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A vast number of relatively infertile women live in small com 
munities whose only physicians are general practitioners. Most of 
these patients suffer in silence the humiliation and frustration of 
being unable to have wanted children. Too often the physicians of 
the neighborhood who care for their physical ills are of the opinion 
that sterility is out of their domain and that it lies in the field of 
special practice. Part of this is due to inadequate instruction when 
they attended medical school and much more to recital of elaborate 
and costly methods of diagnosis and management as reviewed in 
almost all of the papers in the medical journals upon the subject. 
Realizing the lack of attention to this subject by these physicians the 
women seldom seek other medical advice. What is more truly bene 
ficial to society than the occasional overcoming of this bar to parent 
hood among worthy couples, and where will one find more grateful 
patients? Too often many of the procedures quite necessary for a 
truly comprehensive study are limited to those who specialize in at 
least the general field of gynecology and obstetrics or in the case of 
the male partner, urology. But even with the most thorough study 
of individual cases exhausting all knowledge upgn the subject the 
percentage of success is far from perfect.

It must be emphasized that the condition of childlessness is in 
general a partnership affair between husband and wife and that the 
former must share in the responsibility. Various estimates as to the 
prime factors lying with the husband vary. Stein 1 found the male 
partner responsible in one third of reproductive failures. Joel" found 
them responsible in 49 per cent of his cases. Williams3 concluded that 
the husband and wife share about equally in the production of child 
less marriages. Meaker' and his co-workers consider that they share 
equally in sterility factors. Most authors agree that there are usually 
several aberrations. Meaker' states that there are found in the average 
childless couple 4.79 factors, each of which diminishes to some extent 
their capacity for conception. These factors may be genital or consti-

(NOTE: This article is republished with the permission of the Journal of the Medical 
Association of Georgia).
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tutional and are seldom limited to one partner. He no longer considers 
it sterility in men or women, but rather sterile mating between two 
relatively infertile individuals.

A simplified procedure eliminating for the time being, at least, 
the more complicated operations and limiting the study to the realm 
of activity of the general practitioner is surprisingly successful. Walter 
Williams" and Page and Page7 have presented papers with a view to 
simplifying the study necessary.

