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pancreatic duct having a separate
entrance above or below the pa-
pilla, the so-called ductus acces-
sorius.

F. A. Hoffman; Lautenbach, Du-
jardin-Baumetz,Huchard,Bouchar-
dat have a great deal to say about
a diet which is to be so selected as
to spare the diseased and perhaps
inflamed liver. It is natural that
we should seek to rest a diseased
organ and limit its functional ac-
tivity as far as possible; practi-
cally the absence of hunger is the
best sparer of the liver, for during
hunger the formation of glycogen
from sugar and proteids and the
formation of urea sinks to a
minimum,butinsufficientnutrition
in protracted cases of icterusis the
worst possible plan to spare the
liver, in such efforts to spare the
liver from doing physiological
work the supervening inanition
will be more harmful than to keep
the organ in moderate physiologi-
cal activity. Abstinance of food
I recommend in the acute begin-
ning stage, when there are unmis-
takable symptoms of gastritis and
duodenitis, but when the case is
chronic or protracted, I generally
make strenuous efforts to more than
cover the waste of katabolism. F.
A. Hoffmann, one of the most logi-
cal clinical philosophers in Ger-
many recommends an amount of
proteid food in forms of whipped
eggs and scraped beef which is just
sufficient to cover the caloric ne-
cessity for proteid. The resorp-
tion of sugar is largely carried
on through the intestinal mucosa
and this sugar may be utilized
directly from the circulation at
least in part. If carbohydrates
are introduced in too large a
quantity, the sugar which
cannot be used up directly from
the blood is stored up in the liver
as glycogen ; this glycogen forma-
tion means work for the diseased
organ ; Therefore Hoffmann urges

frequent and small meals contain-
ing a limited amount af starchy
food and just enough of proteid to
cover the caloric necessity. An
excess of carbohydrates is to be
avoided, because this disposes to
the deposit of fat in the liver,
and a cell filled with fat cannot do
its work as well as one free of fat.
Hoffmann is of the opinion that
the liver does its main work in
proteid metabolism. He believes
the formation of glycogen from
dextrose to be a simple process to
the splitting up of proteid ; so we
have followed Hoffmann until he
has reached this dilemma: Pro-
teid food must be limited because
it means too much work for the he-
patic cell. Carbohydrates must
be limited because they signify ex-
cessive glycogenic functions; there
is a general agreement that fats
should not be given at all.
Bouchard,Lautenbach,and Roger
have made it very probable by their
investigation that the liver has
the property of holding vegetable
alcaloids, metallic poisons and pto-
mains and rendering them harm-
less. It seems probable from their
investigations, that the following
poisons are rendered harmless
through the liver: (1) the pto-
mains, which are directly intro-
duced into the system by the food
particularly meat food. (2) The
toxic albuminoids developed dur-
ing intestinal fermentation. (3)
The toxins developed during intes-
tinal proteid putrefaction. (4)
The toxins which according to
Gautier are formed by the normal
activity of the cells within the
body. Now the normal liver may
accomplish all this anti-toxic ac-
tion, but the diseased liver is
more or less insufficient for this
purpose, but as a proteid diet, par-
ticularly meat and eggs produce a
greater amount of ptomains and
toxines, particularly when pan-
creatic juice and bile are excluded
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from the intestines, Dujardin-
Beaumetz, Huchard, Bouchardat,
recommend that meat and other
albuminous animal] food stuffs be
very much limited, and icterus
patients be fed on a vegetarian
diet. Their vegetarian diet lists
are, however, as I have observed
from an inspection, not very strict
as they permit their patients to
eat eggs and milk and sometimes
they even allow sweetbread,
chicken and broiled calves brain.

Hahn, Pawlow, Nenckiand Mas-
sen excluded the liver from the
intestino-portal circulation by ef-
fecting of what is spoken of as
Eck’s Fistula, which meang a com-
munication between the portal
vein and the interior vena cava;
this caused a direct outflow of the
portal vein blood in the interior
vena cava without leading this
blood through the liver. These
observers found that when the
blood came from the digestive
track and entered directly into the
inferior vena cava without passing
through the liver, the operated
animals could not tolerate meat
without serious disturbances
which frequently lead to their
death.

