
BULLETIN
OF THE

UNIVERSITY HOSPITAL
(Affiliated with the University of Georgia School of Medicine) 

Vol. 1 Augusta, Georgia, January, 1939 - No. 1

CONTENTS
Page 

Forew:rd ...................................................................................................... 1
Geo. A. Traylor, M. D.

Recent Advances in the Treatment of Trigeminal Neuralgia.......... 3
Richard Franklin Slaughter, M. D.

Extragenital Granuloma Venereum: Report of Case ...................... 6
Alien D. Smith, M. D. 
David Y. Hicks, M. D. 
Robert B. Dienst, Ph.D.

An Analysis of 500 Incomplete Abortions ........................................ 8
Charles M. Mulherin, M. D.

Metropathia Hemorrhagica: A New Method of Treatment.............. 11
R. B. Greenblatt, M. D. 
R. Torpin, M. D. 
W. W. Copped?e, M. D. 
T. S. Gatewood, M. D.

Practical Points in the Management of Cataracts ............................ 13
R. E. Leonard, M. D.

FOREWORD
By Dr. GEO. A. TRAYLOR, M. D., F. A. C. S.

Professor of Clinical Surgery, University of Georgia School of Medicine and 
Past President Medical Association of Georgia.

Interested and enlightened professions organize themselves iiito 
societies for the purposes of discussing problems in their respective 
field- and for publishing the results of their deliberations. "By the 
friction of mind upon mind the truth scintillates" is a maxim that 
finds no better illustration than the discussion of medical matters be 
fore assemblies of physicians and whatever of good is accomplished 
redounds to the benefit of the public.

Phvsicians deal with a form of human endeavor that generates 
within them a feeling of manifest duty to their fellowmen, both in 
bodv and spirit, and it is not difficult to conjecture why they should 
wish to come together to discuss their experiences. Medical societies 
foster professional esprit and satisfy a natural craving for association 
of like-minded individuals. Morale and solidarity are strengthened 
by affording others the benefits of one's investigations.

In addition to the meetings of the profession in the established 
organizations are the staff conferences of those connected with hos-
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pital activities. The various divisions of those in attendance at the 
University Hospital as so organized. Some of the most useful work 
emanates from these staff meetings, where the real professional 
details of the institution are reviewed, criticized and remedial measures 
instituted. Twenty- five years ago, such would have been considered 
unwarranted meddling in one's private affairs. Now, a hospital 
that desires the moral backing of our representative medical asso 
ciations must meet certain minimum standards in order to be "recog 
nized". These staff conferences are a requirement, and by them the 
members are enabled to judge results. This is primarily in the in 
terest of the ill and injured.

It is gratifying that the physicians connected with the University 
Hospital have become interested in the publication of this bulletin. 
It should prove not only of local interest but serve as a means of 
professional contact with physicians in the surrounding territory, and 
vvith the alumni of the University of Georgia School of Medicine and 
of the University Hospital.

In the pre-clinical and clinical branches of the medical school much 
research is being carried on, and this publication should prove of great 
value in disseminating the results of these investigations. But as the 
greatest number of medical men are engaged as practitioners, it should 
serve as a vehicle for contributions from clinical experiences.

With the exception of the years during the War Between the 
States, the Southern Medical and Surgical Journal was edited and 
published in Augusta by the local profession. A perusal of its volumes 
discloses that physicians from all the southern states were contribu 
tors. The general excellence of the articles and the editorial com 
ments afford pleasant and instructive reading. May this renewed 
effort meet with a like response from our friends and alumni, and 
attain the attractiveness in diction, style and usefulness of its dis 
tinguished predecessor.

RECENT ADVANCES IN THE TREATMENT OF TRIGEMINAL
NEURALGIA.*

By RICHARD FRANKLIN SLAUGHTER, M. D., 
Professor of Neuro-Surgary, University of Georgia School of Medicine.

Trigeminal neuralgia was first described by Avicenna (1) in 1000 
A. D. Fothergill (2) in England gave a very complete description of 
the condition in 1776 and since then the syndrome has frequently 
been called "Fothergill's Disease". In 1821 Charles Bell (3) of Eng 
land and Magendie of France discovered that the condition was due 
to involvement of the trigeminal nerve and not the facial as had been 
supposed. This observation paved the way for surgical treatment of 
the condition.

The etiology of the disease is as yet not known. It occurs at all 
ages and is not predominant in either sex. The most common age

—————————————,——————-—————————————————————————————————-————————————————————————~———————————

* Read before the Richmond County Medical Society, Aussuata, Ga., December 15, 1938.
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incidence is between forty and sixty years. There is no indication at 
this time that foci of infection in the teeth, sinuses or tonsils have any 
connection with the condition.

