

















124 UNIVERSITY BULLETIN.

wise changed from time to time.
In remote times the sac was incised
and the resulting haemorrhage was
arrested by plugging the opening
of the artery into the sac, or by
tieing the opening of the artery
into the sac. Later the artery was
tied external to, but close to the
sac, which was then incised and
stuffed. All of these methods,
which depended upon opening the
sac and turning out its contents,
were followed by profuse suppura-
tion, and frequently with second-
ary haemorrhage, with a very large
mortality. A step in the right
direction was the tying the vessel
above the sac without opening it,
and with this procedure the name
of Anel is creditably associated.
The disadvantage of this method
lies in the fact that in spontaneous
aneurism the arterial coats are too
diseased to allow the safe applica-
tion of a ligature so close to the
sac, but in certain traumatic ane-
urisms, where  the artery is not
degenerated, it is still the proper
method of procedure.

To John Hunter we are indebted
for the introduction of the method
which, inits essential features, pre-
vailsto-day. Recognizingthedefect
of the method of Anel and Desault,
he applied his ligature tothe artery
at some distance from the sac, at a
point where the vessel was healthy.
At first he applied four ligatures,
tieing them loosely in order to

secure adhesive inflammation of

the coats of the artery. He also
included the vein within the liga-
ture. He soon learned that one
ligature was sufficient for the pur-
pose of occluding the artery, and
he ceased using several. He used
hempen ligatures, which were, of
course, not disinfected, the ends
were left long and the wound not
closed. Suppuration was the re-
sult; and sometimes secondary
haemorrhage upon the separation
of the string. T'he use of fine silk,

and cutting the ends close to the
knot and closing the wound
was introduced by Lawrence in
1814. Physic, of Philadelphia,
and Jameson, of Baltimore, intro-
duced absorbable animal ligatures,
and though they were crude in
comparison with those of the pres-
ent day, many successful opera-
tions are recorded in which these
ligatures were used. For many
years the experiments of Dr. J. F.
D. Jones, in regard to the action
of ligatures upon the walls of the
arteries, were accepted as conclu-
sive, that the inner-middle coats
of the vessel were divided, and the
external coat ulcerated through,
and surgeons acting upon this
belief, left the ends of their liga-
tures long, in order that. they
might be easily removed from the

wound; but modern eXpemnwnﬁs o ame
and clinical observation = have

proven that an aseptic catgut liga-
ture may be applied with sufficient

firmness to cause obliteration of

the calibre of the vessel without
dividing any of the coats; and
with the effect of placing a ring of
living cicatricial tissue around the
vessel.

The method of Hunter is ap-
plicable to most aneurisms of
the extremities, but when the in-
nominate, the subclavian, or the
iliac is affected, it is impossible
to place a ligature between the
heart and the tumor, and for these
the methods of Brasdor and War-
drop are applicable. Brasdor’s
method consists in the application
of the ligature to the main trunk
upon the distal side of the tumor,
that of Wardrop in tieing the
nearest large branch beyond the
tumor. These methods are made
use of to a considerable extent in
the treatment of innominate, sub-
clavian and common carotid ane-
urisms, and good results have been
quite frequently obtained in this
manner. As such good results are
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achieved by the ligature in the
treatment of aneurism, it is scarcely
worth while mentioning other
methods of treatment, such as
filling the sac with many feet of
fine wire or strands of catgut or
horse hair, in order that coagula-
tion may be facilitated. Prof.
Loreta, the brilliant and lamented
surgeon of Bologna, exposed an
aneurism of the abdominal aorta
by laparotomy and then filled the
sac with fine wire; the patient
did well for awhile, but eventually
died from ulceration of the sac.
Galvano- puncture and the subcu-
taneous injection of ergotine have
been tried in some cases, but with-
out much benefit. Almost the
whole arterial system has at some
time been the subject of ligation;
innominate has been tied about 19
times, but with a fatal result in
every case except the classical one
of Smyth, of New Orleans, which
recovered after many perils, and
the subsequent ligature ot the com-
mon carotid and vertebral. It is
my beliet, however, that a healthy
innominate may be successtully
ligatured with aseptic catgut. No
successtul ligation of the abdomi-
nal aorta has as yet been reported,
the longest period of survival after
this procedure being sixty-five
hours. T'he common iliac has been
ligated many times for aneurism,
with about 33 per cent. of recov-

eries, according to Wyeth. As far

as I am aware, no recovery has re-
sulted after the ligation ot the first

portion of the subclavian, but a
few cases of cure have followed the
method of Brasdor as applied to
the third portion of this artery
for aneurism of its trunk. In the
ligation of the large vessels of the
extremities but little more can be
desired. Underantiseptic precau-
tions, and the use of aseptic cat-
gut, the results are almost always

all that could be desired—the pul-
sation ceases, the tumor becomes
hard and shrinks and finally dis-
appears.

EMPYEMA OF THE ANTRUM OF
HIGHMORE.

By EDWARD E. GIBBONS, M. D., Chief of
Clinic to the Professor of Eye and
Ear Diseases. Maryland Uni-
versity Hospital, Baltimore.