We are confronted here with an
unfortunate conflict of opinion; one
set of observer interdicting fats
and carbohydrates, the other set
interdicting proteids. To one who
thinks subjectively and individu-
ally, the idea must come that the
practical application of rational
dietetics in icterius has suffered
from unnecessary speculation. As
[ have said before, in protracted
cases the main object is to keep
the patient from inanition; for
this purpose I persistently pre-
scribe a diet which contains an
amount of carbohydrate and pro-
teid as if the patient were in good
health, knowing, however, that
these cases had their origin in a
gastritis in a majority of cases,and

that the secretion of HCL iseither
very subnormal or absent alto-
gether, I prescribe large doses
of dilute HEL to be taken before
and after each meal, (40 drops).
this HCL net only aids in proteo-
lysis, but it is in itself, a valuable
therapeutic agent in the treat-
ment of gastrititis and duodenitis
and one of the best gastro intesti-
nal disinfectant that we have. I
therefore order a breakfast of finely
whipped eggs in form of omelette or
scrambled eggs and dry toast, to-
gether with hot milk; about 10 A.
M., a half a pint of hot milk; about
1 P.M, acup of beet bouillon with
rice and egg beaten up in it, and
either one of the following meat
foods: one broiled sweetbread, 4
ozs. finely scraped beef mixed with
dry bread crumbs and rapidly
broiled in the steam broiler, about
3 ozs. of stewed apples; at4 P. M.,
a half a pint of hot milk ; for sup-
per, one or two soft boiled eggs,
dry toast and a cup of gelatin fla-
vored with sherry. In case this
diet cannot be taken on account of
lack of appetite, it is well to cre-
ate an appetite by giving strych-
nine, condurango or dilute HCL,
but if it cannot be retained it is
practical to keep the patient on an
exclusive milk diet for 24 hours,
after which the mixed diet can usu-
ally be relished and retained. In
short, my experience is,that in pro-
tracted cases of icterus, an amount
of proteid and carbohydrate should
be sufficient to maintain the cal-
oric requirements, that diluted
HCL is indispensable with the di-
etic treatment and upon its persis-
tent administration will depend
the production of appetite. As
this report concerns diet only, it
makes no claim to consider intes-
tinal antispetics by drugs or lav-
age.

gThe dietic treatment of Cholan-
gitis must go hand in hand with
the medical treatment because it
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is in many cases impossible to
create an appetite in prolonged
cases without the use of medicine.
This persistent anorexia, I attrib-
ute to the pre-existing and causa-
tive gastritis. A number of Ger-
man authors have separated off
from the general class of diseases
that are productive of jaundice, a
special form under the name of
icterus gastro duodenalis.

In the accompanying gastritis,
I have found in 16 cases of catarrh-
al jaundice the following state of
the gastric secretion, after the
double test meal described in my
text book on diseases of the stom-
ach, (page 111.)

Free and combined HCL, absent
in 11 cases.

Free HCL absent, but combined
HCL present in 2 cases.

In the remaining 3 cases, the re-
sult was doubtful, because the pa-
tient had taken food containing
vinegar. There was no free HCL
in these 3 cases, but the result in-
dicated the total acidity was al-
tered by the presence of the acetic
acid.

The most effective means of caus-
ing an appetite, in gastroduodenal
icterus, are by the employment of
strychnine, HCL, condurango and
Gentian.

I favor the following formula:

Strychnine sulphate, gr. }

Acid hydrochloric, dil. dr. 6.

Ext. condurango, fl. dr. 12.

Elixir gentian, q. s. oz. 6.

Sig. A tablespoonful, largely
diluted, immediately after meals
three times a day.

Another remedy which is looked
upon with favor by Prof. Penzoldt,
and which has rendered good ser-
vices in my practice is Orexin; it
is a white insoluble powder, and
on account of its very acrid taste
must be taken in capsule or wafer;
5 grs. in a capsule or wafer after
each meal.

Wasghing out the stomach with
a decinormal solution of HLC or a
solution of common table salt (1
teaspoonful to the pint) in my ex-
perience, undoubtedly hastens
the cure of the gastritis and the
duodenitis depending upon it. In
persistent cases, it is certainly
worth trying.

