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'ORTHOPEDIC PROBLEMS
By H. M. MICHEL, M. D.

Why do old women rather than old men have fractures of the neck
of the femur? I looked it up in the textbooks and they said that there
is a poor blood supply to the neck of the femur.' I think that this is
true. It is equally bad in cases of males so that is not a very good
reason for having fractures of the neck of the femur in old women. As
compared to males, the female pelvis is a little wider, therefore, the neck
of the femur might give way. Of course we all know that from the time
of the fetus the neck of the femur is almost straight with very little
angle and as age conies on the angle is more acute. In old age it is
almost a right angle and therefore may be fractured more easily at this
stage. This is equally true in males as in females.
Having abandoned that thought as a subject for tonight, I thought
I would take up "Orthopedic Problems." Fractures of the neck of the
femur have interested me a great deal in recent years because forty
years ago the first real advance in treatment of this type of fracture
was made by Royal Whitman of New York. Until that time it was
considered incurable. It was believed that "You must treat the patient
and not the fracture," and therefore when old women fell down and
"Bead before the Dugas Journal Club.
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broke the neck of the femur they must be put in a rolling chair and
made to spend the rest of their lives as valetudinarian persons. Or if
they were lucky, they might get up on crutches.
Whitman placed them in a spica cast with the femur in abduction
and internal rotation. In this way, many of them got union. The drawback to this method was that so many died from bed sores, hypostatic
pneumonia, etc., before they had any kind of union. Next came people
like Nicholas Sam and John B. .Murphy who brought us the work of
Oliver from France, i. e., using pegs of beef bone or ivory or autogenous
grafts from the fibula. That was such an advance that in later years a
great number of people tried to do other things. More recently, we
have the Smith-Peterson method and in this we overcome the drawback
of driving simple pegs through the trochanter of the femur. You can picture this nail by imagining the blades of three pen knives as making up
the three-flanged nail which was driven into the femur and which makes
rotation impossible, immobilization unnecessary, and which allowed the
patient to move around as soon as she could. Usually she could get up
out of bed within a few days.
The original Smith-Peterson operation was a serious thing. Jerusalem in Vienna modified this by making a small incision and driving the nail through the femur blindly. Other people in the United
States have modified this method and now a nail is first introduced
by a Kershner wire. This is very simple and easily done.. My
friend, Dr. Moore, of Columbia, S. C., has found another modification.
He uses three round nails which he drives in at various angles and
lashes them together by wire. However, I see no particular point in
driving three nails instead of one. Of late a man in the middle west has
a further modification and uses no nails at all but introduces a screw.
He makes an incision one inch long down the thigh under the guidance
of the fluoroscope, starting below the trochanter. He uses a long hollow
cylinder which guides the screw; then with a screw driver easily drives
the screw in. Dr. Henry and I did an operation of this sort a few days
ago and neither of us had done it before, but we found it a very simple
and easy thing. Almost everyone uses a Smith-Peterson nail now, and I
think it is a very interesting thing.
What I want this group to think about is why old women have
fractures of the femur and not old men. The thing I am talking about
is "Orthopedic Problems." One that confronts every orthopedic surgeon
is: Who is considered an orthopedic surgeon? I say that from the
standpoint of the patient. The patient who comes into your office and
who is a perfect ignoramus says, "You're a bone surgeon, ain't you?"
"Yes," you will say. He who is half-baked will ask, "You are a foot
specialist, aren't you?". An utterly half-baked person will think it has
something to do with feet. Of course it has nothing to do with feet.
That is a very interesting question, too.
I was called into a court of law near Macon, Georgia, some years
ago where there was a lawyer on the case who was reported to be a
;very important Atlanta lawyer and the judge was a fat oaf from the
Georgia Superior Court. The question that agitated itself was an
infected knee. Now the lawyer turned to me and said, "Doctor, you
teach" in The Uriivefsity~of Georgia. What is your department?"
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"Orthopedics," said I.
rt That deals with feet, does it not? If you are an orthopedist,
how do you happen to know anything about knees? You might as well
talk about tonsils or the brain."
"Far from it," I said.
He saw then that I was perfectly astounded. He thought it had
to do with feet. If you have been on the stand in court houses as I
have, you know the lawyer tries to trip you and say something to disparage you before the jury a jury of good old Georgia farmers chewing
on hay and spitting tobacco juice. Well, when the lawyer tries to disparage you, the thing for you to do is to disparage him. Dr. Prank
Hillings, of Chicago, probably one of the greatest internists of America,
was on the stand once. The lawyer wanted to disparage him and his
answers to the questions were not what the lawyer wanted him to say.
You know well that no lawyer in the United States has any idea at any
time of meting out justice. He wants to bring out only those things that
favor his client. Well, this lawyer found Dr. Billings' answers unsatisfactory for his purpose so he said: "Dr. Billings, you have been practicing medicine in Chicago for a number of years, haven't yon?"
"Yes," said Dr. Billings, "quite a number of years.'!'
"Did you ever attend a man called George Pullman, the President
of the Pulimaii Palace Car Co.?"
"Yes, I did."
