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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 AVENUEB, Burraro.

[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.

III. 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 Ordinary 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 term of three years, two for a term of two years, and two
for a term of one yeat.

‘“ 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.

'Amendment 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,
JSurther, 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.

1. 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.

II1. 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
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EXECUTIVE COUNCIL.

1V. 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 Accounts 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 not 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.
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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, in 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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cal Society of Paris; Honorary Fellow of the Detroit Gynecologi-
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cal Society; late ‘‘Chirurgien-adjoint” of the Obstetrical and
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Accoucheur of the Miséricorde Hospital, etc.; Perpetual member
of the Société Obstétricale de France, Paris, France. 3 Chemin
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1894.—JAcoBs, CHARLES, M.D. Professor of the Faculty of
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Obstetrics; Honorary President of the Belgian Society of
Gynecology and Obstetrics; Honorary Fellow of the Gyne-
cological Societies of New York and Chicago; Member of the
Southern Surgical and Gynecological Association; Correspond-
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S. Paulo, Brazil, S. A.

1891.—GRIFFIN, HERBERT SPoHN, B.A.,, M.D. Surgeon to
Hamilton City Hospital; Examiner in Obstetrics, University of
Toronto. 157 Main Street, Hamilton, Ontario, Canada.

1903.—LANE, HoracE MANLEY, M.D., LL.D. President of
Mackenzie College, S. Paulo, Brazil. 184 Rua da Consolacao,
S. Paulo, Brazil, S. A.

1891.—MacHELL, HENRY THoMmaAs, 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, ApAM 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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*D d.  tResigned

1902.—ABRAMS, EpDWARD 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 BARNEs, 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, Il

Founder.—*BAKER, WASHINGTON HopkinNs, 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 WyLLls, 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.VY.

1889.—tBarRrROW, Davip, M.D. Lexington, Ky. 1907.

1907.—BELL, JOoHN NorvaLr, M.D. Adjunct Professor of
Obstetrics and Gynecology at Detroit College of Medicine;
Gymnecologist 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, JaAMEs 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.—BRANHAM, 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.—BRrROWN, JoHN 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 Avenuc; Office, 1155 Broadway, Oakland, Cal.

1906.—CANNADAY, JOoHN 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, and American
Association of Railway Surgeons. Office, Coyle and Richard-
son Building, Charleston, W. Va.

Founder.—CaArsTENS, 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 Gymnecological Society, 1892.
Vice-president, 1888-89; President, 1895; Executive Council,
1896-98. 620 Woodward Avenue, Detroit, Mich.

1895.—CHASE, WALTER BENAjJAH, M. D. Visiting surgeon to
the Bethany Deaconess Hospital; Consulting Obstetrician and
Gynecologist to the Long Island College Hospital; Consulting
Gynecologist to the Nassau Hospital, Mineola L. I.; Consulting
Gynecologist to the Jamaica Hospital; President of the Council
of 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; Member of the Associated Physicians of Long Island;
and Honorary Member of the Queens County Medical Society;
Executive Council, 1899-1904. 1050 Park Place, Borough of
Brooklyn, New York.

Founder.—tCLARKE, Avucustus Peck, A.M.,, M.D. Cam-
bridge, Mass. 1908.
1890.—*CoLES, WALTER, M.D. Saint Louis, Mo. 1892.

1904.—CONGDON, CHARLES ELLsSWORTH, M.D. Gynecologist
to the City Hospital for Women. Office, 859 Humboldt Park-
way, Buffalo, N. Y.

1906.—CRAIG, DaANIEL HiraMm, 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, 6203 Euclid
Avenue; Office, Osborn Building, Cleveland, Ohio.

1894.—}tCROFFORD, 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.—1CuMsTON, CHARLES GREENE, B.M.S., M.D. Boston,
Mass. 1909.

Founder.—1*CusHING, CLINTON, M.D. San Francisco, Cal.
1900. 1904.

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

1902.—DEAVER, HArRrRY CLAy, 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 BraIR, M.D. Professor of Clinical
Surgery at the University of Pennsylvania; Surgeon in Chief to
the German Hospital; Consulting Surgeon to the Germantown
Hospital. 1634 Walnut Street, Philadelphia, Pa.

1910.—DicE, WiLLiaM GORrRDON, A. B., M. D. 240 Michigan
Street, Toledo, Ohio.

1909.—DI1ckINsON, 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 Cpuncdl, 1905-1907. Office, Linmar Building, corner Wash-
ington and Vandeventer Avenues, Saint Louis, Mo.

1889.—t*DoucLAas, RicHARD, M.D. Nashville, Tenn. 1905.
1907.

1892.—*DU?F, JonN 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, OscarR 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 HucH, M.D. Professor of
Surgery at the Chicago Post-Graduate Medical School; Presi-
dent of the Chicago Medical Society, 1910. Residence, 4619
Grand Boulevard; Office, Suite 300, Reliance Building, 100 State
Street, Chicago, Ill.

1910.—FOSTER, CURTIS SMILEY, A. B., M. D. Gynecologist to
the Western Pennsylvania Hospital, Pittsburg. Residence,
5749 Ellsworth Avenue; Office, 308 Diamond Bank Building,
Pittsburg, Pa.
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1903.—FRrRANK, Louis, M.D. Professor of Abdominal and
Pelvic Surgery in the Medical Department of Kentucky Uni-
versity; Surgeon to Louisville City Hospital; Surgeon and Gyne-
cologist to the Broadway Infirmary. Residence, 1415 Fourth
Avenue; Office, 400 The Atherton, Louisville, Ky.

1890.—*FREDERICK, CARLTON Cassius, B.S., M.D. Buffalo,
N. Y. 1911.

[ 4
1891.—GI1BBONS, 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.—GILLETTE, WILLIAM 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, 2120
Cleveland Avenue; Office, 34 Washington Street, Chicago, Ill.

1904.—*GOODFELLOW, GEORGE E., M.D. Los Angeles, Cal.
1910.

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-
fessor of Gynecology and Abdominal Surgery, University of the
South (Sewanee); Gynecologist to the Nashville City Hospital;

l
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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, JoseErPH 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
Clinical Gynecology in the Ohio-Miami Medical College, Medical
Department of University of Cincinnati; Gynecologist to the
Cincinnati Hospital; Surgeon in charge of the Hall Hospital;
Member of the British Medical Society; of the Southern Surgical
and Gynecological Association; of the American Medical Associa-
tion; of the Ohio State Medical Society (President, 1900); of the
Cincinnati Academy of Medicine (President, 1909) ; of the Cincin-
nati Obstetrical Society (Ex-President). Vice-president, 1891;
President, 1900; Executive Council, 1904-1909. Berkshire Build-
ing, 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. 142 South
Garfield Street, Columbus, Ohio.

1910.—HARRAR, JAMES AITKEN, M. D. Attending Surgeon to
the Lying-in Hospital of the City of New York. Residence and
Office 29 East Seventy-seventh Street, New York, N. Y.

1894.—HAYD, HERMAN EMIL, M. D., M. R. C. S. Eng. Sur-
geon to the German Deaconess Hospital; Surgeon to the German
Hospital. Vice-president, 1903; Executive Council, 1908-1910;
President,1911. 493 Delaware Avenue, Buffalo, N. V.

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

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

1910.—HILL, IsADORE LEON, A. B., M. D. Clinical Instructor

of Obstetrics at Cornell University Medical College; Visiting

Obstetrician to the Red Cross Hospital; Attending Obstetrician

to Sydenham Hospital. 616 Madison Avenue, New York, N. Y.
3
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1891.—HOLMES, Josus BILLINGTON SANDERS, M.D. Professor
of Obstetrics in the Southern Medical College; President of the
Georgia State Medical Association, 1890; Member of the
Southern Surgical and Gynecological Association; Member of the
American Medical Association. Valdosta, Ga.

1891.—Howrirt, 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, 189s.
221 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.—HumisToN, WiLLiam 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, 1910-1911. President, 1909. Residence, 2041
East Eighty-ninth Street; Office, 536 Rose Building, Cleveland,
Ohibo.

1898.—*HvYDE, JoeL W., M.D. Brooklyn, N. Y. 1907.

rgor.—ILL, CHARLES L., M.D. Surgeon to the German Hos-
pital; 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, EDWARD 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.
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1909.—JacoBsoN, Jurius 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. 20350 Franklin Street, Toledo, O.

Founder.—*JArvis, GEORGE CyPrIAN, M.D. Hartford, Conn.
1900.
1894.—1JAYNE, WALTER ADDISON, M.D. Denver, Col. 1908.

1910.—JENKS, NATHAN, B. S, M. D. Lecturer on Obstetrics
at the Detroit College of Medicine; Visiting Physician to the
Woman’s Hospital and Infant’s Home; Visiting Obstetrician to
the New Providence Hospital, Detroit. Residence, 231 Burns
Street; Office, 271 Woodward Avenue, Detroit, Mich.

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

1891.—}JOoHNSTON, GEORGE BEN, M. D. Richmond, Va.
1910.

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.

1910.—JONES, ARTHUR THoMs, M. D. Visiting Gynecologist
to St. Joseph’s Hospital, Providence. 81 Elm Grove Avenue,
Providence, R. 1.

1902.—KEEFE, JoHN 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.
Executive Council, 1911. 259 Benefit Street, Providence, R. I.

1910.—KENNEDY, JaMEs W., M. D. Associate Gynecologist
and Obstetrician to the Philadelphia Dispensary. 1409 Spruce
Street, Philadelphia, Pa.

1908.—KIRCHNER, WALTER C.G., A. B., M. D. Formerly super-
intendent and Surgeon in charge of the Saint Louis City Hos-
pital. Office, Metropolitan Building, Saint Louis, Mo.

1898.—LANGFITT, WILLIAM STERLING, M.D. Surgeon in chief
to St. John's Hospital. Office, 8047 Jenkins Building, Pitts-
burg. Pa.
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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. New Castle,
Pa. 1910.

1910.—LOBENSTINE, RALPH WaLDO, A. B.,, M.D. Attending
Surgeon to the Lying-in Hospital of the City of New York; Gyne-
cologist to Bellevue Hospital Dispensary. Residence, 780 Madi-
son Avenue; Office, 155 East Seventieth Street, New York, N. Y.

1890.—LONGYEAR, HowArD WiLLIAMS, M. D. Professor of .
Gynecology and Abdominal Surgery in the Detroit Post-Graduate
Medical School; Clinical Professor of Gynecology in the De-
troit College of Medicine; Gynecologist to Harper Hospital;
Physician to the Woman’s Hospital; President of the Detroit
Gynecological Society, 1889; Chairman of the Section on Obstet-
rics and Gynecology of the Michigan State Medical Society, 1892.
Vice-president, 1893; President, 1905; Executive Council, 1906-
1908. 271 Woodward Avenue, Detroit, Mich.

Founder.—*LotHroOP, THoMAs, M.D. Buffalo, N. Y. 1902.

1910.—LotT, HENRY STOKES, M. D. 123 Cherry Street,
Winston, N. C. '

1896.—LvYONS, JOHN ALEXANDER, M.D. Instructor in Gyne-
cology at the Post-Graduate Medical School; Gynecologist and
Lecturer to Nurses at the Chicago Hospital. Residence, 6848
Anthony Avenue; Office, 4118 State Street, Chicago, Ill.

1891.—*McCANN, JamEs, M.D. Pittsburg, Pa. 1893.
1898.—*McCANN, THoMAs, M.D. Pittsburg, Pa. 1903.

1910.—McCLELLAN, BENjaAMIN BusH, A. B,, M. D. Member
of the National Legislative Council of the American Medical
Association. Residence, 636 South Detroit Street; Office, 7 East
Second Street, Xenia, Ohio.

1910.—McGraw, THEODORE A., Jr., A. B.,, M. D. Clinical
Professor of Gynecology in the Detroit College of Medicine; Attend-
ing Gyneocologist to St. Mary’s Hospital; Associate Gynecolo-
gist to the Providence Hospital. Residence, 1710 Jefferson Street,
Office 73 Cass Street, Detroit, Mich.

Founder.—McMuURTRY, LEwis SamuEer, A.M., M.D., LL.D.
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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.

1910.—McPHERSON, Ross, A. B., M. D. Attending Surgeon
to the Lying-in Hospital of the City of New York. Residence,
26 Grammercy Park, East; Office 20 West Fiftieth Street, New
York, N. Y.

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
Medicat 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.—t1*MaxweLL, THoMAs JEFFERSON, M.D. Keokuk,
Iowa. 1902. 1905.

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; Executive Council, 1911. 326 Montgomery Street, Syra-
cuse, N. Y.

1905.—MILLER, JoHN D., M.D. Assistant to the Chair of
Clinical Gynecology in the Medical College of Ohio, University of
Cincinnati; Gynecologist to the Good Samaritan Hospital. N.
E. Corner Clifton Avenue and W. McMillan Street, Cincinnati,
Ohio.
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1896.—*MOONEY, FLETCHER D., M.D. Saint Louis, Mo., 1897.

1907.—MoORI1ARTA, 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.—MORRIS, LEwIs CoLEMAN, 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. Vice-president,
1911. 1203 Empire Building, Birmingham, Ala.

1890.—MORR1S, 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—
1911; President, 1907. 616 Madison Avenue, New York, N. Y.

Foundey.—*MosEs, GraTz AsHE, 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; President of the American Medical Association, 1911.
Residence, 3305 Michigan Avenue; Office, 400 Reliance Building,
100 State Street, Chicago, Ill.

Founder.—1*MvyERS, WILL1AM HERSCHEL, M.D. Fort Wayne,
Ind. 1904. 1907. (See Honorary Fellows.)

1904.—NEwMAN, Loulis 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,
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geons; Consultant in the Diseases of Women at the City Hospital,
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to the Choctaw, Oklahoma and Gulf Railroad; Secretary of the
Arkansas State Medical Association, President, 1904. 1514
Schiller Avenue, Little Rock, Ark.:

1906.—RUTH, CHARLES EpwaRrRD, M.D. Professor of Surgery
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College of Physicians and Surgeons, Cleveland; Consulting Sur-
geon to City Hospital; Consulting Surgeon to St. John's Hos-
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1891.—WALKER, EpwiN, M.D., Ph.D. Gynecologist to the
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Society, 1892; Member of the American Medical Association and
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Southern Surgical and Gynecological Association; First Vice-
president American Medical Association, 1907. Vice-president,
1901. 712 South Fourth Street, Evansville, Ind.

1907.—tWALKER, HENRY OrLANDO, M.D. Detroit, Mich.
1910.

1907.—WEIss, EDWARD Arovsius, M.D. Assistant Gyne-
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Hospital; Associate Professor of Gynecology at Western Penn-
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of Surgery at the Atlanta Medical College. Suite 241, Equitable
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rics at Detroit College of Medicine; Obstetrician to St. Mary's
Hospital. 1360 Fort Street, Detroit, Mich.
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REDER, FRANCIS . . . . . . . . Saint Lours.
ROSENTHAL, MAURICE I. . . . . Fortr WAYNE.
SADLIER, JAMES E.,. . . . . . . POUGHKEEPSIE.
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Mitchell, John M.
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O’Neill, L. F.
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Randall, Albert B. .

Richens, L. Belle . . Auburn, N. Y.
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Spurney, A: T. . . Cleveland, O.
Titus, Philip . . Ft. Wayne, Ind.
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First DAy, Tuesday, September 20, 1910.

Morning Session.—The Association met at the Onondaga
Hotel at 9.30 A. M., and was called to order by the President,
Dr. Aaron B. Miller, Syracuse, New York.

In the absence of Hon. Edward Schoeneck, Mayor of Syracuse,
who was to have delivered an address of welcome on behalf of
the City, this pleasant duty was delegated to Mr. Rubin, Assist-
ant Corporation Counsel.

ADDRESS OF WELCOME BY MR. RUBIN.

Myr. President and Gentlemen: 1 regret very much the in-
ability of the Mayor to be here, but up to the last minute he
made every effort possible to be with you, as he appreciated
fully what this convention means, and he wanted to tell you
how glad he was, as the Mayor of this City, to welcome you.

We as a city appreciate your coming and holding your conven-
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tion with us. Personally, I want to say to you that everybody in
Syracuse is delighted to have you with us. We appreciate this
association because we realize it is a convention of the utmost
importance. It is one that may and undoubtedly will do much
for the benefit of humanity in general. I realize, and so do the
citizens of Syracuse appreciate, that you are assembled here not
because of any financial advantage that it may bring you, but
it is simply to commune with one another, to be benefited if
that is possible by getting views on the various subjects from
different members of your profession, and in that way putting
what information or knowledge you receive into practice when
you return to your own homes or constituencies. Syracuse is
glad to have a convention of this importance here. It is one
of the great educational cities of the country. We have one of
the greatest universities in the country. We have here in con-
nection with that university a strong medical college.

We believe we have a beautiful city, which you cannot fail to
appreciate. We want you to take advantage of everything the
city offers. We want you to come and visit the university. We
have a magnificant institution. We have a great faculty and a
great student body. We expect, before the week is over, upward
of 4000 students will have registered at the university, and,
above all, we want you to see the stadium, and if your business
can be prolonged until after Saturday we want you to come and,
see our football team play.

In behalf of the Mayor and the citizens of Syracuse we are glad
you came. We hope you will come again. We hope this con-
vention will be profitable. We hope you will enjoy every min-
ute of it and we trust you will come again because you will find
that we are exceedingly hospitable. I wish you all Godspeed.
I hope the people will be benefited by the result of your work,
and that you yourselves will not only profit by it financially,
but in every other respect, because your labors will mean the
advancement of your special line of work. Gentlemen, I thank
you for your attention. (Applause.)

ADDRESS OF WELCOME BY DR. J. L. HEFFRON, DEAN OF THE MEDICAL
DEPARTMENT OF SYRACUSE UNIVERSITY.

My. President and Fellows of the American Association of
Obstetricians and Gynecologists: It is a great pleasure to welcome
you to this town of some importance in the medical field on the
part of a united profession of this city. Your coming to us is op-
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portune. We are hardly through with entertaining the many
people who came to the State Fair. We always have an open
heart that bids welcome to every member of the profession who
comes to us with a message or who shares his observation and
experience with us. Your meetings happily show the simple and
sane methods of the scientist and some of the remarkable ad-
vancements that have been made since the era of experimental
medicine has dawned. There are those who are bitterly opposed
to vivisection, and who look upon a laboratory in which experi-
ments on animals are carried on as a chamber of horrors. It is
those who mislead the general public. They belong to the emo-
tional class and appeal for sympathy. Such people are not
among those to which the methods of science can in any way ap-
peal. They are not competent to observe accurately and to
collect the results of a long series of observations patiently and
accept such deductions as lead unerringly to the truth. Ignor-
ance and prejudice in regard to vivisection should not survive
much longer, but should be dispelled by the light of science,
driving away darkness and error, and presenting the truth. By
means of animal experimentation we have seen discoveries made
which have been the means of saving thousands of human lives.
It was one of your own members who demonstrated that pene-
trating gunshot wounds of the abdominal viscera need not be fa-
tal if treated promptly and skilfully. At this meeting we antici-
pate more developments from you along the same line.

We welcome you to our city, to our homes, to our university,
and to its college of medicine, and we are ready to serve you in
every way that is in our power. (Applause.)

RESPONSE BY DR. CHARLES N. SMITH.

Mpyr. President, Mr. Rubin, Dr. Hefifron, and Fellows of the
Assoctation: It is with the utmost sincerity that this association
expresses its appreciation of your efforts of the welcome to the
city of Syracuse that you and your citizens and our professional
brethren have so kindly extended to us. As a professional organ-
ization, with purely scientific purposes, the American Association
of Obstetricians and Gynecologists has established a reputation
for productive and continuous work of a high standard of excel-
lence which is compared to that of similar bodies. We are justly
proud of our achievements in the past and are more ambitious for
progress in the future. To our meetings every Fellow brings his
suggestions and conclusions based upon and drawn from his own
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observations and investigations. We bring them, one might
say, to the surgical clearing house where subject to criticism the
suggestions of our Fellows’ opinions are finally balanced and full
credit is given to all. From the starting of the ball until the final
word has been said in the discussion of the last paper on the pro-
gram, we are prone to forget the less serious scientific problems
and procedures which are presented for our consideration, en-
dorsement, or criticism.

The program for this meeting promises well, and with the dis-
cussions which we think the papers are certain to provoke, it
would seem as if this meeting will be comparable with, if not
excel, our most successful meetings in the past. However,
moments of relaxation assure better hours of labor, and we thank
you for the relaxation, for the entertainment, for the hospitality
which you have so kindly and so generously placed at our disposal,
and we assure you that the demands of our scientific labors shall
not prevent us from availing ourselves of your many offers.
(Applause.)

Dr. Albert E. Larkin, Chairman of the Local Committee of
Arrangements, stated that the profession of the city desired to
entertain the members of the association at a luncheon to-morrow
(Wednesday) afternoon, at 12.30, at the Onondaga Golf and
Country Club. In the evening at 8 o’clock the annual banquet
would be held.

Papers were then read as follows:

1. ‘““Present Status of the Colon Tube,” by H. Wellington
Yates, Detroit.

This paper was discussed by Drs.McMurtry, Sherrill, Frank,
Reder, Price, and the discussion was closed by the essayist.

2. “Diagnosis of Chronic Surgical Lesions in the Upper Ab-
domen,” by Charles N. Smith, Toledo.

Discussed by Drs. Robert T. Morris, Price, Skeel, and in clos-
ing by the author of the paper.

3. “Problems in Uterine Cancer,”’ by Walter B. Chase, Brook-
lyn.

4. ‘‘Statistical Study of Cancer in the Female,”’ by K. Isadore
Sanes, Pittsburg.

These two papers were discussed together by Drs. Humiston,
Waldo, Rosenthal, Carstens, Noble, Price, Reder, Ill, and the
discussion closed by Drs. Chase and Sanes.

On motion, the Association then took a recess until 2.30 p. M.
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Afternoon Session, 2.30 O’clock.

The President in the Chair.

5. ‘“Treatment of Obstruction of the Bowels due to Malig-
nant Neoplasm,’’ by Maurice I. Rosenthal, Fort Wayne.

Discussed by Drs. Carstens, Skeel, Reder, Frederick, Price,
Jacobson, Frank, and in closing by the author of the paper.

6. ‘“Diagnosis of Tubal Abortion and Rupture,” by Charles
E. Congdon, Buffalo.

7. ‘‘Results at Lebanon Hospital on Deferred Operations for
Extrauterine Pregnancy,’”” by Ralph Waldo, New York.

These two papers were discussed together by Drs. Smead,
Longyear, Carstens, Humiston, Lott, Sherrill, Zinke, McMurtry,
Bonifield, Chase, Price, and the discussion closed by Drs. Congdon
and Waldo.

8. “Tumors of the Bladder,” by John F. Erdmann, and
Joseph F. McCarthy, New York.

Discussed by Drs. Sadlier, McCarthy, Poucher, Keefe, Frank,
and discussion closed by Dr. McCarthy.

On motion, the Association took a recess until 7.30 P. M.

Evening Session, 7.30 p. m.

The President in the Chair.

As the first order of business was the delivery of the President’s
address, the First Vice-President, Dr. Charles N. Smith, Toledo,
took the chair, and President Aaron B. Miller, Syracuse, delivered
his address. He selected for his subject ‘ Gynecology.”’

9. ‘“‘Puerperal Wound Intoxication and Wound Infections:
A Historical and Critical Review of Childbed Fever, Illustrated
by Stereopticon Slides,’’ by Henry Schwarz, Saint Louis.

10. ‘“Serum Therapy and Bacterial Vaccines in the Treatment
of Puerperal Septicemia,”” by Henry Schwarz, Saint Louis.

These two papers were discussed by Drs. Zinke, Carstens, Sears,
Bannan, Price, Skeel, Zinke, and the discussion closed by Dr.
Schwarz.

On motion, the Association took a recess until 9.00 A. M. Wed-
nesday.

SECOND DAY, September 21, 1910.

Morning Session.—The Association met at g.00 A. M. with the
President in the Chair.

11. ‘“ Adenocarcinoma of the Kidney with Report of a Case,”
by J. Garland Sherrill, Louisville.

.
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At this juncture, the First Vice-President took the chair.

The paper of Dr. Sherrill was discussed by Drs. Erdmann,
McMurtry, and in closing by the author of the paper.

12. ‘“The Breast of the Expectant Mother; its Care Before and
During the Period of Lactation,” by Francis Reder, Saint Louis.

Discussed by Drs. Bannan, Dice, Rongy, Carstens, and in
closing by the essayist.

13. ‘“Acute Pancreatitis,’”’ by John W. Poucher, Poughkeepsie.

14. ‘‘Acute Hemorrhagic Pancreatitis,” by John W. Keefe,
Providence.

These two papers were discussed together by Drs. Morris,
Frank, Smith, Erdmann, Pantzer, and the discussion closed by
the authors of the papers.

15. “Two cases of Perforative Gastric Ulcer,” by Thomas B.
Noble, Indianapolis.

Discussed by Drs. Bonifield, Carstens, Skeel, and discussion
closed by the essayist.

16. “Importance of Public and Private Hospitals in the Edu-
cation of Young Physicians and Nurses, and the Clinical Instruc-
tion of Practitioners,”” by Joseph Price, Philadelphia.

At the conclusion of Dr. Price’s paper, on motion, the Associa-
tion took a recess until 2.30 P. M.

Afternoon Session, 2.30 O’clock.

The President in the Chair.

17. “Torsion of the Great Omentum,” by William J. Gillette,
Toledo.

18. ‘“Pelvic Reflexes,” by Robert T. Morris, New York.

The paper of Dr. Morris was discussed by Dr. Huggins.

19. ‘“Secondary Repair of Pelvic Perineal Lacerations; the
Technic and Results,’’ by Edward J. 111, Newark.

Discussed by Drs. Hayd, Rosenthal, Longyear, Morris, and
in closing by the author of the paper.

20. “Symposium on Cesarean Section.”

a. ‘“‘Cesarean Section; the Pregnant Uterus being within an
Umbilical Hernia,” by J. Henry Carstens, Detroit.

b. “High Operation in Cesarean Section, illustrated by a
Case Report.” by William H. Humiston, Cleveland.

c. ‘“Cesarean Section by a Small Median Incision above the
Umbilicus,” by Asa B. Davis, (by invitation), New York City.

The discussion of this symposium was opened by Dr. Zinke,
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and continued by Drs. Schwarz, Dice, Sherrill, Sears, Hedges,
Noble, Smith, Morris (Lewis C.), Rosenthal, and the discussion
closed by the authors of the papers.

21. ‘“‘Intussusception in Infants,” by Herman E. Hayd,
Buffalo.

Discussed by Dr. Erdmann.

On motion, the Association took a recess until g.30 A. M.,
Thursday.

THIRD DAY, Seplember 22, 1g910.

Morning Session.—The Association met at 9.30 A. M., with the
President in the chair.

22. “Conservatism in Operations upon the Uterine Append-
ages,”’ by Lewis C. Morris, Birmingham.

Discussed by Drs. Jones, Sanes, Pantzer, Hedges, Lott, Fred-
erick, Miller, Skeel, and in closing by the author of the paper.

23. “Intravenous Injection of Magnesia Sulphate in Bacteri-
emia,” by Raleigh R. Huggins, Pittsburg.

Discussed by Drs. Schwarz, Dice, and in closing by the essayist.

24. “Fibromyomata of the Uterus Complicating Pregnancy,
Labor, and the Puerperium,” by Ralph Waldo Lobenstine,
New York.

Discussed by Drs. Zinke, Reder, Smead, Sanes, Miller, Noble,
Bannan, Smith, Morris (Lewis C.), and in closing by Dr. Loben-
stine.

25. “Two Right-sided Femoral Hernias, Coexisting in the
Same Patient,” by N. Stone Scott, Cleveland.

26. ‘“‘Comparative Merits of Medical and Surgical Treatment
in the Reduction of Maternal and Fetal Mortality in Puerperal
Eclampsia,” by E. Gustav Zinke, Cincinnati.

This paper was discussed by Drs. Miller, Schwarz, Sanes,
Yates, Rees, and in closing by Dr. Zinke.

RESOLUTIONS OF THANKS.

SECRETARY POTTER stated that the Executive Council had
requested him to present the following votes of thanks to those
who had contributed in a greater or less degree to the success of
this meeting, who are not members, but who are among the
progressive citizens of Syracuse.

Resolved, That the thanks of the American Association of
Obstetricians and Gynecologists be and are hereby tender to the
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medical profession of the City of Syracuse and the County of
Onondaga for their courteous treatment and attendance upon
our meetings from beginning to end; also for the luncheon
tendered the Association and its guests at the Onondaga Golf
and Country Club.

Resolved, That the thanks of the American Association -of
Obstetricians and Gynecologists be and are hereby tendered to
the Committee of Arrangements, Dr. Albert E. Larkin, Chairman,
Dr. George B. Broad, Dr. Frederick Flaherty, and Dr. A. S.
Hotaling, who have in so many ways contributed to the success
of this meeting by their active cooperation with the officers and
general interest in its progress, not only since the meeting
convened, but in promoting its welfare during several weeks
beforehand.

Resolved, That the thanks of the American Association of
Obstetricians and Gynecologists be and are hereby tendered to
the members of the medical profession who kindly donated the
use of their automobiles for the visit to the Golf and Country
Club on the twenty-first instant.

Resolved, That the thanks of the Ameritan Association of
Obstetricians and Gynecologists be and are hereby tendered
to the Clinton Lithia Springs Company for the contribution of
products of the springs for the health and benefit of the members.

Resolved, That the thanks of the American Association of Ob-
stetricians and Gynecologists be and are hereby tendered to Dr.
Theresa Bannan for her kindness in facilitating the work of the
Association in many ways and in particular by engrossing the
names of the speakers on the blackboard.

Resolved, That the thanks of the American Association of Ob-
stetricians and Gynecologists be and are hereby tendered to the
Franklin Automobile Company of Syracuse for the tender of a
drive in their motor cars after the adjournment Thursday after-
noon, September, 22, 1910.

Resolved, That the thanks of the American Association of Ob-
stetricians and Gynecologists be and are hereby tendered to
Mr. Proctor C. Welch, Manager, and his staff of Hotel Onondaga
for the interest they have taken in contributing to the comfort of
the members in various ways, and especially for the use of the
Hiawatha room and for its care during the sessions of our annual
meeting, September 20, 21, and 22, 19710.

Resolved, That the thanks of the American Association of Ob-
stetricians and Gynecologists be and are hereby tendered to the
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city newspaper press for the interest they have taken in present-
ing reports of our meetings from day to day.

On motion of Secretary Potter, the resolutions were seconded
by several and adopted unanimously.

* RESOLUTIONS OF CONDOLENCE.
Extract from the Minutes.

THE SECRETARY.—Since this meeting convened the officers
have been notified of the death of one of our honored members,
and it is fitting that action should be taken before we adjourn.
Drs. Humiston and Skeel were requested to take the matter into
consideration and present some formal resolutions relating to the
event, which they have done, and it becomes my duty to read
them:

Resolved, That the American Association of Obstetricians and
Gynecologists learned with grief of the death of Dr. Marcus
Rosenwasser, which occurred at his home in Cleveland, Sep-
tember 4, 1910, at the age of 64 years; and we desire to express our
sorrow at the loss®of this distinguished Fellow, whose contri-
butions to our transactions have always met with marked atten-
tion and are among our most valued archives.

Resolved, That the secretary be requested to transmit this
action to Dr. Rosenwasser’s family.

On motion of Dr. Potter, seconded by Drs. Smith and Schwarz,
the resolutions were adopted by rising vote.

The Secretary read a telegram from Dr. Alexander Hugh
Ferguson, Chicago, inviting the Association to hold its next
meeting in Chicago, and in connection with the reading of the
telegram said: I do not presume that Dr. Ferguson took into
account the fact that in time we are one hour ahead of Chicago,
and the telegram of Dr. Ferguson came too late to be considered,
as the place of next meeting had already been determined upon.

In accordance with custom, the following papers were read by
title and ordered published in the Transactions:

“Recent Advances in the Technic of the Radical Abdominal
Operation for Uterine Cancer,” by Julius H. Jacobson, Toledo.

‘“Absence of Pelvic Organs; Report of.a Case,” by Mont-
gomery Linville, New Castle, Pa.

* Advantages of Suprapubic Cystotomy in Certain Surgical
Conditions of the Urinary Bladder,” by J. Egerton Cannaday,
Charleston, W. Va.
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“Puerperal Tussis,” by Douglas H. Stewart, New York.

“Formation of a New Vagina (Original)," by Alexander Hugh
Ferguson, Chicago.

‘“Blood Transfusion in Pellagra,” by John D. S. Davis,
Birmingham.

‘“Radical Treatment of Procidentia Uteri and Prolapsus Recti,”’
by John B. Murphy, Chicago.

‘““What Has Been Accomplished by our Association,” by
A. Vander Veer, Albany.

“Fibroid Uterus with Special Reference to Degenerative
Changes,”” by John B. Deaver, of Philadelphia.

*“A Word of Warning in the use of Atropin,” by Ernst Jonas,
St. Louis.

‘“ Appendicitis,” by Charles L. Bonifield, Cincinnati.

‘“Observations on Vaginal Celiotomy and Its Field of Use-
fulness,”’ by Samuel W. Bandler, New York.

“Treatment of the Pregnant Adherent Retroflexed Uterus;
with report of two cases,” by Xavier O. Werder, Pittsburg.

‘“Relation of Visceral Ptoses to Neurasthema,” by Lewis S.
McMurtry, Louisville.

INSTALLATION OF OFFICERS.

In the absence of President-elect Hayd, Drs. Henry Schwarz,
First Vice-President, and John W. Keefe, Councilor, were
escorted to the platform by Dr. Charles N. Smith.

President Miller said: As passing President of this association
my feelings are different on this occasion from what they were
when I was inducted into this office. It was with a good deal
of anxiety on my part when it was announced in the Syracuse
papers that Dr. Miller, of Syracuse, had been elected to preside
over this body and its deliberations, and the fact that Syracuse
was selected as the place of meeting. When the papers, as al-
ready stated, came out and said Chancellor Day was anxious
for us to meet here and would speak to us I was heartily in
sympathy. If I ever felt my insignificance it was certainly in
anticipation of presiding over the deliberations of this meeting
when we have so many distinguished men that could have done
it more ably and efficiently than I.

I wish to thank the fellows for their ready response to con-
tribute papers and for the hearty cooperation they have shown
us in our deliberations here.

I cannot express to you what { feel in connection with the able
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and efficient work which our local committee has done. If
this meeting appeals to you as it does to me, it has been a
very successful one. It seems to me, our time has been well
spent.

I congratulate you on the officers you have selected, and in
the absence of President Hayd, I take great pleasure in handing
this gavel to you, Dr. Schwarz, as the First Vice-President.
(Applause.)

Dr. ScawaRrz said: I regret very much that President-elect,
Dr. Hayd, is not here. But I assure you that President Hayd
will do his very best, and his very best is great, as you all know,
to equal the record that Dr. Miller has made as President of this
association. When they left the dining room last night both
Dr. Hayd and the gentleman from Louisville said, These men in
Syracuse have set us a pace which will be hard to live up to, but
we will try to do this, and as Joe Price would say, ‘“Angels can do
no more.” I can assure you of a successful meeting in Louisville
next year, and I hope, Dr. Miller, you will be with us and have
as good a time as we have had here. (Applause.)

DRr. ZINKE.—We have expressed our gratitude to the medical
profession and citizens of the Onondaga Country and Golf Club,
and it only remains now to put one laurel upon the bald head
of our modest and retiring President. I want to tell you, Dr.
Miller, that every man and woman who has attended this meeting,
and especially those who are familiar with the meetings in the
past, consider this meeting one of the brightest jewels in the
diadem of this association. (Applause.)

There being no further business to come before the meeting,
on motion, the association adjourned to meet in Louisville on
the fourth Tuesday in September, 1911.

. WiLLiaAM WARREN POTTER,
Secretary.

EXECUTIVE SESSIONS.

Monday, September 19, 1910.

The President in the Chair.

There were present Drs. Miller, Zinke, Smith, McMurtry, and
the Secretary, Dr. Potter.

On behalf of the Excutive Council, the Secretary presented
the names of the following candidates for fellowship: William
Gordon Dice, Toledo; Curtis Smiley Foster, Pittsburg; Arthur
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Thoms Jones, Providence; Ralph Waldo Lobenstine, New York;
Henry Stokes Lott, Winston, N. C.; Ross McPherson, New York;
Lewis Frederic Smead, Toledo.

It was moved by Dr. Smith, seconded by Dr. Zinke, that these
gentlemen be recommended by the Executive Council to the
association for election. Carried.

The Secretary stated that Dr. Charles A. L. Reed had nomi-
nated for honorary fellowship Professor Demitrij d’Ott, President
of the Fifth International Congress of Obstetrics and Gynecology.

It was moved by Dr. Potter, seconded by Dr. Zinke, that
Professor Dimitrij de’Ott be recommended by the Executive
Council to the association for election of homorary fellowship.
Carried.

The Secretary presented a communication with reference to
the Panama Exposition by the World’s Panama Exposition
Company, and on motion of Dr. Zinke the communication was
received and the Secretary instructed to acknowledge its receipt.

The Secretary brought before the Executive Council the case of
Dr. Asdale, one of the Fellows, who on account of illness and
unfortunate financial investments, was not able to pay dues.

Dr. Smith moved that Dr. McMurtry and Dr. Potter be ap-
pointed as a committee to prepare an amendment to the Consti-
tuion covering this and similar cases that may come up in the
future, and report at the session of the Executive Council
tomorrow.

Seconded and carried.

On motion, the Executive Council then adjourned.

Tuesday, September 20, 1910.

The President 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: William
Gordon Dice, Toledo; Curtis Smiley Foster, Pittsburg; Arthur
Thoms Jones, Providence; Henry Stokes Lott, Winston, N. C.;
Ross McPherson, New York; Lewis Frederic Smead, Toledo.

The financial reports of the Secretary and Treasurer were
presented and referred to an Auditing Committee appointed by
the President, consisting of Drs. Sadlier and Poucher.

On motion, the Executive Session adjourned to meet at 5.30
P. M., Wednesday, immediately after the adjournment of the
scientiﬁc session.
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Wednesday, September 21, 1910.

The Executive Session was called to order by the President
immediately after the adjournment of the Scientific Session
5.30 P. M.

The Auditing Committee reported having examined the ac-
counts of the Secretary and Treasurer and had found them cor-
rect, with a balance of $191.86 in the treasury.

On motion, the report was adopted.

The Secretary presented an additional list of applications for
Fellowship, after which the association elected by ballot the
following-named candidates: Charles B. Schildecker, Pittsburg;
Theodore A. McGraw, Jr., Detroit; Nathan Jenks, Detroit; Ben-
jamin R. McClellan, Xenia; J. W. Kennedy, Philadelphia; James
A. Harrar, New York; Isador L. Hill, New York.

The Secretary called attention to the fact that the Detroit
Lancet wishes to have the association take action with reference
to a national department of public health.

The Secretary said that he did not know what his duties were
in this matter.

Dr. McMurtry stated that every medical organization in the
country was endorsing this movement, and it was merely a
matter of routine; that just a mere motion by the association
endorsing the movement would be sufficient.

Accordingly, it was moved by Dr. Frank, and seconded by Dr.
Carstens, that the resolution be adopted. Carried.

The Secretary stated that the committee, to which was re-
ferred the proposition with reference to retired members who may
have become decrepit or unable to pay dues as they accumulate
from year to year, desired to report the following amendment to
the Constitution: .

Resolved, That the Constitution be so amended as to pro-
vide for retired membership which shall include those Fellows
who have become aged or otherwise invalided and unable to
meet the yearly demands of dues. The members of this asso-
ciation shall consist of Ordinary Fellows, Honorary Fellows,
Corresponding Fellows, and Senior Fellows.

The By-laws should state that ‘‘Senior Fellows shall not be
required to pay dues or hold office, but shall have all other
privileges of Ordinary Fellows,” to make the financial section of
the By-laws bear out this amendment to the Constitution.

After an explanation by Dr. McMurtry of the cause for this



TWENTY-THIRD ANNUAL MEETING. Ixv

amendment to the Constitution, the President said the amend-
ment would lie over until next year.

The next order was the election of officers, which resulted as
follows: President, Herman E. Hayd, Buffalo; First Vice-
President, Henry Schwarz, St. Louis; Second Vice-President,
Lewis C. Morris, Birmingham; Secretary, William Warren
Potter, Buffalo, reelected; Treasurer, X. O. Werder, Pittsburg,
reelected; Councilors, to fill unexpiring terms, Aaron B. Miller,
Syracuse, and John W. Keefe, Providence. ‘

When the place of meeting came up for consideration, Dr.
Charles N. Smith extended an invitation to hold the next meeting
in Toledo. Dr. Frank extended a similar invitation for the
association to hold its next meeting in Louisville.

