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NOTE.

The Association does not hold itself responsible for the views enunciated in the
papers and discussions published in this volume.
WILLIAM WARREN POTTER, Secretary,
238 DELAWARE AVENUE, Burratro.

[Minutes and discussions stenographically reported by WiLLIaM WHITFORD,
Chicago, Ill.]
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AMERICAN ASSOCIATION

OF

OBSTETRICIANS AND GYNECOLOGISTS.

CONSTITUTION.

I. The name of this Association shall be THE AMERICAN As-
SOCIATION OF OBSTETRICIANS AND GYNECOLOGISTS.

I1. Its object shall be the cultivation and promotion of knowl-
edge in whatever relates to Abdominal Surgery, Obstetrics, and
Gynecology.

MEMBERS.

II1. The members of this Association shall consist of Ordinary
Fellows, Honorary Fellows, and Corresponding Fellows.

The Ordinary Fellows shall not exceed one hundred and
fifty in number.

The Honorary Fellows shall not exceed ten American and
twenty-five foreign.

Candidates shall be proposed to the Executive Council at
least one month before the first day of meeting, by two Fellows,
and shall be balloted for at the annual meeting, a list of names
having been sent to every Fellow with the notification of the
meeting.

A two-thirds vote in the affirmative of all the members present
shall be necessary to elect—fifteen Fellows at least being in
attendance.

All candidates for active fellowship shall' submit to the Exec-
utive Council, at least one month before the annual meeting, an
original paper relating to Abdominal Surgery, Obstetrics, or
Gynecology.

HONORARY FELLOWS.
IV. The power of nominating Honorary Fellows shall be vested

in the Executive Council.
xi



xii CONSTITUTION.

Their election shall take place in the same manner as that of
Ordinary Fellows.

They shall enjoy all the privileges of Ordmary Fellows, ex-
cepting to vote or hold office, but shall not be required to pay
any fee.

CORRESPONDING FELLOWS.

V. The Corresponding Fellows shall be recommended by
the Executive Council and elected by the Association.

They shall enjoy all the priveliges of Ordinary Fellows, ex-
cepting to vote or hold office, and shall be entitled to a copy of
the annual TRANSACTIONS.

They shall pay an annual fee of five dollars.

OFFICERS.

VI. The officers of this Association shall be a President, two
Vice-Presidents, a Secretary, a Treasurer, and six Executive
Councillors.

The nomination of all officers shall be made in open session at
the business meeting, and the election shall be by ballot.

The first five officers shall enter upon their duties immediately
before the adjournment of the meeting at which they shall be
elected, and shall hold office for one year.

[*“ At the election next succeeding the adoption of these laws,
the full number of Executive Councillors shall be elected; two
for a tetm of three years, two for a term of two years, and two
for a term of one year.

‘** At every subsequent election two Councillors shall be elected
for a term of three years, and shall continue in office until their
successors shall have been elected and shall have qualified.” ]t

Any vacancy occurring during the recess may be filled tem-
porarily by the Executive Council.

ANNUAL MEETINGS.

VII. The time and place of holding the annual meeting shall
be determined by the Association or may be committed to the"
Executive Council each time before adjournment.

It shall continue for three days, unless otherwise ordered by
vote of the Association.

rAmendment adopted September 21, 1898.



CONSTITUTION xiii
AMENDMENTS.

VIII. This Constitution may be amended by a two-thirds
vote of all the Fellows present at the annual meeting: provided,
that notice of the proposed amendment shall have been given in
writing at the annual meeting next preceding: and provided,
Sfurther, that such notice shall have been printed in the notifica-
tion of the meeting at which the vote is to be taken.






AMERICAN ASSOCIATION

OF

OBSTETRICIANS AND GYNECOLOGISTS.

BY-LAWS.

THE PRESIDING OFFICER.

I. The President, or in his absence, one of the Vice-Presidents,
shall preside at all meetings, and perform such other duties as
ordinarily pertain to the Chair.

The presiding officer shall be ex-officio chairman of the Ex-
ecutive Council, but shall vote therein only in case of a tie.

SECRETARY.

II. The Secretary shall attend and keep a record of all meet-
ings of the Association and of the Executive Council, of which
latter he shall be ex-officio clerk, and shall be entitled to vote
therein.

He shall collect all moneys due from the members, and shall
pay the same over to the Treasurer, taking his receipt therefor.

He shall supervise and conduct all correspondence of the As-
sociation; he shall superintend the publication of the TRANSAC-
TIONS under the direction of the Executive Council, and shall
perform all the ordinary duties of his office.

He shall be the custodian of the seal, books, and records of the
Association.

TREASURER.

III. The Treasurer shall receive all moneys from the Secre-
tary, pay all bills, and render an account thereof at the annual
meetings, when an Auditing Committee shall be appointed to
examine his accounts and vouchers.

Xv



xvi BY-LAWS.

EXECUTIVE COUNCIL.

IV. The Executive Council shall meet as often as the in-
terests of the Association may require. The President, or any
three members may call a meeting, and a majority shall con-
stitute a quorum.

It shall have the management of the affairs of the Associa-
tion, subject to the action of the house at its annual meetings.

It shall have control of the publications of the Association,
with full power to accept or reject papers or discussions.

It shall have control of the arrangements for the annual meet-
ings, and shall determine the order of the reading of papers.

It shall constitute a court of inquiry for the investigation of
all charges against members for offences involving law or honor;
and it shall have the sole power of moving the expulsion of any
Fellow.

ORDER OF BUSINESS.

V. The Order of Business at the annual meetings of the
Association shall be as follows:

1. General meeting at 10 o’clock A. M.

a. Reports of Committees on Scientific Questions.
b. Reading of Papers and Discussion of the same.

2. One business Meeting shall be held at half-past nine
o’clock A. M. on the first day of the session, and another on
the evening of the second day (unless otherwise ordered
by vote), at which only the Fellows of the Association
shall be present. At these meetings the Secretary’s rec-
ord shall be read; the Treasurer’s Aceounts submitted;
the reports of Committees on other than scientific sub-
jects offered; and all Miscellaneous Business transacted.

PAPERS.

VI. The titles of all papers to be read at any annual meeting
shall be furnished to the Secretary mot later than one month
before the first day of the meeting.

No paper shall be read before the Association that has already
been published, or that has been read before any other body.

Not more than thirty minutes shall be occupied in reading any
paper before the Association.

Abstracts of all papers read should be furnished to the Secre-
tary at the meeting.



BY-LAWS., xvii

All papers read before the Association shall become its sole
property if accepted for publication; and the Executive Council
may decline to publish any paper not handed to the Secretary
complete before the final adjournment of the annual meeting.

QUORUM.

VII. The Fellows present shall constitute a quorum for all
business, excepting the admission of new Fellows or acting upon
amendments to the Constitution, when not less than fifteen
Fellows must be present.

DECORUM.

VIII. No remarks reflecting upon the personal or professional
character of any Fellow shall be in order at any meeting, ex-
cept when introduced by the Executive Council.

FINANCE.

IX. Each Fellow, on admission, shall pay an initiation fee of
twenty-five dollars, which shall include his dues for the first year.

Every Fellow shall pay, tn advance (i.e., at the beginning of
each fiscal year) the sum of twenty dollars annually thereafter.

[A fiscal year includes the period of time between the first
day of one annual meeting and the first day of the next.]

Any Fellow neglecting to pay his annual dues for two years
may forfeit his membership, upon vote of the Executive Council.

The Secretary shall receive, annually, a draft from the Presi-
dent, drawn on the Treasurer, for a sum, to be fixed by the
Executive Council, for the services he shall have rendered the
Association during the year.

A contingent fund of one hundred dollars shall be placed an-
nually at the disposal of the Secretary for current expenses, to
be disbursed by him, and for which he shall present proper
vouchers.

ATTENDANCE.

X. Any Fellow who shall neither attend nor present a paper
for three consecutive years, unless he offer a satisfactory excuse,
may be dropped from fellowship, upon vote of the Executive
Council.

RULES.

XI. Robert’'s Rules of Order shall be accepted as a parlia-
mentary guide in the deliberations of the Association.
2



xviii BY-LAWS.

AMENDMENTS.

XII. These By-Laws may be amended by a two-thirds vote
of the Fellows present at any meeting; provided, previous notice
in writing shall have been given at the annual meeting next
preceding the one at which the vote is to be taken.
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of the Société Obs}étricale de France, Paris, France. 3 Chemin
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Mackenzie College, S. Paulo, Brazil. 184 Rua da Consolacao,
S. Paulo, Brazil, S. A.

1891.—MacHELL, HENRY Thnomas, M.D., L.R.C.P. Ed.
Lecturer on Obstetrics, Women’s Medical College; Surgeon to
St. John’s Hospital for Women; Physician to Victoria Hospital
for Sick Children and to Hillcrest Convalescent Home. 95
Bellevue Avenue, Toronto, Ontario, Canada.

1898.—WRIGHT, ApamM HENRY, B.A,, M.D. Univ. Toronto,
M.R.C.S., Eng. Professor of Obstetrics in the University of
Toronto; Obstetrician and Gynecologist to the Toronto General
Hospital and Burnside Lying-in Hospital, President, 1891.
(Transferred from Ordinary List, 1898.) 30 Gerrard Street,
East, Toronto, Ont., Canada.

Total, seven Corresponding Fellows.
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*Deceased.  tResigned.

1902.—ABRAMS, EDWARD THoMas, A.M., M.D. Consulting
Surgeon to the Lake Superior General Hospital; Member of the
Michigan State Medical Society; Member of the American Medi-
cal Association. Dollar Bay, Mich.

1890.—ASDALE, WILLIAM JAMES, M.D. Professor of Diseases
of Women, Western Pennsylvania Medical College (Medical
Department, University of Western Pennsylvania), Pittsburg,
Pa. Patterson Heights, Beaver Falls, Pa.

1895.—BACON, JosepH BarRNEs, M.D. Professor of Rectal
Diseases at the Post-Graduate Medical School; Instructor in
Clinical Surgery in the Medical Department of Northwestern
University, Chicago. Macomb, IIl.

Founder.—*BAKER, WASHINGTON Hopkins, M.D. Phila-
delphia, Pa. 1904.

1895.—BALDWIN, JaMEs FAIRCHILD, A.M., M.D. Surgeon to
Grant Hospital, 125 South Grant Avenue. Residence, 405 E.
Town Street, Columbus, Ohio.

* 1903.—Bandler, SAMUEL WyLLIs, M.D. Instructor in Gyne-
cology in the New York Post-Graduate Medical School and
Hospital; Adjunct Gynecologist to the Beth Israel Hospital.
134 West Eighty-seventh Street, New York, N.Y.

1889.—1BarrOwW, Davip, M.D. Lexington, Ky. 1907.

1907.—BELL, JoHN NorvaL, M.D. Adjunct Professor of
Obstetrics and Gynecology at Detroit College of Medicine;
Gynecologist to Harper Hospital Polyclinic. Residence, 418
Fourth Avenue; Office, 506 Washington Arcade, Detroit, Mich.

1892.—BLUME, FREDERICK, M.D. Gynecologist to the Alle-

gheny General Hospital and Pittsburg Free Dispensary; Obstet-

rician to the Roselia Maternity Hospital; Consulting Gynecolo-
xxvii
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gist to the Mercy Hospital; President of the Pittsburg Obstetri-
cal Society, 1892. Office, Jenkins Building, Pittsburg, Pa.

1900.—BONIFIELD, CHARLES LyYBRAND, M.D. Professor of
Clinical Gynecology in the Medical College of Ohio; President
of the Cincinnati Academy of Medicine, 1900; Gynecologist to
the Good Samaritan, Christ’s, and to Speer’s Memorial Hospitals;
formerly President of the Cincinnati Obstetrical Society; Secre-
tary of the Section on Obstetrics and Gynecology, American
Medical Association, 1901—4; Chairman, 1905; Vice-president,
1907. Residence, corner Washington and Gholson Avenues;
Office, 409 Broadway, Cincinnati, Ohio. -

1896.—BosHER, LEwis C., M.D. Professor of Practice of
Surgery and Clinical Surgery, Medical College of Virginia; Visit-
ing Surgeon, Memorial Hospital, Richmond. 422 East Franklin
Street, Richmond, Va.

Founder.—Boyp, JaMEs PETER, A.M., M.D. Professor of
Obstetrics, Gynecology and Diseases of Children in the Albany
Medical College; Gynecologist to the Albany Hospital; Consult-
ing Obstetric Surgeon to St. Peter’'s Hospital; Fellow of the
British Gynecological Society. 152 Washington Avenue,
Albany, N. Y.

1889.—BrRANHAM, JosepH H., M.D. Professor of Surgery in
the Maryland Medical College; Surgeon to the Franklin Square
Hospital. 2200 Eutaw Place, corner Ninth Avenue, Baltimore,
Md.

1894.—BROWN, JOoHN YouNG, M.D. Professor of Clinical
Surgery in Saint Louis University; Chief Surgeon to St. John’s
Hospital; President of the Mississippi Valley Medical Asso-
ciation, 1898; Vice-president, 1905; President, 1906; Executive
Council, 1907-8. Residence, 303 North Grand Avenue; Office,
612 Metropolitan Building, Saint Louis, Mo.

1889.—*BURNS, BERNARD, M.D. Allegheny, Pa. 1892.

1908.—BuTEAU, SAMUEL H., M.D. Former member of Cali-
fornia State Board of Medical Examiners; formerly Visiting
Surgeon to Almeda County Hospital. Residence, 1052 Tele-
graph Avenue; Office, 1155 Broadway, Oakland, Cal.

1906.—CANNADY, JoHN EGERTON, M.D. Surgeon to the
Charleston General Hospital, Surgeon to McMillan’s Hospital,
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Charleston; Fellow of the Southern Surgical and Gyneco-
logical Association; Non-resident Honorary Fellow of the Ken-
tucky State Medical Association; Fellow West Virginia Medical
Association, Virginia Medical Society, American Medical Asso-
ciation, Tri-State Society Virginia and the Carolinas, American
Association of Railway Surgeons. Office, Coyle and Richard-
son Building, Charleston, W. Va.

Founder.—CarsTENS, J. HENRY, M.D. Professor of Ob-
stetrics and Clinical Gynecology in the Detroit College of Medi-
cine; Gynecologist to the Harper Hospital; Attending Physician
to the Woman’s Hospital; Obstetrician to the House of Provi-
dence; President of the Detroit Gynecological Society, 1892.
Vice-president, 1888-89; President, 1895; Executive Council,
1896—98. 620 Woodward Avenue, Detroit, Mich.

1895.—CHASE, WALTER BENAjJAH, M.D. Gynecologist to the
Bushwick Hospital; Attending Surgeon and Gynecologist, Cen-
tral Hospital and Dispensary; Consulting Gynecologist to the
Long Island College Hospital; Councilor to the Long Island
College Hospital; Fellow of the Brooklyn Gynecological Society
(President, 1893); Member Medical Society County of Kings
(President, 1892); Permanent Member Medical Society State of
New York; Member of the Brooklyn Pathological Society, and
Honorary Member of the Queens Country Medical Society.
Executive Council, 1899-1904. 1050 Park Place, Borough of
Brooklyn, New York.

Founder.—tCLARKE, AvucustUus Peck, A.M.,, M.D. Cam-
bridge, Mass. 1908.

1890.—*CoLES, WALTER, M.D. Saint Louis, Mo. 1892.

1904.—CONGDON, CHARLES ELLsWORTH, M.D. Gynecologist
to the City Hospital for Women. Office, 859 Humboldt Park-
way; Residence, The Markeen, Buffalo, N. Y. ‘

1906.—CrAI1G, DANIEL HiraM, M.D. Surgeon to Out Pa-
tients, Free Hospital for Women; Instructor in Gynecology in
the Boston Polyclinic. 386 Commonwealth Avenue, Boston,
Mass. *

1901.—CRILE, GEORGE W., A.M., M.D. Professor of Clinical,
Surgery in the Western Reserve University Medical College;
Surgeon to St. Alexis’s Hospital; Associate Surgeon to Lake-
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side Hospital. Vice-president, 1907. Residence, 1021 Prospect
Avenue; Office, Osborn Building, Cleveland, Ohio.

1894.—FCROFFORD, THOMAS JEFFERsON, M.D. Memphis,
Tenn. 1909. (See Honorary Fellows.)

1905.—CROSSEN, HARRY STURGEON, M.D. Clinical Professor
of Gynecology in Washington University; Gynecologist to Wash-
ington University Hospital, Associate Gynecologist to Mul-
lanphy Hospital; Consulting Gynecologist to Bethesda, City and
Female Hospitals. Residence, 4477 Delmar Avenue; Office, 310
Metropolitan Building, Saint Louis, Mo.

1897.—tCumsToN, CHARLES GREENE, B.M.S.,, M.D. Boston,
Mass. 1909.

Founder.—t*CusHING, CLINTON, M.D. San Francisco, Cal.
1900. 1904. :

1903.—Davis, JouN D.S,, M.D., LL.D. Professor of Surgery
in the Birmingham Medical College; Surgeon to Hillman Hospi-
tal; ex-President of Jefferson County Medical Society and of the
Board of Health of Jefferson County. Vice-president, 1909.
2031 Avenue G., Birmingham, Ala.

1889.—*DaAvis, WiLLiam ELias B., M.D. Birmingham, Ala.
1903.

1902.—DEAVER, Harry Cray, M.D. Professor of Surgery
in the Woman’s Medical College of Pennsylvania; Surgeon to the
Episcopal and the Stetson Hospitals and to the Children’s
Hospital of the Mary J. Drexel Home. 1534 North Fifteenth
Street, Philadelphia, Pa.

1896.—DEAVER, JoHN BLAIR, M.D. Formerly Assistant Pro-
fessor of Applied Anatomy at the University of Pennsylvania;
Surgeon in Chief to the German Hospital; Consulting Surgeon
to the Germantown Hospital. 1634 Walnut Street, Philadel-
phia, Pa.

1909.—DickinsoN, GorpoN K., M.D. Surgeon to the City
and Christ Hospitals; Consulting Surgeon to Bayonne Hospital.
280 Montgomery Street, Jersey City, N. J.

1892.—DORSETT, WALTER BLACKBURN, M.D. Professor of
Obstetrics and Gynecology in the Marion Sims-Beaumont Col-
lege of Medicine, Medical Department of Saint Louis University;
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Gynecologist to the Missouri Baptist Sanitarium, Evangelical
Deaconess’s Hospital and the Good Samaritan Hospitals; Con-
sulting Gynecologist to the Saint Louis City and Female Hos-
pitals; President of the Saint Louis Medical Society, 1892; Pres-
ident of the Missouri State Medical Society, 1900; Chairman of
the Section on Obstetrics and Gynecology, American Medical
Association, 1907. Vice-president, 1898; President, 1904; Execu-
tive Council, 1905-1907. Residence, 5070 Washington Avenue;
Office, Linmar Building, corner Washington and Vandeventer
Avenues, Saint Louis, Mo. '

1889.—f*DoucLas, RicHARD, M.D. Nashville, Tenn. 1905.
1907.

1892.—*DUFF, JoHN MILTON, A M., M.D., Ph.D. Pittsburg,
Pa. 1904.

1898.—*DuNN, James C.,, M.D. Pittsburg, Pa. 1907.

1892.—*DUNNING, LEHMAN HERBERT, M.D. Indianapolis,
Ind. 1906.

1899.—EAsTMAN, THOMAS BARKER, A.B., M.D. Professor of
the Medical and Surgical Diseases of Women, Central College of
Physicians and Surgeons; Gynecologist to the City Hospital, City
.Dispensary, and Central Free Dispensary. 309 Pennway Build-
ing, Indianapolis, Ind.

1904.—ELBRECHT, Oscar H., M.D. Superintendent and Sur-
geon in charge of the Saint Louis Female Hospital.. 623-625
Metropolitan Building, Saint Louis, Mo.

1906.—ERDMANN, JoHN FREDERICK, M.D. Clinical Pro-
fessor of Surgery in University-Bellevue Hospital Medical Col-
lege; Surgeon to Gouverneur, St. Mark’s, and Sydenham Hospi-
tals. 60 West Fifty-second Street, New York, N. Y.

1895.—FERGUSON, ALEXANDER HuGH, M.D. Professor of
Surgery at the Chicago Post-Graduate Medical School. Resi-
dence, 4619 Grand Boulevard; Office, Suite 300, Reliance
Building, 100 State Street, Chicago, Ill.

1903.—FRrANK, Louls, M.D. Professor of Abdominal and
Pelvic Surgery in the Medical Department of Kentucky Uni-
versity; Surgeon to Louisville City Hospital; Surgeon and Gyne-
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cologist to the Broadway Infirmary. Residence, 1415 Fourth
Avenue; Office, The Atherton, Louisville, Ky.

1890.—FREDERICK, CARLTON Cassius, B.S., M.D. Clinical
Professor of Gynecology in the Medical Department of Buffalo
University; Obstetrician and Gynecologist to the Buffalo
Woman’s Hospital, Obstetrician to the Widows’ and Infants’
Asylum; Gynecologist to the Erie County Hospital. 64 Rich-
mond Avenue, Buffalo, N. Y. :

1891.—G1BBONS, HENRY, JrR.,, A.M., M.D. Dean and Pro-
fessor of Obstetrics and Diseases of Women and Children in
Cooper Medical College; Consulting Physician to the French and
the Children’s Hospitals. Residence, 199 Twentieth Avenue;
Office, Union Square Building, 350 Post Street, San Francisco,
Cal.

1902.—GILLETTEV, WiLLiaMm J., M.D. Professor of Abdominal
Surgery and Gynecology in the Toledo Medical College; Surgeon
to Robinwood Hospital. 1613 Jefferson Street, Toledo, Ohio.