"You were his doctor.

Where is Mr. Pullman now?"

"Mr. Pullman is dead."
"You attended him and lie is dead.
attend a man called Wanamaker?"
"Yes."
"Where is Mr. Wanamaker now?"

Dr. Billings, did you ever

,

"Mr. Wanamaker is dead."
"How about, Mr. Philip Armour?"
"I attended him also."
"Where is he?"
"He is dead."
That was the idea. He went through a great number of millionaires in Chicago whom Dr. Billings had treated and they were all dead.
As little as you might believe it that group of business men from the
Loop making up the jury thought he was not worth a damm since all
these patients were dead. So the lawyer was trying to do me the same
way. "You don't know anything about knees, do you?"
So I turned to th? judge and said, "May it pleayse your honor, I
can look at you and see that you area Hellenist (his face fell), there»
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fore by your leave I will explain to the learned counsel the meaning of
the word 'Orthopedic.' This word comes from two Greek words orthos,
meaning straight and pais, meaning child. And as you know, there are.
many other words coming from this, such as, pediatrics, pedagogy, pederasty, etc."
The judge asked me something more and then said, "Proceed, doctor, you have told them that your practice is confined to pederasty."
So all I could do was to say to him, "May it please your honor, I believe
you are getting even with me for calling you a 'Hellenist'." I don't
think the judge until this minute knows what I meant by "Hellenist."
My rambling kind of talk reminds me of Dr. Hugh Young when
he was talking along as I am doing. His talk may have been on "Pseudohermaphrodism." It was a perfectly charming address and I enjoyed
it and liked the pictures of those who were neither male nor female,
and then seeing them as they were later transformed into their proper
sex. He was always on the edge of telling what he did but never quite
told us. All that I got out of it was the story of the one person, or the
photograph rather, of this nude negro person, obviously a woman.
After a long time he said he operated, on her and she was obviously a
man. He said to her, "Aren't you glad that we have returned you to
your proper sex?" She said, "Yas, sah, in a manner of speaking, Ah is
but you done took away my meal ticket." Other than this story
nobody seemed to know what the lecture was about. This is also like
Mr. Shakespeare's MACHETH. One hundred years ago, in every word
Shakespeare said, people tried to find' some hidden meaning and when
he spoke of the "cat and the adage" in the line "she would and she
would not," people have been trying every since to find out what the
"cat" was and what the "adage" referred to. I am afraid you will
say my talk was like the "cat and the adage" and you won't know
what I was talking about and neither will I.
I thought we must get some sort of subject, touching here and there
on pyogenic osteomyelitis. The term is used to include all infections of
bone by pyogenic organisms. In acute osteomyelitis the Staphylococcus
is the pyogenie organism at fault. There seems to be three ways in
which this infection may be introduced into the bone: (1) Through the
blood stream, which is by far the greatest; (2) through extension from
soft tissues, which is very rare; and (3) by open wounds of the bone
itself, which is fairly common.
The hematogenous or blood-borne is the most important route and
occurs particularly in children. There are cases reported in which the
infection has been distributed by the umbilical cord. The great majority
of cases are found between 8 and 16 years of age. The metaphysis,
the end of the bone just proximal to the epiphysis, is the most frequent
site of infection. This is probably due to the anatomical distribution of
blood vessels which are loops and sinuses and where the Staphylococcus
finds ready lodgement. Probably the most frequent portal of entry is
in the skin. In many cases of acute osteomyelitis, if we search, we may
find a number of little pimples or a little boil which was the primary
cause. In subcutaneous infection of the bone, blows and injuries have
been accused, but when you stop to think how seldom osteomyelitis
follows a fracture, you see it is most uncommon and plays only a small
part.
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The direct extension from the soft tissue into the bone is very
rare in comparison with hematogenous or blood-borne infection. We
sometimes find it, however, in decubitus or bed sores from long rest
on the back, and as one might readily expect, we sometimes find the
Typhoid Bacillus associated with the Staphylococcus in such osteomyelitic process. You may find an extension from the soft parts
into the bone as in a carbuncle of the neck where occasionally you
find the vertebra involved in a secondary infection. The same thing
is true of infection of the middle ear and nose as a secondary
osteomyelitis. Osteomyelitis following a compound fracture and extensive exposure of the bone is the kind we are all familiar with and the
kind that Osier described as making us feel like ''jumping out of the
"window." The acute infection is not so bad, but the chronic that
comes back after several years is discouraging. We have a patient npw,
a young girl 13 years old who. seven years ago had an operation bv Dr.
Crane which cleared up and she got along perfectly well for six years.
This has broken down now. It is probably not a true osteomyelitis,
but resembled it at first with pus pockets around the head of the tibia
and fibula.
There has been a great deal written for many years as to the inception of osteomyelitis as to whether it starts in the medulla and
works out to the periosteum, or whether it begins in the periosteum and
goes to the medulla. I think you find cases starting both ways and I
don't think much is known about it.
