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OEDEMA AND ASCITES IN CHINESE PATIENTS

Being a Dissertation for the degree of M.D., C an tab .

S. D. S tu r to n  M.A., M;D., C a n tab , D.T.M. Liv.

Shortly after taking up work in Hangchow, China, in 1921, 
one was very much impressed with the large number of out
patients suffering from ascites, or oedema of the lower limbs, 
or both these symptoms, and the prominence of such symptoms.

At that time this Hospital (Church Missionary Society’s 
Hospital, 400 beds) was not fully sub-divided into medical and 
surgical departments, nor were there adequate laboratory 
facilities for investigating many of the cases which came under 
our observation.

In the course of nine years work, however, the Hospital 
has been to some extent departmentalised, and the work of the 
Pathological Laboratory has been put on a somewhat better 
footing, so that it is now possible to carry out more adequate 
investigations as to the pathology of our cases, including those 
of oedema referred to above. The cases of oedema coming 
under our observation fall into three main groups, viz:—

1. Diseases of world-wride distribution.

2. Diseases usually classed as “Tropical diseases.”

3. Cases without any obvious organic cause.

We have prepared analysed statements as to the diagnoses 
made in the Out-patient department and Hospital wards for the 
second half-year of 1928, and for the whole of 1929. It is on 
these analyses that figures are based showing the incidence of 
diseases (other than surgical conditions) associated with 
oedema.

G roup  1.

This includes oedema and ascites due to the various types 
of cardiac and renal disease, and other conditions which may be 
found in any part of the world.
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O u t -P a t ie n t s  Total num ber of cases in 1 9 2 8 ...............5 ,593

1928 Angeio-neurotic oedema ..............................  1
Chilblains ......................................................  7
Heart disease (various) ............................  46
Myxoedema .................................................. 1
Nephritis ........................................................  13
Phlegmasia alba dolens ..............................  1

Total number of cases in 1 9 2 9 ............13 ,860

1929 Heart disease (various) .............................. 92
Nephritis ........................................................  38

I n -P a t i e n t s :— T otal num ber of cases in 1 9 2 8 ...................... 753

Heart Disease'.— .......................................................... (18 cases)
( Mitral stenosis...................................... 1
j Mitral regurgitation ......................... 9
j Fatty infiltration ...............................  1
l. Endocarditis (?malignant) ............ 1
j Aortic regurgitation........................... 2
I Myocarditis .......................   4

Nephritis ................................................ 13

Total num ber of cases in 1 9 2 9 ...............1 ,847
(exclusive o f cases adm itted direct 
to M aternity departm ent, or to  
Tuberculosis, Leprosy and Isolation  
b lo ck s).

Nephritis ................................................ 23
Cirrhosis of liver ................................. 2

Heart Disease:—  ........................................................(34 cases)
Aortic regurgitation ..........................  1
Double mitral lesion............................  1
Malignant endocarditis ......................  1
Mitral regurgitation ..........................  19
Mitral stenosis .....................................  6
Myocarditis .........................................  3
Unclassified ...........................................  3

Group  2.

H angchow  is situated about tw enty-five miles fro m  the east 
coast o f China, approxim ately 31 °N ., i.e. in alm ost the sam e  
latitude as Cairo, so m ay be described as a sub-tropical locality.

The m onths o f January and February are com parable to  
an E nglish  w inter w ith a  few  w arm  sunny days. The spring
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is damp with warm days, the summer is damp with temperature 
80°— 110° day and night. The autumn is usually warm and dry. 
It is thus obvious that the climate favours the incidence of 
so-called “Tropical diseases.” One recognises, however, that 
the incidence of many of these diseases probably depends on 
factors such as dirt and poverty, rather than on the tropical 
climate, e.g. leprosy, which occurs in cold climates also.

The following figures will show the incidence of so-called 
“Tropical diseases” in our Hospital practice, which are associated 
with oedema:—

O u t -P a t i e n t s :— T otal num ber in 1928 ...............................5 ,593

1928 Beri-beri   18
Elephantiasis ................................................  1
Helminthiasis (various) ............................  78
Leprosy ...........................................................  11

T otal num ber in 1929 ............................ 13 ,860

1929 Beri-beri   18
Elephantiasis ................................................  5
Helminthiasis (various) ............................  47*
Leprosy ................................................................ 10*

I n -P a t i e n t s :— T otal num ber in 1928 ......................................... 753

1928 Beri-beri   3

Helminthiasis :—
Ankylostomum duodenale ..........................  3
Ascaris lumbricoides ...................................  13
Fasciolopsis buskii .......................................  5
Schistosoma japonicum ..............................  2

Leprosy .................................................................... 57

Total num ber in 1929 ...............................1 ,847

1929 Beri-beri   12

Helminthiasis :—
Ankylostomum duodenale ..........................  11
Ascaris lumbricoides ...................................  14
Fasciolopsis buskii .......................................  30
Schistosoma japonicum ............................... 1

Leprosy ...................................................................  105

♦(Other cases in which records were destroyed)
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Group 3.

In addition to the above two groups, in both of which there 
are obvious causes for oedema, it has been the experience of 
some of my colleagues and myself that we meet a fairly large 
number of cases suffering from oedema or ascites, or both these 
symptoms, for which we can assign no definite cause. The 
figures for 1929 are as follows:—

Out-Patients 
Splenomegaly (unknown origin) 17
Ascites „ „ 13
Oedema „ „ 12

Figures for other years are not available, partly through 
lack of an adequate filing system in the past, and partly through 
destruction of many of our records during the Revolution of 
1927-28, when the Hospital was raided by Communists and 
subsequently occupied by “left wing” Nationalists,

For the cases treated before the Revolution I must there
fore write from memory, but we are naturally preserving and 
filing case sheets of our new patients.

I propose to divide the cases of undiagnosed oedema into 
two sub-groups, viz:—

(A) Cases of oedema or ascites with splenomegaly 
of unknown origin.

(B) Cases of oedema or ascites without splenomegaly.

( A)

During the last nine years we have treated a large number 
of cases in sub-group (A ). They have come to Hospital on 
account of swollen legs or abdominal discomfort, and physical 
examination has revealed no organic lesion other than an 
enlarged spleen.

Blood and urine examination has given negative results, 
and no ova have been found in the faeces.

(Hangchow patients very seldom suffer from Schis
tosomiasis, although it is estimated that in the Kashing area, 
60 miles further north, seven per cent of the population is 
infected).

In-Patients
4
3
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Kala-azar has been suggested to me as a possible diagnosis, 
but none of the other symptoms of this disease have been present, 
and we have never found a definite case of this among the local 
Chinese unless they have been resident in one of the endemic 
areas elsewhere, e.g. northern Kiangsu, northern Anhwei, or 
Shantung. We have, moreover, never been able to identify the 
Phlebotomus major, var. sinensis in this province. One realises 
that this fly has not been finally proved to be the vector of 
Kala-azar in China, but its prevalence in the endemic areas and 
its supposed absence from the areas where Kala-azar is unknown, 
renders this extremely probable.

So far as one can ascertain, no species of Phlebotomus have 
hitherto been noted in China south of the Yangtse Kiang. 
During the summer of 1930 however, one of my colleagues 
(Dr. Phyllis Haddow) and I decided to spend our vacation in 
searching for entomological specimens of possible medial 
interest. This was carried out at Mokanshan, a hill resort 
about forty miles north-west of Hangchow. Some people there, 
who were familiar with the general appearance of sand-flies 
through former residence in Australia, told us that they had 
seen sand-flies there. In nearly five ŵ eeks search we obtained 
only one specimen which we definitely considered to belong to 
the genus Phlebotomus.

In our opinion this specimen resembles Phlebotomus 
argentipes more nearly than any other known species, although 
this species has hitherto only been reported in India and Ceylon. 
(Vide: “A Text-book of Medical Entomology” — Patton and 
Cragg).

We hope to obtain further specimens, and to send them to 
various schools of tropical medicine for expert opinion before 
publishing our supposed discovery in any scientific journal.

In the event of our opinion being confirmed the whole 
question of sand-flies south of the Yangtse Kiang will be 
re-opened, and may have some bearing on the unclassified fevers 
of the Yangtse Valley and elsewhere in the southern provinces 
of China.

A history of malaria was obtained in some of the cases, but 
not in all. Benign tertian, quartan, and malignant malaria, are 
all found locally, although the vast majority of cases are of the
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benign tertian type. We treated 157 in-patients with malaria 
in 1929 alone, and it is probably no exaggeration to say that 
nearly everyone suffers from the benign tertian form at some 
time. The district is a vast network of lakes, rivers, canals 
and rice fields in addition to which most Chinese houses have 
earthenware tanks for storing water, so that mosquitoes are a 
veritable plague for the greater part of the year.

I am of the opinion that the mild attacks of benign tertian 
malaria from which many of these patients have suffered would 
not be sufficient to account for such splenic enlargement.

The degree of splenic enlargement has varied from an 
enlargement of one or two fingers’ breadth to spleens which have 
reached to the umbilicus in many cases, and even into the left 
iliac fossa in a few cases. In the absence of a proper diagnosis 
the treatment has been largely empirical. Quinine has been 
given in cases with a malarial history, and both diuretics and 
electric radiant heat baths have been given to promote the 
excretion of fluid. The results have, however, been disappoint
ing although the patients have not died while under our care. 
The absence of deaths has prevented autopsies on such cases, 
and at the present time there are regulations in force which 
make post-mortem examinations without Government authority 
a criminal offence. Splenectomy is also too dangerous a practice 
until medical practitioners are better protected in case of fatal 
accidents.

While working with my former House Physician, Dr. W. T. 
Fu, (now a physician of the Hospital) befbre the Revolution we 
administered heavy doses of X-rays to the enlarged spleens, and 
in some cases reduced them by about twenty-five per cent of 
their size, but found that the doses which procured such 
diminution must be sufficiently great to produce a marked 
erythema. I am doubtful as to w7hether such small diminution 
justifies exposing the patients to such heavy doses of X-rays.

While working with my recent House Physician, Dr. I. S. 
Huang, since the Revolution, we have administered five grains 
of potassium iodide three times a day to such cases, and find that 
the diminution in size of the spleen is comparable to that pro
duced by the X-ray treatment.

This is our method of choice at the moment, pending further 
knowledge as to the aetiology of such cases.
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(B)
I have gradually come to the opinion that there may be a 

definite entity which causes the oedema and ascites referred to 
above as Group 3, sub-group (B). My work for the past five 
years has been chiefly among Chinese male patients, but one of 
my British colleagues, Dr. Phyllis Haddow, working among our 
female patients has come to the same conclusion independently. 
I have mentioned this to a leading Chinese practitioner in 
Shanghai, and to a medical officer of the Shanghai-Hangchow 
railway, both of whom state that they meet many cases of 
oedema among their patients, to which they cannot assign a 
definite diagnosis. The staff at our Church Missionary Society 
Hospital, Ningpo, Chekiang, also reports that such cases were 
seen in 1929. In one case the patient died, and the others were 
very unresponsive to treatment.

In some cases of the group, oedema of the lower limbs has 
been the most prominent symptom, in other cases ascites, but 
usually both of these are present to some extent, and in a few 
cases oedema of other parts of the body. These cases have in 
the past been very unresponsive to symptomatic treatment by 
diuretics and radiant heat.

Before coming to China I had only met one such case, the 
patient being a man under the care of the late Sir Clifford 
Allbutt at Addenbrooke’s Hospital, when I was a student. In 
this case so far as I remember the only symptom was marked 
oedema, and no definite cause could be assigned, but Mr. S. W- 
Cole suggested that it might be due to an alteration in the 
hydrogen ion concentration of the patient’s blood. In view of 
this I considered the possibility of our Chinese cases being due 
to a similar cause, and tried the administration of thirty to 
sixty grains of sodium bicarbonate daily, but did not find any 
marked improvement in symptoms.

An article by A. Arnold Osman (BM .J. April 26th, 1930)2 
shews that good results have been obtained by large doses of 
sodium bicarbonate in conjunction with potassium citrates and 
that the beneficial action is probably due to the raising of the 
sodium bicarbonate percentage in the plasma in cases where it 
is somewhat deficient, so a bicarbonate treatment has been tried 
in our recent cases.
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The following- notes are a brief description of some recent 
patients suffering from oedema, ascites, or both these symptoms.

Case  1.

Male, age 37. Admitted February 26th, 1930.

P<ast History.— Malaria four months previously.

History of Disease:— Four months’ duration, oedema of face and legs, 
shortness of breath, constipation, headache, general malaise, urine 
highly coloured, faeces scanty.

Condition on Admission:— Oedema of face and legs, physical signs normal.

Pathological Report:—

Urine Acid, sp. gr. 1020, no sugar or albumen.
Faeces No ova or amoebae.
Blood W.B.C. 9,200.

Treatment:— Patient had diurnal rise of temperature 99°— 101.6° for first 
three days in Hospital, and then became afebrile on the administration 
of quinine gr. 5, thrice daily. Oedema treated with potassium acetate 
gr. 30, and tincture of digitalis m. 10, thrice daily. Salt free diet.

Progress:— Patient left Hospital much improved after fifteen days.

CASE 2.

Male, age 39. Admitted March 17th, 19S0.

.Fast History:— “ Swelling of face and feet for l%months.”

Condition on Admissions— Slight oedema of face, ankles, and lumbar 
region. Physical signs normal.

Pathological Report:—

Urine Sp. gr. 1018, acid. No sugar or albumen. A  trace of
albumen was found on March 22nd, but not on other 
occasions. Microscopic examination revealed a few 
sodium urate crystals only.

Faeces No ova.

Treatment:— Tincture of digitalis m. 10, and Potassium citrate gr. 10, 
thrice daily from March 17th— 23rd. Pot. acetate gr. 20, Tinct. 
strophanth m. 3, and diuretin gr. 4, thrice daily after this date. 
Salt free diet.

Progress:— Patient left Hospital apparently cured after fifteen days, urine 
having increased from fourteen ounces in twenty-four hours to seventy 
ounces. He has been seen subsequently and appears to have a slight 
return of oedema in the lumbar region.
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C ase  3.

Female, age 25. Admitted March 24th, 1930.

History:— 111 for over twenty days. Complained of poor appetite, headache, 
abdominal discomfort, dyspnoea, insomnia, scanty urine, and con
stipation.

Condition on Admission:— Oedema of whole body, but no ascites. Heart 
sounds irregular, and weak. (Pulse rate 140).

Pathological Report:— Nil abnormal found.

Treatment:— Tinct. digitalis m. 10, and pot. acetate gr. 20, thrice daily. 
Salt free diet. Radiant heat bath on March 26th.

Progress:— Patient was discharged, apparently cured, after twenty-five 
days. Pulse rate had dropped to 86.

Special N ote :— This patient was seen again in October 1930, suffering 
from typhoid fever. She had had no recurrence of oedema.

C ase  4.

Male, age 11. Admitted May 5th, 1930.

History:— Complained of four months’ illness, characterised by swelling 
of whole body, especially neck, legs and abdomen. No shortness of 
breath but dyspnoea when lying flat. Urine was stated to be normal, 
and bowels were acting twice daily. The oedema was said to have 
started in the neck.

Condition on Admission:— Oedema of whole body, including back and 
abdominal wall, especially marked in neck, legs, and face which was 
white. Breathing stertorous and- difficult. Heart normal in size, and 
sounds not altered. Pulse; rate 98; quality poor. Systolic B.P. 100r 
diastolic B.P. 70. Lungs: a few moist rales heard at both bases. 
Abdomen: spleen and liver not enlarged, free fluid present, distending 
the abdomen. Knee jerks plus.

Pa thological Report: —

Faeces No ova on repeated examination.
Urine Average quantity 40 ounces daily, no albumen or other 

abnormality found on repeated examination.

Treatment:— Salt free diet, no meat or eggs. Pot. acetate gr. £0, and liq. 
ammon. acet. m. 20, thrice daily. Rest in bed. Daily radiant heat 
baths for two weeks, which caused the patient to perspire profusely.

Progress:— At the end of five weeks the oedema had completely gone. The 
child appears well, is able to run about and takes a normal Chinese 
diet.
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Ca s e  5.

Male, age 71. Admitted to Hospital June 10th, 1930. Buddhist monk 
(therefore a. vegetarian and supposed to be a total abstainer from 
alcohol).

History :<— No previous illnesses recorded. Ascites for over one month, and 
oedema of lower limbs for six to seven days. The patient stated that 
he had had no puffiness of the face, but that his faeces were scanty, 
and his urine scanty and highly coloured.

Condition on Admission:— Enormous distension of abdomen by fluid, giving 
the appearance of a full term pregnancy. Slight oedema of lower 
limbs. A  faint systolic murmur was heard all over the cardiac area.

Pathological Report:—
Blood Haemoglobin 60 </,. R.B.C. 4,240,000.
Urine Specific gravity 1,008. No sugar or albumen. Alkaline.

Microscopic examination negative.
Faeces A few Trichiuris trichiura ova present.

Treatment:— Magnesium sulphate as an aperient. Oil of chenopodium 
m. 15, followed by Yz ounce of castor oil as anthelmintic.

The following prescription was used to combat the oedema:—
Sodium bicarbonate...........................................................gr. 30
Potassium citrate ...........................................................gr. 30
Chloroform water t o ...........................................................oz. Vz

This was given every two hours from the morning following admission
for forty-eight, after which the dose was doubled.

Progress:— The patient had a temperature of 99.6° on admission, which 
fell to 98.8° next morning, and to sub-normal in the evening. It was 
impossible to measure the urine accurately as he insisted upon going 
out to the lavatory. The oedema of the lower limbs, which was very 
slight, subsided at once when the patient was put to bed. On the 
fourth day the patient left Hospital on the grounds that he did not 
like his medicine, and thought it was time for him to die. He 
admitted, however, that he was better, and it was obvious that his 
abdominal distension had decreased by perhaps thirty per cent in 
four days only. This case is typical of the disappointments which one 
has to face in attempting any kind of prolonged investigation of 
Chinese patients.

Ca s e  6.

Male, age 28. Admitted to Hospital June 11th, 1930.

History:— Ascites, with slight oedema of ankles for about three months. 
Urine scanty and high-coloured, faeces scanty. Attacks of benign 
tertian malaria for two months immediately prior to admission to 
Hospital.
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Condition on Admission'.— Patient looked pale, and was rather thin in the 
face. No abnormal signs in heart or lungs. Abdomen markedly 
distended with free fluid, liver and spleen not enlarged. Slight oedema 
of ankles.

Pathological Report:—
Faeces A few unfertilised ova of Asearis lumbriocoi'des.
Blood Benign tertian malaria parasites present.
Urine Specific gravity 1,013. Reaction acid. No sugar or

albumen. Microscopic examination negative.
Treatment and Progress'.— Magnesium sulphate as routine aperient. Oil 

of chenopodium m. 15, followed by Castor oil oz. Vz as anthelmintic. 
Hospital quinine mixture oz. y2 thrice daily before meals. (This con
tains quinine sulphate gr. 5, and dilute sulphuric acid m. IV2 as
solvent).

The following mixture was given as treatment for the oedema:—
Sodium bicarbonate........................................................... gr. SO
Potassium citrate ........................................................... gr. 30
Chloroform water ........................................................... oz. %

To be taken every 2 hours.

After two days the dose of the mixture was doubled. On June 17th 
the patient said that he was going home as he did not like the taste of 
his medicine, but remained in Hospital on condition that it should be 
changed. The following treatment was therefore commenced.

Quinine sulphate gr. 3, thrice daily before meals in capsules.
The alkaline mixture was altered as follows:—

Sodium bicarbonate........................................................... gr. 30
Potassium citrate ........................................................... gr. 30
Tincture of o r a n g e ......................................................  m. 15
Syrup ............................................................................drachm 1
Water ........................................................................ to oz. %

To be taken every 2 hours.

The oedema of the ankles disappeared within two days, and the ascites 
began to decrease. The urine increased from 28 ozs. on the second day to 
54 ozs. on the sixth day, and remained at about this quantity. The 
patient had irregular low fever, the temperature becoming sub-normal on 
June 19th, and still being so on June 20th, when the patient left Hospital 
for urgent family reasons. On discharge a little free fluid could still be 
detected in the abdomen.

The patient was an ignorant peasant, and is not likely to report his 
condition to the Hospital unless brought back by a recurrence of symptoms.

C a s e  7.

Male, age 55. Admitted to Hospital June 16th, 1930.

Past History.— Has drunk a little Shaohing wine regularly for thirty to 
forty years. (This is a light wine somewhat similar to sherry and
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appears to be harmless unless taken in large quantities). Patient was 
treated successfully for ascites in this Hospital four years previously 
(records were destroyed in the Revolution). Ascites recurred two 
months before admission to Hospital, followed by oedema of legs.

Condition on Admission:— The patient looked twenty years older than his 
stated age, and was obviously debilitated. Ascites was very marked, 
and there was oedema of legs and scrotum. Heart and lungs appeared 
to be normal. Systolic B.P. 120 mm., diastolic 80 mm. Knee jerks 
present. Liver and spleen did not appear to be enlarged.

Pathological Report:—

Urine Specific gravity 1019, reaction acid, no sugar or 
albumen, nothing abnormal found by microscopic 
examination.

Faeces Nothing abnormal found.

Blood No parasites found in two separate examinations. 
W.B.C. 9,200.

Treatment and Progress:— Magnesium sulphate as routine aperient. An 
enema for extreme constipation. The following mixture was given:—

Potassium acetate ......................................................gr. 30
Sodium bi-carbonate........................................................... gr.-30
Chloroform water ......................................................oz. 1

1 oz. to be taken every two hours.

The ascites was so marked that the skin of the abdomen was shiny, 
and paracentesis was advised, but at first refused by the patient. Thirteen 
to eighteen ounces of urine were passed each day at first.

June 19th Oedema of legs greatly decreased, ascites somewhat 
decreased.

June 20th Temperature rose to 100°, but 
morning.

was sub-normal next

June 23rd Abdomen tapped. 200 ozs. of 
ascitic fluid removed.

slightly blood-stained

June 27th Urine increased to 40 ozs.

July 1st Oedema of legs gone.

July 6th Ascites gone.

The patient had intermittent fever from June 24th onwards which did 
not respond to quinine and for which no cause was found.

The patient died suddenly on the evening of July 7th. (No autopsy 
was attempted. The regulations on this subject had recently been 
brought into prominence by a German and a Chinese practitioner elsewhere 
being sentenced to terms of imprisonment, although these sentences were 
not carried out).
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CASE 8.

Male, age 40. Admitted to Hospital June 17th, 1930.

Past History:— No previous illness. Sometimes takes a little Shaohing 
wine. Patient stated that he had not lived in any of the areas where 
Fasciolopsis buskii is endemic, but this statement was subsequently 
found to be untrue. Patient stated that his ankles were swollen before 
his abdomen began to swell, three months previous to admission.

Condition on Admission:— Patient emaciated. A very ignorant peasant. 
Oedema of legs and marked ascites, skin of abdomen tense and shiny. 
The skin of the abdomen had been burnt in seven circles each about 
the size of a half-penny by an irregular practitioner. The resulting 
ulcers were not fully healed on admission, but cleared up rapidly with 
antiseptic dressings. Liver and spleen appeared normal in size. Heart 
and lungs appeared to be normal. Knee jerks were present.

Pathological Report:—
Urine Specific gravity 1,014, reaction acid. No sugar or

albumen. Nil abnormal found by microscopic examina
tion.

Faeces Nil abnormal found.
Blood W.B.C. 5,600. R.B.C. 4,160,000. Haemoglobin 80%-

No parasites seen.

Treatment and Progress:— Castor oil, magnesium sulphate, and cascara 
given as aperients for obstinate constipation.

The following mixture was given:—
Sodium bicarbonate........................................................... gr. 30
Potassium citrate ........................................................... gr. 30
Tincture of o r a n g e .......................................................... m. 15
W a t e r ................................. . . . to oz. Vz

Half an ounce was given every two hours until June 21st, when the
dose was changed to one ounce.

On June 24th the oedema of the legs had decreased. The abdomen was
tapped and fourteen pints of ascitic fluid were removed. Paracentesis had
not been carried out previously on account of opposition by the patient’s 
relatives. Microscopic examination of the fluid showed a very few blood 
cells only.

The dose of medicine was decreased by half as the patient declined to 
stay in Hospital if given ounce doses,

July 3rd Abdomen was again tapped and 140 ozs. of fluid were
removed, emptying the abdomen.

July 4th Oedema of the legs had disappeared.

July 6th Patient’s condition was improved, but his wife came to
see him, and he insisted on leaving the Hospital.
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Special Notes:— It was impossible to keep any accurate record of the 
Quantities of urine passed as the patient insisted on using the lavatory. 
He was also a man of dirty habits, sometimes passing his excreta in 
the bed, both on the bedding and his own legs.

On finding that he had lived in an area where Fasciolopsis buskii is 
endemic he was treated with Oil of ehenopodium 15 m. The reason for 
this procedure, in spite of no ova being found in the faeces, is given at 
the conclusion of these case notes.

Case  9.

Male, age 39. Admitted to Hospital June 21st, 1930.

Past History.— No previous illnesses. Swelling of abdomen for over two
weeks, oedema of legs for about one week. Patient lived in an area
where Fasciolopsis buskii is endemic.

Condition on Admission:— Abdomen distended with fluid, and oedema of 
legs. Spleen and liver did not appear to be enlarged. Heart and 
lungs appeared to be normal. Knee jerks present.

Pathological Report'.—
Urine Specific gravity 1,018. Reaction acid. No sugar or

albumen.
Faeces Ascaris ova seen.

Treatment and Progress:— Magnesium sulphate as routine aperient. Oil 
of ehenopodium, followed by % oz. castor oil as an anthelmintic. 
An Ascaris was passed and subsequent faecal examination shewed no 
further ova. The following mixture was given:—

The oedema decreased slowly, and the urine did not increase in quantity 
beyond 24 ounces in twenty-four hours, but the weather was very hot 
(over 90° in the shade) and much fluid appeared to be lost by sweating.

June 27th Abdomen tapped, 98 ozs. of ascitic fluid removed.
This fluid contained a large number of blood cells, but

July 8th Oedema of legs had entirely disappeared. Abdomen 
again tapped, 84 ozs. of fluid removed, emptying the 
abdomen.

Sodium bicarbonate 
Potassium acetate 
Chloroform water

gr. 30 
gr. 30 
oz. y2

V2 oz. to be given every two hours.

this was probably due to the actual puncture.