Toledo and Louisville were balloted on, with the result that
Louisville received twenty-four votes and Toledo nine.

Dr. Smith moved that the selection of Louisville be made
unanimous.

Seconded and carried.

Accordingly, Louisville was declared as the place for holding
the next annual meeting.

Regarding the time for holding the meeting, the Secretary
stated that he had sent out 115 double postal cards. Of this
number he had received sixty-four replies, and of this number
forty-four were stand-patters, or those who said the third Tues-
day in September suited them; nine voted for October; three
for November; four for August, and one for June. There were a
few scattering votes which he did not count.

On motion of Dr. McMurtry, the fourth Tuesday in September
was selected as the time for holding the next meeting.

The Secretary stated that the Executive Council had in-
structed him to present the name of Professor Demitrij de Ott,
President of the Fifth International Congress of Obstetrics and
Gynecology for Honorary Membership, as nominated by Dr.
Charles A. L. Reed.

On motion, the Secretary was instructed to cast an affirmative
ballot of the association for the election of Professor Demitrij
d’Ott to Honorary Fellowship, which he did, and this gentleman
was declared duly elected.

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

WiLLIAM WARREN POTTER,
Secretary.
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OBSTETRICS AND MODERN GYNECOLOGY.

BY
AARON A. MILLER, M. D,
Professor of Gynecology, College of Medicine, Syracuse University; President of

American Association of Obstetricians and Gynecologists; Gynecologist
of St. Joseph's Hospital, Etc., Etc.

Syracuse, N. Y.

ANOTHER year has passed and we meet again in annual
session, to exploit our opinions on subjects prescribed by our -
constitution, relating to obstetrics, gynecology, and abdominal
surgery. This association is composed of men trained especially
in these departments, and the purpose of this meeting is to glean
from the experiences of our associates the advances that have
taken place during the past year in affections in these special
fields, and to herald them to the world through the medical
press and our transactions, for the benefit of the human sufferer.

That we should not enter lightly upon the deliberations of
the subjects that come before us, I know is the feeling of every
Fellow of the Association. As torch-bearers we should proceed
with such caution that all who read may be profited. The
recommendations here made should tend by their precepts to
lessen suffering and prolong lives.

The scope of our work has gradually increased since the
knowledge of bacteriology has illumined our way to a more
accurate diagnosis, and given us a known pathology. Time is
so fleeting that it seems but yesterday that these results were
attained, while in reality it is within the memory of the founders
of this association. In 1882, I heard J. Marion Sims, a pioneer
American gynecologist, make this statement in an address
before the learned medical profession of Baltimore: “I believe
it will become possible to open the abdomen in gunshot and stab
wounds, to repair and thereby lessen the mortality attending
these injuries.” He was listened to with rapt attention; some
of his hearers had made history by their surgical ability. At
the close of his address, the president of the meeting called for
opinions referable to his prophecy. There was no reply until

1
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the student bodies present, as in one voice, called for Julian
Chisholm, an opthalmologist, who had been an army surgeon of
wide experience, to respond. He was a modest man of a retiring
disposition, and he did so reluctantly.

Sims had just returned from France where he had been
surgeon to the imperial household and the nobility. With his
white locks, erect figure, suaviler in modo, and free command
of the English language, he made a marked impression. The
strong, forceful manner of Chisholm, with his silver-tongued
oratory, at once found lodgment with the audience, and all that
Sims had said in support of abdominal exploratory inspection
and treatment, was obliterated from the memory of his hearers
by the clean-cut and forceful statements of Chisholm. A key
to unlock the hidden mysteries buried in the recesses and caverns
of the human anatomy, where speculations alone had been rife,
was dangling unseen at the finger tips of Sims. In his master
mind the seeds of advancement had taken lodgment; his obser-
vations and associations abroad had given him a foresight into
the possibilities of the future, the possibility of surgery becoming
a science, founded on findings that were indisputable.

With the advent of bacteriology came a new school of surgeons,
whose knowledge was founded on facts, not theories, and like
the mariner who consults his compass, had known laws to direct
them. The field of gynecology, the pelvis, with the abdomen
appended, was their hunting-ground, and like an army marching
to victory the field was soon taken. Now all the organs of these
cavities have felt the results of advancement, and have yielded
of their pathology abundantly; aye, and not pathology alone,
for the organs of this casket have even been maimed and sacri-
ficed in their healthy state for reasons that at times would have
shocked Hippocrates; and it should arouse each one of us, as it
is the purpose of this association according to our comstitution,
to advance the knowledge of obstetrics, gynecology, and abdom-
inal surgery to its highest scientific attainment, to enlighten
the general practitioner in all matters pertaining to these differ-
ent departments, by eliminating the erroneous teachings, and
accentuating the essential; “to stamp with approval all real
merit, and extinguish sham.”

The inception of this association came at a time when erroneous
opinions still existed regarding the etiology and pathology of
many diseases of the abdomen and pelvis, and the treatment
was illy directed and limited in consequence. Then, as now, the
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greater percentage of diseases of the pelvis were inflammatory,
and then their origin was unknown. With the advent of
bacteriology, the pathology of inflammatory troubles became
known, the diagnosis confirmed, and rational treatment in this
class of cases was instituted, as far as surgical methods were
concerned. All that had been done previous to this period
was founded on fallacy.

The knowledge of the real etiology robbed surgery of its
terrors, and opened the pelvic and abdominal fields for investi-
gation through a perfected technic, with but little fear of serious
consequences attending thorough exploration, thereby revealing
the living pathology, and rendering arrest or elimination of
disease possible. This was a great advance forward, but as
these organs have to be considered not only from the standpoint
of organized pathology, but the elimination of conditions that
arrest their normal development and physiological functioning,
there still remain problems for solution—conditions that should
not be considered from end results, but from the standpoint of
the purpose of medicine to prevent diseases, and keep the
human body in a state of perfect development.

Not only those that are doing special work in gynecology, but
the general practitioners as well, are looking to us for the solution
of unsettled questions in the departments this association repre-
sents. In the obstetrical art, marked results have been obtained
through the knowledge of infection. From a heavy death-rate
following confinement from these causes, the technic carried out
in hospital practice has almost eliminated the mortality. It is
to be regretted that conditions outside of institutional care have
not been attended by similar results. Here the death-rate still is
appalling, showing, if any, but slight improvement since the etiol-
ogy of infection has become known. This should cause us to
pause and inquire why these conditions exist, and if there is not
a remedy.

THE PUERPERAL WOMAN.

The hospital environment having nearly eradicated puerperal
disease through asepsis, the known cause in the home is the lack
of asepsis. The solution then resolves itself into knowledge or
ignorance, cleanliness or filth, in the care of the parturient.
Investigations prove that the greatest source of infection is
introduced into the birth canal through the vagina; the germs
lurk about the vulva of the patient, or on the hands of the attend-
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ant. From the vulva they are carried in by examination and,
if on the hands of the attendant, through inattention to the
known laws of asepsis. Williams says the greatest advance-
ment in the department of obstetrics, “is the elimination of
vaginal examinations and the recognition of pregnant conditions
through external means’; that a more thorough diagnosis can
be made by these methods than by any other, and the danger
of carrying infection by digital examination is eliminated.

The mortality attending confinement must diminish, for
the medical man of the present has the knowledge of prevention
of infection, and only carelessness or indifference can be his
excuse. The attendance upon this class of cases by incompetent
midwives, and the high mortality attending their service, is
a reflection upon the medical profession, though there is no uni-
form law of requirement for midwives in this country. It is
to be hoped that legislation will soon correct this great source of
wrong, by establishing and demanding a course of study that
will make them thoroughly proficient, if there is any excuse for
their existence, or their practice is to be tolerated. Child-bearing,
this greatest industry of human existence, should be protected
by every known means, and not only attendants be required to
know the laws of asepsis, but should be held accountable for their
practice. As Lord Lister said in 1871, “ The sooner the laws of
asepsis are recognized and practised, the better it will be for
humanity.” -

Public feeling has changed regarding the environment of the
modern hospital, and the tendency is growing to accept protection
here against serious consequences during parturition. This
should be encouraged, for it is not only a means of saving life
and preventing serious sequele to those that avail themselves of
the advantages, but is a source of extending education to less
fortunate ones. The hospital offers equal protection to the pa-
tient without means who lives in squalor as it does to the one of
wealth surrounded by luxury.

There is still another means of contamination; many women
at the approach of parturition are taught to anoint themselves,
or use douches. These practices are unncessary and unsanitary,
often harmful, and may even be the means of fatal termination.
The lubrications will only benefit through mental therapy, and
the use of the douche, which is so common a practice with all
classes, can be an agent for good only when advocated by the
physician for diseased conditions. Nature is so kind in providing
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the vagina with germicidal action, that it may be questioned if
the douche ever benefits.

We owe much to Pasteur and Lister for the knowledge of germ
diseases and their treatment, but as prevention is not always
possible, he who introduces a means of positive cure in these
affections deserves a still greater reward. Serum therapy offers
much and may be the means of solving the problem. With a
known etology, our faith tells us time will produce the master
hand, but until then every method of arresting infection should
be practised; the greatest known means is prophylaxis.

Many theories have been advanced as to the etiology of ec-
lampsia and the toxemias of pregnancy. In the multiplicity of
causes given, the most must be wrong, some right. It is to be
deplored that the treatment founded on the findings has not
materially lessened the mortality. Through the thorough
investigation in progress at present, may we hope for more en-
lightenment in the near future; may some means be recognized
to stay these affections that have so long withstood the hand of
progress!

GYNECOLOGY.

In the field of gynecology the disease that stands as a lone
sentinel against the advance of science, yielding not its eti-
ology, is cancer. Having existed since the early history of
medicine, it has withstood all investigation; while all forms
of maladies have crumbled in ruins about it it has continued
its ravages, until many thousand people in the United States
are dying annually of this disease. Confined to the pelvic
organs, it has its inception for the most part in the cervical
part of the womb, and we are taught, and are teaching, that it
is due to the lacerations that have taken place in childbirth
or from some traumatic cause; and it would seem rational that
lines of treatment (while we are waiting for a known etiology)
be carried out on the same lines advocated in other parts of
the body.

Cancer of the breast, recognized and treated in its inception
by early operation, has given a greater percentage of cures and
materially lessened mortality.

In the stomach, Moynihan is teaching us, in his “Pathology
of the Living,” to recognize the significance of symptoms
earlier. It is the consensus of opinion that cancer here has
its origin on the site of an ulcer. Prophylactic treatment pre-
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vents the cancer by curing the ulcer. Prophylaxis must be in-
troduced in the prevention of cancer of the womb by early
repair of lacerations. Much discussion is taking place regard-
ing the etiology, prevalence, and ravages of this disease. The
symptoms are so suggestive of the pathology of the living in
this class of cases that the first knock at the door should
arouse suspicions of its presence and lead to a conclusion
through investigation. While similar symptoms might be pres-
ent in so many conditions, it would be good detective work
to apprehend the thief before the work of destruction is so
far advanced, and thereby save a life. In many instances the
symptoms are so masked that suspicion of the disease is not
excited; more often the symptoms fall upon deaf ears—* None
are so deaf as those that will not hear.”

Traumatism being the accepted factor in inducing cancer in
the breast and cancer following upon or secondary to lesions in
the viscera, as stomach, gall-bladder, pancreas, lips, and the
like, by analogy, its increased frequency at the neck of the
womb in parous women with lacerations would show trauma
to be an exciting cause for its existence there, encouraged
through the degenerations that take place; as a preventive
measure, repair of the injuries would in many cases arrest
it. In an article read before the New York Obstetrical So-
ciety, Levin, connected with Columbia Ui:iversity, in the De-
partment of Pathology of the College of Physicians and Sur-
geons, states, ‘“According to statistics gathered, lacerations
of the cervix are not an etiological factor in inducing cancer;
that it occurs with the same ratio of frequency in the cervix
of the virgin as in the parous woman.” This has been con-
trary to the teachings of gynecologists, and in my own obser-
vations I have seen but one case in a virgin; this was polypoid
in its inception and apparently innocent to the eye. The
pathologists pronounced it carcinoma.

If the opinion of the profession is erroneous and founded on
assumption, let us have facts. The observations of Levin
cannot be ignored; his conclusions are based on scientific find-
ings and merit the careful consideration of the Fellows of this
association. It would be well if the experience and findings
of this body during the next year were tabulated and pre-
sented at our next annual meeting, according to the sugges-
tion he makes. He further states, “Our present knowledge
indicates only that by prophylaxis in cancer of the uterus is
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meant the observation of hygienic measures during the time of
puberty, menstruation, and the sexual life of the woman gener-
ally, all of which apparently is more important than repair of
lacerations,” but his next paragraph acknowledges he has no
proof for the statement.

With these facts based upon scientific record and with a
knowledge of its increased frequency founded upon scientific
conclusions of all investigators, that cancer is local in its incep-
tion and that it may be permanently removed by early op-
eration it is important we should urge an earlier recognition
of its presence by demanding a crusade of education to women
and doctors; to hark, listen, look for danger; to appreciate the
first symptom and prove its presence through the means at our
command.

Medical journals are teeming with reports of investigations
made in our research laboratories to ascertain the cause of
cancer, to a greater extent probably than of any other disease.
These laboratories, lighthouses of investigation, have shed
their light upon so many hidden mysteries and simplified the
apparently impossible that we hope we are at the dawn of en-
lightenment as to the etiology, prevention, or cure of this King
of Pathology. All investigators being unanimous that it is
local in the beginning and that it can be cured by surgeryalone
at present, let us not be indifferent to our duty in recognizing
it early, that we may lessen its mortality until it is at least
as small, or less than the mortality of cancer in any other
region. Let us not, by our inactivity, increase the shadow that
hangs over humanity through this great scourge.

I would call the attention of the association to inflammatory
affections of the pelvis, the most common of all diseases, and
which cause the greatest amount of physical suffering. These
affections originate from causes long recognized, and give rise to
pathological lesions, which not only exclude the sufferer from a
useful life, but lead to semi-invalidism, invalidism, and fre-
quently death. They become a prime factor in race suicide,
by arresting the normal functions of the procreative organs
and destroying the purpose of woman's creation. In their eti-
ology, they are due to microorganisms which are no respecters
of persons, visiting the babe as it makes its advent through the
birth canal, or the aged and infirm.

In nearly all affections having a known etiology, lines of treat-
ment have been instituted to arrest their development, and

A
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to stamp out their existence. As gynecologists, we have
been slow to impress upon the public, and enlighten women
especially, of the great dangers that threaten them through
ignorance of these diseases that are liable to be brought to them
through unsuspected avenues. The subject has been so en-
shrouded in mystery that boys and girls have grown to mature
manhood and womanhood, ignorant of the laws that should
govern their sexual lives, for fear that the knowledge of these
diseases might lead to contamination. The home circle is the
altar from which instruction must come, and the truth to the
growing child from this source will stand against all other
avenues of enlightenment. This knowledge, confirmed and
strengthened by proper teaching in the public school, will do
much toward lessening the great amount of suffering through
the many sources by which gonorrhea and syphilis may be car-
ried. It is not the purpose of this paper to treat of the social
evil, but as a factor in the diseases we are compelled to treat,
we should all be enlisted as soldiers in the crusade to eliminate
its influence and spread.

We have been able to do but little in the arrest of gonorrhea.
While nearly all treatments have been founded upon the etiology,
treatment of the ravages of this disease has been founded upon
the pathology and has been a removal of diseased parts—a treat-
ment of end results rather than prevention. The glamor
of surgery which came with the knowledge of these affections,
may have caught us on its current, and not only carried us into
shallow places, but stranded us upon sands. Regardless of the
wonderful advancement wrought through the development of
modern surgery, may we not have wandered in our reasoning
and failed in our judgment to give the best, wisest, and may
I not say, most honest consideration and treatment to this
class of diseases. At all times it should be our ambition to
protect woman’s body, and preserve it as the typified image
of the Creator, the most beautiful and crowning effort of creation.

If we were to make our application from the pursuit of agri-
culture, horticulture, or the care of domestic animals, would
we be content to let these ravages continue? A horticulturist,
observing that his choicest shrubbery and plants were showing
decay, the leaves turning, or the ends of the branches dying, after
thorough investigation, discovers the evil at the roots in the form
of worms that were preventing the life fluid from reaching the
remote parts of the plant. He does not endeavor to restore a
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state of health to the plant by cutting off the dead and dying
parts, but kills the worms, the underlying cause of its destruction.
In the surgery of the inflammatory diseases of women, the
greater part have the same etiology. Still we are pruning and
trimming, rather than arresting the known etiology. If death
does not follow, a life has been prevented from fulfilling its
purpose, the propagation of the race.

If we are unable to check the cause, the germs of infection
can at least be given a much lessened influence through prophy-
laxis; by teaching to the uncontaminated girl or young woman,
at a time when her mind is free from sexual thoughts, the
dangers that threaten her, and to the young man as well, the
possibilities of such infection. By such teaching some may be
hurt, but the knowledge of right is more powerful than ignorance;
the light will dispel the darkness. To the growing child the
true is as easily accepted as the false, and coming from the
home will live longer than from any other source.

Conditions that in their treatment simulate the inflammatory
are those of arrested development. The young girl, who is
forced to use all her nervous energy in the development of her
mind, in grammar, high school, or college, at a period when the
special organs of generation are developing, fails to menstruate,
or if this function has been established the expenditure of
energy arrests it, and the organs even atrophy. At the close of
the mental application, nature attempts to reassert herself, but
fails, and the surgeon prumnes away the embarrassed organs.
Temporary relief follows to the perturbed mental attitude; the
surgeon rejoices that he has been made an instrument for the
relief of suffering womankind, and there is no compunction of
conscience that a law of health has been violated, and a promis-
ing life doomed to disappointment. Gynecology in its inception
should begin as with the tender plant. Proper environment
should be placed about the growing child, to aid in development
and to protect when danger threatems, thereby promoting a
stronger, healthier body.

EUGENICS.

It is not only the duty of the physician to carefully look after
the surroundings and direct the course of the growing child, but
as well to look to the betterment through eugenic laws, demand-
ing of the parent a healthy body. ‘‘According as a man soweth,
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so shall he (his offspring) reap.” The laws that are so thoroughly
recognized and practised in the vegetable and animal kingdom,
are still more applicable in the human, and deserve recognition
from the obstetrician and gynecologist. The laws being intro-
duced into some states to regulate marriage and eliminate
disease for the betterment of the race should become universal,
and the movement that had its inception in England to meet
these conditions, is worthy of our consideration. That we do
not raise figs on thornapple trees is a law that we have been slow
to recognize. Tlie horseman has learned that it is possible to
breed for speed, might, and endurance, and this law is proven in
all departments of domestic life.

To eliminate the diseases that materially effect the department
of obstetrics, and especially syphilis, will not only contribute
much toward lessening the mortality of infants ¢n utero and
early life, but result greatly in the betterment of the race. As
this is a communicable disease, every effort should be made to
prevent its entrance into the system of the uncontaminated by
enacting laws similar to those in Indiana, making it a crime to
marry where one has this disease, punishable by a fine of $200
and possible confinement in prison. Every means of prophyl-
axis should be practised to eliminate this affection which is
visited on the second and third generation. In the rapid prog-
ress of medical science, while we have rejoiced over the arrest of
so many maladies, may our voices be raised and our hearts glad-
dened by the hope that Ehrlich’s discovery may lead to the
lessening or eradication of syphilis, of all inherited diseases the
most far-reaching in its consequences.

While at the inception of gynecological practice, the real path-
ology could not be understood; this is now history, for enlighten-
ment came through the knowledge of microorganisms, and with
the advanced means of diagnosis the specialty advanced rapidly.
The sufferers of the pre-antiseptic and pre-aseptic periods were
deserving of great sympathy, as then the mortality attending
operative methods was high. Those that are in need of surgical
skill at present are living in an age of perfected surgical science, .
with but few deaths attending operations. This has become so
thoroughly recognized by the laity that they have become
common prey for the charlatan and unprincipled surgeon. I
think the fellows of this association will bear me out if I should
say, that a considerable percentage of the abdominal and pelvic
operations performed to-day are unnecessary and unwarranted.
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If this number was due to lack of knowledge in diagnosis, it
would not be so difficult to reconcile, but to feel that a gullible
community is being made the prey of fakirs, or that the people
have no means of differentiating ability from chicanery, is a
matter for regret and reflection. Have we as a body any duty
to perform to regulate these abuses? Or are they to go on, and
unprincipled and inexperienced surgeons be allowed to rob
woman of her organs, maiming her health and arresting the
purpose of her creation? This practice applies not only to
women, but to a large percentage of the abdominal operations on
men as well.

That there will always be in the profession those whose motives
are only for gain and whom it would be difficult to divert from
unprincipled practices, we must concede. Is there not some
method by which the medical profession can regulate the prac-
tice of the incompetent? It is a fact that the fellows of this
association were pathfinders, and had to blaze their way through
the wilderness of existing conditions; but now, when the whole
country can boast of its experienced and able surgeons, there is
no reason why the beginner should not serve at the side of a
master until he has become familiar with the details of the
underlying principles. It might be well to confer a degree upon
those who aspire to do surgery, after they have complied with a
law demanding a proscribed amount of experience and time.
That too much and too thorough teaching of surgery is demanded
by the college curriculum is erroneous. Too much knowledge
of methods is impossible; the lack of judgment in applying it is
a more serious consideration.

I regret to chronmicle the death of Dr. William H. Taylor of
Cincinnati, which occurred at his home, February 6, 1910. The
founders of this association will remember him with much pleas-
ure as one of the fifteen who met in Buffalo, April 19, 1888, to
form the nucleus of this association. Twenty-nine responded
to the call, and were enthusiastic for the organization. From
those assembled, Dr. Taylor was elected president. He filled
the position so acceptably that by the unanimous vote of the
fellows, he was elected for the succeeding year. Through his
administration, the association became so thoroughly founded
that the work of his successors has not been arduous. To pay
tribute to his life and attainments I leave to the pen of one who
knew him intimately.

For the splendid program we have to consider I thank the
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fellows for their cooperation, and the ready response to the call
for papers. Much credit is due our secretary for the indefatiga-
ble labor bestowed upon, and the interest manifested in the work
of this association. To him is largely due our success. No detail
is too small to escape his notice; no duty too arduous for him to
perform.

I appreciate the great honor of my position as presiding officer
of this distinguished body of surgeons, gathered in our modern
Syracuse, from all parts of our country. I have realized the
difficulty of presenting anything new for your consideration, but
if the fragments which have appealed to me from time to time,
and which I have recorded here, will even in a small degree con-
tribute to the success and advancement of this association, I
shall be gratified. I desire to thank you for your comsiderate
attention.



PRESENT STATUS OF THE COLON TUBE.

BY
H. WELLINGTON YATES, M. D,
Detroit, Mich.

(With nine illustrations.)

WHEN I was asked to present a paper for this meeting I was
embarrassed in the selection of a suitable subject. Reviewing
the field, however, it appeared to me that a few moments spent
in consideration of the so-called colon tube would not be out of
place. Unquestionably a great difference of opinion obtains as
to what one can and cannot do with the colon tube. The
early interpretation of its utility depended upon the tube’s passing
through both rectum and sigmoid into the colon and thence up-
ward. Until recent times, the greater majority of Englishmen,
Frenchman, and Americans have concurred in this belief. Noth-
nagel(1) (1898), Naunyn(2) (1896), and Boas(3) (1903) disputed
this contention, these gentlemen denying that the tube ever
passed the sigmoid. Other Germans, however, were as firm in
their convictions that the tube could be passed high. Kuhn(4)
(1896) claimed to be able to pass a metallic spiral spring into the
colon by combined manipulation of the sigmoid. Later, by the
aid of the radiograph, Schule(s) (1904) proved that this spiral
spring never went higher than the sigmoid.

In 1903, v. Aldor(6), who perhaps is strongest in his assertion
that the tube passes the sigmoid and therefore recommends the
use of a 32-inch tube in the treatment of chronic colitis, on meet-
ing much objection to his views, reaffirmed the same belief in
1905, submitting skiagraphs to prove his contentions. Faulty
technic, however, in the making of the pictures did not fully
demonstrate his claim. In his second paper, in 1905, he is
positive that fluid introduced into the rectum alone and without
the use of the long tube never in normal individuals goes higher.
The absolute inaccuracy of this last statement would rather lend
prejudice to the acceptance of his entire claim.

Other experiments have been carried on by Soper(7) (1909),
Lilienthal(8) (1906), Rosenberg(g) (1905), and Haines(10). The
later ones all give the same deductions—namely, that given a

6 13
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normal individual, seldom, if ever, does the colon tube pass up to
the descending colon. Deaver (1903) states that the flexible
tube can be passed into the colon and, as a proof of this, says
that when the tube is being passed, if water is permitted to run
through it simultaneously, this is a key as to the certainty that
the tube enters the colon. Indeed, I believe there is even now a
large majority who hold to this last statement. The two later
papers by Soper and Haines, dealing with the subject quite com-
prehensively and by the aid of numerous skiagraphs, rob me of
originality in relation to this subject, but inspire a desire to
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F16. 1.—Anatomy of sigmoid (after Cunningham).

substantiate their findings and, if possible, to determine what we
can expect from a continued use of the high tube.

By conjecture it will be perceived that I was a firm believer in
the tube, since I determined for myself to carry on such work as
would be necessary to fully substantiate my views as to its real or
apparent good. The conclusions to these efforts could not have
been possible but for the painstaking efforts of Dr. George C.
Chene, who made all the skiagraphs and otherwise cooperated
with me. I am also indebted to others of my medical friends
who believed, as I did, that they could pass a colon tube into the
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'
colon, and who, upon invitation, have attempted thus to do and
ailed. : )

Notes on my skiagraphs will show that, having failed to pass
the ordinary tube, I used other types of flexible instruments,
such as the Wales bougie, large heavy-bodied soft-rubber cathe-
ters, metallic spiral coil, the flexible stilet of a horse catheter,

.

IF16. 2.—Patient No. 1. Stiff rubber tube introduced in Sims’ and dorsal
positions. Skiagraph ventrodorsal.

different sizes, weights, and lumens of both rectal and stomach
tubes, all with the same result. Much has been said regarding
the position of the patient during this maneuver. I assume
that persons upon whom we endeavor to pass a tube are ill, and
therefore I have only asked the patients to place themselves
in such positions as would be possible to assume while ill.
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Among these are the dorsal, knee-chest. ventral, Sims’s, and
some modifications of these several postures.

As will be seen by the skiagiaphs, we did not succeed in a single
instance in passing the tube above the sigmoid, and in only two

F1c. 3.—Patient No. 3. Skiagraph of stilet of horse catheter (coiled wire spring).
Introduced with patient in dorsal position. Ventrodorsal.

of the skiagraphed results does the tube go beyond the ampulla
of the rectum. Haines in his paper says that in one case he was
able to pass the tube not cnly into the descending colon, but
passed it through the splenic and hepatic flexures as well; this,
however, being done by aid of a sigmoidoscope with the subject
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placed in an inverted position, which has no real bearing in ther-
apy since it is not practical.

When we consider the anatomy of the colon, sigmoid, and rec-
tum, it is not to be wondered that these maneuvers have failed
in their accomplishment. The rectum is well fixed at the lower
portion; it immediately curves backward and the mid-portion
follows the curve of the sacrum, then ascends obliquely to the
left sacroiliac symphysis, to be continued as the sigmoid, having a

Fic. y.—Patient No. 4. Stiff rubber rectal tube passed while patient was lying
on right side and belly with legs partially drawn up.

more or less sphincter at this point, sometimes called the third
sphincter. Thus we see that the rectum is not by any means a
straight path, and the smaller caliber of the upper portion may
and does act as an obstruction to the passage of foreign bodies
coming from below.

Considering the anatomy of the sigmoid (Fig. 1), we find it
first runs across the upper surface of the bladder to the right
pelvic wall, then recrosses the pelvis in a line posterior to its first
crossing; finally it returns toward the middle line, and passes into
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the rectum. The upper portion of the rectum is mobile and
the mesosigmoid unusually long and permitting freedom of
movement. Undoubtedly, this last factor explains why many
have been confident that stiff instruments have passed into the
colon when in reality the viscus was pushed upward and the in-
strument did not follow the lumen at all. Therefore, when
oune considers the tortuous route of the lower bowel, its many
angulations and places of obstruction, can we wonder that sel-

F16. 5.—Patient No. 4. Lying on right side and belly with legs drawn up. Stiff
rubber tube. Fourteen ounces of water in rectum.

dom, if ever, does the colon tube find its way to the colon, and
when it does it is probably associated with Hirschsprung'’s
disease or congenital dilatation and hypertrophy of the colon.
The sole purpose in attempting to pass the ordinary rectal
tube into the colon has been to carry fluid directly to that
viscus for the purposes of food absorption or ablution. I think
we can substantiate by our skiagraphs that these premises are
wrong, that it is unnecessary, unwise, and mischievous. Having
concluded upon the uselessness of the colon tube, as such, we
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became interested in how such good results could be obtained
by Murphy’s drop method of administering normal saline
solutions, when he advises the tip of the instrument to be ad-

F16. 6.—Patient No. 6. One quart bismuth mixture injected in Sims’ position.
. Tube inserted 5 inches. Skiagraphed dorsoventral after twenty minutes.

L

mitted but a short distance, since many observers had thought
that this absorption took place alone in the rectum and sigmoid.
Now, while it is believed that these latter have a considerable
power to absorb large quantities of water, it did not seem



20 H. WELLINGTON YATES.

rational that they alone could take up so much. The manner
of absorption of foods into the body is not certainly known;
many of the physical laws are necessary for this perfectly working

Fic. 7.—Patient 8. A. One quart of bismuth mixture injected by ordinary
rectal tube inserted 5 inches with patient in Fowler’s position. Skiagraph in
Fowler’s position after ten minutes.

system, and yet physics alone will not satisfy for an explanation
of this phenomenon(13).

Statements from those who are accepted as good autherity
are not in accord. We have those who maintain that water
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injected into the rectum will never be carried higher. Others
say we have no such thing in the normal gut as reversed peristal-
sis and, indeed, that absorption in the colon beyond the splenic

Fic. 8.—Patient 8. B. Bismuth mixture, 1 quart, injected into rectum while
in Fowler’s position. Position changed to horizontal after twelve minutes.
Dorsoventral skiagraph.

fixture is but little. In view of the fact that under favorable
circumstances the colon can absorb such enormous quantities
of water, it does not seem tenable but that the entire colon is a
very actively secreting surface and that the mucous membrane
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of the larger bowel absorbs fluid with great rapidity when that
portion of the gut is in its normal condition of moderate disten-
tion; overdistention of course would defeat this end. Antiperis-

F1c. g.—Patient 8. C. Bismuth mixture, 1 quart, injected into rectum while
in Fowler’s position and then changed to horizontal. Skiagraph thirty-five
minutes after injection.

talsis was first discovered by C. Jacobi(14) in 1890, and later
confirmed by W. B. Cannon(1s), T. R. Elliot, and E. Barclay
Smith. Is it not reasonable, therefore, to assume that the great
absorptive ability on the part of the colon during proctoclysis
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is made possible by this antiperistaltic wave, which is caused
by the stimulation of a rectum distended by water and which
has for its purpose the ability to carry part of this water upward
and also to check the onward trend of the regular peristaltic
wave from above, thereby keeping the water in contact with the
mucous surface long enough to promote absorption? It does
not seem reasonable that water injected into the rectum finds
its way into the colon alone through pressure, as is maintained
by Hertz(17).

I submit the following skiagraphs, first of all, to show that
fluids injected into the rectum are carried to the cecum. Second,
that no device is necessary for this end except a small male
catheter. Third, that within ten minutes this fluid can be
skiagraphed in the cecum. Some of these pictures are taken
with patients in the dorsal position, some in ventral, and some
in Fowler’s. Bismuth carbonate 4 oz., mucilage acacia 8 oz.,
water ¢. s. to 1 qt., constituted the mixture used when specified
on skiagraphs as bismuth mixture. The mixture was always
injected by a small rectal tube or a large male catheter inserted
5inches. If done slowly, no trouble was had in injecting 1 quart
even in our smallest subjects.

OBSERVATIONS AND CONCLUSIONS.

1. Seldom, if ever, are soft-rubber tubes admitted into the
normal colon.

2. When an endeavor is made to force the tube upward, even
by the gentlest manipulations, it is found to coil itself up in the
rectum and there do positive harm because of pressure, irritation,
and the consequent inability to retain the enema.

3. In perhaps half the instances it is impossible to tell when
the tube is coiling upon itself, even when we suspect it.

4. Colon tubes as such are of no value because they do not
reach the colon, and they are mischievous in that proportion as
we endeavor to force them higher up.

5. Water or fluid injected 4 or 5 inches into the rectum is
carried upward into the colon and may be found at the cecum
in ten minutes.

6. There is good reason to believe that a reversed peristalsis
is set up when fluids are injected into the rectum.

7. The introduction of a tube more than 3 inches for colonic
irrigation or therapeutic enemata is useless and likely to defeat
the object desired.
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DISCUSSION.

Dr. LEwis S. McMURTRY, Louisville.—The paper just presented
by Dr. Yates is a very practical one, and it presents for consider-
ation some very important and interesting points in the after-
treatment of abdominal operations. The therapeutics by means
of enemata and rectal irrigation assumes at times a very im-
portant aspect. I presume the experience of every one here is
like my own, that we were satisfied several years ago in what
was called high enemata for the purpose of moving the bowels
after the inhibition of the alimentary tract during a surgical
operation which involved the opening of the peritoneum. It has
been discovered that what we called high enemata were not high
enemata; that if we introduced a rectal tube into the bowel and
kept on passing it and passing it, this tube would reach up
to the sigmoid, and then it would begin to coil on itself,
but it did not pass into the bowel as it appeared to. I have
abandoned all efforts at what is called high enemata, recognizing
that it was a deception. The sigmoid flexure in the pelvic
basin plays the same réle as is played by the omentum in the
abdomen. It passes across, and in inflammatory conditions
you always find the sigmoid flexure adherent just as you find the
omentum higher up. There is an anatomical fact which has a
great deal to do with this fact, and that is, the descending colon
passes down closely, its mesentery is very short, the sigmoid
has a very long mesentery, and the rectum is bound down closely,
so that the sigmoid anatomically has a large range of movement.
Now, we all know with the use of the sigmoidoscope, as well
as the colon tube for irrigation, we have felt the tube in the
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upper abdomen, and we have thought it was in the colon. When
it goes into the sigmoid, if pressure is made, the sigmoid spreads
out like opening a fan, and the tube is carried around the abdo-
men by means of this long mesentery which the sigmoid has
and never reaches the colon at all. This deception has been
emphasized by the paper presented today.

I have been very much interested in this subject in conse-
quence of some investigations which were made along the line
of Dr. Yates’ observations, by my colleague, Dr. Hanes, of Louis-
ville, who, with skiagraphs has demonstrated the fact that the
tube does not pass up into the colon; that in the ordinary hori-
zontal position fluids do not pass up there under any circum-
stances, and that these instruments which we thought were up in
the colon were moving about in the sigmoid flexure and over the
abdominal cavity. We now have reached the point where we
can demonstrate, as shown by Dr. Yates and Dr. Hanes, these
facts, so that we are enabled to correct the errors hitherto made.
Of a number of important considerations which were alluded
to by Dr. Yates in his paper one of the most important is the
irrigation of the colon. This has an important bearing upon
the treatment of diseases of the colon, especially ulcerative con-
ditions. If, for instance, by an appendicostomy or by a cecos-
tomy you open the cecum itself, through the opening established
there, you can irrigate the colon from below or above; but if
you have no opening in the caput coli, you will find that it is
almost impossible with the patient in any position that you
choose, even inverted in Hanes’ position, you will find it impossi-
ble to get water up into the ascending and transverse colon.
But if you have an opening in the cecum and you throw water
in, the gas will be forced out of the opening in the cecum, and
the entire colon will be filled with the injected fluid.

Dr. J. GARLAND SHERRILL, Louisville.—It has been my pleas-
ure to see some of the work of Dr. Hanes along this line. The
work is very difficult, and I wish to congratulate Dr. Yates on
the amount of work he has done. I know he has spent much
time in studying this subject. Dr. Hanes began in the fall of
1908 to make his experiments, and concluded after a number of
experiments had been made with soft tubes and with bismuth,
that the tube would not ordinarily pass beyond the sigmoid.
He used a proctoscope in one instance, both for bismuth and
for the tube, with the patient in the inverted position, and con-
cluded he had passed the tube around to the cecum and so re-
ported. Later he discovered by experiments that he did not
pass the tube beyond the sigmoid. This was proven by the
position assumed by the tube when inserted into the cecum and
pushed around in the cadaver to the sigmoid. According to
the paper of Dr. Yates, we see that bismuth has been injected
from the rectum around to the sigmoid. It seems that in the
sigmoid we have a great variety in length. The fixed point on
the left side holds the descending colon, and then the sigmoid
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may assume almost any length, depending upon a given case.
Dr. Hanes found on the cadaver in ome instance that the
sigmoid was 30 inches in length, and in others as short as 10
inches. He put in a straight tube, carried it right above the
navel, as Dr. McMurtry has indicated, you can feel the tube
above the pelvis, and you think you have passed it into
the colon when you have not. Dr. Hanes has demonstrated
that fluids pass with difficulty into the colon and cecum because
of the amount of gas that is found in this portion of the bowel,
and he also claims, as Dr. McMurtry has pointed out, that if
you have an opening in the cecum or in the appendix the gas
will come out and the fluid will go in. He uses coal oil in the
treatment of amebic dysentery.

This is a very important subject, and I am glad to see the work
that is being done by men of our society. I am glad we are
seeing original work done, demonstrating to us some facts which
have been hitherto under discussion.

Dr. Louis Frank, Louisville.—I rise to say a few words in
connection with Dr. Yates’ paper. The other gentlemen have
spoken of the excellent work of Dr. Hanes, and in Louisville
we have been familiar with this class of work, and on account of
the original work Dr. Hanes has done along this line we have
ceased for a number of years in attempting to introduce a tube
into the bowel. It has been shown conclusively that it is im
possible, as the other speakers have said. There is one point I
wish to speak of, and that is the therapeutic value of injections
into the bowels. The essayist seems to think or believes that
these injections are of little value, and dismissed this phase of
the subject with a word or two. I am perfectly familiar with
some of the work of our Louisville colleague in this direction,
and I wish to say there is a distinct value in the injection of fluids
and in the use of the bowel for medication in bowel lesions, that
is, lesions high up in the big gut, by the use of the inverted pos-
ture which the essayist has spoken of. Thus in the cases to
which this treatment is adapted the inversion of the patient
does not prevent its being used, and there is no reason why
the method cannot be used. It gives absolutely no pain nor
discomfort to the patient. I have had Dr. Hanes treat several
cases for me and have seen this treatment applied. It is done
easily by suspension of the patient over the edge of the bed or
over a chair in the head-away-down posture. In young girls
and women this treatment does not subject them to any incon-
venience or discomfort. The last individual treated was a very
nervous young girl, and the treatment was carried on without
any difficulty. The proctoscope is introduced into the lower
bowel and the fluid poured in. It is astonishing in this way to
see what amount the bowel will retain, and its capacity for the re-
tention of fluid. The fluid can be seen to disappear around the
flexure of the sigmoid, and in this way it reaches the higher
surfaces of the large bowel. In cases of amebic dysentery, in
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cases of ulceration high up, in certain catarrhal conditions which
exist here, and which can be beautifully demonstrated in this
manner, this method of introduction of fluids or of medicaments,
or of drug treatment of bowel ulcers, even with a short tube in
the lower section of the bowel, is of distinct advantage. As a
therapeutic measure, it is an advance and a manner of treatment
which cannot be attained in any other way.

Dr. Francis REDER, St. Louis.—I have been exceedingly
pleased with the instructive and admirable paper presented by
Dr. Yates. Dr. Soper has done considerable experimental work
in the field of rectal inflation, and the injection of water into the
lower bowel, endeavoring to try to get it as high up as possible.
I am doing considerable work in a hospital where a great many
physicians have patients. Frequently I have heard some of these
physicians say to the nurse: give the patient a high enema or a
colonic flushing. Often have I wondered if these physicians
had gotten the results they expectell to get from these so-called
high enemata. The excellent skiagraphs that have been exhib-
ited by Dr. Yates are really very conclusive. They show from
an anatomical and physiological standpoint the great difficulty
encountered by a fluid to find its way to any considerable
height into the bowel. Furthermore, we should not lose sight
of the danger which may attend the introduction of certain
tubes in use for high enemata. If we take an ordinary colon tube
and introduce it into the bowel it is almost impossible to get 1c
beyond that portion of the bowel close to the sacral prominence.