Certain things are well defined in the treatment of acnte osteomyelitis. It is difficult to diagnose as it is frequently confused with
cellnlitis and it sometimes looks like erysipelas. Hut after the diagnosis
is made the appropriate operation, whatever it might be, such as boring
several holes into the bone or doing a rather radical debridement, must
be done promptly. This is especially true in the case of little children
as it is frequently fatal when acute. Of course in subacute or chronic
osteomyelitis, it is just a wasting disease rather than a fatal one.
All sorts of things have been advocated for treatment. In the World
War great numbers of osteomyelitis cases were seen due to shell fragments. Probably Dakin and Carrell gave us the best method of treatment at that time. Dakin's solution was mild and yet had some antiseptic properties. An American doctor named Orr who was associated
with our Dr. Wilcox during the war, advocated a debridement and
packing of the wound with vaseline gauze and putting the limb up in
a plaster of paris cast. This method was thought well of and was
introduced in America and is now known all over the United States as
the "Orr ^rethod." We do not know whether it is having the limb at
perfect rest or whether it is the vaseline gauze treatment, but when
you take it down a few weeks later instead of the filthy, foul smelling
wound, you find clean, clear granulation tissue forming. The same
idea, but with modification, is enthusiastically advocated by Dr. Peter
Wright. lie uses equal parts of cod liver oil and peroxide of zinc, but
the main thing I think, is complete rest. The majority of patients improve under this treatment.
I have seen a number of cases and they all improved very greatly
under this method of treatment, especially after a debridement and
putting the limb at perfect rest and I realize that whatever the treatment
the rest under immobilization is the important thing.
I
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THE TOPICAL TREATMENT OF CHANCROID WITH
CARBOLIC ACID
Bv ROBERT BRANDT, M. I).

Topical treatment of chancroid haft been mostly replaced by sulfanilamide and its relatives. Though in occasional refractory cases it
is well to remember the less modern therapy. Of the great number of
older remedies iodoform and concentrated carbolic acid are particularly
effective. The former possesses an offensive odor; the latter is rather
convenient for several reasons. All kinds of caustics produce pain, but
carbolic acid the least so because of its local anesthetic effect. The
caustic effect can be easily controlled. (Unexpected necrosis is more
likely to occur with the use of diluted phenol which also may allow of
resorption). Carbolic acid is not only a caustic, but also a true disinfectant as its effect upon bacteria is far greater than its caustic
quality. Hence it is not necessary to produce complete coagulation of
the tissues which may lead to formation of a crust under which the
growth of the bacteria would continue.
For all the simplicity of the procedure, a few details should be
regarded to obtain full benefit.
Pure liquified carbolic acid is used. It is applied with a swah.
Excess of carbolic acid must be avoided. Carbolic acid overflowing
the margins of the ulcer cauterizes the normal epidermis. White
discoloration occurs which turns purplish and brownish after a few
days. Severe damage is hardly ever caused, but the superficially
necrotic tissue, in addition to the subjective inconvenience may slough
off and the unprotected surface may become infected by the
bacillus of Ducrey if the original ulcer is still contagious at that time.
Wihen the cauterization was still in use, swabs too large to be introduced thoroughly into the ulcers were frequently seen. This caused
the treatment to be limited to the margins of the ulcers while in the
deeper parts the process would continue spreading. The swab is inserted into the ulcer and left there for a minute without pressing or
moving. A certain degree of anesthesia develops which permits the physician to spread the carbolic acid more extensively over the ulcer. After
another short interval the further procedure will go on with comparatively little discomfort to the patient. Now the ulcer must be wiped
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thoroughly with the swab in order to remove the film of secretion and
to bring the carbolic acid in intimate contact with each fissure and
sinus. Especially the areas beneath the undermined edges must be treated carefully. If there is much secretion the swab is changed during the
treatment. Otherwise the excessive secretion might protect the tissue
proper from coming sufficiently in contact with the remedy.
Regular chancroidal ulcers may undergo cpiiick healing after one
or two applications. Ulcers of the chronic or the serpiginous types
may require much more treatment. In this case, especially when a
large area is involved, possible intoxication must be guarded against.
The early signs are pains in the back and a smoky or dark appearance
of the urine.
The following case illustrates the occasional usefulness of carbolic
acid.
R. M., white male, aged 38 years.
In February 1940 the patient noticed swelling of his penis. He treated himself locally. Two months later open places developed which spread
slowly. Skin tests were done for chancroid and lymphogranuloma
venereum and gave a 2 + result for both diseases. Wassermann reaction was negative. A preliminary diagnosis of chancroid was made
and sixty grains of sulfanilamide was given daily for two weeks.
There was; no improvement and repeated skin tests gave the same
inconclusive results.
On April 8, 1940, the patient was seen in the clinic. He revealed
several ulcerations which occupied glans penis, coronary sulcus and
prepuce. The lesions were irregular, deep, with sharp, partly undermined edges. Their sizes were between 3 by 10 and 15 by 15 mm.
The bottom of the ulcers was covered partly by a green exudate, partly
by diphtheroid pseudo-membranes. There was no swelling of the inguinal glands. Smears were negative for bacillus Loeffler-Klebs and
at first also for the bacillus of Ducrey. Upon repeated examinations
the latter was found and was also demonstrated by culture (Dr. Sanderson). With this finding the diagnosis of serpiginous chancroid was
proved.