It will now be demonstrated that some of the commonly accepted 
procedures are not so necessary and that some of the minor ones are 
too often neglected even by the experts. Everyone knows that the 
fallopian tubes must be open for the passage of the ovum. Sharman" 
in a study of 500 cases estimates that 25 to 30 per cent of primary 
sterility is due to non-patent fallopian tubes. Stein 1 found 20 per cent 
in 111 patency tests. One of the standard procedures is to test this 
function. Many have claimed to have produced patency in closed 
tubes by the diagnostic procedure of introducing CO= into the uterine 
cavity under controlled pressure. They, however, have no proof that 
the obstruction overcome was any other than spasm of the muscles. 
Furthermore, few women in private practice have had gonorrhea 
which is, for practical purposes, the outstanding cause of tubal ob 
struction. In addition, if they have been afflicted with this disease, 
there is usually some evidence as restriction of the motion of the body 
of the uterus and tender palpable masses in the adnexa besides evi 
dence of infection as seen in the vulvar region all of which should 
be readily detected by bimanual examination as used by any physician. 
Operative procedures to open closed tubes have not met with a great 
deal of success. By questionnaire Greenhill" studied the results of 818 
plastic operations upon the fallopian tubes. This revealed that 54 
pregnancies took place after operation, an incidence of 6.6 per cent, 
or one pregnancy in 15 operations. However, since only 36 live babies 
were delivered, the incidence of successful results was only 4.4 per 
cent, or one baby for every 22.5 operations. Ten of the 54 pregnancies 
(18.5 per cent) ended in abortion, and eight (14.8 per cent) were ectopic 
pregnancies. Hence only 66.7 per cent of the 54 pregnancies resulted 
in live children. Consequently, in the routine instance tubal insuffla 
tion, which carries a low but not to be ignored mortality may be dis 
pensed with, reliance being placed upon a thorough bimanual pelvic 
examination to reveal any abnormal masses or restriction of mobility 
of the pelvic organs. Next to tubal patency in importance is the ques 
tion as to the viability of the husband's sperms within the vaginal and 
cervical tracts. This is very easily ascertained, often at the very first 
visit, by arranging for the couple to have intercourse immediately 
preceding. The wife should take no douche thereafter and should be 
examined as soon as possible. Specular examination is then done 
before any other examination. The secretion aspirated from the cervi-
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cal canal and also from the vaginal vault by aid of a medicine dropper 
is placed upon a slide and examined microscopically with low and high 
power objectives (Huhner test). While it is of interest to study the 
number, motility and shape of the sperms as is done by Moench,"' 
Meaker' and others, it is not entirely necessary and a few specimens 
seen will generally give experience enough to give an idea as to rela 
tively normal findings. Usually under low power the myriads of 
swarming minute tadpole-like sperms literally cover all areas of the 
field. Their presence in the cervical specimen is of more significance 
than in the vaginal one. If none, few or all dead ones are found in 
either specimen,, it is of greatest import and an 'attempt must be made 
to find the cause. Among these is the fact that the high acidity of 
the vagina may have destroyed all or most of them. This is easily 
discovered by repeating the examination after the couple has had 
intercourse following an alkaline douche of 2.5 per cent sodium 
bicarbonate (two level tablespoonfuls to a quart of warm water taken 
with the patient lying down, preferably in a bath tub). If still no live 
sperms or very few are found the husband may logically be referred 
to an urologist. In lieu of a specialist the physician may undertake 
to improve the spermatogenesis. The main things to find and alter 
are foci of infection (teeth, tonsils, prostate), anemia, hypothyroidism, 
as determined by B.M.R. tests, etc. If the basal metabolic rate is low, 
thyroid extract should be given; and a high protein diet is indicated. 
Moench" found that practically every man who had deficient sperma 
tozoa had a low basal metabolic rate. The common disorders found in 
the female are anemia, foci of infection,, dietary deficiencies, especi 
ally in proteins and possibly in some vitamins.

A very common local condition often barring parenthood is cervi 
cal erosion which may usually be cured with one or two office 
cauterizations. Reis and Bernick12 found cervical disease in one half 
of 125 private patients complaining of infertility., Nearly one half of 
these became pregnant within a year without other treatment than 
electric cauterization of the cervix. Years ago Titus" stated that 
cervicitis with endocervitis is the most common cause of relative 
sterility. Care should be taken that cauterization is not too deep and 
not involving to any extent the cervical canal for fear of later stricture. 
A retroverted uterus ought to be replaced if possible and held thus by 
a Hodge pessary, which may be worn for several months. Some stu 
dents insist that the most effective sperms are those which enter the 
cervical canal at intercourse. If this is true a Hodge pessary worn at 
the time may aid in depositing the sperms in the proper location. 
Variation in the position of the partners during intercourse may help 
in achieving this also.