So far as high flushings are concerned, I have convinced my-
self by the introduction of the hand into the lower bowel, that
the ordinary tube coils upon itself and fluids do not reach be-
yond the so-called shelf of the rectum. The introduction of
instruments high into the lower bowel requires intelligent
manipulation and skill, and is not entirely free from danger.

Dr. JosepH Price, Philadelphia.—This is an old and inter-
esting subject. Senn’s experiments with hydrogen gas put about
all the boys in America with habits of industry to work re-
peating his experiments in gunshot and stab wounds of the abdo-
men. With the use of hydrogen gas he was simply able to
determine the presence or absence of lesions of the bowel. I
repeated these experiments after Senn had presented the results
of his work to the American Medical Association, at which time
nothing but complimentary remarks were made of the wonderful
work that Dr. Senn had done for his patients, and the wonderful
influence it had over the young men throughout the country
who were interested in abdominal surgery. I took quite an
active interest in that discussion, and when I repeated Dr. Senn’s
experiments before the Pennsylvania State Medical Society they
threatened to shave my head and lock me up if I shot dogs on
the platform. But I kept on doing so. Some men in those
days took uncomfortable risks in their experiments in the study
of the subject under consideration. For instance, I passed
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hydrogen gas through myself and lighted it at my mouth.
(Laughter.) I volunteered to do it in the presence of the Penn-
sylvania State Medical Society, and commanded them to keep
quiet and calm while I was conducting these experiments on
dogs. I told the members at the time that I was a man who
had a conscience and that my motives were as good as any
members who were present. I passed gas through the rectum
and lighted it at the mouth before shooting the dogs, after
shooting them I lighted the gas at the shot wounds and demon-
strated the presence of the lesions, and they let me go without -
any further trouble.

The subject has been very beautifully covered in this excellent
paper of Dr. Yates. A classmate of mine, Dr. Huyde Cooper,
wrote an essay on large bowel alimentation, for which he
received $100, as a prize by the University of Pennsyl-
vania in 1877. It would be well worth the time for any of
you to look up that paper and read it. The subject was very
thoroughly discussed by him at that time, and very extensive
experiments were made as far back as 1877. The experiments
so beautifully alluded to by Dr. McMurtry were carefully made
by some good army and navy surgeons in their efforts to relieve
the amebic dysenteries, and they came to precisely the same
conclusions that Dr. McMurtry has in his observations and dis-
cussions, and all these men recognize the fact that it was neces-
sary to follow up scientific medication of the large bowel at some
other point than that of the anus. Many blunders were com-
mitted all over the country on account of ignorance or failure
on the part of surgeons to observe the extent to which the sigmoid
is loaded, and the large e'bow condition that is common!'y found.

We find these conditions alluded to by Dr. McMurtry every
day when we open the abdomen, and carelessness on our part
would result in needless accidents and needless surgery, and I
question very much whether the surgeons of experience and
judgment here have not had accidents of that character, or
have been guilty of needless surgery.

Again, I want to allude to Huyde Cooper’s work and to say
that we will find in the army and navy hospitals a number of
orderlies who have had their appendices removed and permanent
fistule established for medication who have improved rapidly,
and their trouble has vanished, and they have refused to have
the fistule closed because they recognized the benefit of medi-
cation from that end.

As to the fixed position of the descending colon, if you will re-
call the ease and facility with which you can strike the colon in
your colotomies, scarcely going a hair’s breath amiss in your
incision, and it is rarely necessary to make a search for it, but
beyond it you find a huge plumber’s trap in the sigmoid.

Dr. YatEs (closing the discussion).—I agree with what Dr.
McMurtry has said with reference to the question of passing a
colon tube. That has been recognized for some time, but in
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dealing with the question of colonic lavage, I deemed it pertinent
to bring this matter up and to bring out the other point that
water does pass up the colon in the horizontal position. * The
whole purpose of my paper is not so much to show cenclusively
that the colon tube cannot be passed beyond a certain point as
it was to show the possibility of medicating not only the rectum
and sigmoid, but the colon itself with fluids, and, unless my
skiagraphs are entirely wrong, I am able to shew you by one or
two distinct ones that that can be dome. In looking at this
skiagraph, I think you can see from every direction that the
fluid passes through the entire large bowel. This patient had a
bismuth mixture, one quart, injected into the rectum while in
the Fowler position, and then changed to horizental. The
skiagraph is a thirty-minute exposure. I have one here with
a ten-minute exposure. Here is one that was taken in twelve
minutes which is nearly as good. Unless my skiagraphs are
radically at fault or my interpretation is entirely wrong, the
fluid has been carried around that course within the time speci-
fied above. I did not mean to imply, as Dr. Frank thought I did,
that this was not a good means of medication. Indeed, my
skiagraphs would bear this out. The paper was not read for
the purpose of discussion on the colon tube as much as the
desire to demonstrate the possibility of ablution and medication
of the entire colon by means of a small male catheter inserted
but 5 inches.



THE DIAGNOSIS OF THE CHRONIC SURGICAL LESIONS
IN THE UPPER ABDOMEN.
BY
CHARLES N. SMITH, M. D.,
Gynecologist to St. Vincent's Hospital,
Toledo, Ohio.

THe differential diagnosis of chronic surgical lesions in the
upper abdomen can be made with accuracy, in the great majority
of instances, by the anamnesis alone. This differentiation can
be strengthened frequently by the physical findings and later
receive such confirmation as may be obtained from laboratory
examinations. Do not construe this language as detracting
from the value of laboratory findings in any way or to any
degree, but, rather, as placing them in their proper subordinate
relation to the anamnesis. Diagnosis is the greatest thing in
surgery after all, and the mastery of it is one of the qualifications
which distinguish the true surgeon from the mere operator. Of
all the methods in diagnosis, the anamnestic—the taking of the
medical life history of the patient—is at once the most impor-
tant and the most neglected.

Cholelithiasis and Ulcer.—Cholelithiasis and ulcer, especially
duodenal ulcer, in their early stages particularly, present many
of the same symptoms. As these symptoms are diagnostic in
their nature, differentiation depends upon a correct interpreta-
tion of them as regards their character, location, severity, time
of occurrence as related to the ingestion of food, and the perio-
dicity of their recurrence. So slight is their variation in these
respects in some instances that the diagnosis of cholelithiasis as
.opposed to ulcer is extremely difficult, while the differentiation
of gastric from duodenal ulcer, infrequently impossible, is not
attended, ordinarily, by such difficulties. Nevertheless, differ-
entiation of cholelithiasis from ulcer can be accomplished, and
with greater frequency and certainty, whenever due regard is
given to the interpretation of the comparatively mild symptoms
announcing the initial stage of both gallstone disease and ulcer.
Much of the difficulty in diagnosis is attributable to either a lack
of knowledge concerning the early or inaugural symptoms of
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both conditions or a failure in the appreciation of the diagnostic
value of them.

That the symptomatology of gallstone disease, as generally
understood and as taught in our text-books, is but thesymptomat-
ology of its terminal events or complications rather than of its
initial phenomena is largely responsible for the many failures in
the diagnosis of this common condition. Until there comes a
general recognition and a due appreciation of the early symptoms
of cholelithiasis and until colic, jaundice, bile-stained urine, and
putty-colored stools universally are recognized as indicative only
of its late complications will we continue to witness sudden and
unexpected deaths from its many terminal events.

That considerable misunderstanding exists also as to what
phenomena constitute the early symptoms of uncomplicated
gastric and duodenal ulcer and that they have been confused
with the more late and more striking symptoms of complicated
ulcer is apparent to all who are conversant with the literature
of the subject. This confusion seemingly is due to the fact that
some observers, meeting with ulcer which has existed within the
stomach or duodenum in various stages of activity for a period
of from five to twenty years, enumerate the striking and per-
sistently continuous symptoms present after the lapse of those
years as the symptoms of ulcer. They either ignore or fail to
realize the fact that the symptoms present at that late period
almost invariably are those of the complications of ulcer—the
contractures of the stomach wall, the obstruction at the pylorus
and its sequentially occurring conditions, the adhesion of the
stomach or duodenum to contiguous structures, even in not a
few instances the ingrafting of malignancy—rather than those
correctly attributable to ulcer and to ulcer alone.

As in cholelithiasis there is an early period with its attendant
initial symptoms so decisive that a diagnosis safely can be based
thereon and a late complicated period with its well-known ter-
minal symptoms, so in gastric and duodenal ulcer there is an
early uncomplicated stage during which the pure symptoms of
ulcer prevail, and a later complicated stage announced by symp-
toms more striking and more continuous than those of the early
period, but which are the symptoms of the complications and not
of the ulcer.

Since the diagnosis of cholelithiasis and of ulcer must rest
largely upon the anamnesis, it is necessary that the latter be
complete, exhaustive, and minute as regards every detail, and
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that all points therein be interpreted judicially and accorded
both their individual and collective value.

Gastric and Duodenal Ulcer.—When ulcer patients seek relief
presenting the early symptoms of the disease, careful questioning
will bring out the fact that these symptoms have existed peri-
odically for at least months or, more often, years. If the patient
can recall the events of the earliest history period, not infre-
quently he will affirm that only an immoderate meal then pro-
voked an attack of stomach distress or pain. At a somewhat
later period, the one hearty meal of the day was followed by
pain, while the two lighter meals were not so attended. Still
later, all three meals, if of the same conmsistency, equally pro-
voked the distressing syndrome.

The fact that stomach symptoms of some nature have existed
for a long period of itself should suggest the possibility of ulcer.
That these symptoms have recurred in periodical attacks
alternating with intervals of comfort and health emphasize
not alone the possibility, but also the probability of ulcer.
This periodicity is, in fact, the most striking feature in the
history of ulcer. The attacks recur at irregular intervals, with
the symptoms appearing suddenly and continuing without
change in character, time, or duration day after day, week
after week, or month after month. Every day, every week,
every month is but a repetition of the previous day, the previous
week, the previous month. Suddenly, and from no apparent
cause, comes an interval of complete, or nearly complete, relief
from all symptoms, and for weeks, months, or even years the
patient is supposedly well. If treatment was instituted during
the attacks, such treatment is given the credit of a cure. Event-
ually, however, there comes a repetition of the attacks, the
symptoms recurring with the same suddenness and possessing
the same characteristics save that they are more pronounced
and more nearly continuous.

Thus the cycle of alternating attack and interval of relief is
completed and continues year after year until, as secondary
phenomena complicate the primary disease, the attacks are of
longer duration and greater severity, while the intervals grow
shorter. Finally, there comes a time marked by the total
absence of intervals of relief, when the symptom-complex,
which has been changing gradually as the intervals have short-
ened, is far different from that attending the early periodical
attacks and marks the late or complicated stage of ulcer.
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The analysis of the symptoms manifest in these early attacks
is best begun with the ingestion of food. As soon as food enters
the stomach the patient experiences perfect ease, it matters
not how severe may have been the stomach distress prior thereto.
A small quantity of food assures ease as certainly as does a full
meal, but the greater the proportion of solid food, the longer
will be this period of ease. The duration of stomach ease,
however, while influenced by the consistency of the food, some-
what depends on the situation of the ulcer and largely on the
presence or the absence of adhesions.

In the initial stages of ulcer the stomach symptoms are so
mild in nature and make so slight an impression on the patient
that frequently it is difficult to secure a history of their occur-
rence. They are very like to the initial symptoms of chole-
lithiasis, but vary from them in the important particular of time
of onset. In both ulcer and cholelithiasis these initial symptoms
are a semnse of weight, fulness, and oppression referred to the
stomach. There is flatulence, and the expulsion of sour or
bitter gas affords more or less relief. In ulcer, however, this
sensation of weight, fulness, and oppression follows a period
of ease lasting for from one to two hours in gastric ulcer and
from two to five hours in duodenal ulcer. In cholelithiasis there
may be practically no period of ease, the stomach distress
appearing before the meal is completed or within thirty minutes
after its completion. In fact, I have seen this stomach distress
so great before the completion of the meal that the patient
would leave the table and provoke vomiting in an effort to
secure relief. Somewhat later in the history of ulcer, these
initial symptoms become more pronounced, but the period of
ease still remains.

Following this variable period of ease comes a stormy symptom-
complex, which reaches the height of its activity in from two to
five hours after the taking of food. Burning pain and distress
in the stomach rapidly increase in severity, to be somewhat
ameliorated but not relieved by the eructation of sour gas
and by the expulsion of mouthfuls of sour vomitus. No signifi-
cance can be attached to the pain as regards its location or its
character, but the time of its greatest activity—f{rom two to five.
hours after a meal—is most significant. It is the pain of a
partially empty stomach rather than of a full one, and can be
relieved by the taking of food, of drink, or of alkalies. In fact,
rather than to speak of the pain as following a meal, it is more
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correct to refer to it as preceding and as being relieved by the
meal. The “hunger pain,” as Moynihan so aptly has named
it, of duodenal ulcer is best illustrated by the attacks coming
on in the night and waking the patient from sleep shortly after
midnight. This pain persistently destroys comfort and prevents
sleep until food is taken, when comfort is restored and sleep
becomes possible.

Tenderness on pressure at a fixed point in the epigastrium
generally can be elicited in the early stage of ulcer during an
attack of pain, and the location of this fixed tender point often
is of value in ulcer localization. When this tender point is just
to the right of the median line, it is indicative of ulcer at or near
the pylorus. When some distance to the right, it has value in
determining the existence of duodenal ulcer. The farther the
tender point is to the left of the median line, the farther from
the pylorus the gastric ulcer will be found. Referred pain and
tenderness occasionally are noted in the back to the left of the
spine and opposite the tenth and eleventh dorsal vertebrae in
gastric ulcer, while the referred pain and tenderness in duodenal
ulcer radiate more to the right along the edge of the ribs, as in
gall-tract disease.

Late in the history of ulcer, when the symptoms attending its
complications overshadow those of the ulcer, the appetite,
which previously has been good, becomes fickle and poor and,
because of the intense stomach distress following every meal,
many patients purposely deny themselves food. As a result of
the poor appetite and of this denial, loss in weight and strength
follow and, not infrequently, invalidism becomes pronounced.
There is no longer either periodicity of attack or interval; for
pain, or marked distress at least, occurs with every meal. Follow-
ing the intake of food there is no ease as in the early days, but
pain, which may show wide gradations from a more or less
distressing soreness to a sharp stabbing sensation, occurs im-
mediately. This pain always is located at the same point
in the epigastrium, and generally steadily increases in severity
until the stomach is emptied by irrigation, by forced vomiting, or
by the escape of the stomach contents into the intestine. The
relief which comes with the empty stomach is more frequently
relative than absolute.

Contractures and the resulting distortions of the stomach wall,
obstruction of the pylorus, subacute perforations, and adhesion
of the stomach and duodenum to the surrounding structures,
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especially to the gall-bladder and the kidney pouch—all these
produce symptoms modified and varied according to the nature
of the complicating lesions.

Hemorrhage in gastric ulcer occasionally is an important,
pronounced, and dangerous symptom. Occurring as a hema-
temesis, it is both more frequent and more voluminous than in
duodenal ulcer. Hemorrhage in duodenal ulcer, occurring as
either hematemesis or melena, ordinarily must be considered as
a late result of the ulcerative process, occurring long after a
diagnosis should have been established. While hemorrhage
unquestionably occurs in the large proportion of the cases of
duodenal ulcer, it is as an internal or concealed hemorrhage in
many instances and, depending upon its severity or the fre-
quency of its repetition, must be recognized by the general symp-
toms of hemorrhage or by the secondary anemia or by the
presence of blood in the stools rather than by the vomiting
of blood. In the differentiation of cholelithiasis from ulcer,
the occurrence of hemorrhage necessarily must be considered as
a confirmatory symptom of ulcer, either gastric or duodenal.

Cholelithiasis.—The initial symptoms of cholelithiasis, which
invariably are referred to the stomach, may be fairly constant,
recurring meal after meal and day after day, varying but slightly
in character and intensity. Inotherinstances they are noticeably
present only after the ingestion of an unusually hearty meal or
of some particular article of diet. In some patients the symp-
toms may be fairly permanent for weeks or months, to be followed,
as are the painful attacks in early ulcer, by an interval of com-
plete relief. In my own experience, in the majority of patients
these symptoms have been marked by fluctuations in intensity
rather than by intermissions in occurrence.

Following the ingestion of food there is no ease as in ulcer, but,
either before the meal is completed or within thirty minutes
after its completion, the patient is conscious of a feeling of fulness,
of weight and oppression, an uneasiness, or a discomfort, invari-
ably referred to the stomach. Occasionally distinct but transi-
tory pain is present which, compared with the pain of early
ulcer, is of much less intensity, occurs much sooner after the
taking of food, in fact, is the pain of a full stomach and not of
an empty one, and does not progressively increase and reach its
height at from two to five hours after a meal. This pain in
cholelithiasis not seldom radiates through the back in the direc-
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tion of the right shoulder, which is in sharp contrast with the
direction of the referred pain in gastric ulcer.

With the onset of pain, be it ever so slight, frequently comes a
feeling of cold, a chilliness, never severe, never of long duration,
and more often noticed in the evening than at any other time.
Shortness of breath, manifest early in the course of a meal and
increasing as the meal progresses, is a constant complaint of
some patients. Moynihan has called attention to a catch in the
breath—a sudden stabbing pain—which occurs on deep inspira-
tion and which is characteristic of gall-bladder diseases, often
distinguishing them from gastric and duodenal conditions.
Occasionally patients will complain of a more or less constant
discomfort—not a pain—originating at the site of the gall-
bladder and extending to the right along the edge of the liver to
the axillary line. In my experience, this discomfort bears no
relation to the ingestion of food as does the similarly located
referred pain occasionally present in duodenal ulcer.

Flatulence is associated with the pain, and when the patient
belches she experiences some relief from the weight and oppres-
sion in the stomach. Following free eructation, the gastric
symptoms frequently disappear completely. Nausea may be
present in some cases, and vomiting, although an infrequent
event, may occur with complete relief from all stomach symptoms.

One of the most valuable signs of gallstone disease is tender-
ness over the gall-bladder, due to a low-grade cholecystitis,

. resulting from the presence of stone. Whenever this tenderness
is not readily apparent, it may be elicited by insinuating the
thumb well under the edge of the ribs, over the gall-bladder, and
requesting the patient to take a deep inspiration. As the liver
and gall-bladder are thus forced downward, the globe of the latter
comes in rather close contact with the thumb, causing a sudden
sharp pain and an immediate involuntary arrest of inspiration.
This point of tenderness is still farther to the right of the median
line than is that of duodenal ulcer.

Another sign of the existence of gallstones, infrequently met
in my own experience, but of considerable value when present,
is tenderness over the posterior surface of the liver, opposite and
to the right of the eleventh and twelfth dorsal vertebre. This
sign sometimes is obtainable when deep thumb pressure over
the gall-bladder is negative in result. This tender point is on
the opposite side of the spine from the tender point in gastric
ulcer. '
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Gallstones may remain quietly housed in the gall-bladder for
years, practically producing no symptoms, save those above
enumerated as the early or initial ones. The continuation of
these mild symptoms over a long period indicates the existence
of latent gallstones which, unfortunately and all too frequently,
are latent only in so far as the production of striking symptoms is
concerned. For months or for years these symptoms may
continue without marked exacerbations; in fact, the majority
of patients will not give during a lifetime more marked indications
than these of the presence of gallstone disease. On the other
hand, the irritation of calculi in the gall-bladder, determining
an infection of that viscus; the entanglement of a stone in the
pelvis of the gall-bladder or in the convolutions of the cystic
duct; the transit of a stone through the common duct or its
impaction therein; the secondary infection, suppuration, and
perforation of the gall-bladder and the ducts; the perichole-
cystic and pericholangic inflammations with crippling adhesions;
primary malignant disease in gall-bladder and duct; acute and
chronic pancreatitis, with a possible incurable diabetes, are
terminal events which, most unexpectedly and most rudely, may
disturb the quiet progress of these mild, unappreciated, and mis-
interpreted symptoms of latent gallstones.

To even enumerate the symptoms of these many terminal
complications of cholelithiasis would carry us far afield beyond
the necessary limitations of this paper. They are the symptoms
so generally and so erroneously accepted as the only diagnostic
evidences of gallstone disease, the chief of which are colic,
jaundice, bile-stained urine, and putty-colored stools—symp-
toms which are inadequate in purpose, in so far as the prevention
of complications and the conservation of health and life are
concerned, in that they appear late in the disease and onmly
after the initial and mild, but equally diagnostic symptoms
have been present for months or years.

A more complete consideration of these late symptoms and
complications of gallstone disease will be found in my paper,
“The Terminal Events of Gallstone Disease,” which I had the
honor to present before the association last year.

Cancer of the Stomach.—In the great majority of instances
(66 per cent., according to Moynihan, and 67 per cent., accord-
ing to Mayo) cancer of the stomach is but a sequence of ulcer,
the symptoms of the latter gradually merging into or being
displaced by those of the former. These symptoms are those
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referred to above as denoting the existence of complicated
ulcer. The period of stomach ease after food steadily
shortens until there is no ease, for distress at least, if not actual
pain, occurs immediately following the taking of food. Some-
what later in the disease, the pain is continuous in most in-
stances. It generally is of moderate intensity, bearable but per-
sistent, and is aggravated immediately by the ingestion of food.
This pain, while more diffuse than the pain of ulcer, is still epi-
gastric in its location and is not the widely diffuse pain of per-
foration. The appetite, which has been good during the
ulcer stage or which later has been controlled because of
the distress resulting from its gratification, may be annulled
by an intolerable disgust for foods. This disgust is particu-
larly noticeable as regards meats, and especially fat meats. Flat-
ulence generally is present, and the eructation of gas, which at
times may be extremely offensive, gives a short measure of com-
parative relief.

Vomiting may or may not be a dependable symptom in can-
cer. Its occurrence and its nature hinge largely upon the de-
gree of obstruction to the onflow of stomach contents, and that
depends upon the location of the growth. In cancer imbedded
on a pyloric ulcer base, the vomiting, which may have been a
marked symptom during the ulcer period, becomes more promi-
nent and more persistent. It is obstructive in nature, urgent
and copious. The vomitus frequently consists of long retained
food and may be intolerably offensive. There may be but a
show of blood in the vomitus or a decided hematemesis may
occur.

In cancer located away from the pylorus, generally along
the lesser curvature, while there may be no actual mechan-
ical obstruction to the passage of food, there will be some inter-
ference therewith. This interference, in many instances, how-
ever, will not produce vomiting. The symptoms in prepyloric
cancer are constitutional, save for the exception of pain,
tenderness, and tumor.

Anemia is the most striking of all the symptoms, both local
and general, of gastric cancer. It is a continuously progressive
symptom, frequently showing more markedly in the face than
elsewhere. Espeeially is its pallor noticeable about the eyes,
nose, and mouth. The anemia is occasioned by a more or less
continuous loss of blood, which may not be manifested by vom-
iting, but can be determined by tubage or by examination of the
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stools. The skin is pale, dry, harsh, and wrinkled, and here
again is the condition especially noticeable in the face. There
is progressive loss of both weight and strength. Languor and
indifference become noticeable, and the face shows an accepted,
calm, and hopeless resignation.

Cancer sequent upon ulcer may occur after a long typical
history of ulcer with its periodical attacks and intervals of
latency; or after a few attacks followed by a long interval of re-
pose; or, seemingly, with a complete absence of a precancerous
stage, in which the first attack or first illness is the fatal one,
in which the ulcer apparently takes on malignancy practi-
cally at its very inception. The more this latter class is studied;
the more minutely and persistently we delve into the history
of preceding years; the more critically we observe and analyze
the conditions disclosed on the operating-table, the more
strongly the conclusion is forced upon us that at some time,
remote it may be, there have been present the symptoms of
ulcer—symptoms which, in passing, either did not particularly
impress the patient or did not receive their correct interpre-
tation. Ulcer may remain latent for months or years, pro-
ducing practically no symptoms. Such a latent ulcer without
the least warning may cause the acute surgical disasters of
hemorrhage or perforation. Further, such an ulcer may un-
dergo malignant changes and, save for waning strength and
wasting flesh, produce no determining symptoms until comes
profuse hemorrhage, obstruction, or palpable tumor.

Cancer developing on a latent ulcer may be most rapid in its
course. In these cases the symptoms appear suddenly while the
patient has every reason to believe that, in so far as his stomach
at least is concerned, he is in perfect health. Frequently the
first symptom is a hematemesis, which may be decidedly pro-
fuse. The sudden anemia resulting therefrom not only remains,
but also progressively becomes more apparent. Vomiting,
with or without blood, may or may not recur. The stomach
distress or pain is fairly continuous but variable in intensity.
Loss of appetite or a disgust for foods, especially meats, quickly
is evident. A palpable tumor is demonstrable early. Strength
and flesh rapidly and steadily are lost and death soon closes
the scene.

Chronic Pancreatitis.—As practically 8o per cent. of the cases
of chronic pancreatitis are terminal events in gallstone disease,
the diagnosis of the former will be facilitated greatly by the
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recognition and correct interpretation of the early and slight
symptoms of the causal and concurrent infection'of the biliary
tract. Of the symptoms directly attributable to the pancreatic
disease itself, the subjective digestive disturbances generally
are overshadowed by those of the associated gall-tract disease
and are too indefinite to be of diagnostic value. The valuable
symptoms resulting from faulty digestion are found in the altered
condition of the feces. The evacuations are frequent, soft,
bulky, and pale, and because of their frequency are often errone-
ously described by the patient as diarrheic. The frequency of
the evacuations is due to their increased bulk, which is caused
by incomplete digestion, especially of albuminous foods. The
normal pigmentation of the feces being due to the presence of an
insoluble pigment resulting from the action of the pancreatic
juice upon some of the coloring matters of the bile, it necessarily
follows that absence from the bowel of either pancreatic juice
or bile will result in unpigmented feces.

A microscopical examination of the feces frequently will show
the presence of an unusual and decided quantity of undigested
muscle fibers, which, while a valuable indication of pancreatic
inflammation, is more strongly suggestive of malignant disease
of that organ. Fat in the feces is a more reliable symptom of
pancreatitis than is the presence of muscle fibers. Occasionally
the feces are visibly greasy, but ordinarily a chemical examination
will be necessary positively to determine, not alone the presence
of fat, but, as well, the form in which it exists. Stercobilin,
normally present in the feces, is diminished considerably in
quantity in pancreatitis and absent or showing but the slightest
trace in cancer of the pancreas. .

Cammidge maintains that his test will give a positive reaction
in practically all cases of pancreatitis and in about 25 per cent.
of the cases of cancer of the pancreas, owing to a zone of pancre-
atic inflammation surrounding the malignant area. The absence
of stercobilin from the feces with a positive Cammidge reaction
is urged strongly as indicative of cancer. In my own experience,
the findings of Cammidge’s reaction have been verified almost
invariably by the conditions found upon operation and, conse-
quently, I have held it to be a procedure giving reliable informa-
tion as to the condition of the pancreas. However, as competent

laboratory experts and surgeons recently have pronounced this
test to be absolutely worthless, it will be advisable, for the
present at least, to rest the diagnosis in pancreatic disease upon
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the anamnestic and physical examinations of the patient and
the microscopical examination of the feces.

Loss in weight, frequently referred to as a striking symptom
in gallstone disease, is more often the result of the digestive
inefficiency and the metabolic disturbances accompanying a
pancreatitis secondary to the cholelithiasis. Occurring in
connection with the symptoms of gallstones, it should be con-
sidered as a marked indication of a complicating pancreatitis.
Jaundice appearing in the course of a chronic pancreatitis may
result from either one of two different conditions, in each of
which it will show certain distinct characteristics. If a gallstone
occupying the distal portion of the common duct has caused a
pancreatitis by obstruction and infection of the pancreatic duct,
it may cause also, synchronously but independently, by obstruc-
tion of the common duct, a jaundice which will be characterized
by the remissions attending the jaundice of common duct stone.
If, on the other hand, the jaundice results, not directly from the
common duct stone, but from the compression of the common
duct by the swollen head of the inflamed pancreas, then the
jaundice remains constant save for the very gradual changes
attending the progress of the pancreatitis.

In cancer of the head of the pancreas the gall-bladder is
dilated, while in chronic pancreatitis it may be dilated or con-
tracted. If gallstones and their associated infections long have
preceded the pancreatitis, the calculous cholecystitis will have
caused a sclerosis and contraction of the gall-bladder in many
instances. The pressure of the accumulated bile and mucus
behind the obstruction caused by the swollen head of the pan-
creas, will not be sufficient to distend the thickened walls of
the sclerosed gall-bladder. On the other hand, if gallstones
have not been present or if they have been present but for a
short and uneventful period or if they have not caused crippling
lesions of the gall-bladder, then the latter will be dilated.

The occurrence of hemorrhage following slight trauma or
inconsequential disease occasionally is a striking feature in
pancreatic inflammations and is due to the decided urinary
elimination of the lime salts of the blood resulting therefrom.
Hemorrhages into the skin, giving the appearance of severe
contusions, are of frequent occurrence. The slightest bruising
of the skin will be followed by the most decided discoloration.
Several of my patients have given a history of profuse and pro-
longed menstrual periods occurring subsequent to other symptoms
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marking the onset of a pancreatitis. While other observers
must have noticed this disturbance of the menstrual function,
I have not been able to find the least reference thereto in the
literature of the subject. A number of instances of severe,
even fatal, hemorrhages from various abdominal structures
apart from the pancreas are a matter of record. _

Pain and tenderness, while generally present, are most variable
in their intensity and, in some instances, may be absent entirely.
Frequently it is impossible to determine whether these symp-
toms are caused by a pancreatitis or by the associated gallstone
disease. Several of my patients when asked to point out the
seat of pain, have outlined accurately the location of the pancreas
from the concavity of the duodenum to the spleen. The fact
that the pain of gastric ulcer may assume this same location and
direction must not be ignored. Tenderness is elicited by pres-
sure over the head of the pancreas, from 1 inch to 2 inches
above the umbilicus and to the right of the median line. A
slight rigidity of the rectus muscle is more often appreciable
than is a distinct swelling in the head of the pancreas, although
this swelling can be outlined in many instances. In decided
gastroptosis this tenderness of the pancreas frequently is pro-
nounced in the absence of pancreatic inflammation.

Movable Kidney.—As pointed out by Longyear, movable kid-
ney is associated with a prolapsed colon, and the symptoms of
one are blended with those of the other. Pain, in a variable
degree, is the prominent symptom of movable kidney. Only in
a small proportion of the cases are the distinctive attacks known
as “ Dietl’s crises” present. They are sudden in onset, marked
by excruciating abdominal pain, attended by nausea and vom-
iting, followed by the weak and rapid pulse and the cold and
leaky skin of collapse, with distended abdomen and the flexed
knees and thighs of peritoneal infection. The kidney during
the attack is extremely tender and generally is enlarged, pressure
thereon causing not only pain, but also nausea and faintness.
Jaundice sometimes is present, and the swollen and tender kidney
may be mistaken for an inflamed and distended gall-bladder.
Or, in some instances, the distressing syndrome may be inter-
preted as indicating an appendicitis or a ruptured gall-bladder.
The pain of these crises might be mistaken in some cases for
renal colic, but, as pointed out by Watson and Cunningham, it
differs from that pain in that usually it does not radiate along
the course of the ureter into the groin.

.
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In some instances the cessation of the pain is as sudden as was
its onset, while in others there is a more prolonged and gradual
subsidence. One of my patients through a period of years had
innumerable attacks of Dietl’s crises which, invariably and imme-
diately could be relieved by replacement of the wandering
kidney. "

Ordinarily a movable kidney gives rise not so much to actual
pain as to a sensation of dragging and weight in the upper abdo-
men and loin. This discomfort is increased by the erect posture
and diminished or abolished by the recumbent posture. During
the attacks of pain there may be a burning distress in the stomach,
which is uninfluenced by the ingestion of food and which persists
for days. Nausea may be present, and occasionally vomiting
may occur. Disturbances in urination are quite common, and
with the occurrence of Dietl’s crises may assume dangerous
proportions. A certain, frequently a decided, degree of neuras-
thenia is present in the great majority of the cases of movable
kidney which are productive of symptoms. Constipation or
alternating constipation and diarrhea is the rule in movable
kidney.

The differentiation of an enlarged gall-bladder from a movable
kidney can be accomplished by the physical examination. An
enlarged gall-bladder, if movable, is so only from side to side,
save for the slight ascent and descent incident to respiration, and
seems to swing from under the edge of the ribs, while a movable
kidney is movable from above downward and in the reverse
direction; a gall-bladder points from the tip of the ninth or tenth
rib downward and inward toward a point at, or 1 inch below,
the umbilicus, while a kidney is displaced downward and out-
ward; a gall-bladder, when small, is somewhat pear-shaped with
something of a neck or depression between it and the liver, but
when large appears as a globular tumor intimately connected
with the liver, with neither neck nor depression, while the kidney
has a shape and feel peculiarly its own; a distended gall-bladder
lies near the surface, while a kidney is more deeply situated and
passes upward, inward, and deeply backward when replaced.

Appendiceal Mimicry.—In conclusion, I need but remind you
that the appendix so successfully may mimic many of the sur-
gical lesions in the upper abdomen as to trick one, careless in his
anamnesis, into an unwarranted upper abdominal exploration.
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DISCUSSION.

Dr. ROBERT T. MoRrris, New York.—Mr. President: Dr.
Smith's paper shows elaborate observation, and I would rise to
simplify one or two points. We cannot always make an accurate
diagnosis of the presence of gallstones. Not long ago I was called
to the western part of the state to see a patient in whose case there
had been a difference of opinion as to the diagnosis. Some of
the doctors made a diagnosis of gallstones; others of cancer of the
liver, and still others advanced the theory that it was malaria.
They wanted an expert opinion from New York; I was called,
and after examining the patient decided that she had no gallstones.
The patient was anemic, cachectic, had lost 50 pounds in weight,
and had the characteristic signs of carcinoma of the gallbladder.
I told them to give the patient morphine so long as she lived and
let her have that comfort until death. I heard nothing about the
case until about two months afterward, when I asked about the
case on meeting one of the doctors, he said, “ Why, just after you
told us to give morphine the patient passed a large gallstone, and
now she weighs 40 pounds more than she did, and is perfectly
well.” (Laughter).

Here is one point I want to make in simplification: Do not
fall into the trap of speaking of gallstones. Do not make that
diagnosis. It is a dangerous thing to do. Gallstones are merely
incidental to cholecystitis. If they are there and if you find them,
well and good. Do not put yourself in the position of getting the
family to look for them in advance. That is a very unfortunate
position. You may speak of cholecystitis, but do not speak of
gallstones. In perhaps one-fourth of all gallstones cases operated
upon in this country gallstones are not found. The patients
are often very much improved after operation, they get much
better, or recover from all symptoms, and it is simply because
we are dealing with cholecystitis complications; the adhesions
are separated, and reflex symptoms disappear. We should speak
of cholecystitis and say nothing about gallstones unless we
happen to find them. I recall one case in which several phy-
sicians made a diagnosis of cholelithiasis. The family and the
patient expected to see the gallstones in a bottle with a blue
ribbon tied around it. Operation was performed, but there were
no gallstones found. The patient gained 3o pounds in weight.
I have learned better than to make a diagnosis of gallstones since
then. A diagnosis of cholecystitis is enough. In cholecytitis
there is a desquamation of endothelium on the peritoneal side.
Whenever lymph exudate follows this desquamation it will cause
adhesions in the upper part of the abdomen and the reflex symp-
toms may simulate the presence of gallstones. I cannot em-
phasize too much the point that we should speak of cholecystitis
rather than of gallstones. The reason we have not heard much
of these cases without gallstones is because doctors have kept the
matter quiet. Failure has been talked about less than success.
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Whenever surgeons expect to find a gallstone or gallstones, and do
not find them, they say nothing about it. Referring to the ques-
tion about stomach ulcer, the symptoms that have been mentioned
do occur in conditions aside from those of ulcer. It is due to
a certain working out of the law of compensation. We may have
almost every symptom of ulcer of the stomach secondary to
these bile-tract adhesions, secondary to the presence of loose
kidney or eye strain, and the patients will have symptoms of
ulcer of the stomach for several days or a week or two weeks, and
will recover absolutely. Two months later they will go through
the same thing again, and months later they will give the same
history, and this periodicity may just as well belong to the re-
flex class of patients, even to those in which the symptoms be-
long to the neurasthenic group. Patients are taken with ner-
vous prostration and with symptoms of ulcer of the stomach.
The explanation is perhaps this: at one time, when symptoms
occur, the resistance is low. Patients will have marked symp-
toms and recover from them. They will carry the source of
irritation for weeks or months until something lessons the resist-
ance and down they go, and you have the whole history over
again, no matter whether the patient has a loose kidney, or eye
strain, producing symptoms of ulcer of the stomach. Just a
little to the right of the navel you find the right lumbar ganglia,
and when you press deeply there you have tenderness which
belongs to the irritative or infective lesions of the appendix.
That 1 inch will mislead you by many yards, however, unless
you determine that the left lumbar ganglia are not hyper-
sensitive, at the time when the right lumbar ganglia are hyper-
senstitive.

Dr. R. R. HucGaGINs, Pittsburg, Pa.—Mr. President: Since
Dr. Morris brought this matter to our attention several years
ago it has been a source of considerable interest and in all ex-
aminations I have tried to elicit these signs, if present. A very
great difficulty in determining the value of this sign is first to
eliminate the condition that Dr. Morris has dwelt most upon—
which is the neurotic or neurasthenic patient.

It is very hard sometimes when we have a tender spot at the
right or left of the umbilicus to determine whether it is really
caused by some pathological condition in the appendix or pelvic
organs or due to a hypersensitive condition of the lumbar
plexus which accompanies a general neurasthenia.

It is a valuable aid in diagnosis and worthy of careful study.
There is no question about the necessity of removing irritating
lesions when present. There is no doubt that often times the
neurasthenic is cured by operation. There is no doubt, further-
more, that borderline cases of insanity are occasionally cured
through operative measures.

DRr. JoseprH PricE, Philadelphia.—It gives me great pleasure
to endorse and emphasize what Dr. Morris has said in regard to
nomenclature. In a good number of the neglected cases of

8
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appendicitis, the cold storage cases, and the cases that have
been rubbed by the osteopath for a week or so, we find the old
nomenclature of appendicitis fitting beautifully. One can
easily call it cecitis, typhlitis, perityphiltis, enterocolitis, or
wet or dry gripes. (Laughter.) It is an easy matter to pick
up the cecum and ileum, and it will part like wet blotting-paper.
Those conditions are very common. Just here I want to offer
the criticism that Dr. Deaver made at the College of Physicians
and Surgeons in a recent paper covering this same ground. The
paper was written to condemn the work of the so-called internists,
men whom we have so many good reasons to welcome, but we
feel that in the so-called internists we have a new speciality of
great importance, that is, those with advanced knowledge of
pathology and diagnosis. Not long since I traveled to a remote
corner of the western part of this state and stumbled on a big
gallstone that had been neglected for some time, and if we had
specialists in the shape of internists, some one would have recog-
nized the early pathology, and we would get these cases early.
But we have been sorely disappointed, and this disappointment
is due to the prejudice of the internist or new specialist to surgery.
It is impossible to cure him of his prejudice, and we can only do
it by his witnessing operations and the ravages of latent path-
ology. Moynihau has written a little book on living pathology,
but we should say more about it and give it more emphasis at
the operating-table.

I scarcely agree with Dr. Morris as to the errors in diagnosis in
gallstones. It is very seldom that I have found surgeons—and
I know them to be perfectly honorable and truthful—in the
habit of shirking a diagnosis. Gallstone disease is very common,
and fearfully neglected. It is a common thing to find the gall-
bladder and surrounding structures all fused and disorganized,
with abscesses and suppuration in the region of the gallbladder.
I have had seven consecutive cases of suppuration of the gall-
bladder, and in these I not only found pus, but gallstones and a
variety of filth, and since the visit of Kehr to Philadelphia, who
lost four cases from operation, as I thought, I was informed
that I was mistaken. No, this man said, one escaped, and it
took me some time to free the duodenum from his incision.
It is my impression that in closing the incision two or three
stitches were passed through the pylorus, and it took consider-
able dissection to free it and to free the transverse colon and
gallbladder. It was quite a while before I found a gallbladder
as large as a banana. Its walls were very much thickened.
After I emptied it, it stood open like a banana peel. I removed
the gallstones, and the patient made a beautiful recovery. Six
months later, in spite of some of the efforts and plans recom-
mend by Dr. Morris, there was obstruction of the bowel.
Again I opened the abdomen, and freed adhesions to the ileum,
putting the viscera in normal relations and removing the gall-
bladder. That man is now driving an engine and is perfectly



CHRONIC SURGICAL LESIONS. 47

healthy. I simply allude to this case in particular to demon-
strate the importance of persistent, determined, dogmatic
surgery in dealing with pathological or postoperative lesions.
It is common for some operators to leave pathological conditions
that they should not. That is a common practice in dealing
with the appendix. Quite a few men resort to puncture methods
which ought to be condemned by all good surgeons, put in a
little drain or a wick of gauze, leaving sequele to annoy other
surgeons or to necessitate repeated operations. More people
are dying from obstructions due to neglected pathological or
postoperative lesions than from well-done operations.