On April 12, 1940, one spot was cauterized with carbolic acid. On
April 15, 1940, the spot seemed improved. All places were treated in
the manner described once a week. On May 13, 1*940. the largest nicer
was healed. Several others were healed on June 12. Two ulcers, one
of which was deep and funnel shaped showed little improvement. The
number of weekly treatments was increased to two or three. On July 10,
the healing was much advanced. On August 8, 1940, all ulcers were covered with epidermis.

Summary:

Cauterization with carbolic acid is a helpful "remedy in drug resistant chancroid. A case is reported.
SUBDTJRAL HEMATOMAS IN INFANTS WITH REPORT OF A CASE
By K. J;'. SLAUGHTER, M. D. and ROBERT RA8KIND, M. D.
Hemorrhage into the subdural spaces of infants was first brought
to the serious consideration of medical circles by the celebrated pathologist Rudolph Virchow. He designated. this entity with the label of
"Pachymeningitis Hemorrhagica Interna." He was of the opinon that
1
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the bleeding was merely part of the general picture of a hemorrhagic
diathesis. This concept was followed until quite recently, at which
time the traumatic origin of this condition became the subject of investigation. It should be noted here that chronic subdural hematomas
in older children and in adults present an entirely different picture both
clinically and pathologically from that seen in infants; in view of these
differences appropriate changes in therapy are employed. Because
chronic subdural hematomas in infants so closely resemble congenital
hydrocephalus, many of the former conditions have been overlooked.
It has been demonstrated by certain observers that nutritional deficiency, and especially avitaminosis C, even in its subclinical phases,
acts as a definite predisposing factor. However, it is believed by the
majority of workers in this field today that the precipitating factor in
all cases is trauma. The sequence of events leading to the formation of
a chronic subdural hematoma in an infant is probably as follows: During the process of moulding of the cranial bones in parturition a small
short vein reaching from the cortex to the superior saggital sinus is
torn at its dural attachment, and free bleeding takes place into the
subdural space. The space between the dura and the arachnoid membrane does not communicate with the subarachnoid space; hence the
blood will not enter the latter space* where it might mix with the
cerebrospinal fluid and tend to be absorbed. Not only is absorption
and organization of the clot impeded but further bleeding may occur
due to an associated scorbutic condition. Disruption of the subarachnoid invaginations into the dural sinuses may be the source of the
initial hemorrhage or of subsequent hemorrhages. Trauma at any
point after birth may produce a similar subdural hematoma in an
infant.
The symptomatology of this entity is quite well defined. The first
complaint is usually difficulty in feeding, soon to be followed by
regurgitation and vomiting. Change in the formula is of no avail.
Occasionally one of these infants is considered to have hypertrophic
pyloric stenosis and is subjected to laparotomy at which time a
normal pyloric ring is found. A gradual enlargement of the head
begins usually after the age of four months. The anterior fontanelle
is enlarged as in hydrocephalus but the facial expression usually remains normal in sharp contrast to the dull and apathetic facies of
hydrocephalus. Gentle percussion of the head reveals a localized area
of dullness in the region of a subdural hematoma while the hydrocephalic head is tympanitic throughout. There is a characteristic downward rotation of the eye balls in hydrocephalus. Pathological changes
in the fundus oculi, including papilledema, optic atrophy and retinal
hemorrhages, may be seen in hematoma but are usually absent in
hydrocephalus.
All cases of suspected subdural hematoma in infants should be
subjected to fontanelle puncture. A needle of moderate diameter and
short bevel is inserted through the scalp near the lateral angle of the
anterior fontanelle. A definite click is felt as the needle pierces the
dura. If a subdural hematoma is present, there is an immediate escape
of either xanthochromic or bloody fluid which is under increased pressure and drips from the butt of the needle especially during crying
or straining; only rarely is aspiration necessary. The fluid is usually
encountered at a depth of 3 or 4 mm. from the skin; if the needle is
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passed for a distance of 10 mm. and no fluid obtained, a subdural
hematoma may be ruled out. The needle is then passed into the lateral
ventricle until clear fluid is obtained in order to establish the presence
or absence of hydrocephalus. This puncture should be done on both
sides; bilateral subdural hematoma is a fairly frequent occurrence.
Usually the fluid on the two sides is of a different character; one may
be slightly xanthochromic while the other may be grossly bloody. An
even more positive diagnosis can be made by the replacement of the
fluid by air or oxygen and the taking of a set of routine roeiitgengrams.
The position occupied by the injected gaseous media clinches the diagnosis.