The first manifestation of the disease is a sudden shooting, stab 
bing, lancinating pain felt in tins upper or lower jaw, cheek or lip, 
rarely in or above the eye. The pain may disappear in a few moments, 
only to recur, without intervening symptomatology, at intervals 
varying from a few seconds to several years. As time passes, the 
pain becomes more severe and the intervals between attacks become 
shorter. The usual story presented is one in which the patient has 
his first severe attack and is treated with morphine. The pain 
passes off with time. This is followed by a general attack upon the 
sinuses, tonsils and teeth. This may occur before the pain has stopped 
and "post hoc" rather than "propter hoc" the pain stops. It is indeed 
rare for a patient to be admitted who has not had his teeth removed 
and his sinuses punctured ssveral times. After a period of time the 
pain begins again as suddenly as it stopped and without apparent 
cause.

Ths patient may complain that chewing, washing his face, brush 
ing his tseth, talking- or anything touching his face will start these 
severe paroxysms and that he is most careful to avoid such acts which 
are likely to initiate a paroysm of pain. He often says, "Doctor it fsels 
like someone is stabbing a knife into my jaw or like lightning is run 
ning- through my face".

Now what have we to offer such a sufferer? One can assure this 
patient that he does not have a condition that will shorten his life. The 
only thing that he is suffering from is pain and this may be relieved 
in several ways.

First there is trichlorsthylene. This is a gas that was discovered 
during the World War. It affects particularly the fifth nerve. It is 
of temporory benefit and is used only to lessen the pain until other 
means of relieving it can be afforded.

• Avulsion of the involved branch of the nerve has been abandoned 
except for the first division in elderly persons. It is reserved only 
for those cases in which the pain is limited to the first (ophthalmic) 
division.

Alcohol injection of the peripheral branches is the oldest of all 
forms of treatment and is still used quite frequently. In most clinics 
it is reserved for bad operative risks and for patients who object 
strenuously to the operation. For the alcohol injections to have 
their maximum effect they should be dona in the temporal region at 
the foramen ovale and the foramen rotundum. The maximum effect 
lasts usually from eight to fourtean months. The remissions ob 
tained from subsequent injections are much shorter in duration and 
finally, after the third or fourth, they have no effect. In most clinics 
it is not advised to havs an alcohol injection if the patient is a good 
operative risk. These patients all come to operation sooner or later 
and the later the greater is ths operative risk. One has very little to 
offer such a patient at this last stage.
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Harris (4) and others in Europe have used the infraorbital ap 
proach to the direct injection of the Gasserian ganglion. It is needless 
for me to state the dangers to the extraocular movements and those 
which follow alcohol injections into the subarachnoid space. Putnam 
has tried the injection under the fluroscope in this country but has 
given it up because of the risks connected with such a procedure.

Because of the technical work of Gushing and Frazier the mortali- 
tv rate in resection of the sensory root of the trigeminal nerve is less 
than one per cent. I have neither space nor time to go into the history 
of the development of the refined operation that we do today. I can 
remember a few years ago when the operation was done in the reclin 
ing position. Then three hours or more were needed for the opera 
tion and a blood transfusion was required to combat the shock. Neuro- 
surgeons of today will place these patients in a chair in the sitting 
position; then under general anesthesia the root is approached as the 
case merits. The sensory root should be cut in twenty minutes from 
the time the operation begins and the operation terminated in thirty 
or thirty-five minutes.

With the use of intratracheal cyclopropane the patients are awake 
as soon as the dressing is applied and they frequently eat supper very 
comfortably on the day of operation and leave the hospital on the sixth 
day. The next most important advance is the partial resection of the 
root. If the pain is in the third (mandibular) division onlv, it is our 
practice to section the posterior half of the sensory root. It has been 
our constant finding that these patients are completely relieved of pain 
sensations and retain touch in all three divisions. This is imporant, as 
most of these unfortunates have had their teeth removed and conse 
quently suffer with ulcers in the anesthetized area from false teeth as 
well as with difficulty in chewing and swallowing. We have found con 
stantly that if the pain is in the second and third division that section 
of two-thirds of the posterior root will abolish all pain and preserve 
touch in all three divisions. If, however, the pain is in and behind the 
eye with radiation to the forehead and temple, we have found it neces 
sary to cut the entire root. This is not desirable, but necessary, al 
though the patient may have complaints which are probably justifiable.