Dr. Roranp E. SkeEeL, Cleveland.—I wish to congratulate
Dr. Smith upon his remarkable paper, as I think he has con-
centrated in this one essay more than I have had the pleasure of
hearing before. There is one criticism however that I would like
to make and that is if one were to secure as complete and positive
a history as would be necessary in order to make diagnosis from
the history alone then he must meet with a most unusually intel-
ligent class of patients. There is no possibility of obtaining from
the average patient so accurate a history as to lead to accurate
diagnosis or of securing a typical history such as Dr. Smith has
so graphically described and as Monyihan has also described in
his new work upon Duodenal Ulcer. Monyihan has I believe made
the statement that he can make diagnosis of duodenal ulcer from
the anamnesis alone and that an examination is really super-
fluous. I would call attention in this connection to the fact that
the view-point of the average patient is much limited when they
apply for examination, by the physician asking them leading
questions; for instance: how long after meals is it before your
pain occurs? Does it come on two hours after meals? Yes.
How long does the pain last, four or five hours after meals? Yes.
Unless the patient is a medical man trained in medical habits of

* observation the history which the patient gives under these cir-
cumstances will completely lead one astray because there is not
one patient out of a hundred with a sufficient amount of pene-
tration or understanding of what is essential in the history of his
case to carry him back two, three or four years and still be able
to give a clear cut picture of his symptoms, and he is more mis-
lead than ever by the suggestions implied in the questions which
are put to him. Aside from this criticism, however, I think Dr.
Smith has presented the best paper on this subject that we have
heard in many years.

DR. SMITH (closing the discussion).—There is very little I
care to say in reply. The suggestions of Dr. Morris are cer-
tainly good ones as regards the naming of these conditions
before we operate on patients. It has long been a custom of
mine to explain to patients very frankly that we are operating
for inflammatory conditions of the gall tract, which really cause
the symptoms rather than for gallstones. If we get gallstones
we are very much ahead in the game.
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As to the cases referred to in which there are gallstones or as
to the diagnosis between gallstones and cancer. In a number of
recent cases, five especially, which occurred in my practice, I
have been led by the results to feel that I am almost ready to
operate in every case of cancer of the gallbladder or cancer
of the gall tract that is to explore suspicious cases. I have
been led to that because of these five recent cases, in all of which
I even more than suspected cancer. Of this number I found two
that were cancer, which were necessarily left alone, and three
which were not. In these three cases the gallbladders were full
of stones, with adhesions to the duodenum on one side and with
the colon piled up on the other, with a great mass there which
gave the impression to the examining hand of cancer of the
gallbladder. The obstructive symptoms from the adhesions
were quite similar to those obtained in certain cases of cancer
of the biliary tract, and yet these three out of five cases were
relieved temporarily, if not permanently, by section.

This question referred to by Dr. Skeel of getting the history of
patients is a very close one to me. It seems to me, from ob-
servation not only of surgeons but of general practitioners
particularly, that they do not give the time to the examination
and to the history of patients which they should. A patient
rushes into a doctor’s office and begins to relate some symptoms,
and the doctor picks up the leading symptoms that the patient
mentions, asks a few questions and prescribes for the symptoms,
and does not find out the underlying condition. We must de-
mand of the general practitioner—and we must do the same
thing ourselves—that he sees fewer cases, if necessary, and
charge better fees, and do a great deal better work and produce
better results. It is unnecessary in getting the anamnesis of a
patient to suggest or to ask leading questions. Listen to the
old woman’s story until she has told it, and pick out from her
story the little points which may lead you to a certain con-.
clusion in questioning her.

Dr. Skeel has made reference to the work of Mr. Monyihan,
and I will refer briefly to his method in this particular. His
service in Leeds General Infirmary comprises four weeks, then
he is off, and then he is on four weeks again. They cannot
keep a patient in the infimary longer than that time. He keeps
the average patient in the infirmary for seven days before opera-
ting, and during that time he is not asking leading questions,
but listening to stories that the patients tell about their con-
dition. His internes and nurses listen to these stories and ask
questions, and at the end of seven days Mr. Monyihan has
obtained a knowledge of the patient’s condition which very
seldom leads him astray in making diagnosis. We can all do
the same. These histories can be obtained, and it is our own
fault if we do not get them, and there is a satisfaction in making
a diagnosis on the history of the patient when these early symp-
toms are so important, and that alone is sufficient recompense
for the time which we must spend.
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THE problems of uterine cancer are so numerous that it would
be impossible in the limits given to this paper to discuss them
all. There are three of surpassing importance, upon which I
shall not dwell, one as to its etiology, the second as to its antidote,
and third, its pathology. It is a source of profound gratifica-
tion that investigation is being carried forward along these lines
by those eminently fitted for the task. Whether or not the
cause will be discovered remains to be seen, but it is devoutly
hoped their investigation will lead to the discovery of an
antidote.

It was my privilege five years ago to present to this body a
paper on the palliative treatment of uterine cancer. Since that
time I have read papers before various medical societies, and
contributed others to the medical press on the same general
topic. I have no apology to offer for again bringing to the notice
of this distinguished body the same problems and the same
arguments, believing as I do that there are none of greater
importance to engross professional thought, or which from the
humanitarian standpoint, and that of preventive medicine, have
greater claims to public sympathy.

For convenience of comparison the members of the medical
profession may be divided into three classes: 1. That great
class who make no serious effort at early diagnosis, whose
patients drift on to the stage of hopeless interference and in
which no rational effort save the administration of opiates and
the vaginal douche is made for their relief.

2. A small class who make a diagnosis at an earlier period,
not early enough as a rule for radical operation, who are so
convinced that uterine cancer is absolutely or practically in-
curable that they put them in the “inoperable list,”” doing
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little or nothing in a practical way for their palliation, and their
patients join the helpless throng of unfortunates.

3. The slowly increasing few practitioners who use every
endeavor for early diagnosis, who save some by early radical
operation, who regard no case as necessarily “inoperable’” for
palliative purposes save in the final stage, and who adopt the
best recognized method of palliative treatment.

The underlying reasons why the medical profession should
be thoroughly awake to the necessities of the situation, are so
plain that nothing but wilful neglect can discourage or obscure
their preeminent importance. The frequency, the suffering,
and the mortality attending uterine cancer are, or should be, of
themselves sufficient argument why professional sentiment
should be alert to this question.

First, as to its frequency: statistics show (and whether they
are absolutely accurate is immaterial) that one woman out of

every fourteen the age of thirty-
five, the morta nd, as to suffering,
which is alwa less so in uterine
cancer) and is rictures possible to

contemplate. 1n Ortailty 1s-1arge. mymost commensurate
with the entire IM aggregate number of
fatalities is difficult tc reason that boards of
health do not require notification of its presence, and the further
reason that the cause of death is not always properly given in
death certificates. -

Enough is known to appeal to the professional mind, the
knowledge of which should serve as a stimulant to endeavor
along the lines of preventive medicine, though preventive
medicine in cancer has a very limited practical application
save in uterine cancer, and then chiefly in cervical involvement.
The traumatism incident to parturition is a factor in uterine
malignancy which cannot be ignored. Failure to repair cervical
lacerations is responsible for an undetermined but large per-
centage of these cases, and until this subject is universally under-
stood and the remedy applied, the unavoidable consequences
must-follow. Pertinent to this is the following case of a woman
from Mobile, Alabama, for whom I repaired the cervix in 1888.
In September of this year she comes to me suffering from cancer
of the uterine body—with a cervix of normal appearance.
The comparatively few cases of uterine cancer in nulliparous
women has a most important bearing on this subject. There
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is a growing belief that cancer is contagious and infectious
under certain conditions and this is entitled to its full measure
of influence. Whether cancer is or is not of parasitic origin
is undetermined, other theories having their advocates and
believers. The frequency of cancer in certain families is sug-
gestive that heredity is a factor in some cases, but accurate
knowledge as to its cause will alone determine whether it is con-
genital or acquired. Coley, whose large experience entitles his
opinion to much weight claims that after operative interfer-
ence the use of the mixed serums of erysipelas and prodigiosus -
has some inhibitive influence on its recurrence. _

The first and greatest impediment from the professional stand-
point is lack of appreciation on the part of many, far too many,
physicians to the imperative necessity of early diagnosis. The
apathy and unconcern in some quarters is simply astounding.
Every general practitioner should be awake to the necessity
of early and accurate differentiation from other ailments peculiar
to women which at the outset have symptoms in common with
it. I cannot dwell on the subject of diagnosis, but the full
clinical picture is not necessary to establish the presence of
uterine cancer; neither does absence of pain make impossible
its presence. Purulent vaginal discharge, so-called irregular
menstruation, the various menorrhagias and other symptoms
appearing during or subsequent to the menstrual period, due to
the traumatism incident to parturition, or to other causes,
demand and are entitled to prompt differentiation as to benig-
nancy or malignancy. Between the hesitancy of women with
such symptoms, who fail to seek advice either from undue
delicacy, or ignorance of their meaning, and the indifference or
inability to make a diagnosis is a terrible hiatus, and relief can
only come when the chasm is closed. I would get near the heart
and conscience of every practitioner of medicine in my appeal
for him to do something, and that at once in arriving at safe
conclusions.

Every physician owes it, not less to himself than to his patients,
to calmly consider the interests involved. The safety of the
patient may, and often does, bear a close relation to early and
accurate diagnosis. The proposition is too axiomatic to claim
further discussion. It is useless to ignore the difficulties in-
volved in such a differentiation. If the attendant is in doubt,
why not give the patient the benefit of one familiar and skilled
in such work? There would be no hesitation on the part of
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general practitioners to seek the advice of skilled specialists in
grave surgical emergencies, as seen in serious involvement of the
eye, in obscure abdominal disease, or in dangerous lesions in-
volving the brain. Why then in these cases temporize or delay?
Until the rank and file of the medical profession are ready and
willing to give these cases the best skill at their command, the
mortality of uterine cancer will not materially diminish.

The time is ripe when all individual practitioners, state and
county medical societies, and organizations like this, should act
singly and collectively to impress on the medical profession and
all women the imperative need of such action.

This feature of the subject I will allude to later omn, I
desire briefly to discuss the treatment of uterine cancer, which
should be radical or palliative, according to the stage of the
disease. That there may be no doubt as to my attitude on this
. subject, I desire to state in unequivocal terms my belief that
early extirpation of the uterus, in our present state of knowl-
edge, offers the best chance of cure. If in cervical cancer there
is any considerable involvement of the vaginal structure, primary
hysterectomy cannot be undertaken. In these cases the first
~ indication is high amputation of the cervix, and removal of the
vaginal involvement. If healing follows, it will be the function
of the attendant to decide whether it is better to do hysterectomy
or to keep the case under close observation. If healing of the
vaginal surface is complete, but the uterine stump does not heal,
. hysterectomy may and usually should be undertaken, providing
there is normal mobility of the uterine body. I have done
abdominal hysterectomy in such cases as a secondary operation—
several patients being alive at this time after a period of from
eight to nine years. One of these cases which I reported as cured,
and had lost sight of for a period of more than six years, came
to me in July seeking relief from cystocele and rectocele, with no
evidence of cancerous disease. When high cervical amputation
has taken place the difficulties attending subsequent vaginal
hysterectomy are such as to make it difficult if not impracticable.

In case of primary cancer of the uterine body the problem of
hysterectomy will hinge largely on the presence or absence of
periuterirte involvement. Fixation of the uterus, if not dependent
on other coexisting causes, contraindicates hysterectomy. It
is most desirable under such conditions that accurate differen-
tiation be made. Full anesthesia with the hand in the rectum
will best facilitate arriving at a safe conclusion. If the parame-
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tria are involved, radical measures are contraindicated, but no
one would assume to make an absolute diagnosis as to slight
involvement of the lymphatics in the parametria. That belongs
to the domain of microscopical research. Infection of uterine
structure makes possible more or less remote secondary deposits
not distinguishable by bi-manual palpation. The balance of
sound judgment, practical experience, and the accepted pathologic
development must be our guide in matters of operative inter-
ference. When, subsequent to the removal of the cervix and the
vaginal growth, hysterectomy is expedient, the abdominal
route should be chosen; first, because vaginal hysterectomy is
neither easy nor practicable; second, as little interference as
possible should be made with the remaining cicatrix.

The proposition to do hysterectomy for cancer of the body as:
a secondary operation is, I am persuaded, a matter. which the
average practitioner and many operators will not entertain, as
being contrary to accepted theories; but, tested by practical ex-
perience in a certain class of cases, its value cannot be gainsaid.
It is for this reason that I appeal to every such man to cultivate
a tolerant spirit and not be too ready to condemn a step which
is not in harmony with his preconceived opinion. If such
men were to analyze the basis of their attitude, they would
probably discover that it rested in absolute unbelief of the
curability of uterine malignancy or of effective palliative
treatment, and a prejudice so strong as forbids them to consider
a revision of opinion of the efficiency of either radical or palliative
treatment of uterine cancer.

The palliative treatment most in vogue consists of the applica-
tion of potent escharotics, as arsenical paste, caustic potash, etc.
The objection to their use is twofold; first, inability to limit the
area of their destructive influence, and second, the violent pain
attending their application. As a palliative measure the
remedy par excellence is the thermo-cautery. In well equipped
hospitals the electric cautery leaves nothing to be desired. The
difficulty of keeping in order a portable electric-cautery apparatus
often makes the Pacquelin cautery the method to be adopted. I
have done more cautery operations with the Pacquelin than the
electric method for reasons above suggested; but with properly
selected accessories, I do not believe as some have claimed that
the difference in effectiveness is vital. When one is reduced to
the necessity of using a Pacquelin it is hazardous for obvious rea-
sons to attempt the operation with a single apparatus. In either

\
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case a variety of straight and curved platinum knives and dome-

' shaped instruments are needful. Tact in protecting the vaginal
structures from undue heat, and skill with experience in removing

- all diseased structures compatible with the anatomical relations

“of the healthy and diseased structure is needful to the best results.
It is important to keep in mind the possibility of doing conserva-
tive work by the thermic method, when there is primary involve-
ment of the uterine body, as well as when it is secondary to high
cervical amputation, even in periuterine involvement.

By the tactful and judicial use of platinum instruments it is
possible in a greater or less number of cases to remove all of the
uterine body, save little more than a shell of the uterus and its peri-
toneal covering, thereby prolonging the life and materially lessen-
ing the suffering of the patient. A burn penetrating through
the peritoneum is unimportant if it does not involve the ureters,
the intestines, the bladder, or bloodvessels.

While I have never had occasion to open the abdomen for the
purpose of observing how far it was safe to push the intrauterine
application of the cautery, I see no contraindication that it
might not be done with safety and advantage. Any desiring
more specific direction as to the technic of the operation are
referred to my article entitled, “ The Rational Treatment of so-
called Inoperable Uterine Cancer,” appearing in the April number
of “ The International Journal of Surgery.”

In this connection jts value as attested by the experience of the
late Dr. John Byrne of Brooklyn, which I referred to in my
paper five years ago, is most instructive and gratifying. Out
of nearly 400 electrocautery palliative operations—not selected
cases—about 20 per cent. of his cases were alive after five
years. In my own experience the results have been no less
satisfactory, though in no instance was any hope held out for
recovery. Other palliative measures having value and entitled
to careful consideration are the Roentgen ray and radium. My
experience with radium in insufficient to enable me to speak
authoritatively as to its value. So far, the most I can say is that
it seems to act in some degree in favorably influencing better
granulation, and to apparently diminish the tendency to bleed-
ing. Two unsolved problems in the use of the thermocautery
are the inhibitive influence it may have on cancer cells consider-
ably beyond the area of actual destruction of tissue, and also the
power of nature to replace structures which have been devital-
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ized by heat through lymphatic absorptions and deposit of or-
ganizable deposits.

I use the above terms “ unsolved problems’’ in their technical
sense because, when considered from the clinical aspect, by the
results following I am pursuaded that it does happen, and on no
other hypothesis can the effectiveness of the thermocautery
be explained.

The unwillingness of those who decline to test its power and
refuse to accept the experience of those who have is a matter of
profound regret.

An article on radium, appearing in “The Journal of American
Association,” for July g, by Dr. Robert Abbe, of New York City,
whose opinion is entitled to weight, gives little hope of its utility
save in cutaneous cancer. So also the x-ray has in my experence
produced mno cures. Perhaps the most that can be said is that
it may exert a temporary modifying influence.

At this time, while study and research into the etiology of
malignant disease gives hope that the antidote will soon be
found, our principal efforts for the radical and palliative of this
most distressing malady, are confined to hysterectomy and the
employment of the thermocautery.

While progress is slow in the adoption of the thermocautery
as a palliative measure, it is nevertheless apparent. Abroad
and at home there is a growing appreciation of Byrnes’ method.
This was apparent at a meeting of The Section of Obstetrics
and Gynecology at the Atlantic City meeting of the American
Medical Association in June, 1909. In the discussion of two
papers on “ The Palliative Treatment of Uterine Cancer,” written
independent of each other, read by Dr. Boldt, of New York City,
and myself, in the outspoken attitude of Kelly-Frederick, Polak,
Wetherel, and others.

Frederick’s article before the Section of Obstetrics and
Gynecology of the June meeting of the American Medical Asso-
ciation was a masterly argument for early diagnosis and the
effectiveness of the thermocautery as a “palliative’”’ measure.
His experience confirms the experience of others that cure in °
some cases has followed the thermic treatment even when alto-
gether unexpected. No doubt the recovery was more frequent
in squamous-celled involvement of the cervix than in adeno-
carcinoma. Riesspeaks with satisfaction of the power of thermo-
cautery and acetone as a palliative measure in cervical carcinoma
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but records no cures. The experience of Keene, McNaughton,
and McEvitt confirm the observation'of Dr. Byrne.

As justifying conservative work in unpropitious circumstances,
I desire to record the following: Two and a half years ago I saw
with a well-known up-state surgeon a case of cervical carcinoma,
involving not only the cervix but a portion of the vagina
anteriorly, and extending over the urethra, which was just com-
mencing to break down. I advised an immediate thermo-
cautery operation which was rejected. Just after the patient
(aged about forty-five) then cachectic, was seen by one of the
most eminent metropolitan professors of gynecology and one of
my confréres of the Long Island College Hospital. The metro-
politan representative advised against interference, but the
other gentleman did a thermic operation, with the result that
healing took place and at the end of two years she had en-
joyed good health, though about that time there was some
return of the growth, and I have lost track of the case.

The thermocautery treatment is applicable to all stages of
cervical cancer, and most cases of uterine involvement, save in the
final stage. The modus operandi seems to be, first, its power to
destroy or inhibit specific germs beyond the area of actual
destruction of tissue; second, by closing the lymphatics, thereby
limiting septic absorption; third, promoting healing, diminishing
hemorrhage and purulent discharge; fourth, when the distruc-
tion of malignant growth extends to normal structure, the advent
of healthy cicatrization; fifth, that by following the use of the
cautery by daily gentle irrigation with one of the creasol com-
pounds of not more than 1 dram to a quart, or a weak solution
of permanganate of potassium (always avoiding the peroxide of
hydrogen which is irritating and likely to provoke hemorrhage),
and the daily dressing by oxid-zinc gauze, the suffering is greatly
lessened and sometimes almost wanting until the unavoidable
termination comes; sixth, that occasional well-authenticated
cures have followed this treatment, in which no expectation of
cure was suggested. These dressings should be undertaken with
the utmost gentleness, usually with the patient in the Sims
position, and the employment of a Sims spectulum, thereby
avoiding as far as possible all pressure on diseased surfaces.

While this treatment demands the expenditure of much time
and labor on the part of the attendant, I have demonstrated to
my entire satisfaction that no other known method of treatment
can contribute so much to the comfort of sthe patient. In view
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of these facts the hope is reiterated that many practitioners who
have become disheartened and disappointed in every palliative
measure will adopt and faithfully test the merits of this treat-
ment. Itshould be added, in this connection, that when properly
applied so that burning of healthy vaginal and vaginocutaneous
surface is avoided, there is usually little or no pain following its
use. And there is also no reason per se why this treatment
may not be repeated whenever indicated.

Apart from the need of activity and discrimination among
medical men, there remain two other problems of commanding
importance. First, that such knowledge should be disseminated
among women as will lead them to seek early advice under con-
ditions such as have been enumerated. This involves on their
part such an appreciation of the necessities of the situation as
will enable them to escape the promptings of a mistaken modesty,
that they may know and that early, whether their ailments are
benign or malignant. Second, that public interest should be
awakened among philanthropic men and women as has been for
those suffering from tuberculosis, which will provide in every
populous community, or every considerable area of sparsely
settled territory, facilities for the care of the numerous cases of
uterine cancer, the possessor of which, if without financial
resources that will bring them skilled medical and surgical
treatment and efficient nursing. Everywhere the facilities for
the care of incurables are only too apparent, but in this disease,
the most painful and loathsome, of which multitudes of women
are hopeless victims, the demands of our common humanity
require provision should be made for their comfort and relief.
Without doubt, if the terrible suffering of this most unfortunate
class were known and appreciated, swift relief would be forth-
coming.

At the meeting of the Section of Obstetrics and Gynecology,
American Medical Association in 1909 already referred to, the
feature of preventive medicine came up under the discussion of
the papers on the palliative treatment of uterine cancer read by
Dr. Boldt and myself, but no action was taken.

At the annual meeting of the Medical Society of the State of
New York, held in January, 1910, I offered a resolution calling
for the appointment of a committee to consider and report to the
society on these questions. It was referred to the council of the
Society, but as yet I have been unable to secure their favorable
action. This resolution, purposely, did not touch the question
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of investigation of the étiology of cancer, which is being pursued
in New York State, in New York City and Buffalo, as well as at
other points, by those whose qualifications command the confi-
dence of the medical profession, and inspire the hope that the
cause and antidote of cancer will soon be known. If the medical
society of the State of New York would exert the full measure
of its influence to impress on every practitioner in the State of
New York the mecessity of early accurate diagnosis in these
cases, and the reasons why the public should be interested in
caring for the needs of this unfortunate class, it would give the
movement an impetus which is bound to come with or independ-
ent of their action.

It is painfully evident that the professional mind is not yet
sufficiently awake to the necessities of the situation to undertake
the exercise of the prerogative which naturally falls within its
legitimate province, the exercise of which will mark a new era in
the philanthropic work of a philanthropic profession. It must
be equally evident to every practitioner whose duties bring to his
observation this class of cases, that a campaign of education
within and without the medical profession is needful to a proper
appreciation of this work.

It is my desire and hope on this occasion that this society will
consider in a practical way these questions. To this end I invoke
the mature judgment, cooperation, and influence of this body to
the formation of a plan and the promulgation of measures by
which the condition of women with cancer will be ameliorated.

In view of these facts that one woman in every fourteen dies of
cancer, and that after the age of thirty-five the mortality rises to
one in nine—a percentage of over 11 per cent.—that the suffering
it involves is greater than that of almost any known disease,
that in the present state of our knowledge relief can only come
through early diagnosis, and then by appropriate radical and
palliative treatment, that the principal impediment to such
early diagnosis is found in the want of appreciation of medical
men, of the early differentiation of symptoms which distinguish
between malignancy and benignancy, that want of knowledge
on the part of women to know the symptoms which require early
advice, coupled too often with a false modesty to disclose their
condition, and that inadequate facilities for the care of such
cases make practical relief difficult if not impossible.

It is resolved, first, that this society by its president appoint
a committee of three (one of which shall be the president him-
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self), whose duty it shall be to formulate a plan whereby all
practitioners of medicine shall be urged to faithfulness in making
early diagnosis of suspected uterine cancer, and if doubt exists
to secure the opinion of those whose experience and judgment
may be regarded as authoritative.

Second, that this committee be directed to devise some method
by which, along ethical lines, women may be properly informed
why they should seek early advice in menstrual disorders and
other conditions peculiar to themselves, and that it further
consider  some more comprehensive plan whereby a general
diffusion of appropriate and vital knowledge on this important
subject can be secured.

Third, that emphasis be given to the fact that more helpful
and scientific relief can be given to this most unfortunate class
of patients, than that limited to the administration of opiates
and the use of the vaginal douche.

Fourth, that the time is ripe when in every populous com-
munity and some defined area of less densely settled districts,
homes and hospitals should be maintained, wherein those of this
helpless and neglected class (who are without financial resources)
may receive adequate treatment and humane nursing. In view
of the willingness of a charitable and responsive public to respond
to the call of humanity to aid unfortunate sufferers, as evinced
in the generous help of those suffering from tuberculosis, a
campaign be undertaken under the auspices of the medical profes-
sion, public-spirited citizens, and intelligent women, for the relief
of those whose suffering and helplessness is unequaled by any
other class in the community.

Fifth, that this committee be instructed to conmsider in
connection with the foregoing resolutions, the question of
“ways and means’’ to make the work contemplated possible of
accomplishment.

Sixth, that this committee be directed to report at this, or
the next meeting of the association, as in their wisdom seems
best, and that the committee be empowered to fill vacancies in
its membership and appoint sub-committees if deemed expedient,
and to perform such other duties as are needful in carrying out
the purpose of this resolution.



STATISTICS OF CANCER IN THE FEMALE.
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To get reliable statistics on such a subject as cancer it is not
only necessary to see that the information obtained on this sub-
ject is accurate, but also that it is extensive enough to avoid
errors of chance. With this in view we collected data bearing
on the question of cancer from the mortality reports of the
United States Bureau of Census covering a period of eight years,
from 1900 to 1908. But the information thus obtained has some
drawbacks In the first place it gives us only the mortality of can-
cer, while cancer with its comparatively early diagnosis, improved
operative technic, and rather general application of radical
surgery, cannot at present be considered an absolutely fatal
disease. Many cancer cases are completely cured by operative
interference, and many die from intercurrent diseases. Of such
cancer cases the Bureau of Census can have no record. Again,
under the term cancer, the Bureau includes all malignant tumors;
its cancer statistics, therefore, are in reality statistics of all the
malignant tumors. To make our statistics more accurate and
more complete we supplemented the data obtained from the
mortality report of the census with those obtained from hospital
reports. Hospital reports not only have none of the drawbacks
mentioned, but in addition give us a fair statistical idea as to
how early cancer is being diagnosed, an important practical
point in connection with the cancer problem.

To get the hospital statistics we communicated with 604 lead-
ing hospitals in this country and Canada, and requested them
to send us their latest annual reports. One hundred and fifteen
of them reported that they had not been issuing any report, 209
did not answer our communication, and 280 sent us their latest
report. Of these 280, sixty-one contained no medical statistics,
and of the 219 in which we did find statistics, 125 had no sex
division, and 40 gave no results.

This paper, then, is based on statistical data collected from the
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latest eight annual reports of the Bureau or Census, and the
latest reports of 219 hospitals.
{TABLE 1.

Death Rate of Cancer in General.
According to the registration area:

Total male deaths............................ 2,405,737
Total female deaths.......................... 2,005,505
Male deaths past thirty-five years. . .. 1,257,635
Female deaths past thirty-five years............. 1,082,704
Total male deaths from cancer................. 71,939
Total female deaths from cancer................ 116,210
Male deaths from cancer past thirty-five years... 67,685

Female deaths from cancer past thirty-five years.. 110,375
According to the 219 hospital reports:

Male cancer cases.............ooeiueneeainns 2,754
Female cancer cases..................c.oonnn 5,469
Cancer cases unclassified as tosex.............. 4,405

The above cited figures show that the proportion of deaths
from cancer to the total number of deaths from all causes are:
in females 1 to 17.7; in males 1 to 33.4. The proportion of
deaths from cancer past thirty-five years to the total number of
deaths past thirty-five years are: in females 1 to 9.8; in males
1 to 18.5. Taking the relative frequency of cancer in both
sexes we find that according to the mortality statistics of the
United States Bureau of Census 62 per cent. of those that die of
cancer are females, and 38 per cent. males; according 'to the
hospital statistics 66.5 per cent. are females, and 33.5 per cent.
males. We see, then, that cancer is an exceedingly common
disease in the female, and it is met with about twice as frequently
in females as in males.

GRADUAL INCREASE IN CANCER OF FEMALES.

TABLE 2,

Proportion of Cancer Mortality to Total Mortality from Bureau of Census
Records 1900 to 1908.

Year | Total No. of female Total female Frequency of
| deaths from all causes cancer deaths cancer
1900 ‘ 253,242 11,067 Ito22.8
1901 241,333 12,459 1t019.3
1902 234,092 12,802 1to18.2
1903 2‘;:,569 13,822 I :o 16.2
1904 254,474 14,2 1to17.
1905 252,270 15,109 1to16.7
1900 | 276,536 17,943 I1t015.4
1907 | 310,692 18,681 1t016.6
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As we see from this table there is quite an increase in cancer
from 1900 to 1903 (from 1 in 2 .8 to 1in 16.4) but from 1903 to
1907 the variation is not so marked. The table given by the
Census bas=d on the number of cancer cases per 100,000 popula-
tion shows a more definite and continuous increase, as follows:

TABLE 3.

Deaths from Cancer per 100,000 Population.
1900 63
1901 64.5
1902 65.3
1903 68.3
1904 70.6
1905 72.1
1906 70.8
1907 73-1
1908 74-3

Whether based on mortality figures nr population figures there
is clearly shown an increase in cancer from 1900 to 1908. In the
eight years there was an increase in cancer mortality from 1 in
22.8 deaths to 1 in 16. 6 deaths or from 63 per 100,000 population
to 74.3.

The question is frequently raised whether the graudal increase
in mortality is not due to changes in the methods of reporting
deaths and to the greater accuracy in the diagnosis of cancer,
especially in view of the slight variation for the five years between
1903 and 1907. There is no question that the bureaus of health
of the large cities have lately been taking better care of the mor-
tality statistics. Besides the gradual improvement of the
medical schools, the rapid increase of hospitals with their labora-
tories, and the more general application of surgical treatment
for surgical diseases, all increased the possiblitiies of more accu-
rate diagnosis. But these factors cannot account completely
for the statistical increase of cancer mortality, for if they could,
there would have been no such increase in the easily recognized
cancers of the skin and breasts, as the following table indicates.
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TABLE 4.

Increase of Cancer of Skin and Breast.

Cancer of skin Cancer of Breasts

Year Total mortality No. Proportion  No. Proportion
1900 253,242 208 or I:1218 1395 or 1:1815
1901 241,333 227 or 1:1007 1621 or 1:1488
1902 234,092 232 or I:I009 1495 or 1:1565%
1903 232,569 268 or 1:867 1772 Or I1:1313
1904 254,474 296 or 1:853 . I771 Or I:I437
1905 252,270 279 Or I1:904 1994 or 1:1205
1906 276,536 328 or 1:843 2§II or I 1101
1907 310,692 397 or 1:782 2590 or I:1199

Thus we see that in eight years cancer of the skin increased in
frequency from 1 in 1218 to 1 in 782, and cancer of the breasts
from 1 in 1815 to 1 in 1199. This increase in the frequency of
the cancer of the skin and breast confirms unquestionably the
belief that cancer is on the increase.

AGE AND CANCER.

TABLE 5.

Frequency of Cancer of the Female at Different Ages.

Female total deaths Female total deaths .

Age from all causes from cancer Proportion

1to 5 years 558,643 ! 396 1to 1411
§ to 10 years 54,449 159 1 to 342
10 to 15 years 34,952 | 179 Ito 195
15 to 20 years 60,299 i 332 1to 182
20 to 2§ years 88,935 { 646 1to 138
25 to 3o years 95,160 1,609 1to 59
30 to 35 years | 90,273 3,423 1to 26
35 to 40 years 91,051 - 6,583 1to 14
40 to 45 years 85,107 | 10,045 1to 8
45 to 50 years | 84,515 ! 12,785 1to 7
50 to §5 years | 92,467 i 12,933 1to 7
55 to 6o years ' 97,171 14,722 1to 7
60 to 65 years | 113,985 14,924 1to 8
65 to 70 years 122,395 13,111 1to 9
70 to 75 years | 124,154 10,599 1to 12
above 75 years ’ 257,521 12,787 1to 20
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TABLE 6.

The Freguency of Cancer in the Corresponding Ages of both Sexes.

Age Male | Female

1tog 1:1436 I:I411

§ to 10 1 252 I 342
10 to I§ 1173 I: 19§
15 to 20 I: 159 1: 182
20 to 25 1: 160 1: 138
25 to 30 1: 126 I: 59
30 to 35 73 1: 26
35 to 40 D 44 Ir 14
40 to 45 I: 29 1 8
45 to 50 1: 20 1 7
50 to 55 : 16 7
55 to 60 b EI & @ 7
60 to 65 I: 12 1 8
65 to 70 I &1 I 9
70 to 75 I oI5 1: 12
above 75 ;21 1: 20

We see from the above two tables that the highest mortality
from cancer in the female is between forty-five and sixty,
reaching the proportion of 1 to 7, the mortality gradually diminish-
ing as age increases or decreases. The highest mortality from
cancer in the male is at the age between sixty and sixty-five
in the proportion of 1 to 12. Only at the age between five and
twenty is the mortality from cancer in the male higher than
that in the female. In this connection it should be remembered
that no distinction is made by the United States Bureau of
Census between carcinoma and the other malignant tumors.
The cancer mortality of the earlier years is, therefore, in all
probability accounted for chiefly by the mortality from sarcoma,
the malignant disease of the young.

CANCER GROUPS.

The Bureau of Census following the international classification
divides the different locations of cancer into seven groups:
(1) Stomach and liver, (2) intestines, (3) mouth, (4) skin, (5)
breast, (6) female sexual organs, and (7) miscellaneous.
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NuMBER OF CANCERS OF THE DIFFERENT GROUPS OF BoTH

SEXES.

TABLE 1.

According to the U. S. Census:

Stomach - . F. sexual | Miscella-

and liver Intestmes' Mouth ’ Skin Breast or neo
Female..| 35,213 | 11,583 IIII 2235 15,148 | 27,490 23,430
Male ...| 34,6035 8,613 4455 4153 107 |notgiven| 20,006

TABLE 8.
According to the Hospital Reports:

i Stomach . . F.sexual | Miscella-

and liver [Intestines Mouth | Skin Breast organs | neous
Female. . 334 275 48 146 1619 2753 2094
Male ... 616 269 394 292 414 321 448
Sex un-| 1098 569 396 682 669 1107
defined

From the tables 7 and 8 we can construct the following table:

TABLE o.

Comparison of the Percentages of each Group in Both Sexes

U. S. census statistics

Female

Hospital statistics

|
| Male Female |  Male

Stomach and liver.! 50.2% 49.-8% 35- % 64.9%
Intestines ........ 57-3 42.7 50.§ 49.5
Mouth .......... 19.9 8o.1 10.8 89.2
Skin............. 34.9 65.1 33.3 66.7
Breasts .......... 99.2 .8 79.6 20.4
Sexual organs..... not given 89.5 10.§
Miscellaneous .. .. 53.9 46.1 39.6 ‘ 60.4

|

We see from the above tables that the female sex leads in
number of cancers of breast and sexual organs, while the male

sex leads in number of cancers of mouth and skin.

Cancer of

the intestines are about equally distributed between both sexes,
and in cancer of the stomach both sexes are about equal in num-
ber accordin y to the United States Census statistics, but the male
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leads considerably in the hospital statistics. The reason for it
may be found in the fact t at cancer of this group is in the female
frequently secondary to primary cancer of her sexual organs and
breast, and, while the Bureau of Census credits the deaths of the
secondary cancers to the stomach and liver groups, the hospital
records show only the primary seats of these cancers.

TABLE 10.

Comparison of the Hospital and Census Percentages of the Groups.

Census statistics : Hospital statistics
! ——
Stomach and liver ....... 39% 6%
Intestines .............. 10 5
Mouth................. b¢ B¢
Skin..............l 2 l 2
Breasts ................ 13 30
Sexual organs........... 23 | 5T
Miscellaneous. .......... 20 i 5

We see that according to the statistics of the Bureau of Census,
women die most commonly from cancer of the stomach and liver
(30 percent.), then from cancer of the sexual organs (24 per tent.),
then from cancer of the breasts (13 per cent.), then intestines
(10 per cent.), skin (2 per cent.), and mouth (1 per cent.); while
according to the hospital cancer statistics women apply to hos-
pitals most commonly with cancer of the sexual organs (51 per
cent.), then with cancer of the breasts (30 per cent.), then with
cancer of the stomach and liver (6 per cent.), intestines (5 per
cent.), skin (2 per cent.), and mouth (1 per cent.).

OPERATIVE STATISTICS OF CANCER.

The point that interests us as much as any other in connection
with cancer is the statistics touching on questions of early
diagnosis. The only source of information in this connection
is the annual hospital reports, and the only way we can judge
about it is by the relative proportion of radical operations to
the palliative ones.
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TABLE 11.

Number of Radical and Palliative Operations in the Cancer Groups.

Radical 5 Palliative

{ Number with | ! | Number with
P Total | results given | Deaths | Total | results given i Deaths

Stomach and liver.| 173 140 39 339 ‘ 246 56
Intestine ........ 214 177 53 260 | 94 L45
Mouth.......... | 473 358 19 73 | 42 [T
Skin | 401 345 14 73 | 36 | o
Breasts ... S| 703 392 24 26 6 o
Sexual organs i 789 | 611 I 64 170 | 121 4
Miscellaneous ....! 491 | 371 \ 37 321 | 247 55
-~ | | |
" 3244 ' 1262

This table shows us a total of 5,506 operations for cancer of
which 1,265 or 21 per cent. are palliative. In other words, while
the only possible cure for cancer is a radical operation, 21 percent.
of the hospital cancer cases that come for treatment, are already
too late to be operated upon radically. The palliative operations
with an immediate mortality of 20. 3 per cent. with an unavoid-
able fatal termination in the near future is substituted for the
radical operation with the immediate mortality of 10.4 per cent.
and fair chance for recovery. Let us consider this point sepa-
rately for each group.

CANCER OF THE FEMALE SEXUAL ORGANS.
TABLE 12.

Number of Radical and Palliative Operations.

I
| Radical operations | Palliative operations

Total S R
number ' | |
Results | 1. Results .

Total |"t¥en | Died Total "0 Died

: : | -
Cterus............. | 2479 ! 706 | ss7 | ‘60 ! 123 | 89 -
Ovaries............ . 125 | 35 20 3 25 ' 17 I
Vulva ............. | 61 |22 ¢ 16 r |5 3 o
Vagina............ 54 19 11 o 13 9 o
Clitoris. ..........., 13 | 3 5 ) 2 2 | 1
Unclassified........ ' 21 I 2 2 o ' 2 I | o

From this table we construct the following:
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TABLE 13.
Percentage of Radical and Palliative Opemlions.

| Per cent. Per cent Per cent, Per cent. '

! total cancer radical m°$ig| of I palliative P:rn?lﬂt

| of the group | operations operations ’ operations { y
—— i .
Uterus....... 90 83.9 8.5 l 14.9 2.2
Ovaries ... .. .. | 4.5 58.3 8.6 ! 41.7 4.0
Vulva. ....... " 2.2 “81.5 4.5 ' 18.5 )
Vagina.......| 2. 59-4 o 40.6 o
Clitoris.. . .. .. | o.§ 71.4 o 28.6 50.
Unclassified.. . | 0.7 66.7 o 33-3 )

Cancer of the female sexual organs is the largest group in
hospital cancer statistics, constituting 51 per cent. of all hospital
cancer cases. If we bear in mind that the mortality statistics
of the U. S. census gives this group only 24 per cent., we can
easily presume that this group of cancer is generally diagnosed
by the profession and that it takes good advantage of hospital
treatment. At the same time we notice, by table 13, that at
the hospitals 82.9 per cent. of uterine cancer, 58.3 per cent.
of ovarian cancer, 81. 5 per cent. of vulvar cancer, 59.4 per cent.
of vaginal cancer, and 71.4 per cent. of cancer of clitoris are
operated upon radically, or, taking the total number of cancer
of the female sexual organs, 82.3 per cent. undergo radical
operations. These figures indicate that,even in this group, in spite
of the general use made of the hospital by it, 17.7 per cent. are
being admitted to the hospital in an already hopeless condition.