Pathologically, a subdural hematoma in an infant consists of a
localized collection of fluid having a color varying from a slight xanthochromasia to one of pure blood. This fluid is contained within a well
defined sac which has two walls or membranes. The walls of the cyst
which lies next to the dura is designated as the outer membrane and is
probably the result of organization of the original clot by fibroblasts.
from the pachymeninx. It is very vascular, is quite firmly adherent to
the dura and is about 1 or 2 mm. thick. It is generally of sufficient
firmness to be stripped from the dura in one piece. At the periphery
of the hematoma the thick outer membrane fuses with the so-called
inner membrane which lies against but is only slightly adherent to the
arachnoid. The inner membrane is thin, avascular, tough and is usually
stained with broken-down blood pigments. The hematoma is contained
between these two membranes. The inner membrane which is quite
firmly adherent to the cortical veins that pass to the dura and superior
sagittal sinus is semi-permeable. It is by means of this one-way permeability that the hematoma produces its own progressive increase in
size with the resulting increase of intracranial pressure. The fresh blood
is, after a short time, broken down by proteolytic enzymes with the
formation of an increased number of smaller molecules. The increase
of the total number of particles in solution causes an increase in the
colloid osmotic pressure; the cyst draws water into itself and increases
in size. The increase in size may tear one of the veins reaching from
the cortex to the dura and cause further bleeding; this has been demonstrated in hematomas which show from four to six distinct laminations.
Death occurs when the brain and cranial cavity are no longer able to
compensate for the increase in intra-craiiial pressure.
The treatment of all cases of subdural hematomas in infants is
surgical. Single or even repeated aspirations usually fail because of
the toughness of the inner membrane which prevents the soft infant
brain from re-expanding after the removal of the clot itself. The procedure of choice consists of incising the scalp and making a burr hole
over the hematoma, evacuating the fluid and freeing of the inner membrane to permit the compressed brain tissue to expand. Occasionally
the entire inner membrane may be stripped off in one piece; however,
this is not absolutely necessary to insure success of the operation. More
often, the membrane is adherent to the veins of the cortex and stripping
results in considerable bleeding. In this case it is necessary only to make
a sufficient number of longitudinal or stellate incisions to allow expansion of the brain. The thick outer membrane is left in situ. After complete hemostasis the wound is closed in layers without drainage.
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CASE REPORT
History
The patient was a twenty-four months old infant who was admitted
to the hospital on April 5, 1940, with a complaint of a birth injury. The
mother was thirty-one years of age and gave a history of one miscarriage
at two months. The labor by means of which this child was delivered
had been induced by cervical packs at eight months because of a breech
presentation. Forceps were applied to the after coming head and the
patient was very cyanotic and refused to breathe properly at birth.
The development of the child was poor from the start. The mother
stated, "He just never did do well." He slept poorly and was restless.
He was breast fed for one week and then changed to a standard formula
thereafter. Despite numerous changes in formulae, he continued to
vomit and to be constipated. Growth was retarded. At the time of
admission he had never talked, walked alone or sat up. Dentition commenced at twenty months. At the age of six months he was suspected
of having hypertrophic pyloric stenosis and was subjected to an exploratory laparotomy without improvement. There were several convulsions
following the operation.
Physical Examination
On admission the physical examination revealed an inert, poorly
developed and nourished infant. A mild degree of opisthotonos was
present; there was a marked spasticity of all four extremities; the arms
and hands were flexed and the legs were extended and rotated externally. The Babinski sign was positive bilaterally and there was a
conjugate deviation of the eyeballs to the left. The mental status was
definitely deficient for a child of his age.
Laboratory Examination
Laboratory examinations of the blood and urine were within normal
limits. Blood and cerebrospinal fluid serological reactions were negative for syphilis. Lumbar puncture was done under nembutal analgesia;
relaxation was good; initial pressure was 150mm. of water; Pandy and
Ross-Jones tests were positive and the mastic curve was flat. The cell
count was 12 lymphocytes per ccm. X-ray examination of the skull
revealed a slight thinning of the cranial bones with a slight amount of
cortical atrophy.
Diagnosis and Operation
A tentative diagnosis of bilateral subdural hematoma was made and
on April 11, 1940, the patient was taken to the operating room and under
ether anaesthesia a left parietal bone flap was turned down and a thickened dura encountered. An underlying hematoma was found and removed by gentle irrigation. The inner membrane was tough and adherent
to the cortical veins. It was freed sufficiently to allow the brain to
expand. Closure was done in the usual manner. The patient bled considerably during the operation and was transfused.
Seven days later the other side was explored and a similar condition
encountered and treated as before. The postoperative course was not
unusual and he was dismissed improved on May 2, 1'940. He was eating better, had gained weight and his mental condition was definitely
improved.
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Summary and Conclusions
A discussion of the clinical aspects and pathological physiology
of chronic subdural hematoma in infants has been presented. Mention
has been made of the present day treatment. One case of chronic
subdural hematoma in a twenty-four months old infant lias been
presented
operative intervention brought about definite improvement. At the present time it is believed that the etiological agent in
many of the so called "spastic conditions" seen in infants is a chronic
subdural hematoma.

NOTES ON PELVIC INFLAMMATION AND ITS MANAGEMENT
By EVERARD A. WIDOOX, M. D., F.*A. €. S.

1. For practical purposes we may regard pelvic cellulitis or parametritis as derived from post-abortal or post-partum infection. This is
true in fully 75 per cent of cases. Parametritis in the remaining 25 per
cent follows intrauterine manipulations, such as cervical dilatation,
curettage, the use of stem pessaries, and cauterization of the cervix.
