pmns. 59. lymphs. 33. The
postoperative course was satisfactory and the patient was
discharged on May 26th, 1946.

This patient was seen in the clinic on February 3rd,

1949, and his general condition was good; blood studies

at that time were: reds 4.630,000. whites 11.150. hgbn. 97,

9, lymphs. 59. monos. 4, eos. 7, bas. 1.

Case 2. \ 60 year old while woman was admited • c

the hospital on August 26th. l')47. with the chief complaint

.,i weakness and malaise. This patient had enjoyed excel-

lent health during the first 40 years of her life. She had
the usual childhood diseases, two normal pregnancies and
had always been VCTJ active until the onset of the present

nine-- I sister died oj ,/ severe anemia at the age of 58,

aftei a Ion Mines \ plenectomj had been advised but

refused.

III. onsel ill the present illne-- was gradual and over a

period ol twenty years. Symptoms of rheumatoid arthritis

leveloped, in -t involving the fingers and wrists, followed

l.\ involvement of the larger joints. She had many episodes

of acute inflammation ol the joint- with marked swelling

evere pain and restricted motion. The arthritis

was migratcry, but was present to some decree in the an-

k'e-, knees, fingers and wrists. There were many attacks

during which she was bedridden for weeks at a time.

Gradually the atrophic chances appeared and the pain sub-

sided. During these years -he had been seen by a number
. i physicians and had been studied by two of the larger

nil She had taken large quantities of acetj l.-alicylic

ai -I and sodium salicylate for many years, and also large

:
i ol oral and perenteral liver and iron with only tran-

sitorj relief During the past four years the anemia had
.\ere and she had had repeated infections of the

lower extremities. There had been many episodes of general

malaise and marked weakness to the point of complete in-

ii itation for weeks at a time.

Preliminary blood studies on July 22nd revealed: red

2.840.000, whites 2.600. hgbn. 5S. The urine showed a trace

of albumin, 2-plus cells and many granular casts. A gas-

tric analysis showed complete achlohydria. Initial therapy

was multivitamines, iron, liver and hydrochloric acid. Two
weeks later the blood showed: reds 3.350.000, whites 1,750.

helm ;
1 There was a gfineral improvement in her condi-

tion, but from then on there was a steady drop in the

bli . d picture, and she was admitted to the hospital on

August 26th, 1947.

Physical examination: A fairly well developed, poorly

Blood Studies in Case No. 1

1945 RBC WBC 11

2.060,000 soo

10 23 500 c.c. blood

10 24 500 . .. blood

500 c.c. blood

10 26 3.000,000 850 60

500 c.c. blood

10 30 3.290.000 600 65

12 13 4,040,000 550 SO

12 14 500 c.c. blood

1 '146

2,200.000 1 .100 45

500 c.c. blood
'

500 c.c. blood

Polys. Lymphs. Monos. Eos. Bas.

I

500 c.c. blood

2.700,000 1.600 5l

500 c.c. blood

500 c.c. blood

2.900.000 2.000 5

500 c.c. blood

500 c.c. blood

Splenectomy—1.000 c.c.

4.520.000 15.600 8i

500 c.c. blood

4.4 70.000 6.200 8-

S4 12

blood given during operation

87 6

000 11,150
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Blood Studies in Case No. 2

1947 RBC WBC HB Polys. Lymphs. Monos . Eos. Bas.

7/22 2,840,000 2,600 58

8/ 5 3,350,000 1,750 51

S/26 2,180,000 900 44 IS 66 16

S 27 500 c.c. whole blood

S '28 500 c.c. whole blood

8/29 500 c.c. whole blood

8 29 3,610,000 1,000 78 40 54 2 4

S, 30 Splenectomy—500 c.c. blood during operation

500 c.c :. blood immediately following operation

S 30 4,710,000 6,300 90 86 14 (4 hrs. postioperative)

8/31 6,300 78 68 28 4

9/ 1 3,650,000 6,700 71 65 32 3

9/ 4 3,800,000 6,900 78 66 30 1 3

10/ 1 3,850,000 8,500 7S 34 66

10/
6'

500 c.c. whole blood given during cholecystectomy

10 10 4,240,000 5,650 87 46 52 2

10/30 4,750,000 8,000 90 34 60 4
12' 4 4,080,000 7,000 SO • 55 43 2

1948

1 21 4.300,000 6,600 87 55 42 3 2

2, 24 4,450,000 5,850 83 50 47 2 1

nourished, white woman with marked atrophic arthritis and

appearing older than the stated age. There were brownish

pigmented areas over the lower extremities, complete eden-

tia. the tongue was smooth but normal in color. The tonsils

had been removed. There was a large mass palpable in the

left abdomen, from the costal margin to the pelvis, located

posteriorly and did not move with respiration. There was a

rectal fissure that was asymptomatic, marked varicosities

of both lower extremities and atrophic changes of the

hands with claw-like fingers and ulnar deviation, a larger

hallux valgus and hammer toe bilateral. Blood studies

showed: reds 2,180,000, whites 900, pmns. 18, lymphs. 66,

monos. 16, hgbn. 44, blood urea 40 mgm. %. A flat plate

of the abdomen showed a large mass in the left extending

well above the costal margin and down below the brim of

the pelvis. An intravenous pyelog.ram revealed the right

kidney not functioning, the left poorly functioning. Sternal

puncture showed a normal bone marrow. It was decided

to do a splenectomy and 500 c.c. citrated blood was trans-

fused on August 27th, 28th and 29th. On the 29th the blood

was: reds 3,610,000, whites 1,000, hgbn. 78. There was a

substantial elevation of the red cells and hemoglobin but

little increase in the white cells. An additional 500 c.c.

citrated blood was given and on the 30th of August splen-

ectomy was done. The patient received 500 c.c. blood dur-

ing the operation and a like amount immediately afterward.

The large and friable spleen was removed with diffi-

culty. Four hours after operation the blood studies were'

reds 4,710,000, whites 6,300, hgbn. 90, pmns. 86, lymps.

14. The patient was out of bed the same day, made a

remarkable recovery and was discharged in twelve days

feeling well. She was readmitted in October, 1947, with

acute colic. A cholecystogram revealed cholelithiasis and a

cholecystectomy was done. Again the patient made a le-

markable recovery. She was readmitted in November, 1947,

complaining of sore feet. The hammer toe and hallux valgus

were corrected and recovery was prompt. On both admis-

sions the blood studies were entirely normal, as have been

all studies since that time. This patient is now in good
health, has gained twenty pounds, and does all of her

own work.

The first of these cases has been followed for

four years since splenectomy.This man was seen

recently and is greatly improved in his general

health, his arthritis is practically gone, and his

blood count is normal. In these two cases the joint

deformity was so great that it could not be im-

proved, but the general health is much better and

the joint pains have practically disappeared. It

may be thought that these improvements have re-

sulted from the generally improved condition of

the patients, but it looks as though the splenec-

tomy is at least a part of the cause of the decrease

in the arthritic symptoms.

Although the etiology of this condition has not

been established, it has been shown by several au-

thors that the spleen acts as a filter which removes

abnormal or damaged cells from the blood stream.

There is no doubt that this is true in congenital

hemolytic icterus and in thrombocytopenic pur-

pura as has been shown by Haddon and others. It

is our feeling that this is also true in Felty's syn-

drome; that is to say, for some reason the leuko-

cytes are abnormal and are removed from the

blood stream by the spleen thereby causing the

neutropenia and later splenomegaly. The above ex-

planation for the neutropenia and splenomegaly

seems to us to be logical and is to some extent

borne out by the works of Wiseman and Doan,

but no cause for any changes in the leukocytes has

been advanced. It is our feeling that in both of

these cases presented, and also in other cases which

have been reported, there is one common factor

which can account for the damage to the white

blood cells, and that is the prolonged use of salic-

ilates. These two patients took large doses of

aspirin and sodium salicylate over a period of

years and it is conjectured that this drug for some

reason in these cases, caused a change in the while

blood cells resulting in their destruction by the

spleen. If this conjecture is true, the entire disease
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can be explained and the etiology of the syndrome

would be made plain.

1. Two cases of polyarthritis with neutropenia

and splenomegaly are presented.

2. The effect of splenectomy has been discussed.

3. A possible etiological factor has been pre-

sented.
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i ssion

Dr. k B •.. Newport News: There are one or
two things I would like to stress in these two cases, which
have impressed me as being of importance. The reason for

the changes in the spleen are only now coming out. No-
body has ever explained the function of that organ very
clearly in the last 10 or 15 years and it certainly seems
from this type of case and similar cases that it takes care
of that part of the blood elements that are no longer of
any value.

In these two cases particularly and in many others
noted in various articles, the amount of aspirin and sodium
salicylate and other medications taken under the direction
of the physician and also by self-medication are phenom-
enal. I believe I am ritrht in saying that, in the first case
reported, the patient was taking 90 grains of aspirin a day
shortly before he was seen. I would also like to say one
reason we did not advise splenectomy for this man before

was because we felt he probably had a myelogenous leu-
kemia and we were treating him symptomatically for a
period of months before we finally arrived at a correct
diagnosis, or what we presumed to be a correct diagnosis,
and by that time he was pretty well fed up and decided
he would seek help elsewhere, for which I don't blame him
very much.

The other thing I would like to bring out is how well
these two patients did generally before their operation
with such a low poly count. Ordinarily, when the white
blood cells get below a thousand we begin to worry about
infection and one of these two cases was reported down
to 550 white cells, and the other one. I think, was around
600, and I can't explain why they didn't get sick from
some infection. The other remarkable think is. of course,
as Dr. Eickhoff brought out, the remarkable increase
in all the blood elements within a period of hours after
splenectomy.

after admission because of the- lack of findings to justify

surgical intervention. There was no definite pain or tender-

ing on examination of the abdomen; there was, however,

.-light pain and tenderness in the right flank on deep pres-

sure. Decision to operate was based on the slowly rising

temperature and patient's continued complaining of feeling

"sick." At operation the appendix was found to be retro-

cecal, densely adherent, acutely inflamed with a bulbous

perforated tip, reaching the lower pole of the kidney. While

no pus was encountered, infection was known to be present

and in a very dangerous location. For this reason the pa-

immediately given every modern form of treat-

ment. In spite of this he eventually succumbed to an over-

whelming toxemia, resulting from subdiaphragmatic abscess

and widespread general peritonitis. He apparently recovered

from pneumonia. The large pelvic mass subsided following,

spontaneous drainage of a quart of purulent material from
the wound, and a fecal fistula developed. Four different

x-ray examinations of the chest made at various stages of

the postoperative course failed to suggest the presence of

subdiaphragmatic abscess.

The patient died 43 days after admission to the hospital

and 41 days after operation.

psy findings:

Pericarditis, fibrinous; cloudy swelling of the myocar-

dium. Adhesive pleurisy with effusion; bronchial pneumo-
nia ; passive congestions.

Peritonitis, adhesive, purulent; subdiaphragmatic abscess,

staphylococcus non-hemolytic and Escherichia coli, right;

gangrene of cecum; fecal fistula (cecum).

Mild perihepatitis, cloudy swelling

Cloudy swelling of kidneys.

Cases of retrocecal appendicitis are atypical, with masked
symptoms and confusing findings.

The most frequent and dangerous complication of acute

retrocecal appendicitis is subphrenic abscess.

Editorial Comment: The only patient I ever came near

li sing, from appendicitis, had inflammation of a retrocecal

appendicitis develop on Saturday night, after his habitual

Saturday evening overindulgence in food and drink—and
the attack was ushered in with diarrhea instead of the

usual constipation. In this case, also, subdiaphragmatic ab-

scess developed postoperative, though operation was per-

formed within 48 hours.

THE RETROCECAL APPENDIX
' It. Col. Wm. C. Rede. M.D.. Maj. U. F. D. Stork, M.D., in

7/. Indiana Med Assn.. Aug.)

The patient was ill for three days before being admitted
to the hospital, and was not operated upon until 36 hours

The Use and Abuse of Spinal Pixctere and Cerebro-

spinal Fluid Studies
(A. C. lohnson, Great Tails. Mont., in Rock\ Mountain Med.

II; S

Many physicians order every test the laboratory can

perform, and then wait for a laboratory technician to

make a diagnosis which could have been made from the

clinical history and the physical and neurologic findings.

The establishment of routine procedure in the evaluation

of a clinical problem is never advisable; a cell count with

differential, protein, and Wassermann determination are

adequate to confirm the diagnosis of practically all dis-

eases of the central nervous system which can be diag-

ndsed by cerebrospinal fluid fundings.

Colloidal gold, mastic, and similar tests are of no value,

since various curves can be produced by almost any dis-

ease of the central nervous system in which there is an

alteration in the spinal-fluid proteins. The qualitative or

quantitative determinations which may be performed on

blood plasma, serum, or protein-free blood filtrates may
likewise be performed on spinal fluids, but the majority

of these determinations are of little value, since the cor-

responding determinations on the blood are simpler to

perform and of identical diagnostic value.
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FATIGUE—NORMAL and PATHOLOGICAL
with Special Consideration of Myasthenia Gravis and

Multiple Sclerosis

Fred R. Klenner, M.D., Reidsville, North Carolina

WHEN a plant is fatigued it wilts: unless re-

lieved of the fatigue, it dies. When an animal

is fatigued it follows its suggestion of Nature, and

rests. But man, in spite of his faculty for reasoning,

continues to manifest poor judgment in his daily

habits of eating, working, resting and living in

general. Loss of sleep, extreme and long-continued

physical exertion, poor environment and inadequate

diet tend to produce these elements of the subjec-

tive svmptom-complex of fatigue in healthy sub-

jects. Fatigue can manifest itself objectively also,

and this usually is the barometer which indicates

approaching debility. Many patients may be tired

rather than sick, but it is not unreasonable to sus-

pect that unless they are relieved promptly of their

fatigue they may actually become sick.

To say that fatigue may be defined as a "dimin-

ished capacity for work" would postulate a knowl-

edge of previously existing capacity. A diminished

capacity is not always synonymous with fatigue.

One may be fatigued and the capacity for work
diminished, and yet as long as activity is in abey-

ance, such as lying in bed, fatigue may not be felt.

With Kitchen, we must all agree that fatigue

fitting in with practically everything is non-diag-

nostic. With R. D. Gillespie of London, we can

accept the working hypothesis that a person is fa-

tigued when he is capable of less general activity

than is usual with him, or when he is capable of

less activity than would be expected from his gen-

eral mental and physical equipment.

Subjective fatigue is experienced during the nor-

mal expenditure of energy in the daily routine.

There is a real difference between being pleasantly

tired and being fatigued. The share-cropper in the

open air may expend far more energy than the

worker in a poorly ventilated factory, yet the farm

worker be only pleasantly tired, while the factory

worker will be exhausted. This suggests that oxy-

sen plays an important role in the production of

fatigue. In the laboratory one can demonstrate that

repeated stimulation of striated muscle diminishes

the force of the contraction, and that indefinite

repetition of such stimulation will so exhaust the

muscle that it will fail to respond. The fatigue

Presented to the Tri-State Medical Association's Semi-
centennial Meeting held at Williamsburg, Virginia, on the

21st and 22nd of February.

which is here observed may be due either to the

exhaustion of the glycogen and the hexose phos-

phates, or to the accumulation of lactic acid within

a muscle. Muscle contraction is essentially an ane-

robic process. Lactic acid production, the funda-

mental chemical reaction producing energy for mus-
cle contraction, does not require oxygen. Such
energy-yielding reactions of partial decomposition,

not requiring oxygen, are called fermentations.

Muscle, then, obtains energy independently of its

immediate oxygen supply by the rapid fermenta-

tion of glycogen to lactic acid, in the same way as

brewer's yeast derives energy by the fermentation

of sugars to alcohol. This anerobic explosion of en-

ergy is akin to jet propulsion and its potential is

limited. Ultimately muscle requires oxygen for

the maintenance of normal irritability, for oxida-

tive energy production and for the restoration of

its anerobic energy-yielding system. Other lesser

chemical factors in muscle producing energy com-
prise phosphocreatine and adenosine triphosphate,

which is the organic phosphate of muscle.

The concept of energy associated with a chemi-

cal group, transferable without loss, and capable

of being used to do work in the cell is a new and
important idea in physiology. Phosphocreatine and
adenosine triphosphate represent such energy re-

serve in muscle.

These physiological processes battling fatigue are

such that the sudden expenditure of a large part

of the potential energy of the muscle, by the con-

version of glycogen to lactic acid, does not mean a

permanent loss of glycogen capital. This is so be-

cause one-fifth of the lactic acid produced is sub-

sequently completely combusted. Paradoxically this

re-yields energy which is enough to convert four-

fifths of the lactic acid produced back to glycogen.

The grade of muscle effort which an individual

can endurt before reaching his fatigue point is

governed by his capacity for absorbing oxygen and
discharging carbon dioxide during respiration.

Each of us is absorbing some 200 to 300 c.c. of

oxygen per minute. If we should suddenly start to

run for a bus or climb stairs the amount might be

2,000 to 3,000, even 4,000 c.c. One liter of oxygen
will remove seven grams of lactic acid. The indi-

vidual who can absorb four liters of oxygen per

minute can endure the production of twenty-eight



/Allan-:, NORMAL & PATHOLOGICAL—Klenner September, 1949

grams of lactic acid per minute by his muscular

efforts.

Pathological fatigue will be considered under

disease in general, mental fatigue, chemical fatigue,

and neurological fatigue.

Is fatigue responsible for disease? We answer by

saying that fatigue is a warning signpost along

the road of infectious disease. The amount of ab-

sorption of focal toxic substances, and thus the

resulting degree of intoxication, depends upon the

circulatory and respiratory activities of the body.

Exhaustive exercise just preceding or following

infection—especially the latter—predisposes the

organism to a more rapid and fatal attack of the

infectious disease. It is safe to state that exhaustive

muscular exercise also reduces the production of

antibodies, also the phagocytic ability of the cells.

This speeding up of the circulation of the blood

and of the lymph during exercise will cause a more
rapid dissemination of the microorganisms. This

will throw a greater burden upon the defensive-

mechanism. Microorganisms entering will be car-

ried further into the lungs by the increased rate

and depth of respiration. The increased circulation

and respiration resulting from intense or prolonged

physical effort is a factor in the activation of quies-

cent foci of tuberculosis.

Hartman found that the tissue of the adrenal

cortex of rats was progressively increased in weight

alter repeated periods of exercise. Vincent and

Crile also have reported abnormal histological ap-

pearances of the glands of internal secretion fol-

lowing severe muscular fatigue. This fits into the

present-day concept of the value of cortical hor-

mones in combatting the fatigue of acute infectious

diseases.

Mental fatigue can best be considered in the

light of active and passive phases. Passive mental
fatigue represents that type of medical syndrome
which includes such symptoms and signs as "brain

fag," sensations of pressure in the head, poor mem-
ory, loss of power of concentration, irritabilitv of

temper, ir.creased reflexes, insomnia, anorexia and
a general variety of aches and pains—the classical

syndrome of neurasthenia. Active mental fatigue is

elicited by continuous mental work, and is propor-

tional to the duration and difficulty of the task per-

formed. The effects are manifested by lessening in

feeling, in tone, and in output, and in organic

change. The organic change is small compared to

that from equivalent periods of heavy muscular
work. Most of this change can be attributed to

the sensory-motor, rather than the neural, element
of the mental work. Mental performance is never
perfectly continuous, but is alternated with pauses,

which become longer and more frequent in propor-

tion to the length and difficulty of the task. Mental
fatigue effects are accumulative in that thev are

transferable from one task to another in propor-

tion to the tasks' similarity. Recovery is most

rapid during the first few minutes. In this it re-

sembles muscular fatigue. Psychiatric opinion is

against the assumption that sheer intellectual effort,

apart from emotional strain, can cause either neu-

roses or psychoses.

Chemical fatigue represents one of the major

groups of internal medicine. Passive chemical fa-

tigue represents that group which makes itself

known through body lassitude following the ad-

ministration of a chemical compound. As stated

earlier in this treatise, oxygen plays an important

role in this problem of fatigue. We must look here,

then, for our clue in explaining fatigue from drug

therapy or chemical intoxication.

Some seemingly harmless substances under cer-

tain conditions have an action on hemoglobin sim-

ilar to that of carbon monoxide. We know that

carbon monoxide in the inspired air leads to oxygen

deficiency in the tissues causing extreme exhaus-

tion. This gas combines with "reduced" hemoglob-

in, displacing oxygen from oxyhemoglobin to form

the specific compound carboxy-hemoglobin. The
relative affinity of hemoglobin for the two gases is

shown by the fact that with air containing 0.1 per

cent carbon monoxide, human hemoglobin forms

equal amounts of carboxy- and oxy-hemoglobin. In

addition to active replacement of oxy-hemoglobin

and resultant diminution of the oxygen-carrying

capacity of blood, the presence of some proportion

of carboxy-hemoglobin decreases the dissociability

of such oxy-hemoglobin as remains. This is an im-

portant issue in our modern way of living. One
wonders how many hundreds of people in all walks

of life are suffering with generalized weakness in-

duced by chronic carbon monoxide poisoning.

And what about the seemingly harmless chemi-

cals? Sodium bicarbonate and dibasic sodium phos-

phate are capable of rendering hemoglobin less

capable of normal oxygen surrender to the tissues.

In other words, these substances have the ability

to take up more than 70 per cent of the available

oxygen. The immediate result of this anoxia is

weakness and collapse: the remote effect is the

threat of tissue breakdown. We are all experienced

in the weakness produced by the sulfa drugs. Oxy-

gen lack here fatigues the organism as well as the

microorganisms. This suggests a paradoxical situa-

tion. Sodium bicarbonate is given with the sulfa

drugs to protect the organism against their toxic

effects, yet sodium bicarbonate can, itself, produce

a duplication of the symptoms manifested by the

principal drug. Other familiar chemicals producing

fatigue are the analgesics, the soporifics, and

those which lower blood pressure.

Active chemical fatigue is that type of exhaus-

tion which results from the breakdown, or the in-



September, 1949 FATIGUE, NORMAL & PATHOLOGICAL—Klenner

ability to handle, the normal physiological proc-

esses in the body. A classical example is myasthenia

gravis. All those who have had this disease, first

mentioned by Willis in 1685, have died of it,

unless favored with spontaneous remission. The
fact that Nature could effect a self-correction in

this disease led to this investigation. Since sporadic

good results have been reported following the use

of amino acetic acid (glycine), it was deduced that

possibly the usual failure was due to the absence

of some catalytic agent. With this in mind and

with the present-day knowledge of the "pick-up''

effect of B complex, it was assumed that herein

lies the answer to the ' problem of myasthenia

gravis. Earlier workers have shown that deficiency

of Vitamin Bj^ will reduce intra-tissue oxidation

and in the tissue nitrogen, and still more the car-

bohydrate metabolism. Vitamin Bi acts at times as

a catalyst. As such it is used by the tissues at

some stage in the combustion of sugars. Its action

here is as a co-enzyme, effecting simple decarboxi-

lation with formation of acetaldehyde and carbon

dioxide through the action of the enzyme carboxy-

lase, and by oxidation with production of acetic

acid and carbon dioxide, this latter change occur-

ring in the presence of a pyruvic acid oxidase.

Peters et al. suggest that the primary biochemi-

cal lesion in Vitamin Bi deficiency is the failure

of the organism to metabolize pyruvic acid—a ke-

tonic acid derived from lactic acid by oxidation,

and an excellent peptizer capable of producing

cloudy swelling almost entirely limited to the dis-

tal portions of the nerves, which postulates disease

of the muscular end organs. This involvement of

the nervous system is one of the characteristic

symptoms of Bj avitaminosis.

With the saturation of nerve tissue with pyruvic

acid and the consequent cloudy swelling, it would
seem plausible to conclude that the production of

acetylcholine would be stopped or greatly reduced.

Since acetylcholine, only, transmits the excitatory

state across ganglionic synapses and neuromuscular
junctions in voluntary muscle, the loss of this

product would stop or slow muscle contraction.

Although the final breakdown of the nerve phy-
siology is sudden, functional nerve disturbances

precede the histological changes by weeks and
even months. This timing is revealed in the history

or every myasthenia gravis patient. The adminis-

tration of glycine and Vitamin B t in doses above
the normal daily requirements acting in a compli-

cated way which has been well worked out, will

effect a remission or cure in this type of patient.

Vitamin B] after phosphorylation in tissues to

form a pyrophosphoric ester can act as a co-fer-

ment, assisting either the pyruvic acid carboxylase

or its oxidase in breaking down the metabolite py-
ruvic acid. Vitamin Bi in combination with two

molecules of phosphoric acid is co-carboxylase.

B t in animal tissue is phosphorylated, the resulting

co-carboxylase making possible the decarboxylation

of pyruvic acid to acetaldehyde. One molecule of

pyruvate is oxidatively decarboxylated and the

other modecule reduced. Increasing the Bi load

will allow sufficient vitamin to reach the nerve

pathology, removing the pyruvic acid. Normal
nerve function will follow; this by normal muscle

action.

The use of the amino acid, glycine, in the treat-

ment of myasthenia gravis becomes intelligible

when its many functions are reviewed. To the

body in general glycine is no doubt most important

because of its wide adaptability in the detoxicating

processes of the body. More than one hundred sub-

stances have been recorded which when fed are

joined in the body with glycine. When this amino

acid is employed by the body as a detoxicating

agent it is joined only with an organic acid in true

dipeptide style. An example would be glycine plus

benzoic acid will yield hippuric acid. In the de-

amination of glycine three products will be formed

—ammonia, carbon dioxide and water. The am-
monia from this reaction is then almost quantita-

tively converted to urea. Going back to acetycho-

line we find that very little of what is produced in

the body ever gets into the blood stream. It is

hydrolyzed by the action of cholinesterase to acetic

acid and choline, and the choline joins with urea

of the deamination process to form creatine. Eg-
gleston and others independently discovered that

most of the creatine in muscle is in labile combina-

tion with phosphoric acid. Creatine united with

phosphoric acid will yield phosphagen, which is

also found in muscle. The free creatine which oc-

curs in muscle in fatigue is proportional to the

amount of phosphocreatine which is decomposed.

Proper evaluation of this theory on myasthenia

gravis will explain the laboratory findings of crea-

tine and lactic acid in the urine. It will make more
cognizable the low excretion of creatine and crea-

tinine when the delicate balance of these substances

is disturbed. It will lend acceptance to the thought

that the chain of reactions set off in this disease is

due to B, avitaminosis.

Three cases of myasthenia gravis were treated

in this study. In each instance the diagnosis was
made months earlier at university hospitals. One
of these patients had discontinued all medication

and had lost half of her usual body weight, prin-

cipally because of inability to eat. The second case

was inherited after making the rounds of hospitals

and physicians. She had experienced some improve-

ment on prostigmine, four times each day. On this

schedule she remained comfortable as long as she

continued absolute bed rest. Her general health was
far below par. The third was seen for the first time
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while in a classical myasthenia gravis crisis. This

patient at the time was receiving guanadine

(amount not known) and 90 mg. prostigmine bro-

mide each day. The emergency treatment consisted

of 2 ampules of prostigmine methylsulfate of a

strength of 1:2000, and 5 c.c. of coramine. Within

a period of eight or ten minutes the patient experi-

enced a generalized convulsive seizure which lasted

some five minutes. Oxygen was administered by

nasal catheter at this time, the rate of flow being

three liters per minute.

Prostigmine by needle was employed in each of

these cases for a period of one to three weeks,

then by mouth, a 15-mg. tablet every six hours.

At the same time glycine was started, giving a

heaping tablespoonful of the powder in a glass of

milk four times each day. The amount of this

amino acid was enhanced by the ingestion of from

two to four envelopes of Knox gelatin in water or

fruit juice each 24 hours. One hundred mg. of

vitamin B, was given IM three times each day.

Other fractions of the B complex were added at

the same time because it was felt they might act

as adjuvant*.

The use of prostigmin in this recovery period

was emergency therapv: vitamin B 1 and glycine

were given in the hope of repairing tissue damage.

It is suggested that prostigmine be remembered for

use only in treating myasthenia gravis. If this

thought is correct then we must accept the hypo-

thesis that the highly selective action of prostig-

mine can also be due to a direct effect of the drug

on structures innervated by cholingeric nerves. This

would not eliminate its present accepted position

of producing cell response by virtue of its ability

to inhibit cholinesterase from destroying acetylcho-

line should secretion of a fraction of its normal

requirements be maintained.

Avitaminotic nerve fibers have a hunger for this

vitamin and it is easv to know when the optimum
return of function is obtained. When the nerve

structure has been repaired, the patient will become
irritable, the appetite will be lost and he or she

will experience a sensation of heaviness and stiff-

ness of the muscles of the extremities. Sufficient

vitamin is then given by mouth to maintain opti-

mum therapeusis.

Under this schedule all three patients have re-

covered. Two of them take a liquid preparation

of the B complex periodically throughout the year,

but their protein consumption is from their usual

diet: the third is still taking daily doses of vitamin
B, by mouth along with three level tablespoon fuls

of glycine in milk. It is debatable whether he re-

quires therapy to this extent, but he hesitates to

discontinue this routine. This patient supplied my
table with vegetables the past summer from his

own garden which he himself worked. He chews

gum and eats popcorn as do other normal individ-

uals. Deaths from myasthenia gravis in the future

will be properly attributable to negligence on the

part of the physician.

Neurological fatigue embraces mixed and pure

forms. This discussion will be limited to a pure

. form; that is, one involving the central nervous

system. Two types exist, one produced by com-

pression, the other by intrinsic destruction. Com-
pression is by some space-consuming lesion such as

hemorrhage or tumor. Intrinsic destruction is by

factors required for maintaining optimum metab-

olism. The essential criteria for diagnosis of mul-

tiple sclerosis are evidences of lesions affecting

chiefly the white matter, scattered in time and

space (Moore). One or more of the following signs

suggest the disease: palsy of one of the oculomotor

nerves, nystagmus, slight ataxia of the arms, ab-

sence of abdominal reflexes; a positive Babinski,

Gordon, Oppenheim or Hoffmann reaction. Altera-

tions in the spinal fluid cell count, total protein

and the gold-sol curve are important. As suggest-

ed by Stern, a B x avitaminosis is most likely the

cause of multiple sclerosis, the modus operandi be-

ing damage to the filter bed of the choroid plexus.

It is possible that recognized and unrecognized

forms of encephalitis might be a very common
cause for change which would prevent normal sup-

ply of the vitamin from reaching distal parts of

the nervous system. This idea gains support from

the greater incidence of multiple sclerosis since the

epidemics of encephalitis lethargica of 1920-1926,

and the epidemic of encephalitis B in St. Louis and

Toledo in 1934. Mixed, abortive or unrecognized

cases of poliomyelitis may be an important factor

in the cause of avitaminotic symptoms in the cen-

tral nervous system. These two inflammatory dis-

eases could make this possible even when there is

sufficient vitamin in the diet. It seems that vitamin

B! is not properlv diffused and so does not reach

the cerebrospinal fluid in quantities to satisfy the

requirements of the nervous system. As the virus

of poliomyelitis gains access it is soon seen that

certain areas only will be involved; and, after the

fire has burned over, the resulting scarring would

make it impossible for certain portions to receive

adequate supplies of essential material.

It would seem then that two factors are essen-

tial in meeting the situation: one. to increase the

supply of blood to a given area—as by artificial

fever therapy or the administration of certain

chemical substances; two, the filling of the respec-

tive channels with the material needed for repair

—

in this instance vitamin Bi.

The factors of vasodilatation and increased blood

supply, as observed in fever therapy and duplicated

by the injection of certain chemicals, result in an

increase in tissue oxidation and nutrition. The ad-
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ministration of nicotinic acid, intramuscularly or

intravenously (but to a greater degree by the in-

travenous route), produces vasodilation over the

entire body, but especially of the skin of the face

and neck, the brain and spinal cord. Since all types

of vasodilation produce only transient effects in

this condition, unless diagnosed and treated early,

the simple IV injections of nicotinic acid along

with vitamin Bi are in order. The obvious reason

why vasodilation has produced only transient re-

sults is that it allows only a greater dissemaination

of the usual vitamin B 2 load to the tissues. Stern

has reported remarkable results in multiple sclero-

sis, even when far advanced, when the vitamin was

injected directly into the lumbar subarachnoid

space.

Five cases of multiple sclerosis were treated in

our series. The treatment consisted of the intra-

venous injection of 5 to 10 c.c. of a preparation-

containing nicotinic acid and vitamin B,, and the

intramuscular injection of 100 to 200 mg. of vita-

min Bi mixed with other fractions of the B com-

plex, two to three times each week. In all instances

treatment was continued until toxic manifestations

—weakness, conjunctivitis, loss of appetite, buz-

zing in the ears, stiffness of the muscles of the

extremities, moderate fever of short duration, short-

ness of breath and spasmodic cough—were mani-

fested. The milder the case the earlier was this

syndrome realized. This was taken as a signal to

lower the dose of B x and to discontinue the nico-

tinic acid. In all of these cases the progress of the

degenerative process was stopped and the patient

reverted to his condition some three years back in

the course of his disease. One of these patients,

who recently died of a cerebral hemorrhage, had

lived five years without a relapse after discontin-

uing the injections. Only one did not regain work

able usage of the lower extremities. She, unfortu-

nately, had undergone surgery for lengthening of

the hamstring muscles before the nature of her

disease was understood. The earliest case seen was

that of a patient whose only complaint was sore-

ness and stiffness of the muscles of the upper por-

tion of the lower extremities. The neurological ex-

amination was negative except for a positive Hoff-

mann. This disappeared after the second injection

as did the muscle symptoms. Our findings con-

firmed the earlier work of Moore in that the symp-

toms were quickly relieved and the patient put back

into more or less normal circulation.

In the employment of any drug precautions must

be taken. Fatalities have happened from the injec-

tion of too large a dose of thiamine into the blood

stream. Stern used 2 mg. in 2 c.c. normal saline

as the initial dose for intraspinal injections. He
cautions that 30 mg. was apt to produce undesir-

able symptoms. Because ol the prompt dilution

effected by the blood, much larger doses can safely

be used IV. There is never any reason to exceed

100 mg. of the thiamine and 120 mg. of the nico-

tinic acid. From notations taken over a nine-year

period it is suggested that smaller but more fre-

quent injections be employed as the method of

choice.

Discussion

Dr. J. M. Northington, Charlotte: Mr. President, as

you probably recall, Dr. Klenner was on our program last

year at Charleston and he was unable to get there on ac-

count of the storm. His paper prepared for our Charleston

meeting was published in the official ournal of the Associa-

tion and received wide acclaim, as I know this piece of

work will. This paper we have just heard is an excellent

illustration of how the alert doctors who keep up with

what is published in the journals of the country can

promptly thereafter make available studies being made
elsewhere after having confirmed the observation of the

first reporter.

Dr. Klenner is to be congratulated on the careful work
which forms the basis for this excellent paper.

Advances in Antibiotic Therapy
(Clinical Med., July)

Aureomycin has a dramatic clinical effect in patients

with brucellosis; it is effective in cases of osteomyelitis,

some recurrent urinary infections, and some forms of bac-

teremia, and against lymphogranuloma venereum. Used

locally in J4 to 1% borate solution, it is effective against

many types of conjunctivitis.

Chloromycetin is active against all known rickettsia

which cause human disease and against some viruses. It

has produced spectacular results in epidemic typhus and

scrub typhus.

Bacitracin is effective in infected wounds and pyogenic

skin infections in the form of a watery solution or oint-

ment.

Penicillin is indicated in the following, diseases: pneumo-

nia, empyema, tonsillitis, scarlet fever, otitis media, menin-

gitis, bacteremia, bacterial endocarditis, diphtheria (with

antitoxin), Vincent's infection, tetanus (with antitoxin),

gas gangrene (with antitoxin), wound infection, gonorrhea,

syphilis, rat-bite fever, and pyogenic infections.

On the Absorption of Iron
(V. E. Henderson & G. IT. W. Lucas, Toronto, in Amcr. It. Dig.

Dis., Aug.)

The most generally useful forms of iron for administra-

tion are Ferrous Chloride given in a mixture with syrup

and hypophosphorous acid, which delay oxidation; or the

Citrated Ferrous Chloride may be used in the same way;

or Ferrous Sulphate, particularly in achlorhydric cases.

Some cases hsow an excellent response from pills contain-

ing 5 gr. of the Citrated Ferrous Chloride daily. Adequate

dosage can only be measured by the response. Most iron

preparations contain enough copper as impurity to meet all

needs.

The first symptom due to an excess of ferrous iron is

diarrhea; ferrous mixtures may lead in some person to a

black deposit on the teeth, which is readily removed with

the tooth brush.
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The Diagnosis of Congenital Heart Disease
Albert M. Edmonds, M.D., Richmond, Virginia

IT [S ONLY in the past few years, since the ad-

vent of cardiac surgery, that the exact diagnosis

of the various congenital anomalies of the heart

has become important. The material being present-

ed is information acquired from Dr. Helen B.

Taussig while working with her on the house staff

of Harriet Lane Home, Johns Hopkins Hospital,

and also from the abundant information in her

very tine book.

The first consideration when one approaches the

problem of congenital heart disease is whether the

patient is cyanotic. Diagram Xo. 1 merely divides

the more common anomalies into these two cate-

gories. Since it is impossible to discuss all of these,

I will confine my remarks to the two most common
of the cyanotic group—tetralogy of Fallot and

transposition of the great vessels—and the four

most common of the group in which cyanosis is

absent—patent ductus arteriosus, coarctation of

the aorta, and auricular and ventricular septal de-

fects.

Diagram No. 1

Cvan Present

1. Tetralogy of Fallot

2. Transposition of Great Vessels

3. Truncus Arteriosus

4. Eisenmenger Complex
5. Aortic Atresia

6. Non-functioning Right Ventricle, or Tricuspid Atresia

7. Pure Pulmonary Stenosis

Cyanosis Absent

1. Patent Ductus Arteriosus

2. Coarctation of the Aorta

3. Auricular Septal Defect

4. Ventricular Septal Defect

5. Atrioventricularis Communis Persistens

6. Anomalous Origin of Coronary Arteries

7. Aortic and Subaortic Stenosis

S. Dextrocardia

9. Eisenmenger Complex
10. Lutembacher's Syndrome.

The means available for arriving at a diagnosis

in congenital heart disease are history, physical ex-

amination, fluoroscopy and x-ray examination of

the heart, electrocardiography, circulation time,

oxygen saturation, angiocardiography, catheteriza-

tion of the chambers of the heart to obtain blood

pressure readings and blood specimens for oxygen

saturation determinations, and lastly, oxygen con-

sumption studies during rest and exercise. The four

diagnostic procedures last mentioned are very

specialized and will not be further discussed. Cir-

Presented to the Tri-State Medical Association's Semi-
centennial Meeting held at Williamsburg, Virginia, on the
21st and 22nd of February.

culation time is of help in establishing a right to

left shunt, since, when this occurs, the circulation

time is markedly reduced. Fluoroscopic examina-

tion of the heart is a procedure which can be car-

ried out by most physicians and lends great help

in arriving at the diagnosis if the examiner is fa-

miliar with the basic principles of fluoroscopy of

the heart. I thought it might be well to spend a

few moments reviewing diagrammatically what one

sees when examining a normal heart by fluoroscopy.

In the anterior-posterior view the tip of the left

ventricle is barely perceptible along the left border

of the heart. The right ventricle is well seen, since

it makes up the larger part of the contour of the

anterior-posterior view of the heart. The left auricle

is behind the heart and cannot be seen. The outline

of the right auricle is well demonstrated. The con-

tour of the pulmonary cdnus can be seen and by

fluoroscopy its pulsations observed. The aortic knob

can be seen at the left of the base of the heart. If

barium is introduced into the esophagus, the out-

line of the esophagus can be followed. One can

also observe the size and pulsations of the pul-

monary arteries and their branches in the lung

fields. This is a very important diagnostic point,

which, however, does require some experience and

good accommodation of the eyes.

The left anterior oblique position is accomplish-

ed bv turning the left shoulder toward the fluoros-

copic viewing screen. In this position the outline of

the aortic arch can be seen with the pulmonary

arteries and pulmonary window just below. When
the pulmonary arteries are small, one sees a very

large, clear pulmonary window. The outline of the

left ventricle can be seen posteriorly, and the out-

line of the right ventricle anteriorly. Enlargement

of the right ventricle results in an enlargement of

the cardiar silhouette toward the anterior chest

wall. Enlargement of the left ventricle can be dem-

onstrated by enlargement of the cardiac silhouette

toward the spinal column. If the patient is at a

60-degree angle, the left ventricle should just clear

the spinal column on inspiration.

When the patient is turned with his right shoul-

der against the fluoroscopic screen in the right an-

terior oblique position, the right ventricle is well

demonstrated, as are the contour and pulsation of

the pulmonary conus. Enlargement of the left auri-

cle can be demonstrated when a barium swallow is

administered, by the backward displacement of the

shadow of the esophagus.

Electrocardiography is of great help in the diag-

nosis of congenital heart disease. The average phy-

sician can at least decide whether the patient has
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right, left, or isoelectric axis deviation which will

confirm which ventricle is enlarged. Many other

findings can be determined by one experienced in

examining electrocardiograms.

The four components of the tetralogy of Fal-

lot are pulmonary stenosis, dextroposition of

aorta, high ventricular septal defect, and right ven-

tricular hypertrophy. The dextroposition of the

aorta results in the aorta overriding the high ven-

tricular septal defect and thereby receiving blood

from both right and left ventricle. The time of

the appearance of cyanosis in the tetralogy of

Fallot is variable, but generally first appears

around four to six months of age. This is fre-

quently related to the time of closure of the duc-

tus arteriosus. Clubbing of the extremities and

polycythemia later follow the appearance of cyan-

osis. Dyspnea is common, and as a result, the pa-

tient's capacity for exercise is markedly reduced.

Attacks of paroxysmal dyspnea are not uncommon
in infancy. Squatting is a characteristic position

of rest assumed by patients with tetralogy of Fal-

lot. Stunting of growth is generally present, due to

the inadequate supply of oxygen to the body.

Physical examination generally reveals a poorly

nourished and developed, cyanotic child with club-

bing of the extremities. A thrill is frequently felt

over the base of the heart. A systolic murmur is

heard along the left border of the sternum.

Fluoroscopic examination of the heart frequently

reveals a normal contour in infancy; however, as

the individual matures, the heart assumes a char-

acteristic contour. In the anterior-posterior view

of the heart a so-called boot shape contour is seen

with absence of the normally full pulmonary conus.

The right auricle and ventricle may or may not be

prominent. Due to the decreased pulmonary blood

flow resulting from the pulmonary stenosis the

hilar lung markings are very few, and the lung

fields are abnormally clear. In the left anterior

oblique position the right ventricle is seen to be

enlarged by its projection toward the anterior chest

wall. The pulmonary window is noted to be abnor-

mally large, due to the small pulmonary arteries.

In the right anterior oblique position the small

pulmonary conus is evident.

Electrocardiography reveals a right axis devia-

tion confirming the right ventricular hypertrophy.

Transposition of the great vessels was formerly

thought to be very uncommon and inconsistent

with life for a very long period of time; neither of

which has been found to be true. In this anomaly
the aorta arises from the left ventricle and the

pulmonary artery from the right ventricle. The
blood from the lungs enters the left auricle, the

left ventricle, and is then pumped back to the

lungs, a closed arterial circulation. The same proc-

ess of a closed venous circulation is present on the

right side of the heart, with the blood flowing into

the right auricle, right ventricle, out the aorta, and

back to the right auricle. Obviously, life after birth

is impossible in this situation unless there is a

shunt allowing mixture of the blood between the

two circulations. The ventricular and auricular sep-

tal defects and patent ductus arteriosus represent

the shunts for exchange of blood between the two

circulations. Obviously, one or any combination of

these three shunts can be present.

The most prominent clinical feature of the trans-

position of the great vessels is early and intense

cyanosis. Physical examination is not unusual ex-

cept for the fact that the heart is generally very

large. Murmurs and thrills are extremely variable

and not at all diagnostic.

The contour of the heart is very characteristic,

in that the heart enlarges to both left and right

quite rapidly soon after birth. Since the great ves-

sels lie directly behind each other the base of the

heart in the anterior-posterior position is very nar-

row. When turned into either oblique position, the

vessels lie side by side, and the base of the heart

becomes wider. The other significant feature of the

fluoroscopic examination in this condition is the

prominent hilar markings due to the extra blood

flowing through the lungs as a result of the shunt,

allowing mixture of blood from the two circulations.

This is, many times, an important diagnostic point

in distinguishing a transposition of the great ves-

sels from a tetralogy of Fallot. Electrocardiogram

usually shows right axis deviation.

The ductus arteriosus normally undergoes oblit-

eration at the time of birth. This process is gener-

ally complete by two to three months of age. Fre-

quently the ductus arteriosus may be patent until

about six months of age and still close in a normal

fashion; therefore, if a ductus does not close until

one year of age, it should probably be considered

as a normal variant rather than as an abnormal

condition.

The clinical findings accompanying this condi-

tion vary directly with the size of the patent duc-

tus arteriosus. Signs of a failing heart, such as

dyspnea, may occur if the ductus is large enough

to cause cardiac failure. Frequently the condition

is first detected in the course of a routine physical

examination. The condition occurs two or three

times more frequently in females than in males.

Physical examination generally reveals a normal

appearing patient. The continuous "machinery"

murmur is considered quite diagnostic of this con-

dition. The murmur is generally of a harsh, rasp-

ing quality, continuous throughout systole and

diastole and heard best just beneath the left clavi-

cle in the second interspace. A thrill is generally

felt in the same area. The typical "machinery"

murmur does hot develop until the blood pressure
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hi" the systemic circulation is high enough to cause

a continuous flow of blood from the aorta to the

pulmonary artery. Because this pressure gradient

resulting in the continuous murmur does not occur

until two t< five years of age, it is difficult to make

a definite diagnosis at any early age. At an early

age, due to the low blood pressure gradient, only

a systolic murmur is generally heard. The pulse

pressure is generally wide as is true with an aortic

insufficiency, and therefore a Corrigan type of

pulse is common.

The fluoroscopy of the heart may or may not

reveal an enlargement; however, if any enlarge-

ment is present it generally involves both ventri-

cles. The pulmonary conus is prominent and pul-

satile. The pulmonary hilar markings are markedly

increased, due to the increased pulmonary flow re-

sulting from the shunt from the aorta to the pul-

monary artery. The marked pulsations of the pul-

monary vessels frequently seen in this and other

conditions are referred to as "hilar dance."

Ventricular septal defect is the most common
congenital anomaly and very easy to diagnose as

a rule. In this condition the defect is almost always

small: therefore while allowing a small amount of

blood to be shunted from left to right the amount

is too small to be of any clinical significance. The
condition is asymptomatic and is generally found

on routine physical examination. The diagnostic

features of a ventricular septal defect are a loud,

rasping systolic murmur and thrill of maximal in-

tensity, in the third and fourth interspaces close to

the sternum and a heart of normal contour when ex-

amined fluoroscopically. It is of course important

to stress to the patient that in spite of the harsh

murmur present he has a normal heart and does

not need to restrict his activities in any way.

An auricular septal defect, on the other hand, is

frequently much larger, thereby allowing a signifi-

cant shunt of blood from left to right heart, result-

ing in undue strain on the right heart. The condi-

tion occurs about twice as frequently in females as

in males.

Clinically these patients are prone to develop

frequent respiratory and pulmonary infections and

rheumatic fever. Cardiac arrhythmias are also

quite common. Occasionally the condition is first

noted at the time of a routine physical examina-

tion, and occasionally on a routine x-ray examina-

tion of the chest which reveals a large cardiac sil-

houette.

Physical examination frequently reveals a frail,

poorly developed patient. Sometimes a left chest

deformity is present due to the enlargement of

the right ventricle. The murmurs and thrills present

with this condition are so variable that the steth-

oscope is of no value in diagnosis, except in ruling

out a patent ductus arteriosus. Fluoroscopic exam-

in.it inn of the heart reveals a markedly enlarged

right auricle and ventricle. The pulmonary conus

is prominent and pulsatile. Correspondingly, the

aortic knob is small. The hilar pulmonary shadows

are very prominent and a typical "hilar dance" is

frequently seen. Electrocardiography reveals a right

axis deviation. The blood pressure is low with a

narrow pulse pressure which is helpful in distin-

guishing this condition from a patent ductus arter-

iosus.

Coarctation of the aorta is a narrowing of the

aorta between the left subclavian artery and the

point of entrance of the ductus arteriosus. There

are two types of coarctation, infantile and adult

types, each with a different clinical picture. The
infantile type differs from the adult type in that

the ductus arteriosus is patent, allowing venous

blood from the pulmonary artery to enter the aorta

and mix with the small amount of blood flowing

past the obstruction to the aorta. As a result of

this, the lower extremities will be supplied mainly

with venous blood and will be cyanotic, while the

upper extremities and head will receive oxygenated

blood and will not be cyanotic.

The much more common adult type of coarcta-

tion of the aorta results in a marked decreased

blood flow to the lower extremities. There are va-

rious channels by which collateral circulation

around the obstruction can be established. This

condition occurs much more frequently in males

than in females. These patients may complain of

pain and numbness of the legs on walking or pos-

sibly numbness and coldness of the lower extremi-

ties, or it may be noted that a wound heals slowly

in the lower extremities. Headache or throbbing of

the head may be the chief complaint, which is of

course the result of the hypertension resulting from

the coarctation. A murmur may be heard on a rou-

tine physical examination and the condition thus

recognized. The patient is generally a large, well

developed individual. There may or may not be a

murmur present. The difference between the blood

pressure in the upper and lower extremities is the

main diagnostic point. Hypertension of over 200 is

frequently recorded in the upper extremities. Flu-

oroscopic and electrocardiographic examination of

the heart is of no value in diagnosis. Evidence of

the collateral circulation can be found occasionally

in a conspicuous pulsation in the supraclavicular

and interscapular regions and also by notching of

the ribs seen on x-ray examination of the chest.

If the diagnosis is questionable, angiocardiography

with 70 per cent diodrast frequently demonstrates

the lesion very dramatically.
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DEPARTMENTS

HOSPITALS
R. B. Davis, M.D., Editor, Greensboro, N. C.

FEAR COMPLEXES IN DEPARTMENT
HEADS

For a number of years the writer has had a

part in hospital administration. For a long time he

has observed a timidity on the part of hospital ad-

ministrators, superintendents, and various depart-

ment heads, which has expressed itself more pro-

nouncedly as the labor question has become more

complicated. If, in your hospital, this condition

exists, then you are on the down road from the

standpoint of economy and efficiency.

There was a time when a person given the hiring

and discharging of employees accepted the job

with a determination to see that those hired gave

value received for their pay. No one thing has con-

tributed more to neglect on the part of these indi-

viduals than has a fear complex. This fear complex

is usually unwarranted. Every individual working

in a hospital is responsible to one higher up who
has authority to hire and fire. One is forced to the

conclusion that this fear complex is based upon one

of three facts—laziness, one's questionable conduct

being known by those under him, and the desire

to maintain an efficiency record for a department.

An employee who "has something on the boss"

need have little fear of being fired. The department

head may accept half a loaf from the employee

rather than have him not appear for work at all.

Let us elaborate. It has been difficult in many
instances to get a hospital administrator to dis-

charge an employee who is not needed or who is

incompetent. It appears that he fears he will lose

his job mainly as a result of the likes or dislikes

of the employees, and since it costs him nothing to

pay three employees for doing the work of two, it

is more to his advantage to have three incompetent

friends among his emplovees than to have two effi-

cient employees who feel that they earn their salary

and owe the administrator nothing. The sooner

hospital administrators are required to furnish ref-

erences from former hospitals where they have

worked, the sooner trustees will know how to ob-

tain good administrators. The more the board ol

trustees impresses upon the hospital administrator

that his job is held or lost according to his effi-

ciency, the greater will be the reward for replac-

ing unsatisfactory employees. The writer has advo-

cated in this journal as of August, 1948, that hos-

pital administrators be paid a percentage on net

income rather than a stated salary. This would be

a great stimulus to get rid of dead wood in the

personnel.

Frequently the superintendent of nurses oper-

ates under a fear complex. While she operates

under the administrator, it is seldom that the ad-

ministrator will insist upon relieving nurses from

duty if the superintendent is opposed to it. The
superintendent of nurses is invariably a woman,
and women do not discipline well their own sex.

It is the writer's belief that many superintendents

feel it beneath their dignity to give a hypodermic,

and that giving a bath to a patient or the simple,

lowly service of the bedpan is not to be thought of.

In order to avoid any occasional demand for such

service, she is willing to put up with almost any

type of nurse. Whether this is laziness or false

pride, the author would not like to say. For the

most part, the superintendents of nurses have great

ambition and no doubt worry quite a bit about

their responsibility. Still, nurses working under

them tend to look for something in their conduct

to hold over their heads. Some social habits of a

superintendent may not be thoroughly in keeping

with her dignified position. If this is known to any
of her subordinates, they may so use the knowl-

edge as to create a fear complex. It would be a

wholesome solution if the superintendent of nurses

were granted the same social privileges as doctors,

hospital administrators and their wives are grant-

ed. The superintendent is primarily interested in

good nursing service in the hospital and not in

finances,30 one can understand that unless she is

reminded by the administrator of the cost of nurs-

ing service, she will not have this extravagance in

her mind; whereas if nursing service is poor, there

will be daily complaints to her. Therefore, she will

call in more nurses to do less work. The heads of

each department in turn somewhat show the pat-

tern of the hospital administrator and the superin-

tendent of nurses. He or she either has no desire

to do the work of a discharged employee until re-

placed, or this certain employee knows something

that the head of the department has said or done

which would be embarrassing if not kept secret.

They are not vitally concerned with the cost of

operating their departments just so long as service

seems satisfactory to the patient.

There is little that can be done at this end of

the line except to remind every department head

and every employee that 90 per cent of this job

rests upon the efficiency of their combined efforts.

They should be made to feel that partiality will

not play a part so far as their job is concerned

unless that partiality is based on work well done.

Tn writing upon this subject, it is not in the

mind of the author to criticize hospital personnel,

but rather to point out that this very dangerous

psychological modus operandi is responsible for a
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great many Failures among hospital administrators,

superintendents and department heads. It is a plea

from him to them that they will not allow the fear

complex to alter their good judgment and keep

them from doing their full duty.

GENERAL PRACTICE
William R, Wallace, M.D., Editor, Chester, S. C.

SUBACUTE BACTERIAL ENDOCARDITIS
Every doctor wants to keep fully posted on best

means of dealing with cases of bacterial endo-

carditis. King's 1 contribution fills the bill.

A 10-day treatment with crystalline penicillin

1,000,000 units IV q. 1 h. for 10 hours daily, and

1,000,000 units IM 4 times each night—and car-

onamide orally, 4 grams q. 3 h. throughout the

10-day period as well as for 24 hours preceding

administration of penicillin. During the treatment

the lowest blood level obtained in a sample drawn

13 hours after the last IV injection on the 10th day

was 20 units per c.c; highest, 10 min. after the

10th injection of the first day, 460 units per c.c.

T. promptly fell to normal, spleen became smaller

and several blood cultures at the end of the course

were negative. Patient discharged. Within two

weeks 1. again elevated, blood culture again posi-

tive. The patient has been placed for an indefinite

period on a regimen of 300,000 units of procaine

penicillin twice daily. On this schedule he has re-

mained symptom free and afebrile.

Of eight cases of subacute bacterial endocarditis,

only one was cured by the maintenance of a very

high penicillin levels in the blood for 10 days.

Four of the remaining seven were subsequently

aired by prolonged moderate-dose treatment. The
superiority of prolonged treatment over short term

intensive treatment is thus indicated.

Within the range encountered in this series

there was no correlation between the degree of re-

sistance of the organism in vitro and the ease or

diffkultv of clinical control of the infection.

1. F. H. King ct til., iii Jl. Mount Sit
May-Tune.

Host.,

TREATMENT OF SIMPLE UNCOMPLICAT-
ED CONSTIPATION

There can be no doubt that were no purgative

medicine to be taken at any time or under any
circumstances, the net gain to the race would be

tremendous. Indeed it may well be doubted if a
purgative is ever indicated, and every practitioner

of experience knows of instances in which the ad-

ministration of such drugs has placed life in jeop-

ardy, even sacrificed life.

1. IT. W. Soper. St. Louis, in Amcr. Jl. Dig. Dis., Aug.

Despite all this many patients are chronically

constipated, and a large fraction of this many owe
this constipated state to the use of purgatives.

Good management of such cases is outlined by
Soper. 1

Enemas and all purgatives must be stopped at

once. The fecal column should be permitted to

form in the lower colon. It will require about three

days for this to occur. Patients must be reassured

that nothing will happen even if the bowels do not

act.

Later in the morning of the fourth day, with the

patient in the knee-chest posture, the proctoscope

is introduced and the sphincter dilated, always

making pressure with the instrument upward to-

ward the spine.

Later routine: A pint of cold water is to be

taken upon arising, followed at once by IS minutes

of active exercises involving the abdominal mus-

cles. Defecation should follow immediately after

breakfast allowing sufficient time for the act to be

complete; strong intermittent pressure with the

hands over the left side of the abdomen is of great

aid in evacuating the contents of the lower colon.

The diet should be rich in whole-wrheat bread and

cereals, as well as fruits and leafy vegetables.

The oil retention-enema is of great value in the

treatment of spastic conditions of the colon. Six

ounces of mineral oil is introduced at bedtime and

allowed to remain in the colon all night, reverse

peristalsis soon carries it to the cecum. Mineral oil

is preferred to the cottonseed and olive oil, inas-

much as no bacteria will grow in its presence.

A course of such treatments will cure many cases

of colonic diverticulosis. Splendid results have been

achieved in cases of ulcerative colitis.

A remarkable cure resulted after one year's

treatment in a case of tuberculous ulcers of the

rectum and sigmoid colon. Sigmoidoscopy reveals

the ulcer scars with complete disappearance of the

t. b. after many microscopic examinations of the

direct smear. Recurrence of the ulceration is ap-

prehended and the patient continues to employ the

daily oil retention-enema.

The oral administration of mineral oil is not

advisable as its presence in the small intestine may
prevent the absorption of Vitamin A and other

vital food elements.

The severe tvpe of hvpotonic colon requires

some sort of stimulant. Fluid extract of cascara

sagrada, from 10 to 30 drops given before each

meal is very effective; the patient learns to reg-

ulate the proper dosage.

Carf. of the Severely Burned
(C. W. McLaughlin. Tr., & R. M. Cochran. Omaha, in Neb.

Med. J!., July)

The burned area should be treated as an open wound.
Stricl asepsis is essential.
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Put the injured part at rest

Prevent secondary contamination

Avoid trauma through repeated dressings

There is no perfect burn dressing. Bland petrolatum jelly

on a 44-mesh gauze bandage is the most universal method
of treating the local wound. Its value lies mainly in the

fact that it is soothing, and it does not injure viable tissue.

SURGERY
William H. Pkioleau, M.D., Editor, Charleston, S. C.

PRIMARY CARCINOMA OF THE GALL-
BLADDER

Carcinoma of the gallbladder is more common
than is generally recognized. Its incidence in post-

mortem examinations is reported as from 0.11 to

0.85 per cent, and its surgical incidence as from

0.50 to 3.0 per cent. This, along with the fact that

it is most amenable to prophylactic treatment,

makes it worthy of our constant consideration.

Gariepy and Gardner, in reviewing the literature,

as well as their own cases, bring out some inter-

esting facts. Its common association with gallstones

is more than a coincidence. In some series gall-

stones are found in 100 per cent of the cases. In

other series, in those cases where there is no gall-

stone, there is evidence of preexisting cholecystitis.