On the 22nd of June, 1896, A. S.,
white male, aet. 19, came to me
with the following history: That
about one year and a half ago he
had suffered with severe pain in
and about the left second superior
molar tooth. The pain continued
two days, accompanied by a con-
siderable swelling of the left side
of the face, at which time he con-
sulted a dentist, who finding the
tooth carious, drew it, which gave
great relief.  About one week
afterward the patient says he
noticed a small, round and very
painful swelling beneath the left
eye. He immediately consulted
his physician, who incised the
lump, giving exit to a quantity of
pus. From that time until I saw
him he had had a sinus below his
left eye, the external orifice corres-
ponding to the inferior margin of
the orbit, from which pus would
gush every time he blew his nose.
The sinus, examined with a probe,
was found to run backward along
the floor of the orbit about one
quarter of an inch. The lower
eyelid had been engaged in the
cicatrix at the mouth of the sinus
and pulled down, producing a very
unsightly ectropion. The patient
had a very decided deflection of
his nasal septum to the left side,
which interfered with intra-nasal
inspection, but, a greatly hy-
pertrophied middle turbinate was
seen, occluding the ostium maxil-
lare, prohibiting the natural drain-
age of theantrum through the nose.
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The history of the case, and my
inability to illuminate the eye on
the corresponding side,afterDavid-
sohn’s method, as well as the an-
trum itself, made the diagnosis.

Five days later I perforated the
antrum, with a Pope’s antrum tre-
phine, through the alveolus of the
second molar. The pus which
came was very fetid. A soft rub-
ber drainage tube with a flange
was introduced, and the end oc-
cluded with a stopper to prevent
the constant trickling of pus into
the patient’s mouth, and entrance
of food into the cavity. This tube
gave the patient absolutely no in-
convenience as the flanged end fit
snug up to the gnm. Examination
of the cavity with probe and mir-
ror failed to detect the presence of
any necrosed bone or growth.

When the cavity was washed out
the solution came freely from the
sinus below the orbit. The hyper-
trophied middle turbinated body
was cauterized and the cavity
washed out with a solution of per-
manganate of potash. Two irriga-
tions sufficed to destroy the odor.
The cavity was then daily washed
out with hydrogen dioxide diluted
one-half, and finally in full
strength. After about two months
the suppuration ceased, and is
absent at the present time.
The eyelid was released by divid-
ing several bands of connective tis-
sue, by which it was held down,
and the ectropion relieved.

A few words about the etiology
of these cases. The sinus maxil-
laris is especially liable to infec-
tion from one of two sources; from
a diseased tooth, or from the nose.
Authorities do not agree as to the
most common mode of infection.
Kuchenbecker found, out of 31
cases, 33 per cent. the result of
dental caries, 22 per cent. of
general diseases, 10 per cent. of
tumors, 22 per cent. of unknown
causes, while only 13 per cent.

could be traced to intra-nasal

origin.

The operative treatment of
these cases consists in making
an opening into the cavity and
washing it out daily, until all
suppuration has ceased. The older
surgeons, says Diffenbach in his
“System of Surgery,’”” gave more
space to this operation than they
did to resection of the jaw.
Among the earliest methods of
opening the antrum was that of
Malinetti, who opeuned it, in 1675,
by making a crucial incision in

the cheek and perforating the
cavity through the canine fossa.
This operation did not find many
followers. Our present methods
date from the latter part of the
last century. About that time
Cooper opened the antrum through
the mouth, by extracting a tooth
and entering through the empty
alveolus. If there is a carious
molar tooth present, it should be
extracted. If the cavity is not
opened by this method a strong
trocar will easily establish com-
munication. It is far safer, how-
ever, to use a drill or trephine. If
the teeth are all sound we may
then open the sinus through the
nose. Hunter opened the cavity
through the infundibulum, but
drainage was mnot good, as the
point selected was too high up, and
there is also great danger of
wounding the floor of the orbit.
The inferior meatus is the site us-
ually selected for opening the cav-
ity when the trouble is intra-nasal
in origin. It can be done with a
strong trocar or electric drill.
This operation is contra-indicated
if decided stenoses of the nasal
chambers exist.
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LUMBAR PAIN.

BY DR. HENRY PAGE.

Lumbar pain is such a common
symptom of disease that its exist-
ence is often ignored unless its in-
tensity is such that the patient
demands a special investigation of
its cause, and indeed, even then,
unless it be the sole evidence of
derangement, subjective or ob-
jective, it is forgotten in the more
interesting data at hand.

That in many cases its cause is
self-evident and needs no especial
consideration cannot be denied.
This is true especially of the lum-
bar pain occurring in acute zymotic
diseases, and as a general rule it
may be stated that lumbar pain,
when it accompanies a febrile con-
dition, requires less attention per
se than when no fever exists. In
other words, the fever and co-inci:
dent symptoms clear up all doubts
in some of these cases,and in others,
for example influenza, we look for
lumbar pain as an almost constant
symptom.

1t is with those cases having
an indefinite history of chronic
lumbar pain, for which an explan-
ation is not readily found, that we
are principally concerned.

