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rotomy. Inthis case gas was found
in the liver and gas blebs in the
intestinal mucosa.

Numerous cases have been re-
ported in which the Bacillus
Aerogenes Capsulatus has been

found post mortem in cases of

perforative peritonitis from ty-
phoid fever, gas escaping from the
perforations of the typhoid ulcers.

Along with these cases where the
gas-bacillus has been found follow-
ing perforations of the intestines,
are reported cases where the bacilli
were found in great number, no
perforations existing. A case
reported in the service of Dr. Osler
is of great interest. The Bacillus
Aerogenes Capsulatus had, in this
case, invaded the peritoneal cavity
evidently through the infarcted
wall of the intestine, giving rise
to pneumo-peritonitis, with no
communication between the peri-
toneal cavity and either the outside
air, or an air-containing viscus.

There are many other cases re-
ported where the Bacillus Aero-
genes Capsulatuswas found,having
gained entrance to the blood and
tissues in one way or another, but
I fail to find any mention of a case
in which the abdominal wall be-
came gangrenous over an exten-
sive area, and emphysematous
crackling was noted over the entire
abdomen.

This condition of crackling had
existed not longer than eight or
ten hours. The surgeon in charge
stated positively that no crackling
or any evidence of gangrene ex-
isted the evening before I saw the
patient, and that slight crackling
and a small patch of gangrene were
for the first time seen on the day
of the operation. It was most
unfortunate that the true condition
of the patient was not detected
earlier. It is not an unusual
history, however, of a Littre’s
hernia.

Before operating I took a stab
culture from the opening in the

abdominal wall where the bubbles
of gas were escaping. 1 was not
prepared to make cover-slip prep-
arations at the time. The cultures
were worked out by Dr. Lanier, to
whom I am indebted for the follow-
ing bacteriological report.

In one tube some large white
colonies were seen, which cover-
slip showed to be a coccus. Cul-
tures in lactose agar } per cent.,
grown anaerobically in Buchner’s
jars, showed at the end of 24 hours
great gas formation and a number
of fine white colonies. Cover-slips
showed a large bacillus, rather
smaller than anthrax bacillus, and
having a capsule. No spores were
seen. The bacillus was not motile.
A twenty-four hour old bouillon
culture was injected into the ear
vein of a rabbit, which was killed
five minutes afterwards and left for
24 hours. At autopsy there was
diffuse crackling all over the body,
all the organs contained gas,
and quantities of bacilli were to be
seen on cover-slip preparations.

Cultures from various organs,
grown in sugar agar in Buchner’s
Jars, showed large gas formations
in 24 hours.

1009 CATHEDRAL ST.

A CASE OF APPENDICITIS
COMPLICATED BY
TAPEWORM.

By Dr. B. B. LANIER.

On the sixteenth of last July, I
saw J. K., aged 19, in consultation
with Dr. Silver, of east Baltimore.
The patient had been sick one week,
but had only been under Dr.
Silver’s observation for two days.
His first symptoms had been obsti-
nate constipation, continually in-
creasing pain in his right iliac
region, some fever and sweating.
When Dr. Silver first saw him his
temperature was 103°, and his pain
excessive. Calomel was adminis-
tered without effect.

- S—— |
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On the morning of the sixteenth
he had great nausea with frequent
attacks of vomiting. I saw him at
6.30 in the evening, Dr. Silver
having made a diagnosis of appen-
dicitis, and thinking an operation
necessary. The condition then
was as follows:

Patient, a large framed, sparely
nourished young man, in bed with
knees drawn up; face bright red;
lips red, dry, and cracked; eyes
clear and brilliant, but deeply sun-
ken; pulse full and bounding, 130 to
the minute; tongue heavily covered
with a deep yellow coating; tem-
perature 104.5°. He had been vom-
iting at short intervals all day.
During the examination he vom-
ited a quantity of material which
was deeply stained with bile, but
had no stercoraceous odor. His
bowels had not moved for a week.