July 11th Patient left Hospital at his own request, saying that he 
felt nothing wrong with him beyond general debility.
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C ase  10.

Male, age 54. Admitted to Hospital June 28th, 1930,

Past History:— Haemorrhoids at 25— 26 years of age. Dyspepsia at 
31— 32 years of age. Abdominal discomfort and diarrhoea six months 
previous to admission. Ascites appeared two months previous to 
admission. Patient lived in an area where Fasciolopsis buskii is 
endemic.

Condition on Admission:— Face thin, patient looked ill. Abdomen markedly 
distended with fluid, but there was no oedema of other parts of the 
body. A circle about the size of a half-penny had been burned on the 
skin of the abdomen half way between the umbilicus and symphysis 
pubis by an irregular practitioner— this area was still ulcerated. Liver 
and spleen did not appear to be enlarged. Heart sounds were normal, 
but a few moist rales were heard at the base of each lung.

Pathological Report:—
Urine Specific gravity 1,018. Reaction alkaline. No sugar or 

albumen. (The alkalinity of the urine may have been 
due to treatment with an alkaline mixture having been 
started by the House Physician before the urine was 
examined).

Faeces No ova seen.

Blood W.B.C. 4,000. R.B.C. 3,900,000. Haemoglobin 70%. 
No parasites seen.

Treatment and Progress:— As in Case 8 oil of chenopodium m. 15 followed 
by castor oil 1 oz. was given as an anthelmintic. An Ascaris was 
passed although there were no ova found in the faeces either before 
or after treatment. This worm was not saved for me to examine, but 
I presume that it was a male. (This also happened in the case of a 
patient with other symptoms, and I have no reason to doubt the 
accuracy of the laboratory report).

The following mixture was given:—
Sodium bicarbonate............................
Potassium citrate ............................
Chloroform water ............................

Vz oz. to be given every two hours

The urine only increased from 15 ozs. in 24 hours to 25 ozs. in twenty- 
four hours, but this patient was in Hospital during the same hot spell as 
Case 9.

I noted oliguria in many patients and myself at this time. The 
patient had a temperature of 100° on June 29th, and 99.8° on July 3rd, 
but similar rises were noted in other patients, and four apparently normal 
Europeans whose temperature was taken as a control during this hot spell.

gr. 30 
gr. 30
oz. Yz
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The patient left Hospital on July 7th, after only nine days stay on 
the grounds that he was not yet cured.

His general condition had improved, and the ascites appeared to have 
decreased, but he had a good deal of flatulence which made him very 
annoyed. This patient differed from almost every similar case which I 
have met in nine years in that he was a fairly wealthy man who insisted 
on staying in a private ward.

C ase  11.

Male, age 34. Admitted to Hospital July 1st, 1930.

Past History.— No other illnesses recorded. No alcoholic habits. Patient 
had not lived in any of the areas where Fasciolopsis buskii is endemic. 
Patient had suffered from puffiness of eyelids, ascites, and slight 
oedema of legs for over one year before admission to Hospital.

Condition on Admission:— Oedema of face suggestive of nephritis, a 
moderate degree of ascites and slight oedema of legs. Heart and 
lungs appeared to be normal. Liver and spleen were not enlarged. 
Knee jerks were present.

Pathological Report:—
Faeces No ova present.

Urine Specific gravity 1,008. Reaction acid. No sugar or
albumen. A few crystals or uric acid were found
microscopically.

Blood R.B.C. 3,200;G00. W.B.C. 6,400. Haemoglobin 55f/c.

Treatment and Progress:— Magnesium sulphate as routine aperient.

The following mixture was given 
Sodium bicarbonate 
Potassium acetate 
Chloroform water

Yz oz. every two hours.

This patient behaved sensibly, taking his medicine without any trouble, 
and on July 6th, five days after admission, all signs of oedema and ascites
had disappeared. The urine varied in quantity from 25— 35 ozs. daily,
but this was also during the hot weather mentioned above.

On July 6th the mixture indicated above was stopped and the following 
mixture was given:—

Iron and ammonium c i t r a t e ...........................................gr. 5
Fowler’s solution of a r s e n ic ...................................... m. 3
Chloroform water ...........................................................oz. Yz

Yz oz. thrice daily after meals.

The patient was discharged on July 21st, having been apparently well 
for fifteen days.

gr. 30 
gr. 30 
oz. y2
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C a se  12.
Male, age 56. Admitted to Hospital July 6th, 1930.

Past History:— No previous illnesses recorded, and patient definitely denied 
having suffered from malaria in the past. He had not resided in any 
of the areas where Fasciolopsis buskii is endemic, and was not in the 
habit of using alcoholic beverages, but admitted having taken opium 
in the past. He had suffered from swelling of the abdomen and slight 
oedema of the legs, for one month previous to admission to Hospital.

Condition on Admission:— Patient was a rather poorly nourished individual 
of the labouring class. He had marked ascites, but no oedema of the 
legs or other parts of the body. Liver and spleen were not enlarged. 
Heart and lungs appeared to be normal. Knee jerks were present.

Pathological Report:—
Urine Specific gravity 1,026. Alkaline. No sugar or albumen.

(This specimen was taken after the patient had received
several doses of alkaline mixture).

Faeces No ova seen.

Blood Benign tertian malaria parasites present.

Treatment and Progress:— Magnesium sulphate as routine aperient. Half 
an ounce of the Hospital quinine mixture thrice daily after the 
malaria parasites were found. This patient had no fever apart from 
a rise of temperature to 99.4° on his second day in Hospital.

The following mixture was given:
Sodium bicarbonate 
Potassium citrate 
Chloroform water

% oz. every two hours.

On July 19th paracentesis was performed to hasten the patient’s 
recovery, 132 ozs. of clear ascitic fluid being removed. The patient passed 
only 13 ozs. of urine during the first twenty-four hours of measurement, 
the quantity increased to a maximum of 23 ozs. under treatment. This 
was during very hot weather. The patient was discharged at his own 
request on July 27th, all signs of ascites having disappeared.

C ase  13.

Male, age (about) 30. Admitted to Hospital June 30th, 1930.

Past History:— Haemoptysis in July 1929. In December 1929 the patient 
noticed distension of his abdomen, which was followed by oedema of 
the legs. His home was at Shaohing, one of the chief centres of 
Fasciolopsis buskii infection.

Condition on Admission '.— Slight ascites, but marked oedema of lower 
limbs from thighs downwards. Liver and spleen were not enlarged.

gr. 30 
gr. 30 
oz. %
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Heart appeared to be normal. Signs of chronic bronchitis were 
present in both lungs.

Pathological Report:—
Urine Specific gravity 1,010. Reaction alkaline. No sugar or

albumen. Microscopic examination shewed a few red 
blood cells.

Faeces No ova seen.

Blood R.B.C. 4,900,000. W.B.C. 7,800. Haemoglobin 90 9v.
Benign tertian malaria parasites seen.

Treatment and Progress:— In view of malaria parasites being found in 
the blood this patient was given Vz oz. of the Hospital quinine mixture 
thrice daily for sixteen days, but he had no fever at any time.

In view of his residence in a Fasciolopsis buskii area, he was given 
oil of chenopodium m. 15, followed by castor oil 1 oz. as an anthelmintic. 
No worms were seen in the stools. The reason for this treatment in spite 
of the negative findings on microscopic examination of the faeces is 
explained below.

The following mixture was given:—
Sodium bicarbonate...................................................... gr. 30
Potassium acetate ...................................................... gr. 30
Chloroform water ...................................................... oz. Yz

Yz oz. every two hours.

The patient passed only 3 ozs. of urine in the first twenty-four hours 
of measurement, but the quantity increased to 17 ozs. on the fourth day 
in Hospital and to 30 ozs. after sixteen days in Hospital although the 
weather was very hot.

On July 11th, eleven days after admission, the oedema and ascites had 
entirely disappeared.

On July 18th the alkaline mixture was stopped, and the following
cough mixture was given:—

Ammonium ch lorid e ........................................................... gr. 5
Liq. ammon. acet ......................................................  m. 15
Tr. camph. co.....................................................................  m. 15
Tr. hyoscyam. . .    m. 15
Syrup of Virginian prunes ..........................................dr. 1
Water to . .  ' ....................................................................oz. %

Yz oz. every four hours.

On July 21st slight oedema had re-appeared on the lower half of both 
legs, so the cough mixture was stopped, and the alkaline mixture re-com
menced. On July 25th the oedema had again disappeared. The patient 
was discharged on July 29th at his own request, being free from oedema 
and ascites. His lung condition appeared to be slightly improved. He was 
advised to report to the American Baptist Hospital in his own city if his 
symptoms recurred.
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Ca s e  14.
Male, age 32. Admitted to Hospital July 8th, 1930.

Past History.— No illnesses recorded apart from a supposed attack of 
typhoid fever two months before admission. (Chinese patients some
times state that they have suffered from typhoid when it has really 
been a prolonged attack of malaria). He had not lived in an area 
where Fasciolopsis biiskii is endemic. Ascites appeared over a month 
before admission to Hospital, and was followed by oedema of both legs.

Condition on Admission:— Marked ascites and oedema of legs, which pitted 
very deeply on pressure. An area about the size of a tea saucer had 
been burnt on the epigastrium by some native drug. Heart appeared 
to be normal. Liver and spleen appeared to be normal in size. Knee
jerks were present.

Pathological Report:—
Urine Reaction acid, Specific gravity 1,015. No sugar or

albumen present.

Faeces Ascaris ova present. A second specimen was negative
after anthelmintic treatment.

Blood R.B.C. 3,9£X),000. W.B.C. 19,200 subsequently decreas
ing to 9,600. No malaria parasites seen.

Progress and Treatment:— Magnesium sulphate as routine aperient. Oil 
of chenopodium m. 15, followed by % oz. of castor oil as anthelmintic. 
An Ascaris was passed.

Half an ounce of the Hospital quinine mixture was given thrice daily 
as the patient had intermittent fever throughout his stay in Hospital. 
This treatment did not produce any apparent results. X-ray examination 
shewed marked pleural thickening on the left side, and the fever was 
attributed to tuberculous pleurisy as no other cause could be found for it.

The abdomen was tapped two days after admission and 108 ozs. of 
ascitic fluid were removed, but the abdomen appeared to be refilling for 
several days after this before the ascites started finally to disappear. The 
following alkaline treatment was given:—

Sodium bicarbonate.............................................................gr. 30
Potassium citrate ...........................  gr. 30
Water ......................................................................................oz. %

V2 oz. every 2 hours for 17 days, during which period the
quantity of urine passed in twenty-four hours increased from 17 ozs. 
to 35 ozs. although the weather was very hot.

After eighteen days the dose was increased to one ounce every two 
hours, but this was associated with violent diarrhoea (20 actions in twenty- 
four hours) and the dose had to be reduced to % oz. the next day.

Following this the oedema and ascites decreased rapidly, and had 
disappeared when the patient left Hospital on August 9th. This patient 
was a comparatively wealthy man.
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Ca s e  15.

Male, age 59. Admitted to Hospital July 21st, 1930. A Buddhist monk.

'Past History.— No other illnesses recorded, definitely denied any history 
of malaria. He had not lived in any area where Fasciolopsis buskii 
is endemic. He was in the habit of taking a great deal of salt in his 
diet. Swelling of the abdomen and legs had appeared twenty days 
before admission to Hospital.

Condition on Admission:— Marked ascites and oedema of both legs. Liver 
and spleen appeared normal in size. Heart and lungs appeared tc be 
normal. Knee jerks present.

Pathological Report:—
Urine Reaction acid. Specific gravity 1,03 7. No sugar cr

albumen.

Faeces No ova seen.

Blood R.B.C. 3,800,000. W.B.C. 5,OCO. No malaria parasites
seen.

Treatment and Progress:— Magnesium sulphate as routine aperient.

The following mixture was given 
Sodium bicarbonate 
Potassium citrate 
Chloroform water

Vz oz. every two hours.

On July 24th the oedema of the legs had decreased.

On July 27th the oedema of the legs had gone and the ascites had 
decreased, the urine passed in twenty-four hours having increased from 
8 ozs. on admission to 23 ozs. in spite of extremely hot weather.

On July 31st the patient had an attack which was clinically Mke 
malaria, and was treated with quinine by a House Physician in my absence. 
This cut short the attack. He left Hospital against advice in my absence 
on August 2nd still having slight ascites.

C ase  16.
Male, age 41. Admitted to Hospital September 12th, 1930.

Past History:— No previous illnesses, patient denied having suffered from 
malaria. Patient had lived at Shaohing, a centre of Fasciolopsis 
buskii infection about ten years previously. Patient had suffered from 
a distended abdomen and oedema of the legs for two weeks before 
admission, and had been constipated for four days.

Condition on Admission:— Abdomen markedly distended with fluid, and a 
moderate degree of oedema of the legs. Liver and spleen appeared to 
be normal in size. Heart and lungs appeared to be normal. Knee 
jerks were present.

. gr. 30

. gr. 30

. oz. y2
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Pathological Report:—
Urine Specific gravity 1,004. Reaction neutral (after initial

doses of sodium bicarbonate). No sugar or albumen 
present.

Faeces Nil abnormal found.

Blood R.B.C. 4,080,*000. W.B.C. 6,400. Haemoglobin 75%.

Treatment and Progress'.— Castor oil 1 oz. on admission, and magnesium 
sulphate and cascara subsequently as routine aperients. This patient 
suffered from obstinate constipation, often requiring 1 oz. of magnesium
sulphate and 3 drachms of liquid extract of cascara in a single day
to produce adequate actions of the bowels.

In view of the patient having lived at Shaohing he was given oil of 
chenopodium m. 15, followed by castor oil Vk oz. as an anthelmintic, but 
no worms were passed.

The following mixture was given:—
Sodium bicarbonate..................................................gr. 30
Potassium citrate .........................................................gr. 30
Chloroform water .........................................................oz. Vz

Y2 oz. every two hours.

On September 15th paracentesis was performed, 160 ozs. of ascitic 
fluid being removed.

On September 17th the oedema of the legs had disappeared and did 
not return, but the abdomen was filling up again.

On September 23rd the ascites was decreasing, but the patient 
grumbled so much that paracentesis was again performed on September 25th 
when 180 ozs. of ascitic fluid were removed.

The patient was discharged against advice while I was absent for 
two days on business on October 1st.

The urine had increased from 8 ozs. in twenty-four hours to 28 ozs. 
in twenty-four hours.

Case 17.
Male, age 50. Admitted to Hospital September 10th, 1930.

Past History:— Patient stated that he had suffered from “Liu Ho” in 1929 
in his right leg. (“ Liu Ho” is a colloquial term usually translated as 
“erysipelas,” but in my opinion it is used loosely to cover other 
inflammatory conditions also). Patient denied having suffered from 
malaria. The patient was in the habit of drinking two cups of 
Shaohing wine daily. He did noc live in an area where Fasciolopsis 
biiskii is endemic. His abdomen had been distended for three months 
before admission to Hospital, and the right leg had been oedematous.

Condition on Admission:— Patient was suffering from a marked degree of 
ascites, and both legs were oedematous, but the oedema of the right
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leg was much more pronounced than that of the left. Liver and spleen 
appeared to be normal in size. Heart and lungs appeared to be 
normal. Knee jerks were present.

Pathological Report:—
Urine Specific gravity 1,015. Reaction alkaline (after initial

doses of sodium bicarbonate). No sugar or albumen 
present.

Faeces Nil abnormal found.

Blood R.B.C. 3,600,000. W.B.C. 5,&D0. Haemoglobin r70(/( .
No malaria parasites seen.

Treatmcnt and Progress:— Magnesium sulphate as routine aperient.

The following mixture was given:—
Sodium bicarbonate........................................................... gr. 30
Potassium citrate ........................................................... gr. 30
Chloroform water ........................................................... oz. Yz

Yi oz. every two hours.

September 13th Paracentesis performed. Twelve pints of ascitic 
fluid removed.

September 14th Oedema of legs greatly decreased.

September 19th Oedema of left leg had disappeared. Slight
oedema of right leg.

September 28th Oedema of right leg had disappeared.

October 3rd Patient was discharged, apparently well.

The urine had increased from 10 ozs. in twenty-four hours to 39 ozs. 
in twenty-four hours.

Special Note:— Patient had irregular low fever on admission.

On September 15th the patient had a rigor with rise of temperature 
to 103.8° in the afternoon, with another rigor 24 hours later and a rise 
of temperature to 101°. Quinine was administered in spite of negative 
results from blood examination. The patient had no further rigors but 
on four occasions had a rise of temperature to 99° in the afternoon.

CASE 18.

Miale, age (about) 35. Admitted to Hospital October 6th, 1930.

Past History:— Malaria 2-3 years before admission. Swelling of abdomen 
and oedema of both legs appeared a little over one month before 
admission. Patient did not live in an area where Fasciolopsis buskii 
is endemic.

Condition on Admission:— Marked ascites and oedema of legs. Liver and 
spleen did not appear to be enlarged. Heart and lungs appeared to be 
normal. Knee jerks present.
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Pathological Report:—
Urine Specific gravity 1,006. Reaction alkaline (after treat

ment was commenced). No sugar or albumen present.

Faeces Nil abnormal seen.

Blood R.B.C. 4,000,000. W.B.C. 8,600. Haemoglobin 759c.
No malaria parasites seen.

Treatment and Progress:— Magnesium sulphate as routine aperient. 

The following mixture was given:—

Yz oz. every two hours.

October 9th Paracentesis was performed, 173 ozs. of ascitic fluid
being removed.

October 13th Oedema of legs almost disappeared. Patient insisted
on going home for personal business, and was dis
charged against advice.

He usually did not pass urine into the vessel provided, so the increase 
in quantity could not be measured.

Male, age 62. Admitted to Hospital October 18th, 1930.

Past History:— Patient denied having suffered from malaria, or any other 
disease in the past. He had formerly lived at Shaohing, a centre of 
Fasciolopsis buskii infection. Two months before admission to Hospital 
he had noticed swelling of his feet, followed by swelling of his legs 
and penis.

Condition on Admission:— Slight oedema of legs and penis, no ascites. 
Heart and lungs appeared to be normal. Liver and spleen appeared 
to be normal in size. Knee jerks present.

Pa th ological Report:—
Urine Specific gravity 1,026. Reaction alkaline (after initial 

doses of sodium bicarbonate). No sugar or albumen.

Faeces No ova seen.

Blood R.B.C. 3,200,000. W.B.C. 8,400. Haemoglobin 50%-
No malaria parasites seen.

Sodium bicarbonate 
Potassium citrate 
Chloroform water

gr. 30 
gr. 30 
oz. %

C ase  19.

Treatment and Progress:— The following mixture was given:—
Sodium bicarbonate 
Potassium citrate 
Chloroform water

gr. 30 
gr. 30 
oz. Vz

xk oz. every two hours.
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In view of the patient having lived at Shaohing where Fasciol&psis 
■biiskii is endemic, oil of chenopodium m. 15, followed by castor oil y2 oz. 
was given as an anthelmintic, but no flukes were seen in the faeces.

The urine increased in quantity to 40 ozs. in 24 hours.

On October 20th, two days after admission, no oedema could be 
•detected. On the day following admission the patient had a rise of tem
perature in the afternoon, which was repeated daily at the same time.

A further blood examination on October 20th shewed the presence of 
benign tertian malaria parasites.

The alkaline mixture was stopped, and treatment with the Hospital 
quinine mixture was commenced.

This patient is still in Hospital (October 21st), but appears to be 
cured as regards his oedema.

Ge n e r a l  N otes  o n  C ase s

Before discussing the cases whose notes have been given 
above the following points should be noted:—

1. Nineteen cases have occurred among in-patients in less 
than a year. Several out-patients have been seen with similar 
symptoms, but are not reported here on account of the impos
sibility of carrying out any accurate investigations or systematic 
treatment on patients who attend irregularly, and are unwilling 
to supply specimens for pathological examination.

2. Of the above nineteen in-patients, eighteen have been 
males and one female.

3. The age incidence varies from 11 to 71.
4. The previous history of the condition varies from two 

weeks to over one year.
5. Most of the patients have come to the Hospital in hot 

weather, but this is equally true of nearly all classes of patients, 
as most Chinese are reluctant to leave their homes in the short 
winter, on account of social and religious observances at the 
lunar New Year.

6. Paracentesis has been performed in several cases apart 
from absolute clinical indications in order to shorten the 
patients’ stay in the Hospital, as it is obviously important that 
working class men should be fit for work as soon as possible, 
even if their treatment is less interesting from the academic 
point of view.
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Table to Show Principal Features o f Cases

Duration
before

Admission

No. of Malarial Slinimurrdays in 
Hospit

al.
History

Para
sites in 
Blond

& Maxi- 
mam 
Uiine

Result Remarks

4 m os. 15 plus neg. Much
improved

li mos. 15 neg. Apparent
cure

Over 20 
days 25 neg. neg. Apparent

cure

4 mos. 35 neg. Apparent
cure

Over 1 
month 4 neg. neg. Improved Trichinris 

trichiura ova.

3 mos. 9 plus plus 28 ozs. 
54 ozs.

Much
improved

2 mos. 27 neg. neg. 13 ozs. 
40 ozs. Died Previous

attaek

3 mos. 19 neg. neg. Improved

Over 2 
weeks 20 neg. 24 ozs. Apparent

cure

2 mof. 9 neg. neg. 15 ozs. 
25 ozs. Improved

Better class 
patient

Over 1 
year 20 neg. neg. 25 ozs. 

35 ozs.
Apparent
cure

1 month 18 neg. plus 13 ozs. 
23 ozs.

Apparent
cure

6 mos. 30 neg. plus 17 ozs. 
30 ozs.

Apparent
cure

Chronic bron
chitis.

Over 1 
month

20 days

31

11

neg.

neg.

neg.

neg.

17 ozs. 
85 ozs.

8 ozs. 
23 ozb.

Apparent
cure

Much
improved

Chronic pleur
isy. Better 
claps patient.

2 weeks 22 neg. neg. 8 ozs. 
28 ozs. Improved

3 mos. 23 neg. neg. 10 ozs. 
39 oze.

Apparent
cure

Over 1 
month 7 plus

■
neg. 2 ozs. Improved

2 mos. Undis
charged neg. plus 13 ozs. 

40 ozs.
Apparent
cure
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7. The presence of one or two Ascarides, or a mild 
infection of Trichiuris trichiura, has not been considered of 
great clinical significance. The cases of “helminthiasis” in 
Group 2 were cases of such heavy infections that the clinical 
conditions were definitely attributable to the parasites.

8. No account of similar cases appears to have been 
published in China, although several practitioners, as mentioned 
elsewhere, have told me that they have seen similar cases. 
There is no mention of this subject in the Chiria Medical Journal,. 
the files of which are available for reference from 1893 to 1930.

D is c u s s io n  of  C ases

In discussing the cases whose clinical notes have been briefly 
given above, and subsequently arranged in the form of a table, 
it is obvious that differential diagnosis must be carefully con
sidered. If one assumes that we have used a reasonable degree 
of professional skill and care in our examination of the patients 
it is possible to exclude the obvious and well known causes of 
oedema given in Groups 1 and 2.

There are, however, other possible causes wThich require 
consideration, and in my opinion they may be stated as 
follows:—

1. The “wet” type of Beri-berl.

2. Epidemic dropsy.

3. “War,” “famine,” or “hunger” oedema.

4. Residual effects of fluke disease, or fluke disease in 
which there are abnormal features.

5. Malarial anasarca.

6. Tissue acidosis.

These possible causes will now be considered separately in 
view of the clinical and other evidence as follows:—

1. The “wet” or “dropsical” type of Beri-beri is met at 
times in our Hospital work although it appears to be less common 
than the neuritic type in this part of China.

Beri-beri has been more common than usual among our 
patients this year, but in my experience the “wet” type is also
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associated with nervous signs and symptoms to some extent. 
These have not been noted in my cases quoted above, and our 
House Physicians have been well drilled to examine the knee 
jerks of the patients.

I have also noted that our Beri-beri patients are commonly 
soldiers or police, who might reasonably be expected to contract 
Beri-beri as a result of their barrack life on a diet which is 
often little more than “second class” polished rice. The rice in 
this province is usually classed as “first class,” which is the most 
expensive and highly polished; “second class” which is about 
two Chinese dollars (i.e. 3 /-  to 4 /-)  cheaper per “picul” and is 
fairly highly polished, and “third class” which has had little or 
no polishing, but which is only eaten by the country people, or 
by very poor people in the cities.

With very few exceptions my oedematous patients have 
been of the labouring class from the country. The diet of this 
class is simple, but the rice is not highly polished and they 
obtain vegetables from their own small holdings of land, so in 
my experience are very much less liable to Beri-beri than the 
city dwellers who may be earning more money.

Two of my patients have been Buddhist priests who are 
vegetarians. Although Hangchow city alone has over seventy 
Buddhist monasteries and convents, I do not remember ever 
having seen a Buddhist monk or nun whom I could diagnose as 
suffering from Beri-heri, although w'e constantly have large 
numbers of them as patients.

Two of my patients have been comparatively wealthy men, 
who would eat either first or second class rice in their homes, 
but who would also be able to purchase the cabbages, bamboo 
shoots, beans, fruit, eggs, pork, fish, etc., which are eaten with 
rice by the wealthier Chinese, and would, therefore, not be 
liable to Beri-beri. I have never yet diagnosed Beri-beri in a 
wealthy Chinese patient.

Sir Patrick Manson (vide Tropical Diseases) 3 warns 
practitioners to be on their guard against overlooking slight 
symptoms of Beri-beri through ignorance of the patients’ 
languages. This risk is reduced to a minimum in our case as
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no patient is attended solely by a European without the 
assistance of a Chinese practitioner or nurse, and all Europeans 
on our staff are required to pass examinations in Chinese after 
a period of two years’ study.

Further evidence against my cases being Beri-beri lies in 
the comparatively short time in which the majority showed great 
improvement or apparent cure. In my experience the Beri-beri 
patients in Hospital usually shew little signs of improvement 
under six weeks stay, and sometimes not for three months, 
whereas none of these cases greatly exceeded one month’s 
treatment, and some showred marked improvement after only a 
few days.

Our Beri-beri cases, moreover, have a special diet with 
Chinese “mien” (a kind of wheaten macaroni) substituted for 
rice, and injections of a Japanese preparation known as 
“Paranutrin” to supply the Vitamin “B” deficiency.

In my cases neither of these treatments were given, and the 
only alteration in diet in most cases was a restriction of salt, 
but they recovered more quickly than Beri-beri cases which were 
being treated simultaneously.