Our table below is a summary
of all causes which can produce
lumbar pain, the source, rather
than the existing condition, being
referred to as far as possible.

It is our hope that its presenta-
tion in such a condensed form may
make it available as a ready guide
in the investigation of all doubt-
ful cases and to suggest possibil-
ities, near and remote.

Before commencing a discussion
of the table, a discussion which
must necessarily be nothing more
than an imperfect outline of differ-
ential diagnosis, we will give,
without comment, the history and
examination of a case, seen for the

first time to-day, at the Dispensary
of the University of Maryland,
which presents a fair illustration
of the difficulties sometimes en-
countered in investigating lumbar
pain.

Patrick F., aet. 66, laborer, living at
Woodstock, Md., has been suffering for
25 days with severe, dull fixed pain in
lumbar region, and the inner surface of
the left thigh and knee. Occasionally the
right shoulder and right arm are painful
and at times he has pain in the toes. The
pain is so severe as to interfere with his
rest at night. Motion and pressure are
alike painful.

His occupation exposes him frequently
to wet and cold, but the present attack did
not follow any extraordinary exposure.
He had an attack of rheumatism three
years agzo. in which the knees and hips
were principally involved. Previous his-
tory otherwise, good.

Physical Examination. —The patient
stands bent forward, with the left leg ad-
vanced and abducted and everted, a posi-
tion characteristic of the second stage of
coxalgia, or the stage of apparent length-
ening. In the supine position, bringing
the left leg to the table causes great pain,
produces an arching of the spine, and re-
veals a rigidity of the pelvis,due evidently
to muscular spasm. Firm pressure over
the trochanters produces no pain and
elicits no tenderness. At a spot opposite
the second sacral vertebra and about 1%
inches from the median line, a localized
spot of tenderness as large as a half-dollar
was found. A slight tenderness over the
lumbar muscles was found, particularly
over the kidney region. On the inner:and
anterior surface of the thigh in about the
region of the femoral vein, there was in-
tense tenderness upon palpation. The in-
guinal glands in both groins were en-
larged.

The muscles of the back were rigid.
There was no tenderness over the verte-
brae. Motion seemed to give intense pain
in the lumbar region. Examination of the
urine was negative.

In such a history at least halfa
dozen of the subjects enumerated
below arise to the dignity of ‘““pos-
sibilities,”’viz.: lnmbago, coxalgia,
neuritis, kidney disease, etc. What
method shall we pursue, therefore,
in the study of lumbar pains? For
our present purposes we can ignore
most of the acute febrile diseases
as not likely to be confusing, and
proceed to the discussion of the
other conditions, considering them



128 UNIVERSITY BULLETIN.

in order of frequency, and reserv-
ing our table as a systematic guide.
In a case in which lumbar pain is
a prominent symptom we naturally
first suspect two things:

( Bright's disease,

| Calculus or Gravel,
(a.) Kidney disease. { Pyelitis,

lM()vable kidney,

Perinephritis.

(6.) Rheumatism or gout.

(a.) Acute nephritis causes a
dull, fixed lumbar pain, not much
influenced by pressure or motion,
The urinary examination is for-
tunately absolutely diagnostic.
Calculus and gravel to a less de-
gree are determined by an urinary
examination. Renal colic is the
surest guide when present, bat the
calculus may not have engaged in
the ureter, or the gravel may be
too finely divided to produce much
spasmodic pain in its passage, and
we must then rely upon the uni-
lateral character of the pain, which
is not affected particularly by pres-
sure or motion and is usually over
the kidney region, together with
such data as may be gained by an
examination of the urine.

Pyelitis causes a low, hectic
fever, and the urine is filled with
pus, blood and pelvic epithelinm.
Movable kidney produces usually
an abdominal pain. It is asso-
ciated with dilation of the stom-
ach and emaciation. It occurs
most frequently in multiparous fe-
males (often hysterical) and in fa-
vorable instances the tumor can
be felt. Perinephritis, when not
diagnosticated is generally con-
fused with coxalgia on account of
the pain and position of the limb,
which is slightly flexed, and also
by the lumbar curve produced
when, the patient being in the su-
pine position, the leg is brought
down to the table. The lumbar
pain and tenderness of perinephri-
tis, however, may simulate the
symptons of spinal caries, but in

the former, it will be noticed that
the pain is unilateral and not di-
rectly over the spinal column, and
when pus accumulates the doughy
tumor can often be felt over the
affected kidney, while in spinal
caries the pus works its way down-
ward and forms a lumbar, 1liac or
psoas abscess.