1895.—GOLDSPOHN, ALBERT, M.S., M.D. Professor of Gyne-
cology, Post-Graduate Medical School; Senior Gynecologist,
German Hospital; Attending Gynecologist, Post-Graduate and
Charity Hospitals. Vice-President, 1901. Residence, 3519
Cleveland Avenue; Office, 34 Washington Street, Chiéago, IlL.

1904.—GOODFELLOW, GEORGE E., M.D. Division Surgeon
San Francisco Railroad. Care of R.W. Kenny, 308 South
Broadway, Los Angeles, Cal.

1903.—GUENTHER, EMIL ERNEST, M.D. Senior Assistant
Gynecologist and Obstetrician to St. Barnabas's Hospital; At-
tending Surgeon to the German Hospital, Newark. 159 West
Kinney Street, Newark, N. J.

_ 1907.—GUITERAS, RaMON, M.D. Visiting Gynecologist to
the City Hospital; Visiting Surgeon to Columbus Hospital;
Consulting Surgeon to the French Hospital; Professor of Geni-
tourinary *Surgery at the Post-Graduate Medical School and
Hospital, New York. 8o Madison Avenue, New York, N. Y.

1892.—*HAGGARD, WiLLiaM Davip, M.D. Nashville, Tenn.
1901.

1900.—HAGGARD, WiLLiaM Davip, Jr.,, M:D. Professor of
Gynecology, Medical Department University of Tennessee; Pro-
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fessor of Gynecology and Abdominal Surgery, University of the
South (Sewanee); Gynecologist to the Nashville City Hospital;
President of the Nashville Academy of Medicine; Secretary of
the Section on Diseases of Women and Obstetrics, American Med-
ical Association, 1898; Fellow (and Secretary) of the Southern
Surgical and Gynecological Association; Member of the Alumni
Association of the Woman’s Hospital, N. Y. Vice-president,
1904. 148 Eighth Avenue, North, Nashville, Tenn.

1906.—HALL, JosEPH ArRpA, M.D. Clinical Assistant in Gyne-
cology at the Miami Medical College., Cincinnati. 628 Elm
Street, Cincinnati, Ohio.

1889.—HALL, RUFUs BARTLETT, A.M., M.D. Professor of
Gynecology and Clinical Gynecology at the Miami Medical Col-
lege; Gynecologist to the Presbyterian Hospital; Member of the
British Gynecological Association; of the Southern Surgical and
Gynecological Association; of the American Medical Association;
of the Ohio State Medical Society (President, 1900); of the Cin- -
cinnati Academy of Medicine; President of the Cincinnati Ob-
stetrical Society, 1896. Vice-president, 1891; President, 1900;
Executive Council, 1904-1909. Berkshire Building, 628 Elm
Street, Cincinnati, Ohio.

1902.—HAMILTON, CHARLES SUMNER, A.B., M.D. Professor
of the Principles of Surgery in Sterling Medical College; Sur-
geon to Mt. Carmel and the Children’s Hospitals. 1 North
Fourth Street, Columbus, Ohio.

1894.—HAvD, HERMAN EmiL, M.D., M.R.C.S. Eng. Gyne-
cologist to the Erie County Hospital; Surgeon to the German
Hospital. Vice-president, 1903; Executive Council, 1908-1910.
493 Delaware Avenue, Buffalo, N. Y.

1908.—HEDGES, ELLis W., A.B., M.D. Visiting Surgeon to
Muhlenberg Hospital, Plainfield, N. J. 703 Watchung Avenue,
Plainfield, N. J.

Founder.—*HiLL, HamMPTON EUGENE, M.D. Saco, Me. 1894.

1891.—HOLMES, Josus BILLINGTON SANDERS, M.D. Professor
of Obstetrics in the Southern Medical College; President of the
Georgia State Medical Association, 189o; Member of the
Southern Surgical and Gynecological Association; Member of the
American Medical Association. Valdosta, Ga.
3
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1891.—Howirt, HENRY, M.D., M.R.C.S. Eng. Surgeon to
the Guelph General and St. Joseph’s Hospital, Guelph; Mem-
ber of the British and Ontario Medical Associations; Medical
Health Officer for the City of Guelph. Vice-president, 1895.
235 Woolwich Street, Guelph, Ontario, Canada.

1905.—HUGGINS, RALEIGH RusseLL, M.D. Surgeon to St.
Francis Hospital. Vice-president, 1910. 1018 Westinghouse
Building, Pittsburg, Pa.

1895.—HuUMiIsTON, WiLLiaAM HENRY, M.D. Associate Pro-
fessor of Gynecology in the Medical Department of Western Re-
serve University; Gynecologist in Chief to St. Vincent’s Charity
Hospital; Consulting Gynecologist to the City Hospital; Presi-
dent of the Ohio State Medical Society, 1898. Executive Council:
1902-1903, 1908, 1910. President, 1909. Residence, 2041 East
Eighty-ninth Street; Office, 536 Rose Building, Cleveland, Ohio.

1898.—*HYDE, JoEL W., M.D. Brooklyn, N. Y. 1907.

1901.—ILL, CHARLES L., M.D. Surgeon to German Hospital;
Assistant Gynecologist to St. Michael’s and St. Barnabas’s
Hospitals; Obstetrician to St. Barnabas's Hospital, Newark;
Assistant Gynecologist to All Souls’ Hospital, Morristown. 188
Clinton Avenue, Newark, N. ]J.

Founder.—ILL, EpwWARD JosepH, M.D. Surgeon to the
Woman’s Hospital; Medical Director of St. Michael’s Hospital;
Gynecologist and Supervising Obstetrician to St. Barnabas’s
Hospital; Consulting Gynecologist to the German Hospital and
the Bnoth Israel Hospital of Newark, N. J., to All Souls’ Hos-
pital, Morristown, N. J., and to the Mountain Side Hospital,
Montclair, N. J.; Member of the Southern Surgical and Gyne-
cological Association; Vice-president from New Jersey of the
Pan-American Medical Congress of 1893; President of the
Medical Society of the State of New Jersey, 1907. Vice-president,
1893; President, 1899; Executive Council, 1901-1903. 1002
Broad Street, Newark, N. J.

1897.—*INGRAHAM, HENRY DOwNER, M.D. Buffalo, N. Y.
1904.

1909.—JAcoBsoN, JuLius H., M.D. Professor of Gynecology
and Clinical Surgery, Medical Department Toledo University;
Surgeon to Lucas City Hospital; Gynecologist to St. Vincent’s
Hospital, Toledo. 2050 Franklin Street, Toledo, O.
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Founder.—*JArRvis, GEORGE CYPRIAN, M.D. Hartford, Conn.
1900.
1894.—1JAYNE, WALTER ApDISON, M.D. Denver, Col. 1908

1892.—*JELKS, JaMEs THomas, M.D. Hot Springs, Ark.
1902.

1891.—JOHNSTON, GEORGE BEN, M.D. Professor of Gyne-
cology and Abdominal Surgery in the Medical College of Vir-
ginia; Surgeon to the Old Dominion Hospital; Physician to St.
Joseph’s Female Orphan Asylum; Consulting Surgeon to the
City Free Dispensary; Member of the American Surgical Associa-
tion (President, 1905); Vice-president of the Southern Surgical
and Gynecological Association, 1892 (President, 1897); ex-Presi-
dent of the Richmond Medical and Surgical Society; President of
the Virginia State Medical Society, 1897. Vice-president, 1897.
407 East Grace Street, Richmond, Va.

1906.—Jonas, ERNsT, M.D. Clinical Professor of Surgery in
Washington University Medical School; Surgeon in Charge of the
Surgical Clinic at the Washington University Hospital; Gynecolo-
gist to the Saint Louis Jewish Hospital; Surgeon to the Martha
Parsons Free Hospital for Children. Residence, 4495 West-
minster Place; Office, 465 North Taylor Avenue, Saint Louis, Mo.

1902.—KEEFE, JOoHN WiLLiaM, M.D. Attending Surgeon to
the Gynecological Department of St. Joseph’s Hospital; Attend
ing Surgeon to the Rhode Island Hospital; Consulting Surgeon
to the Providence Lying-in Hospital. Vice-president, 1908.
259 Benefit Street, Providence, R. I.

1908.—KIRCHNER, WALTER C. G., A.B., M.D. Superintendent
and Surgeon in charge of the Saint Louis City Hospital. Resi-
dence, City Hospital, 14th and Lafayette Streets, St. Louis, Mo.

1898.—LANGFITT, WILLIAM STERLING, M.D. Surgeon in chief
to St. John’s Hospital. 608 Fulton Building, Sixth Street and
Duquesne Way, Pittsburg, Pa.

1901.—LINCOLN, WALTER RobpMaN, B.A.,, M.D. Lecturer on
Gynecology, College of Physicians and Surgeons of Cleveland.
Lennox Building, corner Erie Street and Euclid Avenue, Cleve-
land, Ohio.

1900.—LINVILLE, MONTGOMERY, A.B., M.D. Surgeon to Sle-
mango Valley Hospital; Surgeon to three lines of Pennsylvania
Railways. 35 North Mercer Street, New Castle, Pa.
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1890.—LONGYEAR, Howarp WiLLiamMs, M.D. Gynecologist to
Harper Hospital; Physician to the Woman’s Hospital; President
of the Detroit Gynecological Society, 1889; Chairman of the
Section on Obstetrics and Gynecology of the Michigan State
Medical Society, 1892. Vice-president, 1893; President, 1905;
Executive Counctl, 1906-1908. 271 Woodward Avenue, Detroit,
Mich.

Founder.—*LoTHrROP, THOMAS, M.D. Buffalo, N. Y. 1902.

1896.—LYONS, JOHN ALEXANDER, M.D. Instructor in Gyne-
cology at the Post-Graduate Medical School; Gynecologist and
Lecturer to Nurses at the Chicago Hospital. 4118 State Street,
Chicago, III.

1891.—*McCAaNN, JaMEs, M.D. Pittsburg, Pa. 1893.
1898.—*McCaNN, THomas, M.D. Pittsburg, Pa. 1903.

Founder.—McMurTRY, LEWIS SaAMUEL, A.M., M.D., LL.D.
Professor of Gynecology in the Hospital College of Medicine;
Gynecologist to Sts. Mary and Elizabeth Hospital; Fellow of
the Edinburgh Obstetrical Society; Fellow of the British Gyne-
cological Society; Corresponding Member of the Obstetrical
Society of Philadelphia and of the Gynecological Society of
Boston; Member (President, 1891) of the Southern Surgical and
Gynecological Association; President American Medical Associa-
tion, 1905. Executive Council, 1891-1892, 1895-1905; President,
1893. Suite 542, The Atherton, Louisville, Ky.

Founder.—MANTON, WALTER PORTER, M.D. Professor of
Clinical Gynecology and Adjunct Professor of Obstetrics, Detroit
College of Medicine; Gynecologist to Harper Hospital and the
Eastern Michigan Asylum for the Insane; Vice-president of
Medical Board of the Woman’s Hospital and Foundling’s
Home; Consulting Gynecologist to the Northern Michigan
Asylum and St. Joseph’s Retreat; Gynecic Surgeon to the House
of the Good Shepherd; President of the Detroit Academy of
Medicine, 1892-1894; President of the Detroit Gynecological So-
ciety, 1890; Fellow of the British Gynecological Society; Fellow
of the Royal Microscopical Society and of the Zoological So-
ciety of London. Vice-president, 1894. 32 Adams Avenue,
W., Detroit, Mich.

Founder. —1*MAXWELL, THOMAS JEFFERSON, M.D. Keokuk,
Iowa. 1902. 1905.
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Founder.—MILLER, AARON BENjaMIN, M.D. Professor of
Gynecology in the Medical Department of Syracuse University;
Gynecologist to St. Joseph’s Hospital, House of the Good Shep-
herd and Dispensary. Vice-president, 1899, 1904; President,
1910. 326 Montgomery Street, Syracuse, N. Y.

1905.—MILLER, JoHN D., M.D. Assistant to the Chair of
Clinical Gynecology in the Medical College of Ohio, University of
Cincinnati. 172 W. McMillan Street, Cincinnati, Ohio.

1896.—*MOONEY, FLETCHER D., M.D. Saint Louis, Mo., 1897.

1907.—MoR1ARTA, Doucras C., M.D. Senior Surgeon to
Saratoga Hospital; Surgeon in chief to Saint Christian Hospital
for Children; Director of State Experimental Station at Sara-
toga. 511 Broadway, Saratoga Springs, N. Y.

1904.—MoORRI1s, LEwis CoLeEMAN, M.D. Professor of Gyne-
cology and Abdominal Surgery in the Birmingham Medical Col-
lege; Secretary, Medical Association State of Alabama, 1904;
Member of Jefferson County Board of Health. 1203 Empire
Building, Birmingham, Ala.

1890.—MORRI1S, ROBERT TUTTLE, A.M., M.D. Professor of
Surgery in the New York Post-Graduate Medical School and
Hospital. Vice-president, 1892; Executive Council, 1906, 1908—
1910; President, 1907. 616 Madison Avenue, New York, N. Y.

Founder.—*Mosges, GRATz As”HE, M.D. Saint Louis, Mo.
1901. (See Honorary Fellows.)

1894.—MURPHY, JOHN BENJaMIN, A.M.,, M.D. Professor of
Surgery and Head of Department North Western University;
Chief Surgeon to Mercy Hospital and St. Joseph's Hospital; At-
tending Surgeon to Wesley Hospital and Columbus Hospital;
Consulting Surgeon to Alexian Brothers’, Cook County Hos-
pitals, etc. Residence, 3305 Michigan Avenue; Office, 400
Reliance Building, 100 State Street, Chicago, Ill.

F ounder.—t*MvElis, WiLLiam HERSCHEL, M.D. Fort Wayne,
Ind. 1904. 1907. (See Honorary Fellows.)

1904.—NEWMAN, Louls Epwarp, A.M., M.D. President of
the Saint Louis Obstetrical and Gynecological Society, 1904.
5381 Waterman Avenue, Saint Louis, Mo.

1897.—NIcHoLs, WiLLiaM R., M.D. 295 Edmunton Street,
Winnipeg, Manitoba, Canada.
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1896.—NOBLE, GEORGE HENRY, M.D. Gynecologist to the
Grady Hospital; Secretary to the Section on Obstetrics and
Gynecology of American Medical Association, 1897; Member
of the Southern Surgical and Gynecological Association. 131
and 133 South Pryor Street, Atlanta, Ga.

1903.—NOBLE, THOoMAS BENjaMIN, M.D. Professor of Ab-
dominal Surgery in the Central College of Physicians and Sur-
geons; Consultant in the Diseases of Women at the City Hospital,
City Dispensary, and Protestant Deaconess’s Hospital, Indian-
apolis. 427 Newton Claypool Building, Indianapolis, Ind.

1907.—OLMSTED, INGERsoLL, M.D. Surgeon to the City and
St. Joseph’s Hospitals, Hamilton, Ont. 215 South James St.,
Hamilton, Ontario, Canada.

1889.—tPAINE, JOHN FANNIN YoUNG, M.D. Galveston, Texas.
1904.

1899.—PANTZER, Huco Otto, M.D. Professor of Clinical
Gynecology in the Indiana Medical College, Medical Department
of Purdue University; Gynecologist to City Hospital, City Dis-
pensary, St. Vincent’s and Deaconess’s Hospitals; Member of
Indianapolis, Indiana State, Ohio Valley, Mississippi Valley,
Medical Associations and Indianapolis Gynecological Associa-
tion. Executive Council, 1907-1910. 224 North Meridian Street,
Indianapolis, Ind.

1890.—PEARSON, WiLLiAM LiBBy, M.D. 713 Union Street,
Schenectady, N. Y.

1899.—PFAFF, ORANGE G., M.D. Adjunct Professor of Ob-
stetrics and Diseases of Women in the Medical College of In-
diana; Gynecologist to the City, Deaconess’s, and St. Vincent’s
Hospitals. 1337 North Pennsylvania Street, Indianapolis, Ind.

1898.—PoRTER, MiILEs F., M.D. Professor of Surgery in the
Indiana Medical College, Medical Department of Purdue Uni-
versity; Surgeon to Hope Hospital; ex-President Indiana State
Medical Society. Vice-president, 1902. 207 West Wayne Street,
Fort Wayne, Ind.

Founder.—PoTTER, WILLIAM WARREN, M.D. Consulting
Gynecologist to the Woman's Hospital; Consulting Surgeon to
the Buffalo General Hospital; President and Examiner in Obstet-
rics and Gynecology, New York State Board of Medical Examin-
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ers; Chairman of Section of Obstetrics and Diseases of Women,
American Medical Association, 189o; President of the Buffalo
Obstetrical Society, 1884-1886; Member of the Southern
Surgical and Gynecological Association; President of the Medical
Society of the State of New York, 1891; Executive President of
the Section of Gynecology and Abdominal Surgery, First Pan-
American Medical Congress (1893). Secretary, 1888-1910.
238 Delaware Avenue, Buffalo, N. Y.

1903.—POUCHER, JoHN WiLsoN, M.D. Consulting Surgeon
to Vassar Brothers Hospital, Poughkeepsie. 339 Mill Street,
Poughkeepsie, N. Y.

Founder.—PRICE, JosepH, M.D. Physician in charge of the
Obstetrical and Gynecological Department of the Philadelphia
Dispensary; Member of the Southern Surgical and Gynecological
Association; Honorary Fellow of the Medical Society of the
State of New York; Honorary Fellow of the South Carolina Medi-
cal Society; Honorary Fellow of the Virginia Medical Society;
Member of the British Gynecological Association and of the
Edinburgh Obstetrical Society. Executive Council, 1894-1895;
President, 1896. 241 North Eighteenth Street, Philadelphia, Pa.

1904.—REDER, Francis, M.D. Chief of Clinic, Department of
Rectal Diseases, Medical Department of Washington University;
Surgeon to Burlington Rink. 4629 Cook Avenue, Saint Louis,
Mo.

Founder.—REED, CHARLES ALFRED LEg, A.M., M.D. Pro-
. fessor of Gynecology and Abdominal Surgery in the Cincinnati
College of Medicine and Surgery and in the Woman’s Medical
" College of Cincinnati; Surgeon to the Cincinnati Free Surgical
Hospital for Women; Secretary-General of the First Pan-
American Medical Congress, 1893; Member of the Southern
Surgical and Gynecological Society; Fellow of the British
Gynecological Society; President of the American Medical
Association, 1901. Executive Council, 1890-1897; President,
1898. Rooms 60 and 62, The Groton, N. E. corner Seventh
and Race Streets, Cincinnati, Ohio.

1905.—REES, CHARLES MAYRANT, M.D. Professor of Ab-
dominal Surgery and Gynecology in Charleston Medical School;
Member of the Medical Society of the State of South Carolina;
Member of the American Medical Association and of the Southern
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Surgical and Gynecological Association. Residence, 169 Broad
Street; Office, g8 Wentworth Street, Charleston, S. C.

1896.—*RHETT, ROBERT BARNWELL, JR., M. D. Charleston,
S.C. 1901.

1889.—*ROHE, GEORGE HENRY, M.D. Baltimore, Md. 1899.

1909.—ROSENTHAL, MAURICE 1., M.D. Surgeon to Saint
Joseph’s Hospital. 336 W. Berry Street, Fort Wayne, Ind.

1892.—ROSENWASSER, MARcus, M.D. Dean and Professor
of Diseases of Women and Abdominal Surgery in the University
of Wooster; Gynecologist to the Cleveland Hospital for Women
and Children; Consulting Gynecologist to the City Hospital;
Member of the American Medical and Ohio State Medical As-
sociations. Vice-president, 1903. Residence, 722 Woodland
Avenue; Office, 456 Lennox Building, Cleveland, Ohio.

1890.—Ro0ss, JAMES FREDERICK WiLLiaM, M.D.C.M,, L.R.C.P.,
Lond., Eng. Professor of Gynecology, University of Toronto;
Chief of Gynecological Service, Toronto General Hospital; Late
President Ontario Medical Association; President Academy
of Medicine, Toronto; Fellow of the Edinburgh Obstetrical So-
ciety. Executive Council, 1892—-1896, 1905-1907; President, 1897.
481 Sherbourne, Corner Wellesley Street, Toronto, Ont., Canada.

1902.—RUNYAN, JosePH PHINEAs, M.D. Division Surgeon
to the Choctaw, Oklahoma and Gulf Railroad; Secretary of the
Arkansas State Medical Association, President, 1904. 1514
Schiller Avenue, Little Rock, Ark.

1906.—RuUTH, CHARLES EDWARD, M.D. Professor of Surgery
and Clinical Surgery in the Keokuk Medical College (College
of Physicians and Surgeons); Surgeon to the Chicago and
Rock Island Pacific Railway. Ponce, Porto Rico.

1903.—SADLIER, JAMES EDGAR, M.D.. Consulting Surgeon to
Highland Hospital, Poughkeepsie. Vice-president, 1909. 295
Mill Street, Poughkeepsie, N. Y.

1909.—SANEs, K. IsaDoRE, Gynecologist to the West Penn
Hospital; Consulting Gynecologist to the Montefiore Hospital,
Pittsburg. Residence, 345 McKee Place; Office, Park Building,
Pittsburg, Pa.
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1904.—ScHwARz, HENRY, M.D. Professor of Obstetrics,
Medical Department of Washington University. 440 North
Newstead Avenue, Saint Louis, Mo.

1901.—ScoTT, N. STONE, A.M., M.D. Professor of Surgery,
College of Physicians and Surgeons, Cleveland; Consulting Sur-
geon to City Hospital; Consulting Surgeon to St. John’s Hos-
pital; Surgeon to the Out-patient Department of Cleveland
General Hospital. Residence, 531 Prospect Avenue; Office,
603—-604 Citizens’ Building, Cleveland, Ohio.

