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lication of Transactions.

Facsimiles of the Loyal Address to
His Majesty The King on the occasion of his
Coronation, and the Home Secretary’s reply are
reproduced overleaf.






UUNTER]AN SOCIETY.

al@he |
FKings Most @xcellent Aajest aiesty.

7
%ﬂ WW Wﬂﬂ/ é}/a/ ,mééz[ﬂ,
/7 véa/ue,w%/bwacéfom« jWMW%

C Lotk /@a/ dowotion m/ﬂz’%ﬂ?ft[ /ma{ww&dlyiwyml
fW %fm/om,@,%e .7/-% /Ma;/z/n/ thal yotﬂ
Magests eignmay be long and hpps and allondbeloith
overy ,/éddﬂ);y

,5%" /fe,m,lh‘mf we desnre ﬁfmwyﬁ;/m/daam

(e £ 2
— Sorelitizs

VN 2 P



24th March, 1937,

sir,

I ha?e had the honour to lay before The King the
loyal Address of the President, Council and Fellows of
the Hunterian Society on the occasion of His Majesty's
Accession to the Throne, and I have been commanded by
The King to convey to you, as Fresident of the Society,
His Majesty's deep appreciation of the sentiments of loyalty
and devotion to which it gives expression.

I am,
Sir,

Your obedient Servant,

o b S

The President,
Hunterian Society.



PREFACE.

Twenty-three years have elapsed since the Hunterian
Society last published 1ts °¢ Transactions.”” The War and
its aftermath were responsible for the cessation of publication,
which, from 1885 to 1914, had been a regular feature of the
Society’s activities. It is hoped that the present volume
(which marks the revival of an old-established custom) will
be the forerunner of others for many years to come. This
will largely depend on the support received from the Fellows
of the Society.

The Editor assines no responsibility for any views expressed
in these Transactions.
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Upper Berkeley Street, W.1. DPadd. 2600.

CoLeMan, A. L. E. F., M.C.,, M.D., Priory Lodge, Tonbridge, Kent.

CorLes, D. A., L.R.C.P., M.R.C.S., 33, Aberfoyle Road, Streatham,
S.W.16. (Hon. Fellow.)

Couvin, H. J. A., M.B., Ch.B., St. Luke’s Hospital, Lowestoft.

Cook, Frank, B.Sc., M.B., B.S., F.R.C.S., F.C.O.G., 41, Harley
Street, W.1. Langham 3816.
And 51, South Street, W.1. Mayfair 4380.

Cook, Joserrn B., M.D., Ch.B., M.R.C.S., L.R.C.P., D.P.H., West
Middlesex Hospital, Isleworth, Middlesex,

Copg, V. ZacHary, M.S., F.R.C.S., 28, Harley Street, W.1.
[Langham 2846.

CorrmaN, Pror, S. MonckTton, M.A.,, M.D., F.R.C.P, F.R.S., 38,
Hillfield Court, Belsize Avenue, N.W.3. Hampstead 3631.

Copeman, W. S. C., M.A,, M.D., M.R.C.P., 15, larley Street, W.1.
Langham 3181.

CorpINER, G. R. M., M.B.,, B.Ch.,, D.M.R.E., 7, Upper Wimpole
Street, W.1. Welbeck 4747.

CornER, Frank, J.P.,, M.R.C.S., L.R.C.P., 69, Finchley Road, N.W.1.
Royal Societies Club, St. James’s Street, S.W.1.
CotTeR, CorNELlUs, M.B., B.Ch., 96, East India Dock Rd., E.14.

CowaN, GEorRGE ABRanAM, M.B., B.Ch., B.A.O., B.D.Sc.
76, Wimpole Street, W.1. Langham 3259.

Cox, Avrrep, O.B.E., M.A., LL.D.; M.B., 28, Pont Street, S.W.1.
Kensington 6022,
Cox, Frankriy, M.R.C.S., L.R.C.P., 31, Alexander Road, Reading.

CoyLg, CeciL Dermot, M.B., B.Ch., Fulham Hospital, St. Dunstan's
Road, W.o. .

Coyrg, RarpH, M.B., B.S., F.R.C.S., 152, Harley Street, W.I.
Welbeck 1698.

Cralg, Norman STEwart, M.D., D.P.H., Mile Iind Hospital, Bancroft
Road, E.1.

CreigHTON, T. M., M.D., C.M., Grosvenor House, Park Lane, W.I.
Grosvenor 6363.

Cripps, CHas. CoupEr, M.D., M.S., M.R.C.S.. The Red Tower,
14, Dean Park Road, Bournemouth.

CROFTON, WM. MEervYN, B.A., M.D., B.Ch., 22, Park Square, N.W.1.
Welbeck 5313.

Crossy, GroOrGe J. ViLLiErs, M.A., M.R.C.S., L.R.C.P., 3, Vale Court,
W.9. Maida Vale 5116.

CruicksHaNK, Rogert, M.D., D.P.H., North-Western Hospital, Lawn
Road, N.W.3. Primrose 2253.

CumserBarcH, ELkin P., M.B., F.R.C.P., 18, Manchester Square, W.1.
Welbeck 3036.

DaLey, WiLLiam A., B.Sc., M.D., M.R.C.P., D.P.H,,
County Hall, S.E.1. Hop 5000.
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LIST OF FELLOWS.

Darry, j. F. Hanes, M.D., 93, llarley Street, W.l. Welbeck 7444.
And 74a, Belsize Park Road, N.W.3. Primrose 2726.

Davipson, A. Dyce, M.A., M.B., Ch.B., 12, South Close, Highgate, N.6.
Mountview 1712,
Davies, Arraur, M.D., 39, Harley Street, W.l. IL.angham 1827.

Davies, HucH, B.A. (Oxon.), M.R.C.S., L.R.C.P., 50, Wimpole Street
W.1. Welbeck 8428.

Davis, Perer G. S., M;R.C.S., L.R.C.P., Four Ways, 40, Lullington
Garth, Woodside Park, N.12. Finchley 4144.

DEeang, RecinaLp N., M.B., B.Ch.,, B.A.O., 519, London Road,
Thornton Heath, Surrey. Thornton Heath 1035.

Dicks, Hesry Vicror, M.A., M.D., M.R.C.P., 30a, Wimpole Street,
W.1. Welbeck 8775.

Dinxnick, OswaLp Twson, M.B., Ch.B., F.R.C.S. (Edin.), M.R.C.S,,
L.R.C.P., 64, Harley Street, W.l. Langham 4242.

Dossig, Jonn Narn, M.B., Ch.B., D.P.H.,
County Hall; S.E.1. Hop 5000.

Doucrass, W. C., M.C., M.R.C.S., L.R.C.P., 14, Welbeck Street, W.1.
Welbeck 9441,

And Priory House, Stanmore, Middlesex. Stanmore 435.

Dusvas-Grant, Sik J., K.B.E., M.A,, M.D., C.M,, F.R.C.S., 5, Harley
House, Upper Harley Street, W.1. Welbeck 1892."

Duxy, joux Huserr, M.D., M.R.C.P., B.Sc., B.A.O.. D.P.1L., 36,
Hertford Street, W 1. Mayfair 4569,

Epwarps, A. Tuobor, M.A.,, M.Ch., F.R.C.S., 139, Harley Street,
W.1. Welbeck 7070.

Evwarps, R. Tupor, M.R.C.S., L.R.C.P., 50, Park lL.ane, Wembley
Hill. Wembley i63C.

ErLineworTH, Crirrorp, M.D., B.S. (Melb.), Frognal, Sidcup, Kent.

Ercior, A. Macsery, M.D., 52, Knightsbridge Court, Sloane Street,
S.W.1.

Eiirs, H. A., M.B., 152, Harley Street, W.1. Welbeck 6052.

Eiuisen, J., M.B., B.Ch., F.R.C.5 (Edin.), 36, Devonshire Place, W.1.
Welbeck 3637.

ErLison, Puwre O., M.B., B.S., L.R.C.P.,, M.R.C.S., 137, Harley
Street, W.1l. Welbeck 3956.

EncuisH, Sk T. Crise, K.C.M.G., F.R.C.S., 82, Brook Street, W.1.
Mayfair 0123.

Evans, CHaries Evpwarp, M.R.C.S., L.R.C.P., 97, Chatsworth Road,
E.5. Ambherst 3490. '

Evans, Pumir Fenxxern, M.R.C.S., L.R.C.P., 153, Hertford Road,
Lower Edmonton, N.9. Tottenham 0197.

Evans, Sk TrHomas Joux Carey, M.C., M.D., F.R.C.S., Hammer-
smith Hospital, Ducane Road, W.12. Shepherds Bush 4466.

Evre, Proressor J. W. H., M.D., F.R.S. (Edin.), 51, Portland Place,
W.1. Welbeck 5178.
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LIST OF FELLOWS.

FaLra, S. T., M.B., 57, Oxford Terrace, W.2.

"FeiLIvG, ANTHONY, B.A., M.D., B.C., 52, Montagu Square, W.I.
Paddington 3917.

FeLoMan, WitLiam Davip, M.D., M.R.C.P., St. Pancras Hospital.
Pancras Road, N.W.1. Euston i617.

FERREYROLLES, PauL, M.D., 15, Rue Freycinet, XV, Paris.

Ferres, J., M.B., 44, West End Lane, N.W.6. 1, Burgess Hill,
N.W.2. Hampstead 0801.

FrrincH, E. G., Lt.-Col., M.D., F.R.C.S.E., 66, Harley Street, W.1.
[.angham 1150. ‘

Finngy, J. M. T., Johns Hopkins Hospital, Baltimore, U.S.A.
(Hon. Fellow.)

FrrzwiLLiams, Duncan C. L., C.M.G., F.R.C.S., 57, Grosvenor Street,
W.1. Mayfair 3188.

FrLeming, Norman B. B., M.B., Ch.B., 92, llarley Street, W.I.
Welbeck 7330.

FLercHer, ErRngEsT TERTIUs DEecimus, M.A., M.B., B.Ch., M.R.C.P.,
71, Harley Street, W.l. Welbeck 4027.

FLynN, W. A.,, M.R.C.S., L.R.C.P., 44, Devonshire Strect, W.I,
Welbeck 2310.

Forman, Louis, M.D., B.S., M.R.C.S., M.R.C.P., 7, Devonshire
Place, W.1. Welbeck 7380,

Fox, R. ForTescug, M.D., 36, Devonshire Place, W.1.
Welbeck 1055.

Fov, H. Anprew, M.R.C.P., D.P.H., D.T.M. & I., 48, Boundary
Road, N.W.8. Maida Vale 3617.

Francis, CLEMENT A., M.A., M.B., B.Ch.,, 56, Queen Anne Street,
W.1. Welbeck 4078.

Frreman, Harry, M.R.C.S., LL.R.C.P., 32, The Avenue, Brondesbury
Park, N.W.6. Willesden 7373.

Gart, WiLLiam Jas., M.A., M.B., B.Ch., 47, Minories, E.C.3.
Royal 8213.

GENGE-ANDREWS, G. E., O.B.E., M.D., 21, Craven Road, W.2.
Paddington 4379.

GiBBONS, ARTHUR PuiLte, M.B., M.R.C.S., 14, City Road, Finsbury
Square, E.C.1. National 9917.

GibpINGs, GrEORGe THos., M.D., *‘ Hillworth,”” Wickham Road,
Beckenham, Kent. Beckenham 2878.

GiL, Warrace Joun, M.D., F.R.C.S. (Edin.), Paddington Hospital,
Harrow Road, W.9. Abercorn 4622.

GiLLigs, Sir Harorp D., Kt., C.B.E., F.R.C.S., 149, Harley Street,
W.1. Welbeck 4444,

GiMsLETT, CHARLES LEONARD, M.A., M.D., M.R.C.P., F.R.C.S., 12,
Devonshire Place, Wimpole Street, W.1. Welbeck 1763.
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Gopping, Jamgs, O.B.E., M.R.C.S., L.R.C.P., 22, Longfellow Road,
Worthing, Sussex.

Goopwiy, Auskriy, O.B.E., F.R.C.S., 47, Queen Anne Street, W.Il.
Welbeck 1035, and 107, Clifton Hill, N.W.8. Maida Vale 3463.

GOrRDON-TAYLOR, Gowvon, O.B.E., F.R.C.S., 21, Harley Street, W.1.
Langham 3232, and 9, Weymouth Street, W.I.

Gourranbg, T., M.R.C.S., I..R.C.P., 86, Harley Street, W.1. Langham
1742, and 36b, Harrington Gardens, S.W.7. Kensington 8748.

GRAHAM-STEWART, DRr. A., 26, Ulster Place, N.-W.1. Welbeck 1204.

GRANT, LEONARD, M.D., C.M., 5, Weech Road, Hampstead, N.W.6.
Hampstead 1680.

GREEN, VINGENT, M.D., C.M., Greyroofs, Wimbledon Hill, S.W.
Wimbleden 1323.

GREENWOOD, WiLLiam P, M.D., 1.R.C.S., MR.C.I', D.D.IIL,
Bethnal Green Hospital, Cambridge Road, 12.2.  Advance 1989.

Grey, F. TrmpLe, B.A., M.B., Ch.M., 86, liariey Street, W.I.
LLangham 2186.

Grerriras, Huon Ernest, M.B., B.S., F.R.C.S., 90, Harley Street,
W.1. Welbeck 3261.

Guny, Wa,, Mo, M.R.C.P, DOPUAL, North-Western Hospital, Lawn
Road, N.W.3.

HaprieLp, Cuarirs F., M.B.E., M.D., 47, Queen Anne Street, W.1.
Welbeck 1035.

Hater, D. H., M.B., B.S., D.C.P., 117a, Harley Street, W.1.
Welbeck 2070.

_Havr, Normax, M.B., B.S., 71, Park Street, W.1. Mayfair 4556.

Hamur, Puunvie, M.A., M.D., D.Sc, F.R.C.P., 74, Harley Street,
W.1, and 25, Mariborough Hill, N.W.8. Primrose 4671.

HamiLtoN, Henry Freming, M.B., Ch.B.. F.R.C.S. (Edin.), D.T.M.,
7, Beulah Hill, S.E.19. Livingstone 2712,

Harkngss, Roert Cortart, M.B., Ch.B. (Ed.), F.R.C.S., County Hall,
S.E.1. Hop 5000.

HarrinetoN, F. J., M.R.C.S., L.R.C.P., 62, Queen Anne Street, W.1.
Welbeck 8626, And 22, Ellesmere Avenue, Mill Hill, N.W.7.
Mill Hill 3003.

HarTiGAN, Jonn, L.A.H. (Dublin), Corrabul, Weybridge, Surrey.
Weybridge 644.

Havywarp, Magjorie, M.B., B.S. (Lond.), 13, Eton Villas, Eton Road,
N.W.3.

Heces, Gorvon B. M., M.D., M.R.C.P., 88, Harley Street, W.1.
Langham 2596.

HexDERSON, NorMmax P., M.D., 98, Ttarley Street, W.1.
Welbeck 8482.

HerNAMAN-JouNsON, F., M.D., 86, Brook Street, W.I. Mayfair 5001.
And Heathside, Worcester Gardens. Sutton 642.
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LIST OF FELLOWS.

Hewer, Josepn Laxcron, M.D., B.S., F.R.C.S., 4, St. John’s Road,
Sevenoaks, Kent.

Hi, Sik LeonNarp, Nicholl's Wood, Chalfont St. Peter, Bucks.
Chalfont St. Giles 144. (Hon. Fellow.)

Hir, T. Rowranp, L.M.S.S.A., 62, Queen Anne Street, W.1.

HiLLiarp, Cebric Harvey, M.A., M.B., B.Ch.,, M.R.C.S., L.R.C.P.,
4, Cambridge Gate, Regent’s Park, N.W.l. Welbeck 7405.

Hmprry, L1.-Cor. G. J. D., M.C.,, M.A., D.M., 88, Redcliffe Gardens,
S.W.10.

Hospay, Sik FreEperick, C.M.G., F.R.C.V.S., 31, Argyll Road, Ken-
sington, W.8.  (Hon. Fellow.)

Hoepay, Frepk. Tunomas Joun, B.A., B.Ch.,, M.R.C.S., L.R.C.P,
Upper Kingston, Yeovil, Somerset.

HocuscuiLp, G., M.R.C.S., L.R.C.P., 6, Devonshire Place, W.1.
Welbeck 7021.

Hobgson, H. Granam, C.V.O., M.B., B.S., 55, Upper Brock Street,
W.1. Mayfair 3100.

Horkins, W. K., Surg.-Com., Farleigh Lodge, Warham Road, Croy-
don. Croydon 2640.

Horper, THe Lorp, K.C.V.O., M.D., F.R.C.P., 14!, Harley Street,
W.1. Welbeck 2200.

Hoskin, Tueo. Jenner, M.A., M.D., B.Ch., F.R.C.P., 112, Harley
Street, W.1. Welbeck 7041.

Howar, Ropert King, M.B., C.M., F.R.C.S., 21, Russell Square
Mansions, 122, Southampton Row, W.C.1.

HoweLLs, Gmeert H., M.B., B.S., F.R.C.S., 79, Wimpole Street,
W.l. Welbeck 4344.

HuMg, Granon O., M.B., B.S., M.R.C.S., LL.R.C.P., D.O., 5, Harley
Street, W.1. Langham 4384.

Houmenreys, F. Rowranp, L.R.C.P., M.R.C.S., 15, Denton Road,
Wokingham, Berks.

Humrnris, Francits Howarp, M.D., 4, Great Stanhope Street, W.1.
Grosvenor 1124,

HuntEr, M. O., M.A, (Cambs.), M.R.C.S., “* Upwood,” Muster Green,
Haywards Heath, Sussex.

Irporson, Wmriam, F.R.C.S. (Edin.), 31, Portland Place, W.1.
[Langham 2246.

IroNsIDE, REDVERs Howenn, M.B., M.R.C.P., 89, Harley Street, W.I.
Welbeck 5621, and 34, Peel Street, W.8. Park 4304.

Jarcgues, W. R., M.D. (Brux.), 31, Shepherd’s Bush Road, W.12.
Shepherds Bush 3717. .

Jeremy, Harorp Rowk, F.R.C.S., 66, Harley Street, W.I.
Langham 3116.

Josson, Parrick Hunter, Netherwood, [Epsom Road, Guildford,
Surrey. (Hon. Fellow.)

Josson, THomas Barrerspy, M.D., B.Ch., 93, Harley Street, W.I.
Welbeck 7444, and ‘‘ Netherwood,” Epsom Road, Guildford.

Joexkges, T., M.B., L.R.C.P., M.R.C.S., 86, Brook Street, W.I.
Mayfair 5001.
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LIST OF FELLOWS.

Joxes, Bertram Huwmpiireys, M.D., M.R.C.P., 47, Queen Anne Street,
W.1. Welbeck 1035.

Jones, D. S. Morcan, F.R.C.S. (Edin.), Stanley Il.odge, St. Peter
Street, St. Albans, lerts.

Jones, H. Buckranp, M.B., C.M., 13, Queen Anne Street, W.L
Langham 1920.

Jongs, 1., M.D., 11, Upper Berkeley Street, W.l. Paddington 7102.

Jorpan, AvFrep Cnas., C.B.E., M.D., M.R.C.P.,, 82z, Portland
Place, W.1. Welbeck 7370.

Kavng, GeorGe Grecory, M.D. (Lond.), M.R.C.P., Clare Hall, Barnet,
Herts.

KeitH, Sik Artaur, F.R.S., Hon. D.Sc., Homefield, Downe, Kent.
(Hon. Fellow.)

KeLson, WiLLiam Hy., M.D., B.S., F.R.C.S., D.P.H., 9, Sutton Court,
Chiswick, W.4. Chiswick 44435.

Kenwortay, 1. E., M.B., B.Ch.,, D.M.R.E., Palace Gate House, W.8.

King, R. A., F.R.C.S., St. Mary’s Hospital, W.2.

Kirkwoobn, Doucras, M.D., 123, Sloane Street, S.W.1. Sloane 2332.

Kisch, Harowp A., F.R.C.S., 15, Wimpole Strect, W.l. Langham
2278.

KNoser, WiLLiam Bernarp, M.A., M.D., M.R.C.P., 96, Westbourne
Terrace, W.2. Padd. 0508.

KorN, Morris, M.R.C.S., L.R.C.P., 143, Harley Street, W.,1. Wel-
beck 7342.

Lamsrinunt, C., FE.R.C.S., 55, Wimpole Street, W.I1. Welbeck
2074.

[.aNg, SR W, Arsutnnor, Bart.,, C.B., M.S., 29, Portland Place,
W.1. Langham 2712. (Hon. Fellow.)

[.axe-Rogerrs. Cepric S., M.S., F.R.C.S., 64, Harley Street, W.1.
Langham 3663, and 17, Sussex Place, N.W.l. Padd. 1884.

[LaNGDON-BROWN, SIR WaLTeEr, M.A., M.D., M.Ch., F.R.C.P., 31,
Cavendish Square, W.1. Mayfair 4162. (Hon. Fellow.)

LatiaM, Harorp Wirniam, M.R.C.S., L.R.C.P., 2, Hemingford Road,
N.1. Terminus 5062.

L.atinury, ERrRNEST Browning, O.B.E., M.D., M.R.C.S., L.R.C.P.,
7. Poultry, E.C.2. City 3344.

[.eg, Mauricg, M.B., B.S. (Durham), F.R.C.S., 58, Wimpole Street,
W.1. Welbeck 8009.

Leesopy, Joux Garwey, M.B., Ch.B., F.R.C.S. (Edin.), St. George-
in-the-East Hospital, Wapping, E.1. Royal 4796.

LLENNANE, A, J. A, 6, Ashburton Avenue, Addiscombe, Croydon.

Lert, Huch, M.B., Ch.B., F.R.C.S., 73, Harley Street, W.1.
Welbeck 6212.

Levy, A. H., F.R.C.S., 149, Harley Street, W.l. Welbeck 4444.

LLevy, S. 1., F.R.C.S., 62, Wimpole Street, W.1. Welbeck 1351.
and Ruscombe Ranulf Road, N.W.2. Hampstead 2702.

l.ewrs, Joun S. H., M.D., 38, Harley Street, W.1l. Welbeck 5161.

Liporen, Twiks, M. B, Ch.B., 260, Caledonian Road, N.1. Terminus
5873.
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LIST OF FELLOWS.

LiNgnaN, THomas Parrick, M.B., B.Ch., R.U.L,, 12, Oakley Square,
N.W.1. Euston 2041.

Lowmas, HeNry, M.D., 21, Wimpole Street, W.1. Langham 2711.

LooucuNnang, F. McGuLivray, F.R.C.S., 29, Devonshire Place, W.I.
Welbeck 2489.

MacDosaLp, GEORGE ALEXANDER, M.B., B.Ch. (Edin.), 62, Harley
Street, W.l. Langham 4014.

MacLeop, ALExanper CaMmeron, M.B., B.S., F.R.C.S., 18, Harley
Street, W.1. Langham 1626.

McALLisTER, ANDREW, F.R.C.S., F.C.0.G., 79, Wimpole Street, W.1,
Welbeck 9441.

McALLisTER, ANpDREW, IF.R.C.S., 79, Wimpole Street, W.I.
Welbeck 4344.

McCaLL, ALEXANDER, M.D., 17, Eastbury Court, W.17. Western 7764.
And 30a, Wimpole Street, W.1. Welbeck 73!1.

McCormick, Epwaxkp WiLniam, M.B., Ch.B., 569, Upper Richmond
Road, Richmond, Surrey. Prospect 4855.

McCurracn, Wittiam McKim Herpert, D.S.0., M.C., B.A.,, M.B,,
B.Ch., B.A.O., F.R.C.S., 17, Harley House, N.W.I.
Welbeck 4393.

McCunn, Pror. james, M.R.C.S., L.R.C.P., M.R.C.V.S., Royal
Veterinary College, Camden Town, N.W.1.

McDoucaLL, W. Stewart, M.B., C.M., ** Benloyal,”” Woodcote Road,
Wallington, Surrey. Wallington 1074.

McFapyvean, Kennerd, M.R.C.S., L.R.C.P., 74, llerne Hill, S.E.24.
Brixton 4530,

McILwaINg, ALEXANDER GILLILAN JonnsoN, C.LE., L.R.C.P.I. & L.M.,
L.R.C.S.1., and I..M., 57-74, Chesterfield House, Chesterfield
Gardens, Curzon Street, W.1. Mayfair 6740.

MclLroy, Damg Axsg Louisg, D.B.E., D.Sc., M.D., 148, Harley
Street, W.1. Welbeck 9885,

Mc¢Reanp, W. J., M.B., Ch.B. (Edin.), 14, Arlington Street, S.W.I.
Regent 3427.

McKenny, Cuartes  Woniam W, M.D., M.B., B.Ch. ‘Dublin),
Thatched House Club, St. James’, W.1.

2, The Close, Purley, Surrey. Uplands 0616.

McKerreick, F. J., F.R.C.S, Dane View, Danbury, Chelmsford
Essex.

McLarchig, J. D. P, M.D., C.M., 34, Welbeck Street, W.I.
Welbeck 1957.

McNavenr, M. C., M.B., Ch.B., 3, Southwick Place, Hyde Park, W.2.
Paddington 3737.

Mauwe, W. C. D., M.R.C.S., Hillrise, Hill View Road, Woking.

MaiLer, WiLLiam, M.B., C.M., 8, Finsbury Square, E.C.2.
Metropolitan 7490.

MarsToN, ArcuizaLp D., M.R.C.S., L.R.C.P., 80, Harley House, N.W.1,
Welbeck 6170.

Mactey, Ceem. Patrick, M.B., B.Ch., F.R.C.S., 75, Wimpole Street,
W.1.  Welbeck 9447.
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LIST OF FELLOWS.

MarTiN, ERNEST W., M.B., 19, Connaught Square, W.1.
Ambassador 1460.

May, Otro, M.D., 19, Well Walk, Hampstead, N.W.3.
Hampstead 3249.

MayNarp, Epwin, M.D., F.R.C.S., D.P.H., 81, Oxford Terrace, Hyde
Park, W.2. Padd. 6395.

Menko, H. S. N., M.R.C.S., L.R.C.P., c¢/o Standard Bank of South
Africa, 10, Clements Lane, E.C.4.

MennELL, J. B., M.D., 17, Park Crescent, W.1. Welbeck 9509, and
1, Royal Crescent, W.11. Park 2210.
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ANNUAL REPORT.

The Council in submitting the Report for the 1936-1937
Session can congratulate the Society on another successful year.

Twenty new Fellows and one Honorary Fellow, Mr. Patrick
Hunter Jobson, who is the eldest living descendant of John
Hunter, have been elected during the Session, bringing the
total membership up to 899. ‘

Unhappily, we have to record the deaths of three Fellows :
Dr. W. M. Willoughby, Dr. A. W. Soper, and Professor D. F.
Fraser-Harris, and two Honorary Fellows : Sir J. Bland-Sutton,
Bart., and Mrs, Jobson.

The Hunterian Oration on the °° Hunterian Tradition ”
was delivered by The Lord Horder, and the Hunterian Lecture
by Professor J. Shoemaker (The Hague), both in the Mansion
House by kind permission of the Lord Mayor.

The Society is also indebted to the Master of the Court of
the Cutlers’ Company for permission to hold the November
meeting—when a most successful discussion on ‘‘ Euthanasia *’
took place—in their Hall.

The Annual Dinner was again held at the Mayfair Hotel
and was attended by 800 Fellows and Guests. The principal
guests of a very successful evening included the Lord Mayor
and Lady Mayoress, General Sir James Hartigan and Mr.
Serjeant Sullivan, K.C.

A Loyal Address to H.M. the King on his Accession was
presented by the Society.

The Hunterian Gold Medal Essay Competition continues to
attract world-wide attention. Ten Essays were received this
year, seven being from Great Britain, one from Canada and
two from Australia. The Medal was awarded to Dr. Leslie
J. A, Parr, of Sydney, Australia, for his essay on ‘° Rheumatoid
Arthritis.”” The Council also desire that Honourable mention
should be given to Dr. George Armour, of Woodhall Spa,
Lines. The subject for 1937 is * Prognosis and Care of Heart
Disease in General Practice,”” and for 1988 ¢ The Management
of Inoperable Cancer in General Practice.”

As a result of a postal ballot by all Fellows of the Society,
it has been decided to resume the publication of Transactions.
Mr. A. E. Mortimer Woolf has been elected as Editor and it
is hoped that the first number of the new series will appear
in the Autumn.

The Council takes this opportunity of thanking the
Fellows for their support during the Session.

Signed H. L. ATTWATER, President.

ARTHUR E. PORRITT, |
JOHN G. LEEBODY, [ ‘‘om. Secs.
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HUNTERIAN SOCIETY LIBRARY.

The contents of the Library, together with the relics, as
stated in the Treasurer’s Report, have been valued for insur-
ance at £426, but it will be realised that it is impossible to
give any adequate value to the personal relics of John Hunter,
as they are irreplaceable. A list of some of the more important
treasures will be found below :—

Gold Watch —belonging to John Hunter.
Two small Watches ’ ’
Walking Stick ys vs
Phlebotomy XKnife ’ ’
Apothecaries Balance v ’e
Dispensing Instruments ' ”

Po:trait of John Hunter.

Portrait of Dr. Cullen.

Portrait of Mathew Baillie.

Portrait of William Hunter.

Two Volumes Manuscript notes on Lectures.

Several original letters, one autographed by William
Hunter.

Musie, VI original canzonettas, dedicated to Mrs. John
Hunter. By Hadyn. ,

¢ Venereal Disease.” 1st Edition with picture and auto-
graph, 1786.

¢ Natural History of the Human Teeth.”” John Hunter.
1st Edition mMpccrxxi. 2nd Edition mMpccLxxvin.

