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CANCER OP THE MOUTH*
By G. T. BERNARD, M. D., Professor of Clinical Surgery, 

University of Georgia School of Medicine

Last year there were 1800 deaths from cancer in the State of Georgia 
and of these deaths eight per cent were from cancer of the mouth. Few 
dentists belong to cancer clinics or groups particularly interested in this 
disease, but every dentist must feel a keen interest and a great concern 
about a deadly malady that many times has its origin in his own par 
ticular sphere of work.

There are many classifications of cancer and I would like to submit 
one now that is purely arbitrary but which will serve my purpose in its 
application. I would like to divide cancer into three stages. First is the 
precancerous lesion. This is the condition that exists before a cancer 
develops. The precancerous lesion is always curable and if cured no 
cancer will come.

*Read before the Georgia Dental Association, Augusta, Ga., May 15, 1939.
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Second, the early cancer that most often grows on the precancerous 
base, and it also is curable.

Third and last, the late cancer for which nothing can be done. In 
such cases the patient is doomed to a miserable death.

Just how many precancerous lesions you gentlemen have cured and 
just how many cancers you have thus prevented, I presume 110 one could 
estimate, but herein you have made a tremendous contribution to cancer 
control and you have earned the thanks and praise of those of us who 
realize just how great this contribution has been.

I believe though, that your work in cancer control should not be 
limited to your mastery of this first phase of cancer. I take it that your 
obligation extends well into the second phase, namely the recognition 
of early cancer. Dr. Ewing, the great pathologist and authority on 
cancer, has well said that, "The responsibility for preventing and de 
tecting intra-oral cancer falls chiefly on the dental profession." It is 
my firm conviction that this challenge will not go unanswered.

I would like to discuss with you first, the precancerous lesion and 
the precancerous condition. The riddle of cancer has not yet been 
solved, that is, just the particular thing that activates cells to become 
lawless and inaugurates the disease. This intimate thing is unknown at 
present and possibly will never be known. But all experience goes to 
show that cancer is not likely to develop in perfectly healthy tissue, 
that pre-existing disease, long continued infection and frequent small 
irritations form the basis and pave the way for the inception of neo 
plasms. It is your particular sphere to recognize, correct and remove 
all of these things that constitute the precancerous condition. The 
syphilitic mouth, the tuberculous ulcer, pyorrhea, ragged teeth that rub 
and cut, ill fitting dentures and the evidences of excessive use of tobacco.

Let me illustrate just how some of these processes work. The 
excessive smoker of a pipe, the pressure and heat of the pipe stein in one 
place over and over again will finally beget a white patch on the lower 
lip. This is called leucoplakia and is a definitely precancerous lesion. 
If the smoking is continued and the irritation is kept up, there develops 
on this patch either a small ulcer or a warty overgrowth and an epithe- 
lioma has begun. These small patches may be found on the lip, on the 
tongue and over the buccal mucosa. They cannot escape the notice of 
any one working in the mouth.

Another example: an ill fitting plate that rubs the gum and causes 
it to be red, inflamed and sore. This is another precancerous lesion and 
is a menace to the patient if not corrected.

Many cancers have formed around broken and infected teeth and 
cancers are formed on the tongue and the buccal mucosa where a sharp 
or ragged tooth has rubbed and cut.

At this point let us consider the actual beginnings of neoplastic 
diseases in the mouth. The diagnosis is sometimes extremely difficult 
and calls for the most painstaking work. To know whether we are
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dealing with an inflammation or a new growth is not easy, but this is 

the time when it is absolutely necessary to determine whether cancer is 

or is not present, because this is the time when cancer, if present, can 

be cured.
The life of a patient with an early cancer is in the hands of the 

first man who sees him. If recognized and positive and effective treat 

ment is instituted at once, he will most likely get we.l. If much time 

is wasted, the growth will develop rapidly and the patient will gravitate 

into the third class. It is indeed a most solemn obligation that rests on 

any medical man at this crucial stage of this dreadful disease.

Just a word about syphilis and its relationship to cancer. Syphilis 

is the great mimic of all diseases. The initial lesion of syphilis, the 

chancre, is an indurated ulcer. The cardinal symptoms of cancer are also 

induration and ulceration. Given such a lesion anywhere in the month, 

and both of these conditions may occur anywhere about the mouth, how 

are we to differentiate? It must be done quickly. The points are clear. 