Very rarely, if ever, has primary carcinoma been

found in an otherwise normal gallbladder.

Carcinoma of the gallbladder cannot be diag-

nosed clinically in its early stages. At best there is

roentgen-ray evidence of calculi or dysfunction.

When found at operation it is generally so ad-

vanced that cure is beyond question. However, the

latter need not be the case, as cases have been re-

ported of the neoplasm being found well circum-

scribed, and operation has been followed by an

apparent cure. The authors report a series of 19

cases of which 26 per cent of the patients are liv-

ing and apparently well from one-and-a-half to

seven years after operation.

These surgeons conclude that cholelithiasis is the

most important single factor in the etiology of pri-

mary carcinoma of the gallbladder; also that pro-

phylactic removal of gallbladders harboring stones

is imperative.

Garif.fy, L. J., and Gardner, L. W.: Southern Surgeon,

1948, XIV:820.

IMPERFORATE ANUS
Imperforate anus constitutes one of the more

serious congenital anomalies. Except in the simpler

forms the surgical treatment is unsatisfactory in a

large percentage of these cases. Particularly is this

the case in that group in which the rectal pouch
ends blindly and fails to reach the perineum. The
high incidence of urinary tract, vaginal and peri-

neal fislulae adds to the seriousness of the condi-

tion as well as the difficulty of treatment.

The usual method of operative repair consists in

mobilizing the blind end of the rectum through a

gluteal crease incision and suturing the bowel to

the skin in the region of the anal dimple. The ex-

cessive morbidity in the form of poor results and

prolonged hospitalization is accounted for chiefly

by the high incidence of associated fistulae which

are easily overlooked, and when recognized are

difficult to treat satisfactorily. Secondary operations

are commonly necessary.

Norris and his associates1 have approached the

problem in what appears to be a more direct man-
ner. Through a low left-rectus incision any fistula

present is appropriately treated, the blind end of

the rectum is adequately mobilized, and then

brought to the outside through an incision in the

anal region, care being taken to preserve any

sphincter which may be endangered. The work is

presented as a preliminary report inasmuch as only

four cases have been treated in this manner. Thus
far the results have been encouraging.

The operation is performed in one stage in case

of complete or almost complete obstruction when
the patient is seen early and before much disten-

tion has taken place. In case of much distention a

preliminary colostomy would be necessary. Where
obstruction can be relieved by stretching a stenos-

ed orifice, or a perineal or vaginal fistula the oper-

ation is delayed until the condition of the patient

is improved.

Of interest is the high incidence of accompany-

ing anomalies of the heart, and of other portions

of the alimentary tract, found in these cases; also

that the Wangensteen-Rice technique for obtaining

roentgenograms of the abdomen with the infant

held head down and a marker at the anal dimple

has been found inaccurate before the age of 24

hours. It is inadvisable to postpone the operation

for the purpose of obtaining accurate roentgeno-

grams. Preoperatively particular care must be

taken to examine for urinary tract fistulae.

1. Norris, William J., ct a!.: Surg., Gyn. Sr Obst., 1949, 88:

THERAPEUTICS
J. F. Nash, M.D., Editor, St. Pauls, N. C.

MANAGEMENT OF HEART DISEASE
Atherosclerotic occlusive disease of the coro-

nary arteries is the major cause of death in this

country in middle and old age. All recognize this

fact. But whether this should be considered a dis-

ease or "normal" way of dying or wearing-out,

that is, an unalterable condition, is not established.

So far, preventive procedures are but dimly imag-

ined and often impracticable.

With this intelligent approach, Sprague1 goes on:

Main reliance for the recognition of coronary

artery disease should be placed in careful history-

taking and electrocardiography. All the possibilities

of the x-ray department and the laboratory may be
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necessary in the differential diagnosis of the an-

ginal syndrome. Even with these resources avail-

able, the diagnosis will, in a few instances, be re-

I to a matter of personal opinion.

Harrison reports on a study of a large series of

cases of angina pectoris. The pain was substernal

m only half the patients; pain entirely in peri-

apical, axillary, or abdominal regions did not occur.

The pain was never of a few seconds' duration,

usually lasted a few minutes, rarely longer than

half an hour: was mild or minimal in more than

half: constrictive or heavy in 50',; frequently

aching and occasionally burning, and was lancinat-

ing in only one of 77 patients. In addition to the

classical excitants—exertion, emotion, eating, and

cold—the recumbent position and glucose defi-

ciency were common precipitants.

Pain induced by sitting or standing or aggravat-

ed bv breathing, coughing, or swallowing cart

usually be ascribed to disorders other than angina.

Anginal subjects often have chest pains from other

pathological conditions, and the two types of pain

must be differentiated. Angina in 10' r of the se-

ries, particularly in those living sedentary lives,

was never related to effort.

The conditions to be considered in differential

diagnosis of acute coronary occlusion are: pulmo-

nary infarction, dissecting aortic aneurysm, ectopic

cardiac rhythms, and cerebrovascular syncope. The
fall in blood pressure accompanying all these may
raise the suspicion of myocardial infarction.

The development of congestive heart failure in

an individual over 60, without a history or clear

evidence of previous myocardial infarct, valvular

deformities, or hypertension, always makes coro-

nary disease a quite possible cause.

The fashion of diagnosing coronary disease in

great numbers of old people dying of obscure ail-

ments should go out: attempts at more accurate

diagnosis should be made.

Except in acute anginal pain treated by nitro-

glycerin, alcohol, and perhaps O, medication is of

little value. Xanthines, papaverine, atropine, or

vitamin E are worthless.

With increasing angina pectoris of effort which
is becoming angina decubitus, a major coronary

occlusion is a probability at any moment. Rest and
the passage of time, however, often tide the pa-

tient over into a better coronary blood supply.

Possibly anticoagulant therapy at this stage may
prevent propagating thrombosis. Except for the

use of dicumarol there has been no great improve-
ment in the treatment of acute myocardial infarc-

tion. The procedure requires hospitalization, careful

laboratory supervision, and attntion to the possi-

bilities of hemorrhage. Fortunately, many mild at-

tacks of myocardial infarction can be cared for at

home and do not require anticoagulant therapy.
1. II. B. Sprague. Boston, in Modem Med., Feb.

Congestive failure as a result of coronary artery

disease is not characteristic. Hypertension often is

the added factor in cardiac strain. Digitalis, diu-

retics, and rest are effective, but the major recent

advance in therapy is the rigid low-sodium diet,

which is far more successful in preventing fluid

retention than is the customary low-salt diet.

Cardiac arrhythmias of importance in coronary

disease are auricular fibrillation and flutter, heart

block, carotid sinus syncope, and ventricular

tachycardia. For the first two, digitalis is the drug

of choice to reduce the apex rate to a level of 70

to 80. Digitoxin is best when speed of action is

demanded; but for routine use the whole leaf is

preferable.

The attempt at restoration of normal rhythm by

quinidine is rarely, if ever, justified in fibrillation

or flutter due to severe organic changes in the

myocardium of advanced coronary disease. How-
ever, we have found it advisable to give quinidine

sulfate. 0.2 gm. (3 gr.) q. 4 h. during the first two

weeks of acute coronary occlusion to prevent ecto-

pic rhythms, particularly ventricular fibrillation.

Heart block with syncope is best treated with

epinephrine. 0.25 to 0.5 c.c. of 1:1,000 aqueous so-

lution, hourly subcutaneously until the attacks of

standstill subside, then at increasing intervals up
to q. 4 to 6 h.

Sensitivity of the carotid sinus usually increases

to some degree with age, but extreme irritability of

the reflex has been considered evidence of coronary

disease. Phenobarbital in small doses and discard-

ing tight collars prevent syncopal attacks. In some
instances denervation of the sinus is necessary.

Ventricular tachycardia is usually seen in the

acute stages of myocardial infarction and necrosis.

Recent work indicates that a useful medication,

less hazardous than IV quinidine, is IV morphine,

0.01 to 0.04 gm. (1/6 to 2/3 gr.) q. y2 to 2 h.

Prevention of coronary atherosis seems to be in

the domain of genetics. Of value may be a low-

cholesterol diet for members of families in whom
hypercholesteremia is demonstrated, small doses of

thyroid when high blood cholesterol and low BMR,
decholesterolizing agents (choline, inositol KI)
sdya lecithin and pancreatic extracts.

LESS PAINFUL INJECTIONS
That pain and the fear of pain of hypodermic and in-

tramuscular injections can to a large extent be averted by
the use of procaine is known to every doctor. Why this

technique is not in more common use is difficult to under-
stand. The relief and gratitude of patients are well worth
the little extra effort.

With these sentences of a Chicago doctor 1 no halfway
thoughtful and considerate medical man can disagree.

Bolotin's technique is as follows:

In hypodermic injections, add from 54 c.c. to Yz c.c. of

2^- procaine to the iron, liver or vitamins to be injected.

1. M. T. Bolotin, Chicago, in Medical Times, Sept.
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He uses a rubber-stoppered bottle of 30 to 100 c.c. pro-

caine, 2%. If a very irritating medicament is to be injected

more of the 2% is used.

For quick hypodermic injections, the security type nee-

dle, No. 25 or 26, B D., can be used without fear of

breaking.

For intramuscular injections, as used in giving penicil-

lin, or bismuth in oil, a procaine bleb is made with a

small needle, and then the No. 18- to 20-needle injection is

made painlessly. Ask your patient, and he will tell you
how painful an intramuscular injection can be.

Procaine, 2%, may also be added to the solution if it is

irritating in intramuscular injections, in addition to using,

the anesthetic bleb.

Another advantage of the procaine-bleb technique in

intramuscular injections is that one can carefully draw
back to prevent getting into' a vein. There is no urge to

hurry the injection, so the doctor can take his time.

GENERAL PRACTICE
James L. Hamxer, M.D., Editor, Mannboro, Va.

FOR BREAST CARE AXD BREAST FEEDING
Here is a good scientific, sensible argument for

breast care and breast feeding, as presented by a

Washington obstetrician. 1

Breast-feeding is advantageous to both mother

and infant, breast milk is more digestible than any
substitute. Direct from the breast milk is at the

proper temperature and not contaminated. Nursing

initiates contractions of the uterus and other

smooth muscles, facilitates drainage of lochial dis-

charge, reduces infection and aids in the return of

the uterus to its normal size.

Few infants react unfavorably to the quality of

the mother's milk. Transmission of sedatives, cer-

tain cathartics and nicotine through the breast milk

is no contraindication to nursing, but rather de-

mands on the mother to reduce her use of these

substances.

The infant with erythroblastosis should not be

fed its mother's milk because of the additional

antibodies which this milk contains. Unless there

is evidence of sensitization of the Rh-negative

mother to her Rh-positive infant there is no con-

traindication to breast-feeding. That human moth-

ers with tumor ancestry should not nurse their in-

fants for fear of transmitting cancer through the

milk has not been proved.

Postpartum patients who have lost or who have

to be separated from their infants, patients with

tuberculosis, pustular skin lesions, severe heart dis-

ease, and certain mental diseases, particularly epil-

epsy and manic-depressive psychosis, should have

their milk supply suppressed immediately. This is

best accomplished by proper support of the breasts,

mild purging with saline cathartics, some restric-

tion of fluid intake, and possibly by keeping the

estrogen level up with synthetic hormones. Die-

thylstilbestrol started immediately after delivery 1

i. JmI-.h Parks. Washington, in Med. Annals D. C, Aug.

mg. 4 times daily for three days; then 1 mg. three

times daily for three days; 1 mg. twice daily for

three days, and 1 mg. daily for three to six days

will usually prevent breast engorgement. Larger

doses may contribute to postpartum bleeding.

Narcotized, traumatized, anoxemic babies do not

nurse well. Immediate aspiration of mucus and

amniotic fluid should be accomplished without

trauma.

The baby should be permitted to suckle as soon

as the mother has fully reacted. Until the breasts

become filled both breasts should be taken for two

to six minutes. Hospital practices of arbitrarily

feeding infants from alternate breasts on a 4-hour

schedule are based upon the convenience and hab-

its of the nursing staff rather than upon the needs

of the baby or the mother. More frequent and

shorter periods of nursing result in better lactation

and healthier babies.

Frequent emptying of the breasts prevents over-

distention and stimulates production of milk. If

the infant does not empty the breasts, they should

be pumped or expressed after feeding until the in-

fant's needs and the mother's supply balance. If

the mother is permitted to feed her baby whenever

the infant is hungry she will establish a more rea-

sonable nursing interval with a better reflex ex-

pelling mechanism governing the outpour of milk.

The practice of measuring the progress of an

infant by his daily weight chart has led to over-

feeding of and to many misunderstandings about

infants. If the mother's milk supply is not ade-

quate, the infant should receive additional food

from a bottle, but the habit of providing a formula

bottle, whether the infant needs it or not, soon

stops the supply of breast milk and starts the baby

off on a fattening process which may not contrib-

ute to its health.

Breasts will fill more uniformly and empty more

completely if the mother wears a nursing brassiere

in bed as well as while up. The breasts should

never be bound tightly against the chest wall. The
nipples should be cleansed before and after each

nursing with aqueous zephiran 1:2000, this follow-

ed by sterile water. Cleansing the milk from the

nipples immediately after nursing and applying a

sterile cellophane or gauze flat will prevent infec-

tion.

Either the head of the bed should be elevated

or the mother should sit up in bed to nurse her

baby.

Inverted nipples should be brought out before

the baby is put to breast, either by massage or by
negative pressure. Prenatal preparation of the nip-

ples and shorter periods of nursing in which the

base as well as the tip of the nipple is taken into

the infant's mouth help prevent breaks in the skin

surface of the nipple. Walzer recently suggested
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changing the nursing position of the infant in the

patient who has sore nipples. This permits traction

of a portion of the nipple which is not sore.

Should the nipple become inflamed, it can usually

be corrected by the application of a sulfonamide

ointment in a water-soluble base. The ointment is

removed before each nursing and if necessary a

nipple shild, breast pump, or manual expression is

used until healing is complete.

Proper prenatal preparation and self-demand

nursing of both breasts will usually prevent en-

gorgement. If the breasts become over-engorged,

adequately support the breasts, manually or me-

chanically empty the breasts after each nursing

period, give mild analgesics, such as codeine and

.n etylsalicylic acid.

Breast infections should be prevented. The ma-

i lily starl from abrasions, lacerations, or fissures

of the nipple and spread into the duct system.

Treat infections of the nipple immediately with

sulfonamide ointment, keeping the ducts open with

warm applications of normal saline, and by nega-

tive pressure as often as necessary to relieve con-

gestion, the breasts being supported at all times.

Penicillin 1M is effective for patients who show

early, acute mastitis. When abscesses form, they

should be localized by hot applications and incised

radially from the nipple.

RADIOLOGY
R. H. Lafferty. M.D.. and Associates. Editors,

Charlotte, N. C.

FOLLOW-UP IN CHEST X-RAY SURVEY S

John 0. Lafferty, M.D., Editor, Charlotte, N. C.

The increasing use of the survey x-ray exam-

ination in the search for pulmonary tuberculosis

makes one realize more and more the difficulty in

making a differential diagnosis of the lesions dis-

covered by this method. 1

The patient who seeks medical advice following

the discovery of a lesion in the chest on routine

examination is usually one who has no symptoms
on which the physician can base his study. The
ones who do have symptoms are usually no great

problem. A few of the lesions discovered will be so

characteristic as to cause no difficulty, but the

majority will fall into a class in which additional

study is required.

Many diagnostic aids are available in the study

of these asymptomatic lesions, but one should

always begin with the simplest, i.e., complete his-

torv and physical examination. Following this, skin

tests should be done, and perhaps further radiogra-

ph; Many specialized procedures are often of

value and the clinician should consult with the

radiologist to determine what would be of value.

Pulmonary secretions (as obtained from both spu-

tum and gastric washings) should be examined

both bacteriologically and cytologically, as should

pleural fluid if it be present. Blood studies will

often reveal abnormalities which are diagnostic of

the underlying disease. Bronchoscopy is necessary

to determine the diagnosis in some cases, and

finally thoracotomy will be necessary in a certain

number of cases before a diagnosis will be reached.

At competent hands, the mortality following this

procedure is no higher than that following laparo-

tomy.

While many cases of pulmonary tuberculosis will

be found, one will also find cases of carcinoma of

the lung, benign tumors, and acute infections. The
latter two groups are not serious, but the first two

are of grave import, and every effort should be

made that they do not pass undiagnosed.

It is only with diligent follow-up and investiga-

tion of every case discovered that the greatest good

will come from the use of mass chest surveys.
1. Mark. It.: Differential Diagnosis of Pulmonarv Sh.nl., us

d un X ray Films. Minn. Med., Aug., M9.

PEDIATRICS
Albert M. Edmonds, M.D., Editor, Richmond, Va.

ADVISING PARENTS OF EARLY
STUTTERERS

Abstracted from article bv S. F. Brown, M.D., in Pediatrics
Aug., 1949.

Probably no other disorder which affects as

many persons as does stuttering has received so

little attention from the medical profession. Stut-

tering has been widely regarded as a habit, and

so as being more properly an object of study by
educators and psychologists than by medical men.

In a critical review of biochemical and hema-
tologic studies. Hill found slightly higher blood

calcium levels. RBC and WBC counts in stutter-

ers. During speech, stutterers exert greater effort

than do nonstutterers, and this is reflected in these

slight differences.

Various investigators (Bluemel, Van Riper) have

pointed out that stuttering in the adult differs

greatly from that in the young. The adult may
have a long and elaborate series of reactions ac-

companied often by extreme degrees of tension in

the muscles involved in speech. Usually the tension

spreads to other muscle groups, producing grimac-

ing, eye blinking, tongue protrusion, jaw clenching,

sweating, silent intervals, grunting, head jerking

and so on. Contrasted with this tempest of activ-

ity, the stuttering of the early stutterer is placid

indeed. His interruptions consist usually of repe-

tition of a sound, syllable, word or phrase, or pro-

longation of a sound—all in an easy and effortless

way. Despite the worries of his family, the child

is. at first, blissfully unconcerned.
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Studies have been carried out in an attempt to

determine if the repetition of nonstutterers is any
different from the repetition of early stutterers. No
difference between the number of repetitions in the

two groups could be found. The next question is

when does a child stutter and when is his repe-

tition the result of the normal process of develop-

ment? It seems that the answer to this question

lies in who decides that the child is a stutterer.

If the two groups are alike, then therapy direct-

ed toward the parents should alleviate the stut-

tering of many. Over a 30-month period 72 per

cent of a group of stutterers stopped stuttering

when this means of therapy was applied.

Out of these and other studies and therapeutic

tests, a new theory of stuttering was developed by

Wendell Johnson, director of the University of

Iowa Speech Clinic. It has been described by him
in various publications. This theory holds that the

most common cause of stuttering is the diagnosis

thereof. Davis studied 200 "normal'' preschool

children and found every one of them to have repe-

titions in his speech. Apparently these repetitions

of preschool speech are so familiar that they are

usually ignored. Now and then a parent becomes

aware of this occasionally repetitive speech, and

labels his child "a stutterer," winces when he hears

any repetition, and often expresses concern over it.

The other parent is asked to listen for the "stut-

tering." The child may be urged to "slow down,"
to "stop and start over," "think what you want to

say,'' "take a deep breath before you begin to

talk." He may be simply told to "stop stuttering,"

and even punished for speech repetitions.

Sometimes the parents decide to say nothing

about the repetitions in the hope that they will

cease. But since they are convinced that repetitions

are abnormal, they develop a good deal of tension

and worry, which usually they are unsuccessful in

concealing. The child soon learns that any speech

repetition is undesirable. A beseeching look from a

distraught parent teaches just as quickly as a slap

in the mouth. So he tries to speak with perfect

fluency. This is impossible for him, as it is for any
child. As he continues his attempts, the child be-

gins to, first, be oppressed by a sense of failure:

second, fear to talk in those situations in which
penalties for repetitive speech are likely to be more
severe: third, use excessive strain and tension in

talking in an effort to avoid any sort of nonfluency.

The effect of this added muscular tension is to pro-

long any interruption that occurs. Thus a vicious

circle is set up: tension causes prolonged interrup-

tions resulting in greater concern and still greater

tension, and so forth. From these early efforts to

prevent a normal and harmless repetition come the

many phenomena of adult stuttering.

It is somewhere in this early stage that parents

most often seek advice. The therapy is time-con-

suming, and can be best applied by a speech clinic,

a speech therapist, or a doctor who is willing to

spend the necessary time with the parent and
child. The first step is a detailed history including

the parents' reaction to the child's early speech

repetition, then a complete physical examination.

The therapy consists of conferences with the par-

ents and child and with the child alone in an at-

tempt to explain to both the problem at hand and
to aid in overcoming it once it is understood.

Drug treatment is strictly contraindicated. It

tends to reinforce the parents' feeling that some-

thing is seriously wrong with the child.

DENTISTRY
J. H. Guion, D.D.S., Editor, Charlotte, N. C.

SWEETS AND TOOTH DECAY
The discussion of tooth decay, like the condi-

tion itself, we have always with us. An Ohio
teacher' of dentistry has firm convictions on the

subject of causation, and he expresses them for

our information.

One does not need sugar to have good health.

Plenty of energy can be derived from other forms

of carbohydrates such as starch. The high con-

sumption of sugar in this country, about 120 lbs.

per person per year, is a major cause of our ex-

tensive tooth decay, especially in children. Dental

surveys of chilren in such areas of chronic starva-

tion as occur in India, show much less tooth decay
than in the United States with our vaunted ade-

quate nutrition. The same has been shown in sur-

veys of orphanage children here at home, where
the diet was deficient in vitamins and minerals

and very low in sweets. Dental surveys immedi-
ately following World War II showed markedly
less decay in the teeth of European children who
had been, for years, on starvation diets (and no

sweets) than is routinely found in our children on

an "adequate" diet with high sugar content.

In a recent survey of students at the University

of California the activity of tooth decay was found

to be directly related to the amount of sugar con-

sumed.

Many nutritionists proclaim that tooth decay is

due to dietary deficiencies, especially deficiencies

of minerals and vitamins. There is no experimental

evidence which supports such claims, but much
evidence to prove these claims false. The sale oi

vitamin and mineral preparations is a billion dol-

lar business, but the incidence of tooth decay has

increased during this vastly enlarged consumption
of vitamin and mineral preparations.

A 5-ounce candy bar contains 2 J/> oz. sugar, a

1. P. C. Kicchin, D.D.S., Columbus, in Ohio Med. J I., Aug.
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Life Saver has 1 3, a stick of gum >j drachm.

Ice cream has 6 oz. in a qt.; a Coca Cola y2 oz.,

ginger ale yi oz., chocolate milk J4 oz., a piece of

pie from }4 to % oz.

In order to assist dentists in the control of tooth

decay by dietary treatment, special bacteriological

laboratories have been established at a number of

dental schools. Some state boards of health are

also active in this field, notably Iowa and Michi-

gan.

It is quite possible for most intelligent individ-

uals to reduce tooth decay by a sharp reduction

of sweets in the diet. One of the first steps is to

stop adding any sugar, or other carbohydrate

sweetening agent, to the fond at the table, and

quit piecing on sweets in any form between meals.

The next step is to drastically cut the cook's sugar

supply. Remember that whole hour's acid produc-

tion every time you consume sweets, even in very

small quantities. Eat a good breakfast of such

esential foods as eggs, milk, and unsweetened fruit,

and take no midmorning sweet drink. Apply the

same principle to other meals.

There has been in recent months considerable

publicity concerning fluorine and dentifrices con-

taining ammonium and urea in their relation to

the control of tooth decay. .Much of this has been

premature. A drastic reduction in the eating of

sweets, especially in the frequency of eating them,

will do more to reduce your tooth decay than any
other method yet devised. While it is necessary to

seek the aid of your dentist for the repair of dam-
age already done to your teeth, you have it within

your own power to prevent much of the future

need for such aid. It is your choice—turn down
the sweets or take the tooth decay.

UROLOGY
Raymond Thompson, M.D., Editor, Charlotte, N. C.

A STUDY OF XO\ -GONORRHEAL
URETHRITIS

Over scores of years it has been the wellnigh

universal practice to call all urethral discharges,

except those little thicker than urine, gonorrhea.
In the light of the developments of the last few
years much serious injustice was so done, and con-
tinues to be so done.

During World War II thousands of urethral

meatal smears were examined for the gonococcus
and that organism not found. Prior to this the

gonococcus. even if not found, was still believed to

be the cause.

Xon-gonorrheal urethritis for some years now
has been well recognized. Of 2,000 American troops
serving in the Pacific theater 3% contracted a

1. R. R. Willcox, Windsor, England, in //. Venereal Disease

gonoccic infection, whereas 12A C

/C had a non-

specific urethritis. Among the possible causes are

chemical irritation, crystalluria, amebae, trauma,

intraurethral sores, stricture, Bacillus coli, bac-

teria of the pleuropneumonia-like group, and other

bacteria.

Cultures of the discharges grow a variety of

organisms, for the most part saprophytes and hav-

ing no causative relation to the disease. Staphylo-

coccus albus was found in 68' < of a series; in the

vast majority the organisms were resistant in vitro

to penicillin, neoarsphenamine. and sulfadiazine.

The disease responds to sulfonamides to some ex-

tent, but penicillin has proved useless for non-

specific urethritis.

Of 86 patients with nonspecific urethritis studied

51 ft had had intercourse with two or more dif-

ferent persons in the previous two months.

To the 86 patients are added a further SO

—

a total of 136 cases to be discussed.

Incubation period was four to 21 days; 63'
. had

i hazy urine. The disease was complicated in seven

by epididymitis, in one by acute prostatitis, in

two by marked littritis, in two by tysonitis, in one

by rheumatism. Repeated early morning smears

were taken to exclude the gonococcus. The dis-

charge was: marked purulent in 23.5',, slight

purulent in 3.8, marked mucopurulent in 44.1,

scanty mucopurulent in 8.8.

Forty-six patients required re-treatment. Similar

lines of therapy were employed as at first, but

each patient was given a type different than his

previous therapy. In addition, urethral irrigations

in 16 cases were combined with a course of mixed

gonococcic vaccine given daily for five days, com-

mencing with 100 million organisms and increasing

by that number with each dose.

Sixteen patients received sulfonamides ( 14 for

the first time), with 10 successes. Thirty had no

sulfonamides, with 21 successes.

Fifteen patients required a third treatment, dur-

ing which eight were given sulfonamides, with two

failures; three, irrigations only, with one failure;

three, irrigations with vaccine in addition, with

two failures: and one, with daily applications of

sulfanilamide powder through the urethroscope.

with success. Five patients required a fourth treat-

ment, three a fifth, two a sixth, and one a seventh.

Number of weeks spent in the hospital: 1 or less

by 63 patients. 2 or less by 113, 2 to 3 by 12.

Eleven patients spent more weeks in hospital.

The treatment schedules were various.

Sulfanilamide proved a satisfactory drug, and

i he results were enhanced if irrigations and/or

fever were combined. The results of combined

therapy were superior to those of sulfonamides

alone, irrigations alone, or of calcium mandalate

(by mouth) alone.
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In view of evidence here presented, it is plain

that no diagnosis of gonorrhea should be made
unless examination of the smear, culture, or (in

some non-acute cases) the complement-fixation

test, offers conclusive evidence that the patient has

gonorrhea.

OBSTETRICS
H. J. Langston, M.D., Editor, Danville, Va.

TOWARD BETTER PRENATAL CARE
A reasonable program for management of preg-

nant women is outlined by a State of Maine doc-

tor.
1

The foundation of good obstetrical care is laid

at the initial visit of the gravid woman, when a

careful history is taken and physical examination

made, including pelvimetry. The recognition of

possible problems created by various prior infec-

tious and metabolic diseases, and abnormalities of

the obstetrical history should furnish grounds for

thorough investigation of these aspects. Examina-

tion of the pelvic organs will save the physician

much future embarrassment. A hemoglobin deter-

mination and urine examination should be repeated

throughout the prenatal course. A test for syphilis

will also be made.

X-ray examination of the chest should be done

routinely.

Recommended against habitual abortion is the

following course:

Five mgms. of diethylstilbestrol daily, orally,

starting with the sixth or seventh week from the

start of the last menstrual period; daily dose in-

creased by five mgms. at two-week intervals to

the 15th week, thereafter by five mgms. each week

until the end of the 35th week, at which time the

final dosage is 125 mgms. daily.

Program offered for routine prenatal care:

The patient to report to her physician as soon as

any suspicion of pregnancy.

Careful history, physical examination to include

pelvic organs and clinical pelvimetry. A history of

prolonged labor terminated by mid-forceps deliv-

ery, unexplained stillbirth, prominent ischial spines,

sacral deformity, and/or shortening of the internal

pelvic diameters, abnormal fetal presentations at or

near term call for x-ray pelvic examination.

Routine hemoglobin and cellcounts, urinalysis,

b. p. determinations, and a careful check on hemo-

globin and urine throughout the pregnancy.

Arrangements for a routine chest film should be

made at the first visit.

Every pregnant patient should have blood type

and Rh factor determined at the start of her pre-

natal care, as well as routine serological tests.

I. R. V. Lorimer. Portland in //. Maine Med. Assn., Aug.

Regular employment of the vaginal smear may
be warranted.

Patients of normal weight should be placed on a

high-protein, high-mineral, and high-vitamin diet,

with restriction of carbohydrate and fat, and of

sodium and fluids, particularly in the last half of

pregnancy. Aim at a total weight gain of 15 to IS

pounds over ideal weight.

Patients who cannot or will not cooperate, those

whose weight gain is excessive, or those who enter

pregnancy already obese, should have ampheta-

mine provided there is no contraindication. The
obese patient should be placed on a drastic reduc-

tion in calories, protein, mineral and vitamin com-

ponents being adequately.

Frequent visits are required by patients whose

rate of gain is out of control, either because of ex-

cessive fat deposit, fluid imbalance, or sodium re-

tention. Edema should be vigorously combatted by
raising protein intake, restriction of fluid, and im-

position of salt-poor or salt-free diet.

Diethylstilbestrol is indicated for patients with

history of late pregnancy accidents and in cases

of habitual or threatened abortion.

Ade.\osj.\e-5-Monopiiospjiate Effective in Pruritus
(Antonio Rottino, New York, in Jl. -Lancet, Aug.)

To June 24th, 44 patients have been treated. In five in-

stances the pruritus was associated with diabetes, in 10

with Hodgkin's disease, in one with carcinoma of the

ovary, in one with Duhring's disease, in one with hair-dye

sensitivity, in one with obstructive jaundice. Twenty-two
cases were idiopathic and three occurred postpartum. In

the majority of cases the pruritus was severe, of long

standing, and had been previously subjected to numerous
therapies. Pruritus was -in 23 instances generalized; in 16

the vulva, scrotum and anus were involved, in four the

extremities.

Results were negative for eight patients; there were 14

cases of complete subsidence, IS of marked improvement,

five of moderate improvement and two of mild improve-

ment. To date the pruritus has returned in. 10 instances,

live of these patients have been retreated, four with com-

plete and one with moderate relief.

Technique: 1M 20 mg. dissolved in water, five doses

given at hourly intervals for three consecutive days. Re-

sponse usually occurred by the end of three days. No toxic

symptoms were noted. Now experimenting with oral ad-

ministration.

Torsion of the Omentum
(R. K. Kolillger, Jacksonville, in //. Fla. Mel. Assn.. Aug.)

The great omentum deserves careful consideration as a

structure of clinical importance in the diagnosis of obscure

abdominal conditions. Surgeons are urged to examine the

omentum systematically. A localized area of fibrosis or in-

flammation may be overlooked, which later may be pro-

ductive of intraabdominal disturbances. This could explain

why a patient might net be relieved of pain following some

abdominal operation. The omentum should be carefully ex-

cluded in closing surgical wounds. Deliberate fixation of

the omentum to adjacent structures may be a dangerous

procedure. The treatment of omental torsion is surgical re-

moval of the involved mass.
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SOME ASPECTS OF MEDICAL TESTIFYING
BEFORE THE COURTS

What is and what is not expert testimony varies

with the States and even with the judge in any

certain Stale.

A Washington physician 1

of considerable court

experience says:

Expert testimony is not compensable when such

testimony is given in answer to a question which is

based on facts which have been previously ascer-

tained by the physician who has examined the pa-

tient. Expert testimony is compensable when it is

given in answer to a hypothetical question pro-

pounded to the physician who has or has not ex-

amined the patient, but which facts within the

hypothetical question have not been ascertained bv

the examination of the patient by the physician.

In the first instance, the non-compensabre expert

testimony has been given a factual witness; in the

second instance the compensable expert testimony

has been rendered by an opinion witness. The ex-

pression of opinion is to be kept within the con-

fines of an opinion rather than a positive conclu-

sion ; the conclusion is to be arrived at by the jurv

rather than by the physician. It has been held that

where the doctor is called on for his conclusions

rather than his opinions, such testimony has been

regarded as invading the province of the jury, and

this may be grounds for a new trial.

The question has been raised whether an expert

witness may be compelled to testify if special com-

pensation has not been paid him. In some of the

States, there are statutory conditions which permit

the trial court to fix such compensation. The more

general ride is that, apart from statute, an expert

witness may be compelled to testify as to matters

of a professional opinion, or matters to which he

has gained a special knowledge by reason of his

professional training or experience, without any

compensation other than the fee of an ordinary

witness; and his refusal to testify unless paid extra

compensation may punished as contempt.

In testifying in court, especially before a jury,

the medical witness should take especial care to

avoid the word "insurance." It has been held that

under rules prevailing in several courts, the fact

that a defendant is protected by insurance cannot

be legally introduced at a trial, and if the medical

witness should mention that the company was in-

sured or that he had examined the plaintiff for the

insurance company, a mistrial can be caused. Asked

"at whose request did you examine the patient?"':

one may answer, "the defendant's."

The fad that a subpoena is issued should not

lead to any antagonism, because it is a routine

procedure that all witnesses be subpoenaed.

I. S. M. Becker. M.D., Washington, in Mist. Valley Med. Jl.,

Sept.
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The practice of the courts of our state and Sec-

tion generally, as to compensable expert medical

opinion, is far more intelligent than 'thjj^stated by

Becker. It is plain on a moment's reflection that

most testimony of any value as to ''facts pre-

viously ascertained by the physician who examined

the physician" is opinion evidence. Were a doctor

to testify that he found the left radial artery sev-

ered and gave no opinion as to danger to life so

constituted, it would be absurd to the point of

asininity to depend on the jury to decide the grav-

ity of this injury.

A doctor should be compensated as an expert

when subpoened to testify as to any point involving

knowledge derived through his professional training

and practice. So should an engineer, a chemist or

a geologist.

Either professional man, called to testify in a

case of alleged pocket-picking, indecent exposure,

breach of contract or incitement to riot should be

paid as an ordinary witness.

Which, apparently, is the custom in these parts.

THE ELEMENTS OF FALSITY AND
CRUELTY IN CANCER PROPAGANDA
Blatantly do many of the inspired ones pro-

claim: "Cancer is Curable." "You do not Need
to Die of Cancer," "Early Diagnosis and Treat-

ment will Cure Cancer." All these, and many other

such, statements are true, in a specious fashion;

but, in their essence, they are false, and as cruel

as they are false.

The impression conveyed by such extravagant

pronouncements of these self-appointed authori-

ties, and doubtless the impression they intend to

convey, is that, if every patient, at the first sign

which should arouse in an intelligent mind a sus-

picion of cancer, the person would seek the advice

of a physician; and if that physician were reason-

ably well informed and used due diligence that the

patient have proper care, no death from cancer

would occur.

And to make such statements is to utter cruel,

heartless falsehoods.

This journal has many times called attention to

and protested against, this practice. It has named
a number of physicians, many of them world au-

thorities on cancer, who have, in recent years, died

of cancer.

Intelligent attention to first symptoms by the

patient and his or her doctor will save many lives,

but it will not by any means save them all.

Two eminent Jacksonville surgeons have con-

ducted a careful study on breast cancer and re-

ported their results. 1

Among the private patients seen by these experts

within the first month there was a five-year sur-

1. Edward Jelks & A. T. Kennedy, Jacksonville, in //. Via.
Mel. Assn.. Sept.

vival rate of 60 per cent, not 100 per cent—and
five years is not forever!

The first abnormality noted most frequently was
a lump in the breast. Pain and discharge were in-

frequent initial symptoms.

Preoperative and postoperative roentgen therapy

was used, but did not appear to increase the five-

year survival rate.

Read their wise advice as to how to learn

whether or not the patient has cancer, and what to

do for her.

Inspect the breasts with the patient in the sit-

ting position; note any difference in the size of the

two breasts, difference in the height of the nipples,

retraction of the nipple, any bulging or dimpling.

We do not see nipple retraction as an early find-

ing.

Palpate the breasts with the flat of the hand and
with the finger tips. Determine the location, size,

shape and consistency of the tumor.

Examine the breasts with the patient in the su-

pine position, using both inspection and palpation

as described.

Try to demonstrate skin attachment by the use

of side lighting or a slanting light, and gentle ma-
nipulation of the tumor with the fingers from all

sides. Often we have been able to demonstrate

dimpling by this method when we could not do so

with a direct overhead light. The mobility of the

tumor and the skin over it is thus carefully deter-

mined. We consider dimpling as an early sign and
one to which we attach great significance.

Examine both axillae and supraclavicular areas

carefully.

Any lump in the breast deserves a biopsy, in

the operating room, with a rapid microscopic deter-

mination by a competent pathologist. Preparations

should be made for the radical operation, and this

should be carried out immediately if the report of

the tissue examination is one of malignant disease.

Cancer of the breast occurs more frequently in

the young woman than one would ordinarily sup-

pose.

If the patient will go to her physician as soon as

she discovers a lump in her breast, the rate of cure

can be increased.

Radical mastectomy must be thorough and com-

plete in every detail if a cure is to be obtained.

DIET THAT THE OBESE WILL EAT AND
THAT WILL REDUCE THEIR WEIGHT
Fifteen years ago Marriott' devised a reducing

diet, which he has since used for a large number
of patients, with almost uniformly gratifying re-

sults.

The essential instructions are as follows:

I. II. L. Marriott, Physician With Charge of Out-patients.
Middlesex Hospital, in British Med. Jl„ July 2nd.
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1. Eaf or drink as much as you like (or car

gp i i of:

Lean meat, poultry, game, rabbit, hare, liver,

kidney, heart, sweetbread—conked in any way, but

without >i flour, breadcrumbs, or thick

sauces.

Fish (not tinned), boiled or steamed only; no

thick sauce.

d only.

Potatoes, boiled, steamed or baked in skins.

Other vegetables of all kinds (fresh, tinned, or

dried), co >ln\ in any way not involving the use of

fat.

Salad and tomatoes without oil or mayonnaise.

Beetroot, radishes, watercress, parsley.

Fresh fruit of any kind, including bananas. Also

bottled fruit if bottled without sugar. No tinned

or dried fruits.

Sour pickles; no sweet pickles or chutneys.

Clear soups or broths.

Salt, pepper, mustard, vinegar, Worcester sauce

(no other sauces).

Saccharin for sweetening.

Water, soda-water, and non-sweetened mineral

waters.

Tea and coffee (milk only as allowed below).

2. .May have milk (not condensed) up to half a

pint daily. No cream.

3. Three very small pieces of bread, total 1 oz.,

per day, either one piece at each main meal or all

three at one meal as desired.

4. Nothing else whatever to cat or drink.

Weigh before beginning regimen, and thereafter

weekl) . on the same scales, in the same clothes and

at the same time of day.

One can readily believe that "The opening words
'eat or drink as much as you like' predispose to

willing cooperation." The statement is made that

the public has the deeply-rooted notion that pota-

toes are very fattening, but that the fact is they

are not so unless covered and impregnated with

fat. Obese can eat liberal helpings of boiled, steam-

ed, or baked (without fat) potatoes three times a

day and continue to lose weight.

Weight loss by patients who adhere faithfully

to the diet without any lapses is from 15 to 35 lbs.

in 12 weeks. More can be lost (up to 60 lbs. in

the very fat) by going on with the regimen.

On the basis of a 15-year experience of a large

number of obese patients it is declared:

A patient with a simple obesity who does not

igki is rating or drinking outside the per-

mitted articles.

After proper weight reduction has been achieved

the patient should be advised to return to ordinary
diet, maintaining weekly weighing, and on any
regain of weight, to restrict consumption of arti-

cles forbidden.

In the U. S., most doctors believe, along with

the generality of folks, that white potatoes, as such

;uc very fattening. With only black pepper and a

little salt, they are appetizing, and this addition to

the reducing diet commonly allowed will be enthu-

siastically welcomed.

The editor believes that many readers of this

journal will prescribe this regimen, and he hereby

requests reports of results for publication.

(RACK DOWN ON SLACKER DOCTORS
An Editorial in Rocky Mountain Medical Jour-

nal says that the shamefully selfish attitude of the

city doctors, as contrasted with rural doctors, to-

ward volunteering for service with the Armed
Forces in World War II continues to this day.

The rural areas of the United States have con-

tributed doctors not only up to such quotas as

were assigned to them but in many instances well

beyond those quotas. In the meantime, New York,

Brooklyn, Boston and some of the larger communi-

ties in the States of Connecticut, New Jersey,

Pennsylvania and California have failed even to

approximate their quotas.

In some instances physicians have declared flatly

to representatives of the Procurement and Assign-

ment Service that they will not volunteer. When
many an older physician has given up his home,

his practice and the responsibilities of years to

participate in this war, the public has a right to

know the name of every younger physician who is

not willing to do his part. Certainly the Procure-

ment and Assignment Service should consider mak-
ing public through the state medical journals, not

only the names of those who are already participat-

ing in the war, but also the names of those who
have been declared available and have not them-

selves ever indicated a willingness to participate.

Let them be called before the bar of public opin-

ion!

While the late war was in progress I asked Wash-
ington Officialdom to have suitable emblems made
and given to every doctor whose offered services

had been rejected. A reply came saying this would
be "impracticable."

Too many of the same sort of slackers in Wash-
ington Officialdom?

Thephorin Lotion "Roche" an Effective Antihistamine

Lotion

Thephorin Lotion "Roche," containing 5% Thephorin, a

highly effective antihistamine, was recently introduced by
Hoffman-La Roche, Inc. This pleasantly scented, flesh-

colored lotion, which is particularly useful for patients

with dry skin, is highly effective in relieving allergic skin

disorders, pruritis, insect bites and sunburn. From one to

siv applications daily are usually adequate for the relief

of symptoms. Thephorin Lotion is available in bottles of

2 oz. and 16 oz.
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NEWS
Surgeons of Many Nations to Meet at Atlantic City

The International College of Surgeons, United States

Chapter, will hold its 14th Annual Assembly and Convo-

cation at Atlantic City, New Jersey, November Sth-14th.

Some 60 eminent surgeons, United States and foreign, will

present papers covering subjects in the fields of general and

special surgery. Extensive technical and scientific exhibits

will be presented by leading manufacturers of surgical

instruments, x-ray apparatus, operating-room and hospital

equipment, pharmaceuticals and others.

More than 500 surgeons will be received as Associate

Fellows and Fellows in the Convocation ceremonies to be

held in Convention Hall November 10th.

Among, the famous surgeons who will participate in the

program are: Alfred Adson, M.D., Rochester, Minnesota;

W. Wayne Babcock, M.D., Philadelphia; Paul Banzet, M.D.,

Paris; John Garlock, M.D., New York; Raymond Mc-
Nealy, M.D., Chicago; Henry Meyerding, M.D., Rochester,

Minnesota; Richard W. TeLinde, M.D., Baltimore; and

Max Thorck, M.D., Chicago.

Special surgical clinics will be held on Monday. Novem
ver 7th, in Philadelphia hospitals.

All doctors of medicine interested in surgery and its ad-

vancement are invited to attend. Programs may be had
upon request of Arnold S. Jackson, M.D., Secretary, 1516

Lake Shore Drive, Chicago. For hotel reservations, com
municate with David B. Allman, M.D., General Chairman
of the Assembly, Haddon Hall, Atlantic City, New Jersey.

The Medical College of Virginia beginning its 113th

session this year has the largest enrollment in its history,

with 1,331 students registered. Of the schools, Medicine

has the largest enrollment with 354 students, 84 of whom
are freshmen and 254 of whom are veterans. There are 27

women enrolled in medicine at the college.

The enrollment in the other schools of the college was as

follows:

Dentistry 190

Pharmacy 228

Nursing 337

Physical Medicine 52

Medical Technology 17

X-ray Technology 17

Dietetics 12

Residents and Internes 124

62 Becin Nurse Training

A class of 62 new students began their three-year course

in the Presbyterian Hospital School of Nursing at Char-
lotte Sept. 6th. Miss Anne Pleasants White, who has just

returned from Columbia University where she completed
work on her master's degree in nursing education, will

head the faculty staff.

New Negro Dietary Department at North Carolina
Sanatorium Buildinc

A two-story brick building to provide a new dietary de-

partment for Negro patients is being erected at a cost of

S150.000 at the North Carolina Sanatorium for the Treat-

ment of Tuberculosis at McCain.

Dr. J. W. MacConnell, retired Davidson College pro-

fessor and long resident of Davidson, has returned from a

vacation in Miami. Fla., and opened his medical office at

Davidson. Dr. MacConnell, who was the college physician

lor a number of years, has a wide circle of friends in the

State. He regularly spends a winter vacation in Florida,

resuming his medical practice during the spring, summer
and fall months.

Dr. James M. Feder, chief pathologist at the VA hos-

pital at Lake City, Florida, died at his home August 25th

of a heart attack. He was a native of Silver Springs. Mary-
land and a graduate of Staunton Military Academy,
Staunton, Va. He attended Kansas City Medical School,

from which he graduated in 1924, and served his interne-

ship at St. Mary's Hospital in Kansas City.

Dr. Feder was chief pathologist at Gorgas Medical Hos-
pital in the Canal Zone, Panama, following his interneship,

and later received a scholarship to Guy's Hospital, Lon-
don, England .He held the rank of captain in the U. S.

Marine Corps during World War I, later that of Lt. Col.

in the Marine Corps Reserve.

He was chief surgeon and pathologist of Standard Oil

Company of New Jersey at Maracibo, Venezuela, moving
from there to Anderson, South Carolina, where he was
chief pathologist for Anderson Memorial Hospital. He
joined the staff of the Lake City VA Hospital in 1948.

While a resident in South Carolina, Dr. Feder was active

in the affairs of the Tri-State Medical Association.

Dr. Anne Caroline Cox, 90-year-old retired physician,

formerly of Brookline, Mass., now making her home with
a daughter at Sandston, Va., made her first airplane flight

Sept. 19th. Her only concern before the flight was that she

might be unable to obtain a seat by a window.

Dr. D. Roy McCullagh, 46, director of the biochemical

laboratories of the Sterling-Winthrop Research Institute,

died suddenly on September 17th after a short illness.

Born in Douglas, Manitoba, Canada, he received his

B.Sc, B.A. and, M.Sc. degrees, magna cum laude, from the

University of Manitoba. In 1929 he received the Ph.D.
degree from the University of Cambridge.

The Present Status of Vitamin B12 tn Pernicious

Anemia
(E. II. Reisner, Jr., in Bui. N. Y. Acad, of Med., July)

It would appear that vitamin B12 is identical with the

long-sought anti-pernicious anemia fraction of liver. It has

an antianemic potency of one unit per microgram of crys-

talline substance, and brings about complete hematologic

remission, and improvement of the neurological lesions

comparable to that obtainable with liver. In the light of

recent observations it would appear that our 20-year-old

concept of extrinsic and intrinsic factors in pernicious ane-

mia may have to be modified. The "array of B-vitamins"

has been extended; the confusion is still verv dense.

Hypermetabolism Without Hypothyroidism
(Solomon Silver rt nl.. New York City, in Bui. N. Y. Acad, of

Med., July)

Clinicians have known for a long time that many suf-

fering from hypertension, polycythemia, leukemia, malig-

nant lymphomas, generalized or localized malignant

growths, Paget's disease of the bones, and other diseases

frequently present an elevation of the BMR, also that

these patients do not present the signs of hyperthyroidism

or the typical hyperplasia and other alterations of Graves'

disease.

In hypcrmctabolic states not due to hyperthyroidism,

the function of the thyroid gland is normal as measured

by the level of the protein-bound blood iodine and the

urinary excretion of I 131. The increased metabolism in

these disorders is apparently not mediated through the

thyroid gland.
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BOOKS
THE NEW YORK ACADEMY OF MEDICINE: Its

First Hundred Ycai Philip Van 1m. in. Columbia

University Pn . Momingside Heights, New York 27, N
i S 10.00.

luthor has searched all kinds of records for

the material which he has compiled into this his-

tory of a century of the New York Academy of

Medicine. We are tokl that every paper, essay,

lecture, and report was supposed to be turned over

to the Librarian to be filed and stored; but thai

for 30 years the Librarian had no library in which

to store them and that many reports were "read

and ordered on file," their contents not being re-

corded, while some were ordered printed in the

daily press.

It is acutely interesting to read the details of the

founding of The Academy, especially the require-

ments for admission to membership. The Commit-
tee on Admissions was to guard the portals of The

Academy and to see that no irregular or unquali-

fied practitioner gained entrance. The Committee

on Finance was moved to recommend an annual

tax" not to exceed $3.00, prompt payment of

which was to be considered "a point of honor."

The movement to establish The Academy was

started at a celebration of the 4th anniversary of

the Society for the Relief of Widows and Orphans
of .Medical Men. At this meeting, according to the

Annalist, "80 gentlemen sat down to a beautiful

entertainment at which every delicacy of the sea-

son abounded and sparkling wine circulated freely."

The founding of The Academy was greeted with

enthusiasm by the Boston Medical & Surgical

Journal, and foreign journals including the Allge-

meine medicinische Central-Zeitung.

A great deal of interest on a number of the most
important advances in medicine in the last 100

years is contained in the 500 pages of this book.

By mere chance, in leafing through it, this re-

viewer came upon this sentence: "Dr. Brown-Se-
quard described his investigations on the physiology

of the nervous system, and Dr. Barton of New
Orleans spoke on yellow fever, emphasizing the

influence of high temperature and a moist atmos-

phere in producing it.
-

' Dr. Brown-Sequard was at

that time (1856) Professor of Physiology in the

Medical College of Virginia, Richmond. At a meet-
ing in 1S47. Dr. Valentine Mott said he had used
with great success Morton's patented anaesthetic

"Letheon" (aether), having been assured by Dr.
Warren of Boston that he knew the component
parts. The anniversary address in 1900 was deliv-

ered by Dr. Robert Abbe, his subject being "The
Problem of Appendicitis From the Medical and
Surgical Points of Mew." Apparently this was the

first mention of appendicitis before The Academy.

In 1897 the Carpenter Lectures were given by Dr.

William H. Park, his subject being ''Contributions

of Bacteriology to Therapeutics;" and the Anni-

versary Address in the following year by Dr. Wm.
11. Welch, his subject being ''Landmarks in the

History of Pathology." There are several references

to dnner Cleveland, one of these being as a con-

tributor.

The names of the presidents, in chronological

order, are used as chapter heads, the doings of the

Academy during the various presidencies being

appropriately spaced. The number, character and

appropriateness of the illustrations add greatly to

the interest of the text.

1 1 is as amusing as revealing to a Southerner to

learn that "the Academy was not very far-seeing

in financial matters"; and that "one reason for

their difficulties was because the fellows were

strangely loath to pay their dues, and a collector

had to be employed during the first year."

TEXT-BOOK OF OPHTHALMOLOGY, by Sir W.
Stewart Duke-Elder, K.C.Y.O., M.A., D.Sc. (St. And.),

Ph.D. (Lond.). M.D., Ch.B., F.R.C.S., Hon. D.Sc. (North-

western), Surgeon Oculist to H. M. the King; Consulting

Ophthalmic Surgeon to the British Army and the Royal
Air Force. Yol. IV. The Neurology of Vision Motor and
Optical Anomalies. With 1081 illustrations, including 71 in

colour. The C. V. Mosby Company, St. Louis. 1949. $20.00.

The author makes apology for the delay in the

appearance of this (the IVth) volume by saying

that six years of military service far from the city

and the library have not been conducive to the

compilation of a book of this type. English review-

ers extol previous volumes in the highest terms, the

British Journal of Ophthalmology showing enthusi-

asm remarkable for a member of a race famous for

understatement by saving: "We can only hope that

its production will be as great a source of satisfac-

tion to the author as it will be of inspiration to the

world of English-speaking ophthalmologists." The
Journal of the . I. M. A. says this textbook is one

of the best that has ever appeared in English. Tt

might well have said the best in any language.

Ophthalmologists friends of the reviewer welcome

this volume joyously and unite in praise of the au-

thor and his work.

OPERATIONS OF GENERAL SURGERY, by Thomas
G. Orr. M.D., Professor of Surgery, University of Kansas
School of Medicine, Kansas City, Kansas. Second Edition.

890 pages with 1700 step-by-step illustrations on 721 fig-

ures. W. B. Saunders Company, Philadelphia and London.
1949. $13.50.

The fundamental subject of wound-healing is

amply dealt with. Then follow chapters on treat-

ment of fresh wounds, sutures and knots, and am-
putations. Surgery of the skin and subcutaneous

tissues: of muscles, fascia and bursa; of tendons
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and tendon sheaths, and of the thorax and respira-

tory system is described, before going into a de-

scription of surgery of the various individual or-

gans. The chapters on hernia, bones and joints, the

nervous system, the endocrine system and the fe-

male reproductive system are singled out for special

praise.

The 1700 step-by-step illustrations admirably

supplement the teaching of the text, the whole

making up a textbook which leaves little, if any-

thing, to be desired.

ATLAS OF OBSTETRIC TECHNIC, by Paul Titus,

M.D., Obstetrician-Gynecologist to the St. Margaret Me-
morial Hospital, Pittsburgh; Secretary, American Board

of Obstetrics and Gynecology. Illustrated by E. M. Shack-
elford, Formerly Medical Illustrator, John C. Oliver Me-
morial Research Foundation, St. Margaret Memorial Hos-
pital, Pittsburgh. Second Edition. The C. V. Mosby Com-
pany, 3207 Washington Boulevard, St. Louis 3, Mo. 1949.

S7.50.

The author tells us that the many changes in

obstetric technic since he put out the first edition

of this Atlas and his desire to rearrange the sub-

jects into better working sequence are accountable

for this new edition. The fact that the first edition

was accorded an enthusiastic welcome is evidenced

by the demand for three reprintings. New sections

have been aded, one on Pregnancy and Antepartum

Care, and the other on Analgesia and Anesthesia.

The whole work has been subjected to thorough

revision in the light of recent developments in this

field. The illustrations are so well done as to have a

teaching value fairly comparable to that to be had

from standing at the obstetrician's elbow through-

out the performance of the various maneuvers.

CLINICAL BIOCHEMISTRY, by Abraham Cantarow,
M.D., Professor of Biochemistry, Jefferson Medical Col-

lege; and Max Thumper, Ph.D., Commander, H(S;

,

USNR. Lecturer in Clinical Biochemistry and Basic Science

Coordinator, Naval Medical School National Naval Med-
ical Center, Bethesda, Maryland. Fourth Edition. 642

pages with 38 figures. W. B. Saunders Company, Philadel-

phia and London. 1949. $8.00.

Biochemistry has contributed so largely to medi-

A Distinctive Sani-

tarium For Diagnosis
and Treatment of Ner-
vous and Mental Dis-

orders. . . .Alcoholism,

Narcotic and Barbitu-

rate Addiction. . . Rest
and Convalescence.

EDGEWOOD
ORANGEBURG, SOUTH CAROLINA

Edge-wood offers all approved therapeutic aids. Complete bath depart-
ments. Living accommodations private and commodious. Excellent climate
year 'round. Unusual recreational and physical rehabilitation facilities.

Occupational therapy. Specialize in electro-shock and insulin therapy.
Separate department alcoholism, narcotic, barbiturate addiction. Gradual
reduction method. Full time Psychiatrists, nurses, and aides assure
individual care and treatment. For detailed information write

EDGEWOOD « ORANGEBURG, S C.
Orin R. Yost. M. D. Psych atrist-ln-Chie

K0LP0S1NE
SUCCESSFULLY USED BY
THE MEDICAL PROFESSION

for 1 6 gears
IN THE

TREATMENT OF LEUCORRHEA

Contents:

Aluminum Ammonium Sulphate, Boric

Acid, Phenol. Menthol and Glycerine.

Supplied in 3 fl. oz., 6 fl. oz. and 12 fl. oz.

bottles

Samples and descriptive literature sent on

request.

*

OPTIMUS PHARMACEUTICALS CO.
INCDRPORATETD

TAYLORS, SDUTH CAROLINA



SOUTHERN MEDICINE St SURGERY September, 194')

A S A C

15%, by volume Alcohol

Each fl. oz. contains:

Sodium Salicylate, U. S. P. Powder 40 grains

Sodium Bromide, U. S. P. Granular 20 grains

Caffeine, U. S. P 4 grains

ANALGESIC. ANTIPYRETIC
AND SEDATIVE.

Average Dosage

Two to four teaspoonfuls in one to three ounces ol

water as prescribed by the physician

How Supplied

In Pints, Five Pints and Gallons to Physicians and

Druggists

Burwell & Dunn
Company

MANUFACTURING PHARMACISTS

Charlotte, North Carolina

cal progress in the past half-century, and particu-

larly in the past decade, as to necessitate the ap-

pearance of hunks dealing with the subject in rapid

on. Sections which have been most exten-

sively revised in this edition include those dealing

with: renal and respiratory regulation of acid-base

balance; pigment metabolism in relation to jaun-

dice; carbohydrate, lipid and protein metabolism;

thyroid function; adrenal function; absorption and

storage of iron; action of parathyroid hormone;

renal physiology; vitamins; and experimental dia-

betes. There is newly added material on chemical

changes in shock, thymol turbidity and floccula-

tion; fatty liver; crush syndrome; potassium in

diabetic coma: alarm reaction; goitrogenic agents;

and new methods of studying adrenocortical func-

tion.

A mere recital of these features will convince

that the book carries up-to-date information vital-

ly needed in the conduct of more than half of the

cases seen in daily practice.

FUNDAMENTALS OF OTOLARYNGOLOGY: A Text-

book of Ear, Xose and Throat Diseases, by Lawrence R.

Boies, M.D., Clinical Professor of Otolaryngology, Director

of Division of Otolaryngology. University of Minnesota

Medical School, and Associates. 443 pages with 184 figures.

W. B. Saunders Company, Philadelphia and London. 1949.

$6.50.

This book is the putting into type of a plan for

teaching students in medical colleges the funda-

mentals of otolaryngology. It is offered also to pro-

vide information essential to physicians other than

specialists. The author believes it to represent the

best opinion of today. The reviewer heartily recom-

mends it to the practitioner as a guide to the diag-

nosis and treatment of his patients in need of oto-

laryngologic care.

BLAKISTON'S NEW GOULD MEDICAL DICTION-
ARY. First Edition, edited by Harold Wellington Jones,

M.D., Colonel, U. S. Army, Retired, Contributing Editor,

Encyclopedia Americana, Former Director, Army Medical

Library, Washington, D. C; Normand L. Hoerr, M.D., Ph.

D.. Professor of Anatomy, School of Medicine, Western Re-

serve University ; Arthur Osol, Ph.D., Professor of Chem-
istry, Director of Chemistry Departments, Philadelphia Col-

lege of Pharmacy and Science. Editor-in-Chief, United

State Dispensatory. With the assistance of an editorial

board and over 100 contributors. 252 illustrations, 129 in

color; 1294 pages. The Blakiston Company, 1012 Walnut

St., Philadelphia 5. Pa.; Toronto 2, Canada. 1949. Textbook

edition SS.00; thin paper edition S10.75; deluxe edition.