Assuming the very worst pos-
sible loss of digestive secretion
with which we may be confronted
in this class of diseases, viz: loss
of every trace of gasfric secretion,
and loss of pancreatic secretion,
and absence of bile from the duo-
denum, it is still possible for pro-
teids and carbohydrates to be
digested for the pytaline of the
salvia which convertsstarches into
sugar is still present in the stom-
ach, and its action isnot destroyed
until the degree of acidity reaches
12-1000; this degree 1is not
reached as long as there is food in
the stomach in gastritis, even if
the dilute HCL is supplied artifi-
cially. We may therefore have
starch conversion in the stomach
and intestine in the entire absence
of gastric and duodenal secretions,
but beyond this the succus enteri-
cus has two distinct digestive ac-
tions. It also contains ptyaline
and an inverting ferment, and ac-
cording to Grutzner it has a fibrin
dissolving property.

In a patient that had received
an abdominal injury, having been
horned by a steer, so that the gas-
tric juice together with the bile,
pancreatic juice and succus enteri-
cus ran out through a fistula.
Busch observed that solution of
coagulated albumin occurred in the
intestines without gastric or pan-
creatic juice and in the absence of
bile. This digestion of proteid is
in my opinion due to the action of
bacteria, so that digestion of car-
bohydrates and of food containing
albumin and fibrin can and does
occur in the intestine in the ab-
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sence of gastric and pancreatic
juice.

In case the pancreatic juice is
still secreted, the solution of the
dietetic problem is not so difficult,
because this secretion is sufficient
todigest all of the constituents of
food. By careful analysis of the
stools of 8 of the 16 cases men-
tioned, it was found that milk was
well tolerated and digested; the
amount of loss of proteid, varied
between 8 and 14 per cent. Now
two litres of milk represent 68
grams of albumin, 52 grams of fat
and 88 grams ef carbohydrates, and
the nutritive or caloric value is
equal to 1123 calories. The physi-
ological minimum of nutrition for
a resting body, which is neither
working physically or mentally is
equal to 1800 calories. If we add
to the two litres of milk about 200
grams ot toast of wheat bread, ora
cup ot bouillon with one egg we can
fill the necessary of calories for the
day, as 200 grams of wheat bread
contain 13 grams of albumin, 100
grains of carbohydrate. If to this
are added 40 grams of sugar
(equalling 36 of carbohydrate) we
have supplied 610 further calories
to the 1123 contained in the two
litres of milk.

As a detailed diet list I might
suggest the following:

At 8 A. M. a half pint of hot
milk, 2 pieces of dried toast or
zwiebach ; at 10.30 A. M. a small
dish of rice or farina; at 1 P. M.
bouillon containing an egg stirred
up in it; at 3 P. M. a pint of milk
with a piece of zwiebach; at T P.
M. abroiled sweetbread with toast.

This diet contains nothing
which can readily decompose, even
in the absence of entire gastric and
duodenal digestive secretion.

The milk can be increased at the
various meals, provided it is well
digested until a quantity of two
litres is reached. Thesweetbread
I have found by careful study of

the stools is quite well digested
when HCL is given. In the fresh
pineapple fruit there is contained
a powerful proteolytic ferment,
which added to boiled egg white,
or scraped beef, rapidly digests it
in the incubator; when this fruit
can be obtained it is advisable to
supply it to the patient; the fer-
ment is destroyed by boiling.
‘When there is an excess of indican
in the urine, with a low ratio be-
tween the ethereal and preformed
sulphates, it is sometimes neces-
sary to counteract the intestinal
autointoxication.

This is best effected by the fol-
lowing combination in my experi-
ence:

Resorcin resublimate.

Bismuth Salicylate.

Benzosol aa. gr. 2%.

Make one capsule.

S. 2 such capsules after each
meal.

Careful quantitative analysis
of the urine and feces have led
the author to the conclusion that
patients suffering with cholan-
gitis and icterus are not benefited
by a starvation diet nor are the
symptoms of autointoxication re-
duced by reducing the food to an
exceptional degree. Nannyn has
correctly stated, that a sufficient
supply of food of mixed variety is
the best cholagogue.

INFANTILE SCURVY.

By C. W. MITCHELL, M. D.