The cancer has developed on the precaucerous lesion. The chancre has 

sprung suddenly from previously healthy tissue where the spirochete 

was directly inoculated. The dark field examination, the Wassermann 

test, or the biopsy will make clear the diagnosis within a week. The 

gumma, one of the late manifestations of syphilis, may also simulate 

cancer. Here a word of warning: the patient with a positive Wasser- 

maiiu reaction may also have cancer. The fact that the Wassermann 

reaction is positive should not be taken to mean that the lesion under 

suspicion is of necessity syphilitic. To assume this and waste valuable 

time with anti-syphilitic remedies with the hope the lesion will possibly 

heal is to do the cancer patient a tremendous injustice.

Of all the men concerned with the handling of the early cancer 
case, I think the key man is the pathologist. Indeed he is the only man 
who can help us at this time. We regard him as our most valuable con 
sultant and we should treat him as such. If we'are to expect him to 
give us an accurate diagnosis we should likewise give to him all the 
necessary data pertaining to the case and also a section of tissue prop 
erly cut, of sufficient size, and properly preserved. He will then be 
in position to give us the best of his expert knowledge.

I think that the taking of biopsies should be encouraged and it 
should be done in this way: if the lesion is small it may be excised 
entirely and the wound sutured; if larger, a small plug or wedge may 
be cut, preferably from the edge of the growth. This is desirable because 
then the proper relation of healthy and unhealthy tissue will be brought 
out. The section cut should be placed in a proper fixing solution if 
there is to be any delay in getting it to the pathologist. Alcohol is 
not to be used. Most pathologists prefer a 10% formaldehyde solution, 
especially if frozen sections are to be cut at once.

You may be interested to know the results of specimens that have 
recently been submitted to our laboratory for diagnostic study:
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DEAL LESIONS (111)

Tumors Inflammatory 
Carcinomas ........................................42 Nonspecific ........................................35Papillomas ........................................ 6 Distal root cysts .............................. 3Fibromas ...-.....-.................. ........ . 4 Syphilitic ......................................... 1
Giant tell Tumors .......................... 4 Lcukuplakin ...................................... 3Angiomas ............................................ 3
Osteo-fibromas . ..-.......................... 3
Salivary gland tumor ...................... 1
Sarcoma .................. ......................... 1
Osteoma .............................................. 1
Neuiinoina ........................................ 1
Cystic adumantinomas .................... 3
Total tumors ......................................69 Total inflammatory ........................42

LIP LESIONS (48)

Tumcsrs Inflammatory 
Carcinomas ........................................29 Inflammation .................................... 4Angiomas  ......................................... 3 • Borderline liy])i'rplasia .................. 3
Malignant melanomas .................... 3 Salivary gland cysts ...................... 4Neurinoma ........................................ 1
Papilloma (pre-cancerous) ............ 1
Total tumors ......................................37 Total inflammatory ........................11

FEVER THERAPY
By J. E. EOBERTSOX, M. D., Clinical Professor of Urology,

and
J. Z. McDAXIEL, M. D., Clinical Assistant in Urology, 

University of Georgia School of Medicine

The treatment of disease bj' means of artificially produced fever was begun at the University Hospital on August 3, 1937. Since that time 270 treatments on 102 patients have been given with no fatalities. The average number of treatments has been 2.5 per patient. The ap paratus employed in all instances lias been the General Electric inducto- therm and air conditioned cabinet.
A variety of disease conditions including gonorrhea, syphilis, chorea, asthma, non-specific arthritis, corueal ulcers and interstitial keratitis have been treated with gratifying and sometimes almost spectacular results. In gonorrheal complications the results have been almost uni formly successful.

The efficacy of fever in certain conditions has long been recognized. Many years ago, physicians observed that demented patients sometimes improved following a natural fever. They also observed a persistent
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gonorrheal urethral discharge sometimes disjippenred following even a 
mild typhoid fever. They had seen many people relieved of the pains 
and aches of arthritides by prolonged baths in hot springs. However, 
it is only in the past ten years that the full significance of the value of 
fever in the treatment of disease has been realized and a concerted 
effort made to produce it by artificial means. Fever therapy is now 
an accepted medical procedure.

(Fig. 1)
Showing from right to left the inductotherm, cabinet, oxygen tank, electrical thermometer, radio and fan. The radio helps greatly to pass away the time. The fan bio AS continuously upon the head cf the patient.

At the present, there are two types of machines in general use for 
the production of artificial fever. In the one. fever is produced by 
heating the air about the patient to approximately 140° and maintaining 
this until the heat regulating mechanism of the body is overcome. In 
the other, fever is produced by passing high frequency electrical waves 
through the hotly.

