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THE STORY OF NICHOLAS CULPEPPER 
ASTROLOGER— PHYSICIAN*

by
R u d y a r d  K ip l in g  

Fellow=guests, —I don’t know how it is with you, but, when 
a medical man approaches me in the language of compliment, 
I am filled with an uneasy suspicion that somebody’s tobacco is 
going to be rationed. That possibility, however, is behind us 
for this evening, so we can the better appreciate Colonel 
MacArthur’s flattering diagnosis of our several virtues and 
merits. Some of us must have all of the symptoms indicated. 
I have one. I am a story-teller

Lord Dawson, members of the Royal Society of Medicine, 
gentlemen, and ladies, will you lend me your patience while 
I tell you a perfectly true story?

Nearly 300 years ago there was an astrologer-physician 
called Nicholas Culpepper, practising in Spitalfields. And it 
happened that a friend’s maid-servant fell sick with what the 
local practitioner diagnosed as plague. Culpepper was called 
in as a second opinion. When he arrived the family were 
packing up the beds, preparatory to going away and leaving the 
girl to die. He took charge. There was no silly nonsense about 
looking for the characteristic plague tongue. He only asked at 
what hour the young woman had taken to her bed. That gave 
him, as I need not tell you, “the hour of the decumbiture.” He 
then erected a horoscope, and “inquired of the face of the 
Heavens how the malady might prove.” The face of the 
heavens indicated it was not plague but just small-pox, which 
our ancestors treated almost as lightly as we do. And small-pox 
it turned out to be. So the family came back with their bedding, 
and lived happily ever after; the girl recovered; and Culpepper

*Toid in Responding to the Toast of “The Guests" a t  the Annual  
Dinner of the R oyal Society of Me dinne.
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said what he thought of his misguided fellow-practitioner. 
Among other things, he called him “a man of forlorn fortunes 
with sore eyes.”

Preposterous as all this was, you must remember that 
Culpepper justified his practice by the theory that “this creation, 
though composed cf contraries, is one united body, of which man 
is the epitome, and that he, therefore, who would understand 
the mystery of healing must look as high as the stars.”

That was a distorted shadow of the ancient idea that the 
universe is one in ultimate essence—which essence is sustained 
and embraced and interpenetrated by a creative motion or inner 
heat—the pneuma of certain Greek physicians, who practised 
500 years before St. Paul preached at Athens. It was a noble 
belief, but it did not prevent Dr. Culpepper from using a 
pharmacopoeia and therapeutics that would have made a West 
African witch doctor jealous. And when' he came across any
thing that he did not understand, or that Aristotle had not 
provided for, he put it down to “influences” or “emanations”— 
same as you do a common cold.

But if he could return to earth to-day and see how things 
have progressed in the mystery of healing I fancy he would be 
quite at ease in your Zion. He believed in the transmutation of 
metals. He could be shown that in full blast at a Royal Society 
soirée—with emanations. He would find that the essential 
unity of creation is admitted as far forth as we have plumbed 
infinity; and that man, Culpepper’s epitome of all, is in himself 
a universe of universes, each universe ordered—negatively and 
positively, by sympathy and antipathy—on the same lines as 
hold the stars in their courses.

Consequently, he would not be astonished to see men snatch 
out of the air an influence—an inner heat or pneuma— of which 
they know no more than that it visibly warms, lights, and works 
for them, and, invisibly, transmits their speech and vision to 
one side of the world on the instant that they themselves speak 
or look from the other. And the news that unknown influences 
from out of the skies lash and tear through all matter every
where at all times would be received by him with perfect calm.

Being an astrologer, he would, of course, go to Greenwich 
Observatory, to learn more about those influences. There he 
would be given monographs on terrestrial magnetism—its 
daily and seasonal tides the world over, magnetic storms, sun
spots, auroras, and so forth, but all discussed without any
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relation to the severity or incidence of prevalent epidemics and 
diseases. From Greenwich he would certainly push on to the
B.B.C., who would tell him that there are unknown heavenly 
influences which prevent millions of bold youths and blushing 
maidens from hearing the music they would dance to—influences 
which at times cause the spoken word to die out under the 
stars as the note of a rubbed finger-bowl dies when the hand 
is lifted.

Presently—for he was always stronger on theory than 
research—he would fetch up among the laboratories where, if 
he was as lucky as I was this summer, he would be shown 
marvellous films of infected tissue being subjected to the 
influence of an influence called radium. Then, I fancy, the fun 
would begin. Up to that point, he would find the main axiom 
which he had quoted three centuries before accepted, proven, 
and in use: the influence, the inner breath, the pneuma—not 
only exceeding all bounds of wonder and belief in its proper 
manifestations, but, under the name of electricity, piping and 
singing in the marketplace on a commercial basis.

So, as with his small-pox case, his first question after he 
had seen the films would be: “What was the aspect of the 
heavens at the time these phenomena occurred?” He would 
take it for granted that, with the whole universe alight to signal 
some tremendous secret to mankind, men would naturally look 
as high as the stars. And what answer would he get? When 
I asked a similar question of a man of science lately he said: 
“You’d better see a doctor.” I told him that, with any luck, I 
expected to see ever so many of them before long. That ex
pectation having been fulfilled to-night,I want to ask you some 
questions.

Isn’t it likely that the multitude and significance of the 
revelations heaped upon us within the past few years have made 
men in self-defence specialize more and more narrowly? 
Haven’t we been driven headlong to abandon our conceptions 
of life, motion, and matter? And isn’t it human that in that 
upheaval men may have carried off each his own cherished pre
possession and camped beside it—just as refugees do after an 
earthquake ?

Is it then arguable that we may still mistake secondary 
causes for primary ones, and attribute to instant and visible 
agents of disease unconditioned activities which, in truth, 
depend on some breath drawn from the motion of the universe—



556 The China Medical Journal

of the entire universe, revolving as one body (or dynamo if 
you choose) through infinite but occupied space? The idea is 
wildly absurd? Quite true. But what does that matter if any 
fraction of any idea helps towards mastering even one com
bination in the great time-locks of Life and Death?

Suppose, then, at some future time when the bacteriologist 
and the physicist are for the moment at a standstill, wouldn’t 
it be interesting if they took their problem to the astronomer, 
and—in modern scientific language, of course—put to him 
Nicholas Culpepper’s curious question: “What was the aspect 
of the heavens when such-and-such phenomena were observed.”

FOREIGN BODIES IN T H E ESOPHAGUS*
J. H ua L iu , M.D.

D epartm ent of Otolaryngology,
Peking Union Medical College, Peping.

According to statistics of our own experience cases of 
foreign bodies in the esophagus are much more frequent among 
the Chinese than of foreign bodies in the air passages. Clinical 
recognition of foreign bodies in the food passage is clear both 
to the patient and to the physician, but this is not the case with 
foreign bodies in the air passages. Foreign bodies in the food 
passages prevent the swallowing of food, a condition which is 
regarded more seriously by a patient than the dyspnea, cough, 
and fever which sometimes follow the presence of a foreign body 
in the air passages. Cases of foreign bodies in the air passage 
are rarely seen for treatment unless there is a definite history 
or unless toxic symptoms have already developed. In the course 
of routine physical examination of the chest by Roentgen ray 
we once saw a Chinese woman doctor with a sewing needle in 
the right lower lobe bronchus. She did not remember having 
inspired such an object, had never had any symptoms, and, in 
spite of the fact that she was told of the needle in her bronchus, 
she did not ask us for advice. There are many such cases with 
no history of having inspired a foreign body into the respiratory 
tract. I have also known persons with a definite history and 
symptoms who were yet unwilling to be treated. Although our 
record does not show any considerable number of foreign bodies 
in the air passage, we believe that foreign bodies are inhaled

* Presented a t the X lX th  B iennial Conference of the China Medical 
Association Shanghai, February 1929.
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into the respiratory tract as often as they are swallowed in the 
esophagus.

Since my report in January 1928 of the foreign body cases 
which had been treated in the Peking Union Medical College 
Hospital we have had fifteen more cases. Of which thirteen 
were in the esophagus and two in the air passages. The thirteen 
cases of foreign bodies in the esophagus are here reported.

Case Report

Case I. Chicken bone in esophagus. A woman, aged 60, 
suddenly experienced sharp pain in the throat after having 
swallowed a spoonful of chicken soup. She knew she had 
swallowed a bone, and attempted to vomit it out, but failed. 
She was immediately brought to the hospital for examination. 
On admission, one hour after the accident, the patient was 
nervous and restless and complained of pain in the front of the 
neck. Mirror examination of the laryngo-pharynx showed 
nothing remarkable. Roentgen ray study revealed a foreign 
body in the esophagus at the level of the 6th and 7th cervical 
vertebrae. Esophagoscopy was done under general anesthesia 
and the chicken bone which was about 2V> by li /2 cm and very 
sharp on all its edges was removed. The patient made an 
uneventful recovery.

N o te: The patient did not attempt to force the foreign
body down by swallowing large mouthfuls of bread. Such an 
attempt would undoubtedly have resulted in a laceration of the 
esophagus because of the sharpness of the foreign body. In the 
following case such attempt was made but as a result an abscess 
formed in the neck.

Case II. Piece of porcelain in esophagus. A woman, aged 
64 was eating noodles when she gagged and suddenly felt pain 
low down in the throat. Just before eating she had broken a 
bowl containing some sauce, had gathered the sauce from the 
floor mixed it with some noodles, and eaten it. She concluded 
she had swallowed a piece of this broken bowl mixed in with 
the sauce. She then made every effort to force it down or to 
reach it with her fingers but was unsuccessful. On admission 
six hours later, the patient complained of dysphagia and of 
sharp pain in the region of the sternal notch, and was spitting 
some fresh blood. Examination of the oro and laryngo-pharynx 
was negative. Roentgen ray examination revealed a foreign 
body in the esophagus at the level of the 6th cervical vertebra.



¿58 The China Medical Journal

Esophagoscopy was done under general anesthesia and the 
foreign body was seen lying crosswise just below the first con
striction. It was removed without difficulty and the patient 
could swallow food freely afterwards. The next day her 
temperature rose to 38°C. and she complained of pain on 
pressure over the neck at a spot lateral to the larynx. The 
tenderness increased, and, the temperature reaching 39°C. two 
days afterwards, a diagnosis of abscess of the neck was made. 
Incision and drainage was immediately done, with the result 
that a large amount of pus was evacuated. The temperature 
gradually returned to normal and the wound in the neck healed 
in two weeks. The patient was then discharged cured. Had 
this abscess not drained promptly the pus would have burrowed 
its way into the mediastinum and would have caused the death 
of the patient.

Case III. Dental plate in esophagus. A woman, aged 42 
while swallowing a large mouthful of potato suddenly felt pain 
in front of the neck at the level of the suprasternal notch. She 
then discovered that the dental plate which she had been wearing 
was gone. She tried to force it down by swallowing bread but 
without success because the bread was immediately regurgitated. 
On admission two hours after the accident, tenderness was felt 
on deep pressure in front of the neck over the region of the 
thyroid gland. Roentgenogram showed “an irregular metallic 
foreign body just anterior to the body of the 7th cervical 
vertebra in the esophagus.” Esophagoscopy was done under 
general anesthesia and the foreign body was removed without 
difficulty. The patient made an uneventful recovery and wa.s 
discharged cured on the next day.

N o te : Dental plates in the esophagus form a large
percentage of our foreign body cases. All but two in our series 
were poor patients, who, either from economic necessity or from 
carelessness had worn the dentures too long without regular 
examinations by the dentist. Jackson says: “In case of break
age or damage however slight, no attempt should be made to 
wear the denture, until it is properly repaired.” He also says: 
“There is a risk of a foreign body accident in wearing a denture 
that has become ill-fitting by the inevitable anatomic changes 
of form.”

Case IV. Dental plate in esophagus. A woman aged 31, 
ten hours before admission found her dental plate was loose.
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Ca se  I .

(A  of e l i i c k e n - b o n e .1 

C\ s i : X<* .  : 7 ■»17 K. L. U .
A c  i : :  <> ) S k x  : F e m a l e

A d m i s ^ i o x  : M a r c h  - ' J ,  l U l ’ S .

Discii a r r e  : March -I!,
A v k s  i n  i - . ' f A  : K t l i e r  

T m : \  l .M i  s  r :  E x t r a c t i o n

I i i > n . r ;  C u r e

Case I I I .

( t o o t h - p l a t e  b e l o w  c r i e o p b a i  y n x )

C a s k  N o . :  I '. il 'o O M . T . H .

A c e :  4 l* S i : x :  F e m a l e  

A d m i s s i o n  : J a n u a r y  l i ' i N .

D i S C I i a r g k : J a n u a r y  I ’M, l i i i ’ S .

A x k s t i i e s i a  : E t h e r  

T k k a t i i k n  r : F . x  t r a c t  i o n

H i > u .t : C u r e

Cane II .
(A piece of porcelain i

C a ì k  N o . :  1 s N :>!i C .  V .  H .

A c  i: : ( ¡1 S e x  : F e m a l e

A d m i t s  " V : D e c e m b e r  1 - ,  1 {'*_’7 .

T r a n s f e r  t o  S u r i » .  D e c e m b e r  1 5 ,  1 9 *̂7 . 

A s ’ K s r i i E f i A  : E t h e r

T k i : \ t m r . v r  : E x t  r a c i . i o n ,  I n c  &

D r a i n ,  o f  a b  s e e s «  o f

n e c k .

l.’ic-M'LT : Cure

Case /I".
(False tooth plated

C  \ « r  N o .  : 1 S S- l* .

A c i : :  ; ; i  S i : x  : F e m a l e

A d m i s s i o n :  D e c e m b e r  l o ,  ] ! i^ 7 .

D i s c h a r g e :  D e c e m b e r  1 1 , l i n ' 7 .

A x i ì s t i i k s i  a  : E t h e r

T r k a t m e x t  : E x t r a c t i o n

K k s i l t : C u r e
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Case V.

(False plate below
Crico-pharyngeus)

C a se  N o .: 21548 N a m e: L. M. 
A g e  : 53 
A d m i s s i o n  :

D i s c h a r g e  :

A n e s t h e s i a  :

T r e a t m e n t :
R e s u l t  :

Se x : Male
September 3, 1928.
September 10, 1928.
Ether
Extraction
Cure

Case VII.
(Silver coin below

Crico-pharyngeus)

Case N o .: 20965
A ge: 4 
A d m i s s i o n  : 

D i s c h a r g e  : 

A n e s t h e s i a  : 

T r e a t m e n t  : 

R e s v l p  :

Se x : Male
July 13, 192S. 
July 15, 1928. 
Ether 
Extraction 
Cure

C. C.

Case VI.
(Gold ear ring below

Crico-pharyngeus)
C a s e  N o . : 20645 L .  D. T .

A g e : 53 S e x : Female
A d m i s s i o n : June 12, 1928.
D i s c h a r g e : June 13, 1928.
A n e s t h e s i a : Ether
T r e a t m e n t : Extraction
R e s u l t : Cure

Case V III .
( Date stone)

C a s e  No. : 22050 W. L
A g e : 18 S k x : Male 
A d m i s s i o n : December 20. 1928.
D i s c h a r g e : December 22, 1928.
A n e s t h e s i a : Ether 
T r e a t m e n t : Extraction
R e s u l t  : Cure
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She was not eating at the moment, but before she realized, it 
slipped into her throat and she swallowed it. Pain was 
immediately experienced in the neck at the region of the 
suprasternal notch. Roentgen ray examination revealed a 
foreign body at the region of the 6th and 7th cervical vertebrae 
in the esophagus. The foreign body was removed by esophagos- 
copy under general anesthesia and the patient was discharged 
cured the next day.

Case V. Dental plate in esophagus. A man, aged 53 
swallowed a dental plate four days before admission. After 
the accident he could swallow solid food and water only with 
great difficulty. On admission the patient looked sick and very 
nervous. His temperature was 39 °C. and his pulse 100. The 
front of the neck was tender on pressure. Roentgenogram 
showed “A dental plate lodged at the level of the second and 
third thoracic vertebrae just at the sternoclavicle articulation, 
presumably in the esophagus.” During esophagoscopy under 
general anesthesia the plate was seen just below the first con
striction. The mucous membrane above the plate was swollen 
and edematous. With side grasping forceps the plate was 
removed without difficulty. The temperature came down to 
normal the next day, and the patient was discharged cured on 
the 6th day.

Case VI. Gold ring in esophagus. A woman aged 53, 
swallowed a gold ear ring in an attempt to commit suicids. Six 
hours later she was brought to the hospital because of pain in 
the region of the sternal notch and an inability to swallow solid 
food.

Fluoroscopic examination showed a metal ring in the 
esophagus at the level of the 7th cervical vertebra. During 
esophagoscopy, under general anesthesia, the ring was seen 
just below the first constriction. With side grasping Jackson’s 
forceps the ring was removed. The patient made an unevent
ful recovery and was discharged cured on the next day.

Case VII. Coin in esophague. A child, aged 4 was 
brought to the Peking Union Medical College Hospital from 
Foochow because of dysphagia when taking solid food and loss 
of weight. Fifty days before admission he had choked while 
holding a coin in his mouth. Ever since then the child had not 
been able to swallow solid food. He had received attention at 
several hospitals between Foochow and Peking.
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On admission to hospital the child was in fairly good 
physical condition. There was no elevation of temperature, 
dyspnea, and no cough. The front of the neck was tender 011 
deep pressure. There were no local signs of abscess formation. 
Roentgen ray examination revealed a round metallic foreign 
body in the esophagus at the level of the suprasternal notch. 
Esophagoscopy was done under general anesthesia and the coin 
removed without difficulty. The patient went home cured the 
next day.

N o te : The presence of the foreign body in the esophagus
fo r fifty days w ithout setting  up a local irr ita tio n  or reaction 
to the esophageal wall is strong  evidence th a t the la tte r  has a 
good defensive mechanism, provided the foreign body is not a 
sharp  one.

Would the child have lived had he not been brought to 
Peking? Could he have been brought to Peking if he had 
come from a poor family? This case illustrates the importance 
of the equipment of hospitals in all the large cities in China with 
endoscopic clinics prepared to treat such cases.' There are few 
if any endoscopists to speak of at present in China, but this is 
the time when they should be trained.

Case VIII. Date stone in esophagus. A man, aged 18, 
while eating cake which contained dates, suddenly felt pain in 
the front of the neck at the level of the suprasternal notch. 
Following the accident, he had complete aphagia except for 
water. On admission four hours later, he complained of a sharp 
pain in the thyroid region and of inability to swallow. Mirror 
examination did not reval any foreign body in the pharynx or 
larynx. Roentgen ray examination with thin, medium, and 
thick barium mixtures showed a foreign body at the level of 
the 6th cervical vertebra. On esophagoscopy a date stone was 
seen lying obliquely just below the first constriction. It was 
removed without difficulty. The patient made an uneventful 
recovery and was discharged cured on the third day after 
admission.

Case IX . Date stone in esophagus. A  woman, aged 29, 
was admitted to the hospital for dysphagia following the 
accidental swallowing of a date stone nine hours before. The 
presence of the foreign body was confirmed by roentgenologic 
examination; esophagoscopy under ether was performed, and 
the foreign body was successfully removed. No complications
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Case IX .
(Pate stone)

C a s k  No.: 228G3 O. J . l .
A g e : 29 S e x : Female
A d m i s s i o n : November 22, li*28.
D i s c h a r g e  : November 24, 1928.
A n e s t h e s i a  : Ether
T r e a t m e n t  : Extraction
R e s u l t : Cure

Case X I .

( D a t e  s t o n o )

C a s e  No. : 22414 .T. S.
A g e : 71 S e x  : Female
A d m i s s i o n : November 26, 1928.
D i s c h a r g e  : Xovember 28, 11*28.
A n k s t i i e s i a : Ether
T r e a t m i î n t  : Extraction
R e s i l t  : Cure

C.

Case X .

(P.olus of m eat)

C a s e  N o . : 22401 C. T Y.
A g e . 48 S e x : Female
A d m i s s i o n : November 25, 1928.
D i s c h a r g e : November 27, 1928.
A n e s t h e s i a : Ether
R e s u l t : Extraction, Cure
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developed and the patient was discharged cured three days after 
admission.

Case X . Bolus of meat in esophagus.. .A  woman, 48 years 
old, came to the clinic because of aphagia which had followed 
eating beef an hour and a half before admission. Esophagos- 
copy was done under ether and a portion of meat was removed. 
Immediately after this she was able to swallow water and solid 
food freely.

Lodging of food in the esophagus is usually suggestive of 
a pathologic stenosis; this patient was therefore put on special 
observation. She was discharged cured when for two days 
after the foreign body was removed she had shown no signs 
of difficulty in swallowing.

Case X I. Date stone in esophagus. A woman, 71 years 
old, while eating cake which contained dates, felt a sharp 
sticking pain in the throat. For three days she had constant 
pain in the chest, which she referred to the midline anteriorly 
opposite the second rib. The pain was worse when swallowing. 
Roentgen ray examination showed a foreign body in the 
esophagus at the level of the 7th cervical vertebra. Barium 
mixture outlined the foreign body and a barium filled capsule 
lodged temporarily at this point. On esophagoscopy a date 
stone was found transfixed across the esophageal lumen. It 
was removed with rotation forceps. The patient made an 
uneventful recovery and was discharged cured on the third day 
after admission.

Case X II. Date stone in esophagus. A girl, aged 9 years, 
while eating cake which contained dates, suddenly found she was 
unable to swallow on account of severe pain in the throat. For 
6 days the child had had constant pain in the throat which she 
referred to the region of the suprasternal notch and had not 
been able to swallow anything except water. On admission 
6 days after the accident the child had croupy cough and 
moderate dyspnea. Her temperature was 40 °C, pulse 140, and 
respiration 32. The front of the neck was swollen and very 
tender on pressure. Mirror examination of the pharynx and 
larynx revealed nothing remarkable.

Physical examination of the chest revealed no obstructive 
type of breathing, no dullness, no suppression of breath but 
many squeaking and median moist rales in both sides of chest,
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more on the left side and at the bases. The impression given 
was of broncho-pneumonia. The report of Dr. Hsieh on the 
roentgen ray examination was:

“There is very marked obstruction of the esophagus at 
the level of the first thoracic vertebra. The barium filled 
structure above the obstruction is much larger than the 
lumen of the esophagus and is very irregular, indicating 
that the esophagus had been ruptured and abscess formed 
in the soft tissue on both sides. The trachea is probably 
intact, although it is compressed from behind. No barium 
is seen in the tracheobronchial system. Stereoscopically, 
the abscess of the neck as filled by barium is seen to go 
around on both sides of the trachea.

Left lung : Essentially clear.

Right lung : Clouding the inner two-thirds of the
upper lung field indicates penumonia. There is 
no direct evidence of mediastinitis.

Im pression:

1. Obstruction of esophagus at level of the first 
thoracic vertebra.

2. Post-esophageal or periesophageal abscess due 
to rupture of esophagus.

3. Pneumonia, right upper.”

In view of the abscess of the neck and the possibility of 
mediastinitis an emergency operation for incision and drainage 
of the abscess was performed. The abscess was drained from 
the left side with escape of large quantities of foul pus. The 
introduction of an esophagoscope then showed that the left side 
of the esophagus, just below the first constriction was edematous 
and granular in appearance and was apparently the site of 
laceration. Pieces of date meat were removed. No attempt 
was made to insert the esophagoscope thro the granular area 
into the abscess cavity, for this would enlarge the perforation, 
but the esophagoscope was introduced beyond this granular area 
and showed the esophageal wall to appear normal and no foreign 
body to be visible. Increased dyspnea made the child’s condition 
critical at this moment so she was sent beck to the ward for 
observation. The temperature rose to 41 °C. at 8 o’clock next
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morning, with pulse 160 and respiration 60. The patient died 
at 4 p.m. exactly 24 hours after admission.