(b.) Muscular rheumatism,
while presenting fairly definite
characteristics, is not always read-
ily diagnosticated. This is true
particularly of chronic lumbago or
when a neuritis, such as sciatica,
complicates, or when the seizure
is sudden, and possibly co-exist-
ant with any injury which may be
referred to as a cause, as trau-
matic hysteria, myalgia from
sprain, etc. Myalgia due to sprain
is described in ‘“ Musser’s Medical
Diagnosis’’ as often accompanied
by hysteria, which makes the
symptoms referabl: to the neuro-
ses. Chronic muscle tire or nerve
tire may often produce chronic lum-
bar pains, which exist only in
flabby and lax muscular systems.
Muscular rheumatism, lnmbago, or
myalgia proper, may be known by
a history ot exposure, a gouty or
rheumatic diathesis, a rigidity of
the lumbar muscles, a dull, fixed
pain, made acute by motion or
pressure along the tendinous ori-
gin and insertion of the muscles,
and along the muscle belly to a less
degree, and—to a certain extent—
by the therapeutic test.

Having excluded the above from
our list of ‘“possibilities,” we
next turn to
(a.) Spinal caries.

(6.) affections of

Sclerosis (posterior),
the spinal cord

Tumors,
Meningitis,
Myelitis.

(¢.) Neuralgia.

(a.) Spinal caries in the lum-
bar region commonly produces ab-
dominal pain, but the pain may
be lumbar. Often the pain is of a
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girdle type. The symptoms of
caries occur most frequently in
those giving a tubercular history.
It may be distinguished by a local
tenderness over the spine and an
exaggeration of pain when the dis-
eased parts are pressed upon, as in
jumping, riding in a rough wagon,
or when the shoulders of the pa-
tient are pressed upon by the ex-
aminer. Removal of the weight
of the body by suspension causes a
cessation of the pain. In chil-
dren who have suffered fromspinal
caries for any length of time the
muscles of the arm are abnormally
developed. This is due to the un-
usual exercise these muscles are
subjected to in the effort the child
makes to ‘‘lift the body from the
spine.”” In the later stages of
spinal caries, spinal deformity or
abscesses make their appearance.

(b.) Tumors of the cord are us-
nally syphilitic or tubercular, so

St that the history of the patient is

frequently an index to the condi-
tion. The pain is dull, localized
and is accompanied by a feeling of
wefa,knesxéi at the segment of the
spinal cord affected. The symp-
toms are gradual and are greatly
* heightened by fatigue. A paraly-
" .sis, irregularly unilateral, of an
ascending motor and sensory char-
acter in the lower limbs comes on
with the early positive symptoms.

Spinal sclerosis of the posterior
columns of the cord may, like tu-
mor, produce the girdle pain. H.
C. Wood affirms that girdle pain
always indicates organic disease
of the cord or the nerve roots.
When severe, he says, it indicates
inflammation of the nerve roots, as
through cancerous, syphiliti¢c or
tubercular degenerations of the
spinal membranes. When not se-
vere, it usually refers to a chronic
myelitis or to a spinal sclerosis.
Posterior spinal sclerosis or loco-
motor ataxia, however, does not
always produce a girdle pain. The

pain is usually paroxysmal, but
may be dull and partially fixed,
and is not affected much by pres-
sure or motion. Loss of co-ordin-
ation, absent reflexes, ataxic gait,
Argyle-Robertsen pupils, diplopia,
optic atrophy, etc., are a group of
definite symptoms of this disease.

Spinal meningitis is a febrile
affection. There is no localized
lumbar pain, but the whole back

is exquisitely vender. Along tho
course of the nerves there is in-
tense pain. The reflexes are

greatly increased and paralytic
phenomena result when exudation
causes pressure upon the cord.
Acute myelitis is another fe-
brile affection, and like meningi-
tis, is frequently fatal. Acute
central myelitis invariably proves
fatal in from one to two weeks.
Transverse myelitis may be pro-
longed for several weeks and may
end in recovery. Both forms fre-
quently produce a girdle pain.
The co-incident symptoms are par-
aesthesia, paralysis, loss of re-
flexes when the lumbar cord is in-
volved, incontinence of urine and
foeces, decubitus, etc. Chronic
myelitisfollows exposure, syphilis,
alcoholism, gout, traumatism or
excesses of any kind. The diagno-
sis of this disease rests on the grad-
ual development of symptoms, in-
dicating a gradual involvement of
the cord, such as the various forms
paraesthesia (numbness, tingling,
etc.), exaggerated reflexes, in-
volvement of sphincters, girdle
pain, etc. Tocalized lumbar pain
18 not a prominent symptom.
Neuralgia, especially when the
sciatic nerve 1is involved, may
produce a lumbar pain, as may
also a true neuritis of the sciatic
nerve cause pain referred to this

region. The symptoms of sciatica
explain the situation in these
cases. There is also a neuralgia,

which seeming to be located in
the remal plexus, causes severe
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paroxysmal lumbar pain, and
again, after lacerations of the kid-
ney, the cicatrix often seems to
have enclosed a nerve filament
which gives rise to a paroxysmal,
unilateral neuralgic pain, mani-

festing itself chiefly after exposure
to cold and wet. Pressure over
the kidney in these attacks gives
relief.

There remain to be considered :

Impaction of feces,
Rectal carcinoma,

(a.) Disturbance of abdominal viscera | Aneurism and other tumors,

| Uterine disturbance,
| Liver and stomach disturbance.