Tile apparatus we have used consists of a cabhiet and an inducto 
therm together with an electrical thermometer (Fig. 1). The cabinet is 
made of insulated metal and covers the patient completely except for 
the head (Fig. 2). In the bottom (Fig. 3) is contained a heating element 
for heating the interior of the cabinet and maintaining the fever of the 
patient produced by the inductotherm. It also contains a pan of water 
and a small fan for circulating the warm moist air in the cabinet. The 
patient, stripped of all clothing lies upon a rubber covered hair mattress 
(Fig. 4), which rests upon a wooden frame. There is sufficient space 
above the mattress to allow the patient to move about freely during the 
course of treatment.

J
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In the top of the cabinet is an ordinary mereury tllermometer which 
registers the temperature of the atmosphere inside the cabinet. During 
the course of a treatment this temperature ranges from three to six 
degrees (F.) lower than the temperature of the patient. Immediately 
below the hair mattress, a heavily insulated cable passes from the 
inductotherm on the outside, down one side of the cabinet and back 
on the other. High frequency electrical waves pass out from this cable 
in all directions. Those passing through the body of the patient are 
subject to resistance and in this way the temperature of the patient's 
bod}' is increased. Wihen the body temperature reaches one degree less 
than the temperature desired, the current to the inductotherm is cut off 
and the fever maintained and controlled by varying the temperature 
inside the cabinet. The cable is well insulated by rubber and since there 
is no metal in contact with the patient there is no danger of a short 
circuit producing a shock or burn.

(Fig. 2)
When the cabinet is closed the patient is covered completely except for his head.

The improvement from disease brought about by fever may be due 
to thermal destruction of the offending organism or stimulation of the 
defense mechanism of the body or a combination of the two.

The physiological changes brought about depend to some extent 
upon the length of the treatment and the amount of fever given. Treat 
ments last from four to ten hours depending upon the condition of the 
patient and the disease being treated. The fever varies from 103° (F.) 
to 107° (F.). All changes, however, are temporary and following a bout 
of fever, usually the only complaint is a feeling of weakness which
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passes away in twenty-four to forty-eight hours. Rarely, persistent 
nausea and vomiting follows but this may be controlled quite readily 
by the administration of parenteral fluids and dilute hydrochloric acid 
by mouth.

Individuals react quite differently to fever. Many robust young 
people will tolerate a temperature of 107° (F.) for ten hours with little 
or no difficulty, while a few may become delirious at temperatures 
exceeding 104° (P.). The basal metabolic rate is markedly increased. 
The pulse and respiratory rate increase in proportion to the temperature, 
more particularly the temperature of the skin. Fever produced by 
means of external heat, regularly excites a greater pulse rate than that 
produced by high frequency currents. The increase in the pulse rate

(Fig. 3)
The interior of the cabinet, showing the heating element and pan of water in the bottom 

and the wooden frame and cable upon which the mattress and patient rest.

varies greatly in various individuals. The increase averages about six 
heart beats per minute for each degree of fever. We have set a rate 
of 140 beats per minute as the maximum compatible with safety, 
although some authorities feel that a rate of 160 per minute is not 
excessive. In our practice, we administer oxygen by nasal catheter 
when a pulse rate of 140 is readied. Respirations increase from two to 
six per minute. Air hunger is sometimes noted but this is controlled 
largely by the nasal oxygen. The systolic blood pressure may be elevat 
ed slightly while the diastolic pressure remains about the same or may 
even be lowered slightly. The velocity of the blood flow is naturally 
very much increased and the knowledge of this fact has been utilixed in 
the administration of certain drugs, particularly neoarsphenamine.
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(Fig. 4)
The top of the cabinet raised, showing the patient stripped of ?.ll clothing. When the top 

is lowered there is sufficient room for the patient to turn about as desired. Lifting the entire 
top of the cabinet permits rapid cooling.

Although the loss of body fluids by sweating is terrific the intake 
is compensatory, so that the body weight changes but little. Patients 
frequently consume from three to eight litres of fluids during the course 
of an ordinary treatment.

Thirteen to twenty-one grams of sodium chloride may be lost in 
this sweat and for that reason at least that much should be given to 
maintain the proper blood level and prevent the so-called "heat cramps". 
Very little urine is excreted. More is excreted in the earlier part of a 
treatment and in apprehensive patients. The sexual and reproductive 
functions are not altered by fever therapy. Some of our patients have 
given birth to normal children subsequent to a series of fever treatments.