The case which I wish to relate
to-night, is one which was kindly
referred to me by Prof. Tiffany. I
saw the patient first on May 15th,
1897, J. C., male, 14 months old,
parents residing in a small town
in Northern Pennsylvania. The
account which his mother gives of
his condition, is a very full and
complete one, and I therefore
quote from it at length. ‘‘He was
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a well developed child at birth,
and weighed nine and one-half
pounds. Owing to an insufficient
supply of breast milk, he was fed
on the bottle.

He had two slight spasms, be-
fore he was a month old. When
he was between four and five weeks
old, we started to give him Mel-
lins’ food and continued it until
he was fourteen months old, when
Dr. Mitchell was called in, and
discontinued its use. The food
never agreed with him perfectly,
that is, he spit up a great deal,
but I was advised to continue it,
as it was said to be the best of any
of the prepared foods. Off and on
during that first summer he had
stomach and bowel trouble. He
continued to be very small until
about November, when he sud-
denly picked up and grew quite
fat, and seemed quite well. By
January he had cut seven teeth,
but had a good deal of stomach
disturbance with each one. He
continued to seem well and fat,
until March, when I noticed he
was rather fretful and very timid
about strangers approaching. One
morning towards the last of the
month I picked him up, and he
suddenly screamed out, as though
in terrible pain, and he continued
to scream. Nothing I could do
would pacify him, although I tried
my usual remedies for colic, &c.,
for more than two hours. Once
or twice he quieted slightly, but if
I moved him he started up again.
Finally he went to sleep, and when
he awoke he seemed to want to re-
main quiet. For a day or so every-
thing went along as usual, then
one morning as I put on his sock
and pulled it over his heel, he was
again seized with the paroxysm of
pain and screaming, and it took
an hour or so to quiet him. This
happened twice, and it seemed as
it whenever I pressed on that heel,
he would scream with the pain,

and I also noticed, he did not
move that leg any. I sent for a
physician and he asked for consul-
tation with a surgeon. They said
there was evidently trouble in that
left hip, and advised putting on a
plaster cast, which a week later
they did, putting him under the
influence of chlorotform. But after
a ten days trial, the physicians
noticed that the other leg seemed
affected, as any pressure on that
heel caused pain, and the child
did not seem to move the leg at
all. The surgeon then said he
would remove the cast, as it
did not seem to answer its
purpose, and then I was directed
to keep the child as quiet as
possible, and watch him closely
for a day or so, and see what de-
veloped. He had lost his appetite,
and did not want his food at all,
so the doctor recommended “Fel-
lows hypophosphites” and also
prescribed phenacetine to reduce
his temperature, as he perspired so
freely about the head, that his pil-
low was constantly wet. He was
nervous and cried if any one ap-
proached him. The day after the
cast was taken off, I noticed the
child’s gums; all around the four
upper teeth it looked as though
the blood had settled. We then
brought the child to Baltimore to
consult Dr. Tiffany. Dr. Tiffany
did not agree with our doctors at
home, in the diagnosis of his hip
disease, but put the left leg in a
splint, and asked on account of
the apparent paralysis, that a ner-
vous specialist be called in to ex-
amine the child. This was done,
and Dr. Miles stated that in his
opinion, there was no disease of a
nervous nature. The child did
not improve, during the first two
weeks in Baltimore, and Dr. Tif-
fany suggested that Dr. Mitchell
be called in. Dr. Mitchell order-
ed orange juice three times a day,
and an entire disuse of the Mellins
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food, and in its stead a diet of
milk and cream in certain propor-
tions and beef juice. Almost in-
stantly there was a change in the
child.  From being unable to
move hand and foot, and any
handling of him, being agony to
him. Intwo weeks time you could
handle him very easily, and with-
out causing any pain,and he could
kick up his heels almost as well as
ever. His recovery from that time
was steady and complete. From
January to July, he never cut any
teeth, but now, October 12th, he
has nearly all his teeth, and cut
them all without any trouble, not-
withstanding it was summer. I
forgot to say, he has always been a
very poor sleeper, and just before
he was sick, he was dreadfully
restless. often waking up with a
start and crying, and often crying
out without waking, which was
one of the symptoms which made
the doctor think it was hip trouble
at the outset. Several times dur-
ing his illness he had hemorrhage
from the nose.”