On uncovering the abdomen, a
large swelling was plainly discern-
ible in the right inguinal region.
The lump extended from the bor-
der of the ilium to within two
centimeters of the umbilicus,
was rather firm on pressure, and
although the muscles over it were
quite tense, fluctuation was easily
made out. It was exquisitely
tender. The left side of the abdo-
men was slightly tender. The
lungs were clear in front, but a few
moist rales were heard over the
back. The apex impulse of the
heart was felt at the fifth inter-
space, inside the nipple line and
with the exception of the pro-

nounced increase in the number of

beats and a somewhat loud second
sound, the organ seemed normal.
The border of the liver on the
right side did not extend below the
ribs as far as could be made out by
percussion, and could not be pal-
pated on account of the tenseness
of the abdominal muscles. The
spleen could not be palpated nor
percussed. The urine was high
colored, and contained a small
amount of albumen.

I heard

Diagnosis of circumscribed ap-
pendicitis was made, and an opera-
tion strongly wurged upon the
family. Consent was given and I
returned at half past nine with my
instruments and assistants, not
relishing the idea of operating in
the house which was extremely
dirty, without any but hydrant
water, and with no better light
than that of a coal-oil lamp. When
I arrived, the boy’s grandmother
met me at the door and informed
me that under no circumstances
should her grandson be operated
upon; and [ therefore retired,
assuring the family that the boy’s
chance for recovery, without op-
eration, was very very small. Next
morning they sent for me to op-
erate 1mmed]ately as he seemed
much worse. I refused unless the
boy should be sent to a hospital.
nothing more from the
case until two weeks later when I
saw Dr. Silver, who gave me the
following history:

Twenty hours after I saw the
boy, he had a copious passage,
light colored, of extremely foul
odor, and the lump disappeared.
At short intervals he had other
stools of the same color and odor,
and in one of these a few segments
of tape-worm were seen. His tem-
perature fell, vomiting ceased, and
pain lapldly subsided. Two da.ys
later his physician gave him cal-
omel, followed by a 1arge dose of
castor oil, which had the effect of
bringing away twenty-six feet of
tape-worm. A rapid and uninter-
rupted recovery took place.

This complication of appendici-
tis is of great interest as regards
the power of intestinal parasites to
bring about diseased conditions in
the abdominal cavity. Whether
the worm became lodged at or in
the appendix during the inflamma-
tory process, and then came away
when the abscess was evacuated,
or whether by lodgment in the
appendix it set up the train of
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inflammatory disturbances ending
in perforation and abscess forma-
tion is of course a matter for dis-
cussion.

That tape-worm may cause
perforation of the intestine seems
to be a disputed point, although
there certainly is strong evidence
in the affirmative. One of the most
interesting cases, (New York Med-
ical Journal, February 11, 1893) is
cited by Dr. Dunlap. A woman
who had not menstruated for two
months, was seized with a violent
pain in the left ovarian region, and
when seen by Dr. Dunlap, was in
a condition of profound collapse.
A diagnosis of ruptured tubal preg-
nancy was made, and the abdomen
being opened, the uterus and
appendages were found perfectly
normal. In the descending colon
was a large perforating ulcer,
involving more than half the cir-
cumference of the colon, with
about six inches of tape-worm
hanging free into the abdominal
cavity. The ulcer was resected
and freshened and the edges
brought together with Czerny-
Lembert sutures. Most of the
worm was removed from the intes-
tine. The woman ultimately re-
covered.

Stavely reports a case operated
upon by Dr. Hunter Robb for pyo-
salpinx in which the appendix was
found inflamed and therefore re-
moved. In the portion removed
there were several segments of
tapeworm. Three day later the
woman died, and at the autopsy a
perforating ulcer of the ileum was
discovered, and the intestine con-
tained many feet of tapeworm.

Von Bergmann has recorded
the case of a patient upon whom
he operated for abcess due to rup-
ture of the appendix. A number
of ascarides were found.

SURGICAL AFFECTIONS OF THE
KIDNEY.