( Railway spine,

(6.) Neuroses and nervous disease ,[

(a.) Disturbances of the vis-
cera take the form of reflex pains
and are very apt to be mistaken
for pure nervousor neuralgic pains.
The pain may be dull and fixed, or
lancinating and paroxysmal. It
is well in every case of dull lumbar
pain to inquire into the state of
the bowels, for very often it will
lead to a discovery of rectal im-
paction, the removal of which will
bring relief. The history in this
trouble and in rectal carcinoma
will usually be a safe guide.

A costive habit, a sallow com-
plexion, the female sex, a dull,
heavy lumbar pain, a fullness in
the rectum and possibly hemorrh-
oids suggest impaction.

The history of alternate diar-
rhoea and constipation, in a cac-
hectic person over 40 years of age,
with severe pain and bleeding at
stool suggests carcinoma. A rec-
tal examination, unless the can-
cerous mass is too high up the
bowel, will decide the question.

The pressure of an aneurism
upon a vertebra causes its absorp-
tion, with resulting spinal irrita-
tion or even meningitis. Aneur-
ism, as well as other tumors, by
pressure upon nervous structures
can cause a true neuralgia or pro-
ducereflex nervous symptoms in the
loins or any part ot the body. Dis-
turbances of the portal circulation,
abscess of the liver, gall stones, or

Hysteria -

§ Myalgia from sprain,
o ‘ fatigue,

Neurasthenia,
Neuritis and multiple neuritis.

catarrh of the ducts, may cause
lumbar pain, but usually the pain
is lateral and reflected to the right
shoulder.

That gastric ulcer may produce
a misleading lumbar pain is proven
by a case of Wood’s, in which the
pain was constantly referred to
that region. Of course in such a
case the gastric symptoms would
determine the diagnosis if properly
sought after.

Uterine and pelvic complaints
most frequently produce lumbar
pain. Works upon gynaecology
explain its connection very care-
fully, and it needs no comment
here.

(b.) Among neuroses, hysteria
and neurasthenia stand prominent
as causes of lumbar pain, and in-
deed, pain in any part of the body

The diagnosis in these cases is
arrived at by exclusion, and by
observing those hysterical or neu-
rasthenic symptoms, which sooner
or later, will always manifest
themselves. An exaggerated state-
ment of pain referred to different
localities, having mno connec-
tion with one another, is very
significant of neurasthenia, espec-
ially when its statement is made
by an excitable female.

In railway spine, the symptoms
follow a few weeks after a severe
mental or bodily shock, which is
always referred to in the history
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of the patient. There is little
danger of confusing this peculiar
malady with myalgia from sprain,
although in both there is appar-
ently an hysterical element.

The other causes of lumbar pain
need but brief mention. Of these,
spinal congestion is the most im-
portant. The congestion may re-
sult from disturbed abdominal cir-
culation, dyscrasia, exposure, or
may be a sequel of malaria (dys-
cragia probably).

The characteristics of this con-
dition are pain in the lumbar or
sacral region, and tingling and
numbness in the legs, which usu-
ally precedes an incomplete paraly-
sis. A mnoticable fact is, that pro-
longed rest in the recumbent
position always increases the pain.

Spinal anaemia amfects young
girls, and is co-existent with gen-
eral anaemia and often with hys-
teria. The pain may be of any
character, but is usually dull and
fixed. Wood mentions an inter-
esting theory in regard to perma-
nent pain from malarial anaemia,
which he thinks is often neuralgic,
and believes that a ‘‘pain ten-
dency ’’ may be inaugurated pre-
cisely as may the epileptic ten-
dency in cases of reflex epilepsy,
and may exist after the removal
of the original irritation.

In ‘“irritable spine,”’ vertigo,
palpitation, nausea, dyspepsia, and
neuralgic pains are present. Palsy
comes gradually, and is incom-
plete. In spinal hemorrhage, on
the contrary, paralysis is sudden,
bilateral and complete.

There remains only neuritis and
multiple neuritis to be considered.
Neuritis eauses lumbar pain rarely,
except when sciatica is present.
Coxalgia is the only disease with
which it can be confused. Neuritis
is known by the pain, on pressure
over the course of the nerve, im-
pairment of muscular power,
trophic changes, paraesthesia and
frequently by herpetic eruptions
over the course of the nerve, the
glossy skin, etc.

Acute multiple neuritis is a fe-
brile affection, beginning with a
chill, malaise, slight fever, head-
ache, pain in the back, a coated
tongue, costiveness and anorexia.
There is tenderness over the nerve
trunks, and the reflexes are easily
abolished. Paraesthesia, muscu-
lar atrophy, and paralysis complete
the clinical picture, which is to be
confused only with locomotor-
ataxia. In the latter, however,
loss of co-ordination, the Argyle-
Robertson pupil and girdle pain
prevent error.
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A. DUE TO ORGANIC

TABLE OF CAUSES OF LUMBAR PAIN.

Bright’s disease,
1 Calculus or gravel,
(e.) Kidney { Pyelitis,
l Movable kidney,
Perinephritis.

Hemorrhage.

Disturbed abdominal circulation
. Dyscrasia
Congestion i Exposure to wet and cold,
Sequel of malaria.