When I entered the room, the
child was lying in its crib, with a
look of intense dread upon its face.
On the nearest approach he cried
out as if in great pain. The splint

. was removed from the left thigh,
and then completely undressed and
examined. I found him to be a
tairly well developed child. His
skin was of a very striking dusky,
muddy hue. There were no signs
of rickets about the head or chest.
Examination of heart and lungs
negative. ~When the child was
laid upon the bed, the attitude he
assumed, was a very characteristic
one. The thighs and legs were
rotated outward, their position
being that seen in paraphgia.
There was absolutely no movement
of any part of the lower extrem-
ities. Tickling the sole caused no
movement of the toes. The entire
left thigh was swollen, the swell-

ing being most marked in the ex-
tremities of the bone. Just above
the knees the femora presented
large resistant fusiform swellings,
which gave to the examining fin-
ger somewhat the impression one
gets in certain osteo-sascomata.
The lower end of the bones of the
legs, and forearms, presented sim-
ilar swellings. The child had six
teeth.” The mucous membrane of
the gums about these teeth was
greatly swollen, of a dusky red
color, and bled easily. Where the
teeth had not yet appeared, the
mucous membrane was healthy.
The rectal temperature was 102,
pulse 130. The examination was
somewhat hampered by the cries of
the child. There was universal
hyperaesthesia. The slightest
touch of the extremities caused
intense pain. A diagnosis of in-
fantile scurvy was at once made,
and the child put upon anti-scor-
butic treatment. The child was
put upon a milk diet, with the fol-
lowing percentages: Fat 3, Sugar
7, Proteids 1. This mixture was
well borne by the child, so that in
a very few days the percentage was
increased to at 4, Sugar 7, Pro-
teids 2. Orange juice was freely
administered, and Beef juice given
twice, daily, in teaspoonful doses.
The improvement was remarkable.
The temperature became normal
in three days, and the child began
to move its toes. Within a week,
there was quite free movement of
both ankles. During the second
week, the knees were freely moved.
All the swellings disappeared rap-
idly. In less than three weeks,
the child was crawling about the
floor, the tenderness had entirely
disappeared, and the gums had
resumed a normal appearance.
After three weeks and a half, the
child was sent home, apparently
perfectly well. I have recently
had occasion to again see the
patient. He weighs over thirty
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pounds; is extremely playful and
active, and shows no evidence of
disease of any kind. The case is
a striking illustration of the dire-
ful effects of a diet too poorin fats.

ABSTRACT OF “REMARKS ON THE
ANATOMY AND SURGERY
OF THE KIDNEYS.”

Made by Professor Randolph Winslow, at
the meeting of the University Medi-
cal Society, on Feb. 15, 1898.

MRr. PRESIDENT AND GENTLEMEN :
The remarks that I shall make,
whilst not claiming to be original,
may nevertheless present some
facts in regard to the anatomy and
surgery of the kidneys, which may
not be tamiliar to all of you. As
you are aware the kidneys are two
glandular organs situated in the
loins, and placed partly in the
hypochondriac regions and partly
in the lumbar, and extending also
tosomeextent to the epigastric and
umbilical regions. They are there-
fore partly covered by the ribs, but
project below the ribs to about one-
half their extent, the right organ
occupying a lower level than the
left. They extend ordinarily from
the 12th dorsal to the 3rd lumbar
vertebra, and are about 4} inches
in length, 2% inches in breadth and
14 inches in thickness. They are
situated behind the peritoneum,
the right kidney having the liver
above it, the hepatic flexure of the
colon and the descending portien
of the duodeumn in front, the left
having the spleen above, and the
descending colon, stomach and
pancreas in front, whilst both lie
on the quadratus lumborum mus-
cle, and are surrounded by a mass
of fat and loose connective tis-
sue. During each inspiration the
kidneys descend, and ascend with
expiration. This normal move-
ment of the kidneys under some
circumstances becomes exaggera-
ted, and we have the condition of

movable or displaced kidneys.
Arteries. The kidneys are usually
supplied with blood by the renal
arteries, one on each side, but it is
by no means rare to have more
than one artery, two and some-
times three arteries passing from
the aorta to these organs, as is
well illustrated by these very
beautiful specimens which I now
pass around. There is a point of
some practical importance in con-
nection with this abnormality of
the blood supply. Innephrectomy
it is recommended to pass a double
ligature between the ureter and
the blood vessels, and to tie each
portion separately, but it seems
to me that we ought to remember
this abnormality of the blood ves-
sels, as otherwise we might fail to
secure one of these abnormal ar-
teries.