Case X III. Date stone in esophagus. A girl, aged 8 years, 
gave the same history as in the preceding case, of having 
swallowed a date seed 10 days before, and of not being able to 
swallow anything since but small quantities of water. On 
admission to the clinic 10 days after the accident, the child 
looked very much emaciated. The front of the neck was very 
full and tender on pressure. Temperature was 38.6°C. 
Pharynx and larynx examination were normal. The report of 
the roentgen ray examination was:

“There is evidently obstruction of the esophagus at 
about the level of the first thoracic vertebra. Above the 
obstruction, the barium has collected in a large, irregular 
pouch, evidently an abscess cavity following rupture of 
the esophagus. In the anteroposterior view there seems 
to be two pouches, one on each side, each being filled with 
barium, air and probably pus. Trachea is pushed way 
anteriorly and can be made out quite easily. There 
is no barium in the trachea, but a small amount is seen in 
the left lower bronchioles; this is most likely the result of 
regurgitation of barium from esophagus and aspiration 
into the air passage. Lungs otherwise are clear both sides.

Im pression:
1. Periesophageal abscess following rupture of 

esophagus due to obstruction by foreign body.
2. Normal lungs.”

Immediate operation for removal of the foreign body and 
for incision and drainage for abscess of the neck was advised, 
but the patient’s mother refused any surgical treatment and 
insisted on taking the child home. She was discharged from 
the clinis untreated.

Co m m e n t :—it is interesting to note that among these 13 
cases of foreign bodies in the esophagus, five had swallowed 
date stones and all five came within a period of two months when 
for ten years we had never had case of date stone. All five cases 
gave the history of eating cakes containing dates. In examining 
the seeds which we have removed we find that they all have very 
sharp ends which probably is the reason that they get easily 
transfixed in the lumen of the esophagus.
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A M O E B I A S I S *

T . B. D u n n  M.D.

Shanghai.

Definition: Amoebiasis is a wide-spread disease of in
fectious origin caused by invasion of lower bowel by Entamoeba 
histolytica.

Epidemiology: Found throughout the world but more 
often in the tropics.

Nomenclature: The best name for this condition is 
amoebiasis. We are finding that amoebic infection manifests 
itself more often with symptoms other than dysenteric pre
dominating.

Predisposing Causes are:

1. Heat.
2. Humidity.
3. Localities with poor drainage.
4. Flies and filth.
5. Overwork.
6. Sudden changes in environment and weather.
7. Alcohol or other excesses.
8. Diets low in raw foods—avitamitosis.

Amoeba: Entamoeba histolytica was first described in
1903 by Schaudin, but amoeba infections of intestine of man 
were described in 1708 by a Dutch microscopist. There was 
much confusion at first, because of morphologic changes in life 
cycle. The present accepted forms of amoeba of man according 
to Kofoid are:

a. Endamoeba coli.
b. Endamoeba dysenteriae.
c. Councilmania lafleuri.
d. Endolimax nana.
e. Iodamoeba beutschlii.
f. Karyamoeba falcata.

*Presented a t the X lX th  B iennial Conference of the China Medical 
A ssociation, Shanghai, February 1929.
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Experimental amoebiasis: In 1913, Walker and Sillard in
Manila, fed cysts to 18 men who were prisoners in Bilibid. 
17 of these men were parasitized by one feeding, the remaining 
1, only after 3 feedings. Only 4 men developed acute dysentery 
with incubation periods of 20-25-57-87 days respectively. The 
other 14 remained simple carriers. They also fed 2 men motile 
amoeba and their stools showed tetragena cysts in 4 days. 
This was the first conclusive proof that tetragena was true 
histolytica. They also fed 17 other men with entamoeba coli 
without producing dysentery or subsequent dysentery.

In the lower animals, monkeys, cats, dogs and rats may 
become infected.

In has only been within the last year or so that amoebae 
have been grown on artificial media. Now some laboratories 
culture stools for their diagnosis in chronic cases.

Symptomatology: The range of symptoms may be most 
varied, but in most cases, a careful history will demonstrate 
the amoeba syndrome. Tice gives the following types:

1. Acute.
2. Chronic Active.

Latent.

A. Acute: The following conditions exist:—

1. Sudden onset with no previous warning.

2. Cramps, frequent bloody stools, little fever.

3. Tenesmus, high fever (usually this type is a
double infection with Bacillus dysenteriae).

B. Chronic amoebic type: Amoebiasis is marked by
the chronicity of its symptoms:—

1. Inconsistent bowel movements, both in the
number and type of stools. Foul odor and
very often explosive in character.

2. Physical and mental depression.

3. Loss of weight.
4. Dyspepsia.

5. Secondary anemia.
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6. Abdominal pain and soreness but better 
described as abdominal consciousness often 
associated with flatus.

7. Neurasthenia.
8. Achlorhydria.

C. Latent type of chronic amoebiasis: Practically
no symptoms till hepatitis, bowel perforation, or 
some other complication supervenes.

Diagnosis:

1. Examination of stool, finding either amoeba or cysts. 
At least 6 stools should be examined before a stool be pronounced 
non-amoebic, and even then, it may still be amoebic. In one 
instance over 30 stools.

2. Staining with iron hematoxlyn only reliable way of 
being correct in diagnosis of cysts.
Differen t ial diagn osis:

1. Acute bacillary dysentery.
2. Chronic ulcerative colitis of bacillary origin.
3. Carcinoma of rectum.
4. Intestinal tuberculosis.
5. Achlorhydria, or achylia.
6. Other tropical diarrhoeas such as:

a. Sprue.
b. Pellagra.
c. Diarrhoea associated with malaria.
d. Cholera.
e. Typhoid.
f. Bilharziasis.
g. Cochin China diarrhoea due to strongyloides.
h. Flagellate diarrhoea of the tropics.

Complications:

1. Entamoeba appendicitis.
2. Abscess of colon due to slow perforation.
3. Peritonitis.
4. Intestinal hemorrhage.



Amoebiasis 567

Sequelae:
1. Hepatitis with or without abscess.
2. Abscess of spleen.
3. Urinary infection.
4. Lung involvement.

Hippocrates was first to associate dysentery with liver 
involvement.

Koch in 1883 found amoeba in liver abscess.

Some statistics by Rogers of 63 cases with reference to post
mortem finding in liver abscess cases are:

Clinical and postmortem evidence of dysentery 35 
No history but postmortem evidence . .  . . 13
History but no postmortem evidence . . . . 9
No history or postmortem evidence . . . . 6

Another statistical report is instructive:

McDill in reviewing 100,000 cashes of dysentery found 
4,000 cases of liver abscess.
Rogers noted 20% of hepatic involvement in a large 
number of cases.

Predisposing causes to amoebic hepatitis:
1. Tropical climate.
2. Stimulants, alcohol and condiments.
3. Male sex.

Symptomatology:

,1. Lassitude and toxemia.
2. Dehydrated appearance.
3. Slight jaundice.
4. Pulse rapid but of low tension.
5. Fever, low grade or septic.
6. Sweating.
7. Pain over liver on palpation or heavy percussion and 

in about 50% of cases, referred pain in the right 
shoulder.

8. More of an aching than acute pleuritic pain.
9. Enlarged liver.
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10. Cough, with lung compression symptoms.

11. Blood count high, but usually a comparatively low 
differential. That is, where you normally have 90% 
polymorphonuclear cells in a 20,000 white count, with 
amoebic hepatitis it would be 70 or thereabouts. The 
X-Ray is helpful in diagnosis of large liver.

I thought it might be interesting to give an outline of some 
of the treatments proposed by individual men of very recent 
tim es:

Deeks of Panama, a man of great experience, gives a 
heaped teaspoonful of pure bismuth subnitrate every 
3 to 4 hours during the day over a peiriod of 2 weeks.

The value of bismuth is explained on the basis of its taking 
up from the intestinal tract the free sulphur which is necessary 
to life of the amoeba and cysts. Deeks claims a very high 
percentage of cures with this treatment. He uses it in both 
acute and chronic cases. He recommends 2 to 4 weeks in bed 
on a milk diet while giving bismuth.

O. J. Mimk of the U. S. Navy, and Brown of the Mayo 
Clinic, report very favorably on the use of Salvarsan 
intravenously.
Bayman, a Frenchman, claims that excellent results 
are obtained in all cases by administration of adrenalin. 
20 drops of a 1-1000 solution are given every two hours 
by mouth. He reports disappearance of the cysts and 
active amoebae in a few days. It is a known fact 
that in chronic amoebiasis there are definite patholo
gical changes in the adrenals leading to a deficiency of 
output.
The Yatren ^eatment as prescribed by Kessel of 
Peking Union Medical College is as follows:

1st, 3rd, 5th, & 7th days Yatren 0.5 gr. in gelatin
capsules six times a day 
by mouth.

2nd, 4th, 6th, 10th Ih th  Yatren 3.0 gr. dissolved in 
& 21st days 200.0 of dist. water at 80.

F. given as an enema and 
retained as long as pos
sible.
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Rest in bed 7 days, preferably in hospital, and for a 
half of day on the 10th, 14th, 21st day after the 
enemas.
Diets recommended by Kessel are as follows:

Dysentery diet No. 1 for acute cases:

Milk 200 cc. with sod. citrate 0.06 ad lib.
Any smooth cereals: corn flakes, puffed rice, cream of 
wheat, corn starch sago, tapioca, with sugar if desired. 
Allow butter and cream.

Cream soups with vermicelli, cream of wheat, tapioca 
or sago.
Cocoa, tea, coffee.

No. 2 (Plus N o .l) for chronic cases:

Cereals: gruels, such as rice, oatmeal, cream of wheat.
Soft cooked rice, shredded wheat, etc., must be 
smooth.
Toast, thin, buttered. Scraped beef or mutton, mashed 
potato.
Chicken paste. Milk soups with vegetable (purees), 
flavoured.
Vegetable purees such as carrots, peas, spinach and 
mashed potato.
Cream and butter, soft cheese.

Additional Treatment in acute dysentery: In addition to
the foregoing treatment, emetine hydrochloride, 0.065 gm. is 
administered intramuscularly daily, for the first 3 to 6 days, or 
until the acute symptoms subside.

Stovarsol. Stovarsol is an arsenic preparation closely 
allied to Salvarsan but more toxic. It is given by mouth. Of 
27 cases treated, by Johns and Jamison of New Orleans with 
Stovarsol, 21 patients were free from cysts while under obser
vation for 4 months. The other cases relapsed. They gave
0.25 grams three times daily for 7 days and repeated. Cases 
were given as high as seven courses before the stools remained 
free of cysts. The French report much success with it.

I shall now review a few interesting articles:
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Philip W. Brown of the Mayo Clinic, reports in the 
Journal of the American Medical Association, Feb
ruary 13, 1926 that:
“Kofoid, of the University of California found in the 
examination of stools of 1,500 soldiers that . 10.8% of 
overseas men harbored amoebae, and 3% of home 
service men.”
Brown claims that any form of treatment will be 
effective in 60-75% of cases, but that treatment should 
be varied, and continued over a long period. In 
examination of the positive cases, stools upon first 
examination showed 68% positive, but on 2nd and 
3rd examinations, jumped to 98%. Emetine & 
Arsphenamine were found to be a very useful com
bination. He recommends continuance of treatment 
until the parasites are eradicated.

Brown’s present treatment at Mayo’s :—

Treparsol 0.25 gms. chewed with meals for 4 days.
If no arsenical reaction repeat 2 or 3 more courses 
with 8 days intervals. Also Emetine by hypodermic 
gr. 1 b.i.d. for 3 days. Repeat giving grs. 3 b.i.d. for 
3 days.

C. A. Kofoid in the Journal of the American Medical 
Association for November 7, 1926 states that:

“During 6 years experience in the diagnosis and 
treatment of human amoebiasis, an exceptional num
ber of cases of hypertrophic arthritis were noted to 
improve under amoebic treatment.”

Kofoid gives an interesting review of symptoms, especially 
of the chronic type:
1. Always tired, depressed.
2. An abdominal consciousness or discomfort as dis

tinguished from pain.
3. Flatulence.
4. Tenderness on palpation over the colonic flexures and 

the caecum.
5. Neurotic symptoms.
6. Basal headaches.
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7. Upper abdominal symptoms which may suggest hyper 
or hypo acidity, gastric or duodenal ulcer, cholecystitis 
or even pancreatitis and hepatitis.

8. Tachycardia.

9. Defective vision.
10. Loss of memory.

11. Arthritis and neuritis.

In fact, we are dealing with a disease quite as protean as 
syphilis.

Kofoid found the duodenal contents to contain amoebae or 
cysts in all out of 50 known cases. Of these 50 cases, 
1 case had eye and colon symptoms, 30 had stomach, liver, 
gall bladder and colon symptoms, and 14 had joint, nerve 
and colon symptoms. Kofoid questions the possibility of 
complete eradication of amoebae from a person once 
infected. He believes there is no ideal therapy, but that 
all agents such as emetine, salvarsan, bismuth, and the 
like, should be used and the patient watched for at least 
3 years before pronounced cure.

R. de Rivas of the University of Pennsylvania, obtained 
excellent results in the treatment of amoebiasis by the use 
of 700 to 1000 cc. of normal salt solution at 47 c. as an 
enema. He showed experimentally that amoebae and 
cysts were killed in a few minutes at this temperature.
In many cases, absolute cures were claimed on the basis 
of negative stools. He found that cysts resisted cold very 
well.

L. Mills in the J. A. M. A. gives an interesting and instruc
tive article entitled “Ocular disease occuring in non- 
dysenteric amoebiasis.”

In 84 cases of eye involvement, the following conclusions 
were drawn after thoroughly ruling out other conditions:

1. No bacterial cause is found in a definite propertion 
of chronic eye condition.

2. A large number of these are found to be related to 
an intestinal infection with protozoans and a resulting 
ulceration of bowel.
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3. Many cases are relieved and cured by emetine. 18% 
of 84 cases had lost one eye from exudative glaucoma 
caused by entamoeba histolytica, but later responded 
to emetine.

4. Inflammations of external ocular walls, corneal ulcers, 
episcleritis are more often associated with Chilomastix 
Trichomonas, Craigia and Giardia.

5. Amoebic treatment should be tried on all eye cases 
for which no cause has been found.

Three men in Chicago, investigating amoebiasis found in 
720 people handling foodstuffs that 2.2% had amoeba in 
stools.
Craig of the U. S. Army, has been for some time culturing 
and growing amoeba from stools with much success on a 
special media.
Kessel of Peking Union Medical College, gives the fol
lowing incidence in a comparative survey:

Koreans in Seoul ....................................  41%
Chinese in Peking ........................................ 32.5%
Foreigners in S e o u l ..................................... 25%
Foreigners in Peking .........................  25%
British people in British Isles . . . . 7 to 10%
Americans in the United States . . 7 to 10%

In 9 cases of sprue in foreigners, 6 were found to have 
amoebic cysts in their stools, an incidence of 66.2/3%.

I have found that many persistent cases of mild diarrhoea 
are associated with chronic appendicitis. Whether or not the 
appendicitis is primarily due to amoeba, is questionable, but 
I believe that many of our active appendicitis cases are the 
result of a secondary infection placed upon that of an 
amoebiasis of the appendix. I have had any number of cases 
presenting symptoms of chronic appendicitis but with out 
evidence of appendicitis as demonstrated by X-Ray, which were 
relieved of their symptoms when placed on treatment for 
aemoebiasis. Every case in Shanghai with chronic appendix 
symptoms, should be given amoebic treatment, to see if 
symptoms persist even though stools are negative. Appen
dectomies in chronic amoebiasis seem very helpful probably by 
removing a focus.
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I have left till the latter part of my paper, the review of 
a great work which appears to me, to be very important, 
because it is in the line of proplylaxis rather than treatment. 
This is McCarrison’s work on vitamines. I wish you all
might read McCarrison’s book and thereby get his viewpoint 
direct.

I shall first give his classification of vitamines:—

1. Antineuritic, commonly called water soluble B. The 
following foods are rich in this vitamine: Whole
wheat bread, nuts, eggs, glandular organs, fresh fruits 
and green vegetables.

2. Fat soluble A growth factors called by author vitamine
A, contained mostly in fresh fruits and green vege
tables.

3. Water soluble anti-scorbutic vitamine, called vitamine 
C, contained mostly in fresh fruits and green vege
tables.

McCarrison by limiting the diets of monkeys to autoclaved 
rice, was able in a definite period to produce symptoms of beri
beri. Then by adding vitamine C without vitamines A & B he 
produced gastro-intestinal disturbances; and then by limiting 
vitamined C produced scorbutus. He found in these experi
ments that if there was a fairly normal balance between fats, 
carbohydrates, proteins and inorganic salts, that symptoms were 
slower in developing. If he added an excess fat to any diet 
deficient iii vitamine, the symptoms were greatly hastened.

He was also able to show that age, sex, overwork, cold, 
warmth, individual idiosnycrasy, rest, fear and mental depres
sion were factors also concerned in the production of symptoms.

Symptoms of lack of vitamines were:

1. Loss of appetite.
2. Diarrhoea.
3. Fall of respiratory rate.
4. Fall of body temperature.
5. Loss of weight.
6. Anemia.
7. Progressive asthenia.
8. Nervous symptoms.
9. Increased susceptibility to infection.
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You will note the similarity here to the syndrome of chronic 
amoebiasis.

In the histopathology of these deficiency cases, very marked 
changes were noted in all glands and more especially in the 
glands of internal secretion.

With special reference to the gastro-intestinal tract, the 
following was noted in avitamatosis :

1. Impairment of the protective resources of the gastro
intestinal tract against pathologic organisms.

2. Impairment of secretory and digestive functions.
3. Impairment of assimilative power.
4. Impairment of neuro muscular control of stomach and 

bowel.
He found in experimenting with monkeys that the control 

cases remained healthy, while those fed on deficient vitamine 
diets very often broke down with acute amoebic dysentery.

Has not every doctor in Shanghai had the experience of 
having cases which cannot be completely cured of their digestive 
symptoms, yet when they return to their home land, remain 
well for indefinite periods, and immediately upon their return 
to China, have their symptoms return ? This has been especially 
true of my chronic amoebic cases.

Is not the explanation for this to be found in McCarrison’s 
work on lack of vitamines ? I have had a number of cases come 
under my attention that have been under treatment for 
amoebiasis for long periods with little relief from • symptoms. 
In these cases, I immediately insist on the stopping of all 
medication and limited diet. I put them on full diet, rich in 
vitamines, and almost like magic, they commence to gain weight 
and all symptoms disappear. Very often, these cases get 
“hipped” on food and are afraid to eat for fear of aggravating 
their condition thereby adding to their misery.

Brown of the Mayo Clinic, found most cases of chronic 
amoebiasis had a hypochlorhydria, and McCarrison shows that 
this is only one of many deficiencies caused by a lack of 
vitamines.

The following are the conclusions I have drawn from my 
own experience:

1. Amoebiasis is a protean disease of which dysentery is 
perhaps one of less important symptoms.
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2. A definite immunity or resistence seems to be estab
lished in many cases, but in my opinion, none of these 
cases are absolutely free of symtoms indefinitely.
There appears to be a certain percentage of people
with an absolute immunity to amoebiasis. I could 
name several cases of old missionaries living in China 
from 30 to 60 years who have never had amoebiasis.

3. A careful history should be taken in all cases presenting 
vague or puzzling symptoms, with a view towards 
eliciting any possible suggestion of amoebiasis.

4. All such cases should have a thorough stool examina
tion with staining methods only, done by a competent 
protozoologist.

5. Patients having once been shown to be passing cysts,
should be told at once that they must be under observa
tion at intervals for 6 months or more, and have 
frequent stool examinations during this period.

6. Very young and old people seem to have a natural 
resistence to amoebiasis.

7. Treatment should be outlined by the physician in more 
or less set forms for 4 months, very much as we do 
with syphilis.

8. The eradicating of cysts is very difficult even with the 
best of treatment.

9. Resistant cases are often associated with chronic
appendicitis.

10. A high percentage of cases are associated with un
balanced diet especially low in vitamines.

The following is my own routine of treatment:

1. Emetine gr. 1 daily for 5 days with 10 days interval 
and repeated. (I find that there is least amount of 
pain when emetine is given subcutanously in the hip 
just below the crest of the ilium).

2. Stovarsol 0.25 t.i.d. for 7 days for 4 or 5 courses with 
7 days intervals between courses. One should always 
warn the patient taking stovarsol to beware of a rash, 
for I have had more arsenic dermatitis from stovarsol 
than any other arsenic preparation).
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3. Yatren retention enema used. 3 grams to 250 cc.
tepid water every night for one week, following
thorough saline washout of lower bowel. Rest 3 days, 
4 more Yatren enema, repeat on following week.

4. Discontinue treatment for 1 week. Repeat yatren
course if  cysts persist.

5. A diet rich in vitamines.

a. At least a quart of good milk a day, either 
remade from some powered milks, or from 
from some good dairy.

b. Also, diet should consist of juices, leafy vege
tables, liver, kidneys, partially cooked meats, 
fresh butter and eggs, and whole grain foods 
such as whole wheat bread, oatmeal, nuts, 
beans, bamboo shoots, sprouted beans, etc. 
Limit the use of white bread.

c. Some form of cod liver oil.

Even prolonged treatment is more or less hopeless, for 
when one realizes that 40% of the Chinese have amoebic cysts 
in their stools, it means that you and I have at least one 
servant handling our food from day to day, who is continually 
re-infecting us. One might eradicate cysts after 6 months 
treatment only to be re-infected a few days later. So again, 
we, who live in the'East, must look toward some prophylactic 
treatment that will allow us to hold our own with amoeba. 
At present our greatest hope lies in living without excesses and 
having a diet rich in vitamines.

A year ago, an interesting article came to me through the 
kindness of Dr. Wall of Shanghai. This article is by W. 
Harrison Martindale of London. It had been found in previous 
experiments that auramine, a coal tar derivative, had a very 
high antiseptic power. Paramoecia were killed in 15 minutes 
in a solution of 1-20,000 whereas 1-500 phenol took the same 
length of time.

Martindale then combined this dye with emetine and iodine 
in the following proportion:

Emetine
Auramine
Iodine

28%
16%
56%
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This substance is called auremetine.

It is interesting that yatren has 28% iodine in its com
position, but otherwise there is no similarity in composition.

Dr. I. Graham Willmore, working with this preparation, 
gives the following outline in treating cases:

1. “Acute” cases—that is, those with blood, mucus, and 
entamoeba histolytica in the stools, or found in 
scrapings at sigmoidoscopy—are given:

(a) Auremetine 1 grain in soft gelatin capsule, four 
times daily after food, on alternate days for 
seven days, and then daily to a total of 40 or 60 
grains ingested.

(b) Stovarsol 4 grains three times daily for seven 
days, on alternate days with the auremetine days, 
even to fifteen days.

(c) On stovarsol days a rectal injection of emetol, 
2 drachms (1 grain emetine base), in either 6 
drachms and olive oil 12 ounces. (Time retained 
to be charted).

(d) “Panama bismuth” three-hourly for twenty days, 
and then three times daily.

2. “Chronic” or cyst-carrying cases are given:

(a) Auremetine and (b) stovarsol, on alternate days 
as described above.

(c) “Panama bismuth” three times daily before food.