¢ Medical Commentaries.”” William Hunter. 1st Edition
mpcceLxil. 2nd- Edition MDpccLxxvil,

Hunter’s Works, by Palmer. Two copies.
¢ Anatomia Uteri Humani Gravidi.”’ Galiemo Hunter,
1815.

 Anatomy of the Gravid Uterus,” by W. Hunter. A
smaller edition.

¢ Observations on certain parts of the Animal (Economy.”
John Hunter. 1st Edition Mpccrnxxxvi. 2nd Edition
MDCCXCII.

And many other books.

A. E. MORTIMER WOOLF,
Hon. Librarian.
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RECEIPTS and EXPENDITURE ACCOUNT for the Year ending December 31st, 1936.

RECEIPTS

To Balance from 1935 - -
+» Subscriptions - - -
,, Entrance Fees - - -
,» Interest on Invested Funds

£ s. d
22 4 2
204 11 4
13 2 6
33 4 0
£273 2 0

EXPENDITURE
. By Printing, Stationery and Postage :—
Metropolis Press - £12015 0
Marylebone Typing Bureau 7 3

™ E\{penbes Meetings held at Simpson’s
Restaurant, Cheapside - -

,. Expenses—Meetings held at Mansion House

,» Expenses—Meeting held at Cutler’s Hall

,, Hire Lantern and Operator for Meeting
Mansion House - - - -

,» Expenses of Hon. Treasurer, 1935-36 (2 }edrs)

,» Expenses of Hon. Secretaries -

,» Cost of Reporting Meetings of the Soclety

,» Insurance of Library and Hunterian Relics

,» Subscription to Royal Medical Benevolent
Fund - - - - -

,» Centenary Donation - - - -

,» Expenses of Gold Medal . - -

,» General Expenses:—
Cheque Book - - - - -

, Excess of Income over Expendlture (as per

Bank Book) - - -

IRWIN MOORE, Hon. Treasuier.

£ s d,
121 2 38
12 7 8
13 10 0
10 8 4
4 4 0
411 6
312 0
12 12 0
1 210
5 5 0
3 3 0
13 5 6
0 4 0
67 13 11
£273 2 0

We hereby certify that the above statement of Receipts and Expenditure for the year ended 31st December
1936 is in accordance with the books and vouchers submitted to us.

ERNEST YOUNG,

\ .
ANDREW MCcALLISTER, | Hon- Auditors.



OCTOBER 12th, 1936.

DINNER MEETING at Simpson’s Restaurant, Cheapside.
The President, Mr. H. L. A. Attwater, M.Chir., F.R.C.S., in
the Chair.

PRESIDENTIAL ADDRESS.

“ REFLECTIONS ON THE CYSTOSCOPE.”

As an introduction to his address, the President described the
problems involved in vesical endoscopy, and the essential character-
istics of a cystoscope, together with the optical problems involved in
their manufacture.

EARLY INVESTIGATIONS.

The Papyrus Ebers, which is perhaps the earliest of
medical records and dates about 1553-1550 B.C., contains no
tecord of any urological subject, so that then at any rate
the problem had not arisen. In primitive times methods of
examination of any part of the internal anatomy of the
living were confined to the use of probes and specula. The
latter are said to have been used by the ancient Hebrews
and specimens of specula of a later date have been discovered
in the ruins of Pompeii. Attempts to counteract some of the
evils to which the bladder is liable occurred early in history,
and there is an account of a lithotomy in the Ayurveda of
Sucruta of the Hindoos, dating about 500-300 B.C. Even in
these early times the lithotomists appear to have been regarded
as somewhat specialised. Hippocrates was born in 460 B.C.
and died at the age of 85, 90, 104 or 109, according to the
precise authority consulted; and in the Hippocratic oath is the
following : ““ I will not cut persons labouring under the stone,
but will leave them to be done by men who are practitioners
of this work.”

In attempts to probe the mysteries of the living bladder,
the Romans used elongated S-shaped sounds made of bronze,
and Galen, writing between 181 and 201 A.D., describes a
similar shaped catheter. Celsus, who lived in the second
century A.D., during the reign of Tiberius Cewsar, also mentions
the use of a catheter. Thus at the fall of the Roman Empire
men’s minds had reached a point of removing stones from
the bladder, probing it with sounds, and examining its contents
with catheters. No doubt they produced plausible theories,
quite satisfactory to themselves, as to how this mysterious
cavity carried on its functions.

During the dark and middle ages nothing was achieved.
In the sixteenth century the Lithotomists flourished, and
appear to have been regarded much as our osteopaths, cheiro-
practors, and what-nots are to-day, being ostracised by the
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more orthodox members of the medical world. Their methods
were secret and handed down from generation to generation
until 1727. One of them, Frére Jacques, .a monk, who seems
to have introduced the operation of lateral lithotomy, is said
to have performed it over five thousand times and was
expelled from Paris because nearly all his patients died. All
this produced the desire for some non-operative method of
interference in stone cases, and attempts were made accord-
ing to the inventive genius of the operator; thus, in 1625,
Sanctorius made a three-bladed appliance which was introduced,
together with a stylet, into the bladder. When inside, the
stylet was withdrawn, allowing three hook-like blades to
separate and surround the calculus. The operator then tugged,
and the stone, grasped by the blades, was extracted, togcther,
one imagines, with most of the urethral mucous lining.

William Cheselden, 1688-1752, modified the Jacques opera-
tion and is said to have become so adept that he could perform
the operation of lateral lithotomy in fifty-four seconds. He,
it must be remembered, taught and influenced John Hunter.
Now it is clear from reading the works of Hunter that a
considerable part of his work was of a Genito-urinary type.
He taught many, who later rose to fame; such as Abernethy,
Astley Cooper, Everard Home, Cline and Blizard. Now men
of the enquiring mind of John Hunter, and those I have
just mentioned, must often have felt the need for a view of
the interior of the bladder, when cases of difficulty occurred
in their practices, but as yet the problem was inscluble.

Still they plodded on and in the period from 1800-1820
much was done in the attempt to dissolve stones. Civiale, in
France in 1818, introduced an appliance which was called a
Trilabe. The urethra was dilated by means of an inflatable
sound, made from a segment of the bowel of a cat. These
were pre-antiseptic days! The Trilabe was introduced and
the stone was broken up. Then a bag, made of goldbeaters’
skin, was passed in and the fragments scooped into it. The
bag, still in the bladder, was then closed by manipulation
from without, and strong mineral acid was run into it to
dissolve the stone. Fortunately, or unfortunately, this appara-
tus appears never to have been used! Civiale then produced
an appliance, not unlike the Trilabe, which grasped the
calculus. This could then be fragmented by rotating against it
a kind of stylet worked by means of a bow drawn across
a pulley on the external portion of the mechanism. The patient
was left to pass his fragments and doubtless his stones recurred
with some degree of rapidity. In 1832 Heurteloup used a
crushing lithotrite not unlike our modern instruments; and
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in 1844 Carnay introduced the first evacuator to remove the
fragments after lithotrity. This appliance was much too
clumsy to be practical and it was not until the days of
Bigelow, in 1878, that a really successful and reliable apparatus
became established.

All this work and thought was stimulating the minds of
those interested to obtain some view of the vesical interior.
In 1805 Bozzini, a physician of Frankfurt-on-Maine, who was
born in 1778 and who died in 1809, produced an instrument
which he called a Lichtleiter. It was a funnel-shaped speculum
with a long narrow metal tube which could be introduced into
the bladder. Its inner extremity had a metallic spiral attached
to it which held the vesical mucosa away from its end, and
by the light of a shaded tallow candle the enquirer was left
to imagine what he saw at the other end of the appliance.
The attempt was condemned by the medical faculty of the
day, who asserted that the introduction of it was too painful,
the illuminated area was too circumscribed, and that the
illumination was insufficient to give accurate information.
About 1826 Segalas, in France, attempted to improve upon the
Bozzini endoscope. He used two tallow candles and a system
of mirrors to reflect the glimmering ray down the narrow tube.
Nélaton also is said to have used a somewhat similar instru-
ment to that of Segalas. Others, proceeding on similar lines,
picked up some scraps of information about the urethra, but
the bladder still remained as mysterious as of old. In 1827
Fischer produced an instrument which still used the candles
as the source of illumination, but the light was reflected at
right-angles by a mirror set at an angle of 45deg. It was then
turned through another right-angle by a further oblique mirror,
the observer looking along the beam through a hole in the
first mirror. No success appears to have been recorded. In
1853 Desormeaux took up the method of the mirror inclined
at an angle of 45deg. and made valiant attempts to get better
lighting by use of a lamp burning aleohol in which turpentine
was dissolved; and during the next seven years, from 1853-
1860, many efforts, using oil, gas, petroleum, gasogen, and even
magnesium wire, were made to secure adequate illumination
of the spot of vesical mucosa seen at the end of the endoscopic
tube. With these appliances further fragmentary scraps of
knowledge were obtained and Desormeaux is even said to have
destroyed a papilloma revealed by this means.

In these early attempts, from 1804-1860, the two main
principles were wrong.

Matters were, however, advancing and the provision of
adequate illumination of the bladder was the first direction in
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which improvement was attained. During the middle of the
last century electricity was beginning to excite peoples minds
and although there was no means of producing it in quantity,
as there is to-day, yet many forms of galvanic cell and battery
were in existence. In 1861 Julius Bruck inserted a platinum
loop, heated by an electric current and cooled by water,
into the rectum and, passing a tube into the bladder, en-
deavoured to explore its interior by means of the transillumina-
tion from the rectum. It is safe to say he saw nothing of
value. In 1867 Bruck attached one of these *“ cooled >’ lamps
to a tube which was introduced into the bladder, but the
narrow field of vision and the want of vesical distension
prevented much being observed.

In 1869 Gustav Simon performed the first nephrectomy in
Europe and the necessity of discovering some information about
the working of the individual kidneys was beginning to be felt.
Simon, in 1871, inserted a finger into the bladder of a woman
and, passing a fine catheter alongside it, actually seems to
have been the first to catheterise a ureter. This led to various
ingenious attempts in the female to obtain ureteric specimens :
forceps were invented to grip the end of one ureter and allow
the urine to be collected from the opposite side by a catheter
in the bladder; a finger in the vagina was used to compress
one ureter whilst blind probing efforts were made to catheter-
ise the other; and all sorts of segregators were gradually
evolved. This all goes to show the summation of stimuli which
was urging observers forward in the year 1874.

Tae DawN.

The dawn was at hand. In 1875 Nitze, who was born in
1848 and who died in 1909, was working on this subject. A
few years ago at the celebrations held on the fiftieth anniver-
sary of Nitze’s Cystoscope, Porner gave the following estimation
of Nitze’s character : he said, ** To his friends he was lovable,
and when travelling proved his many interests in the land
and people, and showed a knowledge of art enlarged by earnest
study. At such times he lost the somewhat rigid obstinacy
with which he watched over his work and opposed all innova-
tions and improvements, a sensitivity which probably affects
all fundamental inventors, and which, after his untimely death,
will soon be forgotten in view of the great qualities which
characterised him.”’

At this time, 1875, Nitze was working with the endoscopic
tube and cooled platinum wire illuminant situated inside the
bladder. At first the cooling was accomplished by a current
of air made to circulate round the hot wire. Later the wire
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was sealed in a glass tube. Outside this central tube was
placed a goosequill and cold water was circulated in the space
between the glass and the quill. Although Nitze worked hard
at improvements to the cooling system—a plate of rock crystal
being substituted for the goosequill and other details being
altered—yet the instrument remained quite unsatisfactory. The
narrow duects, through which the water circulated, frequently
became blocked, almost certainly causing a burn of the bladder
or urethra unless the operator was uncommonly expeditious
in stopping the flow of the electric current heating the
platinum wire. Also the want of a lens system was an
enormous disadvantage. Cystoscopy in those days must have
been a matter of heartrending difficulty and it was only the
dogged persistence of Nitze which brought success at last.
The story goes that one day he was working with his micro-
scope, when the objective having become soiled, he removed
it to wipe it clean. When he held it to the light, to see if
it was so, he noticed a small inverted image of the world
without. The thought struck him that, if some such similar
lens could be introduced at the vesical end of a cystoscope, then
it might be possible to obtain a more comprehensive view of
the bladder than had been heretofore achieved with the
restricted field of view given by the narrow tube without
lenses,

The tale may or may not be true, but at any rate in
1876 he travelled to Vienna and laid the problem before Leiter,
an optician, with whom he had already been working on a
more efficient cooling system for the platinum light. In 1878
this collaboration produced the first practical cystoscope.
In these original instruments the images were inverted which,
to anyone who has worked with them, is a serious drawback.

The advance was, however, enormous; and, although these
instruments were clumsy and suffered from many disadvan-
tages, yet they were the true parents of our modern accurate
appliances. Many criticisms were levelled at them at the
beginning and outside Nitze’s circle they were not much used.
Jealousy, ignorance, and misunderstanding were responsible
for many of the objections, but, as Nitze refused to be dis-
couraged and improvements appeared, the apparatus came
into its own and was adopted, though its really wide dis-
semination over the world took some ten to fifteen years.
Although the original optical systems of Nitze did not allow
the finest details to be seen, as can be done to-day with the
Zeiss Jena systems, with those of Kollmorgen, and with others
even more modern, yet Casper, in an article at the Jubilee of
the cystoscope in 1928-1929, states that in spite of the un-
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developed nature of the optical systems of Nitze’s day,
practically all that the bladder had to reveal was discovered by
these first appliances.

In 1879 Thomas Alva Edison produced the carbon filament
lamp which not only revolutionised the whole system of
electric illumination all over the world, but also paved the way
for a more convenient form of cystoscopic lighting; though it
took six years before lamps small enough could be produced
in any numbers. In the same year Nitze published his first
work on deep cavity illumination and Leiter also wrote an
essay entitled ¢ Elektroadoskopische Instrument.”” In the next
year Henry Morris performed the first operation on a renal
calculus, again emphasising the need for more accurate means
of investigating renal phenomena. We may safely assume,
therefore, that this was the moment when cystoscopy was
safely launched on its course and we can also state that from
then until now it has never looked back.

Although it took six years to make the Edison lamp small
enough for cystoscopic purposes, yet sporadic attempts were
made in the years intervening between Edison’s discovery and
its general cystoscopic adoption. Newman, of Glasgow, used
it in 1883, and Mayo Robson, of Leeds, in 1885, but it was
in 1886 that Nitze produced his first really reliable instrument
before the German Society of Surgery. Nitze-Leiter instru-
ments were soon obtainable and were of both direct and indirect
optical types.

At this juncture an estrangement occurred between Nitze
and Leiter, and in 1887 Nitze, in Berlin, with Hartwig as
optician, and Leiter in Vienna, were simultaneously producing
instruments. About this period, also, a more general controversy
arose about the correct apportionment of cystoscopic honours. In
1885 Boisseau du Rocher, in France, had brought forward an
instrument with a lens system which he called the ‘¢ Megalo-
scope.”” It was a direct-vision instrument and did not differ
much from the German pattern. Although there is little doubt
that Boisseau du Rocher did produce his appliance in 1885,
he seems to have done little about it until 1890, by which
time the Germans were well established as the producers of
satisfactory cystoscopes. In 1886 Boisseau du Rocher made an
instrument with a more complicated optical system, giving a
larger field of vision. It failed, however, because the lighting sys-
tem was poor. This left the Germans still practically masters of
the situation. The Frenchman would, however, appear to have
been the first to hit on the idea of a right-angle prism to give
a lateral view and so facilitate vesical exploration.
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At this moment, 1890, catheterisation of the ureters was
thought to be impracticable though every effort was being
made to solve the problem. There was also much speculative
discussion on cystoscopic subjects and as to the possible uses to
which this method of examination could be put; amongst other
suggestions we even find that photographing the interior of
the bladder was mooted; an ideal, the satisfactory attainment
of which still remains unrealised. In this country Hurry
Fenwick was a keen worker, making many critical and inven-
tive suggestions to the various workers and manufacturers.
Perhaps the best estimation of the main trend of thought can
be obtained by quoting a translation of some words of Nitze.
He says: ¢ Having seen with the cystoscope that the bladder
is healthy, and that, therefore, the morbid process involves
the upper urinary passages, most probably the kidneys, it is
tempting to ask whether we shall be able to prove with the
cystoscope which kidney and pelvis is diseased. Either we
could try to push a thin catheter, under the guide of the eye,
into the orifice of the ureters, to collect the urine from each
kidney separately, or we might observe with the cystoscope
out of which ureter the blood escaped in a case of hematuria.”
To-day both methods are in constant use, but were then, in
1892, but a dream.

in 1888 Briinner had placed on the posterior surface of
oue of Nitze’s cystoscopes a small tube and was successful in
catheterising the female ureter. He, however, failed in the
case of the male. In the same year, also, James Brown, of
the Johns Hopkins Hospital, using a special curved stylet to
give a tilt to his ureteric catheter, managed to catheterise the
female wureter; but with the same appliance he failed to
penetrate the male passage until 1893. About 1890 Boisseau
du Rocher used an instrument with an independent telescope
which could be withdrawn from the outer cystoscopic sheath.
It was, however, a clumsy appliance with two irrigating
channels, one of which, incidentally, could be used as a
catheterising channel. This instrument suffered from having
non-detachable cords.

About this time a different system was introduced for the
female by Howard Kelly, of Baltimore. He found that, i
the woman was placed in the genu-pectoral position and an
open tube passed into the bladder, the weight of the intestines,
etc., caused a suction and the bladder became distended with
air, This allowed a simple, short, straight tube with mirror
illumination to be used and the interior of the bladder could
be satisfactorily surveyed. The angle of view is small, but
the increase of mobility afforded by the empty distended
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bladder permitted a reasonably easy inspection of it. This
gave rise to a definite school of direct-vision enthusiasts,
amongst whom, in addition to the name of Kelly, must be
mentioned those of Woolbast and Luys. The method is still
used in many parts of America.

In 18983 we saw that Brown had successfully catheterised
the male ureter by means of a spring stylet, and Briner, by
the same means, had succeeded in diagnosing a pyonephrosis
in a male which was subsequently confirmed at operation by
Halstead. These isolated and crude attempts were spurring
Nitze on to accomplish more in the way of operative cysto-
scopy. By adding a concentric tube, sliding and rotating
round the shaft of his instrument, he was able to manipulate
various appliances within the bladder. He used snares, forceps,
etc., and attempts were even made to cauterise intravesical
growths. All these efforts were the logical outcome of the
attempts to catheterise the ureters, but did not lead far at
first owing to the extreme difficulty of the manipulations
involved.

IMPROVEMENTS.

The early instruments gave inverted images, but the
insertion of a prism by Weinberg, and later by Franck,
remedied this defect. At this period, too, the bladder had to
be first catheterised and cleansed by washing out before the
crystoscope, with its built-in optical system, could be intro-
duced. This was altered in 1900 by Lang by building the
optical system into a separable telescope, sliding in the outer
cystoscopic sheath, the latter taking the place of the catheter
for the vesical lavage. This idea had been first put forward in
1890 by Boisseau du Rocher and its adoption removed a
definite handicap and is now universally employed.

With the adoption of the separate telescope, the procedure
was at first to pass the cystoscope, remove the telescope, wash
out the bladder and then distend. The syringe, or other
appliance, used to fill the bladder was then quickly removed
and the telescope rapidly slid into place to close the opening.
Any delay or fumbling led to a rapid loss of distension, so that
an automatic closing door was soon added and has remained
a practically constant feature in all European instruments
till the present day. In American developments, however,
there has been a tendency to leave the outer end of the sheath
open, and by making the diameter of the telescope smaller
than that of the interior of the sheath, fluid can be introduced
or withdrawn by means of a couple of faucets after the tele-
scope is in position. This system has advantages and the
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modern tendency is to provide this means of introducing and
regulating the supply of fluid in the bladder even in instruments
which have the automatic door.

In the early days the illumination of the image was poor,
due to dispersal after the rays had passed the objective lens
system, much of the light being wasted on the inner walls of
the telescopic tube. This led to the gradual adoption of a
complicated system of *‘transporting >’ lenses by means of
which the beam of light was kept small and carried along the
centre of the tube until the image was brought to a suitable
point for the eyepiece to view it. By modifications of this
system, it has been found possible, not only to transport a
bright image from one end of the cystoscope to the other,
but also it is by this means that the overall diameter of the
optical system has been reduced, making cystoscopy in young
children possible. The eyepiece has also. been modified so that
larger and clearer images are nowadays obtainable.

In 1897 Albarran, a Cuban and gold medallist of Paris
University, introduced the lever which still bears his name.
The effects of this simple development were so far-reaching
that it is no exaggeration to say that operative cystoscopy
owes its existence to it and commenced from the day of its
introduction. As is well known, the method consists in pass-
ing the catheter in the space between the telescope and the
outer sheath till it emerges through an opening near the lens
system and passes over a little grooved tongue, or lever,
which, by a simple mechanism, can be tilted up from without,
thus elevating the tip of the catheter as much or as little as
is needful.

ESTABLISHED.

Cystoscopy was now an established means of endovesical
observation and manipulation, and was enthusiastically adopted
by many workers throughout the world, it being possible to see
and touch objects within the bladder, and to collect specimens
of the output of either kidney at will. Just about 1897 Nitze’s
unfortunate temperament led to an estrangement with Casper,
for we next hear of Casper and Albarran working together on
the subject of improving ureteric catheterisation. Nitze,
however, went on working and produced his own cystoscope
with separate telescope which he called his ¢ evacuating cysto-
scope.” He also devised a variety of instruments for use in
the bladder by way of the cystoscope, such as snares,
cauteries, etc., and even a Kodak for the taking of pictures of
intravesical conditions. Brown in America also produced a
double catheterising cystoscope through which two catheters
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could be passed simultancously so as to avoid the awkward
change-over, when a single catheterising instrument was used
and both ureters needed to be dealt with.

In 1897, Tuffier, in Paris, two years after Roentgen’s
epoch-making discovery, suggested the use of catheters ren-
dered opaque to the X-Rays by the use of substances introduced
into the resins and varnishes during their manufacture. This
innovation from the information which has since been obtained
as to the course of the ureters, the position of obstructions,
etc., together with the other happenings during the same period,
shows that the year 1897 was indeed an epoch in cystoscopic
history.

X-RaY DEVELOPMENTS.

We must here diverge from the main theme before bringing
these reflections to a close. In 1904 Klose, no doubt influenced
by the information gained by the use of opaque ureteric cathe-
ters, attempted to introduce a medium opaque to the X-Rays
into the renal pelves. He tried Bismuth, but failed to achieve
any result, and for the moment the idea was thought to be
impracticable. A year later Voelcher and von Lichtenberg
attempted pyelography with colloidal solutions of the heavy
metals, but also failed to get results. Rowntree and Geraghty,
in America, tried Sodium Iodide by the mouth, again failing
to achieve success. In 1906 Voelcher and von Lichtenberg, at
first by accident, obtained a successful pyelogram by means of
the use of a solution of Albuminate of Silver. The method was,
however, by no means free from danger and did not become
recognised and generally established until 1910.

The search for a suitable pyelographic medium went on.
Thorium Nitrate was tried in 1915, and in the same year
Braasch, of the Mayo Clinic, published a monograph on pyelo-
graphy, based on work with preparations of silver. In 1918
Hurry Fenwick in this country, and Keyes in America, did much
work on this subject, and in the same year Cameron used
Sodium Iodide solution for the injection of the renal pelves.

From 1918-1920, owing to many recorded accidents, pyelo-
graphy was the subject of considerable question and eriticism,
and it was not till the proper technique with the more universal
use of halogen salts was fully established that it was realised
what an advance had been made.

The fact that it was the Jodine which was responsible for
the opacity to the X-Rays, and the knowledge that even the
most poisonous elements could be so built up into complex
molecules whereby they lost their poisonous characteristics but
kept others of their more useful properties, led to attempts to
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introduce Iodine intravenously in sufficient concentration to
cause a shadow when excreted by the kidney. Many German
chemists were working on this problem and, after repeated
failures, in 1927 von Lichtenberg and Swick brought matters to
a successful head by the production of Uroselectan B. Since
then a good many other substances have been produced, such
as Abrodil, etc., but without any outstanding improvement on
the first-named. Intravenous and retrograde pyelography are
complementary, each supplying information which the other
fails to give. So the matter stands to-day, but it would be
rash to assert that no way of combining the two methods will
ever be found so as to give all possible information by a simple
injection into a vein of a radio opaque solution.

FiNnaL, IMPROVEMENTS.

We left the main thread of our story in 1897 when, as we
saw, cystoscopy had come into its own as a practical method
of examining the bladder and of carrying out certain intra-
vesical manipulations. The next period up to the time of the
War was occupied in perfecting and amplifying what had already
been discovered. In 1903 Young and Bransford Lewis intro-
duced the method of slitting the ureteric orifices to release a
calculus impacted there. A few years later the Carbon filament
lamp, which had done so much for the production of an efficient
illumination of the bladder interior, gave place to the Tungsten
filament light, which, being quite cool, finally removed all risk
of inflicting burns in the bladder and urethra.

In 1910 Rowntree and Geraghty introduced chromocysto-
graphy, or the intravenous injection of a dye, for the estima-
tion of renal function, using a solution of phenol sulpho-
naphthalene.  Various workers took up the subject of the
estimation of renal capacity and the tendency nowadays is to
estimate the total function by a biochemical comparison of the
contents of the urine and blood, together with observations on
the daily water output of the subject; the whole being com-
bined in what is known as the urea clearance test of Van Slyke.
To compare one kidney with another chromocystoscopy is
still used, giving accurate information. In this country Indigo
Carmine is mostly employed, whilst phenolsulphone phthaline is
still the dye favoured in the States of America.

In the period before the War a variety of modifications of
the cystoscope made their appearance. There was a steady im-
provement in the optical systems; the Tungsten filament lamps
were perfected and made reliable; and the types of instruments
which could be used inside the bladder appeared in great pro-
fusion. Many of these are threaded through a channel in the
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cystoscope and are worked on the Bowden wire principle.
Snares, forceps, cutting forceps, scissors, and the like all came
into being. Special cystoscopes, too, were invented to deal
with all sorts of copditions. In 1911 Edwin Beer made use
of the high frequency current, conducted through an insulated
wire shaped like an ureteric catheter, to destroy innocent
vesical papillomata. This was one of the outstanding achieve-
ments of the pre-War period and thereby the treatment of these
tumours was placed on a sound footing.

In 1914, and for some time afterwards, a series of special
cystoscopes and cystoscopic appliances were invented for intro-
ducing Radium into malignant bladder growths, but this method
of therapy in the bladder has been largely abandoned owing to
the poor results achieved.

During and after the War more and more improvements
occurred. The high frequency current was applied with success
to a variety of lesions such as impacted stone at the vesical
orifice of the ureter, bilharzia, tubercle, ureterocele, and many
others. Many and better endoscopic forceps, snares, cauteries,
etc., were devised. The injection of substances into the ureter
close to a calculus, together with mechanical and electrical
dilatation of the channel to assist its passage, was developed
and has become a recognised and regular technique for dealing
with impacted calculi. Catheterisation of the ureter on the
obstructed side in cases of calculus anuria was found to be
successful in many cases. These and many other advances
came into being as the result of the new-found facilities for
examining and working within the closed vesical cavity.

During the last ten years we have seen attempts to deal
with enlargements of the Prostate per urethram. A variety of
cystoscopic and diathermic punches have appeared especially
in America, notable owing to the stimulation of Hugh Young.
The endothermic cutting current has also been adapted to
cystoscopic purposes, and McCarthy devised a ‘¢ resectoscope,”
by which means portions of obstructing prostates can be
removed and free function restored. As regards these latter
endeavours, perhaps it is yet early to pass final judgment. In
this country, at any rate, it would seem that, whilst the method
has found its place as a means of dealing with certain types
of cases, its general adoption has been largely abandoned.

So we come to a close. We have passed from the time
when the Roman patrician sent for his slave physician to pass
a bronze catheter, which he did no doubt under the appre-
hensive stimulus that any pain caused to his lord and master
would be certain to be paid back with interest. We have
journeyed through the sterile times of the Middle Ages, when
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practically the whole of urology was in the hands of the
charlatan lithotomists, a state of affairs which persisted almost
to the end of the eighteenth century. At the time of John
Hunter surgery began to develop and men’s thoughts began to
speculate and to enquire. Gradually the necessity of seeing
what was going on in the bladder became paramount, and we
have seen the early and disappointing struggles of the pioneers
in the first half of the last century. With the beginnings of
renal surgery in the latter part of that period the need for
bladder and kidney investigations became all the more pressing.
Then in a flash, by the genius and perseverance of Max Nitze,
the whole problem was revolutionised. Cystoscopy became
established and has nearly reached perfection in the little more
than fifty years since Nitze produced his first workable instru-
ment. In his days cystoscopy was a tiresome and wearisome
business. Lights would not light, and optical systems were
poor. Still the right path had been found and to-day we have
appliances for nearly every purpose; they are reasonably
robust, can be boiled for sterilisation; their optical systems are
p-actically perfect; and exact information can be obtained
quickly and accurately. The cystoscope and its ancillary
developments have converted urology from a state of gloomy
empiricism into one of the most accurate and brilliant branches
of Surgery.

Mr. MortiMER WoOLF expressed the gratitude of all present to The
President for his comprehensive and very interesting survey of a diffi-
cult subject. He thought that in one particular the older cystoscopes
had the advantage of the modern types, as the former gave a much

larger field. He also thought tribute should be paid to Swift Joly for
his operating cystoscope.

Mr. Hope CsrutoN thought that the difficulty of investigating the
“ blind areas ”’ at the posterior aspect of the bladder still remained as
gleat to-day as formerly He considered there was scope for inventing
a ‘‘ retro-cystoscope.” In his opinion it was unnecessary to use any
form of ansthetic, either local or otherwise, in performing cystoscopy.