S13.50.

Although this book is based on Gould Medical

Dictionary, which so well served physicians and

other scientists through many editions over nearly-

half a century, Blakiston's Xew Gould Medical

Dictionary is in many respects a new reference

work. Besides containing the great number of new

terms made necessary by the rapid advances in

diagnosis and treatment over the past few years,
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the number and completeness of the tables and

lists make this a unique medical dictionary. Epo-

nyms and biographic references have been in-

cluded with and handled as part of the vocabulary.

Etymology is considered an extension of and sup-

plement to the definition and every effort has been

made to combine historical accuracy with useful-

ness. Bowing to necessity imposed by general igno-

rance of even the Greek alphabet on the part of

doctors of today, the editors have adopted a system

for transliterating Greek into Roman characters.

The book will prove a delight to doctors and

other scientists who desire to know the deeper

meanings of words, who are not satisfied with a

mere superficial idea of what certain sounds or cer-

tain arrangement of letters signifies.

MARIHUANA IN LATIN AMERICA: THE
THREAT IT CONSTITUTES, by Pablo Osvaldo Wolff,
M.D., Ph.D., M.A., Buenos Aires, Argentina, Member of

Expert Committee on Habit Forming Drugs of the World
Health Organization. Sponsored by Washington Institute of

Medicine. Published by The Linace Press, Inc., Washing-

ton 6, D. C. 1994. $1.50.

A dozen years ago there was considerable agita-

tion about the marihuana situation, particularly in

and about New Orleans and Philadelphia. Soon in-

terest died down and some articles appeared which

said in effect that the agitation had been a tempest

in a teapot.

In the foreword, the U. S. Commissioner of Nar-

cotics says the author's study of marihuana intoxi-

cation in many countries (including the U. S.)

gives a picture of the destructive action on char-

acter and intelligence.

The author says there is an inherent immorality

in the marihuana habit, which has been recognized

so fully as to cause all .civilized countries to pro-

hibit the use of the drug for enjoyment purposes.

DOCTOR WANTED
Alberta, Va.

Village of 500, in Center of Old Tobacco Belt,

junction S. A. L. and Virginian R. R., on U. S.

Highway No. 1, 35 miles from Petersburg.

Surrounding area in high state of cultivation.

Village has Wood-working Plant.

Only physician, 66, retiring.

Write Dr. B. J. Montgomery, Alberta, Va.

DOCTOR WANTED
Lake Waccamaw, N. C.

Village, Summer Resort and Rural Practice in

Ideal Section open for Good Doctor.

Write K. Clyde Council, Council Tool Co.
Lake Waccamaw, N. C.

Do Not Let One of Your Patients Have Tetanus
(Cyril Costello, St. Louis, in //. Mo. Med. Assn., AugJ
Of 26 cases of tetanus in a certain series, 21 proved

fatai.

It is not possible to determine from symptoms and signs

which patients are likely to die and which may recover,

so, in each instance the clinician must carry his fight to

the end. One must seek improved means for prevention of

the disease.

The administration of antitetanus serum after the in-

jury has been of some merit but has failed in hundreds
of instances.

In World War II French soldiers were immunized with
tetanus toxoid and only one soldier is known to have de-

veloped tetanus. His case was mild and he recovered. The
U. S. Navy has worked with toxoid immunization since

1934 and has not as yet reported tetanus in any individ-

ual who has been immunized.
Adequate immunization to tetanus may be obtained in

humans by two injections of toxoid.

The longer the interval between the injections the better

the response.

The protective property of tetanus toxoid is enhanced
by combining it with other toxoids such as perfringens,

typhoid, paratyphoids and pertussis.

The alum-precipitated toxoid is better than the plain

toxoid, and the aluminum-hydroxide adsorbed is best of
all.

A booster dose of toxoid at the time of injury to an
immunized individual should be administered to cause
higher elevation of the antitoxin titer.

Reactions to toxoid immunizations are now less than
one in 10,000. Since universal immunization is necessary to

eradicate tetanus infection completely it becomes a concern
of every physician.

Tetanus toxoid immunization should be done on every
child, and a booster dose of toxoid given on being, in-

jured. Private practitioners should blanket their clientele

with the basic tetanus toxoid injections.

Practically all children at some time or other now re-

ceive diphtheria toxoid. A combined diphtheria-tetanus

toxoid routinely given would ultmately immunize the en-
tire population.

Fatal tetanus infections may result from what may ap-
pear to be insignificant breaks in the mucous membrane
and integument.

Acute Appendicitis With Perforation
(R. L. Taylor, Portland, in //. Maine Med. Assn., Aug.)

A review of 33 cases of acute appendicitis with perfora-

tion—24 private and nine ward—is given:

All patients received parenteral fluids and four had
blood transfusions. Ten patients had Wangensteen suction,

eight with Levine tubes and two with Miller-Abbott tubes.

There is no doubt that patients with constant suction are

less apt to develop postoperative distention and ileus. If

the Levine tube is used early, it often does the job well by
preventing fluid from collecting in the stomach.

Nine patients were given sulfonamides intravenously ; 1

1

by mouth. Eight patients had penicillin. With the easy

access to penicillin practically all patients now receive it.

The dosage was 20,000 to 30,000 units q. 3 h.

In seven cases postoperative pelvic abscesses required

drainage to the appendiceal site and to the pelvis.

There was one fatal case in this series resulting in a

mortality rate of 3%. This case was that of a four-year-

old boy with onset of symptoms 24 hours before admis-

sion. The mortality in those with perforation was 18%.
Spinal anesthesia is the anesthesia of choice in patients

over 12 years of age. Vinethene-ether open drop is an ex-

cellent anesthetic in children.
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Sulfonamides in the peritoneal cavity are probably bene-

ficial.

\i. authors feel that non drainage lowers the mortal

iiv and lead- in fewer postoperative complications. Post-

operative complications were pelvii abscesses, wound in

isis.

Zoster Treated With Liver Extract
in British Med. JL. July 9th)

In m> 12 cases treated, there was only one in which

i not a rapid improvement and a very much

quicker recovery than is usual in this painful complaint.

This was the case of a lady of 82 who had other troubles,

of which she died two years later. The preparation used

was "antihaemin," and one injection of 2 c.c. proved

sufficient.

Broki . Boi Hi- and First Aid at Coney Island
I A'e:, York Physician)

Between 189S and 1902 there was a First Aid Station

ii the beach near West Third Street where emer-

gency treatments were given. The cases consisted chiefly of

i caused by broken bottles.

Hematoma oj mi Km us Abdominis Muscle
R. I. Walter and Robert Landesman, in Jour. Mt. Sinai

'. March-April!

Non-traumatic hemorrhage into the rectus abdominis

sheath is uncommon. It occurs more frequently in women
: nd is most often mistakenly diagnosed as an ovarian tu-

mor. The diagnosis is not difficult but is rarely made

—

il is seldom taken into account.

Two instances incorrectly diagnosed as ovarian tumors

were reported, one of them giving rise to a laparotomy

!

Codeine Sensitivity is rare but real. Mackenzie (Brit.

Med. Jl., July 30th) reports the tenth recorded case.

Manifestations were itching, rash, and eosinophilia of

10S0.

DOCTOR WANTED
Chadbourn, N. C.

Two doctors in active practice in the town of

Chadbourn, X. C, have died in the past few

months.

Chadbourn has a Population of 2,000, a large

Veneer Plant, Large Wholesale Meat Packing

Plant and Freezer Locker, 2 Drug Stores with 3

Registered Druggists, the First Strawberry Mar-
ket in X. C, Large Modern Gin, Sweet Potato

Curing House (150.000 bu.), 4 Tobacco Ware-

houses (8.000,000 pounds), 4 Cafes and 50 other

businesses.

The people of Chadbourn and the surrounding

territory are urgently in need of additional medi-

cal care, and both the physicians—one a cardiac

invalid doing only very limited practice—would
welcome another doctor.

Chadbourn's one bank carries around 2^ mil-

lion dollars deposit. The physicians there serve Sy>

to 7 thousand people.

Address inquiries to

C. L. Tate, Waccamaw Bank & Trust Co.,

Chadbourn. X. C.

\ I \m Pelvic Pain in Women \ Yum Reason eok

UINi,

(Win. F. Me,,-.;, ,i. Dallas, in , /. Soc, Sept.)

Since the diagnosis ol pelvic neurosis is always difficult

to make, anrl the painstaking uncovering of an emotional

situation that the patient is loth to disclose is a time-

consuming process, we cannot always diagnose the precise

cause oi pelvic pain. We cannot even be sure whether or

not the pain is of genital of extragenital origin. We can,

however, usually differentiate between anatomically normal

and anatomically abnormal pelvic organs. We can refuse

to operate except in the presence of well defined and rec-

ognized disease entities. There is but one exception to this

general rule— exploration is justifiable in the presence of

prolonged and persistent pain of obscure origin. Occa-

sionally, gynecologic disease will be revealed. Most often

we will find nothing of moment. If nothing unusual is

found and the ultimate diagnosis, therefore, is pelvic neu-

rosis, we must do no meddlesome cutting. It only makes
the situation worse.

Braln Tumors dj Childhood.—Two-thirds are below

the tentorium—the reverse of the adult incidence. The com-

monest symptom is vomiting. Most children who have both

vomiting and unsteadiness, not a part of an acute illness

with fever, have an intracranial tumor. With the addition

of cracked-pot resonance on percussion of the skull, the

diagnosis is made quickly and simply.

—Douglas Buchanan. Chicago, in Jl. Med. Assn. Ala., June.

Doing business without advertising is like winking at a

gir! in the dark—you know what you're doing, but no one

else does.

If you keep your mind on your work you'll find you
won't have work on vour mind-

BREAK/NG
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The Role of Low-Dosage Irradiation

in Selected Cases of Menstrual Disorders
Glenn S. Edgerton, M.D., F.A.C.S., Charlotte, North Carolina

Diplomate of The American Board of Obstetrics and Gynecology

DURING the past few years sporadic articles have

appeared in the literature concerning the effi-

cacy of low-dosage irradiation of the ovaries and

pituitary gland in the treatment of selected cases

of menstrual disorders and sterility. Most gynec-

ologists have been slow to resort to this method of

treatment, since amenorrhea is a harmless symp-

tom, unless it be a manifestation of a more serious

constitutional or local disease, and since animal

experimentations have given evidence to support

the theory of possible harm to the genes and

chromosomes of the second and third generations.

To date, there seems to be no evidence available

fo substantiate these fears in humans. However,

there has been some clinical evidence to support

the assumption that even low-dosage irradiation

may adversely affect a very early ovum. Hence,

caution has been given against its use in the pres-

ence of an unsuspected early pregnancy.

In 1905 Halbersteedter first discovered that the

x-ray had a selective action on the ovary when it

was noted that large doses suppressed menstrual

function and small doses were followed by bleed-

ing. Ronby, in 1924, reported the use of x-rays in

the treatment of amenorrhea and sterility. Later

numerous reports were made in this field by Rubin,

Hirsch, Hamen, Mazer, Kaplan and many others.

Discouraged with the results of endocrine and

Presc I hcfure tile North Carolina Obstetrical and Gyneco-
logical Society, meeting :ii Mid Pines, April, 1949.

other forms of therapy in certain types of men-

strual disorders, and encouraged by the reports of

these investigators, late in 1947 I began referring

an occasional case, after thorough study, to Dr.

James Hemphill, one of our local radiologists, for

low-dosage irradiation of the ovaries, pituitary

and spleen.

Case Reports

The first case was that of a matron, aged 32, para 0,

gravida 1, married 15 years, complaining of an irritating

vaginal discharge, amenorrhea and secondary sterility. Since

puberty she had had, about twice yearly, an excessive flow,

and had miscarried in the Sth month in 1924. In 1940 she

had an appendectomy and uterine suspension. Pelvic exam-

ination was essentially negative except for trichomonas

vaginitis. Examination showed the husband's semen to be

within normal limits and later sterility tests and blood

studies disclosed no abnormalities. Cyclic bleeding, was pro-

duced with endocrine therapy from April, 1947, to Decem-

ber, 1947, and ceased in January and February, 1948, dur-

ing which time endocrine therapy was discontinued. The
patient was referred for stimulative irradiation of the

pituitary, ovaries and spleen in March, 1948. A letter from

her, dated March 10th, 1949, stated that she had had

regular periods since completing her x-ray treatments one

year before. No contraceptives had been used and preg-

nancy had not ensued.

The second case was that of a matron, aged 29, para 1,

gravida 11, married 7 years, complaining of oligomenor-

rhea, dysmenorrhea and secondary sterility. She bore a

normal child in 1943, since which time she had been un-

able to conceive. She had menstrued about every 4 months

for 2 years following her delivery and cyclic bleeding had

been produced for the subsequent 3 years by treatment at
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the hands oi her local physician. In 1942 she had a uterine

m, and in 1945 a stone was removed from her left

She appeared healthy, was of normal weight and

stature and pelvii findings were essentially negative. Ster-

ilitj tc-ts. and other laboratory findings on both mates

wire not revealing. In April. 1948, hse was referred for

stimulative irradiation. A letter from her dated January

d that lur perods had been occurring reg-

ularly each month and that she had not lost any time

from her work because of severe dysmenorrhea which had

previously necessitated bed-rest. Temperature graphs before

irradiation were monopasic, after treatment bipasic.

Tin third case was that of a matron of healthy appear-

ance, aged .i0. para 1. gravida 1. first seen December, 1946,

complaining of irregular menstruation, menstrual head-

aches and sterility. Her periods had always been regular

and painless until age .' 1 . after which they began occur-

ring every 3 to 5 monl re cramps for the first

2 days. Sterility work-up was done by my associate and

in February, 1
( >47. conception took place. She was dcliv-

i normal child at full term, November, 1947,

by cesarean ection \ normal period occurred in January.

1948. and when seen again in June. 1948. she had not had
another period and was complaining of severe headaches

and extreme m ni I yclic bleeding was produced
for 2 months, and periods again ceased when therapy was
discontinued. She was referred lor x-ray therapy, and a

l.tter dated February 2nd. 1949, stated that she had had
normal period- -inn- July, 1<<48, that menstrual headaches

id, and that this WaS the first lime -he had been
on a norma! schedule in l.' years.

The next case, chosen from the records of the I

Memorial Hospital, presented a rather difficult problem. A
school girl, aged 14, of normal appearance, had been hos-
pitalized on six previous occasions for varying lengths of

time for severe menorrhagia of puberty. During this time-

she had numerous blood transfusions, two currettements
and extensive endocrine and constitutional therapy—all

without ffect. All laboratory findings were
essentially negative. The two curettements, done within a

period of three months, showed proliferative endometrium.
On her last admission her hemoglobin was 56%, red cells

2.850.000. Following transfusions in July. 194S. it was
decided to refer her for low-dosage irradiation. According

lut-patient notes in December, 194S. and January
and March, 1949. she was having periods every 20 to 22

ting 7 to 10 days with a moderate flow. These
results are not ideal, but at least she had been able to

attend school regularly and participate in athletics, and
her state of general health has improved. Further biopsies
or graph reports were not recorded.

The fifth case was that of a matron, aged 29, para O,
gravida O. married two years, complaining of secondary
amenorrhea and sterility. Following puberty at 1,3 years

i age, she menstrued monthly until age 25, after which
her flow bcran occurring at infrequent intervals and was
often prolonged. She stated that during the past 2 years
sbe had menstruated every six months with a normal flow.
Prior to this time, cyclic bleeding had been produced by
her local physician for one year and periods then ceased
when therapy was discontinued. Examination was essen-
tially negative and sterility studies on both mates proved
normal. Cyclic bleeding was again produced for two
months following which menses ceased when therapv was
discontinued. In March, 1948. she was referred for irra-
diation therapy which was completed April 5th. 194,8. A
letter from her dated January .50th. 1949. stated that she
had a normal period following her fourth x-ray treatment
in April. 1Q4S, and her periods had occurred at 28-day
intervals since completion of he.r treatments. Temperature

graphs before and after treatment revealed normal biphas-

ic curves.

The next case was that of a matron, aged 32, married 9

years, para 1. gravida 1. complaining of secondary amenor-

rhea, sterility and nervousness. She had borne a normal

child 7 year- previously and since that time had been un-

able to become pregnant. Her family history was negative

except for one cousin having diabetes and a sister being a

midget. She stated she began skipping periods about 5

years ago and for the past two years they had been oc-

curring every 6 to S months. On one occasion she went 14

months without a period, following, which cyclic bleeding

was produced on two occasions. Sterility tests and labora-

tory findings were normal, pelvic examination essentially

negative. ^ diagnosis of hypoestrogenism was made and

constitutional and endocrine therapy instituted. Cyclic

was produced for two months, following which

on discontinuing endocrine therapy. In

April, 1948, she was referred for low-dosage irradiation.

Shi u.i- last seen March, 1949, when she complained of

and nervousness and stated she had not had a

period since August, 1948, at which time the flow was
scanty and for only one day. This case supports the belief

ive ceased for as long as one year,

reestablishment of a normal flow is highly improbable.

or graph curves were not obtained in this case.

This case also confirms the opinion of Randall, who found

hment of the normal menstrual swing following

age irradiation was less likely when the amenor-

duc primaril) to ovarian, rather than pituitary,

failure

I !l i'.I MLVi

Low-dosage irradiation is not a cure-all for men-

strual disorders but should be offered to well-se-

lected patients who have first had proper gynecolo-

gic study and evaluation. The irradiation of the

ovaries, pituitary and spleen should be given

strictly according to the techniques established by
Edeiken or Kaplan. Increasing the dosage or alter-

ing the method of treatment does not increase the

benefits.

In an appropriate case, ihe patient should have

better than a 65 per cent chance of having normal

menstruation result. Often, this is accomplished

by improvement in other endocrine functions. Also,

the patient should have a better than 50 per cent

change of relief from sterility, if on an endocrine

basis.

Satisfactory explanation of the effect of x-ray

therapy has not yet been offered. Most modern
radiologists believe this is not a stimulating effect,

for all irradiation necessarily is essentially destruc-

tive in character. However, doses are so low in this

routine of treatment that certainly no serious de-

structive action takes place in any of the endo-

crine glands treated. It is thus a safe and well-

proven therapeutic measure, and certainly is de-

sirable from the viewpoint of economy to the pa-

tient.

Treatment in all cases is with high-voltage

roentgen-rays- 200 kw. 10 ma., with ]A copper

plus 1 mm. aluminum filter, at 50 cm. distance.

Treatment is directed through the anterior and

posterior, right and left pelvic fields, using 8 x 10
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cm. portal, and to the pituitary gland through a

small round portal 6 cm. in diameter. The dose, as

measured in air without back-scatter, is 50 to 75 r,

given at weekly intervals for three weeks. The
pelvis is usually irradiated anteriorly the first week,

posteriorly the second week and again anteriorly

the third week. Occasionally a fourth treatment is

given. Each time the pelvis is treated, 75 r, meas-

ured in air, is directed through the forehead or the

lateral pituitary field.

By the same method, the spleen is given three

treatments, but it is questionable and not well

understood what the reason for this is, except that

results have been better when the spleen was treat-

ed. It is the belief of most radiologists that the

left adrenal gland is included in this spleen irra-

diation, which probably represents the therapeutic

advantage of treatment in this area.
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Hypoplastic Anemia Caused by Ataorlne
'A. P. Fishman &- T. M. Kinsman, Swannanoa, in Btood, Aug.)

The mechanism of bone-marrow depression by atabrinc

is complicated by the demonstration that atabrine may
remain in body tissues after the drug has been discon-

tinued. Consequently two factors may cause development
of the hypoplastic marrow due to atabrine: 1) the initial

cumulative depression due to ingestion of the drug, and
2 1 the perpetuation of the depression by residual stores

of drug within the body. Recovery is spontaneous and
uradual, apparently uninfluenced by medication.

One Man, Three Testicles
(F. T. Ranson, in British Med, 11., July 16th)

Spermatoceles, cysts of the cord, and other scrotal swell-

ings are apt to be mistaken for an extra testicle, but cases

of polyorchidism proved by operation or necropsy are ex-

tremely rate: Boggon (1933) described what he said was
the 12th case on record.

The patient, aged 50. came with a swelling in the right

side of his scrotum and double herniae. In 1940 a hernia

appeared in his right groin; in 1947. a small left hernia.

Feb. 22. 1948. he found for the first time a new swelling

"ii the right side of his scrotum and feared a malignant
tumour.

He had a small bilat. direct ing. hernia; the left testi-

cle and cord appeared normal. The right testicle was four

times as big as the left and was translucent. Just above it

was a smooth oval swelling the size of a small hen's egg,

was not attached to the skin, was opaque, not tender.

Rectal examination—a moderately enlarged prostate; sem-
inal vesicle-.

On Feb. 28th, under spinal analgesia, an incision was
made over th» right inguinal canal, the cord drawn upon,

and the tesicle delivered. The hydrocele was dealt wtih by
excision of the sac, and the lump above the testicle was
then examined. It had a cord and a vas deferens of its

own, and this extra cord was separated up to the internal

ring, .ligated and divided.

Pathologist's report on the lump Lipoma of degener-

ated testicle.

Treatment or Syphilis by Oral Use of Aureomycin
(P. A. O'Leary, Rochester, Minn., in //. Okla. Med. Assn.,

Aug)

Aureomycin has been shown to have a satisfactory ther-

apeutic effect on patients with early syphilis, and those

with late skin syphilis. The results in neurosyphilis are

less pronounced but are encouraging.

The reactions consist of nausea, vomiting and diarrhea.

Evidence of sensitization from the drug has not as yet

been noted.

Oral treatment of syphilis with aureomycin is less time-

consuming to the patient, requires less clinic help and
material, is only mildly toxic, and will no doubt become
rather inexpensive in the near future.

Schizophrenia According to the Renowned Psychiatrist

Bleuler
iC. A. Maugham, in Cinti. J I. of Med., Aug.)

The disease is a subtle, chronic development wheih has

a bad prognosis; an acute onset gives a better prognosis.

Included under the term schizophenia are: the atypical

melancholias and manias, hallucinatory confusion, acute

delirium, many amentias, the motility psychosis of Wer-
nicke, most primary and secondary dementias, most para-

noias, hysterical craziness, incurable hypochondria, some
compulsive and impulsive juvenile psychoses, degenerative

psychosis of Magnans, prison psychosis and Ganser syn-

dromes.

Bleuler believed that the cause of schizophenria is greatly

influenced by hereditary burdening but that personal dis-

position during youth may also play a large part. As
precipitating factors pregnancy, confinement, acute infec-

tions, and unfortunate love life play a large factor.

In the paragraph titled treatment, his first sentence be-

gan, "Most patients are not to be treated at all." He men-
tioned occupational therapy, kindness, removal of external

stresses, sedatives and sterilization.

A Critique of the Present Status uf the
Psychotherapies

(K. P. Knight, Stock-bridge, Mass., in Cin. II. of Med., Sept.)

In the last analysis there is only one psychotherapy, with

many techniques. It is important to recognize that tech-

niques as such are hardly separable from the individual

who uses them. Psychotherapy is an enormously complex

intercommunication and emotional interaction between two
individuals, one of whom seeks help from the other. What
is done and said by the one who tries to give help is in-

evitably his personal version of technique. Beyond all

knowledge of dynamic psychology and training in tech-

niques is his own individual personality with its variables

as to sex. physical appearance, depth of understanding,

ability to communicate ideas, tone of voice, set of values,

and all of the other highly individual elements which dif-

ferentiate one therapist from another. The utmost imper-

sonality and analytic incognito cannot exclude the effect

of such individual elements.

Tin. accident-prone person is essentially a rebel. He
cannot tolerate even self-discipline. He rebels not only

against external authorities but against the rule of his own
reason and self-control.

—

Franz Alexander.
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About Alcoholism
"Robkrt V. Seligkr, M.D., Baltimore

ALCOHOLISM today is America's unrecognized

\n. ! emotional health illness. It destructively

affects the individual, the family unit, and society.

This serious illness is, moreover, and with in-

creasing frequency, causing accidental death, sui-

cide, homicide, and manslaughter in all age groups.

See your daily newspaper.

Statistics report approximately 800,000 known

seriously sick alcoholics in this country, and about

three million heavy "social" drinkers, or incipient

alcoholics. Bui these are minimum statistics, based

on hospital and police records. The actual figures

are undoubtedly much higher.

The alcoholic is a very sick person sick in his

thinking and behavior. He is unpredictable and

[riven.

He is also handled by alcohol in such an extent

that his drinking interferes with his life and inter-

feres with his important activities.

Alcoholism i- a symptom of some usually deep-

seated

—

disturbance. It is like the tip of an ice-

berg. It may be symptomatic of any major or

minor psychiatric reaction type. A large number
of alcoholics, however, present no marked psycho-

pathology; rather, they fall into a borderline group

characterized chiefly by a weak ego. One might say-

that these individuals have cancer of the ego and
that, as with all cancers early recognition and
proper treatment is of the utmost importance.

Starting out on the premise that the ego is the

core of human personality, one finds that these

weak ego) individuals lack or have not

adequately developed one or more of the four es-

sentials that are found in a strong and healthy

ego. and which result in purposive and efficient

conduct and living. (One must also remember that

much of the content of the ego lies in the field of

the unawareness.)

The four ego characteristics which this type of

alcoholic lacks to a great extent, or does not pos-

sess, are:

(1) Independence (self-government)

(2) Freedom (to think and act at a mature
level)

(3) Power (to manage situations and take re-

sponsibilities)

14) Prestige (assurance and feelings of ade-

quacy)

Fellow (if the American Psychiatric Association; Chief
Psychiatrist Neuropsychiatric Institute; Visiting Psychia-
trist, Seton Institute; Director of the Private Out-Patient
Clinic for Alcoholics.

in working with such a patient, we feel that, if

his brain is still intact, it is possible for him to

learn to understand the origin, the nature and the

needs of expression of the ego weakness which lies

behind his alcoholism.

In addition to understanding himself better, the

patient should be educated, and re-educated, about

his personality and alcohol problem by daily active

use of the following guides:

1. He must be convinced from his own ixperience

that his reaction to alcohol is so abnormal that

any indulgence for him constitutes a totally

undesirable and impossible way of life.

2. He must be completely sincere in his desire to

stop drinking once and for all.

:i nu I recognize that the problem of drink-

for him is not merelv a problem of dissi-

pation, but of a dangerous p>vchopathological

reai tion to a (for him) pernicious drug.

4. He must clearly understand that once a man
has passed from normal to abnormal drinking,

he can never learn to control drinking again.

5. He must come to understand that he has been

trving to substitute alcoholic phantasy for real

achievement in life, and that his effort has been

hopeless and absurd.

6. He must recognize that giving up alcohol is

his own personal problem, which primarily

concerns himself alone.

7. He must be convinced that at all times and

under all conditions alcohol produces for him,

nut happiness, but unhappiness.

8. He must come to understand that the motive

behind his drinking has been some form of

self-expression, some desire to gratify an im-

mature craving for attention, or to escape from

unpleasant reality in order to get rid of dis-

agreeable states of mind.

9. He must understand that alcoholic ancestry is

an excuse, not a reason for abnormal drinking.

10. He must realize that anv reasonably intelligent

and sincere person, who is willing to make a

sustained effort for a sufficient period of time,

is capable of learning to live without alcohol.

1 1

.

He must fully resolve to tell the truth and

the whole truth, without waiting to be asked,

to the person who is trving to help him—and

must be equally honest with himself.

12. He must avoid the small glass of wine—i.e..

the apparently harmless lapse—with even more
determination than the obvious slug of gin.

13. He must never be so foolish as to try to per-
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suade himself that he can drink beer.

14. He must never be so childish as to offer tem-

porary boredom as an excuse to himself for

taking a drink.

15. He must disabuse his mind of any illusions

about alcohol sharpening and polishing his wit

and intellect.

16. He must learn to be tolerant of other people's

mistakes, poor judgment and bad manners,

without becoming emotionally disturbed.

17. He must learn to disregard dumb advice

and often dumber questions of relatives and

friends, without becoming disturbed emotion-

ally.

18. He must recognize alcoholic day-dreaming

—

about past "good times," favorite bars, etc.,

—

as a dangerous pastime, to be inhibited by

thinking about his reasons for not drinking.

19. He must learn to withstand success as well as

failure, since pleasant emotions as well as un-

pleasant ones can serve as "good" excuses for

taking a drink.

20. He must learn to be especially on guard during

periods of changes in his life that involve some

emotion or nervous fatigue.

21. He must try to acquire a mature sense of

values and learn to be controlled by his judg-

ment instead of his emotions.

22. He must realize that in giving up drinking he

should not regard himself as a hero or martyr,

entitled to make unreasonable demands that

his family give in to his every whim and wish.

23. He must beware of unconsciously projecting

himself into the role of some character in a

movie, book or play who handles liquor "like

a gentleman," and of persuading himself that

he can—and will—do likewise with equal im-

punity.

24. He must learn the importance of eating—since

the best preventive for that tired nervous feel-

ing which so often leads to taking a drink is

food—and must carry chocolate bars or other

candy with him at all times to eat between

meals and whenever he gets restless, jittery or

tired.

25. He must learn how to relax naturally, both

mentally and physically, without the use of the

narcotic action of alcohol.

26. He must learn to avoid needless hurry and

resultant fatigue by concentrating on what he

is doing rather than on what he is going to do

next.

27. He must not neglect care of his physical health,

which is an important part of his rehabilita-

tion.

28. He must carefully follow a daily self-imposed

schedule which, conscientiously carried out,

aids in organizing a disciplined personality,

developing new habits for old and bringing out

a new rhythm of living.

29. He must never relax his determination or be-

come careless, lazy, indifferent or cocky in his

efforts to eliminate his desire for alcohol.

30. He must not be discouraged by a feeling of

discontent during the early stages of sobriety,

but must turn this feeling into incentive to

action which will legitimately satisfy his desire

for self-expression.

31. He must not drop his guard at any time, but

especially not during the early period of his

reorganization, when premature feelings of vic-

tory and elation often occur.

32. He must understand that, besides abstinence,

his real goal is a contented and efficient life.

33. He must appreciate the seriousness of his re-

education, and regard it as the most important

thing in his life.

34. He must realize that most people seeking

psychological help for abnormal drinking are

above average in intellectual endowment, and

that, while drinking means failure, abstinence

is likely to mean success.

35. He must never feel that any of these com-

mandments are in any way inconsequential, or

secondary to business, play, or whatnot; and

must conscientiously observe every one of

them, day in and day out.

In the medical psychological approach it is also

necessary by means of psychotherapy to have the

individual develop inner peace so that he can live

in the world, and in his world, without desiring or

"needing" the socially accepted and easily avail-

able narcotic provided by any sort of alcoholic bev-

erage.

This is finally accomplished by having the indi-

vidual convince himself of the necessity of living

automatically by and through the age-long endur-

ing values of life, among which are:

(1) Being a giver instead of a taker; i.e., being

as unselfish as possible

( 2 ) Tolerance

(3) Humility

(4) A definite belief in the worthwhileness of

life

(5) An actual return to religion.

Through this acquiring or regaining of the en-

during values, the successful patient develops a

way of life which will give him inner peace and

enable him to live without experiencing more anx-

ietv, tension, hostility, frustration, etc., than he can

cope with; and when this is solidly achieved, he

will not consciously or unconsciously be overwhelm-

ingly impelled to start drinking again.

It is well known that some alcoholics have

stopped drinking by themselves. Others have been

helped by religious groups, lay groups, and lay-
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and-religious groups. Even the old Keeley cure

helped main an alcoholic; and some now recom-

mend a conditioning or aversion treatment with-

out psychotherapy; while others, with deeper in-

terest, use this method in order to get a beach-

head on the patient and then follow up with psy-

chotherapy.

The author, as a result of personal discussions

and conversations with other therapists, feels that,

except in rare instances, deep, lengthy psychoanaly-

sis alone, hypnosis alone, hypnoanalysis alone, nar-

coanalysis alone, or the assaultive therapies—such

as chemical, drug, or electric shock, or various types

of lobotomy alone, are not helpful in the treat-

ment of alcoholism. Generally speaking, especially

trained psychiatrists are needed; and each alcoholic

patient should be careful!) examined and treated

on an individual basis, in the same way as are

cancerous and tuberculous patients.

In conclusion, one must keep in mind that just

as the alcoholic of today is radically different from

the alcoholic of yesterday, so. also, is the social

drinker of today, as compared with the social

drinker of yesterday.

Finally, with this thought in mind, the question:

To Drink or Not To Drink Alcoholic Beverages,

in the world and times we live in, is a question

of the utmost seriousness, involving, one should

remember, the welfare of others, also, and mutila-

tion or sudden death.

Value of Cortisone for Arthritis Confirmed
i E. W. Boland, Univ. Sou. Cal. School of Med., and X. E.

Headley, in II. A. M. A.)

Cortisone is still extremely scarce and available supplies

are being used at research centers to study its effect on
ml the human body. Supply of the preparation is

the greatest problem in making it generally available.

Present methods of production require a basic ingredient,

deso.xycholic acid, which is obtained from the bile of oxen.

Only one pound can be obtained from ISO pounds of bile.

We must discover some natural source more plentiful than

this or perfect a method to make cortisone from raw chem-
icals.

In three of the severe cases treated, improvement began

within a few hours after the first injection of the drug.

According to the report:

One patient who had been barely able to get out of bed
without assistance at 11 in the morning, when the first in-

jection was given, was able to get in and out of bed with

ease and walk freely about the room in the evening of the

same day.

Another who had been unable to bring her hands to her

mouth or to handle eating implements was able to feed

herself 24 hours after the first injection.

The first symptoms to subside were muscular stiffness

and pain. In 24 to 4S hours these patients no longer needed

pain-relieving drugs. Next came increase motion and de-

crease of tenderness of the joints.

The rapid return of muscle strength and joint function

despite advanced wasting of the muscles and previously re-

stricted joint motion was remarkable. Four of the five

patients with severe disease had pronounced wasting of

muscles; yet after a week of cortisone treatment they walk-

on and off chair-, and climbed stairs with ease.

Improvement in all except one of the severe cases was

temporary. Symptoms began to reappear in two to six days

tisone was discontinued, and in from three to six

weeks the disease was a- bad as it hail been before treat-

ment with the hormone substance. One patient has retained

much of her improvement two months after discontinuance

of cortisone.

Treatment ol three additional patients with less severe

rheumatoid arthritis brought adequate, but also temporary,

improvement. Results suggest that smaller doses of corti-

sone than those used in earlier tetss may be sufficient to

control mild and moderate cases of the disease.

Early Detection of Diabetes
I. A. Reed, in Med. An. IK C, Sept.)

li i- estimated that there are a million persons in this

country who have diabetes and are unaware that it exists.

Ever) county and state medical society has been re-

quested to appoint a Diabetes Committee, and through this

committee, to establish a program of diabetes detection

within the community to discover the diabetics early.

You can test your own urine and that of each member
of the family, can make a urinalysis on every new patient

as a routine measure; on every acutely ill patient, new or

old; test all obese patients and relatives of diabetics every

I line to six months. When you find even a trace of sugar

in a specimen of urine, always follow this up with a blood

sugar determination and always test the urine one to three

hours after a full meal.

When a diagnosis of diabetes is established early, the

individual continues his work, and need never change his

usual mode of living. He must be restricted more or less,

according to the severity of the diabetes, and if insulin is

necessary, he must use it also, but beyond these his life is

that of the normal nondiabetic individual. He need not

stop his usual play and exercise; exercise is good for him.

Today the diabetic's life expectancy under good control is

greater than the average life expectancy. The dangerous

complicatons of diabetes such as acidosis and coma, gan-

grene and infections, can be almost entirely prevented. In

the discovery of the condition before it is established the

control in a great fraction of the cases can be carried out
with a diet alone.

New Improved Type of Insulin
(Priscilla White, Boston, in //. A. M. A., Oct. 1st)

In 95 per cent of the 3.36 persons with severe diabetes

to whom new insulin was administered, results were as

successful as, if not more so than, results from separate

injections of crystalline and protamine zinc insulin.

In 5 per cent of the group, a single injection of the new
modified protein insulin was less successful in controlling.

diabetes than were separate injections of these two insulins.

These failures included insulin-sensitive adults, diabetic

children under five years of age, and patients whose re-

quirements for long-acting insulin were small compared
with their requirements for quick-acting insulin.

Regulation of diet and exercise is a necessary adjunct to

treatment with the new insulin.

The serum cholesterol of all relatively young patients

affected with coronary atherosclerosis should be determined

as the initial step in uncovering hypercholesterolemia in

members of the immediate family. Those whose cholesterol

level is found to be elevated should be examined for latent

cardiovascular disease and should be kept under medical

supervision.

—

Adlersberg.

A kindness of which one is reminded always seems a re-

proach.

—

Jean Racine—1674.
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DEPARTMENTS

PEDIATRICS
Albert M. Edmonds, M.D., Editor, Richmond, Va.

HYALURONIDASE IN PEDIATRICS
Abstracted from Article by Joseph Schwartzman, M.D., in Jour.

Ped., May, 1949.

One of the newer products giving promise as a

therapeutic agent is hyaluronidase. It has been ob-

tained from bacteria; from bee, snake and spider

venoms; from leech extracts, spermatozoa and

mammalian testes.

Observations regarding its role in infection and

fertilization have been formulated. Now its place

in increasing fluid absorption is being investigated.

The latter action has been explained by the fact

that hyaluronidase is a mucolytic enzyme, which

acts on and depolymerizes the mucopolysaccharide,

hyaluronic acid. This is the gel present in the

ground substance of connective tissue and acts as

a tissue barrier to fluid diffusion.

With the aid of this enzyme, it has been shown

that fluid absorption could be increased twelve-

fold. The solutions used varied from normal saline,

glucose in saline, Hartmann's and Ringer's solu-

tions, to penicillin, streptomycin, adrenalin and

procaine, and the results were consistent through-

out. Hyaluronidase was also tested on patients

with various acute infections with fever and on

those with allergies and with rheumatic fever, but

its effect remained unchanged.

To determine its range of safety, six individuals

were studied from the standpoint of its effect on

urine, urine excretion, blood count, sedimentation

rate, cholesterol, phosphorus, phosphatase, pro-

teins, urea N, creatinine, sugar, icteric index, van

den Bergh, and cephalin flocculation. In addition,

sixteen other cases were studied in their relation

to urinary and cephalin flocculation changes after

daily injections of the enzyme. As far as could be

determined, no detectable alteration in body phy-

siology was observed.

Several of the earlier products gave positive re-

sults when skin tests were attempted; however,

since the product has been purified practically no

reactions have been found, and the drug is consid-

ered to be very nearly nontoxic.

Once the harmlessness of hyaluronidase was ver-

ified, clyses utilizing it were started and to date we
have used it in fifty cases. Each one received from

40 to 320 g., depending directly on the duration and

severity of the case. When hyaluronidase was
given, the same area could be used with good ab-

sorption even up to five davs. It worked best

during the first clysis with gradually diminishing

effect as others followed. When given over the

medial aspect of the thighs, some patients devel-

oped edema of the scrotum, which quickly sub-

sided with the absorption of the fluid.

In the average case, 250 to 300 c.c. of electrolytic

solution could be rapidly given within eighty min-

utes when utilizing hyaluronidase and other clyses

could be given in fairly rapid succession. Previous

to its use, a similar clysis took ISO to 180 minutes

and the area could not be used again for about

eight hours. Thus its use should result in quicker

fluid correction and greater amount of fluid absorp-

tion per unit of body area.

In estimating the probable capacity of hyaluro-

nidase, it was found that each microgram could

take care of from 10 to 50 c.c. of electrolytic so-

lution. The same area was used for as long as eight

days in one case, but rarely was it necessary to

continue for that length of time. The needles were

kept in one position for five days in two cases, four

days in six cases, and three days in four cases, with

the remainder being in place for 1 or 2 days. Since

the tissue became inflamed around the point of

insertion of the needle, after the second day in

most cases, it was deemed advisable to change its

site every third day, but the same area could still

be used if necessary.

Blood and plasma have been given by this route,

and according to the authors, with moderate suc-

cess. However, it seems probable that further work

will need to be done in this phase before it can be

generally advocated.

Summary and Conclusions

1. Hyaluronidase was used subcutaneously in 60

cases, of which 50 were with electrolytes, seven

with plasma, and three with blood.

2. It definitely facilitated absorption in all cases.

3. Skin-testing only revealed a 2.1 per cent of

sensitivity, with the percentage decreasing as more

purified products were used. Furthermore, only one

child had apparently acquired sensitivity to the

product when rechecked, while seven allergies be-

came nonsensitive after three months.

4. In view of its demonstrated harmlessness, and

because of its apparent effectiveness, hyaluronidase

should be a useful aid in the administration of

fluids by clysis.

HUMAN BEHAVIOUR
Rex Blanklnsiiip, M.D., Editor, Richmond, Va.

GERIATRICS
Geriatrics, a term about which we have heard

a great deal in the past generation, derived from

the Greek word geron (an old man) and iatrike

(medical treatment), has resolved into the present-

day consideration of the tremendous problem of
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the care and treatment of the aged.

As longevity increases by virtue oi medical prog-

ress, we find ourselves confronted with a new prob

lem—what to do with the old full:-. The 1940 cen-

sus for Virginia records 154.000 citizens over sixty-

five years of age. If the i
evity increases

as it' has during the past thirty years, the figures

will be alarming in the 1950 census. Who is going

to provide for them? The Government—we tax-

pay a pension to those past sixty-five

years of age who have no earning power of their

own. but how long ran heavily burdened taxpayers

support this plan I ven if taxes are incresaed to

ifford I I and clothing, where are the old folks

going to live" Ii our society were adequate, every

family would provide for it- own. hut there are

many who have no family to turn to. and many
Id provide for them elect to pas-

on the responsibility to the Government.

Figures are not at hand hut we know that a

iercentage of the aged are in public institu-

tions. In recent years both public and private in-

stitutions have had increased application for the

admission of aged persons. We know that many
fraternal and charitable organizations provide

homes for the aged. The church is doing the same

thing. A few enterprising groups have successfully

ed a work shop for elderly people, capable

of working hut retired hecause of their age, where

they can lie wholly or partially self-supporting.

It is a certaintj that more and better facilities

will have to 'he provided to meet the increasing

i
of earing for the aged. Old people should

not be committed to public hospitals as insane in-

dividual-. In many instances, this is unfortunately

true, of course with senescence comes to most some

degree of infirmity of mind and body, but to be

adjudged insane and (ailed off to an institution is

not in accord with our objective in the medical

care and treatment of the senile. State care of the

aged could he avoided by revising the commitment

laws, or simply arranging in a legitimate way the

admission of the individual to a state-supported

institution for the aged without legal commitment.

Many individuals have paid dues religiously to

an organization for the sole purpose of security

and care in their old age. This fact supports the

writer's opinion that proper institutional care is

to be desired in many cases of senility. Many fam-

ilies take the care of their aged parents as a bur-

den, and become resentful of this responsibility.

In some instances the neglect of old folks kept in

the home because of false pride is more to be de-

plored than the assumption that thev are, or will

be. neglected in a public or private institution. In

second childhood, most individuals dread being

alone. Loneliness in the aged precipitates fear,

panic and demand for attention. In the home, this

often affords the greatest problem, whereas

in an institution properly designed for the aged,

manv activities, contacts and recreations furnish

diversion, and that, together with adequate medi-

cal care, affords a happy solution to the problem

of caring for our aged.

THERAPEUTICS
J. F. Nash, M.D., Editor, St. Pauls, N. C.

BOTULISM
Botulism is an acute poisoning caused by eating

spoiled foods containing the toxin produced by

bacteria of the group Clostridium botulinum. Of

this organism there are species A to E. The most

common cause of the disease in man is A, with B
of lesser occurrence. Types A and C are toxic for

poultry.

An instance of poisoning is reported 1 with one

fatality resulting, and some discussion of the dis-

ease given.

Meyer lists 463 outbreaks in human botulism

(1899 to Feb., 1948) in the United States and

Canada, with 1,255 persons afflicted, of whom 816

died.

In the list of 10 States to head the list in inci-

dence, only New York is on the Atlantic coast.

Manv believe botulism is caused by home-canned

vegetables. In former years many cases traced to

commercially canned goods. With improvement in

canning methods, botulism now is rare from such

products. Community canning has done much to

redu< e the incidence.

Spores of
<

'. botulinum are very resistant to heat.

The toxin is readily destroyed by boiling. The
tasting of a mere drop of unheated fluid from

hotulinus-lainted food may cause death. Suspicious

canned foods should never be tasted before heating.

Boiling 15 minutes should destroy any toxin pres-

ent, hew relish spoiled foods.

Absence of abdominal reflexes may be of some

diagnostic value in botulism, likewise of the cre-

masteric reflexes.

A child, 2 years and 2 months of age, ate three

to five ears of canned corn, one of which came
directly from the jar without heating. The first

symptom, disturbed vision, was observed 12 hours

later. He became dizzy, kept falling down, and re-

fused to eat. The family became alarmed and car-

ried the child to a physician's office, where his ill-

ness was attributed to acute gastroenteritis. About
one hour later, following an enema, foul-smelling

stool was passed containing whole grains of corn.

The patient died soon after, 23 hours following the

ingestion of canned corn.

1. D. E. Tohnson, Alamosa, & G. VV. Stvles. Denver, in Rocky
Mountain Med. JL, Sept.
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We used to hear about deaths from ptomaine

poisoning following the ingestion of tainted food,

particularly canned food, and most particularly

canned corn. For many years it has been known

these poisonings were due in large part to botulism.

Considering the mortality of more than 60 per

cent, it is plain that the slightest suspicion of this

class of foods should lead to their being consigned

to the furnace.

GENERAL PRACTICE
James L. Hamner, M.D., Editor, Mannboro, Va.

THE USE OF NISULFAZOLE IN THE TREAT-
MENT OF ULCERATIVE COLITIS

Two-thirds -of the cases of ulcerative colitis

respond satisfactorily to medical care, but many
cases come under the observation of the proctolo-

gist for sigmoidoscopic diagnosis, evaluation of

treatment, and surgical care of complications

(Wills). 1 This Denver surgeon, whose experience

of this disease has been happier than ours, reports

the use of nisulfazole in 24 cases of ulcerative co-

litis. Nisulfazole was supplied* as tablets of 0.3

gm. with 50 mgs. ascorbic acid for oral adminis-

tration, and as a 10 per cent suspension in pectin

for rectal instillation. Given orally it is reduced in

the intestinal tract to sulfathiazole.

The term ulcerative colitis describes the large

group of cases which show diffuse ulcerative inflam-

mation of the rectum and colon which cannot be

ascribed to any etiological agent.

In the majority of cases, ulcerative colitis begins

in the rectum and the more proximal colon is in-

volved by direct extension. In this series of 24

cases the majority were treated by rectal instilla-

tions of nisulfazole alone. A few that showed little

or no improvement on this regimen were treated by

oral administration of the tablet form in addition

to the rectal instillation.

Rectal instillations of 1 to 3 ozs. were made by

means of a No. 18 catheter and bulb syringe. If

the suspension was too thick small amounts of dis-

tilled water were added. Acute cases received as

many as 8 to 12 instillations daily, of one to two

ounces, without ill effect. Cases in which x-rays

showed involvement of entire colon, often includ-

ing the terminal ileum, were treated with nisulfa-

zole tablets orally 4 to 6 gms. daily and nisulfazole

suspension rectally.

All of the patients in the second and third stages

of the acute phase showed prompt improvement.

The one patient seen in the acute fulminating stage

died despite emergency ileostomy. Seven of the 10

patients classified as in the active state of the

chronic phase showed improvement, and have con-

tinued without undue symptoms to the present
1. C. B. Wills. Denver, in Rocky Mountain Med. J!., Sept.

time. Three have had exacerbations and remissions

and may require ileostomy. Of the four cases in

the polypoid hyperplastic stage, two had ileostomy

and the other two should have.

It is to be borne in mind that the cases here re-

ported are of the third which were not readily

cured by ordinary means. That being done, it will

be seen that the results from the administration of

nisulfazole are remarkable indeed.
•Supplied through the courtesy of George A. Breoii & Co.,

Inc., Kansas City, Mo.

UROLOGY
Raymond Thompson, M.D., Editor, Charlotte, N. C.

UROLOGICAL COMPLICATIONS IN
OBSTETRICAL PRACTICE

A reasonable and helpful paper by Corbus 1

is given in essence.

Pyelitis of pregnancy, more properly designated

pyelonephritis, occurs in 2 per cent of all women
carrying children and is the commonest cause of

significant fever in the second and third trimesters.

First ureteritis, then pyelitis, then pyelonephritis.

Infected hydronephrosis goes on to pyonephrosis.

Perirenal inflammation leads to perinephritic ab-

scess formation and periureteral inflammation, in

healing, produces annular fibrosis with resulting

stricture formation. All of this emphasizes the ne-

cessity of early, adequate treatment in this type of

individual.

The diagnosis of acute urinary infection in the

pregnant woman is not difficult. Urinary sepsis is

encountered far less frequently than formerly. High

fever, sweats, rapid pulse with frequency, dysuria

and costovertebral angle tenderness paint the pic-

ture. Vaginal examination often reveals a tender

bladder base and a palpable, extremely tender ure-

ter. Some will question the statement that under

good treatment this condition may last anywhere

from 10 days to three weeks and carries a mortal-

ity oj 2 per cent.

Diagnostic routine:

Microscopic and cultural examination of a cathe-

ter urine specimen.

Cystoscopy and intravenous pyelograms if symp-

toms persist for longer than two weeks despite

chemotherapy.

The commonest abnormal finding in the pyelo-

gram is a ureteral kink requiring catheter drain-

age.

When ample fluids and antibiotic therapy to-

gether with instrumental drainage afford no relief

of symptoms, most obstetrical authorities favor a

termination of the pregnancy; however, many pa-

tients with severe infections in the second trimester

1. B. C. Corhns. Jr., Fargo. N. D., in Jl.-Lancet, Sept.
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ssfully carried to term with continued

antib i lI ion.

Sulla compounds are not the drugs of choice.

Penicillin and streptomycin work well in combina-

tion. The specific bacteria must be recovered by

urine culture- to determine the optimum therapeutic

success is had from treatment of in-

tractable- low grade (B. coli) urinary infections by

the combinative use of sulfasuxidine and mandelic

acid, or more recently streptomycin. A success of

cent has been achieved in chronic cases of

long standing.

Patients of this type should be clinically well

nil culturally negative six months before another

pregnancy. In fully half, the infection may lie ex-

to recur at some future time.

Due to urinary stasis in the pregnant state, renal

or ureteral calculi are twice as frequent as in the

nonpregnant state. Operative removal is rarely nec-

essary and then only when obstruction is complete.

In cystitis, bladder sedatives are of little value.

GENERAL PRACTICE
William R. Wallace, M.D., Editor, Chester, S. C.

MYXOEDEMA .MADNESS
Myxoede.ua is one of the most important, one

of the least known, and one of the most frequently

missed causes of organic psvehoses—important be-

cause it may respond so gratifyingly to treatment,

little known because little has been written about

it. often missed because the textbook description

of myxoedema is not the rule but the exception.

Read that paragraph again. It would be well to

re-read it every day. This British madhouse doctor 1

states the case as truthfully as dramatically for

being on the lookout for a disease condition which

is far more common than most of us suspect, and
which, in any but the very late stages, responds

wellnigh miraculously to intelligent treatment.

Note well the scant regard for BMR readings.

In the 14 cases here described, myxoedema and
psychotic changes were pronounced. In every one

of them the diagnosis was confirmed beyond doubt.

Tliev all showed a psychosis amounting to complete

"madness," 10 being admitted under the Lunacy
Act, one referred to the neurosurgeon for cerebral

tumour, and three to general medical wards with

other diagnoses. In nine of the cases there was a
dramatic and complete recovery of sanity under
treatment with thyroid, in twro there was partial

improvement, one showed no change, and two pa-

tients died. The fact that in none of these cases

had the diagnosis been made by the outside doctor

suggests that there is need for increased awareness

of myxoedema as a cause of psychoses.

1. A. Asher, in British Med. 11., Sept. 10th.

Cases in the literature record a very wide variety

of mental changes, and in the series there has been

no constant type ol psychosis, though general con-

fusion and disorientation with persecutory delusions

and hallucinations, and occasional bouts of restless

violence, have been common. The diagnosis was
in id on the myxoedematous appearance of the

patient and not on the kind of mental symptoms.

In no instance was the diagnosis made before the

patient came to the hospital.

The history gives little help, because the symp-

toms are admitted rather than complained of. The
mental slowness of the illness itself smothers self-

criticism, and so changes may pass unnoticed by

the patient while friends and relations observe

them. You get no history oj myxoedema ij you are

not thinking of myxoedema when you take that

history.

Common symptoms are general tiredness, gain

in weight, vague aching in the legs, poor memory,

constipation, deafness, falling out of hair, dry skin,

always feeling cold. Change in the facial appear-

ance, alteration in the voice, and snoring are usual-

ly noticed by relatives rather than by the patient.

The one way to ascertain what a case of myxoe-

dema looks like is to see one.

Nearly all cases occur in women.
The impression left by the voice is that of a bad

gramophone record of a drowsy, slightly intoxi-

cated person, with a bad cold, and a plum in the

mouth.

There is only one infallible confirmatory test for

myxoedema. Take a good photograph; then give

thyroid for a month or more and take another pho-

tograph.

Blood cholesterol is nearly always raised. In 10

of these cases the initial blood cholesterol was 300

mg. or more per 100 ml., and it usually descended

by over 100 mg. per 100 ml. after thyroid treat-

ment.

BMR is a test which is accepted when it agrees

with the physician and disregarded w-hen it does

not. The author has seen many cases oj myxoe-
ith normal or raised BMR. Bradycardia is

not common. In four cases the pulse was over 70

and in only two instances below 60.

MYXEDEMA INCORRECTLY DIAGNOSED
AS NUTRITIONAL ANEMIA

Despite widespread familiarity with the syn-

drome and extensive employment of BM determi-

nations, years often elapse between the time of

development of the first symptoms of myxedema
and the time the correct diagnosis is made. In this

opening sentence Knight 1 directs attention to a

well-known, but little regarded, fact.

The case under discussion had existed for 10

years undiagnosed, in spite of 10 hospital admis-
1. A. M. Knight, Jr.. Waycross, in //. Med. Assn. Ga., Aug.
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sions and study by six physicians. Myxedema is

curable and the diagnosis is easy, once it is con-

sidered in differential diagnosis.

A white widow, aged 70, came under Knight's

care on October 5th, 1947. She lived alone, ate a

very inadequate diet. Her chief complaint was

••anemia." She stated that she had lived on trans-

fusions for the past 10 years. Other complaints in-

cluded weakness, intolerance to cold, swelling of

the ankles, severe constipation, low backache, pains

in the knees and ankles in cold weather, attacks of

retrosternal pain, deafness, dryness and scaling of

the skin, falling hair, hoarseness.

She was unable to say when her illness had be-

gun. She had been bedridden for several weeks be-

cause of weakness, exertional dyspnea, ankle edema

and joint pains.

Two of her sons had undergone surgical treat-

ment for toxic goiter.

For several years she had been bothered by
"rheumatism," and found it hard to keep comfort-

ably warm. The skin under breasts, on trunk, feet

and legs had been scaling for the past few years.

She was very nervous, slept poorly, appetite poor.

Her t. was 96.4 by mouth, the p. 60, r. 12, b. p.

110/70. Skin was yellowish, dry, puffy especially

around the eyes. Hair was dry, stiff and coarse.

Much of it had fallen out, eyebrows sparse and

eyelashes missing. No axillary and very little pubic

hair. No thyroid gland could be felt. The left bor-

der of cardiac dullness was 11.0 cm. from the mid-

sternal line in 6th space. Grade-2 blowing, systolic

murmurs at the apex and at the aortic area; 3-plus

pitting edema of the ankles. Neither posterior tibial

pulse could be felt, but both dorsalis pedis pulses

were palpable. The toenails were dry, thickened,

and yellow. Neurologic findings were physiological.

Laboratory findings: Hgbn. 65%, BMR—35.

Ordered small doses of thyroid, gradually increased

to optimum dose. Patient stopped keeping appoint-

ments and soon disappeared. Next saw her 15

months later, learned from druggist she had been

taking 30 mg. enteric-coated thyroid "emplets," up
to three day, but she had been extremely irregular

and careless about taking the medication. Her R
(for 100 U. S. P. 30-mg. tablets) had been re-

filled only five times in 15 months.

At this time she was still anemic, BMR greatly

depressed, no HC1 in gastric juice aspirated 45

min. after injection of histamine. Sternal marrow
biopsy normal.

We personally administered each day, beginning

March 21st, 1949, 15 grains ferrous sulphate and
2 grains U. S. P. thyroid extract.

She improved greatly, became stronger, skin not

so dry, more alert, less intolerant to cold, speech

improved greatly, no edema of the ankles, appetite

improved, heart sounds much better quality.

This was a classical case of myxedema which,

despite 10 hospital admissions and the services of

six physicians, had remained undiagnosed. Failure

of the patient to ingest thyroid extract in sufficient

quantity resulted in absence of objective evidence

of improvement after 15 months. Vigorous treat-

ment for one month resulted in great improvement.

It seems well to say further that myxedema of

various grades is a very common condition, and

that in more than a few instances of myxedema the

BMR is above normal and the whole disease situa-

tion can be cleared up by the judicious administra-

tion of thvroid substance.

DENTISTRY
J. H. Guion, D.D.S., Editor, Charlotte, N. C.

NOVOCAIN (PROCAINE) SENSITIVITY
AMONG NAVY DENTAL OFFICERS

To evaluate the prevalence and seriousness of

novocain-sensitivity symptoms among Navy dental

officers, 7,517 questionnaires were mailed by Pub-
lic Health officials 1 to Regular and Reserve dental

officers; response was 52 per cent.

Of those who replied, 3 per cent were grouped

as sensitive. The sensitive individuals were older

than the members in the nonsensitive group. It is

believed that this may be attributed to definition

rather than a true relationship between age and
the susceptibility to novocain sensitivity.

Eighty-five of the sensitive group stated that the

reaction took the form of a dermatitis while only

10 mentioned that they had urticaria; seven re-

corded some other type of symptom. Only four

stated that they were kept from performing all

operating procedures by the attacks although 49

mentioned that they experienced symptoms regu-

larly upon exposure.

Fifty-two (43%) of the 120 individuals on

whom information was available had (or have)

symptoms that lasted less than one week, while 13

had attacks that lasted continuously while being

exposed to novocain.

The men having regular attacks upon exposure

to novocain tend to have a longer duration than

those subject to only occasional attacks.

Of the individuals stating that they were either

currently sensitive or had experienced novocain-

sensitivity symptoms in the previous 14-month pe-

riod, 30 said their attacks occurred regularly. Only
four of the 30 mentioned that their symptoms last-

ed longer than one month, and five recorded the

fact that the symptoms continued as long as they

were exposed.

Only 10 of the 4,000-odd dental officers return-

ing the questionnaire indicated a disabling sensi-
1. W. V. Charter rt a!., RethesHa

Aug.
MU, in //. Denial Retearck,
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tivitj reaction within the 14-month period. There

was a significanl difference in the men experiencing

ms regularly between those using self-pre-

pared solution and those using commercially pre-

pared cartridges, rhe onlj entirely effective coun-

isure that was tried was the step taken b}

n who discontinued using novocain.

HOSPITALS
R. B. Davis, M.D., Editor, Greensboro, N. C.

LESSONS LEARNED IN THE EFFINGHAM
HOSPITAL FIRE

The St. Anthony's Hospital fire disaster oc-

curred April 4, 1949. The hospital was constructed

heiter than many hospitals and as well as most.