In view of these various considerations I consider that we 
may rule out Beri-beri as the cause of these cases of oedema and 
ascites.

2. Epidemic dropsy was described as occurring in India 
by McLeod (Vide: Transactions of the Epidemiological Society 
o f London, Volume 12),4 and in Mauritius by Lovell and David
son. Maxwell (Vide: Diseases o f China),7' states that so far as 
is known it does not occur in China. Although Dr. Maxwell’s 
earlier work was carried out in Formosa, he has had a wide 
experience in China, and has resided in Shanghai (only 120 miles 
from Hangchow) for many years. As Honorary Secretary of 
the China Medical Association, Editor of the China Medical 
Journal, and Far Eastern adviser to the Mission to Lepers he 
has unique opportunities for keeping in touch with medical work 
throughout the whole of China, and one’s personal contact with 
him also has led one to attach very great importance to his 
opinions.
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I have recently had an opportunity of discussing these cases 
of oedema and ascites with Dr. Maxwell. He has noted the 
existence of this type of case, and told me that he has never 
seen any literature on the subject, but asked me if I considered 
that they were related to epidemic dropsy.

Assuming that such a disease may have been overlooked in 
China, it is advisable briefly to compare my cases with the 
described cases of epidemic dropsy.

Fever appears to have been a constant symptom in epidemic 
dropsy, either before, simultaneously with, or subsequent to the 
oedema. This cannot be said of my cases, although some of 
them exhibited fever.

These cases may be considered as follows:—

a. Cases definitely associated with malaria, which may be 
presumed to be the cause of the fever, and in which the fever 
subsided on treatment with quinine.

b. Cases 5 and 12 in which a temperature of less than 100° 
was observed on one day, and at no other time.

c. Case 7 is frankly a mystery, and I cannot offer any 
explanation.

d. Case 10. The fever was presumably due to the extreme 
degree of damp heat which was also associated with a rise of 
temperature in other patients, and four apparently normal 
Europeans ŵ hose temperatures were taken as controls.

e. Case 14. The fever ŵ as presumably due to pleurisy, 
probably of a tuberculous nature.

f. Cases 15, and 17 were suggestive of malaria, but no 
parasites were found in the blood.

Diarrhoea and vomiting were frequent in the Mauritius 
outbreak of epidemic dropsy, and also occurred in India. None 
of my cases have exhibited vomiting. Diarrhoea was a feature 
of case 14, but appeared to be associated with an increase in 
the dosage of the bicarbonate mixture, and decreased when the 
dosage was decreased. Some of the cases have actually
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exhibited a marked constipation, requiring large doses of 
magnesium sulphate, cascara, and castor oil to secure adequate 
actions of the bowels. Nervous symptoms, such as burning, 
pricking, itching, and feelings of distension of the skin have 
often preceded the dropsy in cases of epidemic dropsy. My 
cases in which ascites was a prominent feature have complained 
of a feeling of abdominal distension, but otherwise have not 
complained of such symptoms.

Harvey remarked two cases in Calcutta with doubtful 
paretic symptoms, but these have been entirely absent in my 
cases.

An exanthem was frequent in Mauritius, and less frequent 
in Calcutta, in cases of epidemic dropsy. This has not been 
noted in any of my cases.

Disturbances of the heart and circulation have been 
prominent features of nearly all cases of epidemic dropsy. 
These have not been noted in my cases unless the oedema and 
ascites be considered as evidence of such disturbances.

Signs of pleural and pericardial effusion, of oedema of the 
lungs, of pneumonia, and of cardiac dilatation were common in 
Calcutta. These signs have been absent in my cases apart from 
a few rales in the lungs in case 4, the chronic bronchitis noted in 
case 13, and the chronic pleurisy noted in case 14. This case 
showed little or no effusion.

Anaemia was commonly present in the cases of epidemic 
dropsy, and the patients were also wasted and prostrated. This 
¡was to some extent true of my cases. Unfortunately not all the 
cases w7ere entirely under my care, and the blood condition has 
not been recorded, or the records not handed to me, in all cases, 
but the abstract of case notes given above reveals a diminution 
of both red blood corpuscles and haemoglobin in cases 5, 8, 10, 
11,14, 16, 17 and 19, and of red blood corpuscles in case 15.

The patients shewed general slight prostration, and those 
of long standing were emaciated.

My cases may, therefore, be roughly compared with those 
of epidemic dropsy described in India and Mauritus by stating 
in tabular form the points of resemblance and difference as 
follows:—
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Signs and Symptoms Epidemic Dropsy Hangchow Cases

Oedema and Cor) ascites Constant feature Constant feature
Fever Constant feature Present in Home cases
Diarrhoea Frequent feature Present in one case only
Vomiting Frequent feature Absent
Nervous symptoms Frequent feature Absen t
Exanthem Frequent in Mauritius. 

Sometimes present 
in Calcutta.

Absent

Disturbances of heart 
and circulation

Present in nearly all 
cases.

Absent, apart from oe
dema and ascites.

Pleural effusions, cardiac 
dilatation, etc.

Frequent in Calcutta. Absent

Anaemia Fiequent feature Noted in about half the 
cases

Prostration Frequent feature Frequent feature.

Examination of the above table shows that my Hangchow 
cases bear a resemblance to those of epidemic dropsy in many 
respects, but differ markedly in others. It is possible that more 
of my patients may have suffered from fever before coming to 
Hospital, and that they failed to state this fact in giving their 
histories, but I do not think that even so fever could be called 
a constant feature.

I am therefore of the opinion that epidemic dropsy cannot 
be excluded as a possible diagnosis for my cases, but that if my 
cases have suffered from epidemic dropsy that it has been of 
a different type from that described in either India or Mauritius. 
It should also be noted that this series of cases, treated with 
intensive sodium bicarbonate therapy shews much better results 
than similar cases treated in other ways before the Revolution 
of 1927— 1928, the records of which are unfortunately not 
available.

3. There appears to be a condition which has been termed 
“Famine,” “War,” or “Hunger” Oedema by various writers. 
Probably the earliest accounts of this condition were by Nocht 
in 1900. (Vide: TJeber Beriberi und Skorbut and Bord. 
H ansa),6 and in 1903 (Vide: Ueber Segelschiff Beriberi Festchr. 
zum 60 Geburstag von Robert Koch, Jena).7 Articles on this 
subject have appeared from time to time in various journals, 
but in the years 1919— 21 a large number appeared in British,
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American, German, and Austrian medical journals, partly as a 
result of this condition having appeared during the period of 
food shortage associated with the World War.

Probably the most recent descriptions are by W- R. Aykroyd 
(Vide: “Famine Oedema/’ B . M. J. August 16th, 1930),8 and 
Edward B. Vedder (Vide: The Deficiency diseases and the 
vitamins. Porto Rico Journal of Public Health and Tropical 
Medicine, June 1930).9 This condition was defined by Nixon 
(Vide: Bristol Med-Chir. Journal, 1920)10 as a form of dropsy 
associated with bradycardia, polyuria, and asthenia, occurring in 
persons subjected to prolonged under feeding.

It is well known that China has been ravaged by civil wars 
and that several severe famines have occurred during the past 
ten years, so the very names applied to this condition must lead 
one to consider whether my cases may have been of this nature.

The aetiology of famine oedema is still somewhat obscure. 
Vitamin deficiences have been considered as possible causes, and 
also deficiences of other dietary factors, such as fats, proteins, 
and mineral salts. The outbreaks of famine oedema have been 
so wide spread geographically, and in most cases the diet has 
been so generally deficient that it seems impossible at present to 
attibute it to any one type of deficiency.

Although China has been subjected to civil war and famine 
it must not be supposed that these have been continuous con
ditions all over this vast country. Chekiang province had civil 
wars in 1924, 25, 26, and 1927, but during the past two years 
has enjoyed comparative peace, apart from a certain amount of 
banditry, and sporadic communist risings.

None of these civil wars wrere very protracted, and did not 
cause any grave shortage of food for a long period. Famine 
conditions have not been so severe in Chekiang as in many other 
provinces. I have been serving on the International Famine 
Relief Committee for Chekiang since 1928, and am of the opinion 
that there has been little or no famine in the parts of the 
province from which our patients have come.

Some workers, viz. Schittenhelm and Schlecht (Vide: Die 
Oedemkrcmkheit, Berlin 1919)11 considered that an outbreak of 
war oedema was due to excess of fluid and protein deficiency in 
the diet. Kohmann (Vide: American Journal o f Physiology*
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1920)12 produced an oedema in rats by giving a diet deficient in 
protein, and this oedema subsequently disappeared on the addi
tion of casein to the diet.

Chinese diet is well-known to consist largely of rice in 
provinces south of the Yangtse Kiang, and of soft wheat cakes in 
the north, the percentage of carbohydrate being high in both 
cases. All of my cases have been residents in Chekiang pro
vince, where rice is the staple article of diet. The diet of the 
average Chinese residents in this province probably contains 
much less protein than that of the average European residents, 
among whom I have not noted this type of oedema, but it cannot 
be said to be gravely deficient in protein. Meat is eaten in 
jrather small quantities, and consists chiefly of various forms of 
pork and poultry, but sea fish and fresh water are abundant, 
also eggs. The poorer classes, and those who are vegetarians 
on account of Buddhist religious principles eat considerable 
quantities of De wu, which is a bean curd, derived from the 
Soya and other beans, made up in a form similar to soft cheese. 
A lump of this three inches square by one inch deep can be 
purchased for one cent (at present equal to about one half 
farthing in English currency), and its protein content is high. 
I therefore do not consider that there is a sufficiently great 
protein deficiency in the diet of my patients to account for this 
oedematous condition, even if famine oedema is really due to a 
protein deficiency.

My cases, moreover, do not appear to correspond with 
Nixon’s in their signs and symptoms. Bradycardia has not been 
a feature of any of my cases, and when there has been any 
alteration in the pulse rate it has been in the direction of some
what increased frequency.

Polyuria has not been a feature of any of my cases. The 
patients almost invariably state that they have passed only small 
quantities of urine before admission to Hospital. Many of them 
have been unwilling to pass urine into the vessels provided, but 
a glance at the u?ine measurements in the table will shew that 
oliguria has been the general rule before treatment, and that 
this has been very marked in some cases.

Asthenia has not been a prominent feature of my cases, 
although it has been present in the more chronic cases. I, there
fore, do not consider that my cases fit in with Nixon’s description,
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and in view of the dietary conditions of my patients, as compared 
with those in the supposed outbreaks of famine oedema, it is my 
opinion that my cases have not been famine, war, or hunger 
oedema.

4. Repeated references have been made above to 
Fasciolopsis buskii. This is due to the fact that Hangchow is 
situated on the north bank of the Chien Tang estuary, and that 
the best known centres of Fasciolopsis buskii infection are 
situated immediately to the south of the estuary, especially in 
the districts of which Shaohing and Siaoshan are the county 
towns, from which we naturally receive a large percentage of 
our patients.

The incidence of this parasite south of the Chien Tang 
estuary is so well known that one of its colloquial names is 
“Siaoshan worm.” It is of interest to note that Barlow carried 
out his well known investigations on Fasciolopsis buskii in the 
American Baptist Hospital at Shaohing, about thirty miles from 
Hangchow.

The ordinary cases of Fasciolopsis buskii infection leave no 
doubt as to their diagnosis on account of the ease with which 
the ova are found microscopically in the faeces, and therefore 
do not enter into the present consideration of cases, having been 
noted among the “Tropical diseases” in Group 2.

I have noted, however, that the oedema which usually 
characterises such cases has sometimes persisted for several 
weeks after my patients have been treated, and all ova have 
disappeared from the faeces. It is conceivable that in some 
cases patients might come to Hospital after being given anthel
mintics elsewhere, and that their oedema would still be present 
although no ova would be found.

In the course of nine years work I have never seeji 
Fasciolopsis buskii in a patient who had not lived south of the 
Chien Tang, and it is generally agreed among medical practition
ers locally that this parasite does not occur in Chekiang province 
north of the Chien Tang. I therefore consider that we can 
exclude the possibility of Fasciolopsis buskii as a cause of 
oedema in Chekiang patients who have not lived south of the 
Chien Tang.
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Reference to the abstract of case notes shews that cases 8, 
9, 10, 13, 16 and 19 had lived in areas where Fasciolopsis buskii 
infection occurs. None of these patients gave a history of 
having been treated for Fasciolopsis buskii by either western- 
trained medical practitioners or the indigenous irregular 
practitioners. There is, of course, the somewhat remote 
possibility that some of them may have received such treatment 
and suppressed it in giving their medical histories, as Chinese 
patients often fail to give full histories, but even if this were 
the case it could only account for a very small percentage of the 
cases of oedema of unknown origin.

In addition to what may be termed residual effects of treated 
fluke disease, there is a possibility of fluke disease with abnormal 
features. My colleague, Dr. Haddow, reports one female case 
in which no ova could be found in the faeces, but in which 
immature specimens of Fasciolopsis buskii were vomited by the 
patient. This patient was treated with oil of chenopodium, and 
the flukes were passed per rectum.

In view of this rare possibility I have treated all my patients 
from the endemic areas with oil of chenopodium, regardless of 
negative results from microscopic examination of the faeces, but 
in no case have flukes been seen in the faeces. I consider that 
this method eliminates the possibility of immature flukes being 
present and causing the oedema.

5. It appears that ascites and oedema are rare complica
tions and sequelae of malaria. In view of the great prevalence 
of malaria in Chekiang province, the possibility of this cause 
must be considered.

Macgowan (Vide: Maxwell’s Diseases o f China)13 states 
that a condition called chia-chi, i.e. “malarial leg” was described 
in a medical treatise attributed to Huang Ti, about 2697 B.C. 
There is also a monograph on the same subject in the Chinese 
Imperial Catalogue between 1100 and 1200 A.D. “Malarial leg” 
was stated to be caused by a poison emanating from moist soil, 
and errors in diet were predisposing causes.

Macgowan identifies “malarial leg” with Beri-beri, and 
there is considerable justification for this as chia-chi is the 
modern colloquial name for Beri-beri. It is interesting, how
ever, to speculate as to the possibility otf some early observer
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having noted cases, of oedema in areas where there was much 
moisture, and where presumably malaria occurred. It is 
impossible to say how far the Chinese system of medicine had 
advanced in 2697 B.C. Shen Nung, known as the “Father of 
Chinese medicine” began to reign in 2737 B.C., and it is said 
that Ma huang, the source of ephedrine, was known to Chinese 
physicians about 2000 B.C.

It is at any rate fairly certain that Hua To. the famous 
court surgeon of the second century A.D., performed operations 
comparable with the surgical developments of the last century 
in Europe, but that Chinese medicine subsequently sank to a 
lower level of professional skill, and the present day practices 
of the irregular indigenous practitioners are based largely on 
empirical knowledge, although there are valuable drugs in the 
ancient pharmacopoeia.

Two modern references to this subject are available, as 
follows:—

a. Prof. Julius Mannaberg (Malarial Diseases— Noth- 
nagel’s Encyclopaedia of Practical Medicine, English edition)14 
in dealing with the rarer complications and sequelae of malaria, 
states “Acute ascites is even more rare. It develops either in 
cachectics, as the result of pyelothrombosis, or in acute cases, 
possibly as the result of occlusion of the portal capillaries by 
melaniferous cells. De Brun assumes for these cases a con
gestion of the peritoneum.”

b. Prof. W. S. Thayer (Malaria— Allbutt and Roileston’s 
System o f M edicine) ,15 in dealing with the sequels of malaria, 
states “A remarkable phenomenon, occurring especially in 
chronic cases, is anasarca, which may, as Ascoli has pointed out, 
simulate sometimes the oedema of nephritis, sometimes that of 
cardiac failure, although the urine may be quite free from 
albumen.

Common in cachectic subjects, such oedema may appear in 
individuals in relatively good condition. An instance of this 
sort came under my observation some years ago. A man of 
about fifty entered the Hospital in fairly good condition with 
well-marked oedema of the legs, and slight ascites, without 
apparent cause. There was no reason to suspect any disease 
of the heart, liver or kidneys. Some days after admission the
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patient had a relapse of tertian malaria, a clear history of which 
had not been previously obtained. With rest and tonic treat
ment the oedema generally clears up.”

One of my colleagues, Dr. E. S. Curtis, also reports that 
while practising in Fukien province in the city of Funing, she 
saw a number of such patients, mostly children' who had 
suffered from malaria, and that in these cases the oedema 
quickly cleared up.

It appears that my Hangchow cases of oedema and ascites 
resemble those mentioned above to some extent.

The urine, with one transient exception noted in case 2, has 
been free from albumen, and the oedema, although usually con
fined to the lower limbs has also been noted in the face. Ascites 
has been a feature of most cases, but not of all. It therefore 
seems fair to state that the anasarca sometimes simulates that 
of nephritis, and sometimes that of cardiac failure. With a few 
exceptions my patients have also been in relatively good con
dition.

Reference to my table of cases shews that a definite history 
of malaria was only obtained in three cases, and that in one of 
these malaria parasites were found in the blood. Malaria 
parasites were also found in the blood of three others who gave 
no malarial history.

Cases 5, 12, 15 and 17 were clinically suggestive of mild 
attacks of malaria, although no parasites were found in the 
blood, and case 10 may have been of this type although I think 
that his fever was probably due to the “heat wave” which we 
were experiencing during his stay in the Hospital.

This leaves eight cases out of nineteen in which no malaria 
parasites were found (no blood examination reports are avail
able for cases 2, 4 and 9), no malarial history was obtained, and 
in which there was no clinical evidence of malaria.

In view of the extreme prevalence of malaria in Chekiang 
province, and the inaccurate histories given by patients, it is 
extremely probable that a certain number of these cases also 
had a malarial history which was not obtained.

Cases 15, 17 and 19 appear to resemble closely the case 
quoted by Prof. Thayer.
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Malarial anasarca appears to be a relatively rare condition, 
but it must be borne in mind that we treat a large number of 
malarial patients in a year as compared with the number of 
undiagnosed oedematous patients. The figures for 1930 are 
naturally not yet available, but the cases of malaria (in-patients) 
■will probably exceed the figure of 157 for 1929, compared with 
which 19 cases of oedema is a relatively small number.

I am, therefore, of the opinion that malaria may play an 
important part in the aetiology of the cases of oedema and 
ascites of unknown origin, but a possible objection to this is 
that cases of malarial- anasarca seen elsewhere appeared to have 
cleared up easily with rest and tonics, whereas my cases before 
the Revolution of 1927-28 usually left the Hospital shewing 
little or no improvement, and the cases quoted above have not 
cleared up easily.

6. I have already stated that for several years I have 
considered the possibility of acidosis playing a part in the 
aetiology of the undiagnosed cases of oedema and ascites, but 
that I obtained little or no success while carrying out treatment 
with relatively small doses of sodium bicarbonate before the 
Revolution of 1927-28.

Unfortunately I do not possess the necessary apparatus for 
Van Slyke’s method of measuring the sodium bicarbonate 
content of the plasma, but am making arrangements for this 
measurement to be carried out elsewhere on samples of plasma 
from my patients when the necessary apparatus arrives from 
Europe. In view of this lack of apparatus I have only been able 
to test the theory of a plasma bicarbonate deficiency by clinical 
rather than laboratory investigation.

It was with very great interest that I read the article 
entitled “Swelling of the feet and ankles not associated with 
albuminuria or gross organic disease.” (A. Arnold Osman—  
B.M.J. April 26th, 1930),16 and cases 5— 19 have been treated 
with a slight modification of his method, as indicated in the 
abstract of case notes given above.

The lack of plasma sodium bicarbonate content measure
ments did not deter me from exhibiting large doses of alkaline 
mixture as I considered that it could do no harm in cases free 
from gross renal or other organic lesions.
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Osman, moreover, states that a true “acidaemia” may be 
present with a normal plasma sodium bicarbonate content, and 
that a normal reaction in the blood does not necessarily preclude 
an abnormal reaction in the tissues.

In view of this it appears to me permissible to exhibit large 
doses of alkaline mixture without knowing the plasma sodium 
bicarbonate content, or in spite of a normal reaction, as tissue 
acidosis may nevertheless be present, and that clinical findings 
should carry great weight in the treatment of these cases.

In my opinion the results of alkaline treatment have so far
justified a further trial of this method.

As stated above these cases proved most difficult to treat in 
the past, and most of the patients left the Hospital utterly 
discouraged, with little or no improvement in their condition. 
The clinical results in my nineteen cases have been as follows:—

Apparent c u r e .......................................................... 10
Much im proved........................................................ 3
Improved ................................................................................. 5
Died .........................................................................................  1

In cases 1— 4 the intensive alkaline treatment had not been 
•commenced, but case 1 was receiving potassium acetate gr. 90 
daily. Case 2 was receiving potassium citrate gr. 30 daily at 
first, and potassium acetate gr. 60 daily subsequently. Case 3 
was receiving potassium acetate gr. 60 daily, and case 4 was 
receiving potassium acetate gr. 60 daily.

Dr. W. E. Dixon (Vide: Manual o f Pharmacology)17 states 
that acetates are rapidly absorbed from the small intestine and 
are oxidised in the tissues to the carbonate, so rendering the 
blood more alkaline, and are rapidly excreted as carbonate in the 
urine, increasing its alkalinity, only about 3 per cent being 
excreted unchanged.

He also states that after absorption of citrates practically 
the whole of the salt is oxidised to the carbonate, in which form 
it is excreted in the urine.

From these statements it appears that the exhibition of 
acetates and citrates for the purpose under consideration is 
approximately equivalent to the exhibition of carbonates.
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If, however, cases 1— 4 are excluded from consideration the 
results of cases 5— 19 are as follows:—

In my opinion either set of figures justifies the method of 
treatment as compared with previous results.

A larger proportion might have been much improved or 
cured had the patients been willing to remain longer under 
treatment, especially cases 5, 10 and 18, in which the patients 
were only willing to remain for 4, 9 and 7 days respectively.

Assuming that tissue acidosis has been a factor in the 
pathology of these cases, one is faced with the question as to 
what has caused such acidosis. It has been shewn (Vide: 
Osman & Close)18 that “debility” is usually associated with some 
degree of acidosis, which is frequently accompanied by an 
increase in the water content of the body as a whole. The term 
“acidosis” was defined as a reduction of the concentration of 
bicarbonate in the plasma, and therefore does not necessarily 
imply any change in reaction (pH) of the blood.

It is obvious that my series of cases differs very markedly 
from Osman’s in that his patients were mostly females, who had 
probably never been out of England, whereas mine were all 
Chinese, mostly agricultural labourers, and only one patient was 
a female. The average duration of his cases before being given 
alkaline treatment is also much greater than mine, but in spite 
of sex, racial, and climatic differences there is probably one point 
in common, namely “debility.”

The debility in both his cases and mine may have been due 
to various' causes, but I am strongly of the opinion that malaria 
was the principal debilitating cause in my cases, and think that 
the question of most instances of malarial anasarca being due 
to tissue acidosis associated with debility is worthy of considera
tion.

Other cases of analbuminuric oedema have recently been 
reported by H. M. Royds Jones (B . M. J. May 17th, 1930)19 and 
“M.D., C.M.” (B. M. J. May 24th, 1930).-° Without fuller 
statements it is impossible to discuss the significance of the

Apparent cure 
Much improved 
Improved 
Died

7
2
5
1
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oedema and its possible relationship to tissue acidosis, but in 
Dr. Royds Jones’ cases it appears probable that third class 
female passengers travelling through the tropics may have been 
suffering from debility.

SUMMARY

A large number of patients suffering from oedema, ascites, 
or both of these symptoms, have been treated in the C. M. S. 
Hospital, Hangchow, during the years 1921— 1930. These cases 
fall into the following groups and sub-groups:—

1. Cases in which oedema and ascites are due to diseases 
of worldwide distribution.

2. Cases in which oedema and ascites are due to so-called 
“Tropical diseases.”

3a. Cases in which oedema and ascites are associated with 
splenomegaly of unknown origin.

3b. Cases in which oedema and ascites are present without 
any obvious organic lesion.

In the case of sub-group 3b. the diagnosis is still indefinite, 
but my opinions are as follows:—

1. Epidemic dropsy cannot be excluded as a possible 
diagnosis so far, but my cases have differed markedly from those 
of epidemic dropsy described elsewhere.

2. Some of my cases bear a strong resemblance to those of 
malarial anasarca described elsewhere.

3. Clinical evidence points strongly to the possibility of 
tissue acidosis associated with debility.

This debility may have been the result of malaria.
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APPENDICITIS

The Report of 120 Cases Treated at Soochow Hospital 
1926 to 1931

John A. Snell, M.D., F.A.C.S.

In 1926 the author reported 206 cases of Appendicitis 
treated at the Soochow Hospital.* The results attained with 
this disease since that time have been such that it is felt worth 
while to report all the cases treated since the former report. 
During this period 2.5% of our admissions have been for 
appendicitis. There has been an average of one admission 
every fifteen days. There are from one to five cases in the 
wards all the time. This is a rather marked increase over the 
former report, which showed 1.1% of the admissions. But there 
has also been a like increase in the number of major surgical 
conditions admitted as can readily be seen from a study of the 
published reports of the Soochow Hospital.

How common this condition is throughout China is perhaps 
worthy of a more careful study. During the past few years it 
has been the privilege of the author to visit a few other hospitals. 
At one place the clinic was visited with the doctor in charge and 
the first case called up was a soldier complaining of abdominal 
pain. The doctor suggested it might be indigestion and 
proceeded to write a prescription when it was suggested that 
the author be allowed to examine his abdomen. It proved to be 
a very clear case of acute appendicitis. Just a few months ago 
while on a pleasure trip we were called upon to operate on a 
gunshot wound of the abdomen. This man had a very much 
indurated chronic appendix. Another patient was seen in 
consultation and was complaining of indigestion and chronic 
abdominal pain. Examination showed it to be definitely a case 
of chronic appendicitis. If we never allow a patient complaining 
of abdominal pain to pass by without determining the cause of 
that pain we would find a great many more cases of appendicitis 
than we are now finding.

In this report we have used the same classification as in the 
former one and we shall not here add anything to the discussion 
of the etiology, symptomology or diagnosis although there is 
much good material here for such a discussion.

*The China Medical Journal, September 1927.



Appendicitis 62T

T able I. Appendicitis Treated Since July 1926.