Veins. The veins accompany
their respective arteries,and where
there is more than one artery,
there will also be an increase in
the number of veins.

Ureter. There is usually one
ureter to each kidney, which is
placed behind the blood vessels as
they pass into the sinus, but some-
times there are two ureters dis-
tributed to one kidney, one enter-
ing at the hilum and the other at
some other part of the organ. At
times there is but one ureter, but
two pelves, the two uniting lower
down into one tube. An example
of this abnormality is now being
passed around. You can readily
see that there might be a pathologi-
cal condition of one portion of this
divided ureter, such as a renal
calculus, whilst the other por-
tion was entirely healthy. In
Gray’s Anatomy the pelvis of the
kidney is represented as a large
conical expansion of the upper end
of the ureter which extends well
into the sinus of the kidney, and
embraces the papillae by short
cup-shaped expansions,called caly-
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ces. This is not a correct descrip-
tion, as you will see by these dis-
sections which I have had made
for the purpose of ascertaining
what is the normal arrangement.
There is a very great variation in
the pelves of the kidneys of differ-
ent individuals. In some the
pelves are quite large and approxi-
mate the condition depicted in
Gray, in others the pelves may be
almost or quite absent. In some
it is triangular in shape, in others
conical. Sometimes the pelvis
enters the sinus, but as a rule it
breaks up into tubular infundibuli
an inch or more inlength and very
narrow, and three or four in num-
ber. These infundibuli terminate
in expanded calyces which sur-
round one or more papillae. Now
I want to call your attention to a
fact in connection with this ar-
rangement. There may be a cal-
culus lodged in one of these caly-
ces, as was the case in a patient
referred to me by Dr. E. G. Welsh,
where a small stone was lodged in
an inferior calyx and I exposed
the kidney and made an incision
into its lower end and removed
the concretion, weighing 3} grains,
but I found it impossible to pass
my finger into the pelvis, or to ex-
plore the other infundibuli and
calices, and in such a case the only
way in which a thorough examina-
tion could be made would be by
dislocating the kidney, puncturing
it systematically with a needle. I
believe it is impossible in most
cases to pass the finger into the
pelvis and infundibuli of the kid-
ney, through an incision in its
substance. I want to call your
attention to several of the prepa-
rations in which the kidney ap-
pears to be lobulated, this is the
remains of a foetal condition, in
which each organ is made up of a
number of separate lobules, a con-
dition which is also seen in certain

animals.
state.
Number of Kidneys. There are
usualy two kidneys, one on each
side ot the spinal column, some-
times there may be more than two,
more important, however, is the
absence of one kidney—when this
becomes diseased the condition is
exceedingly grave. A prominent
New York surgeon performed ne-
phrectom on a patient who died of
complete anuria, an autopsy re-
vealed the fact that the patient
had had but one kidney. A some-
what more common, but still in-
trequent anomaly, is known as
the ‘“horse shoe’’ kidney, an ex-
cellent specimen of which I here
exhibit, which also illustrates ad-
mirably the remarks I made in re-
gard to the development of renal
calculi in the calices. Where we
have a horse shoe kidney,the opera-
tion of nephrectomy or even ne-
phrotomy would be very difficult
or impossible, owing to the loca-
tion of the organ in front of the
spinal column. By ‘¢ horse shoe”’
kidney is meant the fusion of the
lower extremities of both kindeys,
so that the organ is crescentic in
shape and its middle portion or
isthmus lies in front of the verte-
bral column, each portion will
have its own vessels and ureters
and be subject to pathological con-
ditions independently of the other.
Floating and Movable Kidneys.
There is an anatomical difference
between these affections, a floa ing
kidney being a congenital affec-
tion, due to the presence of a dis-
tinct meso-nephron, which is a
great rarity, whilst a movable
kidney is one which makes excur-
sions of greater or less extent un-
der the peritoneum. This con-
dition is sometimes the result of
traumatism, but generaly depends
upon some such causes as a pro-
longed illness or repeated preg-
nancies, whereby the circumrenal