The conditions that made the disaster possible exist

in all too main- institutions in this country. Such a

disaster makes one alert to fire hazards and the

author has been amazed since the fire at the con-

ditions in many other hospitals and public build-

ings."

A thoughtful doctor 1

in an Illinois town draws

some less, ms from a hospital fire in which many

lives were lost because of gross carelessness. Care-

lessness is the perfect word to use in ascribing

cause to most fires. He or she, as those responsible,

did not feel care, did not take care.

The chimney or Hue effect of open stairways in

buildings is well known. Stairways between floors

should be enclosed in stairwells with steel doors at

each Boor, closed except when in use. They should

nol lie propped open at any time.

Fire drills and actual testing of fire equipment

should be mandatory every three months. Fire hose

is often checked but water is seldom run through

il is messy and too much commotion

frightens the patients! If drills and tests were done

often enough, they would be taken for granted and

no alarm would ensue.

\ smouldering cigarette can be a very serious

thing.

Regular rounds by watchmen should be routine

and check systems such as used in industrial

plants—time clocks to be punched regularly

—

would help.

Even- city should have disaster plans formulat-

ed. During such a disaster confusion reigns. If we
in Effingham had been prepared we would have

had a loud speaker truck at the scene. The police,

city authorities, or someone in authority could

have directed doctors, nurses and relatives of pa-

tients by means of the loud speaker system and

much confusion would have been avoided. The pa-

tients saved from the fire were placed in private

homes or taken to other cities and it was some time

1. W. T. Cillesby, Effingham, in III. Med. .71.. Sept.

before we knew where out patients were.

From tin- purely medical standpoint the most

important lesson learned was a dramatic confirma-

tion of the safety of early ambulation.

A man, aged 45, had on April 4th a gastric re-

section and bilateral vagotomy done under gas-

and-ether anesthesia. The separation of the gall-

bladder and duodenum required tedious dissection

and the old perforation was opened during the pro-

cedure. Following operation he was given blood

transfusions, gastric suction was employed and O
was administered. He awoke at 11:30 p. m. be-

cause of the smoke in his room which was only 12

feet above ground. He removed the infusion needle,

nasal oxygen tube and nasal suction tube, tore

sheets and tied them to his bed and lowered him-

self to the ground. He located his wife in the crowd,

walked V/2 blocks to his car, lay down in the back

seat and his wife drove him 57 miles to another

hospital. His recovery was uneventful and he has

shown no ill effects from his violent experience, 12

hours after his major operation had been complet-

ed.

The location of fire escapes should be known by

all personnel and regular quizzes used to impress

the importance of such knowledge. If babies were

kept with their mothers, as is being advocated by
some authorities, the mothers could have saved

their own babies.

Any method must be simple—people in stress

time do not act sensibly—and complicated devices

would be useless.

Not so long ago there was no such thing as a

cigarette that, after the smoker ceased to puff at it,

burned on until totally consumed. Smokers seemed

to enjoy cigarettes then. All of us have seen furni-

ture, tablecloths and rugs badly marred by the

keep-on-burning cigarette. Within 200 yards of my
own home a fire was so started that brought out

the city's fire-fighters and might readily have burn-

ed up two small children.

Will those charged with making and enforcing

our laws take no heed to the crying need for doing

away with cigarettes that burn on after they have

been tossed away?
Take this copy of your journal to your mayor,

your fire chief and your state representative, and

have an earnest talk with each of them on these

easy ways of saving lives and property.

Perforation of the Intestine by an Ingested Sharp
Foreign Body

(W. R. McKeehnie, Kaitaia, New Zealand, in Australian &
New Zealand Jl. of Surg., April)

McManus (1941) reviewed 93 such cases; the mortality
was 25.0%. From 1900 to 1940 there was a mortality of

107o in 60 cases.

Dn Dec. 13th, 1942, a 22-year-old soldier was ruminating
with a three-inch nail between his teeth. He laughed and
swallowed the nail. He did not report the accident. On Dec.
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16th he noticed picking and heat in the perineal region

during urination. He consulted his medical officer, who
found no other urinary signs. The next day the perineal

sensation was a little worse. On the same night he passed

a ilttle red blood at the end of micturition. On Dec. 18th

he was uncomfortable in the perineal region all day and

had no further urinary signs. During the night he devel

.

oped severe acute perineal pain, two-hourly frequency with

severe pain and tenderness on micturition, and slight hema-

turia at the end of the act. Any movement caused agoniz-

ing pain and tenderness in the perineum. On Dec. 19th ad-

mitted to hospital.

He passed 4'i ounces of urine which contained obvious

blood. Micturition in small amounts of intervals of a few

seconds caused acute pain. Perineal inspection presented no

abnormality, but palpation caused acute pain and tender-

ness. A thin. hard, elongated object was located, deep in

this region, presenting point in contact with the membran-
ous urethra.

A soft rubber catheter was passed by urethra into the

bladder with no obstruction, but its passage across the

membranous urethral lumen caused pain. An x-ray exam-
ination revealed a nail parallel to the course of the pros-

tatic urethra.

Under Pentothal with the patient in the lithotomy posi-

tion a short deep incision was made into the perineal region

down to the sharp end of the nail, the nail grasped with

blunt forceps and extracted. Wound was closed with inter-

rupted mattress sutures without drainage.

At the end of 36 hours the patient had no hematuria

and he was completely free of his previous urinary symp-
toms and signs. Some weeks later he was symptomless.

Editorial Comment: A Charlotte surgeon had a patient

referred to him because of his acute abdominal symptoms
and found the cause to be a perforation of the small intes-

tine bv a fish bone.

Some physicians believe that the lower uterine segment

and the cervix have a good deal of muscular tissue, while-

others believe that it is an elastic tissue. That has been a

controversial subject for centuries.

INTERNAL MEDICINE
George R. Wilkinson, M.D., Editor, Greenville, S. C.

LESSONS FROM NEARLY HALF A HUN-
DRED CASES OF POLIOMYELITIS

Forty-two cases of poliomyelitis were diagnos-

ed and confirmed in private practice in a five-

week period in this Illinois town from July 3rd to

August 6th, 1949. The age range was 3 J/2 months
to 28 years. Lessons from these cases are drawn by
Levine. 1

A child, three years of age, who had spinal-

tluid findings of polio also had pneumonia and
nephritis. Another who had positive spinal fluid

findings expired from a toxic encephalitis.

A larger number of adults came down with the

disease than in previous epidemics.

Other observations noted: 11 cases gave a his-

tory of sore throat 7 to 14 days prior to diagnosis

of polio: 5 had non-purulent otitis media; 12 had
evidence of chigger bites over the body and lower

extremities; S evidence of mosquito bites.

'. II. J. Levine, Centralia, in III. Med. 11., Se]it.

All patients in this series presented two or more
of the following symptoms: fever, pain, headache,

muscle tenderness, generalized weakness, stiffness

of the back or neck, muscular twitching and jerk-

ing, nervousness, irritability, apprehension, and

aching in the arms and legs.

The cerebrospinal fluid is usually colorless, may
be opalescent; usually shows 15 to 20 cells mostly

lymphocytes and monocytes. Cells may number

.

1200, and pmns. may predominate early in acute

cases. The total protein is usually slightly increas-

ed (Kolmer).

Older children and adults complained of pain in

the back of the neck and at times over the lower

spine when the head was moved forward on the

chest. These patients offered resistance to complete

flexion.

During an epidemic of poliomyelitis one should:

1. Treat all acutely ill patients as suspects until

a definite diagnosis is made.

2. Do a lumbar puncture when the slightest de-

gree of neck rigidity is found.

3. Give careful consideration to any involve-

ment of the nervous system during an acute in-

fection.

4. Treat all individuals with fever as polio sus-

pects until proven otherwise.

5. Examine all patients from head to foot.

6. Suspect sudden tremors of the hands as an

important sign of polio.

7. Perform diagnostic lumbar punctures when in

doubt.

8. Depend on clinical symptoms as well as spina!

fluid findings in making a diagnosis.

There will be cses in which clinical findings will

be the only basis for the diagnosis.

An editorial page of the same journal says fur-

ther and to the point: 1

Poliomyelitis is probably primarily a contact

disease such as influenza or chickenpox. The virus

has been recovered from flies, and although they

may be a factor in the dissemination, they are not

considered as playing an important role in spread-

ing the disease. Like several other diseases, such as

measles, many cases begin in a mild form and are

overlooked.

It is predominantly a hot-weather disease. Some
strains of the virus have retained full infectiousness

after being frozen as long as one year. Early symp-
toms may be a headache, fever, muscle stiffness in

neck or shoulders, or perhaps a digestive upset.

Children with even a slight infection of polio should

lie put to bed. It is always advisable in times of

epidemics to protect children from chilling and
from fatigue. Few of these patients become para-

lyzed.

In most epidemics, most of the polio deaths are

of persons 16 or over. Tn one series of 250 cases

Z. Editorial in ///. .Iff,/. Jl., Sept.
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recently reported among 80 children under age of

six there was no mortality; of 70 between the ages

of six and 10. two died: among those beyond 10,

the mortality increased as the age.

DIABETES MELLITUS CERTAIN PRACTI-
CAL CONSIDERATIONS

\\ einstein 1 has written on diabetes and its man-

agement, emphasizing some of the features corn-

munis' neglected.

Sugar in the urine is not sufficient evidence on

which to tell a patient that he is a diabetic, that

this disorder is causing the symptoms which caused

him to consult you and that a severely restricted

necessary. Before this is done, one must be

certain thai the fasting blood sugar is above nor-

mal. When we label an individual a daibetic this

must not lie done on circumstantial evidence. Too
commonly the diagnosis is made on the basisof gly-

cosuria, the urine clears of its glucose content .so

rapidly as t - raise .i doubt, and then a glucose-

tolerance test is made.

I in glucose-tolerance test is an important proce

dure, bul there are pitfalls and limitations. The

onlj indication for this procedure is this: the fast-

ing blood sugar is normal and a reducing substance

is found in the urine. A common error is to perform

the test on patients because they have an elevated

fasting blood sugar. This is superfluous, time-con-

suming, moderately expensive, and sometimes

harmful. It tells u^ nothing regarding the severity

of the disorder. The interpretation of a glucose-tol-

erance test is influenced by a preceding low-car-

drate intake.

In manv cases when a presumptive diagnosis of

diabetes is made, diet is restricted and the urine

promptly becomes sugar-free. A test of fasting

bio »1 sugar now may give a normal reading. Then
-e-tolerance test is in order. Unless the indi-

vidual is placed on an unlimited CH intake for

several days before making the test, the result

may be a diabetic type of curve whether or not the

individual have diabetes.

After a diagnosis of diabetes is established there

are only three indications for routine blood sugar

determinations: 1) to see if the renal threshold is

normal; if so. urine free of glucose tells us that the

blood sugar is below this level: 2) decision regard-

ing the existence of hypoglycemia: 3) the guide to

prriper employment of protamine-insulin o r mix-

tures of this type of modied insulin is the finding

of a normal fasting blood sugar.

The frequent blood sugar determination simplv

as a matter of routine is of little value and not

fair to the patient. A routine blood sugar at yearly

Is, at the time of the complete physical in-

ventory, is favored.

A Weinstein, Nashville, in Jl. Taut. M<;t. Asm., Sent.

If both parents are diabetics, all their offspring

will develop the disease. Marriage between two

should be forbidden. If an individual with dia-

betes marries a companion who has diabetes in the

family, the chances are one in two that offspring

of such a union will develop the disease. If two

individuals with a family history of diabetes, but

without the disease themselves, marry, one out of

four of the offspring may have the disorder. Preg-

nancy in the diabetic has an increased hazard.

The older diabetic has arteriosclerosis, general

pom sight and. as is usual in all older people, toe-

nails long, thickened, and closely adherent to the

nail bed. He must be sternly instructed to cut these

nails with great caution; only after washing the

feet carefully, haying selected a well-lighted room

-bathrooms notoriously being poorly illuminated

and cutting the nails straight across, and not too

cl ise. Shoes must fit well, also socks or stockings.

As simple a disease as trichophytosis may become a

major disorder in a diabetic. Xo tight garters.

Lubricate feet at night with vaseline may prevent

the t racking of the skin and infection.

A few dietary fundamentals can be easily remem-

bered. Two tablespoons of vegetables equal 100

grams one gram of protein and CH in keeping.

Leafy vegetables, as a rule, five grams of CH per

100grams(S'r vegetables). Those growing beneath

the earth are usually 10 r
v vegetables. Irish pota-

toes, rice. corn, dried beans, spaghetti and macaroni

yield 20', carbohydrate. The number 13—each

strip of bacon yields one gram of protein and three

grams of fat. The number 606 reminds us that an

egg contains six grams of protein, no CH, and six

grams of fat. The number 315 indicates a slice of

bread yielding three grams protein, IS grams CH.
Three-four-five is the content of milk

—

Y'r protein,

4', fat, and 5', carbohydrate. With these few

facts the doctor can take and keep the lead in the

conversation with a dietitian. Otherwise, he may
be forced in the back seat in such a conversation,

and the patient sense his doctor's lack of informa-

tion and soon lose confidence in him.

All diabetics should be tried on a restricted diet

alone, except for those 1) under the age of 20; 2)

in acidosis: 3) with pyogenic complications; 4)

who are not properly controlled by diet. Control

means: 1) urine kept free of sugar; 2) weight

kept at satisfactory level: 3) enough food for

strength to do his required tasks; 4) appetite must
be satisfied. For this last-bulky, low-CH vegetables

and reorganization of eating habits. If the other

requirements are not met, insulin must be given in

addition to the diet. Allow at least a month on a

diet before insulin is resorted to unless an emer-

gency develops. Two common false ideas are that

honey and milk can be taken with impunity. A
tablespoon of honey contains 16 gms. CH: a table-
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spoon of white sugar IS grams CH; a tablespoon

glucose 8 grams CH; sweet or buttermilk contains

5 cc CH. "Diabetic'' gluten flour contains 47%
CH, 40% protein; white flour, protein 12%-, CH,

74. Sixty per cent of protein is converted to glu-

cose, so the ultimate glucose content of the two is

essentially the same. Although soybean flour has a

net glucose value of only 40%. the bad taste of

the product makes questionable the reward being

worthy of the effort. No advantage is to be gained

by eating the so-called diabetic breads.

The doctor must teach the diabetic how to man-

age his disease on a 24-hour basis. The diabetic

must know food values to the extent that he can

go into a cafeteria and select his meal and how to

test his urine for sugar. He must become an expert

with a hypodermic if he takes insulin; be well

versed in the symptoms of acidosis and know how

to lower his diet in calories, and fat, increase his

insulin, and force fluids until his urine glucose and

acetone is controlled. The patient's physician coun-

sels with him frequently.

A diabetic in hypoglycemia is dull mentally and

physically. His judgment and coordination are very

poor. He should be alerted to the early recognition

and treatment of hypoglycemia. A lump of sugar, a

piece of candv. a small amount of orange juice, or

a corbonated drink, and the diabetic within a few

minutes is able to master the situation, and no

harm befalls him.

CLINICAL
NEUROPSYCHIATRY

RECENT ADVANCES IN THE TREATMENT
OF NEUROSYPHILIS

Speaking in the 1949 meeting of the Medical

Society of the State of North Carolina, Rose1 sum-

marized advances in our knowledge of neurosyph-

'

ilis:

Syphilis of the nervous system, which generally

gets started within the first year of the primary

lesion and can be detected in its early stages only

bv spinal fluid examination, is far more satisfac-

torily treated before symptoms or signs develop.

The spinal fluid examination, especially the cell

count and quantitative total protein determination,

is the most reliable indicator of the presence and

intensity of the syphilitic inflammatory process

within the nervous system, and should be repeated

at frequent intervals.

A course of penicillin alone, administered intra-

muscularly over a period of at least 15 davs, and

repeated when necessary, is the best therapy thus

far developed, and is effective in the majority of

cases of all forms of neurosyphilis.

I. A. S. K..>c. Boston, in X. C. Mel. .11.. Sept.

Of aqueous penicillin, it is well to give at least

100,000 units every six hours until a total of 6,-

000,000 have been administered. From procaine

penicillin-G in aluminum monostearate, comparable

results may be expected with a single daily injec-

tion of 600,000 units to a total of 9,000,000 units.

In general paresis and primary optic atrophy,

prompt and complete arrest of the degenerative

process is of great importance, and here the use of

therapeutic malaria in addition to the penicillin is

in order.

Psychiatric management, especially electric shock

therapy, is indicated in many cases, in combination

with the antisyphilitic treatment.

A careful survey of cases not improved by peni-

cillin, with and without therapeutic fever, revealed

an array of physical defects due to inadequate

early treatment, and a large group of cases with

intractable psychoses of the schizophrenic type.

The general use of penicillin and the more wide-

spread interest in the disease have, within the

period of five years, brought about a gradual re-

duction in the number of cases admitted to psych-

iatric institutions. Now, through early diagnosis

and prompt treatment in all cases, the incidence of

syphilis of the nervous system can be lowered to a

fraction of the number thought inevitable a few

years ago.

There is nothing in this program of treatment

early—the time when really good results can be

expected—that a practitioner can not do just as

well as any doctor.

Many men in general practice have the blood of

each new patient examined for evidences of syph-

ilis. It would be well for all of us to adopt this rule

and not deviate from it. Another good rule is to

have the blood of all our regular patients—old,

young and in-between—tested once a year or so,

taking the bloods when the patients come in about

some unrelated matter.

And certainly we should take spinal fluid for ex-

amination in every case in which the blood test is

positive in what seems to be the first year of the

disease.

PRESENT STATUS OF ELECTRICAL
CONVULSIVE THERAPY

Electric Convulsive Therapy (ECT) has al-

most specific effect in clearing up depressions after

four or less treatments. Manic-depressive involu-

tional and old-age depressions react equally well.

It is amazing to see most depressions of various

depths and duration clear up with the same num-

ber of three to five treatments. One or two addi-

tional treatments arc advisable, but there is little

evidence that in depressions a longer course of

treatment promises a more lasting effect.
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The foregoing positive -statement by a psychia-

QOte in a great conservative medical jour-

nal arrests respectful attention. What is said fur-

ther is greatly rewarding.

[I I- true thai in. inn depressive episodes recur

whether treated or untreated. FAT is the only

treatment which prevents suicides in depressions.

Moderate depressions are a much greater suicidal

risk than advanced cases with no initiative left.

Delaying treatment in such cases is negligence.

mral practitioner sees these patients when

they begin to be sleepless, to lose weight and to

complain ol vague physical symptoms. In these

patients general medical measures— including the

ne substances which are still widely used

in involutional depressions—are of no avail.

Manic episodes were often reported to be un-

responsive to ECT. This is not so when one to

three treatments are given on several subsequent

days. Failures are in many cases due to the wrong

diagnosis of certain schizophrenic syndromes as

manic episo !< That depressed patients after ECT
turn hypomanic is not infrequent. When a true

manic episode follows a depression, renewed treat-

ment is indicated. .Manic-depressives who constant-

ly change from elation to depression are poor can-

didates for ECT, except for a symptomatic re-

moval of the more acute psychotic manifestations.

Preventive use of ECT once a month in manic-

depressives has been successfully tried.

In involutional melancholia five to eight treat-

ments are usually sufficient. Failures belong almost

exclusively in the group of involutional psychoses

of the paranoid type. They respond less well and

need a much longer course of treatment.

Vpplied adequately, ECT gives 60 to 70 per cent

emissions during the first six months of ill-

ness in patients with acute onset. The remission

rale remains fair up to one year of illness but

rapidly after one year, thus emphasizing that

early treatment in schizophrenics is imperative.

ement is much less likely in patients with

insidious onset of the disease.

Of the subtypes of schizophrenia catatonic ex-

citements respond best; next are acute paranoids.

Catatonic stupors, wrongly considered the best

ts for ECT. relapse frequently. The poorest

results are obtained in hebephrenics.

Another group usually refractory to ECT is that

of hypochondriasis in older persons.

These patients with bizarre physical symptoms
are usually treated for a long time for physical ail-

ments until the psychiatric origin of their com-

plaints is recognized.

1 ombined ECT-insulin treatment is indispensa-

ble in schizophrenia in spite of the experience that

patients who failed under intensive treatment with

one shock method respond little to others.

1 ; V. Y. Academ. of We

The author's recommendation is to apply 20 to

40 shock treatments, and in case of failure, insulin

in combination with convulsive therapy. This re-

quires hardly more than six months, and surgery

can be considered before one year of continuous

sickness.

In general paresis a few ECT remove mental

symptoms prior to malaria or penicillin therapy,

and thus facilitate the treatment of such patients

in genera] hospitals where they would otherwise not

be acceptable. Residual symptoms after malaria or

penicillin therapy respond well to ECT. Psychotic

episodes in cases of Parkinson's disease or other

neurological diseases respond equally well to ECT.
In epilepsy psychotic manifestations, such as cloud-

ed states which are often interrupted by spontane-

ous convulsions, respond well.

Neurodermatitis and other itching skin condi-

tions may heal when the urge for scratching is re-

moved by a few convulsions. Attacks of bronchial

asthma have disappeared while a patient was under

ECT. Withdrawal symptoms in morphine addicts

can be prevented by a few ECT.
The largest group of psychiatric patients not

responsive to ECT is represented by psychoneu-

: i tics.

It is admitted that the shock treatments have

no foundation in psychological theories: but, as

treating physicians, we cannot wait for satisfactory

theories.

Bai itracin Proves Valuable for Skin Disease
l.l. f.. Derzavis et al., Washington, in Jl. A. M. A., Sept. 1/tb)

Use of sulfa drugs and penicillin for skin diseases has

the drawback that some patients become hypersensitive to

these substances which they may need later for severe in-

fections.

To determine sensitivity to bacitracin, patch tests were

made of 150 adults by applying a small amount of the

drug to the skin for 48 hours. All of the tests were nega-

tive for reaction to bacitracin. A fortnight later, 50 of

these persons were retested by the patch method on the

same site for 48 hours. All test sites were again normal

after the patches were removed.

Only one case of dermatitis of the contact type occurred

among the 138 patients subsequently treated with bacitracin

ointment.

Only skin diseases which respond well to treatment with

penicillin and the sulfa drugs were treated with bacitracin.

Of the 138 patients. 128 were cured by the newer antibiotic

dru'-'. five were improved, and only five failed to improve.

Results asainst contagious impetigo are especially note-

worthy, the doctors emphasize. Many of these eruptions

were cured in 48 hours after treatment with bacitracin

was begun.

It is a maxim among these lawyers, that whatever hath

been done before, may legally be done again: and there-

fore they take special care to record all decisiont formerly

made mainst common justice, and the genera! reason of

mankind. These, under the name of precedents, they pro

duce as authorities, to justify the most iniquitous opinions:

and the judges never fail of directing accordingly.
—Gulliver talking to Houyhnhuni.
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ABOUT PAIN
One of the several intricate subjects I used to

discuss with Dr. William Allan was pain. We
agreed at start and finish that there was no satis-

factory definition, that no one could convey to a

person who had never had a pain any adequate
idea of what a pain is.

For those who derive enjoyment from the exer-

cise of their mental faculties, something of an es-

say by a doctor 1 who can and does think is here

set down.

All experience has its origin in sensory data.

Sensation becomes perception; percepts are elab-

orated into concepts; concepts cluster together to

form ideas and ideational constellations; and all

these events form into memory traces. It is a com-
mon habit of mind to think of pain in physical

terms and to draw an artificial distinction between
what one is pleased to call "real" and "imaginary"'

pain, oblivious of the fact that every pain, what-

ever its most peripheral source of origin, is in the

final analysis a psychic event.

If one is compelled to think monistically it is

wiser to regard pain from the psychic aspect and
to disregard its material substratum. What converts

a sensation into a pain is, in a specially narrow
sense, psychic rather than somatic, whatever fibres

conduct the original stimulus. Pain divorced from
its emotional component is very different from the

total experience, as is well shown after leucotomy.

The emotional appreciation of pain probably de-

pends on intact memory and unimpaired foresight.

Pain depends for its localization on the nature

and integration of the body-image. When the body-
image is fragmented, the strangest things may hap-

pen: for example, one paraphrenic patient of mine
complained that he heard voices in his stream of

urine, and that the experience was extremely pain-

ful.

Pain is a message to the total organism that all

is not well and that a new adjustment is demanded.

When the message has been delivered and inter-

preted, pain has served its purpose and should be
dispensed with by all the means in our power.

Psychogenic pain has a message to deliver that all

is nol well with the psyche—but the correct inter-

pretation of (he message, once it has been project-

ed on to the body-image, is more often (ban not a

matter of difficulty.

Psychogenic pain, therefore, is likely to go on

and on like a telephone bell that nobody answers

because no one knows how to answer the telephone

except a few trained psychotherapists, many of

whom unfortunately, instead of answering the

'phone intelligent!)', go on repeating, parrotlike, a

few stock phrases such as: "I am sorry you have

1. E. B. Strauss, in Brit. Med. II., Auk. 20th,
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been troubled by the Oedipus complex." It

is for that reason that a severe pain which does

not respond to analgesic drugs is likely to be psy-

chogenic or emotionally overdetermined. On the

other hand, a pain which is abolished by the sub-

cutaneous injection of sterile saline is much more

likely to be somatogenic, since physical pain, like

any other sensation, is easily influenced by sugges-

tion.

There is a powerful emotional link between the

ideas of suffering and of punishment. Pain is bound

up with man's most primitive organization as a

mora) being. The adult type of conscience is noth-

ing more than the faculty of reason judging appli-

cations Hi" moral values. However, there is the con-

science with its roots in the unconscious, the super-

i he Freudian schema. The super-ego, how-

ly it may disguise itself, is an haic,

ruthless, superstitious, pleasure-pain-governed, and

-waved by Talion law. We are all influenced by
our suger-ego as well as by our conscience, but

in mental health there is a reasonable degree of

londence between these two regulators of

conduct.

more psychological factor- to lie consid-

. tth the psychology of pain are:

I ) the influence of the pattern of culture of the

individual's group on pain tolerance, and 2) indi-

vidual differences. In many cultures North Amer-
ican Indian for instance -the ability to bear pain

without psychomotor expressions of suffering is re-

garded a.- an essentia] virile quality; and it would
one by few males failed to pass

the test. It would appear, too, that the Russians

and the Chinese are somewhal insensitive to pain

and suffering of all kinds.

Certain patterns of culture permit psychomotor
extravagance in the presence of pain. This is true,

I think, of Jewish and Latin peoples. This in no
way implies weakness of the individual, who is

in accordance with his traditional reaction-

pattern. An individual's personality-structure de-

termines his attitude to pain.

One schizophrenic boy who attempted suicide in

the most bizarre and painful way: he procured a
pound of meat (it was in the days when meat was
unrationed). let it rot until it stunk, expressed the

juice, and injected it into his liver with a large,

blunt, rusty hypodermic needle. When I question-

ed him after the long and painful illness which fol-

lowed he denied that he had experienced anything
unpleasant, although his prepsychotic temperament
had been hyperesthetic. Tn depressive psychosis
pain is often welcomed as a counter-stimulus to

mental anguish: and manic patients are often so

insensitive to pain that thev have to be protected
from injuring themselves just for the fun of the

thing.

Psychiatry has more to offer in the alleviation

of physical suffering than in the treatment of

psychogenic pain.

The treatment of the psychoneuroses by hypno-

tism had no sooner come into its own than it was

eclipsed by Freudian psychoanalysis and allied

methods. Hypnotism still has much to offer, espe-

cially in the treatment of pain. In the author's

student days there was a boy in hospital suffering

from severe osteomyelitis whose daily dressings

were so painful as to require a general anesthetic

on every occasion. Permission was obtained to hyp-

notize him. and he was found susceptible to deep

hypnosis. Afterwards he had painless dressings

daily under hypnosis.

Salter (1944) rejects the views of the psycho-

analysts, who regard hypnosis as an artificially in-

duced h\ -teria, and who suppose that the hypnotist

musl be unconsciously identified with one or other

of the parental figures and that the hypnotized per-

son automatically regresses to a state of infantile

dependence.

If Salter is right the hypnotist's ''suggestions''

are to lie regarded as conditioned stimuli. There is

thus no reason why a person should not be trained

to provide his own conditioned stimuli, thereby

eliminating the need of a "hypnotist" and abolish-

ing the somewhat mysical concept of rapport. Sal-

ter has methods of training persons in autohypno-

sis in other words, self-conditioning—which seem

to be sound and simple. He defines autohypnosis

as "the ability to induce upon oneself the trance

of sleeping hypnosis together with such of its phe-

nomena as may be desired."

It is extremely useful for a person to be able at

will to abolish existing pain (once its nature has

been diagnosed), to cure himself of insomnia, to

render himself completely deaf to disturbing noises,

to increase his inclination to work, to eliminate

-fane-fright and other crippling forms of self-con-

sciousness—and all this without having to estab-

lish a dependence on any psychologist.

In a world which is becoming increasingly totali-

tarian, when political-police investigators employ

methods involving physical and mental torture as a

matter of course, it may well be that the time has

come for all Government "agents" to be trained

"autohypnotists." Such an agent, when captured

and "investigated." could make himself insensitive

to pain of all kinds, could at will be deaf to all

sounds, including the sound of his interviewer's

voice, could send himself to sleep in all circum-

stances, and induce amnesia for matters which he

did not wish to reveal. It would indeed be ex-

tremely difficult, even with the most refined mod-
ern methods of "persuasion," to extract bogus con-

fessions from those charged with political offenses.

Disregarding this last rather fanciful and sensa-
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tional suggestion, it would at least seem that auto-

hypnosis offers some people with intractable pain

an easy and legitimate way out of their suffering

without the necessity of having their brains pithed.

Here is a psychiatrist who speaks a language

that a person who has a fair knowledge of Greek,

Latin and Anglo-Saxon roots and affixes can under-

stand.

Every doctor will do well to ponder the fact,

however new it may be to thought, that every pain

is a psychic event; that he or she who never im-

agines—has an image of—a pain, never experiences

a pain.

This Britisher's essay is all meat. And it is set

forth in that delightfully cogent way that made the

envious and despairing German's of forty years

ago grudgingly admit that Oxford and Cambridge

taught Englishmen to use their language well.

I would like to hear more of, and think more on,

the tremendous import of the last half-dozen para-

graphs. Many of us will gladly welcome any dis-

crediting of the psychoanalysts, anything said in

derogation of the fantastic stuff about rapport.

If a person can really be his own hypnotist, and,

without establishing dependence on any other per-

son—be he stage-performer or psychiatrist—accom-

plish one-tenth as much as is tentatively held forth

by Strauss, I am all for it.

Let us all look further, and earnestly, into this

matter.

CONVALESCENT CARE OF RHEUMATIC
FEVER IN THE HOME

With doctors in this section of the country

rheumatic fever is no such problem as it is in the

North Atlantic States and the Mid-West. However,

the disease occurs in such a number of cases as to

make it needful that the sense of Dennison's arti-

cle
1 be passed on to our readers. Moreover, the

lesson is taught that the home is the place for

the convalescence of most of the small number of

patients who really need hospital care in the acute

phase.

We must rely upon the home to set up a suitable

program for the care of most children throughout

the far greater portion of the confinement incident

to rheumatic fever.

No other disease requires so long a time in bed

as does rheumatic fever. Consider the psychic

trauma in taking a child out of the playground

and putting him to bed for a year. This involves

fixations of thoughts on the body, constant prohi-

bitions, blood tests, x-ray examinations, fears, un-

guarded remarks by doctors and staff on a forma-

tive mind; and thus we develop the cardiac neu-

rotic of the future.

1. A. D. Dennison, Tr.. Maplewoorl. in //. Med. Soc. N. J.,

Sept.

The cause of rheumatic fever is unknown, but

we know its fellow travelers, its penchant for the

needy population of our cities. It runs in families,

prefers the winter and the spring. We do not pos-

sess one conclusive diagnostic test. Diagnosis rests

on presumption and clinical impressions.

The acute phase is over; the hospital bed is

needed for another acutely ill and the patient must

go home, perhaps to a dark, dingy tenement. He
must have complete bed rest until all signs and

symptoms of activity are gone; no salicylates un-

less arthralgia has persisted. The second phase of

treatment is psychologic. The patient must be given

to understand that staying in bed is temporary,

that it can be made a great deal of fun, that the

things he can do later will depend on doing now
what the physician outlines. Tactless remarks, un-

due dwelling on the cardiac aspects of his disease

and odious comparisons with well children are

scrupulously avoided; a simple explanation is to

be made of his disease. We must not be mysterious

about the problem.

The fast pulse may be "emotional," not due to

early failure; dull left chest pain psychogenic, not

anginal.

Home teaching should be provided. In several

cases it has been known that the patient returned

to school ahead of his class. Enlightened lay people

with tact and wisdom can help these children by
reading to them, or playing games with them, or

by devising other means to make the days go fas-

ter. Well chosen occupational therapy is indispen-

sable.

The diet is to be high in protein and vitamins,

particularly Vitamin "C." A weekly visit by a

nurse is imperative. Her report to the doctor is in-

valuable.

The clinic visit is the weakest link in this frame-

work. Transportation must be provided. It is too

bad we cannot provide visiting physicians. A pa-

tient with smouldering rheumatic activity is asked

to get up out of bed after valuable months' time

there, ride to the clinic, wait his turn and perhaps

walk stairs. On the other side of the picture is the

need for the professional examination, the avail-

ability of the electrocardiograph, stethogram, the

fluoroscope and the laboratory work. The answer

to this problem is not plain. May be paid,

trained visiting physicians. Ways to prevent re-

currence of this disease are eradication of foci of

infection, such as teeth, tonsils and sinuses under

the protection of penicillin and the sulfa drugs;

iron for anemia and faithful maintenance of the

sulfa drug program. The recent penicillin prophy-

laxis program is showing some promising results.

General measures involve the avoidance of colds,

people with colds, dampness, fatigue and insuffi-

cient clothing. Any respiratory infectious should be
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Ireated aggressively with bed rest, salicylates and

possibly, sulfonamides and penicillin.

Ii is surprising to learn thai New Jerse) doctors

will not go in the homes to render professional

care during this convalescence. In this section at

least 90 pei cenl of doctors would gladlj contribute

in! the weekly or monthly examina-

tion of such patients unable to pay the fees. If the

situation in th i
described by Dennison

for New Jersej is thai over most of the country,

there is little wonder thai the sentimenl for social-

izing medical care is strong.

I in. I I \\l SSEE I i»l R-QUARTER PLAN
OF MEDICAL EDUCATION AFTER

EIGHTEEN YEARS
In 1927. the trustees of the University of Ten-

nessee authorized the faculty to develop a Four-

Quarter Plan of medical education and, in July,

1930, the program was placed in operation. It has

been in continuous operation since.

The Plan is distinguished by these two unique

characteristics:

1. Freshman (first quarter) students are ad-

mitted in four classes of equal size during each

calendar year, at quarterly intervals, and

2. Each course of the curriculum is given each

quarter of the calendar year.

It was anticipated that these two features alone

would accomplish the following objectives:

Encourage enrollment of students who could ex-

pect very limited support, especially students from

rural areas. Such students could withdraw at the

end of any quarter for a reasonable time to earn

new funds. Students compelled to withdraw on

mid return at the beginning of

any quarter. Other students retarded for scholastic

nasi uis. might repeat one quarter and gain a firm

foundation for advancement without losing a year's

Insure a better distribution of graduates to rural

areas as a consequence of enrolling more students

accustomed to life in rural areas.

Enable students with adequate support to com-

fie standard medical training in three calen-

dar years.

Improve the quality of instruction by having

instructors teach smaller classes.

Prevent the dislocation of hospital services con-

sequent upon long summer vacations.

Obtain the best possible returns from the re-

sources of the university by the maximal use of

the physical plant, the scientific equipment, and

the services of administrative, clerical, technical

and custodial employees.

The number of students admitted at a given

time is limited to the number that can be taught

1. O. W. Hyman & T. P. Nash, Jr.. Memphis, ii

\ Sept.

simultaneously in laboratories, the outpatienl ser-

in the hospital services.

\ disadvantage ol the plan which was nol fore-

seen was its exaggeratii f the tendency for stu-

dents to "learn and forget." To counteract this

tendency, the faculty has inserted a ''review quar-

ter" followed by a comprehensive examination be-

tween the preclinical and the clinical courses. After

the completion of the first six quarters, students

are required to interrupt their course sequence for

one quarter. Before readmission to the seventh

quarter, they must sustain a comprehensive oral

examination on the basic sciences.

Since students are admitted quarterly, they are

ultimatel} graduated four times annually. Since

mosl hospitals admit internes in July only, many
graduates of the university find difficulty in ob-

taining interneships of their choice. About one-

third of our graduates take their interne training

in Memphis hospitals; these admit their internes

at monthly or quarterly intervals, and so at no

time will they have more than a minimum of new
internes.

These teachers conclude:

In our experience the advantages of the Four-

Quarter Plan far outweigh the disadvantages.

We have been able to admit 120 students (140

temporarily) annually although classrooms and

laboratories accommodate only 30 (35). Thirty

(35) sets of laboratory equipment have been ade-

quate instead of four times as many.

During the early 1930's, enrollment of students

from rural areas was increased greatly; the total

number of graduates was increased; and the pro-

portion of graduates entering practice in rural areas

was greatly increased. By 1940, the shortage of

physicians in the state was overcome in nearly all

areas. Entire credit for this certainly did not be-

long in the Four-Quarter Plan, but it was a vital

factor in the improvement accomplished.

The whole curriculum is so arranged as to give

the best sequence and the best correlation that can

lie achieved, and each student progresses through

the same sequence of courses. The small number of

students in each course promotes better relations

between students and teachers. Teachers promote

and graduate students with greater confidence un-

der such circumstances.

Many of us have wondered why more patients

do not have trouble at the site of an appendec-

tomy. A case is reported 1 of rupture of the appen-

diceal stump three months after an appendectomy-

which was followed by uneventful recovery. The
rupture occurred, entirely without warning, when
the patient was at work as a night porter. At the

second operation a linear tear 3 cm. long was found

at the appendectomy site. Twelve days later the

patient was discharged in good condition.
1. L. O. Baumgardner, Cleveland, in Ohio Med. 71., May.
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ENDOCRINES CURE OF ALCOHOLISM
A treatment of acute alcoholic states, with or

without associated chronic alcoholism, by the ad-

ministration intravenously of adrenal cortical ex-

tract* is described by two New York doctors. 1

Thirty c.c. of the extract is given, in three doses in

the first 24 hours, 20 c.c. in two doses in the sec-

ond 24-hour period, then one single injection of 5

to 10 c.c. daily for three days. It has not been

found necessary to give the adrenal cortical hor-

mone more frequently than once in four hours the

first day, one injection every six to eight hours

sufficing usually. Hospitalization is said to be nec-

essary often and always .desirable, but seldom for

even the most severe case of acute alcoholism be-

yond the fifth day. Out-patient treatment frequent-

ly gives good results but the patient is less well

controlled, and there is further risk of drinking.

Follow-up treatment is 2 to S c.c. of the adrenal

cortical hormone given intramuscularly twice a

week for three weeks, then at weekly intervals for

an indefinite period. There is wide individual va-

riation relative to the duration of the convalescent

out-patient treatment program.

Sedation is found to be unnecessary because

with the first injection of adrenal cortical extract

the patient experiences a pleasant sensation of

warmth and relaxation. Any anorexia is remedied

with daily subcutaneous injections of 10 to 15

units of protamine-zinc insulin.

When signs of testicular atrophy or feminizing

symptoms are evident, testosterone propionate is

administered, plus the adrenal cortical hormone.

Testosterone, with or without estrogens, is indi-

cated in certain of the female patients, particularly

those in the fourth and fifth decades of life with

menopausal symptoms. To complete the cure, ar-

rangements are made for each patient to be inter-

viewed by successful members of Alcoholics Anony-

mous and he is urged to identify himself actively

with the complete program of this excellent body.

Illustrative Case Report.—An attorney, 34, seen

as an outpatient in acute alcoholic intoxication. His

own efforts to stop his steady drinking bout of

three weeks were in vain. During the final week he

could tolerate no food. He had been an alcoholic

for 10 years. Blood-sugar—60 mg. per 100 c.c;

urine—a trace of albumin. The 1 7-ketosteroids

were low (5 mg.) as were the androgens (10 inter-

national units). Under the treatment outlined, ap-

petite returned the second day and the desire to

drink was lost. On the third day the patient was
permitted to return to work. He did well for two

weeks, but became acutely depressed the third

week and experienced an intense craving for alco-

hol. The intravenous route was resorted to with

& Co.) is the adrenal cortex extract•Eschatin (Parke. Davis
used in this study.

1. 7. W. Tintera. Ynnk
Geriatrics, Sept. -Oct.

& J. W. Lovell. New VTorl .

prompt relief of symptoms and up to the present

time, 1 1 months later, patient has enjoyed sobriety

and serenity.

Sample Diet During Treatment

Breakfast:
1

_. cup oatmeal with milk and cream
2 slices of ham and 2 eggs

1 medium pat of butter

1 glass of hot milk

10:00 a. m.

Vi cup orange juice or 1 small peach or 2/3 cup of

strawberries or pineapple, or 1 glass of milk
12:30 p. m.

Y> cup rhubarb or spinach, or 1 tomato, or 2 cups
watercress, or 1/3 head of lettuce

. Yi cup carrots or beets or peas or turnips

1 peach or 2/3 cup of strawberries or pineapple.

3 ozs. moderately fat meat
1 large pat butter

1 glass hot milk

3:30 p. m.

1 glass milk

6:00 p. m.

Yi cup rhubarb or spinach, or 1 tomato, or 2 cups of

watercress

Cream of pea, asparagus or tomato soup.

1/3 head lettuce, or 1 tomato, or 2 cups of celery. This
should be taken with mayonnaise
3 ozs. meat
1 pat butter

Bedtime:

1 glass milk

Candies, cola drinks, or other soft drinks absolutely for-
bidden.

A treatment for alcoholism has been devised by
which the torturing drying-out period is practically

eliminated and the recurrent craving for alcohol

considerably lessened. The endocrine approach to

this treatment is well founded in experimental

studies with adrenal cortical extract and fully jus-

tified by the results observed in patients. Treat-

ment is based upon the need to correct either a

constitutional or acquired state of hypoadrenocor-
ticism. Therapy is simple, nontoxic and entirely

safe in the hands of any competent physician. Se-

dation is seldom needed. Long periods of hospitali-

zation are unnecessary. Vitamins appear to be of

little or no importance. Insulin, androgen, with or

without estrogen, and a diet high in fat, moderate
in protein and low in carbohydrate may be useful

adjuncts. Specialized psychotherapeutic procedures

become less important than heretofore considered

in the management of the alcoholic patient who,
however, is advised to identify himself with Alco-

holics Anonymous. Further studies are needed for

the investigation of the role of the adrenals and
the other endocrine structures.

The short time needed for bringing about the

desired result attracts favorable attention, also the

non-use of sedatives. For this brief period it should

be practicable in most cases to arrange for ade-

quate control in the home, and so hospital care be
dispensed with in all except the frankly psychotic

cases.
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NEWS
Seventh District N C.) Medical Society met at

Kannapolis-Concord, October 12th.

Dr. I l Olenn. Rutherfordton, N. C, Presi-

M \ Widenhouse, Concord, N. C, Vice-Presi-

H. C. Thompson, Shelby, N. C, Secretary; Dr.

I. \ i rowell, Jr., Lincolnton, N. C, Councilor.

Local Committee on Arrangements—Dr. Fred T. Craven,

Dr. Julian Busby.

Progra

m

"Thrombosis of the Portal Vein," Dr. W. Russell Floyd,

Concord.

I linical Experiences with Aureomycin and Chloromy-

cetin," Dr. W. T. Raby, Charlotte.

Presentation of Case—"Aneurysm of Abdominal Aorta,"

Dr. N. E. Lubchenko, Harrisburg.

Fundi of Eve in Relation to General Medicine," Dr.

H. K. Herrin, Gastonia.

"Reminiscences of a Country Doctor," Dr. E. B. Latti-

morc, Shelby.

"The Continuing Hazard of Bromide Intoxication," Dr.

Horace H. Hodges, Charlote.

Banquet—Hotel Concord, Concord.

Address of Welcome—Dr. Joseph B. Johnston, Jr., Con-
cord.

Response—Dr. Dennis B. Fox, Albemarle.

Address—Dr. G. Westbrook Murphy, Asheville, President

of the Medical Society of the State of North Carolina.

Address—"The Surgical Treatment of Mediastinal Tu-
mors," Dr. H. H. Bradshaw, Bowman Gray School of

Medicine, Winston-Salem.

Tin: Gaston County Medical Society presents its 1949

Feature Program, a Special Clinic-Lecture, by Dr. Benja-

min Manchester, of Washington, October 25th, 3:30-10

p. m„ Masonic Temple, Gastonia, N. C.

Bowman Gray School of Medicine of Wake Forest

College
Dr. Stewart G. Wolf, Jr., associate professor of medicine

at Cornell University School of Medicine, New York City,

was speaker at the October 10th meeting of the Bowman
Gray Medical Society. His subject was Visceral Pain Mech-
anisms.

Dr. Frank Lock, head of the department of obstetrics

and gynecology, spoke to the Washington Gynecologic So-

ciety on October 22nd on Treatment of Severe Toxemia
of Pregnancy. He will speak at the Postgraduate Medical

Assembly, Nashville, November 6th on Obstetric Hemor-
rhage—Diagnosis and Management.

Dr. Parker R. Beamer. professor of microbiology and
associate professor of pathology, was guest speaker at the

Fall meeting of the Society of North Carolina Bacteriolo-

gist- held at the University of North Carolina School of

Medicine at Chapel Hill on October 8th. His subject was
Laboratory Studies on Leptospirosis. Dr. Manson Meads,
instructor in internal medicine, was chairman of the pro-

gram committee.

Dr. R. L. McMillan, associate professor of clinical medi-

cine, spoke before the North Carolina Urological Associa-

tion meeting at Midpines on October 17th. His subject was
Diseases of the Heart and Circulatory System in Urological

Surgery. Dr. Fred K. Garvey, director of the department

of urology, presided as head of the Association.

Dr. Felda Hightower, assistant professor of surgery, and
Dr. Frank Lock, professor of obstetrics and gynecology,

were initiated as Fellows into the American College of

Surgeons on October 21st. Dr. Hightower attended the ses-

sion, and Dr. Lock's certificate was granted in absentia.

Dr. H. H. Bradshaw, professor of surgery, attended ses-

sions of the Board nf Governors of the College at Chi-

cago, prior to the annual meeting of the group. A paper

on Some Problems in Surgery of the Esophagus was pre-

sented by Dr. William R. Deaton, assistant resident in sur-

gery, who prepared it in collaboration with Dr. R. W.
William.-, assistant resident in surgery; Dr. R. W. Postle-

thwait. former staff member; and Dr. Bradshaw.

Dr. Thomas T. Mackie, director of the department of

preventive medicine, will take part in a symposium on
Gastroenterology to be given by the Raleigh Academy of

Medicine on November ISth.

Louisa Plans $200,000 Health Center

Louisa County. Virginia, is expected to have the first

medical center in the United States to be built under terms

of the Hill-Burton Act. A 10-week campaign to raise the

necessary $65,000 closed September 30th with more than

S97.000 realized. Construction will begin next spring.

Louisa County will receive a third of the total cost of

construction from the Federal Government and 19.8 per

cent from the State. The rest will be provided by the

county.

The center will embrace not only hospital space but a

county health unit and, if possible, doctors' offices. It must
he a nonprofit community project, open to all races and
to all doctors in the area in good standing.

The medical service center must have a working agree-

ment with a medical college whereby there can be imme-
diate transfer of cases which cannot be adequately cared

for. In case a patient is too ill to be moved, it is provided

that personnel be sent out from the mother institution.

Internes will be sent from a State hospital institution

for terms of service. This will not only mean that the

hospital will have the equivalent of a resident physician,

but will serve to acquaint young doctors with rural prac-

tice.

The center's facilities will enable the State institution to

send surgeons to operate on chronic cases requiring sur-

gery and it will allow the patient to be taken care of at

less expense.

The health unit will be composed of a health officer, a

nurse and a sanitation officer.

Medical College of Virginia

Robert F. McCracken, M. A., associate professor of

chemistry for 37 years, has retired.

The Board of Visitors have proffered full cooperation

with the movement for a many-million-dollar memorial

hospital. "Laburnum," the estate of Mr. and Mrs. David

Tennant Bryan, has been given for the site.

The Eighth Annual Alumni Post Graduate Seminar

was held in the Baruch Auditorium, Medical College of

the State of South Carolina, November 3rd and 4th.

Among the subjects presented were: Heart Failure; Mas-
sive Upper Gastro-intestinal Bleeding; Management of

Pregnancy ; Pneumonia in Children ; Thyroid Diseases

;

Diagnosis of Malignant Disease; Diabetes.

The regular monthly meeting of the Carteret County
Medical Society was held at the Morehead City Hospital

September 12th. This was a dinner meeting, the hospital

acting as host.

Dr. Darden Eure, local dentist, member of the County

Health Department, addressed the society on the subject

of Flourine in the Prevention of Dental Decay. He de-

clared that flourine in the practice of dentistry was epoch-

making in the control of dental caries.
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His lecture was illustrated with cases from his own prac-

tice. Dr. F ,E. Hvde, president, presided.

Reported by N. Thomas Ennett, M.D.
Corresponding Secretary.

Dr. William Atmar Smith, of Charleston, was the

guest speaker at the annual meeting of the Charleston

County Tuberculosis Association in June. Dr. Smith is

Medical Director of the County's TB Sanitarium, Pine-

haven, which will soon have a fine new building as the

issuance of bonds therefor was approved in a special elec-

tion on August 23rd.

Dr. Frank Weenn, of Anderson, S. C, has been award-

ed a post-doctorate fellowship at Duke by the Atomic En-

ergy Commission. He will conduct studies in cooperation

with the Duke Department of Biochemistry and Division

of Neurology.

Dr. Leox Banov, of Charleston, has been presented a

certificate by the American Board of Preventive Medicine

and Public Health. Inc., as being an outstanding leader in

the field of public health. He is one of 175 physicians in

the United States and Canada chosen to receive this honor.

Dr. Banov has also been made director of the "heart

demonstration" of the Charleston County Health Depart-

ment, one of three such projects in the country financed

by the U. S. Department of Health.

Dr. Clarence Lee Guyton, of Columbia, director of the

hospital division of the State Board of Health since its

organization in June. 1947, has resigned to take a position

with the Veterans Administration. He is at present assign-

ed to the medical division of the Regional Office at Fort

Jackson, Columbia, S. C.

Dr. Cleve C. Odom has resigned as manager of the Vet-

erans Hospital at Augusta, Georgia, and been appointed

superintendent of the South Carolina State Hospital at

Columbia. Dr. Odom was head of the Mason General Hos-

pital in New York, a 3,000-bed army neuropsychiatric

hospital, during the war. He was appointed Clinical Pro-

fessor of Psychiatry at the University of Georgia School

of Medicine, August, this year.

Dr. Austin T. Moore, of Columbia, S. C, was ap-

pointed recently as Orthopedic Consultant to the Oliver

General Hospital in Augusta, Ga.

Dr. John A. Brabson announces the opening of new of-

fices at 1425 Elizabeth Avenue. Charlotte, North Carolina,

continuing practice in general surgery and surgical diagno-

sis. Dr. Brabson has been for several years a member of

the staff of the Nalle Clinic.

Dr. E. B. Lattimore Honored
The Directors of the Cleveland County Fair honored one

of the Cleveland physicians Thursday, September 22nd.

1949, by designating the day "Dr. E. B. Lattimore Day."

The physicians of Cleveland County expressed their ap-

preciation of this honor to one of their members, who
has so won the affection of the people, and invited the doc-

tors of this section to be with them to help honor Dr.

T.riltimore.

A great number attended, registering, at the Dr. E. B.

Lattimore booth in the exhibit hall.

IS Veteran Physicians Get Emblems

Eighteen veteran Virginia physicians became 50-year

members of the Medical Society of Virginia at a ceremony

October 10th at the Hotel Chamberlain. Old Point Com-

fort, where the society's annual convention was under way.

The convention business also included the president's

address by Dr. Marvin Pierce Rucker, of Richmond. Dr.

Rucker was ill and his address was read by Dr. C. L.

Outland, of Richmond, first vice-president of the society.

Meetings of the alumni associations of the University of

Virginia Medical College and the Medical College of Vir-

ginia also were held.

The IS physicians who have practiced 50 years and who
were awarded emblems were:

Doctors Howard Armstrong, of Harrisonburg; Tremain

E. Armstrong, of Hopewell; George E. Barksdale, of Rich-

mon; John C. Cutler, of Newport News; Arthur J. Ed-

wards, of Bristol; George W. Gay, Jr., of Appalachia; Er-

nest R. Martin, of Newport News; William T. McLemore,

of Courtland; Benjamin C. Moomaw, of Roanoke; Ed-

ward J. Nixon, of Petersburg; Archibald Osborne, of

Berryville; Emmett F. Reese. Jr.. of Courtland; John C.

Sleet, of Norfolk; Williamson C. Welburn, of Arlington; J.

Belmont Woodson, of Lowesville, and Chichester T. Pierce,

Nuttsville.

Dr. Paul W. Bowden and Dr. E. M. Holmes, of Rich-

mond, presented a paper on "The Use of Penicillin in the

Treatment of Syphilis by the City of Richmond." They

advocated the use of ambulatory treatment by private

physicians.

Dr. William E. Apperson. of Blue Ridge Sanitarium,

Charlottesville, condemned the indiscriminate use of strep-

tomycin in the treatment of tuberculosis. He said the drug

was most valuable when used in conjunction with other

medicines.

Clinico-Pathological Conference

Charlotte Memorial Hospital

September 22nd

—

1. Alveolar cell carcinoma versus adenomatosis of the

lung. Discussion of case series.

2. Brief demonstration tid-bits: Two cases of stroma

ovarii.

October 6th—
1. Left over from last week: Struma ovarii.

2. Clinical and Pathological features of sclerema neona-

torum (three cases).

October 13th—
1. The Pathologist in error.

2. The Marble Case.

3. Consequences of balanitis.

October 20th—
Changing concepts in thyroid disease.

A Distinctive Sani-

tarium For Diagnosis

and Treatment of Ner-
vous and Mental Dis-

orders. . . .Alcoholism,

Narcotic and Barbitu-

rate Addiction. . . Rest

and Convalescence.

EDGEWOOD
ORANGEBURG, SOUTH CAROLINA

Edgewood offers all approved therapeutic aids. Complete bath depart-

ments. Living accommodations private and commodious. Excellent climate

year 'round. Unusual recreational and physical rehabilitation facilities.

Occupational therapy. Specialize in clectro-Ehnck and insulin therapy.

Separate department alcoholism, narcolic, barbiturate addiction. Gradual

reduction method. Full time Psychiatrists, nurses, and aides assure

individual care and treatment. For detailed information write

HHJKWOOD • ORANGEBURG, S. C.

Orin R. Yost, M. D. Psych atrist-ln-Chie
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BISONATE
(Formerly Called BIPEPSDNATE)

Each fluid ounce contains:

Bismuth Subsalicylate, U.S.P 8 Grs.

Salol, U.S.P 2 Grs.

Calcium Phenolsulphonate 2 Grs.

Sodium Phenosulphonate 2 Grs.

Zinc Phenolsulphonate, N. F 1 Gr.

Pepsin, U.S.P 4 Grs.

ASTRINGENT AND CARMINATIVE

EFFECTIVE IN DIARRHEAS.

AVERAGE DOSAGE

FOR CHILDREN — Half teaspoonful every

fifteen minutes for six doses, then a tea-

spoonful every hour until conditions are re-

lieved.

FOR ADULTS—Double the above dosage.

HOW SUPPLIED

In Pints, Five-Pints and Gallons to Physicians

and Druggists only.

SAMPLE SENT TO ANY PHYSICIAN IN

THE U. S. ON REQUEST

Burwell & Dunn
Company

MANUFACTURING PHARMACISTS

Charlotte, North Carolina

[nstituti it Lynchburg

Lynchburg's cancer nursing institute will be held No-
vember 7th at Lynchburg General Hospital in the form

of an all-day meeting, according to Mrs. Powell Glass,

chairman of Lynchburg Chapter. Virginia Division, Amer-
ican Cancer Societj

.

.:- from Lynchburg will include Dr. Joseph W.
Houck. co-director of Lynchburg Tumor Clinic; Dr. John
T. Hundley, secretary of Lynchbur Agcademy of Medi-
cine, and Mrs. Goode Robinson, vice-chairman of Lynch -

mpbell Countj unit of the society,

Mi' . i i mi rg I "i my Medical Society

Tuesday, October 4th, 1949—8:00 p. m., Mint Museum.
l Portal Hypertension— Dr. Addison Brenizer, Jr.

2. Overall Problem of Socialized Medicine with some

Discussion of Principles and Objections of the American

Association of Physicians and Surgeons in Meeting that

Problem—Mr. Harry E. Xortham, Chicago. National Ex-

ecutive Secretary.

The New Anatomy Law in Maryland

Tin- Legislature of the State of Maryland has passed,

and the Governor signed, a bill which extends the jurisdic-

tion of the Anatomy Board over the entire State of Mary-
land.

Up to 1936 the supply of unclaimed bodies from the city

and county of Baltimore was ample and covered adequately

the needs ol the two medical schools in Baltimore. In. 1936

the number of available cadavers suffered a sharp drop all

over the United States and has since then continued to

decline steadily. This condition necessitated a gradual re-

duction of cadaver material in the dissecting rooms of the

medical schools; and it became necessary to eliminate com-
pletely some of the courses of the curriculum and finally

the use of cadavers for research work and clinical investi-

gations ceased almost entirely. All health officers, deputy

medical examiners, law enforcement personnel and also in-

dividual physicians, are urgently requested to bring to the

attention of the Anatomy Board the existence of unclaimed

bodies, immediately or as soon as possible after death has

been pronounced. Hereafter it is unlawful to bury unclaim-

ed bodies in Potter's Field or to perform autopsies on un-

claimed bodies without permission from the Anatomy
Board.

Duki Doi '"i Named Head of Atomic Group in Japan
Dr. Grant Taylor, assistant dean of the Duke University

Medical School, has been named deputy director of the

Atomic Bomb Casualty Commission in Japan. Dr. Taylor,

.vh j associate professor of pediatrics and bacteriology at

Duke, has been granted a two-year leave of absence for

the special asignment.

Dr. Taylor will direct the work of some 137 American

and Japanese medical workers. One phase of the commis-
sion's work will deal with bringing to the Japanese the

best in modern American medicine. A medical education

pro-ram. pre- and post-doctorate, is planned. Dr. Taylor

served in Japan last Summer as consultant to the U. S.

Army Commission on Neurotropic Virus Disease when Ja-

pan -offered her worst encephalitis epidemic.

A native of San Francisco, Dr. Taylor received A.B.

and \ M. degrees at San Jose State College and Stanford

University, and the M.D. degree at Duke in 1940. He has

been a member of the Duke staff since 1945.

Bald man: "Is your hair grower any good?"