A very hearty vote of thanks was proposed by Mr. Loughnane,
and seconded by Mr. Oldershaw.
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THE HUNTERIAN SOCIETY.

A meeting of the Society took place at Cutlers’ Hall, War-
wick Lane, City, on Monday, November 16th, 1936, the
President, Mr. H. L. Attwater, F.R.C.S., occupying the Chair.

The subject of debate was the motion :—

‘“ THAT THE PRACTICE OF VOLUNTARY EUTHANASIA
WOULD BE UNJUSTIFIABLE.”

Dr. MiLLarp explained that the Euthanasia Society was
formed a year ago, and the late Lord Moynihan was its first
President; his death was a serious loss to the Society. Lord
Ponsonby, one of the Vice-Presidents, moved the First Reading
of a Bill in the House of Lords a fortnight ago, and the Second
Reading was fixed for December 1st. To-night Dr. Millard said
he would content himself with stating what was proposed.

Despite all that modern medicine, surgery and radiology
had done in the prevention of disease, a large number of human
beings still ended their days by a slow, painfui, often agonising
illness, until death was brought about by exhaustion. Euthan-
asia meant easy death, and voluntary euthanasia was all that
was being advocated, and only when desired by the patient.
Its extension to imbeciles and idiots was not contemplated, as
they were incapable of making a decision on such matters, and
it did not apply to children nor to old people who had become
a burden to their relatives. It was for people who had an
incurable disease and were suffering severe pain, with the antici-
pation of certain death, thus substituting for this an easy and
painless death.

He insisted that voluntary euthanasia was not essentially
either a medical or a legal problem, but was a social one, as it
concerned all peoples of the world. His Society believed that,
some day, this would be looked back upon as one of the great
reforms of our Era. Some regarded it as preposterous, but
an increasing number of people felt that something on these lines
was not only reasonable, but was not opposed to the highest
traditions of civilisation. When ansthetics were introduced,
they were opposed on religious grounds, the allegation being
that pain was a Divine instrument of spiritual value, and that
it was, therefore, impious to try to relieve pain by artificial
means.

Dr. RocHE LyNcu declared that what he was about to say
must be taken as his personal view, without reference to his
official position. The attitude on the question of the late Lord
Moyniham entitled the subject to much respect.
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He wondered how often patients, although repeatedly ask-
ing the doctor to end their sufferings, expressed their true feel-
ings in doing so; was not the desire for life so strong that it
came second only to sexual desire? It might be that a short
time after voicing such a wish he had altered his mind. A
case quoted in The Practitioner in 1934 might show the correct
feeling. A man who died of inoperable cancer of the bladder
had often asked for sufficient morphine to end his pain, yet
though a large quantity of morphine was known by him to be
in a drawer within his reach, he made no effort to secure it.
Secondly, it was no exaggeration to say that to-day euthanasia
was being practised by medical men in all parts of the world.
Conversations he had had showed that these artificial termina-
tions of illness had been conducted in an honourable way. He
therefore asked whether it would not be better to leave undis-
turbed a practice which had been carried out from time im-
memorial. If there was now a need for legislation on this
subject, it was necessary to be logical and regularise the medical
man’s position : why not include in the legalising process
abortion and the destruction of monsters at birth. Assuming
legislation was necessary in regard to euthanasia, were not the
terms of the Bill liable to defeat the intention? A patient who
wished it and was in this state must apply in due documentary
form, in the presence of witnesses, supplemented by another
medical practitioner’s certificate. That certificate was sent to
a referee, who must personally see the patient and satisfy himself -
that he was suffering to the degree stated. That meant that
the patient must await, in agony, the carrying out of the
procedure, like a criminal awaiting the achievement of the death
sentence. Then the administration of the drug would be by a
person not his own doctor, and that most patients would shrink
from. Surely the present method was preferable, on humani-
tarian grounds. Moreover, one could not be certain that in the
particular case the drug used would be effective. One woman,
suffering from severe cancer, had gradually worked up, in the
efforts to soothe the pain, to 90 grains of morphia a day. In
her case the ordinary means of securing euthanasia would
probably fail. In another case, after giving four times the usual
quantity of evipan, in addition to morphia, the patient woke up
next day as usual. But he was not anxious to dispense with
safeguards on the subject, as euthanasia was pregnant with
criminal possibilities. Occasionally a layman had decided to
put an end to the suffering of some near relative on his own
responsibility, with the result of being charged in Court with
murder. Still, he thought there were few doctors who would
shrink from carrying out euthanasia if it was required and
desired, and doctors could be trusted to do it properly.
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difficult to understand exactly the grounds on which the oppo-
sition to the Bill rested, because he gathered from Dr. Roche
Lynch’s remarks just concluded that euthanasia was constantly
being practised by the medical profession at the present day,
and patients could have it done by their own doctor if they so
desired. But other and equally learned doctors had told him
they had never heard anything so monstrous as the suggestion
that euthanasia was practised by the profession. 1f what Dr.
~Roche Lynch said was true, was it not infinitely better to
recognise the practice and have its performance legally safe-
guarded ? There would also be less criminal possibility.
““*Thou shalt not kill >’ could be modified in practice to *“ Thou
need not strive officiously to keep alive.”” The doctor could put
the means of killing within the patient’s reach, but it was bad
for the doctor to pass on the responsibility to the patient.
Religious people were opposed to euthanasia on two
grounds : first, that both the beginning and the end of our life
were set for us by an inscrutable Providence, with which we
had no right to tamper. But if it was right to use our judg-
ment as to birth, was it not also true that our judgment could
be rightly used in regard to the taking away of life? We
allowed people to be hanged, and people who objected to
euthanasia agreed it was right to kill for murder. If a man was
a missionary in the Tropics, in some regions to stay meant
almost certain death, while an easy way out would be to return
home; yet most missionaries stayed on at their work, knowing
this. Surely that was forfeiting their lives. The question was
whether intolerable and incurable pain was an adequate reason
for abbreviating life. Objecting people often said that pain
was a most valuable factor in the moral life, but if it was said
that it was wrong to curtail pain because in a few days that
pain would be a moral factor for the patient, one must expect
such people to say the whole function of the doctor was wrong,
because he was always seeking to relieve pain. Chloroform
was constantly being given to avoid pain, and if it was right
to avoid pain when possible, there was a strong case when life
had become so intolerable that not only did that pain prevent
any spiritual progress of the patient, so far as could be seen,
but a patient who was constantly under morphia could not be
said to have any moral responsibility whatever. In such cases
there could be no religious objection to the shortening of
that great pain by taking life. But he felt it was most unsatis-
factory to leave so great a step to the ordinary practitioner, it
was far better that it should be made perfectly clear by the
law that to practise euthanasia was lawful and was not murder,
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and that it should be done on medical advice and by the best
medical means. He was not necessarily a supporter of the whole
of the Bill, which indeed he had not read with meticulous
care, but in regard to the principle itself, there were many
people who did not greatly dread death but did dread the
possibility of lingering on week after week in intolerable pain,
which would distress others as well, and no prospect of relief.
He, therefore, was a supporter of this general proposal.

Dr. GiLeerT RYLE spoke as a student of philosophy, he was
not a medical graduate, and he wished, on moral grounds, to
state a case against the legalisation of euthanasia. Nobody was
justified in taking the life of another person for the killer’s
advantage or for his pleasure. Every critical operation by a
surgeon was liable to end in the patient’s death, and every
forlorn hope of the soldier in war was likely to bring death. The
public executioner was not a murderer, though he might think
the State was misguided in giving him that duty. Many actionsin
life were the better for having about them some element of risk;
in that category of danger could be placed flying, rock climbing,
even motor driving. A protracted life was not always better
than a briefer one, nor a life without risks better than one
with risks. He would not base his case on views he had heard
put forward ‘to the effect that suffering was always, or could
be, ennobling; in many cases it was nothing of the kind; nor
would he base it on the chance that between the suffering and
the artificial death a remedy for the disease might have been
discovered.

He was objecting to making euthanasia a part of the
legalised code of the medical profession, but he granted it might
be the individual duty of the doctor in certain extreme cases.
Sometimes in certain special circumstances a friend showed true
friendship in ending the acute suffering. There could be no
hard-and-fast definition of the circumstances under which euth-
anasia should be permissible. And there was always the chance
of undue influence, in regard to wills, etc. A man suffering
from melancholia might in his more depressed periods eagerly
desire relief by death, but when that mood passed he would
perhaps have no such wish. Also, there were many ways of
intimidating a man, such as by blackmail, and there were
ways of putting pressure on a man to sign a document. If a
man, from a feeling of commiseration for his wife, asked for
euthanasia for the purpose of releasing her, should the law give
the opportunity for this to be carried out? As to the provision
that euthanasia shall be carried out for extreme pain and when
death was certain, what did the words ¢ certain ** and ¢ ex-
treme *’ mean here? Some people who had what was generally
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regarded as mild pain would say they were in agony, and
others would endure greater pain stoically. It was all very much
a matter of degree. Dr. Ryle proceeded to elaborate the ethical
considerations of certain moral situations, and concluded that
any attempt to set up rules for the carrying out of euthanasia
must lead to abuse and so to disaster.

Sik WaLTER LaANGDON-BROWN said that birth and death—
the begining and the end of life—were, naturally, charged with
an intense emotional content for all; therefore the subject should
be approached with due regard to the opinions of those who
differed. It was natural that public opinion should move
slowly, but it did move. When he was a boy, cremation was
regarded with horror, and Charles Bradlaugh and Mrs. Besant
were imprisoned for advocating birth control, but to-day the
Ministry of Health issued circulars about the latter. Another
example was the Brock Report on the legalisation of voluntary
sterilisation. The first reaction to new ideas was usually one
of hostility. The Master of the Temple—for whose support
he felt grateful—would remember that a Dean of St. Paul’s,
in 1624, wrote an essay in favour of euthanasia. He, Sir
Walter, felt indifferent in regard to the fate of the Bill in the
House of Lords, as it would be a mistake to try and rush
the matter. He wished to emphasise the word ‘¢ voluntary,”
as nothing alarmed people so much as the dethronement of
liberty. But liberty must not be exercised to the extent of
interfering to prevent other people doing what they considered
to be right because the other party thought it wrong. Was
it right to refuse an old man escape from his suffering due to
a hopeless disease? Some said that medical progress might
be helped by refusing voluntary euthanasia; he, Sir Walter,
thought that implied human experimentation on a scale which
he shrank from; that was not a stage of disease from which
medical discoveries had been made. He had discovered two
types of reaction in the relations of dying men. The first
was a desire to have anything done to prolong life to the
end, and there the physician’s duty was clear, he must do it
if he could. In the other type there was the wish that the
patient should be spared unnecessary suffering, the remark
being ‘“ Don’t try to prolong life if the position is hopeless.”
That was not easy when the disease was running a slow and
painful course; it was, in fact, a horrible issue. Even morphia
might fail unless enough was given to reduce him to an inert
log. And the position was made worse if the patient was
crying out keenly for death. To be reduced below normal
animal existence, i.e., to a mere vegetable state, was a worse
fate than death. He had been interested to hear Dr. Roche
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Lynch’s display of charming Hibernian illogicality. He
appeared to go all out for illegality, and pointed out that
many people talked about wishing to die who did not really
mean it, and then proceeded to show that the safeguards
provided by the Bill were unsuitable. Dr. Roche Lynch then
proceeded to say that irregular administration of euthanasia
was constantly being carried out, and that he preferred that. In
view of the fact that the law was that a medical man could be
pursued, even after he had gone, for malpraxis, a medical man
was assuming a very grave responsibility in carrying out euth-
anasia illegally. It was a surprise to him to find Dr. Roche
Lynch belonged to the section who said : ‘ Hang the law, do as
you like.”” Dr. Ryle talked about not being allowed to take the
life of another for pleasure. If that gentleman thought carry-
ing out euthanasia was a pleasure to the medical man, he
grossly misconceived the whole situation. Another mistake was
to suppose that it was proposed to induce euthanasia in the
case of patients suffering from melancholia. A few weeks
ago he saw a woman who, though no physical signs of
disease could be found, had such intolerable pain that she
hoped she could be put out of her misery. Not long before,
she had lost her husband. Was any medical man likely to be
deceived by such a case? What Dr. Ryle said on that point
suggested that the medical man had not the power of judg-
ment or knowledge of his subject. That gentleman also said :
¢ How will you decide? > How did the law decide? He knew
little about the law, but it seemed to him that Parliament
passed a law, and nobody knew what it meant until a judge
said it meant so and so. If a patient had a terrible fungating
disease which was spreading all over the body, he did not
think a medical man was likely to mistake it for melancholia.
The illegal induction of euthanasia was open to all the objec-
tions which had been urged against being able to decide
whether a person was sufficiently ill or not. In these matters
of life and death our actions were not governed by logic. It
was the religious objection to euthanasia which was strongest,
but most ‘¢ religious >’ people did not practise all the require-
ments of the Pentateuch; they exercised their right of private
judgment, and those who believed in voluntary euthanasia
claimed the same right.

Dr. NoEL PiNEs related the case of a Russian doctor living in Serbia,
who had practised voluntary euthanasia on many occasions. After his
wife had been ill for a prolonged period, he concluded that she had an
advanced cancer, and that it was advisable to end her suffering. Post-
mortem examination revealed no trace of cancer. The doctor committed
suicide, leaving his pitiful story as a warning to others. :
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Un the other hand, Dr. Pines thought there were cases when
euthanasia was justifiable. He pointed out that the commandment
* Thou shalt not kill ’ was a wrong translation. The original Hebrew
word means ‘‘ murder.”” There is a very deep difference between
* Thou shalt not commit murder ”’ and ‘‘ Thou shalt not kill.”

DRr. J. L. McFADDEN, speaking as a general practitioner, said that
ever since he had been in practice he had occasionally used euthanasia.
He felt perfectly happy about it, but he considered that it was best
performed with no witnesses, other than the medical man and God.

Mes. Hopsox admired the pluck of the last speaker, who, when faced
with legal responsibility, was prepared to take the risk.

Mr. W. IBBOTSON thought that a large number of doctors practised
euthanasia. He considered that there were genuine cases in which
humanity and feeling of mercy called out for help, and this could only
be given by terminating life.

DRr. C. CorTER said he had been disgusted to hear that some members
of his profession practised euthanasia surreptitiously, as it upset the
whole scheme of the relationship between a doctor and his patients,
a feature of which was implicit trust. It would be a sad state of affairs
if it were to become recognised that if an acute illness were contracted,
the doctor might end it on his own initiative. No doctor should decide
this for himself.

Dr. P. B. SPURGIN said that legalised murder or euthanasia was
contrary to all the tenets of the medical profession. It was said it
could be carried out on a patient who was suffering intolerable pain.
Who was to decide that a pain was intolerable? The patient could
not, though he might think he could, and the doctor could not. The
medical man, knowing the natural wish to stick to life, rendered the
condition of the patient as comfortable as possible, using such drugs
as morphia as an aid.

A member of the Bar was surprised that euthanasia was practised
in an unofficial way by medical practitioners. As a lawyer, he could
say they were acting contrary to the law of the land, and exposing
themselves to risk. If this Bill should become an act, it would relieve
practitioners of the responsibility which was now thrust on them.

DR. BENJAMIN thought that it was no argument against a proposal
to say that it might be abused. If the Bill became law, he thought
it would be more likely to increase a patient’s confidence in his
doctor, rather than to diminish it, because in the event of his suffering
such great pain that life was unbearable, the doctor could be trusted
to provide the best way out of an intolerable situation.

DR. STOLLKIND thought that referees under the Act would be mere
officials, and therefore not to be trusted in matters of this kind.

After the Openers had briefly replied, Proressor Grry TURNER
proposed a cordial vote of thanks to the Speakers. He did not think
the Bill would go through, and if it did, it would almost certainly
become a dead letter. Nevertheless, it was most important that such
a subject should be well ventilated, and the Hunterian Society was
greatly indebted to the speakers.

MRr. OLDERSHAW seconded the vote of thanks which was carried
with acclamation.
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THE HUNTERIAN SOCIETY.
MONTHLY MEETING.

A Dinner Meeting of the Society was held at Simpson’s
Restaurant, Cheapside, E.C., on Monday, December 14th, 1986.
The President, Mr. H. L. ATTWATER, was in the chair.

EXTRAORDINARY GENERAL MEETING.

The meeting was preceded by an Extraordinary General Meeting,
called to discuss the question of the publication of Transactions of the
Society.

THE PRESIDENT, in introducing the matter, said that the Society
was undoubtedly growing in importance. In attending many social
functions as President, he had been struck by the importance which
was attached to the Soclety It therefore seemed incumbent upon them
to publish Transactions, which could be referred to later when it was
desired to know what had been said on a particular occasion.

Proressor EYRE moved that Rule 28 be altered to read that, with
an exception to be mentioned later, Fellows should pay a subscription
of One guinea in return for which they would be entitled to receive
a copy of the Transactions.

Dr. M. H. OLDErRsHAW seconded. He said that the Council had
sent out two questionnaires on the subject, and replies had been received
from about 75 per cent. of the members, with a very definite majority
in favour of the proposal.

The motion was carried unanimously.

DrR. Howarp HUMPHRIS next proposed a new Rule 28 (a) to the
effect that Fellows who expressed a wish to do so might continue to
pay a half-guinea subscription as heretofore, but they should not
receive a copy of the Transactions.

Dr. CORDINER seconded.

This motion also was carried unanimously.

DR. AsiL further proposed another new Rule 28 (b) that on and
after January 1st, 1987, it should be open to any member who was
paying the half-guinea subscription under Rule 28 (a) to become
enrolled amongst the Fellows paying the subscription of one guinea
and thereupon to receive a copy of the Transactions.

Dr. OxLEY seconded.

This also was agreed to unanimously, and the Extraordinary
General Meeting then terminated.

FREQUENCY OF MICTURITION IN THE ADULT.

A discussion on this subject was opened by Mr. ALex. E.
RocHE, who read the following Paper :(—

Mr. President and Members of the Hunterian Society, I
thank you cordially for having elected me a Fellow of the
Society, and having asked me to speak to-night. Many animals
have no bladder, that proud possession of man which alone
makes possible this discussion, for without it there is no
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micturition and therefore no frequency of it, but merely excre-
tion. The huge group of invertebrates have no bladder, nor—
among the vertebrates—have fish. It is in the amphibie, i.e.,
the newt, that the glimmerings of the vesical dawn are seen,
in the form of an outward bulge in the ventral wall of the
cloaca, forming a thin-walled sac, in which, when the cloaca
is closed, urine accumulates.

In man, the formation and expulsion of urine demands
more than renal excretion and simple conduction of its products
to the surface, and a kind Providence has interposed the
bladder between the kidneys and the surface of the body, to
give a temporary storage of urine before its expulsion.

The human foetus resembles its piscine ancestors in having
liquid surroundings, where frequency of micturition, and even
incontinence are not obvious inconveniences. I remember seeing
a male fecetus micturate while being born. Certainly urine is
secreted long before birth, since urethral obstruction may cause
double congenital hydronephrosis.

With complete failure of the bladder’s pump-like mech-
anism the urine escapes at once in a constant dribble. The
clothes of the patient in these circumstances harbour the urine,
with resultant malodour, frequent soreness of the skin, and
much physical and mental discomfort. The incontinent would
probably be happier in a Nudist colony.

A lesser but commoner degree of bladder failure is when
urine is expelled not constantly, but more frequently than
usual. This may interfere with intellectual and other activities,
and may undermine health by interfering with sleep. This
frequency affects the human male more than it affects the
female, this probably accounting for the far greater number
of conveniences for the former in towns.

The average human excretion of urine in 24 hours is
50 ozs., mostly by day. The normal comfortable capacity of
the bladder is 8 to 10 ozs. The average male micturates about
six times in the day, once at night; the female three to four
times in the day. But bladder capacity varies, not only in
different people, but in the same person. Though male and
female bladders are of about equal size, the female seems the
more tolerant. Perhaps this is to meet the pressure of
pregnancy.

In assessing the value of the symptom of frequency,
regard must be paid to the patient’s usual habit; in a male of
50 years and over, nocturnal micturition two or three times is
of little significance if it has been his life-long habit. If it
is a recent habit it may be a symptom of prostatic trouble.
It may be due to one or both of the following : (a) Polyuria,
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or (b) a decreased bladder capacity. The first of these may
be due to diuretics or to inability of the kidneys to secrete
urine of normal consistency. With regard to (b), a decreased
bladder capacity, this may be either organic or functional. In
the former case it may be due to external pressure by pelvic
swellings, such as ovarian cyst, fibroid, or pregnant uterus.
Or it may be due to loss of distensibility owing to muscular
hypertrophy, fibrotic contraction, severe cystitis, advanced
tubercle, or infiltration by new growth. The bladder wall
may be healthy, but the sphincters weak, such as after child-
birth. This is relieved by lying down. Or it may be due to
partial occupation of the bladder by stones, growths, uretero-
cele, or a constant pool of residual urine, or with cystocele or
a prolapsed uterus.

Functional decrease in the bladder capacity results from
(1) irritation by something ingested or contained in the urine
(tea, coffee, alcohol, hyperacidity, oxalates, phosphates, bacilli,
pus, blood). (2) Inflammation of the bladder itself, or of
neighbouring glands, ducts or viscera (cystitis, trigonitis,
vesiculitis, urethritis, cervicitis, salpingitis, appendicitis). (3)
Reflex and other nervous lesions (neurosis, hysteria, anxiety,
fear, habit, renal ureteric affections, especially pyelitis, urethral
caruncle, phimosis, and rectal parasites.

It is not sufficiently realised that frequency may be renal
in origin. Kidd said that frequency is, par excellence, a sign
of a diseased kidney rather than of a diseased bladder. Care
must be taken to exclude the kidney as a cause before assuming
that the trouble originates lower down.

Insidious and progressive frequency is usually the first
symptom of renal tuberculosis.

In investigating frequency, one ascertains whether it is
diurnal or nocturnal, and age, temperament, etc., must be
considered, and a general examination of the urine made.
Stone in the bladder is usually associated with day frequency,
and then there is usually pain on micturition. Frequency,
noticeable especially at night, is accompanied by difficulty but
little;, if any, pain. In adenoma of the prostate, frequency is
usually the first symptom. In carcinoma of the prostate there
is difficulty of urination. In the frequency due to polyuria
and acute and severe chronic cystitis there is a tendency for it
to -occur both day and night.

Frequency and difficulty, perhaps with heematuria but
without pyuria, in a man of 50 years or over, suggests enlarged
prostate, while frequency and difficulty with pyuria in a man of
80 or so may mean stricture.
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With regard to bladder growths, the first symptom is
usually painless haematuria, but in the cystitic type (40 per
cent. of the cases) of carcinoma there is usually frequency and
pain. In papilloma of the bladder the urine is usually clear and
the frequency normal. When pyuria and frequency co-exist,
perhaps with tenderness, there is an inflammatory lesion of the
urinary tract or its offshoot. But one must beware of diagnos-
ing just simple pyelitis or cystitis, as the inflammation may be
superimposed on hydronephros1s, polycystitis, stone, bladder
growth, etc,

On general principles one may say there is need to take a
careful history of the case, to make a thorough clinical exami-
nation, to examine the urine, both naked eye, and chemical
and physical. A full-sized catheter should be passed. Cysto-
scopy is usually contra-indicated in cases of acute inflamma-
tion of the urinary tract, but is particularly indicated in cases
of frequency associated with chronic pyuria. Other kinds of
investigation are desirable, such as radiography, uroselectan,
urography, ureter catheterisation, blood-urea estimation, and
ascending pyelography.

The treatment of the case depends on the particular cause
in the case. When no pathological condition of the urine or
of the bladder can be found the prognosis is good, but only in
mild cases. Washing with weak nitrate of silver, and gradual
dilatation are good. Instillations can be carried out of 1 per
cent. or 2 per cent. silver nitrate deep into the urethra; and
capsules of sandalwood oil can be given. If the urine is very
acid, give diuretics and alkalis. For phosphaturia give acid
phosphate 20 grs., ammonium chloride and mineral acids.

Dzr. D. E. Dexny-BrOwN, in continuing the discussion,
said that the essential mechanism in micturition was a hollow
organ and a sphincter together with a peripheral nervous plexus
serving both and especially related to the wall of the organ.
That nervous plexus, it was now known, could serve a function
in micturition.

In disorders of micturition due to neurological diseases,
there could be distinguished broadly two types, namely, periodic
efficient micturition, which was evidence that the spinal cord
was functioning in the matter, and periodic inefficient micturi-
tion, which was evidence that the spinal cord and the bladder
had by some lesion been separated and that the local plexus
was doing its best to make good the deficiency.

To deal first of all with frequency of efficient micturition,
the causes could be labelled functional and organic in two
broad groups. To the neurologist the functional case was

52



much the most common. It was common to find patients com-
plaining of simple frequency from functional causes. As the
bladder was filled it began to react to its contents fairly
rapidly ; by the time 100 ccm. or so had entered the bladder it
reacted in the normal person by contracting, producing to the
ordinary subject no sensation whatever. These waves of con-
traction ran up to a maximum of a few cm. of water pressure,
and then subsided suddenly without conscious effort on the
part of the subject. As the bladder volume was increased by
filling further, so these abortive reactions of the bladder itself
to this distension occurred over and over again. Eventually, as
the volume increased and the bladder reactions also increased
in intensity, the subject became conscious of a slight distension
of the bladder, and he could, if he wished, facilitate that vesical
contraction by micturition, or he could postpone and suppress
it, on which the bladder stopped contracting immediately and
remained quiescent for quite long periods. These could go on
through a series of stages up to a point where the subject was
conscious of vesical contractions which he could no longer com-
pletely suppress. '

Some part of this adaptation of the bladder to its contents
was evidently subconscious, and the point at which that process
entered consciousness varied in degree according to the intensity
with which his attention was otherwise directed. If the
subject’s attention was directed strongly elsewhere, he had no
knowledge of this process until the bladder was well filled. If,
on the other hand, his attention was vague and wandering, it
fastened on the sensation arising from the bladder relatively
early.

It was very common in the neuroses to find patients com-
plain of lack of power of concentration. That was not entirely
imaginative on their part, and it was precisely in these people
that one found this particular disturbance of frequency of
micturition. They were people who were conscious of what to
normal persons were more or less subconscious functions. There
were a number of what might be subconscious processes which
merged into consciousness in the case of a neurosis and fre-
quency was a very striking example. Its mechanism was
apparently the inability of these people to fix their attention
strongly on something else. That kind of frequency, there-
fore, was simply that of a normal bladder, which was giving
rise to abnormal sensations because the cortical process of
suppressing a psychical sensation was non-existent or postponed.
These persons were thus conscious of the desire for micturition
and suffered from frequency.
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Many people had frequency all their lives. Some had
frequency after any sudden effort. Some had nocturnal enuresis,
which was constant, invariable and lifelong. These people
on examination were found to have an abnormally reactive
bladder, usually a small bladder, though he did not think that
this mattered, and they were found quite unable to inhibit or
suppress the contractions of the bladder at a volume of some
300 to 400 ccm., which was about half the volume that became
urgent in a normal person. These people formed a quite
separate group from those with ordinary nocturnal enuresis.
They might be said to have an anatomical disturbance.

He did not think the capacity of the bladder mattered very
much in this connection. There was a great variation in
capacity in different persons, but it was secondary to a varia-
tion in degree of ability to control micturition. Thus there
was a pathological lack of attention which was seen as a dis-
turbance in a neurosis, and an anatomical lack of control,
which formed an entirely separate group.

Of the other kinds of nervous disturbance in micturition
there were many which could be grouped together under the
heading of ““ organic causes.”” He had mentioned the spinal
cord as being able to control efficient micturition; if anything
disturbed the subjection of the spinal cord to the higher centres
the micturition began to function automatically too frequently.
Such disturbances came under the general category of increased
reflexes. This was the case with people who had increased
tendon jerks or spasticity of their limbs. It was most common
in the male spastic states, where spasticity was not very
obvious and what the patient noticed as more obvious was
the frequency of micturition. It was found in disseminated
sclerosis and another common cause was chronic syphilitic
meningitis. There the simple cause of a chronic inflammatory
process was damaging the surface of the spinal cord. These
disturbances used to be labelled separately as Erb’s spastic
paraplegia, but they were now recognised as a stage in ordinary
syphilitic meningitis.

All these cases of which he had spoken were disturbances
of frequency of efficient micturition. There remained the fre-
quency of inefficient micturition. Such a patient, in his
experience, always complained of difficulty in commencing
micturition, though he would always say that he suffered from
frequency. These were the stages of partial retention, and
urologically they depended on the impairment of the connec-
tions between the spinal cord and the vesical plexus. In these
people the peripheral nervous plexus was attempting to deal
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with the situation. Thus there was not a very powerful con-
traction of the bladder, and partial or complete retention
occurred. With partial retention small vesical contractions
occurring frequently managed to empty partially the distended
bladder. Such was, briefly, a survey of the neurological causes
of frequency of micturition.

.. Dr. ArastarR MACGREGOR mentioned that when he was a prac-
titioner in Yorkshire he found a good deal of enuresis among children
and a popular cure was to give the child some raisins.

MR. A. E. Porrrrr described an experiment, carefully standardised,
among a group of twelve men who all at a given time consumed exactly
the same amount of liquid. The result showed that micturition was
most urgent with small people, and in them also the quantity was
greatest. He stated that the build of a person probably had some
definite relation to frequency. The deduction drawn from that experi-
ment was that the surface area of the body had some bearing upon the
rate of production of urine.