Remarks made by Dr. Randolph Winslow
before the Medical Society of the
University of Maryland, Feb-
ruary 18, 1896.

During the last half of 1895, a
large number of surgical affections
of the kindey have been treated at
the University Hospital, and I
have operated four times upon such
cases. The cases coming under my
care were grouped equally into two
classes,—1st, those in which one or
both kidneys were unduly movable,
and 2nd, those in which suppura-
tion had taken place in the kidney
or its pelvis.

Mr. Henry Morris who is a
recognized authority upon surgical
affections of the kidney, makes a
distinction between floating kid-
ney and movable kidney, though
many authorities speak of any ab-
normally mobile kidney as floating.
According to Morris, a “floating
kidney’” is a congenital condition
and depends upon the presence of
a distinct meso-nephron, whilst a
‘““movable kidney’” is one in which
the peritoneum does not form a
distinct investment, but the organ
acquires an undue mobility behind
the peritoneum. Normally the
kidneys are located in the hypo-
chondriac and upper part of the
lumbar regions, and move to some
extent with the respiratory exer-
cises. The peritoneuminalarge ma-

jority of cases simply covers loosely

the anterior surface of the kid-
ney, and does not form a meso-ne-
phron. Movable kidneys are found
more frequently in females than in
males, and generally in those who
have had a number of children, or
who have become emaciated or de-
bilitated. In such persons the pad
of circumrenal fat which normally
holds the organ in position and pro-
tects it from injury, becomes ab-
sorbed, and the kidney is free to
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change its position. Sometimes
the dislocation of the kidney is
the effect of a blow or fall,
by which the organ loosens from
its moorings. The symptoms of a
movable kidney are both subjec-
tive and objective. Amongst the
subjective symptoms are a sense of
uneasiness in the region of the kid-
ney, sometimes a dragging sen-
sation, at other times distinct pain
which may be very acute, and
which seems to depend upon torsion
of the renal blood vessels. Some-
times reflex symptons of various
kinds are observed, as vomiting,
diarrhcea, constipation or irregu-
larity of the bowels. The urine is
usually unaltered in quantity
and appearance, but sometimes the
amount voided is markedly dimin-
ished,whichisdue to a twist or bend
in the ureter, and when this is the
case a sudden increase in the flow of
urine may follow a change in the
position of the kidney. The most
evident objective symptom is the
detection of a movable body,
presenting the outline of the kid-
ney, and more or less removed from
the normal position of this organ.
This movable body can usually be
made to return to its normal posi-
tion by pressure. Thereadiest way
of grasping the displaced kidney, is
to press upwards with one hand
in the loin from behind, and make
counter pressure with the other
hand in front. Pressure is usually
painful or at least gives rise to
sickening sensations. The range
of mwotion may vary greatly, and
the kidney may be found at a con-
siderable distance from its normal
location, as in the iliac fossa, or
even in the pelvis. There is
usually a greater latitude of motion
in those cases in which there is a
meso-nephron, but at times a kid-
ney without a meso-nephron may
display great mobility. Inregard
to treatment, in the milder cases
pressure by means of a proper ban-
dage will be all that is required,

butin marked cases nephrorrhaphy
or the stitching of the kidney to
the posterior abdominal wall is
indicated.

CASE I.