Clerk: "I'll tell you a secret. We sell it at cosl becau

i: brings us so much comb and brush business."
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BOOKS
STEADMAN'S MEDICAL DICTIONARY of words

used in medicine with their derivations and pronuncia-

tion including dental, veterinary, chemical, botanical, elec-

trical, life insurance, and other special terms ; anatomical

tables of titles in general use, the terms sanctioned by the

Basle Anatomical convention; the New British Anatomical

Nomenclature ; Pharmaceutical Preparations Official in the

U. S. and British Pharmacopoeias or Contained in the

National Formulary ; and comprehensive lists of synonyms,

biographical sketches of the principal figures in the History

of Medicine. Seventeenth revised edition with etymologir

and orthographic rules, edited by Norman Burke Taylor,

M.D., F.R.S.C, F.R.C.S. (Edin.), F.R.C.P. (Can.), M.R.
C.S. (Lon.), University of Western Ontario and formerly

of the University of Toronto, in collaboration with Allen
Ellsworth Taylor, D.S.O., M.A. The Williams and Wil-

kins Company, Mt. Royal and Guilford Aves., Baltimore.

1949. $8.50. with thumb index; $8.00, without thumb in-

dex.

In a foreword it is said that it is difficult to esti-

mate the advantages that accrue to the student of

medicine who sets aside time to acquire a knowl-

edge of Greek and Latin, sufficient to enable him
to understand and remember the increasingly for-

midable vocabulary which it is needful that he

know. To help him toward this attainment a good

deal is said about roots and affixes and a list of

several hundred Greek and Latin roots, with their

meanings, is furnished.

For a great number of years Steadman's has been

this reviewer's favorite dictionary. This edition is

certainly the finest that has been put out.

A SHORT PRACTICE OF SURGERY, by Hamilton
Bailey, F.R.C.S. (Eng.), F.A.C.S., F.I.C.S., F.R.S.E., Sur-

geon, Royal Northern Hospital. London; and R. J. Mc-
Neill Love, M.S., (Lond.), F.R.C.S. (Eng.), F.A.C.S.

F.I.C.S., Surgeon, Royal Northern Hospital. With path-

ological illustrations by L. C. D. Hermitte, M.B., Ch.B.

(Edin.), Pathologist, Royal Infirmary, Sheffield. Eighth

edition with 1,198 illustrations of which 280 are coloured.

The Williams and Wilkins Co., Mt. Royal and Guilford

Aves., Baltimore. 1949. $10.

The first edition of this work was published in

1932. The very fact that the seven subsequent edi-

tions have been published is evidence of the qual-

ity of the work and the welcome it has received.

Courage was required of the authors to cover the

subject of surgery in a book of a thousand pages.

But much information can be put into small space

when only the esstntials are set down, when there

is no padding for self-glorification or for giving the

appearance of erudition.

BLOOD AND PLASMA TRANSFUSIONS, by Max M.
Strumia, M.D., Sc.D. (Med.), Associate Professor of

Pathology, Graduate School of Medicine, University of

Pennsylvania; and John J. McGraw, Jr., M.D., Instruc-

tor in Pathology, Graduate School of Medicine, University

of Pennsylvania. 124 illustrations. F. A. Davis Company,
1914 Cherry St., Philadelphia. 1949. $7.50.

Both in military and in civilian surgery the use

of blood and plasma transfusions has increased

many fold in the past dozen years. It is said that

the average general hospital now requires a mini-

mum of five blood donors per bed per year. The
blood bank is a noteworthy innovations in this

field. This book's first chapter describes the func-

tions of blood. The practical aspects of the Rh fac-

tor, the indications for transfusion and a consider-

ation of possible adverse reaction and the transmis-

sion of diseases are adequately considered, also the

subject of group O, the socalled universal blood

donors. The last few chapters are written largely

for clinical pathologists and their laboratory assist-

ants.

Blood and plasma transfusions have come to be

given so frequently and to meet so many indica-

tions that all doctors should know the indications

and a great part of the technique, as well as how
to intelligently use their influence to provide a maxi-

mum of donors. This book covers the subject in an

excellent manner. If one were to make any adverse

criticism, it would be that its advocacy of trans-

fusion is excessive. However, it is almost univer-

sally true—indeed it appears inevitable—that a

specialist will magnify the importance of his own
specialty.

MONETARY MANAGEMENT, by E. A. Goldenweis-
er, Institute for Advance Study, Princeton, N. J.. Mc-
Graw-Hill Book Company, 330 West 42nd St., New York
18, N. Y. 1949. $2.75.

The importance of a balanced appraisal of the

powers and limitations of monetary policy in the

light of the American institutional environment is

recognized. The author has had long experience as

a director of research and statistics for the board

of governors of the Federal Reserve System, and

so is exceptionally qualified to make such apprais-

als. Every such book should be welcomed and

studied by all those who are in position to exert

any influence countervailing the ideas of the eco-

nomic babes-in-the-woods in control of the govern-

ment at Washington.

MR. PRESIDENT—HOW IS YOUR HEALTH?, by
Karl C. Wold, M.D. The Bruce Publishing Company,
2642 University Avenue, Saint Paul, Minn. 1948. $3.00.

For a long while the author has entertained a

desire to know more about the medical histories of

our presidents. He has accumulated a vast stock of

information on this subject and written it down in

entertaining fashion. Many doctors will enjoy read-

ing about what happened to our chief executives'

health, their ideas of how health could and should

be promoted; and many will be glad to have evi-

dence to refute the silly statement to which too

many doctors of medicine subscribe, that the bur-

dens of the presidency break down the health and

shorten the life of any man who undertakes its

duties.
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Psychotherapy with Children
Dorothy Donley-Dowd, M.D., Chevy Chase, Maryland

THE TERM psychotherapy is here used in its

narrowest sense, which is the purposeful treat-

ment, at the hands of a medical specialist, of psy-

chogenic disorders of personality, by means of psy-

chic agents. Disorders of personality are classified in

current standard medical nomenclature as diseases

of the entire person and the subdivision of this

group held to be due, at least by inference, to

psychogenic cause is a challenging one, socially and

economically as well as scientifically. In this sub-

division we find the psychoses such as schizophre-

nia, the psvchoneuroses, and the simple behaviour

disorders of adult and child. A few children suffer

from the psychoses, notablv schizophrenia; a few

more suffer definite psvchoneuroses such as obses-

sions, phobias and hysteria. Many more children

manifest the svmptoms placed in the category of

primarv behaviour disorders.

Primary behaviour disorders of childhood are

divided into three groups: habit disturbances—such

as enuresis, masturbation, tantrums; conduct dis-

turbances—such as truancy, quarrelling, stealing,

firesetting, destructiveness, cruelty; neurotic traits

—such as stammering, fears, tics, overactivity. It

is agreed that the primary behaviour disorders of

childhood make the greatest demands, at least

numerically, on psychotherapy and have shaped,

to a great degree, its practice. From psychiatric

literature one may easily gain the opinion that

techniques in psychotherapy vary as widely as do

feature of the Neuropsychiatry Scmina
nt'ehurg. S. C, September 16th.

htl.l at fclgewood,

the persons using them. My intention today is to

present the techniques developed by physicians ap-

parently keenly aware of the traditional American

ideals. In this group there is unanimity concerning

principles. Chief among these, and stated in the

professional vocabulary of the child-guidance team,

is the concept that successful psychotherapy is

based on the acceptance of the person beset with

difficulties, by a second person or group of persons

of professional status for the specific purpose of

relieving the sufferers of their discomfort. Accept-

ance is defined as the act of taking to one's self

with favor or with acquiescence. Frequent practice

of this act develops an essential psychotherapeutic

tool; an attitude non-judgmental, non-condemn-

ing, non-approving toward the patient, which favors

the development of mutual confidence in a mini-

mum of time. There is sound philosophical basis

for the attitude of acceptance in the fact that suf-

ferer and helper are, under God, equally endowed

with the right to self-determination, in the face of

the widest variations of assets and liabilities.

Inasmuch as this attitude of acceptance is an

essential of all professional work, whether in the

home, the courts, the schools or the churches, it is

important for us to identify the form it takes in

psychotherapy. If acceptance is to be an instrument

of healing, it must function in conformity with the

ethical practice of medicine. The containing of

psychotherapeutic techniques within the framework

of medicine is a much-needed concept today, par-
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titular!-, in work with children. I irst cl all. m<h

vidua! wtirk with children is SO appealing and so

satisfying to some individuals as to have caused,

in some localities, the needs of children and parents

to be made secondary to the satisfactions of the

psychiatrist. Secondly, the psychiatrist, in the in-

terest of the public and himself, has the responsi-

bility for differentiating his services from those

offered by educational guidance workers, counsell-

ing clinics and various activities of professional

psychology. Only the ethical practice of medicine

does that. Thirdly, since many of the agencies

where the child psychiatrist practices have a pre-

ponderance of non-medical staff, it is important

that the agency policy not conflict with ethical

medical practice. These agencies increase their use-

fulness to the public and strengthen the field of

work with children where they utilize the authori-

tative safeguards, and the strong suggestion to-

ward- healing, of ethical medical practice. In turn,

the code of medical ethics should be modified to-

ward a broadening rather than a limiting of medi-

cal practice. Today's shortage of child psychiatrists

can be traced in a large part to overlooking, in the

past, the fraternal implications of medical ethics.

After presenting acceptance as the major thera-

peutic tool, I wish to broaden the concept by stress-

ing two supporting attitudes, such as were taught

by Adolf Meyer several decades before the defini-

tion of acceptance. The first is the habit of a

•melioristic" point of view, by which is meant that

the therapist considers the goal of therapy in per-

sonality disorders to be the bettering of the pa-

tient's condition, rather than perfecting his person-

ality. Dr. Meyer lived through a period when per-

fectionism led to therapeutic nihilism in psychia-

try and seriously threatened its practice. The sec-

ond supporting attitude is the acute realization that

here and now offer the only real opportunity for

action.

Psychotherapy benefits only by helping the child

to help himself. It is the uniqueness of each child

that offers the material for therapy but there would
be no treatment without symptoms. In all cases

there is the symptom of parental (or parental agent

or substitute) anxiety, the potent force in seeking

help. Xext there is the presenting symptom, the

complaint. We have been forced in practice to de-

fine the complaint as anything which causes the

parents enough worry to force them to seek help.

Complaints range from "being too bright." or "too
normal." to car-stealing and murder. The com-
plaint's value is not only as an indicator of the

deeper underlying trouble, but it is as realistic an

indicator for ending treatment. Therapy, unless it

is oriented to the complaint, frequently becomes a
destructive struggle between child, therapist and
parents over dissimilar interpretation of ideals.

A diagnostic study and evaluation, as complete

as the best in medical practice, should always pre-

cede the prescription of psychotherapy. While it is

true that the excellence of an examination cannot

be measured by the time it requires, and equally

true that experience facilitates diagnostic judgment

remarkably, still a well-thought-out routine should

be followed. Malnutrition, sensory impairments,

disturbed metabolism, infection, tumor, or con-

genital deformity may affect the function of per-

sonality seriously. Correction of these body ills is

sufficient to set all things straight in some cases.

In those cases in which correction is not possible

psychotherapy takes charge to help the child to

help himself within the limitations of the patient

and the method of therapy. Educational tests, in

this age of universal education, are very important

components of the diagnostic study, directed at

the uncovering and correction of educational defi-

ciencies, which may obviate the need for specific

psychotherapy. Such educational measures are the

proper class placement for the slow learner, special

training in reading for the non-reader of low aver-

age intelligence. The majority of such non-readers

will require psychotherapy as well, particularly if

the problem has been developing for several years,

and in proportion to the degree of anxiety it has

created in the child. An accurate evaluation of

intellectual status by skilfully interpreted psycho-

logical tests is imperative in determining how far

the child may be expected to help himself. Mental

deficiency should not exclude a child from psycho-

therapy, but the therapist and the parents should

be prepared for the slow pace and the narrower

limits of independence.

Child psychotherapy stresses that no child can be

helped to help himself without the cooperation of

his parents—active or passive, or through symbolic

action. Recognition of interdependency of parent

and child during childhood has led to certain minor

divisions in psychotherapy with children. For ex-

ample, direct psychotherapy means direct sessions

of child and therapist. Indirect therapy involves

work with parents, or parent substitutes or agents,

to change the environment. The combination of

direct and indirect treatment has proven the most

satisfactory. There are some modern variations of

the direct method in that the child may have his

therapeutic sessions in a group of children all shar-

ing the same therapist. This is not a time-saving

device but a technique requiring great skill and

directed to relief of certain symptoms. In some
training centers one child receives therapy from a

group of therapists. Direct work may vary in other

ways. The child may be separated from his parents

with or without their coasent. for treatment in a

residential setting, as a hospital ward or a school.

He may be separated through the day for treat-
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merit in a nursery setting. He may go to the

psychiatrist's office for regular visits with or with-

out his parents. He may be treated in his own
home. One or both parents may participate actively

in treatment, or the two parents may participate

alternately. Combined treatment may be adminis-

tered with separate therapists for parents and child

or with the same therapist for both. None of these

variations will greatly affect the outcome, provided

the therapist holds to the basic premise that the

child has a right to his parents and they to him,

a right that no natural force can dissolve.

Though every first interview is quite unlike any
ether. I can give you a skeleton interview built on

the framework of the responsibilities of the ther-

apist as they are described to the child. My ver-

sion is used where there is a combination of direct

and indirect treatment in which the parents have

a separate worker for themselves, and where the

psychiatrist sees the child. The child and I go to

one room, the parents and their worker to another,

preferably out of earshot. In many cases, this sep-

aration of child from parents is very difficult, and
one or several sessions may be used to allow it to

become a mutually agreeable move to parents and
to child. Separation is sometimes an attempt on

the part of the parents to shift responsibility for

their child completely on some one else, and that

frightens the child who resists separation out of

distrust of the parents. It is psychotherapy to show
the child that such separation is a method to re-

store the unity of the family. Separation being

achieved, I take the initiative in outlining the

meaning of our being together, fitting my exposi-

tion to the openings offered by the child. If the

child—by talking, or playing, or yelling, or main-

taining stony silence—indicates resistance to my
conversational leads, I drop that attempt after

saying what is obvious: "I guess you do not need

or do not want to be told how we work here today

—and that is all right," indicating that there are

other ways to attack the problem.

The child, having already been made aware of

the toys, may begin to play or may ask if he can.

Also we may spend the whole time allotted for the

interview in silence. It is well not to use any time

out of the interview for any other business, and
the psychiatrist must not let his attention wander
to his own business other than the child. Since the

time is the child's I try to learn the meaning of

his behaviour. If I think that I have found a

meaning I offer it to him thus: "I feel you are

mad"—or "scared"—or "mixed up"—or "don't

trust us." T use "us" when working in a team-

setting, indicating my part as a member of a group

working to help him. He may ignore my state-

ments or contradict them. Then thought needs to

be taken by the therapist on that behaviour and

the importance of here and now is established and
relationships between therapist and child get off to

a clear start.

The points that should be covered as an intro-

duction of the child to therapy are about like this.

I know that you are here for some kind of

trouble because this place is for helping troubles.

No matter what you have in the way of trouble

the real thing we work with is hurt feelings.

This place is a medical doctor's place but differs

from your other doctor's place because he treats

more of hurt bodies. He has examined you to see

if anything in your body is causing trouble. He
has taken care of that but he thinks you need our

help. Here we examine you to see how you talk

and feel and act and think. Dr. Psychologist and
I both do that.

Then we know that lots of children's troubles

are connected with school and your school does not

have the time to do special tests so they ask us to

do them and Dr. Teacher will do that.

Then sometimes the only trouble is in the feel-

ings themselves. In children and even in grown-

ups that is because parents and children do not

understand each other. I am seeing you today to

tell you how we work, so you can decide if you
think this place is worthwhile trying. Your folks

are learning the same thing and also how much
they will have to pay for this service. If it looks

as though your troubles are because your parents

and you do not understand and love each other,

then we will help.

You can come once a week for 45 minutes to be

with someone like myself, and your folks for the

same time with another person.

Grown-ups usually talk to get acquainted and

get help but children may talk or play or make
things in a room like this. Sometimes I will write

down notes of what we do and your parents' worker

will do the same for them, and if she and I think

it necesary we will compare them. But neither she

nor I will tell your parents what you do here, nor

will we tell you what they do. You will have to

learn that from each other.

We have to leave this room looking as it did

when we came in but anything that you make here

you may take home. I do not know how long this

will take. You and your parents will have to de-

cide. Maybe your trouble will be all gone when
you quit. Maybe you will have to quit before the

trouble will leave completely.

Whether all these points are covered is less im-

portant than that the therapist's attitude should

be one of honesty, respect, matter-of-faclness about

(he universality of troubles, and serious about

helping. There is rarely any excuse to use evasions

such as "coming to play with a nice lady," or

"coming so the doctor can find out about you."
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Coupled vvith therapeutic purpose, goes the recog-

nition, demonstrated whenever opportunity pre-

sents, that parent and child are a unit but that

each can have and must have individual views.

In all therapy there are. in addition to human
altitude, two other tools, time and space. Since

psychotherap} is intangible ordinarily, a patient

can see he is getting the minimum of his money's

worth in the time .--pent in the interview'. Punc-

tuality in beginning and ending the session applies

to therapist and patient alike, and any defections

from it require restitution either symbolically in

conference or directly by making it up or adjust-

ing the fee. Space as a therapeutic tool is even

more tangible.

Let me give you a picture in still life of a room

used constantly for more than five years in psycho-

therapy for children. Plain and worn (15x15 ft.)

and substantially constructed as to walls and floor

to take vigorous boy indoor play, it was part of

an old residence, neither school nor hospital nor

institution. Clean and adequate, but ancient as to

plumbing and heating and floor covering, it offers

no i ompetition to the homes of the children, except

the most destitute or the most rigidly institutional-

ized. Its one window is large but high enough so

it offers little outside distractions to young chil-

dren or children having brain injuries. The room
is not sound-proof but the noise goes into the

waiting-room rather than into the surrounding

conference rooms. Entrance is through an office

used for adult therapy, containing the medical

diplomas and an old doctor's bag, which the chil-

dren quickly note as evidence of the medical nature

of the treatment and use to work through their like

or dislike or fear or great expectations of doctors.

The room contains a couple of low chairs and a

low oilcloth-covered table, all heavy and worn.

There is an adult carpenter's bench, with a vise

and child-size carpenter tools of the ordinary sort,

with scraps of wood, metal, paper and string, and
nails in the drawer. One side of the room is lined

with strongly-constructed permanent cabinets, with

shelves and with doors that close and give a neat

finish to the room.

The cabinets are well stocked with toys in all

stages of wear and tear, a few new ones being

added twice a year. The toys include guns, with
and without missiles, and a target: some noise-

makers, including a megaphone: dolls, large and
small, adult and child, male and female: minature
furnishings for a house: blocks, dominoes, check-

ers: standard softball and glove: two pairs boxing-

gloves; finger paints: water and oil clay: push-
and-pull toys, cars and trains. The state of the

cabinet always reflects the feelings of the last child

I i use it and frequently contains a creation which
he did not wish to take home which is used bv

the next child to work through his troubles with

his contemporaries. Separate toilets for "Men" and

"Women" and the water supply are in a distant

part of the building, and excursions to these facili-

ties from the treatment room are used by the child

to test out his growing sense of responsibility and

sometimes his negativism to therapist, parents and

staff.

Another tool of therapy of especial significance

to our culture is money. For example, it usually

becomes necessary to differentiate psychotherapy

from friendship, and that may be done by pointing

out that the meetings are arranged and paid for

by the parents' money. Other forms of payment.

such as exchange of services, are also discussed

where thev form the payment. If damage is done

to the furnishings or the building the parents have

to pay for that.

There is only one excuse, either to parent or

child, for the use of force by the therapist, and

that is for the safeguarding of life. Life may be

threatened directly or indirectly and has to be met
accordingly.

Whether or not the child remain in the treat-

ment room for the time contracted is largely a

matter of moral suasion, on the ground that the

time is paid for and might as well be used, and the

child can do what he wants to. Occasionally when
the child is obviously baby-acting to try out the

therapist in relation to baby behaviour, gestures

of physical restraint may be called for, or with

toddlers where the parent is finally able to take

responsibility for forced separation the door may
be locked. The situation is set up ideally and act-

ually so that there is no punishment of persona'

nature. If toys are broken, the loss is the punish-

ment. In regard to parental use of punishment, that

is left entirely to the judgment of the parent with

free discussion of that in the treatment sessions.

Still another principle, "All behaviour has mean-

ing." guides the therapist in treatment. For in-

stance, long absences from the treatment room op.

the part of the child are taken at their simplest

meaning -that for some reason he does not want

t i stay in the room. The meaning becomes further

cleared by more detailed inspection of his behav-

iour, and his own discussion which is encouraged.

If he can sit quiet in the waiting-room alone like

an adult, it probably means that he came onlv to

give his parents a chance to make another visit,

either to work through the friendship situation with

their own worker, or to clarify that they are com-

ing now for treatment for themselves.

If he cannot remain alone in the waiting-room

without attention from the receptionist or others,

it may mean he is rejecting his own therapist, and

is wanting attention from his parents even though

it be unfavorable. In that case the therapist and
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child together interrupt the parental treatment

session to ask their suggestions for further proce-

dure thus returning to them the responsibility for

the child which the therapist undertakes only in

the here and now of the treatment situation.

The parents react variously. They may feel com-

fortably that the child is finished with treatment

and then finish for themselves; they may go into a

panic trying to force treatment and then are help-

ed to admit to themselves and to the child openly

that they are worried about him and why; the

child supported by his parents may be able to

openly reject his therapist but be able to choose

and work with another.

If the child's behaviour in treatment really

frightens the therapist, and if after the therapist

has so stated to the child, there is no improve-

ment, then whatever emergency measures seem in-

dicated to preserve the therapist's equilibrium are

justified; but both the therapist and child have to

face the fact that the therapist, too, has a breaking-

point and if the child's behaviour reaches that,

then it means that the therapist is not strong

enough to be of service to him and that the only

thing then is for the therapist to take the initiative

in ending, with the recommendation that another

therapist can help him. Only a desperate child will

force that situation even with an inadequate ther-

apist. Usually the child is reassured and the ther-

apist grows strong enough himself in the actual

facing of the situation.

There are really no situations calling for psycho-

therapy that cannot be met by the skillful use of

attitude, of time and of place, within professional

limits. The skilled therapist does have something

of the artisan's pride in using his tools well; at

the same time he never dares forget his respect for

his patient and their need of each other. Children

are quick to sense a therapist getting undue pleas-

ure out of his skill, and many of the cases of

prolonged therapy are due to the child's attempt

to thwart such pseudoprofessional success. Chil-

dren, too, realize the inappropriateness of adults

playing seriously on a child's level. On the other

hand, highly intelligent and adolescent children use

adult performance on their part to cover troubles

and obstruct treatment. I cannot refrain from rais-

ing a question about the impression that therapy

must always be of long duration. Length of treat-

ment depends much on the skill of the therapist

and his ability to accept realistic goals of treat-

ment.

Ending is a vital part of the treatment process.

Frequently the original problem is never referred

to, or only symbolically referred to, by the child.

It is only when the settings and the limits of treat-

ment are explored, and the therapist well tried out

for strength and weakness, that the child will offer

his own problem. If he produces it prematurely, as

in stuttering or assaultiveness, it is only to get the

therapist's reaction to it to see if it will be dif-

ferent from the reaction of others who have been

supposed to be of help. The symptoms may dis-

appear even before treatment sessions begin. Some-

times a symptom persists at ending but is no longer

a source of anxiety to the family; sometimes it

disappears only after parent and child are com-

pletely independent of therapy; sometimes it does

not change, or even grows worse, in case the pa-

rents' inadequacies are extraordinary, or their ther-

apist is unable to reach them. Accident may play

a large part in disappearance of symptoms; some-

times there is remission and recurrence. It is a

mistake for the therapist to become involved in

the activities of the patient outside treatment.

There is often a need for some person or agency

to take responsibility for the social welfare of the

patient and his family; that feature should remain

separate from psychotherapy.

In the period between establishing mutual confi-

dence and respect, and ending, we have the time

when other traditional techniques called psycho-

therapy, function. Intellectual growth, through in-

terpretation of symptoms and behaviour, and in-

tellectual insight, takes place rapidly. Authorita-

tive presentation of ideals and the giving of infor-

mation may be fruitful. Bibliotherapy is then ef-

fective. However, prolonged use of this period in

treatment raises, for me, a question of professional

ethics. Should intellectual and moral training per

sc be the usual function of the psychotherapist?

Is it not more desirable, and better use of the

psychiatrist's skill, to direct his patient and his

patient's parents to the specific professional groups

—the clergy, the teachers, the governmental bodies,

the judiciary—as experts in their own fields. The
psychiatrist's obligation, I feel, is to share his

knowledge of how to help with the other profes-

sions and help them to practice more easily. I see

psychotherapy, whether for child or adult, as a

medical procedure to remove certain blocks to

maturity. When that is done the patient is better

able to utilize all the influences for good that his

community offers, which are appropriate to his age

and state in life.

The training of psychotherapists is a serious re-

sponsibility of I he psychiatrists of today, and it is

my belief that the training of such persons has to

be done through doing, not observing. There is no

justifiable need for a "one-way screen." Granting

that knowledge of human behaviour has been ob-

tained in that way, there is danger in the harm to

human dignity that such procedure engenders. Su-

pervision is an essential of training, but it is a

positive process in which trainer and trainee move

To Page 348
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Treatment of Varicose Veins

by Radical Excision of the Saphenous System
William H. Prioleau, M.D., F.A.C.S., F.I.C.S., Charleston

Frori the Department of Surgery, Medical College of the State of South Carolina

and Roper Hospital

CHnical Professor of Surgery, Medical College of the State of South Carolina

VARICOSITY of the veins may be described as

a degenerative, progressive, more or less gener-

alized disease affecting particularly the walls and

valves of the poorly supported superficial veins of

the lower extremity. Heredity is an important

etiological factor, but the condition is aggravated

by an increase in hydrostatic pressure as in certain

occupations and pregnancy. The veins become

dilated and tortuous. Their walls become thick and

fibrotic, or unduly thin; the valves become incom-

petent. The communicating veins between the deep

and superficial systems are likewise affected.

Whereas the larger superficial trunks are generally

primarily affected, in some instances there are ex-

tensive dilated subcutaneous venules and telangiec-

tases, with little or no apparent involvement of the

larger trunks. The resulting interference with the

venous return gives rise to blemishes, edema, pig-

mentation, dermatitis, phlebitis, cellulitis, ulcera-

tion, and finally more or less extensive fibrosis,

interfering with the arterial and lymphatic circu-

lation.

The diagnosis of varicose veins is generally ap-

parent from the dilated tortuous veins, and the

symptoms and signs of venostasis. In obese patients

the veins are not always visible, and one must de-

pend upon palpation, the signs of venostasis in the

absence of deep venous obstruction, and at times

upon venograms. 1 2 Tourniquet tests are often of

value. Supporting bandages may be used as a ther-

apeutic test.

Treatment is directed toward obliteration of the

larger diseased superficial veins and interrupting

the main communications with the deep venous

system so as to protect the superficial venous sys-

tem from the undue hydrostatic pressure. Protec-

tion from increased pressure alone is not adequate,

as the varicosities can fill from smaller tributaries

and capillaries.

Ligation of the saphenous and its uppermost

tributaries at the sapheno-femoral junction, and
also at lower levels, greatly reduces retrograde

flow and increased pressure from the deep system.

It is requisite to satisfactory treatment, but when
used alone is inadequate as it fails to obliterate

the varicosities. To accomplish this, one form of

treatment makes use of intravenous injections of a

sclerosing solution at the time of ligation and sub-

sequently until all visible and palpable superficial

veins are thrombosed. The purpose is to cause

thrombosis with resulting fibrous obliteration.

Treatment by ligation and injection as just out-

lined is followed by a high percentage of early

good results, but it is open to serious criticism on

account of various complications3 attending it, and

a high incidence of incomplete cures and recur-

rences. For the most part, it is the injection phase

of the treatment which is at fault. The more serious

disadvantages can be briefly stated.

The injection of sclerosing solutions is at times

followed by severe systemic reactions—allergic or

otherwise. This is particularly the case when larger

amounts are used for the purpose of inducing more
extensive thrombosis. Regardless of the amount of

solution injected, the extent of the resulting throm-

bosis cannot always be controlled or predicted.

Following an injection of even a small amount of

solution, there may result an extensive thrombosis

causing an alarming degree of swelling of the leg

and thigh.

In the usual injection, some of the sclerosing so-

lution must commonly enter the deep veins, as

evidenced by the distribution of the contrast me-

dium in venograms, with at times resultant throm-

bosis, subsequent fibrosis, and some degree of per-

manent damage. This is the most probable expla-

nation of the common appearance of numerous

dilated veins on the foot following ligation and

injection therapy. As a possible explanation of

some recurrences, the thrombosed vein may have

again become patent by dissolution of the throm-

bus, or by recanalization. The great variation in

the anatomical 4 pattern of the saphenous system

makes accurate and adequate injection often diffi-

cult, if not impossible, to obtain. Percutaneous in-

jections are generally into the strictly subcutaneous

veins, and do not result in a complete thrombosis

of the all-important subfascial trunks of both the

lesser and greater saphenous system, the oblitera-

tion of which is necessary to relieve the pressure

upon the subcutaneous veins, particularly if the

incompetent communicating veins remain patent.

For the foregoing reasons the injection method

has been gradually given up, so that now its use
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is limited to the treatment of small residual, but

unsightly, varicosities. At the same time the extent

of the excision has been gradually extended to in-

clude the internal saphenous from the groin to the

ankle and the external saphenous from the popliteal

space to the ankle, including the larger tributaries

and prominent varicosities, and also varicosities re-

sulting from perforating veins from other than the

saphenous system.

The rationale of this form of treatment is that

the saphenous system is primarily affected, and is

the site of most varicosities; also the generalized

and progressive nature of the disease, and the in-

ability to accurately determine the extent of the

hand, large tributaries from the internal saphenous

may empty into the lesser saphenous. Careful dis-

section is necessary to effect a removal under such

circumstances.

Preparatory to excision, it is important that the

edema be reduced and the skin be in good condi-

tion. This is acomplished by the use of supporting

bandages with rest and antibiotics as indicated.

Spinal anesthesia is by far preferable; however,

general anesthesia may be used. Local anesthesia is

unsatisfactory for such an extensive procedure.

Through a series of short horizontal incisions

(Figs. 2 and 3), under visual and palpable control,

the internal saphenous and its larger tributaries are

aped 3X years. March 8tli,

'aricositics of both l^g*.

process at any one time. Excision under visual and
palpable control is preferable to stripping3 on ac-

count of the anatomical variation of the saphenous

system and the frequent friability of the diseased

veins. The importance of the lesser saphenous sys-

tem is often not recognized. Due to its position

under the fascia its enlargement may not be ap-

parent. It may empty into the internal saphenous

in the leg or in the thigh, only a small branch com-

municating with the popliteal vein. On the other

excised from the sapheno-femoral junction to the

ankle. The external saphenous is treated in a simi-

lar manner. It is easier to locate this vein below
I he popliteal space, and then to follow it upward
and downward. Varicose plexuses must be excised,

and also varicosities from other perforating veins,

particularly on the antero-lateral aspect of the leg.

After operation it is important that a firm dressing

be applied from the toes to the groin so as to splint

the wounds and permit good healing. Such a dress-
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ing is kept on the thigh for 10 to 12 days and on the primarily to keep the patient ambulatory and ac-

leg for two weeks or longer until there is no edema tive. In case of very extensive varicosities the oper-

or ulceration. One leg is operated upon al a time, ation upon one leg may require two stages.

11—November 9th, 1948. Showing scars from numerous
lorizontal incisions through which the varicose veins are

excised,
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Figure III—Post aspect of same patient.

As a result of this form of treatment as com-

pared with that of ligation and injection, the mor-

bidity has been greatly decreased, and complica-

tions are infrequent. Residual and recurrent vari-

cosities have been reduced to a minimum. The

few recurrences are almost always on the

antero-lateral aspect of the leg and the postero-

lateral aspect of the thigh. They arise from per-

forating veins not connected with the saphenous

system. They may be so extensive as to require

excision. There are at times small areas of cutane-

ous anesthesia resulting from injury to small nerves

accompanying the veins. The horizontal scars gen-

erally fade out and are not noticeable, though this

varies in different cases.

This form of treatment appears to be applicable

to most cases, though no doubt it is unnecessarily

radical for a few, and still not sufficiently radical

for others.

Summary
Varicose veins of the leg is a generalized and

progressive disease. It is best treated by radical

excision of the saphenous venous system, and such

varicosities as may be present. Injection therapy

should not be used as it is accompanied by a rela-

tively high incidence of complications and unsatis-

factory results.

-70 Hasell Street
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DEPARTMENTS

HUMAN BEHAVIOUR
Ki \ BLANKINSHIP, .M.D., Editor, Richmond, \ :t.

THE PHYSICIAN-RELATIVE
RELATIONSHIP

For this issue Thomas F, Coates, J8., Ml), Editor,

Richmond
Memb i oi the Stafl Westbrook Sanatorium

l\ 'i hi PAS! FEW YEARS much has been written

and said about psychiatry and psychiatric patients.

We have heard pleas for bigger and better hos-

pitals, more and better phychiatrists, deeper and

broader understanding of mentally- and emotion-

ally-ill people. The welfare of the patient has been

rightly emphasized. The errors of the loved ones,

the mothers, fathers, sons, daughters, brothers, sis-

ters, husbands and wives of patients, have been re-

vealed and publicized. This, too, has had its place

and has served to promote better understanding of

the forces thai lead to illness.

I J in in our zeal to properly understand and care

in patients, lei us not forget that the families of

patients are in need of guidance also. Let us be

tolerant of what we consider are their sins of

omission and commission; let us not condemn them

harshly, for the suffering often has not been con-

fined to the patient. In one way or another psych-

iatric patients dominate the household, often with

a ruthless tyranny that can be fully appreciated

only by the luckless relative who has lived with it.

The relative then reacts with natural feelings of

resentment, which he usually attempts to conceal

but which may be expressed indirectly in a way to

further antagonize the patient. The relative, being

involved in the patient's illness, has a need

for recognition and for participation in the pa-

therapy. The physician, in his relationship

with the patient's relative, has a unique opportu-

nity tn utilize this relationship therapeutically for

the benefit of the relative and for the ultimate good

of the
j
atient. This therapeutic relationship with

the troubled relative should begin (in the case of

a hospital patient ) at the time of the patient's ad-

mission to the hospital. The relative should be

given the opportunity to express himself freely and

unhurriedly to an interested, kindly, non-critical,

sympathetic and reassuring physician, who accepts

him as a sincere person and does not pass judg-

ment on him. Throughout therapy one should

avoid "taking sides." for by so doing antagonism

between doctor and family and patient and fam-

ily are apt to be increased. From time to time

interviews with the relative most closelv involved

may lie desirable, ami especially so at the time of

discharge.

If a satisfactory physician-relative relation-

ship has been established, constructive suggestions

will be profitably accepted by the relative and by

the physician. Such a program may appear too

cumbersome and time-consuming, but in practice

it often shortens the course of therapy, nearly

always lightens the family's burden of worry, and

frequently leads to a more satisfactory adjustment

of the patient to his environment.

DENTISTRY
J. H. Guion, D.D.S., Editor, Charlotte, N. C.

AMALGAM AS A DENTAL RESTORATION
MATERIAL

Dental amalgam is an excellent and the most

frequently used material in restorative dentistry,

also there is a lower percentage of failures in res-

torations made with amalgam than with any of the

other restorative materials. So say two teachers of

dentistry 1 who give particulars of a research

project.

Data were accumulated of causes of failure as

detected by visual examination of 1521 defective

amalgam restorations in the mouths of patients

presenting themselves for treatment in an Oper-

ative Dentistry Clinic. The history of these res-

torations was unknown. The main criterion for this

evaluation was the existence of recurrent caries or

those conditions which are known to be the fore-

runners of recurrent caries. Some of the defective

restorations had more than one cause of failure:

in these cases only the predominant cause was
tabulated. All mouth examinations were made by
the same operator, using a mouth mirror, sharp

explorer, and air syringe.

It was found that the failures could be grouped
into those due to: 1) actual recurrent caries, 2)

fracture, 3) dimensional change, and 4) pulp and/
or periodontal involvement: the frequency occur-

ring in that order.

The main factors which contributed to the fail-

ures were judged to be 1) improper cavity prepara-

tion, which was the causative factor in 56% of all

the failures and 2) faulty manipulation of the

amalgam or its contamination at the time of in-

sertion 40'
, of all failures.

It is apparent from this study that the clinical

success of amalgam restorations is dependent upon
main- factors, most of which can be controlled by
the dentist. Careful cavity preparation, proper

manipulation, and restoration of normal anatomi-

cal contour can reduce to a minimum the clinical

failures of amalgam.
Phillips. Indianapolis, in //. Dental
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HOSPITALS
R. B. Davis, M.D., Editor, Greensboro, N. C.

THE HIGH COST OF HOSPITAL BUILDING
In seeking an answer to the ever-complaining

public about the high cost of hospital service, one

cannot afford to overlook the initial capital outlay.

This has increased from around $1,800 per bed to

about $14,000 per bed in the last 20 years. The
hospital world, therefore, is in its own light not

to emphasize this enormous cost in discussing the

patient's hospital bill. However, to point out these

facts gives little consolation to the sick man. It is

the duty and obligation of hospital people to en-

deavor to do something to decrease this load.

During President Hoover's administration the

writer was privileged to work with the Committee

on the Costs of Medical Care. In making the report

to the Eighth District Medical Society, he pointed

out the fact that many items having little or noth-

ing to do with the medical man were charged up
as doctors' bills. Some of these items are: private

rooms, special nurses, flowers, time lost going to

and from the hospital by members of the family

and the increased home expenses in the form of

extra hired help and their board. The commission

was loath to accept these as being extra medical

costs and insisted upon advertising to the public

in such a manner that the lay public was convinced

that doctors were robbers and grafters and that the

sooner something was done to prevent them from

continuing their racket the better off the lay public

would be. Hence the birth of Socialized Medicine

in this country.

Now a similar situation is arising in the hospital

world. The init'al capital cost of building a hos-

pital for the most part does not go into steel, brick

and mortar, but rather into labor in its various

ramifications of the union restrictions. It should be

borne in mind that the public, therefore, is reaping

in an indirect manner a great part of the sick man's
fees in advance. This labor cost does not end with

the opening of the hospital, but continues on

throughout the whole hospitalization period. But,

that is another matter and we are particularly con-

cerned here with the cost of hospital building.

Anyone can point out errors galore in all man-
made programs, but the person worthwhile is the

one who can formulate a reasonable remedy. It is

with this thought in mind that this article is writ-

ten and some of the suggestions have occurred to

the writer during his long period of association with

hospitals. First: A hospital is generally built on the

most expensive piece of land in the community; if

it is not the most highly valued land when the hos-

pital group begins to talk about building, it imme-

diately becomes so. If doctors are involved in the

purchase of the same real estate, the vendor knows
exactly how to give them the proper hypodermic

to extract big money from them. It would not be

a bad idea to build hospitals outside of the high-

priced city property and to purchase the lot before

letting it be known for what purpose it is to be

used. The second great cost is the layout of the

hospital space. Few hospital architects show ability

to utilize space to best advantage. Few hospital

rooms are built with an eye single to the patient

in the bed and the nurse and doctor in bedside at-

tendance; rather, the architect caters to beauty,

height of ceiling, space for easy chairs, a large

dresser and a large closet. From 6 to 18 inches off

the circumference of the room and from 12 to 24

inches off of the height of the ceiling could be easily

salvaged, with no loss in efficiency of service or

patient comfort and happiness. The third item of

expense is that of interior decoration, and while

this may be rather a hard problem to settle, cer-

tainly light colored trimmings on walls and wood-
work are far from practical. The occupancy of one
patient in a room for 10 days is sufficient to prove

the fact that neither patient, family nor friends

have any interest in maintaining the beautiful ex-

pensive decorations of his room. The ward patients

and their friends are the most responsible in this

regard, and we all know that the ward and semi-

private patients are a drag on hospital finances. It

would not be hard to finish the interior of the

semiprivate and ward rooms in a more or less rus-

tic manner, and this would mean an enormous sav-

ing many of the initial interior decorating costs as

well as subsequent redecortions. No one's feelings

should be hurt if the walls in the semprivate rooms
were kept simply with the raw brick or stone from

the floor to the ceiling and sprayed with some not

too light color paint, if painted at all. As a rule,

the occupants of these hospitals rooms do not have
any better facilities, if as good, in their own homes.

Therefore, they should not feel out of place. Pa-

tients come in for good medical services and not

to admire the beauty of the inside of the wards or

rooms. The kindness and consideration of the doc-

tor and nurse will contribute more to recovery of

health than all of the beautiful decorations, re-

gardless of what they cost.

If builders of hospitals would be more practical

and less emotional, when studying the architect's

plan and signing the contract, the hospital bill of

the sick man would be greatly reduced and the

treasury would be affected in a decidedly favorable

wav.

Be on the Lookout for Parathyroidtsm
(W. B. Parens. New York, in B,,l. N. Y. Acad, of Med., May)
Hyperparathyroidism due lo an overfunctioning. ade-

noma of a parathyroid gland is curable by operation, as
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is shown by restitution oi normal levels oi calcium and

phosphorus in the circulating blood that seem to be per-

manent, or :it any rate persist as normal for years. It

d the results are marked skeletal deformity and

invalidism due to pain and weakness, with eventual death

due to renal insufficiency. Diagnosis and operation prior to

deformity and renal damage will prevent the appearance

ui these sequelae. This condition should be kept in mind

in patients, even without renal calculi or obvious skeletal

deformity, whenever any of the early symptoms character-

ise of this condition are manifested and are not ade-

quate!} explained on another basis.

PEDIATRICS
Ai.KiKi M. Edmonds, M.D.. Editor, Richmond, Va.

NEW CONCEPTS OF THE ETIOLOGY. DIAG-
NOSIS AND TREATMENT OF CON-

GENITAL MEGACOLON*
A si i n\ nf 26 cases of congenital megacolon,

made during the last five years, has clarified the

nature of the disease and caused a new treatment

to be instituted. In all but one of the cases the

onset was in the first few weeks; the child was

adopted at six months and the early background

was unknown. A diagnosis of congenital mega-

colon was made at six months. In both cases de-

scribed by Hirschsprung the symptoms began

shortly alter birth. Of Barrington-Ward's 19 cases

in which the diagnosis was confirmed at autopsy,

16 existed at birth. In the remaining three, con-

stipation dated from two months, six months, and

i 1

2 vears. One patient in this series was operated

mi in the first week of life. Dilatation and hyper-

trophy of the colon were found but no mechanical

obstruction. Of this group of 26, only four were

females.

All of the patients in this group had severe con-

stipation and bouts of obstipation as the present-

ing complaints. In the periods of exacerbation, the

children, particularly the older ones, complained

of abdominal cramps and vomiting. Several moth-

ers said that gurgles could be heard emanating

from the child's abdomen. In the children with dis-

tention the pattern of the dilated bowel could be

seen through the abdominal wall and peristalsis in

the dilated colon observed. Frequently large fecal

impactions were palpated, most commonly in the

left lower quadrant, yet rectal examination dem-

onstrated an empty ampulla in all patients except

two. It is interesting that Hirschsprung commented

on the absence of feces from the rectum, although

there was a large impaction in the colon. Thus, the

histories and physical findings in congenital mega-

colon are consistent with partial obstruction of the

lower part of the colon, the severity of symptoms

and signs being related to the degree of obstruc-

tion; but in the operating room and at necropsy,

'Abstracted from article by Onar Swenson, M.D., ct al., in

Pediatrics. Aur.. 1949.

no form of mechanical obstruction is found. How-
ever, it is well known that occasionally the clinical

picture of megacolon can be produced by an or-

ganic obstruction, such as a congenital web or sten-

osis of the sigmoid or anus. All the patients in this

series were subjected to fluoroscopic examination

of the colon during barium enema. Each presented

the picture of functional obstruction produced bv a

dyskinesia of the rectum or rectosigmoid, and thi 5

could usually be detected only when the barium

mixture was allowed to run into the rectum slowly

and in small quantities. For satisfactory visualiza-

tion of the rectosigmoid, it is essential to examine

the patient in the oblique projection; otherwise the

appearance produced is that described in much of

the literature—of a colon which appears dilated

down to the anus.

In these cases, a portion of the rectum or recto-

sigmoid, often up to 10 cm., was consistently of

small caliber. In many cases the contour was ir-

regular, and a turbulent and purposeless peristaltic

activity could be seen. Occasionally there appeared

to be reverse peristalsis, the barium mixture being

carried cephalad into the sigmoid. More often no

peristaltic activity was to be seen.

After this portion of the bowel was satisfactorily

visualized, a small amount of barium was allowed

to run through this area of abnormal function, and

as soon as even a moderate amount of barium

passed into the dilated portion of the bowel, it

was usually no longer possible to see the area of

dyskinesia as the markedly dilated and often re-

dundant loop of sigmoid and proximal colon ob-

scured the rectosigmoid completely.

This gave concrete evidence of a physiologic,

partial obstruction of the rectum and rectosigmoid.

If this conclusion was correct, colostomy above this

point in the colon should give complete relief of

symptoms. The authors performed colostomy in

the normal bowel of three patients and completely

relieved the symptoms. Closure of the colostomies

resulted in recurrence of the symptoms.

The rbntgen evidence of obstruction, plus the

clinical findings, and experience with these colos-

tomies, seems to prove that the abnormality in

Hirschsprung's disease is confined to that portion

of the rectum or rectosigmoid where the caliber of

the bowel has been normal or less than normal,

and is therefore a seat of disorganized peristalsis

or failure of relaxation, in contrast to the old view,

which held that the dilated, hypertrophied bowel

was the offending segment.

The next problem was to restore continuity of

the intestinal tract so that the colostomy could be

closed successfully. In most instances it was dem-

onstrated by barium enema that the abnormal

bowel extended to the anus. No standard resection

would remove all of the malfunctioning bowel and
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leave the anus functionally intact, so a new surgical

procedure to accomplish this was devised by the au-

thors.

This operation has now been performed on 23

patients. There have been no deaths. On IS, a

preliminary colostomy had been performed because

of the advanced state of the disease. Closure of the

colostomy has been performed on all of these pa-

tients except two. Abdominal distention has dis-

appeared. Xo special diets, lexatives, or enemas

have been used postoperatively and all of the pa-

tients now have normal bowel movements. Appar-

ently, they are normal children. Three infants, the

youngest two months old, were subjected to this

type of resection without preliminary colostomy.

All three were operated upon before becoming mal-

nourished, and have done well postoperatively.

Summary

Hirschsprung's disease, or congenital megacolon,

is due to a functionally abnormal segment of bowel

in the sigmoid or rectosigmoid. This can be dem-
onstrated by appropriate rontgenologic studies. The
bowel above this segment shows changes commonly
found above an area of obstruction.

Removal of the functionally abnormal bowel

(rectum or rectosigmoid) by a new technique has

relieved the patients' symptoms. The fact is stress-

ed that these cases must be observed for several

years before any claim of a permanent cure can be

made.

HISTORIC MEDICINE

GALEX AS A MODERN*
There are certain obvious debts of modern

medicine to Galen. The earliest modern anatomies
were based on his work. Our anatomical nomen-
clature is essentially his. The very basis of modern
medicine, the conception that rational treatment

can be determined only by our view as to the

actual workings of the body, comes to us from
him. Many vegetable drugs still in use were rec-

ommended by him. The stock therapeutic text-

book that was in use for many centuries was a

Latin translation of one of his works.

Whatever we think of the nature of life, we can
hardly begin to understand Galen's conception of

it without some philosophical discussion. Galen ad-
hered—somewhat loosely, it is true—to the Stoic

creed of his master and friend, the philosopher

emperor Marcus Aurelius. The essential feature of

their faith was belief in the existence of a world-
spirit or world-pneuma. This must not be confused
either with the Christian conception of spirit or

with the chemical conception of vapour. The idea
"Chas. Singer, in Proc. Royal Society of Medicine, EuK., Aug.

of pneuma carries with it the thought, sound, and
meaning ef the act of breathing. The pneuma of

classical antiquity involved a conception of the

nature and meaning of breathing utterly different

from our view that treats breathing as subserving

the oxygen-carrying functions of haemoglobin.

The Stoics of old believed in a general world-

pneuma or world-spirit which we all share during

our life. At our death, when we cease to breathe,

our share passes to join again the general world-

spirit from whence it was drawn.

Galen ascribed all activities of living things to

manifestations of the world-spirit, but while doing

so he strove, as earnestly as any modern physiolo-

gist, to explain the actual workings, the mechanical

apparatus, of the body. It is this effort that brings

him among the moderns. He began writing when
he was 13, wrote rapidly, easily, till he died at 70.

The bulk of his works smothers the medicine of

antiquity. He was intolerablv verbose, often un-

believably credulous and usually maddeningly repe-

titious.

Galen is a Modern because his conception of dis-

ease is anatomic. For him disease was located in a

particular spot or spots of the body. But to this

day we speak of men as "sanguine, " "choleric,"

"melancholy" or "phlegmatic,'' and often find out

patients "temperamental"—all merely old names
for the humours and their mixture.

When then did Medicine begin to become mod-
ern? The answer is in Alexandria about 300 B. C.

For how long and where was human dissection

practised in antiquity? This question is less easy

to answer exactly because Alexandrian scientific

literature has been lost. Galen's medical education

began in A. D. 146. He never saw a human dissec-

tion. Xo evidence is available that any of his teach-

ers had done so. The practice of human dissection

had, however, ceased even at Alexandria by about

A. D. 100.

Galen's father, Xikon, was an architect, a phi-

losopher, and a man of ample means which he

transmitted to his son, making him independent of

his profession for his livelihood and always able to

afford ample material for his experiments. He was
born at Pergamum, the seat of the greatest cult of

Aesculapius in Asia Minor.

Galen attended the medical school of his native

town from his sixteenth to his nineteenth year and
he lived three years longer at Smyrna where there

was a teacher of anatomy, then visited Corinth. He
completed his medical education by five years of

study at Alexandria. He saw no human dissection

there but he obtained a good practical knowledge

of the human skeleton and in later years he rec-

ommended students to go there to study human
bones. From Alexandria he returned to Pergamum
where he remained for four years as surgeon to the
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stadium, attending the gladiators and athletes. He
thus became expert in treating sprains, fractures,

ins .mil wounds.

At 33 he went to Rome and settled there in prac-

tice for three years. Despite, nr perhaps because of,

his s tund training and surgical experience he had

difficulty with his professional colleagues. In A. D.

166 he left Rome for a prolonged journey in the

Near East, visiting Cyprus, Syria and Palestine and
his native Pergamum. He tells nothing of calling

al Athens. This is a strange omission for Marcus
Aurelius had endowed the school of philosophy

there. He returned to Rome in 169 and remained

there until his death, serving under four Emperors.

Galen's anatomical knowledge was based on the

it of a very large number and variety of

creatures, both living and dead, apes of several

species, pigs, sheep, oxen, cats. dogs, weasles, bears,

mice and at hast one elephant. Invertebrates were

beyond him for he had no magnifying glass. For
ordinary surgical instruction it was better for stu-

dents to have plenty of freshly killed apes than a

few unpreserved human bodies. Perhaps even in

the 1 6th and 17th centuries much anatomy would

have been better taught on apes.

Of Galen's physiological discoveries, only to two
are here referred to. The most famous is that of the

recurrent laryngeal nerves and their actions. His
whole section on the voice and its organs is among
the glories of experimental biology. For his experi-

ment- on the spinal cord he employed monkeys.
i ' \ lung pigs. He cut across the cord, and ob-

served that the nerves connected with the cord be-

low the division lost the function both of sensation

motion. By a section at the level of the

sacrum sensation and motion were lost in the foot.

By a section at the level of the 5th cervical ver-

tebra the arms were completely paralysed; the

"iitinued in full movement, also the

scaleni, whilst all the intercostal movement was
Sections were made at various levels between

these two. and the results carefully recorded.

Galen was constantly demonstrating his experi-

ments to large audiences of colleagues and he had
many pupils, but he had no followers or imitators.

Why was so triumphant a scientific career devoid

of successors and even of imitators? The intellect-

ual climate was against experiment. The technology

of Stoicism and the teleology of the rising faith of

Christianity both turned men's eyes away from the

material world. Galen was thus the last ancient as

he was the first modern experimental physiologist.

Desoxycorticosterone, or doca, a synthetic product which

simulates or may be identical with an adrenal cortical hor-

mone, was used in 16 psychotics. These patients had been

previously unsuccessfully treated conventionally, including

i or metrazol shock or insulin therapy or all three

and psychotherapy.

The patients included schizophrenics, manic depressive*

and one involutional melancholic.

Four patients, schizophrenics and manics. recovered. Six

improved sufficiently to take responsible part in ward ac-

tivities. Of these latter, lour had previously been a total

loss. Two are improved to a limited degree, not to th:

extent where they can assume responsibility. Four are un-

improved. These four include both manic depressives and
schizophrenics.

Sixteen controls were run simultaneously, using peanut-

oil injections, the diluent in the doca ampule. One, a manic
depressive, improved sufficiently to go home. There was no

favorable change in the remaining 15 controls.

GENERAL PRACTICE
James L. Hamner, M.D.. Editor, Mannboro, \ a.

Desoxycorticosterone rx Certain- Psychotic Cases*
i Uutli Jens. Salem. Ore. in X'orthwi

Initially, 5 mg. of the product were given in a single

weekly injection, increased by 5 mg. weekly until patients
11 -.re being given 5 rac. daily or 35 mi. weekly.

:. meeting or North f. -
-

SIGNIFICANCE OF CONVULSIONS IN
INFANCY

Few disease manifestations are of more general

concern to doctors than are convulsions. With all

the additions to our armamentarium, established

convulsive states still constitute a serious problem.

Two contributors to a foreign journal 1 offer evi-

dence that adequate treatment of every child who
has convulsions will prevent the development of

epilepsy in a large percentage of these children.

One opinion is that convulsions within the first

two years of life are of no serious significance, that

these children are no more likely than others to

have convulsions later in life. Neurologists usually

hold that infantile convulsions are the early mani-

Festal on of epilepsy. Turner (1907) found in his

series of 1 .000 epileptics that the greatest number
of convulsions beginning in any single year oc-

curred first in the first year of life.

The present investigation is of 200 patients at-

tending hospital as out-patients on account of

epilepsy, and of a control group. Each group is

subdivided into two according to age— one to ob-

tain subjects aged tw7o to 1 5 years, and the other

to contain those from IS to 35. The 100 controls

were aged two to 15. Of the control subjects, two
1 2 ' , i in each age group had had infantile convul-

sions. Of the 100 epileptic subjects aged from two

to IS, 34 had had infantile convulsions, and of the

100 from IS to 35, 14 had had infantile convul-

sions.

This pronounced difference—2 per cent in the

control groups and 14 and 34 per cent in the epi-

leptic groups—makes it clear that convulsions

within the first two years of life are to be taken

as a manifestation of epilepsy, and that the subject

Sritish Med. .'/., Aug.
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so afflicted is likely to have a recurrence of fits in

later years—before the 15th year.

If convulsions within the first two years of life

indicate that the child is an epileptic, should treat-

ment be started? It seems that the longer the sub-

ject remains free from attacks the less likely he is

to have further attacks. This observation upholds

the view that any child having convulsions should

be treated with anticonvulsant drugs for a pro-

longed period, and possiblv for years.

THERAPEUTICS
J. F. Nash, M.D., Editor, St. Pauls, N. C.

EXCELLENT RESULTS OF A TREATMENT
WITH A NEW FEVER-PRODUCING

AGENT
Fever induction has proven curative in many

cases of serious illness which had defied all other

treatments. Generally this therapy has been ad-

vised only at the hands of specialists and in hos-

pital. Two Chicagoans 1 report on a new fever gen-

erator, not a protein and free of toxic properties,

which may be safely and effectively used in the

home bv anv good doctor.

At 9:00 a. m. 1 c.c. of Pyromen intravenouslv

containing 50 micrograms of the drug per ex.; 20
min. later a second dose of 2 c.c. is given. The
second dose is usually increased each time by 1

c.c, keeping the initial dose constant at 1 c.c. The
patient receives this treatment three times weekly.

Forty-five min. following the second injection the

patient has a severe chill which lasts 20 to 30 min.,

the t. rises rapidly. The rise is uniform and the

fever last three to four hours, sometimes six to

seven hours above 103°. Only occasionally vomit-

ing occurs and now and then headaches. The t.

could always be reduced to normal by icebags, cold

enemas, alcohol sponge, aspirin, etc.

The average number of injections is ten, this

number giving 21 to 36 hours of fever. During the

fever reaction the pulse increased in proportion.

The systolic blood pressure showed often a slight

increase, the diastolic decreased 10 to 15 mm.
In general Pyromen was safe in the treatment

of general paretics, although one fatality occurred

10 days following the treatment. Pyromen was
though not responsible for this.

Pyromen is a new drug which has the ability to

produce fever. This drug is not a protein, is free

from bacteria and toxic material. In a safe way it

effects a mobilization of the body defenses. It

proved its usefulness in the treatment of neuro-
svphilitic patients, giving results comparing favor-

ably with those obtained with malaria and typhoid
fever treatment. It has in the opinion of the authors

1. \V. Lonsen & E. Liebert, Elgin, in III. Med. II., Sept.

the advantage over malaria of being less dangerous

and less exhausting. By the method described a

good fever response can be expected in most of the

cases. No difficulties were found in giving it to

patients over 60 years of age. Since Pyromen is

not a protein, does not contain any toxic sub-

stances, and give results with infinitesmimal

amounts, it has to be considered as superior even

to typhoid vaccine.

The benefit derived from any pyrogen-induced

fever is apparently attributable to two factors: 1)

a bactericidal effect caused by the increase in body
temperature, and 2) an accentuation of lytic phe-

nomena with the profound leucocytosis which al-

ways follows the fever.

This form of therapy is recommended in the

general use of fever treatment. Used in the way
described, no evils have resulted and the improve-

ment of the patient has been as great as from any
other form of fever therapy.

GENERAL PRACTICE
William R. Wallace, M.D., Editor, Chester, S. C.

POOR READING RESULTS FROM DEPART-
URE FROM OLD METHODS OF TEACHING
AND GRAVELY AFFECTS THE WHOLE

OF LIFE
In the present-day attempt at avoidance of the

mechanical in school method, learning of alphabet,

then spelling by syllables, is discouraged and the

child called upon to seize complete words by the

so-called "flash" method. It is now heretical for a

mother to teach her child the alphabet and the

rudiments of written speech. Many reading-diffi-

culty cases are due to this poor educational method.

It is gross error to assume that the new is neces-

sarily better than the old.

Crisp1 encourages mothers to teach their children

the letters before the primary school age. This has

been this ophthalmologist's practice for years, and
he has seen no evidence that this advice is bad. He
wonders if it might not be well to form classes in

which young mothers might teach the preschool

children their letters and the rudiments of read'ng.

This sensible eye-doctor discusses this important

subject at length.

Refractive errors play a small part in the prob-

lem of the poor reader.

Acquirement of the ability to read well is still

the most important purpose of the first two or

three years of school, and failure to acquire this

basic skill at i he proper time is a cause of limita-

tion and failure in later lines of endeavor. It grave-

ly affects the whole life of the individual.

I. W. II. Crisp. M.D., Denver, in Rocky Mountain \icd. //..
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It is essential to recognize the existence of the

reading problem within the first year or so of

schooling and to take steps promptly toward its

correction, with special emphasis on ability to rec-

ognize at first letters and their phonetic values, and

later the details of syllable and word structure.

As regards many children, perhaps the great ma-
jority, an important mistake has been made, for

the past quarter century or more, in departing from

the old methods of teaching word-structure and

word-recognition. The most practical approach to

educational economy in acquirement of the read-

ing skill includes not merely an attempt to correct

failures already more-or-less firmly established, but

the u>e of teaching method which will as far as

possible prevent creation and fixation of reading

failures in each new school generation.