Mz. J. C. AINswORTH-DAVIES said that among women a condition
in the genital tract which caused frequency was chronic cervicitis, and
that was a condition not taken very seriously by gynscologists. If the
chronic cervicitis were efficiently treated the frequency would clear up.
Ordinary douching and local applications were helpful up to a point, but
something more than that ought to be done. One common way of
treating the cervix was by cautery, but even that was not good enough.
The most satisfactory treatment was to remove the whole of the end
of the cervix with the infected glands. The significance of chronic cervie-
itis was well illustrated by the experiments Mr. Winsbury White conduc-
ted some years ago and described in his Hunterian Lecture, when he in-
jected the cervices of rabbits with Indian ink, which he was able to
trace through the lymphatics to the bladder neck. It was this sub-
mucous inflammation which gave rise to those appearances described
by Mr. Roche, including excessive hypersmia of the trigone. If the
urethra of women were examined, little inflammatory projections would
often be seen, and unless these were destroyed by means of diathermy,
using the coagulating current, frequency would persist.

Dr. Faura said that very little had been mentioned in the discussion
about polyuria and frequency due to diabetes mellitus. )

Dr. A. T. D. TorpING mentioned the significance of frequency in
men over 40 as suggestive of prostrate trouble.

Mr. Rocae and Dr. DeEnny Brown briefly replied, and on the
motion of Mr. OLDERSHAW, a hearty vote of thanks was accorded to
them.
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JANUARY 18th, 1937.

MEeeTiNe AT THE Mansion House. The President, Mr.
H. L. Attwater, M.Chir., F.R.C.S., in the Chair.

THE PRESIDENT said the Council submitted to the Fellows
the proposition that Patrick Hunter Jobson should be made an
Honorary Fellow of the Society. It was very fitting that this
should be so, as he was the oldest living descendant of John
Hunter.

The Proposal was unanimously adopted.

HUNTERIAN SOCIETY LECTURE.

¢ The Surgical Treatment of Gastric and Duodenal Ulcers,”
by Proressor J. SHOEMAKER, The Hague, Holland.

I intend to tell you something about the surgical treat-
ment of ulcers of the stomach and the duodenum,

I shall not go into matters concerning the etiology and the
pathology of these inflammatory diseases. This is the business
of the biologist and pathologist. Though he is very interested
in these matters, the work of the surgeon in treatment of
gastric and duodenal ulcers begins when there is a reason for
undertaking an operation. But this does not lie wholly within
his scope.

The indication for an operation lies in the territory of the
physician rather than in that of the surgeon.

We all know that an ulcer can be cured by medical
treatment, so the physician or the stomach-specialist has to try
if it is possible to heal the patient in his way before he thinks
about the aid of a surgeon. As soon as he observes that the
medical treatment has no success, it is his duty to send his
patient to us for an operation.

How many cases are cured independently of surgical aid,
I do not know, because we do not see the patients who do
not enter our hospitals ‘and I suppose that those of the patients
sent to the medical wards are to be classified as serious cases.

This may be the reason why far more than 50 per cent. of
all the cases that enter the medical wards are passed on to me
as a surgeon. In that case I do not discuss the opportunity of
operating, I simply act on the indication of the physician.

There is one exception to this, and that is—perforation.
In this case the family-doctor makes the diagnosis, or at
any rate the diagnosis of a severe acute abdomen, and he sends
his patient to a surgeon. If the diagnosis appears to be right,
there is no discussion about the indication. We operate as
soon as possible, for we all know the interval between the
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moment of the perforation and that of the operation controls
the prognosis.

The only thing we can discuss, is: what shall we do?
Simply sew up the opening in the stomach? Add a gastro-
enterostomy or perform a resection—a gastrectomy ?

I think we must not generalise on this point. First of all
we have to keep our patient alive and then we can consider
the possibility of curing him of his ulcerative disease at the
same time. These two points should be carefully considered
in each case.

If the interval of time which elapsed is short, if the
opening in the stomach is small, if very little of the contents
of the stomach are in the abdominal cavity, and above all, if
the patient’s general condition is satisfactory, then the second
point should be considered.

But in the case of a long interval, a large opening in the
stomach, considerable pollution of the peritoneum and severe
shock, the one thing we have to think about is how to keep
this patient alive. We can try to cure him radically, later on,
if it is necessary.

And in the cases that fall between these two types it also
depends on the surgeon who operates. An operator who has
performed many gastrectomies would sooner be allowed to do
this operation in a case of perforation than a surgeon who is less
experienced in this kind of work.

In my hospital the cases of perforation of the stomach
are operated upon by my senior assistants, and this is the
advice I give them : “ Above all, keep the patient alive, close
the opening, clean the abdomen, it need not be thoroughly,
and add a gastro-enterostomy if your suture has narrowed the
pylorus. Only in a case in which the patient is in an unusually
good condition and the resection seems to be an easy one,
may you perform a gastrectomy, for theoretically gastrectomy
is the best operation for a perforation of the stomach.”’

In the few cases that I have operated on myself, I twice
performed a gastrectomy with striking success. But it is our
duty as thinking surgeons to determine the best method in
our hands for each case individually.

The same thing holds good for cases of severe hamorrhage.

Theoretically there is only one method. If a surgeon has
to deal with a hamorrhage, it is his duty to stop it, but in
a case of bleeding of the stomach, there are also two things to
be considered.

Firstly, the bleeding may stop of its own accord ; secondly,
the operation may be a very difficult one; this means a very
drastic one and may be the cause of the patient’s death,
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So one cannot say you must operate on all the cases of
dangerous hemorrhage of the stomach, or you must not operate
upon them. But each case must be considered on its own
merits. What are the patient’s chances of survival if you
treat those cases medically ?

Dr. DE JongH, the head-physician of my hospital, treated
548 cases. They were all cases of hemorrhage from an ulcer
of the stomach or the duodenum. He excluded cirrhosis and
other causes. The result he produced was 505 patients cured
and 38 succumbed, this means a mortality of 7 per cent. But
what is a severe and dangerous bleeding? When he took into
account only those cases where the haemoglobin was below
50 (normal taken as 100), then he had only 151 patients with
30 deaths, this means a mortality of 20 per cent.

This is high. But if I had operated on all those 151
cases, would I have lost more or less than 20 per cent.? This
I do not know, for they were all in a very bad condition for
an operation. And the operation may be a very serious one.

If you are sure of the location of the bleeding ulcer before-
hand, you know whether you can perform a simple excision,
or whether a difficult resection is necessary. As a rule, you
do not know as you cannot examine accurately with
X-Rays, etc.

So you must take into account the fact that you will
have to perform the most serious operation. You have to
consider carefully whether your patient can possibly stand this.
I think it is best not to operate too soon, but to try to stop
the bleeding and stimulate your patient by repeated blood-
transfusions. If the bleeding stops, you can wait, bearing in
mind the possibility of operating as soon as the patient is in
a fairly good condition. If the bleeding recurs, you have to
give him as much blood as possible and then operate.

You will not produce brilliant statistics with these patients,
but you thereby rest assured that you have only operated
on those cases that would probably have proved fatal without
an operation.

But now let us consider the cases of chronic ulcer.

When should we operate? I say simply this : after a good
and rigorously carried out medical treatment has failed. As
a rule the reason for the failure will be: stenosis, repeated
haemorrhages, deep penetrating ulcer.

In my hospital, where close co-operation exists between
the physician and the surgeon, it is the physician who gives
the indication to operate. The surgeon’s duty is to determine
how he shall operate. He has to choose between gastro-
enterostomy and gastrectomy. The former is the simpler one,

58



the latter is more serious. The former has a lower rate of
mortality than the latter. So we can understand that surgeons
exist who prefer gastro-enterostomy in every case. But they
are in the minority.

There are many objections to gastro-enterostomy. It does
not take the ulcer away, it does not stop a bleeding in a
reliable way, it does not prevent perforation and, worse still,
it might give rise to new disturbances. It may be the cause
of peptic ulcer at the edge of the new exit or in the jejunum,
it may produce a fistula between the stomach, jejunum and
colon, and it is, perhaps, always the cause of gastritis and
jejunitis in its neighbourhood. This i§ true. These objections
carry weight.

When we make X-Ray photographs of a case of gastro-
enterostomy, we see, as I can show you, that the folds of the
mucosa are not so finely outlined as is normally the case, but
they are thicker and more widely spaced. Pribram went so
far as to describe gastro-enterostomy as a disease. So we can
easily understand that there are surgeons and even physicians,
as Kalk (in Klemperer’s Neue Deutsche Klinik), who reject
gastro-enterostomy entirely. They sometimes advance yet
another argument, namely, the fear that chronic peptic ulcer
may degenerate into cancer, or is already cancer at the moment
we operate.

I do not think this argument in favour of the resection
carries much weight. If it were a regular occurrence, I should
have seen it more often, but I have only observed two cases.
I performed a gastro-enterostomy on two cases; the one three,
the other four years before I had to operate on them for the
second time; but as I found a carcinoma, I could not make
out whether this tumor had developed from the base of the
ulcer, or whether the ulcer had healed and the carcinoma had
appeared near where the ulcer had been, and, clinically, we all
know that it is a very great exception if a patient with
carcinoma of the stomach has a history of long suffering, as in
the case of an ulcer. So I think we had better not attach
too much value to this argument,

But the situation can be different. We operate after having
made the diagnosis ‘¢ ulcer.” We find a tumor, that makes
the impression of being an ulcerative mass and, nevertheless,
it may be a carcinoma. After a careful examination previously
made, this mistake will be very rare, still it occasionally occurs.
So we should prefer gastrectomy. But we cannot deny that
this is quite a different operation from gastro-enterostomy.
Mortality proves it. In my clinic the mortality percentage
due to gastro-enterostomy is 1}, to gastrectomy nearly 4}.
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And the difference is even greater, for among my patients,
on whom I performed a gastro-enterostomy, there were several
whose general condition was such that they certainly could
not have stood gastrectomy.

Despite this, I prefer gastrectomy. But does this mean
that I perform this operation in every case? No. I only do
it when I think it is not too dangerous for the patient. Here
again my principle : ‘“ Regard each case on its own merits,”
and so I say: ¢ Only perform a gastrectomy when you are
convinced that, in the very case you are dealing with, the
patient can stand it and the operation will not be too difficult
for you.”

If you persist on performing a gastrectomy in every case,
your patient may succumb, while a simple gastro-enterostomy
would have kept him alive. But if 1 perform a resection,
then I choose the Billroth 1. This is the most natural.
After the operation the stomach is only smaller than before,
but its position is almost the same as with a normal individual.

The contents follow the same course as before the opera-
tion. They are mixed with the gall and the pancreatic juice
in the duodenum before they enter the jejunum. They leave
the stomach in almost the normal manner at regular intervals.
There is no *¢ Sturz-entleerung *> as in a Billroth 1I, on the
contrary the contents sometimes leave the stomach a little bit
slower than normally.

The new exit almost acts like a normal pylorus. There is
no danger of a peptic ulcer in the jejunum. There are no
signs of gastritis or duodenitis in the neighbourhood of the
exit, The folds of the mucosa are normal.

The technique is not more difficult than that of a Billroth
IT or a Reichel-Polya.

If T can free the duodenum sufficiently to close it, I can
just as well connect it up with the stomach. It is safer than
the Billroth II as I have never seen a case of leakage of the
suture between the stomach and the duodenum and I have
seen two cases of leakage of the stump of the duodenum after
a Billroth II resection.

The stomach and the duodenum can practically always be
brought together without any tension, the distance between
the cardia and the pylorus, measured in a straight line, being
only 11 em. Still you can remove a larger part of the stomach
with the Billroth II than with the Billroth I, but now 1 differ
with many surgeons, as Finsterer, for instance, for I assert
that you must not go too far, otherwise you will run the risk
of causing pernicious anzmia.
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The stomach is not only an organ for digestion, it has
further functions. It has an antiseptic action, because it
destroys the micro-organisms that get into the intestinal tract
when we swallow saliva and mucus from the nose and
pharynx. It plays a part in hazmopoiese by absorbing iron
and by producing h@mopoietine. It produces neuropoitine, a
substance that is essential for the nutrition of the nervous
system. Do not disturb these functions unless it is absolutely
necessary, as in the case of carcinoma.

With my method I take away the area where the ulcers
are usually found, that is the first part of the duodenum, the
pyloric antrum and that part of the lesser curvature that is
called ‘¢ die Magenstrasse >’ in German. So I leave more of
the larger curvature.

This may be the reason why I have never seen a case of
pernicious ansmia after a gastrectomy (see John Morley). 1
can show the method with my special clamp better on the
screen than by giving you a description. [The method was
demonstrated by means of the cinema.] I think this method
is an easy one. The only difficulty is to loosen the stomach
and the duodenum, and in exceptional cases this may be very
hard to accomplish. In the cases of a deep penetrating ulcer
in the pancreas, a moment may come when you feel quite
desperate and say to yourself: ‘ Why did I undertake this
terribly difficult task.”” But there is a way out. You simply
go straight to the ulcer by freeing the stomach via the duo-
denum from the pancreas, cutting past it with a knife. Then
you must cut right on into the ulcer. It is opened for the
pancreatic surface was its bottom. Do not let this frighten
you, but clamp the stomach and cut it from the duodenum
through the ulcer at right angles to the centre-line of the
duodenum.

One edge of the ulcer remains on the stomach, the other on
the duodenum that is still fixed to the pancreas. Turn the
stomach over to the left and introduce your finger into the
open duodenum. With this finger you can feel exactly where
to cut to avoid damaging the posterior wall of the duodenum.
Put four silk sutures on the edge of the open duodenum so
that you can pull gently, and now cut with a knife under
the control of your finger. Bleeding will occur from the small
vessels of the pancreas, but you can easily check it by clamp-
ing those vessels.

As soon as you get beyond the edge of the ulcer the
freeing action becomes easier. When the posterior wall is
free for about half an inch beyond the edge of the ulcer, you
are far enough, for you require less than that for your suture.
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Square off the duodenum a little beyond the ulcer. Put a pad
of gauze in the duodenum, transfer your attention to the
stomach, make the new lesser curvature and the new exit and
finish your operation as shown on the screen.

The results that 1 obtained with gastrectomy in 783 cases
are : 82 per cent. of the cases had no complaints at all, they
were absolutely cured; 7 per cent. of the cases had minor
complaints : together—89 per cent. good results; 11 per cent.
had had no relief or recurrences had occurred.

But there are cases in which it is better ‘still, I think,
not to perform a gastrectomy. This is when the ulcerative
mass is very hard and stretches far into the duodenum, thus
changing this into a narrow canal, or when you find a narrow
duodenum fixed on all sides deep under the liver.

In the first case there is great danger to the common
duct and the pancreatic duct. I lost two patients by cutting
these at a period when I tried to resect every case of ulcer
of the duodenum—in the second case it will be a very difficult
operation, too dangerous in fact, considering the seriousness
of the disease as such, which is not fatal in itself.

In these cases we have to choose between a gastro-enteros-
tomy or an exclusion-resection of Finsterer, that is, leaving the
ulcerative tumour where it is and performing a resection of the
pyloric antrum after Billroth II, Reichel-Polya, etc. In many
cases I perform a simple gastro-enterostomy.

I know that there are many objections to gastro-enteros-
tomy, but I still remember that it was this very kind of case
we had to handle when we first began gastric surgery : the
stenosis giving us the indication to perform a gastro-enteros-
tomy, and the results were not too bad. They became worse
when we tried to cure ulcers without stenosis by means of
gastro-enterostomy.

So if you have to deal with a patient who is weak, dried
out by his vomiting, or very stout so that the inflamed part
of the stomach and the duodenum are difficult to reach and
there is a stenosis, the best thing you can do is to perform a
simple gastro-enterostomy.

1 followed up the cases in which I performed gastro-
enterostomy in 1925, this means more than ten years ago, to
know the final result, and I had the pleasure of seeing some
enthusiastic men and women. Their stomachs had not troubled
them any more since the date of their operation. Any food
agreed with them, even cabbage and similar vegetables. They
looked fresh and healthy and were quite happy. Some of them
were more than 70 years of age. They represented 60 per cent.
of the total. Twenty per cent. suffered in a minor degree,
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but far less than before the operation, and 20 per cent. had
had no relief or recurrences had occurred and some of them
had been operated upon for a second time,

These figures are not yet the ideal, but I did not lose a
single patient after a gastro-enterostomy in that year—and 1
think a living man with a gastro-enterostomy is better than a
dead one with a gastrectomy.

But if not only the symptoms of stenosis prompt us to
operate, but also repeated hzmorrhages, then we must choose
the exclusion-resection after Finsterer, because a simple gastro-
enterostomy does not control bleeding sufficiently. This opera-
tion is more serious than a gastro-enterostomy, but nothing
like so dangerous as a gastrectomy in these very difficult cases.

And now let us consider recurrences.

A Biliroth I is performed on a patient. Some years later
his stomach begins to trouble him again. What are we to do?

First of all we must make a diagnosis to determine if it
is a new uleer or gastritis. An examination of the way the
stomach is functioning gives us already an idea. The curve of
acidity of a resected stomach ought to be below normal.

If you get normal values it may be a new ulcer; if you
get high values of acidity, possibly producing two peaks in the
curve, it is probable that there is an ulcer. If acidity is very
low, it is more probable that it is gastritis.

A careful X-Ray examination must be made. It is more
difficult than in a normal case, for the exit is not quite so
familiar to the Rontgenologist, so that he cannot explain
every irregularity he finds on his negatives or on his screen.
But in the majority of cases he will be able to detect the ulcer
if one exists.

I have found one as frequently at the new. pylorus as at
the lesser curvature.

The best thing we can do is to resect for a second time,
the gastrectomy has not been extensive enough. But some-
times this may be impossible as the duodenum has become too
narrow. In this case, again, you have to choose between
gastro-enterostomy and exclusion-resection. It depends on the
symptoms : stenosis or hamorrhage or pain.

If we find low acidity and there are no signs of an ulcer
on the X-Ray negative, or even if we find positive symptoms
ol gastritis, which is very rare in a Billroth I gastrectomy,
operative treatment would be out of the question. I think it
best to irrigate the stomach regularly or give intracutaneous
injections of protein, etc. The best thing the surgeon can do
is to send this patient to the physician.
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And now let us consider the complaints that have arisen
some time after a gastro-enterostomy. These may be due to :—

(a8) The ulcer never having healed.

(b) There is a new ulcer in the stomach.

(¢) There is a peptic ulcer in the jejunum.
(d) There is a fistula gastro-jejuno-colica.

(e) There is no ulecer at all, but gastritis and jejunitis (Die
Gastro-Enterostomie als Krankheit. Pribram).

A careful examination will generally give us the right
diagnosis, but what shall we do?

If the ulcer is in the same place as at the time of the first
operation, that is, near the pylorus or in the duodenum, if the
opening of the gastro-enterostomy is wide enough and does not
show any signs of inflammation, then the best thing to do is
to resect the antrum pyloricum with the ulcer, close the duo-
denum and close the stomach, thus performing a Billroth II,
if it is at all possible to do it.

- If the pylorus and the duodenum are too narrow to do it,
and too securely fixed, then resect only the pyloric antrum
close to the gastro-enterostomy, leaving the ulcer where it is.
It has a fair chance of healing as the gastric juices no longer
come in contact with it.

If the ulcer at the pylorus or in the duodenum that was
the reason for performing the first operation has disappeared,
but a new one is found at the lesser curvature, providing the
neighbourhood of the gastro-enterostomy is smooth and soft,
we have to resect the antrum pyloricum with the ulcer, going
as high as possible at the lesser curvature.

But if there is any inflammation of the gastro-enterostomy,
you had better separate the jejunum from the stomach, close
them both, the jejunum definitely, the stomach provisionally,
and perform a large resection Billroth I.

And this latter is also the operation to perform when there
is a peptic ulcer in the jejunum or at the edge of the mouth of
the gastro-enterostomy.

A fistula gastro-jejuno-colica requires almost the same
operation. Firstly, you have to separate the three organs from
one another, you close the colon and the jejunum and you
resect the stomach.

But supposing there is no ulcer there at all, gastritis-
jejunitis may be the trouble. The gastro-enterostomy has
served its purpose (the ulcer has healed), but now it does harm,
and it must be removed, When this has been done, the patient is
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in the condition he was before he got the ulcer, that is to say,
he is back to normal.

In the ten years from 1926 till 1935 I operated on 13 cases
for a peptic uleer in the jejunum, on 8 cases with an unhealed
or a new ulcer in the stomach, on 4 cases of gastritis, and on
2 cases of fistula gastro-jejuno-colica.

In the same period I performed 264 gastro-enterostomies.
Of course, these figures do not belong to one another, but still
they can give us the idea that 10 per cent. of the cases of
gastro-enterostomy require a secondary operation.

If we follow these principles, we cannot cure all our
patients suffering from an ulcer. There are people who will
suffer recurrences whatever we do. But we can heal more than
90 per cent. with a low mortality-rate.

Gastrectomy will produce good results in about 89 per
cent. of the cases. Gastro-enterostomy in the select cases
(stenosis) will produce about 80 per cent.

But we can do more as the cases of recurrences are not
incurable. With secondary operations, as just mentioned, we
can cure about 50 per cent. of these cases, so that the per-
centage of patients that proves incurable is low. The general
impression is worse, because the physician only sees our bad
cases; our enthusiastic ex-patients, who praise surgery in
silence, do not want his aid. But if you take the trouble, as
I did, to follow up your patients on whom you operated ten
years ago, you will have a pleasant feeling of satisfaction.

I think John B. Hunter can be satisfied with us, his
followers. He wrote on ulcerative inflammation though not of
the stomach, but what he meant was that it is the surgeon’s
duty to study this pathology and learn how to cure it.

I think we are doing our best. '

Appreciative comments on the lecture were contributed
by Sir James Walton, Mr. Gordon Taylor and Professor Grey
Turner.

A cordial vote of thanks was proposed by Mr. W. E.
Tanner and seconded by Dr. G. Mather Cordiner. Both
stressed how much the Society was indebted to Professor
Shoemaker, not only in coming to London, but for delivering
such an interesting lecture in perfect English.

Professor Shoemaker briefly replied.
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THE ANNUAL ORATION. 1937.

‘ THE HUNTERIAN TRADITION.”

Delivered at The Mansion House by The Right Honble.
LORD HORDER, K.C.V.O.

Mr. President, Ladies and Gentlemen,

I begin on a note of appreciation of the high compliment
paid me by the Hunterian Society in asking me to give this
address. To some who may not know the history and the
activities of the Society the compliment may seem more subtle
than it really is—I mean the compliment paid to a physician
to give an address which is connected with the name of John
Hunter, whom we still regard as a surgeon. This very con-
sideration brings me at once to the gist of my theme this
evening. Hunter was not only a surgeon—it might sound
invidious if I said ‘‘ not a mere surgeon,’”’ because with the
thought of the surgeon of the present day in your minds you
would naturally associate the word with him, a thing quite
remote from my purpose. Hunter was a physician also, and
a better physician in many respects than some of his contem-
poraries, who practised in that branch of Medicine.

But more than either of these two things Hunter was,
first and foremost, a pathologist, in the best, and in the only
true, sense of that word—a man who sought out the causes
and the nature of diseases. He was also, as we know, a
great anatomist and physiologist, and he made these two
fields of research so wide that they.- embraced the whole
animal kingdom. Hunter’s anatomy and physiology were, as
we term it, comparative as well as human. I suppose no man
ever spread his net wider than did Hunter in his effort to
read a little in Nature’s infinite book of secrecy. What he
was after, however, and the little (as he would have thought
it) that he did read, was bound up with pathology, a branch—
shall T not say the root?—of surgery which, before him,
scarcely existed. Even the physician’s branch of Medicine
had precious little real science to support it, so that the whole
of Medicine gained greatly through Hunter’s work. Prior to
Von Haller and Hunter Medicine was a tree that, in the
gardener’s words, had never got established; there was a good
deal of leaf but precious little fruit, and the roots were for the
most part lacking. The roots of Medicine are pathology.
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The founders of this Society, and of this oration, must
have realised all this when they decided to give the work of
the Society the broadest possible basis and to make the scope
of the oration limitless within the bounds of Medicine. Some
such ideal no doubt animated the Hunterian Society when it
decided to preserve its individuality at the time of the forma-
tion of the Royal Society of Medicine with its special com-
ponent sections. It has in this way perpetuated the
Hunterian Tradition. It has also perpetuated the same ideal
in the matter of these lectures. Mr. Porritt has kindly put
himself to the trouble of supplying me with a list of the
orators and their subjects. The list bears ample testimony
to the spirit to which I have referred.

Surgeons, physicians, bacteriologists, physiologists, psycho-
logists, medical officers of the public health—all are here. 1
do not see the anatomist, human or comparative, nor the
veterinary surgeon, so I throw out the hint for possible action
in the future. In every one of these fields, not excepting
psychology—but that could not be kept out these days any-
way—Hunter made important discoveries, levying them all for
the service of Medicine.

Several of my predecessors in this lecture have dealt, and
dealt fully, with Hunter the man, and this is, of course, very
desirable. For our continual interest, encouragement and
stimulus, we cannot know too much about him, whether it be
his temperament, his lineaments, the tricks of his personality,
his phenomenal industry, the influence which he exercised
upon his contemporaries and successors, or the multitudinous
ways in which his eager mind stretched out after more and
more facts.

Others of the lecturers have dealt with important general
principles governing, or otherwise associated with, different
aspects of Medicine, and still others have brought before the
Society the results of work done in their own particular
specialties.

When, some months ago, I chose my title for this address,
I was unaware that one of our most distinguished medical
historians had used the phrase in his own Hunterian Oration
before the Royal College of Surgeons. Sir D’Arcy Power uses
the phrase—‘‘ the Hunterian tradition >—by which to express
a dual legacy left by Hunter to our profession. In the first
place there was the bequest of his technical skill made to his
pupils at home and abroad and through them to surgery in
general. And, secondly, there was the pathological trend
which Hunter gave to the study of surgery, through which
this was revolutionised, becoming for the first time a living

e

67



thing, at it were, moving away from pure empiricism and
taking its place as an art based upon accurate knowledge and
guided by principles.

I will say at once that it was this latter part of Hunter’s
great dual legacy that I had in my mind when 1 chose my
title. The reasons were two. In the first place I am not
really qualified to judge of Hunter’s technical ability as a
surgeon. It may have been exceptional, even in his day,
when a quick and accurate manual dexterity, being of so much
greater consequence to the healing and the life of the patient
than in these days of expert anmsthesia and asepsis, was
probably more general amongst surgeons. But Hunter’s own
personal gift in this direction does not appear to have
attracted special attention. No one, for example, not even the
most hero-worshipping of his pupils, says of him the sort of
thing that Paget says of the great Fergusson, °‘ the greatest
master of the art,”” after his death . . . ““men can no
longer watch the eyes that were so keen, or try to imitate
the hands that were so strong and yet so sensitive and swift
and light; or wonder at the . . . prompt invention, the
perfect calmness in the midst of danger.”

Good technique, even without the guidance of pathology,
was an excellent thing in Hunter’s day, as, indeed, it is in
ours. But its value was, and is, restricted to the individual
patient who benefits from it. It may even be a danger
where the good of the community is concerned, for it may be
exercised in the absence of judgment as to its ultimate
utility, and it may perpetuate tactics which are no longer
helpful to a new and better strategy; in short it may turn
out to be ¢ the triumph of technique over reason.”

In the second place I am convinced that whatever the
degree of Hunter’s technical skill, this was of far less moment
as a gift to humanity than the opening up of that vast field
of observation and investigation in pathology which laid the
foundation for the surgery of the future.

Then, again, it does not appear that Hunter actually
himself introduced much by way of new operations, nor laid
down new principles by way of surgical technique.

The one great exception to this statement was his method
of curing aneurysm of the popliteal artery, the large artery
behind the knee. This was a much more common disease in
his day than it is in ours. Before Hunter the current surgical
treatment was to tie the dilated vessel above and below the
sac and so obliterate it. Hunter, relying upon the adequacy
of the collateral circulation in the leg below the knee, intro-
duced the method of tying a single ligature round the artery
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in the thigh and allowing the aneurysm to shrink. This
operation, said to have ‘¢ saved thousands of limbs and lives,”
spread Hunter’s fame more than anything else that he did, for
it quickly superseded the old operation all over Europe. Its
introduction was the direct result of *“ work in many fields;

in it he united a whole multitude of facts from
anatomy, physiology, clinical experience, post-mortem exami-
nations and experiments on animals.”

Far be it from me to belittle an achievement like that.
And yet even here we do not touch Hunter’s real greatness;
though this discovery, a masterpiece of induction, leading to a
thrilling demonstration in practice, does give me the transition
that I seek.

But to have called a halt in those empirical days, to have
dug the heels of reason in and asked the disturbing question :
‘“ What is it we are doing and why? >—herein lay Hunter’s
genius, and herein lies the essence of the Hunterian Tradition.
In his attempts to answer those questions Hunter not only
raised the level of surgery to a plane it had never reached
before, he gave an impetus to enquiry throughout the whole
range of Medicine. That is my second, and main, reason for
regarding Hunter the surgeon as being the lesser element in
the Hunterian Tradition.