1895.—SELLMAN, WILLIAM ALFRED BELT, M.D. Professor
of the Diseases of Women and Children at the Baltimore Univer-
sity School of Medicine; Member of the Medical and Chirurgical
Faculty of Maryland; also of the Baltimore Medical and Surgical
Association; the Gynecological and Obstetrical Association of
Baltimore; the Clinical Society; the Baltimore Journal Club;
and of the American Medical Association. Vice-president, 1908;
Executve Council, 1909-1910. 35 East Biddle Street, Baltimore,
Md.

1889.—*SEYMOUR, WiLLiaM WoTkyNs, A.B., M.D. Troy,
N. Y. 1904.

1908.—SHERILL, JOSEPH GARLAND, A.M., M.D. Professor of
Surgery and Clinical Surgery at the University of Louisville.
Office, Suite 542, The Atherton, Louisville, Ky.

1902.—SIMONS, MANNING, M.D. Professor of Clinical Sur-
gery in the Medical College of the State of South Carolina;
Surgeon to St. Francis Xavier’s Infirmary and to the City
Hospital. Residence, 22 Rutledge Avenue; Office, 111 Church
Street, Charleston, S. C.

1899.—S1MPSON, FRaANK Farrow, A.B., M.D. Gynecologist
to the Allegheny General Hospital; Consulting Gynecologist to
the Columbia Hospital. Vice-president, 1906. 1112 Bessemer
Building, Pittsburg, Pa.

1901.—SKEEL, RoLAND EpwaArDp, M.D. Associate Clinical
Professor of Gynecology in Western Reserve University; Gyne-
cologist to St. Luke’s, City, and Lutheran Hospitals; Consulting
Surgeon to the Lakewood Hospital. 314 Osborn Building,
Cleveland, O.

1891.—SMiTH, CHARLES NoORTH, M.D. Professor of Obstet-
rics and Clinical Gynecology in the Toledo Medical College;
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Gynecologist to St. Vincent’s Hospital. Vice-president, 1910.
234 Michigan Street, Toledo, Ohio.

1904.—SMITH, WiLLIaAM S., M.D. Professor of Gynecology
in the Maryland Medical College; Gynecologist to Franklin
Square Hospital. 528 Hanover Street, Baltimore, Md.

1901.—STAMM, MARTIN, M.D. Professor of Operative and
Clinical Surgery in the College of Physicians and Surgeons,
Cleveland. 316 Napoleon Street, Fremont, Ohio.

1902.—STARK, SIGMAR, M.D. Professor of Obstetrics and
Clinical Gynecology in the Cincinnati College of Medicine and
Surgery; Gynecologist to the Jewish Hospital. 1108 East
McMillan Street, Cincinnati, Ohio.

1908.—STEWART, DoucrLas Hunt, M.D. Attending Surgeon
at Saint Elizabeth's Hospital; Attending Gynecologist to the
Red Cross Hospital. Residence, 128 West 86th Street, New
York, N. Y.

Founder.—*STORRS, MELANCTHON, A.M., M.D. Hartford
Conn. (See Honorary List, 1899.) 1900.

1904.—SUTCLIFFE, JoHN AsBURY, A.M., M.D. Consulting
Surgeon to St. Vincent’s Infirmary; Consultant in Genitourinary
Diseases to the City Hospital and to the Protestant Deaconess’s
Hospital. 824 North Delaware Street, Indianapolis, Ind.

1899.—SWOPE, LorENzO W., M.D. Surgeon to the Consoli-
dated Traction Company; Chief Surgeon to Wabash Railroad,
Pittsburg Division; Surgeon to Western Pennsylvania Hospital;
Surgeon to Passavant Hospital; Member of the Allegheny
County Medical Society; Member of the American Medical
Association. Residence, 4629 Bayard Street; Office, 1105
Park Building, Pittsburg, Pa.

1908.—TALLEY, DYER FINDLEY, A.M., M.D. Associate Pro-
fessor of Surgery at Birmingham Medical College; Member of
State Board of Medical Examiners, State Board of .Health and
Board of Censors. Residence, 1808 Seventh Avenue, Birming-
ham, Ala.

1901.—TATE, MAGNUS ALFRED, M.D. Professor of Obstetrics
Miami Medical College; President Cincinnati Academy of Medi-
cine. 1905. 19 West Seventh Street, Cincinnati, Ohio.
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Founder.—1*TAyLorR, WiLLiaM HENRY, M.D., Ph.D. Cin-
cinnati, Ohio. 1898. (See Honorary Fellows.) 1910.

1895.—THOMPSON, FRANK DaANIEL, M.D. Professor of Gyne-
cology in the Medical Department of Fort Worth University.
412 Adams Street, Fort Worth, Texas.

1908.—TORRANCE, GAsTON, M.D. Surgeon to Saint Vincent's
and the Hillman Hospitals in Birmingham. Residence, 1626
Eleventh Avenue, South; Office, 325 Woodward Building,
Birmingham, Ala.

Founder.—*TOwWNSEND, FRANKLIN, A.M., M.D. Albany,
N. Y. 189s.

1907.—VANCE, AP MoRrRGAN, M.D. Surgeon to Kentucky
Masonic Widow’s and Orphan’s Home and Infirmary; Surgeon
to Saints Mary and Elizabeth Hospital, Louisville. 835 South
Fourth Avenue, Louisville, Ky.

Founder—VANDER VEER, ALBERT, A.M., M.D., Ph.D. Pro-
fessor of Didactic, Clinical, and Abdominal Surgery in the
Albany Medical College; Attending Surgeon to the Albany Hos-
pital; Consulting Surgeon to St. Peter’s Hospital; Fellow of the
American Surgical Association (President, 1906); Fellow of the
British Gynecological Society; Member of the Southern Surgical
and Gynecological Association; Corresponding Member of the
Boston Gynecological Society. Executive Council, 1889-1891,
1895-1905; President, 1892. 28 Eagle Street, Albany, N. Y.

1909.— WaLE, HENRY ALBERT, M.D. Surgeon to Bethany
Deaconess’s Hospital; Associate Gynecologist to Williamsburg
Hospital, Brooklyn. 495 Greene Avenue, Brooklyn, N.Y.

1909.—WALDO, RAL?H, M.D. Gynecologist to Lebanon
Hospital; Associate Surgeon to the Woman’s Hospital of the
State of New York. 54 W. 71st Street, New York, N.Y.

1891.—WALKER, EpwiN, M.D., Ph.D. Gynecologist to the
Evansville City Hospital; President of the Indiana State Medical
Society, 1892; Member of the American Medical Association and
of the Mississippi Valley Medical Association; Member of the
Southern Surgical and Gynecological Association; First Vice-
president American Medical Association, 1907. Vice-president,
19o1. 712 South Fourth Street, Evansville, Ind.
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1907.—WALKER, HENRY ORLANDO, M.D. Secretary and
Professor of Surgery at the Detroit College of Medicine; Surgeon
to Harper Hospital; Surgeon to Saint Mary's Hospital, Detroit.
Office, 612 Washington Arcade, Detroit, Mich.

1907.—WEI1ss, Epwarp ArLoysius, M.D. Assistant Gyne-
cologist to Mercy Hospital; Obstetrician to Roselia Maternity
Hospital; Associate Professor of Gynecology at Western Penn-
sylvania Medical College, Pittsburg, Pa. 714 Jenkins Building,
Pittsburg, Pa.

1889.—WENNING, WiLLiaAM HENRY, A.M., M.D. C(linical
Professor of Gynecology at the Miami Medical College; Chief
of Staff and Gynecologist to St. Mary’s Hospital. 5 Garfield
Place, Cincinnati, Ohio.

Founder—WERDER, XAVIER OswaALD, M.D. Professor of
Gynecology at the Western Pennsylvania Medical College (Medi-
cal Department, University of Western Pennsylvania); Con-
sulting Gynecologist at the Allegheny General Hospital; Gyne-
cologist to the Mercy Hospital and Pittsburg Free Dispensary;
Obstetrician to the Roselia Maternity Hospital; Consulting
Gynecologist to St. Francis's Hospital; Consulting Surgeon
to the South Side Hospital. Treasurer, 1888-1910. 524 Penn
Avenue, Pittsburg, Pa.

1904.—WEST, JAMES NEPHEW, M.D. Professor of Diseases of
Women and Secretary of the Faculty at the New York Post-
Graduate Medical School and Hospital. Vice-president, 1906.
71 West Forty-ninth Street, New York.

1896.—WESTMORELAND, WIiLLIS FOREMAN, M.D. Professor
of Surgery at the Atlanta Medical College. Suite 241, Equitable
Building, Atlanta, Ga. :

1897.—WHITBECK, JoHN F. W., M.D. Gynecologist to the
Rochester City Hospital; Commissioner of the Board of Health.
322 East Avenue, Rochester, N. Y.

1909.—YATEs, H. WELLINGTON, M.D. Lecturer on Obstet-
rics at Detroit College of Medicine; Obstetrician to St. Mary’s
Hospital. 1360 Fort Street, Detroit, Mich.

1907.—Z1EGLER, CHARLES EDWARD, A.M., M.D. Professor of
Obstetrics in the University of Pittsburg; Obstetrician to the
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Columbia Hospital; Obstetrician in charge of the Reineman
Maternity Hospital; Assistant Gynecologist to the Allegheny
General Hospital; Consulting Obstetrician and Gynecologist to
the Dixmont Hospital for the Insane. 354 Highland Avenue,
Pittsburg, Pa.

1900.—ZINKE, ErRNsT GusTaV, M.D. Professor of Obstetrics
and Clinical Midwifery in the Medical College of Ohio, University
of Cincinnati; Obstetrician and Gynecologist to the German
Hospital; Obstetrician to the Maternity Hospital. President,
1908; Executive Council, 19o9-1910. 4 West Seventh Street,
Cincinnati, Ohio.

Total, one hundred and twenty-two Ordinary Fellows.
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TWENTY-SECOND ANNUAL MEETING.

SEPTEMBER 21, 22 AND 23, 1909.

The following-named Fellows were present:

ABRAMS, EDWARDT. . . . . . . . . DoLLAR Bay, MicH.
BALDWIN, JAMESF.. . . . . . . . . CoLuMBUS.
BELL, JOHN N. . . . . . . . . . . DEtrorr.
BROWN, JOHN YOUNG . . . . .". . Saint Lous.
CARSTENS, J. HENRY. . . . . . . . . DETROIT.
CONGDON, CHARLES E . . . . . . . BurFaLo.
DORSETT, WALTER B. . . . . . SaINT Louis.
FERGUSON, ALEXANDER HUGH . . CHIcaGoO.
FREDERICK, CARLTONC. . . . . . . BUFFALO.
GOLDSPOHN, ALBERT.. . . . . . . . CHICAGO.
HUGGINS, RALEIGHR. . . . . . . . PITTSBURG.
HUMISTON, WILLIAM H. . . . . . CLEVELAND.
ILL, EDWARD]J.. . . . . . . . . . . NEWARK.
JACOBSON, JULIUSH. . . . . . . . . ToLEDO.
JONAS, ERNST. . . . . . . . . . . . SaInT Louis.
KEEFE, JOHN W. . . . . . . . . PROVIDENCE.
KIRCHNER, WALTER C. G .. . . . SaInT Louis.
LONGYEAR, HOWARD W. . . . . . DETROIT.
MILLER, AARONB. . . . . . . . . . SYRACUSE.
MILLER, JOHN D. . . . . . . . . . . CINCINNATL
MORRIS, ROBERTT.. . . . . . . . . NEwW YORK.
NOBLE, THOMAS B. . . . . . . . . INDIANAPOLIS.
PANTZER, HUGO O. . . . . . . . . INDIANAPOLIS.
PFAFF, ORANGE G. . . . . . . . . . INDIANAPOLIS.
PORTER, MILESF.. . . . . . . . Fort WAYNE.
POTTER, WILLIAM WARRFN . . . . BUFFALO.
POUCHER, JOHNW. . . . . . . . . . POUGHKEEPSIE.
ROSENTHAL, MAURICE I. . . . . . FORT WAYNE.
SADLIER, JAMESE. . . . . . . . . . POUGHKEEPSIE.
SANES, K. ISADORE. . . . . . . . . PITTSBURG.
SELLMAN, WILLIAM A. B. . . . . . . BALTIMORE.
SMITH, CHARLESN. . . . . . . . . ToLEDO.

4 xlix
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SWOPE, LORENZOW. . . . . . . . . PITTSBURG.
WALKER, EDWIN . . . . . . . . . . EVANSVILLE.
YATES, H. WELLINGTON . . . . . . DETROIT.

ZINKE, E. GUSTAV . . . . . . . . . CINCINNATIL

Letters or messages of regret were received from the following-
named Fellows:

Honorary.—Cordes, August Elisee; Leopold, G.; Schultze, B.
S.; Sinclair, Sir William Japp; Williams, Sir John; Wyman,
Walter, Surgeon General Public Health and Marine Hospital
Service.

Corresponding.—Crozel, G.; Griffin, Herbert S.; Wright,
Adam Henry.

Ordinary.—Bandler, Samuel Wyllis; Blume, Frederick; Boni-
field, Charles Lybrand; Cannaday, John Egerton; Chase, Walter
Benajah; Crile, George W.; Davis, John D. S.; Elbrecht, Oscar
H.; Erdmann, John Frederick; Frank, Louis; Hall, Rufus
Bartlett; Hayd, Herman Emil; Ill, Charles L.; Linville, Mont-
gomery; McMurtry, Lewis S.; Manton, Walter Porter; Murphy,
John Benjamin; Price, Joseph; Reder, Francis; Reed, Charles
Alfred l.ee; Rosenwasser, Marcus; Ross, James Frederick Wil-
liam; Schwarz, Henry; Sherill, Joseph Garland; Skeel, Roland
Edward; Stewart, Douglas Hunt; Sutcliffe, John Asbury;
Talley, Dyer Findley; Tate, Magnus Alfred; Torrance, Gaston;
Vance, Ap Morgan; Vander Veer, Albert; Wenning, William
Henry; Werder, Xavier Oswald; West, James Nephew.

The following-named registered guests were made members
by invitation:
Banning,Carrie B. . . . . . . . . . . . Fort Wayne.
Barnett, Charles E. e -
Barnhil, W.D. . . . . . . . . . . .. .
Barry, George A. C e -
Beal, C.G. . . . . . . . . . . . . .. ‘o
Blosser, H. V. . . . . . . . . . . . .. -
Bolman, R. Martin.
Bruggeman, H.O. . . . . . . . . . . .
Bulson, A.E, Jr. . . . . . . . .. . ‘
Carey, W. W. . . e “
Dancer, CharlesR. . . . . . . . . . . . ‘o
Dinnen, J. Frank
Dinnen, James M.
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Ditton, J. W.
Drayer, L. P. .
Edwards, E. E.
English, C. H.
Enslen, William .
Erwin, H. G.
Gilpin, J. H. . .
Gordon, C. W. .
Hamilton, A.
Havice, S. H. . .
Henderson, E. G.
Johns, C. T. . . . .
Kaadt, C. F.
Kane, Alfred
Kannel, J. W. . .
Kimmel, C. C.
McArdle, J. E.
McEvoy, J. B.
McHugh, J. E.

McKeeman, Robert B. . .

McOscar, E. J.
Martz, C. . . .
Mikessel, A. L.
Morgan, E. E. .
Morris, Isaac E. .
Mouser, H. K. . .
Pulliam, J. M. . .
Rhamy, B. W.
Schick, G. E.
Schilling, Carl .

Stemen, G. B. . . . . . .

Van Buskirk, E. M.
Van Sweringen, B. . .

Van Sweringen, Garrett .

Weaver, Ben Perley
Wheelock, K. K.
Whery, Mary A. .

Allen, H. R.
Andrews, G. R.
Beavers, S. D. . .
Boyers, J. S..

. Fort Wayne.

. Indianapolis.
. Muncie, Ind.
. Decatur, Ind.
. Decatur, Ind.

li
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Brattain, G. M.
Brudi, G. G.
Denison, R. C.
Dukes, J. T.
Dyar, E. W.
Edwards, Austin,.
Foster, C. S. . .
Good, Charles H.

Graham, Hannah M. .

Grayston, B. H. B.

Hoover, C. L.

King, W.F. . . . .
Lobenstine, R. W. .

Longworth, M. J.. . .

Linvill, D. S.
Mentzer, S. E. . . .
Morgan, R. J. . . .
Myers, I. N. . oo
Nolt, E. N.

Powell, W. S.

Price, C. R. . .
Radcliffe, T. E.
Rawles, L. T. .
Reeder, G. A. . .
Reid, Charles B. .
Ritter, Mary .
Senseney, H. M. .
Shufferton, F. A.
Shumaker, W. F.
Stametz, Z. H.
Stemen, C. B. .
Swartz, W. W. .
Thompson, W. H.
Ward, H. D. .
Wilking, S. V. .
Wood, T. F. .

- Wright, C. L.

. Antwerp, O.

. New Haven, Ind.

. Coesse, Ind.

. Portland, Ind.

. Ossian, Ind.

. Middle Point, O.

. Pittsburg.

. Huntington, Ind.

. Indianapolis.

. Huntington, Ind.

. Alliance, O.

. Columbia City, Ind.
. New York.

. Saint Marys, O.

. Columbia City, Ind.
. Monroeville, Ind.

. Van West, O.

. Maples, Ind.

. Columbia City, Ind.
. Defiance, O.

. Geneva, Ind.

. Bourbon, Ind.

. Huntington, Ind.

. Harlan, Ind.

. Van Wert, O.

. Angola, Ind.

. Baltimore.

. Saint Marys, O.

Butler, Ind.

. Auburn, Ind.
. Kansas City.
. Auburn, Ind.
. . Harlan, Ind.
. Angola, Ind.
. Roanoke, Ind.
. Angola, Ind.
. Huntington, Ind.

FirsTt Day—T uesday, September 21, 1909.

Morning Session.—The Association met at the Hotel Anthony
at 9:30, and was called to order by the president, Dr. William

H. Humiston, Cleveland.
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Dr. H. O. Bruggeman, President of the Fort Wayne Medical
Society, was introduced, and delivered the following

ADDRESS OF WELCOME.

Myr. President and Gentlemen: When 1 glanced over your
program this morning and saw the amount of work you were
expected to accomplish, I realized that this was not an opportune
time for anyone outside of your membership to deliver anything
beyond the briefest greetings. I simply want to say to you
that I esteem it a high honor and a great privilege to be able, on
behalf of my Fort Wayne colleagues, to extend to you a most
cordial, a most hearty welcome. We trust that this session of
your Association will take its place in benefit, pleasure, and
profit with the meetings which have preceded it. We hope you
will find here evidences of a fraternal welcome by our Society
and a deep interest which every member of that society feels in
your work.

We are fully aware of the good work, the great work, which
your Association is accomplishing for the advancement of scien-
tific medicine, and in common with the rest of the medical profes-
sion we feel ourselves to be your debtors. We believe this Asso-
ciation at this session will add much of value to the annals of
medicine, and not only will our profession be benefited thereby,
but all branches of our community will reap that benefit which
comes from increased medical knowledge. (Applause.)

The Mayor of the city has been detained by an injunction suit
in the Circuit Court, hence cannot be here; but he has asked me, as
a member of his cabinet, to offer you the open gates and keys of
the city, and to tell you how sorry he feels in not being able to be
with you on this occasion. (Applause.)

RESPONSE BY DR. JAMES EDGAR SADLIER.

Mpr. President, Dr. Bruggeman, and Fellows of the American
Association of Obstetricians and Gynecologists: It gives me great
pleasure to suggest to Dr. Bruggeman and the members of the
Fort Wayne Medical Society, that the Fellows of this Association
are deeply appreciative of the hearty and cordial welcome that
we have received at their hands through their distinguished
president. One year ago, when it was unanimously decided to
make this city our meeting place for 1909, we felt that the
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invitation was extended in that spirit which prompted each and
every one of us in believing that when the time arrived to hold
this, our twenty-second annual meeting, we would be assured
not only a hearty welcome, but an interest and zeal upon the
part of the medical fraternity of Fort Wayne that would revert
not only to the credit of this organization, but to this city and
its skilled coterie of medical men. In’this we have not been
disappointed. The full attendance here this morning testifies
to a royal welcome.

Each year, as this Association has met to consider and discuss
the important questions appertaining to the scientific develop-
ments in the particular branches of our profession in which the
members of this organization are working and striving to do
most for suffering humanity, it has seemed as though that meet-
ing had surpassed any of its predecessors in the abundance of
papers, spirit of discussion, and the scientific benefit gained,
not only to the membership but to the profession at large.
This meeting I am sure will be one that we shall always be proud
to recall as being a step still farther in advance, replete not only
with advanced scientific thought and discussion which shall
ultimately be of inestimable value to suffering humanity, but,
likewise, one that will go down in the history of the Association
as one of our better sessions. The fact that the welcome ex-
tended to us has not been surpassed by the medical fraternity of
any city in which heretofore we have met encourages me in the
belief, hence I beg to reiterate our appreciation of the kind
expressions of welcome, loyalty, and good cheer extended to us
by the members of our profession at Fort Wayne. (Applause.)

Papers were then read as follows:

1. “The Advantage of the Combined Intra- and Extraperit-
oneal Ureterolithotomy for the Removal of Stones from the
Lower Ureter,” by Ernst Jonas, Saint Louis.

The paper was discussed by Drs. Brown, Ferguson, Longyear,
Porter, Frederick, Rosenthal, Pantzer, Keefe, Brown (again),
Sanes, and in closing by the author. .