3. When hepatic involvement is present 1 grain of 
emetine hydrochloride by intramuscular injection, on 
alternate days for six days (that is, 6 grains in all), 
may supplement or replace the emetol.

Willmore reports 37 cases out of 40 responded. The word 
“responded” has been deliberately chosen as being less committal 
than other. He means by it that people regained health, lost 
all clinical signs and symptoms of the disease (including 
sigmoidoscopic findings), stools were negative and remained 
free of symptoms for 6 months. These cases were all refractory 
post war cases. I had fair results with auremetine used over 
a period of 6 months, but found the percentage of cases that 
could not take it due to nausea very high.
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FETAL PERITO NITIS*

Report of tw o cases w ith  spontaneous perforation of the ileum  

A m o s  I. H. W o n g , M.D.

A ssistan t in the Departm ent of Obstetrics & Gynecology

and

C. H. Hu, M.D.

A ssociate in  the D epartm ent of Pathology  

Peking U nion Medical College 

Peping, China

Fetal peritonitis, with spontaneous perforation of the 
intestine in utero, is a condition so rare, that an obstetrician 
considers himself to be fortunate if  he sees one case in his life 
time. It is especially uncommon to see the ascites set up by 
the peritonitis causing dystocia. Russell after careful search 
of the literature up to May, 1928 was able to find 24 cases of 
spontaneous intestinal-rupture, including one of his own; and 
in only 5 of these had the rupture occurred during intra
uterine life. Since then Fischer has added another case. As 
far as we aware, in  only the two cases reported by Olshausen 
and Unger was dystocia due to the ascites. In the course of 
three months, May—August 1928, in Peping, we met with this 
condition on two occasions, and the two cases are reported 
below:—

Ca s e  I: L. T. S., Hosp. No. 20395, a Chinese married
woman, age 29, was admitted to the Peking Union Medical 
College Hospital on May 18, 1928, in labour, with a child 
partially delivered. She was married when 19 years old, and 
this was the first pregnancy. Her menses had started at the 
age of 15, and occurred every 30 days, lasting for a week, and 
associated with a moderate degree of dysmenorrhoea. Her 
past history was unimportant and there was no history of 
venereal disease. Her last monthly period was on September 
1, 1927, so that the expected date of confinement was on June 8, 
1928. The patient had an unusually large abdomen, and had 
been suffering for the last three months of her pregnancy from 
dyspnea associated with oedema of the ankles and feet.

♦Presented a t the X lX th  B iennial Conference o f the China Medical 
A ssociation, Shanghai, February 1929.
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On May 17, 1928, twenty-two days before “time,” the 
membranes ruptured spontaneously at 9 p.m., and a large 
quantity of fluid drained away. At 6 o’clock the next 
morning labour pains started. They were severe and dragging 
in character. Pressure symptoms were noticed two hours 
later, as an increase in the frequency of micturition and a 
desire to defecate. Crowning of the foetal head took place at 
11 a.m., and the child was born spontaneously as far as the 
neck. Thirty minutes later the shoulders and arms were out. 
In spite of violent uterine contractions and forcible traction by 
the midwife, no further progress was accomplished, and the 
child died in the mean time. The patient was brought into 
the hospital by the family at 2 p.m. She was a well developed 
and nourished young woman, but much exhausted and unco
operative.

The abdominal wall was not tense, but uterine contractions 
were very forcible, and came every five minutes. When con
traction took place the upper uterine segment was well drawn 
up and a mass became visible in the suprapubic region. In 
between these two, around the middle portion of the uterus 
there was a band-like contraction about 4 cm. in width.

On palpation one was able to feel through the abdominal 
wall that the fundus was soft and spongy with a cystic feel. 
There was another mass palpable in the suprapubic region 
about 13 cm. in diameter which was definitely cystic, and under 
high pressure. The pelvic measurements were, intraspinous—  
25 cm.; intracristal—26.5 cm.; external conjugate— 19 cm.*, 
interischial—9 cm.

Patient was at once anaesthetised with ether. Catheteriza
tion was not possible because of the pressure on the urethra. 
Professor J. P. Maxwell introduced his left hand into the 
vagina and discovered that the child’s abdomen was greatly 
distended, causing the dystocia. He perforated the abdomen 
with a perforator, and a large amount of bile stained fluid 
drained away. After this, the extraction of the child was very 
simple. The total blood loss of the mother was estimated at 
about 350 cc.

Her blood count was normal, blood pressure normal, but 
there was a slight trace of albumen in the urine. The non
protein nitrogen was 46.1 mg. per 100 cc., and the Wassermann
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reaction was negative. Blood widal:—B. Typhosus— 1/40 
agglutination partial, probably of no importance. During her 
first ten days in hospital, patient-had a slight elevation of 
temperature, attributed to a mild infection of a perineal 
laceration, but her progress was otherwise satisfactory.

The patient was discharged on the 15th day with her uterus 
well involuted, and the perineal laceration healed. She was 
seen eight weeks after discharge, and was well and active.

The placenta was of average size, measuring 19.5 X 16 
X 2 ^  cm. It was oval in shape, and had a cord 85 cm. long 
inserted eccentrically. The fetal surface was glistening and 
contained a few superficial areas of infarct. The maternal 
surface showed cotyledons of normal size and lobulation.

Microscopically (S. 13,653). the sections showed normal 
villi; with only areas of hyalinization. The vessels were neither 
thickened nor distended. Levaditis stained sections revealed 
no spirochetes.

Necropsy:—The child was a male and apparently full term, 
weighing 3880 gms. with ascitic fluid, and 2700 gms. without it. 
Its total length was 50.5 cm. and sitting height 34.5 cm. It 
had normal average measurements e.g. occipito-mental 14 cm.; 
occipito-frontal 10 cm.; suboccipito-bregmatic circumference 
34 cm.; shoulder circumference 34.5; but the circumference of 
the abdomen at the level of the umbilicus was 44 cm. The 
cranial sutures were of average normal size. The entire head 
and neck were congested, with swelling about the face especially 
around the mouth. The conjunctivae were opaque and 
hemorrhagic, the pupils were about 3 mm. in diameter, equal 
and regular. Nose, ears and mouth were negative. The chest 
was short, and there was general flaring of the lower ribs due 
to the pressure of the greatly distended abdomen. Just above 
the xyphoid cartilage there was a perforated wound which was 
made at the time of delivery. The abdomen was greatly dis
tended and its cavity easily took 1200 cc., and this was not 
anywhere near the possible distension. The scrotum was also 
greatly distended. The skin showed early commencing macera
tion. The extremities were normal.

The abdominal cavity when opened, after evacuation of the 
Jblood and bile stained ascitic fluid, showed that the parietal
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peritoneum was diffusely thickened. Its surface was for the 
most part opaque and smooth, but there were places, especially 
along the lateral folds, studded with irregular, rough, grayish, 
slightly elevated, hard, small masses of calcareous deposits, 
which grated under the knife when cut. The omentum was 
not identified. In its place there was a coat of fibrous tissue 
spreading over and adherent to all the collapsed intestines, 
stomach, and other organs, with the exception of the liver. The 
surface of this fibrous tissue had the same apprearance as the 
parietal peritoneum, and was studded similarly here and there 
with meconium-stained calcareous deposits. In the right lower 
quadrant there was an opening which admitted a small probe, 
and led to the lumen of the intestine, both afferent and efferent. 
It had an everted edge showing a cuff of intestinal mucosa and 
a slight constriction situated just below it. Behind the bladder, 
Douglas’ pouch was greatly distended and had its bottom formed 
by the skin and peritoneum only. The two internal inguinal 
rings were depressed and prominent. The inguinal canals 
communicated with the abdominal cavity and scrotal sacs. 
The latter contained 60 cc. of dark brownish fluid, and both 
testicles were somewhat compressed. The pleurae and pericar
dium were normally smooth and glistening. The lungs were 
normal but non-crepitant. The heart was normal in shape 
and size; the right auricle was distended with blood. The 
valves were normal; the foramen ovale and ductus arteriosus 
were both patent. The liver appeared to be rather large, and 
had been badly mutilated by the perforator at the time of 
delivery. It was firmly adherent by fibrous tissue to the 
diaphragm above and in front. The liver edges were round 
and the capsule was thickened. On account of the perforation 
wound it was impossible to demonstrate the biliary passage, 
but the gall bladder was found to be normal.

On opening and separating the coat of well formed fibrous 
tissue, the collapsed intestines, which were plastered against 
the posterior abdominal wall, were found to have their loops 
adherent by means of small fibrous adhesions which could 
easily be separated. The stomach and spleen were also adherent 
in like manner. The stomach showed a diverticulum 1 cm. in 
diameter, on its greater curvature at the cardiac end. In 
tracing down the intestine, it was found that the perforation, 
about .3 to .4 mm. in diameter, had taken place at a point
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2V2 cm. above the ileocecal valve. Through this perforation 
the mucosa of the opposite intestinal wall was seen pouting, 
the loop itself was acutely kinked and firmly united for a 
distance of about 11 cm. by adhesions. The intestine above this 
point was moderately dilated and below it was constricted. 
The appendix was normal and pointed upwards. The large 
intestine was normal, although it was considerably smaller, and 
thicker than the portion of intestine above the site of the 
perforation. No atresia of the lumen was demonstrated along 
the intestinal tract. The esophagus spleen, adrenals, bladder, 
testis, aorta and thymus were all normal. The kidneys were 
of normal size, shape and lobulation. Both ureters were dilated 
and this was especially pronounced in the middle portion of 
the right one. At the junction of the lower fourth and upper 
three fourths of this ureter there was a definite kink which 
was caused by a few bands of adhesions.

Microscopically; the heart showed marked congestion of 
blood vessels, with a normal myocardium. The lungs were not 
expanded. The capillaries were congested. As to the spleen, 
the pulp showed a moderate diffuse infiltration of leucocytes. 
There were many small cells with dark staining round nuclei. 
These were probably nucleated red blood cells. The follicles 
were normal. The capsule was markedly thickened in some 
places. The surface was partly covered with loose, proliferating 
fibroblasts among which a few polymorphonuclear leucocytes 
and endothelial leucocytes were found. There were also clumps 
of calcium granules. In the liver the changes were not remark
able. Numerous myelocytes and nucleated red cells were found 
in the sinusoids. The anterior and superior surfaces of the 
liver were adherent to the diaphragm by loose fibrous tissue. 
The gall-bladder showed marked postmortem degeneration. 
The kidneys were normal. The adrenal glands showed exten
sive hemorrhages in the medulla. As to the bladder, the 
mucosa was moderately infiltrated by lymphocytes. The 
muscularis was normal. The serosa was greatly thickened. 
The superficial portion of serosa was formed by young fibro
blasts while the deeper portion was made up of old fibrous 
tissue. The different layers of the abdominal wall were normal, 
save for the peritoneal tissue which was greatly thickened due 
to increased fibrosis. The fibrous tissue varied in density in 
different places. Sometimes it was rather dense and hyaline; 
but in most places it was loose, vascular and infiltrated with
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large numbers of lymphocytes and endothelial leucocytes. Near 
to the surface, groups of calcium granules were present in 
large numbers. The mesothelial lining of the peritoneum was 
largely lost. The lining of the tunica vaginalis, which was in 
direct communication with the peritoneal cavity,showed similar 
thickening except for the absence of calcium granules. The 
pancreas was essentially negative. The peripancreatic fibrous 
tissue contained numerous polymorphonuclear leucocytes and 
lymphocytes. The testes were normal. The ribs showed a 
normal ossification at the costochondral junction, and also 
normal myeloid tissue.

Sections of the intestines at different levels showed no 
marked changes except'for fibrosis of the serosa. In the fibrous 
tissue there were numerous polymorphonuclear leucocj^tes and 
lymphocytes and in places groups of calcified granules. The 
fibrous tissue was dense in some places and loose and vascular 
in others. Serial sections of the ileum made through the 
perforation showed remarkably well the relationship of the 
intestinal canal and the intestinal wall to the perforation. 
Those sections showed the perforation separated into two by 
the pouching in of the wall on the opposite side. The edge of 
the perforation was lined writh mucosa showing no evidence of 
ulceration. The mucosa was everted and then ended abruptly 
becoming continuous with the fibrous layer in which numerous 
leucocytes and calcium deposits were found. The mucosa of 
the opposite wall which bulged into the perforation was appar
ently normal except for changes taking place after death.

To sum up; the foetus showed little change from the normal, 
save in the abdomen where there had been perforative 
peritonitis of some standing. The cause of the perforation was 
however quite obscure, and the ^perforation did not show any 
signs of a recent acute inflammatory process.

Gase II. C. S. H. Hosp. No. 21307, a married Chinese 
woman, age 21, a native of Hunan, visited the Obstetrical 
Clinic of the Peking Union Medical College Hospital on July 
30th, 1928 for the first time in her second pregnancy to receive 
prenatal care. Her last monthly period occurred sometime in 
the beginning of December 1927, and her expected date was 
towards the middle of September 1928. Patient was com
plaining of shortness of breath and palpitation of the heart
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on exertion, which was said to- have started after the 4th month 
of this pregnancy, and had steadily become worse, with oedema 
of legs and vulva superadded. Patient complained of no 
headache, nor any visual disturbances. The pelvic measure
ments were: interspinous-23 cm.; intercristal-26 cm.; external 
conjugate-18.5 cm. and interischial-9.5 cm., there was a con
siderable amount of oedema of her legs and vulva. The abdomen 
was greatly distended; the height of the uterine fundus was 
38 cm. The position and parts of the foetus were not clearly 
made out because of the greatly distended abdomen. The foetal 
heart was heard in the left lower quadrant. A diagnosis of 
hydramnios was made and the possibility of twins or a monster 
suggested. The patient was advised to have an X-ray taken, 
but she left the hospital without this being done, and did not 
come back for further prenatal care.

On Aug. 13th, 1928 at 6 a.m. she began to have pains, and 
the child was expelled spontaneously at 6:15 a.m., and the 
placenta at 6 :30 a.m. The child died shortly after it was born. 
Owing to the hydramnios and the slowly contracting uterus, 
both the mother and the family were told by the attending 
midwife that there was another child retained, and at 10:30 a.m. 
we were called in consultation.

Upon arrival, the patient was found in bed looking com
fortable. The uterus was about 2 cm. above the level of 
umbilicus and not firmly contracted. No foetal parts were felt, 
nor foetal heart heard. The vulva was oedematous, and the 
perineum was intact. Nothing was done except to give her 
ergot. Patient had fever for two days after delivery, and she 
then came to hospital for admission on the third day of the 
puerperium.

The past history was good, there was no history of 
venereal disease. She was married 5 years ago. Her husband 
is living and well. She gave birth to a full term female child 
two years ago, which died 4 months later, cause unknown. 
There was nothing in the family history to aid one in the case.

On admission she was perspiring freely, temperature 38.4, 
pulse 100, respiration 26. Her physical examination was 
essentially negative. The uterus was well contracted, the 
fundus reaching the level of l 1/̂  cm. below the umbilicus. The 
oedema of legs and vulva had entirely disappeared. Patieiit
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Case II .  Fig. T. General rien- of peritoneal cavity  
sharing collapsed i>itesti/u s ,  urea* of calcification, with p e r 

forations as described in text

Cast II  Fig. VI.  Microscopical section through sites of Perforation
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Case 11. Fig. V II .  Microscopical section through sites of perforation.

Case 11. Fig. V II I .  X -ra y  photograph shoiving flaring of ribs, 
and well marked areas of calcification in right upper quadrant.
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was comfortable and had ho special complaint. Urinalysis 
showed a clear yellow urine, specific gravity 1020, reaction 
alkaline, and it contained neither albumen nor sugar. Micros
copically; there weré found a few white cells and few hyaline 
casts. The blood findings were normal. The blood Wassermann 
reaction was negative. Blood culture showed no growth ; and the 
Widal and Weil Felix reactions were both negative. The 
patient’s condition improved steadily, and she was discharged 
well, after staying in hospital for a week.

The child was well developed and it had died about an hour 
after delivery. Thè placenta was normal, weighed 695 gms., 
and its dimensions were 25 X 17 X 2 cm., with no abnormalities.

An X-ráy report reads:—“The entire skeleton is well 
visualized. There is ho evidence of syphilis of the bones. The 
lung is not expanded although there is perhaps a slight amount 
of àir in the left upper area, which has possibly been forced 
in by manipulation. There is general flaring of the lower ribs 
almost horizontally.” The abdomen was definitely distended 
with fluid.

Necropsy:—The child weighed 2920 gms. with fluid and 
had a total length of 47 cm. and sitting height 31 cm. The 
measurements of the head were practically normal :— occipito
mental 13 cm., occipito-frontal 10.5 cm., suboccipito-bregmatic 
9 cm. biparietal 9 cm., suboccipito-bregmatic circumference 
30.5 cm. The shoulder circumference was 31 cm., and the cir
cumference of thè abdomen at the level of the umbilicus 37 cm. 
The cranial sutures were not wide, and there were no bony 
defects. There was no evidence of maceration and no oedema, 
or jaundice were present. The scrotum was greatly distended 
with fluid.

The peritoneal cavity contained 400 cc. of blood stained 
fluid. The peritoneum was greatly thickened with a coat of 
fibrous tissue over the entire abdominal cavity spotted here and 
there with areas of calcification. This coat was soft and 
avascular. The omentum was not found, probably having been 
incorporated with the fibrous coat. The liver was enlarged, 
its lower edge was round and thick. The entire organ, excepting 
the inferior surface, was firmly adherent to the diaphragm. 
No gall bladder could be found. All the abdominal organs, 
except the liver were plastered together, and compressed against



586 The China Medical Journal

the posterior abdominal wall by the accumulated'fluid. In the 
right upper quadrent, two swellings, adherent to each other of 
about the same size (1 cm. in diameter and V2 cm. in elevation) 
were formed by a dilated portion of the lower ileum situated 
14 cm. above the ileocecal valve. They were rounded in shape, 
whitish in color (calcification) and cystic in consistency. From 
the center of the lower one there was a horn like projection. 
In this dilated portion of ileum at the bases of these swellings, 
two perforations were found. They were 5 cm. apart and 3 mm. 
in diameter. These perforations were covered by the loose 
connective tissue forming apart of the fibrous coat mentioned 
above. The loops of small intestine were loosely adherent to 
each other by fibrous tissue. Above the distended ileum where 
the perforations were situated the gut was contracted but con
tained meconium. Below that the gut was also contracted, but 
no meconium was present in the lumen. The splenic flexure of 
the large intestine was firmly adherent to the spleen. The 
appendix as well as the other portions of the intestine were 
normal.

The pericardial and pleural cavities presented neither 
adhesions nor free fluid. The lungs, spleen, kidneys, adrenals, 
bladder, aorta and pancreas, showed nothing remarkable in 
gross,

Microscopical Notes:—The lungs showed atelectasis, and 
the capillaries were markedly congested. The sinusoids of the 
liver were greatly congested. The periportal tissue was 
oedematous. There were numerous foci of myeloid cells in 
the liver tissue. The capsule was thickened due to fibrosis and 
oedema. No changes were observed in the blood vessels or in 
the bile ducts. In the spleen there was marked congestion of 
the sinuses. Heart, pancreas, kidneys, adrenals, bladder, 
thymus, mesenteric lymph nodes were normal. The tunica of 
the testes was moderately thickened due to fibrosis. It was 
infiltrated with many large phagocytic cells loaded with 
hemosiderin. The testicular tissue was normal. The line of 
ossification of the bones was normal. Sections of the stomach; 
small intestine, appendix and large intestine were essentially 
normal, except for the presence of an increased amount of 
fibrous tissue in certain parts of the serosa.

Sections of the perforated portion of the ileum showed that 
the perforations were clean cut and that there were no notice
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able pathological changes in the intestinal wall except the 
serosa which was greatly thickened due to marked fibrosis and 
deposition of calcified masses, some of which were surrounded 
by foreign body giant cells. In the serosa many congested 
capillaries and large numbers of phagocytic cells containing 
blood pigment were present.

To sum up; a foetus which was normal in other ways 
suffered some time before birth from perforative peritonitis, 
the perforations being in the ileum and presenting no signs of 
recent acute inflammation.

Comment

Etiology: Although writers agree that the perforation
usually occurs near the end of pregnancy, a study of the inflam
matory process which has taken place in both of these cases 
shows the lesion to be an old one. Owing to the lack of 
opportunity for studying the specimen right after the occur
rence of the perforation, it is impossible to give a definite cause 
for the origin of the spontaneous rupture of intestine during 
intrauterine life. Writers in the past have only offered 
theoretical hypotheses, which are none of them satisfying. To 
save time and repetition, instead of discussing them at length, 
we will just enumerate them.

Prenatal bacterial infections such as syphilis, and tuber
culosis, have been postulated; and non specific infection whose 
origin has been hypothecated as having been derived from the 
maternal circulation (Peiser) ; developmental abnormalities, 
including atresia, stenosis, ulceration, necrosis, kinks, intus
susceptions, volvulus, diverticulum, intra-abdominal and extra
abdominal herniations, hypertrophy of epithelium in a segment 
of the intestine and maldevelopment of epithelium in a segment 
of the intestine and maldevelopment of the urogenital apparatus, 
circulatory disturbance together with trauma (during labour), 
coprostasis, localized or generalized intestinal aplasia, intestinal 
bands, and meconium necrosis; and transuterine punctures in 
the course of an instrumental criminal abortion.

Clinical course: To our knowledge no clinical manifesta
tions are pathognomonic of this condition during intra-uterine 
life. Like other foetal anomalies, it is often associated with 
polyhydramnios. The degree of distension of the uterus not 
infrequently decides the question of prematurity, Clinical
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changes in the mother such as respiratory and cardiac embar
rassment are a direct result of the polyhydramnios, rather than 
of the perforation.

When one comes to the time of labour, if the foetal. ascites 
is pronounced, dystocia may result. This condition occurs very 
seldom. The child is often delivered spontaneously, but usually 
dies either before, during, or shortly after birth.

In fa n t: The infant’s abdomen and scrotum are usually
markedly distended with fluid, which stretches the skin of the 
abdominal wall and makes it appear to be smooth and shiny. 
If the infant is born alive, one sees vomiting, obstipation, 
crying, refusal of nursing, accelerated breathing due to the 
pressure below the diaphragm, cyanosis, sometimes passage of 
a  small amount of meconium, but frequently none at all,- and 
progressive distension of abdomen often with muscular rigidity 
and often umbilical protrusion. The emesis contains bile, 
mucus, blood, and meconium. The child invariably dies of 
intestinal obstruction, usually within a few days. In excep
tional cases recovery is said to have occurred where the 
perforation is said to have been sealed off, and the accumulated 
fluid reabsorbed. The abdominal cavity when opened, usually 
contains a large amount of fluid. The peritoneum is diffusely 
thickened. The intestines are collapsed and adherent to each 
other by adhesions. They, together with other abdominal 
organs, are covered by a coat of fibrous tissue of a plastic 
character. The points of perforation almost always distinguish 
themselves by having the mucosa everted, or are covered by 
gradually leaking meconium which is partially calcified. All 
over the surface of the peritoneum are studded calcified masses 
which appear opaque, irregular in shape and which grate under 
the knife.