Movable Kidney Nephrorraphy.
—Mrs. C., white, widow, age 47,
was admitted to University Hospi-
tal on Nov. 6th, 1895. She had
pain in the back, sides, and thighs
for several years. She was pale,
thin, and neurasthenic. She had
never given birth to a child. She
had been at the Hopkins Hospital
where her uterus was stitched to
anterior abdomnial wall on account
of retroflexion. This did her no
good, the pains continued, and she
came to University Hospital, where
she was carefully examined by
Prof. Hundley, who found nothing
wrong with the genital organs, and
turned her over to me. Dr. Hund-
ley examined her bladder with
the cystoscope, and found a mark-
ed congestion around the right
ureter. The urine was acid, and
contained pus but no blood. Both
kidneys were movable, but the
right one made large excursions in
the abdomen, and was painful.
She was a confirmed invalid, had -
poor digestion, nausea and consti-
pation. On Dec. 11th, 1895, neph-
rorrhaphy was performed on the
right side. An oblique incision
was made below the last rib,divid-
ing the abdominal muscles.
When the kidney region was
reached, no kidney could be found.
An opening was made into the per-
itoneum, and what was supposed
to be the kidney was exposed, but
it proved to be the posterior bor-
der of the liver. After further
search the kidney was found in the
right iliac fossa, and was forced
into its normal location by press-
ure, where it was fastened with silk
worm gut sutures, which passed
through the edges of the wound in-
to the substance of the kidney.
No other pathological condition of
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the organ was found. It was held
well under the ribs by the sutures.
The snbsequent course of the case
was almost afebrile. Only once
did the temperature reach 100°.
The wound was drained with gauze
which was removed at the first
dressing. The external sutures
were removed on Dec. 23rd, and
the wound was well healed, except
at the point of exit of the gauze
drain. She complained of pain at
first but this soon subsided. In
four weeks she was allowed to get
up, and left for home, much im-
proved, on Jan. 21st, 1896.

CASE TII.

Movable Kidney, Pyelitis, Nephrot-
omy, and Nephrorrhaply, Death.—
A. J.,colored, female, age 30, mar-
ried nine years, never pregnant,
was admitted Nov. 21, 1895. She
began to menstruate at 14 and has
continued to do so with more or less
regularity. Seven years agosevere
pains commenced in the lower part
of her abdomen, and extended
around the sides to the back in-
creasing at each menstrual period.
She was tender on pressure in the
lower part of the abdomen and in
the right hypochondriac region.
She was emaciated, weak, and en-
tirely unable to work. A vaginal
examination revealed a mass be-
hind the uterus, tender on press-
ure and hard. The kidneys were
both felt to be quite movable. The
right kidney was enlarged and
painful. The urine contained al-
bumen, pus, blood, oxalate of lime,
crystals and bladder epithelium,
and was acid in reaction. From
these symptoms it was thought
that the right kidney might con-
tain a calculus, or that abscess
might be present. The tempera-
ture was irregular, but not high;
pulse varied from 100 to 120. On
November25,1895, nephrotomywas
performed by the usual oblique in-
cision. The kidney was exposed

and punctured with needles in
order to detect any caleulus, but
with negative results. An incision
was then made into the organ, and
its pelvis thoroughly explored with
the finger, without discovering
any thing abnormal. The kidney
was then stitched to the posterior
abdominalwall and the cavity in its
pelvis packed with gauze. The
wound did well and was healing
rapidly, when she had profuse uter-
ine hemorrhage, and became pro-
gressively worse until her death on
Dec. 11, from exhaustion due to
the loss of blood, and possibly also
to sepsis from pelvic absess or pus
tube. Her death did not result, as
far as could be ascertained, from
the operation on her kidney. It
was intended to have operated on
the pelvic trouble had she lived,
and it might have been better if
the pelvic operation had been done
first.

In the next two cases suppura-
tion occurred either in the pelvis of
the kidney or conjointly in the
pelvis and kidney. When this
condition is far advanced, the
kidney becomes converted into a
pus sac and the affectionis known
as pyo-nephrosis. The most fre-
quent causes of suppurative nephri-
tis are renal calculi, and obstruc-
tive disease of the lower urinary
passages. Owing to certain consti-
tutional derangements, calculi form
in the pelvis or calices of the kid-
ney, and by their mechanical irri-
tation set up inflammation, which
readily becomes suppurative. This
is probably the most frequent cause
of pyelo-nephritis. The presence
of a stone in the kidney is usually
manifested by pain in the loin,
often by decided attacks of nephri-
tic colic, the pain radiating along
the course of the ureter, or along
the spermatic cord to the testicle.
In some cases blood is found in
variable quantities in the urine,
due to laceration of the pelvis of
the kidney or ureter by a concre-
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tion. Pus is usually present in
the urine. Sometimes the ureter
becomes occluded by small gravel,
thick pus, blood clots, so that the
pus will not pass down the ureter
to the bladder, but collects in the
pelvis and gradually causes a dis-
tension of the kidney, forming pyo-
nephrosis. A point of considerable
diagnostic importance in distin-
guishing suppuration in the kid-
ney from that of the bladder is the
character of the urine. When
there is pus in an acid urine, it
indicates usually a pyelitis or
pyelo-nephritis, due to calculus or
otherlocal condition of the kidney.
A cystoscopic examination of the
bladder will sometimes reveal pus
exuding from one or both ureters,
and thus establish the diagnosis.
When there is a calculus in the
upper urinary passages, a micro-
scopic examination will sometimes
reveal the presence of urinary
crystals, especially those of uric
acid and oxalate of lime.