The Secretary read a telegram from Dr. Joseph Price, Phila-
delphia, stating that he was too ill to travel and regreting his in-
ability to attend the meeting.

On motion of Dr. Zinke, seconded by several Fellows, the
secretary was instructed to send Dr. Price an answer regretting
his inability to be present, expressing sympathy for him in his
illness, and tendering best wishes for his speedy recovery.
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“Surgical Treatment of Tumors of the Bladder,” by John
W Keefe Providence.
" This paper was discussed by Drs. Frederick, Jonas, Rosenthal,
and in closing by the author.
On motion, the Association at 1 o’clock took a recess until
2:30 P. M.

Afternoon Session, 2:30 o’clock.

The President in the Chair.

3. “Operative Enlargement of the Pelvis of the Nonpregnant
Woman,” by John N. Bell, Detroit.

Discussed by Drs. Zinke, Goldspohn, Porter, Lobenstine, and
in closing by the essayist.

4. “Chylous Cysts of the Mesentery,”’ by Charles E. Congdon,
Buffalo.

Discussed by Drs. Porter, Morris, Jonas, Ferguson, and in
closing by the author.

5. “The Embryo Abdominal Surgeon, with Inadequate Prepa-
ration and Knowledge,” by J. Henry Carstens, Detroit.

Discussed by Drs. Morris, Frederick, Longyear, Sadlier, Fergu-
son, Goldspohn, Zinke, and the discussion was closed by the
author.

6. “When Shall We Operate for Ectopic Gestation?”’ by
Raleigh R. Huggins, Pittsburg.

Discussed by Drs. Longyear, Pantzer, Humiston, Noble, Miller,
Brown, Goldspohn, Frederick, Rosenthal, Zinke, Carstens, and
in closing by the essayist.

7. ‘“ Artificial Anus Following Operation for Intussusception—
Three Years Complete Occlusion of Large Bowel—Method of
Restoring Continuity,” by John Young Brown, Saint Louis.

Discussed by Drs. Goldspohn, Jonas, Ferguson, Keefe, and in
closing by the author.

On motion, the Association at 5:45 o’clock took a recess until
7:30 P. M.

Evening Session, 7:30 o’clock.

The President in the Chair.

8. “How Can We Best Educate Women to Seek Early Relief
for Carcinoma of the Uterus?”’ by C. C. Frederick, Buffalo.

As Dr. Frederick was called home, the discussion on his paper
was postponed until the next day; it being voted that it be taken
up at the call of the president.
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9. “Nephrocoloptosis, with Lantern Demonstration,” by
Howard W. Longyear, Detroit.

10. “ Rupture of the Uterus During Labor,” by Ralph Waldo
Lobenstine, New York, by invitation.

This paper was discussed by Drs. Zinke, Ill, and in closing by
the author.

On motion, the Association at 10 o’clock took a recess until
9:30 A. M. Wednesday.

SECOND Day—Wednesday, September 22, 1909.

Morning Session.—The Association met at 9:30 with the
President in the Chair.

11. “Some Phases and Case Reports of Puerperal Sepsis,”
by Hugo O. Pantzer, Indianapolis.

Discussed by Drs. Goldspohn, Dorsett, Carstens, Jonas,
Kirchner, Longyear, Morris, Porter, Humiston, Graham, and in
closing by the author.

12. *Specimen of Calcareous Degeneration of Fibroid Uterus,”’
by Walter B. Dorsett, Saint Louis.

Discussed by Drs. Carstens, Pantzer, and in closing by the
author.

13. “Ovarian Pregnancy at Term,” by Walter C. G. Kirchner,
Saint Louis.

Discussed by Drs. Zinke, Miller, Morris, and in closing by the
author.

14. “A Study of Four Hundred and Forty Operations on the
Appendix with Remarks, by Edward J. 111, Newark.

15. “The New Point in Diagnosis Between Appendicitis
and Tubal Diseases,’”” by Robert T. Morris, New York.

These two papers were discussed together. The discussion
was opened by Dr. Baldwin, continued by Drs. Carstens, Rosen-
thal, Jonas, Goldspohn, Ferguson, and closed by Drs. Ill and
Morris.

On motion, the Association at 1 o'clock took a recess until
2:30 P. M.

Afternoon Session, 2:30 o'clock.

The President in the Chair.

16. “Cesarean Section, Abdominal and Vaginal, Compared
and Contrasted,” by Miles F. Porter, Fort Wayne.

Discussed by Drs. Zinke, Carstens, Pantzer, Sanes, and in
- closing by the author.
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17. “Drainage,” by James F. Baldwin, Columbus.

Discussed by Drs. Goldspohn, Sellman, Carstens, and in clos-
ing by the author.

18. The President’s Address,—*“ The Gilliam Operation for
Retrodisplacement of the Uterus,” by William Henry Humiston,
Cleveland.

The President having expressed a desire to have his address
discussed, the discussion was opened by Dr. Goldspohn, and
continued by Drs. Longyear, Ferguson, Walker, and Carstens.
The latter, at the request of the president who was obliged to be
absent, closed the discussion for him.

19. “Is the Routine Exhibition of the Preoperative Purge
Defensible? ”’ by Edwin Walker, Evansville.

Discussed by Drs. Goldspohn, Longyear, Carstens, Ferguson,
Wright, and in closing by the author.

Dr. John W. Keefe exhibited a roll of rubber tlssue such as
dentists use, which he found of advantage in walling off the
intestines from the gall-bladder in cases of gall-bladder surgery
and in similar situations within the abdomen.

At this juncture, the President called for discussion on the
paper of Dr. Frederick, which had been postponed from yester-
day.

Dr. Pantzer suggested, in deference to Dr. Frederick, who was
absent, that his paper should not be discussed, but that it
should be referred to a committee of three, to be appointed by the
president, for consideration and to report back to theAssociation
next year. He made this as a motion, which was seconded by
Drs. Walker and Zinke, and carried.

The President appointed as members of this committee Drs.
Frederick, Pantzer, and Zinke.

On motion, the Association at 5:30 took a recess until Thursday
morning, 9:30 o’clock.

THIRD DAY—T hursday, September 23, 1909.

Morning Session.—The Association met at 9:30 with the
President in the Chair.

20. “Phlegmasia Dolens in Connection with Ovarian Tumor,”
by William A. B. Sellman, Baltimore.

Discussed by Drs. Dorsett, Goldspohn, Noble, Longyear,
Zinke, Keefe, and in closing by the author.

21. “Terminal Events in Gallstone Disease,” by Charles N.
Smith, Toledo.
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Discussed by Drs. Porter, Noble, and in closing by the author
of the paper.

22. ‘““Removal of Upper Portion of the Rectum and Sigmoid,
with Report of a Case,” by Thomas B. Noble, Indianapolis.

In connection with his paper, Dr. Noble exhibited an instru-
ment which he had found useful in this and similar cases.

The paper was discussed by Drs. Smith, Brown, Kirchner,
Keefe, Porter, and in closing by the essayist.

23. “Malignant Tumor of Undescended Testicle,” by Orange
G. Pfaff, Indianapolis.

Discussed by Drs. Keefe, Kirchner, and in closing by the es-
sayist. )

The secretary reported that in compliance with the instruc-
tions of the Association he had sent to Dr. Price the following
telegram:

ForT WAYNE, Ind., Sept. 22, 1909.
DRr. JoseprH PRICE,
241 NORTH 18TH STREET,
PHILADELPHIA, PA.

The American Association of Obstetricians and Gynecologists
by unanimous vote expresses its great regret that you are pre-
vented by illness from attending its annual meeting, and tenders
its sympathy; also expressed hopes for your speedy recovery.

WiLLiaAM WARREN POTTER, Secretary.

On behalf of the Executive Council, the Secretary presented the
following resolutions of thanks:

Resolved, That the thanks of the Association be and are hereby
tendered to Dr. Miles F. Porter, Chairman of the Committee
of Arrangements, for the delightful preparations which he made
for the conduct of the meeting; also for the arrangements made
for the clinic this morning, which, without his kind cooperation,
could not have been held; and, also, for his efficient services in
conducting the banquet and bringing it to a success.

Resolved, That the thanks of the Association be and are
hereby extended to the Physicians’ Defense Company, of Fort
Wayne, which presented us with the fine badge we are wearing and
which we are delighted to preserve as a memento of this meeting.
It is proper to state, in explanation, that the design was made by
Dr. Porter, and the Physicians’ Defense Company carried it out
in an artistic manner, for all of which we feel very much indebted.
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Resolved, That the thanks of the Association be extended to the
newspapers of Fort Wayne, both morning and evening editions,
all of which have taken much interest in our work and proceed-
ings, and have given us excellent reports of the scientific work,
general details, notices of members, and all else of interest.

Resolved, finally, that the thanks of the Association be extended
to the nranagement of the Hotel Anthony, and particularly
to Mr. Keenan, for the personal interest he has taken in the
entertainment of members and guests.

On motion of the Secretary, seconded by several Fellows, these
resolutions were adopted.

On motion, the Association then adjourned without day.

WiLLiAM WARREN POTTER, Secretary.

EXECUTIVE SESSIONS.
Tuesday, September 21, 1909.

The President, Dr. William H. Humiston, in the Chair.

~ On behalf of the Executive Council, the Secretary presented a
list of applicants for Fellowship, after which the Association
elected by ballot the following-named candidates: Gordon K.
Dickinson, Jersey City, N. J.; Julius H. Jacobson, Toledo, O.;
Maurice I. Rosenthal, Fort Wayne, Ind.; K. I. Sanes, Pittsburg,
Pa.; Henry Albert Wade, Brooklyn, N. Y.; Ralph Waldo, New
York, N. Y.; H. Wellington Yates, Detroit, Mich.

The Secretary stated that the Executive Council had instructed
him to report to the Association that Dr. Thomas Jefferson Crof-
ford, of Memphis, who had been a Fellow of the Association for
a long time, recently resigned on account of ill health, and the
Council therefore recommends that Dr. Crofford be transferred to
the list of honorary Fellows. Accordingly, the Secretary moved,
on behalf of the Council, that Dr. Crofford be elected to honorary
Fellowship.

The motion was duly seconded and carried.

The Secretary said that the only other matters to come before
the Executive Session at this time were the financial reports of
the secretary and treasurer.

It was moved and seconded that these accounts be referred to
an Auditing Committee to be appointed by the President.
Carried.

The President appointed as Auditing Committee L. W. Swope,
and Ernst Jonas.
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After an announcement by Dr. Porter, Chairman of the Com-
mittee of Arrangements, relative to the annual dinner, and the
badge, which he stated was presented to the Association by the
Physicians’ Defense Company of Fort Wayne, the Executive
Session adjourned to meet at 5:30 p. M., Wednesday.

Wednesday, September 22, 1909.

The Executive Session was called to order by the President im-
mediately after adjournment of the scientific session, (5:30 P.M.).

The first order was the election of officers, which resulted as
follows.

President, Aaron B. Miller, Syracuse; First Vice-president.
Charles N. Smith, Toledo; Second Vice-president, Raleigh R.
Huggins, Pittsburg; Secretary, William Warren Potter, Buffalo,
re-elected; Treasurer, Xavier O. Werder, Pittsburg, re-elected;
Councilors, to fill expiring terms; William H. Humiston, Cleveland,
and Hugo O. Pantzer, Indianapolis.

The Secretary stated that it was in order for the Association
to fix the time and place of the next meeting. He had received
invitations from Cedar Point, Atlantic City, Rochester, Niagara
Falls. New York City, Toledo, Evansville, and Providence were
also mentioned by some of the members.

After considerable discussion regarding the merits of the
various places mentioned, their accessibility and other claims,
which was participated in by Drs. Carstens, Longyear, Brown,
Walker, Smith, Keefe, Sellman, Zinke, the President-elect Dr.
Miller extended a cordial invitation to the Association to hold
its next meeting at Syracuse. The invitation was accepted, the
Association voting unanimously in favor of that city.

Considerable discussion was also elicited concerning the fixing
of the date, but it was finally decided to hold the next meeting
at the usual time, September 20, 21, and 22, 1910.

It was moved by Dr. Carstens, and seconded by Dr. Keefe,
that the Secretary be instructed to send a circular letter to the
Fellows, asking their opinion as to what they consider the best
and most convenient time of year for holding the annual meeting;
also that he be instructed to report the result at the next
meeting.

The Auditing Committee reported having examined the ac-
counts of the secretary and treasurer, and had found them
correct, with a balance of $345.05 in the treasury.

On motion, the report was received and adopted.
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The induction of officers being the next order, President Humis-
ton appointed Drs. Dorsett and Smith to escort the President-
elect to the platform.

The retiring President, Dr. Humiston, in introducing his
successor, said: I am glad the mantle of this office has fallen on
such an able man.

I came to Fort Wayne with some misgivings. It was a new
departure for this Association to meet in a city of this size. I
also knew some weeks before this meeting that a great many of
our prominent members would he absent. I, in conjunction
with Dr. Potter, worked diligently on the program, and I feel
that if all the Fellows who had promised to read papers had come
here, we would have had one of our greatest meetings. Never-
theless, as it has turned out, I am pleased with the results, and
my heart is too full for utterance. I believe we have had a
meeting that will rank in character of papers and discussions with
any in the history of this Association. This has not been due
in any way to your president, but the whole credit is due to the
Fellows who have come forward and made this meeting the suc-
cess it has heen. For the honor you have conferred upon me, I
shall always feel grateful. I thank you for your cordial support
and aid through the entire session. I thank you for your con-
tinued presence and assistance in every way in making this
meeting the great success it has been. (Applause.)

Dr. Miller, in accepting the presidency, said:

I feel very grateful for the distinguished honor you have
conferred upon me, and I feel, too, in a way my inability to fill
this very high office. My association with you has been from"
the beginning of this organization. When founded I was the
youngest member taken into it, and while I have attended the
meetings with a good deal of regularity, I assure you it has been
a great pleasure to me to do so.

I have heard Dr. McMurtry say that the American Association
of Obstetricians and Gynecologists gave him his inspiration, even
his start in the surgical world. I have heard Dr. Murphy, of
Chicago, in the earlier life of the Association say that it was one
of the strongest organizations in existence, one from which he
derived not only inspiration but great benefit. Other eminent
members have spoken in a similar strain. It has been a source
of gratification to me that I could be associated with the men who
make up this organization, and I wish to thank you very heartily
for this expression of your good-will. (Applause.)
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I want to thank the Fellows of the Association, too, for select-
ing Syracuse as the next place of meeting. I know that our
medical fraternity will be grateful and will greet you with all the
kindness and courtesy possible. The meeting there will mean
much to them. Syracuse is so located as to be accessible forall
to reach it. It is on a great trunk line to New York, which
makes it practically a suburb of the metropolis. You know
something of the city. It had its inception from the finding of
salt, so for a long time it was known as the City of Salt. It
is now known as the Central City. However fresh our members
may appear to others, we will be able to send them out thor-
oughly salted before they leave us. (Laughter.)

To the younger Fellows of the Association, I wish to say that
some of them are suffering from diffidence, and as a result the
Association is not getting the benefit of their work. I hope they
will attend the next meeting with the feeling that due oppor-
tunity will be given to them for entering into the deliberations
of the meeting.

We will have at the time of the meeting exceptional hotel
advantages. Syracuse, perhaps, has been handicapped in this
particular in the past. As I have already stated, it is located
in the central part of the state, and should have been the capital,
and while Albany is our capital, and Rochester is just west of us,
Syracuse is the most lively and active city between New York
City and Buffalo. This at all events is the reputation given it by
business men and commercial travelers, who speak of the prog-

_ress of our city. Aside from what I have told you of Syracuse,
I must not omit to mention our Chancellor Day, who as you know,
has achieved a national reputation. He is certainly a great man.
It will be my purpose at this meeting, if possible, to present
Chancellor Day to you at the banquet in order that you may not
only see him, but hear from him.

Again, I thank you for the great favor you have conferred upon
me. (Loud applause.)

As there was no other business to come before the meeting,
the Executive Session then adjourned.

WiLLiaAM WARREN POTTER, Secretary.
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THE PRESIDENT’S ADDRESS.

THE TREATMENT OF RETRODISPLACEMENTS OF
THE UTERUS.

WITH BRIEF REPORT OF ONE HUNDRED AND THREE GILLIAM
OPERATIONS.
BY

WILLIAM H. HUMISTON, M. D,
Cleveland.

I FULLY appreciate the high honor you bestowed upon me in
electing me president for this year. Coming as it did during my
enforced absence from the Baltimore meeting, I feel more fully
than I have words to express the honor and compliment you have
paid me, and I have given and shall continue to give, the office
the time and care it so richly deserves. Pray accept my heart-
felt thanks.

Probably not a person who is a member of this association has
not well settled convictions as to the best method of treating
uterine displacements, but there are many others who do at-
tempt the treatment of these cases without affording relief, and
in many cases by manipulative violence convert a simple condi-
tion into a complicated one.

Our proceedings are published and are read and digested by
thousands who practise medicine and surgery, and it is my hope
to so present a few thoughts on this subject that it will stimulate
a comprehensive discussion, and be helpful to the general
profession. This subject has received a great deal of attention
from gynecologists for years, and a great many operations have
been described and practised for the restoration of the retro-
displaced uterus. Many of the operations were found to be de-
ficient and insecure after repeated trials. Others substituted an
abnormal new position for the one found to be corrected, and if
pregnancy occurred labor at or before term was complicated.

I have come to divide the cases of retrodisplaced uterus into
two classes: a smaller one in which active major surgical meas-

5 1



2 WILLIAM H. HUMISTON,

ures are not required to obtain a cure, and a larger one in which
active surgical procedures are necessary. :

In the first group are all those cases of retroversion of not long
standing and in which there has been no infection or inflammation
of the appendages. Most cases of this group that I have seen
have been those in which miscarriage or labor had recently
occurred.

The prominent symptoms presented were backache, occipital
headache, bearing down feeling while in upright position, fre-
quent but not painful micturition, constipation, disturbed diges-
tion, and an increasing nervousness. Menstruation was increased
in amount and frequency but was not as a rule painful. Some
leucorrhea was always present. Digestive disturbances were
usually prominent.

Bimanual examination as a rule revealed injury to pelvic floor
and perineum, cervix lacerated, swollen and in axis of vagina;
cervix easily reached with finger, and a continuous resisting
body from posterior wall of cervix as far as finger can reach, which
is movable. Ovaries can be palpated and are movable and but
little increased in size. Fundus of uterus absent in front.

Such cases as above described are ideal for the surgeon who
resorts to the Alexander operation, and should be successful,
providing he resorts to curettage, trachelorrhaphy and perineor-
rhaphy before shortening the round ligaments.

But I claim and have demonstrated it time and time again
that these cases of retroversion without complication can be cured
by curettage, trachelorrhaphy, replacement of uterus, well fitting
pessary adjusted, and the pelvic floor and perineum repaired by a
method that will insure a muscular restoration of the parts.
I am not now describing a case of retroflexion when I make the
claim of cures for the above procedures. A pessary can not
hold a retroflexed uterus in normal position.

I use the pessary only as a temporary aid, keeping the uterus
forward where manipulation has placed it until involution occurs
and the structures outside of the uterus have regained their-
tonicity and function. The average length of time the pes-
sary is required is twelve weeks, when it can be removed and the
uterus will remain in normal position. In several cases preg-
nancy has occurred before the pessary was removed.

Unfortunately we have but few of the uncomplicated cases,
as go per cent. are complicated when specialists see them, and
in addition to above operations the abdominal cavity is opened
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and the diseased conditions found dealt with. The appendix is
quite frequently found diseased and is of course removed, and
the operator’s work ended by shortening the round ligaments by
the Gilliam method. .

The Gilliam method is comparatively simple and its results are
enduring and satisfactory. The results I have attained in 103
cases in three years are highly satisfactory as I have had no deaths
in the series, nor have there been complications at delivery in those
that became pregnant. All were delivered without artificial aid
excepting in one case where low forceps was used. No connection
could be traced between the Gilliam operation and the procedure.

It is rare indeed that we do a Gilliam operation alone, for
usually some complication will be found necessitating additional
surgical procedures.

RESUME OF 103 CASES OF THE GILLIAM OPERATION.

Gilliam operation with resection of one ovary.. .15 cases.
Gilliam operation with resection of both ovaries. 2 cases.
Gilliam operation with removal of one ovary.. .37 cases.
Gilliam operation with removal of both ovaries.19 cases.
Gilliam operation with removal of one ovary

and resection of other .................. 20 cases.
Gilliam operation and appendectomy alone. . .. 10 cases.
Total cases ............... R o X

The number of appendectomies performed in the series was 43.
Gilliam operation with appendectomy alone. . .10 cases.
Gilliam operation with appendectomy and re-

section of one ovary......... “e.esi.e... 5 cases.
Gilliam operation with appendectomy and re-

section of both ovaries................... I case.
Gilliam operation with appendectomy and re-

moval of one ovary................ e 12 cases.
Gilliam operation with appendectomy and re-

moval of both ovaries................... 7 cases.
Gilliam operation with appendectomy and re-

moval of one ovary and resection of other... 8 cases

Total cases......coevivevniiennn.. ...43

The number of appendectomies is rather surprising but I re-
moved none that had not the appearance on careful inspection of
being diseased.

I desire to report in detail three cases of retrodisplacement of
the uterus. These three cases are of interest as they present a
wide range of symptoms and suffering.
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Case I.—Retroversion attended with melancholia, and a de-
termination to destroy life.