Diagnosis: The diagnosis intrapartum is impossible. We
agree with Noetterbrock who thinks there is a possibility of 
establishing a clinical diagnosis by feeling the greatly distended 
foetal abdomen through the abdominal wall after the liquor 
amnii has well drained away, but only in very exceptional eases, 
and this only indicates ascites. When a breech presentation 
occurs, meconium is generally not expelled, for the lumen of 
the intestine below the point of perforation is greatly narrowed 
and contains only sebaceous like material with practically no 
meconium.
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Treatm ent: If this condition is recognized, the child should
at once be subjected to laparotomy to close off the perforations 
and stop the further leakage of meconium into the abdominal 
cavity. Operative mortality is very high in infants, and the 
technic is rather difficult but it undoubtedly offers the only 
chance, although a very unfavourable one. Of the two operation 
cases reported by Russell and Fischer, neither recovered from 
the operation. The question of anaesthesia is one considered 
of importance of many of the writers. Chloroform, ether, 
spinal anaesthesia, local infiltration have all been recommended; 
but to our minds the early diagnosis and operation are of most 
importance, although the prognosis in any case is a bad one.

S u m m a r y

A report of two cases of full term fetuses with spontaneous 
intrauterine perforation of the ileum. Both showed meconium 
peritonitis with calcification and ascites. In one case dystocia 
was caused by the ascites and this required perforation of the 
abdomen before delivery could be effected.

There was apparent absence of the omentum in both cases, 
and of the gall bladder in one. A diverticulum of stomach, and 
dilatation of both ureters caused by adhesions were found in 
one case.

Our thanks are due to Professor J. P. Maxwell for his kind 
assistance and his permission to publish these two cases.
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SCARLET FEVER

B y r o n  K oo, M .D ., S .U .M .C ., S e o u l , K o r ea .

Since the Schick test has proved so reliable for determining 
susceptibility to diphtheria, and toxin—antitoxin mixture has 
been so successful in vaccination against the disease—to say 
nothing of the value of diphtheria antitoxin in passive prophy
laxis and treatment, it is no wonder that similar attempts have 
been made in the specific prophylaxis and treatment of scarlet 
fever. The Dicks discovered 6 years ago that the disease 
apparently was caused by a hemolytic streptococcus and it’s 
soluble or exogenous toxin. A large.amount of investigation has 
been devoted to the skin test for susceptibility to scarlet fever, 
to vaccination with streptocoçcus toxin and to prevention and- 
treatment with anti-scarlet fever streptococcus serum. It is my 
purpose at this time to summarize briefly the complications,, 
mortality and causes of death in scarlet fever patients, in 
Severance Hospital, from 1925 to-1928.
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No. Sex Age

j
; Nation

ality
Com pi ¡cations 
on Entrance

Date of 
Disease

No
. 

of 
In

j. 
I

Complications 
after treatment W

el
l

[

ojD

1. F 5 British None 3rd. 1 None W
2. M 6 Korean None 4th. 2 P yem ia, N ephritis. D
3. F 9 K. Andina V 2 Nephritis,

A rtheritis. W
4. M 9 K. Angina 4 th. 1 None IV j

5. F 13 British Sore throat 3rd. 1 Toximia D
6. M 5 K. None 5th. 1 Snpurative

Adenitis. w i
i . F 19 K. Adenitis 7 th. ! i Sup. A denitis, 

N ephritis
ID
1

8. F 9 K. Sore throat 4th. L1 j None j w
9. M 7 K. None ? i None ' w

10. F 12 K. None 4th. 1 1 Mild Neph. w

11. M t» K. Diarrhea 3rd. i Otitis Med. w
12. F 16 K. None F t h . i N on-supurative

A denitis.
w

13. M 4 K. Angina 1 7th. i Diphtheria D

14. M 7 K. None ’ 2nd. i None 1w

15. M 15 K. None 3rd. i None w
16. M 13 K. None 3rd, i None ■w

17. F 9 K. None ? i None ! w
18. M 3 K. Convulsion 2nd. L M eningitis D

co F 8 K. Angina 3rd. 1 None YV

20. M 8 K. None 2nd. 1 None 1W
21. F i K. Dyspepsea 3rd. 2 S upurativo  Aden. 

Toxim ia.
D

22. M 13 K. Sore throat 3rd. 1 None w
23. M 2 K. G eneral T cxim ia 8th. 1 Toximia cont. D

24. M 7 K. Edema 10th. 11 Nephritis cont. w
25. M 3 K. Dyspepsea, 

Sore m outh. 3rd. ; 1 Angina w
26. M 7 K. Angina, A denitis 5th. 1 Supurative

Cellulitis.
D

27. F 11 K. Adenitis 4th. 1 Toxiinia D "

28. M * K. A ngina. Adenitis 3rd. j 1 Pup. Adenitis 
(operation)

D

29. M 11 K. None ! 2nd. 1 A d e n i t i s w
30. F 5 K. Adenitis 7th. ! 1 Sup. Cellulitis 

(operation)
D

31. F 9 K. None 2nd. 1 N o n e  1w
32. F 11 K. A denitis, Toximia 6th. 11 Continued D

33. 1 M S K. None 6th. 1 Nephritis w

34. ; F ! 16 K, ? ? ! 1 None w
35. |

1
F | 4 K. General Toxinña 7th. 1 Continued D

36. M 10 I K. None 2nd. 1 N on-supurrat \\r 
A denitis

87. ! F 15 ; K. ' Angina 3rd. 1 N ephritis Art heritis W
38. | F 23 i K. Septicemia 8th. 1 None W
39. ¡ M 8 ! K. None 4th- i 1 j Adenitis W
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40.
41.

F
F

11
mon.

7
K.
K.

Toximia
None

3rd.
3rd.

1
1

Continued
None W

D

42. F 8 K. None 2nd. 1 None \Y
43. F 15 K. Sore throat 6th. 1 ---- Arthritis- -AY
44. M 5 K. Sup. A denitis 

Toxim ia 7th. 2 Continued D
45. M 4 K. Sore throat 2nd. 1 None W
46. M 8 K. A denits, N ephritis ] lth . 1 Toxaem ia

N ephritis D
47. M 14 K. None 4th. 1 None w
48. M < K. None 2nd. 1 None w
49. F 8 K. None 3rd. 1 Cystitis w
50. F 8 K. None 2nd. 1 None w

The com plications and causes of death: A denitis— (suppurative and
non-suppur.), A ngina, A rthritis, Bronchopneumonia, C ellulitis— (suppur. 
and non-suppur.) Convulsions, D iphtheria, O titis Media, Pyeiria, 
Septicem ia, Toxim ia, N ephritis.

Passive immunity has been attempted, and children who 
have been expossed to scarlet fever have been given prophylactic 
injections of scarlet fever streptococcus antitoxin. This, how
ever, seemed poor policy to us, because the serum sickness that 
frequently followed in our cases was more severe than the 
disease itself. All of our cases had serum sickness, although 
concentrated antitoxin was used. In 4 of the 9 patients, the 
serum sickness was extremely severe. They were admitted to 
hospital with a severe urticarial fever.

Table 2.
Scarlet Fever Contacts w ith Prophylactic Serum.

No. ¡Sex ! Age ; Nationality Prophylactic
injection

No o! Inj. Serum tickm-ss

1.
i

F 3 British 10 c.c. Dochez’s 1 Mild W
2. M 9 9 Í 99 9) **■ Mild w
3. F 36 99 99 t) 1 j Mild w
4. F 13 Korean P rophy. S. F. '  i 

aafcitoxln 1
Severe u rticaria l 

fever w
5. M 5 i ** 99 )9 )> >> w
6. M 4 99 9f 99 1 Mild w
7. F 16 99 99 99

Severe  u rticaria l 
iever w

8 * M 6 99 9) 99 1 >» w
9. 1 F 2 9f 9) 99 1 Mild ■V

The patient No. 7, fem ale, 16, had fever of 39 and marked urticaria  
for 6 ; days and suffered from Cheyne-Stokes breathing and fain ted  for 
about -12 -miniites. EetiiyfiredLgradually. __ ___________________
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The usual argument was that the rest of the family should 
by given the prophylactic antitoxin if the reaction was a severe 
one, as possibly those exposed would have the same severe 
infection if they contracted the disease. In one of the four 
families observed, two children died of scarlet fever. The 
most important thing to know is whether or not one injection 
of scarlet antitoxin will prevent scarlet fever. We cite the 
following instances:

T a b l e  3 .

Scarlet Fever Contacts ivith Prophylactic Antitoxin.

Developed Scarlatina.

No. j Sex , Age
Given S. F.

Prophy-
lacticanti

toxin.

Date of j 
Hash j 

Appt ared ¡

Nature ' Tberap. I Complic- ! ~  ’S 
of I). ! inj. j ations

1. M 3 Taken
\

4th. ' Toxic. Given T. Toximia ! D
2. F 5

1
it 5th. | Toxic. Not given Angina,

Adenitis. D
3. M 5 tf j 7th. Mild. ft }} Pharyngitis W
4. F j 2D 

mon M ! nth. ! Mild. 99 >> Tonsillitis w
5. !

j
M 18

mon.
1 9th.ii

j Mild. 99 n Tonsillitis W 1
!

The first patient had both prophylactic and therapeutic doses in the 
interval of 6 days. The patients No. 4 and 5 were very much like that 
of so called Fourth (D uke’s) Disease.

Another constant difficult problem is the price of the 
antitoxin. The hospital charges on each therapeutic (antitoxin) 
dose 25-30 Yen, which most of our Korean patients cannot 
affort to pay even though it absolutely cures the disease. The 
private practitioners are not using the antitoxin for these 
reasons.

S c a r l e t  F e v e r  C a s e s  U n t r e a t e d .

Before ascribing marked benefits to the specific therapeutic 
measure in scarlet fever, it is well to mention the complication 
results and causes of death in untreated patients. These are 
recorded in Table No. 4.
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Table 4.

N o . Sex Age
National

ity
. Complications 

on Entrance
Date of 
Disease W

el
l

Cause» of deatli.

1. I F 7 American Sore throat 2nd. W
O M 2 Korean None 4th. W
8. M 14 Korean Angina 2nd. W
4. F 2° British Angina 2nd. Toxaemia, NephritiB.
5. F 9 Korean None 2nd. W
6. M O Korean Cervical Adenitis '? gupurrative  Cellulitis 

Toxaem ia.
1 . M 4 Korean

•

Angina Adenitis 7th. Supurra tive  Adenitis, 
Toxaem ia.

8. F i Korean Otitis Med. 20th.
9. F 1 ; Korean Convulsion Srd. w M eningitis.

10. F 6 Korean Bronchitis 11th.
11. M 5 !Korean Nephritis j 8 th . w N ephritis and Endocard

itis.

The patient No. II was taken out o f the hospital w ithout physician’s 
advice. Died a t home.

S u m m a r y

1. Among 50 cases of scarlet fever treated, in Severance 
Isolation Hospital, with scarlet fever antitoxin the mortality 
rate was very high (3% ).

2. The mortality was high among the patients who came to 
us \vhen the disease was far advanced.

3. The prompt prophylactic injection did not prevent it’s 
complications in most of our patients.

4. The patients wTho died had complicating factors which might 
have caused death even though scarlet fever antitoxin had 
been given.

5. Five of our immunized patients with antitoxin developed 
a typical scarlatinal rash; and two died with it.

6. No definite evidence has been shown by our cases to 
justify the use of scarlet fever antitoxin in advanced cases 
and as a measure of passive immunity.
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RADICAL a m p u t a t i o n  o f  b r e a s t  w i t h  t h e  c a u t e r y

J o h n  A. S n e l l ,  A.B., M.t)., F.A.C.S.

Soochow Hospital, Soochow, China.

While it is the object of this paper to deal only with the 
technique of breast amputation with the cautery we will first 
mention without discussing some of the advantages that the 
cautery has over other methods in dealing with malignancies.

1. Heat of 115 fah. will kill cancer cells while the normal 
cells of the body will stand an even higher temperature.

2. Stray cancer cells along the lymph vessels and glands 
are destroyed during the process of dissecting instead of 
stimulated and scattered.

3. Capillary hemorrhage is nil.
4. Shock is far less.

5. Metastatic glands around the vessels are dissected with 
greater ease and safety than with other means.

6. Pain following the operation is less.

Here we will not discuss the various forms and makes of 
cauteries that are available for this kind of dissection. Suffice 
it to state that it is a hot knife that cuts its way through the 
tissues by heat instead of by a sharp edge. All that is required 
is a convenient means of keeping the knife at the proper tem
perature so that it will continuously work. This necessitates 
a continuous application of the heat producing power and 
naturally electricity is the answer to that. There are now a 
large number of makes on the market and whatever the make 
the operator must be familiar with its mechanism and have some 
experience in its use. Cutting with a cautery is not quite the 
same as cutting with a knife or scissors.

A n e s t h e t i c .

In this procedure we have the choice of a general or 
regional anesthesia. With ether anesthesia one must be reason
ably cautious not to have an explosion. Since we first used 
rtovocaine on one of these cases we have never again resorted 
to a general anesthesia. For years novocaine, locally and 
regionally-, has been our anesthesia of choice and gradually wTe 
have extended its use until ether is a rarely used anesthesia in
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our hospital. Because of the extensive field involved in this 
operation we had hesitated to try novocaine, but it proved 
simple, effective and reduced postoperative shock to a minimum. 
With general anesthesia we had always had more or less post
operative shock, but following novocaine there is no appreciable 
rise in temperature or pulse. The whole postoperative picture 
gives one the feeling that the risk is greatly reduced with local 
anesthesia. It is quite pleasing to see your patient leave the 
operating theater after a one or two hour session in practically 
as good a general condition as when she entered and able to 
carry on an ordinary conversation. Where shock and risk are 
so greatly reduced we do not feel justified in using a general 
anesthesia.

For this purpose we use more or less the technique of Labat 
as given in his text book on Regional Anesthesia. Novocaine 
1% with ten to fifteen drops of adrenalin in the total amount 
to be used. For injecting we use an ordinary 20 cc. all glass 
hypodermic syringe and a long slender needle. For breast 
amputation we must block the brachial plexus, the first to 
seventh intercostal nerves, the supraclavicular branch of the 
cervical plexus and occasionally the superficial branches that 
cross the mid line from the opposite side. For specific technique 
on these blockings you are referred to the text. The more a 
surgeon uses novocaine anesthesia the more adept he becomes 
in its administration, the greater satisfaction he gets from its 
use and the less the danger to which he subjects his patient.

T e c h n i q u e .

1st step. The skin incision is outlined with a gentle touch 
of the cautery which also serves as a test for the effectiveness 
of the anesthesia. The size, location and surface condition of 
the tumor will determine the site of the incision. It must leave 
a wide margin from the tumor especially when the skin is 
involved in the growth. In thin individuals the cautery cuts the 
skin quite rapidly if the borders of the incision are kept 
separated as the cautery advances. The assistant retracts on 
one side and the surgeon on the other. The incision is thus 
made all around the breast and up the margin of the pectoralis 
major muscle to the arm. In fat individuals, especially where 
it is dense we find the most difficult work that the cautery has 
to do. Here the progress of the cautery is much enhanced if
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all the melted oil is kept wiped out of the incision; the dryer 
the area the better the cautery works.

2nd step. From the incision thus made the skin is dis
sected anteriorly from over the pectoral muscle and posteriorly 
from over the axillary space, leaving just as little fat as 
possible on these flaps. If the tumor is in an advanced stage 
it is important to dissect the skin back all around the incision 
especially posteriorly and below and cut through the fat to the 
deep fascia well back from the original skin incision.

3rd step. The flap of skin over the pectoral muscle is held 
back by the assistant and the clavicular and sternal divisions 
of the muscle separated to the outer end of the axillary incision. 
The finger is passed under the tendon of the sternal division and 
it is cut with the cautery. Then the attachments along the 
sternal wall are cut and care is taken to clamp each of the 
perforating branches of the internal mammary artery. On 
retracting slightly the clavicular division of the muscle in the 
fascia will be observed the thoracic branch of the acromio- 
thoracic artery. This should be cut between clamps high under 
the muscle. The fascia at the outer border of the pectoralis 
minor muscle is incised and the finger passed under it where 
it lies over the axillary vessels. The tendon is then cut above 
the vessels and the two muscles are reflected from the anterior 
portion of the chest wall. This leaves a well exposed axilla 
for dissection.

4th step. The vessels are covered with fat and lymph 
nodes. The glands are more or less prominent according to the 
degree of metastasis, and the amount of fat varies a great 
deal with different patients. The clavicular portion of the 
pectoralis major muscle is retracted and the fascia covering the 
vessels is picked up and incised by gentle strokes of the cautery 
high under the clavicle. For work around the vessels the 
cautery point must not be too hot. If kept at a light red heat 
one is not likely to accidentally injure the vessels. Nerves and 
vessels tend to pull away from the cautery and are harder to 
cut then other tissue while lines of cleavage between different 
tissues separate with ease. Metastatic glands although closely 
adherent to the vein will separate with remarkable ease on the 
touch of the cautery. Sometimes no glands at all can be felt 
in the fat around the vessels and again they are felt as little 
shot like particles. In such cases it is a simple matter to clear
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the axilla. In advanced cases the glands will often be larger 
then the original tumor and closely matted to the vessels. 
Regardless of there being no apparant involvement of the 
axillary glands the vessels and nerves must be dissected clean 
from high under the clavicle to the arm. All the fat posterior 
to the vessels and far back and below must be removed so as 
to expose the digitations of the seratus magnus muscle. This 
dissection is best done by starting from the clavicle and coming 
down. The fat is picked up with long tissue forceps and by 
gentle light strokes of the cautery it is separated from the 
vessels. All arterial and venous branches are cut between 
clamps as exposed and later tied with silk or catgut. Vessels 
that must be tied are: Superior thoracic, alar thoracic, long
thoracic, low and posteriorly a branch of the subscapular and 
usually only the thoracic branch of the acromio-thoracic. In 
cases without apparant glandular involvement the intercosto- 
humeral nerve can be saved by removing all the fat from around 
it. The long thoracic nerve will have to be sacrificed in very 
advanced glandular involvement, although it can usually be 
dissected free and saved without danger of leaving cancer cells 
attached to it. The fat posterior to the long thoracic nerve 
should always be removed.

When the dissection is complete the axilla should be as free 
from fat as a picture and the vessels and nerves stand out full 
length of the space. One will be most agreeably surprised at 
the ease, safety and thoroughness with which the cautery does 
this. It is far more easy and safe than with any other method: 
gauze knife or scissors. Furthermore cases of advanced 
glandular involvement can be dissected with the cautery which 
cannot by any of these other means. To be sure one must 
learn how to handle the cautery in this region. The touches 
must all be gentle and cnly for an instant, but when that touch 
is made the line of least resistance gives away. It is now very 
rare that I ever dissect axilla, neck or groin by any other 
method. In addition to the ease with which it is done we have 
the further assurance that any stray cancer cells in our path 
have been destroyed instead of left as seed for recurrence.

5th step. After the axilla has been thus thoroughly dis
sected the entire mass is cut from the chest wall with long 
strokes of the cautery which is now made hotter. The fat under 
the skin flaps is removed with the tumor. In some cases where
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the tumor is very large or badly ulcerated and foul it is well 
to remove the breast before dissecting the axilla.

6th step. We are now confronted with the problem of 
closure. When making the skin incision it is well to have 
this step in mind but the thing of prime importance is to remove 
the tumor with a good margin. In patients with a loose skin 
and where the tumor is not too far advanced it is usually pos
sible to make a closure by the use of well dissected flaps and 
figure of eight tension sutures of silkworm gut. Where the 
skin is dense and nonelastic the area under the gland will have 
to be left open. In all cases the axilla can be covered and the 
entire incision should be closed as far as possible and the rest 
left open for later skingraft. A rubber tube drain must be 
put in the axilla through a stab wound well back in the most 
dependent position.

Following the use of the cautery in such a dissection there 
will be more abundant discharge of lymph than in knife dis
section. After a day or two there will also be a slight rise in 
temperature supposed to be due to protein absorption from the 
burned tissue. Dressing will have to be done once or twice daily 
as indicated. Skingraft can be done in ten to twenty days and 
should be governed by the same rules as any other case requiring 
skingraft.

INCIDENCE OF MALIGNANCY AT A HO SPITAL  
FOR C H IN ESE*

M a r y  E. M c jP a n ie l ,  M.D.

M argaret W illiamson H ospital, Shanghai.

The total number of in-patients at the Margaret Williamson 
Hospital, exclusive of the obstetrical service, during 1921—1928 
(inclusive) has been 7,988. The total number of maligancies 
during the same period has been 152. It must be borne in 
mind that this is a hospital exclusively for women and children. 
Boys above 12 are not taken. Only Chinese are admitted as 
in-patients.

^Presented at the X lX th  B iennial Conference of the China Medical 
Association, Shanghai, February 1929.
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Below is given a chart showing the relative frequency of 
the malignancies in different anatomical locations, and the age 
incidence.

Under the general classification of “head” we had the 
f  ollwing:

1 Marjoli’s malignant ulcer
1 Epithelioma of lip.
2 Malignant tumors of the parotid 
1 Carcinoma of the tongue
1. Malignant tumor of the scalp 
1 Sarcoma of the head

Under the general classification of “Bone” we had the 
following:

1 Malignant tumor of the mandible 
1 Sarcoma of Antrum 
1 Myxo-fibro-sarcoma involving the tibia 
1 Spindle celled sarcoma of the leg 
1 Round cell sarcoma of antrum 
1 Sarcoma of clavicle 
1 Sarcoma of left shoulder.

Under the general classification of “others” we had:
1 Carcinoma in an old injury to the leg 
1 Myxo sarcoma of leg
1 Carcinoma of chest wall
1 Endothelioma of vagina
2 Malignant growths of the urethra
3 Carcinoma of the stomach
4 Malignancies of the ovary, one a sarcoma and the 

other three cysts with carcinomatous degeneration.
7 Malignancies in the abdominal cavity, five of these 

verified by exploratory but unable to determine 
original site.

1 Cancer of the sigmoid
1 Carcinoma of the omentum
1 Adeno sareoma of kidney

In the age incidence the five under twenty were as 
follows:

1 Sarcoma of the urinary bladder in a child 6 years old.
1 Sarcoma of the head in a child 2 years old.
2 Sarcoma of bone, both patients were 14 years old.
1 Sarcoma of the kidney in a child 6 years old.
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Uterus Breast Urinary
Bladder Rectum Head Bone Other Total

Number 
Per cent

60
39.5

42
27.6

8
5 3

h
3.3

7
4.6

7
4.6

23
15.1

152

AGE
Under 20 yrs. 1 1 2 1 5
20-30 yrs. 2 1 4 1 2 1 4 15
30*40 yrs. 29 ,7 1 1 1 2 4 45
40-50 yre. 12 13 1 1 6 33
50-60 yrs. 10 14 2 2 1 4 33
60-70 yrs. 2 2 1 1 1 o 9
70 yre. + 1 1 1 3
Unrecorded 4 4 1 9

Since the beginning of 1926 we have been doing a routine 
microscopic section on all pathological material.

Below will be found a table showing the types of
Below will be found a table showing the aypes of

malignancy, diagnosed grossly and microscopically.

Uterus Breast ~.ri j Rectum Head Bone Other TotalBladder

GrosB
Sarcoma 2 2 2 7 3 ]6
Carcinoma 58 4'2 0 5 3 19 133
Epithelioma 2 2
Endothelioma 1 1

Microscopic 
Sarcoma 1
Carcinoma 9
Epithelioma 
Endothelioma

In preparation for this paper an effort was made to follow 
up thè patients to know the results to-date so that further
study might be made. Many of the patients had come to us
from outside of Shanghai. Many of the Shanghai addresses 
were inadequate, and the city street numbers had recently been 
changed. However the visiting nurses made 59 visits in an 
effort to locate 57 patients. Twenty five were found. We did 
not feel that was a sufficient number on which to base any 
conclusions.

l
19 36

1
1
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C A U SE S OF DEATH FOR CHINA*

A n A bridged  Classification
J . B . G r a n t  a n d  I . C. F a n g .