Thus we see that the most important advance in the treatment 
of this malady is the shortening of the operative time to half an hour. 
A second advance is the differential section of the fibers with the per 
manent relief of pain in areas supplied by the divisions sectioned with 
the preservation of touch. A third improvement is the preservation 
of the motor root, permitting bilateral section of the sensory roots of 
the fifth nerve without loss of its motor function (innervation of the 
muscles of mastication).

RE7ERENCES
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Bellunensis saitiKation. Venetiis. Jan'.au. 1595. Liber 3. Gen. 2, Tract, p. 528 Cap. 15 De
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'31 Sir Charles Bell: On the Nerves: KivinK an. account of some experiments on the structure
and function* which lead ti a new arranKement of the system. Phil. Tran Roy. Soc. London
1821. 111:398-424. 

'11 Harris. J. : Neuritis and Neuraliria. Oxfo:d Press.
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EXTRAGENITAL GRANULOMA VENEREUM 

REPORT OF CASE
ALLEN D. SMITH, M. D.* 
DAVID Y. HICKS. M. D.** 
ROBERT B. DIENST, Ph.D.***

In May, 1935, a negro male, ag-ed 41 years, was admitted to the 
University Hospital with the following history: Seven months ago a 
small pimple was noticed in the left inguinal region which soon de 
veloped into an ulcer. This was disregarded by the patient and only 
after its size had increased markedly did he visit a physician. He 
was referred to the outpatient department of the University Hos 
pital, where he was treated for syphilis because the blood Wassermann 
test was positive. However, anti-syphilitic treatment had no effect 
on the lesion.

I

Fig. 1

Physical examination at the time of admission to the hospital 
revealed raw granulating areas in both inguinal regions and a smalbr 
granulating area on the shaft of the penis. The Wassermann reac 
tion was now 2 plus and the Kahn test 4 plus. Biopsy report on May 
30th, 1935, was recorded as follows: "Small fragments of skin in a 
state of chronic suppurative inflammation; heavy plasma cell infil 
tration, ulceration and granulation." Subsequently Donovan bodies 
were demonstrated in the sections of tissue. Treatment with antimony 
(Fuadin) was begun in the hospital and the patient was referred to

* Resident in Pathology. University Hospital.
*  Assistant Resident in Surgery. University H^pital.
*"Associate Professor of Bacteriology and Public Health, University of Georgia School of Medicine.
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the outpatient department for further therapy. He failed to report 
to the outpatient department and was not sean again until October 
24th, 1938, when he reported to the cancer clinic.

Fig. 2

At 'this time he suffered from a massive overgrowth of the gum 
which followed extraction of several teeth. He also noted a swelling 
at the angle of the jaw which had progressively increased in size.

An exuberant soft red mass, which presented many pin-point 
yellowish areas, was observed on the right upper gum at the site of 
the extracted teeth. This extended a short distance on to the soft 
palate. A smaller but similar mass was seen on the opposing- gum 
surface. There was a firm, ill-defined, non-fluctuant, tender, tumor 
mass over the entire right jaw, extending to the neck. No nodules 
were palpable in this mass. Biopsy was thought to be indicated and 
the section from the the lesion of the gum revealed the characteristic 
histologic picture of granuloma venereum. Many Donovan bodies 
were seen in sections. Bilateral inguinal ulcerations were present at 
this time.

In as much as the patient was known to react positively to the Frei 
antigen, material was aspirated from the tumor-like mass of the neck 
and an antigen prepared following Frei's technique. Stained films 
of aspirated exudate revealed Donovan bodies in apparently pure cul 
ture. However, after culturing the exudate it was found to be con 
taminated by staphylococci. The freshly prepared antigen was given 
to the patient and to two other proved cases of granuloma venereum. 
A known Frei antigen was used as a control. On examination after 48 
hours all three patients exhibited a 3 plus reaction to the known Frei
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antigen, whereas the antigen prepared from the aspirated exudate 
produced no specific reaction.

Granuloma venereum usually occurs simply as a persistent granu 
lating ulcer of the pudenda and seldom involves the lymph nodes or 
the soft tissues underlying the areas of ulceration. This case is 
therefore interesting in two respects, first it is an additional case of 
extragenital venereal granulorr.a; and second, the degree of involve 
ment of the soft tissues of the neck presented a diagnostic problem. 
While diagnosis of the oral lesions was evident from the biopsy, the 
cause of the cellulitis was determined only after aspiration and cross 
Frei tests.