There were some ancillary effects of this fundamental
‘ break >’ made by Hunter in the great game in which he had
taken a hand. There is to us to-day, when surgeons have
taken such high rank amongst us, a savour of quaintness
in part of one of the paragraphs of Paget’s eloquent eulogium
upon Hunter. *‘ And mark, now,” he says, ‘“ what he did
for surgeons. Before his time they held a subordinate place
in the medical profession. A few, with rare ability, had held
good rank . . . but generally they were inferior to the
physicians. And justly so; for the physicians had not only
better knowledge of their proper calling, but a far larger
number of them were men of higher culture, well-educated
gentlemen and the associates of gentlemen. Besides they
were the chief teachers of all the medical sciences, the teachers
even of anatomy to the surgeons. After the time of Hunter
we may trace a well-marked change. Physicians worthily
maintained their rank, as they do now; but surgeons rose
to it, and in the lessons of Hunter surgery gratefully repaid
medicine for the teachings of a century. Following Hunter in
the pursuit of science, surgeons soon became the chief anato-
mists, equal as physiologists and pathologists, and they gained
entrance into the ranks of the most educated class. Yes;
Hunter did wmore than anyone to make us gentlemen. . . .7
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And Paget, himself not only a great surgeon, but one of the
greatest gentlemen of them all—and that is saying much—
proceeds to say that ¢“it was not by force of social skill,
by money, or any external advantage that he did this. . . .
The vast influence which he exercised on surgery and surgeons
was the influence of the scientific mind.”

Sir D’Arcy Power, in tracing this dual bequest which
Hunter made to surgery, mentions Blizard, Astley Cooper,
and a number of others whose names have become unfamiliar
to our modern ears—a fact which amply confirms my own
thesis—as great operating surgeons carry on this part of the
Hunterian Tradition.

Even the names I have mentioned stir our emotions less
and less. Before Hunter came to London to join in the work
of his brother William’s dissecting school, he was himself a
cabinet maker, and doubtless a very expert one. Had he been
only a surgeon in his prime, he would have remained a cabinet
maker still, and his name, too, would have * left us cold.”
Had he been only a surgeon who collected museum specimens,
he would have remained a cabinet maker and a filler of
cabinets. But he was responsible for that other stream which
flowed from himself as the source—the stream which brought
the development of surgery in its physiological aspects, and
those investigations into the causes of disease which quickly
became associated in this country with the names of
Abernethy and Brodie and Paget and Hilton. And have since
their day become associated with the names of other men, who
will also go down to history because they kept alive the part
of the Hunterian Tradition that matters.

A good deal has been written about the character of
Hunter’s mind and the manner in which it worked. Sir
Henry Morris, in his oration before the College, discusses this
at some length, as to whether, for example, the mind of this
pioneer proceeded mainly by the process of deduction or by
induction. It appears that some critics have considered that
these two philosophic methods were in a sort of conflict, or
rivalry, in Hunter’s mind, leading to confusion of thought
and obscurity of language. Granted that the sequence of
Hunter’s thought is sometimes difficult to follow, and that he
often fails in clarity of expression, these are faults with which
we are familiar in the pioneer. Who opens up a jungle is
very prone to hack away the undergrowth, now here, now
there, without much plan. But his purpose is clear enough—
he is bent upon making a path, for himself and for others.
Nor can he always explain exactly what he does, or why.
The path is the thing, and what he finds as he proceeds.
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It seems idle to speculate what would have happened if
Hunter had gone to a Scotch University and had been
¢ educated.” One possibility is that Medicine would have lost
John Hunter and been so much the poorer. He was, of
course, chiefly inductive in his methods, if we care to analyse
the business. Most of the great minds in Medicine have been,
in the main, inductive, and have tended to be so more and
more since the science of Medicine began with Harvey. Plato
and Aristotle lent the whole weight of their giant intellects
to the deductive method, and were it not that Hippocrates,
or the Hippocratic school, was their contemporary, and not
their successor, the world would probably have been denied
his discoveries, and, what is much more important than them,
the stimulus given by the example of his method. Even
Hippocrates was compelled to be largely inductive, for the
reason that medical science was not yet born. As it was, the
metaphysical outlook upon Nature which Plato originated and
taught paralysed Medicine for nearly 2,000 years, and
might have done so longer had not Francis Bacon burst open
the prison doors through which, strangely enough, his great
namesake Roger had already peeped, and dangerously, 300
years before him. Those dreadful, barren millenniums! The
stranglehold of the metaphysicians was too great for Celsus and
Galen, and, though the latter made some anatomical dis-
coveries of importance and even embarked upon experimental
physiology on Harveian lines, he constructed dogmas and
theories from the most meagre facts, and such was his reputa-
tion that he dominated Medicine all through medizval times.
He was one of those of whom Bacon said: ‘° They spin
speculations, as spiders spin webs, out of their own bowels.”
Bacon showed the way out of the morass though he did not
himself walk in it. He was the great interpreter of ‘¢ that
change in the thoughts and activity of men in relation to the
world of Nature around them. He understood and felt what
science might be and he was able to make others understand
and feel it too.”

The world ‘‘ has agreed to date from Bacon the sys-
tematic reform of natural philosophy . . . an intelligent
attempt . . . to place the investigation of Nature on a
solid foundation.”’

I think that an analysis of Hunter’s excursions into the
deductive method would show that this was not really suited
to his mind. Is not his mind in his face? Whether we study
Reynolds’ masterpiece or that speaking statue in the Oxford
museums, both of them show us massive features, a square
and protruding jaw, a prominent nose, a strong, determined
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mouth, and a pair of peering eyes. It is the face, and the
face betokening the mind, of a man who, like Browning’s.
Paracelnes, ‘“ must know.” Of course he thought, but it
would not be surprising if this mind got choked with his
thoughts, as indeed it seems to have been at times. His
attempts at deduction often suggest this, and in several of
them he falls back readily upon a quaint teleology that is
common with him.

In all this, as Garrison says, Hunter ‘ outvitalises the
vitalists,”” and we find ourselves wafted back to the meta-
physical Galen as we read. Sir D’Arcy Power has collected
some of these examples. Muscles, says Hunter, are *‘ con-
scious of their actions.” ‘¢ Nature acts purposely in the
repair of dead bone.”” The ¢ clot adheres to the side of an
aneurysm from a consciousness on the part of the artery of
the breakdown of its wall.”

Concerning two surfaces lying in contact with each other,
he speaks of their ‘‘ agreeing mutually not to inflame.” Blood
clot ‘¢ has the power of becoming vascularised in itself.”’

In induction he did much better. Some of Hunter’s
generalisations from observed facts have proved themselves to
be sound and even prophetic. He anticipated the ‘¢ recapitu-
lation theory ” of Haeckel by pointing out that the embryo
in each successive stage of its existence resembles the com-
pleted form of some lower order than itself.

He concluded from a large number of studies that
abnormalities are an expression of arrested development. He
seemed also to anticipate Darwin in his teaching that structure
is the ultimate expression of function and not vice wversa.
He was fond of teaching that the blood is alive, and though,
here again, he seems to be flirting with an old, & priori,
vitalistic speculation, he seems nearly to have stumbled upon
a very modern conception. And he got as near to Pasteur
and Lister, from sheer experimental evidence, as to say that
““air of itself has no power to excite inflammation.”” But
though these examples show that Hunter was capable of
taking the results of his enquiries into general conclusions, he
was chary of doing so. As for abstractions which sought to
take the place of demonstrable facts, his well-known advice
to his pupil, Jenner, sufficiently repeats his own favourite
method. *“ Don’t think—try; be patient, be accurate.”

In another letter to Jenner, and thanking him for an
account of an experiment on a hedgehog, Hunter says :
“. but why do you ask me a question by the way
of solving it? I think your solution is just; but why think?
Why not try the experiment? Repeat all the experiments
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upon a hedgehog as soon as you receive this, and they will
give you the solution . . . and let me know the result of
the whole.”” In another of his letters he uses the words,
““ You know 1 hate to be puzzled.”

These letters to Jenner give us some idea of Hunter’s
insatiable thirst for ‘‘ knowledge—not intuition, but the slow,
uncertain fruit of an enhancing toil.”” Hunter is for ever
soliciting his friend and pupil to send him specimens, make
observations, keep records and do experiments. That Hunter
was no mere collector, though he had a collector’s passion,
is clear from the text of these letters. He is always evincing
the utmost care to guard against errors of observation, and is
constantly jealous of the truth.

Jenner’s own great discovery was not made until three
years after Hunter’s death, but the stimulus and encourage-
ment which Hunter gave to his pupil may well have played a
big, though indirect, part in this, the first and perhaps the
greatest step in preventive medicine.

The close contact and long association of these two men
tempts the imagination. On the one hand this pertinacious
and persistent Celt, raw and rugged in body and in mind, but
possessed of a ‘¢ searching and impetuous soul,”” lit with a
constant and consuming flame of enquiry after knowledge and
more knowledge. On the other this blue-eyed, handsome,
easy, almost debonair Saxon, this West Country doctor
spending his days booted and spurred, in riding to hounds,
and his evenings in writing light verse. How Jenner must
have resented at first the constant and disturbing demands
of his master, until he, too, was fired by the same spirit, and
found that the chase after Nature’s secrets was more engross-
ing than the sport of kings.

Mutual trust and mutual regard are very apparent in their
relations as we see it in Hunter’s many letters, so carefully
preserved by Jenner. Though Hunter was, as we know,
indebted to many others for satisfying his voracious appetite
for ‘¢ specimens,’ it is clear that his fondness for Jenner and
his interest in him were of a special kind. ‘T don’t know
anyone I would as soon write to as to you,’” he says, in one
of his letters, *“I do not know anybody I am so much obliged
to.”” This was a good deal from our laconic Scot. I will
quote some more extracts because the spirit, the tenacity and
the industry of the man are nowhere better seen. I am
obliged to you,” he says, ° for thinking of me, especially
in my natural history. 1 shall be glad of your observation on
the cuckoo, and upon the breeding of toads; be as particular
as you possibly can. If you can pick me up anything that
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is curious and prepare it for me, either in the fish or flesh
way, do it.”” . . . “ 1 received yours, as also the cuckoo’s
stomach : I should like to have a few more, for they do not
all show the same thing.”” . . . *“ If possible, 1 wish. you could
remove the cuckoo’s egg into another bird’s nest, and tame
the young one, to see what note it has. There is employment
for you, young man! If you collect eggs you should also
collect the nests. 1 want a crow’s nest, as also a magpie’s,
in the branches of the trees in which they are built. . .

Do keep an account of your observations on the cuckoo, or
must I refer to your letters? >’ . . . *“ I beg for the future you
will always write when you send anything.” . . . 1 have
but one order to send you, which is to send everything you
can get, either animal, vegetable, or mineral, and the com-
pound of the two, either animal or vegetable, mineralised.”
(He was, of course, asking for fossils). ‘‘ Have you large
trees of different kinds, that you can make free with? If
you have, I w'll put you upon a set of experiments with regard
to the heat of vegetables. Have you any  eaves where bats
go to at night? If you have, I will put you upon a set of
experiments concerning the heat of them at different seasons.”

. . . ““Have you got the bones yet of a large porpoise? I
wish you had. Is ever the salmon spawn seen after she has
parted with it? If it is, I wish you would get some; I want
to examine the spawn of fish in the process of the formation
of the young omne.” . . . “I want to put you upon some
experiments this winter. What do you think of examining
eels? . . . Let me know, and I will give you full instructions
how to proceed. . . . Their sexes have not yet been found
out, nor their mode of propagation; it is a thing of con-
sequence in natural history.”” . . . * If you have no objection,
I will put you upon a set of experiments upon the heat of
vegetables in the winter. If, in any of these pursuits, you
discover any principle worthy of the public, I will give it to
the Royal Society for you.” . . . *“ See if you can catch the
number of pulsations and breathing in a bat without torture.
If the frost is hard, see what vegetables freeze : bore holes
in trees, and see whether the sap runs out, which will show
it is not frozen. I am afraid you have not a proper thermo-
meter : I will send you one.”” Jenner broke the instrument,
but was ashamed to say so, for in sending another, by the
person of Jenner’s brother, Hunter says: ‘ You are very sly,
although you think I cannot see it. You very modestly ask
for a thermometer. I will send you one, but take care that
those damned clumsy fingers do not break it also.’’
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In his researches into the heat of the body, Hunter came
much nearer than Harvey had come to the truth. Hunter
concluded that *‘ animal heat is owing to some decomposition
going on in the body in pretty regular progression . . .”’ and
he was the first to point out the difference between warm-
and cold-blooded animals.

In the course of this correspondence with Jenner it
became known to Hunter that Jenner had in some way lost
the affections of the ‘“ woman of fortune ”” on whom he had
set his hopes. Hunter’s condolence, and also his effort at
consolation, are both characteristic. . . . “1 own I was at a
loss,” he writes, ‘‘to account for your silence, and I was
sorry for the cause. 1 can easily conceive how you must feel,
for you have two passions to cope with, that of being dis-
appointed in love, and that of being defeated; but both will
wear out, perhaps the first soonest . . . but let her go, never
mind her. I shall employ you with hedgehogs . . . get a
hedgehog in the beginning of winter, and weigh him; put
him in your garden . . . then weigh him in the spring and
see what he has lost,”” and so on, and so on.

Of Hunter’s teaching ability, and its immediate influence,
I must not stay to speak; but these things, like his crafts-
manship, are minor matters in connection with the Hunterian
Tradition. His own pupils, if we except the few who, like
Clive and Blizard, Abernethy and Astley Cooper—and his own
nephew, Dorsey, who took the tradition to America and
carried it on there—his own pupils were not greatly impressed
by Hunter’s personality in the lecture room. The attendance
was sometimes so scanty that it is said that on one occasion
he had the skeleton brought in so that he might begin the
lecture by the approved form of address, and say: ¢ Gentle-
men.’”” Did ever bones receive a greater tribute! But those
empty benches didn’t really matter. Those few men who
listened were enough. And even the skeleton talked after
Hunter’s day. The start had been made, the novelty spread,
and time and the crying need of humanity for just this very
thing did the rest.

And so, after just 200 years, the Tradition comes to wus.
What are we doing with it? Are we carrying it on? Can we
carry it on? For that is what matters. Institutions are
doing their utmost to carry it on. This Society, as I have
remarked : the College of Surgeons, with its great museum—
¢ Hunter’s monument,’’ as the President called it last week—
where Wren’s telling epitaph would be singularly apt—the
enlarged laboratories, the Buxton Browne experimental farm,
with its increased equipment, and ‘¢ capable of almost indefinite

75



extension,’”” as we are told. . . . But what of us, the
individuals : how is it with us? (i) Have we Hunter’s power
of concentrated industry? Someone has said that genius is
as much a matter of perspiration as inspiration, and he must
surely believe that if genius is not an infinite capacity for
taking pains, at least it takes a genius to exercise this rare
quality. I think some of us do possess this power of dogged,
persistent effort. When I watch some of my colleagues who
are in the van of research at their work, I feel ashamed of the
laziness of my own mind, the readiness with which it lets
go its task, and the ease with which it yields to discursive-
ness. (ii)) Have we Hunter’s enquiring mind, his lust to know,
for the sake of knowing? (iii) Have we his intellectual
courage? Or do our minds run away when the struggle goes
against us? (iv) Have we Hunter’s spirit of accuracy? Are
we as he was, filled with a divine discontent with any proof
except that which carries an inescapable conviction?
Remember those cuckoos’ stomachs, those hedgehogs—more
and more must be examined until the fact we are seeking
cannot be avoided. (v) Are we, perchance, saying there is so
little left to find out? We know all about hedgehogs—or do
we? We are in a different part of the field, of course, for
the pioneers have made a tremendous clearance. But there
is probably still as much to be done as ever, though of a
different kind. Or do we think that because we are so
specialised in our several spheres, and research is therefore
much more intensive, our problems are less surmountable than
those which Hunter set himself? Tracking down elementary
bodies would seem on the face of it to be a more stubborn
task than discovering the lymphatic system. Heading off a
pandemic of influenza with its almost elemental ravages, and
getting its precursors and its ‘¢ trailers ”’ and °¢ settings *’
accurately taped, seems work for gods rather than mere men.
So much easier still to talk about ¢ epidemic constitutions *’
and leave it at that. Recognising clearly the factors which
go to make a balance, or an ‘‘imbalance,”” in a man’s
hormones, and getting control over this delicate adjustment.
Surely Hunter never had a task which was the like of this?
Solving the riddle of endocardial infection. Understand-
ing the mechanism of high and of low arterial pressures.
Diagnosing cancer before as yet it yields what we call physical
signs or suggests its presence by recognisable deviations from
the average in the radiologist’s shadow-pictures. Determining
sex. Preventing a whole heap of diseases which, once estab-
lished, we cannot cure.
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Do we excuse ourselves because we cannot say ‘¢ all these
stand open, or 1 have the Keyes?”” Do we?

But stay, my friends. Think of our tools, our techniques,
our team-work and our researchers. We have instruments of
precision that Hunter never guessed at, and laboratories of
which he never dreamed. And a corpus of knowledge to draw
upon which was completely hidden from him. Of the ancillary
sciences, in Hunter’s day there was little physics and scarcely
any chemistry. So let us not try to escape from our tasks
nor from our reasonable obligations.

We are deflected a great deal from our main purpose, no
doubt. We are, as always, dominated by the age. Life
has us by the throat. We are caught between instinet and
reason; we have let go the former, but we have not yet
got a sure hold on the latter; we are neither savage nor
sapient. To ¢ the intruding rabble of men and books, and
institutions ** that broke in upon Emerson’s peace we now
add a host of new distractions and disturbances. What are we
going to do about it? Are we also going to become a mob
or are we going to maintain our intellectual freedom? To
carry on the Hunterian Tradition we must take to heart
the Sage of Concord’s warning : ‘“ Let us not rove, let us sit
at home with the cause ” . . . ¢ at times the whole world
seems to be in a conspiracy to importune you with emphatic
trifles. Friend, client, child, sickness, fear, want, charity,
all knock at once at the closet door, and say—‘ Come out
unto us.” But keep thy state; come not into their confusion.”
A few men and women are, I think, bent upon doing so.
Unlike ““ those who went upon the Holy Quest,” they are
not ‘“ lost in the quagmire *> nor do they follow ‘¢ wandering
fires.”” If only the politicians can keep the ring for them. God
help them to do so! 1 suppose the politicians do know how
important these things are, how vital to all of us and to
the future? When Pitt was approached with the object of
getting the Government of the day to purchase Hunter’s
unique collection of specimens he is reported to have said :
“ What! Buy preparations? Why, I have not money enough
to purchase gunpowder!’’ History repeats itself. At first
thought it would seem foolish to grudge the exchange of
scientific enquiry for bombing planes, seeing that others have
decided that if it is to be guns or butter, then it is to be
guns. But at second thought comes wisdom, and we remem-
ber that even dictators are transient, if not trivial, whereas
these or other things are eternal. Surely it is better to know
the behaviour of a cuckoo’s stomach than to organise a nation
for war? Dr. Johnson once said that ‘“the man who is
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growing great and happy by electrifying a bottle wonders to
see the world engaged in the prattle about peace and war? *’
The thought is the same—and ‘I have the satisfaction of know-
ing that on this occasion I had expressed mine before I came
across Dr. Johnson’s.

I feel quite sure that if John Hunter were amongst us
to-day, he would risk the same charge of simplicity or of
impertinence as did Johnson’s physicist.

Cannot you see this little man (Hunter stood 5ft. 5in. in
his boots), with his shock of red hair, his exuberant vitality,
his restless curiosity, making his attack upon the new world
of facts, probing, measuring, comparing, his tools so rudi-
mentary, his methods all his own, ‘¢ grappling Nature,”” laying
her under tribute, wrestling with her like Jacob with the
angel, and saying, as Jacob said, ‘I will not let thee go
except thou bless me.”

Let us imagine he is here, as indeed he is, living on
amongst us in the Tradition that he left behind him. Let us
be worthy of him and of it.
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THE HUNTERIAN SOCIETY.

Monday, March 15th, 1987, Dinner Meeting. The President,
Mr. H. L. Artwarer, F.R.C.S., in the Chair.

¢ GASTRO-ENTERITIS IN CHILDREN.”

Dr. A. G. MaIrTLAND JONES, in opening the discussion, said
that to the ordinary person this subject might appear to be
somewhat dull, but to any who were interested in children,
especially those having beds in children’s hospitals, it was of
paramount importance, Moreover, to those of this Society,
with the Hunterian Tradition of the enquiring mind, it offered
problems as varied and extensive as those of any other symp-
tom-complex. It was an interesting speculation to account for
gastro-enteritis having become so much less common than a
number of years ago. The great fall in infant mortality in
recent years was mainly in the subjects of this disease; and
its atiology offered an elegant field for speculation and enquiry.
There were cases of it obviously due to the dysenteries, to
infection, but in a great group nothing definite in this way
was discoverable. He thought the main cause must be a
germ, otherwise how explain cases of contact infection?
It might be that organisms ordinarily resident in the gastro-
intestinal tract could, under conditions of lowered vitality in
the child, cause this dreadful illness.

Dr. Mandel would deal with certain atiological aspects of
the subject, he (Dr. Maitland Jones) would confine himself
to the clinical aspects of the condition. Firstly, as regards
the stools of an infant, he agreed that the proper thing to do
was to throw them away; the time had passed for expecting
an opinion based on an infant’s stools, though it was valuable
to assure oneself the stools had neither blood nor mucus. It
was important to recognise what was termed ‘¢ inanition
diarrhcea.”” If an infant were starved, it might, in certain
circumstances, get diarrhcea.

A clinical feature of great interest was anhydremic in-
toxication. Such a child was collapsed, the fontanelles sunken
and the eyes sunken and only half-open, there was mucus on
the lids, the child was stuporose or comatose, the abdomen
retracted and the skin inelastic, while the hands were thrown
up across the face, or extended above the head. How was
that state caused? It was a result of desiccation; the infant
was losing water by vomiting, by the lungs and by diarrhcea.
Two observations could be submitted in support. He, the
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speaker, had seen children deprived of water by accident. In
one case a mother was told to starve her ailing infant, and
she took it literally and included deprivation of water. Child-
ren who had been denied water for more than a day not
infrequently went into a state of collapse, with a high tempera-
ture and a loss of elasticity of the skin, and in twelve hours
the temperature might mount to 107deg. F. It became normal
in twelve hours after giving water. Another observation was
that if a child with anhydramic intoxication were given water
by the intravenous drip method it would, in four cases out
of five, apparently recover; but there was still anhydramia.
Some said that the latter was no more than a factor, that the
important element was toxsemia from the bowel contents. He
had always felt somewhat sceptical about intestinal toxesemia in
general ; although he agreed that cirrhosis of the liver was a
result of a certain degree of intestinal toxzemia.

Another clinical feature which occurred in these cases,
though somewhat rarely, was acidosis, and when it did it was
of serious import. The term ¢ acidosis >’ was at present being
overworked, and he preferred the term ¢ a shift of the base
to the acid side.”” It was due to an aberrant secretion by the
intestine, and a failure on the part of the kidney to excrete
acid phosphates. Sometimes these children, because of their
deep breathing, were supposed to have pneumonia. Most of
the children he had seen with acidosis as a result of diarrhcea
and vomiting had died.

With regard to differential diagnosis, the condition under
discussion was fairly easy to diagnose. There might be a
difficulty in distinguishing it from pyloric stenosis, as cases of
the latter might develop diarrhcea. Intussusception also might
present differentiating difficulty. In acute appendicitis, too,
there might be difficulties, but the two chief were pyloric
stenosis and intussusception.

With regard to post mortem findings, if the pathologist
conducting the autopsy were given no history he would
probably be unable, in these cases, to state the cause of death,
as so little was to be seen : there was enteritis and, if the
illness had lasted long, some broncho-pneumonia. What did
these children die of?

The prognosis was dependent on several factors. First,
the age of the infant; the younger the infant, the worse was
the outlook. The second was the previous history of nutritional
disturbance. The children who had had previous disturbances
in the alimentary canal would do badly; if the condition super-
vened suddenly in a child previously robust, the prospect of
recovery was much better,
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As to the mortality-rate, among all severe and moder-
ately severe hospital cases in this country and in America, the
death-rate was in the region of 70 per cent., a dreadful figure,
in the presence of which anything which promised to be of
value seemed justifiable. It was a duty to search for parental
disease, and deal with it if found. A second duty was to
starve the child in regard to food, giving, however, plenty
of fluid, the period of starvation being regulated and con-
ditioned by the child’s state of nutrition when it was com-
menced. In any case, he did not care to starve longer than
24 hours. Even if the child vomited the fluid given, one should
persevere with it. At his hospital the continuous intra-
venous drip system with Hartmann’s solution had been carried
out latterly, though with nurses it was unpopular because of
the attention it demanded. But he had been disappointed with
the method, as he had not been obtaining such good results as
were claimed in other places, where the mortality had been
reduced by it to 50 per cent. or so. His own patients had
been on sterilised skim milk and a low sugar content, in the
belief that fat was likely to set up enteritis. ‘ Cow-and-Gate
brand was a good one; it was diluted, and dextrose and
maltose added. Still, treatment of the condition remained
unsatisfactory, and he doubted whether results to-day were
better than ten years ago.

Dr. ManDEL : Mr. President, gentlemen, first let me thank
you for the honour you have done me in asking me to take part
in this discussion. As Dr. Maitland Jones has already said, the
subject is a wide one. He already has dealt in a most able
manner with the clinical aspect of the condition, and 1 intend
to devote the time at my disposal to a review of certain etio-
logical facilities from a prophylactic point of view—to consider
how much of the disease is preventable.

There are many of you present who probably remember
the epidemics of Summer Diarrhcea—one might almost call
them pandemics—which ravaged England in the early years of
this century. 1 well remember the plague of 1911 when the
mortality from gastro-enteritis in children under the age of two
accounted for 81,900 deaths, equal to 180 per 1,000, for the
whole of England, whilst in some of the London boroughs the
figure was well over 200 per 1,000.

In those days I was working as chief assistant in the
children’s department at Guy’s and was also attached to
another institution, a post which gave me facilities for visiting
the young patients in their own homes. At that time the
districts around Guy’s were slums of the worst kind. I had an
opportunity of taking part in an experiment, the results of which
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were remarkable. Some casks of a dried milk powder of one
of our colonies, the first imported, were placed at our disposal
—one of us, E. P. Minett, made a bacteriological analysis of
this powder and found that it had a very low bacterial con-
tent—800 bacteria per cubic c.c. We distributed this to a
certain number of houses in the district as infant food and
compared the incidence of summer diarrhcea with the remainder
of the infants in neighbouring houses and often in the same
tenements who were being fed on ordinary cows’ milk ; we found
that summer diarrheea was practically non-existent in those
infants taking the dried milk. Though we were fully aware of
the importance of infected milk as a causal agent, we had it
brought home to us most strikingly. Since those days the
milk supply has improved beyond all recognition; not only at
its source, but also during transport and in its handling in
the home.

Pari passu with this there has been the growth of the
infant welfare movement in all its phases, ante-natal clinics,
schools for mothers and infant welfare centres, with the result
that much of the ignorance, which was a cause of the disease,
has been diminished ; also, the general improvement in housing
and other hygienic amenities, particularly if I may mention
here the diminution of the scourge of the housefly, coinciding
with the growth of motor car traffic, are important factors,
from a prophylactic point of view. Nevertheless, in spite of all
these circumstances it must be admitted that gastro-enteritis
is still much more frequent during the hot weather than at
any other time during the year. And again, gastro-intestinal
disease is not only more common amongst the artificially-fed,
but also amongst breast-fed infants during summer and
amongst the latter the factors we have referred to do not apply.

Consequently, we must seek another reason, and this is
summer heat—I would prefer to call it stagnant heat. In
what way this affects the metabolism of the child it is difficult
to say, maybe it is that the intestinal enzymes are vitiated
with a consequent impairment of katabolism, with a result that
amido bodies are formed which are toxic to the infant; or
the heat and its effect on the digestive processes may be
favourable to a growth and increase in virulence of the normal
intestinal bacterial flora; and that they may produce either
endogenous or exogenous toxins which can initiate the primary
gastric catarrh, which passes on to acute gastro-enteritis. You
will note 1 have said that I prefer to regard this as stagnant
heat, for it has been shown by Sir Leonard Hill that meta-
bolism, particularly in the liver, is depressed by heat, but is not
affected if, though the atmospheric temperature be high, the
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child is enjoying good ventilation such as is found in the
open-air at the seaside. Practically this has been proved by
the excellent results which have attended the experiments of
many American cities who have provided seaside colonies where
the younger citizens of urban areas can be moved during the
hot spell.

So we see that another important prophylactic measure is
““ Keep the child cool.”

Dr. Maitland Jones has already dealt with the important
question of improper feeding and 1 do not wish to cover this
ground again except to emphasise two points : (1) the necessity
of diminishing the strength of the food mixture, particularly
the fat content, during the hot weather—I underfeed rather
than overfeed, for I think you will agree with me that most
of the cases of indigestion and alimentary diseases that we
see are due to overfeeding rather than underfeeding; (2) to
give plenty of water between the feeds to replace the loss of
moisture due to cutaneous evaporation.

The cry of a baby during the hot weather is often mis-
interpreted by the mother—she thinks it is hungry and gives
it more food, heaping on coals to the fire, when really its cry
is one of thirst. The adult can adjust his intake to his appetite
—the child is very often forced to take food, with the result
that its digestion breaks down and initiates that gastric catarrh
which so often becomes more serious.

Dr. Maitland Jones has referred to that condition known
as acidosis, not the acute terminal condition that we see
following the toxicosis, but what we were taught to know as
cyclic vomiting, or better still, periodical or recurrent vomiting
in children. He has already described the type; you know it
well :—a thin, nervy child, very often of neurotic: stock, often
constipated, who has from time to time these bilious attacks
preceded by headache, foul tongue, loss of appetite, a pyrexia
and incessant vomiting. The attacks are often brought on
either by indiscretion in diet or some strain of the nervous
system.