CANCER OF STOMACH AND LIVER.

TABLE 14.
Number of Radical and Palliative Operamms
Radical operations Palliative operations
Total | ~
number
Results Results
i Total ‘ gwe n Died | I ’I'otal . given Died
S e . .
Stomach. ......... 1629 173 140 | 39 275 | 108 41
Liver.............. 409 o o ‘ o 64 48 15

From this table we may construct the followmg tab]e
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TABLE 15.
Percentage of Radical and Palliative Operations.

! Per cent. | o
et cneer| | morliyof | gl |Percn
iof the group | operations o;:ralg‘:ms ! operations mortality

Stomach ..... 8o 38.6 27.9 61.4 19.9
Liver......... 20 o R 100 23.3

This group constltutes 6 per cent. of fema]e hosplta] cancer
cases while the census gives it 30 per cent. We can see from
this that a large number of this group never come to the hospital
for operations, either because they remain undiagnosticated
or are diagnosticated too late to get any benefit from hospital
treatment. Of those admitted to the hospitals only 33.5 per
cent. were operated upon radically, which means 58.8 per cent.
were diagnosticated too late to be benefited by the radical
operation. But the radical operation itself with its present
28 per cent. of immediate mortality is not very encouraging
treatment for this unfortunate group of cancer. It may be
interesting here to cite the statistical figures of stomach and
liver separately.

In this group the stomach cases constitute 8o per cent. and
liver 20 per cent. The liver cancer cases are all palliatively
treated with the immediate morta ity of 23.3 per cent. Of the
stomach cases, 38 6 per cent. are treated radically with an
immediate mortality of 28 per cent.,, and 1.4 per cent. are
treated palliatively with an immediate mortality of 15 per cent.
The poor status of the present treatment of cancer of the stomach
is here well demonstrated; 61.4 per cent. of the stomach cases
are being sent to the hospital too late for radical surgery, and
the remaining 38.6 per cent. operated on radically have a dis-
couraging immediate mortality of 28 per cent.

CANCER OF BREAST.
TABLE 16.
Number of Radical and Palliative Operations.

Radical operations Palliative operations
Total e — -
number T, | Results [
otal ' glv en Curedi Died ' Total
I

Results given | Died

2702 7o3l 392 | 130 | 24 | 26 ! 6 "o
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Percentages of Radical and Palliative Operations.

————
Per cent. radxcal Per cent. | Per cent. Per cent. palliative ! Per cent.

operations | cured | mortality operations mortality
96.4 ' 33.1 ! 6.1 | 3.6 : o
| |

This group of cancer constitutes 30 per cent. of the total
number of cancer cases admitted to the hospital, a higher
percentage than the one given in the census (13 per cent.) indi-
cating that hospital treatment is largely resorted to in this
group. The percentage of palliative operations is only 3.6,
which shows that the cases with cancer of the breast are sent
to the hospitals in time to get the radical operation, but the
fact that only 33 per cent. are reported as cured from the oper-
ations would suggest the idea that of the 94 per cent. surviving
the operations at least 61 per cent. come too late for permanent
cure.

CANCER OF THE INTESTINES.

TABLE 17.

Number af Radical and Palliative Opemtumv

Radical operalions ' Palliative operations
Total ‘ | I
'Results Results i
Total given | Died Total | | given | Died
. — ‘
Duodenum. ....... | 287 7 | 86 12 | 140 III 21
Cecum ..... oo ' 44 13 | 13 6 9| 7 4
Appendix. ......... 20 9 ' 9 o | 1 . ..
Colon............. l 94 i 9 | 8 6 35 ' 27 6
Sigmoid............| 111 IS 14 9 | 20 17 5
Rectum ........... I 336 22 N S ¢ I ..
Unclassified intestine; 221 | 49 45 " 19 54 31 9
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TABLE 18.

Percentage of Radical and Palliative Operations.

Radical operations . Palliative operations
Per cent. __ -
(Ot?l e Per cent | j Per cent
o group total number | P%' tc elntt ° total number xl;zf:l?tt
of operations | T3 | of operations y
| | |
Duodenum .. ... 26 i 45-5 13.9 54-5 | 18.9
Cecum......... | 4 59.0 46.1 41 ! 59.1
Appendix....... 2 90 o 10 (<]
Colon...........] 8 20.5§ 75 79.5 I 22.2
Sigmoid......... 10 o 42.8 64.3 57.2 | 29.4
Rectum ....... 30 | 95.6 4.5 4.4 o
Unclassified. . . .. 20 | 475 42.2 ' 52.5 29

The intestinal group of cancer in hospital statistics gives the
female 5 per cent. of the total female cancer cases while the
census credits the female sex with 10 per cent. This difference
suggests the idea that a large number of cancer of the intestines
is either not diagnosticated before death or is diagnosticated
too late to take advantage of surgical treatment at the hospitals.
At the same time we notice by table No. 11 that 55.9 per cent.
are operated upon palliatively, confirming still more forcibly
the idea that the diagnosis in cancer of the bowels is usually
made too late. In this connection it may be interesting to
notice the percentage of radical operations on the different
parts of intestines. Cancer of the rectum, with its early develop-
ment of symptoms, easy access for diagnosis and operative
procedures, leads with 95.6 per cent, of radical operations,
cancer of the appendix, with its symptoms suggestive of appendi-
citis, easy access and simplicity of operative treatment, and
readiness of patients to be operated on for appendicial disease,
follows with go per cent. The cancer of cecum, also suggesting
by its early symptoms appendiceal trouble, has to its credit
59 per cent. of radical operations; cancer of the duodenum and
sigmoid with their comparatively early development of symp-
toms, and proximity of the first to the stomach and the second
to the rectum, give, respectively, 45.5 per cent. and 42.8 per
cent. of radical operations. The colon, least accessible and
latest in development of symptoms, has only 20 per cent. of
radical operations.



72 K. ISADORE SANES.

CANCER OF THE SKIN.

TABLE 19.

Number of Radical and Palliative Operations.

| Radical operations | Palliative operations
Total |

i Results | Results | 1.

| Total |"Ven ; Died | Total | iven | Died
Skin unclassified ......... '; 350 75 55 ' 8 20 13 o
Skin head................ 40 | 12 PR ¢ o .. ..
Skinneck................ 135 69 62 5 15 8 o
Skin face................ 303 | 136 115 | o 22 9 o
Skinnose................ 119 19 25 | o 5 3 o
Skineye................. Loqr 33 | 33 o 4 1 o
Skinear................. | 24 , 1§ | 12 | o© ) .. ..
Skin extremities.......... {131 | 42 32 ‘ o 7 2 )

The above table reduced to percentages gives the following:

TABLE z0.

Percentage of Radical and Palliative Operations.

Per cent. of | Per cent. of | | Per cent.
total cancer ‘ radical rl:lfrfael?tty palliative i:rt‘fl?tty
of g'roup t operations | operations
Skin unclassified .. 30 8o | 14.4 20 )
Skin head ...... ' 3 100 P9 o o
Skin neck....... : 11 82 8 18 )
Skin face....... | 27 i 86 | o 14 o
Skin nose. . ..... ! 10 ‘ 79 o 21 o
Skineye........ [ 6 i 89 o II )
Skin ear........ 2 ! 100 o ) o
Skin extremities y 11 ; 89 i o 11 o

The skin group of cancer constitutes 2 per cent. of hospital
cases (table 10). The census gives it the same per cent. The
hospital treatment is therefore general. As far as taking advan-
tage of radical operations is concerned, this group shows up very
favorably according to the tables 19 and 20. The lowest per-
centage of radical operations is credited to cancer of nose and
this is quite high (79 per cent.).
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CANCER OF MOUTH.

TABLE 21.
Number of Radical and Palliative Operations.
Radical operations | Palliative operations
Total
Results | . Results | .
‘ Total given Died | Total given Died
Lips.............. 398 | 298 222 5 7 10 |
Cheek ............ 58 |23 5 | ) 9 4 -]
Tongue ........... 204 . 68 56 10 27 14 )
Tonsils ........... 13 . 12 8 2 )
Unclassified ....... 153 172 67 o 27 24 I

Reduced to percentage we get the following table:

TABLE 22.

Percentage of Radical and Palliative Operations.

{ |
! Radical operations ' Palliative operations
Per cent. — — - :
total cancer i
Per cent. Per cent.
of group Per cent. Per cent.
total number | ortality | total number | mortality
of operations f operations |
. I |
. : | l
Lips ........... 48 96.7 bogr 3.3 !
Cheek ......... 7 71.8 o i 28.2 I o
Tongue ........ 25 | 715 18 28.5 l o
Tonsils......... 2 | 100 16.6 |
Unclassified . ... 18 | 72.7 o { 27.3 ! 4.1

The mouth group of cancer constitutes 1 per cent. of all hospital
cancer cases; the census gives it the same percentage which
indicates that the group of cancer takes good advantage of hos-
pital treatment. At the same time we notice by Table 22-that
96.6 per cent. or 6 in 7 are operated upon radically. The most
common seat of cancer of mouth (48 per cent.) is the lips, and of
the total operations performed for cancer of lips 96.7 per
cent. is radical. Cancer of the tongue, which constitutes 25 per
cent. of total number of cancer of mouth, is credited with
71.5 per cent. of radical operations, cancer of the cheek (7 per
cent. of total mouth cancer) has 71.8 per cent. of radical opera-
tions, while all the cancers of the tonsils (2 per cent. of the total
mouth cancer) are reported as radically operated upon (Table 22).
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We may then say that the diagnosis of cancer in this group,
judging by the rather high percentage of radical operations, is
satisfactorily early.

MISCELLANEOUS GROUP OF CANCER.

Under this heading we shall select only the organs in which
cancer is more or less commonly met with. Placing them in
order of frequency we get the following table:

TABLE 23.
Number of Radical and Palliative Operations.
(4
|
! Total | Radical operations | Palliative operations
i
| number of T - R _l- - \;—‘
cancer Results | Mor- esults Mor-
Total | given | tality Total | given  tality
Esophagus ....... 234 4 1 2 | o 49 | 38 9
Bladder ........... 214 10 | 6 o 52 47 10
Bones and joints. .. 154 "8 ! 75 7 | 21 I 1o | 1
Pancreas........... 133 N . 35 | 29 . 14
Gall-bladder ....... } 90 : Ir | o | 3 39 | 32 | 5
Larynx............ ' 79 Ir 10 | 4 10 8 2
Kidney............ 51 ] 9 7 | 3 9 ’ 8 3
Thyroid............ 38 | 6 I | 5 4 | 1

From the above table we construct the following:

TABLE 24.
Percentage of Radical Operations.

| Per cent. total cancer

of this group | Per cent. radical operations

Esophagus ............. 24 7.5
Bladder ................ 22 16
Bones and joints ........ 15 80
Pancreas ............... 13 ‘ o
Gall-bladder . ........... 9 22
Larynx ................ 8 52
Kidney................. 5 50

4 64

Thyroid ...............

We see in this last group, as in all the others, that the more
accessible an organ, the more definite the characteristic symp-
toms and the easier the radical operation, the earlier is the
patient operated upon and the higher is the percentage of the
radical operation.
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PROBLEMS IN UTERINE CANCER.
CANCER IN THE COLORED RACE.

An interesting point for investigation is statistics of cancer
of the colored race. Unfortunately, the statistics collected by
the Bureau of Census are meager. Only in the partial report
for 1908 (the last obtainable) is an attempt made to give us infor-
mation on this question and then without any sex classifications.
This information is based on statistics collected in the cities of
Baltimore, Washington, Louisville, New Orleans, Kansas City,
Memphis, and rural districts of Maryland. According to this
statistics the mortality from cancer per 100,000 population of the
colored race is 50.2, while that in the white race is 71.7. This
lower death rate of cancer in the colored race, a difference of
21.5 per 100,000 population, can in our opinion be explained
not so much by the greater resistance of the race to cancer as by
the fact that their mortality in the precancerous age is much
higher than that in the white race. Studying the general mor-
tality of the colored race for 1906 and 1907, we are struck with
the fact that its highest mortality, excepting infancy, is reached
at the age between twenty-five and thirty, while that of the
white race between sixty-five and seventy; in other words, the
colored race die proportionately in larger numbers in the pre-
cancerous age than the white race. We can make this point
clearer by the following statistical observation for 1906 and

1907.

Deaths from all causes {In the white race 1,401,103.

and all ages In the colored race 89,099.

Deaths from all causes In the white 601,498, or 42.9 per cent. of total number.
prior to age 35

In the colored 51,209, or 57.4 per cent. of total number.

In other words, proportionately 14.5 per cent. less of the
colored race reach the cancer age than does the white race. It
may be of interest in this connection to state that the higher
mortality of the precancerous age of the colored is chiefly due to
the prevalence of tuberculosis. Thus in the above cited terri-
tory we find 457.4 deaths from tubercle bacillus to 100,000 of
colored population, while only 179 to 100,000 of white popula-
tion, the death rate of the colored from tuberculosis being two
and one-half times as high as that of the white. If to this higher
mortality in the precancerous age we add the probability of more
frequent mistakes in diagnosis among the colored people than



76 K. ISADORE SANES.

the white, we certainly can be justified in doubting the greater
resistance to cancer in the colored race than that in the white
race.
THE FREQUENCY OF CANCER IN DIFFERENT STATES AND COUNTRIES.

There seems to be a difference in death rate from cancer in
the different states. How much value can be attributed to purely
territorial influences on the resistance of its population to cancer
is difficult to determine, but, in, our judgment, it cannot be great.
Studying the death rates from cancer statistics in the states of
the registration area for the years 1900 to 1908 without distinction
as to sex, we find the death rate in some of them strikingly
different in the different years.

Thus per 10,000 it ranges in

New York, between 66.7 and 89.9, a difference of 23. 2.

" Vermont, between 69. 1 and 99, a difference of 29.9.

Maine, between 74.6 and 101. 3, a difference of 26. 7.

New Hampshire, between 71.9 and 95.8, a difference of 23.9.

Pennsylvania, between 41.5 and 62.8, a difference of 21.3.

Massachusetts, between 74.6 and 93.5, a difference of 18.9.

Such striking differences could not be possible if purely terri-
torial peculiarities were a great factor in the death rate of cancer.
But how can we account for such differences as, for example,
38.8 per 100,000 in South Dakota, and 101. 3 in Maine? If there
are no inherent peculiarities to account for the difference, how can
this difference be explained? It seems to us that there are many
factors independent of the territorial peculiarities that can ac-
count for it. The industries attracting large numbers of em-
ployees in their precancerous age, the economical and intellec-
tual standard of population with its influence on mortality,
especially on mortality in the precancerous age, the degree of
proficiency of the medical profession and that of its hoqpitals,
the accuracy of the Census Bureau health statistics, all these must
constitute great factors influencing the reports on mortality
of cancer in the different states. Information on all these points
would be of great value in determining the question of territorial
influence on cancer, but such information is not at our disposal.

These same considerations may with equal force apply to the
difference in the death rate from cancer in the different countries.

CONCLUSIONS.

Hospital statistics, if carefully and properly compounded, can
be utilized to great advantage by the profession in many ways.
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The modern hospital organization and facilities, the gradual
increase of the number of hospitals all over the country, the
more general use of the hospitals by the sick, the greater readiness
by the profession and patients to adopt surgical measures for
surgical diseases—all this makes the hospital the most valuable
source of statistical medical information. But to get accurate
information, not only must each hospital have a careful con-
scientious statistician, but the visiting members of the hospital
staff must see that their diagnoses are carefully reported in the
hospital records. The practice of leaving the collection of the
statistics to the inexperienced internes should be abandomned,
especially in large institutions, and a paid respomnsible registrar
put in charge of the hospital records. Of the 395 hospitals we
heard from, 115 or 29 per cent. issue no reports, sixty-one or 15
per cent. issue reports but with no medical statistics, 165 or
42 per cent. issue reports with incomplete medical statistics, and
only 14 per cent. issue reports with complete medical statistics.
Quite a number of our leading hospitals, generous in their treat-
ment of patients, and sparing nothing to advance their medical
work, neglect to give the profession their statistics in their other-
wise complete and elaborate annual reports. If we could have all
the hospital reports as carefully classified as in the Bellevue and
allied hospitals of New York, Boston City Hospital, and the
Massachusetts General of Boston, if we could have all the opera-
tive hospital statistics as clearly and fully reported as in the
Pennsylvania Hospital of Philadelphia and the Roosevelt of
New York, the medical profession could utilize the hospital re-
ports in its statistical studies to a much greater degree than it
can at present.

DISCUSSION ON THE PAPERS OF DRS. CHASE AND SANES.

Dr. WiLLiaM H. HumistoN, CLEVELAND.—Mr. President: the
importance of the paper, such as we have listened to from Dr.
Chase, who has had a wide experience in the treatment of cancer,
is invaluable. It is invaluable not only to us, but to those
general practitioners who will profit by the reading of the trans-
actions of this association. The German physicians have, through
a commission I believe, put out information, which is to be dis-
tributed to the laity on the early symptoms and diagnosis of
cancer, especially cancer of the uterus, and that will have, un-
doubtedly very soom, a very decided effect in bringing these
cases early to the surgeon for radical operation. It is wonder-
ful what the results have been, following the so-called radical
operation that has been put forth by Wertheim, for the hereto-

10
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fore inoperable cases of cancer of the uterus. It was my pleasure
to be with Wertheim several weeks in 1905, and I saw him oper-
ate upon numerous cases of the so-called inoperable carcinoma
of the uterus that had been referred to him by several surgeons
of noted ability who felt that it was too late for operative meas-
ures to be of value. All but one of these cases was operated
upon (and I saw anywhere from ten to twelve) under spinal an-
esthesia. The preparation of the field of operation was all
made before the spinal anesthesia was induced, and the operator,
with his skilled and trained assistants, not only removed the
broad ligaments, but the glands from the upper part of the vagina
and the cervix—removing glands as large as one’s thumb from
the iliac vessels and abdominal aorta; this together with the
separation of the uterus and vagina from the rectum posteriorly,
separation of the bladder low down anteriorly, and clamping
off and taking away from one-third to one-half of the vagina,
making a clean operation, such as an extensive breast operation
would be, thus giving us better results. And his statistics
of these so-called inoperable cases of carcinoma of the cervix
and uterus are as favorable, if not more so, than those resulting
from the older methods of earlier operation.

It has been my good fortune to have but five cases of this
kind that I could induce to submit to operation. Four of them
are still living in which I made this wide dissection. It is inter-
esting from the standpoint of age. One was thirty years of age,
a married woman, nulliparous, who had been treated for nearly
a year for so-called ulceration of the cervix by a general practi-
tioner. She came under my service at the hospital and I recog-
nized on examination and inspection that she had carcinoma
of the cervix with a fixed uterus, and the pelvis filled with in-
flammatory masses on either side of the uterus. To confirm
my suspicion, I made a V-shaped section of the cervix and sub-
mitted the specimen to a pathologist who reported it was car-
cinoma of the cervix. I made the combined vaginoabdominal
operation, and I show the specimen here of carcinoma of the
cervix with double tuboovarian abscesses. This patient did
very well for several months, then there was a recurrence. She
had carcinoma involving the lower part of the abdomen reaching
as high as the umbilicus. The other case was fifty-five years
of age, presented no other symptoms than irregular bleeding.
Her color was good. She had not lost weight. She had a
uterus seemingly the size of a fetal head, movable, and the
only symptom complained of was irregular bleeding. I rather
thought we had to deal with a submucous myoma of the uterus
and advised operation. I made supravaginal amputation, and
I have here a splendid specimen which I present of sarcoma of
the uterus. She was operated on in 1907 and is living to-day.

In another case in which I desired to do a Wertheim operation
the woman was fifty-two years of age in whom the cervix was in-
volved. She had a history throughout the child-bearing period
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of repeated attacks of peritonitis. She had a fixed uterus. A
radical operation was declined, and to relieve her I made an ex-
tensive curetment, removing nearly all the cervix, and then
applied the Paquelin cautery very thoroughly. This was one
yvear ago, and to my surprise she had complete relief following
the operation, and as yet no indication of any return of the car-
cinoma of the cervix. The diagnosis was made from sections,
not only by the pathologist at St. Vincent’s Charity Hospital,
but was confirmed by the pathologist of Lakeside Hospital.
This bears out the contention of Dr. Chase, that in a great many
cases by thorough cureting away the cervix and deep cauteriza-
tion with the Paquelin cautery, we can at least temporarily afford
these patients great relief. It has been a year since the opera-
tion was done in this case, and no recurrence has taken place,
and the woman is in perfect health so far as can be determined.
I shall follow this patient carefully and keep a record of her until
she passes away, and hope to have an autopsy and then make a
complete report of the case.

Dr. RaLpH WaALDO, New York.—I have been very much inter-
ested in these papers. Every civilized nation has one or more
commissions, and they have made no advance up to date in the
etiology of cancer. They are collecting a mass of statistics, and
we hope sometime that they will learn something more positive.
There has been a decided advance in the operative work for
carcinoma, and especially carcinoma of the uterus. I believe
to-day that most any one who is competent to pass judgment
will advise a radical operation on any woman forty-five or fifty
years of age, who has a persistent hemorrhage from her uterus,
unless there is a polypus or something else that can be thoroughly
demonstrated as the cause of the hemorrhage hysterectomy
should be performed. You will occasionally take out a uterus
which is not the seat of carcinoma, but you take out many more
that are- the seat of incipient carcinoma.

Now, the doctor has spoken about the methods of operating.
I admit with him that there is occasionally a case where the
abdominal operation is necessary. I had one last winter in a
nulliparous woman who had persistent hemorrhage. On
making the ordinary vaginal examination the cervix was found
to fill nearly the whole pelvis; the vagina was small, and we
operated, removing this offending organ from above. On the
other hand, I will not admit with the doctor that in ordinary
cases requiring operation that the vaginal route is not the
preferable one. I consider it decidedly preferable. When I say
the vaginal route I do not mean the ordinary every-day vaginal
hysterectomy. I mean opening the anterior vaginal wall up
to within one-half or three-quarters of an inch of the meatus,
pushing off the bladder and exposing the entire pelvis, including
the tubes and ovaries as well, if not better than through the
average abdominal incision. I speak of cases in which there
is a large vagina. You can take out as much or as little as
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you see fit. You can take out a large part of the broad liga-
ments. If the uterus is large, you can bisect it, and you can
spend a considerable amount of time in removing the glands.

Dr. HuMmistoN.—How would you remove infected glands
over the infected iliac vessels?

DRr. WaLpo.—I am not speaking of the class of cases that are
inoperable, but of those where the uterus is movable. When
the glands are involved about the iliac vessels, an operation is
useless, because the disease will return. Furthermore, when
the uterus is immovable, it does not mean that the deposits are
of necessity cancerous. There are inflammatory deposits, and
adhesions which are not of necessity cancerous, but this you
can determine only by the aid of the microscope. So all cases
of fixed uteri are not hopeless. My friend, the late Dr. Pryor,
performed two very extensive operations. One of his patients
fell into my hands on account of the return of the disease. I
reported this fact to him, and he kept track of the other case,
and found that the disease returned notwithstanding a very
extensive operation had been made. In this operation he took
away the uterus, the entire vagina, the entire perineal body,
and the rectum and broad ligament. He wanted to see if he
could not perform an operation sufficiently radical and deep to
cure this malady. In both of the cases the disease returned.

I suppose any one could talk a week on this subject, but I
think I have expressed my opinion sufficiently clearly.

DR. MAURICE I. ROSENTHAL, Fort Wayne.—What are the early
symptoms of cancer of the uterus? Hemorrhage and discharge?
Hemorrhage and bad smelling discharge are evidencesof breaking
down tissues hence are late evidences of cancer. When we get
a case of cancer of the uterus in its early history it is purely
by accident. The only saving clause we have is the fact that
some carcinomata are less malignant than others or some are
more malignant than others. When we are dealing with car-
cinoma of the fundus of the uterus we are ordinarily dealing
with a carcinoma that is less malignant. A destructive opera-
tion in the vagina in such a case is altogether uncalled for. When
we are dealing with carcinoma of the portio vaginalis we are
again dealing with that form of carcinoma which, like epithelioma
about the lip, is not so malignant. In such cases the cautery
operation, the ordinary hysterectomy done with cautery, will
give you as good results as any other operation. When, how-
ever, we are dealing with carcinoma of the portionis uteri, a
carcinoma which begins in the cervical endometrium higher up,
we are dealing with the most seriously malignant carcinomata
where no oridnary operation can do any good. In these cases a
broad deep operation may be of some avail. Ihave done the Wer-
theim operation. I reported six or seven cases in the American
Journal of Surgery some years ago, and with good results for
this class of cases; but I do not believe it is necessary to subject
every woman to a radical Wertheim operation, but to the less



PROBLEMS IN UTERINE CANCER. 81

severe operations for selected cases of cancer. There is one

point I am conivnced of, and that is that we can disseminate

cancer by cutting into it and transplanting that cancer into the

neighboring tissues. When we cut through a cancerous uterus,

this is just exactly what we do, and it is better to leave such a

uterus and subject the woman to the palliative measures which
have been so ably presented this morning.

DRr. J. HENRY CARSTENS, Detroit.—I agree with what Dr.
Rosenthal and with what Dr. Waldo have said with reference to
these cases of cancer, and the question very largely resolves itself
into early diagnosis. When the lymphatics are involved high up
and beneath the diaphragm and along side of the kidneys, it is
very doubtful whether all of the cancerous tissue can be removed
by such an extensive operation as is recommended by Wertheim,
and when a woman is so far gone as that I think it is better to let
the case alone and trust to the vis medicatrix nature. Besides
the varying degrees of malignancy to which reference has been
made, there are differences in the ages of the patient which we
must consider. The older the patient, usually the less malignant
the disease; the slower the growth, the more likely are you to
afford relief by operation. I operated on a woman, twenty-three
years of age, four years ago for hemorrhage. She had simply a
benign adenoma of the uterus. I thoroughly cureted it. She
was well for a while, and started flowing again, and kept on flow-
ing for four years. The family physician gave her medicines of
of all kinds, but finally she came back to me. I cureted her
uterus again, examined the scrapings from the curet, and found
it was adenocarcinoma, and immediately had her taken to the
hospital, and shortly afterward removed the uterus with the cau-
tery. The point I wish to make and to emphasize is that we must
make an early diagnosis in these cases and operate on them as
early as possible, and you can make the diagnosis early if you are
continually on the lookout for cancer. If you are conscientious
and microscopically examine the scrapings from the curet which
you remove, and the little pieces of the lacerated cervix, if you do
a trachelorrhaphy, you will find a lot of these cases early. Let
us consider what they are doing in Germany in this question.
Winter advocated that a long time ago—namely, to educate the
community in regard to the early symptoms of cancer. I advo-
cated educating the laity a long time ago. The statement which
is frequently made, that a woman when she reaches the meno-
pause must flow, is absurd, and to undo that impression which
has been handed down for ages is extremely difficult. I have
written articles on “ What women ought to know about cancer of
the uterus,”” and for several years I have agitated this question,
and finally induced our state board of health to issue a cancer cir-
cular on how cancer can be cured when an early diagnosis is
made and an operation performed promptly, and our state board
of health has distributed these circulars to the different county
medical societies, and the members of those societies carry these
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circulars in their pockets and distribute them to the people, and
if this is done in other states we will gradually get the people to
understand what the symptoms of cancer are. They will call a
doctor early and they will insist on the doctor examining them.
That is one great thing. There are a lot of doctors who do not
examine these women, and when they consult them with evident
cancer, they say to them, “I will give you a wash. Use that
for a month or two, and if you are not better, come back to me,”’
this is bad practice. These patients finally drift into the hands
of some one who recognizes cancer when it is too late. These
women ought to be examined, especially if they flow. If you
make an early diagnosis, and follow it by a prompt operation,
many patfents that are now doomed could have their lives saved.

Dr. Taomas B. NoBLE, Indianapolis.—I did not get here in
time to hear the papers, but have gathered some interesting
points from the drift of the discussion. I do not know that
I can add anything of great value to this subject, yet I have
some ideas that are to me worth while. I look upon cancer of
the cervix or of the uterus as an analogue to carcinoma of the
breast. It should be so considered and diagnosticated, and
decidedly so as regards the treatment. The time was when
we removed a growth from the breast only. Ultimately the
breast was removed, then the contiguous lymph nodes, and now
everything is taken away. I believe that such a procedure is
coming relative to the treatment of carcinoma of the uterus.
I do not know what other men are able to do, but I know I am
unable to do a complete and thorough operation by the vaginal
route. We know enough only to know that the farther we go
from the infected area the more nearly we come toward the
eradication of the disease. So far as I am aware, that is all we
definitely know. That is what we do with malignant disease
anywhere, namely, we aim to take away as much tissue as possible
and by so doing hope to remove all of the infected area. We
must do such a thing when it comes to operating on carcinoma
of the uterus. We must have the field of operation thoroughly
exposed, so that there will be before our fingers and our eyes all
tissues to be attacked. But I cannot do this by the vaginal
route. I know carcinomas have been removed by the vaginal
route for years, and I know that carcinomas are recurring re-
peatedly. We are surprised oftentimes to find that carcinomas
which we thought would recur donot. Those we thought would
not, have recurred. This is because, as has been said, of the
varying malignancy of the disease. No man can measure that
in my judgment before operation. We cannot foretell what ‘any
one individual case is going to do. You may, gentlemen, but
I cannot. All T know is to lay the field wide open, and that
means the abdominal route to me. It means a wide, free ab-
dominal incision, with the patient in the Trendelenburg position,
the bladder dissected off of the uterus in front, and suspended by
a gauze sling which is carried between the bladder and the uterus
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and tied in front, after the ureters have been dissected out,
well exposed, and giving you free access to everything that is
operable.

DRr. JoserH PriCE, Philadelphia.—A discussion of this painful
and distressing affection is always interesting, and just here I
want to make one or two criticisms. One is the correction of
statistics with reference to cancer. We will find that out cancer
commissions paid by the state are commonly political bodies,
just what you find at Washington, and in connection with our
new hospitals. If they would only organize gemeral research
laboratories, we would make more progress along these lines.
In this state (New York) you have used an immense amount of
money in the research department, and it has only determined
that fish are now having malignant disease. That is really the
only discovery they have made. Cancer is spreading. We are '
discussing a loathsome and distressing affliction. Many years
ago Oliver Wendell Holmes invited Sims to lecture to his ana-
tomical class, and Sims took for his subject the curet and cautery
and uterine cancer. The great Sims recognized the fact that the
curet and cautery gave these women with cancer a period of
one or two or more years of absence of an offensive discharge
and copious hemorrhages, and freedom from pain. I presume
many of you have been in Europe this summer and enjoyed your
vacations. That is about what these patients get out of the
curet and cautery—namely, removal of the involved structures
and prolonging their lives for one or two years, and putting the
sufferer and family again into a comfortable and uncontaminated
atmosphere. - If you take the neglected cases of cancer of the
uterus, the delayed and hopless cases, and subject them to the
curet and cautery, if you cook the parts thoroughly, you will put
those women in a new atmosphere. The sisters, the daughters,
the husbands, and others, have appealed for early operation
because they are living in a contaminated atmosphere, and
by the early use of the curet and cautery you rid the house of
a contaminated atmosphere for at least two years.

What happens with extirpation of the uterus? You have
recurrence of the disease with involvement of bowel and blad-
der, and the recurrences come as quickly as they do from the
use of the curet and cautery, when well done.

There are a number of interesting points we might discuss
in connection with this subject. For instance, plastic ‘work in
this country at the present time is very much neglected. Sur-
geons are so much interested in hanging up the jejunum that
they have forgotten about the accidents incident to parturition,
and the great work done at the Woman’s Hospital in the city of
New York in restoring women to normal, physiological child-
bearing conditions, restoring them from accidents incident to
parturition which were responsible for much of our race suicide.
Let us take the work of Emmet. I venture to say that there
is not 1 per cent. of this body of men prepared to report malig-
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nancy following the operation which Emmet devised for the
repair of the injuries of the cervix. I have done thousands
of these operations for deep bilateral lacerations, with extensive
erosion, congestive hypertrophies, and the cervix loaded with
Nabothian cysts, and not a single one of those cases in thirty-
five years has been followed by malignancy, and, at the
same time, I put a new bottom in the woman. What
happens in Germany? The German and French operators
took precisely that group of cases with angry erosions, bleed-
ing irregularly, and with other symptoms of malignancy, and
extirpated in a radical manner, with the result that their sta-
tistics were very favorable. We have closed the cervix and
done good plastic work, while they have extirpated. There
is an interval of one-quarter of a century between the oper-
ation and the recurrence of the disease. They were practising
race suicide and we were not. These women should have gone
on bearing children. They were robbing these women of just
what a woman prizes most—namely, maternity, and we were
not.

Cancer is cancer the world over, and much has been said with
reference to the progress made in mammary cancer. A number
of surgeons adopted the removal of the pectoral muscles, and
malignancy does not occur in 1 per cent. of the cases in the
pectoral muscle. I have removed thousands of breasts, and I
have never known it to recur in the pectoral muscle. I have

_ known the disease to recur in 5 per cent. of the cases in the

transverse colon after removing both breasts. I do not think

" we should remove the pectoral muscles because the disease
. does not occur there. What is the use of disabling a woman

from doing many things with her arms?

In regard to the relative merits of extirpation, I will say
that the vaginal operation is a simple one. It is followed by
a small or ni mortality, and if the operations are done early
and after the fashion of Pryor, who did a radical procedure,
the prospects of success are much brighter. It is unfortunate
that Pryor did not say more about his radical method. He
did as extensive an operation as one could make by the supra-
pubic route. His operation for puerperal infection, saving
thirty-four patients out of thirty-five, demonstrated beautifully
what thorough operative interference and drainage are worth.
He put a cushion of iodoform gauze beneath the infected viscera,
and the patients could not help but get well. If there is any-
thing in drainage, Pryor demonstrated how beautifully drainage
worked, and the whole profession questioned his results in cases
of puerperal infection. It would be a good practice in a great
number of cases of general peritonitis as compared with super-
ficial practise at present of putting a little cigarette drain in a
dirty cavity. But let me repeat, the vaginal operation is simple.
It is all nice to talk about veterans in gynecology doing radical
and complete suprapubic work, or by the conjoined methods,
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but the boys cannot do that. That requires experience and
judgment, and judgment comes from experience. As I have
said, I look upon the vaginal operation as one of the simplest
operations in surgery. You can remove pathology from the
inside or outside. For small fibroids and incipient malignant
disease we simply make half-moon incisions, taking away as
much of the vagina as possible, making a big mouth, and open-
ing the retroperitoneal sac, using the Sims position, and passing
the finger into the vesicouterine pouch, opening again, and
applying forceps as far from the uterus as possible. These
patients have intervals of relief for four, six, even ten and
twenty years. I have patients in Petersburg, Richmond, and
Danville, Virginia, and in Spartansburg, South Carolina, from
whom I have removed uteri a quarter of a century ago, and in
other instances ten years ago, and I am satisfied that in some
of those cases I did the German operation. Dr. Horner, of
the University of Pennsylvania, used to say that if you remove
a tumor and it never returns, you have made an error in
diagnosis.

Dr. Francis REDER, Saint Louis.—In regard to the question
of cancer, so far as operative measures are concerned, I think the
whole matter resolves itself into early diagnosis, skilled operative
measures, and the education of the patient. The essayist laid
very little stress upon such teachings. I regard it as an absolute
necessity that clearer and a better knowledge of the early signs of
malignancy should be disseminated among the laity, so that a
timely awakening may stimulate them to promptly seek aid.
When Dr. Carstens told us that he had written a circular letter in
regard to cancer, for distribution among patients, I could not
help but wonder why such a procedure had not become more
prevalent. Education of the patient is an essential feature in re-
ducing the mortality from cancer of the uterus. At present I
have eighteen cases that are considered operable. In approach-
ing some of these patients with regard to operation, the first

question asked was: ‘‘Will the operation stop my menses?”’
I have told them “yes.” Thereupon they threw up both hands
and said: “It is God’s will, and I do not wish to have my

menses stopped.” Such people must be educated. We have a
great many ignorant people who are willing to be educated on this
point, and the best way to diffuse such knowledge among them
is through the distribution of literature such as Dr. Carstens has
spoken of. What Dr. Carstens has said has impressed me greatly,
and I want to congratulate the doctor on the work he has been \
doing. In Germany, Dr. Winter has distributed literature on
cancer, with the consent of the Government, and I understand by
disseminating this knowledge among the common people has suc-
ceeded in lowering the death rate from uterine cancer to one-half.

Dr. EpwaRD J. ILL, Newark, N. J.—I simply want to speak of
two matters. One is the hereditary possibilities of cancer, and
the other is the dissemination of cancer by the transplantation of
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cancer particles from one part of the patient to another part of
the same patient.

Dr. Waldo spoke of splitting up the vagina and getting out the
mass as a whole. I do not think any one can open up so much
cellular tissue and not spread the malignant disease all through.
In fact, the safest operation, where there is any extent of cervical
carcinoma, is to start from above, separate all adhesions, separate
all attachments of the uterus to its surroundings, and then go
from below and lift it right out, cut the vagina with the cautery,
such as our friend Werder suggested years ago. There are prob-
ably fewer immediate infected cases from that source than from
exposing a large amount of cellular tissue.

As to the hereditary transmission of cancer, I would like to
show you on the blackboard the history of a family which extends
over one hundred years. Such records are rare.

1810
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Dr. CHASE (closing the discussion).—There are a good many
points that have been touched upon by the gentlemen who have
discussed the papers, which I would like to dwell upon at length,
but it would be unjust to those who are to occupy time this after-
noon for me to do so. There are two or three points, however, to
which I want to give at least passing attention. I stated in my
paper that there were two unsolved problems, and that when we
came to the question of uterine cancer they are of great impor-
tance. The first is this: What is the effect of heat on the pro-
liferation of cancer cells? Does the effect of heat alter the cancer
cells or does it not? When you bring the cautery in contact with
the diseased surfaces it heats the structures beyond those which
are immediately killed by the heat. What influence has this heat
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on the cancer cells remaining outside the burned area? Does it
destroy them or what is the result of the heat? The other ques-
tion is that in those cases where we have devitalized and des-
troyed tissue, and, second, where we have devitalized tissue
without destroying it, what happens? When we devitalize tissue
absolutely, of course we get a breaking down of structure and fin-
ally we get a new granulating surface, which comes together.
Suppose we cook thoroughly the tissues, they do not break down.
What happens? 1 believe that when tissues are cooked—and
they look somewhat like a piece of beef does when well done—
apparently that tissue does not break down, but slow absorp-
tion takes place, and following that there is a deposit of healthy
lymph and a reconstruction of the structures. It is impossible
to demonstrate this to be a fact. In the observations I have
made on the effect of the thermo cautery in inhibiting cell growth,
and on the effect of heat in arresting this disease, I have been led
to the conclusion that it has a very positive influence and possibly
the reason that so much has been accomplished by the use of the
thermocautery is the fact that with it you can go so deep in the
removal of the malignant growth.

Dr. Waldo raised the question of hysterectomy but said with
regard to it that very much depended on early diagnosis. When
we find that cancer is present I subscribe to the positive belief
that early hysterectomy is the best procedure.

Then another question comes up, and that is secondary
hysterectomy. If the cervix is involved with squamous cell
cancer and you do the high amputation, and the disease recurs
again in the uterine tissue, the question arises what is the best
thing to do? These are the cases in which I have done secondary
hysterectomy, and I have done it by the abdominal operation.
When you have previously amputated the cervix with the thermo
cautery, and you try to find the landmarks to go at your work
intelligently and remove the uterus from below, it is a difficult
undertaking. In these cases it is therefore best to curet the
remaining piece of the uterus, apply the cautery, so that your are
sure you have destroyed every malignant spot, and then go
ahead and do abdominal hysterectomy. I think the members
of the medical profession are reluctant about operating for
cancer; but if we can persuade them to operate as early as
possible, we will do a great deal in demonstrating the value of
operation in the treatment of cancer of the uterus. It is our
duty to urge on all medical practitioners the necessity of making
early and accurate diagnoses in suspected cases of cancer. The
trouble is they do not suspect this disease until it has progressed
so far that it is almost impossible to do anything radical. Another
question of importance—and I asked the judgment and cogpera-
tion of this body if they deem it advisable—is to see what steps
can be taken with regard to the proper dissemination of knowl-
edge of this disease among womankind. They will then not
only be prepared but willing to seek early advice.



TREATMENT OF OBSTRUCTION OF BOWELS DUE
TO MALIGNANT NEOPLASM.