Coequal with importance of patent fallopian tubes and the presence 
of potent sperms in the cervical canal is the presence or absence of 
ovulation. More and more evidence (Rock and Hertig") is being ac-
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cumulated to show that if the woman ovulates it ordinarily occurs 
fourteen days before the first day of the next due menstrual period. 
Some women fail to ovulate occasionally, while in others anovulatory 
periods are the rule. There have been discovered at least five methods 
of determining ovulation: (1) endometrial biopsy, (2) daily temperature 
charts (Tompkins," Kleitman," Klaften,1 ' Greulich et al," Williams'), 
(3) electric potential changes of Burr,'" (4) chemical estimation of the 
hormones, and (5) vaginal smear studies. Of all of these the daily 
temperature charts may be the simplest and of most value to the prac 
ticing physician. It consists of taking the temperature by thermometer 
per mouth or per rectum or per vaginum, preferably early in the 
morning after a night's rest and essentially at the same time and under 
the same conditions each day of the cycle. During the first portion of 
the cycle before ovulation, the temperature should be about one 
degree lower than during the portion of the cycle following ovulation. 
When charted the demarcation is rather decisive. The Planned Parent 
hood Federation of America, Inc., has printed charts for this purpose 
which may be obtained for a cent or two each. Endometrial biopsy 
has become an office procedure and with simple appartus a strip of 
endometrium is obtained without much danger and without enough 
pain to warrant more anesthesia than that produced by a little mor 
phine and hyoscine at most. This must be done after suspected ovula 
tion, i.e., just prior to a menstrual period so that the changes in the 
endometrial glands produced by progesterone are evident to the 
pathologist who studies the specimen. Absence of ovulation is 
denoted by absence of progestational changes in the endometrium 
and characterized by lack of edema in the stroma cells and of wavi- 
ness in the glands. It must be appreciated that normal women may 
fail to ovulate once in a while and several cycles must be studied if 
anovulatory periods are found.

As an adjunct to other studies the basal metabolic rate should 
be determined, especially if there is a tendency to menstrual dis 
turbance, such as irregularity or hypermenorrhea, or if there is obesity 
present. If low, thyroid extract in adequate dosage should be given and 
controlled by B.M.R. determinations in addition to the well recognized 
subjective symptoms of overdosage. This has long been advocated by 
Meaker," Litzenberg,20 and more recently by Meaker* and co-workers, 
the Hamblen21 group and by Rubin." The use of other hormones, 
estrogen, progesterone, and gonadotrophic substances should be left 
to the research student. Anemia and foci of infection (Meaker et al), 
must by all means be overcome. A high protein diet is desirable. The 
couple should be informed that success, if possible, may mean atten 
tion to detail for at least one year. It is essential that sperms be de- 
positied in or near the cervical entrance about the time of ovulation. 
This time must be calculated for each woman. If she is regular in 
menstruation this is relatively easy to find (length of cycle, minus 14
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days equals number of days to be added to first day of the last period.) 
Miller J* has developed a chart for cycles of different lengths showing 
menstruation, sterile period and fertile period. Monthly routine pro 
cedure recommended is: (1) determination of probable time of ovula- 
tion, (2) sexual intercourse daily or every other day indulged in after 
a 2.5 per cent soda douche (two level tablespoons of soda in one 
quart of water). The douche is taken warm, lying down (Brown "' and 
Tew' 1 ). One tablespoonful of corn syrup may be added to the solution 
since it has been shown by MacLeod"0 that sperms are motile longer 
if supplied by such dextrose solution. The woman, after intercourse, 
must not rise up and the foot of the bed should advantageously be 
elevated throughout the night so that the semen has a tendency to 
remain in the upper vaginal vault bathing the cervix. Recently another 
solution for the douche has been recommended by MacLeod and 
Hotchkiss,57 to wit: Ringer-glucose solution consisting of sodium 
chloride 9 Gm., potassium chloride 0.23 Gm., calcium chloride 0.22 
Gin. and glucose C.P. 20 Gin. in 1000 cc. distilled water. They reported 
unusually impressive results.

NOTE: The object of this paper is to promote interest in this problem among general 
practitioners of the State and to aid in reducing the incidence of these tragedies of family 
life, of which almost every community has outstanding examples. A single success, almost 
more than any other one thing, enhances the value of the physician to his patients, and one 
successful case engenders others. It would lie appreciated if triumphs and failures by this or any 
other management be tabulated and the results presented to me. Recent research (Eastman-") 
has shown that youth is a better ally to pregnancy and labor as well as to child rearing than 
delay of several years' time. Consequently, the earlier in married life attention is paid to 
relative sterility the better.
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"THE OBLIQUELY CONTRACTED PELVIS"
FRANZ CARL NAEGELE 