Chinese Foreigners Male Female Total

Chronic 20 12 15 17 32
Acute 28 2 24 6 30
Gangrenous 25 2 18 9 27
Suppurative 27 0 16 11 27
Sinus 2 0 1 1 2

Total 102 16 74 44 118

It will be noted that the totals of each of the four main 
groups are approximately the same. If foreign cases were 
excluded the chronic group would have the fewest number of 
cases. The Chinese have not yet come in large numbers to the 
point where they will seek or consent to major surgical pro
cedures unless in a rather acute condition. In addition to these 
118 cases of primary diagnosis of appendicitis there are 
reported in detail in this paper two cases with a secondary 
diagnosis of appendicitis which developed acutely while in the 
ward for other conditions.

T a b l e II. Age.

Chron ic Acute Gan- Sup
erano us purative Sinus Total Percentage

1— 10
11— 20
21— 30
31— 40
41— 50

2
6

14
7
3

3
11
10
5
1

0
8

12
5
2

3
12
8
3
1

0
0
1
1
0

8
37
45
21

7

6.8
31.3
38.1
17.8
6.0

Total 32 30 27 27 2 118 100.0

T a b l e  III. Class.

Chronic Acute Gan- Sup- 
grenous purative Sinus Total Percentage

First
Second
Third

19
4
9

7
13
10

9
8

10

10
4

13

1
0
1

46
29
43

38.9
24.6
36.5

Total 32 30 27 27 2 118 100.0
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Table  IV. Occupation.

Student ..................................................................................................  57
Merchant .........................................................................................  13
Missionary .........................................................................................  12
Teacher .................................................................................................. 11
Workman .........................................................................................  10
Housewife .........................................................................................  9
No occupation ................................................................................. 4
Official ..................................................................................................  2

Total .........................................................................................  118

It is interesting to note in this series the high percentage of 
first and second class patients. Among the third class there 
were quite a large number of students. This table and that 
showing the occupations indicates that it is the higher and more 
intelligent classes that are afflicted with this disease. Person
ally the writer feels that the more correct way of expressing it 
is that they are the ones who come more readily for treatment. 
The educated of our constituency readily recognize the im
portance of the disease and are prepared to accept treatment. 
There are, however, cases among the working classes, farmers, 
etc. The ignorant class when attacked by a sudden severe 
disease like we have in the phlegmonous appendix are slow to 
act and often afraid to act and the worse it becomes the more 
possessed they are with fear. Finally death overtakes the victim 
before the relatives have overcome their inertia and superstition.

T a b l e  V . Kind o f Operation Performed.

Chronic Acute Gan-
gTsnoua

Sup
purative Sinns Total

Appendectomy without drainage . . . 28 25 12 0 0 65
Appendectomy with drainage 0 2 15 18 1 36
Drainage only ................................... , . 0 0 0 8 0 8
Ileo-colostomy ................................. 0 0 0 0 1 1
No operation ..................................... 4 3 0 1 0 8

The treatment has been carried out on this series essentially 
as outlined in the former paper but perhaps with a more con
stantly accurate and careful technic. Nearly all of the operating 
has been done by the writer himself. While a good, careful and
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accurate technic is important in all cases it is absolutely 
necessary in the actively virulent case to avoid spreading the 
infection or making a more fertile field for it by “messing up” 
the peritoneal cavity. Just what to do and just when to stop 
often requires keen judgment. We are now more persistent 
about removing the appendix or remains of the appendix in old 
suppurative cases, but most careful about breaking down walls 
o# defence which nature has already built up. In 26 such cases 
in this series an incision and drainage was done in only eight, 
while the offending organ was removed in eighteen. Of the three 
cases that died two had drainage only and one the appendix 
removed as well. These are reported more in detail at the end 
of this paper. The appendix can usually be removed without 
disturbing the abdominal cavity beyond the line of the 
accumulated pus. Even if it can only be pulled off without tying 
the stump we do so rather than leave this mass of necrotic tissue 
in the abscess cavity. In these old broken down cases the stump 
is usually already closed off. In the acute and gangrenous 
groups the question of drainage often requires careful judgment. 
Avoid drainage where possible but do not take too great a risk. 
In the acute group of twenty-seven operations only two were 
drained, while in the gangrenous group of twenty-seven opera
tions fifteen were drained. Cases that ‘ require drainage are 
those with gross virulent pus and are on the border line between 
these two groups and the suppurative group. Many of these 
cases might be classified in the suppurative group all of which 
áre drained. The surgeon’s personal experience is his best guide 
on this point. When the acute and gangrenous cases require 
drainage it is usually only for a few days while the suppurative 
ones are liable to drain for sometime.

The length of time these cases remained in the hospital is 
of interest. The twenty-eight chronic cases which came to 
operation stayed an average of 14.8 days. The twenty-seven 
-acute cases stayed 16.6 days. The non-drainage gangrenous 
cases stayed only 14.7 days while those drained were in 22.7 days. 
The twenty-three suppurative cases who were cured stayed 
29 days and the three who died only 2 days.
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T a b l e  VI. Number o f Days in Hospital.

Number of 
cases

Days in 
hospital

Chronic .............................................. 14.8
Acute ................................................ .................  27 16.6
Gangrenous, non-di-ainage ......... .................  12 14.7

„ drainage .................. .................  15 22.7
Suppurative, cured ...................... .................  23 29

,, died .......................... .................  3 2
Sinus .................................................. .................  2 32

T a b l e  VII. Anesthesia Used.

Novocaine Novocaine ,.
and ether °Peratl<>n

Chronic .........................................  28
Acute .............................................. 23
Gangrenous..................................... 24
Suppurative ................................. 2o
Sinus .............................................. 2

Total .....................................  1 CO 10

The anesthesia used has had, it is felt, a considerable 
bearing on the good results here reported. In over 90% of the 
cases that came to operation only novocaine with a preliminary 
of morphine was used. The right abdominal wall is blocked 
with 1% novocaine dnd the abdomen opened at once. This 
gives the patient no shock that can be attributed to the 
anesthesia. If this gentle procedure with local anesthesia is 
valuable in the advanced and more toxic cases then it is in all 
cases. In ten cases only was ether administered in addition to 
novocaine and in these considerable manipulating was necessary 
in a badly indurated area.

T a b l e  VIII. Results.

Cured Improved Not Treated Died

Chronic ................. ............. 28 3 1 0
Acute ................................... 27 0 3 0
Gangrenous ........................ 27 0 0 0
Suppurative ......................  23 0 1 3
Sinus ...................... ...........  2 0 0 0

Total ............... 3 5 3
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T a b le  IX . Operative Mortality.

Cured Percentage D'ed Percentage

Chronic
Acute

28
27
27
23
2

ICO
100
100

0
0
0
3
0

0
0
0

11.5
0

Gangrenous
Suppurative
Sinus 100

88,5

Total 107 97.3 2.7

In this entire series of 110 operations there are only three 
deaths and they are all in the suppurative group and were in 
a badly toxic state at time of operation. When we consider the 
virulent infection in most of the acute and gangrenous cases and 
the toxic state of the suppurative cases these results may be 
considered good. On none of these was anti-gas-gangrene 
vaccine used or it might have been possible to have saved one or 
two more. With it available we hope to save the most desperate 
cases. The three cases that died are briefly reported.

Number 9827. Admitted Sept. 4, 1927, complaining of progressively 
more severe abdominal pain for 32 hours. All the positive signs of an acute 
appendix were present and the blood count was 14,500. Opei’ation was 
urged but patient refused. The next day the blood count was 19,500 and 
the general condition much worse with signs of beginning general peritonitis. 
Patient then consented to operation. Under novocaine and ether an 
abscess containing very foul pus was evacuated and drained. The appendix 
was not removed. The general peritonitis became worse and the patient 
died in 48 hours. Had this patient consented to operation when first 
admitted she would no doubt have been saved. This case was done by an 
assistant in the absence of the author.

Number 11722. Admitted Aug. 1, 1929. Five days previously was 
taken with sudden and severe abdominal pain for the relief of which he 
used opium. On the day previous to admission took a large cathartic and 
had several bowel movements. The abdominal and general condition 
became much worse. He was admitted at midnight in an extreme state of 
collapse. Temperature 99.4, pulse 145 and not palpable at the wrist. An 
emergency operation was done using novocaine. Large quantities of foul 
pus were evacuated and a completely necrotic appendix was removed. The 
patient died one hour later. Perhaps this case should have been recognized 
as hopeless and no effort made. However, such desperate cases as this 
have been saved.

Number 12804. Admitted June 29, 1930. Had had severe abdominal 
pain for five days. Two days before admission was seen in his home and
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■diagnosed as ruptured appendicitis, but the parents refused to enter the 
hospital for operation. He had rapidly become much worse and on admis
sion had an advanced general peritonitis and was in a very toxic state. 
Under novocaine an emergency drainage operation was done. Thirty hours 
later he died. All three of these cases might have been assisted greatly with 
gas-gangrene vaccine.

In addition to the 118 cases reported above there were a 
large number of appendices removed while the abdomen was 
open for other purposes. These all showed signs of chronic 
inflammation and many had definite signs of a former attack 
of acute appendicitis. In duodenal and gastric ulcers the 
appendix is usually removed and always shows involvement. 
The same is true of cholecystitis. In doing a right sided hernia 
the appendix is always examined and usually removed through 
the hernia incision. When the abdomen is open and there is no 
special contraindication all the organs should be carefully 
examined and attention given as indicated.

We had two cases of gangrenous appendicitis as secondary 
diagnoses not reported in the above and which are worthy of 
detailed report. They are the more interesting because they 
developed in the ward on patients who were being treated for 
another condition and illustrate how rapidly this disease may 
develop and how advanced it may become even when under our 
direct observation.

Number 9203. Age 26, male. Admitted Aug. 17, 1926, complaining 
of severe pain in left lower abdomen for 12 days with inability to extend 
the left thigh. Temperature 103, pulse 100 and leucocytosis of 27,2C0. 
The condition had become progressively worse up to the time of admission. 
An acute post-parietal or psoas abscess was diagnosed. On Aug. 20 under 
novocaine anesthesia it was opened extraperitoneally and some 500 cc of 
pus was evacuated. During the following weeks excellent progress was 
made toward recovery. On Sept. 12 the patient began to have some pain 
in the upper abdomen and later it was centered around the umbilicus. On 
the next day this pain became very severe and he had a marked rise in 
temperature and a leucocytosis of 23,500. He was nauseated and very 
tender in the lower right abdomen. An emergency operation was done 
under novocaine anesthesia. A  very large gangrenous appendix was 
removed and about ten cc of pus evacuated. The cavity was drained. 
Both wounds slowly healed and were entirely closed by Oct. 16. The patient 
was discharged cured on Oct. 18.

Number 9108. A  girl of 19 admitted July 23, 1926. For two years 
her left foot had been painful and swollen and for a year there had been 
several sinuses just below the ankle. Two months previously she had been
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operated on at another hospital and an amputation had been recommended. 
The ankle joint functioned normally. The X-ray showed all the small bones 
of the foot involved in a tubercular procees but the os calcis and ankle 
joint normal. She was treated in the out-patient department f©r ten days 
and then admitted for amputation. On July 24 under novocaine a Pirogoff’s 
amputation was done the incision involving only healthy tissue. It was 
sutured without drainage. On July 27 she complained of abdominal pain 
and was slightly tender over the appendix region. White cell count was 
6,300. On the next day, the fifth following the operation on the foot, the 
abdominal pain became very severe and the temperature rose to 103 with 
a leucocytosis of 21,450 and a definite rigidity of the right abdomen. An 
immediate operation was done under ether anesthesia. A large walled off 
gangrenous appendix was found. It was removed and the cavity drained. 
The next day her condition was excellent, abdomen soft and no pain, 
temperature normal and a rather foul discharge from the drain. On 
July 31, the eighth day following the operation on the foot and the fourth 
after the appendectomy at noon she suddenly became unconscious and 
cyanotic and died in two hours. It was believed she died of embolism, 
which may have been the result of either operation. The local condition 
of both operations was most satisfactory and certainly neither was the 
direct cause of the death.

SUMMARY

1. 120 cases of appendicitis are reported.

2. These are classified into Chronic, Acute, Gangrenous, 
Suppurative and Sinus.

3. Tables are given showing the age, class, occupation, 
operation, anesthesia and results.

4. There were no deaths in any group except the sup
purative.

5. 11.5% of the suppurative cases died, being three out of 
twenty-six operations.

6. These results are better than those usually reported.

7. The incidence of appendicitis in the Soochow Hospital
is 2.5% of all the admissions for the time covered.

8. All classes are involved, but fully 90% of the cases here 
reported are from the better classes of society.
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TRANSPLANTATION OF URETERS INTO THE SIGMOID*

Report of Three “Operations on Two Cases of 
Extrophy of the Bladder

P h ilip  B. P rice, M.D.

The development of the operation of transplantation of the 
ureters into the sigmoid, for extrophy of the bladder, extensive 
carcinoma of the bladder, and like afflictions, from the crude 
and invariably unsuccessful attempts during the past century 
to the highly developed and frequently successful operations 
evolved by Coffey and Mayo, forms an interesting chapter in 
the history of modern surgery. To Coffey belongs the credit 
of discovering and elucidating the underlying principles of 
physiological valve formation.1 He has also developed the 
closed-duct tube technic2 3 4 (described below), by which both 
ureters can be safely transplanted, and in certain cases the 
bladder excised’’ t: in a single operation. C. H. Mayo7 s 9 was 
one of the first to appreciate the importance of these underlying 
principles, and, using a somewhat different technic, he has had 
a relatively large and successful clinical experience in their 
application. Thus an operation, until recently thought to offer 
little if any hope for permanent relief, if indeed the operation 
itself could be survived, has quickly become known and generally 
approved, and is well on its way toward becoming a standardized 
procedure that promises much for many of these pathetic cases.

If this goal is to be gained, however, the operation must 
be made as simple and safe as possible. To this end every 
surgeon who operates upon such cases should contribute his 
experience, whether successful or not, that others may profit 
by it, and especially by his mistakes.

Extrophy of the bladder is a rare condition, occurring only 
once in about 50,000 births.10 Over half, if untreated, die be
fore the age of ten.11 It has been the writers good fortune to 
have under his care two such cases recently.

Ca s e  1.

F6847, Wang Fa Tung, a Chinese boy of 7, was admitted to 
the University Hospital on Oct. 12, 1929, complaining of de

*From the department of Surgery, Shantung Christian University, 
Tsinan, Sung.
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formity in the public region, and constant leakage of urine 
since birth. Normal birth. No other members of the family 
deformed. P. H. negative; he had developed normally, and had 
always been healthy and well nourished. He walked well.

P. E. negative except for the local condition. There was 
no definite umbilicus; instead, a little lower than the usual 
position of the umbilicus there was a fold of skin, slightly 
puckered at its summit, as though the umbilicus had been 
straightened out. This formed the upper margin of an 
extrophied bladder. The lower margin was rounded off just 
above a rudimentary penis. The intervening oval area, 
3X 2.5 cm. in size, was occupied by inflamed, and at places 
encrusted bladder mucosa. The upper half of the bladder was 
depressed, and ran for about 0.5 cm. beneath the fold of skin 
just described. The lower half was on a level with the
abdominal wall. There was slight protrusion during coughing. 
The right ureteral orifice could be seen. The abdominal wall 
immediately above the bladder felt thin. The surrounding 
skin was somewhat chapped, especially interiorly. The penis 
was represented by two glans-colored spherical masses, between 
which was a shallow grove, originating in a depression below 
the inferior margin of the bladder in the midline. A fold 
of skin inferior to these structures elevated them somewhat. 
The nodules felt like erectile tissue, but no corpora could be 
made out. The pubic bones were felt to be widely separated. 
The scrotum was undeveloped, flat, and contained a small testicle 
on the left side. The right testicle was felt in the inguinal 
canal. Rectal sphincter normal. Nothing like a prostate could 
be felt.

Laboratory examinations: Feces showed many ascaris eggs. 
Blood: r.b.c. 4,136,000; Hb. 85% ; w.b.c. 9650; p.m.n. 7 0 % ; 
Wassermann neg. Right ureter catheterized without difficulty; 
urine showed alb. epithelial cells, a few w.b.c., no casts. 
Phenolsuiphonephthalein injected intramuscularly appeared from 
the right ureter in 10 minutes, and large quantities were dis
charged from both ureters, although the orifice of the left ureter 
was never found. X-ray of the pelvis negative except for 
separation (5.5 cm.) of the pubic bones.

Operation, Oct. 19th, by the w r it e r . The technic described 
by Coffey3 was followed in  nearly every detail, except that the
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largest ureteral catheter we could secure was far smaller than 
the one he recommends. Briefly the technic for one ureter is as 
follows:

General anesthesia. Patient placed so that the anus is 
easily accessible to an assistant under the table. Right rectus 
incision. Small intestine packed off with gauze pads. A 
rubber-covered stomach clamp is placed across the sigmoid above 
the site chosen for the implantation. The lower sigmoid and 
rectum are thoroughly irrigated with saline through a trans
fusion needle thrust through the wall of the gut, the fluid 
escaping by way of a sigmoidoscope, the tip of which has been 
inserted into the anus. The irrigation is followed by 500 cc. 
1% mercuroehrome (we used only 100 cc.), the excess flowing 
out through the sigmoidoscope. Puncture hole in the sigmoid 
closed with a purse-string suture. Guided by the operator’s 
hand, the sigmoidoscope is pushed up to the stomach clamp, and 
a very long narrow sterile gauze pack is introduced by the 
assistant through the scope, the instrument being withdrawn as 
the upper part of the gut becomes filled with gauze. The right 
ureter is located, the peritoneum over it divided, and the duct 
lifted gently out of its bed and divided as low as conveniently 
possible. The distal end is tied off, carbolized, and left in its 
former site. Into the proximal ureter the eye-end of a large 
whistle-tip ureteral catheter is inserted 5 or 6 inches, (we 
inserted it 3 inches). A linen thread (we used silk) is tied 
tightly about the end of the ureter to hold the catheter in place. 
A short segment of rubber tubing slipped over the catheter, and 
interposed between the catheter and the ureteral wall, makes 
this anchorage quite secure. An oblique incision, about 2 cm. 
in length, is then made in the adjacent sigmoid, carefully dividing 
the three outer coats, but not the mucosa, except for a tiny hole 
at the lower end of the incision. Through this a few threads 
of the gauze within the gut are pulled up, and are fastened with 
a suture to the lower end of the catheter. Whereupon the 
assistant under the table pulls the gauze out of the rectum, and 
with it the catheter. The end of the ureter is thus drawn into 
the sigmoid. The incision in the intestine is closed over the 
ureter with a double row of sutures, so that the transplanted 
duct runs in the wall of the bowel between the mucosa and 
submucosa for 2 or 3 c.m. The formation of this physiological
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valve is the most important single feature of the whole pro
cedure. Two of the sutures used to close the intestinal wall 
take little bites in the ureteral wall, so as to fix it in place. The 
lateral cut edge of the posterior parietal peritoneum is drawn up 
over the intestine and sewed there, so as to make the anastamosis 
largely retroperitoneal. A drain may or may not be put in. 
The secretion of urine is thus not interfered with at any time. 
The catheter comes away spontaneously after about a week, the 
tip of the ureter distal to the linen strangulating suture sloughing 
off and coming away with the catheter.

The operation took us 2 hours, 35 minutes. No special 
difficulty was encountered at any point, but the immense amount 
of detail, some of which was unforeseen, and the fact that 
neither the operator nor his assistants had ever attempted or 
seen a similar operation, threw upon the patient the extra 
burden of a prolonged operation. Following Dr. Coffey’s advice 
to those performing the operation for the first time, a “quaran
tine” drain12 was inserted.

The patient did not do well after operation. Acidosis 
developed, and persistant vomiting, which was relieved with 
difficulty by the injection of large quantities of glucose solution. 
A student-nurses’ strike occurred unexpectedly; the operator 
came on duty the morning after operation to find that the 
catheter had not drained for 12 hours; and for the following few 
days the patient could be given comparatively little attention, 
for all the routine nursing duties in the hospital had to be 
carried on by volunteer workers. Only by passing a wire with 
a bulbous tip up the catheter at frequent intervals could the 
flow of urine be maintained. The patient grew gradually worse. 
On the third day after operation the writer took him to the 
operating room with the idea of trying to cut the suture around 
the ureter, and remove the catheter. The end of the ureter 
could be seen plainly through the sigmoidoscope, but the part 
that emerged from the bowel wall was so enlarged (edematous? 
distended with urine?) that the circular suture could not be 
seen. So the catheter was simply cut off about 5 cm. outside of 
the anus. Thereafter the urine flowed steadily. The obstruction 
had been due chiefly to deposits in the long distal end of the 
catheter. There was gradual improvement for the following 
3 days. The urine coming from the catheter showed albumen, 
w.b.c., and r.b.c. The child was restless, and more than once
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the incision was found exposed. The wound became infected, 
and on the 8th day broke down throughout its entire length, 
exposing the fibrinbound intestines beneath. General peritonitis 
did not develop, however. The catheter together with about 
1 cm. of necrotic ureter (half of which was above the circular 
silk ligature) came away on the 11th day. The patient 
gradually sank, and died on the 20th day after operation. There 
was a terminal pneumonia. Autopsy not permitted.

Cause o f death not definite. He no doubt had a local 
peritonitis (which was improving), an undetermined degree of 
infection in the right kidney, pelvis, and ureter, and a pneumonia. 
Retroperitoneal abscess was suspected, but the father would not 
permit exploratory incision into the flank, or indeed any further 
operative procedure. Both kidneys continued to function active
ly until death.

C a s e  2.

F5968, Shih Chun Ying, a Chinese infant, was born in the 
University Hospital in March, 1929. Normal labor. The child 
had a deformity in the pubic region, for which the writer was 
called in consultation. It proved to be an extrophied bladder. 
The umbilicus was intact. The sex of the child could not be 
determined, but was thought to be female. The parents were 
with difficulty persuaded to take the child home and postpone 
any attempted repair. The child was brought more or less 
regularly to the Pediatrics Outpatient Department. In April 
1930, when the child was 13 months old, the parents declared 
that they could endure no longer the burden of its care, and 
insisted that the condition be alleviated, whatever the risks 
involved. Consequently the child was admitted April 25, 1930.

At this time the patient was well developed and fairly well 
nourished. Weight 7350 gms. The extrophied bladder area 
had increased greatly in size, measuring 2 .3 x 2  c.m. In repose 
it formed an elevation 1.3 cm. above the level of the skin 
margins, the highest points being the ureteral orifices; but when 
the patient cried, the whole area bulged, especially the upper 
portion, to about twice its former height. The mucosa was 
bright red, and extremely sensitive, and the surrounding skin 
badly chapped. Urine was ejected from the ureteral orifices in 
little squirts, doubtless produced by peristalsis in the ureters and
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a certain degree of obstruction at the orifices. External genitalia 
still poorly developed, but they looked definitely more female 
than male. There seemed to be a rudimentary vagina. Pubic 
bones widely separated (7 cm.). R.b.c. 3,432,000; Hb. 48%. 
Tuberculin test neg. Stools negative.

After two weeks care in the Pediatrics Department, and 
with the help of a transfusion, the child’s general condition 
improved greatly. R.b.c. 4,230,000; Hb. 84%. Condition of 
bladder mucosa and surrounding skin more nearly normal. 
Phenolsulphonephthalein given intramuscularly appeared in 
large quantities in the urine from both ureters, but no accurate 
measurements could be made of the rate of excretion.

Since we had no large ureteral catheters, and could get none 
in China, and because of the relatively poor condition of the 
patient, we decided not to follow the tube-drainage technic, but 
instead to implant the ureters submucously in the sigmoid as 
rapidly as was consistent with careful and gentle work.

First operation, May 9th, by the writer. Ether anesthesia. 
Low right rectus incision, with lateral displacement of the rectus 
muscle. A strong fibrous string was found suspended between 
the umbilicus and the posterior wall of the bladder. The right 
ureter was found dilated and hypertrophied to the size of an 
adult’s ureter. This was cut across, and the distal end simply 
tied off with silk and dropped into its bed. The sigmoid and 
rectum presented in the midline. A rubber-covered spring 
clamp was placed across the bowel above the site of implantation, 
but no attempt was made to irrigate or sterilize the lower 
segment. The lower end of the cut ureter was split in a 
horizontal plane about 5 mm., and a suture of 00 chromic catgut 
was threaded through the anterior flap to anchor it later. 
Four traction sutures were placed in the sigmoid, one at each end, 
and one on either side of the proposed incision into the bowel 
wall. The outer coats were carefully incised in a slightly oblique 
direction. The mucosa was inadvertently punctured between 
the two lateral traction sutures, where they pulled the wall into 
a ridge; this necessitated extending the incision upwards. The 
end of the ureter was placed in the colon, and the anchor suture 
fastened to the mucosa and a shred of submucosa at the anterior 
end of the intestinal incision. Thus on closing the outer layers 
of the intestine the anchor suture, as well as the ureter, was
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closed in. The operator forgot to close the slit in the posterior 
peritoneum. The pelvis contained uterus, tubes, and ovaries, 
normal in size and shape, which lessened somewhat the already 
small field of operation. The operation lasted IV2 hrs.

The patient had some fever and abdominal distention for 
4 days after operation, but thereafter her general condition was 
good, with no fever, and with fair appetite, although there was 
persistent high leukocytosis (29,000 to 31,200). At first watery 
stools were passed every few minutes from the anus, but this 
gradually became less frequent, so that at the end of 2 weeks 
there were only 3 to 5 stools a day. Phenolsulphonephthalein 
injected intramuscularly appeared from the non-transplanted 
ureter in 5 minutes, and in the rectum in 10 minutes in 
approximately the same concentration. The operative wound 
healed per primum.

May 28th there was a sudden elevation of temperature, 
vomiting, and abdominal distention. These symptoms persisted. 
On June 6th a definite diagnosis of intestinal obstruction was 
made. Operation was performed by Drs. Ingle and Stearns 
(the writer being out of the city). Midline incision. Many 
adhesions in the right lower quadrant were found, one of which 
seemed to kink the small intestine at one point. This was 
divided, and the abdominal wall was closed without drainage. 
The operation lasted 50 minutes. The patient made a slow 
recovery. The wound healed without infection.

The weather turned hot. The child was kept in the hospital 
all summer, attended by the Pediatrics Staff, and by September 
was in very good condition. There was surprisingly good con
trol of the urine in the rectum. The protruding bladder had 
diminished about one third in size. Urine from the non
transplanted ureter at times contained some albumen, or a few 
w.b.c. or r.b.c., but usually was found normal. About once a 
week there would occur an attack of fever (as high as 39°C. 
rectal) with loss of appetite, lasting 1 to 3 days. Leukocytosis 
during these attacks 11,000 to 14,000. Right kidney function 
good.