BY
MAURICE 1. ROSENTHAL, M. D,
Surgeon to St. Joseph’s Hospital,
Fort Wayne, Ind.

EARLY operation for cancer of the bowel is hardly to be hoped
for with the present diagnostic possibilities. Those cases which
come to us for relief from obstruction due to malignant growth
of the bowel are necessarily far advanced. Nine of the eleven
cases below tabulated were referred for hasty operation for the
relief of obstruction, the patients showing the conditions which
indicate rapidly approaching dissolution from this cause. Some
of them with bloody serum in the abdomen and widely distended
and mottled bowels. This is naturally the experience of all
operators, and we are not surprised to find the mortality imme-
diately from the obstruction itself and as to the progress of
the disease to be very high. The insidious onset of the disease,
its obscure symptomatology, the careless neglect of stool examin-
ation in persons of the cancer age who have been progressively
losing in weight with pain and obscure bowel symptoms, as well
as the neglect to simply introduce the finger into the rectum for
combined examination, contribute to a greater mortality, both
immediate and remote, than might obtain in these cases.

It is not my purpose to go into an exhaustive discussion of the
diagnosis of cancer of the bowel in this short paper. I may say,
however, that it should be a reproach to any surgeon to be sur-
prised on opening an abdomen in finding a growth that would
have been palpable by the examining finger in the rectum. In
many cases, however, because of the urgency of the symptoms,
no time is allowable for more careful examination, and in some,
where complete examination has been made, the diagnosis of
malignant obstruction is established only after opening the
abdomen. Nor is the size of the growth when palpable nor the
extent of the malignant involvement easily discernible by the
palpating hand, very small growths frequently being sufficient,
by the contractions which they produce, to obstruct the bowel.
Frequently omental and bowel adhesions, inflammatory in
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character, or accumulation of fecal matter at the point of
obstruction may cause a small malignant growth to simulate
a large tumor.

In these cases, particularly, as little time as possible must be
lost in locating the obstruction, for in no other class of cases
is time and limited exposure of the bowel and handling thereof
so esssential. I know of no more distressing condition, both to
the delicacy of sense to the patient or to his comfort, than is
the establishment of a preternatural anus for the relief of this
condition. If the reestablishment of the bowel stream is to be
accomplished, either by resection or enteroanastomosis without
resection, no time must be lost in finding out the seat of the
obstruction. *

In obstruction, generally where physical examination does not
give a clue to the location of the obstruction, we have followed
this rule. If the vomiting has come on late in the history of
the obstruction, it is probably located in the large bowel or in
the lower part of the small bowel. If the vomiting has come
on early, then the obstruction is probably higher up. In the
latter case, a small median incision is made, the collapsed bowel
found and followed to the distended, or the distended bowel
followed back to its junction with the collapsed bowel. If the
obstruction is low down, a small incision is quickly made over
the cecum; if this is found to be distended with gas, then we
know the obstruction to be in the large bowel. The hand or
fingers quickly reaching over to the descending colon and sig-
moid, not locating the trouble here, we quickly pass upward
along the ascending colon to the hepatic flexure and along the
transverse colon. Having located the obstruction, it is then
attacked through the original opening or, if necessary, another
suitable incision is made without delay. Where the obstruction
has already produced marked tympany, even a large tumor may
escape detection before the abdomen is opened. Frequently
these growths are quite movable and easily delivered into the
wound. In other cases because of short mesenteric attachment
or because of malignant or inflammatory contraction, they can
be reached only with great difficulty. )

This is particularly true of fixed growths at or below the
sigmoid. In these cases anastomosis can only be accomplished
by such mechanical aid as the Murphy button. The bowel
having been brought together by the button as a retaining agent,
then the placing of supporting sutures is comparatively easy,
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even in the presence of marked distention, a condition with
which we frequently have to contend. This was the condition
in Cases VIII, X, and XI. I have here an illustration of the
placement of the Murphy button in Case XI. The drawing is
made from specimen removed postmortem. This is of interest
because of the necessarily close proximity of the anastomosis
to the malignant growth. The conditions in this case were
nearly exactly the same as the conditions in Case VIII, in which

the anastomosis was made quite as near the malignant involve-
ment. Yet this man has a reestablished bowel stream, is living
in comfort, now nine months after the operation—a marked
contrast to what his condition would be had we resorted to the
operation of colostomy, as is usually done in these cases.

Case 1.—Adenocarcinoma of Cecum. Empyema of Gall-bladder
with Stone. Radical Resection. Obstruction mnot Complele.
Recovery.
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Miss M. A., Chicago. Nurse. Age thirty-nine. Admitted
Saint Joseph’s Hospital, May 3, 1900. Irregular, somewhat
movable growth in right iliac region. Distended gall-badder.
Family history good, negative as to cancer. Operation: Anes-
thetist, Dr. Calvin. Incision over cecum revealed a malignant
growth occupying cecum, extending somewhat into the ileum.
Cecum broadly resected, well into the small bowel and into the
ascending colon. Anastomosis with Murphy button end to
side. Incision over the gall-bladder. Solitary stone in the cystic
duct with empyema of gall-bladder. Gall-bladder resected and
small tube sewed into the cystic duct for drainage. Recovery
from operation prompt. Patient still living ten years and four
months after the operation and in good health.

Case II.—Adenocarcinoma of Cecum. Radical Resection.
Obstruction not Complete. Recovery.

Miss M. L., residence, Germany. Age sixty-four. Nurse.
Operation, July 13, 1903, at Saint Joseph’s Hospital. Adeno-
papillo-carcinoma of cecum. Patient very fleshy. Large mass
palpable through very thick abdominal wall in right iliac region.
-Anesthetist, Dr. Kane. Incision revealed malignant growth of
cecum adherent to the anterior abdominal wall with omental
adhesions. Operation: the adherent omentum, together with
the cecum and colon up to the hepatic flexure, with an ellipse
of the anterior abdominal wall where the growth was adherent,
and quite 3 feet of small bowel was resected in one piece.
The end of the colon was closed and ileum anastomosed end to
side with the descending colon by means of a Murphy button.
The anastomosis was accomplished through a second incision
on the left side. It was necessary to resect this large amount
of small bowel in order to secure an anastomosis with the colon
on the opposite side, without making tension on the mesentery.
This patient made a very good recovery and lived five years and
twenty-five days in good health, until July 8, 1908, when she
died rather suddenly after a few days’ illness in Dernbach,
Germany. No postmortem was made. I am told death certifi-
cate reads ‘' peritonitis.”

Case IIl.—Cancer of the Cecum with Obstruction. Radical
Operation. Recovery. Died two and three-fourths years after.
ward.

Mrs. J. L. M., Bluffton, Ind. Age sixty. Housewife. Re-
ferred for operation by Dr. Hatfield. Operation, September 15,
1906, at Saint Joseph’'s Hospital. Anesthetist, Dr. Gilpin.
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Several inches of the colon and 8 inches of the ileum removed.
Also a number of glands in the mesocolon. Patient recovered
rapidly from operation. Remained in good health and free from
all pain until March 16, 1907, when she developed nephritis.
A small growth was discovered in the neighborhood of the opera-
tion. Convulsions occurred and finally the nephritis subsided.
She was able to take care of her household duties, and remained
quite comfortable until June 14, 1909, when the tumor took on
a rapid growth. It soon quite filled the greater part of the right
half of the abdomen. Small hard nodular growth projected
from the anus. She developed general dropsy and died of ex-
haustion, July 29, 1909, two years nine and a half months after
the operation.

Case IV.—Cancer of Cecum with Complete Obstruction. Radical
Resection. Death seven days afterward.

Mr. H. O., Ft. Wayne, Ind. Age seventy. Laborer. Brought
into the Saint Joseph’s Hospital at night, suffering from obstruc-
tion of the bowels of several days’ duration. Vomiting for three
days. Immensely distended abdomen full of bloody serum.
Operation: Resection of the cecum, December 15, 1908. Anes--
thetist, Dr. Titus. Ileum anastomosed with the ascending colon.
Murphy button. Died December 22, 1908, seven days after
the operation. ’

Case V.—Carcinoma above Stigmoid. Radical Resection.
Complete Obstruction. Recovery from Operation. Recurrent
Carcinoma, second operation. Death few months after first opera-
lion.

Mr. G. W. F., Ft. Wayne, Ind. Age sixty. Florist. Re-
ferred by Dr. Drayer. Acute obstruction of the bowels. Ad-
mitted Saint Joseph’s Hospital, June 12, 1909, at 9 P. M. Family
history negative as to cancer. Father died of tuberculosis;
mother of cardiac disease. Three sisters living. Patient gives
a history of gradually increasing constipation for some months.
Duration of present acute obstruction, forty-eight hours.
Patient vomiting, abdomen immensely distended, pulse 110,
temperature 99.4°. Operation, 10.15 P. M. Anesthetist, Dr.
Titus. Abdomen opened in median line. Tumor mass occupy-
ing colon above sigmoid promptly located and resected. Silk
suture end-to-end anastomosis. About 6 inches of bowel with
tumor mass removed. Patient made good recovery from the
operation. Removed to his home sixteen days after the opera-
tion, June 28, 1909. October 23, four months later, the patient
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returned to the hospital because of hemorrhage of bowel. Many
bowel movements daily with considerable loss of blood. Patient
weak and anemic. Examination revealed a palpable growth
high in the sigmoid. Diagnosis: recurrent carcinoma probably
at seat of previous anastomosis. Second operation, October 30.
Abdomen reopened, seat of previous anastomosis located and
found to be healthy, but the bowel was found to be involved in
a new location lower down in the sigmoid. This we resected
successfully, but the patient, whose condition was already very
unsatisfactory, continued to grow worse until ten days later,
when he died, five months after the operation.

Case VI.—Cancer Upper Rectum and Stgmoid. Complete Ob-
struction. Radical Resection. Recovery.

Mrs. A. P., Huntington, Ind. Age sixty-one. Housewife.
Admitted Saint Joseph’s Hospital, September 15, 1909. Referred
by Dr. Hicks. Family history negative as to cancer. Given
usual cathartics which did not prove effectual. Constant use of
syringe causing hemorrhoids. Lost 20 pounds in weight in the
last week. Operated for obstruction of the bowels, September
15, 1909. Anesthetist, Dr. Titus. Median incision revealed
carcinoma involving sigmoid with no metastases. Operation:
resection of bowel well down toward the anus in the rectum and
2 1/2 inches above growth in sigmoid, end-to-end anastomosis
by several rows of silk suture. Recovery prompt. Left hos-
pital, October 14, 1909. Report: patient still living in good
health. Stricture formed around site of anastomosis which was
kept open by means of dilator. Stricture evidently not malig-
nant, since it remained patent, and patient is in good condition
one year after operation.

Case VII.—Carcinoma Above Sigmoid. Amnastomosis Without
Resection.  Complete Obstruction.  Recovery from operation
and eleven months later patient comfortable and has gained in
weight.

Miss M. M., Ft. Wayne, Ind. Age sixty. Dressmaker.
Admitted Saint Joseph’s Hospital, September 30, 1909. Referred
by Dr. Calvin. Obstruction of the bowels due to cancer. Oper-
ation: Anesthetist, Dr. Titus. Anastomosis without resection.
Family history negative as to cancer. History: constipation
with recurrent attacks of obstipation. Pain in the abdomen.
Rapid loss in weight. Because of the serious condition of the
patient, due to the obstruction, the abdomen was quickly opened
and anastomosis made by means of the Murphy button with

II
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supporting suture, and the abdomen quickly closed. Patient
did well after this operation. Twenty days later we felt justified
in reopening the abdomen for the purpose of making a radical
resection of the growth. The growth, however, because of evi-
dent involvement of neighboring structures, proved to be
inoperable and was left with the anastomosis intact, and the
abdomen again closed. This patient now, eleven months later,
is still comfortable and has gained in weight.

Case VIII.—Cancer Upper Rectum and Sigmoid. Anastomosis
Without Resection. Complete Obstruction. Recovery.

Mr. W. M. R,, Spencerville, Ind. Age sixty-seven. Farmer.
Admitted Lutheran Hospital, December 13, 1909. Operation:
December 16. History: father died at eighty-seven, cause not
known. Mother died at sixty-five of cancer of uterus. Five
girls, six boys, all living and in good health. Previous history:
diseases of childhood. Malaria at sixteen. Has enjoyed almost
perfect health, with the exception of piles, for last twenty-
five years. Constipation for last five years. Present history:
December 7, could not get bowels to move with usual household
cathartics, called local physician, who gave cathartics, enemas,
also croton oil without effect. Came to hospital, December 13.
Case referred for operation, December 16. Examination revealed
a large distended abdomen. Patient vomiting and approaching
collapse. Large mass about 4 inches from anus completely
closing rectum. Operation: Anesthetist, Dr. Eirich. Anasto-
mosis sigmoid with lower rectum with Murphy button and
suture. Saw patient about September 5, 1910, has gained about -
25 pounds. Has lost his cachexia, does not look like same
patient. Works every day. Eight months and nineteen days
after operation. Conditions in this case were nearly identical
with conditions in Case XI.

Case IX.—Cancer Hepatic Flexure of Colon. Amastomosts
Without Resection. Complete Obstruction. Recovery.

Mr. S. O. M, Ft. Wayne, Ind. Age seventy. Laborer.
Admitted Saint Joseph’s Hospital, December 21, 1909. Case
referred by Dr. Schilling. Operation: anesthetist, Dr. Titus.
Anastomosis ascending colon to middle of transverse colon by
means of clamp and suture. History negative as to cancer.
Previous history: abscess of the liver twenty-five years ago,
following injury. Present history: fulness in abdomen. Pain
in left side, moving toward the right. Bowels could not be
moved. Felt a growth in the right side below ribs. Vomiting
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twenty-four hours’ duration. Examination revealed growth
at hepatic flexure of, the colon. Patient still in good condition
and comfortable eight months and twenty-five days after
operation.

Case X.—Cancer of the Sigmoid and Upper Rectum. Anasto-
mosis Without Resection. Complete Obstruction. Death ten days
afler operation.

Mr. J. M. M., Columbia City, Ind. Age seventy-four. Farmer.
Admitted Saint Joseph’'s Hospital, July 9, 1910. Case re-
ferred by Dr. Greiser. Anesthetist, Dr. Quinn. The sigmoid
anastomosed with upper rectum by means of the Murphy button
and supporting suture. Patient brought in in semiconscious
condition. Abdomen immensely distended, pulse rapid. Dura-
tion of obstruction one week. Vomiting regularly for two days.
History of bowel trouble, six months. Rapid loss of weight.
Bowels moved next day after operation. Passed the button
on seventh day. Developed a colliquative diarrhea. Died of
exhaustion, July 19, ten days after operation.

Case XI.—Carcinoma Sigmoid and Upper Rectum. Anasto-
mosts Without Resection. Death from Bronchopneumonia three
days after operation.

Mr. P. K., Ft. Wayne, Ind. Age seventy-five years eleven
months. Laborer. Referred for operation by Dr. McArdle.
Acute obstruction in large bowel due to malignant growth.
Tumor palpable by finger in the rectum. Obstruction with
vomiting several days. Abdomen immensely distended. Oper-
ation, August 7, 1910, Saint Joseph’s Hospital, 10 p. M. Anes-
thetist, Dr. Titus. Abdomen opened left of median line; revealed
carcinoma involving upper rectum and sigmoid firmly fixed to
the neighboring pelvic structures. Anastomosis was made
between the bowel below and above the growth by means of a
Murphy button which was fixed in the upper limb of the anasto-
mosing bowel in the usual way. The other half of the button
was passed through the anus by an assistant and grasped by the
operater and locked through a small opening. A double layer
of retaining sutures was placed about the button. Patient died
three days after the operation. Postmortem examination
revealed death to be due to bronchopneumonia and chronic
interstitial nephritis. No infectious peritonitis was found in the
abdomen. Seat of anastomosis found to be in good condition
with very few adhesions.
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COMMENTS.

It will be noted in the eleven cases reported, five are female
and six male, which is not contrary to the rule. In most, if
not all, of the large collections of cases reported cancer of the
bowel is more prevalent in male than in female, as in Peter-
mann’s report of 117 carcinomata of the bowel; in 115 cases
sixty-eight were males and forty-seven females. Anchutz’s
series, 126 cases, quoted by Petermann, gave eighty-nine males
and thirty-seven females.

In this class of cases where rapid and efficient work is so
necessary, the bowel to be resected is usually not easily access-
ible. Nor can any considerable amount of the bowel be
brought into the wound, by reason of the distention which nat-
urally goes with an obstruction of many hours’ or even of sev-
eral days’ duration. The emptying of the bowel by means of
trocar is a slow process and quite disappointing, as we do not, as
a rule, get a continuous stream of gas or stool; this procedure,
too, carries with it a certain amount of danger of infection
and additional trauma. The placing of bowel clamps or
bowel ligatures for the purpose of controlling leakage during
an anastomosis or resection has also certain difficulties, es-
pecially in these cases. For this reason I have permitted myself
to take the liberty in this paper of briefly describing by means
of a few illustrations an original method of bowel anastomosis.
It has the advantage of keeping the bowel practically closed
until the anastomosis is complete, requires no special instru-'
ment, does away with the provisional bowel clamps, is quickly
performed and efficient.

End-to-end anastomosis will probably be most easily illus-
trated by a demonstration of resection of small bowel.
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DESCRIPTION OF OPERATION.
End to end.

Step No. 1.—Shows the small bowel laid together at the point
where the end-to-end anastomosis is to be made. The forceps
should grasp the bowel only and should not go beyond the mes-
enteric border in either limb of the bowel, yet should go quite
up to the mesenteric border.
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Step No. 2.—Illustrates the forceps turned over presenting what
we will term the posterior suture line. The suture beginning at
the distal margin of the bowel—that is, that margin nearest the
lock of the forceps—and is continued on, including muscularis
and serosa, to the mesenteric border. The needle is now passed
through the mesentery so that it presents on the anterior surface
and is to be used with the same thread in making the anterior
suture line.
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Step No. 3.—The bowel to be resected is grasped with the
second pair of forceps and divided between the two forceps, the
cut surfaces being immediately cauterized with pure carbolic acid.
Care should be taken not to cut too close to the forceps. The
mesentery is now also divided, as shown in the illustration.
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Step No. 4.—By means of the needle already brought forward,
as described in step 2, the anterior bowel wall, by means of a
continuation of the suture, is sewed over the blades of the forceps,
the stitches including muscularis and serosa. This suture buries
the forceps in the same manner as described in simple anastomosis
without resection and is carried around the forceps, forming a
purse string.
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PLATE B ((‘d); STEP 5
¥ END TO END

Step No. 5.—As the forceps is withdrawn, the purse string is
drawn tight and the anastomosis is complete, with the exception
of separating the crushed ends of the bowels which now lie within
the suture lines; that is, the crushed portions lie endointestinally.
If a second layer of sutures is desired, this may be made by simply
rotating the forceps and applying the suture before withdrawing
the forceps.
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Step No. 6.—Now invaginate the bowel with the finger so as
to separate the crushed ends, lying as they do within the bowel.
It will have been noted that the anastomosis has been accom-
plished before the bowel is actually opened.
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DESCRIPTION OF OPERATION.
Stide to side.

Step No. 1.—In simple anastomosis without resection, say of
the large bowel, the two limbs of the bowel to be anastomosed
are brought together by means of two pairs of mosquito forceps
or two small sutures which are held by an assistant. The bowel
is then grasped by a pair of ordinary Kocher hemostatic forceps
which are closed upon them with crushing effect, as in illustration
No. 1.
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Step No. 2.—The forceps are then turned over, presenting the
posterior surface for suture line. A silk suture is then placed,
picking up the muscularis and serosa in the ordinary manner
of bowel suture, starting at the bowel nearest the lock of the
forceps and carried forward to the tip. By rotating the forceps
a second suture line may be made.

L}
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Step No. 3.—The forceps are now turned back in the position
in which they were when the bowel was first grasped. The
needle and thread are left for the continuation of the suture
anteriorly. That portion of each limb of the bowel which pro-
trudes from the grasp of the forceps is cut away by means of a
pair of scissors or a knife. This surface is immediately cauterized
with pure carbolic acid.
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Step No. 4.—With the needle already in place, continue the
suturing anteriorly in such a manner as to fold the bowel over
the forceps, burying it.

Step No. 5.—Having reached the end of the suture line, a loop
of the thread is kept long, while the needle is passed around the
forceps in the form of a purse string. By rotating the forceps
a second line of suture can be placed here if desired.
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PLATE 11

STEP 6
~ SIDE TO SIDE

e T——
N
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Step No. 6.—As the forceps is withdrawn, the purse string is
tied, care being taken on withdrawing the forceps and tightening
the suture to see that the crushed bowel remains interior to the
purse string. The anastomosis is now complete. The portion of
bowel crushed by the forceps is entirely endointestinal.
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Step No. 7.—Invaginate the bowel with the finger, separating

the surfaces which are crushed together. The finger covered

_ with the invaginated bowel is thrust through the anastomosing
. opening. Gas will immediately pass from one bowel to the other.
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REVIEW OF LITERATURE.

In the review of the literature of cancer of the bowel I have
appended 323 cases with reference to duration of life after
operation. In Petermann’s cases, out of 117 carcinomata of
the bowel, over 40 per cent. had produced obstruction. He
found malignant growths occur most frequently where the bowel
stream is slowest and most subject to mechanical and chemical
irritation, as follows:

Sigmoid, 56 cases
Transverse colon, 17 cases
Cecum, 13 cases
Hepatic flexure, 12 cases
Splenic flexure, 8 cases
Ascending colon, 7 cases
Descending colon, 4 cases

Preternatural anus was made in thirty cases of obstruction due
to cancer; mortality, 46 per cent. Resection of the tumor
in fourteen cases of obstruction; mortality, 79 per cent. In
J. von Mikulicz’s 106 cases of cancer of the bowel, twenty-three
were brought to the clinic with acute obstruction. Mikulicz
speaks of the fact that carcinoma of the bowel may exist for a
long time; in fact, much longer than is ordinarily suspected,
mentioning a case of his own observation, where the patient
lived in comparative comfort four and a half years after a colos-
tomy had been done. He places the period of latent existence
or quiescence of cancer of the bowel at from one-half to three
years. Of the 323 cases operated upon:

Seventy-five died, having lived less than ten days after the
operation.

Fifteen died, having lived less than thirty days after the
operation.

Seventeen died, having lived less than three months after the
operation.

Twenty-three died, having lived less than six months after
the ,operation.

Sixteen died, having lived less than one year after the operation.

Thirteen died, having lived less than two years after the
operation.

Six died, having lived less than three years after the operation.

Two died, having lived less than four years after the operation.
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One died, having lived less than five years after the operation.

Three died, having lived more than five years after the
operation.

At the time of this report:

Fifteen cases are living, having survived the operation five
years or more.

Seven cases are living, having survived the operation four
years.

Twelve cases are living, having survived the operation three
years.

Twenty-six cases are living, having survived the operation
two years.

Twenty cases are living, having survived the operation one
year.

Twenty-five cases are living, having survived the operation
six months.

Twenty-nine cases are living, having survived the operation
three months.

Sixteen cases are living, having survived the operation one
month.

Two cases are living, having survived the operation ten days.

Total, 323 cases.

In 334 cases, including my cases, twenty-one lived five years
or more; thirty lived four years or more; forty-eight lived
three years or more; eighty-eight lived two years or more;
125 one year or more; 176 six months.

CONCLUSIONS.

Obstruction of the bowel due to carcinoma is not hopeless
as to cure by radical operation.

Incomplete excision of all cancerous tissue must necessarily
result in recurrence of the growth. Anastomosis without
resection of the malignant growth should be the operation of
election in obstruction due to cancer, where the radical operation
—that is, complete excision—is impossible.

Anastomosis without resection low in the pelvis, where the
bowel is accessible with difficulty can be successfully accomplished
by the assistance of the Murphy button.

Anastomosis without resection probably bears the same
relation to cancer of the bowel as does gastroenterostomy to
cancer of the pylorus.
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The clamp-and-suture method of bowel anastomosis, as de-
scribed, is practical, rapid, and trustworthy, and applicable in a
large variety of bowel cases requiring resection or anastomosis.

INTESTINAL CA‘NCER.
LENGTH OF TIME OF SURVIVAL AFTER OPERATION.

BIBLIOGRAPHY.

Ashton. Maryland Med. Jour., 1892, xxvii, 773; one case,
three and one-half months, living.

Bars and Robson. Lancet, Lond., 1895, i, 1513; one case,
eleven days.

Barton. Maryland Med. Jour., 1892, xxvii, 801; five years
twenty-three days, living.

Barton. Maryland Med. Jour., 1893, xxix, 335; forty-three
hours.

Battle. Lancet, Lond., 1898, ii, 1265; one case, three weeks,
living.

Benton. Glasgow Med. Jour., 1902, lvii, 36; one month, living.

Bidwell. West Lond. Med. Jour., 1901, Vi, 124; one month
"two days, living.

Blake. Bost. Med. and S. Jour., 1900, cxliii, 6; four days.

Booth. Med. Rec., N. Y., 1899, lv, 561; six months twenty-
two days, living.

Boucher. N. York Med. Jour., 1902, Ixxv, 241; five weeks,
living.

Bouilly. Bull. et mém Soc. de cher. de Par., 1888, xiv, 601; two
months living.

Bowker and Worral. Australas. Med. Gaz., Sidney, 1899,
xviii, 388; eleven months twenty days, living.

Coley. Amnn. Surg., Phila., 1900, xxxi, 244; five months, living.

Comte. Rev. méd. de la Swuisse, Rom., Geneve, 1890, X,
402; seven and one-half months.

Conklin. Buffalo Med. Jour., 1901-2, xli, 168; three months
three weeks, living.

Eccles. Brit. Med. Jour., 1900, i, 69; six months, living.

Edmunds. Transact. Clin. Soc. Lond., 1897, xxx; first case
died five years ten months after operation; death partly due to
alcohol; second case died three years three months after oper-
ation.

Fowler. Brooklyn Med. Jour., 1900, xiv, 136; two and one-
half years, living.
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Fraikin. Bull. Soc. d’Anat. et Physiol. de Bordeaux, 1899, XX,
89; died twenty-six hours after operation.

Golding-Bird. Tr. Clin. Soc. Lond., 1885-6, xix, 70; died
ten days after operation.

Goullioud. Echo Med. de Toulouse, 1901, xv, 570; one month
twenty-one days, living.

Gouillioud. Assoc. franc. de Chir., Par., 1901, xiv, 529; four
months seven days, living; second case, four months five days,
living; third case died few hours after operation; fourth case,
seven months twenty-seven days, living.

Heaton. Lancet, Lond., 1901, i, 928; one year six months,
living. '

Hobson. Med. Rec. N. Y., 1893, xliii, 280; one month after
operation, living, but relapse is expected.

Hochenegg. Archiv. f. klin. Chir., Berl., 1902, Ixviii, 172;
five months after operation, living, other cancer developed.

Hofmokl. Bericht. D. K. Krankenanst., Rudolf Stift., in
Wien, 1888, 318; two months, living.

Horrocks. Brit. Med. Jour., 1894, i, 236; one month twenty-
five days, living.

Hott. Lancet, Lond., 1894, i, 538; three months twenty-
four days, living.

Imbert and Gilis. Bull. et mém. Soc. de chir. de Par., 1901,
xxvii, 357; two months sixteen days, living.

Israel. Berlin. klin. Wchnschr., 1894, xxxi, 275; five months
six days, living; patient is eighty-five years old.

Israel. Ibid., 1895, xxxii, 110, same patient mentioned in
previous article lived sixteen and one-half months, died of
pneumonia.

Jeannell. Bull. et mém. Soc. de chir. de Par., 1886, xii, 5;
died thirteen days after operation.

Johnson. Boston Med. and Surq. Jour.. 1899, xcli, 364;
two months, living.

Keetley. Lancet, Lond., 1896, ii, 229; first case, one year
six and one-half months, living; second case died about two
months after operation.

Knaggs. Lancet, Lond., 1898, i, 1042; four months after
operation, living.

Korte. Verhandl. d. deutsch. Gesell. f. Chir., Berl,, 1900,
xxix, 61; first case, eight and one-half years, living; second case,
six years, living; third case, five and one-fourth years, living;
fourth case, one year, living; fifth case, ten months, living;
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sixth case, five years ten months, living; seventh case, three
years, living; eighth case, died with relapse one and three-
fourths years after operation; ninth case, died one year after
operation.

Korte. Deutsche med. Wchnschr., Leipz., 1900, Ver. Beil., 93;
five months four days, living.

Kiemmer. Rev. méd. de la Suisse Rom., Geneve, 1898, xviii,
264; four months, living.

Lange. Med. Rec. N. Y., 1893, xliii, 279; died on tenth day
after operation.

LeDentre. Bull. Méd., Paris, 1901, xv, 753; three years after
operation, patient was again operated for cancer of ovary.

Lee and Gould. Lancet, Lond., 1885, ii, 1091; died sixty-six

hours after operation.
Lentaigne. Dublin Jour. Med. Sc., 1898, cvi, 455; first case

died thirteen months after operation; second case, two years,
living.

Lilienthal. Amnn. Swurg., Phila., 1898, xxvii, three and one-
half years after operation, living; no recurrence.

McCormac. Lancet, Lond., 1892, i, 310; ten months, living.

Macewan. Scolf. Med. and Surg. Jour., Edinb., 1898, ii, 1;
six months, living.

McGillivray. Transact. M. Chir. Soc. Edinb., 1897-8, xvii,
51; three years four months, living.

McKay. Austral. Med. Gaz., Sidney, 1902, xxi, 362; died
eighth day.

Malard. Glasgow Med. Jour., 1901, lvi, 192; ten months
after operation, living.

Montgomery. Phila. Med. Times, 1888—0, xix, 408; died
third day after operation.

Morestin. Bull. et mém. Soc. anat. de Par., 1901, Ixxvi, 589;
died ten days after operation.

Morton. Transact. Path. Soc. Lond. 1892-3, xliv, 89; died
three months after operation.

Musser and Morton. Univ. Med. Mag., Phila., 1895-6, viii;
lived nine months after operation.

Newman. Glasgow Med. Jour., 1901, lvi, 205; six months,
living.

Pantzer. Indiana Med. Jour., 1897-8, xvi, 267; six months,
living.

Petroff. Compte rend. Cong. internat. de Med., Mosc., 1899, v,
122; died five days after operation.
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Pigeon. Brit. Med. Jour., Lond., 1891, i; died twenty-six
days after operation.

Reverdin. Arch. prov. de Chir., Par., 1893, ii, 25; five and
one-half months, living.

Roper. Trans. Clin. Soc. Lond., 1892-3, ii, 1235; died year
after; recurrence in liver.

Sacre. Jour. de méd. chir. et pharm., Brux., 1889, Ixxxvii,
233; died second day.

Schopt. Jahrb. d. Wien. k. Krankenanst., Wien, 1896, iii,
1044; three months, iiving.

Scott. Brit. Med. Jour., 1900, ii, 663; six months, living.

Seefisch. Deutsche med. Wchnschr., Leipz., 1898, xxiv, Ver.
Beil., 110; ten months after operation, living.

Sentaigne. Trans. Rov. Acad. M. Ireland, Dubl., 1898, xvi,
192; first case, died thirteen months after operation; second case,
two years, living.

Small. Intercolon. Med. Jour., Australas.; Melbourne, 1896, i,
413; died twenty-three days after operation.

Smith. Am. Med., Phila., 1902, iii, 780; one year, living.

Souligoux. Assoc. franc. de Char., Par., 1901, Xiv, 526; two
years, living.

Storchi. Morgagni, Milano, 1897, xxxii, 288; more than a
year, living.

Weir. Ann. Surg., St. Louis, 1886, iii, 469; two and one-
half months after operation, living.

White. Quart. Med. Jour., Sheffield, 1898—9, vii, 318; three
and one-half years after operation, living.

Zimmermann. Zeil. f. klin. Cher., Tiibing., 1900, xxviii, 303;
Case 1, fourteen years, living; Case 2, two and one-half years,
living; Case 3, one and three-fourth years, living; Case 4, five
and one-half months, living; Case 5, five and one-half months,
living; Case 6, five months, died few weeks after left hospital.

Syme. Lancet, Lond., 1904, i, 148; three months after oper-
ation, living.

Petermann. Arch. f. kltn. Chir., Berl., 1908, 1xxxvi, 53-131;
Resection of tumor: Case 1, died two days after operation; Case 2,
died six hours after operation; Case 3, died two days after opera-
tion; Case 4, died three weeks after operation; Case s, died six
days after operation: Case 6, died twelve hours after operation;
Case 7, died three days after operation; Case 8, died fourteen
hours after operation; Case 9, died twelve hours after operation;
Case 10, died six days after operation; Case 11, died two days
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after operation. Enteroanastomose: Case 12, died eight days
after operation; Case 13, died two days after operation; Case 14,
died three weeks after operation; Case 15, died five weeks after
operation. Anus preternal.: Case 16, died twelve hours after
operation; Case 17, died two days after operation; Case 18, died
ten days after operation; Case 19, died two days after operation;
Case 20, died two days after operation. Enteroanastomose:
Case 21, died three-fourths of a year after operation (marasmus);
Case 22, died twelve hours after operation; Case 23, died two days
after operation; Case 24, died two months after operation
(marasmus); Case 25, died three days after operation; Case 26, died
three months after operation; Case 27, died four months after
operation; Case 28, died eight days after operation; Case 29,
died three days after operation (peritonitis); Case 30, died eight
days after operation; Case 31, died two days after operation;
Case 32, died two days after operation; Case 33, died one day
after operation; Case 34, died one day after operation; Case 33,
died two months after operation (cachexia); Case 36, died two
months after operation (marasmus); Case 37, died two days after
operation (peritonitis); Case 38, died five months after operation
(peritonitis). Exploratory Laparotomy: Case 39, died two days
after operation; Case 40, died ten days after operation; Case 41,
died fourteen days after operation; Case 42, died five days after
operation; Case 43, died three weeks after operation; Case 44,
died three weeks after operation; Case 45, died three-fourths of a
year after operation (cachexia); Case 46, died four weeks after
operation. Abscess incision: Case 47, died two months after
operation; Case 48, died four months after operation; Case 49,
died four months after operation; Case 50, died six weeks after
.operation. Anus preternat.: Case 51, died three months after
operation; Case 52, died four months after operation; Case 53,
died two days after operation; Case 54, died four months after
operation. Enteroanastomosis: Case 55, died four months after
operation; Case 56, died six months after operation; Case 57,
died seven months after operation; Case 58, died six weeks after
operation; Case 59, died eight days after operation; Case 60,
died one-half year after operation; Case 61, died three months after
operation; Case 62, died two months after operation; Case 63,
two months, living. Radical Operation, resection with circular
suture: Case 64, died three-fourths year, after operation; Case
65, died six days after operation; Case 66, died seven days after
operation; Case 67, died seven days after operation. Resection



OBSTRUCTION OF THE BOWELS. 119

with lateral apposition: Case 68, died three-fourths day after
operation (cancer of liver); Case 69, one and one-fourth days,
sound and well. Resection with enleroanastomosis: Case 70, died
seven days after operation; Case 71, died five days after operation;
Case 72, three and ome-fourths years after operation, living;
Case 73, died six weeks after operation (apoplexy); Case 74,
two and one-half years, living; Case 75, two years after operation,
living; Case 76, died fourteen days after operation (marasmus);
Case 77, died five months after operation (cancer of liver); Case
78, three years after operation, living; Case 79, died three months
after operation; Case 80, one year, living; Case 81, four months,
living; Case 82, seven and one-half years, living; Case 83, died
eight days after operation; Case 84, six and one-half years, living,
Case 85, died two and one-half months after operation; Case 86;
died two days after operation; Case 87, died six weeks after opera-
tion; Case 88, died second day after operation; Case 89, three and
one-half years, living; Case 9o, died four months after operation;
Case 91, died second day after operation; Case 92, died three
months after operation; Case 93, died few months after operation
(cancer of liver); Case 94, more than two years, living; Case 95,
died eight months after operation (cachexia); Case 96, more
than two years, living; Case 97, died one year after operation
(cancer of liver); Case 98, died one year after operation (cancer
peritonitis); Case 99, one and one-half years after operation,
living; Case 100, one year living; Case 100, one year after opera-
tion, living; Case 101, three-fourths year after operation, living;
Case 102, eight months after operation, living; Case 103, six
months after operation, living. Operation al three sessions:
Case 104, five months after operation, living (peritonitis);
Case 105, eight years, sound and well; Case 106, died three and
one-half years after operation (cancer of liver); Case 107, died
eight days after operation; Case 108, died two days after opera-
tion; Case 109, three and one-half years, perfectly well; Case 110,
three and one-half years, perfectly well; Case 111, died nine
months after operation (cancer of ovary); Case 112, three months,
living; Case 113, died five months after operation (cancer of
liver); Case 114, died seven months after operation (recurrence);
Case 115, died two days after operation; Case 116, died eight
days after operation; Case 117, died two months after operation.

Littlewood. Lancet, Lond., 1903, i, 1511; Case 1, two years
after operation, living; Case 2, one and one-fourth years after
operation, living; Case 3, seventeen months after operation, liv-
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ing; Case 4, two years after operation, living; Case 5, one and
one-third years after operation, living; Case 6, two years after
operation, living; Case 7, seven months after operation, living;
Case 8, died one month twenty days after operation; Case 9,
two and one-half months after operation, living; Case 10, died
six days after operation; Case 11, died six days after operation;
Case 12, died six days after operation; Case 13, three years after
operation, living; Case 14, one year after operation, fairly well.

Woollcombe. Brit. Med. Jour., Lond., 1903, i, 71; Case 1,
died one year after operation; Case 2, two years after operation,
living.

Schloffer. Beitrdge z. klin. Chir., Tiibingen, 1903, xxxviii,
150, 492; Case 1, died one month after operation; Case 2, died
two days after operation; Case 3, died eight days after operation;
Case 4, three years after operation, living; Case 5, one and one-
fourth years after operation, living; Case 6, died seven days after
operation (gangrene); Case 7, died two days after operation
(peritonitis); Case 8, died five days after operation (gangrene);
Case 9, died fourteen days after operation; Case 10, four months
after operation, living; Case 11, one and one-half months after
operation, well, committed suicide; Case 12, died six days after
operation; Case 13, died two days after operation; Case 14, died
two days after operation (peritonititis); Case 15, died nine
months after operation; Case 16, five years after operation,
living; Case 17, two years after operation, living; Case 18, died
day of operation; Case 19, one and one-half years after operation,
living; Case 20, four months after operation, living; Case 21,
five months after operation, living; Case 22, three months after
operation, living.

Goullioud. Bull. Soc. de chir. de Lyon, 1899-1900, iii, 85-91;
seven months after second operation, living.

Schmid. Med. Cor.-Bl. d. Wiritemb. Aerztl. Ver., Stuttg.,
1903, Ixxiii, 186; died after six and one-half months.

Mikulicz. Arch. f. klin. Chir., Berl.,, 1903, Ixix, 28-47;
Radical operation: Case 1, died after five and one-half years;
Case 2, died after fourteen and one-third months; Case 3, died
after thirteen months; Case 4, died after eleven months; Case 5,
died after eight months; Case 6, died after seven months; Case 7,
died after six months; Case 8, died after five and one-half months;
Case 9, died after three and one-half months; Case 10, living
after thirteen months, has recurrence; Case 11, nine and one-
fourth years after operation, living; Case 12, living after five
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and three-fourth years; Case 13, five and three-fourths years
after operation, living; Case 14, living after four and one-fourth
years; Case 15, four years after operation, living; Case 16, living
after two years; Case 17, one and one-half years after operation,
living; Case 18, living after one and one-fourth years; Case 19,
one-fourth year after operating, living; Case 20, living after
one-fourth year. ‘

Patel and Cavaillon. Arch. gén. de méd., Paris, 1903, ii, 2241;
six months, living.

Sato. Wien klin. Wchnschr., 1903, xvi, 1308; four months,
living.

Bergalonne. Rev. med. de la Suisse, Rom., Geneve, 1908,
xxviii, 532; four months after operation, living.

Gage. Boston Med. and Surg. Jour., 1903, cxlix, 277; Case 1,
died three hours after operation; Case 2, three years after oper-
ation, living; Case 3, died two months after operation; Case 4,
seven years after operation, living.

Stirling. Awustralas. Med. Gaz., Sydney, 1903, xxii, 346;
five and one-half months, living.

Gibb. Glasgow Med. Jour., 1903, 1x, 33; six months after
operation, living.

Doebblin. Deutsche mil. drztl. Zischr., Berl., 1908, xxxvii,
1025; four months after operation, living.