REVIEW OF RECENT TRANSLATION OF THE MONOGRAPH

Of interest to all English speaking obstetricians is the recent pub 
lication by Alfred M. Hellman and George Musa of a centennial 
edition", of a translation of the monograph "The Obliquely Contracted 
Pelvis" by Dr. Franz Carl Naegele. This has sixteen plates, all of the 
latter reproduced in life-like detail and stated to be almost exact 
copies of the original. When one realizes that there are only four 
original German copies in the United States and that no copy has 
been offered for sale for the past thirty years, it becomes evident that 
the translation fills a long felt want. Most fortunate was the fact 
that the translators made every effort to "translate the German and 
retain some of the flowery, involved style and yet make the English 
clear." The effort was so successful that the reader has unconsciously 
turned time back a century and is making the acquaintance of this 
indefatigable investigator as he ponders over procedures in a long 
and difficult labor; as he testifies in court in regard to the pelvis in a 
disputed Cesarean section; or as he presides in the lecture hall and 
at conventions where he is ever interested in this rare type of pelvis, 
of which he made a life study, but never recognized a single one in the 
living body.

It lays open to the English reading obstetricians one of the 
obstetric research masterpieces of the past century, unveiling a 
classical scientific attainment and permitting an almost personal ac 
quaintance with the author who was a lover of the truth for its own

°Privately printed and privately distributed.
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sake, a teacher who was able to inspire not alone his pupils but even 
his confreres in a desire for further knowledge in his special hobby. 
Without the help of these others his monograph would have been far 
short of what it became.

Under the title of "The Obliquely Contracted Pelvis," Franz Carl 
Naegele in 1839 published his celebrated monograph upon this rare 
but now well-known pelvic deformity. The description of the pelvis 
was stated in the complete title and included (1) complete ankylosis 
of the sacro-iliac symphysis or a complete fusion of the os sacrum with 
the os ileum on one side, (2) arrest or imperfect development of the 
lateral part of the os sacrum and a narrower lumen of the foramriia 
sacralia anteriora on the enkylosed side, (3) narrowness of the os 
innominatum and of the sciatic notch on the same side. There were 
four more listed characteristics including the facts that "the os sacrum 
appears pushed toward the ankylosed side to which its anterior sur 
face is somewhat rotated," and that "the symphysis pubis is forced 
towards the opposite side."

In his chapter on the origin he stated "I confess that my original 
opinion about it, namely that the deformity originates neither from 
exterior force nor from disease but by a deviation on the original 
development, appears the most probable." There then follow five 
arguments in favor of this. It is of interest that many of the recently 
studied cases of the condition, studied years later, bear out his original 
etiologic opinions.

At the time of Naegele there was great difficulty in the diagnosis 
of the condition primarily because there was not much contraction of 
the obstetric conjugate and Baudelocque's external conjugate usually 
was not shortened. He made the astounding statements that this 
deformity had never yet been recognized in the living human body 
and that in all cases of difficult labor caused by, this pelvic anomaly 
all mothers and infants had died though attended by the most able 
and experienced obstetricians. He proposed a table of measurements 
to be taken in addition to the ones usually made.

The appended table summarizes the information in regard to 
each of his 35 cases in the female. He added two more found in male 
pelves in both of which the deformity of the os s'acrum occurred on 
the left side. All of his interest arose from observation of one patient 
under his care who died in labor. The other instances were collected 
by colleagues mainly from preserved museum specimens.

 Richard Torpin.
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1

2

3

4

5

6

7

8

9

10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

26

27

28

29

30

31

32

33

34

35

YEAR

Prior to 1803

Prior to 1803

1828

1822

1819

Prior to 1831

Prior to 1831

Prior to 1831

Prior to 1836

Prior to 1802

1831

Prior to 1853

Prior to 1836

Prior to 1836

Prior to 1836

Prior to 1837

Prior to 1834

Prior to 1779

Prior to 1781

Prior to 1781

Prior to 1781

Prior to 1785

PARA

Primipara

Primipara

Primipara

Primipara

Primipara

Primipara

Primipara

Multipara

ACE

19

Young

19

20

23

20

20

*

40

30?