Sclerosis. (lateral.)

DISEASES | (6.) Spinal Lo S

£ lens ptomeningitis,
Meningitis % Pachymeningitis,
Myelitis.

@ { Tubercular,
Tumor 3 guphilitic.

Vertebral caries.

( Rectal carcinoma,
(¢.) Disturbances of the Tumors, (aneurism)
abdominal viscera | Foecal impaction,
{ Liver and stomach,
Uterus.

8. DUE TO CONSTI- (@.) Myalgia { Rheumatism,

Gout or lithaemia.

TUTIONAL DISEASES

| (6.) Diabetes.

C. DUE TO ACUTE FEBRILE DIS- (a.) Influenza.
EASES, GENERALLY ZYMOTICY (4.) Malaria.
(€. ) Typhoid fever, ete.

D). DUE TO NERVOUS DISEASES

(a@.) Railway spine.

| Myalgla. of sprain,
(6.) Hysteria !  fatigue.

OR NEUROSES

(¢.) Neurasthenia.

(d.) Neuralgia. (Sciatica.)
(e.) Neuritis.

(f.) Multiple neuritis.
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Dr. W. Q. Claybor, of West
River, Md., a graduate of this
University in the class of 1852,
died recently.

Dr. Dougan Clark, of Richmond,
Indiana, an eminent minister of
the Society of Friends, and a
former student of the University
of Maryland, died at his home on
Oct. 10th, 1806, from pernicious
anaemia.

The X-ray apparatus which has
been for some time in use at the
University Hospital has a con-
stantly growing field of usefulness.
Its aid is frequently invoked in va-
rious departments, both of medi-
cine and surgery, and its habit-
ual use develops a new and distinct
technical skill which is of increas-
ing value and importance.

At the October meeting of the
University Medical Society the
following officers were elected:
President, Prof. Hiram Woods,
Jr.; vice-president, Dr. St. Clair
Spruill; secretary, Dr. Edward E.
Gibbons. Executive Committee:
Drs. J. R. Abercrombie, W. I.
Messick, J. W. Holland. The
BuLLeriNy was placed in the hands
of an Editorial Committee, whose
names appear on the title page.

The new University Hospital is
in course of construction and will
be ready for occupancy about
April, 1897. The walls of the
fourth and last story is erected and
the roof will soon be put on.
The building makes an imposing
appearance, fronting about 175 feet
on Lombard street, and about 149

on Greene street. The Lombard
street building is very handsome,
with large columns in the centre
and much ornamental stone and
brick work. In addition to the
main buildings, a new post-mor-
tem building has been erected,
with excellent facilities for the
practical instruction of students in
gross pathology. A magnificent
steam laundry plant has also been
put in, by means of which the
work of the Hospital is much
facilitated.

Dr. J. S. Conrad died at the
home of his brother, Prof. T. N.
Conrad, Occoquan, Va., on the 8th
of December. Three years ago Dr.
Conrad was stricken with paraly-
sis and has since been bedridden.
The interment was made in Lou-
don Park Cemetery.

Dr. John Summerfield Conrad
was born at Fairfax Courthouse,
Va., February 17, 1839. He re-
moved to Baltimore in 1853, at
which time his father, Nelson
Conrad, established himself in the
wholesale mercantile trade here.
Dr. Conrad received his primary
education at the Vernon and New-
ton academies. His father’s fail-
ure in business in 1857 forced him
to leave school and seek employ-
ment, and he got a situation in
the drug store of Dr. Elisha Per-
kins and attended lectures in the
College of Pharmacy. He was
graduated second in a class of nine
in 1860. He then attended lec-
tures at the medical school of the
Columbia University, Washing-
ton. He was graduated from that
University in March, 1862, and
immediately went South, being
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commissioned in April of the same
year as an assistant surgeon in
the Confederate Army, stationed
at Camp Winder Hospital, near
Richmond. This hospital grew to
be the largest in the Confederacy.
In January, 1864, Dr. Conrad was
ordered toreport to General Long-
street in Tennessee. He was sub-
sequently transferred to the First
Engineer Corps, Colonel Talcot,
and surrendered with this com-
mand at Appamattox Court-house,
April 10, 1865.

In 1868 he was appointed resi-
dent physician of the Baltimore
Infirmary, and in 1871 physician-
in-charge of the Marine Hospital
for the port of Baltimore. He was
in charge of this hospital during
the epidemic of smallpox and ty-
phus fever in 1871-72. He con-
tracted typhus and nearly lost his
life. After spending two sessions
in teaching in the medical depart-
ment of the Washington Univer-
gity at Baltimore he was elected
resident physician of the Maryland
Hospital for the Insane at Spring
Grove. In 1875 he was elected
superintendent and served until
1878, during which time he intro-
duced many reforms and advanced
methods which brought the insti-
tution up to a high standard of
efficiency. Dr. Conrad was a mem-
ber of the Medical and Chirur-
gical Faculty of Maryland, of the
Baltimore Medical Association,
the Baltimore Academy of Medi-
cine, the American Social Science
Association, the American Public
Health Association and of the
American Association of Medical
Superintendents of the Insane.
He was married April 19, 1871, to
Miss Virginia M. Rind, daughter
of 8. S. Rind, of Georgetown, D.
C. He was widely known and
highly esteemed by the profession
throughout the United States. Of
late years he conducted Matley
Hill, a private asylum at Relay.