Sasse. Deutsche med. Wchnschr., Leipz., 1903, xxix, 769;
after three years, living, without recurrence.

Guillet. Bull. et mém. Soc. de chir. de Par., 1904, XXX, 1003;
eight and one-half months after operation, living.

Quenu. Bull. et mém. Soc. de chir. de Par., 1904, XXX, 919;
one year after operation, living.

Sherrill. Trans. South. Surg. and Gyn. Asso., 1903, Phila.,
1904, xvi, 49; Case 1, died eighteen hours after operation;
Case 2, two years eight months after operation, living.

Tamsini. R. Ist. Lomb. d. sc. e lett., Milano, 1904, xXXxvii,
768; one year eight months after operation, living.

Morton. Brit. Med. Jour., Lond., 1904, ii, 1449; Case 1, died
one year, nine months after operation (recurrence); Case 2,
five years after operation, living; Case 3, died eighteen months
after operation (recurrence); Case 4, four years after operation,
living; Case 5, one year after operation, living; Case 6, died
one and one-half years after operation (recurrence); Case 7,
one year after operation, living.
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Tschudy. Cor.-Bl. f. Schwetz. Aerzte, Basel, 1905, xxxi,
114, one month, twenty days after operation, living.

Olmsted. Canad. Jour. Med. Sc., Toronto, 1905, xviii, 90;
two months after operation, living.

Klein. Journ. d. Sc. méd. de Lille, 1905, ii, 81; died twelve
days after operation.

Walter. Nederl. Tydschr. v. Geneesk., Amsterd., 1905, xli,
1101; one and one-half years, living.

Steinthal. Verhandl. d. deutsch. Gesellsch. f. Chir., Berl.,
1904; xxxiii, 250; two years after operation, living, but has
recurrence.

Gauthier. Lyon Méd, 1905, cv, 761; five months after
operation, living.

Jaboulay. Lyon Méd., 1905, cv, 725, two and one-half
months after operation, living.

Savariaud. Bull. et mém. Soc. de chir. de Paris, 1905, XxXxi,
872; Case 1, nine months after operation, living; Case 2, died
eighteen months after operation.

Kennedy. Detroit Med. Jour., 1905, v, 306; two months
after operation, living.

Martinez. Rev. méd. de Bogola, 1904-5, xxiv, 325; one year,
eight months, living.

Newbolt. Liverpool Med. Chir. Jour., 1905, xxv, 55; Case 1,
one year after operation, living; Case 2, one year five months
after operation, living.

Pauchet. Assoc. Franc. de Chir.,, Par., 1905, xviii, 820;
Case 1, had recurrence twenty months after operation, died
three months later; Case 2, died nineteen days after operation;
Case 3, died several months after operation.

Lilienthal. Amnn. Surg., Phila., 1906, xliii, 145; four months
after operation, living.

Neumann. Deutsche med. Wchnschr., Leipz. u. Berl., 1906,
xxxii, 542; Case 1, died two days after operation; Case 2, five
and one-half years after operation, living; Case 3, eight months
after operation again operated for metastasis in ovary, died
three months later; Case 4, seven months after operation, living;
Case 5, two years after operation, living; Case 6, one and one-
half years after operation, living; Case 7, one and one-half years
after operation, living.

Cushing. Ann. Surg., Phila., 1906, xliv, 261, two years after
operation, living.
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Bazy. Bull. et mém. Soc. de chir. de Par., 1906, xxxii, 1029;
one year after operation, living.

Vaughan. Clinique, Chicago, 1907, =xxviii, 292; Case I,
recurrence six months after operation, died nine months later;
Case 2, two and one-half years after operation, living.

Tansini. Riforma Med., Palermo, 1904, XX, 973; seven months
after operation, living.

Condon. Med Herald, St. Joseph, Me., 1905, xxiv, 556;
Case 1, died sixteen days after operation; Case 2, died ten
weeks after operation; Case 3, nine months after operation,
living; Case 4, died two days after operation.

Newbolt. Med. Press and Circular, Lond., 1906, 1xxxii, 237;
Case 1, thirteen months after operation had recurrence, soon
after died; Case 2, one year four months after operation, living.

Savariaud. Bull. et mém. Soc. de Chir. de Par., 1909, XXXV,
758; two years after operation, living.

Westby. Liverpool Med. Chir. Jour., 1885, v, 470; died
four months after operation.

DISCUSSION.

DR. J. H. CARSTENS, Detroit.—Mr. President: After listening
very attentively to Dr. Rosenthal’s paper, we come around to
the the same old story of early diagnosis, and if there is one
thing we must impress upon the general practitioner it is the
fact that when a woman passes forty, has no sepsis, and is steadily
and continually losing weight, with some kind of obscure symp-
toms in the belly, it may mean malignant growth. By thus
impressing the general practitioner we probably will get some of
these cases early so that we can make an exploratory incision and
detect cancer when it is small and can be removed radically.

As far as Dr. Rosenthal’s elegant paper and ingenious opera-
tion are concerned, it seems to me that it is a very good way of
operating. The only thing that struck me was simply cauteriz-
ing the ends of the bowel with carbolic acid would not be sufficient
to stop hemorrhage, and one may have a severe hemorrhage in
such cases. A number of years ago I remember being called
about 150 mile from home to see a supposed ovarian tumor of
some kind and to remove it. When I got there I found the
abdomen of the woman was distended very much with ascitic
fluid. The woman had cancer of the splenic flexure of the
colon which was absolutely adherent and could not be removed
and the only thing I could do was to make an anastomosis and
short-circuit the bowel, and so I brought the lower part and the
upper part together like this (illustrating on blackboard), sewed
it across here with silk for about 3 inches, and I did that simply
because it was easier to do it. When I got through with that I
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made a cut here, half an inch away from the suture, and cut
here half an inch from the suture, brought the two surfaces to-
gether, and took catgut No. 3 and sewed it over and over through
the mucous membrane, muscle and peritoneum all around.
That controlled hemorrhage. I did not use silk because I did
not want it to stick in the bowel and produce irritation, and by
using catgut I knew it would be absorbed in ten days. I brought
the other parts together with the Lembert suture, rubbing well
this part before I opened it up, denuding the peritoneum as much
as I could of its epithelium, and then I knew I would get firm
union, and I sewed that up. This woman remained in good health
for two years, then she came back, and she had another growth,
with immense distention of the abdomen with ascitic fluid, and
we found then that she had a malignant growth of the ovary
which I removed. I have had since that time a number of
other cases, but is seems to me so simple to sew the bowel in the
manner I have indicated on the blackboard. You do not need
to put on any clamps; if there is much discharge you can put on
clamps, but ordinarily you can bring the parts together, cut on
each side, control hemorrhage, and put a ligature on the other
side. You. can do that by an end-to-end anastomosis or in
any other kind of operation.

Dr. Roranp E. SKEEL, Cleveland.—I would like to ask Dr-
Rosenthal in closing his discussion to explain in what respect
the operation he has described differs from the two-clamp opera-
tion in end-to-end anastomosis of the bowel. It seems to me the
bowel is opened as extensively in this operation as it is in the
ordinary clamp operation.

DRr. FraNcis REDER, Saint Louis.—I am exceedingly interested
in the method of Dr. Rosenthal. Some years ago I did a good
deal of experimental work on the intestine, and introduced a
rubber bulb for anastomosis. The operation of Dr. Rosenthal
is an ingenious one and will have a place in surgery. I thought
we had gotten to the end of anastomotic work, and that the
whole matter now resolved itself into a simple suturing, instead
of the use of a mechanical device. The method of suturing has
been very much simplified since the Connell suture has given such
satisfactory demonstrations. We even go so far in some cases
as to omit the Lembert suture. Whether Dr. Rosenthal can
get the proper approximation about the mesenteric attachment
by this operation I do not know. It is sometimes an easy mat-
ter to anastomose the bowel, provided the bowel is favorable to
access. Sometimes, however, the situation is such a complicated
one that the surgeon encounters great difficulties in perfecting
the anastomosis.

The doctor spoke of invaginating his finger into the bowel
and loosening up that portion of the bowel that was crushed
by the forceps. I refer to this because two weeks ago I had a
patient suffering from an obstruction. The obstruction was
a cancerous growth in the lower portion of the sigmoid. After
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incision I encountered much difficulty in bringing together the
bowel ends on account of the depth in which I had to work.
Inasmuch as it is very difficult to anastomose a collapsed bowel
in the pelvis, I introduced a bobbin of soap, the size of the lumen
of the bowel, in both the distal and proximal ends, and secured
the bobbin by tying a ligature around the bowel. This gave
me a well filled bowel and easy to handle. To prevent any
shifting of the soap surfaces when in apposition, I introduced
into the distal soap plug a small peg made from a sterilized
toothpick, and pressed the two soap bobbins together. This
gave me a stationary base so that I could introduce the sutures
about the circumference of the bowel with comparative ease.
After the suture line was completed, I invaginated my finger
into the upper bowel and pushed the soap plug as low down
as I could. It was discharged on the second day after the
operation. The ligatures that secured the soap bobbins were
removed as soon as the bowel had been satisfactorily sutured.
Patient recovered.

Dr. C. C. FreperIcK, Buffalo.—Dr. Rosenthal’s series of
cases has been extremely interesting, and his methods of anas-
tomosis is very ingenious. I, however, feel very much like
Dr. Carstens does, that Dr. Rosenthal will get hemorrhage
in that class of cases. I have seen hemorrhage when the anasto-
mosis of the gut has been made carefully and the mucous and
submucous tissues have been whipped over. I have seen
secondary hemorrhage in those cases. I presumed the question
of anastomosis of stomach with intestine was such a simple me-
chanical process that there was no necessity for a multiplication
of these various methods and of this little bit of oddity of technic
in the procedure. There is not one case in ten that you cannot
get the stomach or whatever part you want to anastomose up
into position, you can do it easily and rapidly, and the simpler
the process you follow and the quicker you can do it, the better
the result. The only thing to do in making an anastomosis
of the stomach with the intestine is not to spill the intestinal
or stomach contents into the peritoneal cavity. If you are
going to make an end-to-end anastomosis of the gut, this can
be readily obviated by putting on a clamp with rubber tissue
over it, and whipping the gut around through all the coats
with a simple running ordinary sewing suture, and then put a
Lembert around it, or if you want to make a lateral anastomo-
sis, sewing up with 2 or 3 inches around the peritoneum, sew-
ing the mucous and sub-mucous coats and muscularis to-
gether and continuing the Lembert suture around. That is
a simple procedure. There is not one time in ten that you
cannot bring the gut up in any place you want it and do it
rapidly, and the only three things that you want to secure are,
first, not to empty the contents of the gut into the peritoneum,
second, to prevent secondary hemorrhage, and third, to make
a close accurate closure, so that you will have no leakage.

13
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That can be done quickly and the fewer forceps and other para-
phernalia you have to do with in my estimation the better.

DRr. JosepH Prick, Philadelphia.—I want to be very brief in
regard to two or three points. I have practised drainage of the
peritoneal cavity for a number of years for loathsome and distress-
ing symptoms associated with general intraperitoneal malignancy.
I have practised drainage of enormous accumulations of fluid com-
monly found in advanced malignancy which threatens the life of
the patient, and I have opened the peritoneal cavities of patients
very freely and drained them for many months or even years.
I was called in consultation just before the death of my brother
to see a patient who had enormous dropsy, and when I saw her I
found her abdomen enormously distended. I discouraged any
interference in this case thinking the woman would only live a few
hours. A few days after my brother’s death they asked me to
see her again. I did, and decided to drain her. Her breath-
ing space had been reduced very considerably, and she was suffer-
ing greatly from suffocation. I opened her abdomen and got rid
of an enormous accumulation of fluid. Everything in her perit-
oneal cavity seemed cauliflower-like and immovable. That
woman got up and about and shortly after entertained the entire
family at Christmas, and she lived for some time. I refer to
drainage in this connection because by resorting to it we can re-
lieve patients of much suffering and suffocation which commonly
occur in these cases.

I want to make allusion to a statement by Moynihan who says
that mechanical devices in anastpmotic work are being put on
the shelf as curiosities. Moynihan has lost sight of the history of
fistula. The German surgeons have lost sight of the history of
fistula. The tendency of all fistule due to incision is to close.
You can make a fistula in almost any viscus with the knife, or
scissors; if you keep it clean, it will close. If you can avoid sep-
sis it will close.

So far as the treatment of chronic cystitis by drainage of the
bladder is concerned, it puzzles me very much how to keep a fis-
tula open, and in spite of the chronic cystitis it will close, until we
stitch the vesical and vaginal mucous membranes together. I re-
peat, if you make a fistula with a knife or scissors, in any viscera,
if you keep it clean and aseptic, it will close, but fistula due to
a slough is a different thing. Operations for the closure of fistule
due to slough were abandoned by the profession all over the world
who said they were incurable, but Sims was asked by an intelli-
gent planter, who recognized him as a surgical genius, to try and
cure a fistula in a woman in the cotton fields due to sloughing.
He offered the argument that operation was a failure in the hands
of surgeons, but as they insisted he made the effort and succeeded
in closing it. In Europe numbers of women had fistule due to
sloughing, but none of them closed. Sims was the first and only
man in this country to attempt the closure of these fistule by
operation. Then came Senn and Murphy, who proposed doing
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anastomosis for the purpose of closing fistule the result of
sloughing. At the present time a well-done operation with the
Murphy button is superior to all other methods. In one of our
recent text-books you will find but one suture method given.
Now, the surgeon who uses one suture, and that a continuous one,
strangulates the tissue and causes clot necrosis. Pause and think
for a moment of what a continuous suture does. It strangu-
lates the entire circulation of the included structures, and causes
a necrotic process, and gives you a leak, and in a good percentage
of suture anastomoses you have a mortality that is due to leak-
age and due to clot necrosis. I believe at the present time we
have the best results by the use of the Murphy button in doing
anastomosis. In a case I had not long ago I used an aluminum
button which was made for me as large as a Maryland biscuit.
After an exploratory operation for appendicitis, it was discovered
that the patient had malignant disease. I took out g inches of the
ascending colon and inserted an aluminum Murpy button, and the
patient made a mice recovery, and subsequently passed the but-
ton. A year later I operated on another patient and removed
an epithelioma. In this case there was an hourglass contraction
of the transverse colon. The operation was easier than the one
done in the previous case. I took out g or 10 inches of the colon,
and made the anastomosis with the Murphy button. A year
later I took out g inches of the descending colon, used the same
buttton, and it was many months before the button was passed.
One difficulty has been that the Murphy button has been im-
perfectly made. The instrument maker, like a great many other
artisans, gets above his business. Rarely is he willing to accept
an intelligent suggestion from a surgeon. But in spite of what
Moynihan says about the button being a relic of the past, I disagree
with him positively from this brief history of fistula, and I would
insist upon it that closure by sutures are contracting closures.
In Philadelphia good numbers of patients came back for
the fifth and sixth and even ninth time to have their
jejunums wrestled with; but had those operations been done
origionally with a good Murphy button, all of this trouble would
have been obviated. The difficulty with the modern button is
that it has a feeble spring, one which has not sufficient compres-
sion to cut quickly and completely, and you leave some living
tissue in the compression. It ought to do its work quickly. The
compression discs should be uniformly firm, but the fact that the
past masters in surgery, like Murphy and others, continue to use
the button and the further fact that beginners in surgery have
successfully made these operations, are the best evidence that a
mechanical device is not only the safest, but it minimizes the
necessity of repeated operations. These are the two points I
desire to make: first, that we ought to drain more in malignant
cases, make the patients comfortable, and prolong their lives.
It makes a nurse work hard to keep these patients clean who are
being drained, but it makes them sleep better and eat more and
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live longer. Second, I want to emphasize the fact that we are
not through with the yse of mechanical devices in doing anasto-
motic work. Again, I would criticise the continuous suture and
refer to it as a strangulation suture. It gives you clot necrosis,
and you have in your suture methods a leakage you ought not
to have. Many deaths are due to leakage. In the postmortem
rooms at home and abroad you see the results of suture leakage—
in Vienna as many as three in one morning.

Dr. NATHAN JACOBSON, Syracuse (by invitation).—I wish to
thank you for the privilege of the floor. I have been very much
interested in this paper and its discussion. There are a few
points to which reference has not been made in the author’s
paper, which strike me as requiring emphasis. One is the matter
of early diagnosis. You will recall that practically all of the
cases reported involved the large intestine. There is no doubt
that carcinoma invades the large more frequently than it does
the small intestine. The manifestations differ materially accord-
ing to the section affected. When the cancer is located in the
sigmoid flexure close to the pelvic floor, its early recognition is
often difficult. You cannot always introduce a sigmoidoscope
for the purpose of making an inspection, and even when you do
there may be profuse bleeding. I have found that if a patient be
examined in the recumbent posture, with the thighs flexed tightly
upon the abdomen, the index finger can be carried up the rectum
so high as almost to reach the sigmoid. A carcinoma or a tumor
in this location can thus be frequently discovered. Character-
istic symptoms are by no means constant, as the further from
the stomach the cancer is located the later will such symptoms as
vomiting occur. Sometimes there is no vomiting until the pa-
tient is near his end. I recall the case of a carcinoma of the de-
scending colon occurring in a man seventy-five years of age, who
worked on his farm until the day he died and even milked his
cows that morning. I was called to operate on him for the relief
of the existing obstruction. I found that he had died before I
arrived. An autopsy was permitted and it disclosed a carcinoma
which encircled the descending colon and occluded it so com-
pletely that I was unable to pass a lead pencil through it, and yet
that man had continued to do his work and care for two maiden
sisters who lived with him until the day of his death. On the other
hand, with a carcinoma affecting the small intestines the ob-
structive manifestations may appear quite as suddenly and un-
expectedly. Not infrequently we find as the first evidence of
carcinoma of the small intestine an acute intestinal obstruction.
In such cases the mass has produced a twist and has suddenly
occluded the small intestine.

It has been my fortune to have seen many cases of carcinoma
of the lower part of the large intestine. I had occasion to read a
paper within a year in which I reported twenty cases of carcinoma
of the rectum removed by excision. I have seen carcinoma in
the sigmoid frequently. There is one thing I want to emphasize
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and that is my opposition to the establishment of an artificial
anus. I cannot imagine a more filthy, unsurgical or more unsatis-
factory procedure than to attempt to meet the situation in these
cases by the creation of an artificial anus; nor have I found it
helpful as a preliminary step to a radical operation.

One statement made this afternoon I can certainly endorse—
namely, that much depends upon the location of the carcinoma
as to the success of a surgical procedure.

In January last it was my privilege to operate on a woman,
forty years of age, who had a large carcinoma of the descending
colon. We were able to bring the involved area entirely out
through a small abdominal incision and complete the resection of

the bowel as an extra abdominal procedure. Her condition was °

extreme due to the exhausting manifestations attending the dis-
ease. However, the removal of the growth was completely
accomplished. She has enjoyed excellent health since. On the
other hand, if the carcinoma be located at one of the flexures,
especially if it be the hepatic flexure, its removal is much more
difficult than when the disease is situated in a more mobile por-
tion of the intestinal tract. The procedure of short-circuting the
bowel preferably by suture or even by button and relieving the
obstruction for the time being is vastly better surgical practice,
it seems to me, than the establishment of an artificial anus.

I know we all esteem the opinion of the last speaker, Dr.
Price. His standing in the profession is high, and every word
that falls from his lips deserves the most careful consideration
and yet his vews do not represent those of the majority of the
profession to-day as to the use of the Murphy button or the
other mechanical appliances. It seems to me, the statement
that necrosis is apt to follow the use of the continuous suture
is to be questioned. There is no doubt that in an end-to-end
anastomosis by the careless application of a continuous suture
marked constriction of the lumen could be produced. But one
need not use the continuous suture all the way around. One
quarter or even one-sixth of the lumen can be sutured and tied
and so on until the entire circumference has been cared for.
In this way no constriction of the gut results.

This subject is a very wide one, and one I am sure that is
most interesting and important. The statement made by
one of the speakers, Dr. Carstens, that marked loss of weight,
with obscure abdominal symptoms demands thorough investi-
gation and justifies abdominal exploration is one which I most
heartily endorse.

Dr. Louis Frank, Louisville.—There is just a question or
two I would like to ask the author of this paper. There is
some danger, it seems to me, connected with this modified
method of anastomosis, as the doctor has practised it, and that
is the danger of hemorrhage. Secondly, it seems to me there
would be great difficulty in controlling and suturing that part
of the bowel, the fatal angle, that is the mesenteric angle,
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from which we have so frequently leakage which causes the
death of the patient. I would like to ask him how he over-
comes this by his method. It seems to me it must be a difficult
matter to do so. A third point I want to bring out is this,
that the pictures show a different condition as compared with
what we really have to deal with in anastomosing the distended
gut above the point of obstruction, with the collapsed bowel
below. These sketches are not true to life as representing
what we have in such a condition.

Dr. ROSENTHAL (closing the discussion).—So far as the
technic of this operation is concerned, there is nothing new in
the suture. You unite the bowel by the same old suture
method with which you united the bowel away back in
the history of bowel suture. This forceps method adds
nothing new, nor does it take away anything whatever from
the earlier methods of anastomosis, except that you secure the
anastomosis with an aseptic field and in a throughly aseptic
manner. I think I made it clear that carbolic acid cauteri-
zation was for the purpose of maintaining asepsis. You wipe
off the ends as you do the appendix before you turn it down.
The carbolic acid does not control hemorrhage. You have
met every required condition in bowel anastomosis that any
other operation will meet, and so far as hemorrhage is con-
cerned, in addition to every other safeguard you have the
crushing of the ends of the bowel.” When necessary, you carry
the suture down so that the first layer of sutures controls the
hemorrhage. That is only surgery lege artem. 1 did not
step out of my way to mention it because I did not think it
was necessary to do so. We expect you to do that. The first
layer of sutures should control hemorrhage; you rotate the
forceps and put on the ordinary Lembert suture. So far as
hemorrhage is concerned, you have observed every require-
ment which is given you by any other suture method, and in
addition thereto you are crushing the ends of the bowel.

Dr. Price tells us that we get pressure necrosis with the
continuous suture, and that we do not get pressure mnecrosis
with the Murphy button because the spring is tight enough.
You want necrosis, so far as the button is concerned, that is
what releases the button.

Dr. Reder mentioned his experience in experimental bowel
suture work, and spoke of securing the mesenteric border.
You can take a bowel after it has been anastomosed by my
method, a piece of bowel 3 or 4 feet long, you can fill such a
bowel after this anastomosis with blue water, and hold it up, and
it will not leak. Ishowed you a photograph wherein I am com-
pressing two limbs of the anastomosis in an effort to expel the gas.

Dr. FrRaNk.—How soon after the anastomosis?

DR. ROSENTHAL.—Immediately. The more pressure you
have on the inside the tighter it closes.

Dr. Reder asked how we secure an astomosis of the mesenteric
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border. I mentioned that in my paper. You must grasp the
bowel quite up to, but not into the mesentery, and then meet
the conditions absolutely as they do in ordinary bowel suture.
I can demonstrate that to the doctor’s satisfaction.

So far as mechanical devices are concerned, as Dr. Reder’s
experiments with a soap plug, let us take the Murphy button.
It is an excellent device for making an anastomosis in the large
bowel. The rapidity with which you can do it has saved a
number of these cases, but that same Murphy button that
probably saved the lives of those patients, whose cases I have
reported, was only kept from killing those patients by the
careful after-treatment which consisted of inserting a self-
retaining rectal tube and keeping water flowing into the bowel,
to keep the button open, the bag being suspended 6 inches
above the patient. This method which I have described secures
every advantage of these mechanical devices and has the ad-
ditional advantage that the mechanical aid, the forceps, is
removed with the completion of the operation. These people
demand immediate relief. They have distended bowels which *
become mnecrotic, and you must have the passage of gas then
and there. These people’s bowels must be moved. In these
cases of obstruction the obstruction comes on late, and yet
this may be the first symptom of the cancer of the bowel. They
come to us primarily for the relief of the obstruction, and we
must make an anastomosis that will remain patent and will
not close up within the first few hours. I felt the want of some-
thing of this kind in dealing with this class of cases. I tried
the O’Hara instrument. He presses two forceps together and
unites the bowel around the forceps. That is all right, but the
grasp of the forceps is not sufficent, the bowel is likely to slip
out of the forceps, and that would be a calamity. When you
put a Murphy button in the open bowel or cut into it there is
danger of soiling. Fistula is more likely to be the result of
infection than the result of the insecure suture, or the method
employed. -You cannot handle the inside of the bowel, or
manipulate the open bowel, unless you run a great risk of at
least common colon infection. This method has its advantages.
I have used it in doing jejunostomy, and it is beautiful in gas-
troenterostomy where you want to unite the two limbs of the
jejunum to prevent regurgitation of bile into the stomach,
or where you do the long anterior operation of Kocher, you
can do it in a few minutes, and it is really beautiful to see how
nice it works. As regards the use of catgut in bowel suture,
if you use catgut in bowel work, outside of the serous layer,
you will have trouble. These cases are cases of obstruction due
to malignant growth and do not represent my experience in a
series of cases of simple obstruction of the bowel, nor do they
represent a series of cases of cancer of the bowel. Only those
cases of cancer which produced obstruction. I have come
with a sufficiently large experience in this class of cases to
warrant me in discussing the subject and bringing it before you.



DIAGNOSIS OF TUBAL ABORTION AND RUPTURE.

BY

CHARLES E. CONGDON, M. D.,
Buffalo, N. Y.

IT was formerly held that the common termination of a tubal
pregnancy was by rupture. Indeed, tubal abortion was first
described by Werth as late as 1887. Schrenck, in 1892, noted
abortion only eight times in 610 cases collected from the litera-
ture. On the other hand, in 289 cases reported by Martin,
Orthmann, Mandel, and Schmidt, Fehling and Gletsch, 78 per
cent. ended by abortion and 22 per cent. by rupture. Martin,
therefore, considers tubal abortion to be the rule(see William'’s
article in Kelly and Noble’s ‘“Gynecology and Abdominal
Surgery”’).

My own impression is that rupture is more frequent but it
must be confessed that, in the early work, inspection was not
carefully practised nor with the same scientific basis, since it
was taken for granted that the embryo was discharged into the
abdominal cavity in practically all cases except those in which
it entered the broad ligament.

Some writers would lead one to believe that the differential
diagnosis between tubal abortion and rupture is easy and that
one should operate only on cases of rupture. A little reflection,
however, will convince one that the differentiation between these
conditions, even with the abdomen open, depends largely on
the personal equation. Theoretically, we may distinguish
sharply between a rupture of the tubal wall with open vessels
and the expulsion of the embryo through the free end of the
Fallopian tube—the former a menace to life, the other resulting
merely in the presence of sterile absorbable organic material.
Practically, tubal abortion is by no means a simple extrusion
through a dilatable orifice. As in the case of ordinary uterine
abortion, it is frequently accompanied by massive hemorrhage,
a statement based on actual personal experience. Conversely,
I have operated on cases in which the embryo had escaped

132
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through a tube ruptured at a distance from the fimbriated ex-
tremity, but with comparatively little hemorrhage.

Thus, while it is interesting from the pathologic standpoint
to discriminate between tubal abortion and rupture, it should
clearly be recognized 1. that statistics as to the relative frequency
of these conditions, based on inspection at operation, often
necessarily made hastily, cannot be accurate; 2. that differential
diagnosis prior to operation it impossible; 3. that even if the
differentiation could be made, it would not be a safe criterion
of the advisability or inadvisability of operative interference.
Practically, the main points to determine are the presence or
absence of an appreciable hemorrhage into the abdomen and its
source. Hence no attempt will be made in the further discus-
sion to distinguish between tubal abortion and rupture.

The signs and symptoms of tubal pregnancy may be divided
into three periods—namely, before, at the time of, and after the
displacement of the embryo from the tube. A great many
papers have been written on this subject but, unfortunately,
too many authors have discussed it from an academic stand-
point and have made statements based on inadequate a priori
premises, which subsequent experience has shown to be incorrect.
There may be mentioned, for instance, the dictum that some
inflammatory change, especially gomnococcic infection, predis-
posed to tubal pregnancy by robbing the tube of its cilia,
whereas, in my experience, a fairly normal condition of the tube
seems prerequisite to the development of the ovum within it.
With more direct reference to diagnosis may be cited the former
teaching that tubal abortion was extremely rare, and the pres-
ent swing of the pendulum to the opposite extreme with the
attempt to exclude abortive cases from the category of those
requiring operative interference. Every operator knows that
the great majority of cases reach him with the diagnosis incor-
rectly made. This fact is due, I believe, not to the incompe-
tence of the general practitioner but the the faulty and un-
practical teaching which he has received from supposed experts.

The diagnosis may be somewhat simplified by keeping clearly
in mind certain general principles. For practical purposes we
may consider ectopic pregnancy as always tubal. Ovarian
pregnancy was not positively demonstrated until the case of
Dr. Katharine Van Tussenbroeck, of Amsterdan, in 1899,
Auning and Littlewood confirming her report in 19or by a
specimen presented to the London Obstetric Society. Since
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then a very few other indubitable cases have been encountered.
The interstitial type either becomes a uterine pregnancy or it
has the same tendencies and requires the same management
at tubal pregnancy.

It is conceded that the great majority of cases of tubal preg-
nancy rupture or abort by the twelfth or fourteenth week, thus
pretty definitely limiting the first period and often enabling us
to make a very simple exclusive diagnosis. Rupture occurs,
on the average, earlier than abortion. Rupture may be sudden
or gradual, complete or incomplete. When sudden it is prac-
tically instantaneous. The term complete indicates the dis-
charge of the entire embryo, including the placenta. The
term incomplete means not that the rupture has not penetrated
the walls of the tube, but that all or some parts of the products
of conception remain inside. The same general principles of
classification apply also to tubal abortion as well as to ordinary
uterine abortion.

Rupture may take place either into the abdominal cavity or
into the broad ligament. The former is the more common and
the more dangerous form. After rupture into the broad liga-
ment there may be a secondary rupture into the abdominal
cavity, constituting the so-called abdominal pregnancy, or, if
no such secondary rupture occurs, an entirely different group of
cases is developed from those requiring emergent diagnosis and
immediate surgical intervention—namely, the group of ectopic
gestation continuing to the viability of the fetus, of lithopedion,
of suppurating cysts discharging into the bladder, bowel, and the
like.

DIAGNOSIS PRIOR TO RUPTURE.

It is a truism that the diagnosis of ectopic pregnancy in the
first period is included in the diagnosis of pregnancy in general
and, with rare exceptions, covers the first three or three and a
half lunar months, when the greatest diagnostic difficulties are
encountered. As Sutton and Giles (‘“‘Diseases of Women’’) have
shown from a careful analysis of a large series of cases, ectopic
gestation is most apt to occur in women who have been childless
for a number of years but, contrary to the prevailing opinion,
it is not especially likely to occur in those with serious tubal
disease or, indeed, in those who have had serious pelvic diseases
of any kind. Hence it develops par excellence in women least
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likely to be under gynecologic observation to pay attention to
warning symptoms or even to remember the dates of their
menstruation. Mammary signs, uterine enlargement, morning
sickness, discoloration of vulva and vagina, softening of the
cervix, thyroid swelling, skipping of menses, severally or combined,
though liable to fallacies in both directions, are very significant
in young women just beginning their sexual life but, for one
reason or another, less significant and more apt to be misleading
in the class of cases under discussion.

Even when the various signs and symptoms of pregnancy are
fairly clear it is often impossible, especially in parous women,
to determine whether the uterus does or does not contain the
ovum; at an early stage of pregnancy and, while the disclosure
by bimanual palpitation of a sensitive and swollen tube would
naturally suggest ectopic pregnancy, even this condition may be
misleading, as has often been demonstrated by operation.
Indeed, I believe that the diagnosis of ectopic gestation, when
made in what was supposed to be the first stage, has usually
proved to be erroneous, operation disclosing some inflammatory
condition of the tube or ovary, an ovarian cyst or fibroid tumor
with twisted pedicle, appendicitis, or even a normal gravid uterus
with no obvious explanation of the symptoms leading to the
diagnosis of ectopic gestation.

Bazy (Rev. de Gyn., Paris, July, 1910) mentions a condition
which may still further complicate the diagnosis. This condition
he terms hemorrhagic pachysalpingitis and cites three positive
and two somewhat doubtful cases. Omne of his observations is
appropriate to what has been said regarding the incorrectness
of the old view that some form of salpingitis predisposed to tubal
pregnancy, though it cannot be claimed to be more than suggest-
ive. One of his cases of hemorrhagic salpingitis was found to
be complicated with tubal pregnancy involving the opposite
and otherwise normal tube.

DIAGNOSIS AT THE TIME OF RUPTURE.

The second stage is marked by pain which is characteristic
to the degree that its absence would pretty positively exclude
extrusion of the embryo either by rupture or tubal abortion,
and that the pain is usually sudden and severe. But, unfortu-
nately, so far as can be judged from the statements of patients,
the pain is of the same character and subject to the same varia-
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tions as in all sorts of other obdominal conditions, such as various
tumors with twisted pedicle, inflammatory conditions of the
pelvic organs, appendix and biliary passages, troublesome hernia
of various kinds, and the like.

Uterine hemorrhage approximating in amount that from an
ordinary three months’ abortion and appearing within twenty-
four hours after the critical pain is also diagnostic to the same
degree and with the further qualification that both pain and
uterine flow are compatible with an ordinary uterine abortion.
While ectopic gestation is necessarily accompanied by the
formation of a uterine decidua, that is not necessarily spontane-
ously discharged, and, on the other hand, it may be discharged
and may escape from the vagina and be thrown away very early,
so that its absence does not warrant us excluding etopic gestation,
though, if found, it obviously constitutes fairly conclusive
evidence of pregnancy somewhere.

Pain and hemorrhage are absent in about 6 per cent. of cases
of ruptured ot aborted tubal pregnancy.

With the greater or less aid of diagnostic signs and symptoms
of pregnancy in general, or of rather unreliable signs pointing
to ectopic pregnancy in particular, the diagnosis of tubal abortion
or rupture must depend upon the sudden onset of pain, collapse,
characteristic symptoms of internal hemorrhage which, as
stated, may not be present, the appearance of uterine hemor-
rhage within twenty-four hours and absence of the embryo and
the presence of a decidua in the uterine discharge subject to
the negative qualifications just stated.

To illustrate the diagnostic importance of uterine hemorrhage
within the time-limit of twenty-four hours the following case
is cited:

Mrs. H., aged thirty-one, born in U. S., German, married eleven
years, never pregnant. Two years ago had a flow for a few
days more than normal, but at a regular menstrual period. She
was not examined but ‘ took medicine” for a couple of days and
has had no further trouble until the present. She never even
had pain during menstruation and the menses were regular and
normal in every way.

Saturday, August 6, while on a boat she became indisposed.
In stepping off the boat she felt very severe, sudden pain and
collapsed. She received no medical attention at the time,
but ordinary restoratives were administered and she was
taken home as soon as possible and was put to bed. Immediately
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she felt so comfortable that it was considered unnecessary to
summon a physician, but on account of a rather vague persistent
distress one was called on the following Thursday, August 11.
On examination he found a distended, swollen abdomen, the
uterus about normally placed, but a mass to the left extending
down into the culdesac. She was not flowing at this time. He
was convinced that it was a case of ectopic pregnancy with
rupture and brought her to the hospital the. following day. At
this time there was quite a copious, dark uterine hemorrhage
without clots. The abdominal distention, sensitiveness, and
pain had markedly increased. The temperature and pulse
were moderately elevated 100.4 and 110, respectively. On
account of the delay in the uterine flow and the normal position
of the uterus I was convinced that the case was not one of
ectopic gestation, but a tumor, either ovarian or fibroid of the
uterus, with a twisted pedicle. The suddenness of onset would
practically exclude the variousinflammatory conditions mentioned.
The tenderness was too diffuse for appendicitis or any analogous
focal lesion. On operation the case proved to be one of ovarian
cyst with twisted pedicle. The subsequent progress was
uneventful.

In contrast to the foregoing, the following case of ruptured
tubal pregnancy may be cited:

Mrs. L., aged nineteen, mother of one child, two miscarriages
prior to the immediate case history. A little more than seven
weeks previously she passed a few days over the menstrual
period and, not wishing to continue the pregnancy, she visited
some one who passed instruments and a few days later she had
pain and began to flow. At the end of a week of continuous
flowing she was cureted. Then, for about five weeks longer,
she was treated for pelvic inflammation. This brings the history
down to April 15, 1910, when she summoned Dr. Hugh S. Town-
send who immediately called me in consultation. Clots could
be palpated in the culdesac and this sign, in connection with the
history, led to the diagnosis of ectopic pregnancy, while the lack
of violent symptoms, in accordance with the rules for differen-
tiation laid down by some authorities, favored the differential
diagnosis of tubal abortion. The culdesac was opened, the
clots were removed, and a gauze drain was inserted. During
the following night the patient had terrific pain, requiring several
hypodermics of morphine. There was also a profuse hem-
orrhage. The next morning I opened the abdomen, found the
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right tube ruptured at the isthmus, and blood issuing from the
site of rupture. The tube was removed, the toilet made, and
the patient made a perfect recovery.

Obviously, in many instances, a positive diagnosis cannot be
made, but, from the practical standpoint, we must be content
with probabilities sufficient to lead to prompt operation. As
stated and illustrated by the case just cited, I do not believe that
it is possible to distinguish between tubal abortion and rupture,
nor to locate at all exactly the site of rupture.

It is also inevitable that, when rupture occurs early, with a
small ovum, relatively undeveloped bloodvessels in the wall of
the tube, or when the ovum is extruded through a patulous
ampulla, diagnostic symptoms may be lacking. The patient
will believe that she has taken cold or that an early uterine
abortion is in progress or merely that she is having a somewhat
painful menstruation. Doubtless many such cases pass without
operation and, the internal hemorrhage not being of serious
amount, complete abortion occurs. It is important, however,
that the general practitioner, who is most apt to see such cases at
the critical period, should have in mind the possibilities and
should either demand operation as a precautionary measure or,
at least, should carefully watch the further progress in order to
guard against the danger of an undetected dribbling hemorrhage
or a subsequent exacerbation. Sometimes the patient does not
call a physician at all or only after the lapse of days or even
weeks when, with the vague history due to inadequate oppor-
tunities for observation, still further delay ensues before radical
relief is afforded.

DIGANOSIS AFTER RUPTURE OR TUBAL ABORTION.

As already intimated, the history, while by no means to be
neglected, may be vague and, in most cases, it has not the sig-
nificance in many details formerly ascribed.

With the accumulation of blood in the abdomen, the hemor-
rhage being usually rather gradual, the uterus, unless held in
place by adhesions due to a new growth or to a previous inflam-
matory condition, is lifted bodily upward and forward until, in
some cases, the examining finger must pass around the sym-
physis to find the cervix. I know of no other condition with a
comparable history and course which causes this condition. So
long as the blood remains liquid nothing can be felt in the cul-
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desac, but after clots have formed a palpable mass is encoun-
tered and the vagina may be nearly obliterated. I have noticed
this condition as early as forty-eight hours after the critical
pain, but in the case of a slow, dribbling hemorrhage it may be
postponed even for two or three weeks.

From reading the literature I am convinced that some authors
fail to recognize the importance of a clear distinction of stages as
already laid down. For instance, one writer states that twenty-
nine out of thirty cases present symptoms by which a presump-
tive diagnosis may be made prior to the patient’s arriving at a
crisis which is alarming. This expression ought to indicate the
occurrence of rupture or tubal abortion. Yet, a little farther on
in the same paper, he says I do not believe that I have ever
chanced to examine bimanually a pregnant tube before any
- symptoms of the tragic stage have manifested themselves.”

Similarly, another author claims that 95 per cent. of cases
should be diagnosticated before rupture and then cites cases
under the heading ‘' before rupture” in which he has operated
immediately after the appearance of pain, shock, and the like
and has found the abdomen filled with blood. Obviously, he
has failed to distinguish sharply between the stages.

I scarcely need emphasize the fact that the third stage should
be anticipated by prompt operation so that, whether the process
involves the wall of the tube or the ampulla, the repetition of
hemorrhage and the increasing danger of laceration of the tube
should be prevented. Here we have a very practical reason for
distinguishing between a second stage immediately at or closely
following the extrusion or attempt at extrusion of the embryo
and a third stage following this process by an appreciable inter-
val. Obviously, the greater the abdominal hemorrhage the
longer will the lessened blood pressure delay the appearance of
the uterine flow. So, too, the more diffusely the intraabdominal
blood is spread over and between the coils of intestine, the less
will be the chance of palpating clots in the culdesac. Hence, while
theoretically the second stage might be considered to occupy a
mere point of time, the distinction of stages as described is
important both diagnostically and from the vitally important
standpoint of prophylaxis of comparatively late developments.
Hematocele, when diffuse or solitary, is a favorable termina-
tion of ectopic pregnancy for, even if left alone, it is gradually
absorbed, and complete recovery results. Thorn, for example,
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has reported 157 cases with a single death—equivalent to about
0.6 per cent.—and Fehling ninety-one cases with no death.