When the suppuration is depen-
dent upon some mechanical ob-
struction to the outflow of urine,
the symptoms will differ somewhat
from those mentioned above. The
most frequent obstacles to the free
evacuation of the urine are stric-
ture of the urethra, and enlarge-
ment of the prostate gland. When
these conditions are present, the
urine is only partially voided and
the bladder may become distended.
Gradually the ureters become dil-
ated by the backward pressure of
the urine, the pelvis and kidney
are much distended with urine,
which may not for a while be ab-
normal in character. Astheresult
of the collection of residual urine
in the bladder, cystitis is excited,
and the urine becomes ammoniacal
and alkaline, and ropy mucus forms
in considerable quantities. When
instruments are employed for the
withdrawal of the urine, it not
unfrequently occurs that microorg-
anisms are introduced, and sup-

puration is set up. In other cases,
in the voidance of the urine, mucus
is lodged in the external meatus
where through contact with the
outer air it becomes infected, and
the microorganisms travel back-
wards to the bladder. Under
such circumstances infection, of
the ureters and pelvis of the kidney
follows as a natural sequence, and
soon symptoms ‘referable to the
kidney appear. The occurrence of
febrile symptoms, engrafted on
those of chronic cystitis, the tem-
perature being markedly irregular,
high in the evening and low in the
morning, should direct attention to
the kidneys as the probable seat of
suppurative inflammation. When
there is a collection of pus in the
kidney, pain increased by pressure
will be experienced usually in the
lambar region. There will fre-
quently be increased muscular re-
sistance to pressure on the affected
side, and sometimes a distinct
tumefaction in the loin. The ap-
pearance of the patient undergoes
a marked change, the countenance
becoming icteric in color, and
suggesting serious illness. Some-
times the ureter is occluded by
mucus or pus and then there will
be a diminution in the quantity of
urine passed. When the condition
of pyo-nephrosis can be made out
the treatment is nephrotomy, or
incision of the kidney and drainage
of the abscess cavity, and if the
suppuration continues in spite of
this, nephrectomy may be per-
formed.
CABE TIII.

Pyonephrosis, Cystitis, Nephrot-
omy, Recovery.—J. W.T. aged 48,
an ex-confederate soldier, was
admitted on November 21st, 1895.
He had gonorrheea twenty years
ago, and a stricture of the urethra
fifteen years ago. The urethra is
now quite pervious, but he uses a
sound about once a week. About
twelve years ago he was a patient
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in University Hospital, suffering
with piles and rectal ulceration.
He is a pale, thin, sick looking
man, with pains inthe small of his
back and in his bladder. A dis-
charge followed the passage of the
sound. He has pains atter urina-
tion. He haslost much flesh recent-
ly, and has some bronchitis. There
is marked tenderness and resistance
intheright hypochondriac region,
but no distinct tumefaction. He
urinates eight to ten times during
the day and four or five times at
night. He has been having night
sweats for three weeks, and thepain
ceases atter the sweating begins.
The sweat follows a chill. He
seems stupid. The urine is alka-
line, contains triple phosphates,
bladder epithelium and a few pus
cells, but no albumen. The tem-
perature is irregular, sometimes
102° in the evening and down to 99°
in the morning. For a week his
bladder was irrigated twice daily
with boric acid solution. The
symptoms continued and his con-
dition became daily more unfavor-
able. He had a chill andsweat every
night, was very tender in the right
loin, and had pain referred to this
region. On November twenty-
eighth, I performed nephrotomy on
the right kidney by the oblique
lumbar incision. A great deal of
cicatricial tissue wasfound around
the kidney with much thickening
of the capsule. The kidney was
filled with pus, and the ureter did
not seem pervious. The pus was
evacuated, the wound packed with
gauze and left open. He did not
suffer much after the operation,
though he had some pain. Urine
passed treely, about twenty-eight
to thirty ounces daily, and not
much came through the wound in
the back. The temperature fell to
normal the day after the operation
and never subsequently exceeded
100°. The wound healed rapidly,
he was sitting up at Christmas and