LABOR

36hrs.

3 days

4 days

Normal

Long

DELIVERY

Difficult forceps

Craniotomy

Difficult forceps

Attempted craniotomy

Artificial

Attempted forceps

No history

No history

Difficult craniotomy

No history

No history

No history

No. 1, 2, 3, 4, 6, 
Normal; 

No. 5, Forceps

No history

No history

No history

No history

No history

No history

Forceps delivery

No history

No history

No history

No history

No history

No history

No history

No history

No history

No history

No history

No history

No history

OUTCOME FOR MI

Died 4th day

Died in 24 hours

Died septic 5th daj

Died in labor

Died in labor rupt^

Died after labor ,

Died in labor

Died after cranitom

Died in puerpenum 
of 6th labor

Died in labor

'

' .1'

1



OTHER

t

I
jiterus

2
1
[

r

1

OUTCOME 
FOR FETUS

Stillborn

Died

Stillborn

Died

Died

Died

All 6 lived?

SIDE OF 
PELVIS 

AFFECTED

Left

Left

Left

Left

Right

Left

Right

Left

Right

Left

Left

Right

Right

Left

Right

Right

Right

Right

Right

Right

Right

Left

Right

Left

Right

Right

Right

Right

Right

Right

Left

Right

?

?

SPECIMEN FOUND BY

Colleague

Colleague

Naegele in his own practice

Son H. F. Naegele

Son H. F. Naegele

Colleague V. Dontrepont

Colleague

Pupil J. H. Menke in Milan

Pupil J. H. Menke in Milan

Pupil M. Unna in Amsterdam

Pupil M. Unna in Basel

Pupil M. Unna in Dresden

Ppuil L. S. Riecke in Tuebingen

Colleague E. Thibaut in Berlin

Colleague Tiedemann in Dublin

Pupil L. Bresselau in Liepzig

Colleague J. N. Lenger in Loewen

Colleague J. N. Lenger in Loewen

Pupil H. Nebel in Paris

Pupil H. Nebel in Egyptian 
mummy in Paris

Pupil H. Nebel in Montpellier

Colleague Dubois in Paris

Colleague Broers in Leyden

Colleague Stoltz in Bourg

Pupil H. Nebel in Leyden

Colleague T. Bischoff in Vienna

Colleague T. Bischoff in Vienna

Colleague T. Bischoff in Vienna

Colleague T. Bischoff in Vienna

Colleague T. Bischoff in Vienna

Siebold & Wiedmann

C. V. Krapt

C. V. Krapt

C. V. Krapt

J. Th. van de Wynpersse

ILLUSTRATION

Plates I; IX fig. 1

Plates IV & V; IX fig. 3

Plate X fig. 2

Plate VI & VII; X fig. 1

Plate X fig. 4

Plates III; IX fig. 4

Plates II; IX fig. 2

Plates VIII; X fig. 3

t
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THE CORRELATION OF RASAL TEMPERATURE 
AND OVARIAN ACTIVITY8

ROBERT B. GREENBLATT, M. D.
From the Department of Endocrinology

Nearly half a century ago Van de Velde demonstrated that a 
relationship existed between ovarian function and basal body tem 
perature. In the past few years this fact has been confirmed and the 
usefulness of this observation extended to the diagnosis of disorders 
of menstruation and sterility (1-5). An accurate graphic record of 
basal temperatures taken on awakening each morning will provide 
pertinent data concerning ovarian activity.