A preliminary classification of Causes of Death for China 
(1927)1 was recommended by the Public Health Section for 
adoption at the 1927 meeting of the China Medical Association. 
This classification has since been used in the Peking Health 
Demonstration Area (55,000 population). The specific death- 
rate per 100,000 population according to this for the year July
1. 1927 to June 30, 1928 is given in the following table.

Specific Death R ates per 100,000 of Population
1927-192S

1. Tuberculosis of Lungs ...................................... 325.7
2. Tuberculosis of Other O r g a n s ............................. 171.8
3. G astro-intestinal D isease (Other than T .B .) . . 338.7
4. R espiratory D iseases (Other than T .B.) . . 193.3
5. Cardiac & Renal D iseases . . . . . . . .  343.7
6. Sm allpox ....................................... ...........................  .........
7. D iphtheria ..................................................................  14.3
8. Scarlet F ev er  .........................................................  21.5
9. E xanthem ata ........................................ . .  . . 69.8

10. Other Fevers .........................................................  19.7
11. Sen ility  & A poplexy ...................................... 60.9
12. C ongenital D ebility (including D eaths under

1 month) ......................................................... 139.6
13. Convulsions .........................................................179.0
14. Typhoid Fever ......................................................... 30.4
15. Puerperal Condition ...................................... 16.1
16. Syphilis (including Carbuncle, etc.) . . . . 14.3
17. Septicem ia from  infected wounds . .  . . 25.1
18. D iseases of Liver ................................................ 3.6
19. Cholera .................................................................. 21.5
20. P lague ..................................................................  .........
21. E xternal Causes ................................................ 39.4
22. Poisoning .................................................................. 1.8
23. Other Cause« ......................................................... 17.9
24. Ill defined diseases ................................................ 7.2_

Total ...............................................   2054.7
It is desirable to revise the 1927 classification both in light

of the experience obtained as well as in view of the recent 
creation of a Ministry of Health and the proposal by the Health

*From the D epartm ent of H ygiene and Public H ealth, Peking Union 
Medical College and the F irst Special H ealth Area, P eip ing M u n ic ip a l  
H ealth D epartm ent.
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Committee of the League of Nations of an abridged international 
classification. The Central Sanitary Bureau of the Ministry 
of Interior, just prior to its transference to the Ministry of 
Health, issued two official lists of 27 and 107 causes. The^e 
are now the official classifications: The longer one is so im
practical of use for this period in China as to require no further 
comment. The Commission of Expert Statisticians of the 
Health Committee of the League of Nations has also proposed 
a provisional abridged classification of 27 causes for inter
national adoption.

Chinese Government
]. Typhoid
2. Cholera

3. Smallpox 

4 Measles

5. Scarlet Fever

6. Plague
7. Diphtheria
8. Other exanthem ata

and fevers
9. P u l m o n a r y  T u b e r c u 

losis
10. Other Tuberculosis 
il- Respiratory Diseases
12. Dysentery

13. G. I. Disease
14. Ascites and Jaundice
15. Oardio-renal diseases

1G. Diabetes
17. Malignant Tumors
18. Apoplexy and

Senility

19. Appendicitis

20. Syphilis and Carbun
cles

21. Puerperal Fever and
Septicemia

22. Other Puerperal, as
Miscarriage and 
other Conditions 
and Accidents at 
Childbirth

23. Convulsions
24. Premature Birth and

Cong. D e b ility
25. Suicide
26. Accidents

27. Ill-defined causes of
Death

The three lists are
League o f  N ations  

Enteric fever 
Smallpox

Measles

Scarlet Fever

Whooping-cough

Diphtheria
Influenza
Tuberculosis

Malignant tumours

Diabetes
Cerebral haemorrhage 
Diseases of the heart

Bronchitis
Pneumonia, all forms 
Other respiratory d is

ease
Diarrhoea and enteritis 
Appendicitis and 

typhlitis 
Cirrhosis of liver

Nephritis, acute and 
chronic 

Puerperal Septicaemia

Other accidents and 
diseases of pregnancy 
and parturition 

Congenital debility and 
malformations

Premature birth Suicide

Accidents
Other defined causes of 

death  
Ill-defined causes.

as follows:
C. M . A . 1 9 2 7  

Tuberculosis of Lungs 
Tuberculosis of Other 

Organs 
Gastrointestinal Diseases 

(other than T.B.) 
Respiratory Diseases 

(otter than T.B.) 
Cardiac and Renal 

diseases 
Smallpox 
Diphtheria 
Scarlet Fever

Other Exanthemata

Other Fevers 
Senility and Apoplexy  
Congenital Debility 

including deaths under 
one month) 

Convulsions 
Stillbirth  
Typhoid Fever

Puerperal Condition 
Syphilis

Septicaomia from in fec- 
ted Wounds 

Diseases of Liver

Cholera

Plague

External Causes

Poisonings 
Other Causes

Ill-Defined Diseases
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These, in terms of a satisfactory classification, may best 
be discussed separately in light of some general principle for 
China under such conditions as were described in 1927 (1927). 
Such a principle may be stated as a classification approaching as 
nearly as possible the detailed list of 205 causes of the Inter
national List as is feasible in the absence in China of adequate 
medical attendance and necessitating non-professional classifica
tion of causes of death.

The list of the Central Sanitary Bureau contains two 
causes that cannot possibly be diagnosed: “Diabetes” and 
“Appendicitis.” “Ascites and Jaundice” is not a cause of death 
and should also be deleted. “Puerperal Condition (“ (21) and 
“Other Puerperal” (22) are certain of confusion and should be 
combined.

The League of Nations list contains four causes impractic
able of diagnosis in China. Influenza, Bronchitis, Appendicitis 
and Typhlitis and Cirrhosis of Liver. These should be deleted. 
The difficulty of differentiation of “Pneumonia” from “Other 
Respiratory” suggests that 14 and 15 should be combined as 
also should be “Diseases of the heart (12) and Nephritis, acute 
and chronic (19).

The C. M. A. list, in light of experience-showing the 
difficulty of diagnosis-should not contain Disease of Liver (19) 
or Syphilis (17). Stillbirth should not be included.

It is seen that none of the three lists are satisfactory. The 
Peking data constitutes the only serious effort ever made at 
death registration in China. It will be necessary to depend for 
another several decades upon lay diagnosis in the case of at 
least half the deaths. The Peking experience has indicated 
several things.

1. It is practicable to train sanitary inspectors to use a 
14*t containing approximately the number suggested for all 
three lists.

2. Certain diseases at typhus or malaria, as it occurs in 
its more typical form, could be added in Peking. These how
ever are not suggested for the general list as it is felt it would 
be better to establish a basic list utilizable throughout the 
country and to which local administrations could add any 
desired items.
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3. Suicide could be added to Poisonings in the C.M.A. list.
4. Diarrhoea and Enteritis (under 2) may also be added.
5. Rabies should be added.
The following therefore suggests itself as a practicable 

abridged cla*ssification for China.
1. Tuberculosis of Lungs (31)
2. Tuberculosis of Other Organs (32-37)
3. Respiratory Diseases (Other than T.B.) (97-107)
4. Diphtheria (10)
5. Scarlet Fever (8)
6. Smallpox (6)
7. Other Exanthemata (2, 7, 25)
8. Plague (17)
9. Septicemia from infected wounds (41)

10. Other Fevers (3-5, 9, 11-13, 18, 21-23, 26, 27, 52, 51, 70)
11. Diarrhoea and Enteritis (under 2 years) (113)
12. Typhoid (1)
13. Cholera (41, 15)
14. Other Gastro-intestinal Disease (16, 108-112, 115-116, 

119, 127)
15. Cardiac & Renal Diseases (87, 88, 90, 93-96, 128-121)
16. Senility & Apoplexy (74, 75, 83, 89, 91, 164)
17. Puerperal Conditions (143-150)
18. Convulsions (24, 29, 71, 78-81)
19. Congenital Debility and Premature Birth (including 

non-diagnosed Death under 1 month) (159-163)
20. Rabies (28)
21. Poisoning and Suicide (67, 68, 165-177, 181)
22. External Causes (178-180, 182-203)
23. Other Causes (82, 84-86, 117-118, 125-126, 132-142,

151-158, 20, 30, 28-40, 43-50, 52-66, 69, 72-73, 76-77)
24. Ill defined diseases (204, 205).

R e f e r e n c e s

1. Grant, H uang and Hsu. N at. Med. Jr., X III: 1: 1927.

3. E leventh Session, H ealth  Committee, League of N ations, III. H ealth
1927. III. 19.
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Clinical Dotes

OVARIAN C Y STS
Report of a ser ies  of  cases

G e o r g e  T. T o o t e i - l  M.D., F .A .C .S. *
H unan-Y ale H ospital, Changsha, Hunan.

The fact of having seen fifteen cases of ovarian cysts 
during the past six months has stimulated our interest in this 
condition and given us a desire to review our work, making 
a critical check-up on the histories taken and the treatment 
given. These cases were seen by one or more members of the 
Hsiang Ya Hospital staff during the last half year, and in 
general the same operative technique was used for all the cases.

Residence: 10 came from the district around Changsha,
2 camte from the district around Siangtan.
1 was from Hengchow,
1 came from Chekiang,
1 from Western Hunan.

Age: the youngest seen was 24 years and the oldest 60. 
The group averaged 371,4 years.

With the exception of one case (No. 8) all were married. 
Because of her condition this young woman had been 
forced to remain unmarried.

Duration of the disease: of necessity this information 
refers to the time the patient first remembers noticing 
an abnormal condition in her abdomen. One patient 
stated that she had only noticed an enlargement of 
the abdomen for three months before coming to us 
(a 20 lb. cyst was taken from her) while the longest 
recorded was eight years.

Location of growth: six remembered the mass starting from 
the left side of the abdomen and seven gave the right 
side as the starting point, wThile two* could not remem
ber which side was affected first.

Examination showed that one case had a marked rectocele, 
two others had cystoceles the size of an orange pro
truding from the vagina, and we were agreeably 
surprised to notice how these all disappeared, at least 
receded a few weeks after operation. Only six of 
the entire group gave a history of swelling of the legs 
or feet.
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Obstetrical history: three were never pregnant,
one had had two abortions-her Was- 

sermann was 2 plus.
six mothers had had 36 children, 

only two of this number living.
one mother had been pregnant thir

teen times but only five children 
now living, 

three mothers had had 15 children 
and all are now living, 

five women became pregnant after 
they had noticed the cyst growth, 
and all went to full term, three 
giving birth to live babies and 
two to stillborns. One of the 
former and one of the latter had 
plus Wassermanns.

Laboratory findings:
most of the cases had ascaris 1. ova in the stool, 
anemia was present in all the cases, the lowest seen 

was 65%.
one had an eosinophilia of 25% which caused us to 

suspect schistosomiasis.
Wassermann ŵ as positive in four cases, 
traces of albumen were found in four cases.

Diagnosis: the provisional diagnosis of ovarian cyst was 
made in 14 of these cases; one case (No. 8) was 
diagnosed as myomata.

Paracentesis history:
six had no tapping before operation, 
four gave a history of one tapping, 
one gave a history of two tappings, 
two gave a history of three tappings, 
one gave a history of four tappings,
one gave a history of nine tappings.

These paracenteses, with one exception, had all been per
formed near the medium line and between the umbilic
us and the pubes. No. 11 however had been taken 
care of in another hospital and been tapped from the
left side. I am told that the flank paracentesis is
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usual in certain countries, but this was the first time 
that I had seen it.

The greatest amount of fluid removed at one tapping was 
73 lbs. this was case No. 15. whom we hope will soon 
consent to operation.

In the C. M. J. of May 1928 several cases of large size 
ovarian cysts are reported by Dr. Lewis. Our case 
No. 15 measured 60" circumference at the umbilicus.
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Pré=operative Table (Continued)

N o . !) N o. 10 No. 1 1 N o . .12 No. 13 No. 1 1 No. 15
D ate 10 /2f>/28 1 1 / 7 / —S 1 1 / 1 3 / 2 8 1 1 /3 0 /2 8 1 2 /1 0 /2 8 1 2 /2 2 /2 8 Seen in  co u n try

m a rrie d m arrie d m a rrie d m a rrie d m a rrie d m a rrie d m a rrie d

Age 26 yrs. 40 yrs. ■10 yrn. 37 yrs. 38 yrs . 2G yrs. 38 yrs.
R e s id e n c e C h a n g s h a C h a n g s h a C h e k ia n g S h e n c h i Ile n g ch o w S ia n g ta n C h a n g s h a

D u ra tio n 4 yrs. 3 m08. -  yrs. 2 y rs. 3 yrs . r> yrs. 8 yrs.

O r ig in a l
L o ca tio n rig h t r ig h t rig h t left left left n o t  k n o w n .

ed em a of two ed e m a  of e d e m a  of e d em a  of legs

logs in isc a rr. legs legs u lce ra tio n s  of legs

0 .  B. h ist. n e ve r 4 preg. 1 1 preg. '■> preg. never 5  preg.

p re g n a n t 3
liv in g .

2 m isca rr. 
o liv in g .

a ll
dead

p re g n a n t 1 l iv in g

P re v . h ist. p re g n a n t p re g n a n t p re g n a n t d ia g n o sis C irc u m fe re n c e  a t

d u r in g
cyst

d u rin g
c y s t

d u r in g
cy st

of T . B . 
p e rito n itis

u m b ilic u s  60 at

grow th grow th grow th 11)25

s t illb o r n liv e  b ab y liv e  b ab y  
cystoeele

P a ra c e n te s is 1 1 «*) 4 3 i) 1
P ro v . D iag . 0 .  C . 0 . C. 0 . C . (). C. O . 0 . 0 . C . 0 .  C .
L a b . R e p o rt

feces neg. a sc a ris a sca ris
t r ic h u r is

a sc a ritr .

u r in e a lb u m e n a lb u m e n
B lo o d  W a ss. neg. neg. 2 p lu s neg. neg. neg.

EoBino. 2 5 %
Blood press. neg. neg. neg. neg. nog. neg.
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O p e ratio n S o . 1 N o . 2 N o . 3 N o. 4 N o . 5
d ate n o t  o p erated 5 / 2 1 / 2 8 6 / 1 1 / 2 8 6 /2 9 /2 8 8 /8 /2 8

O p erato r H s ia o H s ia o H s ia o T o o te ll

O p e ra tio n N o . 6 N o . 7 N o . 8 N o . 9 N o . 10
d a te 8 /1 5 /2 8 1 0 / 1 2 / 2 8 1 0 /1 5 /2 8 1 1 / 1 / 2 8 1 1 / 9 / 2 8

O p e rato r T o o te ll T o o te ll T o o te ll T o o te ll T o o te ll

O p e ra tio n N o . 1 1 N o . 1 2 N o . 1 3 N o . 14 N o. 15
d a te 1 1 / 1 5 / 2 8 1 2 /3 / 2 8 1 2 / 1 5 / 2 8 1 2 /2 4 /2 8

O p e rato r T o o te ll T o o te ll T o o te ll H e ia o n o t operated.

N o . 1 N o . 2 N o . 3 N o . 4 N o. 5
A n a e s th e tic n o t  op erated N o v o ca in e sam e sa m e gam e

1 / 2 % 1 / 2 % 1 / 2 % 1 / 2 %
A m o u n t  used 30 cc. 45 cc 30 cc. 35 cc.

N o . 6 N o . 7 N o . 8 N o . 9 N o . in
A n a e s th e tic same same game N o v o ca in e N o v o ca in e

1% 1 % 1 % 1 % 1 %
A m o u n t  used 20 cc. 25 cc. 40 cc. la te r  E t h e r 30 cc.

N o . 1 1 N o . 1 2 N o . 18 N o . 14 N o . 15
A n a e s th e tic sam e sam e sam e sam e n o t operated.

1 % 1 % 1 % 1 %
A m o u n t  UEed 80 cc. 6 1  cc. 3 5  cc. 40 cc.

Usually about 1 cc. of Adrenalin was added to the novacaine.

Pre-operative treatment: In most cases there was a fair
amount of anemia and we found that if 500 cc. of saline 
was given per rectum each evening for two or three 
days the patient wras better able to endure the operation. 
The usual hypo injection of morphin and atropin was 
given 1 hour before patient was sent to the anaesthe
tizing room.

There was a certain amount of operative or post-operative 
shock in all but two or these cases. This varied from 
a feeling of dizziness to a collapse (one case). We 
found that if from 500 to 1000 cc. saline was left in the 
abdominal cavity the post-operative amount of shock 
seemed less. In most cases a hypo of adrenalin 1 cc. 
wras alternated with strychnine gr. 1/30 every three 
hours, for 24 hours.

In two cases where the cyst contents had been spilled into 
the abdomen drains were left in the lower end of the 
wound. These were removed the second day-clean.
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There was one case No. 2 of stitch infection—all other cases 
were clean.

Weight removed at operation: This included all ascitic
fluid as well as cyst contents, and cyst walls. This 
varied from 20 lbs. in each of 2 cases, to 66 lbs. in 
No. 14. An average of 40 lbs. per case.

The pre-operative diagnosis was correct in all but one 
case No. 8.

The pathological diagnosis was follows:

cyst-adenoma 10 or 76.9%
dermoid of ovary 1 or 7.7 %
papillomatous cyst carcinoma 2 or 15.4%

13

These percentages are similar to those given by the Middle
sex Hospital on a group of 120 cases. Theirs were

Here I would recommend strongly the article by Deaver 
in the A. M. J. Vol. 91, No. 14, page 1008. His 
cuts are well wrorth studying, and after one notes “the* 
finger like processes are seen on both the inner and 
outer surfaces of the cyst wall’ the diagnosis is easy.

Operation was performed on 13 of these cases; one refused 
operation No. 1, and another has promised to return 
for operation after Chinese New Year. Eleven or 
the thirteen were operated upon at the Hsiang-Ya 
No. 15 Hospital, one at the Hudson Taylor Hospital, 
Changsha, and one at the Hengchow Presbyterian 
Hospital, Hengchow.

Post-operative days in the hospital. This varies from 7 
days for N'p. 11, to 43 days for No. 2. An average, 
of 18 days each. No. 11 was in very poor condition 
when she went home and died the next day. No. 2 
developed a stitch abscess and stayed in the hospital 
for dressings.

cyst-adenoma
dermoids

77%
10%>
6%
7%

carcinoma 
other diag.



«14 The China Medical Journal

Condition on discharge was good in 11 cases and poor in 
one case No. 11, while in No. 12 it was only fair. 
This case developed amoebic dysentery two weeks after 
operation and insisted op going home before treatment 
was completed.

Mortality in hospital 0

Mortality after leaving hospital one week 7.7%

The following notes taken from the charts may be of 
interest:

No. 3. Several months ago underwent an operation to 
remove cyst but went into shock before peritoneum was opened, 
so operation was stopped.

No. 5. During her stay in the hospital, following the 
operation, a second operation was attempted to correct the 
rectocelc and prolapse by suspension of the uterus. The pelvis 
was found to be filled with dense adhesions, which was probably 
due to a leakage of mucoid material from the cyst at time of 
first operation, so the wound was sewed up without completing 
the suspension oper. It is interesting to observe that the 
rectocele disappeared a few weeks later.

No. 8. Pre-operative note: The tenseness of abdominal
wall, no fluctuation, no F. H. T. and no marked bleeding (thei . 
had been some) caused us to make a diagnosis of myomata 
(interstitial).

Post-operative note: the above symptoms plus “arising from 
one side of abdomen” ‘no hard areas felt inside abdomen, age 
of patient, apparent retro-flexion of uterus’ should have caused 
us to consider ovarian cyst as the most probable diagnosis.

No. 9. Several months ago underwent operation to remove 
cyst but went into shock before operation could be completed so 
operation was stopped.

No. 11. Aspiration of bloody fluid from cyst. Masses of 
cauliflower growth of hydatidiform cysts, external .to ovaries 
but surrounding them like in a nest. No great amount of 
bleeding and bunches of these cysts could be pulled off without 
exposing vessels. (This case was Papillary cyst carcinoma of 
ovary. She stayed in the hospital seven days, then went home 
to die).
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No. 13. Bloody fluid aspirated twice. This was due prob
ably to rupture of blood vessel by trocar.

No. 12. After a stormy post-operative two weeks she 
developed an amoebic dysentery and insisted upon returning 
home in spite of her serious condition. During the operation 
she went into shock and part of the cyst wall (upper left) was 
left in the abdomen. Adhesions very dense. Glucose was 
used per rectum with good results.

No. 14. Adhesions very dense. Three years ago a 
diagnosis of T. B. Peritonitis was made therefore she was not 
operated upon at that time.

No. 15. 73 lbs. of fluid was aspirated from cyst.
The time for operation varied from 30 minutes to hours.

Case N o . N o . 2 N o . 3 N o . 4 N o . 5 N o . 6

O peration L e f t  oophor- R ig h t  oophor- Right, oophor- L e f t  oophor- L e f t  oophor
ectom y w ith ectom y. ectom y. ectom y ectomy.

cyst. Adhesions
plu s

F in a l d iag . O v a ria n  cyst O v a ria n  cyst O va rian  cyst O v a ria n  cyst O v a ria n  cyst

D ate of  
discharge  

Condition on 
discharge.

Case No.

7 /2 /2 8

Good

N o. 7

7 /2 /2 S

Good

N o . 8

7 /1 7 / 2 8

Good

N o . 9

9 /7 /2 8

Good

S /2 9 /2 8

Good

N o . 1 1N o . 10  
R ig h t  oophor-

O peration R ig th  oophor- Derm oid of R ig h  1 oophor- ectom y. R ig h t  oophor
ectom y. O va ry  (r ig h t) ectom y. R ig h t  s a lp - ectom y.

ingectom y
F in aJ d ia g . O v a ria n  cyst R ig h t oophor- P a p illa r y  O va rian  cyst P a p illa r y

ectom y. cyst carc. c y s t  carc.

D ate o f  
discharge  

Condition on 
discharge

Case N o .

1 2 / 1 / 2 8

Good

1 0 /3 0 /2 8

Good

N o . 13

1 1 / 2 1 / 2 8

Good

1 1 /3 0 /2 8

Good

1 1 /2 2 / 2 8

Poor

N o . 1 2  N o . 13  N o  14
L e f t  oophor Rightoophor-

Operation ectom y. P a r - L e f t  oophor- ectom y.
t ia l e x t irp a - ectom y Adhesions  
tion o f sac. p lu s

F in a l  d ia g . O v a ria n  cy st. O v a ria n  cyst O va rian  cyst

1 2 /2 6 /2 8  1 1 /3 0 /2 8  J /S /2 9

F a ir  Good Good

D a te  of  
discharge  

Condition on 
discharge

As a text book we have found that the Oxford Loose Leaf 
Surgery Vol. 5, gives an excellent discussion on ovariotomy.
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S u m m a r y

The histories showed that five women of this group, or 
33%, became pregnant after noticing the growth of the cyst. 
These were all delivered at full term. Only one delivery was 
La stillborn, and in this case we assumed that it was due to the 
cyst growth complicating labor.

Two mistakes were noted in diagnosis. One was thought 
to be uterine myomata and was not discovered until the 
peritoneum had been opened. Fortunately the treatment was 
surgical and the patient, who had been told that it would 
probably mean that she would have to have her uterus removed, 
was agreeably surprised at the outcome of the operation. Not 
so the other case who had been diagnosed as T. B. Peritonitis 
three years before, and told to go home and rest as she was 
not a surgical case.