AN ANALYSIS OF 500 INCOMPLETE ABORTIONS
CHARLES M. MULHERIN, M. D.,

Clinical Assistant in Obstetrics and Gynecology, University of Georgia School
of Medicine.

The management of incomplete abortion is always an interesting 
subject. Because this condition is so common and yearly causes the 
loss of many lives, as \vell as much pelvic invalidism, it deserves serious 
consideration. i

The author has long realized that there is no unanimity regarding 
the management of these cases. Opinion varies so much that it 
leaves one in a quandary as to just what type of treatment is the 
best. Broadly speaking there are two main schools of thought with 
regard to treatment. There are the so-called conservative and radical 
managements of incomplete abortions. The conservative policy is 
one of non-interference, or leaving the case to nature and letting her 
take care of the condition if she can. Of course, supportive measures, 
such as maintenance of proper nutrition, parenteral fluids, blood 
transfusion, and administration of oxytocics form a prominent part 
of the picture of conservative management and are most important. 
However, the keynote is to stay out of the uterus, if possible.

When nature does not perform her job, then interference, or 
emptying of the uterus, is permissible. There are two main indica 
tions for interference under a conservative plan of management. The 
first of these is profuse bleeding which threatens the life of the pa 
tient. Fortunately, such cases are rare. The other conservative 
indication for interference is in those cases where nature does not 
complete the job satisfactorily; she empties the uterus of most of its 
contents, but not all. These patients are the ones who bleed chroni 
cally. There is no profuse bleeding but there is sufficient bleeding 
to incapacitate the patient and prevent her from performing her usual 
activities. A dilatation and curettage for chronic small hemorrhajn' 
is not considered conservative unless the patient has had a tempera 
ture near normal for a variable period of time, usually a week of near 
normal temperature, or under 100° F.

Of course, we have another conservative indication for inter 
ference in the management of incomplete abortion in those late septic
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cases where there is a pelvic accumulation of pus. However, for the 
interference to be considered conservative the abscesses must be 
drained extraperitoneally. The abdominal, or transperitoneal drain 
age of these cases is condemned because of danger of a generalized 
peritonitis and death.

The radical management has as its plan ona of interference. It 
advocates emptying of the uterus as soon as possible after the onset 
of the abortion. There are then two lines of management which are 
more or less diametrically opposed. Now, just as there are indica 
tions for interference in the conservative management, there are con- 
tra-indications to interference in the radical management. Those 
centra-indications are: (1) the presence of a positive hemolytic strep- 
tococcic cervical culture, and (2) extension of the infection beyond the 
confines of the uterus. Since these two centra-indications are not 
often present, the vast majority of cases are treated by dilatation 
and curettage. The reasoning- behind the two schools of thought is 
interesting; each has apparent claim to common sense. The conserva 
tive argument is that with an incomplete abortion the uterine cavity 
is contaminated with bacteria from the vagina and since we cannot 
hope to empty a uterus completely with a curette, any attempt at 
emptying will bury the organisms deeper into the tissues and favor 
the extension of the infection. The radical view does not deny that 
the uterine cavity is contaminated but believes there is also present 
much material within the uterus which is favorable to the growth 
of bacteria and that the gentle removal of this material will not have 
a deleterious effect on the course of disease but a distinctly beneficial 
one.

These opposing views are held by physicians of equal professional 
standing, whose obstetrical and gynecological judgment is equally re 
spected. Consequently the average practitioner is unable to decide 
which type of treatment is the better for his patient.

It was because of this state of affairs that the author undertook 
the following study. It was hoped that it would help him in deciding 
the question of interference or non-interference in incomplete abor 
tions. All of the cases in the University Hospital from 1926 to 1936 
inclusive were studied, with sufficient cases from 1925 to bring the 
total up to 500.

CONSERVATIVE GROUP
Per cent afebrile 

Non-interference .......................................................................... 35.4
Conservative D. and C. plus pack .............................................. 72.09
Conservative D. and C. .............................................................. 62.1
Combined Conservative ................................................................ 48.5

DOUBTFUL GROUP 
Doubtful D. and C. plus pack .................................................... 38.6
Doubtful D. and C. ........................................................................ 57.1
Combined Doubtful .................................................................... 45.0

RADICAL GROUP 
Radical D. and C. plus pack ...................................................... 32.5
Radical D. and C. .......................................................................... 34.5
Combined radical ....................................................................... ..32.9
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MISCELLANEOUS GROUP '.

Sponge stick .................................................................................. 34.6 '. ;
Cervico-vaginal pack .................................................................. 33.3
Uterine pack ................................................................................ 28.5
Finger curettage .....:.................................................................... 27.2
Laparotomy .................................................................................... 20.