left for home a few days later,
much improved.

CASE IV.

Pyonephrosis, Perinephric Abscess,
Death.—Mrs. A. G., white, age 43,
married, was admitted November
1st, 1895. Her mother died at the
age of 70 from consumption, and
her father at an advanced age from
paralysis. She enjoyed good
health as a child, was married at
18, and continued to enjoy good
health until 31, when she had
typhoid fever. After the fevershe
remained well until three years ago
when she began to have difficulty
in passing water. She took patent
medicines without benefit, and
then called in a physician, who
gave her medicine and directed
her to steam herself. This started
the urine, she passed shreds like
skin, and her doctor said an
abcess had broken. Since then
she has been [ree from trouble until
the present sickness began. She
has four grown children, all
healthy. Abouttwomonthsago she
was making apple butter, begin-
ning at 4 A. M., when it was very
cold; later in the day when it was
warm, she became overheated and
much fatigued. The next day she
had severe pain in the left lumbar
region and side, and was obliged to
send for a doctor, who told her she
had taken cold in her kidney.
Several times since then she has
passed pus with her urine. She
has suffered a great deal, and is
now pale and emaciated. The left
side of the abdomen is enlarged,
hard and spherical in outline, and
on palpation an oblong mass is felt
which fluctuates. Pressure over the
swelling causes pain. She urinates
frequently, passing from one
drachm to one ounce at each time.
The urine is acid, and contains
albumen. pus cells in abundance,
and phosphates. The other organs
are healthy, except the right lung
in whichrales are heard at the apex.
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On the day of admission her tem-
perature was 101.4, pulse 102 in
the afternoon; the next morning
temperature was 98.4, pulse 110.
Operation on November 4th, 1895.
The patient was very feeble and a
hasty incision was made through
the abdominal wall in the loin.
A great quantity of pus gushed out
leaving a large cavity behind the
peritoneum. Her condition was
too grave to permit any explora-
tion of this cavity, which was
thoroughly drained. All the sur-
rounding tissues and organs were
so matted together as to preclude
their recognition. She rallied
from the operation, the tempera-
ture fell, and it looked as it she
might recover, but the debility
continued, and she died three days
after the operation. Atthe autopsy
the left kidney was found filled
with pus.

In conclusion I wish to urge the
importance of a systematic exami-
nation of the kidneys in all surgi=
cal cases, and especially in those
in which there is disease of the
bladder and lower urinary tracts.
In some cases where the kidneys
are the seat of diseased conditions
the symptoms are referred to the
bladder, and when we have bladder
symptoms without any demonstra-
ble lesions of this organ, we ought
to investigate the condition of the
kidneys very carefully.

DISCUSSION.

Dr. Spruill :(—1 have listened
with a great deal of interest to
Dr. Winslow’s report of his recent
kidney operations at the University
Hospital, and I think it is worth
while to mention in this connection
two cases that I have seen, which,
upon operation, did not prove to be
surgical kidney, as that term is
now understood, but whose subse-
quent course was quite unexpected-
ly modified in a favorable way.