Third operation  Sept. 15th, by the writer. The same pro
cedure was planned as had been used on the right side. Left 
rectus incision. A few adhesions in the midline, attached to the 
posterior wall of the bladder, not to the operative scars, had to
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be divided for adequate exposure. The former anastomosis and 
right ureter were not seen. The left ureter was not recognized 
for some time, because it was tremendously dilated, and when 
empty lay like a thin ribbon, 1.5 cm. wide. We were in consider
able doubt whether to transplant this ureter, or simply tie it off 
and allow the right kidney to carry all the burden of excretion. 
The former plan prevailed; and this was carried out as in the 
previous operation. It was found more difficult, however, for 
the duct tended to collapse on itself. At length it was stitched 
satisfactorily to lie like a flat tape beneath the mucosa. The slit 
in the posterior parietal peritoneum was closed. The abdominal 
wall closed without drainage. This operation took 1 hr. 45 min.

She did not do well after operation. There was fever, 
abdominal distention, moderately increased alveolar C 0o tension, 
and slight leukocytosis. Saline infusions and a transfusion were 
of no avail, and she died Sept. 30, 15 days after operation.

Autopsy was not permitted. Cause of death uncertain. 
Pyelitis? Peritonitis? Retroperitoneal abscess?

D isc u s s io n

Many reasons can be assigned for these failures. Chief 
among them, doubtless, was the inexperience of the operator and 
his assistants. If the father of the first child could have been 
persuaded to wait until a few dogs had been operated upon, so 
that the procedure could have become familiar the outcome might 
have been different.

The use of a ureteral catheter too small for free drainage 
was also a factor. In the light of this experience, the writer 
would reco'mmend that the catheter, especially if it is of small 
caliber, be cut off short just outside the anus. With the patient 
on a Bradford frame, this permits of very satisfactory drainage 
and collection.

In the first case, the leakage of urine from the non-trans- 
planted ureter into the drainage hole was thought to be at least 
a contributing cause of the wound infection. We regretted 
having put in a drain at all.

The unexpected walk-out on the part of the student-nurses 
probably diminished the chances of success in the first case. No 
surgical condition requires smoother and more whole-hearted
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cooperation between the surgeon, his resident staff, and the 
nursing staff.

The writer questions the wisdom of us ing mercurochrome in 
the colon for the purposes of sterilization. Not only is it 
uncertain to what extent this actually achie /es sterility, but what 
mercury is absorbed throws an additional load on the weakest 
point— the kidneys.

As was pointed out by Halsted,13 silk sutures which enter 
the lumen of the intestine will usually cut through to fall even
tually into the lumen, and thus form a tract by which infection 
not infrequently reaches the peritoneal cavity. It is possible 
that even a chromic catgut anchor suture may thus lead to an 
infection, and subsequent failure of the operation. It might 
not be unwise, therefore, to bury this stitch, as the writer did 
unexpectedly in his first operation on Case 2. In this connection, 
however, it is pertinent to ask what purpose is served by the 
anchor suture at all? Surely no permanent adhesion between 
the ureteral flap and intestinal mucosa can be hoped for.

One is led to wonder why, in Case 2, the ureters, and 
especially the left one, were so dilated. Narrowed, inflamed 
ureteral orifices were doubtless factors. It is possible that the 
condition was progressive, and that the parents were wiser than 
they knew in insisting upon early operation.

The writer is still uncertain about the course he should have 
pursued under the circumstances in the last operation (i.e. the 
transplantation of the greatly dilated left ureter). Coffey' has 
transplanted dilated ureters successfully by the tube technic.

In view of the large percentage of failures in cases of 
ureteral transplantation, even in the most capable hands, almost 
all of which are due to infection of some sort, the writer would 
like to suggest the possibility of making a permanent colostomy, 
and tying off the lower segment of bowel, as a preliminary step, 
at least in selected cases. This new “bladder” could be very 
nearly, or completely sterilized before the ureters were trans
planted, and would remain sterile afterwards. If the implanta
tions were so performed that the mucosa-valves were effective, 
the patient would enjoy lifelong immunity to both infection of 
the kidney and hydronephrosis. But in the constant presence 
of feces, it is almost inevitable that a certain percentage of cases,
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having had successful transplants, sooner or later will suffer 
from ascending infection, either directly, or by way of the 
lymphatics. It happens so even in chronically infected bladders. 
The danger of infection in subsequent operations from the nearby 
colostomy could be overcome by careful isolation. Or it might 
be possible for a rapid and experienced operator to perform the 
whole operation in one stage. That it is possible for a person 
with a permanent colostomy to live comfortably and inoffen
sively, has been abundantly proven.

It might be advisable in these cases to vaccinate first against 
peritonitis, as suggested by Rankin and Bargen.14 ir’
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A SIMPLE MEDIUM FOR THE ISOLATION FROM FECES 
OF B. TYPHOSUS, B. PARATYPHOSUS 

AND DYSENTERY*
Dr. Y. T. Choi, Bacteriologist of Severance Hospital 

under the direction of

Dr. A m a g i s h i  o f  t h e  Central Bacteriological Institute, Seoul, Korea

Up to the present time the standard media have been either 
that of Endo or Drigalsky-Conradi or Gassner. All depend on 
the presence of a pigment which seems to lower the number of 
positive results because of some inherent bactericidal property. 
Thus during an infection which is disappearing it is difficult to 
determine exactly when the patient is free from pathogenic 
organisms. Due to the presence of unstable substances it is not 
possible to preserve these media indefinitely in spite of the fact 
that their preparation is very tedious. The author worked on 
the problem of a simple stable medium and reports his findings 
as follows.

The basis of this medium is a 3 % agar agar with a reaction 
of Ph 7.0 to 7.2. To 100 cc of this medium are added 2 grams 
of lactose (Merck) and 7 cc of 1%  methyl wasserblau and plates 
of the desired thickness are poured. The final reaction is 
unaltered by the addition of these materials. Using artificial 
and natural stools the medium was tested as to consistency in 
the results obtained; also as to the speed and character of 
development of various relevant organisms. Thirdly the colonies 
of pathogenic organisms were particularly studied and the 
constancy of their staining qualities noted. During growth on 
this medium the agglutination titre was frequently tested and 
normal variations established. The stability of the medium 
under varying environment was studied concomitantly. Cor
responding experiments were made with the standard media 
mentioned above. The medium was also tested for any possible 
inhibiting effect of the pigment added. The medium as finally 
elaborated is transparent with a light bluish tint which allows 
inspection of the separate colonies. Acid formers like B. coli 
cause a marked deepening of the bluish color overnight. Non
lactose fermenters produce light bluish colonies or opaque white

*The original article in Japanese is appearing in the Journal of the 
Chosen Medical Association.
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colonies like staphylococcus. The lightest colonies are the 
typhoid or dysentery, the paratyphoid being slightly more pig
mented while the white colonies are nonpathogenic.

Colonies of B. faecalis alkaligenes are similar to typhoid but 
smaller and tend to be heaped up. Thus the differentiation by 
the appearance of the colonies is quite easy. The nature of the 
organism and its staining qualities as well as its agglutination 
reactions were found to be unchanged by extended culture on 
this medium thus differing from the standard media mentioned 
above.

Practical use of this medium in our hospital during the 
past summer when typhoid has been rife has shown that 
paratyphoid B., Shiga dysentery and Flexner dysentery when 
present appeared in greater numbers in this new medium than 
in the others.

Boiling or placing in a dark place or an ice box for one 
month or four days in the incubator or two days sunshine did 
not cause any detectable change in its value as a differential 
medium.

C o n c l u s io n s

1. A differential medium for typhoid group organisms has 
been tested which is very simple in preparation.

2. It is very reliable in the differentiation of pathogenic 
and nonpathogenic forms.

3. No inhibiting substances could be discovered in it.
4. Very light infections were easily discovered.
5. The form and staining properties and agglutination 

reactions of organisms so isolated are constant.
6. Use has shown it to be a practical method of stool 

cultivation.
7. It is less affected by heat or storage than other standard 

media.
8. My hope is that this simple medium will be widely used 

both by private practitioners and by those in hospital work in 
the more accurate and scientific diagnosis of typhoidlike infec
tions.

The author wishes to express his thanks to Dr. Amagishi for his 
advice and direction at all times and to Dr. Found in whose laboratory the 
medium was put to practical use.
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THE BROMINE WATER TEST FOR PREGNANCY
A. 0. SfDDALL M.D., S. F. Hui M.D., H. W. H v M.D., W. H. W ong M.D.

Departments of Gynecology-Canton Hospital and 
Hackett Medical College, Canton.

In the past many tests for pregnancy have been proposed 
but with disappointing- results. The more recent efforts to 
diagnose the presence of pregnancy have centered about the 
demonstration of female sex hormone and the hormone of the 
anterior lobe of the pituitary gland in the blood or urine of 
pregnant women. These so-called hormone tests have been 
compared recently by1 Mazer and Hoffman and their conclusion 
is that such tests are of distinct clinical value. However in all 
of the2 3 hormone tests the material tested, either blood or urine, 
is injected into white mice and the changes in the genital tract 
noted. The expense and care of using animals constitutes a real 
disadvantage to the average physician so that a more direct and 
simplified method is w?orthy of attention. Therefore a pre
liminary study has been made of the chemical test for pregnancy 
as given by Voge in 1929, in the British Medical Journal and 
reported in the China Medical Journal for February 1930.

Voge states that in view of the fact that a connection has 
been demonstrated between the elaborated products of the 
pituitary and compounds of the 3-iminazolyl type (histamine,
histidine, and tethelin), it was thought advisable to test for the 
presence of such substances in the urine of pregnant women.

Technic— The chemical method employed by Voge was that 
described by Knoop for the detection of histidine and this 
method has been followed in this study.

2.5 c.cm. of urine is pipetted into a soft glass tube 
(6 in. by %  in.)

1 c.cm. of bromine water is added.
The mixture is brought to the boiling point. A positive 

reaction is indicated by a pink coloration which fades rapidly. 
A  negative reaction consists in the persistence of the original 
yellow color. The first urine voided in the morning is the 
material used for the test.

(Note— The bromine water consists of one part of bromine water of 
the ordinary laboratory strength, diluted with twice its volume of tap 
water.)
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The patients tested were from Canton Hospital, the David 
Gregg Hospital and the Lingnan University Hospital. After 
preliminary supervision these tests were made by technicians and 
occasional check showed their interpretations to be correct. 
Some cases showed a fading of the original yellow color of the 
bromine water but no pink color. Thus they were neither 
positive nor negative so were not included in the total which is 
summarized in Table 1 listed below.

Table 1. Unselected Cases.

Number Percent

Correct positives ................. .............  27 75
False positives........................ .............  17 8
Correct negatives ................. .............  207 92
Incorrect negatives ............. .............  9 25

Total tests ............. .............  260

The patients showing a correct positive were from 2 to 9 
months pregnant.

Of the 17 false positives, 6 patients (2 women and 4 men) 
had definite elevation of the temperature ranging from 37.8 to 
38.8°C. due to typhoid fever, malaria, pulmonary tuberculosis, 
brain abscess, and pyosalpinx. This finding indicates that 
patients with febrile temperature regardless of the cause may 
give a false positive reaction. The remaining false positives 
were obtained in the following cases— 6 were a few days 
postoperative, 4 were in various phases of normal menstruation 
and 1 had an ovarian cyst.

The correct negatives included patients with normal and 
elevated temperatures.

Of the incorrect negatives the patients were pregnant 
3 to 9 months and were normal clinically.

The correct negatives in Table 1 include 115 men and for 
practical purposes these can be deleted and if those cases with 
fever are also eliminated a selected group of cases would result 
as given in Table 2, listed below.
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T a b l e  2. Selected Cases.

Number Percent

Correct positives ................. .............  27 75
False positives........................ .............  11 11
Correct negatives .................. .............  92 89
Incorrect negatives............... .............  9 25

Total tests .............

These results indicate that negative reactions are more 
accurate than positive reactions. The results also justify this 
test as an aid in the diagnosis of pregnancy.

Fluhmann has pointed out that in ovarian failure there is 
an increase in the blood, of the hormone of the anterior pituitary. 
Such cases should give a positive bromine water test and the 
case cited above of a positive reaction in a patient with an 
ovarian cyst may thus be explained but this requires further 
study.

S u m m a r y

1. The Bromine water test for pregnancy as proposed by 
Voge is outlined.

2. The presence of fever is a prominent cause of false 
positive reactions.

3. This test may prove to be an aid in the diagnosis of 
ovarian failure.

4. The results presented indicate this test to be of value 
in the diagnosis of pregnancy.
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CAUSTIC ALKALI POISONING AND ITS TREATMENT*
D. M. Black, M.D., Lungchingtsun, Kirin.

Caustic Alkali Poisoning would appear to be much more 
common in Korea than in most countries of the world. This is 
probably due to the universal use of lye as an aid in washing the 
white Korean clothes and to the small size of the houses which 
makes it difficult to find a safe place for all things at all times. 
The symptoms and treatment of lye poisoning are mentioned in 
practically all standard textbooks on general medicine ard 
surgery but the details of treatment are, as a rule very lightly 
touched upon. The object of this paper is to set forth a few 
observations made during the past four years.

Accidental cases of lye poisoning are not uncommonly seen 
among Koreans. Adults may drink solutions by mistake and 
children quite often get hold of the can and lick up a little lye 
from it. Fortunately, in the latter case, painful lesions of the 
mouth are usually the only result though serious damage may 
occasionally occur. The great majority of cases seen, however, 
are those in which the lye has been taken with suicidal intent. 
Most of the patients are female and the reason for taking the 
poison often appears most trivial. It is usually taken in solution 
in water or other fluids but we had one case where two pellets of 
dry lye, the size of small beans, had been swallowed and one man 
had crammed a large solid mass of lye into his pharynx from 
which it was removed by friends.

Incidence.— Wonsan Christian Hospital reports 6 cases 
among 15,256 outpatient treatments for the year 1930. The 
Canadian Mission Hospital, Hamheung, reports, for the same 
year, 2 inpatients among 532 admissions and 3 cases treated in 
the outpatient department out of 2676 individuals registered. 
Previous to this there had been 5 inpatients among about 2000 
admissions during five years. St. Andrew’s Hospital, Lung
chingtsun, reports 7 outpatients among 2467 individuals regis
tered in 1930 and 3 inpatients out of 316 admissions. Of the 
26 cases reported, 7 were children, all accidental; 4 were men, 
2 accidental and 2 suicidal; and 15 were women of whom all but 
one were suicidal.

*Read before the Korea Medical Missionary Association, Seoul, Feb.,
1930.



650 The China Medical Journal

Symptoms.— The immediate symptoms are too obvious and 
too well known to require elaboration but we should not forget 
that a state of shock accompanies the physical suffering and must 
be combatted. The caustic potash contained in the lye is said 
to be a powerful depressant. The more important later 
symptoms consist of partial or complete obstruction of the 
oesophagus and chronic digestive disturbances arising from the 
destruction of the mucous membrane of the stomach.

Immediate Treatment.— The immediate treatment should 
consist in the administration of weak acids. Vinegar or acetic 
acid is probably the most commonly used and most satisfactory. 
Our routine in hospital is to give large amounts of 1%  or 2.% 
acetic acid. To make the acid too strong is to defeat one’s end 
as the patient will refuse to swallow more than small sips of a 
very sour solution. At the same time shock must be treated by 
sedatives and by saline or glucose solution by rectum or sub- 
cutaneously. The use of the stomach tube is decidedly dangerous 
but may be of advantage in an occasional mild case where one 
can be sure that the total amount swallowed was small. I saw 
one case of lye poisoning while in charge of the Casualty Room 
of a hospital in Canada. At the inquest I was asked whether 
I had used the stomach tube or not and was very glad that I 
could reply in the negative since a large perforation of the 
stomach had been found postmortem.

Where the use of the stomach tube is contraindicated, it is 
probable that something may be accomplished by passing a soft 
catheter into the pharynx or upper oesophagus and gently 
irrigating with acid solution. All food should be forbidden for 
the first 48 hours to secure as large a measure of rest as possible 
for the inflamed surfaces.

Intermediate Treatment.— 'After five or six hours it is 
probably useless to continue the administration of acids. Oils 
should then be substituted. We usually try to give 15 cc. of 
olive oil every half hour at first and then gradually decrease the 
frequency of the doses. Though I have not yet tried the plan, 
it has occurred to me that the addition of a small amount of 
Chloretone to the oil might be of value. Chloretone is said to 
be sedative, locally analgesic, and antiseptic in its action and is 
soluble in oils. The total dose should not exceed 3 grams in 
twenty-four hours.
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During succeeding days the treatment of shock should be 
continued according to indications and feeding started gradually 
from the third day if the symptoms are not too severe.

Early Treatment o f Stricture.— The early treatment of 
stricture must be entirely by indirect methods such as rectal 
feeding or gastrostomy. Most textbooks set the earliest date at 
which dilatation may be attempted as four weeks after the injury 
and in this I am sure that they are correct. Too early attempts 
at dilatation bring on inflammatory reactions which may cause a 
passable stricture to swell up and become impassable while the 
danger of actual perforation is by no means remote.

The question as to whether gastrostomy should be performed 
immediately in case of total obstruction or whether it should be 
deferred for some days is one open to discussion. Immediate 
gastrostomy allows the performance of the operation before the 
patient has lost strength and permits of almost immediate 
pourishment in fairly adequate amounts. On the other hand 
the obstruction may be only temporary and be relieved after a 
few days, in which case rectal feedings are sufficient to tide the 
patient over. My own opinion is that rectal feedings should be 
given a trial for a few days before gastrostomy is undertaken. 
Our routine of rectal feedings in these cases is probably not 
ideal but it is simple to carry out without the use of complicated 
apparatus. A saline enema is given for cleansing purposes first 
thing each morning. This is followed after three hours by 
200 cc. of 10% glucose in normal saline by rectum and this 
instillation is repeated every two hours throughout the day. In 
the evening the patient is given 800 cc. of normal saline by slow 
proctoclysis, the container being placed just slightly above the 
level of the hips and no clip used on the tubing. During the 
night the patient is left undisturbed.

Gastrostomy .— If gastrostomy becomes necessary it should 
be carried out under local anaesthesia. In the past three years 
we have done only four gastrostomies and so cannot speak with 
much authority. However, two of these were by Franck’s 
method, in which a cone of stomach wall is brought out 
obliquely beneath a subcutaneous flap, and two were by Senn’s 
method, in which three or four concentric purse-string sutures
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are inserted in the stomach wall and a small cone invaginated 
around a stiff rubber tube. The latter impressed us as being 
much the better operation as it was followed by much less pain 
and gave rise to no leakage. A piece of old stomach tube makes 
a satisfactory tube for this purpose and it must, of course, be 
kept constantly in place. One of our patients allowed the tube 
to fall out and did not come to have it replaced for two days. 
The fistula was easily enlarged again by the use of Hegar’s 
uterine dilators.

Late Treatment o f Stricture.— The ideal treatment of 
stricture is undoubtedly by direct vision through an oesophagos- 
cope. However, as very few of us in the smaller hospitals have 
facilities for such work we must fall back on simpler methods. 
Whalebone bougies are apt to be extremely unsatisfactory and 
sometimes do a good deal of damage. The Sippy Dilator which 
I have seen in use in Canada is a very great improvement. In 
using it the patient first swallows a silk thread. A considerable 
length is swallowed and time given for it to pass into the small 
bowel and become firmly fixed, the loose end being fastened by 
adhesive plaster to the patient’s cheek in the meantime. The 
thread is then pulled taut and a flexible staff of piano wire with 
an eye at its end is gently passed over the thread and through 
the stricture. Olive-shaped beads of graduated sizes are then 
passed over the wire staff and gently forced through the stricture 
by means of a sheath of coiled wire which is also threaded over 
the staff. The beads are stopped by the eye on the end of the 
staff and are withdrawn by withdrawing the staff. With this 
instrument retrograde dilatation through a gastrostomy is also 
possible by picking the thread up in the stomach. It is of no use 
in impassable strictures but it is said to be surprising how small 
a stricture will allow the passage of the thread with a little 
patience. We hope to add one of these dilators to the equipment 
of hospital in the near future.

In conclusion I would emphasize that these observations and 
suggestions are offered in the hope that they will promote dis
cussion and bring out other suggestions which will assist us all 
in the treatment of these patients who often go through so much 
suffering and who not uncommonly respond poorly to the best 
treatment which we are able to give.
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Clinical Dotes

BENIGN GIANT CELL TUMOR OF THE ULNA*
A. I. L u d l o w ,  M.D., F.A.C.S., Seoul, Korea

In an effort to assist the Registry of Bone Sarcoma of the 
American College of Surgeons, several cases of bone tumor have 
been submitted by the writer. The following case seems worthy 
of a special report inasmuch as it is rarely possible, at least in 
the Orient, to obtain such complete data concerning a giant cell 
tumor.

Clinical History.

The patient, a Korean, female, age 33 years, came to the
O. P. D., October 28, 1929 and was admitted to Severance 
Hospital two days later complaining of a growth involving the 
lower half of the right forearm (Figs. 1 and 2). There was no 
family history of malignancy and no personal history of 
gonorrhea, syphilis or injury. The growth was noticed five 
months before admission to the hospital and first involved the 
region of the lower end of the right ulna. The tumor gradually 
increased in size until it expanded the portion of the ulna shown 
in the roentgenograms (Figs. 3 and 4).

Examination.
There was an oval swelling on the ulnar side of the right 

forearm, measuring 34 cm. in its greatest circumference and 
17 cm. in length. The skin over the growth was not discolored 
but there was an enlargement of the superficial veins over the 
tumor. There was no special tenderness except on deep pressure 
but the patient complained of a throbbing sensation on much use 
of fhe hand. The surface temperature was slightly increased 
but there was no pulsation of the tumor. The tumor capsule, 
of bony consistency, varied in density and its junction with the 
uninvolved diaphysis of the ulna could be palpated.

* Article No. 66; Surgical Case Report No. 17. Research Department, 
Severance Union Medical College, Seoul, Korea.
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In the middle portion of the growth were the marks of 
needling with the Korean “chim.” Rotation of the forearm and 
extension of the hand were impaired. The patient appeared to 
be in fair health and there were no abnormalities aside from 
the tumor.

Laboratory Findings.
Blood: Haem. 50% ; R.B.C. 2,950,COO; Diff. Count, Polymorpho. 71.5;

L. Mono. 5; S. Mono. 21; Eosinophiles 3.5; Wassermann and 
Kahn Tests: negative.

Sputum: negative.

Urine: Oct. 31, sp. gr. 1040; acid; no albumen; sugar (Benedict’s)
+  ; Nov. 2, no sugar present. Nov. 5, no sugar present.

Feces: Ova of ankylostoma, ascaris and trichuris present.

Roentgenogram. (Taken by Mr. Lion Jung on Oct. 29, 1929.
Figs. 3 and 4).

Diagnosis: giant cell tumor of the right ulna. The radio- 
graphic appearance of the tumor is very characteristic of a 
giant cell tumor. There is a bulky spherical shadow showing a 
multicystic “soap bubble” appearance as a result of the bony 
trabeculae running in various directions. The shaft of the bone 
is absent and it appears as if the cortex is blown out from within 
the medullary cavity so as to form the thin bone shell which 
sharply limits the tumor from the surrounding soft tissue. 
Beyond the tumor the cortex and the periosteum of the ulna are 
•entirely unaffected and no periosteal lipping is seen. Kolodny in 
his book on “Bone Sarcoma and Giant Cell Tumor” calls atten
tion to the fact that in clear roentgenogram of a benign giant 
cell tumor an apparent continuation of the bone shell is seen 
limiting the tumor from the adjoining unaffected medullary 
cavity and that this shadow is an important diagnostic feature 
deserving much attention. This shadow seems to be present in 
this film.

O peration.
On Nov. 1, 1929, the tumor was removed by a linear incision 

along the ulnar border, separation of the muscles, sawing the 
ulna through the unaffected portion and dissection of the tumor 
irom the surrounding structures. This was accomplished with 
little difficulty. There was some oozing, necessitating a drain
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for 48 hours. The patient made a good recovery from the 
operation and was discharged from the hospital Nov. 18, 1929. 
The wound healed per primam. A roentgenogram (Fig. No. 5) 
taken after operation showed no trace of tumor tissue.

Gross Pathology o f the Tumor.
The post-operative specimen (Figs. 6 and 7) is a tumor 

16 cm. long by 8 cm. wide by 6 cm. deep. It is pyriform in 
shape with the large end at the styloid process and the small end 
merging with the upper end of the ulna. Fat and remnants of 
muscles are adherent to the surface which shows a variety of 
colors, including certain dark areas like old blood clots. It is 
for the most part firm in consistency and crackles on pressure. 
Where it merges with the ulna there are definite bone plates 
right beneath the capsule. At the center there are soft areas 
and the large end of the tumor is of egg-shell thickness and 
consistency. The thinnest part of the capsule has been opened 
and the inner surface shows a bony, trabeculated appearance. 
There is a cavity in the interior 12 cm. long by 4 cm. wide by 
4 cm. deep which was originally divided into a number of unequal 
loculi. None of the contents remain but there are a number of 
small dark brown bullae, the largest being half a centimeter in 
diameter. Extensions of this cavity reach right up to the site 
of the styloid process and down to the ulnar remnant. The 
inner surface of the capsule, like the outer surface is bony in 
consistency, crackles on palpation and is covered with a thin, 
glistening membrane. There is no evidence of any other tissue 
in the tumor, but there is an aperture, three millimeters in 
diameter, which may have been a nutrient foramen, at the large 
end of the tumor. The weight of the tumor with the fluid 
removed is 320 grams. (Description by Dr. Norman Found).

Diagnosis.
The history, roentgenograms, part of the gross specimen 

and microscopic sections were sent to the American College of 
Surgeons. After examination by nine members of the Com
mittee on Bone Sarcoma, the case was classified as a benign 
giant cell tumor (Registry No. 1120). The micro-photograph 
(Fig. No. 8) was kindly furnished by Dr. H. H. Loucks, of the 
Peiping Union Medical College.
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Co m m e n t

1. One of the members of the Committee on Bone Sarcoma, 
Dr. D. B. Phemister, wrote: “This tumor may be classed as 
either a multilocular benign giant ceil tumor with cystic 
degeneration or as a multilocular fibro-cystic disease. It 
resembles cases of many years standing that I have seen and 
I doubt the accuracy of the duration given in the history. There 
is considerable osteoid tissue and new bone in the shell of the 
tumor.”