The cases were grouped according to the type of treatment. 
First, as to whether a dilatation and curettage was done or not; second 
in the cases in which dilatation and curettage was carried out they 
were sub-grouped as either conservative or radical, depending upon 
the type of treatment. In making the decision as to whether the in 
terference was radical or conservative management we used the stand 
ard of a seven day period of temperature under 100° F. before the 
curettage was done.

The doubtful group comprises those cases in which, from avail 
able information on the chart, it was impossible to decide whether or 
not the dilatation and curettage was conservative or radical. The 
hospital record shows a normal temperature for the sixth and seventh 
but there is no indication in the history of the patient about the temp 
erature during the five days before entrance into the hospital; it may 
have been under 100° F- or it may have been above. <

The third grouping comprised those miscellaneous cases in which 
no dilatation and curettage was done, but some type of genital mani 
pulation was carried out, such as packing the vagina, packing vagina 
and uterus, finger curettage, etc.

After grouping the cases in this manner the number of days of 
fever was checked for each case. An afebrile percentage was then 
worked out for each group. An example of this is as follows: in the 
non-interference group there were 144 cases with 51 cases that had an 
afebrile course.

X:100 :: 51:144
X = 35.4 per cent afebrile

The afebrile percentage for the non-interference group is 35.4. 
A glance at the figures shows that a conservative policy is the better.

The miscellaneous group is interesting. Here we find our afe 
brile percentages diminishing with increasing genital invasion. We 
can say in this group in a general way that the afabrile percentage is 
proportional to the amount of genital invasion.

CONCLUSION
These figures indicate that conservative management is the better 

for incomplete abortions. Conservative treatment does not mean 
that dilatation and curettage is not permissible or never indicated, but 
when indicated it is best to wait until the temperature has been under 
100° F. for at least seven days.

The cases analyzed were handled by many different physicians,
general practitioners for the most part, rather than by physicians

. with practice limited to obstetrics and gynecology. For this reason
\the author realizes that the statistical results obtained can be fairly

questioned by physicians in those clinics where the cases are handled
entirely by obstetricians and gynecologists.



OF AUGUSTA, GEORGIA 11

METROPATHIA HEMORRHAGICA* 
A NEW METHOD OF TREATMENT ,

R. B. GREENBLATT, M. D. 
R. TORPIN, M. D. 
W. W. COPPEDGE, M. D. 
T. S. GATEWOOD, M. D.

PRELIMINARY REPORT
In presenting a new method of treatment in metropathia hemor- 

rhagica by employing blood and urine from lactating amenorrheic 
women, we are mindful of the many spontaneous recoveries that are 
encountered in any investigation of this sort. Such recoveries are 
frequently heralded as therapeutic triumphs. We also take cognizance 
of the many proposed methods of treatment already in vogue. Their 
number is legion, and that very fact implies' that no one of them is 
uniformly satisfactory in the treatment of functional uterine bleeding.

Before presenting our thesis, we wish to accept certain facts. In 
any discussion of the menorrhagias, the role of thyroid therapy must 
not be underestimated. In functional uterine bleeding associated with 
mild to severe hypothyroidism, the administration of dessicated thy 
roid has proved of inestimable value. Moccasin snake venom injec 
tions have been advocated for the past few years by Peck and his 
associates (1). Their method in the hands of many has proved a valu 
able stop-gap, and offers much promise, if adequate and prolonged 
dosages are provided.

Pregnancy urine extracts (antuitrin-S, antophysin) have their 
role and their advocates are many. However the pessimistic views 
of Jeffcoate (2) and of Keene and Payne (3) concerning their value 
in functional bleeding are the generally accepted ones amongst lead 
ing gynecologists. It may well be that the results are more promising 
when higher dosages are used, such as recommended by Kurzrok (4) 
and his co-workers, i. e., 200-500 r. u. daily until bleeding is arrested 
and 200 r. u. twice weekly thereafter. Anti-menorrhagic flactor 
(Armour) has been given a fair trial by us, with brilliant results 
matched by equally dismal failures. Far more consistent are the 
results obtained with progesterone. J. S. L. B'rowne (5) has shown 
that in cases of metropathia hemorrhagica due to cystic glandular 
hyperplasia, intra-muscular injections of 5 mg. (5 rabbit units) should 
be given every other day for four doses two weeks after a therapeutic 
curettaga has been performed. The course of injections is repeated at 
cyclic intervals (20 days after onset of bleeding). More recently 
Loeser (6) reported the observation that diminution in bleeding 
occurred in cases of metrorrhagia following administration of male 
sex hormone. He cites a case of irregular menstruation associated 
with endometrial hyperplasia in which the endomethium became a- 
trophic after the administration of 500 mg. of testosterone propionate, 
and suggests inhibition of the hypophysis as a possible explanation 
of the action of testosterone propionate.
* From the Departments of GynecoloKy and Patholocry of the University of Georgia School of 