A white man, 30 years old, entered
the Hospital with a history of pain
in his right side for four years, and
frequent bloody micturition. His
urine contained pus, albumen, and
much uric acid. The man was
prepared for operation, and the
right kiduey was opened. No
evidence of disease was found in
either the kidney or its pelvis.
Following the operation there was
a steady improvement in all the
symptoms. His pains disapeared,
his urine cleared up, he recovered
without asingle bad symptom, and
left apparently well.

A white woman, aged 35, came
to the Hospital, suffering with re-
current pain in the left side, and
all the symptoms usually attribut-
ed to stone in the kidney. Her
urine showed albumen, pus, and
oxalate of lime in abundance. She
was operated upon, the kidney
opened and a piece of the organ
taken away. There was to the eye
nothing wrong with it. Micro-
scopic examination of the removed
piece of kidney showed the woman
to be suffering with chronic inter-
stitial nephritis. She is now well
and able to work. Her urine has
about cleared up, and she has had
no pain since the operation.

I mention these cases as suggest-
ing that it is not alone in cases of
pyelitis, pyonephrosis, and stone,
that surgery is applicable to kidney
diseases. It seems to me that in
some cases of painful kidney when
the urine shows excess of uric acid
or oxalate of lime, incision into the
substance of the organ may often
do good, either by relieving, ten-
sion, or in some other way not
entirely different from the manner
in which inflammation of other
tissues is benefitted by cutting.

Dr. Fulton :—These cases are of
great interest and importance to
the general practitioner. Since I
have become accustomed to apply
as systematic methods of diagnosis
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to the abdomen as to the thorax, I
have ceased to be surprised by the
discovery of movable kidney, even
in cases presenting no subjective
symptom referable to that organ.
I believe the majority of the many
neurasthenic women who complain
of dragging pains in the back and
loins, irritable bladder, dyspeptic
symptoms, and are vainly seeking
relief through local treatment for
descent or version and uterine
catarrh, will be found to have
movable kidney, on one or both
sides. Renal mobility and uterine
displacement are both among the
consequences rather thanthe causes
of ill health, although either of
the conditions may in time give
origin to mischiet. The knowl-
edge of the frequency of movable
kidney, and of these kidney crises
needs wide propagation.
these women will have occasional
attacks of paroxysmal pain, which
may be mistaken for renal or per-
haps hepatic colic. I have made
many such errors in my own prac-
tice, and consented to similar
errors in the practice ot my friends.
I am in painful memory of two
women particulary, in whose cases
I was repeatedly puzzled, and had
no better recourse than to repeat
the mistaken diagnosis. They are
in other hands now, but I suspect
my probable errorstill holds sway.
Indeed these renal crises are so very
much like renal colic that no man
can make a positive diagnosis from
the observation of a single attack.
Dietl thought that the paiu was
due to congestion from torsion,
and to perirenal peritonitis. It is
more likely, however, that ureteral
obstruction determines the crisis,
so that intermittent hydroneph-
rosis is a feature of this affection
just as it is of kidney colic. Sud-
den onset, nausea, and vomiting,
are symptoms of both troubles.
Medical diagnosis in these cases
must often be a mere estimate of
probabilities, and it is fortunate

Some of

that our surgical friends can
resolve our doubts, at so little risk,
by operation. The folly of cock-
sureness in diagnosis has been par-
ticularly well illustrated to-night.
Surgery seems to hold the thera-
peutic as well as the diagnostic
key to many of these difficult ques-
tions, and if one of the cases
mentioned by Dr. Spruill can be
considered to foreshadow coming
events, surgery will leave but a
small part of this large field in the
hands of the medical men.

By means of the cystoscope, it is
possible to obtain most import-
ant knowledge as to the condition
of the ureters and pelvis, but in
the male subject such skill and
patience are required, that very few
men have surmounted the technical
difficulties of cystoscopy and
ureteral catheterization. Indeed
I have heard the whole procedure
decried as unpractical, and its
results discredited as unreliable or
even unveracious. The late Dr.
James Brown, whom I knew, pos-
sessed unquestionable skill with
the cystoscope, and his diagnoses
were excellent. I do not know at
what cost his technical facility was
acquired, but presumably his suc-
cess is within the reach of other
men, though I believe no one in
this city now claims to be able to
examine the male bladder and
ureters as he did.