The general indication for operative interference as promptly
as possible cannot, however, be gainsaid. Schauta, for example,
after a careful study of the literature, collected 123 operative
cases, with a mortality of 5.7 per cent. and 121 cases treated
palliatively, with a mortality of 86.89 per cent., although in
another series of more carefully selected cases, he found the
mortality by palliative treatment to be only 65 per cent.

To recapitulate the diagnostic features: 1. There is sudden
pain nearly always, the exceptional cases being those with sud-
den collapse, as in two cases which I reported at the Keuka
Lake Medical Association, July, 1909.

2. Uterine hemorrhage occurs within forty-eight hours after
the initial pain. This symptom and sign is common to all cases
of ruptures or aborted tubal pregnancy.

3. Add collapse and the diagnosis is complete. If collapse
is lacking, or slightly marked, it is on account of gradual in-
ternal hemorrhage, when, on examination, the culdesac will
show a progressive bulging.



RESULTS AT LEBANON HOSPITAL OF DEFERRED
OPERATIONS FOR EXTRAUTERINE
PREGNANCY.

BY

RALPH WALDO, M. D.,
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By deferred operation for extrauterine pregnancy we mean
that when a patient is brought into Lebanon Hospital in pro-
found shock the operation is deferred until her condition is
markedly improved, which is usually from one to three or four
days. The historian of the hospital, Dr. M. L. Bookman,
reports eighty-one cases, about 70 per cent. of which were brought
into the hospital in profound shock. Out of this number three
died. One had been operated on and was making a perfectly
good convalescence, then suddenly died of pulmonary embolism.
Two were brought into the hospital in profound shock and
shortly died, no operation having been performed. The di-
agnosis of extrauterine pregnancy was invariably confirmed,
either by operation or postmortem examination. If there is no
shock, or it is only slight in character, the patient is always
operated on as soon as possible after admittance to the hospital.

In a number of instances it has been noticed that patients
who had suffered from profound shock had much less free blood
in their abdominal cavities than those who had very little or no
shock. This has led me to believe that the shock is not entirely
due to the escape of blood from the vessels but, in part at least,
to a nervous influence produced by the sudden escape of blood
into the peritoneal cavity, causing dilatation of the general
arterial system, and so reducing the blood pressure to-a danger-
ous point. i

There are many recorded instances where a blow over the pit
of the stomach, especially when the digestive processes are active,
as is the case shortly after a full meal, has resulted fatally, and
on postmortem examination there has been no anatomical lesion
to account for death. In military and railroad surgery capital
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operations immediately following the receipt of the injury, before
reaction has set in, have resulted most disastrously. During
the early part of the Civil War it was customary to do a large
amount of amputating on the field, but the results were so bad
that the surgeon-general’s office issued an order prohibiting this
practice as far as possible. .

Ovarian pregnancy is possible, but it is so extremely rare that,
from a clinical standpoint, tubal pregnancy and extrauterine
pregnancy are synonymous. In the lower animals it is gener-
ally believed that the ovum is impregnated in the tube, and the
probabilities are that in the human race the same thing takes
place in a large percentage of cases, and if from some anatomical
defect in the tube or its lining the arrest of the impregnated
ovum is caused, tubal pregnancy results. Probably in from
5 to 10 per cent. of tubal pregnancies tubal abortion takes place,
usually of an embryo that has previously perished, and you
have a succession of hemorrhages from the fimbriated end of
the tube. These hemorrhages may be slight, and the tube may
eventually empty itself and recovery take place. In a few in-
stances a living embryo is expelled into the abdominal cavity,
and a sufficient placental attachment remains to nourish the
embryo which in rare instances reaches maturity.

In from 9o to 95 per cent. of tubal pregnancies probably the
above does not take place, and the impregnated ovum develops
in some portion of the tube; and at Lebanon hospital we have
noticed that the symptoms develop at an earlier date in the
pregnancy and are usually more sudden in advent when the
pregnancy is near the uterine end of the tube, the worst type
being when it develops in the tube where it passes through the
wall of the uterus—the interstitial variety.

After a most careful investigation it seems to us that the first
symptoms show themselves between the third and sixth week of
pregnancy. In many instances neither the patient nor her
friends have the slightest knowledge that anything is wrong
until there is severe pain followed by collapse. There are a few
instances where the first symptoms of extrauterine pregnancy
do not show themselves until the expiration of two to three
months. The question of the time of pregnancy in all of these
cases is obscure, especially in the class of people that we come
in contact with in hospital practice, many of them paying little
attention to their complaints until severe illness is developed.
It is not an uncommon thing for patients suffering from tubal
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pregnancy to menstruate, and the slight irregularities which are
almost invariably present during the early part of extrauterine
pregnancy are paid little attention to, especially in women who
are subject to more or less irregular menstrual flow.

Another class of patients have given birth to a child or had
an abortion and have become pregnant before the menses have
been established. We have had a number of cases of extra-
uterine pregnancy in this class, and the first show of blood,
which was due to the ectopic, has been believed by the patient
to simply be the normal return of menstrual flow after its cessa-
tion following the gravid state. This fact and the fact that in
many instances the return symptoms of tubal pregnancy are
very slight and, in the experience of the patients, very rare has
led away from the true diagnosis of the condition, and over half
of the patients suffering from extrauterine pregnancy admitted
to Lebanen Hospital believe that they are suffering from some
other malady, especially incomplete abortion and appendicitis.

The following case very nicely illustrates the above fact, and
also the condition of many of the patients we are called upon to
treat.

Mrs. A. R. was admitted to the general surgical department
January 25, 1910, with a diagnosis of appendicitis, her chief
complaint being severe abdominal pain and marked prostration.

I was requested to see her in the afternoon of the same day,
and found her in collapse, with a distended and tympanitic
abdomen, temperature 101, pulse very weak and rapid. She
was restless, anxious, extremely pale. There was a mitral
systolic murmur at the apex, transmitted to the left; also a
systolic murmur at the aortic valve; otherwise the heart sounds
were good. Blood count showed red blood corpuscles 3,250,000;
hemoglobin, 70 per cent.; white blood count, 20,000. Differen-
tial count: polynuclears, 87 per cent.; large mononuclears, 9 per
cent.; lymphocytes, 4 per cent. The abdominal distention was
much more marked than is usually the case in extrauterine
pregnancy. The attending surgeon, Dr. Parker Syms, saw the
case with me, and said that, while he was in favor of opening
the abdomen in severe intraabdominal conditions, in this in-
stance was thoroughly convinced that the patient’s condition
was so bad that she would not survive an operation of any
kind. She was given a small amount of morphine hypodermi-
cally, and a pint of saline at 110° F. by the rectum. After this
first enema she was given 8 ounces of saline every four hours.
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The following day her condition had slightly improved, and
two days following her admittance to the hospital her condition
had so markedly improved that the house surgeon was very
much surprised when I told him that we would open the abdomen.
An ordinary median incision was made, and it was found that
the distention of the abdomen was in the main due to gas in the
intestine, and though this patient had been in very profound
shock, it was found that there was much less blood in the abdomi-
nal cavity than is ordinarily the case in extrauterine pregnancy.
In this instance there were no evidences of previous intraabdomi-
nal hemorrhages having taken place. The pregnancy was in
the right Fallopian tube, about 1/4 of an inch from the horn
of the uterus, and was of the type that in our experience
has been associated with marked shock. The tube was removed,
leaving the ovary in place. The abdominal wound was closed
after the ordinary method. The entire operation. required
seventeen minutes. She made an uneventful recovery.

The treatment of this disease has been through several stages
of development. Formerly the diagnosis was rarely made.
When it was, and it was uncertain, there were many who strongly
advocated killing the embryo by injecting material (usually
morphine) into the sac, or by use of an electric current. Numer-
ous cases were reported where this treatment was instituted,
and the embryo was supposed to become absorbed. Results
following this method were so unsatisfactory that it was aban-
doned, and the treatment that is usually followed to-day has
been gradually established; that is, to operate on the patient
and remove the offending part as soon as the diagnosis is made.
Of course, if rupture has not taken place, or if there have only
been slight ones, with very little shock, this is ideal and many
times the operation can be performed through the vagina which,
in my belief, is a much more dangerous operation than where
abdominal section is resorted to.

Unfortunately, in many instances the first time we see the
patient she is in profound shock, with a very weak or impercep-
tible radial pulse, and I am thoroughly convinced that this is
not the proper time to open the abdominal cavity, either from
above or below. At Lebanon hospital we elevate the foot of
the bed to prevent the patient from dying from cerebral anemia,
and give a hot (110° F.) enema of a pint of normal saline. In
extreme cases saline is given once in the cellular tissue under the
mamme, in addition to the enemata. If the temperature is
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above normal, an ice-bag is applied to the lower portion of the
abdomen; otherwise not. No cardiac stimulants are given,
fearing that they might cause a clot to be washed away that
may possibly be forming in a ruptured vessel. The saline
enemata are given every four hours, usually 8 ounces at a
time, and as the patient improves the interval is lengthened to
six hours. If, as is frequently the case, these patients are ex-
tremely nervous and restless or are suffering from severe pain,
small amounts of morphine are given hypodermically, for it is be-
lieved that absolute quiet is essential in all of these cases.

We have many patients brought into the hospital in a very
desperate condition, and out of the eighty-one cases that I
have referred to above there have been but three deaths. It
was thought that two of these patients would die in the ambu-
lance. They were freely stimulated and reached the hospital
moribund. At no time after reaching the hospital would they
have stood an anesthetic or the slightest operation. Autopsies
proved the diagnosis of ruptured extrauterine to be correct.
The third patient who died was one of those unfortunate cases
that are occasionally met with by all surgeons, where the patient
was making an absolutely normal convalescence, when she
suddenly died from pulmonary embolism. Seventy-eight other
cases were operated on by the abdominal route and recovered.

After a severe hemorrhage another does not take place in less
than from a week to ten days. In from two to seven days,
depending upon the condition, the abdomen is opened from
above. The clots and free blood are ‘rapidly removed with the
hand and dry gauze sponges, but the abdominal cavity is never
irrigated. Formerly, where the patient had lost a large amount
of blood, we put a quart or two of normal saline solution in the
abdominal cavity, and left it there to be absorbed. More
recently this saline has been given in rare instances in the cellular
tissue by hypodermoclysis, or more frequently in the rectum. In
one instance only in the above cases was the abdomen drained;
in all others it was closed. The entire operation requires from
eight to twenty minutes. I prefer the abdominal route, because
the operation can be performed much quicker, and when the mass
is high up and the vagina small, much better. It might be well
for me to state in this connection that I perform many operations
on the tubes and ovaries through the vagina. So you can readily
see that I am not prejudiced in favor of the abdominal route.

In a recent article Elliot said that in the Massachusetts General
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Hospital all of the deaths due to extrauterine pregnancy were in
those cases that were operated on while the patient was in
extreme shock. At one time, as I thought, shock was due
entirely to the loss of blood, but I have operated where the
symptoms were very severe, and found a comparatively small
amount of blood had escaped from the ruptured vessel, and in
other cases, where the symptoms were less marked, have found
the abdominal cavity filled with blood. In the main, the symp-
toms are those of shock, due to the sudden escape of blood into
the abdominal cavity. During severe shock from any cause
patients seldom stand operations well.

DISCUSSION ON THE PAPERS OF DRS. CONGDON AND WALDO.

Dr. Lewis F. SMEAD, Toledo.—Mr. President: A patient
was brought to me with a diagnosis of ectopic pregnancy. She
was twenty-five years of age, in her second pregnancy, her
first pregnancy having been taken care of by the physician who
brought her to me. In this first pregnancy there were no symp-
toms of any kind that were abnormal. The history of the case was
this: for two or three days there had been a slight pain in the right
side, and during the night preceding the day on which I saw
her there had been a slight flow. There was no tenderness in
the abdomen, and on vaginal examination I found a slight
mass over the right cornu of the uterus which gave pain on
pressure. The question with me was, was it ectopic pregnancy?
The things I considered were these: tubal pregnancy, with slight
rupture into the broad ligament; interstitial pregnancy in the
cornu, and thirdly, I considered the possibility of the simple de-
velopment of the placenta in the right horn of the uterus. The
uterus was fully as large as it should be at about three months.
As the examination was quite satisfactory, her abdominal muscles
being quite relaxed, I decided that the case was one of threatened
abortion with the placenta in the right corner of the uterus,
and I decided to treat the case accordingly as I was not anxious
to open the abdomen in the normal pregnancy, nor overlook an
interstitial pregnancy in the cornu of the uterus. This was two
months ago, the symptoms have disappeared, and apparently
a normal pregnancy is progressing.

Dr. H. W. LONGYEAR, Detroit.—This matter of deferred
operation in extrauterine pregnancy in the presence of shock has
been threshed out in this association several times, and if I
remember rightly, the consensus of opinion has been decidely in
favor of immediate operation. It is my own opinion that
operation should be done in these cases even in the presence of
extreme shock. I know of no other class of cases in which we
would wait in the presence of hemorrhage for shock to cease.
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We operate primarily for the stoppage of the hemorrhage, and
it seems to me that to wait for the shock to cease in some cases
would be fatal. Ihave followed the rule of operating immediately
regardless of shock, supporting the patient with salt solution in-
troduced both by rectum and under the skin, and, following the
operation, filling the peritoneal cavity with it, before closing the
abdomen. I have seen these patients leave the table in a very
much better condition than they went on by so doing, and I
believe my experience will coincide with most operators. I believe
these patients in extreme shock will be put in a better condition
by immediate operation, provided efficient methods of supplying
blood pressure are used, coincident with operation

DRr. J. H. CarstENs, Detroit.—I think Dr. Longyear has
struck the keynote. If you have a hemorrhage from a leg that
has been cut off you do not wait for shock to stop, but you at
once go to work and try to stop the hemorrhage. Now, my
friend from Buffalo (Dr. Congdon) is very pessimistic in his
paper, and I will say that I do not agree with him. I hold
that there is no trouble at all in making a diagnosis of ectopic
pregnancy, particularly for us, and the general practitioner
can also make it, and if we are going to preach the doctrine
of difficulty in making a diagnosis in these cases we will go back
to where we were twenty years ago. It is not difficult to make
the diagnosis. Everybody ought to make a diagnosis every
time, that is, except once in twenty-five times, and then he
may make a mistake, and if any general practitioner in the
treatment of all cases as they come along, one after another,
such as pneumonia, typhoid fever, and everything else, only
makes one mistake in twenty-five, he is a pretty good man.
(Applause.) When you have a woman who has trouble in the
pelvis, if she has no temperature, that cannot be a pus tube or
inflammation or anything of that kind, can it? Certainly not.
It is as plain as daylight. There is no inflammation. If that
woman has a fibroid tumor she menstruates regularly, doesn’t
she? If she has an ovarian tumor she menstruates regularly.
If she has any disturbance of menstruation, and not one in one
hundred will, you can exclude all these tumors and all inflamma-
tory conditions. But here comes a woman who has skipped her
menstruation two or three weeks, and she has no fever. She
has some trouble. She feels there is something wrong. This
was beautifully illustrated in a case I had not long ago. A
young woman came to me and said I have got some trouble.
She was twenty-four years of age; had been married four years,
and ran over one week so far as the menses were concerned.
She had pain. I examined her and said, My dear girl, you
have an extrauterine pregnancy. You have to go to the
hospital right away. She replied, “I will telegraph to my
father who is a physician.” When she was taken to the hospital
she was seemingly perfectly well. 1 was to operate on her the
next morning at 10 o'clock, but at g o’clock the girl suddenly went
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into collapse, and I was telephoned to come at once. There
was the father expecting to have the operation done at 10 o’clock.
She was pulseless. Did I wait for shock to be overcome? Not
at all. I said, we will operate on this patient at once. I
opened her up, and she was full of blood. I removed the tube,
washed it out, flushed the abdomen thoroughly, and the woman
recovered.

Two months ago I was called to see a woman who had in-
flammation. Her doctor said she had a pus tube and abscesses
in the abdomen. I went over to the hospital and examined her
and got a history of the case and I said to the'doctor, I will tell
you what is the matter with her. This woman has an extrauter-
ine pregnancy. Blood has been effused into the abdominal
cavity. It is walled in, and somehow or another septic infec-
tion has taken place, and she is suffering from that. I said
we will open in the culdesac in this case to-morrow morning.
We did so and evacuated a lot of blood and pus, and came
upon a fetusabout 1 1/2 inches long. What does this case teach?
It teaches you that leaving a case of extrauterine pregnancy
alone is a dangerous thing. I could report quite a few cases
where the fetus was left and decomposition had taken place
afterward. The point is that almost any practitioner can
make a diagnosis now of extrauterine pregnancy, and we should
preach the doctrine that when you have a case of extrauterine
pregnancy you must operate, whether rupture has taken place
or not; whether rupture took place an hour ago or yesterday.
Do not defer operating on these cases, but operate as soon
as you can; and secondly, if it has gone too long it is liable
to become septic and you will have to operate on the case
when a more serious condition of affairs confronts you.

Dr. WiLiam H. HuwmistoN, Cleveland.—Our experience
undoubtedly teaches the method that we should pursue in the
handling of these cases. I have had an unusual record in
ruptured tubal pregnancy; that is, I have as yet to have my
first fatal case. I operate upon these cases as soon as I can
prepare for operation. I do not care what the condition is,
whether in shock or not. From my experience, if you are sure
of your technic to avoid sepsis, and you are sufficiently dexter-
ous to get into the abdomen, do the work, and complete the
operation in a few minutes, your cases will recover. Also
those patients who are in shock have improved in my experience
the moment they have begun to inhale ether by the drop method.
In addition to that, I introduce sterile saline solution under
each breast, while they are being scrubbed up and the abdomen
prepared. The salt solution is continued until operation is
completed. I open the abdominal cavity quickly, find the
fundus of the uterus, determine quickly the side that the rupture
has occurred, clamp the broad ligament near the pelvic wall and
again close to the uterus. This at once controls any further
loss of blood and then you can be more deliberate in removing
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the ruptured tube and ovary. If we are aseptic in our technic,
and dont lose time attempting to remove blood clots, but close
the abdomen immediately, nature will take care of the case.
We could spend twenty minutes in trying to remove all the blood
clots from the pelvis if we wish to do so, but it is unnecessary.

I refer to one case in our city in which they waited twenty-
four hours for shock to subside, after a diagnosis of ruptured
ectopic gestation was made. Her physician made a diagnosis
in this case, and a surgeon was called. She was in extreme
collapse, and they decided to wait. They did so and after
several hours the woman was finally operated on, and died in
a few minutes.

As stated by Dr. Carstens, we should not wait, because where
we have hemorrhage from any other cause we would act at once,
and I believe it is a ‘dangerous doctrine to go out generally to
the practitioners of the country who see these cases, that they
should be in no hurry to have an operation performed, but can
wait. Under close observation in a hospital, where you can
take the case and watch it with your assistant or trained nurse,
there might be some excuse for delay in operating, but so far
as I am concerned that would not have weight in my judgment.
I should go into that abdomen and do my work and get out as
quickly as possible.

Dr. H. S. Lott, Winston, N. C.—There is just one point
in connection with this subject that I want to emphasize, and
that is the character of the pain. Several times I have made a
diagnosis of ectopic pregnancy in the early weeks, by sitting
beside the bed of the patient, maybe in a negro cabin, and
watching her for several hours; and the pain is always recurrent,
rythmic, and expulsive; whereas, if the appendix is the seat of
trouble, the pain is confinnous, without intermission, and very
often without remission.

DR. J. GARLAND SHERRILL, Louisville.—I wish to agree with
what the preceding speakers have said, notably Dr. Carstens and
Dr. Humiston. If we have a ruptured vessel internally, we
would consider it one of the most dangerous forms of hemorrhage
we have to deal with. If we have a gunshot wound of the
abdomen, we would not wait to open the abdomen, and the
same practice should be pursued in cases of ruptured ectopic
pregnancy. If you have a ruptured tube with bleeding vessel,
the hemorrhage should be controlled. If a patient has a hem-
orrhage slight enough that she can stand it and go ahead and
get well, then there is no need of operating. You can wait in
such a case two or three months to remove the remains of the
pregnancy, but if a patient is dangerously sick with a sharp
hemorrhage, in my experience the best method is to get at
the vessel and clamp it. It can be done in two minutes or less,
and the very minute the clamp is on the vessel the pulse comes
up, and then saline solution can be used. Before that time,
the saline solution washes out the clot and you increase the
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danger to the patient. Careful observation will enable one to
make a diagnosis of the condition before rupture has occurred.
In some instances, of course, we will make a mistake, but it
is better to make a mistake on the safe side, rather than let
the patient go on and die from inertia or temerity, or lack of
nerve on our part to get into the abdomen.

Dr. E. Gustav ZINKE, Cincinnati.—I have discussed this
subject before this association and elsewhere, and while Dr.
Carstens and others who side with him are right in the main,
there are exceptions to their statements. The pathology of
extrauterine pregnancy is not the Same in every case. Some
of these patients recover without our having known that they
were pregnant. We find the ectopic ovum, occasionally, when
we operate for supposedly other conditions. Tubal pregnancy—
and nearly all of these cases are tubal in the beginning—termi-
nates in three different ways. In tubal abortion, when the ovum
becomes absorbed, an operation, as a rule, is not necessary.
In rupture of the tube between the layers of the broad ligament,
and in rupture of the tube into the peritoneal cavity operative
interference is, usually, only a question of time. In case of
rupture between the layers of the broad ligament (intraliga-
mentous gestation) we have a well-defined tumor almost im-
mediately and comparatively little or no shock from hemorrhage
and pain. When rupture occurs into the peritoneal cavity,
the pain is quite acute and shock very pronounced. The signs
of internal hemorrhage are well defined. These are the cases in
which prompt action is indicated. It is here the operator
must decide whether an operation should be performed without
delay, or whether it is better to wait until the patient has re-
covered from the shock and is in better condition for an opera-
tion. In cases of rupture of the tube into the free peritoneal
cavity, with severe hemorrhage and all the symptoms of shock,
except in hospital cases, an immediate operation is not the
wisest procedure. Usually we see these patients at their homes
and in places where the immediate opening of the abdomen
would not be advisable. Experience has taught us that when
these patients are placed in the recumbent position, with head
lowered and an ice bag upon the abdomen that, within an hour or
an hour and a half, an improvement in their condition takes place.
The pulse returns and slowly becomes stronger, and a digital
examination reveals the presence of a doughy mass to one side
of the uterus. In cases where the formation of a swelling does
not appear within a short time, the hemorrhage continues or,
if arrested, soon recurs, the vaginal vault becomes more or less
flattened and all the symptoms of ascites manifest themselves.
These are the cases that must be operated upon without delay.
But even here, as a rule, sufficient time may be spent, without
increased risk, in preparation for an aseptic operation. When
there is evidence of coagulation and encapsulation the operation
may be postponed with absolute safety to a more favorable time
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and place. The dictum, operate as soon as the diagnosis of
ectopic pregnancy has been made, has many exceptions.

DR. CARSTENS.—Does it hurt to operate on these exceptional
cases?

DRr. ZINKE (resuming).—Yes. It hurts when neither the
patient nor the operator is properly prepared for the operation.
Most cases, indeed the most alarming, improve very much
within one or several hours after the first hemeorrhage and
shock, and then they bear the operation better. Patients
operated upon during shock usually die upon the operating-table
or soon after the operation.

Dr. LEwis S. McMURTRY, Louisville.—Dr. Congdon and Dr.
Waldo have presented very graphically a subject that it is well
to keep before the surgical mind in order to maintain those
established principles of practice that are so important, conse-
quently these two papers subserve a very admirable purpose.
The clinical experience given is confirmatory of the principles
that are known and recognized as applicable to this subject.
If you will take the transactions of the American Association of
Obstetricians and Gymecologists and go back at least twelve
years, I think I can say more than twelve years, you will find the
discussion there practically the same as made on this occasion.
We have under discussion one of the most brilliant chapters
in gynecology, as it is the most perfect in its elucidation, mag-
nificent in its surgical application, and brilliant in its achievement.
It is almost wholly the work of one man, Mr. Lawson Tait.
One of our confréres, and Dr. Webster, of Chicago, have perhaps
established the fact that ovarian pregnancy does occur. With
that possible exception, there is no important part of the subject
but has been elucidated by Mr. Tait. The principles are plain.
We have no other operative condition so grave and serious
where the results are so uniform and brilliant. Of eighty-one
cases operated upon there were only three deaths after opera-
tion, one from pulmonary embolism and the others from remote
conditions. As Dr. Carstens has said, the diagnosis is plain
and the indications for treatment unequivocal.

As to the subjective symptoms, I have known women who
have had one attack of tubal pregnancy and were operated on
to make the diagnosis themselves in the second instance, and
call a doctor and tell him the condition that existed. When
a woman is bleeding internally, there is only one indication,
and that is to operate. It is true, in the majority of instances,
if you leave these patients alone, many will not die from the
primary hemorrhage. But a certain proportion of them will
die from the initial rupture. The indications are clear for
every case. Of course, surgical judgment comes in here as it
does anywhere else. A surgeon of experience and capability
may decide that this particular case can be left alone; that time
can be taken to get everything ready, and have an elective
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operation, but as a rule, to immediately arrest the hemorrhage
is the great cardinal indication for treatment.

Dr. CHARLES L. BoNIFIELD, Cincinnati.—I am very glad
to have the privilege of supporting the view represented in
the paper by Dr. Waldo. I never had the pleasure of meeting
Mr. Lawson Tait. I have regretted it exceedingly because I
have found that nearly every man who served a little while
with him thought the progress of gynecology ceased when he
died. But unfortunately or fortunately with the death of
Lawson Tait did not occur the death of all women in the world,
and there has been time for observation of cases since the death
of this great and good man. The last speaker said that we
should arrest hemorrhage here the same as we should arrest
hemorrhage from the femoral artery. Gentlemen, the con-
ditions are not even the same. Who ever heard of a femoral
artery stop bleeding by itself; it makes no difference how long
you wait? On the other hand, clinical evidence is accumulat-
ing each year showing that the question of waiting in these
cases is increasing in popularity, and furthermore, clinical
evidence is being furnished right along that in a large majority
of cases if we wait and leave these patients alone, the hemor-
rhage will stop; but the femoral artery never stops bleeding
when once it is cut unless it is ligated.

Another point I want to emphasize as strongly as I can is
that ninety-nine cases out of every hundred I have operated
on—and many of them I have operated on just as soon as I
could get there—were not bleeding when the abdomen was
opened. The man who practises sponging out fresh blood is
disturbing the clot in his manipulation; but the vessel is not
really spurting. Because the belly is full of blood away up
above the umbilicus, does that prove the patient is bleeding?
Not at all. Very few cases I have seen really had an active
hemorrhage going on.

The next point I want to emphasize is that by the time the
operator gets there usually this hemorrhage has taken place.
You do not operate to stop the bleeding, but you operate to
relieve shock, because in the majority of cases the hemorrhage
has already stopped. Those patients who bleed profusely do
it quickly until the blood pressure is relieved, and then bleed-
ing is slow until it stops entirely. Now, if this were not the
case, we would be justified in treating them as we would an
external vessel, but unfortunately, in spite of our boasted
asepsis, in spite of our improvement in technic, it is not quite
as safe to-day to open the abdomen as it is to cut off a finger.
There is a little more danger of accident; there is a little more
danger of serious sepsis, and we all know when a woman has a
blood clot she is a more ready prey to sepsis.

Another point I wish to emphasize is that if you do wait,
do not stimulate the patiemt. That, of course, is bad practice.
Do not give hot water. Do notgive strychnine, but give morphine
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to keep her quiet. Those are the conditions under which in
the majority of cases one can wait. It is so easy to lay down
a hard and fast rule. I believe in the majority of cases in
operating, but Dr. Humiston has said it is dangerous for us
to preach waiting in presence of shock. Is it half as danger-
ous to preach that they must not be operated on, or that many
of them can wait, as it is to preach they must be operated upon
every time by every Tom, Dick and Harry, who does not know
how, and under the most unfavorable circumstances?

DR. WALTER B. CHASE, Brooklyn.—I have been thinking of
what happened two years ago in Baltimore when this matter was
under discussion there, and recall the sentiment as being different
from what it is to-day. Now, gentlemen, this is a very uncertain
discussion for the younger practitioners and students who are
here to-day, and equally perplexing to the medical profession as a
whole whether to operate or not; whether to submit to the evils
you have or fly to others you know not of. What shall be done
in-a given case? You are all grounded in the principles of sur-
gery, or every man believes he is, but we have different methods
of reaching the same end. But we must stop and consider this
question of whether to operate or not very carefully. You can-
not make a universal rule which will apply to every case of rup-
tured tubal pregnancy. The man who attempts in advance to
formulate a system of action will go wrong more than half of the
time. You must treat every case according to the findings and
according as to your preparedness. Many years ago a man would
be hooted who got up and said it was safe to wait one, two, or
three days in a case of ruptured tubal pregnancy before operating.
What is the consensus of opinion now? Dr. Carstens believes
that the consensus of opinion is that immediate operation
should be done. The consensus of opinion is, I believe, exactly
the contrary. It is a conservative thing to wait in some cases.
It requires more courage to put off operation, when you suspect
that hemorrhage has occurred, than to operate. Now, gentlemen,
every case must be a law unto itself. You cannot make a rule
that will apply to every case, and the sound judgment of every
practitioner who is competent to deal with such cases will decide
in that individual case whether an operation should be done or
not, and if any one attempts to formulate a statement of what
shall be done in every individual case, he will go astray.

Dr. Josepu Pricg, Philadelphia.—I am glad the war horses are
through, and I am glad of the pleasure of discussing this subject
again in this association. I feel in regard to ectopic pregnancy
and all perforative forms of disease that belong to the calamities,
that we should be prepared to do an operation and do it promptly.
The surgeon should be the cleanest and most prepared man living.
We ought to go to bed with surgical hands. Surgery is costly;
you cannot do it in an economical way with good results. While
operating on cases of appendicitis for a Sister of Mercy, with
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400 children under her charge, I have been in the habit of closing
my thumb in the palm of the hand and giving her the four symp-
toms of appendicitis she should be familiar with—namely, a bad
pain, tenderness, vomiting and a temperature of 101°, not higher.
In ectopic pregnancy, with delayed menstrual period, with an
acute agonizing pain, a pain so severe that the woman has never
had anything like it before, notwithstanding she has had dysmen-
orrhea and abortions, if she is blanched and restless, you can de-
pend that she has symptoms of concealed hemorrhage.

Now, surgery is good treatment for the loss of blood. Dr.
Agnew used to say in stab wounds and gunshot wounds of the ab-
domen, enlarge the opening and seek the offending vessel. If
you have a hemorrhage, it is your duty to seek the offending
vessel.

Surgery for ectopic pregnancy, like all surgery, had its origin
in Philadelphia. (Laughter.) John Parry wrote the first book
on the subject, and Mr. Tait in his allusion to this classical book
laments the loss of one so brilliant. While sitting at Mr. Tait’s
table I thanked him for the beautiful allusion he made to John
Parry. He was one of my old teachers at Blockley Hospital.
Mr. Tait left the table and came back with John Parry’s photo-
graph, and a beautiful letter from his wife. Mr. Tait said Parry’s
wife kindly sent him his photograph and this note which he read
at the table. All things considered, Mr. Tait was one of the most
wonderful men I ever knew. He was so wonderful that the great
Nicholas Senn, who in one decade contributed more to surgery
than the rest of the world, while visiting Mr. Tait and seeing him
operate, said he was a juggler; that he did an operation before he
recognized what he was doing or how he was doing it. I would
like to be that kind of a juggler. I would like to do surgery
without the crowd recognizing how I was doing it. It would not
make any difference whether I had a stubby hand or not. Senn,
you will remember, referred to Tait’s stubby hand, and said he
introduced his stubby hand and did the operation before he knew
what he was doing. But Iinsist that at home we did these opera-
tions as quickly as possible, and we looked upon good surgery
as being the treatment for these cases. If you are going to wait
for and treat so-called shock or collapse and increase the heart
pressure, you are going to displace the clot, and you will have
recurrent hemorrhages, and the lesions from the delay are often
as bad as they are from so-called shock. I am satisfied that the
presence of a clot is a foreign body, and that shock is due to the
presence of a clot or foreign body because the quantity is not
sufficient to explain the symptoms. If you will reduce an um-
bilical hernia or remove a tumor as large as an infant’s head,
while the patient is in shock or collapse, the chances are she will
die but if you put that patient to bed and purge her for a day or
so and make gentle efforts at the reduction of the hernia, the pa-
tient does not die. Sudden reduction of this large tumor, which is
a sort of foreign body, gives rise to the shock. It often is a solar
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plexus blow, and the patient will die. It is my impression that
the presence of a clot gives the patient shock. Surgery is the
treatment for ectopic pregnancy, and after operation the pulse
falls at once. The pulse falls after careful anesthesia from 160 to
140 or to 130, just as the pulse falls in typhoid fever perforations
in the walking cases after operation. Surgery is the treatment
for shock in perforating typhoid. You can use hypodermoclysis
or you can use salt by the bowel, and use salt in the peritoneal
cavity if you wish, but your surgery should be very simple, and
I have said repeatedly that when a patient is getting a bucket of
coal or hanging out clothing, and is suddenly seized with an ago-
nizing pain, it is better to put a ligature or a clamp on the uterine
end of the tube before the patient is shipped.

As to the diagnosis of ectopic pregnancy, it is simple, and intel-
ligent women who have made themselves familiar with the his-
tory of the subject commonly make the diagnosis themselves,
particularly the wives of physicians. There is a peculiar mental
disturbance associated with ectopic pregnancy that the intelli-
gent observer ought to notice. I am satisfied that women with
ectopic pregnancy are not themselves. We have the ordinary
disorders of pregnancy, but in ectopic pregnancy we have extra-
ordinary disorders of pregnancy. Their mental condition is not
right. This mental condition we observe also in the natural
history of fibroid tumors of the uterus. It is seldom that women
who are carrying fibroid tumors of the uterus are right mentally.
The Germans attribute this to fatty degeneration about the heart.
However, we have irregular and profuse or copious hemorrhages
with a fibroid. Whether it is fatty degeneration, or whether it is
the loss of blood, I am not prepared to say because I am not doing
laboratory work. That belongs to the scientific chap, and not to
the practical surgeon. But the mortality from ectopic preg-
nancy ought to be ni, and if operations are done promptly and
rapidly there is little or no shock. The incision is made through
nonvital parts or structures. It is not in the deep fascia of the
neck, nor in the region of the pneumogastric or phrenic nerve,
and there is little or no shock associated with a small incision
through nonvital structures; there is no hemorrhage. If men are
going to cut open the vaginal vault to clear up the diagnosis and
then open the abdomen, they are doing two operations which will
result in additional shock. To open the vaginal vault to make a
diagnosis when a patient is blanched, when there is an absence
of one or two menstrual periods, is a piece of diagnostic stupidity,
and it is making another incision in the lymph spaces to add to
the infection or sepsis. We have threshed out this subject re-
peatedly in this association, and, like appendicitis, the only thing
to do is to keep on reading papers on this and other subjects in
order to reduce the mortality which is constantly going on. But
very few of you have fought for the small hospital. The general
surgeon has condemned the small hospital. We have now es-
tablished all over this great land in every village and every cross
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road a small hospital. Why? Because people are suffering
from calamities and from infections, and they want surgical work
done promptly. They have been tortured in the past by delay
in operating and by being transported long distances to dirty
establishments, receiving treatment that was brutal and not char-
acteristic of a humane people. What has been the result? Our
young doctor, who has served an apprenticeship at the opposite
side of the operating-table for six months, and has become so
thoroughly familiar with Dr. Jones’ or Dr. Smith’s ability and
judgment and technic, that he goes to a small town or small city,
and saves lives in large numbers. His mortality is as low as that
of his master. These boys are not liars, they cannot lie. They
have too many intelligent observers who know what they are
doing. So I find these young practitioners scattered all over the
country. A number of them are scattered over Texas and Kan-
sas. These practitioners have paid me the compliment of coming
to Philadelphia and remaining there a few weeks to see my sur-
gical work. They have told me that they had had some difficult
cases to contend with, but they have gone home, after I have
shown them how to deal with certain cases, and have done the
work safely and well.

I have never trusted myself to use so uncertain a material as
catgut, nor would I recommend it to the young surgeon. I have
a horror of catgut. Kelly at New Orleans said it was an abomina-
tion upon the face of the earth, and he ought to have stuck to
that statement. I did. I stuck to it long before he made that
observation. What happened? Practitioners in Chicago, Phila-
delphia and elsewhere buy No. 2 commercial catgut and lose
patients from infection and hemorrhage. When you recommend
the use of catgut you are putting into the hands of young men
an uncertain material. They have neither experience nor judg-
ment, and it is a sad mistake. It is better to recommend the
use of pure, strong silk.

DRr. CoNGDON (closing the discussion on his part).—I am very
sorry 1 was unable to finish reading my paper, although it has
been amply discussed. It is not my policy to cross swords with
my friends, but when they make the assertion that the diagnosis
of ectopic pregnancy is always easy, and afiyone can make it,
without any preparation, I certainly have to take exception to
that statement. I do not believe they really meant that. They
meant they could make it, but not the general practitioner.
The vast majority of cases that come to me and come to my
surgical friends are undiagnosed, and I do not believe the
diagnosis is so simple.

However, the point that I would like particularly to emphasize
is that cases of apparently ordinary uterine abortion should be
closely watched, bearing in mind that, among them, will be
found many of our cases of tubal rupture or abortion.

Dr. WaLpo (closing the discussion).—I would like to say a
word or two regarding the diagnosis of this disease, as my paper
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did not cover that phase of the subject. Our experience has
been that the majority of cases come into the hospital with an
incorrect diagnosis. A mistake that is made much more fre-
quently than any other is that the patient is suffering from in-
complete abortion. With an ordinary tubal pregnancy, there
is a succession of slight hemorrhages, so to a certain extent it is
a pardonable error. The patient has an attack of pain; the
temperature goes up to about 100-1° F., not above that, and she
improves. She has another one, and I have lots of these cases
where the patients have been cureted. There is one cardinal
symptom of extrauterine pregnancy, and it is this: if you
curet the uterus of a patient who has extrauterine pregnancy
you do not cure the hemorrhage. If you curet a uterus in in-
complete abortion, you cure the hemorrhage. The pain is of a
different character. With abortion, the patient’s face flushes, and
pulse is usually full except in very rare cases where there is severe
hemorrhage, but usually with extrauterine pregnancy, the face
of the patient is branched; the pulse is weak and rapid and
scarcely perceptible at the wrist. These patients have the same
symptoms that the small boy has when he has a colic from eating
a green apple. His face is blanched, his pulse is weak, he is to
a greater or less extent shocked, and you do not perform a
laparotomy for that shock.

Coming to my own paper, I knew there was going to be a lot
of discussion. I have brought this subject up repeatedly. I
read the first article and published it in 1905, and advocated what
I have done to-day, and I want to say that a gunshot wound is
not a parallel case. You have the intestinal contents escaping
into the peritoneal cavity. You have cut off a large bloodvessel
and the hemorrhage is free. The hemorrhage you have in
extrauterine pregnancy is not so free, nor is there the escape of
material into the peritoneal cavity. There is sudden shock
and sometimes very profuse bleeding, but, as a rule, the hemor-
rhage has ceased when you operate.

We should get out the superfluous blood and close up the
abdomen as quickly as possible. I operate as soon as possible
in every instance if the patient is not in profound shock, and by
so doing, I think we will get the best results. I have been a
little misunderstood in what ] stated in my paper. I do not
believe that many of these patients have a bleeding vessel when
we are called to see them; they are suffering from shock, and
not from actual hemorrhage.
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As a preliminary procedure in determining the nature of
the surgical intervention to be followed in the above condition
one should, by means of cystoscopic examination, ascertain
the exact location, whether the cause for removal be single or
mnltiple, pedunculated or sessile, villous or cauliflower, in
appearance. The occasion for such examination in the vast
majority of cases will prove to be an intermittent spontaneous
hematuria; rarely, when the growth is located in the region of
the vesical neck, the blood will be more marked at the end of
urination. This hematuria is capricious, entirely independent
of external causes, such as obtains in the case of vesical cal-
culus; in fact, it frequently is more marked when the patient
is resting in bed, disappea