Mrs. S., aged twenty-seven, married two years; one child at
term, living. Normal delivery June 8, 1908. '

Menstrual history—began at the age of fourteen; regular
twenty-eight day type. No pain, quantity free, duration six days.
Last period January 1, 1909, seven months after birth of child;
attended with much pain and marked nervous depression,
sleeplessness. Gemneral appearance anemic, weight ninety-
seven pounds. Headaches severe; sleep poor, disturbed; appetite
impaired; digestion weak; bowels constipated; urination frequent
but not painful. Complains of occipital headache, severe pain
between scapule and in right lower quadrant of abdomen.
Bearing down feeling when on feet and increase of pain in head
and back. Has no desire to live and mentally is in a state of
hopelessness.

History of development of present condition: nervous and ir-
ritable during the last months of pregnancy, but since delivery
has been much worse. Pain in right iliac region was first noticed
when she got up after the puerperium and is constantly increas-
ing in severity. The general previous history is good; had
pneumonia when a child. Family history negative.

Examination shows heart and lungs normal, urinary examina-
tion negative. Abdomen normal except as to pain on pressure
over lower quadrants. On inspection the vaginal outlet and
perineum found were torn; a good sized rectocele existed.
Bimanuyal examination revealed a roomy vagina, cervix in axis of
vagina bilaterally lacerated with eversion and erosion. Uterus
large and retroverted, tender on pressure, but movable. Right
ovary prolapsed, somewhat enlarged, painful but movable.
Left ovary palpable, normal in size.

Patient entered hospital January 18, 1909, and was prepared
for operation January 20. Ether anesthesia, uterus curetted,
cavity four and a half inches, double trachelorrhaphy performed,
uterus placed well forward and a Smith pessary adjusted.
Perineorrhaphy was then made, sphincter ani dilated and ad-
hesions of clitoris freed. Patient put to bed in good condition.
Convalescence normal. Microscopical examination of uterine
scrapings revealed an interstitial endometritis.

February 7, 1909, the patient left the bed; condition greatly
improved, nervousness and depression disappeared, appetite
good and gaining strength. Sleeping quite well. Began to



PRESIDENT’S ADDRESS. 5

enquire for her baby and was anxious to go home. Former con-

dition of almost constant depression and lack of hopefulness re- -
placed by a much more cheery disposition. Was dismissed.
from hospital on February 9 and returned home.

The patient had been home but a short time when her
baby became ill and after a fortnight died. The care of the
baby and the grief at its death produced a shock which tempo-
rarily checked her improvement. She was sent to her mother’s
home in the cquntry and remained there several months, returning
to Cleveland in August feeling well and had regained normal
weight. I examined her September 15 (she had removed the
pessary in July) and found the pelvic organs in normal position
and condition. Her appearance was healthy; was cheerful in
disposition and free from pain. Is now helping her young
husband, a bank clerk, to pay the indebtedness of her long illness
by teaching music. I feel I am justified in claiming a cure for
this case through the minor operations and the pessary.

Case II.—August 8, 1907, Mrs. P., aged twenty-seven years,
married, one child at term, living and four years of age; one at
seventh month, lived two days, two years ago. One mis-
carriage at five months in June, 1907. Referred to me by
Dr. Barricelli. General appearance anemic, weight 100
pounds. Headaches, sleeps poorly, appetite poor, digestion
disturbed, bowels constipated, urination frequent, leucorrhea
present. Complains of constant pain and a swelling in right
lower quadrant in region of old appendectomy scar. History
of development of present condition: was operated for an appen-
dicial abscess by a general surgeon three years ago after forty
days’ sickness at home, during which time she had high fever
and pain in right side. The previous history good, and the
family history negative.

When she entered the hospital she had fever, quickened pulse
rate, and was suffering pain in the region of the scar in right
inguinal region. On examination it was evident an abscess
was about to discharge at this point. A tear of the vaginal outlet
and perineum was found, cervix slightly lacerated; uterus in
axis of vagina, a large mass in culdesac and right vaginal vault,
high up, elastic and painful; left vaginal vault free. The next
day, August 9, the abscess opened through the scar and dis-
charged a thick creamy pus, without fecal odor.

On August 10 I enlarged this opening and put in a tube and
gauze drain. Large quantities of pus came away and con-
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tinued for days. Patient improved and I let her go home to
return later for a radical operation. The abscess was kept
open with gauze drain. Returned to hospital October 16, 1907.
General appearance better, no fever, but fistulous tract open
and discharging a small quantity of creamy pus. She was pre-
pared for operation October 17, ether anesthesia, uterus curetted,
cavity three and a half inches long.

The abdomen was opened, extensive adhesions of omentum
separated and a large portion ligated and removed. This un-
covered a large mass to right and above uterus. Extensive
adhesions of intestines were separated and the mass was found
to be a large tubo-ovarian abscess, with the distal end of appen-
dix attached thereto. With considerable difficulty the mass was
freed and rolled out and was removed with a V-shaped portion
of right uterine wall cut out. Appendix removed, and the
V-shaped cut in uterine tissue united with catgut. Left tube
congested, otherwise normal; left ovary cystic, punctured.
The uterus was firmly adherent to rectum, and when separated
left the gut denuded of peritoneum. The uterus was brought
well forward and retained by the gauze drain used.

A Mickulicz gauze drain was placed so as to protect the de-
nuded surface and keep the uterus forward, and the incision
closed down to the drain. Submammary injection of normal
saline solution was given during operation and about two litres
were used. The patient was put to bed in fair condition, without
shock. One week later, October 24, fecal matter freely dis-
charging through opening, the gauze was removed and a less
quantity substituted. Patient’s condition good. November
30, the abdominal opening was entirely closed and patient was
dismissed. May 18, 1908, the patient returned, looking well,
suffering no pain of any kind, and reported a gain in weight of
thirty-five pounds; was menstruating regularly.

October 18, 1908, patient returned complaining of pain in left
lower quadrant of abdomen. Cessation of menses since July
21, nearly three months. Examination revealed the cervix
in axis of pelvis, softened, uterus enlarged in size to correspond
to a three months’ pregnancy. December 21, 1908, patient
again presented herself, complaining of pain along site of old
incision. She looked well and said she felt fetal motion.
February 2, 1909, Dr. Barricelli reported patient surely pregnant
and feeling well.

May 10, 1909, Dr. Barricelli reported that patient gave birth
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to a male child weighing twelve pounds on May 7. Labor
began at 5 P. M., was normal with delivery at 11 p. M. Placenta
was expelled and firm uterine contraction maintained. May 13,
the baby was thriving at the breast, and the mother was having
a normal convalescence.

September 18, 1909, I went with Dr Barricelli to visit and
examine this patient. Found her looking and feeling well. Able
to do all her household work and nursing a healthy looking
baby four months old. ,The patient weighed 160 pounds and’
was robust and entirely free from her former serious diseased
condition. Pelvic examination revealed a slight tear of
perineum, vagina normal, cervix small, in axis of pelvis, slight
unilateral tear. Vaginal vaults free. The uterus was in
normal position, normal in size and mobility not impaired. A
small ventral hernia produced by the gauze drain was giving
no symptoms or discomfort to the patient.

Casge III.—Complete prolapse of uterus. Mrs. W , aged
twenty-five, married five years, two children both living, no mis-
carriage. Menses began at seventeen, regular twenty-eight
day type, duration four to five days, normal amount, pain dur-
ing flow located in lower abdomen and in small of back. The
patient came to hospital November 1, 1907, complaining of
dull constant pain in lower abdomen and backache. Dragging
sensation marked, the uterus coming down when on her feet and
causing difficulty in walking. Patient gave birth to child in
March, 1907, and was badly lacerated. Present trouble began
three months ago when uterus began to appear in vagina, was
replaceable, and has now complete prolapse.

Operation was done November 4, 1907. The uterus was
curetted and cervix repaired; anterior colporrhaphy and peri-
neorrhaphy. Abdomen was opened in median line and Gilliam
operation performed. Patient was put to bed in good condition.
She developed a lobar pneumonia the second day and it ran
a severe course for two weeks, but she finally recovered and was
dismissed from hospital December 6, 1go7. December 8, 1908,
patient presented herself at dispensary and was seen by Dr. Bolt.
She was apparently two months pregnant and in good condition.

July 19, 1909, patient was delivered of a seven and a half
pound girl baby by Dr. Bolt. Persistent occiput posterior,
delayed completion of second stage of labor and the head was
rotated with forceps and extracted. Laceration of perineum was
immediately repaired and recovery was uneventful.
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September 17, 1909, I saw the patient with Dr. Bolt. Her
general condition was excellent and she was nursing a strong
healthy baby. However, she was out of bed too early following
confinement, and with her arduous duties began to have prolapse
of uterus which she neglected for several weeks. Dr. Bolt was
then called and replaced the uterus 4and fitted a pessary which
holds the organ in position. The perineum is faulty, with no
muscular support to pelvic floor; quite a large rectocele exists;
uterus is small, freely movable and appendages normal.

The pelvic measurements made on above date are:

Intercristal ...................... 26 cm.
Interspinous ......co.ovveeiiennn. 22 1/2 cm.
External conjugate . ............. 19 cm.
Left oblique . . ................... 21 cm.
Right oblique ... ................. 21 1/2 cm.
Internal conjugate................ 10 1/2 cm.
Interischial tuberosities ........... 7 3/4 cm.

This indicates a general narrowing of the whole pelvis. It is
also the first Gilliam failure I have noted following labor. The
cure was complete and remained so until labor took place.

DISCUSSION ON THE PRESIDENT’S ADDRESS.

Dr. ALBERT GoLpsPoHN, Chicago.—You will excuse me for
speaking again, but I cannot refrain from doing so when the
subject of retroversion of the uterus is under discussion. I am
glad that it is not ignored in this meeting. I am glad that some
one who does not advocate the Alexander operation or bi-
inguinal laparotomy for retroversion, but advocates some other
procedure, is following the tactics of some twenty of us Alex-
ander men, who were driven by the pressure of the general
profession, opposed to the Alexander operation, to look up our
patients years after the operations, getting at them by paying
their car fare, or by hiring men to go who knew how to examine
these women. And the Alexander men, as a whole, got hold
of more than 25 per cent. of their cases. I got hold of as high
as 75 per cent. of my cases. That is a respectable way to show
facts. To say simply that a woman afterward gave birth to
a child without difficulty and then dismiss the case without
any continued responsibility as to the normal position of her
organs permanently, is reprehensible. To depend simply on
the patient’s statement as to how she feels is likewise inadequate
for scientific purposes.

We need to get at these cases two or three or four years after
the operation has been done, after they have borne children, and
examine them. The anatomical results on examination may
be found to be ideal, or they may be an utter failure. The
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trouble with most of the operators, always excepting the Alex-
ander men, has been that they have not followed their cases
beyond the point when they were next confined. I have re-
peatedly challenged the gentlemen of the Baltimore school,
who were the fathers in America of ventrosuspension, to follow
up their cases and report them after they had been confined
and see what was the position of the organs then. These gen-
tlemen have taken these challenges in a wonderfully meek
manner. They are able men who do things scientifically and I
have cause to believe that they do follow their cases, but the
results were such that theéy had better not be published. An
instance of what these results were appeared when an assistant
of a Baltimore clinic, located in Chicago, presented his gyne-
cological thesis to become a member of the Chicago Gyneco-
logical Society, and in that thesis he reported some thirty odd
cases of Cesarean section necessitated by that wild-oats surgery.
This former assistant reported these disasters not many years
after his experience there with great men.

I created enmity in saying what I did about ventrosuspension
of the uterus, but the results have proven the correctness of my
position. Dr. Humiston made a statement which is the opposite
of my observation—namely, that a pessary in many cases of
retroversion will cure the displacement after the perineum has
been restored and the cervix repaired, even if a pessary be in
place only twelve weeks. I think if the president will examine
these cases one year after that operation or one year from the
time he has removed the pessary, he will find quite a large per-
centage of the recurrence of displacements. From observation
of a large clientéle of retroversion cases seen at my consulting
office, and treated by pessary year in and year out, I have
come to the conclusion that the pessary treatment will cure
retroversion only when begun during the period of involution
of the uterus after a childbirth, and carefully continued for
about a year. '

If the retroverted uterus is in a puerperal condition, in which
involution is not yet completed six weeks after confinement,
there will be a big heavy mass lying in retroversion. If one
succeeds in holding this heavy mass in the proper position, giving
slack to the round ligaments, he will by this act reestablish
involution in the uterus and in the round ligaments, because
they are given slack and are a part of the uterus. If this is
persisted in for a year and the pessary removed at the end of
that time, the case will usually be curéd. Ordinarily, in later
gynecological cases, the pessary is simply a makeshift and of
temporary usefulness only, and the cures of ordinary cases by
it are something like 1 or 2 per cent. Here is a potent time for
the general practitioner or the accoucheur to look out that
the gynecologist does not get so many cases to cure by surgery.
A heavy uterus should be returned to its proper position and
held there by a pessary assisted by the knee-chest posture fre-
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quently assumed, looking out that the round ligaments are
given permanent slack. Then involution will be reestablished;
and with it the round ligaments will undergo the same retraction
because they are a part of the uterine muscle.

DrR. H. W. LONGYEAR, Detroit.—I think the case reported
by the president as having been cured by a pessary was simply
one in which there was subinvolution. The uterus was large,
and the round ligaments were in the same condition, and as
involution went on, largely the result of operative work, the
uterus was held in normal position by its own support. I do
not think a uterus that has been retrodisplaced or retroflexed
in the third degree before pregnancy ever gets well after preg-.
nancy has occurred, without operation.

Dr. ALExaNDER HucH FErRcUsoN, Chicago.—The title of
the president’s address is rather misleading. 1 think we ought
to avoid as much as possible the names of individuals connected
with the technic of any operation and speak of the procedure
itself. For instance, for the Alexander operation we should say
the inguinal operation on the round ligaments. When the uterus
is brought forward and kept in place by the round ligaments
being taken up through and about the recti muscles, the proper
name should be anterior transplantation of the round ligaments
for the support and suspension of the uterus. The practice
emanated first of all from Carl Beck, of New York, in about 1886.
He removed both tubes in a certain case and found there was a
displaced uterus. He swung the uterus forward by the root of
the right round ligament, suturing it in the median incision. He
had no idea of instituting a procedure for the displacement of
the uterus backward.

The next step in that connection was made by myself, and at
the Denver meeting of the American Medical Association I called
the operation anterior transplantation of the round ligaments for
displacement of the uterus. If my memory serves me correctly,
the next man to make improvements in the technic was Simpson,
of Pittsburg. He brought the round ligaments extraperitoneally
through the recti without cutting them, and fastened them a
little differently from my plan. The next surgeon was Noble, of
Alanta, Ga., and then Gilliam, of Columbus, Ohio, who, as you
see, comes in far later than the pioneers in this work of anterior
transplantation of the round ligaments. The so-called Gilliam
operation is a modification of anterior transplantation of the
round ligaments and that is all he himself claimed for it.

I have seen a number of women who have borne children after
this operation. A fair number of them come back to the hospital
to be confined. I make the request of these practitioners to
notice whether or not there is any retardation to normal labor.
As a rule, I believe that labor is retarded by any operation done
to keep the uterus in place, whether by the inguinal route or by
anterior transplantation of the round ligaments or otherwise.
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In the last case I attended in consultation there was a great
retardation of labor. She and the doctor in attendance thought
it was due to the operation. We found a brow presentation.
If you will allow me to deviate a little, I will say that I applied
the forceps in this case of brow presentation under chloroform,
and the patient was put on her left side in the Trendelenburg
position. Instead of pulling upon the forceps, I pushed the head
upward in the opposite direction and turned it to the occiput,
removed the forceps, put them on again, lowered the patient
to a horizontal position and then delivered in the ordinary way.

Dr. EpwiN WALKER, Evansville.—I want to say a word or
two with reference to this subject, if I may be permitted. It
seems to me so many methods have been advised for retrodis-
placement of the uterus that it shows the present methods are
not entirely satisfactory. There is one thing in particular I have
noticed after any of these operations—and I have done every
one that has been described, including the ventrofixation and
ventrosuspension, I am sorry to say—and that is, I find the cervix
hangs down.too much, and these patients are frequently not
relieved of their symptoms; hence I believe these operations will
be discarded, as they do not fulfil the indications. Of course,
I do not know what the final solution is going to be. Some opera-
tors are now utilizing the round ligaments behind the uterus, but
I do not know whether that will work or not. 1 have tried to
shorten the sacroiliac ligaments, but the results have not been
satisfactory. I have done a number of these operations and
some of the patients have been comfortable afterward. Several
have been delivered afterward. I did one Cesarean section in a
case in which a ventrosuspension had been done, not by myself,
but by some other practitioner. But the fact of the matteris that
when we try all of these different methods of operating for the
relief of this condition, we are not quite satisfied, and I hope some
plan will be devised that will solve the problem.

DRr. CARsTENS (closing the discussion for Dr. Humiston by
request of the president who was called out).—I look at this
matter in this way: there are all kinds of cases and there are all
sorts of conditions in women, and hence all of these different
operations have been devised to fill the indications in some
particular case. In one case one operation will answer a useful
purpose, while in another case another operation seems to be
more suitable. In some cases I do an anterior Diihrssen or
Mackenrodt operation through the vagina, but I only do one or
two such operations in a year, and I do perhaps one or two
Gilliam operations in a year. And the same may be said with
reference to genuine ventrofixation. When I have an old woman
to deal with, one who has passed the menopause, sometimes in
such cases I do a vaginal hysterectomy. But usually it is a
question of natural selection, the survival of the fittest, and
adaptation to environments.



ADVANTAGE OF THE COMBINED INTRA- AND EXTRA-
PERITONEAL URETEROLITHOTOMY FOR THE
REMOVAL OF STONES FROM THE
LOWER URETER.

BY
ERNST JONAS, M. D,,

St. Louis.

(With one illustration.)

UNTIL a few years ago and perhaps up to the very present,
without doubt not a few appendices have been removed for so-
called chronic appendicitis. Vague gastric disturbances anda
moderate degree of local tenderness around McBurney’s point,
were considered sufficient to warrant the diagnosis of chronic
appendicitis and justify the consequent removal of the appendix.
No wonder then that the diagnosis frequently proved erroneous.
It was a time, when we were inclined to accuse the appendix as
the cause of all kinds of abdominal troubles. Now, the pendu-
lum of opinion swings in the opposite direction and, in those
cases in which no distinct spell of acute appendicitis has been
observed, the conscientious surgeon is inclined to regard the
appendix as not guilty until he can definitely prove it to be the
cause of the trouble. Justly, in these cases (without a positive
acute attack of appendicitis), we demand a most painstaking
physical examination before returning the verdict chronic appen-
dicitis and recommending removal of the appendix. Again, justly
in these cases, we demand repeated thorough examinations
of the urine (the catheterized specimen in women) in order not to
overlook traces of blood, red-blood corpuscles, the presence of
which points strongly to the diagnosis of stone in the kidney
or ureter.

Especially some time after the patient has experienced pain
or after firm palpation of the tender spot, the urine is likely to
show traces of blood which may have been absent during the
spell itself. With evidences of blood, macroscopical or micro-
scopical, in the urine the next step is an x-ray examination to
be followed by cystoscopic examination and catheterization of
the ureters. A skiagram of the kidney and ureter, to be of prac-

12



URETEROLITHOTOMY. 13

tical value, must show a shadow of structures less dense than
the least dense calculi, phosphatic and uric acid.

A good x-ray picture must show distinctly the processus
transversi of the vertebral column and the structure of the last
rib and crest of the os ileum; it should also show the oblique
course of the psoas muscle and perhaps the quadratus lumborum.
If plates of such character do not show any shadow in the region
of the kidney and ureter, it is fairly safe to exclude a stone in the
kidney or ureter. To skiagraph the kidney and the whole
length of the ureter demands, as a rule, four good pictures from
each side, and both sides should always be skiagraphed, if there
is any suspicion of kidney or ureter stone. An x-ray shadow
in the region of the ureter is, however, by no means a proof of a
stone in the ureter. A phlebolith close to the course of the
ureter (as observed by me in a case of cancer of the bladder)
or a fecal concretion in the tip of the appendix may easily be
mistaken for ureter stone. It is therefore safest not to rely on
any one method, but to combine with the x-ray examination
the cystoscopic examination and catheterization of the ureter.

An x-ray picture taken with the ureter catheter containing a
wire stilet or filled with mercury makes the diagnosis an accurate
one. I have no experience with wax-tipped ureter catheters.
Having positive evidence of a ureter stone, we have still to
prove that there is only one. Again we have to resort to the
x-ray and it alone can aid us in deciding this point. A ureter
stone being present, we should not allow more than two days to
elapse before operation. If an operation cannot be performed
within that time, another picture should be taken. Thisis a pre-
caution against disagreeable surprises. Stereoscopic radiographs,
taken after very thorough evacuation of the bowels, may give a
fairly good idea of the relation of the stone to surrounding bony
structures (Gibbons). Occasionally it happens that ureter stones
not firmly incarcerated change their places, so that some days
they are down low and can be palpated, while other days they
are higher up and cannot be felt. This fact emphasizes the
value of repeated examinations from the rectum or vagina.

Positive evidence of the ureter stone is at the present time
almost generally considered, at least by the surgeons, cause for
prompt surgical action. Although, as Deaver says, a calculus
may remain lodged in the ureter indefinitely without producing
serious symptoms, yet such cases are exceptional, and were such
a calculus to be discovered by chance, it is questionable whether
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it would not be the surgeon’s duty to remove it as a prophylactic
measure. It can, I think, hardly be questioned, that the well
known dangers which may ensue from neglect of ureteral calculus
are much greater than those which attend its removal by opera-
tion. Even the remote possibility of development of cancer
at the point of impaction is to be considered. The only excep-
tion for surgical interference is the class of cases, in which with

F1G. 1.—Surgical relations of the ureter.

each attack of kidney colic, a larger or smaller calculus is dis-
charged. X-ray pictures between the attacks may, of course,
be entirely negative. It is evident that in cases of this kind, the
salvation of the patient lies in the proper hygienic and dietetic
treatment combined with urinary antiseptics, a treatment which
should always be adopted after operations on kidney or ureter.