Dr. Morris Robins : 1 should like
to narrate a case which has recent-
ly occurred in my practice and

which illustrates many of the
diagnostic symptoms clearly set

forth by Dr. Winslow to-night.
I have no notes of the case but it
is so recent that my memory may
be relied upon. Thomas S—, an
unmarried negro, aged 30, when
I first saw him a month ago,
seemed to have an attack of neph-
ritic colic with all the classic
clinical symptoms. He had a
severe pain in the course of the left
ureter, extending down to the end
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of the penis, with retraction of the
testicle upon that side, pain shoot-
ing down the thigh, nausea, fre-
quent micturition, etc. His urine
contained so much blood that one
would hardly recognize it as urine.
It was of a chocolate color, and
without clots.  The microscope
showed numerous red cells, some
white cells, a few pus cells, and
plenty of uric acid. The reaction
was acid, specific gravity light,
sugar absent, albumen abundant.
He had suffered many similar
attacks. Believing the case to be
one of kidney calcules, T sent him

to the University Hospital to the

careof Dr. Tiffany. After entrance
he had retention of urine, with an
enormously distended bladder.
Drs. Tiffany and Spruill failed to
catheterize him until he was
etherized, when alarge sized cathe-
ter was easily passed. Dr. Tiffany
operated upon him, having a left
lumbar nephrotomy in view, but
upon opening, no kidney was found
at the normal site. Further search
discovered an enlarged and cystic
kidney in the iliac region. It
conld not be removed by this route.
The incision was therefore closed.
A week later he was prepared for

-a laparotomy, but the night before

he was to be operated upon, he
showed signs of general peritonitis,
with rapid pulse, and the charac-
teristic physiognomy. He grew
rapidly worse until the following
day when he died of sepsis. I was
present at the autopsy by Dr.
Miller. There wasfound a general
purulent peritonitis, the intestines
being bathed in creamy pus, and
matted together with bands of exu-
date. Theright kidney and ureter
were normal. The lett kidney, or
what remained of it, was in the
pelvis, in close apposition to the
bladder, and inclnded in a mat of
intestinal adhesions. It was cystic
and upon incision pus gushed forth.
The proper substance of the kidney
was totally destroyed. Therewasno

stone or any foreign body, and
what was especially interesting,
the ureter was strictured at about
half way between the bladder and
kidney. It was quite impervious
so that pus could not have escaped
from the pelvis to the bladder.
The bladder was normal, excepting
two small spots of congestion,
which did not account for the large
hemorrhages which must have oc-
curred. The man had a movable
kidney with pyonephrosis, but
there were certain symptoms which
the post-mortem did not explain,
and which are still involved in
mystery.

I should like to add a word to
what has been already said as to
the great diagnostic skill, in this
particular line, of the late Dr. Jas.
Brown whom I had the pleasure of
knowing. In regard to his ability
to catheterize the male ureters
there can be no question of doubt.

I should like to state a case in
which he had catheterized the
ureters and had made a diagnosis
of pus in both kidneys, also stat-
ing that there was more trouble
with the right kidney than the left.
Clinicalsymptoms however pointed
strongly to trouble only with the
right kidney, it being thought that
the patient had a calculus with
pyelonephrosis. Nephrotomy was
performed on the right kidney by
lumbar incision, many stones re-
moved, pus washed out, and the
kidney packed, as there was only a
small portion of kidney left. The
patient did nicely for several days,
then sunk into a uraemic condition, -
dying in about 24 hours.

The post-mortem corroborated
the originaldiagnosisof Dr. Brown,
as the left kidney contained a
number of calculi and a pyelone-
phrosis also.

Interesting observations by Dr.
Kriete and Dr. Abercrombie are
crowded out this month. The edi-
tor is not more fortunate.
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