Aspiration of bloody fluid from an abdomen which has not 
had a previous paracentesis should call one’s attention to the 
possibility of Papillary cyst carcinoma.

Paracentesis should be done only as a temporary measure, 
and one should plan to remove the cyst a few days later. This 
interval to be used to build up the patient’s strength. The 
more tappings there are the more cj ŝt contents will leak into 
the abdominal cavity, with the formation of more adhesions. 
One who has seen these numerous adhesions due to several 
paracenteses will ?.<ivocate ovariotomy as soon as the diagnosis 
is made. The practice of tapping from the flank is to be con
demned because of the danger of puncturing some of the viscera 
and also because there is a better flow from the center.

The preoperative preparation of the patient is most im 
portant. Because of the general emaciated condition of moi-t
of these patients and a low percentage of hemoglobin it is
unwise to operate all these cases before trying to build them 
up in strength first. Two of the series had been bn the operat
ing table before with the idea of ovariotomy, but shock' occurring 
the operations had to be stopped. The subsequent building up 
of the patient’s strength permitted us to remove the cysts later 
without much shock being evidenced.
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Local anaesthesia is recommended for all thes» cases, if  
morphin and atropin have been injected to 1 hour before. 
One case where the giving of the hypo was delayed until she 
was on the up table, required ether to finish the op.

The liberal use of saline to combat shock, and as a sup
p ortive measure is suggested. If the patient has been losing 
ground after the operation adrenalin hypo and glucose 5% per 
rectum  is recommended.

Do not attempt to correct an existing rectocele or cystocele 
until at least a month after an ovariotomy—then you may not
need to.

Of the cases of Papillary Cyst Carcinoma—one recovered 
and the other died later of the disease.

I wish to thank Dr. Hsiao for the use of his records, and 
the doctors both Chinese and foreign whose assistance has made 
th is report possible.

LEPRO SY iN A P E R IP H E R A L  N ERVE

R .  M . W i l s o n ,  M .D .

S o o n c h u n , K o r e a .

Girl, age 19 entered hospital on October 15 complaining of 
a tumor of the back.

Family history neg. In general good health, strong and 
well in appearance. Chest Neg. Physical neg. except for small 
tumor mass.

Denied history anaesthesia and other signs leprosy.

Two masses over the left shoulderblade running horizontally 
and about one inch apart were found and for which the patient 
entered desiring the removal. There was no redness or 
inflammation.

Under anaesthesia a horizontal incision was made and 
the mass cut down upon. Two tumor or worm like masses
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were dissected out about the size of a lead pencil, though 
tapering out to a fine point in both cases. Wound stitched and 
patient sent to ward. Patient left after a week apparently well 
and satisfied.

Before leaving hospital she confided in a nurse that there 
was some anaesthesia but this word did not get to us until 
some later date after pathological report.

One specimen sent to Dr. Choy of Severance and one to 
P. U. M. C. No report so far from Peking but Dr. Choy of 
Severance makes the following report:

Gross description.

A piece of tissue, Ribbon like in shape measuring 5.5 c.m. 
in length, 1 cm. in breadth, and 0.2 cm, in thickness. It wj-'s 
hard and elastic to feel, and whitish grey in appearance an I 
was sent preserved in alcohol.

Microscopical Description.

The sections were made from both lengitudinal and trans
versal cut. It consisted of numerous tubercles of various sizes 
encapsulated by thin fibro-connective tissue, which is slightly 
infiltrated with polymorpho-nuclear cells and lymphocytes. 
The tubercles are composed of mass of endothelial cells which 
are fairly large and irregular in shape and cytoplasm showed 
slightly fatty in appearance. There are numerous Giant cells 
in the Tubercles at the periphery, Caseation is not so marked 
except in a few of the tubercles. There are numerous small 
clumps of endothelial cells in connective tissue bundles, remind
ing the trace of original nervous trunk.

Diagnosis.

Leprosy on peripheral nerve.

P S. It resembles Tuberculosis but can be differentiated by

1. Mode of formation of tubercles.

2. Lack of reaction on the part of stroma.

3. The type of necrosis at the center of tubercle.

4. The Characteristics of Endothelial cells.
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I. H. T. P L A T IT U D E S

“To many doctors every patient is a “case,” and as such 
should be critically, impersonally, and objectively studied with 
the same interest as is employed by the biologist in examining 
a newly discovered beetle. Every patient is also a tangled 
bundle of opinions, prejudices, sensibilities, likes, and dislikes, 
which bundle no psychologist has yet succeeded in unravelling. 
He resents being treated as a mere specimen. He has come 
specifically1 to seek physical relief, but desires also human 
sympathy and understanding. He craves the good will and 
favorable opinion of the doctor, and offers his friendship in 
return, for in the doctor he has found one who has a real 
understanding of his physical distress or difficulty. He is 
entitled to all the courtesy and consideration which a physician 
would give to his best private patients.”— uThe Modern 
Hospital”

A USEFUL, SIM P L Y  CONSTRUCTED STAINING  RACK*

R o y  F . F e e m s t e r ,  M.D., D .P.H . L o u i s v i l l e ,  K y .

It is often a problem to find a place to lay a slide when 
staining or drying it in a laboratory which is not provided with 
special staining vessels with slide rests or holders. Becoming

Rack for sta in ing  and drying slides.
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tired of having my slides fall from improvised rests while 
staining them, or having to stand them against reagent bottles 
to dry, I was finally reduced to constructing a staining racfc: 
for my own use. It has proved so satisfactory that I deem the 
idea worth sharing with others,

All the materials necessary are three pieces of glass tubing 
of the same length, and a piece of fairly stiff wire. The wire 
is run through the front lower piece of tubing, as shown in the 
accompanying illustration, and about 8 or 9 inches is allowed 
to project out at each end. These ends are bent at right angles 
to the tubing in the same direction. About 2^4 inches back 
each wire is bent up and forward at an angle of about 45 degrees. 
A double bend inward is now placed in the portions projecting 
upward, so that the second tube may be held in place. A per
pendicular line dropped from the second tube should strike the 
table about a half inch back of the lower tube. The remaining 
part of the wire is bent back parallel with the table and the 
■ends turned inward about 1*4 inches behind the second piece 
of tubing to hold the third piece of tubing.

The two upper glass tubes now act as a support for slides 
in a horizontal position during staining, and the two front ones 
allow the slides to be placed on end for draining and drying.

The rack may be made of any length, depending on the 
length of the tubes used. One about 12 inches long will accom
modate eight or ten slides at a time and will be long enough for 
most laboratories. A piece of blotting paper placed under the 
rack will protect the table and at the same time hasten the 
draining of the water from the slides.—J. A . M. A. June 24, 1927.
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TH E  FA M IN E  IN KANSU

The revolt of the Kuangsi party against the Central Gov
ernment in Nanking, and the fresh outbreak of civil war, has 
tended to overshadow the terrible famine conditions which pre
vail in the province of Kansu. Mr. G. Findlay Andrew who 
has on more than one occasion been engaged in Famine Relief 
work is now making a tour of the affected area on behalf of 
the China International Famine Relief Commission. His reports 
make most tragic reading. In describing part of the journey he 
says:—

“A ll along he road, w e were m et by increasingly sad sights. E m a
ciated form s staggered along till they w ere unable to move another step, 
whereupon they sim ply dropped in  their tracks. Parents w ere craw ling  
along the great h ighw ay, leaving their starving children, too w eary to 
move another step, crying piteously after  them. Whole fam ilies were 
sitting desolately by the roadside, a t an end of all their resources and 
not knowing w hat to do next. It did not take long to arrive at the con
clusion that the dead were better off than the living.

“So severe is the shortage of food in  the H w eining and A nting  
districts, th at the distribution of money gave no relief to the starving  
and on more than one occasion when w e had no more bread to give  
away w e were offei*ed the money back in return for a m outhful of food. 
In some of the little  places in  the m ountains, conditions w ere desperate. 
At one such place, where we stopped for a noon halt, we had great 
difficulty in  gettin g  w ater and w e were so surrounded by starv ing  people 
that we were forced to shut ourselves up in a room and even then the  
group tried to hammer in the door. W hen eventually  the door w as 
opened, several of the people came into the room and commenced searching  
the floor for any fa llen  scraps o f food. One of these, a mere lad, found  
some piece? o f eggshell, w hich he prom ptly devoured.

“From P in gliang  on to Lanchow, the main road is lined on both sides 
(with the exception o f certain parts w hile lie  on mountain tops or in  

ravines) w ith  trees which were planted some 60 or 70 years ago by the  
famous General Tso Kong-pao. In past years, these have been a pride 
and glory, affording welcome shade to the traveller during the heat 
of summer. From  C hingning to A nting, the trees have been depleted 
of their bark, w hich has been eaten by the starv ing  populace. W e saw  
the trees being stripped, the bark being cut into fine strips and powdered  
and after that m ixed w ith  the food and eaten. I w as able to obtain  
sam ples o f the different kinds of food the people are eating and now even  
these substitutes for food are alm ost exhausted.
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“Everyw here one saw -p eop le  out in the fields or on the hillsides, 
grubbing for roots, herbs, or a kind o f coarse clover. U nless rain comes 
very soon in the A nting  and H w eining, Tongwei and C hingan districts, 
there w ill be no hope o f an y-’Harvest"'at all during the current year. 
E ven if  the rain  comes soon, the autum n harvest w ill be very small, 
as only a sm all proportion of the land w ill "be p lanted , the larger 
p art being fa llow , either on account o f the owner having died o f starva
tion, having no seed, or w ithout the m eans or strength  to plant. Through
out the whole district outlined, there is very little  irrigated  land.”

One of the usual concomitants of famine with its lowering 
of bodily resistance and vitality is an outbreak o f . infectious- 
diseases such as typhus and relapsing fevers. That such is 
now beginning is evidenced by a letter just received from Rev. 
W. W. Simpson of Minchow, Kansu. Mr. Simpson writes:—

“Our hearts are breaking every day now because of the appalling 
conditions prevailing everyw here in Kansu. N ot only is  gaunt famine 
claim ing its m yriads of victim s, but voracious plagues of unrecognizable 
diseases are decim ating the rest o f the popudation. Even the few  who 
have sufficient food are not immune from  these horrible pestilences. Some 
hsien are w ell-n igh  depopulated. A nd reports from  four hsien in the 
w arm est p art of Kansu where the crops ordinarily are good and mature 
early  say  there has been no rain at all th is year and the spring crops 
have dried up. W e have had some rain  in Minchow, but not enough. 
Indications are that this year’s crop w ill also be short. One alm ost wishes 
to pack up and flee from  th is doomed province! But we m ust stay  on to 
save as m any as w e can.”

But it is not simply the present heavy mortality from 
famine and pestilence that is such a tragedy, there is also the 
future condition of the survivors in this vast famine area to 
consider. Ten years after the Great War, even with a scienti
fically thought out and carefuly rationed supply of foodstuffs 
to the population of various countries in Europe, the effects 
of the limitation of certain articles of diet and the resulting 
malnutrition may still be traced. What will be the effect of 
the present famine on the survivors in Kansu?

The great disaster which occurred in the Southern States 
of America a year or two ago when the Mississippi flood brought 
death and destruction over an area one thousand miles long by 
ten to fifty miles broad came as a call to the American National 
.Red Cross to organise relief. We reprint on another page the 
remarkably effective steps which were taken to preserve the 
health of the affected population.
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Surely the present disaster which .has overtaken Kansu 
must be a great challenge to every true Chinese patriot to put 
aside internecine warfare and concentrate on saving the lives 
of the starving tens of thousands in China’s far west.

SE R U M  BY A E R O PL A N E  IN  CANADA

The aeroplane was used in the Great War for numerous 
purposes, and among others for the conveyance of wounded 
from near the front lines across the Channel to base hospitals 
in England.

The Journal of the American Medical Association tells 
of a recent incident in Canada which demonstrates the advant
ages which this swift method of communication provides.

A long the banks of Peace River in Alberta, there are trading  
posts where a few  trappers and traders and Indians live in isolation, 
with no means of comm unication w ith the rest of the world except dog 
teams. At one of these posts on the Red River, nearly 500 m iles north  
of Edmonton, a trader o f the Hudson’s B ay Company fell ill w ith  virulent 
diphtheria. The only physician available came by dog sleigh from Port 
Vermilion, 50 m iles aw ay, but not in tim e to save the patient or to 
prevent the rest o f the colony from  infection. The physician’s supply  
of antitoxin w as sm all, and not very fresh- He needed a sufficient 
amount, to treat a possible 200 or more patients. He sent word of 
his need by the sw iftest dog team  at the post to Peace River town, 200 
miles distant. It took ten days of hard travel for the dog-musher, him 
self stricken w ith influena, to get to the town a t the end of the railw ay  
line from  Edmonton. A few  hours later two airm en in  a sm all open 
plane soared north in the b iting cold against a fierce head wind, carrying  
a supply o f fresh  serum  from  Edmonton. Twice the airm en, too numbed 
with cold to proceed farther, were forced to land. E ventually  they  
reached Peace River town, so frozen and exhausted that they could 
not climb out of the cockpit.
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SOMW F E A T U R E S OF SA N ITA TIO N  IN TH E M IS S IS S IP P I
FLOOD R E L IE F*

B y A l b e r t  J. R e a d , M.D., A l b a n y ,  N. Y.

It is now considered an established fact, that in great dis
asters involving the massing of large numbers of refugees, 
attention should be given to preventing the spread of syphilis 
and gonorrhea and that social hygiene should constitute a part 
of the relief, rehabilitation and sanitation program.

It is a reasonable deduction that the advances made in 
controlling these diseases in New York State have constituted a 
material contribution to public health achievement and have 
had a part in bringing about, what Governor Smith announced 
as the lowest death rate in the history of the State, representing 
a saving, in 1927, of 28,000 lives.

Just a decade ago the New York State Legislature made an 
enactment authorizing the organization of a Social Hygiene 
Division in the State Department of Health, and in a way it 
may be considered a recognition of the work done here in the 
past ten years, when the National Red Cross, representing the 
Federal Government, in the Mississippi Flood Relief, requested 
our State Department of Health to loan one of the experienced 
physicians from its Division of Social Hygiene, to aid in 
inaugurating a new public health activity in that extensive and 
unusual emergency.

In the Mississippi disaster, the Red Cross had for its 
proteges, the scattered inhabitants from an area one thousand 
miles long by ten to fifty miles wide, fully twenty thousand 
square miles, driven hastily out of their homes, i>ereft of their 
worldly goods, fathers separated from mothers and parents 
from children for weeks before a reunion could be effected, and 
huddled into veritable tent cities, in close contact with strangers 
and in a strange environment.

*Read a t the A nnual M eeting of the Medical Society of the S tate of 
N ew  York, at A lbany, N. Y., May 22, 1928.
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The problems of sanitation and hygiene presented were such 
,as would arise when six hundred thousand rural people were 
suddenly forced by flood into a congested camp life.

At first the camps and roads leading to them presented a 
strange and pathetic mixture of refugees, automobiles, mule 
teams and half famished cows, mules and hogs.

Thanks to the Texas cowboy volunteers, the live stock was 
soon herded in safe pasturage, a good distance away.

Milk and water supplies were safeguarded scrupulously.

Vaccination and typhoid innoculations were given to all 
irrespective of race, creed or political party. One old darkey 
presented himself for the fifth time to get his “typhoid shot” 
and when the doctor asked him why he came so often he replied: 
“Ah likes it, hit makes me feel so good.”

In one camp, where the pressure of other calls prevented 
toxin-antitoxin administration, a later outbreak of diphtheria, 
caused deep regret to all concerned, though only a few cases 
developed.

General camp sanitation, with its water supply, drainage, 
garbage and sewage disposal and its model latrines, was both a 
safeguard and an education to many of the men from under
privileged rural homes, while the screened-in mess halls and 
kitchens with the preparation and care of food was equally 
instructive to the women and girls. Even the milk lines for the 
undernourished children served their daily purpose and taught 
their daily lesson.

Spacious laundry sheds with scrub boards, tubs and abund
ance of soap and running water were well patronized luxuries, 
which contributed to the prevalent personal cleanliness among 
the white and colored.

Camp streets and buildings were kept tidy and clean by 
squads of refugee men under “Street Captains” appointed and 
trained from among their own numbers.

In some groups it was somewhat difficult to force the use 
of the sanitary latrines, the refugees insisting the buildings 
were too nice for such use but ultimately science prevailed.
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Dr. Oscar Dowling,. President of the Louisiana State Board 
of Health, issued an appeal to parish authorities to establish 
health centers. “The State of Louisiana,” said he, “will help 
its overflowed parishes to put in effect health programs. Upon 
the request of Governor Simpson, the board of liquidation has 
arranged for the use of $62,000 for this purpose which amount 
wall be supplemented by funds from the international health 
board, the U. S. public health service and the Red Cross. The 
health center of the parish is a clearing house for all hygienic, 
sanitarjr, medical, dental, nursing and other public health 
activities.”

A report of one of these parish health units for the month 
of June gives the following summaries: “2,000 leaflets and 
health notices distributed, 4,827 people visited and instructed 
in health matters, 15 cases of contagious disease isolated; 251 
anti-typhoid vaccinations given; 996 privies inspected and 183 
have been improved; 598 sources of water supplies improved; 
826 wells and cisterns chlorinated; 127 homes visited by the 
public health nurse.

“The health officer has travelled 1,250 miles, the nurses 
1,000 miles, the inspectors 5,000 miles.

“The unit has on hand oil and sprayers for any municipali
ties calling for them.”

The Red Cross is reported to have spent $500,000 on sanita
tion in the flood area; many unclaimed dead animals were 
buried, wells, cisterns and cess pools were chlorinated and 
quantities of lime was provided, for the people are accustomed 
to the liberal use of whitewash. The aesthetic and mental 
effect was good though they were cautioned by the health officers 
not to depend on whitewash where a stronger disinfectant was 
needed.

One young medical student, the son of a health officer, gave 
up a most needed vacation to aid in the inspection and disin
fection of wells and cisterns of returning refugees in his father’s 
territory.

Prenatal care and lying-in hospitalization were enjoyed by 
many expectant mothers for thq, first time though most of them 
were multipara. As a result the birth rate in the emergency 
was kept above the death rate.
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One health officer discussed with me three cases of 
ophthalmia neonatorum which occurred in his territory in one 
week; they were the cases of midwives, who had not been 
sufficiently alert in the trying time.

In one hospital a typical syphilitic baby died weighing only 
five pounds and seven ounces at the age of five months.

Special effort to prevent gonorrhea and syphilis and to 
inculcate the principles of social hygiene in connection with 
disaster relief and rehabilitation, was a pioneer experiment; 
and there was a question in the minds of some as to how such 
activities would be received by the refugees themselves.

The New York State representative was temporarily- 
attached to the Louisiana State Board of Health and whatever 
was accomplished in the field was made possible by the coopera
tion of the public health officials both at headquarters and in 
the field.

Some of the welfare organizations in the camps had already 
sensed the social hygiene needs but were at a loss to know 
how instruction and guidance could be given.

My old preceptor, Dr. Vaughn of the University of Michigan 
Medical College, used to tell his students that any great disaster 
or calamity, would lead some people to commit misdemeanors 
and crimes which would never enter their heads in the ordinary, 
even course of life. The truth of his statement was demon
strated in the Mississippi Flood Disaster.

In sharp contrast to the altruism and self-sacrifice shown 
by the great majority, was the selfishness and abandonment of 
the few.

The actual loss of life, a little over three hundred, was 
surprisingly small for such an extensive disaster where three 
hundred thousand people were rescued from house tops and 
other precarious positions and gathered safely into one hundred 
and forty-nine hastily constructed camps.

That splendid record was due to the wonderful response 
and team-work of the best people everywhere.

A former governor of one of the States, at an advanced age, 
personally conducted rescue and relief work in his vicinity.
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National and State representatives, both volunteer and dele
gated, rendered efficient services.

Nurses, doctors, school teachers, business men and bankers, 
many of whom gave up enticing vacation trips to do their bit 
were in evidence everywhere on their errands of hazard and 
mercy.

One refugee doctor, who in devotion to his community was 
ignoring a call to a more prosperous field, had the misfortune 
to be domiciled right in the path of a break in the levee and 
the onrushing flood ruined his home and everything he possessed 
on earth. I found him busily engaged ministering to the 
refugees who from miles around were concentrated in one of the 
hastily constructed camps.

He was evidently too busy to think of himself or his own 
property. I found that he had not even taken time to go back 
to see what could be salvaged from the wreckage. Perhaps the 
reports of others was all he could bear to know; and it was 
important that he stand by his post in the disaster.

The doctor’s surprise and gratitude when the Red Cross 
remunerated him for his services and took steps to reestablish 
him in his community, which though unable to pay, would 
sorely need his ministrations for the twelve or eighteen lean 
months to follow, was a study and a benediction.

Scores of other doctors in the flood area, went through 
similar experiences with a degree of fortitude and self-sacrifice 
that made one proud of the medical profession.

A nurse left a remunerative and comfortable position, made 
her way by mule team and boat and by aeroplane into the most 
hopelessly marooned section and before the official equipment 
could arrive had directed rescue work, had organized a tem
porary camp of refugees with extemporized facilities and had 
prevented by her skill and prompt action the spread of a begin
ning epidemic of smallpox among her proteges.

Her services were so valuable that when the authorized 
representative and equipment arrived and they saw what this 
former Red Cross nurse had accomplished almost single handed 
and unequipped, they placed her in charge of the fully equipped 
camp which sheltered thousands of homeless refugees, through
out the emergency.
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It was an interesting fact that the keen observation of such 
people in the thickest of the rescue and relief activities was the 
first to recognize the need of Social Hygiene safeguards among 
the six hundred thousand refugees who finally found their way 
into these camps.

National organizations were asked to provide wholesome 
recreation and protection service.

Conferences were held with educators, health and govern
ment officials, business men, parents, camp directors, hospital 
doctors and welfare workers for the discussion of the dangers 
and prevention of syphilis and gonorrhea and the need of social 
hygiene education. The New York representative travelled 
1800 miles by train, auto and boat in the flooded area, gave 38 
lectures to 17,561 people, interviewed 642 prominent persons 
beside innumerable refugees and aided in relief, rehabilitation 
and emergency, medical work for the flood sufferers.

Groups of refugees were instructed on sanitary measures 
and the proper precautions to take to safeguard their families 
in the new surroundings and relationships of congested camp 
life.

Their gratitude to the National Red Cross and Government 
for this aid was most enthusiastically expressed.

One father said, “The loss of my mules, my crops and my 
buildings is as nothing compared to the physical and moral 
disaster which could so easily befall my family in all this con
fusion. I shall never forget the Red Cross, the nurses and the 
doctors who have done so much for us.”

The social hygiene activities were commended by Secretary 
Hoover as one of the progressive and efficient accomplishments 
of this greatest of all peace-time disasters.

At the Flood Relief headquarters much satisfaction was 
expressed that the outcome of the experiment had justified the 
launching of the new activity and it was freely predicted that 
in future great disasters involving the aggregation of large 
numbers of refugees, due attention would be given to social 
hygiene education and the prevention of the spread of syphilis 
and gonorrhea.

N. Y. State J. M. April 15, 1929.
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EIGHT YEARS’ EXPERIENCE OF YATÇEN IN THE  
TREATMENT OF AMCEBIC AND BACILLARY  

DYSENTERIES AND THEIR SEQUELŒ
P r o fe sso r  P . M ü h l e n s .

Treatment by rectal injection is, as we emphasized in our 
earliest publications, the method of choice, above all in cases of 
chronic amoebic dysentery, as also in the sequelae of the disease, 
in particular ulcerative colitis, membranous colitis, obstinate 
constipation, and also perhaps in sprue.