Parametritis is seen in various grades of severity. In the severe
forms a lymphangitis appears first followed rapidly by inflammatory
edema of the loose cellular tissues between the layers of the broad
ligament. Resolution of the exudate may occur promptly.
On the other hand a brawny induration may soon follow the onset
with multiple or single abscess formation. These abscesses tend to
burrow and sometimes evacuate into adjacent hollow organs, and they
even "point" in the groin. Pointing in the fornix is more likely to
occur. Eventual healing after such destructive inflammation results
in dense parametrial scars with lateral traction displacement of the
cervix.
Unusual cases of parametritis referred to as "stump exudates"
in the broad ligament have been reported after subtotal hysterectomy.
The clinical diagnosis of chronic parametritis depends upon a
careful history which must bring out one point in particular, and a
careful pelvic- examination which will discover one pathognomonic
sign.
The history will bring out the complaint of pain on intercourse
which results from movement of the cervix. The digital examination
will discover that any movement of the cervix is painful. In addition there will be thickening of the base of the broad ligament on one
or both sides, and this palpable and painful scar extends laterally
from the cervix to the pelvic wall. If unilateral, the cervix will be
drawn to the diseased side.
An important point in the differential diagnosis must be kept in
mind to distinguish this from salpingitis. In parametritis it is the
cervix which is fixed, while the fundus may be moved about. In
salpingitis with lateral masses and adhesions the cervix is free to
move while the fundus is fixed.
The treatment of acute pelvic cellulitis is conservative. Surgical
treatment of the results of parametritis must be long deferred, for
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a year or more, for infection lingers in the scar. Many ambulatory
cases suffering from this trouble can be benefited by prolonged
hot douches and rest in bed.
For the patient who continues to be tender in the parametrium
long after the acute reaction has subsided, and who has a diseased
cervix, vaginal hysterectomy offers the prospect of complete relief and
restoration to health and normal sex life.
Parametritis is so intimately associated with the accidents and disabilities of parturition that these patients frequently need some reconstruction operation in addition. An opportunity is thus afforded for
cystocele colporrhaphy and treatment of rectocele.
2. In contradistinction to the above are the findings of gonorrhoeal salpingitis with its tender lateral masses and fixation or painfully
restricted movement of the retroverted fundus. In this condition the
lesion is above the pelvic diaphragm, and unless the patient be in the
acute stage, the cervix is free to move without tenderness or much
tenderness.
The era has passed, or let us hope it has passed, when operations
were done in the acute stage of salpingitis. Operations are now undertaken, not in the attempt to remove the acute infection, but for the
removal of structures and the reconstruction of organs laid waste by
the disease.
Let us for a moment examine the process of gonorrhoeal infection
above the cervix. It is known that the gonococcus soon dies in the
exudate which it excites in the adnexa. We also know that many primary acute infections of the tubes are overcome, with satisfactory
resolution of the exudate and that a patent tube remains which permits
of subsequent pregnancy. It is also known, however, that reinfection
often occurs. This happens in cases where patients neglect themselves,
continue to have sexual intercourse and lead an active life.
How and when does infection reach the tubes? From experience in
operating upon menstruating women it has been learned that a retrograde flow of menstrual blood follows through the tubes and drips from
their abdominal ends. This, together with the clinical observation that
acute exacerbations follow closely upon the menstrual period, leads to
the conclusion that the gonococcus is propagated and carried upward
on a blood medium, one which incidentally is most favorable for its
cultivation.
Following the primary infection, an acute catarrhal inflammation
sets in, much like that of urethritis in the male. There is marked congestion and edema, the exudate becomes purulent, and adjacent folds
of tubal mucosa become agglutinated, together with swelling adhesion
and infolding of the fimbriated ends of the tubes, or sealing of these
ends to the adjacent ovary. In the latter: case infection of a ruptured
follicle is the rule, and ovarian abscess in a tubo-ovarian mass appears.
A more or less extensive pelvic peritonitis accompanies this process
in the tubes. As the tubes build up in weight they drag the fundus
backward and these structures become laced across with adhesions of
the string and velum type. The omentum contributes to the formation
of a palpable inflammatory tumor extending well up into the abdominal
cavity.
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That a pelvic peritonitis of this order is not confined entirely to
the lower abdomen is suggested by violin-string adhesions connecting
the upper surface of the liver with the overlying hypochondrium. We
do not know just how extensive a so-called acute pelvic peritonitis may
really be.
Examination: The patient with acute primary inflammation of the
tubes may be ambulatory but often appears quite ill. The entire abdomen
may be tender, but it is usually the lower half and more accurately the
inguinal regions which are tender. Tenderness extends across from
groin to groin. Pelvic examinations should be most gentle and should
be done only once, and not by many members of a clinic group in succession. At best a sharp reaction follows examination. This examination
will disclose only acute generalized pelvic tenderness. The temperature
will be found elevated and a leucocytosis present. If the case be one of
acute exacerbation in one of many attacks, lateral masses will have
had time to build up and the inflammatory tumor above the symphysis
will be easily felt. The uterus is retroverted, but the base of the broad
ligaments is free and the cervix may be moved. In certain cases a pelvic
abscess has formed and points in the cul-de-sac, well down below the
level of the cervix.