It is not a pathological
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fat becomes absorbed, or the ab-
dominal walls relaxed, and is much
more frequently encountered in
women than in men. The symp-
toms vary greatly. In many cases
the condition is only discovered
by accident, whilst in others there
will be distinct distress such as
pain or a sensation of dragging,
nausea, vomiting and other reflex
disturbances of the digestion.
Sharp pain sometimes results from
a torsion of the blood vessels or
ureter, which is relieved by a
change in the position of the organ,
An intermittent hydronephrosis
from a kink in the ureter may oc-
cur, which is followed by the pas-
sage of large quantities of urine.
The most certain diagnostic symp-
tom is the detection of an abnor-
mal lump in the kidney regions,
or in the iliac regions, which can
usually be made to change its po-
sition. I want especially to insist
upon the systematic examination
of the kidney regions, as a routine
in all cases. When the condition
causes distress it may ordinarily
be readily cured by the operation
of nephrorrhaphy, or in the sutur-
ing of the kidney to the posterior

abdominal wall, after exposure of

the organ by the usual incision in
the loin. In very exceptional
cases nephrectomy may have to be
performed.

Renal Caleuli. This affection is
by no means uncommon. Crystals
from the urine may be deposited
in the calices or pelvis of the
kidney, and may give rise to
few or no symptoms for a time,
but generally there will be pain
and distress in the loins, after
radiating down into the groins
and testicles. Hematuria and py-
uria are also frequently found,
the urine remaining acid. At
times pressure over the kidneys
will elicit marked tenderncss, or
the enlarged organ may be felt.
The association of pain in the loin,

blood and pus in the urine, with
acid urine, is very suggestive of
stone in the kidney. The suppu-
ration may not be apparent to the
naked eye, but there will always be
sufficient irritation of the urinary
tract to cause an increase in the
number of leucocytes found in the
urine. I have here a very beauti-
ful specimen of calculus in the
kidney, removed by Prof. Smith,
from a Dissecting Room subject,
where there was absolutely no visi-
ble pus present inthe pelvis of the
kidney. In a large number of
cases, the irritation caused by the
foreign body terminates in an in-
fection, and a condition of abscess
results. When calculus in the kid-
ney is suspected, the organ should
be explored, by an incision in
the loin,and the systematic punc-
ture of the calices with a needle, as
it is impossible in many cases to de-
tect the concretion with the finger.
The kidney should be dislocated
if mnecessary in order to make
a thorough exploration. If a stone
is detected, it should be removed
through an incision in the kidney.
When the kidney is disorganized,
nephrectomy is the proper remedy,
but it will rarely happen that ne-
phrectomy should be done as a
primary procedure in cases of renal
caculus.

Hydro-nephrosts, is a dilatation
of the pelvis of the kidney and the
kidney itself with urine, the result
of obstructive disease in the ureter
or lower urinary tract, it is fre-
quently intermittent in character
dependent upon a twist of the
ureter, when the kidney is dis-
placed, when persistent, the oper-
ation of nephrotomy or nephrec-
tomy 1s indicated.

Suppurative diseases of the kidney.
This condition is caused most fre-
quently by, 1st, renal calculi; 2d,
obstructive lesions of the lower
urinary tract; 3rd, gonorrhoea; 4th,
traumatism. We have already
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seen that it is usual for pus to ap-
pearin the urine in nephro-lithia-
sis, though it is by no means neces-
sary than an abscess of the kidney
should occur. In a large propor-
tion of cases, however, the calculus
sets up an irritation of the calices
and pelvis of the kidney, which
causes the migration of micro-
organisms either from the blood or
along the ureter, and a suppura-
tive inflammation results.
Mechanical obstruction to the
outflow of urine from the bladder
is one of the most common causes
of suppuration of the kidney.
Stricture of the urethra and en-
largement of the prostate gland
are prolific causes of destructive
inflammation of the kidneys. As
the result of the obstruction, resi-
dual urine is retained in the blad-
der, which undergoes ammoniaca
decomposition, with the produc-
tion of tenacious mucus. The ob-
struction continuing, the bladder
becomes more and more distended,
and the urine backing up in the
ureter and pelvis of one or both
sides, a condition of hydro-neph-
rosis results. This may continue
awhile uninfected, but sooner or
later infection occurs, either from
the use of catheters, or by the con-
tamination of the mucus which
escapes from the external meatus
during micturition, and a pyone-
phrosis results. Whenever you
have febrile symptoms superven-
ing on a chronic cystitis, infection
of the kidney should be suspected.
The temperature is like that of
pyemia, high in the evening and
low in the morning, and is fre-
quently irregular. There will be
pain in the region of the kidney,
and a distinct tumefaction may
frequently be felt, which is very
tender on pressare, there will be
muscular rigidity on the same side
and the urine will be loaded with
pus. The use of the cystocope
will frequently be of great service