With regard to the history we have simply the patient’s 
statement as to when she first noticed the growth. It is very 
probable, as Dr. Phemister has indicated, that the tumor began 
long before it was noticed by the patient.

2. The seat of the tumor in the lower end of the radius 
being the usual situation of a giant cell tumor about the wrist.

3. In a tumor of this size radical surgical procedure is 
preferable to treatment by curettage or radiation.

4. The photograph (Fig. No. 9) was taken on the day the 
patient left the hospital. She was able to make half rotation of 
the forearm and nearly full extension of the hand.

5. The Committee on Bone Sarcoma of the American 
College of Surgeons is rendering the profession a great service 
and we should show our appreciation by co-operating, whenever 
possible.

F o l l o w - u p

On Feb. 9, 1931 the patient reported for a follow-up 
examination. Since the time of the operation, 15 months ago, 
she has been in good health (Figs. 10 and 11). The right 
forearm is slightly smaller than the left, being one cm. less in 
circumference at the wrist and at the upper third. The scar is 
in perfect condition and there is no clinical evidence of any 
recurrence of the tumor. There is no interference with the 
flexion, extension or lateral motion of the right wrist. Rotation 
of the forearm is limited to midway between supination and 
pronation. The forearm can be flexed 10 degrees beyond a right 
angle and can be extended to an angle of 160 degrees. Other
wise the function of the hand and forearm is good. A roen
tgenogram (Fig. 12) of the right forearm (and the left taken 
for comparison) shows no evidence of bony growth. The patient 
was not aware of the presence of a portion of a needle shown in 
the left hand.



F ig . 1.

Benign Giant Cell Tumor of the Right Ulna 
Dorsal View

F i g . 2.

Benign Giant Cell Tumor of the Right Ulna 
Lateral View



F ig. 3.

Roentgenogram. Anterior-Posterior View

F ig. 4.

Roentgenogram. Lateral View



F ig. 5.

Roentgenogram. After Operation

F ig. 6.

Benign Giant Cell Tumor of the Ulna Gross Specimen



F ig . 7. F ig . 9.

Benign Giant Cell Tumor of the Ulna. Photo taken on Discharge from 
Gross Specimen, Opened Hospital

F ig. 8.
Microphotograph X  130. Showing numerous giant cells 

loosely embedded in the stroma.



F ig. 10.

Photo taken 15 months after operation

Fig. 11.
Photo taken 15 months after operation showing extension of hand



F ig . 12.

Roentgenogram of left and right forearm 15 months after operation
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A SIMPLE AND RAPID METHOD OF STAINING 
BLOOD SPIROCHETES

From the Pathology Department of the Medical Dental College,
West China Union University.

S. D. Du, M.D.

The blood spirochetes, such as Spironema recurrentis, when 
they are present in great numbers in the blood, present, as a 
rule, no difficulty in their detection by the ordinary staining 
methods such as Leishman’s, Wright’s or Giemsa’s. However 
when the parasites are scarce or when the film is improperly 
stained, there is great liability of their being overlooked. Dark 
field illumination undoubtedly is valuable in studying the living 
parasites and especially when they are few in number. This 
method, though it has its place, is relatively complicated, expen
sive and time taking. The well known Fontana method of 
staining is probably more frequently used in hospitals than the 
above mentioned, but it is neither simple nor rapid.

With this in mind, the writer has been trying to find a 
simple, rapid and efficient staining method. He found the 
following method practically fulfils these conditions. All that 
is needed is one fixation solution and one stain, ordinary carbol 
fuchsin solution as used in every laboratory for staining tuber
culous bacillus.

Fixation solution.
Acetic acid ...............................................................  6 parts.
Alcohol (95% )  94 parts.

This solution is used to dissolve the hemoglobin and fix the 
smear.

Stain. Carbol fuchsin solution.
Procedure:

1. Make a blood smear either thin or thick as the case may 
require. Dry in air.

2. Flood the smear with the fixation solution for five 
seconds.

3. Wash in tap water for five seconds.

4. Stain the film with carbol fuchsin solution for one 
minute.
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5. Wash in tap water for 10 seconds.

6. Dry between sheets of blotting paper and examine with 
oil immersion lens.

The remains of the red blood cells will be seen as a network, 
for the hemoglobin has been dissolved. The parasites are 
stained a deep red and stand out prominently. The whole 
procedure may be completed in less than two minutes.

CASE OF DIABETES INSIPIDUS IN A CHILD
K. B. Liu, M.D.

Hospital No. 1930— 781. A Chinese girl three years of age 
was admitted to the Wuhu General Hospital, August 4, 1930, 
for excessive thirst and polyuria of about one month’s duration.

Past H istory: Normal delivery, breast fed until about two
years of age. Began walking at about one and one-half years. 
Health usually rather delicate but has never been sick until pre
sent illness. Vaccinated against smallpox at about one year old.

Family H istory : Father and mother living and well. The
patient is the third child of the family. All of the children are 
living and well. The mother is of the temperamental type, 
easily excitable and very talkative at times. The father and an 
aunt of the child are said to have had the same trouble— excessive 
thirst and polyuria— in childhood, but milder. The mother has 
had no miscarriages. Father denies venereal exposure and 
disease.

Present Illness: About five weeks prior to admission the
child began to have watery movements— free from blood or 
mucus. Movements varied from two to four a day. One week 
after onset of diarrhea, child began to show symptoms of exces
sive thirst and frequent urinations, especially at night— so much 
so that sleep has been badly troubled. The condition got worse
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•every day, was seen by “many, many” doctors in town and given 
all kinds of medicines without avail, the patient getting worse, 
almost to emaciation, until as a last resort she was brought in to 
our hospital for further treatment. Appetite was O. K. but a 
litttle capricious. She was running a mild fever. Urine is 
“watery and has no yellow color.” Not infrequently the child 
drinks “four thermos bottlefuls of water wTithin ten hours” 
which is equivalent to 136 oz. on measure. Polyuria is marked. 
“Wets bed all the time.” For one week patient has coughed. 
There was no fright or injury before onset of disease.

Physical Examination : On examination the child is a poor
specimen— emaciated, eyes big and partly sunken, skin loose and 
dry. Rather restless and cries easily. Lips dry and herpetic. 
A few rales at bases of lungs. Liver palpable. No general 
adenopathy. No signs of rickets.

Laboratory Findings:

Urine August 5 August S August 11

Color pale yellow pale yellow yellow
Reaction a lk a lin e  acid acid

Sp. Gr. 1006 100S 1008
Albumen a trace a trace a trace

Daily urine output was not successfully measured owing to the child’s 
wetting the bed all the time.

Stool— negative.

Blood

W. B. C....................................................................................... 10,400

R. B. C...................................................................... . . . . 3,764,00'

Hemoglobin ............................................................    . 60 %,

Neutrophils .............................................. . . . . 78'%

Small Monos . .      12%

Large Monos ......................................................................... 7%

Eosinophils .............................................................................. 18%

Kahn test on father negative'.

Temperature (Rectal Fahrenheit) varied from 97° to 101° 
during the child’s stay in the hospital.

A diagnosis of diabetes insipidus was made.
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Beginning on August 6th pituitrin was given in doses of 
0.25 c.c., b.i.d. by hypodermic injections.

On August 7th some edema of legs and feet developed, and 
appetite was failing.

Four days later the mother admitted a definite, sudden 
improvement— “Never had so peaceful a night as last night 
since the onset of present illness.” Child craves food this 
morning. Excessive thirst greatly relieved. More quiet and 
restful.

August 11th, still fast improving. Whole night undis
turbed. “Drank only a half cup of water last night instead of 
usual four thermos bottlefuls.

Patient was discharged on August 13th against advice, 
having had a total of 14 injections of Pituitrin of 0.25 c.c. each. 
Symptoms of excessive thirst and polyuria are gone.

Six months after discharge patient was seen again— robust 
and strong with perfectly normal development and no relapse 
of symptoms. Patient’s parents were told to bring child in at 
appearance of relapse. Now, about nine months after discharge, 
there has been no further word from the patient.

This case apparently belongs to the primary or idiopathic 
group. It is reported for three reasons:

1. The family history definitely indicates the role of 
heredity.

2. Pituitrin, in doses given, seems to be not only invaluable 
in affording temporary relief, as some authors believe, 
but also quite lasting in its therapeutic effect.

3. Holt writes, “This disease is a rare one in children.”



» Clinical Notes 661

LINTSING MEMORIAL HOSPITAL
L in tsin g , Shantung, ChiDa.

Classification of 
DISEASES and PATHOLOGICAL CONDITIONS 

1927, 1928, It)29, 1930.

The following figures covering four years of the hospital’s records have 
reached ils in a typewritten report. We feel however that they are too
valuable to be lost so are reproducing them here —-Editor, C.M.J.

Inpatients

A l i m e n t a r y  S y s t e m 1927 1928 1929 1930
Mouth, Tongue, Teeth and Gums

1* Alveolar Abscess................................... 2 1 1 2
Caries of Teeth ................................. O 0 3. 2
Fistula, Buccal....................................... 3 0 0 1
Noma ...................................................... 0 1 0 0
Pyorrhea Alveolaris .......................... 1 1 1 3
Impacted Tooth ................................... 0 0 0 1

2* Ulcer of Mucous Membrane of Mouth 0 1 0 0

Salivary Glands
Sialadenitis, Acute, Parotid ............. 0 1 0 0

Pharynx, Nasopharynx, Tonsils
Abscess, Peritonsillar ........................ 0 0 1 0
Hypertrophy of Tonsils ......... . . . . 0 0 0 1
Pharyngitis Acute .............................. 0 0 1 0
Tonsillitis, Acute, Follicular............. 3 2 2 0

Esophagus
Esophagitis ........................................... 0 0 0 1

Stomach
3 Gastritis, Acute ................................... 1 1 1 2

Gastritis, Chronic ................................ 0 4 2 1
Hyperchlorhydria .............................. 0 0 1 0
Hypochlorhydria ................................. 0 1 0 2
Stenosis of Pylorus of Stomach,

Cicatricial ..................................... 1 0 0 0
Ulcer of Stomach ............................ 3 5 6 3
Perforation of Stomach, (G.S.W.) . . 0 0 0 1

Intestines
Constipation ......................................... 0 2 1 0

5 Enteritis, Acute .................................. 7 4 3 1

*This nutiber refers to the page on which this dbeases is found classified in “ Nomenclature o f 
Diseases. Pathological Conditions and Operative Procedures” , published by the Peking Union M edical 
College, 1927.
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1927 1928 1929 193
Fistula, Intestinal ............................... 0 1 0 0
Gangrene of Intestine .................... 0 1 0 0
Ileus, Chronic ....................................... 0 >0 1 0
Stricture of Intestine .................... 0 0 0 1
Ulcer of Duodenum .......................... 2 2 3 8
Perforation of Intestine, (G.S.W.) .. 0 G 1 1
Perforation of Intestine, cause un

known ............................................ 1 0 0 0
6 Appendix

Appendicitis, Acute ............................ 1 2 0 2'

7 Hernia
Indirect Inguinal ................................. 5 5 4 «)

t)

8 Rectum, Anus, and Perirectal Tissue
Fissure of Anus ................................... 1 0 0 0
Fistula, Anal ......................................... 18 16 10 29
Hemorrhoids ....................................... <0 4 1 6
Periproctitis, Ischiorectal Abscess. . 1 0 1 1

Liver
Cirrhosis ................................................ 5 3 4 O'

9 Bile Passages
Cholecystitis, Chronic ........................ 0 0 0 1

10 Peritoneum, Omentum and Extra-Peritoneum 
Ascites ....................................................  5 5 3 6
Peritonitis, Acute, Diffuse ............... 1 3 0 1

C a r d i o v a s c u l a r  S y s t e m

11 Aneurysm of Right Femoral Artery 0 0 1 0
Arrhythmia, Cardiac, Auricular

Fibrillation ................................. 0 0 0 2‘
Arrhythmia, Cardiac, Paroxysmal

Tachycardia ................................. 0 0 0 1
Arteriosclerosis, General ............... 1 0 5 3
Chronic Cardiac Valvular Disease.. 5 7 8 8
Embolism of Pulmonary Artery . .. 0 0 1 0
Embolism of Cerebral Artery ......... 0 0 1 0
Endocarditis, Acute ............................ 1 0 1 1
Hypertension ......................................... 0 2 1 1
Insufficiency, Cardiac ........................ 1 0 ) 0
Pericarditis, Chronic Adhesive . . . . 0 0 0 1
Thromboangiitis Obliterans ........... 0 0 4 2'
Thrombosis of Mesenteric Artery .. 0 1 0 0
Varicose Veins ..................................... oÖ 4 1 0

Ductless Glands
14 Acromegaly ......................................... 1 0 0 0

Diabetes Insipidus ............................... 0 0 0 1
Myxedema Strumipriva...................... 1 0 0 O'
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H em atopoetic  Sy st e m

Blood 1927 1928 1929
Anemia, Secondary........................  0 5 6
Leukemia, Acute, Myelogenous . . . .  0 0 0’
Leukemia, Chronic Lymphocytic . .  0. 0 1

Lymph glands, Lymphatic Vessels, and Lymphoid Tissue
Elephantiasis ........... ; ......................... 0 1 0

16 Lymphadenitis, Acute ........................ 4 2 : 10
Lymphangitis, Acute .......................... 1 0 5

Spleen
Splenomegaly, Banti’s Disease......... 2 1 2

Muscular System and Connective Tissue

17 Bursae, Bursitis ........................................... 1 1 0
Connective Tissue

Abscesses .............................................. 21 29 26
Cellulitis ................................................ 5 1 6
Emphysema, Subcutaneous ............. 0 3 0

18 Tendons and Tendon Sheaths
Tenosynovitis ....................................... 1 0 1

N ervous System

19 Epilepsy, Idiopathic .......................... 0 2 0
20 Hemiplegia ............................................ 5 1 2

Hysteria ................................................ 0 4 5
21 Meningitis, Suppurative .................... 1 0 3
23 Paraplegia ........................................... 1 2 2

Paralysis, Facial Nerve .................... 1 O 1
Neuritis ................................................ 1 5 0
Psychoneurosis ................................... 1 0 0
Psychoses .............................................. 1 2 0

Miscellaneous ..................................... 3 5 6

OsseTous System

Bones and Cartilages
26 Osteomyelitis, Chronic, Suppurative 5 -> 6

Periostitis, Chronic ............................ 0 0 1

Joints
1 u

27 Arthritis, Acute ................................... 0 .1 0

Arthritis, Chronic .............................. 6 4 6

R eproductive Sy st e m

Female Genital Organs
29 Bartholinitis, Chronic ........................ 0 u

30 Atresia of V agina ................................. 0 0 1
00 1

1930
4
1
0

1
11
1

2

1

19
5
1

1

0
0
3 
0 
2 
2
4 
3 
2 
2

8
0

4
1
3

1
1
1
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Dysmenorrhea ...................................
1927 

, 0
1928

0
1929

1
1930

0
Retroversion of the Uterus ........... . 0 2 0 0

31 Metritis, Acute ................................... . 0 0 2 • 0
Metritis Chronic ................................. . 2 1 0 1

32 Salpingitis, Chronic........................... 1 0 1 2
Miscellaneous ..................................... 1 0 0 2

36
Pregnancy anti Associated Conditions 

Miscarriage ....................................... , 2 0 0 3
Parturition ......................................... 12 12 38 ■ 33

36 Pregnancy ......................................... . 0 5 2 3
Puerperal Infection .......................... 0 0 2 2

37
Mammary Glands

Mastitis, Acute ................................... 0 3 0
Mastitis, Chronic ............................... 1 0 1

Male Genital Organs
Calculus in Male Urethra ............. 2 1 1 0
Fistula of .Male U rethra.................. 0 1 4 3
Stricture of Male Urethra ............. 1 3 5 5
Abscess, Periurethral ......................, . 2 0 1 0

38 Balanoposthitis ................................ 2 3 3
Paraphimosis ..................................... 1 1 0 1
Phimosis ............................................. 12 7 13
Redundant Prepuce ........................... . 0 a 1 0
Hypertrophy of the Prostate . . . . .. 0 0 1 0

39 Epididymitis, acute ...................... . . 2 0 1 1
Miscellaneous ................................. 1 0 4 2

Respiratory System

Nasal Cavity and Accessory Sinuses 
40 Rhinitis, acute ................................. 0 2 2

41
Larynx

Laryngitis, Acute .......................... 0 i 1 5

Trachea and Bronchi
Bronchitis, acute ............................ . . 7 9 7 10
Bronchitis, Chronic ........................ . 0 5 0 0

42
Lungs

Edema of the L u n g ........................ 1 0 0 0
Gangrene of the L u n g ................... , 0 0 1
Pneumonia, Broncho ...................... , 3 5 2 3
Pneumonia, Lobar . .  ■............. 3 6 2 2

Pleurae
Hemothorax ...................................... . .  0 0 1 0
Pleurisy, Chronic Fibrinous 1 1 0

43 Pleurisy, Serofibrinous ..................... 2 2 1 2
Pleurisy, Suppurative .................. , 0 2 1 2
Pneumothorax ............................... . , 0 2 0 0
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Sense Organs 
E ye and Its A ppendages

Lid 1927 1928 1929 .193
44 Blepharitis .............................. ........  1 1 4 1

Ectropion ................................ 0 0 0
Entropion ................................ 22 28 23
Symblepharon ........................ 0 3 3

Lacrimal Apparatus
Dacryocystitis, Chronic . . . . . . . . . .  1 1 1 2

Conjunctiva
45 Acute Conjunctivitis ........... ........... 7 19 9 8

Trachoma ........................ ...........  29 8 19 30
46 Pterygium .............................. 9 10 6 18

Miscellaneous .......................... ........... 1 1 3 1

Cornea
47 Keratitis ................................ 9 7 12 8

Keratomalacia ...................... ........  1 1 1 0
Leukoma and Macula of Cornea . .  24 15 12 13
Pannus ..................................... 0 .2 0
Staphyloma ............................ ........  1 0 1 1

48 Ulcer of Cornea ................... ...........  18 15 23 17

Sclera
Scleritis ................................... ...........  0 0 0 2

Lens
Cataract ............................ .. ...........  4 4 7 10

Uveal Tract
49 Coloboma of Iris .................... ........  1 2 1 0

Iridocyclitis ............................ ...........  2 0 1 2
Iritis ......................................... ...........  2 4 6 5

50 Synechia ................................. ...........  2 0 1 1

Retina
Amblyopia, cause not stated 0 0 5 2
Retinitis ................................... ........  0 1 1

Eyeball and Orbit
54 Panophthalmitis ...................... ........... 0 3 1 1

Disturbances of Motion
62 Strabismus ............................ 2 0 2 Í)

Ear

56 Deafness, Unexplained ----- ........  0 2 1 0
Mastoiditis, Acute ............... ........  0 0 1 0
Mastoiditis, Chronic ........... ........  0 0 0 1

57 Otitis Media, Acute . . . . . . ...........  O' 1 2 0
Otitis Media, Chronic ........... 4 2 1 1
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T e g u m e n t a r y  S y s t e m

Skin 1927 1928 1929 1930
58 Callosity of Foot ................................. 2 0 7 4

Carbuncle .............................................. 1 5 2 4
Dermatitis, Eczematous ...............  11 12 9 13
Dermatitis Medicamentosa ...........  1 0 0 0

59 Impetigo .............................................. 3 3 0 0
Ulcers ....................................................  21 13 19 10
Ulcers, Decubital...................................  0 1 2 1
Miscellaneous .....................................  1 2 4 1

Sebaceous Glands
61 Sebaceous Cysts ................................. 2 6 1 4

Nails
62 Paronychia .........................................  0 0 0 1

U s i n a r y  S y s t e m  

Kidneys
63 Hematuria ............................................ 1 0 1 0

Nephritis, Acute ................................. 4 3 1 3
Nephritis, Chronic ............................  5 6 3 2
Pyelitis ..................................................  1 1 2 0
Pyelonephritis ...................................  0 0 1 0

Urinary Bladder
G4 Calculus in Urinary Bladder...........  1 9 12 3

Cystitis, Acute ...................................  4 2 0 2
Cystitis, Chroiiic .......................... .. 0 0 1 0
Rupture of Bladder ........................  0 1 0 0

C o n g e n i t a l  A b n o r m a l i t i e s

67 Cleft Palate .........................................  0 0 1 0
Cb Harelip ..................................................  0 1 6 8
69 Pilonidal Sinus ................................... 0 0 1 1

Miscellaneous .....................................  2 1 1 1

D b f o r m i t i e s

71 Deformity, Cicatricial .................... 0 1 2 5
Miscellanous .........................................  0 0 3 1

I n j u r i e s

General Injuries
74 Hemorrhage, Secondary ...............  2 0 0 1

Suicide, Attempted, by Swallowing
Gold ................................................  2 3 2 3

Suicide, Attempted, by Swallowing
Opium .......................................... 1 1 1 0

Suicide, Attempted, by Swallowing
Poison ............................................ 0 2 5 2
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Suicide, Attempted, by Evisceration
1927

1
1928

0
1929

0
193

0
Miscellaneous ....................................... 1 0 2 1

75
Local Injuries

Abrasions ............................................. 4 3 1 2
Bites by Dogs, Donkeys ................... 0 0 5 8
Bites by Insects............... ; ................... 1 0 0 0
Burns .................................................... 2 4 5 1

76 Concussion of Brain ........................ 1 1 0 1
Contusions ........................................... 10 16 7 7
Dislocations ......................................... 1 0 0 3

80 Foreign Body ....................................... 1 2 3 2
Fracture of the Skull ...................... 0 4 4 7

„ „ „ Mandible ............... 1 3 1 1
81 „ „ „ Humerus ............... 1 3 3 4
82 „ „ „ Radius and Ulna.. 0 6 1 3

„ „ „ Metacarpals ___ 2 0 1 0
„ „ „ Phalanges of

Fingers 1 0 1 2
83 „ „ Femur .................... 3 4 2 5

„ „ „ Tibia and Fibula.. 4 7 4 7
„ „ „ Clavicle ................. 0 0 2 1
„ „ „ Scapula ............... 0 1 1 0

„ „ Pelvis .................... 1 0 1 0
„ „ „ other bones . . . . 0 1 1 2

85 Cross Union following fracture, 
Radius and U ln a .......................... 0 1 0 0

86 Faulty Union ..................................... 0 1 0 1
Frostbite .............................................. 1 0 2 1
Gangrene ............................................. 2 2 5 3
Hematoma ........................................... 0 1 0 0

87 Gunshot Wound of the Head and
Neck 5 26* 6 6

„ „ „ ,, Chest 3 8 9 12
„ „ Back . . . . 4 4 4 4

„ Abdomen 1 7 9 9
„ „ Arm and 

Hand 9 37* 17 23
Gunshot Wound of the Thigh

and Knee 10 27 15 20
„ „ „ Lower Leg 

and Foot 4 19 10 16
„ „ Multiple Minor 0 1 2 9

*O n M ay 5. 1928 Lintsing was taken, after a short battle, by the N ationalist'Arm ies, and 
wounded from both sides, and accidentally wounded civilians were brought to the hospital. The number 
of Gunshot Wounds for other years shows, however, the prevalence of banditry and violence in this

region.
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1927 1928 1929 193<
Lacerated Wound of the Head and

Neck 11 14 25 17
„ ,, ,, ,, Chest 1 2 1 0
» » » » Back . . . 0 2 1 0
„ „ „ „ Abdomen 1 0 1 2
» » » Arm and

Hand 6 .1 3 11
» » r> >; Leg . . . . 2 4 7 2
„ „ Multiple Minor 1 4 3 2

Punctured Wounds .......................... 7 7 5 3
e c t i o u s  D i s e a s e s  

General Diagnoses
Infection of Operative W ou n d .... 1 2 1 1
Sapremia .............................................. 0 1 2 0
Septicemia ........................................... 0 0 3 1

Bacteria
Bacillus Diphtheriae, Diphtheria . . 0 0 0 3
Bacillus Tetani, Tetanus ............... 0 1 2 3
Bacillus Tuberculosis, Miliary Tbc 0 0 1 0
Tuberculosis of the L a ryn x ............. 0 0 2 2

» » » Meninges . . . . 0 0 1 0
» » „ Eyes ............... 0 0 0 2
„ „ „ Intestine ___ 3 0 0 0
» „ „ Peritoneum 1 1 3 2
„ „ „ Lymph Glands 0 1 5 4
„ » „ Bones ............... 7 13 4 12
» » ,» Joints ............... 6 6 4 6
„ „ „ Genital Tract .3 2 2 1

» » Lungs ............. 14 15 . 24 11
„ „ „ Pleura ........... 1 1 4 2
n >> >> Skin ................ 0 1 2 3
„ „ „ Urinary Tract 1 2 2 2

Typhoid Fever ..................................... 7 52* 12 2
Gonococcus, Gonorrheal Infection of

the Joints 0 1 0 0
„ Infection of the Conjunctiva 2 3 3 1
„ „ „ „ Male Geni

talia 4 4 14 13
„ „ Female

Genitalia 0 0 2 1
Hemophilus Ducreyii, Chancroid . . 0 2 1 2
Hemophilus Pertussis, Whooping

Cough .............................................. 0 0 1 0
Leptospira Ictero-hemorrhagiae,

*A n  epidemic of typhoid fever occurred among the troops o f the General Headquarters o f the 
National Revolutionary A rm y, when it was at Lictsing, M ay 28 to July 7. 1928.
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Infectious Jaundice .........
94 Spironema Recurrentis,

Relapsing Fever ...............
Spironema Yincenti,

Vincent’s Angina ...........
Streptococcus Erysipelatis 

Erysipelas 
Treponema Pallidum, Syphilis

95 Vibrio Comma, Cholera ..........

Molds and Yeasts
96 Achorion Schoenleinii, F a v u s........... 0 1 0 1

97

Trichophyton, Tinea ........................