The normal menstrual cycle is attended by a characteristic 
diphasic wakening temperature curve. During the estrogenic or 
follicular phase a basic temperature phase obtains which fluctuates 
slightly at or below 98" F. Coincident with or immediately after 
ovulation a rise in temperature is initiated which reaches 0.4" to 0.8° F. 
above the mean basal temperature of the estrogenic phase. The high 
temperature is maintained throughout the progestinal or luteal phase 
and usually declines just prior to the onset of menses. If conception 
takes place, the elevated temperature continues. A monophasic 
temperature pattern occurs in women who do not ovulate. The 
sharp shift in temperature from low to high, which is maintained 
until a day or two before the onset of menses, is thought to coincide 
with ovulation. This occurs about 14 days before the onset of the 
succeeding menstrual period so that in the 28 day cycle ovulation 
occurs midway between periods. In the short cycle it occurs during 
the first week and may occur in the third or fourth week when cycles 
of 35 to 40 days are encountered (Fig. 1).

It has been pointed out that the temperature shift is in some way 
related to hormonal change. The administration of progestins to 
women with monophasic temperature curves as in primary or 
secondary amenorrhea is followed by an increase in temperature (6). 
It appears that estrogens depress and progestins augument the basic 
body temperature.

Various techniques for taking the basal body temperature have 
been suggested. The simplest and most practical is that of taking 
the oral temperature upon awakening each morning. Oral tem 
peratures follow closely the curve obtained by rectal or vaginal 
temperatures. (7). The oral method has been found satisfactory. 
Any recognized cause for fever should be recorded, such as a cold, 
indigestion, diarrhea, a restless night or excessive use of alcohol.

"This article appears as chapter 8 in the recent edition (3rd) of Office Endocrinology, 
courtesy of Charles C. Thomas, Publisher, Springfield, 111.
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Figure 1.

Charts may be easily prepared, menstruation marked by an X and 
coitus by a circle. The graphs should be kept for several months.

The most fruitful period for conception is at the time of the 
shift from low to high temperature. Tompkins has pointed out that 
conception occurred in his patients only when the interval between 
the temperature shifts and coitus was less than 48 hours. The timing 
of coitus with the temperature shift is of particular value in women 
who have either short, prolonged or irregular cycles.

The knowledge of the exact time of ovulation is of real value in 
treating infertility. Frequently just before the temperature shift 
there is a drop of one or two fifths of a degree. Intercourse during 
the 24 hours following the temperature drop or during the 24 hours
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following the temperature rise offers the best chance for conception. 
Basal temperature studies may also be used to determine the 

"safe" period in the practice of contraception, in the differentiation 
of ovulatory from anovulatory periods, in the evaluation of treatment 
intended to stimulate ovulation, to ascertain the suppression of ovula- 
tion when large doses of estrogen or androgen are used (as in the 
treatment of dysmenorrhea) and as an aid in the early diagnosis of 
pregnancy. ,

CONCLUSIONS
1. Basal temperatures are of value in the clinical interpretation 

of ovarian physiology.
2. The diphasic character of the menstrual cycle in normal 

women is brought about in some way by the activity of the two 
types of hormones elaborated by the ovary. Estrogens depress and 
progestins alignment the basic body temperature.

3. Sterility, due to improper timing of coitus, may be overcome 
if use is made of the basal body temperature record. Ovulation is 
detected when the shift from low to high occurs.

4. Basal temperatures provide useful information in gynecologic 
endocrine problems when correlated with vaginal smears and endo- 
metrial biopsies.
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GRANULOMA INGUINALE IN THE WHITE PATIENT
By HERBERT S. KUPPERMAN, Ph. D., M. D. 

University of Georgia School of Medicine, Augusta, Ga.

The racial predominance of granuloma inguinale infections in 
the negro in this country has lead to the opinion that the factor of 
racial specificity is important in the pathogenesis of this disease. 
This specificity may be ascribed to a difference in the chromosomic 
pattern in the negro or may be based upon certain environmental
The studies on the Minor Venereal Diseases at the University of Georgia School of Medicine 
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Fig. 1 N. W., granuloma inguinale in white female showing isolated, circum 
scribed, red, raised, granular painful lesions lateral to right labia majora.

influences prevalent in the lower economic standards of the negro. It 
has been noted repeatedly that the disease is observed in negroes 
notoriously unmindful of the common hygienic practices now in mode, 
i. e. bathing and the daily use of soap and water.