Many times has the editor protested against the

foolish theory that a child should be taught to

recognize words before he is taught the letters of

which the word is made up, and cited the poor

spelling and poor learning of reading and writing

which result from the New Deal way. A benison on

the Denver gentleman and scholar. May his words

gain heed according to their timeliness and wisdom.

Somi Dietary Factors in- Cardiovascular Diseases
(Samuel Proger, Boston, in R. /. Med. //., Julj

We have heard much of late about the role of salt in

cardiovascular disease; more particularly in hypertension

and in congestive heart failure. An increase of salt intake

does not elevate the blood pressure; salt restriction on ttv:

other hand, if extreme, appears to lower b. p. in some
cases, but only so long as the extreme sodium restriction

is continued. The striking lowering of the high blood urea

nitrogen and the dramatic clearing of neuro-retinitis, which
are more important than the simple lowering of the b. p.,

may result from some of the restriction of the rice diet

other th.-m salt—the low-protein content, for example.

.1 low-nil I intake is justifiable in hypertension only if

there is evidence of cardiac weakness, then not for the

lowering of b. p., but in order to prevent accumulation of
thiid. The question may be raised whether salt restriction

may be prophylactically beneficial in hypertension ; thai

is. whether it may be helpful in preventing cerebral acci-

dents, heart failure, or renal insufficiency. There is no evi-

dence to favor such an assumption.

It the occasional b. p. -lowering effect of a low-salt in-

take could be maintained, it would certainly be desirable:

however, the salt restriction must be extreme to be effec-

tive and this makes it difficult. The evidence thus far indi-

cates that, if salt restriction is to be employed in the treat-

ment of hypertension, it must be extreme and permanent.
It is questionable whether such a program is worth th?

deprivation, particularly since most patients with hyper-
tension live a relatively long life with few symptoms
ascribable to hypertension. It is not unlikely that the

present enthusiasm for the use of salt restriction in hyper-
tension per se will quickly wane.

In congestive heart failure one mu.-t have excessive fluid

retention, and in order to have excessive fluid retention one
must have salt retention. In severe congestive heart failure

maximal restriction of salt intake is necessary. Patients

with heart disease but without recent heart failure often

seem to be able to tolerate a normal or moderate salt in-

take quite well, just as patients who have been severely

dyspneic on slight exertion may after active therapy per-

form moderate physical exertion with complete comfort.

By less stringent salt restriction during relative

cardiac competency it may be that some of the deaths be-

im' reported from the too enthusiastic and prolonged salt

restriction plus frequent mercurial diuretics might have

been prevented.

SURGERY
FLOSS SILK DARN FOR INGUINAL HERNIA
The floss-silk darn operation for inguinal

hernia incorporates all the good technical points

of the many time-honored herniorrhaphies. This

startling statement is made by Maingot 1 who goes

on to give details.

The all-silk technique is employed throughout;

fine silk for ligatures and sutures, and floss silk

for the lattice repair which covers the buttresses

the weakened posterior wall of the canal and an

area well beyond this. Asepsis must be rigid, hem-

ostatsis complete, trauma minimal, and suturing

impeccable.

The silk, after being boiled in water for 30 min-

utes, is soaked in 500,000 units of penicillin. Peni-

cillin is given systemically in full dosage for the

first four post-operative days as a routine measure.

This operation is said to be applicable to all

types of inguinal hernia—direct, indirect and re-

current—except the small congenital hernia of

children and young adults with good muscular and

fascial supports, in which simple herniotomy, fol-

lowed by repair of the internal ring, is the proce-

dure of choice.

Maingot sets no age-limit on his cases for hernia

surgery, and refuses only those in which there are

definite contraindications such as pulmonary tuber-

culosis.

The important steps of the operation are:

1. Crease incision, as it heals well and the scar

is flexible and almost invisible.

2. Stripping the cremaster muscle from the cord

and removing an indirect sac after transfixion and

ligation of the neck.

3. Suturin gthe cremaster and transversalis fas-

cia ( from the point where the cord issues from the

internal ring to pubic spine) to Poupart's ligament.

4. The insertion of the floss silk darn from the

pubic tubercle to the point where the cord issues,

from the internal ring and then back again to the

symphysis. The first row is inserted along Pou-

part's ligament and the conjoint tendon, whilst the

returning laver is introduced with a wider traverse

rectus sheath to Poupart's ligament.

5. Approximation of the cut edges of the exter-

nal oblique aponeurosis behind the cord.

6. Ensuring that there is no gap or weak spot

1. Rodney Maingot, in Pruc. Royal Soc. Med. (Lond.), July,



November, 1949 SOUTHERN MEDICINE & SURGERY

where the cord issues through the newly-construct-

ed combined rings.

Floss silk is preferred to nylon, fascia lata, kan-

garoo tendon, stainless steel wire, tantalum wire,

stout twisted silk and other materials, because it is

a beautifully soft material consisting of the indi-

vidual fibrils of natural silk, offering a perfectly

pliable framework for the subsequent growth of

fibroblasts. The silk darn becomes incorporated into

the tissues and stimulates the formation of a firm,

strong but flexible barrier of fibrous tissue, making

the area as strong as the tissues into which the

lattice extends.

Patients are allowed out of bed on the day fol-

lowing the operation and they are discharged from

hospital on the eighth day. They return to light

duty in six weeks and to routine work in two

months. The sepsis rate has been less than 1 per

cent, whilst the recurrence rate has never exceeded

3 per cent. The highest recurrence rate was in those

cases operated on on both sides at one session; now,

interval of 10 days is allowed between the opera-

tions and this factor has done much to improve

the results.

It is concerning operations against varicose veins

and hernia that we can agree most heartily with

another great contemporary British surgeon, Sir

Henige Ogilvie. that statistical reports are either

"too good to be true, or too true to be good."

The method of dealing with hernia here describ-

ed certainly appeals to the reason of this non-surgi-

cal doctor, who indulges the hope that some of our

good surgeons will regard it as worthy of faithful

trial.

UROLOGY
Raymond Thompson, M.D.. Editor, Charlotte. N. C.

PROPER MANAGEMENT OF GONORRHEA*
Penicillin sensitivity of the gonococcus is

greater than that of almost any other organism,

but statistics indicate that gonorrhea has continued

unabated. Inadequate treatment facilities do not

appear to be the reason for failure to control gon-

orrhea. One obvious obstacle is the tendency to

regard an attack of gonorrhea as a mere inconveni-

ence. Present-day venereal disease campaigns over-

emphasize simplicity of treatment and place facts

regarding possible disastrous results of these dis-

eases in fine print. All persons need to be reminded
that a mucosa which has been invaded by the

gonococcus is never quite as good as before, and
while modern treatment diminishes the risk of

complications, their seriousness to affected persons

is not diminished.

As a rule, first infections are more severe than

Condensed frnm Therapeutic Notes (P. I). & Co.V October.

subsequent ones. Chronic, mild, or latent gonorrhea
in long-standing sexual partnerships commonly
flares up when the duo becomes a triangle. Devel-

opment of sulfonamide-resistant strains of the gon-

ococcus led many observers to predict similar re-

sistance to penicillin. Thus far, no authentic case

of true penicillin-resistant gonorrhea has appeared
in the literature.

In the adult male with acute purulent urethral

discharge, a properly prepared spread stained by
Gram's method is a highly accurate diagnostic pro-

cedure. In females, cultures should supplement or

even replace spreads, since gonococci, if present,

are likely to appear in small numbers, and symp-
toms are unreliable. At a Social Hygiene Clinic, in

more than 1,000 consecutive cervical specimens for

diagnosis, only 5.8 per cent were positive on spread

examination, while 11.9 per cent had negative

spreads and positive cultures. Laboratory diagnosis

by culture is usually available only in large centers.

In a few states, a mailing service for culture spec-

imens has been inaugurated, but its practicability

has yet to be demonstrated. The length of time

required for cultures is also a drawback in some
cases. A medium consisting of chocolate agar con-

taining ascitic fluid and tyrothricin requires only

24 hours incubation for primary isolation of the

gonococcus. Collection of specimens for culture

should be made with care. The glans penis or cer-

vix should be wiped clean and the cervical plug

removed. Clear mucoid material jrom just inside

the external os is more likely to be positive than is

a purulent specimen. Material collected during or

immediately following menstruation yields more
positives than that taken at other times. The fe-

male urethra should be stripped with the finger or

speculum.

For accurate diagnosis, cultures are preferred in

females, and in males with mucoidal discharges.

The amount of effort to be expended in making a

bacteriological diagnosis is a matter of judgment
for the individual case. The wife of a patient with

gonorrhea should be treated immediately. If a pre-

sumptive diagnosis of gonorrhea may lead to legal

complications, culture studies, including fermenta-

tion tests, should be done.

Every examination for gonorrhea should include

a search for other venereal diseases. It is of utmost

importance that diagnosis of any lesions present

be established before treatment with penicillin is

begun.

In practice, physicians find many obstacles to

contact investigation of venereal disease. Exposure

is often denied, and examination of female contacts

in many cases reveals no gonococci. In syphilis,

where a vague history of onset is the rule, the prob-

lem is even greater. Unless one has ready access to

laboratory aids, the diagnosis of seronegative svph-
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ilis is rarely made. Bear in mind the extragenital

chancre. The incubation period of syphilis may be

six months or more, if penicillin has been adminis-

tered, as so often happens, for some other condi-

tion. All these facts are mentioned to stimulate the

physician to eliminate all possible sources of rein-

fection (if his patient.

( Him vulvovaginitis in children, reported as gon-

ococcal, is due to other organisms. It is sometimes

difficult td differentiate the organisms on smear.

Cultures with fermentation tests should be used in

doubtful cases, particularly if the patient fails to

respond to ordinary treatment. Household contacts

should be examined. Exclusion from school of chil-

dren having gonorrheal vulvovaginitis is subject to

local regulation, but these children may safely re-

turn to school as soon as they are symptom-free.

When gonorrhea is discovered in domestics, there

is no reason to exclude them from work after they

have received adequate treatment. If there are

small female children in the household, clinical ex-

amination is usually sufficient to rule out infection.

Since repository penicillin was made commercial-

ly available in a strength of 300,000 units per ex.,

the unit of treatment for gonorrhea became 300,-

000 units. A smaller dosage might be effective.

The main advantage of a small dose is the mini-

mizing of the delaying effect on possible incubating

syphilis. The slowly-soluble procaine salt of peni

cillin is easy to administer, not painful to the pa-

tient, and causes few side actions.

A group of 223 patients with gonorrhea proven

itive smears and/or cultures were treated

with 200,000 units of Penicillin S-R— 150,000

units insoluble procaine penicillin and 50,000 units

soluble crystalline sodium penicillin G, buffered

—

in one injection, usually in the deltoid muscle. One
3-year-old with gonorrheal vulvovaginitis received

0.3 c.c. (133,000 units); 49 failed to return for

test of cure, leaving 174 who were subjected to

the following criteria of cure: freedom from clinical

and bacteriological evidence of infection for a min-

imum of two weeks following treatment, during

which time, two or more cultures were examined.

Most patients returned weekly for three weeks for

tests of cure; a few were under observation for

three months. There were 52 females and 122

males: of the latter group three with epididymitis

who were given daily injections of 200.000 units

(0.5 c.c.) of Penicillin S-R for three days and were

cured. All of the remaining cases represented un-

complicated urogenital gonorrhea. There were 1 SO

cured with a single dose of Penicillin S-R: 24 re-

quired additional treatment. In this latter group

nine (7 males and 2 females) were treatment fail-

ures. These were re-treated and cured with 200,000

units (0.5 c.c.) of Penicillin S-R. The remaining

15 appeared to be reinfections: most of these were

husband-wife relationships and, no doubt, repre-

sented "ping-pong" gonorrhea. Before additional

treatment was given, each of these was told to

bring in his sexual partner again, and both receiv-

ed 200,000 units (0.5 c.c.) of Penicillin S-R at the

same time. Follow-up studies of these 15 patients

after this procedure were then negative under the

usual criteria.

Use of penicillin for prevention of gonorrhea im-

mediately after exposure appears fairly practicable

when exposure is infrequent. For the irresponsible,

sexuallv promiscuous, prophylactic administration

of penicillin for gonorrhea seems inadvisable.

Rule of Heredity in Glaucoma
(A. l'osucr & A. Schlossman. in Arch. Ophth., via Modern Med.,

July 15th)

In one of seven cases, glaucoma is inherited and usually

follows the familial pattern involved, such as congestive,

chronic simple, or chronic simple with congestive attack.;.

A person with inherited glaucoma probably should not

marry into a family with the same disease.

Potentially glaucomatous subjects may be detected by

pupillography. which indicates the state of the autonomic

system and particularly of the hypothalamic center. Close

relatives of every patient with the disease should have

pupillography and provocative tests so that latent or early

disease mav be detected.

Whai makes us like new acquaintances is not so much
any weariness of our old ones, or the pleasure of change,

as disgust at not being sufficiently admired by those who
know us too well, and the hope of being more so by those

who do not know so much of us.

—

La Rochefoucauld—
1 66 5

PSYCHOLOGY
From Page 335

together cautiously to do nothing to harm the pa-

tient. The role of the supervisor is to place the

trainee in the position of helping according to his

ability. Supervision is not an inhibiting function

except in case of grave emergency. In training,

great research achievements, such as the contribu-

tions of Gesell and the various psychoanalytic

workers with children, are of vast importance and

the trainee should make much use of them; but,

for efficient learning, such study should be inti-

mately intermixed with clinical experience.

I would summarize by saying that effective

psychotherapy for children with all types of psy-

chogenic disorders of personality is a vital process;

that "acceptance" is not a clever subterfuge for

evasion of responsibility on the part of the ther-

apist, but rather the flowering of a discipline

based on a deep understanding of the nature and

limitations of man. I hope that you will not inter-

pret my enthusiasm for the work with children as

a woman's prejudice, but will scan it for a few

practical points of immediate usefulness to you in

vour mental-hygiene project.
- 411 Cumberland Avenue
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THE USE OF EXPERIENCE
A great Guy's Hospital surgeon 1 writes against

the prevailing unreason—among the members of

our profession and among people generally—and
pleads for a return to reason. Read, mark, learn,

and inwardly digest what he says.

We are constantly receiving impressions by all

our senses—by touch, sight, sound, taste, and
smell—and all of these impressions are experience.

The baby starts to convert experience into knowl-
edge: before it can talk it is already grouping im-

pressions by their likeness or by their difference,

and forming vague conceptions like "mother,"
"food" and "hunger," "dangerous" and "friendly."

The growing child, the adolescent, the grown man
and woman, continue the same process. Impressions

crowd in upon them, giving them the raw material

—experience—which is converted into the finished

article—knowledge—in the factory of the mind.

Experience comes to all. Yet few learn from it

more than a reflex existence—the knowledge to eat

and sleep and breed, to read the words of others

on the printed page or live the emotions of others

on the lighted screen, to exchange a small assort-

ment of hackneyed phrases with other robots. Some
build-up knowledge and become wise: they develop

a personal outlook that enriches others and adds
to the store of their time. The reason for these dif-

ferences lies not in the quality of the seed but in

that of the soil on which it falls. Impressions can-

not live unless they are welcomed, studied, com-
pared, classified, and grouped. Experience can be

made useful only by certain qualities of the mind,

some given by inheritance, some by parental ex-

ample some by influence of teachers and writers.

People fail to learn from experience for three

reasons. First, because they have not learned the

habit of thought. They bolt their impressions with-

out savouring them, as a dog bolts his food. They
never take the step from experience to experiment,

to deciding by repeating the circumstances whether

the likeness observed between two experiences was
an accident or a consequence. Secondly, because

they have allowed their habits of thought to be-

come automatic, have organized their thought fac-

tory for mass production, so that it cannot deal

with the unusual order. Thirdly, because, having

made one branch of knowledge their province, they

fail to attain that last achievement of education,

the knowledge of where their knowledge ceases and

their ignorance begins.

The learned man is often blind to new experi-

ence because the mass of knowledge he has ac-

quired seems to him complete, and he sits, old,

weary, and disinterested, among his hoards, look-

I. Sir Hcneagc Ovilvie, in British Met. It., Sept. 24th,
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ing with lack-lustre eyes on anv new treasure that

is offered to him for acceptance. The ideal is the

man of learning and wide classified experience, who
is yet able to see and appreciate at its proper value

the new fact which does not fit into its appropriate

niche. Such are our geniuses. Such was Hunter.

Such are Einstein and Fleming.

We should keep our receptors uncovered and

sensitive, examine each fresh experience with care-

ful scrutiny and an open mind. Having examined

and accepted it we should turn it over more care-

fully in our minds, appraise it, classify it, and allot

it to one of the trays on our mental desk—"action,
-:

"pending." or "finished."

From time to time we .should haul out all our

treasured stores of r\|>erience, dust them, and

stand back and look at them, reappraise them. We
musl keep a spirit of alert and adventurous in-

quiry; never look on any conclusion as final, but

merely as the best we have been able to do with

the material we have encountered so far.

By experience we learn to sum up our patients.

We learn that too much pain in too many places

is just as much an indication that nothing is se-

riously wrong as is no pain. We become so famil-

iar with all the characters of common complaints

that one single unfamiliar feature strikes a warning

note without our having had recourse to the intel-

lectual process of reasoning. We learned bv ex-

perience that our task is to treat the patient and
not the disease, that very often the disease that is

so obvious to us is not the trouble that is worrying
the patient, or perhaps that it is just a part, and not

necessarily the most important part, of a general

derangement of function.

During the recent war we had the opportunity,

never offered in peacetime, of studying the common
ailments in significant numbers. In this way we
learned some things that are surprising: That non-
specific epididymitis, which is barely mentioned in

textbooks, is eight times as common as a gonococ-
cal epididymitis: that the average operation for the

repair of an inguinal hernia in a young man has a
recurrence rate of 20 per cent, and that three-quar-

ters of the recurrences take place in the first six

months. We learned that the treatment of varicose

veins in this country is not much above that of the

African witch doctor.

The hollow^ needle has been a mixed blessing. It

must bear the responsibility for spinal anaesthesia,

for all the injection treatments. On the other hand,
it has allowed the intravenous administration of

fluids—a method that may be life-saving, but one
that is greatly misused today. Some people never
seem able to allow their patients to use the chan-
nels designated by nature to receive nourishment
and to evacuate waste. Food and fluids given by
the alimentary canal allow the tissues to select and

keep what they want, and to reject what is harm-

ful or surplus. Fluids given intravenously by-pass

all the defences set up by the body to protect itself

against excess of any constituent; they give the

patient what the surgeon thinks his tissues need

and what they are going to get. .Yearly all drips

set up at the start of an operation are not merely

unnecessary but harmJul. At least half of the drips

set up afterwards are an automatic routine or an

assurance against worry rather than a rational

form of therapy.

Let us remember that experience is never fin-

ished and wisdom is never complete; that we are

always more likely to meet the common than the

unusual: that no problem is so straightforward that

it does not need careful study, or so difficult that

some solution will not appear if we seek stead-

last h

This wise surgeon's whole experience has left

him with profound mistrust of statistics. He has

not published his since he "was young and credul-

"U-." Pers mal statistics^ he believes, are at the bot-

tom of all unsound teaching: "they are either too

good to be true or too true to be good."

There is, in the keeping and publishing of sta-

tisticSj an almost insuperable temptation to the

surgeon to depart from the only criterion of surgi-

cal rectitude—the best interests of the particular

patient who is in the ward today and will be on

the table tomorrow. The only figures which he

finds statistically significant are those recorded

anonymously and analyzed impartially by someone

with no personal interest in the verdict.

TOO MUCH IS DEMANDED OF RADIOLOGY
History and Clinical Examination More Important*

A great British rontgenologist, 1 who is so good

a specialist because he is so good a general physi-

cian, has looked on Modern Medicine in his own
country and in ours, and found it not so good. He
brings back to me another great man, Dr. E. P.

Lyon, long-time Dean of the Medical School of

the University of Minesota, and his constant ad-

juration: "Think earnestly and daily on how many
things there are in the world that everybody knows

to be true, that are not true at all."

Possibilities of the Rontgen ray Recognized Early'

When Rontgen 's marvelous discovery was made
known to the world, the Press—both medical and

lay—heralded it as a means of sparing patients not

only pain associated with disease but also that

which was. and still is. inflicted when other meth-

ods of examination are conducted. During the year

1896 most of the possibilities of radiology were

envisaged, techniques developed, and explorations

begun. Some radiological evidence is self-explana-

tory even to the layman, and this has resulted in

1. T. F. Brailsford, in British Med. XI., Oct. 1st.
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the misconception amongst the inexperienced that

all radiographs are self-explanatory. There would

be fewer errors in the interpretation of radiographs

if radiology were always preceded by a sound clini-

cal examination; if one of these must be omitted

the least harm will come from from omission of

radiograph.

Failure to Know the Normal
There has been a failure to learn the bounds

and appearances of the normal, and even the char-

acter of the artifacts produced by faulty material

and techniques. This is very noticeable in gastro-

intestinal radiology. I am confident that in the

realms of other specialties, e.g., thoracic surgery

and neurosurgery, the same sequence will occur,

for in these our knowledge of radiology, with and
without media, is still inadequate; yet surgical

explorations based upon the radiologic examination

are many. The initial changes in many conditions

are indistinguishable from one another, and serial

radiographs with continuous clinical examinations

over a short or long period may be necessary for

elucidating a problem.

The subheads are the editor's.

Disease not Recognizable Earliest by X-ray
Examination

Many have failed to appreciate that the onset

of disease is not associated with immediate changes

in the radiographic appearances; sometimes a year
or more passes before the changes are sufficient to

produce enough contrast density or irregularity of

contour to alter the radiographic appearances from
the normal. There has been a failure to realize that,

though the disease has ceased its activity, the ra-

diograph may show spectacular appearances even
to the end of an apparently normal life.

Serious limitations, erroneous interpretations,

and liabilities of mass radiography has an impor-

tant propaganda value; but it is the propaganda
of fear by which the public—yes, and the medical

students—are being frightened into the erroneous
belief that vctie progressive disease is symptomless
and only the radiograph can reveal it.

Mass Surveys Do More Harm Than Good
Mass surveys are essentially bureaucratic regi-

mentation measures designed by officials and en-

thusiasts who, while they themselves are spared the

rigours and anxieties of the general practitioners

attending to the sick, would decry the contributions

of these latter doctors to the reduction of the inci-

dence and mortality from tuberculosis. The evi-

dence obtained by mass radiography has been used
to reemphasize the fact that 4 per 1,000 of the

population have signs of active tuberculosis; but
not enough importance has been placed on the other
confirmatory evidence it has yielded—i.e., that at

least 10 times as many persons, or 40 per 1,000,
have had fairly extensive disease and recovered

from it without knowing of its existence and in

most cases without having lost time from work.

Had radiography been applied to all these at the

stage when the appearances suggested activity it

would have inflicted on them the dreaded stigma
of tuberculosis and seriously interfered with their

lives without contributing any good. A little rea-

sonable education in hygiene would have accom-
plished much more, at less expense in money, equip-

ment, buildings, personnel, and above all in feel-

ings.

Poor Clinical Examination Deplored
That certain cases of pulmonary tuberculosis are

overlooked by medical doctors is an indication not
that the progressive disease is symptomless but that

the clinical examinations are poor. Spectacular ra-

diographic evidence of tuberculosis, as well as other

conditions, may persist for many years, during

which it is symptomless because it is quiescent or

healed and of little importance from the point of

view of infection. The most successful surgical re-

sults have been obtained in cases which have pre-

viously healed themselves and are symptomless.
Reversal of the radiographs—i.e., showing the last

in the series first and the first last—is worth doing:

for it will often indicate what appears to be a

miraculous cure, particularly when the series in-

cludes a number of radiographs taken at intervals

in the early days, during which no change occurred
prior to the surgery.

Though patients derive great benefit in those

sanatoria where mental and physical rest, good
fresh air, and food are the essential characteristics

of treatment, they have to return to the debilitat-

ing influences of the poor home which broke down
their resistance.

Learn This Wise Heterodoxy
The best place to treat tuberculosis is the home

and only those efforts which are designed to make
the home fit for living in are likely to do away with
tuberculosis effectively, and permanently. The un-
fortunate individual labelled as tuberculous is sub-
jected to all the disadvantages which the stigma
of the disease brings— i.e., inability to insure,

estranged social and business contacts, and other

serious interferences with life and liberty.

The Greatest Good of the Patient the Only Decent
Criterion

I heard a professor of medicine at one of the

|
American

|
universities urge that ventriculography

was a useful, harmless, and painless method of in-

vestigating the cause of headaches. I saw the ex-

hibition of radiographs of a patient with three

aneurysms of the aorta, one of which showed ra-

diographic evidence of erosion of the sternum and
ribs. This patient sought the doctor because he had
pain, and it should be our first duty to relieve that

pain; yet this evidence did not incite the observer
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to pity, but to inject the aneurysm with an opaque

medium to provide spectacular evidence of the ex-

tent hi" the lesions—knowledge which could not be

of the slightest use to the patient, bul which appar-

ently satisfied the callous inquisitor.

\ i >\\n i Com] in j i I... mi m Vea \ D

Students are being taughl to be "scientists" and

nol doctors. The truth of this is seen in the diffi-

i ulty in getting young men to practise in the coun-

try, where they have nol at their elbow X-ray equip-

ment and laboratory services, on which they have

been taughl to depend. To provide them with these

facilities is nol the answer for good clinical medi

i i i -. since their training in this has been ineffi ctivi

.iml in these specialized fields bul superficial.

\\ I PRIGH l J
l DC) ,

\ I.I MSNED J UDCE

It mighl be a good thing if students performed

upon one another every type of injection including

ventriculography, myelography, arteriography, etc.

In this way they would be taught in an indelible

manner by the unskillful hands of their colleagues

jusl what such examinations mean to the patient.

It might cause them to consider the patient and to

insist on skill and the reservation of such investiga-

tions to the last resort, after all other investigations

had been made and it could be reasonably thought

that such investigations would be of value to the

patient. Such injections should not be given merely

to obtain "a pretty picture" or to satisfy curiosity.

Radiography, together with other services ancil-

lary to clinical medicine, is being used extrava-

gantly and is one of the chief contributors to the

increased cost of medical service. Clinicians should

use radiology intelligently and thus cut down hos-

pital expenses and treatment of the patient.

A SIMPLE METHOD OF DIAGNOSING
ULCERATION AND DETERMINING

ACTIVITY REVIVED
From the Department of Medicine and Surgery, V. A.

Hospital. Oklahoma City.

It is always gratifying to the editor of

this journal to hear praise of simple, inex-

pensive methods of diagnosis and treatment, 1 par-

ticularly so when the method is an old one which

has been discarded as "obsolete" and "unscientific"

in favor of one which is "modern" and "scientific."

Read the gist of what two Veterans Administra-

tion doctors 1 have said on the subject.

Frequently the x-ray reports "duodenal deform-

ity, probably due to ulcer, activity undetermin-

ed." In a review of 15,000 patients with chronic

dyspepsia examined at the Mayo Clinic, only 18

per cent were found to be due to gross organic

disease of the stomach and duodenum. The most
common diagnostic error in the series was that of

overlooking duodenal ulcer, which error occurred

in 39 cases proven by subsequent examination.

Duodenal ulcer represents at least 80 per cent

of peptic ulceration. Definite x-ray visualization of

duodenal ulcer, with niche demonstration, is possi-

ble in less than iwu-thirds of case sof active ulcera-

tion, and at least 10 per cent of active ulcers give

no definite diagnostic findings by x-ray. In the

remainder of the cases one must rely on secondary

in oi specific signs, such as localized tenderness and

deformity of the bulb, without niche visualization,

to confirm the clinical impression.

The string test, described by Einhorn in 1909,

has been revived, in an effort to find other objec-

tive evidence of activity of a peptic ulcer in which

an active crater cannot be demonstrated by x-ray.

The siring test was one of the accepted methods

of demonstrating a peptic ulcer in the years prior

to the x-ray examination. The patient swallows a

I bread, which remains in the stomach and duode-

num overnight. An ulcerative lesion will commonly
produce a dark brown stain on the thread. It must

be stressed that the test is non-specific, and that

any lesion in the stomach or duodenum which

oozes blood may give a positive test.

The technique described by Einhorn is essenti-

ally as follows. After breakfast on the day of the

test, the patient eats nothing but white soft foods.

A 36-in. piece of No. 5 braided English silk, which

has been securely tied to a duodenal bucket or a

shot, is used. A safety pin is attached to one end

of the string and fastened to the patient's shirt.

One knot is tied in the thread 22 in. from the

duodenal bucket, another knot 32 in. from the

bucket. The thread is passed two hours after the

evening meal for the distance of the first knot.

The patient eats crackers and milk as the string is

passed to the second knot. The string is removed

the next morning after breakfast. The presence or

absence of a bile stain and a dark brown or black

glood stain is noted when the string is removed.

The conclusions of Einhorn are: 1. Many active

ulcers produce a blood stain on that portion of the

thread which is deeply bile-stained. 2. A blood

stain proximal to the bile-stained end is suggestive

of an ulcerative lesion of the stomach. 3. False

positive and false negative results are obtained,

but many active ulcers produce a blood stain.

During the recent war one of us (T. B.) was
stationed with an evacuation hospital where gas-

trointestinal x-ray work was not available. Our
present study has shown results with this test at

least as good as from a single gastrointestinal x-

ray study. It has also shown that the use of a

larger cotton string is superior to silk; that a

duodenal ulceration produces a stain caudad to the

bile stain.

Our technique used was to have the patient swal-
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low 36 in. of a No. 14 or 16 ordinary cotton twine,

and to retain it overnight, with the proximal end

taped to his cheek. The patient continues his ordi-

nary feedings and medication, which do not inter-

fere with the test.

If the string is retained, and there is no marked
obstruction, it will be carried through the pyloric

ring—verified by the finding of a bile-stained distal

few inches of the string on removal. If duodenal

ulceration exists, there will appear a dark brown-

ish-red discoloration either at the upper end of the

bile stain or within 2 in. of this stain. A stain

appearing above this level is considered to be due

to gastric or esophageal, ulceration. Usually a

bleached area of string is noted in that portion

which lay within the stomach.

The string may be left in place for from two to

four days with no ill effects and no appreciable

difference in the results. The dark brown discolor-

ations have consistently shown a positive benzidine

test, whereas negative strings do not.

In only two instances of positive string tests and

repeated negative x-ray examination was medical

management of the dyspeptic complaint a com-

plete failure.

An old test originally described in 1909 has been

largely discarded by being overshadowed by the

development of the x-ray. The procedure has been

found to be an invaluable addition to the arma-

mentarium in diagnosing and in determining activ-

ity in peptic ulceration.

The test has been compared with x-ray results

114 times in 100 hospital admissions. In 72.3 per

cent of the comparisons the results have been the

same. In this series the string test was found to be

a more reliable guide, both in the diagnosis and

determination of activity, than a single x-ray series.

This test may be used to advantage in:

1. As a screening test to determine who should

be x-rayed.

2. When the clinical and x-ray findings are not

in agreement.

3. To increase the accuracy of diagnosing peptic

ulceration as an adjunct to x-ray examina-

tion.

4. To determine activity in an already-diagnosed

case of peptic ulceration.

5. To reduce expense and load of frequent and

repeated x-rays.

I believe I was the last doctor in Charlotte to

use this string test. The patient came from Rock-

ingham, and the test served its purpose admirably.

But the clamor for x-ray examination as a superior

method was so great that I could not hold out

against it.

The wisest doctor I ever knew, graduated in

medicine in 1855, often said to his classes: "Fre-

quently the 'wise' of today, exclaim in their pride,

"What would the ancients say to this?'; when, as a

matter of fact, if the ancients could say anything,

it would be something crushingly uncomplimen-

tary.''

HOW TO WRITE A PAPER
A distinguished British doctor and author1 puts

down some instructions for the would-be medical

writer. By careful reading of the writings in the

numbers of British medical journals which come to

this desk, I long ago learned that British doctors

are far better educated in the English language

than are we, and that their medical journals are

much better edited.

Some of the fundamental rules for writing even

passably are copied in the immediately following

paragraphs.

Revision and recasting of a paper or article are

essential for even the most experienced author.

There is no art of writing as such, and a writer

who has not got a message to deliver to the reader

is just as impossible as an evangelist without a

gospel.

Some points of practical importance are the need

for short paragraphs, short sentences and short

words. All statistics should be omitted, save only

those that are essential to the understanding of the

text. Then there is the need to study the galley-

proof very carefully—a precaution too often left

to the printer's reader.

Those who know their subject well can soon

master the technique of production. Medical sub-

jects should be written clearly and simply, and the

author must always bear in mind that the argu-

ments and deductions may not be readily followed

by the reader—however learned—who is not also a

worker in the author's special field.

By "medical writings should be written clearly

and simply," Dr. Williams does not mean read-

ers should be "written down to." He means that

words should be used with a full understanding of

their meanings, and in no greater number than is

needed.

If Dr. Williams lived over here and had been

writing with the pen products of our doctors in

mind, he would have made his instruction more
elemental.

He would have told them that it is just as ab-

surd to write about a patient being cystoscoped as

about a section being microscoped, or a star tele-

scoped; that rays of light are refracted, not pa-

tients or eyes; that there are such excellent words

as procure, obtain, acquire, purchase, and even the

good Anglo-Saxon get, each of which has a precise

meaning, and that this blanket term secure will not

1. T. L. Williams, in Proc. Roval Soc. of Med. (Lond.), Tune.

To Page 358
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NEWS
Medicai College or Virginia, Richmond

Dr. Johann Hoi '. Professor of Surgery, University of

Oslo, will deliver a lecture on "Surgical Treatment of Tu-

berculosis" at the College November 21st. Dr. Hoist, who
n In-chief, Rikshospital, Oslo, and has held the

chair of surgery in the University for more than 30 years,

is being brought to the I ullcei In the Phi Delta Epsilon

Fraternity as the second of their annual lecturers.

In li cu ing his subject Dr. Hoist will cover particu-

larly the problems of surgical treatment in young tuber-

culous patients, since a large number of Norway's people

are afflicted with tuberculosis. He is coming to this coun-

try as visiting professor of surgery at the University of

Wisconsin and surgical consultant to the United Stale-

Army, and following his visit will spend a few months at

I iting profi or of surgery before returning

to lo

A committee of the Scl I ol Medicine oi the College

interviewed each oi its 92 senior medical students to aid

them in the choice of a place to intern. It was discovered

that 53.26 per cent of the physicians-to-be indicated an

intention to enter general practice. A further 3.26 per cent

of the 92 Students were debating between general practice

and surgery. 1.09 per reni between general practice and

obstetrics.

Other choices expressed were: Internal Medicine, 3.26%,

Obstetrics, IT',: Surgery or Internal Medicine, 2.17%;
Surgery, 1.0'> r ; ; Orthopedics 1.09%; Radiology, 1.09%;

Vviation Medicine, LOT,
;
Anesthesia. 1.09%; Clinical Re-

search or General Practice, 1.09%; Medicine or Obstet-

rics, 1.09%; Psychiatry or General Practice, 2.17%; Psy-

chiatry, 1.09%; Psychiatry or Surgery, 1.09%; Obstetrics

or Orthopedics.

COURSE IN ELEMENTARY ELECTROCARDIOGRAPHY

Baruch Auditorium, Minn u College as Virginia

December 12th-16th, 10 A. M. to 4 P. M. Daily

In general this will consist of a discussion of the phy-
iologii iii i oi electrocardiography, the normal electro-

'II, the various types of leads, disturbances in

rhythm and a review ol el ardiograms seen in various

types of disease.

Fee for the course $15.00.

I I tiled programs on request.

\< Id
i
ess all correspondence and make out checks to the

Department of Continuation Education, Medical College of

Virginia. Richmond.

1 NivERsm oi Virginia Hospital Pays its Own Way
The University of Virginia Hospital has just completed

a full fiscal year in the black, its first since the war with-

out a deficit.

Economies in housekeeping, purchasing and operation,

and a new accounting system that has made it possible to

fix accurately the costs of services to patients, have
enabled George E. Bokinsky, the hospital's comptroller, to

report to President Colgate W. Darden an excess of $11,-

793.67 in current income over charges for the business

year ending June 30th.

At the same time services to patients are being improv-
ed. A training, program is being set up for all subsidiary

employees connected with bedside care of patients, under
the supervision of a graduate nurse. A new type of food
service for patients on special diets is being introduced.

State appropriations were used mainly to match city

and county funds to provide for diagnosis, treatment and
hospital care of indigent patients from all of Virginia's

100 counties and 27 cities.

Mh i.i i mi ic. Counts Medical Society, November 1st,

Mint Museum, 8 p. m.
Pi ogi .mi

1. Some Clinical Problems in Radiation Therapy, Dr.

John O. Lafferty.

2. Operation for the Correction of Pelvis Prolapse Fol-

lowing Hysterectomy, Dr. John P. Kennedy.

John H. E. Woltz, M.D., Sec.

Hamilton W. McKay, M.D., and Robert W. McKay,
M.D., of Charlotte, announce to the medical profession the

association of Harry Haynes Baird, M.D., in a partned-

ship to be known as Drs. McKay, McKay & Baird.

\\i"s S. Bumgardner, D.D.S., announces the association

of P. Carter Hull, Jr., D.D.S., in the practice of Ortho-

dontics. Suite 818 Professional Building, Charlotte, North
Carolina.

Dr. Thomas A. Saunders, of South Hill, Va., and Miss

Lucille Davidson, of Bremo Bluff, Virginia, were married

the 21st of October at Grace Episcopal Church, Richmond.

Aftei a Southwestern trip Dr. and Mrs. Saunders will

make their home at South Hill.

Dr. J. Dilworth Stroud, 64, a graduate of the Univer-

sity oi Virginia School of Medicine, 1908, and for the last

41 years a prominent practicing physician of Norfolk, died

in a local hospital October 24th. He had been in failing

health for more than a year.

Opportunity
in

General Practice

Grand Opening
for

Young Doctor

Mount Olive, N. C.

Prosperous town of 3,500 population in rich

farming section. 3 physicians, 2 of them past

60.

More practice than the three can possibly see

after.

People begging for at least 1 more doctor.

Office will be provided just as the doctor

wishes it, and rent-free until he is established.

Phone, Wire or Write (Air-mail)—
WILSON K. LEWIS, Manager

Lewis Drug Company, Mount Olive, N. C.
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BOOKS
A TEXTBOOK OF PHYSIOLOGY—Originally by Wil-

liam H. Howell, M. D.; Edited by John F. Fulton,

M.D., Sterling Professor of Physiology, Yale University

School of Medicine. Sixteenth Edition. 1258 pages with 556

figures. W. B. Saunders Company, Philadelphia and London.

1949. $10.00.

The author says that in preparing this book two

guiding principles have been kept in mind: first,

the importance of simplicity and lucidity in the

presentation of facts and theories; and, second, the

need of a judicious limitation of the material se-

lected.

The subject of physiology is the medical subject

perhaps most neglected by practitioners of medi-

cine. In hastily reviewing this volume one is im-

nressed over and over with the hesitancy of the

collaborators in saying flatly that such and such a

thing is true; with how much less specialists in

physiology will say they know about, for example,

the physiology of digestion or of circulation, than

will gastrointerologists or cardioloigsts say they

know about these respective subjects.

It is doubtful if any book has been published or

will be published in 1949, the study of which will

redound more to the advantage of the doctor and

his patients, than will the study of this textbook of

physiology.

A TEXTBOOK OF SURGERY by American Authors:

Edited by Frederick Christopher, B.S., M.D., F.A.C.S.,

Professor of Surgery, Northwestern University Medical

School; Chief Surgeon, Evanston (Illinois) Hospital. Fifth

Edition. 1SS0 pages with 146S illustrations on 742 figures.

W . B. Saunders Company, Philadelphia and London. 1949.

S13.00.

The plan of this textbook is to make a concise

presentation of surgery carrying the maximum of

authority. Some 175 of the most eminent surgeons

in this countrv contribute the articles, each sur-

geon's contribution being in a field in which he is a

master. It is encouraging to find such an illustra-

tion of the willingness on the part of such celebri-

ties to accept responsibility for presenting the es-

sentials of the vast subject of surgery in one vol-

ume.

ACUTE LARYNGOTRACHEOBRONCHITIS, by A
Harry Neffson, M.D. Grune & Stratton, 381 Fourth Ave-
nue, New York 16, N. Y. 1949. $5.00.

It is emphasized that not all acute laryngeal ob-

struction is due to diphtheritic laryngitis, and that

this kind of obstruction occurs in considerable num-
bers of cases since diphtheria has been almost en-

tirely prevented. The author says that soon after

the great pandemic of influenza came recognition

of a large number of cases of acute laryngotracheo-

bronchitis not dependent on the Klebs-Loffler ba-

cillus. He says that laryngeal obstruction occurs in

ASA

15%, by volume Alcohol

Each (1. oz. contains:

Sodium Salicylate, U. S. P. Powder 40 grains

Sodium Bromide, U. S. P. Granular 20 grains

Caffeine, U. S. P 4 grairif

ANALGESIC, ANTIPYRETIC
AND SEDATIVE.

Average Dosage

Two to four teaspoonfuls in one to three ounces oi

water as prescribed by the physician.

How Supplied

In Pints, Five Pints and Gallons to Physicians and

Druggists.

Burwell & Dunn
Company

MANUFACTURING PHARMACISTS

Charlotte, North Carolina
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1.0 per cent of the cases of measles, 0.2 per cent

>>!' the cases of scarlet fever. 0.7 per cent of cases

ni whooping sough. Streptococcus hemolyticus and

streptococcus viridans are held guilty of causing a

great majority of the cases. The author reports a

10-year series of 1360 cases with a mortality rate

of 9.5 per cent. .Manifestly doctors should learn all

that there is to know about this neglected subject.

CLINICAL \l KtoLOGY, by Maurice Saltzman, M.
M. Vssistanl Professor of Otorhinology, Temple Univer-

sity School of Medicine. Introduction by George M.
M 1 >.. Chief of Otolaryngology and Professor of

Otolaryngology Emeritus. University of Pennsylvania; fore-

word by Mattew S. Ersner. M.D., Professor and Head

of the Department of Otorhinology and Rhinoplasty, Tem-
ple University School of Medicine. Grunt & Stratton, 381

Fourth Ave., New York 16. N. V. 1949. $5.00.

Sometime ago. when having a small building job

done I learned that in addition to a carpenter, a

plumber, a painter, a brick layer and a plasterer,

1 had to employ a "lather." This was the first of

my knowledge that there was such a specialist. The

book under review, telling me that "the audiologist

as a medical specialist fills a prevailing gap in the

realm of specialized service,"' supplies one more of

my deficiencies.

It is rather immaterial to me whether the hear-

ing of myself, of members of my family, or of my
patients, be tested bv an audiologist or an otolo-

gist. On the surface it would appear that one spe-

cialist could amply cover both fields.

There are chapters on sound and noises, hear-

ing, deafness, hearing tests and hearing aids. All

of them appear to be well done. The book will

supply information which is needed and desired by

a great many.

DIAGNOSIS AND TREATMENT OF BRAIN TU-
MORS AMD CARE OF THE NEUROSURGICAL PA-
TIENT, by Ernest Sachs. A.B., M.D., Research Associate

in Physiology, Yale University ; formerly Professor of

Clinical Neurological Surgery, Washington University

School of Medicine. Second edition with 34S illustrations

and 10 color plates. The C. V. Mosby Company, 3207

Washington Blvd., St. Louis, Mo. 1949. $15.00.

This edition is a considerable revision of the

first, especially in the dealing with pituitary dis-

eases and the important role of the hypothalamus.

All the newer and more specialized means of diag-

nosis are discussed in detail, and evaluated. This

edition combines the matter contained in the first

edition of the Diagnosis and Treatment of Brain

Tumors and a book published since on the Care of

the Neurosurgical Patient.

The author was one of the most intimate of the

pupils of Sir Victor Horsley. Since the death of

Sir Victor and of Dr. Harvey Cushing few remain

to speak with such authority on the subjects dealt

with in this volume.

Any oood cause will be harmed by pseudo-scientific

writers who really have only cheap sermons to preach,

reiteration of platitudes, and high morality which they

notoriously do not practice.

DRINK

eca
TRADE MARK REG.

You trust

its quality
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AX ATLAS OF AMPUTATIONS, by Donald B. Slo-

cum, M.D., M.S., Orthopaedic Surgeon, Sacred Heart

General Hospital, Eugene, Oregon; formerly Chief of the

Amputation Section, Walter Reed General Hospital,

Washington. With 564 illustrations. The C. V. Mosby
Company, 3207 Washington Boulevard, St. Louis, Mo.
1949. $20.00.

A large experience of amputations in World War
II forms the basis of this book-

Part I is devoted to orientation—a very fitting

preliminary discussion.

Part II engages in surgical considerations—un-

der the chapter heads of wound healing and surgi-

cal care of the individual tissues, surgical prepara-

tion and anesthesia.

Part III minutely describes surgical techniques

of open amputation and of closed amputation.

Part IV
7 covers the convalescent period, afford-

ing valuable and hard-to-get information on the

complications of the final amputation stump, on

the mechanics of normal and amputee gait, on

prostheses, on physical medicine in the treatment

of lower extremity amputation and on physical re-

habilitation of the upper extremition amputee.

The final chapter, one of the most valuable and

showing the most consuming interest in the welfare

of such patients as the book is most concerned with,

deals with the subject, the amputee and sports.

This is a book of unique usefulness to the sur-

geon practicing in this field. More than any other

with which this reviewer is familiar is it filled with

information essential for dealing wth the problems,

present and future, of the cannidate for amputation

and of the amputee.

New Drug Helpful in Treatment of Mentally III

Patients
(L. S. Schlan, Manteus, & K. R. Unna, Chicago, in //. A. M.

A., June 25th)

A new synthetic drug, known both as myanesin and as

tolserol, is soothing mentally ill patients and helping them
to sleep normally. Myanesin is useful in preventing breath-

ing disturbance from electric-shock treatment, according to

a report from the State Hospital at Manteno, 111.

Of the group of 63 patients who received the drug, all

had been under observation for a long time and many had
been treated with electric shock, insulin shock, and carbon

dioxide.

Myanesin was given four times daily in tablet and liquid

form. Paraldehyde and other drugs used to calm disturbed

patients' act by putting them to sleep, but myanesin sooth-

ed without causing drowsiness.

Myanesin alleviated anxiety of two patients in an hour

after it was administered. These patients said that they

were able to "think things through" during the time of

action of the drug, and both were able to fall asleep nor-

mally at bedtime. In the case of another patient, who had
been hospitalized 20 years, myanesin produced alleviation

of symptoms of psychoneurosis (less severe mental illness)

for 12 days, comparable to results from four electric shock

treatments.

Two hypomanic patients, elated, hyperirritable and over,

talkative, were calmed promptly by the drug, and another

extremely overactive patient who had been refractory to

all other medication became consistently quiet with mya-

nesin treatment.

In 17 cases of schizophrenia the drug, had some sedative

action in quiet surroundings but no remarkable effects. In

10 of 30 cases of diverse conditions, breathing disturbance

from electric shock treatment, which has been blamed for

damage to the brain, was eliminated.

Myanesin alleviated symptoms of eight patients with
acute alcoholism and of two patients addicted to morphine
and heroin. It did not affect the craving for the drugs.

Fat Absorption and Some of Its Problems
(H. S. Raper, in British Med. Jl., Oct. 1st)

Some 20 years ago physiologists considered that the

process of fat absorption was largely understood. Then
fats were supposed to be taken up by the intestinal cells

only after hydrolysis to fatty acid and glycerol, and neu-

tral fats were never absorbed as such.* Furthermore, since

free fatty acid, although well absorbed, is not found free

in the chyle, it was assumed that reconversion of fatty acid

and glycerol to neutral fat occurred in the cells of the villi,

and that this neutral fat was then passed on into the lac-

teals. There was no suggestion then that any portion of

the fatty acids, which were produced by hydrolysis of the

food fat, escaped this process of resynthesis and gained

access as such to the blood or the lymph. But there was
not then, and there is not now, sufficient quantitative evi-

dence to tell us exactly what happens to the whole of the

fat absorbed after any one meal.
*And 45 years ago it was taught that some fats were saponi-

fied and some emulsified in preparation for absorption—much the
same as the teaching today.

—

J. -M. N.

Procaine for Heart Disorders of Anesthesia
(C. L. Burstein, New York, in Modern Med., July 15th)

Sudden cardiac death on the operating table may be

prevented by rapid intravenous injection of procaine hy-

drochloride. The drug may be administered at any time

during general anesthesia or whenever signs of impending
heart failure develop.

Bunstein gives 100 mg. in a 1% solution, prophylacti-

cally, to all adults under general anesthesia, regardless of

the heart condition. Tachycardia with hypertension or bra-

dycardia and hypnotension may be corrected within a

minute or less.

Chloroform, ethyl chloride, and cyclopropane depress the

central nervous system but sensitize the cardiac conducting

mechanism. Procaine stimulates the central nervous system

and decreases irritability of the heart.

The effective amount of procaine is l/10th of the toler-

ance dose and perfectly safe. In many cases an already dis-

eased heart appears to improve by the anesthetic procedure.

Intrathoracic surgery in particular is likely to seriously

derange the cardiocirculatory mechanism. To detect com-
plications not shown by ordinary methods, instantaneous

recording electrocardiograph should be included in the an-

esthetist's equipment.

I make A plea for the early diagnosis of carcinoma of

Ihe breast and against the practice of observing a lump
in the breast. The only proper procedure is to remove the

lump and subject it to microscopic examination by frozen

section at the time of removal and let this determine the

extent of surgery to be done. Even the gross appearance

of the tumor at the operating table cannot be relied upon
to give us an accurate diagnosis.

—

C. E. Gillespie, Mem-
phis, in Jl. Tenn. Med. Assn., Oct.

A child who becomes unaccountable and unruly

should be examined for toxic goiter. The fact that hyper-

thyroidism does occur at early ages is too often overlook-

ed and treatment inexcusably delayed.

—

Bortels.
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answer the purpose of all or of either.

If he had sat in our meetings he would remind

that "It is now my pleasure to recognize" means

something far different from "It gives me pleasure

to recognize"; the former meaning that it suits the

convenience and the caprice of the all-powerful

presiding officer, conscious and vain of his power.

likelj In would urge that after all be dis-

honorably discharged from service (not eliminat-

ed ). and the use of eliminate be confined entirely

to the action of emunctories.

He would be found to quote the rule, "a pro-

noun must agree with its antecedent in gender,

person and number;" and to pronounce the habit

of the ninety-and-nine of writing in a case report,

absent," "tenderness absent," as utter silly

write home while on a visit, "son John is

absent," the family being visited having no son

John.

He might appropriately say that affect is both a

verb and a noun, and that the same is true of

but that discrimination should be used in

making proper choice between the words of his

power.

This is just a random sampling, barely scratch-

ing the surface.

In the immortal language of Uncle Ling, "I

leave much unsaid."

Win or Tin: Gentleman Scholar Doctor Who Wrote
the Mecklenburg Declaration

I. Kphraim Brevard, of the County of Mecklenburg,

State of North Carolina, being of sound memory & judg-

ment, but being reduced to a dangerous degree of bodily

weakness by disease & infirmity, & apprehensive that it

ma> In- the pleasure of the divine Being to call me from
this world by means of my present illness: Do for the con-

venience of my surviving friends & for the purpose of bet-

ter establishing the interest of my beloved daughter & only

issue, think it proper & necessary to make my
last Will & Testament in the manner & form following

—

I direct that my body be decently and privately interred

at the discretion of my Executors.

I direct that every perishable article of which I shall die

possessed, such as Horse, Cloaths, Books, etc., be sold to

the best advantage. Alter my funeral charges and other

bts arc paid, I give, devise and bequeath all the

residue of my Estate both real & personal to my daughter

Martha Brevard, sole Heiress & Inheritrix. I also request &
direct my Executors either to sell or repair the buildings

on the improved lots in Charlotte so as to render them
tenantable as shall appear to them to be of most advantage
to my surviving child &• in order to enable them to make
such repairs the unimproved lot if found necessary may be
sold and the proceeds of such sale applyed for that pur-

pose.

The Executors will continue the Negroes in the present

service or will hire them out as will best promote the

interest of the orphan.

I request that my Executors would take all prudent care

to have my said daughter decently, usefully & frugally

educated, either in the family where she now lives, or such

other family as they shall think more for the advantage

ol the child's Education. I further direct my Executors

provided they be so fortunate in the collection of Debts

as to procure a considerable sum to lodge the same in safe

hands at Interest, or otherwise dispose of it to superior

advantage. Provided my said Daughter, Martha Brevard

shall die before she arrives at Maturity, when the Law
permits her to take possession of her property, that in that

case I give and bequeath to my Youngest Brother, Joseph

Brevard, the unimproved lot in Charlotte, if not disposed

of, but if sold 1 request Col. Thomas Polk to procure in

said Town one lot of equal value and to deed and convey

the same to my Brother Joseph Brevard. Moreover, I do
give & bequeath to the said Joseph Brevard all sum or

sums that may derive from the collection of both my Pub-
lic & private debts—and unto Col. Thomas Polk I give &
bequeath the improved lot & the negroes Sam & Tom. But
in case my said Daughter Martha Brevard shall not die at

the age of minority then & in that case these several be-

quests and directions shall continue & remain as Bequeath-

ed & directed antecedent to the above-mentioned provisions.

I do hereby ordain, constitute & appoint my worthy
Father in law, Col. Thomas Polk, my beloved brother

Alexander Brevard & the Reverend Thomas H. McCall to

be the Executors of this my last Will & Testament, confid-

ing, in their affection & fidelity & also in their Zeal for the

Interest of a brereaved Orphan I rest assured of their

Honest & Honorable attention to the welfare of the Infant

now committed to their care.

I do declare this to be my last Will & Testament & do
hereby cancel & render void all other Wills & Testaments

by me heretofore made, and do this 20th day of July 1781

Sign, Seal publish & proclaim this to be my last Will &
Testament.

Hypnotism for Entertainment is Dangerous
Performance

(.11. A. M. A„ Time 25th)

Hypnosis should not be allowed outside the medical

profession and laws are needed forbidding the use of hyp-
nosis for entertainment urposes. A public performance has

the probability of doing great damage. Neurotic symptoms
can be created readily by direct suggestion in the average

adult. Since children are more suggestible than adults, the

potential harm is even greater.

In competent hands hypnosis has no harmful effects, but

where it is utilized for nonsensical and dramatic effects,

and where removal of symptoms is attempted without

some understanding of the dynamics of the subject's per-

sonality, hypnotized persons may be adversely influenced.

Since many youngsters have a sense of insecurity and
are therefore potentially neurotic, when they are exposed

to an injudiciously applied hypnotic trance, they may be-

come acutely upset.

A Distinctive Sani-

tarium For Diagnosis
and Treatment ct Ner-
vous and Mental Dis-

orders. . . .Alcoholism,

Narcotic and Barbitu-

rate Addiction. . . Rest
and Convalescence.

EDGEWOOD
ORANGEBURG, SOUTH CAROLINA

Edgewood offers all approved therapeutic aids. Complete bath depart-
ments. Living accommodations private and commodious. Excellent climate
year 'round. Unusual recreational and physical rehabilitation facilities.

Occupational therapy. Specialize in electro-sheck and insulin therapy.
Separate department alcoholism, narcotic, barbiturate addiction. Gradual
reduction method. Full time Psychiatrists, nurses, and aides assure
individual care and treatment. For detailed information write

EDGEWOOD • ORANGEBURG, S. C.
Orin R. Yost, M. D. Psych atrist-ln-Chie
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The Court Psychiatrist

William H. Haines, M.D., Chicago

Director Behavioi Clinic of the Criminal Court of Cook County, Illinois

THE FIRST Psychiatric Clinic connected with a

court, as far as I can ascertain, was established

in Detroit about 1919. Since that time such clinics

have been established to assist the courts in New
York, Baltimore, Cleveland, Chicago and elsewhere.

Each clinic has a different set of rules to follow.

Some are limited to a strict interpretation of the

McNaghten rule; others are allowed to give a

psychiatric evaluation of the defendant to the

court; some are permitted to make a psychiatric

evaluation to the judge alone for his guidance;

again, some clinics may be allowed to evaluate a

defendant's past behavior. Our clinic is limited to

the defendant's mental condition at the time of

the examination. This examination may be made

many months after the commission of the offense.

Some of these clinics are associated with the Juve-

nile Courts, some with Municipal Courts, and a

few with the Criminal or Superior Courts. My dis-

cussion will be limited entirely to the Psychiatric

Clinics affiliated with Criminal Courts, that is, in

relation to felonies.

Chicago and Cook County have three Psychia-

tric Court Clinics:

(1) Juvenile Court, Psychiatric Department,

which examines juveniles and has a caseload of

some 750 a year.

(2) Municipal Court, The Psychiatric Insti-

tute, which handles about 4,000 cases a year.

A Feature of the Neurophychiatric Seminar held at Edgewood
Sanitarium, Orangeburg, S. C, September ] 5th.

(3) Criminal Court, The Behavior Clinic of the

Criminal Court of Cook County, which has a case-

load of around 450 per year.

In our Behavior Clinic the cases are examined

only upon order of court. Occasionally, upon a

written request of the warden, we may see a pris-

oner who has become disturbed in the Cook County

Jail. The average census of the County Jail is

1,300, so one can see how an unstable, emotional

prisoner may become disturbed while awaiting trial,

especially if he is a first offender, or one who is

easily influenced by the stories of punishment

meted out by the different judges and the hard-

ships to be inflicted, as relayed to him by the

more hardened inmates. Fear plays an important

part in the behavior of those awaiting trial. I have

seen one man try to jump through a closed, barred

window, just before he was to enter the court room.

He had been assured of probation beforehand by

his attorney. Others attempt suicide, and some suc-

ceed. One dropped dead on leaving the witness

stand. Some have convulsions; some become hys-

terical.

The Behavior Clinic was established in 1931,

at the instigation of the Chicago Medical Society,

the Chicago Neurological Society and the Institute

of Medicine, in order to abolish the so-called bat-

tle of the alienists. Before 1931 it was customary

for the defense and the prosecution to employ the

same number of alienists. If the defense could

afford three, or even five, it was almost mandatory
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for the State to engage the services of a like num-
ber. Under a Supreme Court ruling of the State oi

Illinois, a presiding judge is not permitted to ap-

point a psychiatrist to testify for the court, for in

that case it would become obligatory for the jury

more credence to the judge's psychiatrist

i those of the defense and prosecution. The
Behavior Clinic is allowed to examine only those

tnts referred to it by agreement between the

defense and the State's attorneys. Occasionally the

quests an examination, but the defense ob-

jects, wishing to use its own psychiatrist. The State

can then bring out the points it wishes to stress

only by means of a hypothetical question. If a

defendant refuses to cooperate in the examination

by the Behavior Clinic, on advice of his attorney,

the introduction of such evidence into the trial is

not permitted. Each side may call a psychiatrist of

the Behavior Clinic to testify in its behalf, which

means that the most poverty-stricken defendant

may receive the same psychiatric attention as the

wealthiest, and. in most cases, the report of the

Behavior Clinic has been accepted by both the de-

fense and the prosecution as unbiased.

An examination bv the Behavior Clinic consists

of the following:

( 1 ) A physical examination

( 2 ) A psychological examination

(3) A social history

( 4 I A mental examination.

The physical examination is especially important

in hysterical conditions, malingering, hypertension

and organic svndromes.

In the psychological examination one must as-

sume that the I. Q. is not lower than that obtained,

but may be higher, depending upon the desire of

the patient to cooperate. A patient who wants to

be committed as feebleminded in order to avoid

punishment, will try to refrain from answering

questions. Then it is important to evaluate the

social history, if obtainable, the mental examina-
tion and observation of the patient, in making the

report to court.