Medicine. Read before the Richmond County Medical Society, Augusta, Ga., Dec. 15, W38.
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Aside from the various agents mentioned, we are also ready to 
admit that frequently simple curettage proves curative. Again, \ve 
do not overlook the importance of correction of body weight in the 
obese and undernourished, or the importance of correcting dietary 
discrepancies such as low protein intake or vitamin deficiencies. In 
spite of all this, the treatment of metropathia hemorrhagica remains 
the bete noir of the gynecologist. Should young women be subjected to 
surgical castration, it would represent the height of folly. Yet radium 
therapy, though brilliant as its results may be, often provas an un 
wieldy weapon, for the dosage is not always predictable. Castration, 
with its unhappy consequences, frequently results. Hysterectomy 
represents the ultimate in "defaitisme" on our part, and as such ever 
rears up as an ugly challenge.

Because our endocrine clinic could not afford the expense of 
hormone preparations for clinical investigation or therapy, we of 
necessity looked about for an economic though useful method of treat 
ing our uterine bleeding cases. The experimental work of Nathanson 
and Fevold (7) suggested to us a possible solution of our problem. 
They were able to suppress temporarily the estrous cycle in rodents 
by the injection of urine from lactating amanorrheic women. We de 
cided to apply this principle in order to study clinically its effect on 
functional uterine bleeding in the human.

Some thirty-five patients with functional uterine bleading have 
been treated by us in the past two years with a variety of methods. 
Fourteen of this number received either urine or blood from lactating 
amenorrheic women; some received both. The urine was administered 
by Murphy drip in quantities averaging about 500 cc. Blood was 
given intramuscularly in amounts of 20 cc., total dosage ranging from 
40 cc to 120 cc. The hospitalized patients received a routine endocrine 
check-up such as B. M. R., glucose tolerance and diagnostic curettage. 
Curettage was replaced by suction curettage whenever deemed ad 
visable. The patients treated in the clinic were subjected to suction 
curettage only. This procedure obviates any criticism that curettagt- 
in itself was the curative procedure. Of the fourteen patients, two 
have returned for more therapy because of mild recurrence of bleeding - 
The others, for the greater part, have resumed more or less normal 
cyclic"bleeding. Thus far the results are comparable to or better than 
any of the other methods where expansive endocrinotherapy were em 
ployed. The efficiency is exceeded only by the economy.

Modus Operandi: In the human, it is thought when labor sets 
in estrone is at its highest paak while corpus luteum hormone 
(progesterone) is at its lowest level. Lactation sets in from 3 
to 6 days after labor, as soon as the inhibiting influence of estrone 
is removed, i. e., is excreted. The lactating hormone, prolactin, 
then appears in abundance in the urine while the levels of estrone 
and pregnandiol, (the excretion product of progesterone (Brown)), arei 
minimal. Lactogenic factor (prolactin) however is valueless in the! 
treatment of functional bleeding according to E. F. Pike of the Armour] 
Laboratories. Curettage, if performed on the amenorrheic lactatinj 
woman, usually reveals an atrophic endometrium. Ovulatory, though
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asymptomatic, cycles occasionally occur since lactating amenorrheic 
women have been known to become pregnant. It is probable there 
fore that another factor is present other than lactogenic hormone 
(prolactin) which tends to suppress bleeding.

Conclusion: An economic and efficient method of treatment in 
metropathia hemorrhagica is presented. A theoretical explanation is 
offered for the employment of the urine and blood from amenorrheic 
lactating women, to suppress functional uterine bleeding. The re 
sults thus far obtained warrant its further trial and preliminary re 
port at this time. In using the method of treatment outlined in this 
paper other factors when present such as associated dietary dis 
crepancies, secondary anemia, hypothyroidism and the correction of
body weight should not be overlooked.
—————————————————————————————<————————————?———
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PRACTICAL POINTS IN THE MANAGEMENT OF CATARACTS*
R. E. LEONARD, M. D.,

Clinical Assistant in Ophthalmology and Otolaryngology, University of Georgia
School of Medicine.