in such cases, as the pus may be
seen to exude from the ureter of
the affected side.

Gonorrhoea is also a cause of pyo-
nephrosis, the germs passing back-
wards to the bladder, set up a
gonorrhocal cystitis, and from the
bladder they may readily travel
up the ureters to the kidneys. A
recent sad experience has hap-
pened to me, a young man con-
tracted gonorrhea, which extended
to the bladder, causing a severe
cystitis, after this had been in ex-
istence for a time, he began to
have fever, with pain in his right
loin and an abundance of pus in
the urine. A supra pubic cysto-
tomy and a nephrotomy were done,
but he died with suppression of
urine and pyemia.

Suppuration in the kidney is al-
ways a dangerous condition, and
should be treated promptly by in-
cision and drainage, and when the
kidney is disorganized it should
be removed. It is better in most
cases though to perform nephro-
tomy first and subsequently if
necessary nephrectomy. Iexhibit
here a kidney which I have re-
cently removed on account of total
destruction of its secreting struc-
ture. The patient is a sergeant of
police and was crushed by the
crowd at oneof the base ball games
in September, 1897. He had been
in good health up to that time, and
subsequently was an invalid with
pain in the right side, fever,
abundant pus in the urine, and a
large tender mass in the right loin.
I first performed nephrotomy, but
the symptoms continuing, nephrec-
tomy was done some weeks ago and
he is getting on very well. In this
cuse 1 was unable to place ligatures
on the several vessels, so clamped
all the structures in the hilum of
thie kidney, and removed the for-
ceps, five in number, in 48 hours.

I have only briefly outlined some
of the surgical affections of the
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kidneys, and have omitted many
others, such as wounds, neoplasm,
tuberculosis, which are interesting
and important subjects.

The clinic on the diseases of the
stomach and intestines under the
direction of Prof. Hemmeter has
reached the fifth month of its ex-
istence. During this period the
number of patients treated has
steadily increased. The aim of
the work has been to make the
examination of each individual
patient ag thorough as possible.
In pursuance of this aim a plan of
systematic examinations has been
adopted which has proved very
satisfactory, and is as thorough as
is compatible with dispensary prac-
tice. A detailed and comprehen-
sive history is taken of the patient
according to the plan laid down in
Prof. Hemmeter’s text book. The
abdomen is examined ; the stom-
ach then distended with carbon
dioxide to determime any abnor-
mality of size or position, or pres-
ence of tumor. The chest is ex-
amined if the history indicates any
disease of its organs. On the fol-
lowing day, the patient having
taken a test meal, a fixed time
thereafter the stomach tube is in-
troduced and the contents of the

stomach withdrawn. Qualitative
and quantitative determinations
of the whole activity and free and
combined HCL are made. Lactic
acid and erythrodextrin are ex-
amined for. Whenever indicated
artificial digestion tests are carried
out; and the rates of motility and
resorption are determined. In all
cases indicating it the urine is ex-
amined for degree of acidity and
presence of albumen, sugar and
indican.

This is an outline of the routine
work, while allowing much to be
desired it suffices to give a clear
insight in the great majority of
cases.

During the month of February
33 new cases were treated. They
are 1n detail as follows:

(Grastritis acuta et subacuta, 13

Gastroptosis et gastrectasia,

Obstipatio alvi, - -

The treatment consists for the
most part in diet, drugs and lav-
age. Those patients requiring
daily washing out of the stomach
are taught to do it for themselves.

HeNrY ADLER, A. B.,, M. D,

Chief of Clinic.

Gastritis chronica, - 5
Dyspepsia nervosa, - - 4
Gastroptosis, - - 6
Gastrectasia, - - - 2
2
1
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