If you will investigate the early history of these children
you will be struck by the fact that as babies they had difficulty
in the digestion of fats and you will also find, very often, that
their parents show some allergic manifestation. I have followed
many of these children from their early age upwards and in
my experience I find that the alimentary symptoms, that is,
so-called bilious attacks, cease about the age of fourteen, but
it is not at all uncommon for this type of child, later in life,
to develop an allergic condition, migraine, asthma or prurigo.
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In this type of child I make an effort, apart from cutting
down all cooked fats—not butter, and limiting the amount of
eggs they take—to keep them alkaline by giving them an
alkaline mixture, such as Mist. Mag. et Rhei., once a day after
breakfast, and administering a weakly purge, such as Hyd. e
Cret. with soda.

I feel that I cannot conclude this short talk without refer-
ence to a phase of gastro-enteritis which is not uncommonly
seen in this country during the winter. One might almost
call it Epidemic Winter Gastro-Enteritis in contradistinction to
*“ Summer Diarrhcea.”” Probably most of us recognise it better
under the psynonym of Gastric Influenza. This disease affects
infants, children and adults, and my experience is that during
the past few months it has been more common than usual.
As you well know, the onset of the disease is very sudden.
Frequently vomiting is the predominant feature, but in some
epidemics, and 1 think particularly this year, intestinal colic
and constipation, followed by diarrhcea have been the more
common symptoms. The pain is intermittent, spasmodic and
precedes defecation. It is usually referred to the lower abdomen
and is accompanied by rise of temperature (99-100deg. F.),
though in some cases on the second day it rises to 102deg. F.
or higher. When the diarrhcea ensues, the stools are usually
yellow and are more putrefactive and not fermentative in
type. In my experience the feature of the disease this year
has been relapses, the patient seems to have recovered and
two or three days later there is a recurrence of the colic, and
a second rise in temperature, and in children severe vomiting.
It may be that these children have not been dieted long
enough. The essential part of the treatment, having made
certain that there is no acute abdominal condition, is to give a
small dose of castor oil and then limit the diet to small
amounts of liquids, orange juice with plenty of glucose and to -
withhold milk ; heat to the abdomen seems to soothe the colic,
while the only sedative I found of any use is a few minims
Nepenthe in a Bismuth mixture. After the cessation of acute
symptoms, a high-carbohydrate, low protein and low-fat diet
should be prescribed.

What the etiology of this conditional disease is, is not at
present known. It may be that it is an alimentary manifesta-
tion of the influenzal virus, but may it not be that those
barometric conditions that are conducive to an epidemic of
influenza can also directly affect metabolism. By that I mean
that the old tab, ‘“ Cold on the stomach,” may have a greater
significance than we think, and that certain changes of cold
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and damp may have a direct influence on the digestive pro-
cesses. We know that cold can cause nephritis; why not
gastritis? Consequently, I think, as you all do, that the
diagnosis of abdominal influenza is a very loose one.

Dr. OxLEY said that in 1898 he took a position as locum in Barking,
and at that time practically every child in the poorer streets was dying
of infantile diarrheea. Certainly the whole place was black with flies,
not onty on the faces of the children, but on the sheets and tablecloths
and the milk jugs. 'There was a great deal of horse manure in the
streets, and it could be put down to the credit of the motor car that
horse manure was greatly diminished. The deaths from this disease
had, since the introduction of the motor car, gone down from 389,000
to about 10,000 in the United Kingdom. One seldom saw the disease
in private practice, and it might be that the amount of improvement
attributed to clinics and the education of the mothers must be shared,
to a considerable extent, by the replacement of the horse by the motor
car. He felt grateful to Dr. Maitland Jones for alluding to the high
fever met with in infants due to inanition alone. He agreed that if
these cases were given water, the temperature would drop to normal in
a few hours,

Dr. MirMaN said his conclusion was that many of these diarrhceas
had an infective origin, because in many respects they behaved like
transmissible diseases. Those who looked after wards containing
whooping cough and measles cases knew the complicating effect of
enteritis; it spread round the ward in a manner which suggested the
existence of a secondary infection. Patients convalescing from their
whooping cough or measles would suddenly develop enteritis or gastro-
enteritis, and not only did those cases die, but children apparently
ready to go home also contracted it and died. The only thing to do
was to remove them from the ward and treat them as separate infec-
tions. The cases with vomiting encountered in the winter bore a re-
semblance to cases of summer diarrhcea. Last year, at the North-
Eastern Hospital, there were 100 cases of enteritis, called by different
names, and they were treated in an open enteritis ward. The mortality-
rate was 27 per cent.; many of the cases were relatively mild. But
they also treated 71 cases of Sonne dysentery by isolation, and the
mortality-rate among them was only 2.7 per cent. When a child came
in with relatively trivial diarrhcea, and after doing well for a fortnight,
developed intractable diarrhcea, got anhydremic and died, the feeling
was that it would have been better if the case had not been in hospital.

Dr. FERRYROLES said it was important to be acquainted not only
with the ways of the child, but also with the manner of its birth, and
the quantity and kind of food it was taking. In some cases the child
was 1ll because it was being given too much food; in others because
the food given was not rich enough. He agreed with the importance
attached to heat in these summer cases; it might easily turn a case
which seemed slight into a serious one. Acidosis also was important.

Dr. SANGUINETTI said he had been a medical officer in country
districts and the way in which cows were kept and milk was handled
was terrible. The recent improvement in the milk supply had not been
confined to the towns, but finality in regard to milk handling had not
yet been reached. The ordinary mother on receiving her supply of
sterilised milk poured it into a jug which was not too clean and allowed
it to stand uncovered, thus neutralising all the benefits of sterilisation.
A good deal more instruction was wanted. The only occasion on which
he had had to deal with an outbreak of gastro-enteritis in hospital was
one in which the resident medical officer asked him to investigate the
bacteriological condition of the children in a ward; he suggested an
enquiry into the way the milk was kept in the hospital. As a result,
the method of storage was found to be most unsatisfactory and measures
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were at once taken to remedy this. Milk entered largely into measures
for treating disease in hospitals, and he wondered whether adequate
steps were always taken to ensure the purity of hospital milk where it
was kept.

M=r. SHEEN had the feeling that this must be a specific malady,
whose cause was not yet known. When he was in the South African
War he was at Bloemfontein, where typhoid and ‘‘ Modders >’ were
raging, and the only cure was to get away from the town. He never
saw so many flies as at that place. The high mortality of 70 per cent.
suggested to him to ask ‘ Could not the surgeon do something?” (A
voice: ‘‘ He could make it 80 per cent.!’’) A well-planned jejunostomy,
with appropriate lavage, might help.

DR. SPURGIN agreed that high temperature was an important factor.
He had seen the incidence of gastro-intestinal trouble diminish con-
siderably in a children’s ward when he had cut off the hot water pipes.
In the summer months he thought it important to limit the quantity
of fat and increase fluid intake. He was also a firm believer in rectal
injections of saline as a remedy.

Mr. Hore CarrTON spoke of his experience at Toronto. Prolonged
blood transfusion had yielded good results—the mortality dropping from
70 per cent. to 35 per cent.

Dr. OrRMISTON said he spent some eighteen months in the hospital
to which Mr. Hope Carlton had referred. The treatment there was
essentially one of blood transfusion in the first place; for the rest,
the treatment was mainly one of intravenous infusions, 10 per cent.
glucose or dextrose intravenously into a fontanelle twice a day, then
a solution like Ringer’s subcutaneously or intra-peritoneally injected
three times a day. The incidence of the trouble in Canada was chiefly
in the late summer and early fall, and in Toronto the mortality was
50 per cent. He remembered that Dr. Allen Brown and his school took a
view contrary to that of Marriott, believing the condition was due to
the typhoid and dysentery bacilli, including also Welch’s bacillus and
the para-colon bacilli, chiefly Sonne’s. The stools of all the cases which
came into hospital were examined, and later the investigation was
extended to the blood, in regard to agglutination of these bacteria. A
year later the same sort of work was carried out in the Children’s
Hospital, Great Ormond Street, London, and there also the Sonne
bacillus was implicated. Marriott was a very great man, and he, the
speaker, deemed it an honour to have been associated with him.
Marriott believed greatly in lactic acid milk, as it retarded the growth
of pathogenic and neo-pathogenic organisms. The speaker used to see
severe cases of acidosis coming into the Toronto Children’s Hospital,
and they were treated with intravenous injections of sodium bi-carbon-
ate, but all died. In St. Louis they were treated with molecular
sodium lactate. In severe acidosis this proved a veritable elixvir vite,
and many lives were saved by it.

Dr. Howat spoke of his experiences many years ago in an over-
populated coal-mining village. The usual treatment was hot baths,
poultices to the abdomen and laudanum for pain. Only a little white
of egg and water was given by the mouth for the first two days. The
mortality was 50 per cent., but judging by results, present-day methods
of treatment did not seem much better.

Dr. BENJaMIN suggested certain homeeopathic remedies.

Dr. Sror had found that the incidence of the Sonne bacillus was
not as high as had been imagined. He thought Hyd. cum creta was
bad for these cases, as it increased the diarrhcea. He thought there
was some factor other than microbic in many cases. Possibly the fly
was incriminated. He doubted whether sterilised milk was worth while.

Dr. MartLaND JoNEs and Dr. MANDEL briefly replied, and a cordial

vote of thanks to them was proposed by Dr. Norris and seconded by
D=z. Cooxk.



HUNTERIAN SOCIETY.

The Annual General Meeting was held at Simpson’s
Restaurant, Cheapside, on Monday, April 12th. The President,
Mr. H. L. Attwater, at first occupied the chair.

The Annual Report and the Balance Sheet, which appear
elsewhere in these ‘¢ Transactions,”” were adopted.

The officers and Council for the Session 1937-38 were
elected. Dr. Norris, the new President, was then inducted
into the chair by Mr. Attwater, the retiring President.

Votes of thanks to the retiring President, officers and
Council were carried with acclamation.

During the course of the evening a presentation of a
silver cigarette box was made to Mr. James, the manager of
Simpson’s Restaurant, Cheapside, as a token of appreciation
by the Society of his help in the organisation of the Dinner
Meetings during the past 15 years.

After the formal business of the evening had been dealt
with, Dr. Haden Guest read an interesting paper on ‘¢ Air-Raid
Precautions,’” which was followed by a discussion.
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By Francis OswaLp BenNerT, M.D. (N.Z.).
Prize Essay, 1985. Awarded the Society’s Gold Medal, 1936.

The art of midwifery has yet much to learn and progress
must be slow. Statistics are not yet possible for the general
practitioner, unless they represent most of his life’s work, and
then they lose their value, since his methods must have been
modified over the years. Statistics from institutions have
more value, but they lack the modifications dependent on
the personal peculiarities of each patient. The other vital
source of information is the studied opinion of the obstetrician
of experience, who, because of that experience, can give
the tenets of his faith without always being able to quote the
authority of chapter and verse.

In addition to frequent association with one’s colleagues
in their cases the writer has personally conducted seven
hundred and forty confinements. Unfortunately, some of
the earlier records have been destroyed, and so no definite
statistics are available. But from local circumstances one
knows that the number of cases confined in private houses
was five hundred and fifty-four. There was only one
Cesarian section. Various degrees of pre-eclamptic toxemia were
frequent, but no case developed fits. Puerperal morbidity was
not uncommon, but no cases were severe, and there was no
instance of septicemia. The foetal mortality was usually
due to prematurity, though there was one example of each,
of the conditions of circulatory failure, congenital oesophageal
stricture, and multiple hemorrhages (despite blood injections).
The forceps rate was high, but one would prefer to defend
this later rather than to excuse it now. There were four cases
of placenta previa. There was no maternal mortality or
maternal incapacity. The volume of work has not been
enough to admit of much experience in the rarer abnormalities.
The more efficient is a practitioner’s work the less experience
in abnormalities will he have, but the more expert will he
become in preventing them.

One observation of interest was a local application of
the biological law that in times of warfare and national distress
male births predominate. In the author’s first practice (in

* This is an abridged version of The Hunterian Society Gold Medal
Essay. The original is in the Library of the Society, and can be seen
by application to The Librarian.
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a mining town) an intense industrial upheaval occurred.
During a strike, which lasted for two years, there was bitter
party feeling, armed bodies of police, general privation and
some starvation and a certain amount of bloodshed. The
conditions simulated exactly those of a national crisis. At
the height of the trouble there were thirty-six consecutive
boys born in the town.

In the following pages one’s personal beliefs are advanced,
and, though only rarely will they vary from traditional
teaching, they are always founded on experience, rather than
on academic considerations. If they are represented somewhat
assertively, this is partly to facilitate description, and partly
because the sudden positive action which is often demanded in
midwifery does not tend to inculcate any state of hesitant
indecision. Despite this one’s views are always plastic. Some-
thing more of the subject may be learned from every case.

The approach is the practical one of the general practi-
tioner. The rarer abnormalities will have no mention. The
illustrative cases are all from one’s own experience,

THE TRAINING FOR MIDWIFERY IN GENERAL PRACTICE.

It is doubtful if any medical school provides in mid-
wifery sufficient training for its graduates. Postgraduate
training is essential, and the problem of how to obtain this
is difficult. Resident obstetric posts are rare, and even then
the highly trained nursing staff rather nullify the advantages.
The fundamental basis of a groundwork in midwifery training
is a full and exact knowledge of normal labour. Most
maternity nurses of experience can sum up the progress of
a case with far greater exactitude than can the doctor, despite
the refinements of his examination. Without this background
vaginal examinations need to be resorted to more freely,
and such conditions as obstructed labour, 'malpositions,
maternal exhaustion, uterine inertia, distressed foetus and
concealed hzmorrhage may not be recognised. Furthermore,
the man whose training has given him a bias towards the
abnormal is going to find the abnormal more often than he
should. The writer owes a great debt of gratitude to those
incompetent nurses who, hundreds of times, have called him
unnecessarily in the course of labour. Valuable training is
also secured by the responsibility for cases rather than the
mere observation of them. The young practitioner will
learn much from the first case for which he has to take
sole responsibility, especially if his faith in its normality is
somewhat shaken by the insistence of the relatives that he
should ‘“ do something.”
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In the country where the writer works the maternity
services, even if not ideal, are at least efficient in all except
the out-lying districts. All hospitals, even those licensed to
receive only one patient, are under the jurisdiction of the
Public Health Department, and are regularly inspected. All
cases of puerperal morbidity and eclampsia are notifiable.
Patients are encouraged to consult medical men for their
confinements.

THE Prace oF MIDWIFERY IN GENERAL PRACTICE.

The general practitioner has at present a precarious hold
on midwifery. He is standing his trial, and the public
regard him with suspicion. The charge against him is that
the maternal mortality figures are rising.

Adopting the legal phraseology the practitioner may deny
the charge as a statement of fact, or, alternatively, argue
that even if the rate is rising he himself is not culpable
in the matter. He may point out that for fifty years the
figures have not shown any marked variation, and, assuming
in the past that these figures have been accurate, there are
more logical grounds for congratulating the previous prac-
titioner than for blaming the present one. He may argue
too that now, as then, many deaths—eclampsia (sometimes),
embolism, ectopic, concealed hsemorrhage—are unavoidable.
In this country the annual maternal deaths are exactly the
same as those from appendicitis. Surely the latter is a
condition more amenable to treatment than the former. Yet
there is no outery against it.

His critics may claim that with better knowledge and
with better facilities he should be doing better work. This
he may admit, but he can draw attention to certain factors
militating against this statistical success :—

(1) The expectation of life has improved. Certain sickly
members of the race now reach the child-bearing age and
succumb to the strain of pregnancy. The woman with a low
resistance to infection may be nursed through her various ill-
nesses until pregnancy inaugurates a septiczemia. The endo-
carditis of childhood may survive to die in labour. The woman
with a gastric ulcer is ill-nourished and sick at her confine-
ment, but at least she does get there instead of succumbing
earlier to a hamatemesis.

(2) It the birth rate is fairly constant and yet the size
of families is being limited, it is obvious that there are more
mothers in the world. Or, in other words, the medical man
of this day has to deal with more primiparz than did his
predecessor.

90



(8) There is no condition in midwifery which carries a
hundred per cent. mortality. And how often does the thin
balance between life and death lic in the general resistance of
the patient! How poor, too, is this resistance in the nervous,
apprehensive patient who has been infected with the public
panic and has heard from a dozen sources of the perils which
beset the pregnant state, The present outery, with its political
background and its journalistic trappings, is perpetuating the
conditions it aspires to prevent. The campaign is not producing
care in pregnancy so much as fear of pregnancy.

In his defence, too, the general practitioner may ask if
any alternative service could be so efficient. The midwife may
be expert with the normal case, but the general practitioner
must also attend the normal case or he will never be able to
deal with the abnormal. To view him with suspicion and
divorce him from his cases will only make matters worse. If
the bird does not fly at the first attempt it is no argument for
clipping its wings.

Finally, the practitioner will protest against the current
insinuation that in the problem of maternal mortality there
is lurking some insidious unknown factor that can be corrected
by legislation. Each case is a personal problem of that patient
or a problem of the unknown factors of human pathology.
The correction will have to come from within the profession
itself. When the pathologist can tell us the cause of a chorion
epithelioma; when the anatomist can explain why a pregnancy
should ever be extra-uterine; when the bacteriologist knows
why the streptococcus hszmolyticus kills some patients and not
others; and when the bio-chemist can convince us of the causes
of toxeemias, then will maternal mortality figures as high as
the present ones begin to be a reproach to the profession.

THE ScoPE OF MIDWIFERY IN GENERAL PRACTICE.

The efficient obstetrician must be his own specialist. Such
conditions as hzmorrhage in all its forms, prolapsed cord,
shocked mother, asphyxiated baby, brook no delay nor do they
allow of transport to the hospital. Fortunately, the graver con-
ditions that necessitate Cesarian section or craniotomy are rarely
of such urgency that they cannot be deferred for an hour or two
till a hospital is reached. With the exception of these, the
general practitioner should be capable of dealing with all
abnormalities. Eclampsia also should be within his scope,
although such cases should always, if possible, be referred to
hospital.

Consultations are valuable but their object should be to
gain knowledge rather than to divide responsibility. The man
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who calls frequently for consultations is soon known to the
public as timid and lacking in self-confidence. At the same
time, in cases of doubt, such scruples should not weigh.

In short, the service that the general practitioner gives
must be a full one. In some departments of his work he may
be a general clearing house for the other specialities retaining
only the simpler cases for himself. But in midwifery he must
be prepared to be his own specialist.

Nevertheless, it is only rarely that he will need the refine-
ments of his specialism. The majority of cases are normal,
and this fact seems to be lost sight of by the social workers
who often regard pregnancy as a menace to womankind. The
legislator may pass new laws to try and restrain the patho-
logical propensities of the foetus and the reformer who has
established a half-truth may argue didactically from the par-
ticular to the general, but the practitioner will derive more
comfort from a philosophy which regards midwifery as a
physiological process, one that was never devised for the
complement of human interference,

It is wise, therefore, for the obstetrician to regard himself
as one privileged to watch the operations of a great and
mysterious biological process which in the majority of instances
runs a smooth course to a perfected end. He should be able
to detect early any variation from the normal and in treat-
ment should attempt to reorientate the abnormal. Only drastic
conditions necessitate drastic remedies. Interference in a
pathological condition should be for the purpose of preventing
a worse one. Unless this clear purpose is attainable, midwifery
is best left to the control of its own laws.

In principle, then, one would stress the wise restraint of
conservatism and in practice the virtue of prevention. All the
commoner disorders of pregnancy have their prophylactic treat-
ment. It is for this reason that in the following pages emphasis
is always laid on prevention,

TuE LIMITATIONS OF MIDWIFERY IN GENERAL PRACTICE.

Midwifery in general practice’ very often means the con-
ducting of confinements in the patient’s house. This will often
mean the engagement of a nurse and a maid. In the home the
facilities are less and the expense may be greater. Yet some
patients emphatically insist on domiciliary confinement. They
are always reticent about their reasons. Apparently they are
persuaded by such considerations as the greater liberty of the
home, the closer association with husbands and relatives,
timidity of strangers, or a dislike for submitting to a routine
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inaugurated by members of their own sex. The general prac-
titioner will meet many cases where it is wise to give way to
the patient’s wishes. He has a right to insist on the facilities
of a hard, narrow bed, plenty of room, hot water and an
efficient standard of cleanliness. Also the house should not be
too far from his own home.

The writer usually suggests a nursing home if one is avail-
able and does so with a little more emphasis if the patient is
a primipara. 1f she still insists, the above essentials are
demanded and if there is any doubt about their being effected,
it may be advisable to pay an ante-natal visit at her home
and so spy out the land. It is easy to do this without
arousing suspicion. ‘. . . So that I will know the house in
case you want me during the night.”

The selection of a nurse usually rests with the patient,
who often engages the nurse before she engages the doctor,
The latter has the right to insist on a trained nurse if such are
available. In many districts they are not and the substitutes
may be of all types. In general they are inefficient, but
the worst result of inefficiency is to throw extra work on the
doctor. Such a nurse may spend all her time summoning a
doctor for fancied abnormalities. This may be irritating, but
it is not definitely against the interests of the patient. The
dangerous type is the *‘ gamp *> who attempts to take some of
the responsibility off the doctor’s shoulders on to her own.
Such a one informed the writer that she considered it time to
call him as ‘“ the head was only two inches up.” This know-
ledge she had gained by vaginal examination with unwashed
hand. (No sepsis resulted.) Paradoxically it is dangerous to
try and teach such people. Their little knowledge becomes
even more a dangerous thing.

Thus the general practitioner, anxious to acquiesce in the
preferences of his patients and not unconscious of the fact that
there are other maternity services besides his, accepts at times
inferior nursing and second-rate accommodation. Even then
midwifery may be practised with confidence. This standard
is far below the present-day ideal, but even so it is higher than
the standard through which, for thousands of years, the human
race has persisted. The doctor knows, however, that his respon-
sibility is greater in such cases. He will need to be more
frequent in his visits, more vigilant, more searching in his
enquiries. The writer was once associated with one such nurse
whose patients never had any variation in their temperature
from 98.4. As one was suspicious of this, the nurse was one day
ordered to take it. After some hesitation she inserted the
thermometer in the patient’s mouth with the mercury bulb
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projecting.  After a minute she extracted the thermometer,
gazed at the white background and announced that the reading
was 98.4—which, curiously enough, was correct.

If arrangements are made for confinement in a private
house, the doctor needs to stipulate that at the first sign of
an abnormality the patient is to be transferred to a suitable
institution. To this the patient invariably agrees. The
sterility of guards, dressings, etc., is always a cause of worry
in such cases. Sterilisation by dry heat, either by baking in
an oven or by ironing, is the favourite method and though
there are fallacies in the method it has a degree of usefulness.
In some places it is possible to borrow a drum from a maternity
hospital, pack it and return it to be sterilised. But the writer
has, through the experience of years, acquired a habit of mis-
trusting the sterility of all’ such dressings. Unless necessary,
they are not touched. Gloves, needles, forceps and ligatures
are boiled just before use. Scissors are soaked in strong lysol.

The setting of the stage for working-class domiciliary mid-
wifery would be inadequate without a reference to the relatives.
Their attendance is invariably unnecessary, their furtive flock-
ing in neighbouring rooms an irritation. Usually the children
are sent to the neighbour’s for the day, but the adults remain.
Subdued in the background is usually the husband. In contrast
is the patient’s mother, often aggressive in the impending
assumption or extension of her grandmotherhood. In morai
support there may be one or two other matrons united in their
views of professional intruders who have a scientific approach
to midwifery instead of an empirical one. But there are, of
course, the exceptions and some notable exceptions. Not all
are Dickensian,

THE ANTE-NataL PERIOD.

There is no need to defend the importance of ante-natal
work in midwifery, nor to stress that the practice of it is
obligatory on every obstetrician.

In general practice ante-natal work can never be reduced
to a formal technique with rigid laws regarding the times for
the appearance of patients. Such a system is nullified at
the very beginning by the times at which the patients report
their pregnancy. Some come at eight weeks and some at eight
months. Some live near by and some may live many miles
away.  Each patient presents a personal problem and the
conditions for which some need examination are remote
possibilities in others.

The writer has no set routine for ante-natal work. 1If a
patient reports at three months, he enquires closely into past
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medical and obstetrical history. The blood pressure is taken
and recorded. An estimation is made of pelvic capacity.
Advice is given regarding diet, constipation, dyspepsia, varicose
veins, or any minor ailment. One aims at treatment only
where treatment is necessary. For instance, if the patient has
varicose veins and they are causing no trouble, they are better
left alone. The patient is presented with a pamphlet provided
by the Obstetrical Society intimating the warning symtoms
of the commoner ailments. The questions of nursing homes
and nurses are discussed. A definite attempt is made to
acquire the patient’s confidence by changing the whole inter-
view from a formal consultation, into a leisurely friendly discus-
sion of a personal problem. The patient is then dismissed,
probably for three months, the responsibility being hers to
report back or to ring up for advice on any occasion when she
thinks she needs it. Frequent periodic visits often waste the
time of both patient and doctor, and in the case of the former
are inclined to create an apprehensive frame of mind.

Matters enquired into at ante-natal visits are any factors
of general ill-health, teeth, diet, exercise, bathing, varicose
veins, hemorrhoids, constipation, urinary symptoms, dyspepsia
and focal sepsis. Actual examination is directed towards the
early recognition of toxamia, disproportion and malpresentation,
and fibroids.

The details of ante-natal work will be referred to under
their respective headings.

Reference might be made here to morning sickness.

In the first case this occurs almost entirely in the hypo-
tensive type of case, to be referred to later.

Secondly, it is not a pure neurosis. The reasons are too
lengthy to give in detail, but all general practitioners must
agree with this point of view.

Thirdly, to subject such patients to a form of Weir-
Mitchell treatment is poor therapy. It may be possible to
bully a patient into a state where she doesn’t dare to vomit
but she would be much better if she did.

Fourthly, no therapy is specific, though all may be tried.
The writer has had some success and much failure with all the
following :—

Glucose in large quantities of fluid; Bromides; Alkalis;
Luminal ; Glycerine Tampons; Port Wine (to be sipped when-
ever vomiting is impending); a Fruit Diet (dishes of mixed
fruit to be placed about the house and the patient to partake
whenever the fancy moves her and before the preference
passes).
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There is a risk that conscientious ante-natal work tends,
especially with the inexperienced practitioner, to dispose to
meddlesome midwifery. Abnormalities, suspected or real, are
recognised earlier and attempts are made to adjust them, often
with unhappy results. In this phase of midwifery conserva-
tism has its value as in any other phase. In that present
statistics are always contrasted with statistics culled, generally,
in the days before ante-natal work was widely practised,
we have in the latter an inefficient standard of normality.
The index of efficient ante-natal work should, therefore, be a
decline in the number of cases requiring active intervention.
For instance, an ante-natal clinic with a high proportion of
Cesarian sections is immediately convicted of faulty interpreta-
tion of its ante-natal findings. It is the practice of the ante-natal
work, not the principle of it which is at fault. It will take
years of clinical research before we are efficient. At
present we undoubtedly chase will-o>-the-wisps.  Probably
every obstetrician has, like the writer, detected abnormal
positions of the foetus, has attempted to correct them and,
having failed, watches with amazement the normal birth of a
normal child after a normal labour.

There is, too, an unfortunate tendency in ante-natal work,
as in other phases of midwifery, to regard statistics on
maternal mortality as the compass that guides us. Nothing
could be a more fallacious index of progress. Even a poor
obstetrician has a right to expect exemplary maternal mortality
figures, and may even attain them, and yet leaves behind him
a trail of stillbirths, of gynacological damage and of psycho-
pathic mothers. The prevention of this is the ideal of ante-
natal work.

THE PREVENTION AND TREATMENT OF TOXAZMIA.

This is a vexed problem. The etiology is unknown. The
treatment is unsatisfactory. 'The prognosis is uncertain.
Experiment and research lead to conflicting conclusions.

In this section it is intended to refer only to cases of
eclampsia or of the so-called pre-eclamptic state.

At the outset, one would like to record a personal observa-
tion which is of some importance in the prophylaxis of these
cases. This is that nearly all pregnant women who book
confinements may be divided into one of two classes, the
distinction being made on clinical grounds and for the sake of
convenience called the hypotensive case and the hypertensive
case.

(1) The hypotensive case is the one who is miserable with
pregnancy. She is troubled with morning sickness in the first
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trimester and with ¢ heartburn * and ‘¢ indigestion * there-
after. She is pale, listless and easily fatigued. Blood tests
show a physiological an®mia of pregnancy or perhaps a micro-
cytic type. She is constipated, with possibly hemorrhoids.
Varicose veins develop early and out of all proportion to a
mechanical obstruction of the pelvic veins.  Gastric analysis
reveals a hypochlorhydria, There is little tendency to miscar-
riage. The blood pressure is always low, usually ranging from
100 to 115.  Clinically she suggests all the symptoms of a
depressed sympathetic nervous system. (In this connection
there is interest in the fact that the syndrome of vomiting,
hypotension and pigmentation is common both to this type
of pregnancy and to Addison’s disease.)

(2) The hypertensive case is much happier. There is a
paucity of subjective symptoms and a minimum of morning
sickness. The patient frequently makes the remark : *‘ I never
felt better in my life.”” The blood pressure is from 125 to
140. Miscarriage is not uncommon, Pregnancy is usually
suspected only because of amenorrhcea.

The hypotensive case, if nursed through the pregnancy,
will have no toxszmia. The hypertensive case is always a
candidate for eclampsia. The one needs careful watching for
the first three months; the other for the last three months.