The operative method for the removal of a stone from the
ureter is less agreed upon, if, as is my object in this paper, we
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consider, in particular, stones lodged in the ureter during its
course through the pelvis, that is, the lower ureter.

There are three locations in the ureter where a stone is liable
to be arrested:

1. An inch and a half to two inches from the pelvis of the
kidney as the ureter bends forward over the psoas muscle.

2. In the bend of the ureter about 1 to 2 inches below the
pelvic brim. Deaver says, at the brim of the pelvis, where it
dips down across the bifurcation of the common iliac artery.

3. In the vesical portion (just before the ureter passes into,
or during its course through, the vesical wall—Morris).

The usual operative route for stones in the vesical portion (3)
is intravesically, if the stone is lodged very close to the vesical
orifice of the ureter. Where the stone is situated an inch or
more from the bladder wall this method is not safe and the
combined intra- and extraperitoneal method is to be recom-
mended. Ureter stones lodged near the pelvis of the kidney (1)
are best removed extraperitoneally through incisions as used for
exploring the kidney. It is fairly a matter of choice, whether
the stone be removed by incision through the kidney substance
or directly through the pelvis of the kidney or by incising the
ureter itself. The danger of urinary fistula from incision into
the ureter is extremely slight, if the passage to the bladder is
free. If drainage is desired, ureterotomy is not advisable.
Direct drainage of the pelvis of the kidney is of course prefer-
able, just as, in a case of stone in the cystic duct, we prefer to
drain the gall-bladder by incising the gall-bladder itself and do
not, unless unavoidable, drain through the cystic duct. And,
since we believe that most ureter stones originate in the kidney
pelvis, the pelvis of the kidney should be drained in almost all
cases, even though conditions for natural drainage may be
favorable.

The best operative method for stones in the lower ureter, that
is from the point where the ureter crosses the common iliac
artery to the vesical portion, is still under discussion. 1 be-
lieve with most surgeons that ureteral stones are mostly second-
ary. Primary stones, rare as they may be, must be due to a
local cause, irritation, foreign body, kinking of the ureter, by ad-
hesions, and the like. However, we possibly underestimate the
frequency of primary ureter stones, since in the vast majority of
cases only one stone has been found. If the kidney is the origi-
nator of the stones, why do we find so frequently only one?
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Formerly we believed that ureter stones near the pelvis of the
kidney and near the vesical orifice, were much more frequent
than those in the lower ureter. With the aid of the x-ray, we
have found that this is not true. They number perhaps 50 per
cent. or more of all ureteral stones and had simply not been
diagnosticated.

The operation must aim 1. to remove the stone or stones in
order to avoid the well known dangerous consequences to the
kidney, and 2. to prevent the recurrence of the stone.

If our sole object were to remove a stone from the ureter
during its course through the pelvis, the following extraperitoneal
method would suffice: a straight incision parallel to the external
border of the rectus muscle extending from the semilunar fold of
Douglas to the pubis. The peritoneum is not opened but pushed
toward the middle line and, with it, as a rule, the ureter appearing
as a whitish or yellowish whitish tape. It is surprisingly simple
to expose the ureter in this manner from the brim of the pelvis
to the bladder, about four inches in extent. Instead of making
an incision in the linea Spigelii, it may of course also be made a
little further inward. In that case, it exposes and splits the
anterior sheath of the rectus muscle, the muscle itself being
either cut or pushed aside. In view of the necessary drainage,
this incision is, in my opinion, preferable to the low gridiron
operation, since it interferes less with the muscular support of the
abdominal wall. The removal of the stone is then usually an
easy matter.

However, as stated, this method takes into consideration
only the removal of the stone, and leaves entirely out of question
the second point—the prevention of a recurrence of stone forma-
tion. It seems evident to me that the mere removal of a stone
from the lower ureter does not in any way guarantee the com-
plete cure of the patient and here, as always, it must be our en-
deavor to remove not only the effect but the cause (cessante
causa, cessat effectus).

Morris attributes lodgment of a ureter stone in the bend of the
ureter to the curve made by the ureter. The ureter stone near
the pelvis of the kidney is also usually found where the ureter
bends forward over the psoas muscle. Again, the lodgment of a
stone may be due to narrowing or constriction of the ureter, the
normal size at the three points from where ureter stones are
usually found being 1/7, 1/4 and 1/10 of an inch respectively.
I fully agree that the origin of the majority of ureter stones is in
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the kidney and that they are merely arrested in the part of the
ureter now under consideration. Some stones, however, are
probably formed there. In the former instance, we have to ex-
plain the lodging of the stone in this particular place, in the latter,
the origin and lodging at this particular place,—the widest of all
three places just mentioned.

There is to my mind nothing more likely than that, in men, an
inflammatory condition of the appendix, in women, a like condi-
tion or adhesions around tubes and ovaries or in connection with
retroflexion of the uterus, might cause ureteritis or periureteri-
tis, or produce a kink in the ureter, or at least increase the normal
bend of the ureter at this point. In this way, small stones com-
ing down from the kidney may be retained and increased in size
in loco and, in this way, a ureter stone may begin to form about a
small nucleus of mucus.

I therefore advocate an operation that permits the examination
of these organs and the necessary steps for their reparation or
removal. Such an examination can be satisfactorily made only
after opening the peritoneal cavity, and, in my opinion, it should
be made in all cases, especially, however, if the stone is on the
right side, for then only can it be ascertained whether the ap-
pendix is diseased and whether adhesions around it are not in-
directly to blame for the ureter stone. Before employing this
technic, I had two cases in each of which I had to remove the
appendix after having previously removed a ureter stone. The in-
traperitoneal beginning of the operation is of advantage not only
for the above reason, but because in a great many cases the find-
ing of the stone is made more easy. After locating the stone,
the peritoneum, if infection be feared, may be closed at once but
had better be kept open, as advised by Gibbons, to facilitate the
removal of the stone with the aid of the finger in the peritoneal
cavity. The finger is placed against the stone, the peritoneum
pushed off from the abdominal wall and the stone removed ex-
traperitoneally. The peritoneum is then closed and the rest of
the incision sutured in the usual manner down to the lowest point,
through which a drain, not unprotected gauze, is passed to (not
into) the small opening in the ureter. A nick in the ureter wall
is sufficient to permit the extraction of a good sized stone. It is
advisable to push the stone up a little way from its lodging place
so that the small cut does not strike the inflamed or ulcerated
part of the ureter wall. 1 have never tried and do not expect to
try, certainly not in men, to push the stone into the bladder,

6
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since the opening in the ureter heals very quickly. Frequently
hardly any urine is discharged through the drain. It is certainly
not advisable to attempt to suture the ureter, which necessitates
lifting it from its bed and risking necrosis of its wall. Besides, it
is entirely superfluous, since the small incision in the ureter heals
as a rule very rapidly, usually in less than two weeks and the
drain opening a few days later. Occasionally the stone in the
ureter is only felt and the ureter not distinctly seen. That sewing
in such a case is not possible is evident.

The proper treatment, then, for stone in the lower ureter is,
in my opinion, a laparotomy which allows a thorough examina-
tion into possible causes for the lodging of the stone or for the
origin of the stone in situ; removal of the cause, if found, intra-
peritoneally and then removal of the stone from the ureter extra-
peritoneally by pushing away the peritoneum as above described.
That this method should of course be employed if the diagnosis
is doubtful needs hardly to be mentioned and that a definite
diagnosis cannot always be made needs not to be discussed. In
spite of most painstaking examination some cases remain doubt-
ful. That, furthermore, the combination of appendicitis and
ureter stones is not rare is proved by cases reported in literature,
Gibbons, Deaver and others, beside the two cases of mine before
mentioned and two more cases in which I employed this method
and removed a badly diseased appendix and ureter stone. In
all these cases, the ureter stone was located about one and one-
half to two inches from the pelvic brim. Positive evidence of
a ureter stone, therefore, instead of causing us to exclude other
diseased conditions in this locality, should make us suspicious
of them. The only operation which answers all demands is the
combined intra- and extraperitoneal ureterolithotomy.

To summarize: the proper treatment for stone in the lower
ureter is the combined intra- and extraperitoneal uretero-
lithotomy. The intraperitoneal part of the operation serves
for exploration and for the removal of conditions which are
possible etiological factors in the lodging and formation of
stone. It also frequently makes the finding of the stone easier.
The extraperitoneal steps serve for the removal of the stone.

Stones higher up, at the crossing of the ureter and the iliac
vessels can be removed by this combined route, as described
and first emphasized by Gibbons. Should it be difficult to
push the peritoneum back far enough, it might become neces-
sary to add McBurney’s gridiron incision. In this way, a flap
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is formed which gives complete access to the whole ureter from
its point of crossing with the iliac vessels to the bladder. The
shape of the entire incision is analogous to the cut described
by Fowler for the extraperitoneal removal of ureter stones in
the lower ureter and now frequently advocated for the ligation
of the common iliac artery.

DISCUSSION.

DRr. JoHN YouNG BROWN, St. Louis.—This is certainly a most
_interesting subject. In my own work and in watching the work
of others I have frequently been impressed with the fact that the
appendix is often removed when macroscopically there seems to
be no indication that it was at fault. The anatomical relation-
ships of the appendix and ureter are interesting. During the
last year I have been studying this by cross-section work and by
injecting the appendix in the cadaver with bismuth, doing skia-
. graph work in all cases sent to my clinic with a diagnosis of
appendicitis in which the diagnosis was at all doubtful, and I have
been surprised at the number of cases in which stone in the ureter
was found. I do not know of any condition that is more difficult
to differentiate than certain forms of chronic appendicitis from
stones in the ureter.

In the last year I have had nine cases, three of them being in
physicians in whom the differential diagnosis was exceedingly
difficult. My associate, Dr. Engelbach, at the St. John’s Hospi-
tal, had some two years ago an attack which was supposed to be,
and which was diagnosticated at the time as mild appendicitis.
Examination of the urine showed a considerable amount of
blood. A skiagraph was taken and we found what we supposed
to be a stone in the ureter. Dr. Engelbach congratulated him-
self that he had a stone in the ureter rather than appendicitis.
His attacks subsided quickly and he went along with reasonable
comfort for some months when he had another attack, which
was a little more severe. There was no leukocytosis, but the
urine still showed blood and additional skiagraph examination
showed what was supposed to be a stone in the ureter. He went
to a meeting of the State Medical Society, and while there had a
fulminating attack of what we considered appendicitis and what
afterward proved to be appendicitis. He still had more or less
blood in his urine. He refused to be operated on, believing that
he had a stone in the ureter. I refused to have anything further
to do with the case unless permitted to operate. The ureters were
catheterized and a skiagraph taken with catheter in the ureter,
and the shadow which was supposed to be a stone in the ureter
proved to be a concretion in the appendix. I operated on him,
removed the appendix which was retrocecal, and the symptoms
pointing to stone in the ureter and blood in the urine were brought
about by the contiguous condition of the ureter to the appendix.
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I had another case, a doctor’s brother and a doctor’s son, who
was sent to me with a diagnosis of appendicitis. I examined
him very carefully and found blood in his urine. A skiagraph
was taken and we found a shadow which seemed to indicate a
stone in the ureter. I did the combined operation and not only
removed a stone from his ureter, but found the appendix adhe-
rent to the right ureter, and I am inclined to believe, as was men-
tioned by the essayist, that probably the condition around the
appendix had a good deal to do with the development of stone
in the ureter. If I had removed the stone from the ureter and
had failed to open his abdomen and to have removed his appendix
I would not have given him the relief that he got from this com-
bined operation.

An important point in Dr. Jonas's paper is that we should
make a careful analytical diagnosis in all cases of so-called chronic
appendicitis. It has impressed me forcibly that many, many
appendices are removed where the trouble is absolutely not in
the appendix, and I do not think, in justice to our profession and
in justice to our patients, we have any right to open anyone's
abdomen for the removal of the appendix until we have made a
careful differential diagnosis, that diagnosis including not only
a careful analysis of the urine but, if the urine shows any evidence
of blood, a cystoscopic examination with ureter catheterization
should be made and a skiagraph taken, and then the work con-
trolled by a catheter in the ureter.

I am preparing a paper now to which I am devoting a great
deal of time based on the cases we have had in the last two years.
These cases have been carefully worked up, and in addition to
that we are doing some skiagraphic work on the cadaver with the
catheter in the ureter , and with the appendix and cecum injected
and, in addition to that, we are doing some cross-section work
which I think will prove of a good deal of interest.

As I said at the outset, this subject is a very important one; it
is not one that has been discussed as fully as it should have been,
and I trust the paper of Dr. Jonas will meet with a very full and
free discussion.

Dr. ALExANDER HucH FERGUsoN, Chicago.—I am pleased
to have heard this able paper by Dr. Jonas, and it comes at a
very opportune time, inasmuch as the surgery of the lower
ureters is comparatively recent.

The first operative case of stones in the ureter I encountered
was one where the kidney had been completely destroyed by the
stones, and they filled the ureter from the kidney to the bladder.
(Plate 1). I removed the remains of that kidney and the entire
ureter in 1895. I preserved the specimen. There was a stone
at the neck of the bladder of such a size that it could not pass
through, except by ulceration. The immediate result of the
removal of this kidney and of the entire ureter was excellent,
although before I did it I had to open the opposite kidney for a
pyonephrosis. I did the operation under gas anesthesia.
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I have had six cases of ureter stone. Besides these I saw a
case in which there was a typical colic. The x-ray, as we thought,
showed stones in both ureters, but I was not able to find any
stones. It was one of the mistakes of the x-ray and also of the
surgeon. The patient got well and has not complained of any
colic since and that was four years ago.

- DR. PORTER.—Was there any blood in the urine?

DR. FERGUSON.—Yes, I really thought it was a case of a rare
form of nephritis. On September 15, 1909, Mr. C. A., of Winni-
peg, presented himself at the Chicago Hospital with the following
history: four years ago he had a very severe attack of nephritic
colic in the left kidney. The radiograph showed kidney stone.
He was laid up for two weeks, and since then has had several
minor attacks, referred to the region of the ureter. The patient
is otherwise a healthy man, fifty-eight years of age. The radio-
graph showed a stone in the lower end of the left ureter. The
sound and cystoscope revealed nothing in the nature of a calculus
in the bladder. The left ureteral orifice protruded somewhat,
and was a trifle redder than normal. Besides the usual prepara-
tion for laparotomy, the patient was given urotropin and methy-
lene blue. The anesthetic (ether) was given by the drop method,

A skin incision was made directly over the external ring,
extending upward along the course of the inguinal canal for about
5 inches. The aponeurosis of the external oblique muscle was
opened freely, exposing the entire inguinal region and internal
oblique muscle. The internal abdominal ring was enlarged,
without opening the peritoneal cavity. The transversalis fascia
was severed the entire length of the incision, exposing the deep
epigastric vessels which were ligated and cut. The vas deferens
was taken as the guide to the ureter. It was followed by blunt
dissection to the base of the bladder. The sigmoid and small
bowel were pressed toward the median line by gauze sponges.
The origin of the internal oblique and transversalis muscles was
severed from Poupart’s ligament for a distance of about 2 inches.
This afforded sufficient room to reach and explore the ureter from
the pelvic brim to the base of the bladder. The stone was felt in
the ureter; an effort was then made to milk it into the bladder
and also toward the kidney: both these proved impossible. An
incision was made into the ureter, parallel to its long axis,
about 1 inch below the brim of the pelvis; a stout catgut ligature
had been passed around the duct as a guy rope. The ureter was
empty; there was no staining of the tissues with methylene blue.
It was thus evident that anuria existed in the left kidney. A
flexible olive bougie was passed into the ureter and the stone
located. The grating of the probe against the stone could be
felt distinctly. Another attempt was made to push the stone
into the bladder: it was unsuccessful. Then a long curved
alligator-jawed forceps was passed into the opening in the ureter.
The stone was seized in its blades and carefully extracted. The
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entire course of the ureter from kidney to bladder was now care-
fully explored and found perfectly clear.

No attempt was made to suture the ureter. The loose tissues
on either side of the wound were drawn together, and the same
suture caught about a gauze drain, covered with rubber tissue.
This drain was brought out at the upper angle of the wound. The
spermatic cord was left behind the transversalis fascia. This
fascia with the transversalis and internal oblique muscles was
sutured to Poupart’s ligament. The lower angle of the wound
was drained with a cigaret drain which passed down to the side
of the bladder. The external oblique was closed with a continu-
ous catgut suture, and the skin with silkworm-gut sutures. A
catheter was passed into the bladder every day to keep it empty.

The operative procedure in these cases varies in accordance
with the side of the body, as has been pointed out both by the
author of the paper and by Dr. Brown. For instance, if the
colicky attacks are on the right side, we have always to think of
the appendix, and that is an indication for opening the abdomen.
On the other hand, if the attacks are on the left side and the
patient is a man, there is no indication for opening the abdomen
to remove such a stone in my opinion, because it can be done
more safely without the complication of cutting into the perito-
neum. In women these stones can be reached through the
bladder when they are low down, depending on their size and
other modifying conditions.

Note.—October 18, 1909. The case here reported drained for
twelve days, was out of bed on the fourteenth day, and ready to
leave the hospital. —A. H. F.

Dr. H. W. LONGYEAR, Detroit.—There is one very interesting
point in this valuable paper to which I desire to call attention and
discuss, and that is the differential diagnosis between ureteral
pain and pain in the abdomen due to appendicitis. Like Dr.
Brown, I have seen a great many operations done on the appen-
dix that were undoubtedly unjustifiable and which were prompted
by the pain in the ureter under a mistaken diagnosis.

With regard to those cases in which we see more or less of that
which we call storms of uric acid, coming from intestinal toxe-
mia, in which we know that there are large quantities of uric acid
thrown out from the kidney which pass down the ureter, causing
it to become irritated, and frequently resulting in great pain,
and when on the right side it isapt to be mistaken for appendicitis,
and the temperature becoming elevated from the toxemia, simu-
lates it still more. These cases should be examined very care-
fully so that this mistake shall not be made.

I was called by telegram to northern Michigan during a cold
winter snap to operate on a case of supposed appendicitis. I
went there, rode in an open sleigh some twenty-four miles in a
snow storm, and found it was a case of uric acid impaction in
the ureter following, as I have described, intestinal toxemia.
A good course of antiseptic treatment, both of the urinary and
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alimentary canals, relieved this patient in three days. In this
case there were blood cells in the urine and much uric acid and
mucus. The previous history of the case indicated that the
trouble was of intestinal origin. These cases are exceedingly
puzzling and a differential diagnosis is not easy, but I think an
important point in making it is the board-like condition which
we feel and which belongs to appendicial irritation, but which
is not present in ureteral irritation. Putting this together with
careful microscopical examination of the urine and we are
enabled to make a differential diagnosis without much trouble.

Dr. MiLEs F. PoRrRTER, Fort Wayne.—There are one or two
points I would like to emphasize concerning the colics which
occur in the kidney, and are due to the passage of blood clots
along the ureter. Experiences of that kind I have had several
times, one of them quite recently in which, together with typical
ureteral colic, the patient had anuria. We also had a clear case
of Bright's disease to deal with. This had been known to exist
for a number of years. In this case, as the subsequent post-
mortem revealed, we had absolutely no calculous formation
whatever. Moreover, this case illustrated the value of skiag-
raphy in that the skiagram did not show ureteral calculus.
This case prompts me to ask Dr. Ferguson a question as to
whether or not there was blood in the urine in his case. There
was blood in the urine in my case. We had a typical kidney
colic and anuria. Fortunately we had a very distinct history
of an old nephritis. Recently, during the course of an operation
for appendicitis, I came upon what felt to my finger like a
calculus at the brim of the pelvis on the right side immediately
over the ureter, and upon closer examination it proved to be a
calcareous deposit as large as the end of my thumb in the
mesentery of the ileum, immediately overlying the ureter. I
removed it. I cannot say whether it was a calcareous degener-
ated gland or not. This case simply emphasized the care that
should be taken in these conditions.

Incidentally I might say that not a great many months ago
I had a case which illustrated several points connected with
ureteral calculus. -An interesting point was the length of time
the stones were carried by the individual, who, in the meantime,
was in a fair degree of health. One stone was carried for forty-
seven years. It was situated just below the brim of the pelvis
and weighed 1,440 grains which, I believe, is one of the largest
stones ever taken from the ureter, if not the largest. Young
reports one stone that was carried for twenty years.

Another point to which I desire to call attention is the desir-
ability of removing the ureter in these cases. These stones,
particularly after they have been added to for a long number of
years, become very large and are no longer, strictly speaking,
ureteral stones. The removal of the ureter will not necessarily
remove all of the calculous formation along the course of the
ureter. A number of these stones have found lodgment outside
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of the ureter as a result of pressure necrosis, and I presume there
are still further concretions. While it is true in the ordinary
case, as in Dr. Ferguson’s, we will be quite sure that if we remove
the kidney and ureter we will remove all of the stones, yet in
these long-standing cases stones will be found outside of the
ureter, hence the removal of the ureter with the contained stones
does not remove all the calculi which must be removed before
the patient makes a complete recovery.

Dr. C. C. FrRepERICK, Buffalo.—This is a timely paper because
there is no question that there are many cases of trouble, espe-
cially pain in the right ureter, for which the appendix in the past
has been blamed and removed. I have seen quite a number of
cases of this kind in one way or another in my own practice and
in that of others, and have been forced in the last three or four
years to a realization of the fact that pain upon the right side,
on deep pressure over McBurney's point, does not always mean
that a patient has chronic appendicitis, and I do believe in many
instances the trouble is in the ureter. At this point I want to
say that there are so many conditions that can exist in the
intestinal tract, various concretions, etc., that the skiagraph
may get into just the right position and deceive us about the ex-
istence of stone in the ureter.