YOUNG MEN'S CHRISTIAN ASSO-
CITION OF THE UNIVER-
SITY OF MARYLAND.

A very enjoyable reception was
tendered the new students of the
medical and dental departments
of the University on Tuesday,
October 13th, at the Central Y.
M. C. A. Building, corner Charles
and Saratoga streets. Several
members of the Faculty were pres-
ent, and short addresses were made
by Drs. Winslow and Jos. T.
Smith, and Messrs. Morris and
King, after which refreshments
were served. The remainder of
the evening was enlivened with
music and games.

The officers of the University
Branch of Y. M. C. A. are: R. H.
McGinniss, of North Carolina,
president; C. A. Wiest, of Penn-
sylvania, vice-president; J. J.
Harwood, of Maryland, corres-
ponding secretary; R. L. Henry,
of Texas, recording secretary; S.
B. Wrightson, of Maryland, treas-
urer.

A series of lectures to the class
will be given, during the winter,
under the auspices of the Univer-
sity Branch of the Y. M. C. A.
The subjects are not all as yet an-
nounced. Professor Atkinson’s ad-
dress was upon‘‘The Serum Treat-
ment of Diphtheria.”” Professor
Mitchell has given a lecture on
“ Homeeopathy.”

UNIVERSITY OF MARYLAND
ATHLETIC ASSOCIATION.

An association formed for the
purpose of fostering athletic sports
has been organized by thestudents
of the medical, dental and law de-
partments, with the following offi-
cers: President, R. T. S. Steele, of
North Carolina, Medical Depart-
ment ; vice-president, C. D. Wool-
verton, of Virginia, Dental Depart-
ment; secretary, O. T. Sadler, of
Maryland, Law Department; treas-
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urer, Dr. H. G. Utley, of North
Carolina, Lying-in Hospital. Ex-
ecutive Committee: M. White-
hurst,of Maryland,Medical Depart-
ment; E. Williams, of Pennsyl-
vania, Dental Department; C. E.
Decker, of Maryland, Law Depart-
ment, and Deans of the various
departments, ex officio.

The following are the scores of
the foot ball games played this
season:

University, 2;
lege, 0.

University, 32; Rock Hill Col-
lege, 0.

University, 6; M. A. C., 4.

University, 6; Norfolk A. C., 4.

University, 0; Hampton A. C., 18.

University, 0; Mt. St. Mary’s
College, 8.

University, 0; Pennsylvania Col-
lege, 4.

University, 14; M. A. C., 6.

University, 6; St. John’s Col-
lege, 11.

St. John’s Col-

MEDICAL AND CHIRURGICAL
FACULTY.

INAUGURAL OF THE FRICK
LIBRARY.

Dr. Charles Frick, born April
15, 1823, graduated at the Uni-
versity of Maryland in 1845. He
made original researches in genito-
urinary diseases, occupied the
chair of materia medica at the
University of Maryland from 1858-
60, dying March 25, 1860 of diph-
theria, contracted from a patient;
““a martyr to duty.”

The Faculty and its invited
guests met at the rooms on Ham-
ilton Terrace on the evening of
December 10, 1896, to celebrate
the inaugural of the Frick Lib-
rary, a memorial to Dr. Charles
Frick by his brothers, William
and Frank Frick.

Dr. Osler, presiding, called the
meeting to order, opening with a

statement of the condition of the
Faculty Library and its removal
to the present quarters; an ac-
count of the organization of the
““Book and Journal Club,”” and of
the addition of the Frick Memo-
rial, which its donors intend shall
be well stocked with literature on
genito-urinary diseases, as Dr,
Frick was particularly devoted to
that subject.

Dr. Osler then asked that mem-
bers help the Library, first, by
joining the ‘“Book and Journal
Club’’; second, by obtaining new
members ; third, by taking a per-
sonal interest in the affairs of the
Faculty.

Dr. Chew was introduced and
addressed the meeting. Dr. Chew
said: ‘““The new departure in the
Library is a fitting memorial of
man we commemorate.”” The life
and work of Dr Frick was then
outlined from personal knowledge.

Mr.Reverdy Johnson spoke of Dr.
Frick, who was a warm personal
friend of his, and at the conclu-
sion of his remarks presented the
Library with an autograph volume
of Dr. Frick’s work on “ Urinary
Analysis.”

Dr. Da Costa, of Philadelphia,
spoke upon libraries in general,
describing the great libraries of
the world, and particularly those
in which medical books predomi-
nated. The scope of a medical
library and its usefulness was en-
larged upon.

Dr. Bryant, of the Academy of
Medicine, New York, told of the
manner in which funds were raised
for the library belonging to that
body, and of its rapid growth.