The test of impending trouble is the rise of blood pressure.
It is important to record the blood pressure at an early stage
because then a high blood pressure is of less importance than a
rising one. The writer has had a primipara of forty-two under
observation for the last fortnight of pregnancy with a blood
pressure of 225. No active treatment was instituted because
the patient had a pressure of 195 in the first three months as
well as a marked family history of benign hypertension. The
confinement was normal and a year later the pressure was
200. A blood pressure which suddenly goes from 130 is
suspicious when it reaches 140. If it goes higher its signifi-
cance can no longer be ignored. Albuminuria is of minor
importance. Almost invariably it follows the rise of blood
pressure and only confirms a diagnosis where little confirmation
is required. In the rare instance of its being the first symptom,
a possible explanation is the co-existence of a chronic nephritis.
. Investigators are not agreed as to the value to be placed on the
diastolic pressure. The writer always attaches importance to it,
especially when the alteration in sound takes place suddenly and
the same investigator with the same instrument can examine
repeatedly under the same circumstances. The value of the
diastolic is that it is less susceptible to other influences such
as emotion. Recently the writer has had a case where daily
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for a week the diastolic pressure was in the region of 200.
But on two occasions when the patient’s attention was diverted
from the instrument by conversation with a colleague, the
systolic fell to 150, though ten minutes previously it had been
200. The equivalent diastolic range was 10.

Some observers lay stress on the frequent weighing of the
patient. The method is not very suitable for general practice,
as the results may be modified by the irregular visits of
patients and by such factors as climatic conditions, clothing,
growth of foetus, hydramnios, and contents of bladder and
bowel.

Many =tiologies have been suggested, but no single one
will explain all the facts.

One of the most interesting theories is the endocrine one,
which has suffered a rather untimely death through the work of
Byrom and Wilson (Quart. Journal of Med., July, 1934,
p. 861). But this work disposed of only one phase of the
subject. It proved that there was no hypersecretion of the
anti-diuretic factor and that, therefore, the cause of ocedema
must be sought elsewhere; it did not traverse all the possibili-
ties of pituitary secretion.

It is always wise for a practitioner to have a theory as
a workable basis, even though in its details it may not be
correct. For this reason the writer would like to suggest an
explanation of eclampsia which as far as he knows is original.
Briefly, it revives the endocrine theory but from a new angle.
It is only a theory; the gaps in its proof are many, but one
would like to believe that the gaps are in the proof and not
in the logic.

It may be best stated by considering first the two types
of cases.

The hypotensive case has a lowered blood pressure. The
cause is doubtful. Clinically it suggests an adrenal hypo-
function, which may be compensatory to pituitary hyper-
function. Whatever the cause, the fact remains and all the
subjective symptoms of pregnancy may be related to . it.

In the final stages when the posterior pituitary begins to
secrete oxytocin it also secretes pitressin. The blood pressure
rises. It attains a normal level. The patient feels better. The
confinement is normal.

But in the hypertensive case the action of pitressin,
especially if there is a hypersecretion of it, is to raise the blood
pressure and to raise it suddenly. In no other condition
(except perhaps a renal calculus) is there this sudden rise.
"The arterial wall, not habituated as in the more gradual strain
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of a nephroscelerosis, is damaged and the first clinical mani-
festations of the pre-eclamptic state occur. One assumes that
it is the sudden rise and not the absolute height which is the
dangerous factor. This is borne out clinically. It will fre-
quently be found that the longer a case can be nursed along
without the blood pressure rising, the better is the prognosis.
in support of this, too, is the occasional case where a woman
with a normal blood pressure and no albuminuria develops fits
twenty-four hours later.

Thus the picture changes to one of generalised arterial
damage. One would expect the signs of this to be most marked
in soft organs that are very vascular and have a fairly firm
capsule. This actually occurs. The kidneys are tense, con-
gested and give rise to the urinary symptoms; the brain is
the origin of the eyesigns, the nausea, the headaches and the
fits; the liver accounts for the epigastric pain. Postmortem,
these are the three organs in which verification of arterial
damage may be found.

The actual exciting cause of the fits is of secondary
importance. They may be due to irritation of the brain cells
by circulatory disturbances, to retained toxic metabolic
products, or to cerebral cedema. One favours the first, though
all three may contribute.

The cedema is of special interest. It is always associated
with an intense albuminuria and, therefore, is likely to be due
to a fall in the osmotic pressure of the plasma proteins. But
one cannot help feeling that the ocdema may occur first and
that the albuminuria is a defence mechanism to retain the
cedema. (It is claimed by those who practice weighing of the
patient that the cedema is the first sign.) There is no doubt
that the prognosis is better where there is cedema, and the
obstetrician, worried by a high blood pressure, will always
welcome cedema. The writer had one case of a- woman who
had been doing her housework for a fortnight with a face so
cedematous that she could hardly see out of her eyes. (Her
unconcern over her condition was due to the fact that another
member of her family was subject to attacks of angio-neurotic
cedema.) Her urine boiled nearly solid. The blood pressure
was 160 and 95. Rest and starvation decreased the cedema
but not the blood pressure. She had a normal confinement
after a fortnight’s treatment. Is it not possible that in favour-
able cases the increased arterial strain is spread over the
capillary field, thus keeping the arterial pressure below the
dangerous limit? If such is the case, then there will be
increased capillary permeability and. consequently cedema. In
any case, on the analogy with an ordinary nephrosis there is
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been focussed on the question of albuminuria. It is lmportant
in seeking to elucidate the pathology of a deranged kidney,
but it is not so important when that derangement is but one -
of the various manifestations of a general disease.

In support of this view of the causes of eclampsia, there
are certain points of supplementary evidence. For instance,
eclampsia with a hydatiform mole is distinctly in favour of
a generalised factor such as an endocrine disturbance, since
the local factors are so abnormal. The higher incidence in
twins may be explained by the extra anterior pituitary hor-
mones that will be necessary—prolan A if there are two ova,
and prolan B if there are two placentas, It is reasonable to
suppose that hyperactivity of the anterior part will predispose
to hyperactlwty of the posterior part. The higher incidence
in prlmlpara may be due to emotion and anxiety as added
factors in raising the blood pressure. (The writer has an
impression that of the cases he has seen—which have only
been in hospital or in consultation—an unduly large proportion
have been in single girls where the emotional factor would
again apply.) The well-known phenomenon of premature
labour is simplified to an associated labour. If there is an
excessive' secretion of pitressin, there is likely to be an
excessive secretion of oxytocin. Thus labour and eclampsia
represent the results of the respective secretions of the
posterior pituitary. Another personal observation which is
interesting is that one of the symptoms of impending labour
is often a feeling of well-being on the part of the patient. On
some particular day they lose their fatigue of the last few
weeks and usually celebrate it by scrubbing out the house or
doing the washing, They ascribe labour on the following day
to this activity. Actually it is more likely that the improved
subjective sensations and the labour are but the respective
expressions of the joint liberation of pitressin and oxytocin.

To summarise, then, one’s conception of this toxzmia is
that, given a certain type of patient with a tendency to high
blood pressure, then in the later stages of pregnancy, the
physiological activity of the posterior pituitary which comes
into operation about this time becomes excessive, causing a
sudden rise of blood pressure which is sometimes raised further
by an emotional factor. This produces generalised arterial
damage, which in turn produces symptoms in certain suscep-
tible organs. Fits may supervene and, if they persist, will
cause death from exhaustion. They will be abated or preven-
ted by any factor tending to reduce blood pressure. Of these
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factors the most important is a termination of the pregnancy,
thus causing a recession of pituitary activity. Another factor
will probably be the raising of capillary pressure, one.evidence
of which will be cedema.

Treatment.—It is in treatment that the value of a theory
becomes evident. The modern conservative treatment rather
seems to have anticipated the above theory, because when the
treatment is analysed its essential details are directed towards
the lowering of blood pressure. Particularly interesting is
. Strogonoff’s treatment where he takes great pains to exclude the
emotional factor as well as exhibiting drugs which lower blood
pressure,

If the object of therapy is, then, this lowering of the
pressure, the value of such measures as chloroform, chloral,
morphia, rest—both mental and physical—vene-section,
gentle catharsis, and diaphoresis is apparent. But other
‘methods have been tried where neither the object nor the
result is very clear.

The salt-free diet, for instance, is largely used, especially
as a prophylactic. In this particular connection its value must
be doubtful, since the presence or absence of salt only
modifies an already existing cedema. Besides, one is by no
means convinced that the cedema should be reduced.

A carbohydrate diet seems rational, not because protein is
necessarily harmful, but because the end products of carbo-
hydrate metabolism are more easily excreted than those of
protein,

Thyroid extract has been used, but it is difficult to explain
the rationale. One has used it in a few pre-eclamptic cases.
but has not relied on it entirely in any case and it was hard
to apportion the credit for the recovery.

In eclampsia, labour is never very far away, and though
it is dangerous to accelerate it, most obstetricians are very
glad to welcome it, in that it terminates the State in which
the eclampsia had its origin,

The writer has seen intravenous mag. sulph. used in only
one case. The patient ceased having fits when the baby was
born, but died two days later of a pulmonary embolism.

When a patient is not responding to treatment, when the
blood pressure is rising and the other symptoms are increasing
in severity, when fits are imminent at any moment and there
is no sign of labour, and no vaginal examination has been
performed, then one’s liking for conservatism may need to be
sacrificed for a caesarian section. All things considered, the
prognosis for the mother is not likely to be affected adversely,
while that for the child is definitely improved.
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THE CONTROL OF MATERNAL METABOLISM,

In pregnancy there is likely to be an extra demand for
certain constituents of the diet. If a list of these is made and
the appropriate article of diet is placed opposite, the result
will be as follows :—

Calories = ... Fats, mainly.

Gastric acid... Meat, fish, soups.

Iron ... Meat, vegetables and eggs.

Calcium ... Milk, eggs, cheese, butter, vegetables.
Phospherous ... Eggs, meat, milk,

Vitamins ... Animal fats,vegetables, fruits, cereals.

This makes a very full diet, and the only argument against
a full diet in pregnancy is that many patients cannot take it,
owing to certain articles causing gastro-intestinal disturbances.
Thus each patient becomes an individual problem. Theoreti-
cally, they should all be improved by the exhibition of acid,
and a few of them are. More will derive benefit from alkalis.
Again, some do very well on alkalis before meals and acids
after. But in gastric conditions it is never wise to persist with
any food substance which the patient finds by experiment is the
cause of trouble. Thus at times the diet may need to be
supplemented by medicinal preparations.

To decide whether a pregnant patient is getting sufficient
calcium is always difficult. But a lowering of the available
amount is suggested by the following :—

(1) The history. If the patient has had marked dental
caries in previous pregnancies, she is probably a caleium spend-
thrift—either not getting her calcium or not retaining it,

(2) An obvious calcium lack in the diet.

(8) Recent dental caries,

(4) Cramps. Rightly or wrongly, one has for a long time
regarded cramps as an indication for the administration of
calcium. Th# does not mean that one regards them as being
in the same category as parathyroid or alkalosis tetany, to
which they bear no clinical resemblance. At the same time
they cannot be explained as being due to the pressure of the
feetus on a pelvic nerve. Rather, one imagines, that when the
feetal demands for calcium are heavy, a mild degree of hypo-
calceemia develops intermittently and a condition of muscular
excitability results which will develop into cramp if the further
irritation of fatigue is added. Thus cramps usually develop
at the end of the day.

Though the feetal calcium is supplied largely in the last
three months, it is likely that the mother prepares for this by
an increased storage all through pregnancy.
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The first step in increasing the calcium metabolism is to
see that the patient is taking calcium-containing foods. Tf
she is drinking large quantities of milk, the problem settles
itself. 1f for any reason the dietetic method is not possible,
medication will have to be resorted to by such preparations
as calcium lactate, calcium chloride, cal-bisnate, or tricalcine.
The uncertainty of these is that very often they are not
absorbed. For this reason a full supply of vitamin D is
necessary. This is supplied in numerous proprietary prepara-
tions. Ostelin is useful as it is miscible with water and may
be included in any ordinary prescription. If glucose is being
used, the preparation Glucose-D (Glaxo Laboratories) is very
convenient. Better still is full sunshine,

Goitre in pregnancy is an obscure problem. In this country
it is very common. Though it would appear to be a hyper-
plasia secondary to the thyrotropic stimulus of the pituitary,
yet some of the goitres leave unmistakable adenomas behind,
while some patients show definite toxic symptoms before the
end of the pregnancy. One has seen three such cases sub-
mitted to thyroidectomy before the-end of pregnancy and all
of them seemed to benefit thereby. In prophylaxis one feels
that because the feetus also has a thyroid gland, the mother
should have a sufficient iodine intake. This is best effected by
the use of iodised salt. As this use is more or less a national
custom in this part of the world, the problem settles itself.

One difficult face presentation conducted by the author
was due to an amazingly large goitre in the foetus. The mother
had no thyroid abnormalities. The goitre melted away at an
astonishing rate and in a fortnight the neck was a normal
size. No treatment was given,

The administration of vitamin A and of iron is dealt with
later. .
One feels that diet in pregnancy is not a major problem.
We have at present little real knowledge on the subject. If the
theory that the toxemias are deficiency diseases could be
proved, the whole subject would be changed. In the meantime
active therapy is better reserved for the few cases where it is
obviously required. To administer as a routine calcium, iron,
phosphorus, vitamins and iodine for fancied deficiencies is to
ignore the fact that the race had its origin beyond the last
generation.

TuE PREVENTION OF OBSTRUCTED LABOUR.

The diagnosis of obstetric disproportion is always full of
difficulty and for no one more than for the country practitioner,
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From time to time numerous methods have been suggested, but
they are all subject to certain disadvantages :—

(1) External pelvimetry. This, to the writer, has always
been in the nature of a nightmare. One was never certain of
one’s results. Different readings were obtained at different
times on the same subject. The exact position of the
caliper points and the degree of pressure applied to them might
make a difference of half an inch. And the normal cases, so
found, often had difficult labours, while those with definitely
small measurements might have normal labours. No case has
been examined by the writer where he could say with con-
fidence that on the pelvimetry findings labour should be
induced. After a time pelvimetry was abandoned (secretly).
Enquiry of one’s colleagues revealed that they, too, rarely
used it, even. though they might still profess to believe in it.
Then recently the courageous statement has been made by
high authority that the pelvimeter should be abolished. The
claim has been -supported by other high authority. Many
general practitioners who did not contribute to the discussion
must have felt vast relief. "

(2) Internal pelvimetry. This again is difficult to perform,
and the first difficulty often comes from the patient. A primi-
para, who, with some timidity, approaches a strange doctor
on the delicate subject of the birth of her child, may never
have heard of vaginal examination and its performance may
not be advisable, Further, a reflex spasm may render the
attempt unsuccessful. Again, it is very hard to make out the
definite limits of the sacrum. Despite this, the method has
its uses,

(8) X-rays. In general practice this is frequently impos-
sible. ““ 1 never heard of such a thing.” ¢ But will it tell
you definitely? > ‘I can’t afford it.”” ‘1 can’t travel that
distance.”

(4) Forcing the head into the pelvic brim. If this is
successful one need not worry further. But if the head will not
go, the state of affairs is still uncertain. If the patient is very
stout it may be possible to tell where the head is. Also it is
possible that a head which is normal at the 87th week is too
big at term. To voice one’s suspicions at too early a stage
may cause needless alarm in the patient. And yet it is
equally unsatisfactory suddenly to abandon one’s assurance of
normality and suggest a cesarian or induction.

(4) Trial labour. It can be argued that there is no such
thing as a trial labour. If such a labour terminates naturally,
it is a normal labour. If it doesn’t, it is a tragedy.
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The writer must confess with some uneasiness that he
views obstetric disproportion as a menace against which he has
no organised system of defence. His methods, such as they
are, may be given :(—

Firstly, some assurance rests in the reflection that the
pelvis represents only part of the osseous system and if the
rest of the bones are fully developed and there has been no
disease, then one is justified in expecting normality. This is not
. proof, but it gives one courage, and even if the courage is of
the Dutch variety, this is better than panic. '

In the case of a multipara with previous normal babies and
normal confinements, the question of disproportion is not
pursued any further.

If a multipara gives a history of previous difficult labours,
it is wise to try and find out the cause if possible. More often
than not it had nothing to do with the mother.

When a primipara presents herself, certain points are
noticed. The general bodily development and physique may
give an impression that is almost conviction of sufficient pelvic
space. One is somewhat concerned over a shortened leg, over
rickets or a lumbar lordosis.

If there is doubt, a vaginal examination is resorted to.
The purpose of this is not so much to take accurate measure-
ments of the oblique conjugate as to ‘“ spy out the land.”” By
palpation, especially laterally, it is possible to get a general
impression of roominess or otherwise. An attempt is always
made to determine whether the promontory obtrudes too much
into the pelvic inlet; also the coccyx is palpated as it sometimes
projects too far anteriorly.

~ Then, with more confidence, abdominal palpation is re-
sorted to. Often in primipara the head is firmly engaged.
Such cases are left alone. But if the head will not engage, it
is often possible by palpating with both hands to tell whether
it is a large head or not.

When all this has been done the best that can be said
for any one case is that it is either all right or that one is
uncertain about it. The latter are the worrying ones. Actually,
in practice, interference or not is usually determined by the
degree of one’s uncertainty. This method is not satisfactory,
even though it might be the ideal that one hopes for after
exhaustive experience. It is a common finding that the more
one ponders over a case the more does one tend to regard it as
normal and the result nearly always justifies this assumption.
But in cases of doubt one views with alarm a pregnancy
persisting past full term. One is also more inclined to interfere
in the forties than in the more elastic twenties.
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Instead of a ‘¢ trial labour > the writer much prefers a
“ trial induction >’ by the quinine-castor oil-pituitrin method.-
if it is successful, it does no harm to mother or baby and
settles the question of disproportion. If unsuccessful, then
it often means that one has anticipated full term by a fairly
lengthy period and that one has been incorrect in assuming
the overgrowth of the foetus. The method is easy, non-
injurious and may save later trouble, but it is applicable only
to the border-line cases.

An interesting clinical point is that if the expected date
of confinement, based on the last period, is known, then pre-
mature or postmature labour tends to run in fairly definite
weekly cycles. Thus a premature baby is usually one, two or
three weeks premature. The same phenomenon is sometimes
seen in ‘¢ false ’* labours. The importance is that if an attempt
is to be made to induce labour, it is more likely to be successful
if reserved for one of these special dates.

THE LABOUR.

As a preliminary, the details of normal labour are given.

On the last ante-natal visit the patient should be instruc-
ted to go to hospital or to summon the nurse at the onset of
definite pains. (It is wise to explain to a primipara the
nature of labour pains.) Shortly after the doctor should pay
his first visit. There are various reasons for this—to satisfy
himself of a normal state of affairs by abdominal palpation, to
inspect the nurse’s ¢ layout,”” to instruct her when and
where to call him again and to assure the patient that he is
aware of her condition and that, when necessary, she will
have first claim on his services.

The question of sedatives, if not already settled, should be
decided at this visit. The type selected should determine the
frequency of the doctor’s later visits. But, even if none are
used, the patient should be seen every four hours. On these
occasions an estimation should be made of the progress of
labour. The temptation to do a vaginal examination is to be
resisted. The better way is to sit down, notice the character,
frequency and duration of several pains, examine the abdomen,
inspect the perineum, note whether the membranes have rup-
tured, and, if the nurse is experienced, listen to her story.
One cannot find any place in midwifery for rectal examinations.

In the first stage the patient is more happy and more
helped if she is walking about. In the second stage she will
probably prefer to lie down and, in the traditional manner,
pull on a towel with her feet braced against a resistance.
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If the pains slacken off and there is little progress in the
second stage, pituitrin can be considered. But so can a per-
sistent occipito-posterior ! For this reason, pituitrin should be
used with great caution. A safer treatment is scopolamine,
since the pains will probably then stop completely, thus giving
the patient valuable rest and probably a sleep. Labour will
then be strongly re-established a few hours later.

During the last half-hour of labour the doctor should be
in attendance, scrubbed, gloved and gowned. He induces a
very light anesthesia with chloroform and then hands over
the bottle and mask to the nurse, who thereafter gives a little
more chloroform with every pain or as she is directed. Foments
are applied to the perineum, if this 1s considered necessary.
For this the right hand may be used. (The patient is lying
in the left lateral position.) With the left hand, pressure may
be applied to the fundus during pains. This is to act as a
support to the abdominal muscles. Heavy pressure is danger-
ous, painful and ineffective. The head is very slowly guided
over the perineum, the depth of anaesthesia being definitely
increased at this stage. (A deepening of the anwsthesia earlier
is often useful if a spasm of the levator ani is holding up the
descent.) As soon as the head is born the neck is examined
for the cord. The shoulders are born, one at a time, by careful
rotation and traction. The anasthetic is stopped at this stage
and the mask removed. The nurse, who, in addition to
managing the anesthetic, has been holding up the patient’s
leg, now gives her attention to the child. She aspirates
mucus while the doctor palpates the uterus once, and once
only, to see that there is no traction on the cord, that there
is no second feetus and that the uterus is not distended.
Attention is then given to the child to establish its breathing.
The cord is ligatured, both distally and proximally, after all
pulsation has ceased. The fcetal cord is left about two inches
long, wrapped in a sterile swab and the child removed to
a warmed bed, where it is placed lying horizontally on its
left side. If there is a perineal tear, this is then sutured.
The patient is turned on her back and care must be taken at
this stage to see that she does not get cold. Provided there
is no bleeding, the uterus is left severely alone until its sudden
rising signifies the separation of the placenta, which can then
be easily expressed with the hand. The membranes are care-
fully threaded out so as to leave no fragments and the
placenta is examined. If the membranes are nipped (and this
does sometimes happen after pituitrin), they can be rotated
into a rope and held taut while the uterus, after having been
pressed down, is allowed to retract. This manceuvre may be °
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repeated as often as necessary and, provided there is no attempt
at haste, is always successful. ’

Tue PRrREVENTION OF PaAIN,

One’s attitude to this subject can be easily stated—the
pains of childbirth should be alleviated in every case and for
as long as possible provided the health of mother and child
is not prejudiced. And this relief should not be a favour of
the doctor; it should be the right of the patient.

Before drugs are considered the right psychological back-
ground should be created. It is wise when a primipara is
paying an ante-natal visit to refer to the subject of pain. Very
often it will be found that others of her sex have already
painted for her alarming pictures of the agony she is to
undergo. A little reassurance will help tremendously. It is
not wise to deprecate the pains. If one belittles the pains, her
confidence in her medical adviser will have gone at an early
stage of labour,

Exercise in the last month is important. The cervix is
dilating, the head is settling and painless labour is progressing.
Should the ideal be anasthesia, analgesia or amnesia?

Possibly the benefits of amnesia are not sufficiently recog-
nised in the obstetrical world. No one pain of labour lasts
long enough to arouse an acute distress in a patient. The
worst agony comes from the mental distress of anticipating the
next pain. The pain experienced in a dream is acute enough
at the moment, but on waking the patient has no painful
memories. So in childbirth. With some drugs the patient
may cry out with each pain, complain bitterly, upbraid the
doctor and then go off to sleep again. Yet the next day she
will admit that she remembers very little of what happened
and will, at the next confinement, request the same treatment.
Such an analgesic may be looked on as a successful one.

Unless the patient is a multipara with a reputation for
rapid labours, it is not very easy to deaden much pain in the
early stages. The first stage is fairly uniform to the type of
patient ; it is the second stage that is variable and it is in the
second stage that drugs have their main use.

Morphine and hyoscine are tried remedies and have their
place still. Morphia is not safe if the birth is expected within
two hours. The main effect of the hyoscine is to produce
amnesia, and the degree of this should determine the dosage.

Gas has as many theoretical advantages as it has practical
disabilities. In general practice it will need transport from
house to house. Certain sets advertised in England are not
available il this country and such locally-made ones as the
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writer has seen are only portable in the sense that the world
was portable to Atlas.

Of the barbiturates, none has any advantages over
nembutal, which is truly an excellent drug. To a medium-sized
person six grains may be given after an hour of steady pains.
The patient may still cry out with the pains, but later may
have complete amnesia. As required, more nembutal is given,
either one or two capsules at a time, depending on the size of
the patient. The repeat dose should not be given until the
effects of the previous dose are wearing off. As this means
that the first dose is already being excreted, there is little risk
of excess dosage. Hyoscine is an excellent ancillary to nem-
butal. One does not like morphia with nembutal. From
experience with surgical ansesthetics, one is convinced that it
does at times depress the respiratory centre and, theoretically
at least, may cause respiratory paralysis in the child.

Nembutal, however, has a few disadvantages. Sometimes
it does not act, and in such cases does not allow of any
satisfactory alternative. Sometimes it acts too long, in which
case rectal glucose may bring the patient round. The well-
known phenomenon of restlessness is also an occasional source
of trouble. An injection of 1/60 gr. strychnine may control
this, but a better way is to have a quiet talk to the patient
first and persuade her to make a mental resolution to be placid.

A very beautiful anssthetic may be secured by avertin,
though it, too, is sometimes uncertain. It gives more analgesia
than nembutal. If it is given too soon, the patient may be
awake in an hour with the baby still unborn. If given too
late, the feetal head may push it out of the rectum. This,
combined with the technical difficulties of its preparation, pre-
cludes its popularity. Yet, in selected cases, one has found it
to work perfectly. The patient goes into a deep sleep, bears
down with every pain, relaxes the muscles, wakes up fresh
and alert and invariably expresses amazement at the baby
being born.

Chloroform has a century of popularity behind it and is
still the sheet anchor of the obstetrician. Whether given by the
drop method, by an inhaler or by the capsule, it is always
certain in its results, does not harm the child, is easy to
administer, and, in spite of an occasional voice to the con-
trary, it is safe. The critics of chloroform cannot quote any
convineing statistics; still less in their illustrations of maternal
mortality are they able to prove that the chloroform caused
death. And their criticism of chloroform would be retracted if
they were to try to carry on a single-handed country practice
without it. No reasonable person can be expected to forgo
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its multiple advantages for the sake of the vague contingency
of a hypothetical danger., Chloroform, in the minute doses
required for analgesia with each pain, may be safely adminis-
tered by a nurse under medical supervision. In labour there
seems to be a susceptibility to the anaesthetic effects of
chloroform ; very small quantities are required. A few breaths
may cause induction and give a prolonged sedative effect. A
practical point is that in versions and rotations the most
painful stage is the first introduction of the hand into the
vagina.

Ether by itself is too slow and irritating. 1f a prolonged
angsthetic is required, a mixture of chloroform and ether is
advisable.

An adaptability in various anasthetics is an advantage in
general practice. The writer practises this, but as a routine in
the normal case adopts the following procedure :—

The patient is first assured against having any erroneous
ideas as to the nature of the pains. She is seen early in labour
and then,or later, according to the estimated progress, nembutal
is given. If possible, wait and see the effect. If not, instruct the
nurse regarding its administration. See the case at least every
two hours thereafter, unless telephonic communication allows
one to keep in touch with the nurse. Nembutal should not be
repeated by the nurse on her own responsibility. If time and
facilities allow, hyoscine may be used instead of later doses
of nembutal. In the final stages, as the head begins to distend
the perineum, gently induce a deeper anasthesia with chloro-
form. Remove the mask after every pain and re-administer
with every pain. This may be left to the nurse. When the
head is so far down that the accoucheur’s hand under the
chin can fix it, the anasthesia is increased. It is an emphatic
advantage at this stage to have no uterine contractions with a
head tearing through a rigid perineum. With the head under
manual control it may be allowed to stretch the perineum for
ten minutes or longer. The pressure can always be relaxed
if there is any sign of tearing. By this method an intact
perineum may be secured in nearly all multipara and many
primipara.

As soon as the head is born the mask is removed and the
patient recovers in time to assist in the expulsion of the
placenta.

THE PREVENTION OF SEPSIS.

The battle-ground of puerperal sepsis is littered with the
dead theories of obstetricians, clinicians and Dbacteriologists.
The struggle still -rages and peace lies only in compromise.
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There is enough clinical evidence to prove that no one
theory will explain puerperal sepsis. Sometimes the organism
enters by the vaginal route—Semmelweis proved this for all
time. Droplet infection may occur—-the proof is in the history
of some epidemics. The higher incidence of sepsis in cases
where there has been interference also proves infection through
the vagina.

Yet these facts do not prove everything. They fail to
prove anything in the normal case where there has been no
examination, and the labia are as tightly closed as the edges
of a laparotomy wound and open only for the flooding of the
liquor, the expression of the feetus, the sponging of the placenta
and the flushing of the lochia. It is beyond all reason to
contend that the sinister streptococcus gains entry through
closed portals, works up against this stream, preserves its
vitality, makes an agile detour round the fornices, and in four
days inaugurates a septicemia.

Of necessity we must postulate that the infection is some-
times blood-borne. Theories of this sort are always difficult to
prove, but the evidence is suggestive when the streptococcus
isolated from the uterus is the same as the strain isolated from
the infected tooth or the throat.

So much for the seed which may enter by the back door
or the front. Equally important is the soil, and the soil is
always tilled in pregnancy in that there is an increased
liability to sepsis in pregnancy. How often does the general
practitioner see the old phlebitis, the adenitis, the pyelitis,
flare up again when the pregnancy commences. ‘I think I
must be pregnant, doctor,” said one of the writer’s patients.
“ My leg is getting sore again.”” Her prophecy was correct.
There is, too, an increased permeability of the bowel during
pregnancy and sepsis seems to have its higher incidence
among those patients who have had gastro-intestinal troubles
all through pregnancy. This vulnerability of the bowel may
easily be the breach in the defence that the organisms storm.

The broad principles of prophylaxis, then, are simple—
eliminate, if possible, all infection, active or latent; neither
by omission nor by commission do anything that will weaken
the resistive powers of the patient in general or of the uterus
in particular and take all reasonable precautions against direct
contamination of the uterus.

The Elimination of Sepsis.—In the ante-natal visits inspect
the teeth. Pregnancy is no contra-indication to teeth extrac-
tion. If there are any symptoms of pyelitis or cystitis, render
the urine alkaline. Attend to the hygiene of the gastro-
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intestinal tract. Enquire for skin infections and even if they
are not present, advise daily baths as a prophylactic. Consider
the tonsils and the antrum. If there is a deep-seated infection
requiring major surgery, such as cholecystitis or salpingitis,
the risks outweigh the advantages.