Further, failure has again and again occurred in treatment 
by rectal injection when too high concentrations (up to 10 per 
cent., Birt) have been employed, for they are strongly irritant 
and are not retained in the colon.

Yatren injections, which do not remain for at least 6-10 
hours, and which, consequently, are not absorbed, do not attain 
their object. The infusions of yatren must be preceded by a 
thorough cleansing of the bowel by means of a high wash-out 
enema.

The technique of yatren injections has been described in 
detail in our earlier, as well as in many other, publications;
I cannot go into this further to-day. I will merely emphasize 
this fact that the “yatren 105” puriss must be dissolved in 
water at 80°C. and should not be boiled.

Of recent years it has been my custom to administer the 
high injections in the following dilutions and amounts by means 
of a long intestinal tube: First day, 1 grm. yatren in 200 c.c. 
water; second day, 2 grm. yatren in 300 c.c. water; third day, 
3 grm. yatren in 400 c.c. water: fourth day 3 grm. yatren in 
500 c.c. water, fifth day, 3 grm. yatren in 600,800 c.c. water, 
provided that these larger quantities of 600-800 c.c. are retained 
for at least 6 hours; sixth day, 3 grm. yatren in 600-800 c.c. 
water; seventh day, 3 grm. yatren in 600-800 c.c. water.

If there is difficulty in retaining the injections we add to 
the yatren solution 25-30 drops of tr. opii or reduce the quantity 
of water, giving 3 grm. of the yatren in 300-500 c.c. water. 
It is advisable to give the injections in the evening, so that 
absorption by the bowel can take place during the night. In 
this way the injection method, as also the treatment by yatren 
in pill form, can be carried out in patients who are up and



Current Medical Literature 631

about during the day; in every case the subsequent treatment 
should be: repetition of the injections every fifth, sixth and 
seventh days for a period of three weeks in concentrations of 
2-3 grm. yatren in 300-500 c.c. water. It is rare for us to need 
stronger concentrations to bring about definite cure of long
standing cases.

From a perusal of the literature we see that a large number 
of patients remain well without undergoing the three series of 
after-treatment injections. Nevertheless, we recommend—just 
as in the treatment of malaria with plasmoquine or quinine— 
that these courses of three injections should be strictly carried 
out under all circumstances, and in particular in chronic cases 
of long standing.

S u m m a r y .

1. One of our greatest authorities on amoebic dysentery, 
Professor R. Ruge, and many others also look upon “Yatren 
105” as our “best remedy” at present for dealing with cases of 
chronic amoebic dysentery and its sequelae (ulcerative and 
membranous colitis, spastic constipation, etc.)

“Yatren 105” properly employed in accordance with the 
technique described gives 70-100 per cent, of real cures, and 
that from a single course.

2. In carrying out this treatment, every single case must- 
be considered on its merits, that is, after accurate localization 
of the main focus of disease. Many progress better, perhaps 
solely, when given the drug per os; others react only to rectal 
injections; others, again, need a combination of the two 
methods.

3. In acute amoebic dysentery also yatren therapy acts 
specifically. The irritative diarrhoea, often troublesome, turns 
out to be generally slight and tolerable if the suggested modifica
tions in treatment are followed.

4. Particularly gratifying are the results of treatment of 
acute and chronic amoebic dysentery in children and chronic 
“carriers” exhibiting no symptoms.

5. The clinical signs, together with the Entamoeba histoly
tica and its cysts, nearly always disappear within a few dayc 
of instituting yatren treatment.
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6. The minuta forms of E. histolytica, and also E. colir 
Endolimax nana, Iodamaeba and Batantidium coli, in a majority 
of instances soon cease to be discoverable after the giving of 
yatren.

7. Less certain and not so lasting are its effects in 
lamblia and trichomonas infections; on the other hand, they 
are better in blastocystis, councilmania and chilomastix.

8. In bacillary dysentery, in particular Shiga-Kruse 
infections and their sequelae, remarkable successes have been 
recorded.

9. From various quarters come recommendations for the 
use of j^atren prophylactically (2-4 pills in the day twice a 
week) in districts where dysentery is endemic.

10. The non-toxicity of yatren in doses up to 10-12 grm. 
in the day is generally recognized; nevertheless, to attain 
certain therapeutic effect, daily doses of 1.5-3 grm. per os, or 
in the form of enemata to be retained in the bowel, nearly always 
suffice.

J. Trop. Med & Hyg. March 1, 1929.

IN T E S T IN A L  P A R A S IT IS M  IN P H IL A D E L P H IA
D a m a s o  d e  R iv a s , M .D . a n d  C h a r l e s  A . F if e , M .D .

P h ila d e lp h ia .

The determination of the presence of intestinal parasites 
in the study of disorders of the intestine as a routine procedure 
in the tropics is only natural when one considers that in these 
countries practically 90 per cent of persons in apparently good 
health have some kind of parasite in the intestine, and nearly 
100 per cent of those who are ill harbor parasites.

T e c h n i q u e  fo r  E x a m i n a t i o n  o f  F e c e s .

In all cases the simple fresh cover glass preparation and 
also the concentration method of one of us (de Rivas) was 
used. With the latter, a small portion of material is first 
softened when necessary and suspended in an excess of a 5 per 
cent acetic acid solution in a test tube. After the material is 
thoroughly shaken, it is filtered through a layer of gauze and 
the filtrate is collected in an ordinary centrifuge tube, so as
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to have the tube about one-third full. To this is added an equal 
volume of ether, and after the resulting emulsion has been 
thoroughly shaken it is centrifugated for from three to five 
minutes. By this procedure the mixture is separated into four 
layers from above down as follows: the ethereal extract which 
forms the topmost layer; the detritus plug consisting of soap 
and coarser particles which forms the second layer; the acid 
solution below this, and finally a scanty sediment at the bottom. 
The three upper layers are poured out, leaving the sediment 
attached to the bottom of the tube; this is collected in capillary 
pipets and examined under the microscope as with fresh cover- 
glass preparations. This method gives a very high concentra
tion of the ova and cysts of the parasites, which in our experience 
was found to be at least 10 to 1, or even as high as 500 to 1.

S u m m a r y  o f  t h e  R e s u l t s

The patients from the Polyclinic Hospital, as stated, 275 in 
all, were adults; those from the Mary Drexel Home and Presby
terian Hospitals, 237 in all, were children from 1 to 11 years 
of age. This group of patients, a total of 512, represents those 
examined indiscriminately without regard to intestinal dis
orders; in other words, they represent the average of general 
and dispensary patients. The remaining group of 311 repre
senting cur own patients were more or less affected with 
intestinal disorders. The results obtained in the total 823 
patients examined were as follows:

T a b l e  1.

Kinds of Pamsites Found in Hospital Patients

P arasite Number Cases Per Cent
Giardia ........................... .................. 29 46.0
Arnebas ........................... .................. 22 35.0
C hilom astix .................. ..................  3 4.7
Tricocephalus .................. ..................  3 4.7
B lastocysts .................. ................... 3 4.7
Hym enolepis nana .....................................  1 1.5
A scaris ........................... .....................................  1 1.5
Trichomonas hominis .  . .  . 1 1.5

Of the 275 patients from the Polyclinic Hospital, infestation 
was present in nine, or 3.27 per cent, the parasites consisting of 
Giardia, five cases; Dibothriocephulus latus, two cases; and 
Trichoccphalus, two cases.
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Of the 237 patients from the Philadelphia General, Mary 
Drexel Home and Presbyterian hospitals, there were sixty- 
three, or 26.5 per cent, with parasitic infestation. The kinds of 
parasites found are listed in table 1.

Since these were all children, it may be of interest to note 
that the feces of two children under 1 year of age, one 4 and 
the other 11 months old, respectively, were positive for Giardia. 
From 1 to 5 years there were twenty-three infested children, 
from 6 to 10 sixteen, and from 10 to 12 five. Of those in which 
no age was given there were seventeen cases.

Our own patients were affected more or less with some 
kind of intestinal disorder. Of 312 patients, 121, or 38 per 
cent, were found to be infested, the type of parasite found being 
listed in table 2.

T a b l e  2 .

Type of Parasite Present in Private Patients

P arasite  Number Cases Per Cent
Amebas ................................................  63 52.0
Giardia ................................................  25 20.6
Tricocephalus .............................. . 17 14.0
Hookworm   6 4.9
A scaris ................................................  3 2.4
Tapeworm   4 3.3
Oxyuris ..............................................  1 0.7
Trichomonas .......................................  1 0.7
C hilom astix .......................................  1 0.7
B lastocysts .......................................  1 0.7

G e n e r a l  C o n s i d e r a t i o n s

This prevalence of intestinal parasitism in Philadelphia 
might appear rather unusual were it not for the fact that this 
more or less corresponds with the observations of other inves
tigators, such as Smithies, who arrived at about the same results 
in Chicago; other workers in San Francisco have found the 
percentage to be much higher, about 61 per cent, in that city.

This can be easily explained if one considers that the 
frequency of parasitic infestation is more or less in proportion 
to the ingress of population, especially in the tropics or sub
tropical countries, and with this in mind it may be readily 
understood that if similar investigations were carried out in
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the city of New York, where immigration from the tropics is 
especially high, the percentage of intestinal parasitism probably 
would be found to exceed the percentages here reported as 
occuring in Philadelphia.

We know that poor hygienic conditions, such as exist in 
some parts of the tropics, added to the climatic condition 
prevalent in those regions which are favorable to the life of 
parasites, is naturally an important contributing factor in 
infestation, but if these factors were all, there should be little 
or no danger of infestation in the temperate zones. The fact 
should not be overlooked, however, that contact is an important 
factor in the transmission of these diseases; in other words, 
it is not only public hygiene, including proper sewage disposal 
and purification of water, but also the more or less intimate 
contact with carriers, that should receive consideration. Keep
ing this point in mind, it can be readily understood that in the 
prevention of parasitic infestation personal hygiene should 
receive first consideration, for, as was often observed by us, 
among the better classes the cook, the nurse, the maid, the 
chauffeur, the butler and other persons more or less in intimate 
association with the family were found, in the majority of cases, 
to be the source of infection in Philadelphia, especially among 
children.

C o n c l u s i o n s

1. The general belief that parasitic disorders are exotic 
diseases and endemic to the tropics no longer holds true, as, 
with emigration and the modern means of transportation, they 
have been disseminated to all latitudes of the earth.

2. In view of this, one should always keep in mind the 
fact that in the study of any case the possibility of a parasitic 
infestation should not be neglected, more especially in cases of 
gastro-intestinal disorders.

3. The examination of the feces as a valuable aid in the 
simplification of the diagnosis should receive consideration, and 
we believe that it should rank in importance as a routine pro
cedure with the Wassermann reaction, the examination of the 
urine and other laboratory tests.

4. Finally, with the realization of the importance which 
parasitic and tropical diseases in the North have come to acquire
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of recent years, there should be a greater effort directed to the 
studies of these diseases in medical schools to impress the future 
generation with the importance of this heretofore more or less 
neglected branch of medical science.

J. A . M. A. Feb. 23, 1929.

RECTAL NARCOSIS W IT H  TR1BRO M ETH YLALCO H O L

Mr. F. J. Morrin read a paper on rectal narcosis with 
avertin (tribromethylalcohol). He said he had used this in 
54 cases—too few, perhaps, for any general deductions. The 
oldest patient was 69 and the youngest 3 years old. Excluding 
four cases in children where the anaesthetic was unsatisfactory 
owing to non-retention of the enema, anaesthesia failed in only 
one case, an alcoholic subject. It wras light in eight cases, but 
did not hinder the completion of the operation: the results were 
good from the operative standpoint in the remainder of the 
cases, though of course of varying depth. Two patients had 
a marked fall of blood pressure, long post-operative sleep, and 
a weak and rapid pulse, which was not restored to normal for 
four days; the symptoms were obviously due to overdosage. 
Thirty-six of the patients were cases of advanced carcinoma of 
the tongue and face; they were suffering from cachexia and 
were extremely bad anaesthetic subjects, being unsuitable for 
any other form of anaesthesia. The condition was the so- 
called “inoperable carcinoma” and was treated by diathermic 
coagulation with a very powerful diathermy apparatus; it 
necessitated very deep anaesthesia, and the danger of ignition 
contraindicated ether. Avertin, in addition to securing effective 
anaesthesia by allowing accessibility to the growth and free 
i&raoral manipulation, rendered the surgical treatment of these 
conditions very satisfactory. Mr. Morrin said he had been 
n::st favourably impressed with the efficacy of the new7 drug, 
which he considered the anaesthetic of choice in toxic goitre. 
A brief experience with avertin amylene hydrate led him to 
regard it as a more effective anaesthetic agent, giving better 
abdominal relaxation, more certain anaesthesia; it was not 
associated with shallow respiration, and was less liable to be 
attended with a fall of blood pressure. No p o st-o p e r a tiv e  
bronchitis or pneumonia was observed, despite the fact that 
many of these aged patients were operated upon for disease of
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the mouth and pharynx. Mr. Morrin said that care was 
necessary in preparing the solution accurately, and the dose of
0.1 gram per kilo of body weight was only rarely exceeded. 
When it, was necessary to increase the dose cautious fractional 
administration was advised. Where the body weight was 
decreased by the operative removal of a large amount of tissue 
in a subject of poor vitality, over dosage with avertin might 
possibly occur, as, for example, in the case of amputation of 
a limb.

B. J. M. March 2, 1929.

PLASM O Q UIN IN PREG N A N C Y
K. V. T h a k k a r ,  L.M. & S. (Bom .)

Chief Medical Officer, Idar S tate, Bombay Presidency.

The treatment of malaria during pregnancy has always 
required a special degree of care and caution on the part of 
the medical man. “Quinine in Pregnancy” was the subject of 
several letters in the correspondence columns of the Indian 
Medical Gazette in 1909, and I then reported a series of cases 
of malaria in pregnancy successfully treated with quinine. That 
large doses of quinine can be taken without any ill-effects in 
pregnancy is well established. But it is also an equally well 
established fact that quinine occasionally acts as an ecbolic, 
and is actually made use of to intensify the labour pains or to 
re-establish them during the course of parturition.

The advent of plasmoquine therefore induced me to try 
this new preparation in malaria in pregnancy. The first catie 
I treated was in September 1927, a primipara in the 5th 
month. A dose of sodii bromide grs. x. was given each time, 
prior to the administration of one tablet of plasmoquine thrice 
a day. On the second day, the patient against instructions 
took the tablets without the bromide, as she did not quite like 
the bromide and thought it was a heating thing. No harm 
came of the omission, and thereafter she was asked to talre 
the plasmoquine tablets alone, without the bromide. The result 
was quite good, the fever being checked and the pregnancy 
uninterrupted, after three courses of plasmoquine with the 
necessary 4 days remission of treatment. During the last year 
1 have treated four more females in different stages of pre
gnancy with plasmoquine and without any, ill-effect on the
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uterus. The period of pregnancy in these cases was from 
three to eight months and the malarial attacks were properly 
controlled in all but one. In the last case, it was difficult to 
make the patient take the plasmoquine regularly, owing to her 
unwillingness to take any drug during pregnancy.

The number of cases treated is too small for any conclu
sions. But it is sufficient to convince one that in plasmoquine 
v/e have a drug which is a useful addition to our armamen
tarium, as a substitute for quinine, of equal if not of superior 
value, in cases of pregnancy^ complicated by malaria.

Indian Medical Gazette April 1929.

P L A C E N T A  PR A E V IA  A N D  ITS R E SU L T IN G  
FŒ TA L MORTALITY

F. N e o n  R e y n o ld s ,  F. R . C. S. Ed.

It appears from statistics that placenta praevia is found 
about once in every 500 cases, and is most common in women 
who have had many pregnancies, especially if these have oc- 
cured in rapid succession.

Haemorrhage is the only symptom, and usually takes 
place during the last four weeks of pregnancy ; it may, however, 
occur at any stage. It is not necessarily accompanied by labour 
pains, being caused in some cases by painless contractions which 
open the os. The bleeding may start as small repeated losses 
or as a severe and alarming haemorrhage, but is always inter
mittent. There is sometimes a history of trauma or somewhat 
strenuous exercise, but commonly no apparent cause is present 
to. determine the onset. There is no pain apart from possible 
labour pains, and on palpation no tenderness of the uterus is 
noticeable. Foetal parts are felt as usual, and there is no 
alteration in the normal tension of the uterus.

D ia g n o s i s

The diagnosis may be considered in two stages : first, before 
there has been any haemorrhage, and secondly, after the onset 
of haemorrhage, the latter being the stage at which placenta 
praevia is usually diagnosed.
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B e f o r e  t h e  O n s e t  o f  H a e m o r r h a g e

All cases of pregnancy should be examined particularly 
carefully during the last few weeks, as it is during this period 
that the abnormalities, such as placenta praevia, can be dis
covered or suspected. The signs which might excite suspicion 
of the presence of this condition are:

(1) On abdominal exam ination: (a) Abnormal lie 
of the foetus. There may be a transverse lie, or the head 
may be felt very high up, perhaps lying in one or the other 
iliac fossa, (b) An unusually loud souffle heard over the 
public region.

(2) On vaginal exam ination’. Difficulty in reaching 
the presenting part or feeling it in one fornix but not in 
another, or failing to feel any presenting part at all. 
Inability to push the presenting part into the pelvis in 
spite of normal pelvic measurements, and the fact that 
the promontory of the sacrum cannot be felt, or that there 
have been previous confinements without trouble. The. 
feeling of a soft, boggy mass filling all or part of the 
fornices. This, once experienced, is not likely to be con
founded with a breech presentation or hydatidiform mole, 
in both of which conditions there are other definite guiding 
signs.

If the diagnosis can be made at this stage, or the condition 
be suspected, precautions can be taken and arrangements made 
to institute prompt treatment in what is one of the most serious 
complications of pregnancy.

A f t e r  t h e  O n s e t  o f  H a e m o r r h a g e

Accidental Haemorrhage.

Pain (concealed var ie ty ).
U terus not relaxed between con

tractions (concealed).
U terus tender to palpation (con

cealed).
Haem orrhage continuous. 
P resenting part fe lt  normally, 

or not at all.

Placenta Praevia .

N o pain.

U terus flaccid except during con
tractions.

U terus not tender to palpation.

H aem orrhage interm ittent. 

Presenting part fe lt  only partially
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Placenta fe lt per vaginam . 

M alpresentations common.

N o placenta fe lt  per vaginam . 

M alpresentations not specially

N ote commonly associated w ith  
toxaem ias.

associated.

Commonly a s s o c i a t e d  w i t h
toxaem ias.

Hydatidiform mole with haemorrhage, and in which the 
mole can be felt through the os, may be confused with placenta 
praevia. In this, however, we have to guide us the size of the 
uterus, which is greater than it should be for the supposed 
period of pregnancy, and the absence of any foetal parts. Two 
other conditions which must be borne in mind are bleeding 
from a cervical polypus or from a carcinoma of the cervix. 
Both of these are generally easily discovered if careful examina
tion is made.

This is by far the most difficult problem presented by 
placenta praevia. Each case must be carefully examined in all 
detail, and no hard-and-fast rules can be laid down. Certain 
lines of treatment are open to us.

1. Leaving alone.
2. Rupturing the membranes.
3. Rupturing the membranes and plugging the vagina.

4. Version and bringing down a leg.

5. Insertion of a de Ribes’s bag.

6. Caesarean section.

All these methods have as their object control of the hae
morrhage and the safe delivery of the patient. Choice of them 
can only be made after a careful study of the following points.

Condition, age, and parity of the patient.
Type of placenta praevia to be dealt with.
Period of gestation and condition of the infant.
Stage of labour—that is, degree of dilatation when 

the diagnosis is made.
Conditions under which treatment has to be carried out.

T r e a t m e n t .
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If the patient is fit and not yet affected by loss of blood 
any of these methods may be considered; if, however, we have 
to deal with a shocked, exsanguinated patient, our first con
sideration must be to stop the haemorrhage and combat the 
shock by the quickest and most effective method which does 
not, in its performance, involve any added strain or exhaustion. 
The method of choice here is to rupture the membranes, plug 
the vagina, and apply a tight..abdominal binder from above 
downwards. The shock can then be dealt with by the usual 
means, and later, when the patient has somewhat recovered, 
other treatment can be decided upon if necessary. In this con
nexion the value of blood transfusion, which often may be the 
measure determining recovery, must not be overlooked. The 
operation can easily be carried out in the patient’s home with 
simple apparatus; a microscope is not necessary for testing the 
blood of the donor against that of the recipient, and a complete 
grouping of both need not be done.

Age and parity are important in the case of the elderly 
primipara, with little chance of further pregnancies, for whom 
a living child is very essential. Immediate Caesarean section 
is then indicated, except in the very mild, incomplete type of 
case requiring no active intervention. In a multipara with 
several living children, or a young primipara with plenty of 
time for further chances, the infant is generally disregarded 
and treatment directed solely in the interests of the mother. In 
considering the period of gestation and the condition of the 
child it is obvious that in a very premature labour, or if the 
child is already dead, the mother is again the only consideration.

The type of placenta praevia is important; in the complete 
or central type Caesarean section should always be performed, 
provided the child is alive. The nearer the approach to the 
lateral type the more effective will be the natural force of labour 
in controlling the haemorrhage.

The stage of labour—that is, the amount of dilatation of 
the os when the diagnosis is made—has a direct bearing upon 
the treatment, since the less the dilatation the more difficult 
and dangerous to the patient is any form of treatment involving 
manipulation through the os. Therefore, with a dilatation of 
less than two fingers, rupturing the membranes and plugging 
the vagina is generally indicated (subject to the other conditions
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being satisfied), even if only as a preliminary to other pro
cedures. With a dilatation of two fingers or upwards there 
is the choice of version and pulling down a leg or the insertion 
of a de Ribes’s bag.

The question of the conditions under which treatment is 
to be carried out is one upon which there can be very little 
difference of opinion. Every case of placenta praevia, unless 
so slight that no treatment, beyond perhaps simple rupture of 
the membranes, is required, should be treated in hospital or a 
nursing home unless the patient’s home allows facilities equal 
to those afforded by such institutions. The most difficult and 
important part of any form of treatment is the prevention of 
sepsis; such undertakings as plugging the uterus cannot be 
carried out efficiently and with a minimum risk of subsequent 
sepsis unless conditions conform to a standard which is seldom 
available in patients’ homes.

Having considered these factors which guide us in the 
choice of treatment we can now take the individual methods 
and see in what type of case each one is indicated. We can 
leave alone the very slight case with an occasional small hae
morrhage, provided that the labour is not prolonged sufficiently 
for the patient to be affected by the repeated slight losses. 
Many such-cases are diagnosed as accidental haemorrhage, but
it is more probable that they are due to a low placenta.*

Rupturing the membranes is sufficient in the milder cases 
of the lateral type in which labour has begun, and also in those 
cases in which there is no serious loss until the os is more 
than half dilated. If 'the membranes are then ruptured the 
presenting part can be pushed well down and a binder applied 
with good control of the haemorrhage. It must be remembered 
that rupturing the membranes i s ' not a reliable method of 
inducing labour, and for that reason should not be used alone 
in the absence of good uterine contraction.