Dr. Tiffany then moved a vote
of thanks to the speakers for their
attendance and addresses, which
was carried by a rising vote. The
meeting then adjourned and a col-
lation followed. J. R. A.
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UNIVERSITY OF MARYLAND
SCHOOL OF MEDICINE.

BERNARD CARTER, ESQ., Provost,
N. E. COR. LOTIBARD & GREENE STS., BALTIMORE, MD.

The Ninetieth Annual Course of Lectures in this Imstitution will commence on October 1, 1896.

GEORGE W. MILTENBERGER, M.D., Emeritus
Professor of Obstetrics and Honorary President
of the Faculty.

SAMUEL C. CHEW, M.D., Professor of Prin-
ciples and Practice of Medicine and Clinical
Medicine,

WILLIAM T. HOWARD, M.D., Professor of Dis-
eases of Women and Children and Clinical Med-

icine.

JULIAN J. CHISOLM, M.D., Emeritus Professor
of Eye and Ear Diseases.

FRANCIS T. MILES, M.D., Professor of Physiol-
ogy and Clinical Professor of Diseases of Nerv-
ous System.

L. MCLANE TIFFANY, M.D., Professor of Sur-

1.8%13M0NDS()N ATKINSON, M.D., Professor
of Materia Medica and Therapeutics, Clinical
Medicine and Dermatology.

R. DORSEY COALE, Ph. D., Professor of Chem-
istry and Toxicology.

RANDOLPH WINSLOW, M.D., Professor of An-
atomy and Clinical Surgery.

BAC TN,

L. E. NEALE, M. D., Professor of Obstetrics.

JOHN N. MACKENZIE, M.D., Clinical Professor
of Diseases of the Throat and Nose.

C. W. MITCHELL, M.D., Professor of Materia
Medica and Clinical Medicine.

J. HOLMES SMITH, M. D., Associate Professor of
Anatomy and Demonstrator of Anatomy.

C. 0. MILLER, M. D., Associate Professor of His-
tology and Pathology.

J. MASON HUNDLEY, M.D., Associate Professor
of Diseases of Women and Children.

HIRAM WOODS,., Jr., M. D., Clinical Professor
of Diseases of the Eye and Tar.
JOSEPH T. SMITH, M.D., Lecturer on H{giene.
Medical Jurisprudence and Clinical Medicine.
FERD. J. 8. GORGAS, M.D., D.D.S., Professor of
Principles of Dental Surgery, and Dental Mech-
anism.

JAMES H. HARRIS, M.D., D.D.S., Professor of
Operative and Clinical Dentistry.

For Circulars, and any other information, apply to
R. DORSEY COALE, Ph. D., Dean, 865 Park Ave.

UNIVERSITY HOSPITAL,
S. W. COR. LOMBARD & GREENE STS., BALTIMORE, MD.

This Institution, most pleasantly located, the capacity and comforts of which have
undergone great development to meet the increasing demands of patients, is fitted up
with all modern conveniences for the successful treatment of Medical and Surgical
Diseases. Its Medical Staffcomprises the FACULTY OF THE UNIVERSITY, and the entire
management of the Institution being under the direct supervision of that body, the sick
may rely upon enjoying the benefits of a Hospital aswell as the comforts and privacy of
a home while seeking treatment for medical diseases and undergoing surgical operations.

Especial attention is called to the Lying-in Department of the Hospital, and the
thorough privacy given to confinements.

When persons are compelled to leave their country residences to seek professional
medical assistance in Baltimore, no Institution offers greater facilities than the Uni-
versity Hospital, which presents, amongst other great advantages, that of having four
Resident Physicians, appointed by the Medical Faculty, all of whom are usually—one
is always—in the building to carry out the instructions of the Professors.

Board in the Wards $5 per week. Board in Private Rooms $10 to $15 per week.

MEDICAL STAFF OF THE HOSPITAL.
SURGEONS.—Prof. L. McLane Tiffany, M. D., Prof. Randolph Winslow, M. D.
Prof. Hiram Woods. Jr., M. D., Prof. J. Holmes Smith, M. D.
PHYSICIANS.—Prof.S.C. Chew, M. D., Prof. W.T.Howard, M. D., Prof.F.T.Miles,
Prof. I. E. Atkinson, M. D., Prof. C. W. Mitchell, M.D., John S Fulton, M. D.
For further particulars, apply to Medical Superintendent, ST. CLAIR SPRUILL, M. D.
or R. DORSEY COALE, Ph. D., Dean.

THE UNIVERSITY HOSPITAL TRAINING SCHOOL

FOR NURSES.

Under the guidance of the Superintendent the pupils of this School are instructed
in all that pertains to scientific nursing. Lectures are also delivered to them, by the
Faculty of Physic, on Elementary Anatomy, Physiology, Materia Medica, Chemistry,
Antisepsis and Hygiene, as well as upon nursing in special practice. The nursing in
the Hospital is thus conducted on the most approved plan, and its large material is
invaluable to the pupils in the school.

For circulars and information about the Training School, address

MISS JANET HALE. Superintendent of Nurses,
MARYLAND UNIVERSITY HOSPITAL, Baltimore, Md,
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