To illustrate, five or six years ago I attended a young woman,
twenty-seven years of age, who had all the symptoms of stone
in the kidney, with pain and blood in the urine, and the like.
She had had these symptoms for two or three weeks. She
continued having attacks of pain. I had a skiagraph made
which showed the shadow of a stone in the ureter. It was
situated up high, not very far below the pelvis of the kidney. I
opened from behind, went clear down to the brim of the pelvis
and was not able to find a stone there. * I then opened the pelvis
of the kidney, explored it, but the stone was not to be found.
Then I went way down here (illustrating on the board) and
explored a little of the peritoneum, and then went clear down
to the bladder. I found no stone anywhere. She had never
passed a stone. I made up my mind that there was a concretion
in that woman'’s intestinal tract on the left side and that
it could not be the appendix. But I was led astray. She
has since had three or four similar attacks. I have had skic-
graphs taken and have been unable to find any evidences of
stone. I do not know what the cause of the trouble is, but I
do know she had these attacks and I operated on her and found
nothing. I give you my experience for what it is worth. The
shadow was about the size of a good-sized pea. It looked like a
stone in the ureter and I was almost certain I would find it,
but did not.

This is a very important subject and the author of the paper
is to be congratulated on having presented it in such a forcible
and pointed way., There is no doubt that the lower abdomen,
and particularly upon the right side, must be subjected to a
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very careful differential diagnosis in cases of indistinct pain in
that region.

DR. MAURICE I. RoseNTHAL, Fort Wayne.—I read a paper
before the District Medical Society here some four or five years
ago, which was published in a surgical journal in New York,
wherein I reported a case of ureteral stone, complicating an
appendicitis. The paper was entitled, “ Some experiences from a’
thousand abdominal sections.” That was the only case I
had then seen of ureteral calculus complicating an appendicitis.
Since then I have been careful to investigate the right ureter in
all operations for appendicitis, and I have not met with another
such case, so that, after all, I take it that this complication is not
so very frequent. We know that stone in this region does occur,
yet when operators of such large experience as we have before
us to-day, only report comparatively few cases we may take it
for granted that it does not occur frequently.

I have not had much experience in the extraction of stones
from the ureter, but I have had a reasonable experience in ureteral
surgery. In the course of an operation for the removal of
cancer of the uterus, the radical operation devised by Wertheim,
we have occasion to handle the ureter considerably, and I wish
to draw attention to a point which is of importance. I believe
the danger of ureteral fistula is less from the simple incision of
the ureter in extracting the stone, than from excessive man-
ipulations.

The ureter very easily becomes necrotic at the point where
it is lifted well from its bed and handled in its entire circum-
ference, especially if its accompanying circulation is interfered
with. I think we need not fear fistula from simple incision in
the long axis of the ureter in extracting the stone as long as we
avoid excessive manipulative trauma.

DRr. Huco O. PANTZER, Indianapolis.—I have been interested
in this valuable paper and in the discussion. I rise simply to
make a statement in regard to a point in connection with the
diagnosis bearing upon an observation in a kind of case different
from this. In operating on a case of gangrenous cholecystitis,
where the contents of the gall-bladder had discharged into the
peritoneal cavity, I found at the bifurcation of the abdominal
aorta a cluster of small bodies that were exceedingly hard and
fixed, and evidently were disassociated from the condition for
which I had operated. 1 gleaned several of these stones and
found them to be calcareous degeneration of tubercular glands.
From the history of this case, subsequently obtained, this
woman, now fifty years of age, had in early life a disease of
unrecognized character, but which kept her ill and weakly for
several years. This case is of much interest here inasmuch as a
like condition may some time by the x-ray picture simulate
ureteral stones.
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Dr. JouN W. KEEFE, Providence.—I would like to say a few
words with reference to the use of the wax-tipped catheter.
We all know we may be mistaken in reading a radiograph,
although the radiograph perhaps will give us more information
at the present time than most other methods. If a radiograph
is made while the ureteral catheter is in the ureter, or possibly a
lead catheter or lead bougie placed in the ureter, it may give us
valuable information.

I wish to mention the point that previous to the time we
had such very fine radiographs as are made to-day, that I intro-
duced a wax-tipped catheter and found markings on the wax.
It was introduced into the pelvis of the kidney, and subsequently
on the day that the patient was to be operated on, I made an
incision in the loin and found the catheter in contact with the
stone in the kidney, showing that the first markings on the wax
were correct. We then may say that in these obscure cases
we have another method of helping us to make an accurate
diagnosis.

DR. JoHN YouNG BrowN, St. Louis.—This is an important
subject, and I should like to add a few points brought out in the
discussion.

The differentiation between acute appendicitis and acute at-
tacks of ureteral colic, as a rule, is exceedingly easy. I do not
think it is from this character of cases that difficulties of diagno-
sis occur, but in the so-called chronic cases, those that come with
a diagnosis of chronic appendicitis, where both the laboratory
findings and skiagraphic findings point to one of two conditions,
but there is no one method by which a diagnosis can be arrived
at. It isexceedingly important, not only from the standpoint of
the surgeon but, likewise, of the patient, that an accurate diag-
nosis be made in these chronic cases. There is hardly an operator
in this country who has not had a series of patients with appen-
dicitis, in whom he removed the appendix, and has found that
there was absolutely no sign of adhesions, no occlusion of the
appendix, when the case has come to the operator with a history
of having had trouble in the lower right quadrant of the abdomen,
the operation giving no relief. It is in this type of cases I think
in which it is exceedingly important that a differential diagnosis
be made, and I think a differential diagnosis can only be made by
resorting not only to the laboratory findings, but to a careful
history of the case, to the skiagraph, to cystoscopic examination,
as well as ureteral catheterization; and when all of these methods
are used we may yet frequently find cases in which the diagnosis
cannot be made until the abdomen is opened.

Let us take up laboratory work in cases of this kind. We
may find a patient who has had an acute attack of appendicitis,
with the appendix adherent to the right ureter, bringing about
a ureteritis, and we may find in the urine not only blood, but pus;
in addition to that the skiagraph may show a concretion,
which, if taken into consideration with the laboratory findings,



URETEROLITHOTOMY. 27

will lead one to conclude that there is a stone in the ureter, when
the trouble is not in the ureter, but in the appendix. It is in
justice to our work that I want to accentuate this point, and I
want to go on record as saying, I do not think any surgeon has a
right to open anybody’s abdomen for a supposed chronic appen-
dicitis until that patient has been given a most careful, pains-
taking investigation, and until the conclusion has been arrived at
that the trouble is not in the ureter, but in the appendix.

This is one of the most important papers that has been brought
before the Association in a long time, and its character of
work is attracting a great deal of attention, and, as the gentle-
man who preceded me has said, few of these cases have been
reported. However, a few of them are reported and more of
them are being reported for the reasons that here have been
brought out. These patients are being investigated, and we are
finding stones in the ureter now that we did not find heretofore,
and we are relieving patients who were not relieved by operation
for appendicitis.

Dr. K. I. SaNEks, Pittsburg.—I should like to mention a case
which illustrates that difficulty in diagnosis between ureteral
trouble and appendicitis is not only met with in the chronic
cases, but in the acute cases.

A young woman fell off a train and shortly afterward developed
some acute symptoms of pain in the region of the right kidney,
with elevation of temperature. A diagnosis of typhoid fever
was made. She was treated for it some time in a hospital and
discharged as cured. She soon developed another attack which
was diagnosticated as recurrent typhoid fever. She was sent
back to the same hospital, but her temperature only lasted two
or three days, then subsided, and she was sent home. While
at home she developed a severe attack of pain in the right side,
and the family physician discovered a tumor in the region of the
right kidney (hydronephrosis?). She was sent to my service at
the West Penn Hospital, but I could find no tumor and turned
her over to the medical department. While there she had an
attack simulating acute appendicitis, with severe pain in the
right side, tenderness, vomiting, and temperature. In view of
the fact that this attack came on just prior to menstruation (she
was to menstruate in a day or two), I was asked to examine her
pelvic organs, and found on vaginal palpation the right ureter
thick, cord-like, and very tender to the touch.

I catheterized the right ureter, and in the urine so obtained a
considerable quantity of blood-cells and quite a number of leuko-
cytes were found. Unfortunately, no bacteriological examination
was made. I diagnosticated descending ureteritis following a
pyelitis. Having obtained a history of pain in the right side and
a history of a fall, I excluded appendicitis by the absence of
rigidity on that side, by the pain on pressure alongside the ureter,
and by renal tenderness. But in spite of these findings the
symptoms were so suspicious of appendicial trouble that the
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surgeon incharge of the general surgical ward thought it advisable
to operate. The appendix was taken out, but the pathologist
reported it normal. While recovering from the appendicial
operation she developed a severe pain on the other side with a
rise of temperature. I again made a cystoscopic examination,
and found a trigonitis and ascending left ureteritis. That was
four or five years ago. At present this young woman is in an-
other hospital. Whether it will be necessary to operate for
bilateral tubercular pyelitis, I do not know, but the right side is
in a bad condition.

The reason why I report this case is to emphasize that we
find difficulty in making the diagnosis not only in the chronic,
but in the acute cases of appendicitis. Furthermore, not only a
stone in the ureter, but ascending and descending ureteritis will
give us symptoms simulating appendicitis. It did so to such an
extent in this case that, in spite of the findings of ureteral trouble
at the time, the surgeon was so sure of appendicitis that he deemed
it necessary to have the appendix removed.

DRr. JoNas (closing the discussion).—I certainly appreciate
this very free and full discussion of my paper. In the intro-
duction I tried to point out that we should not rely upon any
one method of examination, but that the safety in diagnosis lies
in a combination of all the methods which I have mentioned
in the text. An exact history of the case and repeated and
thorough examinations of the urine, since blood in the urine
may be absent at one time and may be present at other times,
are very essential; frequently blood is absent during the attack
itself, while after the attack or after the relaxation of the stone
in the ureter we may find small traces of blood on which so
much depends.

In regard to the x-ray examination, I pointed out in the
paper that a shadow demonstrated by the x-ray in the region of
the ureter does not prove anything in regard to the location of
that shadow. There may be some concretion in the neighbor-
hood of the ureter, or a fecal concretion in the tip of the appendix,
or a phlebolith in the neighborhood, or any other condition may
produce a shadow in the ureter, and for that reason the x-ray ex-
amination, the cystoscopic examination, and ureteral catheteriza-
tion have to be combined; and not only must these methods be
combined, but we must arrange the ureteral catheter so that it
throws a shadow on the skiagraphic plate. For that reason we
introduce a wire stylet or mercury-filled catheter, which is so
much used in Germany for this purpose.

Dr. Brown said he wishes to go on record to the effect that no
surgeon has a right to remove the appendix for a chronic appendi-
citis, without a thorough examination. I do not need to say that
I am heartily in accord with what he has said, and I want to
record myself in regard to the following point, and that is, I think,
the main point of my paper: we have no right to remove a ureteral
stone in the locality with which my paper deals without a thorough
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examination of the organs which may be responsible for such a
condition. We do not accomplish much more by the removal of
the ureteral stone in some cases than with a good hypodermic
of morphine. The patient may be relieved only for the time
being. If we remove the stone or stones the patient may have
trouble again in a little while, and some surgeon, if we do not
remove the cause of the stone, may do the same operation, and
that patient may go on being operated on every year or two,
and usually by a different surgeon.

Dr. Ferguson said that on the right side the appendix might be
responsible for-such a condition. In women, the tube and ovaries
and adhesions around them may be responsible for such a condi-
tion on the right side. I did not intend to enumerate all the
causes which might be responsible for ureteral stone in this
locality, or I could have mentioned other causes for stone
formation in the ureter in the corresponding locality on the left
side. Sigmoiditis, for instance, might be responsible for stone
formation in the ureter. Any infection of the mucous membrane
of the rectum or of the sigmoid may be the first origin for an
infection of the ureter, and in that way cause the formation of the
stone or stones. We all know that the cause for stones is stag-
nation and slight infection, and not an acute infection.

In regard to the direction of the incision I did not intend to
lay much stress upon this point, but it is really astonishing how
much space one gets with a small cut at the margin of the rectus.
If this method of making the incision is practised I think you will
agree with me that it is an easy matter to expose the whole ureter
from the brim of the pelvis to the bladder. This incision is
preferable to the low gridiron incision, and it is also preferable to
the incision above Poupart’s ligament, as we use it in operations
for hernia. Dr. Ferguson calls this a natural separation in this
particular part of the body; it is just this natural separation I do
not want since drainage has to be combined with this operation.
We all know we cgn only depend upon a successful hernia opera-
tion if we do not drain. If we drain we will have a natural sepa-
ration of the muscles, and in that way a cause for a hernia.

Dr. 'Ferguson said he had tried to push the stone into the
bladder. I said in my paper I did not try to push it into the blad-
der, nor do I expect to try such a procedure, certainly not in
male patients, since I find this little incision in the ureter was so
easy and closes so rapidly that operations for the removal of
stones from the bladder are much more uncomfortable.

In regard to ureteral fistula which Dr. Ferguson says is liable
to persist, in these cases of mine and also in the cases reported in
literature, I wish to say not a single fistula has been reported so
far. I do not expect a fistula will ever follow such an operation
if we are sure no stone has been left. Such a fistula may follow
if we try to bring the ureter to the surface, for then the direction
of the course of the ureter might be changed. The ureter should
be left absolutely in situ. We have learned from radical opera-
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tions for cancer of the uterus that we should not lift the ureter
from its bed for any distance, as it may become necrosed.

Dr. Ferguson spoke of impaction. We should not cut out the
stone at the point of impaction, since there we deal with inflamed
tissue, but must try to push the stone a little upward from its
point of impaction. Above the point of impaction the ureter
is somewhat dilated. At this point we cut through nearly
healthy tissue, and prevent the occurrence of a fistula.

Dr. Longyear said appendicitis irritation is not frequently
present in patients with ureteral calculus. Dr. Brown and most
of the gentlemen who discussed the paper pointed out (and I
agree with them heartily) the extreme difficulty of making a
differential diagnosis between appendicial irritation and ureteral
irritation, whether produced by calculus, by clot formation, or
whatever else. Professor Israel, of Berlin, who is a notable
authority on operations on the kidney and ureter, says that
frequently he is not able to make a differential diagnosis between
appendicitic and ureteral colic. Even in acute attacks some-
times we cannot definitely make a diagnosis.

In regard to the frequency of stones in the ureter in combina-
tion with appendicitis, I wish to say, that if we look for these
cases we will find them more frequently than we have done in the
past.

I have visited several surgical clinics this year. Not long ago
I spent two weeks in Chicago visiting surgical clinics, and among
them Dr. Ochsner's. In one case he found a ureteral stone had
been discharged sometime before he operated on a patient for
chronic appendicitis. In another case a ureteral stone was
present in connection with appendicitis. I know from the ex-
perience of other surgeons that they haveoperated for appendicitis
at some time, and frequently on the same patients for stones in
the ureter. It is likely these two conditions were present at
the time of the appendix operation. I think the more we look
for these causes the more frequently will we find them.

In regard to the wax-tipped catheter, I said in my paper I had
not had any experience with it, and since we have more modern
methods I do not think we should rely too much on wax-tipped
catheters. Scratches may be produced by other things. The
ureter may be narrower in one place than it is in another, and we
may get a scratch which has not been produced by a stone in the
ureter. If we find stones in the ureter, we should not entertain
the belief they are the only trouble, but must look for the causes
of the ureteral stone.

Dr. ALex. HucH FERGUsON, Chicago.—I do not think Dr.
Jonas meant what he said when he affirmed that we must also
remove what is responsible for the stone, such as the appendix,
the sigmoid and the like. These are not responsible for the
stone. Surely he cannot mean that. He must mean that they
simulate the clinical features of the stone.
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DR. JoNas, St. Louis.—I meant to go on record as saying
exactly what I did say in my previous remarks. I meant to say
that the appendix, ovarian, tubal diseases and other pathological
conditions in these localities may be the causes for stone or stones
in the ureter. These troubles may produce infections in the
ureter and adhesions of such an extent that they pull the ureter
out of its place, may produce kinking of the ureter. The ureter
in this way may either hold a small stone that comes down from
the kidney in this place, or a stone may originate here and grad-
ually increase in size around a small amount of mucus as a nucleus.
If it were not for these pathological conditions playing an impor-
tant part in the causation of stone formation or the retention of
stone, the stone might pass easily into the bladder and be dis-
charged without much trouble. Of course I did not mean to
say that the sigmoid should be removed for this condition.

Ureteral stones on the left side in women may be frequently
produced by adhesions of the tubes and ovaries, diseased condi-
tion of the sigmoid, and the like. In men they may be produced
by an inflammatory condition of the sigmoid.



SURGICAL TREATMENT OF TUMORS OF THE
BLADDER.

BY
JOHN W. KEEFE, M. D.,

. Providence.

IT is estimated that from one-fourth to one-half of 1 per
cent. of all tumors involve the bladder. Tumors of the bladder
are most frequently met with in men over thirty years of age,
and are more often found in males than females. Any portion
of this organ may be affected, but the lower half of the bladder
is the usual situation of new growths.

We find a large variety of tumors affecting the bladder—
namely, papilloma, carcinoma, adenoma, cysts, fibroma, myx-
oma, sarcoma, myoma, chondroma and dermoid. From 65
to 75 per cent. of tumors are malignant. It is believed that
benign growths may become malignant and that malignant
bladder tumors remain localized for a comparatively long period;
hence, we may look for good results by an early and thorough
removal of the neoplasm.

Papillomata originate in the mucous membrane and sub-
mucous tissue. They are usually pedunculated but rarely may
be sessile. They consist of long fimbriated processes or villi.
They have a tendency to recur after removal and may propagate
by contact. Mucous polypi are found during childhood.

Carcinoma occurs late in life; while sarcoma may appear
during childhood but usually develops after middle life. Fifty-
two per cent. were over forty years of age and 28 per cent.
under ten years of age, in a series of fifty cases reported. Albar-
ran reports one hundred and thirty-two cases of tumors of the
bladder; one hundred of these were cancerous and twenty-four
papillomatous. Carcinoma forms a nodular, ulcerated and
irregular growth. It invades the muscular wall but may in-
volve any portion of the bladder.

Urinary salts may be deposited upon the raw areas and these
may break off and be found in the urine. This may lead one
to suspect the presence of a calculus. Adenomata are flat
or nodular in appearance and may attain a large size. Fibroma,
myoma, myxoma and cysts rarely cause hemorrhage but may
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produce pressure symptoms. Chondroma and dermoid tumo
are very rare.

The most constant symptom of papillomatous growths
is hematuria. The bleeding is usually bright and terminal and
occurs at irregular intervals. The hemorrhage may not recur
for months or even years. The amount of blood lost varies
and is not dependent upon the size of the growth. Clots may
form in the bladder and cause pain, frequency of micturition
and retention of urine. Cystitis, hydronephrosis and pyelo-
nephritis may be sequelze. We often find the patient in an anemic
condition from the excessive loss of blood. Sepsis and uremia
due to an ascending infection may result.

Malignant disease is accompanied by bladder disturbances,
frequent and painful micturition, tingling and itching sen-
sations in the glans penis, severe cystitis, sensations of weight
in the pelvis and pains extending along the inner portions of
the thighs. Hematuria which is prone to be slight, persistent
and painful is found in the later stages of the disease: Hydro-
nephrosis, pyonephrosis and pyelonephritis are frequent
complications.

A cystoscopic examination of the bladder should be resorted
“to early, as it is the greatest aid that we possess, to the forma-
tion of a correct diagnosis in bladder diseases. The early detec-
tion of a growth may be our only hope for saving life. Rectal,
vaginal and bimanual examination may reveal a bladder tumor
or infiltration of the bladder wall and should be practised.
These examinations may also be made while viewing the interior
of the bladder with the cystoscope. Malignant disease of the
base of the bladder may be mistaken for hypertrophy of the
prostate. '

The surgery of tumors of the urinary bladder is in a transi-
tional state. The last word has not been said. While the
perineal and vaginal routes have been abandoned by most
surgeons, some now prefer the urethral, while others the supra-
pubic extraperitoneal and yet others the abdominal intra-
peritoneal route or a combination of both. The medical treat-
ment of vesical growths is often prolonged until surgery is of
no avail.

It is important to locate the growth with the cystoscope and
to make one incision in the bladder for its removal, when pos-
sible, rather than a routine median incision. The exact location
and type of the growth should determine the choice of operation.

7
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Comparatively few men have become expert with the operative
cystoscope and these prefer to remove all benign growths by the
endovesical method. Nitze reported 150 cases of papillomata of
the bladder removed with the aid of the operative cystoscope,
with three failures, one death and ten recurrences. It may
require a number of sittings to remove a large growth by this
method but it certainly is of value in the hands of an
expert. : ’

The suprapubic operation, working in the prevesical space, is
the method most frequently employed at the present time;
although the abdominal intraperitoneal route has many points in
its favor. It gives one plenty of room in which to operate and
one can see exactly where to excise or cauterize the growth.

The cystoscope is an instrument with which we all should
become more familiar. It gives us accurate knowledge
of many kidney and bladder conditions that cannot be
acquired in any other way. A surgeon who undertakes the
removal of a bladder tumor can perform his work more intelli-
gently, if he has viewed the growth through a cystoscope and
gained an idea as to its character, location and size. Recently
a certain writer in genitourinary surgery stated that he did not
think it an instrument of value to the general practitioner or
the general surgeon. If the general surgeon is the man who is
to remove the tumor, why should he not use and know how to
to use, the cystoscope, if it be of value to him and his patient?