By a cataract we mean a loss of transparency of the crystalline 
lens of the eye or its capsule.

There are four principal types of cataracts with which we must 
concern ourselves, namely; Congenital, when present at birth; Juve 
nile, when occurring in youth; Senile, when occurring late in life; and 
Traumatic, when due to an injury.

It is rather infrequent that a congential cataract can be diag 
nosed at birth, because of the extremely contracted pupils and the 
minuteness of the opacity. Usually, several months elapse before 
either a parent or the pediatrician notices a very small white opacity 
located centrally in the lens. Our course of procedure in these cases 
should be governed by the degree of vision and the relative degree 
of interference caused by the opacity. If the opacity is small, the 
proper treatment is conservative, consisting only of complete dilata 
tion of the pupil. This will permit light rays to enter and stimulate 
the retina, thereby preserving its receptive function. In this way 
we can often prevent the formation of a disfiguring squint.

Should the cataract be of a progressive type, causing a gradual
* Read before the Duga? Journal Club, University of Georgia School of Medicine, Dec. 19, 1938.
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enlargement of the opacity toward the periphery, the degree of vision 
is lessened proportionately, until such time, that vision is reduced to 
the perception of gross objects or even light. This condition prevents 
the entrance of sufficient light to stimulate the normal retina and in 
time, there is a permanent loss of receptive ability of the retina. When 
this occurs, the eye is irretrievably lost. Therefore, to prevent such 
a calamity, we must keep a close watch on such cases, and when it 
is noticed that the child is having difficulty in "looking around" the 
cataract, then surgery is indicated. One of two procedures is at our 
disposal. We can resort to needling the cataract or remove it by 
linear extraction. Personally, I am in favor of the latter procedure, 
for when it is performed properly, we can and do, shorten the number 
of operative procedures that necessarily follow the needling operation. 
Needlings must be repeated until there is complete absorption of lens 
material.

The final procedure following a needling is the operation of cap- 
sulectomy or capsulotomy. When the linear extraction is preferred, 
we enter the anterior chamber of the eye, using a keratome and car 
rying the tip through the anterior capsule of the lens. The soft lens 
material follows the withdrawal of the keratome and by a thorough 
irrigation all remaining soft lens material is washed out of the an 
terior chamber. A discission operation on the dense secondary mem 
brane will give a clear black pupil. This type of operation is supplant 
ing needlings in popularity, and I believe it should be attempted in all 
immature, uncomplicated cataracts, particularly in young individuals. 
The final results are much more satisfactory.

When dealing with a juvenile type of cataract, we employ the 
same methods of procedure as I have outlined above.

We are often confronted with cataracts which have developed I 
following trauma. If the case is seen immediately following the 
injury, we should do nothing more than observe the case for the, 
appearance of any complications. The most noteworthy complicatior 
following- an injury to a lens is glaucoma, which results from rapid^ 
absorption by the lens of the aqueous humor of the anterior chamber.

Many persons ask, "When is a cataract ready for removal ?" The 
correct answer to such a question must be: when the offending cata 
ract interferes with a man's usefulness to the extent of hindering 
him socially and economically.

Is it necessary to delay operative interference on a cataractous 
lens until the patient is almost blind? We think not. Today, the 
keen opthalmologist has several operative procedures from which he 
may choose the one best suited to the stage of development of the 
cataract. Therefore it is not necessary to wait until the cataract is 
fully mature. Cataracts in the same stage of development are rarely 
seen in the two eyes. Usually one eye has a cataract before any signs 
are noticed in the other and therefore, the interference with vision 
is usually much greater in one eye. In such cases the accepted method 
is to remove the mature cataract, followed by intracapsular removal 
of the immature lens.
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Many eye surgeons today consider this a very radical procedure, 
and yet it has proved to be the proper procedure in certain cases requir 
ing immediate attention. In this manner, we restore vision to both 
eyes, and the patient, by wearing corrective lenses, has binocular single 
vision.

There are several methods commonly employed in extraction of 
cataracts. Perhaps, the most commonly employed at the present 
time is the combined extracapsular extraction. By combined, we mean 
that an iridectomy or iridotomy is performed at the time of the 
cataract extraction to disinguish it, from a simple extraction where 
no surgery is employed on the iris.

The method of cataract extraction that I have found to be most 
satisfactory is the combined intra-capsular type of extraction, using 
the Arruga capsule forceps, and employing 'force to break the' taut 
zonular fibers of the suspensory ligament. In this way, the entire lens 
in its capsule is removed from the eye. There is no remaining cap 
sule to act as an obstruction to clear vision. In the extra-capsular 
type of extraction, where the anterior capsule is removed, there is 
lens material and posterior capsule remaining.