Rupturing the membranes, plugging the vagina, and ap
plying a tighter binder is indicated in the incomplete type of 
moderate severity with dilatation of less than two fingers, in 
cases in which labour has not begun, and in all cases in which 
the condition of the patient, from shock and loss of blood, is 
too bad to admit of any more extensive treatment. It must 
be remembered that, to be effective, the plugging must be
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carried out very carefully, if possible under an anaesthetic and 
with the aid of a speculum; it must start well back, and care 
must be taken that the plugging is placed behind the cervix to 
start with, and does not merely push the cervix backwards. If 
not carried out efficiently haemorrhage will continue above the 
plug. The danger of sepsis following this procedure cannot 
be too strongly emphasized, and the plug should always be re
moved as soon as possible. This method should, in fact, be 
looked upon only as a preliminary to other treatment in the 
severe cases, or as a means of inducing uterine contractions.

Version and pulling down a leg is a sure and fairly safe 
method of immediately controlling the haemorrhage in cases 
of the incomplete type with severe bleeding, or in the central 
type seen too late for Caesarean section. It almost invariably 
results in good contractions and subsequent delivery without 
further intervention. It is always indicated in the case of a 
small or premature foetus with a vertex presentation and in 
transverse lies. Breech presentation should be treated by 
bringing down a leg. Version should always be by the 
external method where possible; this will give a minimum 
of trauma and of risk of sepsis. Once the breech is down, a 
leg can be seized with very little manipulation. It should not 
be persisted in if found very difficult, and should never be 
carried out if there is any disparity in size between foetal head 
and pelvis.

De Ribes’s bag can be used instead of the half-breech; 
it can be introduced with less dilatation than is required for 
pulling down a leg; it is effective in controlling the haemorr
hage, and gives a better chance of a living child. There are, 
however, very definite disadvantages. It is not such a good 
stimulus to labour, and it may dilate the os without producing 
labour pains, especially if traction is used. Thus there is con
siderable risk of a severe and sudden haemorrhage when the 
bag is expelled into the vagina. This will necessitate further 
procedure to get the presenting part down in order to maintain 
controlling pressure. The presenting part may be displaced by 
the bag and an oblique lie result; the bag perishes easily, is 
not always available in an emergency, and is a ready means 
of introducing sepsis.

One other method of this type must be mentioned—namely, 
traction from Willet’s forceps applied to the foetal scalp. Good
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results have been obtained, and it causes surprisingly little 
damage to the child other than a cephalhaematoma.

C a e s a r e a n  S e c t i o n .

The use of Caesarean section in placenta praevia is a much- 
discussed question, and one upon which unanimity of opinion is 
seldom found. Certain cases, however, definitely require this 
method of treatment.

1. All cases of the complete, or central, type if the condi
tion of the mother allows it.

2. Cases in which the birth of a living child is of great 
importance—for example, in elderly primiparae.

3. Cases in which there is any mechanical obstruction to 
delivery, such as a rigid cervix or disproportion between the 
size of the child’s head and the pelvis, however slight. (It can 
be understood that the extra difficulty produced by such com
plications might be just too much for a patient who has under
gone a somewhat prolonged labour and is weakened by loss of 
blood.)

4. Cases complicated by toxaemia or constitutional condi
tions, such as cardiac disease, which require the labour to be as 
short and as easy as possible.

5. Cases of twin pregnancy.

In considering this method of treatment the conditions 
under which it has to be applied are all-important. Carried 
out in suitable surroundings by one accustomed to the operation 
it has the advantage of being a fairly safe means of terminating 
a condition which seriously threatens the life of the mother; 
also it gives the best chance of a living child, and its perform
ance is not affected by such conditions as an abnormally large 
child or comparative pelvic contraction, which increase the 
difficulties of the other methods. The disadvantage lies chiefly 
in the potential weakness of the uterine scar and its behaviour 
in subsequent pregnancies. This is a point to which I shall 
refer again later.

B. M. J. March 2, 1929.
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THE GLYCERIN TREATM ENT OF PUERPERAL SEPSIS
S. A . M c S w in e y ,  M.B., F.R.C .S.I. M a jo r  I.M.S.

Dr. Remington Hobbs’s method of treating puerperal sepsis 
by the injection of glycerin into the uterus forms, it is generally 
agreed, a very valuable addition to our armamentarium in 
fighting this dreaded disease. It depends on the highly hy
groscopic action of the glycerin, which induces an increased 
flow of serum into the uterus. Two practical difficulties arise; 
one of these has been, so far as I am aware, overlooked, and 
the other has been only partially surmounted.

The first difficulty is that glycerin stored in ordinary 
bottles in a damp climate—Calcutta during the rains affords a 
good example—absorbs so much moisture from the atmosphere 
that its hygroscopic action on the uterus must be negligible. 
This was pointed out to me by Lieut.-Colonel T. C. Boyd, I.M.S., 
professor of chemistry in the Medical College, Calcutta. I 
suggest to manufacturers that they should put on the market 
hermetically sealed glass ampullae, each containing about 20 
c-.cm. of chemically pure glycerin. I should like to suggest 
further that the hygroscopic action of the glycerin might be 
augmented by the addition of anhydrous magnesium sulphate. 
Three grams of this salt can be added to 20 c.cm. of glycerin 
without making it too viscid. I have used this preparation re
cently on two cases of streptococcal infection of the uterus with 
very gratifying results. The magnesium sulphate is sterilized 
in a hot air sterilizer at 150° C. for one hour, and added to the 
glycerin before injection into the uterus.

The second difficulty is the method by which the glycerin ' 
is injected into the uterus. If the catheter or tube is passed 
into the uterus daily, the patient, who is very ill, is subjected 
to a good deal of disturbance: if the catheter is left in situ 
so as not to disturb the patient daily, it is certain to slip out 
and the glycerin is injected next time merely into the vagina. 
It is suggested in The Queen Charlotte's Practice of Obstetrics 
that a piece of porous sponge tied to the catheter a little below 
the eye will keep the catheter in position. I would suggest that 
the difficulty could be best overcome Ly a specially made large
sized self-retaining catheter, the outer measurement of the tube 
being half an inch w7ide and the flanges on each side - being 
three-fourths of an inch. This would be easily introduced and 
unlikely to slip out.

B. M. J., February 16, 1929.
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A NEW CAUSE OF BERIBERI

Prof. Dr. Matsumura, professor in the Imperial Univer
sity, has published a new view on the cause of beriberi. 
Since 1924, the professor has been making researches on the 
effect of poor nutrition on the bacilli in the intestine of animals, 
and in the course of his researches it happened that the cocks 
and doves, fed on polished rice only, were found to have a 
special bacillus in the intestine. The professor succeeded in 
cultivating the bacillus artificially, and on investigation it 
proved to be thQ cause of beriberi, by which disease the birds 
were attacked after they were wreakend as a result of poor 
nutrition. After many investigations made on patients with 
beriberi and by animal tests, he concluded that: The bacillus
might be found in the feces of patients with beriberi as well as 
in the feces of birds with the disease; the bacillus could not 
be found in the feces of healthy persons and healthy animals; 
the test animals, infested with the bacillus, would develop beri
beri; the serum from patients as well as from animals with 
beriberi had a special coagulative action on the bacilli; there
fore, the examined bacillus can be considered to be the cause 
of beriberi as a result of a deficiency of vitamin B. The bacillus 
has been named Chiba beriberi bacillus by the professor. Dr. 
Kato, medical member of the Kure Naval Hospital, has published 
experimental results that agree with Dr. Matsumura’s resear
ches. He experimented on patients and animals with beriberi 
with cultures of the Chiba beriberi bacillus given to him by 
the professor. In forty-four human cases examined with the 
bacillus, serum diluted 200 times still exerted its coagulative 
action.

J. A. M. A. February 23, 1929.

CEREBRAL STIMULATION

A r t h u r  S. L o e v e n h a r t ,  M.D., W i l l i a m  F. L o r e n z ,  M.D.
and

R a l p h  M. W a t e r s ,  M.D.
Madison, Wis.

This is a preliminary report made at this time in order 
to place in the hands of those interested a method of approach 
in otherwise inaccessible mental states.
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In 1916, Loevenhart, Lorenz, Martin and Malone sought 
to make clinical application of previous work done in the phar
macologic laboratory on the relation between oxygen fixation 
by the respiratory center and its functional activity. It was 
demonstrated that sodium cyanide on intravenous injection, in 
proper dosage, stimulates the respiratory center in man. 
While working with respiratory stimulation there w7as observed 
in one case of dementia praecox a transient change in the 
mental state. This patient had been mute for several months. 
Following a period of respiratory stimulation induced by 
sodium cyanide, the patient made a few coherent and relevant 
responses to simple questions. This mental reaction was an 
incidental observation and, while interesting at the time, was 
not investigated any further until 1928, at which time the 
problem of attempting cerebral or psychic stimulation by sodium 
cyanide was undertaken for the first time.

We started this investigation where we left off in 1916, 
bj' the intravenous injection of 0.1 per cent solution of sodium 
cyanide. When this solution is injected at the proper rate 
for the individual patient, so that he shows a marked stimula
tion of respiration both in rate and in amplitude, there occa
sionally follows a period of cerebral stimulation.

For our studies of cerebral stimulation by cyanide, we 
selected three patients with dementia praecox. These patients 
were in a stuporous state, mute and resistive to the point of 
active negativism, and showing marked muscular rigidity or 
catatonia. Following respiratory stimulation, they were de
finitely responsive to simple commands. When we attempted 
to repeat these results on a subsequent day, the degree of 
psychic stimulation observed was slight and quite unsatis
factory. Evidently the dosage of sodium cyanide required to 
elicit cerebral stimulation has to be extremely exact, from the 
standpoint both of the amount of the drug given and of the 
time required for its administration, and with the additional 
unknown variable of the individual patient. Because of the 
difficulty of eliciting cerebral stimulation at will by the use 
of sodium cyanide, this was discontinued and it was determined 
to try another means of accomplishing the reaction. Mixtures 
of carbon dioxide and oxygen, for theoretical reasons, seemed 
to be best adapted to this purpose and safest. Certain studies 
from the department of pharmacology on the chronic and acute
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effects of inspiring mixtures of carbon dioxide in air and 
oxygen were helpful, in that they gave us experience with 
the use of high concentrations of carbon dioxide. One of us 
(Waters) was quite familiar with the administration of carbon 
dioxide as a respiratory stimulant in man in connection with 
his work as an anesthetist.

T h e  P r o c e d u r e

We use an inhalation apparatus such as is commonly em
ployed by anesthetists for general anesthesia by means of which 
the concentration of a gaseous mixture can be controlled. The 
technic of administering a mixture of carbon dioxide and oxy
gen is similar to that employed for general surgical anesthesia. 
The patient is recumbent and the blood pressure, pulse, rate 
and character of the respiration, and size of the pupils are 
recorded before and during the administration.

We suggest beginning inhalations with a mixture of from 
30 to 15 per cent carbon dioxide and from 90 to 85 per cent 
oxygen. Within a minute or less, respiratory stimulation 
develops which is easily observed in the type of case selected, 
because normally the respiratory movements are quite shallow, 
slow and regular. One may continue with this initial mix
ture and, in some cases, after a period of from five to twenty 
minutes, detect evidence of cerebral stimulation. We found, 
however, that a certain and definite response is invariably ob
tained if the carbon dioxide content of the mixture is increased, 
and we therefore suggest that, after the initial mixture men
tioned has been breathed for one minute, the carbon dioxide 
be increased not more than 5 per cent each minute until a final 
concentration of 30 or 40 per cent is reached. The rate of 
increase and the final concentration of carbon dioxide depend 
on the reactions of the patient. We have also administered 
higher concentrations of carbon dioxide, but we do not advocate 
this because, in our experience, such extreme stimulation is 
unnecessary for the psychic phenomenon sought, and we fur
thermore believe that such high dosage of carbon dioxide is 
not free from hazard.

P s y c h ic  R e a c t io n s

In this report we can describe only in a somewhat general 
way the mental reactions that are produced by stimulation 
with carbon dioxide.
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Thus far we haye succeeded in producing what we term 
cerebral stimulation in cases of dementia praecox, manic de
pressive insanity, and involution melancholia. Every case 
treated has shown a positive response; that is, evidence of in
creased psychic function. The degree and nature of the 
response has varied to a considerable extent. The most favor
able and striking reactions occurred in those patients who Had 
been mute and mentally inaccessible for long periods of time. 
In these cases, after a short period of respiratory stimulation, 
this inaccessibility disappeared and the catatonia passed pit*. 
A number of patients have carried on conversation. A few  
mentioned depressive thoughts. One patient was markedly 
facetious, making responses typical of talkative hebephrenic 
dementia praecox. Another patient, the least reactive of those 
so far observed, showed only a disappearance of muscular ten
sion and a voluntary looking about the room and at those stand
ing near.

A number of patients appeared frightened when the cere
bral stimulation developed; they looked about apprehensively 
but became calm and at ease quite promptly when efforts were 
made to reassure them. In other words, they seemed to com
prehend the situation correctly, and following this almost im
mediately they made coherent and relevant replies to questions. 
In one patient who had been mute for more than six years, 
the efforts at speech for about two minutes resulted in a jumble 
of unintelligible but speechlike sounds, after which the words 
became distinct and a successful conversation was held.

The cerebral stimulation, as evidenced by free muscular 
movements, animated features, and ability to carry on conversa
tion and to comply with requests, has lasted from two to 
twenty-five minuses. Several minutes after the cessation of 
the hyperpnea induced by cyanide or carbon dioxide, the cere
bral stimulation develops. Sometimes it becomes evident during 
this period of hyperpnea. In such instances the administra
tion of carbon dioxide is stopped and, following the brief period 
of apprehension already referred to, mental accessibility 
develops.

After a variable period of from two to twenty-five minutes 
of increased cerebral activity, the retrograde changes begin. 
Gradually the voice becomes less audible; the response to ques
tions becomes halting with long lapses; the facial expression
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becomes set; eye movements cease, and attention can no longer 
be obtained. The patient makes no effort to comply with 
commands. The muscular rigidity recurs and in the course 
of two or three minutes the patient lapses to his former condi
tion of mutism, negativism and complete inaccessibility. It is 
especially striking to note how completely the former muscular 
state is resumed. This reproduction is faithful to the minutest 
degree; the same posture, the same facial grimace, and ap
parently the same mental state. In some cases the lapse to 
the original state is remarkably sudden, so that a sentence 
begun is left unfinished.

J. A. M. A. March 16, 1919.

Book Reviews

T H E  CLIM ACTERIC. G. M a r a n o n .  Translated by K. S. Stevens &
edited by Culbertson St. Louis. The C. V. Mosby Company 1929.
Price G.$6.50.

This is an in teresting book and w ill repay reading by those who are 
concerned w ith  the care of patients at the clim actorie. I t  is in teresting  
because o f the suggestions it  raises even where the reader m ay seriously  
disagree w ith  the conclusions. The w riter frankly  acknowledges this 
possibility. H e takes up in order the various factors concerned in the 
pluriglandular theory o f the m enopausal crisis, discusses the various 
sym ptom s of the menopausal very fu lly , has a chapter on the artificial 
menopause and another one on the question of a male clim acteric, and  
finishes the book by a couple of chapters on treatm ent.. The references 
throughout the work are numerous and there are a number of comments 
by the editor. The indexes both general and of the authors quoted are 
good.

The book is well printed but the tendency to the use of ita lics is to 
be deprecated. It makes the book, in the review er’s opinion, much harder 
to read, and in the m ajority o f instances one does not see w hy italics 
should be used. Criticism of the tex t is w ell nigh im possible w ith  fa irness  
to the author. The book is packed w ith facts, but often  the deductions 
are hardly borne out by the data given. An exam ple of th is is the  
question o f suicide in the critical age. The case h istory given is utterly  
unconvincing. And the w riter is very generous in the tim e allotted to 
the clim acteric. Cases of patients in the th irties need to be very  
carefu lly  sifted  before their sym ptoms have a right to be considered in 
this class. Much of  the treatm ent recommended is sound, though there 

.is -s t ilL a  good deal o f uncertainty about the value of some of the prepara
tions made- from  the endocrine glands.

J. P. M.
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PH Y SIO LO G Y  FOR P U P IL  M ID W IV ES. C o m y n s  B e r k e l e y ,  Cassell 
& Co., Ltd., London. 1 /6  net.

This sm all brochure used to form  part o f Berkeley's Handbook o f  
•Midwifery. It has been now separated and is issued separately. It 
contains a good short account of the elem entary physiology w hich all 
midwives should know, and then goes on to discuss in the form  of question 
and answ er the rules o f the Central M idwives Board. This is particularly  
w ell done and should be of great use both to pupil m idwives, and to all 
who wish to know the exact conditions under which m idwives in E ngland  
are perm itted to practise. A  further chapter is added on the powers, 
responsibilities, righ ts and opportunities of the m idwife, and w hilst this, 
of course, is pai’ticu larly  applicable to England, it  should be o f use tc  
those wfro in China are seeking to develop a proper m idw ifery service. 
The work closes w ith a good index and is well printed.

J . P. M.

A HANDBO O K  OF M ID W IFE R Y  FOR M ID W IV ES, M A TE R N IT Y
N U R S E S  A N D  OBSTETRIC D R E SSE R S. C o m y n s  B e r k e l e y .
Cassell & Co., Ltd., London. 8 /-n et.

This excellent little  book is now in its seventh edition, and m ay be 
heartily  commended to all who are engaged in the teaching o f m idwifery. 
It is practical and at the sam e tim e not too fu ll so as to confuse the 
student w ith  unnecessary details. B eginning w ith  chapters on bacterial 
infection, and the fem ale and foetal anatom y, it deals fu lly  w ith  pregnancy, 
iabour, the puerperium  and the new born child. A  chapter fo llow s on 
obstetric operations, which is fu ll enough to g ive a nurse a  clear idea  
o f w hat the doctor is going to do, and o f her part in the preparation fpr 
it. The case for and aga in st tw iligh t sleep is presented fa ir ly  and dis
passionately.

There is  an excellent chapter on the principles of domestic and  
personal hygiene, and the book closes w ith  a discussion of asepsis and  
antisepsis, and the usual drugs employed in labour cases. A good index  
is added. The use c f  proprietary names is greatly to be deprecated unless 
some indication is given as to w here the drug is to be obtained, or of its  
exact nature. One drug mentioned in the work is quite unknown to the 
reviewer.

J. P. M.

M A N S O N ’S TRO PICAL D IS E A S E S , P. H. M a n s o n - B a h r .  Cassell & 
Co., London. 31s. 6d. net.

This deservedly popular -book is now in  its N inth Edition. The 
tendency in single volum es o f this nature is to become larger and still 
larger w ith  each succeeding issue, but in this case Dr, M anson-Bahr by 
careful revision, by elim inating obsolete theories" of transm ission- and
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discredited“ fiTethods "¡of'treatment and b y  incorporating w ell proven sub
stitu tes has succeeded in  producing a thoroughly up-to-date book o f about 
¡the.-same size as the previous edition.
I

There .are e igh t sections dealing w ith  classified Tropical D iseases, and 
,of..these, th e'm ost strik ing are those dealing w ith  F evers and Abdominal 
.D ise a se s .. .’The la tter  section' has an excellent article on D ysentery and 
th e . addition o f coloured plates contrasting the Intestinal lesions, the 

-Microscopic appearances o f the E xudates and the sigm oidoscopic appear
ance o f the rectal mucous membrane in the B acillary  and Amoebic form s of 
th e  d isease should be. a great help in the differential diagnosis o f these 

;tw o conditions.

'Section IX  is devoted to the Technique of Injections and although it 
only, consists c f  s ix  p ages it  covers the ground of Intra-m uscular, and 
Intravenous T herapy and g ives a sim ple method for the Intra-venous 
T ransfusion  o f Blood. !

The appendix which occupies one quarter of the entire volume would 
make a -most u sefu l separate hand-book for laboratory use. It contains 
'a'com prehensive section on Medical Zoology and a concise sum m ary of 
Laboratory methods.

. *Tbe'book is w e ll illustrated  throughout and a good Index completes 
an' excellent piece fcf work.

H. G. T.

F E Y E R , H E A T  R EG U L A T IO N , CLIM ATE A N D  T H E  T H Y RO ID - 
A D R E N A L  A P P A R A T U S . W. C r a m e r  Ph.D. Longm ans, Green 
& Co., Ltd., London. Price 15/-.

.T his book is. one o f great interest from m any points o f view  and 
- especially  to those who desire to get a real insight into the subjects 
. outlined in  the very  com prehensive title.

Dr. Cramer started  th is work 14 years ago in connection w ith his 
cancer investigations. In  p utting certain  hypotheses to the test he 
found th a t “physiological” knowledge on certain fundam ental problems 
w as insufficient to  g ive him a “base” line from  w hich to start his 
pathological observations. In his investigation  o f the activ ities o f the 
thyroid and adrenals his method has been histo-chem ical rather than  
experim ental. B y  th is method he has shown the p art p layed by the 
g lands in  re-inforcing the activ ities o f the sym pathetic nervous system , 
especia lly  in regard to the regulation o f body tem perature, and in con- 
tro llin g  the carbohydrate function o f th e liver; and th is he considers 
to be a  secretion, of glucose rather than  a storage o f glycogen. A 
¡special featu re o f  the work is the close relation shown to ex ist between  
th e cortex and m edulla o f the adrenals, a relation not previously  
suggested  b y  experim ental observations.
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The book concludes w ith  a very in teresting chapter on m an’s power 
of adaptation to changes in clim ate and the part played by the endocrine 
glands not only in this adaptation but also in the evolution o f racial 
types.

H. G. E.

TRO PICAL N U R SIN G . A. L. G r e g g , M .A., M.D., M.Ch., D.T.M . & H .

London. C assell & Co., Ltd. Price 6 /- .

We opened this new book w ith pleasurable anticipation, hoping that 
it  would prove to be one which m ight fill a long-felt gap on the book
shelves o f teachers of nursing. Our expectations w ere justified. In the 
available text-books on Tropical D iseases, a  nurse m ust usually  wade 
through m any (unnecessary to her) pages of medical details and  
technicalities in order to find some bit o f inform ation th a t she is seeking. 
In Dr. G regg’s book, in its second section, the Cause, C linical Condition, 
probable Medical Treatm ent, Prognosis, etc., of m any o f the diseases 
peculiar to the Tropics, are indicated concisely and sim ply, so th at a 
nurse to whom such conditions are new, may easily  v isualise them  from  
the word pictures drawn.

The book is divided into five sections, the first part containing  
u sefu l hints on personal hygiene in the Tropics; and section four g iv ing  
valuable directions for the care of the eyes. A g lossary and a fu ll 
serviceable index are placed a t the end- In part three, th at on 
Technique, w ill be found clear details on the preparation of blood films,—  
a subject not usually  included in text-books for nurses, and therefore 
particularly valuable. This section is som ewhat disappointing in  view  
of the fa c t that the book is offered, not only for nurses, but for “others  
going abroad ,” and m any very necessary details are om itted in  the 
description o f nursing technique. For instance,— w hen ice is used for  
packs, it  should not be placed directly aga in st the patient’s skin; it  
should not be put near the heart, gen italia  and soles o f fee t;  and for  
affusion, a sheet should be used and the ice placed in the w atering-can  
rather than in  the p atien t’s axillae. Ice wrapped in  lin t on a  patient’s 
head would resu lt in a cold w et pillow  and m attress; but a bladder 
bought a t the nearest butcher’s shop for  a  few  coppers would be a  good  
substitute for the unobtainable rubber ice-cap. I f  a S ister who has had  
experience in Tropical N ursin g  in the Tropics,  were consulted w hen  
the second edition is needed, (for  th is edition w ill surely be sold out 
quickly,) such practical details could easily  be added, thus m aking the  
book o f greater service to those for  whom it is w ritten. W e heartily  
advise all nurses to secure a copy.

E. H.-B.