The teclmic of a treatment might best be described by following 
the course of an actual case.

Case 1. B. R., a Xegro male, was seen in the Outpatient Depart 
ment on the afternoon of May 2nd, 1939, at which time a diagnosis of 
unilateral gonorrhea! epididymitis was made. He was referred to the 
hospital that afternoon. Upon admission, a complete physical examina 
tion was done, also complete blood work and urinalysis. He was given 
a regular diet for supper and at 8 p. in. a high soap suds enema was 
given. During the evening he received four doses of saline solution, 
by mouth, each containing one dram of sodium chloride, dissolved in six 
ounces of water. At 11 p. m. he received a well salted meal consisting of 
fruit juices, steak, vegetable puree and sweet milk. The following morn 
ing thirty grains of sodium bromide was given at 6 o'clock and again at
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(Fig. 5)
Nurse's record of case described.

6:30 o'clock. He entered the cabinet at 6:50 a. m. and was removed 
at 5 p. m. His course during the stay in the cabinet is recorded on the 
nurse's record (Fig. 5).

Following his removal from the cabinet his temperature, pulse and 
respirations were taken at regular intervals until they had reached 
normal. He was then given a bath, alcohol rub and a light supper. The 
next day he was dismissed from the hospital to report to the Outpatient 
Department.
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Four days after this treatment there was no discharge and the 

epididymis was not tender to palpation. However, at the request of 

the patient, a second treatment was given to be doubly sure that all of 

the gonococci had been destroyed.

Summary

1. Fever therapy is a definitely established medical procedure.

2. It is indicated in a variety of disease conditions.

3. The best results may be expected in gonorrhea and syphilis.

4. The utmost care must be exercised in selection of patients for 

this treatment and the greatest vigilance exercised while it is being given.

5. Nursing care is by far the most important part of the treatment 

and must be in the hands of capable, specially trailed nurses.

(Fig. 6)
Graphic record showing the patient's temperature and pulse and temperature of the 

cabinet during the treatment. Notice the steady temperature of the patient at slightly below 

107° (F.), the comparatively slow pulse and temperature of the cabinet consistently below 

tile temperature of the patient.
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THE KETOSIS OF DIABETES: ITS CLINICAL SIGNIFICANCE
By A. P. BRIGGS, M. D., Associate Professor of Medicine and Biochemistry, University of Georgia School of Medicine

The disturbance to fat metabolism which has received chief clinical attention is that associated with the development of a ketosis.
The appearance of a ketosis is seen to be rather constantly associat ed with a state of deficient carbohydrate metabolism, and the prevailing opinion has been that the ketone acids represent an unbnrned residue of the fatty acid chain, complete combustion of which requires a morevigorous fire of carbohydrate.

,   " ' «Developments of the past few years tend to place the acetone bodies in an entirely different position. It now appears likely that diacetic acid (which is assumed to be the precursor of acetone and oxybutyric acid), is a normal intermediate of fat metabolism; that it is formed only within the liver; and that it is secreted by the liver at an accelerated rate, in a compensatory manner, to meet energy demands whenever the combustion of carbohydrate is retarded.
One of the first circumstances to suggest such a view was the observa tion that a ketosis failed to develop following hepatectomy in experi mental animals. In this state the blood sugar rapidly drops to a very low level; carbohydrate metabolism is grossly deficient; but metabolism of fat fails to be accelerated for the reason that there is no liver to secrete diacetic acid.
More direct evidence is provided by the studies of Chaikoff and Soskin (1) who injected diacetic acid (neutralized to form the sodium salt), into normal and depancreatized animals. They observed that it disappeared at the same rate in each group, although the quantity in the blood was maintained at a higher level in the depancreatized animals. These observations indicated that there was no defect in combustion of ketone acids by the diabetic animals, and suggested that the higher level in the blood stream was due to increased production by some organ. This suggestion was made more probable .when they removed the livers from each group, whereupon the levels of acetone bodies in the blood of all animals dropped to a similar low level, and the rate of disappearance of injected diacetic acid was similarly accelerated in each group.