Whenever a corneal section is made for the extraction of a cata 
ract, it is necessary to obtain a conjunctival flap. This is particularly 
true where an intra-capsular extraction is contemplated.

The indications for the simple type of extraction are: 
Young individuals, especially women, at any age where the iris 

is normal, active and in good position; where the anterior chamber is 
of normal depth and the lens can be removed without trauma. The 
patient must be cooperative.

The indications for extraction in capsule are:
1.—It should be attempted in every case of mature senile cataract in a 

patient over 55.
2.—Immature cataracts where the opacity interferes with vision to the extent 

of prohibiting useful and necessary work.
3.—Complicated cataracts such as occur following a uveitis, during the course 

of a glaucoma, myopia, or a choroiditis, and tho^e hypermature cataracts, 
especially those of the Morgagnian type, where lens or capsule remains 
are likely to keep up a congestion or lead to an infection, uncontrollable 
and ending in the loss of the eye.

The centra-indications to the removal in capsule are:
1.—Where the cataract, though mature, occurs in a young individual with 

a more or less normal zonule.
2.—Where the cataract develops in patients with hypertension and in whom 

far advanced sclerosed retinal blood vessels may break from the 
i manipulation of extraction, thus giving an expulsive intra-ocular 

hemorrhage in the vitreous which may remain as a permanent obstruction 
to useful vision. In these cases it is far better to have the added sup 
port of a post lens capsule which does not permit too free forward ex 
cursion of the vitreous body.

3.—Dislocated or subluxated cataractous lens, where the vitreous can be 
seen to either side or in front. In certain of these cases, if the lens is 
fixed by a needle either via the anterior or posterior route, the lens can 
be looped out with little trauma or loss of vitreous.
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What about after cataracts, or secondary cataracts ?
An after cataract is the membranous capsule situated in the 

lenticular space, interfering more or less with clear vision. Its forma 
tion follows cataract extraction, discission, and needling of the crys 
talline lens, or it follows traumatic rupture of the lens capsule early 
in life.

The etiology and pathology may be due to:
1.—A wrinkling of the post lens capsule.
2.—To a falling together of the anterior and posterior capsules with the 

formation of new lens fibers.
3.—To incarcerated lens cortex between these two capsules.
4.—To an inflammatory membrane following a quiescent iridocyclitis re 

sulting ficm an operation or organized hemorrhage.
5.—To a thickening of anterior vitreous (hyaloid membrane).
6.—To a contracted iris, as a result of ths incarcerated iris pillars.
Measures to prevent after cataract are:

1.—Intra-capsular operation.
2.—Operation on matuie cataracts, hypermature and sclerosed lenses.
3.—Thorough washing out of soft lens material at time of operation.
4.—Avoidance of hemorrhage from the iris during the operation. Hence it 

is advisable to db a preliminary iridectomy.
5.—To avoid trauma to the iris or ciliary body.
In treating an immature uncomplicated cataract, I have obtained 

excellent results, both from a surgical and functional standpoint, by 
employing the Homer-Smith operation. This surgical procedure 
employed to induce artificial maturation of an immature catarad 
prior to extraction. The individual cases must be selected for this 
type of operation. It is most successful in those cases with a general 
ized sclerosis but without a very dense nucleus.

By incising the anterior capsule, we render the lens permeabk 
to the aqueous which is rapidly absorbed by the lens fibers. This 
causes a rapid sclerosing of the lens fibers and also makes the cortex 
of the lens substance adhere more firmly to the nucleus, thereby 
facilitating complete removal from the capsule. When this procedure 
is used, we can promise binocular single vision, and we can eliminati 
the long interval of awaiting natural maturation of the lens.

The final type of cataract extraction is for intractable cases of 
high myopia. Myopic extractions have been dangerous because one 
may find a fluid vitreous. In an individual in whom the myopia pro 
gresses fairly rapidly, this type of cataract extraction may be con 
sidered. If the individual is under the age of 20 years the removal 
of the lens may be accomplished by needling with a secondary linear 
extraction, but when over 20, I bslieve a straight intra-capsular ex 
traction should be performed instead of the linear extraction.

What are the final results of cataract extraction ?
In general, I should say they are most spectacular. The ultimate 

aim of the ophthalmic surgeon should be to restore normal vision with 
the aid of proper correcting lenses. If no previous inflammatory 
change existed and there has been no untoward complication, 
should be a return to normal vision.
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