Protozoa
Endamoeba Histolytica,

2 1 0 3

Amoebic Abscess of the Liver 
Endamoeba Histolytica,

1 0 2 0

97
Amebic Dysentery ....................

Endamoeba Histolytica,
31 61§ 25 33

Chronic Amebiasis ...................
Endamoeba Histolytica,

0 2 3 1

Colonic Ulcers ............................ 0 3 1 1
Giardia Intestinalis, Giardiasis. . . . 2 0 0 0
Leishmania Donovani, Kala-azar . . 4 2 4 5
Plasmodium Vivax, Tertian Malaria 
Trichomonas Hominis,

7 2 5 6

98
Trichomoniasis ............................

Metazoa
1 3 2 2

Fly Larvae, Myiasis .......................... 0 2 1 1
Pediculus Capitis, Pediculosis . . . . 1 0 0 0
Sarcoptes Scabei, Scabies ............... 10 9 3 3
Taenia Saginata, Taeniasis ...........
Ancylostoma Duodenale,

1 0 0 0

Ankylostomiasis............................
Ascaris Lumbricoides,

1 2 0 1

99
Ascariasis .....................................

Triehuris Trichiura,
20 20 23 42

Trichuriasis ................................. 0 1 0 0

101
Wuchereria Bancrofti, Filariasis ..  
Infecting Agent Unidentified

0 1 0 0

Chicken Pox ......................................... 1 0 0 0

tT h ere  was an epidemic o f Infectious Jaundice during the winter of 1928-9. starting among the 
soldier* of Gen. M a Hung K ’ uei. See China Medical Journal. V o . 43. No. 2. February. 1929, “ A n  O ut
break o f Epidemic Jaundice," Robinson.

iM ilitary  Epidemics. M ost of the cases were treated in the outpatient department. O nly serere 
cases and those in whom the diagnosis was not immediately made were admitted.

§M any military cases during the Northern Campaign o f 1928.

1927 1928 1929 1930
0 17f 0 0

14Î le t 0 1

0 0 0 1

6 2 0 2
35 35 28 43

6 3 3 1
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1927 1928 1929 1930
Influenza .................. 18 16 11
Measles .............................................. 0 4 3 2
Mumps ..................................................  6 0 0 0
Rheumatic Fever ............. .................  5 0 1 1
Smallpox ............................ ............. 1 1 0 0
Vaccinia .......................... ...........  0 0 0 1

A l l e r g y , I n t o x i c a t i o n s ,  a n d  P o i s o n s

Asthma .................................................. 3 1 0 4
Reaction to Cholera Vaccine ........... 1 0 0 0
Opium Habit .......................................... 8 3 4 11
Heroin Habit .......................... .......... 0 0 0 1
Acute Poisoning by M ercury........... 1 0 2 3
Acute Poisoning by Phosphorus 1 0 0 0
Acute Poisoning by Antimony,

(Stibosan) ................................... 0 1 '3 0
Acute Posioning by Opium ........... 0 0 0 1
Acute Poisoning, Agent Unknown.. 0 2 2 0
Poisoning by Coal Gas .................... 0 1 0 0

D i s t u r b a n c e s  o f  M e t a b o l i s m

Avitaminosis A .................... .............  0 0 1 0
Beri-beri ............................... .............  1 0 0 1
Diabetes Mellitus ............... .............  9 6 12 8
Gout ....................................... .............  0 0 1 0
Nutrition, Atrophic ......... .............  1 3 3 0
Obesity ..................................... . . . . . .  1 0 0 0
Rickets ................................... .............  1 0 2 1
Starvation .......................... .. . . . . . . .  1 0 1 2

N e o p l a s m s  a n d  C y s t s *

Carcinoma of the Nose, Tongue,
Lip, etc. 0 2 2 2

99 99 99 Esophagus . . . . 1 1 2 1
99 99 Stomach ........... 3 2 2 5
99 5? 99 Colon...................... 0 . 0 1 0
99 39 99 Breast ............... 6 3 1 1

99 Cervix Uteri . . .2 1 2 1
» 99 Penis ........... 1 4 4 3

„ „ Skin, Squamous
Cell 2. 0 0 4

99 99 99 Rectum ........... 2 2 3. cy

99 other . . . . . . . . . 2 .1 0 0
Epithelioma of thei Thyroid............. 0 0 1 0

* It  should be borue in m ind that th ese  are figurés on ly  foY  inpatients and for the m ost part 
represent patients w h o  W ere  thought to have operab le  con d ition s. H opeless ca n ccrs w e re  not a llo w e d  
to  en ter.
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1927 1928 1929 1930
Paget’s Disease of the Breast . . . . 1 0 0 0
Melanocarcinoma ............................ . 0 0 0 1
Sarcoma . 2 4 4 8
Von Recklinghausen’s Disease 
Teratoma, Mixed Tumor of the

. 0 0 0 1

Parotid ....................................... . 0 2 1 0
Hydatidiform Mole .......................... . 0 0 1 1
Malignant Growth, Unidentified . . .3 5 4 5
Lipoma ............................................... . 4 1 0 3
Papilloma ........................................... . 5 3 3 10
Myoma ............................................... . 4 2 0 0
Miscellaneous Benign Neoplasms . . 4 6 5 6

M i s c e l l a n e o u s  C o n d i t i o n s

Fever of Unknown Origin ........... 1 1 2 0
Senility ..................................................
Convalescence from Undetermined

0 1 0 1

Disease ....................................... .. 0 3 0 1
No Pathological Condition ............. 0 2 5 1
Record Lost ..................................... 0 3 2 0
Diagnosis not Made ........................ 0 9 8 8
Other .................................................... 1 1 1 0

THE INSTITUTE OF HOSPITAL TECHNOLOGY 

A Progress Report

It is now some considerable time since a report of this 
Institute has appeared in the pages of the China Medical Journal; 
and since it is in a peculiar way the child of the Association, the 
members should have an account of its recent work and pro
gress.

In May 1930 the Director, Dr. Geo. Hadden, owing to 
serious illness had to return to England at short notice, leaving 
a class of pharmacy students and another of laboratory students 
in session. The Board was unable for some time to find anyone 
to take his place and had to rely on the co-operation of the 
Union Hospital staff.

The pharmacy course was completed with the help of Dr. 
T. Gillison. Since then, however, pending reorganization of the
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pharmacy work in the Union Hospital, previously carried on at 
the Hodge Memorial Hospital, Hankow, the pharmacy classes 
have had to be suspended.

The laboratory classes presented but little difficulty. With 
the very able and loyal assistance of Mr. Kiang the laboratory 
superintendent and instructor, these courses have since then 
been carried on successfully and uninterruptedly as before.

The publishing work in the Journal and the correspondence 
service had to be temporarily discontinued, hence the lack of 
any report of courses referred to above.

X-ray technique, I. P. and 0. P. record keeping and filing, 
anaesthetics and other short courses have all been temporarily 
at a standstill.

One new activity, a Mechanical Department, has however 
been started to supply certain material accessories of which 
other hospitals stand in need. Its main line is the making and 
fitting of cheap artificial legs for amputation cases, but it is 
also supplying hand-washing cisterns, crutches, certain splints 
and other articles from a steadily growing list. At this early 
stage we have already evidence of a very real demand for this 
work from other hospitals.

Miss Hilda Waddington, B.Sc. (honours 1st class) London,, 
who arrived in China last year, is now making good progress 
with the language and in September will take up residence at 
the Hospital and begin her duties as Registrar and Instructor 
to the I. H. T. To begin with she will concentrate her attention 
on the laboratory work.

Dr. Geo. Hadden, the Director, will probably early in July 
be able to resume his enthusiastic and able role of the general 
planning and oversight of the work of the Institute.

At last there is a movement for the Home Boards of the 
China Missionary Societies to demonstrate in a concrete way 
their appreciation of our work. Miss Waddington has been 
contributed by the American Church Mission: and two others 
Societies will between them subscribe more than half the cost of 
building the urgently needed students' hostel and headquarters 
building. Two or three other items of plant still remain un
provided for.
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The Board of Governors at present consists of the following 
members, appoin^ad as indicated in brackets:— Drs. Mary L. 
James (chairman) (alternate Dr. Louise Farnam), G. T. Tootell 
(vice -chairman), H. Owen Chapman (secretary) (C.M.A.) ; Dr. 
Hilda M. Byles (Treasurer) (L .M .S.); Rev. H. B. Rattenbury 
(W.M.M.S.) ; Dr. H. W. Tseng (A .C .M .); Dr. E. Cundall (Union 
Hospital).

Since training work was started here in September, 1929, 
technical courses, chiefly in laboratory work and dispensary, 
have been given to 48 students (including some duplicates) of 
both sexes. These were sent to us by the doctors of 20 different 
missionary societies, and came from 36 hospitals scattered over 
13 of the provinces of China from Manchuria to Yunnan.

We have a laboratory class of 8 in training at the present 
time and in October we shall be taking in new classes in clinical 
laboratory work and dispensing, for which applications are now 
being received.

A syllabus of the half year’s courses of training in labora
tory work and dispensing will shortly be published in the Journal, 
and a description of the work of the mechanical department and 
the facilities it affords. A comprehensive but succinct account 
of the I.H.T. has been printed in the report for 1929, and the 
report for 1930 will shortly be ready. Both will be gladly 
supplied on application and any further information required.

H. Ow e n  Ch a p m a n  
Secretary and acting Director.
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E d i t o r i a l s

THE 1932 CONFERENCE

On the front page of this number of the Journal will be 
found an announcement of the Joint Conference of the National 
Medical and our own Association. The dates for this con
ference will be from the 6th to the 13th of April, 1932, and 
the place of conference will be Nanking where through the 
kindness of the Minister of Health arrangements will be made 
for the accommodation of the delegates.

A joint Committee appointed by the Executive Committees 
of the two Associations has the arrangement of business in hand 
and is empowered to appoint other committees for settling the 
programme and other details of the meetings.

Apart from the scientific programme which it is hoped 
will be of special interest crucial questions with regard to the 
future of the Associations will have to be settled at the Con
ference and it is of great importance that there should be a 
full attendance of members. We feel it is not too early there
fore for our doctors to begin to make their plans to be present 
at these meetings. Nanking should be at its best at this time 
of year and the weather should be ŵ arm but without any 
excessive heat.

OEDEMA AND ASCITES

We very heartily welcome the comprehensive paper on 
Oedema and Ascites which Dr. Sturton contributes to this 
number of the Journal. Every hospital physician, at least in 
the southern half of China, meets with these clinical puzzles. 
Dr. Sturton goes with great care into the subject of differential 
diagnosis and it will be acknowledged that he successfully ex
cludes most if not all of the ordinary causes of this condition.
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Two of these seem to us to be of particular interest. Epi
demic Dropsy since its description in other countries has always 
haunted us as a possible cause for this condition. Against this 
is the fact that there is no reason to believe that this form of 
oedema ever occurs in epidemic form in China. Further, Dr. 
Sturton in his paper deals with the differential diagnosis of this 
condition and seems to exclude it from the causation of this 
type of case.

Famine oedema is another of the conditions of which we 
know little but, as is here shown, it is less likely to be present 
in Chekiang than in most other provinces of China. We had 
very much hoped to have had contributions on the diseases of 
the regions especially involved in the recent terrible famines 
but neither private letters nor public appeals for such contribu
tions have so far produced any result. We do not believe that 
famine conditions have anything to do with the type of case 
described by Dr. Sturton but a comparison with definite famine 
cases would doubtless bring out points of great interest.

The suggestion of acidosis as the cause of the condition 
and the results of treatment on this supposition opens a new 
chapter of knowledge to most of the doctors in this country. 
Dr. Sturton is greatly to be congratulated on his suggestions in 
this direction and on the success of his treatment based on this 
explanation.

As is befitting in a scientific paper Dr. Sturton deals very 
judicially with these results and lays no claim to any final 
conclusions. The ordinary reader however will be inclined to 
put more emphasis on the evident success of the methods em
ployed and there is no doubt at all that these should and will 
be tried out in other centres where this condition is encountered. 
We hope that reports of such work will reach us for publication 
and that yet another problem of disease in China will prove 
to have reached a successful solution.
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APPENDICITIS

The paper on Appendicitis by Dr. Snell in this number of 
the Journal calls for comment under two headings.

First we tender our very hearty congratulations on the 
phenomenal success of the surgical measures adopted. Dr. 
Snell is able to record 118 consecutive cases of appendicitis in all 
stages of the disease admitted to the Soochow Hospital and 
operated upon for this condition with a mortality of only three 
cases. Of these three however one was practically dying on 
admission and the advisibility of the surgical measures is open 
doubt while the other two were suffering from general periton
itis before operation could be performed.

,We feel that such a record as this in which nearly half 
the cases were gangrenous or suppurative would be hard to 
beat anywhere. Dr. Snell’s views on the elements that made 
for such a striking success deserve careful consideration by 
other surgeons in China.

The second point of interest is that of the frequency of 
appendicitis as compared with other lands. Dr. Snell and others 
have for long made it clear that appendicitis is a comparatively 
common disease in Soochow and its neighbourhood. We wish 
he had gone a little further with his interesting tables. 2.5 per 
cent, of admissions to the hospital were for appendicitis, but of 
the 118 cases no fewer than 16 were in foreigners, roughly 1 
in 7. We have no means of knowing the size of the foreign 
population which this covers but we have at least the suggestion 
that the disease is common in foreigners out of all proportion 
to cases in Chinese, and it is interesting in this relation to note 
that the admissions last year to the General Hospital, Shanghai, 
almost entirely foreigners, gave a percentage of about 6.2 for 
appendicitis.

But even granting the frequency of appendicitis in the 
Soochow area, is it safe to apply this to China generally? We 
think not. Reports from the country districts from men whose 
work is of the highest standard sbow very small returns for 
appendicitis and this coincides with the experience of surgeons 
in India where the disease also appears to be quite rare.
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Dr. Snell in this paper explains the fact of the high per
centage of first and second class patients by the fact that these 
are the ones who come more readily for treatment. While this 
is doubtless true it is also the class that consumes a much 
richer and more varied diet than do the bulk of the poorer 
patients. In this connection we would refer to an extract 
printed in the Current Medical Literature of our January issue 
1931 referring to appendicitis in Russia during the famine times 
of 1917. Here although nearly all infective diseases were 
greatly increased, the incidence of appendicitis underwent a 
great decrease. The Soochow region is, we suppose, one of the 
richest in China and a high incidence of appendicitis might be 
expected there but it may be dangerous to draw conclusions 
from this for the rest of the country.

THE MISSION HOSPITALS

The returns for the Prayer Cycle of the Missionary Division 
give us a fresh opportunity of estimating the position and the 
work of the Mission Hospitals in China. As there is a good 
deal of ignorance as to what is being accomplished, we feel 
that a few figures will be of interest.

Number of Hospitals.

237 hospitals appear in the list, unfortunately there are 
several which for various reasons, mainly because of lack of 
accurate information whether they are now working or not, 
have escaped record in the Cycle. It is safe to estimate the 
number of mission hospitals in China as approximately 250.

Of the 237 appearing in our list, seven are closed for lack 
of staff, five are closed for civil disturbance, one of these having 
been completely looted last year, five have been closed during 
the past year for rebuilding or completion of buildings, and one, 
the J. G. Kerr Hospital for the Insane, is still held, by the 
■Canton Government which refuses to return it to its proper 
owners. For one reason or other therefore there is a total of
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18 hospitals closed, leaving 219 hospitals known to be open and 
working. Unfortunately in considering the figures for these 
hospitals a further deduction has to be made. There are no 
returns from four hospitals* one probably on account of tem
porary absence of the doctor and three where apparently the 
Prayer Cycle is not considered of sufficient value to warrant the 
time spent on the return! From six more no statistics have 
been received. In the case of three of these the records have 
been destroyed by bandits and in three we fear no records are 
kept.

Statistics are available therefore from only 209 hospitals 
and in eight of these the figures do not cover the complete year, 
in most cases owing to temporary closing on account of civil 
disturbances.

Staff.

We have figures of the medical men for 228 of the hospitals. 
The total number is 714 doctors, being Chinese 413 and Foreign 
301. Figures of the nursing staff are available for 215 hos
pitals in which there are 956 nurses, being Chinese 713 and 
Foreign 243. There are also 3,023 pupil nurses and 94 nursing 
schools. We regret, however, to have to record that 12 hospitals 
are still without any nurses whatever and a further 11 hospitals 
are without a graduate nurse.

Beds.

In the matter of beds we have returns from 224 hospitals 
giving a total of 15,675 beds for in-patients.

Statistics.

These are available for 209 hospitals but, as noted above, 
from eight of them the figures do not cover the complete year. 
The? total of patients treated in the hospitals is 175,217 and the 
number of out-patient attendances is 3,133,672. Allowing about 
two return visits to each patient this implies that more than 
a million individual out-patients have received treatment.

We do not propose to comment further on these figures at 
present but we believe this summary will be of interest.
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THE PRAYER CYCLE

Copies of the new issue of the Prayer Cycle for 1931-1932 
should be in the hands of members of the Missionary Division 
before this number of the Journal reaches them. If copies 
have failed to reach any of the members will they kindly let us 
know. One or two changes and additions have come to us since 
the Cycle was printed. These will be found on the last page of 
the June and subsequent Journals. In another editorial will 
be found notes and summary of the figures therein contained.

THE PROGRESS OF CIVILISATION

Man of the stone age employed weapons which must have 
given rise to not a few bone lesions but the^ must have been 
scarce as compared with the dangers to limb and skull of an 
industrial civilization and the modern employment of motor 
traffic. It has been left to the Twentieth Century to demonstrate 
the need for special courses in the treatment of fractures and 
traumatic lesions.

Our old friend Dr. Edward Hume sends us notes of such 
courses, intensive courses lasting for one week only, at the New 
York Post-Graduate Medical School and Hospital, New York. 
As modern civilization has come to China along these same lines, 
as note the records of emergency surgery in the reviews of 
the Shanghai hospitals, such courses may be welcome to surgeons 
returning home on furlough. Particulars of the courses can 
be obtained from the Post-Graduate Medical School which is 
now part of the Columbia University.
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DR. H. M. McCANDLISS

We greatly regret to have to announce the death of one 
of our oldest and most esteemed members, Dr. H. M. McCandliss, 
who retired a few years ago after over forty years work in the 
Island of Hainan. One of his sons, Dr. R. J. McCandliss, is 
on the staff of the Hope Hospital, Hwaiyuan. We hope to be 
able to publish a fuller notice of Dr. McCandliss in the next 
issue of the Journal.

A n n o u n c e m e n t

HACKETT MEDICAL COLLEGE

Dr. Ross Wong, professor of surgery and anatomy at 
Hackett Medical College and Affiliated Institutions, has been 
elected president to succeed Dr. J. Allen Hofmann. This 
announcement was made by Dr. Kwaan Seung Woh, Chairman 
of the Board of Directors, on June first, and met with enthusi
astic applause from both staff and student body. Dr. Wong 
had his medical education at Queen’s. He has been since 1925 
in the Department of Surgery at Hackett, and comes into his 
new position with the strong support of his coworkers.

Dr. Hofmann leaves shortly for furlough and Dr. Wong 
assumes office at once. The office of president of Hackett in
volves the administrative responsibility of Hackett Medical 
College, David Gregg Hospital, Turner Training School for 
Nurses, and the Yau Tsai School of Pharmacy,
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Hospital and College Reports

THE MOUKDEN MEDICAL COLLEGE. 1930. C.S. F. M.
TWENTY-FIRST ANNUAL STATEMENT 

Dr. W . H. Gow, P rin cip a l: Dr. S. A . Ellerbek, Dean.

Students 97 (23  women and 74 men) Graduates to 1929, 176
I

This is quite one of the most interesting College reports 
that has been issued in this country and is beautifully illustrated.

The report opens with a brief introductory statement giving 
in a few words the Aim, Methods, Support and Results of the 
work of the College.

The account of the year’s work is given under five sections: 
Women and Medicine, Evangelism and Medicine, Our Graduates, 
Student Activities, and Staff Activities.

The past year was memorable for the graduation of the 
first women students, three in number, marking a development 
in the work in Manchuria whteh is very notable. There are 
now 23 women students in the College. A very interesting 

' account is given of medico-evangelistic tours conducted by the 
staff and students during the summer. As these trips carry 
parties into areas little touched by medical work, we would 
suggest that a medical report of the work done and of the types 
of disease treated would be of real value.

One of the most interesting sections of the report is that 
dealing with the work of the medical graduates. In connection 
with this a map is published showing the present distribution 
of the college doctors throughout Manchuria and is so striking 
that we are reproducing it here. The wide distribution of these 
men all over the province is most encouraging.

It is good to know that actual expenses have been satis
factorily met even in these bad years but a substantial increase 
to the annual income is much needed.
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M i n , 373 . W o .Mi.n , 3 .

Dieu since graduation, 7.
Total number of graduates alive. J6!>

L o c a t i o n  n o t  s h o w n  o n  t h i s  m a p , 21. 
Outside Manchuria —

H o p e i ............................................................... 1
Peiping (Peking) 7
Shantung . . . . . 3
Shanghai ...............................................  1
K orea  ..................................................... 1

Location uncertain, (on  Mil tary S ervice, 
e t c . ) ...............................................................s

■li

T o t a l ,
In MUttion S erv ice  
In G overn m en t or other H ospital 
In Private Practice 

C o l i / : g s  S t a f f -7
W e s t e r n ..............................................t 10
Chinese . . .  . . lti

C h in  ( sk  S t a f f —
DoinK Post-G radu ate Study in Britian . 
D oing  P ost-G radu ate Study in’.China .

LO C A Ti'il o n  t h i s  MAI’ , 14b.

O  in Mission S erv ice .
+  in Private Practice.
A  in G overnm ent, M unicipal, lia ihvay  or 

Military Hospitals.
□  W om en G raduates.

5 }iti ! -K M .

P k l s e n t  S t u d e n t s —
W e n .....................................
W om en  . . . .  
G raduating Class for 1931.

— 97

=18.
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PENNSYLVANIA MEDICAL SCHOOL BEING THE MEDICAL 
DEPARTMENT OF ST. JOHN’S UNIVERSITY, SHANGHAI.

ANNOUNCEMENT NO. 33. 1930-11)31.

The Announcement in addition to the information usually 
provided gives a brief history of the Medical School which was 
founded by Dr. H. W. Boone in 1880. Notes are also given of 
the Laboratories and Museum at Jessfield; of the Medical School 
Library at St. Luke’s; and of the Hospital and Clinical 
Instruction at St. Luke’s and St. Elizabeth’s Hospitals.

WOMAN’S CHRISTIAN MEDICAL COLLEGE, WEST GATE, 
SHANGHAI. SEVENTH ANNUAL ANNOUNCEMENT.

1931 -1932

In addition to the usual details of instruction and courses 
offered in the different departments, this announcement gives a 
brief history of the College and some details of the five years 
programme for the proposed rebuilding of the hospital. The 
announcement is well got up and very freely illustrated.

CLINICAL REPORT OF THE TSAN YUK HOSPITAL 
AND OF THE MATERNITY BUNGALOW, 

GOVERNMENT CIVIL HOSPITAL
Being the work of the School of Midwifery of Hongkong University  

for the year ending April, 1930. Prof. R. E. Tottenham, Drs. D. K. Pillai,
S. K Kam.

The authors are to be congratulated on another very success
ful year. The report is divided under the following heads: 
Maternity, Gynaecology and Report on Gynaecological specimens.
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The number of maternity eases is not quite so high as that 
of the previous year but totalled 1616. The consistently low 
mortality rate is continued and in the Tsan Yuk Hospital has 
reached the remarkably small figure of 0.17 percent; while the 
morbidity rates of both hospitals are the lowest since 1925.

We note again the extraordinary absence of serious 
pelvic deformity necessitating operative interference. Only one 
caesarean section was done in the year under review and we are 
left wondering whether it was essential even in that case. 
Perhaps, however, one case of ruptured uterus might have been 
fairly included in the category.

Placenta praevia (11 cases) seems rather a high figure. 
The absence of any maternal mortality in these cases makes a 
fine record but the infant mortality of eight out of eleven is 
very abnormally high and some explanation of this should have 
been given.

The tables accompanying the report are excellent. We are 
sorry, however, to see vaginal hysterectomy even mentioned as 
an operation for prolapse, a worse treatment was probably never 
invented.

Possibly owing to Prof. Tottenham’s absence the general 
style of the report has suffered this year. There is no reason 
why caesarean section should be classed under haemorrhages or 
ruptured uterus under destructive operations on the foetus. 
The proof-reading has been carelessly done which is hardly 
fitting in a University publication. The use of the term 
“Mackenrodt’s ligaments” is greatly to be deprecated. There is 
surely enough difficulty already for the student in learning 
anatomy without adding more of these foolish names. Happily 
this one has not so far found access to the latest medical 
dictionaries and there is really no excuse for its use.
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CANTON HOSPITAL. 1924=1930
Staff, 1930. Drs. W . W . Cadbury (Med. Supt ) J. Oscar Thomson,

F. Oldt, A. C. Siddall, K. L. Hsu, R. L. L ancaster,
3 resident physicians and 2 internes.

N urses: Seven Chinese graduate nurses.

S tatistics (9 months, only part of hospital in use)

Jn-patients 555 Out-patients (individuals) 2,306

It is with very great pleasure that we have received a copy 
of a report of the Canton Hospital. This, the doyen of the 
hospitals in China now fast approaching the centenary of its 
existence, was closed some years ago by the action of tyrannous 
labour unions uncontrolled by the local authorities and at a time 
when the Central Government was powerless to avert the 
scandal. After three years suspended activity the hospital was 
re-opened, and now under the management of the Board of 
Directors of Lingnan University a reorganisation is being carried 
out which will, we trust, restore to the place its pristine glory 
and make it again one of the leading hospitals in China.

Plans are on foot for complete rebuilding and better still it 
is hoped that the reconstructed hospital will form part of a much 
needed scheme for medical education in South China. An appeal 
is made for financial assistance to replace the old buildings and 
we know of no more worthy object for support in the whole of 
China. We earnestly trust that this appeal will meet with the 
full response that it deserves.

The present report deals first with the steps taken to 
transfer the responsibility and management to the Board of the 
Lingnan University and this is followed by a brief report on 
behalf of the former Hospital Managers. There are one or two 
short departmental statements and this part closes with statis
tical tables of cases admitted during the past year. Finally 
there is a short section given to brief reports of the period of 
1924— 1928.

The pleasure at greeting the evidence contained in this 
report of a new and very promising start to the work of the 
Canton Hospital is tempered by the personal memory of the 
losses sustained during the interval period. Our early know
ledge of the place was closely associated with two who have been 
called away since the hospital was closed.
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Dr. J. C. Thomson was the oldest surviving pioneer of the 
early days and a valued contributor to the China Medical Journal 
when it was first founded in 1887. His cheery manner and 
hearty welcome made a visit to Canton always a joy and the 
freedom with which he could move through the city in times of 
great political disturbance was remarkable. The writer will 
never forget being escorted by him through the smouldering 
ruins of the streets near the hospital at the close of one of the 
Canton outbreaks.