One should become familiar with both direct and indirect
view instruments and with the appearance of the bladder when
distended with either water or air. Ihave had two cases in which
specialists in genitourinary work, failed to find a tumor of the
bladder owing to the presence of blood which obscured the view
through the water which was used to distend the bladder. The
use of a cystoscope with air distention revealed the growths in
both instances. One should not become wedded to one type
of instrument: they all have their good points. The bril-
liant work that has been accomplished with the Nitze, Casper
and Albarran cystoscopes has led some men to overlook those
instruments that allow distention of the bladder with air.

The cystoscope will give one a better view than is often
obtainable through a suprapubic incision. How difficult it is
to see the interior of a contracted bladder, especially in obese
patients, through the usual suprapubic incision in the prevesical
space; and how easily one can reach the bladder through the
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abdominal wound made in operating for disease located in the
pelvis. Then why not open the abdomen in most of the cases
where we wish to operate for the removal of bladder tumors?

The choice of the anesthetic is an important matter for con-
sideration in the removal of bladder tumors, as the patients
are often found in a debilitated condition from the loss of blood,
sepsis or diseased kidneys. Nitrous oxide gas and oxygen is
preferable on account of its safety and its nonirritating effect
upon the kidneys. It permits a speedy recovery from the
anesthetization and early voluntary micturition.

I particularly wish to call attention to the steps of an oper-
ation for the removal of tumors of the bladder which I believe
has many points in its favor. I shall describe the method which
I first employed, some five years ago, in operating for the
removal of a papillomatous growth of the bladder in a man sixty-
six years of age. He complained of frequent micturition, pain
and intermittent hematuria for a period of three years and had
lost forty pounds in weight during the last two years.

An internal urethrotomy was done to relieve a stricture due
to a gonorrhea contracted in early life. A cystoscope was then
introduced and a papillomatous tumor could be seen posterior
to and about 1 ¢cm. from the left ureteral opening. The ureters
were catheterized and the urine from both kidneys was found
normal. A week later the patient was anesthetized, the
cystoscope introduced and the left ureter catheterized. The
ureteral catheter was allowed to remain during the operation,
which permitted the removal of a portion of normal bladder wall
about the growth, with no danger of wounding the ureter:
as I could determine by palpation of the catheter in the ureter,
at any stage of the subsequent operation, the exact location of
the ureter. It is a great source of comfort to the operator, as
well as safety to the patient, to be able to define the position
. of the ureter, when one is operating in a field adjacent to it.
The cystoscope was allowed to remain in the bladder.

The patient was then placed in the Trendelenburg position
and the abdominal cavity opened, in the median line, between
the umbilicus and the pubes. The intestine was walled off,
with a roll of sheet rubber, seven inches by fifteen feet and of the
thickness of the rubber dam that dentists use. Gauze sponges
protected the edges of the wound, an assistant looking at the
growth through the cystoscope, directing the beak of the instru-
ment against the wall of the bladder at the site of the tumor.



36 JOHN W. KEEFE,

The transmitted light from the cystoscope could be seen and the
beak of the instrument felt through the bladder wall, thus
defining the position of the tumor as seen through the abdominal
opening.

With one hand I made counterpressure on the peritoneal
side of the bladder and, beginning in the prevesical space, sepa-
rated the peritoneum from the bladder, down to the site of the
tumor. The bladder wall over the center of the tumor and
including the greater portion of the growth was then grasped
with a volsellum forceps. The median incision in the peritoneum
was now closed with a continuous catgut suture, thus per-
mitting the subsequent operative procedures to be carried out
extraperitoneally. :

The tumor with a wide margin of normal bladder was excised
with a knife and the opening in the bladder was closed with two
rows of sutures, the first row a continuous Connell mattress
suture of catgut, including the mucous and muscular walls; and
the second row a continuous Cushing suture of Pagenstecher
linen, in the muscular coat. The abdominal wound was closed
in layers, chromic gut in the fascia, with a bite in the muscular
wall of the bladder, to narrow the prevesical space, plain gut
in the areolar tissue and a subcuticular silver wire in the skin.
A small rubber tissue drain was placed in the lower angle of the
wound, down to the sutures in the bladder. This drain was
removed in forty-eight hours. Primary union took place.
After the operation the patient may be allowed to pass water at
frequent intervals or he may be catheterized. '

During the removal of the growth by this method, one avoids
the risk of infecting the peritoneum with the septic contents of
the bladder, as a cystitis is usually present. Should leakage
occur through the bladder wound, the small drain will guide
the secretions to the surface, rather than allow them to enter the
abdominal cavity and produce a peritonitis, which might prove
fatal. .

The operation may be rapidly performed and takes much
less time than it does to describe it.

To sum up:

I. Anesthesia with nitrous oxide gas and oxygen.

2. Cystoscopic examination, to determine the site and char-
acter of the tumor.

3. Ureteral catheterization. The ‘catheter is left in the
ureter as a guide during the operation.
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4. The high Trendelenburg position.

5. Opening the abdominal cavity, to accurately locate the
growth, to aid in separating the peritoneum from the bladder
over the site of the tumor and, also, to allow plenty of space in
which to operate.

6. An assistant locates the growth in the bladder with a
cystoscope during the operation.

7. Closure of the peritoneal cavity, the growth having been
removed through an extraperitoneal wound.

8. Immediate suture of the bladder.

9. The patient voids urine or is catheterized at frequent
intervals.

DISCUSSION.

Dr. C. C. FrRepERICK, Buffalo.—I have operated upon three
cases of carcinoma of the bladder, doing three different operations,
the last one about three months ago. The first one occurred
some six or seven years ago, the tumor being located in the
posterior wall of the bladder in a woman, just back of the trigone.
Cystoscopic examination showed an eroded ulcerating carcinoma
about the size of my thumb nail, with a crater-like formation
around it, elevated, and the tumor could be easily felt by bi-
manual palpation through the vagina, as it lay just anterior
to the vesico-uterine fold in the vagina. This woman was
quite anemic. She had been bleeding for two years.

I determined in this case to do the operation through the
vagina. The operation was similar to that for vaginal hyster-
ectomy. I opened the anterior fornix, stripped up the vaginal
mucous membrane, peeled that off, separated the bladder wall,
excised the tumor, together with a wide space around it, and
then closed the bladder wall with two rows of sutures, stitching
the vaginal wall upon the cervix without draining. She made
a good recovery, went along for a period of three years, and I
supposed was going to get well. She eventually had a metastasis
on the left side of the original scar, but did not undergo a second-
ary operation, and finally died of anemia.

In the second operation I did a total extirpation of the bladder
with the uterus. The tumor occurred about the junction of the
bladder and the uterus, and involved the anterior wall of the
womb. I cut down in that case intraperitoneally, removed the
uterus and bladder in toto, turning the ureters into the vagina,
leaving the urethra, hoping eventually to do the operation I saw
Pawlick, in Prague, do, of making an artificial bladder out of
the vagina. The woman went along for a period of two months,
but she was in a bad condition, and eventually died from infec-
tion which traveled up the ureters into the kidney.

The third case I operated on not long ago, and it was similar
to the one which has been reported. I opened above the pubes,



38 DISCUSSION.

went down in the prevesical space, separated the bladder upon
the left side where the tumor was—quite a large one which involved
the orifice of the left ureter. It also involved the coats of the
bladder. I separated the bladder, went down to the ureter,
though I did not place any guide in the ureter because it was
easy to find it without a guide. I excised the whole mass
together with the last inch of the ureter, then closed up the
bladder, transplanting the end of the ureter into it through a
separate opening. In this case I not only established drainage
above, but I also punched a hole into the vagina, and carried a
strip of gauze down through the vagina.

I have thus related to you in brief my experience with car-
cinoma of the bladder. I am simply waiting to see whether
there will be a recurrence in this last case or not.

DR. ERNST Jonas, St. Louis.—I merely wish to emphasize
one point mentioned by the author in regard to the character
of the tumor. With the cystoscope we are usually able to
settle definitely the size of the tumor, but I do not think it is
advisable to be too sure in regard to the character of the tumor.

I wish to report briefly one case in which there was, for a long
time, profuse bleeding from the bladder. On account of this
bleeding I was unable to determine that there was a tumor of the
bladder and much less, that there was a malignant tumor of the
bladder. I told the patient as much, and then he went to an
“expert’’ in cystoscopy, who assured him that it was without
doubt a cancerous growth of the bladder. The patient went
abroad and consulted one of the best authorities in Europe.
As there was profuse bleeding from the bladder a good cystoscopic
picture could not be obtained, and the diagnosis of the tumor (?)
was left doubtful. The patient returned from Europe and we
proposed exploratory operation to him, but he refused to be
operated on. This patient is now well, four years after these
cystoscopic examinations; that is, he is practically well, only
getting, from time to time, small hemorrhages from the bladder.
While cystoscopic examination is very valuable, we are not
always able to settle definitely, in all cases, as I have said, the
character of these growths of the bladder.

DRr. MaURICE I. ROSENTHAL, Fort Wayne.—I have had occa-
sion to operate on a number of patients for carcinoma of the
uterus, involving the bladder, doing the radical operation for this
disease. I had occasion, by the way, to remove a piece of the
bladder from a woman, fifty-eight years of age, some four years
ago, in a case of carcinoma secondary to, or rather by continuity
of structure, and secondary to the carcinoma of the uterus. This
woman came in with a large carcinomatous cervix. Examination
required immediate tamponade, in order to control hemorrhage.
We rapidly curetted the soft cervix, cauterized thoroughly, and
opened herabdomen. Thebladder had failed to give way from the
uterus, as.usual, so that we removed both broad ligaments, half or
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more of the vagina, together with a piece of the bladder about as
large as a dollar. In this case it was necessary to excise a portion
of the ureter, and we immediately implanted the ureter, first
having closed the bladder, after a method which I devised some
years ago. An assistant inserts a long hemostat into the bladder
through the urethra, poking it against the wall of the-bladder,
which is incised from the abdomen at the point where the hemo-
stat impinges. The hemostat is made to grasp the cut end of the
ureter. The assistant drawing the ureter down into the bladder
in this way (illustrating on the board) and holding the ureter in
the bladder. With a few stitches now the ureter is fixed in its
new position. The ureter is incised at the cut end in the long
axis about 1/4 inch to prevent stenosis. I have not heard from
this woman in the last year, but I think she is still in fairly good
health. She was up to a year ago. I have used this method
three times altogether, once about eight or nine years ago, when I
cut the ureter in making an incision for the removal of a large
myoma. I afterward made a cystoscopic examination and
found the ureter was functionating properly. I employed this
method a second time in a case of radical operation for the re-
moval of cancer, in which I excised a large portion of the bladder,
together with a part of the vagina. This woman died from
metastatic carcinosis within a year. In this case I implanted
the ureter down here (illustrating) by the same method. In this
case by reason of shortening of the ureter the bladder was fixed
by a few sutures, so that vomiting after the anesthesia would
not force the bladder from the seat of implantation. The whole
operation can be done in a few minutes.

Dr. KEEFE (closing the discussion).—I have nothing further
to add with the exception that I would like to have heard some
expression of opinion of the members in reference to the method
of removal of tumors of the bladder.

Referring to Dr. Frederick’s remarks about it being easy to
determine where the ureter was while operating, though it may
be easy for him, I think many men have great difficulty in telling
where it is while operating upon the bladder or doing a hysterec-
tomy. Otherwise, we would not have instances of the ureter
being wounded with resulting ureteral fistula. It is not an easy
matter to start at the brim of the pelvis, open the peritoneum,
and follow the ureter right down, loosening it up, as one may
interfere with the circulation of the ureter, causing ureteral
fistula to follow. It is an easy matter to introduce a catheter
into the ureter, and you can readily determine where the ureter is
located. In operating nowadays with gloves it is more difficult
to feel the ureter than formerly, but with a catheter in the ureter
one can always tell exactly where it is. I believe it is a great
advantage to have a ureteral catheter introduced.

Dr. FREDERICK.—I wish to say that in my last case the tumor
involved the entrance of the ureter, hence I could not introduce
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a catheter into it. I could find the ureter easily, and I think in
the removal of a tumor from the bladder, we can, as a rule, find it
easily.

Dr. KEere.—I stand corrected with reference to what Dr.
Frederick has said, but I still maintain that surgeons who are not
doing a vast amount of work may find it a difficult task to locate
the ureter in their operations. I recall the instance of a surgeon
who has done a vast amount of surgical work, and yet who in
operating for two hours in doing a suprapubic operation, was
not able to locate the ureter. Of course, I think some men are
more expert than othersin this regard, but even the men who are
doing surgery a good deal can tell where the ureter is better with
a catheter within it than otherwise. In Dr. Frederick’s case of
course the catheter could not be employed.



RUBBER DEVICE FOR WALLING OFF THE INTESTINES
DURING OPERATION.
BY
JOHN W. KEEFE, M. D,

Providence.

I wish to occupy a few moments of time in showing a roll of
rubber dental dam for use during certain operations, and which
I have referred to in my paper on tumors of the bladder just
read. It is made of pure Para rubber and is 15 feet long,
7 inches wide, and about the thickness of the ordinary rubber
bandage of medium weight. I have used these rolls of rubber
for about four years and find them of great advantage in walling
off the intestines from the pelvis, or in walling the intestines from
the gall-bladder in gall-bladder operations. I believe the rubber
is less irritating to the peritoneum than gauze sponges which we
usually employ to wall off the pelvis. It is well known, too,
that many surgeons who have done a vast amount of surgery
have been unfortunate enough to close the incision, leaving a
sponge in the abdomen.

Fifteen years ago my attention was first called to the matter
by a sponge having beenaccidently left in theabdomen. Twenty-
seven hours after the operation I removed the sponge and found
that considerable peritonitis had been set up by its presence,
although when placed there originally it was sterile. The patient
had peritonitis and some lymph was thrown out by the mechan-
ical action of this gauze sponge. Although the patient recovered,
since then I have never relied upon the counting of the sponges.
On the occasion referred to I had a very efficient nurse, whose
duty it was to do nothing but count the sponges as they were
used.

The roll of rubber is sterilized by boiling, just as we sterilize our
rubber gloves. It may be used a great many times. After
it has been used, it is washed and boiled for twenty minutes,
dried, powdered, and rolled until needed. Previous to operating
it is again boiled with the rubber gloves for twenty minutes, then
placed in a normal salt solution ready for use.

With the patient placed in the Trendelenburg position and the
abdominal cavity opened, the intestines are drawn away from
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the pelvis and the rubber introduced into the culdesac of Douglas,
and in the right and left iliac fosse. It may be necessary to
use 4 feet, a dozen feet, or even more of the rubber during the
operation. In case we have an abscess, a pus tube, or a cyst
that is likely to rupture to deal with, we may place over the
rubber one square sponge with a tape-and-clamp attachment,
to catch any secretions. Of course we use sponges to clear
away the blood at times and for that purpose I use a gauze sponge
18 inches long and 3 inches wide; so that the entire sponge may
not enter the abdominal cavity at any time. Very few sponges
are sufficient for an operation when the rubber can be used.
We are not annoyed by the nurses’ counting and discussing the
loss of sponges. I depend solely upon myself and do not place
an entire sponge inside the abdominal cavity, unless it has a
tape-and-clamp attachment.

Portions of the rubber roll may be so placed that they protect
the edges of the wound from infection and injury by retractors,
as the retractors may be placed over the rubber.

The advantages of using the roll of rubber for walling-off
purposes may be summed up as follows: :

1. The rubber is less irritating to the peritoneum than gauze.

2. It protects the edges of the wound from infection and
injury from retractors.

3. Fewer sponges are used during an operation.

4. It can be readily sterilized and used a great number of
times.

5. It does away with the necessity of counting sponges as
well as the danger of losing sponges in the abdomen.



OPERATIVE ENLARGEMENT OF THE PELVIS OF
THE NONPREGNANT WOMAN.

BY
JOHN N. BELL, M. D,,
Detroit.

(With one illustration.)

THE operation of pubiotomy as a means of effecting delivery
in moderately contracted pelves, where a trial at labor has
taken place and efforts to deliver with the forceps have failed,
is now an established operation, and is rapidly coming to the
front as the proper procedure in such cases. The dangers inci-
dent to the operation, however, are by no means insignificant,
and this fact led the writer to inquire into the methods at our
disposal to obviate them.

To that end it was thought that the pelvis might be enlarged
by operating in the nonpregnant state, and thus prepare the
woman for future delivery. This thought at first seemed un-
tenable, but we all know that in years past operations on the
pregnant and parturient woman were only done in the most
urgent cases, whereas nowadays it is considered little short of
criminal to allow such extreme indications to arise before sur-
gical measures are adopted.

The writer does not wish to be placed in the position of advo-
cating this procedure in preference to premature delivery at
the eighth month, or primary Cesarean section at term, but
rather in order to bring the subject squarely before the Asso-
ciation for discussion, would assume that the operation is a
justifiable one, and to that end presents arguments tending to
such a conclusion. What, then, are the dangers and disadvan-
tage of the operation at term?

First—Hemorrhage, owing to the turgid condition of the
pelvic vessels in the pregnant state. This danger is entirely
eliminated when operating in the nonpregnant state.

Second.—Sepsis. When operating in the nonpregnant state
more care can be exercised in securing a cleaner field for the
operation, and the well-known susceptibility to infection in the
puerperal state is avoided.
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Third.—Injury to the vaginal attachments and bladder due
to passage of the child’s head against the severed ends of the
baone, and undue separation of the divided ends, are all avoided
when the operation is done in the nonpregnant state.

Fourth.—The difficulties of handling the patient after the
operation at term are materlally lessened.

F16. 1.—Operative enlargement of the pelvis of the nonpregnant woman.

Indications for the Operation.—The indications for the operation
are: a history of two or more difficult deliveries with child
born dead, further attempts to secure a living child by pre-
mature delivery, a true conjugate of 7 1/2 to 8 1/2 cm., a
dread of Cesarean section, and a strong desire on the part of the
patient to give birth to a living child. It is granted that only
a comparatively small increase in the pelvic diameters can be
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secured when operating in the nonpregnant state yet, :in a
properly selected case, the increase is just sufficient to convert
an otherwise dangerously contracted pelvis into a comparatively
normal one for future childbearing.

Fry has shown that small children are generally born to
small mothers, yet this is not always the case, for it has been the
experience of many of us that large children are frequently born
to small mothers whose husbands are large men. This fact
should also be taken into consideration when summing up the
indications for doing this operation. The case which I wish
to report is as follows:

Mrs. R., aged twenty-seven, has never been pregnant but is
very desirous, as is also her husband and mother, that she give
birth to a living child. On examination, I found a uterus of
normal size and anteflexed. She gave a history of dysmenor-
rhea, but otherwise the genital functions, except for the apparent
sterility, were normal. Thinking the condition might be reme-
died by curettage, divulsion and the wearing of an intrauterine
stem pessary, I advised this treatment. Noting also that the
pelvis was small, I made pelvimetric measurements and found
the following diameters:

External conjugate . .................... 17 cm.
Interspinous - .. ...l 19 cm.
Intercristal . .. .. ..o 21 cm.

I explained to the patient and her mother the difficulties
which she would be likely to encounter, should she be obliged to
give birth to a child through such a small pelvis, and suggested
that, while she was under the anesthetic for the curettage, I
could saw through the bone and enlarge the pelvis at the same
time. They both readily consented, and I operated at Harper
Hospital May 23, 1908, during clinic week.

In doing the operation I followed the methad of Déderlein in
his operation of pubiotomy at term, and spread the severed ends
of the bone 1 1/2 cm., holding them apart with a small steel
retractor which was left in situ for ten days. There was very
little hemorrhage. Healing was slow; the wound became
infected and convalescence was further complicated by a
vulvovaginal abscess which developed about the twelfth day
after the operation, the discharge from which yielded the gono-
coccus. She then acknowledged having had a similar swelling
of the left labium several months before she entered the hospital.
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She also developed a typical attack of scarlet fever, which ran
the usual course, followed by desquamation. She has com-
pletely recovered, however, and walks without any discomfort.
The pelvic measurements now are:

External conjugate,................... 17 cm.
Intetspinous, ......... e 20 cm.
Intercristal, ........ ... il 22 cm.

This shows an increase of 1 cm. in the transverse diameters.
It is fair to presume that the flaring out of the left side of the
pelvic ring would give greater space on that side for engagement
of the head at the superior strait.

The author is free to confess that the indications for the opera-

tion in this case were only relative, as the woman had never
been subject to a trial at labor, and the operation in this case
was only attempted after a thorough understanding with the
patient, her husband and mother. The skiagraph, taken six
weeks after the operation, shows a light line of only about
1/3 cm. in width at the point of separation of the bone, while
the pelvimetric measurement of the transverse diameters shows
an increase of a full cm. This is accounted for by the fact that
the bone was sawed through in an oblique direction from the
median line outward, and the ray of light consequently shows
only through the newly formed bone between the apices of the
severed ends.
- This proves conclusively that a distinct enlargement of the
pelvis can be obtained by operating in the nonpregnant state
and preparing the woman for future childbirth. . The question
of the advisability of this procedure remains to be determined.

DISCUSSION.

Dr. E. Gustav ZINKE, Cincinnati.—This is evidently an
entirely new departure in the practice of obstetrics. We always
hail with delight anything new, useful, and of assistance in the
trying hours of labor. Unfortunately, I missed the first part
of the paper; but, judging from what I did hear, it is impossible
for me to see what can be gained by an attempt to enlarge the
pelvic ring in the nonpregnant state, with the