The social history should be obtained from many
intimate sources and is of great assistance in the

diagnosis. For instance, one patient attempted to

hold up a liquor store, stating that his thumb was
a revolver. In the mental examination he told his

story in a matter-of-fact manner, without discuss-

ing any previous mental difficulties. From the his-

tory we learned that he had attempted suicide the

day before by jumping in front of an elevated

train, and that he had been responding to auditory

hallucinations for some time. The family did not

want him committed, but were very anxious that

he not suffer the consequences of the atttempted

hold-up.

Another family gave a long, detailed history of

psychotic behavior, which story was substantiated

by the patient. When he learned that he would not

be committed to a civil institution, and especially

one where he had previously worked, he promptly

changed his story and was sentenced for his offense.

In addition to our report to court, which in part

summarizes the mental examination, not touching

upon past offenses or incarcerations, a verbatim re-

port of the mental examination is kept in our file,

so that if the examiner is called upon to testify in

the case direct quotations can be given. It must

be remembered that there is no privileged com-

munication in the examination, and all information

obtained may be brought out in the court proceed-

ings. It is not mandatory for a patient to submit

to the examination by the Behavior Clinic, although

he may submit to an examination by a psychia-

trist of his own choosing. If one is appointed at

the request of the State's attorney, the patient may
stand mute. This in itself is the highest form of

cooperation, but such behavior may not be intro-

duced as evidence in the courts of Illinois.

The diagnosis in our summary of the examina-

tion states whether any active mental disease is

diagnosed: then if the individual knows the nature

of the charge against him and if he can cooperate

with his counsel. If he does not know the nature of

the charge, or is able to cooperate, he is presumed

to be legally insane. It is then mandatory to im-

panel a jury of twelve, and if be their verdict that

the defendant is insane, he is committed to an in-

stitution for the criminal insane, where he is to

remain until such time as he is totally and perma-

nently recovered. Upon recovery he is to be re-

turned to court to be tried on the original charge.

In 1942 a general paretic, who had killed his father,

was examined bv the Behavior Clinic and found

insane by a jury at the time of our examination,

which was many months after the crime. He was

committtd to an institution for the criminal insane.

In 1949 he was returned to court and a jury found

him to have recovered. His attorney thought that

he would be acquitted on a plea of insanity at the

time of the crime, but my testimony was limited

to his mental condition at the time of the examina-

tion. The jury sentenced him to 40 years in the

penitentiary.

Tn Illinois one may be

1 ) insane at the time of the offense but sane

at the time of going to trial: or

2) insane at the time of the crime and insane

at the time of going to trial: or

3 1 he mav become insane before going to trial

and be insane at the time of going to trial: or

4) become insane during the trial: or

5) become insane before sentence; or

6) become insane before execution of sentence.
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If at any time the question of sanity is brought

before the court it is mandatory to impanel a jury

of twelve to pass on the mental condition of the

individual. Xaturally, if the electric chair is in the

offing, one must be suspicious of malingering. From
the observation of the behavior of one patient

charged with murder and his answers in the course

of the mental examination, the examiner would have

been inclined to make a diagnosis of inability to

cooperate with his counsel. However, a letter to

his wife was intercepted by one of the jail guards,

which read in part: "I am not supposed to be

aware of anything, as I am supposed to be crazy.

I want to impart some information to you which

you in turn will give to the lawyer representing

me. Don't you realize that my life hangs in the

balance, that everything depends on you, as I put

my trust in you? So please, for God's sake, heed

my words. Don't you realize that they want to

make an example of me and put me in the electric

chair, even though they may not be able to do it

if I go to trial? It is too late to turn back now. I

have gone too far and they are mad at me because

if I am pronounced insane it will spoil the State's

case and they will have to commit me to the

Psychiatric Division until I am cured, and then I

will come back and have a chance to beat the rap,

because I can contend that I was not responsible

for my actions. After you have copied the infor-

mation burn this letter up. I want you to volunteer

this information of your own accord because you
naturally know all about my life." He then gave a

list of friends to call upon to testify that he gave
the impression of being "unstable, irrational and
unsettled; that he would always lose interest in

things he was doing, would begin a conversation

and suddenly stop in the middle of it and start

roaming, would sit and stare into space for long

periods of time paying no attention to those about

him. He advised that all his friends be informed

of this and then that they be subpoenaed to testify

in court. In a 12-page letter he outlined the steps

one by one. Confronted with this evidence, his be-

havior changed immediately. He submitted to the

mental examination and no overt signs of mental
disease were elicited.

The State of Illinois has special tests to estab-

lish the responsibility of an individual at various

stages of the trial:

At commission of a crime: When an accused

person is put on trial for a crime or misdemeanor,
the correct test as to insanity is whether or not the

defendant is capable of knowing right from wrong
as to the act in question, and is capable of ex-

ercising the power of choosing either to do or not

to do the act and of governing his conduct in ac-

cordance with such choice.

Before trial: He is not considered a lunatic or

insane if he is capable of understanding the nature

and object of the proceedings against him, and if he

rightly comprehends his own condition in reference

to such proceedings and has sufficient mind to con-

duct his defense in a rational or reasonable manner,

although upon some other subjects his mind may
be deranged or unsound.

Before Judgment: A person that becomes lunatic

or insane after the commission of a crime or mis-

demeanor shall not be tried for the offense during

the continuance of the lunacy or insanity. If, after

the verdict of guilty, and before judgment is pro-

nounced, such person becomes lunatic or insane,

then no judgment shall be given while such lunacy

or insanity shall continue. And if, after judgment
and before execution of the sentence, such person

becomes lunatic or insane, then in case the judg-

ment be capital, the execution thereof shall be

stayed until the recovery of said person from the

insanity or lunacy. In all of these cases, it shall

be the duty of the court to impanel a jury to try

the question whether the accused be, at the time

of impaneling, insane or lunatic.

Before Execution: The defendant before execu-

tion is to be regarded as sane and not lunatic,

when he has sufficient intelligence to understand

the nature of the proceedings against him, what he
was tried for originally, the purpose of his punish-

ment, the impending fate which awaits him, and a

sufficient mind to know any facts which might ex-

ist which would make his punishment unjust or

unlawful, and sufficient of intelligence to convey
such information to his attorney or the court. When
he has not such intelligence and mental ability he

is to be regarded as insane or lunatic by the verdict

of the jury, if so found, and his execution stayed

or delayed.

The same tests apply for feeblemindedness and
insanity in Illinois, that is, one must not be able

to distinguish between right and wrong and must
not be able to cooperate with counsel.

If a defendant before the court has ever been

committed as feebleminded or insane (mentally

ill), a restoration must be held in order to prevent

a reversal of the sentence at some future time.

This must be before a jury of twelve.

-Mention has been made of the McNaghten rule,

which is the answers made by the House of Lords
to fifteen judges in England in 1843. From their

answers result the basic rule for responsibility in

regard to criminal actions.

A person is not criminally responsible for an

offense if at the time it is committed he is men-
tally unsound as to lack of knowledge that the act

is wrong. This is called the "right-and-wrong" test.

This part of the rule is law in all but two states.

This is the sole test of irresponsibility in England
and in 29 American States, including South Caro-
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lina. The wording of the rule varies considerably:

in fully half the cases it is stated that to be ex-

cused the defendant must be so disordered as not

to know the "nature and quality" (sometimes "na-

ture and character," "consequence," etc.) of the

m i I if he did know it, that he did not know it

was wrong.

In 1843 in Ohio a jury was instructed that if

the defendant at the time of the act could dis-

criminate between right and wrong and was con-

scious of the wrongfulness of the act and had the

power to forbear or to do the act, he was responsi-

ble. This was the introduction of the "Irresistible

Impulse Doctrine" into the American Courts.

In the following year in Massachusetts, Judge
Shaw charged a jury—"If it is proved, to the sat-

isfaction of the jury, that the mind of the accused

was in a diseased and unsound state, the question

will be. whether the disease existed to so high a

degree that for the time being it overwhelmed the

reason, conscience and judgment, and whether the

prisoner in committing the homicide, acted from

an irresistible and uncontrollable impulsfe: if so,

then the act was not the act of a voluntary agent,

but the involuntary act of the body, without the

concurrence of a mind directing it."

Since that time, in 1 7 States, will power enough
to resist the impulse to commit a crime has been

added to the knowledge that the act is wrong.

To repeat, 29 States base criminal responsibility

on knowledge of the so-called "right-and-wrong"

test: 17 States and the District of Columbia add
the second test of irresistible impulse. In these latter

jurisdictions a person is excused if he is incapable

of knowing the wrongfulness of the act, or even

though he does know it is wrong, if he is incapable

of controlling the impulse to commit the act.

In New Hampshire the court has rejected both
of these tests and has a rule that there is no legal

test of irresponsibility by reason of insanity: "It is

a question in fact for the jury in each case, whether
the defendant had a mental disease, and if so

whether it was of such a character or degree to

take away the capacity to form or entertain a
criminal intent."

In Rhode Island the court has never passed

upon the question of a legal test of insanity.

In Nebraska feeblemindedness and mental dis-

ease have been held grounds for mitigating pun-
ishment.

Of our many interesting cases I will cite only

two of current interest:

In the Chicago Daily Tribune of August 6th appeared a
detailed story of a 23-year-old white man being killed by
the police in the Northwestern R. R. Station washroom.
He had, when stopped by a policeman tor a minor traffic

violation, shot the policeman and sped away. The chase
was taken up by another policeman and a gun battle

ensued. This man had been sought by the police since Feb-

ruary for auto larceny and the car that he was driving

at the time was stolen. His police record dates back to

1943 when he was 17, a year after he had dropped out

of high school. He was placed in a mental hospital in 1943

lor three months' observation. A report from the hospital

said "psychopathic personality, but not insane." He was
of the braggadocio type—aggressive, impulsive and without

inhibitions. He was the son of immigrant Polish-Ukranian

parents, the father a good wage-earner.

On February 19th, 1943, the boy was sentenced to six

months in the County jail for burglary. On May 20th of

that year, after serving less than half of his sentence, he

was arrested again for a school burglary and put on pro-

bation to a farmer. After he had beaten the farmer's son

the farmer sent the incorrigible back to Chicago. On Octo-

ber 24th, 16 days after his probation supervision expired,

he again was placed under six-months' supervision on an-

other burglary. In an effort to keep him out of trouble the

father chained the boy at home to a bed, when he went
to work as a night defense-plant employee. The father

later placed him in a private sanitarium, where he was
given shock treatment. On October 27th, after threatening

his mother, he was declared a "constitutional psychopath"

and committed to Manteno State Hospital. On January

16th, 1944, he was released as not insane. A sanity hearing

was held and I testified that he was a "constitutional psy-

chopath.'' In March, 1944. he drew another six-months'

jail sentence for petty larceny. He was arrested again in

December, 1944. for investigation, and again in April,

1943, for burglary of a candy store, a drug-store and a

bowling-alley. Prior to his trial on this charge he was
placed on three-years' probation on March 6th, 1945. by a

judge of the Criminal Court. On May 29th, 1946. he was

brought before the Chief Justice of the Criminal Court,

having confessed stealing checks from his employer, the

Northwestern R. R. He was sentenced to one to two years

in the penitentiary as a probation violator and was re-

leased one year later as a model prisoner. His last court

record was in 1948, when he was dismissed for want of

prosecution.

The records of the Behavior Clinic show that we saw
him once in 1945, when he was 18, and the physical ex-

amination was normal. In November, 1943, he was taken

to the Cook County Psychopathic Hospital, where he was
diagnosed as a "constitutional psychopath with psychosis,"

and committed by the County Court to State Hospital.

The social history as obtained from the parents in 1945

revealed, in addition to that quoted in the newspaper, that

in April, 1943, the patient and several other boys were

caught burglarizing a school. The patient was brought be-

fore the Juvenile Court, placed on probation, and sent to

a farm early in Spring, where he was to remain until Fall.

After two months he came home. His father learned from
the farmer that the patient had made sexual advances to

the farmer's 14-year-old son. threatened to kill the boy
with a piece of lead pipe if he did not submit.

The patient was taken to a doctor, who advised that he

be brought to the Psychopathic Hospital. The mother chose

a private sanitarium, where he was kept in restraint, and
was given three electric-shock treatments.

After the patient returned home he would become angry

easily, always wanted to fight ; seemed unable to concen-

trate; said he wanted to go to school, but it was too hard
for him. He had several jobs in different factories and had
never worked longer than two weeks at a place. When
urged to go to work he threw dishes on the floor. He did

not hear voices or see visions, but would sit and talk to

himself about trains and horses. He had no ideas of per-

secution.

He slept well, but after the family was asleep, would go

out, and, with other boys, burglarize pigeon coops in the
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neighborhood. He liked to wear clean flashy clothes, but

refused to take a bath. He refused to sleep elsewhere than

on the floor in the living room. He had a tremendous

appetite.

Late in 1943 the patient told his father he had a job.

The father learned from other children that patient and a

friend were planning, a robbery. In patient's personal be-

longings the father found plans for a robbery. Before

dinner that night the patient began looking all around the

house, said he was looking for a dagger, and told his

father to shut up because the patient was tired of hearing

him talk.

He tried to leave the house and the father held him
while another son brought a chain, with which patient's

foot wast fastened to the bed. The father went to work,

the patient threatened to kill the mother, and she called

the police. At this time he was taken to the Psychopathic

Hospital and later to State Hospital, where he was diag-

nosed as "without psychosis, psychopathic personality."

This hospital reported, also, that he at 14 was treated be-

cause he heard noises from trains and whistles.

When he returned home from the State Hospital he went
to work and brought his money home. Soon with another

boy he broke into a gas station. Again in Boys' Court, he

was sentenced to the Cook County Jail for six months.

Out of the jail two months with another boy in a bowl-

ing-alley, he drank beer and whiskey, staid out all night,

and when he came home said he did not remember what
he had been doing. The next day the police came and took

him. His boy friend had a drill and had been trying to

get into a safe, but could not open it. Upon trial, this was
in 194S, he was given three years' probation.

In the mental examination by the Behavior Clinic he was
cooperative, at ease and answered questions. He showed
no concern about his behavior. He admitted some alco-

holism and attributed most of his conduct to drinking.

Another case which created national interest was
that of a 19-year-old girl who became infatuated

with a baseball player, with whom she was never

in contact until the time she shot him.

The patient (hereafter called Y) came of German pa-

rents, both of whom had a high school education. The
father was a good provider for his family, the mother a

good housekeeper. Y with each of the usual childhood dis-

eases was out of school longer than the ordinary child. At
10 her tonsils were removed, she was nervous, and ex-

pressed a feeling as "if her right eye were on top of her

head." At 14 she refused to permit a physical examination

by a male physician. Her school record was good. She
was given a double promotion one year, although she pre-

ferred to remain with her own class. Her ambition was to

be a private secretary. After graduating from high school

she completed a commercial course and got her own job

rather than one offered her by the school. When the time

came for the initial interview she became panicky and
finally accepted a position as file clerk. She worked hard,

assumed responsibility and was well liked. At 16 at a ball

game she became interested in one of the players. When
the subject of the ballplayer monopolized the conversation

the parents tried to divert it to other subjects, to which
the girl objected. She began to buy records that came out

in 1936 or had a 36 in them, because that was the player's

number. He came from Boston, so she ate baked beans.

He was of Lithuanian extraction, so she studied that lan-

guage. One day she quit her job in mid-afternoon, stating

that her employer reminded her of the ballplayer. She
roamed the streets the remainder of the day, and until

late into the night. She remained away from work for

several weeks. In January she returned to work but con-

stantly thought of the ballplayer. She saw the movie, "The
Snake Pit," several times, because one of the actors re-

minded her of the ballplayer. Finally, her behavior at

home became such that she left, to live by herself.

In June the ball team came to Chicago and she made a

reservation at the hotel at which the team usually stayed.

For many months she had planned killing him and had
bought a gun for that purpose, because she felt she could

not have him. On June 14th she left a note inviting him
to her room. She planned on killing him with a dagger

when he arrived, but he walked past her and sat in a

chair. She then went to a closet, brought out the gun
and shot him. She was very upset that people did not even

know the ballplayer and did not come out of their rooms
to pay attention to her for having shot him.

Later when she was examined in the County Jail she

summarized her behavior: "First of all I think I shot him
because I liked him a great deal and I knew I never could

have him, and if I couldn't have him, neither could anyone
else. Secondly, I had the idea that if I shot him I would
have to shoot myself. In the third place, I wanted publicity

and attention for once."

As her stay in the jail progressed she developed the de-

lusion that he frequently visited her in the cell and at

times would respond to auditory hallucinations. She would
carry on a conversation with him and accuse him of trying

to place her in a mental hospital, when in reality she felt

she should be at home or at least in a jail. It was felt that

she was unable to cooperate with her counsel, and she was
committed as insane.

These two cases are cited because of their news-

paper publicity, from the many hundreds that could

be given. The first was a long history of antisocial

behavior which was not committable in a medical

sense in Illinois, but his behavior was such that he

should have had constant supervision. The second

case was of an adolescent crush and hero worship

which progressed into schizophrenic behavior.

In closing, as my recommendations for the im-

provement of forensic psychiatry, I would suggest

that a complete psychiatric evaluation be made on

all youthful offenders, and special attempts made
to rehabilitate them. We will continue to have

difficulty in differentiating between insanity, that

is, irresponsibility in the legal sense, and mental

llness in the medical sense.

We should strive to do away with the insanity

issue at the time of trial, and have the individual

tried on the offense; then use psychiatry as a

means of disposal and not as a means of defense,

thereby removing much of the unfavorable impres-

sion of court psychiatry in the layman's mind.

Psychiatry is now used as a defense and the guilt

or innocence is not proven. The innocent, if found

committable, suffers along with the guilty and is

incarcerated with the guilty.

The layman feels that psychiatry can be bought

at a price, and we have found that in widely pub-

licized newspaper cases well known psychiatrists

have offered their services. I would suggest the en-

actment of laws so that a panel of psychiatrists

could be appointed by the court and be avialable

To Page 372
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Priscoline and Etamon: A Comparative Study
...\i w, M.D.. Toledo, Ohio

INTEREST in peripheral vascular disease prob-

lems, like most everything else in medicine, was

tremendously stimulated by World War II. This

not only manifested itself in an increasing

realization of the importance of more accurate

es with a subsequent increase in the total

number of cases being viewed, but also stimulated

the tlevelopment of drugs and surgical procedures

designed to ameliorate or cure these vascular dis-

ease conditions. Of the many drugs available for

treatment, two were chosen for a comparative

study. These two were chosen because their ease

of administration would lend itself to more general

use by the physician, and because results so ob-

tained more nearly approached that obtained by

the more selective, local action of a novocain para-

vertebral block.

The drugs chosen were Etamon, 1 a ganglionic

blocking agent, and Priscoline,- an adrenolytic and

sympatholytic agent.

Certain statements have appeared in the litera-

ture in which the use of an agent which produces

generalized vasodilatation is deprecated, on the

ground that blood will follow the path of least re-

sistance and therefore flow more readily into the

dilated non-diseased vessels than into the dilated

diseased vessels, thereby producing a paradoxical

response with circulation more inadequate than

previous to the injection. The theory enunciated by

De Bakev et al.'
;

in their paper. "Hemometakine-

sia." is substantiated by other workers: but it must

i that, despite the more ready ingress

of blood into normal rather than into diseased blood

vessels, vasodilatation of a generalized nature is

productive of increased blood Bow to l»'th types of

and this, too, has been confirmed.'4

The series originally comprised forty (40) pa-

tients. Some were -ten in the out-patient depart-

ment, others were seen as patients in tin
'

For various reasons thirty-one t

;
1

I
patients were

excluded from this report. Some did not receive

enough of one drug to effect a worthwhile com-

parison with the other. In some the ingestion of

fund with its production of heat due to specific

dynamic action followed too closely the administra-

tion of either drug, and thus the results achieved

could not certainly be attributed to the drug alone.

In some the time between institution of absolute

rest and drug injection was too short to permit of

basal conditions being effected. However, although

this series is small it is adequate for our purposes,

and the results obtained represent the selection of

patients and individual tests of these patients de-

signed to make the study worthwhile.

In this series there was one case of livedo reticu-

laris, one of causalgia, three of Raynaud's phenom-

enon and four of arteriosclerosis obliterans. The

age range was from thirty-two to seventy-eight

years. All skin temperatures were recorded with a

.McKesson dermalor.

This study brings up the question of the value

of skin temperature studies. (Coller et al.
5
) Failure

to produce a rise in skin temperature is not a con-

traindication to therapy, and a rise in skin tem-

perature is just one more positive factor to be used

in planning further treatment, medical or surgical.

In other words, skin temperatures may be compar-

ed to a laboratory procedure wdiich if positive is of

assistance and if negative is of neutral value. The

skin temperature represents the objective part of

the study and the patient's clinical response, as

measured by physical signs and answers to various

questions, represents the subjective part.

The chart is divided into two parts; the first,

showing the average rise per hand or foot, was

arrived at bv adding (or subtracting as the case

might be) the reading for each finger or toe. The
second part showing the average rise per finger or

toe was arrived at by dividing the first figure by

five.

Chart

Each patient was checked at least three times, some
seven times, on different days, and some during different

C.i-i 7

R L R £.

I 8.6 17.6 1.72 3.S1

P 14.1 15.9 2.82 2.84

Case 2

E 5.9 4.6 1.17 .92

P 9.9 5.5 1.98 1.1

I

E 54.9 30.9 6.9S 6.17

P 41.5 40.6 8.30 8.12

E 16.5 17.5 3.29 4.49

P 16.8 19.9 3.35 3.99

E 27.0 28.3 5.40 5.75

P 6.7 6.6 1.34 1.32

Case 6

E 37.05 30.4 7.38 6.08

P 25.6 26.2 5.12 5.24

Case 7

E 30.2 24.55 6.04 4.91

P 46.6 43.1 9.32 8.62

Case 8

E 13.6 8.05 2.71 1.61

P 19.1 17.5 3.82 3.5

Case 9

E 3.90 5.8 .78 1.16

P 19.9 26.6 3.98 S.32
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Conclusions

Etamon, a ganglionic blocking agent, and Pris-

coline, an adrenolytic and sympatholytic agent, ob-

jectively produce a similar temperature response.

Subjectively the response is different. This will be

the subject of another paper.
—1610 Sylvania Avenue
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A.M.
9:30-

PROGRAM (TENTATIVE) FOR TRI-STATE
MEDICAL ASSOCIATION MEETING

FEBRUARY 20 AND 21, 1950

February 20th—First Day

-Call to order by Chairman of Local Com-
mittee, Dr. W. T. Parker, Fayetteville.

Invocation.

Address of Welcome by Dr. W. T. Parker,

Chairman of Local Committee.

Response by Dr. Hubert A. Royster, our

senior living ex-President.

-Meeting turned ovtr to the President, Dr.

Russell Buxton.

Dr. W. L. Pressly, Due West, S. C, as

Moderator: Panel on General Practice—

3

papers—one from each State.

-Modern Concepts of Thyroid Therapy by
Guest Speaker, Dr. Geo. Crile, Jr., Cleve-

land. Questions and Answers.

-Time unassigned—to be filled later.

-Paper on Pediatric Problems as seen and
solved by the General Practitioner.

-Officers' Luncheon. Minute talk by each

member stating when he joined and why.

-One Answer to the High Cost of Medical

Care, bv Dr. George Wilkinson, Greenville,

S. C.

-General Practice and its Assets, 2 discus-

sions. Chairman Dr. Wingate Johnson,

Winston-Salem. Discussion, Dr. G. F.

Bond, Bat Cave, N. C.

-Present Status of the Antibiotic Therapy.

Essayists to be Engaged.

10:00-

11:30-

P.M.
12:10-

12:40-

1:15-

2:15-

2:45-

3:15-

A.M.
9:00-

9:20-

3:45—Two discussions from Medical Schools.

4:25—Neurosurgery, by Guest Speaker, Dr. J. E.

J. King, New York City. Questions and
Answers.

February 21st—Second Day

Anaesthesiology, by Dr. Edward B. Tuohy,
\\ ashington.

Panel on Pediatrics: Professor of Pedia-

trics from one of the Colleges as Modera-
tor, and others from other schools.

One paper on Contagious Diseases

One paper on Nutrition

One paper on Care of the Premature

Baby
Questions and Answers

The Value of a Good History in Medical

Diagnosis, by Internist.

Two discussions of 5 minutes each.

-National Efforts in the Treatment of In-

fantile Paralysis, by Guest Speaker, Dr.

Hart Van Riper, New York City.

-Suspension of Uterus, by Dr. W. B. Dal-

ton, Greensboro.

-Migraine, by Dr. C. C. Coleman, Rich-

mond.

-Lunch.

-Announcements; Report of Councilors;

Report of Secretary-Treasurer.

—Treatment of Fractures about the Elbow,

by Orthopedist.

-Panel on Obstetrics to be worked out by
Dr. W. R. Payne, Newport News.
-Installation of new President. Adjourn-

ment.

Night Session

-Banquet. At Head Table all officers of the

Association, and of the State Societies of

Virginia, North Carolina and South Caro-

lina, Officers of Cumberland County So-

ciety, Officiating Clergyman, Eldest Mem-
ber present, and one from greatest dis-

tance.

-Introduction of Guests.

-Guest Speaker, Hon. Clyde R. Hoey, Se-

nior U. S. Senator from North Carolina,

on North Carolina's Good Health Pro-

gram.

-Presidential Address.

Adjournment.

10:40—

11:10-

11:50—

P.M.
12:20-

1:00-

2:00-

2:40-

3:20-

4:30-

6:30-

7:45-

8:00-

8:45-

9:45-

Soutiieastern Allergy Association Bulletin

The fifth annual meeting of the S. A. A. will be held at

the Columbia Hotel, Columbia, S. C, on Saturday and
Sunday, Feb. 11th and 12th, 1950. Guest speakers will be
Dr. Jonathan Forman, president of the American College

of Allergists, and Dr. Theodore Squire, president-elect of

the American Academy of Allergy.
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DEPARTMENTS

HUMAN BEHAVIOUR
For this issue J. R. Caunders, M.D., Richmond. Virginia,

Member of the Staff of Westbrook Sanatorium

INVOLUTIONAL PSYCHOSES
Several factors have recently impressed me

with the importance of the recognition of depres-

sive reactions in clinical medicine. Not so long ago

the son of one of my patients was discussing his

father's case with me. During the course of our

conversation I learned that his father, who at that

time was suffering with definite involutional mel-

ancholia, had during the past year expressed num-
erous hypochondriacal complaints and had con-

sulted main physicians. Included among these

complaints were gastrointestinal disturbance, fa-

tigue, insomnia and various aches and pains

throughout his body. He finally decided his teeth

were the cause of his trouble and with some per-

suation he consulted a dentist who removed all

his teeth. These symptoms gradually grew worse

and finally, practically overnight, he developed a

full-blown psychosis in keeping with an involu-

tional melancholia. It was at this time that the

patient's family first awoke to the realization that

he was abnormal mentally. If the prodromal symp-
toms that no doubt had existed for several months
had been recognized, it is possible that with the

proper treatment actual psychotic symptoms might
have been prevented.

I have been impressed by the fact that very few
people realize that a man can develop mental symp-
toms at the period of life corresponding to the men-
opausal period of woman. While subject to varia-

tion in the age of incidence, involutional melan-
cholia occurs most frequentlv in women during

the late forties and in men during the late fifties.

This is the age general!) known as the involutional

age. Xoyes says that this is the period of psycho-

physiologic stress and one when increasing threats

to an insecure personality are prone to give rise to

anxiety, depression and paranoid reactions.

A key to the situation frequently is a studv of

the patient's previous personality. Such a study
usually reveals that the individual has been a se-

rious, meticulous, over-conscientious, sensitive,

stubborn and stern person. Very often the patient's

sex life has been maladjusted; his interests have
been few; he has cared little for recreation, is

cautions and hesitant about making decisions, and
has difficulty adjusting himself to new situations.

Quoting Xoyes further: "The transition to an-

other stage of life with its new and difficult prob-

lems both psychological and biological becomes

quite frustating, and there generally arises a sense

of insecurity. With the decrease of physical strength

unconscious forces, old conflicts and complexes be-

come relatively stronger and return to threaten

and torment the individual." Very often some dis-

turbing experience such as the death of a loved

one or the breaking up of the home may be the

precipitating factor in an involutional psychosis.

I feel that every general practitioner and intern-

ist should know that the classical symptoms of in-

volutional psychosis are often preceded by several

weeks or a few months of such symptoms as hypo-

chrondiacal trends. Such a person becomes irritated

by trifles, is pessimistic and suffers with insomnia.

He is suspicious and is unable to concentrate. He
shows inability to make decisions and shrinks from

his environments. He complains of distressing sen-

sations in his head, eats poorly and loses weight,

worries about his health and frequently goes from

doctor to doctor without obtaining relief. These

symptoms usually increase in intensity until mis-

interpretations and delusions are evident. There

are feelings of guilt. Trifling indiscretions of youth

may become the unpardonable sin. A common de-

lusion is that the victim is going to be horribly de-

stroyed. In no other mental dsease are suicidal

attempts so common. The depression is usually

accompanied by a marked degree of agitation.

In addition to the agitated depressed type of

involutional psychosis, a number of persons develop

a paranoid psychossi during the involutional period.

These people, as a rule, have long been critical,

inclined to blame others for their faults, jealous,

unhappy and dissatisfied. The delusions are usually

well organized and lack the fantastic content seen

in schizophrenia.

Electric shock therapy has greatly improved the

prognosis of involutional melancholia. Ninety per

cent of patients suffering with involutional melan-

cholia treated with electric shock therapy show
fairly prompt recovery, whereas before electric

shock therapy only 40 per cent of these patients

recovered. It is the opinion of most authorities that,

because of the great number of suicides associated

with this illness, patients suffering with involutional

melancholia should be cared for in an institution

for mental disorders.

Estrogenic hormones, which help to relieve men-
opausal symptoms such as hot flashes, sweats, ten-

sions, uneasiness, etc., are of little value in true

involutional melancholia.

The prognosis of involutional paranoid psychosis

is less favorable than that of melancholia. Electric

shock is also the treatment of choice in this con-

dition, but the results, as a rule, are not as good
as in melancholia.

In conclusion I wish to emphasize the importance
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of the early recognition and treatment of the pro-

dromal symptoms of involutional melancholia. By
so doing many tragedies that are prone to occur in

this disease and much unnecessary suffering on the

part of the individual may be prevented.

Elizabeth Blackwell
(W. A. Hart, M.D., in The Columbia (S. C.) Medical Recorder,

Sept.)

Elizabeth Blackwell was born in 1821 at Bristol, Eng-

land. In 1832 the family came to New York. When Eliz-

abeth was 17, the family sailed down the Ohio to the

flourishing town of Cincinnati.

In 1845 she received an offer to teach music at the

school and parsonage of the Rev. John Dickson, at Ashe-

ville, N. C, who had previously been a physician. The
next year the school at Asheville was disbanded, and Eliz-

abeth journeyed across the Alleghenies to Charlestown,

where she was welcomed by Dr. Samuel Henry Dickson,

who obtained for her a teacher's position in the fashion-

able boarding school of Mrs. PuPre. All her space time was

spent in pursuing the medical studies which Dr. Dickson

directed. At that time he was one of Charlestown's leading

physicians, and had been the teacher of James Marion

Sims.

Editorial Comment: Most of us are familiar with Dr.

Elizabeth's career in general. Few know that she spent any

time in Carolina.

SURGERY
LUMBAR PARAVERTEBRAL SYMPATHETIC

BLOCK
Lumbar paravertebral sympathetic block is a

commonly practiced procedure in both diagnosis

and treatment of vasospastic disease of the lower

extremities. The usual method is to inject an aque-

ous solution of procaine around the ganglia. As the

effect of the procaine lasts only a few hours at

most, should one desire a prolonged block it would

be necessary to repeat the injection at intervals of

24 hours—or even less. As the procedure is more

or less painful, patients frequently object to re-

peated injections.

In order to obtain a sustained action, as well as

to avoid the necessity of repeated injections, Thom-
ason* and Moretz have devised a technic by which

a continuous block may be obtained. A Tuohy
needle is inserted just beneath the transverse proc-

ess of the second lumbar vertebra. Through its

lumen a catheter is inserted until it reaches the

distal end of the needle. The needle is withdrawn

leaving the catheter in place. Procaine 1 per cent

8 ex. is injected through the catheter every three

hours. So as to reduce the danger of infection

30,000 units of penicillin are added to the pro-

caine solution. As the catheter is flexible, the pa-

tient is comfortable. The injections cause no pain.

The sympathetic block is well sustained.

Continuous blocks thus given have been found

more effective in the treatment of vasospastic dis-

ease. By using this procedure one can better eval-

uate the adequacy of collateral circulation before

deciding as to amputation. Sympathectomy may
be delayed for a number of days until the patient

is in better condition for operation.

How to Treat and Advise in Cases of Cryptorchidism
(Denis Browne, London, in Proc. Royal Soc. of Med., Sept.)

As to the treatment of the retractile testicles, my own
practice is to leave them alone to descend as and when
they will, reserving hormone treatment for such cases as

show a lack of these substances by obvious sexual under-

development. There has been a strange lack of discussion

on the effects upon the cells of the testicle of the various

substances used.

Any practitioner knows there are limits to the amounts
of thyroid or adrenal extract that can be safely injected,

but it is quite a new idea to many that a testicle may be
atrophied by certain gonadotrophic substances in certain

doses.

There has been a shifting lately of the indications for

hormone treatment from anatomy to physiology, on the

grounds that boys may develop complexes about their

virility if their testicles are not constantly in the adult

position, or that they may be exposed to jeers from their

contemporaries on the same account. My own experience of

these cases is now very large, and I have never known
a boy to express anything but relief on being told that his

testicles merely needed leaving alone. In the course of va-
rious athletic and military pursuits I have been among
groups of unclothed males of different ages, nationalities,

and social status, and among them all comments upon the

genitalia would have been regarded with general dis-

approval.

For Palliative Operation for Gastric Cancer
(N. C. Tanner, in Proc. Royal Soc. of Med., Sept.)

It is still unhappily the universal experience of surgeons
engaged in the treatment of gastric carcinoma to find that

the majority of patients, even of those who survive radical

resection, die within five years. Nevertheless, radical resec-

tion of the tumour relieves pain, vomiting and anaemia,
restores the patient to his home and usually to his work.
Even a year of such relief fully repays the surgeon's efforts,

and at the age at which gastric carcinoma usually appears,

it is a valuable addition to the patient's life. No one who
compares the after-histories of the resected with those of

the unresected cases of gastric carcinoma can doubt the

great happiness and relief conferred even by palliative

surgery, particularly if some hope of cure can be enter-

tained.

,
Improved Benzidine Test

(M. B. Levin et al., in Rev. Gastroenterol., 16:650-651, 1949)

Meat fasting is unnecessary. Particles of meats, animal
charcoal, insoluble metal salts, and oxidase-containing foods

are filtered out and oxidases destroyed by acetic acid.

A small portion of feces, well-mixed in distilled water, is

passed through filter paper. Into 3 c.c. of the filtrate are

mixed 8 drops of 50% aqueous or glacial acetic acid, then

8 drops of 3% hydrogen peroxide. The mixture is shaken.

Alcoholic benzidine solution is overlaid, drop by drop, to

obtain a contact ring which mixes slightly with tilting. A
greenish ring at the area of contact sperading into the

solution within two minutes is a positive reaction. For

vomitus or gastric contents, water in half the volume of

material used is added before filtering. Urine is first cen-

trifugalized or sedimented, and 0.4 c.c. of distilled water

mixed with the bottom 0.1 c.c. containing the sediment.
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THERAPEUTICS
J. F. Nash, M.D., Editor, St. Pauls, N. C.

ANTIHISTAMINE DRUGS IN THE TREAT-
MENT OF INFECTION OF THE UPPER

RESPIRATORY TRACT
SPECIAL REFERENCE TO THE COMMON COLD*

From the Department of Otolaryngology, The Nalle Clinic.

Histamine may produce: contraction of smooth

muscles of the bronchioles, vascular system, intes-

tine and uterus; dilation of capillaries of the skin

and mucous membranes; stimulation of secretion

in lacrimal, nasal, pulmonary and gastrointestinal

glands; and pain or itching through action of the

end-organs of nerves in skin and mucous mem-
branes.

The occurrence of such phenomena in attacks of

hayfever and vasomotor rhinitis, fortified by clini-

cal reduction of symptoms upon use of therapeutic

methods to reduce the histaminic reaction, has led

to fairly general acceptance of histamine, or hista-

mine-like factor, as a major causative agent in

these afflictions.

In 1947, a surprising percentage of the patients

coming to the Nalle Clinic was known to be aller-

gic. A plan was hit upon of treating these students

with antihistamine drugs in addition to usual

treatments for the common cold. The response was

surprisingly good. Gordon 1 reviews experiences in

500 cases of common cold, some of which were

complicated with bacterial infection. The comments

are impressions rather than conclusions.

Our cases were (1) simple virus infections, and

(2) bacterial infections, on the basis of cultures of

the respiratory tract. Patients showing inflamma-

tion of the respiratory tract with no pathogenic

organisms appearing on culture were considered to

have a virus infection. Uncomplicated colds receiv-

ed only antipyretics and analgesics. Cases of bac-

terial infection received parenteral chemotherapy,

and in some cases, local therapy to infected sinuses

or ears. Nose drops were not prescribed, although

some patients used them on their own.

Between 85 and 92 per cent of the cases showed

benefit from using one of these drugs, except for

the group of allergic adults with bacterial infection.

In this sort of problem, 65 per cent chance of bene-

fit is worthy of trial. In both adult and childhood

uncomplicated common colds, some 8 per cent of

the patients experienced complete and permanent

relief from all symptoms within six hours. We
would like to believe that in this small group a cold

was "aborted."

Diphenvlamine hydrochloride (benadrvl), the

first drug used, is most beneficial with severe aller-

gic backgrounds, proving beneficial in 83 per cent

*J. S. Gordon, M.D., Charlotte, in The Laryngoscope, Dec,

of cases. Benadryl produces drowsiness of some
degree in most adults; and in 8 per cent of the

cases treated it was necessary to stop the drug for

this reason. In three cases, it produced severe ver-

tigo and had to be discontinued. The usual dose

was 0.05 gm., three or four times a day. Doses of

0.025 gm. were rarely effective in adults. For per-

sons weighing less than 100 pounds elixir of bena-

dryl (0.01 gm. per 4 c.c), in dose of 4 c.c. four

times daily, was found to be the most effective of

all the drugs tested in children—90 per cent bene-

fited. One child's nausea and vomiting from the

drug required discontinuance.

Tripelennamine hydrochloride (pyribenzamine)

seemed slightly more effective in adults than the

other drugs—relieving in 88 per cent. This drug

produced less drowsiness than benadryl, required

discontinuance in only 3.3 per cent, one-half as

frequently as with other drugs. The dose of pyri-

benzamine was 0.05 gm. every four to sLx hours;

those less than 100 pounds, 0.025 gm. every four

to six hours. The untoward reaction in two adults

was anuria; both voided normally eight hours after

stopping the drug. Both were tried a second time

on the drug with a recurrence of the anuria. Six

patients became very drowsy, and the drug was

discontinued. In two serious nausea and dizziness

necessitated stopping the drug.

The control or alleviation of nasal congestion

and discharge, headache and malaise, has been a

gratifying feature of the use of antihistaminic

drugs in these cases. The use of strong vasoconstric-

tors on the nasal mucosa is, in our opinion, to be

condemned. The nasal mucosa will function more

normally in combatting infection if its physiologic

processes are not disturbed by the local use of irri-

tating drugs.

This excellent report is welcomed, and gladly

passed on to our readers, for the relief of their pa-

tients' discomfort.

As to the economic waste: if more manufactured

goods were produced in the time now lost to pro-

duction by disability from the common cold, we
would just have more strikes; if more farm prod-

ucts, there would just be more surpluses on which

to waste the taxpayers' money by the hundreds of

millions.

THE COURT PSYCHIATRIST—From P. 367

to both sides; that all psychiatrists testifying in

court have all available information from either

side, to avoid partiality, and that their fees be

paid by the State.

Newspapers should not be allowed to glamorize

crime.

The hypothetical question should be abolished

and testimony should be along medical lines as far

as it is humanly possible to do so.
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HISTORIC MEDICINE

SIR WILLIAM KNIGHTON, BART.

We are indebted to Dr. Harley Williams1 for

knowledge of a remarkable physician. Especially

interesting bits are given in the following para-

graphs.

William Knighton's father disappeared leaving

his children to be brought up by their mother. The
father of this unsatisfactory parent thereupon en-

dowed his daughter-in-law with 500 pounds. John

Wesley had been preaching in the West Country

and had set a high moral tone. The boy grew up

with this negative parental example always before

him. His mother married a second time.

To an uncle, a surgeon-apothecary in the market

town of Tavistock, William Knighton was appren-

ticed. In the evening he studied Virgil, Homer and

Horace, and on Sunday religious books. It was the

wholesome theory of the 18th century that a phy-

sician ought to be a man of culture.

The American War was over, and the French

War had begun. William Knighton decided to go

up to London and study anatomy in the United

Hospitals of Guy's and St. Thomas's. At 21 he

was appointed Surgeon to the Royal Naval Hos-

pital, near Plymouth, and married the daughter of

a Captain of one of His Majesty's ships.

Knighton was always a hard worker and he kept

up his reading in the early mornings, while the

evenings were spent at balls and parties, among the

Admirals and Commanders home from the French

Wars. The naval captains and their wives, merchant

adventurers of old Plymouth, these formed the raw

material on which he learned that peculiar craft

which he was to use with such an infallible touch

as royal doctor. They came to him not only with

the honourable wounds of war, but with their livers

deranged by Peninsular port and tropical fevers;

they turned to Dr. Knighton when pursued by

scandals and tortured by the maladies of indis-

criminate love. Though he might make no vital

discoveries in medicine, he was learning to handle

wayward human nature. He now sold his practice

and decider! to make a start in London. Knighton,

admonished by the College of Physicians for prac-

tising without a degree, went to Edinburgh, where

he managed to become a member of the Royal Col-

lege of Physicians of Edinburgh, and, now better

equipped to conquer the capital, he started prac-

tice in the year 1806, determined upon wealth.

After a few years Lord Arthur Wellesley, start-

ing for Spain upon a special embassy, invited Dr.

Knighton to go with his as personal physician. In

Spain he saw grandeur and misery at close quar-

ters, and became confident of his power to work

1. Harley Williams,, in Proc. Royal Soc. of Med. (Lond.), Feb.

the physician's spell. When the Mission was over,

his patron recommended him to George, Prince of

Wales, who was one of these natures who have,

for one reason or another, perpetual need of doc-

tors. Dr. Knighton was duly presented at Carlton

House. He entered the bedroom, knelt and kissed

the Prince's hand .The Prince was suffering from

lameness, perhaps from an accident or his abuse

of laudanum, and several of his doctors stood in

attendance. On this first occasion, Knighton was
not invited to prescribe, but after his departure,

the Prince remarked that Dr. Knighton was the

best-mannered medical man he had ever met.

Among the most favoured of these medical at-

tendants was a noisy Irishman, Sir John Mac-
Mahon, now rapidly going to seed, and apt to be

indiscreet in his cups. But who was to inform the

Prince? The royal doctors decided their new col-

league. As he listened to Knighton's report the

Prince Regent became worried on the subject of

certain private papers which the old physician pos-

sessed, and at the close of the interview Knighton

was commanded to persuade McMahon to yield up
those personal letters. Gradually Knighton moved
ahead of his rivals in the service of this fascinating

egoist who was to rule England. He had managed
to extract from the dying MacMahon those papers

about which the Prince Regent was so anxious.

The Prince explained a clergyman had been sent

for to read over himself and a certain lady a few

lines, just to please the lady, but there had been no

proper marriage licence. The lady happened to be

a Roman Catholic, and she and her friends de-

clared that if everyone had her rights, Mrs. Fitz-

herbert was the wife of the Prince Regent, and
heiress to the throne of England.

The Prince came to the throne as George the

Fourth, Knighton was taken on a tour of the Ger-

man dominions, and invested with an honorary

Doctorate of Medicine of the ancient Universitv

of Gottingen, given the Grand Cross of the Teu-
tonic Order of Guelph, and appointed to a lucra-

tive office in the Royal Duchy of Cornwall. In

1812, he became a baronet, and when that other

Royal Physician, Sir Reginald Rlomfield, became
a peer and Minister to Sweden, Knighton succeed-

ed him as Keeper of the Privy Purse and King's

Private Secretary. In 1822, he wrote his last med-
ical prescription and became entirely the King's

man of business.

The King's private secretary had the delicate

duty of managing the royal ladies, and here Sir

William Knighton showed superlative talent. Lady
Conyngham had a husband of her own, but she was
treated as the suzeraine of Carlton House. One
evening Sir William noticed, sparkling in her head-

dress, a 'arge sapphire belonging to the Crown
Jewels of England which had come down from
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the Stuarts; he kept his eye upon her and saw to it

that those wonderful sapphires came back to their

rightful place. Knighton was now one of the most

powerful men in England, and anyone who wanted

a royal favour wrote to him.

Mrs. Fitzherbert had not been the only royal

indiscretion, and now an important part of Knigh-

ton's duties came to be to range all over Western

Europe, as each fresh embarrassment came to the

King's attention, to collect and suppress. What, we

may ask, was this royal victim of paranoia afraid

of? To us the career of George the Fourth seems

so loaded with scandals that one or two more might

have been allowed to go unnoticed

Once the King wrote his Secretary:

"Come to me that I may have the opportunity

of expressing personally the affection which will

never cease to live in my heart so long as that

heart continues to beat." Another time, with his

attendants all around him, George the Fourth cried

out that he wished to God some one would assassi-

nate Knighton. His Majesty eventually abandoned

the attempt to preserve his figure, and allowed his

belly to descend to his knees. Fear of death, fear

of illness, fear of Sir William Knighton—these

haunted George the Fourth to his last year. Yet he

clung to his adviser. He feared the fate of his

father, George the Third, who had become both

blind and mad.

The Keeper of the Privy Purse now kept an

even more vigilant eye upon the Crown Jewels

which Lady Conyngham would have liked to ap-

priate, though by now she had long been bored

with the King. Thirty thousand pounds' worth of

stock belonging to the King was sold; the proceeds

disappeared into thin air, but everyone believed

the money had gone to Lady Conyngham. The

King knew, everyone knew, that Sir William

Knighton was endlessly indulgent to his master's

whims, yet fundamentally incorruptible. After the

King's death, the Duke of Wellington opened the

private escritoire and could not find enough to pay

the messengers who were despatched all over the

kingdom with the news. Thanks to Knighton's IS

years of vigilance the King died out of debt.

Sir William Knighton was a physician in the

age of personal influence, when almost the doctor's

sole resource was an understanding of the patient's

temperament. He ceased to practise medicine, but

he never ceased to use this extraordinary personal

gift. Among memorable physicians he finds a place,

not for his knowledge of pure medicine or for any

skill in treatment. He was great only as a guar-

dian of his Royal patient's soul. He performed that

fundamental service which every doctor must first

give to his patient, that of providing mental assur-

ance. Knighton did this superbly, because he un-

derstood the human organism in all its weakness.

George the Fourth attracted him like a psychologi-

cal magnet, through a rememberance of his own
father, and a boy's sympathy, overlaid by a lifetime

of rectitude made him indulgent. This clear-sighted

man never forgot that Prince Charming with the

curled hair and fine eyes who had fascinated him

on the first audience.

GENERAL PRACTICE
William R. Wallace, M.D., Editor, Chester, S. C.

UTERINE CANCER DETECTION IN
GENERAL PRACTICE

Twenty-six thousand women die annually

from cancer of the uterus in America; 90 per cent

of these cancers start at the squamo-columnar

junction of the cervix uteri. A method has been

evolved of determining early cancer change in this

area while cure is yet assured. Facilities for its

application are within the reach oj every medical

practitioner. Experienced microscopic study of the

cell scrapings of the squamo-columnar junction of

the cervix make a surprisingly accurte diagnosis of

cancer.

This method should be used as a sorting proce-

dure, the findings confirmed as a mater of routine

by biopsy and tissue diagnosis.

So say two Canadian authorities, 1 who go on to

say further:

The routine cytology technique is much to be

preferred to the routine biopsy. Material for a

cystological interpretation can be taken painlessly

in the office of the family physician. No special

surgical equipment is required. It is also more ac-

curate than the routine biopsy, as it provides a

sampling of cells from the entire vulnerable zone.

Cancer is not diagnosed upon the presence of an

individual atypical cell. With the "surface-biopsy"

technique the presence of an early carcinoma of

the cervix is reflected by collections of abnormal

cells in the smear which are identified by indi-

vidual cell features. Atypical cells in clusters are

pathognomonic.

In 500 healthy women having routine cytology

scrapings, 1 1 cancers were diagnosed which were

unsuspected, and they would not have had biopsy

otherwise. In another group of 1,200 received by

mail for staining and interpretation, 63 cancers

were found. While these were not all preclinical

and most were cases arousing suspicion in the

minds of their physicians, about 20 per cent were

reported as surprise finds.

The confident claim is made that the routine

application of this method insures the detection of

uterine cancer while still in a curable stage. The
glycerine mailing technique devised by Ayre and

1. J. E. & W. B. Ayre, Montreal, in //. Maine Med. Assn.,

Sept.
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Dakin places the specialized cytological laboratory

within the reach of every physician and makes the

detection of uterine cancer in women as simple and

as efficient as the detection of disease by the Was-

sermann test.

Even allowing a heavy discount for over-enthusi-

asm, these statements make wonderful news. It is

by far the most promising—in every sense of the

words—statement of the case for early diagnosis

of, and, therefore, halving the death rate from,

cancer of the uterus, that has been made by repu-

table doctors.

Every family doctor should apply this method as

a routine, and with enthusiasm.

UROLOGY
Raymond Thompson, M.D., Editor, Charlotte, N. C.

EXPERIENCES OF RETROPUBIC
PROSTATECTOMY

At the annual meeting of the American Uro-

logical Association in 1947, Millin (England) re-

ported 1,503 cases of retropubic prostatectomy

performed in Europe. At that time he visited sev-

eral large clinics in the East and demonstrated

his operative technique. It seems that all American

urologists who have reported small series of casts

are enthusiastic about the retropubic approach to

the prostatic problem.

Weinstock's 1 gratifying experiences of the oper-

ation are stated in brief in the following para-

graphs.

Retropubic prostatectomy is a perineal prostat-

ectomy upside down, having all the advantages of

that procedure without the possibility of rectal

injury and the disturbances of the pelvic floor

which at times cause incontinence and sexual im-

potency. Xo special instruments are used. Single-

injection spinal anesthesia is the choice. The in-

lying catheter is removed after emptying the blad-

der. A midline incision is made 3 to 4 in. long,

starting over the symphysis pubis. We have never

used the transverse incision. The rectus muscles are

separated in the midline exposing the prevesical

space. A self-retaining retractor is then introduced

and the prevesical space is incised, exposing the

bladder and prostatic capsule at its junction. The
prevesical fat and peritoneum are pushed back-

wards and upwards. The self-retaining retractor is

removed and a Balfour retractor is inserted into

the wound.

As in any type of surgery, practice makes per-

fect. Our operative time has betn shortened to the

patient's benefit. The smallest gland wheighed 20

grams, the largest 165 grams with an average of

71. The best results are obtained when no oxycel

1. H. L. Weinstock, Philadelphia, in Penn. Med. Jl., Oct.

gauze has been used to control bleeding. Five out

of the last seven cases were out of the hospital in

10 days following surgery. This is an example of

what the retropubic approach has done for the

patient with the large gland.

After reviewing the published reports, and as a

result of the experience gained in his small series,

Weinstock believes that the operation of retropubic

prostatectomy has the following definite features

to recommend it: The approach is simple, direct,

and prevents any important structures to be in-

jured or sacrificed. The exposure of the prostate

is excellent and the entire gland from the apex to

the vesical neck can be clearly visualized and pal-

pated. Following enucleation the entire cavity can

be visualized and all bleeding accurately controll-

ed. The vesical neck is easily visualized and any

plastic procedure that is necessary can easily be

performed. Since the vesical neck is not unduly

traumatized or torn, as inevitably occurs in the

suprapubic operation, the intact outlet with its

sphincter action intact prevents to a major degree

the postoperative occurrence of vesical spasm. If

water-tight closure of the capsule is obtained,

suprapubic leakage of urine is rarely encountered.

The most striking feature of the operation is the

easy postoperative course for the patient and hos-

pital staff. The patient is up and about the second

day with little discomfort.

Weinstock performed one second-stage retro-

pubic prostatectomy in his desire to see if the

operation is feasible, and he was amazed at the

ease with which it could be done. This gland weigh-

ed 65 grams. An acute epididymitis developed in

this patient, which was the only such development

in the series.

The operation is not indicated for patients with

obstruction due to vesical neck sclerosis and pros-

tatic fibrosis. In such cases transurethral prostatic

resection is still the preferred procedure, as for the

gland of 35 grams or less. Likewise in cases of

prostatic obstruction associated with disease of the

bladder in which surgical therapy of both lesions

is required, it is felt that the retropubic ap-

proach is contraindicated. In this group may be

included bladder tumors, large vesical calculi, and

large, poorly-draining diverticula For the treatment

of prostatic calculi or abscess of the prostate, the

perineal approach is preferable. For the surgical

treatment of early carcinoma of the prostate, the

perineal approach is still the ideal method.

From experience of 25 cases of retropubic pros-

tatectomy for benign prostatic hypertrophy from

ward and private service has been given, Wein-

stock believes that the operation has great merit

because of its direct approach to the prostate,

avoidance of trauma to the bladder and vesical

neck, easy postoperative course with good func-
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tional result, and early discharge from the hos-

pital in these days of expensive hospitalization is

an important factor. In the treatment of early car-

cinoma of the prostate, a total perineal operation

is still the method of choice. Because of results so

uniformly good it is planned to continue using the

retropubic approach in a great percentage of cases.

These cases are reported to emphasize the sound-

ness of the operation in the hope that greater ex-

perience will be accumulated among urologists so

that its true pice in prostatic surgery can soon be

decided.

DENTISTRY
J. H. Guion, D.D.S., Editor, Charlotte, N. C.

THE EFFECT OF TOPICALLY APPLIED
FLUORIDES ON DENTAL CARIES

EXPERIENCE
The protective value of sodium fluoride, topi-

cally applied to the teeth, is being much discussed.

Public Health report 1
is summarized.

A series of four topical applications of a 2 per

cent solution of sodium fluoride, preceded by dental

cleans'ng, effects a 40 per cent reduction in dental

caries incidence. More than four applications do

not increase the caries-prophylactic effect. The

caries-inhibiting value of topically applied sodium

fluoride is net appreciably decreased during a three-

vear period following treatment. The omission of

dental cleans"ng prior to a series of applications

reduces the effectiveness of the fluoride applica-

tions by one-half.

Previously presented data relating to the reduc-

ed incidence of dental caries in fluoride-treated as

compared with untreated permanent teeth of 1,032

children have been presented and analyzed sepa-

rately for each tooth type and tooth surface. In

summary, the analyst indicates that:

1. For the study group included in this presen-

tation, the over-all reduction in newly carious teeth

in fluoride-treated as compared with untreated

teeth was 40.3 per cent—42.3 per cent for teeth

in upper mouth quadrants and 37.4 per cent for

teeth in lower mouth quadrants.

2. Among teeth in upper mouth quadrants, ex-

cept central incisors and cuspids, the reductions

varied from 34.7 per cent for first molars to SO. 1)

per cent for second bicuspids.

3. Among teeth in lower mouth quadrants, ex-

cept incisors and cuspids, the reductions varied

from 22.2 per cent for first molars to 52 per cent

for first bicuspids.

4. The over-all reduction in newly carious tooth

surfaces in fluoride-treated as compared with un-

1. !. W. Knutson, D.D.S.. Dr. P.H., in Public Health Reports,

Nov. Ilth.

treated teeth averaged 37.9 per cent—40.6 per

cent in upper mouth quadrants, and 34.1 per cent

in lower mouth quadrants.

5. For upper teeth alone, the reduction in new
decay on distal surfaces exceeded that on occlusal

surfaces (45.1 per cent on distal; 42.4 per cent on

occlusal), while mesial surface decay was lowered

as the result of fluoride applications by 41.0 per

cent.

6. Comparison of the distribution of the number
of newly carious teeth in treated and untreated

mouth halves and a theoretical distribution calcu-

lated by applying a 40 per cent reduction to the

number of carious teeth observed in each untreated

mouth half indicates that the caries-prophylactic

effect of topical sodium fluoride is remarkably uni-

form for individual children.

GENERAL PRACTICE
imis L. Hamner, M.D., Editor, Mannboro, Va.

AN EASY YET SATISFACTORY WAY TO
TREAT DIABETIC PATIENTS

Ten years of general practice have impressed

rianck 1 that manv physicians avoid treating dia-

betics because they believe that special training

and equipment are necessary to do a good job.

This belief has been fostered by the great volume

of complicated so-called scientific literature pub-

lished on the subject.

Urine analysis will serve the purpose just as well

and almost as accurately as blood sugar or glucose

determinations. Sugar in the urine persistently for

two or three days, with or without associated poly-

dipsia, polyuria, loss of weight, weakness and crav-

ing for carbohydrate foods, makes the diagnosis.

Acetone and sugar in the urine indicates severe

diabetes.

The diagnosis made, select the proper diet—and

insulin dosage, if it is necessary to give insulin.

Give diet of protein 80 grams, 'carbohydrate 150

grams and fat 75 grams—1/5 of the total for

breakfast, 2/5 for noon and 2/5 for evening meal.

Eli Lilly and Company will furnish on request

"Diet Prescriptions for the Diabetic" which con-

tains a complete list of all commonly used foods

and the number of grams of protein, carbohydrate,

and fat in each food in terms of household meas-

ures. Daily menus can be easily prepared with the

help of this booklet either by the physician by the

patient.

After restricted diet three to four days obtain a

24-hour specimen of urine. Patient empties bladder

at 7 a. m. and discards the urine; then all urine

voided during the day and night until 7 the second

morning is saved and placed in a clean container.

1. E. H. Planck, Anniston, in Jl. Mi. Assn. Ala., Aug.



December, 1949 SOUTHERN MEDICINE & SURGERY

Instruct to void just before defecation in order to

prevent loss of urine. The 24-hr. specimen is

brought in to your office, measured in terms of

ex., and then tested for sugar. If no sugar, patient

does not need insulin. If sugar is found, multiply

the number of c.c. of urine voided during the 24-

hour period by the percentage of sugar expressed

in decimals, and the result will be the number of

grams of carbohydrate not utilized by the body.

You must give food sufficient to provide strength

for his usual activities, and enough insulin to in-

sure the proper utilization of this food, if it is

found that insulin is needed. Starvation is by no

means necessary or wise; on the other hand, it is

surprising to find how few people will need more

than 2,000 calories per day to perform their daily

tasks, when this amount is divided into the proper

proportions of protein, carbohydrate and fat.

It is safest and easiest to effect weight changes

in a diabetic bv varying the amount of the protein.

If underweight, allow l
1/* to 2 grams per 2.2 lbs.

desired weight; when that is reached, I
1/) grams

will usually maintain the weight. One gram or less

of protein for every 2.2 pounds of the optimum

weight will gradually reduce the obese; when
reached. l',j grams per 2.2 pounds to maintain.