Mrs. J. 0 . Thomson who worked with her husband in the 
city through all the troublous times was the first to welcome the 
writer to Canton some years ago. She was first among the many 
hospitable souls to make even travelling in China a pleasure to 
the stranger who felt no longer a stranger once he had entered 
her home, and one to whom a visitor then new to wandering 
felt a debt of gratitude that could hardly be repaid.

The memory of these and of others who have gone before 
ought to make an appeal for the support of the Canton Hospital 
an easy one.

GENERAL HOSPITAL, SHANGHAI. 1930.
Medical Superintendent Dr. C. Bennett.

In-patients 3,940. Out-patients 1 1,658. Casualties 660.

The report shows a decided increase in the number of 
in-patients and a very considerable increase in out-patients and 
casualties during the past year. Taels 28,226 was spent on 
behalf of indigent patients. The hospital is to be congratulated 
on acquiring a supply of radium (200 mgm), but its use is dis
appointingly small.

It is interesting to note that the principal admissions in 
numerical order of frequency were as follows: Appendicitis
(246), Fevers of Typhoid type (206), Dysentery (199), Fevers 
of Malarial type (198), Influenza (177), Bronchitis (122) and 
Tonsillitis (106).
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Typhoid and Paratyphoid are recorded in the proportion of 
144 to 60 and our old friend “Yangtsze” fever we note still finds 
a place with more credit to someone’s imagination than to his 
diagnostic abilities. In helminth infections Taenia solium is 
recorded 14 times and there are two cases of Trichiniasis. 
Laboratory examinations for malaria were made in 310 cases 
with 86 positives, 85 for P. vivax and one for P. falciparum, the 
latter case being probably not of local origin.

The V. D. clinics were largely attended and show a total of 
22,243 visits. The T. B. clinic attendancies were 1,326. The 
work of this latter clinic is especially admirable in the amount of 
preventive work it is able to accomplish for children and for its 
follow-up work in the homes of the patients.

HILL MEMORIAL HOSPITAL, TEIAN, HUPEH.
1930. W. M. M. S.

S taff: D rs. R. Bolton and S. K. Sung.

Nurses: Tw o Chinese graduates and io  student nurses.

In-patients 745. Out-patient attendances 6 ,844 .

The report is published under the caption “Still Carrying 
On” and it is impossible to read it without admiring the tenacity 
which has made such a caption possible. The year opened with 
civil war dragging on while “banditry, rampant and unchecked, 
such as even China has never known before, scattered any 
semblance of peace that might have remained.” “The main road 
to the railway was the scene, almost daily, of brigandage, 
kidnapping and even murder.”

Later the vanguard of the ‘red’ army came within three 
miles of the city. Even when things began to ease up dis
armament fights occurred in the city and crowded the hospital 
with wounded patients.

Of great interest is a section of the report on organisation 
showing the success that has attended the work of the local 
Hospital Board.
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The report is a fund of amusing incident'most racily told 
but we begin to wonder whether the doctor has set out to ‘cap’ 
the stories in the Hankow Union Hospital report. In our review 
of that report we noted a case where a beheading squad had 
failed in efficiency and the hospital had cured the victim. Here 
we hav6 an account of a shooting squad which similarly failed 
and the resurrected  victim was restored to health in the hospital. 
Hankow will have to look to its laurels in its next report.

The report closes with a classified list of diseases and a 
financial statement.

THE BRANCH HOSPITAL, SUICHOW 
Included in the Teian Report

M edical Assistant. Dr. S. P. Li.

Nurses. Three Chinese graduates and five pupil nurses.

In-patients 455. Out-patient attendances 2 ,8 2 9 .

Suichow lies some forty miles north of Teian and has had 
to meet the same military and bandit troubles as the latter place.

The. success of this work under these very trying circum
stances may be gauged by the fact that one army officer gave a 
thank-offering of $5"00 and a similar sum was given by the Local 
Government.

SUSAN TOY ENSIGN MEMORIAL HOSPITAL, NANCHANG, 
KI. 1926=1930. M. E. F. B.

S ta ff: Drs. S .C .W u  (M ed. Supt.), G.T.BIydenburgh, W .E .L ib b y , L .S.Liu.

N urses: Two Foreign, four Chinese graduates and 13 student 
nurses.

1930 statistics. ln=patients 1 ,117 Out-patient attendances 17,649

This is a bulky booklet of no fewer than 80 pages, review of 
which is extremely difficult from the fact that a separate report 
is printed for each of the 5 years with the texts of the reports 
in one part of the volume and the statistics for the different
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years scattered over another part. We doubt the wisdom of this 
plan as it is hardly probable that many people will sit down and 
read through a series of reports whereas one report covering the 
whole five years with the statistics of the different years put 
immediately in sequence would have had a much wider appeal.

The growth of the in-patient work has been very steadily 
increasing during the yearg under review and 1930 saw the 
largest number on record, despite the very difficult times neces
sitating the foreign staff leaving on two occasions on account 
of bandits. With the bandit menace, also, has come difficulty of 
finances owing to the wealthier classes leaving the district for 
safer places, the greatly increased cost of living and the 
depreciation of exchange.

Classifications of diseases and lists of operations for differ
ent years are given separately at the end of the report.

A specially interesting section of the report is that devoted 
to leper work. The Chinese Mission to Lepers with thé help of 
local support has now erected buildings near Nanchang for a 
leprosarium on a beautiful hill-top three miles south of the city. 
The management of the leper hospital and the nursing care cf 
the lepers are in the hands of hospital trained people.

ROBERTS MEMORIAL HOSPITAL, TSANGCHOW, HOPEI.
1930. L. M. S.

Drs. J. Howard W righ t, G. W . M illedge, T. K. Cb’ai.

N urses: One Foreign, 4 Chinese and 12 student nurses.

In-patients, 533. Out-patient visits, 9 ,457-

The report tells of work steadily and successfully carried 011 

in the face of disturbed political conditions. A generous gift 
has been received for the development of a Health Centre, 
Ante-natal clinic and Maternity work on the premises of the city 
church and for six months of the year this clinic has been carried 
on.

An interesting retrospect of the work for the past ten years 
is given in the Matron’s Report, where indeed it properly belongs
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for the greatest improvement in hospital conditions in this 
country in the past ten years is due to the organisation of nursing 
services and the changes that have naturally followed on this. 
The spirit of progress is still in the air and we have the line 
promise in this report of still more rapid advance in the decade 
before us.

With the report, but published separately, are interesting 
anatomical and etiological classifications of the diseases of 
in-patients and a list of operations -and laboratory examinations.

GENERAL HOSPITAL, TSINGKIANGPU, KU. 1930. P.S.
Staff: Drs. James B. Woods, Sr., L. Nelson B ell, C. T. T s ’ao,

C. S. C h ’ien, I. P. Wu.

N urses: Tw o Foreign, 7 Chinese graduates and 29 pupil nurses.

In-patients; 3,041. O ut-patient attendances. 72,628.

This is an interesting little report giving a brief account of 
the hospital, its progress and needs. Work has been maintained 
throughout the year despite often very adverse conditions due to 
banditry and civil war. Indeed the hospital has been able to 
maintain a remarkable amount of cooperation with the officials 
and local groups'and has reserved ten beds for the treatment 
of opium addicts sent in by the magistrate.

The striking feature of the report, however, is the over
whelming increase of kala-azar patients. For 1929 a total of 
only a few over 300 of these were treated. In 1930 over 3,000 
were dealt with in the special kala-azar department, making this 
hospital the great kala-azar centre for China. As many as 
767 patients were at one time being treated and in the month of 
October nearly 6,000 dispensary attendances by kala-azar 
patients were made. We wish that the writer had given us 
some indication of the reasons for this sudden and enormous 
growth of cases of this disease.

It is interesting, however, to note the following sentence in 
the report: “ This remarkable growth will probably not be
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permanent as many Chinese with more or less training, usually 
less, are scattered throughout this region also giving injections 
and claiming to cure this disease.”

Four pages are given to small items entitled “Notes of 
Interest.” These are fine and are a real addition to the attrac
tiveness of the report. We wish we had room here to quote 
some of them; possibly we may manage this later.

LAOLING HOSPITAL, SHANTUNG. 1930. U. M.

V isitin g  Surgeon: Dr. F. R. Craddock. 

ln=patients 433. Out=patient attendances 7,939 -

This is a brief report of the hospital of which the late Dr. R. 
Hadden was superintendent for some time until his removal 
south followed shortly after by his unexpected demise.

The work of the hospital has naturally suffered from this 
despite periodical visits by Dr. Craddock, the difficulties of 
which are humorously pictured here. It is hoped that a qualified 
Chinese doctor may shortly be appointed to the post.

The report contains short tables of Surgical and Medical 
conditions and ends with a financial statement.

It is interesting to note that apart from gun-shot wounds 
the commonest affection treated in the hospital is Tuberculosis 
of Bone. Anthrax would appear to be unusually common, 
4 cases out of an admission of 298 for surgical affections. But 
most striking of all is that nearly 10 per cent of surgical cases 
are entered as “Cancer.” Some fuller explanation of this ought 
to be forthcoming.
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HOPE AND WILHELMINA HOSPITALS, KULANGSU, AMOY,
1930. R .C .A.

Sta ff: Drs. Holleman, Yung, Shih, Chen.

Nurses: One Foreign, five Chinese graduates and. 14 student nurses.

In-patients 1,275 Out-patients 5,6 oo

Amoy has not belied its reputation as a centre for typhoid 
and appears during the past year'to have been suffering from 
an unusually severe epidemic of this disease. The report refers 
also to the frequency and severity of beri-beri in this region 
which the writer believes to be on the increase.

There is an interesting list of in-patient diseases which 
would be of still greater value if some sort of classification were 
introduced.

The report is issued in a bilingual form.

ST. ANDREW’S HOSPITAL, LINGCHINGTSUN, KIRIN.
1930. KOREA MISSION OF U. C. C.

Drs. Dr. M. Black, K. S. Kim.

N urses: One Foreign, two Korean nurses, 6 pupils.

Beds, 27 . In-patients, 316 . Out-patient attendances, 7 ,071.

The report opens with a brief statement of the location of 
the hospital which is situated in the province of Kirin and lies 
in the corner between the borders of Korea and Siberia. The 
larger half of the population of this area is Korean and the 
hospital was primarily established to meet its needs. About 
two thirds of the in-patients are Korean and one third Chinese. 
Local factors in the district, depressed economic conditions, and 
an increase of communist activities have adversely affected the 
work of the hospital during the past year both as regards the 
number of patients and income.

The report, which is a very attractive one, contains an 
interesting series of notes on medical cases which give a valuable 
indication of some of the diseases met with frequently or rarely
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in this district. From these we note the same high incidence of 
tuberculosis that confronts us in most parts of China; also the 
absence of osteomalacia from diagnoses in the past four years, 
although the disease has been especially looked for and the 
district lies in the northern belt of the affection.

Thé report contains * a detailed classification of diseases 
which is of very great value as it includes out-patient as well as 
in-patient records. We agree with Dr. Black that the classifica
tion is not perfect but it is clear and inclusive and we hope that 
with the experience obtained by its use such necessary changes 
may be introduced as to make it satisfactory to all. This could 
be an excellent subject for discussion at our next Conference.

A  particularly interesting and detailed table. of cases of 
malignant disease seen during the past year adds still more to 
the value of this report.

H A M H E U N G  M IS S IO N  H O S P IT A L , K O R E A . 1930. U .C .C .  

S ta ff: Dr. Florence M urray and two Korean doctors.

N urses: One Foreign, three Korean graduates and eight pupil nurses, 
Beds 49. In-patients 446. Out-patient attendances 10 ,692 .

The report opens with a brief account of the hospital, 
followed by a review of the year’s work which has been in many 
ways one of the best that the Hospital has had. An X-ray plant 
has been installed in the course of the year and is giving good 
service.

We note that pulmonary tuberculosis continues to be very 
common and hookworm infestation is on the increase. Again 
we note the apparent frequency of cancer of the stomach in 
Korea, ten cases out of a total of 17 of malignant disease.

The report closes with an excellent classification of the 
diseases of in-patients and a list of operations.
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Current medical Literature

IMMUNIZATION AGAINST THE INFECTIOUS DISEASES 
OF CHILDHOOD

We can now state also that diphtheria is an entirely prevent
able disease. Diphtheria antitoxin has enormously diminished 
the death rate among those attacked by the disease. It is an 
almost certain cure if given very early during the attack; but 
there occurs altogether too frequently some delay in its adminis
tration, so that its beneficial possibilities are not realized. This 
delay may be due to negligence on the part of parents or 
hesitation on the part of the doctor, but the child patient too 
often pays for it with his life. Antitoxin does not cure or 
prevent the' condition of “carrier.” “Carriers” are people who, 
without being sick themselves, carry about the germs of 
diphtheria in their throats or noses and innocently distribute 
them among persons with whom they come in contact. Con
sequently something new was needed in the fight against 
diphtheria, great though the advance had been. This was found 
in the toxin-antitoxin mixture, evidence concerning which 
suggests that it is capable of immunizing for many years those 
to whom it is administered, possibly for the remainder of their 
lives. The newer preparation known as diphtheria toxoid is 
probably even better. Neither of these preparations, however, 
can be relied upon absolutely to immunize everyone to whom it 
is given; and the administration of either of them should always 
be followed by a Sehick test to find out whether immunity is 
complete or not. If not, additional injections should be given. 
It cannot be too strongly recommended to parents that they have 
their children immunized against diphtheria by this means. It 
is believed possible in this way not only to check the prevalence 
of diphtheria, but after a time absolutely to eradicate it. In 
fact, several American communities have already practically 
reached this goal after persistent efforts to get every child in 
the city immunized. Naturally this should be done at an early 
age. While it is better to do it when or after the child enters 
school than not at all, the preschool age is the period during
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which the greatest danger from diphtheria occurs, and it is 
advised that the injections be given as soon after the age of six 
months as possible.

Health News, U. S. Public Health Service,
Decem ber 2, 1980.

MANIPULATIVE REDUCTION OF CRUSH 
FRACTURES OF THE SPINE

R. W a t s o n  J o n e s ,  M.Ch. Orth., F.R.C.S. Eng.

The object of this paper is to record— it is believed for the 
first time— a method of reducing crush fractures of the spine, 
safe enough and simple enough to be capable of universal applica
tion, and of giving successful results in the hands of any 
practitioner who knows the rudiments of plaster work. It has 
the value of requiring no anaesthetic, no apparatus, and no 
skilled assistance, and can be applied as effectively in a private 
house in the country as in a fully equipped hospital.

Once the compact layer is broken very little force is neces
sary to make the vertebra collapse, and an equally small force 
applied in the opposite direction will open up the cancellous tissue 
again. Moreover, the interlocking of the segments of a fully 
extended spine is so close that the trunk above and below the 
level of fracture provides a pair of unusually powerful levers.

We have, in fact, found in practice that if a patient with a 
crush fracture of the vertebra, within a few days of the injury, 
lies prone with hyperextended spine, supported only by his arms 
at the side of his head and by the front of his thighs and legs, 
leaving the trunk entirely unsupported, body weight alone is 
sufficient to restore the vertebra to its original shape and give 
perfect anatomical reduction. Completely successful results 
have been secured by this very simple method, even ten days 
after the injury, but the ideal time for reduction is the first day. 
The method involves no manipulation, no trauma, and no 
anaesthetic, so that there is no danger of increasing the shock.
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The shock, in fact, begins to disappear as soon as the plaster is 
applied, because only then is the patient free from pain, and only 
then can he be moved in comfort. Not until the plaster is 
applied is the danger of cord injury avoided, and if there is 
already paraplegia the only hope of recovery lies in immediate 
relief of pressure. Moreover, it is the recumbency of the first 
few days which may precipitate pulmonary congestion and 
pneumonia, and the sooner it is possible to change the patient’s 
position regularly and frequently the more certainly is pulmonary 
complication avoided.

M e t h o d  of  R e d u c t io n

Not only is a general anaesthetic quite unnecessary, but the 
position required can be maintained much more easily by a 
conscious than by an anaesthetized patient. Although complaint 
is made of aching and discomfort in the arms where the weight 
of the trunk is borne, none of the patients complained of pain in 
the back.

One-quarter or one-third of a grain of morphine is given 
half an hour before.

Two tables are arranged end to end, with a space between 
slightly greater than the length of the patient’s trunk. The 
front table is raised on blocks or chairs so that it is about two 
feet higher than the other; although not essential, it is an 
advantage to use an operating table of adjustable height, so that 
the hyperextension can be attained gradually by screwing up 
the table after the patient is in position. Throughout treat
ment, flexion of the spine must be avoided. The patient is 
therefore lifted face dowmvards on to the lower table, and a 
double layer of stockinette pulled over the trunk and stitched 
over the shoulders and beneath the perineum. The spinous 
processes and the iliac crests may be further protected by small 
pads of adhesive felt, but it is essential that the plaster should 
fit very closely; bulky padding with wool or felt is to be avoided. 
A  closely fitting woollen bathing costume is an excellent sub
stitute.

The patient is now assisted into such a position that he 
is gripping the edge of the higher table with his abducted arms, 
the head resting on a small pillow. The lower table supports 
his lower limbs as high as the upper thigh, but between the
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groins and the neck there is no support. In this position he is 
unable to prevent his spine from gently sagging into full hyper
extension. The plaster is applied at once, and is well moulded 
to the curve of the spine, the sacrum, and iliac crests. The 
rubbing in of layer after layer of plaster gives just sufficient 
pressure to ensure that the normal limit of hyperextension has 
been reached; beyond this no manipulation of any sort is em
ployed. The plaster should extend up to the neck, and although 
it may be cut out below each axilla to allow free arm movement, 
none must be removed from the front of the thorax. It extends 
well over the sacrum and down to the level of the trochanters 
and symphysis pubis, with a small area cut out over each groin 
to allow flexion of the hips. If the plaster is a good, closely 
fitting one it is not necessary, even in lumbar fractures, to 
include either hip, and we strongly deprecate the suggestion 
that these patients should remain recumbent in a plaster bed or 
frame.

A f te r -T r e a t m e n t

As soon as the plaster is dry the patient is encouraged 
to move about in bed, and is turned frequently to avoid pulm
onary congestion. Wasting and hypotonicity of the spinal 
musculature must be avoided. From the second or third day in 
uncomplicated cases definite exercises for the erector spinae are 
practised at regular intervals. The patient should lie prone and 
lift the head from the bed against resistance. Each lower 
limb should be lifted with the knee straight by hyperextending 
the hip. These exercises involve energetic contraction of the 
erector spinae, and despite the plaster jacket a patient can 
maintain a better muscular tone in this way than he could if 
any amount of massage and electrical treatment were possible.

After ten days the patient may get up and walk for in
creasing intervals. We regard this as a very necessary part of 
the treatment, not only because it still further assists in main
taining muscular tone, and establishes the free circulation which 
is essential for rapid union, but because it restores the patient’s 
mentality to normal. The sooner a man is dispossessed of the 
notion that “his back is broken” and that he “will never walk 
again,” the more certainly is subsequent functional disturbance 
avoided.
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Protection of the vertebra is necessary for four months. 
If exercises are being constantly practised the plaster should 
be retained for the whole of this time. After sixteen weeks 
movements of the spine itself are practised, and if a normal 
musculature and a normal circulation have been maintained 
there will be no difficulty in restoring full movement. Manipula
tion to break down intermuscular adhesions will not, as a 
rule, be necessary. Within six months he should be capable of 
resuming his normal occupation.

R e s u l t s  of  T r e a t m e n t

During a two-year period sixtyfive cases of fracture of 
the vertebral bodies have been seen either privately or in 
hospital. Manipulative reduction was attempted in seven cases 
where the injury was of less than one month’s duration. In 
one, of three and a half weeks’ duration, paraplegia was present 
with urinary infection already well established, and the patient 
died of uraemia four weeks later. The other six men were 
seen within a few days of the injury, and in each case reduction 
was completely successful. Anatomical reposition of the com
pressed vertebra was secured with a normal range of movement. 
In two cases there was slight ossification of the anterior common 
ligament with the formation of a symptomless spur, but no 
osteo-arthritic changes have supervened.

B. M. J., February 21, 1931.
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Book R e v i e ws

TEXTBOOK OF HUMAN EMBRYOLOGY. C. S . S i m k i n s .  F. A. Davis
Co. Philadelphia, 1931. Price G$4.Ei).

The author has written this book primarily for students interested 
in the development of the human body. The survey which is given sup
plemented by an excellent bibliography, certainly fulfils the object of 
the writer.

The contents of the book are well balanced and the description is 
enhanced by the excellence of the illustrations. It is refreshing to find 
in a textbook of embryology illustrations taken in the main from actual 
specimens and from specimens which are well known from such works 
as the contributions of the Carnegie Institute. The use of diagrams, so 
commonly used in other textbooks of embryology to explain conceptions 
non-understandable from the examination of the actual specimens is 
reduced to an absolute minimum. The diagrams where used, with the 
exception of Fig. 57, are reasonable interpretations of actual conditions.

The book gives a condensed account of the latest advances in the know
ledge of the subject. The descriptions of the development of the various 
organs are taken from well known writings with the result that a student 
can at once use the book as a foundation leading him to further studies, if 
the bibliography is used in conjunction with it.

The difficulty of writing a good general account of developmental 
changes is very great. In the first fifty pages of the book the writer 
has given a brief account of such subjects as menstruation, ovulation, 
fertilisation and the general problem of the physiology of reproduction. 
Each of the subjects could be spread over a very much larger space than 
has been given to them; and yet the account is adequate for the purpose 
of the writer. Again in the chapter devoted to the development of the 
nervous system, the writer has succeeded in covering the field sufficiently 
to give the student the necessary introduction to wider study. Further
more in this chapter although the account of the development of the 
various parts such as the telencephalon is admittedly inadequate, the 
selection of his material from such writings as those of Hines, Bartelmez, 
Streeter and others, guides the student to a desire for further information 
from the fuller descriptions to be found in the Carnegie contributions and 
other writings.

What has been said of the chapter on the nervous system is equally 
applicable to the chapters dealing with the other systems. The treatment
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of the development of the blood vascular, the digestive, genito-urinary and 
other systems is dealt with on the same general lines by a judicious 
reference to the best works -on the subject.

The book is well written and very well illustrated and supplies a 
definite want in giving the student something fuller than the diagrammatic 
and sketchy accounts given as an introduction to many textbooks of 
anatomy.

J. L. S.

PRACTICAL DIETETICS IN HEALTH AND DISEASE. By S a n f o r d

B l u m ,  A . B . ,  M.S., M.D. Fourth, Revised and Enlarged Edition.
Published by F.A. Davis Company, Philadelphia, U.S.A. Price G$4.00.

Tht fact that this work has required the publication of four editions, 
including the original production in 1923, indicates that it fills a definite 
need.

The book is divided into two parts, a Dietary for Adults, and a 
Dietary for Infants and Children. In the former a large number of 
conditions of health and disease are provided for, each with its appropriate 
list of Foods Allowable and Foods to be Avoided, together with typical 
meals and full notes. The headings, in large type at the tops of pages, 
include most of the ordinary diseases in which care in diet is an important 
factor. Some such headings are;— Under Anemia a section is for an 
18-year-old girl, with anaemia secondary to residence in the tropics. 
Under Obesity a sample diet is given for a woman stenographer with 
incipient cardiac and renal affactions.

Considerable space is allowed to a valuable discussion of diets in 
Diabetes; while Anaemia, Indigestion, Nephritis, &c., receive ample 
attention under various subheadings. Rheumatism seems to be omitted.

The second part, devoted to Dietary for Infants and Children is 
divided into diets for health and those for disease. The instruction given 
for feeding of infants is very complete, and free from fads. The book is 
of considerable value, and is well turned out.

J. L. H. P.
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AN INTRODUCTION TO MEDICAL HISTORY AND CASE TAKING.
By G e o f f r e y  B o u r n ,  M.D. (Lond.) F.R.C.P. Published by E. & S.
Livingstone, Edinburgh, Scotland. Price— Five Shillings, Net. Postage
Five Pence.

There is no lack of books published dealing with Physical Exam
ination, and including schemes of Case Taking. Each one of these books 
has some particular distinction of its own.

The present author finds that the majority of them are so large, and 
so complete in detail, that it is all but impossible for the ordinary student 
to read through them. In consequence he has endeavoured to produce a 
book which, in its sections dealing with History Taking, Physical Ex
amination and Diagnosis, is readable, and also is short but adequate for 
the student commencing clinical work. Sections on Prognosis and Treat
ment, written on very broad lines, complete an interesting and useful book.

The distinction of this book, in the Reviewer’s eyes, lies in its. sim
plicity, and even more in the stress that is laid on History Taking. In 
his experience the young Chinese Houseman generally lacks interest and 
care in case taking, and more especially pays little attention to the 
patients’ medical history. He also places too great a reliance on Laboratory 
Findings.

The book is recommended to those concerned with the clinical teaching 
cf Chinese medical students. The text abounds with neat and apt sug
gestions for the student. The printing is clear, and the book of a 
convenient size.

J. L. H. P.

W A N T E D

Recently qualified Chinese Do
ctor wanted for a men’s hospital. 
Particulars from.

D r .  T .  C h a l m e r s  B o r t h w i « k ,  

Rankine Memorial Hospital, 
I’Chang. Hupeh.
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NEW MEMBERS PROPOSED

Nordlund, Mildred E. M.D. (Rush) S. A. M. C. Siangyang, Hup.

Proposers: Dr. J. Preston Maxwell 

Dr. James L. Maxwell

Yang, M. T. M.D. (S’hai) Weihwei Hospital Weihwei, Ho, 

Proposers: Dr. J. C. McCracken,

Dr. H . H. Morris

Liu King-ban M.D. (Changsha) M. E. F. B. 

Proposers: Dr. Hyla S. Watters. 
Dr. R. E. Brown.

Wuhu, An.

MacKinley, Robert, M.D. (Tor) U. C. C.

Proposers: Dr. R. G. Sfcruthers,

Dr. James L. Maxwell,

Weihwei, Ho,

NEW MEMBERS ELECTED

Antung, Feng. 

Chacang, Foochow, 

Hinghwa, Fu. 

Kachek, Hainan.

Dr. M. Nielsen. D. M. S.

Dr. J. L. A . Webster, C. M. S.

Dr. E. N. Call um, C. M. S.

Dr. E . Morse, P. N.