In the review of some 150 cases of granuloma venereum recorded 
in the University Clinic the past eight years, there were three cases 
observed in white patients. The following report is concerned with 
a description of the infection in these white patients without an 
attempt at an exhaustive review of the literature on the subject. The 
diagnoses in all three patients were established by the demonstration 
of Donovan bodies either in spreads made from the lesion or in 
biopsy section. Two cases were observed in females and one in a 
male. Their case histories are presented below.

N. W., a 57 year old white female was referred to the granuloma 
clinic because of two painful lesions present on the lateral aspect of 
the vulva. Four years before her present admission the Wasserman 
and Kahn reactions were both plus four. At the time the patient was 
seen she was receiving active anti-luetic therapy and had been on 
alternating courses of arsenical and bismuth injections for the past 
two years. She denied having had any lesions, ulcers or skin rashes 
before the initiation of her antisyphilitic treatment. The present 
lesions appeared while she was receiving antiluetic therapy and were 
present about two to three months before she brought them to the 
attention of the attending physician. The lesions, on inspection, were 
observed to be two in number, each being some 2.5 cm. in diameter. 
(Fig. 1). They were circular, elevated, granulated areas protruding
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Fig. 2. C. M., granulorna inguinal? in white male showing a typical irregular red 
granular lesions adjoining both the scrotum and penis.

3-4 mm. above the skin's surface. Both were present on the lateral 
aspect of the right labia majora and were separated by 7 cm. of 
normal healthy tissue. The lesions were red in appearance, friable 
to touch and bled easily when manipulated. They were a cause of 
great discomfort to the patient because of the continuous pain 
associated with them. Spreads taken directly from the lesions and 
stained with Wright's stain showed numerous Donovan bodies to be 
present. This was confirmed by a study of tissue sections obtained 
by biopsy from the lesion. Weekly injections of 5 cm. of Fuadin were 
initiated. The pain attributed to the lesions was quickly alleviated 
and after five months of continuous therapy at weekly intervals both 
areas were completely healed. Subsequent rechecks over a two year 
period failed to show any evidence of a recurrence.

In an attempt to ascertain the pathogenesis of the disease in this 
case, the patient upon close questioning not only denied having 
intercourse with a negro but claimed that she had not had venereal 
contact with a male for a period of 20-24 months prior to the appear 
ance of her lesions.

C. M., a 36 year old white male was first seen in August, 1940. 
Nine weeks prior to this admission the patient had noticed a swelling 
in his right groin which was followed by penile lesions located on the 
anterior aspect of the base of the penis. Examination of the patient 
at this time showed three rounded, eroded, hard areas to be present 
in this region of the penis encroaching somewhat on the scrotum. 
The frenulum was swollen and proximal to it there was an irregular
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ulcer, elevated above the skin surface, having a smooth glossy 
base of firm consistency. The right inguinal glands were swollen, 
not tender and were fixed to the overlying skin which assumed a 
violaceous pigmentation. The area while not acutely inflamed 
showed the presence of a healing fistula. Laboratory examination: 
Although fusospirochetosis was prevalent, S. pallida were not de 
tected. However, the Wasserman and Kahn reactions were both 4 
plus. Frei and chancroid skin tests were likewise positive. The 
patient was placed, at this time, upon a course of antiluetic therapy 
of alternating injections of neoarsphenamine and bismuth. He reported 
for sporadic treatment in 1940, none in 1941 and a full course-^of 
therapy was received in 1942 and in the first six months of 1943. 
During this period of antisyphilitic therapy slight improvement of 
the lesions was observed. However, since they persisted, a recheck 
of the patient was made in the granuloma clinic. The lesion at the 
base of the penis on the anterior aspect was roughly rectangular in 
shape and 4x6 cm. in size. It extended down to the scrotum. (Fig. 2). 
The edges of the lesion were irregular and the base was composed par 
tially of granulation tissue that was moderately proliferative in nature. 
Smears made from the lesion and a biopsy taken from the same area 
showed numerous Donovan bodies to be present.