Treatment: Opinion varies as to the wisdom of draining pelvic
purulent collections by colpotomy. If the abscess is large and pushing
down, it may easily be incised and evacuated. Smaller abscesses will
resolve and disappear under conservative treatment.
The factor of greatest importance in the conservative treatment is
rest in bed. If nothing else be done, usually patients will get well.
The ice-bag and abundance of fluids are the other features of this treatment. Under this regime the temperature and leucocytosis fall, and the
masses quickly melt. In evaluating the Elliott treatment one must not
overlook the good derived from rest in bed which it enforces.
Approximately 85 per cent of cases of acute salpingitis may reasonably be expected to progress to clinical cure without operation. If
reinfection can be prevented some of these will attain complete resolution of the exudate and have patent tubes.
,
Grossly enlarged thickened tubes bound down with abscessed
ovaries form with the uterus and infected cervix an extensive pathological mass. The uterus is useless without the tubes. Moreover, the ovaries
swollen by passive congestion from malposition and binding adhesions
cannot successfully regulate the mechanism of menstruation.
Under these circumstances we do not believe that salpingectomy or
salpingoophorectomy, or fundectomy, with conservation of an edematous,
infected uterus which will discharge and bleed, is good surgery. Patients
so treated do not get entirely well. There is a surprising postoperative
morbidity, and many of these require secondary operations.
Consequently we believe in and practice, in these cases, total ablation of the uterus and tubes, usually by the abdominal route. Ovaries
are quite resistant to total destruction. Occasionally a complete abscess
sac is seen with no viable ovarian tissue. One will usually find that a
grossly diseased tube can be successfully peeled off from an ovary,
especially if the tube be cut free at the isthmus and broad ligament and
fine knife dissection used to free the tube from the ovary. Or a seg-
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ment of the ovary containing the abscess may be resected with the attached tube, leaving a good functioning residue, provided its blood
supply has been carefully safeguarded. Our best results in these cases
with many to substantiate this opinion, are obtained by total abdominal
hystero-salpingectomy.
In the differential diagnosis, one must be mindful of ectopic pregnancy. Disturbed menstruation, with episodes of ameiiorrhoea, lead to
confusion.
If a woman has missed one or more periods, if she lias pain, a unilateral mass and has some uterine bleeding, she should be regarded as
having a tubal pregnancy and posterior colpotomy should be done. Then,
if old blood is found in the cul-de-sac the diagnosis is confirmed, and the
abdomen can be opened at once for the removal of the ectopic pregnacy.
On the other hand, if a mistake has been made and the case proves
to be one of salpingitis, the incision is closed and no harm has been
done. Conservative treatment is then begun.

TOXIC PSYCHOSIS OF PREGNANCY — REPORT OF A CASE
By RICHARD TORP1N, M. D., Department of Obstetrics and Gynecology,
University of Georgia School of Medicine

Among 2,000 observed cases of pregnancy and labor there has been
no one similar to this patient. In as much as there is little in textbooks
and in the literature in regard to psychoneurosis of pregnancy, the following case is offered.
A colored multipara, of medium constitutional type, aged 30 years,
gave a history of having had two living children, six and four years of
age, and one six-month pregnancy terminated for toxic vomiting. Her
mother is living, father dead, two brothers and four sisters all living
and in good health.
Her menstruation onset was at 15 years, regular monthly, four to
five days flow, sometimes painful.
She entered the hospital in November, 1937, complaining of headache and severe fainting for past month.
Her physical examination was thorough and the record reveals only
the following abnormality: rather poor teeth. Her uterus was palpable
and enlarged to the size of a three-month pregnancy. She was vomiting
several times daily, but there was no dehydration and there were no
mental disturbances at that time. Her temperature was essentially
normal, blood pressure 110 mm. Hg. systolic and 80 mm. Hg. diastolic
at daily examinations. Urine revealed no albumin or sugar but there
was acetone four plus, phenolsulphonphthalein output first hour five
per cent, second hour five per cent, total ten per cent, non-protein
nitrogen 20.7 milligrams per 100 cc. of blood, Wassermann and Kahn
reactions negative, leukocyte count 10,850, erythrocyte count 5,880,000,
hemoglobins (Sahli hemoglobinometer) 96 per cent", differential count
heutrophiles 64 per cent, lymphocytes 30 per cent/basophiles 2 per cent,
Dftonocytes 4 per cent.
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She remained in the hospital four days, the last two of which were
marked by nocturnal restlessness. She became rather incorrigible,
signed a release card and went home. The diagnosis was psyehoneurosis
of pregnancy. On May 12, 1938, she returned. Examination then
revealed her to be eight months pregnant, groaning in bed, complaining
bitterly of abdominal cramps and tenesmus. The sensorium was cloudy
and all movements were incoordinated. She had ptosis of the right eye
lid. Her pupils reacted very sluggishly to light, the left pupil almost
not at all. The left pupil was smaller than the right. None of these
findings were present five months earlier.