The Patient’s Resistive Powers.—In the ante-natal period
the diet must be generous. Anzmia is to be watched for and
has its own specific therapy. The eliminative channels may
need, if not active stimulation, at least some persuasion.

Pregnancy is rare in diabetes, but if it occurs, the patient
will need careful watching during labour to avoid a hypergly-
cemia. The writer has encountered one case where a known
diabetic with a flat pelvis had two Cesarian sections twelve and
thirteen years ago. The mother is now taking thirty units of
insulin a day and, along with the two children, is quite well.

Pregnancy with tuberculosis requires a nice judgment. It
is a question of purchase and price. The purchase is constant
—a child. The price is the variable factor and we never
know the price till the bill comes in. Pregnancy is never very
good therapy for a tuberculous lesion, but it may be very good
therapy for the disappointed childless woman approaching the
forties.

Vitamin A has, rather easily, earned the title of the anti-
infective vitamin. Commercial firms have exploited the phrase
to the fullest. But neither by the experiments on animals,
which are in no way comparable to conditions in human
pregnancy, nor by the statistics of the controlled cases has the
argument for vitamin A been proved.

The writer’s experience of this is too small to be of much
value. But a hundred consecutive cases were given one capsule
of adexolin daily for the last three months, There were nine
cases of mild sepsis (mastitis, skin infection, phlebitis, ete.).
One hundred cases were then studied without adexolin. There
were ten cases of infections, counting over the three-month
period in each case. In this small series, vitamin A was no
specific.

Precautions Against Direct Contamination.—It is obvious
at the outset that surgical asepsis, though an ideal, is an
impossibility in practical midwifery. Asepsis of the wvulva
would necessitate more careful attention than a surgeon gives
his hands, and the perfunctory wiping of this region with a
biniodide swab is more of a ritual than a surgical obligation.
No pretence is made at asepsis of thighs and legs and after
the patient has changed her position several times on the bed,
it is impossible to conceive of sterile bedclothes. 1If, as is
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common enough, the bowels move frequently during the
second stage—helped thereto by the patient’s dose of castor
oil at the first pain—the field becomes hopelessly contaminated.

Yet, on the principle that though germs in the
. vicinity are bad, yet more germs are worse, it is
. wise to change a gross contamination into a milder
one. For this reason the vulva should be shaved, sponged
with an antiseptic solution and covered with a sterile pad.
The patient’s hands should be excluded from the field by
pinning them or imprisoning them in her own garments. Sterile
sheets, leg guards and pads should be used. The accoucheur’s
gown and gleves should be sterile. If he is suffering from
any throat infection, a mask is an added safeguard, though a
very poor one. No matter what mask is devised, if the wearer
can breathe the streptococcus can pass. The anatomical
defence of the vulva must be more efficient than a multitude
of masks. A good case has been made out for droplet infection
at times, but it must be only rarely that it becomes a
practical problem,

The writer does not wear a mask. The experiment has
been tried. It embarrassed breathing and speech, frightened
the patient and probably would not have arrested any strep-
tococci even had there been any to arrest.

There is a totally different case to be made out for intra-
vaginal or intra-uterine manipulation. Here the precautions
cannot be too stringent. Forceps, instruments, needles, catgut
and gloves should be boiled just before use. Care must be
taken that the forceps are,cooled; a bruised vaginal epithelium
is more sensitive to thermal stimuli than a gloved hand.

Though gloves should be worn, yet at times the clumsiness
of gloves warrants their discarding. Much more exact internal
manipulation may be done by the naked hand than by the
gloved one. In replacing a prolapsed cord, turning a posterior
presentation or replacing a shoulder, the writer has frequently
found it necessary to peel off his gloves. In such cases lysol or
cyllin has been used and rather ruthlessly as far as the hands’
are concerned, being in stronger concentration than laid down
by the manufacturers. The lysol should always be washed off
the hands; the vagina is very sensitive to it.

Vaginal examinations should be reduced to a minimum.
This means in the normal case, none at all. If the obstetrician
cannot gauge the progress of the case by abdominal or supra-
pubic palpation, by the character of the pains and the inspec-
tion of the perineum, he is not sufficiently experienced to
have vaginal examinations entrusted to him with safety. This,
of cqurse, applies only to the normal case.
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THE PREVENTION AND TREATMENT OF HAMORRHAGE,

Haemorrhage in labour has nearly always an anatomical
basis :—

Premature detachment of the placenta; fibroids and fibro-
sis; subinvolution ; cervical tear.

Premature Detachment.—There is no satisfactory preventa-
tive treatment of this condition, since there is no satisfactory
explanation why the placenta should sometimes be attached
to the lower uterine segment, or, if it is normally placed, why
it should at times be prematurely detached. The higher inci-
dence in toxic cases may "perhaps be explained by the raised
blood pressure, but not all the cases are toxic.

Antepartum hemorrhage must never be ignored, and
vaginal examination needs to be done at once, as the nature
and degree of the suspected trouble is impossible without it.

The diagnosis of placenta praevia is not difficult, but treat-
ment requires critical judgment. If the os is only slightly
dilated, if labour has not started or is only at an early stage
and the placenta is central, casarian section is the only treat-
ment. Only a gambler or one ignorant of the risks would be
content with conservatism. At the other extreme is the
marginal placenta that can only just be felt at a half-crown
dilatation. If the head is presenting and labour has started,
rupture of the membranes is all that is required. An easy
method of doing this is to carry up in the hand a small file
such as is supplied by drug firms for opening ampoules. When
the nurse presses the fundus, the membranes bulge and a few
scratches with the file will cause them to rupture. Between
these extremes are the cases where the classical version and
the extraction of a leg is the correct treatment. Once the
child is born there is little risk of further hemorrhage. The
placenta may be treated as if it were normally placed.

One has never had to do a version for this condition. The
operation has a similarity to tracheotomy, in that while the
general practitioner may never be called on to do it, he should
periodically read it up and refresh his mind about it.

The author had more anxiety over one case of accidental
hemorrhage than over all the placenta previas. The patient
was a full-term multipara and when seen for -the first time
the cervix was more than half dilated, the head was present-
ing, the placenta could not be felt and the patient had lost
a lot of blood and was still bleeding freely. The predicament
was awkward, as the scene was a lonely country house, candle-
lit, and there was no hope of getting assistance. A very
tight binder was applied and .5 cec. pituitrin was given. The
pains increased in severity and so did the bleeding. The
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membranes were then ruptured but the hwmorrhage did not
slacken. As the patient was almost in a state of collapse,
urgent action was imperative. One reasoned that the bleeding
would persist as long as the placenta was attached and that,
therefore, the hasty delivery of the child was indicated. This
was done, even though certain obstetrical principles were
deliberately broken—such as pulling without pains and ignoring
the unstretched perineum. All the time the nurse maintained
steady abdominal pressure. The child was born about five
minutes after the forceps were ready. The placenta followed
almost immediately and for the first time the hamorrhage
stopped. After an anxious two hours, the patient began to
improve and eventually did very well. The baby lived. Exam-
ination of the placenta showed an area of separation about two
inches in diameter and situated in the very centre. The blood
had forced a track for itself down to the circumference and
had escaped through the vagina. There was no concealed
hemorrhage.

Fibroids and Fibrosis.—It is impossible to formulate defi-
nite rules about fibroids. Their rate of growth is so rapid during
pregnancy that often their presence is suspected only after the
pregnancy is advanced. If they are left alone, they threaten
malpresentation and hamorrhage and sepsis. The alternative
is operation during pregnancy with the risks of a miscarriage,
a weakened or perforated uterus, or perhaps nothing more to
show than an abdominal scar.

For these reasons one’s personal preference is to allow the
pregnancy to continue. But these cases require close personal
attention. On account of the risks of hemorrhage and sepsis,
they are better treated in hospital. The materials for intra-
venous saline should be prepared and, if feasible, a suitable
blood donor secured. One never knows if hemorrhage is going
to occur. Pituitrin, just before the expulsion of the head, is a
wise precaution. Posture, morphia and ergot aseptic are addi-
tional helps, and sterile gauze should be handy for direct
bimanual compression if necessary.

Fibroids which have been obstetrical problems during
pregnancy should always become gynacological problems after-
wards. Mpyomectomy is the ideal; but hysterectomy may be
a necessity., Even though one confinement has been normal,
the next may not be. One case presented a marked example
of this:—

Mrs. H., a primipara, aged 26, pregnant for six months, showed on
antenatal examination a large fibroid on the fundus, about the size of
a grape-fruit. A surgeon operated, found three fibroids generally inac-

cessible, and so contented himself w1th closing the wound. Arrange-
ments were made for her confinement in a distant hospital where there
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were better facilities. A fortnight before she was due she had * colic ”

all one night, attributed by her to dietary indiscretions. When the
writer saw her, the head was peeping at the vulva. There were no

preparations—no nurse, no hot water. Despite this the delivery was

normal and there were no complications.

Operation was delayed for some time while she was feeding the
baby. In the meantime she became pregnant again, and the writer,
impressed with the ease of her previous confinement, unwisely decided
to allow the pregnancy to continue. 'The fibroids were again
present, but seemed smaller. She was seen after she had been in labour
for some hours. The feetal hand was presenting at the vulva, holding
a pulsating cord. Examination revealed a shoulder presentation. On
attempting to reduce this the head was found to be jammed between two
large fibroids. The head was retracted. One fibroid was beneath the
chin and the other was above the vertex. They effectually prevented
either podalic or cephalic version, and lateral movement of the head
was impossible owing to the prolapsed shoulder. The situation was
disquieting as the house was in an isolated part of the country, it was
ill-equipped and assistance was impossible. After various intra-uterine
manipulations of over an hour with the patient deeply under an
ansesthetic, and at grave risk of rupture of the uterus, the fcetal head
was sufficiently rotated to force it above the upper fibroid. The feetus
was then swept round till the head presented and the delivery was
easily completed with forceps. There was no hemorrhage. Mother
and child both did splendidly.

Postpartum hzmorrhage usually has its origin in retained
membranes or clots, or else in fibrosis after multiple pregnan-
cies. The former is controlled by manual expression. In
fibrosis uteri, posture and drug treatment are almost invariably
successful. Pituitrin is the drug of choice and if the hzmo-
rrhage is at all alarming, 1 cc. of surgical pituitrin is better
than the obstetrical. One disadvantage of pituitrin is that when
the effect wears off (in about an hour) there is danger of a
reactionary hazmorrhage. If this is anticipated, it may be met
by an injection of ergot aseptic while the pituitrin is still
acting. As a routine, it is hard to imagine any valid objections
to giving a drachm of liquid extract of ergot by mouth as soon
as the patient is conscious enough to swallow.

Recent reports have demonstrated the efficacy of direct
injection of pituitrin into the uterine muscle. One has never
had the opportunity of trying it, but the method certainly
commends itself. It should be simpler than an intracardiac
injection of adrenalin. Two theoretical disadvantages suggest
themselves. There may be bowel interposed. But as the
uterus is necessarily bulky in such cases, it should be possible
to get one hand behind it and bring it up against the ventral
abdominal wall. The second objection suggests itself from an
analogy with the marked shrinking that takes place where a
direct injection is made into the uterine at a casarian section.
This might lead to breaking of the needle, although such a
contingency could be obviated by making the needle slope
downwards.
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A retained placenta is sometimes regarded as a possible
cause of postpartum hzmorrhage. Practically, this seems to
occur only when the uterus relaxes. As long as ergot or
pituitrin is used, the uterus will contract and no hemorrhage
occurs unless there is a partial separation, and if the separation
is partial, it will rapidly become complete.

The best treatment for a retained placenta is to leave it
alone. The writer has never removed a placenta manually,
although he has left one for ten hours. The recommended
method of injecting the umbilical vein with glycerine is most
attractive theoretically. Practically, one has found it impos-
sible. The progressive difficulties are to isolate the vein in a
shrunken cord, to get a needle into the lumen of the vein, to
keep it there and to exert sufficient pressure .to force the
glycerine up the vein. Probably more success will follow more
experience. In any case, playing with the umbilical cord while
the placenta is separating naturally, is quite innocuous,

There is another form of postpartum hamorrhage to which
the writer can find no reference in books. This is the hsemo-
rrhage following obstetrical shock. With shock there is a lowered
blood pressure and any hamorrhage soon stops. One is
inclined to neglect the uterus thereafter. As the blood
pressure rises, a reactionary hamorrhage sets in. The patient
is still very dazed and makes no complaint. To everyone’s
alarm, the shock suddenly seems to deepen and examination
reveals that the bed is saturated with blood.

A cervical tear is a rare complication in a properly
managed case. Accouchement forcé is still with us—mnot in
its flagrant form but in the thin disguise of slight manual
assistance in the later stages of dilatation. This and the too
early application of forceps and a precipitate labour are the
common causes. Text books include the pressure of the forceps
blade on the cervical lip. But how rare, how almost impos-
sible, this must be.

Tue TREATMENT OF OBSTRUCTED LABOUR.

The difficulty with an obstructed labour is that in the first
part, while the cervix is dilating, there is no descent of the
child, and so the diagnosis of obstruction cannot be made until
labour is advanced. Then one hesitates to do a casarian and
forceps or craniotomy has to be considered. The writer has
never had to do the latter.

Before applying forceps above the brim, it is always wise
to make sure that the head is sufficiently flexed. A face or a
brow may not enter where a vertex will.
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It is difficult to understand why, if a head is so large that
it will not engage, it should be possible to help it through
with forceps which increase the diameter of the head. Yet
such frequently is the case.

A clear indication for forceps is a secondary uterine inertia.
This phrase covers a well-known clinical picture—a patient,
tired out after hours of heavy labour; the fcetal head presenting
at the vulva; feeble pains; and with every pain the head is
compressed against the pelvic floor, and as the pain dies off it
goes back to its original position.

One does not hesitate in such cases. Forceps are easy and
safe. There is no traction; it is simply a “ lift over.” The
alternative is further maternal exhaustion and the risk of a
dead foetus.

In cases where the labour has been precipitate but shorter
and the pains die off more from a general exhaustion of the
mother than from a localised uterine inertia, it may be wise to
ensure a rest with morphine and hyoscine. This is not wise when
the head is on the perineum. The inertia may wear off before
the morphia, and an asphyxiated baby may result.

In either case pituitrin may be used. It is rather like the
whip for a tired horse. The writer’s experience is that the
longer he practises, the less pituitrin he uses before parturition
and the more after,

The occipito-posterior presentation is a very real problem
in general practice. It is an exceedingly common condition
and one has had as many as four consecutive cases. The
tendency is more marked with the large baby, and in this
country the large baby is common. Eight and a half pounds
is an ordinary size.

The ante-natal diagnosis and correction is the ideal. Per-
sonally, one has to confess to inability to do either with any
degree of certainty. Abdominal fat, abdominal rigidity and
excess of liquor all make it difficult. At times it is hard
enough to feel the head, let alone the submental groove. Nor
can one be certain of the significance of limbs felt anteriorly.
Sometimes in a thin patient the diagnosis is clear enough and
rotation can be effected. More often it is not so clear. One
difficulty is that one’s experience does not teach one much.
If a posterior is suspected and a rotation be done, then if the
child is born normally, one wonders whether after all it was
an anterior, or whether it was a posterior with a normal pelvic
rotation. The same uncertainty remains if it develops into a
definite posterior.

The question of treatment is not so clear-cut as the text
books describe. They all make the clear distinction between
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the posterior and the persistent posterior. Actually, every
posterior is persistent up to the time it begins to rotate. 1f
it delays its rotation until everyone’s patience is exhausted, we
call it a persistent posterior. Then we do something and
wish we had done it hours before.

The writer, who has had a very definite interest in this
problem, has developed his own technique which is invariably
applied to every case.

The diagnosis rests on the following :—

(1) Abdominal palpation which often gives one no inore
than a suspicion.

(2) The character of the pains. This is important and
informative. The usual second stage bearing down pains are
absent in a posterior. The patient may have had them as
the head came into the pelvis and then they changed. KEach
pain starts as if it were going to be a °‘ bearing down ”
pain, but just as it is reaching its maximum it dies off
suddenly. The patient, who has tried to bear down at its
onset, gives up in despair and generally makes a remark that
““ things are not right,”” that “ something is blocking it.”
The following shows an attempt to represent the pains in
graphical form: —
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If by a study of the pains, by the slowness of labour, and
by abdominal palpation, the condition is recognised or even
definitely suspected, the treatment is simple.

The forceps are boiled up. The patient is put in the left
lateral position and anasthetised. The whole hand is inserted
into the vagina and passed up to the lower side of the head
where the ear is examined. The final diagnosis is made on
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this. Fontanelles and sutures are deceptive things, especially
if there has been any moulding and an unknown degree of
flexion, but nature never places the ears back to front. Then,
the diagnosis made, the head is pushed a little to free it from
its ¢ impaction > and to get the shoulders clear of the pelvie
inlet. The obstetrician’s hand then goes past the head and
feels for the shoulder. If there is not room for the hand, the
head may be pushed right out of the pelvis, though this is rarely
necessary. The shoulder is then swung round through a
half-circle. The head will require very little rotation; it
usually comes round as part of the general rotation. The hand
is brought down again, coaxing the head into the pelvis while
the nurse presses on the fundus. With the hand still in position
at the side of the head, the lower blade of the forceps is
guided in and then the upper blade.

Extraction follows by intermittent pulling. Usually this
is of small degree. Ome pulls without waiting for a pain,
because almost invariably this excites a pain. If it does not, the
pulling is stopped. Often the first pain will bring the head
down to the perineum. The second allows it to be fixed, when
the forceps are slipped off and the head gently expressed.
Without any undue haste, the average period from the begin-
ning of the operation to the birth of the baby is about fifteen
minutes.

One is prepared to defend this procedure with some em-
phasis. The teaching at the Medical School was ‘¢ leave as
much to nature as you can.’” The advice was excellent for
the inexperienced practitioner. But when we know that nature
sometimes will do nothing; that there is a danger of vaginal
sloughing and feetal distress; that by the time the mother
has come out of her anssthetic and weak pains re-establish
themselves, the feetal position may have changed, and in any
case there is a certainty of further weariness and pain for the
mother—then are we not justified in avoiding all this by such
a simple procedure?

The writer, in his early cases, ¢ left them to nature ”’—as
anyone can do. Since then he has rotated nearly eighty cases.
He does not know whether they were posterior or persistent
posterior—he has never waited long enough.

No mother has ever got a temperature or any complication,
The babies have all been healthy and have lived.

For this reason the author has a high forceps rate. The
fact that one is conscious of this, and that in these cases the
forceps are deliberately resorted to, convicts one immediately
of what is a traditional obstetrical heresy. But the argument
has never been against the forceps; it has only been against
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their unjustified use. One is pleading here for the recognition
of the posterior presentation as a suitable indication. Few will
cavil at rotation. To treat every posterior as if it were per-
sistent is more logical than to do an episiotomy as a routine.
And once the rotation has been done and the main objection to
forceps (interference) has already occurred, then it is as logical
to assist the uterine push with the forceps pull as it is to open
the window for dyspncea.

Shoulder presentations should be  corrected ante-natally,
which is not a difficult process if the case is seen early enough.
Nor is a neglected shoulder presentation as difficult to treat as
a text book description would lead one to suppose. One would
much prefer to deal with a shoulder presentation than with a
face.

There are many other rarer causes of obstructed labour.
What must be a very rare type was seen recently at a meeting
of the local branch of the Obstetrical Society. A tumour on the
lateral wall of the pelvis so obstructed labour that a casarian
was performed. The tumour at the time was thought to be a
dermoid, but subsequent pyelography revealed it as an ectopic
kidney.

The following are two interesting cases of obstructed
labour.

Mrs. M., a primipara of 19, with normal pelvic capacity, had twelve
hours of labour with no dilatation. She was then given a rest with
scopolamine. Labour recommenced and for another twelve hours there
were severe and genuine pains. At the end of this time the cervix was
a hard palpable undilated organ. She was sent to a hospital where,
after observation of her pains, a casarian was performed.

In her second pregnancy, four attempts were made at induction.
The last (bougies) was successful, but by this time she was full term.
A difficult but normal labour followed, assisted by forceps at the end.

In her third confinement she was left severely alone. She was in
labour for about two hours, and had an easy and spontaneous delivery.

The failure of the cervix to dilate is, according to the
authorities, very rare. The only explanation one can suggest
is disordered uterine action, the cervix either being insensitive
or the lower uterine segment contracting like the upper.

Mrs. T., a primipara of 39. When first seen, the patient (a large
stout woman) had had intermittent uterine colic for four days.
Abdominal palpation was indefinite except that one was fairly certain
that it was a breach. An attempt at external version was unsuccess-
ful. The fcetal heart could not be heard and no movements had been
felt for forty-eight hours. As cessarian was considered, no vaginal
examination was done. It was decided to wait and see the effect of a
resumption of the pains. After a further period of vague and unpro-
ductive pains the patient was exhausted and interference was necessary.

Under an anwesthetic, vaginal examination revealed a posterior
impacted breach with a prolapsed non-pulsating cord. Attempts to do
an internal version were unsuccessful, although the impaction was
sufficiently broken up to enable one to bring the legs down. The patient

was straining and vomiting under the ansesthetic and as a result the
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child was soon born as far as the shoulders. The arms were extended
above the head and great difficulty was experienced in getting them.
down. The attempt of the nurse with a smaller hand was unsuccessful.
Eventually however, this manceuvre was accomplished. The occiput
was then facing posteriorly and for a time defied all efforts to rotate it.
In the end this was effected by forceps. The head was then born. The
child was dead and weighed 11} lbs. The mother had a complete
perineal tear which, despite immediate careful surgery, resulted in a
recto-vaginal fistula which healed spontaneously after three months.

The case is not quoted as an example of brilliant work—
rather the reverse. Had one been more adept a vérsion might
have been possible. Also, rotation should have been effected
at an earlier stage, Reviewing the case after the event, one
realises that a casarian would have been simpler and safer, but
there was no clear indication for this at the time.

THE PREVENTION OF GYNAECOLOGICAL SEQUELZAE.

This aspect of midwifery needs more than passing
mention. It is not difficult for an obstetrician to practise
midwifery very successfully, both in his own eyes and those of
the public, and yet leave a train of gynacological scars behind
him. It is wise when dealing with a case of labour to remember
that the birth of the child is but one incident in the life of the
mother,

Some of the conditions that may occur are :—

1. Rupture of the uterus, which is most likely to follow an
obstructed labour or unwise intra-uterine manipulation,

2. Laceration of the cervix.

8. Prolapse. The causes may be too early application of
forceps, precipitate labour, rupture of the levator ani,
and excessive pressure on the fundus in expelling the
placenta, especially when this is combined with traction
on the cord.

4. Perineal Laceration. The foctal head may inevitably tear
the perineum ; the shoulders may accidentally do so. But
if the actual birth of the head be made a slow, deliberate
business, the perineum has great powers of stretching.

One’s practise is to repair a torn perineum immediately.
Catgut is satisfactory. The stitches must be passed deeply,
not tied too tightly, and the ends left long, so as not to irritate
the patient. The immediate repair gives one the advantage
of the patient still being under the anasthetic. If the perineum
is then carefully supported by a sterile pad while the placenta
is being expelled, no harm will result. If there is a complete
laceration the rectum should be repaired first. The operation
is lengthier, but is not a major procedure, and is better done
at once rather than submit the patient to a gynacological
repair later.
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THE CARE OF THE MOTHER.

The puerperium is not a very flexible period. Or, to put it
another way, there is not much disagreement among medical
men as to its conduct. This is probably because the nurse
usually takes charge, and nurses are always loyal to their
teachers, and their teachers are always loyal to tradition.

One likes to ensure absolute rest in bed for ten days—this
for various reasons, not the least of which is the fear of an
embolus. The temperature and pulse are charted twice daily.
The diet should be a full one at the end of the first week. An
abundance of fluid is advisable, despite the nurse’s concern
over distended breasts. The best regulator of the milk supply
is the four-hourly feeding of the baby, which, in addition,
helps involution. The essentials of an efficient milk supply
are :—

1. Periodic regular stimulus to the breasts by natural
feeding.

2. Abundance of fluids.

8. Adequate periods of physical rest in the nursing period.

4. The absence of mental and psychological worries.

An alophen pill is given every night from the time of the
confinement. If the bowels have not moved by the third day
an enema is given. One can find no use for castor oil in the
puerperium.

To do vaginal examinations shortly after confinements in
order to discover retroversions is somewhat of a counsel of
perfection in general practice, The condition is rare. The
patients will not co-operate. They still seem to retain that
disinclination which they exhibited on the first day of the
puerperium. And one is never quite sure of the value of a
pessary in such cases. If the tissues are so plastic that a
retroversion may be corrected, is not the distention with a
pessary inclined to predispose to a prolapse?

Tue CARe oF THE CHILD.
During labour, the child’s chances of survival are
increased by avoiding :—
1. Cerebral trauma. (Breach, forceps.)
2. Asphyxia. (Prolapsed cord, morphia.)
8. Exhaustion. (Protracted labour.)
4. Toxemia. (Eclampsia, etc.)
The case against quinine and nembutal has not yet been
proved.
At birth, aspiration of the mucus should be done by a
suction apparatus.
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One is always concerned over the baby that does not
breathe, even though one knows that the concern is probably
unjustified. The blue baby does not breathe; the white baby
cannot. In each stimulation may be necessary, but it needs to
be gentle. For the blue baby one of the best methods is
rhythmical forward traction of the tongue or artificial respira-
tion by Sylvester’s method. Once such a child has taken a good
breath it will give very little further trouble.

The white baby is certainly the baby with shock, but the
shock is peculiar in that there is a respiratory paralysis as well.
The old saying, ‘“ Treat the shock,’’ is excellent as long as one
remembers that one of the points in the treatment is to see that
the child takes a breath now and then. As the asphyxia is of
nervous origin it is not likely to respond to mechanical measures
so well as medicinal. So a subcutaneous injection of ether or
of lobeline may help. The best method, however, is the
administration of carbon dioxide and oxygen. But to do this
the child has to take at least one breath and for this a certain
amount of artificial respiration may be necessary. Once any
degree of respiration can be established, a little carbon dioxide
will easily keep it going. The old methods of smacking,
douching with hot and cold water, and tossing from one hand
to another are all to be condemned. Far more important
in these cases is the heart. A child will rarely die from respira-
tory failure, but it may die from cardiac failure. The heart
should be closely watched (or, rather, felt) and as long as its
action is not getting impaired the respiration can, to a large
extent, be left to look after itself. Panic on the part of the
obstetrician may easily bring disaster to the child.

The cord should stop pulsating before it is tied. Two liga-
tures round the feetal end makes for safety. There are many
fads about long and short cords. There is no doubt that
injudicious pulling on the cord, especially at the moment of
ligating, tends to the production of umbilical hernia in the next
few months. (The writer has had an opportunity of studying
the victims of a nurse who was addicted to this habit.)

The subject of the premature baby is too vast for descrip-
tion. In brief, the less that is done for it the better are its
chances. If, despite an incubator, or its equivalent, the
temperature remains subnormal, thyroid extract is indicated.
One has tried it in two cases only, but the results were excel-
lent. And no matter how sickly the child is, there is always
hope. Extraordinary recoveries occur. ' ’

THE TREATMENT OF SEPSIS.
It has been stated recently that a temperature of 98.6° in
the puerperium is pathological. This may be so, but it certainly
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does not mean that the pathology is the pathology of puer-
peral sepsis, In general practice the temperature is often
taken for the first time after the baby is born, and the fact
that the patient has been running a mild temperature is ignored.
Thus, a tuberculosis, an adenitis, an influenzal infection, or a
skin infection may be the cause of a puerperal pyrexia. The
mere reaction from a difficult labour, the emotional relief at its
termination, the aftermath of trauma to the genital passages,
a subacute bronchitis following an ether anasthetic, the disten-
tion of the breasts with milk may raise the temperature to
100°. The writer has published the findings in two cases of
the pernicious anazmia of pregnancy where the temperature
ranged from 100° to normal for a little over a week.

Though such morbidity in the very early stages may not be
alarming it is not to be ignored. The cause needs to be sought.
From the fourth day onwards a rising temperature carries a
deeper significance.

One need not traverse here the clinical findings on which
the diagnosis of sapremia or septicemia is made, nor the full
treatment of them. The main essential with sapremia is to sit
the patient up and give large doses of a reliable preparation of
ergot. This will generally render unnecessary digital or
instrumental exploration of the uterus. The glycerine treat-
ment is popular, and rightly so, but it should be instituted at
an early stage. To encourage a lymph flow from the mucosa
when the patient already has a septiceemia is like putting paint
over a rotten board. A diagnostic point with sapremia is the
malodour of the lochia. But one needs to remember that the
lochia in a normal case are not pleasant, and a nurse may
easily report adversely on a normal case.

Saprzmia is a problem of the seed, but septicemia is a
problem of the soil, too. There is no specific. Antipyretics
may lure one into a fool’s paradise; quinine is a helpless ges-
ture; preparations like omnadin S.U.P., edwenil, are too
inconstant to be reliable; vaccines and intravenous antiseptics
are unreliable,

But results have proved that there is a definite place for
anti-scarlatinal serum. TIts main value is in prophylaxis, but
the writer has seen two cases with excellent treatment results.
But it should be given early, and if a septiczemia is suspected
its administration should not wait upon a laboratory report.
Its routine use as a prophylactic is impossible in this country
on account of its cost., The frank septicemic case will strain
all the resources of a fully equipped hospital, and the practi-
tioner would be wise to transfer his case as soon as he has
reasonable grounds for suspecting the diagnosis.
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