For patients spending most of the day in bed

1200 calories meet the requirements; 1600 for

those up and around the house; 1800 for office or

clerical workers: 2000 for driver of a mail truck;

2300 for a foundry worker.

The dose of insulin is determined according to

amount of sugar spilled in the 24-hour specimen

—

one-half unit per gram of sugar spilled, until the

spill is not less than one, nor -more than 10 grams

daily. If the urine becomes entirely sugar-free, dan-

ger of an insulin reaction; reduce by two units

daily until some sugar is being spilled over again.

If the patient is spilling between one and 10 grams

of sugar, there is no danger of insulin reaction, the

fasting blood sugar will range 140-150 mgms. per

cent, which is not too high for the average case,

and the patient will feel better. Diabetics are reg-

ulated when they do not spill more than 5 per cent

of the carbohydrate given, plus 10 per cent of the

fat and 58 per cent protein given, which is event-

ually converted into carbohydate in the body.

It is more satisfactory to use protamine zinc in-

sulin, one daily injection 45 minutes before the

first meal of the day. Planck has used 100 units

per day in a number of cases without encountering

any difficulty; certain individuals will develop sen-

sitivity to the zinc in the preparation and cannot

tolerate this type insulin for that reason.

It is advisable to give the minimum daily re-

quirement of all the vitamins in pill form. Once

regulated, have the patient bring in a 24-hour

specimen everv two weeks.

This method is suitable for use only in the aver-

age uncomplicated case of diabetes in the adult,

the child, or the pregnant woman, but it cannot be

depended upon to handle coma, gangrene, high

renal threshold to sugar and other complications.

INTERNAL MEDICINE
George R. Wilkinson, M.D., Editor, Greenville, S. C.

EPILEPTIC VARIANTS OFTEN MISTAKEN
FOR THE PSYCHONEUROSES

Epilepsy's bizarre manifestations are numerous

enough to merit earnest attention. It is important

that every practitioner bear them in mind. Even

then, many will be overlooked.

Graves 1 has written a valuable paper covering

this subject, and the essence of it is here set down.

The victims of narcolepsy, regardless of what

they may be doing, will suddenly fall asleep and

awaken some minutes later, without the groggy

feeling that immediately follows normal sleep.

These seizures are greatly helped by either am-

phetamine or desoxyephedrine hydrochloride. Often

associated with narcolepsy are attacks of suddenly

becoming limp; if standing the victim will smk
to the ground. These seizures are precipitated by

an unexpected loud noise or by emotional reactions,

especially laughing and, less often, crying. One pa-

tient was afraid to cross a street in traffic because

the sound of a car horn would cause him to col-

lapse, and another had learned never to laugh.

Epileptic discharges from the autonomic centers

in the hypothalamus cause sudden dilatation of the

pupils, flushing, gooseflesh, tachycardia and trem-

ulousness. Such autonomic seizures are usually

mistaken for anxiety attacks.

There may be periods of mental dullness in

which the patient is unable to solve problems.

One patient patted the side of his face with his

right hand for a minute, during which time he

could not talk, and afterwards could remember

nothing of these attacks. Another would hop around

the room on one foot. There are numerous other

bizarre coordinated behavior patterns. Other psy-

chical variants include lapses of memory, uncon-

trollable outbursts of temper, temper tantrums in

children, disorientation in space or lime; persons

and places seem unfamiliar.

A respected married woman started having sud-

den episodes of almost uncontrollable sexual desire;

this was soon shown to be an expression of epi-

leptiform discharges from the cerebral cortex,

caused by cortical irritation from a tumor near that

portion of the brain which innervates the perineal

region.

The first step toward correel diagnosis is in be

aware that the complaints may In- Aw. to epilepsy,

1. R. \V. Graves, Home, in Jl. Med. Assn. '
'
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with its numerous variants. Few signs are found

on examination. Meticulous history taking, though
long and perhaps tedious, is essential. Particular

attention must be paid to chronologic sequence of

events.

Four characteristics common to most epileptic

seizures will greatly assist with the diagnosis. The
attacks are episodic, the beginning and termination

of each episode well defined. Each seizure tends to

follow the same pattern .The attacks are usually

unmotivated and unrelated to environmental fac-

tors. It is not unusual for these manifestations to

be followed, sooner or later, by generalized fits.

Seizures are caused by any change in the bodv
which enhances the irritability of the nerve cells.

They are: mechanical, as brain trauma, tumor or

hemorrhage; metabolic, as low blood sugar; toxic,

as from lead, arsenic, metrazol or strychnine; or

from some inherent and still obscure disorder of

the neurones. Any of the epileptic variants may re-

sult from such serious condition as a brain neo-

plasm or a degenerative disease of the nervous sys-

tem.

If the seizures are due to a non-surgical condi-

tion, treatment should be started with anticonvul-

sant drugs. Dilantin and mesantoin are a boon in

treating grand mal but may make petit mal occur

more frequently. Tridione is beneficial in true petit

mal but not in grand mal or psychomotor seizures.

Both dilantin and mesantoin are useful in psycho-

motor attacks, and also in bouts of mental dull-

ness, outbursts of temper and periods of irascibil-

ity. In treating most of the variants it is best to

begin with dilantin or mesantoin, adding one of the

barbiturates later, if necessary.

Keep in mind the concept of epilepsy and its

diverse clinical manifestations. Only by so doing

can we be sure that these patients receive the bene-

fits of available therapy, and not be falsely ac-

cused of being neurotic, malicious, or just plain

queer. It is also important that both the patient

and familv be given an adequate explanation of

what is happening, what to expect and what can

be done about it; and that the fault be not placed

on inner conflicts, frustrations, sexual maladjust-

ments or any other of the "causes" so frequently

ascribed by specialists in this field.

DIAGNOSTIC AND THERAPEUTIC ERRORS
In a review of 500 clinical and necropsy rec-

ords from IS veterans hospitals in five States, 1284

diagnostic and therapeutic errors were encountered.

More errors were made in treatment than in diag-

nosis. Although the major diagnosis was correct in

80 per cent of the cases, diagnostic errors were

detected in 49.4 per cent while therapeutic errors

were made in 61 per cent of the series.

1. W. M. Bartlett, Atlanta, in //. Med. Med. Assn. Ga., Aug.

These arresting statements are from an article

by Bartlett. 1 who goes on to give particulars.

The most commonly missed diagnoses were 1)

chronic pericarditis; 2) pulmonary or renal infarc-

tion; 3) cerebral aneurysm; 4) miliary tuberculo-

sis; 5) rheumatic heart disease; 6) cerebral or

mesenteric thrombosis; 7) cor pulmonale; 8)

chronic pyelonephritis; and 9) subacute bacterial

endocarditis.

Ascribed as causes of diagnostic error were 1)

inadequate utilization of laboratory procedures; 2)

poor judgment; 3) inadequate examination; 4)

faulty history or records; 5) insufficient use of

radiologic technics; 6) lack of use of serial electro-

cardiography; and 7) insufficient use of precise

diagnostic methods such as bronchoscopy, urogra-

phy and gastroscopy.

Therapeutic failures were most often attributed

to 1 ) the fact that patients were hospitalized too

late in the course of their disease for effective treat-

ment: 2) inadequate therapy for congestive heart

failure: 3) failure to utilize strict dietary measures;

4) the use of symptomatic therapy instead of

directing towards relief of the underlying disease:

5) inappropriate transfer of a seriously ill patient

from one hospital to another; 6) failure to use

transfusions in the treatment of hemorrhage; 7)

indaequate antibiotic medication recurrent pyelo-

nephritis: 8) failure to treat patient with repeated

thromboses with anticoagulant therapy or ligation;

and 9 ) inadequate treatment of cardiovascular

syphilis.

In general, 1) failure to take sufficient care; 2)

poor judgment: 3) tactlessness; 4) mismanage-

ment: 5) failure to obtain an adequate history; 6)

failure to consider all of the diagnostic possibilities;

and 7 ) insufficient use of modern precise diagnostic

methods, account for most errors.

Another Age-old Myth: Reproduction in Older Women
xot extrahadardous

IL. A. Calkins. Kansas City, Kansas, in 31. J. A. M. A., Nov.
Sth)

Careful analysis of many cases seems to show that labor

arid the results thereof, except for a possible extremely

moderate increase in fetal mortality, can be expected to

progress along the same lines as for the younger groups.

Our present fear of the outcome of pregnancy for the

elderly primigravida is no more justified than would be

such a fear for the elderly multigravida. A small number
of the older primiparas will be found to have serious com-
plications, but so will a similar number of older multiparas.

If no major complications are present, one can approach

the care of the older patient, primigravida or multigravida,

with the same confidence one has in that of a younger

patient.

The diagnosis of cancer of the lung is difficult for

two reasons. First the disease is not suspected. Second,

when it is suspected, positive diagnosis is not easy because

the symptoms are not characteristic, and x-ray films of the

chest are not in themselves diagnostic.
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HOSPITALS
R. B. Davis, M.D., Editor, Greensboro, N. C.

A KITCHEX WITHOUT A COOK
In these times, one is not much surprised at

any type of change in human conduct and be-

havior, but one thing that has not changed, and
will never change, is human nature. This is not to

be confused with educational nature, for it does

change.

In the hospital world, we have seen many, many
changes within the last two decades. Some are

good, and some bad. Some changes are made after

long study by far-sighted individuals with experi-

ence in the field of hospital operation. Other

changes have been made as the result of continued

pressure from groups who are not devoid of selfish

interests. Other changes are made by idealists, and

these oftentimes have to do with gifts and endow-

ments.

The writer calls attention to that change in hos-

pital thinking which has only a unilateral vision.

Those responsible for this change are to be com-

mended for their efforts to provide medical care to

all people regardless of financial or social status.

However, these people are more experienced in

politics and in business than thev are in hospital

administration. They have been misled by idealists

who also have not had the practical experience of

operating hospital services. The end result has been

the construction of many expensive buildings,

through taxation or private donations, in manv
parts of the country where hospitals were never

thought of before. Architects have drawn beautiful

buildings; interior decorators have beautified the

interior: hospital furniture corporations have done

a wonderful job in selling to the Board of Trustees

expensive and sometimes fragile equipment which

is prepared for looks and not for service; scientific

equipment houses have persuaded the Board of

Trustees that nothing less than '"'the best" should

be installed in such a beautiful building and that

the best is what they have to sell. All too often,

hospital experts who have been operating private

hospitals have been conspicuously absent when the

services of an efficiency expert were required. This

has contributed much to the enormous cost attach-

ed to building, equipping and operating hospitals.

Before it is too late, let us begin thinking se-

riously of the personnel necessary to render hos-

pital services to sick mankind and recognize now
and here the scarcity in a numerical sense of these

people. There exists today, a feeling among many
leaders in this socialistic move for medical services

to all mankind, one blind spot, and that blind spot

is less than half of the actually required personnel

is available. This condition will improve only if

those operating educational institutions are brought

to realization, as they have not been heretofore,

that the responsibility for this scarcity of medical

personnel rests squarely and fairly at their front

door. It is not a fact that more applicants are

needed for medical, dental, and nursing education,

but it is a fact that too many of the applicants are

refused admission to the colleges and training

schools. Hospital walls, equipment and grounds are

not capable of rendering service, any more than a

kitchen without a cook; there must be feet, hands,

eyes and ears, a willing heart, and a trained mind
present before service to sick mankind can be ren-

dered.

It is the hope of the writer that this thought may
actuate all who are concerned with rendering ser-

vice to the sick and that they will stop where they

are and examine the country as a whole and see

for themselves that the writer is neither exaggerat-

ing nor biased in his statements. Rather, he is sin-

cerely determined to do his part to help overcome

this personnel shortage as rapidly as possible. 1

here and now invite the cooperation in time and
money of those who are anxious to help, for it is

only through unselfish and tireless efforts, coupled

with a generous charity of worldly goods, that the

evil will be overcome.

Diaphoretics, by far the best for subduing in-

flammatory action, is the tartrate of antimony,

given in small and frequently repeated doses, so

as to maintain a slight nausea, or even occasional

vomiting.

The warm bath is a powerful diaphoretic, but

the difficulties which usually attend its employment
are so great as almost to prescribe it. All the ap-

paratus required is a piece of lead or tin tube three

or four feet in length, a tea kettle, and a blanket.

The patient sits on a stool near the fire and cov-

ered with a blanket. The tube is attached to the

spout of the kettle by one extremity, and has the

other placed under the stool. The heat is regulated

by the degree of ebullition. Much benefit is fre-

quently derived from the hip-bath, and the foot-

bath: and still more local baths are of great ser-

vice in the form of Fomentations and Poultices.

Fomentation is generally effected by applying a

piece of flannel or a sponge wrung out of hot wa-

ter, and changing this from time to time as it cools.

for the space of IS or 20 minutes.
—From Synu ' 66).

K \\ i i Ulcers the urface is generally higher

than that of the surrounding skin. The treatment

of weak ulcers consists in employing pressure, to-

gether with stimulating and astringent applications

locally, and. if necessary, strengthening the system

by the administration of wine. bark, bitters, and

nourishing diet,

i (1 66 I
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-MORE PROOF THAT MANY DOCTORS AND
MANY HOSPITAL BEDS DO NOT MEAN

LONGER LIFE
Right now we have a great-to-do about the poor

quality of the medical care our country folks are

getting, particularly the folks in counties having

no hospital. The State Board of Health of North
Carolina (and I have no doubt of Yirginia and
South Carolina also) has been loud in proclaiming

lack of hospitals as one of the greatest of our

health lacks.

The last year for which complete figures on mor-

tality in North Carolina have been compiled was
1946. According to those figures, compiled and
published by the North Carolina State Board of

Health, here is the record:

Death rate per thousand of whole population:

(1) In counties having hospitals—7.837

(2) In counties having no hospital—6.97.

Astonishing, is it not? But it is more astonish-

ing to learn that the death rate incident to re-

production is less in the no-hospital counties.

Here are the figures:

Maternal mortality per 1000 live births:

(1) In counties having hospitals—2.17

(2) In counties having no hospital—1.7S

Infant mortality per 1000 live births:

(1) In counties having hospitals—37.S

(2) In counties having no hospital—34.1

The mortality statistics from the latest report of

the State Board of Health of South Carolina are

analyzed somewhat differentlv.

Deaths in S. C from All causes

State Total 8.3 per 1000 Population

Cities Total 14.7 per 1000 Population

Counties Total 6.9 per 1000 Population.

Certainly all the general hospitals are in the

cities.

The fact that a city in Yirginia is not a part of

a county, but an entirely separate political entity,

makes it convenient to show by statistics from that

State how the mortality in any city compares with

that in the adjacent county. Totaling these figures

and taking the average again gives evidence in

favor of the counties.

Deaths in Virginia from All Causes

State Total 9.5 per 1000 Population

Cities Total 10.1 per 1000 Population

Adjacent Counties 9.1 per 1000 Population

This official journal of The Tri-State Medical

Assoication has been supplying evidence against

the Socialization of Medicine and against hospitali-

sation on every pretext for a long time.

In the issue of this Journal for July, 1937:

The Metropolitan Life Insurance Company's
statistical bulletin for July, 1935, gives these fig-

ures for 1930:

"At birth a white male has an expectation of life of 56.7

years if an urban resident and of 62 years if dwelling in a
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rural section. The corresponding figures for a white female

are 61.05 and 65.09."

Quoting U. S. P. H. Reports, July 15th (1938):

"For most causes of illness, especially fatal illness, rural

residents still have definitely lower rates than urban resi-

dents."

"The distribution of the incidence of mental disease is

similar to that of physical illness."

"Regardless of the way in which ill health is measured

rural residents possess definite advantages over urban resi-

dents."

Recently I obtained a copy of the North Caro-

lina Board of Health's Report for 1947. This re-

port shows:

Death rate per 1000 of whole population

—

(1) In counties having hospitals—7.72

(2) In counties having no hospitals—6.94

Some doctors, and some persons who are not

doctors, on being confronted with these figures

have said: "You surely don't believe country peo-

ple are getting better medical care than city peo-

ple." My answer is: "I most assuredly do; and

this is the explanation: Country folks consult a

doctor whose daily study is of the ailing man,

woman or child as a whole. He has no preferences

or pets among diseases, and thinks first of a gen-

eral disease. His patients who need to be referred

to a specialist, he refers, usually with the diagnosis

made."

The only two persons I ever knew to die of diph-

theria were soldiers of World War I. They came
into the receiving ward, gave as their complaint

"sore throat." and were sent by the sergeant in

charge to the ward for diseases of the ear, nose

and throat. When it finally dawned on the head

surgeon that the patients were sick all over, jt was

too late.

Pretty nearly everybody, including most doctors,

continues to talk and work for more doctors and

more hospitals for the country folks as a means of

meeting the demands for medical care at a reason-

able cost.

What we need is more reliance on treatment bv

the general practitioner in the homes and offices,

and halving the charges made by specialists.

THE GEXERAL PRACTITIONER AS A
PSYCHIATRIST

When Carlisle' is consulted the first thing he

does is to talk with the patient until he is satisfied

that he has all the information of value to be got

from the history. He has no set list of questions

to put. He lets the patient talk and when he has

finished, the doctor asks questions or enlarges on

various things until he is satisfied.

That is just fine. And as this good doctor goes

on, he more and more impresses the reader as hav-

ing something worth while to say.

The most important point is the history. The

1. G. L. Carlisle. Dallas, in McJ. Times, Oct.)

patient is trying to tell you what the trouble is;

have the patience to listen and the ability to inter-

pret.

Then he attempts to make a diagnosis from the

history alone. A good history will bring to the ex-

aminer's mind one of several possible diagnoses,

which are jotted down at the end of the history.

One must be thoroughly acquainted with the pa-

tient and his complaints before being willing to

venture an opinion even to himself as to the prob-

able diagnosis.

Next the examination by inspection, palpation,

percussion and auscultation, the only instruments

used being flashlight, tongue blade, thermometer,

stethoscope and sphygmomanometer, dictating the

while to a nurse the abnormal findings and impres-

sions, not wasting time talking about things not

found.

Next come laboratory examinations—indicated

laboratory work only. A blanket laboratory survey

is pernicious; it is costly; and it makes the phy-

sician less and less a clinician. Routine are urinaly-

sis, and hemoglobin and blood Wassermann deter-

minations; x-ray, blood chemistry, and many oth-

ers only when findings from history or physical ex-

amination clearly indicate that they should be

done.

Having come thus far, the author is unable to

find any physical disease to explain the patient's

complaints in 75 per cent of cases. But if there

were not something wrong with the patient, he

would not have consulted the doctor. A feeling of

inferiority is part of every nervous patient's af-

fliction, and to make one of them feel foolish by
saying there is nothing wrong is a grievous sin.

After being convinced that no physical disease

explains the patient's discomfort, begin talking

about his personal life. The question, "Are you

happy or unhappy" often brings out valuable in-

formation regarding the patient's state of mind.

Go into much detail; there is no other way to get

to the bottom of the situation.

Ask the patient the meaning of the word "dis-

ease"—spelled slowly dis-ease. Most patients, and

loo many doctors fail to realize that disease means
lack of ease. Then, What is a doctor? Just another

human being who has had special training. What
is the practice of medicine? A careful search on

the part of a doctor to find the cause of a person's

dis-ease and do whatever is best to remove the

cause.

These patients are now told "I know you feel

everv single thing of which you complain; but you

can not understand the matter, neither can your

relatives and neighbours; you must take my word

for things and do what I tell you to do through

blind faith."

By now one may or may not have found some

facts which could account for the patient's state.
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Now prescribe a book explaining many things

about successful, happy living. Have them buy the

book, "Outwitting Our Nerves," by Jackson and
Salisbury. Tell them both authors are specialists

(that magic word) on nervous diseases; to study

the book until they could make 95 on an exam-
ination on the contents, then come back to the

doctor. The second book is "Managing Your
Mind," by Kraines and Thetford. This takes

longer to read and understand, but it will con-

vince.

After the second book many patients feel they

are well; never let one stop, though, until he has

'•graduated." Number three, "Peace of Mind," by
Liebman, even neurotics enjoy and receive much
benefit from.

Cardiac neurotics all like to lake medicine. After

the first conference Carlisle gives them a prescrip-

tion "guaranteed" to help them; exacting one

promise, that they won't show it or give it to

anyone else. The "prescription," duly signed, is "I

guarantee to you that you have no heart disease

of any description and you are not in the slightest

danger of dying of heart trouble." It works.

JUVENILE WARTS REMOVED WITH THE
USE OF HYPNOTIC SUGGESTION

There follows the essentials of a case as report-

ed 1 in the bulletin of a clinic of the highest psvchia-

tric rank.

A 32-year-old divorcee was afflicted with a moderate
case of warts on the backs of both hands, the face and the

neck. She noted the condition for eight months, getting

progressively worse despite medical and x-ray treatment.

At the first interview it was clear that she was suffering

a chronic anxiety state, with nail-biting, insomnia, tense-

ness, and recurrent functional headaches and gastrointesti-

nal upsets. There was emotional conflict regarding the hus-
band, her marriage status, and a crippled child. "I dealt

with this material superficially for two reasons. First, she

had not come for psychotherapy, was under medical man-
agement, and had no insight into the functional nature of

her numerous complaints. Second and most important, I

did not wish to arouse resistance which might interfere

with her hypnotizability."

"I then told her in a positive manner that if she really

wanted to be rid of her skin condition and would cooper-
ate sufficiently with the hypnotic procedure, I could defi-

nitely rid her of these disfiguring warts." She agreed to

cooperate and proved to be a good hypnotic subject. "I

told her that just as I could cause the skin to alter its

temperature, I could cause it to give up these warts, then

asked her to come back in two days." Then hypnosis was
induced again. The hypnotist insisted on her acknowledg-
ing a sincere desire to be rid of her warts and added em-
phasis on her influence on the skin via the subconscious-

physiological pathway.
Her next appointment was for five days later; she

changed this twice and returned on the 11th day of treat-

ment. She was mildly depressed and quite negative in her
attitude toward the hypnotist. She reported that on several

mornim's she awoke, could see no warts on the face; as
1. Mehl McDowell. Los Angeles, in Bui. Wenninger Clinic,

.1 ul>

.

the day progressed, the warts would crop out again, the
face would get red, and the itching, would be increasingly

severe.

"I again induced hypnosis, and told her: ''You seem re-

luctant to admit to an obvious improvement in your skin

condition. This suggests to me that the symptom might
have some psychological value to you; even if this is true,

you will not be able to prevent the effect of this treatment.

The warts will continue to go away." "I then awoke her

and told her I did not expect any further treatment would
be necessary, but that I would want to know how she pro-

gressed."

Two weeks later she reported, quite happily and without

the former negative attitude, that her skin had steadily

cleared after the last treatment. The fluctuating pattern

did not continue and her skin was entirely clear by the

18th day after the first treatment. She was "delighted,"

''extremely grateful." and expressed her wish to return for

treatment of her nervousness and nail-biting when she

could arrange for it.

Apparently dermatologi^ ami pediatricians

agree in believing warts to be due to a virus. Just

how a virus"s potentialities for harm could be pro-

moted by a person's anxiety state, or demoted by
the confident assertion on the part of the psychia-

trist that if the patient would cooperate, the ther-

apist "could definitely rid her of these disfiguring

warts," is beyond the comprehension of anv but

the inspired.

The blood supply of a wart is poor at best, and

it is exceedingly doubtful if its few, tiny blood-

vessels contain any muscle fibers to be made to

contract by hypnotic magic or by any other means.

Moreover, the reddening and blanching of healthy

skin produced by emotions or other mental proc-

esses are very transitory—for seconds only; and

momentary deprivation of blood does not starve

tissue, to the point of causing it to drop off.

I was duly taught by the dear little colored

friends of my early childhood, that if I would pick

at my warts until a bit of "pink water" came,

touch a dry bean to the droplet, wrap the bean in

linen and put it in a footpath, whoever picked up
the packet would get my warts.

Both my parents despised all superstitions as

proofs of feeblemindedness, so I was denied the

cure; but my warts disappeared just as soon as did

the warts of the "white chillun" who tried the

voodoo.

Another item of thaumaturgic wisdom from the

same source comes to mind. My dearest possession

was a collie dog. In the spring he just would not

stay at home. The explanation lay in a quatrain,

popular at that time, but long (as indeed mav be

said of all worthwhile poetrv) neglected for paltry

stuff.

In the Spring a deeper crimson comes upon the robin's

breast

;

In the Spring the lazy lapwing gets himself another crest;

In the Spring a livelier iris lights upon the burnished dove;

In the Spring a young man's fancy lightly turns to

thoughts of love.
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Uncle Davy's boys, William (never called Will

or Bill), and Charlie, insisted that if I would

break a peachtree switch, measure it and cut it off

exactly the length of my dog's tail, and put the

switch under the front-door steps, my dog could

not possibly leave the yard. As this treatment

could be applied without parental knowledge, ap-

plied it promptly was.

But no success attended. Promptly on gobbling

down his breakfast the next morning, Hal jumped
the yard fence and departed for a day of keeping

of trysts made yesterday, and of making more to

be kept on the morrow. And this he kept up till

the rutting season was over.

From that day of the long ago, even to the now,

magic has not worked, and will not work, for me.
I can call spirits from the vasty deep.

But will they come?

They will not: not on my call.

Dr. Cooper's Services Again Receive Notable
Recognition

Every time great medical achievement in North
Carolina is mentioned, Dr. George M. Cooper comes

to the minds of those best acquainted with the

subject. From the time when a full realization of

the extent of the need for improvement in this

field came to him as he was doing family practice

in a rural eastern North Carolina county even to

this day, Dr. Cooper has planned wisely and accom-

plished mightily. To no man more than to him,

probably to no man as much as to him, are we
indebted for the marvelous progress our State has

made in the last two-score years, in making our

lives longer, healthier, happier, more abundant.

At a recent meeting of the American Public

Health Association, the Lasker Award for distin-

guished achievement in planning for lessening the

woes and augmenting the happinesses of parent-

hood was bestowed on this man of medicine—mod-
est, unassuming; but a power in bringing to pass

the cherished hope of Charles B. Aycock, the

"burgeoning" of all our potentialities as a healthy,

virile people.

A satisfying Christmas and a long, happy life to

you, old friend.

aureomycin ix the treatment of penicillin-resistant

Staphylococcic Bacteremia
(D. R. Nichols ct at. in Proc, Staff Meetings Mayo Clinic, June

8th)

An increasing number of infections are being caused by
strains of Stph. aureus which are resistant to penicillin

but sensitive to aureomycin. In the year 1948, 15 patients

of the Clinic were found to have staphylococcic bactere-

mia. Twelve of the 15 strains of staphylococci isolated

from these patients were resistant to 1.6 Oxford units or

more of penicillin per c.c. of culture medium; three of the

IS strains were resistant to 25 micrograms or more of

streptomycin per c.c. of culture medium. Growth of all

staphylococci which have been isolated from patients with

bacteremia during recent months has been inhibited by 0.7S

microgram of aureomycin per c.c. on initial isolation.

We have used aureomycin in the treatment of a group
of patients suffering from infections caused by penicillin-

resistant staphylococci. Six of these patients were suffering

from staphylococcic bacteremia. Four of the six patients

with staphylococcic bacteremia recovered. The two pa-
tients who did not recover improved markedly when aureo-

mycin was first administered. In both cases the blood cul-

tures became negative and the t. became normal. In case

5 the blood culture remained negative for 26 days after

administration of aureomycin had been discontinued. When
a positive blood culture again was obtained, studies of

sensitivity revealed that 3.2 micrograms of aureomycin
now were required to inhibit the growth of the organism

—

0.78 microgram previously required. Developed resistance to

aureomycin while being treated? Possibly reinfection by a

different strain of staphylococcus. The patient of case 6

gave evidence of bacterial endocarditis before treatment
had been started, and bacterial vegetations were found
on the mitral valve at postmortem. Because of a limited

supply of aureomycin at the time, in case 6 we were un-
able to continue administration of the antibiotic for longer
than 11 days.

Intermittent intravenous administration was used at the

onset of treatment in four of the six cases. A dose of 200
to 500 mg. in 250 c.c. saline, q. 4 h., q. 6 hr., or q. 12 hr.,

10 to 15 minutes allowed for the injection.

Oral administration was used alone in two of the six

cases and to complete the course of treatment in the other

four. The dose of 500 mg., 750 mg., or 1 gm. was adminis-
tered orally every four or every six hours. Nausea and
vomiting were encountered in three of these cases. When
a dose of 750 mg. was administered every six hours, the

maximal concentration of aureomycin was 8 micrograms
per c.c. of serum, aver, content of aureomycin six hours
after the last hose, 2 to 4 micrograms per c.c. of serum.
Vitamin supplements were administered either orally or

intramuscularly when the patient received aureomycin for

a prolonged period.

Before the modern era of chemotherapy, persons who
had staphylococcic bacteremia had one chance in ten of

recovering. After introduction of the sulfonamides, mor-
tality rates as low as 30 per cent were reported. Even bet-

ter results were obtained with penicillin during the period

when most staphylococci encountered clinically were sensi-

tive to penicillin.

All of the six patients on whom we are reporting had
failed to respond to other forms of chemotherapy before

aureomycin was used. All six had received penicillin, 300,-

000 to 1.000,000 units daily. Four had received streptomy-
cin in a dosage of 2 gm. daily; three had received small

doses of sulfonamides. The response of these six patients

to aureomycin was most encouraging.

The allergic reactions to penicillin which occasionally

arc encountered complicate the treatment of bacteremia. A
few patients are so sensitive to penicillin that its adminis-

tration is definitely contraindicatcd. If these patients have
severe staphylococci infections, use of aureomycin in pref-

erence to penicillin may be advisable.

An increasing number of infections are being caused by
strains of staphylococcus aureus which are resistant to pen-
icillin but sensitive to aureomycin. Of 50 strains of Staph,

aureus recently isolated from various clinical materials, 34

were penicillin-resistant. Of 15 strains isolated from pa-

tients with bacteremia, 12 were penicillin-resistant. Growth
of all of the strains of staphylococci isolated was inhibited

by aureomycin. Four of six patients suffering from peni-

cillin-resistant staphylococcic bacteremia recovered when
treated with aureomycin. Aureomycin appears to be the

drug of choice when the organism is resistant to penicillin.
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NEWS
Auditorium Memorial to Dr. George Ben Johnston

The auditorium of the Medical College of Virginia Hos-

pital has been dedicated to the memory of Dr. George Ben
Johnston, for a great number of years the moving spirit

of the College. Principal address was given by Dr. Frank

Johns, president of Johnston-Willis Hospital. Dr. W. T.

Sanger, president of the College, accepted the memorial

plaque which has been placed in the lobby of the audito-

rium. Dr. Douglas VanderHoof, chairman of the executive

committee of the board of visitors, presided at the cere-

mony.
Dr. Johnston, born July 25th. 1855, in Abingdon, set-

tled in Richmond in 1S7S for the practice of his profession,

after two years of practice in Abingdon. He was gradu-

ated in medicine from the University of the City of New-

York.

Recognized as one of the foremost surgeons in the coun-

try, Dr. Johnston, in 1879, performed the first operation in

Virginia under Listerism. He served as president of the

American Surgical Association.

Dr. Johnston early saw the necessity of a hospital for

teaching purposes and in 1893 established the Hospital of

the Medical College of Virginia, afterward the Old Do-
minion Hospital. Later -his was the chief influence in or-

ganizing and building the Memorial Hsspital.

In 1909, Dr. Johnston, with his partner. Dr. Murat Wil-

lis, built Johnston-Willis Sanatorium, the predecessor of

the present larger Johnston-Willis Hospital. Through Dr.

Johnston's instrumentality were organized, and started on
successful careers. Park View Hospital, at Rocky Mount,
N. C; George Ben Johnston Memorial Hospital, at Ab-
ingdon, Va. ; and Northampton-Accomac Memorial Hos-

pital, at Nassawaddox, Va.

He, in 191.3, had the chief part in merging the University

College of Medicine with the older college to form a

Greater Medical College of Virginia.

Relatives and friends of Dr. Johnston, the board of

visitors and the faculty of the college, and the president

of each student class were invited to the ceremony.

Dr. Johnston's death occurred in 1916.

For two-score years Dr. Geo. Ben Johnston's influence

on medical teaching and practice in Virginia was one of

unparalleled strength and wisdom, and it was powerful

for good outside the State.

The Carteret County Medical Society held its regu-

lar monthly dinner meeting at the Morehead City Hos-
pital the night of November 14th, the hospital acting as

host. Mrs. Alton Clapp. Greenville, President of the Eighth

District (N. C.) Nursing Association, discussed the pros

and cons of Senate Bill S1543, now before the Congress

laying down certain regulations as to nurse-training.

Mrs. Clapp said this bill was not in the best interest of

the nursing profession or of the public. She also stated

that if the Federal Government got control of the nurs-

ing profession the next step would be the socialization ol

medicine. The Carteret County Medical Society voted to

oppose Bill S1S43.

Dr. B. F. Royal presented a resolution of respect on the

death of Dr. Leslie Lee, Kinston.

Dr. F. E. Hyde, president, presided.

By N. Thomas Ennett, Cor. Sec.

28th to pay tribute to the philanthropy of the hospital

section of the Duke Endowment. An engraved scroll, de-

scribing the endowment's "far-reaching influence in the

development and maintenance of N. C. hospitals," was
presented to Duke Endowment officials on the occasion of

the 25th anniversary of the endowment which was cele-

brated Dec. 11th.

Special Founders Day ceremonies were held at Duke
University on Dec. 11th, marking the 25th anniversary of

the James B. Duke indenture which created Duke Univer-

sity.

Prepared by a committee of trustees of the N. C. Hos-
pital Association, the scroll was presented to Dr. W. S.

Rankin, director of the endowment's hospital section, by
Reed T. Holmes, president of the hospital association.

Dr. Henry W. Decker, president-elect of the Richmond
Academy of Medicine, was named as Virginia's "General

Practitioner of the Year" by the House of Delegates of

the Medical Society of Virginia.

As such he becomes the Old Dominion's candidate for

the honor of being named by the American Medical Asso-

ciation as the general practioner of the United States, se-

lected on the basis of professional and lay leadership in

the community.
Dr. Decker, a native of Orange County, was educated

at Fork Union Military Academy, Richmond College of

the University of Richmond and Medical College of Vir-

ginia, from which he was graduated in 1919. He then in-

terned at an industrial hospital in Palmerton, Pa., and at

Bellevue Hospital in New York City.

Married in 1920 to the former Miss Florence Boston, of

Warrenton, Va., Dr. Decker and his bride went to China
on behalf of the American Baptist Foreign Mission Board.
At the University of Shanghai, he served as college physi-

cian for five years and organized one of the first indus-

trial hospitals in China, in the Yangstpoo cotton mill dis-

trict

Returning to the States, in 1925, he began general prac-

tici in Richrnond.

Dr. Decker is head of the medical staff of the Virginia

Home for Incurables and is on the board of the Memorial
Guidance Clinic. He is a former teacher at Medical Col-

lege of Virginia, is on the staffs of MCV and Johnston-
Willis Hospitals, and has taken an active part in efforts

leading to the establishment of the proposed Richmond
Memorial Hospital.

Dr. J. D. Larson, Jr., who has been practicing medi-
cine at Rowland. N. C, for three years, has removed to

Laurinburg to enter upon the general practice of medicine.

Dr. Larson will be associated with Dr. George Creed, who
has offices in the Scotland Drug Company building.

Dr. Larson is a native of Washington, D. C, was edu-
cated at Erskine College, Due West. S. C, where he re-

ceived his pre-medical training, and he studied medicine

at George Washington University, Washington.

State Hospital Leaders Honor Duke Endowment for

25 Years of Service

North Carolina hospital leaders met at Charlotte Nov.

Dr. L. E. Nesmith, of McColI, and Lake City, S. C,
has entered on medical practice in Laurinburg, N. C,
occupying, offices in the Scotland Drug Company building,

formerly occupied by Dr. E. A. Erwin. Dr. Nesmith is a

graduate of the Citadel and the Medical College of the

State of South Carolina at Charleston. He served his in-

ternship at Roper Hospital in Charleston and served two
years in the U. S. Army Medical Corp. He had one year
residencv in Charleston, W. Va., prior to his practice at

McColl.

Dr. Erwin has entered on studies under a Fellowship in

Radiology at Duke University Medical School.
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Dks. Masters and Shield announce the association of

Dr. Weir Mitchell Tucker, son of the late Dr. Beverley

Randolph Tucker, in the practice of Neuropsychiatry,

Tucker Hospital, 212 West Franklin Street, Richmond, Vir-

gina. Staff: Dr. Howard R. Masters, Dr. George S. Fultz,

Jr.. Dr. James Asa Shield, Dr. Amelia G. Wood, Dr. Weir
Mitchell Tucker.

Banks R. Cates, Jr., M.D., announces the opening of

offices at 117 West Seventh Street, Charlotte, North Caro-

lina. Practime limited to Internal Medicine.

Walter R. Graham, M.D., announces the opening of

offices at 121 W. Seventh St., Medical Arts Bldg., Char-
lotte, N. C. Practime limited to Diseases of the Eye.

Paul W. Sanger, M.D., di'plomate American Board of

Surgery and Board of Thoracic Surgery, announces the

confinement of his practice to Thoracic and Cardiovascular

Surgery, 151S Harding Place, Charlotte, N. C.

Dr. C. J. Andrews and Dr. Richard B. Nicholls an-

nounce the association of Dr. Mason Cooke Andrews in

the practice of Obstetrics and Gynecology, 605 Medical

Arts Building, 142 West York Street, Norfolk, Virginia.

Dr. A. J. Crutchfleld, assistant professor of Internal

Medicine at the University of Virginia Medical School,

has offered his resignation, which has been accepted by
the Board of Visitors.

Immediately after January 1st, wlien the resignation be-

comes effective, Dr. Crutchfleld will set up private prac-

tice at Winston-Salem, N. C, where he will specialize in

Intermal Medicine.

DIED
Dr. William Meade Archer, retired Army physician

and former faculty member at the Cornell University

Medical College, died November 4th at his home at Rich-

mond.
Dr. Archer was a native of Richmond and was grad-

uated from the Medical College of Virginia in 1904. After

graduation, he served with the Army in China, the Philip-

pines and at other foreign posts.

He returned to Richmond in 1946, when he retired from
Cornell because of ill health. At that time he was also on
the board of directors of the new York Post-Graduate

Medical School and Hospital.

Dr. Edwin Jones Nixon, Petersburg, Va., practitioner

for a half-century, died at a local hospital December 9th.

He had been in ill health several years.

Dr. N'ixon. a Medical Corps captain in World War I,

attended the University of North Carolina and received his

medical degree from the University of Maryland in 1899.

He began his practice at Petersburg shortly afterward.

Dr. Joseph E. Thomas, 60, of Jefferson, S. C, died at a

Charlotte hospital November 30th. Dr. Thomas was grad-

uated in medicine in 1911 and had spent most of his pro-

fessional life at Jefferson.

Members of the Masonic Lodge of Jefferson served as

active ballbearers. Honorary pallbearers were Dr. D. C.

Griggs, of Pageland. S. C; Dr. W. C. Marshall, of Jeffer-

son; Dr. William Byerly, of Hartsville, S .C.J Dr. J. P.

Harrison, of Cheraw, S. C.J and Dr. W. Marvin Scruggs,

Dr. V. K. Hart, Dr. B. W. Armstrong, Dr. L. E. Fleming,

Dr. C. L. Stuckey, and Dr. R. T. Bellows, all of Charlotte.
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BISONATE
(Formerly Called BIPEPSDNATE)

Each fluid ounce contains:

Bismuth Subsalicylate, U.S.P 8 Grs.

Salol, U.S.P 2 Grs.

Calcium Phenolsulphonate 2 Grs.

Sodium Phenosulphonate 2 Grs.

Zinc Phenolsulphonate, N. F 1 Gr.

Pepsin, U.S.P 4 Grs.

ASTRINGENT AND CARMINATIVE

EFFECTIVE IN DIARRHEAS.

AVERAGE DOSAGE

FOR CHILDREN — Half teaspoonful every

fifteen minutes for six doses, then a tea-

spoonful every hour until conditions are re-

lieved.

FOR ADULTS—Double the above dosage.

HOW SUPPLIED

In Pints, Five-Pints and Gallons to Physicians

and Druggists only.

SAMPLE SENT TO ANY PHYSICIAN IN

THE U. S. ON REQUEST

Burwell & Dunn
Company

MANUFACTURING PHARMACISTS

Charlotte, North Carolina
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AN ALERT AND INTELLIGENT COUNTY
MEDICAL SOCIETY SPEAKS OUT

The following Resolution was adopted unani-

mously by the Iredell-Alexander County Medical

Society, meeting at Statesville, N. C, November
8th:

WHEREAS, in a recent report entitled Nursing For The
Future by Esther Lucile Brown, Ph.D., radical recommen-
dations were made which would, if adopted, drastically

change the present educational system for nurses, close all

hospital nursing schools not affiliated with a University,

and divide the nursing profession into two groups, the

"professional" nurse with a college degree, and the "prac-

tical nurse with 8-12 months' training, with eventual elim-

ination of the present three-year graduate nurse; and
WHEJiEAS, it is the opinion of this society that the

adoption of the suggested program would mean a reduction

in the quality and quantity of nursing care available for

the public; and

WHEREAS, the leadership of certain national nursing

organizations has established a committee known as the

National Committee for the Improvement of Nursing Ser-

vices for the purpose of placing into effect the recommen-
dations contained in the Brown Report; and

WHEREAS, this committee has already, without any

legal authority, purported to classify nursing, schools by

means of information gained through questionnaires and

otherwise and proposes to publish and give wide distribu-

tion to a national list of schools approved or accredited by

this organization, and in such manner, by exerting 'social

pressure,' hinder, impede, and obstruct other schools of

nursing in the recruitment of nursing students and thus

cause eventual closing of such schools, all completely with-

out regard to the accreditation of schools by the respective

states in which they are located; and
WHEREAS, it is the information of this society that

19 out of 40 nursing schools in North Carolina and ap-

proximately 225 in the United States are not on the ap-

proved list of National Committee for the Improvement
of Nursing Services and scheduled to be closed if sufficient

pressure can be brought to bear to prevent enrollment of

new students; and
WHEREAS, the closing of hospital nursing schools

which have heretofore been satisfactory at a time when
new hospitals are being constructed and nurses are in in-

creasing demand to staff these new institutions would be a

national tragedy; and
WHEREAS, it is the understanding: of this society that

the National Committee for the Improvement of Nursing

Services was one of the principal sponsors of recent federal

legislation to give financial aid to those schools of nursing,

medicine, osteopathy, hospital administration, and perhaps

others which were to be accredited by an agency or agen-

cies approved by the Surgeon General of the Public Health

Service, and it is the further understanding of this society

that this particular federal legislation was indorsed by offi-

cers of the North Carolina Nurses' Association ; and
WHEREAS, officials of the United States Public Health

Health Service, e.g., Lucile Petry, Assistant Surgeon Gen-
eral and Chief Nurse Officer; and Pearl Mclver, are key

figures on the Committee for the Improvement of Nurs-

ing Services and other health officials have participated in

numerous "work" conferences in the development of this

new nursing program ; and
WHEREAS, it is the opinion of this society that the

whole plan for the creation of an unauthorized national

accrediting agency for schools of nursing and for federal

donations to professional schools which are approved by an

accrediting, agency recognized by the Surgeon General of

the Public Health Service is a part of a pre-conceived de-

sign to secure control over a portion of the nursing and
medical field through regulations of its educational proc-

esses, and that such proposals together with financial aid

from the federal government are entering wedges for the

development of a compulsory health insurance program for

the United States and the eventual socialization of the

medical, dental, nursing and other professions:

VOW, THEREFORE, BE IT RESOLVED:
1. That the Iredell-Alexander County Medical Society go

on record as opposing the creation of a national accrediting

agency for schools of nursing; that this society deplores the

publication and distribution of any purported national list

oi approved and accredited schools of nursing by an un-
authorized agency for the purpose of interfering with and
impeding recruitment of student nurses in hospital schools

of nursing, and thus cause the possible closing of many
such schools of nursing; that this society strongly con-

demns any action of state or national nursing organizations

which has the effect of endorsing, expressed or implied, the

closing of any hospital schools accredited by their respec-

tive states.

2. That the Iredell-Alexander County Medical Society

believes in reasonable standards for all schools engaged in

the training and education of nurses and feels that the

general public welfare should be paramount in the setting

of such standards, and, to that end, this society proposes

that there be a reorganization of the Board of Nurse Exam-
iners and the Joint Committee on Standardization of North
Carolina in order that there might be a more equitable

representation of the public interest on these boards.

3. That the Iredell-Alexander County Medical Society

strongly opposes federal aid to schools of medicine, oste-

opathy, nursing ,and other allied professions as proposed

in recent legislation, as such financial aid would undoubt-
edly lead to regulation and control by the federal govern-

ment.

1. That the Iredell-Alexander County Medical Society

go on record as strongly condemning the efforts of certain

groups toward socialization of the nursing, dental and med-
ical professions; that this society further condemns the un-

restrained activity of paid government employees in en-

couraging and fostering interference by the federal gov-

ernment in the fields of nursing and medicine; that this

society unreservedly opposes the compulsory health insur-

ance plan advocated by Federal Security Administrator

Oscar R. Ewing and calls upon all thinking citizens to fight

this proposal with all strength at their command; that

nursing and medical care in America is recognized to be

far superior to that in any other land and certainly, with

that record, this is no time to engage in wild experimenta-

tion with the health and lives of the American people.

As any doctor familiar with the record of Dr. J.

W. Davis of Statesville would surmise, this Resolu-

tion was inspired by him and the copy furnished

to this journal came by his hand. Ever since he

came back from Europe at the close of World War
I, Dr. Davis has been unsparing of his time and

means in promoting the best health interests of the

people and all interests of those who serve in this

cause.

The person with a headache often finds himself a med-
ical orphan. He is fortunate indeed if the headache is tran-

sient, for otherwise he may find himself on an excursion

to ophthalmologist, otolaryngoloist, neurologist, dentist,

psychiatrist, osteopath and chiropractor. He is x-rayed,

massaged, analyzed, fitted with glasses, relieved of his tur-

binuates and teeth, and too often emerges with his head-

ache intact.

—

L. G. Moench.
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BOOKS
THE DEVELOPMENT OF GYNAECOLOGICAL SUR-

GERY AND INSTRUMENTS: A Comprehensive Review
of the Evolution of Surgery and Surgical Instruments for

the Treatment of Female Diseases from the Hippocratic

Age to the Antiseptic Period, by James V. Ricci, M.D..

Clinical Professor of Gynaecology and Obstetrics, New
York Medical College. The Blakiston Company, 1012 Wal-
nut Street, Philadelphia 5, Penn. 1949. $12.00.

The book goes back behind the subject proper

to the beginnings of the use of various metals for

other purposes. It seems that instruments made of

iron and steel were in fairly common use in more

than one area as many as a thousand years before

Christ. There are pictures shown of a number of

surgical instruments which are said to have been

used in the Second Century B. C. A number of

pictures show the familiar instrumental equipments

for surgeons which were found in the ruins of Pom-
peii and Herculaneum. Accounts are given of the

gynecological surgery and instruments of the By-

zantines and of the Arabians, and of the Europeans

during the Middle Ages. With the Renaissance

came great improvement in this field. Subsequent

advances in surgery and its instruments are de-

scribed century by century up to the time that

antiseptics came into use. The achievements of

Ephraim McDowell, of Marion Sims, of Velpeau,

of Nelaton, of Smellie, of Emmet, of Howard A.

Kelly, and many others less known to fame, are

duly recorded.

It is gratifying to see the much-neglected sur-

geon John Peter Mettauer, of Prince Edward Court

House (now Farmville), Virginia, is given credit

for having made, in 1832, the first surgical repair

of a vesico-vaginal fistula.

The author has collected, arranged and written

down a great deal that will interest many surgeons

and should interest many more.

NORMAL VALUES IN CLINICAL MEDICINE, by F.

William Sunderman, M.D., Ph.D., Professor of Experi-

mental Medicine and Clinical Pathology, University or

Texas Postgraduate School of Medicine; and Frederick

Boerner, V.M.D., Late Associate Professor of Clinical

Bacteriology, Graduate School of Medicine, University of

Pennsylvania. 84S pages with 237 figures and 413 tables.

W. B. Saunders Company, W. Washington Sq., Philadel-

phia 5. and London. 1949. $14.00.

The foreword opens with this excellent state-

ment: It is good practice to use the term "norm"

for the selected range of values which can be ac-

cepted as a standard and to use the adjective "nor-

mal" for any measurement which falls within the

"norm." In the preface it is said that the various

connotations attached to the word "normal" fre-

quently result in a confusion of concepts.

This reviewer would have been glad to see this

idea developed further, to the extent of limiting

the use of normal to its original meaning, the rule;

and using the word healthy, or non-diseased, to

indicate what is ordinarily intended to be convey-

ed by the use of the word normal.

The text covers practically the same field as

does a good textbook on physiology, with the addi-

tion of practical applications of methods and find-

ings to clinical use for contrast studies. For those

who will make use of it the book must prove of

tremendous advantage in diagnosis and estimation

of clinical progress or the reverse.

ACUTE APPENDICITIS AND ITS COMPLICATIONS,
by Frederick Fitzherbert Boyce, M.D., Assistant Profes-

sor of Clinical Surgery, Tulane University of Louisiana

School of Medicine. Oxford University Press, 114 Fifth

Avenue, New York 11, N. Y. 1949. $8.75.

The author gives as his first reason for adding

one more to the many sections and individual books

on appendicitis the fact that he does not know of

a book dealing exclusively with acute appendicitis.

The discussion, in one presentation, of the chronic

and acute disease of the appendix he believes leaves

the student and the casual reader with the idea

that the two conditions, actually worlds apart, are

closely related the one to the other, even part of

the same pathologic process. Another reason the

author gives is that he considers unjustifiable the

dwelling by medical writers upon the improvements

in the statistics in acute appendicitis. What he

considers the most important reason is the fact

that almost none of the presentations of acute ap-

pendicitis gives any proper concept of the grave

and potentially lethal character of this disease en-

tity.

The book is written to supply these various de-

ficiencies.

Fitz is duly credited with having made the most

important contribution to this knowledge. L. L.

McArthur it is said devised the gridiron incision,

therefore the incision should be called the Mc-
Arthur-McBurney incision. The importance of the

Folwer position is not considered very great. The
accomplishments of Murphy and Ochsner are duly

A Distinctive Sani-

tarium For Diagnosis
and Treatment of Ner-
vous and Mental Dis-

orders. . . .Alcoholism,

Narcotic and Barbitu-

rate Addiction. . . Rest
and Convalescence.
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ORANGEBURG, SOUTH CAROLINA

Edgewood offers all approved therapeutic aids. Complete bath depart-
ments. Ltvlnfl accommodations private and commodious. Excellent climato
year 'round. Unusual recreational and physical rehabilitation facilities.

Occupational therapy. Specialize In cleclro-shock and insulin therapy.
Separate department alcoholism, narcotic, barbiturate addiction. Gradual
reduction method. Full time Psychiatrists, nurses, and aides assure
individual care and treatment. For detailed information write

EDGEWOOD • ORANGEBURG, S, C.

Orln R. Yost, M. D. Psych atrist-ln-Chle
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recorded and our own Hubert Royster's book is

quoted at length and always favorably.

This is not just one more book on appendicitis.

The author is a thoughtful surgeon, and he has

written a book to stimulate thought in other sur-

geons, to the improvement of their results for the

greater good of their patients.

THE EYE AND ITS DISEASES, by 92 International

Authorities, edited by Conrad Berens, M.D., F.A.C.S.

New, second edition. 1092 pages with 436 figures, eight in

colors. W. B. Saunders Company, Philadelphia 5, and Lon-
don. 1949. $16.00.

In the 13 years since the first edition of this

book appeared a vast number of advances of the

very first importance have been made in the diag-

nosis and the preventive and curative therapy of

eye diseases. The contributions to the present text

by nearly a hundred authorities, as edited by the

master ophthalmologist Berens, constitute a formal

textbook, certainly without a superior, and within

a reasonable compass. For anyone seeking or need-

ing information on how to learn what is wrong

with a pair of eyes and what to do in the case,

here it is.

AN ATLAS OF THE BLOOD AND BONE MARROW,
by R. Philip Custer, M.D., Director, Laboratories of the

Presbyterian Hospital in Philadelphia; Assistant Professor

of Pathology, The University of Pennsylvania School of

.Medicine; Consultant to the Armed Forces Institute of

Pathology. 321 pages with 2S5 figures, 42 in color. W. B.
Saunders Company, W. Washington Sq., Philadelphia 5,

and London. 1949. $15.00.

This atlas is prepared with a view to presenting

the subject to the general practitioner and special-

ist in such a way as to help him to do full justice

to patients presenting themselves with blood dis-

crasias, primary or secondary, or maybe even ter-

tiary. In the planning were included the needs of

medical technologists as well. In the first section

the development and function normally of the

blood making constituent is given elaborate de-

scription. Then, by the important aid of many
first-class pictures changes in the peripheral blood

are correlated with changes in the bone marrow,

and in the process most primary diseases of the

blood-forming organs and many other conditions

affecting the blood and these organs are gone into

thoroughly. The text summarizes in many instances

clinical features of importance and provides against

too much reliance being placed on the blood and

marrow changes. Although the main aim of the

book is to promote accuracy in diagnosis, some-

thing on treatment is included here and there espe-

cially as to the bearing of response to treatment

on diagnosis.

DRINK

TRADE MARK REG.

You trust

its quality
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DISEASES OF THE HEART, by Cham.es K. Fried-

berg, M.D., Associate Physician Mt. Sinai Hospital, New
York; Lecturer in Medicine, Columbia University. 1081

pages with 79 figures. II'. B. Saunders Company, W. Wash-
ington Sq., Philadelphia 5, and London. 1949. $11.50.

The author undertakes to provide a comprehen-

sive and integrated exposition of the subject of

diseases of the heart in light of the oldest and the

newest knowledge of the subject. Special emphasis

is placed on pathologic physiology, that true foun-

dation of all sound clinical knowledge.

The arrangement arrests attention. The chapter

heads cardiac function and cardiac failure, cardiac

and circulatory compensation, the pathogenesis of

individual manifestations of congestive heart fail-

ure, circulatory measurements, shock syncope and

sudden death, are sufficiently indicative of the

unusualness of the approach to certain problems

of heart disease. Special attention is paid to the

relationship of the endocrine glands to heart dis-

ease. There are illuminating chapters on pregnancy

and heart disease, surgical procedures in the cardiac

patient and insurance and medical legal problems

in cardiac disease.

Whatever texts and monographs a physician may
have already, he will do well to purchase this book
and make daily use thereof.

NEWS, ETC.—From P. 385

Catawba Valley Medical Society, meeting Friday, De-
cember 2nd, Hotel Hickory, Hickory, N. C.

Program: 1. Treatment of Intracapsular Fractures of the

Xeck of the Femur, Dr. Glenn R. Frye.

2. Recording of an address on socialized medicine in

England before the American Proctological Society June
2nd, by Mr. A. L. Abel, a prominent English surgeon.

John C. Reece, MX)., Secretary.

Editor, Southern Medicine & Surgery:

Louisa County, Virginia, my eye ! You city boys stay too

close in and are too myopic. If you can't get out of Char-
lotte to look around get on your tallest building with a

telescope and look north. Practically in the suburbs of

Charlotte, you will see a modern, fire-proof, twenty-three-

bed, Hill-Burton Medical Care-Alexander County Hospital

—walls up, roof on, floors poured, windows in, wiring in,

plastering being done and in general nearing completion.

Ask your neighbour and our friend, Grady Cole. Hospital

is built from Federal, State and community funds and is

to be used as a Hospital and Health Center. Non-profit it

is, too, and open to all races and creeds. Health Depart-
ment will have a health officer, sanitarian, nurse, etc., as

per your Louisa County, and is a part of the Hospital or

Health Center. We don't claim it is the first such in the

U. S., but at least ours is nearly ready for use while Lou-
isa's is only in the fund-raising phase.

ROY C. TATUM, M.D.

Editorial Comment.—This is anent a "news" item pub-
lished in our issue for October. Our apologies to Dr. Ta-
tum and all the rest of the population of "Little Alex."

Schering Gives Doctors Tax Guides
The "Schering Physicians' Income Tax Guide for 1950"

is a new and up-to-date compilation of information on

how to prepare the doctor's income tax declaration and
return. It is now being distributed free on request to the

Medical Service Department of Schering. Corporation,

Bloomfield, New Jersey. Every possible situation in the

proper completion of income tax returns is covered clearly

and concisely. Answers which may be relied on are given

for every question from general tax return procedure to

bad debts or the deductibility of reading matter for the

physician's waiting room.

Prepared by tax experts and containing a special message

to the physician from Mr. Francis C. Brown, Schering's

president, the "Schering Physicians' Income Tax Guide for

1950" includes examples of filled-in tax returns, accompa-

nied by lists of permissible deductions.

(F
Fifty Years Ago

the Medical Review, October, 1899, via Bui. St. Louis
Med. Soc, Nov. 11th)

Geriatrics Now—Presbytiriatrics Then
Presbytiatrics is a name proposed for a new specialty in

medicine devoted to the study of the diseases and condi-

tions affecting, the aged. We now have a special branch

known as pediatrics, and there is no reason why, if the

diseases of the young are specially studied, the conditions

affecting old age should be overlooked. It is claimed that

hygiene of old age is relatively of greater importance than
that of the early years of life.

Juries the Same Now
The capricious, whimsical character of jurors' verdicts

are explained as part of the natural weakness of the mind.
The average twelve men are usually incompetent naturally

and are generally placed in the worst possible conditions

to exercise even average commmon sense in any disputed

case. The average jury is unable to pass judgment on, or

even to comprehend, the questions submitted to it. They
are confined in a close, badly-ventilated court room and
are obliged to sit in one place five or six hours a day. In

cases of capital crimes they have changed diet, changed
sleeping rooms, imperfect exercise, continuous mental
strain. They become listless, abstracted and fall into a

state of mental confusion. The average juryman becomes
more incapcaitated to rise above his prejudices or to reason

impartially every day he is confined to the court room.

Too Many Doctors Then
The Lancet shows that the population in England has

increased during the last ten years at the rate of 7.5 per

cent; the number of qualified practitioners at three times

this rate. There is one physician to every 1,272 people.

The later figure shows that it is impossible for many of

the profession to obtain a livelihood.

Cancer of the Stomach
S. C. Hemmeter shows the remarkable increase in the

number of deaths from this disease everywhere. Blood is

contained in the vomit in one-half of all cases; the coffee-

ground vomit is diagnostically important. In 75 per cent

of the cases there is constipation; this is due to the me-
chanical stenosis by the tumor and the motor insufficiency

due to carcinomatous invasion of the muscularis. The pres-

ence of free HC1 does not argue against cancer of the

stomach; on the other hand its absence is no specific sign

of this disease, for it may be absent in diseases of the kid-

neys, pulmonary tuberculosis, valvular cardiac disease, and
in catarrhal jaundice. The occurrence of lactic acid in gas-

tric cancer is not at a time to enable us to make an early

diagnosis. The presence of the Oppler-Boas bacillus is an
important aid in the diagnosis. In an examination of 52

cases they were absent in only three cases. Demonstration
of a tumor in the stomach is the most reliable evidence

upon which to base a diagnosis, but it is not an early-

sign. Gastroscopic examination, electrodiaphany and the

use of the x-ray have not as yet proven of much service

in making a diagnosis of the presence or position of a
gastric cancer. Only two methods exist for making an early

diagnosis: curetting the stomach wall (with a soft tube)
and examining the detritus, and exploratory laparotomy.
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