Lundsgaard (2) has made studies with an improved artificial per- fusion technique. An organ was isolated intact in .{he living animal, and the circulation was abruptly shunted through a pwfnsion reservoir containing blood from the same species. The blood flowing through a liver so isolated was observed to accumulate ketone acids; and when this blood was perfused through an isolated muscle the ketone acids rapidly disappeared, particularly when the muscle was stimulated.
While this evidence is not conclusive (3). a rather strong case is presented for the view that the liver plays a dual role in the provision of combustible material as required to meet the energy demands of the body: 1. Synthesis of glycogen and secretion of glucose; 2. Synthesis of fat and secretion of diacetic acid. The ketosis of diabetes has pre-
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sumably the same significance as the ketosis of starvation or of phlor 
hi/.hi poisoning; it is simply a state in which metabolism of fat pre 

dominates.
It would seem then, just as rational to base our control of diabetes 

on tests which are related to the accelerated fat metabolism as on tests 
which are related to retarded metabolism of carbohydrate.

There are in the present clinical literature a number of reports 
which indicate the possibilities of diabetic control, based on estimations 
of the ketosis. In London, FuUerton (4) and also Himsworth (,")) have 
treated diabetic acidosis with intravenous glucose balanced by subcu 
taneous insulin in sufficient quantities to free the urine of acetone. Their 
good results have been duplicated at various clinics in this country 
including our own. In Sweden, Liechtenstein (G) reports excellent re 
sults from the treatment of diabetes in children with an absolutely free 
diet, sufficient insulin being administered to control the ketosis.

Our own work has been particularly concerned with the practica 
bility of using a test of acetone in expired air as a basis of control. 
Previous work (7, 8) has shown that acetone is excreted in the breath 
by a purely physical process, and that the acetone in 300 cc. of alveolar 
air is about equal to that in 1 cc. of blood. We also know that a large 
part, (15 percent to 35 percent), of the total acetone bodies in the blood 
is present as acetone. Ordinary alkaline, Nessler's solution, is a very 
delicate reagent for acetone; 0.01 mg. acetone added to 3 cc. of Nessler's 
solution will promptly give a white opalescence, and from 0.1 mg. a 
heavy cloud will be obtained.

In practice we find that a ketosis can easily be detected by passing 
a sufficient quantity of expired air through a few cubic centimeters of 
Nessler's solution. If the patient is unconscious as in diabetic coma, 
the expired air is led through by suction; a small quantity gives the 
test with a severe ketosis. We also find that progress of treatment is 
indicated by changes of intensity in the test. Details of management 
and results will be submitted in a subsequent communication.
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THE TUBERCULIN TEST A NEGLECTED DIAGNOSTIC AID

By LUCIUS X. TODD, M. D., Professor of Tuberculosis, 

University of Georgia School of Medicine

A few years ago it was commonly taught that since practically all 
adults reacted positively to the tuberculin test it was only of value as 
an aid in diagnosis in childhood. This impression of universal sensi-
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tivity arose in Europe and was the result of a few reports from some 
of the congested cities on the Continent. It apparently did not occur 
to investigators in this country to question the reliability of these 
figures until fairly recently. When the results of comprehensive tuber 
culin test surveys began to appear in the American literature, it was 
seen that the percentage of positive reactors was decidedly lower than 
had been believed.

In a recent survey in Richmond County, Georgia, among X. Y. A. 
groups who range in age from fifteen to twenty-five years it was found 
that 40 per cent of the whites and (JO per cent of the Negroes had positive 
reactions. In an older group of W. P. A. workers 6f> per cent of the 
whites and 80 per cent of the Negroes were positive. When it is re 
membered that practically all of these people cjume from a rather .low 
economic stratum, it seems reasonable to suppose that the so-called 
white-collar group would show a lower percentage of positive reactors. 
A large volume of the tested groups were urban dwellers which again 
influenced the percentages, as it is a well known fact that the denser 
the population, the higher the incidence of tuberculous infections.

It is not within the province of this paper to discuss in detail the 
various tests and their interpretation. However, we feel that the Man- 
toux intracutaiieous test is the method of choice and localixed edema at 
the site of inoculation rather than redness is the criterion for interpre 
tation. In other words, the test should be interpreted with the finger 
tip rather than with the eye.

This leads us to a discussion of what the test really discloses. A 
majority of investigators and workers in the field of tuberculosis are 
agreed that a positive reaction simply means that at sometime or other 
tubercle bacilli have entered the body and that there is now present a 
focus or foci of living organisms (1).

The sensitivity of the body cells is produced by contact with tuber- 
culo-proteins, which are products of living bacilli. When the bacilli 
die or are walled off completely, sensitivity dies out and the tuberculin 
test will become negative.