The following are notes copied verbatim from her daily chart
record:
"5-14-38. Patient complains of abdominal cramps, lies doubled'up
in bed in pain. Is still mentally disordered. The blood pressure is
135 mm. Ilg. systolic and 80 mm. Hg. diastolic. A slight tremor of the
entire body noticed. Incoordination is increased. The abdomen is not
exceedingly tender. Patient apparently has little vesical control and has
diarrhea. She vomits frequently. Examination of urine reveals no albumin, sugar or acetone, highest temperature 99.6 (F.),. W. B. C. 23,200,
P. M. N. 23, P. M. B. 3, lymphocytes 11, monocytes 4, immature 39,
juvenile 2, stab forms 18, r. b. c. 4,500,000, 85 per cent II. G. Bl."
"5-15-38. Patient in semistuporous condition. Blood pressure
138/82, temperature normal. Tremor more pronounced today. She
moans in low voice continuously. Complains of pain in abdomen. She
was examined by Dr. II. if. Cleckley, neuropsychiatrist, who made this
note: 'Patient lies with eyes closed; pupils contracted and do not react
to light (She had had no morphine). She moans in low tones, appears
semistuporous, occasionally answers questions but inadequately; attention is hard to attain, impossible to retain. Impression: Patient at
present seems to be in toxic stupor. Earlier mental symptoms were
probably also of toxic origin. She appears to be very ill. Termination
of pregnancy advised.' "
"Two No. 24 F catheteres were inserted into the uterus for induction of labor.'"'
"5-16-38. Patient delivered at 4:30 a. m. today* of one small female
child. She is still in a stuporous state, hard to arouse and apparently
very weak. Pulse irregular, blood pressure 126/83, temperature normal,
uterus firm, fundus 2 cm. below level of umbilicus. Some vaginal
bleeding."
"5-17-38. Says that she feels a little better, mind seems a little
clearer. She retains attention a little better. Complains of pain in
abdomen and left thigh. Blood pressure 126/83, temperature normal,
uterus firm."
"5-18-38. Says that she feels much better today. Sensorium much
clearer and she is able to talk rationally. Tremor has disappeared,
abdomen not tender, uterus firm."
''5-19-38. Says that she feels well and is anxious to go home. Talks
ration'ally today, complains of heat. No masses in breasts, no tenderness in abdomen, uterus almost returned to pelvis."
''5-20-3$. Patient says she feels well, is resentful about remaining
in the hospital. Talks rationally otherwise."
:
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"5-21-38. Up and about the ward, feels much better, talks more
rationally. Does not complain about staying in the hospital. Ptosis
of right eye has entirely disappeared. She says appetite is improving
but is still capricious."
"5-22-38. Patient feels well, appetite returning, sleeps well, mind
clear and she seems much more cheerful. Ptosis entirely gone, pupils
normal, blood pressure 130/80.
"5-23-38. Patient up and about, feeling well. Appetite has returned to normal, no vomiting. She sleeps well and she talks rationally."
"5-25-38. Dr. Cleckley examined her and found her normal mentally. She and her baby were dismissed."
A CASE OF RENAL COLIC FOLLOWING ADMINISTRATION
OF SULFAPYRIDINE
By A. G. THUR.MOND', M. D.

A young married woman, 18 years of age, was taken sick on August
21, 1940, with a chill which was followed by severe pain in the right
lower chest and a temperature of 103 (P.). Her respiration was labored
and she was coughing severely. She was given morphine grains 1/4
hypodermically and was also given 30 grains of sulfapyridine at that
time. This was followed by 15 grains of sulfapyridine every four
hours. On the following morning the patient was much more comfortable, had 110 fever and was taking nourishment; she remained comfortable until the next day, at which time, she passed a fairly large amount
of blood in her urine. A total of 180 grains of sulfapyridine had been
given when the blood appeared. She was seen on the following morning,
was comfortable and had no gross hematuria, on the same afternoon
about two o'clock she was seized with an agonizing pain over the region
of the left kidney. The patient was given morphine grains 1/3 and
hyoscine grains 1/200 hypodermically from which she received no relief.
After 30 minutes she was given morphine 1/6 and atropine 1/150. In
a short while she was comfortable. She remained comfortable until
about midnight when she was again seized wfth the pain and was
brought to the hospital.
The pelvic examination was negative and there was no history of
any irregularity of menstrual periods. The chest and abdomen were
essentially negative except for slight rigidity over the left lower quadrant of the abdomen. She passed no more blood and repeated catheter
specimens showed only microscopic blood. Urine culture was also negative.
X-ray examination of the kidneys, ureter and bladder showed nostone or anything of importance.
She required repeated injections of an opiate for two days after
she was admitted to the hospital. On the third day she was comfortable
and has remained so since that time. Her temperature was 100.6 (F.)
on admission but since then she has had no fever. Blood examinations
were essentially negative.
The colic was apparently caused by clot formation resulting from
hemorrhage of the left kidney following the administration of sulfapyridine.
1