The patient was placed on weekly injections of 5 cc. of Fuadin 
administered intramuscularly. Within one month marked healing 
was noted. The lesions were completely healed at the end of two 
months. Therapy was then continued at monthly intervals for four 
months at which time there was no recurrence of the original ulcers 
and all treatment was discontinued. The patient was checked six 
months later and was found to be free of any penile lesions.

In the patient's history it was noted that he was a sailor by trade 
and he admitted having venereal contact with native women in 
different ports of the seven seas. He could not specifically indict 
either the Caucasian, Negro or Mongolian race as a factor in the 
etiology of his disease.

X. Y., a 46 year old white female presented herself before the 
granuloma clinic at the University Hospital because of a lesion located 
on the left labium majus. The ulcerative process had been present 
for a period of 2-3 months and was chronic in nature. The rate of 
growth was slow. The ulcerated area represented the site of rupture 
of a previous fluctuant area present in the same region. On examina 
tion a tuft of granulomatous tissue 1x2 cm. in size was observed at 
the orifice of the Bartholin's gland. Her Wasserman and Kahn re 
actions and Frei and Chancroid skin tests were negative. A biopsy 
of the lesion wos obtained. Donovan bodies were demonstrated in 
the tissue section. Subsequently a smear made from the same lesion 
likewise revealed the presence of Donovan bodies.

No specific therapy was undertaken except frequent washing of
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the infected area with soap and water and general improved hygienic 
methods. The entire process subsided spontaneously two to three 
months after the biopsy was taken and there has been no subsequent 
recurrence. There was no history of venereal contact with members 
of other than the Caucasian race.

It is interesting to note that two cases (N. W. and C. M.) the 
patients had been given an intensive course of antiluetic therapy 
prior to the time that a correct diagnosis had been made. Perhaps it 
is worthy of comment at this time to emphasize that granuloma 
inguinale may simulate secondary or tertiary syphilis and that the 
two diseases may be concomitant. Despite the- presence of positive 
blood serology it is important to consider the presence of other 
venereal diseases. The possibility of other lesions should be ruled 
out by resorting to the laboratory tests available, such as smears of 
the lesions, cultures, Frei and Ducrey skin tests and by all means in 
doubtful cases, a biopsy should be taken. The rapid response of the 
two cases under discussion to antimony compounds after two or 
more years of needless and futile antiluetic therapy clearly indicates 
the futility of arsenic and bismuth preparations in the treatment of 
granuloma inguinale.

The third case presents the only patient with granuloma inguinale 
observed in our clinic in whom a spontaneous remission of the disease 
occurred without the institution of specific antimony therapy. The 
disease was definitely established by the presence of Donovan bodies 
in the biopsy section taken from the lesion. The only treatment under 
taken was improved hygienic measures associated with the frequent 
use of soap and water. Only one other case of spontaneous remission 
of this disease has been noted in the literature. A spontaneous cure 
was noted in one case by DeVogel in the Dutch East Indies (1).

In considering the presumptive evidence for race specificity in 
granuloma inguinale infections we are of the opinion that racial pre 
dominance of this disease in the Negro over that observed in the 
Caucasian may be attributed not to differences in chromosomic make 
up but to differences in sexual hygiene and moral standards of life. 
Thus, we are in agreement w ith DeMatta, Cole and his collaborators, 
Horowitz, Arnell, et al, (2-5) and others who believe that race plays no 
essential part in the prevalence of this disease. . Increased sexual 
promiscuity, generalized filth, disregard of proper venereal prophy 
laxis and improper sexual hygiene are of greater importance in the 
dissemination of this disease than the apparent racial predilection.
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