Recently there has been some doubt cast on the reliability of the 
test (2). However, in the light of present knowledge and experience we 
feel justified in saying that the practical clinical value of the test is this: 
in cases where tuberculosis is suspected, if the patient has a negative 
reaction to both 1-1000 and 1-100 old tuberculin (O. T.) or the first and 
second strength purified protein derivative (P. P. D.), clinical tuber 
culosis can be fairly definitely ruled out. We must not lose sight of the 
fact, however, that occasionaly in the acute infectious diseases and in 
terminal tuberculosis sensitivity is sometimes absent.

If the test is positive, the patient should be carefully examined for 
the presence of clinical tuberculosis. This examination should always 
include X-ray or fluoroscopy. This is essential since the positive tuber 
culin test simply means that infection has taken place.

The percentage of adults with negative tuberculin reactions is in 
creasing each year and will continue to increase as our fight against the 
disease becomes more effective.
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With the advent of collapse therapy and the resultant conversion 
of open positive-sputum cases into closed negative-sputum ones, the 
opportunities for infection become less and less. The detection of 
early tuberculosis is a goal toward which we are striving and the 
routine employment of the tuberculin test will tremendously aid in this 
effort, since it is well established that clinical disease may exist for as 
long as two years before it can be diagnosed by physcial examination.

The test can be easily done and should be just as much a part of 
the routine examination as a nrinalysis, blood count, blood Wasser- 
mann, blood pressure determination or taking the temperature.

Summary The tuberculin test is a standardized diagnostic pro 
cedure which should be more widely employed.

It is simple to perform and perfectly safe when properly done.
In approximately half the adult population and in more than half 

the children clinical tuberculosis can be fairly definitely ruled out by 
its application.

Positive reactors are potential cases of clinical tuberculosis and 
should have a thorough examination, including the Roentgen ray.

Positive reactors should be kept ^under observation and periodically 
rechecked.
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A NEW SYNTHETIC ESTROGEN 

By ROBERT B. GREENBLATT, B. A., If. D., C. M.

Recently Dodds and his associates, (1) working at the Courtauld 
Institute of Biochemistry, London, England, found that certain deriva 
tives of stilbene were highly estrogenic. Diethylstilbestrol, synthesized 
from 4, 4'-dihydroxystilbene proved to be most active of the compounds 
studied. It was found to be many times more potent than estrone in 
biologic tests, 1 mg. having the same activity as 25,000 international 
units of estrone.

Several favorable reports have appeared in the British literature 
in the past year purporting to show that this product imitates the 
effects of the natural estrogens (2). More recently clinical investigation 
has been undertaken in this country but as yet has not been reported 
upon.

Twenty-two patients in whom estrogenic therapy was indicated 
were treated with diethylstilbestrol. The syndromes in these patients 
included senile vaginitis, the climacteric, dysmenorrhea, amenorrhea, 
pruritus vulvae, etc. Among this group, three complained of nausea
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following intramuscular injection. In another patient diethylstilbestrol 

was not so effective in controlling the hot flashes as was progynon-B. 

However in general, it may be said, that diethylstilbestrol yielded re 

sults comparable to that obtained with other known and tried estro- 

genic substances.

I ENDOCRINE CLINIC

R,S.,w.f.19.,functional amenorrhea
bleeding intervals 7-9 mos. apart,

DATE

1 2 3 4 5 6 7 8 9 1011 1213 14 15 16 17 18 19 20 21 22 23 24 25 262728 29 30 31

Apr.

May

June

Arrows indicate that suction curettage was Terformed revealing, E. . a persistent estrogenic 

endometrium on each occasion.

1 ... administation of 5 mg. diethylstilbettrol and 10 i. u. lutren over a period of 5 days. 

Result: 8 day period.

2 ... administration of 5 mg. diethylstilbestrol and 20 i. u. lutren over a period of 4 days. 

Result: 5 day period, (diethylstilbestrol and lutren supplied by Wmthrop Chemical Co., Inc.)

The effectiveness of diethylstilbestrol when combined with lutren 

(corpus luteum) in functional amenorrhea is clearly illustrated in the 

accompanying chart. The patient, a white female of 19 years, who was 

amenorrhoeic for nine months and had failed to respond to a variety of 

therapy. Suction curettage revealed a persistent estrogenic endo- 

metrinm. Urinary pregnandiol determinations, before and after therapy, 

were also performed purely for investigational purposes. Bleeding 

occurred on each occasion following withdrawal of therapy.
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